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Abstract We examined attitudes and practices regarding
tobacco cessation interventions of primary care physicians
serving low income, minority patients living in urban areas
with a high smoking prevalence. We also explored barriers
and facilitators to physicians providing smoking cessation
counseling to determine the need for and interest in
deploying a tobacco-focused patient navigator at commu-
nity-based primary care practice sites. A self-administered
survey was mailed to providers serving Medicaid popula-
tions in New York City’s Upper Manhattan and areas of the
Bronx. Provider counseling practices were measured by
assessing routine delivery (>80% of the time) of a brief
tobacco cessation intervention (i.e., “5 A’s”). Provider
attitudes were assessed by a decisional balance scale
comprising 10 positive (Pros) and 10 negative (Cons)
perceptions of tobacco cessation counseling. Of 254
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eligible providers, 105 responded (41%). Providers esti-
mated 22% of their patients currently use tobacco and
nearly half speak Spanish. A majority of providers rou-
tinely asked about tobacco use (92%) and advised users to
quit (82%), whereas fewer assisted in developing a quit
plan (32%) or arranged follow-up (21%). Compared to
providers reporting <80% adherence to the “5 A’s”, pro-
viders reporting >80% adherence tended to have similar
mean Pros and Cons scores for Ask, Advise, and Assess but
higher Pros and lower Cons for Assist and Arrange. Sixty
four percent of providers were interested in providing
tobacco-related patient navigation services at their prac-
tices. Although most providers believe they can help
patients quit smoking, they also recognize the potential
benefit of having a patient navigator connect their patients
with evidence-based cessation services in their community.

Keywords Tobacco cessation - Primary care -
Healthcare providers - Minority health - Patient navigation

Introduction

Smoking remains the leading modifiable behavioral risk
factor and cause of premature death in the United States [1]
and may be the largest single contributor of health
inequalities in low-income populations [2]. Over the past
decade, state and local governments have implemented
evidence-based public health and clinical interventions in
order to reduce cigarette consumption [3—8]. In 2002, the
New York City Department of Mental Health and Hygiene
embarked on a comprehensive tobacco control program [3]
and, within 7 years, smoking rates in New York City fell to
one of the lowest in the Nation (15.8%) [9]. However, rates
of smoking show marked variations according to income,
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education and race/ethnicity and are highest among
immigrants, minorities, and persons of a lower socioeco-
nomic status [10-12].

Although safe and efficacious tobacco cessation treat-
ments exist [7], these evidence-based treatments tend to be
underutilized, especially among low-income, ethnic/racial
minority smokers. In New York State only 28% of patients
used evidence-based treatment cessation services (medi-
cation and/or counseling) [13]. In addition, despite New
York State’s widespread efforts to reduce barriers to access
such as cost, language, and geographic distance, Spanish
speaking and Medicaid smokers have lower utilization of
the State Quitline than expected based on smoking preva-
lence rates [14—16].

Primary care providers have long been considered
essential catalysts for cessation advice and assistance
[17, 18]. Approximately 70% of all smokers are seen by a
physician each year and even brief physician advice to quit
smoking has been shown to be an effective smoking ces-
sation intervention [7, 19]. The Public Health Service and
US Preventive Services Task Force recently reaffirmed that
clinicians should ask all adults about tobacco use and
provide tobacco cessation interventions for those who use
tobacco products (Grade A recommendation) [7, 20].
Providers are encouraged to follow the “5 A’s” brief,
behavioral counseling framework (i.e., (1) Ask about
tobacco use; (2) Advise quitting; (3) Assess willingness to
quit; (4) Assist to quit; (5) Arrange follow-up) to promote
tobacco cessation. Although national and statewide surveys
typically reveal that providers routinely ask their patients
about tobacco use and advise smokers to quit, providers are
much less likely to complete the latter “5 A’s”, namely
assessing willingness to quit, assisting smokers to quit, and
arranging follow-up [21, 22]. Compounding this general
tendency to forego the more intensive cessation treatment
(i.e., less assessing, assisting and arranging follow-up),
recent studies reveal marked disparities in primary care
patterns with low income, black and Hispanic smokers
being less likely to be asked about their smoking, advised
to quit, or receive recommendations for use of evidence-
based cessation pharmacotherapies [23-25].

