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Foreword
With a focus solely on quitlines and a dedication to building the evidence base pointing toward best
practices in operations, the first North American Quitline Consortium (NAQC) conference call training
series began in October of 2004. This first series, “Quitline Operations: Current, Promising and Best
Practices” consisted of six call topics and resulted in the publication of NAQC’s first resource guide,
“Quitline Operations: A Practical Guide to Promising Approaches.”
Each call topic was hosted twice a month, allowing for maximum participation by quitline community
members throughout North America. Registered participants received a background resource packet of
materials approximately one week before the call, consisting of a brief introduction to the topic, featured
speaker questionnaires in which the presenters offered brief information on the relevance and sustainability
of their program, and a review of the current literature on the topic. Participants were also asked to
complete an Evaluation and Feedback Form following each call. On average, calls were attended by over
50 people and over time, Consortium members became
more comfortable with the conference call format as a
way to deliver and receive information and to engage in
reflection and dialogue with colleagues.
Never before has
NAQC’s second series, “Emerging Issues and Opportunities
in Quitline Operations,” highlighted five topics that, while
not exclusively focused on the growing operations-related
evidence base, addressed Consortium members’ growing
need for information on current practices related to priority
populations and emerging technology. The format of the
calls remained the same, and attendance levels remained
high. Presentations during this call series seemed to serve
as jumping-off points for engaging dialogue, rather than
only the delivery of research findings and program
evaluation results.

the need to maintain
and increase tobacco
use cessation
efforts been more
necessary.

The third conference call series, “Establishing Best Practices for Quitline Operations: Back to Basics,”
began on October 4, 2006 and concluded on May 4, 2007. This series, with topics selected based on input
and feedback from members over time, refocused members on the fundamentals of quitline operations –
promotion, nicotine replacement therapy, evaluation strategies…even how to calculate quit rates. Our
priority was to offer presentations that highlighted recent research findings, ways in which programs have
translated research and evaluation into improved practice, and ample opportunity for discussion. In many
ways, including providing advance copies of the presenters’ PowerPoint presentations to participants, this
was our most successful series yet.
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Forward (con’t)

No matter the scope or focus, our goal in developing and hosting these conference call training series has
remained constant over time – to provide an occasion for shared learning among NAQC members by:
■ highlighting topics viewed as critical to quitline operations as voiced by members, especially
as they relate to proven standards of good or effective practice;
■ scoping current practice throughout the US and Canada for each of the topics addressed;
■ remaining focused on current promising practices, while at the same time encouraging
innovation and research that will lead to best practices; and
■ showcasing real-world experiences reflective of our diverse membership, while at the same
time featuring relevant expertise of those from outside of the quitline community.
The Consortium believes these conference calls to be an excellent vehicle for disseminating basic, as well
as advanced-level information; discussing issues with experts and colleagues on a particular topic; and
promoting networking among individuals with shared interests who happen to be located in diverse
settings and geographic locations. It is our hope that through participation in these training and
development opportunities, our members and partners continue to examine factors that impact on the
effectiveness of quitlines. It is by linking members with the latest information on best and promising
approaches to quitline operations, that we will ultimately build and strengthen a relevant, applied
evidence base.
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Introduction
When the decision was made to write a resource guide based on the third conference call training series,
our primary goal remained the same as it was when writing the first guide, “Quitline Operations: A
Practical Guide to Promising Approaches”:
To compile all of the information, tools, materials and discussion offered
during the series to promote practical application of the lessons learned.
In this guide, you will find seven chapters – one chapter for each of the conference call training topics.

1. NAQC 2005 Annual Survey of Quitlines: A Review of Results and a Look Ahead
2. Working with Medicaid: What Quitlines Have Learned
3. Training and Supervision of Quitline Counseling Staff
4. Calculating Quit Rates
5. NRT in Combination with Quitline Counseling: What Delivery and Protocol Design
Methods are Working Best?

6. To Tailor or Not to Tailor: Promotion and Counseling for Priority Populations
7. A “Triage” Approach to Quitline Callers: Research and Implementation in Canada and the U.S.
Each chapter begins with a brief introduction to the topic and a quick glance at the current landscape,
followed by examples from the quitline community. The highlighted examples are those presented during
the series, although a few additional “examples from practice” have been chosen for inclusion in the guide.
Throughout the chapters you may find sections that offer possible steps to success or particular lessons
learned as noted by presenters; and a section, “CALLING ALL RESEARCHERS,” intended to highlight
the remaining questions that need answering. Key discussion points that were shared during the conference
calls have also found their way into each chapter. The final chapter is dedicated to providing you with the
relevant research for topics included in the guide…evidence you will now have at your fingertips!
Remember, this is a resource guide, not a how-to guide. Our goal was to compile what was shared and
learned into one place, not to outline how to get from Point A to Point B. We have taken the time to include
mentor-colleagues in each section…they are the folks with the real knowledge of the “how” and we
encourage you to make good use of their experience and wisdom.
Lastly, this guide is intended for use by the quitline community – those who administer funds to support
quitlines; those who operate and manage quitlines; those who conduct research that ultimately informs our
practice; and those who partner with us as we work to help tobacco users quit. Since its start nearly three
years ago, NAQC has given careful consideration to how it is organized and how it operates in order
ultimately to enhance and improve the practices of all quitlines. NAQC enables ample opportunity for
member dialogue and input to explore new possibilities, solve problems and create new solutions – all with
a dedicated focus on operations, promotion and service delivery. With the third conference call series, and
this resulting resource guide, NAQC continues to emphasize the generation of new knowledge among
members, the application of that knowledge, and the continual sharing of results.

vi

Chapter 1

NAQC 2005 Annual Survey of Quitlines:
A Review of Results and a Look Ahead

■ Introduction
The North American Quitline Consortium (NAQC) conducted its first Annual Survey of Quitlines in June
of 2004. The purpose of the survey was to gather basic, general information related to the organization,
funding and delivery of services by quitlines in the United States. Highlights from the survey results were
shared during the 2004 regional meetings hosted by the Centers for Disease Control and Prevention and
the National Cancer Institute, and later became the foundation for NAQC’s website at
www.NAQuitline.org.
In 2005, NAQC conducted a more robust survey with a revised instrument that focused not only on
gathering basic information about quitlines, but also information that would strategically link the survey
with the Minimal Data Set for Evaluating Quitlines (MDS). In response to previous concerns related to
reliability and interpretation, the survey questions and definitions were improved so that the resulting data
would be more analyzable. In addition, the 2005 Annual Survey was administered in the United States,
Canada and Europe.
2005 Annual Survey Timeline

