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Abstract

To design strategies for provider education and implementation of clinical guidelines, this study investigated how physicians
(1) approach tobacco cessation, including barriers to screening and treatment, (2) prioritize tobacco cessation, and (3)
perceive the role of public health. Semi-structured focus groups were conducted with 30 New York City physicians across
specialties. Physicians reported that they: (1) understand risks of smoking, as well as basic counseling and medications for
smoking cessation; (2) do not always follow clinical guidelines for treatment of smoking cessation; (3) prioritize treatment
of patients based upon a number of criteria; and (4) see the role of public health and the city health department as
separate from the clinical environment, despite population-level interventions to reduce smoking. Physicians understand
the importance of treating tobacco dependence, but identified barriers to treatment, some of which are health system-
related. Further, patients who do not yet present with smoking-related illness may receive less intense interventions.
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Introduction of quitting among people who smoke by as much as 1.5 to
2 times.>” The United States Preventive Services Task
Force (USPSTF) recommends that clinicians screen all
adults for tobacco use, advise them to stop using tobacco,
and provide evidence-based behavioral interventions and
pharmacotherapy for cessation.’ This includes recording a
patient’s smoking status as a vital sign and following the 5
A’s framework.® Ask every patient at every visit about
tobacco use, and document it in the patient record; Advise

In recent years, the national prevalence of both adult and
youth smoking has decreased.! In New York City (NYC), a
combination of smoke-free air laws, tobacco price increases,
other legislative actions, public health media, and New
York State Smokers’ Quitline services have contributed to a
38% reduction in smoking prevalence among adults and
71.6% among youth (2001-2017). In 2017, 886000 adult
New Yorkers are estimated to smoke cigarettes, including a
large proportion of whom report light (<10 cigarettes per
day) or non-daily smoking patterns (78.5%), a proportion ;Fraser Communications, Los Angeles, CA, USA .
that was 63.6% in 2002.> While this means they are overall C'\,'ewNY? rb;::y Department of Health and Mental Hygiene, Long Island
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the patient to quit; Assess the patient’s willingness to do so;
Assist with the patient’s attempt to quit; and Arrange for
follow-up. However, national data suggest that adoption
and implementation of these evidence-based guidelines has
been sub-optimal.®’

As part of its comprehensive tobacco control strategy,
the NYC Department of Health and Mental Hygiene
(DOHMH) supports cessation through clinical interven-
tions as a crucial approach, complementing population-
level approaches. The majority (67.8%; n=613000) of
NYC adults who smoke and have a personal doctor report
having seen their doctor in 2015, presenting opportunities
for clinicians to screen and treat a majority of people who
use tobacco.'” Additionally, DOHMH programs such as
Public Health Detailing and the Primary Care Information
Project provide education and technical assistance to health
care organizations and providers.!! An important aspect of
that work is understanding the knowledge and resources
that exist within clinical settings, as well as the strengths
and limitations of systems that organize healthcare delivery,
whether hospital-based, team-based, or private practice.

In order to design appropriate strategies for provider edu-
cation and support standardized implementation of clinical
guidelines on tobacco use in the context of shifting patterns
in smoking intensity among people who smoke, we con-
ducted a qualitative study to capture the knowledge, attitudes,
and experiences of primary care physicians (PCPs) and other
specialty clinicians. Understanding their approach to tobacco
use in those with lower smoking intensity and their percep-
tions of risk was of particular importance for this study, as it
will guide public health messaging.

