Smoking Cessation Benefits

- OVERVIEW -

ore than 400,000 people die
each year in the US from
smoking-related causes.'

These are preventable deaths. The
harmful effects of smoking on the hu-
man body are well established. Smoking
has detrimental effects on the heart,
lungs, reproductive system, digestive

tract, skin, and other organ systems. It
has also been shown that smoking cessa-
tion improves health status. Repair of
smoking-induced damage to the heart,
lungs, and other organs begins almost
immediately—within the first 24 hours
in some cases.

Not only is smoking harmful to the
smoker, it is also harmful to family mem-
bers who are victims of passive (ie, sec-
ond-hand) smoking. Asthma, bronchitis,
and other childhood ailments are com-
mon among children who have parents
who smoke. Spouses of smokers have
higher incidences of cancer and other
smoking-related conditions.

Smoking has negative effects at the
work site as well. Partial absenteeism
results when workers go outside o1 to
smoking areas for a cigarette. Smoking-
related illnesses account for lost days at
work and lost productivity. Additional
cleaning costs are associated with smok-
ing areas at the work site.

Smoking cuts across all disease states
and is responsible for 20% of all deaths
in the United States.” Smoking cessation
is the number one priority for prevention
of heart disease, bronchitis, emphy-
sema, and lung cancer, as well as cancers
of the mouth, pharynx, larynx, esopha-
gus, stomach, pancieas, uterine cervix,
ureter, and bladder.’ Quitting clearly
benefits not only the smoker, but also
their families, their coworkers and em-
ployers and the managed care organiza-
tions that cover them.

-~ DISCUSSION BIGHLIGHTS -

Healthier Patients

Dr. Epps:T’d like to speak to the benefit
for the patient. All the research to date,
including the Surgeon General reports,
have shown that smoking is harmful.
Each year we have more accumulation of
evidence that overwhelmingly demon-
strates smoking cessation will improve
health. The benefits of cessation begin
almost immediately in terms of repair of
the body.*

Dy. Lurio: Smoking is implicated in
heart disease; several types of cancer,
including lung, cervical, bladder, colon,
esophageal, pancreatic, and oral cancers;
chronic obstructive pulmonary disease;
and many other diseases.’

Ms. Werb: Smoking is also associated
with fertility problems, early meno-
pause, and even wrinkled facial skin.
And smoking slows wound healing. Be-
cause of this, there is a higher rate of
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postoperative wound infections in
smokers than in nonsmokers.

Dr. Morgan: Although it’s clear that smo-
king 1s harmful, people question whether
quitting is helpful. Evidence suggests
that stopping smoking decreases various
illness parameters.” For cardiovascular
disease, there’s an immediate benefit as
far as reducing the rates of acute myocar-
dial infarction. For patients with emphy-
sema, the lung tissue that is lost is not
going to regenerate, but the rate of de-
terioration is clearly slowed by quitting
smoking. Data also show decreased utili-
zation of hospital and other clinical serv-
ices when people quit smoking,*

Myr. Sofian: A study by Ed Wagner and
Sue Curry from Group Health Coopera-
tive showed a spike of utilization of serv-
ices at the time of cessation, which was
attributed to the illness that motivated
people to quit at that time.® More than 3
to 5 years later, quitters’ utilization of
services dropped significantly below the

smokers’ level. From the perspective of

the health plan, the savings are clear.

The cost payback is in 3 to 4 years.
"This study was based on a large popu-

lation from randomized trials in the mid-

1980s. We knew the prevalence of

smoking in that group, and we could
tollow their medical records over the
course of the next decade to see what
happened. It’s not just that smokers cost
more than nonsmokers, but the study
shows that when you convert smokers
into nonsmokers you see a change in
pattern of utlization of services.
Physicians think nothing about send-
ing somebody down for a CT scan at
$900 because that is a standard of prac-
tice for an HMO. However, spending a
few hundred dollars for effective smok-
ing cessation materials is not viewed as a
priority. Health plans count pennies for
behavioral health and smoking efforts,
whereas they don’t for bypass surgery.
You have to convince the decision
makers that smoking cessation is an im-
portant priority. You have to get the or-
ganizational support that shows your

*++ SMOKING CESSATION BENEFITS -

program is a disease management strat-
egy—it will save the organization money
in the long run, and it will improve
healthcare outcomes.

Dr. Morgan: An additional considera-
ton is the benefit of smoking cessation
to work sites and employers. The cost of
smoking to organizations is not limited
to healthcare costs. There are increased

absent days from sickness due to the
morbidity associated with smoking. A
number of studies also show that smok-
ers are less productive than nonsmokers
over the long run.’

There are added clean-up costs, and
danger of fire and damage to office
equipment. These savings could be en-
joyed by reducing smoking in the work-
place, and encouraging or provoking
people to quit smoking.