Because of these disparities, innovative strategies are
needed to help extend the reach and impact of physician-
delivered advice and provide a bridge to community-based
cessation services. Over the past decade, patient navigators
have been used with increasing frequently to help patients
access and overcome potential barriers to receiving quality
cancer care [26, 27]. More recently, the use of patient
navigators has been examined in primary care to extend a
provider’s reach in promoting adherence to preventive
health recommendations [28, 29]. The patient navigation
model represents a promising strategy for meeting the

Institute of Medicine’s criteria for quality health care (i.e.,
being safe, effective, patient centered, timely, efficient, and
equitable) [30]. In terms of the “5 A’s”, patient navigators
are ideally suited to perform “Assess,” “Assist,” and
“Arrange,” interventions that require more time than pri-
mary care providers have been able and willing to provide
[22]. In doing so, the navigator would concentrate on
assisting smokers access evidence-based cessation inter-
ventions [31]. By arranging follow-up with the patient, the
navigator also would be able to foster a sustained tobacco
treatment intervention in the primary care setting [32, 33].
Ultimately, we hypothesize that lay patient navigators (i.e.,
former smokers from the same communities as the
patients) can be trained and equipped with relevant
knowledge, skills, and experience to address certain bar-
riers specific to that patient population.

As part of a larger ongoing research project that aims to
develop and apply a patient navigation model to reduce
disparities in cessation treatment utilization, this study
examined primary care physicians’ attitudes and practices
with regard to smoking cessation interventions. Specifi-
cally, we solicited a sample of primary care providers
treating low-income, minority patients in areas known to
have high rates of smoking and low cessation treatment
utilization rates and assessed the frequency with which they
have been counseling and offering interventions to their
smokers. In addition, we wanted to understand barriers and
facilitators to providing smoking cessation counseling.
Finally, to gather preliminary evidence regarding the fea-
sibility of integrating patient navigation into primary care
clinics, we collected preliminary data regarding primary
care providers’ potential interest and perceived benefit of
implementing a tobacco-focused patient navigator at com-
munity-based primary care practice sites.

Methods
Sample

The study was approved by the Institutional Review Boards
at The City College of New York and Memorial Sloan-
Kettering Cancer Center. Data were collected via a self-
administered, anonymous survey mailed to a sample of
primary care providers participating in a Medicaid-man-
aged care program. Primary care providers (i.e., internists,
family practitioners, and obstetrician/gynecologists) prac-
ticing in a zip code located within or in proximity to the
targeted areas of either New York City’s East and Central
Harlem and Washington Heights and Inwood (i.e., 10128,
10029, 10035, 10025-27, 10030, 10037, 10039, 10031-34,
10040) or three zip codes in the Bronx (10451, 10452, and
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10454) that were in close proximity to Upper Manhattan
were selected because of the high proportion of current
smokers residing in these low income, urban, largely
minority neighborhoods [34-37].

Eligible providers were mailed the survey in July 2009
with personalized cover letters, stamped return envelopes,
and a $2 cash incentive, methods that have been found to
maximize response rates from healthcare professionals
[38]. A postcard for indicating contact information also
was included for providers interested in participating in a
future planned pilot patient navigation project. Follow-up
phone calls and face-to-face visits were conducted.

Instruments

The 42-item questionnaire included sections pertaining to
practice setting characteristics, tobacco cessation attitudes
and practices, patient navigation, and personal background
(demographic) information [39]. Provider attitudes were
assessed by a validated decisional balance that consisted of
10 positive (Pros, « = 0.83) and 10 negative (Cons,
o = 0.86) perceptions of tobacco cessation counseling.
Individual items were measured on a 5-point Likert-type
response format, ranging from 1 (strongly disagree) to 5
(strongly agree) [40]. The decisional balance scale has
been found to be significantly associated with physicians’
readiness to deliver smoking cessation counseling [40] in
that greater positive beliefs (Pros) about providing cessa-
tion counseling are associated with greater readiness,
whereas greater negative beliefs (Cons) are associated with
lower likelihood of providing cessation counseling [41].
Provider counseling practices were measured by assessing
routine delivery (>80% of the time) of the “5 A’s”. The
items pertaining to patient navigation asked if physicians
were familiar with the patient navigation model (yes/no)
and assessed physicians’ perceptions of the effectiveness of
having a staff person perform specified services for
smokers.

