RECENT ADVANCES

Smokescreen for the 1990s
A new apprcach to smoking cessation
I

Smokescreen for the 1990s is a brief
program designed specifically for

mokesueen

Q

lJ

for the l990st

is a brief

general practitioners to help patients to

smoking cessation program specifically designed for general practitioners to

stop smoking and is based on the latest

use.

research in smoking cessation. This

article looks at the major principles on
which the revised program is based and
outlines the key steps taken to assist
smokers according to their readiness to
quit.

It was developed in the School of
Community Medicine at the University
of New South Wales.

The program consists of a range of
practical strategies. Interventions may be
personalised for the needs and concerns
of individual patients and can be adapted

Thus the first step

in the Smoke-

one of the three groups. Ask the key
question: "How do you feel about your
smoking?"6 This open-ended question

pharmacological addiction to nicotine.
Since 1985 over 3500 GPs from Aus-

of smoking in a nonconfrontational and non-judgemental
way and will often lead to dialogue in
which the doctor and patient together
determine the patienth readiness to
quit. If this is still unclear, then asking
"Are you ready to quit now?" may provide a more definitive answer. An alternative way of allocating smokers to

had a 3 year abstinence rate of 36Yo.2,2
The results of the latest version, Smokescreen for the 1990s, are to be published
shortly.

A kit of materials is available and conof

manual for the doctor, booklets
and pamphlets for patients, a flipover dissists

a

play unit of coloured photographs,

a

deskcard, poster, stickers for patient files

and a copy of Become a Non-Smoker
a self-help

manual for patients.

-

Is the patient ready to
quit?

practitionel Visiting Fellow, School of Community
Medicine, University of New South Wales,
Smokescreen national workshop trainer for general

The key issue determining success in

oractitioners.

vation or readiness to quit. Smoke-

Robyn L Richmond, MA, PhD, Associate Professor,

screen

School of Community Medicine, and Head of the

ent cartoon on the program materials
(see Figure 2). It is important to differentiate those smokers who want to quit
(80 to 90%)from those who are ready
to quit right now (only 10%).

havioural skills, as well as nicotine replacement therapy, which addresses the

training workshops to learn the Smokescreen program. The original program

Colin P Mendelsohn, MB, BS (Hons), general

these groups is represented by a differ-

to the time available. The program incorporates both cognitive strategies and be-

tralia and New Zealand have attended

C P Mendelsohn, R L Richmond

30% are unsure (contemplation stage)
and600/o are not ready to quit (precontemplation stage)a,5 (Figure 1). Each of

smoking cessation is the patient's moti-

for the

1990s

is based on the

screen program is to allocate patients to

raises the issue

groups is to show the smoker the
deskcard (Figure 2) and ask him or her
to nominate one of the three stages of
readiness to quit.
The Stages of Change Model is a dynamic process. Smokers move from one
stage to another and may present to the
doctor at various times in different stases
of readiness to quit.

Operation of the
program
Smokescreen

for

the 1990s consists of 3

different interventions, one

for

each

Brief Intervention Unit at the National Drug and

Stages of Change Model,a which recog-

Alcohol Research Centre, University of New South

nises that at any one time only 10% of

group of smokers. Each group has different needs and requires a different ap-

Wales.

smokers are ready to quit (action stage),

proach. The steps of the program are de-
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scribed in the manual for doctors and a
summary of the main strategies appears
on its cover (Figure

Ex-smoker

j).

Motivational interviewing
This is a style of counselling for patients
who are ambivalent about changing a be-

Not ready smokers

haviour. The aim is to help the smoker
Not

Sixty per cent of smokers at any one time
are not ready to quit.s They should be

ready

I

weigh up the pros and cons of smoking and
Maintenance

decide whether continuing to smoke is
worth it at the moment. The four steps of
motivational interviewing used in Smokefor the 1990s are listed in Table 1.

gently encouraged to think about their
habit and advised that the doctor is available to help should they wish to discuss it
later. The intervention is non-confronta-

screen

tional and very brief as these smokers are
resistant and change is unlikely at this
stage. They are given a pamphlet appro-

smoking. The doctor then summarises

priate to their stage of readiness, Smokers:

cide whether to change the behaviour.

You Have

a Right to Know (Figure 4).

