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1.  Despite tremendous progress over the past 50 
years, 18% of adult Americans still smoke (down 
from 42%). 
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1.  Despite tremendous progress over the past 50 years, 18% of adult 
Americans still smoke (down from 42%). 

2.  Smoking remains the largest source of preventable morbidity and 
mortality. 

3.  While smoking contributes to many chronic diseases, it is, itself, a 
chronic disease. 

4.  While at least 70% express a desire to quit smoking, at any one 
time relatively few are willing to engage in an evidence-based 
method of quitting. (desire vs. immediate intention) 

5.  Smoking is now concentrated in specific 
populations identified as tobacco disparity 
populations, that bear a disproportionate burden 
from tobacco.  

   

The	  Tobacco	  Disparity	  Story	  

Great	  News	  about	  the	  US	  Adult	  smoking	  Prevalence	  
 

42.6%	  

20.9%	  

19 
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From http://www.rootsweb.com/~txecm/midphoto.htm 
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The Emergence of Tobacco Disparities 

 

27 

	  Possible Origins of Disparities 

•  Targeting by Tobacco Industry 

“We Reserve the Right to Smoke for the Young, 
the Poor, the Black, and the Stupid.” 

Quoted from a tobacco company executive (see Paul Davis, “The 
Winston Man Repents” Times Picayune, December 3, 1995)  

The Emergence of Tobacco Disparities 

 

The Origins of Disparities 

The Rhetoric and Reality of Gap Closing: 
When the “Have-Nots” Gain but the “Haves” Gain Even More”   
Stephen Ceci and Paul Papierno (2005) American Psychologist 60(2) 
149 – 160 
 
1. Widely distributed (health and education) programs designed for 
maximum improvement across a population  inherently create 
disparities. 
 
2. Given finite resources, working to close a disparity gap (through 
targeted programs and resources) will reduce overall population 
progress.  
 
3. The trade off between population progress and closing gaps is not a 
question for science; it’s a question of cultural values and priorities. 
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The Origins of Disparities 

Unintended consequences of our tobacco control policies: 
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The Origins of Disparities 

Unintended consequences of our tobacco control policies: 
 
•  tobacco	  adverFsing	  restricFons	  while	  permiHng	  point	  of	  sale	  

adverFsing	  
•  Smokers	  living	  in	  poverty	  have	  fewer	  cost	  minimiza:on	  strategies	  

available	  as	  a	  response	  to	  tax	  increases	  
•  Medica:on	  packaging	  requirements	  make	  it	  more	  difficult	  for	  smokers	  

living	  in	  poverty.	  
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II. The 5As model 
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The Essential Components of Effective  Tobacco 
Dependence Treatment Interventions 

40 

The Essential Components of Effective  Tobacco 
Dependence Treatment Interventions 

Medication Counseling 
Support 

41 

 Evidence-based Best Practice 

•  1996 - Initial Guideline  
published 

•  Literature from 1975 -1995 
•  3000 articles 
 

•  2000 - Revised Guideline 
published 

•  Literature from 1995 -1999 
•  6000 articles 
 

•  2008 - Updated Guideline 
published  

•  Literature from 1999 – 2007 
•  8700 articles                                            

II. The 5 As Intervention Model 

43 

Meta-analysis (2000): Effectiveness of and estimated abstinence rates for various 
intensity levels of session length (n = 43 studies) 

"
Level of contact   

Number of 
arms 

Estimated 
odds ratio 
(95% C.I.) 

Estimated 
abstinence rate 

(95% C.I.) 

No contact 30 1.0 10.9 

Minimal counseling (< 3 
minutes) 

19 1.3 (1.01, 1.6) 13.4 (10.9, 16.1) 

Low intensity counseling 
(3-10 minutes) 

16 1.6 (1.2, 2.0) 16.0 (12.8, 19.2) 

Higher intensity 
counseling (> 10 minutes) 

55 2.3 (2.0, 2.7) 22.1 (19.4, 24.7) 
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II. The 5 As Intervention Model 
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�  Ask 

II. The 5 As Intervention Model 
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�  Ask about tobacco use. Identify and 
document tobacco use status for 
every patient at every visit.  

 

II. The 5 As Intervention Model 
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�  Ask 

�  Advise 

II. The 5 As Intervention Model 
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�  Ask 

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

 

“The most  
important 
thing you 
can do to 
improve 
your health 
is to quit 
smoking, 
and I can 
help you.” 

