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1. HIV and Smoking

CHAPTER SUMMARY

Scope of the problem

m The incidence of smoking in HIV-infected Veterans is high and
likely underreported

m Tobacco dependence is a chronic disorder that often requires
repeated intervention and multiple attempts to quit

m Qverall health consequences of smoking for those with HIV disease
are more severe:

» Greater probability of cardiovascular and
pulmonary conditions

o Greater risk of AIDS and non AIDS-related illnesses

®m Smoking increases the all-cause mortality of HIV-infected
current smokers

Benefits of smoking cessation in HIV-infected smokers

m Smoking cessation can reduce and prevent many smoking-related
health problems

® Smoking is the most clinically important modifiable cardiovascular
risk factor for HIV-infected smokers

m HIV-related symptoms decrease as early as three months after
smoking cessation

m Every attempt to quit improves probability of eventual success

The HIV care provider’s role

m Address smoking at every visit. Effectiveness starts with the
clinical routine of:
« Documenting a patient’s smoking status

» Advising patients to quit and inquiring about their readiness
at every visit

o Approaching smoking as a chronic illness, which includes
monitoring repeated quit attempts and relapses

o Counseling and prescribing a combination of two smoking
cessation medications

m Help patients access comprehensive care to address co-morbidities
hindering their ability to quit

m Utilize an integrated model of care and provide a consistent
message about smoking
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CHAPTER SUMMARY

m Utilize a team approach as it results in greater efficacy in long-term

follow up and represcribing smoking cessation medications

Challenges to smoking cessation in HIV-infected smokers

m Higher incidence of co-morbidities such as post-traumatic stress

disorder (PTSD), depression, other psychiatric conditions, and
substance and alcohol abuse

m Complications related to smoking habits may be a more serious

immediate risk than HIV disease itself

m Culture of smoking higher in the military and among Veterans

SCOPE OF THE PROBLEM

Impact of Smoking on Morbidity and Mortality

Smoking is the leading cause of preventable death and disease in the United
It is a chronic disorder that often requires repeated interventions
For HIV-infected individuals, smoking has an
even greater health impact than for smokers in the general population or

States.'?
and multiple attempts to quit.

HIV-infected nonsmokers3:

HIV-infected smokers have a greater probability of non-AIDS
related diseases such as cardiovascular and pulmonary conditions
(pneumothorax, pneumonia, lung cancer) and non-AIDS cancers.3”7

HIV-infected smokers have more AIDS-related illness such
as Pneumocystis jiroveci pneumonia, tuberculosis, and oral
candidiasis.®°

HIV-infected smokers may have a decreased response to
antiretroviral therapy (ART) and more rapid progression to AIDS."2

There may be an association between smoking and immunologic and
virologic failure."

Cigarette smoking has been found to be an independent predictor of
non-adherence to ART."

Studies have shown that HIV-infected individuals, including Veterans,
who are current smokers have a significantly higher all-cause
mortality than those who never smoked.">'¢



1. HIV and Smoking

.............................................................................

ART has changed the prognosis for HIV-infected individuals from a fatal diagnosis
to a manageable chronic illness.”"® HIV-infected patients who adhere to ART
are less likely to die from AIDS-related illnesses than from non-AlDS-related
disease.”® Efforts to improve the health status and quality of life of individuals
living with HIV is one of the highest treatment priorities. Such efforts need to
include strategies for effective smoking cessation counseling and treatment.>®

Incidence of Cigarette Smoking in the U.S. HIV-infected Population and
HIV-infected Veterans

Approximately 20% of the general U.S. population over 18 years old is a current
smoker."” The incidence of HIV-infected current smokers is thought to be much
higher:

m HIV-infected individuals are 2-3 times more likely to be smokers than
those who do not have the disease, with prevalence of smoking in
the general HIV-infected population reported between 40-70%.2023

m The incidence of smoking in HIV-infected Veterans is also high
and likely underreported. According to 2010 VHA reports of the
25,000 Veterans with HIV in VA care, 47% have smoked cigarettes at
some time and approximately 25% are current smokers. However,
self-report surveys indicate that more than 70% of these Veterans
have smoked at some time and 46-51% are current smokers. These
percentages may be even higher for combat Veterans.??