Unsure smokers

Firstly, the doctor elicits the patient's
thoughts about the good and bad aspects of
these and encourages the patient to look at

the balance. This allows the patient to de-

l. The Stages of Change, A
model of the stages of readiness to
change (adapted from Prochaska
and DiClemente)a

Figure

Thirty per cent of smokers are ambivalent or uncertain about their habit.5 They
have concerns about their smoking (such
as health effects), but are also aware that
there are disadvantages to quitting (such
as

weight gain), so the aim is to motivate

A key principle of motivational interviewing is that the patient takes responsibility for the problem. The doctor acts as
a facilitator rather than telling the patient

what to do. Patients are more likely to
terviewing, discussing barriers to quitting
and any health concerns about smoking,

make a decision to change a behaviour if
they have reached that decision by their
own reasoning and based on what they

help achieve this.

see as

these people to change. Motivational in-

imoortant.

I'm not interested in stopping

l'm thinking about stopping

lwant to stop NOW

I'm happy being a smoket

I'm not sure if I am ready at ihe moment

I may need some help

lenjoy it

l'm interested in weighing it up

The disadvantages of smoking outweigh

the benefits for me

I

won't hassle you

Would you like to discuss it now?

Figure 2, The deskcard Used to help allocate smoken to groups.

842

Australian Family Physician Vol, 23, No. 5, May 1994

Would you like me to help you quit?

Tablets, Injtrtion

SMOKESCREEN FOR THE 1990s

PEPCIDINE'
(fffiotidine, MSD)

ABRTDGED PRODUCT TNFORMATTON (0291 -AUS)
Full product intomatim should be consulH betore p|gibing.

TABLE

1

*

Motivational Interuiewing.
Weighing up the pros and

INIRODUCTION
PEPCIDINE (famotidine, MSD) is a competitive inhibitor of histamineHr-rmeptoG. The primary
clinically important phamacological activity of PEPCIDINE is inhibitioriof gGtric iuie srcretion.
PEPCIDINE reduces the acid and pepsln content, as well as the volume of basal, noctumal and
stimulated gffihjc wrction.
INDICATIONS
. Duodsal
. Benign gastdc uls . Zollinger-Ellison Syndrcme . PEvtrtion of relapss of duodsd ulmtion . Shdt tem (no
more than 12 weeks) symptomatic rellef of gastroesophageal reflux not responsive to conseryative measures
Healing of
ffiophageal ercsion or ulceratjon asmiated with gastrosphageal reflux dissse . Prevention of relaps of symptoms and
mims tr ul@rations associated with gstrmphageal ref u disease.
CONTRAIND|CATONS
prcducts.
HypeMsitivity to my mmponent of

uls

cons of smoking.

.

ths

PRECAIMOMi
Gastic Nsphsm: G6tdc malignmcy should be excluded prior to initiatim of therapy of gastric ulcs with PEPCIDINE. Slmptomatic
6pons of gastric ulcer to therapy with PEPCIDINE does not preclude the
of gastic malllnancy.

1, "What do you like about smoking?"

pffie

2. "What are the things you don'tlike

Rffil Dystunc'tim: Sine PEPCIDINE is excreted pnmaily by the kidney, caution should be obseryed in patieots with impaired rml
function. A reductjon in daily dosage should be considered if creatinine clearance falls below, lomumin (see DoSAGE &

about smoking?"

3, Summarise your understanding

ADMtNTSIFAIION).
Us In ftegHcy (Category Bl): PEPCIDINE is not mmmtrded for
in prcgnancy ad sh@ld be prescribed onty if cbany
neded. Before a drcision js made to u$ PEPCIDINE during pregnmcy, the physician should weigh the pottrtial benefts from the
drug against he pcsible risks involved. {Se full produc{ intomation for furtha details).
NKhg Mothffi: Fmotidine is det6table in humil milk. NuEing mothec should eiths stop this dn]g or stop nucing.
Paediatic U$: Safety and etftriivtrs ol PEPCIDINE in childm have not ben stablished.
Us in the Eldslf whtr PEPCIDINE w6 administered to eldedy patjtrts in clini€l trials, no
in the incidme or change in
he type of advffi eJftrts was obsewed. No d6age adjustment is r€quircd bas€d on age aione.
Drug Interaclions: No drug intsactions ot clinical importtrce have b€n idstilied. PEPCIDINE do€s not intmcl with the cytochronE
P45gtinked drug metabolising enzyme systern. Cmpojnds metabolised by this syslffi which have been t6ted in mtr in short{m
studis ircluded wadain, prcpilolol, thsphylline, phmytoin, daepm, minopyrine trd mtipyrine. Indocyiline
m index
of hepatic blmd flow ild/or hepatic drug extEction hs ben t€ted
no signifcant effec,ts have ben found. A sludy of 11
patients stabilized on phtrprocoumon thempy have shom no phma@kinetic q iltimagulant activity of pherplwmm.
IntEnsive Care Units: Agents that elevate gastric pH may increase the alHdy
risk of noswial pnemonia in intubated ICU
patients rrceiving mtrhmiel vstilation.

of lhe

u*

oatient's oros and cons.

