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Accessibility issues may play a significant role in preventing participation

obacco use continues to be

the single most preventable

cause of death and disease

in the U.S., contributing to
480,000 deaths per year, 42,000 of
these associated with second-hand
tobacco exposure.! Tobacco use costs
Americans over $289 billion in lost
productivity and health care costs
every year.'

Within the VA, where prevalence
exceeds that in the general popula-
tion, tobacco use among patients is
as follows: 19.7% of new enrollees
(compared with 19.4% of the gen-
eral population), 72% of those with
a psychiatric disorder, 23% of Opera-
tion Enduring Freedom/Operation
Iraqi Freedom veterans, and up to
98% of substance use disorder patients
in treatment.** In one report, veter-
ans with posttraumatic stress disorder
(PTSD) smoked at rates 2 to 3 times
that of the general veteran population.®
In 2008, the VA spent over $5.2 bil-
lion on treatment of chronic obstruc-
tive pulmonary disease alone, a disease
highly correlated with smoking to-
bacco.® Within the VA, it is clear that
tobacco abuse is a costly issue in both
health matters as well as dollars spent.

in tobacco cessation programs.

To combat this preventable loss
of human life, health, and financial
capital, the VA offers high-quality,
evidence-based tobacco cessation
counseling programs with medical
adjunct therapy. In 2010, the Center
for Integrated Healthcare developed
a training manual to assist tobacco
cessation providers in conducting in-
tegrated smoking cessation treatment
across the VA.” The Atlanta VA Medi-
cal Center (VAMC) in Georgia has
had an active and highly successful
tobacco cessation treatment program
for many years, and in 2004, partici-
pants who completed the 5-session
treatment program self-reported an
abstinence rate of 69.5%, reflecting
both quit (28.9%) and smoking less
(40.6%) rates for the sample.®

Since that time, tobacco cessation
policy within VA has transitioned to
offer pharmacotherapy upon veteran
request and has eliminated copays for
outpatient tobacco cessation visits. In
addition, the electronic medical re-
cord used within the VA Health Care
System includes clinical reminders
for providers to assess tobacco use
and offer treatment options at several
visits per year. Despite these many
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improvements and enhancements
for tobacco cessation care, reduced
attendance, including last minute
cancellations and “no-shows” for
tobacco cessation appointments, re-
main an ongoing challenge at the At-
lanta VAMC.

The purpose of this investigation
was to examine through a telephone
survey the reasons why identified
veterans had not taken advantage of
smoking cessation opportunities at
the Atlanta VAMC. Specifically, the
study evaluated the referral comple-
tion rate for veterans referred to the
program, analyzed the potential bar-
riers behind these utilization rates,
and explored possible opportunities
for overcoming them.

STUDY DESIGN

The VA computerized patient record
system (CPRS) provides a reliable
means of identifying patients who
use tobacco and is replete with clini-
cal reminders for a variety of preven-
tive health issues, including tobacco
use cessation counseling. Tobacco
use screening is considered a vital
sign, and this information is solicited
through automatic prompts for every
visit. Patients who express an interest
in receiving help for tobacco cessa-
tion are referred to in-house tobacco
cessation counseling services, which
consist of weekly, 1-hour sessions of
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psycho-educational counseling and
medical adjunct therapy.

Methods

This project was conducted at the At-
lanta VAMC, which was recognized
in 2010 by The Joint Commission
as a Top Performer on Key Quality
Measures. The proposed plan was
presented to the Research & De-
velopment (R&D) office (an Inter-
national Review Board equivalent).
After careful review and consider-
ation, it was determined to be a qual-
ity improvement initiative and did
not require full R&D approval.

