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Abstract

Smoking cessation interventions in pregnancy have proven useful through the 5A’s and brief motivational interviewing (BMI). All nurses and providers have great potential with administering evidence-based practice interventions. This quality improvement (QI) project’s aim focused on increasing nurses’ knowledge with the required 5A’s counseling method for smoking cessation and integrated effective communication styles to assist with ambivalent populations. The setting took place in a high-risk obstetric clinic at a western county in North Carolina. The QI project reinforced education of the 5A’s, facility guidelines, and also incorporated adjunct BMI principles through an education session. The evaluation of the QI project consisted of examining nurse’s self-perception of knowledge for smoking cessation counseling and documentation compliance with a pre-, post-, and 1-month post education session self-perception questionnaire and chart audit. Findings and future implications were discussed. Through proper training, comprehension, and proficiency, the 5A’s along with BMI are methods which can assess barriers in resistance and assist with change for those ready to alter their health behaviors. The end goal is a reduction or cessation of smoking during pregnancy. When this occurs, harm to the mother and fetus is reduced and overall quality of life is improved.  
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Smoking Cessation Counseling in Pregnancy: A Multidisciplinary Approach 

Chapter One: Proposal of Topic

Introduction 

Chronic diseases have caused morbidity and mortality amongst many individuals and is the leading cause of death and disability amongst the United States population (CDC, 2009). Almost 75% of healthcare costs are due to chronic conditions caused by health risk behaviors or unhealthy lifestyle habits (CDC, 2009). However, there are four health risk behaviors that can be modified to prevent chronic disease, reduce illness, suffering, death, and disability amongst all races and ethnic populations in the US (CDC, 2009). According to the Centers for Disease and Control Prevention, these four factors include 1) physical inactivity, 2) poor nutrition, 3) tobacco use, and 4) alcohol use (CDC, 2009). By changing these unhealthy behaviors to healthy ones, not only does it promote optimal health and quality of life but it also reduces health care costs (CDC, 2009). 
Educating patients and allowing them to make lifestyle modifications to unhealthy behaviors begins with preventative care (Britt, Hudson, & Blamphied, 2003). One part of a provider’s roles in primary care is to educate and advise patients on healthy behavior modifications (Britt et al., 2003). Inversely, if the provider’s approach is direct, coercive, and causes the patient to feel the provider is telling him/her what to do, the patient will stick to current habits and be reluctant to change (Britt et al., 2003). Motivational interviewing (MI) is a client-centered approach which allows the client to take charge, identify aspects they want to change about themselves, and use intrinsic motivation to resolve their ambivalence all while the providers actively listen and help motivate the patient with behavior change (Britt et al., 2003). MI has been used to help with behavior change in smoking cessation, drug addiction, decreasing alcohol use, weight loss, increasing physical activity, and lessening cholesterol levels (Rubak, Sandback, Lauritzen, & Christensen, 2004). With provider and patient interaction time being limited, brief motivational interviewing (BMI) was created which can be completed and effective in 5-15 minutes’ encounters (Rubak et al., 2004). BMI displays fundamental key principles of MI such as using empathy, open-ended questions, affirmations, and autonomy with patient interactions (Rubak et al., 2004). 
Problem Statement 
The projects aim targets one of the health risk behaviors - smoking cessation with an adjunct intervention of BMI techniques. There are three sites in a western county of North Carolina which provide obstetric care within the same division of the health department. At these sites, >40% of the combined Medicaid population were self-identified active smokers (V. Taormina, personal communication, March 6th, 2017).  From the three sites, the location chosen to complete the QI project was the high-risk obstetric (OB) clinic. The clinic site is the only high-risk site available. It was chosen due to the array of acute and chronic diagnosis of the patient population which put them at higher risk for complications during their pregnancy versus a low-risk site. “Many of the patients at this site are also a part of a drug weaning effort and have additional complicated conditions” (L. Harmon, personal communication, March 8th, 2017).  More-so, around 70-90% of pregnant women in substance abuse treatment also use tobacco products concurrently (You Quit, Two Quit (YQTQ, 2014). 
The North Carolina Public Health Department (NCPHD) provides regulatory guidance and sets rules and regulations on mandatory guidelines the health department must follow (NCPHD, 2016). The 2017-2018 NCPHD agreement addendum states that the health department “…must use the 5A’s (Ask, Advise, Assess, Assist, and Arrange) counseling method for tobacco cessation in all pregnant women as recommended by the American Congress of Obstetrics and Gynecologists…” (NCPHD, 2016, p. 6). The 5A’s allows nurses at GCHD to 1) ask patients about smoking, 2) advise smokers to stop, 3) assess the smoker’s willingness to stop, 4) assist those smokers willing to stop, and 5) arrange follow-up (Anczak & Nogler, 2003). Personal communication with the providers and staff at the site indicated that the nurses may not fully understand the 5A’s and their conversation approach towards ambivalent patients may be direct and assessment focused (M. Kott, personal communication, March 12th, 2017). More so, engaging patients by incorporating BMI techniques into daily interaction is beneficial, although many nurses do lack education on these types of communication style techniques (Welch, 2014). Welch’s’ (2014) summed that short workshops can educate nurses with these skills in clinical practice but continued re-education and re-enforcement is key to create a plateau of successful BMI (Welch, 2014). 
“You Quit, Two Quit” (YQTQ) is a state approved education session that addressed the 5A’s and BMI techniques to health care providers during a one-hour session in the early summer of 2017, three months prior to the project implementation. Post-session, concerns were raised at the facility for further re-enforcement of these skills through another education session provided by the investigator of this DNP project. 
Healthy People 2020 (HP 2020) is a nationwide initiative which analyzes health targets within a ten-year timeframe, reviews evidence based practice guidelines and sets goals to improve healthy outcomes for the next 10 years (Healthy People 2020 (HP2020), 2017). The goal is to monitor the result of these target populations and create a measurable improvement so people can live longer and healthier (HP 2020, 2017). The intended outcome was to create an environment where disease, disability, injury, and premature death could be prevented (HP 2020, 2017). Review of data on smoking cessation from the Healthy People 2010, revealed that the nation made progress from baseline data the previous ten years but did not reach target goals leaving the smoking percentage above the target of 12% (HP 2020, 2017).  The baseline data Healthy People 2010 also revealed that 11.3% of pregnant women in the year 2005 from the age group of 18 to 49 years stopped smoking in their first trimester and continued smoke-free throughout each trimester (HP 2020, 2017).  Healthy People 2020 has continued with keeping smoking cessation a targeted goal setting new percentage marks for the next 10 years. Specifically, for the maternity population, the target goals are to reach a 30% reduction in our nation (HP 2020, 2017). NCPHD states that all Medicaid women will be provided 5A’s counseling method for smoking cessation in efforts to decrease or eliminate tobacco use throughout pregnancy. With this guideline instated, all health departments are to comply and help reduce smoking cessation numbers to help reach the Healthy People 2020 goal. 
Justification of Study 

In a meta analysis of 72 randomized clinical trials on the effectiveness of MI, 75% of studies created a change behavior in smoking cessation, alcohol abuse, drug and weight loss (Rubak et al., 2004). According to Britt et al. (2003), the greatest result of MI is related to smoking cessation studies. The American Congress of Obstetrician and Gynecologists explain that in a clinical trial, even a 20-minute video was beneficial and allowed providers to show more empathy and assist women with motivating change behaviors (ACOG, 2009). MI is cost effective and produces no harm or adverse effects (Rubak et al., 2004). The medical director had discussed the topic of motivational interviewing and its benefits from literature with many health behaviors, with smoking cessation being one (V. Taormina, personal communication, February 2017). With the high number of Medicaid patients being current smokers, an adjunct method was needed along with the 5A’s of smoking cessation to help guide nurse communication with the ambivalent population (V. Taormina, personal communication, February 2017). The 5A’s of smoking cessation along with BMI was of interest for implementation at this site (V. personal communication, February 2017). 
Theoretical Framework or Conceptual Framework 

Smoking is a self-reportable finding which becomes tricky at times when gathering essential personal information such as smoking status, quantity, and frequency (Norcross, Krebs, & Prochaska, 2010). Correspondingly, assessing whether a person is ready to quit or not is a difficult task (Norcross et al., 2010). To begin, in order for an individual to quit smoking, they must be ready to make a change, report they want to make a change, and ultimately stop smoking (Norcross et al., 2010). Nurses must understand that patients can go through various stages of change before they reach the ‘ready state’ per se. The Transtheoretical model was created to address five different stages of change behavior an individual can go through (Procheska & Declimente, 1983). The stages include 1) precontemplation stage or not being ready, 2) contemplation stage or getting ready, 3) preparation stage or readiness, 4) action stage or having already quit less than six months, and 5) maintenance stage or having quit for more than six months (Procheska & Declimente, 1983; Eslami et al., 2012). Nurses must be familiar with each stage of change in order to correctly assess patients ‘readiness to change’ to resolve ambivalence (Britt et al., 2003). Interventions are personalized to the appropriate stage for the individual and MI is used to motivate the individual to get from one stage to another (Britt et al., 2003).
Assumptions

	The first assumption for this quality improvement project includes that nurses are aware of the 5A’s counseling method and BMI but are unsure of how to apply it to patient interactions. Secondly, nurses may not always provide or may be providing improper counseling methods which are ineffective. Thirdly, patients may not be open to smoking cessation counseling. Lastly, with the re-introduction of the 5A’s and BMI techniques, nurses’ self-perception and documentation compliance will increase. 

