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Needs Assessment andNeeds Assessment and 
Target Audience

• The content of this webinar was 
determined by rigorous assessment of y g
educational need and includes surveys, 
program feedback, expert faculty p g , p y
assessment, literature review, medical 
practice and new medical knowledge.p g

• This webinar is designed for health care 
providers to address smoking cessationproviders to address smoking cessation.



Cultural and Linguistic Competency
This activity is in compliance with California Assembly Bill 
1195 which requires CME courses with patient care 
components to include curriculum in the subjects of culturalcomponents to include curriculum in the subjects of cultural 
and linguistic competencies. Cultural competency is 
defined as a set of integrated attitudes, knowledge, and 
skills that enables health care professionals or 
organizations to care effectively for patients from diverse 
cultures, groups, and communities. Linguistic competency 
is defined as the ability of a physician or surgeon to provide 
patients who do not speak English or who have limitedpatients who do not speak English or who have limited 
ability to speak English, direct communication in the 
patient’s primary language. Cultural and Linguistic 
Competency was incorporated into the planning of thisCompetency was incorporated into the planning of this 
activity. Additional resources on cultural and linguistic 
competency and information about AB1195 can be found 
on the UCSD CME website at http://cme.ucsd.edu.



Learning ObjectivesLearning Objectives
• Discuss burden of tobacco use on the familyy

• Describe how child health practices can effectively 
treat all members of the household that use tobaccotreat all members of the household that use tobacco

• At the end of this session, the participant will 
understand:understand:
– The new third-hand smoke concept and implications for practice
– Incorporating the third-hand smoke concept into a motivational 

messaging approach with families
I l i h b i 3 CEASE i b ffi– Implementing the basic 3-step CEASE strategy in your busy office 
practice to eliminate tobacco use in the families you serve
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First Hand Smoke

The smoke inhaled into the lungs whileThe smoke inhaled into the lungs while 
smoking

Recognized as harmful in 1950 
(Doll and Hill), Surgeon General Report of 1964
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Second-hand Smoke

The smoke exhaled from smoking, or 
from the burning tip of a cigaretteg p g

First mentioned in SG report 1972First mentioned in SG report 1972, 
recognized as harmful to children in 
1974 (Harlap) first full report in 19861974 (Harlap), first full report in 1986
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What is Third-hand Smoke?
Thi d h d k i th l ft• Third-hand smoke is the left-over 
contamination in a room/car/clothing 
th t i t ft th i tt ithat persists after the cigarette is 
extinguished
– The condensate on the glass from a smoking 

chamber was used in one of the first studies 
linking smoking and cancer (Wynder, 1953)g g ( y , )

– Homes and cars in which people have smoked 
may smell of cigarettes for long periods
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We asked people about theWe asked people about the 
concept…

• Please tell me whether you strongly 
agree, agree, disagree, or strongly g , g , g , g y
disagree with this statement:   

• “Breathing air in a room today whereBreathing air in a room today where 
people smoked yesterday can harm the 
health of infants and children”health of infants and children                       

14



What did we find?

• Of parents surveyed:
– 93% agreed SHS harms kids
– 61% agreed that breathing the air where someone 

smoked yesterday causes harm…
• 63% of non smokers and 44% of smokers• 63% of non-smokers and 44% of smokers
• 22% didn’t know
• 17% disagreed

• Agreeing with this statement independently 
predicted strict home smoking bans
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The Media has Popularized theThe Media has Popularized the
Third-Hand Smoke Concept

Click here to view video
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Why Are We So Concerned?Why Are We So Concerned?

