
LEARNING OBJECTIVES:
• Discuss role of physicians in tobacco cessation 

• Review  key findings of the Public Health Service
Clinical Practice Guideline: Treating Tobacco Use
and Dependence

• Describe tobacco cessation pharmaceutical
products and recommendations for
pharmacotherapy, including combination
treatment

• Identify recommended strategies for providing
tobacco cessation in an office setting 

INTRODUCTION
Medical professionals understand the adverse
consequences of smoking and the benefits of
quitting (see Table 1). Moreover, clinicians know
that tobacco usage, predominantly cigarette
smoking, is the leading preventable cause of death in
the United States. In addition, 70% of current
smokers report they would like to quit.6 However, a
paradox exists in the medical community: Although
clinicians recognize that they can influence their
patients to stop smoking, they are often reticent to
address smoking cessation with patients for a
number of reasons, including time constraints, lack
of knowledge about the best approach, fear of
patients’ negative response to their efforts, and
reimbursement issues. 

Approximately 46 million U.S. adults smoke,4 and
roughly 440,000 Americans die annually from
complications due to tobacco usage.5 The economic
impact is staggering as well, with $75 billion spent
annually in direct health care expenses for medical
complications due to smoking.5 Fortunately, it is within our power as clinicians to alter these
statistics. Solid evidence demonstrates that counseling, behavioral therapy, and
pharmacotherapy, administered in a primary care setting improve smokers’ ability to
successfully quit and remain abstinent for one year or more.6,7 Given this, physicians have an
incentive to treat smoking dependence to improve patient quality of life and  prevent the
development of tobacco related diseases.  

In addition, agencies that address physician practice quality have recommended the adoption
of evidence-based tobacco dependence treatment as part of routine patient care in clinical
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Table 1. Health Detriments of Smoking and Benefits of Quitting 1-3, 28

Coronary artery disease (CAD)

Lung cancer

Chronic obstructive pulmonary disease (COPD)

Stroke

Pregnancy, fetal, and infant complications

Duodenal and gastric ulcers

Decreased life expectancy 

Bladder cancer

Pancreatic cancer

Pneumonia

Respiratory effects in adulthood

• Risk of mortality is reduced by half after 1 year 
of cessation

• Risk of disease development is the same as that of 
nonsmokers after 2 years of abstinence

• Risk of mortality decreases to almost that of 
nonsmokers after 5-15 years of abstinence

• Risk of disease development progressively decreases with
increasing lengths of abstinence, but risk always remains
higher in former smokers than nonsmokers

• For those who have no lung disease, age-related rate of
decline in lung function (FEV1) reverts to normal rates 
following abstinence

• Risk of stroke is reduced to that of nonsmokers after 
5-15 years of abstinence

• Risk of spontaneous abortions and pregnancy and labor 
complications (e.g., ectopic pregnancies, preterm labor)
decreases upon cessation

• Risk of low birth weight infants decreases if cessation is 
initiated before pregnancy or during the first 3-4 months

• Risk of sudden infant death syndrome (SIDS) and child 
respiratory illnesses decreases upon cessation

• Risk of developing ulcers decreases upon cessation
• Smokers who quit improve the clinical course of ulcer healing

compared to those who do not (time to healing improves,
ulcer recurrence declines)

• Men quitting at age 35 extend their lifespan by 6.9-8.5 years
and women quitting at age 35 extend their lifespan by 6.1-7.7
years compared to those who continue to smoke

• Smokers who quit earlier in life extend their lifespan 
even more

• Cessation reduces the risk by about 50 percent after only a
few years in comparison with continued smoking

• Cessation reduces the risk, compared with continued 
smoking, after 10 years of abstinence 

• Cessation reduces rates of respiratory symptoms such as
cough, sputum production, and wheezing, and respiratory
infections such as bronchitis and pneumonia, compared with
continued smoking

• Cigarette smoking accelerates the age-related decline in lung
function that occurs among never smokers; with sustained
abstinence, the rate of decline in pulmonary function returns
to that of never smokers

Diseases/Conditions 
Caused/Worsened by Smoking Health Benefits of Quitting Smoking
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(inpatient and outpatient) settings. For example, the Joint
Commission on Accreditation of Healthcare Organizations
(JCAHO) will soon begin collecting smoking cessation
performance measures in hospital data sets for patients with
a diagnosis of myocardial infarction, heart failure, and
community acquired pneumonia.22

