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An Implementation  
Executive Summary

LUNG CANCER REMAINS THE NUMBER ONE CANCER-RELATED CAUSE of death among both men 

and women in the United States. Lung cancer screening has the potential to save 12,000 lives annually. 

However, due to low rates of screening, many persons who could benefit from lung cancer screening do  

not receive this service. 

Quitlines can play a role in decreasing the number of deaths from lung cancer by educating quitline 

participants about lung cancer screening. More than half of all U.S. quitline participants may be eligible for 

lung cancer screening. 

Quitline funders and service providers have competing priorities and limited time; however, quitlines can 

raise awareness about lung cancer screening among quitline participants during intake or counseling with 

minimal start-up and ongoing costs (Chapter 5 reviews the costs associated with integrating lung cancer 

screening education). On average, adding education on lung cancer screening to quitline intake takes no 

more than two minutes. Quitline service providers can: 

 ⬣ Identify potentially eligible quitline participants based upon age (50 to 80 years) and smoking pack-

year history (20 pack-years)

 ⬣ Verbally refer them to lungscreen.health, an online resource to help individuals make decisions about 

lung cancer screening

 ⬣ Text and/or email quitline participants the link to lungscreen.health 

 ⬣ Embed lungscreen.health educational materials on quitline webpage

Project CONNECT was a partnership between The University of Texas MD Anderson Cancer Center (MD 

Anderson), North American Quitline Consortium (NAQC), quitline service providers, and quitline funders 

to increase the awareness of lung cancer screening with low-dose computed tomography among quitline 

participants. The project had an active 6-month implementation period for each state quitline (seven state 

quitlines participated) with monthly check-ins between members from NAQC, service providers, state 

funders, and MD Anderson. 

Over the course of the project, quitline service providers tested multiple methods for disseminating 

educational materials (verbal referral, text, email, mail, and web) to engage quitline participants in learning 

about lung cancer screening and to encourage them to take action to obtain a lung cancer screen with 
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low-dose computed tomography. Although verbal referral reached the most potentially eligible quitline 

participants, adding text or email to verbal referral resulted in improved engagement with the educational 

materials. Placing educational materials on the state quitline’s website resulted in better engagement. 

Many quitline participants have lower incomes, have behavioral health conditions, or are members of a  

priority population.

Quitline funders could address health equity by partnering with other organizations and funders to 

ensure that all individuals who may be eligible for lung cancer screening will have access to screening and 

affordable treatment options, regardless of insurance. 

This implementation guide is designed to help quitline funders and service providers learn what it takes to 

educate quitline participants about lung cancer screening.
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CHAPTER 1. Purpose of  the Implementation Guide/
Intended Audience 

SINCE 2010, QUITLINES HAVE BEGUN TO DEVELOP a more integrated approach to offering services 

and referrals for health conditions that are prevalent among people who use tobacco. In this way, quitlines 

play an important role in more fully addressing critical public health issues relevant to individuals who 

smoke (both currently and formerly), such as diabetes and behavioral health conditions. By offering 

education on lung cancer screening, quitlines could better serve the health needs of their participants.

Quitlines can play a role in increasing awareness of lung cancer screening because they serve a large 

population of people who have a long history of tobacco use who may be eligible for lung cancer screening. 

In Fiscal Year 2020, state quitlines reported 785,673 calls and enrolled 284,917 participants in quitline 

services across the U.S. (NAQC annual survey, 2020). Among people who use state quitlines, 52% (148,610) 

were 50 to 80 years of age, and therefore met the United States Preventive Services Task Force (USPSTF) age 

eligibility criterion for lung cancer screening. 

This implementation guide is designed to help quitline funders and service providers learn what it takes to 

integrate education on lung cancer screening into existing quitline services. Improving lung health is a key 

mission for quitlines, and quitlines are positioned to pair primary and secondary prevention to address lung 

cancer. Quitline service providers can do this by raising awareness of lung cancer screening through:

 ⬣ Identifying potentially eligible quitline participants based on age (50 to 80 years) and pack-year 

smoking history (20 pack-years)

 ⬣ Directing quitline participants to educational materials about lung cancer screening
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How to Use this Guide
 ⬣ Background on lung cancer screening is presented in Chapter 2

 ⬣ Research leading to Project CONNECT is presented in Chapter 3

 ⬣ Steps to integrate education about lung cancer screening are outlined in Chapter 4

 ⬣ Costs associated with implementation are described in Chapter 5

Figure 1 shows the different roles funders and service providers can play to educate their participants 

about lung cancer screening. With recent changes to lung cancer screening coverage from the Centers 

for Medicare & Medicaid Services, service providers may be able to take a more active role in providing 

counseling about smoking cessation and shared decision making about lung cancer screening. Additional 

training of quitline staff would be needed to provide this increased level of service and was not the focus  

of the current project. 

QUITLINE SERVICE PROVIDERS:

 » MODIFY INTAKE DATABASE to identify 
potentially eligible participants  
(Chapter 4 )

 » PROGRAM AND IMPLEMENT selected 
strategies for referral to educational 
materials 
(Chapter 4)

 » TRAIN QUITLINE STAFF about lung 
cancer screening and referral 
strategies  
(Chapter 4)

 » COLLECT INTEGRATION DATA for 
quality improvement  
(Chapter 4)

QUITLINE FUNDERS:

 » DECIDE WHETHER TO ADD lung  
cancer screening education to existing 
quitline services  
(Chapters 2 and 5)

 » Determine how best to IDENTIFY 
PARTICIPANTS who might be eligible 
for lung cancer screening 
(Chapter 2)

 » DECIDE WHEN AND HOW to refer 
participants to educational materials 
about lung cancer screening  
(Chapters 2 and 5)

 » DEVELOP PARTNERSHIPS with other 
state initiatives to promote lung health 
(Chapter 6)

 » REVIEW AND EVALUATE integration 
data for quality improvement  
(Chapter 4)

FIGURE 1 Roles of quitline service providers and quitline funders for integrating lung cancer screening 
education in quitlines
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CHAPTER 2. Building the Case for Integrating Education 
for Lung Cancer Screening in Quitlines 

Facts about Lung Cancer
Lung cancer is the second most common cancer 

diagnosed in the U.S. behind skin cancer. In 

2022, the American Cancer Society estimated 

that 117,910 males and 118,830 females would 

be diagnosed with lung cancer.2 It is the leading 

cause of cancer-related deaths by far, with over 

130,000 deaths expected in 2022.2

Lung cancer is aggressive; only 22% of patients 

survive a minimum of five years after diagnosis. 

