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Smoking Cessation Treatment: How Do We Improve Our Reach?

n January 11, 1964, Dr.

Luther Terry issued the first

U.S. Surgeon General report

that outlined the health con-
sequences of smoking.! At the time,
the prevalence of smoking among
adults in the United States was 42.4%,
and there were few—if any—effective
treatments available to help people
quit smoking. Terry chose a Sunday
to issue the report to minimize any
potential adverse effects on the
stock market and to increase the
coverage of the report in Sunday news-
papers. The reports conclusions,
which were based on a review of over
7,000 scientific documents, raised
national awareness of the increased
risks of lung cancer, emphysema,
and cardiovascular disease associated
with smoking. Since the addictive
nature of nicotine was not yet well
understood, however, the report
did not classify smoking as an addic-
tion but rather as a “habit.”

Today, smoking is widely recog-
nized to be a chronic, addictive disor-
der with a high potential for relapse.
A number of effective, evidence-based
smoking cessation treatments (both
behavioral and pharmacologic) are
now available,> and access to these
treatments is expanding. All 50 states
now have telephone quitlines that
offer free counseling, and there is
increased coverage of smoking ces-
sation treatments by Medicare and
private insurers. Additionally, popu-
lation-level tobacco control policies,
such as cigarette tax increases and
smoke-free bans, are being imple-
mented more broadly.
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In 2000, the prevalence of smok-
ing among U.S. adults was 20.8%.’
While this figure represents a dramatic
decrease from the national prevalence
in 1964, it has not changed signifi-
cantly since 2004, which suggests that
the steady decrease in smoking seen
during the previous seven years has
slowed.? Smoking continues to be the
leading cause of preventable death
and disease, accounting for approxi-
mately 440,000 deaths in the United
States each year.* Smoking cessation
treatment—in the form of combined
counseling and pharmacotherapy—
has been described as the gold stan-
dard of cost-effective preventive medi-
cine interventions, but many smokers
still do not receive assistance in quit-
ting from their health care providers.

Since multiple interventions and
quit attempts often are required before
individuals attain abstinence from
smoking, it may well take some time
before the full impact of population-
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based tobacco control measures are
known. There is evidence, however,
that these approaches can be effec-
tive in reducing the prevalence of
smoking. In 2002, the New York City
Department of Health and Mental
Hygiene implemented a multicom-
ponent tobacco control strategy that
included increased taxation of cig-
arettes, smoke-free workplaces and
public spaces, increased access to ces-

We...need to keep in mind those popula-
tions of smokers who we may be leaving

sation, and an extensive media cam-
paign with graphic messages about the
health effects of smoking. Since then,
the prevalence of smoking among
New York City residents has declined
steadily from 21.6% to 17.5% in 2006
(a 19% decrease).”

It is critical that we expand and
promote population-level interven-
tions at the community, state, and
national level if we want to address
effectively the problems associated
with smoking and tobacco use. But we
also need to keep in mind those popu-
lations of smokers who we may be
leaving behind. As population-based
approaches continue to broaden,
what will the remaining population of
smokers look like in 10 years? Which
smokers still have not been reached
through these approaches and still
find it difficult or nearly impossible to
quit? What will be needed to increase
the reach and effectiveness of smok-
ing cessation interventions?

In a 1996 article published in the
journal Addiction, Dr. John R. Hughes
argued that the shifting population
of smokers would be an essential
component shaping future smok-
ing cessation interventions.” Hughes
found a lesser decline in the preva-
lence of smoking among people who
were less educated, were poor, or had
psychiatric illnesses, compared with
other populations.® This trend per-
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sists more than a decade later, as the
high prevalence of smoking among
individuals with psychiatric disorders
continues to be well documented.”®
Moreover, a 2006 CDC report found
that the prevalence of tobacco use
has remained high among U.S. adults
who earned a General Education
Development (GED) diploma (46%),
those who completed only nine to 11
years of school (35.4%), and those
living below the federal poverty level
(30.6%).?

Hughes has suggested that, in
addition to considering psychological,
psychiatric, or behavioral factors in
our definition of comorbidity, we also
should include broader challenges,
such as poverty, single parenthood,
unemployment, and other chronic
stressors that epidemiologic studies
have found to be strongly related to
increased initiation of smoking and
decreased cessation.>!° In 2005, 46.6
million—or 15.9%—of all Americans
were without health insurance,'
meaning that increased coverage of
smoking cessation was of little or
no benefit to them. What is needed
to extend access to evidence-based
cessation treatments to these popu-
lations? What tobacco cessation or
health marketing messages will be
as effective in reaching them as the
tobacco industry messages that con-
tributed to initiation of use?

While smoke-free bans in the
workplace have been very effective
and are increasing nationally, signifi-
cant occupational disparities remain
with regard to the reach of these poli-
cies. In fact, the workers who may be
missed by these policies are some of
those who smoke at the highest rates.
For example, the prevalence of smok-
ing has declined significantly among
white-collar workers while remaining
higher among blue-collar workers. In
1978, blue-collar workers were 38%
more likely to smoke than white-collar
workers, but by 1997, they were 75%

more likely to do so. At the same time,
blue-collar workers are more likely to
work in settings that are not smoke
free and less likely to have access to
smoking cessation programs through
health insurance or workplace health
promotion programs.'>>

There is a pressing need to address
these disparities and increase access to
effective smoking cessation interven-
tions for the populations of smokers
who either have yet to be reached
through existing population-based
approaches or have comorbidities that
may make cessation more difficult.
Research is needed to identify and
develop models of care that will inte-
grate these interventions into existing
community or workplace settings that
are currently part of their everyday
lives, as opposed to models that would
refer them out to other agencies. New
and innovative delivery models to pre-
vent smoking initiation through effec-
tive, meaningful messages about the
health effects of smoking and second-
hand smoke and about the availabil-
ity of effective treatment are needed
to address existing barriers to at-risk
populations. There have been remark-
able advances in smoking cessation
treatment and tobacco control since
1964. As we continue to build on this
success, it will be important to make
sure that we don' leave some of the
most vulnerable smokers behind. @
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The opinions expressed herein are those
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reflect those of Federal Practitioner,
Quadrant HealthCom Inc., the U.S. gov-
ernment, or any of its agencies. This
article may discuss unlabeled or inves-
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review complete prescribing infor-
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mation for specific drugs or drug
combinations—including indications,
contraindications, warnings, and
adverse effects—before administering
pharmacologic therapy to patients.
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