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Smoking Screening and Management

in Primary Care Practlces

Patrick E. McBride, MD MPH Mary Berh Plane PhD Gail Underbaiﬂke RD, MS;

Roger L. Brown, PhD; Leif 1. Solberg, MD

Oblectives: To describe the screening and manage-
ment of patients who smoke by primary care physicians
and to review practice factors associated with smoking
services.

' Design and Methods: A descriptive study based on phy-
sician and patient qilestionnaires and medical record ret-
rospective reviews.

Setting and Subjects: Forty-five nonacademic pri-

mary care practices, including 160 physicians (whose sub-
specialty is family practiee, internal medicine, or gen-
eral practice) in 4 Midwest states and 4879 adult patients
who completed-questionnaires and conisented for medi-
cal record review.

Main Outcome Measures: The a priori hypothesis was

sthat screening by physicians would detect most persons
who smoke, but that the lack;of systematic methods to
screen, intervene, or follow—up would limit the provi-
sion of smoking cessation services: :

Resvlds: Eighty-one percent of all patients and 93% of

patients who smoled in the past 2 years reported being

asKed if they smoled. Patients who smoked reported be-
ing told to quit (7 8%), discussing a quit date (60%), re-
ceiving a nicotine prescription (20%) or referral (25%)
at higher rates than prior reports. Patients with coro-
nary heart disease (CHD) or CHD risk factors, who
smoked more, visited the physician more, or who Wanted
help were more likely to receive smoking cessation sex-
vices. Few practices had developed systems to xoutinely
provide services, and a lack of systems was associated with

’ few.er interventions.

Coneluslonsa Physician screening and management
of their practice patients is h1gher ‘than reported in
population surveys. Most patients who smoke report
that they were askéd whether they smoke, but smok-
ing status is not routinely documented or updated.
Slgmﬁcant variability is'noted between physicians
in smoking-related screening and interventions,
and proved methods to improve services are mfrc—
quently used.
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RIMARY CARE physicians and
practices have been the tay-
get of many recommenda-
tions and interventions to
improve the screening, man-
a gement, and monitoring of patients who
smoke. Asking all adult patents if they
smoke, and providing interventions or re-
ferral for persons who would like to stop
smoking, is considered a standard of care
by physicians and health organizations.

The Departmeént of Health and Human Ser-
vices sera goal that most primary care pro-
viders would rourinely advise cessation and
provide assistance and follow-up to all to-
bacco-using patients by the year 2000.!
This is-an important goal, as changing
practice organizational systems to tou-
tinely provide smoking cessation ser-
vices has led to improvements in the iden-
tification and interventions for patients
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who wish to stop smoking,>* Evidence sug-
gests that physician irterventions in-
crease-the frequency of quit attempts in
their patients who smoke’® and may in-
crease long-term cessation rates.>?

' See Practice Commentary
at end of article

Population-based surveys reported
low, ranging from 37% to 50%, rates of
people ever receiving smoking screening
and advice from physicians.’®** Because
population surveys include persons with
infrequent contact with their primary
care provider or with no such provider,
these reports may underestimate actual
service delivery for patients with regular
visits 1o a primary care provider. In addi-
tion, population surveys are unable to




" SUBJECTS AND METHODS =~

STUDY POPULATIONS AND PARTICIPATION

The practice population included primary care practices
within 62 km of Madison, Wis, Iowa City, lowa, Eau Claire,
Wis, and Minheapolis, Minn. Since the HEART interven-
tions are practice based, practices were recruited rather than
“individual physicians. Eligible practices had 2 to 8 pri-
mary care physicians, forming most of the practice group.
Practices with more than 15 physicians of any specialty,
academic practices, and those with prior pardcipaton in
prevention studies were excluded because of intervention
requirements. Practices were required to have organiza-

‘ tional autonomy, including the ability to change their medi- -

cal records and organizational systems.

