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Sixty-six physicians were randomized to three groups to conduct a 1-month
campaign to help their patients stop smoking. The workshop group received free
patient education materials and a 6-hour training workshop. The materials
group received free patient education materials, and the no-assistance group
received nothing. A telephone interview was completed with 89% of the 6767
eligible adult patients seen during the month of the campaign. The brief training
program and patient education materials marginally increased the smoking
intervention activities of volunteer physicians in private practice. Both workshop
and materials physicians asked 54% of their smoking patients to stop; no\x=req-\
assistance physicians asked 40%. One year later, 36% of patients who had not
even been asked by their doctors if they smoked reported that they had tried to
stop smoking. If the physician had asked the patient if he or she smoked, the
probability of a quit attempt was 47%. Patients who had been asked if they
smoked were more likely to claim to have stopped (13%) than patients who had
not been asked (9%). However, the proportion of patients claiming continued
abstinence (range, 12% to 14%) was not related to the group of the physician.

(JAMA. 1989;261:2101-2106)

SMOKING is a major contributor to
morbidity in the population of the Unit¬
ed States.1 The negative effects of to¬
bacco cost $54 million in 19842 and have
been estimated to be responsible for ap¬
proximately 10% ofall deaths and a sim¬
ilar proportion of health care costs.3
Therefore, an effective smoking cessa¬
tion program may be one of the more

important activities that a health care

organization can develop. A decade ago,

Russell et al4 documented that a physi¬
cian could make a significant impact on

smoking cessation rates simply by ad¬
vising patients to quit smoking and giv¬
ing them a smoking cessation brochure.
Meta-analysis of smoking cessation tri¬
als indicates that no single intervention
strategy is particularly more effective
than all others; rather, intervening
through multiple modalities and multi¬
ple therapists over the longest possible
time and largest number of circum¬
stances will yield the greatest effect.5
While office-based interventions have a

great potential to help patients stop
smoking, physicians are almost uni¬
formly pessimistic about the effective¬
ness of their efforts.6 This pessimism
needs to be overcome if doctors are to
effect smoking cessation interventions.

Because many physician-based trials
have been moderately successful and
because giving a moderately successful
intervention to the majority of patients
would have more effect on the popula¬
tion than giving a highly successful in¬
tervention to only a few patients, the
task ofDoctors Helping Smokers was to
be the development and testing of a pro¬
gram to help physicians incorporate
currently identified smoking cessation
interventions into their practice rou¬
tine. The hypothesis to be tested during
Round I was that physicians trained in a

workshop would be more effective in
helping their smoking patients quit than
would similar volunteer physicians who
received only patient education materi¬
als or a group of physicians that re¬
ceived no assistance.

METHODS
Physician Recruitment
and Randomization

In November 1984, the 1110 physi¬
cians whose names appeared on the
mailing list of the Minnesota Academy
of Family Practice were each sent a re¬
cruitment brochure, and a randomly se¬
lected two thirds of these physicians
were sent a recruitment letter with the
brochure. The recruitment brochure
included facts about smoking that
stressed the importance and effective¬
ness of the physician as a giver of smok¬
ing cessation advice. It also listed the
trial goals, the three groups to which a

physician might be assigned, and the
end point of the trial. Finally, it included
the names of the investigators and a
tear-off postcard so that the physician
had a mechanism with which to indicate
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interest in the study. If a letter accom¬

panied the brochure, it stated that
smoking is the single most important
cause of death and disability among the
physician's patients and that a brief
message from a physician could help up
to 30% of smoking patients stop within 1
year. The letter also reiterated the bro¬
chure's description of the study and ex¬

pressed appreciation for the reader's in¬
terest in the study. The different types
of recruitment materials had absolutely
no effect on physician response rates;
details of this trial are reported else¬
where (T.E.K., L.I.S., Shirley Conn,
MSN, et al, unpublished data, October
1988).

