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Abstract

Introduction: Access to Nicotine Replacement Therapy (NRT) is a key public health
intervention to reduce smoking. We assessed prevalence and correlates of use of NRT in
Ontario, where NRT is available without prescription.

Methods: Participants were a representative sample of 2262 adult smokers in the
Ontario Tobacco Survey cohort. Prospectively measured use of NRT over a 6-month
period was reported in relation to smoking behaviour and history, attempts to quit,
receipt of other supports for cessation supports and attitudes toward NRT.

Results: Overall, 11% of smokers used NRT over the six-month follow-up period.
Prevalence was 25% among the 27% of smokers matching clinical guidelines that
recommend NRT as a therapeutic option, and low among smokers not trying to quit.

Conclusion: With increasing accessibility of NRT, further surveillance and research are
warranted to determine the impact of the reach and benefits of NRT, considering both
the general and targeted smoking populations.
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Introduction prescription, while others propose to do
the same.

In trials, nicotine replacement therapy
(NRT) nearly doubles the likelihood of
smoking cessation,'™ and so has the
potential to reduce the disease burden

from tobacco.* Ensuring access to NRT is

Several authors have stated that mea-
sures to make NRT more available have
increased its use,”® while others argue it
is still underutilized.”"'' However, few

a required public health intervention for
all nations, including Canada, that have
signed the World Health Organization
Framework Convention on Tobacco Con-
trol.>® Several jurisdictions (e.g. Canada,
United States, United Kingdom, Australia
and much of Europe) have made NRT
available over the counter (OTC) without

reports have described uptake of NRT at
population levels where these have been
made available OTC.!*"'* The cost of
NRT in Canada has been described both
as a serious barrier'® and a contribution to
inequality in access to effective cessation
services.'® New publicly funded programs
are being considered and enacted to
increase access and use of this treat-

ment.'” The effectiveness of making NRT
readily accessible should be evaluated
with quantitative surveillance data on the
size of the ideal target population as well
as the proportion of the population
reached by the intervention.'® These data
have not been available in Canada.

This report addresses a gap in knowledge
about the size of the population of
smokers representing unmet need for
increased use of NRT in Ontario. There is
some controversy about whether all, or
only specific, smokers should be encour-
aged to use NRT, and if medication is
over-promoted to smokers who do not
need it to quit.!® Therefore, we report on
prevalence of NRT use in all smokers and
those matching de jure guidelines applied
in programs providing publicly funded
NRT in Ontario®® and elsewhere'' to
quantify reach of this preventive measure
in smokers representing targeted and not
targeted users. Targeting criteria used are
drawn from evidence-based reviews,*
including Cochrane reports '* and meta-
analyses.”*** These have concluded that
there is strong evidence of the benefit of
NRT for smokers who are both nicotine
dependent (largely defined as consuming
more than 10 to 15 cigarettes per day) and
motivated to quit smoking."? It is also
recommended as a best practice that NRT
users receive behavioural counselling, to
achieve the additive effects of both inter-
ventions.'*** Authors who advocate that
NRT is suited to all smokers without
restrictions®!"** argue that NRT may be
effective without clinical help and that
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the number of cigarettes smoked per day
may not correlate with the presence or
severity of withdrawal symptoms targeted
by the medication or the perceived need
for the medication.'**** Others have
suggested there may be increased use of
NRT for reasons other than quitting (e.g.
to postpone quitting or to cut down but
continue smoking), and they have indi-
cated a need to monitor such potential
trends. 38

Evidence for the effectiveness of NRT
obtained OTC also remains weaker than
for clinical settings. This will depend on
who uses it and how it is used, which
makes patterns of NRT use important to
monitor.*’

Methods
Study population and design

We conducted our research in Ontario,
Canada, a province with a comprehensive
Tobacco Control Strategy. Throughout the
study period, NRT patch and gum forms
were readily available OTC at pharmacies,
grocery stores and convenience stores. No
other forms of NRT (e.g. inhaler, lozenge)
were licensed for use, and NRT products
were licensed for use in immediate cessa-
tion (i.e. not to be used while still smoking
or quitting gradually). Most OTC products
were paid for privately*® and not covered
in universal drug benefits.