Evidence-based recommendations for smoking cessation
are provided in the U.S. Public Health Service (PHS)
Clinical Practice Guideline, Treating Tobacco Use and
Dependence, issued in June 2000. This newsletter reviews
key recommendations from the PHS Guideline and
additional cessation strategies that clinicians can effectively
implement within a clinical practice setting. Current
pharmacotherapy options and practical information on
counseling and behavioral strategies that promote smoking
cessation are also offered. In addition, this newsletter
addresses provider and patient resources for tobacco
cessation and health insurance reimbursement issues.6

STRATEGIES FOR SMOKING
CESSATION INTERVENTIONS
Smokers report that their physician’s advice to quit is an
important motivator to stop smoking. Coupled with the
fact that seven out of 10 smokers see a primary care
physician every year, each office visit should be seen as an
important opportunity for a smoking cessation
intervention.6 Unfortunately, many medical professionals
are not capitalizing on these opportunities as over one-third
of current smokers report they have not been asked about
their smoking status or advised to quit.6 A number of
perceived barriers have been offered. Some physicians may
assume that broaching the subject requires an extended
amount of time. Many may feel they do not have the
background knowledge or the resources readily available to
effectively assist their patients. Still others may be hindered
by a sense of futility with patients who don’t want to quit
or a concern that they will generate hostility on the part of

patients. The information included herein will address
these issues and improve clinician self-efficacy for
facilitating smoking cessation interventions.

The PHS Guideline states that tobacco dependence is a
chronic disease that often requires repeated interventions.
A crucial point is that repeated interventions may be
required for long-term, significant positive behavior
changes. The necessity for these repeated messages doesn’t
indicate that smoking cessation counseling “falls on deaf
ears,” or is due to a lack of clinician efficacy with tobacco
treatment. Rather, the need for repeated communications
emphasizes the extremely addictive nature of tobacco
dependence that approximately 80% of tobacco users
experience and acknowledges the difficulty of achieving
behavioral change.23 As with any addiction, multiple quit
attempts may be required for a successful outcome.
However, each intervention that motivates, assists, or
reinforces positive behavioral changes, either now or at
some future time, is beneficial and has the potential to
significantly improve and lengthen patients’ lives.24

There is a strong dose-response association between the
intensity of counseling administered and its resultant
efficacy. Longer intervention session times (over 10
minutes) and a greater number of intervention sessions
have a significant positive effect on abstinence rates.6 But
even brief smoking cessation interventions (three minutes
or less) have been shown to improve smoking abstinence
rates. Moreover, the rates of smoking abstinence increase
with all types of clinicians (physician, psychologist, nurse,
dentist, or counselor) administering the intervention.6

Thus, it is recommended that all health professionals
actively advise smoking cessation for patients who currently
smoke. 

An expectant mother should be advised to completely quit smoking to lessen risks of com-
plications with her pregnancy, premature birth, and a low birth weight baby.  

A father with an asthmatic child who quits smoking will reap immediate health benefits for
both himself and his child, since asthma is exacerbated by secondhand smoke. 

A middle-aged man with mildly abnormal lung function who reports shortness of breath
with exertion should be encouraged to quit smoking to improve and maintain lung function. 

A younger individual should be encouraged to quit smoking to avoid premature skin aging
and wrinkles, bad breath, yellowed teeth, and the smell of smoke on clothing.
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5As for Brief Tobacco Treatment

The PHS Guideline recommends that clinicians incorporate the following five steps for brief tobacco treatment, known as the
5As, during each patient visit: 

1. ASK about tobacco use – Identify and document tobac-
co use status for every patient at every visit. 

2. ADVISE to quit – In a clear, strong, and personalized
manner urge every tobacco user to quit.

3. ASSESS willingness to make a quit attempt – Is the 
tobacco user willing to make a quit attempt at this time?

4. ASSIST in quit attempt if patient is willing – Use 
counseling and pharmacotherapy to help the patient 
willing to make a quit attempt.

