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BACKGROUND. Despite years of intervention, few studies describe the extent to which recommended tobacco
use prevention and cessation activities occur in community-based family practices. This study was designed to
discover current practice patterns in these areas and to describe physician outcome and efficacy expectations.

METHODS. An exploratory comparative case study of 11 family practices used direct observation of practices
and clinical encounters, chart reviews, and in-depth interviews. Qualitative and quantitative information was
gathered on (1) intensity of tobacco use prevention and cessation; (2) physicians’ attitudes and beliefs regarding
outcome expectations; and (3) physicians’ perceptions of their ability to counsel. Qualitative content analysis and
descriptive statistics were used to construct case studies for comparisons.

RESULTS. Themes common to most practices included the “provision of little prevention” and “a lack of per-
ceived need to address smokeless tobacco.” Responsibility for tobacco activities fell almost solely to physicians.
Although physicians felt confident in their counseling skills, the skills they identified were fairly basic. Most physi-
cians were pessimistic about the positive effects of these activities. None of the practices was using any specifi-
cally developed “package,” and pharmaceutical companies provided almost all patient education material. There
was considerable variation in intensity of activities because of differences in attitudes, expectation, and back-
ground.

CONCLUSIONS. To increase tobacco control activities, practice systems need to be individually evaluated to
identify what is needed, how it will fit within the practice culture, and how it can best be implemented in this spe-
cific practice. One-size-fits-all interventions probably will not be widely implemented.
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Since the first Surgeon Generals report on the
health consequences of smoking was issued in
1964, an overwhelming body of evidence—more
than 50,000 studies from dozens of countries—
has established that smoking is the largest pre-
ventable cause of premature death and disability
in the United States.

— C. Everett Koop1l

ince Dr Koop issued that statement nearly
decade ago, smoking rates have
decreased among some groups in the
nited States. But, according to Healthy
eople 2000: Midcourse Review and 1995
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Revisions,2 25% of the population still smokes, and
among certain population groups the rate is consid-
erably higher. Smokeless tobacco use rates in some
states, such as Nebraska, are quite high (15.6%) and
increasing.3

Recognition of the unique role of the medical
profession in this public health effort has led to calls
for more effective physician intervention.4We know
that physician advice can increase patient smoking
cessation rates.®8V Training in counseling skills can
make physicians feel more confident, be more
effective, and increase physician rate of counsel-
ing.88 Use of simple office systems can increase
identification of risk factors and physician preven-
tive medicine activities. 46 Changing individual
physician behavior, however, remains as problemat-
ic as trying to change any other individual behav-
ior,Yand there is little scientific evidence about the
extent to which physicians are actually implement-
ing any of these recommendations.B
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Family Practices in Nebraska, Stratified by County Population Density,

Practice Type, and Physician Sex (N = 474}

(475 physicians in 209 practices). Because
we were limited by time and money in tre
number of sites we could evaluate, we

Practice Type Frontier Rural Urban wanted the widest variety possible in our
purposeful sample. We were also con

Solo Practice Women 0 Women 2 Women 4 cerned that different factors might affect
Men 9 Men 40 Men 28 practice behavior in counties with widely

Group Practice ~ Women 7 Women 16 Women 29 different populations, that solo practices
Men 27 Men 165 Men 147 might have fewer available resources then

Many factors influence an individual's decision to
change behavior. In Bandura’s self-efficacy model,
behavior change is influenced by the common path-
way of the individual’s confidence in his or her abili-
ty to perform a specific behavior, and his or her out-
come expectations as to the likely impact or utility of
that behavior.D® While skill training may increase
physicians’ confidence in their skills, implementa-
tion of these skills in a busy practice may be further
influenced by the physician’s expectations as to the
effectiveness of the activity. Wechsler and col-
leagues® noted that while a majority of
Massachusetts primary care physicians reported
feeling “very prepared” to counsel patients about
smoking, alcohol use, and exercise, only a small
minority described themselves as “very successful.”
Less than one third were optimistic about modifying
patients’ smoking behavior.

