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Extended Greek Summary

Ewsaymyikd otoryeio

H ypnon xamvod amoteAel v xvpla artic voonpodttoag ko Bvnopndttog otnv Evpomn ko
amotelel TOV KOPLO TOPAYOVIO KIVOUVOL Yol KOPOloyYEWKEG TOONGELS, KAPKivo Kol GAAEG
acOéveleg (Mathers and World Health Organization., 2012; European Commission, 2017). Eikoot
é€Lto1c ekatd (26.0%) tov Evponaiov kanviCovv onuepa (European Commission, 2017). ITaporo
Tov onuelwdnke peiwon tov kamvicpotog oty Evpdnn ta televtaia 600 gpdvia, ot ydPEG TGS
votiag Evpdnng kan wwitepa 1 EALGSa cvveyilovv va kataypdeovv vynid mococtd yprong
kamvoV. H EAAGSa éxet To vynAotEPO T060G6TO Ypriong kamvoL otnv Evpdnn (37.0% tov evijiikov
TAN0BvouoD), evd 1 Zovndia £xet to younAidtepo (7.0%) (European Commission, 2017). O apBuodg
TOV ToLYAp®V OV Kamviovtal nuepnoimg elvatl oNUavVTIKE LEYaADTEPOG GTOV EAANVIKO TANOVGUO
(17.8 Torydpa/muépa) o€ cOyKpion pe Tov vpomaikd péco 6po (14.1 torydpamuépa) (European
Commission, 2017). H EMada éxel emiong éva omd to youniodtepa mocootd (12.0%) tov
KOTVIGTOV 7OV  OVOPEPOLY TNV OEVEPYELD OTOTELPOS OLKOTNG TOV KOTVIGUOTOS KOTE TO
tehevtaio étog, evd povo to 1.0% tov kanviotov avagépel 6Tt EloPe v ompiEn evog
emayyeApLoTioo VYEIRG Yo Vo TPOY®PNOEL 6TNV dlokomh Tov Kanvicpatog (European Commission,
2017). A&ilel emiong va onpeiwbel 011, mapd t0 TEPAGTIO PAPOG Y10 TO GVOTNLO VYELOVOUIKNAG
nepiBodymc, mpoyevéotepn €pguva €6elée OTL £va onUAVTIKO T0606To (44.0%) TV KOTVICT®OV
otv EALGOa evolapépetal va S1oKOWEL TO KATVIOUO 0TO GUECO HEAAOV, TAPOLTO EAAYIGTOL TO
npooradovv pe v avaroyn otpién kot Bordsia and tovg emayyehpartieg vyeiog (Schoretsaniti
etal., 2014).

O TMaykoouog Opyaviopog Yyeiog (WHO) ko ot KatevBoviipieg Odnyieg amd 10 Evpomaikd
Aiktvo ywo to Kanviepa kot v [pdinyn g Kanvietiknig cuvibeiog (ENSP) (World Health
Organization, 2008b; European Commission, 2017) mpoBdAlovv ®C EMTOKTIKN OVAYKN TNV
evoopdatmwon g Oepaneiag e€dptnong and v vikotivy otnv Kabnuepvy] KAVIKN TPOKTIKY GTNV

[Mpwtofaduia ®povrida Yyeioc.
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O porog tov I'evikov latpod kol cuyKekpéVa 11 GLUPOVAR TOV GTNV JLOKOTH TOV KATVIGUATOC,
eaivetat vo av&dvel To kivitpo Temv Kamvietov va. dtakdyovv (Fiore et al., 2008; Stead, Bergson
and Lancaster, 2008a). ITio cvykekpiéva, o, amoteAéopato, HeAETNG €de1&av OTL TEPLEGOTEPOL
a7t0 TOLG HUICOVG KATVIGTEG TTOL HEKOYAV TO KATVIGHO VITOGTNPLEAV OTL 1| GUUPBOVAT TOL YEVIKOV

WTPOV ETNPENCE CTUAVTIKA TNV ATOPOCT] TOVG VO TO TPAEoLV.

Mo avaokdnnon kot petovdivon ond 1o United States Department of Human Health Service
(USDHHS) depevvnoe v BiAloypoeio ¢ Tpog TV OmOTEAECUATIKOTNTA TNG GUUBOVAEVTIKNG
aALG Kot TNG GLUBOVANG TOL YEVIKOD 10Tpov GTNV OloKon Tov kKamvicpatog. O Adyog mbavotntmv
(pooled odds ratio) tng S10KOTNG TOV KOTVIGHOTOG OV GYETICETAL [e TNV GLUPBOVAN TOL 1TPOV GE
oyxéon pe v mepintwon 0mov dev vdpyel GupPovAr vroloyiotnke 1.3 [95% CI 1.01, 1.6] yw
ovvtoun ovpPfovievtikn (< 3 Aemtd), 1.6 [95% CI 1.2-2.0] yia pukpr|g dtdpkeLag GUUPOVAEVTIKY
(3-10 Aemtdr) wan 2.3 [95% CI 2.0-2.7] ywo peyding dudpketag cvpfovrevtikn (>10 Aentd). Avtod
avTIoTolKEl og o avénon otV d1aKomn Tov Komviopatog katd mepimov 2.5%, 5% wor 11.2%

avtiotoyd og chykplon pe v opada eréyyov (Fiore et al., 2008).

A&iler emiong va onuewwbel 011,  Bepaneio dakomng Komviopatog Oswpeitar “Gold Standard”
HETAED TOV TOPEUPACEDV TPOANTTIKOD YOPAKTNPO, amd TV okomid kdotovg-opéhovg (Gaziano,
Galea and Reddy, 2007; Kahn et al., 2008).

To povtého tv SA Bswpeitan povtédo mov Paciletar oty TeKUNPiOON Yo TV EVOOUATMOOT TNG
Oepanciog e€dptnong amd v vikotivy oe kKMviKa mepiPdAlovta Kot £xel amoderydel 6t avEdver
TIG TPOOTADEIEG KO TO. TOCOGTA OlKOTNG. AmoteAeiton amd Tic akOAovbeg OegpeMddelg
otpatnykéc: "AsK", diepehvnon g kamnvioTikng cuvnbelag oe OAovg Tovg acbeveic, "Advise",
GLUPBOVAT] TOV 10TPOV GTOVS KOAMVIGTEG VO OKOWYOLV TO KATvViGHa,"AsSess" a&lohdynon g
gTooTNTag dlakonng tov kamviouatog ,"Assist" Ponbeia omv mpoomdbeia SloKOTNG Kot
"Arrange" mpoypapUaTIGHOS CUVAVINGE®V Yo TNV TapakoAovOnon g mpoondOeiag d1aKong
(Fiore et al., 2008; ENSP et al., 2018). Q616060, 0 pLOUOG pEe TOV 0TOI0 dLEVEPYOVVTAL AVTES OL
Bepameieg Yo TNV S10KOTN TOL KOTVIGLOTOG TAPAUEVEL APKETE YOUNAOS O€ EMimedo TpwTORAdLLLOG
nepifaiync otnv Evpodnn (Mcewen and West, 2001; Jiménez-Ruiz et al., 2015; Everatt, Zolubiene
and Grassi, 2016).
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H oavtipetomion tov yvootodv kabnueptveov @payudv ylo v mapoyn Oepameiog dtokomng
Kamviopatog (OnNAadn M yvoor, ol GTAGELS, Ot 0e1OTNTEG KOl Ol YPOVIKOL TEPLopIopol) eivan
amopaitnt) yoo v avénon g moapoyns Oepamevtik®v mapepufdoewv oty TpwToPfddia
nepifariyn (Pipe, Sorensen and Reid, 2009; Stead et al., 2009; Patelarou et al., 2011). H onpooia
™G a&loAdynNong Kol TG £PELVOS TOV TPOYPOUUUATOV GLVEYXODS KAUTAPTIONG GTOV TOUEN TNG
WITPIKNG EKTTAIOELONG Yo TNV €EQGPAAION TNG TOLOTNTOC OTO TPOYPAULOTE KATAPTIONG £)EL
emiong avayvoplotel Kot pmopel vo eMNPEGCEL GNUOVTIKG TNV ETOYYEAUATIKY TKOVOTNTO, TN
UEAAOVTIKT] KAMVIKY] TPOKTIKY kKot To oamoteléopata tov acbevov (Shumway, Harden and

Association for Medical Education in Europe, 2003; Price, 2005).

A&ilet emiong vo koToypagel OTL, TO EKTOOEVLTIKO TPOYPOLLLO TOPEUPOCTIC TOV EQUPUOGTNKE OTA
mAaiolo TG Tapovcag dtoTptPrg dnpovpynnke Kot epappdletart pe peydin emroyio and to Heart
Institute Tov mavemomuiov g Ottawa otov Kavadd. To «poviédo Ottawa yio v SoKom| TOv
kanviocpoatogy (OMSC) givor po ToALTAPoyOVTIKY| TAPEUPACT Y10 TNV OVTLLETMOTIOT THG XPNONG
KamvoL ard Tovg KomvioTéG oty Tpwtofdduia epovtida vysioc. H a&loddynon tov mpoypappotoc
OMSC £yet emdeilel onuavTikég PEATIOGELS GTOVG PLOLOVG LEe TOVG 0ToloVG TTapEyeTar Bepameia
Yy TV SWKOT TOL KOmMVIoCUATOG HE PAOT TEKUNPUOUEVEG TPOKTIKEG OTOVG acbevels g

npotofada epovtida vyeiog (Papadakis et al., 2013, 2016).

216)0¢ TG TaPoLGAS STPIPNG NTaY 1) TPOGapLoYN Tov Tpoypappatog OMSC oty TpmTofadua
epovtida vyeiog otnv EALGSO kot 1 avamTuén £vOG SIKTVOV EKTAOELUEVMV YEVIKAOV 10TPOV GTNV
Kpnm, mov Ba evoopoatocel v Bepomeio g eEdptnong amd v vikotivn oty Kadnuepivn

KAWVIKN TPOKTIKY.

"Ewg ofjuepa 1660 oy yopa pag 660 kot oty Kpnmm dev €xet epapprootel avaroyo mpdypoppa
7oL Oa amoPEPEL TOAAATAG OQEAN LE CNUOVTIKOTEPO EKEIVO TNG OLVATOTNTOG TAPOYNS CTNPIENG
Yo TNV OWKOMN TNG KOMVIOTIKNG ovvnlelag oe Omowov moAitn to embouel, péow 1ng
[MpwtoPdduiag povtidag Yyeiog, pe v eAmido ot 1 kouvotopio Bo 0dnynoet oto va Ppedet
TPOTOG OVTILETOTIONG NS KLpiog aAAG Kot amotpéyiung artiag Bovdtov petaéd tov EAAvav

TOAMTOV, TOV OV €lval AAAN amd TV e£ApTNon omd TV ViKotivr).

MeOoooroyia
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Epevvnuixn YrnoOeon

Epgovntikny vmdbeon g moapovoag SOaKTOPIKNG OaTpiPfnc amotelel TO YEYOVOG OTL M|
EKTOOEVTIKT TTapEUPaon o€ BT SLOKOTNG KOMVIGLATOG, OTAV £Qapootel og ['evikovg latpovg

™G TpmToPdOtac epovtidag vyeiog pmopet va:

A) AvENocet TIg YVOGELS, Vo, LETAPAALEL TIC OTAGELS, TIG TEMOIONOELS, TOV avTIAaUPavOpEVO EAEYYO
NG GLUTEPLPOPAS, KaOmG Kot TIC TPpoBEcel Tov oyetilovtal e TNV evemudTmon g epaneiog

SLOKOTNG KOTTVIGLOTOG OTNV KAOMUEPIVY] KAVIKT] TPOKTIKY|, GTNV OUAdS TapEUPaonC.

B) Metafailer Tnv copmepipopd g opddos mopEUPacng ava@opikd e TNV EVEOUATOOT NG

Bepamneiog 010K0TNG KATVIGLOTOS GTNV KON UEPIVY] KAMVIKY] TTPOKTIKY.

YKomog NG mapoHGOS SLTPPNS NTOV N avamTTLEN EVOG dikTOOoV KatapTiopévay Ievikov Notpov
[IpwtoPdaduiag Opovridas Yyeiog (IIOY) otnv Kprjtn ko 1 d1epedhivnomn g amoTeAEGLATIKOTTOGC
TOV TPOYPEUUOTOG HE KPP0 TNV evompdtoon g Oeponeiog d1komng Komvicpatog oty

KaOMUEPIVI KAVIKT] TPOKTIKY.
Epevvnuixa epotiuara

A) Eivar wkovr po ekmondevtikny mopéuPacr, vo ovENoel TV yvoor, vo oAAAEEL  TI
CLUTEPIPOPES, TIC TETOONGELS, TOV OVTIAAUPOVOLEVO EAEYYO TNG CLUTEPIPOPES Kot TIG TPOBETELS
nmov oyetiCovror pe v evooudtoon g Oeponeiog S10K0MNG KATVIGHOTOS 6TV KoOnUepv)

KAMVIKT|] TPOKTIKT amd Toug YeViKovg yotpotg g IIDY;

B) Mropei po exmondevtikn topépfoon mov papproletal 6Tovg yevikovg yrorpovg g DY ko
oyetiletal e TNV O1KOT TOL KOTTVIGOTOG VO 0AAAEEL TIG £ TP CLUTEPIPOPES GTOV TOUED

onTo;

H napotvoa didaktopikn dwotpipn] evtdocetar 6to epeuvntikd tpdypappa pe titho: « TiTAN Crete-
Tobacco treatment TrAining Network in Crete», to omoio €yet oyednotel, 6to TAAICIO NG
ovvepyaciog g Kiuvikng Kowvovikng kot Owoyevelaxng latpwkng tov [Havemomuiov Kprtng
pe v latpwn XyxoAn tov [Moavemomuiov g Ottawa Kot ToV YPNUATOO0TOVUEVO OO TOPOVG

¢ Global Bridges.
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To gpevvnTiKd mpoOypaupa elye AdPer ddewo amd v emtponny BionOwkng I[TAI'NH pe apBud
TpoTokOALOL 18078. Ap1Budg amdpacng d1oknTikov cvpfovAiiov 366 otig 24/07/2015. Eniong n
exmadevtikn  mapéuPoacn  €xel  kataywpnbet ommv  oebvrp Pdaon dedopéveov ISRCTN.
(http://www.isrctn.com/ISRCTN10306198?g=titan&filters=&sort=&offset=1&totalResults=3&p

age=1&pageSize=10&searchType=basic-search)

Eidog ueléng

[Ipoxertan yio o mAOTIKY PEAETN TtapépuPaocng mov tepthapPavel 600 ouddec. Tnv opdda 6TOL
npoypatortomdnke n ekmaidevon kKo v opdda erAéyyov. H a&loddynon mpaypoatomombnke
&xovtog AdPet ta dedopéva 1060 TPV 660 Kot petd v Tapéufoocn yuo Ty opdda mapépuPaocnc. H
GLALOYY| OEDOUEVMV BTNV OUAdO EAEYYOV TTPAYLLATOTOONKE LOVO [ POPA AOY® TEPLOPIGULEVOL
YPOVOL TNG HEAETNG KOl TMEPLOPIGUEVOV OIKOVOUIKAOV OLVOTOTHTOV TOL mpoypdupatos. To
TPOTOKOALO TTOL OKOAOLONONKE €ival SNUOGIEVUEVO KOL EMCLVATTETOL GTO TOPAPTNUO TNG

napovcag dwtpiPng (Girvalaki et al., 2016).
2opuetéyovreg

Ymv opada mopépuPaocng d€xnkay vo cvppetéyovv apyikd 16 T'evikoi watpoi and to Noud
Hpaxieiov ko otnv opdda eréyyov 10 I'evucol wtpoi and to Kévrpo Yyeiag ZnmAiov tov Nopov
PeBopvov. Mia 1otpog g opddag TapEUPacng amoydpnoe TPV TNV EKTOOELON, OTOTE 0 APtOUOC

TOV W0ITPOV NS OLAd0S TapEUPacng Tov Tpoydpnoay otny ektaidevon nrav 15.

Téoo oy opdda mapépPacns 660 Kot 6TV OpAde EAEYXOV AMECTAAAEL EXIONUN TPOGKANGN Y10
VO GUUUPETEXOVY OTNV HEAETN. ZTNV GLVEXELD, OKOAOVONGE TNAEQMOVIKY ETIKOWV®VID Yol Vo
emPBeParwbei n mpobupio v Fevikdv latpdv vo GUUUETEXOVY TNV HEAETY, OTWG KOl GOVTOUEG
GLVOVTNGELS Y10 VO cLENTNOEL TO TEPLEYOUEVO TOV TPWTOKOAALOV, TOV EVIULEPMTIKOV GNUEIDUOTOS
Kol NG QOPUOG oLYKaTaBeons kot va amoavinfodv toxdv epotiuato Kot amopiec. Orot ot
CUUUETEYOVTEG  VTEYpOYOV  EVTLO  GLYKOTAOEONG KOL  CUUTANPOGOV Ve GUVTIOWHO
EPOTNUATOAOYI0 Katd TNV Evapén g pelétng (opada mapéupaong katl eAéyyov). H dwadkacio

ot EmoVoAeONKe Yo TV opdoa Tapéufaong 4 pUNveg LETA TNV EKTOIOEVOT).
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Eniong, mpaypotomomOnke n GuAAOYN EpOTNUOTOAOYI®OV 0O TVLYOL0 OETY U KATVIOTMOV 0VA 10TPO
G opdoag mapéupacns and to odotnuo Mdawog £wg ZentéuPprog 2015. Zvvoiikd ehéyyOnkov
1189 acbeveic evd ot kamviotég tav 524. O emmoAooUOG TOV KATVIGHOTOS VITOAOYIGTNKE GTO
38.2%. IMapdiinio pe v ekmaidevorn g ouddag moapéupaocng, eixe Eekivioel 1 cLAAOYY
EPMOTNUATOAOYIOV TV acBevdV TG OUAdNS EAEYYOL 1 OToin Kot OAOKANpdONKe Tov IoHvio Tov
2016. Xmv opada eréyyov cvvolka gpotOnkav 1072 acbeveig, and tovg omoiovg 317 Nrav
Kamviotég (29.6%). Xty debtepn @AcN GLAAOYNG £POTNUOTOAOYIOV acOevedv otnv opddo
napéuPaong, n onoia TpaypaToromOnke 4 uvec HeTd To TEAOG TG TapéuPaonc, eAEyyOnKkov
1270 acBeveic evod 460 fitav komviotés (36.2%).

Ta kprmpla yo v elc0ymyn TV 0c0eVOY TNV HEAETN MTOV:
e Na etvar kamviotég (>1totydpa nuepncing)

e Nao eivar>18 etov

e No unv amotehovV ENEIYOVIO TEPICTATIKA KATA TV NUEPA KOTAYPUPNG TOV GTOLYEI®V
amd Tov vVtevBuvo TG Epevvog

e Naoa eivar o Béon va daffdcovv kat vo Katavoncovy v EAAnvikn yAdooo

e No £(0ovV TVELUATIKT SIOVYELD DOTE VO, LTOPEGOVV VO, TOPEXOVY EVLTOYPOLPT
oLYKOTAOEDT Y10l TNV GUUUETOYT TOLG GTNV HEAETN

2av KPLTNP1o Y10, TV EICUYMYT TOV 1TPOV TNV HEAETN TEONKE 1 TpoHTTOOEoN VO unv €xovv AdPet

Katé To mapeABOV evToTiKy ekmaidevoT| o€ BEUATO O1KOTNG KATVIGLOTOG.

Exroudevtino mpoypouua - Yiko

Y1ic 23 ZentepPpiov 2015 deEnydn olonuepn eKTOUOEVTIKN TAPEUPAGT Yol TNV OLKOTH TOL
Kamvicpotog 6toug ['evikovg latpovg g opddag mapépfacns otov xdpo g latptknig XxoAng tov
[Mavemompiov Kpnime. Ztnv exknaidgvuon TV 1 Tp®v GOUUETEIYOV 6 SIOKEKPIUEVOL EMGTNLOVES
amd v EALGOa kot To e€mTepikd EVD TO TEPLEYOUEVO APOPOVTE GTOLXEIN Y10l TO KATVIGLLO KO TNV
dwkonmy| amd v EAAGSa kot 10 eEmtepikd, v mabopucioloyio Tov €01oH0V, TIG TEXVIKEG
GUUPOVAEVTIKNG Y10 TNV O10KOTY TOV KOTVICUATOG OVAAOYX LE TO GTASLO ETOUOTNTAG OL0KOTNG,

™V eoappokofepameia, T1g 101KES Opadeg TANOLG OV Kat YevikdTEPES TOAMTIKEG. ZT1G 3 NoguBpiov
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2015, mpaypoatorombnke pia 0e0TEPT EKTOLOEVTIKY TAPEUPOOT), LKPOTEPTG EKTAONG, TOL NTAV
EMIKEVIPOUEVT OTIC TEXVIKEG cLPovAeLTIKNG eV oTic 11 Tavovapiov 2015 mpayuatomoOnke n
Tpitn kol tedevtaio ekmoudevtiky] mopéuPacn. To mepieyduevo agopohoe GTNV YVOOTIKY
ovumepipopikn Oepomeior (cognitive behavioral therapy), otmv teyviki g ovvévievéng
Kwnromoinong (motivational interviewing) kabm¢ kot 6Tov pOLO T®V NAEKTPOVIKOV TOLYAP®V

TNV O10KOTY TOL KATviouatog e Bdomn v vapyovsa BifAtoypapio.

Tnv exknaidevon ohokAnpwoay 14 1watpoi (1 amoympnoe oty apykn @don g peAétng ko 1
amoydpnoe Aoyw petakivnong oe GAAN mOAN g EALGSac petd v eknaidevon). Ta dedopéva

avTd aPopEOnKay amd TG AVaADGELS TOV ATOTEAEGUATMV.

A&ilet emiong vo onuelwOel OTL TPV Ko PETE TNV EKTOdELTIKN Npepida, £yve a&loAdynon Tov
EMTEOOV TV YVAOCEDV TMOV WITPOV LE TNV YPNON EPOTNLATOA0YIOL TTOV glye dapopwbet yia Tov
oKomOd 0ovTO KOl TEPLEIYE EPWTNCELS TOV OPOPOVCOV GTO TEPLEYOUEVO TNG EKTOIOELONG

TPOKEEVOL va. a&loAoynBovv o1 YVOGELS TOL omoKTONKV.

EmumAéov, avantoydnke onpavtikd vikd ommg Bifiapdkt avtofondetag tov achevav yio v
dloKkomn KOTVIGUOTOS, GUUBOVAEVLTIKEG QOPUES, POPLO KOTAYPOPNG KOTVIGTIKNG cuvideiog,
Bwteookommuévo VAIKO k.0 Olo tor wopomdve Vrapyovv SBEGIHN GTNV 1GTOGEAIDD TOL

TpoypappaTog: WwWw.titan.uoc.qgr.

AL10).0ynon Twv amoTeAEGUATWV UETE, TNV EKTOIOEDLON
H amotedeopatikdétnto e mapépPacns a&oroynnke péca amod:
¢ Trnv woavoroinon twv cvppeteydviov oty tapéppacn (1 epdnon)

e Tnv petoforny tov yvocewv (13 epothoeig), otdocenv (4 epotioelg), memodncemv (2
epomoelg), mpobécemv (1 epdtnom) kot aviilopuPavopevov eréyyov cvumeprpopds (1

€PMTNOT) TOL GYETICOVTOL PE TV EQOPLOYN TG Bepameiag TOV APOPAE GTO KATVIGLLOL

e Trnv petafoin g cvoumepLpopdg s opddos TapEupaong mov oyetiletal e TNV EVOOUATMON)

™ Oepamneiog yio TNV 1Ko TOV KAmViouatog (EQapuoyn twv SAS).
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Ta kopla pétpa ékPaong Ntav 1 epappoyn tov 4A (pomote, cvppovievteite, Pfondnote,
TPOYPUUUATIOTE EXAVAANTTIKY cvvavinon) and tovg ['evikovg latpovc. Agv diepevvioape ™)
otpatnyikn "a&oAdynon tov Pabupod ebiopov - ASSESS" yio Vo GUVTOUEVGOVUE TNV GUVOAIKTY|
dubpkela g Epevvag kot Bewpnoape 0Tt givol Aydtepo onUovTIKO ard To VITOAOITA KOHPLLL LETPOL
éxfoonc g mpoc to emBountd omoteAéopota G mapéupaonc. To €pOTNUATOAOYIO 7OV
YPNOUOTOMONKE Y10 TOV 0KOTO 0 TO {NTOVGE Od TOVG KAMVIGTEG VO, AELOAOYNGOLY TNV aOO00T)
T0v [evikov latpov, v nuépa ¢ emickeync Yo To €0V TOVG pOTHOE £dv KamviCouv (“ask™), Tovg
ovpPovrevce va dakdyovv to kamvioua (“advise— quit smoking”), tovg cvpfodrevce Yo TOVG
KIvd0OVoLg oL mpoépyovtal and to kamviopo (“advise — health hazards”), tpocépepe v fonbeia
TOV Y10, VO, S10KOWYOLV TO KATVIGHO. (“assist”) Kot mpoypappudtics ETopeVo pavtefod yio eVioyDGEL
Kol vo vrootnpi&el v mpoondbela dwakomng (“arrange”). o v otpatnykn g TOPOYNS
Bonbetog amd tov wtpd, o1 acHeveic emiong epoOnkayv av o I'evikog latpdc Tovg mapeiye LVAIKO
avtofonbewog, Opioe muepounvio Owakomng kot ovintmoe pali tovg TV SaBéoiun

eapuakobepamneio.
Loyic kou puéyeBog tov delyuarog

O voloyiopog TV detypatog vroloyiotnke e faon v petafint “Advise”. Zdupwvo pe Tig
EKTIUNOELS 0o dALeC peréteg, o ouvteleotng cvayétiong (ICC) kabopiotnke oto 0.01. Zopemva
LE Ta avTioToY0 T0600TA OV TPoKvTTTOLVY atd To Ottawa Heart Institute’s primary care network
tov [Mavemompiov g Otéfa, £yve n mapadoyn 6t N enidpaon (effect) vroroyileton oto 15.0%,
(Papadakis et al., 2013). Eropévag 10 mocooto tov  “Advise” vmoloyiotnke oto 45.0% oty
opadag eréyyov kot to 60.0% omnv opdda mapépPacnc. To mocootd TG opddag eAEyyoL
vroAoyiomnke pe Pdon mponyodueveg otpatnykés detypatonyiog oty Ipmtofadua @povtidan
Yyeiog otnv EAAGSa (Kotsoni et al., 2008).

O vrohoytopdg Tov detypartog yia ta 25 wrpeio (15 wrpeio mapéppaong kot 10 wtpeio eréyyov)
avédeite 28 aobevig avd wTpd. Olot ot voroyiopol Pacictnkav o dimievpo Eleyyo (two-sided
test), pe woxd 90.0% ko eminedo eumotocvvng 0.05. Me okomd vo mpoPAéyovpe v mbavn
OTOAEL  GULUUETEYOVIOV 10TpOV KOTd TNV emaveétaon, oavéfoape tov oplBud Ttov

OLUUETEYOVTOV acevdv. Xuvolkd, ~36 acOeveic evtdyOnkay oty pehétn and Kabe 1otpo.
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Ot derypatoAnyio oty opddo EAEYXOV TPAYUATOTOMONKE [ LOVO popd Kotd TV £vapén g
pueAéNG o€ avtiBeon pe v opdoa TapépPacng 6Tov TPOYUATOTOONKE OEIYUATOANYIN TPV KO

LETE TNV EKTOOELTIKN TTapEpPoo.
2T0TIOTIKY OVOADOY

Ta wtpeia, ot yevikol 1atpol Kot o YopaKTNPIoTIKA TOV aclevdv cvykpidnkav petatd tov
YPOVIK®V onueiov (Tpv Kot petd v mapépPaocn) kot peta&d g opdoos mapsupacns Kot e
opdoag erEyyov, mPokeWEVOL va a&lohoynbel 1M AmOTEAECUATIKOTNTO TOL TPOYPELUATOS

KOTAPTIONG,.

EAéyEape ) dwokdpovon og eninedo [N'evikov latpmv Kot Tov VTOAOYIGUO TOV TIULAV GTATIGTIKNG
ONUOVTIKOTNTAG. XPNGOTOm0NKE TOALTAPAYOVTIKY] AVAAVOT Yo VoL eEETAGOVLE TV EM{OpACT
¢ mapéuPaonc. E&etdoapie Tig aAlayég o€ eminedo evolopEPOVTOG TPV Kot LETE TV Tapéufoon,

oTNV OLAdQ TOPEUPOCTC ATOKAEIGTIKA.