Ms. Werb: Even though many buildings
at work sites have become smoke free,
there is lost productivity for people who
take time to go outside or smoke in areas
where smoking is permitted, which is a
type of partial absenteeism. There are
also the nuts and bolts of janitorial ex-
pense and heating, ventilation, and air
conditioning costs for employers who
have smoking areas.

Decreased Risks from Second-
Hand Smoke

Dr. Lurio: Data from various studies
have focused on smokers, but the effects
of smoking, as well as the benefits of
quitting, extend to family members and
children.?

Dr. Epps: That’s right—it’s not just the
smoker who has greater morbidity; it’s
also those who are exposed to the
smoke.
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Smoking is associated with prema-
ture labor, low-birth-weight babies, and
Sudden Infant Death Syndrome. Smok-
ing has a tremendous impact on chil-
dren, who are not able to get away from
the smoke. Children of smokers have
more hospitalizations, and higher rates
of bronchitis, otitis media, and asthma.

Second-hand smoking is a serious
problem. An international study showed
that women who had never smoked but

were married to smokers had a higher
rate of lung cancer than people who were
in homes in which there was no smoking.

Mvr. Sofian: Children of smokers are
more likely to develop asthma, which
limits theif participation in sports and
other physical activities. Also time lost
from school due to asthma affects aca-
demic performance.

Ms. Werb: The sick child effect trickles
down to the work site when an employee
is absent from work because there’s a
young child at home with bronchitis.

Dr. Morgan: People begin smoking be-
cause of the social influences in theit
immediate environment.” Most smokers
have had at least one parent who smoked
and a sibling who smoked. If a parent
quits smoking, there’s less likelihood
that their children will begin smoking in
the future.

My. Sofian: There is research to support
that. Alcohol is usually considered a
prime gateway drug to illicit drugs, but
there is probably more evidence to indi-
cate tobacco is the first gateway drug.
Tobacco is the drug that’s initiated and
used most frequently at younger ages.
We are beginning to see public health
departments make tobacco prevention a

legitimate part of substance abuse pro-
grams.

Dr. Epps: Yes, tobacco is the first drug
children try, even though it is illegal to
sell tobacco to people under 18 in all 50
states and the District of Columbia.
Some children as young as 5 years old
begin experimenting with cigarette
butts in ash trays in the home.

When we talk about young people
smoking, we must keep in mind that
smoking is an addiction. Most young
people think they’ll smoke for a year or
two and stop. They don’t realize the
addictive nature of tobacco.

Dyr. Morgan: The fact that tobacco is a
gateway drug to illicit substances is be-
ing acknowledged by various regulatory
agencies. In the latest draft of the
HEDIS recommendations, one of the
indicators for adolescent substance
abuse, assessment, and counseling is to-
bacco usage.

Incentives for MCOs

Dr. Lurio: HEDIS is a set of criteria for
evaluating MCOs set up by various or-
ganizations in collaboration with the
NCQA, a national body that certifies
HMOs. It is analogous to the certifica-
tion of hospitals offered by the Joint
Commission on Healthcare Organiza-
tions. Many MCOs have not been certi-
fied by NCQA because at present
certification is voluntary. But this situ-
ation is changing, especially as NCQA
certification is becoming a standard for
various purchasers of managed care con-
tracts. The HEDIS requirements have
focused primarily on uulization, but
there is pressure to expand them to clini-
cal issues.

In the move toward disease manage-
ment, assessment of smoking status and
smoking cessation activities have be-
come part of standards of care. For ex-
ample, the recent guideline from the
ACC states that smoking cessation is
part of the standard of care for disease
management of someone who has sus-
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tained a myocardial infarction, along
with use of beta blockers and assess-
ment of lipid disorders.'

My. Sofian: Standards should also con-
sider the rates of compliance with inter-
ventions such as smoking cessation and
beta blockeis, as well as the outcome
and cost effectiveness of that outcome.
That’s the direction in which organiza-
tions need to grow to ensure quality and
identify interventions that really work.

Ms. Baker:1tis important to emphasize
that management of smoking has not
been considered the province of medi-
cine to date. The new ACCand AHCPR
guidelines, and the HEDIS require-
ments will validate smoking cessation as
part of medical care.

My. Sofian: Large employers are put-
ting tremendous pressure on MCOs to
get NCQA accreditation. For example,
companies like GTE, Sears, and others
are beginning to require NCQA accredi-
tation to be selected as one of the HMOs
they will use. Or they say there will be
different out-of-pocket rates if an HMO
has received that “Good Housekeeping
seal.” Employers will steer people to-
ward an accredited HMO because they
know that if they contrace with a high-
value HMO that has NCQA accredita-
tion they will receive $20 or $30 as an

added value that is not paid out of

pocket. Thete is going to be an increas-
ing demand to show that a plan offers
preventive care services and to demon-
strate outcomes. NCQA standards won’t
just accept that an HMO offers a smok-
ing cessation program. The HMO will
have to show how many smokers are
enrolled in the plan, what approach the
plan will take to smoking cessation, and
how outcomes will be assessed. This is
in its infancy but itis the future direction
for NCQA.