4. "Where does this leave you now?"

ircffi

gH s

ild

Concerns about quitting

prst

An informed discussion about these is-

ADVERSE EFFECTS
PEPCIDINE hs been

didns, constipatim and diaflh@ have b€en reoorted at a
contrclled clinlcal trials ild mav be causallv €lated to famotidine, A simi|tr incidtre of the
efi6ts was
in the plaebo or active comparisn
of
studi;s. Rarety reported events included dry mouth, nausea
ancyor vomiting, rash, abdominal discomfon or distssion, ilsexia, fatigue, pruritus, urticaria, livs strymB, abnomaiiti6, choletatic
jaundace, ilaphylais, mgioedema md afihElgia. The causl relationship to thempy with PEPCIDINE has not ben established;
revffiible psychic disturbme including deprsion, anxiety disordffi, agitation, €nfusion, hatlucinations ad deHsed libido,
paHth6ia,
insnia, gmd mal seizure, thrcm@nopenia, pilcytopenia, leukopenia, agmulmytcjs. Rre
of
impotme have been reported, howevtr, in conholled clinical trials the incidence ws not oHts tl'tm that
with ohebo.

sues may remove important barriers to

frcquscy of grats

sffi

quitting. The most common are:
Weight gain Tell patients that 25% of
smokers do not gain weight when they quit
and the average weight gain is only 4.0 kg.8

ihe

ffi

s

ADMINIT|TMNON

mmmsded dos ol PEPCIDINE is one 40mg tablet dajly taks at night.
should be givs fq fdr to
but the dumtion of t@tmtrt may be shortsed il trdospy seals that the ule hs heled. In m6t
of duodtral
healing murs within four weks on this
patitrts whose ulcffi have not healed @mpletely after fwr weks,
In

THfnst

weks

m

ulcs,
r€ims. the
trmtnent sh@ld be mntinued ls a furthtr fourweek Hiod.
Maintenane The€py: For the prevention of rtrurmce of duodsd ulcsation, it is rsommended that theEpy with PEPCIDINE
be continued with a dos of one 20mg tablet daiv taken at night. In ongoing clini€l studis this regimen has b€en continued fd

ular weighing. Emphasise that the health
risks of smoking are far greater than the

twelve months.
BENIGN GASTRIC ULCER. Itp mornmmded do* oI PEPCIDINE is me 40mg tablet daily, taks at night. THtment should be
givtr for four to eight weks, but the duration of treatrntrt may be shorttred il mdmpy Hsls ttlat the uls hs h€led.
ZOIIINGER-ELUSON SYNDRO[.4E. Patimts withod prior mtisretory thenpy should be slarted on a do$ of 20mg every six hours.
Dosge should be adjusted to individual patitrt needs md should continue lor 6 lmg 6 indicated clinically, Oee up to emnrg Oaity
have ben used in a small number of patients for up to one year without the development of signiticant adverse etfects or
tachyphyldis. Patients who have b€n @rying moths H2 trtagonist may be switched dirEtly to PEPCIDINE at a starting dce
highs thm that rmmmended lor nM
thjs starting dde will depend on the svdity of the @nditis md the l6t de of the H2

health risks of a small weight gain.

If is often best to deal with the

stress before attempting to quit. Would

or stress management? Help the patient
find healthier ways of coping with stress

ms

DUODEML ULCER
Initial Th€rap$ The
eight

exercise, attention to eating habits and reg-

the patient benefit from some counselling

ffe

1olo in

sndme,

DOSAGE &

This may be minimised by dietary advice,

Stress

shoM to be gm*ally well-tolerated. Headache,

thil

ffi;

i

antagonist previously used.

