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Abstract 

Smoking is the leading cause of preventable death. An estimated 40 million adults in the United 

States currently smoke cigarettes (Center for Disease Control and Prevention [CDC], 2012), 

furthermore, nearly seventy percent of adults that smoke want to quit (World Health 

Organization [WHO], 2011). Unfortunately, pregnant women make up part of this tobacco using 

population. Women Infants and Children (WIC) clinics are located all over the United States and 

attempt to help women and their children from a low socio-economic status (SES) with nutrition 

and overall well-being. Since smoking during pregnancy leads to multiple preventable 

complications, it is of vital importance that nurses are able to assess and refer clients’ to 

appropriate cessation resources (Tobacco Free Kids, 2015). The PICOT question for this 

scholarly project is: For the Women, Infants and Children (WIC) nurses at the Livingston County 

Public Health Department, does the implementation of a "brief intervention and referral to 

treatment" training program and staff mentoring lead to improved knowledge, confidence and 

increased rates of performing brief interventions with clients and an increased number of 

tobacco interventions provided to women who smoke? 

The Livingston County, Michigan WIC staff were trained and mentored on brief 

interventions for smoking cessation, also known as the 5 A Model (Ask,  Advise, Assess, Assist, 

and Arrange) (“Treating Tobacco Dependence”, 2008).  The results of this project indicated that 

nurses’ knowledge, confidence and follow-up were increased with statistical significance 

compared to the data pre-intervention. While the findings are not generalizable, they could be 

transferable at the microsystem level to other WIC clinics.  
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Smoking Cessation Counseling Training for WIC Nurses 

“Low-income people smoke more, suffer more, spend more, and die more from tobacco 

use” (Tobacco Free Kids, 2014, para. 1). Livingston County, Michigan is home to many 

vulnerable populations, including those from a low socioeconomic status (SES). According to 

the U.S. Census Bureau (2014), 6.3% of the population living in Livingston County, Michigan, 

are living below the poverty level. There are many community resources available to help 

populations in need. Created in 1968, Women, Infants and Children (WIC) is a national program 

hosting approximately 1,900 local clinics. WIC provides federal grants for “supplemental foods, 

health care referrals, and nutrition education for low-income pregnant, breastfeeding, and non-

breastfeeding postpartum women, and to infants and children up to age five who are found to be 

at nutritional risk” (U.S. Department of Agriculture [USDA],  2015a, para. 1). While the focus of 

WIC is nutrition, their clients have access to many resources that include health screenings, 

immunization screenings, substance abuse referrals and more (USDA, n.d.).  

Improving healthcare outcomes using evidenced-based practice (EBP) is an essential role 

of the Doctor of Nursing Practice (DNP) graduate (American Association of Colleges of Nursing 

[AACN], 2006). Literature has validated that nurses’ knowledge, confidence and performance is 

increased when given the proper education and tools in relation to smoking cessation.  The 

purpose of this quality improvement (QI) project was to provide and examine research-proven 

education and tools for the nurses at the Livingston County WIC clinic. This final paper will 

include a comprehensive review of the literature, theoretical framework, share the project 

description, and then will conclude with results and evaluation methods, recommendations for 

practice and dissemination of results.  
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Significance of the Practice Problem 

The United States spends nearly $300 billion dollars per year related to smoking and 

tobacco use (U.S. Department of Health and Human Services [HHS], 2014). Vulnerable 

populations need to be a focus of the DNP graduate in order to do their part in improving health 

outcomes. Pregnant and postpartum women from a low SES are particularly vulnerable. 

Individuals from a low SES smoke more and suffer an uneven amount in comparison to those 

from higher SES in regards to ailments causes by smoking (Tobacco Free Kids, 2014). To add 

more power to the disparities, lower income populations have limited access to healthcare 

resulting in less primary care, and later problem identification that can equate to poorer 

outcomes. Compared with babies born to nonsmokers, babies born to women who smoke during 

pregnancy are more likely to be born prematurely, have a low birth weight, born with a cleft lip 

or palate and are at an increased risk for Sudden Infant Death Syndromes (SIDS) (CDC, 2014). 

According to the HHS (2006) a person’s chance of developing lung cancer is increased by 20-

30% by living with a smoker. Infants that inhale second-hand smoke are also at an increased risk 

for ear infections, asthma, pneumonia and bronchitis (CDC, 2014). As barriers are identified, the 

disparities compound resulting in cyclic adversities that effect populations at the micro, meso, 

and macro-system levels of health.  

Livingston County, Michigan is located approximately one hour northwest of Detroit and 

known as a great place to raise a family. However, in Livingston Country over 6% of the 

population lives in poverty, putting women, infants and children from a low SES at a stark 

disadvantage. The current standard for WIC eligibility in the state of Michigan is an individual or 

family must be 185% below the Federal Poverty Level (FPL) (Michigan Department of Health 

and Human Services [MDHHS], 2015a). Meaning that for a family of four, their income must be 
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at or below $44, 863. Any pregnant or postpartum woman, infant or child on Medicaid is 

automatically eligible for WIC (USDA, 2015a).  Something important to note is that women 

enrolled in Medicaid were three times more likely to smoke than women with private insurance 

(CDC, 2014). According to the Centers for Medicare and Medicaid Services [CMS] (2014) 40% 

of all births in the U.S. are financially covered by Medicaid for pregnant women.  

Seventeen percent of adults smoke in Livingston County, which is only one percent 

below the national average of 18% but 7% above the state average in Utah (Centers for Disease 

Control and Prevention [CDC], 2014). Livingston County has a WIC clinic located in their 

county health department. The current WIC health screening has a question about tobacco use, 

however the Livingston County WIC clinic does not require the question be asked nor have a 

documented response. The WIC clinic in Livingston County currently serves approximately 

2,100 women, infants and children and statewide WIC serves over 250,000 clients. In 2014, 

Michigan gave WIC close to $57 million dollars to fund supplemental food for families in need 

as well as staff and run local WIC clinics throughout the state (USDA, 2015b). The Livingston 

County health department is staffed with five registered nurses (RNs), one dietician and five 

support staff. Their current WIC data suggest that just over 15% of their clients smoke, taking 

into account those are only the ones that self-reported their use when the question was asked (E. 

Brown, personal communication, July 10, 2015).  

 There has been an immense number of studies done on tobacco use and most effective 

cessation strategies, but there is less known about nursing’s impacts and contributions to it.  Barr, 

Houston-Miller, Hasan and Makinson (2013) found that healthcare professionals receive 

inadequate training for providing smoking cessation assessment and counseling. The nurses 

working in the Livingston County WIC clinic serve as support at the micro level that can 
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positively impact smoking cessation rates if given the tools, education and resources. Sheffer, 

Barone and Anders (2011) concluded that if all nurses received the brief intervention training, 

key public health benefits would be likely reached.  Hence, nurses play a key role in treating this 

worldwide tobacco crisis.  

PICOT Question 

 A PICOT question is essential when assessing the outcome of an intervention. PICOT 

questions look at the population (P), the proposed intervention (I), the compared intervention 

(C), predicted outcome (O), and the timeframe surrounding the project (Polit & Beck, 2012). For 

this quality improvement (QI) practice - change project, the PICOT question is: For the Women, 

Infants and Children (WIC) nurses at the Livingston County Public Health Department, does the 

implementation of a "brief intervention and referral to treatment" training program and 

mentoring lead to improved knowledge, confidence and increased rates of performing brief 

interventions with clients and an increased number of tobacco interventions provided to women 

who smoke? 

Population 

This smoking cessation quality improvement project took place at the microsystem level, 

meaning outcomes were measured at that level. The population evaluated was the nurses 

working in the health department who would provide the brief intervention and referral to 

treatment intervention to clients. In addition, the five support staff and one dietician received the 

training, but were not a focus for evaluation.  

Intervention 

The United States Public Health Service (PHS) has developed clinical practice guidelines 

widely used smoking cessation model based on the 5 A’s methods for brief interventions, also 
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known as the 5 A Model (“Treating Tobacco Dependence”, 2008). The steps of the 5 A model 

are to 1.) Ask about tobacco use every time, 2.) Advise users to quit, 3.) Assess willingness to 

make a quit attempt, 4.) Assist individual with a quit plan, and 5.) Arrange follow-up contact 

with the individual. It is recommended clinicians use the 5 A’s clinicians at every point of 

contact. The nurses at the health department were educated on the 5 A model, as well as 

mentored and coached on the best practices surrounding brief interventions. Motivational 

interviewing was also part of the training they received.  In addition, nurses were given a toolkit 

that assisted with the change in process that included resources for both them and their clients. 

Brief interventions lasting 3-5 minutes are ideal in the WIC clinic as appointments are limited to 

30 minutes or less, depending on the type of visit.  Interventions lasting less than three minutes 

are effective in reduce reducing overall tobacco use rates and are extremely cost-effective (Barr 

et al., 2013) 

Comparison 

Currently the Livingston County WIC clinic does not have a policy or protocol for 

tobacco assessment. The nurses have the ability to assess at their own comfort level. Prior to the 

training, a pre-assessment questionnaire was administered that included basic demographical 

data, tobacco use history, how often and regularly they assess for tobacco use as well as their 

knowledge and attitudes about tobacco use. One comparison came from an immediate post-

survey assessment then there was follow-up survey sent approximately one month post training 

that addressed topics such as motivation, knowledge, self-efficacy, importance, effectiveness, 

importance of barriers and preparedness (Sheffer, et al., 2011). Pre and post training chart audits 

were done in order to compare documentation on whether smoking status was obtained as well 

as if any intervention was performed.  
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Outcomes 

The ideal outcome was that the nurses have increased knowledge about brief 

interventions for smoking cessation, have increased confidence in completing the intervention, 

complete the brief intervention with every client, and believe that it is important as well as 

effective. In addition to knowledge, the outcome assessment examined attitude and behavior 

towards smoking cessation, too. It was expected to see an increase and positive correlation in all 

areas. It was also anticipated that nurses would have an increased confidence when assessing for 

tobacco, in addition to performing this screening more consistently. A long-term goal is to see an 

increase in smoking cessation rates among WIC clients leading to better health outcomes for the 

women, infants and children.   

