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Abstract: Smoking among cancer patients leads to poorer outcomes, yet many patients continue
smoking. As part of a feasibility study of smoking cessation for cancer patients in Ireland, smoking
rates were reviewed. Hospital Inpatient Enquiry (HIPE) data on the smoking status of discharges with
a cancer diagnosis (overall, breast, lung, cervical and head and neck cancer) were used (2014–2018).
During 2014–2017, current smoking increased for overall (10.5–11.7%) and lung cancer (24.7–27.2%),
then decreased to 11.4% and 24.1%, respectively, in 2018. Current smoking increased for cervical
during 2014–2018 (11–19.8%) and initially (2014–2016) for head and neck (3–12.7%) cancer, decreasing
to 7.6% in 2018; breast cancer was stable at 6 ± 0.6%. These rates are lower than the Irish (23–20%)
and European (29% (average)) general population. During 2014–2017, past smoking increased among
overall (15.2–21%) and specific cancers, which was lower than the Irish general population (23–28%).
Current smoking was highest among 50–59-year-olds (14–16%), which contrasts with the Irish general
population (24–35 years at 32–28%). HIPE data are subject to potential duplicate episodes of care and
under-documentation of smoking. However, trend analysis is useful, as these limitations should be
stable. Rates remain high; therefore, robust documentation and smoking cessation referrals for cancer
patients are important.
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1. Introduction

Tobacco smoking has been causally linked as an independent risk factor in the patho-
genesis and development of a wide variety of cancers [1]. However, the implications of
continued smoking after a cancer diagnosis are equally deleterious and the benefits of
smoking cessation after a cancer diagnosis are often undervalued [2]. Tobacco smoking is
associated with an increased risk of recurrence [3–5], the development of second primary
cancers [3,6–8], poorer treatment outcomes (including treatment-related complications and
toxicities) [3,4,9], lower survival rates and decreased quality of life [3,10], and pulmonary,
cardiovascular and wound complications leading to increased length of hospital stay [11,12].
Mortality among lung cancer patients is higher with increased smoking and home/work
second-hand smoke exposure [13]. There is a growing body of evidence that smoking
cessation improves outcomes following the diagnosis of several different cancers [8,14,15].
Some of these smoking-related complications are seen to decrease by 19% with each week
of cessation [11]. Notwithstanding the adverse outcomes, a significant number of people
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who have been diagnosed with cancer continue to smoke [10,16]. Some of the important
issues to be addressed to promote smoking cessation among cancer patients include: (i) a
lack of awareness of smoking harms, (ii) lack of tailored interventions to promote smoking
cessation among cancer patients [2], (iii) limited opportunities for conversation around
smoking cessation [17] and (iv) suboptimal use of smoking cessation interventions by
cancer patients [17].

Even though approximately 69% of tobacco smokers express a desire to quit and 52%
have attempted to quit in the previous year [18], only 4–7% are able to quit without the use
of smoking cessation supports [19]. Although patients with head and neck (H and N) and
lung cancers (LC) have shown a higher motivation to quit with quit rates as high as 70%,
they also have high relapse rates of up to 50% within 6 months [19,20].

Evidence-based smoking cessation supports with consideration to the special needs of
cancer patients are therefore needed. As part of a feasibility study, with the objective of
assessing the development of a hospital-based, high-intensity, peri-treatment behavioural
smoking cessation programme as part of routine care for cancer patients throughout Ireland,
a review of smoking rates among cancer patients in Ireland was undertaken.

2. Materials and Methods

Rates of current and past smoking during a five-year study period among cancer
patients in Ireland were evaluated using Hospital Inpatient Enquiry (HIPE) data. HIPE is a
database which collects administrative, demographic and clinical data on discharges from,
and deaths in, Irish acute public hospitals [21]. HIPE data were requested for the five most
recent years available (2014–2018). Data were received as summary tables representing
number of discharges (17 years and older) with a principal diagnosis of cancer, for all
cancer types combined (overall) and individual cancers (including breast cancer (BC), lung
cancer, cervical cancer (CC) and H and N cancer), sorted by age, gender and smoking
status (current and past smoking). Cells with five or fewer discharges were suppressed
and not disclosed for reasons of confidentiality. HIPE discharges are coded using the
International Statistical Classification of Diseases and Related Health Problems, 10th Revision,
Australian Modification (ICD-10-AM); Australian Classification of Health Interventions (ACHI);
and Australian Coding Standards (ACS), 8th Edition [21].

Smoking is collected using ICD-10-AM diagnosis codes which are coded as an addi-
tional diagnosis. In the HIPE data, ‘current smoking’ was documented using code Z72.0
‘Tobacco use—current’, which indicated if the patient has smoked tobacco (any amount)
within the last month or there was documentation of ‘hazardous use’ (a pattern of sub-
stance use that increases the risk of harmful consequences for the user) of tobacco. Current
smoking in our dataset also included code F17.1 ‘harmful use’ of tobacco (the clinician has
clearly documented a relationship between a particular condition(s) and smoking (even if
the patient has ceased smoking)), and code F17.2 ‘tobacco dependence syndrome’. ‘Past
smoking’ (code Z86.43) was documented if the patient had smoked tobacco (any amount)
in the past but excluding the last month [22].

