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 Evaluating the financial implications of alterna
 tive strategies for dealing with nicotine
 addiction is a more challenging assignment
 than one might initially infer. The difficulty
 lies not so much in projecting the financial
 implications of a specific strategy, but rather in
 trying to narrow the field of candidate strate
 gies to a manageable and likely subset of a
 myriad of diverse possibilities. In contem
 plating my assignment, I concluded that it
 would be less useful, at this stage, to offer
 specific financial "guesstimates" on individual
 strategies than to provide a context for later
 financial analysis, reflecting the nature of the
 as-now elusive future.

 As such, with one exception, I shall not
 present dollar estimates of financial implic
 ations. Rather, I shall examine the future
 context of dealing with nicotine addiction,
 beginning with goals and then focusing on
 means of achieving these goals. As will be
 obvious throughout this discussion, different
 goals, approached by different means, will
 have very different sets of financial implic
 ations, for very different organisations and
 individuals. I shall identify these diverse
 groups and contemplate a dimension of "finan
 cial implications" that may not have occurred
 to the typical reader, whether these implic
 ations are socially desirable or not. Finally, I
 shall turn to the one arena in which financial
 implications can be considered somewhat
 less abstractly: the cost-effectiveness of con
 temporary smoking cessation treatments and
 policies.

 Goals
 This conference has explored the full range of
 nicotine control objectives, everything from
 the traditional goal of "zero tolerance" to the
 contemporary interest in harm reduction.
 Indeed, an important message of the con
 ference is that the tobacco control community
 is less certain today than a few years ago
 precisely what it is that we shall be trying to
 accomplish in the future. What should be the
 objective in dealing with nicotine addicted
 tobacco consumers ? Should we strive to over
 come addiction in all cases (the clear objective
 until recently)? Should we consider "harm
 reduction" as a desirable end point? Or,
 perhaps most realistically, what is the ap
 propriate mix of cessation and harm reduction

 and how do we chart the course to achieve the
 optimum mix?
 More challenging is the task of determining

 what constitute appropriate harm reduction
 strategies. Does "harm reduction" consist
 exclusively of nicotine maintenance achieved
 through use of relatively low risk pharma
 ceutical products such as nicotine gum,
 patches, nasal sprays, and inhalants ? Or does it
 include encouraging cigarette smokers to
 switch to using oral tobacco P1 Can we envision
 a legitimate role for novel tobacco company
 products, such as Eclipse2 and its prede
 cessor, Premier?3 Are we content, at least for
 some smokers, to encourage the use of nicotine
 based pharmaceuticals even when these indi
 viduals will continue smoking, albeit less
 intensively ?
 Regardless of what we, as tobacco control

 professionals, might like to see happen (if
 indeed we can agree on a specific set of goals),
 we must recognise that we shall have only
 limited control over what actually does happen.
 Social and market forces ranging from govern
 ment regulation to media portrayals of tobacco
 use, to tobacco (and possibly pharmaceutical)
 company advertising will shape consumers'
 future demand for tobacco products, for nico
 tine replacement products, and for other
 smoking cessation products and programmes.
 There is little doubt that the tobacco control
 community can and should influence these
 future demands; but there is also little doubt
 that we will not control them. Rather, we shall
 need to be prepared to work with them,
 however they develop. Different developments
 will imply different nicotine control strategies,
 with potentially radically different financial
 implications.

 Means
 If there are diverse and potentially conflicting
 goals, there is an even larger set of means to
 achieve the varied goals. The means adopted
 will define the context for a future evaluation
 of financial implications. Consider, for ex
 ample, traditional approaches to cessation.
 These range from voluntary society self help
 manuals to "Cadillac care" nicotine re
 placement therapy with physician counselling
 and professional follow up. In between lie a
 myriad of treatment techniques and tech
 nologies involving behavioural modification,
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 hypnosis, over-the-counter products, and so
 on. Obviously, these entail dramatically dif
 ferent costs, going to very different segments of
 the economy, and they produce significantly
 different quit rates. This is discussed later in
 this paper.

