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ABSTRACT

Tobacco use is a global epidemic and is one of the largest public health threats the world
has faced killing over eight million people annually. Smoking-related illnesses cost the United
States $300 billion annually. Unfortunately, only 31% of those attempting to quit smoking in
2015 used evidenced-base cessation treatments. When behavioral and pharmacotherapy are
combined, cessation rates increase by 82%. With tobacco use being the leading cause of U.S.
preventable death and with 70% of tobacco users visiting a primary care facility annually, it is
essential that providers appropriately and accurately address tobacco use and cessation.

This practice improvement project designed tobacco cessation education for
implementation into North Dakota State University’s (NDSU) Doctor of Nursing Practice (DNP)
coursework in a health promotion course for 18 family nurse practitioner students. The online
program, Rx for Change: Clinician Assisted Tobacco Cessation, was completed by the DNP
students. Rx for Change was designed by Purdue College of Pharmacy to educate clinicians
about the negative health effects of tobacco use and enhance providers' knowledge to deliver
comprehensive tobacco cessation counseling services. After completion of the modules, the
coinvestigator reviewed tobacco use epidemiology, health effects of tobacco, FDA-approved
pharmacotherapy for tobacco treatment, North Dakota-specific resources, and coding and billing
for tobacco cessation in primary care. Additionally, students participated in interactive patient
scenarios and received a tobacco cessation toolkit for providers.

NDSU DNP students’ (a) motivation and confidence in helping people quit tobacco and
(b) comfort with providing information about cessation medications, programs and services, and
referrals for evidence-based tobacco cessation was assessed through a pre- and 2.5 months post-

education questionnaire. The participants’ (a) motivation and confidence in helping people quit

111



tobacco and (b) comfort with providing information about cessation medications, programs and
services, and referrals for evidence-based tobacco cessation increased dramatically pre- to post-
education for all questions with the exception of question one in which case all participants
strongly agreed in both the pre- and post-education questionnaire. The results of this practice
improvement project will provide direction for tobacco cessation education for future NDSU

DNP coursework and for incorporation into other DNP or health professions curriculum.
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INTRODUCTION
Background and Significance

Tobacco use is a global epidemic and is one of the largest public health threats the world
has faced (World Health Organization, 2021), killing over eight million people annually.
Tobacco use is the leading cause of preventable death in the United States (Centers for Disease
Control and Prevention [CDC], n.d.a) with about 1 in 5 deaths due to smoking or secondhand
smoke. Most people are aware of the harmful effects of tobacco, including cardiovascular
disease, lung cancer, and lung disease. However, tobacco use has also been linked to a multitude
of diseases including endocrine disorders, rheumatologic disease, eye disease, reproductive
disorders, and 12 different types of cancer (U.S. Department of Health and Human Service
[USDHHS], 2014). The mortality rate for people who smoke is 3 times higher than those who
have never smoked (CDC, n.d.b.). Furthermore, smoking related illnesses cost the United States
$300 billion annually. Healthy People 2030 focuses on preventing people from starting to use
tobacco as well as helping those who do use tobacco to successfully quit (Office of Disease
Prevention and Health Promotion [OODPHP], n.d.). The Healthy People 2030 goal is to
reduce the adult tobacco use rates, which includes cigarettes, cigars, e-cigarettes, and smokeless
tobacco, from 20.1% to 16.2%.

Fortunately, in 2015, over two-thirds (68%) of the smoking population wanted to stop
smoking and, in 2018, 55% of people who smoke attempted to quit (CDC, n.d.b.). Unfortunately,
in 2018, only 7.5% of adult smokers successfully quit (Creamer et al., 2019). Quitting was
defined as smoking cessation for at least six months among current smokers who smoked for
longer than two years and former smokers who quit within the past year. Although 70% of

people who smoke visit a primary care provider annually, only 56% of those adults received



advice to quit in 2015 (CDC, n.d.b.; Kruger et al., 2016). It is essential that primary care
providers adequately address tobacco use and counsel patients with the best evidence-based
cessation strategies.

People use many forms of tobacco including cigarettes, smokeless tobacco, cigars, water-
pipes, and electronic nicotine delivery systems (ENDS), such as e-cigarettes. In 2017, 23.4% of
North Dakota (N.D.) adults used some form of tobacco (North Dakota Department of Health and
Human Services [NDDHHS], 2022). In 2019, 17% of N.D. adults smoked cigarettes, making
cigarettes the most common form of tobacco product used by this population, compared to the
lower 2019 average of 14% of the U.S. adult population who smoked cigarettes (CDC, 2019;
NDDHHS, 2022). The remaining N.D. adult tobacco product use included: smokeless tobacco at
6.6%, cigars at 4.3%, e-cigarettes at 22.1% (NDDHHS, 2022). A concerning, rising epidemic is
tobacco use by youth. In 2019, 35.5% of N.D.’s high schoolers, grade 9-12, used some form of
tobacco with e-cigarettes being the most common form at 33.1%. In 2019, over half (52.8%), of
N.D.’s high schoolers had tried e-cigarettes. In 2019, 4.4% of N.D.’s high schoolers used
smokeless tobacco, 5.2% smoked cigars, and 8.3% smoked cigarettes.

Utilizing the primary care delivery system to address tobacco cessation is crucial. Often,
providers assess for tobacco use and inform patients of the harmful effects. However, far too few
providers provide, or refer patients to, evidence-based tobacco cessation treatments such as
pharmacological interventions or behavioral interventions (Rojewski et al., 2019). Therefore,
educating providers and future providers on how to address tobacco use and tobacco cessation is
essential. Educating current and future providers on the best clinical practice guidelines is needed
to increase the number of patients receiving appropriate tobacco cessation treatment. The U.S.

Preventative Service Task Force ((USPSTF], 2021) recommends utilizing the 5 A’s approach:



Ask about tobacco use, advise to quit, assess willingness to quit, assist in quitting, and arrange a
follow-up. The 2020 U.S. Surgeon General’s Report on Smoking Cessation referred to the 5 A’s
as the gold standard for delivering brief cessation tobacco cessation in primary care.
Problem Statement

With tobacco use being the leading cause of preventable death in the U.S and 70% of
tobacco users visiting a primary care facility annually, it is essential that providers are able to
appropriately and accurately address tobacco use and cessation (CDC, n.d.a; Kruger et al., 2016).
Evidence-based tobacco cessation treatments including combined behavioral and
pharmacotherapy increase cessation rates by 82% when compared to the usual care and minimal
intervention (Patnode et al., 2015). In the United States, 55% of smokers attempted to quit within
the last year (CDC, n.d.b.). Unfortunately, only 31.2% of those who tried to quit used evidence-
based cessation treatments, and only 7.4% were successful in cessation (Babb et al., 2017).
Due to the high volume of tobacco users seeing a primary care provider annually, along with
available evidence-based tobacco cessation treatments, having primary care providers who are
knowledgeable and skilled in tobacco cessation treatments is essential to curb the tobacco
epidemic. Therefore, I proposed a practice improvement project by conducting a quasi-
experimental, quantitative study implementing tobacco cessation education into the Doctor of
Nursing Practice (DNP) program at North Dakota State University (NDSU)

Purpose

The purpose of this evidence-based practice improvement project was to determine if

implementing tobacco cessation education into the coursework of the DNP program at NDSU

would improve the participants’ knowledge, motivation and confidence in helping people quit



tobacco, and comfort with providing information on about cessation medications, programs and
services, and referrals for evidence-based tobacco cessation.
Objectives

1. Identify and modify tobacco cessation education for implementation into NDSU’s
DNP program by January 31%, 2022.

2. Implement a tobacco cessation module for implementation into NDSU’s DNP
program by April 30, 2022.

3. Evaluate change in students’ knowledge and the effectiveness of the educational
session, as evidenced by a) successful completion of three knowledge check
questionnaires incorporated into the modules, and b) increased participants’
motivation and confidence in helping people quit tobacco and comfort with providing
information about cessation medications, programs and services, and referrals for
evidence-based tobacco cessation as measured through a pre- and 2 months post-

education questionnaire.



THEORETICAL FRAMEWORK AND LITERATURE REVIEW

Chapter 2 includes a list of definitions and a description of the Transtheoretical Model
(TTM). The TTM is a model that helps to identify and support the stages of the tobacco cessation
decision-making process (Prochaska & DiClemente, 1983). Chapter 2 also includes a review of
literature on tobacco cessation in primary care. The review is divided into the following sections:
(a) nicotine addiction and withdraw, (b) health benefits of tobacco cessation, (c) current tobacco
cessation practice and practice gaps, (d) behavioral interventions and supports for tobacco
cessation, (e) 5 A’s brief intervention approach, (f) pharmacotherapy for tobacco cessation, and
(g) alternative cessation methods. Additionally, there is an overview of the tobacco cessation
education program, Rx For Change: Behavioral Counseling and Pharmacotherapy (University of
California [U.C.] Regents, n.d.), that was implemented in the NDSU DNP curriculum for this
project.

List of Definitions

Tobacco

The Oxford English Dictionary (n.d.c) defines tobacco as “the leaves of the tobacco-plant
dried and variously prepared, forming a narcotic and sedative substance widely used for
smoking, also for chewing, or in the form of snuff.” The World Health Organization (2020)
includes cigarettes, waterpipe tobacco, smokeless tobacco, cigars, cigarillos, roll-your-own
tobacco, pipe tobacco, bidis, and kreteks as forms of tobacco. Along with these forms of tobacco,
this study includes electronic nicotine delivery systems (ENDS) products as tobacco. ENDS
products encompass many different terms such as vapes, vaporizers, vape pens, e-cigarettes, or
e-pipes (U.S. Food and Drug Administration [FDA], n.d.). The FDA and the CDC recently

included all ENDS products as a form of noncombustible tobacco as the nicotine in the product



is derived from tobacco (CDC, n.d.c; FDA, n.d.). American Indians and Alaskan Natives use
traditional tobacco for ceremonial or medicinal purposes and tobacco is considered a sacred plant
(CDC, 2019). Commercial tobacco is tobacco in which nicotine and other harmful chemicals are
added and not used for ceremonial or religious purposes. In this study, tobacco will be referring
to commercial tobacco. The operational definition of tobacco for this study is any substance
containing nicotine that is smoked, chewed, or vaped that can lead to adverse health outcomes.
Cessation

The Oxford English Dictionary (n.d.a) defines cessation as “discontinuing, stoppage;
either permanent or temporary.” The term “cessation” is used in the context of quitting of
tobacco products. Although complete or final cessation is the goal of tobacco cessation, this can
be difficult to measure. The 2020 U.S. Surgeon General’s Report on Cessation describes multiple
definitions of cessation depending upon different surveys used for adults and youth. The varied
surveys assessed past year quit attempts, smoking cessation for one day or longer, or smoking at
the time of the survey. This study defines cessation based upon the materials provided by Rx for
Change (U.C. Regents, n.d.) and incorporated into this study’s education. Therefore, the
operational definition of cessation for this study is not using tobacco products in the past six
months.
Education

The Oxford English Dictionary (n.d.b) defines education as “the culture or development
of personal knowledge or understanding.” Operationally, education will be the modules on

tobacco cessation incorporated into the NDSU DNP program.



Theoretical Framework

The TTM framework identifies and supports the stages of the decision-making process to
create a behavior change, especially a habitual behavior (Prochaska & DiClemente, 1983).
Prochaska and DiClemente developed the TMM framework in the 1970s after examining the
smoking cessation behaviors of 872 adults. Prochaska and DiClemente determined that people
who were able to successfully quit smoking were mentally ready to do so. TMM focuses on the
decision-making process of the individual with behavioral change as a continuous, cyclical
process instead of a quick, decisive process. The model identifies six predictable stages that
individuals move through to adopt a healthy behavior or stop an unhealthy one. TTM stages of
change include precontemplation, contemplation, preparation, action, maintenance, and
termination (Table 1). Individuals can move successively through these stages or can relapse into
a previous stage at any time throughout the change process becoming an iterative effort.

Table 1. Transtheoretical Model of Change

Stage Description
1. Precontemplation Stage Patient has no intention to quit tobacco use in near future
2. Contemplation Stage Patient is contemplating quitting tobacco use.
3. Preparation Stage Patient intends to quit tobacco use soon.
4. Action Stage Patient has quit tobacco use.
5. Maintenance Stage Patient has been tobacco-free for at least six months; the

goal is to prevent relapse.

Note. Adapted from “Stages and processes of self-change of smoking: Toward an integrative
model of change,” by J. Prochaska & C. DiClemente, 1983, Journal of Consulting and Clinical
Psychology 51(3), 390-395.

Regarding tobacco cessation, it is imperative that a provider is able to identify what TTM
stage an individual is in. The provider will then be able to better assist the patient in moving to

the next stage and achieving successful cessation. The provider role is discussed below for each
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stage of the TTM. A study of diabetic smokers (n = 772) in a primary care facility found
significantly higher rates of smoking cessation at 12 months when their care was tailored based
upon the TTM stage of the participants (Pérez-Tortosa et al., 2015). The intervention group had
12-month continued cessation rate of 26.1% compared with the control group rate of 17.8%.

In the first stage, precontemplation, an individual is not intending to make any change in
their behavior in the next 6 months (Prochaska & DiClemente, 1983). Those who are in the
precontemplation stage may be unaware of their behavior as harmful or they could be
discouraged by a previous failed cessation attempt (Singer, 2007). A provider must individualize
the interventions at precontemplation stage to help the patient accept that their tobacco use is
problematic and harmful to themselves and others.

The second stage, contemplation, is a stage in which the individual intends to change
their at-risk behavior, tobacco use, within the next 6 months. In the contemplation stage, the
individual is aware of the negative effects of their tobacco use, however, they are unwilling to
change at that very moment (Prochaska & DiClemente, 1983). The individual places an equal
emphasis on both the perceived positive and negative effects of tobacco cessation. For example,
the individual will note the positive health benefits of tobacco cessation but is also aware of the
irritability that will follow with nicotine withdrawal. A provider can individualize care in the
contemplation stage by providing reinforcement of the benefits of tobacco cessation, assist the
patient in exploring the patient’s perceived barriers to cessation, and explore the patient’s
perceived negative outcomes of the behavior change (Singer, 2007).

The third stage is preparation. In the preparation stage, the individual plans to make
behavior changes that moves them closer to tobacco cessation within the next 30 days

(Prochaska & DiClemente, 1983). In the preparation stage, the individual is ready to make a



behavior change in the near future and may have developed some action plans for tobacco
cessation. During the preparation stage, a provider can discuss the various evidence-based
tobacco cessation support such as behavioral interventions, pharmacotherapy, and quitlines
(Singer, 2007).

The fourth stage is the action stage. It is in the action stage where the individual has made
behavior changes, such as tobacco cessation, and the patient intends to keep moving forward in
tobacco cessation (Prochaska & DiClemente, 1983). When an individual is in the action stage, it
is important for a provider to continue to closely monitor and follow-up with the patient. There is
high likelihood of tobacco use relapse due to withdrawal symptoms in this stage (Singer, 2007).

The fifth and final TTM stage is the maintenance stage. During the maintenance stage,
the individual has remained tobacco free for greater than six months (Prochaska & DiClemente,
1983). In the maintenance stage, the individual is less tempted to relapse and feel more
empowered. Providers need to continue to reinforce the health behavior change. (Singer, 2007).

Literature Review
Search Strategy

A health science librarian assisted literature search was conducted from September of
2020 through October of 2021 to review evidence regarding a) tobacco use; b) health effects of
tobacco use; and ¢) recommended treatment guidelines using three databases: Cochrane
Database of Systematic Reviews (Cochrane), PubMed, and Cumulative Index to Nursing and
Allied Health Literature (CINAHL). Search criteria included all adults, peer-reviewed journals,
full-text articles published in the English language, including clinical trials, reviews, systematic
reviews, and evidence-based clinical guidelines published between 2015 and 2021. Keywords in

the search included “tobacco cessation,” AND “smoking cessation.” AND “primary care,” AND



“education.” An additional review of grey literature was conducted including factsheets,
government documents, committee reports, and committee guidelines. A handpicked secondary
search of references lists was also reviewed for possible inclusion (See Appendix A for a
PRISMA flow diagram of the search strategy).
Nicotine Addiction and Withdrawal

To understand tobacco use and cessation, it is essential to understand nicotine’s effect on
the brain. There are numerous reasons that one decides to use tobacco, but there are three reasons
in particular that contribute to continue tobacco use once initiated and that make cessation
difficult: tolerance and dependence, withdrawal, and cue-induced craving. (University of North
Carolina (UNC) School of Family Medicine, 2019). Nicotine binds to nicotinic acetylcholine
receptors (nAChRs) in the brain and once bound, three key neurotransmitters are released:
dopamine, serotonin, and norepinephrine. Stimulated nAChRs receptors become desensitized
and upregulated which is experienced in the tobacco user as tolerance. Tolerance and increased
stimulated nAChRs leads to a large amount of nicotine needed to produce the neurotransmitters.
With continued high levels of neurotransmitters, one develops dependence on nicotine. When
serum nicotine levels drop, one may experience withdrawal symptoms that include: irritability,
anxiety, cravings to use tobacco, difficulty concentrating, increased appetite, restlessness,
depressed mood, and insomnia (American Psychiatric Association, 2013). Symptoms of
withdraw are primarily related to low levels of the neurotransmitters listed above (UNC School
of Family Medicine, 2019). About one half of daily tobacco users experience nicotine
withdrawal when they do not use tobacco for 48 hours (Hughes, 2007). Nicotine replacement
therapy (NRT) is useful in decreasing the intensity and frequency of nicotine withdrawal

symptoms (Hartmann-Boyce et al., 2018). If NRT is not used, withdrawal symptoms typically
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resolve within 2 - 3 weeks (UNC School of Family Medicine, 2019). Cue induced cravings occur
in tobacco users when one is presented with a signal that one associates with tobacco use. These
cues can include the smell of a cigarette, tobacco advertisement, or exposure to an environment
associated with tobacco use such as a bar. These cues can trigger a tobacco craving due to a
relative decline in dopamine release. These cravings typically last only 3 - 5 minutes. Cue
induced cravings can be minimized and managed with pharmacological and psychosocial tools.
Varenicline and bupropion are medications used to reduce urges to smoke and NRT can be used
to reduce the intensity of the tobacco craving (Cahill et al., 2016; Hartmann-Boyce et al., 2018;
Howes et al., 2020). These pharmacological interventions are discussed later.
Health Benefits of Tobacco Cessation

The U.S. Surgeon General’s Report on Smoking Cessation (USDHHS, 2020) identified
the multitude of health benefits that occur with smoking cessation. The report described the
evidence that smoking cessation reduces the risk of a variety of cancers including: lung,
laryngeal, esophageal, pancreatic, bladder, stomach, colorectal, liver, cervical, kidney, and acute
myeloid leukemia. The report also noted that lung cancer risk decreased steadily after smoking
cessation occurs when compared to those who continue to smoke. For those who quit smoking,
the risk of lung cancer decreased by approximately 50% after 10 - 15 years when compared to
those who continue to smoke. Smoking cessation decreased one’s risk of many chronic health
conditions including cardiovascular disease, coronary heart disease, chronic respiratory disease.
Of note, smoking cessation can decrease stroke risk to that of those who never smoked. The 2020
U.S. Surgeon General’s Report on Smoking Cessation also concluded that smoking cessation

improved quality of life and reduced mortality overall.

11



Current Tobacco Cessation Practice and Practice Gaps

Although evidence-based tobacco cessation interventions are available, they have not
been widely adapted into practice. In 2018, 55% of adult smokers made a quit attempt, however,
only 7.5% of those were successful in tobacco cessation for six to twelve months (CDC, n.d.b;
Creamer et al., 2019). In 2015, 56% of adult smokers received advice to quit from a healthcare
professional (CDC, n.d.b.; Kruger et al., 2016). Unfortunately, in 2015, only 31.2% of those who
tried to quit used evidence-based cessation treatments, with 6.8% reported using counseling,
29% reported using pharmacotherapy, and 4.7% reported using both counseling and
pharmacotherapy (Babb et al., 2017). Evidence-based tobacco cessation treatments, including
combined behavioral and pharmacotherapy, increase cessation rates by 82% when compared to
the usual care and minimal intervention (Patnode et al., 2015). Thus, it is essential that providers
follow evidence-based tobacco cessation strategies to treat tobacco use disorder. Unfortunately,
the majority of practicing physicians report feeling inadequately trained to assist their patients in
smoking cessation (Strayer et al., 2011).
Behavioral Interventions and Supports for Tobacco Cessation

Nicotine use and addiction is complex. Since it truly is a physiologic and psychologic
addiction, behavioral interventions assist in reducing or eliminating the nicotine addiction.
Nicotine addiction is similar to alcohol addiction in that group therapy, such as alcoholics
anonymous for alcohol use disorder, is effective (USPTF, 2021). The US Preventive Service
Task Force (USPSTF, 2021) latest recommendations for tobacco cessation included the use of
behavioral therapy. The USPSTF noted with high certainty that behavioral interventions for
tobacco cessation in adults was effective as a stand-alone therapy as well as when combined with

pharmacotherapy.
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A systematic review of 65 studies (Stead et al., 2016) found that when behavioral
therapy is used in adjunct with pharmacological treatment for tobacco cessation, there is an
increased likelihood of quitting by 10 - 20%. Behavioral support that can increase the likelithood
of quitting includes provider advice, nurse advice, one-on-one counseling, group counseling, and
advice via telephone or “quitlines.” The USPSTF (2021) also noted more success in quit rates
when behavioral therapy sessions occurred greater than three times and with four more sessions
showing the largest effect on quit rates. Behavioral therapy sessions that were typically more
than 30 minutes but less than 300 minutes were effective (Stead et al, 2016).

Group-based therapy

A systematic review (Stead et al., 2017) of 66 trials examined the effect group-delivered
behavioral interventions had on smoking cessation at least six months after the intervention.
Stead et al. compared cessation rates between those who were offered self-help methods on
smoking cessation to those who utilized a group behavioral intervention for smoking cessation.
The trials showed an increased likelihood of smoking cessation by 50 - 130% when group
behavior therapy was used compared to a self-help program. There was also low quality
evidenced that there was a slight increase in quit rates in group therapy when compared to brief
support from a healthcare professional.
Quitline

Quitlines are an effective telephone-based tobacco cessation resource available in every
U.S. state (CDC, n.d.d; USDHHS, 2020). Quitlines are an effective population-based approach
that has been shown to increase quit attempts (USDHHS, 2020). Quitlines can provide
behavioral and pharmacological support for smoking cessation. A Cochrane systematic review

(Matkin et al., 2019) of 104 trials (n = 111,653 participants), found that telephone counseling
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increased quit rates in adults. The trials that included smokers who contacted the quitlines
themselves and received multiple sessions of proactive counseling yielded cessation rates 1.38
times higher than those provided with self-help materials or brief counseling. In the trials that
included those that did not call a quitline, but rather, received a telephone call from the quitlines,
cessation rates were 1.35 higher than those who did not receive the telephone counseling. Since
primary care providers typically have 18 minutes per visit, quitlines are a cost effective and
evidence-based strategy to assist in tobacco cessation (USDHHS, 2020).
NDQuits Cessation

North Dakota’s quitline, NDQuits, began in 2004. NDQuits is a phone and web program
providing free tobacco treatment counseling to N.D. residents (North Dakota Department of
Health [NDDoH], 2021). NDQuits also provides NRT including patches, gum, or lozenges to
those who qualify as uninsured or underinsured. Tobacco use in N.D. is higher in rural areas,
with 49.5% of ND’s population considered rural. In person tobacco cessation services are more
challenging to access in a rural community, making NDQuits a vital resource (K. Backer,
personal communication, September 23, 2021). Of the 434 survey respondents who enrolled in
NDQuits, after 7 months, 31% had not used tobacco in the last month (NDDoH, 2021).
Additionally, 84% of the respondents had quit tobacco for at least one day. In addition to helping
fund NDQuits, the North Dakota Department of Health and Human Services (NDDHHS)
provides funding for healthcare systems to implement tobacco cessation programs (K. Backer,
personal communication, September 23, 2021). The funding allows for the following:

1. Training staff as tobacco treatment specialists (TTS) and continuing education to
maintain certification. Trained staff build and implement tobacco treatment protocols for

the health system.
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2. All seven FDA-approved tobacco cessation medications for patients willing to make a
quit attempt and engage in cessation counseling (NDQuits). Patients must be on both a
long-acting and short-acting medication.

3. Electronic health record enhancements to drive workflow — tobacco use screening,
tobacco treatment documentation, and data extraction.

4. Efficient referral to NDQuits via the EHR (e-Referral).

5 A’s: A Brief Intervention

The 5 A’s is a useful tool for guiding and evaluating a behavior change. It was originally
developed by the National Cancer Institute to assist physicians in facilitating smoking cessation
(Strayer et al., 2011). The 5 A’s has since been used for a multitude of behavioral change
practices including lifestyle modification and alcohol misuses. The 5 A’s is intended to help
providers provide brief and effective tobacco cessation treatment. Use of the 5 A’s yields higher
motivation for smokers to quit (Quin et al., 2009). The 5 A’s approach should take no more than
three to five minutes of a 20-minute visit (Pollak, et al., 2016; WHO, 2014).

The 5 A’s tobacco cessation include five distinct steps for facilitating tobacco cessation
in primary care (USPSTF, 2021). The five steps include Ask, Advise, Assess, Assist, and Arrange
(Table 2). The 2020 U.S. Surgeon General’s Report on Smoking Cessation referred to the 5 A’s
as the gold standard for delivering brief cessation tobacco cessation in primary care. A
systematic review of 49 trials (Lancaster & Stead, 2017) including approximately 19,000
participants, concluded that individualized counseling, including the 5 A’s, led to improved
tobacco cessation rates. The authors concluded that cessation rates were improved between 40%
and 60% with the use of the 5 A’s. Patients who receive all 5 A’s throughout their visit instead of

just one or none, had an increase in receipt of counseling including individual, group, or
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telephone quitline counseling (Kruger et al., 2016). The 5 A’s is beneficial in that it helps to
individualize tobacco treatment. Emphasis is placed on the importance of determining a patient’s
level of interest in tobacco cessation which helps to tailor the assistance provided as well as the
follow-up (USDHHS, 2020).

The 5 A’s is used in the Rx for Change program (U.C. Regents, n.d.) and fits the aim of
this project. After completion of the program, participants should have the tools and knowledge
to help facilitate tobacco cessation through pharmacotherapy, support groups, quitlines, and
behavioral management. For this reason, I chose the 5 A’s instead of the other abbreviated
approach called AAR: Ask, Advise, Refer. While the Ask, Advise, Refer approach is successful, it
tends to be more of a unilateral conversation and is a great starting point if time and proper
tobacco cessation training is lacking (USDHHS, 2020). Moreover, the 5 A’s involves the patient
in shared decision making with the addition of the following A’s: Assess, Assist, Arrange.
Shared decision making is crucial in tobacco cessation because it individualizes care by
involving a provider’s knowledge and expertise with the patient’s values and preferences. The
Ask, Advise, Refer approach is one of the recommended approaches in the newest USPSTF
(2020) tobacco cessation guidelines and can be used as a handoff to another provider with

tobacco treatment knowledge (K. Backer, personal communication, September 23, 2021).
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Table 2. The 5 A’s

A Action

Ask Discuss the importance of asking every patient
about their tobacco use at every visit

Advise Discuss how providers should advise patients to
quit in a clear, strong, and personalized manner.

Assess Discuss how providers can assess one’s willingness
to make a quit attempt.

Assist Discuss how providers should assist all patients
interested in quitting with prescription evidence-
based pharmaceutical aids, referrals to support
groups, telephone quit-lines, and behavioral
management, as well as encourage social support.

Arrange Discuss with providers to schedule a follow-up visit
or phone call within the first week after a quit date.

Note. Adapted from Toolkit for delivering the 5 A’s and 5 R’s brief tobacco interventions in
primary care. World Health Organization. (2014).

Barriers to the 5 A’s approach

While there is robust evidence about the effectiveness of brief tobacco cessation
counseling, providers have not consistently addressed tobacco use in their patients (Babb et al.,
2017). Perceived barriers to incorporating the 5 A’s approach for tobacco cessation include, but
are not limited to, perceived lack of time, lack of knowledge on how to assist in tobacco
cessation, concern about stigmatizing patients, inadequate institutional support, and confusing
insurance cessation coverage (USDHHS, 2020). It was found that patients who smoke trust and
respect providers more when they address their tobacco use and are more satisfied when the

provider discusses cessation (Holla et al., 2018). Even brief advice (<3 minutes) has shown to
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improve cessation rates and is highly cost effective (USDHHS, 2020). To further assist in the
perceived time constraint, certain aspects of the 5 A’s approach can be delegated to members of
the healthcare team besides the provider. This lessens provider burden while still emphasizing
cessation to the patient.
Reimbursement Barrier

The Affordable Care Act (ACA) requires insurers to cover tobacco treatment use and
dependence (Kaiser Family Foundation, 2015). The ACA requires insurers to cover services that
fall under grade A or B recommendations by the USPTF and both tobacco treatment counseling
and medication meet these requirements. Since reimbursement for tobacco treatment can be seen
as a barrier to providers, it is important to know how to code services to be appropriately
compensated. Preventative counseling current procedural terminology (CPT) codes 99406 and
99407 is for counseling lasting between 3 - 10 minutes or greater than 10 minutes, respectively.
A diagnostic code of nicotine dependence, F17.20, must also be included in the billing. The
preventative counseling codes, 99406 and 99407, can be billed along with an evaluation and
management (E/M) code such as 99213 and 99214.
Pharmacotherapy for Tobacco Cessation

The FDA approved seven pharmacotherapy products to aid tobacco cessation, including
two non-nicotine medications, varenicline and sustained release bupropion, and five nicotine
containing products for nicotine replacement therapy (NRT). The USPSTF (2021) recommends
these same medications for tobacco cessation. These medications are discussed next. A full
pharmacologic product guide for smoking cessation, that includes product dose, precautions,
adverse effects, advantages, disadvantages, as well as the average cost of the product, is in

Appendix B.
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Varenicline

Varenicline is an FDA-approved cessation medication that reduces the nicotine
withdrawal symptoms while also reducing the rewarding effects that lead to nicotine dependence
(Rigotti et al., 2021). Varenicline binds to the alpha-4 beta-2 nicotinic receptors in the brain and
acts a partial agonist. When it is bound to the nicotinic receptor, nicotine from tobacco products
is unable to bind, thus making tobacco use less rewarding. Furthermore, since varenicline is a
partial agonist to the nicotinic receptor, withdrawal and craving symptoms are reduced. A
Cochrane systematic review (Cabhill et al., 2016) assessed varenicline’s effectiveness and also
compared varenicline to other FDA-approved cessation medications and identified 26 studies
comparing cessation rates in those who received Varenicline with those who received placebo.
Those who received varenicline were 2.24 times more likely to quit smoking. Cahill et al. also
identified five studies comparing varenicline to bupropion, concluding that cessation rates were
1.39 times higher in those that used varenicline. Bupropion is discussed separately later in this
section. Cahill et al. identified eight trials comparing varenicline to nicotine replacement therapy
(NRT), cessation rates were 1.25 higher for people who used varenicline.

