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 Abstract 
  Objective.  To identify frames of interaction that allow smoking cessation advice in general practice consultations.  Design . 
Qualitative study based on individual in-depth interviews with GPs and their patients. Each of the GPs’ consultations were 
observed during a three-day period. Interviews primarily addressed the consultations that had been observed. The concept 
of  “ frames ”  described by Goffman was deployed as an analytic tool.  Setting . Danish general practice.  Subjects.  Six GPs and 
11 of their patients.  Results . Both GPs and patients evaluated potential issues to be included during consultations by rel-
evance criteria. Relevance criteria served the purpose of limiting the number of issues in individual consultations. Issues 
could be included if they connected to something already communicated in a consultation. Smoking cessation advice was 
subject to these relevance criteria and was primarily discussed if it posed a particular risk to a particular patient. Smoking 
cessation advice also occurred in conversations addressing the patient ’ s well-being. If occurring without any other readable 
frame, smoking cessation advice was apt to be perceived by patients as part of a public campaign.  Conclusions . Relevance 
criteria in the shape of communication of particular risks to particular patients and small-talk about well-being refl ect the 
concept of  “ frames ”  by Goffman. Criteria of relevance limit the number of issues in individual consultations. Relevance 
criteria may explain why smoking cessation advice has not yet been implemented in many more consultations.  

  Key Words:   Advice  ,   family practice  ,   general practice  ,   Goffman  ,   mass strategy  ,   qualitative study  ,   smoking cessation   

 Implementation of a mass strategy of smoking cessa-
tion advice in general practice consultations is rec-
ommended [1 – 4]. A mass strategy implies advice 
to all patients [5]. Consequently, consultations for 
diagnoses not related to smoking are regarded as 
 “ missed opportunities ”  [6]. 

 General practitioners (GPs) primarily advise 
on smoking cessation when patients suffer from 
smoking-related disease, i.e. diseases due to smok-
ing or relieved by smoking cessation [6 – 11]. They 
prefer to connect a discussion of smoking to the 
patient ’ s problems [12]. Freeman [13] describes 
how GPs either link lifestyle advice to manifest 
illness or completely separate advice from issues in 
the consultation. Thus, GPs carefully determine the 
appropriateness of advice [14]. 

 The present study uses Goffman ’ s concepts to 
describe the  interaction order  of everyday life, including 

 “ frames ”  of interaction [15,16]. Frames are shared 
understandings of the meanings of the interaction 
in the encounter between individuals [17]. 

 This study investigates frames of interaction in 
Danish general practice consultations challenged 
by the introduction of a mass strategy of smoking 
cessation advice. It aims to identify frames of 
interaction that allow smoking cessation advice in 
consultations.  

 Material and methods 

 Interviews with GPs and patients were grounded in 
observation of their own consultations. Observations 
and interviews contributed knowledge on when and 
how smoking cessation advice did or did not occur 
and why the issue was raised or avoided.  
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 Selection of consultations and of patients 
for interview 

 Based on observations, a strategic sample of con-
sultations from each practice was selected for fur-
ther investigation through interviews with GP and 
patient respectively (Figure 1). The strategic sample 
was aiming at consultations regarding health prob-
lems not related to smoking. These consultations 
were given special attention by interviews because, 
according to a mass strategy, they are supposed to 
contain advice but, according to the literature, they 
usually do not. Patients ’  sex, age, and health prob-
lems were also selection criteria, aiming at a maxi-
mal variation of these parameters. Finally, only 
 A mass strategy of smoking cessation has been 
recommended for years but has yet not been 
implemented. 