July-September:

Planning group for 2005 survey established and met

October:

Survey sent to field

November:

Due date for responses

December-February:

Follow up on survey responses and data entry

March:

Cleaning and compiling data

End March:

Draft quitline profiles sent to states/provinces for review

April:

Preliminary analysis completed and disseminated to members;
profiles completed

May:

Final report and final profiles shared with all members (via email to all
members and at regional meetings in US)

July:

World Conference presentations and book, Quitlines of North America and
Europe 2006 published and distributed

The Annual Survey of Quitlines allows NAQC to provide information on quitlines by developing tools and
resources such as the quitline profiles available on our website, the recent publication, Quitlines of North
America and Europe 2006, presentations at conferences, and fact sheets. The survey also allows NAQC to
develop a database that can be shared with NAQC researchers to explore questions of interest to our
members and encourage publications on quitlines.
A copy of the 2004 and 2005 survey instruments are available online at
http://www.naquitline.org/index.asp?dbid=5&dbsection=research.
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■ A Brief Review of 2005 Survey Results
100 percent of US quitlines and 90 percent of Canadian quitlines participated in the 2005 Annual Survey.
What follows are highlights of results for the major survey categories.
General Service Information

There is a wide variety of quitline service provider types, including commercial companies,
charities/endowments, voluntary organizations, university and medical centers, governments, and private
non-profits. According to survey results, commercial companies and voluntary organizations are providing
services to the highest number of quitlines.

Median Hours of Operation

Having a clear picture of the hours of
operation for any given quitline, provides
us with important context when asking
and answering questions such as what is
the utilization and reach.

hours per week
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With the emphasis on accessibility across diverse groups of smokers, real efforts are being made to
provide quitline services in multiple languages. For quitlines that responded to the survey questions
related to services offered in multiple languages, US services are offered primarily in English and Spanish;
Canadian services primarily in English and French; and in Europe, as expected, there are a greater
diversity of languages being used by quitlines.
Eligibility for counseling is an issue restricted to US quitlines and remains an issue of pragmatic
consideration – there is the potential for more callers than resources available to serve them. 61.5% of
quitlines in the US restrict counseling services based on the following criteria:
• Readiness (83%)
• Age (64%)
• Insurance (19%)
• Certain populations (17%)
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Funding

While there is near universal quitline coverage for residents in the US and Canada (smokers in the
territories must call long distance for help, there’s no toll-free number), there are important differences in
the funding profiles. Most quitlines in the US and Canada report receiving state/provincial funding, as well
as federal funding. About 50% of state funding is made up of Master Settlement Agreement (MSA) funds
and tobacco product taxes.
European quitlines most often report non-government funding sources such as non-governmental
organizations, charitable foundations, health care institutions and others.
The graph below highlights the funding levels for quitline services in the US and Canada (reported in US
dollars). The mean funding level for US quitlines is almost $840,000 and the median is a little over
$400,000. The mean for Canadian quitline funding is a little over $148,000 with a median reported at a
little over $143,000. *These totals do not include dollars dedicated to promotion/marketing.
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It is important to note that there is incredible range of funding for services within each country, as well as
between geographic areas. The US quitlines are funded at a level nearly three times that of Canadian
quitlines, and nearly ten times that of European quitlines. With that said, in the US only about 10% of total
tobacco prevention and control dollars are dedicated to quitline services.
Counseling Intervention

2005 survey results show a fair amount of consistency about what we are trying to do with quitlines and
where we are focusing our attention based on the evidence. There seems to be a large focus on delivering
multiple session counseling, most notably in a proactive format. This speaks to what the field understands
about the importance of addressing ambivalence. Ultimately, the core work for the majority of quitlines is
offering several sessions (anywhere from 2-15 calls). However, we also know that not every client receives
this service due to eligibility criteria.
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There is also remarkable similarity among topics addressed during the counseling sessions. Topics include
motivation, use of nicotine replacement therapy (NRT), planning, setting a quit date, and relapse prevention.
The timing of the proactive calls are usually set around a caller’s quit date or by negotiating with the caller.
Most often there are more calls early in the quit attempt, and within the first week of the quit date.
The 2005 Survey also gathered data related to specialized protocols that quitlines may have in place to
address special counseling needs of priority populations. For instance, 88.8% of quitlines vary their protocol
for pregnant women. Of these quitlines, 60% offer more sessions, 81.8% vary the content of the sessions,
and 9.1% make referrals to more intensive or pregnancy-specific programs, such as American Legacy
Foundation’s Great Start Campaign.
41.9% of quitlines vary their counseling protocol for teen smokers. 69.2% vary the content of the intervention; 23.1% refer to other resources such as the Internet or back to a teen’s physician for NRT; 34.6%
change the call schedule; and 23.1% mention the issue of parental consent in order to provide a proactive
call format. In some states it is illegal to provide counseling to anyone under a certain age without parental
consent. Typically, this means that a consent form must be signed by a parent or guardian and returned to
the quitline before a teen can be enrolled in the counseling program.
Varying the content for specialized counseling protocols does not mean simply changing the wording, but
looking at changes to information and strategies that are unique for that population. For instance, addressing
the health of the baby and the harmful effects of smoking while pregnant are important changes to a
counseling protocol aimed at the pregnant smoker. Addressing the issue of peer pressure and tobacco
industry tactics to “hook” teens has become important content for specialized teen protocols.
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Other Specialized Counseling Protocols
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In the US, 18 quitlines (32.7%) provided free quit aids in 2005. Eligibility criteria to receive free quit aids
included:
• Low income/lack of insurance (61%)
• Enrollment in counseling program (22.2%)
• Readiness to quit (16.7%)
• Addiction level (2%)
Utilization

