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red Nurse Initiation of a Tobacco

Intervention Protocol

Leading Quality Care
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This article summarizes the development and implementation of a registered nurse-initiated protocol to intervene
with hospitalized patients who are tobacco-dependent, may be experiencing tobacco withdrawal, and who are
hospitalized in a smoke-free environment. Rationale: Tobacco use is the leading cause of preventable death in
the United States. Hospitalization provides a unique teachable moment to treat tobacco dependence. Nurses can
be effective in talking with patients about tobacco use. Development: The clinical nurse specialist spheres of
influence model and the role of the clinical nurse specialist were important for developing a tobacco use
intervention protocol. A multi-disciplinary team created key objectives. These included identifying and assessing all
patients who use tobacco, providing treatment to manage both withdrawal and address tobacco dependence,
providing comfort to patients while hospitalized in a tobacco-free environment, encouraging lifelong cessation. The
bedside admitting nurse was chosen as the pivotal professional to trigger tobacco use interventions. Implementation:
A protocol was finalized that requires the bedside nurse to assess all patients for past and currrent tobacco use. The
nurse is then prompted to (1) provide information about tobacco dependence and treatment, (2) ask if the patient
wants nicotine patch therapy to address withdrawal and, (3) order a consult with a specialist at the patient’s request.
Extensive and varied educational programs were developed to support the implementation of the protocol.
Outcomes: The tobacco use intervention protocol has become important for providing assessment and intervention to

patients who use tobacco. It has increased the number of specialist consults provided to patients. It has increased
compliance with quality reporting data by national quality accrediting bodies.

KEY WORDS: CNS spheres of influence, inpatient protocols, quality improvement,
quality performance measures, nursing practice innovations, RN-initiated practice change,

smoking cessation, smoking interventions

Rationale

Nurses can make an impact on the leading, prevent-
able cause of death and disability in the United
States. Tobacco use causes multiple morbidities
including cardiovascular disease, stroke, numerous
cancers, and chronic obstructive pulmonary disease.’
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Tobacco kills an estimated 438,000 people each
year.! Clinical practice guidelines have been devel-
oped to help address this widespread health prob-
lem. The guidelines call for each patient entering a
healthcare environment to receive a 5 A’s approach:
ask about tobacco use, advise to quit, assess for
motivation to quit, assist with a quit attempt, and
arrange follow-up.?

Hospitalization provides a unique opportunity to
treat tobacco dependence.’ National monitoring
groups such as the Joint Commission on Accredita-
tion of Healthcare Organizations (JCAHO) and the
National Quality Forum recognize this by requiring
tobacco screening and advice/counseling as manda-
tory performance measures for hospitalized patients
with particular health problems such as congestive
heart failure, myocardial infarction, or community-
acquired pneumonia.®

Hospitals are required by groups such as JCAHO
and National Quality Forum to be smoke-free en-
vironments. Patients who are addicted to tobacco
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products will frequently experience nicotine withdrawal
symptoms and tobacco cravings when hospitalized.
Because of this, they are more likely to violate
hospital policies.” Nicotine replacement can help
alleviate the patients’ withdrawal symptoms, but it is
underused and frequently not provided to hospital-
ized patients.®

Nurses can be effective in providing treatment.
Bedside nurses are uniquely placed to understand and
meet the patients’ need for comfort and support.”
Schultz® conducted a comprehensive review of the
literature regarding nursing and tobacco use inter-
ventions. Ten studies demonstrating the effectiveness
of nurse-delivered hospital interventions were pub-
lished from 1996 to 2003. Intensive interventions
were more likely to be effective, particularly those
with extended follow-up. The authors found that
it was important to provide nurses with education
to enhance their comfort level and communication
skills in addressing tobacco use with patients. System
enhancements such as chart reminders were found
to be helpful in increasing tobacco use interventions
by nurses. McEwen et al’ randomly sampled general
practitioners and practice nurses in England and
Wales to assess their interventions with smoking
patients. Ninety-nine percent of the nurses declared
that helping smokers stop tobacco use was part
of their role. Almost all reported that they recorded
smoking status when the patient first entered the
healthcare system. Ninety-five percent of the nurses
indicated that they occasionally provided advice
to stop smoking. Seventy-one percent reported that
they advised at nearly all consultations. Nurses who
reported being educated in treating tobacco depend-
ence were more knowledgeable, engaged more
actively in helping patients, and had more positive
attitudes toward treating tobacco dependence.

Rice and Stead'® reviewed 42 studies of nursing
interventions for smokers. Thirty-one of the studies
compared a nursing intervention to a control or
usual care group. These studies showed a significant
increase in the odds of quitting tobacco among those
in the intervention groups. Advice and support from
nursing staff were especially successful for increased
success in quitting smoking when delivered in a
hospital setting. The recommendation was to mon-
itor tobacco use and smoking cessation interventions
as an integral part of standard practice, so that all
patients were asked about tobacco use and provided
support if needed. Below, we describe a project that
translated these findings into practice.