Most past studies reporting on physicians’
tobacco control behavior have been based on self-
report survey data, not direct observation. They do
not really answer the question, “To what extent are
tobacco use prevention and cessation activities
being implemented by practicing physicians?” The
purposes of this study were (1) to directly observe
what physicians are doing in community-based
practices relative to recommended tobacco use
prevention and cessation activities, and (2) to
describe physician perceived skill confidence level
and outcome expectations.

METHODS

A multimethod comparative case study design2i2
was used to collect in-depth data in family medicine
practices across the state of Nebraska. A purposeful
sample of practices was chosen from a database
developed from the membership list of the Nebraska
Academy of Family Physicians, which includes
approximately 90% of all Nebraska family physicians
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group practices, and that physician sex
might influence the amount of prevention normally
practiced.

Accordingly, we chose to stratify our sample by
county population density (frontier or rural o
urban), practice type (solo or group), and physician
sex. All practices were sorted into one of 12 cate-
gories, eg, the category of frontier, solo, male, ad
one practice was selected from each. The Table
shows the number of potential sites in each cell. As
no frontier, solo, female practices were available, we
chose to use two practices in the group, female, fron-
tier practice category.

We excluded practices in which our research
team had recently done research and practices thet
were particularly well known by our team. The pni-
mary investigator was unfamiliar with all the remain-
ing practices. Otherwise, the first practice from tre
list to agree to participate was selected, which in 9af
the 12 was the first practice contacted.

During a 2- to 3-day site visit, a trained medical
student researcher used direct observation of tre
practice and clinical encounters, chart reviews, ad
in-depth interviews to gather qualitative and quanti-
tative information on (1) practice activities related
to the prevention and cessation of tobacco use
(intensity); (2) the attitudes and beliefs of the physi-
cian and key personnel regarding outcome expecta-
tions of tobacco use prevention and cessation activ-
ities; (3) the physician’s confidence in his or her oan
ability to counsel patients regarding tobacco uss
and (4) the physician’s locus of control relative o
this patient behavior. Observational field notes2
were dictated at the end of each day from jottings
taken during the day by the medical student
researcher. These unstructured observations chron-
icled the researcher’s feelings, impressions, infor-
mal conversations, and other observations. More
structured observational data were collected using
ageneral practice environment checklist and a post-
encounter observation checklist (adapted from



those developed by Kurt Stange, MD, at the
Department of Family Medicine, Case Western
Reserve University), and using chart audit forms.
The practice environment checklist gathered infor-
mation about such things as office environment
anti-smoking cues; types, variety, and placement of
patient education materials on tobacco; identifica-
tion and documentation protocols for patient tobac-
co use. The postencounter checklist documented
activities that occurred during the patient care visit
in terms of the history and physical examination,
counseling, testing, and screening. It also included
reason for and type of visit.

Individual in-depth, semi-structured interviews2
of 30to 60 minutes were conducted with the practice
physician and either the office manager or nurse
manager. These were audiotaped and later tran-
scribed. Questions were open-ended and covered
topics such as experience and training that had influ-
enced the way the physician dealt with patients who
use tobacco; how tobacco use prevention and cessa-
tion activities were implemented in daily encounters
with patients; perceived barriers to these activities;
perceived confidence in counseling skills; and per-
ceived outcome effectiveness.

The primary data for constructing the case stud-
ies were the qualitative field notes and interviews;
the quantitative chart audit and checklist data were
used to support and enhance the case descriptions.
Data for each case were first analyzed separately as
described below before any comparison of cases
was made.

Data analysis of the quantitative data from the
chart audits, postencounter checklist, and the prac-
tice environment checklist consisted primarily of
descriptive statistics. Items from the National
Cancer Institute monograph on tobacco control
activities for the cliniciank were used to develop
scores for each of four categories: clinic environ-
ment, availability and use of patient education mate-
rials, office staff involvement, and office systems for
identification and documentation of tobacco use by
patients. The score was based on the presence or
absence of specific items recommended as con-
tributing to prevention or cessation. For example, in
the category of “availability and use of patient edu-
cation materials,” a total of 10 points was possible.
Practices received one point each for the presence
of both prevention and cessation materials on both
smoking and smokeless tobacco; two possible
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points for the diversity of sources of their materials;
two possible points for use of multiple educational
venues; and two possible points for the direct acces-
sibility of these materials to the patient. The same
strategy was used for the categories of “clinical envi-
ronment,” “office staffinvolvement,” and “office sys-
tems for identification and documentation.” A sum-
mary practice intensity score (0 to 10) was then cal-
culated as the composite of these four categories.
Both individual items and the composite scores were
used in developing the case descriptions.

