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Abstract

Objective -~ To identify the factors that
physicians believe impair their ability to
provide smoking cessation advice to their
patients.

Design - Ethnographic
physicians.

Setting - Non-academic primary care
practice.

Subjects — 18 of 27 physicians who had
recently participated in the intervention
group of a randomised clinical trial to

interviews of

. increase the rate at which physicians give

smoking cessation advice.

Main outcome measures - Factors that
the interviewees reported were affecting
their ability to give smoking cessation
advice.

Results - The interviews generated 439
statements that we sorted into 19 cate-
gories. We judged 10 of the categories to
be statements about medical practice and
smoking in general, and nine of the
categories to represent barriers to giving
smoking cessation advice. The barriers
described by the interviewees included:
lack of patient interest, lack of physician
perceived self-efficacy, lack of time, lack
of organisational support, lack of reward
to the physician, lack of peer support,
lack of staff support, and lack of interest
on the part of the physician. The com-
mercial promotion of tobacco was also
identified as a barrier to giving smoking
cessation advice.

Conclusions — As reported by physicians
who had participated in a trial to provide
smoking cessation advice in their own
practices, the barriers to giving smoking
cessation advice are more than a lack of
knowledge that smoking is a health
hazard and the lack of skills to help the
patient stop smoking. These additional
barriers may need to be addressed if
physicians are to improve the rates at
which they identify their patients who
smoke and assist them in quitting.

(Tobacco Control 1994; 3: 46-49)

Introduction

The discussions of smoking in a sample of the
textbooks that are used by primary care
physicians focus on two themes: smoking as a
threat to health and the basic skills that can
help the patient stop smoking.> Even the
specialty textbooks on preventive medicine

and monographs addressed to the practicing
physician tend to be limited to these two
issues.*®

In a fashion similar to the textbooks, we
originally designed the Doctors Helping
Smokers trial (R01 CA38361) around the
hypothesis that raising physician awareness
about the hazards of smoking and offering to
teach them additional intervention skills would
be sufficient to recruit them to attend a skill-
building session. We also hypothesised that
the skill-building session in turn would in-
crease the rates at which the physicians gave
advice and would increase the smoking cess-
ation rates among their patients who smoked.?
The recruitment component focused on the
individual physician,'® and the skill-building
component centred around urging the phy-
sicians to identify all of their patients who
smoked and to convince them to stop smoking.?

The intervention did not produce the in-
tended effects. Regardless of the recruitment
materials we used, we were only able to recruit
66 physicians out of a population of more than
1000* and, even though the physicians who
participated in the trial promised that they
would identify all smokers among their
patients and ask them to stop smoking, little
more than half of these smokers reported that
they had been asked to quit.® The partici-
pating physicians acknowledged that they were
frequently unable to follow through on their
goal to give smoking cessation advice to every
patient who smoked.

In order to understand better why our trial
failed, we followed the suggestions of experts
on hypothesis generation!! and action science!?
and conducted ethnographic interviews'® with
18 of the physicians who had participated in
the trial. These interviews led us to reform-
ulate our hypothesis to include attention to
organisational and sociological factors as neces-
sary components of a physician intervention
programme.’*!* The broader hypothesis pro-
duced a more successful outcome.'® This paper
reports the methods and findings of the
ethnographic interviews.

Methods

The pool of potential interviewees for this
project was the 27 physicians who had partici-
pated in the intervention group of Round I of
Doctors Helping Smokers.® However, four
physicians were not available during the week
that the ethnographer (DGW) was in the area,
and one was not scheduled for an interview
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because she lived in a very remote region.
Since we only had time to interview 20
physicians and we wished to focus on private
practitioners, a physician who worked at a state
mental hospital and a physician who worked at
the University of Minnesota were not sched-
uled for interviews.

The ethnographer was unable to complete
two scheduled interviews. One interview was
not completed because travel time between
interviews had been underestimated, and one
interview was not completed because the
ethnographer was unable to find the doctor’s
office. Interviews were completed with 18
physicians, two-thirds of the original pool.

