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Tobacco Treatment Disparities Among California

Medicaid Members With and Without Chronic

Disease Who Smoke
Nan Wang, PhD,1,2 Melanie S. Dove, ScD,1,3 Cindy V. Valencia, PhD,2,3 Elisa K. Tong, MD2,3,4
Introduction: People who are covered by Medicaid have a higher smoking prevalence than the
general population and are at an increased risk for tobacco-related disease, a major driver of Medic-
aid costs. California has the largest Medicaid program, called Medi-Cal, whose members also have
higher tobacco-use rates and tobacco-related disease. Quitting is beneficial at any age, and health
professional advice and assistance are a key indicator of smoking cessation. As Medi-Cal transforms
to improve population health and health equity, this study aimed to understand both the prevention
and treatment of tobacco-related disease by comparing health professional advice and assistance
among all Medi-Cal members with and without chronic disease who smoke.

Methods: Using data from the California Health Interview Survey (2014, 2016−2018), the authors
examined 3,517 Medi-Cal current smokers (age ≥18 years) who consulted a health professional and
reported about having a chronic disease. The outcomes included receiving advice or assistance
from a health professional to quit smoking. Adjusted logistic regression models were conducted to
examine the association between chronic disease and the outcomes, including adjusting for fre-
quency of office visits.

Results: Among 1,227,154 Medi-Cal members who smoke, over half (51.9%) of whom had at least 1
chronic disease, approximately half received cessation advice, and less than one third received smok-
ing cessation assistance. Smokers with chronic disease were more likely to receive health professional
advice (63.9% vs 33.7%, p<0.001) and assistance (37.7% vs 20.5%, p<0.001) than those without
chronic disease. In adjusted models, smokers with chronic disease were almost twice as likely to
receive advice (OR=1.97, 95% CI=1.39, 2.78) and 1.5 times as likely to receive assistance (OR=1.50,
95% CI=0.94, 2.38) as those without chronic disease, but the latter was not statistically significant.

Conclusions: Medi-Cal members who smoke have tobacco treatment disparities between those with
or without chronic disease, even after adjusting for the number of office visits. Medi-Cal population
health strategies for tobacco cessation treatment will need to improve prevention, not just treatment, of
tobacco-related disease to reduce the long-term burden on the healthcare system and associated costs.
AJPM Focus 2025;4(1):100292. © 2024 The Author(s). Published by Elsevier Inc. This is an open access article under
the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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INTRODUCTION
Smoking remains the single largest cause of preventable
disease and death in the U.S., causing multiple serious
diseases such as cancer, cardiovascular disease, pulmo-
nary disease, and diabetes mellitus.1 Quitting smoking is
beneficial at any age, can lower the risk for tobacco-
related diseases, and can improve quality of life and
mortality.2 Although a majority of cigarette smokers
make an attempt to quit each year, less than a third use
evidence-based assistance with medications or counsel-
ing to support the attempts to quit.2 Health professional
advice and assistance to quit are key indicators of smok-
ing cessation but vary across population subgroups.2

Although the prevalence of smoking among the U.S.
population continues to decrease, the prevalence of
smoking among people with chronic disease is still high
and unchanged, and more efforts are needed to provide
access to and promote and integrate cessation treatment
across the continuum of health care.3

People who currently smoke and are covered by Med-
icaid are at an increased risk for tobacco-related morbid-
ity and mortality.4 Individuals eligible for Medicaid have
a higher smoking prevalence than the general popula-
tion, and tobacco-related disease is a major driver of
Medicaid costs.2,5 Nationwide, smokers with Medicaid
were 1.5−1.7 times more likely to get a chronic disease
than smokers with private insurance or without insur-
ance.6 Decreasing Medicaid smoking prevalence by 1%
can reduce Medicaid costs by $630 million in the next
year.7

California has the largest Medicaid program, called
Medi-Cal,8 which has grown to cover 1 in 3 Califor-
nians.9 Medi-Cal represents over 40% of California’s
3 million smokers.10 By 2016, over half of all adult Cali-
fornian smokers with chronic disease conditions (heart
disease, diabetes, hypertension, and asthma) were cov-
ered by Medi-Cal, compared with over a quarter with
private insurance.10 Medicaid spends $40 billion on
health care for smoking-related diseases annually, >15%
of Medicaid expenditures.11 Annual healthcare expendi-
tures attributable to smoking in California were $10.7
billion in 2014.12

