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Smoking cessation and elective surgery: the cleanest cut
Smokers who undergo surgery have higher risks and are a greater burden on healthcare resources. 
Is it acceptable to give them lower priority on surgical waiting lists?

A WIDE RANGE OF ELECTIVE SURGICAL PROCEDURES

should not be offered to smokers who do not try or do not
succeed in quitting. There is no denying that this approach
is controversial and overtly discriminatory, but it is also
evidence-based. New concerns are not based on well-
recognised cardiac and respiratory risks, but on increased
risks of wound infection and the adverse complications that
ensue. The extent of this evidence is such that it is no longer
possible for surgeons and others in the healthcare system to
ignore it.

What, then, is the evidence? Wound infection rates are
higher in smokers than in non-smokers who have had joint
replacement surgery,1 breast reconstruction,2 “face-lifts”,
and a variety of other plastic surgery procedures.3 For
example, with breast reconstruction, abdominal-wall site
necrosis is seen in 7.9% of current smokers compared with
1% of non-smokers, and mastectomy-flap necrosis in 7.7%
of smokers compared with 1.5% of non-smokers.2 Further-
more, after abdominoplasty, secondary surgery for
dehiscence was necessary in 24% of smokers and 8.2% of
non-smokers.4

In a randomised study examining smoking cessation
intervention before joint replacement surgery, wound infec-
tion rates were reduced from 27% in continuing smokers to
zero in those who quit smoking.1 Reduction rather than
cessation in smoking is inadequate.1 Infection rates in
parasacral incisions made to remove punch biopsy scars
were reduced from 12% to 2% in those who abstained from
smoking for 4 weeks, while, in the same study, wound
ruptures occurred in 12% of smokers but in no non-
smokers.5 The optimum period of smoking cessation is
uncertain but it is probably at least 6 weeks. Periods of
smoking cessation of less than 3 weeks before colorectal
surgery are not associated with a benefit.6

The mechanism for the increased wound infection rate is
not clear. Tobacco combustion produces more than 3000
products. Nicotine, the best known of these, is a potent
vasoconstrictor and impairs revascularisation of bone.3

Reassuringly, nicotine replacement treatment, used to assist
smoking cessation, does not increase infection rates in
experimental incisions5 or after joint replacement surgery.1

Of the many other combustion products, carbon monoxide
decreases tissue oxygenation and a range of other com-
pounds impair the microcirculation. In surgical wounds,
there is relative hypoxia in smokers to an extent that is
known to impair wound healing in animals.7

Wound infections are never trivial, but in certain clinical
situations they can have particular, deleterious sequelae.
Immediate breast reconstruction may be desirable for some
patients after mastectomy. An infected prosthesis, or necro-
sis of a flap or tissue donor site, can delay important
adjuvant chemotherapy or radiotherapy. Wound infection

after joint replacement surgery is associated with increased
risk of infection in the prosthesis,8 delays in hospital dis-
charge, increased time to effective rehabilitation and mas-
sively increased cost of hospital care.

The extent to which doctors seek, and the wider commu-
nity provides, permission for discrimination is an issue for
serious community debate. An essential part of a surgeon’s
role is to be selective in choosing who to operate on, and
when, in line with current evidence. Policies and practices
that flow from this may be regarded by the healthcare
community as discriminating, but by smokers and the wider
community as discriminatory.

Continuing smokers must accept that some risks are
simply unacceptable given the intent of the surgery. To put
the smoking-related risk in context in orthopaedic surgery,
the adverse effect of failing to quit smoking is similar to that
of omitting antibiotic prophylaxis.9 The risk of adverse
outcomes from wound infections alone is clear enough
evidence to suggest that aesthetic plastic surgery should not
be offered to current smokers, and that surgery should be
delayed for 6 weeks after cessation. Doing otherwise would
be simply foolish.

