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Increasing Reach of Tobacco Cessation Quitlines
A Review of the Literature and Promising Practices

INTRODUCTION

Background

About 45.3 million Americans (20.8%) smoke cigaest{CDC, 2007), which is double the Healthy Pe@pl€0 goal of
10% (USDHHS, 2000a). About 43.5% of smokers hapented trying to quit within the last year, and2%4.have tried
to quit without the use of any cessation treatmésitsifman, Brockwell, Pillitteri & Gitchell, 2008)Unfortunately, many
former cigarette smokers have difficulty stayingtguith about 70% to 90% resuming smoking witHue first year of
quitting (Fiore, et al., 2000; Garvey, Bliss, Hitdek, Heinold & Rosner, 1992). Data from 2@08 Treating Tobacco
Use and Dependence Clinical Practice Guideline @&lihe)suggest that smokers are more likely to quit swefodyg if
they use evidence-based counseling or medicaatntient than if they tried to quit on their ownaofiéi, et al., 2008).

Quitlines provide such evidence-based counselinitliQes encourage tobacco users to quit by pragdhem with
services such as counseling that is conductedainent and qualified professionals, medicationgrimftion, self-
help materialg&nd referrals to community-based cessation prog(AlAQC, 2006) Evidence proves that telephone
counseling helps people quit (Stead, Perera & Lstega2006). Because of this, tGeidelinerecommends telephone
counseling as a proven and effective method faadob cessation (Fiore, et al., 2008). In additiba,Task Force on
Community Preventive Services’ Guide to Communitgventive Services strongly recommends providihepteone-
based counseling along with other systems char2p&oy.

Drawing similar conclusions, the 2007 InstituteMddicine reporEnding the Tobacco Problem: A Blueprint for the
Nationrecommends strengthening and fully implementingentty proven tobacco control measures, includimgliges.
The report states, “These comprehensive stategmegras well as their individual components, haantshown to be
effective. Failure to sustain these efforts wilstlives”, (Bonnie, Stratton & Wallace, 2007). Téngthors of the National
Action Plan have suggested that quitlines couldhres many as 16% of tobacco users annually (Feoid,, 2004).

The recenBest Practices for Comprehensive Tobacco ControgRams — 2007eport recommends funding cessation
services at a level of $3.43 per capita in eadie seanough to serve 6% of all tobacco users wittlegxe-based programs
and services (USDHHS, 2007).

Fortunately, the tobacco control community is vpelsitioned to put this advice into practice. Dughieir effectiveness
and ability to reach and serve tobacco users, degss of location, quitlines have spread quickisoas North American.
Today, residents in all 50 states, the Districd€ofumbia, U.S. territories, all ten Canadian proess, Nunavit, the
Northwest Territories, and Mexico have accessée,fpublic quitline services.

In 2004, in an effort to build quitline infrastruece in the U.S., 1-800-QUIT-NOW was establishe800-QUIT-NOW is
a single toll-free portal number that provides serskwvith easy access to their local telephoneineitThis service was
made possible through a partnership between Stageg&enters for Disease Control and Preventioffis€on Smoking
and Health (CDC OSH), the National Cancer InstisuBancer Information Service and the North Amari€auitline
Consortium (NAQC). Canada is exploring use of alainmational portal number for its quitlines.

Call to Action

Despite all we know about the effectiveness ofligpais, they continue to serve less than 2% of tobaisers each year
(NAQC, 2006; Cummins, Bailey, Campbell, Koon-Kir&yZhu, 2007; Ossip-Klein & Mcintosh, 2003) and aet
funded at levels recommended by numerous nati@athagencies as noted above. CDC and NAQC recanhine
2015 each quitline should achieve a reach of at &% of its total tobacco users. NAQC believes tain be achieved
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through both significantly increasing funding tdttjnes and continued focus on improved quitlinagtices. With
adequate funding, a reach goal of 6% is possildersuld increase overall health, save lives losobacco-related
deaths and diseases and decrease direct medital\8bth renewed focus on healthcare reform antl @m#ainment,
cost-effective services like quitlines will becomere and more necessary and valuable.

At presently funded levels, while we know many tetgées work for increasing quitline reach — asdmamonstrated

in this paper — without additional funds for quiés, such approaches offer challenges and oppetiriinlike other
public health interventions, promoting quitlineguees staffing of the quitline which correspondte intensity and

net effectiveness of an overall campaign (S. H.,2000; S H Zhu, Johnson, Tedeschi & Roeseler, 2@Mie key
consideration that may impair a quitline’s abilityeffectively serve its participants is that exaamally large promotions
can result in very high call volume and not enosgifing or, in the alternative, lack of promotican result in low call
volume, which could lead to staff underutilizatidiosbaek, Austin, Stark & Lambert, 2007).

One thing marketers have learned is that constamqtions lose their ability to command attentihe solution to
this “burn out” effect is to keep promotions freshwell as varied (Zhu, 2000; Zhu, et al., 2000hat\is needed is a
relatively constant level of varied promotion sbcallls can be handled and all staff members futijzed. Such an
approach requires additional funding, so that imgifl can explore and implement promising practicgegies, such as
the ones highlighted in the paper, to improve métkffectiveness and reach.

Results

This document provides an overview of the publislitedature as well as examples from practice ogsata increase
the reach of quitlines. It is divided into sevesattions by topic area. Each section summarizegubkshed literature
first and supplements that information with examsglem the field to show how each strategy is beisgd in practice.
Literature examples were found using PubMed ancbgmmendations from NAQC members.

Key findings include:

TV advertising still cost effective way to reaclvéoco users

Television advertising appears to be the most effeemeans of reaching the largest number of peaptace. Several
states such as California, Nevada, Utah, Vermodiisconsin have seen increases in call volume #iféeairing

of television ads. While television ads may beniust effective means of advertising, they are tleanost costly.
Television ads may be taxing on the quitline’s etdand have great potential to overwhelm quitlitadf 10t prepared for
a large influx of calls.

Other cost-effective media options

Media avenues such as radio, newspapers and diegltdigs may offer quitlines a more cost effectsteategy for the
recruitment of smokers. Quitlines in Minnesota,&lma and Vermont found direct media sources ofréidirgy to be a
useful and cost-effective strategy for increasialljwolume.

Online advertising offers great potential

Given the accessibility, versatility and populantithe Internet, online advertising has great pitdto reach smokers
trying to quit. Several avenues exist to advertiskne such as banner ads on websites, pay pé&radiertising, email
marketing, blogs and text links and social netwaglsites. States and provinces such as Britishr@lwhy Delaware,
Idaho, Minnesota, New Jersey, Utah and Vermonbafiae advertising to recruit smokers to their Veesisted tobacco
interventions (WATI) and quitlines.

Building referral networks

Healthcare and community services system changgsadicies and practices designed to promote srgat@ssation that
can be integrated into patient care in a hosmitital practice, physician office or any settingevehhealthcare providers
or community services professionals see tobacas uegularly. States such as California, lllindigine, Massachusetts,
Ohio and Wisconsin have found great success willibg referral programs designed to refer smokerthe quitline
from natural settings like their health providesffice, community organizations, barbers and hasders, schools, etc.

NRT programs increase call volumes
Seventy percent of U.S. quitlines have offered frieetine replacement therapy (NRT). States haperted at least a
twofold increase in the number of calls duringeefNRT promotional program, yet they have foundehgpes of
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programs to be expensive to implement. Howevey, tiaee been found an effective strategy to helpynsamokers at one
time and increase reach and quit rates.

Quit and Win contest raise awareness and reach

Quit and Win contests are programs designed tormelp/ate smokers to remain abstinence during genehere relapse
is most likely to occur (within the first month qgfitting). These programs provide incentive forduals to stay quit by
offering opportunities for individuals to win a pe for pledging to stay quit.

Linking ad campaigns to tobacco policy changessgglke call volumes
Quitlines found advertising campaigns in conjunttigth state tobacco policy changes, such as d¢tedoor air laws and
tobacco tax increases, increased the number aftcetheir quitlines.

Mixed data on message tailoring for special proomsti

Research is mixed regarding the use of tailoredsages in recruitment of special populations of ssnoko research
studies and quitlines. Some studies show that rnmaame messages are equally effective at attrantembers of priority
populations. At the same time, other work has shiailored messages to be effective at generatilig ftam those
populations.

