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Victor Hasselblad, PhD; Timothy Baker, PhD

Context,—The Agancy for Health Care Pollcy and Research (AHCPR) pub-

iished the Smaking Cessation: Ciinical Practics Guidaline In 1996. Based on the

results of meta-analyses and expent oplnio

n, the guidefline |dentfies efficacious in-

sarventlons for primary care clinicians and smoking cessation specialty providers.
Objective.~—~To determine the cost-effectivenass of clinical recommendations in

AHCPR's guideline.

Dasign—The guldefline’s 15 recommended; smoking cessation Interventions
waere analyzed to determine their relatlve cost-efiectiveness. Then, using decislon

probabliities, the interventions were com

overall cost-effactiveness.

bined info a global model of the guideline's

Petients.—The analysis assumes that primary care cliniclans screen all pre-
genting adults for smoking status and adviso and motivate all smokers to quit dur-
ing the course of a routine office vielt or hospitallzation. Smoking cessation Inter-
ventions are provided to 75% of US smokers 18years and older who are assumed

10 be willing to make & quit attempt during a yéar's time.

Intervention.—Three counseling Interventions for pimary care clinicians and 2
counseling interventions for smoking cessation ppecialists were modeled with and
without transdermal nicotine and nicotine gum. o

Main Outcome Measure.—Cost (1 995 dollars) per life-year or quality-adjusted
iife-year (QALY) saved, &t & discount of 3%.

Results.—The guideline would cost $6.3 billion to Implement in its first year. As
a rasult, soclety could expect 1o gain 1.7 miilion new quitters at an average cost of
3779 per quitter, $2587 per lite-year gaved, gnd $1915 for every QALY saved.
Costs per QALY saved ranged from $1108 to $4542, with more intensive interven-

tions being more cost-effective. Group intensive cessation counseling exhibited the

towest cost per QALY saved, but only 5%

this type of Intervention.

of stnokers appear willing to undertake

Concluslons.—Compared with other preventive Interventions, smoking cessa-
tion is extremaly cost-effective. The more interisive the intetvention, the lower the
ooet per QALY saved, which suggests that greater spending on Interventions ylelds
more net benefit. While all thege clinically dalivered Interventions sesm & reasan-
able societal invastment, those involving more: intensive .counseling and the nico-
tine patch as adjuvant therapy are particularly. meritorious.
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TOBACCO use has been clted as the
chief svoidable cause of death in the
United States, responaible formorethan
420000 deaths annually.! Deepite this,
physicians and other practitioners fail to
asgess and counsel smokers consistently
and effectively.**

This study analyzes the cost-effective-
nessofthe AgencyforHealthCmPollcy

Resource’s (AHCPR's) Smoking Cessa- -

tion: Clinical Practice Guideline.® Re-
leased in April 1996, the guideline was
developed overa2-year period by a panel
of smoking cessation specialists using ex-
tensive quantitativeanalysls of published
effoctiveness data Recommendationsin-
clude screening all presenting patients
for tobaccouse,sdvising patients whouse
tobseco to quit, and providing interven-
tions that appear most efficacious. The
recommendations were based on rigor-
ous logistie regression meta-analyses of
various cessation intervention outcomes,
ranging from self-help materials to mul-
tismaiongroupcounselinghatingseveml
hours or more. Recommendations were
targeted speciflcally to 8 audiences: pri-

care clinicians; cessation epecialiste;
and administrators, insurers, and pur-
chasers of health care services.

Formulation of optimal health care

policy requires an analysis of the costs of
recommended interventions relative to
their clinical effectiveness. This informa-
tion {8 not resdily available in the case of
the AHCPR's guideline. Few claims
data exist to quantify current practice.

Most counseling services srean integral

part of physician-patient contacts with
no separate  while other services,
puch s nicotine replacement and inten-
give counseling, are generally not cov-
ered byinsuranceand, henee, do not pro-
duce a claims trail.

