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Massachusetts Medical Center): Smoking is the most Compared with most other diseases, smoking can be di-
common cause of preventable illness and death in this agnosed easily by any physician. Every patient should be
country.1Responsible for approximately 500,000 deaths screened for this disease with the simple question, “Do
annually, smoking is the cause of one of every four deaths. you smoke?” Once the diagnosis is made, the physician
Smoking is clearly a public health problem of enormous should pursue a cure with the same vigor as he or she
magnitude, rivaling in morbidity and mortality any ofthe would any other disease having a 50 percent mortality
infectious disease epidemics of the preantibiotic era. Yet rate. This is where we as physicians often fail.
theresponse of both the public and the medical profession Some studies have found that over 94 percent of phy-
to this problem has been far less than would seem war- sicians believe it is “very important” for patients to stop
ranted. One reason the response has been muted is that smoking, yet a recent study revealed that among smokers
smokingwas well established as a social custom long before who had ten or more visits with a physician during the
the devastating health consequences of tobacco use were previous year, only 53 percent could recall being advised
clearly documented. Since that time the tobacco industry to stop smoking.57 Smokers who were hypertensive,
hes worked diligently to maintain and promote the image obese, diabetic, sedentary, or users of oral contraceptives
ofsmoking as a socially acceptable custom. Two billion were no more likely to have been told to quit than smokers
dollarsa year is now spent in the United States promoting without these additional cardiovascular risk factors. Of
animage of smoking as a fashionable and rewarding social all smokers surveyed, 56 percent said they had never been
activity.2Given the tremendous impact of smoking on the advised to quit by a physician. Although these results are
health ofthe US population, physicians must expand their based on patients’ recall, they are consistent with the pro-
role in smoking intervention and must consciously reject portion of physicians who report routinely counseling
the concept of smoking as a social habit, and should in- nondiseased smokers to quit.7
stead consider it a disease.3 Indeed, smoking is the cause Excuses that are offered for a physician’s failure to treat
ofdeath in over 50 percent of smokers. appropriately patients who smoke include, “1I’'m afraid of
In many cases smoking is a manifestation of nicotine offending my smoking patients by telling them to quit.”
addiction. When measured by the proportion of users who However, health advice when delivered in a respectful,
lose control of their intake, nicotine is six to eight times caring, and professional manner should not be offensive.
more addictive than alcohol.4 The addictive power of nic- I even had one patient say of her previous physician,
ctine ismanifested clinically in that 90 percent ofcurrent “What a poor doctor, he didnt even tell me to stop smok-
smokers report that they would like to quit but have been ing!” Then there is the excuse, “Almost everyone already
unsuccessful in their attempts to do so.4 knows smoking is bad for them, they don’t need me to

tell them.” It may be true that many people are informed
about the dangers of smoking; however, smokers often
do not hear the available information, or they believe that

Submitted, revised, August 25, 1987, somehow it is not applicable to them. Information re-
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titioners who advised their patients to stop smoking ad
gave them a pamphlet increased the percentage of peierts
quitting from a spontaneous rate of 0.3 to a rate of5;
percent. The authors extrapolated that if all general prac-
titioners in the United Kingdom did likewise, the yidd
would exceed a half-million ex-smokers a year.8Another
study involving British general practitioners demonstrated
a 60 percent increase in the number of successful it
attempts among patients receiving advice from theirphy-
sicians.9 Twenty-one percent ofthose receiving counseling
were still not smoking one year later.

“I’ve had so little success in getting my patients to i
that I'vejust about given up on trying.” Actually, the curt
rate for smoking is considerably higher than for nay
other diseases that physicians treat. One should not g
proach smoking intervention, however, with the eqe:
tation that 100 percent of the smokers counseled willle
cured. An analogy to the treatment ofcancer can be nack
Many cancer patients receive therapy with a curative in
tent even though their physicians realize that only afrec
tion of these patients will actually be cured. Silady,
although physicians will not cure every smoker, eh
smoking patient deserves the effort to produce a cure.