As the Medi-Cal program transforms to prioritize
population health and implement quality strategies for
addressing disparities,13 it is important to have a com-
prehensive understanding of both prevention and treat-
ment efforts of tobacco-related disease among Medi-Cal
smokers with and without chronic disease. Previous
research examined factors for differences in the receipt
of smoking-cessation advice and assistance among
Latino and non-Latino White adults aged 18−64 years
enrolled in Medi-Cal.14 There was no difference between
these 2 groups in adjusted models for receiving
assistance; however, there was an association between
having a chronic disease and receiving assistance.14 This
study further examined the association between having a
chronic disease and receiving assistance among a wider
population, including Medi-Cal smokers of all racial and
ethnic groups and adult ages. To examine patterns
within the chronic disease category, the study also ana-
lyzed the percentage of individuals with specific chronic
conditions—including asthma, diabetes, hypertension,
and heart disease—who received advice and assistance.
METHODS

Study Sample
Data from the 2014 and 2016−2018 California Health
Interview Survey (CHIS), a population-based survey that
is representative of the California population, were ana-
lyzed as a repeated cross-sectional study. Key outcome
variables (the receipt of health professional advice and
cessation assistance) were not asked in the CHIS 2015,
2019, or 2020, and only advice was asked in 2021 and
2022; thus, these were not included in this study.
The CHIS adult files collect yearly data from a state-

representative sample of Californian adults. The CHIS is
a telephone-delivered interview survey with a random
digit dial sample. Questionnaires are conducted in 6 lan-
guages, which include Tagalog, Vietnamese, Korean,
Chinese (Mandarin and Cantonese dialects), Spanish,
and English. The adult response rate was between 42%
and 45%. CHIS survey staff imputed missing values for
variables used in the weighting process, and further
details are available in the CHIS methodology report.15

Data collection methods were approved by the Univer-
sity of California, Los Angeles IRB (IRB#17-000362) and
the California Committee for the Protection of Human
Subjects (12-05-0176).16 This study was not subject to a
University of California, Davis IRB review because it
was a secondary and deidentified data analysis.
A total of 82,901 CHIS respondents participated in

2014 and 2016−2018. The study inclusion criteria were
adults reporting insurance coverage with Medi-Cal, aged
≥18 years, and current smokers (n=3,517). Current
smokers were defined as those who had smoked ≥100
cigarettes in their lifetime and smoked some days or
every day in the past month.14
Measures
In terms of the independent variable, respondents were
considered to have a chronic disease if they self-reported
that a doctor told them that they had 1 or more of the
following conditions: asthma, diabetes, hypertension, or
heart disease. The questions were Has a doctor ever told
you that you have high blood pressure?; Has a doctor ever
www.ajpmfocus.org
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told you that you have asthma?; [Other than during preg-
nancy, has/Has] a doctor ever told you that you have dia-
betes or sugar diabetes?; and Has a doctor ever told you
that you have any kind of heart disease?
In terms of the dependent variable, to evaluate the

receipt of advice and assistance to quit smoking from
health professionals, smokers were asked the following
questions: In the past 12 months, did a doctor or other
health professional advise you to quit smoking? and In
the past 12 months, did a doctor or other health profes-
sional refer you to, or give you information about, a
smoking cessation program?
The study included covariates to account for the

respondents’ characteristics in the analyses. Sociodemo-
graphic background included ages (18−34,
35−54, 55−64, or ≥65 years), sex (male or female), race/
ethnicity (Latino, non-Latino White, non-Latino Asian,
non-Latino African American, non-Latino American
Indian/Alaska Native, or non-Latino other, and multiple
races), and interview language (English or non-English).
Tobacco-related behavioral factors included daily ciga-
rette use (yes or no), stopping smoking for 1 day or lon-
ger in the past year (yes or no), and thinking about
quitting smoking in the next 6 months (yes or no). Phys-
iologic factors included self-rated health status (excellent
or very good, good, or fair or poor). Healthcare access
factors included the number of office visits to a doctor
or other health professional in the past year (continuous
variable, referred to as office visits in the remaining parts
of this paper) and having a usual place to go to when
sick or needing health advice (yes or no). The study also
included a survey year variable (2014, 2016, 2017, or
2018) to account for potential temporal differences.
These variables were selected according to previous
study findings.14

Statistical Analysis
Survey-weighted descriptive statistics for the prevalence
of each covariate were estimated for respondents with
and without chronic disease. The study then used chi-
square tests to examine the differences in the prevalence
of advice and assistance across different subgroups. For
each outcome, 2 logistic regression models were esti-
mated to examine whether the associations between hav-
ing at least 1 chronic disease and receipt of advice and
assistance were mediated by the number of office visits.14