One of the investigators telephoned
each of the responding physicians. The
physicians were read a checklist to de¬
termine whether they were willing to
complete the tasks required by the trial:
attend a 1-day workshop if randomized
to the workshop group, give the investi¬
gators the names and telephone num¬
bers of consenting adult patients seen

by them in their clinic, and respond to a
99-item questionnaire on four occasions.
The purpose of the questionnaire was to
later link the characteristics of the phy¬
sicians' practice environments plus
their knowledge, skills, confidence, and
beliefs about smoking cessation to their
performance during the trial. Respons¬
es to the questionnaire did not influence
the randomization process, and the
questionnaire data were not tabulated
until the campaign was completed. Phy¬
sicians who agreed to these stipulations
were sent a letter of confirmation and
the 99-item questionnaire. When the
physician returned the questionnaire,
he or she was randomized to one of three
groups: workshop, materials, or no
assistance.

After the randomization had been ini¬
tiated, it became apparent that some

physicians had given home addresses
while others had given work addresses.
This had prevented the investigators
from recognizing all cases in which mul¬
tiple physicians from the same group
had responded to the recruitment let¬
ter. To prevent contamination from
having physicians of the same practice
in different trial groups, all physicians
in the same practice were either moved
to the most intense level of intervention
to which any of them had been originally
randomized or, if not yet randomized at
the time this problem was discovered,
added to the group to which their part-
ner(s) had been randomized. Ten physi¬
cians were moved among groups: four
from the materials group to the work¬
shop group, three from the control
group to the materials group, one from
the no-assistance group to the work-

shop group, and two from the materials
group to the no-assistance group. This
resulted in the workshop group having
the most physicians (n = 27), the no-as¬
sistance group having the least physi¬
cians (n = 17), and the materials group
an intermediate number (n = 22). The
original research proposal postulated
that a difference in mean cessation rates
between the workshop and no-assis¬
tance groups would be 5 percentage
points. Given 17 physicians in each
group and an SD of 0.075, the power to
detect this difference at an a value of. 05
would be approximately .80.'
Physician Training

Physicians in the workshop group
were asked to participate in a 6-hour
workshop that was given on two occa¬
sions. The workshop started in the
morning with two presentations of 30
minutes each about the effects of smok¬
ing on the progression of chronic dis¬
ease, and private practice organization
to give smoking counseling. These two
sessions were followed by a 1-hour pre¬
sentation on doctor-patient interven¬
tion skills, including the use of nicotine
chewing gum and a 1-hour introduction
to smoking cessation techniques. The
afternoon sessions included two 1-hour
small-group workshop sessions, one on

counseling skills and one on planning the
practice for smoking cessation interven¬
tions. The final half hour of the day was
devoted to summary and discussion.

Physicians in the workshop group and
in the materials group received 100
copies of Quit-and-Win, a smoking ces¬
sation manual that could be used as an
instructor's manual, as a self-help
guide, or as one part of a comprehensive
intervention. The physicians were ad¬
vised to give a copy to any patient who
smoked. They were told that their sup¬
ply of Quit-and-Win booklets would be
replenished when required. The no-
assistance group received no assistance
from the investigators.

The physicians were recruited in No¬
vember and December 1984, and the
two workshops were held in January
1985. All physicians were asked to ask
each adult (aged 18 to 70 years) seen

during February 1985 if he or she
smoked tobacco. They were also asked
to advise patients who smoked of the
importance of their quitting, ask them
to set a quit date, and ask them to return
for a follow-up visit.
Assessment of Patient
Characteristics and
Physician Behavior

At the end of each workday during
February 1985, the names and tele¬
phone numbers ofall adult patients seen

by each physician that day were mailed
to the investigators. Those patients
were interviewed over the telephone by
trained and certified interviewers. If
the patient could not be contacted after
13 attempts at different times of the day
on different days of the week, the pa¬
tient was considered lost to follow-up.
The questionnaire included 102 items.
In addition to demographic questions
and questions about the patient's smok¬
ing habits, questions about the patient's
health status and the patient's visit with
the physician were included. Patients
were also asked about the prevalence of
smoking in their social environment and
the support they received from their
spouse or others who were emotionally
important to them. Third, patients
were asked four questions about the ex¬
tent to which they felt in control of their
life, the confidence they felt about han¬
dling personal problems, the extent
that "things were going [their] way,"
and the extent to which difficulties were

piling up. Finally, patients were asked
to give the name and telephone number
of a friend or relative who lived at anoth¬
er address but would know of their
whereabouts if they should move.