Xe o 0e0TEPT avOAVOT eEETAGALE TIG dLOPOPES HeTaED TG opddag TopépPacns Kot EAEYOV.
AgdOUEVOV T®V SL0POP®OV TTOV TTapaTnpHOnKay petald TV opddwv Topéupacng Kot EAEYYoL TPtV
and v ékbeon oty mapsppocn, TapatnpnOnKay O1popEs wg Tpog Tig HeTaPAntég “assist” and
“arrange”, &ywe 1 aviAoyn mpocappoyn oty avdivon. Wald tests ypnopomomOnkay yio v
eCaymyn tov p-values kot tov Adyov mbavoedavewag (OR, 95% CI) wote va cuvoyicel v

ouvolikn emidpacn. Ta dedopéva avarvinkoay ypnoyomrotdvtag SPSS kat STATA.
Amoteiiopato
Xopoxtyprotike, I'evikwv latpov kar aoOevary

Ot T'evikoi latpoi otv opdda moapéupoong kot ehéyyov elyav mopOUOLRL ONLOYPAPIKA
YOPOKTNPLOTIKA, e TNV e€aipecn TO YEYOVOG OTL TEPIGGOTEPOL YEVIKOL 10TPOT GTNV OUAdA EAEYYOL
Bpiokovtav oe aypotikég meproyés. Ot IN'evikol latpol mov cvppetelyav Ntav oyetikd véot. To
100.0% omd v opdoa mapéuPacng kot to 90.0% g opddag eEAEYYOL NTaV KAT® TV 50 £TdV.
[Tepimov 10 éva TPiTo TOV 1ATPDOV AVEQEPE OTL GUUUETELYE 0TO TOPEAOOV GE EKTTOIOEVOT S1OKOTNG
TOV KOTVIGLOTOG, TEPLOPIOUEVIC OUWG £kTaoNS. To 20.0% ToVv 1tpdv TS OpAdag EAEYYOV Kol TO

33.0% otV opdda TapERPaonS avEPEPAV TPOCMOTIKT YP1|ON KOTVOD.
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Ooov apopd ot ONUOYPAPIKA YOPUKTNPIOTIKA TOV KATVIGTMV, 0EV TAPUTNPNONKAV ONUOVTIKEG
dtapopég, mapd uovo oTiG LETAPANTEG TOV aplBIoD ToLYAp®V ova NUEPA Kol TOL ¥POVOL Yo TO
TPMOTO TOLYEPOo TG NUEPOS HeTalD TG opdadag edéyyov kot mapépuPaons. EAéyEape yio avtég Tig

JPOPES GTO TEAMKO LLOVTEAO.

Ixavomoinon, petoffoln e yvwons, e aVTO-AmOTEAEGUOTIKOTHTAS, TV TEXOLONTEWY, TS OTATHS

ko1 s mpobeans twv Ievikawv lotpav

Inuetndnkoy VYNAQL TOCOCTA KOVOTOINGONG om0 TNV EKMOOEVTIKY TapEéupacn, HE TNV
mieloynoeia (80.0%) TV YeVIKOV 10Tp®V Vo SNAMVEL OTL 1] EKTOUSEVTIKY TOPEUPACT] EKTANPOGE
TIG TPOoodokieg tovug "oe peydro Pabud". Inpoavtikéc aAlayég Kataypdenkay og €51 omd Tig
deKaTpelG epOTOES Yvoe®wv Tov aflohoynOnkav mpv kol petd v mopéppacn. Evvoikég
oAAayEG OTNV LETOPOAT TNG OTACTG TOV WATPAOV OTEVOVTL GTNV €PapUoyn TG Bepaneiog yio Tnv
SLOKOTY| TNG KOMVIOTIKNG GLVIHOEL0G 6TV Opado TapEUPacng Enions KaToypaenKay, ®GTOC0 OEV

NTAV GTATICTIKA CTUOVTIKES.

Mia peydAn Kot 6TaTioTikd oNUAVTIKY aHENGCT TNG AVTO-OTOTELEGUATIKOTNTAG — QVTOTENOIONONG
TOV W0ITPOV TG Opddag mapéufaocng tekunpiovetat petd tny napéupaon (14.3% évavtt 64.3%, p
=0.034) 600V apopd oV £QOpROYN TG Bepameiog yio TV SL0KOTH TG KATVIGTIKNG GLVIOEL0C .
‘Exer emiong tekpunmpuwbdel peydin adénon oty mpodbeon vo Pondncovv tovg acbeveic otnv

S0KOTN TNG KAMVIGTIKNG, 0ALG OEV NTOV 6TOTIOTIKA onuavtikn (42.9% évavtt 71.4%, p = 0.183).
Mezafoin tns epapuoyns twv 4As atnv Oeporcio do1axonng KamxviouaTtog
20yrpion Tp1v Kai PeTa TNV Tapiupoon

H petafoin g epappoyng tov 4As oty Bepameia S10K0mNG KATVIGHATOS avENONKE GNUAVTIKA
petd v ekmondevtikn mapépPaocn. Mo cvykekpyéva, amodelytnke 0tL | mopéupacn Katdoepe
v BEATIOCEL TNV £€®G TOPO TPAKTIKN TOV 10TPOV UETAPIAALOVTOG GNUOVTIKE TO. TOGOGTE TOV
depevvovoay TV KanvioTikn cuvideia otovg acbeveic tovg AOR ‘ask’ 3.66 (95%Cl: 2.61, 5.14),
T0Vg ovpfovievoy va dtokdoyovy to Kanvicpo AOR ‘advise’ 4.21 (95%CI 3.02, 5.87), tovg
npocépepov v Ponbeta tovg Yo vo dtaxoyovv AOR ‘assist’ 13.10 (95%ClI: 8.83, 19.42) kot

26



TEAOG TPOYPOUUATICOY EMOVOANTTIKA paviefol Yoo va a&loA0YGOVY TNV TPOSTADELD SLOKOTNG

1OV Kamviopotog Tmv acbevov toug AOR ‘arrange’ 4.75 (95%Cl 2.67, 8.45).
20yKpion UETOLD OUBOOS TOPEULATHS KOl OUAOOS EAEYYOD

Kotaypdonkav dtapopég Katd v apyikn eacn g Epevvog — mpwv v topéupao, Hetald tov
300 opadmv 660V apopd otny Tapoyn Pondetag yio Ty dtakomy (ASSISt) Kot TOV TPOYPAUUOTIGUO
enavoAnmtikov paviefol (Arrange). ‘Eywve mpocoppoyq otnv avaivon yio autég TiG opopEs.
ATO TV avAALGT TPOEKLYOV GTATIGTIKA CNUOVTIKEG O10popEg HeTalh TG opadag mopéppaong
Kot TG opddog eEAEyyov kat ota 4 AS. TTio cuykekpipéva: SlEPELVOVLGAV TNV KOTVICTIKT GUVHOELL
otoug acbeveig toug AOR ‘ask’ 4.12 (95%CI 1.31, 13.01);, Tovg cvufodrevay vo dSlaKOYoLV TO
kamviopa AOR ‘advise’ 5.03 (95%ClI 1.87, 13.56), tovg mpocépepav v Ponbeia tovg ya vo
daxdyovv AOR ‘assist’ 18.24 (95%CI 18.24, 113.25)kot A0 TPOYPAUUATICOV EXOVOANTTIKG,
pavteBov yuo va agloAoynicovy v mpootdleia SloKomNG TOV KAMVIGUOTOS TV acBevdv TOVg
AOR c‘arrange’ 15.07 (95%CI 3.49, 65.12).

Tvlnmon

H a&oAdynon mg mapéupoons tekunpiooe onUOVTIKEG OVENCELS OTIC YVOOELS, TNV OVTO-
OOTEAECUATIKOTNTO KO TO, TOGOGTA LE Ta omoia ot ['evikoi latpol epdprocav Tig TekunpLopéveg
TPOKTIKEG Yoo TV Bepomeion eEdptnong and v vikotiv. H mapovoa ddaktopikn dSwotpipn
KOTOOEIKVVEL OTL €VOL EKTTALOELTIKO TTPOYPOAUO Ko epyoaieia mov Pacilovtol oe Tekunplopéva
otoyeio ko opyés Poacwopéveg otn OBewpia TG TPOOYESOGUEVIC GULUTEPUPOPAS, NTOV
OOTEAECUATIKEG OTNV AOENGT TV PLOUADV LE TOVG 0TTO10VG 01 WTpol TapEYovV Bepameia Yo TNV
drokomy| Tov Kamviopatoc. To ekmadevtikd TpdYPapLLe )TOV TPOGAPUOGUEVO GTIG TPOLYLOTIKES
ovvOnkeg ¢ Ipotofdbag dpovtidog Yyelog ommv EAMGO, mapéyoviag OAOKANPOUEVEG
YVOOEIS KOl YPNCIUOTOIDOVTAG TEXVIKEG HAOnong Omwg or mpoceyyicelg poOAwV Kot UEAETEG
TEPIMTMOGEWYV, Ol OTOIEG AVATTOGGOLV EMTVYADS deE10TNTEG GTNV TEKUNPLOUEVT Bepameia Yo TV

SLOKOTY| TOV KOTTVIGLLOTOG.

Koatd v évapén g perlég, xotaypaenKoy ToAd YounAd Toc00TA YVOCEMV Kol 0cONUaTOg

OLTO-OMOTEAECUATIKOTNTOS - OVTOTENOIONGNG TOV YEVIKAOV 10TP®V, VITOOEIKVVOOVTOS TV OVAYKN
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EMICNUOV TPOYPUULATOV KOTAPTIONG YL TNV EVIOYVOT TOV YVOGEMY Kol 0EEI0TNTMOV TOV YEVIKOV
pov. Ot yevikol 1atpoi g opddos TapEuPaons avéPepay VYNAG TOGOGTA IKOVOTOINoNG 0md
TO EKTTOLOEVTIKO TPOYPULLLOL KOt TO EPYOAEID TTOV GYESIAGTNKAV Y10t TOV GKOTO 0vTO. 26TOGO, OV
aviyvevdnkav ot ovopevopeveg aAlayég o OAa To TEdlOL TOV OPOPOVV OTI OTAGELS Kot

CLUTEPIPOPES Kol aVTOG eivar £vag TOUENS TOV omatel Tepottép® Pertimon kot dlepevvnon).

Eivor onpavtikd 61t axdpo Kot petd v ekmoideuorn Kataypiyape Tig avnovyieg g opddag
TopEUPOOTC OYETIKGL HE TNV  OMOTEAEGUOTIKOTNTO KOL TNV OCQPOAEL TNG VTAPYOLGOG
eoppakobepaneiog, yeyovog mov dikooroyel mepartépm dlepedivion, 0edopévoy Tov OTL eivan

YVOGTH KOl ATOOESELYLEVT] 1] OCPAAELD KO OTOTEAEGLOTIKOTTOS OVTMV TOV QOPLAK®V.
2bykpion ue v vrapyovaoa. Pifiioypapio

Ta gvpuato ™S TaPoLGOS SIOUKTOPIKNG SATPIPNG EIVOL GUVETY| LLE TPONYOVUEVES OELOAOYNCELG
OV povtérov g Ottawa yia v dtakom| Tov Kanviopatog oty [potofddua @povtida Yyeiag,
omov &giyov kotaypagel emiong onuavtikég avénoels oty epapuroyn g Oepaneiog yo v
e&aptnon and v vikotivn pe péon avénon 16.0-23.0% oty epappoyn tov 4A (Papadakis et al.,
2016). H mopodoo LeAETN TEKUNPLOVEL LEYOADTEPES AVENGELC GTNV EPAPUOYT TOV 4A amd eKEIVES
nov wapatnprOnkav otovg I'evikovg latpovg tov Kavadd, yeyovog mov umopel vo opeiletal ota

YOUNAG TOGOGTA EQAPLOYNS TOVG Katd TV £vopén g nerétng otnv EALGSa.

Kot édAheg mpoopateg perétec €ovv Kdvelr avoeopd otnv afla TV KAAOOKESIOGUEVMV
EKTIOOEVTIKMOV TPOYPOUUATOV GTO VO ETNPEALOVY TNV OTOTEAEGUOTIKY Qappoyn g Oepameiog
Yoo v dtakon] tov kamvicpatog oty Ipwtofdduia @povrida Yyeiog otnv Evponn (Olano-

Espinosa et al., 2013; Verbiest et al., 2014).

Mia Toyonomompévn KAvikn dokiun omd toug Verbiest et al., (2014) dwomictooe 0Tt pia TPAKTIKA
ekmaidevon pog dpag oe Fevikodg latpovg avénoe onuavtikd ™ cuyvoTnTa PE TNV oToia ekeivol
JlEPELYVOVGAV TNV KOTVICTIKT GUVIHOEll TV 0c0evdv Kot Tovg GuuBovievoy va Sakdyouv

(Verbiest et al., 2014).

[Tponyodueveg £peuveg £xovv deilel OTL 01 VIEVOVLUICELS GE TPAYLATIKO YPOVO KO Ol TPOTPOTES

elval OTOTEAEGLOTIKA LETPA Y10 TOV EMNPEACLO TOV EMTEOWMV EPAPLOYNS TNG Oepameiag d1aKomNG
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TOVL Kamviopotog amd Tovg yevikovg watpove (Papadakis et al., 2010; Boyle, Solberg and Fiore,
2011). Zmv mapovca datpiPr), mpoocapudooue avTd To €PYOAEin. 0T0 TOMKO TEPPAALOV
npotofaduog mepiBoiyme. Ot oTpatnykég mTOov YPNOYOTONONKAV NTOV GYETIKA YOUUNAOD
KOGTOVG Kol To amoTeEAES LT B0 propovoay Vo VicyvOovy TeEpaTépm Le TNV TPOSHNKN K GAA®V

oTOL ElV.
Avvota kot addvauo. onueio the HEAETHS

Tao amoteAéopato NG TaPoLCHS OOAKTOPIKNG JTPPNG €ivor Ta TP®OTO OESOUEVE VYNANG
TOOTNTOG Yo TV 0EOAOYNON TOV YVAOGE®V, T®V GTACEDV KOl TWV TOGOGTAOV EPUPLOYNG TNG
Oepameiog ylo TNV S1OKOTY TOV KOTVIGHOTOG 6TV TpToPdduia epovtida vysiog otnv EAAGOa. H
peAétn pog aglohdynce v epapuoyn g Bepameiog yio v O10KOMT TOV KOTVIGUOTOG oo
dedopéva mov cvAdeyBel amd tovg acBeveic, yeyovog mov elvar mOAD onpavtikd Yot Ommg
TPOKVTTEL 1) AELOAOGYNOT TNG EPUPLOYNS TNS BEpameiog Yo TNV KO TOL KOTVIGUATOG 0td TOVG
acBeveic, eivar akpiBéotepn amd 6TL av 1 avaPopd Yivetal amd Tovg i310Vg TOVE YEVIKOVG 10TPOVG
(Pbert et al., 1999). H pelétn poag frov entuoyng otny emitevén Hiog ToAd VYNANG GUUUETOYNNG
1060 OO TOVG KAVIKOUG 10Tpog 0G0 Kol amd TOVG KAMVIGTES, TPAYLLN TOV TO AT0dId0VE GTOV

VYNAS oePacpd mov divetal oty Epevva o€ eMinedo mavemoTHov otnv EAAGS.

"Evag meploptoplog g HEAETNG LG TV 1) LN TV aomoinon tov delypatog tov ['evikov 1atpdv.
Qo61660, N (PNON TNS OUASNS EAEYXOV KoL OL LETPNGELS TPV KOl HETA TNV TopEpnPacn, fonbodv
oTNV EAYIGTOMOINOT TOV THOVOV GUCYETIKOV TOPUYOVIMOV TOL UTOPEL VO £XOVV 00N YNOEL OTIC
mapatnpovpeveg aAlayéc. [lpaypatoromoope pétpnon oty opdon EAEYYOL G€ Eva LOVO XPOVIKO
onueio kaBog Bewpnbnke edAoyo 0Tl 6e TOAD GVUvVTOUO Ypovikd dbotnua (2-4 puvec) dev Oa
avapévovtoy aAlayég oty opdda ovtr. Agv vanpéav dArot Tapdyoviec, €€ dowv yvopilovpue, ot
omoiol umopel vo £(0VV EMNPEAGEL TO. TOGOGTA EPUPUOYNG TNG Oepomeiag Yo TNV d10KOT| TOL
KAmviopatog mépav Tov TPoypaupatog mopéppoonc. Ot opdodeg eAéyyov kot mopéppoacng
KOTEYpOY AV SL0POPEG MG TPOG TAL APYIKA TOGOGTA Topoyfg o Oetag yio trv dtakomr “assist” kot
TOV TPOYPOUUUOTIGHOD ETOUEVOL pavTefoD “arrange”, vrodetkvoovtag 0Tt ot OUAdEg Hag pmopel
va unv ntav 100% ocvykpioeg katd v Evapén g pelémgs. Opwg edéyEape yoo avt v

acvpeovia otV avdivon pog. O €0ehovTikdg YOPOKTNPAG TNG CLUUETOYNG 0TI LEAETN UTOPEL Vo
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OoNUOiVEL OTL Ol CLUUETEXOVTEG NTOV TEPIGGOTEPO TAPUKIVIUEVOL OO TOV YEVIKO TANOLGUO TV
YeVIK®V 1Tp®dv. TENOC, evd ot yevikoi tatpoi ogv elyav mpdsfacn otig Aemtopépeleg a&loAdynong
TOV EPMTNUATOA0YIOL TV acBevav, gival mhavo va katéfolav Tapamdve mpoomdeio Katd
dupkela NG TEPLOOOV GLAAOYNG OESOUEVAV OAAL OEOOUEVOV TOV GYETIKA YOUNADY TOGOGTOV

TV 4A oy apyikn edomn Tpv TV mopEpPacn, dev eivarl oAb mhovo va cuvEPn Kdtt TéToto.
YOUTEPUCPUOTIKA

H mapéuPaon mov dievepynnke ota mAaicio TG mTapovcas S1OaKTOPIKNG StoTpipnc, Paciopévn
0€ TEKUNPIOUEVES TEXVIKES Y10 TNV OLOKOTY| TOV KOTVIGHOTOG, GUVOEONKE e GNUOVTIKES QVENCELS
TOV YVOCGEDV, TOV OTAGEMV KOl TNG EPOPLOYNG TNG Bepameiog yio TV S10KOT TOV KATVIGHOTOC
(4As). H pedhovtikn €pevva Ba mpémet va eEgtdoetl pebddovg yro v vrostpiEn g evpvTEPNS
300G KAAG GYESACUEVOV TAPEUPAGEDY GTNV TPMTORAOLLN PPOVTION LYEING KOl GTPOUTNYIKAOV

Yo TOPEUPACELS PE KATVIGTES TTOL dEV EIvat £TOUOL VO, SIAKOYOVY TO KATVIGHLA.

Ag&Eg1g KAEWOWA: KATVIG LA, YeVIKOL 1Tpol, exmaidcvon, [lpmtofadua @povtida Yyeiag, EALGSa
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Abstract

Aim: This doctoral dissertation aimed to evaluate the efficacy of a tobacco treatment training
intervention among General Practitioners (GPs) working in primary health care in Crete, Greece.
The study objectives were: (a) to determine whether the tobacco treatment training intervention
when delivered among GPs can increase GPs’ knowledge, attitudes, beliefs, perceived behavioral
control, and intentions related to the delivery of tobacco treatment, and (b) whether the tobacco
treatment training intervention when delivered among GPs can change GPs’ behaviors related to
the delivery of tobacco treatment interventions (4As delivery).

Study population & methods: A quasi-experimental pilot study with pre-post evaluation was
conducted in Crete, Greece (2015-2016). GPs (n = 24) intervention and control group and a cross-
sectional sample of their patients (n = 841) were surveyed before the implementation of the
intervention. GPs in the intervention group received training, practice, and patient tools to support
the integration of the 4As treatment into clinical routines. Intervention group GPs (n = 14) and a
second cross-sectional sample of patients (n = 460) were surveyed 4 months following the
intervention to assess changes in outcomes of interest. Multilevel modeling was used to analyze
data.

Results: Among GPs exposed to the intervention, significant increases in 6 of the 13 domains of
knowledge, self-efficacy (14.3% vs. 64.3%; p=0.034) and rates of 4As delivery were documented
between the pre-and post-assessment and compared to the control group. Specifically, the adjusted
odds ratios (AOR) and 95% confidence intervals (CI) for 4As delivery between the intervention
and control groups were: AOR ‘ask’ 3.66 (95%CI 2.61, 5.14; p<0.001); AOR ‘advice’ 4.44
(95%CI 3.18, 6.21; p<0.001); AOR ‘assist’ 13.71 (95%CI 9.30, 20.19; p<0.001) and AOR
‘arrange’ 4.75 (95%CI 2.67, 8.45; p<0.001).

Conclusions: This is the first study to evaluate a multi-component tobacco treatment intervention
in primary health care in Crete, Greece. The study findings demonstrate that the tobacco treatment
training intervention in primary care settings was associated with significant improvements in the

rates at which GPs deliver evidence-based tobacco treatment into their daily clinical practice.
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Future research should examine methods for supporting broader dissemination of well-designed

training interventions in general practice in Greece and other European countries.

Keywords: tobacco use, general practitioners, training, Primary health care, Greece
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Chapter 1: Introduction to the problem

...tobacco is the only legally available consumer product which Kkills people

when it is used entirely as intended.

The Oxford Medical Companion (1994)
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1.1 The burden of smoking in Europe

Smoking is the main preventable cause of morbidity and mortality from lung cancer, chronic
obstructive pulmonary disease (COPD) and coronary artery disease, and it remains the most
important health hazard in European Union (EU) (Mathers and World Health Organization., 2012;
European Commission, 2017).

Tobacco use remains the largest avoidable health risk in the EU, responsible for 700,000 deaths
each year. Almost 50.0% of smokers die prematurely, resulting in the loss of an average of 14
years of life (European Commission, 2017). Although there has been a decline in smoking
prevalence in Europe, tobacco remains a huge problem, with at least one in four adults across
Europe smoking and the rate of tobacco use in some countries is almost as high as 40% (European
Commission, 2017).

The European Commission’s Special Eurobarometer report for 2017 presents the most recent data
regarding smoking behavior of the European population. The overall prevalence of smoking in the
EU remains stable since 2014 (26.0%) while the proportion of the former smokers is estimated to
be 20.0%. This is the highest rate of tobacco use among all the WHO regions while an increase in
consumption in the age group 15-24 is observed since 2014 (from 24% to 29%) while men (30.0%)
are more likely to smoke than women (22.0%) (European Commission, 2017). Important
discrepancies in tobacco prevalence are recorded across the EU countries with persistently higher
rates of smoking in Southern Europe. The highest rates of smoking are recorded in Greece (37.0%),
Bulgaria (36.0%), France (36.0%) and Croatia (35.0%) while the countries with the lowest rates
of smoking are Sweden (7.0%) and United Kingdom (17.0 %) (European Commission, 2017). The
average daily cigarette consumption in the EU is 14.1 cigarettes a day, down from an average of
14.7 in 2014. It should be noted that more than half of the smokers (52.0%) in Europe started
smoking before the age of 18 years and 76.0% of the smokers continued to smoke for at least 10
years (European Commission, 2017).

Most of the Europeans decide to quit smoking in middle age, either between the ages of 25 and 39
(38.0%) or between the ages of 40 and 54 (30.0%). The 52.0% of the current smokers have

attempted to quit smoking, with people in Northern Europe more likely to try quitting than
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Southern Europeans. Finally, most of the Europeans (75.0%) who have tried or managed to stop
did not use any aids (European Commission, 2017).

It is important to note that, tobacco use imposes a huge economic burden on the European health
care systems, with the direct healthcare costs alone estimated to be 100 billion Euros (European
Commission, 2012; Tsalapati et al., 2014).

1.2 The burden of smoking in Greece

According to the latest European Commission’s Special Eurobarometer, Greece has the highest
rate of tobacco use among members of the European Union, estimated to 37.0% of the adult
population. The number of cigarettes smoked per day is also significantly higher among Greeks
(17.8 cigarettes/day) compared to the European average (14.1 cigarettes/day). Greece also has one
of the lowest percentages (12.0%) of smokers who report making a quit attempt in the last year

(European Commission, 2017).

In 2011, smoking accounted for to account for a substantial fraction of disease morbidity, resulting
in 199,028 annual hospital admissions (8.9% of the national total) with attributable hospital
treatment costs calculated at slightly more than €400 million annually, representing 7.7% of the
total budget available for public hospitals in Greece (Tsalapati et al., 2014). Adjustments for
salaries lead to an overall cost of smoking of more than €500 million annually. These results
indicate the significant impact of smoking on both the Greek economy and the nation’s health
status.

The most common conditions of smoking-related hospitalizations were ischaemic heart disease
(~51,232 admissions), other circulatory disease (~26,400 admissions), pulmonary-related
outcomes in the form of pneumonia and influenza (24,599 admissions), bronchitis and emphysema
(21,148 admissions) and lung cancer (19,645 admissions) (Tsalapati et al., 2014).

Notably though, despite the enormous burden to the healthcare system mainly due to the fiscal
situation, the country has undergone during the past years, (Kentikelenis et al., 2011; Kentikelenis
and Papanicolas, 2012), research has indicated that a significant percentage (44.0%) of tobacco
users in Greece are interested in quitting in the immediate future (Schoretsaniti et al., 2014),
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despite the fact that from those attempting to quit only 1.0% reported receiving quitting support
from a health professional in Greece (European Commission, 2017). Hence, there has never been
a more important time for international collaboration and innovation to address the leading

preventable cause of death in Greece.

1.3 The importance of Tobacco Treatment Delivery and the existing Guidelines
The World Health Organization and the European Network for Smoking and Tobacco Prevention
(ENSP) Tobacco Treatment Guidelines have called for the integration of tobacco dependence
treatment into daily clinical practice in primary health care (World Health Organization, 2008;
ENSP et al., 2017)

WHO recognizes tobacco dependence as a disorder (World Health Organization, 2015) that can
benefit from treatment. Tobacco dependence treatment is very beneficial, and cessation
interventions are ‘extremely cost-effective when compared with other healthcare system
interventions’. The Article 14 of Framework Convention on Tobacco Control (FCTC) calls on its
parties to ‘facilitate accessibility and affordability for treatment of tobacco dependence’(World
Health Organization, 2015). The 2014 FCTC implementation report, underlines that the
implementation of services to support tobacco treatment as presented in Article 14 can and should
be significantly improved (World Health Organization, 2014). It is a common belief that the time

has come to take more urgent steps in order to protect the health and the future of the Europeans.

In this context: Article 14 of the WHO FCTC states that:

“Each Party shall develop and disseminate appropriate, comprehensive and integrated guidelines
based on scientific evidence and best practices, taking into account national circumstances and
priorities, and shall take effective measures to promote cessation of

Tobacco use and adequate treatment for tobacco dependence”.

The guidelines for implementation of Article 14:

i. Encourage Parties to strengthen or create a sustainable infrastructure which motivates attempts
to quit, ensures wide access to support for tobacco users who wish to quit, and provides sustainable

resources to ensure that such support is available;
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ii. Identify the key, effective measures needed to promote tobacco cessation and incorporate
tobacco dependence treatment into national tobacco control programmes and health-care
systems;

iii. Urge Parties to share experiences and collaborate in order to facilitate the development or
strengthening of support for tobacco cessation and tobacco dependence treatment.

According to these aforementioned guidelines, effort should be focused on developing the
infrastructure to support tobacco cessation and treatment of tobacco dependence among FCTC
party members, with the FCTC recommending that “Parties should implement the actions listed
below in order to strengthen or create the infrastructure needed to promote cessation of tobacco
use effectively and provide adequate treatment for tobacco dependence, taking into account

’

national circumstances and priorities.’

These action steps can be summarized as follows

. Conduct a national situation analysis

. Create or strengthen national coordination

. Develop and disseminate comprehensive guidelines

. Address tobacco use by health-care workers and others involved in tobacco cessation
. Develop training capacity

. Use existing systems and resources to ensure the greatest possible access to services
. Make the recording of tobacco use in medical notes mandatory

. Encourage collaborative working

© 00 N o o A W DN B

. Establish a sustainable source of funding for cessation help (World Health Organization, 2014)

The 2017 ENSP European Guidelines for Treating Tobacco Dependence are also oriented to
support the WHO FCTC. In accordance with FCTC Article 14, these European Guidelines for
Treating Tobacco Dependence have been developed and are freely provided to health care
professionals and the public.

The ENSP European Guidelines for Treating Tobacco Dependence are structured in a way that

will equip health care professionals with the necessary skills to combat this fatal addiction and
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provide them with a wide range of vital tools in order to help them improve their smoking cessation
strategies. The guidelines consolidate evidence and make recommendations for effective smoking
interventions to improve health outcomes and include more than 80 -evidence-based
recommendations to guide clinical tobacco dependence treatment. One of these recommendations
is that all health care professionals working in all practice settings including primary care, specialty
care and hospitals should receive training in evidence smoking cessation and feel comfortable

intervening with their patients who smoke (ENSP et al., 2018).

1.4 The role of General Practitioners in disease prevention and tobacco

treatment delivery

“Disease prevention, health promotion, providing cure, care, or palliation and promoting patient
empowerment and self-management are significant tasks in the daily clinical practice of general
practitioners (GPs) working both in primary health care and in the private sector” (Allen et al.,
2011). A recent suggested definition of the European Society of General Practice/Family Medicine
(WONCA Europe) which is the Regional Organisation of the World organization of Family
Doctors (WONCA), GPs are: “Personal doctors, primarily responsible for the provision of
comprehensive and continuing care to every individual seeking medical care irrespective of age,
sex and illness. They care for individuals in the context of their family, their community, and their
culture, always respecting the autonomy of their patients. They recognise they will also have a
professional responsibility to their community. In negotiating management plans with their
patients they integrate physical, psychological, social, cultural and existential factors, utilising the
knowledge and trust engendered by repeated contacts. General practitioners/family physicians
exercise their professional role by promoting health, preventing disease, providing cure, care, or
palliation and promoting patient empowerment and self management. This is done either directly
or through the services of others according to their health needs and resources available within
the community they serve, assisting patients where necessary in accessing these services. They
must take the responsibility for developing and maintaining their skills, personal balance and
values as a basis for effective and safe patient care” (Allen et al., 2011).
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GPs are in prominent position to deliver age- and sex-specific preventive and health promotion
interventions, when patients visit them for any reason, mainly due to the fact that two thirds of the
population visit their GP one or more times each year and 90% at least once in 5 every years
(Fraser, 1999).