Methods

This qualitative study using focus group discussions and
preceding brief individual questionnaires was conducted
with 5 groups of New York City physicians. Physicians
were recruited by a vendor with experience conducting
physician focus groups using the following criteria pro-
vided by DOHMH: (1) a mix of practices/hospitals serving
populations with varied rates of Medicaid, Medicare, com-
mercial insurance, and no insurance; (2) only 1 practice
represented per NYC hospital; (3) representation of all 5
NYC boroughs; (4) variation in age of physicians; and (5)
variation in physician years in practice. Focus groups were
chosen rather than individual interviews, as we wanted
data generated through the process of physicians discuss-
ing beliefs and practices with other physicians. The discus-
sion guide was designed to uncover: (1) how physicians
approach tobacco cessation and treatment, including with
patients reporting light and non-daily smoking; (2) how
they prioritize cessation in practice; and (3) their percep-
tions of the role of public health in tobacco treatment. Each
focus group, lasting between 105 and 120 min, included

6 physicians (30 total) and a professional moderator.
Groups were audio recorded and transcribed.

We adopted an integrated approach to analyze the focus
group data which involved development, finalization, and
application of a code structure.'”> Our process began using a
set of a priori codes grounded in our research questions and
evolved to include codes that emerged from the team’s exten-
sive review and discussion of the focus group transcripts until
theoretical saturation was reached.'*'* De-identified tran-
scripts were imported into Atlas.ti 7.1 and originally coded
by 1 investigator who established an initial list of codes and
coding rules. To assess reliability of the initial coding scheme,
a second investigator coded 1 of the transcripts using the
same set of codes and definitions. Applications of each code
were compared, and discrepancies were discussed among co-
authors to achieve consensus. Codes were refined as needed
for clarity and relevance. The final code book included 37
high level codes used across all 5 transcripts. These codes
formed 10 general categories, which informed identification
of major themes presented below.

This study was approved in January 2014 by the
DOHMH’s Institutional Review Board (IRB) under 45 CFR
§46.110(b)(1)(category F7).

Results

Sample Characteristics

Participating physicians’ practices included patients from
all 5 boroughs of NYC and served patients across all demo-
graphic groups, including age, sex, race, ethnicity, educa-
tion, income, and insurance status. Two groups included
specialists and surgeons (4 cardiologists, 4 pulmonologists,
3 otolarygnologistss, 1 general surgeon), 1 group included
psychiatrists (N=6), 1 group included primary care physi-
cians (PCP) (4 family medicine/general practice, 2 internal
medicine), and 1 group included emergency medicine phy-
sicians (N=0).

Of physicians surveyed prior to each focus group (N=30),
60% reported having received formal training in treatment
for tobacco dependence/use. Among those with formal train-
ing, 65% received training during medical school, 53% dur-
ing residency, 18% during fellowship, and 18% during
post-graduate training. Seven of the 30 participants were
female. About half of participants were under 40 years of age.

Emergent Themes

Across specialties, we identified 4 consistent themes that
emerged from the focus group discussions. These included
variation (and limitations) in physicians’ approach to treating
patients who smoke, a broad range of barriers to treating
tobacco use, challenges physicians faced deciding who and
how to treat for tobacco use, and extensive discussion of the
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role of public health in leading efforts toward population-based
smoking cessation. These themes are described below in the
physicians’ own words, and interpreted in the Discussion.

How Do Doctors Approach Treatment?

Providers, without exception, understood smoking as dev-
astating to the health of their patients. Many felt comfort-
able with their ability to treat smoking patients, especially
those with history of an acute event, like a stroke or heart
attack. They saw such events as an opportune time to treat
tobacco dependence, as it is when patients are particularly
motivated to quit: “When they say they smoke, I say, you
need to quit. Because usually they’re here because they
have cardio problems. And their medications have less effi-
cacy because of the effect of smoking on the liver. So they
need to understand that so the efficacy of the medication
will go up.”

Nicotine patches, gum, and inhalers were the most com-
monly recommended cessation medications. These medica-
tions were viewed as mildly successful and easy for the
patient to obtain over-the-counter and/or through govern-
ment-sponsored programs. Prescription medications like
varenicline and bupropion were viewed as more effective
for cessation but also more costly. Additionally, there was a
risk of adverse events and need for follow up with these
options: “I had one guy who was so nauseous on it that he
was like, ‘of course I quit. I couldnt even smoke. I'm sick.’
He quit though.”

