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Introduction

obacco dependence shows many features of a chronic disease. Although a

minority of tobacco users achieves permanent abstinence in an initial quit

attempt, the majority persist in tobacco use for many years and typically
cycle through multiple periods of relapse and remission. A failure to appreciate the
chronic nature of tobacco dependence may undercut clinicians” motivation to treat
tobacco use consistently (Fiore et al., 2000).

Treating Tobacco Use and Dependence:
Clinical Practice Guideline

Promoting widespread use of treatment for tobacco dependence is one of
the primary goals in improving public health (U.S. Department of Health
and Human Services, 2000). Tobacco use, and smoking in particular, causes
many of the chronic and debilitating diseases that affect the population
and stress the health-care system. Such diseases include heart disease,
stroke, multiple cancers, and respiratory diseases, as well as complications
of pregnancy such as preterm delivery and low infant birth weight (U.S.
Department of Health and Human Services, 1989, 2001, and 2004; National
Cancer Institute, 1999).

State health departments -

and businesses are uniquely .
positioned to expand “
the provision of tobacco- . -
dependence treatment T his faCiIit y IS
through partnerships and

purchasing strategies. Insur- smo ke fr.ee :
ance coverage can be expanded
for state employees and
Medicaid recipients. Business
partnerships can be developed
to initiate or expand coverage
for self-insured or indemnity
populations. Comprehensive
benefits must be appropriately
promoted, and their use should
be monitored.

No Smoking

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment 1
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Introduction

This guide will review what is known about implementing comprehensive
tobacco-control and treatment strategies within health-care systems.
Provided within are examples of effective partnerships between public
health agencies, health-care systems, and the business community. Also
included is a primer designed to promote a better understanding of
health care for those not familiar with systems operations. The reader
should be aware that this guide uses the term “patient” in the broadest
sense—therefore, users of this guide should not exclude opportunities
for providers to treat tobacco use among relatives, such as parents of
infant, child, and adolescent patients; other patient family members;
and any other individuals with whom providers have contact through
interactions with patients.

Approximately 28% of adolescents in this county currently use tobacco,
22% of whom are smokers (Centers for Disease Control and Prevention
[CDC], 2005a). Additionally, more than one in five adults in this country
currently smoke (CDC, 2004b), but most want to quit. In 2002, 70% of
smokers reported that they wanted to quit, and 41% attempted to quit
for at least 24 hours in the past year. However, only about 5% of smokers
maintained abstinence for 3 to 12 months (CDC, 2005b).

Safe and effective tobacco-use treatments that greatly enhance success in
quitting are available, but many smokers do not or cannot access these
treatments (Fiore et al., 2000). Most who try to quit may not be successful
because they do not use effective treatments (American Cancer Society,
2003; Zhu et al., 2000).

In terms of efficacy, cost effectiveness, and impact, tobacco-use treatment
has been ranked in the top three preventive services and has been specified
as cost saving (Maciosek et al., 2006). Experts agree that reducing the
number of new smokers and helping current smokers quit plays a critical
role in improving public health (Peto et al., 2000). Reducing tobacco use

is a key component of Healthy People 2010—the nation’s action plan for
improving public health in the first decade of the 21st century. This plan
includes 21 objectives related to tobacco and a goal to reduce smoking
prevalence by more than half (to 12%) by 2010. Current smoking prevalence
in the United States is 20.8% (CDC, 2005b).



The chart below illustrates the importance of including cessation in primary
tobacco-control efforts.
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Promoting quitting among tobacco users is one of the key recommenda-
tions in several recent major reports. The CDC recommends the following
comprehensive tobacco-control strategies:

U.S. Public Health Service (PHS) Guideline for
Treating Tobacco Use and Dependence

B Ensure that all smokers are offered effective tobacco-use treatment at all
clinical encounters.

Increase access to and participation in effective tobacco-use counseling.

Increase access to and appropriate use of effective tobacco-treatment

medications.

Reduce patient out-of-pocket costs for tobacco-use treatment.

Create a social and economic environment that promotes quitting
(Fiore et al., 2000).

Guide to Community Preventive Services

M Increase the unit price for tobacco products.

B Implement sustained mass media campaigns.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment
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Introduction

Implement provider reminder systems in health-care settings.
Reduce patient out-of-pocket costs for tobacco-use treatment.

Initiate multicomponent interventions that include patient telephone
support (Hopkins et al., 2001).

Interagency Committee on Smoking and Health,
Cessation Subcommittee Goals, 2003

Mobilize health insurers, employers, and others to foster evidence-based
tobacco-dependence coverage for all covered lives.

Mobilize health systems to implement system-level changes to foster
effective utilization of tobacco-dependence treatments.

Mobilize national quality assurance and accreditation organizations,
clinicians, health systems, and others to establish and measure the
treatment of tobacco dependence as part of the standard of care
(www.cdc.gov/tobacco/ICHS).

Mobilize communities to ensure that policies and programs are in place
to increase demand for services and to ensure access to such services,
especially for underserved populations (Fiore et al., 2004).

The Cochrane Collaboration, 2005

Health insurance that pays the full cost of smoking-cessation treatments
can increase quit rates compared to benefit plans that only partially
cover cessation treatment or that offer no cessation benefits (Cochrane
Collaboration, 2005).

Programs to stop smoking delivered during hospitalization that include
a 1-month follow-up are most effective (Cochrane Collaboration, 2005).

Proactive telephone counseling can be effective compared to an
intervention without personal contact. Successful interventions generally
involve multiple contacts timed around a quit attempt (Cochrane
Collaboration, 2005).

All of the commercially available forms of nicotine replacement therapy
(gum, transdermal patch, nasal spray, inhaler, and sublingual tablets/
lozenges) are effective as part of a strategy to promote smoking cessation
(Cochrane Collaboration, 2005).

Standard self-help materials may increase quit rates compared to
no intervention, but the effect is likely to be small (Cochrane
Collaboration, 2005).



Establishing new relationships, particularly with people in health-care
systems and the business community, is essential to achieving success.

By themselves, public health agencies have insufficient funding and
capacity to deliver tobacco-use treatment services, create an environment
that supports tobacco-use treatment, and manage other aspects of a
comprehensive tobacco-use treatment program. These tobacco-use
treatment objectives may be best achieved by developing new partnerships.

The primary purpose of this guide is to increase public health professionals’
(in state and local health departments) comfort with and skill in establishing
collaborative relationships with leaders in health-care systems and working
with these partners on activities to promote effective system-wide tobacco-
use treatment. The goal is to provide key information and practical advice
that will help public health professionals improve their understanding of
health-care systems and develop better skills in building relationships and
working with health-care professionals.

This guide is also intended as a vehicle for public health agencies to assist
health-care systems in increasing their use of effective tobacco-dependence
treatments. The guide can also serve as a resource for the business/
employer sector, which is adversely affected by tobacco use through
absenteeism, loss of productivity, and higher health-care costs. Businesses
and employers also have a vested interest in encouraging and supporting
health-care systems to promote and implement effective tobacco-
dependence treatment and cessation services.

Two primary sources of evidence inform this guide: the PHS clinical
practice guidelines, Treating Tobacco Use and Dependence, and the CDC’s

Guide to Community Preventive Services (the Community Guide). The evidence
base from those resources is supplemented by the opinions and experiences
of a national panel of experts who contributed to this effort and served as
technical reviewers.

This guide includes four major sections:

B Health-Care Systems Primer provides an overview of the major
organizations that make up the health-care system and summarizes
the challenges that each component faces for implementing effective
tobacco-cessation initiatives. As noted above, public health professionals
and members of the business/employer sector who are less familiar
with these organizations should review this section before reading the
next sections.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment
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Introduction

M Effective Tobacco-Control Interventions and the Health-Care System’s
Role discusses effective tobacco-use treatments and strategies for
increasing access to these treatments. Professionals from each part
of the public and private health-care system—clinics, hospitals,
health plans, insurers, insurance purchasers, and the public health
community—have roles to play in implementing these strategies.

Some of their key roles are described in this section. Because the section
presumes a working knowledge of health-care systems, readers who

are less familiar with these organizations should first review the Health-
Care Systems Primer, which begins on page 7. Case studies of successful
partnerships between public health agencies and health-care systems are
integrated throughout the document.

B Building Relationships Within Health-Care Systems describes
strategies for collaboration on achieving tobacco-treatment-related
objectives and how different agencies have used collaborative efforts
to achieve specific goals.

B Implementation Strategies describes initiatives for incorporating
recommended evidence-based strategies into practice.

The appendixes provide additional resources, such as detailed information
on selected topics and sample materials that can be adapted or duplicated
by clinics and clinicians. A listing of additional sources of information
(e.g., publications, Web sites) is also included.



Health-Care Systems Primer

he influence of health-care system administrators, insurers, and purchasers

could, in theory, be used to encourage and support the consistent and

effective identification and treatment of tobacco users. These agents could
craft and implement supportive systems, policies, and environmental prompts that
render tobacco-use treatment an integral part of the health-care system. Indeed,
research clearly shows that systems-level change can reduce smoking prevalence
among enrollees of managed health-care plans (Fiore et al., 2000).

Treating Tobacco Use and Dependence:
Clinical Practice Guideline

In a very simplified view of the health-care system, there are four major
components:

B Service delivery (inpatient through hospitals and outpatient/ambulatory
through clinics or providers’ offices).

B Administration (via health plans or insurers).
M Finance (through commercial and governmental purchasers).

B Quality care (compliance with quality-assurance standards).

It is useful to understand the basic organizational forms and concerns of
ambulatory care, hospitals, health plans, and purchasers before approaching
these organizations with a tobacco-use treatment agenda. This knowledge
can increase confidence, help identify opportunities, and demonstrate

a commitment to understanding potential partners’ capabilities and
constraints.

Ambulatory Care

Providers’ offices are the main point of contact between tobacco users and
the health-care system because 70% of smokers visit a clinician each year
(Tomar et al., 1996). (In this document we use the term clinic to describe all
sites where patients receive outpatient ambulatory care. We use the term
clinician to refer to all health-care providers, including physicians; nurses;
physical, occupational, and respiratory therapists; pharmacists; etc.) Clinics
range in size and focus, from solo practices to small- and large-group
practices or medical groups, and from specialty to multispecialty clinics
and outpatient surgery centers.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment 7



8

Increasingly, clinics and practices are joining together to form larger medical
groups. An organization that includes services like home health care or
physical therapy as well as clinic and hospital services is referred to as

an integrated delivery system. In some communities these large systems
also are major employers that play a significant role in the local business
community.

While autonomy has always been important to clinicians, aggregation
provides certain advantages, such as greater leverage when negotiating
contracts with health plans, joint marketing opportunities, resource sharing,
and financial stability for smaller practices.

Tobacco-use treatment efforts have traditionally targeted primary care
clinics, but in recent years these efforts have been expanded to reach
specialty clinics and inpatient settings.

Government as Health-Care Clinician

Government-funded and -operated clinics are an important part of the
health-care safety net. These include county health departments, clinics,
and hospitals; Women, Infants, and Children (WIC) clinics; Federally
Qualified Health Centers (FQHC); the Veterans” Administration hospitals
and clinics; and the Department of Defense and Indian Health Service
community health clinics and centers. In each of these settings, clinicians
should be encouraged to deliver treatments that are recommended in the
Public Health Service (PHS) guidelines. Strategies described in the Guide
to Community Preventive Services should be supported as systems-change
initiatives (Hopkins et al., 2001). These clinical settings provide an excellent
opportunity for reaching low-income populations, which have the highest
smoking rates.

Challenges Clinics Face

Public health professionals should be aware of typical concerns affecting
the energy, interest, and capacity of clinicians in integrating tobacco-use
treatment strategies into regular practice.

Change pressures

In one study of clinical quality improvement in the mid-1990s, researchers
noted that during a single year, 64% of 44 participating clinics underwent
a change in ownership or affiliation, 77% experienced a major change in
internal systems, and almost every clinic experienced personnel turnover
among managers or key clinicians (Magnan et al., 1997). While clinicians
may value tobacco-use treatment, such turmoil makes it difficult for clinic
staff and management to focus on new or non-acute issues.

Health-Care Systems Primer



Economic pressures

Health plan or Medicaid reimbursement may be absent or insufficient to
adequately reimburse providers for services, which can be a disincentive
for providing “free service.” This adds to time pressures. Health plan cost
increases have also added economic pressures.

Clinician time and stress

A standard 12- to 15-minute office visit actually involves about 10 minutes
of clinician—patient time. The priority for clinicians is to address patient
concerns as well as potential acute medical needs during this limited time.
Clinicians are also under pressure to provide patients with a wide range
of preventive services and comprehensive care for an increasing number
of chronic medical conditions. So although clinicians generally want their
patients to stop smoking, they often believe that they do not have the time
or expertise to address this issue, or they may not consider tobacco-use
treatment to be a top priority for the time-limited office visit. Patients
rarely make an appointment specifically for or request assistance with
quitting smoking. To address the time constraints, referrals can be made
to telephone counseling/quitlines, which are present in almost every state,
or to community-based cessation programs to provide ongoing counseling
and support for quitting.

Reimbursement
Although there are effective evidence-based treatments for smokers,
clinicians usually are not reimbursed for providing these services. The
lack of reimbursement, while not the main driver of care delivery, may
negatively affect treatment patterns (Fiore et al., 2000; Manley et al., 2003).
Payment methods are shifting back
to fee-for-service arrangements and
away from capitation. Under fee-
for-service reimbursement systems,
the incentives point more toward
procedures and tests and away from
services that are harder to quantify
(and bill), such as intensive tobacco-
use treatment counseling (Fiore et al.,
2000; Manley et al., 2003).

Staffing

Clinic staffs vary widely in their
number, capacity, skill level, and
expertise. However, clinics can

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment | 9



2002 HEDIS
measures related
to smoking report
three rates:

m Advising smokers
to quit (as in
prior years).

m Offer of smoking
cessation
medications.

m Offer of strategies
for support and
assistance with
quitting.

improve their tobacco-cessation efforts for patients who use tobacco.
The important factors in successfully implementing interventions are
(a) any staff member can be involved, (b) assigning specific roles and
tasks makes it happen, and (c) making referrals to state quitlines may
reduce the counseling burden.

Quality of care

Clinicians in all settings are concerned with delivering high-quality care,
and many employ quality improvement (QI) techniques to plan, implement,
measure, and improve care strategies. Many clinics emphasize the use of
evidence-based care guidelines, which are readily available for tobacco-use
treatment (Fiore et al., 2000). This may be a challenge if the PHS guideline
was not used to develop the QI measures or if the measures are not being
monitored.

