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Abstract

Objective—The U.S. Public Health Service Clinical Practice Guideline recommends that 

physicians provide tobacco cessation interventions to their patients at every visit. While many 

studies have examined the extent to which physicians implement the guideline's “5 A's”, few 

studies have examined the extent to which physicians implement the guideline's “5 R's” which are 

to be used in a Motivational Interviewing (MI) consistent style with smokers not ready to quit. 

This study examined the extent to which physicians in usual practice and without specific training 

administered the 5 R's including the use of an MI style.

Methods—Thirty-eight physicians were audio recorded during their routine clinical practice 

conversations with smokers.Recordings were coded by independent raters on the implementation 

of each of the 5 A's, 5 R's and MI counseling style.

Results—Results revealed that for patients not ready to quit smoking, physicians most frequently 

discussed the patient's personal relevance for quitting and the risks of smoking. Roadblocks and 

rewards were discussed relatively infrequently. MI skill code analyses revealed that physicians, on 

average, had moderate scores for acceptance and autonomy support, a low to moderate score for 

collaboration and low scores for empathy and evocation.
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Conclusion—Results suggest that for the Clinical Guideline to be implemented appropriately 

physicians will need specialized training or will need to be able to refer patients to counselors with 

the necessary expertise. Counseling efforts could increase providers’ willingness to implement 

guideline recommendations and therefore to enhance the person-centeredness of clinical care.
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Introduction

Tobacco use remains the leading cause of preventable death in the U.S. and the U.S. 

Preventative Services Task Force recommends that physicians screen all adults for tobacco 

use and provide tobacco cessation interventions to their patients [1]. To help with this effort, 

the U.S. Public Health Service (USPHS) published the Clinical Practice Guideline [2-4] in 

which it is recommended that physicians implement a series of steps known as the “5 A's” 

with every individual patient. The 5 A's are: 1) ask about tobacco use at every visit; 2) 

advise all tobacco users to quit; 3) assess readiness to quit; 4) assist tobacco users (who are 

ready) with a quit plan and 5) arrange follow-up visits. For those who are unwilling to try to 

quit, the most recent version of the guideline recommends the use of principles of 

Motivational Interviewing [5,6] to implement the “5 R's” which are to: 1) encourage the 

patient to indicate the personal relevance for quitting tobacco use; 2) ask the patient to 

identify potential risks of tobacco use; 3) ask the patient to identify potential rewards of 

stopping tobacco use; 4) ask the patient to identify barriers or roadblocks to quitting and 5) 

the motivational intervention should be repeated every time an unmotivated patient visits 

the clinic setting. The guideline highlights 4 Motivational Interviewing principles which are 

to express empathy, develop discrepancy (between smoking behavior and the patient's goals 

and values), roll with resistance and support self-efficacy [5]. This approach is consistent 

with current efforts to increase the person-centeredness of clinical practice.

Although the guideline was created to encourage and assist health providers, the evidence to 

date suggests most physicians fail to comply with all of the steps [6-10]. For example, a 

national survey demonstrated that from 2001 to 2003, physicians failed to assess patients’ 

smoking status during 32% of the visits they conducted [11]. Similarly, poor rates of 

compliance for the guideline recommendations were also found in a sample of Medicaid 

enrollees who reported that at their last healthcare provider visit 13% of providers failed to 

ask about their smoking status, 35% failed to give advice on quitting, 49% failed to assess 

the patient's willingness to quit, 76% failed to offer any assistance and 87% failed to give 

follow-up appointments [12].

