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ABSTRACT

Introduction: Tobacco dependence treatment is usually offered in primary care settings. Yet, if
many patients who smoke do no not access primary care, cessation interventions may be miss-
ing those who most need them. This study describes Wisconsin adults’ health care utilization by
smoking status.

Methods: Data were analyzed from 1726 individuals participating in a population-based, cross-
sectional, in-person health survey of Wisconsin residents (2014-2016). Demographic characteris-
tics were compared across smoking status using Wald chi-square tests weighted for the complex
survey design. Odds ratios were calculated using multivariate logistic regression models.

Results: Of 1726 respondents, 15.3% reported current smoking, 25.4% former smoking, and
59.4% never smoking. Those currently smoking were more likely than former- or never-smoking
respondents to report emergency departments as their “usual place to go when sick” (12% vs
3%) or report they had “no place to go when sick” (16% vs 7%). People who currently smoke also
reported more emergency department visits during the past year (mean=1.4 visits) than did oth-
ers (mean=0.4, P<0.01). Among those currently smoking, 18% reported that they “needed health
care but didn’t get it” over the past year, compared to 6% of others (P<0.01). Those currently
smoking also were more likely to report a “delay in getting care” (16% vs 9%, P=0.02) and were
less likely to have had a “general health checkup” within the past year (58% vs 70%, P<0.02).
These relationships persisted in logistic regression models controlling for variables related to
smoking status and health care utilization, including health insurance.

Conclusions: These findings suggest that more than a quarter of Wisconsin adults who smoke do
not receive primary care every year and that they delay care or seek care in emergency depart-
ments more frequently than do those who never smoked or who quit smoking. As a result, such
individuals may be missing out on evidence-based tobacco cessation treatment.

INTRODUCTION
Despite large-scale public health campaigns
and extensive evidence-based treatment
options for tobacco dependence, approxi-
mately 14% of US adults currently smoke
cigarettes,! and smoking remains the
leading preventable cause of death and a
driver of health care expenditures.2 Health
care system changes that institutionalize
the delivery of evidence-based smoking-
cessation interventions have been shown
to be both clinically and cost-effective.3-¢
Moreover, guideline reviews have identi-
fied primary care settings, in particular, as
a target — given that over 75% of smokers
visit a primary care clinician each year.” On
the strength of this evidence, accreditation
bodies have encouraged health care sys-
tems to adopt system changes to promote
the identification and treatment of patients
who smoke during health care visits.
Although primary care is well-suited to
preventive care, including smoking cessa-
tion treatment, 1 in 4 adults who smoke
report not receiving primary care in the past

year.” Some people use emergency depart-
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ments (ED) or urgent care as their usual source of care, and others
go without.!0 Even among insured members of a health coopera-
tive, roughly 17% of adults who smoke do not see their primary
care clinician in a given year.!! To design health system changes
and outreach efforts to have the greatest impact on patients who
smoke, it is important to explore how they obtain health services.
Knowing where patients seek care will inform efforts to inte-

grate smoking cessation advice and treatment or referral (eg, Ask,
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Advise, Refer) into workflows and care models tailored to these
settings and may inform direct-to-patient outreach efforts. This
information is critical to meeting patients where they are, rather
than expecting them to proactively seek smoking cessation care in
particular settings.

This is especially important because evidence suggests that
many of the marginalized communities that now suffer the great-
est burden from tobacco use (ie, people with limited education
or low socioeconomic status, minoritized racial groups, people
with mental illness!2) are also less likely to seek primary care and/
or more likely to seek care in other venues, such as emergency
departments.1314 Research on differences in usual sources of care
by smoking status is quite limited, however. Given that roughly
23% of patients without health insurance smoke,!2 there are
likely many socioeconomically disadvantaged people who smoke
who cannot afford preventive or primary care. Disparities in
usual sources of care may drive disparities in access to smoking
cessation treatment and downstream disparities in health out-
comes. As such, designing outreach efforts to reach patients with
limited access to primary care may be one strategy to enhance
health equity.