When detected at an early stage before the 

cancer has spread, the 5-year survival rate 

increases to 60%, highlighting the importance of 

early detection.2 

Overall, 19% of all cancers are caused by smoking 

and are therefore preventable.2 Smoking is the 

leading cause of lung cancer. Nearly 85% of lung 

cancers are attributed to smoking2 (see Figure 2).

Research to Support Screening for 
Lung Cancer: The National Lung 
Cancer Screening Trial (NLST)
The National Lung Screening Trial (NLST) was 

conducted to compare the impact of screening 

with low-dose computed tomography (LDCT, 

see Box 1) versus chest x-ray on lung cancer 

mortality. The trial enrolled over 50,000 persons 

and randomized them to receive three consecutive 

annual LDCT scans or chest x-rays, and then 

followed them for an average of 6.5 years. Eligible 

participants were 55 to 74 years of age, had at 

FIGURE 2 Proportion of cancer cases and deaths 
attributable to cigarette smoking in adults 30 years and 
older, U.S., 2014 1
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 » Lung cancer screening is performed using 
a CT scanner, a doughnut-shaped x-ray 
machine. The dose is lower than a typical 
scan used to help diagnose lung cancer. 

 » The scan only takes a few seconds, contrast is 
not used, and there is no discomfort. 

 » The amount of radiation from an LDCT scan 
is more than a standard chest x-ray but less 
than the background radiation someone 
receives in about one year. 

BOX 1 Low-Dose Computed Tomography (LDCT)
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least a 30 pack-year smoking history, and currently smoked or had quit within the past 15 years. Its main 

results, published in 2011,3 showed that screening for lung cancer can reduce deaths from lung cancer. The 

trial found that those who received LDCT scans were 20% less likely to die from lung cancer than those 

who received chest x-rays. 

U .S . Lung Cancer Screening Policy and Recommendations 
While lung cancer screening can save lives, it is also associated with potential harms. Therefore, a person’s 

preferences about the tradeoffs between benefits and harms are important when deciding about lung 

cancer screening. Potential harms include false positive results that can lead to additional imaging and 

harms from diagnostic testing (e.g., lung biopsies), radiation exposure, diagnosis of lung cancer that would 

not have caused harm to the patient (i.e., overdiagnosis), and anxiety associated with screening. 

Based largely on the NLST’s findings, the USPSTF published recommendations on screening for lung cancer 

with LDCT in 2014.4 In March 2021, the USPSTF updated these recommendations.5 The USPSTF retained a 

Grade B recommendation for lung cancer screening with LDCT. 

In addition, changes were made to the eligibility criteria; the lower age limit for screening was changed 

from 55 to 50 years, and the smoking history threshold was dropped from 30 pack-years to 20 pack-years 

(see Figure 3). These changes in eligibility criteria were meant to decrease racial and ethnic disparities in 

eligibility from the previous criteria. 

Broadening eligibility criteria for lung  

cancer screening has dramatic health and  

racial equity impacts on the number  

of adults eligible for screening.6 It increases 

the number of:

 ⬣ eligible individuals by 87%

 ⬣ women by 96%

 ⬣ non-Hispanic Black individuals  

by 106%

 ⬣ Asian individuals by 61%

FIGURE 3 Pack-years are determined by dividing the number 

of cigarettes smoked per day by 20 (number of cigarettes in one 

pack) then multiplying by the number of years smoked
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(40 Cigarettes) Angle-Right 20 30 40 50 60 70 80 90 100
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A Grade B recommendation from USPSTF requires health insurers to cover screening for all eligible adults 

without co-pay (see Table 1). This requirement comes from the Affordable Care Act8 and applies to all Grade 

A and B services. It is important to note that while there are no co-pays for the screening service, additional 

diagnostic services and treatment are subject to health insurance. In comparison, screening for colorectal 

cancer in adults 50 to 75 years old received a Grade A,9 and biennial breast mammography for adults 50 to 

74 years old received a Grade B from the USPSTF.10 

Lung cancer screening may also serve as a teachable moment for smoking cessation. Studies on lung cancer 

screening have shown that cessation motivation and cessation rates were higher for people who smoke as 

this population tends to have a greater awareness of lung cancer.11,12

The Centers for Medicare & Medicaid Services (CMS) released an updated national coverage determination 

for lung cancer screening on February 10, 2022.13 A comparison of the eligibility criteria required by USPSTF 

and CMS is provided in Table 2. Of note, CMS only covers the cost of lung cancer screening up to age 77. 

The benefits of lung cancer screening in persons over age 77 or 80 have not been established. There are 

currently Medicaid fee-for-service programs that cover lung cancer screening in 40 states; however, these 

programs vary in eligibility.14 

TABLE 1 U.S. Preventive Services Task Force Grade Definitions7

Grade Definition

A The USPSTF recommends the service. There is high certainty that the net benefit is substantial.

B The USPSTF recommends the service. There is high certainty that the net benefit is moderate or there is 
moderate certainty that the net benefit is moderate to substantial.

C The USPSTF recommends selectively offering or providing this service to individual patients based on 
professional judgment and patient preferences. There is at least moderate certainty that the net benefit is small.

D The USPSTF recommends against the service. There is moderate or high certainty that the service has no net 
benefit or that the harms outweigh the benefits.

I 
Statement

The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms 
of the service. Evidence is lacking, of poor quality, or conflicting, and the balance of benefits and harms 
cannot be determined.

TABLE 2 Lung Cancer Screening Eligibility Criteria

Criterion USPSTF March 9, 2018 CMS February 10, 2022

Age 50 – 80 50 – 77

Signs/Symptoms Asymptomatic (no signs or symptoms of 
lung cancer)

Asymptomatic (no signs or symptoms of 
lung cancer)

Pack-year smoking history At least 20 pack-years At least 20 pack-years

Smoking Status Currently smoke or quit within last 15 years Currently smoke or quit within last 15 years
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CMS requires a counseling and shared decision-making visit before a beneficiary’s first lung cancer 

screening with LDCT, and this visit must be documented in the medical record. Elements of the visit 

are described in Box 2. Beneficiaries are expected to receive counseling about cigarette cessation and 

abstinence, and they should receive information about tobacco cessation interventions. There is no 

restriction on the kind of providers who can conduct the counseling and shared decision-making visit.

Lung Cancer Screening Uptake Remains Low
Lung cancer screening has the potential to save 12,000 lives annually in the U.S.15 Although coverage for 

the cost of lung cancer screening is excellent among private and public health plans, screening rates have 

remained low, at about 10% of the eligible population.4 This translates to a missed opportunity to save lives 

through early diagnosis of lung cancer. 

Smoking Cessation Interventions and Lung Cancer Screening
 ⬣ Smoking cessation (see Table 3)  is the most 

powerful tool we have to reduce the risk 

of developing and dying from lung cancer. 