Although the evidence indicates that the guidelines are in general terms not adequately 

implemented, the majority of research studies have assessed providers’ adherence to the 5 

A's through self-report surveys [11-13]. Retrospective reports by patients and physicians are 

subject to recall [14,15] and potential social desirability [16] biases. Few studies have 

conducted direct observation of physician-patient encounters to determine adherence to the 
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guideline. Furthermore, another limitation of the literature is that few studies have examined 

physicians’ behavior toward patients who are not ready to quit smoking (i.e., adherence to 

the 5 R's). To date, only one study has reported on physician adherence to the 5 R's with 

patients who are not ready to quit smoking among a national random sample of African 

American physicians [7]. Balls et al's retrospective survey of physicians’ practices on 

tobacco cessation counseling indicated that the physicians were most likely to explain the 

risks of smoking (65%), provide examples of why quitting was relevant (59%) and ask their 

patients about the rewards of quitting (58%). The physicians were less likely to discuss 

roadblocks (33%) and use repetition (4%). The researchers did not assess adherence to 

Motivational Interviewing principles.

The purpose of this study was to use direct observation to examine the extent to which 

physicians adhered to guideline recommendations by: 1) completing the 5 A's and, for 

patients not ready to quit smoking, the 5 R's, 2) employing a counseling style that was 

consistent with MI principles when administering the 5 R's. Physicians in the study were not 

trained in Motivational Interviewing, which is recommended by the guideline. However, the 

goal of the study was to assess the extent to which physicians’ natural counseling styles 

corresponded with Motivational Interviewing principles.

Methods

Participants

To assess physician's adherence to the guideline and style of counseling, a research assistant 

shadowed patients during routine practice and made audio recordings of the encounters. This 

study was conducted at a primary care outpatient clinic in a non-profit hospital in a large 

Midwestern city. Procedures were approved and monitored by the affiliated Institutional 

Review Boards. Physicians and patients who were recruited for the study were told the study 

was focused on understanding counseling styles that physicians typically employ with their 

patients when talking about smoking. Forty-one physicians were approached with 38 

agreeing to participate in the study (93%). Three refused because of limited time and/or 

scheduled patient appointments that day. Potential patient participants were identified as 

smokers by physicians’ schedule. Of the 56 potential patient participants invited, 48 agreed 

(86%) to be in the study. Seven participants refused because of limited time and/or not 

wanting to be involved in research.

Measures

Demographics and descriptive characteristics—Physicians and patients completed 

a brief questionnaire assessing demographic and descriptive characteristics including age, 

gender, ethnicity, income and physician's level of training.

Coding of audio recorded encounters—Audio-recordings of any patient-physician 

dialogue related to smoking were transcribed verbatim and coded by two independent raters 

based on the Clinical Practice Guideline and the Motivational Interviewing Skill Code 

Version 2.1 [17].

Champassak et al. Page 3

Eur J Pers Cent Healthc. Author manuscript; available in PMC 2015 August 12.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



U.S. Public Health Service Clinical Practice Guideline—Following the 5 A's and 5 

R's of the Clinical Practice Guideline [4] raters coded whether or not each step was 

followed. Specifically, raters coded whether or not the physician asked about tobacco use, 

advised the patient to quit, assessed readiness to quit, assisted with a quit plan if ready and 

arranged follow-up. For patients not ready to quit raters also coded whether the physician 

discussed the relevance of quitting for the patient, the potential risks of tobacco use, the 

potential rewards of stopping tobacco use and roadblocks to quitting. Raters did not code 

Repeat because raters only coded one audio file of the one interaction between the physician 

and patient.

MISC—The MISC is designed to assess counselor adherence to the principles of 

Motivational Interviewing. The system includes global ratings that reflect the overall 

impression and specific behavior counts of Motivational Interviewing consistent and 

Motivational Interviewing inconsistent behaviors. Global scores of the MISC include 

acceptance, empathy, collaboration, evocation and autonomy support which are defined in 

Table 1 and are rated on a 7-point Likert scale. Scores can range from 1 (low) to 7 (high) on 

adherence to MI principles with specific criteria given for low versus high ratings on each 

element. The threshold for competency on each of these scales has been suggested as 6 or 

higher [18].