5. ARRANGE for follow up – Schedule follow up contact,
either in person or by telephone.

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

• Include with other vital signs

• Use a sticker 

• Incorporate field into electronic patient record

Smokers cite their physician’s advice to quit as an important
motivator to stop smoking. Strongly advise your patients to quit
and cite personalized messages as to the health benefits they
will attain for themselves and their family. Refer to the 5Rs for
additional personalized messages.

Ask whether a patient is willing to make a quit attempt within
the next 30 days. Those unwilling to quit within 30 days should
be provided with a brief intervention to increase their motiva-
tion. Clinicians can use this opportunity to educate, reassure,
and motivate patients to consider a future quit attempt. Refer to
the 5Rs for motivational interventions.

Provide information on successful quitting, including the addic-
tive nature of tobacco use, strategies for behavioral change,
and pharmacotherapy options. Because the use of pharma-
cotherapy approximately doubles a patient’s chance of quitting,
review and offer available treatments (except in special cir-
cumstances). In addition, provide resources on quitting, such
as information on local cessation classes, the state’s Quitline,
and Internet based quitting programs. 

• Follow up should occur soon after the quit date, preferably
during the first week. A second follow up contact is 
recommended within the first month. Schedule further 
follow up contacts as indicated. 

• Congratulate any success. Identify any problems and 
anticipate challenges. Assess pharmacotherapy use and
problems. Consider referral to more intensive treatment, 
if indicated.
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Because the majority of tobacco users express ambivalence about quitting, a motivational intervention, which leads patients to
explore and consider behaviors that are consistent with their own priorities and values, can be provided.25 The key to this
intervention is to engage each individual patient in a discussion as to how quitting will impact their life based on their individual
personality, lifestyle, and life goals. Research shows that motivational interventions are most likely to be effective when they are
presented by a clinician who is empathetic, avoids confrontation, encourages patient autonomy (i.e., provides patients a choice of
options), and endorses the patient’s self-efficacy (i.e., confirms their ability to promote self-change).9-11 A useful process to
improve patient motivation to quit smoking encompasses the following 5Rs.

5Rs to Increase Motivation

1. RELEVANCE: Encourage the patient to identify why 
quitting is personally relevant to him/her.

2. RISKS: Help the patient identify risks specific 
to him/her.

3. REWARDS: Help the patient identify potential 
benefits of quitting smoking.

4. ROADBLOCKS: Ask the patient to identify potential 
barriers to quitting.

5. REPETITION: Repeat these messages each time 
you see the patient.

Motivational information has the greatest impact if it is relevant
to each individual patient’s disease status or risk, family or social
situation (e.g., having children in the home), health concerns,
age, gender, and other patient characteristics (e.g., past quit
attempts, barriers to long-term abstinence). 

Ask patients to identify the negative effects of smoking, 
including acute risks (e.g., shortness of breath, exacerbated
asthma, impotence, etc.), long-term risks (e.g., coronary heart
disease, COPD, stroke, lung, and other cancers), and 
environmental risks (e.g., increased disease incidence in 
family members, setting a bad example for children, respiratory
infections in children exposed to secondhand smoke, etc.),
which are important to them. For individuals who cannot, or
desire not, to identify risks, it may be useful to personalize
messages about the risks they face based on individual age,
gender, family, and social situation.

Invite the patient to discuss the numerous benefits that 
will ensue from quitting smoking. These might include 
improvements in health such as less cough for individuals 
who have frequent interactions with others, better exercise
capacity in individuals who are concerned about physical 
fitness and physical appearance, cost savings on cigarettes
that can be used for travel and other activities, fresher breath
for more socially inclined individuals, cleaner living environment,
and diminished concern regarding the social unacceptability 
of smoking.

Encourage each individual patient to discuss his/her perceived
barriers to quitting and offer strategies that could address these
challenges. Common barriers include fear of weight gain, 
withdrawal symptoms, lack of support, depression, presence of
another smoker in the household, and the positive psychological
benefits of continued smoking. 

Repeat this motivational intervention at each visit to increase
the patient’s incentive to make a quit attempt.
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TOBACCO DEPENDENCE TREATMENT
When a patient expresses willingness to make a quit
attempt, the clinician should provide an intervention to
assist in these efforts. Patients should be educated about
current treatment options and involved in making
therapeutic decisions. The clinician’s responsibilities to aid
the quitting patient include counseling, behavior
modification strategies, and recommendations for
pharmacotherapy.26 Counseling and behavior therapies
play a vital role in enabling the patient to anticipate and
plan for psychological and social challenges and change,
whereas pharmacotherapy can significantly mitigate the
physical withdrawal symptoms of nicotine. 