BENEFITS OF SMOKING CESSATION IN HIV-INFECTED SMOKERS

Smoking cessation can reduce and reverse many of the well-known negative
effects of tobacco use.?? There are also specific benefits for HIV-infected
patients who quit smoking:

m Cigarette smoking is the most important modifiable cardiovascular
risk factor among HIV-infected patients, more so even than the use
of lipid-lowering drugs or ART.?

m The risk of cardiovascular events in HIV-infected patients decreases
with increased time since smoking cessation.3°

m The evaluation of a smoking cessation program at a 3-month follow
up found that HIV-related symptom burden decreased as the amount
of time without smoking increased.?

m Every attempt to quit improves the probability of eventual success.
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Effective Smoking Cessation Strategies

Effective smoking cessation treatments that can significantly increase rates of
long-term abstinence have been developed and tested."3? Patient success in
quitting and staying smoke-free can be dramatically increased by implementing
interventions that:

® |ncrease patient and staff awareness and education
m Use smoking cessation counseling plus smoking cessation medication

m Use two, rather than one, forms of smoking cessation medication

Consistently identify (through documentation in the Computerized
Patient Record System [CPRS]) and treat smokers

® |ntegrate smoking cessation into primary care

THE HIV CARE PROVIDER’S ROLE

HIV care providers have been slow to routinely assess their patients’ smoking
status and monitor their quit attempts when compared to general primary care
providers.?23334 In a study of VA HIV care providers® they were:

m Less likely to identify their patients as current smokers

m Had lower confidence in their ability to influence the smoking habits
of patients in their care

m |ess likely to recognize current smoking in patients who reported
dyspnea/cough, or with smoking-related diseases such as chronic
obstructive pulmonary disease, coronary artery disease, and
bacterial pneumonia

In an informal survey of providers at clinics for HIV-infected Veterans and studies
of HIV care providers, it was shown that fewer than 50% of these providers
followed the U.S. Department of Health and Human Services’ Treating Tobacco
Use and Dependence: 2008 Update (Clinical Practice Guideline) of providing
patients with smoking cessation interventions such as counseling, referring them
to a cessation program, or providing them with cessation medications.?%25%

What We Can Do for HIV-infected Patients Who Smoke

Researchers cite the importance of developing smoking cessation strategies
specifically for HIV-infected smokers.33® Studies have shown the efficacy of
integrating smoking cessation counseling into primary care and into clinics
serving special populations such as those with PTSD and HIV disease.’** HIV
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care providers can play a key role in helping their HIV+ patients quit smoking
by:

m Recommending quitting, assessing readiness to quit, giving patients
information about the risk of smoking and HIV disease and smoking
cessation materials and monitoring quit attempts and smoking
relapses. Smokers cite a physician’s advice to quit as an important
motivating factor for attempting to quit.?®

m Administering two smoking cessation medications in combination
with counseling.

m Assisting patients in resolving co-morbidities that may hinder their
ability to quit smoking.

m Making referrals to specialists (e.g., mental health and substance
abuse treatment providers, social workers) as needed.

m Re-prescribing smoking cessation medications after relapse.

CHALLENGES TO CESSATION IN HIV-INFECTED SMOKERS

HIV-infected individuals who smoke have a higher incidence of co-morbidities
such as PTSD, depression and other psychiatric conditions, as well as substance
and alcohol abuse.*** Some providers are hesitant to attempt smoking
cessation in patients with serious co-morbidities, while others and some
HIV-infected smokers have misconceptions about the impact of light smoking
in those with HIV disease. Several studies suggest that smoking cessation
is possible in populations with serious co-morbidities, including HIV-infected
individuals.

