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Tobacco use continues to be the leading preventable cause of morbidity and mortality, 
causing nearly 25,500 deaths in New York State every year.  It is critical that physicians 
assess, advise, and treat every tobacco user seen in a health care setting.  The Medical Society 
of the State of New York (MSSNY) strongly encourages physicians and healthcare providers 
to prioritize the treatment of tobacco use and dependence.  

The Medical Society is pleased to offer this convenient, easy-to-use CME activity on 
Evidence-Based Strategies For Treating Tobacco Dependence.  This booklet, which is based 
on the Clinical Practice Guideline, Treating Tobacco Use and Dependence, 2008 Update, will 
provide the reader with the information necessary to better assist patients in their attempts to 
quit smoking.  The Guideline was released in May 2008 by U.S. Department of Health and 
Human Services. It is a comprehensive document, which contains evidence-based strategies 
and recommendations designed to assist clinicians, tobacco dependence treatment specialists, 
and others in delivering and supporting effective treatments for tobacco use and dependence.  
The Guideline urges every clinician, health plan, and health care institution to make treating 
tobacco dependence a top priority during these visits. The Clinical Guideline can be found 
in its entirety at:

http://www.surgeongeneral.gov/tobacco/treating_tobacco_use08.pdf    

Single copies can be obtained by calling the Agency for Healthcare Research and Quality 
(AHRQ) at 1-800-358-9295.

After reading this educational booklet and successful completion of the post-test, the reader 
will receive 2.0 AMA/PRA Category 1 Credit(s)™.  Instructions for obtaining CME credit 
accompany the activity.
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1. Introduction
Smoking is the leading preventable cause of morbidity and mortality in New York State, 
killing 25,500 people every year.  Every year 570,000 New Yorkers are afflicted with serious 
disease caused by smoking.  In 2010, the adult prevalence of smoking in New York State was 
15.5%, approximately 2.7 million adults.  Smoking causes cancer, heart disease, stroke, and 
lung diseases including chronic airway obstruction (emphysema, bronchitis). Smoking kills 
more people than alcohol, AIDS, car crashes, illegal drugs, murders, and suicides combined.  
Annual health care costs in New York directly caused by smoking averages $8.17 billion. 
While the total number of adults who smoke in New York State has decreased over the last 
ten years, thousands of young people continue to smoke their first cigarette every day result-
ing in a lifelong addiction.

CDC: MMWR (2008)

Since 2008, there have been significant changes within the area of smoking cessation. In 
2008, the U.S. Public Health Service (PHS) issued the Clinical Practice Guideline, Treating 
Tobacco Use and Dependence: 2008 Update.  New York State taxes on tobacco products have 
increased significantly making New York cigarette taxes the highest in the country. Since the 
passing of the New York Clean Indoor Air Act in 2003, many local town parks, beaches, and 
playgrounds have established tobacco free policies. Many hospitals and healthcare facilities 
have expanded their tobacco free regulations to include their entire grounds and campuses. 
As of January 2011, the Federal Employee Health Benefit (FEHB) program began providing 
federal employees with access to all FDA-approved smoking cessation treatments (two quit 
attempts per year, four counseling sessions per quit attempt). Electronic cigarettes have 
grown in popularity and pose a new public health threat. The meaningful use final rule 
pertaining to Electronic Health Records includes the recording of smoking status for patients 
13 years or older as a core objective and identifies tobacco use assessment and smoking 
cessation intervention as a clinical quality measure.  Lastly, in 2009, the FDA was granted 
the power to regulate tobacco products and will dictate new packaging for tobacco products. 
What does all this mean to healthcare providers? Physicians and healthcare providers need 
to be properly informed and updated on all these changes and how they can best assist their 
patients in their quit attempts. The pressure is increasing on smokers to quit smoking and 
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they are reaching out for assistance. Epidemiological data suggest that 70 percent of smok-
ers want to quit but only a minority of tobacco users achieve permanent abstinence in an 
initial quit attempt. Relapse and multiple quit attempts are common for many smokers as 
they struggle with their addiction. Now more than ever, education is needed on the effec-
tive treatment of tobacco use and dependence. MSSNY is addressing this need by educating 
physicians on how to better assist their patients in quitting smoking and how to integrate 
tobacco interventions into their clinical practices. 

According to the NY State Provider Study (2009), physicians in New York State are doing 
much better asking patients about tobacco use. More than 90% of hospitals and group 
practices reported having systems in place to document tobacco use status.  However, only 
52% of physicians in group practices are assisting their patients with quit attempts. There-
fore, providing physicians with evidence based strategies for treating tobacco dependence is 
essential. (NYSDOH, 2010)

2. Ten Key Clinical Guideline Recommendations 

The Clinical Practice Guideline, Treating Tobacco Use and Dependence: 2008 Update, was 
released in May 2008. The impetus for the updated guideline was the expanding literature 
on tobacco dependence and its treatment. The Guideline contains strategies and recom-
mendations designed to assist clinicians, tobacco dependence treatment specialists, health 
care administrators, insurers, and purchasers in delivering and supporting effective treat-
ments for tobacco use and dependence. The overarching goal of these recommendations is 
that clinicians strongly recommend the use of effective tobacco dependence counseling and 
medication treatments to their patients who use tobacco, and that health systems, insurers, 
and purchasers assist clinicians in making such effective treatments available.

1. Tobacco dependence is a chronic disease that often requires repeated intervention and 
multiple attempts to quit. Effective treatments exist, however, that can significantly 
increase rates of long-term abstinence. 

2. It is essential that clinicians and health care delivery systems consistently identify and 
document tobacco use status and treat every tobacco user seen in a health care setting.

3. Tobacco dependence treatments are effective across a broad range of populations. Clini-
cians should encourage every patient willing to make a quit attempt to use the counseling 
treatments and medications recommended in this Guideline.

4. Brief tobacco dependence treatment is effective. Clinicians should offer every patient 
who uses tobacco at least the brief treatments (1– 3 minutes of counseling) shown to be 
effective in this Guideline.

5. Individual, group, and telephone counseling are effective, and their effectiveness increases 
with treatment intensity. The following two components of counseling are especially 
effective: 

• Practical counseling (problem solving/skills training)

• Social support delivered as part of treatment



6. Numerous effective medications are available for tobacco dependence, and clinicians 
should encourage their use by all patients attempting to quit smoking—except when 
medically contraindicated or with specific populations for which there is insufficient 
evidence of effectiveness (i.e., pregnant women, smokeless tobacco users, light smokers, 
and adolescents)

• Seven first-line medications reliably increase long-term smoking abstinence rates:
 Five Nicotine Medications:                         
  -  Nicotine gum  -  Nicotine inhaler  -  Nicotine lozenge  
       -  Nicotine nasal spray   -  Nicotine patch
 Two Non-nicotine medications: 
  -  Bupropion SR  -  Varenicline

• Clinicians also should consider the use of certain combinations of medications    
 identified as effective in this Guideline.

7. Counseling and medication are effective when used by themselves for treating tobacco 
dependence. The combination of counseling and medication, however, is more effective 
than either alone. Thus, clinicians should encourage all individuals making a quit attempt 
to use both counseling and medication except when contraindicated.

8. Telephone quitline counseling is effective with diverse populations and has broad reach. 
Therefore, both clinicians and health care delivery systems should ensure patient access to 
quitlines and promote quitline use.  

9. If a tobacco user currently is unwilling to make a quit attempt, clinicians should use the 
motivational interviewing strategies shown in the Clinical Guideline to be effective in 
increasing future quit attempts.

10. Tobacco dependence treatments are both clinically effective and highly cost-effective rela-
tive to interventions for other clinical disorders. Providing coverage for these treatments 
increases quit rates. Insurers and purchasers should ensure that all insurance plans include 
the counseling and medication identified as effective in this Guideline as covered benefits.

One important conclusion of the Guideline update is that the most effective way to move
clinicians to intervene is to provide them with information regarding multiple effective
treatment options and to ensure that they have ample institutional support to use these
options. Joint actions by clinicians, administrators, insurers, and purchasers can encourage
a culture of health care in which failure to intervene with a tobacco user is inconsistent with
standards of care.  

3. Prevalence of Smoking
Tobacco use kills more than 430,000 Americans a year and approximately 45.3 million 
adults are still current smokers.  While smoking continues to be a significant danger and a 
major public health concern, progress has been made over the past 40 years.  In the 1960s, 
the national smoking rate for adults was about 44% compared to the 19.3% adult smoking 
rate reported for 2010.   From 2003 to 2010 the downward trend in the percentage of adult 
smokers continued according to the New York Behavioral Risk Factor Surveillance System



and National Health Interview Survey data (Figure 2).  New York State experienced a greater 
percentage decline in this timeframe compared to the United States.  There are several fac-
tors to consider in explaining the variations in rates.  The New York Clean Indoor Air Act 
was passed in 2003, which was a significant step in changing the social norms surrounding 
smoking.  New York has continued to increase taxes on cigarettes and, in 2011 the state 
had the highest cigarette tax in the nation. New York State taxes are now $4.35 per pack 
and New York City has added an additional $1.50 per pack, bringing the City tax to $5.85.   
An aggressive tobacco control program, an efficient anti-smoking media campaign, and an 
increasing amount of anti-smoking legislation contribute to New York’s success in lowering 
prevalence of smoking.   It should be noted that it appears that the prevalence of smoking 
increased from 2008 to 2009 in New York, but this change is not statistically significant 
according to the New York State Department of Health. 

While much progress has been made in lowering overall smoking rates, there is a growing 
disparity observed in various groups of smokers. According to the Clinical Guideline, there 
are populations that are prone to higher rates of smoking.

• Psychiatric disorders are more likely to be found in smokers than in the general popula-
tion. For instance 30-60% of patients seeking tobacco dependence treatment may have a 
past history of depression and 20% or more may have a past history of alcohol abuse or 
dependence. 

• Smoking occurs at rates well above the population average among abusers of alcohol and 
drugs (i.e., greater than 70 percent).   

• Individuals with low socioeconomic status (SES) and/or limited formal education, in-
cluding the homeless, bear a disproportionate burden from tobacco use.   These patients 
are more likely to smoke, have limited access to effective treatment, may be misinformed 
about smoking cessation medications, and might be exposed to more permissive envi-
ronmental and workplace smoking policies. Individuals with low SES are targeted by 
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 tobacco companies through advertising/marketing strategies and they are less likely to 
receive cessation assistance.  Due to the prevalence of smoking in this population, it is 
vital that clinicians intervene with such individuals. It is important that interventions,  
particularly written materials, be delivered in a manner that is understandable to the 
patient.

• HIV-positive individuals are more likely to smoke than the general population.  Cur-
rently, HIV-positive individuals are living longer, due to treatment advances, making the 
issue of cigarette smoking in this population a significant clinical concern.

• Lesbian/Gay/Bisexual/Transgender (LGBT) smokers, both adolescents and adults, are 
more likely to smoke than the general population, and tobacco marketing is targeted 
at these communities.  LGBT individuals are more likely to have other risk factors for 
smoking, including daily stress related to prejudice and stigma.

