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smoking cessation 
roIsIN doogue, RAHEEN, ABBEYlEIx, CO lAOIS

Q1

outline the principles of brief intervention in smoking 
cessation.

Brief interventions are a range of behaviour change 
interventions that involve opportunistic advice, discussion, 
negotiation and encouragement (NICE, 2006). Brief 
intervention is client-centred and short in duration. It involves 
giving brief nonjudgmental advice during routine care to all 
smokers. 

The brief intervention framework has been described as the 
5 As.
1. Ask about tobacco use at every visit and update health 

care record.
2. Advise every smoker of the benefits of quitting in a 

personalised and appropriate manner.
3. Assess the tobacco user’s willingness to quit.
4. Assist every smoker to quit by encouraging them to set a 

quit date, providing personal support and information re 
services and aids as appropriate.

5. Arrange follow up or refer to specialist support services.
(Fiore et al, 2008)

Typically, brief interventions last 3-5 minutes. They use an 
empathetic approach, emphasising self-efficacy and personal 
responsibility for change. Information giving is personalised 
and involves details of resources available to support change.

Q2

explain the model of behaviour change (cycle of change).

The Model of Behaviour Change (Prochaska and DiClemente 
1991) or Cycle of Change is described as a series of stages 
through which people pass in order to make a behaviour 
change. The person may pass through the stages 3 or 4 times 
before the new behaviour is established and maintained. 
The time taken to pass through each cycle varies enormously 
depending on the individual. This model is often represented 
as a circle depicting the client’s journey through the stages and 
allowing for relapse.

Pre-contemplation 
stage

No interest in changing behaviour.
Mostly positive thoughts about 
smoking.

contemplation 
stage

Aware of personal disadvantages 
related to smoking.
Thinks about changing some aspects 
of smoking but still has many reasons 
to continue.

Preparation/
decision

Plans to make change.
Knows why they want to change.
Plans quit date.

Action Believes that change is possible.
Makes attempt at quitting.

maintenance The behaviour change is ongoing.
Able to cope without relapsing.
Realise they can cope without 
tobacco products.

relapse This attempt is unsuccessful.
Returns to one of the above stages.

Q3

how would you apply these principles to effectively 
support sarah in her smoking cessation attempt?

Sarah has attended the GP surgery requesting information and 
assistance to stop smoking. This is an excellent opportunity for 
the Practice Nurse to use a process of motivational interview-
ing to motivate Sarah to make decisions and set her own goals 
in order to stop smoking. Brief intervention and the Model of 
behaviour change are useful tools in this process. Communica-
tion and language is non-judgmental and non-threatening. The 
principles of motivational interviewing include:

express empathy – be non judgmental, listen emphatically 
to Sarah’s concerns.

develop discrepancy – point out discrepancy between 
current behaviour and future goals.

Avoid argumentation – encourage Sarah to pick out 
inconsistencies and conflicts between behaviour and goals. 
The practice nurse should not make the argument for change 
but rather Sarah herself.

roll with resistance – encourage Sarah to develop her own 
solutions and examine new perspectives.

support self-efficacy – Sarah is responsible for choosing 
and carrying out personal change. Encourage belief in the 
possibility of change (Miller and Rollnick, 1991 & 1998).

The practice nurse asks Sarah about her smoking. She offers 
Sarah advice on the relationship between smoking and coro-
nary heart disease and gastric disease including inflammation 
and peptic ulcer. Sarah’s willingness and motivation to make 
a quit attempt is assessed. The cycle of change model might 
suggest that Sarah is at some point between contemplation 
and preparation/decision stage. Other assessment techniques 
include using a scale of 1-10, assessing readiness, motivation 
and confidence in quitting.

contemplation

Precontemplation

decision

Action/
maintenance

relapse 
prevention

Designed to help your 
smokers quit for good         

90% more effective at helping smokers quit 
compared with placebo at 12 weeks1 

(34% quit on NICORETTE® INVISIPATCH™ vs 17.5% on placebo; p<0.001).