GASIBOESOPMGEAL BEFLUX DISEASE. The rmmsded d6age lor the symptomatic relief ol gmtmphageal refux disease
is 20mg of famotidine taks oGlly twi€ daily.
For the tratmtrt of mphag@'
or ulce€lion Miated with gmttwphag€l reffux dis€e, the mmmtrded dmge is
20mg of fmotidine twie daily.

ffiitr

other than smoking.

Maintenance Therapy: For the prevention ol recurrence of symptoms and erosions or ulcerations associated with
gmtroesophageal rellux dise6e, the r€ommended doege is 20mg of fmotidine twice daily. Etfiecy studis have not bff

Withdrawal Explain that only twothirds of patients will experience with-

conducted b€yond six months.

drawal symptoms. The worst of the physical symptoms will subside within 2 to 3
days and will virtually cease in 7 to 10
days in most patients, although the psy-

chological symptoms may persist for
longer. Nicotine patches are helpful in re-

lieving withdrawal symptoms.e

DOSAGE AD.JUSTMENT FOR PATIENTS WT|H SEVERE REML INSUFFICIENCY. ln patients with severe rsal insufficiffcy, i.e., with
a cretinine cleme
thil 1omumin., he elimination half-lile of PEPCIDINE may qc€€d 20 houc, mhing appmximatety 24
houre in anuric patients. Although no relationship of adveGe etfets to high plmma levels has ben established, the dose of
PEPCIDINE may be reduced to 20mg at night to avoid
ammulatim of the drug, or the dcing intwd may be prolonged to
36-48 houE 6 indi€ted bV the patitrt's clinical rs@ns.
lnfavffoF: In mnditims whm it is
to redu€ gstic acid sretion, such
uppe{ gastrointGtinal hamonhage, whtr
o€l administEtion is not fmible, PEPCIDINE should be administered initially
givtr intmvtroudy ovtr a perjod of rc
a 20mg
thil 2 min|ns md sbsequmtly by repeated initrtion or by infusion ol 20mg ovs a 30 minute period evsy 1 2 houF.
Reconsilitutim, IntraHds: Each vial mtdns:- fmotidine 22mg L-Aspaftic Acid 8.8m9 mtrnitol 44m9. The contents should be
dislved in 5.2m1 ot a mpatlble diluent. Wrtr mnstituted mch vial mtains fmtidine 20mg/5m1. For inj€th withdEw
5.0m1 of the mnstituted slution. For inl$im dilute 5.0rnL of the rffislituted eldim to 00rnL with the @mpatible dilHt. The
mnstituted elutim should b€ used immediatety ild ily unused sldion disded. The vial mtains no mtimicmbialagent.
Compatible dikEnts are: Nmal sline GluN Soldims (5%,20%) Fructo* SoMion (5%) Wattr for Injtrtion Denm 70 (6%)
Dextm{lucN Lowmolsulawejght dextm X}4hol 10%
l.V. injsiion theEpy should be chilged to sal tHtrnst 6
6 feasible.

ls

exffi

n€Nry

but a 'learning experience' and increases
the chance of success next time.

m

@nditions:

Store below

25oC. Prct€t frm light.

ys

uul

lni6tim:
PEPCIDINE lntravenous Injection is supplied as a white
mnstitLrted @ntains 20mg of fmotidine per 5mL.

Jiluary'1994.

I
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de

OVERDOSAGE
Thse is no experitrce to date with overdosge. DG6 -of up to 800m9 daiv have ben used in a small numbe{ of patbrts with
Zollings-Ellis Syndrome for more thil a
withod dryelopmst of signficant advffi effsls, The
msure to move
unabsorb€d matsd lrom Sre gastrointglinal tract, clini€l monitoring md supportive thempy shdld be mployed.
AVAITABIUTY
PEPCIDINE - 40m9, tan (light brcwnish{m9e), r@nded squre, film{ated tablets, one side sgEved wifr "i/SD 964" md the oth€r
side plain. Supplied in blists packs ol 30 tablets.
PEPCIDINE M - 20m9, beige, rounded square, film{oated tablets, one side engEved with "l'/tSD 963" md the other side plain.
Supplied in blister packs of 60 tablets.

to off-white, sterile, lyophilised powder in single dose vials, each whs

*Please note changes in Product Information.
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Storage

Fear of failure Explain that most exsmokers have tried and failed three to
five times before flnally being successful.
Each attempt at cessation is not a failure

s

ls

DateAporoved:
PEP5341A
tmdffiark of Merck & Co., Inc., Vvhitehd* Station, N.J., U,S.A

@Registered
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Ask "How do you feel about your smoking?" Help patients decide which group they belong to using the deskcard or flipover.
lf necessary ask "Are you ready to quit now?"