Data Analysis

Data were analyzed using SPSS 15.0 (SPSS Inc, Chicago,
IL). Descriptive statistics were calculated for demographic
characteristics and enactment of the “5 A’s”. Differences
between groups were examined using chi-squared tests. For
the decisional balance scales, raw scores for Pros and Cons
were converted into 7-scores. Bivariate correlations were
used to assess the relationship between mean Pros and
Cons T-scores and readiness to provide tobacco cessation
services and interest in patient navigation. Reported
p-values are two-sided and a value of less than .05 was
considered statistically significant.

@ Springer

Table 1 Characteristics of primary care providers

Characteristic N (%)
Age
20-39 25 (24.0%)
40-59 66 (63.5%)
60 and older 13 (12.5%)
Gender
Female 74 (70.5%)
Race/ethnicity
African American/Black 20 (19.2%)
Asian American/Pacific Islander 17 (16.3%)
Latino/Hispanic 17 (16.3%)
White 45 (43.3%)
Other 6 (4.9%)
Area of practice
Internal medicine 44 (41.9%)
Family practice 16 (15.2%)
OB/GYN 30 (28.6%)
Others 15 (14.3%)
Number of years since graduating medical school (n = 102)
Mean (SD) 19 (9-8)
Less than 10 21 (20.6%)
11-20 41 (40.2%)
21 and above 40 (39.2%)
Smoking status
Never smoker 79 (75.2%)
Former smoker 23 (21.9%)
Current smoker 3 (2.9%)
Academic affiliation
Yes 75 (72.1%)
English speaking patients (%)
Mean (SD) 55.2 (28.6)
Spanish speaking patients (%)
Mean (SD) 45.1 (29.5)
Estimated smoking prevalence (%)
Mean (SD) 22.1 (16.6)
Results
Demographics

A total of 254 eligible providers received the survey packet
and 105 providers completed surveys, yielding a response
rate of 41.3%. The majority of physicians were between 40
and 59 years of age and the mean (SD) number of years
since graduating medical school was 19.0 (9.8) (Table 1).
Approximately 70% of providers were female and more
than 50% self-identified as African American/Black, Asian
American/Pacific Islander, or Latino/Hispanic. The most
common area of practice was internal medicine (41.9%)
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Table 2 Physicians’ tobacco-related counseling practices (5 A’s)

Intervention

Frequency and percent of physicians who perform the intervention with:

>80% of patients 61-80% of patients 41-60% of patients 20-40% of patients <20% of patients

Ask about smoking status 92 (92.0%) 6 (6.0%) 0 (0.0%) 1 (1.0%) 1 (1.0%)
Advise smoking patients to quit 83 (82.2%) 12 (11.9%) 4 (4.0%) 0 (0.0%) 2 (2.0%)
Assess willingness to quit 57 (57.0%) 26 (26.0%) 5 (5.0%) 6 (6.0%) 6 (6.0%)
Assist smoking patients 31 (32.0%) 16 (16.5%) 14 (14.4%) 10 (10.3%) 26 (26.8%)
Arrange follow-up for smoking patients 21 (21.4%) 11 (11.2%) 17 (17.3%) 13 (13.3%) 36 (36.7%)
followed by obstetrics/gynecology (28.6%). The providers 60
estimated that approximately 22.1% of their patients are
current tobacco users and that nearly half of their patients 55 |
are Spanish speaking. While 23 (21.9%) providers reported
being former smokers, only three (2.9%) providers reported S 504
currently smoking. 2
3 451
Provision of the “5 A’s” s
@ 40
Table 2 illustrates the percentage of time that primary care .
providers routinely perform each of the “5 A’s” with 35 -
>80% of their patients. Although the vast majority of —e—Pros Cons
providers routinely asked patients about tobacco use (92%) 30 ; ; : ;
and advised tobacco users to quit (82.2%), only slightly 1 2 3 4 5

more than half of the providers assessed tobacco users’
willingness to quit (57%). Similarly, even fewer assisted
tobacco users in developing a quit plan (32%) or arranged
follow-up contact (21.4%).

