Smokescreen for the 1990s
A new approach to smoking cessation

m Smokescreen for the 1990s is a brief
program designed specifically for
general practitioners o hefp patients to
stop smoking and is based on the latest
research in smoking cessation. This
article looks at the major principles on
which the revised program is based and
outlines the key steps taken 10 assist
smokers according to their readiness to
quit.
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niokescreen for the 199057 is a bref

smoking cessation program specifi-
cally designed for general practitioners to
use. It was developed in the School of
Community Medicine at the University
of New South Wales.

The program consists of a range of
practical sirategies. Interventions may be
personalised for the needs and concerns
of individual patients and can be adapted
10 the time available. The program incor-
porates bolh cognitive stralegies and be-
havioural skills, as well as nicoline re-
placement therapy, which addresses the
pharmacological addiction to nicoune.

Since 1985 over 3500 GPs from Aus-
tralia and New Zealand have atiended
training workshops 10 learn the Smoke-
screen program. The original program
had a 3 year abstinence rate of 36%.23
The resulis of the latest version, Smoke-
screen for the 1990s, are 10 be published
shorly.

A kit of materials s available and con-
sists of a manual for the doctor, booklets
and pamphlets for patients, a flipover dis-
play umt of coloured photographs, a
deskcard, poster, stickers for palient files
and a copy of Become a Non-Smoker —
a sell-help manuval for patients.

Is the patient ready to
quit?

The key issue determining success in
smoking cessabion is the palient’s moti-
vation or readiness to quil. Smoke-
screen for the 1990s is based on the
Stages of Change Model,! which'recog-
nises thal at any one lime only 10% of
smokers are ready lo quit (action stage),

30% are unsure (contemplation stage)
and 60% are not ready to quit (precon-
templation stage)*s ( Figure 1). Each of
these groups is represented by a dilfer-
ent cartoon on the program materials
(see Figure 2). It is imporiant to differ-
entiate those smokers who want to quit
(80 10 90%) from those who are ready
to quit vight now (only 10%).

Thus the first step ia the Smoke-
screen program is to allocale patients Lo
one of the three groups. Ask the key
question: “How do you fee) about your
smoking?"¢ This open-ended question
raises the issue of smoxing in a non-
confrontational and non-judgemental
way and will oflen lead 10 dialogue in
which the doctor and patient together
determine the patient’s readiness to
quit. If this is still unclear, 1then asking
“Are you ready (0 quit now?” may pro-
vide a more delinilive answer. An aller-
native way of allocaling smokers to
groups i1s to show the smoker the
deskcard (Figure 2) and ask him or her
lo nominate one of the three stages of
readiness 1o quil.

The Stages of Change Model is a dy-
namic process. Smokers move from one
stage 10 another and may present 10 (he
doclor at various imes in different stages
of readiness Lo quit.

Operation of the
program

Snmokescreen for the 1990s consisis of 3
different interventions, one¢ for each
group of smokers. Each group has differ-
enl needs and requires a different ap-
proach. The sleps of the program are de~
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scribed in the manual for doctors and a
summary of the main slrategies appears
on its cover (Figure 3).

Not ready smokers

Sixty per cent of smokers at any one time
are not ready to quit.s They should be
gently encouraged (o think about their
habit and advised that the doctor is avail-
able to help should they wish to discuss it
later. The intervention is non-confronlta-
tional and very brief as these smokers are
resistant and change is unlikely at this
stage. They are given a pamphlet appro-
priaie to their stage of readiness, Smokers:
You Have a Right to Know (Figure 4).

Unpsure smokers

Thirty per cent of smokers are ambiva-
lent or uncertain about their habit.s They
have concerns about their smoking (such
as health effects), but are also aware that
there are disadvantages to quilting (such
as weight gain), so the aim is 10 motivate

I'm not interested in stopping
I'm happy belng a smoker
[ enjoy Ht

| won't hassle ou

Non smoker Ex-smoker

" hwe N

|
Nol ready Maintenance
T 60% T

V' Unsure Ready
0% 10%

Figure 1. The Stages of Change. A
model of the stages of readiness (o
change (adapied from Prochaska
and DiClemente)?

these people 1o change. Motivauonal in-
terviewing, discussing barriers to quilling
and any health concerns about smoking,
help achieve this.

