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evelopment of an Instrument to Document the 5A’s
or Smoking Cessation

eter J. Lawson, MA, MPH, Susan A. Flocke, PhD, Brad Casucci, MA

ackground: The widely recommended 5A’s strategy for brief smoking cessation includes five tasks:
Ask, Advise, Assess, Assist, and Arrange. Assessments of the 5A’s have been limited to
medical-record review and self-report. Using observational data, an instrument to assess the
rate at which the 5A’s are accomplished was developed.

ethods: The 5A’s Direct Observation Coding scheme (5A-DOC) was developed using published
5A’s guidelines and was refined using observed clinician–patient interactions. The devel-
opment sample consisted of 46 audio-recorded visits of smokers with their physician (n�5),
collected in 2000. The 5A-DOC was next applied to a second sample of 131 visits with 28
physicians between 2005 and 2008. Inter-rater reliability was assessed and frequencies
reported. Analyses were completed in 2008.

esults: Three observations shaped the development of the 5A-DOC: (1) patients accomplish 5A’s
tasks; (2) some communication actions accomplish multiple 5A’s tasks simultaneously; and
(3) sequence is important. Inter-rater agreement for identifying each task was moderate to
excellent (kappa�0.58–1.0). When smoking status was established (Ask, n�78), 61%
Assessed readiness, and 50% contained Assist. In all, 73% failed to complete the 5A’s
adequately.

onclusions: Accounting for patient activity in smoking-cessation discussions is essential to accurately
capture the degree to which the 5A’s have been accomplished. The 5A-DOC can be applied
to audio or transcript data to reliably assess which of the 5A’s tasks have been accom-
plished. Clinician performance of the 5A’s was modest, and findings suggest that clinician
training should focus on Assess and the timing of this task, and alignment with patients’
reported readiness.
(Am J Prev Med 2009;37(3):248–254) © 2009 American Journal of Preventive Medicine
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he 5A’s framework for smoking cessation (Ask,
Advise, Assess, Assist, and Arrange) has been
widely recommended for the delivery of brief

dvice in primary care outpatient visits.1–4 However,
valuating the actual implementation of the 5A’s in
linical practice has been limited by a lack of systematic
ssessment tools. In a recent review5 of available instru-
ents and techniques for assessing delivery of the 5A’s,

t was concluded that there are no standardized or
idely used assessments of 5A’s delivery. It has been

uggested that observational coding systems developed
rom live, audio- or video-recorded clinician–patient
nteractions should be considered the gold standard
or research and evaluation.5 Additionally, although a
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umber of instruments and methods have been de-
igned to examine the 5A’s, these instruments largely
ely on clinician or patient report or medical-record
eview, which may introduce inaccuracies in reporting
r documentation.5–10 Studies using audio- or video-
ecorded data to evaluate the delivery of the 5A’s in
moking-cessation discussions are lacking,5 although
ne study recently utilized audio to evaluate the deliv-
ry of the 5A’s for physical activity.11 Therefore, the
urpose of the current study was to use audio record-

ngs of clinician–patient discussions of smoking cessa-
ion to develop and evaluate a direct observation tool to
ssess the use of the 5A’s framework during clinical
ncounters.

ethods

verview

he 5A’s Direct Observation Coding scheme (5A-DOC) was
eveloped and evaluated in several steps. In order to clearly
efine each of the 5A’s tasks evaluated by the 5A-DOC,
urrent literature describing the 5A’s guidelines3,4,12 was

eviewed (Table 1). The specific A’s that are included in any

0749-3797/09/$–see front matter
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iven 5A’s model, and their definitions, have shifted over
he past decade. In an effort to remain consistent with the
pproach proposed by the U.S. Public Health Service,4,12 the
urrent study examined five distinct constructs: Ask, Advise,
ssess, Assist, and Arrange.
First, a preliminary list of clinician activities capable of

ccomplishing the goals of each step in the 5A’s process was
roduced using the aforementioned reference as a guide.4,12

ext, an interdisciplinary team of analysts examined a sub-
ample of transcribed physician–patient encounters in an
terative process to assess the utility of applying the 5A’s
efinitions to interaction-specific data. From an examination
f these data, modifications and clarifications were made to
he 5A-DOC protocol in order to achieve operationalized
efinitions for each 5A’s task (Table 1). Developmental work
or this study demonstrated the need for operational defini-
ions that focused on the activities accomplished by clinicians
nd patients in the encounter rather than adhering to rigid
efinitions of specific utterances necessary to accomplish a
A’s task. These revised operational definitions of the 5A’s
ere applied to a second subsample of transcribed physician–
atient encounters to further refine the coding protocol. The
nal evaluation step involved application of the 5A-DOC to a
ompletely new sample of cases.

