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Background. Professional groups urge physicians to ag
gressively counsel their patients who smoke, but re
search evaluating the effectiveness o f physician counsel
ing has produced mixed results.

Methods. Four hundred ten smokers identified in a pre
vious study were contacted 1 year later to determine 
whether they had quit smoking. In both studies, smok
ers were asked whether their physicians had counseled 
them in any o f six specific ways (eg, advising the patient 
o f personal health risks and the need to stop smoking, 
or discussing cessation methods).

Results. Seventy-nine percent o f patients reported that 
their physician counseled them either at the initial visit 
or at some time during the following year; 42% reported

having tried to quit at least once during the year, but 
only 5.9% were nonsmokers at I-year follow-up. Phvsi 
cian counseling had no effect on the rate o f successful 
attempts to quit. Patients with serious health problem' 
were more likely to be counseled and to attempt to quit 
(P < .02). Non-Hispanic white patients were more likes 
to be counseled but less likely to attempt to quit 
(P < .01).

Conclusions. Counseling by physicians appears to moti
vate some patients to attempt to quit, but this study did 
not show significant improvement in actual quit rates it 
patients who were counseled by a physician.

Key words. Smoking cessation; physician-patient rela
tions; counseling. ( J F a m  Pract 1995; 40:148-152)

The costs to society o f smoking-related disease and death 
are staggering. The American Academy o f Family Physi
cians and other professional health care groups urge phy
sicians to aggressively counsel their patients who 
smoke.1*5

Initial research has shown that physician advice can 
have a positive effect on patients’ smoking status,6* 8 and 
more recent investigations have focused on developing 
effective training programs for physicians.9* 12 It was once 
believed that physicians were not counseling for smoking 
cessation because o f a lack o f training.13* 15 Therefore, 
educating physicians in effective smoking-cessation coun
seling techniques was expected to result in more frequent 
counseling, use o f more effective techniques, and higher 
patient quit rates.16 These assumptions have been the
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basis for much o f the research that has been conducted i; 
the past decade, the results o f which have beer 
mixed.17*25 In the majority o f these studies, the physicians 
were not blinded to their participation in a research study 
and the outcome measures varied widely.

To address these methodologic deficiencies, we con
ducted two studies. The first, reported elsewhere,12 me 
sured the effects o f a brief training program in smokiny 
cessation counseling on family practice resident 
behaviors. The resident physicians were not aware the 
their individual counseling behavior was being assessor 
The results o f that study indicated that a 3-hour train® 
program in brief smoking-cessation counseling ted 
niques produced an initial improvement in resident com 
seling behavior but no significant and long-standit, 
change. A chart prompting system was also ineffective: 
maintaining any long-standing behavioral change.

The current study was undertaken to assess tl 
smoking behavior o f the population o f smokers identifie 
in the first study during the year following our inil 
contact with them. The purpose o f this study was f
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determine whether they had been counseled to stop 
smoking by their physician, whether they had attempted 
to quit, and how many who tried to stop smoking had
succeeded.

Methods

In the original study, all adult patients o f residents who 
had been trained in brief smoking-cessation counseling 
techniques were contacted by telephone or mail within 3 
days of their clinic visits; 512 smokers were identified in 
this population. These patients were asked to complete a 
questionnaire that included information regarding their 
smoking habits and the performance o f six physician 
counseling behaviors during their most recent clinic visit. 
These behaviors were (1) advising the patient o f personal 
health risks and the need to stop smoking, (2) asking 
about patient feelings about stopping or cutting down, 
(3) asking about problems and benefits o f quitting or 
cutting down, (4) discussing methods for stopping or 
reducing smoking, (5) giving self-help materials, and (6) 
scheduling a follow-up visit or telephone call to check 
progress in quitting. A patient was said to have been 
counseled if at least one o f the six behaviors was reported.