• Some racial and ethnic minority populations in the United States—African Americans, 
American Indians and Alaska Natives, Asians and Pacific Islanders, Hispanics—
experience higher mortality in a number of tobacco related illnesses.

Change in the prevalence of smoking in New York from 2003 to 2009 by gender, race/ 
ethnicity, education, and mental health status are depicted in Table 1. The decline in 
smoking varied significantly among the various populations. 

NYSDOH, 2010



4. Tobacco Dependence as a Chronic Disease
Tobacco dependence displays many features of a chronic disease. Only a minority of tobacco 
users achieve permanent abstinence in the initial quit attempt. The majority of users persist 
in tobacco use for many years and typically cycle through multiple periods of remission 
and relapse. A failure to appreciate the chronic nature of tobacco dependence may impede 
clinicians’ consistent assessment and treatment of the tobacco user over time.

Modern approaches to treating tobacco use and dependence should reflect the chronicity of 
tobacco dependence. A chronic disease model recognizes the long-term nature of the disorder 
with an expectation that patients may have periods of relapse and remission. If tobacco 
dependence is recognized as a chronic disease, clinicians will better understand the relapsing 
nature of the condition and the requirement for ongoing, rather than just acute, care. The 
existence of numerous effective treatments gives the clinician and patient many options in 
the event that repeated quit attempts are needed.

A chronic disease model emphasizes for clinicians the importance of continued patient 
education, counseling, and advice over time. Although most clinicians are comfortable in 
counseling their patients about other chronic diseases such as diabetes, hypertension, or 
hyperlipidemia, many believe that they are less effective in providing counseling to patients 
who use tobacco.  As with the other chronic disorders, clinicians should be encouraged 
to provide tobacco-dependent patients with brief advice, counseling, and appropriate 
medication. It is important for clinicians to know that assessing and treating tobacco use 
generally leads to greater patient satisfaction with health care.  Moreover, policy changes 
(e.g., tax increases, smoke-free ordinances) often lead smokers to seek treatment for this 
chronic disease. 

  

Chronic Disease Model 

• Recognizes the long term nature of the disorder

• Expects that patients may have periods of relapse & 
remission

• Requires ongoing rather than just acute care

• Emphasizes the importance of continued patient 
education, brief advice over time, counseling, and 
appropriate medications



5. Assessment of Tobacco Use

At least 70 percent of smokers see a physician each year.  Other smokers 
see physician assistants, nurse practitioners, nurses, physical and 
occupational therapists, pharmacists, counselors, and other clinicians.  
Therefore, almost all clinicians are in a position to intervene with 
patients who use tobacco. Moreover, 70 percent of smokers report 
wanting to quit, and almost two-thirds of smokers who relapse want 
to try quitting again within 30 days.  Finally, smokers cite a physician’s 

advice to quit as an important motivator for attempting to stop smoking. These data suggest 
that most smokers are interested in quitting, clinicians and health systems are in frequent 
contact with smokers, and clinicians have high credibility with smokers.

Identification and Treatment of Tobacco Use 

The first step in treating tobacco use and dependence is to identify tobacco users. The 
identification of smokers itself increases rates of clinician intervention. Effective 
identification of tobacco use status not only opens the door for successful interventions but 
also guides clinicians to identify appropriate interventions based on patients’ tobacco use 
status and willingness to quit. The Guideline update recommends that clinicians and health 
care systems seize the office visit for universal assessment and intervention. Specifically, ask 
every patient who presents to a health care facility if she/he uses tobacco, advise all tobacco 
users to quit, and assess the willingness of all tobacco users to make a quit attempt at this 
time (the first 3 of the 5 A’s). 
Screening for current or past tobacco use will result in four possible responses:
1. the patient uses tobacco and is willing to make a quit attempt at this time; 
2. the patient uses tobacco but is not willing to make a quit attempt at this time;
3. the patient once used tobacco but has since quit;  
4. the patient never regularly used tobacco. 

Figure 3

 

• 70% of smokers see a physician each year
• Smokers cite a physician’s advice to quit 

as an important motivator
• Physicians have high credibility with 

smokers



             Figure 4.  Screen for tobacco use status

6. Clinical Interventions for Tobacco Use and Dependence
Why should members of a busy clinical team consider making the treatment of tobacco use a 
priority? 

• Clinicians can make a difference with even a minimal (less than 3 minutes) intervention;

• A relationship exists between the intensity of intervention and tobacco cessation out-
come;

• Even when patients are not willing to make a quit attempt at this time, clinician-deliv-
ered brief interventions enhance motivation and increase the likelihood of future quit 
attempts;

• Tobacco users are being primed to consider quitting by a wide range of societal and 
environmental factors (e.g., public health messages, policy changes, cessation marketing 
messages, family members);

• There is growing evidence that smokers who receive clinician advice and assistance with 
quitting report greater satisfaction with their health care than those who do not;

• Tobacco use interventions are highly cost effective;

• Tobacco use has a high case fatality rate (up to 50% of long-term smokers will die of a 
smoking-caused disease.



 
 The goal is clear: to change clinical culture and practice patterns to ensure that 
 every patient who uses tobacco is identified, advised to quit, and offered 
 scientifically sound treatments. The strategies underscore a central theme: it is 
 essential to provide at least a brief intervention to every tobacco user at each health  
 care visit. Responsibility lies with both the clinician and the health care system to  
 ensure that this occurs. 

The “5 A’s”– A simple to use model 

The five major components (the “5 A’s”) of a brief intervention in the primary care setting
are listed in Table 2. It is important for a clinician to ask the patient if he or she uses tobacco, 
advise him or her to quit, and assess willingness to make a quit attempt.  If the patient is 
willing to quit, the clinician should assist him or her in making a quit attempt by offering 
medication and providing or referring him or her for counseling or additional treatment, 
and arrange for follow-up contacts to prevent relapse. If the patient is unwilling to make a 
quit attempt, the clinician should provide a motivational intervention (5R’s) and arrange to 
address tobacco dependence at the next clinic visit.

The “5 A’s” model for treating tobacco use and dependence
Table 2

ASK: Systematically identify all tobacco users at every visit

Evidence has shown that clinic screening systems, such as expanding the vital signs to include 
tobacco use status or the use of other reminder systems such as chart stickers or computer 
prompts, significantly increase rates of clinician intervention. Whether using paper charts 
or electronic health records, a tobacco user identification system should be implemented in 
every practice/clinic. One of the criteria to qualify for Meaningful Use is the inclusion of 
smoking status for patients 13 years old or older: Smoking status types must include: current 

Ask about tobacco use
 

Advise to quit

Assess willingness to make a 
quit attempt

Assist in quit attempt

Arrange follow-up

Identify and document tobacco use status for every patient at every 
visit.

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

Is the tobacco user willing to make a quit attempt at this time?

For the patient willing to make a quit attempt, offer medication and 
provide or refer for counseling or additional treatment to help the 
patient quit.
For patients unwilling to quit at the time, provide interventions 
designed to increase future quit attempts.

For the patient willing to make a quit attempt, arrange for follow-up 
contacts, beginning within the first week after the quit date.
For patients unwilling to make a quit attempt at the time, address 
tobacco dependence and willingness to quit at next clinic visit.



every day smoker, current some day smoker, former smoker, never smoker, current status 
unknown, and unknown if ever smoked.

When asking patients about smoking status, the following questions can provide additional 
information to the clinician regarding patient’s level of addiction and determining the appro-
priate dosing for specific smoking cessation medications:

• How many cigarettes do you smoke per day?

• How soon after you wake up do you smoke your first cigarette?
• The patient who smokes within 30 minutes of waking has a higher level of nicotine  
 dependence.

ADVISE: Strongly urge all tobacco users to quit    

Provide advice that is clear, strong, and personalized to patients
• “It’s important that you quit smoking (or using chewing tobacco) now. I can help you.”

• “Cutting down while you are ill is not enough”

• “Occasional or light smoking is still dangerous”

• “As your physician, I need you to know that quitting smoking is the most important thing you 
can do to protect your health now and in the future. The clinic staff and I will help you.”

• “Continuing to smoke makes your asthma worse, and quitting may dramatically improve   
your health.”

• “Quitting smoking may reduce the number of ear infections your child has.”

ASSESS  Determine smoker’s willingness to make a quit attempt at this time.  

Ask your patient “Are you willing to give quitting a try?”

Action

Implement an
office wide system
that ensures that,
for every patient
at every clinic
visit, tobacco use
status is queried
and documented.

Strategies for Implementation

Expand the vital signs to include tobacco use, or use an alternative
universal identification system.*
VITAL SIGNS
Blood Pressure: _______________________
Pulse: ________ Weight: ___________
Temperature: _________________________
Respiratory Rate: ______________________

Tobacco Use (circle one):            Current every day smoker                       
Current some day smoker             Former smoker      Never smoker 
Current status unknown                Unknown if ever smoked

Alternatives to expanding the vital signs include using tobacco use status stickers on all patient charts or indicating tobacco use status via            
electronic medical records or computerized reminder systems.

Personalize advice: Tie tobacco use to current symptoms and health 
concerns, and/or its social and economic costs, and/or the impact of 
tobacco use on children and others in the household



If patient clearly is unwilling to make a quit attempt at this time, use the 5R’s designed to 
promote the motivation to quit.

 Relevance: Encourage the patient to indicate why quitting is personally relevant, being as 
specific as possible (relevance to patient’s disease status, family,  and/or social concerns)

 Risks: Ask the patient to identify potential negative consequences of tobacco use. High-
light those that seem most relevant to the patient including acute risks (shortness of 
breath/exacerbation of asthma), long-term risks (heart attacks, strokes, lung cancer), and 
environmental risks (increased risk of sudden infant death syndrome (SIDS), respiratory 
infections in children of smokers).

 Rewards: Ask the patient to outline benefits of cessation. Highlight those that seem most 
relevant to the patient (improved health, saving money, healthier babies and children).

 Roadblocks: Ask the patient to identify barriers (withdrawal symptoms, weight gain, 
depression) to cessation and provide treatment (problem solving, counseling, and/or 
medication) that could address barriers. 

 Repetition: Repeat message at every visit. Tobacco users who have failed in previous quit 
attempts should be told that most people make repeated quit attempts before they are 
successful.

ASSIST: Aid the patient in quitting by providing counseling and medications

Tobacco dependence is a chronic condition that requires a two-prong approach for maximal 
treatment effectiveness. Prolonged tobacco use results in tobacco dependence, which is 
characterized as a physiological dependence (addiction to nicotine) and behavioral habit 
of using tobacco. Addiction can be treated with FDA-approved medications for smoking 
cessation, and the behavioral habit can be treated through behavior change programs, such 
as individualized counseling and group or online cessation programs. The Clinical Practice 
Guideline advocates the combination of behavioral counseling with pharmacotherapy in 
treating patients who smoke. 