Fewer quitlines were able to report reach rates for the 2005 Survey. There is a process underway to collect
reach rates for Canadian quitlines as well. However, based on the survey data collected from US quitlines,
we are able to say something about the range of reach among quitlines. For example, reach rates increase
when you look at daily smokers as opposed to all smokers in a state’s population.
Annual Quitline Reach to Smokers in US
N = 40
% of All Smokers

Range

% of Daily Smokers

0.01-4.28

0.02-5.06

Mean of states

0.99

1.21

Median of states

0.54

0.67

Grand total

0.66

0.82
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Staffing

Most quitlines do have quality control measures in place and their quality control typically starts with
training. US quitline counselors receive an average of 98.6 hours of initial training and Canadian
counselors receive an average of 75.1 hours. Ultimately, this means that a quitline is able to use
paraprofessionals due to the reported high level of training, supervision and monitoring. Additionally, 87.1%
of quitlines reported offering ongoing education of counseling staff, anywhere from 21-30 hours a year.
Staffing

hours

40
30
20
10
U.S.

r
he

ow
on

ot

n

e
lin
on

ow
ad

Canada

sh

ro

le

pl

in

ay

m
oo
sr
as
cl

g

0

Evaluation

72.9% of quitlines do ongoing evaluation, including assessing outcomes (quit rates), satisfaction, and staff
performance (71 % of quitlines report using taped calls for monitoring/supervision occasionally). About
half of quitlines randomly select clients to be evaluated.
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A Publication Resulting From Annual Survey Data!

Working in collaboration with researchers at the Center for Tobacco Research and Intervention,
University of Wisconsin School of Medicine and Public Health, NAQC Executive Director, Linda
Bailey, JD, MHS, co-authored an article published in the American Journal of Preventive Medicine
using data from the 2005 Annual Survey of Quitlines. (A full copy of the article can be found in
Appendix A.) Hopefully, this is the first of many published articles making use of this important
collection of data.
Organization, Financing, Promotion, and Cost of U.S. Quitlines, 2004
Paula A. Keller, MPH, Linda A. Bailey, JD, MHS, Kalsea J. Koss, BS, Timothy B.
Baker, PhD, Michael C. Fiore, MD, MPH

Background: Quitlines have been established as an effective, evidence-based, population-wide strategy
to deliver smoking-cessation treatment, and are now available in most states across America.
However, little is known about the organization, financing, promotion, and cost of state quitlines.
Methods: In 2004, the North American Quitline Consortium surveyed the 50 states and Washington
DC to obtain information about state quitlines. Data were analyzed in fall 2005 through spring 2006.
Analyses of these data are reported in this paper.
Results: Analyses were limited to the 38 states that reported having a quitline in 2004. State
governments funded most (89.5%) quitlines. Median state quitline operating budgets in 2004 were
$500,000; this translates into a modest annual median operating cost of $0.14 per capita or $0.85 per
adult smoker. A lesser amount was spent for quitline promotion. Quitline services varied, with 97.4%
of respondents providing mailed self-help resources, 89.5% providing proactive telephone counseling,
and 89.2% providing referrals to other services. Many quitlines provide services in languages other
than English. Only 21.1% of quitlines reported providing cessation medication at no cost.
Promotional strategies varied widely.
Conclusion: A large majority of U.S. smokers live in states with tobacco quitlines, which provide
cessation treatment at a remarkably modest per capita cost. There is a great deal of congruence in
services and promotional strategies among states. Further research is required to determine how
external factors such as the federal National Network of Tobacco Cessation Quitlines funding for state
quitlines and the availability of a national portal number (1-800-QUITNOW), both implemented in
2004, affect state quitlines.
Additional research to evaluate the cost effectiveness of quitline services is also warranted.
(Am J Prev Med 2007;32(1):32-37) © 2007 American Journal of Preventive Medicine)

–7–

Chapter 1

NAQC 2005 Annual Survey of Quitlines: A Review of Results and a Look Ahead

The 2006 Annual Survey and the Road Ahead

Shortly after the results of the 2005 Annual Survey were analyzed, the process to update the survey for its
2006 fielding was underway. Recommendations for revisions were requested from University of California
at San Diego research staff, NAQC consultants, and a review group consisting of NAQC members that was
convened in August 2006. The recommended changes were summarized and NAQC updated the survey
instrument.
Three notable differences in the 2006 Annual Survey were:
• The survey was administered in an online format through www.surveymonkey.com with
assistance from Paula Keller, Michael Connell and Dr. Michael Fiore of the Center for Tobacco
Research and Intervention, University of Wisconsin School of Medicine and Public Health.
• The survey was shorter, as questions that did not need to be asked every year were eliminated.
• Because many of the survey questions were the same as those in the 2005 instrument, NAQC
anticipates being able to look at similarities, changes and trends in North American quitlines
for 2005 and 2006.
NAQC fielded the survey on November 22, 2006, and responses were due on December 11, 2006. After
additional follow-up, 100% of quitlines in North America completed the Annual Survey. As of May 2007,
the Survey data is being cleaned and analyzed. The survey results, when final, will be used by NAQC to
prepare publications and reports, and will be available for use by NAQC members who request access to
the data through the NAQC Research Request Protocol.

“

The survey doesn’t capture the entire picture of cessation in a given state or
province. It is important to be aware of this. The survey is intended to provide the
contextual picture within which a quitline operates and the Minimal Data Set (MDS)
provides information about the individuals who call. The two are linked in this way.
Analysis of the survey and MDS data across quitlines may help all of us to identify
service delivery characteristics that are most critical for increasing the reach and
utilization of a quitline or to better help certain smokers quit.”
~ Conference Call Participant
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Chapter 2

Working with Medicaid:
What Quitlines Have Learned

■ Introduction
When NAQC set out to develop objectives for the conference call dedicated to the topic of Medicaid, our
initial intention was not to provide participants with basic Medicaid program information during the call.
Instead, our hope was to highlight successful partnership programs identified through the NAQC Medicaid
Information Survey.
Upon review of the survey results, and in further conversation with various NAQC members, the
importance of understanding some of the foundational pieces of the Medicaid program before beginning
a discussion on partnering with Medicaid was critical.
A Medicaid Primer