Data were from the Ontario Tobacco
Survey, a population-representative tele-
phone survey and panel study of adult
smokers*!"** recruited from July 2005
through June 2007 (for whom NRT atti-
tude questions were included in the inter-
view). Of 2681 smokers at baseline (daily
or occasional smokers who had smoked
within 30 days and 100 or more cigarettes
in their lifetime), 2262 had complete base-
line and first six-month follow-up data
(84.4% retention). Approximately 12% of
the sample were studied during a time
when they could have been eligible for a
free, government-funded NRT distribution
program.*°

The University of Toronto and the
University of Waterloo provided ethical
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approval to conduct and use the data from
the Ontario Tobacco Survey.

Study variables

Respondents were asked at baseline if they
had ever or never previously used NRT. At
the six-month interview, respondents
were asked if they had used either the
nicotine patch, gum or inhaler in the
preceding six months “to quit or reduce
smoking.” We defined six-month period
prevalence of NRT use as any use of NRT
during follow-up, regardless of history.

A number of smokers’ characteristics
were considered as predictors of NRT
use. These included factors known to be
associated with quit attempts and mea-
sures derived to reflect practice guidelines
around NRT (intention to quit; indications
of nicotine dependence assessed through
consumption level, typically 10 or more
cigarettes; and receipt of behavioural
supports for cessation). Six-month inten-
tion to quit smoking was obtained at
baseline by asking, ““Are you planning to
quit smoking within the next month,
within the next six months, sometime in
the future, beyond six months, or are you
not planning to quit?” **** A second
derived covariate classified smokers as
intending to quit if they intended to do so
at baseline or reported having made a
serious attempt to quit during the six-
month follow-up. We calculated baseline
consumption, time to first cigarette after
waking®® and Heaviness of Smoking
Index.*® Respondents were also asked
if they considered themselves ‘‘very,”
“somewhat” or “not at all” addicted to
cigarettes.*” Derived variables were also
created for combinations of indications
for NRT (defined as above).

Respondents’ confidence in their ability to
quit was measured in four levels from
“not at all” through ““very confident” that
they would succeed if they decided to
quit completely in the next six months.
Reports of having made a serious attempt
to quit smoking, having received physi-
cian advice to quit smoking and using
specific behavioural supports for cessation
were obtained at baseline and follow-up.
Attitudes toward pharmaceutical smoking
cessation aids were determined at baseline

from agreement with the following state-
ments: ‘“‘stop-smoking medications make
it easier to quit than trying to quit on your
own”’; “‘the cost of stop-smoking medica-
tions makes it difficult to use them”;
“stop-smoking medications are hard to
get”’; and “‘the risk of side effects from
stop-smoking medications concerns you.”
The demographic characteristics consid-
ered were age, sex, education and rural
residence.*® Rural residence was consid-
ered as a potential indicator of relatively
poorer access to NRT (due to any of the
following: limited access to primary care
providers who might recommend pharma-
cotherapy; larger distances to pharmacies
that carry the product; or greater cost of
the product in more remote locations).

Analyses

Use of NRT was reported in bivariate
analyses and multivariable models relat-
ing NRT use to smoker demographics,
baseline attitudes and smoking character-
istics and to behaviours related to smok-
ing cessation.

We obtained prevalence ratios for NRT
use in relation to covariates using log-
binomial regression models including all
smokers. We restricted this to smokers
who reported making a quit attempt
during the six-month follow-up period.
Regression diagnostics included assessment
for non-linearity and multi-colinearity.
All descriptive and multivariable analyses
used sampling weights for the Ontario
Tobacco Survey smoker cohort, which
were calculated to produce estimates
representative of the underlying popula-
tion of Ontario adult recent smokers at
baseline.*! Variance estimates took the
sampling design into account and were
obtained using the Taylor series expansion
methods in Stata version 11 (StataCorp LP,
College Station, TX, United States).*’

Results

Table 1 presents the characteristics of
2262 respondents with complete six-
month follow-up data, along with six-
month prevalence of NRT use by smoker
characteristics, predictors of cessation and
attitudes toward NRT. Similarity of the
sample to the underlying population is




TABLE 1 reported elsewhere.*"** In this cohort
Sample characteristics and prevalence of NRT use in six months by smoker characteristics, in  64% smoked 10 or more cigarettes per

a population-representative cohort of adult smokers, Ontario, Canada day at baseline, and 52% reported smok-
Characteristic of smoker, history of smoking  Unweighted Percent of Prevalence of NRT use ing within 30 minutes of waking. Most
and cessation attempts, and attitudes sample size, n  sample, weighted in 6 months, by group respondents (83 %) had previously tried to

