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Randomised trial of three approaches for marketing smoking
cessation programmes to Australian general practitioners

Jill Cockburn, Denise Ruth, Chris Silagy, Malcolm Dobbin, Yolande Reid, Michelle Scollo,
Lucio Naccarella

Abstract
Objective-To compare three approaches for

marketing a quit smoking intervention kit to general
practitioners.
Design-Randomised trial of (a) personal delivery

and presentation by an educational facilitator with a
follow up visit six weeks later; (b) delivery to the
receptionist by a friendly volunteer courier with a
follow up phone call six weeks later, or (c) postal
delivery with a follow up letter six weeks later.
Setting- Melbourne, Australia.
Subjects-264 randomly selected general prac-

titioners.
Data collection-A research assistant visited each

doctor four months after delivery and measured use
of components ofthe kit. A questionnaire measuring
perceptions of aspects of the kit and its delivery was
completed by doctors. Costs of each approach were
calculated.
Results-Doctors receiving the educational

facilitator approach were significantly more likely
than those receiving the other two approaches to have
seen the kit, to rate the method of delivery as
engendering motivation to try the kit, to have used
one ofthe "intensive intervention" components from
the kit, to report that they found the kit less
complicated, and to report greater knowledge ofhow
to use the kit. There were no significant differences
in use of "minimal intervention" components of the
kit, ratings of overall acceptability of delivery,
perceptions of cultural and structural barriers to
using the kit, and ratings of the overall acceptability
of the kit. The cost of the educational facilitator
approach ($A142/doctor) was 24 times that of the
mailed approach. The volunteer courier approach
($A14) was twice the cost of the mailed approach.
Conclusion-Educational facilitators and volun-

teer couriers do not seem to be cost effective
strategies for distributing smoking interventions.

Introduction
Given the large proportion of the population seen by

general practitioners,'3 if general practitioners were
routinely to advise their smoking patients to quit even
quite low rates of success would result in a substantial

number of new former smokers.2 Several general
practice based smoking intervention programmes are
efficacious in controlled research settings,`46 but general
practitioners tend not routinely to use these in actual
practice.' From a public health viewpoint general
practice based smoking interventions are not reaching
their maximum potential. It was this observation,
together with the lack of success of a distribution
procedure for their own smoking intervention pro-
gramme, which led Fowler and colleagues to conclude,
"The amount of energy expended in the production of
[smoking] interventions must be at least equalled in
marketing and dissemination.'

In Australia the Victorian Smoking and Health
Program has recently faced the challenge of finding a
suitable mechanism for marketing and distributing a
newly developed smoking intervention programme in
a way that would encourage its routine use in general
practice. There were few published data on how this
could best be achieved. Fowler et al distributed their
brief intervention as an insert in the BMA News
Review and found that few general practitioners could
recall the key components of their programme.' Other
programmes have relied on attendance at introductory
seminars, often with disappointing results.9""

Experiences with marketing other products to
general practitioners have largely centred on pharma-
ceuticals. Pharmaceutical representatives seem to be
effective for promoting pharmaceuticals," and
academic "detailers" or "educational facilitators" have
been found to be both effective and cost effective for
promoting rational prescribing among general prac-
titioners.'" There is no reported use of this approach
for marketing smoking interventions to general
practitioners.
We have conducted this trial to examine the effec-

tiveness and cost effectiveness of different strategies
for distributing and marketing smoking interventions
to general practitioners.

Subjects and methods
A sample of general practitioners from the Melbourne

metropolitan region was randomly selected from the
Victorian Medical Board register. These general prac-
titioners were randomly allocated to receive one of
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three approaches for distribution of the smoking
intervention programme.

SMOKING INTERVENTION PROGRAMME

The smoking intervention programme was designed
specifically for general practice and is based on
strategies proved to be efficacious in research.2 4-6 3 4 It
is a kit which includes both a minimal intervention
strategy and a more intensive strategy for people who
are more motivated to quit. The patient's motivation to
quit is assessed'5 to determine which strategy to use.
The minimal intervention (for less motivated smokers)
entails the general practitioner offering simple advice
to quit, together with giving the patient a compre-
hensive self help booklet'6 and a "help" card which
personalises the patient's risk factors and provides
information about where the person can go for any
future smoking cessation advice. More motivated
people are given cessation advice within a structured
framework together with a "contract" card whereby
the patient makes a written contract with the general
practitioner to quit smoking by a certain date. A novel
resource (the QUITZ pack) is also given. This resource
is shaped like a cigarette packet and contains "trivial
pursuit" cards giving facts and figures about smoking,
cards with coping strategies, and a "fiddlette" (com-
parable to worry beads). All the components of the kit
are contained in a hard plastic stationery holder, which
is intended to be kept on the general practitioner's
desk.