m For Veterans with PTSD who smoke, an integrated model of
smoking cessation with primary care providers and staff that
provided consistent care was found to be effective and superior to
standard-of-care smoking cessation programs given separately from
the primary care clinic.40*

m Studies in populations with psychiatric disorders and depression
suggest at least moderate efficacy of smoking cessation and little
evidence of exacerbation of these disorders.>0>'

m Approximately half of alcohol dependent individuals are daily
smokers and a number of studies have evaluated concurrent
treatment of nicotine dependence and alcohol use disorders.>?
Overall, evidence indicates that smoking cessation interventions
for individuals with alcohol use disorders are effective and have no
detrimental effects on abstinence from alcohol.5® Study results are
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mixed regarding optimal timing of smoking cessation interventions
for alcohol use disordered individuals.>% Smoking status should
be addressed for all individuals with alcohol use disorders and the
following recommendations have been proposed:5>5¢

» Smoking cessation interventions should be offered to all
alcohol use disorder patients who smoke

« A menu of options about how and when to stop should
be offered

o Timing of smoking cessation interventions (concurrent versus
delayed) should be based on patient preference

m HlV-infected patients and their providers should know that the
complications of their smoking habit may be a more serious risk to
them than their HIV disease especially if patients are compliant with
ART and otherwise well.

m Light smoking is dangerous to the health of those who smoke. The
Surgeon General’s report on how tobacco causes diseases documents
in great detail how both direct smoking and secondhand smoke
causes damage not only to the lungs and heart, but to every part
of the body.” Researchers found that inhaling cigarette smoke
from one cigarette causes immediate changes to the lining of blood
vessels and that light smoking may be almost as detrimental as
heavy smoking.

Though the Department of Defense and the VA Veterans Health Administration
have worked hard to reduce tobacco use, smoking remains widespread
and deeply rooted in military culture and among Veterans.’® In one study,
HIV-infected Veterans who smoked were shown to socialize with other smokers
to a greater extent than with non-smokers.?> Smoking cessation strategies need
to continue to focus on changing the culture of smoking and find alternative and
more positive forms of social interactions for Veterans that exclude tobacco
use.
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1. Smoking Cessation Interventions

CHAPTER SUMMARY

Effectiveness of smoking cessation interventions

m Effective interventions can be brief (3-5 minutes) or intensive
(lasting for >10 minutes)

m Brief 3-minute interventions advising patients to quit can enhance
abstinence rates

m Even without a smoking cessation program, brief counseling
and medications provided as part of ongoing health care can
be effective

Starting a smoking cessation program for HIV-infected Veterans

m |dentify HIV care providers and key staff with an interest in
smoking cessation

m Start small and manageable by selecting brief interventions
appropriate for the setting

m Build the program by incorporating more intensive interventions
when appropriate

® Monitor and track your patients’ progress

EFFECTIVENESS OF SMOKING CESSATION INTERVENTIONS

Smoking cessation interventions can be extremely effective and providers
who perform even brief interventions of advice to quit can significantly
enhance abstinence rates. Care providers should present a clear, concise, and
consistent “quit” message to all their patients who smoke. The evidence on
smoking cessation interventions referenced below is presented in full in the
U.S. Department of Health and Human Services (DHHS), Public Health Service
(PHS), Treating Tobacco Use and Dependence: 2008 Update (Clinical Practice
Guideline).!

Any type of provider can be effective at increasing quit rates. Strong evidence
suggests that the more intense the cessation intervention, the greater the
rate of abstinence. Intervention intensity can be increased by extending the
length and number of individual treatment sessions.! Cessation counseling
lasting between 4-30 minutes can double a patient’s chance of abstinence
whereas counseling lasting more than 30 minutes can triple a patient’s chance
of success.! Conducting 2-3 counseling sessions increases abstinence rates by
1.5 fold while conducting 4-8 sessions double the chances of success.'
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Self-help, pro-active group counseling and telephone counseling have all been
shown to significantly increase abstinence rates compared to stopping “cold
turkey.”" It is important to remember that brief counseling and medications
provided as part of an ongoing therapeutic relationship can be as or more
effective than a referral to an outside clinic smoking cessation program or the
prescribing of medication alone.

STARTING A SMOKING CESSATION PROGRAM FOR
HIV-INFECTED VETERANS

Implementing a sustainable and effective smoking cessation program can feel
daunting, but several key strategies can be helpful when implementing an
effective smoking cessation program in your HIV clinic.

