NAQC Issue Paper

NAQC'’s Issue Papers aim to provide critical knowgean
important quitline topics and guidance for decisioaking.

A Framework for Improving Tobacco
Quitline Quality in North America

INTRODUCTION

The purpose of this paper is to propose a framevariknproving the quality of quitlines and to dabe the
major elements of the framework. A recognized dquathprovement framework in health care settingsiteal
by Avedis Donabedian examines three componentstaftequality: structure, process, and outcome
(Donabedian, 1980). Given that most publicly fundadlines adhere to evidenced-based programmiig in
medical model of treatment, this framework fits eggpiately in examining the factors that influereegcomes

for a quitline.

In adapting Donabedian’s framework to the quitimgustry, the recommended framework components

include:

Structure

Process

Outcome

the characteristics of the syster

the methods of treatment and protocg

the result of the interaction
between structure and proces

(%)

Funder driven:

Amount of funding

Contract relationship betweern
funder and service provider
Purpose of the quitline

Type of client served (if there
are restrictions)

Medications provided
Follow-up and evaluation
requirements

Requirements for referral and
other partnerships and
relationships with medical,
community, and other groups

Provider driven:

» Type of organization providin
the service (academic, not-fof
profit, etc.)

» Capacity of service provider
to:

o Provide service
o Collect data
0 Report outcomes

* Internal organizational model

Decision making regarding items th
affect services, i.e., media campaig
Fax referral programming

Flow of a client through the
service(s)

Proactive v. reactive services
Timing of interventions

Scheduling of interventions

Length of interventions

Topics of interventions
Relationship between multiple
interventions, i.e., counseling and

medications and use of Internet, etc.

Staff training

Follow-up and evaluation protocols
Re-engagement and re-enrollment
clients who have dropped out

ate

of

Caller rates

Live-answer rates

Reach rates**

Drop-out rates

Completion rates
Responder rates

Quit rates**

Use-reduction rates
Re-engagement rates
Client satisfaction

Partner satisfaction (health
care providers, employers,
etc.)

ROI (cost per quit)
Referral outcome rates




NAQC Issue PapeA Framework forimproving Tobacco Quitline QualityNorth America

i.e., intake unit vs. counselor
does all

» Level of staff competency

» Type of telephone equipment
used

» Capacity for data collection o _
and reporting ** indicates outcomes for which

« Referral and other partnerships NAQC has developed standard
and relationships with other measurements and methods.

groups

Client driven:
» Demographics of current
tobacco-using population
 Client’s current relationship
with tobacco

* Motivation and readiness to
quit

* History of cessation and
relationship with service
provider

Funders and quitline providers share the respditgifor the success of a quitline’s service todobo users.
This paper provides guiding principles for fundansl quitline providers to consider when negotiathng
contract for services. The above table providesesmaicators that can be used in a variety of coweuins to
meet the needs of a tobacco cessation servicetdlflessalso clearly demonstrates the complexitglements
that contribute to any of the identified and shasattomes for the quitline.

As noted in the introduction to the North Americ@uitline Consortium Quality Initiative, “NAQC’s Qlity
Improvement Initiative: Defining the Purpose, thedience and a Common Language,” public sectorinesl!
vary greatly in their purpose and scope of servielesvever, all quitlines have a responsibility tomitor and
report on the outcome of their services, makingonme measures the most comparable piece of this
framework, regardless of the structure and proce§set is a rationale for starting with outcomeamges in
this quality initiative. However, as the table abordicates, many factors in structure and procgkgence an
outcome measure.

FRAMEWORK ELEMENT: STRUCTURE

Under the proposed framework, “structure” is dddfias the characteristics of the system (i.e.,igaitl A core
part of the framework includes the recognitiontd interplay between three key players: fundersjce
providers, and clients. Funders and service prosidieare primary responsibility for overall quality
improvement of quitlines. The most easily definesponsibilities tend to be in the structural eletme@utside
of the environmental components of the structuexhents (client demographics, political influenets,.),
funders drive most of these key elements, suchesdntracted funding amount, whether medicatioas a
included, whether specific service elements aredatau, the purpose of the quitline, and who isstedrved.
Funders can also heavily influence the structueahents that are driven by the provider throughramtual
obligations. The service provider’s responsibifiter attributes are the type of organization, théf s
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competencies (administrative and clinical), andtdohnical systems for providing services and ctithg data.
The client element of the structure focuses ord#drmaographic nature of those to be served and their
relationship and participation in the quitline sees.

