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Abstract
The purpose of this quality improvement project was to increase rates of smoking cessation counseling in a primary care practice by implementing the 5 A’s smoking cessation method.  This project was implemented in a primary care practice with three physicians, one nurse practitioner, and one physician assistant. This practice is located in the north-central region of North Carolina.  The methods of this study included educational in-services regarding the 5 A’s smoking cessation method including information and instructions for completion during routine comprehensive physical exams and documentation requirements.  Retrospective chart analysis was completed pre and post project implementation to evaluate for improvement in two intended outcomes.  These outcomes were improvement in provider completion of smoking cessation counseling using the 5 A’s smoking cessation method and improvement in provider billing for smoking cessation counseling.  The results of this project were an improvement in smoking cessation counseling completion from zero to 66% and an improvement in provider billing for smoking cessation counseling from zero to 38%.  
Keywords: Smoking cessation, 5 A’s method, smoking effects on male fertility, smoking 

health risks, smoking effects on the workforce, primary care smoking cessation, COPD.
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Chapter 1: Overview of the Problem
Primary care providers need to use an evidence-based smoking cessation method to assist with assessing and implementing proven smoking cessation interventions (Maciosek et al, 2017).  In the Treating Tobacco Use and Dependence 2008 Update from the US Public Health Service Clinical Practice Guideline recommendations for standard of care were expanded to recommend that primary care providers identify patients that are tobacco smokers consistently and address smoking cessation with each visit (Kruger, O’Halloran, and Rosenthal, 2015).  The majority of smokers will make multiple quit attempts before successfully stopping smoking and only 7% of smokers who attempt to stop smoking without any smoking cessation assistance or intervention are successful (Kruger et al. 2015).  
 The purpose of this quality improvement project was to implement an evidence-based smoking cessation method in a primary care practice.  The project site was an internal medicine practice located in the north-central region of North Carolina with three medical doctors and two advanced practice clinicians including one nurse practitioner and one physician assistant.  The providers at this practice were not currently utilizing a standardized smoking cessation tool.  They were asked to implement the 5 A’s smoking cessation method.  This quality improvement project was chosen because tobacco use and dependence is a huge health care issue and is considered a high priority use of clinician time. 
Background Information
Smoking is responsible for nearly one out of five deaths in the United States every year at greater than 480,000 deaths per year and is the leading preventable cause of death (Centers for Disease Control and Prevention [CDC], 2017).  The CDC (2017) discusses the many devastating health effects of tobacco smoking.  The increased mortality risks include contributing to about 90% of lung cancer deaths, about 80% of deaths from chronic obstructive pulmonary disease (COPD), and increased risk of dying from all causes (CDC, 2017).  Other health risks reported include two to four times increased risk of coronary heart disease, two to four times increased risk of stroke, and 25 times increased risk of developing lung cancer (CDC, 2017).  Lung diseases attributed to smoking include COPD and asthma. The report also includes the increased risk of other cancers due to smoking including bladder, cervical, colorectal, esophageal, kidney, ureter, laryngeal, liver, oropharynx, pancreas, stomach, trachea, bronchial, and acute myeloid leukemia (CDC, 2017). 
            In addition, smoking has detrimental health risks for pregnant women.  These include preterm delivery, stillbirth, low birth weight infants, sudden infant death syndrome, ectopic pregnancy, orofacial clefts in infants, and can reduce a woman’s chances of conceiving a child (CDC, 2017).  Tobacco smoking can also affect a male’s sperm by decreasing sperm mobility, sperm count/concentration, and sperm morphology which can decrease fertility (Kovac, Khanna, and Lipshultz, 2015).  Some health risks not commonly thought of with tobacco smoking include weaker bones, tooth loss due to tooth or gum disease, increased risks of cataracts, age-related macular degeneration, increased risk of developing type 2 diabetes, inflammation, decreased immune function and rheumatoid arthritis (CDC, 2017). 
Significance of the Clinical Problem
            Despite the large amount of health risks associated with tobacco use millions of people continue to smoke cigarettes.  In 2015, the adult population contributed to15.1% of smokers in the United States.  In comparison, this percentage is down from 20.9% in 2005 but still falls short of meeting the Healthy People 2020 goal of less than 12% (Jamal et al, 2016).  Primary care providers are in a position to make an impact on smoking cessation and education.  Many patients are seen at least once per year for routine health maintenance and this provides the perfect opportunity to implement smoking cessation interventions.  Olenik and Mospan (2017) report that the process of identifying patients that are tobacco users and implementation of appropriate smoking cessation interventions is essential to the meeting the Healthy People 2020 goal of “Reduce illness, disability, and death related to tobacco use and secondhand smoke exposure” (Tobacco use section, para. 1). 
Health benefits of smoking cessation include decreased cardiovascular risks which lowers heart attack risk significantly after just one year, risk or stroke is thought to decrease to that of a non-smoker within two to five years, risk of cancers of the mouth, throat, and esophagus decrease by roughly half within five years, and lung cancer risk decreases by half after ten years of not smoking (CDC, 2017).  In a study completed by Jha, Ramasundarahettige, Landsman, Rostron, and Thun (2013) it was reported that those that stopped smoking between ages 25 to 34 years had a lifespan similar to those that never smoked which was 10 years longer than those who continued to smoke although this benefit does decrease as the age of smoking cessation increases.  Smokers that quit by 39 years of age averaged an increased 9 years of life and reduced the excess risk of death from any cause by about 90%.  Benefits of stopping smoking were even seen when cessation was achieved between ages 55-64 with an increase of 4 years life expectancy (Jha et al. 2013).  
In addition to health benefits of smoking cessation, there are also economic benefits.  Ekpu and Brown (2015) reported that the World Health Organization (WHO) estimates that tobacco smoking costs over 500 billion dollars each year globally and approximately 193 billion dollars each year in the United States.  These staggering figures do not include the Tobacco-Free Kids Campaign which would increase these estimated costs to 321 billion dollars yearly.  Health care costs in the United States for managing tobacco related diseases and illnesses ranges between 6% to 18% varying in different states across the country (Ekpu and Brown, 2015).  The economic impact of tobacco smoking also affects the workforce and productivity estimated at about 151 billion dollars yearly (Ekpu and Brown, 2015).  These costs on the workforce include the costs of healthcare, absenteeism related to smoking related illnesses, and higher rates of unproductive time which is often related to increased work breaks used for smoking (Prochaska and Brown-Johnson (2014).  The costs of smoking are massive and the economic benefits of smoking cessation interventions can be great.  Maciosek et al. (2017) report that tobacco smoking cessation counseling would reduce average adult smoking years by 3.8% which would prevent 69,901 tobacco smoking related fatalities and increase quality of life years by 1,044,392 years. 
Theoretical Framework
            The theoretical framework that was used for this quality improvement project is Lewin’s theory of change.  The providers at the primary care practice where this project was completed were not utilizing a standardized smoking cessation tool prior to this project for smoking cessation counseling and the change that was implemented was to use the 5 A’s smoking cessation method.  Kurt Lewin was a German-American psychologist who created and influences the theory of planned change.  His theory includes three stages to assist with facilitating change.  These stages include unfreezing, movement, and refreezing (Manchester et al. 2014).  This model helps the change process by initially identifying the need for change and what is needed to make that change.  Lewin’s change model then helps with the implementation of change and working to make that change permanent and permanent change in how providers complete smoking cessation counseling is the desired outcome of this project.  The unfreezing stage includes preparing for change.  There must be a clear understanding that change is needed and a solution should be presented (Shirey, 2013).  The providers in the practice were given informational pamphlets regarding the benefits of using an evidence-based smoking cessation tool including decreased smoking related morbidity and mortality as well as the economic benefit.  The solution of implementing the 5 A’s smoking cessation method during routine comprehensive physical exams (CPE) was then given to the providers.  Practice change based on evidence-based guidelines that will benefit the patients’ health was initial motivation for change required in the unfreezing stage of Lewin’s change theory.  Providers were also given the information regarding billing for smoking cessation which is $35 for tobacco cessation counseling for greater than 3 up to 10 minutes and $61 for tobacco cessation counseling for greater than 10 minutes.  The actual reimbursement amount for smoking cessation varies based on the different insurance payers.  Increased billing is financially beneficial and provides increased profits for the practice which is additional motivation for change needed in this stage.  
            Following the unfreezing stage of change in Lewin’s theory is the movement stage.  Throughout this stage implementation occurs and actual changes are made.  This requires transitioning or moving to a new way of doing things as well as a detailed plan for change including coaching and guidance during implementation of the change (Shirey, 2013).  The providers at the primary care practice were asked to implement the 5 A’s smoking cessation method.  An algorithm of the 5 A’s smoking cessation method was given to the providers as a visual tool for guidance regarding the 5 A’s smoking cessation counseling method.  The providers were furnished printed literature to assist with using the tool and were given the opportunity to ask questions, voice concerns, and were provided with ongoing support as needed throughout the implementation.  Providers were educated on the written material and the evidence supporting the change to assist with getting them on board with implementation. There was also a smart phrase, which contained a preset list of questions with answer choice options, that was dropped into the CPE template note by the assistant rooming the patient that has drop down options for the provider to choose to assist with the process of implementing the 5 A’s during the office visit.  All required metrics were met with this documentation to seek reimbursement for smoking cessation counseling.  Minimum documentation required for billing for smoking cessation includes time spent counseling, that the patient was counseled on dangers of tobacco use, patient was advised to quit, and strategies discussed to assist with smoking cessation (Hughes, 2008).   The smart phrase print out included the codes required for each billing time frame.  The providers were given a clear set of expectations for how to implement the 5 A’s and the support to make the necessary changes in practice to improve smoking cessation counseling at this practice.  Lewin’s model provided the framework used to develop and facilitate the process of implementing change in provider practice which included clear explanations of the project expectations and potential benefits.
            The final stage of Lewin’s change theory is refreezing.  During this stage, the changes are stabilized and become a permanent component of the provider’s practice.  This stage requires examining the driving and restraining forces so the driving forces can be facilitated and the restraining forces can be counteracted.  Driving forces for change include: benefit to patient health, improved documentation of smoking cessation, and increased billing for smoking cessation counseling.  Examples of potential restraining forces include: provider resistance to change, provider perception of increased time requirement for smoking cessation counseling during CPE, and provider perception of increased documentation requirements.  Wojciechowski, Pearsall, Murphy, and French (2016) reported some frequent factors that could hinder progress including difficulty coordinating meeting times and the ability of one person that is resistant to the change impeding forward progress. Solidifying these changes and making them a permanent part of provider practice is a crucial step to the future sustainability of the change (Shirey, 2013).  During this stage, the process was evaluated weekly and the providers were given information regarding the progress that had been made in increasing smoking cessation counseling at the practice.  Evaluation was completed by checking in with each provider every Monday and asking if they were using the drop down smart phrase in their CPE documentation and if they were billing for smoking cessation for smokers completing CPEs.  Provider questions and concerns were addressed at this time.  Information regarding the effectiveness of primary care tobacco cessation counseling was reinforced.  The providers were given feedback regarding their progress with smoking cessation counseling at 60 days and then will be given information at four months and six months after implementation which will be outside of the time frame of this quality improvement project.  The practice will continue to provide updates to the organization’s research council after project completion, which will continue to encourage sustainability of the project.  Lewin’s refreezing stage provided the framework for development of continued project implementation and evaluation to promote permanent change which included the ongoing evaluation at four and six months as well as continued reporting to the organizations research counsel regarding project outcomes.
Assumptions
            This quality improvement project has several assumptions that will be evaluated.  The first assumption is that providers not using specific smoking cessation intervention guidelines lowers rates of smoking cessation counseling.  Next, that provider education regarding implementation of a specific smoking cessation tool will improve rates of provider smoking cessation counseling at CPEs of smokers.  Lastly, that increased rates of smoking cessation counseling will lead to increased billing for smoking cessation which will increase revenue and will provide a financial contribution to the practice.
Project Questions
1.     Will provider education regarding an evidence based smoking cessation tool improve rates of smoking cessation counseling?
2.     Will increased provider rates of smoking cessation counseling increase rates of billing for smoking cessation counseling.
Definition of Terms
1.     Smoking cessation- The process of completely stopping smoking.
2.     5 A’s method – Smoking cessation intervention. The five A’s include ask about tobacco use, advise to quit, assess willingness to make a quit attempt, assist in the quit attempt, and arrange follow-up (Centers for Disease Control and Prevention, 2014). 
Summary
            The purpose of this quality improvement project is to improve smoking cessation counseling at a primary care practice where no standard practice is being utilized.  The health effects of tobacco smoking are devastating and affect many aspects of a patient’s health.  The complications of tobacco smoking include not only increased risk of death and illness but are also an incredible economic burden.  Smoking cessation benefits include decreased health risks and are economically beneficial as well. 
            The 5 A’s smoking cessation method will be implemented at this primary care practice with the goal of increasing smoking cessation counseling at yearly CPEs of patients with a positive smoking screening.  The outcomes of this project will be evaluation of consistent use of implementation of the 5 A’s smoking cessation tool and increased billing for smoking cessation counseling.  This evaluation will be completed by chart analysis of 20% of smoker’s CPEs for 60 days prior to implementation and chart analysis of an equal number of patient encounters for 60 days after project implementation.  Charts will be analyzed for documentation of implementation of the 5 A’s smoking cessation method and for billing for smoking cessation.  Data will be collected to review the completion of smoking cessation counseling and coding practices for smoking cessation.
