It must be noted that due to structural and organizational differences of the practice in Europe,
there is a large variation in the degree of involvement of general practitioners in preventive
activities (Boerma, van der Zee and Fleming, 1997).

Previous research relevant to the role of GPs in prevention and health promotion has been
concentrated on specific topics such as attitudes and involvement in health promotion and lifestyle
counselling and perception of GPs in modifying behavior (Duaso and Cheung, 2002; Douglas et
al., 2006).

GPs working in primary health care are considered to be ideally positioned to deliver tobacco
treatment interventions (World Health Organization, 2008b), for three basic reasons: GPs contact
a large part of the population regularly and at least once per year (Ganry and Boche, 2005), tobacco
treatment delivery may be more acceptable as part of GP’s role in disease prevention and healthy
lifestyle promotion (Cornuz et al., 2002) and trustful interpersonal relationship can be developed
between the patient and the GP working in primary health care (Cabana and Jee, 2004).

A meta-analysis was held by the United States Department of Human Health Service (USDHHS)
Clinical Practice Guidelines for Treating Tobacco Use and Dependence regarding the efficacy of
practitioner advice and counselling efficacy in terms of tobacco treatment delivery. The pooled
odds ratio (OR) of cessation for GPs advice to quit compared to no advice was 1.3 (95% CI 1.01,
1.6) for brief counselling of less than 3 minutes, 1.6 (95% CI 1.2-2.0) for low intensity counselling
of 3 to 10 minutes and 2.3 (95% CI 2.0-2.7) for higher intensity counselling of more than 10
minutes.(12) which is equivalent to an increase in smoking cessation rate of approximately 2.5%,
5% and 11.2%, respectively (Fiore et al., 2008). A second metanalysis regarding physician’s
advice to quit smoking compared to controls, was held by the Cochrane Collaboration, examining
also the efficacy of minimal and intensive cessation interventions. Results revealed a significant
increase in the rate of quitting relative risk (RR) 1.66 (95% CI 1.42-1.94) for brief advice and RR
1.84 (95% CI 1.60-2.13) for intensive intervention (Stead, Bergson and Lancaster, 2008).
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1.5 Evidence-based tobacco treatment interventions in primary health care

Tobacco dependence due to nicotine addiction can make cessation very difficult, even for those
who are strongly committed to quit, with very high relapse rates within the first year. More
specifically, of daily smokers who attempt to quit without support, 96.0-97.0% relapse within 12
months (West, 2012). An overview of the literature shows that results are very modest in patients
who quit unassisted. However, tobacco users who seek help from a healthcare professional are up
to four times more likely to successfully quit than those who try unassisted (Walsh, RA Sanson-
Fisher, 2001).

Finally, the non-adherence to medications and counseling is common, which further reduces the
chance for successful smoking cessation (Norwegian Ministry of Health, 2006). Rates of tobacco
treatment delivery however remain sub-optimal in primary care settings in Europe (Mcewen and
West, 2001; Jiménez-Ruiz et al., 2015; Everatt, Zolubiene and Grassi, 2016).

All the above, contribute to the importance of tobacco treatment delivery. However, there is a
well-documented practice gap in Greece, related to the rates at which smoking cessation is being
addressed by practitioners. Although, a significant percentage (44.0%) of tobacco users in Greece
are interested in quitting in the immediate future (Schoretsaniti et al., 2014), only 1.0% reported

receiving quitting support from a health professional (European Commission, 2017).

Description of 5As model

The 5A’s model is considered an evidence-based model for integrating tobacco dependence
treatment into clinical settings and has been shown to increase quit attempts and cessation rates
and consists of the following fundamental strategies: “ask’ all patient about their smoking status,
“advise” all patients who report tobacco use to quit smoking, “assess” readiness to quit smoking,
“assist” with making a quit attempt, and “arrange” follow-up support (Fiore et al., 2008; ENSP et
al., 2018). Figure 1 outlines the 5As model.
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ASK
the patients if they
smoke

Routine registration of the
smoking status. Prevent the
relapse in case of smokers

No intervention needed.
Encourage the abstinence
continuation

who quit under 1 year ago
|

ADVICE
Personalised smoking
cessation counceling

|

ASSESS

Is the patient willing to
attempt to quit at this time?

Initiate motivational
intervention

ASSIST
Evaluate motivation, help
the patient with a smoking
cessation plan and provide

the respectivey treatment.

ARRANGE for follow-up

(righter in person or on the

Set a quit date. Provide practical
counseling. Recommend
pharmacotherapy. Recommend )

behavioral support.

S
Source: (ENSP et al., 2018)

Figure 1: The 5As model for tobacco treatment delivery in clinical settings

The ‘Ottawa Model for Smoking Cessation’

The ‘Ottawa Model for Smoking Cessation’ (OMSC) is a multi-component intervention for
addressing tobacco use with smokers in primary care settings and it has been tested in general
practice settings in Canada. The model was first developed based on the experience of the
University of Ottawa Heart Institute customized for the hospital settings aiming to increase the
number of smokers who achieve long-term abstinence following hospitalization (Papadakis et al.,
2010; Reid et al., 2006). The OMSC is a smoking cessation intervention based on the 3 A’s
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framework (an adaptation of the 5As model) using an interdisciplinary approach to tobacco
treatment delivery. The A’s are: Asking about smoking status, Advising (delivering advice and a
brief intervention) and acting (referring patients to a clinic nurse, nurse practitioner, or pharmacist
for a dedicated cessation consult) (Papadakis et al., 2016). As part of the model health
professionals provide dedicated cessation consult, offered counseling, addressed issues of
pharmacotherapy, and scheduled follow-up visits (Papadakis et al., 2016).

Several evaluations of the OMSC have been completed. In an evaluation involving a sample
consisted of 32 practices, four hundred eighty-one primary care clinicians and more than 3,500
patients who smoked demonstrated significant improvements in the rates at which evidence-based
tobacco treatment is delivered to patients (Papadakis et al., 2013, 2016). More specifically, rates
of delivery of the 3 A’s increased significantly after the implementation of OMSC program (Ask:
55.3% vs 71.3%, p <0.001; Advise: 45.5% vs 63.6%, p <0.001; Act: 35.4% vs 54.4%, p<0.001).
The adjusted odds ratios (AOR) for the delivery of 3 A’s between the pre- and post-assessments
were AOR ASK=1.94; (95% ClI, 1.61-2.34), AOR ADVISE=1.92; (95% CI, 1.60-2.29) and AOR
ACT=2.03; (95% ClI, 1.71-2.42) for Act (Papadakis et al., 2016).

In addition to the OMSC multi studies have provided evidence regarding the effectiveness of
multicomponent interventions in influencing tobacco treatment delivery in primary care settings
(Papadakis 2010).

1.6 Strategies for increasing the rates of tobacco treatment interventions in
primary care practice

According to what mentioned above the field of tobacco treatment has progressed significantly in
the recent years and evidence-based therapies exist which can significantly increase the odds of
quitting.

An important factor for increasing tobacco treatment interventions in primary care practices is that
all GPs should be familiar with the latest techniques for assisting their patients with smoking

cessation and that they feel comfortable using these evidence-based therapies with their patients.
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Multi-component interventions have been found to be the most effective in increasing healthcare
professionals performance in the delivery of smoking cessation treatments and improving
cessation rates among patients (Papadakis et al., 2010).

A systematic review and meta-analysis of the literature was conducted by Papadakis et al., 2010
in order to examine the strategies for increasing the uptake of smoking cessation interventions in
primary care. A number important interventions to support the integration of smoking cessation in
primary care were identified (Papadakis et al., 2010) including screening tools, real-time
counselling prompts for providers, provider performance feedback, and extended adjunct follow-

up counselling for patients, as well as multi-component interventions.

A meta — analysis has highlighted the wide variety of the tools and intervention components which
can be used for the evaluation of multi-component programs. Some of the most important are:
healthcare professionals’ training (100.0%), screeners (40.0%), desktop resources (20.0%),
performance feedback (40.0%), academic detailing (40.0%), adjunct counselling (50.0%), and
cost-free pharmacotherapy (50.0%) (Papadakis et al., 2010). Some of these strategies and
components were also used in the present study but despite the strong evidence to support their
efficacy in multi-component interventions, it is not clear which individual components are
necessary to produce the desired outcomes as well as the optimal mix of intervention components
and this should be a subject of further investigation.

There is also a strong relationship between the number of the counseling sessions as well as the
duration of each session, meaning that more intensive and frequent interventions are more efficient
in increasing the abstinence ratio (ENSP et al., 2018) GPs should provide support to all smokers
interested in receiving tobacco treatment by organizing a treatment plan from at least four face-
to-face counseling sessions, combining counseling and pharmacotherapy when possible while non-
pharmacological therapy should remain an option when it is best preferred by the patients (ENSP
etal., 2018).

The structure and the support the patients get from the health care system is another very important
factor. When tobacco treatment is covered from the health care system, patients are significantly

more likely to make an attempt to quit (Nardini, Nardini and European Respiratory Society, 2008)
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while the use of electronic health records helps health care professionals to systematically identify
and treat patients who smoke and has been associated with increased rates of documentation of

smoking status and may also increase tobacco treatment (Lindholm et al., 2010).

1.7 The benefits and cost-effectiveness of tobacco treatment delivery

World Bank report reveals that if smoking prevalence is reduced by 50% by 2020, then deaths
from tobacco related illnesses will decrease from 520 to around 500 million in 2050 while if half
of the current smokers quit by 2020, the number of deaths attributed to smoking would be reduced
from 520 to 340 million in 2050 (The World Bank, 1999).

The economic burden caused by smoking is twofold: there is the cost of tobacco use itself and the
cost of reducing smoking prevalence. Thus, these costs have been classified as direct, indirect, and
intangible. The direct costs occurring from smoking behavior include the cost of illness due to
smoking and the health care expenditure related with the treatment of smoking-related illnesses
(NHS, 2016).

The direct costs of smoking to the National Health Service (NHS) is equivalent to around 5% of
the total NHS budget each year (Callum, Boyle and Sandford, 2011). It also must be noted that
smoking poses several indirect costs such as costs of second-hand smoking, costs to employers in
the form of loss of productivity and absenteeism of smokers due to smoking-related illnesses
(Halpern et al., 2001).

Over the past years, numerous studies are suggesting that smoking cessation interventions,
combined with regulations and legislations, are effective ways to reduce smoking prevalence
(Song et al., 2002; Woolacott et al., 2002; Collins and Lapsley, 2010). Additionally, there are
strong evidence that tobacco treatment interventions are cost-effective and economically
reasonable ways of appropriating health care resources (Woolacott et al., 2002; Kaper et al., 2006;
Kahende et al., 2008; Trapero-Bertran, 2009; Taylor et al., 2011).

A recent review of the literature regarding the pharmacological and medical treatment
interventions for smoking cessation across countries, found that cost per life year saved

ranged between US$128 and US$1,450 and up to US$4,400 per Quality-adjusted life year (QALY))
saved (Ekpu and Brown, 2015). The comparison of the pharmacological interventions, revealed
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that varenicline (regardless the behavioral interventions) seemed to be the most cost-effective
therapy, followed by bupropion and NRT treatment (Ekpu and Brown, 2015).

The review also concluded that pharmacotherapy tends to yield more positive results in terms of
quitters than other cessation interventions. Pharmacotherapies such as varenicline in combination

with behavioral treatment is cost effective from both cost per LY and cost per QALY.
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2.1 Aim & Objectives of the study

The aim of this thesis was to evaluate the efficacy of the tobacco treatment training intervention
in integrating treatment of tobacco dependence into GPs’ daily clinical practice.

Study objectives
The primary objectives of this research are to determine whether the tobacco treatment training
intervention when delivered among GPs can:
1) Increase GPs’ knowledge, attitudes, beliefs, perceived behavioral control, and intentions
related to the delivery of tobacco treatment (Publication #3)
2) Change GPs’ behaviors related to the delivery of tobacco treatment interventions (4As
delivery), (Publication #3)

2.2 Research questions and research hypotheses

Research question 1: Can the tobacco treatment training intervention when delivered among GPs
increase GPs’ knowledge, attitudes, beliefs, perceived behavioral control, and intentions related to

the delivery of tobacco treatment?

Research hypothesis:
Our research hypothesis is that the tobacco treatment intervention will result in significant
improvement in GPs’ knowledge, attitudes, beliefs, perceived behavioral control, and intentions

related to the delivery of tobacco treatment.

Research question 2: Can the tobacco treatment training intervention when delivered among GPs

change GPs’ behaviors related to the delivery of tobacco treatment interventions (4As delivery)?

46



Research hypothesis:
Our research hypothesis is that the tobacco treatment intervention will result in significant change
of the GPs’ behaviors by increasing the delivery of tobacco treatment interventions (4As delivery).
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Chapter 3: Methodology

... In theory there is no difference between theory and practice. In practice

there is.

(Yogi Berra)
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3.1 Theoretical Framework

Ajzen’s Theory of Planned Behavior (TPB) was used to guide intervention design (Ajzen, 1991).
The TPB incorporates both social influences and personal factors as predictors, specifying a
limited number of psychological variables that can influence a behavior which are attitude,
subjective norms, perceived behavioral control (PBC) and intention. The first is attitude toward
the behavior (i.e., whether the behavior is seen as good or bad). Second are subjective norms,
which are conceptualized as the pressure that people perceive from others who are important to
them in order to execute a behavior. Third, PBC is conceptualized as one’s evaluation about the
ease or difficulty of adopting the behavior. Finally, attitudes, subjective norms and PBC are
proposed to influence behavior through their influence on intentions, which is someone’s
motivation to act in a specific way and shows how hard the person is willing to try and how much
time and effort he is willing to devote in order to perform a behavior (Ajzen, 1991; Rivis and
Sheeran, 2003)

Specifically the intervention programme aimed to influence rates of GP tobacco treatment delivery
via a transformation of GP attitudes towards tobacco use and treatment (attitudes); the
establishment of new social and clinical norms related to tobacco treatment in primary care practice
settings (normative beliefs); increasing GPs’ confidence in their ability to effectively deliver
evidence-based tobacco treatment (perceived behavioral control also known as self-efficacy); and
GPs intentions to deliver tobacco treatment to patients (Girvalaki et al., 2016).
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Figure 2: Conceptual framework for the delivery of evidence-based tobacco treatments by GPs

Figure 2 provides a schema of the conceptual framework for the delivery of evidence-based
tobacco treatments by GPs. We employed several tactics within the training curricula and multi-
component intervention program to enhance uptake into practice which are grounded in TPB.

3.2 Methods and population of the study

We conducted a non-randomized pre-post controlled pilot study, involving 24 GPs from Crete,
Greece. This study received approval from the University Hospital of Heraklion Ethics Board
(#18078) and was registered on ISRCTN (#10306198).

This PhD Thesis was conducted within the context of TITAN CRETE project which was supported
by Global Bridges: Healthcare Alliance for Tobacco Dependence Treatment and Pfizer
Independent Grants for Learning and Change (GB-13522581).
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3.2.1 Research question #1

Research question 1: Can the tobacco treatment training intervention when delivered
among GPs increase GPs’ knowledge, attitudes, beliefs, perceived behavioral control, and

intentions related to the delivery of tobacco treatment?

Setting and participants

GPs (n=14) from the Practice Based Research Network, affiliated with the Clinic of Social and
Family Medicine at the University of Crete, were exposed to the tobacco treatment training
intervention in Heraklion, Greece. From the 16 GPs who were invited to participate, one GP in
the intervention group withdrew from the study prior to data collection and a second from the same
group withdrew after the pre-intervention assessment was completed. These baseline data were

removed from the analysis, (Publication #3).

Tobacco Treatment Intervention Programme

The intervention delivered among GPs working in primary health care was designed to reflect
the local language; cultural norms related to tobacco use; the health system and GPs clinical
practice routines in Greece but based on ‘Ottawa Model for Smoking Cessation’ (OMSC), which,
is a multi-component intervention for addressing tobacco use with smokers in primary care settings
and it has been tested in general practice settings in Canada.
The intervention included a core 8-hour tobacco dependence treatment training programme,
booster training, and the dissemination of GP and patient resources.
The training was tailored to provide knowledge and skills to support the integration of the 4As
specifically into busy primary care practice settings. The core training covered the health effects
of smoking in Greece, the pathophysiology of nicotine addiction, the role of primary care in
treating tobacco addiction, brief advise to quit, pharmacotherapy, motivational interviewing

techniques, and special populations.
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Two mandatory 3-hour booster training sessions were delivered 1- and 3-months after the core
training. During the booster training content covered in the core training was reviewed and more
advanced topics introduced including conducting an initial ‘Quit Plan’ consultation and follow-up
consultation, motivational interviewing skills, cognitive behavioural therapy, and use of the tools.
The booster sessions were designed to reinforce the adoption of new practice behaviors and offer
practical skills-based training focused on patients in the GP’s own practice. The programme
employed active learning methods such as role-play and case-study approaches known to enhance
skill and practice change and was delivered by a team of internationally recognized tobacco
treatment experts (Mostofian et al., 2015).

A tool kit of resources was adapted for use in primary care settings in Greece and disseminated to
GPs in the intervention group. The intervention tools were designed to: a) provide real time
prompts for evidence-tobacco treatment delivery, b) serve as teaching tools during patient
interactions, and c) assist with reducing the time required for consultation. These tools included: a
patient tobacco use survey, GP consult form, GP medication reference sheets, and patient quit plan
booklet.

Data Collection & outcomes evaluation

Apart from the baseline survey (Questionnaire 1), GPs in the intervention group completed a
follow-up survey at the end of the 1-day training session (Questionnaires 2,3) and four months
after to assess changes in GP knowledge, attitudes, self-efficacy and intentions (Questionnaire 1).
GP satisfaction with the TITAN intervention was following the core training (Questionnaire 4).
For the evaluation of the outcome measures as described in Publication #1 (Girvalaki et al., 2016),
the current study adapted the surveys previously tested from OMSC Program in Canada (Papadakis
etal., 2015).

GP satisfaction (1-item), knowledge (13-items), subjective norms (2-items), attitudes (4-items),
and self/efficacy/perceived behavioral control (1-item) and intentions (1-item) regarding the
treatment of tobacco use were assessed by survey before and after the intervention programme.

All the individual items are presented in Publication #3.
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Statistical analysis

GP characteristics were compared between time-points (pre and post intervention assessment).
Pearson chi-square test was used to examine intervention effects. We examined changes in
outcomes of interest before and after exposure to the intervention programme. Data was analyzed
using SPSS.

3.2.2 Research question #2

4 )

Research question 2: Can the tobacco treatment training intervention when delivered
among GPs change GPs’ behaviors related to the delivery of tobacco treatment

interventions (4As delivery)?

N /

Setting and participants

GPs (n=14) from Heraklion city, were exposed to the intervention. From each GP’s practice, a
cross-sectional sample of eligible patients was recruited before (n=524) and a different sample of
patients after the intervention (n=460). A sample of 10 primary care practices who were not
exposed to the intervention was recruited from Rethymnon city and served as a control group and

a patient sample was recruited from these practices too (n=317), (Publication #3).

Data Collection & outcomes evaluation

Consecutive patients were screened for eligibility in the waiting rooms of all participating GP
practices. Eligible patients were: 18 years of age or older; current smokers (>1 cigarette per day);
seen in practice for a non-urgent medical visit or prescription of their medication; and, able to

read/understand Greek. During the data collection sampling the study research assistant was
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located in the clinic waiting room. Eligible patients who agreed to participate in the study provided
written informed consent and completed the demographic portion of the study survey before their
appointment with the GPs via interview. They were asked to return after the appointment to answer
questions regarding 4As tobacco treatment delivery during their clinic appointment on that day
(i.e. index visit), (Questionnaire 6). This methodology was repeated approximately four months
following the implementation of the intervention programme, in the intervention group only, in
order to recruit a second cross-sectional sample of patients (Questionnaire 6). Patients who
participated in the pre-intervention phase were excluded from the post-intervention data collection.

The primary outcome measure was GP performance in the delivery of each of the 4As (ask, advise,
assist, arrange). We did not enquire about the “assess” strategy in the present study to shorten the
total length of the survey items and was considered less important than the other As in terms of
the desired outcomes of the intervention. 4As delivery was assessed via patient exit survey. The
survey asked participants whether at the same day practice appointment (“index visit”) their GP
asked them about their smoking status (“ask”); advised them to quit smoking (“advise— quit
smoking”); advised them about the health hazards of tobacco use (“advise — health hazards”);
provided assistance with quitting (“assist”); and arranged follow-up support (“arrange”). For the
“assist” strategy participants were also asked if their GP provided self-help materials, set a quit

date, discussed or prescribed pharmacotherapy, (Questionnaire 6), (Publications #1 &3).

Statistical analysis

Practice, GP and patient characteristics were compared between time-points (pre vs. post
intervention assessment) and between the intervention groups (intervention vs. control) in order to
evaluate the effectiveness of the training program. Multi-level modeling was used to examine
intervention effects controlling for GP level clustering. We examined changes in outcomes of
interest before and after exposure to the intervention programme in the intervention group only.
In a second analysis we examined differences between the intervention and control group. Given
differences were observed in rates of “assist” and “arrange” between intervention and control

groups prior to exposure to the intervention, we adjusted for pre-intervention rates of “assist” and
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“arrange” in change models. Wald tests were used to obtain p-values and odds ratios with 95% CI

were used to summarize the effect estimates. Data was analyzed using STATA.
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Chapter 4: Results

... Itis critical that all countries act urgently to more effectively protect

their people with evidence-based tobacco control policies..

WHO report (2017)
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4.1 Research question #1

Research question 1: Can the tobacco treatment training intervention when
delivered among GPs increase GPs’ knowledge, attitudes, beliefs, perceived

behavioral control, and intentions related to the delivery of tobacco treatment?

Significant increases were documented in six of the thirteen knowledge areas assessed between
the pre-post intervention assessments. The knowledge domains were: awareness of safety of
continuing to smoke while using Nicotine Replacement Therapies (NRTS) (33.3% vs. 91.7%j;
p=0.009); common side effects of quit smoking medications (58.3% vs. 100.0%, p=0.037);
relationship between stress and quitting smoking (33.3% vs 83.3%, p=0.036); impact of pregnancy
on nicotine metabolism (16.7% vs. 83.3%, p=0.003); most common reasons for relapse (50.0% vs.
91.7%; p= 0.025); efficacy of a physician’s advice to quit smoking on motivation (27.3% vs.
100.0%, p<0.001).

Favorable changes in the intervention group were documented for attitudes, however these were
not statistically significant. A large and statistically significant increase in GP self-efficacy was
documented between the pre-and post-intervention assessments (14.3% vs. 64.3%; p=0.034). A
large increase in intentions to address tobacco use as a priority was also documented but was not
statistically significant (42.9% vs. 71.4%; p=0.183), (Publication #3).
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4.2 Research question #2

4 )

Research question 2: Can the tobacco treatment training intervention when
delivered among GPs change GPs’ behaviors related to the delivery of tobacco

treatment interventions (4As delivery)?

N /

Comparison between the pre- post intervention assessment in the Intervention group

Rates of delivery of the 4As in the intervention group increased significantly following
implementation of the TITAN programme. Specifically, the adjusted odds ratios (AOR) and 95%
confidence intervals (Cl) for 4As delivery were: AOR “ask” 3.66 (95%CI: 2.61, 5.14); AOR
“advise” 4.21 (95%Cl 3.02, 5.87); AOR “assist” 13.10 (95%ClI: 8.83, 19.42) and AOR “arrange”
4.75 (95%ClI 2.67, 8.45).

Significant variability was observed in the change documented across GPs. For example, changes
in rates of “advise” between the pre-post assessment between providers ranged from 0.0% to
75.0% (Publication #3).

Comparison between the intervention and control group

Baseline differences were documented between the intervention and control group for “assist” and
“arrange” variables. However, we adjusted for pre-assessment rates in the analysis. The adjusted
analysis documented significant differences between intervention and control group in all 4As,
however Cl were wide for some of the 4As. The AOR for “ask” was 4.12 (95%CI 1.31, 13.01);
AOR for “advise” was 5.03 (95%CI 1.87, 13.56); AOR for “assist” was 18.24 (95%CI 18.24,
113.25) and AOR for “arrange” was 15.07 (95%CI 3.49, 65.12), (Publication #3). Full results of
the study are presented in Publication # 3 entitled: “Training general practitioners in evidence-
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based tobacco treatment: an evaluation of the Tobacco Treatment Training Network in Crete
(TITAN-Crete) intervention”.
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Chapter 5: Strengths & Limitations

... helping people access cessation support can be a challenge as it requires

sustained commitment ..

WHO report (2017)
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5.1 Strengths of the study

The present study provides the first high quality data for knowledge, attitudes, and rates of tobacco
treatment delivery in primary healthcare in Greece. 4 As delivery was evaluated by patient-
reported data which are shown to be more accurate than providers self-report (Pbert et al., 1999).
Our study achieved a very high participation among both GPs and eligible smokers, which may be
attributed to the high respect given in Greece to the research which is University-based.
Although the sample size estimations based on rates of GP tobacco treatment ‘advise’ indicated
that the required number of patients per participating GP was 28, we increased to 36 per GP to
account for possible loss to follow-up among GPs.

The profile of the participants sampled appears to be representative of the broader population of
smokers in Greece and other Southern European Countries (European Commission, 2017).
According to the latest Eurobarometer report of the European Commission, Greece is the country
with the highest prevalence of smoking (37.0%) while there are persistently higher rates of
smoking in Southern Europe (Bulgaria, 36%; Croatia, 35%; Hungary, 35%; Poland, 30%; Czech
Republic, 29%).

An effort was made to maximize generalizability of the study findings by including clinics from
both urban, suburban, and rural settings, including public and private practices, as well as including

all patients who consume greater than one cigarette per day.

5.2 Limitations of the study

A limitation of our study was the use of a non-randomized design. However, the use of the control
group and pre-post intervention measurements, assisted with minimizing the potential confounding
factors in the observed changes. Due to the study’s limited timeframe and budgetary issues, we
decided to conduct measurements in the control group at one time point only as it was felt
reasonable that over the very short time frame (2-4 months) no changes would be expected. To our
knowledge, there were no other factors, which may have influenced rates of tobacco treatment
delivery beyond the intervention program.

We detected differences in the baseline rates of ‘assist’ and ‘arrange’ between the control and
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intervention groups, suggesting our study groups may not have been 100.0% comparable at
baseline. However, we controlled for this discrepancy in our analysis.

The primary outcome measures of the present study were GP performance in the delivery of each
of the 4As (ask, advise, assist, arrange). We did not enquire about the “assess” strategy to shorten
the total length of the survey items and was considered less important than the other As in terms
of the desired outcomes of the intervention.

The voluntary nature of the GPs participation and the fact that they all were members of a
University based research network may mean that participants were more motivated than the
general population of GPs. Although, GPs were blind to the assessment details, it is possible that
GPs over-performed during the data collection period as they were aware of when data collection
activities were occurring in the clinic.

This study focussed only on GPs, however results from OMSC project found that the specific
intervention was suitable for implemented in interdisciplinary teams and other health professionals
(Papadakis et al., 2016) and should be considered for future research.

Our study documented a trend to suggest that GPs who demonstrated the greatest improvements
in 4As delivery were those who had the lowest performance before the intervention and where
there was the largest opportunity for improvement. This observation may suggest that future
interventions should specifically target GPs with lower performance.

The small percentage of patients reporting readiness to quit within the next 30 days, may partially
explain the relatively low rates at which GPs delivered ‘assistance’ with quitting and ‘arranged’
follow-up meetings, as these interventions are typically delivered to patients interested in quitting
in the immediate future.

Despite efforts made to increase the study’s generalizability (urban-rural areas, private- public
practices, high rates of participation), the results must be treated with caution since the intervention

was delivered in the Cretan population only.

The fact that the practices recruited from the study were only from two geographic regions of Crete
(Heraklion and Rethymnon) may be an additional threat to the study’s generalizability. It would
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be an important step for future research to replicate the study findings in other practice types and

geographic regions of Greece and Europe in order to address this limitation.

5.3 Implications to practice and policy

A large proportion of the smokers in Greece want to quit smoking (Schoretsaniti et al., 2014).
Unfortunately, the vast majority of smokers in Greece and in Europe are not accessing evidence-
based treatment support in order to quit smoking which may have increased the likelihood of long-
term abstinence (European Commission, 2017). The ability to motivate smokers to make a quit
attempt, in parallel with the increase of the use of evidence-based cessation treatments, would be

of great importance if we are to further impact on smoking outcomes in Greece and in Europe.