 Public health interventions constitute a class
 of alternatives to the traditional client-provider
 interaction. Health oriented tobacco tax in
 creases may do more to promote smoking
 cessation than all the formal cessation pro
 grammes combined. Laws or private policies
 restricting smoking in workplaces may pro
 mote cessation, although the magnitude of
 this effect is unknown to date. Other policy

 measures, including restrictions on tobacco
 product advertising and promotion, may also
 contribute to cessation.4 A traditional public
 health intervention - school health education -
 might be refocused in part from its usual
 emphasis on preventing the onset of nicotine
 addiction to assisting addicted teenage smokers
 to quit.51 shall return later to the comparative
 advantages of individual cessation treatment
 and public health interventions.

 If cessation constitutes the conventional
 goal, alternative visions of nicotine substi
 tution or maintenance frame the harm re
 duction debate. In contemplating means of
 substituting for cigarette smoking less harmful

 methods of satisfying nicotine addictions, one
 can consider four possible scenarios:
 (1) As explained at this meeting, selected
 nicotine replacement products may become
 available on an over-the-counter (OTC) basis.
 This would be expected to increase the preva
 lence of an already existing phenomenon:
 former tobacco users who rely continually on
 nicotine based pharmaceutical products.
 These nicotine dependent individuals remain
 nicotine dependent, but the substitute pre
 sumably has less hazardous means of satisfying
 the dependency. OTC availability would also
 increase the likelihood that other nicotine
 dependent people, quite possibly in large
 numbers, might use these products when
 smoking is illegal or inconvenient for them (for
 example, at work or on aeroplanes), while
 continuing to smoke at other times (for ex
 ample, while at home). Such individuals will
 not stop smoking, but they may reduce their
 exposure to toxic tars and carbon monoxide. In
 both instances, the harmful effects of tobacco
 products may be reduced, possibly consider
 ably, but the nicotine addiction will be sus
 tained, producing a stream of expenditures
 that may cease only upon the demise of the
 nicotine replacement products' consumers.
 (2) Pharmacological substitutes for nicotine

 may be developed. These would be true
 nicotine replacement products, substitutes for
 both tobacco products and nicotine based
 pharmaceuticals. As in the preceding case, a
 continual flow of expenditures might result
 from this method of dealing with nicotine
 dependence.
 (3) We also have the possibility of greater
 reliance on other existing tobacco products.
 For example, Rodu1 argues that cigarette
 smokers who cannot successfully stop smoking

 should be encouraged to substitute smokeless
 tobacco products for their cigarettes. He
 believes that the net adverse health conse
 quences of nicotine dependence will be greatly
 reduced. In this variant on the substitution
 theme, a principal financial implication would
 be the shift in revenues from the cigarette
 manufacturers to the purveyors of smokeless
 tobacco products.
 (4) The final variant on the substitution/harm
 reduction theme is the adoption of new
 cigarette-like products produced by the major
 cigarette manufacturers. Eclipse and its pre
 decessor, Premier, represent technological
 innovations in nicotine delivery created by the
 tobacco industry with the apparent intent of
 satisfying smokers' cravings for nicotine, in
 lieu of their stopping smoking for fear of the
 health hazards. Each of these products, as well
 as others on the drawing board, is designed to
 deliver nicotine along with the behavioural
 aspects of smoking, while diminishing carcino
 genic tar delivery. Far from healthful, these
 devices may possibly reduce health risks for
 consumers who otherwise would continue to
 smoke regular cigarettes.
 A major financial implication of successful

 development and marketing of this class of
 products would be that the tobacco companies
 would continue to see the tens of billions of
 dollars of revenues to which they have become
 accustomed through cigarette sales. A quali
 tatively similar story relates to the transition
 from unfiltered to filtered cigarettes in the
 1950s and 1960s, and the subsequent growth of
 low tar/low nicotine cigarettes in the 1970s
 and 1980s,6 although the net impact on health
 is debatable.4

 Financial implications. For whom? For
 better or worse?
 As the preceding discussion suggests, the
 financial implications of dealing with the toll of
 tobacco will depend centrally on the route or
 routes that we choose to take. Once again, it is
 imperative to appreciate that the "we" in this
 sentence refers to the broader society, swayed
 by a wide variety of social and marketing
 influences. The community of health profes
 sionals will constitute one of these influences,
 but there is no reason to think that they will be
 the pre-eminent factor.