The standard varenicline dosing is 0.5 mg once daily for three days, 0.5 mg twice daily
for four days, and 1 mg twice daily for the remainder of the treatment (Lexicomp, n.d.c).
Duration of treatment is 12 weeks and consideration may be given to extending treatment up to a
year. Cahill et al. (2016) assessed four studies comparing a low dose varenicline to placebo. Low
dose varenicline was a maintenance dose of 1 mg daily, either taken once or split into two
divided doses of 0.5 mg. Cahill et al. concluded that cessation rates while taking low dose
varenicline was still over twice as effective as the placebo. Those who were taking low dose

varenicline had cessation rates 2.08 times higher than the placebo group. Low dose varenicline
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may help to reduce the most common side effects that are associated with the usual varenicline
dose. The most common side effects that occur in >10% of those taking varenicline include
nausea, vomiting, abnormal dreams, depressed mood, headache, insomnia, and irritability
(Lexicomp, n.d.c).
Bupropion

Bupropion sustained release is another FDA-approved tobacco cessation aid. Bupropion
is an antidepressant medication and, like most antidepressants, the mechanism of action is not
well understood (Lexicomp, n.d.a). It is a norepinephrine-dopamine reuptake inhibitor. It is
thought that bupropion helps aid in tobacco cessation by blocking the effects of nicotine,
alleviating withdrawal symptoms, and reducing a depressed mood (Howes et al., 2020). A
Cochrane systematic review (Howes et al., 2020) of 46 studies found that that when bupropion is
used as a standalone cessation therapy, cessation rates were 1.64 times greater compared to
placebo. The standard dose of bupropion for tobacco cessation is 150 mg for the first three days
and then 150 mg twice daily for the remainder of treatment (Lexicomp, n.d.a). The duration of
treatment is 12 weeks, and this may be extended an additional 12 weeks if needed. Current
recommendations are to prescribe bupropion one week prior to the target quit day, as it takes five
to seven days to reach steady serum levels (Rigotti et al., 2021). Bupropion can continue as
maintenance therapy for up to a year if needed (Lexicomp, n.d.a). Conversely, if no cessation
progress is made within seven weeks of starting bupropion, success is unlikely, and it can be
discontinued. Bupropion is contraindicated in those with a seizure disorder as it lowers the
seizure threshold.

A systematic review (Howes et al., 2020) also assessed three studies comparing

combining bupropion and varenicline for smoking cessation Varenicline was discussed
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previously. Howes et al. concluded that the combination of medications does not improve
cessation rates when compared to varenicline alone. Howes et al. also reviewed combining
bupropion with NRT and compared it to NRT alone for tobacco cessation, concluding that
combing NRT and bupropion did not improve cessation rates when compared to NRT alone.
However, pooled analysis of 4 studies (n = 1991) found that combing NRT and bupropion led to
cessation rates that were 1.24 times greater than when bupropion was used as standalone therapy
(Sui, 2015). Therefore, it would be appropriate to add NRT to bupropion therapy. NRT is
discussed separately later in this section.
Nicotine Replacement Therapy

NRT is a group of FDA-approved medications that comes in five forms that include a
nicotine patch, gum, lozenge, inhaler, and nasal spray (USDHHS, 2020). The first three, nicotine
patch, gum, and lozenge, are over-the-counter forms while the latter two, inhaler and nasal spray,
require a prescription. NRT is formulated for absorption into the blood stream through the oral
mucosa, nasal mucosa, or the dermis to avoid gastrointestinal adverse effects. Nicotine
replacement therapy helps to treat the physical tobacco addiction by temporarily replacing the
nicotine usually received from tobacco products and helps avoid the toxic components that are
associated with combustion and other additives in tobacco products. NRT produces serum
nicotine levels that are lower than the serum nicotine level associated with a traditional cigarette.
Also, the serum nicotine level does not peak as quickly with NRT when compared to traditional
cigarette use. Thus, NRT helps aid in reducing withdraw symptoms and control urges to help aid
in tobacco cessation. A Cochrane systematic review (Hartmann-Boyce et al., 2018) of 136

studies found with high certainty that using any form of NRT increased one’s likelihood of
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tobacco cessation by 50% to 60% when compared to placebo or a non-NRT control group. NRT
comes in a long-acting form as well as a fast-acting form and is discussed next.
Long-acting nicotine replacement therapy

The nicotine transdermal patch is the only long-acting form of nicotine replacement
therapy currently available, providing a fairly continuous serum nicotine level (Rigotti et al.,
2021). This continuous nicotine dose helps to provide consistent relief from withdraw symptoms
for over 24 hours. The nicotine transdermal patch is easy to use and has a high level of
compliance. Nicotine patch doses range from 5 mg to 52.5 mg delivered over 24 hours (Lindson
et al., 2019). The dose is dependent on how much tobacco is consumed throughout a day, such as
cigarettes per day. Standard transdermal nicotine patches come in 7 mg, 14 mg, and 21 mg
dosages that are delivered over a 24-hour period (Lexicomp, n.d.b). If one smokes greater than
ten cigarettes per day, it is recommended to begin with 21 mg/day for six weeks, 14 mg/day for
the following two weeks, and 7 mg/day for the last two weeks. For those who smoke less than 10
cigarettes a day, it is recommended to use 14 mg/day for six weeks and 7 mg/day for two weeks.
Adjustments to these doses may be required during initial therapy. If one is experiencing
increased nicotine withdrawal symptoms, the dose may need to be increased and a lower dose
may be needed, if side effects are experiences. Extension of therapy may be indicated if
cessation progress has been made but it not yet successful. Cessation rates are higher for those
that use nicotine transdermal patches for an extended period time of 24 weeks when compared to
those who use the patch for eight weeks (Rigotti et al., 2021).
Short-acting nicotine replacement therapy

The FDA-approved short acting nicotine replacement therapy include nicotine lozenges,

gum, inhaler, and nasal spray (Rigotti et al., 2021). Short-acting nicotine NRT can be used
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throughout the day to help one manage cravings and urges. Nicotine nasal spray takes about ten
minutes to reach peak serum nicotine levels while the other short-acting NRT forms take about
30 minutes to reach peak serum nicotine levels. However, even the nicotine nasal spray does not
deliver nicotine as quickly as smoking a cigarette. Nicotine gum and lozenges are dosed similar.
If one has a cigarette within 30 minutes of waking up, then 4 mg gum or lozenge is appropriate
(Lexicomp, n.d.b). If one has a cigarette greater than 30 minutes after awakening, then 2 mg gum
or lozenge is used. NRT treatment is typically 12 weeks, with extensions if cessation is not
complete. See Appendix B for further dosing information on nicotine gum, lozenges, spray, and
inhaler.
Combination nicotine replacement therapy

A Cochrane systematic review (Lindson et al., 2019) of 63 studies comparing combining
a long-acting NRT (patch) with short-acting NRT (gum, lozenge, inhaler, or nasal spray) with
use of a single NRT method, found with high certainty that when combination NRT is used,
smoking cessation was 15% to 36% more likely to be successful. Lindson et al. also found using
higher doses of short-acting NRT and higher doses of long-acting NRT resulted in higher
cessation rates. More specifically, there were higher cessation rates with use of a 21 mg nicotine
transdermal patches compared to a 14 mg patch. Additionally, increased cessation rates were
observed when using 4 mg nicotine gum compared to a 2 mg nicotine gum dose. Combination
NRT works to help consistently curb tobacco withdrawal symptoms with a nicotine patch as well
as aid in reducing cravings and urges to use tobacco with a short-acting NRT.
Cost of pharmacotherapy

Over the counter (OTC) NRT medications are typically not covered by insurance

companies with the exception of Medicaid (UNC School of Family Medicine, 2019).
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Approximate NRT gum/lozenge use is 5-20 pieces/day, with an average of 10 pieces/day. The
average cost for 10 pieces/day for 12 weeks equals $33 - $43. For a nicotine inhaler, the average
cost for 12-weeks' is $2,024. Medicare usually requires prior authorization to pay for a nicotine
inhaler. Prescription tobacco cessation medications, bupropion and varenicline are covered by
insurance. Insurance premiums for bupropion range from approximately $18 - $163 for 100
tablets of 150 mg. Insurance premiums for varenicline range from approximately $18 - $163 for
a 30-day supply of 1 mg tablets.
Alternative Cessation Methods

Many people may try alternative tobacco cessation methods that are not FDA-approved
pharmacotherapy and not recommended by the USPSTF 2020 guidelines discussed in the section
prior. Alternative methods include, but are not limited to, e-cigarettes, hypnotherapy, cold
turkey, acupressure, and acupuncture. The next sections discuss the efficacy of these alternative
cessation methods.
E-cigarettes

In 2021, in the United States, 11.3% of high school students and 2.8% of middle school
student used e-cigarettes, and in 2019, 4.5% of U.S. adults used e-cigarettes daily (CDC, n.d.c.).
Of the current e-cigarette users, 43% high school students and 17% of middle school students
used e-cigarettes more than 20 of the last 30 days. Adults commonly used e-cigarettes for
smoking cessation. However, e-cigarettes are currently not an FDA-approved smoking cessation
aid (FDA, n.d.). The use of e-cigarettes as a cessation method is currently a complex,
controversial, and ongoing topic. Both the current USPSTF (2021) guidelines and the 2020 U.S.
Surgeon General’s Report on Smoking Cessation do not recommend the use of e-cigarettes for

smoking cessation. Due to lack of regulation, and the uncertainty of the long-term effects of e-
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cigarettes, there are currently no clinical practice guidelines that recommend e-cigarette use for
smoking cessation (Buettner-Schmidt et al, 2021). However, a Cochrane systematic review
(Hartmann-Boyce et al., 2021) of 61 studies (n = 16,759 participants) assessed e-cigarette use in
smoking cessation. It showed moderate-certainty evidence that cessation rates were 1.53 times
greater in those who were randomly assigned to nicotine-containing e-cigarettes compared to
those who were randomized to NRT. There was also moderate certainty evidence that cessation
rates were 1.94 times greater in those who were assigned to nicotine-containing e-cigarettes
compared to those assigned to non-nicotine e-cigarettes. While e-cigarettes may be a safer
alternative to combustible cigarettes, they are still a nicotine-containing tobacco product with
significant health risks (Buettner-Schmidt et al.,2021; Truth Initiative, 2017; USDHHS, 2020).
Some argue that since e-cigarettes may be less harmful, they should be an acceptable alternative
to traditional combustible cigarettes (Truth Initiative, 2017). Others argue the ENDS harms are
not yet fully known. Also, e-cigarettes still contain nicotine which further aids in one’s nicotine
addiction. Moreover, e-cigarettes have been notoriously marketed to youth (Truth Initiative,
2017; USDHHS, 2020). Although, e-cigarettes may be less harmful than combustible cigarettes,
e-cigarettes are marketed to new users, youth. As described previously, youth e-cigarette use
rates are high and the USPSTF (2021) does not recommend the use of e-cigarettes for tobacco
cessation, including pregnant persons.

Of adults who smoke e-cigarettes, 36.9% also smoke combustible cigarettes and are
known as dual users (CDC, n.d.c). Goniewicz et al.’s (2018) study of 5,105 participants assessed
serum levels of biomarkers of exposure to tobacco-related toxicants in e-cigarette users and

compared them to those who used combustible cigarettes, dual users, and never tobacco users.
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Goniewicz et al. found that dual users had the highest levels of tobacco related toxicants,
followed by combustible cigarette users. This provides evidence of the dangers of dual use.
Cold Turkey

The “cold turkey” approach to cessation is when one quits abruptly with no treatments or
interventions. Due to the nature of nicotine addiction, the six-month cessation rate for those who
attempt to quit cold turkey is 3% - 5% (Truth Initiative, 2017). Quitting without any FDA-
approved medications makes one more likely to experience withdrawal symptoms. Tobacco
users smoking more than a half pack of cigarettes/day are less likely to quit smoking cold turkey.
Acupuncture

Acupuncture is a technique promoted to assist in smoking cessation by reducing nicotine
withdrawal symptoms. A Cochrane systematic review (White et al., 2014) of 38 studies
compared acupuncture to a variety of different interventions for smoking cessation. The overall
quality of evidence was moderate, and it was found that acupuncture for smoking cessation is
less effective than NRT and less effective than counseling. Additionally, acupuncture is not an
FDA approved cessation method.
Hypnotherapy

Hypnotherapy is a widely promoted smoking cessation method intended to weaken the
desire to smoke. A Cochrane systematic review (Barnes et al., 2019) of 14 studies (n = 1926
participants) compared hypnotherapy with 22 different control interventions, the authors
concluded that there was no reliable evidence that hypnotherapy yielded higher cessation rates
than other interventions of no treatment for smoking cessation. Of note, the USPSTF Guidelines
(2021) do not recommend hypnotherapy for smoking cessation and hypnotherapy is not an FDA-

approved method for smoking cessation
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Rx for Change
Rx for Change: Clinician Assisted Tobacco Cessation (Rx for Change) is a program
designed by Purdue College of Pharmacy created to educate clinicians about the negative health
effects of tobacco use and enhance providers knowledge to deliver comprehensive tobacco
cessations counseling services (U.C. Regents, n.d.). The Rx for Change program drew heavily
from USDHHS’s Clinical Practice Guidelines for Treating Tobacco Use and Dependence (2008)
and is intended for use by healthcare providers, nurses, and pharmacists. The U.S. Surgeon
General helped create and promotes the USPHS-Rx for Change program (USDHHS, 2008). Rx
for Change includes evidence-based pharmacotherapy guidelines and behavioral interventions.
Rx for Change has modules for specialties including but not limited to primary care, pharmacy,
behavioral health, and cardiology. The module chosen for this project is titled Rx for Change:
Behavioral Counseling and Pharmacotherapy, this module’s objectives are listed next:
1. List five health risks associated with chronic tobacco use.
2. Understand the 5 A's for promoting tobacco cessation among patients: Ask, Advise,
Assess, Assist, and Arrange.
3. Counsel a tobacco user on the proper use of the all first-line pharmacologic agents
(including dosing, instructions on use, potential side effects, and precautions).

Rx for Change is free of charge, easily accessible, updated frequently to include evidence-
based practices, and has undergone external review from key experts in the field, it is an
advantageous and practical program to implement (U.C. Regents, n.d.). Because Rx for Change
will be incorporated into the NDSU DNP Program as part of this dissertation project, the content
in the Rx for Change: Behavioral Counseling and Pharmacotherapy program is fully described in

the methods section of this paper.
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METHODS
Overall Project Design

The design of this evidence-based practice improvement project was a quasi-
experimental, quantitative, educational intervention with pre- and post-education questionnaires.
Using the best evidence available, this project educated future NDSU DNP providers on
effective and evidence-based tobacco cessation treatment and counseling. The purposes and
objectives of this project are included in Chapter One.

Implementation Plan

Evidence-based Practice Model and Logic Model

The evidence-based practice model guiding this project was the lowa Model Revised:
Evidence-Based Practice to Promote Excellence in Health Care (Appendix C; lowa Model
Collaborative, 2017). The lowa model helps facilitate implementation of evidence-based practice
into real-life practice. The Iowa model uses feedback loops to analyze, evaluate, and modify the
implementation of evidence-based practice in healthcare. I chose this model because of the step-
by-step process it provides for putting evidence-based guidelines into practice. These steps
include identifying an issue, stating the purpose, forming a team, synthesizing a body of
evidence, designing the practice change, sustaining the practice change, and disseminating the
results. The Iowa model allowed for a feedback loop at any point in the process to reevaluate the
process. See Appendix C for a visual representation of the lowa model. Permission to use the
model was obtained from the University of lowa Hospitals and Clinics (Appendix D).

The initial step of the lowa Model (Iowa Model Collaborative, 2017) is the identification
of the problem or triggers for an organization. Most providers feel inadequately trained to assist

their patients in smoking cessation and only 57% of adult smokers receive advice from their
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provider to quit smoking (Creamer et al., 2019; Strayer et al., 2011). Only 31% of those who
tried to quit smoking in 2015 used evidence-based cessation treatments and when behavioral and
pharmacotherapy is combined, cessation rates increase by 82% (Babb et al., 2017; Patnode et al.,
2015). The NDSU DNP program educates future family nurse practitioners and there was not
formal tobacco cessation content in the coursework.

The next step in the lowa model is to determine if the topic is a priority for the
organization (Iowa Model Collaborative, 2017). If the topic is a priority, the project is more
likely to obtain resources and be successful. To assess if this project would be a priority, the
coinvestigator discussed with Dr. Mykell Barnacle, NDSU DNP associate professor of practice,
the importance of providers learning about tobacco cessation treatment and counseling to better
serve patients. Dr. Barnacle volunteered the class she teaches, Nurs 810 Health Promotion, to
include the tobacco cessation content. The dissertation chair of this project, Dr. Kelly Buettner-
Schmidet, also expressed enthusiasm for incorporating tobacco cessation education into the
NDSU DNP coursework.

After tobacco cessation treatment education was deemed a priority by the faculty of the
NDSU DNP program, the next step was to form a team of stakeholders to help develop, evaluate,
and implement the practice change (Iowa Model Collaborative, 2017). The project team, who
also are the dissertation committee, includes:

1. The coinvestigator who is a NDSU DNP student- Jillian Doan.

2. The dissertation committee chair, and primary investigator, who is a NDSU
professor of nursing with an extensive background in tobacco cessation research -
Kelly Buettner-Schmidt, PhD, RN.

3. A NDSU assistant professor of practice in nursing- Dr. Mykell Barnacle, DNP.
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4. A NDSU associate professor and vice chair of pharmacy practice and a certified
tobacco treatment specialist - Brody Maack, PharmD, CTTS.

5. A NDSU associate professor in NDSU’s Communications Department with
expertise in tobacco prevention - Dr. Elizabeth Crisp Crawford.

Dr. Mykell Barnacle was crucial for the implementing this project into the DNP
coursework during her Nurs 810 Health Promotion coursework and Dr. Brody Maack was
crucial in the development and critique of the tobacco cessation education. The coinvestigator
also worked closely with an associate professor of pharmacy practice at Purdue University, Dr.
Karen Hudmon, who helped to create the Rx for Change online modules and is a certified
tobacco treatment specialist.

The next step in the [owa Model is to assemble, appraise, and synthesize a body of
evidence (Iowa Model Collaborative, 2017). Cochrane Database of Systematic Reviews,
PubMed, CINAHL, grey literature, and government documents were used to conduct a literature
review. Search strategy, inclusion criteria, and exclusion criteria are discussed in Chapter Two
and the PRISMA flow diagram is in Appendix A.

The next step in the lowa Model is to design and pilot the proposed change in practice
(Iowa Model Collaborative, 2017). With the committee's guidance, the coinvestigator developed
the project to incorporate tobacco cessation education into the NDSU DNP coursework.
Following the project proposal and subsequent IRB approval, this coinvestigator implemented
tobacco cessation education into the NDSU DNP coursework for the graduating class of 2024.
Data was collected and analyzed and the results written. It is anticipated that the tobacco

cessation education will be incorporated into the NDSU DNP coursework in future years.
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Following implementation, continued evaluation is needed to identify any gaps in information or
new information that needs to be included.

Lastly, dissemination of results is needed for professional learning and is the final step of
the lowa Model (Iowa Collaborative, 2017). The results will be shared during the defense of this
project with the dissertation committee. Dissemination will also include a poster presentation at
NDSU in 2023 and will be published in the NDSU ProQuest Dissertations & Theses Global.

Consideration will be given to publishing the project in a peer-reviewed journal.
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Figure 1. Logic Model

NAME OF PROGRAM/PROJECT:

Nursing Practice Program

A Practice Improvement Project Incorporating Tobacco Cessation Education into a Doctor of

OBJECTIVES:

program by January 31, 2022.

programs and services, and referrals for evidence-based tobacco cessation as

measured through a pre- and 2 months post-education questionnaire.

1. Identify and modify tobacco cessation education for implementation into NDSU’s DNP

2. Implement a tobacco cessation module for implementation into NDSU’s DNP program
by April 30, 2022.

3. Evaluate change in students’ knowledge and the effectiveness of the educational session, as
evidenced by a) successful completion of three knowledge check questionnaires incorporated
into the modules, and b) increased participants’ motivation and confidence in helping people

quit tobacco and comfort with providing information on about cessation medications,
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Setting

This practice improvement project took place in the NDSU DNP program for both the
Bismarck and Fargo, N.D., locations. The NDSU DNP program prepares students to provide
advanced nursing care as a family nurse practitioner and is accredited by the Commission on
Collegiate Nursing Education (North Dakota State University, n.d.). This education module was
implemented in the Nurs 810 Health Promotion course during the spring semester of 2022 in the
months of April through May.
Sample

The purposive sample population included an entire class or cohort of first year NDSU
DNP students who will graduate in May of 2024. The DNP students participating in the project
have completed their Bachelor of Science in Nursing, have been accepted into the NDSU DNP
program, and have a current unencumbered license as a registered nurse. The students that
participated in this study were in their second of eight total semesters of the NDSU DNP
program. All admitted students were bachelor-prepared registered nurses with 18 students
admitted to the program annually. There was no exclusion criteria for the NDSU DNP
class/cohort selected. The sample size was 18 student participants.
Recruitment

Recruitment of the NDSU DNP students occurred through their Nurs 8§10 Health
Promotion course that was taught by Dr. Mykell Barnacle, one of the dissertation committee
members associated with this project. The coinvestigator attended the participants’ Health
Promotion course on April 4, 2022, two weeks prior to the beginning of the project, to recruit
participation by verbally explaining the project. At that time, the coinvestigator also verbally

recruited participants to voluntarily complete the pre-education questionnaire. The questionnaire,
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that included a Qualtrics link, was distributed via email using the students’ school associated
email address on April 4", 2022, the same day that the coinvestigator attended the course for
recruitment. All students in the course were allowed five minutes in class to complete the
questionnaire. This was to ensure the participants had time to complete the questionnaire prior to
the education. Dr. Barnacle included the Rx for Change modules in the participant's class
coursework and the students received points upon completion of the Rx for Change modules.
The participant’s required coursework did not include completion of the pre- and post-education
questionnaire. The pre- and post-education questionnaire were not associated with a grade and
were optional for the participants.

The coinvestigator also attended the participants course on July 27, 2022, 2.5 months
after the education, to recruit voluntary participation in the post-education questionnaire. The
questionnaire, that included a Qualtrics link, was distributed via email using the students’ school
associated email address on July 27", 2022, the same day the coinvestigator attended the course.
Similar to the pre-education questionnaire, all students in the course were allowed five minutes
in class to complete the questionnaire to ensure the participants have time to complete the
questionnaire prior to the education. The coinvestigator’s contact information was provided to
the participants via Blackboard and email. There was no compensation to the participants.
However, participants were eligible to claim 2.5 contact hours for continuing education free of
charge from Purdue University Continuing Nursing Education. In N.D., registered nurses must
complete 12 contact hours of continuing education within the previous two years to renew their
nursing license. Since all participants were registered nurses, completion of the education

modules may be beneficial.
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Ethical Considerations
Prior to implementation of this project, NDSU IRB approval was obtained (Appendix E).
Completion of the online education modules was a part of participants’ required coursework, but
completion of the pre- and post-education questionnaires was voluntary. Participants were able
to withdraw or not complete the questionnaire without consequence. The participant’s choice to
complete or not complete the questionnaire was not be made known to the project investigators
or course faculty. The coinvestigator attended the participant's course pre- and post-education to
explain that completion of the questionnaire implies consent to participate in the study and that
participation is voluntary and anonymous. There was also five minutes allowed in their course
for time to complete the questionnaires. All students typically use their laptops during class time
and thus other students did not know who did or did not complete the questionnaire. The
participants in this project were not part of a vulnerable population.
Educational Intervention
This study provided online education of evidence-based tobacco cessation treatment
through Rx for Change: Behavioral Counseling and Pharmacotherapy along with a 90 minute in-
class session presented by the coinvestigator to first year NDSU DNP graduate students enrolled
in Nurs 810. Rx for Change: Behavioral Counseling and Pharmacotherapy was a free, online
educational program that consisted of three modules:
1. Clinician Assisted Tobacco Cessation
2. Assisting Patients to Quit
3. Cessations Aids
Each module consisted of a PowerPoint video presentation followed by a series of

knowledge questions that must be answered before advancing to the next module. A participant
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must get 100% of the knowledge questions correct before advancing to the next module. There
were unlimited attempts to complete the quiz. The knowledge questions for all three modules are
in Appendix F.
Module 1
Module 1, Clinician Assisted Tobacco Cessation, was 30 minutes in length, followed by
five knowledge questions. Key concepts covered in Module 1 included: the epidemiology of
tobacco, tobacco use prevalence, components of tobacco smoke, diseases, deaths, and health
complications associated with tobacco, smoking cessation benefits, principles of nicotine
addiction, nicotine pharmacodynamics, nicotine withdrawal, and drug interactions with smoking.
See Appendix G for Module 1 slides.
Module 2
Module 2, Assisting Patients to Quit, was 56 minutes in length followed by 10 knowledge
questions. Key concepts covered in Module 2 included: the 5 A's, assessing readiness to quit
through the TTM, addressed stress, withdrawal, weight gain, triggers, quit day, tobacco use log,
cognitive and behavioral strategies, and quitlines. Module 2 also provided practical language
cues to use in patient interactions such as:
1. "Do you ever plan to quit?"
2. "What might be some of the benefits of quitting now rather than later?"
3. "What would have to change in order for you to decide to quit sooner?"
See Appendix H for Module 2 slides.
Module 3
Module 3, Cessation Aids, was 52 minutes in length followed by 10 knowledge

questions. Module 3 included information on all seven FDA-approved tobacco cessation
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medications. The information provided in Module 3 included aspects of the medications that are
needed to safely prescribe or recommend them to a patient such as the mechanism of action,
indications, side effects, contraindications, pharmacokinetics, dosing, and effectiveness. See
Appendix I for Module 3 slides.
In-class Presentation
The three modules were completed by participants prior to the coinvestigator's

presentation in the scheduled class time. The class time with students was 90 minutes during
which the coinvestigator presented a PowerPoint reviewing the following:

e Tobacco use prevalence

e Health effects of tobacco

e FDA-approved pharmacotherapy for tobacco treatment

e ND specific resources for tobacco cessation

e Coding and billing for tobacco cessation in primary care
Additionally, a brief video (19 minutes) discussing ENDS use was presented and the
coinvestigator presented tobacco cessation patient scenarios to the students that required
participation to practice motivational interviewing. Both the ENDS video and patient scenarios
presented were created by RxForChange. The PowerPoint slides are in Appendix J. The

coinvestigator provided the participants a toolkit in class that included information regarding:
e 5 A’s tobacco cessation counseling guide sheet (University of California Regents, n.d.)
e Cognitive and behavioral strategies to cope with quitting

e Withdraw symptom information sheet
e Fagerstrom test for nicotine dependence (Heatherton et al., 1991)

e NDAQuits information
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¢ Billing and coding for tobacco cessation in primary care (UNC School of Family
Medicine, 2019).
e Pharmacologic product guide (University of California Regents, n.d.)

¢ Drug interactions with tobacco smoke

See Appendix K for toolkit.
Resources

Personnel

This practice improvement project required multiple personnel from the NDSU DNP
program, including the principal investigator and coinvestigator, the dissertation committee
members identified previously in the list of stakeholders which includes the course faculty,
participating NDSU DNP students, and outside tobacco cessation experts. The outside tobacco
cessation experts included Dr. Karen Hudmon and Ms. Kara Backer. Dr. Hudmon is a Professor
of Pharmacy at Purdue University and she helped create the Rx for Change program (University
of California Regents, n.d.). Ms. Backer is the tobacco cessation coordinator for NDDHS and
holds a National Certificate in Tobacco Treatment Practice. The coinvestigator identified an
existing online tobacco cessation counseling education program with the guidance of Dr. Kelly
Buettner Schmidt and Dr. Brody Maack. Enthusiasm from Dr. Mykell Barnacle, the NDSU DNP
assistant professor of practice who taught the course where the modules were incorporated was
needed to ensure successful incorporation of the education modules into the DNP coursework.
Additionally, the NDSU DNP students must value the education to incorporate in their
upcoming clinical rotations and future practice.
Technology

Technology needed for this project included email to communicate the pre- and post-

education questionnaire as well as instructions for participants to access the Rx for Change
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modules (U.C. Regents, n.d.). Rx for Change online website was utilized by the participants to
complete the tobacco cessation education modules. PowerPoint was utilized by the
coinvestigator to present information in the in-class session. Development and dissemination of
the online questionnaire was accessed through NDSU Qualtrics.
Budget

The project required minimal expenses to create and implement. Participation in the
study was voluntary for the DNP students. However, a grade was attached to the completion of
the modules in the assigned course. Therefore, there will be no monetary compensation. The pre-
and post-education questionnaire was administered via Qualtrics, available at no cost through
NDSU. There is no cost associated with accessing the Rx for Change modules.

Timeline

This project took place between January 2021 and February 2023. See Table 3 for
specific dates and objectives. The table divides the project into pre-implementation,
implementation, and evaluation steps.

Table 3. Project Implementation Plan

Completion Date Pre-Implementation Implementation Evaluation

January-August 2021  Meet with
stakeholders to
identify support.

August -November Develop project
2021 proposal
December 2021 NDSU dissertation

committee proposal
meeting and obtain
NDSU IRB
approval
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Table 3. Project Implementation Plan (continued)

Completion Date Pre-Implementation Implementation Evaluation
March 14, 2022 Coinvestigator Administer pre-
attend class to education questionnaire

recruit participants to participants to
evaluate motivation and
confidence in helping
people quit tobacco and
comfort with providing
information about
cessation medications,
programs and services,
and referrals for
evidence-based tobacco

cessation
March 15-27, 2022 Students complete
Rx for Change
Modules
March 28, 2022 Coinvestigator to

hold in class
education session

May 30, 2022 Administer post-
education questionnaire
to participants to
evaluate participants’
motivation and
confidence in helping
people quit tobacco and
comfort with providing
information on about
cessation medications,
programs and services,
and referrals for
evidence-based tobacco
cessation

August-December Analyze data and write

2022 results and discussion
chapters of the
dissertation

January 2023 Defend and begin
dissertation
dissemination

Note. NDSU = North Dakota State University; IRB = Institutional Review Board (IRB)
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Clinical Evaluation/Outcomes/Data Analysis

Short-term outcomes of this project included that 100% of the cohort would participate
and complete the tobacco cessation education. The coinvestigator would determine the number
of participants, that is the number of students enrolled in Nurs 810 Health Promotion, at the time
of implementation of the educational intervention and again at the end of the intervention. It was
assumed all would complete the education as it is a course requirement. An intermediate
outcome was that participants would report an increase in participants’ (a) motivation and
confidence in helping people quit tobacco and (b) comfort with providing information about
cessation medications, programs and services, and referrals for evidence-based tobacco cessation
2.5 months after completion of the education. This was assessed through an 11 item pre- and
post-education questionnaire (Appendices L and M). One long-term outcome was that NDSU
would retain the tobacco education into the DNP coursework. A second long-term outcome was
that patients of NDSU DNP graduates would have an increased rate of receiving evidenced based
tobacco treatment, increased rates of quit attempts, and increased rates of smoking cessation.
However, these long-term outcomes were not measured in this project.

An 11-item questionnaire compared (a) the participants' motivation and confidence in
helping people quit tobacco and (b) comfort with providing information about cessation
medications, programs and services, and referrals for evidence-based tobacco cessation pre-
education to 2.5 months post-education (Appendices M and N). The questionnaire was adapted
from Cunningham et al. (2015) and Buettner-Schmidt et al. (2017). Written permission to utilize
Cunningham’s questionnaire was obtained (Appendix L). The items in the original Cunningham
questionnaire had acceptable internal validity as indicated by the Cronbach’s alpha scores that

ranged from 0.71 - 0.81. The original questionnaire from Cunningham et al. (2015) included data
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that assessed the participant's tobacco cessation activity or behavior in practice. This section was
excluded from this project as participants were DNP students and were following varying
providers in their clinical rotation and thus, these questions, would not accurately reflect the
participants but rather, their preceptor. The questionnaire was to be distributed via email utilizing
a Qualtrics link and using the students’ school associated email address.