A summary score for physician outcome expecta-
tions was reached by consensus of the research
team. After a thorough review of the physician’s
interview, practices were placed on a continuum
from 1 to 10 based on interpretation of the physi-
cian’s expectation of patients’ likelihood of quitting if
counseled, the physician’s attitude about counseling
given this expectation, and the physician’s overall
locus of control relative to patient behavior. A score
of lon this continuum was defined as “will work with
motivated patients, but does not expect great
results—pessimistic.” Ten was defined as “works
with all patients regardless of patient's motivation,
expects some may take along time butis in it for the
long haul.” Mid-range (5 to 6) was defined as “will
counsel all patients, but expects success only with
motivated patients.”

Data analysis of the interviews and unstructured
observational field notes involved use of a “tem-
plate” technique®in which codes from a codebook
were tagged to the text using FolioVIEWS.ZAfter the
text was coded and assembled by code, the research
team worked individually and then as a group to
develop key themes and descriptions of each prac-
tice by discussing in detail each practice until con-
sensus of interpretation was reached.

The qualitative themes and descriptions were
then combined with the structured observational
data and chart audit data to develop descriptive case
studies of each practice. A systematic comparison
was then done among the practices looking for sim-
ilarities and differences along the areas of intensify,
skill confidence, outcome expectation, locus of con-
trol, and other features discovered in the analysis.

RESULTS

Eleven of 15 practices (73%) approached partici-
pated in the study; all four rejections were based on
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physicians’ perceived lack of time or concern about
disruption to an already overburdened practice.
The final sample did not match the intended distri-
bution. Recruitment of solo, frontier practices was
particularly difficult. There were no solo, female,
frontier practices. After four unsuccessful
attempts, it was decided to restrict the study to 11
practices, dropping the male, solo, frontier catego-
ry and using a female physician in a two-person,
frontier practice instead of a female, solo, frontier
practice. This decision seemed reasonable as we
discovered that rapid changes in practice organiza-
tion across the state were making solo, frontier
practices almost nonexistent.

Eight common, overriding themes became appar-
ent when comparing the individual case studies.
These themes were features in most of the practices.

The most striking theme common to all but two
practices was that practices do little to prevent ado-
lescentsfrom starting to use tobacco. This was con-
firmed in both the observations and the interviews.
Quotes from the in-depth interviews clearly portray
this feature. Site 3: “Prevention?...| don't think of it
that much....I guess when they come in for 7th grade
physicals would be a good time. I'm not sure how

FIGURE 1

Level of physicians’ confidence in their patient-counseling skills.

Co dgpoy
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much influence | would have on them at that age.”
Site 6: “Sometimes | second-guess myself into not
talking about [prevention] with some kids that I
don't think it will be a problem with and | get
burned.” Site 7: “Teens don’t really respond to physi-
cian authority.” Only two practices, sites 4 and 1Q
made any systematic effort in the area of prevention
among adolescents.

Most physicians did not perceive the need to
address smokeless tobacco. The physicians were
quite candid about this during the interviews. Site 1
“l have a certain hangup about smokeless tobacco
because | use it myself....I haven't seen enough peo-
ple die of cancer of the mouth.” Site 10: “I don'’t find
as much chewing tobacco as | do the cigarette snok-
ers and I'm not sure why. Maybe because | do ask
them if they smoke and | don't ask them a lot of
times if they chew.” Observation of both the clinical
encounters and the chart audits verified this finding.

