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The Use of Quitlines Among Priority
Populations in the U.S.:
Lessons from the Scientific Evidence

INTRODUCTION

Great progress has been made worldwide in tobamuinat as evidenced by the World Health Organizesio
Framework Convention on Tobacco Control (FCTC) stndng anti-smoking legislation throughout the ©Bdit
States, Canada and other countries. Although gaicisanging social norms in entire communities hiaeen
achieved, rates of tobacco use among particulaneets of the population are still high or on trseyiand in some
cases these rates have not decreased (Rodriguag+elsf al., 2009). For example, there has beeal@aming
increase in tobacco use in the developing worldyer 2010). In the U.S., a country with some @& thost stringent
anti-smoking legislation in the world, recent deek in smoking rates have become stagnant or tiezisg a
reverse trend in some populations. Tobacco userected minority and disadvantaged communitideénU.S.
and Canada in important ways. These communitieaireat high risk for commercial tobacco use andesdfom
significant tobacco-related health disparities.

Cigarette smoking is a major preventable causesefbde worldwide and it is the primary cause ofmateire death in
North America. Increased incidence of smoking-eglanorbidity and mortality from cancer, cardiovdaculisease,
respiratory illness and pregnancy complicationsehasen well established (U.S. DHHS, 1998; U.S. DHRBO;
U.S. DHHS, 2004). In the U.S., nearly 438,000 peaji annually from tobacco-related diseases ame 46.S.
racial and ethnic minority populations consistetbar a disproportionate burden of tobacco-reldieehses (U.S.
DHHS, 1998). Twenty-one percent of all cancer deatbrldwide are attributable to cigarette smokingd ather
forms of tobacco use (De Vita et al., 2008). Appmately 60% of these tobacco-related deaths aréuwtible to
lung cancer. As the incidence of tobacco-relatedale increases within the U.S. and abroad, theselbe an
emphasis on early primary prevention (i.e., premgnyouth from early initiation) and increased eféato ensure that
all current smokers who desire to do so, are abtpiit. In this context, access to efficient, ceective and
comprehensive cessation services (i.e., tobacsates quitlines) for particularly vulnerable poatibns becomes
critically important.

According to the U.S. Preventive Services Task &¢2009), health care providers should inquire ablmismoking
status of all adults and provide access to tobaeseation interventions for those who use tobacodyets. The
federal government’s clinical practice guidelinetobacco cessation (Fiore, 2008) recommends gestlas an
effective service to reduce the burden of exceathdeand diseases related to the use of tobacdagiso Given the
disproportionate burden on some groups, this sspecially needed service among vulnerable popukati

Purpose of this Review

Since 2004, the North American Quitline ConsortiiNQC) has partnered with members of the quitline
community to improve the effectiveness of, and asde tobacco dependence treatment through quitiaQC is
an international, non-profit membership organizativat seeks to promote evidence-based quitlinecesracross
diverse communities throughout North America. NA@€Embers consist of organizations and individuas finnd
and provide quitlines services, conduct researchrat quitline-related topics, advance national @&ss policies,
and work in other areas of tobacco control. TogethNAQC members work to promote and ensure quadityitline
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operations, promotion, and cessation interventibu® to quitlines’ proven effectiveness (Zhu et 2002), the
American Legacy Foundation, American Cancer So@atythe Robert Wood Johnson Foundation have alpedh
to support the growing quitline infrastructure e tU.S. (Croyle, 2010).

During 2010, NAQC, in collaboration with the sixi@ers for Disease Control and Prevention (CDC)d@fbn
Smoking and Health (OSH)-funded National NetwoiksTobacco Control and Prevention
(http://www.tobaccopreventionnetworks.org/sitenbarked on an effort to better understand thees, reach and
acceptability of quitline services to six specpiapulations residing in the U.S. that are servethbyNetworks:
African Americans/blacks (AA/B), American IndiandaAlaska Natives (Al/AN), Asian American and Native
Hawaiian and Pacific Islanders (API), Hispanic/bas (H/L), the lesbian, gay, bisexual and transge(dGBT)
community, and individuals of low socioeconomidgsalow SES). The initial assessment resultedvn t
documents. Both will serve as the foundation wwbith future quality-related work will be developed

* A NAQC report(http://www.naquitline.org/resourcesnegr/Issue_Papers/ReportimprovingtheQualityofQ.pdf
highlighting results from a series of six listensgssions with members from the six tobacco con&wlorks
(Thomas-Haase, 2010); and

* The current paper, which constitutes a systematiterv of the scientific evidence regarding cessatio
services to these priority populations with a spedocus on the use, effectiveness and promofiguidines.

In this review, priority populations and their ugfequitlines is examined. Priority populations atentified by the
CDC as groups that bear the burden of significalpéi¢co-related disparities. They experience irsg@gargeting by
the tobacco industry and tobacco use prevalenes that vary substantially across populations aittairw
subpopulations. To be clear, for the purposesisfrdview “priority populations” are identified as:

- African American/black (AA/B)

« American Indian/Alaska Native (Al-AN)

« Asian American/Pacific I slander (API)

« Hispanic/Latino (H/L)

« Leshian, Gay, Bisexual and Transgender (LGBT)
« Low Socioeconomic Status (Low SES)

From the published literature, this review attemptascertain quitline utilization by, effectivesesf, and strategies
for reaching these populations. In addition, tkigew attempts to provide lessons learned fronstentific
evidence in order to better inform decision makmthin quitlines that serve racial/ethnic and sdégemder
minorities, and those of low socioeconomic stalluge to the limited volume of scientific evidencearitlines and
priority populations of any kind and the virtuakance of literature on quitlines and priority p@iidns in Canada,
this review focuses on the U.S.-focused list obpty populations noted above.

Tobacco Cessation Quitlines

Quitlines have emerged around the world as an itappmechanism for expanding the reach of tobaessation
services to North America, South America (BraZl)irope, and parts of Asia (Anderson and Zhu, 2Q0@yle,
2010). A tobacco cessation quitline is a servieg tiffers telephone and/or Web-based behavioraisaling for
tobacco users who want to quit. Quitlines are edimd resources that provide easy access to enadessed
cessation counseling and supplemental informabassist in quitting. In North America, quitlinefoad states and
provinces the opportunity to reach a larger andengdrerse population with tobacco cessation sesviitan efficient
and cost-effective manner (Fiore et al., 2008; &hal., 2002). Today, residents in all 50 U.S.estathe District of
Columbia, the Commonwealth of Puerto Rico and theifbry of Guam have access to quitline serviéeglerson
and Zhu, 2007). Further comprising the North Ameami Quitline Consortium, all ten Canadian provinte®
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Canadian territories, and more recently, Mexicoylte quitline services to residents.

This paper refers to quitlines in general, and gthlere are common structural, operational andceelements
(Cummins et al., 2008) each quitline is unique.olighout the U.S., quitlines provide different typesl intensities
of services, offer those services in multiple laagges, operate with varying budgets, and diffeheirtmarketing
and/or promotion of their services to diverse papahs. Quitlines offer a range of services inahgdielephone and
web-based counseling, referrals, distribution dfflselp materials, training of health care proveleand in some
cases, free or reduced-cost cessation medicatldunsng Fiscal Year 2009, all quitlines providedsees at least
eight hours per day for at least five days per wéekddition, 94% of U.S. quitlines and 90% of @dian quitlines
were open at least one day of the weekend. The auaithours of quitline availability per week radgeom 40-240
in the U.S. and from 72-78 in Canada. All quitlimeshe U.S. and Canada provided a multiple-caibptive quitline
service, which is consistent with the U.S. Publeakh Service guideline for tobacco cessation @edral., 2008).
Referrals to quitlines were provided by fax fronalie care providers and other organizations for ®%4.S. and
100% of Canadian quitlines. As of 2009, all U.Stlomes provided services in English, and approxeha96% had
the capacity to serve Spanish-speaking populafldAQC Annual Survey, 2009). In response to the seddhe
communities served, the California Smokers Helptifiers cessation services in Mandarin and Can&nes
Vietnamese and Korean (Zhu et al., 2010). All Caaraduitlines provide services in English and agprately 80%
offer services in French (NAQC Annual Survey, 200hile warranted, but perhaps in less demand,jarityaof
U.S. quitlines (89%) also conducted counselingupghoa third-party translation service, while 20%Cainadian
quitlines contracted with third-party translatie@ndgces as needed (NAQC Annual Survey, 2009). Fregdications
(e.g., patch, gum, or prescription medications)enmovided to eligible callers by 70% of U.S. guaik in FY 2009.
No Canadian quitlines provided free medicationsaiters in FY 2009.

