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Evidence-based smoking cessation treatments lower smoking rates and save lives
and money. Proven effective cessation services and medications should be delivered
comprehensively through population-based public health interventions, promoted by
a public health-driven and adequately-funded national media campaign, and covered
by public and private health insurance.

Smoking is a powerful addiction that is extremely difficult to overcome. While more than 70%

of smokers say that they want to quit, only about 5% are successful for three months or more in
any given year." This is due in substantial part to very high relapse rates. Raising this low long-
term quit rate is essential in order to succeed in decreasing smoking prevalence and stemming
the epidemic of tobacco-related death and disease. As the leading cause of preventable death,
tobacco causes the deaths of over 400,000 Americans every year; another 8.6 million Americans
suffer from tobacco-related disease.?® Smoking costs the United States economy approximately
$193 billion annually in health care costs and lost productivity.*

The experts, backed by decades of rigorous research, already know a great deal about the
specific services and supports that will help smokers successfully quit. But most smokers
continue to think that quitting is simply a matter of willpower. Only one in five smokers uses
an evidence-based cessation method in their quit attempts.>¢ While new research is critical
to further refine our knowledge and expand treatment options’, there is no time to waste in
bridging the gap between smokers and the proven-effective cessation services which will
actually help them quit.

There Is A Strong Research Base For Effective Smoking Cessation Treatments. Research
confirms that a combination of behavioral counseling, medication and social support is the
most effective way to treat this deadly addiction. It establishes the importance of assessments,
referrals and direct interventions by a broad range of health care providers. It teaches that
longer duration and multi-layered services and interventions are more successful. And it
demonstrates that these services, which are relatively inexpensive to provide, will provide a
strong return on investment.

* Three-pronged approach. The most effective approach to smoking cessation includes
three elements: behavioral counseling, medication and social support.

o Behavioral counseling delivered through telephone quitlines or in-person to
groups or individuals increases quit rates. Interactive web-based programs can
also be very helpful in helping smokers quit®. Web-based services show particular
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promise for further development.

o Medications are an important part of effective smoking cessation treatments.
Bupropion SR, Varenicline and nicotine replacement therapies (gums, inhalers,
lozenges, nasal spray, and patches), both alone and in certain combinations have
been shown to at least double a smoker’s chance of quitting.’

o A combination of behavioral counseling and medication is more effective than
either counseling or medication alone.™

o Social support as part of a cessation treatment -- non-medicinal support for a
smoking cessation patient that provides personal encouragement and empathetic
listening "'-- results in higher quit rates.'

* Importance of health care providers. Health care providers, including physicians,
nurses, psychologists, dentists, counselors and others, can make an important
contribution toward increasing quit rates - and protecting the health and lives of their
patients. All clinicians should screen patients for tobacco use, strongly advise smokers
to quit and provide at least brief behavioral counseling and medication advice. Clinicians
should refer smokers to other proven-effective services, including more intensive
counseling, when they cannot effectively provide the services themselves.”™ While even
minimal interventions of less than three minutes can increase quit rates, the evidence
shows that more intensive interventions are more effective. The experts recommend at
least four sessions for a total of 90 minutes.™

Effective Smoking Cessation Treatments Should Be Adequately Funded and Comprehensively
Delivered. Cessation treatments should be adequately funded and comprehensively delivered
through population-based public health interventions, a national, public health-driven media
campaign and expanded coverage by public and private health insurance.

* Population-Based Public Health Interventions. Population-based services accessible
to all smokers are a key part of effective, comprehensive cessation treatments. These
services should include the following elements:

o Quitlines. Quitlines are a proven-effective smoking cessation intervention. The
federal 1-800-QUIT NOW line and state quitlines and infrastructure should be
expanded to provide assistance to at least 6% of smokers each year.

o Web-based Quit Assistance. Web and other technology-based interventions
are an increasingly important component of the cessation tool-box."® They
are particularly promising in light of their broad potential reach and cost-
effectiveness. About ten million smokers, who might not otherwise access
cessation services, search online for smoking cessation assistance every year.'s"
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o Medication. Free and reduced cost nicotine replacement and other therapies
should be provided in conjunction with both quitline counseling and web and other
technology-based quit assistance.

o Funding for Population-Based Services. The CDC’s 2007 Best Practices for
Comprehensive Tobacco Control Programs recommends that the states, overall,
spend $1,046.2 billion annually on population-based cessation services.'® This
includes support for quitlines to allow them to assist 6% of smokers, medication,
counseling and assessment services. We endorse the CDC’s recommendation
for total public funding® but offer two important qualifications. First, because
tobacco-related disease is a national public health problem, the federal
government should significantly expand its level of financial support to the states
from the approximately $68 million it currently provides through the CDC. Second,
these funds should also be used to support the design, delivery and evaluation of
web and other technology-based cessation services.