Clinicians who have limited access to information technology may use a
paper-based system, which limits system-wide data collection and affects
their ability to measure quality improvement. A number of health systems
have or are moving toward electronic medical records, which will enable
them to collect more comprehensive information.

About 90% of the nation’s health plans use the Health Employer Data
Information Set (HEDIS) measures to assess their performance. HEDIS
is sponsored, supported, and maintained by the National Committee for
Quality Assurance (NCQA), a nonprofit organization that assesses and
measures the quality of health plans. NCQA assesses health plans in
three ways:

1. Accreditation through an on-site review of key clinical and
administrative processes.

2. Use of HEDIS to measure performance in key areas.

3. A comprehensive satisfaction survey of plan members.

Prior to 2002, the HEDIS measure related to tobacco use was called
“Advising Smokers to Quit” and one rate was reported: the percentage
of health plan members 18 and older who were continuously enrolled
during the measurement year, were either current smokers or recent
quitters, were seen by a managed care organization (MCO) practitioner
during the measurement year, and received advice to quit smoking.

In 2002, rates were added for discussion or recommendation of tobacco-use
treatment medications and support or assistance with quitting. The measure
was renamed “Medical Assistance with Smoking Cessation” (NCQA, 2003a).

10 Health-Care Systems Primer



HEDIS data are collected using a mailed patient-satisfaction survey
developed by the Consumer Assessment of Health Plans (CAHPS®), a
5-year project funded by the Agency for Healthcare Research and Quality
(AHRQ) to help consumers identify the best health plans and services to
meet their needs (AHRQ, 1998). Information on tobacco use is collected as
part of a general patient-satisfaction survey of randomly selected health
plan members. Respondents who report recent smoking and a visit to the
doctor during the previous year are asked whether their clinician advised
them to quit, offered medication, or provided assistance with quitting
during the visit. The most recent survey found the mean for medication
and assistance to be 35%. Plans in the top 90th percentile were providing
medications and assistance in the 46% range.

HEDIS data can be used as a rough estimate of smoking prevalence

in the health plan population. If a health plan mails 1,500 surveys and
receives 500 returned surveys, and 100 respondents report being smokers,
it is reasonable to estimate a 20% smoking prevalence rate among plan
members. However, because smokers are somewhat less likely to respond
to surveys, the estimate may be somewhat low (Solberg et al., 2003). These
data can be compared to state prevalence data to validate the estimate.

Hospitals

Like clinics, hospitals can operate as independent entities, as part of a .
. o Some hospitals
system, or as part of a network of hospitals. Also like clinics, the trend ) .
is toward greater integration and affiliation with other parts of the health- are Ir.]t?reSted n
care system. providing tobacco-
use treatment
There are four major types of hospitals: services and
B General medical and surgical. education to the
B Specialty (specialty hospitals treat a specific population like children community. Others
or mothers or specialize in the treatment of certain conditions, such as may engage in
heart disease). tobacco-control
W Psychiatric. activities, such as
M Rehabilitation and chronic disease. clean indoor air
campaigns. Still
Each of the major types of hospitals also can be characterized by their others may be
tax‘ st‘atus (for-profit or rhlot—for—p.roflt), affiliation with a he.alth prof?ssmnal interested in doing
training school or teaching hospital, and the range of services provided Il of the ab
(Pacific Business Group on Health, 2004). Teaching hospitals and those all of the above.

receiving public funding may be more willing to initiate tobacco-control
programming (Conroy et al., 2005).

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment 11



JCAHO's tobacco-
related measures:

= Acute myocardial
infarction.

m Congestive
heart failure.

= Pneumonia
(formerly
community-
acquired
pneumonia).

The measure
assesses the
percentage of
smokers with these
conditions who are
given tobacco-use
treatment advice
and treatment
during their
hospital stay.

Hospitalized patients may be particularly motivated to try to quit smoking
for two reasons. First, the illness resulting in hospitalization may have been
caused or exacerbated by tobacco use, highlighting the patient’s personal
vulnerability to the health risks of smoking. Second, every hospital in the
United States must now be smoke-free to gain accreditation by the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO). As

a result, every hospitalized smoker is temporarily housed in a smoke-free
environment. For both these reasons, clinicians should use hospitalization
as an opportunity to promote tobacco-use treatment among their patients
who smoke (Fiore et al., 2000; Cochrane Collaboration, 2005).

Challenges Hospitals Face

Like clinics, hospitals are faced with complex and competing pressures
that can influence their tobacco-use treatment activities.

Length of stay

The average length of stay (i.e., number of days that patients remain in the
hospital) is growing shorter, and the inpatient population is increasingly
acutely ill (Hall and DeFrances, 2003). These acutely ill patients require
complex medical care that affords little time or attention for chronic issues,
including tobacco-use treatment. The new JCAHO requirements are
beginning to change this picture (see below).

Staffing

Many hospitals experience shortages of skilled nursing staff. Professional
nurses have less time to spend with individual patients who are increasingly
acutely ill.

Accreditation

Hospitals are accredited by JCAHO, which evaluates the quality and safety
of care for more than 16,000 health-care organizations. To maintain and

earn accreditation, organizations must have an extensive on-site review at
least once every 3 years. Tobacco-related measures are included in three of
JCAHO's core measures (see left sidebar) (JCAHO, 2003). Hospital staff may
be more interested in tobacco-use treatment activities for selected patients
who are covered by the standards.

Hospitals are also assessed by Quality Improvement Organizations (QIOs)
that are under contract with the federal government to assess and improve
the hospital-based care provided to Medicare patients. Quality measures

are used to identify areas with the greatest potential for improvement. Like
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JCAHO, QIOs use three measures that pertain to tobacco. These measures
assess the percentage of smokers (patients who have smoked in the year
prior to hospital admission) with acute myocardial infarction, congestive
heart failure, and pneumonia who are provided tobacco-use treatment
advice and offered counseling and medication, if appropriate (Medicare
Quality Improvement Clearinghouse, 2005).

Quality of care

Hospitals are concerned with quality of care and patient safety—both
of which can be affected by the patient’s tobacco use. To improve both
elements, evidence-based guidelines exist for the treatment of tobacco
use among hospitalized smokers (Fiore et al., 2000).

Health Plans

Health plans provide and manage administrative services for the health-
care system. For the purposes of this document, a health plan is the
organization that offers a variety of health insurance products and may
take responsibility for coordinating and improving the delivery of care.
The insurance product is the insurance policy or benefit coverage offered
to a group or individual by the health plan.

Health plans vary substantially in their approaches to managing health care,
the types of insurance products offered, and the populations served. Today
it is common for health plans to offer both indemnity and managed care
plans, to serve both fully insured and self-insured customers, and to serve
both government and commercial purchasers.

To work effectively with health plans of all types, it is not necessary for
public health professionals to understand the numerous variations. Instead,
they can focus on the major points outlined below.

Assignment of Risk

The concept of financial risk is central to understanding insurance. The
entity that bears the risk for a population is financially responsible for
paying the cost of health-care claims incurred by that population.

A fully funded or fully insured product is one under which the health
plan bears the financial responsibility (American’s Health Insurance Plans,
2003). Most small employers are fully insured. Health plans typically offer
a defined set of benefits, sometimes with different options and potential
“a la carte” additions, for these subscribers.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment
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Health plans have
greater control
over tobacco-

use treatment
medication and
counseling benefits
for their fully
insured members.
State and federal
legislation
mandating
standards and
benefits for fully
insured plans and
members often do
not apply to self-
insured plans.

A self-funded or self-insured product is one under which an employer or
other group sponsor, rather than the health plan, is financially responsible
for paying expenses, including claims (America’s Health Insurance Plans,
2003). Large employers (over 500 employees) are frequently self-insured,
and they select a benefits package for their employees. Self-insured
companies usually contract with a health plan or independent company
(known as third-party administrators) to process claims and handle other
administrative needs.

If a health department wants to increase the percentage of people with
insurance coverage for effective tobacco-use treatment medications and
counseling, they must work with health plans, large self-insured employers,
and broader government agencies (e.g., county, city) to structure benefits
appropriate for supporting cessation (see Appendix G).

Reimbursement System

Under a fee-for-service payment system, a health plan (indemnity)
reimburses the member or pays the health-care clinician directly for each
covered medical expense after the expense has been incurred (America’s
Health Insurance Plans, 2003). By contrast, under capitation (managed
care), the clinician is paid a fixed amount for each patient served, regardless
of the actual number or nature of services provided.

Types of Health Plans

Health plans can be categorized by whether they offer indemnity or
managed care insurance products to their customers. It is common for
health plans to offer multiple insurance products, and the differences
between the various products are becoming less clear over time, as more
hybrid options become available.

Indemnity

Sometimes called “traditional” health insurance policies, indemnity
products provide coverage for health-care services on a fee-for-service
basis. These policies typically include a deductible, which is an amount
that a member must pay out of pocket each year. Most also charge a
co-payment for covered services and have maximum overall benefit
limitation or limitations on specific services.

Unlike managed care plans, members of an indemnity plan can generally
receive care from any licensed health-care clinician at any location and
time they choose. But these broader choices are typically accompanied by
increased out-of-pocket expenses and more administrative procedures for
the members.
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Managed care

Managed care plans and products typically involve a network of clinicians
from whom a subscriber can receive care, some type of limitation on benefits
to subscribers who choose to use clinicians outside of that network, and
some type of authorization or approval system (Essentials of Managed
Care). There are three major types of managed care plans: Preferred
Provider Organizations (PPOs); Point of Service (POS) plans; and

Health Maintenance Organizations (HMOs).

PPOs are companies that arrange for lower fees with a network of health-
care clinicians, giving policyholders a financial incentive to seek care within
that network. Members pay higher rates for services obtained from a
clinician who is not part of their network.

POS refers to a type of coverage that allows plan members to choose a
clinician within the plan’s network or one outside the network at the time
that the care is needed. Choosing an out-of-network clinician usually

involves higher costs.

HMOs are the oldest form of managed care (AHRQ, 2002; Health Insurance
Association of America, 2002). They offer members a range of health
benefits, including preventive care, for a set monthly fee. The health plan
pays for services for members in advance, rather than as they are provided
(AHRQ, 2002). There are many kinds of HMOs, distinguished in large part

by their different relationships
with clinicians.

Public health professionals
have tended to assume that
managed care organizations,
especially HMOs, are more
likely to be receptive to efforts
to decrease tobacco use. The
theory is that because they
use capitation, HMOs have

a clearer incentive to control
costs and provide preventive
care. This has proven to be
partially true, with surveys
of insurers finding that
HMOs are more likely than
other insurance plans to
cover tobacco-use treatment
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counseling and medication and to systematically identify tobacco users
(Rigotti et al., 2002). However, some traditional indemnity plans have
proven to be very interested in and effective at addressing tobacco-use
treatment, while some HMOs have virtually ignored it (Manley et al., 2003).
Indemnity plans may actually be able to document savings from decreases
in utilization that result from tobacco-use treatment more easily than HMOs.

Challenges Health Plans Face

Health plans face several challenges that may negatively or positively
affect their capacity and interest in working on tobacco-use treatment.
Public health professionals will be more effective in working with health
plans on tobacco control if they understand these pressures.

Rising health-care costs

Nationally, private health insurance premiums increased 13.9% in 2003

and 11.2% in 2002 (Kaiser Family Foundation, 2004). Health plans are
increasingly being challenged by purchasers to control rising costs result-
ing from expensive new drugs and medical technologies. Tobacco-use
treatment is cost-effective; although it results in higher short-term expenses,
it will yield long-term benefits in lower overall costs (Winer, 1994). (See
Appendix H for a detailed discussion of reimbursement issues.)

Competition and purchaser demand

In many markets, health plans are concerned for their economic survival.
In response to rising health-care costs and purchaser demand, low-cost
insurance options are being offered by new companies that are entering
the market as well as by existing companies. These options may cover
only major medical expenses, not routine clinic visits. They are attractive
to employers who are faced with annual premium increases that are often
in the double digits, but these low-cost plans may also result in fewer
reimbursed opportunities for tobacco treatment. New products such as
“medical savings accounts” and “consumer-directed health policies” are
also emerging. Their effect on tobacco-use treatment is still unknown.

Quality of care and accountability

Many health plans see achievement of accredited status from the NCQA

as a necessity for attracting employer/purchaser business in a competitive
environment. In 2002, the focus of the HEDIS tobacco measures expanded
from providing documentation of smoking status and giving advice to quit
to providing medications and support and assistance with quitting. JCAHO
has implemented an additional measure for hospitals that assesses the
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provision of tobacco-dependence treatment for heart disease and
pneumonia. Establishing goals and monitoring service provision within
health plans and hospitals is important for creating change over time.

Purchasers of Insurance

Purchasers are important and often-overlooked players in the health-care
system. Purchasers include companies, government agencies, or other
consortia that purchase health-care benefits for a group of individuals
(U.S. Department of Health and Human Services, 2005).

As the major purchasers of health insurance plans for the U.S. workforce,
employers determine whether their employees and the employees’
dependents have access to tobacco-use treatment benefits. More than

60% of Americans receive their health coverage through their employer
(Partnership for Prevention, 2002). Of employers who provide coverage,
currently only 24% provide any coverage for tobacco-use treatment and
only 5% provide coverage for both medication and counseling (Partnership
for Prevention, 2002).

Government Purchasers

Local, state, and federal governments finance health insurance coverage
for groups such as seniors (Medicare), the poor and disabled (Medicaid),
veterans (Veterans Administration or VA), government employees, and
others. Government purchasers pay for plans that cover 25% of all insured
people (Mills and Bhandari, 2003). Public health professionals can make
substantial gains in reducing out-of-pocket costs for tobacco-cessation
treatments by focusing on changing the purchasing behavior of state
governments and working with larger employers or business-health
coalitions. State and county officials should ensure that tobacco-dependence
treatment is covered by the insurance they provide. The provision of
comprehensive coverage is a first step in reducing tobacco dependence
among government employees at the state and county levels. If prevalence
is high in this group, initiating coverage, along with creating tobacco-free
campuses and ties to the state quitline, will help reduce tobacco-use rates
(Cochrane Collaboration, 2005).

In 2000, approximately 32 million people in the United States received
health insurance coverage through a state Medicaid program (Kaiser Family
Foundation, 2000). Of these, about 11.5 million—or 36%—were smokers
(CDC, 2004a), making smoking prevalence in this population much

Medicare currently
covers tobacco-
dependence
counseling and
prescription
medications.
Over-the-counter
medications are
not covered at
this time.

Counseling:

m Medicare will
cover two
cessation
attempts per
year.

m Each attempt
may include a
maximum of four
intermediate or
intensive sessions.

= Total annual
benefits cover up
to eight counseling
sessions in a
12-month period.
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Medicare

reimbursement

for eligible

providers:

m Physicians/
dentists.