V'm thinking about stopping
I'm not sure if | am ready at the moment
I'm interested in weighina it up

)

Would vou like to discuss It now?

Figure 2. The deskcard. Used 10 help allocate smokers 1o groups.
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Motivational interviewing

This is a style of counselling for patients
who are ambivalent about changing a be-
haviour. The aim is to help the smoker
weigh up the pros and cons of smoking and
decide whether continuing to smoke is
worth it at the moment. The four sleps of
motivational interviewing used in Smoke-
screen Jor the 1990s are listed in Table 1.
Fiestly, the doctor elicits the patient’s
thoughts aboul the good and bad aspects of
smoking. The doclor then summarises
these and encourages the patient to look at
the balance. This allows the patien o de-
ade whether to change the behaviour.

A key principle of motivational inter-
viewing is tha( the patient takes responsi-
bility for (he problem. The doctor acts as
a facibtator rather than telhng the patient
what 10 do. Patients are more likely 1o
make a decision to change a behaviour if
they have reached (hal decision by their
own reasoning and based on what they
see as importan.

| want to stop NOW

[ may need some help

The disadvantages of smoking outweigh
the benefits for me

Would you like me to help ou quit?
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TABLE 1
Motivational Interviewing.
Weighing up the pros and

cons of smoking,

1. "What do you like about smeking?”

2. "Whal ara the things you don'l like
about smoxing?”

3. Summarise your understanding of the
patient's pros and cons.

4. "Where does lhis leave you now?”

Concerns about quitting

An informed discussion about these is-
sues may remove imporiant barriers to
quitting. The most common are;

Weight gain Tell palients that 25% of
smokers do not gain weight when they quit
and the average weight gain i1s only 4.0 kg 8
This may be mimimised by dielary advice,
€XETCiSe, altention 1o eating habils and reg-
ular weighing. Emphasise that the health
risks of smoking are far grealer Lhan the
heallh risks of a small weight gain,

Stress If is oflen best to deal with the
slress before altempting to quit. Would
the patient benefit from some counselling
or stress management? Help the patient
find healthier ways of coping with stress
other than smoking.

Withdrawal Explain that only two-
thirds of patients will experience with-
drawal symptoms. The worst of the phys-
iea) symptoms will subside within 2 to 3
days and will virtually cease in 7 to 10
days in most palients, although the psy-
chological symptoms may persist [or
longer. Nicotine patches are helpful in re-
lieving withdrawal symptoms.?

Fear of failure Explain thal most ex-
smokers have tried and (ailed three to
five times before finally being successful.
Each atlempt al cessation is not a failure
but a ‘Jearning experience’ and increases
the chance ol success next lime.
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Tablets, Injecton

PEPCIDINE"

flamotiding, MSD)

ABRIDGED PRODUCT INFORMATION {0291-AUS)
Full product Ifformation shauld be consulted before prescribing.

INTRODUCTION

PEPCIDINE {famctidine. MSD) 7§ & competitive inhibrlor of histamine-Hy-receptors. The primary
chinically imporiant pharmacological activity of PEFCIDINE is inhibilion of gastric juice secretion.
PEPCIDINE reduces the acid and pepsin conlenl, a3 well as the volume of basal. noctumal and
stimulated gastic seorebon,

INDICATIONS

* Duocienal uicer » Benign gastnc uicer « Zollinger-Eliison Syndrome » Preveanon of retapses of ducdenal uloaration « Short lem (no
more han 12 weeks) symplomatic religl of gasicoesophageal refiux not responsive 10 consenvative measures ¢ Healing ol
oesophageal erosion or ulceralion associated wilh gastroesophageal reflux disease » Prevenlion of relapses of symploms and
efoONS of ukerations associated with gastroesophageal refiux disease.

CONTRAINDICATIONS

Hypersensitivity 10 any componend of these products.

PRECAUTIONS

Gastric Neoplasm: Gastric malignancy shoukd be excluded priar 1o mitahon of thermpy of gastric uicer with PEPCIDINE. Symptomatc
rRsponse of gasiic uicer 1o therapy with PEPCIDINE does not preclude the presence of gastric malignancy,

Renal Dystunction: Siice PEPCIDINE & excraled pnmardty by the kedney, caution should be observed in patienis with impaired renal
function. A reduction in daity dosage should be considered if creatinine clearance falls balow, 10mL/min {see DOSAGE &
ADMINISTRATION).