% % 95% CI quit, and 47% had previously used NRT.
All smokers with complete 6 month data 2262 100 114 9.7-131  Inour sample, 40% reported an intention
Demographics to quit smoking at baseline, which is
Age, years 2261 somewhat lower than estimates from
18-34 59 334 11.0 78142 other sources for the same population
(55%-59%,°%°! although with different
35-54 1120 49.1 12.2 9.8-14.6 . . 5o
measures of intention’”).
55+ 549 17.4 10.1 7.0-13.1
o6 2262 Between baseline and the first six-month
Male 993 525 112 8.8-13.6 follow-up, 11% reported using NRT (see
Female 1269 .5 17 94-13.9 Table 1). Overall, 26% reported making
eleiimr 2259 a serious quit attempt and just 2% of all
Some post-secondary education 1178 54.5 13.0 10.6-15.3 smokers in the sample were first-time
High school or less 1078 45.5 9.6 7.3-11.9 users of NRT in this six-month period.
Heaviness of smoking at baseline There was no detectable difference in NRT
Number of cigarettes smoked/day® 2239 use among the 12% of respondents whose
0-9 695 36.4 9.3 6.3-12.2 time on study coincided with a free NRT
10-15 568 25.1 15.1 11.1-19.0 give-away program in Ontario (data not
16+ 976 38.5 1.4 91-137  shown).
Time from waking to first cigarette, minutes 2256
<30 1300 51.5 12.4 10.2-14.6 Table 1 also shows the prevalence of NRT
=~ 30 956 485 10.2 77-12.8 use by smoker characteristics. Use was

significantly higher among respondents
who intended to quit altogether (using
various measures), who made serious

Quit attempts and intentions

Lifetime number of quit attempts at baseline® 2260

0 321 16.7 6.4 2.1-10.6 . .
attempts to quit, and who had received
1 514 23.2 8.2 5.3-11.0 . .
behavioural or professional supports for
2 L9 2 U el cessation. NRT use was also positively
=3 ELE 37.0 16.3 13.3-19.3 associated with baseline cigarette con-
Intended to quit at baseline® 2230 sumption, lifetime number of quit attempts,
Yes 914 40.2 17.5 14.4-20.5 prior use of NRT, perceived addiction,
No 1316 59.8 7.6 5.6-9.5 confidence in ability to quit and attitudes
Made a serious attempt to quit smoking during 6-month follow-up period (reported at follow-up)® toward stop-smoking medications. Age,
2098 sex or education were not associated with
Yes 467 255 296 24.2-35.0 NRT use; nor was rural/urban residence
No 1631 74.5 39 29-49 in our analyses (data not shown).
Supports for cessation
Lifetime history of NRT use® 2262 Among smokers who intended to quit
s 1177 168 19.4 16.5-22.3 altogether (either a prior intention to quit
No 1085 532 44 2.6-6.2 Zt l?asehrllle forua reported_ sct;rloui1 attte)mpt
Lifetime history of any behavioural supports (including physician advice)® .urlng the fo .OW_UP period) an . d base-
) line consumption of 10 or more cigarettes
per day (the 27% of smokers meeting
Yes 415 16.0 23.7 18.3-29.2 .. . A
explicit practice guidelines), 25% used
No 1847 84.0 9.1 7.4-10.8

NRT. The highest prevalence of NRT use

Physician advice or use of behavioural supports during follow-up® observed by subgroup, at 31%, was

2135 among smokers who exactly met the
Either 959 43.6 17.2 14.1-20.4 most conservative eligibility criteria and
Neither 1276 56.4 73 5.6-9.0 also reported past or recent receipt of

Continued on the following page  behavioural support (Table 1).
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TABLE 1 (continued)
Sample characteristics and prevalence of NRT use in six months by smoker characteristics, in
a population-representative cohort of adult smokers, Ontario, Canada