= Physician
assistants.

= Nurse
practitioners.

= Clinical nurse
specialists.

= Nurse midwives.

m Other Medicare-
recognized
practitioners.

Larger companies,
particularly those
with dedicated
employee health
staff and lower
employee turnover
rates, may be
more interested

in and capable of
offering tobacco-
use treatment
interventions.

higher than that in the general population. In 2002, a total of 36 Medicaid
programs (71%) reported offering coverage for at least one form of tobacco-
dependence treatment for all Medicaid recipients. Of these, 12 states offered
some form of tobacco-use treatment counseling services, and 36 covered
pharmacotherapy treatments (CDC, 2004a). One of the national health
objectives for 2010 is for all 50 states and the District of Columbia to provide
Medicaid coverage for nicotine-dependence treatments.

In 2003, only three states” Medicaid benefits packages included compre-
hensive coverage for tobacco-use treatment medications and counseling
(Halpin, Bellows, and McMenamin, 2006). Public health professionals
should become aware of the current level of coverage and programming
provided through state-administered programs like Medicaid and work
to move toward the provision of comprehensive coverage where it does
not exist.

Extending tobacco-treatment insurance coverage to all federally

covered lives would ensure that a large proportion of the U.S. population
(approximately 100 million people and their families) has effective and
comprehensive insurance coverage for the treatment of tobacco dependence.
Covered lives would include Medicaid and Medicare beneficiaries,
Department of Defense beneficiaries, persons covered by the Department

of Veterans Affairs, federal employees enrolled in the Federal Employee
Health Benefits Program, and individuals receiving health care at federally
funded clinics (Fiore et al., 2004).

To encourage implementation of more comprehensive Medicaid coverage,
Medicaid purchasing specifications were developed by CDC’s Office on
Smoking and Health in conjunction with George Washington University.
These provide contract language based on the PHS guideline and the
Community Guide to assist states in purchasing coverage for tobacco-
dependence treatment (George Washington University, 2002; Hopkins
etal., 2001).

Commercial Purchasers

Both large and small employer groups purchase health-care benefits. As
discussed earlier, many large employers are self-insured and design their
own benefits and manage their own financial risk, while smaller employer
groups are typically fully insured. Some groups engage brokers who act
as agents licensed by the state to sell and service contracts for multiple
health plans.
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Purchasing Groups

These groups usually offer affordable group health coverage to businesses
with fewer than 100 employees. They are also known as health insurance
purchasing co-ops, employer-purchasing coalitions, and purchasing
coalitions. Most are locally or regionally based and funded through
voluntary agencies, grants, and membership dues (America’s Health
Insurance Plans, 2003). Public health professionals can be more efficient
by educating the leaders of purchasing groups on tobacco-use treatment
issues than by working one on one with small employers.

Union Trust Funds

Union trust funds (sometimes referred to as Taft-Hartley funds after the
1947 Labor Management Relations Act, which governs relations between
employers and labor unions) may be used to provide health insurance to
union members (American Federation of State, County, and Municipal
Employees, 2000; Barbeau et al., 2001). Union trust funds typically insure
members for their entire working career, even when a member changes
employers. Therefore, the union may have a longer-term perspective in
considering their return on investment for tobacco-use treatment.

Challenges Purchasers Face

Cost

As described in Section 3, health-

care costs are rapidly increasing.

Cost is a leading barrier to providing
comprehensive health insurance
coverage (Partnership for Prevention,
2002); however, concerns about cost
due to tobacco-related disease may also
help convince employers to provide
tobacco-use treatment coverage.
Employers and insurers sometimes
neglect to assess the extent of the cost
of tobacco-related diseases. It may be
valuable to assist them in determining
these costs in relation to the cost of
expanded benefits (Pacific Center on
Health and Tobacco, 2002).

Brokers can be

a key audience
for public health
professionals
seeking to
influence
purchasing
decisions and
influence the
products offered
by health plans
and businesses
(Pacific Center
on Health and
Tobacco, 2003a).
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Quality

A focus group study of employers revealed multiple factors influencing
purchasers” health plan selection. These include cost, quality and breadth
of benefits, reputation, and level of customer service (Partnership for
Prevention, 2002).

Productivity

Employers/purchasers are concerned about their workforce’s health and
productivity. Employers with less employee turnover may have greater
interest in the longer-term payoff that investing in reducing tobacco use
provides. See Issues Brief in Appendix H.

Insurance mandates

Not all insured individuals are affected by state health mandates because
Medicare and self-insured employer health plans may not be subject to

state regulation. Even so, in 1997 health mandates influenced coverage for
more than 60 million insured people. From the employer and health plan
perspective, there are strong arguments both in favor of and in opposition
to health mandates. Some mandates may improve worker productivity and
protect small businesses, but at the same time mandates can increase costs to
health plans, consumers, and employers (Partnership for Prevention, 2002).
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Effective Tobacco-Control Interventions
and the Health-Care System’s Role

ver the years the harmful effects of smoking have been well documented.

Although great progress has been made, a challenging struggle remains.

We all need to strengthen our efforts to prevent young people from ever
starting to smoke and to encourage smokers of all ages to quit (U.S. Department of
Health and Human Services, 2004).

Richard Carmona, M.D., M.P.H., FA.C.S., U.S. Surgeon General
The Health Consequences of Smoking: A Report of the
Surgeon General, Executive Summary

The scientific literature shows broad agreement that tobacco-use treat-
ment interventions are effective as well as cost-effective (Fiore et al.,

2000; Warner et al., 1996; Coffield et al., 2001; Maciosek et al. 2006). Tobacco-
use treatment interventions that have been proven to be effective can be
categorized in a number of different ways. In this section, we describe four
categories of effective interventions:

B Individual treatment, including behavioral counseling and
pharmacotherapy.

B Health-systems changes that support clinician intervention.
B Reducing patient out-of-pocket costs for tobacco-use treatment.

B Community policy changes and mass media campaigns.

We also present specific tobacco-use treatment objectives for each of these
categories, ways to achieve those objectives (strategies), and examples
of tactics for implementation (service delivery, coordinated initiatives,
administration) and specific roles that professionals from each component Objective:
of public and private health-care systems (health plan administrators,

. 7 s Increase the delivery
purchasers, etc.) can play in achieving the tobacco-use treatment objectives.

of effective tobacco-
use treatment
counseling and

The U.S. Public Health Service (PHS) clinical practice guideline, Treating FDA-approved
Tobacco Use and Dependence, found counseling and medication to be safe medications.

and effective in increasing a person’s chances of quitting smoking
(Fiore et al., 2000). Studies show that tobacco-use treatment counseling

and pharmacotherapy treatment each double quit rates (Cochrane
Collaboration, 2005; Fiore et al., 2000).

Individual Treatment
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Case Study #1

QuitWorks: Linking Hospitals in
Massachusetts to the Quitline

Objective:

lllustrate how public health officials can collaborate with health plan
managers to promote institutional adoption of the PHS guidelines and
use of the state’s Quitline.

In 2002, the Massachusetts Department of Public Health, in collaboration with all
major health plans, launched QuitWorks, a cessation service for all Massachusetts
residents operated by the Try to STOP Tobacco Resources Center (Quitline) in
Boston. QuitWorks is a program for use by any provider with any patient regardless
of health insurance status.

At the heart of QuitWorks is a simple fax enrollment form. Upon receipt (by fax)

of a completed form, the quitline calls the patient and offers free confidential
tobacco-treatment counseling by telephone and describes the full range of the
state’s evidence-based treatment programs. Referring providers receive a fax-back
status report on each patient enrolled and, at 6 months, an outcome report on the
patient’s quit attempts and quit status.

The initiative was initially introduced to more than 4,000 physician practices
statewide. In 2003, hospitals in Massachusetts began expressing a need for

the program, in part to meet Joint Commission on Accreditation of Health
Organizations (JCAHO) core measures. In response, QuitWorks for Hospitals

was launched, creating a continuum of effective treatment interventions from
admission to post-discharge or post-outpatient visit. More than 22 of 62 hospitals
in Massachusetts have adopted the QuitWorks program or are in the process of
doing so.

More than 20 hospitals have implemented the PHS guidelines and many have
purchased training for their staff. Hundreds of clinicians have received training in
QuitWorks or brief interventions. Some hospitals have added in-house tobacco-
treatment specialists and have sent them to the University of Massachusetts Medical
School (UMMS) certification training or participated in obtaining online training

in basic cessation-treatment skills. Several hospitals have initiated a system-wide
program to screen for tobacco-use status, including in the emergency room.

It takes a dedicated team of hospital executives and clinic managers from 3 to

6 months to integrate QuitWorks into patient care. A QuitWorks Guide for Hospitals
and Health Centers directs the hospital team to consider the systems-level changes
needed and to create and sustain tobacco-free campuses and provide counseling
and nicotine replacement therapy (NRT) for patients and staff members.
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Case Study #1, continued

QuitWorks for Hospitals has had important partners: Massachusetts General
Hospital, Tobacco Research and Treatment Center, and Tufts New England Medical
Center helped design QuitWorks for Hospitals, while Massachusetts’s health plans
and the Massachusetts Peer Review Organization contributed training and financial
support. Opening a new and important arena for QuitWorks, BlueCross/BlueShield
of Massachusetts recently awarded a grant to the UMMS to adapt QuitWorks for
community health centers serving cultural and linguistic minorities.

Lessons Learned:

Effective relationships can be developed between quitlines and hospitals.

Hospitals and health-care systems may be willing to pay for staff training in
using the system and receiving data feedback from the quitline.

Quitlines cannot implement a system of this magnitude alone. Public health
department involvement is needed in convening all partners.

Endorsement by all major health plans, and any funding they provide, has
helped QuitWorks achieve legitimacy, credibility, effectiveness, and a sense of
permanence.

Follow-up and reporting of client outcomes also adds to program credibility.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment
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Recommendations
related to
pregnancy:

M Although quitting in
the first trimester is
preferred, quitting at
any time during the
pregnancy will yield
benefits. Clinicians
should offer effective
interventions at the
first prenatal visit
and throughout the
pregnancy.

M Pregnant smokers
should be offered
extended or
augmented psycho-
social interventions
that exceed minimal
advice to quit.

B Many pregnant
women are reluctant
to admit they smoke.
Careful and supportive
questioning may be
needed.

B Pharmacotherapy
should be considered
when a pregnant
woman is otherwise
unable to quit. In such
cases, the clinician
and the pregnant
smoker must contrast
the risks and benefits
of the medication
against the risk
of continued
tobacco use.

(Fiore et al., 2000)

Counseling can be provided in a number of different venues, including
face to face (individual or in a group) or by telephone. The effectiveness of
counseling services increases as their intensity (i.e., the number and length
of sessions) increases. Counseling can be provided effectively by many
different kinds of health-care clinicians. Even brief counseling for tobacco
cessation (i.e., 1-3 minutes) can be beneficial (Fiore et al., 2000).

The U.S. Food and Drug Administration (FDA) has approved six medi-
cations to help smokers quit (see medications chart in Appendix G).

Five are nicotine replacement therapies that relieve withdrawal
symptoms. These include nicotine gum, patches, inhalers, nasal sprays,
and lozenges (CDC, 2004a). The sixth medication, which is not a nicotine
replacement product, is the oral medication bupropion. Bupropion is an
antidepressant that is thought to reduce the urge to smoke by affecting

the same chemical messengers in the brain that are affected by nicotine
(Fiore et al., 2000). Except in the presence of identified contraindications,
all patients attempting to quit should be encouraged to use FDA-approved
pharmacotherapies. Long-term tobacco-use treatment pharmacotherapy
should be considered as a strategy to reduce the likelihood of relapse (Fiore
et al., 2000). Most people use these medications for a period of 4-6 weeks.

Specific Populations

Although smoking prevalence is higher among men than women, the PHS
guideline indicates that the same tobacco-use treatments are effective for
both sexes, with the exception of pregnant women (Fiore et al., 2000). The
guideline outlines specific recommendations for pregnant women because
of the serious risk of smoking to these women and their unborn children
(see sidebar).

There are well-documented differences between racial and ethnic groups

in the United States in terms of smoking prevalence, smoking patterns,

and quitting behaviors (CDC, 2005b). The PHS guideline concludes that
treatments identified in the scientific literature as safe and effective should
be offered to patients across all racial and ethnic groups and states that it is
essential for the treatments to be conveyed in a language that is understood
by the smoker. Using culturally appropriate models and examples may
also increase the smoker’s acceptance of treatment. Clinicians also should
remain sensitive to individual differences and health beliefs that may affect
treatment acceptance and success (Fiore et al., 2000).
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Clinicians
Strategies

A number of strategies have been shown to increase clinicians” delivery of
effective tobacco-use treatment counseling and appropriate medication.

These include
M Using clinician prompts and reminder systems (Hopkins et al., 2001).

B Providing education, resources, and feedback to promote clinician
intervention in conjunction with provider reminder systems
(Hopkins et al., 2001; Fiore et al., 2000).

M Dedicating staff to provide tobacco-dependence treatment and
assessing the delivery of this treatment in staff performance evaluations
(Fiore et al., 2000).

B Providing telephone counseling support as an adjunct to other
interventions by using health plan or state-based quitlines
(Hopkins et al., 2001; Cochrane Collaboration, 2005).

M Coding for tobacco dependence (305.1) in both inpatient and out-
patient settings (Fiore et al., 2000).

Tactics

There are many ways in which a variety of people in the health-care system
can promote access to effective tobacco-dependence treatment. Examples
of effective actions for clinicians, hospital staff members, administrators,
insurance purchasers, and public health professionals are presented below.

Service delivery (clinicians)

M Provide brief counseling to
patients who use tobacco or
have recently quit and refer
patients to quitlines and other
available cessation resources
(Revell, 2005).

W Offer FDA-approved first-
line tobacco-dependence
pharmacotherapies to all
tobacco users who are trying
to quit (Fiore et al., 2000).

M Provide intensive counseling
or refer to telephone quitlines
(Fiore et al., 2000; Revell, 2005;
Cochrane Collaboration, 2005).
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B Recommend pharmacotherapy if appropriate for pregnant smokers
(Fiore et al., 2000).

W If hospital-based, provide inpatient tobacco-dependence consultation
services and medication and ensure that discharged patients are referred
to a quitline or other services for ongoing counseling and follow-up
(Solberg et al., 2004).

Administration (insurance providers)

M Provide annual coverage for at least two courses of all first-line FDA-
approved pharmacotherapies (including over-the-counter medications)
and two courses of counseling (George Washington University, 2002).

B Collaborate with public health professionals in establishing quitlines as
an adjunct to treatment services.

