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SANDRA DAVIS DANIEL 
The Relationship Among Predisposing cynd Enabling Factors or Barriers in Nurses 
Provision of Tobacco Control Interventions. 
(Under the direction of DR. MARTHA S. TINGEN) 

The control of tobacco use, the single most preventable cause of disease in the 

U.S., is a national health priority. An estimated 70o/o of smokers desire to quit; however, 

only 7% who quit remain abstinent one year later. It is recommended that all clinicians 

assess and document smoking status as the fifth vital sign. There is a demand for nurses, 

comprising the largest discipline of health care providers, to systematically incorporate 

tobacco control clinical practice guidelines in their practice as a means to lower tobacco-

related disease morbidity and mortality. There is a paucity of knowledge on·(a) the extent 

to which RNs deliver tobacco control interventions, (b) their educational preparation in 

tobacco control, and .(3) factors that are associated with nurses tobacco control 

interventions. 

The purpose of this study was to detennine the relationship among predisposing 

factors and enabling factors or barriers in recently licensed registered nurses' delivery of 

tobacco control interventions. The Educational and Ecological Assessment'phase of 

Green and Kreuter's PRECEDE-PROCEED· Model served as the theoretic~! framework 

underpinning this study. 

· A cjescriptive correlational cross-sectional design was utilized. RNs who received 

initial licensure in Georgia during 1999-, 2000, arid 2001 were sampled utiHzing a 

probability sampling method, stratified random sampling, to obtain a sam~le size of 

approximately 1 0% of the population within each year of licensure. The final sample 

consisted of 468 participants. Findings indicated nurses' performance in tobacco control 



interventions (ask, advise, assess, assist, arrange) was low, with the average score being 

only 37o/o. Thirty-percent ofRNs provided no tobacco control interventions. :The majority 

had received no clinical experiences in smoking cessation techniques (78%) or tobacco 

prevention (70% ). · 

Univariable analyses found attitudes, beliefs in the importance of tobacco control, 

tobacco education, extent of education in tobacco cessation techniques, use of clinical 

practice guideline, perceived importance of tobacco policy, prevention interventions, and 
' ' 

peer barriers were significantly associated (p<.OS) with nurses delivery of tobacco control 

interventions. 

Multiple regression analyses utilizing a general linear model found attitudes, 

belief in importance of tobacco control, tobacco education, prevention interventions, peer 

barriers, and institution barriers (negative correlation) accounted for significant variances 

(p<.OS) in the tobacco control intervention scores. 

INDEX WORDS: nurses provision of tobacco control interventions, clinical practice 

guidelines, prevention, predisposing factors, enabling factors, barriers, nursing education 

preparation 
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CHAPTER I. INTRODUCTION· 
I 

I 

.· Problem I 

The United States has a wide range of major public health concerns and 

. . I 
opportunities for improvement in the first decade·ofthe 21st century (U.S. Department of 

. I 

I 

Health and Human Services [U.S. DHHSa], .2000). One national health priorifY of 
I 

I 

Healthy People 2010 is to "reduce illness, disability, and death related to tobacco use and 
I 

exposure to secondhand smoke" (U.S.DHHS, 2000a, p. 63). The direct and iJdirect costs 

f . k" . . b d c. A ·. h I . o cigarette smo Ing present a staggenng economic ur en 10r mencans t at IS greater 
I 

than $100 billion annually (American Cancer Society [ACS], 2001). Of the 1~ leading 
I 

health indicators identified in Healthy People 2010, tobacco use is identified /as number 
I 

I 

three (U.S. DHHS, 2000a). There are 21 national health objectives of Healthf People 

2010 that relate to tobacco control (U.S.DHHS, 2000a). One national objectiye is to 
I 

reduce the overall smoking prevalence rate to 12% (U.S. DHHS, 2000a). I 

Cigarette smoking is the single most preventable cause of disease and ~eath in the 
I 

I 

United States, accounting for nearly 431,000 deaths per year (U.S. DHHS, 2@00a). It is 
I 

the largest contributor to premature morbidity and mortality from smoking-r~lated 
diseases, including cardiovascular disease, lung cancer, and respiratory diseles (Curry, 

I 

. I 

Fiore, & Burns, 2001; U.S. DHHS, 2000b). Rates of smoking are unaccepta~ly high in 
I 

, I 

this country; it is estimated that 23.5% of U.S. adults currently smoke and 38% of 

adolescents currently smoke (CDC, MMWR, 2002). Each year, more than onl million 

1 



I 

I 

I 
I 2 
I 

young people continue to become regular smokers (CDC, MMWR, 2002). Duhng the 

1990s, after years of declining rates, smoking in adults has leveled off; howJer, . 
I 

I 

socioeconomic, cultural, and ethnic health disparities exist (U.S. DHHS, 2000b). Rates 
I 

are much higher in adults without a high school education (34%) compared tth 11% of 

college graduates (U.S. DHHS, 2000b). If the current trends in cigarette smo~ing · 
I 

continue, it is estimated that 25 million people will die prematurely, an averake reduction 

of 20 to 25 years per person, from a smoking-related disease (CDC, 2000a). 

The health consequences oftobacco use extend to nonsmokers due to rposure to 

secondhand smoke (U.S. DHHS, 2000a). Second-hand smoke causes an estitpated 62,000 

deaths from heart disease and 3000 deaths from l~g cancer in non-smokers kDc, 

2001a). Infants and young children exposed to secondhand smoke have highlr rates of 

chronic middle ear infections and chronic respiratory illnesses such as asthml bronchitis, 
I 

and pneumonia (CDC, 2001 b). Secondhand smoke is also linked to spontan,ous abortion, 

!Ow birth weight, premature births, sudden infant death syndrome (SIDS), mttal 

retardation, and cleft palate (CDC, 2001c; Winders, Kohler, Grimley, & Gallagher, 
I 

1999). . l 
Not orily ~s tobacco control a national health priority, it is also of serio s concern 1n 

Georgia (Georgia Alliance fof TobacCo Prevention, 2002 [formerly Coalitiof for Healthy 

and Responsible Georgia]; Ge.orgia Department" of Human Resources [DHR], 2001; 

Georgia DHR & Coalition for a Healthy and Responsible Georgia [CHARGl], 2000); 

Landis, Steiner, Bayakly, McNamara, & Powell, 2000). In 1999,23.6% ofdeorgia adults 



3 

report being current smokers (CDC, 2001 a). Cigarette smoking among adolescents is 
I 

38%, representing an increase in prevalence (CDC, 2001 b). The average age pf initiation 
I 

I 

for tobacco use is between 10 and 13 years; an estimated 30,000 children in <Georgia 
I . 

begin smoking each year (Georgia Alliance for Tobacco Preve~tion, 2002). ~moking in 
I 

teens between the ages of 15 and 19 years in Georgia increased significantly tluring the 
I 

1990s (CDC, 2001 b). Smoking kills more than 1 0, 000 Georgians, accounting for one in 

six deaths in Georgia (Georgia Alliance for Tobacco Prevention, 2002). Onl)l 15 states 
i 

I 

I 

have higher smoking-related deaths than Georgia (Georgia Alliance for Toba!cco 
I 

Prevention, 2002). Lung cancer death rates for males in Georgia are higher tllan national 
I 

rates, 85.2 and 69.4 per 1000 respectively (ACS, 2001). An estimated 4,130 heaths from 
I 

lung cancer occurred in 2000, representing 30% of all cancer death rates (La*dis et al., 
I 

! 

2000). Health disparities related to tobacco use are evident. Although mortality rates from 
I 

lung cancer in males have declined, rates have doubled among females since~ 1980 

I 

(Landis et al., 2000). Blacks are 27% more likely than whites to die of cancei· (Landis et 
. I . 

! 

al., 2000). Lung cancer rates differ among the health districts in the state. Of the 10 
! 

health districts in Georgia, only Metropolitan Atlanta, Gainesville, and LaGr!ange have 
I 

! 

lower lung and bronchus cancer rates than the state average; the northwest a~d southern 
. I 

health districts have significantly higher rates (Landis et al., 2000). Each yeat in Georgia, 
I 
I 

the health care expendituresresulting from tobacco are approximately $1.2 ~illion. The 
I 

. financial burden will worsen substantially due to projected increases in the ~opulation of 

older adults, many of whom smoke (Georgia Alliance for Tobacco Preventidn, 2002). 



Several organizations are making tobacco control in Georgia a top purlic health 

priority (DHR, 2001; Georgia Alliance for Tobacco Prevention, 2002). The Division of 
I 

i 

Public Health's Tobacco Use Prevention Program is actively involved in actions to 
I 

. I 

control tobacco use including smoking prevention and cessation intervention's in public 
I 

I 

health departments, and funding for community coalition building (DHR, 2001). The 
! 

Georgia Alliance for Tobacco Prevention comprises public and private mempers whose 
! 

I 

mission is to protect and improve public health by reducing tobacco use and 
1

tiistribution 
I 

in Georgia (Georgia Alliance for Tobacco Prevention, 2002). The Division dfMental 
.· " I 

I 

Health,· Mental Retardation, and Substance Abuse monitors the ability of teeps to 

purchase tobacco products (DHR, 2001). 
I 

Most tobacco users express a desire to stop smoking, with an estimated 70% (33 .2 

I 

million) desiring to quit; however, only about 2.5% (1.2 million) per year SUfCeed in 
I 

i 

4 

quitting smoking permanently (U.S. DHHS, 2000a). Tobacco dependence is!considered a. 
I 

I 

chronic disease with periods of remission and relapse (U.S. DHHS, 2000a). Most 

smokers develop tobacco dependence, making it a difficult disease to succes~fully treat; 

however, effective smoking .cessation treatments are available for treatment ~f smoking 

dependence (Fiore et al., 2000; U.S. DHHS, 2000a). Smoking cessation has ~een referred 
I 

i 

to as the "gold standard" of preventive interventions and considered to be mpre cost-

effective than other preventive services such as treatment of hypertension arid 

mammography (Fiore eta!., 2000). It is recommended that all clinicians inJrporate the 
. I 

I 

I 

assessment of smoking status as the fifth vital sign (Agency for Healthcare l}esearch and 
I 

I 

I 



I 

I 5 
I 

I 

Quality [AHRQ], ,200 I). Formal systems for delivering preventive care that ~tegrates 
I 

staff roles, responsibilities, and evidenced-based protocols for the routine delivery of 

preventive care have been shown to positively impact the delivery rates of sp~cific . 
. I 

services including smoking (AHRQ, 2001; Frame, 2000). I · 

Research shows thatt~bacco control i~terventions are not delivered colsistently by 
. . I 

health care providers (AHRQ, 2001; !'iore et al., 2000; Frame, 1993; Sarna, ~rown, 

Lillington, Rose, Wewers, & Brecht, 2000). Personal factors m~y predispose nurses to 

provide tobacco control interventions(Sarna et al., 2000). These factors mal include 

present and past smoking status of the provider, family member with a smoking-related 

disease, and sociodemographic variables(AHRQ, 2001; Sarna eta!., 2000; Jarna, 

Wewers, Brown, Lillington, Brecht, 2001). Factors have also been described! that may 

enable or serve as barriers to clinicians' provision of tobacco control interve*tions 
I 

(AHRQ, 2001; Sarna et al., 2000; Sarna, Wewers, Brown, ·Lillington, & Bredht, 2001 ). 
I I 

Enabling factors or those that serve as barriers exist among providers, patients, and 

within the clinical settings (AHRQ, 2001). These include (a) competency in tobacco 

control interventions; (b) provision of tobacco control education in professiral 

educational program; (c) educational preparation level; (d) familiarity, availability, and 

use of evidence-based smoking cessation gUidelines; ~e) clinical practice roJ (f) 

I 

participation in health policy; (g) delivery of other preventive interventions ~h) 
I 

reimbursement for smoking cessation interventions; (i) lack of a system for integrating 

preventive services; (j) time; (k) practice setting; (1) administrative support; and (m) 

feedback from peers, patients, and professional organizations (American Aslociation of 
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Colleges ofNursing [AACN], 1996, 1997, 1998; American Nurses Association [ANA, 

1995]; AHRQ, 2001; Frame & Werth, 1993; Fiore et al., 2000; Gottlieb, Guo, Blozis, & 

Huang, 2001; Green & Kreuter, 1999; Hopkins, Husten, Rosenquist, & Westphal, 2001; 

Klein, Levine, & Allan, 2001; National League for Nursing [NLN, 2001]; Oncology 

Nursing Society [ONS]; Russos, Keating, Hovell, Slymen, Hoftstetter, Rubin et al., 1999; 

Sarna et al., 2000, 2001; Smith, 2000; U.S. DHHS, 2000b). 

Despite data that support the efficacy of nurses in the provision of smofing 

cessation interventions and emphasis on disease prevention by professional organizations, 

there is a dearth of knowledge on nurses' engagement in tobacco control interventions 

(Sarna, 1999; Sarna et al., 2000). Even less is known about the prevalence arid delivery of 

tobacco control interventions among nurses practicing in various clinical roles and 

settings or the nursing education that they received to deliver these services (Sarna et al., 

2000). 

Purpose 

The purpose of this study is to determine the relationship among predisposing 

factors and enabling factors or barriers in recently licensed registered nurses:(RNs) 

delivery of tobacco control interventions. Specifically, the study aims to ans~er the 
I 

following research questions: 

1. To what extent do recently licensed RNs engage in tobacco control interyentions? 

2. To what extent do recently licensed RNs report competency in tobacco control 
I 

I 

I 

I interventions? 
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3. To what extent do recently licensed RNs report receiving preparation in tobacco 

control interventions in their nursing education program? 

4. What is the relationship among predisposing factors (personal factors of Jmoking 

status, household member smoking status, age, ethnicity, gender, rural/urban status, 

attitudes, and beliefs), enabling factors or barriers (perceived competency, tobacco 

education in nursing curriculum, use of clinical practice guideline) and professional 

factors (tobacco policy participation; delivery of other preventive interventions; and 

peer, patient, or institutional barriers) in recently licensed RNs provision of tobacco 

control interventions? 

Theoretical Framework 

The theoretical underpinning of this study is based on the literature review and 

testing of selected constructs of the educational and ecological assessment phase of the . 

PRECEDE-PROCEED model by Green and Kreuter (1999). Two main constructs ofthe 

educational and ecological phase: predisposing factors and enabling factors or barriers, 

may influence the third construct of the-model, behavior (i.e. nurses' provision of tobacco 

control interventions in practice). This section provides a description of the PRECEDE-

PROCEED model, constructs of the educational and ecological assessment phase of the 

model, the theoretical underpinning of the model for this study, and depicts the 

conceptual model of this study. 

PRECEDE-PROCEED Model 

PRECEDE- PROCEED is an acronym standing for Predisposing, Reinforcing, 

and Enabling Constructs in Educational Diagnosis (PRECEDE); and Policy, Regulatory, 



8 

and Organizational Constructs in Educational and Environmental Development 

(PROCEED) (Green & Kreuter, 1999). The model is an organized comprehensive model 

that focuses on health promotion planning through community change and provides a 

systematic framework for the guiding of the process ( Gielen & McDonald, 1997; Green 

& Kreuter, 1999). PRECEDE-PROCEED includes constructs from numerous other 

theories, among, them the Health Belief Model and Theory of Reasoned Action. 

PRECEDE-PROCEED is a nine-phase process that begins with the proposition that 

health behaviors are complex, multidimensional, and influenced by a variety of factors 

(Green & Kreuter, 1999). Through a series of assessment steps, the model facilitates the 

consideration of individual and environmental factors that influence health and health 

behaviors (Green & Kreuter, 1999). Such an. approach integrates forces operating at 

several levels and in various spheres to support people in their efforts to gain greater 

control over the determinants of health (Green & Kreuter, 1999). This study examines 

one of these forces, nurses' provision of tobacco control interventibns. 

The model directs attention to the desired final outcome and works backward to 

I 

determine what must precede that outcome (Green & Kreuter, 1999). The desired 

outcome of which this study ultimately aims is lowered rates of tobacco use in the 

i 

population; however, this study examines one of the steps that needs to take place in the 
I 

planning process of achievement of that outcome, educational and e~ological assessment 

of nurses tobacco control interventions. The model provides a framework for health 
! 

promotion planning that goes beyond traditional educational approaches to changing 

I 

unhealthy behaviors (Green & Kreuter, 1999). According to Green and Kreuter: 
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The PRECEDE-PROCEED model emphasizes two propositions: (a) health and 

health risks have multiple determinants; and (b) because health and health risks 

are multicausal, efforts to effect behavioral, environmental, and social change 

must be multidimensional. The concepts of intervention and support are important 

for health education and promotion within this model. Multiple interventions or 

sources of support are necessary to match the multiple determinants of health 

(1999, p. 43). 

Central tenets of PRECEDE-PROCEED are the concepts of intervention and · 

support. Organized health education, policies, and regulations intervene in the process or 

. flow of development and change (Green & Kreuter, 1999). The purpose of intervention is 

to maintain, enhance, or interrupt a behavior pattern or condition of living that 1s linked 

to improved health or to increased risks for morbidity and mortality (Green & Kreuter, 

1999). The behaviors of those who control resources or rewards, such as community 

leaders, employers, teachers, peers, and health professionals are equally important in the 

process of planning and developing policies and programs (Green & Kreuter, 1!999). 

I 

Supports are the social environmental conditions that follow the interventions i:n the form 
! 

of enabling and reinforcing supports. (Green & Kreuter, 1999). Examples of ! 

i 

environmental supports include policies, regulations, and organizational arrang
1

ements. 

Social environmental supports include informed officials, skilled health care pnoviders, 

.and committed legislators (Green & Kreuter, 1999). 

The nine phases of the model consist of five basic phases specific to pr9gram 

I 

planning; one phase concerned with implementation, and three additional phases 
I 

~ i 
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pertaining to program evaluation (Green & Kreuter, 1999). Phase 1, social assessment, 

consists of the social indicators of a community's quality of life. Phase 2, 

epidemiological assessment, applies to identifying the specific health goals or problems 

that may contribute to the social goals or problems noted in the first phase. Phase 3, 

behavioral and environmental assessment, identifies the specific health-related behavioral 

and environmental risk factors that could be linked to the prioritized health problems. 

Phase 4, educational and ecological assessment are the predisposing, enabling factors, 

and reinforcing factors that have the potential to influence a given health behavior (i.e. 

tobacco use, tobacco control interventions). Phase 5, administrative and policy· 

assessment is the assessment of organizational and administrative capabilities and 

resources for the development of a program. Phase 6 is the implementation pha;se. Phases 

7, 8, and 9 represent process, impact and outcome evaluation (Green & Kreute11, 1999). 

Educational and Ecological Assessment 

Phase Four of PRECEDE-PROCEED, Educational and Ecological Ass~ssment, 

identifies factors that require change to initiate and sustain the process of behavior and 
! 

environmental change (Green & Kreuter, 1999). It addresses strategies and respurces 

required that influence behavioral and environmental change among individual~ and 

groups (Green & Kreuter, 1999). The three broad groups are predisposing factors, 

enabling factors, and reinforcing factors (Green & Kreuter, 1999). 

Predisposing factors. Predisposing factors are the antecedents to indivi~ual or 

collective behavior that provide the motivation of an individual or group to act ~(Green & 

Kreuter, 1999). Predisposing factors include knowledge, attitudes, beliefs, valu~s, 
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sociodemographic characteristics, and perceptions that facilitate or hinder motivation for 

action (Green & Kreuter, 1999). The action will not be complete unless resources and 

skills to carry out the behavior (enabling factors) are available and utilized (Green & 

Kreuter, 1999). 

Enabling factors. Enabling factors make it possible for a motivation to be realized 

(Green & Kreuter, 1999). Presence of these factors are considered enabling factors in that 

they enhance motivation to act; the absence of these factors are considered barriers to 

motivation to act. These factors include those skills, knowledge, and resources that serve 

to help or hinder the desired behavioral changes as well as environmental changes; such 

factors include all those that make possible a change in behavior or in the environment 

that people want (Green & Kreuter, 1999). 

Reinforcing factors. Reinforcing factors are emotional, physical, or social factors 
I 

following a behavior that provide the continuing reward or incentive for the persistence 

of the behavior; they include rewards received and feedback the learner receives from 

others (i.e. health and other personnel, peers, parents, employers,) following adoption of 
I 

the change. Reinforcing behavior produces lifestyles or patterns of behavior, which in 

turn, influence the environment through political advocacy, consumer demand,'or 

cumulative actions. Such factors may encourage or discourage continuation of the 

behavior (Green & Kreuter, 1999). 

Green and Kreuter ( 1999) emphasize that the three categories of predisposing, 

enabling, and reinforcing factors are not considered mutually exclusive. Some types of 
I 
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knowledge and skills may serve as either predisposing or enabling functions. Some 

factors may be either enabling or reinforcing; therefore, it is less important to place factor 

in one category than in ranking the factors as an influence or determinant of behavior 

worthy of attention (Green & Kreuter, 1999) .. 

Applicability of Educational and Ecological Assessment as Theoretical Underpinning of 

This Study 

The educational and ecological assessment phase of PRECEDE-PROCEED is 

congruent with this study's purpose and research questions. According to Green and 

Kreuter (1999), the same principles of assessment within this phase apply to h~alth care 

professionals as apply to populations of patients. The educational and ecological 

assessment phase of the model underpins this study in that there are factors that may 

serve to predispose, enable, or serve as barriers to nurses delivery of tobacco c~ntrol 

interventions. The category reinforcing factors found in the PRECEDE-PROCEED 

model is not examined in this study. A major focus of the PRECEDE-PROCEED model 

is its focus on interventions and support (Green & Kreuter, 1999). The utility of this 

phase of the model in this study is that through assessment of the relationship a:mong 

. predisposing factors, enabling factors, and barriers in nurses provision of tobacco control 
I 

interventions, strategic points for tobacco control interventions and support may be 

pinpointed for individual nurses professional behavior change and health care system 
• I 

change. 

The model's characteristic of beginning with the desired final outcome (teduced 

I 

smoking rates in the population) and determining what must go before that outqome is a 
I 
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major advantage as it applies to this research. The educational and ecological assessment 

phase begins a process of professional behavioral assessment of people (i.e nurses) who 

may influence. environmental conditions that influence patient behavior (Green & 

Kreuter, 1999). This phase allows targeting nurses whose behaviors may need to change 

if they are to influence the factors that affect patient b.ehavior (tobacco use) in the right 

direction (Green & Kreuter, 1999). Factors that may require change to initiate and sustain 

behavioral and environmental change are identified in this phase of assessment. It is only 

through the asking the "why" questions as they relate to nurses provision of tobacco 

control interventions that an understanding of these factors can occur, thus creating a 

stronger link in the process of reducing tobacco use in the population. This link is vital in 

the chain of creating the "how" of interventions aimed at enhancing nurses' provision of 

tobacco control interventions. Whereas the ultimate goal is the reduction of tobacco use, 

the more proximal goal of this study is to assess factors that may influence proyision of 

tobacco control interventions in this aggregate. 

The rationale and framework that the educational and ecological assessment phase 

of the PRECEDE-PROCEED model provides is for an analysis of health care issues that 

considers the total population at risk including those who are receiving care, th~se who 
I 

should be but are not receiving care, as well as professionals' efforts to reduce the 

population's risk for disease (Green & Krt:uter, 1999). This study was an investigation of 

the extent that recently licensed registered nurses reported providing tobacco control 
I 

interventions in practice; their perceived competency in tobacco control interve!ntions; 

i 

their preparation in tobacco control interventions in their nursing education program; and 
. i 

\ 
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the relationship among the predisposing factors, enabling factors or barriers iii nurses 

engagement in tobacco control interventions. 

Health care clinicians are considered credible sources of health information. 

Without adequate knowledge and competencies in smoking prevention and cessation 

strategies, credibility with the clients/patients that they serve will not be established. The 

opportunity for nurse clinicians to contribute to lifestyle change is dependent upon the 

readiness of the profession to take on this role. This role is supported by the current 

emphasis on health promotion and disease prevention in nursing education (AACN, 

2001,2000, 1999, 1997; NLN, 2001): Whether health care providers seize or miss health 

promotion opportunities depends on their preparation, practice environment, personal 

health beliefs and habits, and understanding of effective health promotion interventions 

(Green & Kreuter, 2001). 

Conceptual Model 

The purpose of this study was to determine the relationship among predisposing 

factors ·and enabling factors or barriers in recently licensed registe_red nurses (RN s) 

delivery of tobacco control interventions. The conceptual model guiding this study is 

depicted in Figure 1. 

According to the conceptual model, there are predisposing factors and enabling 

factors or barriers that may influence nurses' tobacco control interventions in their 
i 

clinical practice. Predisposing factors are those personal factors that may motivate a 
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nurse to engage in tobacco control interventions. Personal factors include (a) smoking 

status, (b) household smoking status (c) sociodemographic variables (age, ethnicity, 

gender, rural/urban status, marital status); (d) attituqes; and (e) beliefs. Predisposing 

factors may influence nurses' provision of tobacco control interventions, the dependent 

variable. The conceptual model also depicts the relationship between enabling factors or 

barriers and nurses provision of tobacco control interventions in practice. Such factors 

include: (a) perceived competency; (b) tobacco education in nursing curriculum; (c) use 

of clinical practice guidelines; (d) type of nursing education; and (e) professional factors 

(tobacco policy participation, delivery of other preventive interventions, and support of 

peers, patients, and institution). There have been nearly 400 published applications in 
I 

which the Precede-Proceed Model or parts of it have been adapted (Green & Kreuter, 

1999). Tobacco prevention studies that have applied the model included cardi9vascular 

disease risk factor correlates for behavior change and program planning (Green & 

Kreuter, 1999). The combined educational and environmental approach of the model has 

been supported in studies that have examined the efficacy of health promotion, and health 

education, focusing primarily on predisposing factors (Green & Kreuter, 1999). It also 

has been used to guide studies focusing on health promotion as a priority of clinical care 

(Green & Kreuter, 1999). 



Predisposing Factors for Tobacco 
Control Interventions 

Personal factors 
• Smoking status/household member smoking 

status 
• Sociodemographic variables (age, gender, 

ethnicity, rural/urban, marital status) 
• Attitudes 
• Beliefs 

Enabling Factors or Barriers for Provision 
of Tobacco Control Interventions 

• Perceived competency 
• Tobacco education in nursing curriculum 
• us·e of clinical practice guidelines (CPG's) 
• Type of nursing education 
• Professional Factors (tobacco policy 

participation; delivery of other preventive 
interventions; peer, patient, or institution 
barriers 

Nurses' 
provision of 

tobacco control 
interventions 

Figure 1. Predisposing and enabling factors or barriers related to nurses' delivery of 

tobacco control interventions~ Adapted from the Precede-Proceed Model (Green & 

Kreuter, 1999). 

Operationalization of Concepts 
I 

16 

For the purposes of this study, conceptual t~rms were defined and oper~tionalized 

as follows: 
I 

Recently licensed nurses. Registered nurses who received initiallicens-hlre to 

practice in Georgia during 1999, 2000, and 2001. An electronic database provi(ied by the 

Georgia Board of Nursing contained this information. 
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I 

Nurses' provision of tobacco control interventions. The extent to which,recently 

licensed nurses in Georgia nurses report providing tobacco control intervention~ in 

clinical practice. This concept was measured with Part D of the Nurses Tobacco Control 

Survey (Appendix B). 

Predisposing factors for tobacco control interventions. Reported personal factors 

that may serve to influence nurses' provision of tobacco control interventions. These 

factors include smoking status, household member smoking status, age, gender, ethnicity, 

rural/urban status, marital status, attitudes, and beliefs. 

Smoking status and household member smoking status were measured with 

Section G of the Nurses Tobacco Control Survey. Age, gender, ethnicity, rural/hrban 

status, and marital status were measured with Part I of the Nurses Tobacco Cojtrol 

Survey (Appendix A). Attitudes were measured with question19 of the Nurses Tobacco 

Control Survey. Beliefs were operationalized with questions 20, 21, and 22 of the Nurses 

Tobacco Control Survey (Appendix B). 

Enabling factors or barriers for provision of tobacco control interventions. 

Reported conditions that serve to enable (facilitate) or act as barriers to nurses':provision 
I 

of tobacco control interventions. These include: (a) perceived competency (knowledge, 
! 

skills, confidence, and knowledge about how to help smokers quit); (b) tobacc0 education 

in the nursing curriculum (tobacco related disease topics, clinical experiences, and 

. I 

number of hours taught tobacco cessation techniques in the nursing education program); 

(c) use of clinical practice guideline (knowledge, personal use, and institutional use of 
i 

Treating Tobacco Use and Dependence Clinical Practice Guideline); (d) type pf nursing 
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education (initial educational preparation in nursing); (e) tobacco policy participation 

(reported participation in tobacco policy or legislative activities and perceived importance 

of nurses involvement in tobacco policy; (f) delivery of other preventive interventions 

(preventive care interventions); (g) peer b.arriers (not allowed by physicians, lack of 

recognition/rewards for efforts); (h) patient barriers (lack of patient motivation,, not 

relevant for patients, lack of adequate knowledge about how to help patients quit 

smoking); and (i) institutional barriers (role, time, and remuneration). 