Project Questions 

The project questions consisted of the following two questions, 1) Did a re-cap education session on the 5A’s and introduction of BMI skills create increased self-perception for nurses? and 2) Did a re-cap education session on the 5A’s and documentation requirements assist nurses with documentation compliance? 
Summary 

	In summation, chronic diseases can be prevented through modification of health risk behaviors (CDC, 2009). Some modifiable factors as reported by the CDC include but are not limited to physical inactivity, poor nutrition, tobacco use, and alcohol use (CDC, 2009). Altering lifestyle behaviors will not only decrease morbidity, mortality and healthcare costs but will also improve patient’s life (CDC, 2009). 
	Providers give advice to patients about modifiable health risk behaviors on a daily basis (Britt et al., 2003). The way providers elicit this information plays a role as to whether or not the client will turn their negative health behavior around (Britt et al., 2003). MI is a client-centered approach which allows the client to identify a change they want to make for themselves while the provider guides them through the stages of change (Rollnick & Miller, 1995). MI has shown impact in studies with alcohol users, weight loss, and nutrition management although smoking cessation studies seem to be the most beneficial (Britt et al., 2003). Although time is often limited with health care providers between patient encounters, BMI holds basic principles of MI and can be completed within 5-15 minute encounters (Britt et al., 2003) Some techniques used with BMI include incorporating open-ended questions, reflective listening, patient autonomy, and affirmations into dialogue (Britt et al., 2003). 
	With the known harm smoking can cause to a mother and her fetus, this QI project targeted smoking cessation counseling in a high-risk OB Medicaid population and implemented BMI techniques within the 5A’s counseling method. The objectives this project met included reinforcing education on the 5A’s counseling method and introducing BMI techniques which increased self-perception of knowledge and usage by nurses. The second objective was adhering to the agreement addendum and increasing documentation compliance. The measurable outcome these objectives produced is knowledge and compliance with state guidelines in administering the 5A’s to all pregnant women who are smokers plus an incorporation of BMI skills to assist with ambivalent characteristics. Through this outcome, all current smokers are to receive the evidence based counseling method. Despite direct measures of smoking status not being obtained by patient encounters, the hopes are to create modification or cessation with smoking in this population and become one step closer to reaching Healthy People 2020. 
Definition of Terms
Motivational Interviewing - a newer counseling technique which is client-centered and allows the patient to state changes they want to make within their health all while the provider motivates, empowers, and guides them to do so (Rollnick & Miller, 1995). 
Brief Motivational Interviewing - foundational principles from motivational interviewing that are specifically created for health care providers to relay in 5 to 15-minute patient encounters (Britt et al., 2003). 
5A’s – a counseling method which uses brief interventions to assist with smoking cessation (YQTQ, 2014). 
CHAPTER 2: Literature Review
Review 

