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Objectives: The US Affordable Care Act (ACA) now requires

almost all health insurance plans to cover tobacco use treatment

(TUT), but TUT remains underutilized.

Methods: We conducted an anonymous online survey of US TUT

providers in 2016 regarding their billing practices.

Results: Participants (n¼ 131) provided services primarily in medi-

cal and behavioral health settings and were from a variety of

professions. Most provided intensive individual (>15 minutes per

session) and/or group counseling. Although most reported that their

organization accepted at least 1 form of insurance, only 34% reported

that TUT services were billed, with about equal proportions endors-

ing billing under their own independent tax ID and ‘‘incident to’’

billing under a supervisor. Half of billers (52%) reported using at

least 1 Current Procedural Terminology code. The most common

codes were 99406 and 99407, but 18 unique codes were specified.

Themes of qualitative responses (n¼ 101) included concern about

how to initiate and sustain adequate reimbursement, and experiences

with billing not being ‘‘worth’’ the time or effort.

Conclusions: Overall, results demonstrate a need for providers,

administrators, and billing managers to work collaboratively. Even

with the ACA mandate, and consistent with prior reports, reimburse-

ment rates may be inadequate for intensive counseling. Areas for

advocacy include recognizing that TUT requires similar intensity,
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expertise, and reimbursement as other substance use disorders and

chronic medical conditions; giving Tobacco Treatment Specialists

the ability to bill independently; and improving coordination

between intensive therapies validated in research and ‘‘real-world’’

logistics.
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T obacco use persists as the leading cause of preventable
death and disability in the United States (U.S. Depart-

ment of Health and Human Services, 2014). As of 2010, an
estimated 8.7% of annual healthcare spending was attribut-
able to smoking (Xu et al., 2015). Tobacco use treatment
(TUT) is most effective when patients receive at least 4
sessions of counseling that last at least 20 minutes each,
and total counseling duration is at least 90 minutes per quit
attempt (Fiore et al., 2008; Siu and U.S. Preventive Services
Task Force, 2015). However, TUT has long been underutilized
(Bernstein et al., 2013; Ku et al., 2016).

In 2014, the Affordable Care Act (ACA) began man-
dating coverage of TUT as a Preventive Service, including all
United States (US) Food and Drug Administration (FDA)-
approved medications and at least 8 sessions of counseling
(individual and group) (4 sessions per quit attempt, 2 attempts
per year), by most Medicaid, marketplace, and employer-
sponsored health insurance plans. Medicare has the same
individual counseling coverage mandate (group is excluded),
but is only required to cover prescription medications. Despite
this new ACA mandate, results of the 2015 US National
Health Interview Survey (NHIS) revealed that only 31.2% of
smokers said they used treatment when trying to quit (6.8%
counseling, 29.0% medication, 4.7% both) (Babb et al., 2017).

Many provider and systems-level barriers to implement-
ing TUT have been identified (eg, Agaku et al., 2015). An
important practical barrier to implementing the ACA mandate
that has received less attention is TUT reimbursement policy.
Issues include a perceived lack of reimbursement for counsel-
ing, inadequate reimbursement at a macro/systems level for
treatment, and/or lack of knowledge regarding coding and
documentation requirements to receive reimbursement (Bern-
stein et al., 2013; Agaku et al., 2015; Ku et al., 2016; Leone
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et al., 2016; Nolan and Warner, 2017). Indeed, the ACA 
does not specify TUT coding requirements and there are 
numerous ways in which TUT may be coded and documented, 
which may be contributing to confusion and lack of action 
(Leone et al., 2016). Leone et al. (2016) have developed a 
useful TUT billing resource for physicians. Leone et al. also 
provide a brief description of ‘‘incident to’’ billing in which 
a nonphysician provider bills under the supervising physi-
cian’s name. Additionally, a similar ‘‘physician extender’’ 
model of delivering TUT with clinician-prescriber teams has 
been proposed and successfully implemented (Burke et al., 
2015).