Assessing Physician Behavior
Change in Response to
the Recruitment Program

To test whether the recruitment peri¬
od affected physician behavior toward
the smoking patient, the clinics were

requested to supply the visit dates in
the previous year for all patients who
claimed to have quit smoking in the 3
months prior to February 1985. Visit
dates during the previous year were
also requested for a 20% sample of cur¬
rent smokers. These data were used to
determine whether patients seen by the
physicians after the physician recruit¬
ment period but before the February
1985 campaign were more likely to have
quit smoking than patients not seen by a

physician during this period.
Assessment and Verification of
Patient Behavior

Patients who declared at the baseline
survey that they smoked were sched¬
uled for reinterview 1 year later. If the
original telephone number was wrong,
out-of-order, or disconnected, or if the
interviewer team was unable to contact
the patient, the clinic was called for an

updated telephone number or current
information on the respondent. If this
proved fruitless, the friend or neighbor
named in the baseline questionnaire
was contacted. If this person did not
know of the subject's whereabouts, an

attempt was made to locate the patient
through directory assistance. If this
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failed, the patient was considered lost to
follow-up. The domains addressed by
the 1-year follow-up questionnaire were

very similar to those addressed by the
baseline questionnaire.

Except in the presentation of the
results of cotinine verification, patients
who either could not be contacted or
refused to be interviewed were as¬
sumed to be continuing to smoke and
were assumed not to have made any
cessation attempts. Patients who
claimed to have become and remained
nonsmokers during the year following
the February 1985 campaign were of¬
fered $15 if they would submit to a

venipuncture within 5 days to test for
cotinine in the blood. Patients who
failed to keep the appointment for cotin¬
ine analysis were rescheduled for veni¬
puncture up to four times. After four
failures, these patients were considered
to be continuing to smoke. Serum cotin¬
ine levels were measured using a stan¬
dard technique.8
Data Analysis

The physician was the unit of analysis
in this study, and the behavior of the
physician was measured from the inter¬
view responses of his or her patients
who were seen during the intervention
period. The attribute of each group of
physicians is the average of the attri¬
butes of the individual physicians in that
group. Multivariate regression was
used to adjust for potentially confound¬
ing effects of differences among the
groups ofdoctors and their patients.

Data that are presented as propor¬
tions were analyzed with x2 analysis.
Data reported as means and SDs were

analyzed with analysis of variance with
2 and 63 df. Life-table analysis was used
to examine relapse patterns of the pa¬
tients who attempted to quit smoking. P
values greater than .10 are reported
only as nonsignificant.
RESULTS
Physician Characteristics

Sixty-six of the 109 physicians who
returned postcards indicating interest
in the trial were able to participate in
the intervention trial (Table 1). The
workshop group had approximately
twice the proportion of women physi¬
cians in comparison to the other two
groups, but this variation was not sta¬
tistically significant. Neither the mean

age of the physicians, the size of the
clinics, nor the patient load on the physi¬
cian differed significantly among the
three groups. The higher proportion of
physicians in the no-assistance group
who were in practice in a metropolitan
area was not significant. On the aver-

Table 1.—Attributes of Physicians Randomized Into Round I of Doctors Helping Smokers Trial

Physician Treatment Group
Attribute Workshop Materials No Assistance P*

No. of physicians 27 22 17

Female, %_22^2_9J_VU8_Not significant (NS)
Physician age, y_37.9 ±9,7 39.5 ±7.7_44.3±11.7_NS_
No. of physicians per clinic_8.7±9.2_9.2±6.5_8.8±10.6_NS_
No. of patients seen per day 13.6±4.9 16.2±8.4 11.6±3.0 NS
Clinic location, %
Metropolitan_37^0^_3M_64.7

_

]
Nonmetropolitan but a5000 22.3_37^2_33.5

_

> NS
Town <5000_40/7_36A_11.8 J_

Average No. of
patients interviewed
per physician_89.9±31.5 95.0±40.3_90.4±35.1_NS_

Average No. of
smokers Interviewed
per physician 25.7 ±13.0 28.0 ±14.6 24.5 ±11.4 NS

*P values for percentages are based on x' analysis. P values for means ( ± SD) are based on analysis of variance.