Although it may sometimes feel as though counseling
patients to quit smoking is a futile endeavor, many sides
have demonstrated that a physician’s advice does Hdp
patients to quit. Simply telling a patient to stop smoking,
as was done in the two British studies, will help notivate
some smokers to quit. Much higher success rates ared-
tainable, however, ifa physician takes the time to coursd
patients on how to quit. One study found that snokes
who were counseled for three to five minutes with gedfic
advice on how to quit had a cessation rate twice that of
smokers who were only warned that smoking is harmful.]
The 1979 Surgeon General’s report on smoking and eth
concluded that 10 to 25 percent of smokers who vee
advised to quit by their physicians may quit smokingor
reduce the amount they smoke.ll

“After telling my patients they should stop smoking,!
don’t know how to help them do so.” Ifyou feel thisway
you are not alone. Only 12 percent of physicians in
recent survey felt that they were effective at counseling
patients.12 The remainder of this Grand Rounds will [z
devoted to describing a quick-and-easy counseling tath
nique with which you can help your patients to qil
smoking.

A PATIENT-ORIENTED
COUNSELING TECHNIQUE

DR.JUDITH OCKENE (Associate Professor o fMediciM

University of Massachusetts Medical School)'. We fae
developed a patient-oriented counseling technique tha

THE JOURNAL OF FAMILY PRACTICE, VOL. 26, NO. 4,1«



SMOKING CESSATION COUNSELING

the primary care physician can use to help smokers de-
velop a plan to stop smoking. The technique is easily
learned and takes only a few minutes to apply. We have
trained all of our primary care residents in both family
practice and internal medicine at the University of Mas-
sachusetts Medical Center in this technique.3

This physician-delivered intervention consists ofa series
of open-ended questions designed to help the patient de-
lineate his or her own reasons for quitting, resources for
change, and plans on how to proceed with cessation. This
approach differs from what physicians traditionally do,
whichis to provide information and advice: a physician-
centered approach.

Dr. DiFranza, will you give us an example of the phy-
sician-centered approach?

DR. DIFRANZA: | see that you smoke, and there is a
history of heart disease in your family. Since heart disease
runs in your family, you are at a higher risk of having a
heart attack than the average person. Smoking cigarettes
doubles your already elevated chance of having a heart
attack. Given this, you need to stop smoking, and you
can do this if you really try.

DR. OCKENE: This advice-giving, physician-centered
approach is one with which physicians are most com-
fortable, and of course, it is their responsibility to advise
smokers of the need to stop smoking. It often ignores,
however, that patients are individuals who have their own
personal reasons to quit smoking. In the previous example,
from the physician’s standpoint, the patient should quit
because of cardiovascular concerns. This reason to stop
smoking is important, but the patient may be more wor-
riedabout his decreased exercise ability, which could pro-
vide a strong motivation for him to stop smoking. Using
the physician-centered, information-giving model, we
might never learn what motivates the patient.

When physicians use open-ended questions, patients
may come up with a number of reasons to stop smoking,
such as health, cost, concerns about their children, their
athletic ability, or their self-image. Discussion of the pa-
tient’s personal reasons for cessation can help motivate
him or her to consider quitting smoking.

By using this patient-centered approach throughout the
interview, the physician is able to help the smoker rec-
ognize his or her own resources for quitting, barriers to
change, and realistic approaches to change. In the inter-
view, the following topics should be addressed:

h Desire and motivation to change smoking behavior
2. Past experience with attempts to quit

3 Resources for change

4. Factors that inhibit change

5. Coping with potential barriers

6. Plan for change

m Plan for follow-up
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Dr. Barbara Moser will demonstrate the counseling
technique.