amples and Data Collection Procedures

evelopment sample. Data for the development phase were
erived from a cross-sectional study of 186 patients and five
urposively sampled physicians.13 The physicians were sam-
led based on their high rate of health behavior–advice
elivery observed in a prior study of 138 physicians.14,15

onsecutive adult patients were invited to participate in the
aiting room. Each patient participant completed a brief

urvey of current health behaviors, including smoking. The
isit was observed and audio-recorded. The patient participa-
ion rate was 82%. Both physicians and patients were blinded
o the specific study hypotheses but were informed that the
tudy was about physician–patient communication. These
ata were collected in 2000, and the study was approved by
he University Hospitals of Cleveland IRB.

Application sample. Data for the application phase of
he study were derived from a convenience sample of 28
ommunity-practicing, primary care physicians and their pa-

able 1. Operationalized definitions of 5A’s tasks

A’s task U.S. Public Health Service definition

sk Identify and document tobacco use status for eve
at every visit.

dvise In a clear, strong, and personalized manner, urg
tobacco user to quit.

ssess Ask every tobacco user if he or she is willing to m
attempt at this time (e.g., within the next 30 da

ssist For the patient willing to make a quit attempt, u
counseling, pharmacotherapy, and supplement
materials to help him or her quit.

rrange Schedule follow-up contact, preferably within the
after the quit date.
ients. Consecutive adult patients scheduled to see their 5

eptember 2009
hysician received a letter introducing the study and were
nvited via telephone to participate. Participating patients
ompleted a brief telephone survey to assess smoking status
rior to the visit. The visit was observed and audio-recorded.
he patient participation rate was 51%. Of the 739 visits

ncluded in this analysis, 131 were with self-identified smok-
rs. Both physicians and patients were informed that the
tudy was about physician–patient communication but were
linded to the specific study hypotheses. An exit survey was
sed to assess the degree to which being observed affected
atient behavior; 84% reported “not at all” and only 10%
eported “very little.” These data were collected between 2005
nd 2008, and the study protocol was approved by the
niversity Hospitals of Cleveland IRB.

ata Management and Analysis

ll audio recordings of patient encounters were transcribed
erbatim in their entirety, and transcripts were organized
sing Atlas.ti,16 a qualitative data management program.
ections of text containing talk about smoking were tran-
cribed a second time using established techniques17 in order
o annotate more nuanced elements of the discussion (e.g.,
mall pauses, false starts, rising and falling intonation). Data
rom patient surveys were used to identify smokers; the text of
ach encounter was thoroughly reviewed for any talk of
moking; and the 5A-DOC was applied. Kappa statistics for
nter-rater reliability18 were computed for each of the 5A’s
asks. Descriptive statistics for the application sample were
sed to report the frequency of each 5A’s task that was
ccomplished. A summary variable indicating the adequacy
f the completed 5A’s (according to previously developed
uidelines4,12) is reported. All analyses were completed in
008.

esults
indings from the Development of the 5A-DOC

he developmental work of establishing an assessment
cheme of talk between clinician and patient revealed
hree main findings. First, both patients and clinicians
an accomplish these tasks; therefore, a singular focus
n clinician actions alone would mischaracterize the

5A-DOC operationalized definition

tient Is tobacco use identified in any way during the
encounter?

y Are specific reasons to quit given that are intended
to be relevant to the patient? Is there a clear
message to quit smoking?

a quit Is the patient’s readiness to make a quit attempt in
the near future determined?