At Mayo Clinic in Rochester, Minnesota, a
registered nurse (RN)-initiated protocol was proac-
tively developed to comprehensively address tobacco
use and dependence among hospitalized patients.
The protocol empowers the bedside nurse to (1)

assess each patient for tobacco use, (2) provide
nicotine patch replacement for comfort from with-
drawal, and (3) order a behavioral consult with a
tobacco treatment specialist.

This article will review the process by which this
RN-initiated protocol was developed and imple-
mented; describe the impact that the clinical nurse
specialist (CNS) practice model has had upon the
process; describe the resulting protocol and practice
change; and discuss the performance measures,
practice guidelines, and quality care standards being
met through the use of the protocol.

Specific Steps in the Development of the
“Tobacco Use Intervention Protocol”

A CNS championed the development and implemen-
tation for this system change. Clinical nurse special-
ists have unique skills for addressing patient needs,
engaging nurses, and promoting system changes.'" In
this process, the CNS, as a change agent, was
uniquely poised to engage key players, execute
system changes, and develop procedures that were
critical for creating this practice change.

The CNS spheres of influence model was the
framework for creating, developing, and implement-
ing the protocol (see Figure 1).'%13

The model describes 3 spheres through which the
CNS can impact patient care: the patient/client
sphere, the nurses/nursing practice sphere, and the
institutional/system sphere. This model helped to
systematically identify and engage a multidiscipli-
nary team. It provided the framework to incorporate
appropriate steps of development and implementa-
tion in a way that addressed patient needs, nurse
practice needs, and institutional needs.

The first step in the process was to formulate a
work group. In addition to the CNS, the team
consisted of representatives from nursing staff,
nursing education, physicians from medicine and
surgery, pharmacists, tobacco treatment specialists,
and quality/continuous improvement staff.

The group identified key objectives to be accom-
plished through the change process:

1. Identify and intervene with all hospitalized
patients who use tobacco or have used tobacco
in the previous 12 months.

2. Include interventions to treat withdrawal symp-
toms as well as treatment for ongoing abstinence
from tobacco.

3. Engage bedside nurses because they are uniquely
poised to work with all patients, monitor tobacco
withdrawal, and discuss tobacco use with all patients.

4. Provide patients with more intensive specialized
treatment as requested or indicated.
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Nurses/Nursing Practice Sphere:

¢ Facilitated critical thinking of the RN staff to educate, influence
patient decisi and feel in add: tobacco use with
patients through:
¢ Formal presentations
¢ Unit meetings
* Pi of patient
* Role playing
¢ Integrated ongoing suggestions from nursing to improve the
overall protocol and its use.
¢ Developed and delivered step-by-step guidelines through
datory “Best Practice S ” for all RN staff.
¢ Developed and provided Web-based education for all RN staff.
¢ Introduced the finalized p 1 across all inpatient units th
* Presentations at unit practice meetings
o Team days
Email communication
1 to 1 response to staff questions
to “trouble-shoot” specific
situations as they arise

£id,

Institutional/System Sphere:

4 Facilitated a multidisciplinary team to
d institutional
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Patient/Client Sphere:

¢ Identified barriers p ing pati ilies from
participate and support this intervention in their care.

g to

¢ Developed and presented a step-by-step guide for practice change
on all hospital units including:
¢ Placing copy of protocol and “Help for Stopping Tobacco Use
in the Hospital” b on every admi chart.
¢ Creating a return process for all completed protocols to
facilitate data collection.

4 Offered options for patient P h 1 of all p of
the protocol.
¢ Developed dial for risk behavior ed for

patients/families as to how tobacco use threatens wellness and
contributes to illness.

¢ Imp d written infq tion given to pati ‘while hospitalized
to track protocol use and outcomes.

¢ Developed a multidisciplinary data tool.

¢ Standardized fq ing of the p 1 for both inp and

outpatient use.

1 N-initiated
p an R}

patient while hospitalized.

¢ Multidiscipli P T

P Y P
ing staff (medical and surgi
Physicians (medical and surgical)
Clinical Nurse Specialist
Nursing Education Specialist

Pharmacy

Y

with a two-fold purpose: To begin nicotine
patch therapy upon admission to the hospital and
consult a nicotine behavioral counselor to see the

e o o o o o o

Nicotine Depend Center physici:
Continuous Improvement staff
¢ Articulated the value

and impact of this practice change to all levels of the

medical, hospital, and clinic tructu
¢ [Initiated a 6-month pilot of the p 1 across medical/surgical cardiovascular
nursing units to elicit needed ch and imp prior to initiati
hospital-wide.
¢ Utilized critical thinking to respond to qt and probl, lving with
nursing staff and across all dep involved in inil g this p 1
¢ Collat d with outpati il paring to initiate this protocol

1 dicch

8S P
y of care from

by infl ing the

FIGURE 1. Clinical Nurse Specialist Spheres of Influence which guided the tobacco protocol development.