MARKETING APPROACHES

The marketing approaches were as follows.
Educational facilitator-The kit was personally

delivered and demonstrated to general practitioners by
one of two educational facilitators from the Victorian
Smoking and Health Program. Both educational
facilitators had a clinical background (one as a nurse,
the other as a respiratory physiologist) and received
extensive training in the use of the kit and the skills
necessary for encouraging general practitioners to use
it. Role playing was an integral part of the training.'7
The educational facilitators made appointments to see
general practitioners in the same way as pharmaceutical
representatives. At the initial visit the rationale for the
kit and details of how to use it were explained.
Concerted efforts was made to identify and overcome
any reservations that the doctor might have about
using the kit routinely. The doctor was also given a
personally addressed letter which encouraged use of
the kit and which was signed by a well known opinion
leader in the movement against tobacco. A second visit
was made by the educational facilitator six weeks later
to encourage use and deal with any problems which
had arisen.

Volunteer courier-A personally addressed and
attractively packaged kit was delivered to each selected
practice by a specially trained "friendly" volunteer

TABLE i-Demographic characteristics ofgeneral practitioners in three approaches

Educational
facilitator (n=68*) Courier (n=71*) Mail (n=70*)

Mean (SD) age (years) 47-9 (12 3) 46 9 (10 0) 46-4 (12-2)
Mean (SD) No of patients/week 154-4 (59 8) 157-0 (60 8) 138-6 (55-8)
Mean (SD) years in 19-2 (11 7) 19 2 (10 6) 16-9 (11-4)

practice
Size of practice:
No (%) solo 27 (40) 26 (37) 23 (34)
No (%) two or three 20 (30) 24 (34) 24 (35)

handed
No (%) four or more 20 (30) 21(29) 21(31)
handed

No(%) female 11 (16) 7(10) 9(13)
No (%) with postgraduate qualifications 30 (44) 28 (39) 34 (48)
No (%) full time 64 (94) 60 (87) 60 (58)

*n=Number of general practitioners returning questionnaires.

courier. The courier received training in communi-
cation skills for interacting with receptionists. The
courier made unannounced visits to the selected
general practices and personally handed the package to
receptionists. He explained the purpose of the kit and
emphasised the importance of the general practitioner
receiving it. The kit included the personally addressed
letter and instructions on how to use the kit. Six weeks
later a phone call to encourage use of the kit and deal
with any problems was made to each general prac-
titioner by a Victorian Smoking and Health Program
employee.

Australia post-An attractively packaged kit was
posted to the selected general practitioners accom-
panied by the personally addressed letter and instruc-
tions on how to use the kit. Six weeks later a second
letter was sent to further encourage the use of the kit.

DATA COLLECTION

A research assistant visited each general prac-
titioner's surgery a minimum of four months after the
kit was received. The use of the kit was measured by
counting the numbers of each component remaining in
the kit and noting whether the kit had been used solely
by general practitioners in the practice or whether it
had been used by the receptionist or merely left in the
waiting room. General practitioners were asked to
complete a questionnaire which contained a number of
subscales designed to measure the acceptability of
the method of delivery, the degree of motivation
engendered by the method of delivery, the initial
reaction to the kit, an overall assessment of the
acceptability of the kit for general practice, the ease of
use of the kit, and an overall assessment of the
informativeness of the kit. Single items measured
potential barriers to the use of the kit, such as not
having enough time to use it properly, cultural differ-
ences between doctor and patient, and perceptions of
the complexity of the kit. Tw*follow up phone calls
were made and a reminder letter sent to general
practitioners to maximise the return rate of the
questionnaire. Ongoing records were kept of the costs
of implementing each intervention. These included
salaries, travel costs, telephone, and postage. Research
costs and actual cost of the kit were not included.

STATISTICAL ANALYSES

Scores for subscales were calculated by summing
scores on the individual items making up the subscales.
Cronbach's coefficient ut statistic, a measure of internal
consistency, was used as an estimate of the reliability of
subscales.'5 A cut point of >050 was used as an
indication ofadequate reliability. 1" Analyses ofvariance
were used to test for significant differences between
marketing approaches for linear variables, while x2
analyses were used for categorical variables. A signifi-
cance level of p<005 was used.