Timeframe 

This QI practice -change project took place over the span of eight months, with the 

implementation happening during approximately week 10 of the project. To begin the process, a 

meeting was held with the staff in efforts to gather additional hands-on practice information as 

well as insights on the clients they care and what they feel works well in regards to tobacco 

screening. After that meeting, research continued on evidence-based practices and the proposal 

was shared with the health department’s Nursing Director, WIC Program Coordinator, and the 

Accreditation Coordinator. Once their approval was gained, the proposal was submitted to the 

institutional review board (IRB) at Chamberlain University. The project was deemed as quality 

improvement, resulting in the state of Michigan’s IRB department did not need to review. Once 

all approvals were gained, a pre-survey link was sent to the nurses to acquire an initial 

assessment of their knowledge, attitudes and behaviors. The training took place in person 

approximately week 10 of the project. This was also the approximate time period when the pre 
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and post assessment surveys was administered. The training was also recorded for those not in 

attendance and as a resource for new employees in the future. Approximately two months after 

implementation, data was collected via chart reviews and follow-up survey from the nurses. 

Charts were assessed to see if documentation is present on smoking cessation. Data analysis took 

place approximately two months later, and the final evaluation was completed. (Appendix A) 

Theoretical Framework 

Bandura’s theory of self-efficacy is one that resonates across populations. The theory of 

self-efficacy hypothesizes that people are motivated by their beliefs in what they are capable of 

doing (Bandura, 1997). Whether it is quitting smoking or counseling someone to quit smoking, 

self-efficacy plays a vital role. Performance outcomes are the most important place self-efficacy 

gathers information. Past experiences, whether positive or negative, have the most effect on self-

efficacy. When someone believes their behavior can improve an outcome, they will be motivated 

to engage in new practices. 

Self-efficacy is also impacted through vicarious experiences. Individuals can learn from 

other’s experiences, whether good or bad. Verbal persuasion also has an effect on self-efficacy. 

Having someone, particularly a leader, verbalize confidence or lack of confidence will make that 

outcome more likely. The last area self-efficacy gathers information from is physiological 

feedback or also known as emotional arousal. While the least influential, examples include 

mental anxiety, racing heartbeat, and sweaty palms. Bandura (1977) found that one’s self-

efficacy can be a predictor of performance. Barta and Stacy (2005) found that nurse’s self-

efficacy and their behavior toward performing smoking cessation counseling was increased after 

receiving the brief intervention training of the 5 A’s.  
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Synthesis of the Literature 

According to the Centers for Disease Control and Prevention (CDC) (2014) “the four 

modifiable health risk behaviors of lack of physical activity, poor nutrition, tobacco use, and 

excessive alcohol consumption are responsible for much of the illness, suffering, and early death 

related to chronic diseases” (para. 2). In this time of need, WIC nurses are working at the 

forefront, caring for vulnerable populations and have the much needed ability to not only 

improve nutrition status, but tobacco use. In order to fuel the nurses with the best education and 

power, an extensive literature review has been completed. It is vital that evidence-based 

interventions are utilized (Tran, Reeder, & Funk, 2013). From pharmacotherapy to counseling to 

web-based interventions (WBI’s), every strategy has been utilized and tested for effectiveness in 

regards to smoking cessation. While different methods work for different people, the key first 

step is getting healthcare workers, including nurses, to assess for tobacco use. Understanding the 

best strategy and technique is not only important for health outcomes, but also cost-effectiveness. 

Systems-based thinking and strategies are crucial when intending to improve individual and 

population outcomes. (Appendices B & C) 

Smoking Cessation Strategies 

 There have been many smoking cessation strategies researched. While each have their 

own benefit, not one strategy has been proven to be most effective. Population-based 

interventions, pharmacotherapy, web-based interventions (WBI’s) and counseling/support are the 

most popular and effective when used in combination with one another. Gaffney and Henry 

(2007) found that smoking episodes increased with stress, particularly associated with infant 

crying and irritability. Building upon this finding, effective interventions need to be centered on 
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each woman’s unique situation focusing on her ability to cope with stress related to infant crying 

(Gafney & Henry, 2007). 

 

 

Population-based interventions. 

 The U.S. has recently seen an increase in smoke-free environments, from restaurants to 

hospitals to complete jurisdictions, smoking is not permitted. Some facilities have gone as far as 

not allowing smoking on their premise, which includes smoking inside personal vehicles. The 

CDC (n.d.) found that these smoking bans and policies have encouraged low-income populations 

to quit smoking. To further the encouragement, the CDC (n.d.) recommends these bans be 

extended to multi-unit homes and apartments, as well as any public setting such as parks and 

school premises. Nagelhout et al. (2012) found that smoke-free legislation can increase smoking 

cessation among all populations, which includes pregnant women.  

 Strides are being made to increase smoking cessation support from an insurance 

perspective so it is vital that the DNP leader continues to support this venture. In January 2013, 

the Affordable Care Act (ACA) implemented the first phase of smoking cessation support by 

mandating that Medicaid covers this as part of covering preventative measures. In January 2014, 

it was determined that tobacco cessation medications can no longer be excluded from state 

Medicaid coverage (American Lung Association [ALA], n.d.). This is especially important since 

40% of births in the U.S. are paid for through Medicaid (CMS, 2014). While it is known that 

tobacco cessation programs help people quit smoking, participation rates in programs are higher 

when there is no cost-sharing and quit rates are higher when health insurance covers treatment 

(Tobacco Free Kids, 2012).  
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 Emery et al. (2012) found that populations exposed to anti-smoking media campaigns 

were less likely to smoke while populations exposed to smoking advertisements were more 

likely to smoke. In 2013 the CDC launched a tobacco campaign titled Tips from Former Smokers 

where individuals that have been negatively impacted by smoking highlighted their poor health 

in an effort to encourage others to quit smoking and call a quit line. The campaign included 

advertising on television, online, social media radio, print, billboards, and public areas such as 

bus stops and shelters in an effort to reach as many vulnerable populations as possible  (“Impact 

of a national tobacco education campaign”, 2013). The campaign funded by the CDC found that 

during the times of advertisement, calls to the quit line as well as visits to the website increased 

significantly (“Impact of a national tobacco education campaign”, 2013). Pregnancy is also a 

favorable time to stop smoking since pregnant women are more likely to be in a forward-

thinking period of motivation and are open to behavioral change (Buja et al., 2011). According to 

Roy’s Adaptation Model, this type of external stimulus is ideal to build on in order to promote 

positive health outcomes. 

 Pharmacotherapy. 

There are countless reasons why a person may smoke and researchers hope that 

pharmacotherapies can assist with smoking cessation efforts. Many different types of 

pharmacotherapies have been researched for their usage in smoking cessation. Most widespread 

pharmacotherapies used are nicotine replacement therapy (NRT), anxiolytics and 

antidepressants.  NRT’s can come in the form of gum, patch, nasal spray and sublingual tablets. 

With the goal of temporarily replacing the nicotine found in cigarettes to ease withdrawal 

symptoms, NRT’s have been found to increase a person’s chance of smoking cessation success 

by 50-70% (Stead, 2011). 
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Anxiety is a problem that many people suffer from, especially vulnerable populations. 

Anxiety can cause one to smoke and quitting smoking may cause anxiety. These are the two 

main reasons anxiolytics have been tested. While theoretically this type of medication seems 

ideal, the research has not been strong enough to support its usage (Hughes, 2011). Similarly, 

antidepressants have been theorized to assist with quit efforts. Nicotine withdrawal can produce 

depressive symptoms, as well as induce depressive emotions that inhibit one from quitting. 

Certain antidepressants are able to block receptors of addition, which may help with smoking 

cessation struggles. While all antidepressants were not shown to be effective, bupropion and 

nortriptyline have been found to be as effective as NRT’s (Hughes, 2014).  

 Web-based interventions (WBI’s).  

WBI’s take place remotely from a phone, computer or tablet. Brown, Michie, Raupach, 

and West (2013) found that approximately 45% of smokers were interested in using a WBI for 

smoking cessation. Web-based smoking cessation interventions have been found to be cost-

effective for preventing smoking relapse (Stanczyk et al., 2014). Since over half of women who 

smoke quit during pregnancy but relapse postpartum, having an intervention that speaks to this 

vulnerability is essential.  

There are many web-based smoking cessation programs that allow clients to read about 

the steps and create a plan that works best for them. Chamberlain (2013) stated that social 

support interventions appeared to be most effective when provided by peers. Many WBI’s have 

platform’s where support and encouragement is given by peers in the program via an online-type 

chat or discussion board.  Healthcare providers tend to see patients during a typical workday, the 

use of this program allows parents to access it at any time of day, even the middle of the night 
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when infant crying can be particularly bothersome. Instead of having a cigarette to help calm 

them, they can turn on their computer and have instant support.  

 Another important component to utilizing a WBI is its ability to reach populations that 

may be intimidated or embarrassed for their smoking behavior. These feelings of shame and guilt 

could potentially reinforce smoking, which is counteractive (Borland, Babayan, Irfan, & 

Schwartz, 2013). WBIs can allow WIC parents to have education and support in the privacy of 

their home environment which can promote and encourage cessation. Using positive messaging 

and empathy when caring for pregnant and postpartum women helps to encourage open 

communication and decrease stigmas and misconceptions (Borland et al., 2013).   

Another intervention being utilized by many providers is telephone support. Lavender 

(2013) did a systematic review of telephonic support for women up to six weeks postpartum. 

After reviewing 27 research studies Lavender (2013) found encouraging results, but not 

significant enough to validate the effectiveness of telephonic support as a reliable intervention to 

reduce postpartum smoking cessation relapse. However, Mason (2012) discovered that 1-800 

quit lines had some success, so a combination approach is needed. Mobile telephones offer the 

ability for text messaging support. Messaging typically includes support, motivation, and tips for 

quitting. Whittaker (2012) found that text messaging can help people quit smoking, but the 

results can vary based on the person.  

 Counseling and support. 

Counseling and support can be considered the foundation for smoking cessation success. 

Lancaster’s (2008) systematic review found that individual counseling increased quit rates, but 

the findings lacked clarity on whether more intensive or brief strategies were more effective. 

With nurses having the most contact with clients, knowing their role in counseling and support is 
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imperative. Rice (2013) found reasonable evidence that nurses who provide smoking cessation 

counseling to be effective, however the challenge is getting it to become standard practice for 

those in roles where smoking cessation is not the primary goal.  

Chamberlain (2013) performed a systematic review of evidence that looked at 

combination approaches to smoking cessation that utilized psychosocial interventions. The 

findings concluded that only a significant effect was seen in subgroups where counseling was 

provided in combination with other interventions especially incentive-based interventions such 

as gift cards and lottery tickets and if social support was provided by peers (Chamberlain, 2013).  

Nursing Interventions 

The CDC has put a call out for all healthcare providers to play a role in improving 

smoking rates among pregnant women and DNP graduates have the ability to lead the way. 

While many approaches have been studied, less is known about the nurse’s role in smoking 

cessation. The 5 A brief intervention model and motivational interviewing (MI) usage are 

strategies receiving the most accolades.  