Use In Pregnancy (Category Bi): PEPCIDINE is nol recommended fr use in pregnancy and should be prescnibed onty  cleary
needed. Before a gecimon is made 1o usa PEPCIDINE during pregnancy, the physician should weigh the potential benefits kom the
drug agains! the passible rishs imvodved. (See full product informeation for Jurther detalls).

Nursing Mothers: Famotding is deteciable in human milk. Nursing melhers shouid either slop this drug or stop nursing.

Paedlatric Use: Salety and eiffectiveness of PEPCIDINE in children have not been estabushed.

Use in the Bderly: When PEPCIDINE was administered to eldarty oglients in clinical rials, no increase in the ncidance o change in
the type of adversa effeCts was cbsarved. No dosage adustment is required Lased on age aone.

Drug Interactions: No drug inleractons ol clinical importande have been identified. PEPCIDINE doas nan interact with the cytochrome
Pagpriinked g metabolising enryme system. Campouncs metabaised by this system which have been lested in man in short-term
studies included warfarin, proparciol, theophyline, pherytain, diazepam. aminocynne and anbpyrine. Indocyanine green s an index
ol hepabc blood flow andfor hepatic drug extracuon has been tesied and no significant effects have been found. A study of 11
patients stabilwed on phenproooumon therapy have shown no phammacokinetc o anticoaguiant activity of shenpracourmnon.

Intansive Care Units: Agents thal efevale gasine pH may increase the elready present risk ol nocosomial prewmonia in intubeted 1CU
patients receing mechanical ventlation,

ADVERSE EFFECTS

PEPCIDINE has been shown to be generally well-ickrated. Headache, dizziness, constipation and dantoea have been reported al 2
frequency of greater than 1% in controfied clirical trials and may be causally mialed lo famoticine. A similar iIncxdence of the same
effects was seen in the placebo or aclive companson ams of hess studies. Farsly reported events included dry mouth, nausea
and/or womiting, rash, abdominal discomfor o distersian, ancrexia, fatigue, prurtus, urticana, lver enaymes, abnomalties, cholestatc
Jaundrce, anaphylaxis, angicedsma and arthrdgla. The causal mlalicashis o therapy with PEPCIDINE has not been esteblished:
reversible psychic disturbances including depression, anxiety disorders, agttation, confusion, hallucinations and decreased libido,
paresthesia, somnolence, insomnia, grand mal seizure, thrombocytopenia, pancylopentz, leukopenia, agranulocytasis. Rare cases of
mpclence have been reported, nowevir, in controlied clinical trizls he incidence was nol grealer than thal seen with placebo.
DOSAGE & ADMINISTRATION

DUCDENAL ULCER

Initial Therapy: The recommiended cose ol PEPGIDINE i one 40my Lablet daily laken a1 night, Treatmen! should be given for fowr to
eight weeks bt the duraticn of rediment may be shirened  endoscopy reveals that the uicer has healed. In mest cases ol duodenal
ulser, healing oecurs within four weeks on Ihes regimen. In those patients whose uicers have not hedied comphetaty after four weeks,
trealment should be continued for a furiher four-week penod.

Maintenance Therapy: For the preveniion of recumenca of ducdenal iceralion, it is recommended thal therapy with PEPCIOINE
be conlinued with a dose of one 20mg tablet daity taken ar night. In ongong clinical studies this regimen has been continued for
twelve months,

BEMIGN GASTRIC ULCER. The recommended dose of PEPCIDINE is one 40mg ablet caly, laken at nighl. Treatmen should ba
given for four 10 eight weeks, bul he duration of treatment may be shorened f endoscopy reveals that the ukcer has healed.
ZOLLINGER-ELLISCN SYNOROME. Palients without peor antsecretory therpy shoukd be started on a dose: of 20mg every six hours.
Dosage shoukd be adjusted 10 individual patent needs and should comtinue for as long as indicated clinically. Doses up Lo B00mg daity
have been used in a small number of patients for up to one year without the development of significant adverse effects or
tachyphidaxis. Patients who have been recening another Hg antagonist may be switched directly to PEPCIDINE at 2 starting dose
higher than that recommended for new cases, this starting dose will depend on the: savertty of the condition and the Jast dose of the Hy
antagonist praviousty used.