MISC Behavior Count Categories—MISC behavioral categories coded included 

advice, affirm, confront, direct, emphasize control, giving information, question, raise 

concern, reflect, reframe, support and warn. These are defined in Table 2. Three of the 

categories require differentiating between subcategories. Specifically, the categories advise 

and raise concern both require determining if the advice or raising of concern was done with 

or without permission. Similarly, the behavioral category of question requires raters to 

determine if the question was closed (i.e., with a limited set of response options such as 

yes/no) or open-ended. As displayed in Table 2, all behavioral categories except for giving 

information are seen as either Motivational Interviewing consistent or Motivational 

Interviewing inconsistent. Motivational Interviewing consistent behaviors are believed to 

enhance patients’ motivation and benefit compared with MI inconsistent behaviors which 

are thought to be counter-productive [19-21].

Procedure—Two raters were trained and supervised by an expert in Motivational 

Interviewing (DC) in the use of the coding scheme until an acceptable level of inter-rater 

reliability was reached on consecutive practice sessions. The coders first listened to the 

audio-recordings of the consultation without stopping and then reviewed the transcript to 

conduct behavioral counts. Global ratings were then completed and, lastly, scores on 

administration of each of the 5 A's and 5 R's were given. Disagreements between coders 

were discussed and final decisions were made by consensus. All the audio-recordings were 

double coded and inter-rater reliability was assessed.

Analysis—Descriptive statistics were used to describe basic characteristics of the sample 

(e.g., age, level of experience and gender). Frequencies and means were used as appropriate 

to describe the use of the 5 A's and/or 5 R's and adherence to MI principles.
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Results

Sample Characteristics

Participants included both physicians (54%) and physicians in training (46%) and included a 

nearly equal proportion of men and women (51% female). Physician's ages ranged from 25 

to 72 years old (M = 37.56, SD = 10.83). Sixty-seven percent of the physicians identified as 

White, 17% identified as Asian and 16% identified as ‘other’. Patient participant's ages 

ranged from 25 to 67 years old (M = 46.19, SD = 9.96) and included a slightly higher 

proportion of women than men (57% female). The majority of patients identified as African-

American (65%) and had an income ≤ $2,000 a month (73%). Audio-recordings of 38 

physician-patient encounters were analyzed and each physician contributed only one sample 

recording.

The MISC also provides summary scores of key indexes of MI adherence derived from the 

behavioral categories and these can be compared with suggested thresholds competent 

performance (see Table 3).

Inter-rater Reliability

Inter-rater reliability for the rating the 5 A's and 5 R's, MISC global ratings and behavioral 

categories was assessed by calculating the intra-class correlation coefficient (ICC). The ICC 

is a conservative measure that takes the frequency of equal ratings into account, as well as 

the possible systematic differences between raters into account [22]. Guidelines for 

assessing the ICC coefficient are: 1.00 - 0.75 is excellent; 0.74 - 0.60 is good, 0.40 - 0.59 is 

fair and < 0.40 is poor [23]. As displayed in Tables 4 and 5, the ICC coefficients for MISC 

Global scores and MISC behavioral categories ranged from 0.50 (Autonomy-support) to 

0.965 (number of closed questions), with the majority of the ratings in the “good” to 

“excellent” range.

Physician use of the 5 A's and 5 R's

Figure 1 presents the frequency with which physicians used the 5 A's and 5 R's with their 

patients for quitting smoking. With respect to the 5A's, almost all physicians asked about 

patient's smoking status and a high proportion also advised their patient to quit and assessed 

their patient's interest in quitting. Physicians were less likely to offer their patient assistance 

to quit and only a small proportion of physicians arranged a follow-up appointment.