According to the 2009 NAQC Annual Survey, thereassiderable variability in the utilization ratefsquitlines in
the U.S. (1.60% to 7.25%) as well as the totalatslspent per smoker. Promotional reach (the nuofliebacco
users indicating an interest in services dividedhaytotal number of smokers in each state) rafrgea 0.16% to
9.84% with a median of 1.18%, while treatment reflece number of tobacco users receiving evidenseda
counseling or medications divided by the total nemif smokers in each state) ranged from 0.05%28% with a
median of 0.70%. U.S. quitline spending on servaras$ medications per smoker in Fiscal Year 200§edrirom
$0.14 to $20.81, with a median of $1.87. It israsted by NAQC and the CDC that if spending on ses/and
medications per smoker reaches $10.53, quitlineklgerve 6% of smokers with evidence-based coungsahd
medications (CDC, 2007; NAQC, 2008).

As state governments expend greater efforts t@asa taxation of tobacco products and as theyeurth
institutionalize comprehensive smoke-free lawsettuce tobacco use, the role of quitlines will beeanore critical
to assist those in need and to ensure accestdalbfe tobacco cessation services.

Smoking Disparities in U.S. Populations

Tobacco use among underserved populations in tBeitJoften understood as an indicator of headthk (liLee et al.,
2009). However, there is a need for a more commsthe approach that addresses both at-risk popokatnd the
communities in which they reside (Robinson, 200®pacco prevalence rates of the populations ofastan this
review should not be viewed in isolation. Tobacelated disparities are the result of interactiogisvieen the social,
economic, geographic, and political environmenthiwwiwhich people carry out their lives in theispective
communities. In this context, history, culture,daage and the communities themselves become garticsalient.
Acknowledging this perspective, variations in patteof smoking among those who disproportionatelgrithe
burdens of tobacco-related disparities are predente

Racial/Ethnic Minority Populations
Data from the Centers for Disease Control and Prtewe (2008) reveal that American Indians expergetie highest
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rate of smoking (32.4%) when compared to non-Higpahites (22%) and other racial and ethnic grosyosh as
African Americans (21.3%), while rates are lowesbag Hispanic/Latinos (15.8%) and Asians (9.9%jeA§everal
years of decline, tobacco use rates among Africaxercan and Hispanic/Latino youth are on the riae2008
Morbidity and Mortality Weekly Report showed a resetrend in the percentage of adult smokers ittse
between 2007 and 2008. Rates of smoking amongsadalieased from 19.8% in 2007 to 20.6% in 20@8previous
years, these rates had significantly decreaseéslintportant to note that smoking prevalence dataA&ians reveal an
aggregate rate that masks the devastating effedtexceptionally high rates of smoking among vidbér segments
of this population. For example, Korean and Vieteaenmen with low English proficiency have smokingvalence
rates as high as 39.4% and 32.7%, respectivelyy T&mmizu and Chen, 2005).

Lesbian, Gay, Bisexual, Transgender (LGBT) Populatins

In a systematic review of the literature, Lee e(2009) found that sexual and gender minorityustatf gay, lesbian,
bisexual, transgender (LGBT) was associated wighédr risk of smoking. Findings from several stuqiRgan et al.,
2001; Eisenberg and Weschsler, 2003; Tang et@04;Xardona et al., 2005; Scout and Senseman) 2806w that
smoking rates among LGBT adolescents and adultsigiher than those in the general population. frata the
National Health Interview Survey (CDC, 2006) estiesassmoking prevalence among men to be 24% however,
among white gay or bisexual men estimates are 428gher. In an Oregon and Arizona study (Stallet1999),
the smoking prevalence among black gay or bisexades was nearly double that of heterosexual m2¥ (6s.
34%). Hispanic, Asian and American Indian homoserales had a relatively similar smoking prevaletatheir
heterosexual counterparts (Stall et al., 1999)gTetral. (2004) compared smoking prevalence in L@#Blts of
both genders and also their heterosexual countsrgResults showed that the smoking rate for lesbizas 25.3%,
while their heterosexual counterparts’ rate wa9%#.This trend remained constant among gay anddseteual
males, as their smoking rates were 33.2% and 2Ir&$pectively. The study concluded that lesbiaisexuoial
females, and gay men had significantly higher @tiarsmoking prevalence rates than their heteres@ounterparts.

Low Socioeconomic Status Populations

Levels of education, income, and occupational state important determinants of smoking and indiaid of low
SES are smoking at higher rates than other grétgysexample, the 2008 National Health Intervieww@yirevealed
that adults with General Education Development (GE&Btificates had the highest smoking rate (41.88pared
with a rate of 6% among those with graduate degf@@®king rates tend to be highest among indiviluddo have
obtained no more than a high school level of edogaBy contrast, smoking rates tend to decreasevass of
education increase and are reported to be the t@mesng individuals with a college degree or maies trend
remains constant across most groups of men and w{Washington State Department of Health, 200@ividuals
below the poverty threshold have consistently hgtédr rates of smoking than those at or above ovenpy
threshold and the disparities gap has not chang#tkilast 10 years (Fagan et al., 2007). As 6B2Bearly 59% of
adults near or below the federal poverty level wenegent smokers (CDC, 2008). Hispanic women wighér levels
of acculturation, education, and income remainstiiie exception to these trends and tend to haveehigtes of
tobacco use than their immigrant counterparts (daid et al., 2006).

Among other groups of women, smoking rates vargdygraphic location (urban vs. rural), with womesiding in
rural locations having significantly higher ratdssmoking than their urban counterparts (Washin@tate
Department of Health, 2007). Kim and Clark (2006dged female adolescents of low SES to predictikeéihood
of smoking initiation and transition to heavier agbo use between adolescence and young adulthbeg.fdund
that individual factors and state level tobaccot@rpolicies were independently associated witlokimg initiation
and adverse transition in young adulthood. This egmecially pronounced in low SES females. Theasth
concluded that state antismoking policies and @mgrhave the potential to exert considerable infteeon smoking
behaviors that persist through adolescence and/ming adulthood. There are however both posithcereegative
unintended consequences of local, state and fepleliales on low-income women (Moore, McLellan, Tas)
Fagan, 2009). Low income, racial, and ethnic migasomen in particular are more likely to be expbt®
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secondhand smoke and have limited capacity to ptesg@osure. Additionally, they may work in setBnghere
workplace tobacco policy loopholes exist or maylmtapable of requiring the enforcement of compkawith
statewide laws (Moore et al., 2006).

Foreign-Born Populations

According to the 2010 U.S. Census, minority popaiet, especially Hispanic/Latinos and Asians, wadlhtinue to
grow at an accelerated rate due to births and imatian into the U.S. By 2050, these minority popiolas are
expected to account for almost 50% of the U.S. [atjmn. Recent Census data reveal that 12% of tie U
population is foreign-born and another 11% haveasdt one parent born outside of the U.S. The tdugks third in
the world among countries with the largest numlie&@manish speakers (U.S. Bureau of the Census,)2B&aching
these populations for cessation services requirksrally and linguistically appropriate outreathtobacco use is
not eliminated or further reduced in these andrathaority groups, several reports (CDC, 2004; Birgh 2004)
predict an impending epidemic of diseases causedidacco as the numbers in these populationsaspecially
among particularly disadvantaged groups such gsais/Latinos.