GPs are ideally positioned to deliver tobacco treatment interventions (World Health Organization,
2008). Several studied in the past have documented significant improvements in the rates at which
primary care providers are documenting smoking status and providing cessation advice (Curry et
al., 2008; Mclvor, 2009; Szatkowski et al., 2010). In the present study, big improvements were
recorded between the pre and post intervention period in GPs’ recording smoking status and
advising their patients to quit. However, given the fact that all guidelines recommend that all
patients should be asked about their smoking status and advised to quit at every visit (World Health
Organization, 2008; ENSP et al., 2018), our results suggest that despite the observed
improvements there still is a large number of patients who are not regularly advised to quit

smoking.

Although there is strong evidence that tobacco treatment interventions are cost-effective and
economically reasonable ways of appropriating health care resources (Woolacott et al., 2002;
Kaper et al., 2006; Kahende et al., 2008; Trapero-Bertran, 2009; Taylor et al., 2011), there is a
lack of implementation knowledge to inform the design and delivery of these interventions into
routine clinical practice. Our study adapted OMSC program which was designed by using the best
available evidence from the world of tobacco control, health systems, and health behaviour change

to form an intervention program aimed at increasing the likelihood at which providers are
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delivering evidence-based treatments. The intervention program also aimed to address many of the
barriers that are hypothesized to influence delivery of tobacco treatment interventions in primary
healthcare.

In addition, the present study offers policy-makers the necessary evidence to support the feasibility
and efficacy of multi-component interventions to support the delivery of smoking cessation
services within busy primary care practices in Greece. It will be important in system-level if these
multicomponent interventions were introduced to support the delivery of smoking cessation
treatments in primary care in a country level

This study offered several insights for GPs working in primary healthcare and are willing to
implement smoking cessation programs within their daily clinical routine. Although the present
study was not specifically designed to test the value of specific implementation factors, there were
several components offered to support the implementation of a tobacco treatment program in
primary care settings: tobacco use screeners, consult forms, patient’s self-help booklets,
pharmacotherapy cost leaflet, contraindications and side-effects leaflet, waiting room posters were
created and embedded into existing clinic routines.

The intervention provided two low cost intervention strategies which were training and provider
tools. The OMSC in fact delivers 10 best practices and a total of six interventions strategies
(Papadakis et al., 2010; 2013; 2016). Due to funding limitations not all strategies were tested as
part of the TITAN program. The implementation of the remainder of the strategies may assist with
further increasing 4As delivery with rates of ASSIST and ARRANGE follow-up.

The lack of electronic medical record or recording of smoking status in a patient’s medical file
was reported by the GPs as an important barrier in advising patients to quit of arranging follow-up
meeting. Special attention should be given in order to program implementation as the quality of

implementation appears to be associated with larger improvements in 5As delivery.

5.4 Implications for future research

Given the limitations related to sample size, a larger trial involving a greater number of primary

care clinics and randomization is recommended to strengthen the evidence regarding the
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effectiveness of the multi-component intervention program in primary care settings. A larger trial
would assist with addressing some significant areas of research that were not addressed in the pilot
study. The first is the ability to adequately examine the impact of the multi-component intervention
on patient quit rates between the pre- and post-assessments periods, and measure abstinence at 6
months or more as well as examine the differences between group of healthcare professional. The
second relates to the ability to examine clinic-level factors that are associated with high and low
performance with respect to the delivery of evidence-based smoking cessation treatments.

Based on the above, it would also be important and useful to develop and test new instruments for
assessing variables hypothesized to mediate 5As delivery at both the level of the clinic and the
provider.

In the present study, GPs expressed concerns on their modest levels of self-efficacy in
recommending medications and setting a follow-up meeting with their patients, suggesting that
GPs continue to lack confidence in their ability to counsel patients who smoke in more complicated
aspects of 5As delivery. Additional research is necessary in order to identify better ways to boost
GPs self-efficacy for the delivery of smoking cessation treatments.

The present study did not intervene in a patient-level to evaluate smoking abstinence. Future
research should examine possible interventions to support long-term abstinence among patients
visiting primary healthcare in Greece as part of multi-component interventions. The availability of
cost-free quit smoking pharmacotherapy should be considered, as previous research has
documented important increases in smoking abstinence when counseling support was combined
with cost-free pharmacotherapy (Twardella and Brenner, 2007; Salize et al., 2009).

We must note that our pilot study only evaluated the adaption of 4As delivery, four months after
the intervention but the ability of the GPs to maintain the rates at which they deliver 4As in their
daily clinical practice was not evaluated. Taking into consideration that after the end of the
intervention, it is possible that positive outcomes may revert to baseline and also that initial
implementation success does not guarantee institutionalization of outcomes changes (Stange et al.,
2003), future research should be designed in order to investigate the rate at which interventions

are maintained over a long term period and all the factors which could possibly predict such
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maintenance. It would also be important to continue monitoring the GPs from the current study
performance in delivering tobacco treatment.

Other important areas of future research that the present study did not reach are patients not
motivated to quit, patients hard to reach and special populations such as pregnant women and

adolescents.

5.5 Conclusions

To my knowledge, this pilot study was the first one in Crete, offering several insights to GPs
willing to introduce tobacco treatment delivery into their daily clinical practice and become
tobacco champions. For the purposes of the study, we adapted the evidence-based intervention of
the OMSC program, already tested in primary healthcare in Canada and modified it for use in
primary health care in Greece, taking the barriers of the local environment into consideration. The
study provides initial data supporting the generalizability of the OMSC programme to GPs in
Greece. However, further research is required to understand the generalizability of our findings to
the larger population of GPs in both Greece and other European settings.

This will be the first study in Crete to publish the evaluation of a multi-component tobacco
treatment intervention program for primary care practices. The results of this evaluation were
rather encouraging since significant increases in GPs knowledge, perceived behavioral control and
rates of 4As delivery were recorded. Finally, the new knowledge and experience occurred from
the present study, may work as a rue model for designing future improved programs and policies
related the delivery of tobacco treatment interventions in primary care settings.

However, future research is required to better understand important clinic-level factors or barriers
associated with the tobacco treatment delivery 5As delivery and pay more attention to provider-
level variation. It will also be important to continue to monitor current practice trends and practice
gaps in the delivery of tobacco treatment in primary care settings and also focus in special

populations and people not motivated to quit.
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Annex

...tobacco is the only legally available consumer product which Kkills people

when it is used entirely as intended.

The Oxford Medical Companion (1994)
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Invitation letters

Intervention group

IHANEIIXTHMIO KPHTHX TMHMA IATPIKHXZ

UNIVERSITY OF CRETE FACULTY OF MEDICINE

T.©. 2208, 71003 Hpaxieo, Kprim P.O. Box 2208, Heraklion, Crete, Greece

TOMEAX KOINONIKHX IATPIKHE ~ DEPARTMENT OF SOCIAL MEDICINE
Tel.: +30 2810 394592 Fax: 2810 394592

HpdkAewo 17/12/2014

ENHMEPQTIKO ZHMEIQMA OMAAAZ NAPEMBAZH2

Ayanntoi cuvadeidot ,

Emi tou mapovtog, n EAMGda £xel éva and ta uPnAOTEPA MOCOOTA KATIVIOUATOG HETAEY TwV LEAWV TNG Evpwmaikng
‘Evwong, To omoio ektipdtal Alyo mavw and 38% yia tov eviAtko mAnBuopo. To 2011, To KAMVIOUA ATAV N aLtia yla
oxebov 200.000 sloaywyég ota voookopeia tng xwpog (8,9% tou cuvoAlkol mAnBucuol). AsSopévng tng
OLKOVOWLKNG KPLoNG TOU HOOTI(EL TRV Xwpa Ta TEAsUTAla Xpovia, €Xoupe odnynBei oe PeYGAEG MEPIKOTEG TWV
€OVIKWV TIPOYPAUMATWY KOWWVLKAG KOL UYELOVOMLKNG TEPiBaAPnG aAAd Kal TwV TEPLOPLOUEVWV EUKALPLWV YLa
ekmaideuan Kol TNV mMapoxr UTINPESLWY, L8lwg oe OTL adopd TNV oTAPLEN Kol edbapuoyr TPOANTTIKWY HETPWY yLa

TNV KOMVLOTIKA ouvABeLa oAAA Ko TNV SLAKOT TOU KATVioUaToG.

Mua ekmoudeuTikn mapéppaocn tatpwv otnv MpwtoBabuia Ppoviiba Yyeiag, €xel oxedlaotel, ota mAaiola g
ocuvepyaoiog tng KAwikng Kowvwvikng kot Owkoyevelakng latpikng tou MNavemotnuiov Kpntng pe t xoAn Anpooiag
Yyeiag tou Navemniotipio tou Harvard kat tnv latpikn xoAn tou Mavemniotnuiov tng Ottawa, pe MPWTAPXLKO OKOTO

™V avamntuén evog SIKTUOU KOTAPTIOUEVWY LATPWY OXETIKA E TNV OVILUETWIILON TOU KATVIOMOTOG 0TNV KAWVLKA
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npagn. H pelétn meplapPavel 2 opddeg latpwy, TNV opdda napépPfaong (otnv omola avrikete) otnv onola Ba
npayuartonolnel ekmaibevon kat tnv opada eAéyxou. H opdada mapépPaocng Ba €xel tnv eukatpla va ekmatdeutel
oc Béuata SLOKOTIAC TOU KATVIOMATOG amo opdda eEELSIKEUUEVWY EMLOTNUOVWY, TIOU €Xel Stapopdwbel yla Tov
OKOTIO QUTO.

ErunA£ov, yla TNV ENMITEVEN AUTOU TOU OTOXO0U, Eival amapaitntn N CUMNANPWON EVOG EPWTNHATOAOYLOU TTOU £XEL
SounOel yia To okomo autd. H cuumAfpwaon Tou epwtnuatoloyiou amod tnv opada mapéupacng (otnv omoia
avnkete) Ba yivel oe U0 PATELS, TPLV Kot HeTA TV ekmaibeuon mou Ba AaBete. To pwTNUATOAOYLO TtepAapBAVEL
MLO OEPA EPWTACEWY TIOU aPOPOUV KOWWVLKO - SnUoypadlkd XOPAKTNPLOTIKA, KOOWE KOl TIG YWWOELS KOL TLG
npoBéoelg mou oxetilovral pe tnv ebapuoyr Tng Beparmeiag yla To KATMVIOUA oTNV KaBnuepwvr KAk mpdén. Ou
amavtnoelg Ba elval AmOAUTA EUMIOTEUTLKECG KOl ) CUUMANPWGON Tou epwtnuatoloyiou amnattei 5-10 Aemtd and tov
XpOvo cag. EmutAéov, Ba BEAALE VA 0O YVWOTOTIOL| OOV LE OTL EVEEXETAL OTO HEANOV KATIOLOG ATIO TOUG OUVEPYATEG
MOG VA ETUKOWVWVNOEL Lol oag TNAEDWVLKA YLo KATIOLA ETLITAEOV OTOLXELQ, QTTAPALTNTA YLA TNV TPO0S0 TNG EPEUVAC.
Oa mpémel emiong va yvwpiletal otL Slatnpeital To SIKalwa va amoXwproeTE amno TNV LEAETN, OToLa OTLYUH E0E(g

To embupeite.
QuoKd Yyl Ta TTOPATTAVW XPELA(OMOOTE TNV CUUUETOXH Kol TNV  evumoypadn ouykatabeon cag. ' auto

napakalol e adol SLaBACETE MPOCEKTIKA TO YPAUUO aUTO UTIOYPAWETE Kol ETLOTPEYTE TNV EMOWEVN oeAiba oTOV

uneBUVO TNG EpEUVAC.

EUXOPLOTOUHE Kal TLAAL yLa Th cuvepyacia

Xpriotog Alovnig

KaBnyntng Topéa Kolvwvikng latptkng
Tunua latpikig, Mavemotnuo Kpntng
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Control group

HANENIXTHMIO KPHTHX TMHMA IATPIKHX
UNIVERSITY OF CRETE FACULTY OF MEDICINE
T.0©. 2208, 71003 Hpdxheto, Kpim P.O. Box 2208, Heraklion, Crete, Greece
TOMEAX KOINQNIKHX IATPIKHX DEPARTMENT OF SOCIAL MEDICINE
Tel.: +30 2810 394592 Fax: 2810 394592
HpakAslo 27/10/2015

ENHMEPQTIKO ZHMEIQMA OMAAAZ EAETXOY

Ayannté/f cuvadeide ,

Emti tou mapodvrog, n EAMGSa £xel éva amnd ta uPnAGTEPO MOCOOTA KATVIOUOTOG HETOED TwV LEAWV TNS EvpwrtaikAg
‘Evwong, o omoio ektipdtal Alyo mavw amd 38% yia tov evijAtko mMAnBuopd. To 2011, To KATVIoUA ATV N aLtia yla
oxebov 200.000 sloaywyEg ota voookopeia tng xwpag (8.9% tou ouvoAlkol TAnBucopou). AeSopévng tng
OLKOVOWLKNG Kpiong mou SLEpxeTal n xwpa ta TEAeuTaia XpovLa, Exoups 0dnynOei og HeYAAEC TTEPLIKOTIEG TWV EOVIKWV
TIPOYPAUUATWY KOLVWVIKAG KoL UYELOVOULKAC TteEpiOaAPNg aAAd Kol TwV TIEPLOPLOUEVWY EUKALPLWV YLO. EKTtaideuan
KOLL TNV TAPOX UTtNPECLWY, LElwg og OTL adopd TV oTNPLEN Kot eDAPUOYr) TIPOANTITIKWY LETPWV YLO TNV KATIVIOTIKNA

ouvnBela al\d kot TV SLAKOT TOU KOmMVioUaTog.

AfileL va onpelwBel OTL, mapd To TEPACTLO BAPOG LA TO GUCTNLA UYELOVOULKAG EPIBaANG, TpoyevETTEPN EpEUVA
pog €6elEe OTL €val ONUAVTIKO TTOGOOTO (44%) Twv KamvioTwv otnv EAAGSa evéladépovtal va oTOUATCOUV TO
KATIVIOPOL 0TO Aueco péAov. Q¢ ek TOUTOU, E(VOL EMLTOKTIKA N AVAYKN, LECO AItd TNV CUVEPYAOLA KOL TNV Kalvotouia
va BpeBel TPOMOC AVILUETWIILONG TN KUPLAG aAAd Kot amoTpePLung attiag Bavatou PeTafl Twv EAANVWY MOALTWY,

mou Sev elvat AAAn amod tnv e€dptnon amnd Tov KAmvo.

M ekmadeutikr) mapépBacn atpwv otnv Mpwtofaduia Opovtida Yyeiag, €xeL oxeSlaotel, oTo MAAICLO TNG
ocuvepyaoiag tng KAk Kovwvikn g kot OLKOYEVELOKAG laTPLKAG Tou Mavemotniou Kprtng e th ZxoAn Anpooiog
Yyeiag tou Mavemniotriuio tou Harvard kat thv latpikr xoAn tou Mavemiotnuiov tng Ottawa, pe TPWTAPXLKO CGKOTIO

TNV avamtuén evog SIKTUOU KATAPTLONG LOTPWY KoL EMayyeApATIwY Uyeiag otnv Mpwtofabuiag Opovtidag Yyeiog
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OXETLKA HE TNV SLOKOTA TOU Kamviopatog. H peAétn meplhapBavel 2 opddeg LaTpwy, TNV opada mapépfacng Kat

™V opada eAéyxou (otnv omola aviKeTe).

Ma tnv eniteuén avtol tou otoxou, Ba BEAapE va oag {NTHOOULLE TNV CULHUETOXK) OOG OTNV MEAETH, QITOVTWVTAG,
o€ £va EPWTNUATOAGYLO TTOU €XeL SounOEl yia To okomo autd. H cupmAnpwaon Tou epwtnpatoAloyiou amd tnv
opada eléyxou (otnv omoia avrkete) Ba yivel povo pia dopd otnv évapén tg UeEAETNG. To epwtnpaTtoAdyLlo
TEPNAUPBAVEL L0 OELPA EPWTHCEWV TIOU ahOPOUV KOLWVWVLKO - SNOYPAPLKA XAPAKTNPLOTIKA, KABWG KoL TG YVWOELG
KaL TLG TPoBEoEL Tou oxeTi{ovtal e TV edappoyn TnG Bepameiag yLo To KAMVIOUA 0TNV KABNeEPLVA KALWVLIKY TIPAEN.
OL anavtioslg Oa eival amoAuTa EUMLOTEUTIKEG KOl  CUMTARPWON TOU gpwTtnuatoAoyiou amattei 5-10 Asmtd ano
TOV XpOVo oag. Oa MpEneL emiong va yvwpiletal otL Statnpeital To Sikaiwpo va amoXwprioeTe amod tnv LEAET, 6oL
oTlyun €oeic To embupeite. EMUTAE0V, GUVEPYATNG TOU TIPOYPAKKATOG Ba eMIKOWWVNOEL Hall oag ylo va SUAAEEEL

Selypa 36 KamvioTwy amno To Latpeio oag.

Quolkd yla T TOPONMAVW XPELOJOMOOTE TNV CUMMETOXN Kal tnv  evumdypadn ocuykatabeor ocag. M auto
napakaloV e adol SLaPACETE MPOCEKTIKA TO YPAUUO AUTO UTIOYPAWETE KAl ETILOTPEYTE TNV EMOEVN OEALSA OTOV
uneBuvo NG £peuvag. Oa cog mapokaloloape Oepud va adrjoeTe T EPWTNUATOAOYLA KOL TO £VTUTIO

ouykatdBeong ato KY ImnAiou amno émou kat Ba ta mapaldBouv oL GUVEPYATEC UAG.

EuxopLotoUpe Kal Tt@AL yLa Th cuvepyacia

Xpnotog Alovig

KaBnyntng Topéa Kowvwvikng latplkig
Tunua latpikig, Mavemotnuo Kpntng
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Patients

IMANEIIIXTHMIO KPHTHX TMHMA IATPIKHX

UNIVERSITY OF CRETE FACULTY OF MEDICINE

T.09. 2208, 71003 HpaxAero, Kpn P.O. Box 2208, Heraklion, Crete, Greece

TOMEAX KOINONIKHX IATPIKHE ~ DEPARTMENT OF SOCIAL MEDICINE
Tel.: +30 2810 394592 Fax: 2810 394592

HpdkAewo 17/12/2014
ENHMEPQTIKO ZHMEIQMA ENIZKETQN

Ayannté KOple/a,

Emti tou mapodvrog, n EAMGSa £xel éva amd ta uPnNAOTEPA MOCOCTA KATVIOUATOG LETOED TwV PeEAWV TNS Evpwrtaikng
‘Evwong, To omoio ektipdtal Alyo mavw amd 38% yia tov evijAtko mMAnBuopd. To 2011, To KATVICUA ATV N attia yla
oxebov 200.000 sloaywyeg ota voookopeia tng xwpag (8.9% tou ocuvoAlkol TAnBucopou). AebSopévng tng
OLKOVOLKNG Kpiong mou SLEpxeTal n xwpa to TEAEUTALA XpOVvLa, EXoups 08nynOel og HeYAAEC TTEPIKOTIEG TWV EOVIKWV
TIPOYPAUUATWY KOWWVIKNG KOl UYELOVOULKN G TtEPIBaAP NG aAAd Kol TwV TTEPLOPLOUEVWY EUKALPLWV yLa ekTaibeucn
KOLL TNV TAPOXI UTNPECLWY, Llwg og OTL adopd TNV oTpLEN Kat edapUoyr) TTPOANTITIKWY LETPWV YLOL TNV KOTIVLOTIKH

ouvnBela al\d kot TV SLaKOT TOU KOmMVIioPaTog.

A&ileL va onpewwBel OTL, mopd To TEPACTLO BAPOG YLA TO GUCTN LA UYELOVOULKNAG TteplBaAng, mpoyevéaTtepn Epeuva
pog €6elEe OTL €val ONUAVTIKO TTOCOOTO (44%) Twv Kamviotwyv otnv EAAaSa evdladépovtal va oTapaTRooUV TOo
KATIVIOPOL 0TO Apeco péAov. Q¢ ek TOUTOU, VL ETLTOKTIKA N AVAYK, LECA artd TNV CUVEPYAGIa KaL TNV KaLvoTouia
va BpeBel TpOMOC aVTIHETWTLONG TNG Kuplag aAAd Kal armoTpePiung attiog Bavatou petafl twv EAAVWY TIOALTWY,

mou Sev elvat AAAn amod tnv e€dptnon amnd Tov KAmvo.

M ekmodeutikn) mapépBacn atpwv otnv Mpwtofdaduia Opovtida Yyeiag, €xeL oxebiaotel, oto mAaiolo tng
ocuvepyaoiag tng KAk Kovwvikn g kot OLKOYEVELOKAG laTPLKAG Tou Mavemiotniou KpATNG Ue tn ZXoAr Anpdotag
Yyeiag tou Navemniotnuiov tou Harvard kat tnv latpikr xoAn tou Mavemniotnpiou tng Ottawa, pe MPpwTapXLKO OKOTO

TNV avamtuén evog SIKTUOU KATAPTLONG LOTPWY Kol EMayyeApatiwy vyeiag otnv Mpwtofadutag Opovridag Yyesiog
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OXETLKA UE TNV SLAKOTI TOU KATVIOUOTOG. 2TO TEAOG TOU TMPOYPAUUATOS Kol e TNV TOAUTIUN BonBela oag, Oa
elpaote oe B£on va afloAoynooupe TNV AMOTEAECUATIKOTNTA OAAQ KoL TNV QVAYKN EMEKTACNG TETOLOU £idoug
T(POYPAUUATWY OTNV UTtOAoLTtn EAAGSa mou KUpLo oTOX0 €xouv va BonBricouv 6Aoug dGouG lval KATIVIOTECG KAl TO
eMBUPOLY, e TNV KATAAANAN KaBobrynon amd toug emayyeApaTieg uyeiag, va katapEpouv va amailayouv ano

v eruPBAaPn autr ocuvnBeLa.

Ma tnv enitevén autoL tou otoxou, Ba BEAape va oag {NTHCOUHE TNV CULIETOXN O OTNV HEAETH, OUITOVTWVTAG
o€ €va EpWTNUATOAGYLO TIoU £XeL SounBel yla To oKOTO auto. To EpWTNHATOAOYLO TepAapPAVEL Hla OELPA
£PWTACEWV IOV adOPOUV KOLVWVIKO - Snpoypadikd XapoKTNPLOTLKA, TV TTPOCWTIILKN OOG EUTELPLOL OXETIKAL HE
TNV KOTVLOTLKA GUVHO£L0 KABWGE KO TNV EUTELPLA OOG WG TWPA CXETIKA HLE TV OVTLHETWIILON TIOU £XEL O YLALTPOG
AnEVavTL oG 0To B€pa Tou Kanvioparog. Ol anavinoel Oa sivot andAuTa EUMLOTEVTLKEG KOL N CUUTARPWON TOU
epwtnpatoloyiov amattel 5-10 Aemtd and tov Xpdvo cag. EmutAéov, Ba BENaE va 0O YVWOTOMOL|OOUE OTL
evléxetal oto UEANOV KATIOLOG QMO TOUG GUVEPYATEG HAG VO EMIKOWWVAOEL poll oag tnAedwvikA yla kAol
ETUTAEOV OTOLXELQ, QmapAlTNTA YLl TNV TPO0S0 TNG €peuvaC. Oa TPEMEL emiong va yvwpiletal otL Statnpeital to

Swkalwpa va anoxwprnoete and tnv LeAETN, OToLa OTLYUN 0E(G TO emBUME(TE.

QuoKA ylat Ta TOPATIAVW XPELA(OMOOTE TNV CUUUETOXH KoL TNV  evumoypadn cuykatdbeon oag. M’ autd

napakaloV e adol SLaPACETE MPOCEKTIKA TO YPAUUO AUTO UTIOYPAWETE Kol ETULOTPEYTE TNV EMOWEVN oeAida oTOV

UTMELBUVO TNG €pEUVAG.

EUXOPLOTOUHE Kal TLAAL yLa Th cuvepyacia

Xpnotog Alovig

KaBnyntng Topéa Kowvwvikng latplkig
Tunua latpikig, Mavemotnuo Kpntng
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Consent forms

Doctors

I[TANEITIXTHMIO KPHTHZ TMHMA IATPIKHX
UNIVERSITY OF CRETE FACULTY OF MEDICINE

T.0. 2208, 71003 Hpaxiewo, Kprjtn P.O. Box 2208, Heraklion, Crete, Greece
TOMEAZX KOINOQNIKHY IATPIKHX DEPARTMENT OF SOCIAL MEDICINE

Tel.: +30 2810 394592 Fax: 2810 394592
HpakAswo / /2015

MapakaAoUpe va eTICTPAPEI GTOV

uTtrelfuvo Tnc £nsuvac

ZYMOQONHTIKO ANOAOXHX YYMMETOXH2 IATPON MY

Adou SlaBaoca MPOCEKTIKA TO YpA A ToU KaBnyntn X. ALovr) OXETIKA LE TOV OKOTIO TNG LEAETNG,
0 KatwOL urtoypadwv

(BaAte X oto TETPAYWVO TNG EMAOYHG 0AG)

A0S EXOUOL TNV CUUMETOXN HOU 0TNV UEAETN

Aev amodExopalL TNV CULUETOXN LOU OTNV UEAETN

ONOMA

EMQNYMO

HMEPOMHNIA

YNOrPA®H
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Patients

ITANEIIZTHMIO KPHTHX TMHMA IATPIKHX
UNIVERSITY OF CRETE FACULTY OF MEDICINE

T.0. 2208, 71003 Hpaxierwo, Kpijtn P.O. Box 2208, Heraklion, Crete, Greece
TOMEAX KOINQNIKHX IATPIKHX DEPARTMENT OF SOCIAL MEDICINE

Tel.: +30 2810 394592 Fax: 2810 394592
HpakAslo 17/12/2014

MapakaAoOUHE va ETICTPAPEI OTOV

uTtreifuvo Tnc £nsuvac

ZYMOQONHTIKO ANOAOXHX 2YMMETOXH2 EMNIZKEATAON

Adou SlaBooa MPOCEKTIKA TO YPA A TOU KaBnyntn X. ALovr) OXETIKA LLE TOV OKOTIO TNG LEAETNG,
0 KatwOL urtoypadwv

(BaAte X oto TETPAYWVO TNG EMAOYHG 0G)

ATOSEXOUOL TNV CUUETOXH HOU 0TNV UEAETN

Agv amodExopaL TNV CULUETOX KOV OTNV UEAETN

ONOMA

EMQNYMO

HMEPOMHNIA

YNOrPA®H
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Questionnaires

1. GPs questionnaire (Pre-post)

EPOTHMATOAQTIO ZYMMETEXO

KNAIKOE IATPEIOY: KOQAIKOZ IATPOY NdY:

Autry n Epeuva Exel oxedlaoTel Yo va CUYKEVTPWOEL oToEla mou pmopoldv va FonSrficouy oty KaTavonan e
TPEXOUTAE AEITOUPYIOE TWV 1A TREIIV, TLWWV TPEXGVTLWW TIDAKTIKIY oW OXETICOVTAL E TN XPron Kamol Kol Ta epmosia f
GAhOUC MOpAYoVTEG TIOU Pmopoly va ennpsdoouy TN Tpoopopd UNNPEcIbY o apopoly oTry Bepanela Tou
kanmviouatos ota wTpelo 'Ohes ol amavThoES 0as Ba Tapapelvouy ENMOTEUTIKES Kal Ba mpoodiopllovial pévo Le Bdon
Tov KWKo watpod MDY o aum Ty épeuva.  Ekmipoupe idaltepa Tnv etakplvela pe tnv omola Ba amavToeTe oTa
TMaPAKATW EPWTHAATA.

1. Hikla: <30 () 3039 () 4do49() 5089 (] 069 () 70+(])
2. oodo: Avspac ] Tuvalka ()
3. Eoguatpeion: 1owtké () Anuseio )

4. Neproyn warpelow: Aotk () Huwaotkn () Avpotikr ()

5. Katd ptoo 6po, méooug aobevel] SExeoTe epSopadialog:

6. M6oo Kaipd aoKelTe TV LATPIK:

7. EiSog amaoydhnong:  Huamaoyoinan (] Miipnc anaoxéinon )

8. 'Exere kard To mapedBdv mapakoiovd ol KAMOW eKMAIGEUTIKG Mpdypappa yia Tnv SIaKomT) Tou kamviouarog

Na ]  on()

MNapakais mpoosioploTs:

9. Mowa eival f MPOCWMKY gag uMeipla amé TR Xprion Kanvou:
Elpat kamvioTric/ia [ Eipa mpiny kamaomcia () Aev éxw kanvigeimoté ()

10. Néoo Bewpsite 4TI £lval To MOOOOTO TWY KaMVIoTwy otnv EALVGSa autr T omypr:
<100 ) 11-30% () 31-500 () 5145 )

1. Noweg amd Tig NapakdTw VMoo pIKTIKEG TTpakTIkég AsitovpyoUv oto npelo oag:
D Miadikacia HIEPELVNONS KAl KATAYPAPNS TOU KAMVITHATOC OTOUS AgBEVEIS
D Yhikd auToponBEIac yia TOUS KAMVIOTES
C] TupPoukeuTikES popuec kaBobriynong yia mapeppaceig Sakonric Tou kanmvioparog




CRETE

EPQTHMATOAQOTIO ZYMMETEXONTON IATPON M.O:Y.