The CPRS was used to generate
a tally of all veterans referred to the
tobacco cessation treatment program
from January 2008 through Novem-
ber 2011. A total of 3,489 consults
were referred by primary care and
mental health providers, of which
2,358 patients (67.6%) cancelled or
did not attend the program. Names
and contact information for patients
who did not attend the program for
the more recent period of April 1,
2011, to September 8th, 2011
(n = 229) were then selected to par-
ticipate in this survey study. For the
purposes of this analysis, patients
were considered a “non-attend” re-
gardless of whether they called to
cancel the appointment or simply did
not show up for it.

For the survey portion of this
study, each of these 229 individuals
were contacted by telephone to in-
quire about potential barriers to par-
ticipation, using a close-ended survey
tool. The following 4 questions were
asked: (1) Are you currently using
tobacco in any form?; (2) Did you
recently (in the past year) receive a
referral for tobacco cessation coun-
seling or classes?; (3) Did you attend
the tobacco cessation program?; and
(4) If you did not attend, what was/
were the reason(s)?

Table 1. Yearly Tobacco Cessation Counseling Referrals and

Cancellation Rate

Year Total Consults, No. Cancellations, No. (%)
2008 1,000 669 (66.9)
2009 1,013 685 (67.6)
2010 977 657 (67.2)
2011 753 520 (69.1)
Total 3,743 2,531 (67.6)

These participants were called
over several days between October
24,2011, and November 28, 2011.
The limits of confidentiality were ex-
plained to each veteran before they
were asked to participate in this ini-
tiative as an effort to improve the
Atlanta VAMC’s tobacco cessation
program.

Of the 229 possible participants,
only 115 were accessible by phone
over the survey period. One declined
to participate, leaving 114 potential
respondents. Of the 114, 13 reported
that they either did not receive a re-
ferral for tobacco cessation over the
past year or did not recall receiving
such a referral. These 13 were re-
moved from the respondent pool,
leaving 101. Of these individuals,
5 reported that they did attend
the tobacco cessation counseling ses-
sions. These individuals were also
removed from the respondent pool,
leaving a total of 96 respondents
to answer the remaining multipart
question regarding barriers to atten-
dance.

Measures and Analysis

Simple descriptive statistics were
used to characterize the data from the
survey portion of this study, deter-
mining frequencies of responses to
different barriers. Since respondents
were allowed to select as many bar-
riers as applied to their situation,

totals did not add to 100%. In addi-
tion, a separate variable, consisting
of positive responses to barriers that
represent accessibility (eg, distance,
time, transportation, parking, gas),
was used to develop a composite ac-
cessibility score to further analyze the
comprehensive impact of access.

RESULTS

The rate of cancellations remained
fairly stable between January 2008
and November 2011 (67%) (Table
1). The sample was representative of
the male-dominated population at
the VA with 84% of the respondents
being male, aged 22 to 75 years. Of
the 96 respondents who did not at-
tend the cessation counseling, 85 re-
ported they were still using tobacco
products; 11 reported having quit.
Of the 85 respondents who were still
using tobacco products, the majority
(97%) were smoking cigarettes, while
1% each reported using smokeless
tobacco products such as chew, snuff,
or a combination of these (Table 2).
Of the 96 respondents who did
not complete their tobacco cessation
counseling referral, 45% reported
that time or scheduling was a barrier
to participation (Table 3). Thirty-two
percent reported that distance to the
counseling sessions was a barrier,
and 28% reported transportation is-
sues as a barrier. Also contributing
to transportation issues, the cost of
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Table 2. Characteristics of
Respondents

Respondents,

Characteristics No. (%)
Sex

Male 81 (84)

Female 15 (16)
Age, y

20-29 11 (12)

30-39 5 (5)

40-49 18 (19)

50-59 36 (38)

60-69 23 (24)

70-79 3 Q)
Race

African American 51 (53)

Caucasian 39 (41)

Hispanic

(non-white) 0 (0)

Asian 1(1)

Other/mixed 5 (5)
Tobacco user

Yes 85 (89)

No 11 (12)
Type of tobacco

Cigarettes 82 (97)

Chew 1(1)

Snuff 1(1)

Combination 1(1)

gasoline was given as a reason for
not attending by 15% of the respon-
dents. Sixteen percent reported that
they were not yet ready to quit in
spite of accepting a referral for cessa-
tion counseling. Smaller percentages
reported that they had already quit
(6%), believed that counseling did
not work for them (3%), expressed
that parking was a concern (1%), for-
got (6%), or did not think that coun-
seling was important to their quitting
efforts (9%). Other reasons provided
for nonattendance included concern
that quitting is difficult, other medi-
cal and mental health priorities, dis-
comfort in groups, and family illness.