ROLE-PLAY ILLUSTRATION

DR. BARBARA MOSER (Third-year Family Practice
Resident, Fitchburg Family Practice Residency Program):
This patient is a 33-year-old divorced woman who lives
with her 12-year-old daughter. The patient currently
smokes two packs of cigarettes per day. She was seen in
the office today for her third episode of bronchitis.

Desire and Motivation to Quit Smoking

DR. MOSER: While we are dealing with your bronchitis,
Id like to take a few minutes to talk to you about your
smoking. Do you think there is any connection between
your cough and your smoking?

PATIENT: Maybe. Everyone says smoking is bad for
your lungs, but my grandparents lived to be in their 80s,
and they smoked heavily all their lives. | don’t care if |
live beyond my 80s. Do you think there’s a connection?

DR. MOSER: Yes, | do. People who smoke are more
prone to lung infections than people who don’t smoke.
Once they get lung infections, smokers are slower to clear
the infection because the lining oftheir airways have been
damaged. Also, there’s a strong connection between
smoking and both heart disease and lung cancer.

I think your bronchitis would clear up completely if
you quit smoking and you would probably notice that
you didn’t get sick so often.

PATIENT: I didn’t realize it was already affecting my
health.

DR. MOSER: Have you ever thought about quitting
before?

PATIENT: Sometimes | think about it, but | have never
really wanted to quit. | still don’t. | enjoy smoking.

DR. MOSER: Do you have any reasons other than
your health to make you think about quitting?

PATIENT: It’s getting to be an expensive habit. | guess
that’s about it.

Past Experience With Quitting

DR. MOSER: Have you ever tried to quit before?
PATIENT: Off and on. One time | quit for a whole
week.
DR. MOSER: The time you quit for a week, how did
you do it?
PATIENT: Cold turkey, Ijust quit. I felt so awful that
week that | couldn’t stand it, and started to smoke again.
DR. MOSER: What do you mean by awful?
PATIENT: Shaky, jittery, sweaty, nervous.
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DR. MOSER: | understand. It’s great that you were
able to stop smoking for even a week. Was there anything
else that made you start smoking again?

PATIENT: Well, all of my friends smoke, so it was
tough to be around them.

Resources for Change

DR. MOSER: Let’s go back again to the time that you
quit for a week. What kept you from smoking?

PATIENT: | thought about all the money | was saving.
I paced a lot. Actually my daughter gave me a lot of sup-
port. She kept reminding me not to smoke.

DR. MOSER: Anything else?

PATIENT: No, that’s about it.

DR. MOSER: So you did have a few things that helped
to keep you from smoking. If you were to try to quit
again, do you think your daughter would still be sup-
portive?

PATIENT: She’son my case all the time to quit. Shed
be ecstatic if | did it. | guess that’s another reason for
quitting, to get her off my back.

DR. MOSER: Are you still concerned about the cost
of smoking?

PATIENT: Sure, | must spend $15 a week on cigarettes.
I could buy myself some nice clothes with that money.
That’s not a bad idea.

Factors That Inhibit Change

DR. MOSER: What made it difficult for you to stay off
cigarettes?

PATIENT: I'm so used to smoking. It’s a real habit.
All of my friends smoke, which doesn’t help. And | was
feeling so lousy, so nervous and jumpy.

Coping With Potential Barriers

DR. MOSER: How did you overcome these problems
while you were not smoking?

PATIENT: | seem to remember substituting the ciga-
rettes with a glass of water. When | had the urge to smoke,
I drank a glass ofwater. | also stayed away from my friends
who smoke that week.

DR. MOSER: Usually the first week is the most diffi-
cult. You might want to quit at the beginning of the week
so that you would have some time offthe cigarettes before
you go out with your friends on the weekend. Another
thing you could do is ask your friends who smoke to help
you quit. Do you think they would be supportive if you
told them this was a goal that is important to you?

PATIENT: Sure. Actually, | was exaggerating. | know
people who don’t smoke. | could go out with them for
the first week or two. | know my friends who smoke would
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be supportive because most ofthem want to quit. But I'm
still worried about the jitteriness. | was a basket case the
last time | tried to quit.