The databases used for this search included PubMed, CINAHL, and EBSCOhost. Keywords used were motivational interviewing, brief motivational interviewing, smoking cessation, tobacco dependence, health behavior change, stages of change, 5A’s counseling method, Transtheoretical model, Bandura’s theory, self-efficacy, building skills and confidence, and practice patterns. Inclusion and exclusion criteria were carefully evaluated. Of all the results yielded, 102 were reviewed and 78 were eliminated which reduced the studies to 24 included in the literature review. Inclusion criteria consisted of systematic reviews, meta-analysis, randomized controlled trials, an intervention study and one case study. All articles were published between 1991 and 2017. Other inclusion criteria consisted of health-related settings, studies published in the English language, and good or poor outcomes with MI and BMI. Exclusion criteria consisted of studies published in other languages and studies greater than 27 years, and any repetitive information. 
Smoking during pregnancy
Smoking is known for its effects of morbidity, mortality, and association of hazardous implications it has to the mother and fetus (Hawkins, Roberto-Nichols, & Stanley-Haney, 2016). Research has also indicated that all forms of tobacco and secondhand smoke have a negative impact on the mother and her fetus (YQTQ, 2014). Per the federal drug and food administration, e-cigarettes and other electronic products are considered tobacco and harmful (YQTQ, 2014). Specifically, e-cigarettes and vaping products contain nicotine equaling almost as much as cigarettes (YQTQ, 2014). Most women tend to use e-cigarettes or vaping products to quit smoking but relapse (YQTQ, 2014). Once relapse occurs, cigarettes is the tobacco choice most women fall back to which makes their goal of re-attempting to quit and success rate low (YQTQ, 2014). Smoking and exposure to second-hand smoke can cause a multitude of complications including but not limited to rupture of membranes (PROM), sudden infant death syndrome (SIDS), and an increase chance of asthma in infants (Hawkins et al., 2016).  Moreover, children of mothers who smoke are also smaller with increased incidence of low-birth weight premature delivery (Oskardittir, Sigurdsson, & Gudmundsson, 2017). To be exact, a study estimated that 5-8% of cases were related to preterm delivery, 13-19% related to low birth weight, and 23-24% related to SIDS due to maternal prenatal smoking (Dietz et al., 2010). 
Despite knowledge about fetal threats, 5-26% of women still smoke during pregnancy, which substantiates the amount of newborns to be born with complications (Ekland, Korksla, & Lehtonen, 2014). Oskarsdottir et al. (2017), completed a population-based study at a healthcare facility in Iceland to determine popular characteristics amongst 724 women who smoked in pregnancy. Findings revealed that mothers who are single, have low educational levels, low socioeconomics, and a diagnosis of depression, anxiety, or mental disorder are more likely to smoke during pregnancy (Oskarsdottir et al., 2017). In this case, these high-risk populations should be targeted with smoking cessation intervention programs to help increase quit rates. The US Public Health Service’s Department (USPHSD) lists prenatal smoking as a leading cause to infant complications, and all-inclusive insurance coverage is recommended for smoking intervention programs (Dietz et al., 2010).
5A’s
The 5A’s counseling method consists of 5 phases which are evidence-based, easy to use and increases the chances with rates of cessation (YQTQ, 2014). For women in childbearing years, this counseling method is supported by the USPHSD and ACOG (YQTQ, 2014). The 5A’s can be discussed in as little as one minute each and can almost double or triple cessation rates or decrease usage (YQTQ, 2014). The initial A, “Ask” is gauged to ask the patient openly about her smoking status and inquire about types and amount of tobacco used (YQTQ, 2014). The second A, “Advise” is intended to provide reasons about the impact smoking has on the mother and fetus (YQTQ, 2014). The third A, “Assess” assesses the inclination for the mother to quit within a certain timeframe of 30 days (YQTQ, 2014). During this phase the provider can explain benefits of being tobacco free. An example of a benefit discussed may include reducing the risk of lung cancer for the mother (YQTQ, 2014). Some benefits for the unborn child can be promoting healthier brain development and lowering the risk of complications with SIDS (YQTQ, 2014). If a mother is ready to quit, the next phase is “Assist”. During the assist phase, health care professional can refer the mother to psychosocial counseling and social support centers which will provide her necessary tools with smoking cessation (YQTQ, 2014). Other options include, referral to state quit lines (YQTQ, 2014).  Quit lines are online or telephone services provided by trained individuals which allow for cessation counseling and assist with resources to help achieve cessation (YQTQ, 2014). The last A, “Arrange” is a follow-up period on smoking cessation status and provides further assistance if relapse occurs (YQTQ, 2014).
The NCPHD states that healthcare providers are required to incorporate smoking cessation counseling within visits as it roughly increases pregnant smokers chance of quitting by 30-70% (NCPHD, 2016). Several authors agree that pregnancy is a motivating time that can help individuals make choices to change poor lifestyle behaviors but despite this moment of opportunity, women continue to smoke (Chertok et al., 2015; Chang et al., 2013). With that being said, both studies recognized that ACOG endorses the implementation of the 5A’s in pregnancy as a counseling method (Chertok et al., 2015; Chang et al., 2013). While the studies agree that the 5A’s are to be used, Chertok et al. (2015) found that training geared to midwifery students in smoking cessation counseling was inadequate. Similarly, Chang et al. (2013) provided self-reported data which discussed provider adherence to the 5A’s of smoking cessation. Some self-reported data revealed that all providers stated they ask or advise about smoking, while 30% of providers state they use all of the 5A’s (Chang et al., 2013). Despite these findings, many controversy remains as self-reported data is limiting, unreliable, and an area for improvement (Chang et al., 2013). However, if providers are adequately trained, a positive impact can be facilitated through the 5A’s (Chertok et al., 2015; Chang et al., 2013). 
Chertok et al. (2015), implemented a pilot study to evaluate the effectiveness of the 5A’s in pregnant women administered by nurses and midwives. Since West Virginia was one of the states with highest percentage of tobacco users, ten nurse midwives from 4 counties were trained by a certified nurse researcher on the 5A’s (Chertok et al., 2015). The researchers found that there was a big decrease in the reduction of cigarettes a day by the 35 participants and the 5A’s were an effective counseling method for prenatal smoking (Chertok et al., 2015). In all, 91.4% of the women cut down on smoking and 3 women quit (Chertok et al., 2015). The pilot study concluded that incorporating the 5A’s can identify patient barriers efficiently and help patients advise a plan individualized to them for smoking cessation (Chertok et al., 2015). 
Chang et al. (2013), used direct observations to ensure adherence and competence of the 5A’s at every visit by examining audio records of patient-provider encounters at first obstetric visits. Out of 301 audio recordings amongst 71 providers, the non-compliance with patient-provider cessation counseling was high (Chang et al., 2013). The results showed that 98% of all providers followed through with the “Ask” phase and asked about smoking but failed to follow through with the amount (Chang et al., 2013). Next during the “Advise” phase, only 31% of the patients were advised on reasons to stop smoking by the provider (Chang et al., 2013). In the assess phase, the study showed that only 22% of providers assessed the willingness of the patients to quit smoking, leaving only 30% of providers assisting patients to either medication or smoking cessation programs for treatment (Chang et al., 2013). The significance of the results showed that only one or two of the 5A’s were most used in a visit and in 39% of visits only the “Ask” phase was used (Chang et al., 2013). The study explained that providers need to discuss patient’s motivations, challenges, and strategies to help yield cessation rather than just relying on patient information and leaving it at that (Chang et al., 2013).  
Chertok et al. (2015), stated that there is limited data on nurse and midwife smoking cessation counseling interventions but training midwives and nurses in smoking cessation counseling skills is beneficial. More-so, Chang et al. (2015) described that increasing obstetric care provider education and training in skills for smoking cessation is a goal of HP 2020 and should be a clinical focus area. The authors also describe that non-adherence to the 5A’s leads to a delivery of poor quality care. In all, it behooves health care professionals to properly be educated on the 5A’s as it provides benefit to maternal and infant health (Chang et al., 2015; Chertok et al., 2015). Both studies concluded that further research needs to be conducted in order to properly develop a training method to ensure effective and culturally appropriate smoking cessation counseling is given to targeted populations (Chertok et al., 2015; Chang et al., 2015). 
The clinic site has partnered with YQTQ to allow health care professionals further resources for education on the 5A’s counseling method (YQTQ, 2014). YQTQ is a tobacco cessation program partnered by two entities, the Women and Tobacco Coalition for Health and the NC Division of Public Health Tobacco Prevention and Control Branch (YQTQ, 2014). It is implemented through the health department by the University of North Carolina Center for Maternal and Infant Health (YQTQ, 2014). The program ensures that each facility is complying with a standardized method on how to screen and treat women in the pre-, intra-, and post- pregnancy with tobacco cessation strategies (YQTQ, 2014).  All three entities have one goal in mind which is to promote tobacco free lifestyles and increase quality of life (YQTQ, 2014). The programs objectives ensure that all low-income women receive adequate counseling on smoking cessation and have appropriate resources to quit (YQTQ, 2014). The program provides education to health care providers on smoking cessation screening, counseling, and services available to all low-income women within the facility (YQTQ, 2014). The program shares up to date information on the latest statistics regarding pregnancy and health status of the mother and fetus, evidence based projects, and most recent updates to guidelines (YQTQ, 2014). YQTQ focuses content on gaps a facility may have and tailor’s education to provide appropriate teaching in weak areas (YQTQ, 2014). 
MI 
	MI is an evidence based counseling approach which focuses on the provider’s communication techniques and uses the patients own motivation to create a change and commit to it (Ostlund, Kristofferzon, Haggstrom, &Wadensten, 2015). To begin, MI emerged from treatment of alcohol abuse by Miller in 1983 (Rollnick & Miller, 1995). Miller and Rollnick further developed the clinical concepts of MI in 1991 (Rollnick & Miller, 1995). MI foundation comes from a ‘spirit’ of principles which consist of 1) motivation to change from the patient, 2) the patient must resolve their ambivalence, 3) direct-persuasion to resolve ambivalence is not used, 4) the provider is quiet and allows the patient to do the talking, 5) the provider helps the client resolve ambivalence, 6) a patient’s readiness to change can fluctuate, and 7) the provider remains unbiased and lets the patient have autonomy (Rollnick & Miller, 1995). Other characteristics of MI include empathy, open-ended questions, reflective listening, and affirmation (Rollnick & Miller, 1995). As Colby, Barnett, Monti, & Rohsenow (1998) explained, BMI incorporates fundamental aspects of MI such as 1) providers using an empathic attitude, 2) avoiding arguments, persuasion or being defensive, 3) using less resistance and rolling with discrepancy, and lastly, 4) supporting self-efficacy and autonomy. 
Gecht-Silver et al. (2016) explained that physicians are at the forefront to teach patients about managing lifestyle factors. When physicians take preventative care steps to guide patients in changing unhealthy habits through MI, it offers a chance of decreasing the development or long term complication of chronic disease (Gecht-Silver et al., 2016). The authors stressed the importance of teaching MI to medical students, however, there are no required courses which teach these behavioral counseling methods (Gecht-Silver, et al., 2016). Despite there being different methods and time-frames to teach MI, studies have shown that short training in as little as 2 hours can have a positive impact on confidence, knowledge, and skills with using MI as a counseling method (Gecht-Silver et al., 2016). Gecht-Silver et al. (2016) taught medical students about behavioral counseling methods through a 2 session, 4 hour MI workshop, which resulted in a huge impact on the students’ knowledge, confidence, and skills to use MI (Gecht-Silver et al., 2016). The authors also revealed that MI holds promise to creating change within ambivalent populations (Gecht-Silver et al., 2016). A recent meta-analysis completed by Madson et al. (2016), showed that learning MI may need more than a one-time workshop as it is progressive in learning, but 12-16 hour workshops can produce a great gain. Madson et al. (2016) also found that newly learned MI may warrant individual feedback in order to ensure proper MI was learned, delivered, and maintained. 
Several studies discuss that incorporating MI skills allows trust and communication to be built with the patient (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002). Building these types of relationships engages the patient and allows the provider to guide them with their own motivation to change certain health behaviors (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002). Each author explained that MI has assisted many individuals with reducing or eliminating substance use (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002). 
Brown et al. (2015) explained that many studies have looked at MI decreasing substance use with adults but much research is lacking with adolescents, however, MI can benefit other age groups if exposed. Adolescence in particular is a prime time to use MI as the teen is in the stages of building their adult foundation (Brown et al., 2015). MI can set lifetime healthy goals with adolescents which can in turn affect health care costs that could incur later in adulthood (Brown et al., 2015). According to Brown et al. (2015), substance use disorder is a huge public concern in the adolescent populations and goes hand in hand with psychiatric disorders. The authors completed a randomized control trial that compared two groups, an MI plus treatment as usual group, and a treatment as usual group whom has both a substance use disorder and Axis I psychiatric disorder (Brown et al., 2015). Both groups completed initial assessments during their hospital stay, at discharge, 1-, 6-, and 12-months after discharge (Brown et al., 2015). The participants in the MI intervention received two, 45-minute individual sessions and treatment as usual (Brown et al., 2015). The treatment as usual group received no other study intervention (Brown et al., 2015). Only 139 participants out of the 151 completed full follow-up (Brown et al., 2015). Of the 69 MI and 70 treatment as usual participants, 132/139 participants relapsed into substance use disorders. The MI group did show significant latency adding a delay in return to substance use compared to the treatment as usual group during the first 6 months (Brown et al., 2015). The study concluded that MI holds promise for delaying and reducing substance use following discharge but no data is currently available after the 12-month period (Brown et al., 2015). 