 Relevance criteria are regulating which  •
issues are included in the consultation by 
GPs and patients. 
 Relevance criteria included not only  •
smoking-related illness but also other kinds 
of occasions such as discussions of patients ’  
well-being. 
 The fi ndings of this study suggest that  •
smoking cessation advice should not be 
part of every consultation. 
election of GPs 

ighteen GPs were invited with the aim of arriving at 
total of six GPs who wanted to participate. Recruit-
ent followed the principle of maximal variation 
8] primarily regarding activity of smoking cessation 
vice but also of sex, duration of practice tenure, and 

rban/rural practices (Table I). Including a less active 
ale GP with short practice tenure proved diffi cult. 
mong the 12 GPs who declined participation, seven 
ere less active male GPs with short practice tenure. 
he other fi ve GPs who did not participate were both 
tive and less active male and female GPs with lon-

er practice tenure. GPs ’  level of activity was identi-
ed by local public administrators responsible for 

oking cessation and by colleagues according to the 
rinciples of member-identifi ed categories described 
y Hammersley and Atkinson [19] and Kuzel [20]. 
ll GPs accepted their peers ’  assessment.   

bservations 

he consultations of six GPs were observed, each dur-
g a three-day period. Observational, theoretical, and 
ethodological notes were taken according to the 

rinciples of Schatzman and Strauss [21]. Observation 
d interviews were carried out during 2003 – 2004.   

consultations with patients who were considered 
smokers or potential smokers by their GP were 
selected. This procedure ensured that only patients 
considered appropriate candidates for advice by the 
GPs were included. 

 Thirteen patients were asked for an interview and 
nine of them accepted. Two patients who had been 
attending with smoking-related health issues but 
did not receive any advice were interviewed as well. 
The consultations of all 15 patients were included in 
the analysis.   

 Defi nition of smoking-related symptoms or illnesses 

 Symptoms or illnesses diagnosed by the GPs were 
defi ned as smoking-related if smoking might have 
developed or shaped the illness course or if cessation 
was known to improve the prognosis. Knowledge of 
the relationship between smoking and symptoms or 
illnesses was searched for in national and interna-
tional literature through repeated literature searches 
during the study.   

 Defi nition of smoking cessation advice 

 Smoking cessation advice was defi ned as any discus-
sion of smoking that went beyond answers to the 
GP ’ s anamnestic questions regarding the patient ’ s 
  Table I. Characteristics of the selected GPs.   

GP
More 
active

District 
(no)

Sex 
(M/F)

Age 
(yrs)

Tenure in 
practice (years)

In partnership 
surgery

Postgraduate 
training in smoking 

cessation

A Yes 1 M 55 23 Yes No 1 
B No 1 F 46 4 Yes No
C Yes 2 F 45 6 Yes Yes 1 
D No 2 M 59 29 Yes No
E Yes 3 M 50 15 No Yes
F No 3 M 43 7 No No

   Notes: Districts are indicated by numbers.  1 Had a smoking cessation counsellor in their practice.   
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  Figure 1.     Design: Consultations with GPs A, B, C, D, E, and F were observed. Interviews with the GPs and with their patients were 
grounded on these consultations.  
smoking status, the amount of tobacco smoked, and 
the duration of consumption [22].   

 Interviews 

 After observations, patients selected for interviews 
were contacted by phone. Characteristics of these 
patients are given in Table II. Semi-structured inter-
views were conducted as soon as possible after their 
consultation [23]. At the beginning of the interview 
all participants were invited to listen to the audio 

record of the consultation, and most accepted this 
invitation. The questions concerned the GP ’ s motives 
for discussing smoking in the particular consultation 
or leaving it out as well as what aspects might, in 
general, make the GP raise the issue. Questions also 
explored how smoking cessation advice was commu-
nicated, and whether the patients had ever felt that 
advice was lacking from a consultation. Questions 
to patients and to GPs covered the same issues in 
wording appropriate for the two perspectives. The 
consultations that had been observed served as a 
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shared frame of reference between the interviewer 
and the interviewee.   

 Analysis 

 All interviews and the selected consultations were 
transcribed verbatim. Coding was based on the infor-
mants ’  own categories, inspired by Giorgi ’ s four-step 
process [24]. The analysis focused on the interaction 
order in the consultations agreed upon by patients and 
GPs. Individual transcripts were read to get a sense of 
the whole statement, and text units addressing specifi c 
issues were coded. The text units were organized in 
common themes. For example the text units coded as 
 “ the health problem in question ”  were included in a 
common theme of  “ occasion for advice ” . During the 
course of this reduction process, individual codes uti-
lized only once or only a few times were excluded. The 
common themes were collapsed into main themes. 
The main theme of  “ relevance criteria ”  was based on 
the common themes of  “ occasion for advice”  ,  “ advice 
related ” ,  “ advice because ” ,  “ iatrotropic threshold ” , 
 “ medical priority ” ,  “ scarcity ” ,  “ GP ’ s knowledge of the 
patient ’ s smoking status ” ,  “ good situations for smok-
ing cessation advice ” , and, fi nally, the theme of  “ the 
patient ’ s belief in relation to smoking ” . 