5 A Model. 

Brief interventions for tobacco use have been validated as a best practice for the 

controlling of tobacco dependence in clinical settings (Puschel et al., 2008; World Health 

Organization [WHO], 2013). In 1996, the U.S. Public Health Service (PHS) released the first-

ever clinical practice guideline for tobacco cessation known as the 5 A Counseling Model 

(“Treating Tobacco Dependence”, 2008). With every point of contact, clinicians should 1.) Ask 

about tobacco use every time, 2.) Advise users to quit, 3.) Assess willingness to make a quit 

attempt, 4.) Assist individual with a quit plan, and 5.) Arrange follow-up. This type of brief 

intervention lasts from 3-5 minutes of brief advice and up to 15-30 minutes of brief counseling. 
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Short interventions have be shown to decrease smoking rates and are also cost-effective (Barr et 

al., 2013; Puschel et al., 2008). (Figure 1) 

Motivational interviewing (MI). 

Motivational interviewing (MI) is a method of counseling that attempts to facilitate and 

engage clients using intrinsic motivation in attempts to change their behavior. Miller and 

Rollnick (2002) developed a MI tool for nurses to use that enables the client to identify changes 

that are needed and how it can be best achieved. This type of method allows the client to be the 

expert, not the nurse. Lindson-Hawley (2015) did a systematic review of assessing the efficacy 

of MI on smoking cessation in pregnancy. The meta-analysis of MI as contrasting to usual care 

produced a moderate but notable rise in quit rates. While Baxi (2014) identified seven research 

studies that indicated that MI decreased children’s exposure to environmental tobacco smoke 

(ETS).  

Practice Recommendations 

There is an abundance of research pertaining to tobacco use and cessation strategies, 

however the literature has limited explorations into the nurses’ role in smoking cessation. 

Reiterating this finding, Sheffer et al. (2011) set out to validate the impact nurses can have in 

regards to smoking cessation and tested brief intervention counseling with nursing professionals. 

With many interventions being implemented and nursing’s vast reach to different populations, 

identifying the most effective strategy is imperative, however the literature validates the need for 

a combination approach.  

A Toolkit Combination Approach 

 Healthcare professionals can be consumed with promoting patient safety, which often is a 

result of multitasking and prioritization.  This allows little time to implement new interventions. 
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Toolkits can provide powerful information and material that can be readily implemented but take 

a vast amount of time to create (Savarimuthu et al., 2013). A smoking cessation toolkit served as 

the foundation for the WIC nurses becoming more knowledgeable, confident and consistent with 

smoking cessation assessment and counseling. 

As part of the toolkit, the WIC nurses received training on the 5 A brief intervention 

smoking cessation counseling model that was tailored to their specific clientele. Adapting brief 

interventions for specific demographic and tobacco use related variables increases intervention 

success rates by 25% (Fiore, Jaen & Baker, 2008). Figure 1 explains the 5 A Model as an 

algorithm. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Ask: Do you currently use tobacco? 

No Yes 

2. Advise to quit 

Yes No 

1. Ask: Have you have used tobacco? 

Yes No 

4. Assist: Provide 

appropriate tobacco 

dependence material 

4. Assist: Intervene to 

increase motivation to 

quit (refer to 5 R’s) 

3. Assess: Have you recently 

quit? Any challenges? 

3. Assess: Are you willing to quit now? 

Yes No  
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If a nurse identifies a client as a smoker, but is not ready to quit, they will go through the 

5 R’s assessing 1.) Relevance (encourage the patient to indicate why quitting is 

personally relevant), 2.) Risks (ask the patient to identify potential negative consequences 

of tobacco use), 3.) Rewards (ask the patient to identify potential benefits of stopping 

tobacco use), 4.) Roadblocks (ask the patient to identify barriers or impediments to 

quitting) and 5.)Repetition (the motivational intervention should be repeated every time 

an unmotivated patient has an interaction with a clinician). “Tobacco users who have 

failed in previous quit attempts should be told that most people make repeated quit 

attempts before they are successful” (“Treating Tobacco Dependence”, 2008, p.1218).  

Sheffer et al. (2011) concluded that all nurses need to be trained in smoking cessation counseling 

using the 5 A model if the tobacco crisis is to be even remotely remedied.   

As part of the brief intervention training, the WIC nurses were taught about motivational 

interviewing. Miller and Rollnick (1991) developed five principles pertaining to MI. The 

clinician, in this case, nurse, should start with expressing empathy through reflective listening. 

The expression of empathy helped to build trust in what was a non-judgmental relationship. 

Listening versus instructing is crucial step in MI. The next step was to develop discrepancy 

between the clients’ goals and/or values and their current behavior. This allowed the client to 

5. Arrange follow up 

4. Assist: provide relapse 

prevention 

4. Assist: Encourage 

abstinence 

Figure 1. 5 A brief intervention algorithm. This figure illustrates the steps in the 5 A Model. (“Treating Tobacco Dependence”, 2008) 
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separate out their current behavior from what their ideal or dream behavior is or could be. The 

third piece was that the nurse must avoid augments and direct confrontation. Arguments will 

serve no purpose and will most likely decrease motivation instead of increasing it.  Fourthly, the 

nurse needed to adjust to client resistance rather than directly opposing it. Much like avoiding 

arguments, the nurse will need to avoid resistance to change and redirect any negative energy 

towards positives and rewards. And finally, support self-efficacy and optimism. Being hopeful 

and confident be difficult for clients, so the nurse must be a positive force that helps the client 

build on strengths (Miller & Rollick, 1991). Östlund, Wadensten, Häggström, and Kristofferzon 

(2014) found that nurses were unlikely to use MI unless the skills were trained and required to be 

used. Motivational interviewing builds on Carl Rogers' optimistic and humanistic theories about 

people's competencies for exercising autonomy and shifting through a progression of self-

actualization. 

The final component of the toolkit was a gathering of resources for the nurses as well as 

clients. The nurses were given the 5A and 5R algorithm to follow, as well as cue cards and tips 

for MI. Clients can now be given resources on WBI for quitting, as well as 1-800 quit line 

numbers, and social support groups, including resources for those who encounter second hand 

smoke. In addition, there was mentoring and coaching available for the staff in the WIC clinic. 

Narayanasamy and Penney (2014) found that coaching can improve confidence in nursing 

practice which links directly to one of the outcomes being measured.  

There are many methods described in the literature that can assist with smoking 

cessation, but it is not a one-size fits all.  Bennett et al. (2013) found that a toolkit for smoking 

cessation that including mailings about resources, self-management tips and phone outreach had 

positive results on smoking cessation when combined with other intervention methods related to 
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additional concerns. This type of all-encompassing toolkit has the ability to meet the needs of 

different types of clients and learners. 

Project Setting 

While WIC is a national program, this QI project took place at the WIC clinic located in 

the Health Department of Livingston County, Michigan. WIC is focused on improving outcomes 

of at-risk women, infants, and children for from a low SES and are 185% below the FPL 

(MDHHS, 2015). The program is available for pregnant and postpartum women, infants and 

children up to the age of five years. WIC’s focus is nutrition, but their assessments encompass all 

determinants of health including tobacco use and exposure. WIC’s mission is “To safeguard the 

health of low-income women, infants, and children up to age 5 who are at nutrition risk by 

providing nutritious foods to supplement diets, information on healthy eating, and referrals to 

health care” (USDA, 2015, para. 1). 

Stakeholders 

 There are many stakeholders involved in smoking cessation at the WIC clinic. As the 

primary stakeholders, the focus was working with the nurses on brief intervention training. As of 

August 2015, the client enrollment for the Livingston County WIC clinic was 2,148. They have 

three RN’s, one dietician, and five support staff that work there. In addition, the health 

department has two other RN’s that participated in this QI program that work in a home visiting 

newborn program. The clients are also stakeholders, as the focus is to improve their outcomes. 

Whether one smokes or not, smoking impacts everyone in one way or another, meaning the 

entire community are stakeholders. WIC is a state funded program, so Michigan is also a 

stakeholder.   
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Organizational, Need, Support and Sustainability 

Upon contacting the Deputy Health Officer/Personal & Preventive Health Services 

Director of the Livingston County Health Department, it was identified current local WIC clinic 

does not have a current protocol for assessing for smoking in their clients, however, is interested 

in improving this outcome and concern with additional staff training. According to 2014’s 

assessment, approximately 15% of their clients smoke (E. Brown, personal communication, July 

10, 2015).This is in line with the community’s epidemiological information finding that 17% of 

the population smokes, however it is important to keep in mind the WIC clients are pregnant or 

new moms (County Health Rankings, 2014). 

After the Director shared this QI project idea with the WIC program coordinator and 

accreditation coordinator, the team decided it was of great need and value. The accreditation 

coordinator indicated that each WIC staff member needs to be involved with a QI project each 

year and that this will fulfill that requirement. After meeting with the staff at a monthly meeting, 

it is clear they were interested in this program and supportive.  

Sustainability 

Sustainability is a key component of this QI project.  While grand ideas are good, they 

may not be feasible or sustainable. As a future DNP leader, it is important to understand that 

implementing a new process and sustaining that change are different things. Change 

modification, leadership presence, and benefits to stakeholders and clients have been identified 

as important attributes to sustaining change (Clarke & Marks-Maran, 2014). The brief 

intervention process will not cost additional money and only takes minimal time that are key 

elements for sustainability that the WIC leadership desired. In an effort to help increase the 

support, the brief intervention training was a part of a toolkit that included resources for the 
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nurses and clients, as well as other tips and tools. The training was recorded on a flash drive for 

staff that could not attend or new hires in the future. This enables all staff to have the same 

training and resources on smoking cessation brief interventions as well as motivational 

interviewing.  

Strengths, Weaknesses, Opportunities and Threats (SWOT) Analysis  

Involvement in WIC has been linked to longer gestation periods, higher birth weights and 

lower infant mortality (USDA, 2015b).  However, like with all QI projects there were many 

areas that need to be considered, including the project strengths and weaknesses, as well as 

opportunities and possible threats. With WIC being a well-known, national program there is 

great potential for transferability of this smoking cessation QI program. The large client 

population means there is an ability to reach many clients in the community with this low-cost, 

but highly effective brief intervention training. While change is difficult, especially when there is 

not a process in place, having 15% of their clients smoking is less than ideal. (Appendix D) 

Project Vision, Mission, and Objectives 

This mission of this QI project was to develop, implement and evaluate brief intervention 

training program for the staff at the Livingston County WIC clinic by the end of the DNP 

program. The vision for the project was for nurses to be confident, and knowledgeable about 

performing brief interventions with their clients. While WIC does not have a vision, the mission 

and vision for this project and WIC’s mission fit together well. The last piece of their mission 

discusses referrals to healthcare, and the mission and vision of this project put that piece into 

action.  

