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Summary Objectives: To identify common themes between general practitioners
(GP’s) and patients on smoking cessation in primary care in order to inform the devel-
opment of acceptable guidelines, thus maximising the chance that recommendations
will be received positively and implemented.
Design: Qualitative study using focus groups and individual interviews with GPs and

patients.
Setting: North East Scotland.
Subjects: 10 general practitioners and 20 patients (10 smokers and 10 patients who

described themselves as ex-smokers).
Results: Both general practitioners and patients agreed that the GP has a key role in

providing a range of advice and support for smoking cessation. Both parties expressed
views at variance with current guidelines but agreed that, for support and advice to
be successful, it needs to comply with four of the five main themes identified; that
it should be practical, pertinent to the consultation, personalised to the smoker’s
clinical need, and should emphasise the positive health gains from quitting.
Conclusion: The considerable concordance between the perceptions of GPs and

their patients about smoking cessation care suggests potential for a more positive
partnership in working towards reduction of smoking in the UK.
© 2004 General Practice Airways Group. Published by Elsevier Ltd. All rights reserved.

Introduction

Smoking is the single greatest cause of preventable
illness and premature death in the UK [1]. Treating
illness and disease caused by smoking is estimated
to cost the NHS up to £1.7 billion every year [2].
The success, or otherwise of smoking cessation pro-
grammes will significantly influence mortality in the
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first half of the 21st century, emphasising the impor-
tance of offering effective support and advice [3].
The White Paper ‘‘Smoking Kills’’ promoted

the evidence-based recommendation that general
practitioners (GPs) should adopt a population-based
approach to providing brief, opportunistic smoking
cessation advice [4]. This was further endorsed by
the 1998 British Thoracic Society (BTS) smoking ces-
sation guidelines [5] and their subsequent update
[6]. That less than half of smokers remember be-
ing given advice in the previous five years suggests
that these guidelines have had little impact [7,8].
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Despite commitment to health promotion [9],
general practitioners cite many barriers to incor-
porating smoking cessation activity into routine
general practice, such as reluctance to jeopar-
dise the doctor-patient relationship [10]. Crucially,
guidelines may recommend an approach that does
not concur with GP attitudes towards healthcare.
Evidence from selected research populations may
not be seen as applicable to unselected patients in
general practice in terms of levels of co-morbidity
[11]. The short-term follow-up in many studies
may compromise the validity of recommendations
and further reduce GPs willingness to adhere to
guidelines [12].
Similarly, we know that tobacco users’ attitudes

and beliefs influence their willingness to adhere to
advice from their doctor [13]. Tobacco users may
resent unsolicited health promotion particularly if
this is presented in an unacceptablemanner, such as
not acknowledging the patient’s perspective [14].
Recognition that GPs and smokers are more likely

to adhere to smoking cessation guidelines if they
concur with the advice given, [15] should encour-
age the integration of attitudes and perceptions
into their recommendations [16]. This study aimed
to identify areas of common ground between GP
and patient attitudes to inform the development of
acceptable guidelines, thus maximising the chance
that recommendations will be received positively
and implemented.

Methods

The study, which had local research ethics commit-
tee approval, was undertaken during 2002.
We used two complementary qualitative meth-

ods – focus groups and in-depth interviews [17].
Focus groups give participants the opportunity to
set the agenda and are recognised as being a par-
ticularly valuable method for investigating what
people think and why, but can sometimes be dom-
inated by certain participants [18]. Thus, individ-
ual in-depth interviews were also carried out. We
purposively sampled (practice location, age and
gender) ten GPs and twenty patients from four
practices reflecting the urban (Aberdeen)/rural di-
vide in North East Scotland. None of the doctors
interviewed expressed a special interest in tobacco
control.
Participants were given the choice between tak-

ing part in a focus group or interview.We carried out
one focus group (6 people) per category of partici-
pants (GPs, smokers and ex-smokers) and in-depth
interviews with four additional people from each
category. Patients were recruited from the prac-

tices of participating general practitioners and re-
flected the socio-economic profile of the area.
Questions to use as a guide for discussion were

developed by the authors, in conjunction with staff
from the Smoking Advisory Service, Grampian NHS.
Sessions were audio-taped, with permission.
The focus groups and interviews were carried out

by a non-medical/social science research assistant
from the Department of General Practice and Pri-
mary Care.