Chapter 2: Review of the Literature
            The literature review for this project was conducted utilizing the following databases PubMed, CINAHL, Medline, and Ovid.  Search terms used included smoking cessation, which yielded 35,537 results, tobacco cessation which yielded 29,228 results, smoking cessation 5 A which yielded 10,063 results, and smoking cessation primary care which yielded 2,881 results.  The journal articles were reviewed and only articles that mentioned smoking in the title were included.  Additionally, inclusion criteria specified that articles not be greater than five years old unless found to be currently relevant.  Exclusion criteria included articles regarding smoking cessation in youth and teens, articles regarding smoking cessation during hospitalization, opinion pieces, and editorials. Additionally, articles were excluded that were not generalizable or that did not specifically address smoking cessation or complications of smoking.  Relevant articles were narrowed to 28. 
Literature Review Findings
Smoking health effects
The first major concept of this project to be discussed is that tobacco smoking is a detrimental health risk with a number of devastating consequences in the United States.  The percentage of United States adults who smoke cigarettes in 2015 was 15.1% (Jamal et al, 2016).  The Centers for Disease Control (CDC) (2017) reports that smoking is responsible for nearly one out of five deaths in the United States every year at greater than 480,000 deaths per year and is the leading preventable cause of death.  The increased risks include lung cancer, chronic obstructive pulmonary disease (COPD), increased risk of dying from all causes, coronary artery disease, stroke, worsened asthma, increased risk of multiple cancers, and risk of pregnancy complications (CDC, 2017).  Smoking can also affect male fertility, eye disease, tooth and gum disease, and increased risk of developing type 2 diabetes, inflammation, decreased immune function and rheumatoid arthritis (CDC, 2017).  Plurphanswat, Kaestner, and Rodu (2017) also suggest increased rates of depression and anxiety in tobacco smokers which is thought to possibly be related to the increased health problems in smokers.
Cigarette smoking is the number one factor contributing to the development of COPD which affects 5-10% of the United States population. Smoking prevention and cessation have been determined to be an important area of focus for prevention of COPD (Eisner et al. 2010).  Guarascio, Ray, and Finch (2013) also discuss that smoking is the primary risk factor for development of COPD which affects more than 12 million United States citizens.  They reiterate that smoking prevention and cessation are crucial for prevention and treatment of COPD.  These writers go on to discuss the incredible financial burden of COPD in this country.  Projected costs of COPD in the United States in 2010 was approximately 49.9 billion dollars with an expectation for these numbers to rise.  This includes direct costs of 30 billion dollars and indirect costs of 20 billion dollars (Guarascio et al. 2013).  Indirect costs of COPD include lost productivity from missed work days, decreased productivity at work, and increased likelihood of being unemployed and collecting Social Security Disability insurance.  Direct costs of COPD include detection, treatment, prevention, rehabilitation, physician office visits, hospitalizations, home care, and medications (Guarascio et al. 2013).
Tobacco smoking also has negative effects on both male and female reproductive systems.  The U.S. Department of Health and Human Services (USDHHS) (2014) reported sufficient evidence to link maternal smoking to low birth weight, orofacial clefts, ectopic pregnancy, preterm delivery, and stillbirth.  They also report sufficient evidence to link smoking with erectile dysfunction in males.  Specific issues associated with the male reproductive system include decreased sperm count, decreased sperm motility, and lower semen volume (Kovac et al. 2015). 
Sufficient evidence has also been reported to link tobacco smoking as a contributing factor to many cancers including lung cancer and increased risk of all-cause mortality in cancer patients.  There is also a possible link between smoking and breast cancer (USDHHS, 2014).  The CDC (2017) reports increased risk of other cancers due to smoking including bladder, cervical, colorectal, esophageal, kidney, ureter, laryngeal, liver, oropharynx, pancreas, stomach, trachea, bronchial, and acute myeloid leukemia (CDC, 2017). 
Primary Care Provider Smoking Cessation Role
Primary care providers play a significant role in smoking cessation counseling and should be completing smoking cessation counseling using an evidence based smoking cessation intervention.  The process of identifying patients that are tobacco users and implementation of appropriate smoking cessation interventions is essential for the process of decreasing the number of tobacco smokers in the United States (Olenik and Mospan, 2017).  Maciosek et al. (2017) noted that tobacco cessation counseling has been ranked as one of the most important preventive services in primary care.  Olenik and Mospain (2017) reported that tobacco cessation counseling is a cost-effective intervention with great potential to improve population health.  Approximately half of all long-term smokers will die of a smoking related illness, therefore smoking cessation is a highly effective health prevention strategy (Van Schayck et al. 2017).
The benefits of primary care providers completing smoking cessation counseling has been shown in many studies with reports of patients being 1.6 to 3.4 times more likely to quit smoking after being counseled to quit by their primary care provider (Johns, Metzger, and Lawrence, 2014).   Verbiest et al. (2016) also discussed the importance of smoking cessation in the primary care setting.  They reported that face to face encounters in the primary care setting are an optimal environment for identification of smokers and initiation of smoking cessation treatments.  One of the reasons noted supporting the importance of smoking cessation in the primary care setting was that the ease of obtaining smoking cessation counseling and smoking cessation treatments increase rates of quitting (Verbiest et al. 2016). 
The National Lung Screening Trial results also support the importance of smoking cessation counseling being completed in the primary care setting.  This study included data obtained regarding smoking cessation counseling for individuals enrolled in the National Lung Screening Trial that were smokers at the time of enrollment in the program.  The 5 A’s smoking cessation counseling method was used in this study.  It was found that assisting with smoking cessation and arranging smoking cessation follow up were associated with an over 40% increase in likelihood the patient would quit smoking (Park et al. 2015).
Evidence-Based Smoking Cessation Method
            Primary care providers are in a position to make an impact and improve smoking cessation.  Studies report that people who smoke tobacco are more likely to quit if smoking cessation is recommended by their primary care provider but that many patients do not perceive having received that advice (Johns et al. 2014).  A study completed by Johns et al. was completed and found that provider a provider with a visual cue during an office visit significantly improved the likelihood the provider would discuss smoking cessation with that patient.  This quality improvement project included a visual cue in the patient’s chart to complete the 5 A’s smoking cessation method for counseling during yearly comprehensive physical exams (CPE) of smokers.
            Another study completed regarding patient levels of engagement was also very supportive of the importance of smoking cessation counseling by providers during patient encounters.  Patients that were highly engaged during the office visit were more likely to receive smoking cessation counseling at 58.5% than those who were less engaged at 45.4%.  Patients who were highly engaged and received smoking cessation counseling were very likely to attempt to stop smoking at 74.6% compared to those who were less engaged and did not receive smoking cessation counseling at 46%.  Despite these statistics, counseling was still considered effective even in less engaged patients who received counseling as those who received counseling were more likely to attempt to quit smoking at 60.4% (Cunningham, 2014).  These results reinforce the importance of completing smoking counseling with patients during office encounters.
The final major concept of this quality improvement project is the use of the 5 A’s smoking cessation method to improve smoking cessation counseling.  This tool is recommended by the CDC in the 2014 Best Practices for Comprehensive Tobacco Control Program report.  The goal of tobacco cessation counseling is to ensure that every patient is screened for tobacco use.  This includes promoting health systems change to fully integrate tobacco dependence into the clinical workflow (CDC, 2014). 
Many patients are not interested or willing to participate in intensive psychological counseling to assist with smoking cessation and the 5 A’s smoking cessation method allows the primary care provider to integrate smoking cessation counseling into routine appointments in a busy clinical setting.  Interventions in which the provider takes a central role in counseling have been found to be more effective than simply providing brief advice (Larzelere and Williams, 2012). The position statement of the International Primary Care Respiratory Group also recommends use of a smoking cessation tool such as the 5 A’s method.  They report that the aim of smoking cessation interventions is to prompt a quit attempt and to then assist with the quit attempt (Van Schayck et al. 2017).  This report includes an open access algorithm to assist with the implementation of the 5 A’s smoking cessation method.
The 5 A’s smoking cessation method was used in a study regarding a prenatal smoking cessation program.  This study was completed in West Virginia which has surprisingly had a reported increased in prenatal smoking from 24.5% in 2000 to 30.5% in 2010 despite efforts to decrease tobacco use (Chertok and Archer, 2015).  The study was completed in four counties and involved ten nurse-midwives who attended training sessions to learn the 5 A’s smoking cessation method.  These nurse-midwives then integrated the 5 A’s smoking cessation method into routine prenatal visits.  A total of 35 women agreed to participate in the study.  After the initial prenatal visit and implementation of the 5 A’s method, they were then contacted every two weeks for two months to follow up on smoking cessation progress.  Of the 35 woman that participated in the study, 91.4% decreased smoking and 8.6% quite smoking within one month of the intervention.  The average number of cigarettes smoking was reduced from ten per day to eight per day in the first month, then sever per day in the second month, and then six per day by the end of pregnancy (Chertok and Archer, 2015).  This study demonstrates that the 5 A’s smoking cessation method was effective in this group.
Another study of the effectiveness of the 5 A’s smoking cessation method was completed at six community mental health centers in the Baltimore area.  The study included 304 participants who all had schizophrenia.  The participants were evaluated prior to implementation of the 5 A’s smoking cessation method, then at the time of implementation, then again at six and twelve months (Dixon et al, 2009).  The number of participants reporting smoking in the past week significantly decrease at twelve months compared to baseline and the number of cigarettes smoked per week significantly decreased at six and twelve months (Dixon et al. 2009).  This study also supports use of the 5 A’s smoking cessation method.
Summary
            Tobacco smoking has many devastating health risks which are extremely costly to the economy in the United States.  Primary care providers are in a position to help address this problem by completing smoking cessation counseling during routine office visits.  Multiple studies have reported increased likelihood of patients to attempt to stop smoking if they receive counseling from their health care provider.  This smoking cessation counseling should be completed using an evidence-based smoking cessation method and the 5 A’s smoking cessation method is recommended by many resources including the CDC.