* National Media Campaign. A national, public-health driven media campaign is essential
to educate smokers and their families about how to quit smoking and how to access
proven-effective services that will help them.? Initial results from the American Legacy
Foundation’'s EX® campaign, the only national, independent media campaign promoting
smoking cessation in the U.S. in nearly forty years, confirm the importance and efficacy
of a national media campaign.?' A national campaign offers the most efficient way to
spend limited media dollars since it is much less expensive to purchase media on a
national as opposed to a regional, state or local basis. A national campaign will also
achieve cost-savings by avoiding the cost duplication and inefficiencies inherent in the
implementation and evaluation of fifty separate state campaigns.

o Funding for a National Media Campaign. Based on our experience with EX as well as
our national youth tobacco prevention campaign, truth®, an effective national media
campaign to promote adult cessation, including a strong evaluation component,
will cost about $100 million a year. Because it is much less expensive and more
efficient to develop and evaluate a campaign and purchase media on a national
as opposed to a regional, state or local basis, this estimate is considerably less
than the CDC recommendation for media expenditures which is based on separate
state campaigns?. The national media campaign should be funded by the federal
government and amplified at the state and local level.
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Expanding Health Insurance Coverage. Finally, public and private health insurance
programs should be expanded to cover all effective cessation services. Barriers to
coverage, including, for example, requirements for prior authorizations, deductibles and
co-pays, should be eliminated.

o Medicare and Medicaid should be expanded to cover behavioral counseling and
both prescription and over the counter medications for all eligible smokers.

» Medicare currently covers cessation counseling services (up to 8
counseling sessions in a 12 month period) but only for people who have a
tobacco-related illness or are taking a medication affected by tobacco use.
Medicare covers prescription but not over-the-counter smoking cessation
medications.? While a step in the right direction, this coverage should
be expanded to provide assistance to all of the 3.1 million smokers over
the age of 65.% Research shows that providing cessation services to older
smokers is effective and reaps valuable health benefits.?®

» About one third of adult Medicaid recipients smoke.?* Far higher than the
19.8% smoking rate for the entire U.S. adult population?, this smoking rate
contributes significantly to the very high costs of the Medicaid program. If
all Medicaid recipients were to quit, taxpayers would save nearly $10 billion
over five years.® Nonetheless, Medicaid coverage of smoking cessation
treatments and medications remains limited. While as of 2006, 39 states
offered coverage for at least one form of tobacco-dependence treatment,
nearly all imposed significant restrictions on these benefits. For example,
numerous states require co-payments for medication and others provide
no or limited coverage for counseling. Some require prior authorizations
and “stepped care.” Four more states offer coverage for pregnant women
only. Only one state, Oregon, covered all medications and counseling
recommended by the 2000 Clinical guidelines.?”

o Coverage for effective cessation treatments under employer-sponsored health
care insurance is an important, and affordable, part of the solution. Both the
extent and quality of coverage of cessation services in employer-provided health
insurance is, at best, spotty.® This is in spite of the fact that expert actuaries have
estimated that adding top quality smoking cessation services to a health plan
would cost only 45 cents per covered employee per month, or $5.40 per year.*'
Savings per quitter would amount to $213 in the first year and $1096 in the fifth
year.*? These savings would be achieved from lower rates of disease, for example,
stroke, coronary heart disease and adult pneumonia among smokers and lower
rates of low birth weight babies and childhood ear infections among smokers’
children.® Increasing cessation rates would also lower the high costs of lost
productivity due to tobacco-related disease. Services can be delivered through
traditional health insurance coverage as well as through wellness and Employee
Assistance Programs.
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