Analysis

Tapes were transcribed. Data analysis followed
accepted qualitative analytic methods of induc-
tively developing higher order themes (by JC and
the research assistant [19]) from open coding of
the transcripts. Codes were developed indepen-
dently using constant comparative methods, by
one author (JC), the research assistant and an in-
dependent researcher, who then compared analysis
and identified five main themes using the soft-
ware package Nvivo to manage the data. These
were: the use of guidelines, the need for prac-
tical support, the advice being pertinent to the
subject of the consultation, the timing of the
follow-up advice being personalised to the individ-
ual patient, and the need for the GP to give pos-
itive information as part of the smoking cessation
service.

Results

Use of guidelines

None of the GPs were familiar with national guide-
lines on the provision of smoking cessation advice
and support.

‘‘I think the difficulty is that we are swamped by
guidelines. . . to implement fifty that are all com-
ing in . . . that’s when it gets a bit more difficult’’

The GP focus group members pointed out that
there are no SIGN guidelines (Scottish Intercolle-
giate Guidelines Network: an evidence-based group
http://www.sign.ac.uk) specific to smoking cessa-
tion advice and support in primary care. Notwith-
standing this, the GPs were confident that they
had an important role in helping patients to stop
smoking:

‘‘I think the GP has a major role in it. I think
the one-to-one contact and particularly when it
is associated with health risk factors then I think
you can have a lot of input’’

http://www.sign.ac.uk
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Time constraints meant that GPs appreciated the
local provision of a specialist smoking cessation ser-
vice to which patients could be referred.

‘‘I think the Smoking Advice Service is very good
to give the ongoing counselling that we do not
have time for . . . ’’

However, they recognised the need to offer a flex-
ible service to meet the needs and preferences of
all their patients.

‘‘you have to be able to tailor different methods
for different people’’

Smokers agreed and generally expressed positive
attitudes towards such agencies, though did not
necessarily think they were appropriate for them-
selves.

‘‘I think a lot of these things. I mean they are
good for someone who has maybe been smoking
for years and years but if you are young enough I
think you can really stop if you want.’’ [Smoker]

Paradoxically the Smoking Advisory Service, and
local guidelines were perceived by GPs as barriers
to providing timely and individualised support.

‘‘ . . . the LHCC [Local Health Care Co-operative]
guideline is for us not to prescribe bupropion or
NRT [nicotine replacement therapy] until the per-
son has been through the Smoking Advice Clinic
which feels like a bit of a handcuff at times, not
being able to start something when people are
motivated . . . ’’

Practical support

Smokers and their GP acknowledged the importance
of providing practical help.

‘‘It would have been better if somebody had sat
down and explained how to stop smoking . . . most
people know what smoking can do to you anyway
. . . ’’ [Ex-smoker]

Pertinent to the subject of the consultation

Doctors, smokers and ex-smokers were united in
their opinion that there was a time and a place for
smoking cessation advice.

‘‘. . . there are some times when it is far more ap-
propriate to ask and some times it’s totally inap-
propriate so you know certainly if someone comes
in with any respiratory tract infection . . . you can
target the smoking in’’ [GP]

‘‘. . . if you were in for something else, you don’t
want the GP to be telling you to stop smoking,

you just want your prescription for whatever.’’
[Smoker]

In consultations not pertaining to smoking-related
disease, GPs were aware of the need ‘‘to be sensi-
tive to the consultation’’ and the patients agreed
that opportunistic advice was unlikely to be help-
ful.

‘‘. . . most people who smoke won’t want ad-
vice anyway but it is up to doctors to try. . . ’’
[Ex-smoker]

Smokers were resigned to being asked about their
smoking as part of health check ups, though it was
not necessarily effective.

‘‘I think that I did get asked once on a check-up
if I actually smoked. Apart from that I can’t say
. . . I smoked at the time so it was in one ear and
out the other.’’ (Smoker)

Personalised to the individual patient

Making a link between the patient’s own symptoms
and smoking was seen by both GPs and smokers to
be important, even encouraging.