Characteristic of smoker, history of smoking  Unweighted Percent of Prevalence of NRT use
and cessation attempts, and attitudes sample size,n sample, weighted in 6 months, by group
% % 95% CI
Attitudes and beliefs
Perceived addiction® 2253
Not at all 151 8.8 2.1 0.0-6.0
Somewhat 603 30.7 8.1 5.2-10.9
Very 1499 60.5 14.5 12.2-16.8
Confident of quitting altogether in the next 6 months®
2248
Not at all confident 310 12.0 9.9 5.4-14.4
Not very confident 654 27.3 123 9.1-15.4
Fairly confident 753 33.8 14.4 11.0-17.7
Very confident 531 26.8 7.9 5.2-10.5
Stop-smoking medications make it easier to quit than trying to quit on your own®
2261
Agree 1656 70.5 13.6 11.4-15.8
Disagree 494 24.8 6.8 4.2-9.4
Don’t know 111 4.8 33 0.8-5.7
The cost of stop-smoking medications makes it difficult to use them®
2261
Agree 1334 55.5 12.0 9.8-14.2
Disagree 771 37.0 12.4 9.4-15.4
Don’t know 156 7.5 24 0.4-4.5
Stop-smoking medications are hard to get® 2262
Agree 344 14.2 7.6 4.2-11.1
Disagree 1776 79.5 12.6 10.6-14.6
Don’t know 142 6.3 5.3 1.2-9.5
The risk of side effects from stop-smoking medications concerns you®
2262
Agree 1309 56.1 10.5 8.4-12.6
Disagree 840 38.5 14.2 11.1-17.3
Don’t know 113 5.5 1.5 0.1-3.0

Combination of indications for NRT use

Intention or attempts to quit plus 10+ cigarettes/day®

2206
Yes 658 26.6 253 21.0-29.6
No 1548 73.4 6.5 4.8-8.1
Intention or attempts to quit plus 10+ cigarettes/day plus any support®
2223
Yes 349 13.9 30.8 24.4-37.3
No 1874 86.1 83 6.7-10.0
Intention or attempts to quit plus any supports® 2212
Yes 526 23.6 26.8 21.7-32.0
No 1686 76.4 6.8 5.3-8.2

Source: Ontario Tobacco Survey, Ontario Tobacco Research Unit, July 2005 to December 2007 (Cohorts 1 to 4 with 6-month
follow-up data).

Abbreviations: ClI, confidence interval; NRT, nicotine replacement therapy.

? Statistically significant bivariate association as indicated using global chi-square test for association.
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Table 2 shows the characteristics and
responses of the 301 individuals who used
NRT in the six-month follow-up window.
The large majority of NRT users had a
history of quit attempts at the baseline
interview (91%), expressed an intention
to quit (as baseline intention to quit [61 %]
or attempt in follow-up [72%]), had used
NRT at or before the baseline interview
(80%) and reported themselves to be
“very addicted” (77%). NRT users tended
to believe stop-smoking medications made
it easier to quit (84%) and that they were
readily available (88%), but also that the
cost made it difficult to use them (58%).

Table 3 shows the results of simulta-
neously adjusted log-binomial regression
models predicting use of NRT during six-
month follow-up among all smokers and
among only those who reported attempt-
ing to quit during the same follow-up
window. Demographic characteristics
including age and education were not
associated with NRT use after adjustment
for smoking behaviour and history.

Among all smokers, history of quit
attempts at baseline was unrelated to
NRT use. However, respondents were
over 6 times more likely to use NRT if
they reported a serious attempt to quit
smoking over the same six-month follow-
up period; they were also more likely to
use NRT if they had previously used it.
Both a lifetime history of physician advice
or behavioural supports for cessation
and reported receipt of advice or sup-
port during the same follow-up window
were statistically significant predictors
of NRT use in the fully adjusted model.
Consumption-based smoking behaviour
measures at baseline (number of cigarettes
per day and time to first cigarette) and
confidence in ability to quit were not
statistically significant after adjustment
for history of quitting behaviour.