Model 1 included all covariates except the number of
office visits, and Model 2 also included the variable for
the number of office visits. Results from the full models
are shown in Appendix Tables 1 and 2 (available online).
The p-values referred to 2-tailed tests, and statistical sig-
nificance was considered at p<0.05. Replicate weights
were used to account for the complex survey design. The
February 2025
variance inflation factor was calculated among covariates
in the logistic regression model and showed low con-
cerns of multicollinearity (i.e., variance inflation fac-
tor<5).17 All statistical analyses were performed using
SAS 9.4. Sensitivity analyses were performed excluding
adults that did not have any office visits in the past year
(Appendix Table 3, available online).
RESULTS

Table 1 shows the characteristics of Medi-Cal smokers
with and without chronic disease in 2014 and 2016−2018
in California. Among 3,517 participants (weighted pop-
ulation: 1,227,154 adults), more than half of Medi-Cal
smokers had at least 1 chronic disease, more than two
thirds were aged ≤54 years, over half were male, nearly
40% were non-Latino White, around 75% were born in
the U.S., 39% were interviewed in a language other
than English, and 20% did not have a usual place to go
to when sick or needing health advice. The percentage
of adults who stopped smoking 1 day or longer in an
attempt to quit in the past year was not different
among smokers with and without chronic disease
(61.8% vs 57.0%, p=0.42). Likewise, the proportion
thinking about quitting in the next 6 months was not
different among these 2 groups (76.7% vs 70.1%,
p=0.07). There was no change in either advice or assis-
tance from health professionals over time.
Figures 1 and 2 present the number of smokers and

the percentage of smokers who received advice or assis-
tance, respectively, both overall and stratified by the
presence or absence of chronic diseases as well as by 4
types of chronic diseases. For example, although the total
number of smokers with hypertension who received
advice or assistance is higher than that of smokers with
other chronic disease groups, the percentage of smokers
with hypertension who received advice or assistance is
lower. Figure 1 shows that less than half of current
smokers with Medi-Cal received smoking cessation
advice. The percentage that received advice for smokers
with chronic disease was nearly double the percentage
for smokers without chronic disease (63.9% vs 33.7%).
Among smokers with chronic diseases, those with heart
disease had the highest percentage of receiving advice,
followed by those with diabetes, asthma, and hyperten-
sion. Figure 2 shows that less than one third of smokers
received assistance. The percentage that received assis-
tance was greater for smokers with chronic disease
(37.7%) than for smokers without chronic disease
(20.5%). Among smokers with chronic diseases, those
with asthma had the highest percentage of receiving
assistance, followed by those with diabetes, heart disease,
and hypertension. Although descriptive statistics showed



Table 1. Characteristics of Medi-Cal Smokers by Chronic Disease Status, California Health Interview Survey (2014,
2016−2018)

Characteristic

Total No chronic disease At least 1 chronic disease

n (%) n (%) n (%)

Participants 3,517 (100) 1,485 (48.11) 2,032 (51.89)

Age, years

18−34 727 (34.01) 471 (45.75)*** 256 (23.12)***

35−54 1,177 (35.83) 535 (35.11)*** 642 (36.49)***

55−64 977 (19.79) 298 (13.85)*** 679 (25.30)***

≥65 636 (10.37) 181 (5.29)*** 455 (15.09)***

Female 1,750 (43.05) 660 (40.39) 1,090 (45.52)

Race

Latino 804 (34.60) 393 (42.49)*** 411 (27.28)***

Non-Latino White 1,858 (39.64) 792 (39.26)*** 1,066 (40.00)***

Non-Latino Asian 172 (8.30) 70 (6.38)*** 102 (10.08)***

Non-Latino African American 341 (11.47) 106 (8.09)*** 235 (14.61)***

Non-Latino AI/AN 125 (1.81) 46 (1.38)*** 79 (2.20)***

Non-Latino other and multiple races 217 (4.17) 78 (2.40)*** 139 (5.82)***

Interview Language

English 2,559 (61.0) 1,030 (55.06)** 1529 (66.60)**

Non-English 958 (39.0) 455 (44.94)** 503 (33.40)**

Daily cigarette use 2,508 (66.47) 1,014 (64.12) 1,494 (68.65)

Stopping smoking 1 day or longer to quit in the past
year

2,010 (59.50) 801 (57.03) 1,209 (61.78)