B Ensure access to comprehensive cessation coverage benefits and monitor
benefit utilization.

B Integrate tobacco-use treatment counseling into all case management
services, including those for pregnancy as well as chronic disease.

M Participate in quitline oversight to ensure quality service and promote
collaboration between the health plan and the quitline.

W Assess and report on Health Employer Data and Information Set
(HEDIS) Consumer Assessment of Health Plans (CAHPS) measures for
the provision of medication and the provision of support and assistance

in quitting; set targets to improve to 90th percentile rates (National
Committee for Quality Assurance [NCQA], 2003b).

B Eliminate or minimize co-pays or deductibles for counseling and
medications.

B Advocate for sustained state quitline funding.

Health plans/hospitals/quality assurance

B Develop procedures to identify smokers at health plan or at hospital
admission and refer them to tobacco-use treatment services.

B Expand formularies to include first-line FDA-approved tobacco-
dependence pharmacotherapies.

M Encourage clinicians to prescribe first-line medications to reduce a
patient’s nicotine withdrawal symptoms, even if the patient is not
intending to quit following his or her hospital stay.

B Monitor adherence to JCAHO tobacco-treatment standards and consider
broadening these to all tobacco users admitted to the hospital.

B Communicate results of tobacco-use treatment interventions to clinicians
and health-care staff and primary care providers following discharge.
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B At discharge, refer patients who smoke to a quitline or other local
services for follow-up.

Include tobacco-use treatment in community wellness programs.

B Promote hospital and clinic policies that support tobacco-use treatment
and provide for in- and outpatient tobacco-dependence services and
post-discharge follow-up (Fiore et al., 2000).

M Review HEDIS scores on tobacco measures, set targets, and monitor
progress.

Quality promotion (public health)

B Work with quality improvement organizations (QIOs) to support and
monitor existing tobacco-control standards (e.g., Medicaid standards).

B Ensure that the state quitline represents the needs of the community
and health-care systems (hospitals, clinics, health plans, etc.). Public
health professionals could invite a representative of the quitline to talk
with health-care systems and could offer feedback from the service to a
business or health plan (Tobacco Technical Assistance Consortium, 2003).

M Act as a neutral convening body for collaborative tobacco-centered
quality improvement initiatives between state health plans or clinics.

M Consider clinical and health plan quality measures related to tobacco
use when selecting networks, health insurance products, and health
plans (George Washington University, 2002; NCQA, 2003a; JCAHO,
2003).

M Ensure that all public health programs such as Title V (Maternal and
Child Health Block Grant), Title X (The National Family Planning
Program), and others address tobacco cessation.

Public health
W Actively promote tobacco-use treatment interventions to health-care
employers and health insurers.

B Coordinate with employers to contract with quitlines to provide tobacco-
use treatment counseling for employees. (This strategy would apply
primarily to larger employers.)

Fund, promote, or administer a statewide quitline.

B Promote or support tobacco-use treatment services for uninsured and
underinsured people in public clinics.

B Proactively seek health system participation in quitline promotion and
referral systems as well as implementing quality improvement efforts to
ensure that the quitline is meeting health-care system needs.
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Individual
Treatment
Service Delivery

B Promote implementation of tobacco-free campuses for health-care
systems and employers.

M Serve as an advocate for funding (e.g., advocate for monies received
from a tobacco tax to be dedicated for tobacco-use treatment) (Tobacco
Technical Assistance Consortium, 2003).

B Encourage health-care systems and employers to provide funding to

state quitlines or funding for promotional initiatives.

B Promote tobacco-use treatment counseling and medication coverage to
self-insured groups.

Health-Care Systems Strategies

Administration

Quality Assurance
(Health Plans/
Hospitals)

Quality Promotion
(Public Health)

Public Health

Provide brief counseling
to patients who smoke
or have recently quit
and refer patients to
quitlines and other
available resources

for more intense

Provide annual
coverage for at least
two courses of all first-
line FDA-approved
pharmacotherapies
(including over-the-
counter medications)

Develop procedures
to identify smokers

at health plan or at
hospital admission
and refer them to
tobacco-use treatment
services.

Work with quality
improvement
organizations (QIOs)

to support and monitor
existing tobacco control
standards.

Actively promote
tobacco-use treatment
services to health-care
employers and health
insurers.

counseling. and two courses of

counseling.
Offer FDA-approved Collaborate with public ~ Expand formularies Ensure that the state Coordinate with
first-line tobacco- health professionals in to include first- quitline represents employers to contract
dependence establishing quitlines line FDA-approved the needs of the with quitlines to

pharmacotherapies to
all tobacco users who
are trying to quit.

as an adjunct to
treatment services.

tobacco-dependence
pharmacotherapies.

community and
health-care systems
(hospitals, clinics,
health plans, etc.).

provide tobacco-use
treatment counseling
for employees.

Provide intensive
counseling or refer to
telephone quitlines.

Ensure access to
cessation coverage
benefits and monitor
benefit utilization.

Encourage clinicians
to prescribe first-line
medications to reduce
a patient’s nicotine
withdrawal symptoms,
even if the patient is
not intending to quit
following his or her
hospital stay.

Act as a neutral
convening body for
collaborative tobacco-
centered quality
improvement initiatives
between state, health
plans, or clinics.

Fund, promote, and/or
administer a statewide
quitline.

Recommend
pharmacotherapy
if appropriate for
pregnant smokers.

Integrate tobacco-
use treatment
counseling into all
case management
services, including
those for pregnancy
as well as chronic
disease.

Monitor adherence

to JCAHO tobacco-
treatment standards
and consider broaden-

ing these to all tobacco

users admitted to the
hospital.
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Health-Care Systems Strategies, continued

Individual
Treatment
Service Delivery

Administration

Quality Assurance
(Health Plans/
Hospitals)

Quality Promotion
(Public Health)

Public Health

If hospital-based,
provide inpatient
tobacco-dependence
consultation services
and medication and
ensure that discharged
patients are referred
to a quitline or other
services for ongoing
counseling and
follow-up.

Participate in quitline
oversight to ensure
quality service and
promote collaboration
between the health
plan and the quitline.

Communicate results
of tobacco-use
treatment interventions
to clinicians and health-
care staff and primary
care providers following
discharge.

Consider clinical and
health plan quality
measures related to
tobacco use when
selecting networks,
health insurance
products, and
health plans.

Promote or support
tobacco-use treatment
services for uninsured
and underinsured
people in public
clinics.

Assess and report on
Health Employer Data
and Information Set
(HEDIS) Consumer
Assessment of Health
Plans (CAHPS) measures
for the provision of
medication and of
support and assistance;
set targets to improve
to 90th percentile rates.

At discharge, refer
patients who smoke to
a quitline or other local
services for follow-up.

Ensure that all public
health programs such
as Title V (Maternal

and Child Health

Block Grant), Title X
(The National Family
Planning Program), and
others address tobacco
cessation.

Proactively seek health
system participation in
quitline promotion and
referral systems as well
as implementing quality
improvement efforts to
assure that the quitline
is meeting health-care
systems needs.

Eliminate or minimize
co-pays or deductibles
for counseling and
medications.

Include tobacco-
use treatment in
community wellness
programs.

Promote
implementation of
tobacco-free campuses
for health-care systems
and employers.

Advocate for quitline
funding.

Promote hospital and
clinic policies that
support tobacco-use
treatment and provide
for in- and outpatient
tobacco-dependence
services and post-
discharge follow-up.

Serve as an advocate
for funding.

Review HEDIS and
JCAHO scores on
tobacco measures, set
targets, and monitor
progress.

Encourage health-

care systems and
employers to provide
funding to state
quitlines or funding for
promotional initiatives.

Promote coverage of
tobacco-use treatment
counseling and
medication coverage
to self-insured groups.
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Case Study #2

Use of Outreach in Tobacco-Control
Training and Assistance

Objective:

To increase understanding of tobacco dependence and the use of effective
tobacco-dependence treatments through a collaborative outreach program.

The Wisconsin Department of Health has closely partnered with the Center
for Tobacco Research and Intervention, University of Wisconsin-Madison
(UW-CTRI), which focuses on improving the understanding of tobacco
dependence and increasing the use of effective treatments to help smokers
quit for good. Partnerships with health-care systems, insurers, and employers
have increased tobacco-use treatment coverage in the state.

The CTRI outreach program provides academic detailing to office practices.
Academic detailing* supports providers in implementing effective tobacco-
dependence treatment by providing training to health-care providers, clinics,

and health-care delivery systems. The six Wisconsin outreach specialists conduct
on-site trainings with a CME credit option, provide guides and materials, and
conduct specialized technical assistance for integrating tobacco-dependence
treatment within each clinic’s unique care-delivery system. The outreach program
has reached more than 10,000 clinicians in at least 500 different organizations
through trainings, materials, and consultative services.

The outreach staff members offer health-care providers direct access to the
Wisconsin Tobacco Quit Line, a proactive, individualized counseling service that
has helped approximately 40,000 callers from its inception in 2001 until June 2005.
The Quit Line and UW-CTRI recently began the “Fax to Quit” program, which has
increased the number of clients served by the quitline by faxing a referral to the
quitline and having the quitline make a proactive call to the client. Health-care
providers generate a steady stream of referrals to the Quit Line—approximately
500 each month.

UW-CTRI coordinates with 45 federally funded clinics, health departments, and
other organizations that treat low-income patients on training for clinic staff,
linkages to the Quit Line, and the provision of free nicotine patches to uninsured or
underinsured smokers. In addition, UW-CTRI partners with First Breath, a program
of the Wisconsin Women'’s Health Foundation, to promote smoking cessation
among pregnant women.

* Academic detailing is similar to detailing used by the pharmaceutical industry, but
it brings a training/systems-change message to office practices.
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Case Study #2, continued

UW-CTRI also partnered with the Wisconsin Hospital Association to disseminate
a recently developed “hospital packet.” This effort provides on-site technical
assistance to help hospitals implement key tobacco-dependence treatment
recommendations.

Supporting strategies for change is difficult. Quality standards such as HEDIS,
JCAHO, coding systems, and organizing elements (e.g., electronic medical
records) can be used to support integration of tobacco-dependence treatment
within health-care systems. Tracking and evaluation should be used to monitor
the implementation and delivery process and provide feedback to clinicians.

Lessons Learned:

B Outreach staff can be effective in promoting integration of tobacco-control
strategies within the practice setting.

B Encouraging providers to fax referrals to the quitline improves care outcomes.

H Partnering with key health-care and business organizations can improve
coverage for tobacco-dependence treatment.
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Ensure that all
tobacco users are
offered effective
tobacco-use
treatment at all

clinical encounters.

Systems Changes to Support Clinician Intervention

Clinicians and health-care systems play an important role in encouraging
patients who use tobacco products to attempt to quit and in helping
ensure the success of these attempts. The PHS guideline indicates that
even minimal intervention by a clinician (i.e., as little as 3 minutes of face-
to-face counseling) can increase overall abstinence rates, and both the PHS
guideline and the Community Guide recommend strategies to encourage
health-care clinicians to assume an active role in helping patients quit.

Working with systems to incorporate the range of effective strategies will
promote improved treatment. The guidelines advocate five key steps to
intervention in the primary care setting that are collectively known as the
5A’s (Fiore et al., 2000). They involve

B Asking if patients smoke.

B Advising them to quit.

B Assessing readiness to quit.

B Assisting with counseling and pharmacological treatments.

B Arranging for follow-up.

An alternative to the 5 A’s has been proposed by Dr. Steven Schroeder and
the Smoking Cessation Leadership Center at the University of California,
San Francisco. One of their central strategies is Ask-Advise-Refer (i.e., to a
quitline or other effective program) (Schroeder, 2003).

Not every patient who is identified as a smoker or other tobacco user will
be ready to make a quit attempt. Therefore, after asking about tobacco use,
advising the smoker to quit, and assessing his or her current readiness to
quit, it is important to provide a motivational intervention known as the
5R’s for those not currently ready to quit. Its steps emphasize

B Relevance—Encourage the patient to consider how quitting or not
quitting specifically affects them and their loved ones.

B Risks—Suggest and highlight relevant risks of continued tobacco use.

B Rewards—Help the patient identify potential benefits of stopping
tobacco use.

B Roadblocks—Identify barriers or impediments to quitting and ways
these can be addressed.

B Repetition—Repeat this intervention each time the patient visits
the clinic.
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Strategies

Strategies to promote clinician intervention could include

Adopting a clinical system that identifies smoking or other tobacco-use
status in conjunction with the collection of vital signs (Fiore et al., 2000).

Using a centralized system that features clinician reminder elements
and a clinician education component to encourage clinicians to address
tobacco use and to assist them in helping their patients quit (Hopkins,
2001).

Implementing office-wide systems to support delivery of the 5A’s to
patients who are willing to quit, followed by documentation of the
treatment services provided, and encouraging follow-up with the 5R’s
motivational intervention for patients who are currently unwilling to
quit smoking (Fiore et al., 2000).

Including tobacco-dependence treatment in the defined duties of
clinicians (Fiore et al., 2000).

Using electronic medical records to support and document tobacco-
dependence treatment (Bentz, Davis, and Bayley, 2002).

Coding for tobacco dependence
using the 305.1 ICD-10 code
(Fiore et al., 2000).*

Providing quitline linkages to
support treatment intervention
and follow-up (Pacific Center on
Health and Tobacco, 2003b).

Reimbursing for treatment of
tobacco use as a chronic disease
(Fiore et al., 2000).

Implementing a centralized system
to identify and treat tobacco users
who are hospitalized for any
reason (Rigotti et al., 2002).

* Some systems are also using the following CPT codes: 0002F: Tobacco use,
smoking assessed; 0003F: Tobacco use, nonsmoking assessed; G0375: Smoking
and tobacco use cessation counseling visit, Intermediate, greater than 3 minutes
up to 10 minutes; G0367: Smoking and tobacco use cessation counseling
visit, Intensive, greater than 10 minutes; 99383-99387: Preventive Medicine
Examination; 99393-99397: Established Patient Periodic preventive medicine
evaluation; 99401-99412: Preventive Medicine, Individual Counseling; 90804—
90809: Office or other outpatient facility—behavior modification; 90816-90822:
Inpatient hospital, partial hospital or residential care facility; 01320: Dental code.
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Tactics

Examples of effective roles that each component of the health-care system
plays in promoting use of the 5A’s and the 5R’s and achieving a greater level
of clinician intervention are described below.

Service delivery

B Promote state-run or other quitline services to clinicians, health plans,
and insurers (Fiore et al., 2000).

B Coordinate with quitlines to provide post-discharge follow-up (Pacific
Center on Health and Tobacco, 2003b).