The pre-education questionnaire link was to be emailed to the participants on April 4%,
2022, one month prior to when the Rx for Change modules needed to be completed. The
coinvestigator was to briefly attend the participants’ Health Promotion course on April 4, 2022
and request participants complete the questionnaire. The coinvestigator was to make it known to
the participants that the questionnaire was entirely optional and anonymous. The pre-education
questionnaire was to also collect demographic data from the participants including: gender,
previous tobacco cessation training, years of nursing experience, and tobacco use of any kind in
the last year. All students in the course were to be allowed five minutes in class to complete the
questionnaire, to ensure the participants had adequate time to complete the questionnaire prior to
the education. There was to be an introduction paragraph in Qualtrics before the questionnaire
began that stated completing the questionnaire implied consent to participate in the study and
that the participants could withdraw or not complete the questionnaire at any time without
consequence.

An email link with the Qualtrics questionnaire was to be emailed to the participants on
July 27,2022, 2.5 months after the education. At that time, the coinvestigator was to briefly
attend the participants' summer course and asked that they complete the questionnaire. Again, the
coinvestigator was to make it known to the participants that completion of the questionnaire

implied consent, that the questionnaire was entirely optional and anonymous, and that the
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participants could withdraw or not complete the questionnaire at any time without consequence.
All students in the course were allowed five minutes in class to complete the questionnaire to
increase participation.
Data Management and Analysis

Data was to be gathered using Qualtrics and downloaded onto the coinvestigator’s
password protected laptop. No identifying information was gathered. Raw data was available to
share with the dissertation chair, dissertation committee members, and a NDSU professor of
statistics in statistics for analysis. After data analysis was completed and the dissertation was

approved, all data was to be deleted from the student’s computer.
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RESULTS
Presentation of Results
This chapter presents data analysis results including descriptive statistics and frequencies
for the demographics and key questionnaire findings. The participant data was not paired,
therefore, the statistician determined that there was no credible statistical analysis to test for
statistical difference between the pre- and post-education questionnaire (Appendices M and N).
There were 18 students enrolled in the Nurs 810 Health Promotion course and eligible to
participate in the project. The pre-education questionnaire (Appendix M) was available to the
participants on April 4, 2022, 17 students completed it for a 94% response rate. The co-
investigator conducted the in-class presentation on May 9, 2022. The post-education
questionnaire (Appendix, N) was available to the participants on July 27, 2022, approximately
2.5 months after the in-class education, 16 students completed it for an 89% response rate.
Demographics

Demographic data was collected only on the pre-education questionnaire (Table 4).
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Table 4. Demographics of Questionnaire Responders (N = 17)

Demographic n %

Gender

Female 17 100

Male 0 0
Years of nursing experience

1-2 years 0 0

3-5 years 12 70.6

6-10 years 5 294

11-15 years 0 0

15+ years 0 0

Have you used any form of tobacco
within the last 30 days?

Yes 0 0
No 17 100
Have you had any previous tobacco
training?
Yes 0 0
No 17 100

All 17 participants were female, and a majority had 3-5 years of nursing experience (n =
12), while the remaining had 6-10 years of experience (n = 5). No participants had used tobacco
products within the last 30 days and no participants had any previous tobacco training. It can be
deduced that the one student not completing the questionnaire was female since all students this
semester were female.
Objective One

The first objective was to identify and modify tobacco cessation education for

implementation into NDSU’s DNP program by January 31, 2022. This objective was met. The
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tobacco cessation education that was identified and modified was explained in detail in Chapter

Three Methods. Table 5 provides the activities and evaluation of this objective.

Table 5. Objective One Activities and Evaluation

Objective

Activity

Evaluation

Identify and modify
tobacco cessation
education for
implementation into
NDSU’s DNP program
by January 31, 2022

Researched and reviewed tobacco
cessation education modules
available

Identified information lacking
within modules, specifically
information on e-cigarette use and
ND specific resources

Collaborated with Karen Hudmon
from Rx for Change to design the
in-class presentation information
for reviewing module information
and included a video on e-
cigarettes created by Rx For
Change

Reviewed ND specific tobacco
cessation resources and
collaborated with Kara Backer
from NDDHHS to include
resources in the in-class
presentation and toolkit.

Rx for Change: Behavioral
Counseling and
Pharmacotherapy modules
chosen to be used

In-class presentation
reviewed key tobacco
cessation information from
the modules as well as
included information on e-
cigarettes and ND specific
resources available

Toolkit included information
regarding the 5 A’s tobacco
cessation counseling guide
sheet, cognitive and
behavioral strategies to cope
with quitting, withdraw
symptom information sheet,
Fagerstrom test for nicotine
dependence, NDQuits
information, tobacco
cessation billing and coding
information, pharmacologic
product guide, and drug
interaction with tobacco
smoke

Note. NDSU = North Dakota State University; DNP = Doctorate of Nursing Practice; ND =
North Dakota; NDDHHS = North Dakota Department of Health and Human Services

Objective Two

Objective two was to implement a tobacco cessation module into NDSU’s DNP program

by April 30, 2022. This objective was met. The tobacco cessation modules and in-class
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presentation were implemented into the Nurs 810 Health Promotion course in the NDSU DNP
program. The intervention, scheduled for April 30, 2022, was completed a few days later on May
9, 2022. See Table 6 for activities and evaluation of this objective.

Table 6. Objective Two Activities and Evaluation

Objective Activity Evaluation

Implement a tobacco Rx for Change: Behavioral 18 students completed the Rx
cessation module into Counseling and for Change modules and
NDSU’s DNP program by Pharmacotherapy modules attended the in-class

April 30, 2022 incorporated into the Health presentation

Promotion Nurs 810 course

Participants completed Rx for
Change modules between
April 4 and May 9, 2022

The coinvestigator completed
the in-class presentation on
May 9, 2022

Note. NDSU = North Dakota State University; DNP = Doctor of Nursing Practice
Objective Three
Objective 3a

Objective 3a evaluated the change in students’ knowledge and the effectiveness of the
educational session, as evidenced by successful completion of three knowledge check
questionnaires (Appendix F) incorporated into the modules. Objective 3a was met.
The course instructor informed the coinvestigator that all students enrolled in the Nurs 810
Health Promotion course completed all three modules which was evidenced by their completion
certification that was submitted to the instructor. To receive the completion certification, all
knowledge questions must be answered correctly. The questionnaires could be taken as many
times as needed to get 100% of the questions correct. Therefore, all participants were able to
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answer all questions correctly, but it was not possible to see the number of questionnaire
attempts.
Objective 3b

Objective 3b evaluated the effectiveness of the educational session by evaluating participants’
(a) motivation and confidence in helping people quit tobacco and (b) comfort with providing
information about cessation medications, programs and services, and referrals for evidence-based
tobacco cessation as measured through an 11-item questionnaire, completed pre- and 2.5 months
post-education (Appendices M and N; Table 7). Objective 3b was met. Pre- to post-education
questionnaire completion rates decreased from 94% to 89%. Since the same number of students
had the opportunity to complete both questionnaires, this discrepancy was due to a participant’s
choice not to complete the post-education questionnaire. The results of the questionnaire are

shown in Table 7.
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Table 7. Results of the Pre-Education and 2.5 Months Post-Education Questionnaire.

Questions

Pre-Education

2.5 Months Post-

Motivation / Confidence

QI: It is important, as a practitioner, to know
whether a patient/client uses tobacco

Strongly agree

Agree

Disagree

Strongly disagree
Q2: It is important, as a practitioner, to know
whether a patient/client has regular exposure
to secondhand smoke

Strongly agree

Agree

Disagree

Strongly agree
Q3: I am motivated to help tobacco users quit

Strongly agree

Agree

Disagree

Strongly disagree
Q4: How comfortable are you in talking with
patients/clients about tobacco use

Very comfortable

Somewhat comfortable

Not very comfortable

Not comfortable at all

Education
n=17 n=16
n % n %
17 100 16 100
0 0 0 0
0 0 0 0
0 0 0 0
13 76.4 14 &7.5
4 23.5 2 12.5
0 0 0 0
0 0 0 0
10 58.8 14 87.5
6 35.2 2 12.5
1 5.8 0 0
0 0 0 0
4 23.5 12 75.0
7 41.2 3 18.8
5 29.4 1 6.3
1 59 0 0
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Table 7. Results of the Pre-Education and 2.5 Months Post-Education Questionnaire (continued)

Questions Pre-Education 2.5 Months Post-
Education
n=17 n=16
n % n %
Motivation / Confidence

Q5: I am confident that I can explore issues

related to quitting smoking, even with someone

not interested in quitting.
Very confident 1 5.9 5 31.3
Somewhat confident 6 353 10 62.5
Not very confident 9 52.9 1 6.3
Not confident at all 1 5.9 0 0

Q6: I am confident that I can personalize the

benefits of quitting with each individual tobacco

user.
Very confident 1 5.9 6 37.5
Somewhat confident 4 23.5 9 56.3
Not very confident 11 64.7 1 6.3
Not at all confident 1 59 0 0

Q7: I am confident that I know if a patient has

regular exposure to secondhand smoke.
Strongly Agree 1 5.9 3 18.8
Agree 5 294 10 62.5
Disagree 11 64.7 3 18.8
Strongly Disagree 0 0 0 0

Comfort in Providing Information

Q8: How comfortable are you in providing

information about medications that help in

quitting tobacco?
Very comfortable 1 5.9 6 37.5
Somewhat comfortable 6 353 9 56.3
Not very comfortable 6 353 1 6.3
Not comfortable at all 4 23.5 0 0
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Table 7. Results of the Pre-Education and 2.5 Months Post-Education Questionnaire (continued)

Questions Pre-Education 2.5 Months Post-
Education
n=17 n=16
n % n %

Q9: How comfortable are you in providing
information about programs and services that help

aid in quitting (quit lines, counseling etc.)?

Very comfortable 1 5.9 8 50.0
Somewhat comfortable 5 29.4 6 37.5
Not very comfortable 10 58.9 2 12.5
Not comfortable at all 1 5.9 0 0

Q10: I am confident that I can provide

information about programs and services that help

in quitting (quitlines, counseling, etc).
Very confident 1 5.9 6 37.5
Somewhat confident 3 17.6 9 56.3
Not very confident 12 70.6 1 6.3
Not at all confident 1 5.9 0 0

QI11: I am confident that I can provide

information about medications that can help in

quitting tobacco.
Very confident 1 5.9 4 25.0
Somewhat confident 5 29.4 10 62.5
Not very confident 11 64.7 2 12.5
Not at all confident 0 0 0 0

Motivation and Confidence in Helping People Quit Tobacco. Questions one through
seven were a self-assessment of participants’ motivation and confidence regarding helping
people quit tobacco. Pre-education, all participants strongly agreed that it was important, as a
practitioner, to know whether a patient/client uses tobacco; this remained the same 2.5 months

post-education.
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Regarding secondhand smoke, pre-education, all participants either strongly agreed
(76.4%) or agreed (23.5%) that it was important, as a practitioner, to know whether a
patient/client had regular secondhand smoke exposure. At 2.5 months post-education, the level
of agreement slightly improved (87.5% strongly agreed and 12.5% agreed) that it was important.

Regarding being motivated to help tobacco users quit, pre-education, all but one
participant either strongly agreed (58.8%) or agreed (35.2%) that they were motivated to help
tobacco users quit. One participant (5.9%) disagreed with being motivated to help tobacco users
quit. At 2.5 months post-education, the level of agreement increased with all either strongly
agreed (87.5%) or agreed (12.5%) with being motivated to help tobacco users quit.

Regarding comfort in talking with patients about tobacco use, pre-education, two-thirds
of the participants reported being either very comfortable (23.5%) or somewhat comfortable
(41.2%). And, 35.3% were either not very comfortable or not comfortable at all. At 2.5 months
post education, only 1 participant (6.3%) disagreed with this and the level of agreement
improved with 75% of participants reporting being very comfortable in talking with patients
about tobacco use.

Regarding confidence in exploring issues related to exploring issues related to quitting
smoking, even when someone is not interested, pre-education, two-fifths of the participants
reported being either very confident (5.9%) or somewhat confident (35.3%). And, 58.8% were
either not very confident or not confident at all. At 2.5 months post-education, all but 1
participant reported being either very confident or somewhat confident and the level of
agreement improved with 31.3% reporting being very confident.

Regarding confidence in knowing if a patient has regular secondhand smoke exposure,

about one-third either strongly agreed (5.9%) or agreed (29.4%) to knowing this information.
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And, 64.7% disagreed. At 2.5 months post-education, three participants (18.8%) still disagreed
with knowing if a patient has regular secondhand smoke exposure, with 81.3% of the participants
either strongly agreeing or agreeing.

Regarding personalizing the benefits of quitting with each individual tobacco user, less
than one-third of participants were either very confident (5.9%) or somewhat confident (23.5%).
And, 70.9% were either not very confident or not confident at all. At 2.5 months post education
this improved with all but one participant (93.8%) were either very confident or somewhat
confident in personalizing the benefits of quitting with each individual tobacco user.

Comfort in Providing Information about Cessation Medications, Programs and
Services, and Referrals for Evidence-Based Tobacco Cessation. Questions eight through
eleven was a self-assessment of the participants comfort and confidence in providing information
and referrals for evidence-based tobacco cessation aids. Responses to all questions in this section
increased from pre-education to 2.5 months post-education.

Regarding comfort in one’s ability to provide information about tobacco cessation
medications, pre-education, less than one-half of the participants were either very confident
(5.9%) or somewhat confident (35.3%). And, 58.8% of the participants were either not very
comfortable or not comfortable at all. At 2.5 months post-education, all but one participant
(93.7%) was either comfortable or somewhat comfortable in providing information about
medications.

Regarding comfort providing information about programs and services that aid in tobacco
cessation, pre-education, about one-third of the participants were either very comfortable (5.9%)
or somewhat comfortable (29.4%). And, 64.8% of the participants were either not very

comfortable or not comfortable at all. At 2.5 months post-education, all but two participants
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(87.5%) were either comfortable or somewhat comfortable in providing information about
programs and services.

Regarding confidence in providing information about medications that help in quitting
tobacco, pre-education, about one-third of the participants were either very confident (5.9%) or
somewhat confident (29.4%). And, 64.7% of the participants were either not very confident or
not confident at all. At 2.5 months post-education, all but two participants (87.5%) were either
very confident or somewhat confident in providing information about medications that help in
quitting tobacco.

Lastly, regarding confidence in providing information about programs and services, pre-
education, less than one-fourth of the participants were either very confident (5.9%) or somewhat
confident (17.6%). And, 76.5% of the participants were either not very confident or not confident
at all. At 2.5 months post-education, all but one participant (93.7%) were confident in providing

information about programs and services that help in quitting.
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DISCUSSION AND RECOMMENDATIONS
Discussion

The purpose of this evidence-based practice improvement project was to determine if
implementing tobacco cessation education into the coursework of the DNP program at NDSU
would improve DNP students’ (a) motivation and confidence in helping people quit tobacco and
(b) comfort with providing information about cessation medications, programs and services, and
referrals for evidence-based tobacco cessation. The project included the development and
implementation of an educational intervention that included video modules completed
independently by the students, an in-class presentation, an in-class video, in-class patient
scenarios, and a toolkit. All videos and the patient scenarios were created by RxForChange
(University of California Regents, n.d.).

The participants completed an 11-item Likert scale questionnaire that assessed (a)
motivation and confidence in helping people quit tobacco and (b) comfort with providing
information about cessation medications, programs and services, and referrals for evidence-based
tobacco cessation. Fortunately, all 18 participants completed the online modules, knowledge
check questionnaires, and attended the in-person presentation as it was part of their assigned
coursework. Pre- and post-education questionnaire completion rates were high at 94.4% and
88.9% respectively.

Objective One

Objective one was to identify and modify tobacco cessation education for implementation
into NDSU’s DNP program. This was completed by identifying an existing tobacco cessation
education through RxForChange (University of California Regents, n.d.), collaborating with staff

from RxForChange to add a video about ENDS use and cessation and to add interactive patient
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scenarios, creating a presentation on ND specific information, and creating a toolkit for
participants.
Objective Two

Objective two was to implement a tobacco cessation module for implementation into
NDSU’s DNP program. The modules were implemented into the DNP program and all eligible
participants completed the online modules and attended the in-person presentation.
Objective Three
Objective 3a

Objective 3a evaluated the change in participants’ knowledge and the effectiveness of the
educational session through successful completion of the three knowledge check questionnaires
(Appendix F) incorporated into the modules. All participants correctly answered all questions.
However, because they were able to take the questionnaire repeatedly, some participants may
have simply memorized the answers. Therefore, the questionnaire may not be a valid measure of
increased in knowledge and educational effectiveness.
Objective 3b

Objective 3b evaluated the effectiveness of the educational session by evaluating
participants’ (a) motivation and confidence in helping people quit tobacco and (b) comfort with
providing information about cessation medications, programs and services, and referrals for
evidence-based tobacco cessation as measured through a pre- and 2.5 months post-education
questionnaire, and are discussed separately next.

Motivation and Confidence in Helping People Quit Tobacco. Motivation in knowing
about patients’ tobacco use and being motivated to help users quit was high pre-education, with

all participants either strongly agreeing or agreeing with both motivation questions except for
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one participant for one question. For both questions, post-education, the level of agreement
increased to more than 87.5% of participants strongly agreeing, and none disagreeing. Although
with one less participant answering post-education, that participant could have been the one that
disagreed with the one question pre-education. Given the high level of motivation pre-education,
and increasing levels of agreement post-education, it may be appropriate to assume that future
DNP students would also be motivated to acquire the knowledge and skills to be effective
tobacco cessation counselors.

Comfort in talking with patients about their tobacco use also improved greatly from pre-
education to 2.5 months post-education. Post-education, only one participant reported being not
very comfortable talking with patients about tobacco use and 75% feeling very comfortable.

Confidence in one’s ability to explore issues related to quitting when someone is not
interested in quitting and ability to personalize the benefits of quitting improved dramatically for
both questions from pre-education to 2.5 months post-education. Pre-education, less than half of
the participants reported being somewhat or very confident. At 2.5 months post-education,
responses increased with all but one participant being either somewhat or very confident in the
provision of these items.

There were two questions regarding regular secondhand smoke exposure; one question
evaluated importance, as a practitioner, to know if a patient has regular exposure to secondhand
smoke and the second question evaluated one’s confidence in their ability to know if a patient
has regular secondhand smoke exposure. While every participant agreed or strongly agreed with
the importance of knowing if a patient had secondhand smoke exposure pre- and post-education,
three participants were not confident in knowing if a patient has secondhand smoke exposure

post-education. Motivation and confidence in helping people quit tobacco does not seem
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appropriate to be tied to knowledge on exposure to secondhand smoker, thus, a recommendation
for future studies is to not include this question to measure motivation and confidence in helping
people quit tobacco. Interestingly, there was only a brief mention of secondhand smoke in the
education, given the scores, it does not appear necessary to increase the quantity of education on
secondhand smoke.

The motivation and confidence findings are encouraging, since the participants’
motivation and confidence in helping people quit tobacco was improved and sustained 2.5
months after the education. It may be appropriate to assume that future DNP students, with
education, will be similarly motivated and confident in helping patients quit tobacco.

Comfort in Providing Information about Cessation Medications, Programs and
Services, and Referrals for Evidence-Based Tobacco Cessation. Comfort and confidence in
one’s ability to provide information about cessation medications and programs and services
improved dramatically for all questions from pre-education to 2.5 months post-education. Pre-
education the responses ranged from approximately 25%-40% of participants being either
somewhat or very comfortable and confident. Post-education, responses increased with about
90% being either somewhat or very comfortable and confident in the provision of these items.

Interesting, only one or two participants disagreed on each of the four questions related to
comfort and confidence in providing information. There was a slightly higher confidence than
comfort regarding providing information on tobacco cessation programs and services and
slightly higher comfort than confidence in providing information on tobacco cessation
medications. Since the questionnaire results were not paired, we could not assess the individual
participant’s responses associated with the items above. Regardless, from the results of the post-

education questionnaire, a conclusion can reasonably be made that participants had an increase in
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comfort and confidence providing information and referrals for evidence-based tobacco cessation
aids. It may be appropriate to assume that with education, future DNP students would also be
comfortable and confident in providing this information.

Summary of 3b

Objective 3b evaluated the effectiveness of the educational session by evaluating
participants’ (a) motivation and confidence in helping people quit tobacco and (b) comfort with
providing information about cessation medications, programs and services, and referrals for
evidence-based tobacco cessation as measured by a pre- and 2.5 months post-education
questionnaire.

The participants’ (a) motivation and confidence in helping people quit tobacco and (b)
comfort with providing information about cessation medications, programs and services, and
referrals for evidence-based tobacco cessation increased dramatically pre-education to post-
education for all 11 questions with the exception of question one in which case all participants
strongly agreed in both the pre- and post-education questionnaire. The outcomes of this project
suggest that implementing tobacco cessation education into a DNP program is an effective
approach to increase future primary care providers’ (a) motivation and confidence in helping
people quit tobacco and (b) comfort with providing information about cessation medications,
programs and services, and referrals for evidence-based tobacco cessation.

Based on the results discussed above, it can be concluded that there was an increase in
motivation and confidence and comfort with providing information that was sustained 2.5-
months after the education. This increase will likely prove to be beneficial in the DNP student’s

ability to be a successful tobacco cessation counselor.
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Recommendations
Recommendations for Education Institutions

The findings of this project support the need to educate current and future primary care
providers on evidence-based tobacco cessation counseling. Evidence-based cessation treatment
increases cessation rates by 82% when compared to the usual intervention (Patnode et al., 2015).
With 70% of people who smoke visiting a primary care provider annually and only 56%
receiving advice to quit, paired with the results of this project, the need for formal tobacco
cessation education is imperative (CDC, n.d.b.; Kruger et al., 2016). It would be prudent to
include formal tobacco cessation counseling education into the coursework of all future primary
care providers. A recommendation is to include evidence-based tobacco treatment including
pharmacological interventions and behavioral interventions into primary care provider curricula.
Additionally, a recommendation is to include interactive patient scenarios, information about
local tobacco cessation resources, and information regarding coding and billing for tobacco
treatment in primary care curricula.

While participants’ responses to the questionnaire demonstrated dramatic improvement
from pre- to post-education, there is still room for improvement by increasing the response rates
from agree and somewhat comfortable and confident to strongly agree and very comfortable and
confident. Therefore, another recommendation is to dedicate more time to the in-person
education allowing for more practice case scenarios or other active learning strategies. Due to
some informal feedback provided by students, there is a recommendation to split the tobacco
cessation content into different courses in the nurse practitioner program curriculum. The

behavioral aspect and motivation interviewing portion of tobacco cessation could remain

60



included in the health promotion course and the pharmacology tobacco cessation content could
be included in the pharmacology course.

Additionally, future presenters should practice the educational technology aspects,
including video and sound, to better facilitate classroom learning. For the participating school,
NDSU, continued use of the tobacco cessation education is recommended. Because the three
knowledge check questionnaires (Appendix F) incorporated into the module may not be a valid
measure of increased in knowledge and educational effectiveness, it is recommended that it be
determined if some essential knowledge questions should be included in the course’s final exam.

A recommendation is to follow the lowa Model (Iowa Model Collaborative, 2017) with
continued evaluation and modification to the tobacco cessation education because tobacco use
treatment is constantly evolving.

Due to the current gap in patients receiving evidence-based tobacco cessation treatment, a
recommendation is that current primary care providers complete tobacco cessation counselling
education. This should improve the number of patients receiving evidence-based tobacco
cessation treatment leading to increased cessation rates.

Recommendations for Future Research

While this project’s outcomes show an increase in participants’ (a) motivation and
confidence in helping people quit tobacco and (b) comfort with providing information about
cessation medications, programs and services, and referrals for evidence-based tobacco
cessation, there may still be barriers in carrying out tobacco cessation counseling in practice.
Substantial increase in patients receiving evidence-based tobacco cessation treatment may not

occur with these barriers still in place. Barriers may include perceived lack of time and
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inadequate institutional support (USDHHS, 2020). These barriers are important to address in
future research.

Actual patient outcomes, such as cessation attempts, medication use, quit rates, or use of
cessation services were not assessed in this project. A recommendation for future research would
be to examine the effect that tobacco cessation education for primary care providers has on
patients’ tobacco cessation success.

The online modules took approximately 138 minutes to complete and the in-class
presentation was approximately 90 minutes in length. This made a total of almost 4 hours of
tobacco cessation content delivered to participants. More research is needed to determine the best
amount of time that should be allocated to tobacco cessation for providers to best assess and treat
nicotine dependence.

Additionally, a recommendation for future research is to pair pre- and post-education data
sets to enable determination of statistical significance and, thereby, effectiveness of the
intervention. Pairing the data sets will allow to test for a statistical significance of the education
in participants’ motivation and confidence in helping people quit tobacco and comfort with
providing information on cessation medications, programs and services, and referrals for
evidence-based tobacco cessation. Showing effectiveness of the intervention will be required
before the intervention can be published in a peer-reviewed journal. Publication of this
intervention likely would advance NP education, advance tobacco prevention and control efforts,
and improve public health. Therefore, replication of this study with appropriate data collection to
assess for statistically significant change is recommended.

The terms “confidence” and “comfort” were used in eight of the eleven questions in the

questionnaire. The original questionnaire (Cunningham et al., 2015) did not define the terms
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“confidence” or “comfort.” While the terms seem to be closely related, they are different and it
may be beneficial to define these two terms. Perhaps, confidence in knowing the tobacco
cessation information comes before comfort in providing information. It may be beneficial to
reach out to the creator of the original questionnaire to define these terms.

While confidence and comfort in providing information about cessation medications was
evaluated in the questionnaire, confidence and comfort in prescribing was not. With nurse
practitioners having prescribing authority, it may be worth explicitly evaluating participants
confidence and comfort in prescribing tobacco cessation medications. Additionally, it was shown
that this intervention improved participants’ comfort and confidence in discussing tobacco
cessation, a sensitive health topic, with patients. It is possible that the intervention, scenarios, and
practice with tobacco cessation has also helped participants’ comfort and confidence in
addressing other sensitive health topics such as weight loss, alcohol use, or sexual practices with
patients. This is an important topic that could be assessed in future research.

Investigators replicating this project may want to delete the questions related to
secondhand smoke exposure for reasons previously discussed. Alternatively, the secondhand
smoke questions could be measured separately from motivation and confidence in helping people
quit tobacco use.

ENDS products are frequently used by adults as a tobacco cessation aid and are becoming
increasing popular among youth. The most recent data shows between 2021 and 2022, ENDS use
among high schoolers increased from 11.3% to 14.1% and from 2.8% to 3.3% in middle
schoolers (U.S. Food and Drug Administration, 2022). This practice improvement project did
include information regarding ENDS products in the form of a 19-minute educational video.

However, a recommendation would be to include a comprehensive and stronger emphasis on
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ENDS use in regard to cessation and harm reduction. While ENDS may be less harmful than
traditional cigarettes, they are currently not an FDA-approved smoking cessation aid and do not
come without risk (CDC, n.d.c; FDA, n.d.). A recent study of physicians (n = 2058) reported that
70% of physicians are being asked about ENDS by patients (Delnevo et al., 2022). Additionally,
almost 40% endorsed the belief that getting smokers to quit smoking cigarettes is the target, even
if that means switching to less harmful forms of tobacco like ENDS. This new data furthers the
recommendation to enhance ENDS education. This new data furthers the recommendation to
enhance ENDS education, with the emphasis being on ENDS not being approved for cessation.
Emerging Tobacco Products

Heated tobacco products are devices that heat a processed tobacco leaf and aerosolize
nicotine to be inhaled (CDC, 2022). These products are new to the U.S. market and are
increasing in popularity. Adult use of these products increased from 1.4% to 2.7% from 2017 to
2018. In 2020, 2.4% of middle schoolers and high schoolers used heated tobacco products in the
last 30 days. The harmful effects of nicotine associated with these products are still present as
discussed in Chapter two. A recent Cochrane review of 13 studies was completed and 11 of the
studies were randomized control trials, all of which were funded by tobacco companies (Tattan-
Birch et al., 2022). There was insufficient evidence to determine a difference in risk of adverse
or serious adverse events in those who used heated tobacco products compared to those who
smoke cigarettes, use smokeless tobacco, or quit smoking (n = 1713). There was moderate
certainty evidence that heated tobacco products are associated with lower toxicants and
carcinogens than traditional cigarettes (n = 382). It was determined that more independently
funded research is needed to determine the long-term effects and safety of heated tobacco

products. Heated tobacco products are not an FDA approved cessation method as their effect on
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cessation has not been studied (CDC, 2022). It is recommended to include information regarding
these new tobacco products in tobacco cessation education.

See Appendix O for a list of all recommendations discussed in this section.

Dissemination

The results of this project were presented to the dissertation committee during the defense
of this project. After its completion and approval, the dissertation will be published and available
on ProQuest Dissertations & Theses Global for review. It will also be provided to the Director of
the Tobacco Prevention and Control Program at the NDDHHS. Additionally, with the results of
this project, the co-investigator will be creating a guide for other DNP programs to implement
tobacco cessation counseling education into their curriculum.

Strengths and Limitations

Several limitations were associated with this project. The first limitation was time allotted
for the in-person presentation. With 90 minutes and some minor technology delays, the time was
limited to have participants participate in multiple interactive patient case scenarios. Practicing
motivational interviewing with interactive patients could increase participants’ motivation and
confidence in helping people quit tobacco and comfort with providing information on cessation
medications, programs and services, and referrals for evidence-based tobacco cessation even
further.

The post-education questionnaire was completed after participants had started their first
clinical hours in primary care. Thus, it is possible that there are confounding variables
contributing to the increase participants’ motivation and comfort with providing information.
These variables could include information from preceptors or simply practical experience seeing

patients. However, this limitation could also reflect that participants’ motivation and confidence
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in helping people quit tobacco and comfort with providing information about cessation
medications, programs and services, and referrals for evidence-based tobacco cessation acquired
from the education remained elevated even after seeing patients in real practice.

Lastly, a limitation of this project is that the pre- and post-education data sets were not
paired. Since the data was not paired, conclusions based upon statistically significant changes in
participants’ motivation, confidence, and comfort cannot be determined in regard to the
effectiveness of the education.

Conclusion

Tobacco use is a global epidemic and tobacco cessation is essential for public health
improvement. This project indicates that family nurse practitioner students’ knowledge,
motivation and confidence in helping people quit tobacco, and comfort with providing
information on cessation medications, programs and services, and referrals for evidence-based
tobacco cessation can be improved through evidence-based tobacco cessation education
incorporated into their school coursework. With less than one-third of tobacco users trying to
quit using evidence-based cessation treatments, it is essential that family nurse practitioners and
other primary care providers better assist patients in tobacco cessation. Tobacco use disorder is
complex and has a multitude of health implications. It is paramount that a nurse practitioner has
the knowledge and tools to individualize patient care to include tobacco cessation
pharmacotherapy, behavioral interventions, motivational interviewing, and programs and
services. Incorporating tobacco cessation counseling education into the coursework of a family
nurse practitioner program is imperative to strengthen future providers’ ability to provide
evidence-based cessation treatment to improve health outcomes and decrease morbidity and

mortality from tobacco use.
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Application to DNP Roles
The outcomes of this project indicate that implementing tobacco cessation education into the
NDSU DNP program was an effective approach to increase future nurse practitioners’
knowledge, motivation and confidence in helping people quit tobacco, and comfort with
providing information on cessation medications, programs and services, and referrals for
evidence-based tobacco cessation. Family nurse practitioners play a key role in advancing

tobacco prevention and control efforts to improve public health.
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Executive Summary

Tobacco use is a global epidemic and is one of the biggest public health threats the world
has ever faced (World Health Organization, 2020), killing over eight million people a year.
Unfortunately, only 31% of those who tried to quit smoking in 2015 used evidenced-based
cessation treatments and when behavioral and pharmacotherapy is combined, cessation rates
increase by 82% (Babb et al., 2017; Patnode et al., 2015). Since 70% of tobacco users visiting a
primary care facility annually, it is essential that providers are able to appropriately and
accurately address tobacco use and cessation (CDC, n.d.a; Kruger et al., 2016).