In the current study, attempts were made to contact 
the 512 patients from the previous study at 1 year by 
either telephone or mail. On follow-up, current smokers 
were offered $5 to complete a questionnaire. Individuals 
who indicated that they were now nonsmokers were paid 
$25 to complete a face-to-face interview and have their 
nonsmoking status biochemically verified by carbon mon
oxide and saliva cotinine measurement.26

The questionnaire used in the mail, telephone, and 
face-to-face contacts requested information regarding 
age, race, past and current smoking history, number o f 
quit attempts in the previous year and prior to the previ
ous year, length o f abstinence during each attempt, meth
ods used, ease o f attempts, presence o f serious health 
problems, presence o f household members who smoke, 
type of employment, presence o f a workplace smoking 
policy, and the occurrence o f any o f the six physician 
counseling behaviors by their physician during the previ
ous year. In addition, quitters were asked what factors 
influenced their decision to quit and what factors contrib
uted to their success.

Results

Four hundred ten subjects (80%) o f the original 512 
smokers included in the first study were successfully con
tacted. Seventy-six percent o f the subjects were women,

81% were non-Hispanic whites, and 77% were between 
the ages o f 18 and 45. The mean number o f cigarettes 
smoked per day was 19, with 74% o f subjects smoking a 
pack or less a day.

At follow-up, 32 (7.8%) o f the 410 subjects had quit 
by self-report. Twenty-four subjects were willing to un
dergo biochemical verification and were confirmed as ab
stinent from smoking, for a quit rate o f 5.9%. Forty-two 
percent o f the subjects had tried to quit smoking at least 
once during the previous year. O f the 228 quit attempts 
reported, 60.5% stopped smoking “ cold-turkey,”  18.4% 
used a gradual reduction method, 9.2% used nicotine 
gum, and 4.4% switched brands to a brand lower in tar, 
nicotine, or both. Many reported using a combination of 
methods. Less than 5% o f the smokers who attempted to 
quit used any formal program to aid cessation.

Slightly more than 52% o f the current study sample 
(N =410) indicated that they had been counseled in 
smoking cessation by their physician during the first 
study. In this same sample population, 65.9% recalled 
having been counseled by their physicians during the en
suing year. Both data sets were then used to determine 
that 79% o f the 410-patient sample reported having been 
counseled by their physician to quit smoking during the 
study periods, ie, at the initial visit, or during the ensuing 
year, or both. Only 390 o f the 410 patients in the sample 
indicated whether they had tried to stop smoking. O f 
those who had been counseled, 49.2% reported having 
made quit attempts; 5.5% o f the counseled group were 
biochemically verified as having quit. Among patients 
who had not been counseled, 41.6% reported having 
made quit attempts; 7.1% o f the uncounseled group were 
biochemically verified as having quit. Thus, counseling by 
physicians did not significantly affect either the quit at
tempt rate (P =N S) or the probability o f successfully quit
ting (P =N S).

Subjects with serious health problems were more 
likely than healthy subjects to have been counseled 
(P = .01) and to have made an attempt to quit (P = .02), 
but no more likely to have succeeded (Table 1). Non- 
Hispanic white subjects were more likely than others to 
have been counseled (P = .008), but less likely to have 
made an attempt to quit (P = .008) and no more likely to 
have succeeded (Table 2). No significant effects were 
found for sex, age, number o f cigarettes smoked per day, 
age o f smoking initiation, presence o f household smokers, 
or workplace smoking policy. It should be noted that the 
power o f some o f these tests was low, especially regarding 
quit rates. For example, to detect the effect o f counseling 
on the quit rate, the power was .06, and to detect the 
effect o f counseling on attempting to quit was .19. To 
detect a 5% difference in quit rate between male and fe
male subjects, the power would have been only 37%.27
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Table 1. Effect of Presence of a Serious Health Problem on the Probability of Being 
Counseled About Smoking Cessation, the Quit Attempt Rate, and the Likelihood of 
Successfully Quitting at 1-Year Follow-up

No. (%) o f  Patients

Who Were Counseled Who Tried to Who Successfully
by a Physician During Quit During the Quit by 1 -year

Study 1 or 2 * Following Year| Follow-up:}:

Patient Variable Yes No Yes N o Yes No

Has serious health problem 78 (90) 9 (1 0 ) 5 1 (5 9 ) 36 (41) 7 (8 ) 8 0 (9 2 )

Does not have serious health problem 2 3 3 (7 7 ) 68 (23) 1 3 4 (4 5 ) 1 6 7 (5 5 ) 1 7 (6 ) 284 (94)

N ote: Some o f the 410 patients in the sample did not provide a  response to some o f  the survey items. 
*X2=6.363; P = .01; tx 2 =  5.381; P = .02; t ) f  =  .669; P=NS.