M Integrate tobacco-use treatment in programs administered by health
departments, including services for children with special health-care
needs; Maternal and Child Health Block Grant (Title V) programs;
family planning grants (Title X); Medicaid; and Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC) programs
(Fiore et al., 2000).

Quality assurance/quality improvement
Quality assurance/quality improvement staff or other designated
individuals within the health-care system should coordinate the following:

M Provide feedback to individual clinicians and groups on their
effectiveness in delivering medications and referrals to counseling
or quitline services (Hopkins et al., 2001).

B Become champions and, along with committed team members
(physicians, nurses, medical assistants, and others), provide training
for clinicians in evidence-based treatment.

M Initiate a system where tobacco users can be referred to state or health
plan tobacco-cessation quitlines.

B Ask health plans for NCQA HEDIS data that report rates of clinician
advice to quit, provision of medication, and support and assistance
with quitting. (Information on HEDIS measures related to tobacco
use is provided on page 10 of this document [NCQA, 2003a].)

B Monitor benefit utilization and feed results back to health-care systems
and clinicians providing services and use to determine if quality
indicators are being met.
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Administration

B Implement office-based reminder systems that trigger clinical staff to
ask all patients about tobacco use, provide chart documentation of
tobacco-use status, and offer and document quitting assistance to
users (Fiore et al., 2000).

B Encourage office practices to define roles among clinical staff to ensure
that counseling and medications are systematically provided and their
provision documented in medical charts or electronic records.

B Implement a system to identify and document the tobacco-use status
of all clinic and hospitalized patients.

B Develop inpatient treatment systems, referral networks, and quality
assurance mechanisms to support such systems.

M Provide incentives and support to clinician groups that want to set up
systems for implementing the PHS guidelines and increase treatment
rates (America’s Health Insurance Plans, 2003).

Finance

M Provide annual coverage for at least two courses of both counseling and
FDA-approved medications with minimal or no co-payments (George
Washington University, 2002).

M Coordinate with state Medicaid programs to ensure comprehensive

coverage of counseling and medication (George Washington University,
2002).

M Collaborate with the business sector to promote comprehensive coverage
and quitline services.

Quality care

M Assess JCAHO scores relating to tobacco-use treatment and set targets
for improvement.

B Provide “quality surveillance” by sharing data within and between
clinician groups that allow comparisons of their own performance on
tobacco-related indicators with others (e.g., provision of medication
by assessing pharmacy data, referral to telephone counseling through
feedback from the quitline service).

M Assess HEDIS scores for provision of medication and support and
assistance with quitting (counseling).

W Identify “best practices” for tobacco-use cessation interventions within
health systems and promote successful models and structures.
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Systems Changes to Support Clinician Intervention

Service Delivery Quality Administration Finance Public Health
Assurance/Quality
Improvement

Provide feedback to Assess JCAHO/HEDIS Implement office-based  Provide annual Coordinate with

individual clinicians
and groups on their
effectiveness in
delivering medications
and referrals to
counseling and/or
quitline services.

scores relating to
tobacco-use treatment
and set targets for
improvement.

reminder systems that
trigger clinical staff to
ask all patients about
tobacco use, provide
chart documentation of
tobacco-use status, and
offer and document
quitting assistance to
users.

coverage for at least
two courses of both
counseling and FDA-
approved medication
with minimal or no
co-payments.

quitlines to provide
post-discharge
follow-up.

Provide “quality
surveillance” by
sharing data within
and between clinician
groups that allow
comparisons of their
own performance

on tobacco-related
indicators with others.

Define roles among
clinical staff to ensure
that counseling and
medications are
systematically provided
and their provision
documented.

Coordinate with state
Medicaid programs to
ensure comprehensive
coverage of counseling
and medication.

Promote state-run or
other quitline services
to clinicians, health
plans, and insurers.

Become champions
and, along with
committed team
members (physicians,
nurses, medical
assistants, etc.), provide
training for clinicians

in evidence-based
treatment.

Implement a system to
identify and document
the tobacco-use status
of all hospitalized
patients.

Initiate a system where
tobacco users can

be referred to state
tobacco cessation
quitlines.

Assess HEDIS scores for
provision of medication
and support and
assistance with quitting
(counseling).

Collaborate with

the business

sector to promote
comprehensive
coverage and quitline
services.

Integrate tobacco-use
treatment in programs
administered by
health departments,
including services for
children with special
health-care needs;
Maternal and Child
Health Block Grant
(Title V) programs;
family planning grants
(Title X); Medicaid; and
Special Supplemental
Nutrition Program

for Women, Infants,
and Children (WIC)
programs.

Develop inpatient
treatment systems,
referral networks,

and quality assurance
mechanisms to support
such systems.

Identify “best practices”
for tobacco-use
cessation interventions
within health systems
and promote successful
models and structures.

Ask health plans for
NCQA HEDIS data that
report rates of clinician
advice to quit, provision
of medication, and
support and assistance
with quitting.

Provide incentives and
support to clinician
groups that want to
set up systems for
implementing the PHS
guidelines and increase
treatment rates.
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Reducing Patient Out-of-Pocket Costs
for Tobacco-Use Treatment

As previously noted, smoking cessation treatments are not only clinically Objective:
effective, but also are extremely cost-effective relative to other commonly Reduce or eliminate
used disease prevention interventions and medical treatments (e.g., treat-
ment of elevated cholesterol, mammography screening) (Fiore et al., 2000).
Reducing or eliminating patient out-of-pocket costs for tobacco-dependence
treatments increases treatment rates (CDC, 2000; Curry et al., 1998;
Cochrane Collaboration, 2005).

patient out-of-pocket
costs for tobacco-use
treatment.

Strategies

Approaches for increasing tobacco-use treatment by reducing patient costs
include

W Providing effective tobacco-dependence treatments (both counseling
and pharmacotherapy) as paid or covered services for all subscribers
or members of public and private health insurance packages (Fiore et
al., 2000; George Washington University, 2002; Cochrane Collaboration,
2005).*

B Encouraging initiation of reimbursement mechanisms to compensate
clinicians for delivery of effective tobacco-dependence treatments

and including these interventions in the defined duties of clinicians
(Fiore et al., 2000).

Tactics

There are a variety of tactics that health plan administrators, purchasers,
and public health professionals can employ to promote implementation of
these strategies.

Service delivery

B Provide medication and counseling (e.g., state-run quitlines or other
counseling services) for uninsured or underinsured populations (George
Washington University, 2002).

B Promote quitline services and collaborate with Medicaid, health-care
systems, and employers to provide low- or no-cost services (George
Washington University, 2002).

B Ensure maximal utilization of services (George Washington University,
2002).

* As of March 2005, Medicare began reimbursing physicians for tobacco-
dependence treatment counseling. Medicare also began providing coverage
for prescription tobacco treatment medications in January 2006.
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Public health
State public health and/or large public health agencies need to coordinate
the following:

M Work with insurance agents and brokers, health consultants, sales
staff, and purchasing coalitions to promote the inclusion of tobacco-use
treatment services, including counseling and medication coverage, in
benefit contracts.

B Ensure that purchasers understand the financial benefits of tobacco-use
treatment interventions.

B Negotiate tobacco-use treatment benefits as part of union contracts.

M Provide and promote tobacco-use treatment benefits for employees
through insurance contracts, self-insurance, and work-site programs.

B Consult with federal, state, and local government decision makers to
provide and promote tobacco-use treatment benefits for government
employees and people who receive health-care benefits through
Medicare, Medicaid, the Indian Health Service, Community Health
Centers, the Veterans Administration, the Department of Defense, and
the Bureau of Prisons.

B Encourage employers to learn how benefits they already have can be
used for tobacco-use treatment and to promote their use by employees
(Tobacco Technical Assistance Consortium, 2003; Pacific Center on Health
and Tobacco, 2002).

B Demonstrate to employers that coverage of tobacco-use treatment is
cost effective and cost saving (Coffield et al., 2001; Tobacco Technical
Assistance Consortium, 2003; Cochrane Collaboration, 2005; Maciosek
et al., 2006).

Administration

M Support coding for tobacco dependence (ICD-10, Code 305.1) within the
health-care system to assist in identifying tobacco users and to assess
costs of tobacco-related diseases.

B Remove or minimize barriers to accessing tobacco-use treatment benefits
by decreasing or eliminating co-pays and removing utilization caps
(Hopkins et al., 2001).

B Inform clinicians and office managers of coverage availability.

M Understand current coverage levels. Ask insurers about all products
or services (e.g., benefits, riders, discounts) that address tobacco-use
treatment (Pacific Center on Health and Tobacco, 2003a).

B Promote coverage of tobacco-use treatment counseling and medication
coverage to self-insured groups.

B Provide disease management and treatment for tobacco-related diseases
and conditions.
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Reducing Patient Out-of-Pocket Costs for Tobacco-Use Treatment

Service Delivery Quality Administration Finance Public Health
Assurance/Quality
Improvement

Provide medication ~ Monitor benefit Support coding for Include tobacco-use Work with insurance

and counseling for
insured, uninsured,
or underinsured
populations.

utilization and feed
results back to health-
care systems providing
services.

tobacco-dependence
(ICD-10, Code 305.1)
within the health-care
system to assist in
identifying tobacco users
and to assess costs of
tobacco-related diseases.

treatment counseling
and medications as a
standard part of all fully
insured contracts.

agents and brokers, health
consultants, sales staff,
Medicaid, and purchasing
coalitions to promote

the inclusion of tobacco-
use treatment services,
including counseling and
medication coverage, in
benefit contracts.

Promote quitline
services and collabor-
ate with Medicaid,
health-care systems,
and employers to
provide low- or no-
cost services.

Remove or minimize
barriers to accessing
tobacco-use treatment
benefits by decreasing
or eliminating co-pays
and removing utilization
caps.

Reimburse for tobacco
use treatment in the
same way that clinicians
are reimbursed for other
chronic diseases.

Ensure that purchasers
understand the financial
benefits of tobacco-use
treatment interventions.

Ensure maximal
utilization of services
by reducing or
eliminating co-pays.

Inform clinicians and
office managers of
coverage availability.

Include coverage for
office visits to treat
“tobacco-use disorder”
as a standard benefit.

Negotiate tobacco-use
treatment benefits as part
of union contracts.

Understand current
coverage levels. Ask
insurers about all

Cover at least two
courses of counseling
and medication per year

Provide and promote
tobacco-use treatment
benefits for employees

products or services to support the quitting  through insurance

(e.g., benefits, riders, process. contracts, self-insurance,
discounts) that address and work-site programs.
tobacco-use treatment.

Promote coverage of Offer health Consult with federal, state,
tobacco-use treatment  benefits that include and local government
counseling and comprehensive decision makers to provide

medication to self-
insured groups.

counseling and
medications for
employees.

and promote tobacco-use
treatment benefits for
government employees and
people who receive health-
care benefits through
Medicare, Medicaid, the
Indian Health Service,
Community Health Centers,
the Veterans Administration,
the Department of Defense,
and the Bureau of Prisons.

Provide disease
management and
treatment for tobacco-
related diseases and
conditions.

Work with self-insured
employers (including
states) to ensure that
their health plans
provide coverage for
both tobacco-use
treatment counseling
and pharmacotherapies.

Encourage employers to
learn how benefits they
already have can be used
for tobacco-use treatment
and to promote their use
by employees.

Demonstrate to employers
that coverage of tobacco-
use treatment is cost-
effective.
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Objective:
Create social

and economic
environments that
promote tobacco-
use treatment.

Finance

B Include tobacco-use treatment counseling and medications as a standard
part of all fully insured contracts.

B Reimburse for tobacco-use treatment in the same way that clinicians are
reimbursed for treatment of other chronic diseases.

B Include coverage for office visits to treat “tobacco-use disorder” as a
standard benefit (305.1 IDC-10 code).

B Cover at least two courses of counseling and medication per year to
support the quitting process (George Washington University, 2002).

M Offer health benefits that include counseling and medications for
employees.

B Work with self-insured employers (including states) to ensure that their
health plans provide coverage for both tobacco-use treatment counseling
and pharmacotherapies (Tobacco Technical Assistance Consortium, 2003).

Community Policy and Mass Media

Mass media campaigns, when part of multicomponent interventions,

also are effective in increasing the number of tobacco users who seek
treatment. Such campaigns do not necessarily have to be focused on
tobacco-use treatment (CDC, 2000). Increasing the unit price of tobacco,
primarily through an increase in excise tax, also helps people seek treatment
and decreases smoking prevalence and tobacco consumption (Hopkins

et al., 2001). Data show that a 10% increase in the price of tobacco products
generally results in a 4% decrease in the amount of tobacco used by the
general population (Hopkins et al., 2001). Research findings also show

that legislation that bans smoking in the workplace creates an environment
favorable to tobacco cessation (Cochrane Collaboration, 2005). Workplace
smoking bans decrease daily tobacco consumption while increasing

quit attempts and the success of these attempts (Center for Tobacco
Cessation, 2004).

Like the general population, pregnant women and racial and ethnic
minority groups benefit from a comprehensive approach to tobacco-
use treatment that includes increases in the price of tobacco and the
establishment of smoke-free workplace policies. Tax increases are
especially helpful in promoting cessation among pregnant women,
adolescents, and low-income individuals, thereby increasing the need
for adequate coverage for and access to cessation services for these
groups (CDC, 2000; Hopkins et al., 2001).
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Strategies

Effective methods for using policy changes and the media to promote
tobacco-use treatment include the following;:

Implementing smoking bans and restrictions to reduce exposure to
environmental tobacco smoke (Hopkins et al., 2001).

Increasing the unit price for tobacco products to reduce the initiation of
tobacco use and prevalence, increase cessation attempts, and increase the
use of tobacco-use treatment (Hopkins et al., 2001).

Combining mass media education (campaigns) with other interventions
to reduce tobacco-use initiation and prevalence, increase cessation, and
increase tobacco-use treatment (Hopkins et al., 2001).

Marketing quitlines to encourage their use (and unaided quit attempts as
well) (Zhu et al., 2000).

Stakeholders

In the policy and media categories, the roles of the various health system
players are similar. A willing organization could play one or more of the
roles identified below.

Coalition member: Representatives of clinics, hospitals, and health plans
can be powerful members of coalitions that promote policy change and
the maintenance of funding for tobacco-control programs, including
quitlines.

Bridge to employers: Health plans and large clinic or hospital systems
are businesses as well as health-care organizations. They can provide

a link to the business sector that public health professionals and
advocacy organizations may lack. Senior executives of large health-care
organizations can reach out to other business leaders and involve them
in policy changes.

Effective lobbyist: Health system lobbyists with key legislative
relationships may be able to open doors previously closed to traditional
tobacco-control advocates.

Funder: Health systems can be dues-paying members of organizations or
coalitions that promote policy change or work-site health initiatives and
may be able to financially support media campaigns.