 Financial implications will be experienced
 by numerous sectors of the economy, regard
 less of the route taken. However, the specifics
 of society's approach will define the degree and
 even the direction of the financial impact
 experienced by each sector. Each of the
 following will be affected:
 (1) Consumers -In the absence of full in
 surance coverage of smoking cessation treat

 ment, smokers will bear some share of the
 financial burden of quitting or of switching,
 partially or completely, to alternative products.
 Many of those who "kick the habit" will
 experience an indirect financial implication,
 involving a modified pattern of health care
 costs in future years resulting from their
 avoidance of tobacco related diseases. (Indeed,
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 those who avoid tobacco related diseases will
 experience a modified pattern of expenditures
 for virtually all goods and services.)
 (2) Governments - The state and federal
 governments may be affected in three ways: (a)
 they may share in the direct cost of cessation
 treatment if, for example. Medicare and

 Medicaid decide to cover treatment services;
 (b) they may lose tobacco tax revenues if
 consumption of taxed tobacco products de
 clines ; and (c) they may experience a different
 pattern of future health care costs, attributable
 to decreasing smoking among the beneficiaries
 of government funded health care pro
 grammes. Note that the precise nature of this
 pattern is difficult to predict, dependent on the
 nature of the altered consumption behaviours
 (cessation, reduction in use of tobacco pro
 ducts, shift to less hazardous nicotine-only
 products, and so on) and on the resultant
 pattern of health and disease and associated
 use of medical services. Widespread cessation
 would be expected to reduce the financial
 burden on Medicaid programmes, for ex
 ample. Less clear is the anticipated impact on

 Medicare: reduced smoking would relieve the
 substantial burden of smoking related diseases
 among senior citizens, but it would also help
 former-smoking seniors to live longer during
 their Medicare-eligible years.7,8 As with the
 impact on consumers, the indirect effects on
 governments could include shifting patterns
 of other financial liabilities. Most notably,
 any significant reduction in the incidence of
 tobacco related diseases would increase Social
 Security expenditures.9
 (3) Insurers - Insurers will be affected to the
 extent that they choose (or are forced by
 regulations) to cover cessation treatments. In
 addition, as in the case of government agencies
 financing care, insurers would experience an
 altered mix of claims in future years. Although
 there is reason to believe that as a whole the
 insurance industry would incur fewer cost
 liabilities as cessation increased,7 there is also
 reason to expect that individual insurers might
 experience a net increase in expenditures
 associated with the cessation that they fund
 directly.10
 (4) Health care providers - Physicians, nurses,
 health educators, and others stand to gain
 directly if interest in smoking cessation in
 creases, either "spontaneously" or through
 expanded public or private insurance coverage.
 They would gain in the form of additional
 revenues for cessation services provided. In
 directly, the mix of health care expenditures
 in the future would change somewhat in re
 sponse to widespread smoking cessation. Some

 medical specialties might be expected to
 benefit (geriatricians, for example), while
 others would be likely to lose (for example,
 oncologists).11
 (5) Pharmaceutical companies-A. few phar

 maceutical companies have already generated
 revenues through sale of nicotine "gum" and
 patches. The availability of additional nicotine
 replacement products would be expected to
 increase pharmaceutical industry revenues.
 OTC availability would probably increase