The NCQA has power. I know of at
least one health plan that did not get
NCQA accreditation and the CEQO was
gone within a week. An organization like
Group Health Cooperative spent more
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than $100,000 in advertising to an-
nounce that they were the first, and at
the time the only, HMO to receive 3-
year accreditation from the NCQA in
the Puget Sound area.

Prevention is going to be an ever-
larger criterion of accreditation. From a
political perspective, [ would suggest
that HMOs should push that regulatory
process to include not just smoking but
all outcomes-based preventive care

services.

Standards should include tobacco re-
duction for diseases affected by smok-
ing. For example, stopping smoking is
probably the most important concern for
diabetics, yet health plans do not con-
sider it in treatment of diabetes. Diabe-
tes accounts for 15% of all healthcare
costs.'!

One of the biggest obstacles to smok-
ing cessation programs has been that
medical care institutions are not com-
fortable dealing with prevention or
health promotion. The medical profes-
sion will become more accepting about
smoking cessation if it is presented as
part of disease management—which is
now a buzzword.

Dr. Morgan: The NCQA is getting na-
tional attention. Many people have been
unhappy about the MCO focus on man-
aging costs more than care; now major
employers are beginning to look at the
quality of care that is being delivered.
Employers want to raise standards and
they are acknowledging that the empha-
sis on cutting costs in the short run for
the quarterly report is being foolish in
the long run. Now some farsighted or-
ganizations are taking a 1-, 2-, or 5-year
look down the line at long-term costs
and they are paying attention to the
health of their employees in that regard.
This is something that is often over-
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looked and has not been the bottom line
for many employers.

Ms. Werb: To follow up on what you
said about employers shopping for those
kinds of services in managed care, if
MCOs offered smoking cessation pro-
grams under their coverage, it would
avoid duplication of services, which
would provide a dollar savings.

Dr. Morgan: Medical directors and di-
rectors of health plans know how harm-
ful smoking is and how beneficial
stopping is, but that doesn’t always lead

them to implement or cover smoking
cessation programs, just like knowing
smoking is bad for you doesn’t always
cause an individual to stop. There is a
large gap between knowing smoking is
dangerous, and understanding that it is
in the province of medical directors to
do something about it. Many doctors
feel that once they have told patients
smoking is bad for them, it’s not their
problem any more. To remedy this situ-
ation, we have to take a public health
approach to “medicalizing” tobacco use,
which almost sounds like a contradic-
tion in terms.

Ms. Baker: 1 agree. When 1 approach
physicians about smoking cessation,
they say smoking is bad and something
should be done about it, but they don’t
view it as the job of medicine. The atti-
tude that smoking is not part of medi-
cine has prevailed historically among
physicians.

Dr. Morgan: Looking at the issue of
smoking from an MCO perspective, the
issue is not just smoking cessation. It

also includes smoking prevention.
From a managed care population per-
spective, I would focus on prevention,
especially for children, as a better strat-
egy than smoking cessation.

Dr. Epps: You're absolutely right. Pre-
venting smoking would have a major
positive impact on moriality. Every year
more than 400,000 people die of smok-
ing-related diseases.' The replacement
smokers are really children, because
85% of smokers start before they reach
adulthood."”” My own bias as a pediatri-
cian is one of prevention, especially in
children.

Although there is a general decline in
smoking, it’s increasing among adoles-
cents. When we move into the 21st cen-
tury, we are going to have serious health
problems with the numbers of young
people beginning to smoke now who are
becoming addicted and will smoke for
the next 20, 30, or even 40 years.

Dy, Lurio: Studies show that rates ob-
tained with intensive smoking ¢éssation
efforts are at best about a 30% quit rate
over 1 year.13 In an unselected popula-
tion it is probably less. Obviously, it is
more efficacious to prevent people from
starting in the first place. If you can get
children to-the age 17 or 18 without
smoking, they probably won’t ever
start. Prevention in this age group would
have a big payoff.

Let’s go back to the rationale for to-
bacco prevention and smoking cessa-
tion activities as part of managed care.
Thereis a lot of attention focused on the
lethal effects of tobacco—between
400,000 and 430,000 premature deaths
ayearattributable to tobacco use.! How-
ever, the process from starting smoking
to dying is long, painful, and expensive.

Smokers are incredibly expensive to
take care of in a managed care environ-
ment, because before they die they get
very sick in very expensive ways, and
they require a lot of intensive care.
Smoking isa big loss leader from a finan-
cial standpoint, whether because of
lung disease or any of the myriad types
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of cancers smoking can cause, or from
emergency services for asthma attacks.

Dr. Movgan: Jim Fries has shown that if
the onset of chronic disease starts at a
later time, high utilization is compressed
to later in life so that the time from onset
of illness to death becomes a steeper
slope.” This is positive from a financial
perspective, a health perspective, and a
personal perspective. Not only does the
length of life increase, but the period of
high utilization of healthcare services is
compressed.
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