Counseling and Behavior Therapies

The Guideline recommends three counseling and behavior
therapies: practical counseling, intra-treatment support,
and extra-treatment support. 

Practical counseling involves problem solving and skills
training for the patient. The following are key elements:

• Help the patient develop a quit plan. This includes setting
a quit date (generally within the next one-three weeks),
telling family and friends to solicit their support, and
removing tobacco products from the home and work
environment. 

• Help the patient identify situations or triggers that may
increase the likelihood of smoking relapse. This may
include being around other smokers, consuming alcohol,
or feeling stressed. 

• Help the patient develop coping and problem solving
skills. Learning to anticipate and avoid, or modify,
difficult situations; incorporating positive behaviors to
reduce or deal with stress, and learning cognitive strategies
to cope with nicotine cravings are skills the patient can
develop with practice. 

• Provide basic information about tobacco addiction and
successful quitting. Include information about the
addictive nature of nicotine, withdrawal symptoms, and
the importance of not smoking, even a puff, once they quit.

Intra-treatment support is the provision of a supportive
clinical environment. Conveying belief in the patient’s self-
efficacy to quit and demonstrating a willingness to offer
help and emotional support are key elements of this
therapeutic strategy.

• All  office staff should encourage the patient in the quit
attempt and reinforce smoking cessation efforts. 

• Communicate caring and concern, and a belief in the
patient’s ability to successfully quit.

• Encourage the patient to discuss the quitting process. Ask
about past quit attempts, barriers to quitting and any past
successes. In addition, be open to the patient’s expression
of fears or ambivalence about quitting. 

Extra-treatment support recognizes that patients need social
support in their environments during a quit attempt.
Important elements include:

• Assist the patient in identifying others who will be
supportive of the quit attempt. 

• Encourage the patient to solicit the support of these non-
smoking family, friends, and co-workers.

• Provide resources, including information on quitlines,
website programs and resources, community programs,
and self-help materials. 

PHARMACOTHERAPY 
The use of pharmacotherapy approximately doubles a
patient’s chance of quitting.6 As a result, the Guideline
recommends that pharmacotherapy be prescribed for all
patients attempting to quit, unless special circumstances
warrant otherwise (e.g., pregnancy, medical
contraindications, adolescent patients, patients smoking
fewer than 10 cigarettes/day). Clinicians should encourage
patients to use one or a combination of approved
pharmacotherapies. Six first-line medications and two
second-line medications have been shown to significantly
increase abstinence rates long term.6,27

The first-line medications have been approved by the FDA
for tobacco dependence treatment. These medications
include one non-nicotine medication and five nicotine
replacement therapy medications. 

Many states provide a free telephone smoking 
cessation service for their residents. Callers can 
access tobacco treatment counselors who answer
questions, provide education on tobacco dependence,
guidance and support through the quitting process, 
and educational materials and information on local
resources. Quitlines offer counseling that is convenient
and confidential and can reach a large number of 
smokers. Telephone counseling has been shown to 
significantly improve the success of long-term 
abstinence compared to self-help materials alone.37
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Buproprion hydrochloride SR is the first non-nicotine
medication to be approved by the FDA for smoking
cessation. Its mechanism of action is presumed to be
mediated by blocking neural re-uptake of dopamine and/or
norepinephrine. It is contraindicated in patients with a
seizure disorder, a current or prior diagnosis of eating
disorders, use of a MOA inhibitor within the previous 14
days, or use of another medication that contains
buproprion. Because buproprion is also effective for
depression, it should be considered for smokers with
current or past history of depression. Available only by
prescription, it is indicated for tobacco treatment as
Zyban® and for depression as Wellbutrin®.  Buproprion
SR can be combined with nicotine replacement therapy.6

Nicotine Replacement Therapy 

The remaining five first-line FDA medications approved
for smoking cessation are nicotine replacement therapies
(NRT). These products contain another form of nicotine,
with markedly different delivery and absorption, whereby
the addictive properties are not reinforced. Moreover, they
do not contain any of the carcinogens or toxic gases found
in cigarette smoke. The use of an NRT provides an overall
lower dose of nicotine than tobacco products, which can
suppress the physical withdrawal symptoms.6

Nicotine replacement therapy is available with passive or
active dosing. The nicotine transdermal patch is the
exclusive NRT product with passive dosing, producing
relatively steady doses in the body. The other five NRT
products – nicotine gum, lozenge, inhaler, and nasal spray
– have active dosing, allowing the patient to adjust dosing
on an acute basis. Initially, active NRT products are
recommended for use on a regular schedule as underuse can
lead to smoking relapse.  