Funders need to understand the important roleghayin influencing outcomes. By making changearig
structural element, funders influence process obsitigat then affect the outcome elements. In aacial
situation, a funder may make a structural changle thie thought of positively affecting an outcontengent
and leave the process changes to the service prowi¢hen this is done, determining whether thectiinal
changes or the process changes affected the outoeroenes difficult. The best scenario when a siratt
change occurs is to have both funders and serviseders engage in active communication regardieg t
change’s impact on structure, process, and outcome.

A key responsibility of the funder is the estabiisnt of a clear purpose for the quitline. Settiralear purpose
with outlined goals will not only keep the fundawpider relationship functional but will also reduthe
impact of outside factors that could easily detfemn the intended goals of the quitline. Not oshould a
purpose define how a quitline will function as pafra tobacco control effort, but it should alsolude clear
expectations about how the funder-provider relatngm will function. Communication protocols sholld put
in place that outline how decisions related to ontes will
What Type of Quitline Do You Have? be addressed. Regardless of who makes a decisahratge
structure or process to improve an outcome, théoastfor
Tobacco quitlines over time have fallen into three § communicating and getting buy-in from affected igart

CRUEmeNESE should be detailed during the contracting stage.
a. Reactive quitline:

Available to provide information and a . ) ) . . .
brief intervention only for those who callf] Given the diversity of quitline funding and senscéhe

the quitline. development of a clear purpose for the quitline alsems

b. Proactive quitiine: _ paramount to establishing a relationship with aiser
:T};g;’\'/‘i;‘g()‘g;o\;l’}t‘ﬁt:n“0"’:)’1%22!5: single tof] Provider that best meets the needs of the fundiirwi
multiple calls from a trained professional buc_jg_etary constraints. The 2_005 NAQC Annual Sunfey
at the quitline. Quitlines indicated that funding per tobacco us@ges from

c. Proactive quitline plus pharmacotherapy [ $.07 to over $8.00 in the United States and betve2h and
Providing the same services as above wkh $1.91 in Canada (Cummins, teleconference presentati
pharmacotherapy provided as an adjundl >006). Both the funder and provider need to bestal
to the behavioral interventions. ) .

about the services and number of people servedmnvath
specific budget.

A key responsibility of the service provider is st being able to have the capacity or structeleinents to
meet the needs of the funder but also the flexybid adapt to changes in structure or processeasi&s o
improve outcomes. Funders should ask providerstaheir ability to handle increasing or decreastagacity
within a reasonable and agreed-upon timefrddegending on the type of organization providing/sess,
sometimes the cost of downsizing is as signifieantipsizing. A funder should consider the capadignge
issue carefully when contracting for services. Cagachange protocols should also be developed dstvihe
funder and the provider with detailed steps outljntommunication and implementation protocols alé age
cost implications.

Since the structural elements of quality improvetsen the foundation for improving outcomes, arel th

relationship between funders and providers is ageey of that foundation, some key questions shbeld
addressed. Before contracting for quitline serviegsinder should be able to answer these questions
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1. What is the fundamental purpose of the quitline?
Is the quitline set up to meet a public health nhofieroviding information and motivational cues to
quit tobacco use? Or is it set up to provide trestinto those who have made a commitment to quit?
Or is it a combination of the two? Does the fungant to serve more people with less intensive
services or fewer people with more intensive ses/fcDoes the funder want a public health model
or a clinical model?

2. Given the level of funding available for quitline grvices, what are the expectations for those
funds?
For example: Is it realistic to expect a quitlinghaa budget under $500,000 to provide multiple
proactive counseling sessions to 6% of a tobacowgympulation of 700,0007?

3. What specific outcomes are most important to the foder, and how are these outcomes to be
measured and reported?
Should the funder contract with an outside thirdypt measure and report on outcomes, or should
the funder require the service provider to sub+@mttwith an outside objective person or group to
conduct this follow-up evaluation?

4. Should the quitline be integrated into the overaltobacco control program for the state or
province?
Will the quitline work in tandem with the funderdits other programming efforts? Or will it exist
as a stand-alone program with more independencédugderfunding or because a funder wants to
meet a federal requirement for a quitline with lédeest impact on the funder’s staff?

5. How will the quitline be evaluated?
Is the funder interested in both outcomes and gsEs?

6. What are the support structures that encourage thauccess of the quitline in meeting the
tobacco control program’s overarching goals?
Is the quitline provider incorporated in the demmsimaking process or just a contracted service
provider that responds to the decisions made?

