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Health Resources and Services Administration Uniform
Data System

Dear Mr. Vought:

Truth Initiative appreciates the opportunity to comment on the
proposed updates and additions to the Health Resources & Services
Administration’s Health Center Program Uniform Data System.

Truth Initiative is a national nonprofit public health organization
committed to a future where commercial tobacco and nicotine
addiction are a thing of the past. Our mission is to prevent youth and
young adult nicotine addiction and empower quitting for people of all
ages. For over 25 years, we have led the fight against teen and
young adult tobacco use and served millions of people of all ages
with evidence-based, proven effective prevention and cessation
programs.

Truth Initiative applauds HRSA for adding a unique measure to track
the number of visits and patients that receive tobacco cessation
pharmacotherapy. This addition will promote greater understanding of
the extent to which tobacco cessation is being meaningfully
addressed in health centers.

However, pharmacotherapy is only one component of effective,
guideline-based tobacco dependence treatment. Truth Initiative
recommends adding additional measures to evaluate the use of the
two other components of tobacco dependence treatment
recommended in the USPHS Clinical Practice Guideline for
Treatment Tobacco Dependence: practical counseling and intra-
treatment social support.' These components are essential for
comprehensive tobacco cessation care and deserve equal
measurement alongside pharmacotherapy in the UDS. These
additional measures would provide HRSA with an even greater



understanding of the breadth and variety of tobacco cessation interventions provided at
health centers.

Having a complete picture of tobacco cessation interventions provided by health centers is
vitally important. In 2022, 49.2 million U.S. adults reported current tobacco product use.?
Cigarette smoking is estimated to cause more than 490,000 deaths annually - nearly one in
five of all deaths.® Additionally, in the U.S., the prevalence of cigarette smoking among
people living below the poverty level is higher (25.3%) than that among people living at or
above the poverty level (14.3%).* Approximately 90% of health center patients have
incomes less than 200% of the federal poverty level.®

Although more than half of current smokers try to quit each year,® the success rate of these
quit attempts remains low (8.8%),” and quitting success is lower among those of low
socioeconomic status.®-'© Smokers who use medications and/or behavioral support as part
of a quit attempt substantially increase their chances of quitting,"" but fewer than 40% of
adults who smoke use treatment when trying to quit.” People who are low-income, as many
health center patients are, are even less likely to engage in evidence-based treatment than
other people who smoke.?

Quitting is easier and more successful when a variety of types of intervention are used. The
World Health Organization recommends a comprehensive set of tobacco cessation
interventions, including behavioral support delivered by health-care providers, digital
cessation interventions, and pharmacological treatments. Combining pharmacotherapy with
behavioral interventions addresses both the physiological and psychological aspects of
nicotine addiction, leading to substantially higher quit rates than either intervention alone.™

For health center patients to have the greatest chance of successfully quitting tobacco
products, health center providers must offer them a variety of interventions, including
pharmacotherapy, behavioral counselling, and social support. HRSA’s UDS should identify
the various interventions provided, the number of patients who received each type of
intervention, the number of patients who received a combination of interventions, and the
number of health center visits during which an intervention was administered.

Behavioral interventions are a cornerstone of effective tobacco cessation treatment, and
should specifically be reflected in measures used by HRSA. Behavioral interventions help
tobacco users develop essential skills for managing triggers, cravings, and high-risk
situations. They address the learned behaviors and physiological dependence that persist
even after nicotine withdrawal subsides. Research demonstrates that behavioral skills
learned during cessation treatment continue to benefit individuals long after the initial quit
attempt, reducing relapse rates, and supporting sustained abstinence.™ Unlike
pharmacotherapy, which may have contraindications for certain populations (pregnant
women, adolescents, individuals with specific medical conditions), behavioral interventions
can be safely provided to all tobacco users regardless of age, health status, or pregnancy.’



Behavioral counseling can be delivered through multiple evidence-based modalities, each
offering unique advantages for different populations. Individual counseling provides
personalized treatment tailored to an individual’s needs, preferences, and barriers. Group
counseling offers peer support and shared experiences while remaining cost-effective for
health centers. Telephonic counseling eliminates transportation barriers and scheduling
conflicts common among health center patients, making treatment accessible regardless of
geographic location. Digital interventions provide 24/7 accessibility, allowing patients to
access support whenever cravings or challenging situations arise, and can deliver evidence-
based interventions consistently while accommodating varying literacy levels and cultural
preferences. Digital interventions - specifically interactive and individually tailored Internet
and text message interventions — are recommended as effective cessation treatment
modalities by the U.S. Surgeon General,' and a 2016 review by Truth Initiative found that
web-based interventions can be just as effective at helping smokers quit as face-to-face or
telephone counseling.'®

Digital interventions also offer distinct advantages that make them particularly valuable for
health center populations. They can simultaneously serve thousands of tobacco users
without the staffing constraints that limit traditional counseling modalities. This scalability is
essential for addressing the magnitude of tobacco use among health center patients. Digital
cessation interventions can also be delivered cost efficiently,' making them sustainable for
resource-constrained health centers. Telehealth also provides an avenue to address some
of the challenges faced when serving low-income populations, including transportation
challenges, nontraditional work schedules, and cultural and linguistic barriers.*

Digital technology can also deliver the social support component of tobacco cessation
treatment. Virtual communities where tobacco users support each other have been shown to
predict success in quitting smoking.'® These communities operate continuously, providing
support outside traditional healthcare hours. Digital platforms can facilitate connections
between recent quitters and those currently attempting to quit, creating valuable peer-
mentoring relationships that wouldn't otherwise exist in individual or telephonic treatment
settings. Importantly, online communities can bring together individuals of all ages, from
various backgrounds, experiences, and quit stages, providing diverse perspectives and
reducing the isolation often experienced during quit attempts.

Digital tobacco cessation interventions, including virtual communities, are not only effective
modes of treatment for low-income health center patients, but are also increasingly
accessible to and used by those patients. In 2024, 84% of individuals with annual incomes
below $30,000 owned a smartphone.'® Moreover, during the COVID-19 pandemic, health
centers dramatically adopted and increased their use of telehealth.?° In 2023, 96% of HRSA-
funded health centers used telehealth to provide primary care.?! Given the increasing
accessibility of technology to health center patients, it is essential that HRSA monitor and
evaluate the use and growth of digital interventions.

To fully capture the scope of evidence-based tobacco cessation interventions, Truth
Initiative recommends that HRSA add measures that track:



¢ Number of patients who received behavioral counseling interventions (by
modality: individual, group, telephonic, digital)

e Number of visits where behavioral counseling was provided (by modality)

¢ Number of patients who received social support interventions (including digital
community support)

e Number of visits where social support was provided

e Number of patients who received comprehensive tobacco cessation treatment
(pharmacotherapy + behavioral intervention)

By expanding UDS measurement beyond pharmacotherapy to include behavioral
interventions and social support, HRSA will gain valuable insights into the comprehensive
tobacco cessation services provided by health centers. This expanded measurement will
support quality improvement efforts, identify best practices, and ultimately help health
centers provide the most effective, evidence-based tobacco cessation treatment to their
patients.

Thank you for the opportunity to submit comments on the proposed changes to the Uniform
Data System. Please do not hesitate to contact Stacey Gagosian, Senior Vice President of
Public Policy at sgagosian@truthinitiative.org, should you need more information or have
questions about this submission.

Sincerely,

g ity

Kathy Crosby
CEO and President


mailto:sgagosian@truthinitiative.org
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