Medicaid is a partnership between federal and state governments in the United States that provides health
and long-term care for a broad population of low-income Americans. State agencies administer Medicaid,
subject to oversight by the Centers for Medicare and Medicaid Services (CMS) in the U.S. Department of
Health and Human Services. Although state participation in Medicaid is voluntary, all states do participate.
Federal law outlines broad requirements that all state Medicaid programs must fulfill. However, states
have considerable discretion regarding program parameters such as eligibility, benefits, and provider
payment. As a result, no two state programs are the same.
Each state must submit a plan to the federal government and that plan must meet minimum federal
requirements, such as
• Minimum eligibility standards.
• Minimum benefits mandated for categorically needy populations.
• General principles that lay out that everyone in a state would be able to receive Medicaid
(if eligible) and everyone in the state would get the same benefit (if eligible for the program).
The federal Medicaid policy related to cessation (bulleted below) is important to be aware of, especially
when considering a partnership with your state’s Medicaid agency.
• Smoking cessation benefits, such as counseling and drug therapy, are OPTIONAL benefits
under Medicaid (except for children covered under Early and Periodic Screening, Diagnostic,
and Treatment (EPSDT) services).
• Smoking cessation medications are specifically classified as those drugs that may be excluded
from coverage under Medicaid.
• Smoking cessation counseling services may be provided under a variety of Medicaid benefit
categories.
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Lastly, as we consider the issue of reimbursement by Medicaid for quitline services, we must be mindful
of the following eligibility requirements for Medicaid reimbursement:
• Services must be provided to Medicaid recipients;
• Service providers must be state certified; and
• Service must be Medicaid approved.
For more information on Medicaid, please see Appendix B for Medicaid: A Primer and Appendix C for
The Medicaid Program at a Glance. Both documents were written by the Kaiser Commission on
Medicaid and the Uninsured.

■ A Brief Review of the NAQC 2006 Medicaid Information Survey
Preliminary Results
The NAQC 2006 Medicaid Information Survey was fielded in September, 2006 in an effort to document
the scope of efforts undertaken by all state quitline administrators, with Medicaid agencies.
The survey asked 23 questions categorized into the following topic areas:
• Benefits and Services

•

Funding

• Caller Characteristics

•

Agreements

• Managed Care Health Plans

•

Collaboration

• Promotion of Medicaid Benefit
The survey was open for just over two weeks and 22 states/quitlines participated. NAQC’s intention is to
use the survey findings, along with additional member feedback, to identify the types of activities, tools
and materials that would be of most benefit to members and partners in their work with Medicaid.
Benefits and Services

In the survey, respondents were asked what services Medicaid recipients can obtain through the quitline.
The top three services reported were counseling, intake/assessment, and information & referral.
Services Medicaid recipients can obtain through the quitline
(N=22)

Information and referral only

12

Intake/assessment with tobacco users

19

Counseling

20

Distribution of free cessation medications

6

Distribution of free Zyban

0

Distribution of discounted cessation medications

2

Vouchers for cessation medications

2

Other

8
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Caller Characteristics

The survey asked two questions related to caller characteristics. The first question asked specifically for
the proportion of callers (including fax referrals) who were Medicaid, Medicare and Uninsured. While a
total of 18 responded to this question, only about half could provide specific numbers.
The data on caller characteristics highlights the variability among states in the populations they serve and
clearly points to the need for better reporting of the numbers of callers served in these categories.
In FY 2006, what proportion of quitline callers* were:

Medicaid recipients (N=9)
• (N=7) Responses ranged from 5% to 40%
• (N =2) Reported by total number
Medicare beneficiaries (N=8)
• (N=6) Responses ranged from 3% to 9%
• (N =2) Reported by total number
Uninsured (N=9)
• (N=7) Responses ranged from 9% to 39%
• (N =2) Reported by total number
*Callers are clients who called and completed intake AND clients who
were fax referred and also completed intake.
Promotion of Medicaid Benefit

The survey also gathered information related to how quitlines promote the Medicaid benefit in the state.
Seven respondents indicated that they promote the Medicaid benefit in collaboration with both the state
tobacco control program and the state Medicaid program; seven indicated that the quitline does not
promote the benefit; and there were three respondents who responded with “other”:
• “There isn’t a Medicaid benefit.”
• “The quitline is not allowed to promote the Medicaid benefit. All that can be done is to
provide the Medicaid recipient with the contact information for Medicaid, so they can
interface with Medicaid directly.”
• “We do not currently promote the benefit but Medicaid recipients are one of our 3 priority
populations. We are currently strategizing on how to work with our Medicaid program to see
that the benefit is better utilized.”
Funding

The results related to funding were not surprising. Nineteen out of 19 indicated that the state Medicaid
program does not reimburse or otherwise make payment to, the state tobacco control agency/program
and/or the quitline directly, for services provided to Medicaid recipients.
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Agreements

Considering the lack of formal agreements related to funding, NAQC was curious about other types of
agreements that might be in place with Medicaid agencies, such as fax referral partnerships or promotion.
Most of the 17 that responded to this question indicated that they did not have any other quitline-related
agreements in place for the provision of services to Medicaid recipients, but four indicated that they did/do.
Collaboration

The survey asked respondents whether or not the state tobacco control program works directly with the
state Medicaid program on benefit design and/or improvement. It is encouraging to note that 10 of 17
responded “Yes.”
While the results of this survey are preliminary, they do provide us with a snapshot of the relationship
between quitlines and Medicaid in the United States. The results illustrate several things;
• There is a data and information gap, from both the inside and out;
• In some cases large numbers of Medicaid recipients are being served by quitlines;
• No quitlines reported receiving direct reimbursement from Medicaid;
• Quitlines and programs are communicating and, in some cases, cultivating important
partnerships/relationships; and
• An opportunity exists for quitlines and tobacco control programs to learn from one
another on experiences with working with state Medicaid programs.

