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Background: Successful smoking cessation in stroke and coronary artery disease (CAD) patients is important, as smoking
contributes to significant morbidity and mortality. The American Heart Association developed Get With The Guidelines (GWTG)
to improve compliance with national guideline recommendations for cardiovascular care. Using data from GWTG, we examined
trends associated with the smoking-cessation counseling (SCC) performance measure.
Hypothesis: Implementation of a systematic quality improvement program will increase compliance with the SCC performance
measure.
Methods: We evaluated compliance with SCC in current or recent smokers identified from 224 671 CAD admissions between
2002 and 2008 in the GWTG-CAD database, and from 405 681 stroke admissions between 2002 and 2007 in the GWTG-Stroke
database. Additionally, we examined adherence to other performance and quality measures related to CAD and stroke care.
Results: Overall, 55 904 GWTG-CAD and 58 865 GWTG-Stroke admissions were used for the analysis. Rates of SCC improved in
each successive year during the study, from 67.6% to 97.4% (P < 0.001) in GWTG-CAD and from 40.1% to 90.7% (P < 0.001) in
GWTG-Stroke. Compliance with SCC was up to 34.7% lower (P < 0.0001) in GWTG-Stroke compared with GWTG-CAD, but this
difference decreased to 6.7% (P < 0.0001) by the end of the study period. Compliance with many other performance and quality
measures was significantly lower among patients not receiving SCC.
Conclusions: Get With The Guidelines has improved compliance with the SCC performance measure among patients with CAD
and stroke. Although the initial disparity in rates of SCC between CAD and stroke patients gradually improved, the difference
remained significant.
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Introduction
Cigarette smoking remains a prevalent modifiable risk factor
for cardiovascular disease, with an estimated 21% of adults
in the United States reporting current cigarette use in 2009.1

As smoking is associated with 2- to 4-fold increased relative
risk for stroke2–5 and 1.5- to 3-fold increased relative risk for
myocardial infarction (MI),6,7 smoking cessation can have a
large impact on health outcomes. Patients who quit smoking
after an acute MI (AMI) have an approximate 50% reduction
in mortality.8–10

The challenge of successful smoking cessation involves
multiple patient and physician barriers. Patients often fail to
acknowledge the risks of smoking and therefore lack the
motivation to quit.11 Because physicians often experience
limited success using smoking-cessation counseling (SCC),
they frequently do not intervene.12 However, even brief
physician advice may lead a small percentage of smokers
to quit.12,13 SCC initiated during hospitalization may
potentially result in greater effectiveness, particularly when
coupled with inpatient smoking-cessation programs or
cardiac rehabilitation and when support continues after
discharge.14,15

Recognizing the significant benefits of smoking cessa-
tion, national guidelines from the American Heart Associ-
ation (AHA), American College of Cardiology, and Ameri-
can Stroke Association recommend smoking cessation as
part of the strategy for secondary prevention of MI and
stroke.16,17 Evidence suggests that a significant gap exists
between guideline knowledge and its adoption into clinical
practice.18,19 To address these gaps in care, the AHA estab-
lished Get With The Guidelines (GWTG) based on core per-
formance measures, including SCC, developed by the Cen-
ters for Medicare & Medicaid Services and the Joint Com-
mission to improve the quality of care in the treatment of car-
diovascular disease. Using this large national database, we
examined adherence to SCC in patients admitted for coro-
nary artery disease (CAD)-related diagnoses and stroke.