Chapter 3: Theory for Evidence-based Practice
Lewin’s theory of change management is the theoretical framework that was used for this quality improvement project (see appendix B).  The providers in the primary care practice where this project was completed were not utilizing a specific smoking cessation tool for smoking cessation counseling.  Therefore, change is a necessity at this practice to improve implementation of smoking cessation counseling with Lewin’s theory of change as an appropriate framework to facilitate such change.  Lewin’s theory of change has been widely used in healthcare to promote change.  Shirey (2013) reports that Lewin’s theory has several strengths including versatility, practicality, simplicity, and is easy to understand.  Another strength is that Lewin’s theory is one of the oldest change management theories and there is a significant amount of experience using this theory which continues to be relevant.  Comparatively, weaknesses of Lewin’s theory are that it is considered to be too simplistic and linear at times and not always applicable (Shirey, 2013).  Additionally, healthcare is complex and dynamic, and change can be unpredictable, so it cannot always be easily placed in the unfreezing, movement, and refreezing theory of change (Shirey, 2013).
Theoretical Framework
Lewin’s change theory is comprised of three major stages or components; unfreezing, change and refreezing.  The unfreezing stage includes preparing for change.  This preparation includes a clear understanding that change is needed with a solution presented that is feasible and cab be reasonably implemented (Shirey, 2013).  Burnes (2004) described unfreezing as a steadiness that must be reversed.  He further explained that one must embrace a new behavior before the old behavior can be eliminated (Burnes, 2004).  Sutherland (2013) adds that the unfreezing stage allows organizations to recognize staff that will be involved in the change process and this gives them the perfect opportunity to create a brainstorming session to communicate ideas related to the issue.  Unfreezing is the perfect time to empower staff, help them with buy-in and to overcome reluctances (Sutherland, 2013).  Wojciechowski et al. (2016), contributes that this stage can also be referred to as the stage that creates problem identification.   This stage enables one to create new habits while forgetting old habits with the use of educating and eliminating status quos.  Unfreezing also prepares one for the change, allows for problem identification and helping other recognize the need to make the change (Shirley, 2013).  Murphy (2006) states unfreezing is the time that most resistance is identified.
The providers in the practice were given information regarding the 5 A’s smoking cessation method and were also given information regarding the benefits of using an evidence-based smoking cessation tool.  The solution of implementing the 5 A’s smoking cessation method during routine CPEs will then be given to the providers.  The goal of improved patient smoking cessation counseling with the intended outcome of decreased morbidity and mortality will be the motivation for change that is required in the unfreezing stage of Lewin’s change theory. 
The second stage of Lewin’s change theory is change and is also often referred to as movement (moving).  Murphy (2006) states that the frontrunner in this stage encourages team building to accept and support the change.  This is the action phase of the change.  Wojciechowski et al. (2016), contributes that moving allows the leader to apply brainstorming, role modeling, coaching and training.   Sutherland (2013) states that this is the stage that can be thought provoking with the use of workaround and it is often detected that additional education and training is required to effectively apply the change.
Providers at this primary care practice were asked to implement the 5 A’s smoking cessation method.  They were provided with printed literature to assist with using the tool and had access to myself for questions, concerns, and support as needed throughout the implementation.  The providers were given a clear set of expectations for how to implement the 5 A’s and the support to make the necessary changes in practice to improve smoking cessation counseling at this practice.
	The last stage of Lewin’s change theory is refreezing.   During this stage, the change has created a new behavior and established a new way of doing things.  It is important for leadership to monitor this stage to assure that old habits do not resurface.  Burnes (2004) states that during the refreezing stage there must be a transition for all staff member or the change will not be sustained.  He also contributes that the organization should make adjustments to its organizational culture, daily routines, and policies and procedures (Burnes, 2004).  Driving and restraining forces are examined during this stage so they can be facilitated or counteracted (Shirey, 2013).  This stage is where the changes become the normal and are made part of everyday practice.  This is a crucial step to the future sustainability of the change (Shirey, 2013).  
Throughout project implementation continued evaluation took place during this stage with continued support and evaluation.  Evaluation of success or failure of the quality improvement project was completed during this stage. Providers were given feedback regarding the progress of the project throughout implementation and will be given feedback at four months and six months after implementations which will be outside of the time frame of this quality improvement project but will continue to encourage sustainability of the project.
Lewin’s change theory was utilized to implement evidence-based practice education in two Geriatric Education Centers.  The unfreezing stage involved the identification of the problem followed by the approval of the proposal. The unfreezing stage also included training of nurses and social workers on the use of evidence-based falls risk assessment with appropriate referrals.  The movement stage included implementation of the evidence falls risk assessment with appropriate referrals.  During this stage, initial evaluations were completed regarding the need to increase time with patients, the need for improved educational content, and the need to provide clinical reminders.  Finally, the refreezing stage included reinforcing the new procedures.  The results of this study support the use of Lewin’s change theory to assist with implementing change (Manchester et al., 2014).
Another example of the successful application of change using Lewin’s change theory is implementation of bar-coded medication administration in a hospital setting.  This change was being implemented to address the need for improved medication administration safety.  The unfreezing stage included identifying the needed change and the plan for implementation.  The movement stage involved implementing bar-coded medication administration across the facility with project leaders to oversee the implementation and provide support (Sutherland, 2013).  The refreezing stage of this change included evaluation and summary of the process and making the change permanent.  The change to bar-coded medication administration was successful using Lewin’s change theory as an example (Sutherland, 2013).
Summary
            Kurt Lewin’s theory of change management is a proven change theory that consists of three stages including unfreezing, movement, and refreezing.  This change theory is the theoretical framework that will be used to implement the 5 A’s smoking cessation method in the primary care practice that is the site for the quality improvement project.  These steps were systematically completed with the goal of permanent change.  These steps included provider education regarding need for change in smoking cessation counseling and how change will be implemented which was implementation of the 5 A’s smoking cessation method during CPEs.  The next step was implementation and evaluation of change which was the providers completing and documenting the 5 A’s smoking cessation counseling during CPE’s.  The last step is ongoing and is making completing the 5 A’s smoking cessation counseling method during CPEs a permanent part of practice.


