The physician counseling behavior most commonly 
reported by patients was the first o f the six steps, with 
75.4% o f subjects reporting that their physician informed 
them o f the effects o f smoking on their health and advised 
them to stop. Other counseling behaviors occurred with 
the following frequency: 58% o f subjects reported that 
their physicians asked them how they felt about stopping 
or cutting down; almost 54% said their physicians asked 
about problems or benefits associated with stopping or 
cutting down now; 37% said their physicians discussed 
methods o f cessation; and 28% said their physicians gave 
them self-help materials; but only 18% said their physi
cians scheduled a follow-up visit or telephoned to check 
their progress.

D iscussion

One o f the more surprising and positive aspects o f our 
study is the finding that over three fourths o f this outpa
tient clinic population had been counseled in smoking 
cessation by their physicians during the previous year. 
This figure is considerably higher than the 37.2% reported 
by the data from the Centers for Disease Control 1991 
National Health Interview Survey-Health Promotion 
and Disease Prevention supplement28 and higher than 
most other patient-reported rates published in the litera

ture.29’30 It is also surprising that most physicians went 
beyond mere advice-giving in their counseling.

Other results o f our study support previously identi 
fied facts about smoking cessation in the general popula
tion. Almost one half o f our population o f subjects indi
cated their desire not to smoke, as evidenced by their: 
attempts to quit during the year. Most o f  these individual' 
chose to stop smoking on their own without the aid of: 
formal cessation program, but only 12.9% o f those mi 
ing attempts were successful. These data are in accorc 
with those in the review by Cohen et al31 o f studies of 
self-quitters.

Similar to the findings o f Frank and associates29 ii 
the Stanford Five Cities Project, we found that the sub
jects’ health and race were significantly associated with th 
occurrence o f physician counseling. In our study, not 
Hispanic white subjects and subjects with serious healtf 
problems were more likely to be counseled to quit smot 
ing. Other predictors found by Frank et al (ie, sex, age 
number o f years smoking, and number o f cigarette 
smoked per day) were not significant in our populatior 
possibly because o f a lack o f statistical power.

Given the assumptions on which this study we 
based, we would have expected an increase in patio: 
attempts to quit smoking and cessation rates in our stud 
population because o f the unusually high physician corn-

Table 2. Effect of Race on the Probability of Being Counseled About Smoking Cessation, the 
Quit Attempt Rate, and the Likelihood of Successfully Quitting at 1-Year Follow-up

No. (%) o f  Patients

Who Were Counseled Who Tried to Who Successfully
by Physician During Quit During the Quit by 1 -year

Study l o r  2 *  Following Yearf Follow-up:]:

Patient Race Yes No Yes No Yes No

Non-Hispanic white 
Other

2 6 9 (8 2 )  
5 2 (6 8 )

59 (18) 
24 (32)

142 (45) 
44 (62)

1 7 7 (5 5 )  
27 (38)

20 (6) 
4 (5 )

3 0 8 (9 4 )  
72 (95)