Well tolerated with a good safety profile2
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“ I used to be stuck on smoking.  
  With NICORETTE® INVISIPATCH™,  
  I’m sticking with quitting”
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patch treatment does not give the nicotine induced sleep disturbances seen 
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using nicotine replacement therapy should be weighed against the risk of 
continued smoking. Nicotine, both from nicotine replacement products and 
smoking, causes the release of catecholamines from the adrenal medulla. 
Therefore Nicorette Invisi Patch should also be used with caution in patients 
with uncontrolled hyperthyroidism or phaeochromocytoma. Patients with 
diabetes mellitus may require lower doses of insulin as a result of smoking 
cessation. Patients with chronic dermatological disorders such as psoriasis, 
chronic dermatitis or urticaria should not apply Nicorette Invisi Patch to the 
affected areas. Erythema may occur.  If it is severe or persistent, treatment 
should be discontinued. Interactions: Smoking (but not nicotine) is 
associated with an increase in CYP1A2 activity.  After cessation of smoking, 
reduced clearance of substrates for this enzyme may occur.  This may lead 
to an increase in plasma levels for some medicinal products of potential 
clinical importance and for products with a narrow therapeutic window, e.g. 
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other drugs metabolised in part by CYP1A2 e.g. imipramine, olanzapine, 
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smoking, although data to support this are lacking and the possible 
clinical significance of this effect is unknown. Limited data indicate the 
metabolism of flecainide and pentazocine may also be induced by smoking. 
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skin reactions, during the first weeks of treatment. Some symptoms, such 
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e.g. On a scale of 1-10 how ready are you to stop smoking?
 On a scale of 1-10, if you tried how confident are you 

that you could give up for good?
 On a scale of 1-10, how important is stopping smoking 

to you?

Interview techniques used are
Open ended questions: This allows Sarah think about and 
express her reasons to change. It helps balance decision 
making.

What do you like about smoking?
What concerns you about smoking?
What concerns would you have if you were to quit?
What are the benefits for you if you choose to quit?
Affirmations: The practice nurse draws on Sarah’s internal 

motivation to make changes based on her own decisions and 
choices. She encourages confidence and belief in the possibility 
of change. Sarah is allowed do her own self persuading and 
problem solving.

reflecting: Reflective listening involves repeating, 
rephrasing, paraphrasing and reflecting back clients concerns, 
desire to change, commitment or uncertainty.

summarising: Summarise content and plan, asking Sarah if 
it is correct. This reinforces what has been said.

Support Sarah if she is ready to make a quit attempt by 
providing information, helping Sarah decide a suitable 
treatment to manage withdrawal symptoms such as 
pharmacotherapy and/or behaviour support. Offer referral to a 
specialised stop smoking clinic if appropriate.

Tools to assist smokers who want to quit include:
1. Prepare to quit
2. Make a date to quit
3. Seek support
4. Change routine and plan ahead
5. Exercise regularly
6. Positive thinking
7. learn to deal with cravings

 delay at least 3 minutes
 drink a glass of water
 distract yourself
 deep breathe.

8. Save money
9. Watch what you eat
10. Take one day at a time. 

(National Programme for the Delivery of Brief Intervention 
Training for Smoking Cessation, 2012)

Arrange a follow up appointment for Sarah. If Sarah is ready 
to set quit date arrange follow up 1 week after quit date. If 
Sarah is still at contemplation stage, offer Sarah opportunity to 
return for information or assistance at any time in the future. 
Refer to specialist stop smoking service if appropriate.

Document brief intervention and Sarah’s stage of readiness 
to change in her healthcare record.

Q4

considering the constituents of tobacco, explain the 
health risks associated with tobacco use and the major 
disease associated with smoking.

Tobacco smoke contains over 4000 chemicals, 60 of which 
are known to be carcinogenic. Some of the many chemicals 
included in tobacco smoke are toluene, carbon monoxide, 
cadmium, arsenic, ammonia, radon, hexamine, methane, tar, 

acetone, nicotine, polonium-210, methanol, hydrogen cyanide 
and butane (Irish Cancer Society). 30% of all cancers are caused 
by smoking and 90% of lung cancers are directly attributed to 
tobacco use. In addition to lung cancer, smoking causes other 
types of cancers including cancer of the mouth and throat, lar-
ynx and oesophagus, stomach, bowel, pancreas, kidney, cervix, 
bladder and myeloid leukaemia.

Smoking also contributes to the development of other 
diseases including, coronary heart disease, stroke, chronic 
obstructive pulmonary disease (COPD), osteoporosis and age-
related macular degeneration.

Q5

outline how smoking adversely effects the cardiovascular/
circulatory system.

The exact mechanism of how smoking affects the cardiovascu-
lar system is not completely known. Some studies have shown 
that cigarette smoke increases inflammation, thrombosis and 
oxidation of low-density lipoprotein cholesterol.

Chemicals in cigarette smoke cause inflammation and 
increase peripheral blood leukocyte count. This inflammatory 
response is an essential component in the development of 
atherosclerosis. This causes a build up of plaque in the arteries, 
causing narrowing, which limits the flow of oxygen rich blood 
to the organs. Coronary heart disease occurs if plaque builds up 
in the coronary arteries. Over time this can lead to chest pain, 
myocardial infarction, heart failure, arrhythmias or death.