Ask "Would you

Give pamphlet

Ask 'Would you like me to

like to discuss itnow?"

Invite back when ready to discuss smoking

. Weigh up pros and cons

help you quit?"

Choose from these ootions:

Choose lrom these options:

Smokers; You Have a Right to Know

Visit 1: Preparation

of smoking

a

Discuss concerns about quitting

. Highlight benefits quitting
. Discuss concems aboul quitting
. Raise useof the nicotinepatch
. SetQuit Day
. Give booklet Taking Adin to Stop Snolilry

I

Give booklet

Visit 2: Quit Day

(flipover p2)
I
I

of

Ofier lung lunction test
Ofier discussion ol health effects
(flipover p 3-7)

Snoking:The Choice is Yours

Within next 2 weeks

. ldentify smoking triggers
. Discuss allematives to smoking
. Discuss conect use ol the nicotine patch
Visii 3: Follow up to 7 days later
. Review progress and problems
. lnvite back for further follow visits

lnvite back

3

up

Figure 3. The manual. The steps of

the

Health issues

program are summarised on the cover.
objective evidence of organ damage and
is very motivating

It

for many patients.2

and strategies to help them quit. Support over several visits assists them to

is useful to examine any relevant

Unsure smokers are given a booklet de-

health issues related to smoking, especial-

signed specifically for this stage of ambiva-

remain abstinent. The advice should be
personalised for the individual patient's

ly if these are of concern to the patient.

lence about smoking, Smoking:

concerns and needs.

The

The flipover (Figure 5) consists of a set of

Choice is Yours (Figure 4) and are invited

8 coloured photographs to facilitate edu-

back to discuss smoking or quitting when

cation about the health effects of smoking. It is important to take a positive approach and focus on the many benefits

they are ready.

Ready smokers

that result from quitting, such as the reduced risk of a heart attack. A lung func-

Ten per cent of smokers at any time are

tion test may be offered to patients concerned with lung damage, as this is

motivated and ready to quit right now.s
These patients require practical advice

Preparation visit
This visit is to prepare patients for
quitting, by helping them plan their
quitting strategies and prepare themselves psychologically in advance for
Quit Day. A discussion of the benefits
of quitting may help boost motivation.
It is important as in 'the unsure paAustralian Family Physician Vol. 23, No. 5, May 1994
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Figure 4. The patient booklets,
each of the 3 patient groups.

for

tient' to examine any concerns about
quitting, and offer assistance where appropnate.
Advise patients at this visit that the
nicotine patch is available to alleviate
any craving and withdrawal symptoms.

Importantly, a quit date should be set,
some time in the next week. Patients
are encouraged to examine their

gradually reduce their cigarette intake
during this time. Patients are given a
booklet containing practical strategies

smoking habit over this next week and
pinpoint the important cigarettes
smoked each day. They should

for quitting, Taking Action to

Stop

Smoking (Figure 4) and invited back
for the Quit Day visit.
a il'.;:1iii

FOR MENOPAUSE,

Estroderm@
(oesirodiol)

Furrher tnformarion

ANGINA, SMOKING CESSATION AND

Ironsiderm

-Nitro'

Nicotinell@
(nlcotine)

(g1ycery trinilrcte)

qvoi b e from: C BA GE1GY Austrolio limited, ACN 0Q2 933 717

, 140

Bungoree Rood, Pendle Fii I,

NSW 2145.

Te

ephone lA2) 688 A444
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Quit day visit
Abrupt cessation or 'cold turkey' occurs
on Quit Day and is preferred to gradual
withdrawal.

Brain
Mouth and pharynx

.

Smoking triggers
Removing the association between smok-

Cancer

Heart

.

portant in breaking the smoking habit.
On Quit Day, help patients to identify
their main cues to smoking and discuss

.

Cancer

r

Ponfin rrlnor

Distraction

Divert the patient's mind from smoking, for example with a drink of water,
cleaning the teeth or mental arithmetic.

Lungs

. Cancer
. Emphysema
. Bronchitis

Uterus and ovaries

. Inledility
. Spontaneous abofiion
. Retarded foetal growth
. Early menopause
. Cervical cancer

Pancreas

.