Chapter 4: Pre-implementation Planning
            The primary care practice that is the setting for this quality improvement project provides care for patients 13 years of age and older with the main population being greater than age 18 years of age.  Smoking cessation counseling was not being completed utilizing an evidence-based smoking cessation method.  In fact, providers should address smoking cessation with all tobacco users as cigarette smoking is one of the largest causes of preventable illnesses and death (Larzelere and Williams, 2012).  Further support of this practice includes that the Centers for Disease Control (CDC) (2017) guidelines recommend that providers at this practice implement an evidence-based smoking cessation method at every Comprehensive Physical Exam (CPE) of tobacco users.  Evidence of the benefit of primary care providers completing smoking cessation counseling has been shown.  Cunningham (2014) completed a study with results that a significantly higher percentage of patients will attempt to stop smoking if they receive tobacco cessation counseling from their medical provider than those who do not.
Project Purpose
The purpose of this quality improvement project is to implement an evidence-based smoking cessation method in a primary care practice. The project site is an internal medicine practice located in the north-central region of North Carolina and has three medical doctors and two advanced practice clinicians including one nurse practitioner and one physician assistant.  The providers at this practice are currently not utilizing a standardized smoking cessation tool.  They will be asked to implement the 5 A’s smoking cessation method.   The measurable outcomes of this project will be completion and documentation of the 5 A’s smoking cessation counseling method during CPEs of smokers and increased billing for smoking cessation counseling. 
Design
            The design of this project was quality improvement.  The Health Resources and Services Association (HRSA) defines quality improvement as “consisting of the process of systematic and continuous actions that lead to measurable improvement in health care services and health status of targeted patient groups” (2011, p. 2).  The four key principles of a quality improvement program include quality improvement work as systems and process, focus on patients, focus on being part of the team, and focus on the use of data (Health Resources and Services Association, 2011).  This quality improvement project meets these key principles.  The focus on patients for this quality improvement project was smoking cessation counseling.  The systems and processes of how smoking cessation is implemented was the focus of the change.  This project was implemented to include all providers in the office as well as the assistants.  This change was made as a group and included all team members.  Pre and Post intervention data was utilized to measure the success of the change and to guide future interventions.  This data was retrieved using retrospective chart review after completion of project implementation.  Chart review of 20% of smokers completing a CPE in the 60 days prior to project implementation and an equal number of charts of smokers completing a CPE was reviewed during the time frame of 60 days after project implementation.  These charts were reviewed for completion of smoking cessation counseling using the 5 A’s smoking cessation.  The charts were also reviewed for smoking cessation counseling billing which would be shown by a charge code of 99406.
Cost Analysis of Materials Needed for Project
            Costs of project implementation included meal catering for the initial educational session.  This included meals for the providers that participated in the project and the office manager who is required to be present at all office meetings.  This totaled 5 people.  The cost of this meal was $58.67.  Other costs will include printing materials.  This included five copies of the educational pamphlet, five copies of the 5 A’s smoking cessation algorithm, and five copies of the smoking cessation smart phrase to be used in documentation which also included the smoking cessation charge code.  This cost was $0.80.  There were no other costs for project implementation,
Plans for Institutional Review Board Approval
            Institutional Review Board (IRB) approval was first obtained through Novant Medical Center as the practice is a part of the Novant system (see appendix I).  The initial step in this process was presentation of the project proposal to the Novant Research Council.  After approval was received from the Novant Research Council, the Novant IRB process was initiated (see appendix J).  This included submission of all materials and completion of the Novant IRB online application.  Once Novant IRB approval was obtained, the East Carolina University (ECU) IRB application was completed and submitted to the project chair for review and submission to the IRB board for approval or waiver.  This project was deemed quality improvement and was approved by both Novant and ECU IRB boards (see appendix K).
Plan for Project Evaluation
Outcome Measurement
The evaluation of this study included two outcomes.  The first outcome was consistent use of the 5 A’s smoking cessation tool.  This outcome was measured by retrospective chart analysis of smokers who completed a CPE to see how many had documentation of smoking cessation counseling completed using the 5 A’s.  The number of charts  reviewed was  20% of CPEs of patients with a positive smoking history 60 days prior to project implementation and review of an equal number of charts was completed 60 days after implementation of provider education regarding the 5 A’s.
            The second outcome was increased billing for smoking cessation.  This was evaluated by retrospective analysis of charts of patients completing a CPE with positive tobacco use to determine if these patients were billed for tobacco cessation counseling during the 60 days prior to project implementation.  The chart analysis was for a 60-day time frame prior to project implementation and included 20% of charts of patients completing a CPE with positive smoking history.  After 60 days, an equal number of charts of patients completing a CPE with positive smoking history was again analyzed for smoking cessation counseling billing.  An increase in billing would be considered a positive representation of improved smoking cessation implementation by the providers in this primary care practice.
Evaluation Tools
            Data was collected using pre and post intervention evaluation tools which were saved as excel documents.  The data included in the pre-intervention tool documented if smoking cessation counseling and billing were completed (see appendix C).  The post intervention evaluation tool included ethnicity, age, gender, and whether or not smoking cessation billing and counseling were completed (see appendix D).
Summary
            This quality improvement project was completed in a primary care practice that sees mainly patients greater than 18 years of age in which no standardized smoking cessation method was being used. The outcomes of the project were compliance of the 5 A’s smoking cessation method and increased smoking cessation counseling billing.  These outcomes were evaluated using retrospective chart analysis.  This was completed by chart review of 20% of CPEs of patients with a positive smoking history in the 60 days prior to project implementation and then review of an equal number of charts of CPEs of patients with a positive smoking history in the 60 days after project implementation.






