Prevalence over five years (2014–2018) was calculated for overall, age-specific and
gender-specific smoking rates for patients with all cancer types combined, BC (female), LC,
CC and H and N cancer. The relative change in the rate of current smoking from 2014 to 2018
among males and females (overall cancers) was calculated (2014 rate − 2018 rate/2014 rate)
× (100). The smoking rates among cancer patients were compared to the general population
in Ireland (using ‘Healthy Ireland’ survey reports, a national health and lifestyle survey
in people aged 15 and over in Ireland) [23] and in Europe (European Tobacco Use: Trends
Report 2019) [24] and with the global trends of smoking among cancer patients. The study
hypothesis was that smoking rates in cancer patients in Ireland do not follow the same
trend as seen in the general population.
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3. Results

The total number of discharges with a primary diagnosis of malignancy for all cancer
types combined and for individual cancers reported by HIPE during 2014–2018 are pre-
sented in Table 1. From 2014 to 2018, discharges with a BC diagnosis were highest (range
8.8–9.0%) compared to other cancers (LC (range 3.1–3.6%), CC (range 1.6–1.4%) and H and
N (1%)).

Table 1. Total number of discharges with a diagnosis of cancer (all combined and individual cancer)
reported by HIPE during 2014–2018.

Cancer Type
Number of Discharges Reported

2014 2015 2016 2017 2018

All cancers 27009 25606 26167 26527 27276

n (%) n (%) n (%) n (%) n (%)

Breast 2369 (8.8) 2325 (9.1) 2250 (8.6) 2307 (8.7) 2469 (9.0)

Lung 835 (3.1) 871 (3.4) 1003 (3.8) 988 (3.7) 995 (3.6)

Cervical 426 (1.6) 402 (1.6) 320 (1.2) 389 (1.5) 387 (1.4)

Head and Neck 254 (1.0) 257 (1.0) 258 (1.0) 271 (1.0) 234 (1.0)

There was an increase in current smoking from 10.5 to 11.7% among cancer patients
(overall) from 2014 to 2017 (Table 2). There was a similar rise in the rate of past smokers
among cancer patients (overall) from 15.2 to 21% during the same period (Table 3). There
was a minor decrease of 0.3% in both current and past smoking in 2018 (Tables 2 and 3).

Table 2. Five-year (2014–2018) trend of current smoking among all cancer (combined), breast, lung,
cervical and head and neck cancer patients overall and age- and gender-specific in Ireland.

Variables Cancer Type Categories Year

2014 2015 2016 2017 2018

Overall current
smoking rates

(%)

All cancer 10.53 11.24 11.20 11.76 11.44

Breast cancer (female) 5.90 6.62 6.44 6.11 5.71

Lung cancer 24.74 26.53 24.02 27.26 24.11

Cervical cancer 11.00 14.67 12.80 17.00 19.80

Head and Neck cancer 3.14 8.56 12.79 10.33 7.69

Gender-specific
rates (%)

All cancers
Male 12.08 12.45 12.43 13.07 13.00

Female 8.81 9.92 9.83 10.31 9.72

Breast cancer Female 5.90 6.62 6.44 6.11 5.71

Lung cancer
Male 26.25 27.00 22.56 27.05 24.72

Female 22.78 25.95 25.68 27.51 23.33

Cervical cancer Female 11.00 14.67 12.80 17.00 19.80

Head and Neck cancer
Male ~ 9.00 16.55 8.10 ~

Female ~ 8.00 7.96 13.00 ~
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Table 2. Cont.

Variables Cancer Type Categories Year

2014 2015 2016 2017 2018

Age-specific
rates (%)

All cancers

Less than 40 years 10.60 11.08 11.77 10.37 9.97

40–49 years 11.93 12.74 12.03 13.51 13.60

50–59 years 14.00 14.52 15.25 15.91 15.53

60–69 years 12.33 13.62 13.39 13.83 13.20

70 years and over 7.36 7.58 7.53 8.29 8.08

Breast cancer

Less than 40 years 10.50 6.95 6.48 4.39 6.62

40–49 years 5.80 5.58 5.21 5.31 4.85

50–59 years 6.34 8.56 8.63 7.54 7.27

60–69 years 7.11 8.08 8.16 8.52 7.22

70 years and over 3.08 4.05 4.09 4.02 3.34

Lung cancer

Less than 40 years ~ ~ 20.68 ~ ~

40–49 years 28.44 32.00 32.89 38.00 21.90

50–59 years 35.82 35.40 32.50 34.92 34.91

60–69 years 26.02 31.49 27.10 28.52 27.40

70 years and over 18.08 18.21 17.53 22.27 18.21

Cervical cancer

Less than 40 years 7.82 14.40 ~ 6.18 23.57

40–59 years 12.16 19.66 14.58 21.54 25.97

60 years and over 12.29 6.60 ~ 18.91 7.27

Head and Neck cancer

Less than 40 years ~ 16.36 21.73 ~ ~

40–59 years ~ 8.90 11.53 ~ 10.00

60 years and over ~ 5.18 10.44 11.47 7.20

~ denotes five or fewer cases reported to HIPE or cases that have been suppressed for reason of confidentiality
and not disclosed.

