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P R O F E S S I O N A L I S S U E S

Providing tobacco cessation services (TCS) to patients
who use tobacco is no longer optional for the modern
dental office. As early as 1990 evidence linking cigarette

smoking to periodontal disease was beginning to emerge.1

Higher rates of periodontal disease, including greater reduc-
tion of periodontal bone height, have been observed in current
smokers compared to non-smokers.2,3 Longitudinal studies
have shown that current smokers have a 2- to 3-fold increased
risk of developing periodontal disease compared to non-
smokers, and that there is greater disease progression in current
smokers.4-7 Furthermore, reversal of disease progression occurs
when smokers quit, as demonstrated by the reduction in
disease status among former smokers.5,6 Two excellent reviews
have recently been published — one by Mirbod and colleagues
in this journal8,9 and another by the Research, Science and
Therapy Committee of the American Academy of
Periodontology10 — that call upon the dental profession to
include tobacco use counselling as the standard of care.

Most smokers need encouragement and motivation to quit.
The dental office can provide counselling in a new and highly
relevant context. The oral effects of tobacco appear much
earlier than the systemic effects and are visibly reversed when
smoking is stopped. Use of the intraoral camera allows dentists
to actually show this change to patients, which gives them an

advantage over other health professionals. In addition, men
and teenagers regularly present for dental visits whereas they
are less likely to see a physician. Thus dental care providers can
reach a group of smokers who may not receive other profes-
sional advice. These are important reasons for the dental
profession to move quickly to incorporate TCS into routine
practice.

However, there has been a reluctance to do so. Adding or
expanding TCS is very much like adding other new services. It
takes time before the new service becomes part of a comfort-
able routine. And while the dentist must agree to add TCS to
the practice, the whole staff must be involved in the decision,
as it is often the hygienist or assistant who will provide the
actual TCS. Deciding on the range of services to offer is a key
factor. At a minimum, displaying self-help cessation materials
in the reception area will provide interested quitters with
resources they may not access otherwise. At the other end of
the spectrum, it is possible to envisage establishing a full-scale
cessation clinic. In between, there is a level of service that fits
with the practice pattern and patient needs of every office.

A Canadian First
In 1996, 54 Alberta dentists agreed to participate in a

2-year randomized controlled trial designed to test an educa-
tional program aimed at improving TCS offered by dental
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offices.11-13 Offices were randomized to an intervention or a
control group. The intervention group received an office cessa-
tion manual, patient education materials, performance feed-
back and participated in teleconferences with colleagues. These
interactions proved essential — the opportunity to exchange
with others, to share concerns and strategies with colleagues,
and to learn about patient response to TCS were critical in the
adoption of a new practice.

Baseline data collected from office staff and patients
showed that less than half the dental offices routinely advised
patients to quit smoking. And while the intervention group
almost doubled the proportion of smokers advised to quit by
the end of the study (15.6% to 27.0%) compared to the
control group (12.2% to 15.1%, p = 0.02), there still remains
a large unexploited opportunity to help patients quit tobacco
use and protect their oral health.

Approaching Tobacco
Cessation

Study participants identified the
following barriers to the inclusion of
TCS: patient resistance and alienation;
the time required to provide the
services; ineffectiveness in getting
patients to quit; and lack of both
patient education materials and referral
resources. All these concerns can be
easily addressed and need not stand in
the way of providing a much needed
service.

Concerns about patient resistance
and alienation are largely in the minds of
the dental professionals. In the Alberta
study, 61.5% of dentists thought
patients did not want to receive advice
about quitting from the dental office,
yet almost the same percentage (59.0%)
of tobacco users felt their dentist ought
to provide such advice. Another 13.8%
of users were unsure about receiving
cessation advice from their dentist, but
not negative.13 It is therefore dentists’
perception more than anything that
prevents the profession from moving
forward in providing TCS.

The time factor is a realistic concern,
but streamlining TCS to meet both
patient needs and the requirements of a
busy practice is possible. The key is to
incorporate TCS into routine patient
care. All smokers should be aware of the
oral problems associated with tobacco
use and should be advised to quit. To
date, lay literature has ignored the oral
effects of cigarette smoking and patients
may not be aware of this association.

Just as poor hygiene and nutrition are discussed in relation to
periodontal disease, so too should tobacco use. It should
become part of the list of causal factors that are routinely
discussed. Once smokers are identified, a simple question
about their interest in quitting allows one to triage them to an
appropriate level of intervention. Prochaska14 classifies smok-
ers into precontemplators (those not interested in quitting),
contemplators (those interested but not ready), and active
quitters (those making a quit attempt). Although there has
been some debate recently about the scientific strength of this
model,15 it provides a useful approach to streamlining TCS.
For smokers not interested in quitting, a simple offer to assist
when they are ready takes less than 15 seconds, is not offensive,
and reminds them that help is available when needed. For
patients interested in quitting, the provider can offer self-help
resources, refer them to their physician or community cessa-

identify

Tobacco users

inform

of oral effects and need to quit

yes

ADVISE patient to develop 
a plan and set a quit date

no

“Ever tried to quit?”
“Do you want to try again?”

ask

“Have you thought about quitting?”