The purpose of this evidence-based practice improvement project was to determine if
implementing tobacco cessation education into the coursework of the Doctor of Nursing Practice
(DNP) program at North Dakota State University (NDSU) would improve the participants’
knowledge, motivation and confidence in helping people quit tobacco, and comfort with
providing information on cessation medications, programs and services, and referrals for
evidence-based tobacco cessation.

The coinvestigator designed tobacco cessation education for implementation into the
NDSU DNP coursework in a health promotion course for 18 family nurse practitioner students.
The education consisted of an online program, an in-class presentation, and a tobacco cessation
toolkit.

The online program, Rx for Change: Clinician Assisted Tobacco Cessation was
completed by the DNP students. It is a program designed by Purdue College of Pharmacy created
to educate clinicians about the negative health effects of tobacco use and enhance providers'
knowledge to deliver comprehensive tobacco cessation counseling services (U.C. Regents, n.d.).

See Appendices G, H, & I for the PowerPoint slides.
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After completion of the online Rx for Change modules, the coinvestigator reviewed
tobacco use epidemiology, health effects of tobacco, FDA-approved pharmacotherapy for
tobacco treatment, North Dakota-specific resources, and coding and billing for tobacco cessation
in primary care (Appendix J). Additionally, interactive patient scenarios were presented and a
tobacco cessation toolkit for providers was given to the participants. The toolkit (Appendix K)
included information regarding:

e 5 A’stobacco cessation counseling guide sheet (University of California Regents, n.d.)

e Cognitive and behavioral strategies to cope with quitting

e Withdraw symptom information sheet

e Fagerstrom test for nicotine dependence (Heatherton et al., 1991)

e NDQuits information

¢ Billing and coding for tobacco cessation in primary care (UNC School of Family
Medicine, 2019).

e Pharmacologic product guide (University of California Regents, n.d.)

¢ Drug interactions with tobacco smoke

NDSU DNP students’ motivation and confidence in helping people quit tobacco and
comfort with providing information on cessation medications, programs and services, and
referrals for evidence-based tobacco cessation was assessed through a pre- and 2 months post-
education 11 item questionnaire. The participants’ motivation and confidence in helping people
quit tobacco and comfort with providing on cessation medications, programs and services, and
referrals for evidence-based tobacco cessation increased dramatically pre-education to post-
education for all questions with the exception of question one in which case all participants

strongly agreed in both the pre- and post-education questionnaire. See Table 7. The results of this
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practice improvement project will help to provide direction for tobacco cessation education into
the NDSU DNP coursework in future years to come as well as serve as a guide for other

professional programs to add or improve tobacco cessation education into their coursework.
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Identification

Screening

APPENDIX A: PRISMA FLOW DIAGRAM

Identification of studies via databases

“Tobacco “Smoking “Smoking “tobacco Totals

cessation” Cessation” cessation” AND | cessation”

AND “primary | AND “primary | “primary care”

care” care” AND

“education”

Cochrane n=15 n=26 n=4 n=2_83 128
Reviews
PubMed n=148 n=225 n=2388 n =665 1,126
CINAHL n=198 n=709 n=573 n=560 2,040
Total n =361 n =960 n =665 n = 1,308 3294
Limits: 2015- October 2020, English language, Adults, Systematic Reviews, Randomized
Control Trials, Meta-Analysis
Exclusions applied: non-English, ages other than adults, editorials, commentaries,
clinical trials
Number of duplicates were not identified- but there were many across databases and
searches

Records identified through
database searching
Cochrane: n = 128
PubMed: n=1,126
CINAHL: n = 2,040

Additional records identified through

handpick search and government
reports/websites

(n=31)

!

'

and abstracts
(n=232)

Records remaining after screening titles

Records remaining after
exclusion from databases

(n= 170)
Records remaining after
exclusion from additional

records (n = 9)

'

Studies included in review
From databases

(n=31)
From additional records
(n =22)

Reports excluded for various
reasons including, but not limited to,
not relating to primary care
providers, narrow focus on specific
populations such as patient
population of post Ml hospital
discharge, or narrow focus of
combined interventions for those
with schizophrenia receiving in
home visits.
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APPENDIX C: IOWA MODEL REVISED

The lowa Model Revised: Evidence-Based
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APPENDIX D: PERMISSION TO USE IOWA MODEL

Kimberly Jordan - University of lowa Hospitals and Clinics <survey-bounce@survey.uiowa.edu> <
Thu 11/4/2021 7:57 AM

To: Doan, lillian

You have permission, as requested today, to review and/or reproduce The fowa Model Revised: Evidence-Based Practice
to Promote Excellence in Health Care. Click the link below to open.

The lowa Model Revised (2015)

Copyright is retained by University of lowa Hospitals and Clinics. Permission is not granted for placing on the
internet.

Reference: lowa Model Collaborative. (2017). lowa model of evidence-based practice: Revisions and validation.
Worldviews on Evidence-Based Nursing, 14(3), 175-182. doi:10.17111/wvn. 12223

In written material, please add the following statement:

Used/reprinted with permission from the University of lowa Hospitals and Clinics, copyright 2015. For
permission to use or reproduce, please contact the University of lowa Hospitals and Clinics at 319-384-
9098,

Please contact UIHCMNursingResearchandEBP@uiowa.edu or 319-384-9098 with questions.

86



APPENDIX E: NDSU IRB APPROVAL

NDSU NORTH DAKOTA
STATE UNIVERSITY
02/23/2022

Dr. Kelly Patricia Buettner-Schmidt
Nursing

Re: IRB Determination of Exempt Human Subjects Research:
Protocol #/IRB0004095, “A Practice Improvement Project Incorporating Tobacco Cessation Education Into a Doctor of
Nursing Practice Program”

NDSU Co-investigator(s) and research team:

- Kelly Patricia Buettner-Schmidt

- Jillian Beth Doan
Approval Date: 02/23/2022
Expiration Date: 02/22/2025
Study site(s): This practice improvement project will take place in the NDSU DNP program for both the Bismarck and Fargo,
N.D., locations. The NDSU DNP program prepares students to provide advanced nursing care as a family nurse practitioner
and is accredited by the Commission on Collegiate Nursing Education (North Dakota State University, n.d.). This education
module will be implemented in the NURS 810 Health Promotion course during the spring semester of 2022.
Funding Agency:
The above referenced human subjects research project has been determined exempt (category 1,2) in accordance with
federal regulations (Code of Federal Regulations, Title 45, Part 46, Protection of Human Subjects).

Please also note the following:
- The study must be conducted as described in the approved protocol.
- Changes to this protocol must be approved prior to initiating, unless the changes are necessary to eliminate an
immediate hazard to subjects.
- Promptly report adverse events, unanticipated problems involving risks to subjects or others, or protocol deviations
related to this project.

Thank you for your cooperation with NDSU IRB procedures. Best wishes for a successful study.

NDSU has an approved FederalWide Assurance with the Department of Health and Human Services: FWA00002439.

RESEARCH INTEGRITY AND COMPLIANCE
NDSU Dept 4000 | PO Box 6050 | Fargo ND 58108-6050 | ndsu.research@ndsu.edu

Shipping Address: Research 1, 1735 NDSU Research Park Drive, Fargo ND 58102

NDSU is an EO/AA university
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APPENDIX F: RX FOR CHANGE KNOWLEDGE QUESTIONS

1. According to the CDC, the prevalence of smoking among ADULTS in the US is
approximately: Select one:

a. 8%

b. 14% Correct

c.25%

d. 30%

Feedback: The latest CDC survey in 2018 of adult smoking in the US shows a prevalence of
13.7%.

2. When inhaling from a cigarette, nicotine will reach the brain in approximately:

Select one:

a. 5 seconds

b. 15 seconds Correct

c. 1 minute

d. 10 minutes

Feedback: Studies by Benowitz et al. in 2009 as well as many other studies show that nicotine
reaches the receptor sites in the brain in approximately 15 seconds.

3. For most people who quit smoking, nicotine withdrawal symptoms will generally subside
within:

Select one:

a. 24 to 48 hours

b. 7 days

c. 2 to 4 weeks Correct

d. 6 months

Feedback: The study, Hughes JR. (2007). Effects of abstinence from tobacco: valid symptoms
and time course. Nicotine Tob Res 9:315-27, verifies that nicotine withdrawal symptoms
generally subside within two to four weeks in most smokers.

4. The following compound is responsible for the majority of drug interactions with smoking:
Select one:

a. Nicotine

b. Polycyclic aromatic hydrocarbons Correct

c. Carbon monoxide

d. Ammonia

Feedback: Polycyclic aromatic hydrocarbons According to several studies (Kroon 2007; Schein,
1995; Zevin & Benowitz, 1999), polycyclic aromatic hydrocarbons are responsible for the drug
interactions with smoking, not nicotine.

5. On average, cigarette smokers die approximately  years younger than do nonsmokers.
Select one:

a. 2 years

b. 5 years

c. 10 years Correct
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d. 15 years

Feedback: 10 years A study conducted by Oxford University Professor Richard Doll, a leading
cancer epidemiologist, published in 2004, confirmed that, on average, smokers die ten years
younger than nonsmokers

6. Which of the following is NOT a component of the “5 A’s” for tobacco cessation
intervention? Select one:

a. Ask: ask patients about their tobacco use

b. Aware: make patients aware of health consequences of smoking Correct

c. Assess: assess patient’s readiness to quit

d. Arrange: arrange follow-up care

Feedback: Aware: make patients aware of health consequences of smoking The Clinical Practice
Guideline for Treating Tobacco Use and Dependence defines the 5 A’s as: ASK, ADVISE,
ASSESS, ASSIST, and ARANGE.

7. What is the number for the national toll-free Quit Line? Select one:

a. 1-800 STOP CIGS

b. 1-800 QUIT NOW Correct

c. 1-800 NO SMOKE

Feedback: 1-800 QUIT NOW 1 800 QUIT NOW was established as the national toll free
telephonic quit line number in 2004.

8. A 28 year-old restaurant manager comes to your clinic with lower back pain that he attributes
to long hours of standing. He has been to the clinic three times in the last five years with minor
complaints. He smokes between one and two packs a day and claims that it relieves the stress of
his job. He reports that he has never seriously tried to quit. If the patient clearly indicates that he
is not willing to make an attempt to quit at this time, which of the following would be the most
beneficial response/action of the clinician? Select one:

a. Employ motivational interviewing techniques to increase the likelihood that he will attempt to
quit in the future. Correct

b. Provide patient education information about the risks of smoking and ask him to give you a
call after he has had a chance to read it.

c. Negotiate with the patient in order to get him to cut down the number of cigarettes he smokes
per day.

d. Recognize his autonomy and indicate that you will raise the issue with him again on his next
visit.

Feedback: Employ motivational interviewing techniques to increase the likelihood that he will
attempt to quit in the future. Motivational interviewing has been shown to help a hesitant patient
find concrete, internal reasons to quit more so than the other techniques mentioned. It is a
recommended approach for counseling, per the 2008 Clinical Practice Guideline.

9. A 51 year-old woman is coming to see you as a new patient. She is now living with her
daughter and son-in-law, who will be having their first child in three months. She has been a
smoker all of her adult life and has made a couple of attempts to quit in the past, but has not been
successful for more than a couple of months. She wants to quit smoking by the time the baby is
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born. Which of the following strategies is likely to be the most effective in helping this patient
quit smoking? Select one:

a. Recommend FDA -approved medication plus counseling Correct

b. Connect the patient to a support group

c. Recommend FDA-approved medication plus healthy-lifestyle patient education materials

d. Refer the patient to a counselor plus frequent return visits

Feedback: Recommend FDA -approved medication plus counseling The Clinical Practice
Guideline meta-analysis shows that the most effective way to quit smoking is to combine a
behavior change program with one of the seven FDA approved cessation medications.

10. This patient is now seeing you four months later. She admits to still sneaking an occasional
cigarette, which she smokes in the bathroom under the ventilation fan, when the baby’s crying
wakes her up at night. It is winter and too cold to go outside to smoke. How would you advise
that she deal with the situation? Select one:

a. Make her feel guilty for her behavior

b. Discuss specific coping techniques for the situation Correct

c. Refer her to an MD for anxiety medication

Feedback: Discuss specific coping techniques for the situation Teaching a patient alternative
ways of coping with urges to smoke has been shown to ensure long term cessation success as
opposed to making the person feel guilty or implying that they need anxiety medication

11. Which of the following is proven to increase a patient’s success with quitting? Select one:
a. Receiving counseling assistance from a health-care provider

b. Participation in multiple counseling sessions

c. Receiving counseling assistance from multiple types of health-care providers

d. All of the above Correct

Feedback: The Clinical Practice Guideline review of best practices clearly indicates that
receiving any type of behavioral counseling increases a patient’s chance of success. However,
multiple sessions and/or multiple providers increase success to a greater degree.

12. A 25 year-old graduate student has scheduled an appointment for her annual physical. During
the visit you discuss her smoking (~half pack/day) and she expresses interest in quitting. She has
been smoking since she was 18. You suggest a nicotine patch and provide the telephone number
of the tobacco quit line. You promise to call her after she has started using the patch to see how
she is progressing and to offer counseling. Which of the following would you avoid as an
element of practical counseling? Select one:

a. Helping her recognize trigger situations

b. Providing basic information about smoking and quitting

c. Scaring the patient into quitting by showing her pictures of diseased lungs Correct

d. Developing coping skills

Feedback: Scaring the patient into quitting by showing her pictures of diseased lungs Years of
experience from clinicians nationwide has clearly shown that scaring patients into quitting is not
an efficacious strategy. The Clinical Practice Guideline review of the literature shows that
helping her recognize her specific trigger situations and teaching her coping skills to deal with
them, as well as providing factual information about smoking and quitting, significantly
increases the chance of success.
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13. A 63 year-old retired general contractor is seeing you because he is starting to experience
shortness of breath when playing with his grandchildren. He is currently a 1 pack a day smoker
but acknowledges that he has smoked up to 3 packs a day when he was younger. He tells you
that he would like to stop smoking. After a brief counseling session, he agrees to use the nicotine
patch and identifies a quit date of two weeks from today. How soon would you follow-up with
this patient? Select one:

a. Between one and two weeks after his quit date

b. On or within a few days of his quit date Correct

c. Before the patient’s prescription runs out

d. This should be negotiated with the patient

Feedback: On or within a few days of his quit date Abundant anecdotal evidence shows that
patients benefit most from behavioral counseling and clinician support on or as close to their quit
day as possible.

14. A 40 year-old is seeing you to get pain medication for a knee injury he suffered playing
softball. He tells you that he smoked his last cigarette the previous week and has been using OTC
nicotine gum to help maintain his abstinence. He has been dealing with urges with heavier use of
the gum. What basic information would you share with this patient to support his abstinence?
Select one:

a. Explain the types of withdrawal symptoms that he may experience.

b. Suggest ways that he can avoid temptations and trigger situations.

c. Discuss ways to integrate other desired lifestyle changes into his smoking abstinence.

d. All of the above would be appropriate. Correct

Feedback: The Clinical Practice Guideline recommends behavior change techniques, lifestyle
modification information, and general education on what to expect when quitting as important
components of a successful quit so any of these strategies would be appropriate depending on the
specific needs of this patient.

15. This same patient then tells you that he is having a particularly difficult time not smoking
after meals. What could you suggest that he do to deal with the temptation in this specific
situation? Select one:

a. Just make yourself get through it

b. Brush your teeth immediately after each meal Correct

c. Reduce the total number of meals per day

Feedback: Brush your teeth immediately after each meal Specific coping techniques, such as
brushing one’s teeth, to deal with trigger situations has been shown to significantly increase long
term quit rates in many studies done over the last twenty years.

16. Use of an FDA-approved nicotine replacement therapy medication for smoking cessation
approximately patients’ chances of quitting smoking for 5 or more months. Select
one:

a. doubles Correct

b. tiples

c. quadruples

d. unclear because data are lacking
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Feedback: Based on numerous studies with all five NRT formulations (Cahill et al., 2012; Stead
et al., 2012; Hughes et al., 2014), using any one of these cessation medications generally doubles
a patient’s chance of success.

17. For which of the following nicotine replacement therapy products is dosing based on time-to-
first cigarette (TTFC)? Select one:

a. Nicotine oral inhaler

b. Nicotine gum

c. Nicotine lozenge

d. B and C Correct

Feedback: According to the Transdisciplinary Tobacco Use Research Center (TTURC) Tobacco
Dependence Phenotype Workgroup (2007) time to first cigarette in the morning is a key
indication of level of nicotine dependence. (Nicotine Tob Res 9 (Suppl 4):S555-S570.) As such,
the use of gum and/or lozenge is a way to dose the medication based on the initial research for
product approval.

18. Mr. Crosby comes to the pharmacy for a refill of his medicines. He tells you that he has been
taking Zyban (bupropion SR) 150mg BID for 10 days and that his last cigarette was 5 days ago.
He states that he is having difficulty sleeping. You advise him to: Select one:

a. Eliminate the second dose of the day

b. Take the second dose of the day earlier, but not less than 8 hours after the first dose of the day
Correct

c. Not make any changes in his dosing regimen

Feedback: Take the second dose of the day earlier, but not less than 8 hours after the first dose of
the day Per package insert, doses must be taken at least 8 hours apart.

19. Which of the following side effects of Varenicline tends to be most common among patients?
Select one:

a. Heartburn

b. Insomnia

c. Nausea Correct

d. Cough

Feedback: During the initial research studies for approval of the use of Varenicline in smoking
cessation, nausea was recorded as the most common side effect among trial participants. It
continues to be the primary side effect reported by users. (Pfizer package insert, 2013)

20. When using nicotine gum, lozenge, or oral inhaler, patients should be advised not to eat or
drink anything other than water:

Select one:

a. 15 minutes before using the medication

b. While using the medication

c. 15 minutes after using the medication

d. A and B Correct

Feedback: A and B Label use instructions for these three products indicate that patients should
not eat or drink anything other than water while using the medication, and for 15 minutes prior to
use.
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21. RC is a 35-year-old male who comes to your pharmacy regularly for his medications. His
profile consists of a medication for hypertension and an asthma inhaler. He is 10 pounds
overweight, maintains a reasonably healthy diet, and swims three times a week. He smoked
almost a pack of cigarettes a day for 15 years but quit “cold turkey” three days ago, because he
had been experiencing increased shortness of breath over the past several months.

Today he tells you that he has quit smoking. He says he has been very agitated and has had
trouble sleeping the past two nights. He also expresses strong urges to smoke, especially upon
waking in the morning. It is clear that he would benefit by using a medication to alleviate his
withdrawal symptoms. After discussing his withdrawal symptoms and the non-prescription
medication options with you, he chooses the NicoDerm CQ transdermal patch. Which of the
following is TRUE regarding the proper use of the nicotine patch? Select one:

a. The patch should not be worn while swimming.

b. Discontinue patch use immediately if there are any signs of redness at the application site.
c. If experiencing difficulty sleeping, he can try removing the patch at bedtime and applying a
new patch in the morning. Correct

d. The initial dose should be one 14 mg patch applied daily.

Feedback: If experiencing difficulty sleeping, he can try removing the patch at bedtime and
applying a new patch in the morning. The label instructions for using NicoDerm CQ state that
the patch can be removed at bedtime and a new one applied in the morning for those
experiencing sleep disturbances while wearing the patch for 24 hours.

22. FB, a 33-year-old female, requests your assistance with stopping smoking. Upon questioning,
you gain the following information: She has smoked 15 cigarettes per day for 15 years and has
one previous failed quit attempt when she was able to abstain for two weeks. She has a history of
bulimia and moderate but controlled hypertension and is not pregnant. Currently the only meds
she is taking is atenolol 25 mg QD. Based on the above information, which of the following
medications would NOT be appropriate for FB? Select one:

a. Nicotine gum

b. Nicotine nasal spray

c. Varenicline

d. Bupropion SR Correct

Feedback: Bupropion SR Bupropion is contraindicated for those individuals with bulimia per
current label instructions.

23. A 57-year-old male, who had been smoking about 1 pack per day, started using the 21 mg
nicotine patch 7 days ago. He states that the patch is working well, but he still is experiencing
some intermittent, situational urges to smoke, especially after eating, which was his primary
trigger. What would be the most appropriate adjustment to medication therapy? Select one:

a. No adjustment; the urges to smoke should lessen within a week

b. Increase the nicotine patch to 42 mg (21 mg x 2 patches) daily

c. Add a short-acting NRT formulation, such as the gum or lozenge as needed Correct

d. Switch to an e-cigarette as needed for situational cravings

Feedback: Add a short-acting NRT formulation, such as the gum or lozenge as needed New FDA
regulations based on extensive independent research shows that adding a short acting NRT
formulation in addition to using the patch is both safe and effective in reducing withdrawal
symptoms for those in which monotherapy is not successful.
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24. Al is a 40-year-old female interested in starting OTC nicotine replacement therapy for her
upcoming quit attempt. She is participating in a group cessation class and has set a quit date 10
days from now. She has been smoking for 20 years and currently smokes 1'% packs of cigarettes
daily. Her only other medical problem is exercise-induced asthma, for which she takes albuterol
prn. If AJ were interested in the nicotine patch, which of the following regimens would be most
appropriate during the initial four to six weeks of treatment: Select one:

a. 42 mg daily

b. 21mg daily Correct

c. 14 mg daily

d. 7 mg daily

Feedback: 21mg daily According to label instructions, the 21 mg patch is indicated for those
individuals smoking more than 10 cigarettes a day.

25. Which of the following counseling points is appropriate to discuss with AJ regarding the
nicotine patch? Select one:

a. Patch should be worn for 16 hours.

b. It is OK to cut the patch.

c. Should be applied to a low-friction area of the body, generally between neck and waist.
Correct

d. Common side effects of the patch are dry mouth and nausea.

Feedback: Should be applied to a low-friction area of the body, generally between neck and
waist. According to label instructions, the patch should be placed in a dry, clean, hairless,
location on the body where there is not a lot of friction that could cause the patch to fall off, i.e.
back of neck, upper chest.
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APPENDIX G: RX FOR CHANGE MODULE 1 SLIDES
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L2\ Rx for CHANGE

R for Change
Clinician-Assisted Tobacco Cessation

& EPIDEMIOLOGY
of TOBACCO USE

R for Lhange

& TRENDS in ADULT SMOKING,
<iame by SEX—U.S., 1955-2018

Trends in dgarette current smoking among persons aged 18 or older
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13.7% of adults
are current
smokers

Famales

68% want to quit

5% tried to quit in the past year
— .

W Popuiasan Survey
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g% TRAINING OVERVIEW

= Epidemiology of Tobacco Use

= Nicotine Pharmacology & Principles of Addiction
= Drug Interactions with Smoking

= Assisting Patients with Quitting

= Aids for Cessation

“CIGARETTE

A2\ SMOKING..

is the chief, single,
avoidable cause of death
in our society and the most
important public health
issue of our time.”

C. Everett Koop, M.D,, former U.S. Surgeon General

All forms of tobacco are harmful.

Zy TRENDS in TEEN SMOKING, by

A2 ETHNICITY—U.S., 1977-2017

Trends in dgarette smoking amang 12th graders: 30 -day prevalence of use




= COMPOUNDS in TOBACCO é ANNUAL U.S. DEATHS ATTRIBUTABLE
iirame  SMOKE & ciange £0 SMOKING, 2005-2009

. . Percent of all smoking-
An es_t:matgd 4,800 compounds in topacco smoke, attributable deaths
including 16 proven human carcinogens

Cardiovascular & metabolic diseases 160,600 33%
| Gases |

Carb i Nicoti Lung cancer 130,659 27%
= Carbon monoxide = Nicotine

0,
= Hydrogen cyanide = Nitrosamines ikl i R .
« Ammonia « Lead Second-hand smoke 41,280 9%
= Benzene = Cadmium Cancers other than lung 36,000 7%
= Formaldehyde = Polonium-210 Other 1,633 <1%

TOTAL: >480,000 deaths annually

Nicotine is the addictive component of tobacco products,

U.S. Department of Health and Human Services (USDHHS) \§)14)

but it does NOT cause the ill health effects of tobacco use. The Heallh Consequenars of Soking—50 Years of Progress. A Reporl of he Surgeon Genlal.

A 2014 REPORT of the

@ ANNUAL SMOKING-ATTRIBUTABLE 2\  SURGEON GENERAL:
&rorchange  ECONOMIC COSTS Kfor hange  HEALTH CONSEQUENCES OF SMOKING

el 51525 blon MAJOR DISEASE-RELATED CONCLUSIONS:

= Cigarette smoking is causally linked to diseases of nearly all
organs of the body, diminished health status, and harm to the
fetus.
« Additionally, smoking has many adverse effects on the body, such as
causing inflammation and impairing immune function.

Lost productivity costs
due to premature mortality

Total economic burden $288.9 billion = Exposure to secondhand smoke is causally linked to cancer,
9, perye respiratory, and cardiovascular diseases, and to adverse effects
on the health of infants and children.

o 50 100 150 200 250 300

Billions of US dollars = Disease risks from smoking by women have risen over the last
ietal costs: $19.16 per pack of cigarettes smoked Er?oys/:afrosrarggnfor many tobacco-related diseases are now equal to

U.S. Department of Health and Human Services (USDHHS) ) U.S. Department of Health and Human Services (USDHHS )"\ 114)
The Health Consequences of Smoking—50 Years of Progress: A Report of the Surgeon Geneial. The Health Consequences of Smoking—50 Years of Progress: A Report of the Surgeon General.

& HEALTH CONSEQUENCES é\ HEALTH CONSEQUENCES of
Az Of SMOKING Az SMOKELESS TOBACCO USE

= Cancers = Cardiovascular diseases
« Bladder/kidney/ureter « Aortic aneurysm i
= Blood (acute myeloid leukemia) « Coronary heart disease Perlgdqntal ef fEFtS
« Cervix « Cerebrovascular disease = Gingival recession
« Colon/rectum = Peripheral vascular disease = Bone attachment loss
: Eg“”“s’“’"‘“" » Reproductive effects « Dental caries
o Lung » Reduced fertility in women
« Poor pregnancy outcomes (e.g., (!
« Oropharynx/larynx o detace o Bt o, Oral leukoplakia
» Pancreatic preterm delivery)
= Pulmonary diseases » Infant mortality Cancer
« Asthma = Other: cataract, diabetes (type 2), erectile » Oral cancer .
« COPD dysfunction, impaired immune function,
" . osteoporosis, periodontitis, postoperative = Pharyngeal cancer Oral Loukoplakia
* Pneumonia/tuberculosis complications, rheumatoid arthritis Image couriosy of Dr. Sal Siverman -
» Chronic respiratory symptoms ’ University of California San Francisco

U.S. Department of Health and Human Services (USDHHS) {1 14)
The Health Consequences of Smoking— 50 Years of Progress: A Report of the Surgeon General.
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A 2006 REPORT of the

/<\ SURGEON GENERAL:
Kefor hange  INVOLUNTARY EXPOSURE to TOBACCO SMOKE
= Second-hand smoke causes premature death and disease
in nonsmokers (children and adults)
= Children:
« Increased risk for sudden infant death syndrome

(SIDS), acute respiratory infections, ear problems, and
more severe asthma

« Respiratory symptoms and slowed lung growth if parents smoke
= Adults:

There Is no
safe level of

second-hand
smoke.

« Immediate adverse effects on cardiovascular system

« Increased risk for coronary heart disease and lung cancer
= Millions of Americans are exposed to smoke in their homes/workplaces
= Indoor spaces: eliminating smoking fully protects nonsmokers

« Separating smoking areas, cleaning the air, and ventilation are ineffecti: :
U.S. Department of Health and Human Services (USDHHS). (N/(S)

The Health Consequences of Involuntary Exj

osure to Tobacco Smoke: Report of the Surgeon General.

4%, SMOKING CESSATION:
7w REDUCED RISK of DEATH

R for Change
= Prospective study of 34,439 male British doctors
= Mortality was monitored for 50 years (1951-2001)

15

On average, cigarette
smokers die approximately
10 years younger than do
nonsmokers.

s

)

Among those who continue
smoking, at least half
will die due to a
tobacco-related disease.

Years of lffe gained

30 40 50 60
Age at cessation (years)

Dol et al. (2004). BMJ 328(7455):1519-1527.

Z%  EPIDEMIOLOGY of TOBACCO
rame  USE: SUMMARY

R for Change
= The prevalence of smoking has reduced over time, and fewer
than one in five adults are current smokers

= Nearly half a million U.S. deaths are attributable to smoking
annually

= Smoking costs the U.S. an estimated $288.9 billion annually

= For the individual, smoking a pack-a-day costs $2,300
annually, plus associated health-care costs

= At any age, there are benefits to quitting smoking
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A QUITTING:

Ao HEALTH BENEFITS

Time Since Quit Date

Circulation improves, 2 weeks

Lung cilia regain normal
walking becomes easier

function
3 months

Lung function increases Ability to clear lungs of mucus

increases

Excess risk of CHD
decreases to half that of a
continuing smoker

Coughing, fatigue, shortness of
breath decrease

Risk of stroke is reduced to that
of people who have never
smoked

5
yoars
Lung cancer death rate is
approximately half that of
a continuing smoker

10

yoars

Risk of CHD is similar to that of

after
15 years  pagple who have never smokg

2, FINANCIAL IMPACT of
P4 AN
i zme  SMOKING

Buying cigarettes every day for 50 years at $6.30 per pack*
(does not include interest)

$229,950
Packs
::ry Annual cost of
smoking
w 1 pack per day:

$2,300

o 50 100 150 200 250

Dollars lost, in thousands

* Average national cost, as of November 2019. Campaign for Tobacco-Free Kids, 2019

e PRINCIPLES of ADDICTION

NICOTINE PHARMACOLOGY and

>




&4 NICOTINE ADDICTION £ NICOTINE ABSORPTION:

= [\
z#ame .S, Surgeon General's Report zmae  BUCCAL (ORAL) MUCOSA
= Cigarettes and other forms of tobacco are The pH inside the mouth is 7.0.
addicting. [

Alkaline media

= Nicotine is the drug in tobacco that causes (significant absorption)

addiction. . .
Pipes, cigars,
spit tobacco,

oral nicotine products

= The pharmacologic and behavioral processes
that determine tobacco addiction are similar to
those that determine addiction to drugs such as
heroin and cocaine. ©
U.S. Department of Health and Human Services. (1988). The Health Conse. s Beverages can a|ter pH’ affed absorption'

of Smoking: Nicotine Addiction. A Report of the Surgeon Ge:eval

N N
& & NICOTINE
crame NICOTINE DISTRIBUTION i cae . PHARMACODYNAMICS (conta)

,..: : = Arterial Central nervous system Cardiovascular system
% 4 \ = Pleasure « T Heart rate
?m 4 ~\\ = Arousal, enhanced vigilance « T Cardiac output
g0t —~—_ « Improved task performance « 1 Blood pressure
E 30 | Venous - = Anxiety relief = Coronary vasoconstriction

s
§ 27 = Cutaneous vasoconstriction
84/ Other

0+ + + + + + + + + + 1 . :
0 1 2 3 4 5 6 7 8 9 10 = Appetite SUDDI'eSSI(.)n
Minutes after light-up of cigarette = Increased metabolic rate

= Skeletal muscle relaxation

Nicotine reaches the brain within 10-20 seconds.

Henningfield et al. (1993). Drug Alcoho! Depend 33:23-29.