Table 3. Barriers to Participation

Barrier Respondents, No. (%)
Not ready to quit 15 (16)
Sessions too far away 31 (32)
Sessions did not fit in my schedule 43 (45)
(time)
Already quit 6 (6)
Counseling doesn’t work for me 3 (3)
Transportation problems 27 (28)
Parking concern 1(1)
Gas is too expensive 14 (15)
Forgot 6 (6)
Do not think counseling is important to 9(9
my quitting
Other 12 (13)

A final analysis was conducted,
where an inaccessibility score was
determined for each respondent
based on barriers related to inacces-
sibility. A single point was given for
each of the following answers re-
ported as a barrier by the respondent:
(1) too far away; (2) schedule/time;
(3) transportation; (4) parking;
or (5) gas. Twenty-three percent of
the 96 respondents had no accessibil-
ity issues, reported as an inaccessibil-
ity score of 0. Most respondents had
1 inaccessibility issue (40%); while
28% reported 2, 6% reported 3, and
only 1 individual reported having
> 4. Of note, a majority (77%) of the
respondents reported 1 or more inac-
cessibility issues as a barrier to their
attendance (Table 4).

DISCUSSION

Studies abound regarding barriers to
provider-offered smoking cessation
counseling.®!® Even oncologists re-
port low levels of confidence in their

ability to counsel patients to quit
using tobacco.!! Physicians report
lack of time, training, and patient
willingness as barriers that prevent
them from providing counseling on
critical lifestyle issues. Few studies,
however, have examined patient-
reported barriers to tobacco counsel-
ing services. It bears examination,
though, when 67% of the patients
who accept a referral for tobacco ces-
sation counseling, with no copay; fail
to utilize the opportunity.

The results of this study sug-
gest that accessibility issues played
a major role in preventing partici-
pation, indicating that 77% of the
respondents reported at least 1 ac-
cessibility issue (transportation,
time, or cost) as a contributing factor
that kept them from their appoint-
ment. The most common accessi-
bility issues reported by this sample
were timing and scheduling (45%),
distance to the counseling sessions
(32%), and transportation issues
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(28%). The VA is actively address-
ing these barriers through telehealth
and computer-assisted options. In
addition, a new telephone mobile
application based on the integrated
care model for smoking cessation is
now available and provides tobacco
quit tips for veterans with PTSD who
smoke."

Another noteworthy finding was
that 16% reported they were not
ready to quit in spite of accepting a
referral for counseling. In addition,
13% offered “other” reasons as bar-
riers to tobacco cessation, suggest-
ing that these 2 groups may not
have been properly assessed as to
their “readiness-to-change” status at
the time the referral was generated.
Another possibility is the “demand
characteristics” of the referral: For
example, patients did not want to
disappoint their provider, although
they were not fully committed to
treatment at the time of their visit.

Six percent of the respondents re-
ported they did not attend the treat-
ment program because they had
already quit tobacco between the
time of the original referral and the
time of the survey. This time frame
could have been from 6 weeks to
7 months for the respondents. How-
ever, these responses were not veri-
fied with biomarker testing but,
rather, relied on self-reported status.
For this reason, these responses could
be suspect and may be the result of
“demand characteristics” as well.