Al eligible practices in each region were contacted.
Interested, eligible practices were admitted into the study
if they had a clear majority of prirnary care physiclans con-
sent to participate. Practices and physicians conseating to
* participate in HEART agreed to baseline and postinterven-

tion medical record reviews, patient and physician sur-

veys, attendance at'a conference for physicians and office
staff, and randomization to an intervention group. Of the
86 eligible practices contacted, 52 (60%) consented to par-
ticipate and 45 (52%) were enrolled:; 13 in the Madison re-
gion, 11 in the Minneapolis region, 11 in the lowa City re-
gion, and 10 in the Eau Claire region. Practices recruited
and participating represent the scope of practices in
these regions, including urban and rural, small and

large, affiliated and not affiliated with health mainte- -

nance organizations, different staffing structures, and
physician specialty. T
.~ The physician population included family physi-

clans, primary care fniernists, or general practitioners who -

had practiced at least 1 year at the sité and did not expect
to leave their practice within the next 2 years. Physiclans
were limited 1o those who treated adult patients because
we intervened on the screening and management of sev-
eral risk factors (cholesterol, hypertension, and smoking)
in the overall study. Of the 202 primary care physicians in
the participating practices, 177 were eligible, and 160 (90%)
consented to participate. Physician questonnaires were dis-*
wibuted at conferences or mailed, with phone and mail re-
minders as needed 10 obtain a 100% response rate.
Patients aged 21 to 70 years, without a diagnosis of
cancer, terminal illness, or recent major surgery, and with
at least 2 practice visits during the past 2 years formed the
potential study patient population. Padent names were ob-
tained from appointment records starting at a baseline date
and going back until 100 unique male and 100 unique fe-
male patients of each participating physician were identi-
fied. Each potential patient was given the opportunity to
consent to participate, including permission for a medical
record review, according to the consent procedures of the
University of Wisconsin Committee for the Protaction of
Human Subjects and &thical review boards of participat-
ing organizations. A large original patient sample was re-
quired because of the need for eligibility screening and medi-
cal record review consent requirement. To meet trial
statistical requirements of 35 patients per physician, 15 639
paﬁe:sts were identified from patient appointment
records.

" "DATA COLLECTION = 7~

Data collection was designed to provide multiple data

_sources for a comprehensive evaluation of physician screen-
ing and management of patient smoking. Data reported here
were collected using patient questionnaires, physician ques-
tionnaires, and medical record reviews in 1993-1994. The
information collected included evaluations of overall heart
disease prevention services, but this study is limited to data
pertinent to smoking cessation. Initial brief padent ques-
tionnaires, along with a consent to review medical
records, were mailed to the patients identified from the pa-
tgent log, followed by a second mailing of the same forms
2 weeks later. Two weeks after the second malling, longer
questionnaires were mailed to all consenting patients, and
the medical record reviews were initiated the same week.
The HEART project-tained staff reviewed cach ruedical
record twice For accuracy at the practice site and entered
this information directly into a computer database:

The patient questionnaire asked about personal health
history, smoking status, and whether anyone at their clinic
had asked if they smoked. If they smoked, they were asked
how long they had been smoking; how many cigarettes per

day they smoked; and whether anyone at their clinic had rec- -

ommended that they quit, helped set a quit date, prescribed
nicorine replacement, referred them 1o a quit smoking pro-
gram, or asked them to retarn for further discussion. Pa-
dents were also asked if they wanted their physician to help
them quit smoldng. The medical record review laoked for
documentation of smoking status and documentation date
and location. Documentation of cessation advice, prescrip-
ton, referral, or follow-up was recorded, as was information
on other CHD risk factors. Physiclan questionnaires asked
for estimates of their own smoking screening and manage-
ment of patents, assessed attitudes toward the practice pro-

* vision of these sexvices, and asked about their perception of
* patient attitudes and resporises to smoking management.

STATISTICAL ANALYSIS

For the analysis, we used Lhigaﬁmt report of smoking screen-

Ing, advice, and referral as the best indicators, given the fre-
quent lack of medical record documentaton, and used the
medical record as the best source of nicotine prescription
and diagnosis of heart disease, hypert

ie, >6.2 mmol/L [>240 mg/dL}, in the medical record in
the last 5 years), given potential patient misclassificadion. We
compared information from both the patient questionnaire

.and the medical record to describe their congruence in re-

porting smoking screening and management.