As you start to build a program in your clinic, identify providers and staff
who are interested in smoking cessation as these “local champions” can help
build momentum for the program and get other providers involved. As more
providers become interested, you can start to implement more intensive
cessation interventions. Monitoring and tracking patients’ progress over time
can provide helpful feedback to staff so they can see the impact of their work.

Finally, there is a smoking cessation lead clinician at each VA facility who can
be a valuable resource for your clinic. Please email publichealth@va.gov to
obtain the name of this clinician at your VA facility.

SMOKING CESSATION BEHAVIORAL INTERVENTIONS

Listed in this chapter are interventions you can use when talking with your
patients about their interest in smoking cessation. These brief and intensive
interventions have been used for smoking cessation in health care settings and
range from 3-10 minute conversations, to intensive counseling that can last an
hour. Also addressed are challenges and opportunities for implementing these
well-established interventions with your HIV-infected patients and making
smoking cessation a routine part of the clinical care you provide.

Brief Interventions (3-10 minutes)

The most important factor in smoking cessation is engaging patients. Providing
patients with information about the impact of smoking in the context of HIV/
AIDS, assessing their level of motivation to quit, and helping them move to
the next step in cessation through the provision of resources or referrals to
smoking cessation programs, are critical components of brief interventions.
Below the five elements of a brief smoking cessation intervention are outlined.
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TABLE 1. THE 5 A’S OF BRIEF SMOKING CESSATION INTERVENTIONS'3

ASK about smoking*

Ask patients about smoking at every clinic visit
m |f a patient has never used, you do not need to ask again

m |f a patient quit years ago, congratulate and check in periodically

*Clinical reminders and performance measures within VHA can assist with
this intervention

ADVISE patient to quit

Provide clear, strong, and personalized suggestions
m Clear: [ think it is important that you quit smoking. | can help.
m Strong: Quitting smoking is one of the most important things you
can do to protect your health.

m Personalized: Associate smoking with something that is important
to the patient, such as the increased risk of harm with HIV,
exposure of children/pets to tobacco smoke, the expense of
cigarettes, or pulmonary and cardiovascular comorbidities.

o Your smoking habit may be a more serious risk to your health
right now than your HIV disease.
e Remember the time you had that terrible pneumonia?

Do you realize that you can save more than $2,000 a year on
cigarette expenses if you quit?

ASSESS readiness to quit

Assess patient’s readiness to quit within the next 30 days
®m Are you willing to give quitting a try in the next 30 days?

 If patient is ready, assist patient using the follow-up activities
in the ARRANGE section (p. 20).

« If the patient is not ready to quit, consider using motivational
interviewing to increase their readiness
(see Table 2. Enhancing Motivation to Quit Tobacco (p. 21)).

ASSIST patients with their quit attempt

Prepare your patient for quitting (STAR)

m Set a target quit date (TQD). Ideally, the TQD should be within two
weeks, but no later than within 30 days. The TQD should be a date
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the patient feels comfortable with and gives them enough time
to prepare.

m Tell family, friends, and coworkers about quitting, and request
understanding and support.

®m Anticipate challenges to the upcoming quit attempt, particularly
during the critical first few weeks. These include nicotine
withdrawal symptoms.

® Remove tobacco products from the environment. Before quitting,
avoid smoking in places where a lot of time is spent (e.g., work,
home, car). Make your home smoke free.

Offer pharmacotherapy

Provide practical counseling (problem-solving/skills training)
m QOffer intensive treatment options (e.g., smoking cessation classes,
telephone counseling) available within your VA facility.
Provide intra-treatment social support
® Provide a supportive clinical environment while encouraging the
patient in his or her quit attempt.