In conclusion, quitlines have a number of strategieailable to increase reach. The remainder sfithper will explore
these possibilities in-depth, offering the mostergdnformation from published literature alongwikal-life examples
from the field to illustrate these various apprazcn action and how they can be used to improuagpractices and
help move the field toward the goals of-an 8% hesmtd 6% service delivery to all tobacco users.

PAID, EARNED AND NEW MEDIA

Review of the Literature

In general, television advertising is the most@fe means of generating calls to quitlines, dltie most expensive.
According to a report by the Global Dialogue, “WHe=levision] ads with a quitline tag are airedgad, people will
call. In fact, when TV ads are aired, people tyliyozall immediately, causing significant spikesnamber of calls to the
quitline” (2006). Evidence of this relationship Wween television advertising and call volume haslveported by many
research studies; (Erabas, Bui, Huggins, Harperl&t&y/2006; Erbas, Bui, Huggins, Harper, & Whité08&; Wilson,
Grigg, Graham & Cameron, 2005). In one Massachaisaity, recent quitters found television advertjgo be more
helpful than any other quitting aid, due, in p&otthe large numbers of people exposed to the tisivey (Biener 2006,
cited in Global Dialogue, 2006). In England, anotstedy reported that television advertising hatipmrformed advice
from health professionals or encouragement froeméts and family as the trigger to making a quératit (BMRB,
2004).

Due to the potential scale of the impact of televisadvertising, managing staffing levels in conedion with television
advertising schedules is critical to providing detent high-quality service to tobacco users wantmquit (CDC, 2004;
California Department of Health Services, 2000hbmted in Global Dialogue, 2006). Television ads so effective that
quitline programs must often scale back advertitingvoid overloading counselors. Due to quitlitedfeng budgets,
staffing levels are often capped, making it diffica effectively manage high-volume call perio8AQC 2005, cited in
the Global Dialogue, 2006).

Studies have been conducted focusing on the cfesttigEness as well as the reach of television didueg buys and calls
to quitlines. The findings suggest that televisilvertising increases calls to quitlines for battokers as well as
smokeless tobacco users (Wilson, et al., 2005)d&ebkers have assessed the cost-effectivenesdveftiaing by looking
at changes in call volume relative to the timeatlavas aired (Miller, Wakefield & Roberts, 2003;rHuAuguston,
Backinger, Deaton & Bright, 2007). Television adsé been found to be both more cost-effective thdio (Mosbaek
2002) and less cost-effective than radio (Farrellyssin & Bauer, 2007). Consistently, those tobaczmrs who call the
quitline in response to television ads are thogesusho plan to stop tobacco use within the nexd8& (Mosbaek, et al.,
2007). In another study, those smokers in the highenomic bracket were as equally likely to callidg a television ad
campaign as those in lower economic brackets (8&h®006).
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While more research is needed to better understencelationship between media placements and/chiine, some
examples of successful campaigns can provide mealé@gild on. In one example, television watcheesevmore likely
to respond to television ads shown during the Hday pther ad placements during other times of dye(Wilson, et al.,
2005). Similarly, another study found that ovecaist and cost return for daytime television placetisigvere one third of
the cost ($70 per call) of the evening buys ($3&2qall) (Mosbaek, et al., 2007). The authors hiypsized the cost per
viewer was higher for evening television buys beseagvening television viewers are generally pagioge attention to
the TV broadcast than daytime viewers. Anotherdigptaying into the low call volume for evening ade that

most quitlines aren't staffed 24-hours, and typycedllers who do not reach a staff member the fiinse they call are
unwilling to leave their information or call back@sbaek, et al., 2007).

In Australia, Monday through Wednesday televisidrplacements were more effective at generating tadin ads placed
on other days (Erabas, et al., 2006; Erbas, €2@06) Carroll and Rock (2003) also found that Aal&in smokers were
more likely to call the quitline when ads were gldaluring shows considered to be light entertainirfeg., game shows,
reality television) compared to higher-involvemprigramming (e.g. dramas, documentaries or movigsjther study
also found that ads placed in reality or game shtght entertainment”) were perceived to be moredible than those
placed in comedy shows (Durkin and Wakefield, 2005)

Targeting the message so that it gets the highspbnse is critical. Several countries and Uaesthave had great
success using a combination of “why to quit” andwho quit” messages (Carroll & Rock, 2003; Wilsehal., 2005);
Wilson et al, 2005; Biener et al, 2006; Norwegidrebtorate for Health and Social Affairs, 2003) cAading to the
Global Dialogue, “why to quit” messages “shouldhaed-hitting about the consequences of tobaccoalis@ing
negative emotions (anger, loss, sadness, guil), tieat prompt smokers to make a quit attempt n@vékefield, Freeman
& Donovan, 2003; Wilson, et al., 2005; Hutchisormket2005; Biener, McCallum-Keeler, Nyman, 200@jotw to quit”
messages, on the other hand, “should be suppanigdgositive, emphasizing available quitting resesrand giving
smokers hope they can succeed” (Global Dialogu@gRdestimonials provide messages from real-léegte, putting
a “face” on the desired message. Testimonials easobt-effective means of reaching specific popuiatthrough
messengers who are like the target group. Theyeaither “how to quit” or “why to quit” ads. In erstudy, ads that
showed real life testimonials by people who logtifg members to tobacco related diseases and asbments that
were practical about how to quit smoking were nedfgctive in recruiting smokers to quitlines (Moskaet al., 2007).
Further, ads with a “call to action” such as shapdnsmoker picking up the phone or giving the ngssao quit were
also most effective at generating calls to theligeitHaviland, et al., 2004).

Examplesfrom Practice

Television ads to increase call volumes

Quitlines have found success in using televisiatadncrease the number of calls to their quilirieor instance, the
Vermont quitline found television advertisements thost common referral source to their quitline§%4) among
smokers who called between February 2001 and Ja@&e I addition, members from Nevada partnered thie
Southern Nevada Health District to run televisids about the quitline and saw increases in the ruiocalls received.
Members from Utah found one television ad titleddhé Life Easier” generated more calls from men goanother ad.
Finally, Wisconsin experienced increases in catisnfAfrican Americans, Latinos and uninsured call@hen television
ads were aired focusing on these populations.

Ads emphasizing quit help effective

Quitlines have found that television ads that emspeathe importance and effectiveness of using teetjuit have
been effective at generating calls to quitlineswNgouth Wales, Australia doubled calls to the qmetby stating in ads
that smokers are twice as likely to quit if they tise callback service offered (Global Dialogue)&0 California and
other states have had success with the “quittikestaractice” ad, emphasizing it often (usuall{¢etamore than one
quit attempt to be successful. One qualitativeystndNew Zealand found that smokers want to knoat tjuitting can
be a long-term process (The Quit Group 2005, citgslobal Dialogue, 2006). This suggests that adglasizing the
need for multiple quit attempts in combination witle resources that are available might also fooufe spectrum of
available resources to encourage smokers to tretong else if they have been unsuccessful in dse p
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Strategies to mirror staffing levels to promotion

Several members have used strategies to moreiediganatch staffing levels with television pronmais. California
alternates tags on its ads in Los Angeles andeteof the state — one week the LA tag is for tindige and the tag

for the remainder of the state is for the Web sitgie the next week the tags are reversed. (et personal
communication, May 2006, cited in the Global DiaR#6). Many programs have also used flighting,relaels are on
the air only during certain periods of the year (& 2005).

