
Preventive Medicine 47 (2008) 200–205

Contents lists available at ScienceDirect

Preventive Medicine

j ourna l homepage: www.e lsev ie r.com/ locate /ypmed
Design and baseline characteristics from the KAN-QUIT disease management
intervention for rural smokers in primary care

Lisa Sanderson Cox a, Ana-Paula Cupertino a, Laura M. Mussulman a, Niaman Nazir a,
K. Allen Greiner b, Jonathan D. Mahnken c, Jasjit S. Ahluwalia d, Edward F. Ellerbeck a,⁎
a University of Kansas School of Medicine, Department of Preventive Medicine and Public Health, MS 1008, 3901 Rainbow Blvd, Kansas City, KS 66160, USA
b Department of Family Medicine, University of Kansas School of Medicine, Kansas City, KS, USA
c Department of Biostatistics, University of Kansas School of Medicine, Kansas City, KS, USA
d Department of Medicine and Office of Clinical Research, University of Minnesota School of Medicine, Minneapolis, MN, USA
⁎ Corresponding author.
E-mail address: eellerbe@kumc.edu (E.F. Ellerbeck).

0091-7435/$ – see front matter. Published by Elsevier I
doi:10.1016/j.ypmed.2008.04.013
a b s t r a c t
a r t i c l e i n f o
Article history:
 Objective. To describe th

Available online 3 May 2008

Keywords:
Disease management
Smoking cessation
Tobacco use
Nicotine dependence
Rural health
Primary care
e design, implementation, baseline data, and feasibility of establishing a disease
management program for smoking cessation in rural primary care.

Method. The study is a randomized clinical trial evaluating a disease management program for smoking
cessation. The intervention combined pharmacotherapy, telephone counseling, and physician feedback, and
repeated intervention over two years. The program began in 2004 and was implemented in 50 primary care
clinics across the State of Kansas.

Results. Of eligible patients, 73% were interested in study participation. 750 enrolled participants were
predominantly Caucasian, female, employed, and averaged 47.2 years of age (SD=13.1). In addition to smoking, 427
(57%) hadat least one additionalmajor risk factor for cardiovascular disease (diabetes, hypertension, high cholesterol,
heart diseaseor stroke). Participants smokedonaverage23.7 (SD=10.4) cigarettesperday,were contemplating (61%)
or preparing to quit (30%), were highlymotivated and confident of their ability to quit smoking, and reported seeing
their physicians multiple times in the past twelve months (Median=3.50; Mean=5.48; SD=6.58).

Conclusion. Initial findings demonstrate the willingness of patients to enroll in a two-year disease management
program to address nicotine dependence, even among patients not ready to make a quit attempt. These findings
support the feasibility of identifying and enrolling rural smokers within the primary care setting.

Published by Elsevier Inc.
Introduction

Although cigarette smoking is commonly considered a voluntary
social act, nicotine dependence can be more accurately characterized
as a chronic disease typically involving cycles of repeated quit
attempts and smoking relapse (Fiore, 2000; Fiore et al., 2008). Most
models of drug dependence account for the majority of drug users
experiencing challenges with abstinence and expect relapse prior to
achieving long-term abstinence. However, most smoking cessation
interventions offer only a single, short-term (i.e., 1–12 week) inter-
vention and do not include a mechanism for assisting non-responders
or those who relapse (Fiore, 2000; Silagy et al., 1994).

Physicians have contact with over 70% of smokers each year (Lopez-
Quitero et al., 2007). Physicianswho intervene, evenwith brief advice, can
impact a patient's smoking behavior (Pine et al, 1999; Russell et al., 1979).
Unfortunately, physicians' offices often are poorly equipped to provide
management of nicotine addiction in accordance with established
nc.
guidelines (Rothemich et al., 2008; Orlandi, 1987; Kottke et al., 1988).
Smoking cessation counseling competes with other clinical tasks and,
beyond brief advice, many physicians do not routinely counsel patients
who smoke (Rothemich et al., 2008; Steinberg et al., 2007; Ockene,1987a,
b;Wells et al.,1986). Further, onlya subsetof smokers trying toquit receive
pharmacotherapy (Steinberg et al., 2007; Ellerbeck et al., 2001; Control,
1993). However, when smoking cessation treatment is offered within
primary care, the majority of patients who smoke choose to participate
(Fiore et al., 2004).