‘‘. . . I fainted one morning . . . and had to go to
the doctor . . . and he knew I took an occasional
cigarette and he said ‘you know, xxxx, you would
be better if you stopped taking any at all’, and
that was really when I stopped’’ [Ex smoker]

GPs thought an acceptable approach was to en-
quire if the patient had thought about stopping,
then tailoring their response to the patient’s reply.
For example:

‘‘. . . you are trying to assess where they are on
the change cycle. If they are not, if they feel they
are not ready to do anything, then that is the end
of it’’

GPs recognised that if a patient was not ready to
quit at that time, it was important to invite them
to seek advice later:

‘‘If they are not interested then I’ll just ac-
knowledge that and say ‘Maybe come back to it
someday’.’’ [GP]

This was reflected in the views of the patients:

‘‘. . . I think you can only do it when you’re ready
to do it yourself. . . . . . If you’re not ready to stop,
you don’t want to be harassed’’ [Smoker]

Positive information

While patients recognised the role of the GP in pro-
viding general advice, advice on the adverse effects
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of smoking was seen as more useful if linked to pos-
itive benefits to the individual:

‘‘. . . I think being told you can benefit from not
smoking would make you come out and smile and
think ‘well, maybe I will give it a go, try and stop’
or whatever, so I think that is maybe a better way
to go about it’’ [Smoker]

Discussion

The considerable concordance between the per-
ceptions of GPs and tobacco users about accept-
able smoking cessation advice suggests potential
for a more positive partnership in working towards
reduction of smoking. Both parties expressed views
at variance with current guidelines but agreed that
successful support and advice should be pertinent
to the consultation, personalised to smoker’s clin-
ical need, should emphasise the positive health
gains from quitting, and should be practical and
timely, including, where desired, ongoing support
and pharmacological treatment rather than the
only option being referral to a specialist service.

Limitations and strengths of our study

This small study sampled GPs and patients from one
area within the UK and some comments, particu-
larly those reflecting local services, may be unique
to a specific area of the UK, though local guidance is
normally based on national policy and guidelines. By
interviewing patients and GPs from the same prac-
tices we were able to compare two perceptions of
the same smoking cessation care.

Interpretation of findings in relation to
previously published work

The behaviour of the GPs in practice seems to
be based on a desire to work in partnership with
the patient [20—22] thus avoiding risking damage
to the doctor-patient relationship, as well as fac-
tors identified by previous studies such as time
constraints [23], rather than strictly adhering to
guidelines — even those which recognise the need
to integrate user and professional perspectives
when making guideline recommendations (e.g.,
NICE http://www.nice.org). Thus the pragmatic
stance that smoking cessation should normally only
be discussed in clinically relevant situations suited
both parties. This discrepancy between the effi-
cacy of an intervention in clinical trials and the
practicability in pragmatic studies has recently
been described in the context of screening and
brief advice for excessive alcohol use. [24]

Both parties agreed that advice should be per-
sonalised to the smoker’s clinical condition and
tailored to individual needs [13]. Smokers wanted
more information about the health gains, a positive
motivation to quit, from smoking cessation. Practi-
cal support should be timely and readily available;
that is, when the smoker is ready to quit. Linking
advice to the patient’s personal timetable suggests
that GPs may benefit from having more training in
objective ways of identifying how ready smokers
are to stop.
Local health service dictates restricting the role

of the GP and the use of pharmacology were per-
ceived as barriers to patient-centred care and
may be a counter-productive way of rationing,
particularly as NICE [25] describes bupropion and
nicotine replacement therapy as among the most
cost-effective of all healthcare interventions. The
views of our patients and GPs suggest that a slid-
ing scale of service provision, where GPs are able
to provide a range of smoking cessation services
rather than just being able to offer simple advice
or specialist referral, would be preferable. [26]
It is disappointing that GPs in this study were un-

aware of guidelines for the provision of smoking
cessation in primary care. It is recognised that GPs
may feel inundated by guidelines and seem to have
made a pragmatic decision to focus on those from
one recognised national source, despite the restric-
tions this imposes.
Whilst randomised controlled trails and system-

atic reviews are the best methodology we have
for establishing basic clinical and pharmacological
effectiveness, they provide limited information
about the general applicability of results to the
general, primary care population. The updated
BTS guidelines [6] acknowledge the contributions
of studies that address the clinical and economic
realities of the ‘‘real world’’ and reflect a wel-
come progression in guideline development which
may encourage positive attitudes to new guide-
lines and aid their successful implementation in
practice.
Our results, and those of other authors, may

underpin the next stage in further determining
the information needed to inform the develop-
ment of acceptable guidelines - a questionnaire
survey.
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