METHODS

Identification of Studies

Several scientific peer-reviewed journal articlesrevidentified through computerized bibliographatabases.
Accessed published articles were identified throocgimputerized searches of PubMed (1980-2010), Gdddholar
(1980-2010), MEDLINE (1974-2010), PsychINFO, Pro&uand Science Direct databases through the ePa1df.
All searches included either one of the specifipydation groups or quitlines. To search for arsgbertaining to
telephonic cessation programs or quitlines, keywarsed were “quitline*,” “quit line*,” “helpline*,telephone,”
and “telephone counseling.” To find studies oncggdgpopulations and quitlines, keywords were camebiwith
AND. Keywords for special populations used werésfrnic,” “Latino,” “American Indian,” “North Amegan
Indian,” “Alaska Native,” “Asian,” “Pacific Islande’ “African American,” “Black,” “Lesbian,” “Gay,”Bisexual,”
“Transgender,” “Socioeconomic status,” and/or “Lwome.”

Additional literature was identified from the redece lists of published journal articles. Authalso searched for
cross references that combined cultural competandytobacco scientific articles among the iderdifjepulation
groups. Keywords searched included “cultural,” “gmtency,” “community oriented” AND “special poputat,” as
well as “tobacco cessation” and “smoking cessdtidine search was limited to articles in Englisto &ge
limitations were given, nor were actual outcomesaésn rates required for inclusion. Authors alsdewed
reference sections of previously screened artaheisdiscussed relevant, new and informative pratient that were
pending or being considered for publication.

Two hundred ten (210) manuscripts were initiallgritified after a comprehensive review of the litera. Abstracts
were read and coded for inclusion or exclusiomay independent reviewers. Abstracts and accompgnyin
manuscripts were included as key sources in theweW they were evidence-based (defined as appgani the
published scientific literature) and met all of folowing criteria:

1) Focused on use of quitlines, quitline effectivera@glor quitline-related interventions; and

2) the scope of research explicitly focused on onmare of the six previously identified populatioA&\(B, Al-
AN, H/L, API, low SES, LGBT) in quitline services.

Of the 210 articles found in the literature seafc?, were automatically excluded for not meetirgychteria outlined
above. Another 98 were carefully scrutinized butruploser review 62 were excluded for not beinggjeto
quitlines and/or not directly informing use of duiés or telephone counseling among priority pofioites. Excluded
articles did not primarily focus on quitlines thdutpey may have focused on cessation interventamd/or did not
identify or include information on any priority polations of interest for this review. The remainBarticles out of
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the original 210 met the criteria outlined abovdeast in part.

Thirty-six abstracts either met inclusion critegdeclusively or helped inform the criteria and wenectly relevant to
answering research questions about quitlines imaortant way. The full-text versions of the thigix studies
retained for review were extracted and read thdmbyuipr further analysis. Eleven of the 36 studiese peer-
reviewed and fell in to one of two categories: eitthey explicitly focused on quitlines AND specifacial/ethnic
populations, sexual/gender minorities or low socom®mic status groups, or they were deemed apptedn help
situate the primary sources within the broader bafdglevant literature. These eleven studiesrakided and
summarized in Appendix A. Two additional non-pesriewed articles were reviewed and are incluge@ippendix
B. The authors felt these were important studigadlude, even if non-peer-reviewed, because tllelyessed the
LGBT population, a group for which very few peevieved articles exist.

This systematic review of the scientific literatimelps to answer three primary research questidhsswbsets of
guestions regarding priority populations (AA/B, AN, H/L, API, Low SES, LGBT) and their use of quiks. The
research questions emerged during listening sesgidh members of the six CDC National Networks @@,
2010) and represent the key issues raised. AdabtE® studies (Appendices A and B) were systemiiticaviewed
based on how they could help answer the following:

1) Are the specified priority populations using quiés? If so, are the specific priority populatiomasisfied
with the services?

2) Are quitlines effective among these populations§o | what has shown to be effective? What culiural
specific elements are important to incorporate igtatline services to increase effectiveness per th
scientific evidence?

3) Are quitlines promoted to specific priority popudats? If so, do promotional efforts increase aallrom
specific populations to quitlines?

RESULTS

Are Priority Populations Using Quitlines?

Zhu et al. (2010) examined 15 years of data ontifieation by Asian language speakers of the Gatia Smokers’
Helpline (CSH). A free statewide tobacco cessatioitiine available to all residents of Californiag CSH is the
only quitline in the U.S. that supports multipleadgamage counseling for tobacco users who speak S#ik@rean, or
Vietnamese (CKV). The primary objective of thisdtwas to assess quitline utilization by smokers wéilled the
Asian-language lines and to compare their usagesitns and non-Hispanic whites who called the Ehglanguage
line. The study was, in part, a challenge to widedid assumptions that Asians do not use quitimeices because
they are less likely to seek counseling of any, sortl Asian immigrants are less likely to use qet due to cultural
barriers such as a lack of familiarity with the cept of behavioral counseling. Secondary objeciinelsided an
examination of preferences for services delivenethiiget Asian languages (i.e., Chinese, Koreah Vagtnamese).
During the initial period under study (1993-19943jan-language services were provided by the Alliealth
Forum, a community-based organization. From 189gr¢sent, the University of California, San Diegoves all
callers who speak English, Spanish, Chinese (Mamdad Cantonese), Korean and Viethamese.

Study measures included service data on whethiereahoned the quitline for themselves or sometse (i.e.,
proxy caller), their tobacco use status and readite quit, how callers learned of the program, demographic data
(namely, the specific ethnic category reported &liecs who identified as Asian or Pacific Islandégians who
called the CSH but preferred services providedrglish were treated as Asian Americans/Englishdagg
speakers. The population of whites in this stuayuded only English-speaking, non-Hispanic whit@sitline
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utilization was determined as a “usage rate” fahegroup (whites, English-speaking Asians, and Cifgaking
Asians). To derive this rate, researchers divithedainnual total calls to the quitline from the esponding group by
the specific group’s total estimated populatiosmiokers in California. To compare quitline calletth the general
smoking population in California, data from the 302005, and 2007 California Health Interview Syr¢@HIS)
were used.

Results show a total of 35,521 Asian American aaciffe Islanders called the CSH from 1993 to 2008otal of
22,061 of these callers (62%) used the in-langliage (CKV) versus 13,460 (38% of the total) Askamerican
callers who used the English-language line. Amdwogé who called the Asian-language line, 35.4% \peory
callers (calling for someone other than themsel@sjing the same time period, a total of 259,9T#&evsmokers
called the English-language line, of which 4.8%ewveroxy callers. During the first period compardaa from the
quitline (2002-2004) with CHIS (2003) data, Asianakers using the three in-language lines were fsognitly more
likely to call the quitline than were whites (p<)Oblowever, English-speaking Asians were signifibaless likely to
call the quitline compared to white smokers (p<.0%)is trend remained constant for both males anthfes. On the
other hand, female CKV-speaking smokers were rlikesly to call than whites. In the second conmaar period
of CSH (2004-2006) data and CHIS (2005) data, révedtremained similar in that English-speaking Addanerican
male and female smokers were significantly lesslyiko call the quitline than white smokers. CK\eaging male
and female smokers were not significantly lesdyike call the quitline than white smokers. Duritng final
comparison period of CSH (2006-2008) and CHIS (2@@fa, CKV-speaking males and female smokers were
significantly more likely to call the quitline thavhite smokers, however, English-speaking Asiarenaald female
smokers were both less likely to call the quitlihan white smokers.