Perceived competency was measured using items 17d,e,f and k of the Nurses 

Tobacco Control Survey (Appendix A). Tobacco education in the nursing curribulum was 

operationalized with items 12 and 13 of the Nurses Tobacco Control Survey (Appendix 

A). Use of clinical practice guideline was operationalized with questions 27, 28, and 29 

of the Nurses Tobacco Control Survey (Appendix A). Type of nursing education was 

operationalized with item 2 of the Nurses Tobacco Control Survey (Appendix A). 

Tobacco policy participation was operationalized using items 23 and 24 of the Nurses 

Tobacco Control Survey (Appendix A). Delivery of other preventive interventi.ons was 

measured with item 11 of the Nurses Tobacco Control Survey (Appendix B). Peer 

barriers were measured with 17 b and h of the Nurses Tobacco Control Survey
1 

(Appendix 

B). Patient barriers were measured with 17 g, I, andj of the Nurses Tobacco Control 

Survey (Appendix B). Institution factors were measured with item~ 17a, c, and 1 of the 

Nurses Tobacco Control Survey (Appendix B). 
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Significance to Nursing 

There are enormous demands and challenges within the nursing profession as a 

result of the constantly changing health care delivery systems; shifting population 

demographics; increased incidence of avoidable conditions and chronic diseases such as 

smoking; and scientific advances (AACN, 2001, 2000; Nursing Practice and Education 

Consortium [N-PEC], 2001; U.S. DHHS, 2000b). The accelerated changes in the health 

care system have created a demand for nursing clinicians who can function with more 

independence and ability to participate as full partners in health care delivery and shaping 

health policy (AACN, 2001). The Nursing Education's Agenda for the 21st Ce~tury calls 

I 

for "a greater orientation to community-based primary health care, and an emphasis on 
I 

health promotion, maintenance, and cost-effective coordinated care that respon,ds to the 

needs of culturally diverse groups and underserved and other populations in all settings" 

(p.1). 

Disease prevention has been identified as the cornerstone in the redesign of the 

current health care system (AACN, 2001). An emphasis on disease prevention ·across the 

health care continuum is necessary for the reduction of chronic diseases such as tobacco 
I 

dependence (AHRQ, 2001; U.S. DHHS, 2000b). Clinicians now have evidenced-based 

guidelines such as AHRQ 's Put Prevention Into Practice program and Treating Tobacco 

I 

Use and Dependence: A Clinical Practice Guideline, published by the U.S. Public Health 

Service, which will enable them to make an enormous contribution to the health of 

society (AHRQ, 2001; U.S. DHHS, 2000b; N-PEC, 2001). Nurses, representing the 
• I 

i 

largest body of health care providers in the nation, practice in diverse enviro~ents 
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(AACN, 1999). This diversity places them in a strategic position to drastically reduce the 

burden of disease caused by tobacco use (National Cancer Institute [NCI], 2001; Risser, 

1996). It is essential that nurses, as members of the health care delivery system, are 

competent in meeting the health-related challenges posed by tobacco use. This research 

focuses on recently licensed registered nurses' engagement in tobacco control 

I 

interventions in clinical practice and the degree to which they perceive their educational 

program prepared them to engage in tobacco control as a means t~ promote health and 

decrease tobacco-associated morbidity and mortality. 

Review of Related Literature 

Empirical Studies 

The review of literature for this study begins with a brief synthesis of studies 

providing the scientific basis for tobacco addiction and consequent health effects. Types 

of prevention interventions, disease prevention counseling approaches, tobacco cessation 

strategies, evidence-based guidelines for tobacco control, frequency of assessment by 
I 

providers, effectiveness of tobacco control interventions, and interventions to increase 

preventive care are then reviewed. The review then focuses on empirical studies· that have 
I 

examined predisposing factors, enabling factors, barriers, professional educati0n related 

I 

to tobacco control, and professional organization support for tobacco prevention in 

practice. 
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Overview of the Scientific Basis for Tobacco Addiction, Health Risks, and Prevalence 
I 

Rates Among Population Aggregates 

Tobacco dependence is a very difficult disease to treat ·due to the highly addictive 

qualities of nicotine (U.S. DHHS, 2000; Stratton, Shetty, Wallace, & Bondurant, 2001). 

Tobacco use is a complex phenomenon and a wide variety of biological, psychological~ 

and sociocultural factors contribute to the onset and maintenance of smoking (Stratton et 

al., 2001). Tobacco is the number one cause of preventable death, disease, and disability 

in this country (Fiore et al., 2000; U.S. DHHS, 2000). It is a major risk factor for 

cardiovascular disease, lung cancer, and respiratory diseases, all leading causes of 

I 

morbidity and mortality (Stratton et al., 2001; U.S. DHHS, 2000). Cigarette smoking is 

now considered a chronic disease, being the first behavior rather than disease to be 

recently added to the reportable condition disease registry (U.S. DHHS, 2000). 

The impact of cigarette smoking on cardiovascular disease has been well 

established (Stratton et al., 2001). It is estimated that 150,000 (20%) cardiovas'cular 

deaths each year are attributable to cigarette smoking, and of these, about 30,000 are 

attributable to secondhand smoke exposure (McGinnis & Foege, 1999). 

Cancer is the second leading cause of death in the U.S., accounting for~ of every 4 

deaths (U.S. DHHS, 2000b). Tobacco smoke is a well-established carcinogen, !with an 

estimated 100 carcinogens and mutagens having been identified (Stratton et al:, 2001 ). It 

is estimated that at least 30% of all cancers can be attributed to smoking (ACS~ 2001). 

Smoking is responsible for 87% of all lung cancers as well as being associated with 
I 
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cancers of the mouth, pharynx, larynx, esophagus, pancreas, uterine/cervix, kidney, and 

bladder (ACS, 2001). 

Respiratory diseases including chronic obstructive pulmonary disease (COPD), 

asthma, and respiratory infections are the three nonneoplastic respiratory dise~ses linked 

to cigarette smoking (CDC, 2001a; Dressler, 1998; Stratton et al., 2001). Children and 

adults exposed to secondhand smoke also have higher rates of asthma, ear infections, and 

respiratory conditions than those who are non-exposed (Aligne & Stoddard, 1997; U.S. 

DHHS, 2000b). It is estimated that 15 million (22%) children in the U.S. are regularly 

exposed to secondhand smoke (US.D}.IHS, 2000b ). 

Smoking among women of reproductive age is a major risk factor for adverse 

outcomes on pregnancy and fetal health, including,low birthweight, premature: birth, 

perinatal morbidity, increased risk of sudden infant death syndrome (SIDS), stillbirths 

and child health and development (Matthews, 2001 ). 

The overall rate of adult smoking for the year 2000 was 23.3% (CDC, MMWR, 

2002). American Indians and Alaska Natives have the highest rates of smoking among 
. I 

adult populations (3.5%), followed by whites and African-Americans (each 25%), 
I 

• I 

Hispanic or Latin (19%), and Asian or Pacific Islanders (13%) (ACS, 2001; u:s. DHHS, 
, I 

I 

2001). Rates for adults have remained virtually unchanged during the 1990s (CDC, 1998, 

2001a). 

The prevalence of smoking differs among urban and rural populations of the 

country (Eberhardt et al., 2001). Nationally, adults, children, and adolescents living in the 

· most rural counties are more likely to smoke than those living in central and ftinge 
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counties of large metropolitan are~s (Eberhardt et al., 2001). The largest increases 

occurred regionally during the 1990s in women in the Northeast and for both women and 

men in the South (Eberhardt et al., 2001). 

The difference in smoking rates between men and women is small, 26% and 22%, 

respectively; however, men's smoking rates have declined much more dramatically than 

women's smoking rates (ACS, 2001). Women tend to be more addicted to nicotine than 

men and less likely to quit smoking than men (Bell & Tingen, 2001; CDC, 2001 a). 

Women who have only 9-11 years of education (32.0o/o) have smoking prevalence rates 

nearly three times higher than among women with 16 or more years of educat~on (11.2%) 

(CDC, 2001a). 
I 

The interaction of multiple factors including socioeconomic status, cultural 

characteristics, acculturation, stress, biological elements, targeted advertising, price of 

tobacco products, and community competency determines patterns of tobacco use among 

minority groups (National Alliance for Hispanic Health, 2000; U.S. DHHS, 2000). 

African-Americans, even though they are less likely to have ever smoked than whites, 

tend to start smoking at a later age, are more likely to attempt to quit smoking,! but are 

less likely to succeed in quitting smoking (Caraballo, 1998; Pe'rez-Stable Hel'liera, Jacob, 

& Benowitz, 1998; U.S. DHHS, 2000b ). 

In Georgia, the rates of smoking approximate the national levels; both short-term 

cessation rates and long-term cessation rates are low for Georgians (CDC, 2002; NCI, 

2001 ). Georgia has lower socioeconomic and educational levels than the natio1,1allevels, 

and both factors are associated with high cigarette smoking prevalence (Georgia 



Behavioral Risk Factor Surveillance System [BRFSS], 2000; U.S. Center for Health 

Statistics, 2000). 

Types of Prevention Interventions 
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Healthy People 2010 has identified tobacco use as a leading health indicator that 

is a national health priority to be addressed (U.S. DHHS, 2000a). Healthy People 2010 

tobacco use objectives are (a) preventing smoking initiation in population groups; (b) 

providing smoking cessation and treatment for adolescents, adults, and during pregnancy; 

(c) reducing exposure to secondhand smoke; and (d) social and enviroiunenta~ changes 

(U.S. DHHS, 2000a). 

Tobacco control interventions are categorized into primary p~evention dr secondary 

prevention (AHRQ, 2001; U.S. DHHS, 2000b). Primary prevention of smoking is aimed 

at prevention of smoking prior to its initiation (U.S. DHHS, 2000b). Preventing the next 

generation of smokers is the public health emphasis (U.S. DHHS, 2000b ). Past 

approaches to primary prevention focused on widespread dissemination of information on 

the health consequences of smoking, having little impact on actual smoking behavior 

(Winders et al., 1999). 

Secondary intervention strategies predominantly target adults and the environment 

where smoking occurs (Hopkins et al., 2001). The overall effectiveness of smoking 

· cessation interventions with clients having a long history of cigarette smoking, is low 

(Winders et al., 1999). Secondary prevention after a major cardiovascular event appears 



25 

to yield higher long-term cessation, thus providing a window of opportunity for 

interventions (Riccoti, McKook, & Shiffman, 1994 ). Pulmonary disease, stress, and 

depression have been found to be associated with less success rates (AHCPR; 1996; 

Fisher, Lichtenstein, & Haire -Josha 1993). Although most former smokers report having 

quit on their own, many have received some form of assistance during one of their 

attempts and relied on learned techniques in subsequent attempts (Hopkins et al., 2001 ). 

Disease Prevention Counseling Approaches 

The delivery of health information is the most predominant methodology that is 

utilized by nurses in disease prevention activities (Downie, Tannahill, & Tannahill, 

1996). Whitehead (200 1) conducted a criti~al analysis of selected literature on health 
i 

promotion and health education interventions by nurses with individuals at risk for 

disease. Evidence in the review suggests that nurses work within a traditional preventive 

framework of practice that limits health-related client interventions to the giving of health 

education advice (Whitehead, 2001 ). Evidence also indicates minimal overall 

effectiveness of such nursing interventions with at-risk clients. Nurses often have the 

expectation that the client will modify behavior based on lmowledge that such 
. ! 

modification will result in a positive health gain (Whitehead, 2001 ). Nurses tend to 

believe that failure to change health behaviors after the provision of health education 

interventions was the fault of the client, not the nurse (Whitehead, 2001 ). Nurses often 

have unrealistic expectations and fail to understand the complexities involved
1 

in behavior 

change (Whitehead, 2001 ). Nurses tend to view behavior change from an individualistic 
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framework, thus separating the individual from the social, physical, and economic 

environments in which they live (Whitehead, 2001). Interventions that enhance social 

support, decrease barriers, and increase self-efficacy are more likely to result in more 

positive health-related behavior changes (Whitehead, 2001 ). 

Levesque, Richard, and Potvin (2000) conducted a cross-sectional surv~y of health 

promotion practitioners in Canada to determine cognitive factors and personal 

characteristics that predict health promotion practitioners integration of ecological 

strategies (interpersonal, organizational, and policy change) into tobacco control 

programs for youth. Randomly selected nurses (n=524) employed by 158 regional public 

health organizations in 10 Canadian provinces comprised the sample. Eighty-bne percent 

(n=440) were women and the mean age was 39 years. The 75-item questionnaire assessed 

cognitive factors and personal characteristics, and interventions related to the integration 

of the ecological approach. Examples of the scales utilized were provided and Cronbach 

alpha coefficients were reported for each subscale, ranging from . 51 to . 8 5. Results 
I 

indicated that the majority-ofhealth practitioners knew about the ecological approach and 

were supportive of its application in practice. The majority (91 %) made attempts to target 

the interpersonal environment in their health promotion attempts; however, most 

respondents had been educated to focus on the individual as the target of health 

promotion interventions. Fifteen percent reported no attempt to integrate organizational 

changes and 23% reported no attempt to integrate political change. Four predictors 

consisting of perceived competency, training discipline, years doing health promotion, 

and gender were associated with practitioner attempts to target the interpersonal 
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environment. Practitioners with higher levels of perceived competency, more years 

involved in health promotion, and females were significantly more likely to target the 

interpersonal environment (p<.001). Perceived competency, perceived effectiveness, and 

normative beliefs were predictive of practitioners' attempts to target the organizational 

environment and policy changes (Levesque et al., 2000). Limitations of this study were 

its focus on practitioners involved with youth, the geographic location (Canada), a cross-

. sectional design with self-report, and limited generalizability. 

Tobacco Cessation Strategies 

Contemporary tobacco use interventions include minimal interventions,, behavioral 

change based on theoretical models, pharmacotherapy, and multi -Gomponent : 

interventions (Winders et al., 1999). While each approach has been shown to ,be 

efficacious, the effectiveness rates of each type of intervention (Bell & Tingen, 2001; 

CDC, 1999; Fiore et al., 2000). 

Minimal interventions. Minimal interventions, also referred to as brief clinical 

interventions, involve assessing clients to identify tobacco use and the provision of 

simple advice about consequent health risks (AHRQ, 2001; Fiore et al., 2000). The 

incorporation of assessment and documentation of smoking status as a fifth vital sign into 

everyday practice is considered the most important task of nurses and cliniciahs (AHRQ, 

2001; Sarna, 1999). Assessment and advice to quit are considered minimal standards for 

all clinicians to follow (AHRQ, 2001; Fiore et al., 2000; U.S. DHHS, 2000b). Evidence 

supports that simple advice from doctors and nurses during routine care increases quit 
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rates of smokers (OR 1.69, 95o/o CI, 1.45 to 1.98) as reported by the Cochrane Tobacco 

Addiction Review group of 31 randomized controlled trials (with at least six months 

follow-up) of over 26,000 smokers in primary care, hospitals, outpatient clinics, and 

industrial clinics. 

Behavioral strategies. Behavioral interventions involve individual or group · 

counseling as strategies to assist the smoker in quitting (Fiore et al., 2000). Provision of 

problem solving and skills training as well as social support are behavioral strategies 

recommended for all smokers (Fiore et al., 2000). A meta-analysis of 300 studies found 

that behavioral interventions are more advantageous than self-help interventions (Fiore et 

al., 2000). Lancaster et al. (2000) found evidence in the Cochrane review of nine studies 

that brief individual counseling was more effective than brief advice or usual 'care in 

smoking cessation rates (OR 1.55; 95o/o CI, 1.27 to 1.90). 

Intensive behavioral interventions with empirical support for smoking cessation 

include multi component coping skills training (also referred to as coping strategies or 

skills therapy, problem-focused treatment, relapse-prevention training, and cognitive-

behavioral therapy); rapid smoking, scheduled reduced smoking, and depression-focused 

coping. Multicomponent coping skills training include social support, didactip 

information about nicotine dependence, withdrawal symptoms, situations that are risks 

for relapse, and training in the use of cognitive and behavioral responses to c6pe with 
, I 

urges to smoke that reduce the risk of relapse (Fiore et al., 2000). One behavioral strategy 

that has been supported by research for motivating smokers to stop smoking i,s the 



Transtheoretical Model developed by Prochaska & DiClemente in their research with 

smokers (Fiore et al., 2000; Prochaska & DiClemente, 1983; Prochaska, 
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DiClemente, Velicer, & Rocci, 1993). The transtheoretical model postulates that 

beh'!-vioral change unfolds through a series of changes (Prochaska & DiClemente, 1983). 

Depression-focused counseling is one of the newest intensive behavioral 

interventions that target smokers with a history of major depressive disorders (Brandon, 

2001; Fiore et al., 2001). There is an association between tobacco smoking and 

vulnerability·to negative moods including major depression (Brandon, 2001). Individuals 

with depression have extreme difficulty in successfully quitting smoking; therefore 

treatment of depression appears to benefit smoking cessation (Brandon, 2001; Fiore et al., 

2000; Stratton et al., 2001). 

Pharmacotherapy. Pharmacologic treatments that are utilized for smoking 

cessation include nicotine replacement therapies (NRTs) and non-nicotine pharmacologic 

treatment (Fiore et al., 2000). NRTs are used during the withdrawal symptoms from 

tobacco use (Fiore et al., 2000). Nicotine patches, gum, inhalers, and nasal spray are 

absorbed transdermally or through the mucous membrane; each type releasing nicotine in 

various concentrations over a period of tim~ (Fiore et al., 2000). 

Non-nicotine pharmacologic treatment also is available for smoking cessation 

intervention (Andrews & Tingen, 1999; Fiore et al., 2000; Stratton et al., 200J ). An 

antidepressant, bupropion, has been approved for smoking cessation and is presently 

listed as a first-line pharmacotherapy (Andrews & Tingen, 1999; Hopkins et al., 2001). 



30 

Combination therapies. Meta, analysis of studies provided evidence supporting the 

use of combination strategies in smoking cessation efforts including minimal, behavioral, 

and pharmacologic approaches to smoking cessation as the best method for · 

treating tobacco dependence (AHRQ, 2001). Scientific findings conclude that the 

essential components for effective tobacco-use interventions are (a) assessment and 

documentation of tobacco status; (b) provision of skills training and problem solving; (c) 

provision of social support; and (d) nicotine replacement therapy (Fiore et al., 2000). 

Evidence-based Guidelines 

There is an increasing body of evidence-based guidelines available to clinicians 

that identify and document the effectiveness of interventions to reduce tobac~o use and 

exposure to secondhand smoke. These include: (a) Guide to Community Preventive 

Services: Interventions to Reduce Tobacco Use and ETS Exposure (CDC, 2000a); (b) 

Treating Tobacco Use and Dependence: Clinical Practice Guideline [CPG] (Fiore et al., 

2000); (c) Best Practices for Comprehensive Tobacco Control Programs (CDC, 1999); 

(d) Reducing Tobacco Use: A Report of the Surgeon (U.S. DHHS, 2000b) and (e) Taking 

Action to Reduce Tobacco Use (U.S. DHHS, 2000b). These evidence reviews and 

guidelines assist health care providers in planning and implementing smoking prevention 

and cessation at the individual, system, and community levels based on extensive 

research evidence (Hopkins et al., 2001). All of the documents indicate a general 

agreement on effective and ineffective clinical interventions (Hopkins et al., 2001). 
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The CPG is an updated version of the 1996 Smoking Cessation Clinical Practice 

Guideline that was sponsored by the Agency for Health Care Policy and Research (now 

the Agency for Healthcare Research and Quality [AHRQ] (Fiore et al., 2000). The CPG 

is the most recent and complete assessment of interventions to treat tobacco use and 

dependence (Fiore et al., 2000). This guideline contains strategies and recommendations 

designed to assist clinicians, health care administrators, insurers, and purchasers in 

delivering and supporting effective treatments for tobacco use and dependence (Fiore et 

al., 2000). The CPG is based on a meta-analysis of clinical trials published between 1975 

and 1999 (Fiore et al., 2000). Key recommendations of the updated guideline are: 

1. Tobacco dependence is a chronic condition that often requires repeated 

interventions. However, effective treatments exist that can produce long-term 

or even permanent abstinence. 

2. Because effective tobacco dependence treatments are available, every patient 

who· uses tobacco should be offered at least one of these treatments: (a) 

patients willing to try to quit tobacco use should be provided treatments 

identified as effective in this guideline; (b) patients unwilling to try to quit 

tobacco use should be provided with a brief intervention designed to increase 

their motivation to quit. 

3. It is essential that clinicians and health care delivery systems institutionalize 

the consistent identification documentation, and treatment of every tobacco 

user seen in a health care setting. 



4. Brief tobacco dependence treatment is effective, and every patient who uses 

tobacco should be offered at least brief treatment. 
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5. There is a strong dose-response relation between the intensity of tobacco 

dependence counseling and its effectiveness. Treatments involving person-to

person contact are consistently effective, and their effectiveness increases with 

treatment intensity. 

6. Three types of counseling and behavioral therapies were found to be 

especially effective and should be used with all patients attempting tobacco 

cessation: (a) provision of practical counseling problem-solving/skills 

training; (b) provision of social, support as part of treatment; and (c) help in 

securing social support outside of treatment. 

7. Numerous effective pharmacotherapies for smoking cessation now exist. 

Except in the presence of contraindications, these should be used with all 

patients attempting to quit smoking: (a) five first-line pharmacotherapies were 

identified that reliably increase long-term smoking abstinence rates 

(Bupropion SR, nicotine gum, nicotine inhaler, nicotine nasal spray, and 

nicotine patch); (b) two second-line pharmacotherapies were identified as 

efficacious and may be considered by clinicians if first-line 

pharmacotherapies are not effective ( Clonidine,. Nortriptyline); (c) over 

the counter nicotine patches are effective relative to placebo, and their use 

should be encouraged. 
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8. Tobacco dependence treatments are both clinically effective and cost-effective 

relative to other medical and disease prevention interventions. A systematic 

framework for assessment and intervention with clients who smoke, utilizing 

the Five A's, is consistent with a variety of published strategies (Fiore et al., 

2000; U.S. DHHS, 2000b). The Five A's (formerly Four A's) for tobacco 

intervention include (a) asking about tobacco use; (b) advising to quit; c) 

assessing willingness to quit; (d) assisting in quit attempts; and (e) arranging 

follow-up (Fiore et al., 2000). 

Frequency of Assessment by Providers 

It is estimated that 70% of the estimated 57 million current smokers 1n the U.S. 

today have made at least one prior quit. attempt and approximately 41% attetPpt to quit 

each year; however, overall success rate is only 7% (CDC, MMWR, 2002). Most smokers 

make several quit attempts before they are successful in cessation (Fiore et al., 2000). 

Success in reduCing preventable morbidity and mortality from smoking depends on 

access to high quality clinical preventive services and educated providers of those 

services (CDC, MMWR, 2000; Fiore et al., 2000). Smoking prevention and cessation 

prevalence on a wide variety of diseases; however, integrating prevention into daily 

practice remains a challenge for practitioners (Frame & Werth, 1993; Sarna,; 1999; CDC, 

I 

MMWR 2002; U.S. DHHS, 2000). All clinicians (physicians, nurses, dentists, 

pharmacists, respiratory therapists, etc) have the responsibility of identifyinR smokers and 

helping them to quit, regardless of the setting or circumstances for health care (Wewers, 

1999). 
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Nurses have been found to have low rates of tobacco control interventions (Sarna et 

al., 2001). Four-thousand randomly selected nurse members of the Oncology Nursing 

Society [ONS] were surveyed on their clinical encounters with patients and practice 

patterns in assessment and intervention of tobacco use. Th~ majority (98%) was female, 

the mean age was 44 years, and the average number of years being a nurse was 13. Of the 

1508 participants in the study, 64% regularly (daily or weekly) assessed and documented 

smoking status; 38% assessed readiness to quit, 32% provided cessation advice, 24% 

recommended nicotine replacement, and 16% taught skills to prevent relapse as measured 

by an investigator-developed self-report. Expert review, focus groups, test-retest, and 

~ronbach's alpha coefficients were ~easures taken to evaluate instrument reliability. 

Reliability estimates were (a) barriers, alpha= 0.82; and (b) tobacco cessation 

interventions, alpha=0.92. A strength of this study is its large sample size and its focus on 

specific interventions, and reliability of instruments. Limitations include self-report 

measurement, possible response bias, and limited generalizability to other aggregates of 

nurses. 

Physicians also have low rates of tobacco use assessment and intervention (Klein, 

Levine, & Allan , 2001 ). A cross-sectional, self-report survey of 661 randomly selected 

pediatrician and family physician members of the American Medical Associfttion from 

three metropolitan areas in New York was conducted to describe the delivery of smoking 

prevention, cessation screening, and counseling practices with adolescents. Additionally, 

the study examined the effects of physician specialty, gender, practice characteristics, and 

familiarity with preventive care guidelines. Of the 371 respondents, 52% were 
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pediatricians and 48% family physicians. The majority (68%) of participants were male. 

Most (91 %) asked about smoking status, 41% asked about peer smoking use; and 32% 

asked about smokeless tobacco use. Respondents had high rates of assessment of 

smokers' motivation to quit (81 %), but less often helped set quit dates (34%) or 

scheduled follow-up visits (28o/o). Although the instrument was described, there were no' 

reports of reliability or validity. Family physicians who provided smoking cessation 

interactions were significantly more effective than pediatricians (mean score of 61 

compared with 53). Female physicians spent significantly more time with their adolescent 

patients. Multivariate modeling found specialty, familiarity with preventive care 

guidelines, tiTI?-e spent, and confidentiality factors were associated with smoking 

counseling interventions (Klein et al., 2001). Selection bias, lack of reported instrument 

validity and reliability, self-report, and setting context are limitations of this study. 

A descriptive study was conducted to assess tobacco counseling practices among 

first, second, and third-year family practice residents (n=110) representing four residency 

programs and clinics in Texas that received funding to implement the Put Prevention into 

Practice (P PIP) office system program (Gottlieb, Guo, Blozis, & Huang, 2001 ). 

Respondents were surveyed with a questionnaire to determine residents: (a) assessment 

of tobacco use; (b) smoking counseling, counseling duration, perceived effectiveness for 

patient behavior change, and barriers; (d) use of office systems; and (e) use of 

educational resources for the provision of preventive services. Cronbach' s alpha 

estimates were: (a) tobacco use assessment scale (0.78); (b) perceived effectiveness 

(0.84); use of office systems (0.75); and use of educational resources (.0.71)~ For : 
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assessment of tobacco use, findings from the self-report indicated 59% assessed tobacco 

use. Eighty-one percent of residents usually or always advised their patients to quit 

smoking, with the average duration of smoking cessation counseling 3-5 minutes; 21% 

usually or always advised patients to set a specific quit date; 17% provided self-help 

materials; 24% followed-up by telephone after the quit date; 45o/o had referred a patient to 

a smoking-cessation program; and 50% rarely or never prescribed nicotine replacement 

(Gottlieb et al., 2001). The majority believed their smoking cessation interventions were 

somewhat (60.6o/o) or quite (14.7o/o) effective, 23.9% believed cessation efforts were 

minimally effective, and less than 1% considered interventions as extremely effective 

(Gottlieb et al., 2001). The study by Gottlieb et al. (2001) found barriers to provision of 

smoking interventions reported most frequently included time (62%) and lack of patient 

interest in prevention (58%), lack of availability of health educators (34%); and lack of 

systematic method of tracking and promoting preventive care (34%). Office systems 

utilized most frequently included flowcharts (24o/o ); nursing or office staff to track care 

(15%); and reminder notices or stickers (14o/o). For patient education, 80% routinely used 

printed educational material, 75% used nurses or other staff to provide counseling, and 

less than 50o/o utilized health risk appraisal instruments (Gottlieb et al., 2001). Experience 

was associated with more counseling, and perceived effectiveness of interventions was 

associated with the number-of counseling behaviors in first-year residents. This study 

provided an excellent description of the study design and measurements. Limitations of 

this study were selection-bias, data collection sites, a cross-sectional design with self

report, and small sample size. 



Ossip-Klein, Mcintosh, Utman Burton, Spada, and Guido (2000) surveyed 1454 

smokers over the age of 50 years to determine receipt of and reactions to physician 
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advice to quit smoking. Over half of the participants welcomed physicians' advice to quit 

and felt that the advice influenced their quitting 'decision. Furthermore, one-third reported 

more confidence in quitting as a result of the counseling. (Ossip-Klein et al., 2000). 

Results also indicated that physicians were more likely to counsel patients with poorer 

health status as opposed to interventions with healthier patients (Ossip-Klein et al., 2000). 