This study sought to address this gap in our knowledge using
representative data from the Survey of the Health of Wisconsin
(SHOW).15 We examined differences in usual sources of care
among adult respondents who reported current smoking, former
(past, but not current) smoking, or never smoking. In addition,
we examined differences in patient-rated health care quality and
health by smoking status. Patient ratings of care quality and self-
rated health are known to be lower among those without a usual
source of care!3 and are important secondary outcomes of interest,

given their relations with future care-seeking and mortality.16.17

METHODS
Measures
Data were analyzed from 1,726 individuals who reported smok-
ing status while participating in SHOW between 2014 and 2016.
SHOW is a population-based cross-sectional health examination
survey of civilian, noninstitutionalized residents of Wisconsin.
Detailed survey methods have been described previously by Nieto
et al.18 Survey components relevant to the current analysis included
an in-home interview and a self-administered questionnaire. All
study protocols were approved by the University of Wisconsin
Health Sciences Institutional Review Board, and all participants
provided written informed consent as part of the initial home visit.
Self-reported demographic characteristics included age (coded
as 18-39, 40-64, or =65 years), race (coded as White not Hispanic
or African American/Hispanic/Other), sex (coded as male or
female), level of education completed (coded as high school or
less, or at least some college), urbanicity (coded as urban, subur-
ban, or rural as defined by rural-urban commuting area codes),!?

unemployment, insurance status (coded as Medicaid/no insurance
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vs other), food insecurity (worried food would run out always or
often in the last 12 months, endorsed or not), and poverty level
(above vs at or below 100% poverty level). Poverty level was cal-
culated using the poverty guidelines from the US Department of
Health and Human Services.20 Categories were combined when
possible to accommodate smaller sample sizes, at the expense of
more granular description. To better characterize the sample, in
addition to smoking status (former, current, never), additional
self-reported health characteristics were measured, including self-
reported health (coded as fair/poor vs good/very good/excellent),
depression (as measured by the Patient Health Questionnaire-2
[PHQ-2], 2-item depression screening questionnaire),?! and alco-
hol consumption (with heavy alcohol consumption defined as
> 14 drinks per week for men or >7 drinks per week for women).

Care seeking was assessed with questions asking about usual
place of care when sick (“Do you have a place to go when you feel
sick or need advice about your health?, ED as usual place to go,
no place to go, or other place to go—ie, community health center,
hospital outpatient clinic, or doctor’s office), number of trips to
the ED in the past year, experiencing a delay in receiving care, and
not receiving care when needed. Subjects were asked if they had
“a general medical checkup in the past 1 year,” as well as if they
“had a physical exam” in the past year. The latter question aimed
to capture any medical visit, including acute visits (urgent care or
ED visits), while the “general medical checkup” was designed to
capture preventive health visits or “annual physicals” where preven-
tive services and health behavior counseling would more likely be
offered. Perceptions of quality of care were measured on a 5-point
Likert scale from “excellent” to “poor” and grouped by excellent/
very good/good versus fair/poor for analysis. The full list of ques-
tions and possible responses is available in the Appendix.

Data Analysis

Data analyses were completed using SAS 9.4 software (Cary, NC).
First, demographic characteristics were compared across smoking
status using Wald chi-square tests and weighted for the complex
survey design. Survey weights attempted to make estimates repre-
sentative of the state. Simple logistic regression models were run to
examine potential associations between smoking status, care-seek-
ing behavior, and quality-of-care perceptions that may be indepen-
dently associated with smoking behavior. Crude odds ratios (OR)
and adjusted ORs were calculated using simple logistic regression
models weighted for the complex survey design to examine differ-
ences in care seeking and experience across smoking status, with
never-smoking as the reference. Adjusted models were designed
based upon similarly weighted multivariate logistic regression mod-

ClS, in order to control for age, sex, and insurance status.