Overall, this study showed that CKV-speaking Asiassd the quitline at the same rate (~1% of totalkémg
population) as other groups, much of which maythéated to media promotions. It must be noteat thalifornia
had an ongoing antismoking media campaign promakiagvailability of services provided in CKV larages.
Across all years (1993-2008) and across all grocgiers were most likely to learn of the CSH’svéss via mass
media. This pattern was also consistent amongypeabers. Given the high proportion of proxiesliogl from CKV-
speaking groups, results from this study suggesdtgrotential of mass media campaigns to motivatesmokers to
call the quitline on behalf of other smokers, textending the reach of the quitline. While massimethy have
been a reliable means of reaching smokers, healthproviders proved to be a less reliable refewalce for CKV-
speaking callers. On average, only 4.1% of CKV-kpepcallers reported learning of the CSH from altkecare
provider. Approximately 28% of white callers, howevreported having heard about the CSH from alheale
provider. This points to missed opportunities frGKV providers in utilizing the cessation service fioeir clients
and suggests an important intervention point fatlige promotion in the future.

This study is not without limitations as there vmasassessment of the number of CKV-speaking smokeoshad
seen the media promotions compared to English-gpgdisian smokers. As such, it was not possibléet@rmine
how much of the differences in use between thegmaps could be attributed to exposures to the ptioms.
Additionally, there was no assessment of whetheintlbedia campaign had different effects on smokgts\e| of
education. Finally, the impact of promotional effoon the part of community-based organizationsesmting
Asian groups was not examined. Nevertheless,fgalfrom this study suggest that while at diffenates, residents
of Asian descent and particularly those of CKV-$eg communities, utilize the California Smoker2lgline at
least as frequently as white smokers.

Andoh et al. (2008) conducted a cross-sectionalystin sex- and race-related differences among sreokeo called
the American Lung Association (ALA) Helpline. Tharpary objective of this study was not relatedhe tise and
satisfaction of quitlines, but rather, to determivteether sex- and race-related differences in sngolehaviors were
explained by socioeconomic status (SES). Apprakahy 99.1% (n=990) of current adult smoker resrafgreed to
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participate in the study, and the demographic camipn of the study sample included American Indsai\laska
Native (1.7%), Asian (0.6%), Native Hawaiian or Fadslander (2.4%), white (61.2%), black (34.0%hd
Hispanic (4.7%). Due to the small sample size béptacial and ethnic minority groups, comparisaese restricted
to white and black participants. Compared to mammen calling the helpline were less educated, riikely to be
unemployed, and had a lower household income (A<f@:10all analyses). Despite their low SES, womemeamore
likely to use pharmacotherapy before calling thiplivee. Similar to women within the study, blaakaekers had
lower levels of education, a lower household inc@ané were more likely reside in urban areas whempewed to
white smokers (p<0.01 for all analyses). Poststdjent for SES, black smokers in this study wess l&ely to have
tried other evidence-based and non-evidence-bas#tbas of quitting (i.e., use of smoking cessatradications or
switching to lower-tar-delivery cigarettes) priortheir call to the helpline.

Findings from Andoh et al. confirmed those of ayiwas study by Sood et al. (2008) who conducterbaszsectional
study of 890 current adult smokers calling the sa&m& Helpline. As precursor to the study by Andaida
colleagues, the primary objective of this study ¥easompare the proportion and characteristicsetiflime callers to
those of the general adult smoker population aaicexd through the 2002 National Behavioral Risktéiac
Surveillance Survey (BRFSS) and 1991-2001 Natisteslth Information Survey (NHIS) data. When compangth
the general adult population of smokers acros®JtBe, Helpline callers were significantly more Ikéo be women
(p<.01), approximately 45 years of age (p<.01)ckkp<.01), non-Hispanic (p<.01), educated up ®lgh school
level (p<.01), reside in urban areas (p<.01), ard an annual household income less than $35,6001(p Of
particular interest, the authors found a signifiaarerrepresentation of blacks, non-Hispanics, waoraad urban
residents, as well as poorer, older and less eeldi@atults.

It is particularly important to note that the ALAehpline used in both studies promoted serviceggrgeral mass
media campaigns using messages embedding the beakbguences of smoking as opposed to tailoredagies
targeting specific subpopulations of U.S. smokdsspite this lack of targeted promotion, the fngs show an

overrepresentation of callers from traditionallydarrepresented groups, particularly black and |&% Smokers.

Prout et al. (2002) examined characteristics decalsing the Massachusetts Smokers’ Quitlinegusiovider
service data, and compared them to the generalgapuof smokers using data obtained from theedB®FSS. The
primary aim of this study was to assess differetea®een quitline callers (n=23,938) using servioetsveen 1994-
1997 and all adult smokers who responded to thd-1997 Massachusetts BRFSS (n=3,292). Results shthae
callers completing the initial quitline assessmeate more likely to be younger, female, have agergbme college,
and less likely to be non-Hispanic white. Durihg period under study, African Americans represk6t8% of the
total callers to the Massachusetts quitline, wtils group represented 4.1% of smokers in the.st&lso
overrepresented within the quitline population,gdisic smokers comprised 4.8% of total callers bptesented
3.7% of smokers in the state.

The Question of LGBT Use of Quitlines

There are a dearth of studies within the publidiedhture on the relationship between LGBT popala and their
use of quitlines. Of those research studies anlliatrans that do exist, moate not available through the commonly
observed mechanisms for scientific evidence, thateer-reviewed journal$he paucity of literature within this area,
however, cannot be attributed to a lack of quitlise by individuals within the LGBT community. Ret, the
absence of scientifically published research magthédutable to a lack of consensus by the vargiakeholders
(e.g., state tobacco control programs, funding eigenproviders, community agencies, and advocemyps) as to
the relevance, appropriateness, and implicatiomegpfesting information in order to collect demaudyia

information related to sexual orientation and gendentity of quitline callers. Based on 2009 NA@Gnual Survey
data, 19 U.S. quitlines reported data on sexuahtation and gender identity of callers (North Arcan Quitline
Consortium, 2009). Given the absence of a widespaeloption of sexual orientation-related questanlimited
collection of these demographic data, large sdabete to examine the use and effectiveness ofigag within the

© North American Quitline Consortium, 2011 8



NAQC Issue Papemhe Use of Quitlines Among Priority Populationghie U.S.: Lessons from the Scientific Evidence

LGBT population are somewhat hampered. Howevagsponse to the lack of demographic data on ttedbss,
other research focusing on the development of \aliireliable standardized questions related toadexientation
and gender identity has emerged.

As part of a collaboration between the National 0GBobacco Control Network, a regional health plaiinnesota
and a Minnesota provider of quitline services, $@nd Senseman (2007) examined the use of coghéstieg in
the development of a single item to assess sexigmitation and gender identity in an effort to sasfully capture
and portray tobacco use in LGBT communities. THinree subjects aged 18 to 61 (median 29 yeartsgipated in
the first round of cognitive testing, while 39 sedts participated in a second round of cognitigéirig utilizing an
enhanced question that was revised based on résumtsound one testing. To ensure diversity andraer to
explore variability, the total sample (n=72) coteisof individuals from the general population dnel LGBT
community. Further, racial and ethnic minoritiesl amdividuals of low SES comprised two-thirds oé thample.
Upon completion of the two phases, the researdbarsl that the use of a single sexual orientatiwh gender
identity question accurately classified 100% of plagticipants, no participants requested clarifocabr supplemental
definition, and moreover, no participants refusedespond to the question.

While the findings by Scout and Senseman (200A)ipeosome support for adopting questions to acelyragapture
sexual orientation and gender identity, a sepautaidy by Anderson et al. (2005) provides eviderfadb@use of the
California quitline by LGBT residents. Using exigjiservice data from the California Smoker’s HelpliAnderson
et al. completed a follow-up evaluation with a ramdsample of callers (n=953) who had previous|ginesd
services in order to determine LGBT use of quitbeevices. The researchers identified zip cod®ss frensus data
known to be locations of heavily populated LGBTidests and oversampled within these areas. Withavily
populated LGBT locales, 22.8% of callers were idiextt as LGBT. Upon correcting for oversampled equles,
5.3% of the callers in the total California samiplentified as LGBT. Only 4.3% of the respondemrffsised to
answer questions related to their sexual oriemtatResults from this study suggest that it is fimago verify
whether LGBT tobacco users are currently usindnawe in the past used quitline cessation prografasthermore,
these findings provide evidence that some membdled GBT smoking population are using the Califar
Smoker’s Helpline, although improvements in caluvoe can always be attained.