■ The Iowa Experience: Designing & Implementing a Cessation
Medicaid Benefit
Iowa’s Tobacco Landscape

Currently in Iowa, 20.3% of adults and 20% of high school students are smokers. The tobacco tax stands
at 39 cents a pack, with no increase since 1991. Iowa is a preemption state, with a weak existing statewide
smoke-free law and no local smoke-free ordinances. The Iowa tobacco program recently conducted an
informal assessment of 28 private health plans and nine HMOs to determine how many of them provided
coverage for tobacco cessation. Unfortunately, none of the private insurers covers cessation nor
pharmacotherapy. Large businesses or employers are able to pay for this benefit out of pocket, but it is not
a standard benefit. Until recently, Iowa was one of only a few states with no Medicaid coverage for
cessation. The Iowa Tobacco Quitline (Quitline Iowa) offers both reactive and proactive counseling, and
does not offer free or reduced-cost NRT to callers.
A Medicaid Benefit Emerges

In 2004, the Iowa Medicaid Assistance Crisis Intervention Team (MACIT) was formed to address
inefficiencies in the Medicaid program. A number of issues were addressed by MACIT, including tobacco,
in response to a serious economic shortfall. After one year of discussion, MACIT recommended/required
the following:
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• a tobacco tax increase;
• increased funding to the state tobacco program;
• expanded coverage for cessation pharmacotherapy for those participating in the Iowa Cares
program (a state Medicaid expansion program in which enrollees pay monthly premiums
based on income); and
• development of a healthcare partnership program with the goal of reducing smoking
prevalence to less than 1% for teens and less than 10% for adults.
Obviously, the requirements related to prevalence were unrealistic measures of success and didn’t match
current trends in reduction of tobacco use. However, in 2005, the Iowa Legislature took action, accepting
many of the recommendations of MACIT and taking the additional step to pass the Iowa Care Act to
expand Medicaid coverage of cessation to all Medicaid recipients, not only those enrolled in Iowa Cares.
The benefit outlined in the Act provides for cessation pharmacotherapy, but no behavioral counseling or
physician reimbursement.
The Real Work Begins: Defining the Benefit

Iowa Department of Public Health and Quitline Iowa staff met with Medicaid officials in the fall of 2005
to begin discussions on specifics of the new benefit:
• What drugs should be covered?
• Is linking access to pharmacotherapy with counseling important?
• How many courses of therapy would be available to an individual?
At this stage of the process, Medicaid officials
agreed that linking NRT to counseling was important. After much discussion and review of data/literature, the first draft of regulations in May of 2006
included coverage of the nicotine patch and nicotine gum only AND required registration in the
Quitline Iowa program. However, Medicaid is not
reimbursing Quitline Iowa for provision of counseling to Medicaid members.
The Drug Utilization Review Committee (DUR)
and Pharmacy and Therapeutics Committee (P&T)
met in June 2006 to further define the benefit.
Tobacco control community advocates turned out in
huge numbers to both meetings to provide testimony as to why other NRTs should be covered. In the
end, the P&T passed a motion that preference
would be given to the nicotine patch and gum and
that access to more than one therapy at a time
would be allowed. Bupropion is a covered drug
under Medicaid, but does not require prior authorization (like the nicotine patch and gum) in order to
be obtained by a Medicaid member.
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• 18 and older with diagnosis of nicotine
dependence from physician
• Required enrollment in Quitline Iowa
• A maximum quantity of 14 nicotine replacement patches and/or 110 pieces of nicotine
gum may be dispensed with the initial prescription. Subsequent prescription refills will
be allowed to be dispensed as a four-week supply at one unit per day of nicotine replacement
patches and /or 330 pieces of nicotine gum.
Following the first 28 days of nicotine replacement therapy, continuation is available only
with documentation of ongoing participation
in the Quitline Iowa program. Maximum
course of therapy = 12 weeks in 12 months
• Generic bupropion sustained-release products
that are FDA-indicated for smoking cessation
will be available without prior authorization.
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Planning for Implementation

With a lot of hard work behind them, there is much to be done in preparation for implementation of the
benefit, which is planned for January 2007. Iowa currently has a well-functioning fax referral system and
plans to use this method to link Medicaid
recipients of the new benefit to the quitline. The
plan is to have the referring physician fax the
In the Massachusetts NRT give-away, we
referral to the quitline; the quitline then fax the
found that participants actually did quite well
referral form to Medicaid to verify enrollment in
with one counseling call and medication. In
Quitline Iowa; and Medicaid then notify the
fact, the give-away actually attracted a different
referring physician and the pharmacy that the
group of smokers than we have been able to
patient is approved to receive the medication.
previously attract with the quitline and counseling.
Obviously, one of the most important challenges
In fact, in our new Medicaid benefit, we decided
ahead will be to educate not only Medicaid
not to link counseling and medication due to
recipients, but also physicians, on the new
barriers faced by providers.”
benefit and referral system.
~ Conference Call Participant

“

■ The Kentucky Medicaid Pilot Project
Kentucky’s Tobacco Landscape

Kentucky currently has the highest adult smoking rate in the US (28.7%), and 24.5% of high school
students currently use cigarettes. Also notable is Kentucky’s smoking rate among pregnant women –
26.7%. The Kentucky Quitline offers both reactive and proactive counseling, and a fax referral program
has been in place since December 2005. While the quitline does not offer free or reduced-cost NRT, the
Kentucky Employee Health Plan benefit is linked to the quitline – if an employee is enrolled in the
quitline or group counseling programs offered throughout the state, they have access to two weeks of NRT
for a $5 co-pay (12 weeks total per calendar year). The development of this linkage has in many ways
served as a first step in cessation benefit discussions with Medicaid and other insurers.
Relationship Building

Unlike the “formal” beginnings of Iowa’s work with Medicaid, Kentucky’s efforts have had a much more
informal start. Chronic disease programs within the Kentucky Department for Public Health began
inviting Medicaid staff to attend various committee meetings, discussions and presentations. In turn,
Medicaid invited the Tobacco Program to attend their Communication Sharing Group. This building of
relationships, trust, and sense of the successes and challenges being faced by all of the programs, provided
key information to tobacco program staff as they began to formulate ideas for an even bigger partnership
with Medicaid.
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An Initial Meeting with Medicaid