Effectiveness of Tobacco Control Interventions by Nurse Clinicians 

Research supports the effectiveness of nurse interventionists in short and long

term smoking cessation success in acute and primary settings (Andrews & Tingen, 1999; 

Gebauer, Kwo, Haynes, & Wewers, 1998; Griebel, Wewers, & Baker, 1998; Hollis, 

Lichtenstein, Stevens, Vogt, & Biglan, 1993; Sarna, et al., 2000). Smoking cessation rates 

of smokers who had nurse-assisted smoking cessation counseling had double the success 

rate when compared with smokers who received physician advice alone (Hollis et al., 

1993). Both individual and group smoking cessation counseling that included social 

support and skill/problem solving skills were found to be effective (Hollis et al., 1993). 

Nurse-managed secondary prevention interventions for smoking cessation was 

shown to be a successful strategy for pregnant women who were ~makers (Gebauer et al., 

1.998). The study evaluated the effectiveness of a nurse managed smoking cessation 

intervention on smoking cessation rates among pregnant women who received care in a 

teaching hospital prenatal clinic. Utilizing a prospective control group design, smoking 

rates were measured 6-12 weeks post-intervention for the intervention group and ·6-12 
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weeks after the first clinic visit for the control group on a total of 178 women enrolled in 

the study. The intervention group received 15-minutes of individualized counseling 

consisting of asking about smoking status, advi~ing to quit, assisting those who agreed to 

attempt quitting, and arranging for follow-up by an advanced practice nurse. This same 

nurse provided a telephone contact 7-10 days post-intervention. Outcome measurements 

consisting of self-report of smoking status, and saliva cotinine, found the intervention 

group had a self-reported abstinence rate of 19% compared with 0% in the control group. 

The saliva cotinine-validated rate indicated an abstinence rate for the intervention group 

was 16% compared to 0% in the control group. The intervention was more effective in 

African-Americans than white participants. A strength of this study was the experimental 

design with the utilization of a control group and utilizing dual measurements of self

report with biochemical validation for measuring the outcome. The study was small and 

generalizaple only to the population studied. 

Nurse-managed smoking cessation interventions for patients hospitalized with 

acute illnesses have been also supported by research (Taylor et al., 1990). In this non

experimental comparative study design of adult patients who had had an acute 

myocardial infarction, 61% who received nurse-managed smoking cessation 

interventions prior to discharge and telephone follow-up for three months post

hospitalization reported abstinence from smoking, compared with 32% of the comparison 

group who did not receive any smoking cessation (Taylor et al., 1990). 

Another study found tobacco control interventions with hospitalized patients 

(n=1942) with a variety of diagnoses to be effective (Houston-Miller, Smith, Dequsk, 
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Sobel, & Taylor, 1997). Participants in this nonexperimental comparative study design 

were assigned to one of three groups: intensive, minimal, or usual advice. Smoking status 

was assessed after 12 months. Those who received intensive interventions had the highest 

abstinence (27o/o), followed by,minimal (22%) and usual care (20%). 

Minimal smoking cessation interventions were not found to be effective in a study 

of hospitalized patients with cancer (Griebel et al., 1998). The study utilized a 

prospective, two group, randomized clinical trial design to determine the effectiveness of 

a nurse-managed minimal smoking cessation intervention with cancer patients 

hospitalized for a surgical procedure in an urban, academic, tertiary setting. The 28 adult 

males and females were randomly assigned to a minimal smoking-cessation intervention 

group or a usual care group. The intervention consisted of a one-time, 20-minute 

counseling session by an advanced practice nurse and five weekly telephone contacts. 

Findings indicated that upon hospital admission, 64% of the intervention group and 71% 

ofthe usual care group reported intention to quit smoking; however, at six weeks 

postintervention, only 21% of the intervention group and 14% of the u.sual care group 

reported smoking abstinence, as measured by self-report and saliva cotinine levels. More 

than 90o/o of the intervention group who resumed smoking did so during the first week 

after hospital discharge. An additional finding of this study was that a retrospective chart 

review found no documentation of a smoking-cessation intervention by any member of 

the hospital staff (Griebel et al., 1998). The use of reliable biochemical measurements 

and a control group design are strengths of this study. The major weaknesses of this study 

are the small sample size and setting, both of which affect external validity. 
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A meta analysis of seven studies was conducted examining the effects of smoking 

cessation interventions in hospitalized patients' with cardiovascular diagnosis. Data were 

pooled and expressed as the Peto odds ratio (PQR) (intervention/control) for achieving 

abstinence from smoking together with a 95% confidence interval. Results suggested that 

interventions delivered to patients with a cardiovascular diagnosis during the 

hospitalization with follow-up support after discharge increased quitting (POR 1. 75) 

(Munafo, Rigotti, Lancaster, Stead, & Murphy,'2001). 

Another study examined smoking cessation interventions integrated into routine 

care of hospitalized patients with cardiac problems (Hajek, Taylor, & Mills, 2002). A 

randomized controlled clinical trial design with'usual care compared with intervention 

delivered by cardiac rehabilitation nurses in 17 ~ospitals in England was utilized. There 

were 540 smokers admitted with myocardial infarction or for cardiac bypass surgery who 

expressed interest in smoking cessation (Hajek ~tal., 2002). Convenience sampling was 

utilized after which subjects were randomly assigned to the intervention group (n=159) or 

control group (n=151). The control group was provided briefverbal advice and standard 

booklet (usual care). The intervention group received 23-30 minutes smoking cessation 

intervention including carbon monoxide reading, special booklet, quiz, contact with other 

people quitting, declaration of commitment of give up, and sticker in patient notes. 

Analysis indicated significant differences in the implementation of interventions at each 

study site, with full implementation not always carried out due to time and demand 

barriers. Continuous abstinence measured by self-report and biochemical measurements 

found 59% of the control and 60% of the intervention group in the final sample of 526 



remained abstinent 6 weeks post-intervention ~nd 41% of the control and 37% of the 

intervention group in the final sample size of 505 remained abstinent 12-months post

intervention. The significant strength of this study is its longitudinal measurement of 

outcomes and the use of reliable measurement·of abstinence. The major weaknesses of 

this study were attrition and lack of intervention control, which affected internal and 

external validity. 
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Andrews, Tingen, and Harper (1999) demonstrated the effectiveness of an 

intensive nurse practitioner-managed smoking cessation clinic located within a 900-bed 

teaching hospital in a southeast primary care setting. Participants were self-referred and 

referred by primary care clinicians. I~tensive smoking prevention interventions during 

four sessions, using a multi-faceted approach that combined group and individual 

counseling, NRTs, and non-nicotine therapies over several weeks (Andrews et al., 1999). 

Of the 500 referrals, 71% attended at least two smoking cessation counseling sessions. 

Smoking cessation rates were 41 o/o and 36o/o at six and twelve month post-intervention, 

respectively (Andrews et al., 1999). A strength of this study was its longitudinal 

measurement of abstinence over a full year. W ealmesses of this study were selection bias 

and limited validity by self-report. 

A pilot intervention study examined the effectiveness of an 8-week, nurse

managed, peer-led smoking cessation intervention among HIV -positive smokers 

(Wewers, Neidig, & Kihm, 2000). The intervention group received the nicotine patch for 

6 weeks, weekly face-to-face or telephone counseling, and skills training including 
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substitute strategies. The intervention was based on the AHRQ Smoking Cessation 

Clinical Practice Guideline. The control group received written self-help materials. 

Abstinence rates, biochemically confirmed, were higher (62.5%) in the intervention 

group (n=8) than the control group (0%) at the end of treatment and at 8-months post-

intervention (50% intervention group; 0% control). The weaknesses of this study 

included a small sample size and lack of randomization, which affected both the internal 

and external validity of the findings. 

A nurse-managed smoking cessation intervention based on the AHRQ Smoking 

Cessation Clinical Practice Guideline also was found to be effective in a quasi-

experimental study of patients hospitalized with lung cancer which had been surgically 

managed in an urban, midwest, academic, tertiary care center (Browning, Ahijevych, 

Ross, & Wewers, 2000). The intervention group (n=14) received a nurse-delivered, 

smoking cessation intervention that included preoperative clinic consultation, post-op 

consultation, and phone follow-up for six months post-surgery. The control group (n=ll) 

received usual care provided at the institution. Seventy-one percent of the interv.ention 

group and 55% of the usual care group were abstinent 6-months post-survey, as ~ssessed 

by with self-report and biochemical verification. The sample size was small and :limited 
l 

to a specific population, thus affecting external validity. 

Culturally appropriate interventions have been shown to increase smoking· 

cessation (Lillington, Royce, & Novak, 1995). Culturally appropriate nursing 

interventions to pregnant minority women were delivered in this quasi-experimental 
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study. Findings indicated that individual cessation counseling provided by bilingual 

counselors that included risk information, self-help behavior change guide, follow-up 

reinforcement, postcards, and incentive contests resulted in 43% smoking cessation rates 

compared with 25% of comparison group participants. Six-week postpartum cessation 

rates were also higher in intervention group participants (25%) than the control group 

(12%) (Lillington et al., 1995). 

Interventions to Increase Preventive Care 

A quasi-experimental study was conducted to evaluate the effectiveness of a 

multifaceted intervention delivered by nurse facilitators· as a means of improving 

prevention in primary care practices (Lemelin, Hogg, & Baskerville, 2001). Forty-six 

health service organizations medical practices that had payment systems based:on 

capitation were recruited from 100 primary care sites, mostly urban, in Canada: The 

practices were randomly assigned into the intervention group (n=23) or non-intervention 

group (n=23). One to three master's degree nurse facilitators who had completed a 30-

week training program delivered the intervention, consisting of seven strategies 

recommended by the Canadian Task Force on Preventive Health Care designed to change 

practice patterns over an ·18-month period. One-hundred randomly selected chdrts per 

practice audited to measure documentation of 13 preventive practices found an : 

improvement of 11.5o/o (p<.OO 1) in the intervention group over the 18-month period for 

folic acid supplementation, influenza vaccination, hypertension treatment, blood glucose 

screening, and prostate-specific antigen screening. Smoking cessation counseling 

improved slightly, however not at a significant level. Additionally, telephone int,erviews 
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of a random sample of ~5 patients per 1 00 audited charts were conducted. Patients with a 

diagnosis with hypertension were asked if they had been prescribed medication, patients 

who smoked were asked whether they had been counseled to quit smoking, and female 

patients aged-19~36 years were asked whether they had been counseled to take folic acid. 

Higher rates of folic acid supplementation and smoking cessation counseling were 

indicated from the patient survey than chart audit, but a higher rate of hypertension 

treatment was found from the chart audit than survey. A strength of this study was its 

randomized controlled trial design. Self-selection and physicians' awareness of outcome 

measurements in interventions were weaknesses of the study. External validity was an 

issue due to the geographic context. 

An intervention study, using before and after comparisons of health center policy, 

clinician and adolescent self-report, and chart reviews was undertaken to determine 

whether implementation of comprehensive adolescent preventive services usin·g 

Guidelines for Adolescent Preventive Services (GAPS) in five community and migrant 

health centers (CMHC) would improve delivery of recommended preventive services to 

adolescents (Klein, Allan, Elster, Stevens, Cox, Hedberg, & Goodman, 2001 ). \[he study 

included 81 pre and post-intervention providers and 318 pre-intervention and 331 post

intervention adolescents receiving well child care. The intervention consisted of training 

teams consisting of three staff members, a GAPS coordinator, and the CMHC .ri;ledical 

and executive directors at a 3-day AMA sponsored seminar to implement GAPS. 

Participants also were provided resource materials, patient questionnaires, and Clinician 

manuals as part of the intervention. Outcome measurement was conducted one-year 
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post-intervention. Providers self-report indicated high levels of· (>90%) preventive 

service delivery (tobacco, alcohol, drugs, sex) pre and post-intervention. Increases in 

adolescents' report of having discussed prevention content with providers in 19 of 31 

content areas were found at post intervention including: (a) physical or sexual abuse 

(10% before to 22o/o after); (b) sexual orientation (13% to 27%); fighting (6% to 21%); 

peer relations (37% to 52%); suicide (7% to 22%); eating disorders (11% to 28%); 

weapons (5% to 22o/o); depression (16% to 34%); smokeless tobacco (10% to 29%); and 

immunizations (19% to 48%). Chart audits found.an increase in preventive screening 

forms from 29% to 76o/o (p<.OOl). Additionally, there was increased documentation of 

recommended screening and counseling in 51 of 79 content areas assessed. Strengths of 

this study include the use of multiple data sources longitudinally and did have vre and 

post-intervention measurements. This study utilized a convenience sampling technique, 

did not have a control group, did not follow a specific protocol for implementing GAPS, 

and the setting was limited to community migrant health centers, all of which present 

limitations to the study. 

Predisposing Factors for Tobacco Control Interventions 

· Studies have shown that nurses have higher smoking prevalence rates than other 

health professionals, which may adversely influence the emphasis placed on sni.oking. 

prevention and cessation (Sarna et al., 2001 ). A cross-sectional survey of 1508 members 

of the Oncology Nurses Society (response rate 37.7%) practicing in in-patient and out-



46 

patient settings found smoking prevalence rates of participants to be 7%. Thirty percent 

of respondents reported to be former smokers (Sarna et al., 2001). Findings indicated 

significant differences in the frequency of tobacco assessment and interventions based on 

smoking status. Although smoking prevalence among the participants was low, it was 

strongly associated with barriers to clinical prevention. Former smokers reported fewer 

barriers to intervention than those who had never smoked (OR, 0.63; 95% Cl;p=.003). 

Sampling bias could have occurred if smokers did not complete the survey and must be 

considered in the interpretation of these results. 

The adverse influence of smoking status on the provision of smoking cessation 

interventions was not supported in a study of registered nurses in Finland (n=882). This 

cross-sectional, self-report study of a randomly selected sample of registered nurses 

found that 11% of the respondents reported to be daily smokers and 6% reported irregular 

smoking. Thirty-one percent were former daily smokers. Current and former smokers 

were found to have better skills in giving advice and support than non-smoking 

colleagues (p<.05) (Pelkonen & Kankkunen, 2001). The context of the setting (Finland) 

limits the generalizability of the study ... 

A two-year longitudinal study on nursing students (n=71) was conducted to 

determine if exposure to nursing theory content and client interactions make any 

difference in the practice of healthy lifestyles compared to nonnursing students (n=83)) 

between their sophomore and senior years (Shriver & Scott-Styles, 2000). The setting 

was a mid-sized southeastern university. The purpose was to determine if healthy 

lifestyle practices helped prepare nurses to be effective advocates for health promotion 
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and disease prevention, as measured with a health habits inventory (Shriver & Scott-
·, 

Styles, 2000). Nursing students improved in their health habits significantly greater than 

non-nursing students; however, nursing students smoking rates increased from 7% to 

8.8% while nonnursing students smoking rates decreased from 15% to 10% (Shriver & 

Scott- Styles, 2000). A strength of this study was an ample sample size as determined 

with a power analysis, anonymous questionnaires, test-retest reliability of 0.81, and 

longitu_dinal design. Weaknesses included convenience sample and selection bias. 

Nurses' attitudes towards tobacco control, advocacy for nurses involvement in 

tobacco policy, and smoking behaviors were described in a cross-sectional study of 

nurses by Sarna et al. (2001). Four-thousand randomly selected members of the Oncology 

Nurses Society were surveyed with 1508 participants. Participants completed a written 

• I 

questionnaire that measured attitudes about tobacco control, sociodemographi~ variables, 

and the importance of nursing involvement in health care policy. Power analysis was 

utilized to calculate sample size needed (minimum 760; 95% CI, Power 0.80). 

Cronbach's alpha of the attitude scale was 0.79 and_healthcare policy was 0.91. 

Participants practiced -in both inpatient and outpatient s~ttings, were mostly female 

(98%), Caucasian (94%), and had a mean age of 44 years. Findings indicated the 

majority (85o/o) endorsed nursing involvement in tobacco control activities and,80% 

agreed tobacco control was very important compared to other cancer-prevention 

activities. More than 90% supported prevention of youth access to tobacco and~nurses 

providing information about tobacco's health effects. Seven percent were curreJ!t 
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smokers and 30% were former smokers. Ninety-five percent agreed that nurses should set 

an example by not smoking. Former smokers were significantly more likely to provide 

tobacco control interventions than current smokers. Smokers were significantly less 

likely to value nurses involvement in tobacco control, set an example by not smoking, 

actively encourage their patients to quit smoking, or need additional training and skills. 

Younger nurses were significantly less likely to provide tobacco cessation in their clinical 

practice settings. Higher levels of education were significantly associated with positive 

perceptions of the importance oftobacco control. Staff nurses valued tobacco control less 

than nurses in other positions. Personal experience with a serious tobacco-related illness 

in a family member or friend also was found to be associated with positive attitudes 

towards of tobacco-control activities. Respondents from the south and New England 

reported the greatest support (Sarna et al., 2000). This study was fully described and 

utilized measurements with acceptable reliability. Weaknesses of this study inplude 

possible response bias, cross-sectional self-report measurement, and issues of external 

validity. 

Enabling Factors and Barriers to Tobacco Control Interventions 

Empirical studies have suggested that a number of factors may serve as barriers or 

encourage providers to engage in tobacco control interventions. This section contains 

studies that have examined these factors. Smoking status, sometimes reported as a barrier 

was reported previously.· 
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Sarna et al. (2001) described barriers to nurses' tobacco control interventions in a 

subsample (n=858) of a cross-sectional survey of randomly selected participants 

(n=1508) members of the Oncology Nurses Society. Nurses were placed into a high 

barrier group (>5 barriers) or low barrier group (0-1 barriers). Lack of patient motivation 

was a primary barrier to both groups. Over 75% of those in the high barrier group 

reported lack of competence (knowledge, skills, and confidence) as barriers compared 

with 10% in the low barrier group. The high barrier group perceived that interventions 

would add to the stress levels of their patients, create patient guilt feelings, or would not 

make any difference in the patient's health status. Ninety-two percent reported needing 

additional training and did not use the AHRQ clinical practice guidelines. Respondents 

who reported the greatest number of barriers were more likely to be younger, ~urrently 

smoke, less likely to have an advanced degree, practice as a nurse practitioner, or work in 

an administrative PC?Sition. (Sarna et al., 2001 ). The self-report method of data collection 

is a weakness of this study and. select group (members of the Oncology Nurses Society) is 

a limitation of this study. Strengths include its sample size and acceptable reli~bility of 

instruments. 

An exploratory study of self-efficacy of third year nursing students (n=~ 1) and 

fourth year medical students (n=60) for client health promotion and counseling was 

examined using Bandura' s self-efficacy theoretical perspective (Laschinger & Tresolini, 

1999). The two groups were compared on their self-efficacy for engaging in clients health 

promotion activities in the areas of smoking, exercise, nutrition, sexually..,transmitted 

diseases, and injuries, using the Health Promotion Counseling Self-Efficacy Scale 
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(Laschinger & Tresolini, 1999). A researcher-developed questionnaire using a Likert

scale format measured the impact of curricular learning experiences on building health 

promotion counseling self-efficacy (Laschinger & Tresolini, 1999). Self-efficacy scores 

were high for both groups; however nursing students scored significantly higher on 

knowledge and ability to counsel patients in the areas of exercise, nutrition, and injury 

prevention (Laschinger & Tresolini, 1999). For both groups, confidence in knowledge for 

health promotion was higher than ability to counsel patients; learning specific health 

promotion strategies in class and actual practice were strongly associated with nursing 

students' self-efficacy while practice, feedback, and role modeling were strongest for 

medical students (Laschinger & Tresolini, 1999). This study had a small sample size, a 

major w~akness of the study . 

. Zapka, Fletcher, Pbet, Druker, OcKene, & Chen (1999) randomly surveyed 350" 

pediatricians in one state (not reported) to determine intervention practices related to 

smoking prevention and cessation for children, adolescents, and parents who smoke. The 

greatest counseling practice was counseling children/adolescents to not start smoking, 

followed by counseling adolescent smokers, and finally counseling parents who smoke. 

Pediatricians who were involved at the community level of tobacco control reported 

significantly higher levels of counseling with children, adolescents, and parents who 

smoke. Previous training in tobacco issues, belief in intervention· effectiveness, and 

higher levels of self-efficacy were predictive of interventions with all three gro~ps 

surveyed (Zapka et al., 1999). A limitation of this study is that little information is 

provided about the setting or sample characteristics. 
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An intervention strategy with prenatal 'clients that incorporated motivational 

interviewing into smoking cessation strategies was evaluated in three sites in a study by 

Valasquez et al. (2000) to increase smoking cessation competency (Massachusetts, 

southern California, and east Texas). Participants consisting of 56 public health nurses 

and 20 social worker case managers attended basic training workshops (training and 

supervised practice) on motivational interviewing and stages of change. Two-months' 

follow-up of participants indicated workshops were useful in preparing them to 

implement the intervention (Valasquez et al., 2000). Barriers to incorporating new 

techniques into practice identified were (a) mastery of new skills is a lengthy process that 

needs follow-up training and monitoring (i.e. time constraints); (b) not always perceiving 

smoking as a pressing health issue when working with populations who have multiple 

and competing health and social support needs (competing demands); and lack of 

reimbursement for the intervention. The report of this study did not provide data on the 

percentage of providers reporting these barriers. Several wealmesses of this study 

identified included limited reporting of sample·selection, use of self-report questionnaires 

to measure outcomes, and data analysis techniques not fully described. 

A cross-sectional descriptive study of a random sample of Finnish nurses 

(n=882) was conducted to describe how nurses' education, work experience, and 

smoking habits. related to their self-reported .competence in advising and supporting 

clients to cease smoking (Pelkonen&--Kankkunen, 200i). Findings indicated that nurses 

evaluated their skills highly; 67% reported discussing smoking ·habits with clients who 

had a smoking-related disease or who initiated a discussion about smoking. Respondents 



did not believe that advic~ and support, when used alone, are effective met~ods of 

intervention. Nurses had minimal knowledg~ of smoking substitutes. Lower education 

level, recent completion of nursing education program, and history of smoking were 

negatively related to nurses' competency to guide clients. This study was conducted out 

of country and may not be generalizable to nurses in this country. 
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Barriers to physician implementation of tobacco control interventions in a study by 

Gottlieb et al. (2001) were previously discussed. The barriers included time (62%), 

patient not interested (55o/o), lack ofavailable,·nurses to provide counseling (34%), and 

lack of a systematic way of tracking (Gottlieb et al., 2001). 

The evidence provided by several studies that the systematic process of delivery of 

preventive services increases the delivery in the clinical setting is substantial (AHRQ, 

2001). As a result, AHRQ (2001) is sponsoring a national program Put Prevention into 

Practice (PPIP). This program provides resources for clinicians, patients, and office 

systems to increase the delivery of preventive services in the primary care setting 

(AHRQ, 2001). Another reason for not providing preventive education is that until 

recently, few effective treatments existed for smoking cessation; for those that did exist, 

health care systems had not supported their consistent and universal delivery (U.S. 

DHHS, 2000a). 

Factors supporting the extent to which nurses' use evidence-based practice in the 

prevention of cardiovascular disease and stroke were examined in a study conducted by 

McDonnell, Davies, and Brown (2001). A random sample of2097 nurses in 11 health 
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authorities in England and Wales was selected with 1187 participants. Participants were 

surveyed to determine nurses practice activities in relation to, the identification and 

monitoring of four preventable risk factors (hypertension, elevated cholesterol levels, 

smoking, and lack 9f exercise). The majority provided interventions supported by 

research evidence. Only 66o/o recommended nicotine patches, 42% referred patients with 

hypertension according to guidelines, and only 4% followed the latest recommended 

guidelines for exercise prescription. Adequate preparation in health prorp.otion was found 

to be associated with research-based practice. Availability of protocols, ;an institutional 
• I 

factor, was associated with the use of evidence-based practice in relation to smoking, 

hypertension, and exercise (McDonnell et al., 2001). This study added to the dearth of 

knowledge about nurses' provision of prevention interventions based on research. 

Possible response bias, setting context, self-report measurement, and cross-~ectional 

survey design are weaknesses of the study. 

Training and support were found to increase tobacco prevention and cessation 

counseling of youth among orthodontists in an experimental study by Russos et al., 

(1999). Experimental group clinicians (n=63) received a L5 hour workshop, anti-tobacco 

materials, reimbursement for provision of anti-tobacco prescriptions, and quarterly 

monitoring; the control group (n=63) received no education, materials, or visits (Russos 

et al., 1999). Clinicians in the experimental group provided more preventive counseling 

(24% versus 3%, p= 0.05) and cessation counseling (65% versus 58%,,p=0.05) than the 

control group clinicians (Russos et al., 1999). 
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Professional Education 

Studies have found that health care professionals (physicians, dentists, and 

nurses) receive little tobacco-related content in the curricula of their educational program· 

(Crofton, Freour, & Tessier, 1994; Fried & Rubinstein-DeVore, 1990; Geller, Prout, Sun, 

Lew, Culbert, & Koh, 1999; Meakin & Loyd, 1996; Richmond, Debono, Larcos, & 

Kehoe, 1998; Sarna et al., 1999; Scott & Neighbor, 1985). Only 21% of practicing 

physicians report receiving adequate training to help their patients stop smoking (U.S. 

DHHS, 2000a). 

Beginning (N=153) and third year (N=36) medical students wen~ surveyed to 

determine their attitudes towards preventive care and perceived adequacy of coursework 

for preparing them to offer preventive care in medical practice (Scott &:Neighbor, 1985). 

Both groups ranked preventive services high in importance but had low perceptions of 

adequacy of medical education to prepare them for preventive care. Stu,dents had low 

confidence in the provision of smoking cessation, nutrition counseling/education, and 

weight reduction (Scott & Neighbor, 1985). 

Deficiencies in lmowiedge, attitudes, and skills in cancer preve~tion/detection 

were found in a· survey of 615 medical students in an urban medical school located in the 

northeastern U.S. (Geller et al., 1999). Participants (n=499) across all four years reported 

higher levels of lmowledge, attitudes, skills, practices, observation, an4 training 

related to breast and cervical cancers, compared with skin cancer exaciination or tobacco 

use prevention or cessation. Greater than half of third and fourth year students reported 
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inadequacy of cancer prevention and detection in the curriculum (Geller et al., 1999). 
I ' 

' ' 

Less than 15% felt prepared .to counsel patients to stop smoking. Only o~e-half of fourth 

year students rated thems~lves adequate in smoking cessation skills. The majority of 

participants were male and the median age was 27 years. The self-report measurement 

and setting context are limitations of this study. 

An international survey of 9326 medical students' knowledge, behavior, and 

attitudes about tobacco was conducted by Crofton, et al. (1994). Findings indicated a 

widespread lack of knowledge of the causal role of smoking in specific diseases, 

including coronary artery disease, peripheral vascular disease, emphysema, bladder 

cancer, and neonatal mortality (Crofton et al., 1994). Furthermore, there was widespread 

lack of knowledge and motivation regarding counseling patients to quit: smoking, 

particularly the physician's responsibility in prevention (Crofton et al., 1994). 

A more recent international study was conducted to determine the extent of 

teaching about tobacco related diseases and smoking cessation techniques in medical 

schools and to ascertain the problems of inclusion oftobacco into the medical curriculum 

(Richmond et al., 1998). Results of the cross-sectional survey design of 1353 medical 

schools in 143 countries revealed that 12% of medical schools did not cover the topic of 

tobacco; 58% integrated the topic during the teaching of other subjects:; 40% taught 

tobacco by systematically integrating teaching with other modules; 11% had specific 

modules on tobacco. Only one third. taught smoking cessation techniques (Richmond et 

al., 1998). 
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Dental schools. Fried and Rubinstein-DeVore (1990) surveyed all dental schools 

(n=49) and dental hygiene programs (n=169) in the U.S. to determine if tobacco-related 

curriculum content exists, and if so, to what extent. Variables addressed in the 

questionnaire included allocated hours, subject content, scope, department responsible, 

workplace smoking policy, importance and future curricular directions. The majority of 

the respondents institutions had some curricular content on tobacco use cessation and 

some anti-smoking policies, however, the depth and breadth of the curr~cular content was 

limited. Tobacco use cessation appeared to have no specific place in the curriculum. The 

majority of schools reported positive attitudes toward educating students about assuming 

tobacco use cessation counseling roles and learning about counseling techniques, 

however curriculum hours and scope did not reflect this; there were no :designated units 

or courses addressing either substance abuse or tobacco use cessation. Dental schools that 

were situated geographically in high smoking prevalence states permitted smoking in 

their buildings (Fried & Rubinstein-DeV6re, 1990). 

Tobacco education in nursing education programs. Sarna et al. (2001) found that 

less than 40% of 1508 participating oncology nurses surveyed reporte~ receiving 

information about tobacco cessation their nursing equcation program, regardless of level 

of educational preparation. Implications of this study are that limited interventions are, in 

part, due to lack of tobacco cessation c9ntent in curricula (Sarna et al.,'2001). This study 

was the only published research study found in the literature that assessed nurses' 
! 

educational preparation in tobacco control. 
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The majority of smokers within the nursing profession began to smoke prior to or 

during their nursing education !egardless of their knowledge of health risks (O'Connor & 

Harrison, 1992; Shriver & Scott-Styles, ?000). Special efforts and resources are needed 

to prevent initiation of tobacco use during nursing school and provide cessation programs 

for students enrolled in nursing education programs (Sarna et al., 2000). Strategies to 

instill a culture of nurses as nonsmoking models must be identified (Sarna et al., 1999). 