Less is known, however, about LGBT use of othetliges. Nevertheless the introduction of an iteiseasing sexual
orientation and gender identity in the above-refeegl studies provides an opportunity to more atelyraapture this
population and identify the particular characté&ssof who is calling, and if LGBT populations arging and
satisfied with quitline services. NAQC has adopteslitem from the Minnesota study as an optionaktjon for its
Minimal Data Set for Evaluating Quitlines as areatpt to encourage quitlines who are interestedgsessing sexual
orientation and gender identity to use standarguage and response options.

Summary

The literature reviewed provides some evidencéelutilization of the California Smokers’ Helplirgitlines in
Massachusetts and Minnesota, as well as the Aarekiang Association National Helpline (Sood et 2008;

Andoh et al., 2008; Prout et al., 2002; Zhu et2010; Anderson, 2005; Scout & Senseman, 2007 erQ#dsearch
studies (reviewed in other sections of this papsvyide additional evidence of state quitline atition and the use of
other telephone-based tobacco cessation helpldwsans et al., 1998; Wetter et al., 2006; Niedapeeet al., 2008;
Boles et al., 2009; Burns & Levinson, 2010; Mahteaile 2010; Sheffer et al., 2010). Priority padidns represented
among telephone-based intervention study populatiere African American, Hispanic/Latino, Asian dPakific
Islander, American Indian, low SES and LGBT. Axdssed within the literature reviewed, at times&som
populations satisfied the criteria for more thae pniority grouping (i.e., low income African Amean smokers).
However, the vast majority of studies reportedlmuse of quitlines by each group independentiyil&\there are
between-group differences in terms of quitlineizdiion, the examples provided show use of quitiieesices, to
varying degrees, by all of the priority populatiarfanterest for this review. Furthermore, someugs such as
African American and individuals of low SES weré¢enf times overrepresented within the populatiogufline
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callers when compared to the general populatisnaikers.

The provision of services in native languages nayrtbute to the use of quitlines by specific laage minority
groups. Chinese, Korean, and Viethamese smokerpramg callers telephoned the available quitliresgpecially
when there were services offered in-language (Mam@ad Cantonese, Vietnamese and Korean) for tipeseps.
Moreover, the evidence suggests that these indilgdare as, if not more, likely to phone the inglaage quitline to
seek cessation assistance than white smokersgctienEnglish quitline. Asians who speak Englisiland Whites
who are interviewed in English continue to usedbgline in high degree. An important finding isatramong
Asians, more individuals requesting services irglaage tended to call the quitline than Asians rstijug the service
in English.

Are Priority Populations Satisfied with Quitline Services?

In a comparison between Alaska Native and non-Adaskative callers, Boles et al. (2009) evaluated th
acceptability and effectiveness of the Alaska metlResearchers compared results from surveyssttime Alaska
Native (n=102) and non-Alaska Native (n=670) callho had set a quit date. Study measures fordgrotips
included satisfaction with the quitline, quit belea7-day point prevalence at three month follgwy, .experiences
with the quitline, community perceptions of quids) and other tobacco-related questions. Alaskix@participants
were asked four additional questions related téepeaces for an Alaska Native quitline nurse, thesl of comfort
with the quitline questions via telephone, whetherquitline questions were presented in a maniegred as too
fast or slow, and participant views on the appmtpriess of the quitline for the Alaska Native peopl

Finding showed that 83.2% of Alaska Natives vs39®non-Alaska Natives (p=. 033) reported overdik&action
with the quitline. Significantly fewer Alaska Naés reported satisfaction with the quitline nurs&480) compare to
non-Alaska Natives (94.6%). Despite generally Heylels of satisfaction, Alaska Natives were muds ligkely to
quit smoking cigarettes than non-Alaska Nativesd22vs. 40.7%). Fifteen of the eighty-eight Aladkatives
mentioned their satisfaction would improve if aduhtl forms of NRT and other cessation services fdce-to-face
counseling and peer-to-peer groups were offeredditionally, eight mentioned more follow up callstbe need for
a longer time to talk to a quitline nurse, whilecth were concerned about judgmental or disrespecténactions
with a quitline nurse. In response to the cultgradstions asked only of the Alaska Natives, ofdiigaty-five
respondents 13 reported that they preferred tokspeh an Alaska Native nurse, three stated thatgihestions were
too personal, 16 reported that the pace of queastiomas too fast, and four reported the quitlinbécan
inappropriate service for Alaska Natives. It alaodd be noted that a significant difference (p&l)was found
where Alaska Natives (20.2%) vs. non-Alaska Nat(@%%) agreed with the statement, “People thirik the
quitline nurses would not be culturally sensitivei’ terms of quitting, the Alaska quitline was asteffective for
Alaska Natives as for other quitline callers. Hoee\three-month quit rates within the Alaska Nativeup were
generally good and overall satisfaction with theviees was positive.

Maher et al. (2010) conducted a survey of a randample of Washington quitline callers to assesshenauit rates
and satisfaction with services varied across régtlatic populations and geographic location (unzrrural).
Baseline study measures on the types of services/ezl were obtained from the Washington quitlineatlase.
Demographic measures included race/ethnicity, dohuckevel, and sex. Quit rates were measuredday7point
prevalence at three months post initial call togb#line. The racial and ethnic composition ofsasurveyed
included white non-Latino (n= 762), Latino (n=15Ajrican American non-Latino (147), American Indiataska
Native (n=101), and Asian/Pacific Islander (n=58uit rates were similar among all racial/ethniougs with
Latinos (35%), African Americans (35%), Asian aratific Islanders (58%), and American Indian/Alaskéative
(35%) all having higher rates than whites (30%).

Findings from Maher et al. (2010) showed no sigaifit differences in quit rates by gender, educd&wel or region.
More than 90% of participants in each racial/etlgrmup reported overall satisfaction with the guélservice,
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would suggest the service to others, and werefigatiwith the specialist on the phone. Cognizdrthe needs of
diverse populations, the Washington quitline trdispecialists in various culturally specific comnoation styles
and barriers to quitting from callers’ perspectjva&3sd as such, one limitation of this study inchitiee inability to
generalize to other quitlines. Other limitationdhie study were that the survey was conducteahgiigh only, the
absence of sexual orientation/gender identity deapdgc data (not collected by the quitline untiD8), and low
representation of members from the Asian/Pacifemider community. Despite these limitations, theihgs from
this study suggest that the Washington quitline eféective in that there was little variation inigrates and
satisfaction across demographic groups.

Summary

Although priority populations may vary in termstbéir satisfaction and acceptance of quitlines vt majority of
participant smokers in the reviewed studies replaatéavorable response in terms of satisfactiogesiing that free
telephone-based cessation counseling is most widfreceived. Beyond studies focusing on clietiséaction of
quitline services, this is further evidenced byeagsh exploring the utilization of quitlines as w$euitlines may be
indicative of acceptance of this type of cessasiervice delivery. However, the dearth of studieshos topic
indicates a clear need for additional researchdimguon priority populations to help elucidate taationship
between caller experiences and subsequent outcasiegll as to assist in improving services. Nwlanized
controlled trials exist that specifically compargttine service satisfaction with satisfaction fratner types of
cessation services among priority populations. Mesearch needs to be conducted in this area.

Are Quitlines Effective for Priority Populations?