Provider Attitudes toward Tobacco Cessation
Counseling (Pros and Cons)

In terms of attitudes to deliver smoking cessation inter-
ventions, providers most strongly endorsed Pros related to
the belief that doctors can be effective in tobacco cessation,
physician counseling is effective, and physician advice is
one of the best tobacco cessation interventions. On the
other hand, the most highly endorsed Cons were the belief
that smokers are non-compliant with tobacco cessation,
cessation counseling is frustrating, and that physicians are
unaware of the best cessation counseling strategies.
Readiness to provide comprehensive cessation services (as
measured on a 6-point scale from no expressed interest/
concern to services fully integrated into care) was posi-
tively correlated with endorsement of Pros (r = 0.29,
p = .004) and negatively correlated with endorsement of
Cons (r = —0.37, p < .001). Provider attitudes also were
related to performance of the “5 A’s” such that higher
endorsement of Pros and lower ratings of Cons were
associated with offering assistance (p = .01) and arranging
(p = .03) for cessation services among providers (see
Fig. 1).

Fig. 1 Pros and cons of tobacco cessation counseling for providers
who report at least 80% adherence to the 5 A’s for tobacco cessation

Readiness to Provide Tobacco Cessation Services

The three most frequently cited reasons for providers failing
to provide smoking cessation advice and counseling to their
patients were the perception of patients being unwilling or
unmotivated to quit (30.2%), other health issues taking
priority (27.9%), and lack of time (27.9%). In terms of
awareness of community-based tobacco-cessation resour-
ces, 83% of providers were aware of the New York State
Quitline while only 37% of providers knew about the New
York State Fax-to-Quit Program, which allows providers to
directly refer smokers to the Quitline. A minority of pro-
viders reported being familiar with formal cessation pro-
grams located in close proximity to their practice settings.
When providers were asked what might make it easier to
add or expand tobacco use cessation counseling within their
practice, nearly two thirds (65.7%) cited greater knowledge
of community referral sources and more than one third
(37.3%) cited having staff with more training.

Awareness of and Interest in Patient Navigation
Although only 30% of providers had heard of patient

navigation when provided with a brief explanation, 64% of
respondents were interested in having a patient navigator
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help their patients make greater use of the available
tobacco services in their local community. In terms of
perceived benefits of patient navigation, 83.4% believed a
patient navigator would be helpful for following up with
patients they advised to quit, 85.4% believed a patient
navigator would help identify barriers to quitting, 88.2%
believed a patient navigator would help patients find
solutions to problems in quitting, and 89.4% believed a
patient navigator would help motivate smokers to quit.
Thirty-seven providers (35%) returned postcards express-
ing interest in a patient navigator to assist in their practice.

Finally, we examined provider demographics, cessation
attitudes, and practice setting characteristics that may have
been associated with providers’ interest in patient naviga-
tion. Interest in patient navigation was positively correlated
with endorsement of Pros (r = 0.42, p < .001) and nega-
tively correlated with endorsement of Cons (r = —0.22,
p = .04) of providing tobacco cessation services. No other
covariates were associated with interest in patient
navigation.

Discussion

Our study supports the need to identify strategies to support
primary care providers’ delivery of brief cessation coun-
seling. Similar to other investigators [22], we found that
providers routinely ask patients about smoking and advise
their tobacco-dependent patients to quit; however, assisting
and arranging follow-up are more inconsistently per-
formed. Implementing these steps requires having time to
counsel smokers, the ability to follow-up with regard to
continued counseling, and knowledge of available and
accessible statewide and community-based smoking ces-
sation resources.

Provider Practices

Our data confirm prior work that provider attitudes regard-
ing the Pros and Cons of smoking cessation are associated
with self-reported counseling practices [40]. However, the
impact of these attitudes is more pronounced in the later
steps of the “5 A’s” (i.e., assist and arrange). As noted, these
steps tend to be more time and resource intensive.