Table 2.—Patient Reports of Physician Activity During the Cessation Campaign Period of Round I of
Doctors Helping Smokers Trial*

Physician Treatment Group
Variable Workshop Materials No Assistance P

No. of physicians
in group 27 22 17

Patient reports being
asked if he or she smokes_58.3 ±24.1 61.0 ±29.0_51.4±24.9_Not significant (NS)

Smoking patients report
Being asked to quit_54.3±17.3 54.9 ±20.0_39.7± 14.2_<.025
Agreeing to quit smoking_27.6±14.5 25.5±12.9_17.1 ±8.1_<.025_
Being asked to set quit date 18.5 ± 14.9_9.6 ±19.5_5.4±17.3_<005
Being given follow-up

appointment_10.3±12.7 6.9±10.1_3.8±5.5_NS_
Receiving supportive

materials 36.9±16.9 36.4±15.7 10.6±7.7 <.0001

•Figures represent average (±1 SD) of the proportion of patients with the attribute for each physician in the
group.

age, 90 patients of each physician in
each group were interviewed, and ap¬
proximately 25 patients of each physi¬
cian currently smoked.
Interview Rates

Telephone interviews were com¬

pleted with 6053 patients, 89.4% of the
patients whose names were submitted
by the participating physicians. Only
3.3% of the patients refused to be inter¬
viewed. The remainder had no tele¬
phone, had an incorrect telephone num¬
ber for which no correct one could be
established, could not be reached after
13 attempts, or were ineligible for the
study because of age, language prob¬
lem, or being too ill to talk on the
telephone.

Approximately 27% (1653) of the pa¬
tients declared they were currently
smoking. This proportion did not vary
significantly among the three physician
treatment groups. Over 87% of the
patients smoking at baseline were
interviewed 1 year later. Follow-up
rates for patients of physicians in the

workshop, materials, and no-assistance
groups were 86.8%, 87.5%, and 86.8%,
respectively.
Patient Attributes

The average age of the patients was

slightly over 40 years, and two thirds of
the patients were women. The average
cigarette consumption for patients who
smoked was just under one pack per
day. On the average, patients who
smoked rated their desire to quit smok¬
ing as 6.4 on a scale from 0 (least) to 10
(greatest). About 14% of the patients
who had been smoking a year prior to
the baseline interview claimed to have
quit smoking by the time of that inter¬
view. While a higher proportion of the
patients of physicians in the no-assis¬
tance group had at least some education
beyond high school (51.8% vs 42.1% for
patients of physicians in the workshop
group and 42.9% for patients of physi¬
cians in the materials group [P<.001]),
the distributions for the other variables
did not differ significantly among the
patients in the three groups.
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The Effect of Physician Recruitment
Efforts on Baseline Patient Smoking
Cessation Efforts

Six percent of the patients who had
smoked in the previous year quit smok¬
ing between the time their physician
had been recruited to the trial and the
start of the February 1985 campaign.
While the probability of patients stop¬
ping smoking was almost 9% if they had
visited their doctor and 5% if they had
not, only 7% of the patients had visited
their doctor in the 3-month physician
recruitment period before the trial. The
effect on baseline quit rates attributable
to the patients' visiting the doctor im¬
mediately before the campaign was only
0.2%.

Physician Behavior During
the Intervention

Slightly over half of the patients
interviewed reported that they had
been asked if they smoked when they
went to see their physicians during the
campaign (Table 2). The proportion did
not vary significantly by intervention
group.

Patients who smoked and saw physi¬
cians in the workshop or materials
groups were significantly more likely
than smoking patients who saw physi¬
cians in the no-assistance group to re¬

port that their physician had asked them
to quit smoking. Likewise, patients
who smoked and saw physicians in the
workshop or materials groups were
more likely than patients who smoked
and saw physicians in the no-assistance
group to report agreeing to quit smok¬
ing. Almost 20% of patients seen by
physicians in the workshop group re¬

ported that they had been asked to set a

quit date. The respective figures for pa¬
tients seen by physicians in the materi¬
als and no-assistance group were 10%
and 5%. While the difference did not
quite reach significance, a greater pro¬
portion ofpatients seen by physicians in
the workshop group were given a fol¬
low-up appointment than patients seen
either by physicians in the materials
group or by physicians in the no-assis¬
tance group. One third of the patients
seen by physicians in the workshop and
materials groups reported that they had
received printed materials about smok¬
ing cessation. The figure for patients
seen by no-assistance group physicians
was 11%.
Factors Related to Attempts to Quit
Smoking and to Claims of
Successful Cessation