To conduct the interviews, we used a
minimally structured ethnographic format.**17
Four physicians were interviewed as pairs, and
the 14 remaining physicians were interviewed
as individuals. Each interview lasted up to one
hour. In order to stimulate the physicians to
reflect on their experiences, we asked them
how they viewed their practices, how they
thought medicine was changing, and what
barriers they faced when trying to provide
patients with smoking cessation advice and
services. We tape recorded all interviews in
their entirety.

After completing the interviews, we trans-
cribed the tapes into a computer file and broke
the interviews down into statements that each
represented a single complete thought. We
assigned a random identification number and
the identification number of the physician who
made the statement to each of these statements.
We then printed each statement onto a 3 x5
inch note card along with its randomly
assigned identification number; the identifi-
cation number of the physician making the
statement did not appear on the card.

Two of us (TEK and LIS) independently
sorted the cards into groups that we felt
contained statements with similar meanings.
We assigned two group identification numbers
to each statement, one for the group assign-
ment of each sorter. We cross-referenced the
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groups created by the two sorters to create
categories of statements. We defined a
““category”’ as three or more statements ident-
ified as a group by both sorters. To reduce the
number of categories, the two sorters reviewed
the categories and combined those that they
thought represented an identical construct.

Results

The interviews with the 18 physicians gene-
rated 439 statements. The number of state-
ments per physician ranged from seven to 47.
No physician made a statement implying that
they did not consider smoking to be an
important problem. Only one physician made
a statement implying that they lacked
intervention skills.

One sorter created 68 groups from the
statements, and one sorter created 62 groups.
The second sorter identified 25 statements that
he felt did not fall into any group. Forty-four
of the groups from each sorter met the criterion
of a ““category’ as defined above. These 44
categories contained 259 statements ; 180 state-
ments did not fall into clusters that met the
criterion of a category. Upon further examin-
ation, the two sorters felt that the original 44
categories could be further reduced in number
to 19 categories without any loss of infor-
mation.

On the basis of their content, we judged that
137 statements in 10 categories represented
statements about medical practice in general,
statements about why people quit smoking,
and statements about giving smoking cessation
advice (table 1). More than half of the
physicians made statements to the effect that
medical practice was changing in negative
ways. While the most frequent statements
about smoking were about how the physicians
counselled smokers, two-thirds of the doctors
made statements that appeared to express that
they were confused about why people stop
smoking. Other statements referred to tools
that the physicians said they used to help their

Table 1 Categories of statements not identified as barriers to giving advice

Categories No. of statements No. of physicians
(with example statements below) made making statements
Ways to talk to smokers 49 13
“I always tell them that I used to smoke...it helps a lot”
Confusion about why people quit smoking 25 12
“we do not know how cold turkey works”
Negative changes in the practice of medicine 21 10
“there is a lot of moving around [between HMOs]”
Concrete tools to give help 12 6
“we have a sign in the office that says: ‘if you want to stop
smoking, ask us!’”’
The helpfulness of Doctors Helping Smokers 9 9
“DHS helped...I am proceeding with considerably more
optimism now with my patients”
The importance of systems 6 4
““[I am] trying to label my charts: smoker, non-smoker, given
book, etc,”
Ongoing smoking control activities 4 3
“we are talking about a smoke-free clinic — we are serious
about getting it out of here in a year”
Positive changes in social expectations about tobacco use 4 3
“the drug store took out all tobacco products recently...[it]
surprised us”
The importance of waiting until the smoker is ready to quit 4 3
‘“‘you need to ‘hit’ people when they are ready”
The slowness of the physician’s learning process 3 2

““it takes about 5 years to become reasonably effective as a

doctor”
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Table 2 Categories of statements referring to barriers to giving smoking cessation advice