Input from staff nursing was considered vital to
the engagement and support for all hospital nurses,
as they would ultimately implement and deliver the
protocol. It was crucial to work with key insti-
tutional practice committees throughout the process,
from beginning to end. Input from physicians, phar-
macists, and tobacco treatment specialists assured
that evidence-based assessment and treatment were
applied and sufficient medication use was provided
to address withdrawal and ensure patient safety.
In addition, quality improvement staff and a nurse
education specialist helped ensure that the pro-
tocol would meet standards and performance mea-
sures as well as incorporate competency-based best
practice.

Through collaboration, the work group developed
a draft protocol. On admission, the bedside nurse
was required to ask every patient if he/she had used

Bh 8

14,15

tobacco in his/her lifetime, and if so, had he/she used
tobacco in the past 12 months? The protocol
allowed the nurse to request nicotine replacement
patches to alleviate the patients’ withdrawal and/or
request a consultation with a tobacco treatment
specialist for patients.

Once the draft protocol was developed, it was
presented to a number of institutional committees for
review to encourage support and obtain approval.
These committees included the nursing practice com-
mittee, medical practice committee, surgical practice
committee, and pharmacy practice committee. All
departments within the institution that needed to
review and give input were identified, and meetings
were held with each group to obtain feedback and
revise the protocol. Our experience suggested that
these meetings should be scheduled early in the
process to allow the highest degree of input and
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| Inpatient, Adult Protocol

MAYO Tobacco Use Intervention
CLINIC Protocol applies to all patients. Parental notification required for patients

under 18 years of age.
@ Resource: Nicotine Dependence Center (266-1930).

Age:
Primary Service: _ - o (Mayo Clinic Number, Name and Room Number Above)
Allergy module reviewed. Choose one: [ No additional allergies identified, or

O Additional allergies identified and MICS Allergy updated.

Step1
Has patient ever used any tobacco products?
O Yes - proceed to next question.
O No- protocol does not apply.
Has tobacco use been within the last 12 months?
O Yes - proceed to assessment section.
O No- protocol does not apply.

Assessment Section: (US cigarette pack = 20 cigarettes; Canada cigarette pack = 25 cigarettes)
O Cigarettes per day

[0 Spit/smokeless tobacco (can/pouch per week)

O Pipe/cigar (number per day)

O Not currently using, date patient reported stopped tobacco use:

Step 2
Behavioral Intervention Section:
¢ Registered Nurse recommends to end tobacco use or continue with abstinence. Give patient education pamphlet: “Help for Stopping Tobacco
Use in the Hospital” (MC2065-41).

Step 3
Exclusion Criteria for nicotine patch therapy: (Select All That Apply)
O Patient has a known allergy to Nicotine patch.
O Patient is already on Nicotine replacement product.
O Patient reports complete abstinence from tobacco for 30 days or more.
O Patient reports she is pregnant.
O Patient using pipe or cigar only.
If any box is checked, Nicotine patch therapy is not indicated. Proceed to Step 4.
If none of the boxes are checked, proceed to Step 5.

Step 4  Offer patient Nicotine Dependence Center (NDC) consult without nicotine replacement therapy.
Patient consents to Nicotine Dependence Center consult only.

If box checked, sign protocol and have unit secretary send electronic referral to NDC.

Patient refuses NDC consult.

If box checked, sign protocol and submit completed protocol (Part 2) to Nursing: SMH Joseph M-66.

OO

Step 5
Consent: Offer patient Nicotine Dependence Center (NDC) consult and Nicotine (patch) replacement therapy.
[0 A Patient consents to NDC consult and Nicotine patch.
* [f box checked, proceed to medication intervention section and have unit secretary send electronic referral to NDC.

Select [0 B Patient refuses NDC consult, but consents to Nicotine patch.
Only * |f box checked, proceed to medication intervention section to begin patch therapy.
One [0 C Patient refuses Nicotine patch, but consents to NDC consult.

» |f box checked, have unit secretary send electronic referral to NDC.
O D Patient refuses referral and treatment.
¢ |f box checked, submit completed protocol (part 2) to Nursing (SMH Joseph M-66).

Step 6
Medication Intervention Section: (select appropriate section based on information in step one)
Cigarettes
Select [ [ Less than 20 cigarettes per day: Nicotine Patch (Nicoderm®CQ) 14 mg applied to skin every morming, remove old patch.
only — [0 20 - 30 cigarettes per day: Nicotine Patch (Nicoderm®CQ) 21 mg applied to skin every moming, remove old patch.
One [0 31 - 40 cigarettes per day: Nicotine Patch (Nicoderm®CQ) 35 mg applied to skin every morming, remove old patch.
L [0 More than 40 cigarettes per day: Nicotine Patch (Nicoderm®CQ) 42 mg applied to skin every morning, remove old patch.