It is important to note that while television adiging is likely the most effective means of reaghthe largest number
of people at once, it is the most costly type ofeatising to use. Some programs will not be ablaftord sustained
television advertising or even any advertising. &mmple, in 2005 only two quitline programs in €ada were able

to afford television advertisements (NAQC, 2005)eDo the current and anticipated budget cutsofoadco control
programs, quitlines will need to make decisionsutlwhich promotional strategies to employ basetherresources
available to them. Other vehicles such as newsar@amierage, healthcare provider referral netwarksd of mouth,
websites, radio and print ads should also be cersidas tools to increase quitlines’ reach. INNAQC 2008 Annual
Survey of Quitlines, NAQC found that some quitlimgsre quite successful at generating reach higizer the 1%
average with quite low per-smoker media expendsture

Level of Advertising Exposure

While there is no “recommended” level of media esyre for quitlines, several successful programsatipaintain a
presence of 400-600 TARPs/GRPs per four weeks gitinm periods when the campaigns are on-air (GIbtzdbgue,
2006). The CDC recommends a funding level of betw&$30 and $3.90 per capita for health commurunati
campaigns in major media markets. The campaignddadress cessation, including promotion of thidige, general
education about the health hazards of tobaccongsecondhand smoke exposure as well as youthrgiev¢CDC,
2007). This is consistent with the study that sated models based on successful U.S. campaignsradidted that $3
per capita would yield optimal tobacco prevaleragiuctions over time (Levy and Friend, 2001). Inrhyeall studies
and reports reviewed for this document, the mostesssful campaigns were those that were sustairexdime (Global
Dialogue, 2006, Hyland et al, 2005; McVey and Sttagi, 2000; Erbas, 2006; Levy and Friend, 2001; CP0D7).

RADIO, NEWSPAPER AND DIRECT MAIL

Radio- A Review of the Literature

Dollar for dollar, costs for generating a radio gangn are similar to the costs for mounting a tiskes campaign
(Farrelly, et al., 2007). However, the cost to thg time and air the radio advertisement is chetyaar television. A
study looking at the cost of an advertising campddg television, radio and print, found radio adiging does help
increase calls to the quitline (Farrelly, et al02). There was limited information about the rEtealls generated from
the print campaign, and at this time, there iklity way of findings as to whether newspaper cagmsancrease quitline
call volume. One group found classified ads to best-effective strategy for quitlines (e.g., $0g#8 recruit) to reach
smokers at all stages of change (McDonald, 2004)laNhcreases in expenditures for television eerhost effective at
generating calls, its relatively high costs suggésat television is not as cost-effective to pragvaquitline as radio or
newspaper advertising might be (McDonald, 2004)il&\elevision appears to be a cost-effective me:fioo recruiting
callers to the quitline (Mosbaek, et al., 2007)eotinedia advertising such as radio or newspapermaycheaper means
of advertising.

For every $1,000 spent to air a radio advertisenaggroximately a 5.7% increase in call volume wicag expected
as compared to television which would see a 0.1ease for every $1,000 spent (Farrelly, et aD720This suggests
a more cost-effective strategy would place a greatghasis on radio than television. With limitedources, program
directors may want to look into advertising in Ibagdia channels and radio rather than televisigpromote their
quitline.

Direct Mail - A Review of the Literature

The advantage of direct mail for marketers reprissan opportunity for public health and quitlinerragers to promote
the quitline. As O’Connor et al. pointed out, comam@ markets, including the tobacco industry, hangeeasingly relied
on direct mail advertising to target their custosn@008). Direct mail advertising may also prompbkers to call a

quitline, but response rates for this form of madienpaign are significantly lower than other fomhsnedia outreach
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(R. J. O’'Connor, et al., 2008). Research has falirett mailings are most successful when concretgsages such
as the availability of free nicotine replacememrépy (NRT) are provided (Holtrop, Wadland, Van3&kismantel &
Fadel, 2005; R. J. O'Connor, et al., 2008). Fotanse, O’Connor and colleagues found that unsetaitirect mailings
increased calls to the New York State Smokers hhed@n average of 36% (R. J. O’Connor, et al., 2008

In the study by O’Connor and colleagues, resporsdendirect mailings tended to be women, middiedagieo had
attempted a quit prior to initiating the call (RQConnor, et al., 2008). Mailings that provideahcrete messages
and supplied information about the availabilityftafe NRT were perceived as being more helpful antivated more
smokers to call (R. J. O'Connor, et al., 2008). akerage cost of the New York direct mail campaigis $27,515,
which translated into between $9.70 to $60.87 p#erc(R. J. O’Connor, et al., 2008). Costs peletalaried because
other media campaigns were conducted at the sameentiaking it difficult for the smoker to recall exlg where they
had learned about the quitline. Even though thé paiscaller varied, direct media mailings can lwempetitively priced
way to reach and educate smokers about the quieind. O’Connor, et al., 2008).

Examplesfrom Practice

Use of humor

The Minnesota quitline found large call increadésraniring the “Loon on my Back” radio advertisemiea humorous
spin on the “monkey on my back” image associatet adgdictions.

Creative approach coupled with earned media

In Alabama a 3 x 3 inch yellow post it note wascplhon the front pages of seven major newspapéh® istate in the
summer of 2007. The note featured the Californeratter ads and quitline number with the words ékrall, free
counseling, free nicotine patches.” This ad cdsta of $37,000 and increased calls for one mohigo, the Alabama
quitline distributed a press release in local napsps about how the quitline could support New $gasolutions. The
Associated Press picked up the release and rarogsithe state. Due to this advertising, the Atebguitline had to
bring in extra help and rearrange holiday schedwégep up with calls.

Overall impact of direct mail

The Vermont quitline ran a direct mail campaign aad/ a 13% increase in the number of smokers gdiitween
February 2001 to June 2005. They assessed thésaffiedirect mailings on call volume and estimattesl Vermont
quitline would have received over 1,000 fewer cdllsing this time period if direct mailings weretnuilized.

ONLINE RECRUITMENT

A Review of the Literature

Approximately 147 million U.S. adults access theetnet each day (Madden, 2006), and at least 63&meficans report
having access to high speed Internet serviceeintlomes (Horrigan, 2009). Internet users havernedncredibly
diverse in terms of race, age, income and educlgia (Horrigan, 2009). For instance, a majorityAlrican Americans
(62%), Latinos (78%) and individuals with an ann@lisehold income below $30,000 (55%) report usiegnternet
(Horrigan, 2009). Also, broadband Internet usageihereased over the last year among individuads the age of 65
by 11% (Horrigan, 2009). Currently, 61% of Americaults use the Internet to search for healthedlatformation
(Fox & Jones, 2009), with about 12 million U.S. kdiaternet users reporting having searched orftinénformation

on how to quit smoking (Fox, 2005; Madden, 200@\ve3al avenues exist to advertise online such @misdraads on
websites, pay per click advertising, email marlgtislogs and text links. Social networking sites jaist one aspect of
new and promising avenues for recruitment and ptamaf quitlines and are virtually untapped. Givae accessibility,
versatility and popularity of the Internet, onliadvertising has a great potential to reach smdkgrgy to quit (Bock, et
al., 2004; McClure, et al., 2006).

The Internet has been used to successfully hetpitestnokers to Web-based cessation programs (al,,2007; Etter

& Perneger, 2001; Feil, Noell, Lichtenstein, Bol@gylcKay, 2003), yet little published informatioists about the
cost- effectiveness of using online advertisemenenroll smokers. Only one study to date has coegpmore traditional
recruitment methods (e.g., television or radio &dhoards, direct mailings, etc.) with online rhetls to recruit smokers
for a smoking cessation program (Graham, Milneu| &aPfaff, 2008). Researchers placed banner adoamational
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websites (e.g. WebMD), local websites (e.g., lomalspaper websites) and search engines (e.g. Gobghaldition,

paid search ads were purchased on a per click, lmasaning that costs of advertising are associatédthe number

of times an ad is clicked on by the user. Resolisid 9.1% of the study sample registered for sama bf smoking
cessation treatment came from online advertisimgn@ared to other traditional forms of media, onkks recruited more
men, ethnic minorities, dependent smokers and idai@ls with a high school education or less. Tre-effectiveness

of online advertising was as low as $7 and as ag#476 per enrolled smoker. Online advertisen@ated on six
different websites for a total of six months cdsbat $36 per enrolled caller to the quitline (Grahat al., 2008).

Examplesfrom Practice

Email campaigns

Members from the Washington quitline rented an ehshiof self-identified smokers in their statedaa large number

of commercial accounts from an independent ventloptin consumer lists. Two email drops were $er220,000
self-identified smokers. The email message conthim@rmation about the quitline, the quitline nuenland an option

to enroll in the quitline through the Internet. Tdmail was viewed by 30,656 people with an opea-0&6%, with 481
“click-throughs.” The cost per email was 2.75 ceBscause the list was rented and quickly implesdrhe Washington
guitline was unable to track call volume and regisdtn numbers. There did not seem to be an inergasall volume
during this time period. While emailing smokers e@@d to be a low-cost strategy for advertisinggthidine, contacting
all smokers, regardless of their motivation to guiay not be an efficient method of recruitment.