We hypothesized that smoking screening and manage-

mentat the practice level would exceed past reports and that

the existence of practice organizational aids, such as a prob- -

lem Hst orrecord reminders, would be directly related to smok-
ing screening and management. We also hypothesized that
management would be directly related to older patient age,
greater number of visits and years of smoking, presence of
or risk factors for CHD (including diabetes, hypertension, or
high cholesterol level), and patient interest in stopping smok-
Ing. Descripttve, bivariate, and x* analyses were done with
the Statistical Package for the Soclal Sciences (SPSS Inc, Chi-
cago, 1lI) and the box and whisker analysis of the Statistical
Analysis System (SAS Instinave Inc, Cary, NC).

ension, diabetes, and -
. high cholesterol (defined as highest rotal cholesterol level,
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assess physician or practice characteristics that may be

~ ggsociated with seréening and intervention rates or vari-

ability between physicians and practices. Physician self-
reports have been shown to overestimate preventive ser-
vice delivery, while medical record reviews may
underestimate activities because of failure to docu-

ment.’ Comprehensive evaluations of actual servicede- -

livery are needed to assess cuurent primary care smok-
ing cessation services accurately and to direct efforts to
improve smoking services in primary.care organiza-
tions. ' - S
We report on smoking cessation services in pri-
mary care medical practices collected as baseline infor-
mation for the Health Education and Research Trial
(HEART), which is a randomized clinical mial testing in-
terventions to improve coronary heart disease (CHD) pre-
vention services in primary care practices. Our objec-
tives are to provide a practice-based study of services to
screen, manage, and monitor patients who smoke; to ex-

amine patient, provider, and organizational characteris-_

tics related to the provision of services for patients who
smoke; and to describe physician and practice vaxiabil-
ity in the delivery of smoking cessation services. We ex-
amined patient and physician questionnaires and ret-
rospective medical record reviews to evaluate the
smoking-related preventive services in nonacademic,
primary care practices. We also examined practice sys-
tem and organizational characteristics to determine
their relationship to services provided.

Of the 8039 patients who returned the initial brief
questionnaire, 5423 (67%) were initially eligible, con-
sented to ‘participate, and completed the longer ques-
tionnaire. Of these patients, 4879 (90%) had medical
records available and were eligible based on the crite-
ria of 2 visits within the past 2 years. Participation
rates were similar to our expectations that were based
on previous primary care recruitment experience.
Patients who responded and consented to participate
were more likely to be female (56% vs 44%), older
(mean age, 48 vs 44 years), and white than those who
did not consent. : K ; .

Fifty-eight percent of the patients reported ever
smoking and 23% reported smoking in the last 2 years.
Of the respondents who had smolked in the last 2 years,
75% (n=825) were smoking at the time of the survey and
52% had stopped smoking at least once in that period.
For the analysis of practice smoking management, any
respondent who had smoked in the past 2 years (n=1103)
was included, rather than including only patients smok-
ing at the time of the survey. The analysis group was de-
fined this way because of the high relapse rate of people
who have stopped smoking and to provide the broadest
possible view of the interventions that could have oc-
curred in the practices. .

Age was inversely related to smoking in the last 2
years (P<\.001), and a higher percentage of females than
males smoked, with 24% of the females who reported
smoking having been pregnant in the last 5 years, Pa-
tients who had less education, less income, and no in-

wP= 007 by ¥ tost,

1P=.05 by »¢ testL. o

$P=.01 by * fest. - : koo

§x Analysis of patlents with and without this characteristic.-

surance ‘.V(‘_IC more lilc'e:ly 1o report smoking (Table 1 3
Compared with the overall sample, fewer patients with

diagnosed CHD reported smoking, but approximately one -

fifth of the patients with CHD, hypertension, diabetes,
or high cholesterol level (highest cholesterol level, >6.2

