CAMPAIGN

9 KEY TOBACCO-CESSATION FINDINGS AND RECOMMENDATIONS FROM THE
ToBAG 0-FREE U.S. PUBLIC HEALTH SERVICE AND U.S. PREVENTIVE SERVICES TASK FORCE
Kids FOR SPECIFIC POPULATIONS

The updated Treating Tobacco Use and Dependence: 2008 Update—A Clinical Practice Guideline of the
U.S. Public Health Service (PHS) and the 1996 guidelines for preventive clinical services of the U.S.
Preventive Services Task Force (Preventive Task Force) are two of the most important U.S. studies of
tobacco cessation." These two documents, along with other supporting research, make a compelling
case for providing coverage for tobacco-cessation treatment and assistance to several key populations
covered by the Medicare and Medicaid programs that do not yet have adequate access to cessation
assistance: the elderly, pregnant women, and children and adolescents.

Pregnant Women. Of the 16.2 percent of U.S. women who smoke during pregnancy,2 Medicaid provides
insurance coverage for more than half, or for more than 300,000 pregnant women smokers each year.’
However, only 14 state Medicaid programs offer tobacco cessation services for pregnant women through
their approved state plan, with wide variations in the amount, duration, and scope of the coverage.*

Findings from the PHS & Preventive Task Force Guidelines:

e Smoking during pregnancy causes low birth weight births, pre-term deliveries, increased risk of
miscarriage, fetal growth retardation, sudden infant death syndrome, spontaneous abortions,
placental abruption, cleft palates and cleft lips and childhood cancers.’

¢ An estimated 20 percent of low-weight births could be avoided by quitting smoking before or during
pregnancy.

e Two-thirds of female smokers continue to smoke during pregnancy.

e Pregnant women who stop smoking by the 30" week of gestation have infants with higher birth
weights than infants born to women who smoke throughout pregnancy.

¢ In pregnant women, clinical trials of cessation counseling have reported improvements in abstinence
rates of 5 percent to 23 percent over control groups.

¢ Pregnant smokers should be encouraged to quit first without using nicotine replacement therapy
(NRT) —including gum, patches, inhalers, nasal sprays, non-NRT bupropion, and varenicline. NRTs
(and bupropion, varenicline) should only be used during pregnancy if the increased likelihood of
smoking abstinence, with its potential benefits, outweighs the risk of drug treatment (e.g., fetal
nicotine toxicity) and smoking (this finding also applies to lactating women).

e There is a high rate of relapse in post-partum women, even if they stopped smoking for six or more
months during their pregnancy.

Recommendations from the PHS & Preventive Task Force Guidelines:

e Because of the serious risks of smoking to the pregnant smoker and the fetus, whenever possible
pregnant smokers should be offered extended or augmented psychological interventions that exceed
minimal advice to quit.

e Although abstinence early in pregnancy will produce the greatest benefits to the fetus and expectant
mother, quitting at any point in pregnancy can yield benefits. Therefore, clinicians should offer
effective smoking cessation interventions to pregnant smokers at the first prenatal visit as well as
throughout the course of pregnancy.

e Pregnant women and parents with children living at home also should be counseled on the potentially
harmful effects of smoking on fetal and child health.

e Continual reinforcement of the harms of maternal smoking to children may help prevent relapse
among post-partum women.

The Elderly. Approximately 10.2 percent of people age 65 and older smoke, which amounts to more
than 3.8 million people.® But even in this age group, smokers who quit can achieve cardiovascular
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mortality rates similar to those of nonsmokers.” In addition, a person who smokes for more than 20
cigarettes per day but quits at age 65 will still, on average, increase his or her life expectancy by two to
three years.® Since January 2006, Medicare — the primary health insurer for the vast majority of all elderly
persons in the United States — has provided full tobacco cessation and treatment coverage for
beneficiaries, including intermediate and intensive cessation counseling and prescription medications
(covered under Part D, but over-the-counter medications are not covered). Only two quit attempts are
covered per year, and only for beneficiaries who have a medical condition or reaction to medication that is
worsened by tobacco use.’

Findings from the PHS & Preventive Task Force Guidelines:

e Smoking cessation in older smokers can reduce the risk of myocardial infarction, death from coronary
heart disease, and lung cancer. Abstinence can also promote more rapid recovery from illnesses that
are exacerbated by smoking and can improve cerebral circulation.

e Older smokers who quit can reduce their risk of death from coronary heart disease, COPD, and lung
cancer and decrease their risk of osteoporosis. Moreover, abstinence can promote more rapid
recovery from illnesses that are exacerbated by smoking and can improve cerebral circulation. In
fact, age does not appear to diminish the desire to quit or the benefits of quitting smoking, and
treatments shown to be effective in this Guideline have been shown to be effective in older smokers.

Recommendations from the PHS & Preventive Task Force Guidelines:

e Research has demonstrated the effectiveness of the “4 A’s” (ask, advise, assist, and arrange follow
up) in patients ages 50 and older. Counseling interventions, physician advice, buddy support
programs, age-tailored self-help materials, telephone counseling, and the nicotine patch all have
been shown to be effective in treating tobacco use in adults 50 and older.

e Tobacco cessation counseling is recommended on a regular basis for all patients (including the
elderly) who use tobacco products.

Children and Adolescents. In 2007, 20 percent of high school students were cigarette smokers and
about 50 percent of them tried to quit."® Smoking prevalence data for Medicaid-eligible children and
adolescents are not available. In light of the unique demographic characteristics of Medicaid
beneficiaries (e.g., lower socio-economic status) and the fact that adult smoking prevalence rates for
Medicaid beneficiaries are higher than the U.S. population in general (35% vs. 20.9%), the smoking rates
of Medicaid-eligible children and adolescents are likely higher than these nationwide rates."’ Currently,
states provide limited cessation coverage for children and adolescents through Early and Periodic
Screening, Diagnostic, and Treatment services.'?

Findings from the PHS & Preventive Task Force Guidelines:
e Children and adolescents who are active smokers have an increased prevalence and severity of

respiratory symptoms and ilinesses, decreased physical fitness, and potential retardation of lung growth.

e Adolescents are interested in quitting, but may have to make more quit attempts before being
successful compared to adults. About four percent of adolescents aged 12 to 19 successfully quit
smoking each year.

¢ Despite being two times more likely to successfully quit using a cessation program, adolescents
usually try to quit unassisted.

e While there is no evidence that NRT or bupropion is harmful for children and adolescents, there is
also little evidence of their effectiveness in helping youth quit in the long term.

Recommendations from the PHS & Preventive Task Force Guidelines:
¢ Clinicians should ask pediatric and adolescent patients about tobacco use and provide a strong
message regarding the importance of totally abstaining from tobacco use.

e Counseling has been shown to be effective in treatment of adolescent smokers. Therefore,
adolescent smokers should be provided with counseling interventions to aid them in quitting smoking.
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e Cessation counseling delivered in pediatric settings has been shown to be effective in increasing
abstinence among parents who smoke. Therefore, to protect children from secondhand smoke,
clinicians should ask parents about tobacco use and offer them cessation advice and assistance.

e Anti-tobacco messages should be included in all health promotion counseling of children,
adolescents, and young adults.

Campaign for Tobacco Free Kids, June 20, 2008 / Ann Boonn

For more information on tobacco cessation, see Campaign factsheets at
http://www.tobaccofreekids.org/facts issues/fact sheets/policies/cessation/.
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