Are attempts made to construct a plan of action
for tobacco cessation? Are specific strategies
suggested or explained? Is the patient referred
to an outside source for assistance in cessation?

week Is there a follow-up appointment scheduled with
the stated purpose of monitoring tobacco-
cessation efforts?
ry pa

e ever

ake
ys).

se
ary

first
A’s tasks that were actually accomplished during an

Am J Prev Med 2009;37(3) 249



e
t
e
t
t
a
c

B
5

A
c
e
c
o

E

P

l
d
t
l

E
i

P

t
Y
(

E

P

t
w
w
t
a
n
c

E

P

P
P
P
P
P

S
5

I
A

E

P

s
e
r
m
l
e
s
f
p
“
q

T

A
A
h
w
o
u

E

P
P
P
P
P
P
P

P
P

2

ncounter. Second, a single turn can accomplish mul-
iple 5A’s tasks. Finally, preliminary but compelling
vidence suggests that the sequence in which the 5A’s
asks were performed may be related to difficulties in
he discussion about smoking cessation. Excerpts from
ctual transcripts have been edited and simplified for
larity of presentation here.

oth Patients and Clinicians Can Accomplish
A’s Tasks

lthough the 5A’s are generally framed as a series of
linician tasks, patients often completed them in the
ncounters examined in the current study. Patients
ompleted Ask by revealing their smoking status with-
ut physician elicitation (Example 1).

xample 1.

atient: You know I still smoke my milds.

Advise was often completed when a link was estab-
ished between smoking and an illness or disease con-
ition or when the potential benefits of cessation for
he management of a chronic condition were high-
ighted (Example 2).

xample 2. (In this case, some discussion about smok-
ng had already occurred.)

hysician: Oh, but ah- and you know you know and we’ve
talked about many times that smoking and being an
asthmatic just don’t make sense. And you’re such a health
nut in every other way, you know and even your blood
pressure would be better easily—more easily controlled if you
stopped smoking.

Physicians also completed Advise using a direct form
hat closely resembled published 5A’s guidelines (e.g.,
ou should quit smoking because . . .), but did so rarely
Example 3).

xample 3.

hysician: Umm, but I’m also just gonna continue to
encourage you because I think I probably said this before
probably the biggest decision you could make in terms of your
health care would be to toss the cigarettes. Okay?

Patient: Uh-huh.
It was common for patients to complete the Assess

ask. Patients completed Assess by expressing their
illingness or unwillingness to make a quit attempt
ithout a physician prompt. For example, some pa-

ients said that they wished to quit and asked for
ssistance. Some patients said that they would not quit
ow, but would quit at some point after circumstances

hanged (Example 4).

50 American Journal of Preventive Medicine, Volume 37, Num
xample 4.

hysician: When I talked to you a year ago you were smoking.
Now what’s going on with that?

atient: Uhh, my ex smokes like a chimney.
hysician: Oh no!
atient: And I am convinced . . .
hysician: he’s a bad influence on you.
atient: Yeah. I have the mindset already that as soon as he
is out of there I’m gonna quit. And I’ve never had trouble
quitting when I set my mind to it.

ingle Utterances Accomplish Multiple
A’s Tasks

n Example 5, a patient accomplishes Ask, Assess, and
dvise with a single statement.

xample 5.

atient: But it seems like it’s coming back and the—the cough
never really left. I’m kinda worried about it. I want you to
give me something to help me stop smoking. I—I’m really at
the point now.

Here, the patient completes Ask indirectly when she
tates that she wants to stop smoking. The patient also
ngages in the activity of Advise by positioning her
equest for assistance immediately following her state-
ent of worry about her cough, creating an implicit

ink between her worrisome cough and her smoking. In
ffect, she provides the rationale for her need to quit
moking in a way that is personally relevant—a defining
eature of the Advise task. Finally, this patient com-
letes the Assess task by clearly indicating that she is
really at the point now” where she is willing to make a
uit attempt.

he Sequence of the 5A’s Matters

ccording to the 5A’s guidelines, physicians should
ssist patients whose willingness to make a quit attempt
as been Assessed. However, inappropriate sequences
ere observed, such as cases in which Assistance was
ffered after a patient had explicitly expressed their
nwillingness to quit (Example 6).