Upon completion of this project, the short-term objective was to improve the nurses’ 

knowledge and confidence in relation to performing the smoking cessation brief intervention by 
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10% evidenced by follow-up survey that was completed six weeks post implementation.  

Experience and self-efficacy will differ from person to person, so any variance of improvement 

is ideal. The long-term goal for this project was that WIC client smoking rates will decrease by 

5% within one year post implementation of the brief intervention training.  

The literature supports that individuals from a low SES are at an increased risk for 

tobacco use there is a potential that clients will not want to talk about smoking as it is not the 

focus of WIC (Tobacco Free Kids, 2014). On the other hand, there may be clients seeking help, 

unaware of where they can go for it. Another risk was the nurses and staff may not want to take 

training from a nurse that does not work in the WIC clinic. 

Project Description 

 In order to be successful, a project needs a skilled leader that can readily adapt to changes 

and unexpected events.  Using Lewin’s change theory served as the foundation for the steps in 

this scholarly project, however, adapting as the project went through implementation and 

evaluation. Using leadership skills and Lewin’s change theory as the underpinning, the project 

took form and was successfully completed.  

Leadership Skills 

 As a leader, it is important to consider that each nurse may have had their own personal 

and professional experience with smoking that may impact their behavior and attitudes towards 

it. Tobacco use is connected with social factors such as co-workers and household members who 

are use tobacco, as well as scholastic and stress levels. Nursing is a stressful profession, and it 

could be likely the WIC clinic could have had staff nurses who smoke.  “The literature suggests 

that nurses who smoke have feelings of guilt and shame about their own smoking practices and 

may perceive a lack of understanding by non-smoking colleagues and managers about their need 
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of support for smoking cessation”  (Berkelmans, Burton, Page & Worrall-Carter, 2011, p. 1581). 

Using emotional intelligence is an important leadership skill utilized. Being empathetic and 

having social skills made it easier for the nurses to speak openly with me as well as be receptive 

to the training. The nurses at the WIC clinic are the primary stakeholders in this project. I 

understand that the nurses are the experts when working with WIC clients, so by meeting with 

them prior to creating the training, they understood their input is valued and taken into account.  

 Leaders must understand the difference between implementing a new process and 

sustaining the change. Transformational leaders have the ability to motivate others to change 

within themselves. Change modification, leadership presence, and benefits to stakeholders and 

clients have been identified as important attributes to sustaining change (Clarke & Marks-Maran, 

2014). While much of the focus of the project was about changing and implementing a new 

process to assess and assist with smoking cessation, it is vital the process is sustainable long-

term. Providing a toolkit is essential when planning for this type of sustainability. Having 

investment from the health department and WIC leadership was vital, as well as making sure this 

process is doable from a time and funding standpoint. The brief intervention process did not cost 

additional money and only takes minimal time, which are other key elements for future 

sustainability.  

Change Model 

According to Lewin, in order for change to be successful, a plan must be in place 

(Stichler, 2011). Training WIC nurses on brief intervention counseling and motivational 

interviewing required a deliberate plan and timeline.  Lewin’s change theory hypothesizes that in 

order for change to take place, the driving forces must overshadow the restraining forces (Lewin, 

1951). Lewin’s theory focuses on the three stages of unfreezing, movement, and refreezing. This 



SMOKING CESSATION TRAINING  25 

 

change theory represents how the WIC nurses will have to discontinue their current practice, 

learn a new process, and then sustain it.  

Unfreezing 

 The first step in Lewin’s change model is unfreezing. This means the need for change has 

been identified and the time has come to influence other’s that the current practice/procedure can 

be improved. Having leadership and stakeholder support can aid in this step going more 

smoothly. Currently there is not a policy or procedure on smoking assessment for WIC clients. 

Staff chart assessments in an electronic health record (EHR) called MI-WIC, but there is not a 

hard stop requiring a response about smoking. The primary focus was unfreezing the current 

procedure where the nurse may or may not ask about smoking, and may or may not document 

the client’s status. The WIC staff was also be exposed to the idea of brief intervention counseling 

using the 5A model and MI in my initial meeting with them. Knowing that smoking is the 

leading cause of preventable death and poor health outcomes, clearly there is an urgency to help 

as many clients quit smoking as possible.  

Movement  

During this second phase of Lewin’s change theory, the WIC staff were introduced to the 

change to which the clinic is moving. During a monthly staff meeting, WIC nurses were 

educated on brief interventions used in smoking assessments using the 5 A model. The staff was 

also be given tips on MI and how it can be most effective with their clientele. Since the staff 

have already been introduced and shared input into this new process, the training did not come as 

a surprise, which can also help the success and sustainability. 
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Re-freezing 

 In the final phase of Lewin’s change theory, re-freezing, is when the changes initiated 

become the new normal (Lewin, 1951). For the WIC staff, this is to happen after the training has 

occurred.   A key element to this phase is ensuring the changes are not temporary. Coaching and 

mentoring was available to all staff, as well as feedback was taken about any barriers identified. 

By using a toolkit combination approach, staff had additional resources they can use for 

education and outreach with very little cost to the organization. (Appendices A and E) 

Project Evaluation Results 

Evaluating outcomes and sustainability in the community health setting can be difficult 

because of the vast amount of constant change and variables. Creating evaluation plans must be a 

priority for DNP leaders (Zaccagnini & White, 2014). The focus of this outcome evaluation 

analyzes whether changes in knowledge, attitudes, and behavior occurred as a result of the 

change or intervention(s) implemented (Nies & McEwen, 2015). 

Subjects  

Currently the WIC department has three nurses solely dedicated to the clinic and an 

additional two nurses who work in a home visiting newborn program that were the sample. All 

nurses were female ranging from 41 to 62 years old, with an M = 52.4 years. (Figures 2 and 3) 

Two of the five nurses indicated they were former smokers. 
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Participation was voluntary, however nurses must be a part of at least one QI project per year as 

part of their WIC employment. This project meets that requirement which lead to a smooth 

recruitment process. In addition, WIC has one nutritionist and five support staff that were 

included in the brief intervention training. The evaluation tool that was utilized is designed for 

nurses, so any staff that were not nurses were excluded from the measurement comparisons. 

However, a future intention is to evaluate all staff and have separate data sets that may lead to 

transferable interventions for smoking cessation counseling outside of nursing.  

Human Rights and Privacy 

 This project was submitted to the Chamberlain University’s Institutional Review Board 

(IRB) for review and approval. This project was deemed to be of quality improvement nature 

meaning that no further reviews were needed. Basic demographic and background information 

was collected on the pre-survey, but because of the small number of participants in this project, 

extensive analysis of these data is not possible. No commercial support was provided for 

completing the training and surveys, however the participation will fulfill their obligation to be a 

part of a yearly QI project that is required by the State of Michigan.  

Formative Evaluation including Variables 

 Summative and formative evaluations were utilized in the assessment of this project. For 

methods of a formative assessment, chart audits were to be completed. WIC uses a statewide 

electronic charting system called MI-WIC. This system allows data such as the number of clients 

that smoke to be collected at desired intervals, such as months, week, and years. This client 

driven formative data was collected pre and post training.  Ordinal data was collected at three 

points during the project implementation 1.) One week pre-training, 2.) Immediately following 



SMOKING CESSATION TRAINING  28 

 

training and 3.) Six weeks following the training. Data were pulled from their charting system to 

evaluate if the staff are documenting smoking status more frequently in hopes to demonstrate a 

behavior change. The MI-WIC charting system does not allow to interpret if interventions were 

performed. The capabilities of the WIC charting system is a limiting factor in the formative 

assessment. Figure 4 explains the findings. These findings indicate that immediately post 

training, the proportion of clients with a documented smoking risk factor increased 2.4% but at 

the six week follow-up evaluation had decreased by .2%. With various confounding factors such 

as seasonality, staffing ratios and pregnancy/postpartum timing makes it difficult to determine if 

behavior has changed or is statistically significant. 

Summative Evaluations and Variables 

When interpreting results from a small sample size caution must be used. Sheffer et al. 

(2011) developed a summative assessment tool that was utilized to gather data at the 

microsystem level that included nurses’ “perceived knowledge and attitudes about the treatment 

of tobacco including levels of motivation, knowledge about cessation interventions, self-efficacy, 

importance of providing tobacco use interventions, effectiveness of interventions, importance of 

barriers and preparedness” (p. 178). Permission has been granted from Dr. Sheffer and this tool 

was utilized to fit the WIC clinic setting. The pre-survey was be given approximately one week 

prior to the training, the post-survey was sent immediately following the training and then the  

follow-up survey sent approximately six weeks after the training. This tool uses a Likert-type 0-

10 scale (11 points total) tested by Dr. Sheffer and colleagues. (Appendices F, G & H) Sheffer et 

al. (2011) used descriptive analyses, including frequencies, mean values, chi-square and analysis 

of variance (ANOVA).  
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With a sample size of five nurses, controlling for extraneous variables was not possible. 

Having a control group was not an option nor are exclusions of specific nursing criteria. An 

important factor to consider is while motivation can be an extraneous variable in many studies, it 

is an area being evaluated in this scholarly QI project.  

Generally, ANOVA is used to evaluate differences in means in more than two groups of 

subjects or at more than two points in time. Due to the very small sample sizes available in the 

current project the Kruskal Wallis Test was performed on the survey results. This type of non-

parametric test is an alternative to ANOVA which has many assumptions, including sample size. 

All five of the nurses completed the pre-survey, while only four completed the post and six week 

follow-up surveys (Polit, 2010). Scores were much higher in the immediate post intervention 

period but lowered further at follow-up, however not quite to pre-intervention levels. Figure 5 

demonstrates that the nurses felt more prepared to overcome barriers encountered when 

providing smoking cessation interventions with patients post training.This summative data 

indicates that nurses’ knowledge, confidence and behavior was improved post training. While the 

Kruskal Wallis test interprets data more conservatively, the statistically significant data must still 

be interpreted with thoughtfulness. Figures 6 and 7 demonstrate these findings.  

In addition, the statistical analysis did not indicate a statistical significance in the first 

four of the 5 A’s (Ask, Advise, Assess and Assist), however the nurses are more likely to arrange 

follow-up, the fifth of the 5 A Model. (Figure 8) While the data did not indicate statistical 

significance, the means for being able to overcome barriers and the importance of tobacco 

cessation in their work were both increased.  The post survey descriptive findings indicated 
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positive results on the relevance, organization, and pace of the training. The WIC clinic was left 

with the toolkit components for sustainability.  