Disease management programs have been created to address
problems commonly encountered in chronic disease care (Eberhardt
et al., 2001; Epstein and Sherwood, 1996). Chronic illness manage-
ment and smoking cessation have been inadequately addressed in a
clinical practice environment designed for acute complaints (Ellerbeck
et al., 2001; Ashton,1999; Jencks et al., 2000). Effective chronic disease
management and smoking cessation programs both require systems
to identify patients in need of service, track changes in health care
needs over time, assure treatment in accordance with best practices,
and pro-actively engage patients in behavior change (Fiore, 2000;
Glasgow et al., 2001a,b; Kottke et al., 1988). Many disease
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management programs utilize ‘case managers’ and proactive tele-
phone contacts to coordinate and deliver specific elements of
evidence-based care (Philbin, 1999; Rich, 1999, 2001; Wagner, 1998,
2000). Case managers function as an entity outside of the physician's
office, providing resources unavailable in the typical practice.

We developed KAN-QUIT, a disease management smoking cessa-
tion program integrated into primary care clinics in the state of Kansas.
KAN-QUIT was designed to provide the support systems needed to
address nicotine dependence as a chronic disease within the existing
primary care system. Within this disease management program, ‘case
managers’ (counselors) are part of an external intervention team able
to assess and track smokers, provide behavioral counseling, and
coordinatemanagement of nicotine dependencewith the primary care
physician. KAN-QUITalso provides multiple opportunities for smokers
to make new or repeated quit attempts.

A disease management program may be particularly suitable for
primary care practices with reduced access to community-level
behavioral change programs. Rural communities have higher smoking
prevalence (Doescher et al., 2006) and limited cessation resources
(Ellerbeck et al., 2001, 2003). Rural-dwelling adults have lower rates of
health insurance coverage (Rowland and Lyons, 1989), travel longer
distances for health care, and have access to fewer health care
providers, particularly fewer specialists (Eberhardt et al., 2001).
Higher rates of tobacco use, high rates of poverty, and limited access
to health care strongly support the need for developing new avenues
for smoking cessation in rural communities.

The goal of the KAN-QUIT study is to evaluate the effectiveness of
high and low intensity disease management programs for nicotine
dependence. This paper provides a preliminary report to describe the
design, early implementation, and implications for adoption of disease
management concepts in addressing nicotine dependence.

Methods

All study procedures were approved and monitored by the human subjects com-
mittee of the University of Kansas Medical Center (KUMC).

Participants

Participants were recruited from fifty primary care practices within the Kansas
Physicians Engaged in Practice Research (KPEPR) Network, a geographically diverse
group of Kansas rural primary care clinics engaged in collaborative research with
KUMC. Recruitment started in 2004, ended in 2005, and was performed by trained
medical students during a rural, primary care research elective. Students universally
screened all patients seen during their rotation and maintained a log of the number of
patients queried and the number reporting current smoking. Patients were also
accepted for screening if referred by office staff. Although we did not randomly sample
from the entire population of each clinic, we believe the result is a sample broadly
representing patients from rural primary care clinics. Patients were informed about the
study and completed written consent. Participant information was forwarded daily to
the research staff at KUMC. Trained study staff contacted participants via telephone
within 6 weeks of screening to verify eligibility and conduct the baseline survey.

Eligible smokerswere at least 18 years old, reported smoking at least 10 cigarettes per day
for at least 25 of the past 30days, spoke English, considered one of our participating physicians
to be their regular doctor, and had a working home or cellular telephone. Individuals were
excluded if pregnant or planning to become pregnant in the next two years, planning on
moving in thenext twoyears,displayedsignsofdementiaorothermentalhealthdisorders that
would interferewith study participation, or livedwith a smoker already enrolled in the study.
While most smoking cessation trials enroll only individuals interested in stopping smoking,
intention to quit smokingwas not a criterion for participation. Instead, we utilized the ‘disease
registry’ approach recommended for chronic disease management (Bonomi et al., 2002) and
recruited smokers regardless of their willingness to commit to a smoking cessation attempt.