DR. MOSER: When you quit, if you find yourself g&t-
ting nervous or having a strong craving for cigarettes, tak-
ing a walk or doing deep-breathing exercises can help,
You might also want to try some nicotine-containing
chewing gum. If used correctly, it can ease the cravings
and help take away those jittery feelings.

PATIENT: It sounds like all ofthose things could help,
but one ofmy friends got headaches and sick to her stom-
ach from using the nicotine gum.

DR. MOSER: That can happen if you don’t chew tre
gum correctly. If you chew it correctly, which includes
chewing it slowly, that shouldn’t happen.

Plan for Change

DR. MOSER: You have some good reasons to quit smok-
ing. We've discussed how you’ve quit in the past, whet
made it difficult, and how you might deal with these dif-
ficulties this time. What are your thoughts about quitting
now?

PATIENT: All I can do is try. | can’t promise you any-
thing, but I’d like to stop coughing.

DR. MOSER: How are you going to quit?

PATIENT: I guess | did pretty good going cold turkey
the last time, so I think I'll try that again.

DR. MOSER: What will you do if you get a craving
for a cigarette?

PATIENT: I’ll drink water. Pace. Talk to my daughter.
Maybe I'll try that nicotine gum.

DR. MOSER: When do you plan on quitting?

PATIENT: I just bought two packs on the way ower
here. I think I'll make those last through the weekend,
then quit when | go to bed on Sunday. That way I'll hae
five days before the next weekend, and I'll be busy with
work to keep my mind occupied.

DR. MOSER: You said your friends might be able to
help you?

PATIENT: Yes, I think I'll tell everyone this week thet
I’ll be quitting next week. I’ll tell them they better be nice
to me.

Plan for Follow-up

DR. MOSER: It sounds like you have a well-thought-out
plan for quitting. | can give you a prescription for te
nicotine gum and explain how to use it properly. I'd like
to give you as much support as | can with your plan
Would you be willing to come back in two weeks to tak
about how you’re doing?

PATIENT: I think that would be helpful. I’ll make an
appointment to see you in two weeks.

DR. OCKENE: Patient-oriented counseling can hep
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patients develop their own plan for quitting smoking. The
physician helps the patient to discover his or her personal
reasons for quitting, the special obstacles that might be
encountered, and the unique combination of strengths
and support available to overcome those obstacles. Ifthe
patient has difficulty coming up with a plan, then the
physician can offer information or advice.

The role play introduced two subjects that deserve fur-
ther comment: follow-up and nicotine-containing gum.

Arranging for a follow-up visit shows the patient that
you consider smoking to be a legitimate medical problem.
Also, knowing that he will be talking to you again soon
makes it more likely that the patient will go ahead with
a plan to quit. If the patient cannot return for an office
visit, arrangements for telephone follow-up should be
made.

The importance ofarranging for follow-up contact has
been demonstrated experimentally. When family physi-
cians made follow-up contacts with patients whom they
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had counseled about smoking, the patients were twice &
successful at quitting compared with patients who did rd
have follow-up.}4

DR. DiIFRANZA: Are there any questions about tt
patient-centered approach to smoking intervention?

DR. ELIZABETH NOONAN (Second-year Family
Practice Resident): What do you do with the patient wr
has no desire to quit?

DR. DiIFRANZA: When dealing with a patient wr
has no desire to quit, it would be appropriate for the phy
sician to begin with the information-and-advice model tc
suggest reasons why the patient might want to quit. Tre
patient can also be asked whether he has quit in the pet
If the patient has tried to quit before, there must hae
been a reason, and that reason may still be relevant. If
the patient still has no desire to quit, the physician should
explain his concern about the patient’s smoking and then
reintroduce the subject of smoking during subsequent &
fice visits. | show my patients that | include smoking o
their medical problem list in our problem-oriented darts.
One advantage of family practice is the opportunity t
provide continuity of care. Typically we will have repest
occasions to offer help to the smoking patient.