Discussion and Implications for Nursing and Healthcare 

With nurses being the largest healthcare profession, it is clear that their role in smoking 

cessation could be immense. In efforts to answer the PICOT question, this project set out to 

implement existing evidence to educate the WIC nurses on smoking cessation strategies using 

the 5 A brief intervention model. The nurses’ knowledge, confidence, and rates of performing 

the intervention were evaluated and the project deemed to improve all areas with statistical 

significance. While the small sampling size of five nurses can be statistically limiting, this 

project was able to include all clinical nurses within the Livingston County Health Department 

versus selective sampling.  Threats to internal validity could have possibly included nurse’s 

history with personal tobacco use, not being able to attend the training live, and the State of 

Michigan’s requirement to participate in one QI project per year.  

Recommendations for future replication of this project at the microsystem level include 

expanding to other WIC clinics within the state that lack smoking cessation training and 

protocols as this new knowledge is considered transferable, not generalizable (AACN, 2015). 

The statistical analyses of the summative data demonstrate cognitive improvements, however 

with the formative data being inconclusive establishes the need for continuous monitoring to 

ensure behavior is changed. Since policies have been shown to encourage change, having 

tobacco screening become a part of WIC’s assessment protocol policy could also encourage a 

behavior change.  
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While the nurses were the focus for this project, the support staff were given the training 

and could potentially have a positive impact on smoking cessation, too. It is recommended to 

include all WIC staff in future research and evaluations.  In order to further answer this practice 

problem, it is clear that smoking cessation assessment and counseling need to be a part of the 

educational foundation (Barr et al., 2013).   

Plans for Dissemination 

 The project results and evaluation will be shared with the WIC staff along with the health 

department leadership. A dashboard will be created to store this data for future accreditation 

purposes. A PowerPoint presentation was given to Chamberlain University’s DNP leadership 

that will include the key findings and results. A manuscript will be written and submitted for 

potential publication to journals with a community health focus such as the Journal of 

Community Health Nursing and Public Health Nursing.  These journals are highly reputable and 

have focus on population health concerns such as tobacco use. In addition, general nursing and 

healthcare journals will be considered including Journal of Advanced Nursing Practice and the 

Journal of Evaluation in Clinical Practice.  These journals have both previously published 

research findings related to nurses’ role in smoking cessation. While the goal is for publication, 

an abstract will also be submitted for podium presentation at the Association of Community 

Health Nurse Educators (ACHNE) annual conference in 2017.  

Conclusion 

Tobacco Free Kids (2014) found that people from a low SES have increased smoking 

rates and have undergone more suffering in comparison to those from higher SES. In contrast to 

nonsmokers, babies who are born to smokers have are at an increased risk for poor birth 

outcomes (CDC, 2014).  Studies demonstrate that poor outcomes are significantly reduced when 
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a woman quits smoking before or during pregnancy (CDC, 2013). With their focus on women 

from a low SES, the WIC clinic in Livingston County served as an ideal site to assist with 

smoking cessation at a primary, secondary and tertiary levels.  

This project set out to answer the PICOT question: For the Women, Infants and Children 

(WIC) nurses at the Livingston County Public Health Department, does the implementation of a 

"brief intervention and referral to treatment" training program and mentoring lead to improved 

knowledge, confidence and increased rates of performing brief interventions with clients and an 

increased number of tobacco interventions provided to women who smoke? Based on the 

extensive literature review, it was clear there is not one approach to smoking cessation that 

works for everyone, so by using a combination toolkit approach strategies can appeal to a mass 

audience. In utilizing a self-efficacy framework and MI tactics, the nurses and staff at the WIC 

clinic are empowered to counsel clients using the 5 A brief intervention model. The CDC (n.d) 

states that in order for health change to occur at the micro-, meso- and macrosystem levels, 

smoking cessation interventions must be a part of routine clinical care. The short-term goal of 

this project was to improve the nurses’ knowledge, attitude and confidence in performing the 

smoking cessation counseling. According to the statistical findings, knowledge and confidence 

were increased, as well as the behavior of arranging follow-up for smoking clients. This 5 A 

brief intervention model can be transferred to many primary care settings, including WIC clinics 

across the state and nation. Using a brief intervention strategies have the ability to empower 

nurses to take action in the fight against tobacco.  
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Appendix B 

Summary of Primary Research Evidence  

Citation Question or 

Hypothesis 
Theoretical 

Foundation 
Research Design 

(include tools) and 

Sample Size  

Key Findings Recommendations/ 

Implications 
Level of Evidence 

Barr, G., Houston-

Miller, N., Hasan, I., 

& Makinson, G. 

(2013). Nurse 

practitioners, wake 

up and smell the 

smoke. Journal of the 

American 

Association of Nurse 

Practitioners, 25, 

362-367. doi: 

10.1002/2327-

6924.12049 

 

What involvement do 

APN’s need to have 

in smoking cessation 

practices? 

None Literature review APN’s need to 

have training 

and education 

on smoking 

cessation 

strategies, as 

well as 

legislation and 

policies. 

APN’s can have a 

positive impact on 

smoking rates given 

the education and 

resources. 

Level=7 

Grade=D 

Borland, T., 

Babayan, A., Irfan, 

S., & Schwartz, R. 

(2013). Exploring the 

adequacy of smoking 

cessation support for 

pregnant and 

postpartum women. 

BMC Public Health, 

13472. 

Is there adequate 

smoking cessation 

support for pregnant 

and postpartum 

women? 

none Semi-structured, 

in-depth 

interviews with 

key informants 

and pregnant or 

postpartum 

women 

N=60 

.  

There is not 

enough support 

for pregnant and 

postpartum 

women from the 

woman and 

provider 

perspective 

Is it clear more 

complete and 

comprehensive 

programs are 

needed. 

Level=6 

Grade=C 
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doi:10.1186/1471-

2458-13-472 

 

 

Brown, J., Michie, S., 

Raupach, T., & West, 

R. (2013). Prevalence 

and characteristics of 

smokers interested in 

internet-based 

smoking cessation 

interventions: cross-

sectional findings 

from a national 

hoU.S.ehold survey. 

Journal Of Medical 

Internet Research, 

15(3), e50. 

doi:10.2196/jmir.234

2 

 

Are people interested 

in WBI smoking 

cessation strategies? 

none Cross-sectional 

study 

Data were 

analyzed using 

PASW 18.0.0 

N=5405 

More than half 

of those 

surveyed were 

interested.  

WBI for smoking 

cessation are wanted 

by more than half. 

This should be 

something U.S.ed in 

practice. 

Level=4 

Grade=B 

Buja, A., Guarnieri, 

E., Forza, G., 

Tognazzo, F., 

Sandonà, P., & 

Zampieron, A. 

(2011). Socio-

demographic factors 

and processes 

associated with 

stages of change for 

smoking cessation in 

pregnant versus. non-

pregnant women. 

How do 

socioeconomic 

factors and stages of 

change impact a 

pregnant woman’s 

motivation to quit 

smoking? 

Trans theoretical 

Model (TTM) 

stages of change 

Quantitative 

research study 

with descriptive 

and analytical 

data 

N=177 pregnant 

women 

Pregnancy is a 

key time for 

women to quit 

smoking. 

Women from 

higher SES are 

more likely to 

quit. Postpartum 

interventions 

still need to be 

applied 

Getting women to 

quit smoking during 

pregnancy is 

important and an 

ideal time. Women 

from a low SES are 

less likely to quit. 

Women need to be 

followed 

postpartum, too.  

Level=4 

Grade=B 
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BMC Women's 

Health, 113. 

doi:10.1186/1472-

6874-11-3 

 

Emery, S., Yoonsang, 

K., Young Ku, C., 

Szczypka, G., 

Wakefield, M., & 

Chaloupka, F. J. 

(2012). The Effects 

of Smoking-Related 

Television 

Advertising on 

Smoking and 

Intentions to Quit 

Among Adults in the 

United States: 1999-

2007. American 

Journal Of Public 

Health, 102(4), 751-

757. 

doi:10.2105/AJPH.20

11.300443 

 

Do TV 

advertisements have 

an impact on 

smoking cessation? 

none Logistic 

regression 

models for the 

dichotomous. 

outcome 

N=433,232 

households 

Findings 

suggest that the 

recent 

significant 

increases in 

funding for 

tobacco 

control media 

campaigns may 

contribute to 

meaningful 

reductions in 

smoking among 

U.S. adults. 

 

Population based 

intervention are 

working and need to 

be supported by 

healthcare 

professionals 

Level=4 

Grade=A 

Gaffney, K. F., & 

Henry, L. L. (2007). 

Identifying risk 

factors for 

postpartum tobacco 

use. Journal Of 

Nursing Scholarship, 

39(2), 126-132. 

What are the risk 

factors for 

postpartum smoking 

use? 

 

Mercer’s (2004) 

stages of becoming 

a mother and 

Marlatt’s (1996) 

stages of relapse 

prevention Pearson 

correlations 

Cross-sectional, 

correlational 

study on 

Identifying Risk 

Factors for 

Postpartum 

Tobacco use 

Significant 

variability 

across the 

sample 

Relations with 

smoking and 

infant crying 

Practice 

recommendation is 

to provide 

interventions to help 

mothers with a 

history of smoking 

learn how to 

effectively cope 

Level=4 

Grade=B 
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doi:10.1111/j.1547-

5069.2007.00157.x 

 

 Kendall Tau tests 

were used to 

examine 

relationships with 

dichotomous. 

variables 

N=133 

Substantial 

proportion of 

women who 

quit smoking 

had relapse 

shortly 

postpartum  

Interventions 

need to be 

specific to 

unique stage in 

life. 

. 

with infant 

irritability. Infant 

crying was related 

with thinking about 

smoking as a 

response and 

depressed 

confidence to not 

smoke 

Nagelhout, G., de 

Vries, H., Fong, G., 

Candel, M., Thrasher, 

J., van den Putte, B., 

& ... Willemsen, M. 

(2012). Pathways of 

change explaining the 

effect of smoke-free 

legislation on 

smoking cessation in 

The Netherlands. An 

application of the 

international tobacco 

control conceptual 

model. Nicotine & 

Tobacco Research: 

Official Journal Of 

The Society For 

Research On 

Nicotine And 

Tobacco, 14(12), 

1474-1482. 

Do individuals 

changing their 

smoking habits based 

on legislation? 

International 

Tobacco Control 

(ITC) Conceptual 

Model.  

 Bandura’s self-

efficacy (1997) 

Comparative Fit 

Index (CFI), the 

Tucker-Lewis-

Index (TLI), and 

the Root-Mean-

Square Error of 

Approximation 

(RMSEA 

Longitudinal 

study. 