Rendall-Mkosi et al. (2012), found similar findings and discussed the benefits MI has in yet another area being alcohol misuse in pregnancy. The authors also conveyed that lay counselors can provide MI, saving resources and providers time (Rendall-Mkosi et al., 2012).  Many child-bearing women in South Africa binge drink and the focus of this trial was to decrease alcohol use in the prenatal period as an early start to decrease fetal complications (Rendall-Mkosi et al., 2012). One of the objectives focused on determining the impact of MI intervention with risks of atopic eruption of pregnancy (AEP) at initial, 3- and 12-month follow up (Rendall-Mkosi et al., 2012). A total of 196 women who were not pregnant and at risk for AEP were participants (Rendall-Mkosi et al., 2012).  The participants were randomly assigned within three groups, an MI group of 82, a lifestyle group of 31, and a control group of 83 (Rendall-Mkosi et al., 2012). Women in all groups received an information packet and handbook which discussed women’s health (Rendall-Mkosi et al., 2012). The MI session was given by lay counselors and consisted of 5 sessions whereas the control group received no intervention (Rendall-Mkosi et al., 2012). In follow-up at 12 months, only 61 from the 82 in the MI group completed questionnaires throughout the intended trial (Rendall-Mkosi et al., 2012). When the MI and control group were compared, there was a significant decline in AEP at 3 months and it was maintained, MI (50.82%) and control group (28.12%) at 12 months. These findings suggested a decrease in risk exposure to alcohol pre-pregnancy (Rendall-Mkosi et al., 2012). This trial yet again serves the potential benefits of MI when screening childbearing women but further research is needed to document relapse rates post-12 months (Rendall-Mkosi et al., 2012).
Britt et al. (2003), suggests that one of the most effective ways to use MI is with smoking cessation studies. In a randomized control study, findings revealed that 43% of 175 women smoking in their 28th week of gestation, stopped at the 34th week of gestation with the use MI (Britt et al., 2003). The study was completed to evaluate rigorous cessation counseling in 269 late resistant smokers (Stotts et al., 2002).  The control group received a cessation help book and counseling at the initial visit and every week thereafter until their due date (Stotts et al., 2002). The experimental group received 2 brief telephone counseling intervention sessions, MI strategies and personalized feedback to assist with smoking cessation counseling (Stotts et al., 2002). In all, no changes were initially found from either the control or experimental group, although implementation analysis reported that current smokers who smoked and completed all telephone counseling, MI, and personalized feedback consistently were more likely to reduce the amount of cigarettes per day or quit smoking completely (Stotts et al., 2002). 
In conclusion, all aforementioned studies provide a basis of using MI in many clinical contexts. MI shows endless possibilities of affecting a variety of populations along with other comorbidities (Rendall-Mkosi et al., 2012; Brown et al., 2015). MI has potential to have positive effects even if it is administered by other occupations such as lay counselors (Rendall-Mkosi et al., 2012). Most of all, the studies display the benefits MI produce particularly with substance use (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002).  Madson et al. (2016) meta-analytic findings, confirm that MI is beneficial in alcohol, drug, and smoking behaviors. However, further research is needed as screening and evaluation is limited within these groups studied (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002). Similarly, in the meta-analysis completed by the authors comparisons studies showed that standardized guidelines for MI are necessary but have not been established yet. Long term effects of MI are also a grey area which need attention (Brown et al., 2015; Rendall-Mkosi et al., 2012; Britt et al., 2003; Stotts et al., 2002).
BMI
As MI has been regarded the communication technique to incorporate for healthy behavior changes, time to learn and implement this counseling approach can be tedious (Welch, 2014). Due to increased patient censuses and amount of time allotted per patient being limited, BMI was created to assist with limitations found in provider-patient interactions (Welch, 2014). Since providers are constrained for time with each patient, BMI came into play for practitioners in primary care who have 5-15 minutes to spend with each patient (Rollnick & Miller, 1995). The purpose of BMI is to provide the communication techniques needed to guide motivation with patient self-management of health behavior changes but in a timely manner (Welch, 2014). A metaphor to help understand the concept of BMI is that BMI is the song at a concert, where MI is the entire concert (J. Tillman, personal communication, October 4th, 2017). 
The key to BMI is to not stray away from the key values of MI but rather maintain its integrity by incorporating dialogue consistent with MI principles (Welch, 2014). These principles are often summarized by the acronym OARS and consist of using open-ended questions, affirmations, reflections, and summarizations (Welch, 2014).  Open-ended questions refer to incorporating questions which allow for expansion and conversation versus yes or no answers (Welch, 2014). Affirmations deal with building a rapport with the patient and praising them for past achievements enabling them to create a change within a behavior they deem ready (Welch, 2014). Next, reflections correlate with reflective listening which allows the provider to maintain open ears and apply all focus and intent with what the patient is saying (Welch, 2014). Lastly, summarizations allow for the provider to provide a synopsis of what the client voiced and assists them with motivation to reach change (Welch, 2014). Welch (2014), explains that literature regarding BMI with nurses is scarce. 
Moreover, BMI has proven effective with a variety of healthy behavior changes (Fontaine et al., 2016). BMI is proven to show success in health care with smoking cessation, medication adherence, physical activity, and diet (Fontaine et al., 2016). A pilot-study trained nurses in a coronary care unit to use BMI through a web-based e-learning platform, consisting of two sessions, one 30 minute and one 20 minute (Fontaine et al., 2016). The nurses learned BMI techniques which were incorporated into situations which aimed to target smoking, medication adherence, physical activity, and diet (Fontaine et al., 2016). The nurse’s perception for learning BMI through a quick web based training was evaluated and the results were positive with content and resources, agreeing to use it again if it were made available for re-educating purposes (Fontaine et al., 2016).  
Next, another study focused on the prevalence of obesity in Australia and examined BMI techniques incorporated with obesity prevention targeting eating and exercise (Edwards, Stapleton, Williams, & Ball, 2015). This particular study compared a group of health care workers who did and did not receive training on BMI and evaluated pre and post results through patient simulated interactions (Edwards et al., 2015). The health care professionals who received BMI training participated in a one-day BMI training workshop (Edwards et al., 2015).  The results indicated a significant improvement with the BMI participants in the aspects of knowledge, skills, and confidence related to the untaught group (Edwards et al., 2015). 
An aim of BMI is to connect the goals the patient has along with self-care behaviors necessary to reach the change they are intending (Stawnychy, Masterson, & Riegel, 2014; Lowagie, Okuyemi, & Ayo-Yusuf, 2014). Stawnychy et al. (2014) states that improved outcomes are resulted when self-care behaviors are targeted and adhered to. Lowagie et al. (2014), concur that reversing negative healthy behaviors, can positively effect and improve your life long-term. Both studies discussed the benefits of guiding behavior change through MI skills and self-care and how it can have a two-fold opportunity positively affecting other co-morbidities and aspects of life (Stawnychy et al., 2014; Lowagie et al., 2014). 
Stawnychy et al. (2014), portrayed a case illustration with a heart failure (HF) patient. HF affects many adults in the U.S. leading to a 50% mortality rate and frequent admissions to hospitals due to symptomatic complications (Stawnychy et al., 2014). This study used BMI intervention in comparison to standard care to improve self-care behaviors (Stawnychy et al., 2014). Crystal, a HF patient was quickly labeled as non-compliant by her doctors when she missed follow-up appointments and did not follow their recommendation on her condition (Stawnychy et al., 2014).  In this intervention, a nurse completed four BMI sessions to help identify Crystals behaviors. Findings were that Crystal was aware of self-care behaviors but may not have followed through with them due to the immediate negative stigma she was receiving (Stawnychy et al., 2014). The BMI sessions allowed Crystal to be heard by the nonjudgmental nurse and allowed the reason for treatment failure to become apparent (Stawnychy et al., 2014). These types of situations happen everyday with patient-provider interactions. Many health professionals can learn from this study as BMI techniques of being non-confrontational and reflecting on how a patient may feel can create an of trust, and increase compliance with treatment and outcomes (Stawnychy et al., 2014). The intervention study demonstrated that using empathetic language, active listening, and clarifying the patient’s feelings creates an environment of trust and an open patient-provider relationship (Stawnychy et al., 2014).
 Lowagie et al. (2014), focused on the tuberculosis epidemic in South Africa and poor outcomes many individuals face due to factors such as concurrent tobacco use along with tuberculosis (TB) treatment. Since TB and smoking both affect the lungs, the authors felt that smoking cessation would be an easy intervention (Lowagie et al., 2014). The authors completed a two-group randomized control trial which split the current smokers in TB treatment into interventions consisting of a BMI group, and a control group (Lowagie et al., 2014). The participants in the BMI group received a 15-20-minute BMI session. The BMI group and control group both received a statement from the TB nurses advising them to quit smoking and a smoking cessation booklet (Lowagie et al., 2014). Follow-up questionnaires were administered at 1-, 3-, and 6-month TB treatment visits for self-reported current smoking status (Lowagie et al., 2014). The 6-month sustained abstinence was the primary outcome of the study (Lowagie et al., 2014). In total, 205 participants were part of the BMI group whereas 204 were in the control group (Lowagie et al., 2014). 6-month self-reports results showed that the BMI group had more than twice as high abstinence results than the control group yielding a 12% difference (Lowagie et al., 2014). Along with biochemical verification of 165 participants at the 6-month period, quit rates were still significantly higher in the BMI group versus the control group (Lowagie et al., 2014). In all, the study showed the benefit of a single-session BMI intervention as being effective in assisting TB patients to quit smoking compared to the control group (Lowagie et al., 2014). 
Just like MI, BMI proves it’s potential with allowing health care providers to guide patients in achieving goals with health behaviors. Lowagie et al. (2014), show that BMI can be learned and delivered through lay health care professional. BMI encourages autonomy, communication, trust, and makes the patient an active participant for their self-care behaviors which in turn can positively help other comorbidities, complications, and outcomes long-term (Lowagie et al., 2014; Stawnychy et al., 2014). BMI has potential to create an impact on many complex diseases. Although, these studies do indicate the lack of evidence and need for further research in relationship to teaching of BMI, standardized evaluation for accurate use and, its long-term effects (Lowagie et al., 2014; Stawnychy et al., 2014).
Conceptual theoretical framework
	Transtheoretical Model.
	The TTM refers to five stages of change an individual will encounter when dealing with altering bad health behaviors to good ones (Norcross et al., 2010). TTM explains that not only is it effective with changing health behaviors but also directing change in psychotherapy (Norcross et al., 2010). The stages involve 1) pre-contemplation, 2) contemplation, 3) preparation, 4) action, 5) maintenance (Norcross et al., 2010). Pre-contemplation means that a patient has no desire to change their health behavior in the imminent future (Norcross et al., 2010). If a current smoker is in this stage, it means they have no intention of stopping within the next six months (Eslami et al., 2012). Next, in the contemplation stage patients realize that they need to change their health behavior but are not ready to make a guaranteed change (Norcross et al., 2010). An example is a patient who is currently smoking but anticipating quitting in the next 6 months (Eslami et al., 2012). Thirdly, the preparation stage is when an individual would like to change a health behavior and is beginning to make small steps to do so (Norcross et al., 2010). For instance, a patient planning to stop smoking within the next 30 days (Eslami et al., 2012). Fourthly, action is the stage in which individuals take the intended step to change the behavior (Norcross et al., 2010). In this stage, an individual has quit smoking but it has been less than 6 months (Eslami et al., 2012). Lastly, the maintenance stage allows the individual to continue with the positive behavior change they have overcome (Norcross et al., 2010). An individual will have succeeded if smoking cessation has occurred for a period of more than six months (Eslami et al., 2012).
	In a literature review conducted by Cornacchione & Smith (2012), they explain the importance of learning the needs, both cognitive and behavioral, in each stage in order to provide assistance with behavior changes at the correct time. When providers force changes too early, behavior changes ultimately fail (Cornacchione & Smith, 2012). If an individual has no intention of making changes within the next six months, health behavior changes will not succeed in the pre-contemplation stage (Cornacchione & Smith, 2012). Likewise, in the contemplation stage individuals are analyzing their benefits to quitting or not and may not be successful with change (Cornacchione & Smith, 2012). In the preparation stage, individuals may have decreased the amount of cigarettes they smoke per day or are planning on quitting in a month (Cornacchione & Smith, 2012). The action phase is when individuals have perseverance and are fully committed to change (Cornacchione & Smith, 2012). This is the stage in which patients overcome their ambivalence and take the action to create positive health behavior changes (Cornacchione & Smith, 2012). Maintaining the new health behavior is key in the maintenance phase so the individual does not relapse back to old habits (Cornacchione & Smith, 2012).  In all, individuals will experience all stages but not necessarily in a linear fashion (Cornacchione & Smith, 2012). Changing a health behavior from old habits cannot be forced and comes from the patients own motivation of wanting to make a change for a health behavior that exists (Cornacchione & Smith, 2012). Stages of change occur in spirals and individuals can relapse often and start from square one but will eventually progress through all stages again to reach a change (Cornacchione & Smith, 2012).  
	A common misconception is that MI is based off of the TTM, but it is not (Miller & Rollnick, 2009). The TTM thoroughly describes the stages of change an individual may go through and their level of readiness to change a health behavior while MI, assists with helping those unmotivated individuals reach each stage through motivation (Miller & Rollnick, 2009).  The TTM and MI have an inverse relationship in that it is beneficial for providers to be aware of the different stages of readiness because it allows the MI skill to be tailored to the person’s current stage of change (Miller & Rollnick, 2009). However, TTM is not required for MI (Miller & Rollnick, 2009). 
Self-efficacy Model. 
	Another important theory to consider is Bandura’s social learning theory, specifically self-efficacy. Self-efficacy is defined as an individual’s confidence in the ability of learning a new behavior and applying it (Eslami et al., 2012). The inventor of the theory, Bandura (1991), explains that individuals create assumptions with new learned behaviors and if they can follow through with that they learned, it is beneficial. When individuals choose this new learning behavior, create a plan for use, and follow through with implementation of action, desired outcomes are met (Bandura, 1991). Similarly, if an individual uses a new learned behavior that they were not confident with, the desired outcome will not be positive (Bandura, 1991). This goes hand in hand with learning the 5A’s counseling method and BMI because new communications skills are taught which the nurse must have increased self-efficacy in order for the performance to be effective with patient care. 
CHAPTER 3: METHODOLOGY