Regarding the 5 R's, physicians are encouraged to administer all of the 5 R's with patients 

who are advised to quit but indicate they are not ready to quit. As can be seen in Figure 1, of 

the patients who were assessed for readiness to quit by physicians, one-third communicated 

that they were not ready to quit. With these patients a high proportion of physicians 

discussed the personal relevance of quitting and the great majority discussed the risks of 

smoking. However, fewer than half of the physicians discussed the roadblocks to quitting 

and the rewards of quitting.
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MISC Global scores

The results of the MISC coding of global dimensions are presented in Table 4. Based on the 

suggested threshold for competency of 6 or greater out of 7, the mean MISC global scores 

indicated that physicians, on average, had moderate to poor scores on the global dimensions. 

Scores were moderate for acceptance and autonomy support, low-moderate for 

collaboration and low for empathy and evocation.

MISC Behavioral Categories

The results of MISC coding of the behavioral categories are displayed in Table 5.

Overall, coding revealed that physicians were most likely to give information during 

counseling sessions. Physicians also more frequently used Motivational Interviewing 

inconsistent strategies than Motivational Interviewing consistent strategies. Specifically, 

physicians were most likely to rely on the Motivational Interviewing inconsistent strategies 

of asking closed questions and advising without permission. Physicians rarely raised 

concern without permission or providing warnings and were least likely to use confronting.

In terms of MI consistent strategies, physicians were most likely to provide reflective and 

affirming statements. However, they were unlikely to ask for permission before offering 

advice, reframe patients’ statements, make supportive statements or emphasize patients’ 

control.

With respect to the summary indexes, physicians in the present study were well below the 

recommended thresholds for competence, with a relatively low percent of open questions 

asked, a low ratio of reflections to questions and an overall low proportion of Motivational 

Interviewing consistent statements.

Discussion

The purpose of the current study was to directly observe the content and communication 

styles physicians employ when counseling their patients about smoking. With respect to 

following the steps of the 5A's outlined in the clinical guideline, the current study indicated 

that a very high proportion of physicians asked patients about their smoking status (95%) 

which compares very favorably with a rate of 68% reported in a 2001-2003 national survey 

[11].

Although not as many physicians advised their patients to quit (74%) or assessed their 

patient's readiness to quit (87%), these proportions were relatively high and also compared 

favorably to previous findings [11]. Of the 5A's, the steps physicians were least likely to 

complete were the final steps of offering their patients assistance to quit (68%) and 

arranging follow-up (23%). This pattern is similar to the pattern observed in prior studies 

although the absolute rates for these steps were also higher than previously reported (e.g., 

24% for assist and 13% for arrange; [12,24]).

With respect to following the steps of the 5 R's, similar to the study by Balls and colleagues 

[7], physicians were most likely to discuss the relevance (82%) and risks of smoking (73%) 
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with patients and much less likely to address rewards of quitting (36%) and roadblocks 

(45%) to quitting. While it is encouraging that physicians are generally discussing the 

personal relevance of quitting and highlighting the risk of smoking, the lack of attention to 

all the elements suggests potential opportunities for enhancing motivation may be being 

missed and that physicians may not intuitively think of exploring these areas.

Overall, these findings are similar to those of other studies [8-10] in that physicians 

generally failed to adhere to all of the components of the USPHS Guideline. The generally 

higher frequency of adherence to the steps than observed in previous studies may perhaps be 

attributable to the stimulus cue of having a research assistant in the room during the 

appointment, but physicians were not in any way informed or reminded of the clinical 

guideline prior to the study which suggests that these behaviors were not inconsistent with 

their regular training and practice. Furthermore, in spite of any elevation in performance 

compared to usual practice, the findings highlight that physicians are still in need of 

encouragement and assistance to complete all of the elements. With respect to the extent to 

which the recommended principles of Motivational Interviewing were followed when 

completing the 5 R's, the results indicated that physicians’ scores were relatively low. 

However, physicians were able to communicate acceptance and support for their patient's 

autonomy to a moderate extent which is encouraging, given that physicians were working 

with low income patients that mostly had a different ethnic background than themselves. 

Unfortunately, the physicians were low on communicating empathy, evoking their patient's 

ideas and fostering collaboration, key elements of person-centered practice.