‘mmoV/L [>240 mg/dL]) reported smoling in the previ-

ous 2 years. Of those who had smoked in the past 2 years,
only 46% wanted their physician to help them stop
smoking and, when asked, “1f my doctor told me to
stop smoking, [ would stop,” 7% strongly agreed, 33%
agreed, 31% disagreed, 5% strongly disagreed, and
23% did not answer. '

SCREENING OF SMOKING STATUS

The rates'at which patients answered yes 1o the ques-
tion, “In the past 2 years, did anyone in your clinic ask
if you smoke?” are given in Table 2. Significantly more
patients who said they smoked in the last 2 years re-
ported being asked abont smoking (93%) than nonsmok-
ers (78%) (P<<.001), and this did not vary by age, sex,
or education. Having a diagnosis of CHD, smoking more
than 10 cigarettes per day, and more practice visits in-
creased screening for all patients and those who smoked.
The diagnosis of hypertension, diabetes, or high choles-
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“Overall N=4873 (116 patients did not answer smoking $creening
question on questionnalrgs). '

1P=.05 by x? test:

1P=.01 by 3@ tast,

§P=.001 by »* tast - .

lAn additional 35% of past smokers were documantad as nonsmokers
but smoking history was not documented,

terol level increased screening for patients who smoke.
Overall, youngest patients and those with CHD were
screened most often. ‘
Medical record documentation of smoking status
was inconsistent and incomplete and often differed
from the patient’s report. In the overall sample, docu-
mentation of smoking status at any time was in 81% of
the medical records, but 39% of these records had no
update in smoking status in the last 2 years. Current
smokers had their status updated in the last 2-year
period 78% of the time. If status was updated within
the past 2 years, the status was more likely in agree-
ment with patient reports. For the patients who
reported currently smoking, 9% had no smoking sta-
tus recorded, 14% were incorrectly identified as non-

smokers, and 76% were correctly identified-in the

records. Former smokers had no status documented in
18% of the records, 5% were incorrectly identified as

current smokers, and 2% were identified as never hav-
ing smokeds -« -t ¢ n e s e e

We also assessed the “most accessible™ medical
record location of smoking status information, using a
hierarchy of the problem list as most accessible, then a
database or flowsheet, next the visit note, and any
other locarion as the least accessible when reviewing
the record. The most accessible smoking status medi-
cal record notation of 15% of patients was a problem
list; for 34%, it was found on a database or flowsheer;
for 22%, a visit note; and for 9% of the records, it
could only be found on a hospital or consultation
summary. Nineteen percent of patient records had no
smolking status documented. - '

SMOKING CESSATION MANAGEMENT

The pracdée management of patients who smoke is de-
scribed by patient subgroup in Table 3. Older patients,

those with more visits, those who smoked more ciga-

rettes per day or smoked for a longer time, those with
CHD or CHD risk factors, and those who stated that they
wanted their physician to help them stop smoking were
the most likely to report receiving advice to stop smok-
ing or an intervention to assist them to stop. Being rtold
to stop smoking was the most common smoking cessa-
tion intervention, regardless of patient characteristics, In-
terventions such as setting a quit date, prescribing nico-
tne replacement therapy, referring to a smoking program,
or arranging follow-up visits occurred at lower rates,
possibly because these interventions require more
time and also require a commitment from the patient.

.In fact, these interventions were reported twice as

often by patients who said they wanted their physi-
cians to help them quit (Table 3). A minority of
patients reported specific counseling by their physi-

cian (16%) or being told to follow-up for further

evaluation and interventions (5%). : .
Itis clear that patients report more smoking screen-
ing and management than is documented in their medi-
cal records (Table 4); however, physician estimates of
their smoking screening and management of patients who
smoke are very close to patient reports of most services,
with the exception of nicotine prescriptions for patients
who smoke. In looking at the agreement of the medical
records and patient questionnaires (Table 4), we found
that the sensitivity, which measures patient agreement
with what is documented in the medical record, is
very high on all measures except prescriptions. Speci-
ficity, which looks at the medical record documenta-
tion agreement with the services reported by the

patient, is very low for counseling services and highest
for prescriptions.