However, many individuals in the US who provide 
counseling to tobacco users are not physicians nor are they 
supervised directly by a physician. In 1999, Massachusetts 
established a Tobacco Treatment Specialist (TTS) training 
and certification program in response to a need to improve and 
standardize tobacco treatment services funded by the Massa-
chusetts Tobacco Control Program (MTCP) (Pbert et al., 
2000). This TTS model was eventually expanded to other 
states. In 2008, the Council for Tobacco Treatment Training 
Programs (the Council; www.ctttp.org) was established to 
accredit programs that train TTSs. Accredited programs must 
cover 11 Tobacco Dependence Treatment Core Competencies 
(Sheffer et al., 2015). Clinicians who attend TTS training 
programs come from multiple disciplines and work in a 
variety of health care settings. Smokers treated by clinicians 
with specialist training are more likely to achieve long-term 
abstinence than smokers treated by clinicians without 
specialist training. (McDermott et al., 2013).

There are now 19 Council-accredited TTS programs 
that trained 1770 clinicians in 2016. Clinicians who complete 
a Council-accredited TTS training program and 240 hours of 
practice may apply for the National Certificate of Tobacco 
Treatment Practice (NCTTP; https://www.naadac.org/
NCTTP). The number of Council-accredited programs and 
clinicians trained is expected to increase substantially with the 
establishment of this national credential (NCTTP) (the Coun-
cil, personal communication, March 2018). Data on the 
educational background and professions of individuals who 
attended 11 of the 19 TTS training programs in 2016 that 
suggest that less than half are likely to be eligible to bill 
insurance (the Council, personal communication, March 
2018). Common professions of TTSs who are unlikely to 
be qualified to bill independently include nurses, health 
educators, respiratory therapists, and bachelor-level counse-
lors. If supervised by a physician, some of these individuals 
may be able to use ‘‘incident to’’ billing.

Given the ACA mandate, an inability to bill insurance 
could be a significant barrier to provision of TUT by TTS. 
However, we could not identify any previous studies in which 
TUT providers were surveyed regarding their experiences 
with billing after the ACA mandate became law (ie, after 
2014). Therefore, the purpose of this study was to anony-
mously survey US TUT providers to learn about their actual 
TUT billing practices since 2014. Specifically, we sought to 
sample a broad cross-section of TUT providers and determine 
the proportion who engaged in traditional fee-for-service 
billing versus alternative arrangements, and, among those
who did engage in fee-for-service billing, specific practices
and codes used.

METHODS
Participants (n¼ 131) were eligible if they had provided

TUT (counseling and/or prescribed medications) in the US
within the past year (since summer 2015, study conducted in
summer 2016) and the TUT was not exclusively available to
participants in a research study (ie, it was in a clinical,
workplace, or other community or real-world setting). There
was no restriction on age or profession. The study was
advertised on e-mail listservs and discussion forums read
by US TUT providers, such as the listservs of the Society
for Research on Nicotine and Tobacco (SRNT) and the
Association for the Treatment of Tobacco Use and Depen-
dence (ATTUD). Advertisements were also sent to lists of
individuals who had attended TTS training programs and
other professional networks. Advertisements contained a
description of the survey, the eligibility criteria for participa-
tion, and a link to the survey website. Upon clicking the link,
participants viewed an electronic consent form that contained
standard consent elements (eg, description of the study, risks
and benefits, etc). They had to click on ‘‘agree’’ to indicate
that they met the eligibility criteria and consented to partici-
pate before they could proceed to answer the survey questions.
The consent form indicated that only completed surveys
(ie, participant clicked ‘‘submit’’ at end of survey) responses
would be analyzed. This study was approved by the Institu-
tional Review Board at Lifespan, the parent corporation of
Rhode Island Hospital. The survey took less than 15 minutes
to complete. Results were analyzed from 2016 to 2018.