II. The 5 As Intervention Model 

48 

�  Ask 
�  Advise 

�  Assess 

II. The 5 As Intervention Model 

49 

�  Ask 
�  Advise 

�  Assess willingness to make a quit 
attempt. Is the tobacco user willing to 
make a quit attempt at this time?   

“Are you willing to try to quit at this 
time? I can help you.” 
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II. The 5 As Intervention Model 
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�  Ask 
�  Advise 
�  Assess 

�  Assist 

II. The 5 As Intervention Model 

51 

�  Ask 
�  Advise 
�  Assess 

�  Assist in quit attempt. For the patient 
willing to make a quit attempt, use 
counseling and pharmacotherapy to 
help him or her quit.  

52 

COUNSELING and SUPPORT  
q Help develop a quit plan 
Most people do better if they get help to PREPARE and PLAN  
for their quit attempt 

q  Provide practical counseling 
Most people do better if they understand the need to  
change behavior too 

 

q Provide social support 
People who get help and social support are more likely to be  
successful in quitting smoking 
 

Provide Brief Cessation Counseling (STARS):  
 

53 

•  Set a quit date: ideally within 2 - 3 weeks  
•  Tell others and ask for support:  

ü  E.g., not to smoke around patient 
•  Anticipate and plan for challenges and temptations: 

ü  Discuss how the patient can overcome future challenges 
ü  Challenges: stress, alcohol, other smokers, weight gain  
ü  Coping plan: avoid alcohol and other smokers, stress healthy 

eating and an active lifestyle  
•  Remove all tobacco products: patient should remove 

tobacco from home, car, and work environments   
•  Stress Abstinence: urge total abstinence starting on the quit 

date, and stress sticking with treatment even if there is a 
slip or lapse 

II. The 5 As Intervention Model 

54 

�  Ask 
�  Advise 
�  Assess 
�  Assist 

�  Arrange 

II. The 5 As Intervention Model 

55 

�  Ask 
�  Advise 
�  Assess 
�  Assist 

�  Arrange follow-up. Schedule follow-
up contact, preferably within the first 
week after the quit date. 
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II. The 5 As Intervention Model 
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Ask about tobacco use. Identify and document tobacco use status for 
every patient at every visit.  

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

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

Assist in quit attempt. For the patient willing to make a quit attempt, use 
counseling or pharmacotherapy to help him or her quit.  

Arrange follow-up. Schedule follow-up contact, preferably within the first 
week after the quit date. 

II. The 5 As Intervention Model 

57 

III. A note on Medications 

58 

Medications 

59 

Meta-analysis (2008): Effectiveness of and estimated abstinence rates for the combination of 
counseling and medication versus medication alone (n = 18 studies) 

 
Treatment 

Number of 
arms 

Estimated 
odds ratio 
(95% C.I.) 

Estimated 
abstinence rate 

(95% C.I.) 

Medication alone 8 1.0 21.7 

Medication and 
counseling 

39 1.4 (1.2, 1.6) 27.6 (25.0, 30.3) 

Medications 

60 

Meta-analysis (2008): Effectiveness of and estimated abstinence rates for the combination of 
counseling and medication versus counseling alone (n = 9 studies) 

 
Treatment 

Number of 
arms 

Estimated 
odds ratio 
(95% C.I.) 

Estimated 
abstinence rate 

(95% C.I.) 

Counseling alone 11 1.0 14.6 

Medication and 
counseling 

13 1.7 (1.3, 2.1) 22.1 (18.1, 26.8) 

Medications 

61 

Seven first-line medications shown to be 
effective: 

� Bupropion SR  
� Nicotine Gum 
� Nicotine Inhaler 
� Nicotine Lozenge 
� Nicotine Nasal Spray 
� Nicotine Patch 
� Varenicline 
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Medications 

62 

�  Combination medications 

Medications 

63 

�  Combination medications 
Recommendation: Certain combinations of first-line medications have been 
shown to be effective smoking cessation treatments.  Therefore, clinicians 
should consider using these combinations of medications with their patients 
who are willing to quit.  Effective combination medications are: 
 
     •  Long-term (> 14 weeks) nicotine patch + other NRT (gum and spray) 
                                                        
     •  The nicotine patch + the nicotine inhaler 
  
     •  The nicotine patch + bupropion SR.  
 