PHYSICIANS, PRACTICES, AND
SERVICE PROVISION

Physicians reported strong attitudes about the effect of
smoking: 95% of physicians stated that smoking had a
“large” effect on CHD, and 4% stated that it had a “mod-
est” effect. About advice, 82% of the physicians believed
that smokers are receptive to their advice to stop smok-
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< Patients were asked specrfrca!ly, “Dig you recelve any adv]ce fo smp smoking rmm your docmr?
tP=.001 by X tast. %
FP=,05 by »* fost.
§P=.01 by ° test.

ing, and 73% believed thar smokers are receprive to ad-
vice from office staff. The leading reasons physicians cited
for not providing CHD prevention services were lack of
time, 89%; nonprevention visits, 89%; lack of preven-

tion systems, 87%; lack of staff for prevention assis- .

wance, 81%; lack of financial reimbursement for preven-
tion services, 68%; patients not thmk:mg that prevention
is important, 45%; and lack of community resources for
referral, 45%. Overall 64% of phystcmns reported dis-
satsfacion with-their practice’s services for smoking coun-
seling. Only 49% have a routine established for smok-
ing screening, and 38% have an established system for
cessation services. Less than one fourth of the physi-
cians reported using a periodic patient questionnaire that
includes smoking status, and only 9% used a chart-
labeling system to 1dentlfy pauents Wl[h nsk factors in-
cluding smoking: -~

PHysician spccm]ty or sex had no significant r:ffect
on smoking screening, but physicians in practice 1 to 4 .

years were significantly more likely 1o ask all patients if
they smoked than were physicians in practice 5 years or

longer (87% vs 80%, P<<.01). Practice characteristics, such
as number of physicians or yural or urban location, had
no significant effect on patients screened for smoking.
A wide variability in service provision by physi-
cians studied reflects the lack of systems and routines for
smoking interventions. The actual range of all smoking

~ management services across physicians was 0% to 100%.

The SDs of services ranged from 13% for referrals to smok-
ing programs to more than 20% for asking if patients
smoked and providing interventjons to assist patients to
stop smoking (Flgure). Services were low overall for
many interventions, including physician counseling and
follow-up visits. The variation in service provision be-
tween practices was substantially less, suggesting that
Ppractices were mare alike in service provision and that
the largest variations are among physicians (clinic data
not shown). The lack of systems for reminding physi-

cians to intervene has an important influence on inter~

ventions. If the physician had smoking status recorded

“on a medical record problem list, 90% of patients re-

ported that they were told to stop smoking, compared
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*Intarnal or external to the practice. '
- {Specificity. indicates madical resord. dacmantation agreement based on patient report.
+50nsitivily Indleates patfont raports agreement based on medical record documentation. . .
§For smokers In past 2 years only. ) X
" |IMean percentags of physician estimates of servicos rhey pmv-'de to patients.
#Patch or gum.

.

with 69% if recofded status was more difficult tofindin ~ smolkers are advised to stop smoking, but substantially

the record and 44% if smoking status was hot docu- fewer receive specific assistance for smoking cessation,
mented (P<.001), - , such as discussing a quit date, prescribing nicotine

replacement therapy, or arranging referral or follow-up.

—-——M— This compares with previous studies that used popula-

_ tion surveys to ask about contacts with any health care

Our study .of.45'practices, including almost 5000 patients, providers, found that approximately half the respond-

- provides new information concerning the way tobaccouse - ing smokers reported that their physicians had ever
is being addressed by real-world primary care practices. Our advised them o stop smoking, and estimated a positive
study of practices in 1993-1994 examines medical xe-.  trend in smoking advice as modest during the Jast de-
cords and patent questionnaire responses to determine how cade. )1 Physicians seem to be targeting their manage-