Thinking about quitting in next 6 months 2,517 (73.50) 1,009 (70.06) 1,508 (76.68)

Self-rated health status

Excellent/very good 800 (27.87) 520 (40.99)*** 280 (15.71)***

Good 1,107 (31.31) 515 (34.15)*** 592 (28.67)***

Fair or poor 1,610 (40.82) 450 (24.86)*** 1,160 (55.62)***

Receipt of cessation advice 2,000 (49.37) 619 (33.74)*** 1,381 (63.86)***

Receipt of cessation assistance 1,109 (29.43) 355 (20.49)*** 754 (37.72)***

Office visits (mean§SD) 3.54 § 0.14 2.59 § 0.16*** 4.43 § 0.21***

Usual place of care 3,010 (79.87) 1,175 (71.25) *** 1,835 (87.86)***

Year

2014 581 (19.72) 238 (21.84) 343 (17.76)

2016 1,066 (29.50) 460 (28.68) 606 (30.25)

2017 873 (22.59) 372 (22.45) 501 (22.71)

2018 997 (28.19) 415 (27.03) 582 (29.27)

Note: Boldface indicates statistical significance (**p<0.01 and ***p<0.001).
AI/AN, American Indian/Alaskan Native.
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some variation in advice and assistance by chronic dis-
ease type, these differences were not statistically signifi-
cant.
In Table 2, Model 1 shows that smokers with chronic

disease had 2.3 times the adjusted odds of having
received advice as those without a chronic disease
(p<0.001). Model 2 shows that after adding office visits
to the adjusted model, the OR of having received advice
decreased slightly to 1.97 (p<0.001). Smokers with
chronic disease received more advice, even after adjust-
ing for the number of office visits. For every additional
office visit, the odds of having received advice increased
by 24% (p<0.001). Other variables associated with the
receipt of advice included being aged >55 years (com-
pared with being aged 18−34 years) and smoking daily;
there was no association between study periods and the
receipt of cessation advice (Appendix Table 1, available
online).
In Table 2, Model 3 shows that smokers with chronic

disease had 1.7 times the adjusted odds of having
received assistance as those without a chronic disease
(p=0.02). However, Model 4 shows that after adding the
variable for office visits, the OR of having received assis-
tance decreased to 1.50 and was no longer statistically
www.ajpmfocus.org



Table 2. Association Between Chronic Disease and Cessa-
tion-Related Advice/Assistance Among Medi-Cal Smokers

Advice

Model 1 Model 2

Covariates OR (95% CI) OR (95% CI)

Chronic disease

No ref ref

≥1 2.31 (1.65, 3.23)*** 1.97 (1.39, 2.78)***

Office visit — 1.24 (1.16, 1.32)***

Assistance

Model 3 Model 4

Covariates OR (95% CI) OR (95% CI)

Chronic disease

No ref ref

≥1 1.72 (1.10, 2.69)* 1.50 (0.94, 2.38)

Office visit — 1.17 (1.10, 1.24)***

Note: Boldface indicates statistical significance (*p<0.05 and
***p<0.001).
Model 1 adjusted for age, sex, race or ethnicity, interview language,
daily cigarette use, stopping smoking 1 day or longer to quit in the past
year, thinking about quitting in next 6 months, self-rated health status,
and survey year. Model 2 adjusted for all covariates in Model 1 and
office visit. Model 3 adjusted for age, sex, race or ethnicity, interview
language, daily cigarette use, stopping smoking 1 day or longer to quit
in the past year, thinking about quitting in next 6 months, self-rate
health status, and survey year. Model 4 adjusted for all covariates in
Model 3 and office visit.

Figure 1. The Total Number and Percentage of Medi-Cal Smokers R
Note: Bar length represents total number of smokers in each category. Perce
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significant (p=0.09). For every additional office visit, the
odds of having received assistance increased by 17%
(p<0.001). There was no difference between race and
receiving cessation advice and assistance (Appendix
Tables 1 and 2, available online). In sensitivity analyses
of Models 2 and 4, among adults who had at least 1 doc-
tor visit in the past year, results were not substantially
different (Appendix Table 3, available online).
DISCUSSION
Among the estimated 1.2 million Medi-Cal members
who smoke, approximately half received smoking cessa-
tion advice, and less than one third received smoking
cessation assistance. Half of Medi-Cal smokers had a
chronic disease, and those smokers had double the likeli-
hood to receive advice to quit as those without a chronic
disease, even after adjusting for the number of office vis-
its. Medi-Cal smokers with a chronic disease, compared
with those without, had an increased likelihood of
receiving assistance, but this was no longer statistically
significant after adjusting for office visits; however, this
may be reflective of the overall low assistance rates. The
chronic disease category did not have statistically signifi-
cant differences for rates of advice or assistance across
specific chronic conditions (asthma, diabetes, hyperten-
sion, and heart disease). Medi-Cal population health
strategies for tobacco cessation treatment will need to
eceiving Advice by Chronic Disease.
ntage labels indicate proportion receiving advice.