Vogt and colleagues [42] found that a significant
minority of primary care providers holds beliefs and atti-
tudes unlikely to facilitate discussions about smoking
cessation and the three most prevalent negative beliefs
were the time needed to discuss smoking, a perceived lack
of effectiveness of such discussions, and a perceived lack
of skill in conducting such discussions. Meredith and col-
leagues [43] examined the impact of attitudes on behaviors
and showed that primary care providers with more
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favorable attitudes toward smoking cessation counseling
were more likely to report counseling and referring patients
to a smoking-cessation program. However, Litaker and
colleagues [44] found that physician attitudes are necessary
but are not sufficient to guarantee the delivery of pre-
ventive care and that patient- and practice-level barriers
must be considered.

Implications for Tobacco-Related Patient Navigation

The majority of providers expressed interest in integrating
a patient navigation model into their practices and per-
ceived numerous benefits in terms of assisting their patients
to quit smoking. These findings suggest that providers may
be receptive to working with patient navigators to promote
tobacco cessation in the primary care setting. Despite the
evidence that tobacco cessation treatment is efficacious for
low income, minority smokers [7], these smokers are sig-
nificantly less likely to seek any type of cessation treatment
or to receive assistance in quitting from their primary care
provider [45, 46]. Because most providers do not routinely
implement all 5 A’s, we hypothesize that patient navigators
might follow-up with assessment of willingness to quit and
provision of additional counseling strategies such as
problem solving, social support, and motivational strate-
gies [47]. The navigator would be able to address practical,
patient-level factors that our provider respondents cited as
being barriers of particular relevance to the low income,
minority smokers [48].

Interestingly, providers were more likely to cite patient-
level barriers (i.e., motivation of patients) and practice-
related barriers (i.e., amount of time needed and competing
health issues) than lack of training in cessation treatment.
This finding may reflect the comprehensive tobacco control
plan implemented in New York City beginning in 2002
[3, 49]. Despite reporting relatively high rates of awareness
of community-based cessation resources, the majority of
providers felt that having fuller knowledge of such
resources would enable them to be more effective in
treating tobacco dependence within their own practice.

Utilizing patient navigators for behavioral risk factor
modification might be helpful in linking patients with
available and accessible tobacco cessation resources.
Despite the concept of patient navigation having been
developed two decades ago for the purposes of eliminating
barriers to diagnosis and treatment of cancer in the Harlem
community [50], only a minority of providers was familiar
with the concept of patient navigation.

Strengths and Limitations

Our study has a number of limitations inherent in this type
of research. First, our findings are based upon self-report
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and previous work indicates that physicians tend to over-
report their own delivery of preventive counseling services
[51, 52]. However, even if over-reporting is present, few
providers claim to be administering all 5 A’s as their
standard of routine care (>80% of the time). Second, given
our purposive sampling frame, the generalizability is lim-
ited to primary care providers practicing in underserved
areas. Third, our response rate was 41% and, while con-
sidered reasonable for an anonymous provider survey [38,
53], nonresponse bias might have influenced our observed
results. If nonresponders had less favorable attitudes of
smokers and were less likely to counsel smokers, the level
of care provided to smokers would be even lower. Because
the provider survey was anonymous, we were unable to
determine which providers from our mailing list had
responded to our survey and which providers had failed to
respond (and why).

Conclusions

Our premise is that patient navigators are in a unique
position to address many of the barriers observed in pro-
moting tobacco cessation in routine clinical practice. Our
next step is to design and develop a tobacco cessation
training curriculum for lay patient navigators. We then will
examine the acceptability and utility of a lay patient nav-
igator trained to address barriers to using existing evi-
dence-based cessation services as a means of implementing
a novel treatment delivery service for low income, minority
smokers. In addition, the misconceptions about effective
cessation treatment could be addressed with the intent of
promoting greater use of evidence-based smoking cessation
treatment in local communities.

Acknowledgments This research was supported by grants from the
National Cancer Institute #US54CA13778/U54CA132378 CCNY/
MSKCC Partnership and T32CA009461. The authors appreciate the
feedback provided by Jack Burkhalter on an earlier draft of this
manuscript.

References

1. Mokdad, A. H., Marks, J. S., Stroup, D. F., & Gerberding, J. L.
(2004). Actual causes of death in the United States, 2000. JAMA,
291(10), 1238-1245.

2. Jha, P., Peto, R., Zatonski, W., Boreham, J., Jarvis, M. J., &
Lopez, A. D. (2006). Social inequalities in male mortality, and in
male mortality from smoking: Indirect estimation from national
death rates in England and Wales, Poland, and North America.
Lancet, 368(9533), 367-370.