DOPAMINE REWARD PATHWAY

‘ ,(\;\ NICOTINE WITHDRAWAL SYMPTOMS:
! &er e Time Course™

Prefrontal
cortex

Irritability / Frustration / Anger
Anxiety

Difficuity concentrating
Restlessness / Impatience

Most symptoms manifest
within the first 1-2 days,

Depressed mood / Depression peak within the first week,
Insomnia and subside within 2-4 weeks.
Impaired task performance
Increased appettte“l

Nucleus : bt | Gan porsiaior manths o

years after quitting

accumbens

1 week
Ventral

tegmental
area

Recent quitter

“Timeine aspect of the figure is not according b scale. Data from Hughes. (2007). Nicotine Tob Res 9:315-327
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zﬁ NICOTINE ADDICTION CYCLE

3071

Pleasure,
Arousal

Neutral
Zone

Abstinence
) symptoms

Plasma Nicotine Concentration (ng/ml)

Hour

Roprintod with permisaion. Bonowitz. (1992). Mod Clin NAm 2:415_437.

CLOSE TO HOME  j0sN MepiERsO:

Though ex; . hiring a professional actor
dressed as death to staik his every move finally
broke Ted of his smoking addiction.

CLOSE TO HOME © 2000 John McPherson.
Reprinted with permission of UNIVERSAL PRESS SYNDICATE.
All rights reserved.

/&4 NICOTINE PHARMACOLOGY and
iy ADDICTION: SUMMARY

= Tobacco products are effective delivery systems for the
drug nicotine.

= Nicotine is a highly addictive drug that induces a
constellation of pharmacologic effects, including activation
of the dopamine reward pathway in the brain.

= Tobacco use is complex, involving the interplay of a wide
range of factors.

= Treatment of tobacco use and dependence requires a
multifaceted treatment approach.
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Q FACTORS CONTRIBUTING to

#i e TOBACCO USE

Individual

= Sociodemographics

= Genetic predisposition

= Coexisting medical
conditions

Pharmacology

= Alleviation of withdrawal
symptoms

= Weight control

= Pleasure, mood
modulation

Tobacco
Use

Environment
« Tobacco advertising
« Conditioned stimuli
= Social interactions

£%  TOBACCO DEPENDENCE:
diame A 2-PART PROBLEM

Tobacco Dependence
Physiological g Behavioral |

The addiction to nicotine

1Ynmm

Medications for cessation

| :
| The habit of using tobacco

1Ynmum

Behavior change program

Treatment should address the physiological
and the behavioral aspects of dependence.

A= SMOKING

{_\y DRUG INTERACTIONS with




& PHARMACOKINETIC DRUG
sir e INTERACTIONS with SMOKING

Drugs that may have a decreased effect due to
induction of CYP1A2:

- Bendamustine - Haloperidol . Tasimelteon
- Caffeine - Olanzapine - Theophylline
. Clozapine . Pirfenidone

. Erlotinib . Riociguat

- Fluvoxamine - Ropinirole

« Irinotecan (clearance increased and systemic exposure decreased,
due to increased glucuronidation of its active metabolite)

Smoking cessation will reverse these effects. s

Rl e DRUG INTERACTIONS WITH TOBACCO SMOKE

Many interactions between tobacco smoke and medications have been identified. Note that in most cases it is the tobacco

smoke—not the nicotine—that causes these drug interactions, Tobacco smoke interacts with medications through
(PK) and (PD) PK affect the absorption, distribution,

metabolism, or elimination of other drugs, potentially Gausing an altered pharmacologic response. The majority of PK
interactions with smoking are the result of induction of hepatic cytochrome P450 enzymes (primarily CYP1A2). Smokers
may require higher doses of medications that are CYP1A2 substrates. Upon cessation, dose reductions might be needed
PD interactions alter the expected response or actions of other drugs. The amount of tobacco smoking needed to have an
effect has not been established. and the assumption s that any smoker is susceptible 16 the same degree of interaction.

| The most clinically slgmﬁc.am interactions are depicted in the shaded rows.

DRUG/CLASS | MECHANISM OF INTERACTION AND EFFECTS
Pharmacokinetic Interactions
Alprazolem (Xanax®) . ﬁ:g;::q data on signficance, but possible - plasma concentrations (up to S0%); - half
. by CYP1A2. using with in smokers due to
Bendamustne (Treanda®) | ety 3. with 4 concentraions ofits two active tes.
s = A Metabolism (induction of CYP1A2); 4\ clearance (56%). Cafleine levels ikely 4 after
Caftene cessation.
Chiorpromazine » ¥ Area under the curve (AUC) (by 36%) and serum concentrations (by 24%).
(Thorazine®) « L Sedation and possible in smokers; smokers may require 1 dosages.
= A Mataboiism (induuction of CYP1A2) of clopidogrel 1o ifs activ matabolite
Clopidogrel (Plavix®) . amm:m“mmnmmodgnman significant 1 platelet
inhibition, ¥ plateiet aggregation; while improved clinical outcomes have been shown, may
also 1 risk of bleeding
= 4 Metabolism (induction of CYP1A2): ¥ plasma concentrations (by 18%),
Clozapine (Clozarit®) » 4 Levels upon cessation may occur; closely monitor drug levels and reduce dose as
required to avo-d toxicity. -
_ Erlotinib (Tarceva®) |+ 4 Clearance (24%); ¥ trough serum concentrations (2-fold).
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2 DRUG INTERACTION:
s e TOBACCO SMOKE and CAFFEINE

+ Constituents in tobacco smoke induce CYP1A2 enzymes,
which metabolize caffeine
- Caffeine levels increase ~56% upon quitting
+ Challenges:
— Nicotine withdrawal effects may be enhanced by increased caffeine levels
— Insomnia can be due to 1 caffeine levels or a side effect of a smoking
cessation drug (e.g., 24-hr nicotine patch, bupropion SR, varenicline)
« Decrease caffeine intake by ~50% when quitting; suggest
limit caffeine, especially after early afternoon for individuals
with a typical bedtime

ﬁéﬁ PHARMACODYNAMIC DRUG
s ame  INTERACTIONS with SMOKING

Smokers who use combined hormonal
contraceptives have an increased risk of serious
cardiovascular adverse effects:
= Stroke
» Myocardial infarction
= Thromboembolism

This interaction does not decrease
the efficacy of hormonal contraceptives.

Women who are 35 years of age or older AND smoke at least 15 cigarettes péi @
are at significantly elevated risk.




APPENDIX H: RX FOR CHANGE MODULE 2 SLIDES

ASSISTING PATIENTS
with QUITTING

R for Lhange

é CLINICAL PRACTICE GUIDELINE for
& for ciange TREATING TOBACCO USE and DEPENDENCE

= Update released May 2008

= Sponsored by the U.S. Department of ‘j}‘f",'mi’:g [ lae
Health and Human Services, Public Heath 9-’3”“”' P
IS

Service with:
DEPETIL SHGES

= Agency for Healthcare Research and Quality
= National Heart, Lung, & Blood Institute

= National Institute on Drug Abuse

= Centers for Disease Control and Prevention
= National Cancer Institute

/é The NUMBER of CLINICIAN TYPES

«wane CAN MAKE a DIFFERENCE, too

Compared to smokers who receive assistance
from no clinicians, smokers who receive
assistance from two or more clinician types are
30 2.4-2.5 times as likely to quit successfully for 5 or
n = 37 studies more months.

Estimated abstinence rate
at 5+ months

Three or more

None One Two

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 upNais.
Clinical Practice Guideline. Rockville, MD: USDHHS, PHS, May 2008
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2 TOBACCO DEPENDENCE:
xhrzioge A 2-PART PROBLEM

Tobacco Dependence
Physiological o Behavioral

The addiction to nicotine

1Tnn\m|nt

Medications for cessation

The habit of using tobacco

11...‘......:

Behavior change program

Treatment should address the physiological
and the behavioral aspects of dependence.

é\ EFFECTS of CLINICIAN
dwame INTERVENTIONS

With help from a clinician, the odds of quitting approximately doubles.

30 7 - Compared to patients who receive no assistance from a
n =29 studies | clinician, patients who receive assistance are 1.7-2.2
times as likely to quit successfully for 5 or more months.

N
o

-
°

Estimated abstinence at
5+ months

o

Physician
dinician

Self-help
material

Nonphysician
clinidian

No clinician

Type of Clinician
Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 Uy« 3(=

Clinical Practice Guideline. Rockville, MD: USDHHS, PHS, May 2008,

/% WHY SHOULD CLINICIANS
&7z ADDRESS TOBACCO?

= Tobacco users expect to be encouraged to quit
by health professionals.

= Screening for tobacco use and providing
tobacco cessation counseling are positively
associated with patient satisfaction
(Barzilai et al., 2001; Conroy et al., 2005).

Failure to address tobacco use tacitly implies that

quitting is not important.

Barzilai et al. (2001). Prev Med 33:595-599; Conroy et al. (2005). Nicotine Tob Res 7 Suppl 1:529-S34.




kiwame The 5 A's
\ ASK

\ ADVISE

ASSESS

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 Uy ais.
Clinical Practice Guideline. Rockville, MD: USDHHS. PHS. May 2008

é>

L  The 5 A’S (contd)

)RTS tobacco users to quit (clear, strong,
personalized)

“It’s important that you quit as soon as possible, and I can help
you.”

“Cutting down while you are ill is not enough.”

“Occasional or light smoking is still harmful.”

"I realize that quitting is difficult. It is the most important thing
you can do to protect your health now and in the future. I have
training to help my patients quit, and when you are ready, I will
work with you to design a specialized treatment plan.”

W

é,

&f;jw The 5 A’s (cont'd)

.7\ (el follow-up care

Number of sessions Estimated quit rate*
Oto1l 12.4%
2to3 16.3%
4t08 20.9%
More than 8 24.7%

* 5 months (or more) postcessation

Provide assistance throughout the quit attempt.

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 U 3.
Clinical Practice Guideline. Rockville, MD: USDHHS, PHS, May 2008
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@,

&fv:;aw The 5 A’s (cont'd)

m about tobacco use

= “Do you ever smoke or use other types of tobacco or
nicotine, such as e-cigarettes?”

= "I take time to ask all of my patients about tobacco
use—because it’s important.”

= “Condition X often is caused or worsened by smoking.
Do you, or does someone in your household smoke?”

= “Medication X often is used for conditions linked with or
caused by smoking. Do you, or does someone in your
household smoke?”

é,

&/;_ﬁ:anw The 5 A’s (cont’d)

m readiness to make a quit attempt

LSS Syl with the quit attempt

= Not ready to quit: enhance motivation (the 5 R’s)
= Ready to quit: design a treatment plan

= Recently quit: relapse prevention

@>
4= The 5 A's: REVIEW

ASK }—-| about tobacco USE |
CE T -
READINESS to make a quit attempt |

a ‘ ‘




é The (DIFFICULT) DECISION é HELPING PATIENTS QUIT IS a
ke £0 QUIT xwraae  CLINICIAN’S RESPONSIBILITY
= Faced with change, most people are not ready to act. TOBACCO USERS DON'T PLAN TO FAIL.

MOST FAIL TO PLAN.

= Change is a process, not a single step.

Clinicians have a professional obligation
to address tobacco use and can have
an important role in helping patients

plan for their quit attempts.

= Typically, it takes multiple attempts.

HOW CAN I LIVE
WITHOUT TOBACCO?

THE DECISION TO QUIT LIES ‘
IN THE HANDS OF EACH PATIENT.

'—
s
S

Q/ ASSESSING é ASSESSING
sz READINESS to QUIT #sr e READINESS to QUIT (conta)

Patients differ in their readiness to quit. For most patients, quitting is a cyclical process, and their

readiness to quit (or stay quit) will change over time.
\STAGE 1: Not ready to quit in the next month \

Not
thinking
about it

Not ready
to quit

]STAGE 2: Ready to quit in the next month \

Relapse

|STAGE 3: Recent quitter, quit within past 6 months |

Thinking
about it,
|STAGE 4: Former tobacco user, quit > 6 months ago | SR py——
readiness to quit
Assessing a patient’s readiness to quit enables clinicians Renivis i (-‘;’::':‘Y q"")'
to deliver relevant, appropriate counseling messages. ~_ contuct! &

Qg ASSESSING .% STAGE 1 NOT READY to QUIT
#irzwe  READINESS to QUIT (cont) «wane __Counseling Strategies
- bo DON'T
STAGE 1: Not ready to quit « Strongly advise to quit « Persunde
Not thinking about quitting in the next month » Provide information = “Cheerlead”
Ask noninvasi estions; .
= Some patients are aware of the need to quit. - iden{}?y”'r”e‘fsﬂ}’g ch;Jr tolla?osco use . Ze!l Da'gaent how
1 i i ad tobacco is, in
. Pat!ents struggle with ambivalence about change. = Raise awareness of health 2 judgmental
= Patients are not ready to change, yet. consequences/concerns manner
= Pros of continued tobacco use outweigh the cons. = Demonstrate empathy, foster Provide a
-

communication

. X treatment plan
= Leave decision up to patient

GOAL: Start thinking about quitting.
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@ STAGE 1: NOT READY to QUIT
xwane Counseling Strategies (conta)
Consider asking:
Advise patients to quit, and
“Do you ever plan to quit?” W ;Ifg f; ::;":t tr(xit:i?rmvi\r'?de)n
IfYES ’

“What might be some of the benefits of quitting now, instead
of later?” Most patients will agree: there is no “good” time to quit, and
there are benefits to quitting sooner as opposed to later.

“What would have to change for you to decide to quit sooner?”
Responses will reveal some of the barriers to quitting.

é\ ASSESSING
4w e READINESS to QUIT (conta)

STAGE 2: Ready to quit

Ready to quit in the next month

= Patients are aware of the need to, and the benefits
of, making the behavioral change.

= Patients are getting ready to take action.

L: Achieve cessation.

4y STAGE 2: READY to QUIT
Assess Tobacco Use History

K'fnrl\_[;n‘gx
= Praise the patient’s readiness
= Assess tobacco use history
= Current use: type(s) of tobacco, amount
= Past use: duration, recent changes

= Past quit attempts:
= Number, date, length
= Methods/medications used, adherence, duration
« Reasons for relapse
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xwame Counseling Strategies (conta)

2y STAGE 1: NOT READY to QUIT

The 5 R's—Methods for enhancing

motivation:
. Rfalevance Tailored,
= Risks motivational
= Rewards messages
= Roadblocks
= Repetition

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 UL\ 3/
Clinical Practice Guideline. Rockville, MD: USDHHS, PHS, Maz 2008.

iwane Three Key Elements of Counseling

Qgg STAGE 2: READY to QUIT

= Assess tobacco use history
= Discuss key issues

= Facilitate quitting process
= Practical counseling (problem solving/skills training)
= Social support delivered as part of treatment

2y STAGE 2: READY to QUIT
Discuss Key Issues

= Reasons/motivation to quit

= Confidence in ability to quit

= Triggers for tobacco use
= What situations lead to temptations to use tobacco?
= What led to relapse in the past?

= Routines/situations associated with tobacco use
= When drinking coffee
= While driving in the car
= When bored or stressed
= While watching television
= While at a bar with friends

R for Lhange

= After meals or after sex
= During breaks at work
= While on the telephone

= While with specific friends or family
members who use tobacco




Z%  STAGE 2: READY to QUIT

= .
cirame  DISCUSS Key ISSUES (contd)

Stress-Related Tobacco Use

THE MYTHS THE FACTS
= “Smoking gets rid of all my = There will always be stress
stress.” in one’s life.
= "I can't relax without a = There are many ways to
cigarette.” relax without a cigarette.

Smokers confuse the relief of withdrawal
with the feeling of relaxation.
STRESS MANAGEMENT SUGGESTIONS:
Deep breathing, shifting focus, taking a break.

£y STAGE 2: READY to QUIT

P

drame  Discuss Key Issues (conta)

Concerns about Weight Gain

= Discourage strict dieting while quitting
= Encourage healthful diet and meal planning
= Suggest increasing water intake or chewing sugarless gum
= Recommend selection of nonfood rewards

= When fear of weight gain is a barrier to quitting

= Consider pharmacotherapy with evidence of delaying weight
gain (bupropion SR or 4-mg nicotine gum or lozenge)

= Assist patient with weight maintenance or refer patient to
specialist or program

% STAGE 2: READY to QUIT

=

«wane Facilitate Quitting Process
= Discuss methods for quitting

= Discuss pros and cons of available methods

= Pharmacotherapy: a treatment, not a crutch!

= Importance of behavioral counseling
= Set a quit date

= Recommend Tobacco Use Log

= Helps patients to understand when and why they use
tobacco

= Identifies activities or situations that trigger tobacco use

= Can be used to develop coping strategies to overcome
the temptation to use tobacco
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“You can't be putting on weight alrea
You only quit smoking 20 minutes ago."
HERMAN ® is reprinted with permission from
LaughingStock Licensing Inc., Ottawa, Canada
All rights reserved.

On average, quitters gain 9 to 11 pounds,
but there is a wide range.

@ STAGE 2: READY to QUIT
swame  DisSCUSS Key ISSUES (contd)

Concerns about Withdrawal Symptoms

= Most pass within 2—4 weeks after
quitting

Most symptoms
manifest within the
first 1-2 days,

= Cravings can last longer, up to
several months or years

peak within the
= Often can be ameliorated with cognitive first week, and
or behavioral coping strategies subside within 2—4
= Refer to Withdrawal Symptoms weeks.

Information Sheet

= Symptom, cause, duration, relief

£%  STAGE 2: READY to QUIT

Pl

&z Facilitate Quitting Process (contd)

= Continue regular tobacco use for 3
or more days

3

= Each time any form of tobacco is
used, log the following information:

= Time of day
= Activity or situation during use
« “Importance” rating (scale of 1-3)  ~ LT =

= Review log to identify situational triggers for tobacco use; develop
patient-specific coping strategies




£y STAGE 2: READY to QUIT
Facilitate Quitting Process (contd)

R for Lhange

= Discuss coping strategies
= Cognitive coping strategies
« Focus on retraining the way a patient thinks
= Behavioral coping strategies

« Involve specific actions to reduce risk for relapse

@ STAGE 2: READY to QUIT
Facilitate Quitting Process (contd)

K/br‘\_[;an‘gr
Cognitive Coping Strategies: Examples

= Thinking about cigarettes doesn’t mean you have to
smoke one:
= “Just because you think about something doesn‘t mean you have
to do it!”
= Tell yourself, “It's just a thought,” or “I am in control.”
= As soon as you get up in the morning, look in the mirror
and say to yourself:
= "I am proud that I made it through another day without tobacco.”
= Reframe how you think about yourself:
= Begin thinking of yourself as a non-smoker, instead of as a
struggling quitter

Qg’ STAGE 2: READY to QUIT
Facilitate Quitting Process (contd)

= Provide medication counseling
= Promote adherence
= Discuss proper use, with demonstration

R, for Lhange

= Discuss concept of “slip” versus relapse
= “Let a slip slide.”

= Offer to assist throughout quit attempt
= Follow-up contact #1: first week after quitting
= Follow-up contact #2: in the first month
» Additional follow-up contacts as needed

= Congratulate the patient!
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£y STAGE 2: READY to QUIT
Facilitate Quitting Process (contd)

R for Lhange

Cognitive Coping Strategies

ar,

= Review commitment to quit ~ Q
= Distractive thinking .,
= Positive self-talk

= Relaxation through imagery

= Mental rehearsal and visualization

@ STAGE 2: READY to QUIT
Facilitate Quitting Process (contd)

R for Lhange

Behavioral Coping Strategies

= Control your environment
« Tobacco-free home and workplace
« Remove cues to tobacco use; actively avoid trigger situations
« Modify behaviors that you associate with tobacco: when, what,
where, how, with whom

= Substitutes for smoking
« Water, sugar-free chewing gum or hard candies (oral substitutes)
= Minimize stress where possible, obtain social support,
take a break, and alleviate withdrawal symptoms

Q{; ASSESSING

&z READINESS t0 QUIT (cont)

\ STAGE 3: Recent quitter

Actively trying to quit for good

= Patients have quit using tobacco sometime in the
past 6 months and are taking steps to increase
their success.

= Withdrawal symptoms occur.

= Patients are at risk for relapse.

: Remain tobacco-free for at least 6 month,




HERMAN ® is reprinted with permission from
LaughingStock Licensing Inc., Ottawa, Canada
All rights reserved.

% STAGE 3: RECENT QUITTERS

==

4w ame  Facilitate Quitting Process

Relapse Prevention

= Congratulate success!

= Encourage continued abstinence

= Discuss benefits of quitting, problems encountered, successes
achieved, and potential barriers to continued abstinence

= Ask about strong or prolonged withdrawal symptoms (change
dose, combine or extend use of medications)

= Promote smoke-free environments

= Schedule additional follow-up as needed

“I knew you hadn't quit smoking!”

HERMAN ® is reprinted with permission from
LaughingStock Licensing Inc., Ottawa, Canada
All rights reserved.

/;  STAGE 3: RECENT QUITTERS

=

«wzne  Evaluate the Quit Attempt

= Tailor interventions to match each patient’s needs
= Status of attempt
= Ask about social support

= Identify ongoing temptations and triggers for relapse
(negative affect, smokers, eating, alcohol, cravings, stress)

= Encourage healthy behaviors to replace tobacco use

= Slips and relapse
= Has the patient used tobacco/inhaled nicotine at all—even a puff?

= Medication adherence, plans for termination
= Is the regimen being followed?
= Are withdrawal symptoms being alleviated?
= How and when should pharmacotherapy be terminated?

é ASSESSING
ksrcire READINESS t0 QUIT (conta)

| STAGE 4: Former tobacco user

Tobacco-free for 6 months

= Patients remain vulnerable to relapse.
= Ongoing relapse prevention is needed.

GOAL: Remain tobacco-free for life.

=

xwame FORMER TOBACCO USERS

= Assess status of quit attempt

= Congratulate continued success

& STAGE 4:

= Inquire about and address slips and relapse
= Plans for termination of pharmacotherapy
= Review tips for relapse prevention

Continue to assist throughout the quit attempt. <




A\
«aue  READINESS to QUIT: A REVIEW

Quit
date
l—— - 30 days| +6 months —
Not ready to quit
Enhance motivation joral

The 5R’s
Pharmacotherapy

Relapse
prevention

Ready to quit
Behavioral counseling
Pharmacotherapy
The 5 A's

Relapse
prevention

Qf BRIEF COUNSELING:
ASK, ADVISE, REFER

e lor Change
about tobacco USE |
ADVISE — tobacco users to QUIT |
oo

Patient receives assistance
from other resources, with
follow-up counseling arranged

& WHAT ARE
Lz “TOBACCO QUITLINES™?

= Tobacco cessation counseling, provided at no cost
via telephone to all Americans

Staffed by highly trained specialists
= Up to 4-6 personalized sessions (varies by state)

= Some state quitlines offer pharmacotherapy at no
cost (or reduced cost)

= Up to 30% success rate for patients who complete
sessions

Most health-care providers, and most patienl"z

Z%  COMPREHENSIVE

mﬁ»?%} COUNSELING: SUMMARY

= Routinely identify tobacco users (ASK)
= Strongly ADVISE patients to quit
= ASSESS readiness to quit at each contact
= Tailor intervention messages (ASSIST)
= Be a good listener

= Minimal intervention in absence of time for
more intensive intervention

= ARRANGE follow-up
= Use the referral process, if needed

Qf BRIEF COUNSELING:
ASK, ADVISE, REFER (cont'd)

= Brief interventions have been shown to be effective

R.for Change

= In the absence of time or expertise:

= Ask, advise, and refer to other resources, such as
local group programs or the toll-free quitline
1-800-QUIT-NOW

This brief
intervention can be

achieved in less
than 1 minute.

.{} WHEN a PATIENT CALLS the
@Ww QUITLINE

= Caller is routed to language-appropriate staff

= Brief Questionnaire
= Contact and demographic information
= Smoking behavior

= Choice of services
= Individualized telephone counseling
= Quitting literature mailed within 24 hrs
= Referral to local programs, as appropriate

Quitlines have broad reach and are recommended as 'g
A)

are not familiar with tobacco quitlines.
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effective strategy in the 2008 Clinical Practice Guideline.




>

4= MAKE a COMMITMENT...

Address tobacco use
with all patients.

At a minimum,

make a commitment to incorporate brief tobacco
interventions as part of routine patient care.

Ask, Advise, and Refer.

é\ The RESPONSIBILITY of

#wame  HEALTH PROFESSIONALS

It is inconsistent
to provide health care and
—at the same time—
remain silent (or inactive)

about a major health risk.

TOBACCO CESSATION
is an important component of
THERAPY.

L

K. for Change

DR. GRO HARLEM BRUNTLAND,
FORMER DIRECTOR-GENERAL of the WHO:

“If we do not act decisively, a hundred
years from now our grandchildren and
their children will look back and
seriously question how people claiming
to be committed to public health and
social justice allowed the tobacco
epidemic to unfold unchecked.”
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APPENDIX I: RX FOR CHANGE MODULE 3 SLIDES

R lor Change

AIDS for CESSATION

/&, PHARMACOLOGIC METHODS:
-z FIRST-LINE THERAPIES

R

¥

Three general classes of FDA-approved
drugs for smoking cessation:
= Nicotine replacement therapy (NRT)
= Nicotine gum, patch, lozenge, nasal spray, inhaler
= Psychotropics
= Sustained-release bupropion
= Partial nicotinic receptor agonist
= Varenicline

A= NRT: RATIONALE for USE

= Reduces physical withdrawal from nicotine

= Eliminates the immediate, reinforcing effects
of nicotine that is rapidly absorbed via tobacco
smoke

= Allows patient to focus on behavioral and
psychological aspects of tobacco cessation

NRT products approximately doubles quit rates. °
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~_METHODS for QUITTING

= Nonpharmacologic
= Counseling and other non-drug approaches

= Pharmacologic
= FDA-approved medications

Counseling and medications are both effective,

but the combination of counseling and
medication is more effective than either along

Fiore et al. (2008). Treating Tobacco Use and Depsndence: 2008 u,

5.
Ciinical Practice Guideline. Rockvile, MD: USDHHS, PHS, May 2008,

A
42> PHARMACOTHERAPY

“Clinicians should encourage all r |
Ireating,

patients attempting to quit to use ohdeesUse:
effective medications for tobacco Al
dependence treatment, except where
contraindicated or for specific
populations* for which there is -
insufficient evidence of effectiveness.”

DEPETILSHGE]

Includ women, tobacco users, light smokers, and adolescents.

Medlcations significantly improve success rates.

Fiore et al. (2008). Treating Tobacco Use and Dependence: 2008 u,\ &'
Ciinical Practice Guidelne. Rockvile, MD: USDHHS, PHS, May ZUUB.

4= NRT: PRODUCTS

/N

=

Polacrilex gum
« Nicorette (OTC)
= Generic nicotine gum (OTC)

Nasal spray
« Nicotrol NS (Rx)

Lozenge Inhaler
« Nicorette Lozenge (OTC) » Nicotrol (Rx)
« Nicorette Mini Lozenge (OTC)

« Generic nicotine lozenge (OTC) __j
Transdermal patch 2{ /
« NicoDerm CQ (OTC) @H | 2

« Generic nicotine patches (OTC, Rx) 3/




Q} PLASMA NICOTINE CONCENTRATIONS

= =
#iorchange fOr NICOTINE-CONTAINING PRODUCTS zwame NRT: PRECAUTIONS
—— = Patients with underlying cardiovascular
5 - disease
% e Inhaler = Recent myocardial infarction (within past 2
E - ® - Lazenge (2mg) Weeks)
: e Gu ) = Serious arrhythmias
e paten = Serious or worsening angina

Tienw (minutes)

NRT products may be appropriate for these patients "E
if they are under medical supervision. N

£, NICOTINE GUM A
R for Lhange N]corette; generics R for Lhange NICOTINE GUM: DOSING

Dosage is based on the “time to first cigarette”

= Resin complex (TTFC) as an indicator of nicotine dependence

« Nicotine
« Polacrilin Use the 2 %
se the 2 mg gum: P N
= Sugar-free chewing gum base If you smoke your first <

cigarette more than 30

= Contains buffering agents to enhance buccal minutes after waking

absorption of nicotine

\88 Dopende,,
Heapuadag 20N

Use the 4 mg gum:

If you smoke your first
cigarette of the day within
30 minutes of waking

= Available: 2 mg, 4 mg; original, cinnamon, fruit and
mint (various) flavors

é\ é NICOTINE GUM:
kiraae  NICOTINE GUM: DOSING (cont o) smame  DIRECTIONS for USE
= Chew each piece very slowly several times

Recommended Usage Schedule for Nicotine Gum = Stop chewing at first sign of peppery taste or slight tingling in

’ Weeks 10-12 mouth (~15 chews, but varies)

= “Park” gum between cheek and gum (to allow absorption of
nicotine across buccal mucosa)

= Resume slow chewing when taste or tingle fades

= When taste or tingle returns, stop and park gum in different
place in mouth

= Repeat chew/park steps until most of the nicotine is gone
(taste or tingle does not return; generally 30 minutes)
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g NICOTINE GUM:
iz CHEWING TECHNIQUE SUMMARY

Chew slowly
: Stop chewing at
Cl;:ew again first sign of peppery
g sfgoaeggglrg V taste or tingling
faste sensation
Park between
cheek & gum
NICOTINE GUM:

é ADD’ L PATIENT EDUCATION

R for Lhange (cont’ d)

= Chewing gum will not provide same rapid
satisfaction that smoking provides

= Chewing gum too rapidly can cause excessive
release of nicotine, resulting in

= Lightheadedness
= Nausea and vomiting
= Irritation of throat and mouth

= Hiccups
= Indigestion
N
zirame  NICOTINE GUM: SUMMARY
ADVANTAGES DISADVANTAGES
= Might serve as an oral = Need for frequent dosing can
substitute for tobacco compromise adherence
= Might delay weight gain = Might be problematic for
« Can be titrated to manage patients with significant dental
withdrawal symptoms work
« Can be used in = Proper chewing technique is
combination with other necessary for effectiveness and
agents to manage to minimize adverse effects
situational urges = Gum chewing might not be
acceptable or desirable for some
patients
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é NICOTINE GUM: ADDITIONAL

Lz PATIENT EDUCATION

= To improve chances of quitting, use at least nine
pieces of gum daily

= The effectiveness of nicotine gum may be reduced
by some foods and beverages:
« Coffee « Juices
» Wine « Soft drinks

Do NOT eat or drink for 15 minutes BEFORE
or while using nicotine gum.

