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Should Emergency Departments Help Smokers Quit?  Annals Emergency Medicine 
Editorial       
 
The reality that emergency departments have become the default site of care for the 46 
million uninsured Americans, the millions more resident uninsured foreigners, and 
surprisingly large numbers of insured patients is a mixed blessing. 1, 2 On the down side, 
it means that emergency departments are being asked to remedy fundamental problems in 
the organization and financing of medical services—problems for which they have 
responsibility but no authority.  On the up side, emergency departments have the 
potential to address important health problems in our society.  One such problem, tobacco 
use, is the subject of a paper by Vokes and colleagues in this issue of the journal 3.   The 
facts regarding the damage from smoking are grim.  Over 44 million smokers exist in the 
United States.  Each year 440,000 patients die from smoking-related causes, including 
cancer, heart disease, and lung disease 4.  Smoking shortens a life span by 8-12 years 5 
and those last few years can be miserable, especially for patients with end stage 
pulmonary obstructive disease or metastatic cancer.  Furthermore, the health of non-
smokers is imperiled by exposure to second hand smoke, leading to a host of medical 
complications among children and adults 6  
 
But not all the news about smoking is grim.  Fewer people are starting to smoke, and 
more smokers are quitting.  Adult smoking rates are at a modern low (20.9%), and youth 
smoking is at a 30 year trough. 7,8 There are now more ex-smokers than current smokers.  
And there is mounting evidence that intervention by physicians and other clinicians—by 
giving advice, counseling, and pharmacotherapy—can improve the chances of quitting 
smoking 4,9.  Notwithstanding the press of their other responsibilities, emergency 
departments are uniquely situated  to help smokers quit, as asserted  both by Vokes and in 
a recent statement of emergency medicine organizations 10.  This uniqueness stems from 
two facts.  First, smokers are disproportionately represented among emergency 
department users, accounting for 40% of all such visits 11,12.  Second, emergency 
departments are the primary source of care for about a third of all Americans, and these 
patients have unusually high rates of smoking,  possibly as great as 50%. 11,13.   
 
Vokes reports on smoking cessation practices in two emergency department settings—
one urban and one suburban— both within the same emergency medicine residency 
training program.  The study analyzed audiotape encounters for 871 adult (age 18-65) 
non-emergent women in the two sites for all conversations about smoking and smoking 
cessation.  Only slightly more than 50% of the patients were orally screened for smoking, 
with a mean discussion time of a Calvin Coolidge-like 28 seconds.  One third of the 
patients were smokers. The authors acknowledge that their study may understate the real 
smoking prevalence in the two sites because emergent patients (who were excluded) 
typically have higher rates of smoking.  Of the identified smokers, only 56% were 
advised to quit, only 20% were counseled, and only 8 (13% of the smokers) were given 
any kind of referral—six to a primary care physician and one each to a telephone quitline 
and to nicotine replacement therapy. 
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Though the limited number of observations, and the exclusion of men and emergent 
cases, might cast doubt on the generalizability of the Vokes results, they are very 
congruent with a recent survey of seven different clinician groups conducted for the 
Robert Wood Johnson Foundation by Mathematica Policy Research (Strouse, R, 
unpublished report, 2003-04).   The survey confirmed low smoking grates among all 
health professionals (5.7% among the 408 emergency medicine  physicians surveyed) as 
well as a low rate of smoking cessation practices.  Only 31 % of emergency medicine 
physicians reported ever offering smoking cessation materials and 49% reported ever 
referring patients for cessation.  Only 5% were knowledgeable about the Public Health 
Guideline 9 on smoking cessation; 83% had never heard of it and 12% were aware of it 
but had not read it.   Finally, 58% felt that offering smoking cessation services is not 
appropriate for emergency departments.  Reasons for this viewpoint included competing 
priorities (70% of those surveyed), that cessation should be the responsibility of primary 
care physicians (78%), and that there is no reimbursement for cessation activities (82%).  
The take home message of both the Vokes report and the Robert Wood Johnson survey is 
that emergency departments don’t regard smoking as an “emergency”.  Though that is an 
understandable attitude, it also means that a potential opportunity to improve the health of 
the patients served by emergency departments is lost.  How can we reconcile the need for 
emergency departments to fulfill their prime social mission—caring for emergencies—
and still help with problems like smoking? 
 
Our experience at the Smoking Cessation Leadership Center at UCSF indicates that there 
is a way that emergency departments can become important bulwarks in tobacco control 
(as urged in the statement of emergency medicine organizations10) without jeopardizing 
their efficiency or their ability to serve their communities.  In essence, emergency 
departments should choose one or more of the following strategies:  offer state-of-the-art 
cessation services on site within the emergency department; refer smokers to a well-
developed system within their own or adjacent institution; or, at a minimum, ask about 
cessation, advise to quit, and refer to a toll-free telephone quitline. 4 By calling the 
national number (1-800-QUIT NOW) callers will be referred to the quitline in their state. 
If no response is received, their call will be fielded at a center at the National Cancer 
Institute. The scientific evidence supporting the use of quitlines is strong, and they are 
well accepted by clinicians and patients. 14, 15  We have been impressed by how many 
health professionals have adopted this “Ask, Advise, Refer” model.  We have called it 
“Take 30 Seconds and Save a Life.”  That is only 2 seconds more than the amount of 
time spent on counseling smokers in the Vokes study.   
 
For those emergency departments wishing to help smokers quit, I would suggest the 
following.  First, read the statement recently published in this journal that argues that 
“tobacco control fits within the traditions of other ED-based public health practices, such 
as injury prevention.”  Second, consult our Center’s website http://smoking 
cessationleadership.ucsf.edu for assistance and information on how to develop programs.  
This includes the at-cost provision of plastic wallet-sized quit cards that provide the 
national 1-800 QUIT NOW number, as well as models of posters that could be used to 
dispense the cards.  Third, our Center is working with the American College of 
Emergency Physicians to develop ways to make emergency departments more attuned to 
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patients’ smoking status and how to offer cessation.  Finally, consult with your hospital 
administration, which is being evaluated regularly by the Joint Commission on 
Accreditation of Health Care Organizations as to how well it is identifying smokers and 
offering them treatment in three medical conditions (acute myocardial infarction, 
congestive heart failure, and community-acquired pneumonia).  The portal of entry for 
each of these is frequently through the emergency department. 16 
 
Our vision is that all smokers visiting an emergency department should have their 
smoking status ascertained.  All smokers, not just those with smoking-related health 
concerns—as advocated by Vokes—should receive at least a referral to a telephone 
quitline, and hopefully more.   
 
Emergency departments are vital community resources.  This is an exciting time for 
tobacco control in this country, and we are on the verge of making great progress in 
smoking rates, thereby yielding significant health improvements .  As shown by Vokes 
and colleagues, emergency medicine is not yet a robust partner in that effort.3 But it could 
be and it should be, as acknowledged by its own leaders 10.  For as little as two seconds 
more per smoker, emergency departments could be a part of an historic health 
breakthrough.   
 
Word count, 1285 
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