When counseling, some focused on the positive—what
patients stand to gain by quitting: “/ tell patients that quit-
ting smoking is the number one thing they can do for their
health.” Physicians also emphasized the expense of ciga-
rettes and the savings from quitting.

However, other providers focused on the negative
impacts smoking can have on health including cancers,
breathing problems, amputations, and sexual dysfunction:
“I say the average smoker dies five years earlier and that
can be pretty persuasive.”

Other physicians discussed with patients the impact
smoking has on the family, either from the patient’s reduced
length and quality of life or the impact of secondhand
smoke on loved ones. “/ talk to them about their kids—how
could you do this to your four-year-old?” Many physicians
suggested that having family members participate in cessa-
tion conversations is critical, though most agreed success is
unlikely if there is another person in the household who
smokes.

Many physicians also mentioned that electronic medical
records were helpful in reminding them to screen for
tobacco use: . . .so [ have to check up if they re a current
every-day smoker, or current occasional smoker, a former
smoker, or non-smoker. If they 're a former smoker then you
put in when they quit, what you had to quit. And current,

daily or current occasional we put in, quantitate how much
they smoke per day on average.”

What Are the Barriers to Treating Tobacco Use?

Clinical guidelines stress the importance of counseling
smokers and prescribing cessation medications. However,
the vast majority of the physicians in the focus groups did
not mention following the gold standard “5 A’s model” for
treating tobacco dependence.

Some providers felt their training was inadequate to treat
smoking: “Our training was more about how to document
[smoking].” Providers felt especially inadequately trained
for the counseling aspect of treatment: “I tell them all,
patients find it very difficult, it’s not just them. . .but I don't
feel trained to talk in depth.” Most reported that the training
they had on counseling methods was short (<30min) and
focused on patient intake and asking about smoking his-
tory—not on how to encourage patients to quit. For the
majority, training occurred in medical school or during resi-
dency, which was up to 30years prior for long-practicing
physicians. Outside of psychiatrists, few had training on
motivational interviewing or other behavior change tech-
niques to prompt patients to quit or engage in other healthy
behaviors.

Although physicians of all specialties acknowledged
their role to treat tobacco dependence, there was an assump-
tion among specialty physicians that tobacco cessation
should be handled in the primary care setting because PCPs
have more time with their patients: “It’s every clinician’s
responsibility. But by the same token, most people will go to
see their general doc. . .How much time do you have?”

PCPs agreed it is their role to treat tobacco dependence;
however, they too felt there is insufficient time to do so
properly and that they must balance this with other priori-
ties: “It’s so variable depending on how busy you are, what s
going on. But it’ll be on the patient’s problem list, they 've
got a problem list of 10, and they 've got a couple of active
things. I might not even mention it. But you know, I try to.
Conversely, if they 've got nothing and they just kind of came
in_for something that’s really nothing, I might spend time on
that.”

For specialists treating smoking, they saw their role as
only preventing progression of the disease treated: ““/ think
for the pulmonary doctors it’s just part of our way of trying
to intervene in the progression of the disease, because
there’s no question that has to do with the progression of
coprD.”

Emergency medicine physicians expressed doubts about
their ability to influence patient’s smoking: “I think I real-
ized that ['m not gonna be able to change someone’s behav-
ior seeing them once in the emergency department. . .I can
tell them, ‘In light of your illness, and in light of you having
a really bad cough or pneumonia, you should probably stay



Journal of Primary Care & Community Health

away from smoking for the next week or two weeks to
decrease the likelihood of getting worse’. But I'm making
the assumption that they 're not going to be so wowed by my
medical expertise here, my patient care, they re gonna stop
smoking altogether.”

For psychiatrists, a patient’s smoking could also be an
indication of worsening psychological health: “4 change in
the intensity of smoking may signal. . .a symptom of wors-
ening of psychopathology—something that somebody get-
ting very stressed [sic] and they start smoking more
frequently.”