Although the benefits of not smoking far 

outweigh the benefits of lung cancer screening, 

early detection with LDCT screening saves lives. 

 ⬣ Lung cancer screening can provide persons 

who smoke with an additional, powerful 

strategy for reducing their risk of lung cancer. 

 ⬣ Lung cancer screening is not a replacement 

for smoking cessation. 

Before the beneficiary’s 
first lung cancer 
LDCT screening, the 
beneficiary must receive 
a counseling and a 
shared decision-making 
visit that meets all the 
following. These criteria 
must be appropriately 
documented in the 
beneficiary’s medical 
records.

» Determination of beneficiary eligibility;

» Shared decision making, including the use of one or more decision aids
(lungscreen.health includes a video-based and paper-based decision aid);

» Counseling on the importance of adherence to annual lung cancer LDCT screening,
impact of comorbidities, and ability or willingness to undergo diagnosis and
treatment; and

» Counseling on the importance of maintaining cigarette smoking abstinence if the
person formerly smoked or the importance of smoking cessation if the person
currently smokes and, if appropriate, furnishing of information about tobacco
cessation interventions.

BOX 2 Counseling and Shared Decision-Making Visit Requirements for Lung Cancer Screening from the Centers 

for Medicare & Medicaid Services

TABLE 3 Lung cancer screening complements 
smoking cessation

Primary Prevention - 
Smoking Cessation

Secondary Prevention - 
Annual Screening  
for Lung Cancer

Description Prevent lung cancer from 
occurring

Identify lung cancer early 
when the chance for cure 
is greater

Potential 
impact

Reduce impact of primary 
risk factor for lung cancer 
Broad impact on 
longevity and quality 
of life

Reduce lung cancer 
deaths, especially among 
persons diagnosed with 
early-stage lung cancer
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What can quitlines do to improve lung cancer screening awareness and uptake? 
Although the most important message for quitline participants is to stop using tobacco, quitlines can play an 

essential role in promoting lung cancer screening through a variety of activities. Suggested activities include 

the following:

Identify quitline participants who meet eligibility for lung cancer screening

 ⬣ 50 to 80 years of age (CMS only covers Lung Cancer Screening through age 77)

 ⬣ 20+ pack-year smoking history

Disseminate materials to help participants make decisions about lung 
cancer screening

 ⬣ Refer participants to lungscreen.health, a Project CONNECT resource website

 ⬣ Add links to the decision aids about lung cancer screening to quitline websites 

 ⬣ Use email, text, and regular mail to distribute materials

Train intake personnel and counselors to answer participants’ questions 
about lung cancer screening

 ⬣ Encourage participants to talk with their health care provider about screening

 ⬣ Emphasize the importance of being screened every year

 ⬣ Be ready to address participants’ questions about screening or refer them to their health care provider

In addition to these activities, quitline funders are uniquely positioned to expand lung cancer screening 

through the following partnership activities:

 ⬣ Making the decision to integrate lung cancer screening into quitline services and express this decision 

through the contract with the quitline service provider.

 ⬣ Utilizing state surveillance system data to map smoking burden and lung cancer screening resources 

to prioritize promotion, outreach, and systems change activities and identify network gaps.

 ⬣ Developing or expanding external partnerships for promotion and referral between the quitline and 

health care providers, health care centers and systems, lung cancer screening facilities, and other 

organizations that serve adults who smoke.

 ⬣ Leveraging internal partnerships with chronic disease and cancer programs aimed at expanding lung 

cancer screening promotion and ensuring access to screening services, especially among people with 

lower incomes and those living in rural areas.

 ⬣ Informing the public and/or eligible participants of the potential for Medicaid or Medicare coverage 

for the lung cancer screening. This may reduce barriers to follow-through with the health care 

visit and screening.
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CHAPTER 3. Background and Rationale

THE BACKGROUND AND RATIONALE FOR IMPLEMENTING lung cancer screening education within 

state quitlines has been established by the two studies described in this chapter.

Promoting INFORMed Decisions about Lung Cancer Screening:  
Project INFORM 
Project INFORM was a multi-state, randomized trial testing a patient decision aid video, “Lung Cancer 

Screening: Is it right for me?”, developed and updated by The University of Texas MD Anderson Cancer 

Center. The 13 state quitlines that participated in the study are shown in the figure below (see Figure 4).

By focusing on individuals already 

engaged in quitline services, the project 

combined the primary preventive 

strategy for lowering the risk of lung 

cancer with annual screening with low-

dose computed tomography, the only 

proven approach for early detection of 

lung cancer. 

The study protocol was published in 

Contemporary Clinical Trials16 and 

can be found here. The main findings 

appeared in JAMA Network Open in 

2020.17 The design of the study is shown below (see Figure 5). After randomization, participants received 

either the patient decision aid video or standard educational materials. Participants were followed for six 

months after they received their intervention materials. 

FIGURE 4 Project INFORM Enrollment by State (N=516 quitline 

participants)

FIGURE 5 Project INFORM study schema

Quitline 
participants 

eligible for 
lung cancer 
screening

Group A
Decision Aid

N=200

Receive 
Decision Aid

Group B
Educational

Booklet
N=200

Receive 
Educational

Booklet

1-week follow 
up assessment
 Preparation 

for Decision 
Making Scale

 Decisional 
Conflict Scale

 Knowledge
 Screening 

intention

3-month and 
6-month 
follow-up 
assessments
 Knowledge
 Screening 

behavior

Randomized

WA, 7 WY, 1 MI, 11 OH, 27 NY, 134

VT, 1

PA, 20 

VA, 17 

SC, 16 

KY, 4 

TN, 97 

AL, 8 MS, 157 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6219628/
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Characteristics of the 516 study participants are given in Table 4. The average age was 61.7 years, with a range 

from 55 to 77. Over 60% were female, and 44% had a high school education or less. Compared to Fiscal Year 

2018 data from state quitlines, fewer participants in Project INFORM reported being uninsured (9% vs 26%), 

more identified as being Black (27% vs 15%), and fewer participants identified as being Hispanic (1.5% vs 15%).18

TABLE 4 Characteristics of Project INFORM Participantsa

Characteristic
Patient Decision Aid 
Group (n=259)

Standard Education 
Group (n=257) Total (N=516)

Age (in years)
≥65 69 (26.6) 77 (30.0) 146 (28.3)
<65 190 (73.4) 180 (70.0) 370 (71.7)

Sex
Male 102 (39.4) 94 (36.6) 196 (38.0)
Female 157 (60.6) 163 (63.4) 320 (71.7)