RESULTS
Of the 1726 individuals included in the analysis, 15.3% reported

current smoking, 25.4% former but not current smoking, and
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59.4% had never smoked. A larger pro-
portion of people who reported current
smoking (vs former or never-smoking)
were young (age 18-39), male, members of
minority racial groups, with less than a high
school education. A higher proportion of
those who reported current smoking also
reported poverty, heavy alcohol consump-
tion, symptoms of depression, and a lack
of health insurance. There was no differ-
ence by smoking status in the proportion
of participants living in rural versus urban
areas or being unemployed (Table 1).
People who reported current smoking
were more likely than those who formerly
or never smoked to report the ED as their
“usual place to go when sick” (12% vs 3%)
or to report they had no place to go when
sick (16% vs 7% and 8%, respectively).
People who currently smoke also reported
more ED visits during the past year than
people who formerly or never smoked
(mean of 1.4 visits for current vs 0.5 for
former- and 0.4 for never-smoking adults,
P<0.01). In addition, 18% of people who
currently smoke responded that they had
“needed health care but didn’t get it” over
the past year, compared to 8% of those
who formerly smoked and 6% of those
who never smoked (P<0.01). They were
also more likely to report a “delay in get-
ting care” (16% vs 8% former and 9%
never, =0.02). There was no statistically
significant difference by smoking status
for having had a physical exam during the
past year (75% for current, 85% former,
and 80% never, P=0.11), but significantly
fewer people who currently smoke reported
having a “general health checkup” within
the past year (58% current vs 73% former
and 68% never, P=0.01) (Table 2).
Perceptions of care quality, though not
the primary focus of this paper, may pro-
vide additional insight into care-seeking
practices. People who currently smoke
were more likely to rate the quality of their
last physical exam as fair/poor as opposed
to good/very good/excellent (21% current
vs 13% former and 12% never, P=0.01).
They also were more likely to rate their
overall quality of care as fair/poor (47%

Table 1. Demographic Characteristics of SHOW Participants by Smoking Status, 2014-20162

Smoking Status
Current Former Never P value
(n=231; 15.3%) (n=485; 25.4%) (n=1010; 59.4%)
n % (SE) n % (SE) n % (SE)

Age 0.01
18-39 79 443(4.2) 94  281(3.7) 322 38.6(2.0
40-64 130 49.5(3.8) 179  39.5(1.9) 424 431(1.7)
>65 22 6.2(15) 212 32.4(27) 264  18.3(1.5)

Sex 0.01
Male 106 55.5(3.4) 253 55.3(1.9) 398  447(1.2)

Female 125 445 (3.4) 232 447(19) 612 55.3(12)

Race <0.01
Non-Hispanic White 164 70.8 (3.6) 424 870 (1.6) 886  88.0(1.8)
Non-Hispanic Black 34 1.8(29) 13 3.0(1.0) 52 5.2(1.2)

Hispanic (Any Race) 15 9.4 (2.5) 16 3.9(0.9) 30 2.8(0.7)
Other 17 81(11) 31 6.2(07) 42 4.0 (0.6)

Education 0.01
<High school 35 15.2(2.2) 34 73(14) 42 41(1.0)

High school diploma or GED 69 32.5(4.6) 94  19.5(1.9) 165 16.5 (1.7)
At least some college 127 52.3(5.9) 357 73.2(1.6) 803  79.5(1.4)

Urbanicity 0417
Urban 130 61.4(13.0) 248 53.9 (15.3) 555 572 (12))

Suburban 34 13449 76 151(3.3) 7 16.1(3.4)
Rural 67 25.2(13.5) 161 30.9 (15.7) 284  26.7 (14))

Poverty <0.01
Below 53 26.3(3.4) 34 77(2.6) 81 9.7 (1)

Above 165 737 (3.4) 429 92.3(2.6) 886 903 (1))

Insurance <0.01
No insurance 27 126 (2.2) 1 3.8 (1.4) 22 2.4 (1)
Medicare/Medicaid 96 40.6 (3.4) 252 445 (3.5) 355  30.3(2.3)
Private/employer/other 106 46.8 (3.4) 222 517 (3.6) 631 67.3 (2)

Unemployment 012
Employed 207 89.8(10.) 472 96.7 (1.0) 1648  95.9(0.8)
Unemployed 22 101(2.4) " 3.3(1.0) 70 41(0.8)

Depressive symptoms 44 20.0(3.8) 31 8.0(1.2) 70 7.0 (0.6) <0.01

Heavy alcohol use 46 20.5(3.6) 93 193 (1.6) 92 9.5(0.8) <0.01

Self-reported fair/poor health 68 28.6(3.3) 64 12.6(1.9) 81 8.0(0.8) <0.01

Abbreviations: SHOW, Survey of the Health of Wisconsin; SE, standard error; GED, General Educational

Development.
aPercentages shown reflect weighted values for the state of Wisconsin.