 revenues, although it is conceivable that de
 creased unit price would outweigh increased
 volume of sales. Certainly, use of nicotine
 replacement products as ongoing complete or
 partial substitutes for tobacco products would
 increase industry earnings, possibly substan
 tially. And, as with the preceding interest
 groups, the pharmaceutical industry would
 eventually experience a shift in the demand for
 drugs used during the additional years of life of
 former smokers who avoided smoking related
 illnesses.
 (6) Tobacco companies - Tobacco companies'
 fortunes will vary dramatically, depending on
 how society chooses to deal with nicotine
 addiction. A nationwide pattern of cessation of
 tobacco product use, without substitution of
 alternative industry produced products, would
 obviously greatly damage the tobacco com
 panies' bottom lines. Conversely, a shift in the
 direction of alternative industry produced
 products might sustain revenues and profit
 ability, as has been the case with filtered and
 later low tar and nicotine cigarettes. At least
 one recommended approach to nicotine ad
 diction, switching from cigarette smoking to
 oral tobacco use,1 would redistribute revenues
 among the companies within the tobacco
 industry, away from the dominant cigarette
 companies.

 Contemplating the two final parties identi
 fied above, the pharmaceutical and tobacco
 industries, one must recognise that a series of
 highly plausible developments could create a
 unique strange bedfellows situation. With the
 introduction of such products as Premier and
 Eclipse, the tobacco industry has already
 shown that it is desirous of capturing the

 market of smokers who might stop smoking in
 the absence of a less hazardous alternative to
 cigarettes. With selected nicotine replacement
 products already on the market and others in
 various stages of development, and with OTC
 availability of nicotine replacement products a
 distinct possibility, the pharmaceutical indus
 try may find itself in the position of vying with
 the tobacco industry for the market of nicotine
 maintainers. That is, these two industries could
 go head-to-head competing for a potentially
 lucrative market of former cigarette smokers

 who choose not to forego nicotine. In effect,
 nicotine "replacement" products could
 become alternative nicotine maintenance pro
 ducts, competing with products like Eclipse
 to satisfy the nicotine cravings of millions of
 former cigarette smokers.
 Members of the tobacco control community

 (and certainly the pharmaceutical industry)
 might find this an objectionable notion, at
 minimum an affront to the good citizens of
 the ethical drug companies. But pharma
 ceutical companies might well appeal to the
 harm reduction principle, arguing that nicotine
 maintainers' health interests would be better
 served by (permanent) reliance on their
 nicotine-only products than on more "dirty"
 tobacco company products. (Eclipse is re
 ported to have a low tar yield and a relatively
 normal yield of carbon monoxide.2) Further
 more, other things being equal, it is un
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 deniable that a sustained revenue flow would be
 more desirable than the one time only revenue
 generated by products that successfully free
 smokers of their dependence on nicotine.
 The increasingly "high tech" character of

 approaches to grappling with nicotine ad
 diction, vividly illustrated by the new products
 of these two industries, strongly suggests that
 the financial implications of the smoking
 cessation/maintenance market will be sub
 stantial in the future, even if it is currently
 impossible to predict the ultimate winners and
 losers. But herein lies a critical observation:
 there will be winners as well as losers. We have
 a tendency, in the abstract, to consider any
 costs of smoking cessation as a social negative,
 a drain on society's resources. Although the
 costs are real, we must also recognise that one
 person's expenditures are another person's
 revenues. Financial implications are positive
 or negative, depending on where you sit.
 However society chooses to respond to

 nicotine addiction, individuals and industries
 will emerge as economic winners, at the same
 time that others emerge as losers. Indeed, even
 if everyone spontaneously stopped smoking
 entirely without the aid of any cessation
 products or programmes, industries outside of
 the tobacco industry would benefit, as monies
 previously devoted to tobacco products would
 instead be spent on other goods and services.12
 In an ideal world (or perhaps I should say in
 our ideal world), the economic beneficiaries of
 the response to nicotine addiction would
 include the community of health educators,
 physicians and other medical personel, and the
 pharmaceutical companies, all of whom would
 gain financially. The economic losers would
 be some combination of consumers, govern
 ments, and insurers, and of course the tobacco
 companies.