Pay per click advertising

Minnesota: The Minnesota quitline has used onlohesgtising (e.g. online banner ads) to recruit senskor the past five
years. Through the use of online banner ads, Motadsas been able to track the number of smokersited through
this medium and is able to obtain demographic mfdion on the individuals clicking on the ad. Irdéitn to online
banner ads, Minnesota uses paid search on Goo@H, and Yahoo. Through paid search, when someomehssafor
terms like “quit smoking” a sponsored text ad apped/ith the paid search ads, Minnesota only pdysnissomeone
clicks on it. Thus far, approximately 30% of vis&do their website come from the paid searches.

Healthways QuitNet: Healthways QuitNet has assistatés and provinces such as British Columbiaawae, Idaho,
Minnesota, New Jersey, Utah and Vermont in usirimemdvertising to recruit smokers to their WATiceto their
quitlines. The number of clicks an ad receives ddpen ad type and how much money is in the aduegtbudget. For
instance, a budget of $100,000 receives approxiyn@®000 clicks and 6,000 registrations when usirggmbination of
paid search ads and ad placements on free enegilssith as Yahoo Mail. Of those 6,000 registeraakers, about 3,000
choose WATI interventions, 2,000 choose WATI andrmghand about 1,000 chose the phone interventidverising
online is a cost-effective strategy to recruit sersk For example, these states have found paidrsads cost
approximately $8 per registrant, while ads on wieksiend to cost more ($20-$200 per registranth general low-cost
recruitment strategy, paid search ads should behpsed. For broader coverage, email ads and agisnenal-purpose
websites should be purchased in addition to padcheads.

BUILDING REFERRAL NETWORKS

A Review of the Literature

Health systems changes are policies and practesagreed to promote smoking cessation that cantbgrated into
patient care in a hospital, dental or physiciarcfica or any setting where tobacco users are rdg@aen by healthcare
providers These forms of change can be direct, asekgular training of clinicians in brief cessatinterventions, which
include educating healthcare professionals abeuatailability of a state supported quitline (Fidfeller, & Curry,
2007). Physician referral programs can be proactWwere health professionals prompt the quitlinedotact tobacco
users; and reactive in nature, where the patiekemeontact with the quitline (Lichtenstein, Glasgbando, Ossip-
Klein & Boles, 1996). A majority of research hagwain proactive measures to be a successful str&egyrolling
callers to a quitline (Stead, Lancaster, & Per2d@3; S. H. Zhu, et al., 1996), while reactive roehhave been shown
indirectly helpful to recruiting tobacco users tttines (Stead, et al., 2003)

Proactive strategies
Proactive strategies such as physician fax retetoah state supported quitline or follow-up chlshe provider using an
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in-house cessation support program have been stwinarease abstinence rates compared with reacseeuitline
approaches (where the tobacco user initiates athct (Ebbert, Carr, Patten, Morris, & Schroe@607). Physician
referral to the quitline service via fax referrahccost less than $2 per patient and has been shaeptable by clinical
office staff as well as patients (Wolfenden, et2008). A proactive approach has also been showrctease satisfaction
by the tobacco users calling into the quitline &l as increase abstinence rates at six-monthvialips (Wolfenden, et
al., 2008). Key for success with this type of imt@tion is a quitline’s support of proactive refdsras well as an easy-to-
use, quick- to-fill-out form for office staff to caplete (Wolfenden, et al., 2008). One study fourat through proactive
(fax referrals) and reactive approaches (infornmatidorochures), approximately 15,700 smokers waestified by 19
clinics and 745 were referred to the Oregon quttinring a period of one year. The program cost&B5per patient
connected with the quitline (Bentz, et al., 20@udies also show approximately 50% to 70% of p&ieeferred to the
quitline were contacted by a quitline counselorr@n, Andrews, Crews, Payne, & Severson, 2007; &idién, et al.,
2008).

Proactive strategies and 3A’s versus 5A’s

Another form of health systems change that canwaage calls to the quitline are a combination ofagtive use of the
quitline with the adoption of the 3A's of tobacaessation intervention versus the 5A's of intervamiturrently being
advocated for at the provider level (Gordon, et207). The 5A's of intervention currently inclutieAsk; 2) Advise; 3)
Assess; 4) Assist; and 5) Follow-up. Adoption & 8#/'s in routine clinical practice has been sldio(e, et al., 2008).
Many providers accept responsibility for the fRA's, but resist the other 3A's because they iane tonsuming and
many providers do not feel they have the counsdlkilts required (Gordon, Lichtenstein, SeversoAr&rews, 2006).
Quitlines can assist providers by taking respofiilfor the follow up calls to the smoker (BorladdSegan, 2006).
This form of change requires a partnership withicél providers, education and the availabilityagbroactive quitline.
In these settings either a phone or fax referrheéoquitline is set up after the provider detemsithat the tobacco user
might benefit from a proactive follow up for cessatcounseling (Mahabee-Gittens, Gordon, Krugh,jé&nLeonard,
2008).

Partnerships key to systems change

In terms of overall impact on calls to the quitlihealth systems changes work best when quitlinggagr with the
organization undergoing change. Quitlines who airgarly in the system change process see cdlig toenter increase
and can reduce resistance and costs as well (Berdk, 2006). It does little good to enact araorgational or system-
wide change if people aren’t aware of the availakleices. Drawbacks to organizational changesidectesistance by
employees, cost and time associated with implertientéBentz, et al., 2006).

Examplesfrom Practice

Niche marketing

California advertised the quitline among medicaviers, local health departments, schools, frierdsfamily members
in order to promote word of mouth through the comityu Non-media referrals have increased over im@alifornia
from less than 200 calls in 1992 to over 1,600saall2000.

Referral sources
lllinois reported that 69% of their callers healmbat the quitline from a referral source such asalth professional,
family, friends, their workplace, a community orgaation or their health insurance company.

Physician fax referral

Physician and fax referrals have proven a sucdessfiito increase calls to the quitline. The Ohiatlqne developed
three ways to expand healthcare providers utibzadif the fax referral. First, the “fax five” wadaect marketing
campaign aimed at health professionals encouraggrgss roots promotion effort among health professs. Second,
an outreach program was developed with 51 locabitads in order to establish a fax referral proc&ssch hospital
received a small stipend to institute a fax refgsracess and undergo training. Finally, memberslooted a health
professional training program and distributed psefenal quit kits. The three initiatives greatlgneased fax referrals
to the quitline. The program originally averagedréterrals per month during the year before thiggitives began and
averaged 412 referrals per month during the stedip@. The direct marking campaign was the most-efisctive
method, but least sustainable, while the commuefityrt to train health professionals was slow grgyiyet more
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sustainable.

Quitline outreach specialists

In Wisconsin, the quitline reported 25% of its direallers are referred by healthcare providersddition, fax referrals
in the state of Wisconsin accounted for about 56%albers in November 2008. Success with the pligmsiand fax
referral programs in Wisconsin may be related ¢ouse of outreach specialists or individuals hicedducate physicians
about the quitline and their fax referral program.

NICOTINE REPLACEMENT THERAPY AND OTHER MEDICATIONS

A Review of the Literature

Smokers who use medications are over twice ag/liketjuit than those who do not (Silagy, Lancasiézad, Mant &
Fowler, 2004)Thirty-seven U.S. quitlines (70%) have offered M&T or other medications to at least some of their
callers (NAQC, 2008). State quitlines that impletedra free NRT program saw an increase in callgyiragn from twofold
to eightfold during the promotional perigén, Schillo, Kavanaugh, Lachter, Luxenberg, Wengllk Joseph, 2006;
Bush, et al., 2008; Cummings, et al., 2006; Mil&tral., 2005; Silagy, et al., 2004; Campbell, Lidaugland, Helgerson
& Harwell, 2008). For instance, within six monthsadiree NRT giveaway program, the Minnesota quétlsaw an
increase in the number of calls from 155 to 679rpenth (An, et al., 2007). Other studies confirmigdilar findings with
a 47% increase in calls in Oregon and a 49% inergasalls in Maine (Swartz, Cowan, Klayman, Wel&@&heonard,
2005) from smokers during free NRT programs. Initzmitl states have seen decreases in the mean nomtagistered
callers once the free NRT program was discontir{@npbell, Ossip-Klein, Bailey & Saul, 2007; Camibeéal.,
2008).