Table 2. Access and Quality of Care by Smoking Status

Current Former Never P value
n % (SE) n % (SE) n % (SE)

Usual place to go when sick

No place to go 29 15.6 (3.3 30 71(1.4) 76 8.3(1.6) 0.03

ED as usual place 25 17(2.2) 1 3.0(0.9) 31 3.2(0.8)

Other place to go (health 171 727 (3.9) 434 89.9(17) 882  88.5(1.8)

center, clinic)
Number of ED visits, past year 137 (0.2) 0.47 (0) 0.43 (0.0 <0.01

(mean, SE)
Needed care but did not get it 36 18.0(2)) 36 8.2(16) 61 6.4 (0.7) <0.01
Delay in getting care 36 161(3) 38 81(1.7) 95 91(1.0) 0.02
Had physical exam, past year 176  75.0 (3.0) 421 84.8(2.6) 829  79.8(1.9) (0X)]
Had general checkup, past year 135 577 (3.8) 348 734(2.2) 694 67.7 (1.8) 0.01
Poor quality of care, physical exam 44  20.9 (3.0) 62  131(17) 19 121(17) <0.01
Poor quality of care, overall 99 46.7(5.2) 17 274(2.6) 485  28.6(2.3) 0.01

Abbreviations: ED, emergency department; SE, standard error.
aPercentages shown reflect weighted values for the state of Wisconsin.
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Table 3. Multivariable Logistic Regression of Health Care Utilization Practices and Perceptions by Smoking Status
Poor Quality of Care Overall Needed Care But Did Not Get It Delay in Getting Care Self-Reported Health Fair/Poor
(n=1722) (n=1720) (n=1721) (n=1713)
Point 95% P value Point 95% P value Point 95% P value Point 95% P value
Estimate Confidence Estimate Confidence Estimate Confidence Estimate Confidence
Limits Limits Limits Limits
Current Smoking 1.81 1.27,259  0.00 2.34 1.61,3.40 <0.001 179 1.08, 2.97 0.03 478 3.33,6.88 <0.001
(ref=never)
Former Smoking 1.07 0.71,1.59 0.75 1.47 0.84, 2.57 018 0.96 0.61,1.51 0.84 1.59 120,210  0.00
(ref=never)
No insurance/ 1.39 11,173 0.00 3.08 2.07,459 <0.001 1.48 0.98,2.22  0.06 — - — —
Medicaid®@
Age 0.97 0.97,0.98 <0.001 0.98 0.97,1.00  0.06 0.99 0.98, 1.01 0.36 1.01 1.00, 1.01 0.04
Sex 1.52 1.09,213  0.02 0.62 0.34,11 010 0.57 0.42,0.79 0.00 0.92 0.59,1.44 07
(ref=female)
aReference =Private, Medicare, other.
— Insufficient sample size to make comparison.

of people who currently smoke vs 27% former and 29% never,
P=0.01) (Table 2).

There are many factors associated both with smoking and use
of health care services, such as socioeconomic barriers to health
care access and differences in health status.1214 After adjustment
for age, sex, and insurance status, people who currently smoke
were still more likely to report their health care quality was poor
overall (47% vs 29%, adjusted OR [adjOR] 1.8 (95% CI, 1.3-
2.6); P<0.01), to delay secking health care services (16% vs 9%;
adjOR 1.8; 95% CI, 1.1-3.0; P<0.03), to not get care when
needed (18% vs 6%; adjOR 2.3; 95% CI, 1.6-3.4; P<0.01) and
to report fair/poor health (28.6% vs 8.0%; adjOR 4.8; 95% CI,
3.3-6.9; P<0.01) (Table 3).