 This leaves us with one essential observation
 concerning the distribution of costs and
 benefits. Although the financial implications
 are considerable, the ultimate balance sheet for
 the nation's approach to nicotine addiction

 must feature the non-monetary outcomes that
 drive interest in this subject in the first place:
 the health implications of tobacco use and of its
 control. These are the costs and benefits of
 greatest consequence.

 Cost-effectiveness of smoking cessation
 treatments
 The technique of cost-effectiveness analysis
 (CEA) marries an interest in the financial and
 the health implications of methods of dealing
 with nicotine addiction. Unlike the implic
 ations of an unpredictable future, we do know
 something about the cost-effectiveness of tra
 ditional methods of treating nicotine depen
 dence in individuals. Thus, having devoted the
 lion's share of this paper to a conceptual
 discussion pertaining to the future, I conclude
 with a more tangible examination of knowledge
 gleaned to date from CEAs of smoking cess
 ation techniques. This review will offer lessons
 relevant to the analysis of future interventions

 and to contemplation of the future environ
 ment for tobacco control more generally.

 The table presents estimates of the cost per
 year of life saved, in 1993 dollars, for three
 categories of smoking cessation techniques and
 for other common preventive and secondary
 and tertiary health care measures. All of the
 numbers should be viewed as crude approxim
 ations, since they represent generalisations
 derived from a number of different studies.13
 As such, the figures should be interpreted
 qualitatively, as indications of the relative
 orders of magnitude of the different health care
 interventions.

 Among the three categories of smoking
 cessation techniques, the data indicate that
 low tech (or low intensity) techniques
 including self help guides, brief advice from
 non-physician health professionals, and some
 public health interventions - save life years at
 a cost of from about $100 to $500. At the
 upper end of the intensity and cost spectrum,
 "Cadillac care," use of nicotine replacement
 treatment along with physician counselling
 and professional follow up, costs approxi
 mately $6000 to $15000 per year of life saved.

 These are good health care buys, regardless
 of the level of intensity. Note that common
 disease prevention measures range from $1500
 to $15000 per year of life saved, while
 secondary and tertiary care cost from $20000
 to $100000 for each life year saved. The
 prevention and secondary and tertiary care
 categories represent widely accepted medical
 interventions that are performed regularly,
 and reimbursed regularly, without question.

 Several lessons can be drawn from these com
 parisons. In general, public health interven
 tions and the least intensive of the individual
 care techniques are likely to be the most cost
 effective smoking cessation methods. They are
 also, however, the least effective in terms of the
 sustained quit rate within the exposed popu
 lation.13 This should be interpreted as follows.
 If you take a given population of smokers, a
 public health intervention applied to that
 population will produce fewer quitters than
 more intensive provider-client approaches.
 However, if you consider the size of the
 population that can be reached with a given
 budget, it will be so much greater with the
 public health intervention that the intervention
 will produce more quitters, and a lower cost
 per quitter, than virtually all of the one-on-one
 techniques.
 The same holds true among the standard

 Cost per year of life saved (approximate 1993
 U.S. $f

 a Author's estimates, based on review of published reports,
 updated to approximate 1993 US dollars.
 b Self help cessation guides; brief advice, non-physician;
 broadcast media campaign; etc.
 c Nicotine replacement as adjunct to office based physician
 counselling.
 Source: reference 13