Orleans et al. (1998) recruited African Americarogers to a two-group randomized clinical trial iregtthe
effectiveness of a culturally-tailored cessatiaeivention for African Americans (AA) using a med@ampaign. The
paid media campaign combined television and radv@disements with limited community outreach taiédn
American smokers. Central to the media campaigninaeasing calls to the National Cancer Instisu@ancer
Information Service (CIS) for free quit smokingonination and materials. Study participants wer@2 African
Americans smokers who called one of the four regjioffices of the CIS. Over 85% of the subjectéeckin
response to a tailored communications campaigmetiagy14 communities. Researchers randomizeduljeds to
one of two conditions: 1) standard interventiomuifsiard CIS smoking cessation counseling with tfer of generic
quit smoking materials), or 2) tailored interventignodified CIS counseling with culturally-tailorggit smoking
materials). The tailored intervention consistegm@ividing the “Pathways to Freedom” cessation gaiade tailored
counseling to quitting and dealing with barrieraildred counseling was slightly modified from tharslard
counseling in that the Information Specialists ugednteractive approach in order to encourage cierment to a
stage-based quit and relapse prevention protoedbréd interventions lasted 19 minutes within rgeof 10-28
minutes, while standard intervention calls lastedealian length of 13 minutes with a range of 8-28utes (P<.05).
Baseline study measures included demographics,ismokaracteristics (e.g., current smoking statusjber of
years smoked, Fagerstrom Test for Nicotine Depes&lsoores, quit attempts in the past year) andiaten
definitions of stages of change. Follow up measates and 12 months consisted of use and ratingslfehelp
guide, use of pre-quitting strategies, number df giempts, 7-day point prevalence abstinencegness through
stages of change, and use of nicotine replacement.

Results show callers in this study were mostly @sn American females (63%) between the ages oBAedrs
(88%), and had either a high school education aen®4%). Using a standard definition of stageshainge, 50% of
smokers were in the contemplation stage and reptiney were interested in quitting smoking withie hext six
months. Another 47% were in the preparation stager(ded to quit in the next 30 days) and 2% were action
stage, having made a serious attempt (24 hourog)rm the past six months. Six-month follow upuiés showed a
preference of the tailored intervention for eachtsfyy assessed. Participants in the tailoredvetgion initiated
significantly more quit attempts than the CIS stddyroup (P=0.007). No significant differencesevierund in any
other outcomes. At 12-month follow-up, self-repdrébstinence rates were significantly higher fertdilored
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intervention (25.0%) when compared to the standdsvention group at 25.0% and 15.4%, respecti{ess0.034).

Findings from this study suggest that tailored mal®and enhanced counseling (i.e., longer dunaid increased
frequency of calls) were of some benefit over stadar generic approaches for African American sengkalling
the CIS. What remains unclear, however, is thengxtewhich of the intervention components hadgteatest effect.
A further limitation to this study is that the 12snth follow up occurred for part of the cohort (ptthose subjects
who enrolled during the second year). The absehqgaibrates for the other part of the cohort wheravnot assessed
at 12 months brings into question the generalidglmf these findings across the entire study pafoih. While it is
possible that improved abstinence rates may biewttd to tailored materials and/or counselings important to
note the context of the study. A targeted commatioas media campaign, which was highly correlatéh an
increased call volume to the CIS, may have infleenthe smokers’ perceptions of the need for tadlonaterials.
Consequently, we cannot conclude from this studyttiere is a direct link between culturally-taddmaterials and
counseling protocols and increased abstinence.

Wetter et al. (2006) recruited Hispanic smokera tavo-group randomized clinical trial entitleddiés al Fumat
(Goodbye to Smoking). The objective of the studg Wwaevaluate the effectiveness of paid mediarforeiasing use
of the CIS Spanish language services and to exatinénefficacy of the culturally-tailored telephobased behavioral
treatment in Hispanic populations. Study partinigaended to be of low socioeconomic status (SE®)thirds
Mexican American with 95% being of immigrant statasd approximately 60% of the subjects spoke y&@phnish
at home. The researchers randomized the 297 jpanits to one of two conditions: 1) standard coumgébne
telephone contact with the offer of self-help mialis), or 2) enhanced counseling (four telephoreamis). The
enhanced counseling consisted of culturally-tadaessions delivered in three additional proactmenseling calls
at one, two, and four weeks after the initial talthe CIS. The calls consisted of practical colingdidentification
of triggers to smoking and strategies for copisgpportive counseling, and strategies to increaslssupport from
significant others. Motivational enhancement teghes and cultural tailoring were also included.t@al tailoring
consisted of a protocol that incorporated relewispanic cultural elements suchraspeto, simpatia, familismand
personalismdi.e., respect, pleasant and agreeable, famity pasitive social relationships respectively). #isnce
rates measured at 7-day point prevalence at fidelanweeks were the primary study outcomes. Results
demonstrated that the enhanced condition (27.4&dumed greater 7-day point prevalence abstineno@ared with
the standard condition (20.5%) at the three-moollbw-up. The researchers noted an increasells tcathe CIS
for assistance with cessation, however, they acletdye that this increase could very well be atteduo paid
media advertisements (television, radio, newspapérdirect mail) selectively delivered in EnglisideSpanish.
Promotional efforts showed an increase from anameeof less than one call per month to nearly 18 par month
among the targeted population. A culturally-taitbegoproach to tobacco cessation for Hispanic pdpakwas the
strength of the study. Limitations, however, in@dddinmatched intervention intensity and contashat follow-up
duration, and reliance on self-reported quit ratdsvertheless, these data show that culturallgrd proactive
telephone counseling programs, in conjunction watijeted and tailored media campaigns for Sparmishisng
smokers, may be effective in the short-term.

Summary

The effectiveness of quitlines has been repeatigliyonstrated among broader audiences. A metasanaly
Lichtenstein, Glasgow, Lando, Ossip-Klein & Bol&996) showed that in different settings, proactganseling
calls have consistently shown beneficial effecthwegard to short-term abstinence. Long-term s, however,
are less consistent within the published literature those found in studies related to telephosedaterventions
for priority populations are no exception. Orleansl colleagues (1998) showed higher abstinenee matAfrican
American smokers at 12 months as did Wetter €2806) in Hispanic smokers at three months. Wl studies
found that smokers who received culturally-taildesthanced interventions experienced higher guasragiven that
the period at which these rates were measuredelats/ely short, it is difficult to ascertain whethor not cultural
tailoring results in a more sustained quit. Wiit@rt and/or long-term abstinence rates are oftsaaated with the
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effectiveness of quitline services, it is importemnote that other factors may contribute to quatt Consequently,
the definition of effectiveness must be extendeghd the common default of focusing solely on gaiés.

Results from both studies reviewed for this secimphasized the use of targeted, paid media cangpthgt were
strategically employed in order to increase caluwee from target groups (i.e., African American and
Hispanic/Latino). Both studies revealed the effertess of using paid media to increase initidsdal the quitline.

It is possible that the use of paid media influehather outcomes to include numerous quit attemgsisitant from
repeated exposure to tobacco cessation media paomeotBased on limited data, the effectivenessutitirally
specific educational materials and/or self-helplgaiused in these studies remains unclear. Wislértings
suggest that it is possible study participants fporarity populations preferred tailored materialss not clear that
the use of these materials resulted in higherrqtess for the short or long-term among these pojpnis. What is
clear, however, is a positive association betweed media promotion of telephone-based servicesaaridcrease in
call volume.

Are Quitlines Promoted to Priority Populations?

Burns and Levinson (2010) conducted a quasi-exmeriah study on the effects of a Spanish-languagdiane
campaign on quitline utilization. Study eligibylicriteria included if potential participants haalled the Colorado
quitline for themselves during the pre-campaigoampaign periods and answered race/ethnicity-ctlatestions.
The researchers compared proportions and demogsaphcallers with other races/ethnicities. Studiasures
included call volume, service utilization, and qaites at 7-month follow-up and compared LatinoZ¥3) and non-
Latino (N=527) callers before and during the maimpaigns. Tailored media campaigns in Spanisletzalg
Spanish TV and radio stations, as well as moviattre catering to Latino audiences. In additiotheomedia
campaign, there were other elements of a more agmepsive approach that may, in part, account firtbreased
quitline reach. During the study period, the Cattir Quitline offered free nicotine replacement aipgr(NRT) and
five telephone counseling sessions, which were osaginally more by Latino/Hispanic enrollees timam-Latino
enrollees.