3. Frieden, T. R., Mostashari, F., Kerker, B. D., Miller, N., Hajat,
A., & Frankel, M. (2005). Adult tobacco use levels after intensive
tobacco control measures: New York City, 2002-2003. American
Journal of Public Health, 95(6), 1016-1023.

10.

12.

13.

14.

15.

17.

18.

19.

20.

21.

. Biener, L., Aseltine, R. H., Jr, Cohen, B., & Anderka, M. (1998).

Reactions of adult and teenaged smokers to the Massachusetts
tobacco tax. American Journal of Public Health, 88(9), 1389—
1391.

. Fichtenberg, C. M., & Glantz, S. A. (2000). Association of the

California Tobacco Control Program with declines in cigarette
consumption and mortality from heart disease. The New England
Journal of Medicine, 343(24), 1772-1777.

. Fichtenberg, C. M., & Glantz, S. A. (2002). Effect of smoke-free

workplaces on smoking behaviour: Systematic review. BMJ,
325(7357), 188-194.

. Public Health Service. (2008). Treating tobacco use and depen-

dence: 2008 update (p. 257). Rockville, MD: US Department of
Health and Human Services.

. Zhu, S. H., Anderson, C. M., Tedeschi, G. J., et al. (2002).

Evidence of real-world effectiveness of a telephone quitline for
smokers. The New England Journal of Medicine, 347(14), 1087—
1093.

. New York City Department of Health and Mental Hygiene.

(2010). New York City smoking rates fall to lowest rate on
record. Available at: http://www.nyc.gov/html/doh/html/pr2009/
pr023-09.shtml. Accessed 23 Feb 2010.

US Department of Health and Human Services. (2000). Healthy
People 2010. With understanding and improving health and
objectives for improving health 2 vols (2nd ed.). Washington,
DC: US Government Printing Office.

. Kendzor, D. E., Businelle, M. S., Mazas, C. A., et al. (2009).

Pathways between socioeconomic status and modifiable risk
factors among African American smokers. Journal of Behavioral
Medicine, 32(6), 545-557.

Laveist, T. A., Thorpe, R. J., Jr, Mance, G. A., & Jackson, J.
(2007). Overcoming confounding of race with socio-economic
status and segregation to explore race disparities in smoking.
Addiction, 102(Suppl 2), 65-70.

New York State Dept of Health. (2006). Smoking cessation in
New York State. Albany, NY: New York State Dept of Health.
New York State Smokers’ Quitline. (2007). New York State
Quitline E-News, from http://www.nysmokefree.com/newweb/
eletters/NYSQL2007Volllssue2.pdf.

U.S. Census Bureau. (2000). Demographic profile: New York
State. Retrieved from http://www.empire.state.ny.us/nysdc/cen
sus2000/DemoProfiles/DP1New Y orkState.pdf.

. Brecher, C., Lynam, E., & Spiezio, S. (2006). Medicaid in New

York: Why is New York’s program the most expensive in the
nation and what to do about it. Albany, NY: Citizens Budget
Commission.

Frank, E., Winkelby, M. A., Altman, D. G., Rockhill, B., &
Fortmann, S. P. (1991). Predictors of physician’s smoking ces-
sation advice. JAMA, 266(22), 3139-3144.

Manley, M., Epps, R., Husten, C., Glynn, T., & Shopland, D.
(1991). Clinical interventions in tobacco control: A National
Cancer Institute training program for physicians. JAMA, 266(22),
3172-3173.

Lemmens, V., Oenema, A., Knut, I. K., & Brug, J. (2009).
Effectiveness of smoking cessation interventions among adults: A
systematic review of reviews. European Journal of Cancer
Prevention, 17(6), 535-544.

U.S. Preventive Services Task Force. (2009). Counseling and
interventions to prevent tobacco use and tobacco-caused disease
in adults and pregnant women: U.S. Preventive Services Task
Force reaffirmation recommendation statement. Annals of Inter-
nal Medicine, 150(8), 551-555.

Quinn, V. P., Stevens, V. J., Hollis, J. F., et al. (2005). Tobacco
cessation services and patient satisfaction in nine nonprofit
HMOs. American Journal of Preventive Medicine, 29(2), 77-84.