Another common theme was that responsibility
for tobacco use prevention and cessation activities
falls almost solely to the physician (identification,
documentation, counseling, and follow-up). During
the 2 to 3 days the researcher spent in the practices,
there was never any observation of the use of sup-



port staff to assist in any area of tobacco use pre-
vention and cessation. This was confirmed in the
interviews of both office staff and physicians. Office
manager, site 6: “Patient education is mostly done by
the physicians...there really won't be a specific role
for [the nurses and staff] other than anything they
would be directed to do by the physician.” Physician,
site 7: “If smoking cessation is going to get taught in
the office, I'm the only one that's going to teach it
because everybody else here smokes.”

The extent to which identification, documenta-
tion, and counseling of patients were being done can
be only speculated about using data from chart
audits and the post-observation checklists. In 217
clinical observations (179 adult, 38 pediatric), tobac-
co histories were taken in 37 (19.5% and 5.3%,
respectively). Counseling took place in only 10 of the
encounters; however, there is no way of identifying
how many of the patients were smokers and thus eli-
gible for counseling. Chart audits were also done on
these 217 patients. Among these patients it was pos-
sible to identify smoking status in 48.6% and smoke-
less tobacco status in 17.9%.

Although physiciansfelt confident in their coun-
seling skills, the skills they reported using were

FIGURE 2
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fairly basic. Figure lillustrates that the majority of
physicians felt confident in their skills to counsel
patients, with three fourths scoring themselves at 6
or above on a 10-point scale. When asked about the
typical things they do when counseling, the top three
behaviors mentioned were: giving advice to quit;
using pharmaceutical agents to manage withdrawal
symptoms; and discussing tips for changing habitual
patterns. Only one physician mentioned using the
stages of readiness to change by Prochaska et aP to
tailor his message to the smoker. Follow-up with
patients who had actually agreed to attempt cessa-
tion seldom occurred. The most common reason
given for not scheduling follow-up was that patients
were unwilling to return for a clinic visit. Patients
were generally advised to “call if you have a prob-
lem.” Figure 2 shows the number of basic counseling
skills or techniques used by each physician.

None of the physicians in the study expressed
optimism about the likelihood that patients would
take their advice or be able to successfully quit,
unless highly motivated. Site 3: “...if they're not
interested [in quitting], then | generally don’'t waste
my time.” Site 6: “Well, | think my success rate is
about like everybody else’s, which is dismal.” Site 7:

Number of basic counseling skills used in the 11 practices that participated in the study.

Practice
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“I'm really not working as actively as | worked [on
cessation] a few years ago...because | have a very
low yield.”

Figure 3 illustrates the distribution of the sites in
terms of physicians’ outcome expectations. Five of
the 11 sites were assessed at between 5and 8 on the
continuum, suggesting that most were willing to
work with all patients regardless of expectations of
success. Some sites seemed less negatively affected
by success expectations, scoring consistently high
on all the categories. Although all the sites varied in
many respects, these high-scoring physicians all
defined pursuing tobacco prevention and/or cessa-
tion issues as “part of my job.” The act of counsel-
ing was not motivated as much by expectations of
success as by a sense of professional responsibility.
This attitude is summed up by a quote from one of
these physicians. Site 10: “I just need to tell them.
It's my job to educate them, and whatever they
want to do with their lives is their business. My job
is education.”

None of these practices were using any specif-
ically developed ‘package," eg, the National
Cancer Institute 4-A model, the American Academy
of Family Physicians smoking cessation Kit, or the

_ FIGURE 3

“Put Prevention into Practice” kit. Instead they
were using systems that they had devised from bits
and pieces from anumber of sources. To the extent
that a practice wanted to do prevention and cessa-
tion counseling, the practice created systems to
accomplish it.

Practices relied primarily on pharmaceutical
companies for their patient education material
on tobacco cessation. In the majority of practices,
over 90% of these materials were supplied by mak-
ers of nicotine replacement systems. Only two
practices (sites 6 and 9) had awide variety of mate-
rials from sources such as the American Academy
of Family Physicians, American Lung Association,
American Cancer Society, or American Heart
Association. Types of materials ranged from only
information on cessation using nicotine replace-
ment regimens to fairly sophisticated programs
using audio and video materials and groups of
specifically chosen pamphlets from different
sources. Over 90% of the material addressed smok-
ing cessation, not smokeless tobacco use or tobac-
co prevention. Additionally, patient education
materials were not readily accessible to the
patients, often stored in cabinets, and needed to be

Scores on physicians’ expectations of success in persuading patients to stop smoking.
Note: Interpretation of the responses from practice site 5 indicated no expectations of success.

ooy
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given to the patient by the physician or staff.