• Help the patient with a quit plan. Set a quit date, ideally within two weeks.

• Recommend the use of approved medication, except when contraindicated or with 
specific populations for which there is insufficient evidence of effectiveness (i.e., pregnant 
women, smokeless tobacco users, light smokers, and adolescents). Explain how these 
medications increase quitting success and reduce withdrawal symptoms.

• Provide practical counseling (problem solving/ skills training).

• Provide intra-treatment social support.

• Provide supplementary materials, including information on quitline.

Know the Signs of Nicotine Withdrawal

The signs and symptoms of nicotine withdrawal include: irritability, anger, anxiety, 
depression, hostility, drowsiness, fatigue, restlessness, decreased alertness, lightheadedness, 
headache, chest tightness, body aches, hunger, urges to smoke, weight gain, decrease in 
heart rate, insomnia, constipation and sweats. The popularity and success of nicotine 
replacement therapy is based on the reduction of these signs and symptoms. (OASAS)



Counseling Patients to Quit
Assisting patients in quitting smoking can be done as part of a brief treatment or as part of 
an intensive treatment program. Evidence from the Guideline demonstrates that the more 
intense and longer lasting the intervention, the more likely the patient is to stay smoke free. 
There is a strong dose-response relation between counseling intensity and cessation success as 
illustrated in Figure 5.  All three session lengths (minimal, low intensity, and higher intensity 
counseling) significantly increased abstinence rates compared to no-contact conditions in the 
control group. 

Providing Counseling in Addition to Medication

Recommendation: The combination of counseling and medication is more effective for 
smoking cessation than either medication or counseling alone. Therefore, whenever feasible 
and appropriate, both counseling and medication should be provided to patients trying to 
quit smoking. (Strength of Evidence = A)

Eighteen studies met selection criteria to evaluate the effectiveness of providing counseling in
addition to medication versus medication alone. The results of the 2008 meta-analysis 
indicate that providing counseling in addition to medication significantly enhances treat-
ment outcomes (Table 3). These same 18 studies also were analyzed to examine the relation 
of counseling intensity when it was used in combination with a medication. Results revealed 
that two or more sessions significantly enhance treatment outcomes, and more than eight 
sessions produced the highest abstinence rates. The counseling provided in these studies was 
delivered either in person or via telephone. 

Table 3

Treatment
 

Medication alone

Medication and Counseling

Number of 
Arms

8

39

Estimated Abstinence 
Rate (95% C.I.)

21.6

27.0 (22.7 - 31.4)

Figure 5

Estimated Odds Ratio
(95% C.I.)

1.0

1.3 (1.1 - 1.6)

 



Providing Medication in Addition to Counseling

The effect of adding medication to counseling also was examined. Nine studies met inclu-
sion criteria and provided 24 arms to compare medication and counseling with counseling 
alone. The results of the 2008 meta-analysis indicate that providing medication in addition 
to counseling significantly enhances treatment outcomes.  The effectiveness of and estimated 
abstinence rates for the combination of counseling and medication versus counseling alone 
are shown in Table 4.
Table 4

 

Types of Counseling 

Recommendation: Two types of counseling and behavioral therapies result in higher absti-
nence rates: (1) providing smokers with practical counseling (Table 5), and (2) providing 
support and encouragement as part of treatment (Table 6). These types of counseling ele-
ments should be included in smoking cessation interventions. (Strength of Evidence = B)
Table 5. Common elements of practical counseling (problem solving/skills training)

Treatment
 

Counseling alone

Medication and Counseling

Number of 
Arms

11

13

Estimated Odds Ratio
(95% C.I.)

1.0

1.7 (1.3 - 2.1)

 

Estimated Abstinence 
Rate (95% C.I.)

14.6

22.1 (18.1 - 26.8)

Practical counseling treatment 
component (problem solving/skills 
training) 

Recognize danger situations—Identify 
events, internal states, or activities that 
increase the risk of smoking or relapse.

Develop coping skills—Identify and 
practice coping or problem solving skills. 
Typically, these skills are intended to 
cope with danger situations.

Provide basic information—Provide 
basic information about smoking and 
successful quitting.

Examples

 

• Negative affect 
• Being around other smokers 
• Drinking alcohol 
• Experiencing urges 
• Smoking cues and availability of cigarettes

• Learning to anticipate and avoid temptation and avoid 
trigger situations 

• Learning cognitive strategies that will reduce negative 
moods 

• Accomplishing lifestyle changes that reduce stress, 
improve quality of life, and reduce exposure to smoking 
cues

• Learning cognitive and behavioral activities to cope 
with smoking urges (e.g., distracting attention; 
changing routines)

• The fact that any smoking (even a single puff) 
increases the likelihood of a full relapse

• Withdrawal symptoms typically peak within 1–2 weeks 
after quitting but may persist for months. These 
symptoms include negative mood, urges to smoke, and 
difficulty concentrating.

• The addictive nature of smoking



ARRANGE FOLLOW-UP WITH PATIENT

Smokers who have recently quit face a high risk of relapse.  Most relapse occurs early in 
the quitting process. The first three months are critical. Schedule most of your follow-up 
contacts within that period.

• Follow-up contacts can be either in person or by phone

• Follow-up should begin soon after the quit date, preferably during the first week

  •  A second follow-up contact is recommended within the first month

• Assess medication use, identify problems already encountered, and anticipate challenges 
in the immediate future.

• Remind patients of quitline support (1-866-NY-QUITS)

• Congratulate patients who are abstinent on their success

• If tobacco use has occurred, review circumstances and elicit recommitment to total 
abstinence.

Prescribing Medication for Treating Tobacco Use and Dependence

The Clinical Practice Guideline recommends that all smokers trying to quit should be 
offered medication except when contraindicated or for specific populations for which there 
is insufficient evidence of effectiveness (i.e., pregnant women, smokeless tobacco users, light 
smokers, and adolescents).  The Guideline identified the following seven first-line FDA 
approved medications for treating tobacco use and dependence which were found to be safe 
& effective: nicotine gum, nicotine inhaler, nicotine lozenge, nicotine nasal spray, nicotine 
patch, bupropion SR, and varenicline. The seven medications can be categorized as nicotine 
replacement therapies (NRT) and non-nicotine medications.

Nicotine replacement therapies (NRT)
       • nicotine gum        • nicotine inhaler    • nicotine lozenge
          • nicotine nasal spray • nicotine patch    

Supportive Treatment Component 

Encourage the patient in the quit 
attempt

Communicate caring and concern

Encourage the patient to talk about the 
quitting process

Examples

• Note that effective tobacco dependence treatments are 
now available 

• Note that one-half of all people who have ever smoked 
have now quit 

• Communicate belief in patient’s ability to quit 
• Ask how patient feels about quitting 
• Directly express concern and willingness to help as 

often as needed.
• Ask about the patient’s fears and ambivalence 

regarding quitting. 

Ask about: 
• Reasons the patient wants to quit 
• Concerns or worries about quitting 
• Success the patient has achieved 
• Difficulties encountered while quitting 

Table 6. Common elements of intra-treatment supportive interventions



 Precautions/warnings/contraindications for all Nicotine replacement therapy (NRT)

• Pregnancy – NRT has not been shown to be effective for treating tobacco dependence 
treatment in pregnant smokers. NRT is an FDA pregnancy Class D agent. NRT has not 
been evaluated in breastfeeding patients. Pregnant smokers should be encouraged to quit 
without medication. 
• Class D: Fetal risk shown in humans; use only if benefits outweigh risk to fetus.
 Positive evidence of human fetal risk based on adverse reaction data from investiga- 
 tional or marketing experience or studies in humans, but the potential benefits from  
 the use of the drug in pregnant women may be acceptable despite its potential risks  
 (Medscape, 2011).

• Cardiovascular diseases – NRT is not an independent risk factor for acute myocardial 
events. NRT should be used with caution among particular cardiovascular patient groups: 
those in the immediate (within 2 weeks) post myocardial infarction period, those with 
serious arrhythmias, and those with unstable angina pectoris. However the risk of contin-
ued smoking without NRT must also be factored into the equation.

Nicotine Gum (OTC only) 

Side effects – Common side effects of nicotine gum include mouth 
soreness, hiccups, dyspepsia, and jaw ache. These effects are generally 
mild and transient and often can be alleviated by correcting the patient’s 
chewing technique.

Dosage

Nicotine gum (both regular and flavored) is available in 2-mg and 4-mg (per piece) doses.

• 2-mg gum is recommended for patients smoking less than 25 cigarettes per day

• 4-mg gum is recommended for patients smoking 25 or more cigarettes per day

Prescribing information

Smokers should use at least one piece every 1 to 2 hours for the first 6 weeks with no more 
than 24 pieces to be used per day. Patients often do not use enough PRN NRT medicines 
to obtain optimal clinical effects. Instructions to chew the gum on a fixed schedule may be 
more beneficial than ad libitum use.

• Chewing technique – Gum should be chewed slowly until a “peppery” or “flavored” taste 
emerges, then “parked” between cheek and gum to facilitate nicotine absorption through 
the oral mucosa. Gum should be slowly and intermittently “chewed and parked” for 
about 30 minutes or until the taste dissipates.

• Absorption – Acidic beverages (e.g., coffee, juices, soft drinks) interfere with the buccal 
absorption of nicotine, so eating and drinking anything except water should be avoided 
for 15 minutes before or during chewing.

Cost*

• 2 mg (packaged in different amounts), boxes of 100–170 pieces = $48 
• 4 mg (packaged in different amounts), boxes of 100–110 pieces = $63 



Nicotine Inhaler (Prescription only) 

The nicotine inhaler is not a true pulmonary inhaler.  The inhaler 
looks like a small cigarette holder. It contains a chamber into which a 
nicotine-containing cartridge is placed. The cartridge is punctured to 
release the nicotine compound, which is aerosolized by strong inhala-
tions. The nicotine compound is deposited on the oropharyngeal 
membranes and is transferred into the bloodstream, a mechanism similar to the gum.

Side effects

Local irritation in the mouth and throat was observed in 40% of patients using the nicotine 
inhaler. Coughing (32%) and rhinitis (23%) also were common. Severity was generally rated 
as mild, and the frequency of such symptoms declined with continued use.

Dosage

Each cartridge delivers a total of 4 mg of nicotine over 80 inhalations. Recommended dosage 
is 6–16 cartridges/day. Recommended duration of therapy is up to 6 months. Instruct 
patient to taper dosage during the final 3 months of treatment. Best effects are achieved by 
frequent puffing of the inhaler and using at least six cartridges/day.

Prescribing instructions

• Ambient temperature – Warn patients that the delivery of nicotine from the inhaler 
declines significantly at temperatures below 40°F. In cold weather, the inhaler and 
cartridges should be kept in an inside pocket or other warm area, or should just be used 
indoors.

• Absorption – Acidic beverages (e.g., coffee, juices, soft drinks) interfere with the buccal 
absorption of nicotine, so eating and drinking anything except water should be avoided 
for 15 minutes before or during use of the inhaler.