xample 6.

hysician: Are you in a mood to try to quit yet?
atient: Mmm. It’s not—not really.
hysician: Not really.
atient: Um-hum.
hysician: Because you’re scared to quit or?
atient: No, it’s . . . I don’t know.
hysician: The risks that you have you know keep on
increasing the older you get.

atient: Mmhmm.
hysician: Umm there’s Zyban, umm, even [assistant] can

tell you about a person who said how wonderful it was.

ber 3 www.ajpm-online.net
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ssistant: That’s right.
hysician: Umm, it really— he— he didn’t even think
about his cigarettes when he was on the Zyban. And this is
from an older guy who had smoked a lot more than you
have.

atient: Uh-huh.
Physician continues with smoking talk, but patient

never engages the topic.)

Physicians and patients often fail to establish smok-
ng cessation as a common goal before the physician
roceeds to Assist. Example 6 is included to show the
atient’s lack of engagement in the smoking cessation
alk that follows her clear indication that she is not
nterested in quitting. This young patient gives only

inimal, vague responses to the physician’s statements
egarding increasing risks and the efficacy of a cessa-
ion strategy. As the talk about smoking cessation
ontinued in this case (not shown), the patient continued
o passively resist the physician’s questions, prompts, and
ffers of Assistance. Eventually, the physician aban-
oned the unsuccessful efforts to provide smoking-
essation counseling.

The 5A’s framework instructs clinicians to Arrange
ollow-up appointments for those patients who have
een Assessed as willing to make a quit attempt and
ave been Assisted in developing a cessation strategy
Example 7).

xample 7.

hysician: I want you to quit smoking and you want you to
quit smoking, right?

atient: Umhum.
hysician: So we’ll put you on Zyban—
atient: Okay.
hysician: —to help you quit smoking. And then have you
check in with me in a month. So we’ll know how you’re
doing with your quitting smoking.

pplication of the 5A-DOC

ata from a second sample of 739 audio recordings and
ranscripts were used to evaluate the 5A-DOC. Patients’
moking status was established in 244 of the 739 en-
ounters (33%), which constituted a completion of

able 2. Frequency of 5A’s tasks among 131 smokers

A’s task
Number
eligible Kappaa

Accomplished
n (%)

Accomplished
by patient
n (%)b

sk 131 78 (60) 20 (26)
dvise 78 0.79 38 (49) 9 (24)
ssess 78 0.58 48 (61) 25 (52)
ssist 78 0.93 39 (50) 15 (38)
rrange 78 1.00 2 (3) 0 (0)

Kappa computed between two raters, n�57 cases
e
The number of instances accomplished by the patient divided by the
otal number of instances accomplished (e.g., 20/78�25.6%)

eptember 2009
sk. Among encounters with current smokers (n�131),
8 (60%) contained some discussion of smoking (Table
). These 78 cases serve as the denominator for the rest
f the 5A’s tasks. Assess was accomplished in 61% of the
ases, and it was frequently accomplished by the patient
n�25, 52%). Inter-rater agreement for completion of
he 5A’s tasks was evaluated using the kappa statistic
cross cases that included smoking talk. Kappa coe-
ficients ranged from moderate (0.58) to excellent
1.0).18

Summary variables indicating appropriate comple-
ion of the 5A’s (Table 3) show that the proportions of
ases in which smoking was: (1) not discussed (i.e., no
alk about smoking occurred); (2) adequate (i.e., Ask,
dvise, and Assess were completed only for patients not

eady to change; or Ask, Advise, Assess, and Assist were
ompleted for those patients expressing readiness to
hange); (3) incomplete (i.e., failed to Assess or Ad-
ise); (4) inappropriate (i.e., offering Assist efforts
hen patient indicated he/she was not ready to
hange, or failing to Assist when patient indicated
eadiness) were computed. The Arrange follow-up as-
essment was not included as a criterion for achieving a
ating of adequate, as it occurred very rarely (n�2). For
hose cases that included some smoking-cessation dis-
ussion, adequate smoking-cessation discussion occu-
red in only 27% of these visits. The 5A’s were most
ften incomplete (56%), and inappropriate advice was
bserved in 17% of the visits. If the recommendation
hat smoking be addressed at every visit4 were included
s a criterion for a rating of adequate, only 21 of 131
isits (16%) would achieve this rating.