ZUYXPOVEG MPAKTIKES:

:
;
:
:
;
:

0 000000 O0o0o
0O 00000000
0O 00000000
000000000
000000000

12. Napakak VITOSEIETE MGCO CUPNPLIVEITE I} SIAPWVEITE LIE TIC MAPAKATE SNMDOEIG:
(1=Auapuvi améXuTa, S=FUpuvG amohuTa)

OO0 00 oo

0000 oo
0000 oo

OO0 0O 0o o o
00 0o o o
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CRETE

EPQTHMATOACTIO ZYMMETEXONTON IATPON MY,

0O O 0O g0
O O 0O g0
o o 0 00

O O 0O 00O
O O 0O 0O

13. Ymdpxouv Gigopot Adyor mouw pnopel va mepropi{ouy Ty SuvaToTNTO MPospoRAs UM PECIUV YIa TNV SIaKoTT)
Tow Kamvicguatos. Mopaka BabpodoyoTe TNV onuadia kaBevde amd Ta mapakdTw, yia 10 wTpelo ooc:
(1= KoBdhow anuavtikd, 4= Mokl onuavtikd)

00 0O 0O00000~O0

OO0 0 OO0 000QO0O0o

OO0 0O 0O0000O0O0oOo

OO0 0O OO0 O0OO0O0O0~Oo
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2. GPs Knowledge assessment questionnaire (Pre-post intervention)

AZEIOAOI'HZH I'NQXEQN XYMMETEXONTEQN (post)

KQAIKOX IATPOY #:

Eivor 10 nAEKTPOVIKA TOIYAPU UTOTELECRATIKG OTI|V OLOKOTI] KOTVIGHOTOG;
O Not OOy O Aev Epo O Kaveig dev pmopet va yvopilet

Eivan ac@alréc va kamvilel 6morog ypnoipomorei Oepaneio vTokaTAGTOONG TG VIKOTIVIG;
O Noat OOyp O Agv yvopilo

Moo Ozwpeite 6TL civon N Mo amoteleopatikny Oepameio, 6€ oyéon pe To TOGOGTA
O10KOTN G KUMVIGNATOGC;
O Erifepo vikotivng O Toiyha vikotivg [ Bovaporidvn O Bapevikhivy [ Zvvovaopdg

Ioco Ocwpeite 671 dSropkei N Evrovn embopio Yo kGTviopa (Craving);
0 3-5 nuépeg O 3-5 dpeg O 3-5 Aemtd

Iowe Oswpeite 6TL givan N Lo Ko avem@opunTn evépysero g Papevikhivig;
O Awatapoyn vevov O Advénon Bapovg O Kardabioyn O Novtia U Kopio and tig mapandva

IIowo givar 10 0600676 TOV EAMVOV TOL Kamvilovv;
0 20% [ 30% [140%

Ov avBpomor mov drokénTovy 10 KATvViopa Bo asOdvovror Aydtepo, TEPLGGOTEPO 1| TO
010 ayyoc;
U [Tepocotepo T Arydtepo L To id10 O Agv yvopilm

Eivol 6u6K0A0TEPO Y10 TIS YOVOIKES TOV EYKVHOVOVY VO SLUKOWOUY TO KATVIGHOS
O Not OOy O Agv yvopilo

Howx givon n o Ko} crtiar Tov o1 GvOpwmor apyilovv Eavd 10 KATVIoNA;
O Evyapiotnon O Ayyog O Avvoun 0éinong O Aev yvopilo

Xg TL 1060676 ennpedlel  GVPPOVAN TOV LE.TPOV GTNV OLOKOTI KOTVIGUOTOCS;
00 10% [020% 0O 30% [40%

Ov Ogpomeieg vmokaTdoTOONS VIKOTIVIIG Ogv  gvdeikvovtol Yo avOpomovg pe
KOPOLayyELOKaA Tpofanparta.
O Xoot6o O AdBog

H wikotivn givon to id10 £0ioTiKY] 0TS GAAES VOPKOTIKES 0VGiEG (.. M NPWIvY Kon 1)
KOKdivY).
O Yoot6 [ AdbBoc

Tv m0606T6 TOV AVOPAOTOV KOTAPEPYOUY VO OLOKOWOUY TO KATVIGHO ME GUVTONT]
ovuovAisvTiK] 00 TOV LOTPO KOL YP1NGT PupproKoDepamTeiog;

O05% [0O10% 0O15% 0O20% 0O 30% 0 40% O 50%
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3. GPs questionnaire (post intervention — core training)

CRETE

EPQTHMATOAOINO ZYMMETEXONTQN IATPON M.@0Y.

ZOVYpOVEG TPOAKTIKE:
Katd tov mepaopévo prjva, méoo ouxvd. ..

0O0000000o0o
O000O000o0o0o
000000 0o0o0o
O000O0O00O0Oo0ao
000000000

12. Napakais vmoSel€re ndco ovp@uveite 1 Siaguveite pe i mapakdTw SnAWoEKg:
(T=Alcpuvid amdiuT, S=LUp@uve amdiuTa)

OO0 00 o 0
OO0 0o 0o o Q0
o0 o0 oo

00 oo o o
o0 oo o 0o
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CRETE

EPQTHMATOACTIO ZYMMETEXONTON IATPON MY,

0O O 0O g0
O O 0O g0
o o 0 00

O O 0O 00O
O O 0O 0O

13. Ymdpxouv Gigopot Adyor mouw pnopel va mepropi{ouy Ty SuvaToTNTO MPospoRAs UM PECIUV YIa TNV SIaKoTT)
Tow Kamvicguatos. Mopaka BabpodoyoTe TNV onuadia kaBevde amd Ta mapakdTw, yia 10 wTpelo ooc:
(1= KoBdhow anuavtikd, 4= Mokl onuavtikd)

00 0O 0O00000~O0
OO0 0O 0O0000O0O0oOo

OO0 0O OO0 O0OO0O0O0~Oo

OO0 0 OO0 000QO0O0o
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4. Intervention evaluation form

A=IOAOIHZH EKMAIAEYZHZ FENIKQN IATPQN TOY MPOrPAMMATOZ
TiTAN CRETE

KQAIKOZ IATPOY #:

Fevika, o€ Nolo BaOUO N NApeEXOHEVN EKNAISEUCN AVTANOKPIONKE OTIG
npoodokieg oag;

O Aev avTanokpidnke oTIG NpoodoKieg pou
O & kanolo Babuo

[0 S& peyalo Babuod

0 =Zen&paoe TIG NPO0dOKIEG Hou

NMapakaA® €ENYNOTE:

Moio ATav 1o nio BonONTIKO OTOIXEIO TNG EKNAISEUONG KAl YIATI;

Molo ATav To OTOoIXEiI0O NoU BeWPEITE OTI EAEINE and TNV EkNAidguon Kai
yviari?

To uAIkO nou oag 300nke, oag BonOnoe va BEATIMOETE TNV KABNUEPIVA
KAIVIKF NPAKTIKN OXETIKA HE TNV 31aKONN KANvioHaTog;

Mg ATav n HEXPI TOPA EPNEIPIA 0AG OXETIKA HE TV Npo®ONON TNG 31aKONNG
Kanvioparog oTtoug acBeveic oag; Ynapxel kanoio napadsiypa nou 6a
O£AaTe va poipaocTeiTe padi Hag;
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5. Patients screening form

CRETE
ENTYTIO AIAAOTHE EMIZKENTON

Ayannté emokénTn,

To mapdv MepUPEPEIAKS IATPEID CUPILIETEXEL OF Lot MeXETN N omola £xel ayediacTel, oTo mAalmo TG auvEpYacias ToU e
v Khavikr) Kowwwikrig kal Owoyevelakris latpuric tow Navemaortnuiou Kpritne.

H pehétn Ba aflohoyridel TNV AMOTEAECUATIKGTITA TWY WATRWY VA KAS0SNYoouy TOUG EMOKENTES TWV 1ATPElWY O
Bépata npoaywynic uyeiag. Na Tov Adyo auTtd, INTEPE amd Toug EMOKETTES TOU TTANPOUY Ta KT, Vol SUUMARDIOooUY
£V TUNTOUO EPWTNUATORGVIO, LETE TO TEAOC TOU MPOYRAUUanoUEVoD pavTeRol TOUG LE Tov 1aTpd. H cuupeTtoxr aag
Elval MpOCUPETIKT KOl 01 anavTroel oo Ba slvol EpmoTeUTIKES.

Ma va pmopegoupe va aflohoyrigouds ey £l0TE EMALEILOCT YICL TNV HEXETN, TIOPAKOAD aMavVTiOTE OTIC TMOPAKATW
EPWTIOELS:

'Exere kanvioea Tig Teheutaleg 7 nuépeg: Mat D Oyl G
Avval, mooa Toryapa kanmvi{eTe TNV nuépa:

Hhkla: (¢tn)

©a emBUPODOATE Va OUPPETEXETE otV pehétn: Na (] o ()

Mov Emotpéguw Aut Tnv Doppa
Mapoakaku) EMOTPEYPTE TNV PoOPUA OTOV UMEDNBUVO TG Epeuvac, ow Pploketal atnv alBovoa avapovric. AUTog Ba aag
TIAPEYEl MEPITTATEPES TIANPOPOPIES VI TNV CUVENELD TNS £pEUVC.
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6. Patients questionnaire

EPOTHMATOAONO EMIEKEMTH

H guppetoy oag otnv épsuva Ba Sdapkéos 5 hemtd, Oheg ol anaviioelg oag B mapapsivouy andppnteg, EKTipodue
TNV ERIKPIVED TG KATA TIV SURLITAR PLOT ToU EpWThuaToloyiou.

Napakahu aneubuvBeite otov umelBuvo TNG EPEUVAC YIT TUXGY EPWTATEIS 1 SIEUKPIVICELS KOTA TNV SUMTARpLWan
TOU EPWTNUGTONYIOU.

Zag suyaploTolpe mokl yia v mohimun Bofaa cag

Koivuviko-Snpoypapiké XapaKtnploTIKa

Huwklar: XpEVWY Duho: Avbpac [ Tuvaika [
Kara péco épo, ndoa toyapa kamvilete nuspnoiweg: _____ toyépa/nuépa f _______ Tolyapa/urva
MNooa xpovia kamvileTe: xpovia

MNéoo cdvropa apdrou EUNvAoETE, KAmMvilETE To MpWTo COg ToOYGpO:
Meté and 60 hemra [ 31-60 herrré [ 6-30 herreas () ot Sidompa 5 Aerrav

Néoeg amdmeipeg va SlakdPeTe To KaMVIoUa (Sidpkeiag =24 wpeg) EXETE KAVEI ToV TEAEUTAIO Ypovo:
Kappia ] 1-2mpoonéeig [ 3 | nepiooéTepeg npocnabeies [

Kamvile kamowog alhog pEca oTo ¥Wpo Tou omTiol oag: N C] Ox D

Kamvifouv o1 nepioodtepol avBpwmol oty {wh aag: (., gpihol 1| ooyéveia)

Ohot ] Ounepioodtepon ] Mepcoi [_] Kovévag [ ]

Eiore exTeBaipévol oto kamiopa alkwy, (madnmikd kanmviopa), oTov Ywpo Tou ommod oag f o aGAko pépog Gmou
TEPVATE PeYAhD PEPOC TOU XPOVOU BaC: Na[ ) O[]

Mol amé Ti MapakaTw HPAacEl; oag EKppalsl TEpIooOTEPD: (Lo smhoyr)

C] Ba RBeha va SiokdPw To KEMIoPa oTIg EMopeves 30 nuépeg

C] Ga fBeha va Siakdis To KAMATKA GTOUS EMGUEVOUE & JAVEE

) Aev oxoneiw va Siokopu TO KEMVIGHA TTOUC EMOHEVOUS 6 UrvES
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CRETE

EPOTHMATOAOT IO ENIZKENTH YNHPEZION YTEIAZ

D Oéhw v Siakd P To kamaopa ahhd Sev 1o £w okegprel MoOTE

[(] ©éha NPATMATIKA va Siaxoyw o kamviopa ahha Sev Epw note Ba to kive

C] Béhw v SiakdPw To kamaoua Kal EAifw va To kavw clvTopa

I:] BEhw NMPATMATIKA va Siexd e To KAMIoHa Kol GKOMEDN Vi TO KAVW OToUG ENOHEVOUG 3 priveg

[:] Béhw NMPATMATIKA va Siakdipw To KAMIoHa Kol SROMER Vi TO Kavi Tov EMGUEVO Piva

Mote BaBpida exkmaidzuong £XETE TEAZIOEL
Anpotiks [ lupvéecio [ Aokeio ] Avistepn 1y Avirtamn [

0 00a0olo
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CRETE

EPQTHMATOAOCMNO EMIZKEMNTH YNHPEZION YTEIAZ

Kerrd Tig 2 teheutaies efSopadeg, mooo ouywd oag evayAnoav ol mapaxdTtw kataotaoes (KukhwoTe Thv amdvinon oag):

-
=]
W
o

=
L]
w
-

=
L]
w
-

Evouyzia yia Tnv onpepiviy oag emiokegn oto wtpeio

MNoiog givat 0 GkOMGC TNE EMiCKEPNS Tag 010 1aTPEio ofpepa:
(] ‘oo emiokeyn
(O zwrayoypapnon
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CRETE
EPQTHMATOAOTO EMIZKEMNTH YMHPEZION YTEIAZ

IXETIKG UE TiS EMOKEPEIC OUC OTO IGTPEID TOV MEPAGLEVD Ypovo

Kata trnv Sidpkeia Twy EMoKEPEWY 0ag 0TO IaTPEID KaTd Tov MEpaguévo Ypdvo, 0 1aTpGE aag...

oo o0 oo0oooo
o0 o oo0oooo
oo o ooooo

Iz o khipaka amd 1o 1 £we 1o 10, méoo onpavTike sival yio E0AE va SIKOWETE TO KATVICKE auTr TNV oTIYRA;
(=kobdhou onpavike, 10=ciaipeTikg onpavTikd). Bakte o kOkho TRV andvinon cag:

Eg pua kMpaka amd 1o 1 éwe 1o 10, méoo alyovpod/n eloTe 6T1 Ba Katapépete va SIOKOPETE To KETVIOHA auTr T
oTyply; (1=kabohou alyoupod/n, 10=cEalpeTikd Glyoupoc/n). BakTe 0F KOKAG TRV GNAVINON Gug:
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EPQTHMATOAOTIO EMIZKENTH YNHPEZIQN YTEIAZ

MNéco onpavTikn givar n cUPBOVAR TOU YIATEOU TaC, WOTE VA 0aG TAPAKIVI|OEL VA KOWETE TO KATIVIoHA:
(7] Moho onuavri

(J =Znuavixn

(O Kénwg onpavtikr

() KaB6hou onpavtiks

Néao suxapioTnpévoc/n sioTe and Ty oTipién mou oag napadxéBnke orpepa oTo wWTpEio, yia Ty Siakonn
TOU Kamvioparog:

(] oo euxapiotnpévog/n

() Euxapiompévoe/n

() Kémuwc suxapiotnuévog/n

(] KaB6hou suyapiotnpévoc/n

Jag EUXOPICTOUME TIOAD yia TOV XPOVO TTOU OIEPWICHTE Vit VO CUMMETEXETE Of auTh TV Zpsuva. Mapakaw
EMOTPEYPTE TO EPWINHATOAGYIO oTov UNTEGBUVO TNC £peuvac.

Kahn cag pépa!
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Tobacoo Prevention & Cessation

Study Protocol

Tobacco treatment TrAining Network in Crete (TiTAN-Crete):

protocol for a controlled before-after study

Charis Girvalokr, Sophia Popadakis®®<, Constantine Vardovas °, Andrew Pipe™*, Christos Lionis®,

ABSTRACT

inTrocucTion Rates of tobacco use in Greece are among the highest in Europe and are responsible
for an enormous burden of chronic disease and death. A large proportion of tobacce users report an
interest in quitting. Family medicine practices have heen identified as impaortant settings for identifying
tobacco users, delivering advice to quit smoking, and providing tobacco reatment interventons.
The 5A's (ask, advice, assess, assist, arrange ) schema is an evidence-based model for addressing
tobacco use in clinical settings. The rates at which primary care clinicians in Greece address tobacco
use in their practice is unknewn but, as in other countries, is understood to be sub-optimal This
paper describes the rationale, design, and protocol for a pre/post, controlled study to compare the
effectiveness of a smoking cessation intervention delivered in primary care practices in Heraklion,
Greece. The TITAN-Crete intervention includes a l-day tobacco treatment training program,
dissemination of provider and patient resources and two booster waining sessions. Participating
providers and a cross-sectional sample of patients from their practices, will be surveyed. Outcome
measures include changes in provider attitudes and beliefs, perceived behavioral control, intentions,
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INTRODUCTION

Greece has one of the highest rates of tobacco use among
members of the European Union (EU), estimated at slightly
above 38% of the adult population'. In addition, high rates
of tobacco addiction have been reported, with 53% of Greek
tobacco users consuming more than 20 dgarettes per day, a
rate that is also one of the highest in the EU™2. Tobacco use
is responsible for an enormous burden of chronic discase and
death®. Moreower, tobacco use places an extraordinary burden
on the national health care system and is responsible for an
estimated 200,000 hospital admissions {8.9% of the national
total), with attributable hospital trestment costs calculated at
over 554 million Euro, which represents 10.7% of the national
hospital budget®.

Family practice has been identified as an important sefting
for the delivery of smoking cessation treatment® *. General
Practitioners (GPs) working in primary care are well positioned
to identify and intervene with smokers®. The 5A% of smoking
cessation are an internationally recognized evidence-based
schema to guide interventions with tobacce users in dinical
settings induding primary care® . The 5As include: ask
patients about smoking stams; provide brel quit smoking
advice; assess readiness to quit smoking assist patients with
making a quit attempt using behavioral techniques and
pharmacotherapies; and, arrange follow-up support throughout
the quitting process. The rates at which primary care clinicians
in Greece address tobacco use in their practice is unknown but,
as in other countries, is understood to be sub-optimal ™™,
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Addressing barriers to the delivery of tobacoo treatment
constraints is necessary to increase the uptake of tobacco
treatment interventions in primary care settings® 7. The
"Ottawa Model for Smoking Cessation’ (OMSC), is a multi-
smokers in primary care settings that is based on the 5A’s
model™ . Evaluation of the OMSC program in Canadian
primary care practices reveals a significant improvement in
the rates at which evidence-based tobacco trestments are
delivered in a large sample of primary care practices' *.
The extent to which this model can be used to influence the
practice behaviors of primary care clinidans in countries such
as Greece is unknown. The primary objective of this study,
therefore, was to test the effectiveness of an adaptation of
the Ottawa Model among a sample of general practitioners in
Greece in increasing provider knowledpe, attitudes, confidence
and rates of tobacco treatment delivery. In this paper, we

METHODS

Study Design

A pre-post, controlled study design will be employed. The
study design schema is presented in Figure 1. From each
of the participating practices, a cross-sectional sample of
eligible tobacoo users will be recruited before and after the
“Tobacco trestment TrAining Network in Crete” (TiTAN-
Crete) intervention program i¢ implemented to assess
changes in the tobacco treatment cutcomes of interest in both
intervention and control practices. This trial received approval
from the University Hospital of Heraklion Ethics Board (ref#
18078) and was repistered at clinicaltrialsgov (identifier-
ISRCTN10306198).

Figure I: A before after. controlled study design

Figure 2: Concepiual model provider perspediive

.

Serving andporticiponis

The study will take place in the region of Heraklion, Crete,
Greece. Primary care clinics within the Practice Based Research
Network, a primary care provider group affiliasted with the
Clinic of Social and Family Medicine at the University of
Crete will be exposed to the intervention program. A sample
of control primary care practices will be recruited from the
city of Rethymno ({Crete, Greece); they will not be exposed
to the intervention. A two-level recruitment stratepy will be
and then, from each provider's practice, a cross-sectional
sample of eligible patients will be recruited before and after
the intervention program.

Intervention Framewark:

The intervention program seeks to change behavior of both the
providers and in turn their patients who smoke. Ajgen’s Theory
of Planned Behavior (TPB) has been used to guide intervention
design *. Figure 2 provides a schematic representation of the
conceptual framework for delivery of evidence-based tobacco
on the TPB, within the multi-component intervention to
enhance the program’s uptake into practice. Specifically the
intervention program will target: i) provider attitudes towards
tobacco use and treatment; i) the establishment of new social
and clinical norms related to tobaccoe treatment in primary care
perceptions about the ease of delivering tobacco treatment
to deliver GAs treatments to patients. TPB has been applied in

Intervention Comparators
TITAN Crete Interve nition Program
and resources originally developed at the University of Ottawa
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Heart Institute and which are specific to primary practice
seitings™. To faclitate maximum uptake the intervention
program  was adapted to reflect: language; cultural
appropriateness; local patient beliefs and attitudes regarding
tobacco—use and cessation; local social and dindcal norms
provider perceptions surreunding 5As delivery; and practice
characteristics. The TITAN-Crete intervention includes a 1-day
tobacco treatment training propram for general practiticners,
and the dissemination of provider and patient resources.

riwvicher Training

The training program consists of a one-day core session
addressing tobacco use with patients in the context of a
busy primary care practice setting The training includes
information regarding: the neuro-biclogy of nicotine
addiction; health effects of tobacco use; the role of primary
care providers in motivating cessation; evidence-based
tobacco treatment practices; techniques for delivering
brief cessation adwvice; the use of first-line cessation
pharmacotherapy; motivational interviewing techniques;
and special populations. Two booster 3-hour sessions will
be delivered 1- and 3-months after the core training. The
booster sessions are designed to reinforce the adoption
of new practice behaviors and offer practical skills-based
training focused on patients in the GFs own practice.
Booster session #1 will focus on conducting initial and
follow-up smoking cessation wvisits for patients ready to
quit. Booster session #2 will focus on cognitive behavioral
counseling techniques. The curriculum design was designed
to be 2/3 theory and 1/3 practical. The program employs
teaching techniques including role-pleyy and case-study
approaches known to enhance practice change. Local faculty
and international faculty will deliver the training curriculum.

Peien ane Mrovider Tools

Provider and patient tools were translated and adapted for use
in primary care settings in Greece. A tool kit of resources will
be distributed to providers which includes: patient tobacce
use survey, provider consult form, provider medication
reference sheet, patient quit plan booklet, and waiting room
posters. The provider consult form used a checklist siyle set-
up and provides real-time reminders for conducting an inftial
smoking cessation visit and follow-up appointments. The
TITAN Crete tools are mailable online at www titan uoc.gr

Control Group
Primary care providers in the control group will not be exposed
to the intervention program.

Procedures

Clinicienrecrugment

An invitation letter will be sent to both intervention and
control group practices explaining the objectives of the study
and the study methods. A follow-up phone call/visit will be
made to providers by a member of the vestigative team
one week after the invitation was sent to confirm interest in
participation. An investigator will participate in one of the GFs
monthly meetings to review the study protocol, consent forms
and answer any questions. All GP's who agree to participate will
complete an information sheet, consent form and a baseline
survey. The provider survey will be repeated in intervention
practices four months after the start of the propram.

I're Iwerveniion Dara Codlection

Consecutive patients will be screened for eligibility in the
waiting rooms of all partidpating GP offices. Screening for
eligibility will be performed using a simple screening form.
In order to be eligible to participate patients need to be: 18
years of age or older; current tobacco users (=5 cigarette
per day on most days of the week); seen in clinic for a non-
urgent medical visit, and, able to read and understand Greek.
Eligible patients who agree to participate in the study will
provide informed consent and at the end of their clinic
appointment will then be asked to complete the study survey.
The survey will collect information about both cutcome and
predictor variables.

Post Intervention Daiaaollection

The methods described in the pre-assessment will be repeated
4-months following the implementation of the intervention
program to assess changes in the outcomes of interest. This
will include repeating the provider survey and the data
collection from a second cross-sectional sample of patients in
all imtervention practices.

Outcome Measurement

Proider knearledse, Antitodes, Subjective Sorms

Encwledge (G-items), attitudes (6-items), subjective norms
(4-items), and perceived behavioral control (6-items), and
intentions {G-items) regarding the treatment of tobacco use
will be assessed by survey at the pre- and post-assessment with
all providers. The survey instrument was developed based on
previcus research that examined the behavioral factors most
closely associated with tobacco reatment delivery and uses a
5-point Likert scale (strongly agree to strongly disagree =%

Berrriers
Provider's barriers to the delivery of tobacco treatment

Toh. Prev. Ceasotion 2016 2{une] 57
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{ 10-items) will be assessed. A 4-point Likert scale will be used
to rate the importance of each of the barriers to the providers™
practice {0 =not at all important, 3 = very important). Barriers
to be assessed include: disinterest in quitting; patients do
not comply; lack of impact on patients; lack of time; lack of/
insufficient reimbursement; lack of patient education material;
lack of training; lack of community resources to refer patients
complexity of smoking cessation puidelines, and, the perceived
priority of other health problems.

Prowvider Performomoe in the Deli ey of Cessation Treaimenis
Performance in the delivery of each of the 5As {ask, advice,
assess, assist, arrange | will be assessed using an exit survey. The
survey will instruct participants to respond ejther “yes™, “no” or
“don’t know™ when asked whether their provider asked them
about their smoking status {ask); advised them to quit smoking
(adwise); assessed their readiness to quit (assess); provided
assistance with quitting (assist); prescribed pharmacotherapy,
provided seli-help materials, and arranged follow-up support
{arrange). Exit interviews or surveys have been used to assess
5As delivery in several primary care wials'™ =

Predictor Variables
Practice, provider and patient level wariables will be assessed
and are described here.

Proctice level variables

Geographic location of dinic (postal code, mural/suburban);
number of providers in practice, availability of allied health
professional support.

Prowvicher evel vorie bles

Socio-demographic (age, gender); number of years practicing
medicine, Professional training { physician, nurse etc ), previous
cessation training | will be assessed.

Potient Tevel voariables

Age, sex, ethnicity, pears of formal education, occupation,
income, and postal code will be decumented. The presence
of smoking-related illness will be documented using patient
sell-repont including heart disease, siroke, chronic obstructive
pulmonary disease, and cancer. The 4-item Patient Health
Questionnaire (PHQ) is a diagnostic tool for mental health
disorders wsed by health care professionals and can be
completed quickly and easily™. The FHO) has been translated
into Greek and validated for use®. The validation study among
Greeks, found that overall the PH() subscales demonstrated
good psychometric properties, with the exception of the
subscale examining problematic alcohol use. The two-item

Heaviness of Smoking Index (HSI) will be used to assess the
degree of nicotine dependence. The HEI is a short form of
the Fagerstrom Test of Nicotine Dependence. The HEI has
been validated against other, “pold-standard” tests of nicotine
dependence™. The HEI score can range from 0 to & and is
calculated by summing the number of cigarettes smoked daily
and the time, in minutes, to first cigarette after waking Higher
HET scores reflect greater tobacco use dependence. Smoking
history will be assessed by documenting the number of years
a participant has been smoking The number of past quit
attempts (lasting 24 hours or longer) in the past year will be
documented).

Theory of Planned Behaviour Constructs

Patient afttitudes (“How important i it for you to quit
smoking?”), norms (Do others smoke in your home? Do
most of your rends smoke? Do most of your colleagues at
work smoke? How imporiant is your physicians advise o quit
smoking?), and perceived behavioural comtrol (How confident
are you that you can quit smoking?) will be assessed.

Motivation to Stop Smoking

The Motivation to Stop Smoking Scale will be used to assess
a participant’s mothation to quit™. This single ftem tool
asks respondents: “Which of the following describes you?”
Response options are: (1) T don't want to stop smoking™ (2)
“I think T should stop smoking but don't really want to7; (3) T
want to stop smoking but haven't thought about when™; (4) “T
BEALLY want to stop smoking but I don’t know when T will™;
(5) “Twant to stop smoking and hope to seon™ (6) TREATLY
want to stop smoking and intend to in the next 3 months™; (7)
I REALLY want to stop smoking and intend te in the next
momth™.

Bio—=statistical conziderations

Semaplesize anvd poaeerooalonlanion

Power calculations were based on rates of provider delivery
of tobacco treatment “advice’. Given the dustered desipn
an inflation factor was used to enlarge the total sample size
to account for loss in statistical power. Based on estimates
generated from previous research we hove estimated that
the TCC will be 0.01"-* We have estimated rates of provider
‘advice” will be 45% in the Control Group, 60% in the
Intervention Group. The control proup rate was estimated
based on a previous sampling of primary care practices in
Greece'. We have assumed the effect in the current project to
be 15% based on rates achieved based on previous research!.
The sample size caleulation, based on 25 practices (15

Tob. Pree. Cessalion 20062 une) 57
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intervention practices and 10 control practices), indicates 28
patients per practice. All caloulations were based on a two-
sided test, with 90% power, and an alpha level of 0.05. We have
mereased sample size to account for possible loss to follow-up
among providers. A total of 36 patients will be sampled at
each practice or dinic. Measurement will oocur at two time-
points in ntervention practices (pre- and post-intervention).
Measurement in the control practices will occur at only one
time point. The total sample at the pre-assessment will be 900
(25 clinics x 36 patients/clinic). The patient sample at the
post-assessment will be 540 patients (15 clinics x 36 patients/
clinic).