DISCUSSION

The results from this study of a representative sample of Wisconsin
residents collected between 2014 and 2016 indicate that those
who smoke are more likely to use the ED as their usual source of
care or lack a usual source of care, report lower health care quality,
and delay or avoid health care compared to those who have never
smoked and those who have quit smoking. These findings suggest
patients who smoke may use health care services differently than
do nonsmoking patients and may skip care more often and rely
more heavily on acute care services than do nonsmoking adults.
Moreover, a lack of insurance did not account for this finding—
the difference persisted after controlling for insurance status/type
and demographics that are also associated with usual source of
care, such as race.

These data suggest that offering smoking cessation treatment
in EDs may be one way to extend the reach of smoking cessation
treatments, given that 12% of adults currently smoking reported
receiving their health care in ED settings. Secondary analysis of
audiotapes from ED patient/clinician encounters suggest that
many ED clinicians gather information about smoking behav-
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ior, but few counsel or advise patients to quit.22 Best practices for
doing so in the emergency setting have not yet been established.23
A randomized trial?4 that compared enhanced care (advice, brief
behavioral counseling, and provision of free nicotine patches with
telephone follow-up) versus usual ED care (brief advice and a
pamphlet) found no significant difference in 3-month abstinence
between the groups. However, an unexpectedly high cessation rate
in the control group suggested that even brief advice during an
ED visit may be helpful (14.7% intervention and 13.2% con-
trol).2¢ A 2017 systematic review and meta-analysis of 11 random-
ized control trials of ED-initiated tobacco interventions reported
a combined RR of 1.40 (95% CI, 1.06-1.86, P=0.02) for point-
prevalence abstinence from tobacco up to 12 months postinter-
vention.?s The authors concluded that ED-initiated tobacco inter-
ventions may be critically important for engaging hard to reach
patients who smoke, but essential components of successful ED
cessation interventions have not yet been identified. Interventions
that rely upon referral from the ED to an outside smoking ces-
sation program, for example, have not been shown to be very
effective,26 underscoring the importance of understanding health
care-seeking behaviors and motivations when designing tobacco
cessation interventions for acute care settings.

Finding effective ways to expand health care system changes to
emergency care is a high priority for smoking cessation research,
but the current data suggest that this may still miss a substantial
minority (16%) of adults who smoke.!! Delaying and skipping care
were more common among patients who smoke than those who do
not, and many more patients who smoke reported having no usual
source of care in Wisconsin than their nonsmoking peers. These
data highlight the need for innovative population health strategies
to bring smoking cessation more directly to patients. Proactive out-
reach via mail, phone, and digital means has the potential to increase

demand for smoking cessation treatment and help more people
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quit. Studies of proactive outreach in the Veterans Affairs and pri-
mary care settings support the promise of such approaches,2-2° but
the extent to which they will reach patients with no usual source of
care is not yet known. Retail health services, which are becoming
more widely available in some major retail stores and pharmacies,
may also help to fill this gap. Evidence suggests that retail clinics
typically serve younger adults without a usual source of primary
care, and most visits are for preventive services (90% of visits) or
simple acute issues.30 This “on-demand” model could potendially
provide an opportunity for preventive care interventions, such as
tobacco treatment services, in a more familiar and accessible set-
ting than an ED or urgent care center.3! More research is needed
to understand how preventive services, in general, might play a role
at retail health systems. Finally, individuals who smoke are more
likely to suffer from mental health diagnoses and/or poverty. Thus,
ensuring that settings that care for such individuals (mental health
treatment settings, community service agencies)3233 offer cessation
treatment may further expand reach.

Disparities in ratings of health care quality also were observed
for Wisconsin adults who smoke versus those who do not. Lower
perceptions of general health care quality among patients who
smoke could occur for a variety of reasons, including the fact that
more of their encounters may be for acute needs in an urgent care
or ED setting. Urgent and ED care tends to be narrowly focused
on the acute presenting concern, as opposed to well-visits or
chronic disease management visits in primary care. The fact that
there is no difference in the proportion of patients who report
having a physical exam in the past year but there is a significant
difference in those reporting a general health checkup is consis-
tent with the finding of acute care-seeking behavior being more
common among patients who smoke. Physical exams occur with
any type of health care encounter, including ED or urgent care
visits, whereas general medical checkups imply preventive care or
maintenance of chronic disease visits. If patients who smoke are
also more likely to delay care until it becomes imperative, greater
use of the ED or urgent care would also make them less likely to
forge a consistent relationship with a primary care clinician who
might provide pharmacotherapy and behavioral support for smok-
ing cessation.