Chapter 5: Implementation Process
            Implementation of this quality improvement project will be completed in a primary care practice with three physicians, one nurse practitioner, and one physician assistant. This practice is located in the north-central region of North Carolina.  Project implementation was initiated with provider education during the first week of class of the Spring 2018 semester.  Implementation was continued and evaluated during a 60 day time frame post implementation.
Setting
            The setting of this quality improvement project was an internal medicine primary care practice location in the north-central region of North Carolina.  The providers in this practice care for patients ranging from ages 13 and up.  Project implementation was completed by a total of four primary care providers including two physicians, one nurse practitioner, and one physician assistant.  This practice provides primary care and sick care as well.  Providers see an average of 12-22 patients per day.
Sample
            The sample for this quality improvement project was primary care providers at the primary care practice the project was completed.  This included two medical doctors, one nurse practitioner, and one physician assistant.  Providers that work a minimum of 24 hours per week were included in the project.  This practice includes one medical doctor that works eight or less hours per week who chose not to participate in the study.  Of the providers included, one medical doctor works 36 hours per week and the other medical doctor works 24 hours per week.  The nurse practitioner works 36 hours per week and the physician assistant works 25 hours per week.   
Methodology
            The methodology of this quality improvement project was to introduce providers to the 5 A’s smoking cessation method.  Providers were given an educational pamphlet regarding the health risks of smoking cessation and the benefits of stopping smoking (see appendix E).  An algorithm published with open access by Van Schayck et al. (2017) was given to assist providers with implementation of the 5 A’s smoking cessation method. (see appendix F).  The providers were then given a smart phrase that included drop down options to choose from for completion of the 5 As smoking cessation method that will also include the required documentation for smoking cessation billing (see appendix G).  Provider’s assistants were also given the smart phrase with instruction for when this was to be utilized This information was  given to the provider’s assistants via email after the initial provider education. The smart phrase was to be dropped into the CPE template by the assistant rooming patients with positive current smoking status.  The same day the email with the smart phrase was sent to provider’s assistants they were all asked if they had any questions and instructions were reinforced.  
The 5 A’s smoking cessation was chosen as the smoking cessation counseling method as this was felt to be easily implemented and a very clear user friendly process.  The five A’s include: ask about tobacco use, advise to quit, assess willingness to make a quit attempt, assist in the quit attempt, and arrange follow-up (CDC, 2014).  Provider education was completed during an educational in-service which was completed prior to project implementation.  This educational in-service was completed during the first week of the Spring 2018 semester.
The next step after the provider educational in-service was to implement the 5 A’s smoking cessation counseling method in practice. Ongoing evaluation was completed each week during project implementation and providers were asked if they are completing smoking cessation counseling using the 5 A’s smoking cessation method with required documentation and if they are billing for that smoking cessation.  The assistants were also sent reminders to drop the smoking cessation smart phrase in to the notes of smokers completing CPEs via email or verbally each week as well.
The final step of project implementation was chart analysis. Provider compliance with this tool was measured by chart analysis of tobacco users completing a CPE to determine if the 5A’s were used to implement smoking cessation counseling.  This chart analysis was completed 60 days after provider education regarding the 5 A’s.  The charts were reviewed to determine the rate of completion of implementation of the 5 A’s tool. 
Tools
The educational tool used was an educational pamphlet regarding the health risks of smoking and the benefits of smoking cessation (see appendix E).  The first tool used for implementation of the 5 A’s smoking cessation method was an algorithm of the 5 A’s published with open access by Van Shayck et al. (2017) (see Appendix F).  The last tool used for implementation was a smart phrase with drop down options that will be dropped into the CPE template and assisted the provider through the 5 A’s smoking cessation questions as well as required documentation for billing for smoking cessation counseling (see appendix G).  An excel spreadsheet was utilized for chart analysis prior to and after project completion to analyze for improvement in rate of completion of the implementation of the 5 A’s smoking cessation tool and for rate of billing for smoking cessation counseling (see appendix C and D).
Summary
            This quality improvement project was completed in an internal medicine primary care practice located in a north-central region of North Carolina and included a total of four primary care providers consisting of two medical doctors, one nurse practitioner, and one physician assistant.  The sample for this project included the providers listed above.  The method was to introduce providers to the 5 A’s smoking cessation method using educational materials and information.  The project was then implemented and there was be ongoing evaluation weekly to ensure providers understood the process and to address any issues or questions they may have had.  The last step of project implementation was retrospective chart analysis.
 