Categories No. of statements No. of physicians
(with example statements below) made making statements
Lack of patient interest 35 12
“no one hears me”
Low percerved self-efficacy 33 15
““I have had some success — but the numbers are small”’
Lack of time 18 12
“The pace of everyday practice is a problem...”
Lack of follow-up and feedback system 12 6
“No statistics at all on how many of my patients quit because of
me”’
Lack of reward (financial or emotional) 9 6
“immediate rewards are rarely there” “they will not pay for it”
Lack of staff support 5 4
“staff who smoke in the office — an ongoing battle...”
Lack of collegial support 5 2
“My colleagues do not value it”
Commercial promotion of tobacco 4 3
“Newspapers get a lot of cigarette money”
Lack of personal interest 4 2

“I like to see really sick people where you get the rewards from

scientific type things”

smokers stop smoking, testimony that Doctors
Helping Smokers was helpful to them, and
statements about what the physicians were
trying to do to help their patients stop smoking.

We judged that 125 statements referred to
nine categories of barriers to giving smoking
cessation advice (table 2). Two-thirds of the
statements about these barriers referred to lack
of patient interest in the advice, a feeling that
advice is not effective, and a lack of time to give
advice. Two-thirds of the physicians made
statements referring to each of these categories.
The remaining statements described problems
with lack of follow-up and feedback, lack of
reward, lack of staff and collegial support,
commercial promotion of tobacco, and a lack
of interest in giving smoking cessation advice.
Statements in each of these categories were
made by one-third of the physicians or fewer.

Discussion
In the process of programme development, the
objective needs and subjective wants of the
target population, the physical and social
environment into which the programme is to be
introduced, and the efficacy of the programme
must each be assessed. The best way to collect
the assessment data is dependent on the nature
of the assessment task. Ethnographic methods
are particularly useful when collecting data
about subjective wants and social environ-
ments. While data collected in this fashion can
be ambiguous and open to differences in
interpretation, they are more likely than struc-
tured questionnaire data to identify previously
unrecognised concerns of the subjects for
whom a programme is being developed.'®

In 16 interviews, the 18 physicians who
participated in this study made 439 statements
about medical practice and the factors that
affect their ability to give smoking cessation
advice. The two most frequently mentioned
categories related to experienced-based and
empathy-based issues. Two-thirds of the inter-
viewees spontaneously told us that they felt
that their patients were not interested in
hearing a smoking cessation message, that they
felt that their intervention was not effective,

and that they had trouble finding time to
intervene. In addition, a minority reported
that they had trouble giving follow-up advice,
that they were not rewarded when they advised
smokers to quit, that they felt they lacked the
support of their colleagues and their staff, and
that they were discouraged by the commercial
promotion of tobacco. Finally, a few physicians
told us that they simply lacked the personal
interest to intervene.

Lack of time,®' concern about patient
acceptance,??? perceived lack of benefit,??
inadequate reimbursement,!*2>2¢ physician
overestimation of performance,?*-*! and lack of
organised practice support®23¢ have all been
described previously as barriers to the delivery
of preventive services. However, nearly all of
these studies were conducted in academic
medical clinics.

While none of the barriers that we and
others have identified were addressed in the
textbooks and monographs that we found in a
family practice reference library,® experts in
technology transfer suggest that an innovation
must address the needs of the target population
if it is to be adopted.'**-% Ethnographic
research helps to define those needs by eluci-
dating the perceptual and social environment
of the interviewee. In the case of health services
delivery, medical sociologists and anthro-
pologists have observed that physician
behaviour is influenced as much by the organ-
isational context of medical practice as by the
scientific basis.***3, We integrated these
principles with hypotheses generated from our
interview data to design Round III of Doctors
Helping Smokers, a systems-based interven-
tion that significantly increased smoking cess-
ation advice by a group of non-volunteer, non-
academic, private practitioners.’® Addressing
the organisational and sociological factors of
medical practice has produced success for
other health services interventions, too.%448

While physician advice to stop smoking is
both effective and cost-effective,?®* phys-
icians have failed to respond to these facts by
increasing the rates at which they give advice
to stop smoking.?"** The data presented here
suggest that there are broader issues to be
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addressed if we are to increase the extent to
which practicing physicians deal with smoking
among their patients.
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