In May 2006, the tobacco program manager, along with their partners in tobacco control advocacy, met
with the Medical Director of Medicaid to propose a possible cessation intervention project. While this
initial meeting did not include any discussions of funding, the program manager did come prepared with
data and evidence... although in the end, not enough to convince the medical director to move forward. The
medical director declined the offer to collaborate, but did want to further study the idea and gather much
more evidence that cessation interventions, including NRT, are effective.
Important tobacco program developments occurring in the background of this initial discussion with
Medicaid included:
• Kentucky quitline received increased media attention and call volume continued to rise;
• Additional funds proposed for the tobacco program in the 2006 legislative session via the
establishment of a “non-participating manufacturers” fund (2.2 million dollars); and
• Tobacco program initiates partnership discussions with the pharmaceutical company,
GlaxoSmithKline (GSK).
A New Project Idea

Upon realization that additional funds would soon be available, the tobacco program set out to develop a
project that would make the most impact, reach women of childbearing age, and help smokers quit before
the onset of long-term addiction and various chronic diseases.
Knowing that the pregnant Medicaid
population should be their focus, the
tobacco program manager set out to
learn what she needed to learn about the
federal Medicaid system, administration
of the state Medicaid program, the
language of insurance companies, and
the data needed to make the case for
tobacco cessation among this population.
After an initial meeting with the Office
of Health Policy for additional guidance
and direction, the tobacco program
manager met with the Medicaid
Commissioner (with ample return-oninvestment and effectiveness data in
hand) to discuss the proposed project
idea – offer funds to Medicaid to cover
NRT for those Medicaid recipients ages
18-34 who enroll in behavioral counseling
through the Kentucky quitline.

“

Not only did we go in with data, but we went in
speaking their language. They want to know things like
PMPM (Per member, per month) and ROI (return on
investment). Developing the ROI numbers was a critical
piece, but be aware that there are a lot of numbers that go
into determining ROI, including:
•
•
•
•
•
•
•

Population covered by type of plan
Number of males and females for each age group
Smoking rate for each age group
Number of people who leave the plan each year
Cost of medications
Cost of counseling
Other costs

Using the Medicaid statistics was a great help, and the
ROI Calculator on www.ahip.com is an incredible tool.”
~ Irene Centers, Kentucky Department for Public Health
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How the Pilot Project Would Work

1. Medicaid sends direct mailing to eligible participants that includes information about the
“new” benefit.

2. Participant calls Kentucky Tobacco Quitline to enroll in counseling.
3. Quitline completes intake, verifies that caller is eligible through the Medicaid database, and
provides counseling program.

4. Once participant is enrolled, Quitline enters client information into GSK Fulfillment Center
web-based system (according to participant’s quit date).

5. GSK mails two-week supply of NRT directly to participant’s home address.
6. Quitline follows up with caller to verify quit.
7. Participant continues in proactive counseling program with Quitline, additional NRT is mailed
(up to 12 weeks, two weeks at a time).

Keys to Their Success

As outlined in the process above, there are many partners contributing to the implementation and
administration of this pilot project. As with any partnership, clearly defined roles and responsibilities
are critical to success.
Medicaid contribution and role:
• Complete buy-in for project;
• Provide health claims data for the target population to establish baseline data;
• At one year post-project, review claims data again for comparison;
• Direct mailing to target population highlighting availability of new Quitline/NRT program
benefit; and
• Provide Quitline access to Medicaid database for verification of caller eligibility.
Tobacco Program contribution and role:
• Project development;
• Coordinate meetings and process;
• Liaison between Medicaid, Quitline, GSK;
• Collect data reports from Medicaid and the Quitline;
• Provide funding for one year of the pilot project; and
• Partner with Medicaid to report results to legislature.
- Demonstrate possibilities for future projects
- Successful private/public partnerships
(continued)
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Keys to Their Success (cont’d)

Quitline service provider contribution and role:
• Complete intake information;
• Provide proactive counseling program;
• Verify eligibility of caller;
• Enter mailing and dosage information into GSK Fulfillment Center website; and
• Provide tobacco program with quarterly data reports on Medicaid recipient demographics,
participation, and quit rates.
GSK contribution and role:
• Partner with state tobacco program to provide lower cost NRT;
• Provide NRT cost-estimate prior to Medicaid meeting;
• Contract through Quitline and grant access to GSK Fulfillment Center through web-based
system; and
• Mail eligible Medicaid callers two-weeks supply of NRT within two business days.

A Promising Start, But...

While much effort and thoughtful planning went into the development of this project, it was temporarily
put on hold due to lack of funding. Unfortunately, there have been no contributions to the “non-participating
manufacturers” fund that was slated to provide funds to Medicaid to offer the NRT benefit. However, the
Kentucky Department for Public Health, Governor’s Office of Wellness and Physical Activity, and the
Department of Medicaid Services (DMS) recognized the importance of this project and decided to move
forward.
On December 15th, Cabinet for Health and Family Services (CHFS) Secretary Mark D. Birdwhistell
announced the new program to offer NRT to Medicaid members who take advantage of the Kentucky
Tobacco Quitline. Through the initiative, coverage of nicotine replacement products at no cost is
provided to Medicaid members who enroll in quitline counseling. Up to 12 weeks of product are available
to all KyHealth Choices members (including Passport members) per calendar year. Those under 18
years of age must obtain parental consent to enroll in quitline counseling and a doctor’s prescription for
nicotine replacement products. A physician’s care and prescription is also necessary for pregnant women
who smoke and for those who have medical contraindications.
The quitline is responsible for verifying a caller’s Medicaid eligibility. Once the member calls the quitline,
the counselor works with the member to complete an individual assessment and develops a quit plan. The
counselor also works with the caller to determine the most appropriate NRT product. After this is complete,
the member should receive their NRT at their home address within two business days. The counselors are
conducting follow-up calls at three months, six months and one year, to track participants’ progress and
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success rates. Additionally, DMS will compare current claims for respiratory illness, ear infections, heart
attacks, stroke and cancer with claims for the same conditions after the program has been in place one year.