For the studies included in this paper, new cateiguitliines during free NRT programs tended taubimsured (Fellows,
Bush, McAfee & Dickerson, 2007; Swartz, et al., 20@n ethnic minority (Miller, et al., 2005; Swaret al., 2005) and
between the ages of 25 to 44 (Miller, et al., 200Bkelman, Wilson, Willett & Sweeney, 2007). Inidluals participating
in free NRT programs were more likely to be quisiatmonths (15% to 35%) compared to people wheived
counseling alone (6% to 12%) (An, et al., 2007;I&djlet al., 2005; Swartz, et al., 2005).

The cost of implementing a free NRT program is gnethan offering counseling services alone. Fetaince, quitlines
saw an increase in the total program costs rarfgimy $1,362 to $2,688 to $1,934 to $3,738 (An,|et2007; Fellows,
et al., 2007). This may be the result of more iittligls accessing the quitline during these promatia addition to the
cost of maintaining the program (e.g. shippingh&, purchasing the NRT, etc.). Further, the cestquccessful quit in
programs which offer free NRT ranges from $215464 which is cost-effective but difficult to impfent with a tight
budget. Therefore, if resources are limited, prograieed to balance reaching/serving more peoplepsitgrams that are
potentially less effective (e.g. follow-up counsegliwith no free NRT program) versus serving fewaspde but serving
them more intensely and perhaps more effectivety ®unseling with free NRT). In fact, some stdtemd their free
NRT promotion overwhelmed the available responsesliand staffing during the first few days of thegoam (Fellows,
et al., 2007).

Examplesfrom Practice

NRT programs can be cost effective

The New York quitline has conducted several fred MRerings in their state. Between April and M&y2003, smokers
living in the New York City area were offered a-sieek supply of nicotine patches. To be eligibldeca needed to be
over the age of 18, willing to quit in 7 days, hanecontraindications for the nicotine patch andlsenmore than 10
cigarettes per day (CPD). At 12 months people velteived the nicotine patches were 1.78 times nikely lto quit than
the callers receiving counseling services alone. 83timated cost of producing one additional quéttea result of the
patch giveaway was $420, indicating this was alligbst-effective program (Cummings, et al., 2006).

Effectiveness of free NRT programs

In an article assessing the effectiveness of fepasate free NRT programs across various regiotigedstate of New
York, Cummings and colleagues (2006) offered nimgum or nicotine patches to smokers who wanteditoThe
first program offered vouchers redeemable at d loitarmacy for a two- to three-week supply of thengor patches.
The second program offered a one-week supply ofiit@ine patches, which were sent to the calleoisie. The third
program offered a two-week supply of nicotine patchent to the caller’s home. Finally, a fourthgpam offered a
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six-week supply of nicotine patches sent to caleimes. A total of 40,090 smokers from New Yorkensgnt either
patches or vouchers. The reach of the free NRTraneg was estimated between .5% (two-week vouclogrgm)

to 4.8% (six- week supply of patches) of New Yamogers in various regions of the state. The Nevkquitline
received 400,000 calls within the first three dayserwhelming the ability of counselors to respoflte estimated cost
per quit was between $274 to $374, which is lolantwhat has been reported in the literature & MRT programs
(Cummings, et al., 2006).

QUIT AND WIN CONTESTS

A Review of the Literature

Another promotional effort to increase calls tothjues is presenting smokers with an opportunityaction through Quit
and Win contests. These programs can bolster Soeiasion between a smoker’s desire to stop smakigactually
making a quit attempt. Public health professioaald managers of a quitline may implement such pragrintending to
encourage smoking cessation attempts and incrediseathe quitline.

The goals of Quit and Win contests are to motilatge numbers of quit attempts and provide incestior abstinence
during the period in which most relapse occursdligwvithin the first 30 days of a quit attempt)glk, et al., 2006).
Consistent with its goal of reaching large numlzdrdiverse smokers, Quit and Win contests reachvdst 1% and 5%
of smokers in a targeted community (Pechacek, LaNdthwehr & Lichtenstein, 1994). Large-scale maxtinpaigns
are frequently used to increase the reach of theest which typically offers daily smokers the ogpnity to participate
in a lottery in return for a pledge of one-monttsofoking abstinence (Pechacek, et al., 1994). Tdrerdn terms of
cost considerations, quitlines need to considecdse of the prize(s) for the contest as well adimnand staffing costs
associated with promotion of the program.

Quit and Win contests may motivate smokers to naagjgit attempt. During the contest period quitiiadis will likely
increase (R. O’Connor, et al., 2006). Cessatite#srean be boosted among participations with fellpacounseling calls
to encourage smoking abstinence. According to trdysaverage Quit and Win participants tend tgdnenger and
lighter smokers (Hawk, et al., 2006). In 11 studieking at Quit and Win contests, nine out of Hbtigipants reported
making a quit attempt, with 31% of participants aammg quit at four to six months (O’Connor et 2006). Finally,
combining NRT and Quit and Win contests do not gaheincrease abstinence rates (Cahill & Pere@@82 Hawk, et al.,
2006). However, having both as an option may reliféérent smoking populations and therefore promgptalls to the
quitline from diverse smokers and a broader segiietite smoking population.

Examplesfrom Practice

NAQC members from British Columbia conducted a quid win contest, which began on November 23, 2008
ran through February 20, 2009. There were 500,08ible tobacco users in British Columbia and 7,16@istered for
the contest. The goal of the contest was to raisgeness of the quitline and its website whilengyfo help smokers
quit. The contest was advertised using multiple imettategies such as Facebook, paid TV PSA, wadndouth

and community detailing. Interestingly, prior t@tstart of the television advertisements, Facelka top referral
source through a paid ad and a Facebook pageh&6iaicebook ads, the British Columbia quitline enpénted
multiple versions. Using Google Analytics, they eable to monitor and identify which ad variatiaineve the highest
registrations and which ones were underperforn@mmnsequently, they were able to refine ad choiverighout the
campaign and move closer towards maximizing thadlgiet. The “pay per click” advertisement cost d8y81 per
registration. There were a total of 6,675 pay fiek wisits to the contest website with 10% filliogt the registration
form. British Columbia quitline staff reported theccess of the program came from the importanbeitding
relationships with contestants, encouraging thetiiships between contestants and strong comesiopers.

CLEAN INDOOR AIR LAWS AND CIGARETTE WARNING LABELS

A Review of the Literature

Clean indoor air policies and more detailed warraigels on cigarette packs are an effective styatmgeted at reducing
tobacco use. New information is being learned ¢laah of these interventions can drive calls toitiigeiand, in some

cases, dramatically. But more importantly, findisgggest these regulations should be coupled wetiarcampaigns
letting smokers know about the quitline’s availdpias a free, cessation resource (Thomson & Wjl2606).
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More detailed warning labels on cigarette packagebscartons, including the quitline number, camdase calls to the
quitline (Willemsen, Simons & Zeeman, 2002). Fatamce, in the Netherlands, researchers examieegffgctiveness
of putting the quitline number on cigarette paclssa@eng with warning messages. Smokers who cortdlegequitline

in their country in response to cigarette labeterded to call at night or in the evening and tertdebe from lower
socioeconomic groups (low SES) (Willemsen, et24l02). Callers tended to be more uncertain abattirggiand many
had questions related to the accuracy of the kbelklth warnings. Data showed that callers somstoonfused the
quitline with the organization responsible for reing the warning labels. However, findings suggést after the initial
confusion is cleared up, many of those callersadliing to talk to counselors and learn more abgmbking cessation
(Willemsen, et al., 2002). While this is still amerging area, call rates to the quitline afterl#ieels took effect were 3.5
times higher than before (Willemsen, et al., 2002).

Examplesfrom Practice

Combining tobacco tax increases with media and ldR®Mmotion

Wisconsin: In January 2008, typically a period igfhhcall volume for quitlines, members from Wiscionsonducted a
promotion which offered callers a two-week stakieof NRT during a cigarette tax increase of $theTcombination of
the media campaign, tax increase and the New Yaafaly resulted in the quitline receiving 27,000 during the first
three months of 2008, reaching about 3% of aduic@hsin smokers during those three months.