Design 

	This DNP project was a quality improvement project which established a practice change that reinforced education of the 5A’s. It specifically focused on refreshing the nurses’ knowledge about each phase of 5A’s and ensured compliance of documentation by chart review. Mandatory documentation of the 5A’s was required at the initial, 28- and 32-week visit and recommended at any subsequent visit if the patient self-identified as an active smoker. The chart reviews were assessed for patient smoking status and the use of 5A’s counseling method with current smokers at age of gestation. The specific reason for adjunct intervention with BMI techniques was to increase effective communication techniques with those patients whom were resistant. 
The nurse manager, smoking cessation social worker, and two midwives through observation of the staff expressed the nurses’ knowledge deficits. The program facilitated a one-hour course for the staff at the QI site three months prior to project implementation. The course reviewed the 5A’ counseling method with staff. 
Pre-audit charts on documentation compliance of the 5A’s were collected 3 weeks prior and 3 weeks after the “One Quit, Two Quit” class. The collected information was evaluated and the general overview of weaknesses amongst the staff were identified and addressed in order for each nurse to be set up for success with smoking cessation counseling. Some of the weaknesses discussed were a need for re-cap of the 5A’s, communication style techniques, and resources available to staff (L. Harmon, personal communication, June 2017). Education was gathered and developed in format of a PowerPoint and reference guide. The education was provided via a mandatory one-hour education session to all clinic nurses. The session was offered in the beginning of October from noon to one. All clinic nurses received an email about the session but high-risk nurses also received a mandatory sign-up by the nurse manager with read receipt confirmation. The evaluation material consisted of examining the nurse’s self-perception of knowledge for smoking cessation teaching and documentation compliance of the 5A’s. The outcomes of this project were measured through a pre-education session, post-education session, and 1-month post-education session self-perception questionnaire as well a pre-OQTQ, post- OQTQ, and post-education session chart audit. 
Setting

This quality improvement project was implemented at a high-risk OB clinic (See Appendix A). The clinic site is located in the third largest county in the metropolitan area and is located in the southern part of the Piedmont region. The location is one of three maternity clinics available within this county. The clinic serves many surrounding patients who are self-pay or have Medicaid. The facility deals with many high-priority patient risk factors on a daily basis. Some of these include but are not limited to tobacco-use, substance-use, and alcohol dependency during pregnancy. The clinic typically sees twenty to twenty-five patients a day. Health care professionals within the clinic include the nurses, certified nursing assistants, medical doctors, and certified nurse midwives.

Participants/Sample 

The one-hour information session was open to all nurses and providers at the health department.

Methods 

To gain login access within the chart system, the investigator worked with the medical director and IT. To ensure appropriate charts were accessed, the medical director received the span of two audit time-frames needed and in return, supplied the specific medical records of all the patients from the dates specified. All patient charts during these timeframes were accessed by the investigator because IT did not have the capability to differentiate between non-smokers and smokers through medical record number (See Appendix B). All audit entries remained confidential through facility protocols and HIPPA. No patient identifiers were used. The investigator listed each patient chart accessed in sequential numbered form to keep them organized. 
 The nurse manager posted the education session on the monthly schedule that goes out to all nurses and sent out e-mail reminders on October 4th, 2017. The email reminder also included information describing an initial demographic questionnaire and pre-intervention self-perception survey which would need to be completed prior to the education session (See Appendix C). The education session was a PowerPoint presentation which consisted of the principle investigator re-educating staff about the 5A’s of counseling while also addressing needs of improvement to charting in a 30-minute timeframe. Dr. Jim Tillman, a certified motivational interviewer, skyped in for the remainder 30-minutes and provided education about BMI techniques and how to deal with resistant patients (see Appendix E).  Nurses were also provided a written reference guide for utilization after the session for quick referral (see Appendix F). They were advised to place the reference guide in an easy-to-reach and visible place for access during counseling. It was reinforced during the session that this education did not certify the individuals for BMI, but rather was to increase knowledge of quick techniques which could be applied in a motivating, unbiased, and nonjudgmental manner. 

Protection of Human Subjects 

The facility institutional review board (IRB) as well as the university IRB approved the project. The project was deemed quality improvement, not consistent with human research. Both IRB’ ensured protocols were followed for protection of human subjects and safe and ethical quality improvement changes occurred. All nurse’s surveys remained anonymous and no identifying information was included in the data collection. All chart audits used had fictitious characters for the patient identifiers which were created by the investigator. All documentation of compliance data was categorized anonymously in an excel file within a confidential secure university approved site. 
Instruments 

The survey questions consisted of an initial demographics questionnaire (see Appendix C) and pre-intervention survey questionnaire created by the investigator and completed the week prior to the education session. The questionnaires were provided to the nursing staff via an online electronic survey. The nurse manager of the facility was emailed the survey link and instructed to only send the email to high-risk nurses to complete with read receipt. Post-intervention the nurses were given the same self-perception questionnaire through a survey link the nurse manager emailed October 9, 2017 which spanned a one-week timeframe. The nurse manager sent the 1-month post-intervention survey link again on November, 5 2017, which remained open for one week. 
Data Collection

The data for compliance documentation was collected and compared by chart audits during the pre- intervention and 1-month post-intervention session with all active smokers. The investigator collected documentation data on whether or not smoking status was addressed at the visit and whether or not the phase of the 5A’s was used and documented (See Appendix B). 
Data Analysis 

	The project consisted of a comparison analysis once all of the results were gathered from the electronic surveys and nurses’ documentation. The electronic surveys evaluated pre- and 1-month post-intervention self- responses.  The nurse surveys were completed on a Likert- scale and each participant’s responses were compared throughout the time-series of pre-, post-, and 1-month post-implementation for improvement in self-perception scores along the scale.
 The next set of analysis assessed and evaluated documentation compliance.  Pre-intervention audits were compared to 1-month post-intervention audits which specifically looked at documentation of smoking status and phases of the 5A’s used and documented with patient encounters who actively smoked. The results assessed whether nurses are complying with state guidelines and addressed needs for improvement with current documentation practices. 
Limitations
	