Efforts to assist nurses in becoming nonsmoking role models has been suggested as a way 

to increase credibility in providing prevention and cessation interventions with clients 

who smoke (Sarna et al., 2000). 

Healy (1995) conducted a descriptive study on the preparation df associate degree 

and baccalaureate nursing students for their role in patient education. The final sample 

consisted of 13 associate programs and 14 baccalaureate programs in the Midwest. A 

total of24 faculty and 338 graduates completed the surveys. Results in~icated more 

preparation among baccalaureate gradu~tes than associate graduates (p ·< .01). Findings 

revealed graduates from both programs perceived that significantly more emphasis was 

placed on planning patient teaching than providing teaching (p <.01). While this study 

did not address specific teaching-learning content, it suggests that baccalaureate prepared 

nurses receive more preparation in patient education than associate degree nurses. A 

weakness of this study is that it does not provide information on the n~mber of programs 

initially sampled. 
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Professional Organizational Support of Prevention in Nursing Practice· 

Effective health care delivery systems and financing depend on highly educated 

and competent providers (AACN, 1999). A shift in fo~us of the health care system has 

occurred in several areas, including a shift from (a) predominantly individual practice to 

group or institutional practice; (b) specialty to primary care emphasis; (c) fee-for-service 

to capitated services; (d) episodic to continuity of care; (e) illness to wellness care; (f) 

hospital-based to ambulatory-based care; and (g) institutionally-located to community-

located health care delivery (AACN, 1999). The Pew Health Professions Commission 

called for nursing educational reform involving fundamental restructuring of the 

professional curriculum and methods of teaching in response to changes within the health 

care delivery system, shifting population demographics, and scientific advances (Pew 

Health Professions Commission, 1995). 

Several key nursing organizations have developed curriculum v;isions, guidelines, 

position statements, and descriptions of essential core content and competencies that 

apply to professional nursing practice (AACN, 1996; ANA,.1997a,b,c;· 1995; Institute of 

Medicine, 1994; ONS, 2001). The ANA views the safety and health of the American ' 

public as a general goal for the discipline of nursing and has published. several position 

statements supporting health promotion and tobacco control (1995; 1997a,b,c). The 
I 

ANA's Promotion and Disease Prevention Position Statement calls for comprehensive 

prevention strategies, by professional registered nurses (ANA, 1995). The ANA supports 

efforts to increase nurses' knowledge and skill in provision of preventive services (ANA, 

1995). Actions taken by the ANA for tobacco control include positioli statements on: (a) 
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smokers and health (1968); (b) non-smokers bill of rights (1974); (c) action on smoking 

issues (1984); (d) use of smokeless tobacco and clove cigarettes (1986); (e) smoke free 

society (1986); (f) discouragement of economic support for the tobacco industry (1992); 

(g) cessation of tobacco use (1995); (h) cessation of tobacco use (i) prevention of tobacco 

use in youth (1997c); and (j) environmental tobacco smoke (ANA, 1997b). 

The Essentials of Baccalaureate Education for Professional Practice (AACN, 

1998) is a curriculum guide for preparation of professional nurses. The ,guide provides a 

broad scope of coursework and clinical experiences that are needed to prepare the 

graduate for the nursing roles of provider of care, manager of care, and 'member of the 

profession (AACN, 1998). Among the competencies and core knowledge emphasized are 

health promotion, risk reduction, and disease (AACN, 1998). Coursework and clinical 

site-based learning experiences to provide the graduate with the knowledge and skills in 

health promotion and disease prevention include: 

(a) assessment of protective and predictive factors that influence health; (b) 

assessment of genetic factors and· risks that influence health; (c) foster strategies for 

health promotion, risk reduction and disease prevention across the lifespan; (d) 

apply risk reduction strategies to address social and public health issues, including 

substance abuse; (e) assist patients to access and interpret health :information to 

identify healthy lifestyle behaviors; and (f) initiate community partnerships to 

establish health promotion goals and implement strategies to meet these goals 

(AACN, p.13). 
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Cost-effective health promotion and disease prevention is empha~ized in the Vision 

2020 for Nursing (AACN, 2001). The document presents the goal of nursing in the U.S. 

"to assist people and communities to achieve and maintain maximum health and to cope 

effectively with illnesses, accidents, and diseases" (NPEC, p. 3). 

The National League for Nursing (NLN) also calls for nursing education system 

reform (NLN, 2001). Nursing curricula that is responsive to the public is called for by the 

NLN (NLN, 2001). The proposed curricula reform calls for particular attention to 

substantial contact with and participation by consumer populations, particularly those at 

high risk (NLN, 2001). Additionally, c~rricula reform calls for adoption of clinical 

practice guidelines that create a more prescriptive practice, while also increasing the 

opportunity for autonomous practice (NLN, 2001). 

The Oncology Nursing Society (ONS) Position on Prevention and Early Detection 

of Cancer in the US. represents another professional organization's priority in health care 

(ONS, 2001 ). The ONS supports professional education, public education, cancer 

prevention and detection services, research, and health policy (ONS, 2001 ). The 

organization's position is that all oncology nurses have educational preparation in cancer 

prevention and detection and that educational programs must be developed and provided 

to practicing nurses to facilitate integration into clinical practice (ONS, 2001 ). The 

organization's position also supports the provision of preventive education to populations 

and development of educational resources that have a focus on wellness, prevention, and 

early detection of cancer in at-risk populations (ONS, 2001). 
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Both baccalaureate and graduate nursing education programs are responding by 

designing creative strategies that prepare graduates with knowledge, skills, and values to 

practice effectively in evolving delivery systems (AACN, 1999; NLN, 2001). An 

effective health care delivery system will have as its cornerstone disease prevention 

(Bellack, Graabert, O'Neil, Musham, & Lancaster, 1999; Pew Health Professions 

Commission, 1995; Van Ort & Townsend, 2000). 

The extent to which nurse practitioner programs are responding to 

recommendations for practice competencies by the Pew Health Professions Commission 

and other professional organizations was studied by Bellack et al. (1999). The three most 

important curriculum topics by the 84 respondents in this descriptive survey were 

primary care, health promotion/disease prevention, and effective patient-provider 

relationships/communication (Bellack et al., 1999). The most significant barriers to 

curriculum change included an already crowded curriculum, inadequate funding, and 

limited availability of clinical learning sites (Bellack et al., 1999). 

Transferring knowledge in nursing practice is an important aspect of tobacco 

control, however tobacco prevention and cessation strategies may get }?uried in the 

curricula rubric of health promotion and substance abuse, thus creating a lack of attention 

to tobacco control by nurses (Sarna, 2001 ). Limited data addressing tobacco use 

prevention and cessation in undergraduate and graduate schools of nursing curriculum 

content exists. 
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A critical analysis of the literature examining factors associated with clinicians' 

tobacco control concludes that there are personal factors (i.e. smoking status, gender, 

age); professional factors (practice specialty, role in smoking prevention, policy 

involvement); client factors_; competency; availability and familiarity with evidence

based guidelines; and system factors (time/competing demands, reimbursement, support) 

that are associated with tobacco interventions by providers. No studies .were found that 

examined th_e relationship among all of these factors. 

Summary of Literature Review 

The scientific basis for tobacco addiction has been well established in the 

literature (CDC, 2001; U.S. DHHS, 2000; Stratton et al., 2001). Furthermore, the health 

effects from tobacco use have been well documented including premature death rates 

from cancer and cardiovascular disease, respiratory diseases, reproductive and 

development effects, and other diseases (CDC, 2001; U.S. DHHS, 2000; Stratton et al., 

2001 ). Smoking rates are higher in people of lower socioeconomic status, less education, 

military personnel, and living in rural areas, and the southern portion of the U.S. 

(Eberhardt et al., 2001; Winders et al., 1999). Studies indicate that health care providers 

do not provide adequate primary or secondary prevention (Klein et al., 2001). 

Clinicians who smoke tend to be less likely to engage in smoki~g interventions 

than those who do not smoke, although findings supporting this statement are 

inconsistent (Sarna et al., 1999). Research has shown numerous reported barriers to the 

provision of smoking interventions and prevention by health care providers (U.S. DHHS, 

2000). Examples of such barriers are lack of training, lack of resource~ such as time and 
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lack of reimbursement for smoking cessation interventions, reluctance to intervene, and 

lack of prevention focus in the practice setting (Curry et al., 2000; Frame & Werth, 

1993). Several professional organizations have published position statements that support 

the nurses role in smoking prevention (AACN, 1996, 1997,1998,1999; ANA, 1995, 

1997a,b,c; NLN, 2001; NPEC, 2001; ONS, 2001; Pew Health Professions Commission, 

1995). 

Trends in tobacco control include targeting primary prevention.efforts to school

aged children and adolescents and secondary intervention strategies to adult 

smokers (U.S. DHHS, 2001; Winders et al., 1999). Smoking cessation intervention trends 

indicate a multiple strategy approach that includes assessment of smoking for all clients, 

provision of mini~al interventions (brief advice), behavioral change, NRT, non-nicotine 

pharmaceuticals, relapse intervention, and follow-up (Andrews & Tingen, 1999; DHHS, · 

2000; Fiore et al., 2000; Hopkins et al., 200; Winders et al., 1999). 

Nursing tobacco control interventions have been shown to be effective (Andrews 

& Tingen, 1999; Gebaur et al., 1998; Hollis et al., 1999; Hollis et al., 1993; Lillington et 

al., 1995). Evidence-based guidelines for tobacco use are published for clinicians' use 

(Fiore et al., 2000; Hopkins et al., 2001). 

Most studies about tobacco dependence have focused on the scientific basis for 

addiction, prevalence of smoking among population aggregates, and h~alth consequences 

of tobacco use; thus establishing the link between. tobacco dependence and numerous 

chronic diseases. Studies have also focused on intervention approaches to prevent the 
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initiation of smoking among children and adolescents or to assist smokers to quit. The 

literature provides substantial support that primary and secondary interVentions, to be 

effective, must be multi-faceted and not limited to the provision of information on the 

health consequences of smoking. While evidence-based intervention guides are available 

and recommended for use by all clinicians involved in tobacco control, little research has 

been conducted on the u.se of evidence-based guidelines by clinicians. One study was 

found that examined oncology nurses knowledge and use of CPG's (Sarna et al., 2000). 

The literature also was reviewed for the frequency of tobacco use assessment and 

interventions by physicians, dentists, and nurses. The studies that have.been conducted 

found low rates of tobacco control interventions among all three disciplines. The only 

study that was found examining nurses' frequency of assessment was the national study 

of oncology nurses by Sarna et al. (2000), which has provided a beginning understanding 

of factors that influence oncology nurses' provision of smoking cessation interventions. 

The literature did include studies that support the effectiveness of tobacco control 

interventions by nurse clinicians in both acute and primary settings. One study found that 

nurse-assisted smoking cessation counseling had double the success rate when compared 

with physicians advice alone (Hollis et al., 1993). Smoking cessation interventions with 

hospitalized patients across diagnoses have ·also been examined according to short and 

long-term cessation rates. These have looked at diagnoses such as cancer and heart 

disease. 

The literature review found several factors that may predispose, serve as barriers, 

or facilitate clinicians' provision of tobacco control interventions. The factors 
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have been categorized into personal factors, professional factors (including educ8;tional 

preparation), and institutional factors. The analysis of the literature found only one study 

that has examined these factors in oncology nurses' provision of tobacco control 

interventions. No studies were found that examined these factors among nurses practicing 

in different roles or settings. 

Gaps This Study Addresses 

This study examines the relationship among predisposing factors and enabling 

factors or barriers in recently licensed RNs delivery of tobacco control interventions. This 

includes nurses' perceptions of their preparation in tobacco control in their nursing 

education program. No studies were found that examined this variable among recently 

licensed RNs. This study examines nurses' tobacco control interventions in various roles 

and settings. By addressing this gap, intervention studies can be designed and 

implemented to address the findings from this study. 



CHAPTER II: MATERIALS AND METHODS 

The purpose of this study was to determine the relationship among ·predisposing 

factors and enabling factors or barriers in recently licensed registered nurses delivery of 

tobacco control interventions. This chapter contains information regarding the research 

design, setting and sample, protection of human subjects, data collection procedures, 

instrumentation, and analysis that was used to answer the research questions of this study. 

Design of the Study 

This study utilized a descriptive, correlational, cross-sectional design to 

investigate the specific variables. Correlational research is defined by Burns and Grove 

(1997) as "the examination of relationships between variables ... This exhmination can 

seek to describe a relationship, predict a relationship among variables, or test the 

relationships proposed by a theoretical proposition" (p. 258). Correlational research 

designs do not test theory but are at a higher level of theory development than descriptive 

designs (Brink & Wood, 2001). This design is used when investigators have a reason, 

through literature or research, to suspect a relationship between multiple. variables in a 

situation and the dependent variable (Brink & Wood, 1997; Walker & Avant, 1995). The 

classic correlational design includes: (a) a large random sample of the population; (b) a 

conceptual framework to explain potential relationships; (c) research questions rather 

than hypotheses; (d) cross-sectional data collected on each variable from each subject; (e) 

66 
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quantitative data measurement tools; and (f) correlational analyses to examine the 
I 

i 

relationships among the variables (Brink & Wood, 2001, 1989). No atte~pt was made to 

control or manipulate variables or to establish causality in this study. Data were obtained 

utilizing a written self-report survey distdbuted and returned by mail. The threat of 

instrument reactivity as a threat to intern~l validity was considered to be minimal since no 

pretest or treatments were used. Potentia~- biases that could not be contr~lled included 
i 

response bias and recall bias. There was :qo way of identifying the smokipg status of 

those members of the sample who did not choose to participate. To miniFize the threat of 

response bias, questions pertaining to per~onal smoking status and histocy were included 
: i 
I I 

in the later portion of the questionnaire. Additionally, other topics relate~ to prevention in 
! : 

practice were included in the questionnaite. The threat to mortality does [not exist with the 

use of a cross-sectional design. This study was limited to nurses who had recently 
! 

received initial licensure in Georgia; thu~ findings from this study canno~ be generalized 

to all nurses. 

Setting and Population 

Profile of RNs in Georgia. Georgia's RN population by race incl~de Caucasians 
' 0 

(82%); African Americans (15%); and Asian/Hispanics (3%) (Georgia lfealth Workforce 

I 

Cooperative, 2002). Fifty-eight percent are employed full time; 16% are! employed part-
' ! 

time; 7% are employed full time in another state; 2% are employed partltime in another 
I 

state; 9% are not employed; A% are employed, but not as a RN; and 4~ are retired 

(Georgia Health Workforce Cooperative, 2002). Fifty-seven percent ofRNs licensed in 
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Georgia completed their initial nursing education in Georgia, 40% completed their initial 

education in another state, and 4% completed their initial nursing education in another 

country (Georgia Health Workforce Cooperative, 2002). RNs' entry level of nursing 

education are (a) diploma (18.5%); associate degree (50.8o/o); bachelor's degree (30.2%); 

. and master's degree (0.5%) (Georgia Health Worliforce Cooperative, 2002). Thirty-eight 

percent received their initial licensure as a RN between 1990 and the present (Georgia 

Health Worliforce Cooperative, 2002). Employment settings were: (a) 64% hospital; 9% 

public health/community health; (c) 8% all?-bulatory care; (d) 10% other; (e) 3% nursing 

education program; (f) 3o/o nursing home/extended care; (g) 2% school health; and 1% 

occupational health (Georgia Health Worliforce Cooperative, 2002). The majority (72%) 

spent most of theh time providing direct patient care and 28% spent mo~t of their time 

engaged in administrative duties (Georgia Health Workforce Cooperative, 2002). 

Study population and sample. The population for this study was all registered 

nurses in Georgia who received initial licensure to practice during the years 1999 through 

2001. The total number ofRN's licensed to practice in Georgia was 87, 401 (Y. Crews, 

Georgia Board of Nursing [GBN], personal communication, March 5, 2002). The number 

of recently licensed nurses in Georgia who successfully passed the NCLEX-RN were: (a) 

1597 (1999); (b) 1388 (2000); and (c) 1582 (2001) (Y.Crews, GBN, personal 

communication, March 5, 2002). The sampling frame was taken from a database 

maintained by the Georgia Board of Nursing that included nurses who received their 

initial licensure to practice nursing in Georgia from 1999 through 2001. All nurses who 
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received their initial licensure in Georgia during the specified time period met the 

inclusion criterion. Information that was not available· to this investigator by the GBN 

included information pertaining to the age, other state licensure, educational preparation 

level, educational program attended, or ethnicity. 

A probability sampling method, stratified random sampling, was utilized in this 

study. Each element from the population set was assigned a sample identification number 

and a random number for sorting. Due to the large target population within each year of 

licensure, it was determined that a sample size of 1 0% of the population within each year 

(1999, 2000, and 2001) of licensure would provide a solid estimate of the population. 

Due to the historically low response rates of mailed surveys, it was decided that 20% of 

the population within each year of licensure, plus an additional 5% of that population 

would be sampled to achieve the requisite 10% sample size. 

Protection of Human Subjects 

Prior to data collection, permission to conduct the study was obtaihed from the 

investigator's Dissertation Advisory Committee and the Human Assurance Committee at 

the Medical College of Georgia (Appendix A). A cover letter was included with the 

survey that contained a brief description of the study. Completion and return of the 

survey by the participant was considered implied consent to participate in this study. To 

maintain confidentiality, each survey was coded numerically by the investigator and a 

master list containing the name, address, and code number of each element kept in a 

locked file by the researcher. It was considered necessary for the investigator to know the 
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I 

identity of the participants for the purpose of tracki~g the returned survets and sending 
, I 

reminder letters to those who did not return the completed questionnaire~. Only the 

I 

investigator and statistician on the dissertation: advisory .committee had r:ecords of the 
' I ' • I 
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identity of the participants and this~as kept anonymous from others. cdnfidentiality of 
' ! . 

the study was maintained throughout dat~ collection, analysis, and com~unication of 

study results. The benefit-risk ratio was assessed for this study, indicating-minimal risk 

and important potential benefits. 

Data Collection Procedures 
I 

The investigator requested and received the database containing the population 
I 

from the Georgia Board of Nursing. This contained the names and addrcisses of all 
' I 

registered nurses that received initial licensure in Georgia from 1999 thiough 2001. Each 

participant selected was mailed the survey with a request to complete a~d return the 

survey to the researcher in a stamped, self-addressed letter that was incl11ded in the 
I 

material. An informational letter accompanied the survey providing a b~ief explanation of . 

the study and essential information. A copy of the informational letter i~ found in 

i 

Appendix B, Nurses Tobacco Control Survey. Participants were instructed to avoid 

writing any identifying information ·on the study. materials, to follow th~ directions on the 
I 
I . 

survey, to place the completed survey in the stamped, self-addressed enyelope, and to 
! 

return the envelope by mail within two weeks of receiving the survey. A reminder post-
1 

card was mailed to all participants who had not responded at the end of[two weeks 
! 
I 

requesting those who had not already done so to complete the survey. A second reminder 
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post-card was then mailed in two weeks to those participants whose completed survey 

has not been received. The investigator placed all surveys in a locked file in her home as 

they were received. The surveys will be kept in this locked file for a per~od of five years 

after this study is completed, and will then be ~estroyed by the investig~tor. 

Instrumentation 

A written, self-administered survey was utilized for data collection. The 

instrument, the Nurses Tobacco Control Survey (Appendix B), is a moc]jfication of the 

Oncology Nurses and Tobacco Control Survey and Texas Clinician Preyentive Care 

Form (Gottlieb et al., 2001; Sarna et al., 1999). 

The Oncology Nurses and Tobacco Control Survey was a 47-ite:m instrument 

designed and utilized to describe oncology nurses (N=1508) tobacco interventions (Sarna 

et ~1, 1999). Permission to utilize and modify this instrument for use in .this study was 

obtained by L. Sarna via electronic mail (personal communication, February 22, 2002). 

The Oncology Nurses and Tobacco Control Survey contains 20 items describing the 

respondent's personal and professional background and current work status. Smoking 

history and current smoking status is described in a separate section containing six items. 

Sixteen items relate to frequency of involvement in tobacco assessmen~ and interventions, 

based on the AHRQ's guideline. Response options are on a Likert scale (scored 1-5) 
! 

including "every day", "every week", "occasionally", "rarely/never", a~d "not 

applicable". Sixteen items pertain to possible barriers that might preve*t respondents 

from helping clients stop using tobacco; twelve items pertain to factors that might 

encourage respondents to quit smoking. The 5-part response Likert res~onse categories 



for the items related to barriers and facilitators (scored 1-5) range from "strongly agree" 

to "strongly disagree"(Sarna et al., 1999). 
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Content validity was ensured in two ways. Survey items were b&sed on a 

comprehensive literature review and the AHCPR guideline; the items were then revised 

based on a three-member expert review panel. Secondly, three focus groups (6-12 

participants per group), comprised of trained facilitators in the Northeastern, Midwestern, 

and Southern parts of the U.S. reviewed the survey; further revisions were made based on 

input. Reliability of the instrument was evaluated using test-retest and Cronbach alpha 

coefficients for internal consistency. There was over 80% agreement between test-retest 

of 100 randomly assigned participants. Reliability of the subscales were acceptable, with 

alpha coefficients of0.92 for tobacco control interventions, 0.79 for facilitators for 

intervention, and 0.82 for barriers to interventions (Sarna et al., 1999). According to 

Nunnaly, 1978), a Cronbach alpha of. 70 is sufficient if the instrument is used for group 

level comparisons. 

The Texas Clinician Preventive Care Form was a questionnaire designed to 

assess tobacco cessation counseling practices among family practice residents (Gottlieb et 

al., 2001). The instrument is a 6-part form that assesses (a) professional background, (b) 

practice patterns, (c) professional outlook, (d) barriers and resources, (e) changes in 

practice, and (f) suggestions for improvement. The reliability of the in~trument using 

Cronbach alpha was 0.78. Practice patterns include 13 risk behaviors in which 

respondents are asked the frequency of assessment. Measurements of the items are on a 

7-part Likert scale ranging from "never" to "always". This study utilizes a modification 
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of the practice patterns scale. Permission to utilize portions or the entire questionnaire 

was obtained via electronic mail from Gottlieb (personal communication, March 1, 

2002). 

The Nurses Tobacco Control Survey developed for this study was divided into ten 

sections, containing a total of 48 items. Items that were specific to oncology nurses in the 

Oncology Nurses and Tobacco Control Survey were changed for use with nurses in all 

areas of nursing. Specific information on didactic and clinical educational preparation in 

both prevention and intervention strategies were added to this instrument. 

Part A of the Nurses Tobacco Control Survey consisted of 10 cat~gorical items that 

measured professional background and current work status. Questions related to year of 

licensure, educational preparation, primary functional area, primary position, age of 

patients/clients, practice setting, practice areas, and employment status were included. 

Part B measured nurses' prevention in practice with a 10-item five-point response 

scale (1 =daily to 5=never). Individual items that were measured included alcohol use, 

tobacco use, diet, exercise, immunization history, oral health care, seatbelt use, number of 

recent sex partners, contraceptive use, and depression. The mean and standard deviation 

for individual items were obtained. Additionally, each item was placed into a 

I 

dichotomous group of yes (score 1 or 2, indicating provision of prevention) or no (score 

3,4, or 5, indicating not providing prevention). The mean of the total number of 

prevention items that were categorized yes was obtained. 

Part C included two parts that measured nurses' preparation in tobacco control 

interventions in the nursing education program. The first part, an 11-item subscale, 
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included topics and clinical experiences in tobacco control, with response options: part of 

a required course, required course on tobacco/smoking, elective, or not ·offered. 

Responses that indicated the topic was offered as part of a required course, required 

course, or elective course ·were scored yes and those indicating the topic was not offered 

were scored no. The mean of the number of education topics that were offered was 

calculated (possible 0-11 ). The second measurement of educational preparation was 

achieved by asking nurses to indicate the number of hours taught tobacco cessation 

techniques in the nursing education program, using categorical response options (none, 

<1 hour, 1-2 hours, 3-5 hours, and >5 hours). An additional dichotomous item measured 

nurses' participation in continuing education on tobacco use in the past year. 

Part D measured smoking interventions in clinical practice using a 14-item subscale 

with a 5-point response scale (1 =daily to 5=never). Items were scored Individually and 

within each of the constructs ask, advise, assess, assist, and arrange. Ask was comprised 

of noting smoking status on chart. Advise consisted of four items: (a) advising smokers to 

quit, (b) counseling on tobacco use, (c) providing information on second-hand smoke, 

and (d) providing information about tobacco cessation to family members of smokers. 

Assess was measured as assessing willingness to quit. Assist was comprised of (a) 

teaching smoking cessation; (b) teaching smoking relapse skills; (c) recommending 

nicotine patch; (d) recommending nicotine nasal spray, (e) recommending bupropion; 

(Zyban); and (f) other nicotine replacement therapy method. The construct arrange 

consisted of two items: referral to smoking cessation clinic/program and referral to 
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another practitioner. One dichotomous item measured participation in smoking cessation 

intervention/support group as an instructor. 

PartE measured barriers to tobacco control, facilitators to tobacco control, 

attitudes, and beliefs concerning the nurse's role in tobacco interventions. A 13-item 5-

point Likert scale (1 =strongly agree to 5=strongly disagree) measured individual barriers 

to tobacco control interventions, with an "other" barrier option allowing respondents to 

specify. The mean and standard deviation for each individual factor w*s calculated. Each 

factor was then categorized into either a yes group (score 1 or 2, indicating the factor was 

a barrier) or no group (score 3, 4, or 5, indicating the factor was not a barrier). The mean 

of the total number of yes barriers within each subgroup was then calculated including: 

(a) competency (skills, knowledge, confidence, and knowledge about how to help 

smokers quit, possible score 0-4); (b) patient (motivation, not relevant, and no health 

benefits, possible score 0-3); (c) peer barriers (not allowed by physicians and lack of 

recognition/rewards, possible score 0-2); and (d) institution barriers (role, time, and 

remuneration, possible score 0-3). The mean of the total number of barriers in the yes 

category was determined (0-13). Facilitators (enabling factors) to tobacco control 

interventions were measured using a 13-item 5-point response scale (1 =strongly agree to 

5=strongly disagree), with an "other" option allowing respondents to specify. The mean 

and standard deviation for each factor was calculated. Each factor was then categorized 

into a yes category (score 1 or 2, meaning it was an enabling factor) or' no category (score 

3,4, or 5, indicating it was not an enabling factor). Additionally, the mean of the total 

number of yes enabling factors within each subgroup: (a) competency (successful past 
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experience, personal experiences with smoking cessation, and confidence, possible score 

0-3); (b) patient (health benefits, patient wants to quit, and decrease risk of disease 

recurrence~ possible score 0-3); and (c) employer (role, physician request, administrative 

support, time, recognition, and remuneration, possible score 0-6) was obtained. The mean 

of the total number of yes enabling factors (0-13) was obtained. Attitudes of nurses' 

involvement in tobacco control were measured using a four-item 5-point response scale 

(1 =strongly agree to 5=strongly disagree) that assessed the degree of endorsement of (a) 

nurses' setting an example by not smoking, (b) actively encouraging patients to stop 

smoking, (c) actively helping patients to stop smoking, and (d) tobacco control. The mean 

and standard deviation for each item was calculated. Attitudes were then categorized into 

dichotomous groups of yes (score 1 or 2, indicating positive attitude) or no (score 3,4, or 

5) indicating a negative attitude. The mean number of positive attitudes was obtained. 

Beliefs are measured with three items. One categorical item measured nurses' belief in 

the effectiveness of smoking interventions. A two-item scale measured (a) nurses belief 

in the importance of nurses involvement in tobacco control activities and (b) belief in the 

importance of tobacco control compared with other prevention activities utilizing a 5-

point response scale (1 =not important to 5=very important). 

Part F contained four questions pertaining to nurse's roles in tobacco health policy 

and three questions on clinical practice guidelines. For health policy, one dichotomous 

_response item measured nurses' participation in tobacco policy within the last year. 

Additionally, an eight-item 5-point response scale (1 =very important t~ 5=not important) 

measured nurse's ratings of the importance of participation in health policy. Individual 
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means and standard deviations were obtained. Items were then categorized into 

dichotomous groups of yes (score 1 or 2, indicating endorsement of that policy factor) or 

no (score 3,4, or 5, indicating no endorsement of that policy factor). The mean and SD of 

the total number of policy items that were endorsed (0-8) was calculated. Two 

dichotomous response items measured involvement in public education efforts in 

smoking prevention and cessation. Three dichotomous response items measured nurses' 

awareness, use, and employing institution's use ofTreating Tobacco Use and 

Dependence Clinical Practice Guideline (CPG). The mean of the total CPG yes items 

(0-3) was calculated. 

Part G contained eight items that measured (a) nurse's personal experiences with 

smoking (never, former, current), (b) age of initiation, (c) number cigarettes smoked, (d) 

factors determining smoking, (e) smoking status of household member, and (f) smoking

related disease in family member. 