Cost*

1 box of 168 10-mg cartridges = $196 (quantity used determines how long supply lasts)

Nicotine Lozenge (OTC only) 

Side effects 

The most common side effects of the nicotine lozenge are nausea, 
hiccups, and heartburn. Individuals on the 4-mg lozenge also 
had increased rates of headache and coughing (less than 10% of 
participants).

Dosage 

Nicotine lozenges are available in 2-mg and 4-mg (per piece) doses.

• 2 mg for patients who smoke their 1st cigarette more than 30 minutes after waking

• 4 mg for patients who smoke their 1st cigarette within 30 minutes of waking 

Generally, smokers should use at least nine lozenges per day but no more than 20 lozenges 
per day in the first 6 weeks; the lozenge should be used for up to 12 weeks. 



Prescribing Instructions

• Absorption – Acidic beverages (e.g., coffee, juices, soft drinks) interfere with the buccal 
absorption of nicotine, so eating and drinking anything except water should be avoided 
for 15 minutes before or during use of the nicotine lozenge.

• Allow lozenge to dissolve slowly. Do not chew into small pieces and do not swallow the 
lozenge.

• Similar to the gum, use the lozenge on a fixed schedule rather than ad libitum use.

Cost*

2 mg, 72 lozenges per box = $34 (quantity used determines how long supply lasts)

4 mg, 72 lozenges per box = $39 (quantity used determines how long supply lasts)

Nicotine Nasal Spray (Prescription only)  

The nasal spray delivers nicotine to the brain faster than any other NRT. 
It is particularly useful in patients with overwhelming urges. It can be 
used with other nicotine replacement therapies in combination therapy.

Precautions/warnings

Dependency: Nicotine nasal spray produces higher peak nicotine levels 
than other NRTs and has the highest dependence potential. Approximately 15–20% of 
patients report using the active spray for longer periods than recommended (6–12 months); 
5% used the spray at a higher dose than recommended.

Side effects

Nasal/airway reactions:  Some 94% of users report moderate to severe nasal irritation in the 
first 2 days of use; 81% still reported nasal irritation after 3 weeks, although rated severity 
typically was mild to moderate. Nasal congestion and transient changes in sense of smell 
and taste also were reported. Nicotine nasal spray should not be used in persons with severe 
reactive airway disease.

Dosage

A dose of nicotine nasal spray consists of one 0.5-mg dose delivered to each nostril (1 mg 
total). Initial dosing should be 1–2 doses per hour, increasing as needed for symptom relief. 
Minimum recommended treatment is 8 doses/day, with a maximum limit of 40 doses/day.
Each bottle contains approximately 100 doses. Recommended duration of therapy is 3–6 
months.

Prescribing instructions

Patients should not sniff, swallow, or inhale through the nose while administering doses, as 
this increases irritating effects. The spray is best delivered with the head tilted slightly back.

Cost*

$49 per bottle (quantity used determines how long supply lasts)



Nicotine Patch (OTC or prescription)

Side effects 

• Skin reactions:  Up to 50% of patients using the nicotine patch 
will experience a local skin reaction. Skin reactions usually are 
mild and self-limiting, but occasionally worsen over the course 
of therapy. In fewer than 5% of patients, such reactions require 
the discontinuation of nicotine patch treatment.

• Insomnia and/or vivid dreams

Dosage

Treatment of 8 weeks or less has been shown to be as efficacious as longer treatment periods. 
Patches of different doses sometimes are available as well as different recommended dosing 
regimens. Clinicians should consider individualizing treatment based on specific patient 
characteristics, such as previous experience with the patch, amount smoked, degree of 
dependence, etc.

Step down dose:  
   4 weeks                   21mg/24hrs.   
               then 2 weeks             14mg/24hrs.             
                          then 2 weeks                7mg/24 hrs.   

Prescribing instructions

• Location:  At the start of each day, the patient should place a new patch on a relatively 
hairless location, typically between the neck and waist, rotating the site to reduce local 
skin irritation.

• Patches should be applied as soon as the patient wakes on the quit day. With patients 
who experience sleep disruption, have the patient remove the 24-hour patch prior to 
bedtime, or use the 16-hour patch (designed for use while the patient is awake).

• Disposing of patches: There is still active drug in the patch when it is removed. Warn 
patients to place used patches in a closed container if there are pets or small children in 
the house.

Cost:*

7 mg, box =   $37 
14 mg, box = $47 
21 mg, box = $48

Bupropion SR (Prescription only)   

Bupropion is an antidepressant and is also anorectogenic. It was discovered serendipitously 
to be effective in smoking cessation and was approved by the FDA for that use in 1997. Its 
possible mechanisms of action include blockade of neuronal re-uptake of dopamine and 
norepinephrine and blockade of nicotinic acetylcholinergic receptors. It can be very useful in 
patients with a history of depression or who have become depressed during a quit attempt. It 
can be helpful in preventing or reducing weight gain after quitting. 

 
 

Non-nicotine Medications: Bupropion SR and Varenicline



Precautions/warnings/contraindications

• Black Box Warning:  The U.S. Food and Drug Administration announced (July 2009) 
that manufacturers are required to put a Boxed Warning on the prescribing information 
for bupropion. The warning highlights the risk of serious mental health events including 
changes in behavior, depressed mood, hostility, and suicidal thoughts when taking these 
drugs. Health care professionals who prescribe bupropion should monitor their patients 
for any unusual changes in mood or behavior after starting these drugs. Patients should 
immediately contact their health care professional if they experience such changes.  
(FDA, 2009)

• Pregnancy:  Bupropion is a FDA pregnancy Class C agent.  Pregnant smokers should be 
encouraged to quit without medication. Bupropion has not been shown to be effective 
for tobacco dependence treatment in pregnant smokers. Bupropion has not been 
evaluated in breastfeeding patients.

• Class C: Fetal risk revealed in studies in animals but not established or not studied  
 in humans; may use if benefits outweigh risk to fetus. (Medscape, 2011)

• Contraindicated in patients with a seizure disorder, a current or prior diagnosis of 
bulimia or anorexia nervosa, use of a monoamine oxidase (MAO) inhibitor within the 
previous 14 days, or in patients taking another medication that contains bupropion

• Cardiovascular diseases:  Generally well-tolerated; occasional reports of hypertension.

Side effects

The most common reported side effects were insomnia (35–40%) and dry mouth (10%).

Dosage

• Patients should begin bupropion SR treatment 1–2 weeks before they quit smoking. 
Begin with a dose of 150 mg every morning for 3 days, then increase to 150 mg twice 
daily. Dosage should not exceed 300 mg per day.

• Dosing at 150 mg twice daily should continue for 7–12 weeks.

• For long-term therapy, consider use of bupropion SR 150 mg for up to 6 months from 
their quit date. (postquit)

• Can be used in combination  with nicotine replacement therapies

Prescribing instructions

If insomnia is marked, taking the PM dose earlier (in the afternoon, at least 8 hours after the 
first dose) may provide some relief.

Cost*

1 box of 60 tablets, 150 mg = $97 per month (generic); $197 to $210 (Brand name)



Varenicline (Prescription only)

A non-nicotine medication that was approved by the FDA for the treatment of tobacco 
dependence in 2006. Its mechanism of action is presumed to be due to its partial nicotine 
receptor agonist and antagonist effects. It is well tolerated in most patients.

Precautions/warnings/contraindications

• Black Box Warning:  The U.S. Food and Drug Administration announced (July 2009) 
that manufacturers are required to put a Boxed Warning on the prescribing information 
for  varenicline. The warning highlights the risk of serious mental health events including 
changes in behavior, depressed mood, hostility, and suicidal thoughts when taking these 
drugs. Health care professionals who prescribe varenicline should monitor their patients 
for any unusual changes in mood or behavior after starting these drugs. Patients should 
immediately contact their health care professional if they experience such changes.    

• The U.S. Food and Drug Administration announced (6-16-2011) that varenicline may 
be associated with a small, increased risk of certain cardiovascular adverse events in 
patients who have cardiovascular disease. Healthcare professionals should be aware that 
smoking is an independent and major risk factor for cardiovascular disease, and smoking 
cessation is of particular importance in this patient population. The known benefits of 
varenicline should be weighed against its potential risks when deciding to use the drug 
in smokers with cardiovascular disease. Patients taking varenicline should contact their 
healthcare professional if they experience new or worsening symptoms of cardiovascular 
disease. (FDA, 2011)                                                

• Pregnancy: Varenicline is an FDA pregnancy Class C agent. Pregnant smokers should be 
encouraged to quit without medication. Varenicline has not been shown to be effective 
for treating tobacco dependence in pregnant smokers. Varenicline has not been evaluated 
in breastfeeding patients.

• Class C: Fetal risk revealed in studies in animals but not established or not studied in  
 humans; may use if benefits outweigh risk to fetus.  (Medscape, 2011)

• Use with caution in patients with significant kidney disease (creatinine clearance < 30mL/
min) or who are on dialysis. Dose should be reduced with these patients.

• Patients taking varenicline may experience impairment of the ability to drive or operate 
heavy machinery.

Side effects

Nausea, trouble sleeping, abnormal/vivid/strange dreams



Prescribing instructions

• To reduce nausea, take on a full stomach. 

• To reduce insomnia, take second pill at supper rather than bedtime.

Dosage 

• Start varenicline 1 week before the quit date at 0.5 mg once daily for 3 days, followed by 
0.5 mg twice daily for 4 days, followed by 1 mg twice daily for 3 months. 

• Varenicline is approved for a maintenance indication for up to 6 months.

• Patient should be instructed to quit smoking on day 8, when dosage is increased to 1 mg 
twice daily.

• Not recommended for use in combination with NRT because of its nicotine antagonist 
properties.

• The FDA dosing recommendation for varenicline is a total of 2mg per day (1mg twice 
daily). However, there is evidence that a dose of 1mg per day also is effective and is a 
viable alternative to the 2mg per day dose, should the patient experience dose-related side 
effects.

Cost*

1 mg, box of 56 = $131 (about 30-day supply)

Efficacy of Medications

The seven first line medications discussed above have been found to be safe and effective for 
tobacco dependence treatment and have been approved by the FDA for this use, except in 
the presence of contraindications or with specific populations for which there is insufficient 
evidence of effectiveness(i.e. pregnant women, smokeless tobacco users, light smokers and 
adolescents). These first-line medications have an established empirical record of effective-
ness, and clinicians should consider these agents first in choosing a medication.

* Cost data were established by averaging the retail price of the 
medication at national chain pharmacies in Atlanta, GA, Los 
Angeles, CA, Milwaukee, WI , Sunnyside, NY, and listed online 
during January 2008 and may not reflect discounts available to 
health plans and others.



Placebo

Varenicline (2mg/day)

Nicotine nasal spray

Nicotine patch  (>25mg)

Nicotine gum (>14 weeks)

Nicotine inhaler

Bupropion SR

Nicotine lozenge  2 mg
                            4 mg

Medication Odds Ratio
(95%C.I.)