Those physicians who have access to cessation counsel-
ors and health educators feel that these are the appropriate
professionals to provide care: “I would have a smoking-
cessation educator, somebody who's dedicated. They would
have more time. They could give like maybe a 30-minute
slot as opposed to a 15-minute slot. Whereas we have to do
all the medical problems.”

There was frustration among physicians about their
patients’ struggles with and their reasons for not quitting,
and the health problems they could avoid if they did so:
“Most of these smokers come in with some sort of cough or
bronchitis. . .I'll tell them *. . . you 're coming here six times
a year. And every two months for some sort of cough or
something. . .By smoking, you're. .
getting [sic]. . .a cough and all these bronchitis stuff, as
anyone else. And it takes longer to get better. So if you want
to try this, you might have a chance of skipping four months
not to come here and see me.’ And sometimes that works.
And when they come next time, I say ‘. .. Did you stop
smoking? ‘Cause I told you if you stop smoking, you don 't
have to come and see me as often.” And they’ll say ‘you
know, I tried for like a week. And it didn 't work.” And I'll say
‘well, did you try the patch?’ ‘Oh, no. I forgot what it was, [
lostit. . .’So I say ‘if you have problems with the patch, I'll
give you a lozenge. I'll give you gum. You can't come up
with the same excuse all the time.’ I know it’s an excuse.
They didn 't use it, they didn t fill it. But I try to exhaust all
their excuses.”

Some physicians believed that the available cessation
medications are ineffective: “Sometimes [ feel uncomfort-
able because these things don 't work. Nothing works really.
So you try to convince a patient that you can use Chantix,
you can use Wellbutrin. But I know inside me that these
things are not working. So I feel kind of embarrassed some-
times. Because the patient’s expected to—yes, we have
something that can help you quit smoking. But the way they
take it is, ‘you know, I take this medicine like my blood pres-
sure’s 180, I take it, it goes down. I smoke, I take the medi-
cine, I don't smoke’. It doesn't work that way. So it’s very
difficult to convince patients when you re not yourself con-
vinced that these medicines work.”

Providers also felt that there was not adequate reim-
bursement, considering the amount of time it took to help a

.twice as frequent of

patient quit: “I think it’s a tremendous investment of time.
Parenthetically, not reimbursable. We don't get paid for
referring them and the time that it takes in order to convince
somebody to quit smoking.”

How Do Physicians Prioritize Who to Treat?

In light of the many barriers to treating tobacco dependence,
there are a variety of factors that influence how physicians
prioritize which patients to treat. For many, they are most
likely to treat those who are already suffering from a smok-
ing-related disease: “If'it is someone in their 40s with hyper-
tension, COPD, and other issues, I'll say, ‘we really need to
talk about this. You don't want you to have a stroke or a
heart attack.’ I try to put more effort into getting them help,
which is a lot of my patients. But if I have 30 year old with
no problems, all I'll say is dont want to see them have an
issue later,” though they realized this was not necessarily a
best practice: “If I can translate what they re coming in with
to being related to smoking, then its easier. But I guess 1
should be saying, you shouldn t do it ever.”

Physicians have general awareness of the shift from
heavy to light and non-daily smoking. They differentiate
between these patterns; however, the effort a doctor makes
may depend on their perception of the urgency of the
patient’s need to quit. Patients who have conditions caused
or exacerbated by smoking are considered the most urgent.
Those who smoke more and are likely to endure future con-
sequences or are showing symptoms of more serious prob-
lems are also a priority. Those who smoke less are deemed
less urgent: “The goal is to get them to quit entirely, but I'm
not going to put the same effort into those who rarely smoke
to those who smoke a lot.”

Likewise, young patients who report “social smoking”
did not register as requiring treatment: “Most social smok-
ers are young and do it when they drink. Unless they are
coming in for something related to their smoking, I don't
really press it.”