No one first-line medication has been shown to be more
efficacious than another, so first-line pharmacotherapies
should be prescribed based on presence of
contraindications, patient preference, patient characteristics
(e.g., concerns with weight gain, history of depression), and
clinician familiarity with the medications.6,12 Some studies
suggest that patient adherence is higher with the nicotine
patch.12 Table 2 provides more information on
medications and details the recommended dosages, side
effects, correct techniques for usage, and approximate daily
costs. Additional prescribing information is available at
http://www.surgeongeneral.gov/tobacco/prescrib.htm.

Several controlled trials show that combination therapy
with two first-line agents (e.g., buproprion SR + nicotine
patch, nicotine patch + nicotine gum, etc.) is superior to

the administration of a single therapy only. Combining the
use of first-line agents should strongly be considered for
those who have been unable to quit using a single type of
pharmacotherapy or who are heavily addicted. When using
combination therapy, it is recommended that one
medication provide a long-acting effect (e.g., buproprion
SR), whereas the other may be used as needed by the
patient to achieve more rapid increases in blood levels in a
manner similar to cigarette smoking (e.g., nicotine gum,
inhaler, nasal spray, lozenge).13-17

Second-line medications — clonidine and nortriptyline —
have been shown to be efficacious in treating nicotine
dependence in some studies, but they are not
recommended for first-line use because (a) the FDA has yet
to approve them specifically for tobacco dependence
treatment and (b) the possible side effects with these
medications may be greater. Clonidine is traditionally
prescribed for hypertension treatment, and abrupt
discontinuation of the medication can cause nervousness,
headache, and tremors along with a rapid blood pressure
increase and elevated levels of catecholamines.
Nortriptyline is typically used to treat depression, and
overdose may cause significant cardiotoxic effects.
Physicians should only consider prescribing second-line
medications for patients attempting to quit when first-line
medications cannot be used due to contraindications or
when first-line medications have not proven effective in a
patient’s cessation attempts.6 See Table 2 for more
information on second-line medications.

Research and Tobacco Treatment

Although tobacco treatment has made significant advances
in recent years, there are many tobacco users unable to quit,
many of whom may have a higher level of addiction and
don’t respond to currently available pharmacotherapy.
Ongoing tobacco research includes efforts to gain more
knowledge and understanding of nicotine and potentially
other compounds in cigarette smoke that drive smoking
behavior. As a result, several of the new medications being
studied for tobacco dependence target specific brain sites. 29

• mecamylamine – a nicotine antagonist (formerly available
as an antihypertensive)30

• varenicline – a selective nicotine agonist31

• rimonabant – a new class of drug that curbs nicotine
cravings and appetite32

No single approach of tobacco cessation is best
for all tobacco users. A dual approach of behavior
modification and pharmacotherapy has been
shown to be the most effective.6
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First-Line
Medications

Recommended
Dosage

Correct 
Usage Side Effects Cost/Day

Bupropion SR

(Zyban®; prescription only)

150 mg QD for 1st 3 days,
then 150 mg BID

Treatment should be started
1-2 weeks prior to quit date;
dosing at 150 mg BID should
continue for 7-12 weeks fol-
lowing quit date

Those with marked insom-
nia should take the PM
dose earlier, but at least 8
hours after the AM dose

Alcohol should be used in
moderation

Insomnia, dry mouth

Contraindicated in those
with a history of seizure dis-
order, an eating disorder,
those using another form of
bupropion, or those who
have used an MAO inhibitor
in the past 14 days

$4.33

Nicotine gum 

(Nicorette®, Nicorette 
Mint, Nicorette Orange,
generic; over the counter)