~ NICOTINE GUM:
é ADD’ L PATIENT EDUCATION

Retor Change — (cont’ d)

= Side effects of nicotine gum include
» Mouth soreness
» Hiccups
= Dyspepsia
» Jaw muscle ache

= Nicotine gum may stick to dental work

= Discontinue use if excessive sticking or damage to
dental work occurs

Nicorette Lozenge and Nicorette Mini Lozenge;

é NICOTINE LOZENGE
Mv%{w generics

= Nicotine polacrilex formulation
= Delivers ~25% more nicotine than equivalent gum dose

= Sugar-free mint, cherry flavors

= Contains buffering agents to enhance buccal
absorption of nicotine

= Available: 2 mg, 4 mg




&%‘w NICOTINE LOZENGE: DOSING

Dosage is based on the “time to first cigarette”
(TTFC) as an indicator of nicotine dependence
Use the 2 mg lozenge: &‘!ﬁﬂ;"%
o

If you smoke your first
cigarette more than 30
minutes after waking

s DEPnd,,

inpeadag 810

Use the 4 mg lozenge:

If you smoke your first
cigarette of the day within
30 minutes of waking

£y NICOTINE LOZENGE:
& DIRECTIONS for USE

= Use according to recommended dosing schedule

= Place in mouth and allow to dissolve slowly (nicotine
release may cause warm, tingling sensation)

= Do not chew or swallow lozenge
= Occasionally rotate to different areas of the mouth
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é NICOTINE LOZENGE:
& i DOSING (cont’ d)

Recommended Usage Schedule for the
Nicotine Lozenge

Jezme. PATIENT EDUCATION

NICOTINE LOZENGE: ADDITIONAL

= To improve chances of quitting, use at least nine
lozenges daily during the first 6 weeks

= The lozenge will not provide the same rapid
satisfaction that smoking provides

= The effectiveness of the nicotine lozenge may be
reduced by some foods and beverages:

= Lozenges will dissolve completely in about 20-30 « Coffee o Juices
minutes * Wine * Soft drinks
Do NOT eat or drink for 15 minutes BEFORE
or while using the nicotine lozenge.
A NICOTINE LOZENGE: A
/<)\ ADD’L PATIENT EDUCATION [\
Kolr Barge _(cont’ ) cwame  NICOTINE LOZENGE: SUMMARY
= Side effects of the nicotine lozenge include ADV.ANTAGES DISADVANTAGES
= Might serve as an oral « Need for frequent dosing
= Nausea substitute for tobacco can compromise
= Hiccups = Use might delay weight gain adherence
= Cough = Can be titrated to manage = Gastrointestinal side
= Heartburn withcresel syfmptom:? ) effects (nausea, hiccups,
« Headache . an be used in combination heartburn) might be
with other agents to manage bothersome
= Flatulence situational urges
= Insomnia




. TRANSDERMAL NICOTINE PATCH

& ior ciange NicoDerm CQ; generic

= Nicotine is well absorbed across the skin

= Delivery to systemic circulation avoids hepatic first-
pass metabolism

= Plasma nicotine levels are lower and fluctuate less
than with smoking

<, TRANSDERMAL NICOTINE PATCH:
& awe DIRECTIONS for USE

= Choose an area of skin on the upper
body or upper outer part of the arm

= Make sure skin is clean, dry, hairless,
and not irritated

= Apply patch to different area each day

= Do not use same area again for at
least 1 week

‘ TRANSDERMAL NICOTINE PATCH:
4 ange DIRECTIONS for USE (cont' o)

= Apply adhesive side of
patch to skin

= Peel off remaining
protective covering

= Press firmly with palm of
hand for 10 seconds

= Make sure patch sticks well
to skin, especially around
edges
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) TRANSDERMAL NICOTINE PATCH:
#hr zianze DOSING

Light Smoker

Heavy Smoker

TRANSDERMAL NICOTINE PATCH:
&hr e DIRECTIONS for USE (cont d)

= Remove patch from protective pouch
= Peel off half of the backing from patch

2 TRANSDERMAL NICOTINE PATCH:
Kz DIRECTIONS for USE (cont o)

= Wash hands: Nicotine on hands can get into eyes or
nose and cause stinging or redness

= Do not leave patch on skin for more than 24 hours—
doing so may lead to skin irritation

= Adhesive remaining on skin may be removed with
rubbing alcohol or acetone

= Dispose of used patch by folding it onto itself,
completely covering adhesive area




,Q;o. TRANSDERMAL NICOTINE PATCH:
ks cure  ADDITIONAL PATIENT EDUCATION

= Water will not harm the nicotine patch if it is
applied correctly; patients may bathe, swim,
shower, or exercise while wearing the patch
= Do not cut patches to adjust dose
= Nicotine may evaporate from cut edges
= Patch may be less effective

= Keep new and used patches out of the reach of
children and pets

= Remove patch before MRI procedures

Qﬁ TRANSDERMAL NICOTINE PATCH:
& e ADD’ L PATIENT EDUCATION (cont )

= After patch removal, skin may appear red for 24 hours

« If skin stays red more than 4 days or if it swells or a
rash appears, contact health care provider—do not apply
new patch

= Local skin reactions (redness, burning, itching)
= Usually caused by adhesive
« Up to 50% of patients experience this reaction
« Fewer than 5% of patients discontinue therapy

= Avoid use in patients with dermatologic conditions (e.g.,
psoriasis, eczema, atopic dermatitis)

TRANSDERMAL NICOTINE PATCH:

mf;w ADD’ L PATIENT EDUCATION (cont d)

= Irritation at the patch site (generally within the
first hour):

= Mild itching
= Burning
= Tingling

= Additional possible side effects:
= Vivid dreams or sleep disturbances
« Headache

é}, TRANSDERMAL NICOTINE PATCH:

ki SUMMARY

ADVANTAGES

= Once-daily dosing
associated with fewer
adherence problems

« Of all NRT products, its use
is least obvious to others

= Can be used in
combination with other
agents; delivers consistent
nicotine levels over 24 hrs

DISADVANTAGES

=« When used as
monotherapy, cannot be
titrated to acutely manage
withdrawal symptoms

« Not recommended for use
by patients with
dermatologic conditions
(e.g., psoriasis, eczema,
atopic dermatitis)

/2. NICOTINE NASAL SPRAY

& tor tharge — Nicotrol NS

= Aqueous solution of nicotine
in @ 10-ml spray bottle

= Each metered dose
actuation delivers
= 50 mcL spray
« 0.5 mg nicotine
= ~100 doses/bottle

= Rapid absorption across
nasal mucosa

G 9349 90001

{riutine g
nasal spea A

10 mamL.
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£y NICOTINE NASAL SPRAY:

Loy DOSING & ADMINISTRATION

= One dose = 1 mg nicotine
(2 sprays, one 0.5 mg spray in each nostril)

= Start with 1-2 doses per hour

= Increase prn to maximum dosage of 5 doses per
hour or 40 mg (80 sprays; ~'- bottle) daily

= For best results, patients should use at least 8
doses daily for the first 6-8 weeks

= Termination:
= Gradual tapering over an additional 4-6 weeks




Qy{‘ NICOTINE NASAL SPRAY:

af;Ew DIRECTIONS for USE (cont’ d)

= Prime the pump (before first use)
= Re-prime (1-2 sprays) if spray not used for
24 hours
= Blow nose (if not clear)

= Tilt head back slightly and insert tip of
bottle into nostril as far as comfortable

= Breathe through mouth, and spray
once in each nostril

= Do not sniff or inhale while spraying

é NICOTINE NASAL SPRAY:
Lae. SUMMARY

ADVANTAGES

= Can be titrated to rapidly
manage withdrawal
symptoms

« Can be used in
combination with other
agents to manage
situational urges

DISADVANTAGES

= Need for frequent dosing can
compromise adherence

= Nasal administration might
not be acceptable/desirable
for some patients; nasal
irritation often problematic

= Not recommended for use by
patients with chronic nasal
disorders or severe reactive
airway disease

A\
sz NICOTINE INHALER: DOSING

= Start with at least 6 cartridges/day during the first
3-6 weeks of treatment

«» Increase prn to maximum of 16 cartridges/day
«» In general, use 1 cartridge every 1-2 hours
= Recommended duration of therapy is 3 months

= Gradually reduce daily dosage over the following
6-12 weeks
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4wz ADDITIONAL PATIENT EDUCATION

2% NICOTINE NASAL SPRAY:

Pad

= What to expect (first week):
« Hot peppery feeling in back of throat or nose
« Sneezing
« Coughing
« Watery eyes
« Runny nose

= Side effects should lessen over a few days

« Regular use during the first week will help in development of
tolerance to the irritant effects of the spray

= If side effects do not decrease after a week,
contact health care provider

&ter tiange — Nicotrol Inhaler

/2. NICOTINE INHALER

= Nicotine inhalation system
consists of:
= Mouthpiece
= Cartridge with porous plug
containing 10 mg nicotine and
1 mg menthol
= Delivers 4 mg nicotine
vapor, absorbed across
buccal mucosa

NICOTINE INHALER:

Loz SCHEMATIC DIAGRAM

Air/nicotine mixture out

Sharp point that /Q
breaks the seal 7 = )('
Alumlnum laminate = 5

ing materi ‘,.K//’ ‘ / g

Sharp point that T :
breaks the seal

- Nlcoﬁne
Airin cartridge

Mouthpiece

Porous plug impregnated
with nicotine

Reprinted with panmission from Schneider et al. (2001). Cinical PharmaconNsi:cs

40:861-684_ Adis International, Inc.




é NICOTINE INHALER:
xwame DIRECTIONS for USE

= During inhalation, nicotine is vaporized and absorbed
across oropharyngeal mucosa

= Inhale into back of throat or puff in short breaths

= Nicotine in cartridges is depleted after about 20 minutes
of active puffing

« Cartridge does not have to be used all at once—try different
schedules (e.g., 5 minutes at a time) to find what works best

= Open cartridge retains potency for 24 hours

= Mouthpiece is reusable; clean regularly with mild
detergent

/% NICOTINE INHALER:
iz ADD’ L PATIENT EDUCATION (cont d)

= Use inhaler at room temperature (>60°F); in cold
environments, the delivery of nicotine vapor may
be compromised

= Use the inhaler longer and more often at first to
help control cravings (best results are achieved
with frequent continuous puffing over 20 minutes)

» Effectiveness of the nicotine inhaler may be
reduced by some foods and beverages

Do NOT eat or drink for 15 minutes BEFORE
or while using the nicotine inhaler.

/2. BUPROPION SR

&fer harge  Zyban; generics

= Nonnicotine cessation aid
= Sustained-release antidepressant
= Oral formulation
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NICOTINE INHALER:

& me ADDITIONAL PATIENT EDUCATION

= Side effects associated with the nicotine inhaler include:
= Mild irritation of the mouth or throat

= Cough
= Headache
= Rhinitis
= Dyspepsia

= Severity generally rated as mild, and frequency of
symptoms declined with continued use

dwame NICOTINE INHALER: SUMMARY

ADVANTAGES DISADVANTAGES
= Might serve as an oral = Need for frequent dosing
substitute for tobacco can compromise adherence

= Can be titrated to manage

= Cartridges might be less

effective in cold
environments (<60°F)

withdrawal symptoms

= Mimics the hand-to-mouth
ritual of smoking

« Can be used in
combination with other
agents to manage
situational urges

BUPROPION:

A

R for Lhange

MECHANISM of ACTION

= Atypical antidepressant thought to affect levels
of various brain neurotransmitters

 \ 7

= Dopamine
Ve

-

= Norepinephrine
= Clinical effects
= | craving for cigarettes

= L symptoms of nicotine withdrawal




Q}o BUPROPION:

£=)  PHARMACOKINETICS

R for Lhange

Absorption
= Bioavailability: 5-20%

Metabolism
= Undergoes extensive hepatic metabolism (CYP2B6)

Elimination
=« Urine (87%) and feces (10%)

Half-life
= Bupropion (21 hours); metabolites (20-37 hours)

&4 BUPROPION:
- WARNINGS and PRECAUTIONS (aont'c)

Bupropion should be used with caution in the

following populations:

= Patients with an elevated risk for seizures, including:
= Severe head injury

» Concomitant use of medications that lower the seizure
threshold (e.g., other bupropion products,
antipsychotics, tricyclic antidepressants, theophylline)

= Severe hepatic impairment
= Patients with underlying neuropsychiatric conditions

For a comprehensive listing of warnings and precautions, refer to the manufecturer's prescribing infom S téx.

‘Q{

4= BUPROPION SR: DOSING

To ensure that therapeutic plasma levels of the drug
are achieved, patients should begin therapy 1 to 2
weeks PRIOR to their quit date.

Initial treatment
= 150 mg po q AM for 3 days

Then...
= 150 mg po bid for 7-12 weeks
= Doses must be administered at least 8 hours apart
= Tapering not necessary when discontinuing therapy
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/{};\ BUPROPION:
s ame  CONTRAINDICATIONS

= Patients with a seizure disorder

= Patients with a current or prior diagnosis of
bulimia or anorexia nervosa

= Patients undergoing abrupt discontinuation of
alcohol, benzodiazepines, barbiturates and
antiepileptic drugs

= Patients taking MAQ inhibitors (within 14 days of
initiating or discontinuing therapy)

é BUPROPION:
xwame  \WARNINGS and PRECAUTIONS

= Neuropsychiatric symptoms and suicide risk
= Changes in mood (including depression and mania)
« Psychosis/hallucinations/paranoia/delusions
« Homicidal ideation
« Aggression/hostility/anxiety/panic
« Suicidal ideation, suicide attempt, completed suicide

Advise patients to stop taking bupropion SR and contact a health care provider
immediately if symptoms such as agitation, depressed mood, or changes In'

behavior or thinking that are not typical are observed or if the patient de
suicidal ideation or suicidal behavior. N

Ry

£ BUPROPION:

4= ADVERSE EFFECTS

Common side effects include the following:
= Insomnia (avoid bedtime dosing)
= Dry mouth

Less common but reported effects:
= Tremor
= Skin rash




A% 4 VARENICLINE
& & .
g%m BUPROPION SR: SUMMARY w;a},« Chantix
ADVANTAGES DISADVANTAGES
= Oral dosing is simple and = Seizure risk is increased « Nonnicotine cessation aid

associated with fewer

adherence problems = Several contraindications

and precautions preclude

= Might delay weight gain use in some patients = Partial nicotinic receptor agonist
= Bupropion might be = Patients should be .

beneficial in patients with monitored for = Oral formulation

depression neuropsychiatric symptoms

= Can be used in
combination with NRT

agents
Q; VARENICLINE: ‘éj VARENICLINE:
zwame MECHANISM of ACTION iwame  PHARMACOKINETICS
= Binds with high affinity and selectivity at o3, Absorption
neuronal nicotinic acetylcholine receptors = Virtually complete (~90%) after oral administration; not
affected by food
= Stimulates low-level agonist activity Metabolism
= Competitively inhibits binding of nicotine » Undergoes minimal metabolism
= Clinical effects Elimination
» Primarily renal through glomerular filtration and active
= | symptoms of nicotine withdrawal tubular secretion; 92% excreted unchanged in urine
= Blocks dopaminergic stimulation responsible for Half-life
reinforcement & reward associated with smokir: = 24 hours
2\ ' /=\ WARNINGS and PRECAUTIONS
zwame  \WARNINGS and PRECAUTIONS Kfor Bange_(cont’ d)
= Neuropsychiatric symptoms and suicide risk In some patients, use of varenicline has been
« Changes in mood (including depression and mania) associated with:

« Psychosis/hallucinations/paranoia/delusions = Seizures

« Homicidal ideation = Enhanced effects of alcohol
«» Aggression/hostility/anxiety/panic = Accidental injury

= Suicidal ideation, suicide attempt, completed suicide = Cardiovascular events

= Angioedema and hypersensitivity reactions

Advise patients to stop taking varenicline and contact a health care provider . . .
immediately if symptoms such as agitation, depressed mood, or changes in = Serious 5k|n reactions

behavior or thinking that are not typical are observed or if the patient dwn‘g -
sulcidal ideation or sulcidal behavior. 5
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é VARENICLINE:
iz  STANDARD DOSING
Patients should begin therapy 1 week PRIOR to their

quit date. The dose is gradually increased to minimize
treatment-related nausea and insomnia.

Treatment Day Dose

Initial Day 1to day 3 ~ |0.5mgqd

dose

titration | |Day 4 to day 7 ~7 77 |0.5 mg bid
Day 8 to end of treatment* = " |1 mg bid

“Upto 12 wel
‘

. for Cunge VARENICLINE QUIT APPROACHES

FIXED QUIT ap|
- Setquit date for 1 week after starting varenicline
- Continue treatment for 12 weeks

FLEXIBLE QUIT approach

— Start taking varenicline and pick a quit date between
8 to 35 days from treatment initiation

- Continue treatment for 12 weeks

- GRADUAL QUIT

— Start taking varenicline and reduce smoking
by 50% within the first 4 weeks, an additional
50% in the next 4 weeks, and continue until
complete abstinence by 12 weeks

Images from: https /www.plizerpro.comiproductichantxhepiquit-approacnus.

/§<_\ VARENICLINE:
#wame  ADVERSE EFFECTS

Common adverse effects include the following:
= Nausea
« Insomnia
= Abnormal dreams
« Headache
Less common adverse effects:
» Gastrointestinal (flatulence, constipation)
=« Taste alteration

ﬁ VARENICLINE:
Az ADDITIONAL PATIENT EDUCATION

= Doses should be taken after eating, with a full glass of water
= Nausea and insomnia are usually temporary side effects
« If symptoms persist, notify your health care provider

= May experience vivid, unusual or strange dreams during
treatment

= Use caution driving, drinking alcohol, and operating
machinery until effects of quitting smoking with varenicline
are known

Qg‘
@%«w VARENICLINE: SUMMARY
ADVANTAGES DISADVANTAGES

« Oral dosing is simple and « Should be taken with food or a
associated with fewer full glass of water to reduce
adherence problems the incidence of nausea

= Offers a different mechanism| = Patients should be monitored
of action for persons who for potential neuropsychiatric
have failed other agents symptoms

= Post-marketing surveillance
data indicate potential for
neuropsychiatric symptoms
and adverse effects not shown
to be prevalent in randomized
trials R

‘ VARENICLINE and BUPROPION SR:
& ame Safety Update

The “EAGLES study”: FDA-mandated clinical trial
= 8,144 participants (4,116 with a psychiatric disorder)
= 140 multinational centers
= 24-week, double-blind; active and placebo-controlled:
— Varenicline: standard dosing, 12 wks
— Bupropion SR: standard dosing, 12 wks
— Nicotine patch: 21 mg/day with standard taper, 12 wks
— Placebo: 12 wks
= All arms: 13 counseling visits, 11 telephone calls
= Follow-up through 24 wks; outcome = continuous abstinence

“EAGLES" = Evalualing Adverss Events in 8 Giotial Smoking Cessatio
arihersall R o 8. Lancet 2016:387 2506-7545




The “"EAGLES” STUDY: Safety Data
(Weeks 9-24)

R "N‘{MM

i

Incidence of Moderate or Severe Neuropsychiatric Adverse
Events

Non-psymlatnc 1.3% 2.2% 5%
Psychiatric 6.5% 6.7% 5.2%

2.4%
4.9%

No significant differences in neuropsychiatric events

by treatment arm

Antheesil RM et al, Lancet 2016,357 2508-2520,

m FDA Drug Safety Communication: FDA revises
description of mental health side effects of the
stop-smoking medicines Chantix (varenicline)
and Zyban (bupropion) to reflect clinical trial
findings

' v - PR ar

%8 5 4 spcide 3 e Drug Safuty Communication based oo Varch 3 2013

\/9\0,
4= TREATMENT OPTIONS

Multiple Treatment Comparison Meta-Analysis

Comparison ________| Odds ratio (95% CI) |

Nicotine gum vs Placebo 1.7 (1.5-1.9)
Bupropion SR vs Placebo 1.9 (1.6-2.1)
Nicotine patch vs Placebo 1.9 (1.7-2.1)
Other NRT* vs Placebo 2.0 (1.8-2.4)
Combination NRT vs Placebo 2.7 (2.1-3.7)
Varenidine vs Placebo 2.9 (2.4-3.5)

*Includes nicotine nasal spray, lozenge, and inhaler

Strong evidence that combination NRT and varenicline are more effective

than bupropion SR or NRT monotherapy

L

Canil o1 al. {2013). Coclvine Database Syst Rev 5 CDOCSEZD.
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The “EAGLES” STUDY: Efficacy Data
Ly gWeeks 9-24)

Continuous abstinence

Non-psychlatnc 11%

Psychiatric 18% 14% 13% 8%

Highest efficacy with varenicline

Araneli RM et & Lancet 2016,387.2506-2520.

ksr e COMBINATION PHARMACOTHERAPY

Regimens with enough evidence to be ‘recommended’ first-line
= Combination NRT
Long-acting formulation (patch)
= Produces relatively constant levels of nicotine
PLUS
Short-acting formulation (gum, lozenge, inhaler, nasal spray)

= Allows for acute dose titration as needed for nicotine
withdrawal symptoms

= Bupropion SR + Nicotine Patch

@% Treatment Regimens

4, COMBINATION NRT:

* Nicotine patch
Dose: 21 mg/day x 4-6 wks - 14 mg/day x 2 wks > 7 mg/day x 2 wks

PLUS

+ Nicotine gum or lozenge (2 mg/4 mg; based on TTFC)
Dose: Use 1 piece q 1-2 hours as needed
OR
» Nicotine inhaler (10 mg cartridge; delivers 4 mg nicotine vapor)
Dose: Use 1 cartridge q 1-2 hours as needed
OR
+ Nicotine nasal spray (0.5 mg/spray)
Dose: Use 1 spray in each nostril g 1-2 hours as needed




é IDENTIFY KEY ISSUES to é ADHERENCE IS KEY to

&g STREAMLINE PRODUCT SELECTION* s ame QUITTING
= Do you prefer a prescription or non-prescription . . .
medication? = Promote adherence with prescribed regimens.
. = Daily use (use according to dosing schedule, NOT as needed)
= Would it be a challenge for you to take a « Full duration of treatment regimen
medication frequently throughout the day, e.g., a
minimum of 9 times? = Use according to dosing schedule, NOT as needed.
« With the exception of the nicotine patch, all NRT formulations
require frequent dosing throughout the day. = Consider telling the patient:
« If patient is unable to adhere to the recommended dosing, “ . L
. » “When you use a cessation product it is important to read all
mesew’?ﬁog:fégm\'ibe fuled out as monotherapy because the directions thoroughly before using the product. The
ey : products work best in alleviating withdrawal symptoms when
Asking these two questions will significantly reduce the time required for product selection. used correctly, and according to the recommended dosing
* Product-specfic screening, or warnings/precaulions/contraindicalio | g schedule.
@ COMPARATIVE DAILY COSTS f-éf
iz Of PHARMACOTHERAPY iz SUMMARY
= To maximize success, interventions should include counseling
Awerage $/pack of cigareties in the US, $8.30 and one or more medications

Clinicians should encourage the use of effective medications by
all patients attempting to quit smoking
= Exceptions include medical contraindications or use in specific
populations for which there is insufficient evidence of effectiveness
First-line medications that reliably increase long-term smoking
cessation rates include:

$/day

= Bupropion SR
Gum Lomange Patch | Nasalspray] _ Inhaler Bupg?;o.. Vareniciing . Nmotnfe replacement therapy (gum, lozenge, patch, nasal spray, inhaler)
Wirade | $549 saz3 349 875 1495 s8.25 $15.50 | = Varenicline
SGeneric] _$1.00 333 152 3258 = Varenicline and combination NRT approaches demonstrate th-

highest level of efficacy

2 SPEAKER CONTACT
iz INFORMATION

Karen Hudmon, DrPH, MS, RPh
Professor of Pharmacy Practice
Purdue College of Pharmacy

and

Professor of Clinical Pharmacy
UCSF School of Pharmacy

khudmon@purdue.edu
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APPENDIX J: IN-CLASS PRESENTATION SLIDES

Tobacco
Cessation

Jillian Doan
NDSU DNP Student

@

Review key
tobacco cessation
points from RX for
Change modules

Objectives

Review coding and
billing for tobacco
tobacco cessation how they relate to

tobacco cessation

© 0 O

Practice utilizing
motivational
interviewing in
patient scenarios



In 2019:
23.4% of adults in N.D. used tobacco
products

* 17% smoked cigarettes
* 19.7 % of adults in the U.S. used tobacco
products

* 14% smoked cigarettes
ND youth (grade 9-12): 35% used tobacco
products

* 33% used e-cigarettes

* 52% had tried an e—cigarette

What is the
problem?

(CDC, n.d.a; North Dakota Department of Health 2021b).

Speaker notes: In 2019 almost 20% of U.S. adults used any tobacco product, with 14% using
cigarettes. North Dakota, like most health statistics, ranks worse than the national average, with
23.4% of the adult population using some form of tobacco in 2019 That is almost 1 in 4 that are

still using some form of tobacco. 35.5% of N.D.’s high schoolers used some form of tobacco
with e-cigarettes being the most common form at 33.1%. over half of N.D.’s high schoolers had

tried e-cigarettes.

(U.S. Department of Health and Human Services, 2020}

Cancers Chronic Diseases

Stroke

Blindness, cataracts,

Oropharynx
Larynx

Esophagus

achea, branchus, and lung

| U ! sea
Acute myeloid leukemia 4 ctive pulmonary disea

3

ol e 2
i gl

ver respiratory effects
Stomach

Liver*

Pancreas Reproductive effects in women

X\

Kidner (including reduced fertility)
idne

and ureter [ Hip fractures
Cervix |
Ectopic pregnancy®
Bladkder

Male sexual function-erectile dy
Colorectal® Rheumatoid arthritis*
Immune function®

Overall diminished health

Figure 1. Health effects of smoking. (CDC, 2021)

Speaker notes: Tobacco use is the leading cause of preventable death in the United States with
about 1 in 5 deaths due to smoking or secondhand smoke. Smoking causes much more than just
lung cancer. Most people are aware of the harmful effects of tobacco, including cardiovascular
disease, lung cancer, and lung disease. However, tobacco use has also been linked to a multitude

of diseases including endocrine disorders, rheumatologic disease, eye disease, reproductive

disorders, and 12

different types of cancer. The bold text shows health problems that were

recently discovered and added to the surgeon general report that have been linked to tobacco use.
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Why should | care?

68% of the
smoking
population wanted

55% of people who
smoke attempted
cessationin 2018

31% used
evidence-based
cessation
treatments

to quit

70% visit a primary
care provider
annually

56% received
advice to quit

7.4% were
successful

(CDC, n.d; Creamer etal,, 2019; Kruger et al., 2016; Rojewski et al,, 2019)

Speaker notes: Fortunately, in 2015, over two-thirds (68%) of the smoking population wanted to
stop smoking and, and over half of the people who smoke of people attempted to quit.
Unfortunately, only 31.2% of those who tried to quit used evidenced-based cessation treatments,
and only 7.4% were successful in cessation. Although 70% of people who smoke visit a primary
care provider annually, only 56% of those adults received advice to quit in 2015. Perceived
barriers from providers in primary care for tobacco cessation include, perceived lack of time,
lack of knowledge on how to assist in tobacco cessation, concern about stigmatizing patients,
inadequate institutional support, and confusing insurance cessation coverage. [ hope the modules
and this presentation help to provide you with some tools and knowledge today to overcome
these perceived barriers. The lack of knowledge on how to assist in tobacco cessation is huge
factor in providers addressing tobacco use with their patient- it is similar to alcohol misuse-
many providers are not comfortable or confident in how to address these addictions and this
leads to simply not addressing tobacco use.
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How can |
help?

Speaker notes: Now that you guys have completed the Rx for change modules- Hopefully, you
feel a little more confident in answering this question of how you can help patients successfully
quit. For starters, t was found that patients who smoke trust and respect providers more when
they address their tobacco use and are more satisfied when the provider discusses cessation.
Even brief advice (<3 minutes) has shown to improve cessation rates and is highly cost effective
(USDHHS, 2020). It is essential that primary care providers adequately address tobacco use and
counsel patients with the best evidenced-based cessation strategies.

Using the 5 A’s with motivational interviewing you can collaborate with patients to help create
an individualized plan to help assist patients in their cessation journey (USDHHS, 2020).

Health improvements that take place after

quitting smoking, by time required

lThe Effects of Quitting Smoking

@®e statista %

(WHO, 2021)

Speaker notes: I think this is a great perspective for us to review and especially for patients to
visualize. Many people have smoked for so long they believe the damage is done and there is no
benefit to quitting. For example, within just 1 year of cessation- the risk of CHD is about half
that of a smoker.
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Nicotine addiction cycle -

Nicotine
absorption

Arousal
Mood modulation
Pleasure

Drug
abstinence
produces
withdrawal
symptoms

Craving for
nicotine to
self-medicate
withdrawal
symptoms

Tolerance and
physical dependence

(University of North Caroline School of Family Medicine [UNC], 2019)

Speaker notes: There are numerous reasons that one decides to use tobacco, but there are three
reasons in particular that contribute to continue tobacco use once initiated and that make
cessation difficult: 1. Tolerance and dependence 2. Withdrawal 3. Cue-induced craving

Understanding and reviewing the nicotine addiction cycle is crucial in understanding how
to treat tobacco use. Nicotine when absorbed binds to nicotinic receptors in the brain and once
bound, three key neurotransmitters are released: dopamine, serotonin, and norepinephrine.
Dopamine induces feelings of euphoria and pleasure. Stimulated nicotinic receptors become
desensitized and upregulated which is experienced in the tobacco user as tolerance. The tobacco
user will need large amount of nicotine to produce those 3 neurotransmitters. With continued
high levels of neurotransmitters, one develops dependence on nicotine. When serum nicotine
levels drop, one will likely experience withdrawal symptoms that includes: irritability, anxiety,
cravings to use tobacco, difficulty concentrating, increased appetite, restlessness, depressed
mood, and insomnia. These withdraw symptoms are primarily related to low levels of the
neurotransmitters. In the toolkit- there is a withdrawal symptom information sheet that is helpful
for providers and also helpful to give to patients. This helps to empower patients to know why
they are feeling this way. It shows the withdrawal symptom, the cause of this symptom, how
long it will likely last, and how to relieve it.

The 3™ reason cessation is difficult to treat. Cue induced cravings occur in tobacco users
when someone is presented with a signal that they associate with tobacco use. The signals can
anything — such as the smell of a cigarette. These cues can trigger a tobacco craving due to a
relative decline in dopamine release. These cravings typically last only 3 - 5 minutes.

Nicotine replacement therapy (NRT) is useful in decreasing the intensity and frequency
of nicotine withdrawal. If a patient decides not to use NRT -withdrawal symptoms are much
stronger but will typically resolve within 2 - 3 weeks on their own. Cue induced cravings can be
minimized and managed with pharmacological and psychosocial tools. Varenicline and
bupropion are medications used to reduce urges to smoke and NRT can be used to reduce the
intensity of the tobacco craving.
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£%.  TOBACCO DEPENDENCE:
diame A 2-PART PROBLEM

Tobacco Dependence
Physiological ORI Behavioral |
The addiction to nicotine The habit of using tobacco
11‘nmm lfrnlm-nt
Medications for cessation Behavior change program

Treatment should address the physiological
and the behavioral aspects of dependence.

(Patnode et al,, 2015; University of California Regents, n.d.)