Figure 2. The Total Number and Percentage of Medi-Cal Smokers Receiving Assistance by Chronic Disease.
Note: Bar length represents total number of smokers in each category. Percentage labels indicate proportion receiving assistance.
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improve prevention, not just treatment, of tobacco-
related disease to reduce the long-term burden on the
healthcare system and associated costs.
The proportion of Medi-Cal members who smoke and

received advice in this population-based study was lower
than that reported in patient experience surveys of Med-
icaid members who saw a provider. The study specifi-
cally found that 49% of Medi-Cal smokers received
advice, which was less than the reported 65% in the 2016
Consumer Assessment of Healthcare Providers and Sys-
tems (CAHPS) Medicaid Managed Care Survey in Cali-
fornia.18 Similarly, the study found that 29% of Medi-
Cal smokers received assistance, which was lower than
the reported California data in the 2014−2015 Nation-
wide Adult Medicaid CAHPS survey (44% received ces-
sation medication from their health providers, 39%
received nonmedication support to assist with quit-
ting).19 Medi-Cal managed care plans have relied on
CAHPS for their tobacco quality metric performance,
but it is essential to note that a patient experience survey
has severe limitations in its methodology compared with
population-based surveys. Both CAHPS and Nationwide
Adult Medicaid CAHPS have low response rates
(»24%).18,19 In addition, over half of the managed care
plans were not included in the analyses because they had
fewer than the required 100 individual member
responses for this measure.18,19 Population health and
quality improvement efforts for tobacco need to be based
on healthcare data of plan members and prioritized by
plans as an essential Healthcare Effectiveness Data and
Information Set measure for tobacco treatment to move
beyond a patient experience measure.
The findings show that Medi-Cal members who

smoke with chronic disease and with more frequent
office visits were associated with receiving more smoking
cessation advice, which is consistent with previous stud-
ies. Five or more doctor visits and having a chronic dis-
ease were associated with receiving cessation advice
among the previously described study of Latino and
non-Latino White Medi-Cal smokers.14 This study
expands this research by specifically examining the rela-
tionship between chronic disease status and the provi-
sion of smoking cessation advice or assistance among
Medi-Cal smokers, encompassing all racial and ethnic
groups and adult ages. One European study found that
smokers with chronic diseases received cessation support
more frequently than smokers without chronic disease.20

Another study found that smokers with a higher frequency
of office visits were more likely to receive cessation medica-
tion orders.21 In addition, this study included smokers who
did not have any clinic visits in the past year because they
can still receive advice or assistance from online cessation
resources (e.g., quitline). More population health strategies
are needed outside of the clinic setting because health
www.ajpmfocus.org
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professionals report challenges due to competing priorities,
time constraints, or lack of training.22

Medi-Cal is undergoing a systems transformation
known as California Advancing and Innovating Medi-Cal
(CalAIM) with initiatives that emphasize population
health management, health equity, and community
support.23,24 In the 2022 Department of Health Care Serv-
ices Comprehensive Quality Strategy plan,25 a key docu-
ment driving CalAIM’s new bold goals, tobacco is not
prioritized as a goal or a priority clinical outcome metric.
However, many chronic diseases and health conditions
(e.g., colorectal cancer, high blood pressure, diabetes, pre-
natal and postpartum care, follow-up for mental health,
and substance use disorder) caused and worsened by
tobacco use are priority clinical outcome metrics. Tobacco
used to be 1 of 5 focus areas for Medi-Cal managed care
plans for the 2018 Department of Health Care Services
quality strategy, but improvement goals were not met to
increase the proportion of smokers counseled (from 65%
to 76%), as measured in the 2019 CAHPS, nor the pro-
portion of smokers with a discussion about using cessa-
tion medications (from 38% to 45%).25 Now, tobacco is
included in CalAIM’s 2023 Population Health Manage-
ment Policy as part of the requirement for Medi-Cal man-
aged care plans to offer comprehensive wellness and
prevention programs that provide information.26 Medi-
Cal managed care plans are expected to report annually
on how community-specific information is used to design
and implement strategies unique to their population
needs. Leveraging both the chronic disease management
priorities and population health focus in CalAIM23,24 will
be important to continue integrating tobacco treatment
and address tobacco treatment disparities among Medi-
Cal members with and without chronic disease.
To promote tobacco treatment outside of the clinical

encounter, healthcare systems and plans that serve
Medi-Cal members can consider proactive outreach
strategies27 to connect members to evidence-based
tobacco treatment services, such as free state quitlines.28