Race/Ethnicityb

American Indian or Alaska Native 2 (0.8) 0 2 (0.4)
Asian 0 0 0
Black 62 (23.9) 76 (29.6) 138 (26.7)
Native Hawaiian or other Pacific Islander 0 1 (0.4) 1 (0.2)
Hispanic or Latino 7 (2.7) 1 (0.4) 8 (1.6)
White 185 (71.4) 177 (68.9) 362 (70.2)
Refused 0 1 (0.4) 1 (0.2)
More than one category 1 (0.4) 1 (0.4) 2 (0.4)
Other 2 (0.8) 0 2 (0.4)

Insurance
Yes 239 (92.3) 230 (89.5) 469 (90.9)
No 20 (7.7) 27 (10.5) 47 (9.1)

Education Level
Less than high school 41 (15.8) 36 (14.0) 77 (14.9)
Graduated high school or GED 72 (27.8) 77 (30.0) 149 (28.9)
Some college or trade school 107 (41.3) 105 (40.9) 212 (41.1)
Graduated college or more 39 (15.1) 39 (15.2) 78 (15.1)

Tobacco quitline call centers
Alere, Seattle, Washington 21 (8.1) 19 (7.4) 40 (7.8)
Information & Quality Healthcare, Ridgeland, MS 130 (50.2) 128 (49.8) 258 (50.0)
National Jewish Health, Denver, Colorado 40 (15.4) 43 (16.7) 83 (16.1)
Roswell Park, Buffalo, New York 68 (26.3) 67 (26.1) 135 (26.2)

Smoking History, median (IQR)
Years smoked, No. 42.0 (40.0 – 49.0) 44.0 (40.0 – 50.0) 43.0 (40.0 – 50.0)
Cigarettes smoked per day, No. 20.0 (20.0 – 30.0) 20.0 (20.0 – 30.0) 20.0 (20.0 – 30.0)
Pack-year smoking historyc 47.0 (40.0 – 63.0) 49.0 (40.0 – 63.8) 48.0 (40.0 – 63.0)

Abbreviations: GED, General Education Development; IQR, interquartile range.
a Data are presented as number (percentage) of participants unless otherwise indicated. 
b Percentages may not sum to 100 because of rounding. 
c A pack-year is equivalent to smoking 1 pack of cigarettes (n=20) a day for 1 year.
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MAIN FINDINGS: Compared to the standard education group, quitline participants who received the 

patient decision aid:

 ⬣ had greater knowledge of lung cancer screening benefits and risks at each follow-up period.

 ⬣ were better prepared to make a screening decision.

 ⬣ were more assured about lung cancer screening decision.

 ⬣ were clearer about what mattered to them in making a decision.

In addition, 63% of the study participants who received the patient decision aid scheduled a visit with a 

health care provider to discuss screening, and 29.5% scheduled an LDCT scan. This compares favorably with 

national data which show that roughly 14% of eligible patients received a screening with LDCT in 2017.4 

Participants also viewed the decision aid very favorably (see Figure 6). They felt the decision aid length and 

amount of information was about right or wanted more information. Nearly 90% indicated they received 

enough information to make a decision about screening. 

FIGURE 6 Acceptability of the video patient decison aid
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Too Long

Favored Getting 
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Just Right

Too Little

Too Much

Yes

No

Not Sure
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10%

87%
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Video Length Balance
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20%

45%
54%
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Project CONNECT
In follow up to Project INFORM, Project CONNECT was an implementation project to increase the number 

of potentially eligible people who use the patient decision aid to help make a decision about lung cancer 

screening. Seven quitlines participated in Project CONNECT to pilot the identification of eligible quitline 

participants and direct them to educational materials on lung cancer screening. The quitlines participated in 

pre-implementation activities (training and programming) and monthly implementation check-ins with the 

MD Anderson-NAQC project team for six months. 

The MD Anderson team developed educational materials for quitline participants that were utilized during 

the project. These materials are described below and are available on the lungscreen.health website at no 

cost to all state quitlines.

VIDEO DECISION AID: The video decision aid presents the potential benefits and harms of lung  

cancer screening. 



PAGE 15

DISCUSSION GUIDE: The discussion guide is designed to support a lung cancer screening discussion 

between the quitline participant and a health care provider. It has two sides – one for the participant and 

the other for a healthcare provider (see Appendix A). The participant-facing side highlights the potential 

benefits and harms of lung cancer screening. The healthcare provider side presents the evidence and steps 

to deliver the counseling and shared decision-making visit for lung cancer screening. 

LUNG CANCER SCREENING ELIGIBILITY CALCULATOR: Participants can enter their age and smoking 

history into the lung cancer screening eligibility calculator to find out if they may be eligible for lung 

cancer screening. 
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Project CONNECT also created the following materials for quitline staff to educate them about lung cancer 

screening and to guide them in answering questions from participants. 

LUNG CANCER SCREENING FACILITY LOCATOR: The lung cancer screening facility locator is a web-

based tool providing links to the American College of Radiology (ACR) Lung Cancer Screening Facility locator. 

The locator was developed for health professionals rather than consumers and includes both facilities 

accredited by the ACR and facilities designated as Screening Centers of Excellence (SCOE). While it accurately 

lists lung cancer screening facilities, the contact information listed may be for an administrative contact 

rather than a scheduler for a lung cancer screening appointment. Efforts are underway to create a more 

consumer-friendly version of a lung cancer screening facility locator.

TRAINING VIDEO: The 30-minute training video provides information about who is eligible for lung cancer 

screening and potential benefits and harms. 
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TALKING POINTS ABOUT LUNG CANCER SCREENING FOR QUITLINES: The talking points document 

provides science-based responses to frequently asked questions about lung cancer screening (see Appendix B). 

Lung Cancer Screening Eligibility  
Checklist for Quitlines 

WHO IS ELIGIBLE FOR LUNG CANCER SCREENING?

 50-77 years of age (up to 80 for some insurance plans)

 Currently smoke or have quit within the past 15 years

 Have a smoking history of at least 20 pack-years (see 
below)

Your doctor will help determine if you meet other 
eligibility criteria.

PACK-YEAR CALCULATION
CIGARET TES  

SMOKED/DAY

1/2 Pack  
(10 Cigarettes) � 5 8 10 13 15 18 20 23 25

1 Pack  
(20 Cigarettes) � 10 15 20 25 30 35 40 45 50

1-1/2 Packs 
(30 Cigarettes) � 15 23 30 38 45 53 60 68 75

2 Packs 
(40 Cigarettes) � 20 30 40 50 60 70 80 90 100

�
10

�
15

�
20

�
25

�
30

�
35

�
40

�
45

�
50

YEARS SMOKED

20+ Smoker may be eligible for  
lung cancer screening.