iscussion

he 5A’s tasks can be reliably documented by examin-
ng audio recordings and transcripts of primary care
ncounters. Efforts to develop an accurate and efficient
ethod for identifying the 5A’s tasks showed that an

able 3. Application of the 5A-DOC

A’s evaluation n (%)

moking not discussed 53 (40)
moking discussed 78 (60)
Adequatea 21 (27)d

Incompleteb 44 (56)d

Inappropriatec 13 (17)d

Adequate indicates that only Ask, Advise, and Assess were completed
or those patients not ready to change; or that Ask, Advise, Assess, and
ssist were completed for those patients expressing readiness to
hange.
Incomplete indicates cases without Advise or Assess.
Inappropriate indicates discussions in which Assist efforts were
ffered to patients who were not ready to make a cessation attempt,
r in which patients who were ready to make a cessation attempt were
ot offered any Assistance to do so.
Percentages calculated with total number of smoking discussions
n�78) as the denominator
xclusive focus on the activities of physicians would lead

Am J Prev Med 2009;37(3) 251
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o a mischaracterization of the 5A’s tasks actually ac-
omplished during the encounter. The 5A-DOC flexi-
ly codes both physician and patient completion of the
A’s tasks, which allows an important social convention
f conversation to be included in the analysis. It is well
ocumented19 that it is socially inappropriate to ask
uestions in an interaction when the answer has already
een established during that conversation. For exam-
le, a clinician would be very unlikely to Ask a patient

f they smoke when the patient’s smoking status had
lready been established by a statement made by the
atient earlier in the visit. Thus, the importance of the
atient’s role in accomplishing the 5A’s tasks is clear,
s patients’ statements may effectively preempt a clini-
ian’s question or statement that would accomplish a
A’s task.
Identifying possible associations between patients

ccomplishing the 5A’s tasks and their subsequent
moking-cessation outcomes is an empirical issue that
erits further investigation. A reliable observation tool

uch as the 5A-DOC could be used as a standard against
hich less-resource-intensive methods such as patient
eport, clinician checklists, and medical-record review
ight be evaluated. For example, the degree to which

ther assessment methods capture tasks accomplished
y the patient is unclear. Multimethod studies includ-

ng observational methods could greatly enhance our
nderstanding of the degree and nature of documen-
ation biases and could be used to further guide the
efinement of items on surveys and checklists.15

Evaluation of the completion of the 5A’s indicated that
dequate advice occurred in only 27% of visits with
mokers in which smoking was discussed. If the recom-
endation that smoking should be addressed at every visit
ere followed,4 then only 16% of visits would be consid-
red adequate. However, it has been shown20 that com-
eting priorities can reasonably override the importance
f addressing smoking cessation in about one quarter of
rimary care visits. Even after accounting for this fact, the
bserved rates of adequate advice fall short of expecta-
ions. In particular, the 5A-DOC showed physicians rarely
ompleting Arrange, even when willing patients had been
ssisted in their cessation plans. Multimethod research
sing the 5A-DOC along with other data collection meth-
ds could examine the factors that encourage or discour-
ge Arranging follow-up visits for smoking cessation.
dditionally, clinician training might emphasize this
nderutilized task to further support patients in their
essation efforts.

The delivery of the 5A’s in this study is comparable to
ther reports that use direct observation methods in
rimary care settings. For example, using field notes
bout primary care visits with smokers, it was found20

hat 12 of 91 (13%) smokers received adequate coun-
eling; another 7 of 91 (8%) received “good but defi-
ient” counseling, because their readiness to stop smok-

ng was not assessed. In another study21 that used a m

52 American Journal of Preventive Medicine, Volume 37, Num
irect observation checklist during primary care visits
ith 244 smokers, it was reported that the following
ounseling elements were addressed: Advise (55%);
ssess (37%); and Assist (38%).
This study also provides evidence that the sequence of