“

The varying ways in which the states’ work with Medicaid was initiated has been interesting to
hear. It seems that a compilation of lessons learned by states and quitlines from their work with
private insurance companies may be helpful as we think about approaching Medicaid.”
~ Conference Call Participant
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■ Utah: Partnering with Medicaid to Fund Media Campaigns
The Utah Tobacco Prevention and Control Program (TPCP) partners with their state Medicaid agency to
support media campaigns aimed at reducing smoking rates among the adult Medicaid population. To
receive matching Medicaid funds, a media campaign must meet the following criteria:
• It must benefit citizens who are eligible for Medicaid.
• It must focus on health issues and be consistent with Medicaid goals.
• It must inform the public that Medicaid is a potential resource for those seeking
smoking-cessation treatment.
The total matching funds that a media campaign can receive is equal to the cost of the Campaign,
multiplied by the percentage of the target population that is eligible for Medicaid. Half of this total is
provided by the federal Medicaid program and half by the TPCP.
For example, if a media campaign effort focusing on pregnant women costs $10,000, and 28% of the
target population is Medicaid eligible, the campaign is eligible to receive $2,800 in matching funds –
$1,400 from the federal Medicaid program and $1,400 from the TPCP. (The state Medicaid program does
not contribute to the match!)
In FY04, the federal Medicaid match portion of Utah’s $3.2 million anti-smoking media budget was
approximately $565,000.
Background
Smoking Rates and Medicaid Smoking-Related Costs in Utah

1997-2000 smoking rate among Medicaid
recipients was more than twice the adult smoking
rate in the general Utah population (1)

31.5 %

Percentage of pregnant women on Medicaid in
2003 who were smokers (2)

14.3% (approx. 2,057
pregnant women)

Medicaid costs attributable to tobacco use
in 2002.(3)

$93 million

1 Based on aggregated data for 1997-2000 from the Behavior Risk Factor Surveillance System, the Center for
Health Data, Utah Department of Health.
2 Utah Department of Health. IBIS Birth Query System. Birth Certificate Database.
2003.http://health.utah.gov/ibisq/birth/entry.html
3 U.S. Department of Health and Human Services, Data Highlights, 2004.U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention, Office on Smoking and Health, 2004.
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History of the Partnership

The relationship between Utah’s Medicaid
agency and the TPCP began in 1997 with
Utah’s initial smoking prevention media
campaign for youth. The TPCP developed
and implemented the campaign, and
dedicated staff to oversee the campaign. The
Medicaid program provided consultation on
the campaign. With additional funding from
the 1998 Master Settlement Agreement in
FY 2000, the budget for the media campaign
was tripled. This increase allowed the
program to expand its media campaign and
target additional population groups,
including pregnant women.

Results of focus group research have shown that
pregnant women are concerned about the health
effects that smoking can have on their babies and are
likely to respond positively to realistic messages
describing the risks they take when they smoke
while pregnant. In 2003, the TPCP ran a series of
television ads focused on the chemicals in cigarette
smoke and the impact of those chemicals on a fetus.
In 2004, the ad campaign targeting pregnant
smokers used an ultrasound image to show how just
one cigarette affected a fetus’ heartbeat.

Keys to Their Success

• Dedicated staff within the state Medicaid agency, the Utah TPCP, and the UDOH finance
department was critical to fostering collaboration.
• Patience in working within the complex Medicaid systems is vital.
• TPCP staff need to be trained in the Medicaid system, including billing protocols.
• A targeted publicity campaign is essential to addressing the under-utilization of
smoking-cessation services in specific populations.
• A strong research and evaluation component is important to improving the effectiveness
of outreach and marketing efforts.

CALLING ALL RESEARCHERS!

The notion of linking and even requiring counseling to qualify for the medication
benefit is an interesting one. As the quitline community continues to build
partnerships with Medicaid, it will be important to explore the extent to which
this linkage may serve as a barrier to this population and therefore, may not be
the best approach.
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Conclusion

As the quitline community continues to explore and build sustainable funding for services and promotion,
it is becoming more apparent that partnerships with state-level institutions such as Medicaid are crucial.
This is especially true for those quitlines that reserve counseling for low income tobacco users and those
without medical insurance. However, until quitlines have a much clearer understanding of their state’s
Medicaid program and how it serves its clients, and until states require much better data on the numbers
of Medicaid recipients calling the quitline, it is difficult to move too far forward. To this end, NAQC
remains committed to providing members with learning opportunities and resources focused on building
our “Medicaid-awareness,” and to ensuring that promising approaches to this partnership continue to be
shared.
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■ Introduction
Over a year ago, NAQC began collecting documents to be included in a members-only materials
repository. Our hope was that this repository would house samples of promotion tools; contract statements
of work; policies and procedures; training and supervision protocols; and other items that members
wanted to share with one another in order to continue building our learning community.
NAQC has since put the materials repository project on hold, as other priorities have emerged. However,
one of the repository “chapters” that we worked hard to build was devoted to training curricula and
supervision models. While we heard from members that this was an important component, for proprietary
reasons, most quitline service providers were not able to share their tools or curricula. However, this
critical aspect of quitline operations – how counseling staff are trained and supervised – remains an
important, and yet, very basic, issue to be addressed.

■ Association for the Treatment of Tobacco Use and Dependence
(ATTUD): Core Competencies for Evidence-based Treatment of
Tobacco Dependence
ATTUD is a member-based organization of approximately 240 providers across a variety of treatment and
training settings, with a mission to promote and increase access to evidence-based tobacco treatment.
In early 2004, ATTUD, along with members of a training committee, began work to establish standards for
training and credentialing of tobacco treatment providers. These standards, or core competencies, are
intended to provide guidance to providers on the knowledge, skills and abilities needed by a tobacco
treatment specialist to provide effective treatment across a variety of settings.
In September 2004, the ATTUD Board of Directors approved the Core Competencies for Evidence-based
Treatment of Tobacco Dependence. ATTUD then invited a wide range of providers to review and
comment on the definitions, the competencies and the associated skill sets. After gathering feedback and
input via an online survey, the tobacco treatment specialist competencies were revised and adopted in
April, 2005. The competencies are:
• Tobacco dependence knowledge/education

• Diversity/specific health issues

• Counseling skills

• Documentation/evaluation

• Assessment interview

• Professional resources

• Treatment planning

• Law/ethics

• Pharmacotherapy

• Professional development

• Relapse prevention
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Each of the 11 competencies has an associated skill set, and for each competency there are three possible
levels of provider proficiency:
• Aware: Able to identify the concept or skill; limited ability to perform the skill
• Knowledgeable: Able to apply and describe the skill
• Proficient: Able to synthesize, critique, or teach the skill
Recognizing that different treatment providers may require different levels of proficiency depending upon
their worksite and their role, ATTUD understands that the competencies may need to be adapted to
different provider or organizational needs. Essentially, the degree to which skills are mastered depends on
the intensity in which care is delivered.
Individual practitioners in private practice have a responsibility to manage all aspects of the core
competencies.
Those delivering care in organizational settings (i.e. quitlines) typically look to their management for
meeting proficiency guidelines for such competencies as:
• Professional development opportunities
• Documentation/evaluation protocols
• Law & ethics protocols
For more information on ATTUD and the competencies, please visit http://www.attud.org/
docs/Standards.pdf. A copy ATTUD’s Core Competencies for Evidence-Based Treatment of Tobacco
Dependence can be found in Appendix D.