The results showed that Colorado quitline callseased among Hispanics/Latinos by 57.6% and 6-nmeidmghnence
rates were significantly higher during the campatan pre-campaign (18.8% vs. 9.6%). Abstinenassrat 7-day
point prevalence were also significantly higher amélispanics/Latinos during the campaign periodg@20vs.
41%). Additionally, 82.1% of Hispanics/Latinos ugsbé free NRT compared to 74.6% before the campaiginos
who called the quitline during the campaign weranger than 45 years, more likely to be uninsuretiread lower
levels of educational attainment (less than hidtoet) than those who called during the pre-camppinod.

Contrary to the authors’ assertion, the lack ofraal measure of exposure to the media campaigHimsitation to
this study. However, the researchers noted adaability of their study to assess the directaftd the media
campaign on cessation-related knowledge and agstudtheir study with a Spanish speaking populatio addition,
authors noted that when media is well designedniSpdanguage media campaigns can reach youngdoar8ES
Hispanics/Latinos. Future research to determinertheimum reach of quitlines to Hispanics/Latinatigh
Spanish language media is warranted.

The Wisconsin Tobacco Prevention and Control Pragreoadcasts smoking cessation campaigns on tielevis
which mainly focus on two primary media messagegs, ‘keep trying to quit” ad to encourage quitlume (KTQ)
and 2) a secondhand smoke (SHS) ad to educatergiedveut the harmful effects of smoking and to prtenguit
attempts. Niederdeppe et al. (2008) examined whétleemessages had different effects on socioecimadiyn
advantaged populations as compared to the disamtyeoht Further, the researchers tested the imp&d@ and
SHS ads on quit attempts and smoking abstinenaggitLainal data from the Wisconsin Tobacco Sun&80@) was
used for baseline measures of media campaign redale follow-up data obtained from the WisconBi@havioral
Health Survey (2004) were used to capture absteeates.
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A total of 452 adult current smokers were intenaelvin 2003 and one year post-media campaign in.ZR@dall of
KTQ ads was positively associated with telephondige awareness in both the upper SES and low& S&inples,
but was not associated with secondhand smoke ahiefither group. These results were consistanoisa education
and income lines. Making at least one quit atteimpite past year was not associated with recalT& or SHS ads.
The KTQ ads were more effective in promoting qtiémpts among the higher educated when compareaver
educated groups. There was no association betigeah of either ad and abstinence at one yeadhgagion or
income.

Findings from this study suggest that smoking dessanedia messages can have greater influencemer SES
populations as opposed to those of lower SES. r@$warchers noted that upper SES smokers may diawve KTQ
ads more compelling than lower SES smokers. Caresely, upper SES smokers may have been more atmertda
the suggested messages which may in turn influgait@ttempts. Study limitations included a lowdst enrollment
rate (29%) that may have impacted the measurenieatall effects, as well as inadequately represstlYisconsin
smokers. Overall finding from this study suggespotential need for media campaigns targeting iddiais of low
SES.

Sheffer et al. (2010) conducted a media campaigmaparation for a $1 per pack cigarette tax irsgdsy the
Wisconsin State Legislature which would impact\tisconsin quitline. The primary objective of thergaaign was
to enhance knowledge of quitlines and the avaitgtof services with the goal of increasing demaBetween 2002
and 2007 the quitline served approximately 10,@@&¢co consumers annually. The media campaignded|d5
television stations, 15 radio stations, and 93 peyers. During the first three months of 2008,qhiline received
27,000 calls, and reached 3% of the smoking pojpuléius demonstrating the significant potentiatobrdinated
strategies to increase consumer demand. Amongdhest populations reached were the uninsured 29.1
Medicaid beneficiaries (13.9%), and African Amensd11.2%). Findings suggest that an aggressivevatie
campaign can be an effective tool for increasirgrédach of quitlines.

Summary

Taken together, findings from the literature reeesuggest that quitlines are promoted to spegotfpulations with
some degree of success. Throughout the variougestulfhite, African American, Hispanic/Latino andian
American audiences responded to paid media promo#de measured by an increase in quitline callagder,
different groups of callers learned about the tetee-based cessation services through varied mischaiof
communication. While for some mass media (e.geyvtelon and radio) is the most accessible outbetpther groups,
health care providers and/or their social netwarfidamily and friends may be more influential. Tiiterature review
revealed differences by socioeconomic status, sipthiat media is more influential among individuafisipper
versus lower SES. Barriers to individuals of lowSS&te critical to address, and media campaigns togleel in tune
with the realities of quitting and the realitiestbé communities in which individuals spend theiilylives that may
deter or promote cessation.

Finally, findings from these studies demonstratea@d to embed media campaigns within comprehepsograms
or interventions. Studies suggest that media cagnpailone are not enough to produce sustained elamgjuitting
over time. However, when combined with a compreivensehavioral intervention, such as a quitlinegpamn, their
impact is not only more noticeable it is also msustained in the long term.

CONCLUSION

Our purpose has been to systematically reviewtistemnt published scientific literature on quitliservices as
relevant to the inclusion of any of the six specgopulations addressed. Our goal has been todeavbetter
understanding of the reach and quality of quitBeevices to these particularly vulnerable commasitAfrican
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Americans/blacks, American Indians/Alaska Natidispanic/Latinos, Asian/Pacific Islanders, indivadis of low
SES, and LGBTSs). The 13 studies reviewed identifigolortant issues related to quitlines and helpéorm
guestions related to ethnic/racial, low SES andigkégender minority utilization of quitlines. Thagper brings
together the literature on these populations aedb@guitline services in the U.S. and contributea better
understanding of the scientific published literatavailable to answer key questions importantrftorming future
program planning.

The review provided some evidence of varying proomtutilization, satisfaction and effectivenessaifacco
cessation quitlines among ethnic/racial and othieripy populations. Increased promotion of quidato priority
populations is warranted, as well as encouragifegnads by clinical and other providers to quitkn@specially when
available in the language of the tobacco user.eid@hing how best to promote quitlines to priopiypulations is
key if they are to participate more fully in cessatservices. Given the lack of data collected éxual orientation
and gender identity, there is limited researchlalsée on LGBTs seeking cessation services viaigaegland
subsequent outcomes. This is identified as a sogmf gap in the scientific literature. Studies aeeded to better
understand the characteristics of callers fromrgpyipopulations and the specific barriers andlf@&tors to
utilization of quitline services. Moreover, stusli@re needed to best understand which elementstbihe treatment
are most effective for priority populations as wasdlthe general population of smokers in the U.S.

Of all the studies reviewed, only eleven were peelewed and published in scientific journals. Tstodies, though
relevant, appeared in the non-peer-reviewed lileeaMMethodologically, we also found weaknessdbénpublished
information with minority groups and quitlines. Gaering the number of years quitlines have beailae in the
U.S., and over 200 articles available overall depliith cessation services, it is surprising thdy @ handful of
studies included control groups and only two warelomized control trials. Most studies were deseBgn nature
or quasi-experimental with two group, pre- and gest designs. Although some studies did includlevicup, the
length of follow-up was sometimes as little as ¢hmeonths. This does not provide enough time torohete if the
intervention really worked over time. With the eptien of two randomized trials, it was also difficto determine
“loss to follow-up” on final outcomes of these seg] weakening the little scientific evidence aallé. Most studies
lacked a theoretical framework or guiding model saded widely in terms of conceptualization. Fertstudies
could emphasize the use of one or more modelaordworks that best fit with priority populationsarder to build
rigorous scientific evidence that is grounded ioven theory.

Overall, review authors found a paucity of studrethe overall literature that specifically added®ur questions of
interest regarding the use, satisfaction and primmatf quitlines in minority communities. Due toetkack of studies
with rigorous methodologies related to priority ptgiions and quitlines, utilizing randomized colied trials was
not the most appropriate method to answer the resegestions. The inclusion criteria for the btieire search
needed to be expanded. The tremendous gap irtdhetlire calls for more research in this area wfikimic/racial
populations, sexual/gender minorities and thodewfSES. It also calls for more rigorous method@sgmore
standardized protocols, larger sample sizes, arti-quitline partnerships to address some of thesgand
methodological weaknesses found in the publishehsfic literature.