7. How are lines of communication established to suppband maintain success in meeting
outcomes?
Does the funder have a single designated contattéaquitline provider? Does the quitline have a
designated primary contact for interactions with fisnder? Do the funder and provider work as a
team in decision making or as two separate enstesing feedback in the decision-making
process?

8. How will the quitline be promoted?
Will the funder contract with the quitline provider a separate agency to market the quitline? Will
this be a joint venture? How will the quitline meluded in marketing decisions, especially around
large media campaigns? What is the decision-makiogess when marketing campaigns are highly
effective and challenge quitline capacity?

When examining the request for services, a seprioeider should carefully consider the followingegtions:

1. What are the expectations for the funding received?
Is the contract only to provide service, or doasdtude medications and promotions? When
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unforeseen circumstances cause a flux in callers,it the service provider expected to deal with
the increase or decrease? Is the provider expexelelop and distribute promotional materials or
just the educational materials for the direct sEx?ils there any obligation to include an Internet
presence?

2. Is there adequate funding for the level of serviceequested?

After carefully reviewing the request or any chagelevel of services, is funding adequate to meet

the requested level of service? If not, what charogelld be suggested to meet the need in a more
efficient and effective way?

3. How is the service provider included in tobacco cdrol decisions that directly affect the ability

of the quitline to meet its obligations?

Does the service provider initiate or encouragestt@t makingf there is a major regional media
campaign, how is the service provider includechmdecision-making process to meet the needs of
callers? If the quitline has been providing onlynimal support and the program changes its
philosophy to one that desires modified treatmentises, how does the funder include the service
provider in moving forward? If a funder contraats &valuation services, how is the service
provider included in the process of developing emaluating the contracted evaluation services? If
a funder decides to add or increase a medicatinefive@s part of its overall cessation efforts, hew
the service provider included in that process?

4. When there are fluctuations in utilization of servces, what is the process for negotiating
service level changes with the funder?
What changes are acceptable? Do the changes steatiiral or process changes, or both? Who
makes the decision about whether the change tsuatsre or process? For example: Does the
funder want every call answered quickly at the odgiroviding continuing services to the enrolled
counseling clients? What provisions are made totas quality levels of care?

FRAMEWORK ELEMENT: PROCESS

Under the proposed framework, “process” is defiagdhe methods of treatment and protocols. This
component of the framework addresses the contethedajuitline service and includes important atiggi such
as: the flow of a client through service(s); timitength, and topics of the intervention; the tgbeounseling
(i.e., proactive, reactive); referral programs uathg fax referral, staff training, and re-enrolimef those who
drop out. During the process of bidding for quiliservices, a service provider should be able sordee these
activities in terms of their costs and their likegyationship to quality and expected outcomes.

Although the process elements may seem to be sip@msibility of the service provider, the fundeteof
influences some of those processes, such as whhthealls will be proactive or reactive, the numbie
proactive counseling calls a person will receivigjlglity criteria, how medication will be dispeed, and the
intensity of staff training. The most influentialdoften overlooked process elements are the deermsiaking
process and communication protocols between furadetservice providers regarding any of the elesent
this model. These process elements may have disggniimpact on any of the outcome elements adlsh
be clearly defined between a funder and the seprceder.

The bigger challenge comes when a funder or aceprovider wants to improve one particular outcoltnis
at this point that the relationships between stmgtprocess, and outcome become even more contepliaad
the need for clear decision-making and communiogtiotocols is heightened. Each party must recegitéz
responsibility when making changes to or implenmenpolicy that may affect outcome elements of the
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quitline. For example, a funder may underestimagetime and effort needed to make what seems lgimple
change, such as adding medication as a benefittedse reach and quit rates. The new benefit elsahg
structure of the program, will require developingwodifying protocols, and will require additiorstbaff
training. At the same time, service providers nieedave systems in place to respond to shiftingipal and
budget climates and to make these types of stralathanges in a timely fashion.

Funders and service providers also need to cleatyil how decision making related to consequentesents
outside of either’s control will be conducted. Thigtorical examples are helpful here: Peter Jerssng
announcement of his lung cancer and the 2009 iserigathe federal tobacco tax. Both of these evenotisght
significant attention to the need for people ta ¢pibacco use, which led to overwhelming requestsjitline
services. These types of events require very fest@es in structure and/or process to handle tirease in
demand. Contract language between the servicedaoand funder should specify what level of chariges
structure and process can be made by the senoe@lpr, under what circumstances, and how thoseges
are to be communicated and approved by the fuAdiglough these types of events are not common nohan
for them will help alleviate tensions that may arsetween service providers and funders.