(Strength of Evidence = A) 

Medications 

64 

�  Combination medications 

The effectiveness of combining a 
constant source of medicinal nicotine 
(patch)  with ab lib medicinal nicotine 
(gum, lozenge, etc.) equals and may 
exceed that of Varenicline 

Medications 

65 

�  Combination medications 
�  Long term use 
�  Pre-quit use 

Medications 

66 

FDA (3-13) 
The changes being recommended by FDA include a removal of the 
warning that consumers should not use an NRT product if they are still 
smoking, chewing tobacco, using snuff or any other product that 
contains nicotine— including another NRT.  
•  There are no significant safety concerns associated with using more than one OTC 

NRT at the same time, or using an OTC NRT at the same time as another nicotine-
containing product— including a cigarette. If you are using an OTC NRT while trying 
to quit smoking but slip up and have a cigarette, you should not stop using the NRT. 
You should keep using the OTC NRT and keep trying to quit.  

•  Users of NRT products should still use the product for the length of time indicated in 
the label— for example, 8, 10 or 12 weeks. However, if they feel they need to 
continue using the product for longer in order to quit, it is safe to do so in most cases.  

IV. Telephone Quit Lines 

67 
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Telephone Quit Lines 
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Effectiveness of and estimated abstinence rates for quitline counseling compared 
to minimal interventions, self-help or no counseling (n = 9 studies) 

"
Intervention 

Number of 
arms 

Estimated 
odds ratio 
(95% C.I.) 

Estimated 
abstinence rate 

(95% C.I.) 

Minimal or no 
counseling or self-
help  

11 1.0 8.5 

Quitline counseling  11 1.6 (1.4, 1.8) 12.7 (11.3, 14.2) 

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

Telephone Quit Lines 

69 

�  1-800-quit now (784-8669) 

Telephone Quit Lines 
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�  1-800-quit now (784-8669) 

�  Counseling (proactive vs. reactive) 

Telephone Quit Lines 
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�  1-800-quit now (784-8669) 
�  Counseling 

�  Medication? 

Telephone Quit Lines 
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�  1-800-quit now (784-8669) 
�  Counseling 
�  Medication? 

�  Other services 
§  Quit workbook 
§  Materials for support people 
§  On-line support (quit plan formation, support, 

ask the expert) 
§  Information on local programs  

Telephone Quit Lines 

73 

�  1-800-quit now (784-8669) 
�  Counseling 
�  Medication? 
�  Other services 

�  Multiple ways to access: 
§  Telephone 
§  On-line 
§  Fax to Quit 
§  Electronic transfer 
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V. A-A-R model 
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5As as a team 
 
 

V. A-A-R model 

75 

�  Ask 
�  Advise 
�  Refer 

Improving the Refer 

76 

•  Provider – Quit Line perceived partnership 

•  Prepare smoker for what to expect 

Preparing a smoker to call a Telephone Quitline 

77 

Download video at: 
 
https://uwmadison.box.com/s/z03joy8c6ftwnhsdjr2p 
 

“Preparing a smoker to call a Telephone Quitline” 

V. A-A-R model 

78 

Ask – Advise – Refer 
  

Not: A – A – R – F  

V. A-A-R model 
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Ask – Advise – Refer 
  

A – A – R – F 
 

Ask - Advise - Refer - Forget  
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VI. Motivating the Unmotivated 

80 

 
Do you want to quit some day? 

vs. 
Let’s set that quit date, OK? 

VI. Motivating the Unmotivated 

81 

For Smokers Not Willing To Make A Quit Attempt At This 
Time 
 
Recommendation:  Motivational intervention techniques 
appear to be effective in increasing a patient’s likelihood of 
making a future quit attempt.  Therefore, clinicians should 
use motivational techniques to encourage smokers who are 
not currently willing to quit to consider making a quit 
attempt in the future.   
 

VI. Motivating the Unmotivated 
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Ask about tobacco use. Identify and document tobacco use status for 
every patient at every visit.  

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

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

Assist in quit attempt. For the patient willing to make a quit attempt, use 
counseling or pharmacotherapy to help him or her quit.  

Arrange follow-up. Schedule follow-up contact, preferably within the first 
week after the quit date. 

 
2000 

VI. Motivating the Unmotivated 
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Ask about tobacco use. Identify and document tobacco use status for every 
patient at every visit.  