Speaker Notes: Tobacco dependence is a chronic condition that requires a two-prong approach
for treatment to be effective. As it is shown on the diagram here —there is a physiological aspect
and a behavioral aspect. Studies show when you combine the behavioral aspect and
pharmacotherapy/physiologic aspect in treating tobacco use —cessation rates increase by 82%
when compared to the usual care and minimal intervention (Patnode et al., 2015). Treating
nicotine withdrawal with medications helps with the physiologic aspect of tobacco dependence
(University of California Regents, n.d.) Additionally, helping patients recognize/overcome
cues/cravings for tobacco helps to treat the behavioral aspect of tobacco dependence. Both the
physiologic and behavioral aspects need to be addressed to adequately treat tobacco dependence.
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Nicotine Gum/Lozenge Nicotine patch
Available: 21 mg, 14 mg, 7 mg (OTC)

Available: 2 mg, 4 mg; various flavors (OTC) Pros:

Pros: ) ~ Once-daily dosing
- Oral S_”bs"‘“‘e for tobac.co ~ Can use in combination with other agents; delivers
- Cantitrate to manage withdrawal symptoms consistent nicotine levels over 24 hours
~ Might delay weight gain ~ Of all nicotine replacement products, use is least
~ Used in combination with other agents to manage obvious
situational urges ~ Relatively inexpensive (generic formulation)
~ Relatively inexpensive (generic formulations)
Cons: Cons:

~ Cannotbe titrated to acutely manage withdrawal
symptoms

~ Not recommended for use with dermatologic
conditions

~ Frequent dosing (short-acting) = risk for poor
adherence

~ Gastrointestinal side effects might be bothersome

~ Dental work/jaw issues (gum only)

~ Proper chewing technique is necessary (gum only) (UNC, 2019)

Speaker notes: Nicotine replacement therapy:
Nicotine replacement patch is the long acting form.
- provides a continuous level of serum nicotine
- nicotine levels lower than when you smoke cigarettes
- this low serum level help with prevent nicotine withdrawal symptoms.
Short acting nicotine replacement- Gum/lozenge (nasal spray or inhaler)
-help with cravings/urges that tobacco users experience.
The biggest key factor that in using these medications is getting the correct dose. The correct
dose is so important. Since these are OTC, many patients try to dose these on their own, but the
dose is often not correct.
2 things you need to know when prescribing or recommending NRT to determine dose
1. How many cigarettes a day do you smoke (doses the patch)
2. How quickly do you smoke your first cigarette after waking up in the morning (doses the
gum)
With both of these forms of nicotine replacement therapy, it is important to individualize the
plan.
Proper use- gum/lozenge every 1-2 hours initially while awake. That is very frequent. The
frequency helps to get that spike of nicotine and spike of dopamine that they are used to getting
with cigarettes.
1. Can take up to 30 minutes to reach peak nicotine concentration in brain- cravings
last about 5 minutes- so if you have a craving- and pop in a lozenge- it is likely
too late to take effect. —talk with patients about this- if they know driving is a
trigger- start chewing on some gum about 20-30 minutes before getting into the
car.
2. Individualize the plan- Follow up is important as you will likely be titrating these
medications. This is why it is so important to understand the nicotine withdrawal
and cravings and be able to help teach your patients.
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Chew
slowly

Chew again Stop chewing when
when the taste you notice a peppery
or tingle fades taste or tingle

Park between
cheek & gum

(University of California Regents, n.d.)

Speaker notes: Nicotine gum: Directions for use.

Nicotine gum is not like ordinary chewing gum. It is a specially formulated nicotine delivery
system that must be chewed properly for optimal results. When chewed like ordinary gum,
nicotine will be released rapidly leading to adverse effects including hiccups, heartburn, or
gastric upset

» Chew each piece of gum very slowly several times.

» Stop chewing at the first sign of peppery taste or slight tingling sensation in the
mouth.

* “Park” the gum between the cheek and gum to allow absorption of nicotine across
the buccal mucosa (mouth lining).

*  When the taste or tingling dissipates (generally about 1-2 minutes), slowly
resume chewing.

*  When the taste or tingling returns, stop chewing and park the gum in a different
place in the mouth. Parking the gum in different areas of the mouth will decrease
the incidence of mucosal irritation.

* The chew/park steps should be repeated until most of the nicotine is gone. At this
point, the taste or tingling does not return. On average, each piece of gum lasts 30
minutes.

130



Combination Nicotine replacement therapy

Combination NRT [first-line, recommended treatment approach)
* Long-acting formulation (patch)
= Produces relatively constant levels of nicotine
PLUS
* Short-acting formulation (gum, inhaler, lozenge, nasal spray)

= Allows for acute dose titration as needed for nicotine withdrawal
symptoms

* Combination NRT increases dosing flexibility and overall plasma nicotine
concentration

(University of California Regents, n.d.)

Speaker Notes: Combination nicotine replacement therapy is combining a long acting
form (ie the nicotine patch) with a short acting form (ie nicotine the gum or lozenge) and it treats
both nicotine withdrawal and cravings. It is highly effective. A Cochrane review of 63 studies
compared single NRT with combination NRT therapy and it found that tobacco users are 15-36%
more likely to be successful in quitting (Lindson et al., 2019).

Available: 0.5 mg and 1.0 mg tablets (Rx) Available: 150 mg tablets (Rx)

Pros: Pros:

— Twice-daily oral dosing — Twice-daily oral dosing

— Offers a different mechanism of action than other ~ Might be beneficial in patients with depression
options ~ Can use in combination with NRT

— Most effective agent for cessation when used as — Relatively inexpensive (generic formulations)
monotherapy

Cons:
ons: — Seizure risk is increased
~ Nausea (28%): take after eating and with a full glass of — Several contraindications and precautions / more
water X extensive screening
= Insomnia/sleep disturbances — Patients must be monitored for potential
— Patients must be monitored for potential neuropsychiatric symptoms
neuropsychiatric symptoms
~ Cost of treatment (no generic available)

Bupropion SR is initiated 1
Varenicline is initiated 1 to 2 weeks before the quit
week before the quit date.
date.

(UNC, 2019)

Speaker Notes: Varenicline binds to the nicotinic receptor. The nicotinic receptor releases
dopamine, serotonin, and norepinephrine. When varenicline is bound to the receptor, nicotine
products cannot bind to it. This mechanism is actually making cigarettes less enjoyable for the
user. It also acts as a partial agonist, meaning it releases some of the neuro transmitters to
decrease withdrawal and cravings. Bupropion SR is an anti-depressant (Wellbutrin)
norepinephrine- dopamine reuptake inhibitor It blocks the effects of nicotine, alleviates
withdrawal symptoms, and reduces depressed mood. It is contraindicated in those with a seizure
disorder.

Both Varenicline and Bupropion are long acting drugs that help treat nicotine withdrawal.
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The effect of medication on withdrawal symptoms and urges

FYSS
L = %h—l\\l I \lii l

Adequate doses of medications can reduce the intensity and frequency of withdrawal symptoms
(yeliow) and urges (red lines)

Long-acting medications (green) - nicotine patch, bupropion or Varenicline - provide sustained
reliel. Short.acting replacement products (viokt) ~ gum, lazenge, inhaler - help with the
stronger urges or symptoms that aren't controlied by the long-acting medications.

(UNC, 2019)

Speaker Notes: Visual that shows the effect of different medications on withdrawal
symptoms/urges.
-Yellow represents withdrawal symptoms that a patient will experience.
-Red lines represent urges.
-Long-acting medications, like the nicotine patch, bupropion, or varenicline are represented
by the green.
Short-acting products like the nicotine gum/lozenges are represented by the purple and help with
the stronger urges that the long-acting medications cannot control.

Standard of ,.
care > TREATMENT OPTIONS

Multiple Treatment Comparison Meta-Analysis
Comparison Odds ratio (95% CI)
Nicotine gum vs Placebo 1.7 (1.5-1.9)

* Varenicline Bupropion SR vs Placebo 1.9 (1.6-2.1)

Nicotine patch vs Placebo 1.9 (1.7-2.1)
OR Other NRT* vs Placebo 2.0 (1.8-2.4)
Varenicline vs Placebo 2.9 (2.4-3.5)

+ Combination Combination NRT vs Placebo 2.7 (2.1-3.7)
NRT *Includes nicotine nasal spray, lozenge, and inhaler

Strong evidence that varenicline and combination NRT are more effect
than bupropion SR or NRT monotherapy

Speaker Notes: Here is a summary of the results of a meta-analyses for monotherapy and
combination NRT versus placebo. While all of the approaches show the odds of quitting that are
higher than placebo, there is strong evidence that combination NRT and varenicline are the most
effective. Although patient preference is a key factor for regimen selection, these higher odds
ratios are clinically significant. The increased efficacy of combo NRT and varenicline should be
considered when providing guidance to patients who are attempting to quit.
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/2, TOBACCO DEPENDENCE:
Aiam A 2-PART PROBLEM

Tobacco Dependence
Physiological - Behavioral

The addiction to nicotine The habit of using tobacco

1"-"-« 1-....m

for Beh: change program

Treatment should address the physiological
and the behavioral aspects of dependence.

(University of California Regents, n.d.)

Speaker Notes: Again, this is the visual of tobacco dependence requiring a two-prong approach.
We have discussed the physiologic aspect. The next section will review the behavioral aspect of
tobacco dependence.

Behavioral Aspect of Cessation

Motivational Interviewing

5A's

Tobacco use as a chronic, relapsing disorder
Cognitive behavioral therapy and mindfulness
Individual or group therapy

Quitlines- 1.38 times more likely to quit

(USPSTF, 2021; University of California Regents, n.d.; Stead et al,, 2017; Stead et al., 2016; Matkin et al., 2019)

Speaker Notes: The behavioral aspect of cessation is very complex. Motivation interviewing is
often used in tobacco use treatment. It involves asking open ended questions, affirming,
reflective listening, summarizing. Utilizing the 5 A’s is used to ask about tobacco use, advise to
quit, assess readiness to quit, assist with quitting, and arrange follow up (USPSTF, 2021). It is
important to view tobacco use as a chronic, relapsing disorder and remember that often, people
will have a number of quit attempts. In your toolkit there is a section titled Coping with Quitting:
Cognitive and Behavioral strategies. This is a great handout for patients. The handout explores
different strategies to use such as distractive thinking, positive self talk, tips on dealing with
stress, alcohol, and being around other tobacco users (University of California Regents, n.d.).
CBT and mindfulness both have been shown to be effective in treating tobacco use (University
of California Regents, n.d.). Individual and group therapy have been found to be effective as
stand-alone therapy for tobacco cessation but are more effective when used in combination with
medications. (Stead et al., 2017; Stead et al., 2016) Quitlines are proactive counseling via the
phone/web. A Cochrane review showed those who utilized quitlines were 1.38 time more likely
to quit than if they were just given self help materials to review (Matkin et al., 2019).
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Patient
Scenarios

Speaker Notes: Virtual Patients were utilized through the RxForChange website that give
feedback on responses chosen.

OO Tobacco Cessation
Reimbursement

ICD 10 Codes — see toolkit
¢ Nicotine dependence F17.20

CPT Codes
* 99406 and 99407

(UNC, 2019)

Speaker Notes: Since reimbursement for tobacco treatment can be seen as a barrier to providers,
it is important to know how to code services to be appropriately compensated. The Affordable
Care Act (ACA) requires insurers to cover tobacco treatment use and dependence. The ACA
requires insurers to cover services that fall under grade A or B recommendations by the USPTF
and both tobacco treatment counseling and medication meet these requirements (Kaiser Family
Foundation, 2015). Preventative counseling current procedural terminology (CPT) codes 99406
and 99407 are smoking and tobacco cessation counseling codes . 99406- counseling lasting
between 3 - 10 minutes and 99407- counseling greater than 10 minutes. A diagnostic code of
nicotine dependence, F17.20, must also be included in the billing. The preventative counseling
codes, 99406 and 99407, can be billed along with an evaluation and management (E/M) code
such as 99213 and 99214 (UNC, 2019).
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North Dakota specific resources

* NDQuits
* Phone or web program that provides
free tobacco cessation counseling

* Free NRT to those who are uninsured
or underinsured

* Underinsured=cessation
medications not covered

(North Dakota Department of Health, 2021a)

Speaker Notes: ND quits is a free program that provides tobacco cessation counseling via the
phone or online to north Dakota residents. NDQuits did a survey of 434 people who utilized
NDQuits within the last year and 31% of them did not have tobacco within the last month

Also, NDQuits has funding that will cover NRT for those in the program AND those who are
uninsured or underinsured. NRT is OTC, so many insurances will not cover it. NDQuits can help
patients get OTC NRT covered or for free. Certified Tobacco Treatment Specialists (TTS): there
are about 175 TTS in ND from all different disciplines (inpatient/outpatient providers,
pharmacists, nurses, respiratory therapists, behavioral health). All can make recommendations
for medications and help with counseling. ND Medicaid- covers all 7 forms of FDA approved

cessation medications.

OO

* ~175 Tobacco Treatment Specialists

in ND in various health systems

* ND Medicaid covers all 7 forms of FDA

approved cessation medications

* Ensure that they are not on just a
short acting NRT

RX FOR CHANGE E-
CIGARETTE VIDEO

Speaker Notes: E-cigarette video from RxForChange shown next
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Electronic cigarettes

Not FDA-approved for smoking cessation

USPSTF and the 2020 US Surgeon General Report do NOT
recommend for smoking cessation

NO clinical practice guidelines that recommend use for smoking
cessation

Dual use: 36.9 % of adults who smoke e-cigarettes also smoke
combustible cigarettes

(Goniewicz et al., 2018)

Speaker Notes: E-cigarettes are currently not an FDA-approved smoking cessation aid.

Both the current USPSTF guidelines and the 2020 U.S. Surgeon General’s Report on Smoking
Cessation do not recommend the use of e-cigarettes for smoking cessation (USPSTF, 2021). Due
to lack of regulation, and the uncertainty of the long-term effects of e-cigarettes, there are
currently no clinical practice guidelines that recommend e-cigarette use for smoking. Although,
e-cigarettes may be less harmful than combustible cigarettes, e-cigarettes are marketed to new
users, youth. As described previously, youth e-cigarette use rates are high and the USPSTF
(2021) does not recommend the use of e-cigarettes for tobacco cessation, including pregnant
persons. Dual use: Of adults who smoke e-cigarettes, 36.9% also smoke combustible cigarettes
and are known as dual users. The serum nicotine levels in dual users is significantly higher that
when used alone. Additionally- their risk of cardiovascular events is higher in dual users than in
those who only use combustible cigarettes Goniewicz et al., 2018).
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Youth resources

NO FDA approved cessation medications for youth or
pregnant women

My Life My Quit

Truth Initiative

(USPSTF, 2021; K. Backer, personal communication, September 23, 2021)

Speaker Notes: Unfortunately, there are no FDA approved cessation medications for youth or
pregnant women (USPSTF, 2021). We need to be asking youth about their nicotine use at every
visit as well. And to clarify that you are asking about e-cigarettes, JULs, pods systems, mods.
My life my quit (ND Quits) teens can text a number and get a coach to use motivational
interviewing and cognitive-behavioral techniques to help teens

* Develop a quit plan.

* Identify triggers for tobacco use.

* Practice refusal skills.

* Obtain ongoing support for changing behaviors.

Teens who participate in the program receive:

* Five, one-on-one coaching sessions usually scheduled every 7-10 days

* provides education materials designed for teens, with input from teens.

This is all done by phone, by text message or by online chat
Truth initiative is a very similar platform to my life my quit - they also address opioid use. ND is
thinking of partnering with Truth initiative instead of My life my quit in the future. Both are free
right now and both are effective.
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APPENDIX K: TOBACCO CESSATION TOOLKIT

Tobacco Cessation Toolkit

5 A’s Tobacco Cessation Counseling Guide Sheet........................... 1
Cognitive and Behavioral Strategies to Cope with Quitting.................. 2
Withdraw Symptom Information Sheet.............coooiiiiiiiiiiin i, 3
Fagerstrom Test for Nicotine Dependence..............ccooiiiiiiiiiiiiiiiiinnn. 4
N0 D0 1 1 S P 5
Billing and Coding for Tobacco Cessation in Primary Care.................. 7
Pharmacologic Product Guide........... ..o attached
Drug Interactions with Tobacco Smoke..............cccoooiiiiiiiiin attached
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Tobacco Cessation Counseling Guide

STEP One: ASK about Tobacco Use
2 Suggested Dialogue
+ (Do you ewver smoke or use ather bypes of tabaom or micotine, such as e-Cigarethes?
— 1 Eake fime to talk with &l of my patienis about tobacod use—becaus: it's mportant,

+ Condition X often is caused or worsened by svposure 8o bobson smoks. Do you, or
doss sampane in your houssheld smoke?

¥ Medication ¥ often is used far canditions linked with or caused by smoking, Do you,
ar does somesane i your household smoke®

STEP Two: ADVISE to Quit

= Suggested Dialogue
Dusitting &5 thet most impartant thing you can do bo protect your healkh now and in
the future. 1 have training bo help my patients quit, and when vou are ready [ sould
be more than happy to work with you to design 2 trestment plan.

~ Prior ba imparting advics, orsider asking the patient for permission o da so - e.9.,
"My 1 bl you wity this caonoerns me? [then elborate on patiert-spedic concsms)

STEP Three: ASSESS Readiness to Quit
= Suggested Dialogue

For cumrent wbaocs users: What are your Thoughts about cuilting?  Might yau
ConsidiT QUithng sometime in the nest mantn?

| Does the patient now use tobacoo? ]

|ves no |
Is the patient now ready Did the patient once use
to quit? tobacco?
l NG YFEJ ]'r‘FS hr:}l
Enhance: motivation Provide freyent Ercourpge
and 5 A’s intendention relapse® contirued
Discuss tha 5 R's: of [in absence of abstinence

Redpyvance, RiEsks,
Rewards, Roadblocks,
Repetition

* Helepse prevertion imberventions are rot necessary iF patient has: not wsed ebacn for many yeans
and is not 2t risk for re-initiation.

time or expertise)
Ask-Advise-Refer

Fiore: MC, Jadn CR, Bakir TH, o1 al Besting Tdaons L and’ Sopanienne: X008 S Cirical Practios
Ggideline. Aociodlle, MO LS. Desartment of Fealth and Heman Serdices, Fulblc Mealth Sereice, Moy 2008

STEP Four: ASSIST with Quitting -

+ Assess Tobacco Use History

* Current uses bype(s) of tobacco, amount, time to first cgarette -..;:(
. e
= Past use: o
Duration of Twhaccs use A dorr Shange

— Recent changes in levels of use
= Past quit athermgRs:
Number of attempts, date of most recent attempt, cueation
= Methods wsed previcushy—What dicl or dedn't work? Why or why not?
— Prior medication sdminktration, doss, sdhemrence, durstion of trestment
Reasors for relapse
+ Discuss Key [sswes (17 the upcaming of oument qui attempt)
= Reasong/metiation for wanting ba quit {or awoid relapse)
» Canfidence in absly to guit {or avold relapse)
= Triggers for inhacon use
= Routines and sitvabions assocabed with tofacor use
+ Stresserelated babaooo wse
# Canmerns about wesight gain
= Congems aboit wihdrawal symgioms
+ Facilitate Quitting Process
= Dincuss methods Tor quitting: pros and oons of the: cifferent methads
* St g cuit date: ideally, less than 2 wesks away
= Recommens Tobaoon Use Log
* Discuss coping skrabegies (cognitive, behavicral)
# Dimcuss withcrawal sympboms
# Dimcuss concept of “slip™ versus relapss
= Provice medcation counseing: adherende, proper use, with demanstration
= Offer to assist throughout the quit attempt
+ Evaluate the Quit Attempt (at follow-un)
= Sates of abtempt and engagement: in quithing program; “sligs™ and relagse

= Mipgication complianoe, extenk o which nicoline withdraveal is being aliaviabed
with currer® regimen, and plans for dEoontinuation of madication(s)

STEP Five: ARRANGE Follow-up Counseling

+ Monitor patients” progress thecughout the quit atempt, Foliow:up contact should
aoour during the first wesk sfter quitting. & seoond follow-un contact is
recomrnended in the first manth. Additicnal corfads shauld be soheduled as
reeed. Coirseling contacts can oocur face-to-face, by telephons, oF by e-mai
Eewp patient progness notes

+ Address temptations and triggers; dsouss strabegies o prevent relapse,

+ Congratulste patients for sucres= and reinforce need far conbinues support.

E
¢
=
5
Q
2
=
)
=
8
&
£
;
:
3
|—

GovprigHl 1IR30 The Hegerds of B Usiverslly o Galiforsa, 81 g sosrved
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R for Change

COPING WITH QUITTING:
COGNITIVE AND BEHAVIORAL STRATEGIES

COGNITIVE STRATEGIES focus on retraining the way a patient thinks. Often, patients will deliberate on the fact that
they are thinking about a cigarette, and this leads to relapse. Patients must recognize that thinking about a

cigarette doesn’'t mean they need to have ane.

REVIEW COMBMITMENT TO QUNT

Each marning, say, “l am proud that | made it through another day without tobaceo!” Remind
oneself that cravings and temptatiens are temporary and will pass. Announce, either silently
or aloud, "l am a nonsmoker, and the temptation will pass.”

DISTRACTIVE THIMKING

Use deliberate, immediate refocusing of thinking toward other thaughts when cued by
thoughts about tobacoo use.

POSITIVE SELF-TALKS, PEF TALKS

Say, "l can do this,” and remind oneself of previous difficult situations in which tobacee use
was avaided,

RELAXATION THROUGH IMAGERY

Center mind toward positive, relaxing thoughts.

MENTAL REHEARSAL, VISUALIZATION

Prepare for situations that might arise by envisioning how best to handle them. For example,
envision what would happen if offered a cigarette by a friend —mentally craft and rehearse a
response, and perhaps even practice it by saying it aloud,

BEHAVIORAL STRATESIES involve specific actions to reduce risk for relapse. These strategies should be considered
prior to quitting, after determining patient-specific triggers and routines or situations associated with tobacco
use, Below are strategies for several of the maore common cues or causes for relapse.

STRESS Anticipate upeoming challenges at work, at schaol, or in personal life. Develop a substitute
plan for tobacco use during times of stress (e.g., use deep breathing, take a break or leave the
situation, call a supportve friend or family member, use nicotine replacement therapyl.

ALCOHOL Drinking olcohal can lead to relepse. Consider limiting or abstaining from akeehol during the

carly stages of guitting.

OTHER TOBACCO USERS

ORAL SRATIFICATION NEEDS

Quitting 15 more difficult If the patient is oround other tobaeco users, This s especially difficult
if anather toboceo user s in the househedd, During the early stages of quitting, limit prolonged
contact with individuals who are using tobaceo. Ask co-workers, friends, and housemates not
to smoke or use tabacoo in your presence.

Hawve nontobacee oral substitutes [e.g., gum, sugarless candy, straws, toothpicks, lip balm,
toothbrush, nicotine replacement therapy, bottled water) readily available.

AUTOMATIC SMOKING ROUTINES

Anticipate routines associated with tobacco use and develop an alternative plan. Examples:
MormiNG coFFeE: change marning routine, take shower befare drinking coffee, drink tea instead
of coffee, take a brisk walk shortly after awakening.

WHILE orRIvING: remaove all tobacco from car, have ear interier detailed, listen to an audic boak
or talk radio, use oral substitutes.

WHILE oM THE PHONE: stand while talking, limit call duration, change phane locatien, keep hands
oecupied by doodling ar sketching.

WHILE WATCHING TV: sit in a different chair, rearrange furniture, consider watching in a different
roorm, keep hands busy by squeezing a stress ball,

ArTer neals: get up and immediately do dishes or take a brisk walk after eating, brush teeth,
call suppartive friend.

POST-CESSATION WEIGHT GAIN

Do not attempt to modify multiple behaviars at one time., If weight gain s a barrier to quitting,
engage in regular physical activity and adhere to a healthful diet {as opposed to strict dieting).
Carefully plan and prepare meals, increase fruit and water intake to create a feeling of
fullness, and chew sugarless gum or eat sugarless candies. Censider use of pharmacotherapy
shawn to delay weight gain.

CRAVINGS FOR TOBACCO

Cravings for tabacco are temporary and usually pass within 510 minutes. Handle cravings
through distractive thinking, take a break, do something else, take deep breaths.
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R for Lhange WITHDRAWAL SYMPTOMS INFORMATION SHEET

Quitting tobacco use brings about a variety of physical and psychological withdrawal symptoms. For some people, coping with
withdrawal symptoms is like riding a roller coaster—there can be sharp turns, slow climbs, and unexpected plunges. Most
symptoms begin within the first 1 to 2 days, peak within the first week, and subside within 2 to 4 weeks. Report new
symptoms to your health-care provider, especially if severe, Consider the impact of recent medication changes and your
caffeine intake.

SympTOM CAUSE DURATION RELIEF

Chest tightness Tightress is likely due to tension A few days = Use relaxation technigues
created by the body’s need for = Trydeep breathing
nicotine or may be caused by sare = Use of a nicotine medication might help
muscles from coughing.

Constipation, Intestinal movement decreases 1-2 weeks = Drink plenty of fluids

stomach pain, gas for a brief period. = Add fruits, vegetables, and whole-grain

cereals to diet

Cough, dry throat, The body is getting rid of mucus, A few days = Drink plenty of fluids

nasal drip which has blocked airways and = Avoid additional stress during first few
restricted breathing, weeks

Craving for a Nicotine is a strongly addictive Frequent for = Wait out the urge, which lasts only a few

cigarette drug, and withdrawal causes 2-3 days; minutes
cravings. can happen = Distract yourself

formonthsor o Eyercise (take walks)
years = Use of a nicotine medication might help

Depressed mood It is normal to feel sad for a period 1-2 weeks = Increase pleasurable activities
of time after you first quit = Talk with your clinician about changes in
smoking. Many pecple have a your mood when quitting
strong urge to smaoke when they = Getextra support from friends and family
feel depressed.

Difficulty The body needs time to adjust to A few weeks = Plan workload accordingly

concentrating not having constant stimulation = Avoid additional stress during first few
from nicotine. weeks

Dizziness The body is getting extra oxygen. 1-2 days = Use extra caution

= Change positions slowly
Fatigue Nicotine is a stimulant. 2-4 weeks = Take naps
= Do not push yourself
= |se of a nicotine medication might help

Hunger Cravings for a cigarette can be Up to several = Drink water or low-calorie liguids
confused with hunger pangs; weeks = Be prepared with low-calorie snacks
sensation may result from oral
cravings or the desire for
something in the mouth.

Insomnia Nicotine affects brain wave 1 week = Reduce caffeine intake by about half (and
function and influences sleep none after lunchtime, to improve sleep),
patterns; coughing and dreams because its effects will increase with
about smoking are common. quitting smoking

= |se relaxation technigues

Irritability The body’s craving for nicotine 2-4 weeks = Take walks

can produce irritability. = Try hot baths
= Use relaxation technigues
Adapted from materials from the National Cancer Institute.

Copyright £ 1539-2021 The Regents of the Unwersity of Califernia. all rights reserved,
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& tor chenge FAGERSTROM TEST FOR NICOTINE DEPENDENCE (ADULTS)

1. How soon after you wake up do you smoke your first cigarette? Score
O Within 5 minutes...
e 1 T
D0 3150 MMUMULES «oiuirermimiaisieresmsscasasas shssss s s e sm s e84 121848 E 815 SRR e 8 b1 e 1
D0 AEEI BO MUIMULES 1.ooeeeeiisiermimis s es s st b s e sm s e et a1t R0t s b1 e 0

2. Do you find it difficult to refrain from smoking in the places where it is forbidden (e.g., in church,
at the library, in cinema)?

N OO RR |
N OO TOR

3. Which cigarette would you hate most to give up?

[ The first ONe N tHE MIOIMINE 1o ieeerr oo rersrimreiers s s ers femssern eresrera s tes e va s tem e va et em b vees em b endvane 1

I YV 4T PP UT T UO PP 0
4. How many cigarettes/day do you smoke?

[d 10 OF 55 coeeuremvarminiemeasesmin iessesmis iemsssmes sem s s essem s e en e e es e e 4n e R e 8 n 1 e e e R e e e e 1]

I e T T O SRR |

5. Do you smoke more frequently during the first hours after waking than during the rest of the
day?

oSO U PSPPSR |
d No...

6. Do you smake if you are so ill that you are in bed most of the day?

Total Score:

Heathertan TF, Kozlowski LT, Frecker RC, Fagerstrom K-0. The Fagerstrom Test for Nicotine Dependence: a revision of the Fagerstrom
Tolerance Questionnaire. Br ) Addict 1991;86:1119-1127.

Copyright £ 1959-2021 The Ragants o the University of California, All rights rasendad,

Score of:

1-2=low dependence 5-7= moderate dependence
3-4= low to moderate dependence 8+ = high dependence
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Utilizing NDQuits and ND Medicaid

The 2020 U5, Surgecn General Report (SGR) on Smoking Cessation states that cessation
miedications and behavioral counseling are severely underutilized.

The 3G/ reports that 40% of patients are not advised by healthcare providers to guit tabacco.

In Morth Dakota, that percentage is 49%.°

LACTAMD Bkt Tabaiog Sureey

ASK

Screen for tobaoco
USE - incCluding
waping and synthetic
nleatine - every
Visit, every tirme.

ADVISE

Tuirting (type of
fobgoos) is one of
the roast importand
g wou can do to
improve your
fealrh.’

REFER &
CONNECT

A proactive referra
reduces the bamier
for the patient to
conmnect vath
ceseation resources
+ Tobacco
Treatment
Specialist (TT3)
#Local Public
Health Unit

+ DUt

PRESCRIBE

Order cessation
medications,
imcluding cwear-the-
Counter rmeds
becayse the
miativation fo quit
changes. Having the
prescription assists
patients when they
are ready and
reduces the barrier
af raking another
appointment.
Insurances may
oover medications

Mancn 20

TOBACCO CESSATION COUNSELING COVERAGE EXPANDS TO
ALL ND MEDICAID MEMBERS

+ MWD Medicaid will now cover tobacoo cessation counseling for all members for
dates of services on of after January 1, 2022

+|f an MD Medicaid mervber has primarny health care coverage through another
payer, the prirmary payer must bea billed first.

+ Counseling must be provided face-to-face by or under the supervisson of a
physician or ather healkth care professional who is legally authorized to furnish
such services under state law and within their scope of practice and is enolled
as a ND Medicaid provides.

4+ CPT Code 99405 - and tobacco cessation counseling visit;
intermediate, greater than three minutes up to 10 minutes.

o CPT Code 99407 - Smoking and tobacco cessation counseling wisit;

ND QL.I I'l:E is & free phone and online cessation resounce.

+ Micotine replacement therapy (MRT) k= available to those who are uninsured or
underinsured. Underinsured is having insurance, but the MRT is not covered.

+ Specialized protocols for priority populations:
& Pregnancy Postpartum Program
& Armerican Indian Commercial Tobacco Program

& by Life by Quit is for those under age 18 and is an online, e-chat, and texting
program. Text or call 1-855-891-9589 or short code to text is 36072,

+ 1-800-QUIT-MOW or ndquits.healthond gov
+ 30-day quit rate for fiscal year 2021 was 32 8% The national benchmark ks 30%.

PHARMACOTHERAPY COVERED BY ND MEDICAID
+ Prowiders write prescriptions for cessation medications, including cver-the-counter
medications.

+ Patients receive the medications from their pharmacy. Patients must be compliant
with treatment.

= Varenicline and nicotine patch are allowed for 12 weeks every & months when
used consecutively®. Either medication is allowed with all other products.

= Varenicline treatrment can be extended to 24 weeks of continuous treatrment
if patient is abstinent and uses the medication consecutiveby ®

= Bupropion is allowed for 90 deys every & months when used consecutively® and
is allowed with all other products.

== Micotine gum, lozenge, inhaler, and spray are allowed for 90 days every &

months when wsed consecutively.* Any short-term medication must be
prescribed with nicotine patch, varenicline, or bupropion.
Mo delery in refils
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Tobacco and nicotine use assessment.

Have you used any of these products within the last 30 days? [30 days denoles current use)

0O Cigarettes 0 Smokeless or chewing tobacco "
O Cigar O Electronic nicotine devices O (donel)
O Pipe O Synthetic nicotine pouches

O Hookah (Check all that apply)

YES

Quitting [type of product] is one of the most important things you can do to improve your heaith..
...and reduce your stress, anxiety, and depression (behavioral heaith).
...and to control your blood sugars better (prediabetic or diabetic).
...and to reduce the need for your rescue medications (respiratory conditions).
...and reduce your biood pressure and heartrate (cardiac).
...and improve healing and pain management (surgical).

Are you willing to give quitting a try? NO Are you willing to cut down?

YES
(Consent) YES

We'll be here
to heip you
develop a Quit
Plan when
you're willing
fo try.
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Billing and Coding for Tobacco Cessation in Primary Care

Code Description
994086 Smoking and tobacco use cessation counseling visit intermediate, greater than
3 minutes up to 10 minutes
| 99407 Smoking and tobacco use cessation counseling visit intermediate, wll.t-lnlml
10 minutes

When billing for these services providers must use an ICD-10 FIT code ora Z code. Tha F codes are
used if the patient is dependent on tobacco. The £ codes are used if there is ngt dependence on
tobacco. The Z codes cannot be combined with an FIT code.