If patients who smoke do not perceive that their health care is
of good quality, then their trust in the value of general medical
exams and/or preventive screening services may likewise be low. It
could be argued that people who continue to smoke do so because
they have not yet suffered from the health consequences of smok-
ing (the so-called “healthy smoker effect”),34 but a higher propor-
tion of currently smoking patients in this study reported fair/poor
health compared to former and nonsmoking patients, leading to
the more troubling conclusion that those who currently smoke
may be in worse health and less likely to seek care. This is consis-

tent with some utilization research in primary care settings. For
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example, Smith et al35 found that among patients who reported
cough and hoarseness within the past month, current smoking was
associated with a reduced likelihood of help-seeking (OR 0.44;
95% CI, 0.23-0.83), even after adjusting for demographic fac-
tors.3

The consistent finding that people who quit smoking are more
similar to those who never smoked than those who continue to
smoke suggests that the differences in health care utilization, qual-
ity, and health observed are not due to sociodemographic or etio-
logical factors associated with starting smoking. It may be either
that smoking causes the differences observed or that the causal
agents driving health care utilization, quality perceptions, and self-
rated health are associated with factors (ie, third variables) that
also promote success in maintaining abstinence from tobacco. An
encouraging implication of this result is that a history of smoking
is not necessarily associated with worse access to or trust in care
or worse health. Instead, it is current smoking (or the factors that
maintain smoking) that signals problems in health and health care
quality and access.

This study has several limitations, most notably its reliance on
retrospective self-report for care-seeking behaviors and perceptions
of care quality. Data were also collected in a single state—one that
has not adopted Medicaid expansion—so these results may not
generalize to other states and health policy contexts. This is sec-
ondary analysis of a survey that had already been administered, so
we were not able to ask additional questions about the motivation
behind certain care-seeking behaviors. Such insights would greatly
enrich our understanding and better inform the design of future
smoking cessation intervention programs that can better meet the
needs of patients who smoke. Finally, no interactions between
variables shown to be different by smoking status were examined,
such as the interaction between poor quality of care and use of the
ED for primary care. In order to make assumptions about why
care patterns and quality may differ by smoking status, an analysis
that better accounts for the interaction and relative contributions

of each predictor is warranted.

CONCLUSIONS

Wisconsin adults who currently smoke cigarettes are more likely
to skip health care and less likely to have a usual source of care
other than the ED than those who do not smoke. These disparities
in primary care access and care quality persist after controlling for
insurance and demographics. These findings suggest that efforts
to address smoking need to extend beyond adult primary care to
reach a substantial proportion of adults who smoke and to prevent

smoking-related morbidity and mortality.

Acknowledgements: The authors would like to thank Parvathy Pillai, MD,
MPH, for her review of the data and abstract, and Michael Fiore, MD, for
his review and comments on this manuscript. Kristen Malecki, MD, is the
Principal Investigator for the Survey of the Health of Wisconsin grant.

267



Funding/Support: The data source, the Survey of the Health of Wisconsin, is
funded by the Wisconsin Partnership Program PERC Award (233 PRJ 25DJ).

Financial Disclosures: None declared.

Appendix: Available at wmjonline.org

REFERENCES

1. Cornelius ME, Wang TW, Jamal A, Loretan CG, Neff LJ. Tobacco product use among
adults - United States, 2019. MMWR Morb Mortal Wkly Rep. 2020;69(46):1736-1742.
doi:10.15585/mmwr.mm6946a4

2. Centers for Disease Control and Prevention. Smoking & tobacco use: fast facts and
fact sheets. Accessed June 18, 2021. https://www.cdc.gov/tobacco/data_statistics/
fact_sheets/fast_facts/index.htm

3. Rigotti NA, Clair C, Munafo MR, Stead LF. Interventions for smoking cessation

in hospitalised patients. Cochrane Database Syst Rev. 2012;5(5):CD001837.
doi:10.1002/14651858.CD001837.pub3