@ Springer


http://www.nyc.gov/html/doh/html/pr2009/pr023-09.shtml
http://www.nyc.gov/html/doh/html/pr2009/pr023-09.shtml
http://www.nysmokefree.com/newweb/eletters/NYSQL2007Vol1Issue2.pdf
http://www.nysmokefree.com/newweb/eletters/NYSQL2007Vol1Issue2.pdf
http://www.empire.state.ny.us/nysdc/census2000/DemoProfiles/DP1NewYorkState.pdf
http://www.empire.state.ny.us/nysdc/census2000/DemoProfiles/DP1NewYorkState.pdf

624

J Community Health (2010) 35:618-624

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Chase, E. C., McMenamin, S. B., & Halpin, H. A. (2007).
Medicaid provider delivery of the 5 A’s for smoking cessation
counseling. Nicotine and Tobacco Research, 9(11), 1095-1101.
Cokkinides, V. E., Halpern, M. T., Barbeau, E. M., Ward, E., &
Thun, M. J. (2008). Racial and ethnic disparities in smoking-
cessation interventions: Analysis of the 2005 National Health
Interview Survey. American Journal of Preventive Medicine,
34(5), 404—412.

Irvin Vidrine, J., Reitzel, L. R., & Wetter, D. W. (2009). The role
of tobacco in cancer health disparities. Curr Oncol Rep, 11(6),
475-481.

Lopez-Quintero, C., Crum, R. M., & Neumark, Y. D. (2006).
Racial/ethnic disparities in report of physician-provided smoking
cessation advice: Analysis of the 2000 National Health Interview
Survey. American Journal of Public Health, 96(12), 2235-2239.
National Cancer Institute. (2008). NCI’s patient navigator
research program: Fact sheet. Retrieved from http://www.cancer.
gov/cancertopics/factsheet/PatientNavigator.

Dohan, D., & Schrag, D. (2005). Using navigators to improve
care of underserved patients: Current practices and approaches.
Cancer, 104(4), 848-855.

Andrews, J. O., Felton, G., Ellen Wewers, M., Waller, J., &
Tingen, M. (2007). The effect of a multi-component smoking
cessation intervention in African American women residing in
public housing. Research in Nursing and Health, 30(1), 45-60.
Martinez-Bristow, Z., Sias, J. J., Urquidi, U. J., & Feng, C.
(2006). Tobacco cessation services through community health
workers for Spanish-speaking populations. American Journal of
Public Health, 96(2), 211-213.

Institute of Medicine. (2001). Crossing the quality chasm: A new
health system for the 21st century. Washington, DC: National
Academies Press.

Institute of Medicine. (2007). Ending the tobacco problem: A
blueprint for the nation. Washington, DC: National Academies
Press.

Cantrell, J., & Shelley, D. (2009). Implementing a fax referral
program for quitline smoking cessation services in urban health
centers: A qualitative study. BMC Family Practice, 10, 81.
Curry, S. J., Keller, P. A., Orleans, C. T., & Fiore, M. C. (2008).
The role of health care systems in increased tobacco cessation.
Annual Review of Public Health, 29, 411-428.

Olson, E. C., Van Wye, G., Kerker, B., Thorpe, L., & Frieden,
T. R. (2006). Take Care Central Harlem (2nd ed., Vol. 20, no. 42,
pp. 1-16). NYC Community Health Profiles.

Olson, E. C., Van Wye, G., Kerker, B., Thorpe, L., & Frieden,
T. R. (2006). Take Care East Harlem (2nd ed., Vol. 21, no. 42,
pp. 1-16). NYC Community Health Profiles.

Olson, E. C., Van Wye, G., Kerker, B., Thorpe, L., & Frieden,
T. R. (2006). Take Care Highbridge and Morrisania (2nd ed.,
Vol. 6, no. 42, pp. 1-16). NYC Community Health Profiles.
Olson, E. C., Van Wye, G., Kerker, B., Thorpe, L., & Frieden,
T. R. (2006). Take Care Hunts Point and Mott Haven (2nd ed.,
Vol. 7, no. 42, pp. 1-16). NYC Community Health Profiles.
Asch, D. A., Jedrziewski, M. K., & Christakis, N. A. (1997).
Response rates to mail surveys published in medical journals.
Journal of Clinical Epidemiology, 50(10), 1129-1136.