he 5A’s is important and thus may be necessary to
valuate the effectiveness of the 5A’s in practice. This
ample provided examples of difficulties that were en-
ountered when physicians continued to offer specific
ptions for cessation Assistance in cases in which patients
ad not expressed readiness to change. Others have

ndicated that the failure of clinicians and patients to
utually establish readiness for change may result in

atient resistance,22,23 inefficient time usage, and a strain-
ng of the clinician–patient relationship.24,25 An implica-
ion for future work is that the sequence and response
atterns observed for the tasks of Assess and Assist may be

mportant when researching the effectiveness of the 5A’s.
f further inquiry supports the observation that patient
esistance is engendered when Assist occurs without an
ssessment of readiness, efforts to train clinicians may
eed to emphasize the Assess task and its timing.
This study does have limitations. First, the samples of

hysicians and their adult patients were limited to primary
are practices in one geographic region. Data generated
rom a larger and more geographically varied pool of
linicians would add to the generalizability of these find-
ngs. Second, study participants were not completely
linded to the research process; therefore, it is possible
hat the presence of the observer and audio recorder may
ave caused the participants to interact differently than

hey would have in a typical visit. However, when surveyed
fter their visit, the overwhelming majority of patients
eported no effect or very minimal effect from being
bserved. Additionally, patients and physicians were made
ware of only the general aim of the study, namely the
nvestigation of physician–patient communication in rou-
ine healthcare visits.

Third, the development phase was conducted with
nly 46 cases, which may have limited exposure to some
f the possible variation in the range of utterances and
iscussions that could accomplish the 5A’s tasks. Yet
his sample size was adequate to reach a point of
evelopmental saturation, with new cases no longer

ntroducing material beyond the scope of the coding
ules. Additionally, the application of the 5A-DOC to a
econd sample of 131 encounters with smokers that
ere drawn from the patients of 28 primary care
hysicians strengthens the assessment that the 5A-DOC

s capable of accurately capturing specific aspects of
moking discussions across a wide range of physician
nd patient communication styles.

Fourth, inter-rater reliability for Assess was modest
kappa�0.58). An examination of disagreements be-
ween coders rating Assess indicates that difficulty arose
uring the interpretation of ambiguous patient state-

ents about readiness to change. Efforts are currently

ber 3 www.ajpm-online.net
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nderway to further refine coding rules for Assess. This
efinement may be particularly important given that
roper application of the 5A’s depends on an accurate
ssessment of a patient’s readiness to change. An

mproved coding instrument could better examine this
rucial task. Finally, the 5A-DOC is a resource-intensive
rotocol, and therefore the range of its possible appli-
ations may be limited.

The strength of the 5A-DOC is its ability to fill a
ignificant gap in the research tools available for ana-
yzing the prevalence and delivery of this widely dissem-
nated model for discussing smoking cessation. By
ttending to interactive features of smoking discus-
ions, the 5A-DOC captures all of the goals of the 5A’s
hat are accomplished, not just those performed by
linicians; completion of 5A’s by patients may be unac-
ounted for in self-reported data. Highlighting the
ariety of utterances and exchanges that could accom-
lish the operationalized goals of each of the 5A’s tasks

s a significant contribution to the adequate evaluation
f the extent to which the goals of the 5A’s model are
eing achieved in actual practice. Additional evaluation
f the 5A-DOC tool is necessary to assess its reliability
cross a wider range of clinicians, patients, and clinical
ettings. If additional findings are robust, the 5A-DOC
ould be used as a benchmark against which other
ethods currently used to document the 5A’s might be

ompared.

onclusion

he assessment of the 5A’s using observational data is
easible, but any assessment must account for patients’
ontributions to the completion of the 5A’s tasks and
he implicit accomplishment of some tasks. The 5A-
OC is a reliable instrument, capable of capturing

hese important features of smoking-cessation discus-
ions. Additional applications of the 5A-DOC to larger
amples could better inform our understanding of the
ate at which the 5A’s are appropriately employed, and
hether the preliminary findings of this study regard-

ng the sequence of smoking-cessation discussions and
he generation of patient resistance are replicable.
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