Proactive outreach to Medi-Cal patients who smoke but
do not have documented assistance within the Los
Angeles County Department of Health Services led to
16% of these patients agreeing to a quitline referral.28

Higher response rates were among those patients called
with a local area code and Spanish-speaking smokers
than among English speakers.28 Three Medi-Cal man-
aged care plans are implementing proactive outreach
with the state quitline, Kick It California, and CA
Quits,29 a project that advances tobacco treatment deliv-
ery for Medi-Cal. These plan efforts include improving
the identification of members who use tobacco because a
Department of Health Care Services report showed that
administrative data only identified 20% of members.30
February 2025
Incentives for Medicaid members also increase
engagement with tobacco treatment services. In the
Medi-Cal Incentives to Quit Smoking project, a Centers
for Medicare and Medicaid Services statewide demon-
stration project,31 Medi-Cal members were offered mod-
est incentives (nicotine patch starter kit, $20 gift card) to
engage with Kick It California, the state quitline.31 The
Medi-Cal Incentives to Quit Smoking project showed
that statewide outreach improved the reach of quitline
use among Medi-Cal members.31 A cost−benefit analy-
sis showed that the incentives had nearly $2 cost savings
for Medi-Cal for every dollar spent.32 Some Medi-Cal
managed care plans also began implementing proactive
outreach mailings about incentives to members.33 As
Medi-Cal managed care plans decide on strategic invest-
ments, there is substantial evidence that incentivizing
members for tobacco treatment will have cost savings.
Community-based strategies for tobacco treatment

are also important, especially for populations who are
less likely to visit a physician. Community pharmacies
can be important for enhancing access to care,34 because
California pharmacists can furnish nicotine medication
without a prescription.35 Leveraging community leaders
and promotors can be an effective channel and trusted
messenger for health education and prevention serv-
ices.36 Community health workers are a covered Medic-
aid benefit in 9 states (California, Indiana, Louisiana,
Minnesota, North Dakota, Nevada, Oregon, Rhode
Island, and South Dakota).37 Community health workers
can potentially promote or provide tobacco treatment
services for different populations, such as those with lan-
guage or access issues, and community settings, espe-
cially rural areas.
Finally, health systems and plans need to improve the

data collection and reporting of tobacco use assessment
and counseling quality metrics. The 2023 Uniform Data
System for community health centers to report on qual-
ity metrics now requires including e-cigarettes and vapes
as tobacco products in tobacco assessment.38 In Califor-
nia, public hospital clinics are now required to report on
the proportion of tobacco users who were counseled
instead of only reporting the combined proportion of
patients assessed for tobacco status (the majority who
are nonsmokers) plus the tobacco users who were
counseled.39,40 The 2024 electronic Clinical Quality
Measure for tobacco will now include reporting on ages
≥12 years and not just adults.41

Limitations
This study had several limitations. First, this study is
cross-sectional and an observational survey; thus, the
study team could not conclude any causal relationship.
Second, the response rate was below 50%, but the CHIS
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used survey weights to account for some of the nonres-
ponses. Third, the measurements in CHIS were self-
reported, which may be subject to social desirability bias
or recall bias. Fourth, findings may not be generalizable
to all adults in different states and individuals in other
age groups. Fifth, the study did not explore health pro-
fessional factors that affected the delivery of smoking
cessation advice and assistance for smokers with or with-
out chronic disease(s). Finally, cancer was not included
as a chronic disease in the survey, but this is an impor-
tant population for future study because Medi-Cal mem-
bers with cancer present with later stages of cancer and
are sicker than those with private insurance.10
CONCLUSIONS

Because Medi-Cal members represent a large proportion
of California’s population and smokers, Medi-Cal and
its managed care plans will need to identify their mem-
bers who use tobacco, accurately measure how they are
being advised and assisted, and develop sustainable
strategies for offering community-engaged and popula-
tion-based tobacco treatment services. These steps will
help to ensure that tobacco treatment is equitably offered
to all Medi-Cal members for both prevention and treat-
ment of tobacco-related diseases.
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