TALKING POINTS TO EMPHASIZE WITH CALLERS 

 Screening is not a substitute for quitting smoking. The most 
important way to lower the chances of dying from lung cancer 
is to stop smoking. 

 Low-dose CT is the only recommended screening approach 
for lung cancer.

 Screening is not a 1-time event. It should be done annually 
until a person is no longer eligible.

 A low-dose CT scan is a simple, pain-free procedure, which 
uses x-rays to scan the entire chest in 12 to 20 seconds. Throughout 
the procedure, the person lies very still on a table while passing 
through the x-ray machine. The machine rotates around the 
person and a computer creates 3D images from the scan.

 Screening is a process. Additional testing is sometimes needed.

 Eligible persons should weigh the benefits against the harms 
and work together with their healthcare provider to make a 
decision about whether lung cancer screening is right for them. 

 Who pays for screening?
 – Always check with your insurer about coverage for screening.
 – If you are covered by Medicare, screening is provided at no cost. 
 – Medicaid coverage varies by state. Check with your program 
about coverage.

 – Most private insurance also covers screening, but check with 
your insurance.

 – Follow-up testing and treatment is subject to your  
insurance plan.

This work was partially funded through a Patient-Centered  Outcomes Research 
Institute® (PCORI®) Implementation  Award (DI-2018C3-14825).
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SUMMARY OF IMPLEMENTATION FINDINGS: Participating state quitlines used various approaches to 

disseminate the educational materials to eligible quitline participants. Table 5 highlights the strategies used 

and their impact on reach and engagement with the educational materials. Although verbal referral reached 

more participants, it resulted in low engagement with the educational materials. Adding text and email 

resulted in improved engagement. Embedding the educational resources on the quitline website resulted in 

even higher engagement with the materials. 

STATE

A* B* C* D* E F* G* H

Verbal referral CHECK CHECK CHECK CHECK CHECKa CHECK CHECK CHECK b

Text CHECK CHECK CHECK CHECK

Email CHECK CHECK CHECK CHECK CHECK CHECK

Mail CHECK CHECK

Web CHECK CHECK CHECK CHECK CHECK

Social Media CHECK

Number of 
participants who 
received verbal 
referral

2011 988 293 2385 573 372 391 4227

Website visitsc 22 734 53 200 7 12693 d 299 2963 e

Video decision aid 13 (59.1) 102 (13.9) 33 (60.0) 83 (41.5) 3 (42.9) 580 (3.5) 97 (32.4) 276 (9.3)
Discussion guide 3 (13.6) 41 (5.6) 1 (1.9) 15 (7.5) 1 (14.3) 69 (0.4) 8 (2.7) 6 (0.2)
Eligibility calculator 17 (77.3) 212 (28.9) 23 (43.4) 61 (30.5) 8 (100+) 168 (0.6) 62 (20.7) 1122 (37.9)

TABLE 5 Used strategies and their impact on reach and engagement with the educational resources

NOTES: 

* 1 year of data

a This state decided to do the verbal referral during the second call and not during intake. 
b This state decided to refer participants who met the age criterion only. 
c These numbers represent the total number of visits to the educational resources on lungscreen.health and on the quitline websites. The data represent the number of 

interactions with the specific resource over the total number of visits. The sum of the number of interactions with the specific resources may not equal the total number 
of website visits as a visitor could interact with a resource on the page multiple times without reloading the page. 

d This quitline placed the video decision aid on the front landing page of the quitline website. Each page load represented a potential exposure to the video decision aid. 
e This quitline placed the video decision aid on its own special page on the quitline website. Each page load represented a potential exposure to the video decision aid.

State H also engaged in retroactive email campaigns to previous QL participants from 9/8/2021 – 11/17/2021. A total of 36890 unique emails. 

One state participated twice using different referral strategies. 
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CHAPTER 4. Steps to Integrate Education for Lung Cancer 
Screening in Quitlines

THERE ARE FOUR MAIN STEPS TO INTEGRATE 

directing quitline participants to educational materials 

for lung cancer screening (see Figure 7). 

Step 1 . Determine eligibility
There are two options in determining eligibility of 

quitline participants for lung cancer screening:

1. Age (50 to 80 years of age) and 20 pack-year  

smoking history

2. Age eligibility only (50 to 80 years of age)

The NAQC recommended minimal dataset (MDS) 

elements19 and NAQC optional MDS20 elements can be 

used to perform background calculations within the data 

platform (Box 3). Implementing the age and pack-year 

smoking history criteria will require more modifications. 

STEP 1
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FIGURE 7 Steps to integrate lung cancer 
screening as part of quitline services

 » AGE: Optional MDS question OI 7a-1 to determine 
age of smoking initiation 

 » PACK-YEAR SMOKING HISTORY: Required MDS 
intake question, RI 4a, can be used to calculate 
cigarettes smoked per day. 

RI 4a
20

(OI 7a – 1 – RI 11)�

20

Cigarettes smoked per day
(current age – age at initiation)�

BOX 3 MDS Elements to Determine Eligibility for Lung  
Cancer Screening

It is important to consider the following 

when determining your method to identify 

potentially eligible participants: 

 ⬣ Which MDS items are part of the current 

intake process will inform which method 

is feasible. 

 ⬣ Determining eligibility based upon age 

and pack-year smoking history criteria will 

result in a more targeted approach, while 

age alone will reach a larger population 

and may include those who are not eligible 

for lung cancer screening. 
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Step 2: Determine dissemination/communication strategies to increase 
awareness and uptake of  lung cancer screening and modify the data platform
Different dissemination/communication strategies, or a combination of strategies, can be used to increase 

the awareness and uptake of lung cancer screening educational materials by quitline participants. We found 

that verbal referral alone was not as effective in encouraging participants to engage with the educational 

materials compared to a multi-pronged approach. 

A multi-pronged approach allows quitline funders and service providers the flexibility to align with state 

initiatives and goals regarding lung cancer, tobacco cessation, and lung cancer screening. An example 

of this approach would be a combination of verbal referral during intake with text messaging and email 

reengagement afterwards. 

Table 6 describes various dissemination/communication strategies as well as scripting and timing for each 

strategy. Implemented strategies can be revisited at any point, and the data platform can be modified as needed.

When choosing a strategy/strategies, consider the following:

 ⬣ How do participants interact with quitline services (verbal enrollment, web enrollment, etc.)?

 ⬣ Does the quitline have the capacity to make changes to the data platform?

 ⬣ How feasible is it to embed/link resources on the quitline website?

 ⬣ How will strategies impact quitline services and/or media budgets?