Design

The study utilized a randomized, three-arm design with intervention occurring over
the course of 24months. Participantswere randomized to treatment at the individual level
using simple randomization. Treatment involved four, 6-month cycles within each arm.
Participants were randomized to either 1) a comparison group (C) receiving health
educationalmailings andanoffer for freenicotine replacement therapyor bupropion every
6 months, 2) low-intensity disease management (LDM) receiving C plus a low-intensity
diseasemanagement program, or 3) high-intensity diseasemanagement (HDM) receiving
C plus a high intensity disease management program. At each 6-month interval, the low-
intensity disease management program (LDM) included up to 2 telephone counseling
sessions and a physician progress report, while the high-intensity disease management
program (HDM) included up to 6 telephone-based counseling sessions plus additional
progress report feedback to the physician.

Intervention

Health education
All participants received a health education package including an incentive gift, a

welcome letter, information about nicotine replacement and bupropion use for
smoking cessation, and two brochures containing smoking cessation information-You
Can Quit Smoking (USDHHS) and When Smokers Quit (American Cancer Society).

Pharmacotherapy
All participantswere offered the choice of free bupropion or nicotine patch every six

months during the study. Treatment consisted of a 6-week course of 21mg/day nicotine
patch or a 7-week course of bupropion 300 mg/day. Participants indicated intention to
use pharmacotherapy by returning a stamped postcard included with the health
educational materials or calling research staff at a toll-free number. For participants
requesting the nicotine patch, research staff assessed risks and benefits and screened for
contraindications via telephone. Those reporting absolute contraindications were
ineligible for the patch and were offered the option of bupropion. Research staff faxed
relative contraindication information to the primary care physicianwho either approved
or disapproved patch use. Nicotine patches were mailed to eligible participants with
instruction for use. If a participant requested bupropion, staff assessed risks and benefits
and screened for contraindications via telephone. Participants' current medications
were reviewed by a registered pharmacist utilizing theMicromedex database to identify
potential drug interactions with bupropion. Participants with absolute contraindications
were denied bupropion and offered the option of the nicotine patch. Research staff faxed
an assessment addressing relative contraindications and potential drug interactions
along with a prescription request form to the patient's physician. The physician made
final assessment of the safety of bupropion use and, if appropriate, faxed back the signed
prescription. Bupropion was mailed to eligible participants with instruction for use.

Telephone counseling
Counseling involved a patient-centered approach based on the principles of Moti-

vational Interviewing (MI) (Miller and Rollnick, 1991). Controlled studies have demon-
strated the efficacy of MI-based counseling for alcohol (e.g., Bien et al., 1993; Handmaker
et al.,1999;Miller et al.,1993; Senft et al.,1997), heroin (Saunders et al.,1995), and nicotine
addiction (Colby et al.,1998). Counselors completed comprehensive training and attended
weekly supervision. All counseling sessions were audio-taped to assure integrity of theMI
sessions.

Progress reports to primary care providers
For LDM and HDM participants, progress reports describing tobacco use, quit plan,

use of pharmacotherapy, and recommendations for follow-up were faxed to their
provider. A progress report was sent after the first MI counseling call (for LDM and HDM
participants) and after the last MI counseling call (for HDM only) at each cycle of the
study. Additional progress reports were sent every time a participant set a quit date
within both HDM and LDM groups.

Measures

Baseline assessment included age, gender, race/ethnicity, annual income, education
level, employment status, and marital status. Smoking history assessed number of
cigarettes smoked per day, number of previous quit attempts, longest prior abstinence,
previous nicotine replacement use, previous bupropion use, stage of readiness to stop
smoking (Velicer et al., 1995; DiClemente et al., 1991), and the Fagerström Test for
Nicotine Dependence (FTND) (Heatherton et al., 1991). Importance and confidence in
quitting smoking was assessed using a 10-point Likert scale with a higher score
indicating greater importance or confidence. Social and environmental variables
included encouragement from friends or family to quit, smoking status of partner,
number of friends that smoke, other smokers in the home, and children in the home.

Participants reported how many times they had seen their regular doctor in the past
12months, andwhetheranyhealthcareproviderhadever told themthat theyhavediabetes,
hypertension, high cholesterol, stroke, chronic lung disease, heart disease, cancer, or
depression. In addition, we identified county location of primary care practices, categorizing
each country according to the 5-strata Centers for Disease Control and Prevention (CDC)
population density categories (frontier, rural, densely settled rural, suburban, and urban).