. well physicians ask, advise, assist, or arrange follow-up for ment efforts to those patients at higher risk (patients with
patients who smoke and whether physicians document their CHD, wlio smoke more cigarettes, or who have smoked
activity. The use of systematic approaches to smoking .longel) and to the patients who have more practice vis-
screening and management, such as establishing a prac- * its, which is also consistent with comments in prévious
tice routine for smoking status (eg, smoking as a vital sign), sl:udms 1012 The discussion of quit dates with most (60%)
using nonphysician providers to assist with screening and of patients who smoke is positive and indicates that
counseling, and developing reminders and follow-up sys- ©  physicians are aware of this important intervention.
tems were used by few practices in this study. Most strik- The low rates of detailed’ counselmg nicotine re- .
ing is the variability among physicians in their provision placement therapy, and follow-up visits in this study docu-
of screening and management, which is likely ciused by ment the need for improvement in smoking manage--
the lack of systematizing of these tasks. Most patents in ~ * ment, especially with the physicians who do not provide
this study, including 93% of patients svho smoke, report these services to any of their patients who smoke. Our study
that clinicians screened for smoking, which is higher than shows that primary care physicians provide less smols-_mg
previously reported population studies, **** but it is diffi- management to younger patient groups, which is unfor-
cult to compare our data with these reports because of the tunate because just these groups have the highest rates of
limited number of practices studied. However, a much smoking. The use of nicotine replacement therapy, either
smaller percentage of smokers receive the essential next- as gum or a patch, is prescribed for a minority of patients
step specific counseling and assistance from their clini- who smoke, but these prescriptions are nec&sanly’ infla-
cian to help them quit successfully. enced by many patient characteristics.** *

Our practice-based study found that physicians in From the multiple data sources available in this study,
these practices;are asking most patients whether they it becomes obvious that documentation of smoking sta-
-smoke and that they are even more effective at screen- tus in the medical record needs improvement. Estab-
ing patients who are currently smoking, have CHD or lished practice system methods, such as maling smok-
CHD risk factors, or smoke more cigareites. As ex- - ing status a vital sign®!® or using chart labels or
pected, physicians do better in asking patients whether reminders,'®” are not being widely used in these pri-
they smoke if the patients have more practice visits. A mary care practices. Records are frequently not up-

new finding is that younger adults are screened mostof- * dated, and 20% of the patients who reported that they
ten, which is important because of the mcreasing num- had been asked if they smolced in the last 2 years had no
bers of young smokers. notation of smoking status on their medical record.

Practice management of patients who smoke still lags The documentation and updating 6f smoking status is
behind recommendations. Our study shows that 78% of important to encourage physician intervention, reduce du-
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pHcation of effortin the practice, and improve PhySlClan.
- gbility wreinforce thefr pastefforts to assist patients. Sev-
eral recent studies** have documented a more than dou-

bling of screening and intervention when routines and or- .

ganizational system approaches are used. Our study
indicates-that if a physician records smoking status in a’

location where patients will be reminded about the status’

(eg, on a problem list or-a flowsheeq), those patents are

" more than twice as likely to report that their physman told

them to stop smoking.

Documentation of smoking management activities
in the medical record is a consistent problem in this study,
with medical record notation much less than a problem
patient report and physician estimate. Patients report dis-
cussion of a quit date 60% of the.time, while physicians’
estimates are 52%, but medical record documentation of

a quit date discussion is only 4%. When medical records .

documentphysoan m:ngement, patient agreement with
the documented intervention is high. Documentation of
smoking cessation services is an important part of a prac-
" tice system, which can facilitate practice communica-
tion between different providers who may see the pa-

tient to reinforce past quit attempts and reduce relapse -

of successful quit attempts by patients. In addition, docu-
mentation will contribute required information for qual-
1ty assessments and potential reimbursement. Documen-
tation can be facilitated by the use of a smoking flowsheet
that can serve as an office reminder, prolocol and effi-
cient documentation tool* - -
Physicians were candid about their need to im-
.prove seivices, and their estimates of their behavior were
surprisingly-accurate, except for overestimating the use
of the nicotine replacement pateh. The main reasons listed
by physicians for not providing more prevention ser-
. vices werelack of time, patient visits with a nonpreven-
tion focus, the practice’s lack of prevention systems, and
the lack of practice staff who can provide prevention ser-
vices. Using a practice organizational approach to de-