When the analysis of predictors of NRT
use was restricted to smokers who made a
serious attempt to quit in the six-month
time frame, history of support for cessa-
tion was positively associated with NRT
use. However, after adjustment for this,
behavioural support reported during the
same reference period was not related to




TABLE 2

Characteristics of a population-representative cohort of adult smokers who reported using
NRT products “‘to quit or cut down” in a six-month follow-up period, Ontario, Canada

Characteristics of smokers (n = 301) Weighted, 95% confidence
% interval

Demographics

Ade, years 18-34 32.2 24.6-39.9
35-54 52.4 44.7-60.1
55+ 15.4 10.7-20.0

Sex Male 51.5 43.8-59.1
Female 48.5 40.9-56.2

Education Some post-secondary 61.8 54.2-69.3
High school or less 38.2 30.7-45.8

Heaviness of smoking at baseline

Number of cigarettes smoked/day 0-9 29.1 21.5-36.8
10-15 32.8 25.4-40.2
16+ 38.1 31.1-45.2

Time from waking to first cigarette, minutes < 30 56.4 48.5-64.2
> 30 43.6 35.8-51.5

Quit attempts and intentions

Lifetime number of quit attempts at baseline 0 9.3 3.3-15.4
1 16.6 11.1-22.0
2 21.3 14.8-27.8
>3 52.8 45.1-60.5

Intended to quit at baseline Yes 60.8 53.0-68.5
No 39.2 31.5-47.0

Made a serious attempt to quit smoking during the 6-month follow-up period (reported at follow-up)
Yes 72.3 65.5-79.0
No 27.7 21.0-34.5

Supports for cessation

Lifetime history of NRT use Yes 79.6 72.4-86.8
No 20.4 13.2-27.6

Lifetime history of any behavioural supports (including physician advice)
Yes 333 26.2-40.3
No 66.7 59.7-73.8

Physician advice or use of behavioural supports during 6-month follow-up
Either 64.6 57.5-71.7
Neither 35.4 28.3-42.5

Attitudes and beliefs

Perceived addiction Not at all Suppressed® Suppressed®
Somewhat 21.6 14.8-28.4
Very 76.7 69.6-83.8

Confidence of quitting altogether in the next 6 months
Not at all confident 10.3 5.7-15.0
Not very confident 29.1 22.4-35.8
Fairly confident 42.2 34.5-49.9
Very confident 18.3 12.6-24.0

Continued on the following page

NRT use. (Additional models, not shown,
indicate substitution effect where either
past or same-time period history of
behavioural supports were positively
associated with NRT use, and the two
were correlated.) Unlike the associations
found among all smokers, among those
who made a quit attempt higher number
of cigarettes per day at baseline was
positively associated with reported use of
NRT in the next six months, but not
previous quit attempts. A ““don’t know”
response to the attitude item about price
of NRT was negatively correlated with
use. Conversely a ““don’t know”’ response
to the question on ease of access was
positively associated with use (p = .048
for the contrast).

Discussion

In Ontario, 30% of those making a quit
attempt used NRT. This is lower than that
found in a study by Reid and Hammond>?
that showed that a fairly stable 50% of
smokers making quit attempts over two
years used medication. Our study is the
first to consider which smokers should
be using NRT, based on evidence-based
guidelines for NRT effectiveness. Of the
27% of smokers who met guidelines for
use in our analysis, just under 25% used
NRT. This leaves roughly 20% of all
Ontario smokers as, arguably, an ““‘ideal”
but unreached target population.

Despite the importance of quantitative
data on the reach of public health inter-
ventions,'® few reports have estimated
population prevalence of NRT in specific
time periods. Population health surveys
often lack the precision to quantify NRT
conditional on smoking and quit attempts.
In 1990, in a sample of Minnesotans with
access to NRT through insurance plans
with co-payment,® roughly half of those
trying to quit used aids, primarily phar-
macotherapy; in California between 1999
and 2002, 17% of all smokers used phar-
macotherapy in the past year.*® In the U.S.
in 2003, 32% reported a quit attempt in
the past year using medication,’® whereas
in 2010, 30% of all smokers used medica-
tion in the past year.”” In the United

Vol 33, No 1, December 2012 — Chronic Diseases and Injuries in Canada




TABLE 2 (continued)
Characteristics of a population-representative cohort of adult smokers who reported using
NRT products “‘to quit or cut down”’ in a six-month follow-up period, Ontario, Canada

Characteristics of smokers (n = 301)

Weighted, 95% confidence
% interval

Stop-smoking medications make it easier to quit than trying to quit on your own

Agree 83.9 78.5-89.3

Disagree 14.8 9.5-20.1

Don’t know 1.4 0.4-2.4
The cost of stop-smoking medications makes it difficult to use them

Agree 58.2 50.5-65.9

Disagree 40.2 32.5-47.9

Don’t know 1.6 0.3-3.0
Stop-smoking medications are hard to get Agree 9.5 5.3-13.7