Table 3. Five-year (2014–2018) trend of past smoking among all cancers (combined), breast, lung,
cervical and head and neck cancer patients overall and by age and gender in Ireland.

Variables Cancer Type Categories Year

2014 2015 2016 2017 2018

Overall
past-smoking

rates (%)

All cancer 15.22 17.46 19.70 21.02 20.75

Breast cancer (female) 7.26 9.11 11.02 10.83 12.83

Lung cancer 30.34 34.34 37.59 39.09 38.09

Cervical cancer 11.26 8.95 14.06 17.73 13.17

Head and Neck cancer 8.26 15.95 18.21 25.83 16.23

Gender-specific
rates (%)

All cancers
Male 18.90 21.94 24 25.9 24.79

Female 11.13 12.61 15 15.6 16.27

Breast cancer Female 7.26 9.11 11.02 10.83 12.83

Lung cancer
Male 31.33 36.00 40.40 43.50 40.87

Female 29.04 32.20 34.40 33.74 34.52

Cervical cancer Female 11.26 8.95 14.06 17.73 13.17

Head and Neck cancer
Male ~ 14.50 22.06 28.30 10.86

Female ~ 17.46 13.27 22.76 23.95
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Table 3. Cont.

Variables Cancer Type Categories Year

2014 2015 2016 2017 2018

Age-specific
rates (%)

All cancers

Less than 40 years 7.60 7.56 9.86 10.52 9.59

40–49 years 11.04 10.96 14.39 14.30 14.36

50–59 years 12.97 16.08 17.56 17.27 17.75

60–69 years 16.87 19.15 21.50 23.68 23.22

70 years and over 17.51 20.52 22.66 24.50 23.91

Breast cancer

Less than 40 years 4.90 5.34 8.10 4.94 5.42

40–49 years 8.00 6.04 11.96 11.24 12.86

50–59 years 7.01 10.13 10.13 9.12 10.53

60–69 years 8.89 12.13 11.47 12.79 16.26

70 years and over 6.17 8.78 11.58 12.39 14.45

Lung cancer

Less than 40 years ~ ~ 20.68 ~ ~

40–49 years ~ ~ 23.68 28.00 35.23

50–59 years 21.76 29.19 33.00 22.68 21.22

60–69 years 30.87 32.92 36.70 38.25 37.84

70 years and over 34.28 39.08 41.06 43.69 41.74

Cervical cancer

Less than 40 years 13.04 5.93 11.81 21.64 10.56

40–59 years 12.16 11.23 13.88 13.25 13.63

60 years and over 8.19 8.49 18.18 21.62 15.45

Head and Neck cancer

Less than 40 years ~ ~ ~ 20.00 ~

40–59 years ~ ~ 17.94 24.46 20.00

60 years and over 9.00 25.18 24.62 29.50 ~

~ denotes five or fewer cases reported to HIPE or cases that have been suppressed for reason of confidentiality
and not disclosed.

Rates of current and past smoking for all cancers combined and individual cancers
overall, gender-specific and by age group are shown in Tables 2 and 3. Current and past
smoking rates from 2014 to 2018 were consistently higher among males than females
among all types of cancers, with the exception of current and past smoking in H and N
cancer in 2017 and 2015/2018, respectively. Current smoking rates among overall cancer
patients were higher in males than females (2014–2018). However, the relative increase
in the current smoking rate was higher among females (9.1%) than males (7.6%) during
2014–2018. Current smoking rates were consistently higher among the 50–59 years old age
group (range 14–15.9%), whereas past smoking rates were consistently higher among the
70 years and older age group (range 17.5–24.5%) for all types of cancers (overall) during
2014–2018. Among all cancer types, LC patients had the highest rate of current (range
24.7–24%) and past smoking (range 30.3–38%), whereas BC patients had the lowest rates of
current (range 5.7–6.6%) and past smoking (7.2–12.8%) during this period.