	 Making a behavior change is a process and takes time (Britt et al., 2003). A foreseeable project limitation included the limited time-frame given to implement and evaluate the project. Due to the time restraints given for implementation and evaluation, a collection of one-month post-intervention data is not sufficient to assess for efficacy of the 5A’s and BMI patient encounters from an initial to postpartum stance.  Therefore, no data was retrieved to compare patient encounters of smoking cessation or reduction throughout pregnancy and postpartum, as this is the greatest time for relapse. Another limitation with time was accurate sustainability of the implementation. With one set of chart audits being conducted after the implementation, this does not provide sufficient data to compare longevity and effect of the education session. With this being said, it is a future implication that can be assessed by the facility after project completion. 
The final limitation was funding. There was no funding available by the health department for an additional approved 5A’s class or certification for MI.
Cost
The total budget cost for this project was $355.  It included the project investigators travel expenses, motivational interviewer costs, supply fees, and food items supplied at the education session. Breakdown of budget can be viewed in Appendix D.
Chapter 4: Results
Overview
The education session was open to all staff in OB. A total of 20 health care professionals attended the session, consisting, of one nurse practitioner, one nurse manager, one social worker, eleven nurses, and six nursing assistants. 
Sample Characteristics
For project purposes, participants included for the analysis data were only the high-risk OB nurses at the selected site intended for this quality improvement project. The high-risk obstetric nurses were chosen due to their exposure with the targeted patient population whereas the remaining nurses did not work in the high-risk sector of OB. Of the twenty participants, six nurses, one nurse manger, and one health care assistant specific to high-risk were given the printed demographics questionnaire and pre-intervention survey to fill out fifteen minutes prior to class. Of the eight staff who completed the material, four stated that they did not want to participate. One of the nurses was in the process of transitioning to another location site and the other three nurses politely declined to participate without disclosing a reason. The four who opted out were excluded from future self-perception survey questionnaires. The remainder were four female nurses. The total number of years being in the profession ranged from 3.5-12.6 years. The total number of years employed at the health department ranged from 2-3 years, giving an average mean of 2.4 years of specific experience in the specialized area for the participants combined. The participants ages ranged from 27-41 years of age, giving a mean age of 35.8. The participants all answered that they did receive annual training for smoking cessation. Two of the four responded that they have received motivational interviewing training before, although, results showed that none of the participants were indeed certified as motivational interviewers. Lastly, all participants responded that they did attend the OQTQ session.
Major Findings
Self-perception survey questionnaires.
Pre-intervention.
Table 1
Pre-Intervention Self-Perception Survey Results 
	RN
	Q1-Pre
	Q2-Pre
	Q3-Pre
	Q4-Pre
	Q5-Pre
	Q6-Pre
	Q7-Pre
	Q8-Pre
	Q9-Pre
	Q10-Pre

	1
	4.0
	4.0
	2.0
	4.0
	4.0
	4.0
	5.0
	4.0
	5.0
	3.0

	2
	4.0
	4.0
	4.0
	4.0
	4.0
	4.0
	4.0
	4.0
	4.0
	4.0

	3
	4.0
	4.0
	4.0
	5.0
	5.0
	4.0
	4.0
	5.0
	4.0
	4.0

	4
	5.0
	5.0
	5.0
	5.0
	5.0
	4.0
	4.0
	5.0
	4.0
	4.0

	Mean Score
	4.3
	4.3
	3.8
	4.5
	4.5
	4.0
	4.3
	4.5
	4.3
	3.8



The pre-intervention survey included the four aforementioned staff’ results. The survey consisted of ten questions evaluated on a Likert-based scale. The Likert-based scaled depicted, 1: strongly disagree, 2: disagree, 3: neutral, 4: agree, 5: strongly agree (see Appendix C). After analysis, eight out of ten questions scored between the 4-5 range (see Table 1).  These eight particular questions focused on the nurse’s ability to provide smoking cessation counseling with the assistance of tools and through BMI. The results showed the nurses had high self-confidence in assessing and documenting the 5A’s, as well as portraying information in a non-biased manner through BMI. Two out of the ten questions averaged between the 3-4 range. These questions showed that nurses did not feel that refresher courses would be beneficial. Nurses also were not as comfortable with staff and facility guidelines. 
Post-intervention.
Table 2
	Comparison of Pre and Post-Intervention Self-Perception Survey Results 

	

	

	

	Questions 
	Significance 

	Q1
	0.3

	Q2
	0.3

	Q3
	0

	Q4
	-0.3

	Q5
	-0.3

	Q6
	0

	Q7
	-0.5

	Q8
	-0.5

	Q9
	-0.3

	Q10
	0.3



After the education session was completed, the pre-intervention survey questions were sent out to see if there was a self-reported change in perception of knowledge in the material after the education was administered. The post-intervention self-assessment survey was sent to the nurse manager via Survey Monkey link on October 5, 2017.  The survey link was sent via email on October 6, 2017 to the four staff who participated in the pre-intervention survey. The survey was open for one week. At the end of the week, the four nurses had completed the self-assessment (see to Table 2). Two of the ten questions increased in score. Nurse’s felt an added self-reported confidence to use positive language to guide a patient through change. They also self-reported that refresher courses would indeed improve BMI performance which they could apply to patient education. Two of the ten questions remained the same with nurses feeling they can improve their knowledge of state and facility guidelines while still feeling adequate with utilization of BMI for smoking cessation encounters. Lastly, six out of the ten questions had a decrease in scores. The areas included, lack of self-reported confidence in providing education for smoking cessation, assessing current smoker status, and documenting the 5A’s tool. The questions also showed a decrease with assessing resistant behaviors through change with BMI and a lack of knowledge of where to find or use tools to assist with patient education. 
1-month post-intervention.
Table 3
	Comparison of Post and 1-month Post-Intervention Self-Perception Survey Results

	

	

	

	