Disagree 87.6 82.9-92.2

Don’t know 3.0 0.7-5.3
The risk of side effects from stop-smoking medications concerns you

Agree 51.5 43.8-59.2

Disagree 47.8 40.1-55.5

Don’t know 0.7 0.0-1.4
Combination of indications for NRT use
Intention or attempts to quit plus 10+ cigarettes/day

Yes 58.6 50.7-66.4

No 41.4 33.6-49.3
Intention or attempts to quit plus 10+ cigarettes/day plus any support

Yes 37.3 29.8-44.7

No 62.7 55.3-70.2
Intention or attempts to quit plus any support  Yes 55.0 47.3-62.7

No 45.0 37.3-52.7

Source: Ontario Tobacco Survey, Ontario Tobacco Research Unit, July 2005 to December 2007 (Cohorts 1 to 4 with six-month

follow-up data).

Abbreviation: NRT, nicotine replacement therapy.

 Cell size less than 5: estimates have been suppressed to maintain confidentiality.

Kingdom, where NRT is publically funded
through the National Health Service,
roughly half of smokers used it in recent
quit attempts.'?

Not all smokers feel medications are
necessary,'>!*% and many quit on their
own.’®® However, Ontario utilization
rates may not reflect lack of interest; in
2000, a provincial NRT giveaway attracted
16 000 people in six weeks.®® We found
no difference in use by education, as
anticipated and seen in American data;’’
however, we did not have access to
more direct measures of insurance or
ability to pay.*°

Earlier studies showed that ever users of
NRT tend to be more dependent or smoke

more cigarettes.”*>**1=%3 In our study,
number of cigarettes smoked did not
predict NRT use, which contrasts with
several retrospective studies;”">* however,
cigarette consumption was associated
with NRT use among smokers trying to
quit, as elsewhere.'” Among all smokers,
lower consumption may follow from
efforts to cut down.®* American guidelines
on NRT cite a minimum number of
cigarettes primarily because of a lack
of clinical trials data for people who smoke
less.!™ Australian practice guidelines, in
contrast, state that NRT should be offered
with evidence of dependence.®® We found
that over 90% of respondents who smoked
fewer than 10 cigarettes at baseline and
who used NRT perceived themselves to be
very or somewhat addicted.
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Intending or actually trying to quit were
significantly associated with NRT use,
which was consistent with findings from
California.®® Just 3% of Ontarians who
neither intended nor tried to quit used
NRT. This does not suggest widespread
use of NRT with no intention to quit, as
has been suggested as a negative con-
sequence of NRT availability.3*-38:66-67
However, we asked about NRT use “‘to
quit or reduce smoking” (to exclude use
of services for a different health reason)
and may not have captured all NRT use,
for example, by people who planned only
to reduce, but not discontinue, smoking.
Intention to quit may also change or be
unreliably measured.®® We addressed this
by considering intention with and without
subsequent attempts to quit.

In our study, smokers who received non-
pharmaceutical support were more likely
to use NRT, whereas previous studies
report mixed findings. NRT users rarely
used behavioural supports in Minnesota,”*
whereas in California’ and Australia®
NRT wusers were more likely to use
behavioural supports. Ontario data may
reflect consistency of advice from profes-
sionals and packaging to use behavioural
supports. However, as in most studies,®’
we have no information on the intensity
or quality of the supports received. Our
study, like others,*>®! found that past use
of NRT was associated with prospective
use, but some use may have started before
the baseline interview and continued into
follow-up. Not surprisingly, smokers with
positive attitudes towards NRT were more
likely to use these medications.®*7%~72

Our analysis used data to 2008, after which
time NRT manufacturers were permitted to
advertise NRT for use while cutting down
to quit. Future studies should ask about
NRT for use only to cut down or only
when one cannot smoke.®>*%773 Qur
study will provide baseline data to evalu-
ate the impact of these changes and recent
initiatives to publicly fund NRT.