The primary outcome measure will be 7-day point prevalence smoking abstinence
at month 24 (i.e. ‘having smoked no cigarettes, not even a puff in the past 7 days’) to
assess accumulative effects of the four 6-month intervals of the disease management
intervention. Secondary outcomes will include self-reported point prevalence absti-
nence at 6, 12, and 18 months; continuous abstinence at 12, 18, and 24 months; bio-
chemically confirmed abstinence at 12 and 24 months; frequency of quit attempts and
progression in stage of readiness to stop smoking at 6, 12, 18, and 24 months. We will
measure and evaluate potential mediating factors including uptake of pharmacother-
apy, counseling calls completed, and discussions with physicians during each 6-month
interval of the program. Finally, we intend to evaluate the cost-effectiveness of the
treatment arms. Intensity of an intervention may be highly correlated with cost, yet
more intensive interventions may actually be more cost-effective (Fiore, 2000).



Table 1
Sociodemographic characteristics and self-reported medical history of rural smokers in
Kansas, United States (2004–2005)

Total

N (%)

Age
≤50 years 440 (58.7)

Gender
Female 439 (58.5)

Marital status
Married/Partner 504 (67.2)
Divorced 136 (18.1)
Widowed 43 (5.7)
Separated 18 (2.4)
Never married 49 (6.5)

Employment status
Full time 437 (58.3)
Part time 66 (8.8)
Not employed 247 (32.9)

Education
≤High school 385 (51.3)

Diabetes 101 (13.5)
Hypertension 258 (34.4)
High cholesterol 269 (35.9)
Stroke 34 (4.5)
Chronic lung disease 202 (26.9)
Heart disease 73 (9.7)
Cancer 37 (4.9)
Depression 304 (40.5)
Weight, mean (SD) lbs 182.8 (50.6)
Body mass index, mean (SD) kg/m2

b25 248 (33.1)
25–29 235 (31.4)
≥30 266 (35.5)
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Results

Of 50 rural primary care practices participating in this study, most
(78%) of the practices were located in counties designated as frontier,
rural or densely settled rural. The remaining practices were located in
remote parts of counties designated as urban or semi-urban. Of these,
7 were in remote geographic regions within those counties and 4were
in larger towns (population 15,000–50,000) geographically separated
from the five metropolitan municipalities within the state. More than
half (57%) of the counties represented have median income below
$35,000, and 56% of the counties have more than 11% of the popu-
lation living below the poverty line.

Out of 80 physicians participating in our study 75% responded to a
brief survey about their practice. Themajority of physicians weremale
(68.3%), practicing in family medicine (90%), and highly interested in
participating in future research programs (97%).

Study recruitment and enrollment data are presented in Fig. 1. Of
1827 identified smokers, 305 (16.7%) declined participation, 714
(39.1%) were ineligible, and 808 (44.2%) were eligible for the study. Of
714 ineligible smokers, 401 were ineligible due to light patterns of
smoking characterized by smoking fewer than 10 cigarettes per day
(42%) or smoking less than daily (14%). Of 808 eligible smokers, 58
(7.2%) were lost to follow-up prior to baseline assessment and
randomization, and 750 were randomized to the three treatment
conditions.

Table 1 presents baseline demographic characteristics of the 750
study participants. Participants were largely Caucasian (N90%), female,
employed, and averaged 47.2 years of age (SD=13.1). Almost half the
sample had some post-high school education. Similar to national data
(Hedley et al., 2004), BMI calculations indicated two thirds of the
sample were either overweight (31.2%) or obese (35.5%). Roughly one
third of the participants reported being previously diagnosed with
depression, high cholesterol, hypertension, or chronic lung disease.
In addition to their active smoking status, 427 (57%) had at least
one additional major risk factor for cardiovascular disease (diabetes,
hypertension, high cholesterol, heart disease or stroke).

Smoking characteristics are presented in Table 2. Participants on
average smoked 23.7 (SD=10.4) cigarettes per day and less than one
third reported usingmenthol cigarettes (21.9%).Many participants had
Fig. 1. Screening and enrollment of study partic
previously used either nicotine replacement therapy (NRT) (52.9%,
N=397) or bupropion (32.7%, N=245) to stop smoking. Overall, par-
ticipants were contemplating quitting, and were highly motivated and
confident of their ability to quit smoking. In addition, almost half of
the participants reported having a spouse/partner currently smoking
(41.2%), having one or more other smokers in the household (46.0%),
and having no smoking restrictions in the home (45.5%). Participants
ipants, Kansas, United States (2004–2005).