Joint replacement surgery presents a different decision-
making framework. Patients are likely to have had time to
consider and address cessation of smoking. In relation to an
individual, pain and limitation of mobility may be deemed
sufficient to justify a procedure, despite an increased risk
associated with continuing to smoke. However, public
health systems are faced with overwhelming demand and
must generate the greatest benefit from limited resources. If
smokers, as a group, have a reversible factor that causes a
longer hospital stay, incurs greater costs and leads to poorer
outcomes, might it be reasonable to allocate them a lower
priority? Given that the end of a joint replacement waiting
list is likely never to be reached, allocating smokers a lower
priority could be tantamount to an indefinite deferral of
surgery for a smoker unable to quit.

A recent Victorian study found that less than 10% of
smokers having day-stay surgery recalled being advised by
their surgeon or general practitioner to quit smoking.10

Clearly the medical community needs to do better. The
message to the wider community is this: continued smoking
in the face of elective surgery increases the risk to the
individual and stretches the already stretched healthcare
resources and expenditure unnecessarily. The community
has to decide whether this waste is justified. Critically, if
discriminatory policies are implemented, they must be
matched by a commitment to fully and effectively support
smokers in quitting, which is an altogether different chal-
lenge. This applies particularly to smokers who are already
socioeconomically disadvantaged and those with mental
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illness. Failure to help these individuals risks exacerbating
existing health and economic inequalities.
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Practical contributions towards solving the medical workforce problems of rural Australia

A viable practice is one that meets the particular medical
needs of the community by providing appropriate services in
a way that takes account of the financial and personal costs
to both the practitioner and the community at large.1

SINCE 1978, there has been a plethora of inquiries, confer-
ences and symposia on how best to recruit more rural
doctors.2-6 These endeavours have resulted in a series of
loosely articulated initiatives such as affirmative medical
school entry for rural high school students, scholarships,
decentralised medical education and other support mecha-
nisms. It is envisaged that these initiatives will eventually
ease the rural workforce shortage and diminish our reliance
on overseas-trained locum doctors, many of whom are from
underdeveloped countries with doctor shortages of their
own.

However, there is not much sense in recruiting and
training rural doctors if the conditions under which they are
expected to practise are not viable. In this context, two
recent reports — Viable models of rural and remote practice
and Easy entry, gracious exit — break new ground in defining
the conditions necessary to build and ensure a viable rural
medical practice.1,7

The reports are based on two separate studies. The larger
study, the basis of the viable models report, was initiated
and managed by the Rural Doctors Association of Australia,
funded by the Australian Government Department of
Health and Ageing and carried out under the guidance of
the Bendigo branch of the Monash University School of
Rural Health. The investigators used a rigorous, triangu-
lated methodology, which included a national survey of all
4403 rural and remote general practitioners in Australia,
focus groups and detailed site visits to a representative
sample of 53 practices across Australia. There was a 34%

response rate (1498 GPs), representing 53% of all practices.
And what did the study find?
Demographics: The major finding was the large proportion of
ageing and overworked rural GPs, a matter of obvious
concern to governments charged with providing healthcare
for all people in Australia. Doctors over 50 years of age
comprised 40% of the current workforce, and 61% of all
rural doctors worked in areas with a shortage of GPs. A
quarter of all doctors in the study were trained overseas,
predominantly in the United Kingdom, Africa and Asia.
Doctors in towns of 10 000–20 000 people need between
two and three extra GPs, while those in towns of less than
10 000 people require an extra four to five GPs. Female
doctors are now making an increasing contribution to the
rural and remote workforce: they comprised 27% of the
1498 doctors responding to this study.8 Contrary to popular
belief, they work the same number of hours as their male
counterparts.

This demographic picture has a fluid element, as a third of
all rural and remote GPs intend to leave their current
practice in the next 5 years. The proportion intending to
leave ranged from 31% in the bigger towns to 66% in the
more isolated communities.
Capabilities: The ability to cope in depth with procedural
presentations and emergencies, both in the consulting room
and in the hospital, defines the rural and remote doctor.
Over 50% of doctors working in population centres of
between 5000 and 25 000 were involved in accident and
emergency work outside of their surgery, 22% were doing
obstetrics, 12% major surgery and 15% provided general
anaesthesia.

Work conditions: Rural and remote practitioners worked an
average of 48 hours per week in patient-related activities and
8 hours in non-patient-related activities, mostly patient and
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