COMMENTARY

Surgery as a Teachable Moment

Lost Opportunities to Improve Public Health

NDERGOING A SUR-

gical procedure, no

matter how mi-

nor, is regarded by

most as a signifi-
cant event. In my own life, a lami-
nectomy for acute radiculopathy 15
years ago motivated me to begin a
sustained (thus far) exercise regi-
men, something that I had always
known I should but never quite got
around to doing. This is an ex-
ample of a “teachable moment”—a
health event that spontaneously mo-
tivates behavioral change. Because
I had a family history of heart dis-
ease, my laminectomy had a double
benefit. Not only did the surgery re-
solve my acute radiculopathy, but it
was the impetus to maintain good
physical conditioning, which will
hopefully translate to improve-
ments in the quality and length of
my life. Because behavioral change
is difficult to initiate and maintain
(as I am reminded each morning
while sweating in the gym), the ex-
ploitation of surgery as a teachable
moment could have a profound
effect on public health, given that
more than 60 million surgical pro-
cedures are performed in the United
States annually.!

Perhaps the best example of how
surgery as a teachable moment could
benefit public health is smoking. De-
spite significant decreases in its
prevalence in the United States dur-
ing the last decades, smoking is still
the most important preventable
cause of excess mortality. Each year
tobacco use kills more than 440 000
Americans.? Although policy
changes, such as increases in to-
bacco taxes and establishing smoke-
free environments, are important
tools to reduce smoking preva-
lence, there are still approximately
45 million smokers in the United
States who need to quit, one at a

time.? There is now good evidence
that surgery can serve as a teach-
able moment for smoking cessa-
tion. Whereas only about 3% to 5%
of smokers will spontaneously quit
smoking per year, up to half or more
of smokers undergoing major sur-
gical procedures associated with
smoking-related diseases (such as
coronary artery bypass grafting) will
successfully quit after their proce-
dure.’ Even undergoing surgical pro-
cedures for diseases not directly re-
lated to smoking increases the
likelihood of abstinence. Because an
estimated 8 million smokers re-
quire surgery each year in the United
States, any interventions that could
take advantage of this teachable mo-
ment to further increase absti-
nence rates could reach a signifi-
cant proportion of smokers and have
a real impact on public health.
Unfortunately, physicians who
provide surgical care do not typi-
cally take advantage of this oppor-
tunity. Surveys show that most an-
esthesiologists and surgeons do not
consistently advise their patients to
quit smoking, much less provide as-
sistance for them to do so,* this de-
spite the fact that most smokers want
to quit.>° This lack of involvement
is all the more unfortunate because
even short-term abstinence from
cigarettes may directly improve out-
comes of surgery,’ especially by re-
ducing the risk of wound-related
complications, such as wound in-
fections, which should interest those
caring for surgical patients.
Several barriers, real or per-
ceived, can prevent surgeons and an-
esthesiologists from providing to-
bacco interventions.*® As clinical
production pressures grow, time is
an increasingly scarce commodity,
and some feel that they are simply
too busy. Few surgeons or anesthe-
siologists have any training or ex-

perience with tobacco interven-
tions and are not confident in their
ability to effectively intervene. Some
surgeons think that their patients are
too stressed to deal with their smok-
ing or that they will offend their pa-
tients if they discuss it. However, re-
cent data show that smokers who are
abstinent from cigarettes do not ex-
perience increases in stress in the
perioperative period® and they in fact
expect their physicians to discuss
their smoking, especially how it may
affect their surgery.® Some texts still
teach that quitting smoking imme-
diately before surgery is dangerous
and should be avoided, increasing
the risk of pulmonary complica-
tions, though this is now known not
to be true.®> Many surgeons fear that
nicotine replacement therapy, which
can double the rate of successful
quitting, will interfere with wound
and bone healing.® Although high
doses of nicotine can impair heal-
ing in animal models, the more mod-
est doses used as an aid to cessation
do not, and human studies show that
abstinence from smoking with con-
current nicotine replacement therapy
dramatically decreases the rate of
wound-related complications.” Fi-
nally, many consider preventive ser-
vices such as tobacco interventions
to not be a part of their responsibili-
ties as surgical specialists.
Surgeons and anesthesiologists
are not the only physicians who do
not consistently address their pa-
tients’ tobacco use. Despite the pro-
mulgation of an excellent clinical
practice guideline designed to pro-
mote tobacco interventions in clini-
cal practice using evidence-based
strategies,® implementation of these
guidelines in the real world re-
mains challenging. In particular,
many practices find it difficult to pro-
vide the extended counseling and
follow-up that increase the chances
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of success. Fortunately, such ser-
vices are now readily available
through telephone “quitlines,”
which are accessible to all Ameri-
cans (and in many other countries)
free of charge through a single na-
tional toll-free number: 1-800-
QUITNOW. The role of the clini-
cian can then be to ask patients about
their tobacco use, advise them to quit
smoking, and then refer them to to-
bacco quitlines, a task that requires
little training in tobacco control and
that can be quickly accomplished.’
This technique may be particularly
applicable in busy surgical prac-
tices. There is evidence to suggest
that even brief perioperative absti-
nence may be beneficial, which may
be an attractive option for smokers
who are not willing to make a sus-
tained quit attempt.” The American
Society of Anesthesiologists has de-
veloped a variety of tools to help sur-
gical providers help their patients
quit smoking (http://www.asahq.org
/stopsmoking/provider) and has
shown them to be feasible in actual
practice.'

As they say, we never want a se-
rious crisis to go to waste; the “cri-
sis” surgery poses to the individual
would seem an opportune time to
address not only smoking, but po-
tentially a variety of other behav-
iors that impact health; examples
could include obesity, physical ac-
tivity (important as a component of
rehabilitation from many surgical

procedures), and substance abuse.
Obviously there are very real limits
of time and other logistical chal-
lenges that make it more difficult to
address health behaviors and pro-
vide preventive services as a part of
surgical care. However, for behav-
iors such as smoking that have very
real potential adverse conse-
quences for both surgical out-
comes and long-term health, the op-
portunity is too good to ignore. The
challenge is to devise convenient, ef-
fective strategies that are tailored to
the particular needs of these prac-
tices and patients. If the health of our
nation is to improve, every physi-
cian must accept the responsibility
to take advantage of every chance to
improve the health of their pa-
tients, whether or not it falls within
the scope of their traditional spe-
cialty areas. Otherwise, we are
merely narrowly focused techni-
cians, operating with blinders.
Broadening our vision can lead to
great personal and professional sat-
isfaction; for example, if my efforts
help even a single smoker quit, that
patient gains an average of 6 to 8
years of life.’ If surgical specialists
can seize the teachable moments pre-
sented by surgery, they can give their
patients not only a more pleasing
nose or functional hip, but the long-
lasting benefits of behavioral change
that may otherwise be difficult to
achieve.
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