GASTROESOPHAGEAL REFLUX DISEASE  The recommended dosage for the symplomatic relief of gastroesophageal reflux disease
s 20mg of famatidine taken orally twice daly.

For the meatment of pesophageal erasion or ulceranon associaled with gastrossephageal reflux disease, the recommended dosags &
20mg of famotidine twice daly.

Maintenance Therapy: For the prevention of recurrence ol symploms and erosions of uicerations associated with
pastroesophagedl reflux disease, Ihe recemmended dosaga s 20mg of famolicine twice daly. Efficacy sludies have nol been
conducted bayond st Mmanths

DOSAGE ADJUSTMENT FOR PATIEMTS WITH SEVERE RENAL INSUFFICIENGY. In patients with severe renal nsufficiency, ie., with
a creatning clearance less than 10mL/min., the ebminaten half-fe of PEPCIDINE may exceed 20 hours, reacting approximangy 24
hours in anuric palisnts, Although no relationship of adversa eMects 1o high plasma levels has been established, the dose of
PEPCIDINE may be reduced to 20mg al nignt 10 aveid excess accumulation of 1he dnug, o the dosing IMerval may be prolonged 10
35-48 heurs as indicated by Ihe palient's cincal response.

Intravencus: In condmons whene I necessary 10 reduce gastne acid secreticn, SUCh 83 upper Gestronlestinal haemonhage, when
oral administration 8 nol feasible, PEPCIDINE should ba administered intizlly as a 20mg dose gven intravenously over a penod of no
lesss than 2 minuies and subsequently by repealed njsction of By infusion &f 20mg over a 30 minute pencd every 12 hours.
Reconstiution, Intravenous: Each vial conteins:-  famolidine 22mg L-Aspantic Acd 8.8mg mannied ddmg. The conents sholkd be
dissohved In 5.2mlL of @ compatble diluent. When meconstiuled each via! contains femotidine 20mg/SmL. For injection wilhdraw
5.0mL of the reconsiituted solution. For infusion dilute 5.0mL of the reconstiided solufion 1o 100mL with the compatibke dient. The
reconsttuted solution should te used immediately and any unused solution discarded. The vial conftains No antimicrobial agent.
Gompatible dikvents are: Nommal saline Glucose Solitions (5%-20%)  Fructose Salubon (5%)  Waler for Injection  Dextran 70 (8%
Dexiran-glucase  Low motecular weght dextran Xyitol 10%

LV, njeron thevapy showid be changed 10 oral treatment 25 soon as leasible.

Storage condrions - Store belw 25°C. Proted! from ligh.

{VERDOSAGE

There & N0 experience 10 Gate with overcasage. Doses ‘ol up 10 B03mg daly have been used in a smail number of patents wih
Zolinger-Elson Syndrome lor more than a year wiroul development of significanl adverss efiscts. The usual measure 10 remave
urabsorbed materdal rom e gastroniestinal lract, clinical moniiorirg and suppanive theragy shoiid b employed.

AVAILABILITY

PEPCIDINE - 40mg, 1an flight brewnish-orange). rounded square, film-coated Lablels. one skie engraved with "MSD 954" and the other
side plain. Supplied in biister packs of 30 1abiets.

PEPCIDINE M - 20mg, beige, rounded sguare, fiim-coated tablels, one side engraved with *MSD 963™ anG Lha other side plain.
Supgplied in tlster packs of 50 tablets.

Injection:

PEPCIDINE Intravencus Injection is supplied as a white 10 of-white, sterite, tyophilised powder in singla dose vials, each when

raconsiituted conlaing 20myg of flamotidine per Sml. :

“Please note changes in Product Information.

Date Anpraved: January 1994, PEP 53414
@Reglatered trademark of Merck & Co., lne.. Whitehouse Station, NJ . U.SA
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v Give pamphlet
Smokers: You Have a Right to Know
+ Invite back when ready to discuss smoking

MANUAL

b

KA

Ask. "Would you like to discuss it now?”