N=1,820 

Findings 

support the ITC 

Conceptual 

Model-

hypothesized 

that policies 

influence 

smoking 

cessation 

through policy-

specific 

variables and 

psychosocial 

mediators.  

Smoke-free 

legislation may 

increase 

smoking 

cessation, 

provided that it 

succeeds in 

influencing 

Healthcare 

providers need to 

support smoke-free 

legislation. 

Level=6 

Grade=B 
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doi:10.1093/ntr/nts08

1 

 

support for the 

legislation.  

 

PU.S.chel, K., 

Thompson, B., 

Coronado, G., 

Huang, Y., Gonzalez, 

L., & Rivera, S. 

(2008). Effectiveness 

of a brief  

intervention based on 

the '5A' model for 

smoking cessation at 

the primary care level 

in Santiago, Chile. 

Health Promotion 

International, 23(3), 

240-250. 

doi:10.1093/heapro/d

an010 

 

Can the 5 A model be 

effective in reducing 

smoking at the 

primary care level? 

None, themes of 

self-efficacy 

Quasi-

experimental 

N=773 

Findings 

support that the 

5A brief 

intervention is 

effective and 

can have a 

positive impact 

on smoking 

rates.  

Healthcare 

providers at the 

primary care level 

should be using the 

5 A method 

Level=6 

Grade=B 

Sheffer C.E., Barone 

C. & Anders M.E. 

(2011) Training 

nurses in the 

treatment of tobacco 

use and dependence: 

pre- and post-training 

results. Journal of 

Advanced Nursing 

67(1), 176–183. doi: 

What impact does 

brief intervention 

training have on 

nurses’ knowledge 

and attitudes of 

smoking cessation? 

None identified-

themes of self-

efficacy 

chi-square and 

analysis of 

variance 

(ANOVA) 

N=359 

Knowledge, 

motivation and 

behavior 

increased 

among all types 

of nurses (LPN, 

RN, APN) 

Nurses need to be 

trained on the 5 A 

brief intervention.  

Level=2 

Grade=A 
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10.1111/j.1365-

2648.2010.05483.x 

 

Stanczyk, N. E., 

Smit, E. S., Schulz, 

D. N., de Vries, H., 

Bolman, C., Muris, J. 

M., & Evers, S. A. 

(2014). An economic 

evaluation of a video- 

and text-based 

computer-tailored 

intervention for 

smoking cessation: A 

cost-effectiveness 

and cost-utility 

analysis of a 

randomized 

controlled trial. Plos 

ONE, 9(10), 1-14. 

doi:10.1371/journal.p

one.0110117 

 

What types of WBI’s 

are most beneficial 

and cost-effective? 

None  Chi-square tests 

and one-way 

analyses of 

variance 

ANOVAs were 

done 

N = 670 video 

based 

N = 708 text 

based 

N = 721 control 

 

Video-based 

interventions on 

the web were 

most cost-

effective after 

12 months. 

WBI’s should be 

included in smoking 

cessation strategies 

for cost 

effectiveness and 

outcomes.  

Level=2 

Grade=B 

Tran, T., Reeder, A., 

Funke, L., & 

Richmond, N. 

(2013). Association 

between smoking 

cessation 

interventions during 

prenatal care and 

postpartum relapse: 

Results from 2004 to 

What smoking 

cessation 

interventions prevent 

or impact postpartum 

relapse? 

none Descriptive, 

meta-analysis. 

Logistic 

regression used. 

N=2,938 women 

who had a live 

birth from 2004 

to 2008 

48% of women 

who smoked 

during 

pregnancy 

relapsed.  

Smoking cessation 

efforts during 

pregnancy did not 

last postpartum. 

Postpartum 

interventions need 

to be a part of 

practice regardless 

of woman started 

Level=4 

Grade=B 
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2008 multi-state 

PRAMS data. 

Maternal & Child 

Health Journal, 

17(7), 1269-1276. 

doi:10.1007/s10995-

012-1122-8 

 

smoking during 

pregnancy.  

Legend: N=Number of subjects 
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Appendix C 

Summary of Systematic Reviews (SR)  

Citation  Question Search Strategy Inclusion/ 

Exclusion Criteria 
Data Extraction 

and Analysis 
Key Findings Recommendation/ 

Implications 

Baxi, R. (2014). 

Family and carer 

smoking control 

programmes for 

reducing children's 

exposure to 

environmental 

tobacco smoke. 

Cochrane Database 

Of Systematic 

Reviews, (3), 

doi:10.1002/1465185

8.CD001746.pub3 

 

What strategy works 

best to decrease 

children’s exposure 

to environmental 

tobacco smoke? 

Cochrane Tobacco 

Addiction Group 

Specialized 

Register and 

conducted 

additional searches 

of the Cochrane 

Central 

Register of 

Controlled Trials 

(CENTRAL), 

MEDLINE, 

PsycINFO, E 

MBASE, 

CINAHL, ERIC, 

and The Social 

Science Citation 

Index & Science 

Citation Index 

(Web of 

Knowledge). Date 

of the most recent 

search: September 

2013 

 

Inclusion: 

Controlled trials 

with or without 

random 

allocation. 

Interventions 

mU.S.t have 

addressed 

participants. All 

mechanisms for 

reduction of 

children’s ETS 

exposure, and 

smoking 

prevention, 

cessation, and 

control programs 

were included.  

Exclusion: none 

N=57 

Independently 

assessed studies 

and extracted 

data. Due to 

heterogeneity of 

methodologies 

and outcome 

measures, no 

summary 

measures were 

possible and 

results were 

synthesized 

narratively. 

 

The review was 

unable to determine 

if any one 

intervention reduced 

parental smoking 

and child exposure 

more effectively 

than others, 

although seven 

studies were 

identified that 

reported 

motivational 

interviewing or 

intensive counseling 

provided in clinical 

settings was 

effective. 

 

When trying to reduce 

exposure to 

environmental tobacco a 

combination of 

approaches needs to be 

done. It appears that MI 

and counseling are most 

effective.  

Chamberlain, C. 

(2013). Psychosocial 

interventions for 

supporting women to 

Which smoking 

cessation strategy 

Cochrane 

Pregnancy and 

Childbirth Group’s 

Trials Register (1 

Inclusion: 
Randomized 

controlled trials, 

cluster-

Direct 

comparisons 

were conducted 

in RevMan, and 

The intervention 

that supported the 

most women to stop 

smoking in 

A combination approach 

is best when working 

with pregnant women. 

Incentives and 
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stop smoking in 

pregnancy. Cochrane 

Database Of 

Systematic Reviews, 

(10), 

doi:10.1002/1465185

8.CD001055.pub4 

 

works best for 

pregnant women? 

March 2013), 

checked reference 

lists of retrieved 

studies and 

contacted trial 

authors to locate 

additional 

unpublished data. 

 

randomized 

trials, 

randomized 

cross-over trials, 

and quasi-

randomized 

controlled trials 

(with 

allocation by 

maternal birth 

date or hospital 

record number) o 

f psychosocial 

smoking 

cessation 

interventions 

during pregnancy 

N=86 trials 

(27,000 women) 

subgroup 

analyses and 

sensitivity 

analysis were 

conducted in 

SPSS. 

 

pregnancy appeared 

to be providing 

incentives. 

Interventions 

appeared to be as 

effective for women 

who were from a 

low SES. 

Psychosocial 

interventions to 

support women to 

stop smoking in 

pregnancy can 

increase the 

proportion of 

women who stop 

smoking 

in late pregnancy, 

and reduce low birth 

weight and preterm 

births 

  

 

 

counseling were most 

influential, along with 

social support.  

Hughes, J. R. (2014). 

Antidepressants for 

smoking cessation. 

Cochrane Database 

Of Systematic 

Reviews, (1), 

doi:10.1002/1465185

8.CD000031.pub4 

 

Are antidepressants 

effective for long-

term smoking 

cessation? 

Cochrane Tobacco 

Addiction Group 

Specialized 

Register which 

includes reports of 

trials indexed in 

the Cochrane 

Central Register of 

Controlled Trials 

(CENTRAL), 

MEDLINE, EM 

Inclusion: 

Considered 

randomized trials 

comparing 

antidepressant 

medications to 

placebo or an 

alternative 

pharmacotherapy 

for smoking 

cessation. Also 

included trials 

Summarized 

individual study 

results as a risk 

ratio (RR), 

calculated as: 

(number of 

quitters in 

intervention 

group/ number 

randomized to 

intervention 

group) / 

Two 

antidepressants, 

bupropion (Zyban) 

and nortriptyline, 

are sometimes 

prescribed to help 

with quitting 

smoking. This 

review set out to 

determine if using 

antidepressants 

increased people’s 

Certain antidepressants 

can be effective in 

aiding in long-term 

smoking cessation. 



SMOKING CESSATION TRAINING 54 

BASE, and 

PsycINFO 

 

comparing 

different doses, 

using 

pharmacotherapy 

to prevent relapse 

or re-initiate 

smoking 

cessation or to 

help smokers 

reduce cigarette 

consumption.  

Exclusion: We 

excluded trials 

with less than six 

months follow-up 

N=90 trials 

 

(number of 

quitters in 

control group/ 

number 

randomized to 

control group). 

A risk ratio 

greater than 1.0 

indicates a 

higher rate of 

quitting in the 

treatment group 

than in the 

control group. 

For each type of 

medication 

where more 

than one 

eligible trial 

was identified, 

we performed 

meta-analysis 

using a Mantel-

Haenszel fixed-

effect method to 

estimate a 

pooled 

risk ratio with 

95% confidence 

intervals  

 

likelihood of 

successfully quitting 

smoking at six 

months or longer 

and to determine the 

safety of U.S.ing 

these medications to 

help quit smoking. 

Evidence suggests 

that neither selective 

serotonin reuptake 

inhibitors (e.g. 

fluoxetine) nor 

monoamine oxidase 

inhibitors aid 

cessation. 

 

Hughes, J. R. (2011). 

Anxiolytics for 

smoking cessation. 

Cochrane Database 

Of Systematic 

Do anxiolytics aid in 

smoking cessation? 

Cochrane Tobacco 

Addiction Group 

specialised regi 

ster (most recent 

search October 

Inclusion: 

Considered 

randomized trials 

comparing 

anxiolytic drugs 

Extracted data 

in duplicate on 

the type of 

study 

population, 

There is no 

consistent evidence 

that anxiolytics aid 

smoking cessation, 

but the available 

The research is not 

strong and anxiolytics 

could possible aid in 

smoking cessation, so 

may be a consideration 
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Reviews, (8), 

doi:10.1002/1465185

8.CD002849 

 

2009), which 

includes trials 

indexed in 

MEDLINE, 

EMBASE, 

SciSearch and 

PsycINFO, and 

confere 

nce abstracts 

 

to placebo or an 

alternative 

therapeutic 

control for 

smoking 

cessation. 