	Questions 
	Significance 

	Q1
	-0.5

	Q2
	0.8

	Q3
	0.3

	Q4
	0

	Q5
	-0.5

	Q6
	0.3

	Q7
	0.5

	Q8
	0.3

	Q9
	0.3

	Q10
	0.3



To follow-up on the staff’s self-assessment one month into the implementation, another link was created and sent to the nurse manager on November 6, 2017. Due to an out of office response, the surveys were not able to be sent out until November 13, 2017 for a one-week timeframe. Results were recorded (see Table 3). Seven of the ten questions showed an increase in scores. Nurses felt improvement with the class and application of information they received for a month. Self-reported increases were also noted with knowledge of state and facility requirements, education on smoking cessation, the use of BMI and working with resistance. They also felt the reference guides created for the 5A’s and BMI were beneficial. Refresher courses to improve patient education was also warranted.  Two out of the ten questions had a decrease. Nurses self-reported confidence with using positive language to guide a patient through change dropped while results also showed that they did not document the 5A’s with each patient encounter for current smokers. Lastly, one of the ten questions remained the same. Nurses reported they did document current smoking status for each patient every encounter. 
Chart audits.
Post one quit, two quit class. 
A random chart audit one month prior to the OQTQ session was completed June 1, 2017 through June 22, 2017 to obtain data compliance with the 5A’s. After reviewing 149 total charts, all charts (100%) had current smoking status assessed and documented. 110 charts were discarded as they were not smokers. Of the 39 current smokers, findings revealed that only 3 charts needed required state documentation. From the 3 charts, 0 (0%) had required state documentation for the 5A’s, leading to failure of compliance. From the remaining 36 charts that the patient met criteria to be considered for a recommended screen, only 3 (8.3%) had the 5A’s documented. 
Pre-intervention. 
Another random chart audit was conducted after the OQTQ session to see if improvement had occurred with the education session. These chart audits were completed July 3rd, 2017 to July 24th, 2017. Out of 129 charts, all charts (100%) had current smoking status assessed and documented. 89 charts were discarded as they were not smokers. Of the 40 current smokers, only 2 charts met the criteria for required documentation. Of the two, only 1 (50%) had documented the 5A’s, leaving the other 1 (50%) in noncompliance. From the remaining 38 that the patient met criteria to be considered for a recommended screen, only 7 (8.01%) had the 5A’s documented. 
Moreover, NCPHD audited charts in September of 2017 and provided further feedback that smoking cessation counseling is not being consistently charted on indicating non-compliance with state guidelines (M. Formica, personal communication, September 10, 2017).  
1-month post-intervention.
Lastly, a chart audit was conducted one month after the implementation of the education session. This chart audit took place between October 6th, 2017 to November, 3rd. 2017. During this timeframe, 171 total charts were audited. Out of the 171, all charts (100%) had current smoking status assessed and documented. 122 were discarded as they were not smokers leaving 89 current smokers. Out of the 89 current smokers, only 2 charts met the criteria for required documentation. Of the two, only 1 (50%) had documented the 5A’s, leaving the other 1 (50%) in noncompliance. The remaining charts were recommended screens. From these charts, only 9 (19.14%) had the 5A’s documented. 
Chapter 5: Discussion
Introduction
Prior to the education session the pre-intervention survey questionnaire revealed that nurses had a high self-perception score in 8/10 (80%) questions indicating high initial baseline self-perception scores. The high areas included nurse’s ability to adequately assess smoking status of patients, perform smoking cessation counseling with the use of BMI, and document findings. On the other hand, it also revealed a baseline of nurse’s self-perceived weaknesses. The weak areas consisted of knowledge to facility guidelines and that refresher courses served as unbeneficial. Moreover, when comparing the two pre-intervention chart audit results alongside the pre-intervention self-assessment, findings do correlate with nurse’s self-perception. According to the chart audits, 100% of the charts pulled during this timeframe asked and documented current smoker status which remained consistent with the reported high scores for that area in the self-perception assessment. The chart audits also revealed that nurses were self-confident with smoking cessation counseling and BMI but out of the required charts, only 1 had any accompanying documentation. 
After completing the education session, post-intervention survey results showed that the education session did have positive impacts towards nurses recognizing their knowledge deficits. Nurses realized that after the informative session, they learned material which during pre-intervention they felt self-confident about but after the class realized they could use improvement. Nurses did indeed realize that they were not as confident as they thought they were when assessing smoking cessation status, assessing and documenting the 5A’s with each current smoker, using BMI, and utilizing tools which were readily available to them. By recognizing weaknesses, nurses were able to enhance these domains and reported an increase in knowledge. In the end, they rated future refresher courses as valuable.  By discussing motivational interviewing with fictitious patient encounters, nurse scores also improved with using empathetic language in patient encounters. Conversely, the scores remained the same with being familiar with state guidelines and utilizing BMI in patient encounters which signifies that nurses now understand these domains after the session.  
In the 1-month post-intervention survey, 7/10 (70%) questions scored upward and nurses felt an increase of self-reported confidence with the information they learned in the class and its application to practice. Scores also improved with the reference guides, which were created to the disposal of nurses for quick referral. During this time, reported self-confidence over this timespan improved with education of smoking counseling, the use of BMI techniques, and facility guidelines. On the other hand, nurse’s specific language to guide a patient through ambivalence and documentation of the 5A’s was reported with a lower rating. Nurses self-perception of confidence and knowledge remained the same with assessing and documenting smoking status at each visit. 	
When comparing the 1-month post-intervention chart audit findings alongside the post- and 1-month post-intervention self-perception survey scores, nurses remained consistent with scores of documenting current smoker status at each visit. The compliance was 100%. Nurses did feel a gain in knowledge with the refresher course, using the 5A’s with BMI use and facility guidelines, but their shortcomings were revealed with guiding an ambivalent patient through change and documenting the 5A’s. In comparison, even though nurse’s gained knowledge with the aforementioned areas, only 1 (50%) of required charts was accompanied by appropriate documentation, ultimately showed non-compliance. 
Implications of Findings
Evidence based literature describes the adverse effects smoking has on the mother and her fetus (Hawkins et al., 2016; YQTQ, 2014). It also confirms that smoking reduction or cessation greatly reduces the risk of harm and improves quality of life for both mother fetus (YQTQ, 2014; Oskarsdottir et al., 2017; Dietz, et al., 2010). The results of this QI project conclude that nurses have great potential with learning and administering evidence based intervention programs regarding smoking cessation counseling but in this case, the projects results reveal that nurses are not adequately providing the full 5A’s counseling method. 
The nurses rated themselves high regarding most questions in the self-perception survey questionnaire. Some literature suggests that self-perception scores are usually rated higher than actual ability but for the purposes of this quality improvement project, the self-reported results supported nurse’s strengths and weaknesses when compared to charts audits (Chang et al., 2013). Nurses did report that they do feel uncomfortable with facility guidelines and although scored high in self-perception of confidence with the 5A’s, do not always document it.  When contrasting the findings to a comparable study, the asking phase was found to be completed the most when paralleled to the remaining 5A’s (Chang et al., 2013). This finding was consistent with this projects results in that current smoker status was asked at 100%. The remaining 5A’s were rather assessed as whole and revealed noncompliance with required charts. Nurses did report that applying some language regarding BMI was difficult which could be a reason they do not always go past the first A. After interpreting the QI project results, my perception of this QI project is that a 1-hour education session is a limited amount of time to learn this communication technique. This leaves the conception that it is great preliminary exposure but does not allow full absorption and application of the material. Literature is also unclear as to whether a one-time workshop to learn BMI is favorable (Chang et al., 2015; Chertok et al., 2015). Some studies believe a 12-16-hour session creates great impact whereas other studies report multiple sessions with follow-up as having the greatest advantage (Chang et al., 2015; Chertok et al., 2015). No other education session, direct observation or follow-up was completed with the nurses at the QI site. 
Other results could have been obtained if the quality improvement project was completed in a private practice, per se, which leads patient setting to be another factor affecting BMI success. The QI project was completed in a high-risk OB setting in a health department which deals with lower socioeconomic statuses and focuses on the robust needs of this highly targeted population. Many barriers of education and low literacy need to be overcome when discussing harm of tobacco use which may be challenging. The facility also deals with substance use among their patient population. Nurses may feel that spending time on the 5A’s is cumbersome when other substances create more prevalent harm to the patient and become priority, i.e. heroin versus tobacco. When patients are weaning off or have stopped substances, resistant factors may occur when a nurse talks to them about yet stopping another health behavior change, such as tobacco. Nurses may also fear for non-receptiveness and hindrances in nurse-patient relationship if continuous tobacco cessation talk occurs at every visit with resistant patients.
Lastly, the staff still remains non-complaint with recommendations by ACOG and established guidelines by NCPHD. The data suggest that this facility can improve and do a better job with application and documentation of the 5A’s. One reason may be that although the the 5A’s is required at certain periods, accountability of each nurse is not enforced and may need to be heightened. Since the chart audits excluded tracking nurse documentation history, no analysis could be completed to evaluate who was and was not consistently documenting the 5A’s. 
Limitations
The timeframe to implement the project was partial to four months, which was the first limitation to this QI project. This created a change to initial project ideas which needed to be scaled down to fit the allotted timeframe for completion. Instead of completing the project at all three locations, the project was completed at one location, being high-risk.  This decreased the nurse population and participation in results, creating a small pool of four nurses. The small pool did provide insight to site specific compliance but it did not allow an overview in variability from each facility location. Another limitation was time not allowing for direct observation of nurses to dissect and evaluate 5A’s counseling and BMI with each patient encounter. 
Delimitations
Due to time constraints and IRB procedures, actual patients could not be tracked from beginning pregnancy to postpartum which would allow further evaluation as to whether or not smoking cessation counseling had effects on usage of tobacco. Our results were based on specific time-frames of various patient and did not capture a specific patient throughout pregnancy. Since the chart audits were completed in such a specific timeframe, there is a question as to whether or not the data results are skewed. There was only a small amount of required charts included within those time-frames which did not allow a true depiction of results. On the other hand, recommended charts had a good amount of documentation despite not being required. This limitation opens a need for a longer viewing window to audit and truly see if the non-compliance occurred by accident or if it is a continuous pattern on the required charts. 
Recommendations 
	Since the facilities status is still non-compliant with required documentation, stricter accountability needs to be enforced with charting. Considering random chart audits and addressing nurse’s one-on-one is an option. Discussing these findings individually with nurses will provide tailored feedback and can be a start to further assess barriers with continued follow-up for improvement. Creating some sort of positive reinforcement can also help with increasing compliance, as individuals are more apt to complete a task if they know a positive reward or behavior will follow. 
 Since nurses did report lower scores for certain BMI techniques, requesting funding for further BMI education can be a consideration so nurses can competently apply techniques to patient encounters. Following nurses and recording there 5A and BMI conversations with patients is another way that can help pull apart whether or not nurses are using the counseling method correctly. Feedback can help tune in on nurse’s weaknesses to dealing with resistance. 
Essential of Doctoral Education for Advanced Nursing Practice 
 	The DNP education essentials are eight foundational competencies which were established by the American Association of Colleges of Nursing and required by all DNP prepared graduates (AACN, 2006). These eight competencies allow a direct link as to how the practice-focused quality improvement project prepares advanced care providers to practice at the highest level of their education (AACN, 2006). 
Scientific Underpinnings to Healthcare.
The first DNP essential discusses the scientific underpinnings to healthcare. Through this essential, the project leader was able to work hand in hand with the facility to determine a project improvement practice which could create a practice change for positive outcomes. Since the known maternal and fetal risks were established and target population was appropriate, the significance of the problem was determined. To ensure positive outcomes were met, interventions through smoking cessation counseling were to be offered to each pregnant smoker. To begin guiding this practice change, the stages of change theory played a huge basis in the development of the education session. This theory laid the foundational principles needed to explain the various stages of change an individual may endure while altering a health behavior. Self-efficacy was another theory which guided the nurse’s new knowledge for success and optimized results for patients optimal well-being. 
Organizational and Systems Leadership for Quality Improvement and Systems Thinking.
The second DNP essential incorporated the project leader improving current practices through leadership principles. Nurse practitioners are leaders who have the ability to educate, modify healthcare behaviors, advocate and create an impact in healthcare. Leadership can be continued through the implementation of quality improvements projects in settings where they are deemed ethical and acceptable. By recognizing areas needing improvement and implementing evidence based practices, health outcomes and quality of life for many individuals can be positively effected. Since guidelines were established at the project site and a recent state review deemed the required charting for smoking cessation as noncompliant, a new methodology was proposed to re-educate nurses and increase compliance leading to improved patient outcomes. The re-education was through a refresher session on the evidence-based 5A’s which is recommended by ACOG. The intervention was also supported through current guidelines by NCPHD. To help with ambivalence and resistance, nurses were also educated on BMI communication techniques, which assisted in motivating intrinsic factors in patients. Essentially, all advanced care providers are leaders who can identify weaknesses within current systems and implement evidence based changes to improve health outcomes, promote patient safety and eliminate disparities, which are goals of Healthy People 2020 (AACN, 2006). 
Clinical Scholarship and Analytical Methods for Evidence-Based Practice.
The third essential was accomplished by reviewing existing evidence-based practice works in the forms of meta-analysis, systematic review, randomized control trials, one intervention study, and once case study to further connect and support the methodology for practice change from prior literature (AACN, 2006). The majority of pregnant women were current smokers at the facility. After presenting to the organization and receiving approval, the project leader was able to implement an intervention which was recognized as quality and evidence-based. This also held the project leader as an accountable part for carrying out a method which was meaningful for increased quality care.  
Information Systems/Technology and Patient Care Technology for the Improvement and Transformation of Health Care. 
	The fourth DNP essential was carried out by evaluating the populations and its needs. Due to geographic location, demographics and socioeconomic factors playing into the patient population, nurses needed to be culturally sensitive and comfortable with using language to promote intrinsic motivation for change. Information technology was also used in the form of Skype to ensure a certified motivational interviewer educated nurses appropriately about BMI despite distance between the instructor and clinic site. The medical record system was also used to analyze documentation of the 5A’s. This technology allowed the project leader to determine whether nurses were using the skills and complying with guidelines through the use of chart audits.
Health Care Policy for Advocacy in Healthcare.
To advocate for health care policy, the project leader worked with the organization to upkeep organizational standards and create an approach to meet nationwide goals (AACN, 2006). The nurse leader addressed barriers the nursing staff encountered when delivering the 5A’s and collaborated with the organization so these needs were met. Observation of insufficient mandatory education and refresher courses for the 5A’s left knowledge gaps in the system prior to the intervention. Advocating funding for future classes to assist the constituents with BMI techniques in patient encounters will continue to create a playing field of success for the intervention (AACN, 2006).
Inter-Professional Collaboration for Improving Patient and Population Health Outcomes. 
	Inter-professional collaboration was completed from day one and will be a continuous effort at the facility. The project leader worked with the nurse manger, social worker, mentor and medical director. This allowed the project leader to see a number of perspectives and introduced a consensus of the facilities need for improvement. Skills such as effective communication and listening were key factors which allowed the project leader to establish a practice change (AACN, 2006). 
Clinical Prevention and Population Health for Improving the Nation’s Health. 
The seventh DNP essential was completed by doing research to see what population suffered most risk in regards to smoking. After narrowing down these factors, the high-risk facility became a top priority aggregate. To be able to reach prevention with this population of health, the DNP project had to start from an evaluation of the nurses who ultimately provide the counseling. The project leader discussed many occupational, environmental, social and physical factors which affect the patients and community within this practice change. The project leader provided a comprehensive education session which guided nurses to deliver care in a culturally sensitive manner which would assist patients through their transition of change. 
Advanced Nursing Practice.
The eighth DNP essential set a foundation which is multifaceted. It sets the basis that all nurses, advanced care providers, physician assistants and medical doctors have great potential with administering evidence-based practice interventions. The aforementioned titles also have an impact in effecting various aspects of health. The 5A’s and BMI are not only used with smoking cessation but also allow for integration of modification to transpire in various health behaviors. BMI in particular can be implemented with substance use, weight loss, diet, breast feeding, and depression. The 5A’s with BMI can help reveal barriers and create an individualized patient care plan for those ready to make change with any health behavior. It also allows an effective communication style to be established with complex patients and promotes a holistic health promotion with the intended patient population. This type of evidence-based practice intervention serves to support not only excellence in care but also in many areas of health-related practice (AACN, 2006).  
Conclusion
	In conclusion, smoking cessation interventions in pregnancy have proven beneficial through adoption of the 5A’s and BMI. The QI project focused on re-educating nurses on the 5A’s of smoking cessation and documentation compliance which ensured all pregnant women are receiving quality smoking cessation counseling interventions. BMI is a therapeutic technique and when incorporated appropriately into patient encounters can assist with change in an unbiased and uplifting manner. With further assessment of the recommendations presented, improvement can continue to occur and increase nurse’s proficiency to distribute care to mothers and their fetuses throughout pregnancy. All nurses, advanced care providers, physician assistants and medical doctors are at the forefront to be educators and advocates for patients through evidence-based practices that can and will create change. This QI project can be further implemented to all cites and staff at the front line. When this occurs, we as a nation will be another step closer to the Healthy People 2020 goals of improving healthcare, improving quality care, and health outcomes.
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Appendix B
	Date
	Smoking Status/Amount
	Cato Screen 
	5A's - Phase Used Documented 

