Client Forename:……………………..…… Surname:………..….…..…..……. DOB:….....…/….….…/….…… Pharmacy ID:……………...….……..


Assessment of Nicotine Dependence  
Name of Client …………….……………..……..                     Pharmacy ID Number……………..…...
NHS number……………………………….........                      DOB………….…………………………...

Age……… 40 – 74?  They could be eligible for an NHS Health Check and or further lifestyle support refer into HLS Coventry with client consent. 
Why do you want to stop smoking?.....................................................................................................................   ……………………………………………………………………………………………………………………  

Do you ever wake in the night and smoke?
                                                    Yes  No  Occasionally 
Have you attempted to stop smoking before?                                                          Yes  No      
If so, why did you start again last time? ………………………………………………………………………………          ……………………………………………………………………………………………………………………

What will you do instead of smoking?  Have you made any plans? ……………………………………………

……………………………………………………………………………………………………………………
What do you enjoy about smoking? …………………………………………………………………………….
What type of tobacco do you use?.........................................................................................................

Do you use e-cigarettes?  Yes  No      
Fagerström Test for Nicotine Dependence




Your score was:                                                     
Motivation Assessment
On a scale of 1 to 10, where 1 is not at all important and 10 is very important, how important is it for you to stop smoking?    

                                        1
2
3
4
5
6
7
8
9
10

On a scale of 1 to 10, where 1 is not at all confident and 10 is very confident, how confident are you about stopping smoking?

                                         1
2
3
4
5
6
7
8
9
10

On a scale of 1 to 10, where 1 is not at all ready and 10 is very ready, how ready do you feel you are to stop smoking? 

                                         1
2
3
4
5
6
7
8
9
10
        
	CONTRAINDICATIONS:  The following clients CANNOT have NRT under the protocol

	Is the client
	
	
	

	Under 12 years of age?     
	Yes
	No
	If YES to any of these questions, NRT should not be given on a voucher and must be prescribed by a doctor

Please send contraindications letter to GP

Please send medications letter to GP

For Behavioural support only

	Taking Buproprion (Zyban) or Varenicline (Champix)  
	Yes
	No
	

	Any known serious reaction to nicotine?  
	Yes
	No
	

	Suffered a heart attack in last 4 weeks                           
	Yes
	No
	

	Unstable angina
	Yes
	No
	

	Undergone heart surgery in last 4 weeks                       
	Yes
	No
	

	Been treated for an irregular heart beat                          
	Yes
	No
	

	Had a stroke or mini stroke in the last 4 weeks               
	Yes
	No
	

	Taking Clozapine (Clozaril, Denzapine or Zaponex)       
	Yes
	No
	

	Taking Theophyline 

(Also known as: Dimethylxanthine Nuelin SA, Slo-phylin, Uniphylin Continus, 
Aminophylin, or Phyllocontin Continus)


	Yes
	No
	

	Assessment for suitability for NRT under the protocol
· Is the client under 16 years of age? 
· If yes have you assessed competency and Consent according to department guidelines?
	Yes
Yes
	No
No

	Contraindications for Patches only
· Serious reaction to NRT patches previously? 
(If client has had a reaction or skin condition such as Eczema, Chronic Dermatitis, Psoriasis & Urticeria other products may be more suitable)
	Yes
	No
	Not applicable

	Contraindications for Nasal Spray only

· Chronic nasal disorder * If yes advise on other NRT products
	Yes
	No
	Not applicable


	CAUTIONS UNDER PROTOCOL

	Pregnant/breast feeding
· NRT can be used if client has tried unsuccessfully without    

· Preferably use behavioural support first followed by oral products (not liquorice flavour)

· If experiencing nausea -16 hour Patch can be used if unable to tolerate oral products.

· Combination therapy can be given as per protocol
	Yes
	No
	Not applicable

	Does the client have a history of liver problems?
	Yes
	No
	

	Does the client have a history of kidney problems?
	Yes
	No
	

	Does the client have a history of thyroid problems?
	Yes
	No
	

	Does the client have a history of epilepsy?
	Yes
	No
	

	Does the client have a history of seizures?
	Yes
	No
	

	Does the client have a history of phaeochromocytoma? (Tumor affecting the adrenal medulla)
	Yes
	No
	

	Does the client have a history of active peptic ulcer disease (stomach ulcers)?  (Oral products may worsen this condition; ensure the client is aware, patch may be more appropriate)
	
	
	

	Is the client taking any of  the following medications?

· *Insulin?

· *Warfarin?

· *Propranolol?

Insulin dependent Diabetic? – Client needs to be advised to monitor blood sugar levels more closely when stopping smoking.

*Mental Health drug medications including antidepressants, antipsychotics or anxiety medications? 