Champion: Clinicians are trusted sources of health-care advice and
credible tobacco policy messengers at the state and local levels. Rural
health-system organizations and leaders often have even greater
influence than their metropolitan peers because they may have more
direct relationships with legislators, or their organizations may carry
substantial clout as employers.
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B Defender: Effective media campaigns and policy initiatives are
vulnerable to attack from opponents of tobacco control. Health
systems leaders can support a program under attack—or better yet,
proactively educate decision makers about the importance of tobacco-
dependence treatment and the key role media campaigns and public
policies play in encouraging and supporting quitting.

B Business health coalition: A number of larger communities have
business health coalitions with valuable relationships in both the
health-care and business communities that may be an asset in moving
an agenda forward. A business health coalition typically comprises
health-care system and business members who collaborate to address
key health issues in the community.

Business health coalitions can

* Encourage members to initiate or expand coverage for tobacco-
dependence treatment.

* Increase members” awareness of the state quitlines and promote
financial support.

* Support smoke-free policies among businesses and in the community.

For additional information on effective coalitions and campaigns,

refer to the following Pacific Center on Health and Tobacco documents:
Health Insurance Benefits for Treatment of Tobacco Dependence: Summary and
Invest in Tobacco Cessation for a Healthy, Productive Workforce, available at
www.ttac.org/leadership /resources.html. Also, please visit the Centers
for Disease Control and Prevention’s Media Campaign Resource Center at
www.cde.gov/tobacco/mcrc and the Tobacco-Free Coalition of Oregon’s
site at www.tobaccofreeoregon.org. The Make It Your Business campaign
(available at www.tobaccofreeoregon.org) is another valuable resource.
(See Case Study #6 on page 56.)
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Building Relationships
Within Health-Care Systems

obacco control seeks to end the death and disease caused by tobacco use

and by exposure to secondhand smoke. But, unlike diphtheria, pertussis, or

tetanus, there is no vaccine to inoculate people against tobacco’s harmful
effects. Instead, individuals, agencies, and organizations must work together to
take on a complex mix of social, cultural, economic, and political issues which
encourage tobacco use (Tobacco Technical Assistance Consortium, 2004).

Communities of Excellence Plus in Tobacco Control:
Training and Resource Manual

Informed by a basic understanding of the structure and concerns of
health-care system organizations, public health professionals can more
knowledgeably approach potential partners and begin the important
process of building relationships. The challenge is to move beyond
simple cooperation and coordination to create a spirit of collaboration
and partnership to address tobacco as a community issue (Winer and
Ray, 1994).

When a comprehensive and complex set of goals will be pursued over a
longer period of time, the more intensive approach of collaboration may be
the best investment. This can result in systems change to impact tobacco-
dependence treatment and thereby reduce rates of illness and death.

Reasons to Collaborate

Organizations collaborate to achieve some result or results that one
organization cannot achieve alone (Ray, 2002). Whether your goal is to
increase access to effective tobacco-use treatment counseling or to create
smoke-free environments that support tobacco-use treatment, it is unlikely
that a single organization can achieve that objective alone.

Keys to Successful Collaboration

Several factors support successful collaborations, including mutual trust,
shared decision making, open communication, and having a skilled
convener (Winer and Ray, 1994). In addition, having committed leaders,
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Getting Started:
Selecting Appropriate
Public Health Staff

The “right” person to
initiate contact with a
health system organization
depends on your
objectives. If you are
trying to increase clinician
referrals to a quitline, you
may need to work with
someone other than your
community policy contact.
You should be prepared to
talk to a number of people
before finding the right
person.

Health department staff
members who have
previous experience with
community organizing
or coalition development
may be a good choice to
assist in building a new
tobacco-use treatment
coalition and anticipating
and addressing potential
problems.

a common purpose, dedicated resources, external accountability, and clear
time lines increases the chances for success (Solberg, 2000).

Tobacco-control collaborations are prone to experiencing the same barriers
as other collaborations: disparate visions, flawed communications, lack

of role definition, and unclear responsibilities. In addition, tobacco-use
treatment collaborations are often challenged by competition over tobacco-
control resources and attempts by outside forces to divide health coalitions.

Beginning a Collaboration

Collaboration between public health systems and the nongovernmental
health-care system involves the coming together of distinct cultures. Early
on, participants must develop trust, and to do so, they must rely on each
other’s honesty, integrity, and fairness. Developing relationships takes
time, effort, and persistence. It is also very helpful at the beginning to take
the time to develop a common vocabulary so everyone is communicating
effectively.

In addition to having potentially different educational backgrounds and
work experience, public health professionals and health-care systems
professionals work for organizations with different missions and cultures.

Experienced collaborators emphasize the primacy of personal relationships.
Successful development is more likely to grow out of individual contacts
and relationships that turn eventually into a small cooperative project over
time. Only then is there sufficient trust to start thinking about shared values
and mission.

An interagency collaboration works best if there is sponsorship by senior
leaders in participating organizations. If the health department director
contacts the health-care system CEO and obtains buy-in, the initiative
frequently begins with a solid base.

Roles Within the Collaboration

In any given state, there may be multiple collaborations that are relevant
to tobacco control—a purchasers’ coalition, a Medicaid benefits task force,
a clinical guideline-focused collaborative, and others. In each, certain
roles must be filled. These include convenor, facilitator, funder, technical
assistance provider, and active participant. The right organizations to
perform each of those roles depends on the specific situation.
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The Public Health Contribution

To be effective collaborators, public health professionals must identify what
they can contribute to the collaboration. Skills and resources that public
health professionals can contribute might include

B Knowledge of effective tobacco-control strategies.

B Common ground and the ability to foster cooperation and agreement
among competitors for shared efforts.

Group facilitation and management skills.
Technical support.

Leadership in tobacco-control policy advocacy, if appropriate.

Experience in reaching specific populations (e.g., pregnant smokers,
low-income populations, populations with health disparities).

Data collection, analysis, and reporting.

Funding to support the collaboration and its work; recognition of the
skills and resources that health-care systems and professionals bring and
the importance of focusing on tobacco control as a strategy for improving
quality of care.

M A clear mission. Public health groups can be more mission-driven and
help keep the work going.

M Relationships with existing programs in the voluntary sector (American
Heart Association, American Lung Association, American Cancer Society,
pregnancy programs, etc.) that may be of assistance in supporting
tobacco-control initiatives.

Health-care systems may have a different culture than that of public health.
Using the contacts discussed on the previous page, the health-care systems
may appreciate public health support in establishing internal committees
within the system. Having representation from management, nursing,
benefits, respiratory therapy, pharmacy, quality improvement, legal, and
other departments will be helpful in planning the initiative and ensuring
that key departments integrate tobacco-control strategies into their system
components (see Health-Care Systems Primer, pp. 7-20, for additional
details.)

Next Steps:
Finding a Health-Care
Systems Contact

Differing program needs
will require contact with
different health-care
systems contacts. The
following are suggestions
for developing contacts
to meet specific program
needs:

Some clinics, hospitals,
and health plans employ
medical and nursing

staff with specific quality
improvement (Ql)
accountabilities. Look for
a “Ql medical director”

or “Director of QI” when
searching for a contact for
clinical systems or individual
treatment efforts.

In the policy and media
arenas, key contacts include
health system lobbyists,
communications directors,
market researchers,

and medical directors
who might serve as
spokespeople. If the health
system has a philanthropic
arm, such as a foundation
or community relations
department, you might
want to try that area, too.

Try contacting the hospital’s
community relations
department or marketing
departments about offering
tobacco-use treatment
services at the hospital or
work sites or developing
relationships that will
provide quitline referrals.
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Implementation Strategies

esults from community-based interventions and statewide programs show
that a comprehensive approach to tobacco control is needed to curtail the
epidemic (U.S. Department of Health and Human Services, 2000).

Donna E. Shalala, former Secretary of Health and Human Services

In beginning to work with health-care systems, selecting appropriate staff
and developing initial relationships between the leaders of all organizations
lays the foundation in which the collaboration can be developed to improve
tobacco-use cessation. Changing systems is a long-term process that requires
working with health-care systems to determine perceived problems, gaps

in care, and willingness to change. Identifying a champion’s willingness to
commit resources and develop opportunities for systems change is a good
starting point. Potential opportunities include the following:

M Is a health-care system looking to create a tobacco-free campus before
insurance coverage for tobacco cessation is expanded?

B Are there practices or components of the system that have effectively
implemented Public Health Service (PHS) guidelines for treating tobacco
dependence?

B Would these providers or health-care practices be willing to provide
leadership?

What are the barriers to effective implementation of provider reminders?

B What current programming is in place that could potentially be used as a
model for tobacco-use treatment (e.g., diabetes, hypertension)?

Lessons Learned

The most progressive health plans have used a number of strategies and
components in successful tobacco-control initiatives (Rigotti et al., 2002).
Some of their lessons learned include the following;:

M Establish evaluation mechanisms up front. This is important for
demonstrating the effectiveness of the initiative.

B Work with partners to establish an internal committee, which is critical
for developing reasonable time lines, setting feasible goals and objectives,
and obtaining buy-in and support for the implementation process. Key
players might include
* Medical director.

* Benefits manager.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment 47



48

Health promotion representative.

Pharmacists.

e Nurses.

Quality assurance personnel.

Measuring Progress

The plan may be willing to share its Health Employer Data Information
Set (HEDIS) and JCAHO scores on these measures, or the state insurance
commissioner’s office may have the scores. Because insurers make multiple
coverage plans available to purchasers, determine the extent of tobacco-
dependence treatment coverage provided within the more popular plans.
Public health staff can view the coverage and provide feedback comparing
coverage to PHS and Community Guide recommendations. (See Coverage
document, Appendix G.) If current coverage for tobacco-dependence
treatment is not in line with the PHS guidelines, recommendations as

to what steps might be taken to increase coverage for medication and
counseling could be provided. Establishing baselines in tobacco cessation
facilitates goal setting. One baseline measure could be the current level of
medications being provided to treat tobacco dependence. Health systems
often closely track the provision of pharmacotherapy.

The HEDIS measures have three components. The “advice to quit” measure
is the first indicator. Plans at the highest levels in the country are scoring in
the 70% range. Second, the HEDIS scores relate to the provision of support
and assistance in quitting, which is a proxy for counseling. The highest rate
in 2004 was 45%. The HEDIS “offer of medication” question is a third source
of information (NCQA, 2003a), also with the highest rate around 45%.

Increasing Systems-Change Effectiveness

A plan identifying implementation components, time lines, and evaluation
criteria should be developed.* Data collection and analyses are also
integral parts of effective systems change. If health-care systems are
interested, public health staff could share practice assessments, which
assists in identifying strengths and opportunities at the practice level and
provides support for implementing evidence-based practices. (See Practice
Assessment document, Appendix F.)

*The National Business Coalition on Health (NBCH) also conducts an annual
assessment of health plans—eValue8. This tool requests treatment information
from plans that is compared to national data and fed back to the plans in terms
of strengths and opportunities. Tobacco-use treatment information is collected in
the prevention section of the tool.
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Public health departments could also assist health-care systems in
identifying and using baseline data to develop implementation targets.

If medication prescriptions are at the 20% level, this is in line with current
practice. A 10 percentage point increase (to 30%) over the next 1 to 2 years
might be a reasonable target. System pharmacies usually have excellent data
systems for tracking medication dispensing. These data can then be used to
show change over time.

One example of work in this area is from Oregon. The Oregon Department
of Health assessed which health plans were most likely to have a high
percentage of tobacco users and then worked closely with the plans to
enhance coverage and treatment strategies.

Other questions to consider when addressing these issues include: Can a
mechanism be instituted with the quitline vendor to provide feedback to
the health plan and individual providers on patient enrollment progress,
and can a system of fax referrals to the quitline be established? For example,
Wisconsin has developed a mechanism for providers to fax referrals to the
quitline, which accounts for 35% of all referrals. What additional strategies
can be developed to integrate tobacco control into existing systems? If
electronic medical records are in use, tobacco-use status should be logged
into the system and any treatment provided should be documented. These
data should then be collected, analyzed, and fed back to providers on a
regular basis as a means to measure progress toward reaching treatment
targets set by the system.

Another strategy is to develop coordination between health plans. Health
plans within a geographic area are frequently staffed by the same clinicians.
If health plans promote the same message across plans, providers may be
more likely to implement effective tobacco-control treatment. The state
health department could assist in supporting health plan implementation
of strategies coordination in tobacco control, including

M Identification of tobacco-use status.

W Advice to quit.

W Offer of medication.

B Referral to a quitline or other counseling services.

State Examples

In Minnesota, health plans were encouraged to improve medication
coverage and alleviate the quitline burden of providing medications to
otherwise insured individuals, thus assuring state funding to provide
medications for the underinsured and uninsured.
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The California Next Generation Alliance developed an office practice guide,
the Health Care Provider’s Tool Kit for Delivering Smoking Cessation Services, that
is designed to promote effective office-based tobacco-cessation practices
(Next Generation California Tobacco Control Alliance, 2003).

The Pacific Center on Health and Tobacco in Oregon developed a Linking
Health Care Systems and Quitlines document that contains a number of case
studies illustrating successful strategies (Pacific Center on Health and
Tobacco, 2003b).

In Michigan, the Michigan Association of Health Plans took a leadership
role in coordinating health plan change efforts, establishing minimum
suggested standards for coverage of tobacco-use treatment and bringing
implementation staff together to share strategies and materials to improve
treatment. The states of Oregon, Maine, and Wisconsin and the Columbia
University Dental School have provided academic detailing to office
practices promoting science-based tobacco-control activities within the
office setting (Swartz et al., 2002).

Educating purchasers about the importance of coverage and enlisting their
assistance in implementing comprehensive coverage for their employees
has also been an effective strategy. For example, the Tobacco-Free Coalition
of Oregon (TOFCO) has developed a business health document, Make It Your
Business, which provides examples of working with businesses to improve
coverage of tobacco-use treatment (TOFCO, 2003).

Several tactics for systems change are as follows:

B The Arizona Health Department works with WIC clinics to support
faxed referrals to the quitline.

B Prescription pads listing the quitline telephone number can be
distributed to promote referrals.

B A video could be shown for providers and their patients to familiarize
them with the quitline service.

B Quality-assurance strategies can be developed that will assess the
extent of

* Provision of medication.
* Referrals to the quitline or other counseling services.

¢ Coding for tobacco dependence (305.1).

The next section provides case studies to more fully illustrate effective
implementation strategies.
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Case Studies

Case Study #3

Connecting Private Clinics
to State-Level Quitlines
Providence Health System, Oregon

Objective:

To increase compliance with the PHS guidelines on clinician—quitline
collaboration, updated tobacco-use tracking systems, and efficient
clinician feedback methods.