 Goffman ’ s concept of  “ frames ”  offered a theo-
retical perspective on the mechanisms by which 
GPs and patients ordered the interaction during 
consultations. Frames are defi nitions of situations. 
Participants in an encounter arrive at a working 
consensus regarding their meeting by negotiating 
within these frames [17, p. 41]. In a particular setting, 
as in general practice consultations, a rather stable 
pattern of actions is established as an interaction 
order [15,16]. This perspective was useful in explain-
ing the inclusion and exclusion of particular issues 
in the consultations. 

 The analytical process was triangulated [25] 
between the authors and one additional researcher. 
Analysis was carried out using NVivo software. 
 The study was a part of a larger research project 
on the GP – patient relationship and smoking cessa-
tion advice. The results concerning morality and 
the results concerning the maintenance of trust 
during interaction have been reported in separate 
papers [26,27]    .

 Results  

 Relevance criteria 

 Smoking cessation advice was judged by relevance 
criteria prior to inclusion. The relevance criteria 
applied to all potential issues for discussion during 
consultations. They worked as frames of interpreta-
tion. The relevance criteria allowed an issue to be 
included by connecting it to issues already raised. 
For instance, GPs and patients found that smoking 
cessation advice fi tted naturally with smoking-related 
illnesses or symptoms such as coughs or diabetes. 
To illustrate how advice is communicated in relation 
to a health problem we quote from a consultation 
with a woman presenting with allergy. Her former 
GP suspected she had asthma: 

   Mona: Then he gave me some pills to try out … 
GP B: Some pills?   
  Mona:  Yes, and then he asked if it had been of 

any help, and when I told him that it had, 
I got some kind of gadget, I had to  …  to 
suck.  

  GP B:  Yes, but it ’ s been a long time since you ’ ve 
used it.  

  Mona: Yes.  
  GP B:  Yes well, I would like it if you had one made 

here as well to see the  …  how you … . I seem 
to remember that you ’ re a smoker, aren ’ t you? 
How much do you smoke?  

  Mona: I think I ’ ve reduced it to ten now.  
  GP B:  Ten, yes. That ’ s also something that can really 

be a part of  …  making the asthma worse, that 
you put smoke down there, that makes the 
body react, you know.  

 In this case, possible asthma made advice relevant. 
On another occasion the topic of smoking was 
introduced after the GP had fi nished inserting 
acupuncture needles for treating infi ltrations in 
the neck: 

  GP C:  That one was really tender  –  is that where 
you ’ ve had the most pain?  

  Edith: A little  …  I think so.  
  GP C: Are you all right?  
  Edith: Yes.  
  GP C: You ’ re not getting unwell?  
  Table II. Patients interviewed.  

Patient Health problem

Advice in 
present 

consultation
Age, 
years

Sharon Infl ammation of the throat Yes 34
Gerald Urination at night No 60
Jane Cystitis or vaginitis No 48
Sophie Stress and perfectionism No 33
Roxanne Infl ammation of the throat Yes 18
Charles Wart No 78
Alice Neck and back pain No 61
John Haemorrhoids Yes 57
Mary-Ann Contraceptives No 35
Monica Pityriasis No 66
Dave Possible venereal disease No 23
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  Edith: No.  
  GP C:  No … . Should I stick some in your ears for 

smoking cessation?  

 In this case, the relevance of smoking cessation advice 
was linked to the practice of acupuncture. Advice 
also occurred as follow-up on prior discussions of 
smoking, or when GPs met patients for the fi rst time. 
Most patients were puzzled if their GP raised the 
subject of smoking when they could not discern the 
relevance rooted in the actual consul tation. The rele-
vance criteria identifi ed in this study are presented 
in Figure 2. According to GPs and patients, relevance 
criteria had the function of limiting the number of 
issues that could be raised during consultations. GPs 
felt that the number of issues they ought to raise by 
far exceeded what could possibly be discussed in the 
limited time allowed. Smoking was one of these 
issues. Consultations in Denmark typically last 10 or 
15 minutes. Smoking cessation advice would pri-
marily be given when GPs found that the contents 
of the consultations provided an occasion to give it.   