ADVICE FOR PATIENTS

Don’t try to quit during times of stress.
• 

Set a date about one week away to allow time for quitting preparation.
• 

Plan how to handle situations and places where people smoke.
• 

When you have the urge to smoke try chewing sugarless gum, eating carrot sticks or drinking water.
• 

Avoid smoking triggers. Prepare strategies on how to avoid them.
• 

Consider using a cessation product such as the nicotine patch, gum or bupropion to quit.
(A referral to a physcian for a prescription may be required.)
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ASSIST by giving self-help material or recommending 
a smoking cessation product, if appropriate

ARRANGE a formal referral to a physician 
or other community resources

FOLLOW UP at next visit

“I can help when you are ready”

Table 1 Encouraging patients to quit tobacco
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tion programs, or spend a minute or 2 discussing plans for
quitting. For motivated quitters, helping to set a realistic quit
date is often the impetus needed to make a serious attempt.
For smokers actively quitting, providing encouragement and
discussing relapses as lessons learned takes only a few minutes.
All can be done as part of the chair-side consultation without
adding significant time to the appointment (Table 1).

One of the barriers to incorporating TCS into dental prac-
tice has been an unrealistic focus on quit rates as the goal. In
reality very few smokers actually quit as the result of a single
professional intervention. Smokers make many attempts
before they are successful. It is consistent, repeated advice and
assistance that make the difference. Thus the role of the dental
team becomes one of encouraging, prompting and helping
patients plan for a quit attempt. With this in mind, concerns
about provider ineffectiveness and smokers’ inability to quit
need not be barriers to providing TCS. The goal of the dental
practice becomes one of informing smokers about the oral
health effects of tobacco use, advising them to quit and
providing assistance as needed.

The final major barrier identified by our study participants
was lack of both patient education materials and referral
resources. Most dental offices work in the realm of private
practice and may be unaware of community resources that can
be accessed by smokers. Three of the major health charities
(Canadian Lung Association, Heart and Stroke Foundation of
Canada, Canadian Cancer Society) provide self-help cessation
materials. Smokers can be referred to these organizations or
their materials ordered and displayed in the office reception
area. Displaying self-help materials not only identifies a prac-
tice as supporting cessation but encourages patients to
approach staff about quitting. Many patients would do so if
they knew help was available. The Canadian Cancer Society
also operates a toll-free cancer information service (1-888-
939-3333) throughout Canada. Assistance, self-help materials
and referral to other resources are provided by trained infor-
mation specialists. The local public health unit will be knowl-
edgeable of other programs and resources within the commu-
nity. A patient’s family doctor is also an important player in
cessation efforts and can be a useful ally in providing TCS.
Helping patients quit is not something the dental office has to
do alone — there are many community resources available and
a simple phone call can link the dental office to a network of
tobacco resources.

Keys to Success
The Alberta study revealed 5 keys to success:

1. teamwork — offices where all staff were involved in provid-
ing TCS were more successful;

2. an office champion with overall responsibility for the
program makes a positive difference;

3. simple, consistent service over time is more successful than
intermittent, more intense interventions;

4. the sharing of experiences with peers and colleagues
encourages adoption; 

5. a connection to community resources provides options for
appropriate referrals.

The time has come for the dental profession to make tobacco
cessation a priority. The evidence linking cigarette smoking and
periodontal disease is strong and requires that smokers receive
proper patient care, just as they would for any other threat to
their oral health. The reluctance of the dental profession to
address tobacco use stems in large part from the concerns
discussed above — all of which can be addressed. Each individ-
ual dentist must make the decision to offer some level of service,
whether it be simply providing patient education materials or
helping patients plan their next quit attempt. Dental offices may
prefer to start by offering patient resources, and as staff comfort
and confidence increase, add components of a comprehensive
program. The day will come when all patients who use tobacco
can access professional assistance from their dental office. This
will not occur overnight, but like any change, happens one
person at a time. The time to start is now.

The Profession’s Responsibility
In addition to individual commitment on the part of

dentists, the profession itself can help create an environment
that enhances the rate of adoption. Rogers’ classic work on
innovation diffusion has shown that a critical mass of early
adopters is necessary for a new practice to “take off.”16 Thus
the first challenge facing the profession is to identify, reach and
support those early adopters. These are the leaders of profes-
sional associations, local dental societies, journal clubs and
other well-respected members of the profession. Their visible
support for tobacco cessation and willingness to serve as role
models, mentors and promoters are critical to moving this
issue along. Preparing the next generation of dentists is also
essential. Adding TCS to dental curricula at the undergraduate
level will ensure future clinicians have the necessary knowledge
and skills to deal with this issue. Provincial associations can
encourage TCS adoption by including tobacco cessation as
part of the standard of acceptable practice. Providing continu-
ing education programs and credits will help ensure a compe-
tent workforce. It is also important to work in collaboration
with the hygienist and assistant associations. Their skills in
patient education and in preventive services are an integral
part of successful TCS. The Alberta study would not have
succeeded without the endorsement and collaboration of the
dental, hygiene and assistant associations. Their involvement,
advice and participation lent credibility to the project and was
a key factor in many offices’ decision to participate. Preventing
diseases like periodontitis, leukoplakia and oral cancers is not
the purview of a single profession — indeed a team approach
is essential for patient care. 

The CDA has shown its leadership and commitment to
improving oral health by featuring tobacco cessation during
dental health month. As the new millennium progresses, it is
up to individual dentists to show their commitment to better
oral health by incorporating TCS into their practice. C
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