The survey was created and managed using Research
Electronic Data Capture (REDCap) (Harris et al., 2009) tools
hosted at Lifespan. The REDCap public survey option was
used. REDCap public surveys are completely anonymous
unless the survey questions ask for identifying information.
Participants were asked to specify their demographics, details
of their educational and professional background, their work
setting(s), years of experience providing TUT, typical hours
and number of TUT patients per week, TUT treatment types
(eg, counseling formats and styles), whether and which
insurances they and/or their organization accepted, whether
and how patients were billed and how much patients paid for
TUT, whether and which billing codes (ie, Current Procedural
Terminology [CPT] codes) were used for TUT, and whether
their organization had a billing manager or team and if so their
perception of the billing manager/team’s level of knowledge
and experience regarding billing and coding for TUT (rated on
5-point scale from ‘‘none’’ to ‘‘excellent’’). Finally, partic-
ipants responded to an open-ended question in which they 
were given the opportunity to: share details about their 
experiences with billing for TUT (eg, positive experiences, 
negative experiences, challenges, changes in how they have 
billed over time) that they thought would be informative for 
other TUT providers; share information about their billing 
practices that they believed was important but not captured by 
the other questions; and if they did not bill, to explain their 
arrangement. These responses were reviewed and grouped 
into categories (note: some responses did not fit into any
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TABLE 1. Participant Professions

Profession n (%)

Nurse 20 (16%)
Counselor/therapist (Bachelor’s or Master’s level) 17 (13%)
Respiratory therapist 14 (11%)
Nurse practitioner 11 (9%)
Health educator 10 (8%)
Social worker 8 (6%)
Psychologist 7 (5%)
Physician 6 (5%)
Pharmacist 5 (4%)
Health or wellness coach 5 (4%)
Other� 26 (20%)

Data collected online from participants in the USA in 2016.
�n¼ 10 within this group identified themselves only as a ‘‘Tobacco Treatment

Specialist’’ with no other profession listed.

TABLE 2. Participant Characteristics

Mean
or % SD Range

Age, yrs 46.6 12.5 23–68
Sex (female) 87%
Education level 7%

Less than bachelor’s degree 11%
Bachelor’s degree 27%
Master’s degree 46%
Doctorate degree 17%

Years of experience in TUT 7.6 6.7 <1–36
Hours per week providing TUT 13.4 12.3 <1–40
Patients per week seen for TUT 11.5 11.5 <1–54
Proportion of working hours spent on TUT 34% 33% <1%–100%
Work settings

Outpatient primary care 44, 34%
Inpatient medical 42, 32%
Outpatient specialty medical 38, 29%
Worksite wellness 34, 26%
Outpatient psychiatric/behavioral health 18, 14%
Lung cancer screening program 17, 13%
Outpatient substance use 14, 11%
Inpatient psychiatric 9, 7%
Inpatient/residential substance use 3, 2%
Other (eg, phone, community-based
program)

33, 25%

Data collected online from participants in the USA in 2016.
category and others were assigned to more than one category).
At the end of the survey, participants had the option to provide
their email address to be entered into a lottery to win one of
four Amazon.com $25 gift cards.

RESULTS

Participant Characteristics and Work Settings
The survey was accessed 204 times. Blank and incom-

plete surveys (n¼ 69) and completed surveys from individu-
als who were determined to be ineligible (n¼ 4) were
excluded, resulting in a final sample of 131 participants.
Participants represented diverse professions (Table 1). Over-
all, 72% identified as TTS. Participant demographics and
TUT details (eg, hours, settings) are presented in Table 2.
Most were working in traditional medical and behavioral
health settings (Table 2).

Tobacco Use Treatment Formats
Most participants did not have prescription privileges

and therefore only provided counseling; 17% wrote prescrip-
tions for medication. Among those who did not write pre-
scriptions, 52% reported working collaboratively with a
prescribing provider. Counseling formats included intensive
(>15 minutes per session) (71%), brief (5–15 minutes per
session) (67%), brief advice (<5 minutes per session) (50%),
and group counseling (48%). Counseling styles and orienta-
tions included motivational interviewing (89%), cognitive-
behavioral therapy (CBT) (47%), and acceptance and com-
mitment therapy (ACT) (20%). Another commonly provided
service was breath carbon monoxide testing (49%).

Billing and Coding Practices

Types of Insurance Accepted and Whether Billing
Occurred

Only 21% of participants said that their organization did
not accept insurance and 6% did not know (2 participants who
selected ‘‘I don’t know’’ and at least 1 insurance type were
coded as ‘‘I don’t know.’’). We excluded these participants
(n¼ 35) from analyses of billing and coding practices. Among
the remaining participants (n¼ 96), 93% said their organiza-
tion accepted private insurance, 87% Medicare, and 91%
Medicaid. However, 46% of these participants reported that
they did not bill for TUT and 8% did not know whether their
TUT was billed or did not answer this question (‘‘nonbillers’’;
n¼ 52). Nonbillers included 13 nurses or nurse practitioners,
2 physicians, 11 social workers or other master’s level coun-
selors, 5 health educators, 5 respiratory therapists, 2 pharma-
cists, and various other professions.