Exclusion: 

 Trials with less 

than six months 

follow up 

N=varied based 

on medication 

type 

the nature of the 

drug therapy, 

the outcome 

measures, 

method of 

randomization, 

and 

completeness of 

follow up 

 

evidence does not 

rule out a possible 

effect 

 

when other methods 

have failed.  

Lancaster, T. (2008). 

Individual 

behavioural 

counselling for 

smoking cessation. 

Cochrane Database 

Of Systematic 

Reviews, (4), 

doi:10.1002/1465185

8.CD001292.pub2 

 

Does individual 

counseling impact 

smoking cessation 

results? 

Cochrane Tobacco 

Addiction Group 

Specialized 

Register for 

studies with 

counsel in any 

field. Date of the 

most recent 

search: May 2008. 

 

Inclusion: 

Randomized or 

quasi-randomized 

trials with at least 

one treatment 

arm consisting of 

face-to-face 

individual 

counselling from 

A healthcare 

worker not 

involved in 

routine clinical 

care. The 

outcome was 

smoking 

cessation at 

follow up at least 

six months after 

the start 

of counselling 

Exclusion: none 

The intervention 

and population, 

method of 

randomization 

and 

completeness of 

follow up were 

recorded 

 

Individually 

delivered smoking 

cessation 

counselling can 

assist smokers to 

quit 

 

Individual counseling 

should be done by all 

healthcare providers. 
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N=30 trials (over 

7000 

participants) 

Lavender, T. (2013). 

Telephone support 

for women during 

pregnancy and the 

first six weeks 

postpartum. 

Cochrane Database 

Of Systematic 

Reviews, (7), 

doi:10.1002/1465185

8.CD009338.pub2 

 

Does telephone 

support postpartum 

aid in smoking 

cessation? 

Cochrane 

systematic review 

of studies on 

Telephone support 

for women during 

pregnancy and the 

first six weeks 

postpartum 

 

Inclusion: 

randomized 

controlled trials, 

comparing 

telephone support 

with routine care 

or with another 

supportive 

intervention 

aimed at pregnant 

women and 

women in the 

first six weeks 

post birth 

Exclusion: none 

N=27 trials 

Independently 

assessed studies 

identified by the 

search strategy, 

carried out data 

extraction and 

assessed risk of 

bias. 

 

There was not 

strong evidence that 

interventions 

reduced the number 

of women 

themselves 

reporting that they 

had stopped 

smoking at the end 

of pregnancy 

 

Telephone support is 

recommended for 

depression and 

breastfeeding.  

Lindson-Hawley, N. 

(2015). Motivational 

interviewing for 

smoking cessation. 

Cochrane Database 

Of Systematic 

Reviews, (3), 

doi:10.1002/1465185

8.CD006936.pub3 

 

What impact does 

motivational 

interviewing have on 

smoking cessation? 

Cochrane 

systematic review 

of studies on 

motivational 

interviewing for 

smoking cessation 

 

Inclusion: 

Randomized 

controlled trials 

in which 

motivational 

interviewing or 

its variants were 

offered to 

tobacco users to 

assist cessation 

 

Exclusion: none 

N= 28 studies 

Main outcome 

measure was 

abstinence from 

smoking after at 

least six months 

follow-up. 

Performed 

meta-analysis 

using a fixed-

effect Mantel-

Haenszel model 

 

Motivational 

interview can be 

helpful in smoking 

cessation. Some 

studies lacked detail 

on how it was 

modified for the 

population cared 

for.  

Motivational 

interviewing can be a 

helpful tool for smoking 

cessation, but may need 

modification based on 

population 

Rice, V. H. (2013). 

Nursing interventions 

for smoking 

cessation. Cochrane 

 Cochrane Tobacco 

Addiction Group 

specialized Regi 

Inclusion: 

Randomized 

trials of smoking 

cessation 

The main 

outcome 

measure was 

abstinence from 

Reasonable 

evidence that 

smoking cessation 

Nurses should be 

involved in smoking 

cessation counseling.  
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Database Of 

Systematic Reviews, 

(8), 

doi:10.1002/1465185

8.CD001188.pub4 

 

ster and CINAHL 

in June 2013 

 

interventions 

delivered by 

nurses or health 

visitors with 

follow-up of at 

least six months 

Exclusion: None 

N=49 trials 

(17,000 

participants 

 

smoking after at 

least six months 

of follow-up. 

Where 

statistically 

and clinically 

appropriate, we 

pooled studies 

using a Mantel-

Haenszel fixed-

effect model 

and reported the 

outcome as a 

risk rat 

io (RR) 

with a 95% 

confidence 

interval (CI) 

 

counseling given by 

nurses is effective 

Stead, L. F. (2012). 

Nicotine replacement 

therapy for smoking 

cessation. Cochrane 

Database Of 

Systematic Reviews, 

(11), 

doi:10.1002/1465185

8.CD000146.pub4 

 

How is NRT Usage 

impacted by behavior 

support? 

Cochrane Tobacco 

Addiction Group 

Specialized 

registered 

 in July2012 for 

records with any 

mention of 

pharmacotherapy, 

including any type 

of NRT, 

bupropion, 

nortriptyline or 

varenicline that 

evaluated the 

addition of 

personal support or 

compared two 

Inclusion: 
Randomized or 

quasi-randomized 

controlled trials 

in which all 

participants 

received 

pharmacotherapy 

for smoking 

cessation and 

conditions 

differed by the 

amount of 

behavioral 

support.  

Exclusion: 

Data was 

extracted and  

categorized by 

trials and 

subgroups 

 

Providing some 

personal contact is 

beneficial, and 

people making a 

quit attempt 

with 

pharmacotherapy 

will increase their 

chances of success  

NRT is highly effective 

and support can improve 

smoking cessation 

chances. 
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or more intensities 

of behavioral 

support 

 

Studies that used 

a contact match 

control to 

evaluate 

differences 

between types or 

components of 

support. 

Excluded trials 

recruiting only 

pregnant women, 

trials recruiting 

only adolescents, 

and trials with 

less than s 

ix months 

follow-up  

 

N=38 studies, 

over 15,000 

participants 

Whittaker, R. (2012). 

Mobile phone-based 

interventions for 

smoking cessation. 

Cochrane Database 

Of Systematic 

Reviews, (11), 

doi:10.1002/1465185

8.CD006611.pub3 

 

Do mobile phone 

based interventions 

aid in smoking 

cessation? 

Cochrane Tobacco 

Addiction Group 

Specialized 

Register in May 

2012. UK Clinical 

Research Network 

Portfolio for 

current projects in 

the UK and the 

Clinical Trials 

register for 

ongoing or 

recently completed 

studies 

 

Inclusion: 

Randomized or 

quasi-randomized 

trials. 

Participants were 

smokers of any 

age who wanted 

to quit. Studies 

were those 

examining any 

type of mobile 

phone-based 

intervention 

Exclusion: none 

N=5 studies 

Risk of bias and 

methodological 

details was 

extracted using 

a standardized 

form.  

Risk ratios (RR) 

calculated for 

each included 

study. Meta-

analysis of 

the included 

studies was 

undertaken 

using the 

Mobile phone 

interventions may 

be effective in long-

term smoking 

cessation but studies 

are limited.  

Mobile phone 

messaging can have a 

positive influence on 

smoking cessation and 

should be tried.  
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Mantel-

Haenszel fixed-

effect method. 

Where meta-

analysis was not 

possible, 

summary 

and descriptive 

statistics are 

presented 

 

 

Legend: N= Number of studies included in systematic review 
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Appendix D  

SWOT Analysis 
 

Internal Forces (project) External Forces (organization or environment) 

Strengths Opportunities  

 Well-known organization (nationwide) 

 Large client population (approx. 2,100 in 
county)  

 Supportive leadership 

 Research on the impact of brief 
intervention training has been well 
documented.  

 
 
 
 
 
 
 

 Large population means chance to reach 
many women 

 Brief interventions are cost effective and 
will not impact time of visit or cause 
additional visits 

 Chance to help clients that want to quit 
but don’t know where to find resources.  

 Change is practice, behavior, confidence 
and attitude is sustainable.  

Weaknesses Threats 

 Low socioeconomic population is at an  
increased risk for smoking (Tobacco Free 
Kids) 

 No protocol or policy on tobacco 
assessment 

 Focus. is on nutrition, not smoking 

 15% of clients smoke 
 
 
 
 
 
 

 Lack of funding for program and training 

 Limited amount of staff (5 RN’s) 

 Limited amount of visits with clients 

 Visits are short in length (30 minutes or 
less) 

 Clients may be turned off from WIC 
service if do not want  to discuss smoking 

 RN resistance to change 
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Appendix E 

Budget 

         

EXPENSES  REVENUE  

Direct     

In person training=WIC nurses (5 

nurses @ $31/hr. x 1 hr. + 5 

support staff @ 18/hr. x 1 hr +1 

dietician @ $26/hr x1 hr  

 

$271 Institutional budget support $1,230.25 

Pre-survey completion=WIC 

nurses (5 nurses @ $31/hr. x .25 

hr. + 5 support staff @ 18/hr. x 

.25 hr + 1 dietician @ $26/hr 

x.25 hr  

$67.75 In-kind donation (for supplies) $200 

Post-survey completion= WIC (5 

nurses @ $31/hr. x .25 hr. + 5 

support staff @ 18/hr. x .25 hr + 

1 dietician @ $26/hr x.25 hr 

 

$67.75  DNP student personal account 

(for statistician)  

$400 

Follow-up survey completion= (5 

nurses @ $31/hr. x .25 hr. + 5 

support staff @ 18/hr. x .25 hr + 

1 dietician @ $26/hr x.25 hr 

$67.75    

Statistician (Melissa) $400   

Office supplies, misc. (Melissa)  $200   

WIC program coordinator 

consultation (6 hrs.) ($31.10/hr 

x6 hrs=$186 

$186   

Health Dept. Accreditation 

Coordinator consultation (6 hrs.) 

($35/hrx6 hrs=$210 

$210   

Health Department director and 

deputy officer consultation (8 

hrs.) ($45/hr x 6 hrs) 

$360   

    

Total Expenses $1,830.25 Total Revenue $1,830.25 

Net Balance 0 
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Appendix F 

Pre-survey 

 
Please FILL IN the appropriate circles and complete the blanks.     