Michigan: Michigan’s approach was to combine a prefease and free NRT (eight-week supply of guatghes or
lozenges) to individuals who were uninsured or aedMaid with extensive media coverage about thefddax increase
from 39 cents to $1.01 per packs. Callers receilvenl first month supply of NRT after the first tahd were required to
complete an additional four calls of counselingdoeive a second month supply. The Michigan gattypically received
20-40 calls every 15 minutes. During the promotibreceived 4,300 on the first day (March 11, 2088d 21,000 on the
second day (March 12, 2008). This averaged oué tagproximately 200 calls every 15 minutes. Byfiftleday of the
promotion, the quitline had to stop accepting nallscue to the high call volume. During this tithe quitline reported
receiving a total of received 66,000 phone calts emrolling 2,100 people for quitline counseling.

TARGETING PRIORITY POPULATIONS

A Review of the Literature

Targeting and supporting priority populations sashadolescents, pregnant smokers and ethnic nigsarittheir
smoking cessation efforts is a national healthritsigUSDHHS, 2006). Due to their flexibility, avability and
convenience, state quitilines have the potentialsgst diverse groups of tobacco users in quigingking (Borland

& Segan, 2006; Cummins, et al., 2007). Researcesig quitlines are effective and well receiveddlers across
different ethnic groups, education levels, agesgemtlers (USDHHS, 2005; Maher, et al., 2007). Mgunylines have
tailored counseling protocols for pregnant smok82s1%), smokeless tobacco users (69.8%), radiaitepopulations
(42.9%) and adolescents (57.1%) (NAQC, 2008, unigibdl data). Additionally, in 2008, 87.3% of Noftimerican
quitlines disseminated specialized tobacco cessataterials to one or priority populations (e.ggrant smokers,
smokeless tobacco users, racial/ethnic populatam@escents, lesbian/gay/bisexual/transgendei@8Tl). groups,
people with chronic conditions, people with muktiglddictions, etc)NAQC, 2009). Determining the most effective
means for recruiting priority populations to quidiservices ensures these services are made évaitabutilized. In
addition, 51 of 53 U.S. quitlines provide counsglgervices (without a third-party translator) ira8igh, and eight of 10
Canadian quitlines provide counseling in Frenchweler, only one quitline provides direct-languagarcseling in any
other language (NAQC, 2009).

The effectiveness on tailoring messages for sppojalilations appears mixed (Niederdeppe, Kuang;KC®kelton,
2008). Arecent review of the literature indicattest varying the advertising message does not asigignificant an
impact on the recruitment of smokers from loweli@@conomic status, education or stage of quit (ldadi et al., 2004).
In addition, Carlini, Zbikowski, Deprey, Cumminscadhu (2008) showed that tailoring to ethnic growas not effective
in re-enrolling quitline callers. Yet, other stusligave shown that members of ethnic minority grdwgdd different beliefs
and attitudes about the social appropriatenessiokisig, the associated risks and the acceptabilitysing professional
help (Perez-Stable, Marin, & Posner, 1998). Mediagaigns are believed to be more effective if duneytailored to the
cultural values of different racial and ethnic ggswand actively involve community-based organizegife.g. churches).
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(USDHH, 1998; Yancy, Ortega, & Kumanyika, 2006)r Fstance, Hawk and colleagues reported succéssédruiting
a higher percentage of minority smokers comparédeaeneral population during a Quit and Win pangusing
ethnically tailored advertisements (2006). Tailgrinessages to other smoking populations also appeae an effective
method of recruitment. For example, 76% of thesoalade by pregnant women to the Great Start progesme from
television ads emphasizing quitting during pregyaitaviland, et al., 2004).

Examplesfrom Practice

How quitlines are reaching priority populations

In a project entitled QUEST (Quitlines and the Uiséeved: Engaging Smokers for Telephone Counsel®spip and
colleagues conducted interviews with quitline stafl administrators to determine how quitlines heaawderserved
smokers. Based on data provided by quitlines, tadgulated “reach ratios,” defined as the percentdgallers from an
underserved group who call a quitline divided by plercentage of smokers in that state who are tinatrunderserved
group. Reach ratios provided a first look at thieeito which quitlines were reaching various girpproportion to
their distribution in the smoking population. Ovéreeach ratios were highest for African Ameriq&®) and Native
American (NA) smokers (both reached at or above firesence in the smoking population), next fev kbcioeconomic
status (low SES) and Asian Pacific Islanders (Al lowest for Hispanic/Latino (HL) groups (muclvey than their
presence in the smoking population). Considerast@lbility was found across states.

Interviews were conducted with select states thaehbeen successful in reaching the highest (Ad)lawest (HL)
reach ratio groups for strategies that they had.user AA smokers, targeting may not be necesgapach ratios are
high in response to general promotions. Howeverstates that wanted to boost their reach everehighthat had
lower reach ratios, strategies reported includedorking with churches, schools, Head Start prograchronic disease
organizations and other community groups. Furtinessages thought to be of particular interest tsfhakers (e.g.
how the tobacco industry targets Black communities|th disparities among African Americans duthieffects of
smoking, a description of how quitlines maintaimfdentiality, etc.) were perceived to be the muepful in engaging
this group. For HL smokers, strategies thoughteteliccessful were face-to-face encounters throughedlth workers
(including lay and door-to-door health workers IRemotoras), use of focus groups to frame relepeorhotional
messages and using a comprehensive approach wiiplenmodalities. Messages that focused on theaichpn families,
particularly for fathers as well as the impact mrpature death were thought to be particularlyctiffe. The degree to
which the success of these approaches varied aquibees ranged from observations of changeslhrates following
implementation to more formal pre-post evaluations.

Focus groups with quitline counselors

Chin, Ossip-Klein, Padmore, Garcia & Gale (2008)dixcted a focus group with 29 quitline counseloosifNew York
about what promotional strategies they believedldvawrk best with underserved smokers. Based an ¢ixperience
with callers from these populations, quitline caeloss reported advertising the quitline on Spatédtvision networks
and promoting the quitline in churches, communityups and schools serving a high proportion ofriggtiwould most
likely increase the number of calls to the quitlfreen Latino smokers. To increase calls from Africemerican smokers,
the quitline counselors suggested advertising oit&f American television networks and using wardhouth to
promote the quitline. In general, the quitline ceelors felt printing advertisements in local newsa, offering free
NRT to quit and getting spouses involved in thetmg process would help attract low-income smokerthe quitline.

Reaching LGBT population

The Rainbow Health Initiative in Minnesota assegbedorevalence of tobacco use, issues relateglskaton and
attitudes regarding smoke-free initiatives amonghlizn, Gay, Bisexual and Transgender (LGBT) indigld. In order
to best achieve their goals, the Rainbow Healtfiakiie conducted 13 focus groups, two annual sigvieterviews
with community leaders and a literature review @iaihg to issues surrounding tobacco in LGBT comitiesn Results
indicated LGBT individuals would prefer tobacco sason materials and advertisements related spaltjfito issues
in the LGBT community (e.g. how factors like stressociated with homophobia and targeting by thadco industry
can lead LGBT people to smoke). However, the ptgjastrvey component indicated only 5% of the LGBpulation
surveyed would want to seek treatment from a LG&Ibited program (Bye, Gruskin, Greenwood, AlbrighiKrotki,

2005). In addition, LGBT individuals reported bars to quitting smoking were related to stress rpament, craving
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and weight gain. Community leaders felt smokinysdras a means of socialization for LGBT individudinally, a
majority of LGBT smokers reported they would prefequit using some sort of assistance such as NRT.
recommendation of this report suggests that qeslimay better serve this population by addressiagific issues related
to smoking among LGBT individuals and targeting meativertisements accordingly.

CONCLUSION

Quitlines can increase calls using a number ofeggres as evidence in this paper. Increased promofiany kind will
generally result in increased calls. While incregpromotions of the quitline can certainly be e, the benefit of
additional promotions may be reduced if quitlinesndt have the capacity to serve the tobacco ud#sssare motivated

to call the quitline. As quitlines consider straésgto increase reach, policy makers and fundest also ensure adequate
resources exist to serve those who call, bothrimdef funding and capacity and infrastructurervjule services.

