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Editoriali

Inpatient or Residential Treatment
for Smokers with Tobacco
Dependence

Richard D. Hurt, Ivana T. Croghan

n recent years, tobacco depen-

dence is receiving more atten-

tion for the severe medical

problems that it causes but

also as the severe addiction
that it is. This has led physicians and
health care professionals to more ag-
gressively treat smokers with combina-
tions of medications and more inten-
sive behavioral counseling. Inpatient
or residential treatment programs, the
most intensive treatment available for
patients with tobacco dependence, are
available in a few medical centers?.
Most recently, Swedish researchers
reported on their success of treating
smokers with COPD in a hospital-ba-
sed program?.

Health care practitioners are often
faced with the dilemma of the smoker
who has not been able to stop smoking
despite counseling and pharmacothe-
rapy.

The only option available in most
medical centers is to “recycle” the pa-
tient through similar treatments. As
the smoking prevalence declines, as
a result of public health policies such
as smoke-free workplaces and increa-
sed taxes, the remaining smokers will
likely have higher levels of tobacco de-
pendence.

Thus, residential or inpatient treat-
ment programs will be needed to tre-
at these smokers, many of whom will
have serious life or limb threatening
tobacco caused medical problems.
Two such long-standing treatment
programs are available in the United
States, one at the Mayo Clinic in Ro-
chester, Minnesota, (http://ndc.mayo.
edu) and the other at St. Helena Ho-
spital in California (www.smokefreeli-
fe.com). These two programs are based
on a medical model for the treatment

of tobacco dependence that has been
used to successfully treat alcoholism
and other addictions. It is well reco-
gnized that the intensity of treatment
for tobacco dependence is an impor-
tant factor. The 2008 US Public Health
Service Guideline acknowledges that
there is a dose response for behavioral
interventions.
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Components of these two multiface-
ted and comprehensive programs are
similar. The program at the Mayo Clinic
is 8 days long where the patients are
admitted on a Friday and dismissed on
the following Friday while the St. Hele-
na program is 7 days in length.

There are frequent one-to-one
counseling sessions as well as group
sessions where counseling also oc-
curs. The group dynamics themselves
offer ways for smokers to gain insight
to their tobacco dependence and to
develop plans to remain smoke-free.
In addition, there are a large number
of educational sessions including the
medical aspects of smoking, the neu-
robiology of tobacco dependence, diet
and exercise, stress management, and
relapse prevention to name a few. Be-
cause the program is overseen by a
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physician who makes daily rounds on
the patients, the pharmacotherapy can
be tailored to the individual needs of
the patient.

We utilize serum cotinine concentra-
tions to not only gauge the level of to-
bacco dependence of the individual but
also useittotailor the pharmacotherapy,
especially if we are using nicotine repla-
cement therapy. Combination pharma-
cotherapy is the rule, and we frequently
use higher than standard dose nicotine
patch therapy®. We use nicotine patch
therapy, bupropion, and/or varenicline
as the base medication and use short
acting nicotine replacement therapy (ni-
cotine gum, lozenges, nasal spray and/
or vapor inhaler) for ad lib use to con-
trol withdrawal symptoms and urges to
smoke. Finally, the program is provided
in a smoke-free, tobacco-free milieu
which provides a protected environment
and allows for the interventions to take
place free of the usual triggers or cues
to smoke.
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Residential or inpatient treatment of-
fers the best treatment outcome availa-
ble. One year smoking abstinence rates
were comparable with the Swedish ex-
perience showing 52% of patients were
abstinent from smoking at one year and
the Mayo program shows smoking ab-
stinence rates of 45% at one year. The
analysis of the Mayo program showed
that patients admitted in the more re-
cent time frame had better outcomes
than those admitted earlier’. This is
thought to represent continued modi-
fication of the program based on new
evidence-based techniques but also
that more medications have become
available.

Further, we are using combination
pharmacotherapy more often now than
we did 15 years ago. It also should be
noted that patients admitted for resi-
dential treatment are usually a bit older
than the average smoker with an avera-
ge age of 53 years, 80% have a tobacco
caused disease, and over a third are re-
covering from other addictions. Thus,
long term success rates approaching
50% in this group of patients is quite ac-
ceptable. Finally, the cost effectiveness
analysis of the residential program at
Mayo Clinic shows it to be highly cost
effective®. Therefore, residential treat-
ment should be seriously considered for
patients who have tobacco dependence
who are unable to stop smoking using
conventional treatments and for any
patient with limb or life threatening me-
dical problems who urgently need the
most effective treatment available.
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