Results were similar with respect to specific MI consistent and inconsistent behaviors where 

physician's use of MI consistent skills was low and well below thresholds of competence. 

However, it is important to note that physicians very rarely used confrontation (i.e., arguing, 

shaming, blaming and questioning patients’ honesty) which appears to be the most 

damaging MI inconsistent behavior [19,20]. Of the MI inconsistent strategies physicians 

were most likely to use closed questions which, although less damaging, likely contributed 

to the lack of empathy, collaboration and evocation. The behavior counts also suggested that 

whereas physicians’ motivational efforts relied very little on MI consistent evoking 

strategies (such as open questions and reflections), but rather focused on giving information.

Taken together the findings suggest that while physicians are accepting of their patients’ 

struggles with smoking and recognize that the decision to change needs to be placed in the 

hands of the patient, they are not sufficiently engaging patients in a collaborative dialogue 

that fully explores all aspects of the patients motivation and perceived obstacles. This likely 

reflects physicians’ lack of training and skill in advanced motivational counseling 

techniques [7,25,26] that would go beyond simply providing information. It likely also 

reflects systemic constraints such as lack of time for engaging in more extended dialogues 

[27-29]. Similar results have been found among primary care residents discussing alcohol 

consumption with patients [30]. Residents who were not trained in MI were less likely to use 

person-centered strategies compared to the trained residents. Although this study provides 

novel findings regarding physician's motivational counseling efforts, a number of limitations 

should be acknowledged. As noted, the findings likely represent the “best case scenario” in 

terms of physician practice because the audio recordings were made with a research assistant 
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present who may have cued more smoking related treatment. This study also relied on a 

relatively small convenience sample of physicians and physician residents, who may not be 

representative of physicians practicing in many other settings. However, the general pattern 

of findings is similar to those observed in other studies which increases confidence in the 

findings.

Conclusion

This naturalistic and observationally-based evaluation of physician's efforts to address 

smoking with their patients highlights the ongoing need to improve treatment for one of the 

most important health problems in the U.S. While physicians are making efforts in this arena 

their treatment continues to fall well short of the empirically supported treatment guidelines. 

This study highlights that physicians lack the necessary advanced counseling skills for 

motivating patients. There is a great need to identify more effective ways to provide 

individual patients with the empirically supported treatment they deserve, whether through 

improved physician training or systems of referral to trained counselors. Without such 

approaches, a move to person-centered care in this context is likely to be impeded.
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Figure 1. 
Physician use of 5 A's and R's. This figure presents the frequency with which physicians 

used the 5 A's and 5 R's with their patients for quitting smoking
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Table 1

Definitions of the Global Ratings of the MISC

Style Definition

Acceptance Provider communicates unconditional positive regard for the patient.

Empathy Provider understands or makes an effort to understand the patient's perspective.

Collaboration Provider negotiates with their patient and avoids an authoritarian role.

Evocation Provider emphasizes drawing out the patient's ideas instead of educating or giving information without permission.

Autonomy support Provider conveys understanding that the variables associated with change are within the patient and cannot be imposed 
by others.
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Table 2

Definitions and Examples of the Behavior Count Categories of the MISC

Category Definition Example

Giving Information Provider gives information to the patient, educates, 
or explains something.

“People who smoke can get COPD, emphysema 
and have a higher risk for lung cancer, heart disease 
and many other things.”

MI Consistent

Advise with Permission The provider gives advice, makes a suggestion, or 
offers a solution with prior permission from the 
patient

“Would it be all right if I suggested something?”

Affirm Provider comments on the strength or efforts made 
by the patient in the form of appreciation, 
confidence, or reinforcement

“You've made a huge cut in your smoking.”
“You've accomplished a difficult task.”

Emphasize Control Provider directly acknowledges the patient's 
freedom of choice and autonomy.

“It's your decision whether you quit or not.”
“You're setting your own goals and boundaries.”