Table 2
Smoking history characteristics of rural smokers in Kansas, United States (2004–2005)

Current smoking
Current cigarettes per day, mean (SD) 23.7 (10.4)
Fagerström Test for Nicotine Dependence (FTND), mean (SD) 5.2 (2.2)
Smoke mentholated cigarettes, n (%) 164 (22%)
Brand of cigarettes, n (%)
Marlboro 277 (37%)
Doral 50 (7%)
Camel 45 (6%)
GPC 37 (5%)
Othera 341 (45%)

Smoking history
Age started smoking regularly, mean (SD), year 17.9 (6.5)
Number of quit attempts in past 6 months, mean (SD) 0.72 (1.5)
Prior use of pharmacotherapy, n (%)
Nicotine replacement therapy 397 (53%)
Bupropion (Zyban) 245 (33%)

Longest period of past abstinence, n (%)
b24 h 41 (5%)
1–7 days 147 (20%)
8–30 days 112 (15%)
1–6 months 161 (21%)
≥6 months 252 (34%)
Never tried quitting 37 (5%)

Psychometric measures
Readiness to stop smoking, n (%)
Precontemplation 65 (9%)
Contemplation 457 (61%)
Preparation 228 (30%)

Confidence in quitting, mean (SD) 6.1 (2.7)
Importance of quitting, mean (SD) 8.6 (2.1)

a Any other reported brand, each reported by less than 5% of participants.
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reported seeing their physicians multiple times in the past twelve
months (Median=3.50; Mean=5.48; SD=6.58).

Discussion

The current paper described the design, recruitment, and baseline
data for the first evaluation of a disease management program for
nicotine dependence. Initial findings from the KAN-QUIT study
demonstrate the feasibility of identifying and enrolling rural smokers
within the primary care setting. Enrollment shows smokers in primary
care settings are willing to participate in a two-year disease manage-
ment program to address nicotine dependence.

Initial findings from KAN-QUIT participants support the rationale
for a disease management approach to treating nicotine dependence.
Indeed, 95% of KAN-QUIT participants reported making previous quit
attempts, and one third of the sample reported having maintained
abstinence for 6 months or more in the past. Although these
individuals experienced subsequent relapse, they acknowledged the
importance of quitting and were willing to re-engage in treatment.
Moreover, these smokers made a commitment to participate in
smoking cessation intervention over the course of two years. Such
commitment is important given that smokers at all stages of readiness
to change were approached for inclusion in the KAN-QUIT program.
While the vast majority of treatment interventions have targeted only
smokers preparing to stop smoking (Fiore, 2000), the disease
management approach is applied to all smokers. Notably, two thirds
of the smokers in this sample were not preparing to stop smoking at
baseline yet agreed to participate in the two-year KAN-QUIT
intervention.

The participants reported high frequency of contact with their
primary care provider, highlighting the potential for utilizing the
doctor–patient contact to facilitate smoking cessation. Previous data
demonstrate the challenges of effectively addressing tobacco use
within primary care and emphasize the need for programs to assist
the healthcare provider (Ellerbeck et al., 2003). A diseasemanagement
approach may address this gap. Initial implementation of the KAN-
QUIT protocol supports the feasibility of incorporating a disease
management program for nicotine dependence, combining telephone
counseling and physician feedback, into the primary care setting.
While intensive intervention from nicotine dependence specialists is
not possible within most primary care settings, identification of
smokers and referral to a disease management program is feasible.
Telephone counseling further increases access to treatment for
smokers. Data from KAN-QUIT supports the feasibility of telephone
counseling in the rural setting, as 96% of screened patients reported
having a working telephone. The access to external nicotine
dependence specialists allows primary care physicians to address
nicotine dependence and arrange follow-up within the limited scope
of the office visit. The combined telephone counseling and individua-
lized physician feedback is expected to produce client-centered
smoking cessation intervention. Compared to standard interventions,
tailored interventions may enhance smoking cessation self-efficacy
and increase abstinence outcomes (Dijkstra et al., 1999; Shiffman et al.,
2000, 2001).