Primoryponelpsis

Clinic, provider and patemt characteristics will be compared
between groups using t-tests for continuous variables and
Pearson chi-square tests for categorical variables. Mulbi-
level modeling will be used to examine intervention efecis
conirolling for provider and clinic level clustering. The effect
of the intervention will be estimated using iterative generalized
least squares method for binary data To understand the
patient- provider- and clinic-level factors associated with each
outcome, separate multi-level lopistic regression analyses
will be performed using backward (Wald) stepaise selection
to choose significant interaction terms at the 5% level afier
entering all the main effects in the model Wald tests will be
used to obtain pvalues and odds ratios with 95% CI will be
used to summarize the effect estimates.

DISCUSSION
In Greece, there are very high rates of tobacco use and
tobacco-related disease. Enpaping primary care pracitioners
to support patients with smoking cessation is of critical
importance. Insufficient rates of evidence-hased smoking
cessation treatment delivery have been decumented in primary
care practice settings and are thus important targets for
quality improvement initiatives. Developing intervention
programs that address well-known barriers may increase
rates of cessation delivery in primary care settings especially.
Such interventions may be of particular sigmificance given
in the austerity conditions affecting Greece. These barriers
include a lack of provider knowledge, attitudes, and confidence
regarding tobacco treatment delivery, the lack of time in busy
primary care practices, lack of organizational supports, and
patient resistance®  The TITAN-Crete program has been
desipned to address important barriers to tobacco treatment
delivery in primary care.

Adaptation to local comext is critical to successful knowledge

translation proprams. In this project we have engaped local
providers in the adaptation of walidated, evidence-based model
and will develop and support its rollout in daily clinical practice
to increase uptake and efficacy. Baseline data collection
activides for the TITAN-Crete intervention program began in
Mary 2015 and post-data collection activities will be completed
in April 2016. This study will lead to a better understanding
of how best to assist clinicians in Greece with enhancing the
rates at which smoking cessation treatments are delivered to
smokers. Lessons learned will be used to inform the further
expansion of such imterventions in Greece - and potentially
other European primary care settings.
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Background: Tobacco dependence treatment in clinical settings is of prime public health importance, espedially in
Greece, a country experiencing one of the highest rates of tobacco use in Europe. Methods: Our study aimed to
examine the characteristics of tobacco wsers and document rates of tobacoo treatment delivery in general practice
settings in Crete, Greece. A crosssectional sample of patients (n=2, 261) was screened for current tobacoo use in
25 general practices in Crete, Greece in 201516, Current tobacco users completed a survey following their dinic
appointment that collected information on patient characteristics and rates at which the primary care physician
delivered tobacoo treatment using the evidence-based 4 A's (Ask, Advise, Assist, Arrange) model during their
medical appointment and over the previous 12-month pericd. Multi-level modeling was used to analyze data
and examine predictors of 4 A's delivery. Results: Tobacco use prevalence was 38% among all patients screened.
A total of 840 tobacco users completed the study survey [mean age 48.0 (5D 14.5) years, 57.6% male).
Approximately, half of the tobacco wsers reported their general practitioner ‘asked’ about their tobacoo use
and ‘advised’ them to guit smoking. Receiving ‘asistance’ with quitting (15.7%) and ‘arrmnging’ follow-up
support (<3%) was infrequent. Patient education, presence of smoking-related illness, a positive screen for
anxiety or depresion and the type of medical appointment were associated with 4 A's delivery. Conclusion:
Given the fundamental importance of addressing tobacoo treatment, increasing the rates of 4 A's treatment in
primary care settings in Greece & an important target for improving patient care.
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Introduction

obacco use is the leading cause of premature death and disability
Tand the largest threat to public health in Burope'~ Bach year,
maore than 700 (40 Europeans die from tobacco-related illness.* The
Wordd Health Organization’s (WHO) European region has one of
the highest proportions of death attributable to tobacco, with an
estimated 16% of dl deaths among adults over 30 years of age due
to tobacoo use.” Despite the dedine in the prevalence of tobacco use,
maore than 125 million Baropeans (26% of the population) continue
to smoke, representing the highest rate of tohacco use among all the
WHO reggions" Maoreover, tobacco we imposes a huge economic
burden on the Burapean health care systems, with the direct health
care costs alone estimated to be 100 hillion Buros*

There is overwhelming evidence attesting to the health and
economic benefits of smoking cessation” Quitting smoking
reduces the excess risk of smoking-related coronary heart disease,
for example, by approximately 50% within | year, and to normal
levels within 5 vears.” Smoking cessation is highly cost-effective with
the cost per life-year saved estimated to be between 715 and
13000, Tobacco use is abo a prionty among young European
due to the fact that 94% of anokers start smoking before the age
of 25 years and quitting smoking a5 eady in life substantially reduces
future disease rigk."”

General practices have been identified as important settings
for the delivery of smoking cessation treatment.*''=* The WHO'
and the European Network For Smoking and Tobacoo Prevention™
have called for tobacco dependence to be a dinical priority of all
healih profasiona]s.""" The 5A% of smoking cessation are an

internationally recognized evidence-based schema to guide interven-
tions with tobacco users in &l dinical settings induding primary
care.™"* The 5As indude: “sk’ patients about smoking status;
provide brief quit smoking ‘adwvice’; ‘assess’ readines to quit
smoking; “asis” patients with making a quit attempt using
behavioral techniques and pharmacotherapies; and, ‘armnge
follow-up  support  throughout  the quitting  process,
Interationally, and in Burope, a practice gap in rates of 5As
delivery in dlinical settings has been documented *

Greece has one of the highest rates of tobacco use among
members of the Buropean Union, estimated at 38% of the adult
population.” Litte is known about the chamcteristics of tobacco
users and current rates of tobacco treatment delivery in primary
care settings in Greece. As a comsequence, this study sought to
examine the charactenstics of tobacco users visiting general practi-
tiones (GPs) in Crete, Greece and to document the rates of tobacco
treatment delivery. We also examined patient-, GP- and dinic-level
predictors of tobacco treatment delivery.

Methods

Design and setting

Here, we report the cross sectional baseline data collected as part of
the Global Bridges TiT AN Crete project. The purpose of the TITAN
Crete project (hitp://titan.uoc gr/index_enhtml) is to create a
network of GPs trained in evidence-based smoking cessation
treatments. Data collection took place in Crete, Greece between
May 2015 and June 2016. GPs were surveyed and a cross-sectional
sample of their patients was screened for current tobacco use. All
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Table 1 Socic-demographic and tobacoo-related characteristics of
primary care patients sampled (n=840) in Crete, Greece

Srrmlmg it &ﬁ'wry 5}' gnnnﬂ.f F&'h‘h‘ms in Crae Iofé

Table 2 Rates of 4 A's tobacoo treatment among GPs at index visit
and previous 12-months, in Crete, Greece

Parameter Response Value
Age Mean years (50) 480 {145)
Sex % Male 57.6%
Numiber of dgarettes {daily) Mean years S0) 211 {11.9)
Education (years) 0-6 21.7%
7-4 20.1%
10-12 301%
12 27.9%
Hationality Greek 97.9%
Smicking-related il Ines" e 18.8%
Do ession™ Score of =3 6.0%
Anwiety” Score of 23 15.5%
Cigarettesiday 5 4.8%
6-15 ErkL
16-25 4%
26-40 19.9%
=40 17%
Time to first dgarette After 60 mins 20.4%
31-60 minz 14.3%
6=30 mirs 356%
Within 5 mins 8%
HEI High 20.6%
Moderate 56.1%
Lowe 23.3%
¥ears of smoking -2 1.2%
3-4 7.9%
10-19 23.6%
20 67.4%
R adiness to quit® Hext 30 days 24.2%
Hext G-months 34.2%
HNot ready to guit 41.6%
Self-efficacy with quitting” Loves (<7010) 85.5%
High {310} 14.5%
Numiber of quit atbemipts in past year 1] 61.4%
1-2 5%
ERS 6.1%
Presence of Other smokers in the home  Yes 58.1%
Famiity/f riends who smake None 4.2%
Some 38.9%
Most 52.6%
All 4.3%
Perceived importanae of guitting? Lo {=7110) Rt
High {710} 62 5%
Impartance of dochor’s adwice to quit Viery important 21.4%
Imiportant 49.6%

Somewhat important  18.6%
Mot at all important  10.4%

a: Self- Reported heart disease, stroke, heart failurefancer’chronic
ohstructive pulmonany disease (COPD)? (1=yes, 0=no).

b: PHO-4 for depresion.

© PHO- for anciety.

d: Which of the following best desoribes your feelings about
smoking right now? (Resporses: 1=ready to quit in next
30 days, O=ready to quit in next &-months or not ready to quit).

&: Ona scale of 1-10 how confident are you that you would be able
to quit smoking at this time? [1=not at all confident,
10=extremely confident).

f: On a scale of 1-10 how important & it to you to gquit smoking at
this time? [Resporse: 1=not at all important, 10=extremely
important.

CI 129, 3.2 P<001), a positive screen for anxiety/depression
[AOR L83 95% (1 14, 323 P<0.05) and who were seen in
clinic for a medical examination or prescription. “Assistance’ with
quitting was more frequently delivered to patients with a positive
screen for arciety or depresion (AOR 4.67; 95% (1 223, 475
PidLl). Additionally a significant [P<0.01) trend across age
groups was seen in rates ai which “advise’ was delivered; tobacco
users of increasing age were advised to quit more frequenty than

Parameter % Index % Previous I Puahse
visitne 752 12-monthsn =805 cC
Ask 55.7 632 0494 0.006
Advise
Quit smaking 503 b1 ] 0422 0.006
Health hazard ErR| 464 0292 0.007
Assist
General amistance 1.1 157 0.459 0.024
Set quit date 44 a5 0687 Q195
Provide selfhelp matedal 2.7 57 0431 Q72
Driscuss medications 53 74 0834 0.354
Prescribe medation a9 15 0833 0490
Arrange 28 25 0688 0296

6L intra-class correl ation coefficient, desoribes varation in tobacco
treatment among providers sampled and is measured on a2 scale
from 0 to 1, with a welue dose to 0 indicating the dusters were
all similar.

Intra# rovider | CC = provider varianceftotzal variance.

P walues: reports on significance level of the GP-level variation
ohserved.

younger patients. "Armnging’ follow-up was significantly maore likely
to occur among patients who smoked more than 25 cigarettes per
day (AOR 6.51; 95% CI 1.0%, 3885 P<{.05) and who smoked their
first cigarettes 30 mins or more after waking in the morning.

Discussion

Study main results and highlights from the literafure

To our knowledge, this is the first study to report on the character-
istics of tobacoo users and rates of tobacco treatment delivery in
primary care in Greece. Our study reveals a very high prevalence
(34%) of smoking among patients seen in primary care. Tobacco
users who participated in the present study reported high levels of
readiness to quit, rated quitting as being of personal importance and
identified their GF's advice to guit as an impaortant source of
influence. All of our findings highlight the opportunity to
intervene more effectively with tobacco users identified in primary
care settings.

Although, there is strong evidence," ™ to support the primary
care setting as a key environment for providing smaoking cessation
and a framework exists to integrate smoking cessation treatment
into daily dinical practice, owr study documented that a large
proportion of tobacco users did not receive “advice’ to quit from
their primary health care GPs in the previous year. Moreover, while
‘advice’ to quit i delivered to approximately 58.3% of all tobacco
users, less than 15.7% received any type of “asistance’ with quitting
in the last year, ="

Our study adds to a large body of existing intemational surveys
which have documented asimilar practice gap in the mtes of tobacco
treatment delivery in primary care settings.’*™™ Among the GPs
sampled there was significant variability in the mtes at which “ask’
and “advise’ was delivered. Providers in this study can be clasified in
three categories according to the rates of ‘ask’ and “advise: high
performes (>80 of patients received ‘ask’ and ‘advice'),
moderate performers (40-70%) and low performers (<3{%). The
source of this varation and approaches to supporting low and
moderate performing GPs with increasing rates of tobacco
treatment delivery are important topics for future research,

The profile of tobacco users identified in our study suggests a
large proportion of patients are highly addicted, have high daily
tobacco consumption rates, have other smokers in their home and
repart low levels of self-efficacy—all of which are factors known to be
associated with difficulty with cesation ™" The weported rate of

Dosnlosded from hecpe: /facadmic. cop. cony'eurpobfareicle-sbatrect fdoi £10. 1099 feurpubyceez01 /4621433
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Table 3 Final model for multiHlevel analysis of GPs and patient-level characteristics associated with rates of 4% delivery in Crete, Greece

Parameter Aok Adviselguit smoking) Advisethealth hazards] Assist Arrange
GP-level variables
Gender Female 1.00
Male 288 {1.06, 786}
Patient-level varables
Age 18-24 years 1.00 1.00
25-39 years 0.24 {005, 1.286) 008 0.01, 079«
A0-54 years 1.40 (033 5493 005 0.0, 056}«
S5-64 years 1.59 {035, 7.24) 020 .02, 215
=65 years 1.63 (036 750 006 0.0, 070
Education -6 100 1.00
74 053 {031, 091)= 064 .36, 1.13)
=12 043 .26, 0.7 2w 047 @027, 080w
12+ 051 .30, 088« 062 .35, 1.08)
Smokingrelated illness  ho 1.00 1.00
e 207 {127, 23T)e= 205 {129, 327w
Anxiety, depression, or  No 1.00 1.00
other mental illnex  Ye 183 {1.04, 3123} AET (223, 975 ews
Purpoze of wisit Medical examination 1.00 100 1.00
Presoiption 0.74 {049, 1.13) 1.02 {069, 1.51) 061 .41, 091)=
Otherfmiising 0.26 (015, 045ews 031018, 054 wes 019 §0.10, 0.35)wes
Cigarettestiay <15 1.00
15-25 163 40.35, 7.56)
=25 651 (1.09, 28.85)=
Time to first dgarette  After 30 min 1.00
in the moming ‘Within 30 min 024 007, 092
Random vardance
GP 2022 {1.113) 2208 (0.816) 1231 (0.463) 299 {1.329)

Maodels adjusted for GP-level clustering effects; O, confidence interval. Ask: 25 GPg 1=Asked (n=41%), 0= Not Asked (n=333). Advise [quit
smokingl: 25 GPs; 1= Advised (n=378), 0= Not Advised (n=372). Advise (health hazards): 25 GPs; 1= Advised health hazards (n=241), 0=Not
advised health hazards (n=509). Asist: 25 GPs; 1=Asisted (n=83), 0= Not Assisted (n=668). Arrange: 25 GPs 1=Arranged follow-up visit
(n=21), 0=MNot arranged follow~up visit (n=730). Poalues cakulated based on 'Wald Tests; +P < 005;++P < 0.01; s P < 0001, Empty cells:
not significant variable in the final model.

a: Random effects reflecting deviation of clini k from the overall mean for the particular clinic effects.
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Figure 1 Rates of ask, advise, assist, arrange in previous 12-months by GPs sampled in Crete, Greece

Cigarette consumption in our study was 21.1 cgarettes per day, sig-  tmined dinicians emploving evidence-based therapies such as
nificantly higher than the European average (144 cigarettes'day]  pharmacotherapy and counseling Importantly, more than half of
and slightly higher than population rates reported for Greece in  participants in our study reported their readiness to quit smoking
the most recent Burobarometer survey.’™ These patients are more  in the near future. This finding is similar to data from other
likely to henefit from formalized cessation asistance provided by studies =
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European tobacco treatment guidelines have called for tobacco
addiction to be given the same attention by dinicians as other
chronic diseases and chronic disease sk factors such as hyperten-
sion, diabetes and cholesterol m—amgemam_'" These diseases are
screened for regularly and treated aggresively wsing a combination
of counseling and pharmacotherapy. Tobacco use has been described
as unique in its prevalence, lethality and neglect. It has not been
given the same attention as other chronic diseases or risk factors by
primary care dinicians. Lack of trining in evidence-based tobacco
treatment during undergraduate and post-graduate medical training,
low levels of self-efficacy, work load, time pressure, as well as patient
resistance are some of the most important factors which are known
to limit the adoption of tobacco treatment by GPs. HARE Cauntries
experiencing fiscal constraints have been found to report lower rates
of amoking cessation advice™ A prime opportunity for interention
is to transform dinicians’ knowledge and attitudes about the
importance of addressing tobacco use and the important role they
play in increasing their patient's motivation t©o guit smoking.
Training in evidence-based tobacco treatment has been shown to
increase rates of tobacco treatment.’ " In our study, only approg-
mately one third of GPs had received training in smoking cessation
in the past, highlighting the opportunity to enhance training in
evidence-based tobacco treatment. Strong evidence demonstrates
that multi-component interventions combining training and other
physician and patient-level intervention sirategies are the maost
effective method for increasing GP performance in the delivery of
smaoking cessation treasiment and improving cessation rates among
patients.” These costeffective interventions are particularly
imporant for a country affected by economic challenges.

Our study documented that several patieni-level factors were
associated with the frequency of 4A% delivery. Overall tobacco
treatment advice is more frequently delivered to patients perceived
tobeat increased risk (i.e. have a smoking related illness), who suffer
from anxiety or depression and who are clder. Similar pattems have
been previously reported. s Interestingly, individuals with grade
school education or less were more likely to be advised to quit; a
pattern also previously documented. "5 The rates of 4A"s treatment
were higher at appointments for medical examinations; these ap-
pointments may be longer in duration and thus provide more op-
portunity to discuss prevention, however, there i evidence to show
that tobacco users are open to receiving advice to quit at other types
of medical appointments in par‘hcuhr those during which acute
symptoms are being experienced.” Importantly, dinical practice
guidelines emphasize that tobacco treatment be delivered to all
patients who smoke and not a sub-population of smokers or
during specific visits."** There is strong evidence to show that
quitting at a younger age increases life expectancy dramatically. =

Strengths and limitations

One quarter of GPs sampled were tobacco wsers themselves. Itis known
that a physician’s pesonal tobacco wse decreases the likelibood of
tobacco treatment for patients in their practice” Previous reports have
identified tobacco wse among dinicians in Greece and other European
countries to be similar to that of the general population.™** While our
study did not find personal smoking cessation status was significantly
asociaed with rates of tobacoo treatrment delivery this may be due to
our sample size. Consideration should be given to supporting dinicians
with quitting a5 a strategy for increasing rates of tobacco treatment
delivery in their practice.

‘We had very high mtes of paticipation among GFs and their
patients, a factor that we attribute to the high regard given to
University-based medical research in Greeece. Limitations of our
study should ako be considered. It is unclear how GPs s sampled
in our study are representative of those practicing in other parts of
Greece and Europe. Our primary care providers were relatively
young (<50-vears), and primarily working in publically funded
clinics (vs. private practice) in mral settings. Most providers were

Srr:dmg T .ﬂrﬁ‘w:ry h#mmf pr.t'n'n'mun in Crete 5of 6

affiliated with the university practice based research network located
on the sland of Crete. The generalizability of our findings to the rest
of Greece and/or southem Europe requires further investigation. It is
also possible that an observation bias may have resulted in dinicians
mare corsistently delivering tobacco trestment during the data
collection period, resulting in higher rates of 4A's delivery being
documented than nommal. While patient-reported mtes of 4A's
delivery have been shown to be more accurate than physician self-
report it is also ]:q:ssible that there may be some recall bias or over
reporting by patients.* In the present study, we reported on 4 of the
5 As strategies. We did not enquire about the “assess’ strategy.

Conclusions

This study has identified an important practice gap in the delivery of
evidence-based smoking cesation treatments in primary care in
(Greece. Increasing the rates of 5As tobacco treatment in primary
care isan important target for quality improvement. Future research
could examine the efficacy of training and practice-level interven-
tions tailored to the unique profile of tobacco users and primary care
providers in the Mediterranean and Eastern Europe and strategies
for motivating patient not ready to quit, as well as cessation among
health care providers.
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Key points

# This is the first study to report on the characteristics of
tobacon wsers and rates of tobacoo treatment delivery in
primary came practice settings in Greece.

# Our findings revealed a very high prevalence of smoking
among patients identified in the primary care seftings
sampled as well as high rates of daily tobacco use and
nicotine addiction.

# While approximately half of all tobacco users received advice
to quit, assistance with guitting was infrequent.

# This study has identified an important practice gap in the
delivery of evidence-based smoking cessation treatments in
primary care practices in Greece.

# Increasing the rates of 5As tobacco treatment in primary
care seftings is an important target for quality improvement,

Du-r..clldl: Erom hettpm: //ecadeic. cup . comfeurpob/art icle-sbet rect fdod £10. 1099 feuspub/ckx20 1/ 4621431

by o

sa 13 u:umb-r 2017

111



Gof6  Ewapean fournal of Public Health

References

1 Workd Health Oganizaton WHO Glotal Repore Momaliny Aribatable o
Tokacca, 2002 Switrerkind, A il ke ar hopewwsowh o inttobacon pablicatgon af
anreillancafrep_manality asribotablsen) {15 Janoary 2007, date b accesesd).

2 Boropean Commbsion Tobaoon Policy. Boropean Commisdon, 20M. Belgum,
Amilable @ hitpofeceuropa sofhealth fobaconfpolicpind ex_enbhim (15 Janoary
07, date Last accemed).

3 Eoropen Commbsion Arttodes of Egropeans Towards Tobarone Special
Earobaromeier 423, 2004, Bgiom, hapffec_soropasnip ublic opinknfnchi wsf
chwiels 2% enpdf (15 Janoary 2007, dare ba accesed).

4 Taalgat K, Vardows CL Adhanasaks K, = al Going ap in ashes! Smoking-at-
witmtable markd dity, hoapital admissions and sqpenditare in Gresce. Fur [ Public
Health 14744775

5 Boropen Commbsion Atttodes of Egropeans Towards Tobaccee Spadal
Eoroharameer 385, 2012 Bagiom, bepeffacsarop oo bbb Sineh salthy file s/
tobacon Mo csiearotars_attodes_wwards tobacon 2012 snpdf (6 Janary 20017,
date ket accewed).

& L5 Madond Cancer Instvme and 'Warld Health Ongan zaton. The Bconomic of
Tobaco and Tobacon Contral. Nagonal Cancer Institme Tobacoo Conmal
Monograph 21. NIH Publication Mo 16-CA-2009A Bathesda, M- LS Deparment
of Haalth and Human Services, National Inatitaees of Health, Nasional Cancer
Ingivae; and Geneva, CH: Warld Healdh Organizaton, 2016 USA, Availible a-
histpee)f ca nce renntral oo ncer_gove brptorby mon ograph 2 2 1Mo csim 21 _oomplste pdf
{15 Jarmary 2007, darebist accesad).

7 UL Dvgarmnent of Healéh and Homan Services. The Health Conseqoen s of
Smolcing—50 Years of Progree A repont of the Sorgeon Geneml, 215 USA,
Amilable o hvp W al ¥ irep ot/ - pears-of progras
{86 Jarmary 2007, date kst accessed ).

&  Franco OH, der Kinderen Al v Last C, et al Primary prevention of cardiowms-
colar d beegse: oo g -offeaiveness comparison. far [ Tecknel Aves Healrh Care
IOTIETI-S5.

9  Bidy DM, Pesin B, Sheheprov A, e al Effear of smolking cessarion advice an
card bewancn bar dissase As [ Mad sl 7009743419,

10 Dol K, Pewn R, Boreham |, Sorherkand 1. Mo rality in elaion o smoling: 50 pas®
clwarvations on mals Brtsh doctors. B D04328:0519.

11 Papadakis & MclUonadd P, Mol K-A o al Sravegis © inosse the delivery of
amoking csaton wamnents in primary care sftnge 4 spematdc eviow and
mem-analyis Prev Med 200051:199-2130

12 Vardawas O Spmvenolaicis W, Lionis (& Dealing with tobacon oee and dspendence
within primary heakth care fme for acton. Tob fadue Dé 013115

13 Baropean Netwodk for Smoking and Tobacoo Prewendon (ENSP), Behmakis B, Bilir
N, Clancy L evall sditors. Gaddalines fior Traanay Tabacrs Dapadens Hrossds,
Helgiome Boropsan Pablishing, 2017,

14 Fiore MO, Jaen CH, Baker TB, etal (linical Pragie Guoiddine: Treadng Tobaco
e and Drependence. Hockeille, MD: US Deparanent of Health and Homan
Servces, Poblic Healbh Service, 2008 USA, Awmilible ar bagpaffbphe brsa govd
bodeesAraatngobacon pdf (15 January D17, dare ket accesed).

15 Karr DA, Vander Weg MW, Holman |, & al The emegen oy depamment action in
amaking cesmaton {EDASC) miak impac on ddivery of smaling cesaton
coansdling. Acad Emerg Med 20125540520

1& Papadaick 5, Gharih M, Hamblston | Delivering evidence- hased smoking casation
memmeant in primary care practice. Experience of Onmris family heavh teams Cas
Fasm Flgs D1460e36 71

17 Kroger | O'Halloran A, Resenthal A. Assessment of comp bance wigh US Poblic
Hezalth Service (linkal Practice Goiddine for tobacon by primary care plpsiclans.
Harsst Reduer | W015127.

12 Lowee B, Wahl L Rose M, ot al A 4-hem messue of depresion and anciey:
walidagon and sundardization of the Padent Health Qosstionnaire4 {PHO-4 in
the generd population. [ Afecr Digeed 201001286 55

Karslda M, Pilipenko N, Feldman |. Patisnt heald goesd onnaine Grese binguage
wlidagon and sufucale faor grocdore Cesipr Poyckiar D12531217-26.
{haiion MO, Cohen JE Mcbonald PW, Bondy 51 The Havinss of
Smoking Index as @ predicor of smoking cesarion in Canada. Addier Febey
IOTITA03 42

Pérez-Rics M, Santiago-Péra MI, Alarso B & al Fagersoom west far niotine
dependence va_ heavy smaoking index in a general popolaton sorey BMC Public
Haalth 00959493

{hmclle OH, Ngpbale KN, Apn-Yosof OA Mbsed appontoni tes for tobac oo oee
acreening and brief cessation advice in South African primary heath care: @ cnos-
sectianal stody. BAMC Fas Pracr J000.79:54

Drner A, Klar M. Diesiga gnd Aselias of Clises Reudosiizanes Trials da Healrh
Remasch Londom: Amold, 2.

Sread LF, Boimagn D, Preciadn W, aral Physidan advice for smoking cesaton
Cachrane Darahese Sy Rev 2001330 000165

Fiper ME, McCardy DDE Haker TH. Asesdng tobacon dspendence a goide ta
mesmre evaloion and sdacton Mot Teb Ra 70058335 51

Burges ). Fa 55, Noofaboochi 5, el Employment, gender, and smoling
cessation ouicomes in bow-income smokers osing nicotine eplacement dherapy.
Micarine Tob Res D051 L1435-47.

Sy ki M, Klinds 5, K aloollirks W, e al The asn caton between b aoco mee and
perceprions of tobacoo price srategiess within primary cane padens in rorad Greeae
Tab Prev Cesser 2016260,

Schorstzanid 5, Filippidis FT, Vardowas O, & al 5-Year tends in dhe intantion to
quit smaokcing amider the sconamic crisis and after recendy implemantad mbacon
control measanss in Gresce Addier Belasv 20143501405

Kaai 5, Chong-Halll |, Son M, et al Predicors of quoit inentons amang adak
amaokers in Maoritiee Findings fram: ge 1TC Man ritos Sarvey. Tod Prey Cesser
fr.ud [-EE o

Speinberg M B Akincigll A, Denevo 13 ot al Gender and age dbsparites for
amoking-ccandon geament Am | Py Med 20063040512

Vgt F, Hall &, Marean TW. Genera pracmtion srs” and family phpsicians’ negatve
bedizf and amitmds wwards discosdng smaoking cssation with padenta a
pmermnc reviee Addier JO0E 10043 31

Lionks O, Peebs B The impac of the finandal orbes on e qoality of care in
[Primary cars an kene Sut raqoins prompt aengon Qua Pris Cae
DI T3

Carson K¥, Verbles MEA, Crone MR, et d Training heslth profssonaks in
smaoking cesagon Cachrene Derabase Sy Rey 200 25000002 W

Mantinean BC, OFCannar PJ, Proank NP, Rolnide 9. Smaking cssation amsmpts in
rearion to prior health care charges: the affect of aneoedent smokting-rearsd
armpaoms! As | Health Prosor 70030812532

Azari |, Pedad & Kimi E Vinker 5. Smoking preven gon and primary physidan’s and
patient’s charateriotics. A [ Heslth Bebey 2009337107,

Jha P, Hamasundarahettige O Landsman ¥, o dl 21g-cmnmry hards of smoking
and bensfis of cesmton in dhe Uniied States. N Eagl | Mad 200336834150
Daasn M), M Dermott M5, Muojilka A, & al Do docwrs” smoking habis inflosnce
sheir smoking cssaton praviced A spematc eview and men-analmi Adder
DL IORIENN-T

Warld Health Organizadon. WHO Tobaon Free Inddagve The Role of Health
Professionals in Totacon Control, 7005, Switssrland, Avallablde o brge/ e who.
it it oo resonane sufp ubdic d e 2005 e alderfina ] 3o prilip4f {15 Jan oary
07, dats hast accesed)

Fipe A, Soremeen M, Heid B Physidan smolking staoos, agitodss wward smoking,
and cesation advics o patems an internatona sarvey. Pariear Edie Cousr

IO T4A18-23.