Another category of respondents
of particular interest is the 9% who
reported “counseling is not impor-
tant to my quitting.” This group
represents a segment of respondents
who failed to appreciate the evi-
dence that demonstrates the benefits
of counseling and medical adjunct
therapy. Further patient education
is clearly needed to ensure patients
understand how important smoking

BARRIERS TO TOBACCO CESSATION TREATMENT

cessation is to their health and how
important counseling is to their quit-
ting efforts. To accomplish this goal,
patient education concerning tobacco
cessation in the form of televideo
programming placed in the clinic
wait areas is underway at the Atlanta
VAMC.

Less frequently reported as bar-
riers were “forgot” (6%), “counsel-
ing doesn’t work for me” (3%), and
“parking concerns” (1%), suggest-
ing that in this limited sample, these
were not central reasons for not uti-
lizing these services.

LIMITATIONS

The small sample size and that it was
a convenience sample pose some
concerns as to whether the results
are truly representative of the popu-
lation under study and whether the
results can be extrapolated to similar
populations. In addition, the results
are from self-reported replies, relying
on the integrity of the respondents
to provide honest answers. Prefacing
the study questions with an explana-
tion that this was an opportunity to
help the VA improve the quality of
its programs was intended to ward
off the desire to provide “acceptable”
answers.

It is important to understand that
patients within the VA system in cer-
tain categories of disability and fi-
nancial means are reimbursed travel
expenses for attending tobacco ces-
sation treatment. It is possible that
reimbursement factors might moti-
vate patients to accept referrals for
counseling that they may not be par-
ticularly committed to attend, con-
tributing to a higher-than-expected
number of referrals for patients who
were not ready to quit.

CONCLUSION
The results of this study highlight
several patient-reported barriers to

Table 4. Inaccessibility Score

No. of
Respondents
(%)

0 22 (23)

Inaccessibility
Score
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tobacco cessation treatment, includ-
ing scheduling conflicts, distance,
and cost of travel. Only a small per-
centage (16%) actually reported they
were not yet ready to quit or they did
not feel counseling would work for
them (3%). A slightly larger percent-
age reported they did not feel coun-
seling is important (9%), and since
it is well established that combining
medication with behavioral coun-
seling yields the greatest results for
smoking cessation, it is clear that this
segment of the patient population
will require more education and at-
tention."

Accessibility issues were the big-
gest reason for nonattendance to the
program (77%), and these issues
highlight the need for continued
work, at least at the Atlanta VAMC,
on providing easier patient access to
tobacco cessation treatment. Since
the completion of this study, many
updates have been implemented at
the Atlanta VAMC to improve access,
including the provision of telehealth
education and the use of telephone
quit lines.

Telehealth education, a technique
that is highly compatible with life-
style change counseling, has been
shown to be cost-effective while pro-
viding intervention and education for
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patients who are too distant or un-
able to travel for other reasons.'*
Tobacco quit lines are another
option for patients with accessibility
conflicts and are now operational
in all 50 states. Most operate 24/7,
manned by counselors trained in
motivational interviewing and spe-
cifically tobacco cessation counsel-
ing. A meta-analysis of quit-line
efficacy performed by Stead and
colleagues demonstrated that quit
lines improve long-term cessation
for smokers who use them and even
suggested a possible dose-response
effect.”” Quit-line counseling, there-
fore, seems to offer a useful option
for veterans who cannot easily ac-
cess that counseling within the VA.
Motivational interviewing prin-
ciples have also been proposed by
VA as a new approach with great
promise for application with vet-
erans who are unmotivated, resis-
tant, or ambivalent about changing
unhealthy habits.'® At the Atlanta
VAMC, training in motivational in-
terviewing for primary care clini-
cians is ongoing. It is the provider’s
responsibility to strongly encourage
patients who use tobacco to utilize
alternative tobacco cessation re-
sources when attending a VA treat-
ment program is not a viable option.
This study was a first step in ex-
amining barriers to treatment. Al-
though the sample size was small, it
is representative and useful in pro-
viding a framework from which to

improve access to tobacco cessation
programs as well as encourage utili-
zation of alternative resources. @
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