Specific Billing Practices and Patient Costs
Among the participants who endorsed at least one spe-

cific billing practice (‘‘billers’’; n¼ 44, 34% of the total sample
of 131), 43% reported that they billed independently under their
own tax ID and 45% endorsed ‘‘incident to’’ billing under a
supervisor (3 participants endorsed both). Other arrangements
included capitated (per person fee) (11%) or another contract
(5%). About half of billers (52%) reported that a typical patient
did not pay any out-of-pocket cost for TUT ($0 co-pay), 36%
selected ‘‘I don’t know’’ how much patients paid, and most of
the rest said typical patients paid a co-pay or had to pay up to
their deductible (note: a few participants selected ‘‘I don’t
know’’ in addition to another option). Finally, 52% of billers
reported using at least 1 CPT code. The most commonly used
codes were the smoking and tobacco use cessation counseling
codes 99406 (3–10 minutes) and 99407 (�10 minutes), but 18
unique codes were specified (Table 3). Billers included 3
physicians, 12 nurses or nurse practitioners, 8 respiratory
therapists, 6 psychologists, 3 social workers or other master’s
level counselors, 3 bachelor’s level counselors, and 1 pharma-
cist. Other billers identified only as TTS or another profession.

Billing Management Knowledge and Experience
Among participants whose organizations accepted at

least 1 form of insurance (n¼ 96), 82% reported that they had
a billing manager or team. Regarding their billing manager/



TABLE 3. Current Procedural Terminology (CPT) Codes Used and Descriptors

Code Participants (#) Descriptor

G0436� 5 Smoking and tobacco use cessation counseling 3–10 min, asymptomatic
G0437� 6 Smoking and tobacco use cessation counseling >10 min, asymptomatic
90791 1 Psychiatric diagnostic interview without medical services
90834 1 Individual psychotherapy (45 min)
90837 1 Individual psychotherapy (60 min)
90853 1 Group psychotherapy
94250 3 Expired gas collection (breath carbon monoxide testing)
96150 3 Health and behavior assessment, each 15 min
96151 1 Health and behavior re-assessment, each 15 min
96152 3 Health and behavior intervention, each 15 min, individual
96153 1 Health and behavior intervention, each 15 min, group
99401 2 Preventive medicine counseling and/or risk factor intervention(s) provided to an individual, 15 min
99402 3 Preventive medicine counseling and/or risk factor intervention(s) provided to an individual, 30 min
99403 3 Preventive medicine counseling and/or risk factor intervention(s) provided to an individual, 45 min
99404 3 Preventive medicine counseling and/or risk factor intervention(s) provided to an individual, 60 min
99406 13 Smoking and tobacco use cessation counseling 3–10 min
99407 18 Smoking and tobacco use cessation counseling >10 min
D1320 1 Tobacco counseling for the control and prevention of oral disease (dental billing code)

Data collected online from participants in the USA in 2016. One (n¼ 1) participant who said ‘‘I don’t know’’ whether patients are billed and 1 who stated that their organization
didn’t accept insurance and endorsed ‘‘other’’ for billing practice each endorsed a single CPT code (99407 and D1320, respectively; these codes are included in the table).

�These codes were discontinued for services provided after 10/1/16; 99406 and 99407 may now be used for all patients.
team’s knowledge of and experience with TUT billing and
coding, 35% said ‘‘none,’’ 29% ‘‘a little,’’ 16% ‘‘some,’’ 13%
‘‘good,’’ and 6% said ‘‘excellent.’’ All billers (n¼ 44)
endorsed having a billing manager/team, and with regard
to the manager/team’s knowledge and experience, 18% said
‘‘none,’’ 36% ‘‘a little,’’ 27% ‘‘some,’’ 14% ‘‘good,’’ and 5%
said ‘‘excellent.’’