If YES to any of the above, please send cautions letter to GP
*If clients DNA, please send letter informing GP as medications may have been changed.
	Yes

Yes

Yes

Yes


	No

No

No

No
	

	Does the client have Phenylketonuria (PKU, an inability to metabolise an essential amino acid). If yes, do not give lozenges and microtabs.
	Yes


	No
	

	Does the client need to follow a low sodium diet?  If yes, please avoid lozenges.
	Yes


	No
	

	Does the client have bronchial disease?  If yes, please avoid nasal spray and inhalator
	Yes


	No
	

	Has the client received support from any of the following mental health services in the last few months – Community health team, assertive outreach team, early intervention, crisis intervention, home treatment team?)
	Yes


	No
	


Coventry Stop Smoking Service Client Consent
	Section A:  To be completed by the Advisor


· I have discussed the stop smoking programme in respect to appointments and duration of support

· I have explained the programme in respect to contra indications

· I have discussed stop smoking medications with the client in order to establish the appropriate product

· I have explained how to use the medication

· I have discussed possible side effects
· I have given appropriate written materials

	Advisor (print name):
	

	Advisor Signature:
	

	Date:
	


	Section B:  To be completed by the client


· I understand that this is a stop smoking programme and that I will set a Quit Date and undertake Carbon Monoxide testing

· I understand that I will take medications according to the manufacturer’s instructions and stop smoking once taking medications

· I have received clear instruction and written materials

· I agree that I will not give the medication to anyone else

· I agree to attend appointments with an advisor for the duration of the programme and will call if unable to attend to rebook

· I consent to the advisor passing information to my GP/Midwife/Health professional/NHS and for [Provider Name] to record my details on Stop Smoking Databases for monitoring, recording and audit purposes in line with the Data Protection requirements

	Client (print name):
	

	Client Signature:
	

	Date:
	


Ensure Fraser Competency for under 16 year olds, or parental consent

	Client Record

	Session
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Date
	
	
	
	
	
	
	
	
	
	

	Stop Smoking Advisor 
Signature
	
	
	
	
	
	
	
	
	
	

	CO Reading ppm

	
	
	
	
	
	
	
	
	
	

	Abstinent
	
	
	
	
	
	
	
	
	
	

	NRT and voucher serial number
	
	
	
	
	
	
	
	
	
	


Information Session / Assessment

At every contact, document:  care planned and discussed with client; recognition of previous quit attempts; use of and experience with pharmacotherapy provision; progress to date; any problems / changes in care; document next planned contact.
Date …………………………....Time ……………………..Location……………………………………………
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Advisor Name…………………….…Signature…………………Job Title…………………………………….


Date …………………………...Time …………………Location………………………………………………….
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advisor Name…………………….…Signature…………………Job Title……………………………………..
Information Session / Assessment

At every contact, document:  care planned and discussed with client; recognition of previous quit attempts; use of and experience with pharmacotherapy provision; progress to date; any problems / changes in care; document next planned contact.
Date …………………………...Time …………………Location………………………………………………….
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Advisor Name…………………….…Signature…………………Job Title………………………………


Date …………………………....Time ……………………..Location……………………………………………
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advisor Name…………………….…Signature…………………Job Title…………………………………….



Date …………………………...Time …………………Location………………………………………………….
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advisor Name…………………….…Signature…………………Job Title……………………………………..


Information Session / Assessment

At every contact, document:  care planned and discussed with client; recognition of previous quit attempts; use of and experience with pharmacotherapy provision; progress to date; any problems / changes in care; document next planned contact.
Date …………………………...Time …………………Location………………………………………………….
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Advisor Name…………………….…Signature…………………Job Title………………………………


Date …………………………....Time ……………………..Location……………………………………………
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advisor Name…………………….…Signature…………………Job Title…………………………………….


Date …………………………....Time ……………………..Location……………………………………………
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Advisor Name…………………….…Signature…………………Job Title…………………………………….



Quit Manger ref:  





 


                 4. How many cigarettes per day


                      do you smoke?                                10 or less (0)                            1                                                                                   11–20 (1)   


21–                                                                                21-30 (2)                                


                                                            31 or more (3)





5.               5. Do you smoke more frequently during the first     


                      hours after awakening than during the rest of the


                      day?                                                            No (0)                                   


                                                                                        Yes (1)





                  6. Do you smoke even if you are so ill that you                                                                                    are                 are in bed most of the day?                        No (0) 


                                                                                        Yes (1) 











1. How soon after you wake up do you smoke your first cigarette?


After 60 minutes (0)            


 31–60 minutes (1)        


 6–30 minutes (2)            


 Within 5 minutes (3)





                  2. Do you find it difficult to refrain from smoking                                


                      in places where it is forbidden e.g. cinema,


                      library.                                                    No (0)              


                                                                                   Yes (1) 


                  3. Which cigarette would you hate                              ha                  the most to give up?  


                                                    The first in the morning (1)                              


                                                                         Any other (0) c                     (With food, alcohol, in the car, with friends) etc


(C





                  





                       


                         














 Your level of dependence on nicotine is: 0–2 = very low dependence 


                                                                                    3- 4 = low dependence 


                                                                   5 = medium dependence 


                                                                   6–7 = high dependence 


                                                             8–10 = very high dependence 

















Medical Questionnaire


 


For the supply of NRT Voucher under protocol
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