4. Discussion

The proportion of survivors has increased among cancer patients and, with increased
survival, more attention is now directed to survivorship [25]. The present analysis aimed to
estimate the prevalence of smoking among cancer patients admitted to Irish public hospitals
during 2014–2018. Current smoking rates among cancer patients overall increased during
2014–2017, followed by a small reduction of 0.3% in 2018. Current smoking was consistently
highest among 50–59-year-old cancer patients and among males during 2014–2018. Current
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smoking rates were highest among LC patients and lowest among BC patients. The rates
found are relatively low compared to the general populations (overall and gender-specific)
of Europe and Ireland. Almost 29% of the population smokes tobacco in Europe [24],
with the prevalence of current smoking ranging from 13–46% across countries during
2016 [24]. A minor fall of 0.3% was observed among cancer patients in 2018; in contrast,
smoking rates in the Irish general population fell by 6% (from 23 to 17%) between 2015 and
2019 [26]. In the present analysis, current smoking was higher in males than females in
overall cancer patients during 2014–2018 and in most years in LC patients. The upward
trend was seen similarly in both genders. Similar gender differences are seen in the
overall European and the Irish general populations [23,24]. In this study, current smoking
was highest in the 50–59-year-old age group (range 14–16%), older than the Irish general
population highest prevalence age group of 25–34 years [23]. These results point to our
study hypothesis that smoking trends in cancer patients in Ireland do not follow that seen
in the general population.

While smoking among the general population is widely evaluated in developed
countries, there are few studies evaluating smoking trends among cancer patients. In the
National Cancer Institute’s (NCI) Cancer Trends Progress Report 2015–2019, smoking rates
were higher in cancer patients than in the general United States (US) population, but the
trend was downwards with an annual percentage change of 1.56% (2015–2018) followed
by a small rise in 2019 [25]. In our study, current smoking rates were lower among cancer
patients (overall) than the concurrent rate in the general population (2015–2019) of Ireland,
but the upward trend was in contrast to the national decline in smoking rates [23,26].

Based on the 2017 US National Health Interview Survey data (n = 26,742), Gritz et al.
(2020) reported that among cancer survivors the rates of current smoking was 13.1% versus
26.1% for past smoking (smoked at least 100 cigarettes in their life but were not smoking
at the time of the survey) [27] which is slightly higher than our findings of current and
past smoking (11.76% and 21.02%, respectively, in 2017). Current and past smoking rates
reported for individual cancers by Gritz et al. were 12.64% and 23.27% for BC and 32.24%
and 30.76% for CC, respectively [27], which were much higher than the present analysis
where current and past smoking was 6.11% and 10.83% for BC and 17% and 17.73% for
CC, respectively. However, the rates in LC patients reported by Gritz and colleagues were
much lower than in our study (10.9% vs. 27.26% and 34.43% vs. 39.09%, respectively) [27].

Continued smoking is associated with lower survival rates among cancer patients.
The National Cancer Registry of Ireland reported that cancer patients who were current
smokers had significantly increased mortality compared to never smokers (HR = 1.36, 95%
CI: 1.21–1.52) [28]. Given the high smoking rates among cancer patients, it is critical that
healthcare professionals advocate smoking cessation among all patients including those
diagnosed with cancer. However, in practice it is recognised that patients do not receive suf-
ficient encouragement from their health care providers to quit smoking [29,30]. Some of the
barriers to broach the subject of smoking cessation from oncology healthcare professionals
include (i) concerns around the negative impact of the therapeutic relationship, (ii) percep-
tions that such discussions were not appropriate [31], (ii) likely to be ineffective, [17,31] or
(iii) stigmatising [31] and (v) inadequate training in smoking cessation [17,31]. Hospital
smoking cessation services are imperative to smoking cessation among cancer patients, but
underutilisation has also been observed. In the US, in 2012, the Joint Commission set a qual-
ity standard for hospitals and recommended that all admitted patients identified as current
smokers should receive smoking cessation advice. Notwithstanding the recommendations,
many hospitals failed to comply [32–35].

Motivation to stop smoking is often high immediately after diagnosis—a time that
can be taken advantage of as a key ‘teachable moment’ [11]. Patient-related barriers
to smoking cessation include being in a younger age group, depression, high nicotine
dependence, living with someone who smokes and socio-economic difficulties [11,36],
stress (related to the cancer diagnosis), a wish to maintain personal control and a sense
of ‘normal’ self and being unconvinced or not accepting the connection between smoking,
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cancer and health [17]. Karam-Hage et al. also identified the lack of a tobacco treatment
programme integrated with cancer treatment as a barrier [12]. These can be addressed by
considering communication style and the need for prolonged and intensified counselling
and pharmacotherapy support [11].

Early integration of general practitioners (GPs) with cancer patient care can potentiate
and help to bridge the lack of onsite smoking cessation services in hospitals [37], and
the advantage in smoking cessation through a GP is attributable to frequent visits by
cancer patients [38]. The advice from the GP can be delivered in various formats such as
very brief, brief or intensive. In a UK study of 42 clinical trials between 1972 and 2012
on smoking cessation advice including 31,000 smokers, primary care was found to be
the most common site for advice; brief intervention resulted in increased quit rates [39].
Smoking cessation services in the UK encourages all GPs to identify patients who smoke
and provide smoking cessation advice, following which 4-week behavioural support is also
provided [40]. Smoking cessation should be viewed as an interdisciplinary intervention,
interlinking primary care and hospital services [41].