The difference in cessation attempts
between lowest and highest educational
level was 17 percentage points (Table
3). An 11-percentage point gradient in

Table 3.—Factors Related to Smoking Cessation Attempts During the Year of Follow-up and Related to
Claimed Abstinence at the Time of Follow-up Interview

Variable
% Reporting a

Cessation Attempt
% Claiming
Abstinence

Education
<Hlgh school
High school
Vocational school
Some college
College graduate
Advanced degree

35.2
46.5
42.7
54.7
48.1
52.5

Patient Attributes

<.05

8.8
11.0
15.1
15.8
15.6
20.0

<.05

No. of cigarettes per day
at baseline

1-9
10-19
20-29
30-39
40 +

51.6
48.2
43.9
46.9
38.3

<.10 <.0001

Desire to quit smoking at
baseline

Low (0-3)
Medium (4-6)
High (7-10)_

29.5
35.6
59.1

<0001
7.2
7.6

16.3
<.0001

Patient asked if
he or she smokes

Yes
No

Patient-Physician Interaction During the Intervention Campaign

47.2
36.1 <,0001 13.1 1

9.2 I <.05

Patient asked to
quit smoking

Yes
No

49.6 1
38.2 ! <.0001 12.8 1

11.1 J Not significant (NS)
Patient agreed to

quit smoking
Yes
No

59.5 1
39.1 / <.0001 16.0 1

10,7 S <.01

Patient asked to
set a quit date

Yes
No

56.9 \
42.3 J <.0001 9.8 1

12.3 J NS

Patient given printed
materials

Yes
No

52.3 1
40.3 J <.0001 11.9 1

12.0 I NS

Patient given follow-up
appointment

Yes
No

52.6 1
43.4 J

10.31
12.1 J NS

Spouse support for
cessation

Low
Medium
High

Attributes of the Patient's Social Environment Reported at Follow-up

42.6
51.9
61.0

<.0001
3.1
8.5

19.1
<.001

Support for cessation
by nonspouse
significant other

Low
Medium
High_

Reported smoking
rates among
acquaintances

Low
Medium
High

45.8
56.1
61.1

60.1
52.
52 I}

<.0001

<05

6.2 1
12.6 \19.1 J

19.4
12.
9
 415
.4 I

<.0001

<.0001

*P values represent results of x2 analysis of 2 x n contingency tables with 1 df.

the same direction was present for ces¬
sation success. Daily cigarette con¬

sumption at baseline strongly predicted
both cessation attempts and success.
Cessation attempt rates declined 13
percentage points and success rates de¬
clined 19 percentage points with in¬
creasing cigarette consumption. Desire
to quit smoking at baseline was associat¬
ed with a 30-percentage point differ¬
ence in cessation attempts between
those with a low desire and those with a

high desire. A 9-percentage point dif-

ference was present for claims of suc¬
cessful cessation.

Patients who reported being asked to
quit smoking reported more cessation
attempts but not more success. Patients
who agreed to quit smoking at baseline
were significantly more likely to report
that they had tried to quit smoking (a
difference of 20 percentage points) and
were more likely to report successful
cessation at follow-up (a difference of 5
percentage points). Asking the patient
to set a quit date, giving the patient
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Table 4.—One-Year Follow-up Smoking Patterns Among Patients Smoking at Baseline of Round I of
Doctors Helping Smokers Trial*

Physician Treatment Group
Variable Workshop Materials No Assistance

No. of physicians in group 27 22 17
% of patients reporting an

attempt to quit smoking
(>24 h without
smoking) 43.2 ±15.8 44.0±9.6 Not significant (NS)

Duration of cessation, d 53.3 ±33.4 66.7±63.1 74.2 ±35.8 NS
Month of quit attemptt 7.4±1.6 7.8 ±1.2 8.2 ±2.0 NS
% of patients reporting not

smoking at time of
interview 11.8±7.7 12.0 ±7.4 NS

Cotinine analysis, %
<n) (660) (593) (400)
Currently smoking 74.6 75.9 72.8
Interview not completed 13.2
Cessation verified 5.5 5.4 5.0
Failed confirmation 1.5 0.8 0.8
Refused confirmation 3.2 4.4 6.8
Moved out of area 0.8 0.2 0.2
Using gum or snuff 1.0
Insufficient serum 0.0 0.0 0.2
Total 100.0 100.0 100.0

NS

'Except for the cotinine analysis, the figures are the average (±1 SD) of the proportion of patients with the
attribute for each physician in the group. Because of the small numbers of patients claiming cessation for each
physician, analysis of cotinine data was performed without regard for physician within treatment group. The cotinine
data were analyzed in an 8 x 3 contingency table.

t1 = January, 2 = February, etc.