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

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

Assist in quit attempt. 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.  

Arrange follow-up. 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. 

 
2008 

VI. Motivating the Unmotivated 

84 

ASK 
Do you currently use  

tobacco ? 

ASSESS 
Have you recently quit? 

Any challenges? 

ASSIST 
Provide appropriate   
tobacco dependence  

treatment 

ASSIST 
Intervene to  

increase motivation 
to quit 

ASSIST 
Provide relapse  

prevention 
ASSIST 

Encourage  
continued 

abstinence 

YES 

NO 

YES NO NO 

YES 

ADVISE to quit ASK 
Have you ever used tobacco? 

YES NO 

ARRANGE FOLLOW - UP 

ASSESS 
Are you willing to quit now? 

VI. Motivating the Unmotivated 

85 

 
 

Medication Counseling 
Support 
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VI. Motivating the Unmotivated 
3 Counseling strategies 
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The 5 Rs 

VI. Motivating the Unmotivated - Counseling 
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The 5 Rs 
�  Relevance – ask the smoker to indicate why 

quitting is personally relevant 

VI. Motivating the Unmotivated - Counseling 
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The 5 Rs 
�  Relevance  
�  Risk – ask the smoker to identify potential 

negative consequences of continued smoking  

VI. Motivating the Unmotivated - Counseling 

89 

The 5 Rs 
�  Relevance  
�  Risk 
�  Rewards – ask the smoker about the potential 

benefits of quitting 

VI. Motivating the Unmotivated - Counseling 

90 

The 5 Rs 
�  Relevance  
�  Risk 
�  Rewards  
�  Roadblocks – ask the smoker to identify barriers 

VI. Motivating the Unmotivated - Counseling 
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The 5 Rs 
�  Relevance  
�  Risk 
�  Rewards  
�  Roadblocks 
�  Repetition – follow-up at every visit 
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VI. Motivating the Unmotivated - Counseling 

92 

Motivational Interviewing (MI) 
 

•  Express empathy 
•  Develop discrepancy 
•  Roll with resistance 
•  Support self-efficacy 
•  Reward change talk 

VI. Motivating the Unmotivated - Counseling 
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Decisional Balance Worksheet 

Decisional	  Balance	  Worksheet	  

	  
Tell	  me	  all	  the	  good	  things	  

about	  conFnuing	  to	  
smoke.	  

	  
Tell	  me	  all	  the	  bad	  things	  

about	  conFnuing	  to	  
smoke.	  

	  
Tell	  me	  all	  the	  good	  things	  

about	  quiHng.	  

	  
Tell	  me	  all	  the	  bad	  things	  

about	  quiHng.	  

Motivating a Quit Attempt 

95 

Download from: 
 
https://uwmadison.box.com/s/d8x939jbpn830b37m0p9 
 

“Motivating a Quit Attempt in 5 Minutes” 
 

VI. Motivating the Unmotivated - Counseling 

96 

Decisional Balance Worksheet 
 

Importance vs. immediacy/certainty 

VI. Motivating the Unmotivated - Counseling 
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Behavioral Counseling 
 

�  Practice quit attempts 
�  Cutting down 

�  Systematic reduction 
�  Delay first cigarette in AM 
�  No smoking in certain locations  
�  No smoking during certain activities 
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VI. Motivating the Unmotivated - Medication 

98 

Pre-cessation use of medications 
 
 
Meta-analysis (2008):  Effectiveness and abstinence rates for 
smokers not willing to quit (but willing to change their smoking 
patterns or reduce their smoking) after receiving nicotine 
replacement therapy compared to placebo (n = 5 studies) 
 
 
Intervention 

Number of arms Estimated 
odds ratio 
(95% C.I.) 

Estimated 
Abstinence rate 

(95% C.I.) 

Placebo 5 1.0 3.6 

Nicotine replacement (gum, 
inhaler or patch) 

5 2.5  (1.7, 3.7) 8.4  (5.9, 12.0) 

VI. Motivating the Unmotivated - Medication 

99 

Varenicline: Smokers in this study were unwilling or unable to 
abruptly quit smoking within four weeks, but were willing to 
reduce smoking over a period of 12 weeks, with the goal of 
quitting by the end of that period. Smokers in the study were 
treated for a 12-week reduction phase followed by a 12-week 
abstinence phase (for a total of 24 weeks of treatment). 
Preliminary results demonstrated that continuous abstinence 
rates (CAR) at weeks 15 through 24, the primary endpoint, were 
significantly higher in patients treated with Varenicline than in 
patients treated with placebo (32.1 percent vs. 6.9 percent, Odds 
Ratio [OR]=8.74, p=<0.0001). 
 