Open Question Provider asks a question that allows a wide range of 
possible answers, seeks information, invites the 
patient's perspective

“Tell me about your smoking.”
“How might you be able to do that?”

Raise Concern with Permission With the patient's permission, the provider points 
out a possible problem with the patient's plan and 
contains language that demonstrates the provider's 
own concern rather than fact.

“Is it OK if I tell you a concern that I have about 
that? I wonder if it puts you in a situation where it 
might be easy to start smoking again.”

Reflection Provider responds to the patient with a statement 
that repeats or rephrases what the patient has said.

“You don't like what smoking does to your health, 
but it reduces your stress.”
“So you said you smoke about 10 cigarettes a day.”

Reframe Provider changes the emotional valence of the 
patient's experience by placing it in a new light.

“Each attempt can move you closer to success.” In 
response to patient saying, “I've tried to quit before 
and failed.”

Support Provider makes sympathetic, compassionate, or 
understanding comments

“That must have been difficult.” “I'm here to help 
you with this.”

MI Inconsistent

Advising without Permission Without prior permission from the patient, the 
provider gives advice, makes a suggestion, or offers 
a solution or possible action.

“You could ask your friends not to smoke at your 
house.”

Confront Provider directly disagrees, argues, corrects, 
shames, blames, criticizes, or questions the patient's 
honesty.

“Don't you understand what smoking is doing to 
your health?”
“You're willing to jeopardize the baby's health just 
for cigarettes.”

Direct Provider gives an order, command, or direction. “You've got to stop smoking.”
“You must have more respect for yourself.”

Closed Question Provider asks a question that implies a short 
answer, specifies a restricted range,

“How long have you been smoking?”
“On a scale from 1 to 10, how motivated are you to 
quit?”

Raise Concern without 
Permission

Without the permission of the patient, the provider 
points out a possible problem with the patient's plan 
and contains language that demonstrates the 
provider's own concern rather than fact.

“I'm worried that you may have trouble when 
you're around your old friends.”

Warn Provider warns or threatens the patient, implying 
negative consequences if the patient does not take a 
certain action.

“If you get bored you'll smoke.”
“You're going to relapse if you don't get out of this 
relationship.”
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Table 3

Physician's Proficiency and Competency

Behavior Indicator Formula for Summary Summary Score Competency

Percent Open Questions (%OQ) Open Questions/Open + Closed Questions 14% 70%

Reflection to Question Ratio (%R/Q) Total Reflections/ Open + Closed Questions 0.53 2

Percent MI-Consistent (%MICO) MI-Consistent/MI- Consistent + MI- Inconsistent 39% 100%
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Table 4

Mean Frequencies, Range and ICC of MISC Global Scores

MI Variable Mean (SD) Range ICC

Acceptance 4.53 (1.11) 2-7 0.743

Autonomy support 4 (0.96) 1-6 0.496

Collaboration 3.32 (1.12) 1-6 0.671

Empathy 2.95 (1.37) 1-6 0.763

Evocation 2.74 (1.06) 1-6 0.600
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Table 5

Mean Frequencies, Range and ICC of MISC Behavioral Categories

MI Variable Mean (SD) Range ICC

Giving information 4.89 (5.06) 0-20 0.895

MI Consistent

Advise with permission 0.03 (0.16) 0-1 0.570

Affirm 1.26 (2.09) 0-8 0.944

Emphasize control 0.39 (0.86) 0-3 0.856

Open questions 1.03 (1.15) 0-4 0.933

Reflections 3.34 (4.33) 0-24 0.924

Support 0.32 (0.57) 0-2 0.688

Reframe 0.13 (0.41) 0-2 0.727

MI Inconsistent

Advise without permission 2.37 (2.58) 0-9 0.787

Confrontation 0.13 (0.41) 0-2 0.725

Closed questions 6.18 (5.00) 0-23 0.965

Raise concern without permission 0.68 (1.34) 0-5 0.783

Warn 0.61 (1.50) 0-8 0.881
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