 Particular risks 

 Patients distinguished individual smoking cessation 
advice from general information to the public: 

  Jane: If [smoking turned up when I attended with a 
swollen fi nger] then I would think  …  that it was prob-
ably part of some public campaign that was going on 
at the time.  

 Similar points were made by several patients. Smok-
ing cessation advice directed at all patients would be 
perceived as different from normal communication 
in general practices. As long as smoking was not asso-
ciated with any issues in the consultation, patients 
would consider advice as a part of a current public 
campaign, and hence associate it with radio and 
TV spots or warnings on cigarette packs. Thus, if 
smoking cessation advice did not fi t the relevance 
criteria in the consultation, the frame of interpreta-
tion would change from one regarding particular 
  Smoking-related illness or symptoms
pain,  hypertension, diabetes, COPD, isch

Other occasions like pregnancy and vis
patient’s cigarettes or smells smoke on th
illnesses of relatives; a patient attending t
prior discussion of smoking; patients talki
lifestyle discussions; general preventive h
contraception.

How are you?   A conversation regardin
risks communicated to par ticular patients to one of 
a current health campaign with information relevant 
to anybody. For patients, individual and general 
advice have very different implications. The follow-
ing quote illustrates the implications of smoking 
cessation advice for patients when it is not clear that 
the advice is directed to everybody rather than being 
particular to the individual patient: 

  Mary-Ann: Do I look like that? Or do I have any 
symptoms or signs of disease that make the GP think 
that something ’ s wrong? I think I would feel that way 
if he asked me, without any reason, if I was a smoker. 
Like  “ God, does he think that I ’ ve got lung cancer? ”  
or,  …  I ’ d be worried.    

 Small-talk 

 Some consultations included what patients termed 
 “ small-talk ” , meaning that patients asked health 
questions of a general nature or spoke about their 
everyday life: 

  Cheryl: Those are the kind of days where I decide to 
just relax, just be myself with my dog, right. And I am. 
I have the answering machine turned on, on the phone. 
Just in case something should happen to my father or 
my daughter or something like that. It feels good to just 
go in and listen to it, now and then, right. But  otherwise, 
yes, that ’ s what I do.  
   GP B: You once talked about doing something about 
smoking too?   

 According to GPs and patients, smoking cessation 
advice sometimes occurred in such discussions of 
well-being. The GPs also considered these discus-
sions as a professional activity. They asked questions 
about work, family, well-being, and interests. The 
knowledge obtained was used to become familiar 
with the patients ’  perception of their own health. 
Moreover, GPs could better adapt their interven-
tions to the patient ’ s circumstances when they had 
gained this knowledge. Small-talk was, however, 
optional and often occurred in  “ spare time ” , as for 
 like coughing, shortness of breath, chest 
aemic heart disease, asthma, etc. 
its with children, if the GP sees the 
e patient’s clothes; smoking-related 
he GP for the first time; continuation of a 
ng about smoking; social problems; 
ealth examination; discussion of 

g the patient’s well-being. 
  Figure 2.     Relevance criteria for smoking cessation advice.  
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example when GP C was awaiting the effect of the 
acupuncture.    

 Discussion  

 Frames 

 Criteria of relevance, for instance communicating 
particular risks to particular patients and small-talk, 
are examples of Goffman ’ s concept of frames [16]. 
Frames are the meanings attached to the patient ’ s 
and the GP ’ s understandings of the occurrence of 
smoking cessation advice. Criteria of relevance are 
frames of interpretation, which explain why smoking 
was brought up, and what the GP aimed at in the 
particular situation. Frames situate smoking cessa-
tion advice in a meaningful context to the parties 
involved.   

