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obacco has been identified as the leading actual cause

of death in the United States.! Although there has

been considerable progress in reducing the overall
rate of tobacco use in the nation through public health initia-
tives, individuals from communities with low income have
higher rates of tobacco use than the general population.?
Because most tobacco users see a primary care clinician each
year,®> community clinics, as part of the health care safety
net, represent an important channel to increase cessation
and lower the prevalence of tobacco use in populations with
high rates.

In this issue of The American Fournal of Accountable Care®,
the case study titled “Responsibility for Treating Tobacco
Dependence in Health Clinics Serving Medicaid Enrollees”
addresses an important issue—namely, how medical policy
is translated into practice in the context of a large Medicaid
managed care system.* The case shows the complexity of such
a system, elements of which include CMS determining federal
Medicaid policy; California state government administering
the Medi-Cal program, including contracting with multiple
health plans; and health plans, in turn, contracting with a
variety of provider organizations such as community clinics,
independent practice associations, and medical groups.

The paper focuses on how eclements of a state policy
detailing Medi-Cal plan requirements for tobacco cessation,
specified in an All Plan Letter (APL), were implemented
at a single community clinic. The intent of the APL was to
specify tobacco cessation best practices with the expectation
of implementation that would benefit Medi-Cal members
using tobacco. Of 13 APL requirements, 8 were completely
followed by the clinic, 2 were partially followed, and 3 were
not followed at all. The authors noted that previous research
showed that only 1 of 25 Medi-Cal managed care plans

(MCPs) adopted all APL requirements.’ In addition, the
researchers found that the community clinic did not have
requirements related to the APL in any of the 6 MCP
contracts that were in place during the study period.

Perhaps the most important lesson from this case study is
the ongoing need to evaluate health care quality in Medicaid,
across the system, from CMS down to the level of care
provided at the individual patient level. Such an examina-
tion can pinpoint problems in performance or translation
that reduce the effectiveness of evidence-based policy and
guidelines. A decade ago, Kizer and Kirsh described the
“double-edged sword” of performance measurement. They
noted that it takes thoughtful implementation design and
careful evaluation to demonstrate that specific performance
measurements are actually benefiting patients and not
potentially causing harm.®

Left for future research is identification of the most effec-
tive strategies to ensure that tobacco cessation clinical policy,
as well as other quality improvement targets, are effectively
put into practice. The authors note the lack of contractual
language at both the plan and clinic levels mandating compli-
ance with the APL, yet the studied clinic was meeting the
majority of the 13 APL requirements. In addition, contrac-
tual language alone cannot drive health care quality across
quality metrics.

One approach that clinicians and policy makers have
called for is a reduction in the administrative burden felt
across the health care system. As cited in the case study,
the California Department of Health Care Services, which
administers the Medi-Cal program, moved in this direction
by centralizing pharmacy benefits under the state, thus stan-
dardizing benefits and simplifying how medications reach
patients. For example, requirements for prior authorization
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to prescribe varenicline and bupropion were removed under
the new system.”

The COVID-19 pandemic has only heightened the need
to improve the effectiveness of tobacco cessation services
since a recent study documented a pandemic-related
decrease in cessation counseling, along with decrements
in the delivery of other clinical preventive services in
community clinics.® Fortunately, several recent papers have
outlined current best clinical practices in tobacco cessa-
tion, including system-based guidance.’!' In addition, the
Tobacco Cessation Change Package, part of the Million
Hearts program delivered by the CDC, provides detailed,
practical recommendations on how to optimize cessation
efforts in the primary care setting.!?

An ongoing challenge in clinics, however, is how to effec-
tively deliver all the currently recommended, evidence-
based services, given the relentless time pressures that
exist in the primary care setting.'® In addition to employing
team-based care to optimize efficiency, this case study
reminds us that policy makers must do their part to reduce
administrative burdens. Further understanding of effec-
tive incentives and disincentives is needed to ensure that
evidence-based policy and guidelines are effectively trans-
lated into practice at the patient level.
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