Part H contained two items that measured continuing education needs consisting 

. of: (a) interest in additional skills in smoking cessation interventions, measured with 

dichotomous responses; and (b) skills training needed, in which respondents selected 

their top three priorities among six choices provided. 

Part I asked personal information including age (measured categorically), gender, 

ethnicity, marital status, county of residence, employment (measured dichotomously as 

rural/urban), and institution of nursing education, an open-ended item. For rural/urban 

employment, a code was assigned for each county according to urban-rural continuum 

codes published in The Georgia County Guide (Boatright & Bachtel, 2001, p. 126-127). 
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This classification scheme distinguished metropolitan counties by size and non-
. I 

metropolitan counties by degree of urbani?:ation and proximity to metro areas (Boatright 

· & Bachtel, 2001, p. 187). These areas wer~ then subdivided into four metro and six non-

metropolitan categories, resulting in a 1 0-part codification, with a code·(O=most urban to 

9= most rural (Boatright & Bachtal, p. 187). Data coded 0-3 were urban, 4-9 were rural. 

Part J was an open-ended question that eli~ited suggestions to improve s~oking 
I 

prevention and cessation in their clinical practice. Appendix 1 contains a copy of the 

Nurses Tobacco Control Survey utilized in this study. 

Data Analysis Techniques 

Data were entered into Epilnfo 6.0 and then imported into the SA~ 8.2 for 

analysis. The descriptive nature 6f this study required several levels of arialysis. The 

following analyses wer~ used: . 

1. Descriptive statistics were used to describe the study sample tp .evaluate the 

nature of the study data. Frequency distributions, means, and standard 

deviations, where appropriate were used to describe characteristics of the 

groups. 

2. Instrument reliability was estimated using Cronbach's alpha. 

3. Univariable analyses, including one-way analysis of variance ifthe 
I 

independent variable was categorical and simple linear regres~ion if the 

independent variable was continuous, were us_ed to. test the relationship 

between each independent variable and the dependent variable, nurses 
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! 
I 

I 
' I 

provision of tobacco control interventions in practice. An alpha level of 0.05 
, I 

was used to determine statistical significance. 

, I 

4. A general linear model analysis was used to determine whichlindependent 
• I 

' ! 
I I 

variables found to be significant in the univariable analyses W:ere 
I ' : 

simultaneously associated_ with tobacco control intervention spores. An alpha 

level of 0.05 was used to determine stati_stical significance. 

Analysis of Research .Questions 

Research Question 1: To what extent do recently licensed RNs e~gage in tobacco 

control interventions? 

This question was answered utilizing des.criptive data analysis in9luding 
' I 

I 

frequencies, means, and standard deviations. The 16-item Smoking Interyention in 

Clinical Practice subscale (item 15 of survey) was divided into five toba9co control 

intervention constructs: ask, advise, assess, assist, and arrange. Means ~nd standard 

deviations were calculated for each individual item and for each of the five constructs. 
' ' 

A total tobacco intervention score ranging from 0-1 was also analyzed by ~ 

weighting the five intervention constructs. The ask construct accounted for 40% of the 

overall score, using one-item, nurses noting smoking status on the chart. :The advise 
l 
I 

construct accounted for 20% of the overall score, consisting of four item:s (a) advise the 

I 

patient/client to quit (accounting for 8% of the total score); (b) provide c;ounseling on 
I 

tobacco use (accounting for 8% of the total score); (c) provide informati?n about second

hand smoke (accounting for 2% of the total score); and (d) provide inforination to family 

members (accounting for 2% of the score). Assess accounted for 10% ofithe total score, 
I 

I 
I 
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using one item, assessment of readiness to quit. Assist, accounting for 20% of the total 

score, was comprised of: (a) teach smoking cessation (accounting for 6% of the total 

score); (b) teach coping skills to prevent relapse (accountin.g for 6% of the total score); 

(c) recommend nicotine replacement therapy of either nicotine patch, nicotine spray, 

buproprion, or other (accounting for 6%.ofthe total score); and (d) assist other nurses in 

smoking cessation (accounting for 2% of the total score). Arrange accounted for 10% of 

the total score, .comprised of: (a) referral to group clinic or intensive smoking cessation 

program (accounting for 7.5o/o of the total score); and (b) referral to an~ther practitioner 

for cessation advice (accounting for 2.5% of the total score). 

Research Question 2: To what extent do recently licensed RNs report competency 

in tobacco control interventions? 

Descriptive statistics were used to analyze nurses reported competency (skills, 

knowledge about tobacco, confidence, and knowledge about how to help patients/clients 

quit smoking) as measured on the barrier scale. Frequencies, means, and standard 

deviations were calculated for individual items (items 17d,e,f,k). The mean of the total 

competency barriers (possible 0-4) that were scored yes was calculated. 

Research Question 3: To what extent do recently licensed RNs :report receiving 

preparation in tobacco control interventions in their nursing education program? 

This question was analyzed using descriptive statistics. The extent of tobacco 

education was analyzed by calculating frequencies for each of the topics covered on an 

11-item subscale that measured preparation in the nursing education program in tobacco 

control (item 12). Responses indicating content as part of required course, required 
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course, or elective were grouped together to indicate yes, having received preparation in 

that area. The mean and standard deviation were calculated to describe the number of 

tobacco-related content areas taught (item 13). 

Research Question 4: What is the relationship among predisposing factors 

(personal factors of smoking status, household member smoking status, age, ethnicity, 

gender, rural/urban employment, attitude~, and beliefs), enabling factors or barriers 

(perceived competency, tobacco educatio,n in nursing curriculum, use of clinical 

practice guidelines, type of nursing education), and professional factors (tobacco policy 

participation, delivery of other preventive interventions, and peer, patient, or institutional 

barriers) in recently licensed RNs provision of tobacco control interventions? 

To test the relationship between each independent variable arid the dependent 

variable, nurses' provision oftobacco control interventions, univariable analyses were 

utilized, including one-way analysis of variance if the independent variable was 

categorical and simple linear regression if the independent variable was continuous. An 

alpha level of 0.05 was used to determine statistical significance. 

A general linear model analysis was used to de~ermine which independent 

variables found to be significant in the univariable analyses were simult~neously 

associated with tobacco coritrol intervention scores. Alpha level of 0.05 :was set to 

determine statistical significance. 

Assumptions 

The study was based upon the following assumptions: 
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1. Participants understood items on the survey and responded honestly and to the 

best of their ability. 

2. :rylany factors influence health professionals clinical practice activities. 

3. Participants understand their 9linical role responsibilities. 

4. The independent variables and dependent variable of this study may be 

measured quantitatively. 

5. Nurses self-reported tobacco control interventions are an accurate indicator of 

their actual tobacco control interventions. 



CHAPTER III: RESULTS 

This chapt~r contains the results of the research study. The research questions, 

techniques of statistical analyses, sample characteristics, and sample demographics are 

presented, followed by the descriptive analyses of the study variables. Lastly, analyses of 

the four research questions are presented. 

Specifically, four research questions were formulated and tested. These research 

questions are: 

1. To what extent do recently licensed RNs engage in tobacco control 

interventions? 

2. To what extent do recently licensed RNs report competency in tobacco control 

interventions? 

3. To what extent do recently licensed RNs report receiving preparation in tobacco 

control interventions in their nursing education program? 

4. What is the relationship among predisposing factors (personal factors of smoking 

status, household member smoking status, age, ethnicity, gender, rural/urban 

status, attitudes, and beliefs), enabling factors or barriers (perceived competency, 

tobacco education in nursing curriculum, use of clinical practice guideline [CPG], 

type of nursing education), and professional factors (tobacco policy participation, 

delivery of other preventive interventions, and peer, patient, or institutional 

barriers) in recently licensed RNs provision of tobacco control interventions? 

83 
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Instrument Reliability 

Cronbach' s alpha was utilized to determine the internal consist~ncy of each of the 
.I 

subscales of the instrument in this study. The reliability co~fficients were: (a) prevention 

intervention scale (item 11), alpha= 0.8745; (b) educational preparatiorl (item 12), alpha= 
, I 

0.8179; (c) smokingintervention in clinical practice scale (item 15), al~ha=0.9258; (d)· 

barriers to interventions scale (item 17),: alpha =0.7685; (e) enabling fa~tors (item 18), 

alpha=0.9051; (f) tobacco control attitude scale, (item 19), alpha=0.77S1; (g) belief scale 
j t . 

(items 20, 21, and 22), alpha=0.8942; (~)tobacco policy scale (item 24~, alpha=0.9099; 

and (i) clinical practice guidelines scale{items 27, 28, and 29), alpha=0.8413. Removal 

of any items from the prevention interv~ntion, educational preparation, :smoking 
I 

intervention in clinical practice, barriers, enabling factors, belief, or to9acco policy scales 

did not cause the alpha to increase subst;antially. On the tobacco contro~ attitude scale, 

I 

removal of question 19a (nurses should 'set a good example by not smofing) caused the 
. i 

' 
alpha to increase from 0.7751 to 0.8102~ On the clinical practice guidel~ne scale, removal 

of question 17 (have you seen or read the clinical practice guideline Treating Tobacco 

Use and Dependence) caused the alpha to increase from 0.8413 to 0.9197. 

Sample Characteristics 

The study was based on a probability method of sampling, stratlfied random 

sampling, of registered nurses who received their initial licensure in Ge:orgia during 1999 

(N=1597), 2000 (N=1388), and 2001(N=1582). Nurses who did not ha~e Georgia as their 
! 

primary residence were eliminated from the population. Each element qf the population 

set was assigned a sample identification number and a random number for sorting. A 
I 
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study sample of 10% of the population within each year [1999 (160); 2000 (139); 2001 

(158)] of licensure was desired; therefore, 20% plus an additional5% were randomly 

selected within each year. Surveys were mailed to each sample member with a reminder 

postcard sent two weeks following the initial survey. Due to the low response rates, it 

was necessary to survey the population three times to achieve the sample of 1 0% within 

each year. There were 112 surveys that were undeliverable, thus reducing the total 

number sampled from 2305 to 2193. A total of725 members of the population (45.39%) 

were randomly sampled from the 1999 population with a total of 169 surveys completed 

and returned, yielding a 23% response. A total of 818 members of the population 

(58.93%) were randomly surveyed from the 2000 population with a total of 147 surveys 

completed and returned, yielding a 18% response. A total of 762 members of the total 

population ( 48.16%) were randomly sampled from the 2001 population with a total of 

152 surveys completed and returned by respondents, thus yielding a 20% response. The 

sampling results of the population by year of licensure are summarized in Table 1. 

Table 1 

Summary of Sampling Results 

Year of Licensure # surveys mailed #completed surveys 
returned 

1999 (N=1597) 725 169 
2000 (N=1388) 818 147 

--22*9J (N=~l~82) -=w-"*""~_76~~~-~-m'"~'~· ~'~~1_?2 _,,..,.~= 

% of population 

10.58% 
10.59% 
9.61% 

Data were entered into Epilnfo 6.04d and then imported into SAS 8.2 for analysis. 

A master list of names and code numbers was kept locked in a file cabinet separate from 
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data sheets and computer results to protect confidentiality. Computer data disks were kept 

locked in a file cabinet. 

Sample Demographics 

There was a total of 468 participants in this study. Respondents who received 

initial licensure in Georgia during the year 1999 (n=169) accounted for 36.1% of the total 

sample; respondents receiving initial licensure in Georgia during the year 2000 (n=147) 

accounted for 31.4% of the total sample; and those who received initial licensure during 

the year 2001 (n=152) represented 32.5% of the total sample. 

Among the nurses (Table 2), 92% was female (n=427) and 8% male (n=38). The 

sample consisted of 83% Caucasians (n=388), 12% African Americans (n=58), and 4% 

Other Races (n=19). The majority (59%) of nurses was married (n=273), followed by 

31% single (n=143), 7% divorced (n=35), 2% partnered (n=12) and 1% widowed (n=1). 

The largest percentage of participants was betw~en the ages of25-29 (44%, n=205); 

followed by 30-34 (18%, n=84), 20-24 (15%, n=71), 35-39 (12%, n=54), 40-44 (7%, 

n=33); and >44 years (4%, n=17). Sixty-four percent (n=258) was employed in urban 

areas and 36% (n=147) in rural areas. 
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Table 2 

Summary of Demo, graphic Characteristics of Sample 

Characteristic No % ·-
Gender 

Female 427 92% 
Male 38 8% 

Race 
Caucasian 388 83% 
African American 58 12% 
Other 19 4% 

Marital Status 
Married 273 59% 
Single 143 31% 
Divorced 35 7% 
Partnered 12 2% 
Widowed 1 1% 

Rural/U rb,an 
Employment 

Urban 258 64% 
Rural 147 36% 

Age 
20-24 71 15% 
25-29 205 44% 
30-34 84 18% 
35-39 54 12% 
40-44 33 7% 

>44 17 4% 
-»"..:.>:»>:.:-:«-:-. -· ~«<««««««-=«-=«-=««<**<-·-=~-.:«·:-:««·:«~«-:--· w.:««-:·:««-:<~ .. :·N·:- ~ 

Professional Background 

The majority (57%) reported initial nursing education preparation to be at the 

bachelors level (n=265), followed by 43% at the associate degree level (n=201), and 

less than one percent (n=2) at the graduate level.. Fifty-five (12%) respondents reported 

present enrollment in a graduate degree program. 
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The majority (84%) reported working full-time (n=393), 15% part-time (n=68), 

and 1% unemployed (n=5). Seventy-one percent (n=331) worked in acute care settings, 

followed by 11% (n=48) in community settings, 10% (n=46) in outpatient or ambulatory 

care settings, and 8% (n=39) in other settings. 

The primary functional area (Table 3) for the majority (91 %) of respondents was 

patient care (n=428), followed by 5% (n=22) administration, 2% (n=1 0) education; and 

2% (n=8) other. The position of staff nurse was held by the majority (77%, n=358) of 

participants; 10% (n=4 7) worked as sup~rvisors. Other positions that made up the 

remainder of the respondents (13%, n=63) included nurse manager, director/assistant 

director, case management, clinical nurse specialist, nurse practitioner, educator, and 

other. 

Adults accounted for the majority (65%, n=294) of clients/patients cared for by 

participants; 18% (n=81) were geriatric; and 17% (n=79) were pediatric·. Participants 

were also measured on what percentage of clients/patients that they cared for within the 

past 30 days according to adults (18 years of older), adolescents (ages 13-17), and 

infant/children (birth-12). The mean percentages were 74% (SD 36.17) adults, 9% (SD 

14.08) adolescents, and 16% (SD 28.90) infants/children. A summary ofthe professional 

background characteristics of the sample is found in Table 3. 



89 

Table 3 

Professional Background Characteristics 

m:~-:-w.«.w,.:.:.:~·~:~-:.:~·:~~-=:-:«~-»:-:~:««-»»>:<,'«««««'..:-:««·W.«<«.:-:-:·:.:-:.;.;««<-· -·««-'..:«·:-»:-:«-:<-:-:««-:-=-· ~-w..;.:.:-:«v:-:-w.w-»>:«-:««-:.»:««<-»w..;.:.o:.;.:.:.;.:-;.:.:~ 

Characteristic No % -------
Educational Preparation 

Baccalaureate 265 56.6% 
Associate 201 . 43.0% 
Graduate 2 0.4% 

Employment 
Full-time 393 84.3% 
Part-time 68 14.6% 
·unemployed 5 1.1% 

Employment Setting 
Acute care 331 71.3% 
Community 48 10.3% 
Outpatient/ Ambulatory care 46 9.9% 
Other 39 8.4% 

Practice Functional Area 
Patient care 428 91.5% 
Administration ·22 4.7% 
Education 10 2.1% 
Other 8 1.7% 

Position 
Staff nurse 358 76.0% 
Supervisor 57 12.2% 
Other 53 11.8% 

Majority of Patients/Clients 
Adult 294 64.8% 
Geriatric 81 17.8% 
Pediatric 79 17.4% 

Personal Experiences with Smoking 

Personal experiences with smoking are summarized in Table 4. The majority of 

respondents (71 %; n=329) had never smoked, 22% (n=104) were former smokers, and 

7% (n=34) were current smokers. For former or current smokers, the average age of 

smoking initiation w·as 16 years (SD 3 .40). The mean number of cigarettes smoked daily 

by present smokers was 11.61 (SD 6.98). Of the current smokers, 11% were 
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contemplating stopping smoking; and 8% were attempting to quit. Only 1% of smokers 

were not contemplating quitting. The majority of former smokers had been successful in 

quitting and had not smoked for at least one year (52%); 11% were recent quitters (<12 

months). Interestingly, 15% (n=20) of nurses with a history of smoking considered 

themselves as having quit smoking, although they reported having an occasional 

cigarette. 

Current smokers rated the importance of psychological, social, and nicotine 

dependence as determinants of why they smoke on a 5-point scale ranging from 1 (not 

important) to 5 (very important). The majority believed psychological dependence (79%), 

social dependence (62%), and nicotine dependence (61 %) were all important or very 

important determinants of smoking; however, it was of interest to note that the lowest 

percentage was nicotine dependence. 

The majority (79%) of nurses (n=367) did not report having a household member 

who smoked (measured as yes/no). Of those who did (n=99), 53% indicated that the 

household member who smoked was a spouse. Additionally, 60% (n=58) of those whose 

household members smoked did not report any tobacco-related diseases. 



Table 4 

Personal Experiences with Smoking 

Sm9king Status 
Never 
Former 
Current 

Smoking Characteristic 

Household Member Smoking Status 
Yes 
No 

Tobacco-Related Diseases Among Household Members who 
Smoked 

Yes 
No 

Attitudes and Beliefs about Tobacco Control 

No 

329 
104 
34 

99 
367 

38 
·58 

91 

?VSIS:;!:'.l':t'SI"~~ 

% 

71% 
22% 

7% 

21% 
79% 

40% 
60% 

A four-item, 5-point Likert scale, with response options ranging from 1 (strongly 

agree) to 5 (strongly disagree), measured attitudes of nurses towards tobacco control. 

Lower scores corresponded with more favorable attitudes. One attitude, tobacco control, 

was deleted due to incomplete wording on the questionnaire, thus reducing the items for 

analysis to three. There were favorable attitudes towards tobacco control in each of the 

three areas analyzed: (a) setting an example by not smoking (mean=1.42, SD 0.73); (b) 

actively encouraging patients to stop smoking (mean=l.46, SD 0.63), and (c) being 

actively involved in helping patients to stop smoking (mean=l.67, SD 0.78). To further 

describe the data, each attitude was coded as positive (responses of 1 or 2) or negative 

(responses of 3, 4, or 5). Attitudes were positive in all areas, with 96% supporting nurses 

(a) actively encouraging patients to stop smoking, (b) setting examples by not smoking 
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(92%), (c) actively assisting patients in smoking cessation (88%), and (d) tobacco control 

involvement (62%). The mean of the total number of attitudes that were considered 

positive (yes category) was 2.76 (SD 0.58), thereby indicative of positive attitudes among 

nurses towards tobacco ·control. 

Table 5 

Attitudes toward Tobacco Control 

Variable 
Yes 

(score 1 or 2) 
No % 

No 
(score 3,4, or 5) 
No % 

Attitude 
Setting an example 1.42 0. 73 429 92% 35 8% 
Encouraging patients 
to stop smoking 1.46 0.63 444 96% 20 4% 
Assisting patients to 
stop smoking 1.67 0.78 409 88% 54 12% 

Total# r%q~sitive*3:.!£~1f:d~~-,.3:?6 ~- 0:~~~~-M"~-~~----,,~--~·*-·''~----~ 

Beliefs. There were three measurements of beliefs in this study. Analysis of the 

first, nurses belief in the effectiveness of tobacco control interventions, found 30% 

believed that <1 0% of smokers who quit would remain smoke-free one year post-nursing 

intervention; 41% believed effectiveness would be between 1 0 and 25%; 22% believed 

effectiveness would be between 26 and 50%; and 6%·believed effectiveness would be 

between 51 and 75%; less than 1% believed the effectiveness would be >75%. The 

second belief variable measured the importance of nurses' involvement in tobacco 

control interventions. Measured on a 5-point Likert-scale (1 = not important, 5= very 

important), nurses had a mean score of3.99 (SD 1.05) of the importance of.nurses' 
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involvement in tobacco control activities .. Thirty-eight percent of nurses rated importance 

as very important, 39% rated it as important, 15% somewhat important, 7% undecided, 

and less. than 1% not important. The third belief measurement was nurses' belief in the 

importance of tobacco control interventions compared to other prevention activities. With 

response options ranging from 1(not important) to 5 (very important), 43% believed 

tobacco control interventions were very important, followed by 36% important, 11% 

somewhat, 8% undecided, and 1% not important. The mean score was high, with a mean 

of 4.10 (SD 1.02); thus, nurses in this study believed that tobacco control interventions 

were important compared to other areas of prevention. 

Rural/Urban employment. As described earlier, the rural-urban continuum 

classification scheme (O=most urban and 9=most rural) published in The Georgia County 

Guide (Boatright & Bachtel, 2001) was utilized for data analysis of rural/urban 

employment. For analysis, data coded 0-3 were urban, 4-9 were rural. There were 63 

respondents with missing data for this item, thus reducing the number of observations 

used in the analysis for this item to 405. Of those, the majority of respondents were 

employed in urban areas (64%, n=258) and 36% (n=147) in rural areas. 

Enabling Factors and Barriers Towards Tobacco Control Interventions 

Enabling factors. Thirteen enabling factors (~ole, physicians request, 

administrative support, adequate time, successful past experiences, personal experiences 

with cessation, confidence, recognition/rewards, health benefits, patient wants to quit, 

decreased disease recurrence risk, reimbursable service, other) were measured on a 5-

point Likert scale, with scores ranging from 1 (strongly agree) to 5 (strongly disagree). 
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Lower scores indicated a higher enabling factor. Items were categorized into three 

subscales: patient enabling factors, institution enabling factors, and competency enabling 

factors. Overall, the patient factors health benefits, decreased risk for disease recurrence, 

and patient desire to quit were the most encouraging factors (i.e. they had the lower mean 

scores). Role and time were the two mos~ institutional enabling factors. For the category 

competency, personal experiences with cessation, was the most enabling factor. Data 

were also analyzed by placing each encouraging factor into dichotomous groups. 

Responses that were strongly agree (1) or agree (2) were placed in the yes group; 

responses of not sure (3), disagree (4), or strongly disagree (5) were placed in the no 

group. The mean of the number of enabling factors (yes group) for each category was (a) 

institution (mean= 2.80; SD 3 .60, possible 0-6); (b) competency (mean= 1.17; SD 1.44, 

possible 0-3); and (c) patient (mean= 2.28; SD 1.06, possible 0-3). The mean of the total 

number of encouraging factors (possible 0-13) was 6.24 (SD 3.60). Table 6 presents a 

summary of the enabling factors. 
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Table 6 

Enabling Factors for Provision of Tobacco Control Interventions 

--~.m:< 

Yes No 
Enabling Factor - (score 1 or 2) (score -3,4, or 5) 

X SD No % No % 

Institution 2.80 2.05 
Role 2.34 1.32 292 64% 162 36% 
Physician request 2.90 1.38 201 44% 252 56% 
Administrative support 2.83 1.35 200 44% 253 56% 

Recognition 2.93 1.23 178 40% 272 60% 
Reimbursable 3.12 1.28 137 31% 310 69% 
Time 2.69 1.36 261 58% 191 42% 

Competency 1.17 1.14 
Past success 2.91 1.20 177 39% 275 61% 
Experience with cessation 2.43 1.38 130 29% 319 71% 

Confidence 2.72 1.20 223 49% 229 51% 
Patient 2.28 1.06 

Health benefits 1.89 1.05 368 81% 84 19% 
Pt desire to quit 2.20 1.25 315 70% 137 30% 
Decrease risk 1.99 1.13 346 77% 106 23% 

Other 3.41 1.16 6 15% 35 85% 
.......... ~~ .............. ,............,..,._...-.~ ................................. _..... ................................................................ ~---...-. ..................... ,.......... ......................... _ ................................... _ ........... ___ ..., ....... --.-.......................... ...., ............... _ ..................... ..............,,.. ____ 

Total# of Yes Factors 6.24 3.60 
:.»W.«««o:---~-·.;.:.:.;.:«<.;.:«.* 

Barriers to Tobacco Control Interventions. Thirteen barriers (role, time, 

remuneration, motivation, not relevant to patients/clients, no health benefits, lack of 

skills, lack of overall knowledge, lack of confidence, lack of knowledge of tobacco 

cessation techniques, not allowed by physicians, lack of recognition, other) to smoking 

interventions in clinical practice within the categories of institution, competency, patient, 

and peers were measured on a scale ranging from 1 (strongly agree)to 5 (strongly 

disagree. Analysis of barriers was also done by categorizing each variable into 

dichotomous groups of yes or no (yes= score of 1 or 2; no= score 3-5). Lack of patient 



96 

motivation was the highest barrier (i.e. lowest mean score of2.38, indicating a high 

barrier) and was considered a barrier by the majority (65%). This was follqwed by time 

(mean= 2.53; 64%), and lack of confidence (mean=2.78; 63%). The least identified 

barriers were the patient factors no health benefit, peer factor not allowed by physicians, 

and patient factor not relevant. The mean of the number of barriers (scored yes) within 

each category was (a) institution (mean=1.50, SD 1.09, possible 0-3), (b) patient 

(mean=0.97, SD 0.70, possible 0-3), (c) competency (mean=2.04; SD 1.70, possible 0-4); 

and peer (mean=1.12; SD 0.79, possible 0-2). The mean of the total number of yes 

barriers was 4.48 (SD 2.61, possible 0-13). Table 7 presents a summary of the mean 

barrier scores and the percentages of nurses who considered each factor as a barrier or not 

a barrier. 
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Table 7 

Barriers to Tobacco Interventions in Clinical Practice 

Yes 
· Barrier TJ!J2e - (score 1 or 2) (score 3, 4, or 5) 

X SD No % No % 
Institution 1.50 1.09 

Not part of role 3.31 1.47 158 34% 308 66% 
Lack of time 2.53 1.39 288 64% 164 36% 
No reminbursement 3.531 1.17 77 17% 367 83% 

Patient 0.97 0.70 
Not motivated 2.38 1.27 292 65% 160 35% 
Not relevant 3.64 1.46 114 25% 343 75o/o 
No health benefits 4.28 1.09 41 9% 412 91% 

Competency · 2.04 1.70 
Lack of skills 2.78 1.35 235 52% 217 48% 
Lack of knowledge 2.95 1.33 215 48% 237 52% 
Lack of confidence 2.75 1.27 239 53% 213 47% 
Lack of knowledge 
on tobacco cessation 
techniques 2.82 1.33 238 53% 214 47% 

Peer 1.12 0.79 
Not allowed by 
physicians 4.14 0.98 27 6% 426 94% 
Recognition 3.23 1.32 149 33% 303 67% 

Other 3.11 1.32 12 26% 34 74% 
.--Iot~LiLY.~l~LBarr1s:l-L~-~,~ .48 . 1"1§_. ~· =*m---•m-mm-m•----=•-=~· ~· 

Delivery of Disease Prevention Interventions in Clinical Practice 

A ten-item disease-prevention subscale on the questionnaire measured the 

frequency that nurses delivered prevention interventions, with scores ranging from daily 

(1), weekly (2), occasionally (3), rarely (4), and ~ever (5). Lower mean scores 

corresponded to more frequent delivery of prevention interventions. Means of each of the 

ten areas of prevention were analyzed. Prevention interventions were also 
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described by grouping nurses into one of:two dichotomous groups: (a) yes (daily or 

weekly), indicating providing the prevention in the given area; and (b) no (occasionally, 

seldom, never). Diet W8:S assessed more frequently (72%) than other variables, with a 

mean score of 2.02 (SD 1.35), followed by tobacco (mean=2.12, SD 1.35, 70%), and 

alcohol (mean=2.23, SD 1.35, 66%). The area of prevention provided least frequently 

(20%) was number of sex partners, with~ mean of3.77 (SD 1.36) The mean ofthe total 

number of prevention (scored yes) interventions (possible 0-10) was 4.63 (SD 2.88). Fifty 

percent (n=230) provided five or more areas of disease prevention, 39%. (n=179) 

· provided between one and four areas of disease prevention, and 11% (n=49) provided no 

disease prevention interventions in their clinical practice. A summary of the means for 

each prevention item and by the dichotomous grouping (yes/no) is provided in Table 8. 