Methods
The AHA designed the GWTG quality-improvement initia-
tive to address deficiencies in implementing evidence-based
guidelines for secondary prevention in cardiovascular dis-
ease. Get With The Guidelines provides a simple set of tools
for hospitals to modify their systems of healthcare delivery
to improve outcomes in cardiovascular care. Participating
hospitals attend a series of multidisciplinary workshops
reviewing guidelines evidence and implementation strate-
gies. Hospitals use a web-based Patient Management Tool
to submit data, allowing the option for point-of-service data
collection. The Patient Management Tool also provides feed-
back to hospitals through real-time online reports. Further
specifics about the program design have been described
extensively.20–23

Patient Population

We examined data from 350 221 admissions in the GWTG-
CAD database from 574 sites between January 1, 2000, and
March 28, 2008, and 529 287 stroke admissions from 1056
sites between October 1, 2001, and December 30, 2007, in

the GWTG-Stroke database. We excluded 48 308 admissions
from GWTG-CAD that were not for a primary CAD-related
diagnosis (AMI, unstable angina, chronic stable angina, or
ischemic heart disease). Additionally, 120 875 admissions in
the Stroke module with the primary diagnosis of transient
ischemic attack were excluded. All data from sites missing
past medical-history information for >25% of admissions
were also excluded (n = 62 302 in GWTG-CAD; n = 519 in
GWTG-Stroke), as were admissions without documentation
of smoking history (n = 14 192 in GWTG-CAD; n = 1508
in GWTG-Stroke). Finally, data from admissions prior to
2002 were excluded (n = 748 in GWTG-CAD; n = 704 in
GWTG-Stroke). After all exclusions, patients identified as
current or recent (within 1 y) smokers were eligible for
SCC. In the end, data from 55 904 GWTG-CAD and 58 865
GWTG-Stroke admissions were used in the analysis.

Performance Measures

Performance-measure definitions were modeled after those
of the Centers for Medicare & Medicaid Services and the
Joint Commission ORYX quality-measure sets.24,25 Eligible
patients did not have any contraindication or intolerance to
each specific measure. Data for measures were recorded as
a binary variable and expressed as a percentage of eligible
patients in the analysis.

Performance measures assessed in GWTG-CAD were
(1) aspirin use within the first 24 hours of admission,
(2) aspirin use on discharge, (3) β-blocker use on discharge,
(4) angiotensin-converting enzyme inhibitor or angiotensin
receptor blocker use on discharge for patients with left ven-
tricular systolic dysfunction (ejection fraction <40%), and
(5) use of lipid-lowering therapy on discharge for patients
with low-density lipoprotein (LDL) >100 mg/dL. We also
created a composite performance measure calculated by
dividing the total number of interventions performed for
all 5 individual measures by the aggregate number of eli-
gible patients for each individual measure. Additionally,
we assessed the following acute and discharge quality
measures: (1) β-blocker use in the first 24 hours of admis-
sion, (2) thrombolytics administered within 30 minutes
for patients with ST-segment elevation or new left bun-
dle branch block on electrocardiogram, (3) percutaneous
coronary intervention within 90 minutes for patients with
ST-segment elevation or new left bundle branch block
on electrocardiogram, (4) angiotensin-converting enzyme
inhibitor or angiotensin receptor blocker on discharge
for AMI patients, (5) clopidogrel use on discharge for
patients with AMI or percutaneous coronary intervention,
(5) blood pressure <140/90 mm Hg within 48 hours of dis-
charge, (6) measurement of LDL during hospitalization,
(7) weight-management or physical-activity recommenda-
tions for overweight patients, and (8) cardiac rehabilitation
referral or recommendations for physical activity.

Performance measures reported in GWTG-Stroke
included (1) intravenous tissue plasminogen activator (t-
PA) given within 3 hours of symptom onset for patients
presenting within 2 hours of symptom onset, (2) use
of antithrombotics in the first 48 hours of admission,
(3) antithrombotics prescribed on discharge, (4) use of anti-
coagulation for patients with atrial fibrillation, (5) venous
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thromboembolism prophylaxis, and (6) lipid-lowering ther-
apy on discharge for patients with LDL >100 mg/dL. A
composite performance measure similar to that for the
GWTG-CAD measures was also evaluated. Additional qual-
ity measures include (1) t-PA within 3 hours of symptom
onset for patients presenting within 3 hours of symptom
onset, (2) t-PA within 60 minutes of arrival to the emergency
department, (3) door-to-computed tomographic imaging in
25 minutes or less, (4) measurement of LDL during hospi-
talization, (5) dysphagia screening, (6) diabetic medication
use on discharge for diabetics, and (7) weight-management
recommendations for overweight patients.