Providence Health System in Portland, Oregon, implemented a project to increase
compliance with the Public Health Service (PHS) guidelines for the 5 A’s intervention
in 20 local primary care clinics. This project featured three unique health-care
delivery components designed to increase clinicians’ ability to consistently deliver
tobacco-cessation and other preventive health services: 1) a direct link from the clinic
to a statewide tobacco-cessation quitline; 2) an electronic medical record (EMR)
charting system that prompted providers to consistently screen for tobacco users
and manage them appropriately; and 3) a provider feedback system that motivated
providers to increase compliance with the PHS tobacco-cessation guidelines.

In a 1-year study, 100,000 unique outpatient visits were documented in the

20 Providence clinics (Bentz, 2002). Fifteen percent of patients (15,000) were
identified as tobacco users, and 4.3% of tobacco users (643) were referred to

the quitline either through direct fax referral from the clinic or via self-referral

after receiving a brochure. The effect of provider performance feedback had a
significant, positive influence on the documentation of Asking, Advising, Assessing,
and Assisting in the EMR. The total Assistance rate (referrals to the quitline or to a
Providence tobacco program, provision of written cessation materials by clinic staff,
prescriptions for and counseling on medications, etc.) in clinics receiving feedback
was almost double that of the clinics that received no feedback (controls).

The costs per quitline connection were very reasonable (between $21 and

$35 per patient) during the first year of the study. After the start-up costs

were paid, the cost per quitline connection dropped significantly (down to less
than $6 per patient) during the second year. This compares favorably to the costs
that are typically incurred when using media connections to drive quitline uses
($100 to $400 per patient connected).

Lessons Learned:

Connecting smoking patients in physicians’ offices directly to state-level quitlines
is feasible, effective, and well accepted by clinicians and patients. This method
may prove to be an economical way for public health advocates to promote
quitline usage.

A Practical Guide to Working with Health-Care Systems on Tobacco-Use Treatment 51



Case Study #4

Involving Health Systems Promotes
Public Health Programs’ Success
Oklahoma State Medical Association

Objective:

To form a partnership that will meet public health needs by promoting
relationships with clinicians.

The partnership between the Oklahoma State Department of Health (OSDH) and
the Oklahoma State Medical Association (OSMA) resulted in a successful bid for a
3-year grant to develop a best-practice prenatal smoking-cessation intervention.
OSMA served as the lead agency on the grant application. Traditionally, the health
department would have assumed the role of lead agency and sought OSMA
endorsement, but OSDH staff understood that clinicians would be more likely

to welcome the best-practice intervention if it were introduced and promoted

by other clinicians.

To date, the program has reached 26 private-practice sites, including private
physician practices, residency programs, and Native American tribal clinics,

and is coordinating the provision of technical assistance, grant-writing support,
training, and consultation by OSDH staff with expertise in prenatal tobacco-use
treatment. OSMA, representing nearly 5,000 providers, contributed its credibility
among clinicians, access to a significant number of doctors and various health
systems statewide, and the strong infrastructure of the clinician-developed and
-led Physician’s Campaign for a Healthier Oklahoma. The purpose was to improve
tobacco-dependence treatment for prenatal smokers in the state.

To date, the program has reached 17 private practices and is coordinating with
two health-care systems. Providers and staff are encouraged to

B Assess prenatal cessation practices using a modified chronic disease assessment
tool. (See assessment tool, Appendix F.)

B Identify areas of tobacco-dependence treatment needing improvement.

I Establish strategies to move toward more effective practice over time.

The OSDH found that when it takes advantage of opportunities to involve health
system leadership in public health initiatives, the health system responds by
leveraging resources, strengthening partnerships, extending the reach of public
health initiatives, and further investing in public health outcomes. Although these
opportunities may place health systems in new roles or unfamiliar territory, their
success can be considerable if the initiatives build on the health system’s strengths.
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Case Study #4, continued

Results:

The following preliminary results have been identified through independent
evaluation of the project. Comprehensive data will not be available until late 2006.

Familiarity with the 5 A’s in practice sites showed an overall increase.

Self-reported advice to quit, assessing willingness to quit, and assisting patients
to quit all increased.

More resources became available within practices to assist women in quitting.
Use of the statewide cessation HelpLine has increased dramatically.

Confidence, on the part of providers and their staff, in implementing the
5 A’s intervention increased from the baseline data to the post-implementation
survey.

Practices indicated more awareness of important factors related to
comprehensive tobacco-cessation program implementation.

Self-reported ability to implement the program was high.
All tasks related to the program implementation were reported as “easy.”

Satisfaction with the Practice Enhancement Assistants (PEAs) was rated
very high.

100% of practice sites said that they would recommend the PEA implementation
process and participation in the Smoke Free Beginnings program to other
practices.

One limitation of the project evaluation: when the baseline and post-
implementation surveys were completed by the providers, the same
person did not complete the survey in all cases.

Lessons Learned:

Medical society involvement was invaluable in reaching health-care providers.
A peer-to-peer approach proved effective in reaching clinicians.

Using a practice assessment tool helped identify areas of strength and
opportunity and provided a guide for selecting targets for change.

Many practices were able to show changes in office practice as a result of the
intervention. However, this will be better quantified as time progresses.

Funding for this project was provided by the Smokefree Families Dissemination
Program, Robert Wood Johnson Foundation.
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Case Study #5
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Public—Private Quitline Collaboration
Oregon Medicaid

Objective:

To build an effective partnership to support a broad-based quitline.

The state of Oregon created a successful public—private partnership for telephone-
based quitting assistance as a way to support the tobacco-use treatment efforts of
health plans. This partnership is a collaboration of three public agencies operating
at the state level:

B The Public-Health Tobacco Prevention and Education Program (TPEP).
B The Tobacco-Free Coalition of Oregon (TOFCO).
B The Office of Medical Assistance Program (OMAP).

TPEP selected a vendor for its statewide telephone-based (single-call) tobacco-
use treatment support program that could also provide a proactive multiple-call
program to health plans at a reasonable cost. Participation by health plans is
voluntary, and advantages include proactive enrollment, free promotion, volume
price discounts, and free evaluation.

OMAP modeled the partnership by contracting with the vendor for its fee-for-
service members. It also used its managed care contracting mechanisms and
quality improvement forum to encourage its health plans to use this program
or a comparable one.

Five of OMAP’s (Medicaid) 14 health plans elected to participate in the shared
program. Through a Health Systems Task Force, TOFCO convened the plans’
tobacco-use treatment staffs to create common guidelines, provide outreach to
clinicians and clinics, promote the program to members, and monitor results.

The TPEP policy decision to make the telephone support program a shared
public—private responsibility ensured that area health plans would continue their
existing financial contributions to tobacco-use treatment programs. But voluntary
participation has its limits. Although the combined resources and influence of the
prevention program, the Medicaid agency (OMAP), and the advocacy group made
it easy for health plans to participate, only the state Medicaid plans expanded

their tobacco-treatment offerings as a result of this effort. Prior to the initiative,

one Medicaid health plan and three commercial plans provided their members
with telephone counseling for quitting tobacco use. Afterwards, four additional

Implementation Strategies



Case Study #5, continued

Medicaid plans added telephone counseling as a benefit. Now, half of all callers to
the Oregon quitline are Medicaid clients.* No additional commercial plans added
telephone counseling as a benefit; however, two of the three plans that already
offered telephone counseling switched to the common carrier.

Data show that a “help is here” campaign to promote the quitline generated
700 calls within a 3-week period. Quit rates, though lower than those published
in clinical trials, are comparable to those reported in published literature for
“real world” applications.

Lessons Learned:

M Coordination with Medicaid is an effective strategy for reaching low-income
populations.

B Medicaid enrollees may be harder to reach at follow-up for determination
of quit rates.

* El-Bastawissi A, McAfee T, Zbikowski SM, et al. The uninsured and Medicaid
Oregon tobacco user experience in a real world, phone based tobacco use
treatment programme. Tobacco Control 2003;12(1):45-51.
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Building Business Champions
Tobacco-Free Codlition of Oregon,
Make It Your Business Campaign

Objective:

Develop business partnerships to support comprehensive coverage
for tobacco-dependence treatment.

In Oregon, about 40% of tobacco users get health-care benefits from their
employers, but only about one-third of them are covered for tobacco-dependence
treatment. A key to increasing benefit coverage is getting access to large health-
care purchasers to make a strong business case for adding these benéefits.

Through a series of surveys and focus groups, the Tobacco-Free Coalition of Oregon
(TOFCO) identified key audiences needing information about the cost-effectiveness
of providing reimbursement for tobacco-use treatment. At the top of the list were
the large purchasers as well as insurers and consultants who broker contracts
between the purchasers and insurers. To help gather information and gain access
to these key groups, staff with the Oregon Department of Human Services Tobacco
Prevention and Education Program assisted TOFCO in developing a partnership
with the Oregon Coalition of Health Care Purchasers (OCHCP). OCHCP, which
prefers system-wide rather than single health issue projects, allowed TOFCO to
conduct a survey of its members about tobacco-addiction treatment resources

and to assist with member follow-up.

The director of the OCHCP subsequently agreed to serve on a high-level

advisory committee for the “Make It Your Business” campaign, a statewide
campaign sponsored by TOFCO to involve businesses in providing tobacco-

use treatment services for employees. The chairman of the advisory committee

is the Oregon Health and Science University (OHSU) medical school president,

and other members include representatives from health insurers, businesses, and
labor unions. The advisory committee developed a strategic outreach plan and
successfully generated earned media through editorials and press releases of survey
information. In the process, advisory committee members became advocates for
expanding coverage for tobacco-dependence treatment in their own organizations.
The medical school president reviewed benefit coverage for the more than 10,000
employees of the university’s hospital, clinics, and research departments. He also
met with the executives of the largest health plans in the area to advocate for
inclusion of tobacco-dependence treatment as a standard benefit in these health
plans. OHSU now provides coverage for employees.
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Case Study #6, continued

Projects that challenge businesses and insurers to examine their benefit packages
for tobacco-use treatment coverage and make the business case for adding these
benefits can result in significant progress. The Make It Your Business Campaign tools
to help approach businesses and insurers are available at www.tobaccofreeoregon.
org. Getting access to the decision makers, while difficult, can be facilitated by
recruiting high-level advisors and using targeted media channels such as popular
business journals. To build the momentum needed for this change to occur,
campaigns to increase consumer demand are also needed.

Lessons Learned:
B Purchasers, employers, and the media were more receptive to providing and
promoting benefits for tobacco-use treatment than assumed.

I Businesses often do not know if their health plans cover tobacco-use treatment.
They may assume their plans provide this coverage when they do not.

B Though many businesses may see the benefits to providing coverage for
tobacco-use treatment, there may still be resistance to adding coverage
because of the added costs and perceived low demand for these services.
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Health Systems Contribute Support
in the Face of Funding Cuts
Oregon Tobacco Prevention and Education Program

Objective:

To build an effective partnership to support a broad-based quitline.

Because of limited funds, the tobacco-use treatment component of Oregon’s
Tobacco Prevention and Education Program (TPEP) was designed as a public—
private partnership. The state quitline is a cornerstone of this partnership. Successful
relationships between the state program and the health plans’ and health systems’
tobacco coordinators, quality improvement coordinators, health promotion staff,
and clinician champions have been created as a result of this collaboration.

When funding for TPEP was cut by the legislature because of a severe state budget
shortfall, the day-to-day partners were quick to react. Several of the health systems’
medical directors testified at legislative hearings to explain the delivery systems’
interconnected dependence on the state program for tobacco-use treatment
services. But when sustained funding for the tobacco program was pitted against
the need to fund low-income health care, allegiances were split. The primary
mission of those with the most influence—that is, the top executives and lobbyists
for the health plans and health systems—is health care. So in this situation, the
executives and lobbyists’ case in favor of protecting health care won over the
medical directors’ concern about the loss of the state quitline.

Lessons Learned:

The political positions of health systems are quite complex, which makes it very
important for tobacco-control programs to work at multiple levels within the
insurer and clinician organizations.

To better withstand state budget crises, a separate strategy is needed to build
stronger alliances with leaders at the highest levels of the health systems that
exert the strongest political clout.

A strong coalition effort was able to gain renewed reimbursement for the quitline
following a short period of extremely limited service.
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Case Study #8

Partnership Extends and Improves Tobacco-Use
Treatment in Oklahoma

Oklahoma Health Care Authority, Oklahoma State Department
of Health, Oklahoma Tobacco Settlement Endowment Trust,
Oklahoma Medicaid

Objective:

Build partnerships with professional organizations to increase provider
provision of tobacco-use treatment.

A 4-year strategic partnership brought improved access to tobacco-use treatments
to the state of Oklahoma. The Oklahoma State Department of Health (OSDH), the
Oklahoma Health Care Authority (OHCA), Medicaid, and the Oklahoma Tobacco
Settlement Endowment Trust (TSET) created a formula for success that resulted in
better information exchange, stronger interagency relationships, a convincing case
for improved access to tobacco-use treatment medications based on health and
economic data, and leverage of Master Settlement Agreement (MSA) resources
that helped create a statewide helpline for tobacco users.

From 1999 to the present, each partner has contributed resources and support.
OSDH staff provided technical assistance to OHCA by

I Presenting the Public Health Service’s Clinical Practice Guideline: Treating Tobacco
Use and Dependence to health plan medical directors.

B Providing model Medicaid contract language that OHCA could use as a guide.

In 2003, TSET funded the statewide Oklahoma Tobacco Helpline, which is provided
at no cost to all state residents regardless of their insurance status. OHCA, in

turn, built its capacity in tobacco-dependence treatment issues and subsequently
moved from providing limited coverage to providing comprehensive coverage that
includes tobacco-dependence treatment medications.

To achieve the goal of increasing access to medical coverage for tobacco
dependence treatment, OHCA reviewed utilization data and model Medicaid
contract language, coordinated training events, and participated in a tobacco-use
treatment systems strategy session that was facilitated by a resource staff member
from CDC'’s Office on Smoking and Health. Once OHCA's Drug Utilization Review
Committee, Medical Advisory Committee, and Board of Directors better understood
potential utilization of the benefit, they approved a policy to lift a preauthorization
requirement and covered both prescription and over-the-counter tobacco-use
treatment medications for Medicaid clients. This policy also allows medications

for a second quit attempt if the client receives counseling from the Oklahoma
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Case Study #8, continued

Tobacco Helpline or other approved tobacco-use treatment program. Furthermore,
these medications do not count against the six-prescriptions-per-month limit that
normally applies to Medicaid clients.