	 
	0=no, 1=yes
	0=no, 1=yes
	0=no, 1=yes























Appendix C
Demographics Questionnaire

1-6 will be open ended, 7-9 will be yes/no type questions.

1. How long have you been a nurse for?
2. How long have you been a nurse at Gaston County Department of Health and Human Services High Risk OB facility?
3. What is your age?
4. What is your gender?
5. What is your race?
6. How often do you receive training on the 5A’s? 
7. Have you received ‘motivational interviewing’ training before?
8. Are you certified in motivational interviewing?
9. Did you attend the ‘One quit, two quit’ teaching session?



Pre-, Post-, 1-month Post-Intervention Self-Perception Survey Questionnaire’s

All questions will be on a Likert-type scale with a rating 1-5 ranging from strongly disagree, agree, neutral, agree, and strongly agree.  

1. I am confident with using non-judgmental, empathetic, and motivating language to guide an ambivalent patient through change. 
2. I am confident in my ability to provide education on patient education for 
 smoking cessation.
3. I am confident in my knowledge of state guidelines and facility requirements for smoking cessation. 
4. I assess and document the smoking status of the patient at each clinic visit.
5. I complete the “CATO” tool and document accordingly for each smoking patient. 
6. I utilize and document the appropriate phase of the 5A’s for each smoking patient. 
7. I am confident in utilizing brief motivational interviewing for patient encounters.  
8. I maintain confidence in patient resistance to change.  
9. Reference guides for the 5A’s and brief motivational interviewing are useful tools for patient education. 
10. Refresher courses for the 5A’s and brief motivational interviewing can improve my self-confidence to provide patient education.  




Appendix D

	DNP Project Budget

	 

	ITEM
	QUANTITY
	UNIT COST
	SUBTOTAL

	TRAVEL

	Mileage
	250
	$0.54
	$135

	SALARY

	Motivational Interviewer
	1
	$100
	$100

	OFFICE SUPPLIES

	PowerPoint Handouts/ Print
	30
	$0.50
	$15

	Visual aid Handouts/ Print 
	10
	$0.50
	$5

	MISC FEES

	Supplies to produce handouts
	1
	$25
	$25

	Lunch n’ learn food 
	1
	$75
	$75

	TOTAL
	 
	 
	$355



























Appendix E

Outline of PowerPoint by slide

Title: Tobacco Cessation Counseling & Brief Motivational Interviewing in Pregnancy 

1. Objectives of the PowerPoint were reviewed.
2. Informed attendees of the hazardous effects smoking has on the mother and fetus. 
3. Reviewed state and facility guidelines per the facility.
4. Discussed investigators pre-education session and state audit chart findings. 
5. Reviewed new guidelines that ‘all types of tobacco are harmful’. 
6. Defined MI. 
7. Explained MI and it’s use. 
8. Examined resistant characteristics and how MI can be beneficial. 
9. Discussed the TTM. 
10. Discussed Stages of Change. 
11. Reviewed key principles of MI. 
12. Discussed BMI. 
13. Reviewed key principles of BMI. 
14. Refreshed knowledge on the 5A’s. 
15. Provided examples of the 5A’s. 
16. Provided examples of BMI techniques which can be incorporated into the 5A’s. 
17. Reviewed assistance programs and resources available to staff and patients. 
18. Re-capped on documentation requirements by the facility for the 5A’s. 
19. Available time for questions. 





















Appendix F

		Assess & document
· ALL patients at initial visit, 28 weeks, and 32 weeks
· RECOMMENDED to assess current smokers at every visit with 5A’s
· 5A’s

	ASK – 1 minute
· Remember to use open ended questions which allow for discussion, avoid yes/no type questions.
· Ask patient about smoking status and amount.
· Inquire about all types of tobacco. 
ADVISE – 1 minute
· Provide clear, personalized advice about the impact of smoking on the mother and her fetus.
· Refer to various pamphlets.
· Keep an open ear and provide affirmations.
ASSESS – 1 minute
· Assess willingness to quit in the next 30 days or decrease smoking usage.
· Provide examples of ways she can reduce tobacco use. 
· Refer to “40 ways to quit” pamphlet in each room. 
ASSIST – 3 minutes +
· Encourage smoking cessation.
· Provide support and cessation materials.
ARRANGE – 1 minute
· Resources for patients.




		1. ASK
2. advise
3. assess
4. assist
5. arrange


		                        
	               

	
Cato Appointment with Psychosocial Counselor- Chrys Kolodny

[image: ]
	
1-800-QUIT-NOW; Quit; and Quit Line
 Referral Forms  

	Pamphlets 
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GASTON COUNTY DEPARTMENT OF

HEALTH & HUMAN SERVICES

991 West Hudson Boulevard e Gastonia, North Carolina 28052
704-853-5000 e www.gastonhhs.org

July 17, 2017

To whom it may concern:

Ms. Panagiota Moutogiannis will be working with our maternity staff on her doctoral project
‘High-Risk Maternity Nurse Confidence and Compliance on Motivational Interviewing Style
Techniques for Patient Smoking Cessation Counseling’. She has met with our Health Director
and the rest of the clinical team has approved her project. Our IRB team endorses her project
and we look forward to working with her.

Please let me know if you need any further information from us.

Sincerely,

| //SLW/ 7/ ja‘/wmw; )

Velma V. Taormina, MD MSE FACOG
Medical Director
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