Patients who smoke ≤ 25
cigarettes/day: 2-mg gum,
up to 24 pieces/day

Patients who smoke ≥ 25
cigarettes/day: 4-mg gum,
up to 24 pieces/day

Gum should be used for up
to 12 weeks with no more
than 24 pieces/day

Gum should be chewed
slowly until a “peppery”
taste or tingling sensation
emerges; it should then be
“parked” between the
cheek and upper or lower
gum to allow nicotine
absorption through oral
mucosa; gum should inter-
mittently be chewed and
parked for 30 minutes or
until taste dissipates

Acidic beverages should be
avoided 15 minutes prior to
and during chewing

Mouth soreness, hiccups,
dyspepsia, jaw ache

Effects are generally mild
and transient and can be
decreased with proper
usage

$6.25 for 10 2-mg pieces
(brand name)

$6.66 for 10 4-mg pieces
(brand name)

$4.79 for 10 2-mg pieces
(generic) 

$5.20 for 10 4-mg pieces
(generic)

Nicotine inhaler

(Nicotrol®; prescription
only)

6-16 cartridges/day (each
cartridge delivers 10 mg
nicotine over 80 inhalations)

Inhaler should be used for
up to 6 months with taper-
ing dosage in the final 3
months of treatment

Best effects are achieved
by dosing on a regular
schedule

Acidic beverages should be
avoided 15 minutes prior to
and during inhalation

Local irritation in throat and
mouth, coughing, rhinitis

Symptoms rated as general-
ly mild and tend to decrease
with continued use

$11.19 for 10 cartridges

Nicotine nasal spray

(Nicotrol® NS; prescription
only)

8-40 doses/day (each bottle
contains about 100 doses)

Spray should be used for 
3-6 months

Produces most rapid
increases in blood nicotine
levels

Patients should not sniff,
swallow, or inhale through
nose when administering
doses

Spray is best delivered with
head tilted slightly back

Moderate to severe nasal
irritation with sneezing and
nasal congestion, transient
changes in smell and taste

Symptoms tend to decrease
with continued use

Should not be used in
patients with reactive air-
way disease

Has a dependence potential
in between cigarettes and
other nicotine-based 
therapies

$5.28 for 12 doses

Table 2. Pharmacotherapy Information6,27
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Nicotine patch

(Habitrol®, Nicoderm®

CQ®, Nicotrol®, ProStep®

generic; prescription, over
the counter)

21 mg/24 hours for 4 weeks,
14 mg/24 hours for 2 weeks,
then 7 mg/24 hours for 2
weeks

or 15 mg/16 hours for 8
weeks

Treatment for 8 weeks or
less is as effective as
longer treatment.  However,
many patients use these
products for longer periods.

Provides a low level of nico-
tine over a long period to
reduce craving

Patient should place a new
patch on a relatively hair-
less location between neck
and waist each morning

Patients with insomnia
should remove the 24-hour
patch before sleep or use
the 16-hour patch; may
need to use fast-acting NRT
in the morning before a
therapeutic nicotine blood
level is reached

Local skin irritation, 
insomnia

Rotate placement of patch

Skin irritation can be treat-
ed with hydrocortisone or
triamcinolone cream

$3.57-$4.28 (brand name)

$2.64-$3.14 (generic)

Nicotine lozenge 

(Commit™; over the 
counter)

9 lozenges/day for first 6
weeks; should not exceed 5
lozenges in 6 hours or 20
lozenges per day

2-mg and 4-mg lozenges
available

Treatment should be used
up to 3 months.

Place lozenge in mouth and
let dissolve, move back and
forth occasionally

Acidic beverages should be
avoided 15 minutes prior to
and during administration

Soreness of teeth and
gums, indigestion, irritated
throat

$7.50 for 12 doses

Clonidine

(Oral: Catapres®, generic;
Transdermal: Catapres®; all
prescription only)

Start at 0.10 mg/day BID
orally or 0.10 mg/day trans-
dermally and increase 0.10
mg/day per week as needed

Treatment should be used
for 3 to 10 weeks

Clonidine should be started
up to 3 days before or on
the quit date

Those using the transder-
mal method should place a
new patch on a relatively
hairless location between
neck and waist at the start
of each week

Therapy should not be
abruptly terminated

Dry mouth, drowsiness,
dizziness, sedation, consti-
pation

Will lower blood pressure,
so blood pressure monitor-
ing may be required with
this medication