Estimated Abstinence Rate
(95%C.I.)

1.0

3.1 (2.5 – 3.8)

2.3 (1.7 – 3.0)

2.3 (1.7) -3.0)

2.2 (1.5 -3.2)

2.1 (1.5 -2.9)

2.0 (1.8 – 2.2)

2.0 (1.4–2. 8)

2.8 (1.9–4.0)

13.8

33.2 (28.9 – 37.8)

26.7 (21.5 – 32.7)

26.5 (21.3 -32.5)

26.1 (19.7 – 33.6)

24.8 (19.1 – 31.6)

24.2 (22.2 – 26.4)

 24.2/14.2*

23.6/10.2

Meta-analysis (2008): Effectiveness and abstinence rates for various medications and medication combinations 
compared to placebo at 6-months postquit (n = 83 studies) 

* Only one randomized controlled trial of the nicotine lozenge was available for review. There fore, the nicotine 
lozenge was not included in the inclusive meta-analysis but the data from this study of more than 1,800 smokers is 
shown above. Numbers indicate abstinence rate in active/placebo groups.

Combination Medications

Certain combinations of first-line medications have been shown to be effective smoking 
cessation treatments. Physicians should consider using these combinations of medications 
with their patients who are willing to quit.  NRT combinations are especially helpful 
for highly dependent smokers or those with a history of severe withdrawal.  Effective 
combinations:

• nicotine patch (>14 wks) + other NRT (gum/spray) 

• nicotine patch + bupropion SR

• nicotine patch + nicotine inhaler 

• The safety of combining bupropion & varenicline has not been established



Meta-analysis (2008): Effectiveness of and abstinence rates of medications relative to the nicotine patch (n = 83 
studies) at 6-months postquit.

Extended use of medications

For some patients, it may be appropriate to continue medication treatment for periods longer 
than is usually recommended. Results of the inclusive meta-analysis indicated that long-term 
patch and gum use are effective. Evidence indicates that the long-term use of gum may be 
more effective than a shorter course of gum therapy. The Lung Health Study, of almost 4,000 
smokers with evidence of early COPD, reported that approximately one-third of long-term 
quitters still were using nicotine gum at 12 months, and some for as long as 5 years, with 
no serious side effects. Other studies also have found that, among patients given free access 
to nicotine gum, 15 to 20 percent of successful abstainers continue to use the gum for a 
year or longer. Thus, it may be that certain groups of smokers may benefit from long-term 
medication use. Although weaning should be encouraged for all patients using medications, 
continued use of such medication clearly is preferable to a return to smoking with respect to 
health consequences. This is because, unlike smoking, these medications do not

a. contain non-nicotine toxic substances 
 (e.g., tar, carbon monoxide, formaldehyde, benzene); 

b. produce sharp surges in blood nicotine levels;  

c. produce strong dependence.

The medication treatment that produced the largest effects on abstinence rates, of those 
analyzed, involved long-term nicotine patch therapy + ad libitum NRT.

 

Medication
 

Nicotine Patch (reference group)

Patch (long-term; > 14 weeks) + NRT (gum
or spray)

Patch + Bupropion SR

Patch + Inhaler

Number of Arms

32

3

3

2

Estimated Odds Ratio
(95% C.I.)

1.0

1.9 (1.3-2.7)

1.3 (1.0-1.8)

1.1 (0.7-1.9) 



7. Frequently Asked Questions

What medications should a clinician use with a patient who is highly nicotine dependent?

The higher-dose preparations of nicotine gum, patch, and lozenge have been shown to be 
effective in highly dependent smokers. There is evidence that combination NRT therapy may 
be particularly effective in suppressing tobacco withdrawal symptoms. Thus, it may be that 
NRT combinations are especially helpful for highly dependent smokers or those with a history 
of severe withdrawal.

Is gender a consideration in selecting a medication?

There is evidence that NRT can be effective with both sexes; however, evidence is mixed as 
to whether NRT is less effective in women than men. This may encourage the clinician to 
consider use of another type of medication with women, such as bupropion SR or varenicline.

Which medications should be considered with patients particularly concerned about 
weight gain?

Data show that bupropion SR and nicotine replacement therapies, in particular 4-mg 
nicotine gum and 4-mg nicotine lozenge, delay — but do not prevent — weight gain.

Should nicotine replacement therapies be avoided in patients with a history of 
cardiovascular disease? 

No. The nicotine patch in particular has been demonstrated as safe for cardiovascular 
patients. See FDA package inserts for more complete information.

May tobacco dependence medications be used long-term (e.g., up to 6 months)?

Yes. This approach may be helpful with smokers who report persistent withdrawal symptoms 
during the course of medications, who have relapsed in the past after stopping medication, or 
who desire long-term therapy. A minority of individuals who successfully quit smoking use ad 
libitum NRT medications (gum, nasal spray, inhaler) long-term. The use of these medications 
for up to 6 months does not present a known health risk, and developing dependence on 
medications is uncommon. Additionally, the FDA has approved the use of bupropion SR, 
varenicline, and some NRT medications for 6-month use.

Are cessation medications appropriate for light smokers (i.e., < 10 cigarettes/day)?

Cessation medications have not been shown to be beneficial to light smokers. However, if 
NRT is used with light smokers, clinicians may consider reducing the dose of the medication. 
No adjustments are necessary when using bupropion SR or varenicline.

Are there medications that should especially be considered for patients with a past history 
of depression?

Bupropion SR and nortriptyline appear to be effective with this population but nicotine 
replacement medications also appear to help individuals with a past history of depression.



8.  Tobacco Use in Children and Adolescents
Tobacco use is a pediatric concern. In the United States, about 4,000 children and 
adolescents under age 18 smoke their first cigarette each day, and an estimated 1,200 
children and adolescents become daily cigarette smokers each day.

Young people experiment with or begin regular use of tobacco for a variety of reasons, 
including social and parental norms, advertising, movies and popular media, peer influence, 
parental smoking, weight control, and curiosity.  Nicotine dependence is established rapidly,  
especially among adolescents.  Because of the importance of primary prevention, clinicians 
should ensure that they deliver tobacco prevention and cessation messages to pediatric 
patients and their parents. Because tobacco use often begins during preadolescence, clinicians 
should routinely assess and intervene with this population.

Young people vastly underestimate the addictive potential of nicotine. Adolescent smokers, 
both occasional and daily smokers, are more likely than nonsmokers to think they can quit 
at any time.  However, only about 4 percent of smokers aged 12 to 19 successfully quit 
smoking each year,  and the rate of failed adolescent quit attempts exceeds that of adult 
smokers.   Adolescent quit attempts are rarely planned, and adolescents tend to choose 
unassisted rather than assisted quit methods, even though young people who enroll in a 
tobacco cessation program are twice as likely to succeed in their quit attempt.

Counseling Adolescents

Seven studies were included in a new 2008 analysis comparing counseling to usual care 
among adolescent smokers. Results of this analysis indicate that the use of counseling 
approximately doubles long-term abstinence rates when compared to usual care or no 
treatment. In these studies usual care may have included brief advice, self-help pamphlets, 
reading materials, or a referral. 

Recommendation: Clinicians should ask pediatric and adolescent patients about tobacco use 
and provide a strong message regarding the importance of totally abstaining from tobacco 
use. (Strength of Evidence = C)

Recommendation: 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. (Strength of Evidence = B)

Recommendation: Secondhand smoke is harmful to children. 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.(Strength of 
Evidence = B)

Counseling Provided to Parents During the Pediatric Visit

Recent research suggests that tobacco use interventions provided to parents in pediatric 
clinics or during child hospitalizations increase parents’ interest in stopping smoking, parents’ 
quit attempts and parents’ quit rates, although one study failed to find such an effect. 



Children and adolescents also benefit if parents are given information on secondhand smoke 
exposure. A review of the studies showed that giving parents information on the harmful 
effects of secondhand smoke reduces childhood exposure to such smoke and may reduce 
parental smoking rates.

Questions have been raised about whether and how clinicians caring for children and adoles-
cents might offer treatment for tobacco dependence to their parents who smoke. Would such 
treatment interfere with the doctor-patient relationship that parents might have with their 
physicians?

In response to this concern, the American Medical Association adopted a policy statement in 
2005 supporting the practice of pediatricians addressing parental smoking.

Tobacco Use Medications for Adolescents

Although nicotine replacement has been shown to be safe in adolescents, there is little 
evidence that these medications and bupropion SR are effective in promoting long-term 
smoking abstinence among adolescent smokers. As a result, they are not recommended as 
a component of pediatric tobacco use interventions. Varenicline has not been studied in 
children under 18 years of age and is not recommended for children under 18 years of age. 
http://www.chantix.com/common-questions.aspx 

9.  Pregnant Smokers
Smoking in pregnancy imparts risks to both the woman and the fetus. Cigarette smoking 
by pregnant women has been shown to cause adverse fetal outcomes, including stillbirths, 
spontaneous abortions, decreased fetal growth, premature births, low birth-weight, placental 
abruption, and sudden infant death syndrome (SIDS); and has been linked to cognitive, 
emotional, and behavioral problems in children. Many women are motivated to quit 
during pregnancy, and health care professionals can take advantage of this motivation by 
reinforcing the knowledge that cessation will reduce health risks to the fetus and that there 
are postpartum benefits for both the mother and child. The first step in intervention is 
assessment of tobacco use status. This is especially important in a population in which a 
stronger stigma against smoking increases the potential for deception. Research has shown 
that the use of multiple choice questions (as seen below) opposed to a simple yes/no 
question, can increase disclosure among pregnant women by as much as 40 percent.

Which of the following statements best describes your cigarette smoking?

• I smoke regularly now; about the same as before finding out I was pregnant.

• I smoke regularly now, but I’ve cut down since I found out I was pregnant.

• I smoke every once in a while.

• I have quit smoking since finding out I was pregnant.

• I wasn’t smoking around the time I found out I was pregnant, and I don’t currently smoke 
cigarettes.



Pregnant smokers should be encouraged to quit without medication. There is inconclusive 
evidence that cessation medications boost abstinence rates in pregnant smokers. 
• NRT has not been shown to be effective or treating tobacco dependence treatment in 

pregnant smokers.

• Nicotine gum, inhaler, nasal spray and the patch, are all FDA pregnancy Class D agents.

• The nicotine lozenge was not evaluated by the FDA for teratogenicity.

• Varenicline has not been shown to be effective for treating tobacco dependence in 
pregnant smokers. Varenicline is an FDA pregnancy Class C agent.

• Bupropion has not been shown to be effective for tobacco dependence treatment in 
pregnant smokers. Bupropion is an FDA pregnancy Class C agent.