Qualitative Responses
Of the 131 participants, 101 provided a response to the

open-ended question about their billing experience. Forty-
three (n¼ 43) of the 101 indicated that they did not engage in
traditional fee-for-service billing; many stated that TUT was
provided to patients at no cost and their salary was covered by
their employer (eg, cancer center, community-based organi-
zation, workplace wellness, and/or human resources benefit)
and/or TUT services were ‘‘bundled’’ with other services (eg,
inpatient setting, rehab programs). Three of these 43 partic-
ipants noted that they could not bill as they were not a
recognized ‘‘provider.’’ Twenty-four (n¼ 24) participants
stated that their salary and/or TUT program was covered
by a grant or other federal funding; most of them indicated
that TUT was provided to patients at no cost. Three partic-
ipants said that they charged patients directly (ie, self-pay
program). Nine participants, including 6 of the grant-funded
participants, said that they were in the process of initiating
billing or were exploring and/or interested in finding sustain-
able funding for their TUT programs. Finally, 16 participants
expressed difficulties with and/or frustration regarding bill-
ing, generally pertaining to being unable to determine how to
bill correctly and/or sustainably despite seeking that informa-
tion; or beliefs that billing was not ‘‘worth it’’ (eg, time
involved to set up and manage billing would be less than
reimbursement received) based on their experiences. Some
examples include the following:

‘‘I find it VERY frustrating that there is no place that a
person doing the billing can go to access the necessary
codes, what each code will pay, etc. for Medicaid reim-
bursement.’’

‘‘I feel overwhelmed trying to create billing for my services
even in partnership with a provider. It is my hope that TTSs
will be seen as stand alone providers in the future with the
ability to charge directly for our time.’’

‘‘We had been billing in the past but revenue was insuffi-
cient to make ongoing billing possible. Therefore, the
organization no longer bills for tobacco treatment.’’

‘‘It seems like my organization has never tried to bill for
group counseling for smoking cessation before, and they
are often confused as to how to bill most effectively. They
also will occasionally accept patients for intake whose
insurances will pay for group counseling for mental health
but not for tobacco use, so that’s frustrating when patients
are billed at self-pay rates when initially told they were
covered. It’s very difficult to launch a self-sustaining
group. If we did not take insurance, and the system was
more inclined to provide these preventive services at little
to no cost, everybody would be much more satisfied, more
people would get treatment, cost savings would be very
high in my view, and the group would be filled. Right now,
even with some institutional funding I have received to
launch it, it is very hard to get more than 3–4 patients
coming regularly to group – this makes the group statisti-
cally not worth my time because I could bill that hour
for a different service and get more credits. So, that is
frustrating.’’

DISCUSSION
In this study, 131 US providers of TUT were surveyed

anonymously regarding whether they billed insurance for
TUT, and if so, their billing practices. Our goal of sampling



a broad cross-section of TUT providers appeared to be met.
Most worked in medical and/or behavioral health settings
where fee-for-service billing presumably could occur.

Billing Prevalence and Specific Billing Practices
Among participants whose organizations accepted at least

1 form of insurance and therefore had the potential ability to bill
(96 of the 131 participants), almost half reported that the TUT
services they provided were not billed (‘‘nonbillers’’). However,
lack of billing could not be attributed to profession (ie, their
profession did not qualify them to bill). Both the nonbillers and
billers groups included a substantial number of participants from
professions that would likely be qualified to bill.

Among the billers, roughly equal proportions said that they
billed independently under their own independent tax ID or
‘‘incident to’’ under a supervisor. Although the ACA mandate for
TUTwas intended to ensure that patients would not pay any out-
of-pocket cost for TUT counseling, only half of billers reported
that a typical patient did not pay. Others indicated that patients
typically paid co-pays or did not know how much patients paid.

CPT Coding
Among billers, half reported using at least 1 specific

CPT code. The most commonly used codes were 99406 and/or
99407. Reimbursement rates for these codes are relatively
low, reflecting their intended application for brief counseling
(<15 minutes) sessions. Yet, most participants in the sample
as a whole and in the subsample endorsing these codes
reported providing intensive counseling (>15 minutes per
session). Therefore, even with the ACA mandate, it remains
unclear if intensive individual counseling (ie, 20–60 minutes
per session) and group counseling (typically 60–90 minutes
per session) that may be required to achieve abstinence among
severely dependent tobacco users is adequately reimbursed.