N ote: Some o f the 410 patients in the sample did not provide a  response to some o f  the survey items. 
*X2=  6.982; P = .008; 1 ^ = 7 .0 9 5 ; P=.008; t x 2=-077 ; P=NS.
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seling rates. Unfortunately, we saw neither an overall in
crease in the likelihood o f quit attempts, nor an increase in 
the number o f successful quitters. In some respects, these 
results are similar to those o f other studies. Thompson 
and coworkers17 found that the combination o f physician 
counseling and self-help materials doubled the likelihood 
of a patient’s attempt to quit but had no effect on smok
ing-cessation point prevalence at 8- to 9-month follow
up. In a study involving 66 physicians and 6053 patients, 
Kottke and colleagues18 found no significant differences 
in quit rates among patients o f  physicians in three differ
ent intervention groups (smoking-cessation training and 
patient education materials, patient education materials 
only, and no assistance). They found that patients who 
were asked by their physicians to quit smoking reported 
more cessation attempts but no greater success. In two 
studies in which physicians were trained in smoking ces
sation counseling techniques, Cummings et al21>22 found 
that while the training program substantially changed 
physician counseling behavior, it did not produce a sig
nificant increase in the cessation rate among their pa
tients.

It is very difficult to assess the merit o f the 5.9% 
verified quit rate and the 42% quit attempt rate seen in this 
population. We reviewed the published data from eight 
clinical control trials comparing the effect o f physician 
training programs with that o f usual care and control 
groups on cessation rates in patient populations. Success
ful cessation rates ranged from 2.6% to 16.2% in the in
tervention groups and from 1.5% to 14.3% in the usual 
care and control groups, with respective means o f 9.2% 
and 5.9%.17-24 Quit attempt rates were identified in seven 
of the studies and ranged from 35% to 71.9% for the 
intervention group and 17% to 44.7% in the usual care 
and control groups, with respective means o f 48.4% and 
38.4%.17'18'20-24 Because results vary widely, it is not clear 
whether our patients were more likely to make attempts 
or to successfully quit than would be expected.

There are limitations to this study that must be con
sidered in generalizing our results. First, the number of 
successful quitters, and therefore the statistical power o f 
some of the tests, were quite small. Most o f our findings, 
however, are similar to those found in numerous other 
studies. Second, because many o f the physicians in our 
study were residents, the degree o f continuity o f care 
provided may be different from that found in nonteaching 
outpatient clinics, possibly affecting cessation rates. Third, 
the follow-up period o f 1 year may' have been insufficient 
to measure the effect o f physician counseling on behavior. 
Prochaska and colleagues32 point out that it may take a 
person years to progress through the stages o f readiness 
until he or she is willing to commit to a plan for change, 
kt alone succeed. Finally, the decision to quit smoking

and the capacity to succeed depend on many factors, only 
one o f which is physician advice. Since our study used a 
longitudinal, observational design, the possibility o f con
founding cannot be ruled out.

In light o f all the demands that are currently being 
placed on the patient-physician encounter, we believe the 
results o f our study raise important questions that need to 
be addressed. Is physician counseling important, let alone 
sufficient, for patient smoking cessation? The accumulat
ing evidence suggests that the glass is decidedly half full. 
Despite the considerable attention to this topic in the 
professional literature over the past 10 years, the increase 
in the number o f physicians actually counseling patients 
for smoking cessation, and the development o f effective 
and sophisticated counseling and pharmacological tech
niques, the impact on patient cessation remains small and 
quite variable. Perhaps, as health care professionals, we 
anticipated that this significant health problem could be 
easily solved by providing the appropriate knowledge to 
physicians and teaching them counseling techniques.

Physicians have easy access to the target population, 
but are they alone the best bearers o f this message, and if 
so, how can they be most effective? In their article on 
physician responsibility in the initiation and maintenance 
o f patient behavioral change, Kottke et al33 noted two 
important points. First, physicians should not be expected 
to convince a patient to stop smoking. Physician respon
sibility is to evaluate, identify, advise, assist, and reinforce. 
Second, physicians must operate within a system that fa
cilitates these behaviors. In our study, none o f the clinics 
from which these patients were identified had a systematic 
approach to identify smokers and provide standardized 
support for smoking cessation other than a short-lived 
prompting cue system.