Strategy Timing Target audience

Data platform 
modifications 

required

Appendices 
for Scripting/

Sample
Web-linking &/or 
embed resources

NA General public No C

Verbal referral During intake and/or 
coaching call

Callers interested in enrolling 
into quitline cessation services

Yes D, E

Email After client is enrolled 
into QL services

Enrolled QL clients/previous 
enrollees

Yes F, E

Text After client is enrolled 
into QL services

Enrolled QL clients/previous 
enrollees

Yes G, E

Mail decision aid After client is enrolled 
into QL services

Enrolled QL clients/previous 
enrollees

Yes A, H, E

Social media 
campaigns

Set with QL other 
social media 
campaigns

General public No E

TABLE 6 Details of Dissemination Strategies
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Step 3. Train quitline call staff 
Once data platform modifications have been completed, staff training can begin. Training prepares quitline 

staff (counselors, intake specialists, and managers) for implementation and includes the following information: 

 ⬣ Overview of lung cancer

 ⬣ Identifying eligible quitline participants for lung cancer screening by age and pack-year smoking history

 ⬣ Resources about lung cancer screening available to quitline participants

- https://Lungscreen.health

 ⬣ Resources for quitline staff - Talking Points document (see Appendix B), which contains lung 

cancer screening eligibility criteria, a simple pack-year calculator, and important points that may 

be raised by participants

 ⬣ Review of any scripting modifications or quitline service processes

Before launching the identification of eligible participants and the dissemination of educational materials, it 

is important to train quitline staff.

It is also important to consider how new staff will be trained, and if refresher courses or follow-up training 

will be needed after implementation begins. 

Training can be delivered in two ways: 

 ⬣ CENTRALIZED TRAINING: The recorded training video can be used as a centralized training 

resource. Updates to the video will be completed by MD Anderson. 

 ⬣ TRAIN-THE-TRAINER MODEL: Quitline training staff will design training based on the recorded 

training video, then train counselors and intake staff. While updates to the training video will be the 

responsibility of MD Anderson, quitline training staff will be responsible for updates to their training tools. 

Step 4 . Evaluate reach and impact
Evaluation during and after implementation will provide useful information about the number of participants 

reached and impact of the lung cancer screening education dissemination strategies on engagement with the 

resources. These metrics could be integrated as part of quitlines’ usual approach to quality improvement and 

will enable decisions on what to continue, test, or discontinue. The NAQC annual survey18 will include at least 

one question to assess whether the quitline has implemented this promising practice. 
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CHAPTER 5. Cost of  Implementation

AS PART OF PROJECT CONNECT, we tracked the costs (time and other resources) required to modify 

data platforms, train staff, and direct eligible participants to educational materials about lung cancer 

screening. For activities that depended on personnel time, we tracked the number of hours needed and 

the job category (BLS 2020 National Wages Rates) to determine the cost for the necessary work per service 

provider. All the activities listed in the below table are described in Chapter 4. 

The majority of the costs are related to 

data platform modifications required to 

identify eligible participants and direct 

them to the educational materials on lung 

cancer screening. Table 7 presents a range 

of costs depending on the size, personnel, 

and complexity of the data platforms used 

by the service provider. For instance, one 

service provider had already taken steps 

to identify and direct quitline participants 

to educational materials on lung cancer 

screening prior to this project. As a result, 

their costs were lower than other service 

providers. Some service providers cover 

multiple states, suggesting that the costs 

could be distributed across their states. 

TABLE 7 Estimated costs associated with implementation per 
service provider

Activity Cost (min. - max.) Estimated Time
Training

Overall coordinating costs for 
training a $225.58 - $748.53

Initial training before implementation
Coordination cost $112.79 - $359.96 2-48 hrs
Initial training setup $81.08 - $359.96 2-14.5 hrs

New hires after implementation started $28.61 - $290.79 1-7 hrs
Training cost (per staff) $18.59 - $24.78 45 min. – 1 hr

Data Platform Modification Costs
Initial eligibility and referral data platform modifications

i. Initial data platform 
modifications for verbal 
referral

$797.85 - $3,457.06 1-65 hrs

ii. Additional referral pathways 
Text $369.37 12-20 hrs
Email $369.37 - $1,109.70 12-27 hrs
Social Media $1,233.00 30 hrs
Physically mailed flyers $25.99 Minimal – 1 hr
Web integration $712.74 - $986.40 12-24 hrs

Others
Testing and implementing data 
platform modifications $544.86 - $853.10 6-70 hrs

Administrative support $81.06 - $567.42 2-15 hrs
Implementation Calls and Referral

Determine eligibility (per call) $0.00 - $1.03 2-3 min.
Directing to the website (per call) $0.31 - $0.52 <1 min. – 1.25 min.
Answering questions about lung cancer 
screening (per call) $0.12 - $0.83 0.28 min. – 2 min.

Flyer (per flyer) $0.05 1 min.-5 min.

a  The personnel involved and time spent in coordinating the initial trainings for quitline staff and for any 
new hires during the 6-month implementation period.
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CHAPTER 6. Future Directions

THIS IMPLEMENTATION GUIDE OFFERS A SCIENCE-BASED approach for scaling and sustaining 

promising approaches to educating quitline participants on lung cancer screening, an important 

intervention for saving lives. Quitlines are uniquely positioned to assess eligibility and offer lung cancer 

screening education and connection to lung cancer screening for thousands of eligible individuals.

As Project CONNECT moves toward completion, important next steps will include:

 ⬣ Use of the Implementation Guide by state funders and quitline service providers as a basis for 

integrating lung cancer screening assessment and education into routine quitline services and 

promotion tactics.

 ⬣ Work with the quitline community to continue improving education and engagement processes to 

facilitate access to and uptake of screening for eligible adults. 

 ⬣ Monitor for disparities in engagement to identify populations that may otherwise be left behind and 

address identified needs to strengthen tailored outreach and engagement to improve access.

 ⬣ Identify ways in which state or territorial health agencies can leverage quitlines to expand lung cancer 

screening and advance partnerships with comprehensive cancer programs, other state or territorial 

health department programs, comprehensive cancer treatment centers, and lung cancer screening 

providers, among others. This could address health equity and ensure that all individuals who may 

be eligible for lung cancer screening have access to screening and affordable treatment options, 

regardless of insurance status.
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APPENDIX A. Discussion guide flyer

THE DISCUSSION GUIDE HAS TWO SIDES, one for the client and the other for a healthcare provider. 

The client-facing side highlights the potential benefits and harms of lung cancer screening. The healthcare 

provider side presents the evidence and steps to deliver the counseling and shared decision-making visit for 

lung cancer screening.

Lung Cancer ScreeningCall-center Checklist and Talking Points
TALKING POINTS 

 Low-dose computed tomography (LDCT) is the only recommended screening approach for lung cancer. Screening is not a substitute for 
quitting smoking. 