NAQC has recommended a standardized method forurieggjuitline treatment reach and utilization efsces in
order to promote comparison within each quitlind anross different state quitlines. By havingaadard method

for analyzing quitline data, the development oflgpassessment of recruitment strategies and mefoogrogram
evaluation become easier and more efficient fofligaiorganizations, funders and vendors (NAQC,808dditionally,
tracking caller information and recruitment stragsgrom quitlines may provide researchers witHuldaformation
towards understanding how current policy is affeggmoking cessation rates and predict what metimagsbe useful to
further increase cessation rates (Levy, Abrams &itMa2006).

Finally, as noted earlier in this paper, if fundiegyuitlines is not increased, their vast poténtiaeach and help
tobacco users through evidence-based counselingthadservices will be lost. With a renewed emghas containing
healthcare costs, cost-effective services likelige# will become more and more important. Muchdhaork within the
quitline community has been done to prepare getliior reaching the CDC and NAQC recommended gdédworeach
of their smoking population. Given adequate funding continued focus on improved practices, q@dliare just steps
away from saving direct medical costs and helpiagymmore tobacco user live longer, healthier lives.
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Resour ces
Center for Disease Control and Prevention Mediagzagm Resource Center:
www.cdc.gov/tobacco/media_communications/counteketarg/mcrc/index.htm

CDC Online Media Campaign Resource Database:
http://apps.nccd.cdc.gov/IMCRC/Apps/QuickSearch.aspx

Campaign for Tobacco-Free Kids, Tobacco Advertishadjery:
http://www.tobaccofreekids.org/adgallery/

Global Dialogue on Effective Stop Smoking Campaign:
http://www.stopsmokingcampaigns.org/index.php?pagekground

NAQC Policy Playbook:
http://naquitline.org/playbook/
References
An, L. C., Hennrikus, D. J., Perry, C. L., Lein,E, Klatt, C., Farley, D. M., et al. (2007). Fdakiy of Internet
health screening to recruit college students tordime smoking cessation intervention. Nicotine Rés,
9 Suppl 1, S11-18.

Bentz, C. J., Bayley, K. B., Bonin, K. E., Flemirig, Hollis, J. F., & McAfee, T. (2006). The feadity of
connecting physician offices to a state-level talaguit line. Am J Prev Med, 30(1), 31-37.

Bock, B., Graham, A., Sciamanna, C., KrishnamoordhyVhiteley, J., Carmona-Barros, R., et al. 00
Smoking cessation treatment on the Internet: contesality, and usability. Nicotine Tob Res, 6(20,7-
219.

Bonnie, R. J., Stratton, K., & Wallace, R. B. (Bd§007). Ending the Tobacco Problem: A Bluepfantthe
Nation. Washington, DC: National Academic Press.

Bush, T. M., McAfee, T., Deprey, M., Mahoney, Fellows, J. L., McClure, J., et al. (2008helimpact of a free
nicotine patch starter kit antgates in a state quit line. Nicotine Tob Re¥9), 1511-1516.

Bye, L., Gruskin, E., Greenwood, G., Albiighi., & Krotki, K. (2005).California lesbians, gaybisexuals and
transgender (LGBT) tobacco uswey-2004. Sacramento, CA: California Departmdnt@alth Services.

Cahill, K., & Perera, R. (2008). Quit and Win castefor smoking cessation. Cochrane Database &yg4R
D004986.

Campbell, H. S., Ossip-Klein, D., Bailey, L., & $ail (2007). Minimal dataset for quitlines: a besictice. Tob
Control, 16 Suppl 1, i16-20.

Carroll, T., & Rock, B. (2003). Generating Quitlinalls during Australia’s National Tobacco Campaigffiects of
television advertisement execution and programraegphent. Tob Control, 12 Suppl 2, ii40-44.

CDC. (2007). Cigarette smoking among adults-Un8&ates 2006. Morbidity and Mortality Weekly Rep&i®,
1157-1161.

Consortium, N. A. Q. (2006). Quitlines of North Arita and Europe 2006. In N. A. Q. Consortium (Ed.).
Phoenix: North American Quitline Consortium.

Cummings, K. M., Hyland, A., Fix, B., Bauer, U.,|I€«tino, P., Carlin-Menter, S., et al. (2006). Fnemtine
patch giveaway program 12-month follow-up of paptaits. Am J Prev Med, 31(2), 181-184.

© North American Quitline Consortium, 20009.




NAQC Issue Papeincreasing Reach of Tobacco Cessation Quitlines

References cont.
Cummins, S. E., Bailey, L., Campbell, S.okeKirby, C., & Zhu, S. H. (2007). Tobacco cessafitlines in
North America: a descriptive study. Tob Control,Sufpopl 1, i9-15.

Ebbert, J. O., Carr, A. B., Patten, C. A., MorRsA., & Schroeder, D. R. (2007). Tobacco use ougtenroliment
through dental practices: a pilot study. J Am Dsgoc, 138(5), 595-601.

Erabas, B., Bui, Q., Huggins, R., Harper, T., & Y&hWV. (2006). Investigation the relation betwe¢acpment of
Quit antismoking advertisements and number of telap calls to Quitline: a semiparametric modelling
approach. Journal of Epidemiology and Communitylthe&0, 180-182.

Erbas, B., Bui, Q., Huggins, R., Harper, T., & VéhiY. (2006). Investigation the relation betweesicpiment of
Quit antismoking advertisements and number of tedap calls to Quitline: a semiparametric modelling
approach. Journal of Epidemiology and Communitylthe&0, 180-182.

Etter, J. F., & Perneger, T. V. (2001). A comparisb cigarette smokers recruited through the Irgean by mail.
Int J Epidemiol, 30(3), 521-525.

Farrelly, M. C., Hussin, A., & Bauer, U. E. (200Effectiveness and cost effectiveness of televisiadio and
print advertisements in promoting the New York sewskquitline. Tob Control, 16 Suppl 1, i21-23.

Feil, E. G., Noell, J., Lichtenstein, E., Boleshs, & McKay, H. G. (2003). Evaluation of an Intetrbased
smoking cessation program: lessons learned frooiaspudy. Nicotine Tob Res, 5(2), 189-194.

Fellows, J. L., Bush, T., McAfee, T., & Dickersah,(2007). Cost effectiveness of the Oregon qeitlinee patch
initiative”. Tob Control, 16 Suppl 1, i47-52.

Fiore, M. C., Bailey, W. C., Cohen, S. J., Dorfm8nF., Goldstein, M. G., Gritz, E. R., et al. (2D0Treating
tobacco use and dependence (Clinical Practice Guggje

Fiore, M. C., Croyle, R. T., Curry, S. J., Cutler,M., Davis, R. M., Gordon, C., et al. (2004). \rneting 3 million
premature deaths and helping 5 million smokers quitational action plan for tobacco cessation.JAm
Public Health, 94(2), 205-210.

Fiore, M. C., Jaen, C. R., Baker, T. B., Bailey,®, Benowitz, N. L., Curry, S. J., et al. (200B)eating Tobacco
Use and Dependence: 2008 Update. Clinical PraGigdeline.

Fiore, M. C., Keller, P. A., & Curry, S. J. (200Health system changes to facilitate the delivérpbacco-
dependence treatment. Am J Prev Med, 33(6 Suppi9-8S56.

Garvey, A. J., Bliss, R. E., Hitchcock, J. L., Haoh J. W., & Rosner, B. (1992). Predictors of singkrelapse
among self-quitters: a report from the NormativengStudy. Addict Behav, 17(4), 367-377.

Gordon, J. S., Andrews, J. A., Crews, K. M., Paynd,, & Severson, H. H. (2007). The 5As vs 3pigs
proactive quitline referral in private practice tiroffices: preliminary results. Tob Control, 15(285-
288.

Gordon, J. S., Lichtenstein, E., Severson, H. HAnfirews, J. A. (2006). Tobacco cessation in desgtings:
research findings and future directions. Drug Al@dRev, 25(1), 27-37.

Graham, A. L., Milner, P., Saul, J. E., & Pfaff,([2008). Online advertising as a public health ss@tuitment
tool: comparison of different media campaigns toéase demand for smoking cessation interventibns
Med Internet Res, 10(5), €50.

© North American Quitline Consortium, 20009.




NAQC Issue Papeincreasing Reach of Tobacco Cessation Quitlines

References cont.