Recommendation: Because of the serious risks of smoking to the pregnant smoker and the 
fetus, whenever possible pregnant smokers should be offered person-to-person psychosocial 
interventions that exceed minimal advice to quit. (Strength of Evidence = A)

Recommendation: 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 tobacco dependence interventions to pregnant 
smokers at the first prenatal visit as well as throughout the course of pregnancy.
(Strength of Evidence = B)

10.  Cigars, Electronic Cigarettes, Hookahs, and Smokeless Tobacco
Cigars (National Cancer Institute, 2010): Cigar smoke, like cigarette smoke, contains toxic 
and cancer-causing chemicals that are harmful to both smokers and nonsmokers. Cigar 
smoke is possibly more toxic than cigarette smoke. Cigar smoke has:

• A higher level of cancer-causing substances: During the fermentation process for cigar 
tobacco, high concentrations of cancer-causing nitrosamines are produced. These com-
pounds are released when a cigar is smoked. Nitrosamines are found at higher levels in 
cigar smoke than in cigarette smoke.

• More tar: For every gram of tobacco smoked, there is more cancer-causing tar in cigars 
than in cigarettes.

• A higher level of toxins: Cigar wrappers are less porous than cigarette wrappers. The 
nonporous cigar wrapper makes the burning of cigar tobacco less complete than the 
burning of cigarette tobacco. As a result, cigar smoke has higher concentrations of toxins 
than cigarette smoke.

The larger size of most cigars (more tobacco) and longer smoking time result in higher 
exposure to many toxic substances (including carbon monoxide, hydrocarbons, ammonia, 
cadmium, and other substances).

Cigar smoking causes cancer of the oral cavity, larynx, esophagus, and lung. It may also cause 
cancer of the pancreas. Moreover, daily cigar smokers, particularly those who inhale, are 
at increased risk for developing heart disease and other types of lung disease. Regular cigar 
smokers and cigarette smokers have similar levels of risk for oral cavity and esophageal 



cancers. The more you smoke, the greater the risk of disease.

All cigar and cigarette smokers, whether or not they inhale, directly expose their lips, mouth, 
tongue, throat, and larynx to smoke and its toxic and cancer-causing chemicals. In addition, 
when saliva containing the chemicals in tobacco smoke is swallowed, the esophagus is 
exposed to carcinogens. These exposures probably account for the similar oral and esophageal 
cancer risks seen among cigar smokers and cigarette smokers.

Cigars are addictive. Even if the smoke is not inhaled, high levels of nicotine can still be 
absorbed into the body. A cigar smoker can get nicotine by two routes: by inhalation into the 
lungs and by absorption through the lining of the mouth. Either way, the smoker becomes 
addicted to the nicotine that gets into the body. A single cigar can potentially provide as 
much nicotine as a pack of cigarettes. 

Electronic Cigarettes (FDA, 2009): also called “e-cigarettes,” are battery-operated devices 
that generally contain cartridges filled with nicotine, flavor and other chemicals. The 
electronic cigarette turns nicotine, which is highly addictive, and other chemicals into a 
vapor that is inhaled by the user. These products are marketed and sold to young people and 
are readily available online and in shopping malls. They are also available in different flavors, 
such as chocolate and mint, which may appeal to young people. In 2009, the FDA notified 
healthcare professionals and patients that a laboratory analysis of electronic cigarette samples 
has found that they contain carcinogens and toxic chemicals such as diethylene glycol, an 
ingredient that is used in antifreeze and is toxic to humans. 

There is currently no scientific evidence about the safety of e-cigarettes although 
manufacturers claim that their products are safe alternatives to tobacco. Presently, e-cigarettes 
have not been approved by the FDA for use in smoking cessation and no evidence exists to 
show they help people quit smoking. More research on e-cigarettes is needed to determine 
what ingredients they contain, how they are being used, and what effect they have on users. 
(American Cancer Society) 

Hookahs (CDC, 2011): sometimes called water pipes—are 
used to smoke specially made tobacco that is available in a 
variety of flavors (e.g., apple, mint, cherry, chocolate, coconut, 
licorice, cappuccino, and watermelon).

• Hookah smoking is typically practiced in groups, with the 
same mouthpiece passed from person to person.

• Hookahs originated in ancient Persia and India and have 
been used extensively for centuries.  In recent years, there 
has been a increase in hookah use around the world, most notably among youth.

• Hookah is known by a number of different names, including narghile, argileh, shisha, 
hubble-bubble, and goza.

• Water pipe smoking delivers the addictive drug nicotine and is at least as toxic as cigarette 
smoke.



• Due to the mode of smoking—including frequency of puffing, depth of inhalation, and 
length of the smoking session—hookah smokers may absorb higher concentrations of the 
toxins found in cigarette smoke.

• A typical 1-hour-long hookah smoking session involves inhaling 100–200 times the 
volume of smoke inhaled from a single cigarette.

• Hookah smokers are at risk for the same kinds of diseases as are caused by cigarette smok-
ing, including oral cancer, lung cancer, stomach cancer, cancer of the esophagus, reduced 
lung function, and decreased fertility.

• Irritation from exposure to tobacco juices increases the risk of developing oral cancers. 
The irritation by tobacco juice products is likely to be greater among hookah smokers 
than among pipe or cigar smokers because hookah smoking is typically practiced (with or 
without inhalation) more often and for longer periods of time.

• Hookah tobacco and smoke contain numerous toxic substances known to cause clogged 
arteries and heart disease.

• Sharing a hookah may increase the risk of transmitting tuberculosis, viruses such as 
herpes or hepatitis, and other illnesses.

Smokeless tobacco (National Cancer Institute, 2010): Tobacco that is not burned. Also 
known as chewing tobacco, oral tobacco, spit or spitting tobacco, dip, chew, and snuff. Most 
people chew or suck (dip) the tobacco in their mouth and spit out the tobacco juices that 
build up, although “spitless” smokeless tobacco has also been developed. Nicotine in the 
tobacco is absorbed through the lining of the mouth. There are two main types of smokeless 
tobacco:

• Chewing tobacco, which is available as loose leaves, plugs (bricks), or twists of rope. A 
piece of tobacco is placed between the cheek and lower lip, typically toward the back of 
the mouth. It is either chewed or held in place. Saliva is spit or swallowed.

• Snuff, which is finely cut or powdered tobacco. It may be sold in different scents and 
flavors. It is packaged moist or dry; most American snuff is moist. It is available loose, in 
dissolvable lozenges or strips, or in small pouches similar to tea bags. The user places a 
pinch or pouch of moist snuff between the cheek and gums or behind the upper or lower 
lip. Another name for moist snuff is snus (pronounced “snoose”). Some people inhale dry 
snuff into the nose.

Smokeless tobacco causes oral cancer, esophageal cancer, and 
pancreatic cancer. Using smokeless tobacco may also cause 
heart disease, gum disease, and oral lesions other than cancer, 
such as leukoplakia (precancerous white patches in the mouth).                
(Figure 6)

All tobacco products, including smokeless tobacco, contain 
nicotine, which is addictive. In 1986, the advisory committee to 
the Surgeon General concluded that the use of smokeless
tobacco “is not a safe substitute for smoking cigarettes. It can                                                          
cause cancer and a number of noncancerous oral conditions and can lead to nicotine 
addiction and dependence”.

                                                                                           

Figure 6. Entusa.com
     (used with permission)



11. Quitlines 
Both the substantial growth in quitline research and the implementation of a national 
network of tobacco quitlines (available through 1-800-QUIT-NOW) led the 2008 Guideline 
Panel to identify quitline effectiveness as a topic deserving focused meta-analyses. Nine 
studies met selection criteria and were analyzed for the 2008 Guideline update comparing 
the effectiveness of a quitline intervention versus minimal or no contact or self-help materials 
(Table 8). For the purpose of this analysis, quitlines are defined as telephone counseling in 
which at least some of the contacts are initiated by the quitline counselor to deliver tobacco 
use interventions, including call-back counseling. Quitlines significantly increase abstinence 
rates compared to minimal or no counseling interventions. 

                                                                                           

In a second 2008 meta-analysis of quitlines, six studies were analyzed comparing the effect of 
adding quitline counseling to medication versus medication alone. The addition of quitline 
counseling to medication significantly improves abstinence rates compared to medication 
alone (Table 9). These analyses suggest a robust effect of quitline counseling and are consis-
tent with a recent independent analysis and with the recently released Centers for Disease 
Control and Prevention’s Guide to Community Preventive Services.

New York State Quitline

The Quitline is a free and confidential program providing evidence-based stop smoking ser-
vices to New York State residents who want to stop smoking or using other forms of tobacco. 
The Quitline is located at Roswell Park Cancer Institute and is supported through the New 
York State Department of Health.  The New York State Smokers’ Quitline was established 
in 2000 and currently provides individualized phone coaching from 9:00 a.m. to 9:00 p.m. 
Monday through Thursday and 9:00 a.m. to 5:00 p.m. Friday through Sunday. In addition, 
the Quitline offers prerecorded messages covering a range of stop-smoking topics, a Refer-to-
Quit health care provider program, the Quitsite Web site (nysmokefree.com), downloadable 
materials, online Nicotine Replacement Therapy (NRT) registration and a free starter kit, 
which includes NRT to eligible clients. Most New York State residents qualify for the free 
NRT starter kit. 

Intervention
 

Minimal or No Counseling or 
self-help

Quitline Counseling

Number of 
Arms

11

11

Estimated Odds Ratio
(95% C.I.)

1.0

1.6 (1.4 - 1.8)

 

Estimated Abstinence 
Rate (95% C.I.)

8.5

12.7 (11.3 - 14.2)

Table 8

Intervention
 

Medication Alone

Medication and Quitline 
Counseling

Number of 
Arms

6

6

Estimated Odds Ratio
(95% C.I.)

1.0

1.3 (1.1 - 1.6)

 

Estimated Abstinence 
Rate (95% C.I.)

23.2

28.1 (24.5 - 32.0)

Table 9



Quitlines and Web-based quitsites serve a number of purposes in a tobacco control program, 
including (1) providing an effective, evidence-based service for helping smokers quit 
smoking; (2) serving as a clearinghouse of information on tobacco cessation for smokers, 
health care providers, and the general public; (3) providing a call to action in mass media 
messages designed to promote cessation; and (4) enhancing the ability of health care 
providers to refer their patients to a helpful resource. 

The core service of the Quitline is to provide tobacco use cessation coaching and support 
to those who contact the Quitline. The support is provided by Quitline Coaches who work 
with tobacco users to develop quit smoking plans, assess eligibility for and provide NRT, and 
send packets of quit smoking information. The Coaches provide one follow-up call to clients 
for encouragement, additional tips, and to determine quit status. Clients are encouraged to 
contact the Quitline as often as they need for support and coaching.

