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INVITED COMMENTARY

Integrating Comprehensive Tobacco Treatment
Into the Evolving US Health Care System
It’s Time to Act

T

obacco use remains the leading preventable cause
of death in the United States, contributing to unsustainable health care costs and unacceptable socioeconomic disparities in disease burden.1 Clearly, treating tobacco use and dependence should be a high priority
for physicians and for all those who organize, provide, and
pay for health care. Unfortunately, this is not the case. Despite its recognition as a chronic disease,2 the availability
of therapies that are among the most cost-effective in health
care,3 and evidence-based clinical guidelines,4 tobacco dependence has not been treated with the respect and attention it deserves by the US health care system.1

See also page 39
As health care provision evolves in the era of health
care system reform, how can we ensure that tobacco
dependence treatment is no longer neglected? How can
we integrate tobacco treatment into the newly envisioned systems for providing and paying for health care,
from ambulatory-based, patient-centered medical homes
and neighborhoods to more comprehensive integrated
health care provision systems such as accountable care
organizations?
A substantial body of evidence indicates that we need
a comprehensive care management system for tobacco
dependence similar to the systems being used to manage other chronic diseases.4,5 A tobacco care management system should look like this:
v The tobacco use status of every patient encountered in any setting (inpatient and outpatient, primary
and specialty care) is routinely assessed and recorded in
a way that allows easy identification of a registry of tobacco users (ie, all the tobacco users for whom a health
care professional, practice, or health care organization
is responsible).

v Every tobacco user who presents for care is routinely advised to quit, briefly offered appropriate evidencebased tobacco treatment (including Food and Drug Administration [FDA]–approved pharmacotherapy), and
automatically linked to affordable resources in the health
care system or community that supplement the health care
professional’s brief visit-based effort. Such resources would
include counseling and medication management provided in person, by telephone, or via the Internet.
v Visit-based care is supplemented with “direct-tosmoker” outreach from the practice or health care system that offers treatment to the entire population of smokers for whom the organization is responsible.
v Treatment is coordinated centrally across sites of care
and over time.
v Evidence-based tobacco dependence treatment, including counseling and medication, is reimbursed without constraints that limit access to care, such as preauthorization and substantial copayments. Coverage policies
should recognize the relapsing nature of tobacco dependence and allow for multiple courses or long-term use
of all FDA-approved medications, including nonprescription nicotine replacement products.
v A health care system’s performance in providing tobacco treatment to patients (and eventually in achieving the outcome of tobacco use cessation) is routinely
monitored as a quality indicator, reported back to the system, and publicly reported.
To build this system, models of treatment demonstrated to be efficacious in research settings must be
adapted to fit into real-world health care provision and
reimbursement structures. The care of smokers after an
acute myocardial infarction (MI) is a good example. These
patients benefit more rapidly and substantially from quitting than any other group of smokers.6 The efficacy of
initiating tobacco treatment during a hospital stay for MI
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was first demonstrated in 1990.7 A randomized controlled trial found that a nurse-provided behavioral counseling program begun in the hospital and continued by
telephone for 3 months after discharge nearly doubled
the proportion of smokers who abstained from tobacco
at 1-year follow-up, from 32% to 61%. Subsequent clinical trials replicated and extended the work, demonstrating the efficacy of hospital-initiated smoking intervention for all patients, not just those admitted for MI.8 A
1993 cost-effectiveness analysis using data from the original 1990 trial found that initiating tobacco treatment during a hospital admission for acute MI and continuing contact after discharge was more cost-effective than virtually
all other post-MI treatment then in routine use.9
In the past 17 years, post-MI and tobacco treatment standards have changed substantially. Therefore, it is welcome to have an updated cost-effectiveness analysis by
Ladapo et al in this issue of the Archives.10 Using new evidence regarding treatment efficacy and generally conservative assumptions about costs and survival benefits, the
investigators estimated a cost-effectiveness ratio of $5050
per quality-adjusted life-year for a counseling-only program and $11 400 to $13 700 per quality-adjusted lifeyear if a full 3-month course of smoking cessation pharmacotherapy is also included.
The analysis was carefully done, although I would
quibble with a few details. Most notably, the authors model
a nurse-provided program, but a nurse’s training and salary are not required. A more realistic model would have a
certified tobacco treatment counselor (often a health educator or social worker) provide counseling under a nurse’s
supervision. This option is explored in the sensitivity analysis, producing a 23% decrease in estimated program cost
and even greater cost-effectiveness. Either way, their main
finding is clear. In 2010, as in 1993, hospital-initiated tobacco treatment is as or more cost-effective than any other
standard component of post-MI care that physicians, hospitals, health care systems, and payers would be faulted
for failing to provide.
The original 1993 article was accompanied by an editorial asserting that a routine, hospital-based smoking intervention for patients with MI was “an idea whose time
had come.”11 Unfortunately, it had not. Despite the evidence, the intervention was not widely adopted. Tobacco was a neglected cardiac risk factor in an era when
aggressive risk factor management was emphasized.
Why were these results not translated into practice? Can
we expect this new evidence to have any different effect?
A major reason for the failure to adopt the tobacco intervention program was that it did not fit readily into the prevailing structure of US health care provision or reimbursement. No single organization could do it all. Hospitals could
provide the inpatient counseling, but they neither felt responsible for nor were reimbursed for postdischarge care.
The visit-based fee-for-service reimbursement system in
ambulatory care did not cover telephone calls. Putting the
program into practice required coordinating a patient’s care
over time and across inpatient and outpatient treatment
settings. This concept of care management for chronic diseases was essentially unknown. Since then, the health care
environment has changed substantially. Building systems of care to improve the outcomes of patients with