The Irish National Cancer Strategy 2017–2026 stated that smoking has the biggest
impact on cancer prevention. Tobacco Free Ireland, the National Tobacco Control strategy
aims to make Ireland tobacco-free (prevalence of less than 5%) by 2025, and has been
recognized as a crucial part of cancer prevention [42]. Daily smoking has declined to
14% among those over the age of 15 in Ireland, with a further 3% occasional smokers in
2019 [26]. The National Tobacco Control Strategy also advises on providing appropriate
smoking cessation supports as part of the treatment regime and care planning for all cancer
survivors [42] and recognises smoking cessation services as an important element of tobacco
control [37]. The National Brief Intervention Programme (Making Every Contact Count)
embraces behaviour change support as a routine part of health care practice and delivery to
facilitate prevention of smoking [42]. There are a wide range of smoking cessation services
provided by the Health Service Executive (HSE) in Ireland, including a QUITline phone
service for cessation support, online and social media supports on Quit.ie and Facebook,
primary care supports provided by GPs, pharmacists and dentists, HSE quit clinics and
courses, and medication and nicotine replacement therapies [43]. The Irish Cancer Society
runs ‘Daffodil Centres’ in many large hospitals in Ireland which provide onsite information,
support and advice on smoking cessation as part of cancer prevention [44]. Both in-hospital
smoking cessation programmes and those provided by the HSE in Ireland are not disease-
or time-specific and the services available for cancer patients are the same. It is unknown
how routinely or consistently smoking cessation interventions are being offered to patients
with cancer. When the service is offered, rates of uptake and attendance are unclear, but
anecdotally it is known that fewer cancer patients are referred.

To our knowledge, in the last ten years this is the first study from Ireland and Europe to
evaluate the prevalence of smoking among cancer patients. This study has been conducted
using data from the HIPE system, a computer-based information system that captures data
on discharges from 62 acute public hospitals in Ireland. Among eight national health infor-
mation systems, it has the largest database, contributing to the strength of the study [45].
This is an important but under-researched topic in Ireland. The data in this study will
provide the basis for planning of smoking cessation services for cancer patients; the exact
nature of such services will depend on the final collated results from our feasibility study.

However, there are some limitations with the use of the HIPE system. The collection of
smoking-related codes is very much dependent on the doctors and nursing staff recording
this information in the notes, which may not be consistent across hospitals; therefore, it is
recognised that smoking documentation may be an underestimate [22]. As there is no code
for ‘never smoked’ in the WHO ICD classification used for HIPE, it is difficult to ascertain
the degree of underestimation of tobacco use [22]. This problem has been highlighted in
other reviews also [46]. It was observed in the NCI’s clinical cancer trials that only 21.9% of
clinicians assessed current smoking and 2.6% secondhand smoke exposure at enrolment
and only 4.5% assessed tobacco use during follow up and 0.6% assessed secondhand smoke
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exposure during follow up [46]. Another limitation is that HIPE data represents the number
of discharges and there is no unique identification number for patients. As patients may
be admitted more than once, there may be some duplicate data [45]. However, the HIPE
data are recorded for each patient admitted to public hospitals in Ireland and coded using
standard international classification systems. Despite the limitation of duplicate episodes
of care, as the number of discharges in each cancer group were comparable during the
5-year study period (2014–2018), this limitation should be stable over the study period and
trend analysis was meaningful.

5. Conclusions

In conclusion, smoking trends in cancer patients show a worrying upward trend.
Cancer patients being routinely asked about smoking by their healthcare professionals and
its documentation is crucial to smoking cessation. Robust documentation of smoking status
will also support careful evaluation of smoking among cancer patients in future studies.
Referral of cancer patients who smoke to hospital-based or community smoking cessation
services is pivotal to increase their chances of quitting and reduce smoking relapses. It
is important that there is an accurate way to capture smoking rates in cancer patients
to facilitate a national review; routine documentation of smoking status in medical and
nursing charts, and improved capture in the HIPE database is imperative.
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8. Romaszko-Wojtowicz, A.; Buciński, A.; Doboszyńska, A. Impact of smoking on multiple primary cancers survival: A retrospective
analysis. Clin. Exp. Med. 2018, 18, 391–397. [CrossRef]

9. Richards, C.H.; Platt, J.J.; Anderson, J.H.; McKee, R.F.; Horgan, P.G.; McMillan, D.C. The impact of perioperative risk, tumor
pathology and surgical complications on disease recurrence following potentially curative resection of colorectal cancer. Ann.
Surg. 2011, 254, 83–89. [CrossRef]