Table 8 

Summary of Disease Prevention Provided by Nurses 

~:-»:*»~~-~·.;.:.:-:-»:«<-»-· -»»=-~.-»:.'..:·»:-:*X':-~:«-.->W..X·»»»l*-X-Y.0»:-'M>m-·*-· -· --· ---»~»C-»»!<-»»:«·:««--:.W-:.:««<W.-»»:>:.:««-:«-:---· »Y..:O~»'M-.. :«-»:'..WH.W.~ 

Area of Yes No 
Prevention ..... }?._~gY-_Ql(.~ee~~~l(~_Q£.~i~)!B:~~-~~ 4 )Never( 5) -
Assessed K SD No % No % 

Diet 2.0 1.2 328 72% 130 28% 
Tobacco 2.1 1.3 322 70% 136 30% 
Alcohol 2.2 1.3 301 66% 157 34% 
Exercise 2.5 1.3 247 54% 211 46% 
Immunizations 2.6 1.4 233 51% 225 49% 
Depression 2.7 1.3 203 44% 255 56% 
Oral Care 3.1 1.4 148 32% 310 68% 
·Contraception 3.5 1.5 126 28% 332 72% 
Seat belt Use 3.5 1.5 123 27% 335 73% 
No. Sex Partners 3.7 1.3 90 20% 368 80% 

_M,ean oitgJa(yes ~,_±-:§ 2.9 
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Nurses' Participation in Health Policy 

Health policy was measured in four ways: (a) participation in tobacco policy, (b) 

importance of involvement in tobacco policy, (c) public education efforts in smoking 

prevention, and (d) public education efforts in cessation. Less than 1% (n=4) of nurses 

had participated in tobacco policy or legislation activities within the past year, measured 

as a dichotomous variable. The activities that these nurses participated in included 

participation in a campus no smoking campaign, education of smokers, and lobbying 

activities related to specific tobacco-related issues. Ninety-four percent reported they had 

neither been involved in public education efforts in smoking prevention nor in smoking 

cessation. The 6% who were involved listed a variety of activities including American 

Cancer Society sponsored events, health fairs, and institution-sponsored events as the 

most frequent forms of public education involvement. Importance in nurses' participation 

in tobacco health policy was measured on a 5-point, 8-item Likert scale, with scores 

r~nging from 1 =very important to 5=not important. Lower scores corresponded with the 

variable being of higher importance. The majority of participants endorsed (rating of 1 or 

2 on the health policy scale) nurses' participation in tobacco control health policy and 

legislation. The highest areas of agreement, as indicated by the lowest mean scores and 

highest percentages were the provision of information about the health effects of tobacco 

use (91 %) and the health benefits of cessation (91 %). The mean of the total number of 

tobacco health policy areas endorsed (score yes) was 4.6 (SD 2.9, possible 

range 0-8). Table 9 presents a summary of the analysis of the Importance of nurses' 

participation in tobacco health policy. 
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Table 9 

Importance of Nurses Involvement in Tobacco Health Policy 

-===-~::;;;:;:;::~=-m:;s:.::"~:.:;~~..:Q.i:.m:::o:::::x:..~~~~=m:~~~• 

Agreement 
Yes No 

Health Policy Area X · SD (score 1 or 2) (score 3 ,4,5) 
Tobacco health effects 1.62 0.82 423 91% 42 9% 
Health benefits of cessation 1.60 0.82 425 91% 40 9% 
Role of nurses 1.04 I 1.11 346 74% 119 26% 
Public restriction of tobacco 1.94 1.08 359 77% 106 23% 
Smoke-free environments 1.80 1.02 386 83% 79 17% 
Access to minors 1.63 0.97 405 87% 60 13% 
Cigarette taxes 2.22 1.25 293 63% 172 37% 
Tobacco exports 2.34 1.29 275 59% 189 41% 

Total # Areas Endorsed 6.25 .2.31 

Clinical Practice Guideline (CPG) 

Nurses' knowledge, institutional use, and personal use of the Treating Tobacco 

Use and Dependence Clinical Practice Guideline, were measured with three items 

requiring dichotomous responses. Ninety-six percent had not seen or read the CPG; 96% 

reported their institution did not use the CPG; and 97% did not use the CPG. The mean 

of the total number of CPGs (possible 0-3) was 0 .099 (SD 0.46), indicating little CPG 

utilization. 

Continuing Education Needs 

The majority of nurses (79%), when asked ift~ey would like continuing 

education that included additional skills in smoking cessation, answered yes. The areas in 

which the majority of nurses indicated interest were how to help clients stop smoking 

(72%), prevention of tobacco use among youth (58%), and helping family members/ 
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friends (53%) stop smoking. The areas of least interest ·were influencing tobacco 

legislation (17%), how to help nurses stop smoking (40%), and use of the CPG (47%). 

Analyses of Research Questions 

Research Question 1: To what extent do recently licensed RNs engage iri tobacco 

control interventions? 

This question was answered by utilizing a fifteen item 5-point Likert scale, with 

response options ranging from 1(daily) to 5 (never) that measured nurses' provi~ion of 

the tobacco. control interventions consisting of the constructs ask, advise, assess:, assist, 

arrange. The lowest mean scores (indicating more frequent tobacco control 

interventions) for individual items were (a) noting smoking status on chart (mean=2.55; 

SD 1.60) and (b) advising to quit (mean=2.61; SD 1.49). The least frequent tobacco 

intervention was referral to group clinic or smoking cessation intervention program 

(mean=4.57; SD 0.85). Tobacco control interventions were also analyzed by grouping 

nurses .into one of two dichotomous groups: (a) yes (daily or weekly), indicating 

providing the intervention; and (b) no (occasionally, seldom, never). The majority noted. 

patient/client smoking status on the chart (58%). For the four advise interventiqns, 54% 

advised patient/clients to quit, 36% counseled on tobacco use, 15% provided i~formation 

on the dangers of second-hand smoke, and 12% provided cessation information to family 

members of patients who smoked. More than one-third (36%) of the participants assessed 
i 

willingness to quit (assess). The extent of providing the intervention assist was low as 

indicated by low frequencies in the categories (a) teaching smoking cessation (10%); (b) 
. ! 

t~aching relapse prevention skills (9% ); (c) pharmacological interventions (nic~tine · 
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i 

patch, 21%, buproprion, 9%, nicotine nasal spray, 6%, other NRT, 6%); and (d) ~ssisting 

other nurses in quitting (7%). Very few nurses were engaged in arrange interventions, as 

measured by referral of smokers to smoking cessation program ( 4%) and referral to other 

individual practitioners (5%). The mean scores and standard deviations for each :of the 

intervention variables are found in Table 10. 
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Table 10 

Summary of Nurses Tobacco Control Interventions 

~~7.¥.<~{ol':~:i:(.:o:::;:;w.;:;::!'"«-X:I:'=· =;:-~;:;-~~~-~~.w.-~~.z:=· ~=-~:.:===«<~((;:;:;;:'~~-~· ==-""""""""< ·~«>.ic««~-===~-

Intervention ___ , 
Yes No 

Score 1 or 2 Score 3,:4,5 

Variable X SD No % No '% 

Ask 
Note smoking status 2.55 1.60 264 58% 192 42% 

Advise 
Advise patient/client to quit 2.61 1.49 245 54% 211 46% 
Provide counseling on tobacco 
use 3.25 1.50 162 36% 294 64% 
Provide second-hand smoking 

i 

information 4.06 1.29 68 15% 388 85% 
Provide information to family 
members of client/patient 4.15 1.22 54 12% 402 88% 

Assess 
Assess willingness to quit 3.22 1.53 164 36% 292 64% 

Assist 
Teach smoking cessation 4.23 1.13 46 10% 410 90% 
Teach relapse prevention 
coping skills 4.33 1.07 40 9% 416 91% 
Recommend nicotine patch 3.70 1.39 96 21% 360 79% 
Recommend nicotine nasal 
spray 4.60 0.89 26 6% 430 94% 
Recommend buproprion 4.40 1.11 39 9% 417 91% 

I 

Recommend other NRT 4.54 0.99 29 6% 427 94% 
Assist other nurses in quitting 

I 

smoking 4.34 1.07 32 7% 425 93% 
Arrange 

Refer group clinic/ smoking 
1

96% cessation program 4.57 0.85 18 4% 438 
Refer to another practitioner i 

for advice 4.44 0.95 22 5% 434 !95% 
~;.w..:««.·~.-· "'"'""-:-:.:«.;.:.~m·-=m:.;.:.x.;.:--=-.· ~:.:««-:-»»:-»=««~:«-lo»--=:-:.:.:-;-:.~:-:*'"«""""""'»»:«-:.:.»:-m_,· -~-:««.:-»:«~~«---=···. ««'-'""* 



104 

The mean number of interventions within each intervention construct (a~k, advise, 

assess, assist, and arrange) were then calculated. For the intervention ask, the mean was 
I 

0.58 (SD 0.49), meaning that 58% of the nurses provided this intervention. The mean 

number of advise interventions (possible 0-4) was 1.16 (SD 1.25), meaning that :nurses 

provided slightly more than one of the four advise interventions. For the single ~ssess 

intervention, the mean was 0.36 (SD 0.48), indicating 36% were engaged in this 
I 

intervention. For assist, the mean number of seven possible interventions was 0:67 (SD 

1.43), indicating that on the average, nurses provided less than one of these interventions. 

For the intervention arrange, the mean number of interventions (possible 0-2) was .09 

(SD 0.3 7) indicating almost no engagement in this type of intervention. 
I 

An overall tobacco intervention score was then determined by weighting each of 

the five intervention constructs ask (40%), advise (20%), assess (10%) assist (2:0%), and 

arrange (10%) for a total possible score. of one (100%). The mean tobacco control 

intervention score was only 0.37 (SD 0.30), indicating that nurses had low perfdrmance 

scores in the provision of tobacco control interventions that included all of the 5 A's: ask, 

qdvise, assess, assist, and arrange. 

A descriptive tree of the nuil).ber of tobacco control interventions indicafed that of 

the five possible tobacco control interventions: ask, advise, assess, assist, and i(rrange, 

30% (n=137) of respondents provided no interventions, 13% (n=61) engaged i~ only one 
. I 

I 
intervention, 22% ( n= 1 01) provided two interventions, 17% ( n= 7 4) provided three 

interventions, 14% (n=63) provided four interventions. Only 4% (n=19) provided all five 

tobacco control interventions. Furthermore, analysis of the specific types of intyrventions 
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provided found 9% provided only ask; 16% (n=72) of nurses provided only ask p.nd 

advise; 11% (n=51) provided ask, advise, and assess; and 12% (n=56) provided ask, 

advise, assess, and assist. 
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Research Question 2: To what extent do' recently licensed RNs report competency 

in tobacco control interventions? 

Competency (skills, knowledge about tobacco, confidence, and knowledge about 
I 

how to help patients/client quit smoking) was measured as barriers on the barri~rs to the 

provision of effective smoking interventions scale. Response options ranged from 1 

(strongly agree) to 5 (strongly disagree) that the specific competency was a barrier. The 

individual competency barriers were: (a) knowledge (mean=2.95, SD 1.33); (b) .skills 

(mean=2.77, SD 1.34); (c) confidence (mean=2.75, SD 1.27); and (d) knowledge about 

how to help smokers quit (mean= 2.81, SD 1.33). Analysis of dichotomous grm;1ping of 

respondents into yes (score 1 or 2 indicating competency) or no (score 3, 4, or 5 
I 

indicating not competent) found the majority (52%) perceived themselves to bei 

knowledgeable about tobacco; however, the majority of respondents did not perceive 

themselves as having tobacco intervention skills (52%), confidence (53%), or ~bout how 

to /help patients/clients quit (53%). The mean of the total number of competen9y barriers 

(possible 0-4, with 0 indicating no competency barrier) was 2.05 (SD 1.70), mdaning that 

overall, nurses had perceptions of low competency in tobacco control interventions. 
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Research Question 3: To what extent do recently licensed RNs report receiving 

preparation in tobacco control interventions in their nursing education program? 

Nurses' educational preparation in 11 tobacco control interventions (cancer risk, 

health effects of tobacco-related diseases, passive smoking, cigarette smoke co~tents, 

nicotine withdrawal symptoms, high risk groups, clinical smoking cessation techniques, 

pharmacological agents, smokeless tobacco, clinical experiences in tobacco prevention, 

and clinical experiences in tobacco cessation techniques) was analyzed by creating 

I 

dichotomous groups of yes (required course specific to tobacco/smoking, part of a 

required course, or elective) or no. The majority did include cancer risk (93%), health 

effects (93%), passive smoking effects (82%), tobacco smoke contents (70%), 

withdrawal symptoms (65%), and smoking high-risk groups (62%). Seventy-five percent 

received no education on smoking cessation techniques; however, the majority had no 

I 

clinical experiences in tobacco prevention (70%) or tobacco cessation (78% ). -r;he mean 

of the number of topics covered (possible 0-11) in the nursing educati~nal programs was 

6.69 (SD 2. 77). 

Analysis of the total number of hours taught tobacco cessation techniques found 
I 

39% (n=139) had no hours, 28% (n=129) had less than one hour, 27% (n=128)ihad 

, I 

between 1-2 hours, 12% (n=54) had between 3-5 hours, and only 3% (n=16) h":d 

I 

> 5 hours. Table 11 provides a summary ofthe topics included /not included in
1 

the 
! 

nursing educational program. 
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Table 11 

Nursing Educational Preparation in Tobacco Control by Topic 

~= w:z~-=· -==-~.,..s:;:;s:;s~~~~~"""· """''""""""""'"'~--=•"""""""'"""" 

Topic Not Included Included 
No % No % 

Cancer risk 31 7% 433 93% 
Health effects of tobacco related diseases· 32 7% 432 93% 
Effects of passive smoking 82 18% 382 82% 
Contents of tobacco smoke 141 30% 323 70% 
Withdrawal symptoms 161 35%" 303 65% 
High risk groups 177 38% 286 62% 
Smoking cessation techniques 347 75% 117 215% 

I 

Pharmacological agents 169 36% 295 64% 
Smokeless tobacco 168 36% 296 64% 
Clinical experience~ in tobacco prevention 326 . 70% 138 30% 
Clinical experience~ in tobacco cessation 362 78% 102 22% 

""'"'"'"""""""'"""""""'~~'"""""""'=::::;:;,.s~~-=~=sw~~~ ~~?,;~~ ................ """""""~~ 

Research Question 4: What is the relationship between predisposing fac~ors 

(personal factors: smoking status, household member smoking status, age, gender, 

ethnicity, rural/urban employment, attitudes and beliefs); enabling factors or barriers 

I 

(perceived competency, tobacco education in nursing curriculum, use of clinical practice 
i 

guidelines, type of nursing education); and professional factors (tobacco policy 

participation, delivery of other preventive interventions, and peer, patient, or in~titutional 

i 

barriers) in recently licensed RNs provision of tobacco control interventions? i 

i 

Relationship between Predisposing Factors and Tobacco Control Interventions 

I 

One-way ANOVA, utilized to examine if differences in the mean tobaccf control 

intervention scores existed between the groups of the independent variable, found no 
I 

significant differences. between the categorical variables nurses smoking status, 

household members smoking status, age, gender, ethnicity, or rural/urban empl;oyment 
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and tobacco control interventions in clinical practice. There was a trend towards higher 

tobacco control interventions in women (p=O. 06), ·although this did not reach statistical 

significance. Simple linear regression found nurses attitude toward tobacco control 

(possible score of 0-3, with a higher score indicating more favorable attitude towards 

nurses' involvement in tobacco control interventions) was significantly associated with 

nurses tobacco control interventions (p<0.05). For each unit of increase in attitude score, 

tobacco control intervention scores increased by 8% (Slope=0.0854; SE=0.0238). Nurses' 

belief in the importance of involvement in tobacco control interventions was als,o found 

to be associated with tobacco control interventions (p=O:OOOl). One-way ANOVA with a 

post hoc Tukey-Kramer multiple comparison test, found the level very important was 

significantly higher than both important (p=0.0475) and somewhat important (p:<0.0001); 

and important was significantly higher than somewhat important (p=0.0372). A: summary 

of the univariable regression analysis of the relationship between predisposing factors 

and tobacco intervention scores is presented in Table 12. 
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Table 12 

Univariable Analyses of Predisposing Factors. and Tobacco Control Interventions 

Variable No Mean SD F Slope SE p 

Smoking Status .0036 0.82 .4403 
Never 319 .3697 .3088 
Former 102 .3837 .2806 
Current 34 .3080 .2726 

Household smoker .0002 0.10 .7527 
Yes 98 .3761 .2926 
No 356 .3653 .3025 

Age .0044 0.40 .8509 
20-24 69 .3788 .3203 
25-29 197 .3765 .2911 
30-34 84 .3544 .3246 
35-39 52 .3534 .2929 
40-44 33 .3420 .2878 
45+ 17 .4488 .2568 

Gender .0075 3.40 .0657 
Female 417 .3771 .3006 
Male 36 .2811 .2842 

Ethnicity .0100 2.28 .1034 
Caucasian 379 .3821 .2966 
African American 56 .3174 .3220 
Other 18 .2650 .2835 

Employment .0009 0.10 .7479 
Rural 146 .3736 .2934 
Urban 251 .3636 .3047 

Attitudes .0277 12.82 .0854 ' .0238: .0004* 

Effectiveness belief .0066 0.74 .5637 
<10% 135 .3532 .3101 
10-25% 186 .3691 .3006 
26-50% 99 .3785 .2977 
51-75% 27 .4452 .2658 
>75% 4 .2375 .2444 

Importance belief .0577 6.86 <.0001 * 
Very important 172 .4424 .3090 
Important 174 .3555 .2861 
Undecided 35 .3159 .2787 
Somewhat 70 .2375 .2695 
Not important 2 .. 5775 .8692 

Tobacco/ other .0190 2.17 .0712 
Very important 191 .3989 .3110 
Important 170 .3739 .2931 
Undecided 37 .3028 .2767 
Somewhat 50 .2760 .2732 
Not im ortant 5 .4090 .4292 

*Indicates significant relationship at p,:S.05. 
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Simple linear regression and ANOV A were used to determine if any of the 

enabling or barrier factors (competency, tobacco education, use of clinical practice 

guidelines, type of nursing education); and professional factors (tobacco policy 

participation, delivery of other preventive interventions, and peer, patient, or institutional 

barriers) were associated with tobacco control interventions (Table 13). For the variable 

competency, there was an increase in tobacco control interventions by 1% as the mean 
I 

competency score increased, but not at significant level (Slope=0.0132; S£=0.0083; 

p=O.l132). 

For nursing education, the mean tobacco control intervention score was higher 

among nurses with 4+ years of nursing education; however, regression analysis ~id not 
i 

find a significant increase in tobacco control intervention scores based on more years of 

nursing education (p=0.6956). The extent of tobacco education was found to be 

significantly associated with nurses tobacco control interventions (p=.0005). F~r each 
I 

unit of increase in tobacco education, there was an increase of tobacco control 

interventions by 2% (Slope=0.0176; SE=0.0050). This accounted for 3% ofthe:variance 

of the tobacco control intervention scores. Number of hours nurses received education in 
I 

tobacco control interventions were found to be ~ignificantly associated with tobacco 

control interventions (p=0.0038) The post-hoc Tukey-K.ramer test found the mean for 

nurses who had between 1-2 hours of education in tobacco control intervention strategies 

was significantly higher than those who had none (p=0.0206). 



Clinical practice guidelines were associated with nurses' tobacco control 

interventions (Slope =0.0882; SE=0.0301;p=0.0036); indicating that as the mean 

number of clinical practice guidelines increased, there was a c<?rresponding 
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increase in the tobacco control intervention score by 9%. This variable accounted for 2% 

of the variance of tobacco control interventions. 

Nurses who participated in tobacco control policy had higher mean tobacco 

control intervention score than those who did not; however, regression did not find this to 

be statistically significant. It should be noted that there were only four respondep.ts who 

had been involved in tobacco control policy, which could account for this finding. The 

variab~e importance of nurses being involved in tobacco control policy was significantly

associated with tobacco control interventions (Slope =0.0178; SE=0.0060; p=0:.0033). 

Thus, for each unit increase of tobacco policy importance score there was a 

corresponding increase in tobacco control intervention score by 2%. This variable 

accounted for 2% of the variance in the tobacco control intervention score. 

Regression analysis also found delivery of other preventive interventions as being 

associated with nurses provision of tobacco control interventions, in that for every unit of 

increase in the mean number of prevention interventions there was a 5% increase in 

tobacco control intervention score (Slope=0.0535; S£=0.0042; p=0.0001 ). This variable 

accounted for 3% of the variance in tobacco control interventions. 



Peer barriers were significantly associated with nurs~s'· tobacco control 

interventions (Slope =0.0653; SE=0.0254;p=0.0106), indicating that as peer 

barriers increased there was a corresponding incr:ease in tobacco control intervention 

score of 7%. This accounted for 1% of the variance in tobacco control intervention 
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scores. An inverse relationship wa·s found between the mean number of patient barriers 

and tobacco control intervention scores, although not at a statistica1ly significant level 

(Slope estimate=-0.0164; SE=0.0203;p=.4188). Similarly, as the number of institutional 

barriers decreased there was an increase in the tobacco control intervention score, 
I 

although not a significant level (Slope estimate=-0.0156; SE=0.0177;p=.3793). 

In summary, univariable analyses found that nurses attitudes and beliefs: in the 

importance oftobacco .control interventions were predisposing factors that were 

associated with nurses' provision of tobacco control interventions at a statistica,lly 

significant level of p<. 0 5. Enabling factors or barrier variables that were significantly 

associated with nurses tobacco control interventions included tobacco education in the 

nursing curriculum, the extent of education in tobacco cessation techniques, use of 

clinical practice guidelines, importance of nurses involvement in tobacco policy, and peer 

barriers. A summary of the univariable analyses of predisposing and enabling factors and 

barriers is found in Table 13. 
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Table 13 

Univariable Analyses of Relationship between Enabling Factors or Barriers and 

Tobacco Control Interventions 

~.= ................ ._ ..... ~~~~l?J~.=~~=~~ .... ____ !i_q.: .. --~~=M~.q!!: ... = ....... ._ ... ri!.? ... __ ...... ~ ............... 'i: ..... --........................... f. ......................... §!..qp~ ........................ §§. ......... : ........ --................. P .................. = 
Comoetencv 447 .0056 2.52 .0132 .0083 .1132 
Tobacco education 453 .0268 12.41 .0176 .0050 .0005* 
Hrs oftobacco edu 455 .0337 3.93 .0038* 

None 135 .3105 .2923 
< 1 hour 129 .3383 .2904 
1-2 hours 127 .4222 .3022 
3-5 hours 51 .4188 .2992 
> 5 hours 13 .5242 .3402 

CPGs 455 
Nursing education 456 

2 years 200 .3612 .3037 
4+ years 256 .3723 .2981 

Policy Participation 452 
No 448 .3663 .3002 
Yes 4 .5588 .3629. 

Policy Importance 454 
Other prevention 468 
Peer Barriers 448 
Patient Barriers 452 
Institution Barriers 468 

*indicates significanc.e at p<.05. 

Multiple Regression Analyses 

.0186 
. . 0003 

.0036 

.0189 

.2621 

.0146 

.0015 

.0017 

8.58 
0.15 

1.63 

8.72 
160.6 
6.59 
0.65 
0.77 

.0882 

.0178 

.0535 

.0653 
-.0164 
-.0156 

.0301 . 

I 

.0060 i 

.0042 1 

.0254· 

.0203 

.0177: 

.0036* 

.6956 

.2030 

.0033* 
<.0001 * 
.0106* 
.4188 
.3793 

A general linear model was used to determine which independent variables 

simultaneously were associated with tobacco control interventions. The model building 

process utilized a backward stepwise process by examining the statistical significance 

and the R2 value of each independent variable. Variables that were not statistically 

significant and contributed little to the explained variance in tobacco control hitervention 

scores were eliminated one-by-one from the model.· The final model contained those 

variables that were statistically significant at the 0.05 alpha level and contributed at least 

2% to the overall variability of tobacco control intervention scores. Including ~ll 
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independent variables, regardless of statistical significance in the univariable models, 

accounted for 37% of the variance in tobacco control intervention scores (R2 =0.3744; 

F=5.39; p<0.0001). Table 14 presents a summary of the full regression model. The 

complete regression model, including slope estimates, standard errors, means, and SD for 

each variable is found in Appendix C. 

Table 14 

Full Model of Multiple Regression Analyses of Relationship between Independent 

Variables and Tobacco Control Interventions 

Variable Slope SE F p' 

Level of smoker 0.07 .9326 
Household smoking 0.07 

1

.7879 
Age 0.25 ·.9408 
Gender 2.36 ; .1257 
Ethnicity 1.01 

I 

; .3662 
Rural/urban employment 0.71 : .4010 
Attitude .0472 .0255 3.44 ~ .0646 
Belief in effectiveness 0.79 :.5294 
Belief in importance of tobacco control 4.76 : .0009* 
Importance of tobacco prevention vs. other 1.30 .2693 
Competency barrier .0008 .0087 0.01 :.9269 
Tobacco education .0050 .0055 0.82 I .3662 
Hours oftobacco education 0.46 '.7655 
CPG .0116 .0296 0.15 .6960 
Type of nursing education 0.56 .4564 
Policy participation 0.00 .9981 
Prevention interventions .0480 .0049 96.25 <.0001 * 
Peer barriers .0485 .0262 3.44 .0646 
Patient barriers -.0232 .0207 1.26 .2629 
Institution barriers -.0039 .0189 3.20 : .0744 

~.&.<~..m:;$l'S.-::.=· -=-~-··.;;;:~.(~.:>.-.~-~~~,.:;:~~~~ .. ,>:::«>.·~:<::=. ==«=::.W..·~~~.w:==-m~~.,;s,(.~:o:;--==-~s:a:~ 

*indicates significance at p<.05. 
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After the model building process was complete, the final model for tobacco 

control intervention resulted in six independent variables (attitudes, belief in importance 
' I 

of tobacco control interventions, tobacco education, prevention interventions, peer 

barriers, and institution barriers) and accounted for 33% of the variance of the tobacco 

intervention score (R2=0.3275; F=23.32; p<0.001). Personal factors such as smoking 

status, household member smoking status, age, gender, ethnicity, rural/urban employment 

played ap unimportant role in explaining the variance in the dependent variable. Enabling 

factors or barrier factors that did not significantly affect the dependent variable variance 

included competency, type of nursing education, clinical practice guidelines, as well as 

professional factors of tobacco policy participation, and patient barriers. 

In the final model, for the predisposing factor attitude, each unit increase in the 

mean attitude score resulted in an increase in the tobacco control intervention score by 

5%. For the predisposing factor, belief in the importance of nurses involvement in 

tobacco control interventions, the post hoc Tukey-Kramer test found nurses w}J.o rated 

this variable as very important had significantly higher tobacco control intervention 

scores than those who believed importance of interventions as somewhat important. For 

tobacco education, as tobacco education in the nursing curriculum increased the tobacco 

control intervention score increased by 1%. The number of prevention interventions that 

nurses delivered accounted for a 5% increase in tobacco control interventions. One 

surprising finding was that as peer barriers increased, so did tobacco control interventions 

by 5%. Finally, as institutional barriers decreased there was an increase in tobacco 
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control interventions by 3%. Table 15 presents a· summary of the final multiple regression 

analysis of each predictor variable in the final model. 

Table 15 

Final Regression Model 

_______ V_a_r_ia_b_le _________ S_lo~ ___ S_E _____ M_e_a_n ____ SD _______ F _______ .E___ 

Attitude .0516 .0225 5.25 .0225 
Belief in importance 3.71 .0055 

Not important .5775 .5692 
I 

Undecided .3159 .2787 · 
Somewhat * .2409 .2699 
Important .3597 .2852 
Very important* .4627 .3018 

Tobacco education .0115 .0043 7.20 .0076 
Prevention interventions .0497 .0043 136.93 <.0001 
Peer barrier .0472 .0228 4.28 .0392 
Institution barrier -.0341 .0157 4.72 .0374 

*The Tukey~:K;~~~rtest fou~d the mean fo~ very important to be significa~tly higher 

than the mean for somewhat important (p=0.0158). 

Summary 

I 

This chapter presented the results of data analysis. Characteristics of the sample 

and instruments were given. Descriptive analysis was presented, followed by the results 

of the analysis of the four research questions. Discussion of the results from tq.ese 

analyses is presented in Chapter IV. 



CHAPTER IV: DISCUSSION 

This chapter includes a discussion of the study findings with regards to current 

knowledge, previous knowledge, new contributions, limitations, implications for nursing, 

and recommendations for future research. The primary purpose of this study was 

determine if there was a relationship among predisposing factors and enabling factors or 

barriers in recently licensed RNs delivery of tobacco control interventions. There were 

four research questions in this study. 

1. To what extent do recently licensed RNs engage in tobacco control' 

interventions? 

2. To what extent do recently licensed RNs report competency in tobacco control 

interventions? 

3. To what extent do recently licensed RNs report receiving preparation in tobacco 

control interventions in their nursing education program? 

4. What is the relationship among predisposing factors (personal factors of smoking 

status, household member smoking status, age, ethnicity, gender, rural/urban status, 

attitudes, and beliefs), enabling factors or barriers (perceived competency; tobacco 

education in nursing curriculum; use of clinical practice guideline [CPG]; t}rpe of 

nursing education, and professional factors (tobacco policy participation, delivery of 

other preventive interventions, and peer, patient, or institutional barriers) in recently 
. I 

licensed RNs' provision of tobacco control interventions? 