• Surgeon General’s report 2006:        
– “no known safe level” of exposure

• Over 250 toxic constituents of tobacco 
smoke

17



The Life Cycle Effects of SmokingThe Life Cycle Effects of Smokingy gy g
Asthma
Otitis Media
Fire-related Injuries
Cognitive Problems

Influences
to Start

SIDS
RSV/Bronchiolitis
Meningitis

Cognitive Problems
Smoking

Meningitis

Infancy
Adolescence

Childhood

In utero
Nicotine Addiction
Health Effects

Adulthood

Low Birth Weight
Stillbirth

Cancer
Cardiovascular DiseaseCardiovascular Disease
COPD

Arch Pediatr Adolesc Med. . 1997



Effect of Cigarette Smoke on 
QIndoor Air Quality

…it takes TWO 
hours for the air 
quality to return 
to normal for 
levels of CO, 
fine particles 

d ti l tand particulate 
aromatic 
hydrocarbons..

Ott et al. 2003. J. Air & Waste Manage. Assoc.



Effect of a cigar smoked in another roomEffect of a cigar smoked in another room
on air quality

Ott et al. 2003. J. Air & Waste Manage. Assoc.



The Cessation ImperativeThe Cessation Imperative

The only way to protect non-smoking 
family members completely is for all 

family smokers to quit completely

21



Cessation is the GoalCessation is the Goal

Eli i t th #1 f t bl• Eliminate the #1 cause of preventable 
morbidity and mortality

• Eliminate tobacco smoke exposure of all 
household members

• Decrease economic impact
–Average cost per pack across US >$7.25Average cost per pack across US $7.25

• Decrease teen smoking rates
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Tobacco Users Want to Quit
70% f t b t ti t• 70% of tobacco users report wanting to 
quit

• 44% have made at least one quit attempt• 44% have made at least one quit attempt 
in the past year

• Users say expert advice is important toUsers say expert advice is important to 
their decision to quit
– The expert can be a physician, clinician, p p y , ,

health care worker - any member of your 
practice!
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Research inResearch in 
Child Healthcare Settings

• Majority of parents would accept medications 
to help them quit—only 7% get it (Winickoff et al 2005)

• Majority of parents want to be enrolled in a 
telephone quitline—only 1% get enrolled (Winickoff et 
al 2005)

• Majority of parents would be more satisfied 
with visit if child’s doctor addressed their 
smoking

24

smoking (Cluss 2002; Frankowski 1993; Groner 1998; Klein 1995)



Pediatrician InterventionPediatrician Intervention 
is Important 

M h i hild’ h l h• Many parents see their child’s health care 
provider more often than their own

• Pediatricians see roughly 25% of the population 
of U.S. smokers through child visits 

• Interventions in the pediatric office setting have 
been successful:
– Decreased number of cigarettes smoked and home– Decreased number of cigarettes smoked and home 

nicotine levels
– Increases in parent-reported smoke-free homes and 

parent-reported quit ratesparent reported quit rates



Principles of TobaccoPrinciples of Tobacco 
Dependence Treatment

• Tobacco dependence is a chronic, 
relapsing conditionrelapsing condition
– Nicotine is addictive
– Effective treatments existEffective treatments exist
– Every person who uses tobacco should be 

offered treatment
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Three Easy StepsThree Easy Steps

Step 1:    Ask
St 2 A i tStep 2:    Assist
Step 3:    Referp

27



Step One: AskStep One: Ask

Ask families about tobacco use and 
rules about smoking in the home and car

Every year, ask families:y y

“Does your child live with anyone who uses 
tobacco?”tobacco?

28



Step One: Ask

If the parent you’re speaking with uses If the parent you’re speaking with uses 
tobacco.. ask if they aretobacco.. ask if they areyy

•• Interested in quitting?Interested in quitting?q gq g
•• Would they like a medication to help Would they like a medication to help 

them quit?them quit?qq
•• Want to be enrolled in the free Want to be enrolled in the free 

quitline?quitline?
29

qu t equ t e



Step One: AskStep One: Ask

If th t ’ ki ithIf the parent you’re speaking with uses 
tobacco but says NO, ask if they are:

• Interested in help to maintain a 
l t l k f h d ?completely smoke free home and car?

• Would they like medication to help them 
id ki t d ki ?avoid smoking or to reduce smoking?
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Step Two: Assist

• Use the responses on Step One to guide 

p

p p g
how you assist with addressing tobacco 
use. 
• Interested in Quitting?