DR. JOSEPH HORAN (Second-year Family Practice
Resident): What do you do with a patient who wants 0
quit but doesn’t feel he can do it cold turkey?

DR. OCKENE: Ifa patient wants to quit but doesnt
want to commit himselfto quitting completely at the firt
visit, | would suggest that he may want to taper his dg
arette intake. 1 would have the patient develop a plan for
tapering that would include a daily goal for the number
of cigarettes permitted, the time course over which t&
pering will occur, which cigarettes out of the day will b
eliminated, and how he will eliminate them. As with quit-
ting cold turkey, it is important to arrange for follow-up
when a patient agrees to taper. Tapering often gvs
smokers an increased feeling of control over their smoking,
At the time of follow-up, the physician should try to cg
italize on this feeling by helping the patient to formulate
a plan for complete cessation. Tapering is often a\ay
good approach for heavy or more physiologically depen
dent smokers or for smokers who are anxious about the
idea of stopping. When a smoker tapers his cigarette in-
take, he must be instructed not to change his regular pat-
tern of smoking, such as the depth of inhalation or the
amount of the cigarette that is smoked.

NICOTINE CHEWING GUM

Nicotine-containing gum has been used for many yeas
in Europe but has only recently been approved for usein
the United States. Hughs and Miller’5recently reviewed
randomized controlled trials of the efficacy of nicotine-
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containing gum, and found that its use increased one-
vear quit rates by 5to 20 percent in most studies and can
ke a useful resource for the smoker with a physiologic
dependence on nicotine. It is not for every smoker, but
ifthe smoker experiences nicotine withdrawal syndrome,
forexample, jitteriness, irritability, and inability to con-
centrate, then the gum may be useful.16 Nicotine-con-
taining gum cannot be used, however, as a substitute for
counseling.

DR. JOHN SCHNEEWEIS (First-year Family Practice
Resident): Are there any contraindications to using nic-
otine-containing gum?

DR. MOSER: Yes, coronary artery disease, pregnancy,
nursing, and temporomandibular joint disease.

DR. SCHNEEWEIS: How do you use the gum?

DR. MOSER: When the patient has an urge to smoke
orhas a craving for nicotine, he should place a piece of
gum in his mouth. The gum should be chewed slowly
urtil the peppery taste is evident. He should then stop
chewing until the flavor disappears.

One piece of gum can be chewed for 20 to 30 minutes.
The average smoker will use 6 to 10 pieces in a day and
ke able to taper off of the gum over a few weeks. The
patient can use as many pieces as he or she needs. The
gumis often underused. The advantage ofthe gum is that
it allons the smoker to separate the psychologic depen-
dence on cigarettes from the physical addiction to nico-
tire. It is sometimes easier to quit if these two problems
can be overcome separately. Side effects such as nausea
anddizziness are uncommon unless the patient chews the
guntoo quickly. Chewing the gum too quickly is the
most common problem I°ve seen. | tell my patients that
they should chew the gum in a manner analogous to the
waythey smoke. They don’t smoke an entire cigarette in
ore continuous drag; they puffand then wait before puff-
ing again. By analogy, they should chew the gum and
thenwait a minute before chewing again. When this anal-
ogyis made, patients readily understand how they should
we the gum.

CONCLUSIONS
DR DiFRANZA: | would like to conclude here by en-

couraging all of you to try the patient-centered approach
with your patients. You may have noticed that a good
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deal of the research in the field of smoking cessation has
been done in the offices of primary care physicians. There
is no more appropriate place for smoking cessation coun-
seling to take place than in a primary care physician’s
office. Every family physician should be proficient at
smoking cessation counseling. Smoking patients deserve
help, and their family physician should be ready to of-
fer it.
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