Time is one o f the issues that often gets lost in our 
zeal to ensure physician counseling for smoking cessation, 
dietary changes, exercise, and behavior modification. Jaen 
and his colleagues34 offer a model that views the medical 
encounter as involving competing demands, not all of 
which can be met. Rather than blaming the physician for 
poor compliance, this model recognizes the competing 
demands within the encounter and identifies which pre
ventive efforts belong there and which would be better 
served by other resources. A frequently used argument for 
preventive counseling in the medical encounter is that 
taking time to counsel in the short run saves time in the 
long run. Most o f the impact o f counseling, however, is 
long term and may be less than previously thought. We 
would argue that more research is needed to clarify the 
many remaining issues in the area o f physician counseling 
for smoking cessation. Relevant questions to address in
clude: In terms o f physician counseling and patient cessa
tion rates, how much is enough to be effective? Would
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offering patients messages crafted for different stages o f 
readiness for change improve cessation rates? Would sup
portive office systems be more effective in changing pa
tient behavior over the long run than having the physician 
spend 5 more minutes counseling every smoker? Would 
more effective workplace and community programs be a 
better utilization o f preventive health resources?

With the prevalence o f lifestyle illnesses in our society 
and potential health care reform that places increased 
emphasis on prevention and cost controls, these and other 
questions related to prevention and lifestyle behavior 
change are becoming more important.

Acknowledgment
This research was supported by a grant from the Nebraska Department 

o f Health, “ Smoking Cessation in an Outpatient Clinic Population” 
(No. 91-03B).

References
1. American Academy o f Family Physicians. AAFP stop smoking pro

gram. Kansas City, Mo: American Academy o f Family Physicians, 
1987.

2. Health and Public Policy Committee, American College of Physi
cians. Methods for stopping cigarette smoking. Ann Intern Med 
1986; 105:281-91.

3. American College o f Obstetricians and Gynecologists. Statement 
on smoking. Policy statement of the executive board. Washington, 
DC: American College o f Obstetricians and Gynecologists, 1986.

4. National Institutes o f Health. Clinical opportunities for smoking 
intervention: a guide for the busy physician. Bethesda, Md: Depart
ment o f Health and Human Services, 1986. DHHS publication No. 
(NIH) 86-2178.

5. American Academy o f Pediatrics Committee on Adolescence. To
bacco use by children and adolescents. Pediatrics 1987; 79:479- 
81.

6. Russell MAH, Wilson C, Taylor C, Baker CD. Elfect o f general 
practitioners’ advice against smoking. BMJ 1979; 2:231-5.

7. Wilson D, Wood G, Johnston N, Sicuvella J. Randomized clinical 
trial of supportive follow-up for cigarette smokers in a family prac
tice. Can Med Assoc J 1982; 126:127-9.

8. Ewart CK, Li VC, Coates TC. Increasing physician antismoking 
influence by applying an inexpensive feedback technique. J Med 
Educ 1983; 58:468-73.

9. Ockene JK, Quirk ME, Goldberg RJ, et al. A residents’ training 
program for the development of smoking intervention skills. Arch 
Intern Med 1988; 148:1039-45.

10. Strecher VJ, O ’Malley MS, Villagra VG, et al. Can residents be 
trained to counsel patients about quitting smoking? J Gen Intern 
Med 1991;6:9-17.

11. Quirk M, Ockcne J, Kristeller J, et al. Training family practice and 
internal medicine residents to counsel patients who smoke: im
provement and retention of counseling skills. Fam Med 1991; 23: 
108-11.

12. Mcllvain HE, Susman JL , Manners MA, Davis CM, Gilbert CS. 
Improving smoking cessation counseling by family practice resi
dents. J Fam Pract 1992; 34:745-9.

13. Ginzel KH. The underemphasis on smoking in medical education. 
N Y State J Med 1985; July:299-301.

14. Ockene JK, Aney J, Goldberg RJ, Klar JM , Williams JW. A survey of 
Massachusetts physicians’ smoking intervention practices. Am | 
Prev Med 1988; 4 :4 1 4 -2 0 .

