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What is Very Brief Advice on Smoking?

The figure overleaf shows the three elements to VBA: establishing
and recording smoking status (ASK); advising on how to stop (ADVISE)
and offering help (ACT).

Offering VBA is the single most cost effective and clinically proven
preventative action a healthcare professional can take! and it is
important to keep giving advice at every opportunity, as smokers
may take several attempts to stop smoking successfully.?

In addition, by referring a patient to a local stop smoking service,
they are four times more likely to stop smoking.* Research shows
that 95% of patients expect to be asked about smoking and

a short intervention can make all the difference.45



Very Brief Advice on Smoking

ASK

AND RECORD SMOKING STATUS

“Do you smoke?"

ADVISE

ON THE MOST EFFECTIVE WAY OF QUITTING

“Did you know that the best way of stopping smoking is with
a combination of medication and specialist support. If you are
interested | can refer you to our local friendly stop smoking

service that many of my patients have found useful?”

ACT

ON PATIENT'S RESPONSE

INTERESTED NOT INTERESTED

Give information.
Prescribe medication and refer “It's your choice of course.
to local stop smoking service. Help will always be available.

Do let me know if you
Patients are four times more change your mind.”

likely to quit with support

REFER to local stop REASSESS
smoking service at future visits
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Dental professionals have a unique opportunity to address smoking with
patients in a manner that will make a difference and won't damage your
relationship with patients.

Brief advice from a dentist or member of the dental team has been shown
to increase your patient’s motivation to quit and can double a patient'’s
success with quitting.¢

Addressing tobacco use with patients should be a priority for all members
of the dental team and will result in improved oral health and outcomes
for patients. It is important for dental professionals to be aware of simple
techniques for motivating your patients who smoke to quit and informing
them of the availability of evidence-based treatments such as quit
smoking medications and counselling support.

Tar deposited in the mouth causes discolouration to teeth enamel,
a coated tongue and halitosis

Alterations in taste and smell
Impairment of salivary function, immune responses and blood flow

Reduced periodontal blood flow results in a change in oral microflora
composition, favouring the presence of anaerobic bacteria

Changes in bone metabolism such as an increased secretion
of the bone resorbing factors

PGE2 and IL-iB74 or a decrease in intestinal uptake of calcium

Carcinogens present in tobacco smoke can cause changes
that give rise to oral cancers



Research has shown that, compared to those who have never smoked,
smokers have an increased risk of developing:

Oral cancer — smoking
causes 80 -90% of oral Effects of smoking on oral health
cancers (mouth, tongue,

lips, and throat use).”
Cancer risk is significantly Higher risk of periodontal disease

Increased risk of oral cancer

associated with the
amount of cigarettes
smoked.” Tobacco smoke Reduced blood supply to mouth
works synergistically
with alcohol to increase
the risk of oral cancer.”

Teeth discoloration

Increased build up
of dental plaque

Delayed healing following tooth
extraction, periodontal treatment
or oral survey

Oral leukoplakia and
epithelial dysplasia®™©

Periodontal disease,

dental caries and
tooth loss — cigarette Alterations to taste and smell

Bad breath (halitosis)

smoking is a major risk
factor for periodontal
disease onset and progression.””-% The risk of tooth loss is about two
to four times greater in current smokers compared to never smokers
and there is a dose dependent association between the amount
smoked and risk of tooth loss.”"-¢ Rate of bone loss almost four times
greater than in non-smokers.”®

Oral candidosis’

Impaired treatment response and healing’ — smoking causes a lack
of oxygen in the bloodstream, leading to the infected gums not being
able to heal.



Successfully stopping smoking will not only benefit a patient’s long term
health by reducing the risk of developing other disease,” abstinence from
smoking may help a patient heal faster by eliminating the acute effects
of smoking on the body and stopping smoking has also been associated
with improved dental outcomes.

Stopping smoking will:
Improve composition of oral microflora and periodontal health.”8-21

Reduce risk of tooth loss.22-24 Risk reduces after stopping smoking,
but it takes at least 15 years to return to that of a non-smoker.2®

Reduce risk of implant failure.?6 Patients who stop smoking one week
before treatment and eight weeks following have success rates identical
to non-smoking patients.?’

Significantly reduce risk of heart disease, stroke, lung, mouth and throat
cancers, other cancers, respiratory disease including and COPD,
emphysema, and bronchitis.®

Delivering better oral health:
an evidence-based toolkit for prevention?

Delivering better oral health is the evidence-based toolkit for
prevention, developed by Public Health England, and contains
a chapter on smoking and tobacco use.

It can be accessed online:
https://www.gov.uk/government/publications /delivering-better-
oral-health-an-evidence-based-toolkit-for-prevention




Carbon monoxide (CO) testing
in dental practice
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Explain that carbon monoxide (CO) is a poisonous gas contained in
cigarette smoke and that there is a simple test that can be carried out
to determine CO levels.

“Carbon monoxide is a poisonous gas inhaled by smokers when
they smoke a cigarette. Carbon monoxide reduces oxygen levels
in the body and causes heart disease, stroke, reduced lung function
and can also affect your dental health. The good news for you is
that shortly after stopping smoking the level of carbon monoxide

in your body returns to that of a non-smoker. This machine
measures the amount of carbon monoxide in your lungs in parts
per million and if you have not been smoking then we would expect
it to be below 10 parts per million. Would you like to measure
your carbon monoxide levels?”