However, for several physicians, younger patients,
seemed more likely to successfully quit: “/ spend more time
with them [younger smokers]; there is more of a chance of
success.”

Patients who smoked less were also seen by some physi-
cians as having better chances of success: “The only reason
I might is to stratify them, their history. [ would say ‘Are you
smoking?’ If I want them to stop I would say ‘You're only
light smoking, this will be easier.” But [ want to know how
likely they are, have accumulated enough cigarettes to be
screened for lung cancer. To be screened for COPD in a
more serious way. But other than that, smokers that have to
smoke, I'm gonna try to get them to stop. Figuring the last
cigarette is the one that will do some harm.”

Opinions and misconceptions influence how physicians
approach treating tobacco dependence. Many felt patients
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lacked interest or motivation to quit, and therefore it was not
worth addressing the issue in depth: “If a patient doesn t want
to quit there is absolutely nothing that I can say or do that is
going to change their mind; the patient needs to want it.”

The Role of Public Health

Physicians were asked broadly about their experiences with
DOHMH, including use of DOHMH resources and their
knowledge and opinions of population-level tobacco con-
trol interventions. They reported utilizing DOHMH
resources by directing patients to call 311 (NYC’s non-
emergency hotline linking residents to cessation services)
and were aware of DOHMH programs offering counseling
and nicotine replacement therapy: “317 is crucial—if they
ask me what I recommend, I tell them to call 311. In our
discharge paper it tells them if they are interested to call
311 and I circle it.” Providers were also familiar with and
supportive of NYC’s population-level tobacco control
efforts. Physicians’ recall of DOHMH graphic smoking ces-
sation advertisements was high across groups. Among those
aware of the ads, there was unanimous support of the hard-
hitting tone: “The more graphic they are, the more they
scare, which is a big deterrent.” Some participants specifi-
cally mentioned the benefit of showing consequences other
than cancer: “I think the commercials are great. I think
patients are becoming more and more aware of some of the
consequences other than just cancer.”

Discussion

Four primary themes emerged from the data.

(1) Physicians understand risks of smoking, as well as
the basics of treating patients who smoke with coun-
seling and recommending/prescribing medications;

(2) Not all physicians, particularly specialists, treat
smoking; those who do often do not follow clinical
guidelines;

(3) Physicians prioritize who they choose to treat based
upon a number of subjective and objective criteria;

(4) Physicians see the public health or health depart-
ment role as separate from the clinical environment,
despite their awareness and support of population-
level interventions to reduce smoking.

In this study, physicians across all specialties identified a
variety of barriers to treating tobacco dependence. While
there was a shared view across specialties that PCPs are
responsible for treatment of tobacco dependence, PCPs
reported feeling insufficiently trained with behavioral change
methods despite a majority reporting they had some previous
training. They also reported not having enough time to treat
their patients and receive financial reimbursement. Further,

physicians expressed low confidence in the medications used
for cessation treatment, which are designed to minimize
symptoms of withdrawal and mood disturbances, not treat
the underlying causes of tobacco dependence. Some provid-
ers chose to triage treatment towards those who are the sick-
est, who smoke more, who are most at risk of smoking-related
diseases, or who are most likely to quit. As such, physicians
may be less likely to treat patients who have light and non-
daily smoking patterns or provide counseling for those not
ready to quit.

How physicians approach the treatment of tobacco
dependence has likely been influenced by the structure of
the medical field itself, which has traditionally drawn a line
between behavioral and physical health, not only in the way
physicians are trained, but also in the way care is delivered.
Primary care treatment and reimbursement has been more
focused on acute care management, such that scheduling
more visits for preventive care and increasing time with
patients during visits to provide behavioral counseling is
not necessarily institutionally or financially sustainable.
While this study was not designed to assess the connections
among structural, institutional and specialty care factors,
and self-reported physician behavior, physician perspec-
tives in this study do provide insight into why they may
deviate from best practices. By creating their own algo-
rithms of patient risk within the parameters of their profes-
sional time and fiscal responsibility, physicians are
addressing smoking in their patient population to the best of
their ability, even if their training is not comprehensive or if
there is limited flexibility in their clinical care systems.
However, given their low confidence in the efficacy of ces-
sation medications, physicians may be prescribing medica-
tions in a suboptimal manner and continue to perpetuate
their own beliefs that these medications are ineffective.