Qualitative Findings
In the sample as a whole, participants indicated in their

open-ended responses that their time spent providing TUT
services was funded by a variety of alternative arrangements
to fee-for-service billing. Some were supported by time-limited
grants; in some cases, it was uncertain whether they would be
able to continue providing TUT services after the grant ended.
Most importantly, a substantial number were interested in
billing insurance, but had difficulty obtaining accurate infor-
mation about how to bill and/or had frustrating experiences that
led them to determine that billing was not ‘‘worth it.’’

Implications for Practice and Policy
Although our participants reported providing intensive

counseling, our survey results suggest that codes for brief
interventions are most commonly used. Clinical practice
guidelines for TUT (Fiore et al., 2008) indicated over a decade
ago that ‘‘it is difficult to accurately code and receive reim-
bursement for these services. . . and different payors, may
require different codes for reimbursement’’ (page 231). Ques-
tions remain whether insurers are not fully covering the most
effective, updated, evidence-based counseling treatments,
and/or if some clinicians and their billing teams are not aware
of higher intensity treatment codes.
Our results confirm a need for providers, administrators,
and billing managers to work collaboratively with insurance
companies to advocate for adequate reimbursement for inten-
sive TUT counseling. Williams et al. (2016) highlight the
‘‘stark contrast’’ between levels of care and treatment options
for non-nicotine substance use disorders (SUDs), which have
been organized into a formal algorithm by the American
Society of Addiction Medicine (ASAM) versus tobacco use
disorder, for which low-intensity treatment is typically offered
regardless of severity. Furthermore, Williams et al. speculate
that some insurance companies may not reimburse providers
for psychotherapy visits (eg, CPT codes 90832 and 90834)
with a primary diagnosis of tobacco use disorder, despite
that tobacco use disorders are included in the Diagnostic
and Statistical Manual of Mental Disorders, Fifth edition
(American Psychiatric Association, 2013) and the Interna-
tional Statistical Classification of Diseases and Related
Health Problems, 10th Revision (World Health Organization,
1992); other SUDs are reimbursable with these codes; the
primary diagnosis of tobacco use disorder and TUT services
are now reclassifed also as preventive care services; and
Public Health Service guidelines (Fiore et al., 2008) indicated
traditional psychiatric billing codes exist for TUT.
Limitations
This study had several significant limitations. First, we

recruited a convenience, nonrandom sample and to maximize
privacy did not ask participants to specify their location within
the US. Therefore, participants may not be representative of
US TUT providers. Nevertheless, some participants submitted
their professional e-mail address for the gift card lottery from
which we could determine their likely location. Participants
appeared to be broadly distributed throughout the US. Second,
given the nature of the study, TUT providers who have
encountered billing challenges may have been more eager
and likely to participate. At the same time, 1 of our primary
findings was that the majority of participants did not bill for
their TUT services. Finally, while we were pleasantly sur-
prised at the diversity of the sample with regard to professions
and settings, the disadvantage of such diversity is that sample
sizes within professions and settings were too small to evalu-
ate whether there were any differences in billing practices and
experiences between professions and settings.
CONCLUSIONS
In conclusion, we found that most TUT providers were

not using fee-for-service billing, at least partly out of com-
plexities involved in billing. In some cases, services may be
unsustainable as temporary grant funding sources are
exhausted. Many participants were interested in fee-for-ser-
vice billing but had encountered frustrating barriers and
challenges in initiating and/or sustaining billing procedures.
Areas for advocacy include recognizing that TUT requires
similar intensity, expertise, and reimbursement as other SUDs
and chronic medical conditions (Bernstein et al., 2013; Wil-
liams et al., 2016); giving TTS the ability to bill indepen-
dently; and improving coordination between the intensive
therapies developed and validated in research settings (ie,



at least 4 individual counseling sessions per quit attempt
lasting at least 20 minutes each) (Siu and U.S. Preventive
Services Task Force, 2015) and ‘‘real-world’’ CPT codes and
logistics. A parallel study of major private insurers’ payment
experiences of claims for TUT by clinician type and intensity
of treatment (ie, brief, intensive, individual, and group) would
be especially illustrative and provide additional guidance for
developing best billing practices and lowering overall health-
care costs attributable to tobacco use.
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