Provide supplementary materials and other resources to keep patient
motivated and engaged

ARRANGE follow-up encounters

Arrange patient follow-up contact by phone or in clinic (enroll patient in a
VHA-based smoking cessation clinic, if s/he requests)
® Timing
o The first follow-up encounter should be around the TQD or
within the first week

» The second follow-up encounter should be within the first
month of the TQD

m Actions to take during follow-up encounters
« Assess medication use and any adverse reactions

» Remind patient of reasons for quitting and other resources
available to them

o Congratulate patient on abstinence
m Provide supplementary materials and other resources such as
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the My Smoking Cessation Workbook to keep patient motivated
and engaged

For providers with less time or comfort, the 5 A’s can be modified to AAR:
Ask — Advise — Refer, where the patient is referred to existing smoking
cessation services.

Intensive Intervention (>10 minutes)’
The components of an intensive smoking cessation intervention consist of:
m Determining whether smokers are willing to make a quit attempt
with intensive counseling

m Conducting patient assessments that may be helpful including
lung function, stress level, and the Fagerstrom Test for
Nicotine Dependence (See Table 3. Fagerstrom Test for
Nicotine Dependence on p. 28)

m When possible, conducting sessions longer than 10 minutes and
including > 4 sessions

m Combining behavioral counseling and medication (essential to
successful smoking cessation treatment)

® |ncluding problem solving/skills training and intra-treatment social
support as part of the intervention

For sample programs and examples of intensive smoking cessation counseling,
please see Appendix A.

IDENTIFYING REASONS TO QUIT

It is important to help patients identify reasons for quitting. The following
intervention, based on motivational interviewing, can help motivate patients
to quit who are not quite ready.

TABLE 2. ENHANCING MOTIVATION TO QUIT TOBACCO?**

RELEVANCE Explain why cessation is personally relevant

m Health concerns and patient’s disease status or risk
m Family situation, such as quitting for children

® Monetary cost of nicotine dependence
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RISKS Ask patients to explain their perceived potential risks of smoking;
discuss these risks (e.g., infertility, fetal harm, CV and pulmonary
disease, malignancies, harms of secondhand smoke to others) and
HIV-specific risks such as:

m HIV-infected smokers may have a decreased response to ART and a
more rapid progression to AIDS

m Smoking cigarettes can make it harder to fight off
HIV-related infections

m Qverall mortality (death rate) is increased in HIV-infected patients
who smoke

® Women with HIV who smoke have a greater risk of contracting
human papillomavirus (HPV), which can cause cancer of the cervix

®m For a smoker with the co-morbid conditions of HIV and Hepatitis C,
the liver can be seriously harmed

® Smoking is a common cause of sexual dysfunction

REWARDS Ask patients to explain what they might gain from smoking
cessation and highlight the rewards most relevant to the patient,
including those that are HIV specific

m Better chance of avoiding HIV-related infections

m Better chance of responding to ART

® Improved taste of food

®m |Improved sense of smell

® Saving money

m Setting a good example for children

m Better performance of physical activities

®m Improved appearance (e.g., reduced wrinkling, whiter teeth)

m Lowered risk of heart disease

Explain that:
m 20 minutes after quitting, heart rate and blood pressure drop

m Two weeks to three months after quitting, circulation and lung
function improve by 30%

m One year after quitting, risk of coronary heart disease (CHD) is
reduced by 50%
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m Five years after quitting, stroke risk is similar to that of someone
who never smoked

ROADBLOCKS Ask patients to identify barriers to quitting and offer
options to address those barriers

m Withdrawal symptoms

m Fear of failure

m Weight gain

m Lack of support

m Depression

®m Enjoyment of smoking

m Socializing with other smokers

REPETITION Discuss the 5 Rissues listed above with patients at each visit

23
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CHAPTER SUMMARY

How to approach your patients about smoking cessation
m Smoking can be a chronic, relapsing condition
m Consider tracking smoking as a vital sign

m Administer the Fagerstrom Test for Nicotine Dependence

Address patient concerns

m Provide factual information to address each concern

Sample scripts for brief interventions
m Assess smoking status
m Advise patients about quitting
m Assess readiness to quit

®m Encourage confidence in quitting

APPROACHING YOUR PATIENTS ABOUT SMOKING CESSATION

Though HIV care providers are in excellent position to provide smoking
cessation interventions with their patients who smoke, it can be difficult and
sometimes uncomfortable to approach the topic. We recommend treating
smoking as a vital sign so that a patient’s smoking status is readily apparent
upon their entrance into the exam room. This is an easy way to encourage
you and your patient to integrate conversations about cigarette smoking into
your clinic visit. Smoking can be a chronic, relapsing condition that at times
requires varying levels of intervention. We encourage you to go as far as you
can with each patient at each visit as you help lay the groundwork for smoking
cessation.