From a prior study, patients who smoke report that they
expect providers to address smoking at every visit, that
smoking cessation counseling is respectful of the patients’
experiences, and that providers are encouraging, support-
ive, and non-judgmental.'> However, providers in this study
reported a lack of training and time to optimally counsel
patients. This finding was echoed in a 2011 study that iden-
tified 6 themes as barriers to counseling patients about ces-
sation: lack of time, inadequate cessation clinical skills on
the part of providers, inadequate resources, patient resis-
tance to change, patient non-compliance, and language and
cultural barriers.'®

Ensuring all health care providers provide standard
screening, assessment, treatment, and follow up can help
increase the number of people who quit each year. Creating
or promoting online and in-person cessation training to pro-
viders and offering Continuing Medical Education credits
would establish professional incentives for providers who
have never had training to receive it, and for those who
have, to supplement their training with up to date treatment
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guidance. These trainings should include statistics on the
changes in demographic and consumption patterns among
the smoking population, how to best identify and document
smoking intensity, talking points and communication tech-
niques that can be used during counseling sessions, and
suggested workflows, including routine monitoring of pro-
vider and practice-level treatment delivery.

Since many physicians did not see DOHMH as a resource
for training and information, it is recommended that public
health organizations interested in serving this function for
the provider community brand themselves accordingly or
collaborate closely with partners who are seen as a resource.
Professional medical societies and organizations, as well as
large hospital and university systems, are potential partners
in this effort.

Academic, public health, and advocacy organizations
can also influence factors outside of the clinical setting that
support comprehensive cessation treatment. Such organiza-
tions can encourage public and private health plans, and
state officials overseeing such plans, to ensure medication
coverage is broad and minimally cost-prohibitive, and that
mechanisms to improve reimbursement for cessation inter-
ventions are implemented.

Limitations

This study has several limitations. First, specialist groups
included a variety of areas of practice, making common
experiences among participants limited. Second, we did not
include non-physician providers who may also be critical to
addressing smoking.!” Third, by design, we only explored
provider perspectives on challenges specific to following
clinical practice guidelines. We did not investigate their per-
spective on all the challenges that exist for people to quit
smoking, including the contribution various social determi-
nants of health have on the environments to which patients
are exposed and their access to local resources to support
their quit attempts. Finally, we asked providers if they had
formal training but did not specifically define what “for-
mal” meant. Thus, while the majority reported some type of
training, this does not necessarily mean they all had com-
prehensive, structured training and thus findings needs to be
interpreted in that context.

Conclusion

Components of efficacious tobacco dependence treatment
in the clinical setting are well-established, yet we found that
physicians face challenges in translating recommendations
into practice in real-world settings. This study found that
there are several barriers preventing patients who smoke,
including those with a light or non-daily smoking pattern,
from receiving optimal treatment: limited time during the
clinical encounter, physician knowledge and beliefs, and
physician ownership (or lack thereof) of the treatment of

tobacco dependence. In addition to the larger policy efforts
related to legislation and taxes, public health organizations
can assist physicians via: (1) population-level interventions,
such as media campaigns and quit line services; (2) bolster-
ing education and training of clinicians through Continuing
Medical Education; (3) providing technical assistance on
adopting system changes to enhance treatment delivery; (4)
partnering with professional organizations and medical and
educational systems; and by (5) advocating for insurance
policies that are comprehensive and provide adequate
resources to help patients quit for good.
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