@ Springer

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

Cruz, G., Ostroff, J. S., Kumar, J. V., & Gajendra, S. (2005).
Preventing and detecting oral cancer. Oral health care providers’
readiness to provide health behavior counseling and oral cancer
examinations. Journal of the American Dental Association,
136(5), 594-601.

Park, E. R., Eaton, C. A., Goldstein, M. G., et al. (2001). The
development of a decisional balance measure of physician
smoking cessation interventions. Preventive Medicine, 33(4),
261-267.

Park, E. R., DePue, J. D., Goldstein, M. G., et al. (2003).
Assessing the transtheoretical model of change constructs for
physicians counseling smokers. Annals of Behavioral Medicine,
25(2), 120-126.

Vogt, F., Hall, S., & Marteau, T. M. (2005). General practitio-
ners’ and family physicians’ negative beliefs and attitudes
towards discussing smoking cessation with patients: A systematic
review. Addiction, 100(10), 1423-1431.

Meredith, L. A., Yano, E. M., Hickey, S. C., & Sherman, S. E.
(2005). Primary care provider attitudes are associated with
smoking cessation counseling and referral. Medical Care, 43(9),
929-934.

Litaker, D., Flocke, S. A., Frolkis, J. P., & Stange, K. C. (2005).
Physicians’ attitudes and preventive care delivery: Insights from
the DOPC study. Preventive Medicine, 40(5), 556-563.

Maher, J. E., Rohde, K., & Dent, C. W. (2007). Is a statewide
tobacco quitline an appropriate service for specific populations?
Tob Control, 16(Suppl 1), i65-i70.

Levinson, A. H., Pérez-Stable, E. J., Espinoza, P., Flores, E. T., &
Byers, T. E. (2004). Latinos report less use of pharmaceutical
aids when trying to quit smoking. American Journal of
Preventive Medicine, 26(2), 105-111.

Sussman, S., Sun, P., & Dent, C. W. (2006). A meta-analysis
of teen cigarette smoking cessation. Health Psychology, 25(5),
549-557.

Blumenthal, D. (2007). Barriers to the provision of smoking
cessation services reported by clinicians in underserved com-
munities. Journal of the American Board of Family Medicine,
20(3), 272-279.

Larson, K., Levy, J., Rome, T. D., Silver, L. D., & Frieden, T. R.
(2006). Public health detailing: A strategy to improve the delivery
of clinical preventive services in New York City. Public Health
Reports, 121, 228-234.

Harold P. Freeman Patient Navigation Institute. Retrieved from
http://www.hpfreemanpni.org/.

McPhee, S. J., Richard, R. J., & Solkowitz, S. N. (1986). Per-
formance of cancer screening in a university general internal
medicine practice: Comparison with the 1980 American Cancer
Society Guidelines. Journal of General Internal Medicine, 1(5),
275-281.

Montaiio, D. E., & Phillips, W. R. (1995). Cancer screening by
primary care physicians. A comparison of rates obtained from
physician self-report, patient survey, and chart audit. American
Journal of Public Health, 85(6), 795-800.

Shosteck, H., & Fairweather, W. R. (1979). Physician response
rates to mail and personal interview surveys. Public Opinion Q,
43(2), 206-217.


http://www.cancer.gov/cancertopics/factsheet/PatientNavigator
http://www.cancer.gov/cancertopics/factsheet/PatientNavigator
http://www.hpfreemanpni.org/

	Exploring Primary Care Providers’ Interest in Using Patient Navigators to Assist in the Delivery of Tobacco Cessation Treatment to Low Income, Ethnic/Racial Minority Patients
	Abstract
	Introduction
	Methods
	Sample
	Instruments
	Data Analysis

	Results
	Demographics
	Provision of the ‘‘5 A’s’’
	Provider Attitudes toward Tobacco Cessation Counseling (Pros and Cons)
	Readiness to Provide Tobacco Cessation Services
	Awareness of and Interest in Patient Navigation

	Discussion
	Provider Practices
	Implications for Tobacco-Related Patient Navigation
	Strengths and Limitations

	Conclusions
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


