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Background

Tobacco cessation quitlines make decisions about which practices to 
include in the services they provide on a regular basis. Yet it is not 
always clear what level of scientific evidence exists for each practice 
provided. Knowing what types of evidence supports which quitline 
practices may help decision-makers determine which mix of practices 
is right for their quitline. 

Methods

Members of the Knowledge Integration in Quitlines: Networks That 
Improve Cessation (KIQNIC) research team conducted a literature 
review to gather information about the levels of evidence for each of 
the 23 quitline practices asked about in the annual KIQNIC survey 
(2009-2011). Each practice was classified according to the type of 
evidence found for:

Efficacy – Whether or not a practice increases quit rates,
and

Reach – Whether or not a practice leads to increased
utilization of the quitline service.

•	Practices studied enough that the scientific community could develop 
consensus that they were effective – as indicated by recommendations 
in either the PHS Guideline or a Cochrane Review – were rated ‘ ’. 

•	Practices with one or more peer-reviewed journal articles documenting 
their effectiveness, but not enough to generate conclusive findings 
with a meta-analysis, were rated ‘ ’. 

•	Practices recommended by a reputable organization, like the CDC, 
but which have very limited scientific support, were rated ‘ ’. 

•	Practices that do not have scientific evidence to support them were 
rated ‘ ’. 

•	Note that none of the practices on this list have evidence 
that they are NOT effective; practices in the ‘ ’ and ‘ ’ 
categories simply have less evidence at this point in time than 
practices in the ‘ ’ and ‘ ’ categories. Indeed, all new and innovative 
practices begin with a ‘ ’ rating until they have been studied more.

Results

•	Following are the ratings for various quitline practices along with the source 
of evidence when evidence exists. 

Table 1: Level of Evidence for Efficacy and Reach for Quitline Practices*
Level of evidence 

for efficacy 
(quit rates)

Level of evidence 
for reach 

(utilization) Quitline Practices
Proactive counseling1,2,3,4,5,6,7,8,9,10

Provide free or discounted NRT without 
counseling5,14,15,16,17,18,19,20

Provide NRT only when registered for 
counseling5,22,23,24,25,26

Multiple call protocol3,5,13

Media targeting mainstream 
population3,24,27,28,29,30,31

Self-help materials to proxy callers3,37

Self-help materials to users regardless of reason 
for calling or services selected5,38,39

Self-help materials to users who receive 
counseling5,38,39

Text messaging44

Integrate phone/web45,46,47

2As or 3As and refer11,49,50,54,55

Reactive counseling1,11,12

Media targeting specific 
populations11,32,33,34,35,36,56,57,59

Provide counseling immediately11

Evaluate quitline effectiveness11,40,59

Serve uninsured callers11,33,41,58,59

Obtain Medicaid/insurance reimbursement42

Refer callers with insurance to health plans11

Re-contact relapsed smokers11,51

Interactive Voice Response (IVR)11,53

Fax referral5,48,49,50

All Masters-level counselors

Integrate phone/face-to-face

SYMBOL key for the level of evidence for each practice:
 – Evidence to support this practice based on scientific consensus;
 – Some scientific evidence to support this practice;
 – Recommended best practice given limited evidence;
 – No evidence currently to support this practice.

*See handout for bibliography.
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Summary

Discussion

•	In order to determine the levels of evidence that exist for practices 
employed by tobacco cessation quitlines, members of the KIQNIC 
research team conducted a literature review. 

•	Each of the 23 practices asked about in the annual KIQNIC survey 
was classified according to the type of evidence found for efficacy 
and for reach. 

•	Such information may be useful to quitline decision-makers as they 
determine which mix of practices their quitlines should offer. 

•	Levels of evidence were found to vary widely across the different types 
of practices currently implemented by North American quitlines. 

•	More research is needed to understand practices’ effectiveness for 
increasing quit rates, and especially reach. 

•	Quitlines have been proven to be effective at helping people quit the 
use of tobacco, but less is known about the individual components 
and practices implemented by quitlines. 

•	Levels of evidence vary across the different types of practices 
currently implemented by quitlines in North America. 

•	Having information about levels of evidence for specific practices 
can help quitline decision-makers make more informed decisions 
about adding or discontinuing practices, especially in times of limited 
financial resources.

•	More research needs to be done to understand the connections 
between specific practices and outcomes of interest (e.g., increasing 
reach, increasing quit rates). The substantial lack of evidence about 
practices’ effectiveness for increasing reach suggests a specific area 
for future inquiry.
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