Despite these general patterns or themes that
appear to make practices seem alike, there was
clear variation in practice intensity among the
practices, as illustrated in Figure 4. While none of
the practices could be characterized as having
extremely high intensity, five practices (sites 6, 9, 4,
10, 11) had systems in place that clearly indicated
they were making an effort, particularly in smoking
cessation. Nevertheless, although physician
prompts have been shown to be an inexpensive and
simple means of increasing physician prevention
activities, only one practice (site 7) had an orga-
nized, periodically updated system for identifying
and documenting tobacco use, both cigarettes and
smokeless tobacco, for every patient. Compared
with this site, other sites varied from having no
identification or documentation, to having excel-
lent systems for certain populations (for obstetric
patients, annual physical examinations) but noth-
ingfor the general population, to having initial iden-
tification and documentation with new patients but
no regular updating of the information.

The data analysis revealed that each individual
clinician and practice was unique in motivational

FIGURE 4
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beliefs about the role and responsibilities of the
practice in general as well as in the way in which
tobacco use prevention and cessation were
approached. Even those with higher intensity lev-
els were very different in motivation and structure
of efforts. Motivating influences included past
experiences such as residency training or an early
career, and religious convictions. Examples of this
variety are illustrated in the following quotes. Site
6: “There is a spiritual aspect to everybody’s life
just like there's a physical aspect....If a person
wants to quit smoking...[ifl you can overcome
some of the spiritual battles in your life and get
yourself correctly related to God, then you've got
some ammunition to use in fighting the battle
against smoking.” Site 11: “I think there was a real
emphasis on smoking cessation when we were
residents, and some of my classmates were really
involved in national programs to encourage the
discontinuation of smoking, and | think | was fair-
ly influenced by that to emphasize that with my
patients.” Site 10: “l try never to miss an opportu-
nity....! was a public health nurse, that's why prob-
ably the prevention comes through...it really takes
alot of time, and | could see a lot more patients if

Intensity of study practices’ intervention efforts directed at patients who used tobacco.

10

Practice
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| didn’t take the time, but that is my contribution to
society.”

DISCUSSION

These 11 case studies give snapshots of what is actu-
ally going on in terms of tobacco use prevention and
cessation in real-life family practices. The study is
limited by the small sample size and the fairly
focused geographical area; however, care was given
in carefully selecting a diversity of practice styles
from both rural and urban areas. The sample size is
also consistent with comparative case study
research in which the goal is descriptive comparison
and not generalizability. The four practices that
did not consent to participate (26% of those
approached) perceived time and disruption to be a
problem. Itis not clear if this introduced bias into the
study, although all the practices that participated
were also very busy practices. While acknowledging
these limitations, it should be noted that the results
are consistent with those found in other studies that
indicate that although many offices have smoke-free
policies and are making efforts to address smoking
among their patients, counseling is still less intense
than desirable and is generally the responsibility of
the physician.2*1

While all these physicians endorsed the need for
counseling their patients to stop smoking, the case
studies indicate there is tremendous variation in
actual practice, and no practice was perfect. The
lack of prevention activities with the young is dis-
couraging, given increased rates of adolescent initia-
tion. But it is also understandable when viewed in
light of physicians’ beliefs about their minimal effec-
tiveness with this group. While all the physicians
who participated expressed a belief that they should
promote cessation and were confident and willing to
counsel, most also believed counseling had minimal
success. The paradox and resulting ambivalence cre-
ated by these two beliefs may be one cause of the
less than optimal clinical behavior seen in the major-
ity of practices.

Research and interventions on changing practice
patterns have defied long-term success. So, what is
the problem and how do we solve it? Maybe the solu-
tion lies in not defining it as a problem for which
there is one right answer, but rather as a process for
which there may be no single “right” answer but
where greater understanding of individual practice
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situations is needed.