• Set a quit date in the next 30 daysq y
• Prescribe or recommend medication 

for assisting quitg q
• Enroll in Quitline

• Document services delivered to enhance
31

Document services delivered to enhance 
complexity of visit to level 4



Nicotine Replacement forNicotine Replacement for 
Cessation

• OTC: Gum, Patch, Lozenge
• RX: Inhaler, Nasal spray
• Should be combined

– patch for maintenance, gum or lozenge for 
tstrong urges

• Minimize nicotine exposure during 
pregnancpregnancy
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Not Interested in Quitting?g

• Interested in reducing smoking or 
replacing cigarettes?p g g

• Prescribe or recommend NRT 
medication for cutting downg

• Document services delivered to enhanceDocument services delivered to enhance 
complexity of visit to level 4
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A New Health Message: 
Tobacco Smoke Contamination orTobacco Smoke Contamination, or 

Third-Hand Smoke…
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Nicotine Replacement forNicotine Replacement for 
Reducing/Deferring Smoking

• Off-label in US
– Labeled for reduction to quit in UK, Canada, 

26 countries world wide…
• Excellent evidence on safety
• Does not undermine future quits

– 16 of 19 studies reduce-to-quit INCREASED 
f t tifuture cessation

• Can replace cigarettes 1:1 with lozenge, 
gum inhaler dosing

35

gum, inhaler dosing



Before the Quit Date: BupropionBefore the Quit Date: Bupropion 
(Zyban®/Wellbutrin®)

• Start 2 weeks BEFORE quit date
• 150 mg QAM for 3 days then increase150 mg QAM for 3 days, then increase 

dose to 150 mg BID
– Doses should be at least 8 hours apartDoses should be at least 8 hours apart
– Use for 7-12 weeks after quit date; longer 

use possible
• Black Box warning for neuropsychiatric sx
• Don’t use with seizure disorder

36
• May be combined with NRT



The New Drug:The New Drug:
Varenicline (Chantix®)

• Start 1 week BEFORE quit date
• 0.5 mg QD for 3 days, then 0.5 mg BID for 4 days, 

then 1 mg BID for 12 weeks or longerthen 1 mg BID for 12 weeks or longer 
– After a meal with a full glass of water
– Use for 12 weeks after quit date; longer use 

possible
• Nausea, sleep problems common SE
• Concurrent use with NRT may increase nauseaConcurrent use with NRT may increase nausea
• Black Box warning for neuropsychiatric sx
• 22% of subjects quit smoking to 52 week follow up

37
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Step Three: Refer
Refer families who use tobacco to

Step Three: Refer
Refer families who use tobacco to 

outside help

• Use the California Smokers’ Helpline “fax 
to quit” enrollment form or distribute the q
Gold Card

• Arrange follow-up with tobacco users

39

• Record in the child’s medical record



California Smokers’ Helplinep
1-800-NO-BUTTS

• FREE statewide tobacco cessation program
• In operation since 1992
• Scientifically proven to be effective
• Funded by tobacco taxes

– Propositions 99 & 10
• All services available by telephone and are 

fid ti lconfidential
• Multiple languages



Populations Servedp
• Adults

E li h• English
• Spanish
• Chinese (Mandarin and Cantonese)• Chinese (Mandarin and Cantonese)
• Korean
• Vietnamese
• Hard of hearing

• Teens
• Pregnant/nursing women
• Chew/spit tobacco usersp
• Non-tobacco using clients (proxy)



What Happens in Each Call?
• Initial session

– Comprehensive, 30-40 min. call
– Preparation to quit

S i i d– Setting a quit date

• Follow-up sessionsp
– 10-15 min. calls
– Relapse preventionRelapse prevention
– Medication review
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Helpline Intervention SummaryHelpline Intervention Summary
– Identify a strong reason (Motivation)Identify a strong reason 

– Bolster belief in ability 

( )