Haviland, L., Thornton, A. H., Carothers, S., Huhd,Allen, J. A., Kastens, B., et al. (2004). Gigiinfants a
great start: launching a national smoking cessatrogram for pregnant women. Nicotine Tob Res, 6
Suppl 2, S181-188.

Hawk, L. W., Jr., Higbee, C., Hyland, A., Alford,, O'Connor, R., & Cummings, K. M. (2006). Concurtreuit
& win and nicotine replacement therapy voucher givay programs: participant characteristics and
predictors of smoking abstinence. J Public Healtm&fy Pract, 12(1), 52-59.

Holtrop, J. S., Wadland, W. C., Vansen, S., Weidelab., & Fadel, H. (2005). Recruiting health plaembers
receiving pharmacotherapy into smoking cessatiamseling. Am J Manag Care, 11(8), 501-507.

Mahabee-Gittens, E. M., Gordon, J. S., Krugh, MHenry, B., & Leonard, A. C. (2008). A smoking saton
intervention plus proactive quitline referral irethediatric emergency department: a pilot studgotitie
Tob Res, 10(12), 1745-1751.

Maher, J. E., Rohde, K., Dent, C. W., Stark, MPizacani, B., Boysun, M. J., et al. (2007). I$adewide tobacco
quitline an appropriate service for specific potiolas? Tob Control, 16 Suppl 1, i65-70.

McClure, J. B., Greene, S. M., Wiese, C., JohnKoIk,., Alexander, G., & Strecher, V. (2006). Intgran an
online smoking cessation program and effectiveuigoent strategies: results from Project Quit. XMe
Internet Res, 8(3), el4.

McDonald, P. W. (2004). A low-cost, practical medifor increasing smokers’ interest in smoking céssa
programs. Can J Public Health, 95(1), 50-53.

Miller, N., Frieden, T. R, Liu, S. Y., Matte, T.[Mostashari, F., Deitcher, D. R., et al. (20@jectiveness of a
large-scale distribution programme of free nicofagéches: a prospective evaluation. Lancet, 363(947
1849-1854.

Mosbaek, C. H., Austin, D. F., Stark, M. J., & Laenty L. C. (2007). The association between advegiand
calls to a tobacco quitline. Tob Control, 16 Suppl4-29.

O’Connor, R., Fix, B., Celestino, P., Carlin-Ment8r, Hyland, A., & Cummings, K. M. (2006). Finaalci
incentives to promote smoking cessation: evidermma fl1 quit and win contests. J Public Health Mana
Pract, 12(1), 44-51.

O’Connor, R. J., Carlin-Menter, S. M., CelestinoBP Bax, P., Brown, A., Cummings, K. M., et &008). Using
direct mail to prompt smokers to call a quitlineedtth Promotion Practice, 9(3), 262-270.

Ossip-Klein, D. J., & Mclintosh, S. (2003). Quitlsxen North America: evidence base and applicatidns.J Med
Sci, 3264), 201-205.

Pechacek, T. F., Lando, H. A., Nothwehr, F., & ltetstein, E. (1994). Quit and Win: A community-wide
approach to smoking cessatidiobacco Control, B), 236-241.

Perez-Stable, E. J., Marin, G., & Posner, S. P&L9thnic comparison of attitudes and beliefsualomarette
smoking.J Gen Intern Med, 13), 167-174.

Services, G. t. C. P. (2000). Increasing tobaceocassation: multicomponent interventions thatudeltelephone
support. Retrieved April 15, 2009, from www.thecoomityguide.org/tobacco/cessation/multicompong
interventions.html

© North American Quitline Consortium, 20009.




NAQC Issue Papeincreasing Reach of Tobacco Cessation Quitlines

References cont.

Shiffman, S., Brockwell, S. E., Pillitteri, J. &, Gitchell, J. G. (2008). Use of smoking-cessati@atments in the
United States. Am J Prev Med, 34(2), 102-111.

Silagy, C., Lancaster, T., Stead, L., Mant, D., &lter, G. (2004). Nicotine replacement therapysimoking
cessation. Cochrane Database Syst Rev(3), CD000146.

Stead, L. F.,, Lancaster, T., & Perera, R. (2008)efhone counselling for smoking cessation. CoehEzatabase
Syst Rev(1), CD002850.

Stead, L. F., Perera, R., & Lancaster, T. (200élefghone counselling for smoking cessation. Cochatabase
Syst Rey, 3, CD002850.

Swartz, S. H., Cowan, T. M., Klayman, J. E., Welteh T., & Leonard, B. A. (2005). Use and effectiess of
tobacco telephone counseling and nicotine thenapjaine. Am J Prev Med, 29(4), 288-294.

Tinkelman, D., Wilson, S. M., Willett, J., & Sween€&. T. (2007). Offering free NRT through a tobacpiitline:
impact on utilisation and quit rates. Tob Contfd,Suppl 1, i42-46.

USDHHS. (2000a). Healthy People 2010: Understandityimproving Health.

USDHHS. (2000b). Reducing tobacco use: A repothefSurgeon General. Atlanta, Georgia: U.S. Departm
of Health and Human Services, Centers for Diseasdr@ and Prevention, National Center for Chronia
Disease Prevention and Health Promotion, Offic€moking and Health.

USDHHS. (2007). Cigarette smoking among adults-téthBtates, 2006. MMWR Morb Mortal Wkly Rep,
56(44), 1157-1161.

Willemsen, M. C., Simons, C., & Zeeman, G. (200@)pact of the new EU health warnings on the Dutai g
line. Tob Control, 11(4), 381-382.

Wilson, N., Grigg, M., Graham, L., & Cameron, GO(®). The effectiveness of television advertisingipaigns
on generating callls to a national Quitline by Madobacco Control, 14, 284-286.

Wolfenden, L., Wiggers, J., Campbell, E., Knight Kerridge, R., Moore, K., et al. (2008). Feasijil
acceptability, and cost of referring surgical paisefor postdischarge cessation support from dimgLit
Nicotine Tob Res, 10(6), 1105-1108.

Zhu, S. H. (2000). The California Smokers’ HelpliAeCase Study. Retrieved April 15, 2009, fronphttivww.ca
liforniasmokershelpline.org/Papers/HelplineCase@ay2000 (2)%5B1%5D.pdf

Zhu, S. H., Johnson, C. E., Tedeschi, G., & Roes&l€2000). A centralised telephone service &dryacco
cessation: The California Experience. Tobacco @hr(Supplement 2), ii48-ii55.

Zhu, S. H., Stretch, V., Balabanis, M., Rosbrook,Idler, G., & Pierce, J. P. (1996). Telephonmseling for
smoking cessation: effects of single-session anltiptetsession interventions. J Consult Clin Psycho

64(1), 202-211.

© North American Quitline Consortium, 20009.




NAQC Issue Papeincreasing Reach of Tobacco Cessation Quitlines

ACKNOWLEDGEMENTS

Authors:

NAQC would like to acknowledge the authors of thegper, Carrie Bronars, MA, University of Kansas MatCenter,
Department of Preventive Medicine & Public Healtid dessie Saul, PhD, NAQC. The authors were regperier
conceptualizing the paper, conducting the litemteriew, collecting examples from practice andtihg the original

paper.
Contributors:

NAQC acknowledges Cydney D. Boler, Esq, UniversitiKansas Medical Center Research Institute, foskgnificant
contributions to an early draft of this paper. Berving as editor and managing the layout and mteztuof this paper,
NAQC would like to acknowledge Brenda Bryan, MAdmMAQC.

Funders:

NAQC's Quality Improvement Initiatives made possible with funds from the Centers faeBse Control and Prevention,
The American Cancer Society and The American Legaundaton. The contents of this publication amdeunithe

editorial control of NAQC and do not necessarilgresent the official views of the funding organiaas.

Recommended Citation:
NAQC. (2009). Increasing Reach of Tobacco Cess&iaitlines: A Review of the Literature and Promgsipractices. (C.
Bronar, MA, J.Saul, PhD). Phoenix, AZ.

Learn more about NAQC: www.naquitline.org
3030 N. Central Avenue, Suite 602, Phoenix, AZ 327113
Ph: 602.279.2719. Fax: 602.279.2740. Email: nagc@uitdine.org.

N O TH AMERICAN

UITLINE

’\ ONSORTIUM
© North American Quitline Consortium, 2009. 18

9]