chronic diseases is now a priority. Systems of reimbursement are beginning to shift from rewarding visit and procedure volumes to rewarding the value that treatments offer patients and society.
Incentives for hospitals to address tobacco use appeared in 2004, when the Joint Commission began public reporting of national hospital quality measures.12 These
measures included assessment of whether smokers discharged with acute MI (or congestive heart failure or pneumonia) received advice or assistance to quit smoking during their hospital stay. Public reporting led hospitals to
pay greater attention to tobacco than ever before. Over
time, hospitals’ performance on this measure increased,
but the existing measure is imperfect. It does not require hospitals to connect patients to the postdischarge
care needed to make the intervention effective in the long
term, and the measure itself can be “gamed.”12 Revised
tobacco measures that address these problems are under development13 and should be adopted.
Evolving technologies such as the Internet could offer
new options for smoking cessation. If they are effective,
health care professionals could refer to them to support and
extend their own office-based efforts. Originally, health care
professionals referred smokers to in-person smoking cessation programs, but these programs attracted relatively few
smokers despite proven efficacy. In the 1990s, telephone
counseling replaced most in-person efforts to improve the
accessibility, convenience, privacy, and cost-effectiveness
of treatment. The efficacy of proactive (ie, counselorinitiated) telephone counseling was clearly established,14
and it is included in national clinical tobacco treatment
guidelines.4 Today, a network of state-funded quit lines with
a common access number (1-800-QUIT-NOW) offer telephone counseling free to smokers nationwide.
The emergence of the Internet offered the prospect of
further increasing the reach, effect, and cost-effectiveness of tobacco treatment.15 The Internet’s interactive
and social networking features offer new ways to tailor treatment to a smoker’s unique situation and provide the social support that clearly contributes to treatment success.
These interventions could be accessed at any hour and
might attract groups such as younger smokers who are less
likely to access treatment in other ways. Visionaries began to combine Internet- and telephone-based interventions into an integrated program.
Evidence of the effectiveness of Internet-based intervention is just beginning to appear. Less is known about
the marginal benefit or cost-effectiveness of adding Internet interventions to telephone counseling (or vice
versa). The 2008 US clinical treatment guidelines judged
Internet-based interventions to be promising but without a sufficient evidence base for endorsement as standard treatment.4 A subsequent meta-analysis of 9 trials,
which included some newer trials, found Internetbased treatment to be effective in adults,16 but given the
heterogeneity of interventions tested and the complexities of study designs, the jury is still out.
The article by Graham and colleagues17 in this issue of
the Archives makes an important contribution to the literature. Those authors conducted a randomized controlled trial to compare the effectiveness of a real-world
Web site with strong social networking features to the same
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Web site plus telephone counseling. Both conditions were
compared with a static information-only Web site that
lacked the tailoring and social networking functions hypothesized to promote smoking cessation. Contrary to expectations, the fully functional Web site was no better than
the static Web site. However, adding telephone counseling to either Web site increased smoking cessation rates
significantly. Whether the combination is also more costeffective than Web-based counseling now needs to be addressed. Testing the reverse combination—the marginal
benefit of adding the Internet component to telephone
counseling—would also be valuable given the ubiquity of
telephone counseling services. If the promise holds, Internet-based tobacco treatment could provide an exciting
new component to tobacco care management.
Going forward, we will need more than evidence and
real-world models to succeed in giving tobacco treatment the priority it deserves in the evolving health care
system. We will also need a receptive environment. Fortunately, recent federal health policy developments, including provisions in the health care system reform law
(Affordable Care Act), are promising.
v In August 2010, federal standards guiding “meaningful use” requirements for electronic health records
mandated that smoking status be recorded in a coded
field.18 Emerging accreditation standards for patientcentered medical homes have a similar requirement. These
mandates will promote the development of tobacco registries and encourage the new models of primary care practice to prioritize tobacco treatment.
v In October 2010, the Affordable Care Act began to
require states to cover a comprehensive tobacco cessation benefit for pregnant women in Medicaid programs.19 States should extend these benefits to all smokers enrolled in Medicaid, as 6 states already do.20 Taking
this action can reduce smoking prevalence in the Medicaid population.21
v In 2011, the Centers for Medicare and Medicaid
Studies will begin piloting accountable care organizations, integrated care provision systems with novel
reimbursement systems that put a premium on prevention and care coordination. Tobacco care management strategies should fit easily into the accountable
care organization model.
v In 2013, the Affordable Care Act will offer states a
financial incentive to cover all preventive services graded
A or B by the US Preventive Services Task Force.19 Tobacco treatment clearly qualifies. When exact regulations are written, they must define treatment to include
all treatments endorsed by clinical treatment guidelines,4
including all (even nonprescription) FDA-approved medications and all cost-effective counseling methods.
These developments, along with ongoing efforts by
health care systems and payers to systematize the provision of high-quality care and improve chronic disease
management, make me hopeful that a comprehensive
tobacco care management system can and will be integrated into the evolving health care provision system.
In doing so, we will learn lessons not only about
tobacco treatment but also about how to manage other
health-related behaviors with major public health

effects; we will save countless lives and avert untold
suffering. It is time to act.
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