Statistical Analysis

Categorical variables are presented as the percentage of
eligible patients. Continuous variables are expressed as
mean ± SD or median and interquartile range (IQR). The
Pearson χ2 test was used for univariate analysis of categori-
cal variables and the Wilcoxon rank-sum test for continuous
variables. Generalized estimating equation (GEE) multivari-
ate models were used to examine the rates of SCC per year
after adjustment for age, sex, race, body mass index, insur-
ance, medical history, cardiac or neurologic diagnosis, and
hospital type and region. The yearly rates of SCC among
eligible patients in GWTG-CAD and GWTG-Stroke were
compared using the χ2 test. All analyses were performed
using SAS software, version 9.1 (SAS Institute, Cary, NC).

Results
The population used for this analysis consisted of 55 904
GWTG-CAD and 58 865 GWTG-Stroke patient admissions
who were documented to be current or recent smokers.
Overall, 87.9% of eligible GWTG-CAD patients and 80.7% of
eligible GWTG-Stroke patients were documented to have
received SCC prior to or at the time of hospital discharge
over the study period. Table 1 shows the baseline charac-
teristics of patients eligible for SCC from GWTG-CAD and
GWTG-Stroke. The mean age of CAD patients was 57.7 ±
11.8 years with 68.9% males, whereas the mean age of the
stroke patients was 59.4 ± 12.9 years with 57.6% males. In
both cohorts, white patients made up the largest portion
of the population, followed by African American, Hispanic,
Asian, and others. Among the CAD patients, 11.2% were
diagnosed with ST-segment elevation MI (STEMI), 14.8%
with non–ST-segment elevation MI (NSTEMI), and 50.4%
with an unspecified MI. Additionally, 11.1% of patients were
admitted for a primary diagnosis of heart failure with CAD.
The majority of stoke patients were diagnosed with ischemic
stroke (82.7%).

The characteristics among patients who did and did not
receive SCC are also shown in Table 1. Patients who were
offered SCC were younger and more frequently male. White
patients received SCC more often than patients of other
races. Although a greater portion of patients receiving
SCC had dyslipidemia, no other cardiovascular risk fac-
tor was more prevalent in these patients. In both CAD
and stroke cohorts, SCC was offered more frequently in
patients with a definitive diagnosis of an ischemic process
(STEMI, NSTEMI, ischemic stroke). Academic hospitals
adhered to the SCC performance measure more frequently

Figure 1. Rates of smoking cessation counseling among eligible patients
in GWTG-CAD and GWTG-Stroke. p < 0.001 for the yearly increase in both
GWTG-CAD and GWTG-Stroke. The red bars represent the difference
between the GWTG-CAD and GWTG-Stroke rates of smoking cessation
counseling (p < 0.0001 for each year).

than nonacademic hospitals in GWTG-CAD; the opposite
was true in GWTG-Stroke.

In multivariable GEE analyses after adjusting for the cor-
relation of data in hospitals as well as for patient and hospital
characteristics, there were significant improvements in the
odds of SSC being provided in both GWTG-CAD (odds ratio:
1.50 [1.39–1.62] per year; P < 0.001) and GWTG-Stroke
(odds ratio: 1.62 [1.53–1.71] per year; P < 0.001). However,
there was a difference in the rates of SCC between the 2
cohorts for each year of the study (P < 0.0001 for each year;
Figure 1). In 2002, 67.6% of eligible patients in GWTG-CAD
received SCC compared with 40.1% of eligible patients in
GWTG-Stroke, a 27.5% difference. In 2003, the difference in
rates of SCC between the CAD and Stroke patients increased
to 34.7% before decreasing in each subsequent year for the
remainder of the study period. In 2007, 97.4% of eligible
GWTG-CAD patients and 90.7% of eligible GWTG-Stroke
patients received SCC, a difference of only 6.7%.