Spit/smokeless tobacco

Seloct = [ Less than one can/pouch per week: Nicotine Patch (Nicoderm®CQ) 14 mg applied to skin every morning, remove old patch.
only — O 1 can/pouch per week: Nicotine Patch (Nicoderm®CQ) 21 mg applied to skin every morning, remove old patch.

One [0 2 cans/pouches per week: Nicotine Patch (Nicoderm®CQ) 35 mg applied to skin every morning, remove old patch.

L_ [1 3cans/pouches or greater per week: Nicotine Patch (Nicoderm®CQ) 42 mg applied to skin every morning, remove old patch.

Registered Nurse Signature: Nurse Pager # (if applicable):
Registered Nurse Printed Name: Date: Time:
Part 1 - Pharmacy Part 2 - Nursing (SMH Joseph M-66) Part 3 - Order Book
This protocol has been developed to reflect the practice patterns of the clinicians who wrote it. It sets forth recommendations as to practice, not rigid rules.
© 2006 Mayo Foundation for Medical Education and Research. Al rights reserved. MC1156-407rev DRAFT

(24 hour clock)

FIGURE 2. The registered nurse—initiated tobacco use intervention protocol. This protocol may not be duplicated without
the expressed permission of Mayo Clinic.
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buy-in from all groups that would participate in
approving and implementing the practice changes.
The protocol was piloted on 4 cardiovascular units.
These were considered key areas, where patients
often are tobacco users and frequently have illnesses
caused or worsened by tobacco use. Continual “trou-
bleshooting™ and response to questions from all staff
and departments within the institution were coordi-
nated by the CNS. The input, feedback, and continual
updates created a “polished” protocol, which met the
4 key outcome objectives (see Figure 2).

As the protocol was approved and endorsed by
the necessary committees, an extensive education
program was developed. The education was in-
tended to facilitate a smooth, timely initiation,
education, and orientation for all involved nursing
staff. Within the Mayo Clinic, Rochester, more than
6,000 nursing department employees were oriented
and educated to use the protocol. It was imperative
to have a simple, implicit, understandable process of
education, orientation, and implementation. A num-
ber of communication outlets were used to ensure
thorough delivery of the education.

B Power point presentations were provided to all units.

B Questions were answered in a timely fashion, and
frequent e-mail updates were delivered.

B Project leaders attended “team days” on all nurs-
ing units to answer questions and educate staff.

B Presentations were provided at “best practice
sessions.” (These are mandatory, quarterly, medi-
cal centerwide, educational sessions to introduce
new practice changes.)

B Posters and other written information were placed
on all units to inform staff about the implementa-
tion of the protocol.

Implications for Practice

We believe that the RN-initiated protocol has
provided a number of advantages for our patients.
It helps to ensure that there is a provision of
consistent care for all patients who use tobacco,
and it empowers the bedside nurse to initiate the
protocol. The nursing role is critical because the
bedside nurse has a unique vantage from which to
observe nicotine withdrawal and discuss treatment
options with patients. The protocol triggers tobac-
co treatment specialist interventions for patients
through communication between the patient and
the bedside nurse. The protocol provides hospital-
ized patients with options for treatment including
nicotine patch therapy, which can be requested from
the nurse directly; information about tobacco
dependence and treatments provided by the bedside
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nurse; and more intensive interventions from a
tobacco treatment specialist when requested. The
specialist can provide additional pharmacotherapy
options, cognitive behavioral therapy, and resources
for ongoing support and relapse-prevention. This
care is provided in collaboration with the primary
physician.

As discussed earlier, the JCAHO requires that
tobacco use be addressed with every patient diag-
nosed with myocardial infarction, heart failure, or
community-acquired pneumonia.* The nursing pro-
tocol is one measure to ensure that this is done with
all patients and the intensity of the intervention can
match what is requested by the patient. Patients who
must be tobacco-free while hospitalized report being
comfortable and experiencing fewer withdrawal
symptoms from tobacco. The number of specialist
interventions requested since the protocol was ini-
tiated has increased by approximately 50%, from
742 hospitalized patients seen in 2004 to 1,086
patients seen in 2006.

Currently, the protocol is being changed from
paper documentation to electronic documentation.
This will allow us to evaluate more fully the use and
effectiveness of the protocol. Nursing competencies
have been developed enabling uniform implementa-
tion of the protocol. This contributes to high quality
outcomes. Studies are also being planned to evaluate
the eventual impact of the protocol upon ongoing
abstinence from tobacco.
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