10. Alton, D.; Eng, L.; Lu, L.; Song, Y.; Su, J.; Farzanfar, D.; Mohan, R.; Krys, O.; Mattina, K.; Harper, C.; et al. Perceptions of continued
smoking and smoking cessation among patients with cancer. J. Oncol. Pract. 2018, 14, e269–e279. [CrossRef]

11. Jiménez-Ruiz, C.A.; Andreas, S.; Lewis, K.E.; Tonnesen, P.; Van Schayck, C.P.; Hajek, P.; Tonstad, S.; Dautzenberg, B.; Fletcher, M.;
Masefield, S.; et al. Statement on smoking cessation in COPD and other pulmonary diseases and in smokers with comorbidities
who find it difficult to quit. Eur. Respir. J. 2015, 46, 61–79. [CrossRef]

12. Karam-Hage, M.; Oughli, H.A.; Rabius, V.; Beneventi, D.; Wippold, R.C.; Blalock, J.A.; Cinciripini, P.M. Tobacco cessation
treatment pathways for patients with cancer: 10 years in the making. J. Natl. Compr. Cancer Netw. 2016, 14, 1469–1477. [CrossRef]

13. Roy, M.P. Factors associated with mortality from lung cancer in India. Curr. Probl. Cancer 2020, 44, 100512. [CrossRef]
14. Choi, S.H.; Terrell, J.E.; Bradford, C.R.; Ghanem, T.; Spector, M.E.; Wolf, G.T.; Lipkus, I.M.; Duffy, S.A. Does quitting smoking

make a difference among newly diagnosed head and neck cancer patients? Nicotine Tob. Res. 2016, 18, 2216–2224. [CrossRef]
15. Rink, M.; Crivelli, J.J.; Shariat, S.F.; Chun, F.K.; Messing, E.M.; Soloway, M.S. Smoking and bladder cancer: A systematic review of

risk and outcomes. Eur. Urol. Focus 2015, 1, 17–27. [CrossRef]
16. Swoboda, C.M.; Walker, D.M.; Huerta, T.R. Likelihood of smoking among cancer survivors: An updated health information

national trends survey analysis. Nicotine Tob. Res. 2019, 21, 1636–1643. [CrossRef]
17. Wells, M.; Aitchison, P.; Harris, F.; Ozakinci, G.; Radley, A.; Bauld, L.; Entwistle, V.; Munro, A.; Haw, S.; Culbard, B.; et al. Barriers

and facilitators to smoking cessation in a cancer context: A qualitative study of patient, family and professional views. BMC
Cancer 2017, 17, 348. [CrossRef]

18. Centers for Disease Control and Prevention. Quitting smoking among adults—United States, 2001–2010. Morb. Mortal. Wkly. Rep.
2011, 60, 1513–1519. [PubMed]

19. Toll, B.A.; Brandon, T.H.; Gritz, E.R.; Warren, G.W.; Herbst, R.S. Assessing tobacco use by cancer patients and facilitating cessation:
An American Association for Cancer Research policy statement. Clin. Cancer Res. 2013, 19, 1941–1948. [CrossRef]

20. Walker, M.S.; Vidrine, D.J.; Gritz, E.R.; Larsen, R.J.; Yan, Y.; Govindan, R.; Fisher, E.B. Smoking relapse during the first year after
treatment for early-stage non–small-cell lung cancer. Cancer Epidemiol. Prev. Biomark. 2006, 15, 2370–2377. [CrossRef]

21. Health Information and Quality Authority. Hospital in-Patient Enquiry (HIPE). Available online: https://www.hiqa.ie/areas-we-
work/health-information/data-collections/hospital-patient-enquiry-hipe (accessed on 5 September 2021).

22. Sheridan, A.; Howell, F. An Analysis of the Recording of Tobacco Use among Inpatients in Irish Hospitals. Ir. Med. J. 2014, 107,
275–278. Available online: http://hdl.handle.net/10147/337123 (accessed on 5 September 2021).

23. gov.ie. Healthy Ireland Survey Documents. 2019. Available online: https://www.gov.ie/en/collection/231c02-healthy-ireland-
survey-wave/ (accessed on 10 September 2021).

24. World Health Organisation. European Tobacco Use: Trends Report. 2019. Available online: https://www.euro.who.int/en/
health-topics/disease/prevention/tobacco/publications/2019/european-tobacco-use-trends-report-2019-2019 (accessed on 10
September 2021).

25. National Cancer Institute. Cancer Trends Progress Report. 2021. Available online: https://progressreport.cancer.gov/after/
smoking (accessed on 15 September 2021).