117 
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A stratified random sample ofRNs who had received initial licensure in Georgia 

from 1999 through 2001 was utilized to obtain a representative sample of 10% of the 
. ' 

- population within each year. The final sample consisted of 468 participants: 1999 

(n=169); 2000 (n=147); and 2001 (n=152). 

Study Sample Findings 

Sample demographics and professional background. The numbers of nurses in 

this study by year of licensure were similar, with percentages by year being 36% (1999), 

31% (2000), and 32% (2001). Males in this stu~y accounted for 8% of the total:sample, 

comparable to the 7% of male RNs in Georgia (Georgia Health Workforce Cooperative, 

2002). The majority of participants were married (59%) or single (31 %). The sample was 

ethnically diverse, with the majority being Cauc'asian (83%), and the largest minority 

group being African American (12%). These percentages are similar to the RN 

population in Georgia, where 82% are Caucasian and 15% are African American 

(Georgia Health Workforce Cooperative, 2002). The largest percentage of nurses in this 

study was between 25 and 29 years of age (44%). By comparison, only 8% of the RNs in 

Georgia are under 30 years of age (Georgia Health Workforce Cooperative, 2002). The 

proportional difference is not surprising, in that only nurses who recently received initial 

licensure in Georgia were eligible to participate. The majority of nurses in this study were 

employed in urban areas (64%), where 63o/o of Georgia's population resides (Boatright 

& Bachtel, 2001). 

Nurses educated at the bachelors' level or higher accounted for the majority of the 

nurses (57%) in this study with 43% educated at the associate degree level. In Georgia, 
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51% of registered nurses educational entry level is the associate degree and 31 o/p possess 

the baccalaureate level or higher (Georgia Health Worliforce Cooperative, 2002); 

however, these dat~ account for all RNs, and is not limited to recent graduates. The 

majority of nurses worked full time (84%), worked in acute care settings (71 %), provided 

direct patient care (91 %), and provided care to adults the majority of time (74%). These 

findings were consistent with the profile of nurses in Georgia, with the exception of the 

percentage of nurses working in acute care settings, which was higher than the State's 

percentage of 51% (Georgia Health Workforce Cooperative, 2002). 

Personal experiences with smoking. The majority of nurses had never s~oked 

(71%) and only 7% of nurses were current smokers, indicating a lower prevalence than in 

a study of oncology nurses, where 9% reported smoking (Sarna et al., 2000). A study of 

nursing students found the prevalence of smoking to be 7% (Shriver & Scott-Styles; 

2000). This study suggests that smoking among nurses may have declined substantially 

during the past few years where rates were reported to be as high as 22% (Padula, 1992). 

Furthermore, findings indicate much lower rates of smoking in this sample than is found 

in the overall population where the rate is 23.5% (CDC, MMWR, 2002). In this study, 

most smokers began smoking in their teens, with the mean age of initiation being 16 

years (SD 3.41 ), a finding consistent with national surveys of smokers (CDC, MMWR, 

2002). The average number of cigarettes smoked daily by current smokers (n~34) was 12 

(SD 6.98), slightly more than one-half pack daily. Respondents indicated that the reasons 

for smoking were nicotine dependence (62%), psychological factors (80%), and social 

factors ( 62% ). Sarna 
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et al. (2000) found 63% of oncology nurses believed nicotine dependence was a reason, 

76% indicated psychological factors, and 13% indicated social factors. One in five nurses 

(21%) had a household member who smoked. This proportion is lower than was found in 

a in the study by Sarna et al. (2000), where 48% of smokers and 59% of nonsmbkers 

reported having household members who smoked. In this study, 40% of the nurses who 

had household members who smoked reported a tobacco-related disease in a family 

member, less than the 58% found in oncology nurses. The lower percentage of tobacco

related diseases in this study could be due to the nurses in this study being younger than 

those in Sarna's et al. (2000) study. The mean age of nurses in Sarna's et al. (2000) study 

was 44 years; in this study, the majority of nurses were under the age of35 years (62%). 

Attitudes and beliefs about tobacco control. The majority of respondents 

endorsed nurses being a role model by not smoking (92%; n=429), actively encouraging 

their patients to stop smoking (96%; n=444 ), and being actively involved in assisting 

patients to stop smoking (88%; n=409). Similar findings were found by Sarna et al. 

(2000). Additionally, Sarna et al. (2000) found that nurses from the south and midwest, 

where tobacco use is high, reported more favorable attitudes towards nurses' participation 

in tobacco control. 

The majority of nurses (77%) be.lieved nurses' involvement in tobacco control 

interventions were important or very important and 80% believed that compared with 

other prevention interventions, tobacco control interventions were important o~ very 

important. Nurses' beliefs in effectiveness of interventions were low, with 30% believing 
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12-month post-intervention effectiveness would be less than 10%. Similarly, a study of 

family practice residents found one-fourth believed their smoking cessation efforts would 

be minimally effective (Gottleib et al., 2001). In the U.S., only 7% of all smokers who 

quit remain abstinent one-year later (Fiore et al., 2000), suggesting that nurses in this 

study have accurate perspectives concerning low long-term abstinence rates. 

Enabling factors and barriers. Factors that encouraged nurses in this study to 

provide tobacco control interventions (as measured on a 5-point Likert scale with lower 

scores corresponding to higher levels of encouragement) were (a) patient factors, which 

included health benefits (81 %; mean=1.89, SD 1.05), decreased risk for disease 

recurrence (77%; mean=1.99; SD 1.13), and patient's desire to quit smoking (70%; 

mean=2.20; SD 1.25); (b) institutional factors of role (64%; mean=2.34; SD 1.32) and 

time (58%; mean=2.69; SD 1.36); and (c) confidence (49%; mean=2.72; SD (20). Of 

the 13 enabling factors, the mean number of enabling factors in this study was 6.24 (SD 

3.60). No studies were found that reported enabling factors. Published studies ,have 

reported barriers to tobacco control interventions. 

The mean-number of barriers that existed for nurses in this study (possible 0-13) 

was 4.48 (SD 2.61). Barriers considered by the greatest proportion of nurses and with the 

lowest mean scores, measured on a 5-point Likert scale with lower ~cores indicating 

greater barriers were: (a) lack of patient motivation (65%; mean=2.38; SD 1.27); (b) lack 

of time (64%; mean=2.53; SD 1.39); (c) lack of confidence (63% mean=2.78; SD 1.27); 

(d) lack of knowledge of effective cessation strategies (53%; mean=l.33; SD 1.33); and 
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(e) lack of skills (52o/o; mean=l.35; SD 1.35). These findings are consistent with other 

studies of nurses and physicians; however"' this is inconsistent with studies of smokers in 

the U.S. that have found that 70o/o want to quit and 46% try to quit each year (CDC, 

MMWR 2002; Fiore et al. 2000; Sarna et al., 2000). Other barriers that have been 

identified in other studies include lack of patient interest in prevention, lack of health 

educators, and lack of systems for tracking and promoting preventive care (Fiore et al., 

2000; Geller et al., 1999; Gottlieb et al., 2001; Pe'rez-Stable et al., 2001; Valasquez et al., 

2000). Although not measured as an enabling factor or barrier, nurses in this study 

indicated three priority continuing education interests: (a) increasing skills in tobacco 

cessation (72%), (b) prevention of tobacco use among youth (58%), and (c) assisting 

family members/friends to stop smoking (53%). 

Delivery of other prevention interventions in'clinical practice. Nurses were found 

to provide an average of 4.63 (SD 2.88) prevention interventions daily or weekly, from 

10 possible prevention areas. Tobacco prevention was delivered daily (46%; iz=210) or 

weekly (24%; n=ll2), second to dietary prevention, which was delivered daily (49%; 

n=226) or weekly (22%; n=l03). One study of medical students' provision of cancer 

prevention interventions found students were more likely to screen for cervical and breast 

cancer than to deliver tobacco control counseling or skin cancer examinations (Geller et 

al., 1999). Frame and Werth (1992) identified barriers to physician delivery of preventive 

care as: (a) uncertainty about conflicting recommendations, (b) uncertainty about the 

value of screening tests, (c) disorganized medical records, (d) delayed or indirect 
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gratification from screening, and (e) lack of time. A study of medical students found 

wome~ tend to be more oriented toward preventive health care and health promotion 

(Bellas et al., 2000); however, this study suggests that prevention is not the focus among 

this group of predominately female nurses. 

Participation in health policy. Respondents favored nurses.participation in health 

policy, with the mean total of areas endorsed (very important or important =yes) being 

6.25 (SD 2.31) out of a possible number of eight; however, only 1% (n=4) of the 

respondents had participated in health policy within the past year and only 6% had been 

involved in public education efforts pertaining to smoking prevention and cessation. 

Slightly higher rates were found by Sarna et al. (2000), with 12% being involved in 

public education efforts in tobacco prevention and 9% being involved in public education 

efforts in tobacco cessation. The majority (59% to 91 %) endorsed the importance of each 

of the eight health policy statements, with the greatest support being in nurses' providing 

information on the health effects of tobacco (90.9%, n=423) and health benefits of 

cessation (91.4%, n=425) as well as limiting access to minors (87%, n=405). Similar 

findings were found by Sarna et al. (2000), with limiting access to minors being the area 

of greatest endorsement. Interestingly, in this study, only 17% indicated interest in 

additional skills on how to influence tobacco legislation, even though they endorsed 

nurses involvement. Levesque et al. (2000) found 15% to 23% of health promotion 

practitioners made no attempts to integrate organizational or political change~ and 

reported little preparation in policy involvement. 
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Clinical practice guideline. Practically all of the nurses had no knowledge of the 

Treating Tobacco Use and Dependence Clinical Practice Guideline (Fiore et al., 2000) 

and did not use the guideline, with rates being 96% and 97% respectively. Furthermore, 

96% indicated that their institution did not utilize. the guideline. One disturbing finding 

was less than one~half (48%) of nurses surveyed were interested in continuing education 

on how to implement the Treating Tobacco Use and Dependence Clinical Practice 

Guideline (Fiore et al., 2000). In a study of medical students, only about 10% were aware 

of published clinical practice guidelines, the guidelines for smoking, or for the proposed 

vital sign of tobacco control (Geller et al., 1999); however, this percentage is certainly 

greater than found in this group of riurses. A survey of physicians found that familiarity 

with tobacco prevention guidelines was significantly associated with physicians smoking 

cessation counseling interventions (Klein et al., 2001). Studies have found that following 

evidence-based clinical practice guidelines do improve·rates of tobacco control and other 

preventive interventions in practice (Gottlieb et al., 2001; Klein et al., 2001; Lemelin et 

al., 2001). 

The four research questions that were analyzed are now presented. 

Research Question 1: To what extent do recently licensed RNs engage in tobacco 

control interventions? 

Results of the descriptive analysis indicated that nurses in this study had low 

smoking intervention performance scores, with the mean score of only 0.37 (possible 

score 0-1 ). This finding suggests that the extent to which recently licensed registered 

nurses are engaged in the provision of all of the 5 A's of tobacco control intervention is 
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quite low. Furthermore, findings indicated that less than one-third (30%) of respondents 

provided any tobacco control interventions. 

The majority (58%; n=264) of the sample did provide ask, by documenting 

smoking status daily or weekly, with this finding being slightly less than 60% of 

oncology nurses surveyed in a study by Sarna et al. (2000). Similar rates have been found 

in family practice residents, where 59% asked about tobacco use (Gottlieb et al., 2001). 

Much higher rates of asking patients smoking status also have been reported iq. some 

studies of medical students and physicians with rates ranging from 72% to 96% (Geller et 

al., 1999; Klein et al., 2001, Thorndike et al., 1999). 

The majority (54%; n=245) advised their patient/client to quit (daily/w~ekly=yes); 

however, the mean number of advise interventions provided (brief advice to quit, 

counseling on tobacco use, provide information about second-hand smoke, and provide 

information about tobacco cessation to family members) was only 1.16 (SD 1.26). Sarna 

et al. (2000) found only 28% of oncology nurses provided cessation advice, which was 

the only advise intervention measured in that study. 

Studies of physician residents and medical students indicate much higher rates of 

advising patients to quit, with frequencies being 81% and 78% respectively (Geller et al., 

1999; Gottlieb et al., 2001). No other studies were found that examined the frequency of 

nurses providing both ask and advise which, in this study, was found to be provided by 

only 16% of nurses. 

Slightly more than one-third (36%; SD=0.48) assessed patients/clients readiness 

to quit smoking (assess) on a daily/weekly basis, similar to findings that oncology nurses 
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provided assess 34% of the time (Sarna et al., 2000). Higher rates were found in a study 

of physicians assessing adolescent smokers' motivation to quit, with 81% delivering this 

intervention (Klein et al., 2001). In the year 2000, of the estimated 70% of smokers in the 

U.S. who said that they wanted to quit, 41% had made quit attempts during the past year 

(CDC, MMWR, 2002). This study also found that only 11% of nurses provided the three 

interventions ask, advise, and assess. 

Of seven assist interventions, the average number provided was less than one 

(mean 0.67; SD 1.43). Assist interventions provided were teaching smoking cessation 

(10%), teaching relapse prevention coping skills (9%); assisting other nurses with 

smoking cessation (7%); and recommending NRT patch (21 %), NRT nasal spray (6%), 

bupropion (9%), or other (6%). The. study by Sarna ef al. (2000) found 14% of oncology 

nurses provided relapse prevention skills. Studies indicate physicians assist their patients 

to quit smoking more frequently than nurses. One assist intervention, advising patients to 

set a quit date was provided by 221%. of family practice residents and 34% of physicians 

caring for adolescents (Geller et al., 2001; Gottleib et al., 2002). Seventeen percent of 

family practice residents assisted by preparing patients for withdrawal symptoms, 15% 

providing self-help materials, 50% prescribing nicotine replacement, and 75% utilizing 

nurses or othe:r office staff to provide smoking-cessation counseling as opposed to 

counseling provided by themselves which was between 20% and 24% (Gottlieb et al., 

2002). As with the other interventions, this study also analyzed the extent to which nurses 

provided the four interventions ask, advise, assess, and assist, finding only 12% of 

respondents providing all four of these. 
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I 
The average number of arrange interventions (referral to smoking cess~tion 

I 

I 

programs or referral to another practitioner) was 0.09 (SD=0.37), with less thart 4% of 
i 

nurses' engaging in either of these interventions daily/weekly. In a study of family 

· practice physicians, more than one-half (55%) never referred their patients to smoking 

cessation programs (Gottlieb et al., 2001). Studies have documented the effectiiveness of 
• . I 

i 

organized smoking cessation programs in tobacco control (Andrews & Tingen,l1999; 
I 

I 

I 

Andrews et al., 1999; Bell & Tingen, 2001; Fiore et al., 2000); however, the results 
• ! 

I 

suggest that nurses have very limited involvement in this aspect of tobacco corltrol. 

Finally, only 4% (n=19) of this sample provided all five interventions, indicating 
' ! 

i 

that nurses are almost never involved in delivering the 5A's of tobacco interventions as 
. I 

.· I 

supported by scientifically based·studies (Fiore et al., 2000). A study.offamily[practice 
. • I 

• I 

residents provision of ask, advise, assist, and arrange follow-up found few prdvided 
I 

counseling, used. pharmacotherapy, and referred.patients into organized 

. I 

cessation programs (Gottlieb et al., 2000). No other nursing studies were foun1 that have 

I 

analyzed the extent that providers are providing all five construct~ of the tobacco 

cessation clinical practice guideline. 

I 

Research Question 2: To what extent do recently licensed RNs report 1ompetency 

in tobacco control interventions? / 
I 

I 

I 

Nurses' competence in tobacco control interventions was low in the areas of 

general knowledge, skills, confidence, and knowledge about how to help smotrs quit, 
I 

. I 

with an overall mean competence score of2.05 (SD 1.70). The majority ofnurlses (52%) 
I 
I 

perceived themselves as having overall knowledge about tobacco; however, tHe other 
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competence factors that were considered barriers by the majority of nurses were 

confidence (53%), knowledge about how to help smokers quit (53%), and skills (52%). 

Several studies with physicians and medical students have found perceptions of 

competence in tobacco control to be low (Fiore et al., 2000; Geller et al., 2002): 

Research Question 3: To what extent do recently licensed RNs report receiving 

preparation in tobacco control intervention in their nursing education program? 

The majority of respondents in this study indicated their nursing education 

program had included content on cancer risks (93%), health effects of tobacco related 

diseases (93%), effects of second-hand smoke (82%), contents of tobacco smoke (70%), 

withdrawal symptoms (65%), smokeless tobacco (64o/o), pharmacological agents (64%), 

and high-risk groups (62o/o). Only 25% reported having content on smoking cessation 

techniques; ~nd of those who did, slightly more than one-fourth (28%) had less than one 

hour on this topic and 27% had between one and two hours. Only 3% had more than five 

hours of education on tobacco cessation techniques. Additional findings were that only 

30% had clinical experiences in tobacco prevention and even fewer (22%) had clinical 

experiences in tobacco cessation. 

In a survey of oncology nurses, less than 40% had tobacco cessation information 

in their nursing program (Sarna, 1999). Medical students also have indicated that they 
I 

received less training for smoking cessation and smoking prevention than other 

prevention interventions, to include obtaining Pap smears and breast cancer examination 

(Geller et al., 1999). In Geller's et al. (1999) study, 76% of fourth-year medical students 

had observed an MD taking a smoking history, however,·only 46% had observed an MD 
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counseling patients to quit, and even fewer (31 %) had observed an MD counsel children 

about smoking prevention (Geller et al., 1999). Other studies have provided evidence that 

clinicians receive inadequate educational preparation in tobacco control (Fiore et al., 

2000). 

Research Question 4: What is the relationship among predisposing factors 

(personal factors of smoking status, househ9ld member smoking status, age, ethnicity, · 

gender, rural/urban status, attitudes, and beliefs), enabling factors or barriers (perceived 

competency,· tobacco education in nursing curriculum,· use of clinical practice guideline 

[CPG ],· type of nursing education, and professional factors(tobacco policy participation, 

delivery of other preventive interventions, and peer, patient, or institutional barriers) in 

recently licensed RNs provision of tobacco control interventions? 

One-way ANOV A and simple linear regression found the predisposinK factors 

smoking status, household members smoking status, age, gender, ethnicity, or rural/urban 

employment were not associated with tobacco control interventions in clinical practice. 

Two predisposing factors, nurses' attitudes toward tobacco control and nurses' belief in 

the importance of involvement in tobacco control interventions were found to be 

significantly associated with tobacco control interventions. Sarna et al. (200 1) found age, 

smoking status, and rural/urban employment were associated with tobacco control 

interventions. 

Several enabling factors or barriers were found to have significant positive 

associations with tobacco control interventions: (a) the extent of tobacco education in the 

nursing curriculum; (b) number ofhours received in tobacco control interventions; (c) 
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clinical practice guideline; (d) perceived importance of nurses being involved in tobacco 

policy; (e) delivery of other preventive; and (f) peer barriers. 

A general linear model, using a backward stepwise elimination process to 

determine what independent variables simultaneously were associated with tobacco 

control interventions found that after controlling for all other independent variables that 

increased tobacco control "interventions were found in nurses who had: (a) positive 

attitudes towards tobacco control; (b) belief in the importance of tobacco cont]}ol 

interventions; (c) more tobacco education in their nlJrsing education program; (d) 

delivered other prevention interventions; (e) more peer barriers; and (f) less institution 

barriers (p<.05). 

Some of the findings were inconsistent with the study of oncology nurses which 

found that nurses who have the greatest number of barriers, and thus less likely to deliver 

smoking cessation interventions, are those who are younger and who smoke (Sarna et al., 

2000). Additionally, Sarna's et al. (2000) study found that nurses without advanced 

degrees, nurse practitioners, and those working in administration were less likely. to 

deliver tobacco control interventions; however, these variables could not be analyzed in 

this study due to the very small number of nurses in those categories. 

Discussion 

Delivery of tobacco control interventions. Nurses in this study reported low rates 

of tobacco control interventions, suggesting that new nurse clinicians are not providing 

tobacco control interventions regularly. Most of the nurses in this study worked in acute 
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care settings and cared for adults. With almost one-fourth of adults in the U.S. being 

current smokers, the probability is great that these nurses provided care to numerous 

patients/clients who smoke and were not actively involved in tobacco cessation efforts. 

These findings are of particular concern in light of Treating Tobacco Use and 

Dependence Clinical Practice Guideline minimum standards of care for treating tobacco 

use which calls for all clinicians, including nurses, to determine and document smoking 

status as the fifth vital sign (Fiore et al. 2000). While 58% of nurses did ask th.eir. 

patients/clients smoking status and 54% advised them to quit, almost one-half were not 

providing these two critical elements of tobacco control interventions. Furthermore, even 

I 

fewer nurses were assessing their patients/clients motivation to quit. Smokers need a 

multi-faceted approach to cessation that involves education, relapse prevention skills, 

pharmacotherapy, and social support in order to increase current low quit-rate,s of 7% 

(Fiore et al., 2000). Nurses in this study provided very little assistance in these areas to 

their patients/clients. Almost none of the nurses in this study referred smokers for more 

intensive interventions or to other providers. 

One of the many roles of nurses is educating patients/clients about their health 

and health risks. It is disappointing to find nurses not involved in prevention efforts to 

reduce the risk of chronic diseases that are attributable to tobacco use. Despite evidence 

that supports the effectiveness of nurse-managed tobacco control interventions in both 

hospital and outpatient settings, data in this study did not indicate that nurses provided 

these interventions. 
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The most frequent suggestions to improve the delivery of smoking prevention in 

clinical practice provided by respondents included: (a) provision of educational resources 

on patient care units; (b) need more time allowed; (c) have one patient educator to 

provide smoking interventions; and (d) provide nurses who smoke cessation assistance. 

These recommended changes are congruent with the system strategies recommended in 

the Treating Tobacco Use and Dependence Clinical Practice Guideline (Fiore et al., 

2000), even though most ofthe·nurses had no knowledge of this guideline. This also 
l 

suggests that nurses certainly have relevant knowledge of strategies that could. improve 

tobacco control efforts in their institutions. Nurses need to be an integral part of making 

institutional changes that will decrease tobacco use and dependence. 

Competency in tobacco control interventions. Nurses did not perceive themselves 

to be competent in the provision of tobacco control interventions, with deficiencies noted 

in confidence, knowledge about how to help smokers quit, and general tobacc:o 

knowledge. Without competencies in these areas, it would be logical to anticipate that 

nurses' interventions in this area would be tninimal. 

Preparation in tobacco control interventions in nursing education program. Data 

from this study suggest that recently licensed nurses received minimal amounts of 

education in their nursing education programs to deliver tobacco control interventions in 

practice. Specifically, nurses received inadequate education in tobacco-related content 

I 

and almost no clinical experiences in providing either tobacco use prevention or in 

providing tobacco dependency interventions. One would expect that if nurses have 
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knowledge and skills in tobacco control, then their confidence would also increase, thus 

leading to a greater likelihood of delivering tobacco control interventions. 

Relationship among predisposing factors and enabling factors or barriers in 

recently licensed RNs tobacco control interventions. An encouraging finding of this study 

was that predisposing factors of smoking status, household member smoking status, age, 

gender, ethnicity, or rural/urban employment were not associated with tobacco control 

interventions. This finding could indicate that tobacco control intervention education of 

nurses is needed by all and not certain population aggregates. Tobacco control 

interventions were associated with nurses' attitudes about tobacco control and their 

beliefs in the importance of nurses' involvement in tobacco control. This finding suggests 

the need for systematic efforts targeted towards promoting positive attitudes and beliefs. 

This study also suggests that nurses who incorporate prevention in their practice will 

deliver tobacco interventions more consistently than those who do not provide any 

prevention in practice. One unexpected finding was that as the number of barriers 

increased so did nurses' provision 

of tobacco control interventions; however, it is encouraging to find nurses delivering the 

interventions even when barriers are high. 

Results in Relationship to Conceptual Framework 

The results of this study partially support the conceptual framework designed to 

guide this study. Predisposing factors of smoking status, household member smoking 

status, age, gender, ethnicity, rural/urban status, and marital status did not have a 

significant association with the dependent variable, nurses' provision of toba~co control 
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interventions. Attitudes towards. nurses' involvement in tobacco control interventions and 

belief in the importance of tobacco control interventions were predisposing factors that 

had a significant positive relationship with tobacco control interventions. 

For enabling factors or barriers to the provision of tobacco control, perceived 

competency, tobacco policy participation, and patient barriers did not have a significant 

relationship with nurses tobacco control interventions. Enabling factors and barriers that 

had significant positive associations· with tobacco control interventions were tobacco 

education, prevention interventions, and peer barriers. Institutional barriers had a 

significant inverse relationship with tobacco control interventions. The nature of the 

relationships as depicted in the conceptual model is found in Figure 2. 
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Predisposing Factors for Tobacco Control 
Interventions 

Personal factors 

• Smoking status/household member smoking status (NS) 

• Sociodemographic variables (age, gender, ethnicity 
rural/urban status, marital status) NS .,, 

• Attitudes and beliefs ( + )* 

Nurses' 
provision of 

tobacco control 
interventions 

Enabling Factors or Barriers for Provision of I 

Tobacco Control Interventions 
.n 

• Perceived competency (NS) 

• Tobacco education in nursing curriculum (NS) 

• Use of clinical practice guidelines (CPG's) (NS) 

• Type of nursing education (NS) 

• Professional Factors (tobacco policy participation 
(NS); delivery of other preventive interventions ( +) *; 
peer barriers ( +) *, patient barriers (NS), and 
institutional barriers(-) * 

Figure 2: Conceptual model depiction of factors associated with nurses provision 

of tobacco control interventions (NS=nonsignificant relationship; * indicates significant 

relationship; +/- indicates positive or negative relationship. 

New Contributions 

This study examined the specific components of tobacco control interventions 

found in Treating Tobacco Use and Dependence Clinical Practice Guideline (Fiore et al., 

2000) and builds on findings from other studies that have examined compon~nts of the 5 

A's: ask, advise, assess, assist, and arrange by examining the specific elements within 

each component. Particularly, this study examined the five constructs of tobacco control 

interventions as one concept. Furthermore, previous studies of nurses' tobacco control 
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interventions have focused on nurses practicing in specialty areas, thus this study adds to 

t4at knowledge base. Finally, this study was the first lmown study of nurses tobacco 

control interventions in Georgia. The lmowledge gained on this population will be helpful 

to provide interventions that are targeted at this group of nurses, their educational system, 

and health care institutions. 

Instrument Reliability 

The reliability coefficients were acceptable (.80 or higher) for all scales except the 

barriers to interventions, which was 0.7685 and the tobacco attitude scale (0.7751). The 

instrument needs to have further psychometric testing and refinement. 

Limitations 

Several limitations need to be considered when interpreting findings of this study. 

One limitation is that this study focused only on recently licensed registered nurses who 

received initial licensure in Georgia during the years 1999, 2000, and 2001. These nurses 

may not be characteristic of other nurses in Georgia. For example, the majority in the 

study was younger than 3 5 years, and the highest percentage of registered nurses in 

Georgia is in the 40-49 (35o/o) year old age group (Georgia Health Workforce 

Cooperative, 2002). These findings cannot be generalized to the entire RN population in 

Georgia. 
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Secondly, selection bias in those who responded to the survey is unknown and 

there is no way to determine the characteristics of nonrespondents in this anonymous 

stratified random sample. The majority (57%) of nurses in this study had a baccalaureate 

or higher degree in nursing; however, by comparison, a higher percentage, 51%, of 

Georgia's registered nurses have an associate degree (Georgia Health Workforce 

Cooperative, 2002). 

Additionally, this survey did not include questions to determine the frequency that 

nurses encounter smokers, whether a smoker identification system exists, or whether 

other personnel may be asking and documenting smoking status. This survey was 

designed to measure nurses' involvement in tobacco control; however, the questions 

targeted smoking cessation more heavily than tobacco control. One threat to construct 

validity that must be considered is that responses on the survey could have been made to 

be socially desirable and to please the researcher. 

Implications for Nursing 

This st11:dy has several implications for nursing practice, nursing education, and 

tobacco policy. It appears that recently licensed nurses do not routinely deliver tobacco 

control interventions in their clinical practices and this problem needs to be addressed by 

nursing educators and health care institutions. Recently licensed nurses may not 

understand the importance of tobacco intervention as a nursing role function, the 

responsibility that the discipline of nursing has in tobacco control, or the poten~ial impact 

that tobacco control delivery by nurses could have on tobacco use. A comprehensive and 

coordinated approach should be taken in educating nurses about the multiple strategies 



that are required to reduce the prevalence of tobacco use and dependence as a chronic 

disease. 
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Institutional policies and procedures, job descriptions, and quality improvement 

efforts need to include the role and responsibilities of nurses in all settings in tobacco 

. control. The adoption of scientific based protocols such as Treating Tobacco Use and 

Dependence Clinical Practice Guideline (Fiore et al. 2000) would be one way to 

implement tobacco control efforts throughout all health care institutions. 