4. Rice VH, Heath L, Livingstone-Banks J, Hartmann-Boyce J. Nursing interventions
for smoking cessation. Cochrane Database Syst Rev. 2017;12(12):CD001188.
doi:10.1002/14651858.CD001188.pub5

5. Ladapo JA, Jaffer FA, Weinstein MC, Froelicher ES. Projected cost-effectiveness of
smoking cessation interventions in patients hospitalized with myocardial infarction. Arch
Intern Med. 2011;171(1):39-45. doi:10.1007/archinternmed.2010.479

6. Levy DE, Klinger EV, Linder JA, et al. Cost-effectiveness of a health system-based
smoking cessation program. Nicotine Tob Res. 2017;19(12):1508-1515. doi:10.1093/ntr/
ntw243

7. Fiore MC, Jaén CR, Baker TB, et al. Treating Tobacco Use and Dependence: 2008
Update. US Department of Health and Human Services, Public Health Service; 2008.
8. Fiore MC, Goplerud E, Schroeder SA. The Joint Commission's new tobacco-cessation
measures--will hospitals do the right thing? N Engl J Med. 2012;366(13):1172-1174.
doi:10.1056/NEJMp1115176

9. United States Public Health Service Office of the Surgeon General; National Center
for Chronic Disease Prevention and Health Promotion (US) Office on Smoking and
Health. Smoking Cessation: A Report of the Surgeon General. US Department of Health
and Human Services; 2020. Accessed March 8, 2022. https://www.cdc.gov/tobacco/
sgr/2020-smoking-cessation/index.html#full-report

10. Tsai JC, Liang YW, Pearson WS. Utilization of emergency department in patients
with non-urgent medical problems: patient preference and emergency department
convenience. J Formos Med Assoc. 2010;109(7):533-542. doi:10.1016/S0929-
6646(10)60088-5

11. Nolan M, Zwaga D, McCarthy D, et al. Who are we missing with EHR-based smoking
cessation treatments? A descriptive study of patients who smoke and do not regularly
visit primary care clinics. J Smok Cessat. 2020;15(4):175-180. doi:10.1017/js¢.2020.21
12. Centers for Disease Control and Prevention. Smoking & tobacco use: current
cigarette smoking among adults in the United States. Accessed March 2, 2021. https:/
www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/index.htm.
13. Kangovi S, Barg FK, Carter T, Long JA, Shannon R, Grande D. Understanding why
patients of low socioeconomic status prefer hospitals over ambulatory care. Health Aff
(Millwood). 2013;32(7):1196-1203. doi:10.1377/hlthaff.2012.0825

14. Wray CM, Khare M, Keyhani S. Access to care, cost of care, and satisfaction with
care among adults with private and public health insurance in the US. JAMA Netw
Open. 2021;4(6):e2110275. doi:10.1001/jamanetworkopen.2021.10275

15. Survey of the Health of Wisconsin. Survey of the Health of Wisconsin (SHOW).
Accessed May 25, 2021. https://show.wisc.edu/

16. Wuorela M, Lavonius S, Salminen M, Vahlberg T, Viitanen M, Viikari L. Self-rated
health and objective health status as predictors of all-cause mortality among older
people: a prospective study with a 5-, 10-, and 27-year follow-up. BMC Geriatr.
2020;20(1):120. doi:10.1186/512877-020-01516-9

17. Bombak AE. Self-rated health and public health: a critical perspective. Front Public
Health. 2013;1:15. doi:10.3389/fpubh.2013.00015

18. Nieto FJ, Peppard PE, Engelman CD, et al. The Survey of the Health of Wisconsin
(SHOW), a novel infrastructure for population health research: rationale and methods.
BMC Public Health. 2010;10:785. doi:10.1186/1471-2458-10-785

268

19. WWAMI Rural Health Research Center. Rural-urban commuting area codes (RUCAS).
Accessed May 25, 2021. http://depts.washington.edu/uwruca/

20. Office of the Assistant Secretary for Planning and Evaluation (ASPE). 2021 Poverty
Guidelines. Accessed May 25, 2021. https:/aspe.hhs.gov/2021-poverty-guidelines

21. Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity

of a two-item depression screener. Med Care. 2003;41(11):1284-1292. doi:10.1097/01.
MLR.0000093487.78664.3C