26. Department of Health. HEALTHY IRELAND Summary Report. 2019. Available online: https://assets.gov.ie/41141/e5d6fea3a5
9a4720b081893e11fe299e.pdf (accessed on 15 September 2021).

http://www.ncbi.nlm.nih.gov/pubmed/24455788
http://doi.org/10.21037/tlcr.2019.04.01
http://www.ncbi.nlm.nih.gov/pubmed/31211105
http://doi.org/10.4187/respcare.02559
http://www.ncbi.nlm.nih.gov/pubmed/25185148
http://doi.org/10.1016/j.radonc.2019.02.021
http://doi.org/10.1016/j.ctrv.2018.07.001
http://doi.org/10.1136/thoraxjnl-2018-212456
http://www.ncbi.nlm.nih.gov/pubmed/30777897
http://doi.org/10.1007/s00432-020-03232-8
http://www.ncbi.nlm.nih.gov/pubmed/32356175
http://doi.org/10.1007/s10238-018-0498-1
http://doi.org/10.1097/SLA.0b013e31821fd469
http://doi.org/10.1200/JOP.17.00029
http://doi.org/10.1183/09031936.00092614
http://doi.org/10.6004/jnccn.2016.0153
http://doi.org/10.1016/j.currproblcancer.2019.100512
http://doi.org/10.1093/ntr/ntw189
http://doi.org/10.1016/j.euf.2014.11.001
http://doi.org/10.1093/ntr/ntz007
http://doi.org/10.1186/s12885-017-3344-z
http://www.ncbi.nlm.nih.gov/pubmed/22071589
http://doi.org/10.1158/1078-0432.CCR-13-0666
http://doi.org/10.1158/1055-9965.EPI-06-0509
https://www.hiqa.ie/areas-we-work/health-information/data-collections/hospital-patient-enquiry-hipe
https://www.hiqa.ie/areas-we-work/health-information/data-collections/hospital-patient-enquiry-hipe
http://hdl.handle.net/10147/337123
https://www.gov.ie/en/collection/231c02-healthy-ireland-survey-wave/
https://www.gov.ie/en/collection/231c02-healthy-ireland-survey-wave/
https://www.euro.who.int/en/health-topics/disease/prevention/tobacco/publications/2019/european-tobacco-use-trends-report-2019-2019
https://www.euro.who.int/en/health-topics/disease/prevention/tobacco/publications/2019/european-tobacco-use-trends-report-2019-2019
https://progressreport.cancer.gov/after/smoking
https://progressreport.cancer.gov/after/smoking
https://assets.gov.ie/41141/e5d6fea3a59a4720b081893e11fe299e.pdf
https://assets.gov.ie/41141/e5d6fea3a59a4720b081893e11fe299e.pdf


Int. J. Environ. Res. Public Health 2022, 19, 2348 10 of 10

27. Gritz, E.R.; Talluri, R.; Domgue, J.F.; Tami-Maury, I.; Shete, S. Smoking behaviors in survivors of smoking-related and non–
smoking-related cancers. JAMA Netw. Open 2020, 3, e209072. [CrossRef] [PubMed]

28. Sharp, L.; McDevitt, J.; Carsin, A.-E.; Brown, C.; Comber, H. Smoking at diagnosis is an independent prognostic factor for
cancer-specific survival in head and neck cancer: Findings from a large, population-based study. Cancer Epidemiol. Prev. Biomark.
2014, 23, 2579–2590. [CrossRef] [PubMed]

29. Burke, L.; Miller, L.-A.; Saad, A.; Abraham, J. Smoking behaviors among cancer survivors: An observational clinical study.
J. Oncol. Pract. 2009, 5, 6–9. [CrossRef]

30. Khullar, D.; Maa, J. The impact of smoking on surgical outcomes. J. Am. Coll. Surg. 2012, 215, 418–426. [CrossRef]
31. Warren, G.W.; Marshall, J.R.; Cummings, K.M.; Toll, B.A.; Gritz, E.R.; Hutson, A.; Dibaj, S.; Herbst, R.; Mulshine, J.L.;

Hanna, N.; et al. Addressing tobacco use in patients with cancer: A survey of American Society of Clinical Oncology members.
J. Oncol. Pract. 2013, 9, 258–262. [CrossRef]

32. Fiore, M.C.; Goplerud, E.; Schroeder, S.A. The Joint Commission’s new tobacco-cessation measures—Will hospitals do the right
thing? N. Engl. J. Med. 2012, 366, 1172–1174. [CrossRef]

33. Kotz, D. Implementation of a new ‘opt-out’ default for tobacco treatment is urgently needed, but requires free access to evidence-
based treatments. Addiction 2015, 110, 387–388. [CrossRef]

34. Richter, K.P.; Ellerbeck, E.F. It’s time to change the default for tobacco treatment. Addiction 2015, 110, 381–386. [CrossRef]
35. Warren, G.W.; Marshall, J.R.; Cummings, K.M.; Zevon, M.A.; Reed, R.; Hysert, P.; Mahoney, M.C.; Hyland, A.J.; Nwogu, C.;