 Screening should be done 
annually until the patient 
no longer needs to be screened 
or no longer meets the 
screening criteria.

 Screening is a process. An 
abnormal LDCT scan does not necessarily mean cancer. Additional testing may be needed to determine a diagnosis.

Adapted from Lung Cancer Screening: A Clinician’s Checklist developed by the Agency for Healthcare Research and Quality, www.ahrq.gov

BEFORE  THE CLINICAL ENCOUNTERDetermine your patient’s eligibility.
This checklist may be completed with the assistance of a nurse, physician assistant, or other medical assistant.

DURING  THE CLINICAL ENCOUNTERUse the Discussion Guide (see reverse)
Confirm the following points with the patient:

PACK-YEAR CALCULATOR
(20 cigarettes = 1 pack)  

Number of
years smoked

Average number  
of packs smoked  

per day

Pack-years

Ò =

Patient’s date of birth

Actual pack-year smoking history

Current smoking status; for former smokers, the number of years since quitting

Statement that the patient is asymptomatic

National Provider Identifier (NPI) of the ordering practitioner

Discuss the potential benefits and harms of screening
Discuss the impact of comorbidities on appropriateness of screening

Confirm that thepatient is willing and able to undergo diagnostic procedures and treatment for lung cancer

Discuss the importance of adherence to annual screening
Discuss the importance of smoking cessation and abstinence

Provide tobacco cessation interventions if appropriate
Document the discussion in the patient’s medical record, note that a patient decision aid (the Discussion Guide on the reverse) was used

Is the patient 50 to 77 years old?  (50 to 80 years old for patients with  private insurance)  YES  NO

Is the patient a current smoker or  former smoker who has quit within  the past 15 years?  YES  NO

Does the patient have at least a  20 pack-year smoking history? (See  the Pack-year Calculator below.)
 YES  NO

Is the patient asymptomatic for lung cancer with no personal history of  lung cancer?  YES  NO

Is the patient healthy enough to have  lung surgery?  YES  NO
Is the patient willing to receive potentially curative treatment?  YES  NO

If patient declines screening, document decision in the medical record.

If patient is unsure about screening or wants more time, consider scheduling a follow-up visit to discuss screening and provide additional educational resources.

AFTER  THE CLINICAL ENCOUNTEREstablish the next steps.
If the patient wants screening, provide a written order with the following elements included:

Reinforce the 
importance  
of smoking  

cessation and 
abstinence.

Screening for Lung Cancer
A Discussion Guide for You and Your Doctor

Remember, the best way to 
prevent lung cancer is to

STOP SMOKING 

If you currently smoke, talk to 

your healthcare provider or call 

the nationwide quitline at: 

1-800-QUIT-NOW (1-800-784-8669)

YOU HAVE A DECISION TO MAKE 

WHAT IS YOUR DECISION? 

WHAT TO THINK ABOUT 
WHEN MAKING A DECISION 

WHO SHOULD BE SCREENED 

FOR LUNG CANCER? 

1

5

3

2

WILL INSURANCE PAY FOR SCREENING?

Private insurance plans may cover lung cancer screenings with no out of pocket costs beginning 

at age 50. 

Medicare covers lung cancer screening for people up to 77 years old and who are otherwise eligible. 

You should know you and your insurance will be responsible for costs of additional tests and treatment.

Screening may be right for you if:

You are between 50-80 years of age.

You currently smoke or you quit less than 15 

years ago.

You smoked, or have smoked, an average of 

one pack per day for at least 20 years. 

You have a decision to make about lung 

cancer screening. This is a guide to help 

you decide, with your doctor, if lung cancer 

screening is right for you.

 I want to be screened

 I do not want to be screened

 I am not sure

MAKING A DECISION 4
1. Are you willing to be screened every year?

 Yes       No       Not sure

 2. If cancer is found, are you willing to have 

surgery?
 Yes       No       Not sure

 3. How concerned are you about having 

a false alarm; needing more testing; 

radiation; finding a cancer that would 

never have harmed you:

 Not concerned

 Somewhat concerned

 Very concerned

 You need to be screened every year.

 Screening may not be right for you if you 

are in poor health.

 If you’re not willing to have surgery for 

lung cancer, then lung cancer screening 

may not be right for you.

 Screening is a process. If something 

abnormal is found, more testing may 

be needed.

Important facts about lung cancer 

screening:

 Screening can find lung cancer early 

when the chance for cure is greater.

False alarms are common. When 

screening shows something, most of the 

time it is not cancer.

You may need a biopsy.

You will be exposed to some radiation 

from screening and other testing.

Some lung cancers may be found that 

will never harm you.

This work was partially funded through a 

Patient-Centered Outcomes Research Institute® 

(PCORI®) Implementation Award 

(DI-2018C3-14825).
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APPENDIX B. Talking points for quitline staff

THE TALKING POINTS DOCUMENT PROVIDES some responses to frequently asked questions about 

lung cancer screening.

Lung Cancer Screening Eligibility  
Checklist for Quitlines 

WHO IS ELIGIBLE FOR LUNG CANCER SCREENING?

 50-77 years of age (up to 80 for some insurance plans)

 Currently smoke or have quit within the past 15 years

 Have a smoking history of at least 20 pack-years (see 

below)

Your doctor will help determine if you meet other 

eligibility criteria.

PACK-YEAR CALCULATIONCIGARET TES  
SMOKED/DAY

1/2 Pack  
(10 Cigarettes) � 5 8 10 13 15 18 20 23 25

1 Pack  
(20 Cigarettes) � 10 15 20 25 30 35 40 45 50

1-1/2 Packs 
(30 Cigarettes) � 15 23 30 38 45 53 60 68 75

2 Packs 
(40 Cigarettes) � 20 30 40 50 60 70 80 90 100

�
10

�
15

�
20

�
25

�
30

�
35

�
40

�
45

�
50

YEARS SMOKED

20+
Smoker may be eligible for  

lung cancer screening.

TALKING POINTS TO EMPHASIZE WITH CALLERS 

 Screening is not a substitute for quitting smoking. The most 

important way to lower the chances of dying from lung cancer 

is to stop smoking. 

 Low-dose CT is the only recommended screening approach 

for lung cancer.

 Screening is not a 1-time event. It should be done annually 

until a person is no longer eligible.

 A low-dose CT scan is a simple, pain-free procedure, which 

uses x-rays to scan the entire chest in 12 to 20 seconds. Throughout 

the procedure, the person lies very still on a table while passing 

through the x-ray machine. The machine rotates around the 

person and a computer creates 3D images from the scan.

 Screening is a process. Additional testing is sometimes needed.

 Eligible persons should weigh the benefits against the harms 

and work together with their healthcare provider to make a 

decision about whether lung cancer screening is right for them. 