Gender:  O Male   O Female   Age:  ____      Your tobacco Use status.: O Current     O Former     

O Never Used regularly                                                    

Hispanic? O Yes   O No  

Race? O White   O Black/African-Am.   O Asian/Pacific Islander    O Native Am.   O Multi-ethnic   O 

Other: __________  

Clinical practice hours / week: _______________ 

Have you had formal training for treating tobacco Use?   O Yes    O No             If yes, how many 

hours?___________ 

If yes, how did you receive this training?    

O Workshop or seminar    O On-line or self-study program    O Other_____________                                           

 Please rate each item by FILLING IN the circle of the proper 
number. 

  0 = Not at all Most  possible = 10 

How knowledgeable are you in performing tobacco cessation interventions? 
           

How motivated are you to help someone stop using tobacco? 
           

How important is tobacco cessation to your work? 
           

How easily can you overcome the barriers you experience when providing 

tobacco cessation interventions to patients? 
           

How confident are you in your ability to assist patients with tobacco cessation? 
           

How prepared are you to provide tobacco cessation interventions?            

How effective are treatments for tobacco use?            

How much do you need additional staff and resources to provide tobacco 

cessation interventions?  
           

How much do you know about obtaining reimbursement for the delivery of 

tobacco cessation interventions? 
           

How skilled are you in effectively counseling tobacco users?  
           

How confident are you that you can address patient motivation to quit? 
           

How often do you see the effects of tobacco use on the health of  

your patients? 
           

How often do you or your staff ASK and DOCUMENT your patients’  

tobacco use status? 
           

How often do you or your staff ADVISE patients to stop using tobacco? 
           

How often do you or your staff ASSESS your patients’ willingness to stop  

using tobacco? 
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How often do you or your staff ASSIST patients to stop using tobacco by 

discussing strategies, techniques, setting a quit date, or medications? 
           

How often do you or your staff ARRANGE for follow-up as part of a  

tobacco cessation intervention by scheduling an extra visit, making a referral, 

sending a card or letter, or making a follow-up telephone call? 

           

How familiar are you with the U.S. Public Health Service Clinical Practice 

Guideline for Treating Tobacco use and Dependence? 
           

How familiar are you with referring patients to the quitline using a faxed form?            

How often do you refer your tobacco users to the quitline or another tobacco 

cessation program? 
           

How much do you desire more formal training for treating tobacco use?            
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Appendix G 

Post-Survey 

Please rate each item by FILLING IN the circle of the proper 
number. 

  0 = Not at 
all 

Most  possible = 
10 

How knowledgeable are you in performing tobacco cessation 
interventions? 

           

How motivated are you to help someone stop using tobacco? 
           

How important is tobacco cessation to your work? 
           

How easily can you overcome the barriers you experience when 
providing tobacco cessation interventions to patients? 

           

How confident are you in your ability to assist patients with tobacco 
cessation? 

           

How prepared are you to provide tobacco cessation interventions?            

How effective are treatments for tobacco use?            

How much do you need additional staff and resources to provide 
tobacco cessation interventions?  

           

How much do you know about obtaining reimbursement for the 
delivery of tobacco cessation interventions? 

           

How skilled are you in effectively counseling tobacco users?  
           

How confident are you that you can address patient motivation to quit? 
           

How familiar are you with the U.S. Public Health Service Clinical 
Practice Guideline for Treating Tobacco use and Dependence? 

           

How familiar are you with referring patients to the quitline using a 
faxed form? 

           

How much do you desire more formal training for treating tobacco 
use? 

           

            

How much do you agree with the following:            

The program was organized            

The information presented was relevant            

The information presented was thorough and will help me do my job            

The facilities were comfortable            

The selection of topics was appropriate            

The audio-visual aids were effective            
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The pace of the program was appropriate for the audience            

How well can you:            

Describe the PHS Clinical Practice Guideline and how it is 
implemented? 

           

Identify the FDA-Approved medications for treating tobacco use?            

Describe how the FDA-approved medications are  

used including counseling? 

           

Describe how to refer to the quitline?             
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Appendix H 

Follow-up Survey 

 

Please rate each item by FILLING IN the circle of the proper 
number. 

  0 = Not at all Most  possible = 10 

How knowledgeable are you in performing tobacco cessation interventions? 
           

How motivated are you to help someone stop using tobacco? 
           

How important is tobacco cessation to your work? 
           

How easily can you overcome the barriers you experience when providing 

tobacco cessation interventions to patients? 
           

How confident are you in your ability to assist patients with tobacco cessation? 
           

How prepared are you to provide tobacco cessation interventions?            

How effective are treatments for tobacco use?            

How much do you need additional staff and resources to provide tobacco 

cessation interventions?  
           

How much do you know about obtaining reimbursement for the delivery of 

tobacco cessation interventions? 
           

How skilled are you in effectively counseling tobacco users?  
           

How confident are you that you can address patient motivation to quit? 
           

How often do you see the effects of tobacco use on the health of  

your patients? 
           

How often do you or your staff ASK and DOCUMENT your patients’  

tobacco use status.? 
           

How often do you or your staff ADVISE patients to stop using tobacco? 
           

How often do you or your staff ASSESS your patients’ willingness to stop  

using tobacco? 
           

How often do you or your staff ASSIST patients to stop using tobacco by 

discussing strategies, techniques, setting a quit date, or medications? 
           

How often do you or your staff ARRANGE for follow-up as part of a  

tobacco cessation intervention by scheduling an extra visit, making a referral, 

sending a card or letter, or making a follow-up telephone call? 

           

How familiar are you with the U.S. Public Health Service Clinical Practice 

Guideline for Treating Tobacco use and Dependence? 
           

How familiar are you with referring patients to the quitline using a faxed form?            

How often do you refer your tobacco users to the quitline or another a tobacco 

cessation program? 
           

How much do you desire more formal training for treating tobacco use?            

How well can you:            

Describe the PHS Clinical Practice Guideline and how it is implemented?            
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Identify the FDA-Approved medications for treating tobacco use?            

Describe how the FDA-approved medications are  

used including counseling? 

           

Describe how to refer to the quitline?             
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Appendix I 

 

Figures 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Ask: Do you currently use tobacco? 

No Yes 

2. Advise to quit 

Yes No 

5. Arrange follow up 

1. Ask: Have you have used tobacco? 

Yes No 

4. Assist: Provide 

appropriate tobacco 

dependence material 

4. Assist: Intervene to 

increase motivation to 

quit (refer to 5 R’s) 

3. Assess: Have you recently 

quit? Any challenges? 

3. Assess: Are you willing to quit now? 

Yes No  

4. Assist: provide relapse 

prevention 

4. Assist: Encourage 

abstinence 

Figure 1. 5 A brief intervention algorithm. This figure illustrates the steps in the 5 A process. (“Treating Tobacco 

Dependence”, 2008) 
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Figure 2. Gender 

 

 

 

Figure 3. Age comparison 
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Figure 4. Nurse Documentation of Smoking 

 

Figure 5. Barriers means 
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7.2%
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How easily can you overcome the barriers you experience 
when providing tobacco cessation interventions to 

patients?
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Figure 6. Knowledge 

 

Figure 7. Confidence 

 

 

 

3.13

10.25

6.13

8.16

0.017
0

2

4

6
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Pre Post 6 Week Follow Up Kruskal Wallis X2 P-Value

How knowledgeable are you in performing tobacco cessation 
interventions?

4.4

11.13

6.13

7.266

0.027
0

2

4

6

8
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12

Pre Post 6 Week Follow Up Kruskal Wallis X2 P-Value

How confident are you in your ability to assist patients 
with tobacco cessation?
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Figure 8. Arrange 

 

Figure 9. Race 
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Figure 10. Motivation means 

 

Figure 11. Importance at work means 
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Figure 12. Ask means 

 

Figure 13. Advise means 
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Figure 14. Assist means 

 

Figure 15. Assess means 
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Figure 16. Statistical analysis of all summative questions 

How knowledgeable are 

you in performing tobacco 

cessation interventions?

How motivated are you to help 

someone stop using tobacco?

How important 

is tobacco 

cessation to 

your work?

How easily can 

you overcome 

the barriers you 

experience 

when providing 

tobacco 

cessation 

interventions to 

patients?

How confident 

are you in your 

ability to assist 

patients with 

tobacco 

cessation?

How confident 

are you in your 

ability to assist 

patients with 

tobacco

How effective 

are treatments 

for tobacco 

use?

How much do 

you need 

additional staff 

and resources 

to provide 

tobacco 

cessation 

interventions?

How much do 

you know about 

obtaining 

reimbursement 

for the delivery 

of tobacco 

cessation 

interventions?

How skilled are 

you in effectively 

counseling 

tobacco users?

How confident 

are you that you 

can address 

patient 

motivation to 

quit?

How often do 

you see the 

effects of 

tobacco use on 

the health of 

your patients

How often do 

you or your staff 

ASK and 

DOCUMENT 

your patients’ 

tobacco use 

status?

How often do 

you or your staff 

ADVISE patients 

to stop using 

tobacco?

How often do 

you or your staff 

ASSESS your 

patients’ 

willingness to 

stop

How often do 

you or your staff 

ASSIST patients 

to stop using 

tobacco by 

discussing 

strategies, 

techniques, 

setting a quit 

date, or 

medications?

How often do 

you or your staff 

ARRANGE for 

follow-up as 

part of a tobacco 

cessation 

intervention by 

scheduling an 

extra visit, 

making a 

referral, sending 

a card or letter, 

or making a 

follow-up 

telephone call?

How familiar are 

you with the U.S. 

Public Health 

Service Clinical 

Practice 

Guideline for 

Treating 

Tobacco Use 

and 

Dependence?

How familiar are 

you with 

referring 

patients to the 

quitline using a 

faxed form?

How often do 

you refer your 

tobacco users 

to the quitline or 

another tobacco 

cessation 

program?

How much do 

you desire more 

formal training 

for treating 

tobacco use?

How well can 

you?-Describe 

the US Public 

Health Service 

(PHS) Clinical 

Practice 

Guideline (5 A's) 

and how it is 

implemented?

How well can 

you?-Describe 

how to refer to 

the quitline?

Chi-Square 8.160 2.678 3.218 4.918 7.236 4.901 1.252 4.761 4.571 6.108 4.516 .065 2.592 .594 0.000 .147 4.347 6.818 4.230 .754 6.218 2.215 .095

df 2 2 2 2 2 2 2 2 2 2 2 1 1 1 1 1 1 2 2 1 2 1 1

p-value .017 .262 .200 .086 .027 .086 .535 .093 .102 .047 .105 .799 .107 .441 1.000 .701 .037 .033 .121 .385 .045 .137 .758