While there are many processes that go into defigeguitline services, it seems that the fieldaisking in
proven industry standards for most of them. Fataimse, each quitline service provider has its ovatgeol for
the timing of the proactive counseling sessiond,each service provider seems to have its own atend
practice for the number of times it will try to mekontact with a person who has scheduled a session
Currently most funders depend upon the expertishesf service provider in these matters and ragalystion
the provider’s practice or advice when it comemternal processes. While the quitline processgsatocols
have an impact on outcomes, the degree to whighdbevill remain unclear until standards of praetare
agreed upon.

FRAMEWORK ELEMENT: OUTCOME

Under the proposed framework, “outcome” is definsdhe result of the interaction between proceds an
structure. A key element in any quality improvemirdgram is developing and supporting a process for
identifying outcome measures that allows for thaneixation of data from the process and structural
components and evaluates the impact of the interaof the two. An important step in this process i
identifying the attributes or characteristics afuatline that would contribute to a relative mea&saf value.
These will be referred to as the quality measufeseach attribute that is identified as an indicaf quality, a
commonly accepted definition of that attribute mustdeveloped. NAQC began this process with the
identification of two key outcome measures: quélneach and tobacco quit rates (An et al., 2001Gins,
2009).

NAQC'’s usual process of informed decision making wsaed in the selection of priorities for qualitgasures,
as well as the identification of experts to formelthe standard measures. NAQC's decision-makioggss
includes:

1. Polling of members through multiple lines of comnmation (e-mail, conference calls, and focus
groups), when needed.

Compiling polling results to identify top candidat@vhether that be a topic or person) to move fodwa
Presenting results to the membership for furthecwdsion.

Utilizing the NAQC Advisory Council for expert resuv.

Presenting final results to the membership.

abkrwn
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The process was used to identify the outcome measis well as the authors for the white papersrtbatded
literature reviews, definitions, and recommendatifor calculating each measure. In reference toabedian’s
framework, the identification and standardizatiéthese two measures qualify as two outcome comyorcd
a quitline. However, these two measures in isalatiathout looking at measures of structure anatess,
provide little insight as to why programs may diffie values on those two measures. Therefore, anéty
element of the initiative should include not ongwhto measure and report standard outcome medsutreso
how to use the measures to help service providetgumders make better decisions.

Identifying and defining each quality measure reggiimplementation planning as the next step ierial
begin collecting data and reporting on the measie®re developing an implementation plan, a statided
review protocol should be adopted to examine soaysgkiestions:

Is the data needed to report on a particular measadily available?

Are there any fundamental changes that need todae no accommodate the collection of the data for
reporting?

How should the measure be reported?

What is the timeline for reporting?

Should the data elements or the calculated measureported?

Is the data collection and reporting cost prohief®

Are the outcomes useful enough to invest in thegss of reporting for a particular measure?

Who should be responsible for the cost?

N =

©ONOoOAW

INCLUDING THE CLIENT IN THE FRAMEWORK

This framework focuses primarily on the effortstod funders and providers to improve the qualitg of
quitline. However, a core element of this framewtbr&t runs through all components is the presehteeo
client or consumer of the services. One of thedayiponents of the structural element of this maldie
client demographic. Although the funder may havasdnfluence in limiting a quitline’s target poptita, the
overall demographics of tobacco users and any digggawithin these demographics should initialfluence
defining the target population. However, regardiEsshether a funder limits the population thateiges
services or not, members of the target populatemdrio be an integral part of program developmedt a
program improvement. This involvement will helpetasure that services meet the needs of those dlyeapn
aims to serve.
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Example: Quitline Reach and Tobacco Quit Rate—Nowh&?

A hypothetical quitline provider operates a progrérat determines it has a 1% reach rate and aratatof 24% at 1 year. The
funding source would like to see the reach ratebtimli With no change in funding, the provider assuhe funder that a reach ratgjof
2% would require a significant protocol shift. Rovately, the provider has a verified protocol thdws the program to meet tfle
needs of a 1% increase in reach; however, the gobie slightly less effective and has a demonsttat-year quit rate of 189%.
Initially, this may seem like a bad decision siac&-point drop in quit rates might be hard to expta the funding source and gengjfal

public.