22. Vokes NI, Bailey JM, Rhodes KV. "Should | give you my smoking lecture

now or later?" Characterizing emergency physician smoking discussions and
cessation counseling. Ann Emerg Med. 2006;48(4):406-414.e4147. doi:10.1016/j.
annemergmed.2006.03.037

23. Cheung KW, Wong IW, Fingrut W, et al. Randomized controlled trial of emergency
department initiated smoking cessation counselling and referral to a community
counselling service. CJEM. 2018;20(4):556-564. doi:10.1017/cem.2017.345

24. Bernstein SL, Bijur P, Cooperman N, et al. A randomized trial of a multicomponent
cessation strategy for emergency department smokers. Acad Emerg Med. 2011,
18(6):575-583. doi:10.1111/).1553-2712.2011.01097.x

25. Lemhoefer C, Rabe GL, Wellmann J, et al. Emergency department-initiated tobacco
control: update of a systematic review and meta-analysis of randomized controlled
trials. Prev Chronic Dis. 2017;14:E89. doi:10.5888/pcd14.160434

26. Ersel M, Kitapcioglu G, Solak ZA, Yuruktumen A, Karahalli E, Cevrim O. Are
emergency department visits really a teachable moment? Smoking cessation
promotion in emergency department. Eur J Emerg Med. 2010;17(2):73-79. doi:10.1097/
MEJ.0b013e32832e67d6

27. Rogers ES, Fu SS, Krebs P, et al. Proactive tobacco treatment for smokers using
Veterans Administration mental health clinics. Am J Prev Med. 2018;54(5):620-629.
doi:10.1016/j.amepre.2018.02.011

28. Kalkhoran S, Inman EM, Kelley JHK, Ashburner JM, Rigotti NA. Proactive population
health strategy to offer tobacco dependence treatment to smokers in a primary care
practice network. J Gen Intern Med. 2019;34(8):1571-1577. doi:10.1007/s11606-019-
05079-3

29. Haas JS, Linder JA, Park ER, et al. Proactive tobacco cessation outreach to
smokers of low socioeconomic status: a randomized clinical trial. JAMA Intern Med.
2015;175(2):218-226. doi:10.1001/jamainternmed.2014.6674

30. RAND Corporation. The evolving role of retail clinics. Published 2016. Accessed
March 11, 2022. https://www.rand.org/pubs/research_briefs/RB9491-2.readonline.html
31. RAND Corporation. Health care on aisle 7: the growing phenomenon of retail clinics.
Published 2016. Accessed March 11, 2022. https://www.rand.org/pubs/research_briefs/
RB9491-1.html

32. Christiansen BA, Brooks M, Keller PA, Theobald WE, Fiore MC. Closing tobacco-
related disparities: using community organizations to increase consumer demand. Am J
Prev Med. 2010;38(3 Suppl):S397-S402. doi:10.1016/j.amepre.2009.11.015

33. Christiansen BA, Macmaster DR, Heiligenstein EL, et al. Measuring the integration
of tobacco policy and treatment into the behavioral health care delivery system: how
are we doing? J Health Care Poor Underserved. 2016;27(2):510-526. doi:10.1353/
hpu.2016.0069

34. Becklake MR, Lalloo U. The 'healthy smoker": a phenomenon of health selection?
Respiration. 1990;57(3):137-144. doi:10.1159/000195837

35. Friedemann Smith C, Whitaker KL, Winstanley K, Wardle J. Smokers are less

likely than non-smokers to seek help for a lung cancer 'alarm' symptom. Thorax.
2016;71(7):659-661. doi:10.1136/thoraxjnl-2015-208063

WMJ - DECEMBER 2022



advancing the art & science of medicine in the midwest

WMJ (ISSN 1098-1861) is published through a collaboration between The Medical
College of Wisconsin and The University of Wisconsin School of Medicine and Public
Health. The mission of WM.J is to provide an opportunity to publish original research,
case reports, review articles, and essays about current medical and public health
issues.

© 2022 Board of Regents of the University of Wisconsin System and The Medical
College of Wisconsin, Inc.

Visit www.wmjonline.org to learn more.




