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The overall objective of this guideline
Reducing the doubled risk of postoperative complications in smokers undergoing elective surgery. In addition, increasing the long-term quit-rate among surgical patients(1).

The clinical questions
1. How to identify smokers at increased complication risk after surgery?
2. How to document the risk in the medical record?
3. Which type of smoking cessation intervention programme should be recommended?

Target group
Daily smokers undergoing scheduled surgical procedures
The patient preferences: In general, the surgical patients have a very positive attitude
to smoking cessation intervention (2-4), and their compliance to lifestyle intervention
is especially high in the perioperative period (5).

Target users
Surgeons, anaesthesiologists, and other clinicians involved in the surgical pathway for
their clinical information and recommendations on complication risks and related risk
reduction and to support the shared clinical decision-making. Nurses and other health
professionals responsible of smoking cessation intervention prior to surgery for support their choice of intervention programme.

Recommendations
1. Self-report
Self-reported daily smoking identifies smokers at increased risk. The literature
shows that self-reported tobacco use is sufficient to identify the risk patients, and
the simplest to use in clinical routines. This information might systematically underestimate the smoking to a minor degree; however, over-estimation has not been
described, which means that the identified daily smokers definitely are risk patients (6-8).
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2. Documentation

Research and Best Practice

Documentation in the medical record can be done easily through the HPH DATA Model that has been validated
for surgical patients as well as other patients (9). This model has a specific code for daily smoking. Some clinicians use the ICD-10 for harmful smoking (DF 171), because they understand smoking as harmful in relation to
surgery; others just write the number of daily cigarettes in the medical record. The related Health Promotion
Activity Model can be used for documentation of the intervention. It has a specific code for intensive smoking
cessation programmes (and another for the brief interventions among smokers) (10).

3. Intervention
The 6 to 8 weeks Gold Standard Programme (GSP) is the only smoking cessation intervention (see below)
that significantly reduces the postoperative complication rate to about the half and significantly increases the
continuous quit-rate at longer-term (above 20%). GSP can be added to the surgical pathway either 6-8 weeks
before the operation date (11) or 4 weeks before and 4 weeks after (12). The quit rate at the time of the operation is more than 50%. Other less intensive and briefer programmes have been tested without effect on those
outcomes (13), while some may have an intermittent and minor effect on the smoking it-self (14).
GSP describes manual based smoking cessation intervention performed by trained staff. The introduction often involves a motivational dialogue followed by a structured patient education programme, which includes
teaching and training or handling temptations and risk situations, relapse prevention, dependency, nicotine
replacement therapy (free of charge) and withdrawal symptoms. In addition the programme includes setting
a quit date and planning for the future. The patients are followed up for smoking status at the end of the programme and again after 6 and/or 12 months. The follow-up also includes evaluation of the patient satisfaction
(15).

Indicators for registration
They relate directly to WHO Standard II and III for Health Promotion in Hospitals (16):
- Documentation of smoking status at first contact to hospital or health services
- Information given (increased risk for smokers, intervention and the following risk reduction),
- Start GSP (or referral according to local guidelines)
- Outcome (quit smoking)
The indicators should be followed up over time through audits of the medical records.
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