 Smoking cessation
 Low intensity"
 Brief advice, MD
 High intensity0

 $100-500
 $1000-3000
 $6000-15000
 $1500-15000

 $20000-100000
 Common disease prevention
 Secondary and tertiary care
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 treatment interventions: handing out bro
 chures to smokers is the least effective but the
 most cost-effective of the individual inter
 ventions, at least for the data that we have to
 this point.13 As one moves up the technology
 and complexity scale toward the high intensity
 interventions, one finds that effectiveness in
 creases but cost rises even more rapidly. That
 explains why the cost-effectiveness is least for
 the sophisticated behavioural programmes

 mixed with nicotine replacement.
 This does not mean that the high resource

 interventions are undesirable. For individuals
 who cannot stop with less intensive inter
 ventions, Cadillac care may constitute the only
 effective intervention and therefore the only
 cost-effective technique for dealing with nico
 tine addiction. More generally, compared to
 the other accepted medical interventions repre
 sented by the final two lines of the table, or
 considered more abstractly by asking how

 much we ought to be willing to pay to preserve
 a year of healthy life, the Cadillac care
 techniques appear to be very sound invest

 ments in better health. Who, for example,
 would not deem $15000 a worthwhile ex
 penditure to save a year of a patient's life?

 The real financial question thus becomes
 how much we as a society, and smokers as
 individuals, are willing to devote to smoking
 cessation, or to harm reduction for that

 matter. If the resources are to be limited, we
 must think seriously about the relative cost
 effectiveness of different interventions, in
 essence how we can maximise bang for the
 buck (or, more technically, how we can
 maximise the amount of smoking cessation for
 the limited resources available). A very con
 strained budget for smoking cessation should
 force serious consideration to devoting re
 sources to broad scale public health measures,
 including campaigns to increase tobacco taxes,

 media campaigns to discourage smoking, and
 so on. In such a tight fiscal environment,
 somewhat less attention can be paid to the
 relatively high cost treatment of individual
 patients.14

 If resources are to be more liberally avail
 able, as they should be when one considers the
 health and economic importance of tobacco
 use and of its cessation, one can then move
 more aggressively in the direction of getting
 more resource intensive treatments to indi
 viduals. Given the cost-effectiveness of even
 the high intensity smoking cessation inter
 ventions compared to other widely accepted
 medical interventions, any allocation of re
 sources that does not permit both public health
 interventions and the full range of individual
 smoking cessation treatments is socially
 inefficient.

 A concluding thought: resource
 availability and insurance coverage
 Resource availability is a function not only of
 policy decisions to fund smoking cessation,
 either through public funding or requiring
 coverage by insurers; it is also a function of
 individual smokers' willingness to pay for
 value received in treatment. The tobacco

 control community accepts as an article of faith
 that cessation treatment should be covered by
 health insurance. As I have pointed out
 elsewhere, however, if smokers believed that
 treatment worked, if they truly wanted to stop
 smoking, and if they had the resources to pay
 for treatment, the issue of coverage would be
 largely irrelevant.10
 Aside from equity concerns for poor

 smokers, for whom self funded treatment
 might be unduly burdensome, it is difficult to
 find an unambiguously compelling reason for
 mandating insurance coverage. Two argu
 ments are offered frequently: first, third party
 reimbursement would "nudge" smokers into
 treatment, an argument grounded in paternal
 ism that must itself be justified; second, if
 health insurance covers so many procedures
 that are demonstrably less effective and less
 cost-effective than smoking cessation, it should
 not discriminate against smoking cessation.

 I have considerable sympathy for the second
 argument, although it reminds me of the
 admonition that "two wrongs don't make a
 right". (True insurance is intended to provide
 protection against extremely costly, very low
 probability events that are not affected by the
 existence of the insurance; for most people,
 fire insurance on one's home is an example.
 Smoking cessation meets none of these criteria.
 Neither, however, do many medical services
 covered by health insurance.) Still, there is
 little doubt that preventive services, and
 specifically behavioural counselling, are judged
 against a more stringent standard than are
 other medical procedures. Whereas the latter
 are expected to be safe and effective, with
 attention to cost-effectiveness rare, counselling
 interventions must be shown to be safe,
 effective, and cost-saving. This is a standard
 that few procedures within medicine could

 meet today.
 Regardless of how one feels about the

 legitimacy of mandating insurance coverage of
 smoking cessation treatment, an affirmative
 decision would probably change the nature of
 how society grapples with nicotine addiction.
 Such a decision might alter the amount of
 resources devoted to this issue; it would
 certainly alter the distribution of resources.
 Here, as with the more far reaching implic
 ations of harm reduction strategies involving
 pharmaceutical and tobacco industry nicotine
 maintenance products, the future promises a
 vigorous battle for a market of substantial
 proportions.