Efforts must be made to decrease institutional barriers by supporting clinician 

efforts to provide tobacco control interventions, most especially allowing adequate time 

for these efforts. Treating Tobacco Use and Dependence Clinical Practice ·Guideline 

(Fiore et al., 2000) has several system strategies that, if implemented, could positively 

impact tobacco control efforts to include: implementing a tobacco user identification 

system, providing education, resources, and feedback to promote prqvider intervention, 

and to dedicating a tobacco dependence treatment coordinator for every clinical site 

(Fiore et al. 2000). Competence building in the provision of tobacco control interventions 

is only one change that is needed in the process of increasing nurses' active involvement 

in tobacco control interventions. Change will require institutional changes to support and 

reinforce nurses' efforts. 

It is critical that nursing education programs undertake the task of evaluating 

curricula inclusion of evidence-based approaches to tobacco control. This evaluation also 

need to consider effective ways to include tobacco control education such as on-line 

courses in tobacco control. Nursing education programs have the responsibility to prepare 



competent nurses who respond to society's priority health needs, one of them being 

tobacco control as identified in Healthy People 2010. Nursing curricula need to be 

evaluated closely to ensure that all nursing students receive experiences in tobacco 

control prevention and smoking cessation interventions. 

Furthermore, nursing educators may need continuing education in the areas of tobacco 

control to effectively incorporate content and experiences into the curriculum. 
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Finally, the factors that were identified to be associated with tobacco co.ntrol 

interventions need to be carefully considered by all who are involved in the task of 

increasing intervention delivery rates. Nursing education programs, employing 

institutions, and policy makers share the burden of responsibility in creating changes that 

will result in improved rates. Attitudes of nurses and beliefs in the importance of nurses' 

involvement in the complex issues of tobacco control must be addressed in nursing 

education progrmns, continuing education programs, and employing institutions. The 

need to increase tobacco education in nursing curricula was already discussed; however, 

this study points to the critical need to provide practicing nurses with evidence~ based 

knowledge and skills to implement tobacco control. Health care institution employers 

must address this critical need. An additional responsibility of both nursing education 

programs and health care institutions is to prepare and support nurses in delivering 

preventive health care. Nurses in all settings have an opportunity to educate clients and 

families about health risks; however, factors such as inadequate preparation in health 

promotion and disease prevention as well as competing demands of nurses may be 

reasons that are affecting nurses delivery of prevention interventions. Additionally, 
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physicians need to encourage nurses' involvement in tobacco control interventions and 

institutions need to seek ways to recognize nurses who are implementing clinical practice 

guidelines. Furthermore, employing institutions must examine their role in reducing 

barriers by finding ways to communicate to nurses that tobacco control is part of their 

role and by allowing time for nurses to spend with patients/clients in implementing the 

5A 's. Finally, making tobacco control a reimbursable service by third-party payers will 

provide a means of providing institutional support. 

Recommendations for Future Research 

The present study was undertaken to-determine if there was a relationship among 

predisposing factors, enabling factors or barriers and nurses' provision of tobacco control 

interventions in reGently licensed registered nurses in Georgia. Findings from this study 

suggest that several factors are associated with nurses' provision of tobacco control 

interventions including attitudes and beliefs about the importance of tobacco control, 

extent of tobacco control in the nursing education program, delivery of other prevention 

interventions, peer barriers, and institutional barriers. 

More research is needed to examine these factors among nurses in other settings 

and with nurses with different levels of experience. Research also needs to examine how 

the interaction between independent variables that were measured in this study affect the 

dependent variable. Further research is needed that examines nurses' delivery of tobacco 

control interventions to specific populations, including but not limited to high~risk 
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populations such as the elderly, adolescents, and pregnant women, and persons with other 

chronic diseases. Intervention studies are needed that examines the most effective ways 

of teaching knowledge and skills in tobacco control interventions that include the 

utilization of Treating Tobacco Use and Dependence Clinical Practice Guideline(Fiore et 

al., 2000). Finally, longitudinal intervention studies that focus on preparing nurses 

with tobacco control knowledge and skills, providing support, and measuring the long

term impact on tobacco control are needed. 



CHAPTER V: SUMMARY 

This cross-sectional, descriptive study was conducted to determine if there was a 

relationship among predisposing factors arid enabling factors or barriers in recently 

licensed registered nurses 'delivery of tobacco control interventions (ask, advise, assess, 

assist, and arrange). A probability method of sampling, stratified random sampling, was 

used to sample registered nurses who received initial licensure in Georgia during the 

years 1999 (n=1597), 2000 (n=1388), and 2001(n=1582). The sample consisted of 169 

nurses licensed in 1999, 147licensed in 2000; and 152licensed in 2001, with each group 

representing approximately 10% of the population within that year. 

The majority of nurses in this study were young, worked full-time in acute care 

settings, were employed in urban areas, cared for adults, were prepared at the 

baccalaureate level, were Caucasian, and female. Only 7% of nurses in the study were 

current smokers and the majority did not have household members who smoked. 

Nurses had positive attitudes toward nurses encouraging patients to stop smoking, 

setting examples by not smoking, and actively assisting patients in smoking cessation. 

They did not, however, believe in the long-term effectiveness of tobacco control 

interventions. 
I 

Several enabling factors within the categories of patient, institution, and 

competency were identified as encouraging nurses provision of tobacco cont~ol 

interventions to include health benefits, decreased risk for disease recurrence, patient 

142 
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desire to quit, role, time, and personal experience with smoking cessation. Barriers that 

were identified by the majority of nurses were lack of patient motivation, time, and lack 

of confidence. 

Nurses were found to engage in an average of 4.63 prevention interventions 

(possible 0-1 0). Eleven percent of the sample provided no prevention interventions. 

Nurses provided dietary pr.evention most frequently (72% ), followed by tobacco 

prevention (70%) and assessment of alcohol use (66%). 

Although the majority of nurses endorsed nurses' involvement in tobacco health 

policy, only 1 o/o had been involved in any health pol~cy activities during the past year. 

The policy areas that were endorsed the most frequently were nurses provision of 

information about the health effects of tobacco use, the health benefits of tobacco 

cessation, and limiting access of tobacco products to minors. 

Almost none of the respondents knew about (4%) or utilized (3%) the Treating 

Tobacco Use and Dependence Clinical Practice Guideline (Fiore et al., 2000). 

Furthermore only 3% reported institutional use of the guideline. 

Nurses in this study indicated the need for continuing education in how to help 

clients stop smoking (72%), prevention of tobacco use among youth (58%), and helping 

family members/friends stop smoking (53%). The area of least interest for continuing 

education was in how to assist other nurses to quit smoking, with 40% of respondents 

showing interest in this area. 

The total tobacco control intervention score (possible 0-1) was found to be low, 

with a mean intervention score of0.37 (SD 0.30). Thirty-percent of the sample provided 
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no tobacco control interventions at all. The majority of nurses did provide ask (5~%). The 

mean advise score (possible 0-4) was 1.16 (SD 1.26). Among the subcategories within the 

advise interventions, 54% of nurses in this study advised their patients/clients to quit, 

36% provided counseling on tobacco use, 15% provided information on second-hand 

smoke, and 12% provided information to family members of patients/clients who 

smoked. For the one assess intervention, the mean score was 0.36 (SD 0.48), 'indicating 

low provision of this intervention. For assist, the overall mean of seven subcategories 

was only 0.67 (SD 1.43), indicating that nurses on the whole provide less than one type of 

assist interventions. Among the assist interventions, less than 10% of nurses taught 

relapse prevention skills or taught smoking cessation. Twenty-one percent did 

recommend the nicotine patch as a nicotine replacement therapy; however, other nicotine 

replacement therapies (nasal spray, buproprion, other pharmocologic·al method) were 

recommended by less than 10% of the nurses. Only 7% assisted other nurses in smoking 

cessation. For the two arrange interventions, the overall mean was .09 (SD 0.137). Less 

than 5% provided either of the arrange interventions (referral to clinic or intensive 

treatment program and referral to other clinician). 

Nurses mean of the number of yes competency barriers (possible 0;..4) on 

perceived skills, knowledge about tobacco, confidence, and knowledge about:how to help 

patients/clients quit smoking was 2.05 (SD 1. 70). Slightly more than one-half (52%) 

perceived themselves to be knowledgeable about tobacco. Nurses 

did not perceive themselves competent in the other competency factors measured, with 

52% lacking tobacco control skills, 53% lacking confidence in providing tobacco 
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interventions, and 53% lacking knowledge about how to help patients/clients quit 
\ . 1 

smoking. 

This study found most nurses were not prepared in their nursing education 

programs to deliver tobacco control interventions. The mean. of the 11 tobacco-re~ated 

content areas included in the education program was 6.69 (SD 2. 77). The majprity of 

nurses had received no clinical experiences in tobacco prevention (70%) or to,bacco 

cessation (78%). Furthermore, almost 4 out of 10 nurses (39%) had received *o education 
i 

in tobacco cessation techniques, and 28% had had less than one-hour in tobacpo cessation 

techniques. Only 3o/o of nurses in this study had> 5 hours of education on tobacco 

cessation techniques. Thus, the majority of nurses (67%) had none or less than one hour 

of education on tobacco cessation techniques in their education programs. 

Simple linearregression analysis and one-way ANOVA, utilized to m~asured the 
• I • 

amount of influence the independent variable had on the dependent variable, tobacco 

control interventions, found no relationship between the predisposing factors of nurses 
! 

smoking status, household members, smoking status, age, gender, ethnieity, or 

rural/urban employment and tobacco control interventions in clinical practice; There was 
i 

. i 

a significant association between two predisposing factors: (a) attitudes towaid tobacco 

control and (b) belief in the importance of nurses' involvement in tobacco cobtrol 

I 

. interventions. Simple linear regression analysis and one-way ANOV A found no 

significant relationship between the enabling factors or barriers of competency, type of 

nursing education, policy participation, patient barriers, or institution barriers~ There. w~re 
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significant associations between tobacco control education in the nursing curr~culum,'the · 

extent oftohacco control education (i.e. number of hours received tobacco control 

interventions), clinical practice guidelines, perceived importance of nurses involvement 

in tobacco policy, and peer barriers. 

A general linear model, using a backward stepwise process was used tb determine 

what independent variables siJ!1ultaneously were associated with tobacco control 

interventions. Personal factors that were nonsignificant in explaining the vari~nce in the 

dependent variable, tobacco control interventions, were smoking status, household 

member smoking status, age, gender, ethnicity, and rural/urban employment. Enabling 

factors and barriers that were nonsignificant in explaining the variance oftobacco control 

interventions were competency, type of nursing education, clinical practice guidelines, 
• ! • 

tobacco policy participation, and patient barriers. 

Th~ final regression model found that two personal factors, nurses attitude about 

the nursesrole in tobacco coritrol andbeliefin the importance of tobacco control 

interventions were significant factors rel~ted to the variance of tobacco contr¢1 

interventions. The final model also found the en~bling factors and barriers that had 

signi:q.cant positive associations with the variance in tobacco control intervention scores 

! 

were tobacco education, prevention interventions, and peer barriers . .Institutional barriers 

I 

were found to have a ~ignificant inverse association with tobacco control interventions. 
. ' . ' : . 

In summary, data from this study suggest that recently licensed nurse~: (a) have 

low rates of tobacco control interventions; (b) have low perceptions of comp~tency to 
! 
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provide tobacco control interventions; and (c) had little preparation in tobacco c?ntrol 

interventions in their nursing educational program; and (d) nurses attitude toward tobacco 

control, belief in importance of tobacco control interventions, tobacco education in the 

nursing educational program, prevention interventions, peer barriers, and institution 

barriers were significantly associated with nurses tobacco control interventions. 
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Medical College of Georgia 
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RE: The Relalionship Among F~clors Influencing Recently Licensed Registered 
Nurses Provision of Tobacco Control Interventions 

HAC File Number: 02-06-344 

Approval Dale: 

Expiration Date: 

Dear Ms. Daniel: 
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The Human Assurance Committee (HAC) reviewed and approved the referenced study by the 
expedited procedure in accordance with the Department of Health and Human Servjces (DHHS) policy 
and the Institutional A~surance on file witlltlle DHHS. · 

The Cornmillee calls your aHenlion to the following obligations as Principal lnvesligator of this study. 
Under the terms of our-approved lnslilulional Assurance willt DHHS, you must provide the HAC with a 
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Committee will send an HAC Form ·1 07 (Clinical Study Status Report) for completion. Fanure to return 
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NURSES TOBACCO CONTROL SURVEY 

You are being asked to participate in a study about the involvement of registered 

nurses in disease prevention, with an emphasis on tobacco control. This research is being 

conducted as part of the dissertation requirements to complete my doctoral degree in 

nursing from the Medical College of Georgia. The following survey includes questions 

about your tobacco control and other prevention activities. There are no right or wrong 

answers. You do not have to answer any question you do not wish to, but complete 

answers will help me to interpret the results. Your opinion matters! 

Your responses will be used to help better understand· future needs for nursing 

education and preparation, necessary changes in clinical practice, and direct future 

research activities. Your participation is entirely voluntary, however, the information that 

you share is very important. The survey will take approximately 15 minutes to complete. 

Please do not indicate your personal identity anywhere on the survey, in order for me to 

ensure your anonymity. Individual answers will be co'mbined and reported as group data. 

Your prompt response and return of the completed survey in the enclosed stamped, self-

addressed envelope within the next two weeks will be appreciated. Returning this survey 

will be taken as your willingness and consent to provide this information. Thanks for 

your help. 

If you have any questions about the study, you may contact: 
Sandra D. Daniel, RN, MSN, PhD (c) 

229 Ashley Road 
Americus, Georgia, 31709 

Phone 229-924-3593 



A: Professional Background 

1. What year did you first become licensed as a registered nurse in Georgia? ___ _ 

2. What was your first nursing educational preparation? (Please check one) 
Associate Baccalaureate Masters Doctorate ---- ---- ---

lfyou have degrees in other fields, please list: _____________ _ 

3. Are you presently enrolled in a graduate degree program?_ yes _no 

4. How would you describe your primary functional area? (Please circle one) 
a. Administration b. Patient care c. Education d. Other (specify) _____ _ 

5. How would you describe your primary position? (Please circle one) 
a. Staff nurse e. Clinical nurse specialist i. Educator 
b. Nurse manager f. Nurse practitioner j .. Other, describe 
c. Supervisor g. Consultant 
d. Director/asst dir h. Case. manager 

6. How would you describe the majority of clients/patients in your clinical setting? 
____ Pediatric (Birth -17) ____ Adult (18-64) ____ Geriatric(65 yeats or older) 

7. Which best describes the setting in which you practice (Please circle one) 

8. 

a. Inpatient/acute care c. Outpatient/ambulatory care 
b. Community/home care d. Other, describe ___________ _ 

What is your primary practice setting? 
a. Outpatient/ambulatory clinic 
b. Public health/community clinic 
c. Hospice 
d. General medical unit 
e. General surgical unit 
f. Home care · · 

(Please circle one) 
g. Pediatric unit 
h. Surgical unit 
i. Intensive care 
j. Obstetrics 
k. Psychiatric 
1. Oncology 

m. School health 
n. Other 

9. How would you describe your current employment status in nursing? (Please check) 
a Full time b Part time c. __ Not employed 

10. About what percentage of the clients/patients you saw in the last 30 days were in the following age 
groups? 

a. Adults (18 and older) 
b. Adolescents (13-17) 
c. Infants and children (birth -12) 

_percent 
_percent 
~ercent 

\ 
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B. Experiences with clients/patients in clinical·practice 

In the following questions, please circle the number that most closely relates to your experience using 
the scale below. 

1= Daily 2= Weekly 3= Occasionally 4= Rarely 5= Never 

II. In the past month, in your clinical practice how often have you asked or assessed a client/ patient 
about the following? 

a. Alcohol use 2 3 4 5 
b. Tobacco use 2 3 4 5 
c. Diet 2 3 4 5 
d. Exercise 2 3 4 5 
e. Immunization history 2 3 4 5 
f. Oral health care 2 3 4 5 
g Seatbelt use 2 3 4 5 
h. Number of recent sex partners 2 3 4 5 
i. Contraceptive use 2 3 4 5 
j. Depression 2 3 4 5 

C. Educational Preparation in Tobacco Control Interventions 

1:2. Please indicate which of the following topics were included in your nursing 

A. 

B. 
C. 
D. 

education program as part of a required course, required course dedicated to tobacco related diseases, 
or an elective. Please mark "not offered" for any topic that was not included. Some topic's may be 
taught in several classes. Check all that apply. 

Topic Part of Required Elective 'Not 
Require Course on offered 

d Tobacco/ 
Course Smoking 

Cancer risk from smoking 

Health effects of tobacco related diseases 
Effects of passive smoking 
Contents of cigarette smoke: (nicotine, tar, carbon 

monoxide, etc.) 
E. Symptoms of withdrawal from nicotine 
F. High risk groups/ groups with most difficulty 

quitting or increased risk to start smoking 

G. Clinical smoking cessation techniques: 
l.Five "A's (Ask, Advise, Assess, Assist, 
arrange), relapse 
2. Relapse prevention 

H. Pharmacologic Agents (nicotine replacement 
therapy; antidepressant therapy 

I. Smokeless tobacco 
J. Did you have a clinical experience in nursing that 

included tobacco prevention? 
K. Did you have a clinical experience that included 

tobacco cessation techniques? 



13. Please indicate the number of total hours that you were taught tobacco cessation 
techniques while. in your nursing program. 

None < 1 hour 1-2 hours 3-5 hours ·· > 5 hours 

14. Have you participated in any continuing educational programs on tobacco use in the 
. past year? _____._yes _· _no ~ 

D. Smoking Intervention·s in Clinical Practice , 
. ' 
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In the following questions, please ·circle the number that most closely relates to your experience using 
the scale below. 

1= Daily 2= Weekly 3= Occasionally 4= Rarely · 5= Never 

15. In the past month, 'vyhen you provided care to a client/patient who smoked cigarettes, 
how often did you? 
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E. OPINIONS ON NURSING PARTICIPATION IN SMOKING 

PREVENTION AND CESSATION 

Please read each statement below and circle your response. 
1 =Strongly agree 2= Agree 3= Not sure 4= Disagree 5= Strongly disagree 

17. To what extent are the following barriers to your providing effective smoking interventions in your 
clinical practice? 

a. Not a part of my role 1 2 3 4 5 
b. Not allowed by physicians 1 2 3 4 5 
c. Lack oftime 1 2 3 4 5 
d. Lack of skills 1 2 3 4 5 
e. Lack of knowledge 1 2 3 4 5 
f. Lack of confidence in smoking cessation 1 2 3 4 5 

skills 
g. Patient/client not motivated/interested 2 3 4 5 
h. Lack of recognition/rewards for efforts 2 3 4 5 
i. Not relevant for my patients/clients 2 3 4 5 
j. No health benefits for my patient/clients 2 3 4 5 
k. Lack of adequate knowledge about how 

to help my clients/patient quit 1 2 3 4 5 
I. Reimbursable service 1 2 3 4 5 
m.Other (please specify) 1 2 3 4 5 

18. Please indicate to what degree you agree/disagree with each of the following 
statements about factors that encourage you to help patients/clients stop smoking? 

a. Expected part of my role 2 3 4 5 
b. Physicians request for nursing involvement 1 2 3 4 5 
c. Administrative support 2 3 4 5 
d. Adequate time 2 3 4 5 
e. Successful past experiences 2 3 4 5 
f. Personal experiences with cessation 2 3 4 5 

g. Confidence in ability to help people 
stop smoking 1 2 3 4 5 

h. Recognition/rewards for efforts 1 2 3 4 5 
i. Health benefits for my patients/clients 1 2 3 4 5 
j. Patient wants to quit 1 2 3 4 5 
k. Cessation will decrease risk of disease 

recurrence 1 2 3 4 5 
I. Reimbursable service 1 2 3 4 5 
m. Other (please specify) 1 2 3 4 5 



19. Please indicate how strongly you agree/disagree with the following statements about nurse.s and 
tobacco control 

a. Nurses should set a good example by 
not smoking 2 3 4 5 

b. Nurses should actively encourage 
patients to stop smoking 2 3 4 5 

c. Nurses can and should be involved in 
a9tively helping patients to stop 
smoking 2 3 4 5 

d. Tobacco control 2 3 4 5 
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20. If you helped 100 patients stop smoking, what percentage do you think would be smoke-free after one 
year? < 10% 10-25% _26-50% __ 51-75% _> 75% 

21. Overall how important is it for nurses to be involved in tobacco control activities? 
(circle one) 

Not 
Important 

1 

Somewhat 
Important 

2 

Undecided 

3 

Important 

4 

Very 
Important 

5 
22. Compared with other prevention activities (i.e. nutrition, exercise), how important is it for nurses to be 

involved in tobacco control? (circle one) 
Not Somewhat Undecided Important Very 

Important Important Important 
1 2 3 4 5 

F. PROFESSIONAL OPINION ABOUT NURSES PARTICIPATION 
., IN HEALTH POLICY RELATED TO TOBACCO CONTROL 

23. Have you participated in any tobacco policy or legislative activities in the past year? 
__ yes no 
Please describe involvement _________ ~---------

Please read each statement below and circle your response. 
1= Very important 2= Important 3= Not sure 4= Somewhat important 5= Not important 

24. How important do you think that it is for nurses to be involved in each of the 
following areas of legislation and health care policy? 

a. Providing information about the health 
effects oftobacco '-, 2 3 4 5 

b. Providing information about the health 
benefits of cesscttio'n 2 3 4 5 

c. Providing information about the role of 
nurses in tobacco control 2 3 4 5 

d. Supporting laws to restrict tobacco use 
in public 2 3 4 5 

e. Supporting laws to ensure smoke-free 
environments 2 3 4 5 

f. Supporting· laws to prevent access of 
tobacco products to minors 2 3 4 5 

g. Supporting laws to increase cigarette taxes 2 3 4 5 
h. Supporting policies to limit export of 

tobacco products overseas 2 3 4 5 



25. Within the past year, have you been involved in public education efforts in smoking 
prevention? __ yes __ no 
Ifyes, please describe activities _________________ _ 

26. Within the past year, have you been involved in public education efforts in smoking cessation? 
____yes __ no 
Ifyes, please describe activities __________________ _ 

27. Have you seen or read the Clinical Practice Guideline Treating Tobacco Use and Dependence?. 
____yes __ no 

28. Does your institution use the Clinical Practice Guideline Treating Tobacco Use and Dependence? 
____yes __ no 

29. Do you use the Clinical Practice Guideline Treating Tobacco Use and Dependence in your clinical 
practice? ____yes __ no 

G: PERSONAL EXPERIENCES WITH SMOKING 

Please circle the response that applies or fill in the blanks. 
30. Have you smoked at least 100 cigarettes in your lifetime? __yes _no (if no skip 

to question # 3 6) 

31. At what age did you begin to smoke? __ _ 

32. Do you currently smoke? _yes --. no (if no, skip to question# 35) 

33. How many cigarettes(20 per pack) do you smoke on average per day? ____ _ 

34. How important do you feel each of the following factors are in determining why you 
smoke? (Please circle) 

Not Somewhat Undecided Important Very 
Important Important Important 

Psychological 1 2 3 4 5 
Social 1 2 3 4 5 
Nicotine Dependence 1 2 3 4 5 
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35. ·Which ONE of the following statements BEST describes your smoking behavior right now? (Ple"ase 
circle the best answer) 
a. I am smoking now and I am not thinking about quitting 
b. I am smoking now and I ru!! thinking about trying to quit 
c. I am smoking now and I am also trying to quit 
d. I quit smoking in the past 6 months but started to smoke again 
e. I quit smoking in the past 6 months and have not started to smoke again 
f. I quit smoking more than 6 months ago and have not smoked for at least 6 months· 
g. I quit smoking and have not smoked f9r a year or more 
h. I quit smoking, but once in a while I have a cigarette. 

36. Do any members of your household smoke? _yes __ no (if no, skip to question 
# 39). 
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37. Please circle the description of all house/wid members who smoke? 

a. roommate(s) c. son(s) f. other(s) ----------------------
b. spouse or partner d. daughters (s) 

3 8. Has one of your family members or close friends experienced a serious tobacco-
related disease (e.g. heart disease, lung cancer, emphysema)? __ yes no 

H: CONTINUING EDUCATION NEEDS 

39. Would you like additional skills in smoking cessation interventions?_·_ yes __ no 

40. Please check the THREE most important types of skills training that you would be most interested in 
receiving? · 
___ Prevention of tobacco use among youth 
___ How to implement the Clinical Practice Guideline: Treating Tobacco Use 

and Dependence 
___ How to help clients stop smoking 
___ How to help nurses stop smoking 
___ How to help family members/ friends of clients to stop smoking 
___ How to influence tobacco legislation 

1: PERSONAL INFORMATION 

41. What is your age? (Please circle) 
a. 20-24 c. 30-34 e. 40-44 
b. 25-29 d. 35-39 f. 45-49 

42. What is your gender? female male 

g. 50-54 
h. 55+ 

43. How would you describe your ethnicity? (Please check one) 
__ Caucasian African American __ Bispanic Asian Other 

44. How would you describe your marital status/ living situation? 
_Single _Divorced/separated _Partnered _Married Widowed 

45. In what county do you live?----------------.,.-----
46. In what county are you .employed in nursing? ___________ _ 
4 7. What college/university did you receive your nursing 

education? _____ ---:------------------

J. SUGGESTIONS 
48. What suggestion(s) would you make to improve the del~very of smoking prevention 

·and cessation in your clinical practice? 

Thank you very much 

This survey was adapted from: 
Oncology Nurses and Tobacco Control Survey (Dr. Linda Sarna) 
Texas Clinician Prevention Form (Dr. Nell H. Gottlieb) 
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APPENDIX C 

MULTIPLE REGRESSION FULL MODEL 
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Full Model of Multiple Regression Analyses of Relationship between Independent 

Variables and Tobacco Control Interventions 

«-:~:·m.wm·:-:v:·w..:-:.w,.:.:.:.;.:.w,..-««-:.w..:«-»:«-:««-w.<m«·:.:--... -w:-:.;.:«·»:-·'"'""'"'· · . :.;.:.;.;.~:««-»'_...«-:«««««-'»»:««•X·~»=«~~»:<~~;.:.~:«--=«=-· «@l.w.~«-:.:«-:««-:-»Y..:-:-:-:.:-..:.:.m:-w.·~««"..:««·:.w..:-»:•:.;««.:-.;.:;..:«-:«o:.:«·:««-»=««·»:«·m:.:..v .. »»'~-. """'·*·»Y..:-x-x-:-m»:o~ 

.................................................... Y..!=.!Xi.i:l.PJ~ ......................... ·' ..................... : . .S.l..9.P..?. ...................... §E. ........... Mean SD F v 
........................ u .............. . ............................................................ 

Level of smoker .07 . 9326 
Never .3861 .3040 
Forrrier .3803 .2828 
Cll;rrent .3300· .2813 

Household smoking .07 .7879 
No .3818 .3002 
Yes .3768 .. 2875 

Age .25 .9408 
20-24 .4228 .3214 
25-29 .3827 .2895 
30-34 .3807 .3255 
35-39 .3550 .2873 
40-44 .2989 .2640 
45+. .4140 .2515 

Gender 2.36 .1257 
Female .3900 .2981 
Male .2606 .2664 

Ethnicity 1.01 .3662 
Caucasian .3953 .2914 
African American .3313 .3309 
Other .2431 .2784 

Rural/urban .71 A010 
Rural .3890 .2898 
Urban .3761 .3024 

Attitude .0472 .0255 3.44 .0646 
Belief in effectiveness in .79 .5294 

<10% .3623 .3086 
10-25% .3775 .2997 
26-50% .3948 .2904 
51-75% .4585 .2602 
>75% .2900 .2703 

Belief in importance 4.76 .. 0009* 
Not important .9800 .2659 
Som~what .2269 .2659 
Undecided .2933 .2773 
Important .3713 .2825 
V eiy important .4685 .2974 

Importance vs other prevention 1.30 .2693 
Not important .4675 .4720 
Somewhat .2745 .2659 
Undecided .2797 .2743 
Important .3970 .2889 



Very important .4111 .3062 
Competency barrier -.0008 .0087 .01 .9269 
Tobacco education . 0050 .0055 . .82 .3662 
Extent of tobacco education .46 .7655 

None .3301 .2893 
< 1 hours .3612 .3005 
1-2 hours .4198 .2907 
3-5 hours .4223 .2958 
> 5 hours .5142 .3533 

Clinical practice guidelines · .0116 .0296 .15 .6962 
Type ofNursing education .56 .4564 

2 years .3724 .2996 
4+ years .3872 .2965 

Tobacco policy participation .00 '.9981 
Prevention interventions .0480 .0049 96.25 <.0001 * 
Peer barriers .0485 .0262 3.44 .0646 
Patient barriers -.0232 .0207 1.26 .2629 
Institution barriers -.0039 .0189 3.20 .0744 

. *indicates significance at p<0.05. 

\, 