Foen L Adams A, Quirk M, o al The patient exit interview 25 an amesment of
physican-ddiwned smoking intervention: a whidaton stady. Healrh Paychal
BRI

cwnlosded from httpe: //academic . cop . con/eurpubfarticle-sbat ract fdoi f10. 1093 feuspubf k201 f4£21433
¥ guest
r 11 Novembsr 2017

112



Publication #3

M) Check for updates

HEAITH

EDUCATION
&

Artice & BEHAVIOR
Health Education & Behavior
Training General Practitioners in © 2018 Sociey for Publc
Health Education

Reprints and permissions:
sagepub.comljournalsPermissions.nav
DOE 10.1177/10901981 18775481
journals.sagepub.comhome’heb

®SAGE

Evidence-Based Tobacco Treatment: An
Evaluation of the Tobacco Treatment
Training Network in Crete
(TiTAN-Crete) Intervention

Charis Girvalaki, MPH', Sophia Papadakis, PHD, MHA "%,
Constantine Vardavas, MD, PhD', Andrew L. Pipe, MD, PhD??,
Eleni Petridou, MD, PhD*, loanna Tsiligianni, MD, PhD',

and Christos Lionis, MD, PhD, FRCGP', on behalf of the
TiTAN Crete Partners

Abstract

Background. Rates of tobacco treatment delivery in primary care are suboptimal. Aims. We report on the effectiveness of
the TiTAN Crete intervention on rates of patient-reported 4As (ask, advise, assist, arrange) tobacco treatment and general
practitioner’s (GP) knowledge, attitudes, self-efficacy, and intentions. Methods. A quasi-experimental pilot study with pre-post
evaluation was conducted in Crete, Greece (2015-2016). GPs (n = 24) intervention and control group and a cross-sectional
sample of their patients (n = 841) were surveyed before the implementation of the intervention. GPs in the intervention
group received training, practice, and patient tools to support the integration of the 4As treatment into clinical routines.
Intervention group GPs (n = 14) and a second cross-sectional sample of patients (n = 460) were surveyed 4 months following
the intervention to assess changes in outcomes of interest. Multilevel modeling was used to analyze data. Results. Among GPs
exposed to the intervention, significant increases in knowledge, self-efficacy, and rates of 4As delivery were documented
between the pre- and postassessment and compared with those of the control group. Specifically, the adjusted odds ratios
(AORs) and 95% confidence intervals (Cls) for 4As delivery between the pre-and postassessment among GPs exposed to the
TiTAN intervention were as follows: Ask AOR 3.66 (95% CI [2.61, 5.14]); Advise AOR 4.21 (95% CI [3.02, 5.87]); Assist AOR
13.10 (95% CI [8.83, 19.42]) and Arrange AOR 4.75 (95% CI [2.67, 8.45]). Conclusion. We found significant increases in rates
at which GPs delivered evidence-based tobacco treatment following exposure to the TiTAN intervention. Future research
should examine methods for supporting broader dissemination of well-designed training interventions in general practice.
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Tobacco use is the leading cause of preventable morbidity
and mortality in Europe (European Commission, 2017;
World Health Organization, 2012). The World Health
Organization and the European Network for Smoking and
Tobacco Prevention (ENSP) Tobacco Treatment Guidelines
have called for the integration of tobacco dependence treat-
ment into daily clinical practice in primary health care
(ENSP et al., 2017; World Health Organization, 2008). The
5As model is considered an evidence-based model for inte-
grating tobacco dependence treatment into clinical settings
and has been shown to increase quit attempts and cessation
rates and consists of the following fundamental strategies:
Ask all patients about their smoking status, Advise all

patients who report tobacco use to quit smoking, 4ssess
readiness to quit smoking, 4 ssist with making a quit attempt,
and Arrange follow-up support (ENSP et al., 2017; Fiore
et al., 2008). Rates of tobacco treatment delivery however
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remain suboptimal in primary care settings in Europe
(Everatt, Zolubiene, & Grassi, 2016; Jimeénez-Ruiz et al.,
2015; McEwen & West, 2001).

Twenty-six percent of Europeans currently smoke
(European Commission, 2017), while southern European
countries report very high rates of tobacco use. Greece,
notably, has the highest rate of tobacco use in Europe
(37.0% of the adult population), while Sweden has the low-
est (7.0%) (European Commission, 2017). The number of
cigarettes smoked per day is significantly higher among
Greeks (17.8 cigarettes/day) compared with the European
average (14.1 cigarettes/day) (European Commission,
2017). Greece also has one of the lowest percentages (12%)
of smokers who report making a quit attempt in the past
year, while only 1% of smokers report receiving quitting
support from a health care professional (European
Commission, 2017).

Addressing known barriers is necessary to increase the
delivery of tobacco treatment interventions in primary care
{Brotons et al., 2005; Patelarou et al., 2011; Pipe, Sorensen,
& Read, 2009; Stead et al., 2009; Vogt, Hall, & Marteau,
2005). The importance of assessment and research of con-
tinuing medical education training programs in ensuring
quality in training programs has also been acknowledged and
can significantly affect professional competence, future clin-
ical practice, and patient outcomes (Price, 2005; Shumway
& Harden, 2003).

The “Ottawa Model for Smoking Cessation™ (OMSC), isa
multicomponent intervention for addressing tobacco use with
smokers in primary care settings in Canada. Its evaluation has
demonstrated significant improvements in the rates at which
evidence-based tobacco treatment is delivered to patients
{(www.ottawaheart.ca) (Papadakis et al., 2013; Papadakis
etal., 2016). The goal of TiTAN Crete was to adapt the OMSC
program for use in primary care settings and to develop a net-
work of trained general practitioners (GPs) in Crete, Greece,
that would integrate treatment of tobacco dependence into
daily clinical practice. This article reports on the effectiveness
of TiTAN Crete intervention in increasing rates of patient-
reported 4As (ask, advise, assist, arrange) tobacco treatment
delivery. The secondary objectives of the study are to exam-
ine the effects of the intervention on GP knowledge, attitudes,
self-efficacy, and intentions.

Method
Study Design

We conducted a quasi-experimental pilot study with pre-
post evaluation, involving 24 GPs from Crete, Greece. This
study received approval from the University Hospital of
Heraklion Ethics Board (#18078) and was registered on
ISRCTN (#10306198). The full study protocol has also been
published (Girvalaki, Papadakis, Vardavas, Pipe, & Lionis,

2016). The intervention program was delivered at the level

of the GPs. It was not possible to blind GPs to condition
assignment; however, GPs were blind to the survey items
included on the patient questionnaire. Patients were blinded
to group assignment.

Setting and Participants

GPs (n = 14) from the Practice Based Research Network,
affiliated with the Clinic of Social and Family Medicine at the
University of Crete, were exposed to the intervention (http://
www.fammed.uoc.gr/Joomla/index.php/clinic/services/
research-network). From each GP’s practice, a cross-sectional
sample of eligible patients was recruited before (May-
September 2015) and a different sample of patients after
{March-May 2016) the intervention. A sample of primary
care practices (n = 10) who were not exposed to the interven-
tion was recruited from Rethymnon city and served as a con-
trol group (December-May 2016). Heraklion and Rethymnon
are two neighboring cities of Crete geographically similar as
they include mostly rural areas whose economy is mainly
based on farming and agriculture. Although there are no
available data on the smoking prevalence of the two cities, the
profile we recorded appears to be representative of the broader
population of smokers in Greece (European Commission,
2017). GPs in the control practices were assessed at only one
time point due to restricted timeframe and limited financial
resources. Data collection in the control group occurred fol-
lowing baseline data collection and prior to the postinterven-
tion assessment in the intervention group. It was assumed that
no changes in outcomes would occur during the very short
time period of the study.

Procedures

General Practitioner Recruitment and Data Collection. An invi-
tation letter was sent to all GPs explaining the purpose and
the procedures of the study. A follow-up phone call was
made | week later to confirm interest. All GPs who agreed to
participate provided written informed consent and completed
a baseline survey. Apart from the baseline survey, GPs in the
intervention group completed a follow-up survey at the end
of the 1-day training session and 4 months after to assess
changes in GP knowledge, attitudes, self-efficacy, and inten-
tions. GP satisfaction with the TiTAN intervention was fol-
lowing the core training.

Patient Sampling. Consecutive patients were screened for
eligibility in the waiting rooms of all participating GP prac-
tices. Eligible patients were 18 years of age or older, current
smokers (=1 cigarette per day), seen in practice for a nonur-
gent medical visit or prescription of their medication, and
able to read/understand Greek. During the data collection
sampling, the study research assistant was located in the
clinic waiting room. Eligible patients who agreed to partici-
pate in the study provided written informed consent and
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completed the demographic portion of the study survey
before their appointment with the GPs via interview. They
were asked to return after the appointment to answer ques-
tions regarding 4As tobacco treatment delivery during their
clinic appointment on that day (i.e., index visit). This meth-
odology was repeated approximately 4 months following
the implementation of the TiTAN intervention program, in
the intervention group of our study only, to recruit a second
cross-sectional sample of patients. Patients who participated
in the preintervention phase were excluded from the postint-
ervention data collection.

Intervention Framework

Ajzen’s theory of planned behavior was used to guide inter-
vention design (Ajzen, 1991). Specifically, the intervention
program aimed to influence rates of GP tobacco treatment
delivery via a transformation of GP attitudes toward tobacco
use and treatment (attitudes); the establishment of new social
and clinical norms related to tobacco treatment in primary
care practice seftings (normative beliefs); increasing GPs’
confidence in their ability to effectively deliver evidence-
based tobacco treatment (perceived behavioral control also
known as self-efficacy); and GPs’ intentions to deliver
tobacco treatment to patients (Girvalaki et al., 2016).

TiTAN Crete Intervention Program

The TiTAN intervention (www.titan.uoc.gr) was designed
to reflect the local language, cultural norms related to
tobacco use, the health system, and GPs’ clinical practice
routines in Greece. The intervention included a core 8-hour
tobacco dependence treatment training program, booster
training, and the dissemination of GP and patient resources.
The training was tailored to provide knowledge and skills
in order to support the integration of the 4As specifically
into busy primary care practice settings. As per the inter-
vention framework, the content of the training focussed on
changing GPs’ attitudes, beliefs, confidence, and inten-
tions related to tobacco treatment delivery. The core train-
ing covered the health effects of smoking in Greece, the
pathophysiology of nicotine addiction, the role of primary
care in treating tobacco addiction, brief advise to quit,
pharmacotherapy, motivational interviewing techniques,
and special populations. Two mandatory 3-hour booster
training sessions were delivered | and 3 months after the
core training. During the booster training, content covered
in the core training was reviewed, and more advanced top-
ics were introduced including conducting an initial “Quit
Plan™ consultation and follow-up consultation, motiva-
tional interviewing skills, cognitive behavioural therapy,
and use of the TiTAN tools. The booster sessions were
designed to reinforce the adoption of new practice behav-
iors and to offer practical skills-based training focused on
patients in the GP’s own practice. The program employed

active learning methods such as role-play and case-study
approaches known to enhance skill and practice change
and was delivered by a team of internationally recognized
tobacco treatment experts (Mostofian, Ruban, Simunovic,
& Bhandari, 2015).

A tool kit of resources was adapted for use in primary care
settings in Greece and disseminated to GPs in the interven-
tion group. The intervention tools were designed to (a) pro-
vide real-time prompts for evidence-based tobacco treatment
delivery, (b) serve as teaching tools during patient interac-
tions, and (c) assist with reducing the time required for con-
sultation. These tools included a patient tobacco use survey,
GP consult form, GP medication reference sheets, and patient
quit plan booklet. The tools are available online at www.
titan.uoc.gr.

Outcome Measures

For the evaluation of the outcome measures, the current
study adapted the surveys previously tested from OMSC
Program in Canada (Papadakis et al., 20135).

GP Performance in the Delivery of Cessation Treatments. The
primary outcome measure was GP performance in the deliv-
ery of each of the 4As (ask, advise, assist, arrange). We did
not enquire about the “assess” strategy in the present study to
shorten the total length of the survey items and was consid-
ered less important than the other As in terms of the desired
outcomes of the TiTAN intervention. 4As delivery was
assessed via patient exit survey. Exit surveys have been used
to assess tobacco treatment delivery in several primary care
trials and are more reliable than GP self-report data (Pbert
et al.,, 1999). The survey asked participants whether at the
same day of practice appointment (“index visit”) their GP
asked them about their smoking status (“ask™), advised them
to quit smoking (“advise—quit smoking™), advised them
about the health hazards of tobacco use (*advise-health haz-
ards™), provided assistance with quitting (“assist”), and
arranged follow-up support (“arrange”). For the “assist,”
strategy participants were also asked if their GP provided
selt-help materials, set a quit date, and discussed or pre-
scribed pharmacotherapy.

GP Satisfaction, Knowledge, Attitudes, Subjective Norms, Inten-
tions. GP satisfaction (1 item), knowledge (13 items), sub-
jective norms (2 items), attitudes (4 items), and self-efficacy/
perceived behavioral control (1 item) and intentions (1 item)
regarding the treatment of tobacco use were assessed by sur-
vey before and after the intervention program. All the indi-
vidual items are presented in detail in Table 2.

Sample Size and Power Calculation

Power calculations were based on rates of GP tobacco treat-
ment “advise.” To account for the clustered nature of data, an
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inflation factor was used to enlarge the total sample size to
account for loss in statistical power. Based on estimates gen-
erated from previous research, we estimated that the interclu-
ster correlation coefficient (ICC) would be 0.01, rate of GP
“advise” would be 45% in the control group and intervention
group at baseline and 60% in the intervention group follow-
ing exposure to the intervention (Papadakis et al., 2013;
Kotsoni, Antonakis, Markaki, & Lionis, 2008) All calcula-
tions were based on a two-sided test, with 90% power, and an
alpha level of .05. Sample size calculations, based on 25 GPs
(15 intervention and 10 control), indicated that 28 patients
per participating GP were required. The sample size was
increased to 36 per GP to account for possible loss to follow-
up among GPs.

Statistical Analysis

Practice, GP, and patient characteristics were compared
between time points (pre- and postintervention assessment)
and between the TiITAN intervention and the control group to
evaluate the effectiveness of the training program. We con-
trolled for GP level variance when calculating p values.
Multilevel modeling was used to examine intervention
effects controlling for GP level clustering. We examined
changes in outcomes of interest before and after exposure to
the intervention program in the intervention group only. In a
second analysis, we examined differences between the inter-
vention and the control group. Given that differences were
observed in rates of “assist” and “arrange” between interven-
tion and control groups prior to exposure to the intervention,
we adjusted for preintervention rates of “assist” and “arrange”
in change models. Wald tests were used to obtain p values,
and odds ratios with 95% confidence intervals (Cls) were
used to summarize the effect estimates. Missing data were
limited, with 2 of 14 providers in the intervention group not
responding to posttraining survey. We did not replace for
missing data in any of the analyses. Data were analyzed

using SPSS and STATA.

Results
Recruitment Flow

The study flow diagram for the evaluation is presented in
Figure 1. Twenty-four GPs contributed data to the study (14
mtervention and 10 control). One GP in the intervention
group withdrew from the study prior to data collection, and a
second withdrew after the pre-intervention assessment was
completed. These baseline data were removed from the anal-
ysis. A total of 984 patients (pre-intervention assessment n =
524, postintervention assessment n = 460) were sampled
from intervention practices and 317 patients from control
practices (98.3% of eligible patients screened).

GP and Patient Characteristics

GPs in the intervention and control group were similar in
terms of their characteristics with the exception of more GPs
being located in rural settings in the control group
{Supplemental Table S1, available with the article online).
GPs sampled were relatively voung, 100.0% from the inter-
vention group and 90.0% of the control group were younger
than 50 years. Approximately one third of GPs reported par-
ticipating in smoking cessation training in the past. Twenty
percent of GPs in the control and 33.0% in the intervention
group reported personal tobacco use.

The characteristics of smokers sampled are presented in
Table 1. While no significant differences in demographic
variables were observed, differences were documented for
cigarettes smoked/day and time to first cigarette between the
control and the intervention groups as well as between the
cross-sectional samples of smokers surveyed at the pre-post
assessment in the intervention group. We controlled for these
differences in the final model.

General Practitioner Satisfaction, Knowledge, Self-
Efficacy, Social Norms, and Intentions

High rates of satisfaction with the training program were
documented from the majority (80.0%) of the GPs.
Significant increases were documented in 6 of the 13 knowl-
edge areas assessed between the pre-post intervention
assessments. Favorable changes in the TiTAN intervention
group were documented for attitudes; however, these were
not statistically significant. A large and statistically signifi-
cant increase in GP self-efficacy was documented between
the pre- and postintervention assessment (14.3% vs. 64.3%;
p = .034). A large increase in intentions to address tobacco
use as a priority was also documented but was not statisti-

cally significant (42.9% vs. 71.4%; p = .183) (see Table 2).

Rates of 4As Tobacco Treatment Delivery

Comparison Between the Pre- and Postintervention Assessments
in the TiTAN Group. Rates of delivery of the 4As in the inter-
vention group increased significantly following implementa-
tion of the TiITAN program (see Table 3). Specifically, the
adjusted odds ratios (AORs) and 95% Cls for 4As delivery
were as follows: AOR Ask 3.66 (95% CI [2.61, 5.14]); AOR
Advise 4.21 (95% CI [3.02, 5.87]); AOR Assist 13.10 (95%
CI [8.83, 19.42]), and AOR Arrange 4.75 (95% CI [2.67,
8.45]).

Significant variability was observed in the change docu-
mented across GPs. For example, changes in rates of “advise”
between the pre- and postassessments between providers
ranged from 0.0% to 75.0% (see Supplemental Figure S1,
available with the article online).
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Figure |. Recruitment flow diagram.
Mate. GP = general practiticner.

Comparison Between the TiTAN Intervention and
Control Groups

Baseline differences were documented between the interven-
tion and control group for “assist” and “arrange” variables;
therefore, we adjusted for preassessment rates in the analy-
sis. The adjusted analysis documented significant differences
between intervention and control group in all 4As; however,
CI were wide for some (Table 4). The AOR for Ask was 4.12
(95% CI[1.31, 13.01]); AOR for Advise was 5.03 (95% CI
[1.87, 13.56]); AOR for Assist was 18.24 (953% CI [18.24,
113.25]), and AOR for Arrange was 15.07 (95% CI [3.49,
65.12]).

Discussion

Main Results

This evaluation of the TiTAN intervention documented sig-
nificant increases in GP knowledge, self-efficacy, and rates

at which GPs delivered evidence-based tobacco dependence
treatment to their patients following the delivery of the pro-
gram. Our study demonstrates that a training program and
tools that are evidence based and employ principles derived
from behavioral theory were effective in increasing rates of
tobacco treatment delivery. Our training program tailored to
the realities of GPs’ clinical settings in Greece provided
comprehensive knowledge and employed active leaming
techniques such as role-play and case study approaches,
which successfully developed clinician skills.

At baseline, very low rates of GP knowledge and seli-
efficacy were documented supporting the need for formal
training programs. TiTAN intervention group reported high
rates of satisfaction with the training program and tools. The
intervention was successful in increasing the intermediary
outcomes that were targeted, including GP knowledge and
self-etficacy. However, we did not see the expected changes
in all attitudinal outcomes; this is an area that warrants fur-
ther refinement and investigation. Importantly, even follow-
ing training, we identified concerns among GPs sampled
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Table I. Smokers Demographics, Smoking Status, and Readiness to Quit in the TITAN Intervention and the Control Group.

Postintervention
Preintervention assessment aASSESEMment

Control versus ~ TiTAN (T2) TITAN
Control (n=317)  TiTAN(TI) (n = 524) TITAN (T1) n = 460) (T1 vs. T2)

Parameter n (%) n (%) p* n (%) p*
Age in years, M (D) 49.0 (14.7) 47.5 (14.2) 128 48 (13.1) 094
Sex, male 172 (54.4) 312 (59.5) 241 276 (60.0) 894
Education
Grade school 65 (20.7) 117 (22.3) J74 94 (20.4) 697
Junior high school 69 (22.0) 100 (19.1) 101 {22.0)
High school 99 (31.5) 154 (29.4) 144 (31.3)
College/university a1 (25.8) 153 (29.2) 121 (26.3)
Mationality, Greek 307 (97.2) 515 (98.3) 214 451 (98.0) 783
Conditions
Smoking-related illness® 62 (19.6) 96 (18.3) £59 86 (18.7) 924
Depression® 19 (6.0) 39 (7.4) 491 24 (5.2) 251
Anxiery” 52 (16.5) 78 (14.9) 587 49 (10.7) 41
Purpose of visit
Medical examination 109 (34.5) 194 (37.0) 942 245 (53.3) 025
Prescription 122 (38.6) 193 (36.8) 157 (34.1)
Other/missing 85 (26.9) 137 (26.2) 58 (12.8)
Mo. of cigarettes/day
<|5 103 (32.6) 99 (18.9) =001 72 (15.7) 296
15-20 135 (42.7) 248 (47.3) 245 (53.3)
=20 78 (24.7) 177 (33.8) 143 (31.1)
Time to first cigarette in the morning
After 30 minutes 137 (43.4) 154 (29.4) 002 105 (22.8) 110
WWithin 30 minutes 179 (56.7) 370 (70.6) 355 (77.2)
Mo. of smokers for N years
0-2 years 4(1.3) 6(1.2) 798 10 (2.2) 060
3-9 years 23 (7.3) 43 (8.2) 22 (4.8)
10-19 years 79 (25.0) 119 (22.7) 84 (18.3)
20 + years 210 (66.5) 356 (67.9) 344 (74.8)
Readiness to quit®
MNext 30 days 75(23.7) 128 (24.5) =001 55 (12.0) <001
MNext & months 81 (25.8) 206 (39.4) 249 (54.3)
Mot ready to quit 160 (50.8) 189 (36.1) 155 (33.8)
Self-efficacy with d:|uil:l:ingF
Low (=7/10) 264 (83.5) 454 (86.6) 450 406 (88.3) 617
High (=7/10) 52 (16.5) 70(13.4) 54 (1.7

*Controlling for general practitioner—level clustering. *Do you have . . . heart disease, stroke, heart failure/cancer/chronic obstructive pulmonary disease
{(COPD)? (I = yes. 0 = na). “Positive screen (score of 3 or more) on Patient Health Questionnaire (PHQ)-4 for Depression (Kroenke, Spitzer, Williams,
& Lowe, 2009). “Positive screen (score of 3 or more) on PHQ-4 for Anxiety (Kroenke et al, 2009). “Which of the following best describes your feelings
about smoking right now? (responses: 0 = ready to quit in next 30 days, | = ready to quit in next 6 months or not ready to quit, 2 = net ready to quit). ‘On a
scale of | to 10, how confident are you that you would be able to quit smoking at this time? (1 = not at all confident, 10 = extremely confident). Scores of 8
or more indicated high self-efficacy (Boardman, Catley, Mayo, & Ahluwalia, 2005).

about the efficacy and safety of pharmacotherapy, which tobacco treatment delivery with an average increase of
warrants further investigation, given the known safety and 16.0% to 23.0% in 4As delivery (Papadakis et al,, 2013;
efficacy of these medications. Papadakis et al., 2016). The present study documented larger
improvements in rates of 4As delivery than those observed
among Canadian GPs, which may reflect the lower baseline
rates of 4As delivery. Others have recently reported on the
Our findings are consistent with previous evaluations of the value of well-designed training programs in influencing
OMSC program, which documented significant increases in~ tobacco treatment outcomes in primary care settings in

Comparison With Previous Literature
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Table 2. Changes in General Practitioners’ Self-Reported Knowledge, Attitudes, Normative Beliefs, Perceived Behavioral Control, and
Intentions at the pre- and postintervention Assessment in the TITAN Group.

Variable Pre (T1), n (%) Post (T2), n (%) Tlvs. T2, p
Knowledge
Are electronic cigarettes effective in helping people quic 5(41.7) 5(41.7) 1.00
smoking?
Is it safe to continue to smoke while using nicotine replacement 4(33.3) 11 (91.7) .009
therapies?!®
Which are the most effective medications in terms of increase in 12 (100.0) 12 (100.0) 1.00
success rates?
How long does a craving typically last?® B (66.7) 11 (91.7) 317
Which is the most common side effect of Varenicline? 7(58.3) 12 (100.0) 037
WWhat proportion of Greeks are smokers?® 7(58.3) 9 (75.0) 667
People who quit smoking will have more, less, or the same 4(33.3) 10(83.3) 036
amount of stress!®
Is it more difficult for women who are pregnant to quit 2(1&.7) 10 (83.3) .003
smoking?®
WWhat are the most common reasons why people return to 6 (50.0) 11 (9L.7) .025
smoking?®
A physician's advice to quit smoking can boost motivation to quit 3(27.3) 12 (100.0) <.001
by what %
Micotine replacement therapies are contraindicated for people 5 (41.5) 5(41.5) 1.00
with cardiovascular disease.”
Micotine is as addictive as other drugs such as heroin or 9 (75.0) 10 (83.3) 615
cocaine.”
With brief counseling by a physician and use of 5 (41.7) 8 (66.7) 414
pharmacotherapies, approximately how many people are
expected to quit smoking?®
Artitudes
Counseling by a clinician helps motivate smokers to quit® 4(28.6) 6 (42.9) 482
For many tobacco users, smoking is an addiction® 10 (71.4) 13 (92.9) 326
First-line pharmacotherapies for smoking cessation work well in 4(28.6) 6 (42.9) .587
helping patients quit®
First-line pharmacotherapies for smoking cessation are not safe, 4(28.6) 8 (57.1) .228
have side effects that out weigh their benefits®
Mormative beliefs
Smoking cessation is an impertant part of my role as a clinician® 12 (85.7) 13 (92.9) 595
Clinicians should advise patients to quit smoking even if it's not 10 (71.4) 10 (71.4) 1.00
the reason for their visit®
Perceived behavioral control
| have the required skills to help my patients quit smoking 2(14.3) 9 (64.3) .034
Intentions
| intend to address tobacco use in all my patients as a priority” 6 (42.9) 10 (71.4) 183

Mote. The analyses summarized above and p values were calculated using a Pearson chi-square test. Boldfaced p values indicate statistical significance (p <

.05). Knowledge: missing datan = 2.

*Knowledge assessment questions were multiple choice. We evaluated the number of the correct responses. In the question, “Which are the most
effective medications in terms of increase in success rates!” there were two correct responses, so we counted as correct those with both responses
chosen. "Knowledge was assessed by yes or no responses. “Attitudes, normative beliefs, perceived behavioral control, and intentions were assessed
using a 5-point Likert-type scale (| = strongly disogree 2= disagree, 3= neutral, 4= agree, 5= strongly agree). Strongly agree was evaluated in these questions.

dStrongly disagree was evaluated in this question.

Europe (Olano-Espinosa et al., 2013; Verbiest et al., 2014). A
cluster randomized controlled trial found that a 1-hour prac-
tice-tailored training for GPs significantly increased the fre-
quency at which “ask™ and “advise™ was delivered to patients
(Verbiest et al., 2014). Previous research has shown that

real-time reminders, counselling prompts, and flow sheets
are effective in influencing rates of cessation treatment by
GPs (Boyle, Solberg, & Fiore, 2011; Papadakis et al., 2010).
In the present study, we tailored these GP tools specifically to
the local primary care context. The strategies employed were
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Table 3. Performance in Tobacco Treatment Delivery for the Pre- and Postintervention Assessment Among General practitioners

Exposed to the TiITAN Intervention.

Pre vs. post
Preassessment  Postassessment

4As delivery (T1), n (%) (T2}, n (%) Change (T2 - TI) AOR [95% CI] p ICC
Ask 253 (58.0) 381 (82.8) +24.8 366261, 514] <001 00845
Advise

Quit smoking 229 (52.5) 375 (81.5) +29.0 421 [3.02,587] <001 00533

Health hazards 147 (33.7) 306 (66.7) +33.0 417 [3.05,571] <001 0.092I
Assist

General assis@ance 70 (16.1) 198 (64.8) +48.7 13.10 [8.83, 19.42] <001  0.1805

Set quit date 3171 57 (12.4) +5.3 2.23 [1.32, 3.75] .0028 02791

Provide self-help materials 17 (3.9) 120 (26.1) +222 9.32[5.32, 16.35] <001 0.1878

Discuss quit smoking medications 33 (7.6) 152 (33.0) +25.4 8.10 [5.06, 12.98] <001  0.0345

Prescribe quit smoking medications 7 (1.6) 15 (5.4) +318 3.91 [1.64, 9.35] 0022 0.1951
Arrange 18 (4.1} 70(15.2) +11.1 475 [2.67,845] <001 0.2971

Note. AOR = adjusted odds ratio (adjusted for GP-level clustering); Cl = confidence interval; ICC = intercluster correlation coefficient. 4As performance
was reported by smokers whose doctors were in the intervention group of the study. Sample size: Preassessment n = 436; Postassessment n = 460.
Higher values of ICC represent larger variation ameng individual providers.

Table 4. General Practitioners’ Performance in 4As Delivery Following Exposure to the TITAN Intervention Compared With That of

the Control Group.