In order to assess your patient’s level of nicotine dependence, we suggest
using the test in Table 3. Fagerstrom Test for Nicotine Dependence (p. 28). The
level of your patient’s nicotine dependence has important indications for the
regimen that should be suggested for treatment.
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1. How soon after you wake up do you smoke your first cigarette?

Within 5 minutes (3 pts.); 6-30 minutes (2 pts.); 31-60 minutes (1 pt.);
After 60 minutes (0 pts.)

2. Do you find it difficult to refrain from smoking in the places where it
is forbidden (e.g., church, library, cinema)?

Yes (1 pt.); No (0 pts.)

3. Which cigarette would you hate most to give up?

The first one in the morning (1 pt.); Any other (0 pts.)
4. How many cigarettes a day do you smoke?
10 or less (0 pts.); 11-20 (1 pt.); 21-30 (2 pts.); 31 or more (3 pts.)

5. Do you smoke more frequently during the first hours after waking
than during the rest of the day?

Yes (1 pt.); No (O pts.)
6. Do you smoke if you are so ill that you are in bed most of the day?
Yes (1 pt.); No (0 pts.)

NICOTINE DEPENDENCE SCORE (Points):
(0-2 pts.) Very low dependence
(3-4 pts.) Low dependence
(5 pts.) Medium dependence
(6-7 pts.) High dependence
(8-10 pts.) Very high dependence

Note. Adapted with permission from “The Fagerstrom Test for Nicotine
Dependence: a revision of the Fagerstrom Tolerance Questionnaire,” by T. F.
Heatherton, L. T. Kozlowski, R. C. Frecker & K. O. Fagerstrom, 1991, British
Journal of Addiction, 86(9), 1119-1127. Copyrighted.

ADDRESSING PATIENT CONCERNS

In the following tables, you will find helpful methods for discussing cigarette
smoking and smoking cessation with your patients. For a complete step-by-
step guide, please consult Appendix A.
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TABLE 4. SAMPLE RESPONSES TO PATIENTS’ CONCERNS ABOUT

SMOKING CESSATION??

Patient

I don’t want counseling, | only
want medication.

I want to try acupuncture,
hypnosis, or laser therapy.

I am concerned that | will gain
weight once | quit smoking.

I don’t understand how nicotine
replacement therapies (NRTs)
could be harmless if nicotine is
also one of the harmful drugs
in cigarettes.

Provider

Counseling + medication
works better than
medication alone.

Counseling will provide

you with practical skills to
support the behavior changes
necessary to quit.

Reinforce that evidence
supporting the effectiveness
of counseling + medication.

Suggest that the patient
augment any substandard
therapy with counseling
+ medication.

Start to increase physical
activity as soon as possible.

Consider taking a walk
instead of a cigarette break.

Studies have shown that
medicinal nicotine is safe.

What is harmful in
cigarettes are the 4,000
other chemicals, including
40 carcinogens.

Medicinal nicotine in
dosages approved for

NRT medications are

proven to greatly reduce
withdrawal symptoms during
smoking cessation.
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Patient Provider
My life is too stressful to m Smoking is one way
quit smoking. that many people deal

with stress.

m Counseling will help
you develop new and
healthier ways to cope with
your stress.

I have been smoking for 30 years m Some people who smoke

and | have no health problems. do not develop health
Plus, my grandmother smoked all consequences, however
her life and she lived to be 100. about 50% of people

who smoke will die
from cigarette-related
consequences.

m The average smoker
lives 10 years less than a

non-smoker.
I am HIV-positive; my life is m Smoking is even more
hard enough. dangerous for HIV-infected

people, as it can be
responsible for increasing
the chances of AIDS-related
infections and cancers.
Smoking can also prevent
your HIV medications from
working as well to fight your
HIV-infection and keeping
your immune system strong.

m Thanks to ART, HIV-infected
people now can live as long
as HIV-negative people.