Conclusion

Widely available NRT is a recommended
population-based measure to reduce
tobacco-related health burden. In this
population, where NRT was available over




TABLE 3
Results of multiple log-binomial regression models predicting NRT use, in six-month follow-up, for all smokers and for those who attempted
to quit over the same six-month period

Characteristic Predicting 6-month prevalent use of NRT in all Predicting NRT use among those who made a quit
smokers (N = 2031) attempt in 6-month follow-up (N = 439)
PR (95% CI) p value PR (95% CI) p value
Age (continuous, per 10 years of age) 0.94 (0.84-1.05) .250 1.01 (0.90-1.14) .853
Sex
Female (reference) 1.00 1.00
Male 0.86 (0.65-1.15) 319 0.73 (0.53-1.02) .065
Education
High school or less (reference) 1.00 1.00
More than high school 1.09 (0.80 —1.47) .582 1.27 (0.89-1.81) .183
Consumption (continuous, cigarettes/day) 1.01 (0.99-1.03) .226 1.02 (1.00-1.04) .025
Time from waking to first cigarette, minutes
< 30 0.90 (0.65-1.24) .516 0.69 (0.47-1.00) .053
> 30 (reference) 1.00 1.00
Previous number of quit attempts at baseline
>1 0.69 (0.40-1.22) .201 0.49 (0.27-0.88) .017
0 (reference) 1.00 1.00
History of NRT use at baseline
Yes, > 1 times 3.04 (2.04-4.54) < .001 2.68 (1.69-4.26) < .001
No (reference) 1.00 1.00
History of behavioural support at baseline®
Yes, > 1 times 1.35 (1.02-1.79) .038 1.40 (1.06-1.87) .020
No (reference) 1.00 1.00
Baseline intention to quit in 6 months .042
Yes - - 0.68 (0.47-0.99)
No (reference) 1.00
Made a serious attempt to quit smoking during 6-month follow up period
Yes 6.76 (4.72-9.69) < .001
No (reference) 1.00 - -
Use of any behavioural supports during follow-up
Yes 1.53 (1.11-2.11) .009 1.15 (0.82-1.63) 418
No (reference) 1.00 1.00
Confidence in ability to quit
Very confident 0.78 (0.44-1.39) 403 0.90 (0.48-1.70) 751
Fairly confident 1.14 (0.68-1.93) .611 1.30 (0.75-2.24) .345
Not very confident 1.16 (0.68-1.98) .584 1.36 (0.78-2.39) .278
Not at all confident (reference) 1.00 1.00
Stop-smoking medications make it easier to quit than trying to quit on your own?
Disagree 0.71 (0.44-1.13) .150 0.76 (0.43-1.33) 334
Don’t know 0.62 (0.26-1.47) .276 0.57 (0.23-1.41) 221
Agree (reference) 1.00 1.00
The cost of stop-smoking medications makes it difficult to use them
Disagree 1.04 (0.79-1.39) .768 1.09 (0.80-1.50) .579
Don’t know 0.27 (0.08-0.97) .045 0.09 (0.02-0.58) .011

Agree (reference)

1.00

1.00

Continued on the following page
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TABLE 3 (continued)

Results of multiple log-binomial regression models predicting NRT use, in six-month follow-up, for all smokers and for those who attempted

to quit over the same six-month period

Characteristic Predicting 6-month prevalent use of NRT in all Predicting NRT use among those who made a quit
smokers (N = 2031) attempt in 6-month follow-up (N = 439)
PR (95% CI) p value PR (95% CI) p value
Stop-smoking medications are hard to get
Disagree 1.32 (0.78-2.25) .296 1.18 (0.66-2.13) 574
Don’t know 1.98 (0.86—4.59) 110 2.72 (1.01-7.34) .048
Agree (reference) 1.00 1.00
The risk of side effects from stop-smoking medications concerns you
Disagree 1.13 (0.85-1.50) 413 1.25 (0.90-1.73) 181
Don’t know 0.26 (0.06-1.14) 073 lexcluded]®
Agree (reference) 1.00 1.00

Abbreviations: ClI, confidence interval; NRT, nicotine replacement therapy; PR, prevalence ratio.

* Behavioural support considered as either advice from a physician or other forms.

Y Excludes fewer than 5 observations who said “Don’t know.”

the counter and use of supplemental
behavioural supports advocated, most
smokers trying to quit were not using
NRT. Approximately 20% of Ontario
smokers were an ‘‘ideal” but unreached
target population for NRT use. Ontario
has recently implemented new initiatives
to increase the accessibility of NRT. As
such, further surveillance and research
are warranted to determine the impact
of the reach and benefits of NRT, con-
sidering both the general and targeted
smoking populations.
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