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We surveyed 14 providers (12 MDs and 2 NPs), and interviewed 6 medical assistant (MEAs), 1 behavioral health specialist, and
1 nurse manager to assess gaps. We found the three main barriers to improving SHS intervention rates were: 1) Lack of a
standardized workflow for conducting and documenting an intervention 2) Patient lack of motivation 3) Shortage of smoking
cessation resources to give to patients (eg: NRT Rx, Referral slips for NO-BUTTS hotline, smoking cessation resource list).
Based on highest feasibility and maximal impact, we decided on a group of interventions that would be the most high yield in
addressing secondhand smoke in our 6M patient population.

Background
ZSFG
6M Peds Clinic

Secondhand smoke (SHS) is a major cause of
disease with no safe levels of exposure. Children
with a caregiver smoking in the home are at
increased risk for neurobehavioral disorders,
severe asthma attacks, and subsequent
hospitalizations etc. In addition, parental
tobacco dependence increases the risk of their
children’s own tobacco use, initiation, and
dependence.
Because caregivers of pediatric patients see
pediatricians far more times than they see their
own physicians in a year, pediatric clinics are
well positioned to improve first-and
secondhand smoking cessation rates in our
patient population, a goal which is in line with
the Quality metric of the Zuckerberg San
Francisco General Hospital’s (ZSFG) True North
Goals.

Figure 2: We partnered with the SFDPH to provide over
150 Quitkits to patients over the course of our project

Figure 3: Standardized workflow with MEA tasks and Provider tasks

Table 1: Our interventions included factors
that predisposed (educational materials,
posters, and trainings), enabled
(standardized workflow with defined roles,
pre-filled NRT binders, Quitkits) and
reinforced (weekly individualized feedback,
surveys, and interviews of the nurses,
MEAs, and clinicians)

Project Evaluation & Impact
We met our goal with our average documented intervention rate increasing from 36% to 88%, representing an
improvement of 52% compared to our baseline. Additionally, our sustained intervention rate at an average of 73% in
August 2018 was perceived to be a result of clinic staff adopting the workflow, as well as taking personal ownership and
initiative to keep resources stocked and the system running smoothly even in our absence over the summer.

Project Goals

Figure 4: By June 2018 we had reached our goal of an 84% intervention rate as measured
by an intervention being recorded in the EMR for a given encounter with a patient who
screened positive for SHS exposure

Figure 1: Current State: percent of patient referrals after being screened Yes for
secondhand smoke was 36%

Current Situation:
Between 9/2016 and 8/2017, only 36% of
Children’s Health Center Pediatric Primary Care
Clinic patients who screened positive for SHS
exposure received an intervention. This data
represents a missed opportunity to intervene
with robust evidence-based referral options
such as nicotine replacement therapy (NRT),
motivational interviewing, or referrals to
in-clinic behavioral health counselors trained in
smoking cessation.
Goal:
Increase documented intervention rate at ZSFG
Children’s Health Center Pediatric Primary Care
clinic for patients screening positive for
secondhand smoke exposure from 36% to 84%
by June 2018.

Figure 5: Our control chart demonstrates a stabilization in the success of our
intervention rates, and improvement outside of the normal week-to-week
variation by the end of our project

Next Steps, Dissemination & Lessons Learned
Next Steps:
● Incorporate the standardized workflow into pediatric resident onboarding
● Continue discussing pipeline for caregiver insurance enrollment to improve NRT access.
● Identify and promote the option with highest yield in cessation attempt and success.
● Further quantitative and qualitative analysis focusing on intervention outcomes and patient experience
Dissemination:
● Our QI workflow is adaptable in other primary care settings where smoke exposure is consistently screened.
Lessons Learned:
● Cultivating in-person support and a shared goal with the team was vital to the sustainability of our project
● EMR changes are a non-viable short-term option based off the EMR’s immutability
● Interventions that target staff vs. physicians helped account for resident turnover
● Unstable and/or substandard living situations (eg: single room occupancy (SRO), homelessness) with other
residents who smoke contributed to lack of environmental control for SHS
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