As we conducted our analysis, it became apparent
that there were a number of parallel processes
between what we were seeing in practice organiza-
tions and what is published in the existing literature
on individual motivation and change.

The first parallel process that may provide some
guidance in changing practice patterns relates to
stages of readiness to change as outlined by
Prochaska et al.2Stages of readiness to change hae
already been discussed in relation to physician
change in disease prevention by Cohen et al3ad
Main et al.3iThe theoretical construct developed by
Prochaska et al proposes that behavior change isa
process consisting of 5 stages— precontemplation,
contemplation, preparation, action, and mainte-
nance or relapse. The most effective behavior
change goals focus on identification of the individ-
ual’s current stage of readiness to change and facil-
itation of movement to the next stage. This process
continues until the individual cycles through all tre
stages and, finally, is maintaining the new behavior.
Research suggests that only about 20% of smokers
are ready to make a plan to quit (preparation) &
any given time. Obviously then, physicians need
methods for motivating patients from precontem-
plation and contemplation stages along the process
to preparation.

The practices in our study were clearly not all in
the same stage in terms of their readiness to adopt
more effective tobacco control techniques. One or
two of our case studies were clearly in “precontem-
plation”: they did not see a problem with the way
they handled tobacco issues and did not want to
change. Others were in “action,” currently taking
proactive steps but needing some additional changes
in their skills or organizational systems to neke
them more efficient and effective. Some were in
“contemplation,” concerned that they were ot
doing a very good job but unwilling or unable to do
anything different at this time because it seemed like
too much effort, was not worth the time. While we
refer to “practices” in terms of stages of readiness o
change, this refers to both the individuals inter-
viewed (physician and key personnel) and the gen-
eral overall attitude of the practice as a whole.

A second parallel process is suggested by the
work of Botelho and Skinner3®on the use of motiva-
tional interviewing in health care. Motivational inter-
viewing theory focuses on communication style asa



means of supporting change, especially when indi-
viduals are reluctant or ambivalent about change.
The technique is both facilitative and challenging,
encouraging self-reflection rather than argument.
Ownership and responsibility for change are
defined. One of the positive by-products of motiva-
tional interviewing for the physician and smoking
patient is that outcome expectations get redefined
from what they typically are. For the physician, a
positive outcome could be defined as an increased
understanding of the patient’s position, delivery of a
clear, professional health message, and implementa-
tion of specific strategies that might increase the
patient’s motivation.

Motivational interviewing may also be relevant to
practice interventions. Messages to these practices
about their tobacco prevention and cessation activi-
ties would give the practice feedback regarding its
current condition relative to the norm and initiate a
dialogue to understand and define the practice’s cur-
rent motivation to change.

Both the stages of readiness to change and moti-
vational interviewing concepts are highly applicable
to work with patients who smoke. Working hand-in-
hand, they allow the physician to more definitively
define or diagnose the patient’s situation and com-
municate in such a way as to facilitate the patient’s
motivation to change. The same seems applicable
when we are talking about how a practice functions
inregard to preventive medicine activities, including
tobacco control, and how to get it to change.

The results of this exploratory, qualitative study
have identified a wide range of activities and atti-
tudes that exists in day-to-day practice. They have
also emphasized the uniqueness of all practices that
goes beyond common themes. Like patients, prac-
tices and physicians are similar but unique and resist
being forced into a one-size-fits-all pattern. Like
patients, it was not a lack of knowledge or skill that
usually defined their “nonadherence,” rather it was
little things particular to the system, the physicians’
beliefs, and the culture of the practice. Under-
standing and defining a practice’s readiness to
change might facilitate positive movement in a more
effective direction. The task becomes not finding a
way to fit “the intervention” into the individual prac-
tice system, but rather to look at the individual prac-
tice system to see what level of intervention is want-
ed and needed, what type of intervention is required
given the practice culture, and how to facilitate
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implementation of the appropriate intervention into
the existing system. Further research is needed to
look at these issues in larger samples to determine
their validity.
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