Use of the New York State Smokers’ Quitline has increased steadily over the years. In 
2009, 110,724 current and former smokers (4.1% of adult smokers in New York State) 
received telephone counseling and 90,966 (3.4%) registered to receive free NRT through 
the Quitsite. The reach of the Quitline and Quitsite is comparable to 2008; however, 
the number who registered at the Quitsite increased by 15% between 2008 and 2009. 
(2010 Independent Evaluation Report for the New York Tobacco Control Program).                
(NYSDOH, 2010)

NEW YORK STATE SMOKERS’ QUITLINE
1-866-NY-QUITS (1-866-697-8487) • www.nysmokefree.com

Refer-To-Quit Program (Online and Fax-To-Quit referral program) 

The New York State Smokers’ Quitline offers its Refer-to-Quit program for health care 
providers to help their patients stop-smoking. As a confidential service, the Quitline offers 
counseling and cessation-related services to patients who use tobacco products. The Refer-
To-Quit program is an excellent way for health care providers to assist their patients in their 
quit attempts. Visit www.nysmokefree.com for more information.                                                          

How the “Refer-to-Quit” Program Works:

• Health care providers can refer their tobacco-using patients to the New York State 
Smokers’ Quitline using the Refer-to-Quit fax referral form or using the New York State 
online referral program. 

• Patients will receive a follow-up call from a Quit Coach who will provide a stop-smoking 
or stop-smokeless-tobacco counseling session.

• Patients will receive a Stop-Smoking or Stop-Smokeless-Tobacco packet in the mail 
with information tailored to their specific situation and a listing of local stop-smoking 
programs.

• A sample progress report (feedback form) with information about the patient’s tobacco-
use status will be faxed back to the health care provider from the Quitline.

• Patients can be referred to the New York State Smokers’ Quitline as often as needed.

• Patients can call the New York State Smokers’ Quitline as often as needed.



• There is no limit to the number of patients a health care provider may refer. 

Services and Information provided by the New York State Smokers’ Quitline:

• Telephone counseling to callers who wish to stop using tobacco or who wish to learn 
more about the dangers of tobacco use.

• Free NRT starter kit

• Online 24-7 personalized quit coach - Breathe. 

• Posters and materials for health care providers and community organizations.

• A variety of literature on tobacco use and stop-smoking strategies.

• Quitsite at www.nysmokefree.com containing helpful stop-smoking advice and Internet 
resources.

• Statewide listing of local stop-smoking programs. 

• Multi-lingual services for English, Spanish-speaking clients, and clients speaking other 
languages upon request

• Statewide listing of local community tobacco control partnerships and contacts.

• Information on and enforcement referrals for the New York State Expanded Clean 
Indoor Air Act of 2003

12. Medicaid Reimbursement Rates for Smoking Cessation Counseling (SCC)
Effective April 1, 2011, Medicaid expanded coverage of SCC to all Medicaid beneficiaries. 
Each Medicaid beneficiary will be allowed a total of six counseling sessions during any twelve 
continuous months which must be provided on a face-to-face basis. SCC complements the 
use of prescription and nonprescription smoking cessation products. These products are also 
covered by Medicaid.

The following Medicaid fee-for-service rates apply to SCC.

 

                                                                                           

*Group SCC sessions, with up to eight patients in a group, became reimbursable May 1, 
2011, for office-based practitioners, and will become effective July 1, 2011, for Article 28 
clinics (that bill APGs). All group sessions must be identified with the HQ modifier. All SCC 
claims must include the ICD-9 diagnosis code 305.1 - Tobacco Use Disorder.

Treatment
 

99406 - Intermediate SCC, 3 to 10 minutes. 
Billable only as an individual session

99407 - Intensive SCC, greater than  10 
minutes. Billable as an individual or group* 
session

Article 28 Clinics
(that bill APGs)

OPD - $20.00
D&TC - $17.00

(Approximate Statewide averages)

OPD - $20.00, $10.00 Group*
D&TC - $17.00, $8.50 Group*

(Approximate Statewide averages)

Office Based 
Practitioners

$10.00

$19.00 - Individual SCC
$9.50 - Group * SCC 



Please refer to the April 2011 Medicaid Update for additional information regarding the 
smoking cessation counseling benefit at: 

http://health.ny.gov/health_care/medicaid/program/update/2011/2011-04.htm#exp

Questions regarding SCC billing? Please contact:
 eMedNY Call Center at (800) 343-9000

Policy questions? Please contact the:
Division of Financial Planning and Policy at (518) 473-2160

Source: New York State Medicaid Update. The Official Newsletter of the New York 
Medicaid Program. (April 2011). Volume 27: Number 5. www.health.ny.gov 

13. New York State Tobacco Cessation Centers
There are 19 tobacco cessation centers located throughout the state. They are an important 
component of the New York State Tobacco Control Program (NYTCP).  The cessation 
centers work with health-care organizations and providers to implement systems to screen 
patients for tobacco use and prompt providers to offer advice and assistance to quit). See 
below for contact information and counties served. 

http://www.health.state.ny.us/prevention/tobacco_control/community_partners/tobacco_
cessation_centers.htm 

1. Patricia Folan, RN, MS., Director
 North Shore University Hospital, Program Development
 Center for Tobacco Control - NSUH
 225 Community Drive, South Entrance
 Great Neck, NY 11021
 Phone: (516) 466-1980  pfolan@nshs.edu
 WEBSITE: www.northshorelij.com/stopsmoking
 County Counties Served: Suffolk, Nassau

2. Lisa Marini, Project Director
 Queens Quits- Queens Health Network
 82-68 164th Street, Room B502a
 Jamaica, NY 11432
 Phone: (718)-883-3778
 marinil@nychhc.org
 WEBSITE: www.queensquits.org
 County/Counties Served: Queens

3. Jyoti D. Parth, MPH
 Program Director, Brooklyn Clear the Air
 Woodhull Medical Center
 760 Broadway, Rm 8A-299
 Brooklyn, NY 11206



 Phone: (718) 630-3436
 jyoti.parth@nychhc.org
 WEBSITE: www.brooklyncleartheair.org
 County/Counties Served: Kings

4. Barbara Hart, MPA, Project Manager
 Bronx BREATHES
 Albert Einstein College of Medicine of Yeshiva University
 Jack and Pearl Resnick Campus, 300 Morris Park Avenue
 Mazer Building -- Masur 100
 Bronx, New York 10461
 Phone: (718) 430-2601
 barbara.hart@einstein.yu.edu
 WEBSITE: www.bronxbreathes.org
 County/Counties Served: Bronx

5. Josephine Bosco, Program Manager
 ASSIST – Anti-Smoking Staten Island Support Team
 Richmond University Medical Center
 355 Bard Avenue, Staten Island, NY 10310
 (718) 818-1105, Fax (718) 818-1107
 jbosco@rumcsi.org
 County/Counties Served: Richmond

6. Diana Zraik, MPH, Program Coordinator
 Manhattan Tobacco Cessation Program
 New York University School of Medicine
 227 East 30th Street, 617F
 New York, NY 10016
 Phone: (646) 501-2529, Fax: (646) 501-2706
 Diana.Zraik@nyumc.org
 WEBSITE: http://www.nyu.edu/dental/tobacco
 County/Counties Served: New York

7. Terry Miller, Director
 Tri-County Cessation Center of the Hudson Valley
 The Kingston Hospital
 741 Grant Avenue
 Lake Katrine, NY 12449
 Phone: (845) 334-2700 x 5543, Fax: (845) 943-6080
 Theresa.Miller@hahv.org
 WEBSITE: www.tricountycessation.org
 County/Counties Served: Ulster, Dutchess, Sullivan

 



  

8. Didi Raxworthy
 POW’R Tobacco Cessation Center
 American Lung Association of New York State
 237 Mamaroneck, Suite 205
 White Plains, NY 10605
 Phone: (914) 347-2094 ext. 44
 DRaxworthy@alany.org
 WEBSITE: www.powrcessationcenter.org
 County/Counties Served: Putnam, Orange, Westchester, Rockland

9. Peggy Keigley, MA, Director
 Center for Smoking Cessation at Seton Health
 24 Aviation Road, Suite 204
 Albany, NY 12205
 Phone: (518) 459-2550
 pkeigley@setonhealth.org
 WEBSITE: www.quitsolutions.org
 County/Counties Served: Columbia, Delaware, Greene, Albany, Otsego, Rensselaer, 

Schenectady, Schoharie

10. Julie Wright
 Tobacco Cessation and Education Services
 Glens Falls Hospital
 100 Park Street
 Glen Falls, NY 12801
 Phone: (518) 926-5905
 jwright@glensfallshosp.org
 County/Counties Served: Fulton, Montgomery, Saratoga, Warren, Washington

11. Margot Gold, MPA
 North Country Tobacco Cessation Center
 North Country Healthy Heart Network, Inc.
 126 Kiwassa Road
 Saranac Lake, NY 12983
 Phone: (518) 891-5855
 nnyheart@northnet.org
 County/Counties Served: Clinton, Essex, Franklin, Hamilton

12. Donna Repaty, CTTS
 Tobacco Cessation Center of Northern New York
 Carthage Area Hospital
 1001 West Street
 Carthage, NY 13619
 Phone: (315) 519-1528
 Jc1heart@carthageareahospital.com
 County/Counties Served: Jefferson, Lewis, St. Lawrence



13. Eileen Gleason
 Tri-County Tobacco Cessation Center
 Faxton St. Luke’s Health Regional Cancer Center
 1676 Sunset Ave
 Utica, NY 13502
 Phone: (315) 624-5458
 egleason@mvnhealth.com
 County/Counties Served: Madison, Oneida, Herkimer

14. Sara Delafield
 Manager of the Center for Community Health,
 United Health Services Hospitals
 33-57 Harrison Street
 Johnson City, NY 13790
 Phone: (607) 763-6722, Fax: (607) 763-5067
 Sara_Delafield@uhs.org
 County/Counties Served: Broome, Tioga, Chenango, Cortland,Tompkins

15. Patricia Briest, RN, MS, FNP-BC, C.A.S. Education
 The Cessation Center at St. Joseph’s Hospital
 St Joseph’s Hospital
 7246 Janus Park Drive
 Liverpool, NY 13088
 Phone: (315) 458-3600 x 298
 patricia.briest@sjhsyr.org
 County/Counties Served: Cayuga, Oswego, Onondaga

16. Jennifer Rodriguez, MS, TTS
 Tobacco Cessation Center at Arnot Health
 Arnot Ogden Medical Center
 Heart and Vascular Institute
 600 Roe Ave
 Elmira, NY 14905
 Phone: (607) 737-4463, Fax (607) 737-4530
 jrodriguez@aomc.org
 County/Counties Served: Chemung, Steuben, Schuyler, Yates

17. Kellie Swanson
 Tobacco Cessation Center
 Southern Tier Health Care Systems, Inc.
 1 Blue Bird Square
 Olean, NY 14760
 Phone: (716) 372-0614, Fax: (716) 372-5217
 kswanson@sthcs.org
 County/Counties Served: Allegany, Chautauqua, Wyoming, Cattaraugus

                                                                                           



18. Scott McIntosh, PhD
 Dept of Community and Preventive Medicine
 265 Crittenden Blvd.
 CU420644
 Rochester, NY 14627-8969
 Phone: (585) 758-7816, Fax: (585) 424-1469
 Email: scott_mcintosh@urmc.rochester.edu
 County/Counties Served: Monroe, Livingston, Wayne, Ontario, Seneca