Additional analyses were performed to explore the rates of
compliance with other performance measures and to assess
the association of discharge destination with SCC being
provided or not. Tables 2 and 3 show the rates of adherence
to the CAD performance and quality measures. Tables 4
and 5 display corresponding data about adherence to stroke
performance and quality measures. Rates of adherence with
all other performance measures as well as compliance with
most of the quality measures were significantly lower among
patients who did not receive SCC.

Discussion
In this study we demonstrate the following key findings:
(1) adherence to the SCC performance measure increased
with each subsequent study year in GWTG-CAD and GWTG-
Stroke, (2) the rate of SCC was lower in GWTG-Stroke
compared with GWTG-CAD for every year of the study,
(3) the difference in rates of SCC between GWTG-CAD
and GWTG-Stroke decreased over time, and (4) rates of
compliance with other performance measures were lower
among patients who did not receive SCC in both GWTG-
CAD and GWTG-Stroke.
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Table 1. Patient and Hospital Characteristics

GWTG-CAD
Overall

[N = 55 904]
SCC

[N = 49 114]
No SCC

[N = 6790] GWTG-Stroke
Overall

[N = 58 865]
SCC

[N = 47 449]
No SCC

[N = 11 366]

Age, y 57.7 ± 11.8 57.1 ± 11.6 61.5 ± 12.9 Age, y 59.4 ± 12.9 59.0 ± 12.6 60.9 ± 13.8

Male sex (%) 68.9 69.2 66.4 Male sex (%) 57.6 59.1 56.1

Race (%) Race (%)

White 73.7 74.4 68.8 White 69.3 70.0 66.3

African 9.9 9.9 9.8 African 20.7 20.5 21.9

American American

Hispanic 6.2 6.1 7.1 Hispanic 3.7 3.7 3.7

Asian 2.1 1.9 4.1 Asian 1.4 1.4 1.6

Other/unknown 8.0 7.7 10.2 Other/unknown 4.9 4.6 6.5

Medical history (%) Medical history (%)