Demmy, T.; et al. Automated tobacco assessment and cessation support for cancer patients. Cancer 2014, 120, 562–569. [CrossRef]
36. Perriot, J.; Underner, M.; Peiffer, G.; Le Houezec, J.; Samalin, L.; Schmitt, A.; de Chazeron, I.; Doly-Kuchcik, L. Helping the

“hard-core” smokers. Rev. Des. Mal. Respir. 2012, 29, 448–461. [CrossRef]
37. Richmond, R.; Kehoe, L.; Heather, N.; Wodak, A.; Webster, I. General practitioners’ promotion of healthy life styles: What patients

think. Aust. N. Z. J. Public Health 1996, 20, 195–200. [CrossRef] [PubMed]
38. Lang, V.; Walter, S.; Fessler, J.; Koester, M.; Ruetters, D.; Huebner, J. The role of the general practitioner in cancer care: A survey of

the patients’ perspective. J. Cancer Res. Clin. Oncol. 2017, 143, 895–904. [CrossRef] [PubMed]
39. Stead, L.F.; Buitrago, D.; Preciado, N.; Sanchez, G.; Hartmann-Boyce, J.; Lancaster, T. Physician advice for smoking cessation.

Cochrane Database Syst. Rev. 2013, 5, CD000165. [CrossRef] [PubMed]
40. McNeill, A.; Raw, M.; Whybrow, J.; Bailey, P. A national strategy for smoking cessation treatment in England. Addiction 2005, 100,

1–11. [CrossRef] [PubMed]
41. Zwar, N.A.; Richmond, R.L. Role of the general practitioner in smoking cessation. Drug Alcohol Rev. 2006, 25, 21–26. [CrossRef]
42. Department of Health. National Cancer Strategy 2017–2026. Available online: https://www.gov.ie/en/publication/a89819

-national-cancer-strategy-2017-2026/ (accessed on 5 October 2021).
43. Health Service Executive (HSE). National Standard for Tobacco Cessation Support Programme. 2013. Available online: https:

//www.hse.ie/eng/about/who/tobaccocontrol/cessation/tobaccocessationnationalstandard.pdf (accessed on 5 October 2021).
44. Irish Cancer Society. Daffodil Centres. 2021. Available online: https://www.cancer.ie/cancer-information-and-support/cancer-

support/find-support/daffodil-centres (accessed on 5 October 2021).
45. O’Loughlin, R.; Allwright, S.; Barry, J.; Kelly, A.; Teljeur, C. Using HIPE data as a research and planning tool: Limitations and

opportunities. Ir. J. Med. Sci. 2005, 174, 40–45. [CrossRef]
46. Peters, E.N.; Torres, E.; Toll, B.A.; Cummings, K.M.; Gritz, E.R.; Hyland, A.; Herbst, R.S.; Marshall, J.R.; Warren, G.W. Tobacco

assessment in actively accruing national cancer institute cooperative group program clinical trials. J. Clin. Oncol. 2012, 30, 2869.
[CrossRef]

http://doi.org/10.1001/jamanetworkopen.2020.9072
http://www.ncbi.nlm.nih.gov/pubmed/32614423
http://doi.org/10.1158/1055-9965.EPI-14-0311
http://www.ncbi.nlm.nih.gov/pubmed/25128401
http://doi.org/10.1200/JOP.0912001
http://doi.org/10.1016/j.jamcollsurg.2012.05.023
http://doi.org/10.1200/JOP.2013.001025
http://doi.org/10.1056/NEJMp1115176
http://doi.org/10.1111/add.12793
http://doi.org/10.1111/add.12734
http://doi.org/10.1002/cncr.28440
http://doi.org/10.1016/j.rmr.2011.09.048
http://doi.org/10.1111/j.1753-6405.1996.tb01818.x
http://www.ncbi.nlm.nih.gov/pubmed/8799096
http://doi.org/10.1007/s00432-017-2343-4
http://www.ncbi.nlm.nih.gov/pubmed/28188361
http://doi.org/10.1002/14651858.CD000165.pub4
http://www.ncbi.nlm.nih.gov/pubmed/23728631
http://doi.org/10.1111/j.1360-0443.2005.01022.x
http://www.ncbi.nlm.nih.gov/pubmed/15844286
http://doi.org/10.1080/09595230500459487
https://www.gov.ie/en/publication/a89819-national-cancer-strategy-2017-2026/
https://www.gov.ie/en/publication/a89819-national-cancer-strategy-2017-2026/
https://www.hse.ie/eng/about/who/tobaccocontrol/cessation/tobaccocessationnationalstandard.pdf
https://www.hse.ie/eng/about/who/tobaccocontrol/cessation/tobaccocessationnationalstandard.pdf
https://www.cancer.ie/cancer-information-and-support/cancer-support/find-support/daffodil-centres
https://www.cancer.ie/cancer-information-and-support/cancer-support/find-support/daffodil-centres
http://doi.org/10.1007/BF03169128
http://doi.org/10.1200/JCO.2011.40.8815

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