Nitric oxide helps regulate inflammation, leukocyte adhe-
sion, platelet activation and thrombosis. Therefore, alteration 
in nitrous oxide caused by tobacco could have an effect on the 
initiation and progression of atherosclerosis and on thrombotic 
events (Ambrose and Barua, 2004).

Q3

What are the immediate and longer term benefits 
associated with stopping smoking?

Quitting smoking is the single most important thing one can 
do to improve one’så health (Irish Cancer Society). There are 
both immediate and long term benefits (US Surgeon General’s 
Report 2010, Taylor et al 2002).

After 20 minutes: Heart rate and blood pressure drop. 
Circulation improves in hands and feet.

After 8 hours: Carbon monoxide level drops, oxygen level 
returns to normal. Chance of heart attack begins to fall.

After 24 hours: Carbon monoxide eliminated from body. 
Mucous starts to clear from lungs.

After 48 hours: Nicotine is eliminated from body. Taste and 
smell improve.

After 72 hours: lungs start to regain normal function. 
Bronchial tubes relax and cilia begin to remove mucus from the 
lungs. Coughing and shortness of breath improves.

After 2 weeks: Circulation improves.
After 3 to 9 months: Coughing, dyspnoea and wheeze 

reduced.
After 5 years: Risk of cancer of mouth, throat, oesophagus 

and bladder are almost halved. Risk of stroke and heart attack 
fall to that of a non-smoker.

After 10 years: Risk of lung cancer falls to half that of a 
person who is still smoking.

After 15 years: The risk of coronary heart disease falls to that 
of a non-smoker.
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Q7

explain the Fagerstrom score and outline how we can use 
this tool to evaluate person nicotine dependence.
The Fagerstrom Score (Fagerstrom 1991) is a test for nicotine 
dependence (Appendix 1). The earlier the first cigarette after 
wakening and the number of cigarettes smoked in a day are 
major indicators of nicotine dependence. The maximum score 
is 10. The most highly dependent smokers score greater than 8. 
less dependent smokers score between 4 and 7. A score of 3-4 
indicates low dependence and 0-2 very low dependence.

Q8

Identify the pharmacological therapies available to assist 
in smoking cessation and outline their efficacy.

Nicotine Replacement Therapies (NRT)
There are a number of forms of NRT including patch, gum, 
inhaler, lozenge and microtab. They are all equally as effective. 
They deliver a controlled dose of nicotine to the body in a lower 
dose than cigarettes. They help prevent symptoms of nicotine 
withdrawal.

Varenicline (Champix)
Reduces the smoker’s craving for nicotine by binding to 
nicotine receptors in the brain thus reducing symptoms of 
withdrawal. Reduces satisfaction received by smokers when 
smoking a cigarette.

Bupropion (Zyban)
This is a non-nicotine preparation. It reduces the urge to smoke 
by inhibiting reuptake of dopamine and noradrenaline in the 
brain.

Q9

What are the perceived barriers to smoking cessation 
education being delivered in a primary care setting?
1. lack of time.
2. Patients not ready or unwilling to change.
3. Inadequate patient resources.
4. Inadequate clinician resources and skills.
5. Inadequate clinical skills in smoking cessation. 

(Blumenthal 2007, Zwar and Richmond 2006)
6. lack of reimbursement.

Q10

What systems do you think could be introduced to 
overcome such barriers?
Encourage all primary care clinicians to develop a practice 
policy of asking about and documenting tobacco use at every 
patient visit.

Brief intervention training for all primary care health 
professionals could help overcome the perceived lack of time.

Allocate resources to provide education in smoking 
cessation, brief intervention and motivational interviewing to 
all health professionals. Motivational interviewing allows the 
clinician approach the subject of smoking cessation in a non-
threatening manner.

Encourage health professionals to stop smoking to ensure 
the advice they provide has more credibility. 

Provide funding for smoking cessation clinics in primary care 
settings.
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Appendix 1:
Fagerstrom Score:
1. how soon after you wake up do you smoke your first 
cigarette? 
•	 After 60 minutes  (0) 
•	 31-60 minutes  (1) 
•	 6-30 minutes  (2) 
•	 Within 5 minutes (3) 
2. do you find it difficult to refrain from smoking in places 
where it is forbidden? 
•	 No  (0) 
•	 Yes  (1) 
3. Which cigarette would you hate most to give up? 
•	 The first in the morning  (1) 
•	 Any other  (0) 
4. how many cigarettes per day do you smoke? 
•	 10 or less  (0) 
•	 11-20  (1) 
•	 21-30  (2) 
•	 31 or more  (3) 
5. do you smoke more frequently during the first hours 
after awakening than during the rest of the day? 
•	 No  (0) 
•	 Yes  (1) 
6. do you smoke even if you are so ill that you are in bed 
most of the day? 
•	 No  (0) 
•	 Yes  (1)