Hypertensiona 57.5 56.9 61.7 Hypertension 66.3 66.1 66.8

Dyslipidemiaa 40.1 41.6 29.2 Dyslipidemiaa 32.0 32.9 28.3

DMa 24.9 24.1 30.2 DM 23.5 23.4 24.2

Prior MIa 19.7 19.4 21.99 Prior stroke or TIAb 23.4 23.2 24.7

Heart failure 13.4 11.9 24.2 Carotid stenosisb 5.1 4.9 5.8

PVDa 8.7 8.4 11.1 AFa 6.3 5.9 7.7

Prior stroke or TIAa 5.4 5.1 8.0 CAD or prior MIC 20.6 20.4 21.3

CAD diagnosis (%)a Stroke diagnosis (%)a

STEMI 11.2 12.4 2.9 Ischemic stroke 82.7 84.3 75.9

NSTEMI 14.8 16.3 4.0 Intracerebral hemorrhage 8.7 8.0 11.5

CAD 12.5 12.4 13.2 Subarachnoid hemorrhage 5.4 4.8 8.2

Heart failure with CAD 11.1 9.2 24.7 Unspecified stroke 3.2 2.9 4.5

Unspecified MI 50.4 49.8 55.1

Hospital type (%)a Hospital type (%)a

Academic 58.9 59.7 53.2 Academic 65.8 65.4 67.6

Nonacademic 40.7 39.9 46.4 Nonacademic 33.0 33.7 30.2

Unknown 0.4 0.4 0.5 Unknown 1.1 0.9 2.3

Region (%)a Region (%)a

Northeast 17.2 17.5 15.2 Northeast 20.4 20.4 20.5

Midwest 25.0 25.5 21.3 Midwest 23.3 22.3 27.5

South 33.3 33.8 29.7 South 41.5 42.9 35.5

West 24.5 23.2 33.8 West 14.8 14.3 16.5

Abbreviations: AF, atrial fibrillation; CAD, coronary artery disease; DM, diabetes mellitus; GWTG, Get With The Guidelines; MI, myocardial infarction;
NSTEMI, non–ST-segment elevation myocardial infarction; PVD, peripheral vascular disease; SCC, smoking-cessation counseling; STEMI, ST-segment
elevation myocardial infarction; TIA, transient ischemic attack. aP < 0.0001. bP < 0.001. cp < 0.05.

Historically, SCC was provided to only 40% to 58% of eli-
gible patients admitted for AMI19,22,26 and to only 5% to 21%
of eligible patients admitted for stroke.27,28 We show that
implementation of GWTG significantly improved adherence
to the SCC metric in both CAD (68% to 97%) and stroke (40%

to 91%) patients. This finding is consistent with results seen
in other quality-improvement programs. Adherence to SCC
increased from 58% to 73% in a study conducted at south-
east Michigan hospitals for AMI patients.26 The Michigan
Acute Stroke Care Overview and Treatment Surveillance
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Table 2. Rate of Adherence to GWTG-CAD Performance Measures

GWTG-CAD Performance Measure Overall [N = 55 904] SCC [N = 49 114] No SCC [N = 6790]

Aspirin given in the first 24 hours of admissiona 94.2% 94.9% 88.4%

Aspirin on discharged on aspirina 93.9% 95.3% 82.8%

β-Blocker on dischargea 92.7% 94.2% 81.9%

ACE inhibitor or ARB on discharge for patients with LVSDa 82.7% 84.2% 73.3%

Lipid-lowering therapy on discharge for patients with LDL >100 mg/dLa 88.9% 90.1% 75.1%

Composite performance measurea,b 89.5% 95.2% 59.8%

Abbreviations: ACE, angiotensin-converting enzyme; ARB, angiotensin receptor blocker; CAD, coronary artery disease; GWTG, Get With The Guidelines;
LDL, low-density lipoprotein; LVSD, left ventricular systolic dysfunction; SCC, smoking-cessation counseling. aP < 0.0001 (% of eligible patients).
bComposite performance measure = total no. interventions ÷ no. eligible patients.

Table 3. Rate of Adherence to GWTG-CAD Quality Measures

GWTG-CAD Quality Measure Overall [N = 55 904] SCC [N = 49 114] No SCC [N = 6790]

Acute Quality Measures

β-Blocker given within the first 24 hours of admission (%)a 89.4 90.6 79.1

Thrombolytics administered within 30 minutes (%) 39.2 39.0 40.3

Time to thrombolytic administration, min, median (IQR) 38 (23–65) 38 (23–64) 34.5 (20–78)

PCI within 90 min (%)a 54.6 55.1 44.5

Time to PCI, min, median (IQR)a 86 (62–121) 86 (62–120) 96 (71–147)

Discharge Quality Measures (%)

ACE inhibitor or ARB on discharge for AMI patientsa 72.3 73.8 59.6

Clopidogrel on discharge for patients with AMI or PCIa 88.1 88.4 83.9

Blood pressure <140/90 mm Hg within 48 hours prior to discharge 54.2 54.4 56.6

Measurement of LDL during hospitalization 68.3 70.8 50.3

Weight management or physical activity recommendations for overweight patientsa 83.4 85.8 64.1

Referral to cardiac rehabilitation or given physical activity recommendations 82.8 85.5 62.9

Abbreviations: ACE, angiotensin-converting enzyme; AMI, acute myocardial infarction; ARB, angiotensin receptor blocker; CAD, coronary artery disease;
GWTG, Get With The Guidelines; LDL, low-density lipoprotein; PCI, percutaneous coronary intervention; SCC, smoking-cessation counseling. Percent of
eligible patients. aP ≤ 0.0001.