You are jeopardizing your
health and long life by

m Between all my medications
and feeling alone,
cigarettes are the high
point of my day.

m | am going to die soon
anyway, so why quit now?
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TABLE 5. SAMPLE SCRIPTS FOR BRIEF SMOKING CESSATION
CONVERSATIONS BETWEEN PATIENTS AND PROVIDERS?*?

Questions and statements are all in the voice of the provider.

Approach your patients about smoking

Assess smoking status
® How many cigarettes do you smoke a day?
m Do others in your household or work environment smoke?

m Have you thought about quitting?

Advise patient about quitting smoking

Be clear
m | think it is important that you quit smoking. | can help.
Make strong statements

m Quitting smoking is one of the most important things you can do for
your health.

m Smoking is much more likely to kill you than your HIV.
Personalize your feedback

m Your smoking habit may be a more serious risk to your health right
now than your HIV disease.

®m You can save more than $2,000 a year on cigarette expenses if
you quit.

m All your hard work with your HIV medications is being undone
by smoking.

m Your risk of lung disease, CHD, and other problems are much higher.

®m You are at increased risk of developing AIDS and other health
problems when you smoke.

m The overall mortality for people with HIV who smoke is much
higher than for people with HIV who are non-smokers.

m You complain of shortness of breath; giving up cigarettes will
improve your breathing and stamina.

Assess patient’s readiness to quit

m Are you willing to give quitting a try in the next 30 days?

m |Lets get specific, how much do you want to cut back by the next
time | see you?
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Assess and build motivation

® How confident do you feel (on a scale of 1-10) that you can do that?
What would move that number further up the scale for you?

m What would have to happen for it to become much more important
for you to change?

m | believe you can do this. It's a tough thing to give up. Let’s think
about what some of the main barriers are that might get in the way
of you being able to do this.

Support self-efficacy

m So, getting support from your non-smoking friends was a helpful
strategy last time you quit.

m You've been really successful in managing HIV medication regimens
and you can use some of those same skills here.

® Would you like some resources about smoking cessation that you
can read on your own time while you decide?

Encouraging confidence in quitting smoking

® On a 10-point scale, how confident are you in your ability to stop
smoking for good?

® What would make you more confident in your ability to
stop smoking?

® What did you learn from your past quit attempts?

® How might your past relapses be able to help you with this
new attempt?

m |s there anything you found helpful in previous attempts to
stop smoking?
Emphasize personal choice and responsibility

m |t is up to you to decide when you're ready and how to quit. I'm
here to help you whenever you're ready.

m |t sounds like you're not ready to think about quitting. It's one of
the things we consider like a vital sign so I'll be asking about it
when you come in. Just let me know when you feel ready to make
a change.

m You're interested in quitting, that's an important step. Here's what
we have available to help you (e.g., services, medications). What
would you be interested in trying first?

= |f you would like, | can tell you some strategies that will help you
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address those concerns.
Expressing empathy
m |ots of people worry about how they'll be able to manage
without cigarettes.

m Sounds like you're not ready to quit today, | know this is a tough
decision. I'm here to help you whenever you decide you're ready to
quit or start to cut down.
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CHAPTER SUMMARY

Nicotine pharmacology

Use of medications for smoking cessation result in better
abstinence rates and durability then quitting “cold turkey”

Medications for smoking cessation are most successful when
combined with other interventions (e.g., counseling, monitoring
and tracking)

Use Table 3. Fagerstrom Test for Nicotine Dependence (p. 28) to
guide prescribing

The goal of titration is to eliminate the need for NRT while
maintaining smoking abstinence

Nicotine pharmacology considers the dose response and manages
withdrawal symptoms, which commonly include irritability,
impatience, anxiety, difficulty concentrating, restlessness, hunger,
depression, insomnia, and cravings

Selection of the smoking