 
 
















Chapter 6: Evaluation of the Practice Change Initiative
	Retrospective chart analysis was completed during a 60-day period pre and post project implementation.  Post-implementation chart analysis data was compared to pre-implementation chart analysis to determine if there was improvement in provider completion of smoking cessation counseling using the 5 A’s smoking cessation tool.  These charts were also compared to determine if there was improvement in provider billing for smoking cessation counseling. 
Participant Demographics
The sample size (N = 64) included charts of patients with a positive smoking history completing their yearly comprehensive physical exams (CPE).  Demographic data was gathered on post-implementation chart analysis only.  Demographic data was categorized by ethnicity, age, and gender.
Caucasian patients accounted for 66% of the total post-implementation sample of smokers, African American patients accounted for 28% of smokers, Hispanic patients accounted for 1%, and 1% of patients declined to report ethnicity (Table 1).  The 30-39 year old age group accounted for 16% of smoker’s charts analyzed.  The largest age group was 40-49 years old making up 34%.  The next largest group was 50-59 years old making up 22% followed by 60-69 years old at 19%.  The 70-79 year old age group accounted for 6% with the 80 and older age group accounting for only 3% of smoker’s charts analyzed (Table 2).  The last demographic analyzed was gender with males attributing to 56% and females making up 44% (Table 3).
Table 1.  Ethnicity Post Implementation (N=32)
	Caucasian
	African American
	Hispanic
	Declined to report

	9
	21
	1
	1



Table 2. Post Implementation patient age (N=32)
	20-29
	30-39
	40-49
	50-59
	60-69
	70-79
	80 and above

	0
	5
	11
	7
	6
	2
	1



Table 3. Post Implementation Gender (N=32)
	Male
	Female

	18
	14



Intended Outcomes
	There were two intended outcomes of this quality improvement project.  The first intended outcome was that providers would complete smoking cessation counseling using an evidence-based smoking cessation method during CPEs of patients with a positive tobacco smoking history.  The smoking cessation method to be used is the 5 A’s smoking cessation tool.  The second intended outcome was for providers to bill for smoking cessation counseling after completion of smoking cessation counseling with appropriate documentation in the patient’s chart.
Findings
	There was improvement seen in both intended outcomes with the greatest improvement being increase in completion of smoking cessation counseling using the 5 A’s smoking cessation method.  Retrospective chart analysis revealed that no measurable smoking cessation counseling was completed prior to project implementation.  Post project chart analysis showed a substantial increase in smoking cessation counseling using the 5 A’s smoking cessation method with completion at 66%.  Again, with billing the pre-implementation chart analysis results were that no billing for smoking cessation was completed.  This was also improved with billing completion on 38% of charts post implementation (see appendix H).
Summary
	The intended outcomes of this quality improvement project were met with significant improvement in both areas.  Smoking cessation counseling significantly improved from zero percent pre-implementation to 66% post-implementation.  The outcome of increased billing for smoking cessation counseling also improved from zero percent pre-implementation to 38% post-implementation.  Completion of smoking cessation counseling saw a greater improvement than provider billing for smoking cessation counseling.












	






Chapter 7: Implications for Nursing Practice
	This chapter will discuss the eight essentials developed by the American Association of Colleges of Nursing (AACN) (2006) used to guide Doctor of Nursing Practice (DNP) Programs. These essentials are the foundation of the core competencies of advance practice nursing roles.  This quality improvement project met and was guided by these eight essentials.
Essential I:  Scientific Underpinnings for Practice
	The first DNP essential, scientific underpinnings for practice addresses the need to integrate nursing science with knowledge from other areas of nursing practice including psychosocial, analytical, and organizational.  These scientific underpinnings are used to evaluate and develop evidence-based methods to improve nursing practice and outcomes (AACN, 2006).  This DNP essential was met with the research and identification of the problem and development of the quality improvement project.
	Through extensive research of tobacco smoking health effects and smoking cessation guidelines it was found that multiple sources recommended that primary care providers screen and complete smoking cessation during routine office visits using an evidence-based smoking cessation method.  The 5 A’s smoking cessation tool was recommended for use by multiple sources including the Centers for Disease Control (CDC) in the 2014 Best Practices for Comprehensive Tobacco Control Program report (CDC, 2014).  The problem identified was that primary care providers at this practice were not using an evidence-based smoking cessation tool to complete smoking cessation counseling.  Based on this problem the quality improvement project was developed to implement the 5 A’s smoking cessation method during yearly comprehensive exams (CPE). 