Abruptly terminating treat-
ment can result in a rapid
increase in blood pressure,
agitation, confusion, and/or
tremors

Oral tablet: $0.33 for 0.2
mg/day (generic)

Transdermal: $5.07 (name
brand)

Second-Line
Medications

Recommended
Dosage

Correct 
Usage Side Effects Cost/Day

Nortriptyline 

(Aventyl®, Pamelor®,

generic; prescription only)

Start at 25 mg/day and
increase to 75-100 mg/day

Treatment should be used
for 3 months

Therapy should be started
10-28 days before quit date

Sedation, dry mouth, light-
headedness, shaky hands,
blurred vision, urinary
retention

Use with extreme caution in
patients with cardiovascu-
lar disease

Overdose may cause car-
diotoxic effects

$0.62 for 75 mg

The cost/day data are based on the retail price of medication purchased online from a national chain pharmacy in March 2004
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In addition, clinical trials have recently begun with a
nicotine vaccine which reduces the amount of nicotine that
passes from the blood to the brain up to 65%, thereby
preventing nicotine addiction.33

PUTTING SMOKING CESSATION
INTERVENTIONS INTO PRACTICE 
There are many opportunities in the office setting to
encourage and support nonsmoking behavior. Clinical
interventions are most effective when provided by more
than one health professional in an office and when the
interventions are incorporated into routine office
procedures. A comprehensive office-based approach that
involves all office staff and provides an environment
conducive to smoking cessation in all patient care areas is
recommended.36

The following key strategies can be implemented in most
medical office settings with existing staff and resources.
When possible it is beneficial to designate one staff member
to be a tobacco cessation coordinator and be responsible for
implementing these changes, and maintaining and
enhancing these practices within the office setting.36

• Place smoking cessation visuals such as posters,
brochures and information booklets in the reception
area and exam rooms. Ensure that all exam rooms have
the materials needed to assist patients with a quit
attempt, including Quitline fax referral forms, self-help
materials and other cessation resources.39

• Develop a systematic process to identify and track
patients who smoke. 

• Flag charts of patients who commit to making a quit
attempt and ensure that arrangements are made for
follow up (i.e. provide education on NRT, phone call on
quit date, schedule follow up appointment). 

• Train other office staff and utilize them to provide
assistance or reinforcing messages throughout the patient
flow within your setting (i.e. provide support, answer
questions, arrange follow up phone calls). 

A key component of disseminating and facilitating
smoking cessation assistance in an office setting involves
clinician education. Fortunately, there is a wealth of
information on tobacco treatment available to health care
professionals. In many areas, state or community based
public health agencies provide training programs and
educational materials on tobacco cessation for providers, in
addition to resource and referral information on local
cessation programs. 

There are a number of excellent web sites for health care
professionals that include information on formal training
programs, online education, and resources for patients. 

• A How-To Guide For Implementing the Public Health
Service Clinical Practice Guideline, Clinician’s Packet at
http://www.surgeongeneral.gov/tobacco/clinpack.html

• Coverage for Tobacco Use Cessation Treatments at
http://www.cdc.gov/tobacco/educational_materials/cessa
tion/index.html

• Resources for Health Professionals at
http://smokefree.gov/hp.html

• Center for Tobacco Cessation http://www.ctcinfo.org/

• Smoking Cessation Leadership Center at
http://smokingcessationleadership.ucsf.edu/

• Professional Assisted Cessation Therapy at
http://www.endsmoking.org

REIMBURSEMENT ISSUES
Although smoking cessation interventions are considered
the “gold standard” of preventive treatment because they
are more cost-effective than more common medical
interventions such as mammography screening or
treatment of hypertension, health care systems do not
universally provide reimbursement for smoking cessation
treatment and counseling. Currently, only 36 states provide
Medicaid coverage for tobacco treatment and only 10 of
these cover counseling.38 Medicare is conducting a one-
year program in seven states to evaluate which smoking