Results
Two hundred and seventy two of the selected

doctors were in active general practice in Melbourne
at the time of distribution. Six doctors refused to
receive the kit, and a further two refused to have the
research assistant's evaluation visit. Objective usage
data are available for 80 general practitioners in the
educational facilitator approach, 92 in the volunteer
courier approach, and 92 in the mail approach.
Questionnaires were returned from 68 general prac-
titioners in the educational facilitator approach, 71 in
the volunteer courier approach, and 70 in the mail
approach. The overall return rate of the questionnaire
was 79%.

Table I shows the demographic characteristics of
general practitioners in the three approaches. There
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TABLE II- Use of kit by approach

Educational
facilitator (n=80) Courier (n=92) Mail (n=92) p Value

No (%)seen kit 79 (99) 76 (83) 81 (88) 0-003
No (%) of kits used only by general

practitioner or partner 71 (89) 81 (88) 72 (78) p>0.05
No (%) of general practitioners who
used at least one resource* 70 (87) 71 (77) 66 (72) p=0O07

*Denominator=number of cases in which general practitioner was sole user of all resources (excludes general
practitioners where it is known that kit was not used either solely by general practitioner or by another general
practitioner in practice).

TABLE it -Mean (SD) numbers ofeach component used by doctors in each approach over study period*

Educational
facilitator Courier Mail p Value

Helpcards 10-45 (15 30) 10-51(23-89) 7-41(15 79) 0 50
Contractcards 6 54(12 59) 3-79(10-03) 1-92(6 33) 0-02
QUITZpack 6-33(7 12) 6-47(7-56) 6-73(7 42) 0-94
Selfhelpbooks 18-64(17-72) 16-95(17-33) 18-48(17-87) 0-80

*Excludes general practitioners where it is known that kit was not used either solely by general practitioner or by
another general practitioner in practice.

were no significant differences on any of the variables
examined, indicating that the samples were comparable
on these characteristics.

PROCESS EVALUATION

Educational facilitator-The educational facilitator
was able personally to see 99% of the general prac-
titioners who consented to the initial visit and 85% of
these general practitioners at the second visit. Of the 12
general practitioners not seen at the second visit, phone
contact was made with six general practitioners,
receptionist contact with five, and one general prac-
titioner refused a follow up visit by the educational
facilitator. The initial visit lasted an average of 12-8
(SD 5 8) minutes.

Volunteer courier-The courier was able to see 89
(96%) of the receptionists at selected practices. He also
opportunistically explained the use of the kit in person
to 24 (26%) of the general practitioners. Seventy one
(76%) of the general practitioners in the courier
approach were able to be personally contacted for the
phone call which encouraged use.

ACCEPTABILITY OF METHOD OF DELIVERY

Acceptable levels of Cronbach's a statistic were
found for subscales which measured perceptions of
overall acceptability of the method of delivery (a=
0 74) and the degree to which general practitioners
thought that the method of delivery motivated them at
least to try the kit (oa=0-84). For general practitioners
who reported at least seeing the kit there was no
significant difference between the marketing
approaches for scores on the subscale measuring
perceptions of overall acceptability. However, the
educational facilitator approach was rated significantly
more motivating than the other two approaches
(F2,175=7-99; p=0 0005).
INITIAL REACTION TO KIT AND USE OF KIT

The subscale which measured general practitioners'
initial reactions to the kit was found to be reliable (ca=
079). Though there was a trend towards the general
practitioners in the educational facilitator approach
having a more favourable initial reaction to the kit, this
just failed to reach statistical significance (F2,176=2 87;
p=0059).

Table II shows, for each approach, the number of
general practitioners who claimed that they had seen
the kit, the number of practices where the kit was used
only by general practitioners, and the number of
general practitioners who had used at least one
component from the kit. Significantly more general
practitioners in the educational facilitator approach

claimed to have at least seen the kit (X2= 1 1 87; df= 2;
p=0003), and there was a trend towards general
practitioners in this approach being more likely to have
used at least one component (x2=5 12; df=2; p=0 07).
However, there was no significant difference between
approaches as to whether the kit was used only by
general practitioners in the practice.

