
SMOKING CESSATION GUIDELINES FOR PHYSICIANS  

Context:  

The development of this guideline for smoking cessation is in accordance with the principles and goals of 
the 2004 Memorandum of Agreement between the Ministry of Health and Long-Term Care and the Ontario 
Medical Association (OMA), Appendix E s.4: Health Promotion and Disease Prevention. It specifically 
relates to the introduction of two incentive fees: 4.1 Add-on Initial Smoking Cessation Fee and 4.2 Smoking 
Cessation Counselling Fee.  

Background:  

Smoking remains the number one preventable cause of death and disease in Canada. Approximately 
45,000 deaths in Canada are attributable to smoking. It is estimated that smoking prematurely kills three 

times more Canadians than car accidents, suicides, drug abuse, murder and AIDS combined.
1
 Smoking 

accounts for 85% of lung cancer in Canada
2
, 80-90% of all cases of COPD

3
 with smokers having a 70% 

greater chance of dying from coronary artery disease than non-smokers.
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Family physicians are essential to the success of smoking cessation programs. Physicians are considered 
a credible source of information among patients with advice having a powerful impact on patient 
motivation. Studies have repeatedly shown that the advice of a physician is the single strongest 
determinant of preventive practices.

5 

 

As part of the Ontario Tobacco Strategy, the Clinical Tobacco Intervention (CTI) program was established 
by the OMA in collaboration with the Canadian Medical Association, the Ontario Pharmacists’ Association 
(OPA) and the Ontario Dental Association (ODA). This program offers ongoing support to physicians, 
pharmacists and dentists to provide evidence-based smoking cessation and prevention interventions within 
their clinical practice. Up-to-date information is available to all practitioners at www.omacti.org.  

The U.S Department of Health and Human Services’ Treating Tobacco Use and Dependence Clinical 
Practice Guideline is the universally accepted strategy for smoking cessation and is also recommended by 
the Ontario Guidelines Advisory Committee (GAC) and CTI. This guideline promotes the 5As strategy: Ask, 
Advise, Assess, Assist, and Arrange and also advocates for important clinical interventions such as 
counselling with the use of tools such as Nicotine Replacement Therapy (NRT) or Bupropion to improve 
success rates.   

Guidelines:  

The main goal of this guideline is to enhance and optimize physician practice of smoking cessation 
counselling in Ontario. This guideline will also serve to introduce the specific requirements necessary to 
qualify for billing the aforementioned codes and is further complemented with a specific flow sheet to guide 
practice. Specific requirements are consistent with the CTI’s 5A’s Model recommendations.  

5As Model:  

. • Ask – patients about smoking status  

. • Advise – patients about the health risks of tobacco use and to quit  

. • Assess – patients’ readiness to quit  

. • Assist – patients that are ready to quit  

. • Arrange – follow up  
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An integral component of smoking cessation counselling is the use of motivational interviewing strategies to 
adequately assess a patient’s readiness to quit. Incorporating a 10-point motivational tool into smoking 
cessation assessments directs key questions regarding incentives and barriers to achieve results. The 
patient’s level of motivation can be directly linked to a stage of behavioural change with interventions 
tailored accordingly to enhance success. The goal of motivational interviewing is to explore patients’ 
ambivalence and encourage patients to express their concerns and individual reasons for change.
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Controlled studies have shown that motivational interviewing techniques are easily adaptable for use by 
family physicians and are as effective as cognitive-behavioural techniques and 12-step facilitation 
interventions.
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Patients in the pre-contemplative/ contemplative stage may benefit from motivational interviewing with 
specific strategies designed to elicit, clarify and resolve ambivalence.
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 Counselling should include empathy 
and reflective listening to enhance patients’ confidence and move patients along the stages of change 
process. It should be noted that the process to behaviour change can occur gradually and is rarely a single 
event with relapses being almost inevitable.    

Once patients are at the preparation/action stage of change, discussions surrounding setting a quit 
smoking date and appropriate pharmacotherapy tools should be considered to enhance success rates. 
The OMA confirms that the use of these smoking cessation tools approximately doubles the smoking 

cessation rates relative to control groups given placebos.
9
 Appropriate pharmacotherapy tools include 

Nicotine Replacement Therapy and Bupropion respectively.  

Patients committed to quit smoking, regardless of stage of change or willingness to set a quit date qualify 
for an additional two follow up counselling sessions within 12 months of the initial counselling service. A 
planned care approach for arranging follow-up for more intensive intervention, reinforcement or prevention 
of relapse is an excellent strategy to optimize success. Physicians should also consider linking with 
community smoking cessation programs for additional patient education and support.  

Utilizing Flow Sheets and Educational Resources:  

The following material had been created to facilitate effective smoking cessation interventions:   

Smoking Progress Notes – Annual Patient Profile is divided into three parts. The first part is the initial 
assessment designed to assist physicians in determining a patient’s readiness to quit and helps to 
identify incentives and barriers to achieve objective. The second and third parts accommodate two 
follow-up counselling visits within a 12-month period. Additional information regarding motivational 
interviewing, counselling strategy, relapse prevention, community resources and billing are available 
on the reverse side of the flow sheet.  
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Motivational Interviewing (MI):  
• MI allows you to explore the patient’s ambivalence and encourage patients to express their concerns and individual reasons for 

change.
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Some sample questions could be:  
Q #1: On a scale of 1-10 how would you rate your motivation to quit smoking at this time? 
Q #2: Why did you not give yourself a lower rating? (Elicits motivational statements, enhance incentives to quit)  
Q #3: Why did you not give yourself a higher rating? (Elicits perceived barriers, discuss coping strategies)  
Counselling Strategy:  

• The focus is to move patients along the stages of change process and enhance the patient’s confidence to quit in the future.  

Stages of Behavioural Change  Goals for Primary Care Provider11  

Pre-contemplation Stage  Help patients to begin to think about quitting  
Contemplation Stage  Help patients move toward a decision to quit in the near future  
Preparation Stage  Help patients get ready and begin to use quitting skills  
Action Stage  Help patients stay off tobacco and recover from slips and relapse  
 

 
Initial Smoking Cessation  E079   
Dialogue  Submitted with one of the following: A001, A003, A004, A005,  Once per patient per year  
(NB: as of January 1/08,  A006, A007, A008, A903, A905, K005, K007, K013, K017, P003,   
Q041A is no longer  P004, P005, P008, W001, W002, W003, W004, W008, W010,   
available and has been  W102, W104, W107, W109, W121   
replaced by codeE079)    
Smoking Cessation  K039  Twice in the 12 months following the initial  
Counselling  (NB: Physicians in Patient Enrolment Models may also bill Q042A in  dialogue  

 addition to K039 when service is provided to an enrolled patient.)   
Ongoing Follow-up  Code options: A007 and/or K013  A007 – unlimited  
Counselling   K013 – 3 times per year, 20 minutes minimum   
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