Table 4. Rate of Adherence to GWTG-Stroke Performance Measures

GWTG-Stroke Performance Measure Overall [N = 58 865] % SCC [N = 47 449] % No SCC [N = 11 366] %

t-PA for patients arriving within 2 hours of symptom onseta,b 65.3 69.4 48.6

Antithrombotics given within 48 hoursb 95.6 96.5 91.5

Antithrombotics on dischargeb 98.5 99.0 96.4

Anticoagulation discharge for AFb 97.0 97.9 93.5

Venous thromboembolism prophylaxisb 87.1 88.6 81.2

Lipid-lowering therapy on dischargeb 82.7 84.4 73.3

Composite performance measureb,c 88.8 94.7 62.0

Abbreviations: AF, atrial fibrillation; GWTG, Get With The Guidelines; SCC, smoking cessation counseling; t-PA, tissue plasminogen activator. Percent
of eligible patients. at-PA given within 3 hours of symptom onset for patients presenting within 2 hours of symptom onset. bP < 0.0001. cComposite
performance measure = total no. interventions ÷ no. eligible patients.
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Table 5. Rate of Adherence to GWTG-Stroke Quality Measures

GWTG-Stroke Quality Measure Overall [N = 58 865] SCC [N = 47 449] No SCC [N = 11 366]

t-PA <3 hours from onset of symptoms if arrival to ED <3 hours from onset of
symptoms, %a

52.9 56.7 38.2

Time from symptom onset to t-PA, min, median (IQR) 144 (116–169) 144 (116–169) 143 (120–167)

t-PA ≤ 60 min from arrival to ED, %b 26.4 27.5 20.4

Time from ED arrival to t-PA, min, median (IQR)b 80 (60–103) 79 (59–101) 85 (65–107)

Reasons for no intravenous t-PA, %a 91.1 93.0 83.0

Door to CT ≤ 25 min, % 36.8 37.8 32.5

Door to CT time, min, median (IQR)a 34 (20–63) 33 (19–62) 37 (21–69.5)

Measurement of LDL during hospitalization, %a 80.4 83.3 67.0

Dysphagia screening, %a 60.7 62.7 53.9

Diabetic medications on discharge, %a 82.5 84.5 74.7

Discharged with weight-management recommendations, %a 46.8 51.7 22.1

Abbreviations: CT, computed tomography; ED, emergency department; GWTG, Get With The Guidelines; LDL, low-density lipoprotein; SCC, smoking
cessation counseling; t-PA, tissue plasminogen activator. Percent of eligible patients. aP ≤ 0.0001. bP < 0.05.

System (MAS-COTS) program demonstrated an improve-
ment in smoking cessation from 37% to 68% during a 6-month
period in 2004.29 The larger Paul Coverdell National Acute
Stroke Registry reported an improvement in SCC from 21%
at baseline to 79%.30

However, despite improvement in the rates of SCC, we
found a difference of up to 35% between the CAD and
stroke patients during the study period. This difference
in SCC rates decreased with each successive study
year. To our knowledge, the potential reasons for this
disparity have not previously been explored. Part of this
difference may be attributed to the emphasis on different
aspects of care between cardiac and stroke patients.
Medical complications frequently occur after stroke and
contribute to significant morbidity and mortality. In the
placebo arm of the Randomized Trial of Tirilazad Mesylate
in Acute Stroke (RANTTAS) study, ≥1 complication
occurred in 95% of patients and 32% suffered ≥1 serious
complication.31 Another study reported serious cardiac
adverse events in 19% of patients, with 4% of deaths
attributed to cardiac causes.32 Recent AHA/American
Stroke Association guidelines on the management of
ischemic stroke emphasize the importance of monitoring for
and prevention of complications.33 Attention to these issues
lead physicians to dedicate much of the evaluation and
treatment during the hospitalization toward rehabilitation of
physical health and mental function rather than smoking
cessation. Although the majority of stroke survivors
regain functional independence, approximately one-third
continue to have significant disabilities several months
after discharge and 20% to 26% require institutional
care at discharge.34 Allen et al recently demonstrated
lower performance measure compliance, including SCC,
in Medicare recipients with heart failure discharged to a
skilled nursing facility compared with patients discharged
home.35 This finding may again illustrate the difference
in the primary treatment focus during hospitalization

between those planning to continue care at a subsequent
medical facility and those discharged home with risk of
re-establishing prior habits.