15. Kenney RD , Lyles M F, Turner RC, et al. Smoking cessationcoun- 
seling by resident physicians in internal medicine, family practice 
and pediatrics. Arch Intern Med 1988; 48 :2469-73 .

16. Ockene JK. Clinical perspectives. Physician-delivered interventions 
for smoking cessation: strategies for increasing effectiveness. Prev 
Med 1987; 16:723-37.

17. Thompson RS, Michnich M E, Friedlander L , Gilson B, Grothaus 
LC , Storer B. Effectiveness o f  smoking cessation interventions in
tegrated into primary care practice. Med Care 1988; 26:62-76,

18. KottkeTE, Brekke M L, Solberg LI, Hughes JR. A randomized trill 
to increase smoking intervention by physicians. JAMA 1989; 261: 
2101- 6 .

19. Cohen SJ, Stookey GK, Katz BP, Drook CA, Smith DM. Encour
aging primary care physicians to help smokers quit. A randomized, 
controlled trial. Ann Intern Med 1989; 110:648-52.

20. Lindsay EA, Wilson DM , Best JA, et al. A randomized trial of 
physician training for smoking cessation. Am J Health Promotion 
1 9 8 9 ;3 :1 1 -8 .

21. Cummings SR, Coates T J, Richard R J, et al. Training physicians in 
counseling about smoking cessation. A randomized trial of the 
“ Quit for Life”  program. Ann Intern Med 1989; 110:640-7.

22. Cummings SR, Richard R J, Duncan C L , et al. Training physicians, 
about smoking cessation: a controlled trial in private practices.! 
Gen Intern Med 1989; 4 :482-9 .

23. Demers RY, Neale AV, Adams R, Trembath C , Herman SC. The 
impact o f  physicians’ brief smoking cessation counseling: a MIR 
N ET study. J Fam Pract 1990; 31:625-9.

24. Ockene JK, Kristeller J, Goldberg R, et al. Increasing the efficacyof 
physician-delivered smoking interventions: a randomized clinical 
trial. J  Gen Intern Med 1991; 6 :1 -8 .

25. Ockene J, Kristeller JL , Goldberg R, et al. Smoking cessation an; 
severity o f  disease: the coronary artery smoking intervention stud: 
Health Psychol 1992; 11:1 19-26.

26. Stookey BK, Katz BP, Olson BL, Drook CA, Cohen SJ. Evaluarioi 
o f biochemical validation measures in determination of smokit; 
status. J  Dent Res 1987; 66 :1597-601 .

27. Dallal, GE. PC-size: a program for sample size determinations. At 
Stat 1986; 40:52.

28. Centers for Disease Control. Physician and other health care pit 
fessional counseling o f  smokers to quit— United States, 1991 
MMWR 1993; 4 2 :854-7 .

29. Frank E, Winkleby MA, Altman D G , Rockhill B, FortmannSI 
Predictors o f  physicians’ smoking cessation advice. JAMA 1991 
26 6 :3 1 3 9 -4 4 .

30. Anda RF, Remington PL, Sienko D G , Davis RM. Are physician 
advising smokers to quit? The patient’s perspective. JAMA 198 
257 :1916-9 .

31. Cohen S, Lichtenstein E, Prochaska JO , et al. Debunking myth 
about self-quitting. Evidence from 10 prospective studies of pel 
sons who attempt to quit smoking by themselves. Am Psyche 
198 9 ;4 4 :1 3 5 5 -6 5 .

32. Prochaska JO , DiClemente C C , Norcross JC . In search of ho 
people change. Applications to addictive behaviors. Am Psyche! 
1992 ;47 :1102-14 .

33. Kottke T E , Solberg LI, Brekke M I- Initiation and maintenance 
patient behavioral change: what is the role o f  the physician? J & 
Intern Med 1990; 5:562-7.

34. Jaen CR, Stange KC, Nutting PA. Competing demands of price 
care: a model for the delivery o f  clinical preventive services. 16 
Pract 1994; 38 :166-71 .

152 The Journal of Family Practice, Vol. 40, No. 2 (Feb), 1$