Finally, the benefita of stop-smoking
treatments may be difficult to assess ac-
curately. The immediate effect of effica-
cloustreatmentis smoking cessation, and
this may or may not be related to imme-
diate health benefite. Even when ¢
tion leads to health benefits, these ben-

efits are delayed many years, occwrring
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Record Type: Record

To: Joghua Gotbaum/OMB/EQP

cci Soe the distribution list at the bottom of this message
Subject: Follow-Up on Smoking Caessation Issues

As a follow-up to our discussion on Wednesday regarding the effectiveness of formalized cessation
programs, | created a table below which outlines the potential benefit of the $1 billion per year
cessation program proposed Iin the tobacco settlement. Such a program has the potentlal to
increase the total number of people who quit amoking every year from the current 1.25 million
(2.5%) of the 6O million smokers to 2 milllon (49%).

However, this large of an increase would probably not oceur, since many of the 1.25 million

smokers who would normally quit using thEIr own resources would seek out the subsldized services
of the Federal program._ It is also likely that the §1 bllilon Federal program could encourage private
health insurance carriers to drop smoking gessation benefits thereby reducing access to these
services In the private sector.

Arithmetic Estimate cf the Impact of '$1 Billion Per Year
Cessation Program Proposed in Settlement on Smoking

1. # of U.S Smokers 50,000,000
2. # who will quit annually

w/out settlement policies (2.5%) 1,250,000
3. $ in Setlement for Cessation Per Year $1,000,000,000
4. # of people settlement $ could provide 5,000,000

cessation counseling and services

. (assumnes $200 price for services)
5. # who could successfully '_ 750,000

quit as result of settlement $
(assumes AHCPR 15% success rate )

6. Total number of smokers who could g 2,000,000
potentially quit (lines 2 + $)

Source for lines #1 and #2: HHS

The $1 billion Included in the settiement could theoretically finance cessatlon counseling and
Nicotine Replacemant Therapy (NRT) saervides for roughly 5 million people or 10% of all smokesrs.
(This is the same percentage of smokers who enrolled In free formal cessation programs in the
Group Health cessation study.) Assuming the AHCPR cessation guldeline success rate of 15%,
750,000 of these smokers could potentislly quit smoking. This number could theoretically be In
addition to the 1.26 million people who quit every year on their own or thraugh formal cessation
programs financed by their ingurer. However, it Is likely that many of this 760,000 would have quit
on their own in the absance of the Federal program. Such a program has the potential of crowding
out those that would normally quit on their on at no expense to the Federal government.



If the policy objectlve is to increase the number of people utilizing formal cessation services, a
better approach may be for the Federal government to provide incentives to private insurers to offer
these benefits. For example, smoking cessation benefits could be added to the llst of quality
measures usaed as part of the Health Plan Employer Data and Informatlon Set (HEDIS) developed by

the National Committee for Quality Assurance (a non-government antity) to rate the value of health
plans.
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Rssist the patient with a gquit plan

Advise the smoker to:
¢ Seta quit date, ideally within 2 weeks.

¢ Inform friends, family, and coworkers of plans to
quit, and ask for support.

< Remove cigarettes from home, car, and workplace
and avoid smoking in these places.

< Review previous quit attempts—what helped, what
led to relapse.

¢ Anticipate challenges, particularly during the critical
first few weeks, including nicotine withdrawal.
Give advice on successful quitting:

¢ Total abstinence is essential—not even a single
puff.

4 Drinking alcohol is strongly associated with relapse.

< Having other smokers in the household hinders
successful quitting.

Encourage use of nicotine replacement therapy:*

© Both the nicotine patch and nicotine gum are
effective pharmacotherapies for smoking cessation.

4 The nicotine patch may be easier to use than the
. .gum in most chmcal semngs L

This Clinician’s Guide is based on the Clinical Practice Guideline on
Smoking Cessation. It was prepared by a panel of experts con-

vened by the Agency for Health Care Policy and Research, and

reflects a thorough review of evidence from clinical studies span- ‘
ning 1978 to 1994. ;

For more copies of this guide, the complete Clinical Practice
Guideline, a Quick Reference Guide for Smoking Cessation
Specialists, a Consumer Version (available in English and Spanish),
or alist of other AHCPR quidefines, call 800-358-9295 or write:

AHCPR Publications Clearinghouse
PO. Box 8547
Siver Spring, MD 20907

These and other guidelines are avaitable through the Internet
thttp.//www.ahcpr.gov/guider). Copies of this and other brochures
are free through InstantFAX, which operates all day every day.
Using a fax machine equipped with a touchtone telephone, dial
301-584-2800, push 1, and then press the start button for
instructions and a list of publications.