The administrative rules of this policy were passed on November 13, 2003, and

the expanded coverage took effect on January 1, 2004. Data show an increase in
tobacco-use treatment claims in January of approximately 20% to 30% above the
2003 calendar year averages. In February, when the preauthorization requirement
was waived for the first 90 days of therapy, there was an increase of more than 60%
over the January claims. Data available for March 2004 indicate that the number

of paid claims will either increase slightly over February or at least remain relatively
constant.

Approximately 40% of the Medicaid population is made up of smokers. By
removing the prior authorization requirement, Medicaid was able to double the
percentage of smokers receiving medications, but this continues to be a small
fraction of tobacco users in the program.

For the period of July 2003 through June 2004, a total of 732 clients received
smoking-cessation products through the Medicaid fee-for-service program (due to
computer problems, Oklahoma is assuming that the data presented below under-
represents demand).

Product # of Total Units/ Total Cost Total Per

(unit) Claims Days Day Clients Diem
(Zeyak;an® 209 | 12,686 6,783 | 1.87 $24,129.78 165| $3.56
Spray (ml) 28 1,325 591 | 2.24 $4,900.24 15| $8.29
'('ggft')ers 271 | 27,734 4,571 | 6.07 $23,073.65 162| $5.05
(":;)Ches 749 | 16,774 16,846| 1.00|  $64,307.65 540 |  $3.82
Gum (ea) 15 2,340 267 | 8.76 $924.87 12|  $3.46
(Lé’;)enges 25 2,532 281 9.01 $1,282.96 9| $4.56
:%g'- 1297 | 63391| 29339| 2.16| $118,619.15 732|  $4.04

In summary,

M 165 clients received Zyban®.

540 clients received nicotine replacement patches.

[

M 162 clients received inhalers.

B 732 individuals received medications.
[ |

The standard course of medication was 90 days.
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Case Study #8, continued
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For the period of July 2004 through June 2005, a total of 2,531 clients received
smoking cessation products through the Medicaid fee-for-service program.

Product # of Total Total Units/ Total Cost Total
(unit) Claims Units Days Day Clients
(Zg’ak;a”(@ 461| 26,977| 14,381| 1.88|  $44,893.99 319  $3.12
Spray (ml) 91 5,860 1,353 | 4.33 $18,376.53 34| $13.58
'(Qg‘ft')ers 737| 120364| 15965| 7.54| $89,288.40 476 |  $5.59
f:;;hes 3,341 | 78,692 77,810 1.01| $300,178.23| 2,449| $3.94
Gum (ea) 57 8,359 1,147 7.29 $3,532.78 47|  $3.08
(L:;)enges 100 | 16,160 1,768 | 9.14 $8,050.70 50| $4.55
:%’5\" 4,787 | 256,412| 112,424| 2.28| $464,320.63| 2,531 | $4.13

* A claim should be considered a full course of treatment. Only the first claim is a
“free ride.” The second and subsequent claims require a preauthorization and a
cessation program (helpline or other).

** Total unduplicated clients for FY05.
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Case Study #8, continued

In summary,
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319 clients received Zyban®.

2,449 clients received nicotine replacement patches.
476 clients received inhalers.

2,531 individuals received medications.

The standard course of medication was 90 days.
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Lessons Learned:

Multiple-organization involvement was key in improving coverage under
Medicaid.

Medicaid was willing to consider policy change when evidence demonstrated
that benefit utilization was severely limited by the requirement for prior
authorization.

Having an informed public health champion in the Medicaid office facilitated
policy change.

* A claim should be considered a full course of treatment. Only the first claim is a
“free ride.” The second and subsequent claims require a preauthorization and a
cessation program (helpline or other).
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Case Study #9

Integrated Statewide Program Provides
Spectrum of Services to Maine Citizens
Partnership for a Tobacco-Free Maine

Objective:

Support a comprehensive tobacco-control program with a quitline and
provision of medication as core elements.

The Partnership for a Tobacco-Free Maine (PTM), a program of the Maine Bureau
of Health, was created in 1997 with $3.5 million in funding from an increase in

the state’s tobacco excise tax. In 2000, Master Settlement Agreement monies were
placed into the Fund for a Healthy Maine, which supports programs to lower health
risks, including programs to promote tobacco control, dental health, substance
abuse prevention, and school health clinics, among others. Allocation from this
fund increased revenues for PTM to $17.25 million in fiscal year 2001; however,
since that time, annual funding has been reduced to about $13 to $15 million.

The Tobacco Treatment Initiative, launched in 2001 by PTM, focuses on access
to tobacco-use treatments. The initiative comprises

The Maine Tobacco HelpLine.
A medication voucher program.

Tobacco-treatment training to educate health professionals about tobacco
use and to train and certify tobacco-control specialists.

The HelpLine offers a total of four counseling sessions to any resident. HelpLine
callers who have no insurance or benefits for nicotine replacement therapy
(NRT) can receive up to an 8-week supply of nicotine gum or patches. Through
collaboration with a pharmacy benefit manager, the HelpLine electronically
submits voucher information authorizing callers to obtain NRT products at

a Maine pharmacy of their choice. The voucher program is also expanding
access to NRT products for patients of primary care clinics in several Maine
communities.

Maine works to integrate statewide tobacco-treatment services with the
medical community, using an academic detailing model to conduct clinical
outreach (Swartz et al., 2002). Across the state, practice-based educational
sessions are provided to engage clinicians, nurses, and other clinical

and administrative staff in implementing clinical quitlines to improve
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Case Study #9, continued

tobacco-dependence treatment. The target audience includes staff of primary
care and prenatal clinics, as well as medical specialty, dental, chiropractic, and
nonallopathic practices. The sessions aim to increase the following:

B Knowledge about tobacco dependence.
B Awareness of the impact of supportive messages from health-care providers.

B Use of PTM treatment resources and knowledge of Medicaid benefits for
tobacco-use treatment.

M Support for integration and monitoring of evidence-based practice.

In practices providing prenatal care, outreach consultants also promote the
Every Mother’s Wish program. This program, which is tailored to pregnant
smokers, provides self-help materials, a quitline video filmed in Maine, and
referral by fax to the Maine Tobacco HelpLine. The HelpLine calls women who
are referred for services and sends them an Every Mother’s Wish T-shirt. After
completion of counseling sessions, a silver necklace is mailed to the participating
expectant mother.

As a result of conducting extensive clinical outreach, offering medication through
the HelpLine, and using pharmacies to provide NRT, Maine has seen significant
upward trends in population-based use of its tobacco-treatment services. In the first
2 years, HelpLine use climbed from about 1.5% of adult smokers in Maine to about
3% (from 3,300 to 6,800 per year). In 2003, 31% of callers reported hearing about
HelpLine services through a doctor or other health professional. Half of all callers
who received counseling were given a voucher for nicotine patches or gum. Just
over half of HelpLine callers either had no insurance or were Medicaid beneficiaries.
Finally, when use of services across geographic regions was examined, the volume
of calls was found to be proportional to the total number of adult smokers residing
in each region.

The Maine Tobacco Treatment Initiative plans to continue focusing on increasing
treatment capacity across the state. The Center for Tobacco Independence (CTI),
the Treatment Initiative contractor, will train tobacco specialists each year, and
the American Lung Association of Maine will oversee their certification. CTl, in
collaboration with the Maine Coalition on Tobacco and Health, will advocate for
insurers (including public payers) to cover services delivered by certified tobacco
specialists. And as previously mentioned, the medication voucher program will
be expanded to provide access to NRT through public health clinics and other
community sites.

Implementation Strategies



Case Study #9, continued

Challenges and Opportunities:
B Only one health insurance company provided medication coverage to Maine
residents.

B Coordinating with the business community to increase medication coverage so
that state funding could be reserved for medications for the underinsured and
uninsured required active HelpLine documentation of callers’ insurance status
and name of insurance carrier (if any).

[l The state health department partnered with the large medical center to develop
and implement the program.

B Active collaboration between partners was necessary to develop a common
language to overcome cultural differences among partner organizations.

Lessons Learned:
B Coordinating with a Pharmacy Benefits Manager (PBM) facilitates the
distribution of medications in a predominantly rural state.

Il Referring pregnant women to the HelpLine via fax provides greater access
to this population.

Il Active data collection and reporting provides ongoing program support.

B A scientific advisory board provides expertise and support for innovative
programming.
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Case Study #10

State-Level Tobacco-Control Policy Activity:
Sometimes a Health Plan Can Help
Group Health Cooperative, The Center for Health Promotion, Inc.

Objective:

Build an effective partnership to ensure allocation of Master Settlement
Agreement (MSA) funding for tobacco control.

The Group Health Cooperative (GHC) in Washington State partnered with seven
other community-based organizations, the Governor’s Office, the Office of the
Attorney General, and the Washington State Department of Health to ensure that
state legislators in Washington appropriated tobacco settlement dollars to fund
health-care priorities, including tobacco-initiation prevention and tobacco-use
treatment. Steps involved in securing this funding included developing a strong
coalition of organizations to advocate for public policy aimed at reducing tobacco
use. GHC served as a founding member of the coalition. Efforts were also made to
establish a sound network of tobacco-control advocates at the grassroots level.

Primary strategies employed in pursuit of public policy support for this funding
included

B Direct lobbying of members of the legislature.
B Conducting a highly visible media campaign.

B Emphasizing grassroots organizing and advocacy.

A GHC lobbyist assisted with appeals to the legislature, and more than one-third

of GHC clinicians signed tailored letters encouraging their legislators to support
the use of tobacco settlement funds for tobacco control and other public health
priorities. The health plan also provided funds for the media campaign. In addition,
GHC representatives served on advisory councils to the attorney general and the
department of health.

As a result of these strategies, Washington became the first state in the nation
to commit all funding from the master tobacco settlement to tobacco control
and other public health priorities. To solidify this commitment, the partnering
organizations then worked to ensure the continuity of tobacco-control funding
and increase funding levels by

H Drafting an initiative that would increase the tobacco tax and guarantee more
than $28 million per year in tobacco-control funding.

B Creating a coalition of voluntary organizations, tobacco-control groups, national
advocacy organizations, and health groups concerned with the uninsured in
close communication with the state department of health.
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Case Study #10, continued

B Obtaining signatures and conducting an effective campaign in support of
the tobacco tax initiative.

GHC remained very active in the coalition and provided significant funding for
lobbying in support of the tobacco tax initiative. The GHC Board of Directors
formally endorsed this initiative, and its Governmental Affairs Office worked to
support it. Other GHC contributions included

B Providing linkages between groups working on obtaining insurance for the
uninsured and preventing tobacco use.

B Speaking and writing opinion pieces or editorials in support of the tobacco
tax initiative.

B Mobilizing member support for the initiative.

As a result of the coalition members’ efforts, including GHC, the tobacco tax
initiative was passed in July 2005, receiving more than 60% of votes.

Lessons Learned:

B Partnerships between health-care systems, clinicians, and state agencies can
be effective in obtaining funding.

Il Using health-care system support to lobby for an initiative can be effective.

B Media campaigns add considerable visibility to the initiative.
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Case Study #11

68

Achieving Seamless Continuation of
Tobacco-Use Treatment Services from
Inpatient to Outpatient Settings

Massachusetts General Hospital, Quit Smoking Service

Objective:

Electronically identify patient smoking status upon hospital admission to
efficiently and effectively meet the needs of inpatient smokers and encourage
post-discharge tobacco-use treatment.

Many acute-care hospital patients are admitted because they have a smoking-related
illness. A hospital admission is an opportunity for a smoker to try to quit. Getting sick
often motivates patients to reconsider their life choices and motivates smokers to
think about quitting, making the hospital stay a “teachable moment” for tobacco-use
treatment. Because a hospital is a smoke-free environment, smokers may undergo
nicotine withdrawal symptoms during their stay, including anxiety, irritability,
impatience, restlessness, and difficulty concentrating and sleeping. These symptoms
often go untreated because they are not recognized as nicotine withdrawal
symptoms. The Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) standards mandate documentation of inpatient tobacco-use treatment
counseling for all smokers admitted with myocardial infarction, congestive heart
failure, and pneumonia. To address this, hospitals have expressed increasing interest
in implementing system changes to comply with the accreditation standards.

To meet the needs of inpatient smokers and encourage post-discharge tobacco-
use treatment, Massachusetts General Hospital’s Quit Smoking Service (MGH QSS)
is working with the admissions department to electronically record each patient’s
smoking status upon admission to the hospital. The MGH QSS envisions a seamless
process in which a coordinator identifies a list of inpatient smokers daily and a trained
QSS counselor offers state-of-the-art counseling and drug treatment. All actions are
then documented in the patient’s medical record, which helps the hospital improve
compliance with JCAHO measures. Subsequently, and when appropriate, a referral
is made to “Quitworks,” the Massachusetts state quitline. This proactive telephone-
based counseling program provides up to five counseling calls to a patient after
discharge. Quitworks also provides feedback to the MGH QSS on the status and
outcome of all referrals. The MGH QSS then contacts the patients’ primary care
clinicians to provide updated information on the patient’s smoking status.

Lessons Learned:

l Having specific systems in place is imperative for a seamless tobacco-treatment
process from admission to post-discharge.

[l Reliable identification of a patient’s smoking status upon hospital admission is key
to reaching the largest number of smokers.

H Once a clinical service is developed, referral to the state quitline supports smoking
cessation following discharge.
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Conclusion

Effective treatments can more

than double a person’s chances
of successfully quitting smoking
(Fiore et al., 2000). Smokers
whose benefits cover tobacco-
use treatment are more likely

to undergo treatment and to

quit successfully (Curry et al.,
1998; Cochrane Collaboration,
2005). Data from businesses

that have included tobacco-use
treatment benefits as part of their
health insurance also show that
providing this coverage is cost-
effective over time (Fiore et al.,
2000; Wagner et al., 1995; Warner
etal., 1996).

In the Clinical Practice Guideline:

Treating Tobacco Use and Dependence, the U.S. Public Health Service presents
recommendations aimed at improving access to effective treatment.
Specifically, the guidelines recommend that every patient who uses tobacco
should be offered at least brief treatment. Insurers and purchasers should
include tobacco-dependence treatments as a benefit so clinicians can be
reimbursed for providing these services (Fiore et al., 2000).

A systematic review of published studies on tobacco-use treatment was
conducted on behalf of the Task Force on Community Preventive Services
(Hopkins et al., 2001). This review, along with the PHS guidelines, reports
that approaches used by health-care systems—where clinicians identify
patients who use tobacco and discuss with them the importance of quitting,
and where the clinicians receive information to assist them in helping their
patients understand the risks associated with tobacco use—effectively
increase both the number of clinicians who address tobacco use with their
patients and the number of tobacco users who attempt to quit. Based on
th