 Particular risks, well-being, or public campaign 

 GPs ’  traditional strategy of smoking cessation advice 
has been described as focused on smoking-related 
illnesses [6 – 11]. In this study, smoking-related illness 
was the main relevance criterion. GPs perceived lack 
of smoking cessation advice to patients with such 
illnesses as a failure of their own work. However, GPs 
found other occasions for providing smoking cessa-
tion advice in general practice. If advice, however, 
was not given within a recognizable frame of refer-
ence, patients were likely to perceive advice as part 
of a public campaign and hence not particularly 
important to themselves.  

 This study supports the fi ndings of previous sur-
veys arguing that smoking cessation advice is given 
in the context of smoking-related illness. It also adds 
that advice should occur on many other occasions, 
and may be displayed as a part of the GPs ’  interest 
in patients ’  well-being. 

 Moreover, this study adds to the description 
offered by Sorjonen et al. [28] that lifestyle issues 
raised in relation to illness tended to be given further 
attention in the consultations. When raised out of this 
context, lifestyle issues usually did not achieve the 
status of being an important problem to be dealt with. 
The interviews with GPs and patients in this study 
added the function that these actions had in limiting 
the number of issues raised in a consultation. This 
fi nding is particularly relevant since the amount of 
opportunistic preventive issues that may be addressed 
has grown to such an extent that they may compete 
with other core activities in consultations [29]. 

 Relevance criteria may explain why smoking 
cessation advice has not yet been implemented in 
many more consultations. The results of this study 
indicate that interactional barriers are limiting the 
extent of smoking cessation advice. These barriers, 
however, serve a purpose in the interaction order of 
consultations and cannot be eliminated without 
side effects on the interaction as a whole. From 
this perspective, it cannot be considered that every 
consultation without smoking cessation advice is a 
 “ missed opportunity ” . 

 How do the present fi ndings match surveys 
reporting that most patients believe that physicians 
are also responsible for providing smoking cessation 
advice when it is not linked to smoking-related ill-
ness [30,31]? The present study addresses the prac-
tical implementation of advice from the perspective 
of a single consultation, thereby shifting the focus 
from  “ if  ”  to  “ how ”  advice occurs. Rather than eval-
uating whether smoking cessation advice belongs in 
general practice, patients and GPs describe the 
scene that already exists for communicating advice 
in consultations.   

 Generalizability 

 In this small, qualitative study the analysis is not 
based on a representative sample of GPs and patients. 
The fi ndings are thus not generalizable to all GPs 
and patients. The study is, however, based on a 
sample of GPs with different levels of commitment 
to smoking cessation advice and also included a 
number of their patients. The themes prevailing in 
this sample are thus probably relevant to GPs and 
patients beyond the sample in question. 

 The study was conducted in Danish general 
practice, and so it is inevitably infl uenced by the 
structure of GP surgeries in Denmark. General prac-
tice consultations in other countries are either shorter 
(the UK) or longer (Sweden). This difference prob-
ably affects how time in the consultation is experi-
enced. In most countries, however, access to GPs is 
still limited and prioritized according to severity, 
stressing the importance of scarcity of time.   

 Limitations 

 Attitudes to smoking have changed signifi cantly 
in recent years. This probably affects the way that 
smoking cessation advice is handled in general 
practice. The increased attention to smoking may 
make it easier to fi nd frames for smoking cessation 
advice during consultations. It may, however, be at 
the expense of the gravity that has hitherto been 
ascribed to the GP ’ s advice when aiming at particular 
health risks. 

 Many aspects other than criteria of relevance 
should be considered in determining the appropri-
ateness of advice in consultations, such as patients ’  
readiness to change and establishing rapport [32].    
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 Conclusion 

 Smoking cessation advice in general practice 
consultations is given in the context of smoking-
related illness but advice occurs on many other 
occasions. Criteria of relevance limit the number 
of issues in individual consultations. They apply 
to smoking cessation advice as well as to any 
other issue considered for inclusion in a specifi c 
consultation.  

 Implications 

 Implications of these fi ndings for a mass strategy of 
smoking cessation advice are that in consultations 
without smoking-related illness, advice would need 
other relevance criteria to fi t the frames of the inter-
action order in Danish general practice consultations. 
Considering the frames of interaction identifi ed in 
this study, smoking cessation advice should not be 
part of every consultation.    
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