U.S. Department of Health and Human Services
Public Health Service ;
. Agency for Health Care-Policy and Research

Every person wh Smokes should be
offered smoking Qe sahon treatment at

Clinicians shouldfask about and record
the tobacco-usesstatiis of every patient.

Cessation treatmen éven as brief as
3 minutes a visit i éffective.

long-term abstmencejrom tobacco.

Nicotine replacgrmentitherapy (nicotine
patches or. gumj -S0eial support, and

- skills training:a

k geffe'cttve components__
" of smokmgcess oftreat

Ask about smoldng

Implement an officewide system that ensures
that tobacco-use status is obtained and
recorded for every patient at every office visit.

Cﬁ Include tobacco use in vital signs data collected

Or,
place tobacco-use
status stickers on all
patient charts, or
indicate smoking
status using computer
reminder systems.

Advise tohacco users o ouit

In a clear, strong, and personalized manner,
urge every smoker to quit.

Be clear. (“I think it is important for you to quit smoking
now, and | will help you.”)

Speak strongly. (“As your clinician, | need you to know
that qummg smoklngrls:_he most important thing you
“ca ot0. ‘protectyol urrent and-future: health )




Qifer intensive smoking cessation
Programs.

If your patient prefers intensive treatment or you
think such a program is appropriate, refer him or
her to an intensive smoking cessation program
administered by a specialist. Always follow up
with the patient about quitting.

% Intensive programs are strongly correlated with
cessation success.

¢ Information obtained in the assessment (e.q.,
comorbidity, stress level) is useful in counseling.

& Many different types of clinicians {e.g., nurses,
dentists, psychologists) are effective in increasing
quit rates.

< Intensive programs should offer 4-7 sessions,
each at least 20—30 minutes in length, lasting at
least 2 weeks.

¢ Counseling should offer problem solving and skills
training as well as social support.

% Counseling should reinforce motivation to quit
and relapse prevention. Individual and group
counseling are both effective.

Three reatment strategies are
particularly effective:

& Nicotine replacement therapy—should be encouraged
for most patients. Although the patch and gum
are both effective, the patch is associated with tewer
compliance problems and requires less effort to train
patients in its use.

Patch: Plan on 8 weeks of therapy. Starting on

the quit day, place a new patch, each morning, on a
relatively hairless place between the neck and the
waist. Consult package insert for dosing suggestions
and precautions.

Gum: Use for up to 3 months. Patients often do not
use enough gum to get maximum benefit. Use one
piece every 1-2 hours. Chew and “park” gum
{between cheek and gum) intermittently for about
30 minutes to allow nicotine absorption. Use 4 mg
(vs. 2 mg) dose for highly dependent smokers.

Nasal Spray: Recently approved by FDA. Consult
package insert for dosing and precautions.

¢ Clinician-provided social support— communicate
caring and concern by being open to the patient’s
fears and difficulties.

© Skills-training/problem-solving techniques—
i revious QUit-.Successgs_ '

Schedule followup contact, either in
person or hy telephone.

Timing
% First followup contact within 2 weeks of the quit
date, preferably during the first week.
4 Second contact within the first month.
< Further followup contacts as needed.

Actions during followup visits:
4 Congratulate success.

¢ If a lapse occurred, ask for recommitment to
fotal abstinence.

¢ Remind the patient that a lapse can be used as a
learning experience and review the circumstances
that caused it. Suggest alternative behaviors.

4 Identify problems encountered and anticipate
challenges in the immediate future.

Te prevent relapse, offer ex-smokers
reinforcement.

4 Congratulate, encourage, and stress imporance of
remaining abstinent,

& Review the benefits, including potential health
benefits, to be derived from cessation.

< Review the patient's success in quitting.

$ Inquire about problems encountered in maintaining
abstinence and offer possible soiutions.

< Anticipate problems or threats to maintaining
abstinence,

Discuss specific problems, such as:
< Weight gain
¢ Negative mood/depression
% Prolonged nicotine withdrawal
¢ Lack of support for cessation
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