The reality is:
Hypothetical target population: 005000 tobacco users
1% reach rate: 5,000 tobacco users
24% 1-year quit rate: 1,200 successful quits

The change:
Hypothetical target population: 500,000 tobacsers
2% reach rate: 10,000 tobacco users
18% 1-year quit rate: 1,800 successful quits

The change in protocol actually results in a 33%6aase in successful 1-year quits. In this casestiétistical evidence could suppgrt
the change; however, the political implicationseducing a quit rate may or may not justify thera® In addition, reviewers shoyld
recognize that a large number of those who quithimiave quit without the service being providede ThS. Public Health Servige
Guidelines for Treating Tobacco Use and Dependdhitme et al., 2009) references an 11% quit ratetliose who receive rp
intervention. Removing these tobacco users froneth&tion will make the difference much less sigaiit.

This example also accounts for no further investrmemaking the change but only a shifting of foeusl protocol with current
funds. If additional costs are added to that chafugéher return-on-investment calculations woudgkd to be applied

Donabedian highlights that there is often a diffieeebetween what providers report as importantality care
and what clients report as important (Donabedi@B80). Often client satisfaction focuses on geneedli
guestions regarding the quality of the servicesweae provided, with little attention to whethbese services
were the best fit from the client’s perspective.aVldeveloping client-satisfaction protocols, sex\pecoviders
and funders should include a feature that allowsctient to comment on the services provided. Qféen
quitline is not funded to provide comprehensivergess or those services that clients might find inepful.

A mechanism for collecting client feedback regagdappropriateness of services can help a quitlirffaraler
encourage a change in funding levels when a mgjoficlients are reporting dissatisfaction with taeel of
services currently offered.

Abrams et al. (2007) recommend that effective ineait should be individualized to best meet the umigeeds
of each client. If a service provider offers a @iee-fits-all program, meeting this requirementdraes

difficult and drop-out rates may be higher thamidier would expect. Providing services through a
comprehensive quitline allows the provider the ittddity to tailor services more readily. In order maintain a
level of high integrity, comprehensive quitline®sld continue to offer evidence-based treatmemices with
more focus placed on adjusting the combinatioreofises as needed by each client.

Donabedian also highlights an interesting challagongservice providers—client ratings of quality deto focus
more on the characteristics of the service providan on the competencies of the service providsswing
evidence supports the notion thdtatis provided andhowit is provided may not be as importantveso
provides the service (Donabedian, 1980; Harmoh e2@07; McKay et al., 2006; Norcross, 2002; Peoje
MATCH Research Group, 1998; Wampold & Brown, 20@)ents want to know that the service provider is
well qualified to provide the services but seerbeéanore influenced to make a behavior change aver t
based on the relationship that develops with tndszprovider and how the client views the relasibip.
Interestingly, evidence outside of tobacco cessdiggins to suggest that the service provider'didaek about
the relationship is insignificant in a client magsia change. Given the growing evidence, quitliresikl be
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assessing client progress from the client’s petsgecather than, or in addition to, the servicevder’s
perspective.

Timeliness of client feedback affects quality impgment. As outlined above, two levels of clientdiegck
need to be recognized: feedback about programmmddeedback about progress and services. Service
providers and funders generally focus on the feeklahout progress and services. This allows clients
provide open feedback about their experiences th@lprogram, usually after finishing a programadiition,
programming feedback provides opportunities toaevbverall program protocols and funding priorities
adjust to better meet the needs of clients. Waitimgl after a client finishes the program, eitbgrdropping
out or completing services, creates a timeline ¢aatbe slow and rarely affects outcome measuragimely
fashion. Feedback about progress and servicegpnsith being delivered gives a provider the oppattuo
“tweak” services as a client acknowledges thattireent course of treatment does not seem to bkingprThe
ability to change focus with a client while stifl ireatment usually increases the likelihood thatdient will
remain with the course of treatment and succeysfuiit.

Feedback about programming should be regular amebtlsited at least once a year, preferably more atiben
look at whether the services being provided aretimg¢he clients’ needs in quitting. Although mamypviders
may be in the habit of doing regular client-satiifan inquiries that focus on the services and psg} the idea
of adding questions that address the fit of theises for the client may be new and require sonmsglbing to
create a comprehensive client-satisfaction survey.

Given that quitline services are established tp kbé&nts quit tobacco use, including regular fesaxkfrom
clients should be an integral part of any quahtyrovement plan. Protocols for the collection oéri
feedback should include timelines for data coltati@nd key steps in addressing feedback. A cligegrated
feedback loop is only complete when clients recogtihat the feedback provided is used to make ciores.