<
c
qt
o
Q.
Q
a.

100 150 200 250 300 350 400 450

Duration of Abstinence, d

Duration of abstinence for patients trying to stop smoking. The relapse curve has three phases, an initial rapid
phase from 0 to 60 days followed by an intermediate phase and a low-relapse phase. Interventions limited to
inducing cessation without attention to relapse are unlikely to significantly affect long-term cessation rates.

educational materials, and giving afol¬
low-up appointment were all associated
with an increase in cessation attempts
but were not associated with increases
in reported abstinence.

While report at follow-up of low
spouse support for cessation was associ¬
ated with cessation attempt rates of
43% and abstinence rates of3%, report
of high spouse support was associated

with cessation attempt rates of 61%
(P<.0001) and reported abstinence of
19% (P<.001). A similar pattern was
present for reported support from a

nonspouse who was socially significant
to the patient.
1-Year Follow-up

One year after the campaign, almost
half of the patients in each of the three
groups who were smoking at baseline
reported that they had quit smoking for
at least 24 hours during the previous
year (Table 4). The mean duration of
cessation was 2 months. The cessation
attempts by the patients seen by physi¬
cians in the workshop group tended to
occur slightly earlier than the cessation
attempts by the patients seen by physi¬
cians in the other two groups, but the
difference was not significant. The av¬

erage proportions of patients who
claimed abstinence at the time of the
follow-up survey were not different
among the three groups. Cotinine-veri-
fied cessation rates did not differ among
the groups either. Multivariate adjust¬
ment for differences for sex of the physi¬
cian, sex of the patient, educational sta¬
tus of the patient, number of cigarettes
smoked per day, the desire to quit
smoking, and practice location affected
neither the proportion ofpatients claim¬
ing a cessation attempt nor the pro¬
portion of patients claiming sustained
abstinence.

Life-Table Analysis of
Patient Relapse

One fourth of the patients who re¬

ported that they had quit smoking for at
least 24 hours relapsed within 2 days.
Half of the group that quit smoking for
at least 24 hours relapsed within a week.
Sixty-five percent of the group relapsed
within 1 month (Figure). If a patient
was able to remain abstinent for 180
days, the probability of relapse within
the next 180 days was low.

COMMENT
A cascade of three discrete interven¬

tions had to occur successfully for Doc¬
tors Helping Smokers to have overall
success. The intervention had to change
physician behavior, the advocated phy¬
sician behavior had to stimulate patient
smoking cessation attempts, and the pa¬
tient cessation attempts had to trans¬
late into long-term abstinence from
smoking.

Doctors Helping Smokers was able to
accomplish each of these tasks in part
but was unable to achieve the desired
end point of a clinically significant in¬
crease in the rate of long-term absti¬
nence. Physicians in the workshop and
materials groups asked significantly
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more patients to quit smoking, signifi¬
cantly more patients agreed to quit
smoking, and significantly more pa¬
tients reported being asked to set a quit
date. The differences among the groups
were clinically significant: 10 to 15 per¬
centage points in most cases.

Physician action, regardless of the
group to which the physician was as¬

signed, also stimulated cessation at¬
tempts. Any given action—asking pa¬
tients if they smoked, asking patients to
quit, asking patients to set a quit date,
giving educational materials, or giving a

follow-up appointment—increased ces¬
sation attempts by about 10 percentage
points. The simple act of asking a pa¬
tient if he or she smoked increased sus¬
tained abstinence by 4 percentage
points, an intervention effect approxi¬
mately equal to that observed by Rus¬
sell et al."