Croose from these oplions:

+ Weigh up pros and cons of smoking
{flipover p2)

» Offer lung function lest

+ Offer discussion of health eflects
(fipover p 3-7)

+ Discuss concerns about quitling

v Give bookiet

Smoking: The Chofce is Yours

Invite back

‘igure S. ., e manual. 1 e sleps of the program are surmmaor  ed on the cover.

Health issues

It is useful to examine any relevan
health issues related 10 smoking, espeaal-
ly if these are of coacern o the pauent.
The flipaver (Figure 5) consists of a set of
8 coloured pholographs 1o facilitate edu-
cation about (he health effects of smok-
ing. It is importanl (o take a positive ap-
proach and focus on the many benefils
that result from quitting, such as the re-
duced risk of a heart attack. A lung func-
u1on 1est may be offered Lo patients con-
cerned with lung damage, as this 1is

objective evidence of organ damage and
)$ very motivaling for many patients.?

Unsuore smokers are given a booklet de-
signed specifically for this stage of ambiva-
lence about smoking, Smoking: The
Choice is Yours (Figure 4) and are invited
back 10 discuss smoking or quitting when
they are ready.

Ready smokers
Ten per cent of smokers al any time are

motivated and ready to quit nght now.’
These patients require practical advice

SMOKESCREEN FOR THE 1990s
The Stop Smoking Programme for use by General Practitioners

Ask: “How do you feel about your smoking?” Help patients declde which group they belong to using the deskeard or flipover,
i necessary ask: “Are you ready 10 quit now?”

W

Ask: “Would you like me to help you quit?”
Choose [rom these options:

Visit 1: Preparalion

» Highlight benefits of quitling

» Qiscuss concems about quitting

+ Raise use of the nicoline patch

v Sel Quit Day

+ Give booklet Taking Action to Stop Smoking
Visit 2: Quit Day

Within next 2 weeks

« Identify smoking Inggers

+ Discuss attematives (o smoking

s Discuss correct use of the nicoline pateh
Visit 3: Follow up 3 to 7 days later

+ Review progress and problems

+ Invite back le- further lollow 1 visits

and strategies 1o help them quit. Sup-
port over several visits assists them (o
remain abstineat. The advice should be
personalised for the individual patient’s
concerns and needs.

Preparation visit

This visit is to prepare patients for
quituing, by helping them plan their
quilting strategies and prepare them-
selves psychologically in advance for
Quit Day. A discussion of the benefits
of quitting may help boost motivation.
It is ymporiant as in ‘the unsure pa-
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tienl’ (o éxamine any concerns about
quitling, and offer assistance where ap-
propriate.

Advise patients at this visit that the
picotine palch is available to alleviate
any craving and withdrawal symptoms.

Figure 4. The patient booklets, one
Jor each of the 3 patient groups.

Importantly. a quit date should be set.
some lime in the next week. Patients
are encouraged to examine therr
smoking habil over 1his next week and
pinpoint the important cigarettes
smoked each day. They should

gradually reduce their cigarelte intake
during this time. Patients arc given 3
booklet containing practical strategies
for quitling. Taking Action to Stop
Smoking (Figure 4) and invited back
for the Quit Day visit.

FOR MENOPAUSE, ANGINA, SMOKING CESSATION AND

Estraderm®
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Further information avoilbla from: CBA GEIGY Austialio Limised. ACN 002 933 717, 140 Bungaies Rood, Pendle H

Transiderm-Nilro®

Ighyceny winirale]

Nicolinell®
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NSW 2145 Telephone I02] 688 0444



Quit day visit

Abrupt cessalion or “cold turkey’ veeurs
on Quit Day and is preferred lo gradual
wilhdrawal.

Smoking triggers

Removing the association be(ween smok-
ing triggers and having a cigarette is im-
portant in breaking the smoking habit.
On Quit Day. help patients (o identify
their main cues to smoking and discuss
strategies for coping with them. Strale-
gies fall under four main headings:
¢ Distraction
Divert the patient’s mind from smok-
ing, for example with a drink of water,
cleaning the teeth or mental arithmetic.
o Avoidance
Avoid major Situations that wngger
smoking. such as alcohol. coffee, the
pub and (riends who smoke. This siral-
egy can be very beneficial. especially in
the first 2 weeks.
« Delay
Postpone the cigarette for several min-
utes which (s easier than *never having
one again”.