It is worth emphasising that patients should hold their breath for

a minimum of 15 seconds before blowing into the CO monitor.

This allows the pressure in the lungs to equalise and for the carbon
monoxide in the blood to pass into the air in the lungs; it is this that is
then measured by the monitor in parts per millions.

“What | am going to ask you to do in a minute is to take a big deep
breath, hold your breath and then exhale into this machine.
You will need to hold your breath for about 15 seconds. After you

have taken your breath | will hand the machine to you, the machine
will count down and I will then tell you when to exhale into it.”




If reading was 10 parts per million or above:

“The monitor is showing a reading of over 10 parts per million.
The normal range for a non-smoker is between 1and 5 ppm
and so you can see that your reading is ... times higher than
what we would expect from a non-smoker. These levels of
carbon monoxide are considered poisonous — they are ... times
the levels that are considered safe. High levels of carbon monoxide
affects the amount of oxygen in your body and causes serious
disease. The good news is quitting smoking you can get this
down to the levels of a non-smoker.”

If reading was below 10 parts per million
(and the patient is known to be a smoker):

“This reading is classed as that of a non-smoker; although the
normal range for a non-smoker is between 1and 5 ppm. However,
carbon monoxide accumulates in the body and I'm sure that if we
were to repeat the test later today or sooner after you've smoked
it would be much higher. The good news is if you stop smoking
then you can get this permanently down to the levels of somebody
who doesn’t smoke.”




Both the client and the stop smoking practitioner should use
non-alcoholic sanitiser gel on their hands before the test

Attach a clean, disposable filtered mouthpiece
(a fresh one for each client) to the monitor
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Turn the machine on

Ask the client to take a deep breath

The monitor will count down 15 seconds

The client needs to blow slowly into the mouthpiece aiming
to empty their lungs completely

The parts per million (ppm) of carbon monoxide in the lungs
will be displayed on the screen

The mouthpiece should be removed by the client (for infection
control reasons) and disposed of in a refuse sack, which is tied
before being placed in another bag for collection (double bagging)
to prevent domestic staff touching the mouth pieces

The CO monitor should be cleaned between tests using
a non-alcoholic wipe

Our bodies produce small amounts of carbon monoxide and there
is also carbon monoxide in the atmosphere around us, e.g. in car
exhaust fumes, so the reading will almost never be zero; it will
also fluctuate slightly depending upon what air you have been
exposed to. A reading of below 10 parts per million is considered
to be that of a non-smoker.

Readings above 10 parts per million are not normally caused by being
in the company of smokers; this can increase exposure to carbon
monoxide, but does not normally push the reading above 10.




What else can raise CO?

B Exposure to CO fumes from a faulty gas boiler, car exhaust
or paint stripper.

B |actose intolerance where the high reading is a consequence of
consuming dairy products that can produce gases in the breath.

B Exposure to passive smoking. Although readings above 10 ppm
are not normally caused by being in the company of smokers.

B Unusually high ambient CO concentrations due to weather
conditions or air pollution.

Other resources

The NCSCT offers a variety of online training and face-to-face
courses, and resources in smoking cessation.

For further training in Very Brief Advice on Smoking you may access
the NCSCT Online Training Module

http://elearning.ncsct.co.uk/vba-launch
If you are interested in learning more about providing behavioural
support to assist with quit attempts you should access the NCSCT

Online Practitioner Training: Core competencies in helping people
stop smoking

http://elearning.ncsct.co.uk/practitioner_training-registration
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E-cigarettes are devices that deliver nicotine within an inhalable aerosol
by heating a solution that typically contains nicotine, propylene glycol
and/or glycerol, plus flavours. There is a wide range of e-cigarettes and
people may need to try various types, flavours and nicotine dosages
before they find a product that they like.

Short-term exposure to e-cigarettes appears to pose few if any risks.
Mouth and throat irritation are most commonly reported symptoms and
these subside over time. Low levels of toxicants and carcinogens have
been detected in e-cigarette liquid and vapour, but these are much
lower than those found in cigarette smoke. There are no high quality
safety data from long-term e-cigarette use, but there is no good reason
to expect that their use would be anywhere near as risky as smoking.
Although some health risks from e-cigarette use may yet emerge, there
is no good reason to expect that their use would be anywhere near as
risky as smoking. This is because e-cigarette vapour does not contain
the products of combustion (burning) that cause lung and heart disease,
and cancer.

Some people find e-cigarettes helpful for quitting, cutting down their
nicotine intake and/or managing temporary abstinence. While combining
quit smoking medications and behavioural counselling has the strongest
evidence for increasing quit rates, Public Health England supports the use
of e-cigarettes as a quit smoking aid, ideally in combination with a first line
quit smoking medication and counseling support.3° For any patients who
are using or are planning to use e-cigarettes to quit smoking or cutback
on their smoking it is recommended that they also be referred to their
local stop smoking service to give them the best chances of quitting.
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