velop systems can address all of these concerns by es-’

wblishing efficient routines that guarantee consistent
patient screening and support management activities.}®
A meta-analysis of smoking cessation trials indicated that
the most effective interventions are those applied con-
sistently, ie, on each visit, over the longest time  Prac-

tice intervention trials have verified that practice rou- :

tines substanually improve provlder interventions and
patient quit attempts and cessation rates.>?.

A sarength of our study is the usé of muluple meth-.

ods, in many different practice settings, to determine

whether smoking was asked about or advice and treat--

met givenand documented. This study provxdes the op-
portunity to evaluate physunan and practice rates, in ad-
dition to provider, patient, and organizational variables,
to determine factors that predict more preventive ser-
vice delivery. The largest variability in the services is
among individual physicians, rather than the practices,

which suggests that organizational system change has the .*

most potential to improve smoking services. In addi-

tlon, while a previous study of a single practice indi-.

cated that patients fail to remember smoking advice,*® our
study showed a high correlation of patent report with
documented advice over many practices. The study dem-

404 -
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onsfrates the limitations of medical record reviews-for
assessing counseling due to lack of documentation.

Limitations to this study include possible selection.. .

bias related to the volunteer nature of the physxcmns pa-
tients, and practices. However, the practices repre-
sented a wide Tange of nonacademic Practice types and
locations, and 60% of the eligible practices agreed to par-
ticipate. These practices entered this trial to improve their
prevention services, which could indicate either a greater
interest in prevention or a greater need to improve ser-
vices. Patient responses analyzed in this study were from
volunteers, but response rates to the questionnaires of
those who ‘consented to a medical récord review were
more than 90% and patients aged from 20 to 70 years
are represented in large numbers. The smoking rates of
the study patients are lower than the overall popula-
tion, which likely reflects the older, educated, and mainly
white population represented, but the number of pa-

tients smoking in the prior 2 years was consistent with

the current regional statistics.*® The higher rates of re-

ceiving advice may also have been influenced by the ech- -

nicity of the population attending these clinics, as white

‘individuals have been noted to be counseled at a higher
' rate than ethnic minority patients.’! There is the possi-

bility of | pauent recall bias related to physician services
based on previous reports that patients have both over-
estimated and underestinated physician services. 2 How-

ever, a study by Frank et al™* found that the attrition of -

patient memory of physician smoking advice in a small
cohort of smokers followed for 9 years was 9%. Unfor-
tunately, there is no standard criterion for clinic visit
information, and studies that have used a vanety of meth-
ods, including videotapes or audxotapes in addition to

- patient questionnaires and record reviews, have con-

cluded that questonnaires are the most feasible method

to assess service provision in large-scale research or

audit studies 12

Our study suggests that national efforts to improve
physiclan-based services may have led to increased phy-
sician awareness of their practices and may have
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“increased cessation recommendations to patients whe
-smoke. While the: physicians in this study have fairly kigh-
rates of smoking screening,** our study indicates less
than satisfactory rates of documentation and updating
of smoking status and lack of utilization of proven prac-
tice strategies to screen and intervene.-Physicians and prac-
tices could make substantial strides in improving screen-

ing, managing, and monitoring of smoking in their .

pal:lcnrs by increasing the use of systematic approaches
and using olhcrpracuce staff membexs to assist with these
efforts. Evidence continues to show that physician ad-
vice and interventions in primary care practice make a
substantial influence on smoking cessation and thatitis
a cost-effective approach.***}” Managed care organiza-
tions and other practice organizations interested in qual-
ity improvement should consider strategies to evaluate
and develop systemmatic screening and management sex-
vices and to decrease the variability within and between
practices. Support by payers for smoking services could
also further enhance practice change, but improved docu-
mentation is essential to facilitate reimbursement for
smoling cessation services.
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