TiTAM vs. control

Parameter Control (n =317). n (%) TiTAN (n = 460), n (%) AOR [95% CIJ? p*
Ask 166 (52.5) 381 (82.8) 412 [1.31, 13.0] 0158
Advise: Quit smoking 149 (47.2) 375 (8L.5) 5.03 [1.87, 13.6] 0014
Advise: Health hazards 94 (29.8) 306 (66.8) 5.43 [2.94, 10.0] <001
Assist: General® 13 (4.1) 298 (64.8) 45.45 [18.24, 113.3] <001
Assist: Set quit date” 2(0.6) 57 (12.6) 19.13 [3.57, 102.5] .000s
Assist: Self-help materials® 3(0.9) 120 (26.1) 37.51[9.27, 151.8] <.0001
Assist: Discuss medications 7(2.2) 152 (33.0) 23.40 [10.08, 54.4] <.0001
Assist: Prescribe medications® 0(0.0) 7(1.6) — —
Arrange® 3(L0) 70 (15.2) 15.07 [3.49, 65.1] .0003

MNote. AOR. = adjusted odds ratio; Cl = confidence interval. 4As performance was reported by smokers whose doctors were either in the control er in

the intervention group of the study.

*Control group measurement occurred once. *Controlling for general practitioner—level clustering. “Adjusted odds ratic controlling for between group

differences in preintervention rates. “No.

relatively low cost, and results could be further enhanced
through additional evidence-based provider and patient-level
components.

Strengths and Limitations

This pilot study provides the first high-quality data to char-
acterize knowledge, attitudes, and rates of tobacco treatment
delivery in primary care in Greece. Our study evaluated
tobacco treatment delivery by patient-reported data, which
is important because patient-reporied rates of 4A’s delivery
have been shown to be more accurate than providers’ self-
report (Pbert et al., 1999). Our study achieved a very high
participation among both GPs and eligible smokers, a fact

we attribute to the high respect given to University-based
research in Greece. A limitation of our study was the use of
a nonrandomized design. The use of the control group and
before-after measurement, however, assist with minimizing
the potential confounding factors that may have resulted in
the observed changes. We conducted measurements in the
control group at one time point only as it was felt to be a
reasonable assumption that over the very short time frame
{2-4 months) no changes would be expected. There were no
other factors, to our knowledge, which may have influenced
rates of tobacco treatment delivery beyond the intervention
program. The control and intervention groups did document
differences in their baseline rates of “assist” and “arrange,”
suggesting that our study groups may not have been 100%
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comparable at baseline; we controlled for this discrepancy
in our analysis. The voluntary nature of study participation
may mean that participants were more motivated than the
general population of GPs. While GPs were blind to the
assessment details, it is possible that GPs overperformed
during the data collection period. Given the relatively low
rates of 4As at baseline, it is unlikely that this has occurred.
Finally, there is a possibility of reporting bias given the
patients self-reported nature of 4As delivery, so as not to
have their GP rated unfavorably, even though they were
instructed ditferently.

Implications for Practice and Research

The present pilot study provides initial data supporting the
generalizability of the OMSC program to GPs in Greece.
However, further research is required to understand the gen-
eralizability of our findings to the larger population of GPs in
both Greece and other European settings. Our study docu-
mented a trend to suggest that GPs who demonstrated the
greatest improvements in 4As delivery were those who had
the lowest performance at baseline and where there was the
largest opportunity for improvement. This observation may
suggest that future interventions should specifically target
GPs with lower performance.

The pilot testing of TiITAN Crete project focussed only on
GPs; however, results from OMSC project found that the
intervention program was suitable for implementation in
interdisciplinary teams that include physicians, nurses, and
other health professionals (Papadakis et al., 2016) and should
be considered for future research.

Although not a target of the intervention, we documented
changes in GPs’ personal smoking behavior. Among the five
GPs were currently smokers, three had quit smoking, and
two had unsuccessfully tried to quit.

Smokers sampled reported low rates of readiness to quit,
low self-efficacy with quitting, and high rates of daily
tobacco consumption. This profile appears to be representa-
tive of the broader population of smokers in Greece and
other Southern European Countries (European Commission,
2017). The small proportion of patients reporting readiness
to quit may explain the relatively low rates at which “assis-
tance™ with quitting and “arranging™ follow-up occurred, as
these interventions are typically delivered to patients inter-
ested in quitting.

Conclusions

The TiTAN Crete intervention, based on evidence-based
tobacco treatment techniques, was associated with signifi-
cant increases in GP’s knowledge, attitudes, and rates of
tobacco treatment delivery. Future research should examine
methods for supporting broader dissemination of well-
designed interventions in primary care settings, and strate-
gies for intervening with smokers not ready to quit.
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ABSTRACT

INTRODUCTION This study investigates the clinic-, provider- and patient-level factors
associated with delivery of 4 (Ask, Advise, Assist, Arrange) elements of the HAs
approach to smoking cessation in general practice in Greece.

METHODS We conducted a secondary analysis of data derived from a quasi-
experimental study (The TiTAN Crete study) among general practitioners
(GPs) in Crete, Greece in 2015-2016. Twenty-four GPs and a cross-sectional
sample of 1301 smokers from their practices were surveyed. This paper reports
on the results of the multi-level modelling conducted to examine predictors of
4As delivery.

RESULTS Our analysis found clinic characteristics, including the presence of an
electronic medical record, being located in a rural setting, and being in private
practice were significantly associated with increased rates of tobacco treatment
delivery. Female GPs were more likely than males to arrange follow-up (AOR
3.38, 95%CI 1.11, 10.35). Our analysis found a variety of patient-level factors
were positively associated with tobacco treatment delivery, including: longer
smoking history: presence of a smoking related illness; readiness to quit smoking;
and symptoms or a diagnosis of anxiety, depression or other mental health illness.
Other patient-level factors were negatively associated with tobacco treatment
delivery. including level of education and reason for visit. Patients seen in clinic
for episodic care were less likely to be “asked’ (AOR 0.22, 95%CI 0.12, 0.39),
‘advised” (AOR 0.22, 95%CI 0.13, 0.38), and receive ‘assistance’ (AOR 0.36,
95%CL 0.19,0.660) compared to patients seen in clinic for a medical examination.
concLusions Providers are significantly more frequently delivering tobacco
treatment to a sub-group of high-risk patients compared to other tobacco
users in their clinical practice. This results in missed opportunities for early
intervention and disease prevention.

TRIAL REGISTRATION The study is registered on ISRCTN #10306198
ABBREVIATIONS Cl: confidence interval, GP: general practitioner, OR: odds ratio, AOR: adjusted odds ratio,
WHO: World Health Organization
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INTRODUCTION

Tobacco Treatment Guidelines have recognized

Tobacco use remains the leading cause of preventable tobacco use as a disease and recommend tobacco

disease and death in Europe and worldwide'. The treatment as a priority for the prevention and control

World Health Organization (WHO) and the European  of chronic diseases in primary care practice®?.
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According to the latest Special Eurobarometer
report on the attitudes of Europeans towards tobacco
and electronic cigarettes, Greece has the highest
prevalence of smoking among European member
states: one-third of adults are smokers (37.0%) while
one-fifth of adult smokers (20.0%) have never tried
to quit smoking*. Of those who tried, or that have
quit smoking, the vast majority did so unassisted®.

General practitioners (GPs) are ideally positioned
to deliver tobacco treatment interventions® for
several reasons: GPs interact with a large part of the
population regularly®; tobacco treatment delivery
may be more acceptable, given a GP’s role to prevent
disease and promote healthy lifestyle®; and GPs have
established trusted interpersonal relationships with
their patients™. Asaresult, clinical practice guidelines
for tobacco treatment delivery recommend that GPs
use the following ‘5As™ approach for addressing
tobacco use in clinical practice: Ask about tobacco
use at every visit; Adveise smokers to quit; Assess
smokers’ readiness to quit; Assist smokers to quit
using a combination of behavioral counseling and
pharmacotherapy: and Arrange follow-up visits to
review progress, address any problems and anticipate
future challenges in order to prevent smokers from
relapsing®*’.

Despite clear guidelines, many GPs find it difficult
to integrate tobacco treatment delivery into their

111 Previous evaluations

daily clinical practice
report significant variation in the rates at which the
‘5As” are delivered by GPs to patients, even among
12,13

GPs within the same clinic'". Multi-component

interventions, are interventions that combine two

1415 There is good

or more intervention strategies
evidence from meta-analyses to show that multi-
component interventions that include training and
other provider- and patient-level supports increase
rates of 5As delivery in primary care practice
settings™*!5. The effectiveness of multi-component
interventions is hypothesized to be related to the fact
that they can address the multiple barriers to tobacco
treatment delivery in the primary care setting'.
However, variations in the rates at which providers
intervene with patients who smoke continue to
be documented even following exposure to multi-
component interventions'>. We hypothesize that
increased knowledge of the clinic-, provider-, and
patient-level factors that are associated with delivery

of the *5As” could aid the identification of sub-
populations that might benefit from interventions to
increase tobacco treatment delivery.

The purpose of this study was to investigate the
clinic-, provider- and patient-level determinants of
tobacco treatment delivery for 4 (Ask. Advise, Assist,
Arrange) of the 5As in general practices in Crete,
Greece. The present study did not examine the
‘Assess’ strategy as part of the intervention, as it was
not of specific interest to investigators.

METHODS

Design and setting

We conducted a secondary analysis of data generated
from a quasi-experimental study (TiTAN Crete) to
examine predictors of 4As delivery using three level
(clinic, provider, patient) multi-level modelling. The
study took place in general practices on the island
of Crete in Greece. Data were collected from the
practices of providers and from a sample of their
patients who smoke.

The TiTAN Crete Study

The TiTAN Crete project examined the impact of
a multi-component intervention to increase rates
of ‘4As” tobacco treatment delivery using a quasi-
experimental non-randomized controlled design.
The study was approved by the University Hospital
of Heraklion Ethics Board and registered on ISRCTN
#10306198. The full study protocol'® and main
results'® have previously been published.

As part of the TiTAN Crete study, all GPs (n=26)
in the geographically defined intervention and control
regions of Crete were invited to participate. Twenty-
four GPs agreed to participate in the study. provided
informed consent and completed a baseline survey. GPs
(n=14) in the city of Heraklion were exposed to the
intervention programme and acted as the intervention
group, while those in the city of Rethymnon (n=10)
were not exposed to the intervention programme
and acted as the control group. Independent, cross-
sectional samples of eligible patients were recruited
from practices in the intervention group before
(May-September 2015) and after (March-May 2016)
exposure to the intervention-training programme
(September 2015). Similarly, a cross-sectional sample
of eligible patients from practices in the control group
was recruited, but only at one time point (between
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December - May 2016). as it was assumed that no
changes in outcomes would occur during the short
time period of the study. Patients were screened for
eligibility in the waiting rooms of all participating GP
offices. Eligibility criteria included being: 18 years of
age or older; current tobacco users (21 cigarette per
day); seen in clinic for a non-urgent medical visit: and
able to read/understand Greek. Eligible patients who
agreed to participate in the study provided informed
consent and completed the study survey at the end
of their clinic appointment. This methodology was
repeated four to six months following implementation
of the intervention programme. in the intervention
group only.

The TiTAN Crete Intervention

The TiTAN Crete intervention programme was based
on the Ottawa Model for Smoking Cessation (OMSC,
University of Ottawa Heart Institute), an evidence-
based intervention tested in primary care practices
in Canada. The OMSC intervention was adapted to
reflect the local language, cultural norms related
to tobacco use, the health system, and GPs clinical

1316 The intervention

practice routines in Greece
programme, which has been previously described,
consisted of a 1-day core tobacco dependence
treatment training programme, two booster
training sessions lasting 2.5 hours each delivered
at 2 and 4 months after the initial training, and the
dissemination of GP and patient clinical resources to
support the integration of evidence-based tobacco
treatment into daily clinical routines'®. The resources
included: a patient tobacco-use survey. a provider
smoking cessation consult form, provider quick
reference sheets, patient quit-plan booklets, and
posters. The training materials and resources are
available at www.titan.uoc.gr. The control group was
not exposed to any intervention programme.

Measures

Outcomes: GP performance in ‘4As’ delivery
Performance of “4As’ delivery (*Ask’, ‘Advise’, *Assist’,
‘Arrange’) was assessed using a patient exit survey.
The survey asked participants to respond either ‘yes’,
no’ or ‘don’t know’ regarding whether on the same
day of their visit to the clinic (‘index visit’) the GP
asked them if they smoke (‘Ask’); advised them to
quit (‘Advise’): provided help material; and arranged

follow-up support (‘Arrange’), including scheduling
a follow-up for assistance to quit (*Assist’), with
respondents prompted with examples of assistance
(i.e. set a quit date, provided pharmacotherapy,
provided counselling, provided self-visit at the
clinic or referral to a specialized hospital-based quit
smoking clinic.

Predictor variables

Clinic-, provider- (i.e., GP) and patient-level
variables thought to be associated with rates of
tobacco treatment delivery were assessed. Clinic-
level variables assessed included: exposure to the
TiTAN Crete training intervention (yes/no), the
geographiclocation of clinic (urban/rural/suburban),
reimbursement method (fee for service or salaried)
and type of record system. Provider-level variables
assessed included: age, gender, number of years
practicing medicine, previous cessation training, and
personal tobacco use. Patient-level variables assessed
included: age, gender, nationality, formal education,
and current or past smoking-related illness (e.g.
heart disease, stroke, chronic obstructive pulmonary
disease, and cancer). The Greek validation of the
4-item Patient Health Questionnaire (PHQ-4)
was used to screen for anxiety and depression'™'®,
Participants were also asked to report if they had
been diagnosed with anxiety, depression or mental
health illness in the past. Smoking related variables
included two variables from the Heaviness of
Smoking Index (HSI)'° including time to first
cigarettes in the morning and number of cigarettes
smoked per day (CPD). Number of years of tobacco
use was documented. Patient self-efficacy (*On a scale
of 1 to 10 how confident are you that you would be
able to quit smoking at this time?") and readiness to
quit smoking (“Which of the following best describes
your feelings about smoking right now?’) were also
assessed as well as the purpose of the clinic visit.

Secondary analysis & multi-level modelling procedures
Descriptive statistics summarized characteristics
of the sample at the clinic-, provider- and patient-
levels. To examine clinic-, provider-, and patient-
level factors associated with each outcome (i.e.
performance of “4As’), separate multi-level logistic
regression analyses were performed. We included
patients from the ‘after’ cross-sectional sample in the
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intervention group and the cross-sectional sample
in the control group for comparison. Intervention
group (control=0, intervention=1) was included as
a variable in the model to account for the potential
effect of the TiTAN intervention. The model building
followed a step-wise approach whereby significant
variables (p<0.1) from each level (clinic, provider,
and patient) were included in each step. Only those
variables significant at p<0.05 were kept in the final
model. Results were reported as adjusted odds ratios
(AOR) and 95% confidence intervals (95%CIl). We
used a cut off score of 23 on the PHQ as a positive
screen for anxiety or depression'™!. For the multi-
level analysis we created a combined variable (1 = a
positive screen for anxiety or depression or a patient
self-reported diagnosis of anxiety. depression or other
mental health illness being, and 0=all other patients).

RESULTS

A sample of 1301 patients who smoked was recruited
from control and intervention clinics and was
included in the analysis. The recruitment rate was
08.8% of eligible patients screened. Characteristics
of the clinics, providers, and the patients sampled are
presented in Table 1.

Effects of the TiTAN Intervention

The analysis documented that following the
intervention; GPs in the intervention group were
significantly more likely to deliver each of the “4As
during their daily clinical practice compared to those
in the control group (Table 2).

Predictors of '4As' Delivery

Clinic-level factors

GPs working in clinics with an electronic medical
record were more likely to ‘ask’ (AOR 5.03, 95%Cl
1.25, 20.18; p<0.05) and ‘advise’ (AOR 4.59 95%CI
1.53, 13.76; p<0.01) patients to quit smoking relative
to a manual record system (Table 2). Rates of “assist’
and ‘arrange’ were significantly lower among GPs in
suburban practices compared to rural settings (AOR
0.30, 95%CI 0.14, 0.67;: p<0.01, and AOR 0.18,
95%CI 0.05, 0.67; p<0.05, respectively). Being a GP
from a salaried Health Care Centre was significantly
associated with decreased rates of “assist’ compared
to those in private practice (AOR 0.19, 95%Cl1 0.04,
0.85; p<0.05).

lable 1. Characieristics of clinics, providers and

paticnts sampled

Clinic-level variables

Geographic location

Type of record system

Reimbursement method

Provider-level variables
Gender

Years of practicing medicine
Age

Previous smoking cessation
training

Smoking status

Patient-level variables
Age
Gender

Education

Nationality

Smoking-related illness®

Anxiety, depression or other
mental health illness

Depressive symptoms®
Anxiety symptoms*
Purpose of visit

Tob. Induc. Dis. 2018;16(May):21
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Urban
Suburban
Rural
Electronic
Manual
Both

Fee for service
(private)

Salaried (public)

Female
Male

Mean (SD)
30-39 years
40-49 years
50-59 years
No

Yes

Smoker
Ex-smoker
Non-smoker

Mean years (SD)
Female

Male

Grade school

Junior high
school

High school
College/
University
Greek
Other

PHQ score =3
PHQ score >3

Medical
examination

Prescription
Other

8.300
20.8%
70.8%
36.4%
27.3%
36.4%
12.5%

87.5%

54.20%
45.8%
13.8 (4.9)
20.0%
70.0%
10.0%
70.0%

30.0%
25.00%
33.3%
41.7%

48.2 (14.0)
41.6%
58.4%
21.20%
20.9%

30.6%
27.3%

97.9%

2.1%
18.4%
13.200

8.1%
20.1%
44.9%

38.6%
16.5%

Continued
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Table 1. Continued of the other GP-level variables examined were found
to be significant in predicting “4As’ delivery.

Parameter Response Value

Cigarettes/day <15 21.1% H:tient—leoelfactor‘s
L1520 b Patients with a junior high school education or less
220 BOEN were less likely to be ‘asked” (AOR 0.45, 95%Cl
Time to first cigarette in am >30 minutes  30.5% 0.24, 0.80; p<0.05) and “advised’ (AOR 0.49, 95%CI
<30 minutes EED 0.26, 0.92; p<0.05) about tobacco use than those
Years of tobacco use 0-2 years U with a grade school education (Table 2). Having a
3-9 years 7.1% smoking-related illness was positively associated
10-19 years 22.2% with increased frequency of delivery of ‘assist’ (AOR
20+ years 69.2% 2.75, 95%CI 1.55, 4.88; p<0.001) and ‘arrange’
Readiness to quit* Next 30 days 19.9% (AOR 2.88, 95%Cl 1.47, 5.65; p<0.01). A positive
Next 6 months  41.3% screen for anxiety or depression or self-reported
Not ready to 38.8% diagnosis of anxiety, depression, or mental health
quit illness was also associated with higher rates of “assist’
Self-efficacy with quitting® Low (<7/10)  87.0% (AOR 2.47, 95%CI 1.28, 4.78; p<0.01) and ‘arrange’
High (>7/10)  13.0% (AOR 2.18. 95%CI 1.08, 4.41: p<0.05). Individuals
a Do you have... heart disease, stroke, heart failure/cancerfchronic obstructive who smoked for more ‘than 2 yea[‘s were more l]_kely

pulmonary disease (COPD)? (1=yes, 0=no). b Positive screen (score of 3 or more] on N . N .
Patient Health Questionnaire [PHQ)-4 for Depression. ¢ Positive screen (score of 3 or to be ‘asked’ and ‘advised’ relative to those who

maore) on Patient Hcalﬂ'! Questionnaire (PHQ)-4 for Anxiety. d Which of the following smoked fOI‘ less than 2 'years. Individuals reporting
best describes your feelings about smoking right now? (responses: 1=ready to quit in
next 30 days, 0~ ready to quit in next 6 months or not ready to quit). ¢ Onascaleof  a readiness to quit in the next 30 days were more
b T et ey 1€ (0 quitsmoking LS EMEEpely o be ‘asked’ (AOR 1.85, 95%CI 1.01, 3.39;
p<0.05) and ‘advised’ (AOR 2.08, 95%CI 1.16, 3.74;
p<0.05) to quit smoking relative to those who did
Provider-level factors not report being ready to quit smoking in the next
Female providers were more likely to ‘arrange’ 30 days. Patients seen by the GP for prescription
follow-up support relative to male providers (AOR  were less likely to be ‘assisted” (AOR 0.59, 95%CI
3.38. 95%CI 1.11. 10.35: p<005). although the 0.36, 0.94; p<0.05) relative to an appointment for a
confidence intervals are quite wide (Table 2). None medical examination.

lable 2. Final model examining clinic . general practitioner . and patieni level characteristics associated with
rales ol 1\s tobacco treatment delivery

Adjusted Odds Ratio (95%CI)*

ADVISE ASSIST
Intervention characteristics
Training intervention
Not exposed 1.00 1.00 1.00 1.00
Exposed 3.1 (1.11, 8.68)* 4.60 (2.04, 1036 68.26 (28.61, 157.37)* 22.65 (5.35, 95.78]"*
Clinic-level variables
Geographic location

Rural - - 1.00 1.00

Suburban 0.30 (0.14, 0.67)* 0.18 (0.05, 0.67)*
Urban 0.23 (0.04, 1.49) 2.28 (0.63, 9.86)
Type of record system

Manual 1.00 1.00 - -

Electronic 5.03 (1.25, 20.18)* 4.59 (1.53, 13.76)*

Continued
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‘lable 2. continued

Adjusted Odds Ratio (95°C1)*

Reimbursement method
Fee for service (private)
Salaried (public)
Provider-level variables
Gender

Male

Female

Patient-level variables
Education

Grade school

Junior high school

High school
College/University
Smoking-related illness
No

Yes

Symptoms or a diagnosis
Anxiety, depression, or other
mental iliness®

No

Yes

Years of tobacco use

0-2 years

3-9 years

10-19 years

20+ years

Readiness to quit®

Not ready in the next 30 days
Ready in the next 30 days
Purpose of visit

Medical examination
Prescription
Other/Missing

Random Variance
General practitioner

1.00

0.45 (0.24, 0.86)"
0.68 (0.37, 1.27)

0.86 (0.43, 1.71)

1.00
5.55 (1.14, 27.09)*
5.04 (1.29, 19.79)"
6.39 (170, 24.01)*

1.00
1.85 (1.01, 3.39)*

1.00
0.78 (0.48, 1.25)

0.22 (0.12, 0.39/*

0.984 (0.449)

ADVISE

1.00

0.49 (0.26, 0.92)°
0.60 (0.33, 1.10)
0.84(0.43, 1.62)

1.00
3.19 (0.71, 14.24)
372 (1.00, 13.83)"
4.79 (1.34,17.08)°

1.00
2.08 (1.16, 3.74)

1.00
0.71(0.45, 1.12)

0.22 (0.13, 0.38)**

0.557 (0.282)

ASSIST

1.00
0.19 (0.04, 0.85)*

1.00
2.75 (1.55, 4.88)**

1.00
2.47 (1.28, 4.78)*

1.00

1.00
0.59 (0.36, 0.94)"
0.36 (0.19, 0.66)*

0.251 (0.180)

Final Model Ask: 8 clinics, 24 general practitioners; 1= Asked about smoking (n=529), 0= Not asked about smoking (n=173).
Final Model Advise (overall): 8 clinics, 24 general practitioners; 1= Advised to quit smoking (n=510), 0= Not advised to quit smoking (n=192).
Final Model Assist (overall): 8 clinics, 24 general practitioners; 1= Assisted with quitting (n=324), 0= Not assisted with quitting (n=449).
Final Model Arrange: 8 clinics, 24 general practitioners; 1= Arranged follow-up (n=73), 0= Did not arrange follow-up (n=702).

p-values calculated based on Wald Tests. *p<0.05; * p<0.01; **p<0.001.

1.00
3.38 (1.11, 10.35)*

1.00
2.88 (1.47, 5.65)~

1.00
2.18 (1.08, 4.41)*

1.00

0.638 (0.380)

a Models adjusted for general practitioner-level clustering effects; Cl = confidence interval. b Self-reported positive screen (=3) on PHQ-4 or diagnosis of anxiety, depression or
other mental health illness. ¢ Which of the following best describes your feelings about smoking right now? (responses: 1=ready to quit in next 30 days, 0= ready to quit in next

& months or not ready to quit).

DISCUSSION

a smoking related illness, mental health diagnoses

Several clinic- and patient-level factors were and a greater number of years smoking were more

associated with increased likelihood of receiving likely to receive cessation treatment. These trends

‘4As’ tobacco treatment. Specifically, patients with  were reduced but not eliminated by exposure to

Tob. Induc. Dis. 2018;16(May):21
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the training-based intervention. Similar trends
reflecting this selection bias in the delivery of
tobacco treatment have recently been reported
among GPs sampled in Canada®'?2. Our findings are
consistent with previous research which found that
‘advice’ to quit smoking is delivered more frequently
in primary care to individuals with a smoking-related
illness***, a smoking history of 20 or more years,
and higher levels of nicotine dependence®. While
this group of ‘high risk” patients are important
targets for intervention, and may be most open to
intervention, best practice guidelines call for ‘advise’
and ‘assistance’ with quitting to be delivered to all
patients, at all visits®**.

Patients were less likely to receive intervention
when seen in clinic for episodic visits or visits for
a prescription refill compared to appointments for
medical examinations. This may be a function of the
oppertunistic discussion or time typically afforded
to medical examination versus appointment for
medication refills. Given that brief advice can be
delivered in a short period of time this may indicate
the existence of other barriers (e.g. attitudinal, skill),
which may be the focus of future interventions.
Additionally, as has been reported by others, female
GPs were more likely to arrange follow-up support
with patients®’*. There was a positive association
with having an electronic medical record system and
the odds of ‘ask’ and ‘advise’, which attests to the
possible benefit of including reminders in electronic

record systems as has been reported by others®.

Implications for future practice and research

Our study has documented the missed opportunities
for early intervention and prevention in addressing
tobacco use with all patients who smoke in general
practices sampled in Crete, Greece. The patterns
observed may be associated with provider beliefs
about the importance of cessation once patients
are at increased ‘risk’ relative to ‘healthy’ patients.
Likewise, it is also possible that provider beliefs
about patient readiness to quit and/or openness
to listen to advice and intervention about smoking
cessation may play a role in the observed trends.
Perhaps critical to this discussion and future
interventions is an understanding that all patients
who smoke are at enormous risk of disease, disability,
and death'. Gold standard evidence has shown that

one in every two smokers will die of tobacco-related
illness”. Moreover, quitting as early as possible, in
particular before the age of 40 is the only method for
reducing the devastating effects of smoking?”. Our
study’s findings and those of previous researchers
suggest clinicians have a tendency to wait until a
patient is diagnosed with a smoking-related illness
or begin to see measurable consequences of tobacco
use before intervening with cessation assistance™??.
Interestingly, the predictors identified differed for
each of the 4As suggesting each is a distinct step
with its own set of determinants and as such may
require different intervention strategies in order to
increase treatment rates. A finding that has been
previously reported in the literature'**>*%,

Investigations, such as our own, which examine
the patterns associated with tobacco treatment
delivery in primary care can assist with designing
future training interventions for GPs with the goal
of ensuring all patients who smoke receive regular
advice, motivational interventions, and evidence-
based cessation treatments for smoking cessation.
Furthermore, the availability of educational and
motivational interventions to assist patients whomight
still be disease- or symptom-free to comprehend the
significant risk imposed by their tobacco addiction
may assist with increasing treatment rates.

At a time in which Greece and other European
countries are reforming their primary health care
systems, supporting the primary care practitioners’
role as ‘gate-keepers’ of patient and community
health and ensuring the early detection, prevention
and management of chronic diseases is critical.
Central to this role is the responsibility to address
tobacco use with all patients who smoke within a
primary care clinical practice.

Strengths and limitations

The multi-level analysis used in the present study
allowed us to examine multiple factors associated
with rates of tobacco treatment delivery in primary
care practice. Moreover, we have examined factors at
three levels: clinic, provider, and patient. The present
study had very high rates of participation from both
GPs and patients, and as such is highly representative
of patients and providers in the primary care practices
sampled. The study included representation from
GPs in rural, semi-urban, and remote areas, which

Tob. Induc. Dis. 2018;16(May):21
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permits an assessment of the generalizability of the
findings to different clinical practices. The inclusion
of rural and remote settings is infrequently seen in the
smoking cessation literature examining primary care.
Our findings are derived from primary care practices
on the island of Crete in Greece and as such may
not be generalizable to other settings or countries.
We examined specific characteristics hypothesized to
be of relevance to the delivery of tobacco treatment,
which were collected as part of the TiTAN Crete
study. Not all variance observed could be explained
by the factors examined, particularly at the provider
level. It is possible that a more in-depth examination
of predictors could further explain the variance in
rates of tobacco treatment and should be the focus
of future research. Finally, the present study did not
examine the ‘Assess” component of the ‘5As™ model,
in order to reduce participant burden, as this variable
was not of specific interest to study investigators.
It would be important to note measurement of 4
of the 5As does not affect the validity of the study
instrument or pose any significant limitations to the
study findings in our opinion.

CONCLUSIONS

Our data suggest providers may be significantly
more frequently delivering tobacco treatments to
a sub-group of high-risk patients in comparison to
other tobacco users in their practices. Given the
importance of intervening with all patients who
smoke, efforts should focus on strategies to reach
a larger proportion of the patient population that
smokes in order to optimize opportunities for early
intervention and prevention of disease.
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