19. Kimberly Bank, RN, MS
 Tobacco Cessation Center - North
 Roswell Park Cancer Institute
 Elm & Carlton Streets
 Buffalo, New York 14263
 Phone: (716) 845-8255, Fax (716) 845-8904
 Email: Kimberly.Bank@RoswellPark.org
 County/Counties Served: Erie, Niagara, Genesee, Orleans

 New York State Smokers’ Quitline
 Pat Bax, RN, MS
 NYS Smokers’ Quitline
 Roswell Park Cancer Institute
 Elm & Carlton Sts.
 Buffalo, NY 14263
 Phone: (716) 845-4365 
 Email: patricia.bax@roswellpark.org                                                                                          



This is a blank back



14. Resources for Smoking Cessation

Agency for Healthcare Research & Quality: Consumer Information on Smoking Cessation
Help for smokers and other tobacco users
http://www.ahrq.gov/consumer/tobacco/helpsmokers.htm   

Alcohol and Substance Abuse Providers of New York State 
http://www.asapnys.org/tobacco_recovery_resources.htm         

American Academy of Family Physicians: Ask and Act Tobacco Cessation Program 
http:/www.aafp.org/online/en/home/clinical/publichealth/tobacco.html 

American Cancer Society 
http://www.cancer.org/Healthy/StayAwayfromTobacco/GuidetoQuittingSmoking/index 

American Cancer Society Tobacco-free workplace Tool Kit
http://www.cancer.org/downloads/GAHC/TobaccoFree_WorkplaceToolkit_2009.pdf 

American Heart Association
http://www.americanheart.org/presenter.jhtml?identifier=3038016 

American Lung Association
http://www.lungusa.org

Campaign for Tobacco-Free Kids
http://www.tobaccofreekids.org/

CDC Tobacco Information and Prevention Source: Provides the public, the news media and 
public officials with current information related to tobacco use, prevention and control.
http://www.cdc.gov/tobacco/

Center for Medicare & Medicaid services (CMS)
http://www.cms.hhs.gov/MLNproducts/downloads/smoking.pdf

Chest foundation
http://www.chestfoundation.org/foundation/tobacco/index.php

Global Tobacco Control 
http://globaltobaccocontrol.org 

Guide to Community Preventative Services: Recommendations for population-based 
intervention approaches.
http://www.thecommunityguide.org/tobacco/index.html

Medline plus
http://www.nlm.nih.gov/medlineplus/smoking.html

National Cancer Institute
http://www.cancer.gov/cancertopics/tobacco  

 

 



National Institute on Drug Abuse.(NIDA): Cigarettes and Other Tobacco Products: NIDA 
Info Fact sheet discusses statistics associated with smoking and tobacco use, health hazards, 
promising research, and treatments that are available to help smokers quit.
http://www.drugabuse.gov/Infofax/tobacco.html

New York State Department of Health Tobacco Control Program (NYTCP)
http://www.health.state.ny.us/nysdoh/smoking/main.htm 

New York State Tobacco Cessation Centers
http://www.nyhealth.gov/prevention/tobacco_control/community_partners/tobacco_
cessation_centers.htm

New York State Smokers’ Quitline: 1-866-NYQUITS (1-866-697-8487) 
www.nysmokefree.com

OASAS Tobacco Dependence: Office of Alcoholism and Substance Abuse Services
http://www.oasas.ny.gov/tobacco/index.cfm

Robert Wood Johnson Foundation   
http://www.rwjf.org/pr/topic.jsp?topicid=1030 

Smokefree.gov:  Resources for health professionals.
www.smokefree.gov 

Tar Wars:  A tobacco-free education program for kids from the American Academy of 
family physicians.
http://www.tarwars.org/PreBuilt/tarwars_0607programguide.pdf?state=New%20York

Tobacco.org:                                                                                                           
http://www.tobacco.org/

Treatobacco.net: Treatobacco.net provides evidence-based data and practical support for the 
treatment of tobacco dependence. It is aimed at physicians, nurses, pharmacists, dentists, 
psychologists, researchers, and policy makers. 
http://www.treatobacco.net

U.S. Department of Health and Human Services: Treating Tobacco Use and Dependence, 
2008 Update: Clinical Practice Guideline. A comprehensive document, this guideline 
contains evidence-based strategies and recommendations designed to assist clinicians, 
tobacco dependence treatment specialists, and others in delivering and supporting effective 
treatments for tobacco use and dependence. 
http://www.ahrq.gov/path/tobacco.htm

U.S. Department of Health and Human Services: Tobacco cessation.
http://www.surgeongeneral.gov/tobacco

U.S. Department of Health and Human Services: The health consequences of involuntary 
exposure to tobacco smoke: A report of the surgeon general. 
http://www.surgeongeneral.gov/library/secondhandsmoke

Welcome to Ex                                                                                                            
http://www.becomeanex.org
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16.  Post-Test and Evaluation

Instructions for obtaining CME credit for this educational activity

If you desire CME credit for this activity, you must complete the following post test and 
activity evaluation. While you are not required to complete an evaluation to receive CME 
credits, we strongly encourage you to do so. Your feedback is vitally important to the 
continued success of this educational opportunity. 

1. Complete the following post-test and evaluation 

               A score of 70% is passing

2. Tear out and mail the completed post test & evaluation to:

Eileen A. Clinton, MS

 Medical Society of the State of New York

99 Washington Avenue, Suite 408

Albany, NY 12210

OR

 Fax completed post-test and evaluation to MSSNY:    

Fax: 518-465-0976

OR

Scan and email the competed post-test and evaluation and email to:

eclinton@mssny.org 

                                                                                           



Instruction sheet blank back



Evidence-Based Strategies for Treating Tobacco Dependence

Post-Test
Name:         Date:

Address:

City/State:     Zip Code:  Phone:

Email:         Physician ❒ Non-Physician ❒

1. The Chronic Disease Model has the following characteristics:

a. Recognizes the long term nature of the disorder 
b. Expects that patients may have periods of relapse & remission 
c. Emphasizes the importance of continued patient education, brief advice over time, counseling, and   
 appropriate medications
d. All of the above

2. What percentage of  smokers cite the physician’s advice to quit as an important motivator to stop smoking?

   a. 10%                          b. 30%                        c. 50%                             d. 70% 

3. All smokers trying to quit should be offered medication except when contraindicated or for specific populations 
  for which there is insufficient evidence of effectiveness. These specific populations include: 

   a. Pregnant women                                   c. Smokeless tobacco users
   b. Adolescents                                   d. All of the above   

4. Leukoplakia is most commonly associated with: 

   a. electronic cigarette users     c. smokeless tobacco users
   b. cigarette smokers   d. none of the above    

5. Which medication should not be used with a patient with a history of seizure disorder?

 a. Varenicline      c. Nicotine patch
 b. Nicotine nasal spray    d. Buproprion SR 

6. Certain combinations of first-line medications have been shown to be effective smoking cessation treatments. 
Which of the combinations below is not recommended?

 a. nicotine patch (>14 wks) + other NRT (gum/spray) 
 b. nicotine patch + bupropion SR
 c. nicotine patch + nicotine inhaler 
 d. nicotine patch + varenicline 

7. What treatment is recommended for an adolescent smoker?

   a. Varenicline    c. Counseling  
   b. Buproprion SR    d. All of the above 

8. What smoking cessation medication(s) includes an FDA black box warning?

   a. Buproprion SR    c. Nicotine patch                                               
   b. Varenicline    d. Both a & b  

9. Which statement(s) is true regarding pregnant women and smoking?

 a. Pregnant smokers should be encouraged to quit without medication.  
 b. Pregnant women who smoke are up to 40% more likely to disclose information about smoking history when  

 questions are presented in a multiple choice format rather than simple yes/no questions.
 c. Varenicline and bupropion sr have not been shown to be effective for treating tobacco dependence in  

 pregnant smokers. 
 d.  All of the above

10. Clinicians can make a difference with even a minimal (less than 3 minutes) intervention.   ❒  True        ❒  False

                    



Medical Society of the State of New York

CME Activity Evaluation

Activity Name:  Evidence -Based Strategies for Treating Tobacco Dependence      Date: ______________________________

Evaluation was completed by:  Physician ❒ Non-Physician ❒

1. The content of this CME activity was: Excellent  Good  Fair  Poor

2. The instructional methods/tools were: Excellent  Good  Fair  Poor

3. The stated objectives of this activity were: Exceeded Met  Not met

4. Will the knowledge learned from this activity affect your practice?: 

    Very Much Moderately  Minimally  None

5. Based on your participation in the CME activity, will you change the way you practice medicine regarding screening and treating 
tobacco dependence?

  ❒   YES Describe:_______________________________________________________________________________ 

  ❒    NO   Describe:_______________________________________________________________________________

  ❒    NA   This activity has nothing to do with my practice    

6. Based on my participation in the CME activity, I will now incorporate the following new strategies into my practice:

 a. Prescribe more FDA approved medication for treating smoking cessation     ❒   YES ❒   Already do this
 b. Refer patients who smoke to designated office staff or community resources ❒   YES ❒   Already do this
 c. Provide a minimum of a 1-3 minute brief intervention to patients who smoke   ❒   YES ❒   Already do this
 d. Refer patients to the NYS Quitline       ❒   YES ❒   Already do this
 e. Provide self-help materials on smoking cessation to patients who smoke    ❒   YES ❒   Already do this

7. Did this CME activity change your knowledge about?

 • The prevalence of tobacco use         ❒   YES   ❒   NO
 • Recognizing and treating tobacco dependence as a chronic disease    ❒   YES   ❒   NO
 • Evidence-based interventions that clinicians can use with patients who use tobacco ❒   YES   ❒   NO
 • FDA approved medications for treating tobacco dependence   ❒   YES   ❒   NO
 • Resources for smoking cessation         ❒   YES   ❒   NO

8. Have you identified any barriers to implementing the strategies or skills presented within this CME activity?

 ❒   Takes too much time ❒   Inadequate training  ❒   Not reimbursed by third party payers

 ❒   Not cost-effective  ❒   Other health issues to be prioritized ❒   Other _________________________

 9. Is your healthcare facility/practice tobacco-free (including campus/grounds)?  ❒   YES   ❒   NO
10.   Do you provide smoking cessation support to employees who smoke?    ❒   YES   ❒   NO

11.   In order to better assist my patients in their quit attempts, more information would have been helpful on:

________________________________________________________________________________________________________

________________________________________________________________________________________________________

 Were written Faculty Disclosures made?  ❒   YES   ❒   NO

 Was the CME activity free of commercial bias?  ❒   YES   ❒   NO

 If not, please describe:_______________________________________________________________________

 Please share your name and contact information if you would like MSSNY contact you.

 Name:_____________________________________________Phone/email: ___________________________

THANK YOU FOR ASSISTING US IN EVALUATING THIS ACTIVITY
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