Barriers relating to physician knowledge, attitude, and
behavior explain some of the deficiencies in applying
guideline recommendations.36 In our analysis, SCC was
provided at a greater frequency to CAD patients admitted
for a diagnosis relating to an ischemic etiology (NSTEMI,
STEMI) compared with patients with a diagnosis less clearly
associated with ischemia. Likewise, SCC was provided more
often for patients with ischemic stroke, which comprised
>80% of the total stroke diagnoses and about 75% of stroke
diagnoses among those not receiving SCC in GWTG-Stroke,
compared with strokes of other etiologies. Additionally, we
showed that patients who did not receive SCC were more
often deficient in other core CAD and stroke performance
measures as well as other CAD and stroke quality measures.
Thus, it appears that a significant portion of patients not
provided SCC also receives suboptimal treatment in many
key areas of cardiovascular care. Get With The Guidelines
attempts to address some of these barriers on a sys-
tem level by implementing interdisciplinary workshops to
bridge knowledge gaps or change physician attitudes about
evidence-based guidelines. Since inception, GWTG has suc-
cessfully improved adherence to all CAD37 and stroke38 per-
formance measures including SCC in participating hospitals.

The rates of SCC improved in CAD and stroke patients
over the study period and also the difference in counseling
between CAD and stroke patients diminished. However,
we must be careful not to interpret these findings as
necessarily indicating improvements in actual smoking
cessation or clinical outcomes. Although studies have
correlated smoking cessation with lower short- and long-
term mortality,39–41 the SCC performance measure as
implemented by hospitals may not actually reflect the
provision of counseling sufficient to improve the actual
rates of smoking cessation. In an analysis of the Prospective
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Registry Evaluating Myocardial Infarction: Events and
Recovery (PREMIER) registry in patients hospitalized with
AMI, although patients with documented SCC were more
likely to recall receiving SCC at 1 month, their rate of
quitting at 1 year was actually lower than that of patients
without SCC. At the hospital level there was no correlation
of SCC with either 6-month or 1-year rates of successful
quitting.42 These observations question the value of the SCC
performance measure in its current form. Efforts are needed
to develop a measure that can more reliably capture clinically
effective SCC and/or measures of actual cessation rates.

Other limitations need to be considered when interpreting
our results. Hospital participation in GWTG programs
is voluntary and may select institutions with different
levels of motivation and resources. Although there is
some overlap, different hospitals were participating in
GWTG-CAD and GWTG-Stroke. Compliance with the SCC
metric was based on documentation in the medical record
alone. The quality of SCC and actual quit rates were not
assessed. We did not report data on mortality and we
were unable to explore the association of these results
to patient outcomes. Furthermore, we cannot determine
if our observations were due to external factors such
as increased guidelines awareness or implementation of
pay-for-performance programs. Additional methodological
considerations include statistically significant findings of
seemingly small absolute differences due to multiple
comparisons and the large sample sizes.

Conclusion
We have found that GWTG effectively improved compli-
ance with the SCC performance metric in patients admitted
with stroke and CAD-related diagnoses and that the dis-
parity in rates of SCC between stroke and CAD patients
decreased over the length of our study. Further studies
are needed to clarify the reasons for the disparity in stroke
patients. Get With The Guidelines represents an important
step in improvement of patient care, but we must continue
to explore and implement effective treatments for smoking
cessation.
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