F CODES
ICD-10 Description: All with Nicotine Dependence

Diagnosis Code

F17.200% Product unspacified, uncomplicatecd

I F17.201* Product unspecified, in remission

'F17.203 Product unspecified, with withdrawal

'Fi7.208 Product unspecified, with other nicotine-induced disorders

' F17.209 Product unspacifiad, with unspecified nicotine-induced disordars

| F17.210* Cigarettes, uncomplicated

TFi7.211% Cigarettes, in remission

Fi7.213 Cigarettes, with withdrawal

Fi7.218 Cigarettes, with other nicotine-induced disorders

Fi7.219 Cigarettes, with unspecified nicotine-induced disorders
F17.220*% [ Chewing tobacco, uncomplicated

|FiT.221* Chewing tobacco, in remission

' F17.223 Chewing tobaocco, with withdrawal

I F17.228 Chewing tobacco, with other nicotine-induced disorders

I F17.229 Chewing tobacco, with unspecified nicotine-induced disorders
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F17.290* Other tobacco product, uncomplicated
F17.291* Other tobacco product, in remission
F17.293 Other tobacco product, with withdrawal
F17.298 Other tobacco product, with other nicotine-induced disorders
F17.299 Other tobacco product, with unspecified nicotine-induced disorders
ZCODES
ICD-10 Description: All with Nicotine Dependence
Diagnosis Code
Z57.31 Occupational exposure to environmental tobacco smoke
« May not be used with Z77.22 exposure to environmental smoke
Z77.22 Contact with and suspected exposure to environmental smoke
* May not be used with aFF17.2 tobacco dependence or Z72 tobacco
use code.
Z71.6 Counseling and Medicaid Advice - tobacco abuse counseling
272.0 Problems Related to Lifestyle and tobacco use not otherwise specified
287.891 Personal history of nicotine dependence
 May not be used with F17.2 current nicotine dependence code.
Z13.89 Encounter for screening for other disorder. Use for tobacco use screening.

The preventative counseling codes, 99406 and 59407, can be billed along with an evaluation and management

(E/M) code such as 99213 and 99214.

147



EYEEN 7| [ELOLIpDE LE

Y} JUELAER BRULLTD DUE

Burunh ap soud augean

10 paued yaan-g|

& 1e0 Gursows aanpe few

0 Eeepyink rafis) ex0jeq
=iEp gE o0 dn e AR w

SjuEqed

SUUIL G- UTEINT
aen
Buurp 1o aiyag senuLL

5}, sabieieiag o poaj oy o
=unoy pg sy fouaind

suEal afipuues vedpn o
edel e Bugudiy g s gnd,
ng {euaeto e a)| sun|

Bif} ool S LON O =
SpEEs 1Hoys u ynd

50 JECUY) J0 K38 QI BEYL] o

SHEEM | JUONEN] o
pRIFELILDE
fuieg &1 feads oy sE
Es0U ay) ufinoay sjeyu

10 MDJEME JUs iU D] 4
YBAR G

SYAEM L - UDNEIN] =
\esaae Bijsap
PUE SUCHENDEL JEE0 ‘BYILE
DOTBY0; PUE BUIELED UBEMED
uogoeieq Anp “fre) Bumnguuoo
23 jufiw ey sopey S0
1na jns “Buipuewwnoey asag

Syaam 7, o dn UoEIn]
&sn Buunp 1o eigjeq

saynuiw 5|, safieianag jo pogj opy
TG E-=E ]

JURIAYIN 0 AE0) NJELIISEIIN -

NOJEME IO MELD I0U 0] &
uogesuas fufug ‘wues

B 38NED AEL G523 SULDNN o
|sEjruny

(E-07) fnois BnDEsIp O MOl =

SHaEM 7| C0dn umEng o

Ean Guunp 1o aingEg
SE[NULY 5, SE0RIBAEQI0POLL Y «
LNOW J0 SERSE JURIBQP U B =

{uw g Apeueusl fwings

jou =20p &) auod =t eugoo ey
10150 pun 2dms yedwes eadey e
sape; aifiug usyw Buiways awnssy «

(EWBED OE-5L~) H1Radde
wanesuas Sunbug Jo Aaddad

usLt Wnd DUE NESLD USEANE] NIE] =
Kpacys Bosyd YIES MEL] =

SNITINSHYA

NOILVSS3D) ONINOWS HO0d4d SNOILVIIA3 | d3IAOHddY-Yd4d -34dINE 1ONd0dd JI90T00VIWEVYHd

S NOIdOudNE

HFTVHN] TVHO

AVHdg TVEVN

HILYd TVIWNHIOSNYH L

SHOLYTNINEO (LAIN) AdVESH L INGNSOV 1Y SNLLODIN

DE{IB|ES U vmm_._mﬁ___“mE anoe
sone oo, e s ot | ey o | SEonmseeyrsp || lepsshim s oo feysnndy ez
LB ‘S§5aM 7] UGEND 4 Zuaned paroaRs ) SEpuED 1 BuUEDAN 4 = dae|s sauay e [ueLEd ‘UBAnEED o SqESt § [EDW Guung 4 ‘uSLERY o syEsM § (EpU Guung o
weswapda ey I Ul SYuow § o) dn BEIUEUEUIEL T T .w ..m_ O wm:ﬁmﬂ #sinoy g, sy ymed teswn fepy o #epEabuamn) 7 ‘WhuKE o SEpysanad b7 WnuEy
- Y, ‘SYEEM 7 |-{ “UDGEING mean
Yy sjused sy AEsseasu 4 Fosate u Buwicyjof sy 520 afesop woeyean g-g Equ Bung o 207583 JE Iy 595 LI4E HH R YR L,
51 JuBwsEnipeE Guisag « ESSB08U JOU 8 DULIBCE, 850() 4 fipep sanpay KjEnpeIn) = o
J— BILLLIDSY ST " AIEESOR Ob — & 3 uied wed 2 fdde o ap Lainoy g b ebuaza) | JEIncy g b aoad |
P EpySEOL = L fiep 235 Laedde uRed BETY Z-0 5YEE ZU-0L SHEEM
Jou = Buvade; @sag T DUIS0p SULREG PIOAY - 31SEE JE 36N JBLIEAY wnwEy - sy -z b eBuazal iy g b anad |
saein o sself png @ g i 4o EyaEm g jegu Buung « . syaan g % e : 51 SYEEN, ) -4 SHEEM
pue Buyes jeye asop ane) o | UEEWIEG SINOY GISER B MO o saynuw gz 2o Buynd B BN, syaan g e ) LEnoy z-1 b efuaza) | Jsinoy 7-; bacad |
gepnh o HERINOC, | SNONULO i E0a4E 183 EEMENNLI [Ea BN TepEBERLG 0 | SyEE, gL qEE
Joud waaw, | Admey wisn o | Jowd syesn - Adesy ubes o o enosiu 0 Bu g aisaep
Fepyfiul (p PESOYE 10U A0 - AT P, Hruds yoea Husod ypes myaam g ¥ et § B 7 Somew B 7 :Copem
pig od Bus |, 717 syeam JSinoyg-, bafipupes | esn | euo) sheids 7 = esop aug syaan g % fepibu i) JEE SR (F< GRAEE n) TR S OF < oRaeiia 1)
mgodBwgy - sieg pig od B gg ) Ajegu ‘Busop aziEnpwpY (Repsesop 0v—4) sxgan g ¥ depfw g Bu  Bomem Bu i <Bovyem
WybodBwegy  p-| =deg uay ‘=hep £ ¥ iy bod Bugg) fepreafpupes g5 JTOYEESIp 7-) FETTSEEEtT 1< JEyE ERInU (7 GRErED JBYE eanUL OFS Al o
SICHQIYU O SgRIana
10 EEN UBNNIUCS SAED
| Guipanasd u SICUQyW OVIN =
U aTEDITUBLERANEDSE
1D |OYEIE 10 UDHENULLITED
JCrUGe SNOBUEINLG &
ESOAIBU ENEIOUE 1O BILLNG
4 spoubieip soud 1o juaung § (s1ead =) EUBISAPY o
[T} SEE)
Jdesay; (unggEy, PazgaEaly
*fra| vadaidng juEmBeUaT) o pue Jfoueufarg o
IEIISD MRS o - EsEEslp
“SUDRENPUIENIG] {eaedgis) sweoserny o Aewie auoes) Biaias o
Sunduds - Buipaerzzang [sosnus ‘sdéjad
uEiLedanay sBunycuds sueuisdanay ouE aueufely & [ESEU "SI SIERICEIR eai
wablaweusunea)| 5 el usImER]] o azeEm JteedeyIunly o |ESEU ucig Buiapun (amak g) -] SUEISERPY o (zimEd fla) SIS0y o [zieed g >} SuBssHcpy -
(m=ak gs) suecsE|opy = {mal =] suecssiopy o sucioad eufue sumped eufiue Suipsepzeaig pu foueubay o Eupeapseex pue faueuliay Bupaapseaiy puz Jouzial «
fuipa sealg Gupasgseg pue Soueuban o Bupuassom o snowes 4 Euausrsins, 10 SNOUES o maad sucjzed esEcEl jud ENIUEWLAICHNE] §
pug Joueufiay] o aLIEdL SEdaH o SERLALE sEupiyuE ewfiue fuussion o snoues o euifue Buassom o snowes § | suped eufue Auuesioe 1 snoueg «
{fupssagsu MOYSAA BTITES BU) S| 0 Bufyepun snouag o Bulfpapun snouEs w SELULZ AL BUIapUN SNOUES seypiue Bufuzpn snouas o SEILLAYE Buiyepun snouas, o
5 jueugsnipe efesop) UMWY EUCHPUCI/EUCHETPEL LOLTIEL [BRUEAL U= [EpEaaA UDEUEL uofEu U
JUBIETLL [EUEI BIBAES o g dddasang JUENIOTUA]) o sEam 7 =) waney o (m4eam 7 =) uacay 4 |BpuEmi (Eyeam g =) ueoay o [EpuEsniu {syaam 7 =) eIy o [Eyuen0din {syEem 7 =) JUBtey 4
Joden ey G psianiEp | uognios swaciu b gy Jun “Aueys vaweuue B e Bu g | (Enouss) juw Ing uowews eubu
1o B ) Bwgp | iEme) esesau-pauizgsns B gg) BfpLues B g} feics pansapy | (@sesja ay-ig) w2 By By jalls} B B 2
BT ] ] xy 010 U ERBICIIN a0
XAUEYY (uegdz Apsuucy) ausueg HJa[EYU] [oAoaly SN0l | JUSUSD ‘DD LSodlN ‘JemgEY LAY ‘ ERRICIIN Juauag ' BPEI0aN

FONIZOT

ey 4y 3
m.|..l|r...
%

148



“LZ02 ‘B AENUET pejEpdp) Tpassesal S |y EUIONED jo AIiBaun By) jo sjuebay Byl LZ0Z-B66L @ Woukdog
-suasu) abeyoed sseumjoeynuew ayy o) Jeyad asea)d ‘'suonnesesd pue sBujuiem jo Buns)| essusyasdwos B pue uoeuuogul Bupquaseud ejejdwas o4
Jonpaed uonduasssd oy ionpoud wonduaseuducu} Jsunoo-agi-sesc *o L0 AdemEg uswsoe dal suRomU ¢ YK BSEPRD BUILIBCUOW Oy SSUDIEIABIGTY

*LEZ0ET AUBNUED 'SIpNEy UOSWOY) SujuD) ¥OO0E Pay Way 1500 usyisinbor siEsapoym ey pue webe yee 1oy Buisop [E1U1 pEPUSWLLIODE 4} UD pESE] 1500 egEwikoiddy
‘g7 Jequaoa] u Guues peExog Sy pSAOWE w4 U ‘JEL [E0W|D PEIEPUEL B J0 SNS8) W0 pESEq 8A0sa) swoydufs sy jjun paiojuow &g proys spusied ‘swodwds ogeyadsdonau o
enp peddogs s juawnEsn i JoiaEyag o sjyBnow |epions sousuadse ABU) J 10 ‘|EMEIDUIM BUI00U 0 [E29dA] Jou Bue JEY) Jowseyeq w sebusya AuE 1o ‘poow passaudep 'uoienbe sousuadve SeUy o AleyEipawun Japacid
SUET YYEBY B 12EJU00 pUB S usidoudng s supiuses Suey dois o) sjusqed ssiape pnoys SUBIHLD (eDing pepdusiE puE ioineysq pue swybnoy) [epaing ‘poow passssdep uogenSe “Ansoy Joweysq U safusys
Buipnpu) ‘swoydinds sneyafsdomau snouss o wsu eyl BuyySyyiy Bwwew pexog-yoElg B epnjoul s1onpasd BuiwEiuoo-sulualsa pue -uoidaidng jje Joj uoewuoy Buguosald By JEYL PSIEPUELW wO 4 848 ‘G007 ANru) -
PNt 03 SAPE [ELIUIL NBE0E (B SUoRuasei BUISSUNoa [EI0INEYSY DEUBYDT B PINOYS SISHOWS
JuruBal K1BJEE LjIwe SLIBDUOD [ESNEI0EL] PUE SSEUSAIISHE J0 SIUSDIAG UBINIYNEW U0 PESET UDVENDEW Inouyusm Ink oy pefirinoous aq pproys siewouws JueuGasd JBU) SEIE)S SUIBPING BIN0DEI] [ENWID SN 8L .
“JERY A paiEHIER
2 Appay g Aq paiEniEp
BUINHUIISOXE|D 4] DERENIER

- oo

[16igE1 2) (e 2) {safipuyen o) (s850p g) (ymed |} [seoaid g) (saceed g}
0T LS g Eh L FIES BFES-25 13 BT PSR TS B psobu g GRS 1S B p o Bui g
TGRSR 0 1500 «
B3EasID AEMIE
BAZER) BJAKES 10
LIRS [BSRU I
L squeged £g asn
(SMoLLMITHd 1) PEPUBLALCDE! 3N w SRR BWCS M) BHRISER IO
aes) Swoqduds agEs{qud ueyo apeydeno Bg 10U By Suwmal wng 4
REILEsdoInaY |ENUBIOC 10} MELNEES (20800 w | wanEgud ESEY SuagEd (s3aEwLap o “RLEza 1648 ASIBADR
UALNRA] J0 507 o | PEUCHLOW BG PROUS SIUAE] (4.08s] MUawuOIA LS BUIDS JO) AI0RASEp JO ‘simEuosd “Ha) suoppuon BILDRIBY0G BN Of PUR $3RURM3AYA J0}
(snonenenaed [sNOLLMeDTed PI0G U BAZO8RE sqedecoe g jou Yl afioiEULLED L sjuaned a0 jufiny {wngesy {urssagsu 51 anbuoa) Bumsyd sedoig w
aas) sl 885) SUERL BLICE L) 62N 853 8 143 5e8pED - UCRENSIALRE [BSEN An BEN 20 REPLALILIIIR 0N 'SEMIIIY “EBENEL) oW, [Bjuap ueyubs
ey ApNpET SUDINEdAID PUE BOURIGUPE BILAIAYRE suEiE |EMEIp M A8RUEL SAYA BRI [EUISEUIDNSED 4 e s3uBREd Jof apEWRGd 80 Ul o
Enuaod Joy passucw FUOQEPUIEILD [IMES g Bsiuuduog ues asnuoxdwes ued Busop Agnae o) pajeq) aq jouuea SIVBUDE ASILCIGELCD LED EoUAIBLPE asiuouduce
89 Pnous SjUaned = pasEADUI 51 45U BNTag « | Gusopjuenbay so pasy = juenbay 10| peay ‘AOEIBLIOUDL S8 PASN UBUM, fuop juenbay Jo paan ueo fusop juanbey o) peay
L =TT
28 pesn uayw juabe [sLogEnuULD) Juaual] safun jEuonEnpS
UDRESS3D ANEIRE O« ansuadxaU| fIBNERY abausw o] guste ansuBdiEU AIBHEmY o ansuedieul ABERY o
sjuafie leya spuafe 1 ype JBYO LW, UGS MY 57 zafin |[puoneEns sBEuRY BusLATEAW anEEY o
PHIE} BAEY ol sjLaged UMBUIGLICO U PASN B] UET) w Lt posn Bq e » 568N [BUCTEMIS A0 SRR AL JLSISL0T of syae Jauo ym sedln [eUORENyE BOFURL o Susde
Joj LI §0 WSILELIA uossaxien W muaged Bunjous jo @ngy sfieuew o suade BIBNIBR SpUale JALD yin UOREUKWOS U PBSN B UED & | JBLIO LW LDMBUIGACD LI SN Bq UE) o
JURIBID B S0 i jeryeued aq by « IOUHDRPUEY SHWY w | a0 g LONBUIRLICD LOREUIGICD Ul PASN Bq UED) « swdunds [EmEIpIM swojduss
swequd BoURIBYpe uef ybas feap by o guojduLts [EMEIPYIM Ul pagn ag LB 4 SIEL)0 0 SN0 (S8 afieueLy o panesy B UED 4 JEMEIpIM BfEUBW 0 PEEN] 20 UED &
M3, YpM. PR EDOSSE Fusmud BOURISYPE JaNa) BEUBLY 0 PHERR B UED) & wndwiz 5850 51 'sinpasd YN IIE 0 « wiefi 1y Eram Jejen by o ueh jufeam Azp 1wy «
PUE B|CLUIE 81 Yl pHEODEEE PUR Bduls IR, S0} Ansgns [RMERLZ afaUBw BLIAIN0 EDLEUSLOE JaMa) yiln 0BG 0} BjrRSEnS COORGD)
fusop o fiep-som) » %1 Busop jeio fiep-eoim) » ;o uE 52 anes iy o | Apioes o pegery aquen o peyeossE Busop AiEp-a0u0) « B0 uE 58 ansas by « 20} @MIEONS [BI0 VR 8B BAES UG -
[Ty ez TR (BN 3 Bes auRd] HEE el Ewﬁ“ H
a8s “BIey) swoydwds swogduds ngEydsdanag « i
pEnpisdn (%5170 5 ¥5U) SUnmeg funneaneasney —
el N Rl e ssauzIpEsaupepEa U
UCARKNIE BISE) » Y . {asray sunoo pder oy anp) anbiaps) Buwaln wnb paucow Busn so
Lonedsua) - E__mnﬂhhm . H p BBuaza| ay} Buwatp usym paousiEde fUoIWWes BX0W S|Ta|E FEIBATY =
BILGMNE = HE L] REanEl M3 - BunoeL
A fusequaouse | “eidadsdp) sumdwca | Bupseug o T wow EIuen o a8s ey o
(sweap frayipiery o Snool o | Buuesuonew SO0 . “[BIAUDSU! ‘SWERID P 10 [easney (pasnew ‘msdads/p) SuIEHWED |5 o
PUAAELLOUGE ‘EILWSU) BASNEN w ybney o [uogBsLes Buiung Jo JFLLGLGE] SEIEQINSIE dESlS o ‘Bisdadsip) SUBdwes 19 NI -
SEOUBQINGSIR dasls gnow &g w UogEL “feddad Joy) venejw {Bunwng ‘srqurud sanSoiH « S5ALAI0S APETIY MET =
EBISTEN BULLCSY| = TECUY J0JPUE YINCY = TBCILE SPUE [ESEN @ | EIIGUMIG] SUDMIBA UDS B30 - LB EDIE FUE YINGE o UOGEL JEOA) PLE LEN0K =
¥,
INMIINSHVA HS NOIdOBANG HITVHN] WHQ AVEdS TVEVN HILV TVNLEOSNVH L EL Erieg ] Wngy

SNOLLYININEO ( LMN) AdviEH L INSWZIV 143y SNLODIN

149



/ , oy ke r v
R, for Change DRUG INTERACTIONS WITH TOBACCO SM
Many interactions between tobacco smoke and medications have been identified Nohlhunmmululhom
smoke—nol the nicotine—that causes these drug interactions Tobacco smoke interacts with medications through
pharmacokinetic (PK) and pharmacodynamic (PD) mechamisms PK interactions affect the absorption, distribution,
metabolism, or elimination of other drugs, potentially causing an altered pharmacologic response. The majority of PK
nteractions with smoking are the result of induction of hepatic cytochrome P450 enzymes (pamarily CYP1A2) Smokers
may require higher doses of medications that are CYP1A2 substrates Upon cessation, dose reductions might be needed
Pomswunemmdmormdmdms The amount of tobacco smoking needed 1o have an
effect has not been established, and the assumpbion is that any smoker is susceptible 1o the same degree of interaction
mm!cunkwygga_ nt interactions are depicted in the shaded rows.

DRUG/ICLASS MECHANISM OF INTERACTION AND EFFECTS

Pharmacokin

etic Interactions

Alprazolam (Xanax®) . mmdnmmcm.wm¢wmmm(wbm1&m.

QWMdWM A clearance (56%).
cessaton.

o
Chiorpromazine ¥ Area under the curve (AUC) (36%) and serum concentrabions (24%)
(Thorazine®) + Sedation and hypotension possible in smokers. smokers may require

QWMCWMCWD.W )
. i thmMWWMM‘&
in at-risk populations needing clopidogrel

. emmamwx#mmm 18%).

APty =

mmm

4 Clearance (61%). + trough serum concentrations (25%)

Mechanism unknown ?dnnnou &nallh Smoking has prothrombotic effects
Smokers may need 4 dosages due 1o PK and PO interactons

Possible ¥ insulin absorption secondary to peripheral vasoconstncton
Smoking may cause release of endogenous substances that cause insulin resistance
PK & PD interactions likely not chnically but smokers may need

|
i
|

4 Clearance (18%), ¥ serum concent  of active metabolite, SN-38 (~40%; via
de* rstemi mmhmwm
and may reduce efficacy.

Pouobfmwum(mmacvmu amuMybvmmo)

Methadone Carefully monitor response upon cessation

Mexiletine (Mexiti®) 4 Clearance (25%. via oxidation and glucuronidation). ¥ haif-life (36%)

Decreased exposure (21%) in smokers

Nintedanid (OFEV®) No dose adyustment recommended. however. patients should not smoke dunng use

Copyrght © 19892020 The Regents of the Universty of Callomia All nghts reserved
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ns (continued

MECHANISM OF INTERACTION AND EFFECTS

* 4 Metabolism (induction of CYP1A2). 4 clearance (98%). ¥ serum concentrations (12%). |
. recommended

Olanzapne (Zyprexa®)
Prteridone (Esbret®) ¢ 4 Metabolism (induction of CYP1A2). ¥ AUC (46%) and 3 Cmax (68%)
*_Decreased exposure in smokers might alter efficacy profile.
Propranciol (Inderar®) * 4 Clearance (77% wia side-chan oxdation and glucurondation)
* ¥ Plasma concentrations (by 50-80%)
Riociguat (Adempas®) * Smokers may requre dosages higher than 2 5§ mg three bmes a day. consider dose
reduction Upon cessaton
Ropinirole (R . * ¥ Cmax (30%) and ¥ AUC (38%) in study with patients with restiess legs syndrome
*_Smokers may need 4 dosages o
Tasimelteon * 4 Metabolism (induction of CYP1A2), < drug exposure (40%)
o) *_Smokers may need 4 dosages
' * 1 Metabolism (induction of CYP1A2). 4 clearance (58-100%), ¥ haif-ife (63%)
Theophyline * Levels should be monttored if smoking is inbated. discontinued, o changed Mantenance
(Theo-Dur®, etc ) doses are considerably higher in smokers. 1 clearance also with second-hand smoke
__exposure
Tzandine (Zanafiex®) * ¥ AUC (30-40%) and ¥ haif-ife (10%) observed i male smokers
L",’.“w’mm * Possible interaction with tncychc antidepressants in the drecton of ¥ blood leveis. but the
norrptykne) chncal signeficance 1s not established
Warfarin * 1 Metaboksm (induction of CYP1A2) of R-enanbomer. however, S-enantiomer is more
and effect on INR s inconciusive Consider INR cessabon
Benzodazepnes * ¥ Sedaton and drowsiness, possidly caused by nicotine stmulation of central nervous
(aazepam system
chiordiazeponde)
* Less effectve BP and heart rate control effects. possibly caused by mcotine-mediated
Beta-blockers sympathetic activaton
*  Smokers may need P
 Corticosteroids, inhaled |+ Smokers with asthma may have less of a response 1o inhaled cortcosteroids.
* 41 Risk of cardiovascular adverse effects (e g, stroke, myocardial infarction,
thromboembolksm) i women who smoke and use combined hormonal contraceptives
Hormonal contraceptives Ortho Evra paich users shown 10 have 2-fold Prisk of venous thromboembolsm compared
(combined) with oral contraceptive users, likely due 10 P estrogen exposure (60% higher levels)

4 Risk with age and with heavy smoking (215 cigareties per day) and is quite marked in
women 235 years old.

Serotorun 5-HT; receptor
(tnptans)

Thes class of drugs may Cause COroNary vasospasm, caubon for use in smokers due 1o

and updated,

- o

A

poss:dle unrecognzed CAD
Zevin S, Benowitz NL. Drug interactions with tobacco An update Clin Pharmacokinet
A Dy RN S ettt ald Binrdin) & LU m’ s

k.’ .

bk
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APPENDIX L: PERMISSION TO USE PRE- AND POST-EDUCATION

QUESTIONNAIRE

Cunningham, James K - (jkcunnin) <jkcunnin@arizona.edu>

Mon 1172272021 10:29 AM

To: Doan, lillian <jillian.b.glass@ndsu.edu>

Hi Jillian,

Yes, you are welcome to use the questionnaire. Glad it has been helpful. Good luck with your research project.
Kind regards,

Jim

James K. Cunningham, PhD

Director, Policy & Program Research

Dept. of Family and Community Medicine, College of Medicine
Health Promotion Sciences, College of Public Health

The University of Arizona

From: Doan, Jillian <jillian.b.glass @ndsu.edu>

Sent: Sunday, November 21, 2021 9:13 AM

To: Cunningham, James K - (jkcunnin) <jkcunnin@arizona.edu=
Subject: [EXT]Permission to use RTTI questionnaire

External Email
Hello Dr. Cunningham,

My name is Jillian Doan and | am a Doctor of Nursing Practice student at North Dakota State University. | am developing a
dissertation project that incorporates tobacco cessation education into the graduate family nurse practitioner program at
NDSU. | found your article "Complementary and Alternative (CAM) practitioners' readiness for tobacco intervention training:
Development and psychometric properties of a new measure" extremely beneficial in my research. With your permission, |
would like to use and reproduce the CAM RTTA questionnaire from this study in my project. My dissertation chair, Dr. Kelly
Buettner-Schmidt-PhD, has also used the questionnaire in her wark and has found them beneficial in evaluation.

Please let me know if you have any questions or if you need any additional information from me.
Thanks for the consideration,
Jillian Doan

NDSU DNP Student
jillian.b.glass@ndus.edu
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APPENDIX M: PRE-EDUCATION TOBACCO CESSATION QUESTIONNAIRE

Strongly
Agree

Agree

Disagree

Strongly
Disagree

1. It is important, as a
practitioner, to know whether a
patient/client uses tobacco

2. It is important, as a
practitioner, to know whether a
patient/client has regular
exposure to secondhand smoke

3. I am motivated to help
tobacco users quit.

Very
Comfortable

Somewhat
Comfortable

Not Very
Comfortable

Not
Comfortable
at all

4. How comfortable are you in
talking with patients/clients
about tobacco use.

Very
confident

Somewhat
Confident

Not Very
Confident

Not
Confident at
all

5. T am confident that I can
explore issues related to
quitting smoking, even with
someone not interested in
quitting.

6. I am confident that I can
personalize the benefits of
quitting with each individual
tobacco user.

7.1 am confident that I know if
a patient has regular exposure
to secondhand smoke.

Very
Comfortable

Somewhat
Comfortable

Not Very
Comfortable

Not
Comfortable
at all

8. How comfortable are you in
providing information about
medications that help in
quitting tobacco?

9. How comfortable are you in
providing information about
programs and services that help
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aid in quitting (quit lines,
counseling etc.)?

Somewhat
Confident

Very
Confident

Not Very
Confident

Not
Confident
at all

10. I am confident that I can
provide information about
programs and services that help
in quitting (quitlines,
counseling, etc).

11. I am confident that I can
provide information about
medications that can help in
quitting tobacco.

Demographic Questions

12. What is your gender?

Male

Female

Non-binary / third gender

Prefer not to say

13. How many years of nursing
experience do you currently have?

1-2 years

3-5 years

6-10 years

11-15 years

15+ years

14. Have you used any form of
tobacco in the last year?

Yes

15. Have you had any previous
tobacco cessation training?

Yes

With written permission obtained from Cunningham to use RTTI in this study. Adapted from

Cunningham, J. K., Floden, L. L., Howerter, A. L., Matthews, E., Gordon, J. S., & Muramoto, M.

L. (2015). Complementary and Alternative Medicine (CAM) practitioners’ readiness for tobacco
intervention training: Development and psychometric properties of a new measure. Advances in

Integrative Medicine, 2(2), 90-95. https://doi.org/10.1016/j.aimed.2014.10.012
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APPENDIX N: POST-EDUCATION TOBACCO CESSATION QUESTIONNAIRE

Strongly
Agree

Agree

Disagree

Strongly
Disagree

1. It is important, as a
practitioner, to know whether a
patient/client uses tobacco

2. It is important, as a
practitioner, to know whether a
patient/client has regular
exposure to secondhand smoke

3. I am motivated to help
tobacco users quit.

Very
Comfortable

Somewhat
Comfortable

Not Very
Comfortable

Not
Comfortable
at all

4. How comfortable are you in
talking with patients/clients
about tobacco use.

Very
confident

Somewhat
Confident

Not Very
Confident

Not
Confident at
all

5. T am confident that I can
explore issues related to
quitting smoking, even with
someone not interested in
quitting.

6. I am confident that I can
personalize the benefits of
quitting with each individual
tobacco user.

7.1 am confident that I know if
a patient has regular exposure
to secondhand smoke.

Very
Comfortable

Somewhat
Comfortable

Not Very
Comfortable

Not
Comfortable
at all

8. How comfortable are you in
providing information about
medications that help in
quitting tobacco?

9. How comfortable are you in
providing information about
programs and services that help
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aid in quitting (quit lines,
counseling etc.)?

Very
Confident

Somewhat
Confident

Not Very
Confident

Not
Confident
at all

10. I am confident that I can
provide information about
programs and services that help
in quitting (quitlines,
counseling, etc).

11. I am confident that I can
provide information about
medications that can help in
quitting tobacco.
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APPENDIX O: RECOMMENDATIONS

Recommendations for Educational Institutions

Include formal tobacco cessation counseling education into the coursework of all future
primary care providers

o Pharmacological interventions

e Behavioral interventions

o Interactive patient scenarios

e Local tobacco cessation resources

e Coding and billing for tobacco treatment

Tobacco cessation treatment knowledge questions should be included in the course’s final
exam

Split the tobacco cessation content into more than one course

Recommendations for Future Research

Examine the effect that tobacco cessation education for primary care providers has on
patient’s tobacco cessation success

Pair pre- and post-education data sets to enable determination of statistical significance
and, thereby, effectiveness of the intervention

Evaluate participants confidence and comfort in prescribing tobacco cessation medications

Define “comfort” and “confidence” as there seems to be an overlap in meaning

Potentially delete questions related to secondhand smoke exposure

Alternatively, the secondhand smoke questions could be measured separately from
motivation and confidence in helping people quit tobacco use

Include a comprehensive and stronger emphasis on ENDS use in regard to cessation and
harm reduction

Include information about new and emerging tobacco products
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