SMOKESCREEN FOR THE 1990s

Brain
Mouth and pharynx « Siroke
+ Cancer
Heart Larynx and trachea
« Coronary artery disease ¢ Cancer

¢ Infiammalion (laryngiiis)
Oesophagus and slomach
¢ Cancer

* Peplic ulcer Lungs
Uterus and ovaries o Cancer
o Infertifity ¢ Emphysema

+ Spontaneous abortion * Bronchilis

+ Relarded foelal growth

+ Early menopause Pancreas

¢ Cenical cancer + Cancer
Testes - Bladder

» Reduced ledility s Ganeer
Peripheral arteries Bone

« Penpheral vascular disease ¢ Qsleoporosis

o

Figure 5. The flipover (page 8). Used to facilitate education about the health
effects of smoking.

MOTION SICKNESS, NO-ONE KNOWS PATCHES LIKE CIBA.

BRegivered Trodemark. Esioderm and Micet

nell, 54 all states. |ransdermtling ond Scop, 52 oll siales

The symbol of quality from the world leader in ransdeimal therapy

clloe
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* Escape
When all else fails, remove yourself
from the trigger until the craving sub-
sides, for example, leave a smoky room
and go for a short walk.

The nicotine transdermal patch

The patch is an important advance in
smoking cessation and is a valuable aid
for many quitters.%10 Its use doubles the
likelihood of success compared with the
use of a placebo patch. The patch reduces
craving for cigarettes and withdrawal
symptoms, especially negative mood
states.

Correct use of the patch is safe and
well tolerated with skin reactions and
sleep disturbances being the most com-
mon side effects. The patch is easier to
use than nicotine gum and is more ef-
fective.? Instruct patients to apply the
first patch on the morning of Quit Day
and not to smoke while using the patch.

The nicotine patch should only be of-
fered 10 patients who are dependent on
nicotine. A quick assessment of depen-
dence can be made by asking the follow-
ing three questions:!!

1. Do you smoke more than 20 cigarettes

a day?

2. Do you smoke your first cigarette with-
in 30 minutes of waking and

3. Have you experienced strong cravings
or withdrawal symptoms during a pre-
vious quit attempt?

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

Follow up visit

At the first Follow up Visit, review the
patient’s progress and discuss any prob-
lems. Examine any slips, so more effec-
tive coping strategies can be planned.
Explain slips as valuable learning expe-
riences, not as failures. Give encourage-
ment and praise for the patient’s efforts.
Positive reinforcement by the GP is an
important factor in maintaining absti-
nence.
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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
nicotine may be required.

Encourage the patient to enlist the sup-
port of family and friends. Self-rewards
are a useful strategy as smokers often feel
deprived when they quit.

Further follow up visits

Patients who attend further follow up vis-
its have been found to have fewer lapses
and a better chance of success.'2 Follow
up at 3 and 6 months is recommended, al-
though the timing should be negotiated
with each patient. Other visits may be re-
quired for the supply of nicotine patch
prescriptions.

Ask the patient to describe the im-
provements and changes observed since
quitting as this reinforces the positive as-
pects of their non smoking status.

Relapse is common with any quitting
method, especially in the first few days,
but also over the next 3 months. Help pa-
tients to examine the cause of the relapse,
plan a strategy to deal with it next time
and try again when ready.

Conclusion

Helping patients to quit smoking is an
umportant role of the general practitioner.
Smokescreen for the 1990s provides GPs
with a flexible framework with which to
assist smokers. After assessing the smok-
er’s readiness to quit, each patient can be
offered a personalised intervention ap-
propriate 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 en-
dorsed by the RACGP Quality Assur-
ance and Continuing Education Program:
Category “A” CME, 2 points per hour: a
total of 4 credit points. For further infor-

mation, please refer to the CME Calen-
dar in Australian Family Physician, or
contact the Lifestyle Unit on (02) 697
8228 or (02) 697 8123.
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