 And what of harm reduction strategies?
 Acknowledgment of this alternative to cess
 ation raises a myriad of challenging questions.
 If we believe that smoking cessation should be
 reimbursed by health insurance, should sus
 tained, perhaps lifetime, use of nicotine re
 placement products be likewise reimbursed?
 The health benefit could be substantial (as
 could be the cost of "treatment"). In the
 extreme, this line of reasoning could lead to a
 rather remarkable, if seemingly absurd, con
 clusion. Perhaps it is best phrased as a
 question: If tobacco industry products like
 Eclipse ultimately demonstrably reduced ag
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 gregate health risk, would tobacco control
 advocates support subsidies for their con
 sumption ?
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 I shall begin with my conclusion: the major
 product implication of alternative treatment
 goals is the maintenance of flexibility. We need
 to develop a variety of pharmacotherapeutic
 options to allow individualised treatment, both
 for the particular smoker and for a particular
 treatment goal.

 I refer to flexibility here over a number of
 different dimensions, which I refer to as
 corollaries of flexibility. The table shows these

 major areas of concern. The first and obviously
 most important of those corollaries of
 flexibility or dimensions of concern, is the
 pharmacotherapeutic agent, per se.

 The figure shows cigarettes as well as the
 currently available, and perhaps soon to be
 available, nicotine replacement medications
 along a continuum of those that are the shortest
 acting and most rapid to reach their peak to
 those that are of longest duration and reach
 their peak the slowest. The first line indicates
 the dosage form; the second line shows the
 number of dosage units (cigarettes, sprays,
 pieces, systems) used per day; the third line is
 the approximate time to reach peak concen
 tration ; and the last line indicates approximate
 duration of significant plasma levels of nic
 otine.

 Of course, there are also several other
 important variables along this continuum,

 including the total administered dose, the
 degree of active patient participation, or the
 degree to which the medication is passive, as
 well as the side effect profile. Active par
 ticipation by the patient is indicated to some
 degree by the frequency of administration.
 Those dosage forms on the left side of the
 continuum, requiring most frequent ad

 ministration, involve the most active patient
 participation, while those requiring less fre
 quent dosing, often referred to as passive
 medications, appear on the right side. Trans
 dermal nicotine replacement, with only one
 daily dose, is currently the form requiring the
 least patient participation.
 The total administered dose per unit is quite

 variable. Transdermal systems have 7, 14, and
 21 mg available, while the gum provides 2 and
 4 mg per piece. Nasal spray, as I understand,
 will be about 0.5 mg per spray per side,1 (about
 1 mg per administration), and the average
 amount of nicotine obtained from a cigarette is
 estimated to be about 1 mg.
 Where are we going to go in the future here ?

 What are we going to need? Although it is not
 totally clear at present, I propose that what we
 need is more products along this continuum.
 The continuum of nicotine replacement cur
 rently available, or soon to be available, goes
 roughly from the short acting nasal spray on
 the left to transdermal systems on the right. As
 referred by others, I think we are going to need
 some dosage form (or forms) even more rapid
 acting than the nasal spray. Perhaps we need
 something that begins to approach the rapid
 onset and short duration of the nicotine in the
 cigarette. Perhaps the low tar, high nicotine
 cigarette itself will be useful. Possibly it will be
 something on the order of a pure nicotine
 cigarette of some sort, and reference has been

 made to those as well.

 Corollaries of flexibility

 Pharmacotherapeutic options
 Nicotine replacement
 Non-nicotine products
 Combination products

 Dynamic clinical status
 Research implications
 Who is the treater?

 Commercial implications
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