Essential II:  Organization and Systems Leadership for Quality Improvement and Systems Thinking
	The second DNP essential combines organizational and systems leadership to advocate for improved quality, access, and cost of patient care (AACN, 2006).  This essential was met with the development of this quality improvement project with the purpose of improving smoking cessation counseling for patients to increase the chance of patients attempting to stop smoking which improves overall population health.  This project also meets this essential as decreased smoking will decrease cost of patient care for treatment of smoking related illnesses.
Essential III:  Clinical Scholarship and Analytical Methods for EBP
	DNP essential III emphasizes the use of literature research to critically analyze current literature and evidence and to use this knowledge to design and implement evidence-based practice (AACN, 2006).  This quality improvement project was based on extensive literature review of health complications of tobacco smoking and of smoking cessation treatment guidelines and recommendations.  This literature review supported that tobacco use has significant health risks and complications.  Research also supported the use of an evidence-based smoking cessation tool with multiple sources recommending the 5 A’s smoking cessation method.  This quality improvement project was then developed to implement the 5 A’s smoking cessation method in a primary care practice based on current research and literature review.
Essential IV:  Information Systems/Technology and Patient Care Technology for the Improvement and Transformation of Healthcare
	The next DNP essential emphasizes the ability to efficiently utilize technology to analyze, design, and select information technology to improve patient care delivery and quality of patient care (AACN, 2006).  This project utilized EPIC which is an electronic medical record used at the primary care practice.  A smartphrase, which is preset documentation with drop down menus to selects choices, was created to be put into provider notes to assist with appropriate documentation and to guide providers through the 5 A’s smoking cessation method.  This electronic health record was used to complete a retrospective chart analysis to evaluate use of the 5 A’s smoking cessation tool and to evaluate for provider billing for smoking cessation counseling.
Essential V:  Healthcare Policy for Advocacy in Healthcare
	DNP essential V, healthcare policy for advocacy in healthcare, addresses the need to analyze health policy for patients and nurses to provide leadership and influence policy in local and global settings (AACN, 2006).  This quality improvement project included policy improvements in the practice in which it was completed.  The healthcare policy addressed revising and improving the smoking cessation counseling policy in the practice by utilizing the 5 A’s smoking cessation method and including appropriate documentation of smoking cessation counseling. 
Essential VI:  Interprofessional Collaboration for Improving Patient and Population Health Outcomes
	The focus of DNP essential VI is using an interdisciplinary approach to provide effective collaboration, communication, and leadership to develop policy and improve quality of patient care (AACN, 2006).  This quality improvement project was dependent on collaboration with the providers involved in implementation and with the providers’ assistants.  This project was initiated with an education in-service that included all providers. Education regarding the project, tobacco smoking health risks, and the 5 A’s smoking cessation tool were given during this in-service.  The providers’ assistants were also met with and given education and instructions regarding entering the smartphrase into the provider’s note for patients with a positive smoking history completing their annual CPE.  The assistants were responsible for entering the 5 A’s smoking cessation smartphrase in the note for providers to fill out and to assist with helping prompt the provider to complete smoking cessation counseling.  Providers were met with on a weekly basis to address questions and concerns and to reinforce the project goals.  Assistants were sent bi-weekly reminders to enter the smartphrase in the provider notes.  There was also a final meeting to discuss the results of the project.
Essential VII:  Clinical Prevention and Population Health for Improving the Nation’s Health
	The next DNP essential emphasizes analysis of epidemiology and data to utilize inequality and gaps in healthcare.  This information should then be used to develop and implement change to improve quality of care and to address gaps in health care (AACN, 2006).  Inadequate smoking cessation counseling was identified as a problem at the primary care practice where this project was completed.  This quality improvement project was developed to ensure that all patients be screened for tobacco smoking and all patients with a positive smoking history be counseled on smoking cessation with the use of an evidence-based smoking cessation tool.  This specifically addresses the Healthy People 2020 goal of “Reduce illness, disability, and death related to tobacco use and secondhand smoke exposure” (Tobacco use section, para. 1).  This project integrates smoking cessation counseling into primary care visits for all patients.
Essential VIII:  Advanced Nursing Practice
	The last DNP essential, advanced nursing practice, requires that the DNP prepared nurse have the foundation and knowledge to provide advanced practice in multiple areas.  This includes conducting systematic assessments in different settings, mentoring and educating fellow nurses, providing support throughout change, evaluating and designing nursing interventions based on evidence-based practice to promote improved quality of care, and using systems analysis to develop improved quality of care and patient outcomes based on efficiency, financial, and ethical considerations (AACN, 2006).  
	This quality improvement project displayed advanced nursing practice by addressing a population health issue which was tobacco smoking health risks and complications.   Data and policy regarding completion of smoking cessation counseling was analyzed and the problem of inadequate smoking cessation counseling completion by primary care providers at this practice was identified.  From this data the quality improvement project was developed to address this issue and implement the 5 A’s smoking cessation tool.  This project provided education and support to providers and nursing staff throughout implementation.  Quality of patient care was improved by increasing the completion of smoking cessation counseling using an evidence smoking cessation counseling tool.
Summary
	The eight DNP essentials guided development and implementation of this quality improvement project.  This project used current literature review and analysis of research and guidelines to develop a project to improve patient care and population health outcomes.  The 5 A’s smoking cessation method was implemented in a primary care practice that was not using an evidence-based smoking cessation method.  This required leadership, use of technology, educational in-services, and collaboration working together to improve the quality of patient care. 