The overall intervention appears to
have failed to achieve the desired end
point for three reasons: First, impact
was lost at each level of the cascade; by
patient report, physicians asked only
halfof the patients to quit smoking. Sec¬
ond, the effect of the physician advice on
cessation attempt rates was small in
comparison with the rates of spontane¬
ous cessation attempts (11% vs 36%).
Third, the effect of physician advice on
the percentage of the patients who were
abstinent at the end of the trial was also
small in comparison with the percent¬
age who spontaneously achieved sus¬
tained abstinence (<3% vs 11%). Thus,
the effect of modest change in physician
and patient behavior from the interven¬
tion got lost in the "noise" of high spon¬
taneous cessation attempt rates fol¬
lowed by modest rates of sustained
abstinence among those who spontane¬
ously attempted cessation.

The results of this trial suggest that
physicians' pessimism about changing
the smoking habits of their patients is
rooted in reality. Advocates of physi¬
cian-based smoking interventions must
rethink what they are asking of physi¬
cians if they are to expect the physi¬
cians' ongoing involvement in these
tasks. This intervention provided the
physician with materials and brief addi¬
tional education, but no education was

provided for clinic staffs. Physicians
were trained to ask about smoking, ad¬
vise quitting, request quit dates, and
give follow-up appointments but were
not taught how to help patients remain
abstinent once they attempt quitting.
These appear to be crucial omissions in
the design of the intervention.

The following opportunities are also
available to improve effectiveness:

• The physician acting without help
from the clinic system has difficulty

even identifying which patients smoke.
Therefore, the American Academy of
Family Physicians, Kansas City, Mo,
has developed a kit for creating an office
system that will cue and reinforce the
physician in giving smoking cessation
advice.

• Spontaneous cessation attempts
are frequent. One third of the patients
who were not even asked about smoking
by their physician and almost half of all
patients reported trying to quit smok¬
ing during the year of follow-up. The
opportunities for more successful out¬
comes are present if the physician will
work to prevent relapse in the patient
who has recently quit smoking. Inter¬
ventions to increase cessation attempts
could increase sustained abstinence by a
maximum of 4 percentage points; inter¬
ventions to prevent relapse could
change the rates of sustained absti¬
nence by more than 25 percentage
points.

• Interest in stopping smoking may
increase overtime. One third ofpatients
who reported at baseline a low desire to
quit smoking reported at follow-up that
they had quit smoking for at least 24
hours. At follow-up, 7% of these pa¬
tients reported that they were not cur¬

rently smoking. The patient who is not
ready to accept help at one visit may
well accept help at a subsequent visit.

• Smoking is a social behavior, and
social support is crucial in the process of
becoming and remaining an ex-smoker.9
In this study, a supportive social envi¬
ronment had a threefold to fourfold larg¬
er effect on abstinence than physician
advice. Because social behaviors are
"anchored in the 'social reality' of the
group,"10 physicians might be more suc¬
cessful if they can make use of the pa¬
tient's social environment to support
nonsmoking. Helping the patient identi¬
fy family and friends who are willing to
provide emotional support for absti¬
nence may be effective. The physician
can also use his or her own socially influ¬
ential professional role to help and sup¬
port patients who want to quit smoking
or have quit smoking; providing help to
those who want help lets the physician
meet his or her need for patient demand
while helping the patient achieve long-
term abstinence.

Observations from at least two other
sources are important:

• Individualized, ongoing, and in¬
tense support for the patient who is
quitting or has quit smoking is the ele¬
ment of interventions that produces
success.5

• Perception of patient demand for a
service strongly influences whether a

physician will offer the service to a pa¬
tient."15

The failure of the first round of Doc¬
tors Helping Smokers to have a signifi¬
cant influence on long-term smoking
cessation rates, even though both phy¬
sician and patient behaviors were influ¬
enced by the intervention, suggests
that approaches other than brief train¬
ing workshops or free patient education
materials are needed if the physician is
to help his or her patients to stop smok¬
ing. From the data presented here, it
appears that physicians need to be pro¬
vided with a reinforcing occupational
and social environment that will cue
them to reinforce their patients' at¬
tempts to become, and particularly re¬

main, ex-smokers.

This study was supported in part by National
Institutes of Health grant CA38361, National Insti¬
tute of Drug Abuse grant DA04066, and a National
Institute of Drug Abuse Research Scientist Award,
DA00109 (Dr Hughes).
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