In order to address the current gaps in the lieeatpartnerships among quitlines, clinicians, gnr@dCDC National
Networks are highly encouraged. These partnershgsprovide a more effective way of reaching ptyori
populations through culturally-tailored promotioraimpaigns. Partnerships might also provide guielaegarding
the need for language-specific services in padityivulnerable communities. These partnershipsbs@ a strong
vehicle for capacity building among quitline coulesg, as they can provide guidance in how to bédtess
culturally-specific cessation issues in a cultyr@hgaged manner. The partnerships may also pragsistance with
designing research projects to test some of thgrano modifications that could address many of $kaes identified
in this paper, and with evaluating quitline sergiéer minority communities. More importantly, thase a strong
vehicle for the dissemination of findings to othesso might be interested in the implementationudfurally and
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linguistically specific programs for cessation thaet the needs of minority groups.

Because not all of the research questions idedtibethis review could be fully answered with #dsting available
literature, we are left with a need to focus owerch efforts in these areas. NAQC is in the p®ooéfinalizing a
research agenda for quitlines, and will work tousaghese questions are included in the agendangdetward. In
addition, NAQC staff will work to identify quitlireand researchers with the capacity and intergsirgue specific
research questions in these areas.
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Appendix A — Peer-Reviewed Articles (11)

Author Population Design Intervention Control Outcomes / Follow-up Notes
Andoh et al., | Adults in the US | Cross sectional 990 active Women and black smokers| They found that sex and
2008 who speak and smokers were had lower SES than men andace related differences in
understand interviewed by white smokers. Women had smoking among helpline
English (over age telephone during lower rates of tobacco callers are not explained b
18, no pregnant their initial call exposure and more likely | SES
women) N= 990, to the National tempted to smoke by
females 619 and Helpline. environmental cues.
males 371 Mass media
advertising
campaign was
used to increase
the Helpline
usage.
Boles et al., | Alaska Native Descriptive — | 8 proactive 3 month Quitline less effective for
2009 (N=772) and Non| comparative | follow-up AN
AN (40%) study counseling calls,
a quit kit, and
free NRT
Burns & Hispanics Quasi- Campaign aired 7 month Quitline calls increased by
Levinson, (Spanish experimental | via TV, radio, (quit rate, number of quit 58% with media campaigrn
2010 Speaking) (2-group movie theaters attempts, progress through
N=243 randomized) | for CO quitline, stages of change, use of
free NRT and 5 NRT, ratings of self help
proactive guide, use of pre-quitting
sessions strategies)
Maher et al., | African American, Descriptive- One call with 3 month Quit rates did not vary
2007 Latino, Asian, comparative QL counselor or significantly by race,
American Indian | study (vs. “WA benefit”-8 ethnicity, education level,
AM=147 ethnic groups) | weeks of free area of residence or sex
Latino=154 NRT and 4 more
Asian=58 counseling calls.
Al=101
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Or N=1312
Niederdeppe| Low SES Descriptive Television 12 month Some media campaigns are
et al., 2008 | N=452 comparative smoking (quit rates, quit attempts, ad more effective for highly
study cessation ads. recall educated
Orleans et | African 2-group Tailored CIS Standard CIS 6 month & 12 month in"® 6 month follow up
al., 1998 Americans randomized quitline quitline counseling| year only significantly higher quit
N=1,422 Pathways to w/ Clearing the Air| (quit rate, # of quit attempts, rates with standard vs.
Freedom guide | quit guide progress through stages of | tailored.
w/ interactive change, use of NRT, ratingg 12 month follow up sig.
telephone of self help guide, use of pre-higher quit rate wi/tailored
counseling style quitting strategies) vs. standard
Prout et al., | Massachusetts | 2 groups, Current smokerg Data on smokers | Quitline callers are more More research is needed
2002 residents telephone calling the from the likely to be younger, female, the users of public services
currently smoking| survey Massachusetts | Massachusetts have some college educationsuch as Quitlines. Callers
N =23,938 interview Quitline between Behavioral Risk are less likely white, non- | are usually the more
6.2% Black 1994-1997 Factor Surveillance Hispanic addicted from the general
4.8% Hispanic/ System (BRFSS) | 93% of Quitline callers plan| smoking population.
Latino from 1994-1997, a| to quit in 30 days but only
telephone health | 15% feel confident they
survey. could quit.
Also a separate
group was created
for smokers
planning to quit in
30 days from the
BRFSS (since
Quitline callers are
more likely to want
to quit)
Scheffer et | N=25,384 Descriptive/ Statewide Data from previous An immediate increase in | Consumer demand for
al., 2010 9% African comparative collaboration years without the | earned media coverage. An| these Quitline services can
American and Media 4-component increase in Quitline usage | be increased using policy
2% Native Coverage. Four | intervention. from regular 10,000 and the media.
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American Component: calls/year to 27,000 calls/ 3
1). Build on months. WTQL would reach
other state 1% of the smoking
experiences that population in previous years
achieved lower and reached 3% of the
smoking rates. population with the statewide
2). Generate collaboration and media
earned media campaign.
coverage. 3).
WTQL would
start 2 new
treatments (2
weeks of free
NRT and an
interactive web
coaching
service). 4). New
calendar year
with WTQL

Sood et al., | N=890 Cross- Live counseling | Information was | There is an over The point of the study was
2008 Adult smokers sectional. based on the compared from the| representation of blacks, nonto describe the
5% Hispanic/ Telephone trans-theoretical| Behavioral Risk Hispanic, women, and urbamn characteristics of the

Latino
33% Black

survey of first
time callers to
the American
Lung
Association
(ALA) lllinois
and lowa
Quitlines.
Convenience
sample. Self
reported.

model of
behavioral
change and
social cognitive
theory, patient
center
counseling
strategy and
expert
recommendation
. All callers also
received a free
self-help

educational

Factor Surveillance

System 2002
(BRFSS) and the
National Health
Interview Study

(NHIS) 1999-2001.

The BRFSS is a
cross-sectional
telephone survey
and the NHIS is a
cross-sectional
face- to-face
interview.

residents. Also, poorer, olde
less educated, and heavier
smokers are abundant withi
the study population.

rsmokers who were calling
the Quitlines. A

ndisadvantaged population
who also smokes more an
needs more assistance us
Quitlines.
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material “
Freedom from
Smoking”
Services
provided in Eng
and Span

Wetter et al.,
2006

Hispanic/Latino
(Spanish
speaking)
N=297

2-group
randomized

Single
counseling
session during
initial quitline
phone call + self
help materials

Single counseling
during initial
quitline phone call
+ 3 proactive
counseling calls

5 weeks and 3 month
(quit rate)

83% completed the full
course of 4 counseling
calls and 27.4% reported ]
day abstinence at 3 month
follow-up

N

Zhu et al.,
2010

Asian (Chinese,
Vietnamese,
Korean)

Descriptive —
comparative
study

(Evaluate state
quitline
utilization)
(Whites, English
speaking Asians
3-Asian
language
groups)

# of smokers and proxies

(callers calling on behalf of
someone else), how heard ¢
quitline

Active participation of
CKV speaking Asians.
f
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Appendix B — Non-Peer Reviewed Articles (2)

to

Author Population Design Intervention Control Outcomes/ Notes
Follow-up

Scout & General Case Study Cognitive N/A Single sexual orientation and Use of cognitive testing to

Senseman, | Population and Testing and gender identity question assess sexual orientation

2007 LGBT community implementation accurately classified 100% of better understand tobacca

(N=72) of new LGBT the participants. use in LGBT communities

guestion on the
quitline

Anderson et | 5.3% of 953 were| Descriptive Follow-up N/A LGBT Helpline callers are | LGBT population being

al., 2005 LGBT (N=50) interview with satisfied with service and served by CA Smokers
randomly benefit from Helpline service. Helpline but improvements
selected in call volume can be
Helpline attained.

participants

U7
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