SUMMARY

This framework addresses many of the core featfrdse quality initiative for both service provideand
funders. Funders may benefit greatly from undeditanthe structure, processes, and outcomes faeivwice
provider with whom they hold a contract or a pra&ridvith whom they are exploring a contract relasiop.
The service provider may also benefit greatly fnamderstanding the funder’s role and responsilslitiethe
tobacco control structure of their state or progirfeunders again need to recognize how making sé&n like
simple decisions affects their service providessjascribed in the example below.
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Example Funder Decision—Short-term Intensive Med@ampaign to Increase Quitline Utilization
When considering this decision, a funder and praviteed to have a conversation regarding:
1. Structure issues
a. Are the funds available to increase capacity anshtaia the current protocols?
Does the provider have the capability, staffing] sechnology to handle a sudden increase in volume?
Are funds available for staff training to accommigdehanges?
d. Are funds available for materials for the increasachber of callers or targets?

e. What is the timeline needed to increase capaditynding exists?
2. Process issues
a. If funds do not exist to increase capacity, willl gaotocols need to be adjusted (number of cédisgth of calls
focus of sessions, etc.)?
b. Is this a shift in program philosophy? As Shu-Haiim points out, there needs to be an understarafimghethe
the underlying purpose is to increase quit atterapferovide treatment to maintain a quit (Zhu, 2007
c. Will protocol changes require staff training?
d. What is the timeline to bring everyone up to speed?
3. Outcome issues
a. What is the balance between quitline reach and rgiis? If an influx of calls requires a protocbhrge tha
negatively affects quit rates but significantlyreases reach rates, is the tradeoff worth the imesg?
b. If protocol changes need to be made, will this cedclient satisfaction?
c. If protocol changes are made, how will partnerseferral agents react if they are not informed dhefdime? Som¢
partners may buy into the current protocol and matylike the shift in focus or protocol. Is thekrisf losing somd
partners worth the increase in reach rates?

A funding source that focuses only on the outcontbomt a clear understanding of the impact on stmecand process (protocofs)
can create difficulties for the service provideattequately meet the need of that campaign.

Making a fundamental switch frequently createsardy cost increases but also confusion on thegfarfients and those who are

asked to partner in promoting the use of the outliAlthough the idea of a media campaign mightrske a simple solution for thd
funding agency, the impacts can be far reaching.

Until funding for quitlines is based on a recoguiztandard for delivering services, much like otinedical
procedures, outcome measures will be relativelfycdit to compare. In an effort to make outcome sweas
more comparable, NAQC recommends that a core smitobme, process, and structural elements be
identified. NAQC has begun this process with thenidication of the two outcome measures of quétiieach
and quit rates. The Centers for Disease ControPaedention guideline for quitlines (Centers fos€ase
Control and Prevention, 2004) offers several eldmehthe structural element that can be examiQextlines
have tested and verified protocols that could mrered for the process element. Because the viiyabi
quitlines creates a challenge in developing slertitsolutions to standardized measures in strugbuoeess,
and outcome, each quitline, in cooperation witliuteder, needs to identify and prioritize some edata that
are most important to measure for its particuladhés quitlines begin to examine the relationdiepween
structure and process elements with the impacutcome measures, opportunities to share findings ether
quitlines should be encouraged. From this sharfriondings, standard elements will begin to emeagd
industry standards can begin to be developed simoiline outcome measures already identified thndbg
NAQC Quality Improvement Initiative.

FINAL RECOMMENDATIONS

1. Funders and service providers should develop & atg@ement about the purpose of the quitline
and the level of care to be provided.

2. In the absence of standardized measures in edble élamework elements—structure, process,
and outcome—funders and service providers shoeldtiiy at least two components in each
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element to measure over time and use as qualitgunes This would give a quitline and its
funder a minimum of six different components to swea.

3. Funders and service providers should develop atdleraction plan that includes client-
satisfaction surveys, client-service feedback, @aropriateness-of-services feedback. The plan
should include regular and consistent timelines@iecting and reporting data.

4, As national standard measures are released, subh ggitline reach and quit rate measures
from NAQC, funders and service providers shouldrdoate efforts to assess the burden of
implementing those measures. In an effort to asfésstiveness across quitlines, all efforts
should be made to implement the standardized messmtess this proves to be cost prohibitive.
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