Chapter 8: Final Conclusions
	The 5 A’s smoking cessation method was implemented in a primary care practice in which the providers were not currently using an evidence-based smoking cessation tool.  The intended outcomes of this project were use of the 5 A’s smoking cessation tool with appropriate documentation during Comprehensive Physical Exams (CPE) of patients with a positive smoking history and an increase in provider billing for smoking cessation counseling.  Retrospective pre-implementation chart analysis revealed no measurable smoking cessation counseling and no provider billing for smoking cessation.  Post-implementation retrospective chart analysis showed an increase in both areas with 66% of charts analyzed having completed the 5 A’s smoking cessation counseling method and 38% of charts with providers billing for smoking cessation counseling.
Significance of Findings
	There was significant increase in both intended outcomes of this quality improvement project.  The first outcome of implementation of the 5 A’s smoking cessation method increased from zero to 66% of patients with a positive smoking history completing their yearly CPE.  This increase is attributed to education and standardizing the process of smoking cessation counseling.  Another factor contributing to the increase in completion of smoking cessation counseling using the 5 A’s smoking cessation method was that the provider’s assistant would put the smartphrase in the provider note as a prompt for the provider to complete the counseling and documentation of the 5 A’s smoking cessation method.  
The barrier to implementing the 5 A’s at every visit was the assistant or provider forgetting to complete this.  This was due to lack of assistant and provider engagement.  There was no accountability or negative consequence for the assistants not putting the smartphrase into the provider note.  There was also a barrier of lack of provider engagement.  This provider engagement would likely have been increased if there was accountability for not completing appropriate smoking cessation counseling and documentation which this practice does not currently have.  The providers have no negative or punitive consequence for not completing smoking cessation counseling and compliance would improve if this type of accountability was in place.
The second intended outcome of increased provider billing was successful as well with pre-project retrospective chart analysis revealing no provider billing at all for smoking cessation counseling.  Post-implementation chart analysis showed this increased to 38%.  This increase was also attributed to education and standardization of the smoking cessation counseling process.  Providers at this practice are paid a salary based on productivity so this is also motivation to increase billing when appropriate.
The most significant barrier found in completion of provider billing for smoking cessation counseling was the providers feeling unsure they spent at least three minutes completing smoking cessation counseling.  Providers also frequently forgot to enter the charge even after completing the appropriate smoking cessation counseling and documentation.  This again would improve if providers at this practice were being held accountable for not completing this counseling, documentation, and entering the billing charge.  Without any negative consequence, the provider engagement level is less than it could be. 
Project Strengths and Limitations
	The significant improvements of this project were attributed to several factors.  The strengths of this project include implementation of an evidence-based smoking cessation tool in a primary care practice not using any standardized smoking cessation counseling method.  The 5 A’s smoking cessation method is an easy to use, evidence-based smoking cessation tool.  The ease of use and simplicity of the 5 A’s smoking cessation method increased provider compliance with use of the tool.  
Another strength of this project was the use of a smartphrase in provider documentation to prompt each step of the 5 A’s smoking cessation method.  The provider’s assistant was responsible for placing the smartphrase in the provider’s office visit note which also increased compliance.  This smartphrase was simple and easy to use and included all documentation required for smoking cessation billing.  
Project support and continued meetings were another factor contributing to the improvements in smoking cessation counseling using the 5 A’s smoking cessation method and to increased provider billing for smoking cessation counseling.  Providers were met with weekly to address any questions or concerns with project implementation.  Assistants were also given reminders on a regular basis to improve compliance with entering the smartphrase into provider office visit notes to assist with prompting completion of the 5 A’s counseling and documentation. 
	Limitations include lack of provider and assistant engagement.  There was no negative consequence for assistants forgetting to enter the smartphrase into the provider office visit note.  This lack of accountability decreased motivation for compliance.  Similarly, there was no negative outcome or penalty to the providers not completing smoking cessation counseling or provider billing for smoking cessation counseling.  This lack of negative consequences decreased provider motivation as well.  One physician assistant in the office was simply not engaged in the project from the beginning and was not on board for any of the project during implementation.  This provider completed the 5 A’s smoking cessation counseling method on only one visit and did not bill for smoking cessation counseling on any visits.  One physician was also very hesitant as he felt he could not be sure he spent a minimum of three minutes discussing smoking cessation with patients so he only billed for smoking cessation counseling on a portion of the visits in which he completed the 5 A’s smoking cessation method. 
Project Benefits
	The benefits of this quality improvement project are significant.  Completion of the 5 A’s smoking cessation method which is an evidence-based and recommended smoking cessation tool increased 66%.  This increase is beneficial to population health as decreased tobacco smoking decreases tobacco smoking health care complications.  This makes a positive impact on healthcare outcomes as well as working toward the Healthy People 2020 goal of decreasing the percentage of smokers to less than 12% (Jamal et al, 2016).  
	Another major benefit of this quality improvement project was increased profitability to the practice in which the project was completed.  Smoking cessation counseling bills for $35 each time it is completed with appropriate documentation and the provider enters the billing code.  This is a potentially significant dollar amount each year.  The actual amount reimbursed by Medicare is $14.32 (Theobald and Jaen, 2006). This amount varies for other commercial payers.  This increase in billing benefits the practice and the provider as the providers’ salaries are based on productivity. 
Recommendations for Practice
	Recommendations for practice include continued implementation of the 5 A’s smoking cessation method as well as appropriate documentation and billing for smoking cessation counseling.  Continuing this project is of a clear benefit to both patients and the practice.  Another recommendation for this practice is to implement incentives for providers that consistently complete smoking cessation counseling, appropriate documentation, and billing and to implement consequences for those that do not.  This would increase provider engagement and increase the likelihood of completion.  
	The sustainability of this project depends on continued monitoring of compliance and reinforcement of recommendations as well as addressing limitations.  This project and its results should also be disseminated to encourage sustainability.  The results of this project will be presented to the research council of the health care system that this practice is a part of with the hopes that the 5 A’s smoking cessation method will be implemented at other practices in the system.  
Final Summary
	Primary care providers should complete screening for tobacco smoking with all patients and should complete smoking cessation counseling using an evidence-based smoking cessation tool on a regular basis.  The 5 A’s smoking cessation method is an easy to use evidence-based smoking cessation tool.  It is recommended that this be completed for patients with a positive tobacco smoking history.  Providers should also complete appropriate documentation after completion of smoking cessation counseling and should add the charge code to bill for smoking cessation counseling.  Implementing education and a specific plan to providers for completing smoking cessation counseling using the 5 A’s smoking cessation method along with providing specific documentation and billing instructions increases the likelihood of provider compliance with this process.
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Appendix B
Lewin’s Change Theory

Figure 1. Lewin’s change theory.  This figure illustrates the process of Lewin’s change theory to implement change in provider process of smoking cessation counseling.











Appendix C
DNP Project Pre-Evaluation Tool

	Patient #
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Appendix D
DNP Project Post Evaluation Tool
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Appendix E

Educational Pamphlet
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Appendix F

5 A’s Smoking Cessation Algorithm
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Appendix G

5 A’s Smoking Cessation Smartphrase

Ask - Is the patient currently smoking (yes, no)

Advise - Patient advised of health risks of smoking including (select) cancer, COPD, heart disease, other risks –specify.

Assess - Is patient ready to quit?  If answer is no, reassess at next appointment.  If yes, proceed to next question.

Assist - discuss treatment options and select applicable options (Quitline, referral, medications – specify, patches, lozenges, ***).

Arrange – Will patient agree to follow up?  If yes, specify frequency.

Time – Time spent on smoking cessation counseling (*** minutes).



Smoking cessation billing codes:

99406 – greater than 3 up to 10 minutes

99407 – greater than 10 minutes




















Appendix H

Results Graph
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Unfreezing
Determining need for evidence based smoking cessation intervention and preparing for change.


Movement
Provider education and implementation of 5 A's smoking cessation method


Refreezing
Evaluation and feedback. Solidifying the change and making it a permanent part of practice.


Provider Compliance

5 A's	


Pre-project	Post-project	0	0.66	Billing	[VALUE]


Pre-project	Post-project	0	0.38	
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Smoking Mortality

‘Smoking is responsible for nearly
one out of five deaths in the United
States every year at greater than
480,000 deaths per year and is the
leading preventable cause of death
(€DC, 2017

Tobaceo smoking related causes of death
include cancer, COPD, and increased risk
of dying from all causes.

Smoking Related Cancers
Not only lung cancer but increased risk of
ofher cancers due to smoking include
bladder, cervical, colorectal. esophageal,

kidney, wreter, laryngeal, liver, oropharynx,

‘pancreas, stomach, trachea, bronchial, and
acute myeloid leukemia

Smoking Health Risks

2104 times increased risk of coronary
‘heart disease, 2 to 4 times increased risk of
stroke, and 25 times increased risk of
developing hung cancer

Other Smoking Health Risks

‘Preterm delivery, tillbirth, low birth
weight infants, sudden infant death
syndrome, ectopic pregnancy, orofacial
clefts in infants, and can decrease a
‘woman’s chances of conceiving (CDC.
2017). Some health risks not commonly
thought of with tobacco smoking include
affecting a male’s sperm increasing risk of
infertility and birth defects, weaker bones,
tooth Loss due to tooth o gum disease,
increased risks of cataracts, age-related
‘macular degeneration, increased risk of
developing type 2 diabetes, inflammation,
decreased immune function and
sheumatoid arthrifis

Health Benefits of Smoking Cessation
‘Health benefits of smoking cessation
include decreased cardiovascular risks
which lowers heart atack risk significantly
afte just ome year, ik or stroke is thought
to decrease to that of a non-smoker within
two to five years,risk of cancers of the
‘mouth, throat, and esophagus decrease by
roughly half within five years, and hung
cancer risk decreases by half aftr ten years
of not smoking
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Provider Role

- Primary care providers are in a posit
tomake an impact on smoking
cessation and education. Many patients
are seen at least once per year for
routine health maintenance and this
provides the perfect opportunity to
implement smoking cessation
interventions. The process of
identifying patients that are tobacco
users and implementation of appropriate
smoking cessation interventions is
essential to the meeting the Healthy
People 2020 goal of “Reduce illness,
disability, and death related to tobacco
use and secondhand smoke exposure’
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