(Confidence)

– Develop a solid plan (Skills)

– Adopt a new view of self (Self-image)

– Keep trying (Perseverance)



A Randomized, 
Controlled Trial Follow-Up Evaluation

Multiple
Counseling

Motivate 
smokers Singlesmokers 

to call
g

Counseling

Self-Help
3 6 12

Months
3 6 12

Source: Zhu et al. (1996), JCCP, 64, 202-211



Abstinence by Groupy p
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Coverage for Tobacco 
Dependence TreatmentsDependence Treatments

• Health insurance coverage and• Health insurance coverage and 
requirements vary by plan

• Medi-Cal provides FREE pharmacotherapy 
with:
– Certificate of enrollment in behavior-modification, e.g.  

1-800-NO-BUTTS
– PrescriptionPrescription



Free Helpline Materialsp

Order free materials at www.nobutts.org



Arrange Follow Up

• Plan to follow up on any behavioral 
commitments made
– Just asking at the next visit makes a big 

impression
• Schedule follow-up in person or by 

telephone soon after the quit date, for 
those who have committed to quit
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A E ( d ) W tAn Easy (and proven) Way to 
Put it all Together….Put it all Together….

The CEASE ProgramThe CEASE Program
Clinical Effort Against 

Secondhand Smoke Exposure

50



CEASE Training ManualCEASE Training Manual

A quick reference for your office



CEASE training materials



CEASE intervention materials
(www.ceasetobacco.org)

CEASE Action Sheet

Front
CEASE

brochure CEASE Action Sheet

Back

brochure

Pre-printed 
prescription for NRT 

Home 
halflet

p p
patch

Pre-printed 
prescription for NRT 

gum

Car
halflet



CEASE direct to consumer marketing 

Asthma poster

Medications poster



Practice initiated materials

Do the math poster Press release about CEASE 
participation



CEASE Posters
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But How?But How?

Cli i l St ff C ASK ASSIST d• Clinical Staff: Can ASK, ASSIST, and 
REFER

• Administrative Staff: Can keep materials 
stocked and administer screening 
questionnaires

• Management: Need to support the g pp
“cause”
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The Assets

• You and your staff and colleagues can 
be effective!

• Patients and their families expect to 
hear about tobaccohear about tobacco

• The changing culture is making it harder 
to use tobacco
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Click here to view VideoClick here to view Video 

• Demonstration
• 5 available pediatric tobacco control• 5 available pediatric tobacco control 

scenarios
F ll t i i id i il bl th• Full training video is available on the 
website 

www.ceasetobacco.org
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Six Month Follow Up Exam
Click here to view videoClick here to view video
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Summary

• Pediatric outpatient settings should be 
d t d li t b d dused to deliver tobacco dependence 

treatments to mothers and fathers 
• Families should be the number one 

priority population for tobacco control 
efforts
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Team Effort
• AAP, California: Myles Abbott, Seth Ammerman, 

Kris Calvin, Cathy McDonald, 

• California Smokers’ Helpline: Chris Anderson, 
Kristin Harms

MGH J F i b l S R B th Hi l• MGH: Joan Friebely, Susan Regan, Bethany Hipple, 
Niki Hall, Nancy Rigotti, Yiuchiao Chang

• PROS: Stacia Finch Eric Slora Victoria Weiley Mort• PROS: Stacia Finch, Eric Slora, Victoria Weiley, Mort 
Wasserman, Hiedi Woo, PROS Coordinators, PROS 
Steering

• AAP/Tobacco Consortium/Richmond Center:
Jonathan Klein, Debbie Ossip-Klein
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• National Advisory: Sue Curry, Michael Fiore, Don 
Berwick, Mel Hovell
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Thank You!

• Contact:Contact:
– Kirsten Hansen

• k3hansen@ucsd.eduk3hansen@ucsd.edu
• 858-300-1012

• Resources:Resources:
– http://www2.massgeneral.org/ceasetobacco/states.htm
– www.centerforcessation.orgg
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