Cancer

Avoidance

Avoid major situations that trigger
smoking, such as alcohol, coffee, the
pub and friends who smoke. This strategy can be very beneficial, especially

.

. Cancer
. Inflammation (laryngilis)

Coronary artery disease

Oesophagus and stomach

strategies for coping with them. Strategies fall under four main headings:

.

Stroke

Larynx and lrachea

ing triggers and having a cigarette is im-

r

"

in

the first 2 weeks.

Testes

Bladder

. Reduced fedility

.

Peripheral arteries

cancer

Bone

. Perioheral vascular disease

.

Osteoporosis

Delay
Postpone the cigarette for several minutes which is easier than "never havins

Figure 5. Theflipover (page 8). IJsed tofacilitate educution about the health

one again".

fficts

of smoking.

MOTION SICKNESS, NO.ONE KNOWS PATCHES

.G)

LIKE CIBA.

The symbol of quoliiy from the world leoder rn tronsdermol theropy

:""Y
lnyoscrnel

Gfibq
@Registered Trodemork. Estroderm ond Nicotine ,

54

o

siotes. Tronsderm-Nitro ond Scop,

52

o

slotes.

12/93

CCPA218/CJVB
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o Escape
When all else fails, remove yourself
from the trigger until the craving subsides, for example, leave a smoky room

and go for a short walk.

Review the use of the nicotine patch.
In particular, is the patient having any
side-effects from it? Is the dose of nico-

tine replacement adequate? If there are
withdrawal symptoms, a larger dose of

The nicotine transdermal patch

nicotine may be required.
Encourage the patient to enlist the sup-

The patch is an important advance in

port of family and friends. Self-rewards

smoking cessation and is a valuable aid
for many quitters.s'to Its use doubles the
likelihood of success compared with the

are a useful strategy as smokers often feel

use

of a placebo patch. The patch reduces

and a better chance of success.l2 Follow

Correct use of the patch is safe and
well tolerated with skin reactions and

up at 3 and 6 months is recommended, al-

a day?
2. Do you smoke your first cigarette

vious quit attempt?

Invite the patient back for a follow up
visit,3 to 7 days after Quit Day.

patient's progress and discuss any problems. Examine any slips, so more effective coping strategies can be planned.

Explain slips as valuable learning experiences, not as failures. Give encouragement and praise for the patient's efforts.
Positive reinforcement by the GP is an
important factor in maintaining absti-
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5. Prochaska J 0, From recruitment to recovery:

prescriptions.

a

stage analysis of smoking cessation. Presented at
Brief interventions for smokers:
the conference
an international perspective, Sydney, April 1 990.

-

Ask the patient to describe the improvements and changes observed since
quitting as this reinforces the positive as-

6. Mendelsohn C B Richmond R L.

pects of their non smoking status.

7. Rollnick S,

Relapse is common with any quitting
method, especially in the first few days,
but also over the next 3 months. Help pa-

8. Richmond R L, Kehoe L, Webster I W.

GPs can help

their patients to stop smoking. Med J Aust 1 992;
57:463-467.
Bell A, Brief motivational interuiewing
for use by the non*pecialist. In: Miller W, Rollnick
S. Motivational interviewing: preparing people for
1

change, New York Guildford,

1

991 ; 203-21

3
Weight

change after smoking cessation in general practice. Med J Aust 1993;158:821-822.
9. Mendelsohn C B Richmond R L. The nicotine
patch: guidelines for practical use. Modern

tients to examine the cause of the relapse,

plan a strategy to deal with it next time
and try again when ready

Medicine

1

994; 37{3):1 05-1 1 2.

10. Richmond R L, Hanis K, de Almeida Neto A. The

Conclusion

hansdermal nicotine patch: results

of a

ran-

domised placebo-controlled trial. Med J Aust, In
0ress.

Helping patients to quit smoking is an
important role of the general practitioner.
Smokescreen for the 1990s provides GPs

with a flexible framework with which to

After

assessing the smok-

offered a personalised intervention appropriate to their needs and concerns.
Smokescreen training workshops are
being conducted throughout Australia
and all general practitioners are invited
to attend. Workshops are free and are endorsed by the RACGP Quality Assurance and Continuing Education Program:
Category "A" CME,2 points per hour: a
total of 4 credit points. For further infor-

nence.

1
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