Pfizer sponsored; not yet in peer reviewed journal 
 
  
 

VII Working with smokers who have a mental illness 
and/or other addiction 

100 

Tobacco Use by Diagnosis  
Schizophrenia  62-90%  
Bipolar disorder  51-70%  
Major depression   36-80%  
Anxiety disorders   32-60%  
Post-traumatic stress 
disorder  

45-60%  

Attention deficit/ 
hyperactivity disorder  

38-42%                      

Alcohol abuse   34-80% 
Other drug abuse   49-98%  
 
(Beckham et al., 1995; De Leon et al., 1995; Grant et al., 2004; Hughes et al., 1986; Lasser et al., 
2000; Morris et al., 2006; Pomerleaue et al., 1995; Stark & Campbell, 1993; Ziedonis et al., 1994)  

U.S. Adult 
Smoking Rate: 
19.3% 

VII Working with smokers who have a mental illness 
and/or other addiction 

103 

Three things to do: 
1.Introspect about whether you have any biases. 
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Provider Barriers 

�  My patients don’t want to quit. 
�  My patients can’t quit. 
�  Trying to quit will harm my patient. 

�  Undue the progress we’ve made 
�  De-stabilize the patient 
�  Lead to relapse 
�  Now is not the time; we’ll do it later when … 

patient is more stable, there is less stress, etc. 
�  Smoking is one of the few pleasures 

my patient has. 

�  83.1% of smokers 
have tried to quit   

�  46.7% said this was 
a good time to quit 
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Would	  you	  like	  to	  quit?	  

My Patients Don’t want to Quit 

1,470	  Smokers	  Seeking	  Treatment	  	  
in	  a	  Randomized	  Clinical	  Trial	  

26.50%	  

73.50%	  

Ever diagnosed 

Never	  diagnosed	  

Mood/anxiety/substance	  use	  disorder	  

77.50%	  

14.20%	  

6.10%	  2.30%	  

Past Year Diagnosis 

None	  

One	  

Two	  or	  more	   Did	  not	  complete	  CIDI	  

Excludes	  smokers	  who	  use	  MAOIs,	  bupropion,	  lithium,	  an:psycho:cs;	  history	  of	  	  psychosis,	  bipolar	  
disorder,	  ea:ng	  disorder;	  consume	  	  6	  or	  more	  alcoholic	  beverages	  daily	  6	  or	  7	  days	  a	  week	  

Piper,	  et.	  al.	  Psychiatric	  Disorders	  in	  Smokers	  Seeking	  Treatment	  for	  Tobacco	  Dependence:	  RelaFons	  
with	  Tobacco	  Dependence	  and	  CessaFon,	  2010,	  JCCP,	  78(1)	  13-‐23	  

63.5% have 
known 
consumers like 
themselves who 
have quit 
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My Patients Can’t Quit 

A meta-analysis of 19 studies found that providing 
smoking cessation interventions during addictions 
treatment was associated with a 25% greater 
likelihood of long-term abstinence from alcohol and 
illicit drugs.  Contrary to concerns, smoking cessation 
interventions during addictions treatment appears to 
enhance rather than compromise long-term sobriety. 
(Abstinence from smoking was far more modest.)  
 
Procheska, Delucchi, and Hall, (2004) A Meta-Analysis of Smoking 
Cessation Interventions with Individuals in Substance Abuse Treatment or 
Recovery. Journal of Consulting and Clinical Psychology 72(6) 1144-1156 

Trying to Quit will Harm my Patient 

When the effects of treating tobacco dependence 
simultaneously with alcohol dependence was 
compared with delaying the treatment for tobacco 
dependence by six months, there were no 
differences in alcohol abstinence rates. Initial 
abstinence from tobacco was higher when 
simultaneous treatment was provided.   
 
Nieva, Ortega, Mondon, Ballbe and Gual (2010) European 
Addiction Research 17(1) 1-9 

Trying to Quit will Harm my Patient 



5/13/14	  

19	  

110 

A meta-analysis found that compared to those that 
did not quit, those that did experienced significant 
improvements in depression and anxiety and 
significant reductions in stress.  
 