The KAN-QUIT intervention provides multiple opportunities to use
pharmacotherapy and telephone counseling to aid cessation and
abstinence maintenance. Repeated intervention and extended treat-
ment are expected to improve abstinence rates (Shiffman et al., 2004;
Durcan et al., 2002; Gonzales et al., 2001; Hays et al., 2001; Hall et al.,
2004). Data show that many smokers who relapse following
biobehavioral intervention will successfully achieve abstinence with
subsequent pharmacotherapy for smoking cessation (Shiffman et al.,
2004; Durcan et al., 2002; Gonzales et al., 2001). Due to the chronic
nature of tobacco use, extended treatment and repeated intervention
may be required to aid quit attempts, increase periods of abstinence,
and decrease relapse, thereby improving long-term smoking absti-
nence (Tonnesen et al., 1996).

Current findings show a notable rate of co-morbidity within this
sample of rural smokers. Rates of depression, hypertension, chronic
lung disease, diabetes, and obesity suggest the potential need for
addressing multiple health issues and health behaviors within an
effective intervention. Fifty-seven percent of our participants re-
ported at least one major risk factor for cardiovascular disease
in addition to their active smoking, making this a particularly im-
portant population requiring intervention to facilitate stopping
smoking. Many smoking cessation clinical trials exclude individuals
with comorbidity. Because individuals with comorbidity are not ex-
cluded from the KAN-QUIT program, this study will be able to
examine use of pharmacotherapy within a broad patient base. Fur-
thermore, high rates of comorbidity in our sample emphasize the
importance of integrating the primary care provider as a central
figure within the smoking cessation intervention to address in-
dividual needs related to co-existent diseases and assess potential
contraindications to pharmacotherapy use.

The high prevalence (40%) of lifetime depression among smokers
in the current study is consistent with previous investigations
(Glassman et al., 1990; Hall et al., 1996; Kinnunen et al., 1996).
Depressed smokers are less likely to quit smoking (Breslau et al., 1992;
Lasser et al., 2000) and those who quit tend to relapse earlier than
non-depressed smokers (Glassman et al., 1990; Kinnunen et al., 1996).
Smokers with a history of depression are more likely to experience a
depressive episode when trying to quit (Covey et al., 1998), and
experience more severe withdrawal symptoms (Breslau et al., 1992,
1993). Due to the paucity of mental health resources within rural
communities, a disease management model may be well suited to
address key comorbid factors.

One strength of this study is the ability to report elements of
external validity, as recommended within the RE-AIM framework
(Dzewaltowski et al., 2004a,b). The RE-AIM framework [reach, efficacy/
effectiveness, adoption, implementation and maintenance] can be
used to evaluate dimensions central to translating research to practice
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for health promotion interventions, including chronic diseasemanage-
ment (Dzewaltowski et al., 2004a,b; Glasgow et al., 2001a,b). Our high
level of participation (more than 70% of eligible smokers agreed to
study participation) produced a broad sample of rural primary care
patients and supports the wide reach of this intervention. Indeed, the
high level of participation in KAN-QUIT is notable. In contrast, rates of
participation from the general target population are typically un-
known (Dzewaltowski et al., 2004a,b). Moreover, KAN-QUIT partici-
pants include smokers at all stages of readiness to stop smoking, and
include individuals with diverse medical comorbidity. Furthermore,
the KAN-QUIT study design will allow evaluation of maintenance of
behavior change over the course of two years, providing a unique
examination of participant engagement and adherence, relapse and
repeated quit attempts, choice and use of pharmacotherapy over time.

Enrollment data from this study points to the need of intervention
for light smokers. Of the 1827 patients screened, one in five reported
patterns of smoking characterized by smoking fewer than 10
cigarettes per day or smoking less than daily. Although light smokers
desire professional help to quit, they are less likely to receive physician
advice to stop smoking (Owen et al., 1995) and are typically excluded
from clinical trials. However, the USDHHS Clinical Practice Guidelines
specifically recommend biobehavioral intervention for all smokers
(Fiore, 2000). Therefore, this group must not be overlooked by health-
care providers and should be considered in future research.

Conclusions

The KAN-QUIT study implements a disease management approach
to treating the chronic condition of tobacco use and nicotine
dependence. The program incorporates pharmacotherapy, telephone
counseling, and physician feedback with repeated intervention over
two years. Initial findings support the feasibility of identifying and
enrolling rural smokers within the rural primary care setting. Findings
show smokers across stages of readiness to stop smoking arewilling to
enroll in a two-year disease management program to address nicotine
dependence.
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