Harm reduction is an approach to reduce the adverse
effects of smoking in individuals who are unable or
unwilling to quit smoking by reducing the number of
cigarettes smoked and/or using an alternate source of
nicotine.35 Although there is currently no evidence
that reducing smoking actually reduces harm, there
are a number of reduced harm strategies that have
been proposed. In the order of least harmful, they are:
substitution of least harmful alternatives (e.g., NRT),
substitution of moderately harmful alternatives (e.g.,
smokeless tobacco), and substitution of most harmful
alternatives (e.g., modified cigarettes; reduced
smoking). Concerns regarding the promotion of harm
reduction include: will this substitute for total
abstinence or remaining abstinent, will it supplement
(and sustain) ongoing use of conventional tobacco
products, and will it encourage experimentation by
children who would have avoided conventional
tobacco products.34
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cessation strategies help older Medicare beneficiaries quit
smoking, but at this time it provides no benefit for
counseling or drug therapies.40 Most private health plans
provide limited benefits for tobacco treatment with great
variability among benefit packages and insufficient
reimbursement for providers and patients.

The tobacco treatment reimbursement scenario is rapidly
evolving and clinicians and their staff should familiarize
themselves with benefit options for the plans in which they
participate. In plans where counseling is a covered benefit,
providers can use the following diagnostic codes from the
International Classification of Diseases, 9th revision, Clinical
Modification (ICD9-CM):

• 305.1 Tobacco Use Disorder: This includes adverse
patient health consequences due to the negative
effects of tobacco use. This code excludes a history of
tobacco use (V15.82).

• V15.82 History of Tobacco Use: This includes a
patient’s past use of tobacco that may result in future
health complications. Tobacco dependence (305.1) is
excluded.

In plans where counseling is not a covered benefit,
clinicians can submit for reimbursement of smoking
cessation counseling provided to patients who have
smoking-related diagnoses (bronchitis, diabetes, asthma,
etc.), or who require a medical procedure related to
smoking co-morbidity (spirometry, EKG, lipid profile,
etc.). The ICD-9 codes for these diagnoses and procedures
plus additional reimbursement guidelines are provided in
Reimbursement for Smoking Cessation Therapy, A Healthcare
Practitioner’s Guide, Third Edition.38

To maximize patients’ smoking cessation benefits,
clinicians should utilize referrals to resources such as
Quitlines, employer group cessation or wellness programs,
and pharmaceutical company programs. Clinicians and
office staff are also in a position to advocate with health
plans for extended benefit coverage and provider
reimbursement, and going forward, to work as change
agents for improved coverage.38

Finally, a new set of “Health and Behavior” CPT codes,
championed primarily by the American Psychological
Association, appears to represent a new billing mechanism
that can be utilized by certain health professionals for
smoking cessation assessment and counseling when the
patient has a diagnosed medical disorder for which
smoking cessation would be medically advisable. The key
difference in this billing strategy, as opposed to the ones

presented above, is that the new Health and Behavior codes
are used to reimburse psychological services that treat
behavioral, social, and psychophysiological conditions
related to the treatment or management of physical health
problems, such as asthma or COPD. As of January 1, 2002,
Medicare recognized these codes as eligible for
reimbursement. Further information about these CPT
codes and their appropriate use can be found at:
http://www.apa.org/practice/cpt_2002.html.41

SUMMARY
The PHS Clinical Practice Guideline: Treating Tobacco
Use and Dependence provides key evidence-based
recommendations for clinicians. Physicians should
implement a system in their practice to identify, track, and
offer treatment to all tobacco users. The 5As, a brief
intervention which encompasses these strategies, should be
provided at each patient visit. 

Clinicians should provide a supportive clinical
environment for smoking cessation whereby all staff are
empathetic and non-judgmental.  For patients who are not
willing to make a quit attempt, an intervention to increase
motivation to quit (the 5Rs) should be provided. For
patients who are willing to make a quit attempt, a
combination approach of pharmacotherapy plus
counseling and behavior modification therapies is
recommended. The use of pharmacotherapy approximately
doubles a patient’s chance for successful quitting so
pharmacotherapy options should be discussed with all
patients attempting to quit, unless special circumstances
warrant otherwise (e.g., pregnancy, medical
contraindications, adolescent patients, patients smoking
fewer than 10 cigarettes/day).The FDA has approved five
nicotine replacement therapy products and one non-
nicotine medication for smoking cessation. Individuals
who are heavily addicted or have had multiple unsuccessful
past quit attempts may benefit from a combination of
pharmacotherapy. 
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