The amount of reduction in anxiety and depression 
was equal to or bigger than what would have been 
expected from medications used to treat anxiety 
and depression. 
 
Taylor, McNeil, Girling, Farley, Linson-Hawley, Avegard “Change in Mental Health after 
Smoking Cessation: Systematic Review and Meta-analysis” BMJ 2014; 358:g1151 

Result of provider barriers: 

�  Psychiatrists: Identify and document smoking 
status (Ask); 35%  

�  Child Psychiatrists: Identify and document 
smoking status (Ask); 14%  

�  Psychologists: Identify and document 
smoking status (Ask); 20% 

�  Psychiatric IP: Identify and document 
smoking status (Ask); 1% 

 Price et al, 2007; Prochaska et al, 2004; Heiligenstein, 2004 
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About the Health Provider You See Most Often 

Want you to quit? 
Believe you can quit? 

 
 
 
 
Opinion: Anti-smoking effort for substance abusers is 
'anemic'  by Joseph Guydish, PhD, MPH 
March 27, 2012 

“A year ago, I had a call from the father of a young man 
who was enrolled in a residential drug abuse treatment 
program. During his visits, the father noticed that the 
program gave a carton of cigarettes to residents every 
two weeks, as a reward for progress.” 
 
(22% of mental health consumers reported that they 
started smoking in a psychiatric setting) 
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In their own voice……. 

117 

Download from: 
 

https://uwmadison.box.com/s/56razlb91vkbnvthr4gs 
 

“In Their Own Voices” 

VII Working with smokers who have a mental illness 
and/or other addiction 

118 

Three things to do: 
1.Introspect about whether you have any biases. 
2. Provide Treatment: Provide treatment as soon as 
practical; Have a sense of urgency 

VII Working with smokers who have a mental illness 
and/or other addiction 

119 

Guideline Recommendation:  The interventions found 
to be effective in this Guideline have been shown to be 
effective in a variety of populations.  In addition, many 
of the studies supporting these interventions 
comprised diverse samples of tobacco users.  
Therefore, interventions identified as effective in this 
Guideline are recommended for all individuals who use 
tobacco except when medication use is 
contraindicated or with specific populations in which 
medication has not been shown to be effective 
(pregnant women, smokeless tobacco users, light 
smokers and adolescents).  (Strength of Evidence = B). 

 

VII Working with smokers who have a mental illness 
and/or other addiction 

120 

Support 

VII Working with smokers who have a mental illness 
and/or other addiction 

121 

Three things to do: 
1.Introspect about whether you have any biases. 
2. Provide Treatment: Provide treatment as soon as practical; 
Have a sense of urgency 
3. Monitor medications, in the short run for side effects, 
in the long run, to reduce 
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For	  more	  informa:on….	  

www.ctri.wisc.edu	  
	  

bc1@ctri.wisc.edu	  
	  

122 123 

Ask Questions 

Ask 
questions 
through the 
“Questions” 
Pane 

 

Will be 
answered 
live at the 
end 

In Our Last Few Moments… 

¨  PowerPoint Slides 

¨  CE Quiz 

¨  Recording 

¨  Free CEs 

¨  Survey 

¨  Follow-up Email 

hospitalsbirt.webs.com/treatmentoftobacco.htm 

2014 SBIRT Webinar Series 

¨  Archived - ACA and Addiction Treatment: 
Implications, Policy and Practice Issues 

¨  Archived - Overview of SBIRT: A Nursing Response 
to the Full Spectrum of Substance Use 

¨  Archived - SBIRT in the Criminal Justice System 

¨  Archived - Reducing Opioid Risk with SBIRT 

¨  Archived – How to Pitch SBIRT to Payors 

¨  5/14/14 - Treatment of Tobacco Dependence in the 
Healthcare Setting: Current Best Practices 

¨  6/11/14 - Applying SBIRT to Depression, 
Prescription Medication Abuse, Tobacco Use, Trauma 
& Other Concerns 

¨  7/9/14 - Training Integrated Behavioral Health in 
Social Work 

¨  8/6/14 - Why Integrative Care? 

¨  hospitalsbirt.webs.com/webinars.htm 

Thank You for Attending! 

www.naadac.org 

www.norc.org hospitalsbirt.webs.com www.ireta.org/ATTC 