 Who pays for screening?

 – Always check with your insurer about coverage for screening.

 – If you are covered by Medicare, screening is provided at no cost. 

 – Medicaid coverage varies by state. Check with your program 

about coverage.

 – Most private insurance also covers screening, but check with 

your insurance.

 – Follow-up testing and treatment is subject to your  

insurance plan.

This work was partially funded through a Patient-Centered  Outcomes Research 

Institute® (PCORI®) Implementation  Award (DI-2018C3-14825).
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APPENDIX C. Example of  a web banner

THIS IMAGE IS AN EXAMPLE OF A BANNER that can be used to link from the quitline website to the 

Project CONNECT lung cancer screening resource website. Banners can also be horizontal. 
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APPENDIX D. Example of  verbal script for referring 
participants to the lung cancer screening resource website

THIS LANGUAGE IS AN EXAMPLE OF SCRIPTING that can be used to verbally refer quitline callers to 

the resource website.

“That’s the end of the intake. Now I would like to talk briefly about lung cancer 

screening. Based on your age and how much you smoke, you may be eligible 

for free screening through your insurance. Would you like more information 

about lung cancer screening?”

[IF YES] 

“Great, I will provide you with 

the link to a website that has 

educational materials about lung 

cancer screening. Please write down 

lungscreen.health.”

[IF NO] 

“Ok, if you change your mind, you 

can write down lungscreen.health 

for future reference.”
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APPENDIX E. Example of  motivational messaging with 
media use suggestions

THIS COLLECTION OF MOTIVATIONAL MESSAGES is for use by service providers at the discretion of state 

funders. A URL would be included in any of these messages based on the type of message. See footnotes. 

Motivational Messages Suggested Use

Congratulations on your interest in quitting smoking! What’s next?  The next time you speak with your doctor, ask  
about lung cancer screening.  It is quick and covered by most insurance companies.  What are you waiting for? 

Text,a emai,lb postcard,c  
phone calld

Lung cancer can be cured if caught early.  Know the benefits.  Know the risks.  Talk with your provider about  
lung cancer screening. 

Text, email, postcard, phone call 

Annual exams: Email, postcard 
n Wellness Exam                                                
n Flu shot
n Annual Eye Exam

n Semi Annual Dental Exam                                           
n Lung Cancer Screening

When scheduling your annual appointments, 
remember to schedule your lung cancer 
screening!

Breathe a sigh of relief.  Talk to your doctor about lung cancer screening. It’s quick, it’s simple and it could save your life. Text, email, postcard, phone call 

Cherish your loved ones longer. Talk to your doctor about lung cancer screening.  It may save your life.  Text, email, postcard, phone call 

Lung cancer screening can find lung cancer early when the chance for a cure is greater.  Give yourself  the gift of knowing. Text, email, postcard, phone call 

No matter how long you have smoked, it is never too late to check the health of your lungs.  You could be healthier than 
you think.  Talk with your doctor about lung cancer screening.

Text, email, postcard, phone call 

Worried about your health? Are you concerned you may have lung cancer?  Talk to your doctor about whether lung cancer 
screening is right for you.    

Text, email, postcard, phone call 

It’s okay to have mixed feelings about screening for lung cancer. Don’t let that stop you! Talk to your doctor about  
lung cancer screening.

Text, email, postcard, phone call 

Think about the last time you accomplished a difficult task.  How can you apply those skills to your decision about 
screening for lung cancer?  Talk to your doctor about whether lung cancer screening is right for you.

Text

“The time is always right to do what is right.”  Martin Luther King, Jr.  Is now the right time to consider lung cancer 
screening? Talk to your doctor about lung cancer screening.

Text

“The future depends on what we do in the present.”  Mahatma Gandhi.  How might getting screened for lung cancer 
change your future?

Text

This moment can be the start of something new. Talk to your doctor about lung cancer screening. Text

If you don’t take care of your body, where are you going to live?  Talk to your doctor about lung cancer screening. Text

a lungscreen.health/text/XX
b Example: lungscreen.health/email/XX, 
c Example: lungscreen.health/XX or QR code, 
d Example: lungscreen.health
‘XX’ represents state abbreviation.
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APPENDIX F. Example of  an email referral

THIS IS AN EMAIL SCRIPTING EXAMPLE FOR REFERRING quitline callers to the resource website using 

a state-tailored URL and QR code.
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APPENDIX G. Example of  text message referral scripting

THIS LANGUAGE IS AN EXAMPLE of simple text message scripting for referring quitline callers to the 

resource website using a state-tailored URL.

“Is lung cancer screening right for you? To find out, please visit https://lungscreen.health/text/XX”a

a XX is state abbreviation
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APPENDIX H. Example of  a physical mailer referral

THIS IS A PHYSICAL MAILER SCRIPTING EXAMPLE for referring quitline callers to the resource website 

using a state-tailored URL and QR code.
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Glossary

INTAKE – Typically the initial contact between an individual and a quitline, the intake is used to collect 

information such as tobacco use status, demographic data, and readiness to engage in a quit attempt. 

Intakes are also used to determine eligibility and insurance coverage for cessation services. An intake may 

be completed prior to counseling services or as part of the first coaching call.

MD ANDERSON – The University of Texas MD Anderson Cancer Center is located in Houston, Texas. The 

mission of The University of Texas MD Anderson Cancer Center is to eliminate cancer in Texas, the nation, and 

the world through outstanding programs that integrate patient care, research and prevention, and through 

education for undergraduate and graduate students, trainees, professionals, employees and the public.

MDS – Minimal Data Set (MDS) is a standard set of intake and follow-up questions asked of quitline 

participants and used for program evaluation. The MDS was developed by NAQC in 2005 and was adopted 

by all state and provincial quitlines in North America by 2006.

NAQC – North American Quitline Consortium  (NAQC) is an international, non-profit membership organization 

that seeks to promote evidence-based quitline services across diverse communities in North America. 

Membership is made up of over 400 organizations and individuals from across North America. Members 

consist of organizations and individuals that provide quitline services, fund quitlines, conduct research around 

quitline-related topics, advance national cessation policies, and work in other areas of tobacco control.

QUITLINE – Telephone-based tobacco cessation services to help participants quit tobacco. Services 

offered by quitlines may include coaching and counseling, referrals, mailed materials, training to healthcare 

providers, web-based services, and free medications such as nicotine replacement therapy (NRT).

QUITLINE FUNDER – A public entity such as a state health department that funds free quitline  

services, typically using tobacco settlement funds, CDC grants, state tobacco taxes, or federal and state 

public health funds.

QUITLINE SERVICE PROVIDER – An entity that operates a quitline under contract with state health 

departments, health plans, and/or corporations.