Table III shows the mean numbers of each com-
ponent which had been used by general practitioners
receiving each marketing approach over the four
month study period. There was no significant difference
between marketing approaches for the minimal inter-
vention components (help cards and CanQuit books)
or the novel QUITZ pack. However, there was a
significant difference in the number of contract cards
used, general practitioners in the educational facilitator
group using significantly more contract cards than
general practitioners in the other two groups (F2,234=
4 12; p=0 02).

BARRIERS TO USING KIT

General practitioners in the educational facilitator
group were significantly more likely to believe that the
kit was less complicated (F2,169=4-76; p=001) and
reported more knowledge on how to use the kit
(F2,167=3 85; p=002) than general practitioners
receiving the other two distribution approaches. There
were no significant differences between marketing
approaches for other potential barriers which were
measured.

OVERALL REACTION TO KIT

Acceptable ca levels indicating reliability were found
for the subscales which measured general practitioners'
perceptions of their overall reaction to the kit (ct= 0 90)
and their impressions of the acceptability of the kit for
general practice (ca= 0- 82), the ease ofuse ofthe kit (c =
0 93), and general informativeness of the kit (ca=0-77).
There were no significant differences between the
marketing approaches for any of these factors.

COST OF INTERVENTIONS

Table IV shows the costs in implementing each
intervention. The cost of the educational facilitator
approach ($A142/general practitioner) was 24 times
that of the mailed approach.

TABLE tV-Cost ofimplementing each approach ($A)*

Educational
facilitator (n=86t) Courier (n=93t) Mail (n=93t)

Staff training 1100 300.
Salaries 9471 420t
Secretarial 70 70 90
Clerical 28 28 28
Travel 1517 430
Phone 53 39
Postage 443

Total 12239 1287 561

Cost/general
practitioner 142 14 6

Cost relative
to mail 24x 2x 1

*Costs exclude research costs.
tOriginal numbers before refusals.
tSalaries for follow up phone call only; initial visit by volunteer.

Discussion
The aim of the present study was to compare the

effectiveness of three approaches for marketing
smoking interventions to general practitioners. Of the
three approaches, the educational facilitator group
scored highest on the scale measuring whether the
method of delivery motivated the general practitioner
to try the kit. This finding is supported by the strong
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trends among general practitioners in this group
having a more favourable initial reaction to the kit and
being more likely to have used the kit at least once.
However, in terms oflong term use the only component
for which there was a significant difference between
approaches was for the use of the contract card,
significantly more cards being used by general prac-
titioners in the educational facilitator approach. This
might reflect that general practitioners who had been
seen by educational facilitators were more likely to
have used the kit as intended, by identifying patients'
levels of motivation and then using the more intensive
intervention involving the contract card for those
patients more motivated to quit. This supposition is
supported by the finding that doctors in the educational
facilitator approach were more likely to report that
they knew how to use the kit and that the kit was not
too complicated. The educational facilitator approach
therefore seems to have had a relatively greater impact
on general practitioners' use of the more intensive
intervention components.
However, this finding must be considered in the

context of the high costs associated with this particular
marketing approach and the failure to show a significant
advantage above other groups for use of the minimal
intervention strategies and for ratings of the overall
acceptability of the kit. The educational facilitator
approach cost $A 142 per general practitioner compared
with $A14 for the volunteer courier and $A6 for the
mailed approach. The added benefit in terms of
smoking cessation in patients of general practitioners
in the educational facilitator approach would need to
be high to justify this expense.

There are some reasons that may account for the
failure to detect substantial differences between
approaches on some measures. Firstly, there was low
overall usage of some components of the kit. It may be
that these components were unacceptable to general
practitioners, making it unlikely that any marketing
approach would increase their use. Secondly, it is
possible that the educational facilitators were not
suited or skilled for their tasks. However, given the
selection and extensive training programme and
ongoing quality control through weekly meetings, this
is thought to be unlikely. Thirdly, the educational
facilitators in our study visited general practitioners on
only two occasions over a relatively short period (six
weeks). This level of intervention was determined by
available resources. The success rate of this approach
may change if the number of visits were to increase, but
even if this were to occur it would conceivably be offset
by the increased costs of implementation.

Given the inability of this study to show a cost
effective outcome with the educational facilitator
approach, this does not seem to be a realistic option
for marketing smoking interventions to general

practitioners. Even the friendly volunteer courier
approach, which was only twice the cost of mailing,
failed to produce sufficient benefit to justify this as a
viable option. These results suggest that any initiatives
which rely on educational facilitators as means of
information dissemination and motivation for be-
havioural change should be subjected to trials before
widespread implementation.
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