■ The Fundamentals of Call Center Training and Supervision
Creating an “ideal” quitline counselor involves three important steps – finding the right person, training
them well, and coaching them to shape their performance.
Finding the right people...

One of the first steps in finding the right people to serve as quitline counselors is developing a thorough
job task analysis. This sets the tone for the position and paves the way for clear expectations on both sides
of the hiring table.
It is recommended to create an “ideal” counselor profile so that you are clear about what it is you are
looking for and what skills, characteristics, and personality traits are “must-haves” and which ones are not
absolutely necessary but preferred.
Another key to finding the right person is to match their skill level, AS WELL AS motivational traits, to
the position.
Training them well...

Each quitline has their own sense of what is most important to address in their training curriculum. ATTUD
has provided the field with an important training foundation through development of the competencies.
However, there are five generic training components that should be included in every call center training
curriculum as recommended by The Call Center School:

– 23 –

Chapter 3

Training and Supervision of Quitline Counseling Staff

• Call center operations – how does the telephony work? How does a call from one place
get routed to a specific counselor? How are outbound calls generated?
• Voice essentials – is there a strong regional accent that may be distracting? Are there a lot
of “ums”?
• Telephone etiquette – how to place someone on hold; how to make someone feel heard;
speaking slowly and clearly
• Word choices – getting rid of words such as “like” and “yep.”
• Handling difficult calls and knowing when to transfer a caller to a different counselor, a
supervisor, or to another service altogether.
Coaching to shape performance

Many times, a person who performed well as a quitline counselor is promoted to counseling supervisor
without the appropriate training. This results in supervisors who are under-trained and ill-equipped to
coach the members of their team effectively.
Three common coaching mistakes include:
1. using common sense in evaluating performance
2. coaching problem employees
3. developing an overall retention strategy
Mistake #1 – Perceptions can at times be misleading when it comes to evaluating performance. Creating
a performance model provides consistent and neutral evaluation guidelines that enable a supervisor to see
issues independently and objectively. Ultimately, this evaluation framework provides the most powerful
incentive for desired behaviors and results.
Mistake #2 – Often times, supervisors spend a great deal of their time monitoring the performance of, and
coaching to, their “problem” performers. However, getting so caught up in fixing problems can often
result in neglecting the good work of other team members. Remember that rewarded behavior is
repeated behavior!
Mistake #3 – Staff turnover is disruptive and expensive. Supervisors are wise to develop a retention
strategy…however, it should not be a strategy geared toward the team as a whole. Instead, a retention
strategy should be developed for each individual team member – recognizing that what brings a person to
a job and keeps them there is different for everyone!

“

An effective supervisor is not a person who has a high need for individual success. You want
someone who truly is happy at seeing others succeed. You want a person who is capable of being
assertive and a person who is able to critique others. A desire to shape and mold other members of
the team is crucial.”
~ Penny Reynolds, The Call Center School
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■ Information and Quality Healthcare, Inc. (IQH): One Service
Provider’s Experience and Approach
IQH, an organization that began providing tobacco quitline services in 1999, has a long history and
extensive experience with the training and supervision of quitline counseling staff. Working closely with
their human resources department, and dedicating energy toward a thorough interview and selection
process, IQH hires staff based on proven skills, credentials and experience.
Training

One of the foundational pieces of IQH’s training for new staff, is a four-day intensive training on the
ATTUD Core Competencies. This training is offered twice a year by Dr. Tom Paine of the Mississippi
Medical Center. New staff also attend a basic orientation training on cognitive/behavioral techniques,
motivational interviewing, stages of change and basic knowledge of tobacco and its effects on the body and
environment.
For one to two weeks after training is complete, staff are required to perform a rotation among experienced
staff – this includes shadowing during all times/shifts. They are also required to practice entering
information in the database with “dummy” cases in order to become familiar with input procedures.
The next level of training has new counseling staff perform as Intake Specialists for two weeks to address
questions and handle initial call situations. Counseling staff begin a regular counseling case load after this
two-week period. As is customary among all service providers, ongoing training meetings or in-services
occur throughout the year and typically address current challenges, new product or protocol information,
or enhanced skill-building.
Keys to Their Success

Quitline service providers have developed a number of strategies to address the issues of burnout and staff
retention. IQH counseling staff are encouraged to participate in designated committees designed to
investigate the latest information on tobacco cessation, pregnancy and smoking, smokeless tobacco and
other related issues. Another service provider grants their counselors time off from the phones to attend
health fairs or other events used to promote the quitline. Perhaps even consider allowing front-line
counseling staff to develop and deliver components of ongoing training!
Supervision

Every service provider has their own approach to supervision. At IQH, supervisors maintain a basic caseload
to keep in touch with current programmatic issues and monitor changes in procedure or data documentation.
In addition to these clinical responsibilities, supervisors also maintain staff schedules, monitor the flow of
incoming activity and frontline counselor schedules to meet the needs of contracts and callers.
One of the most important aspects of a supervisor’s job, is to ensure that frontline counseling staff
understand that the counseling parameters are limited specifically to tobacco cessation. Callers in need of
additional services and support are referred to appropriate services in the community. Continued effort to
include additional types of counseling by a staff member is grounds for corrective action.
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The telephone system used by IQH allows supervisory staff to
listen to phone calls in order to monitor effectiveness of both the
frontline and intake staff. Peer-supervision is also encouraged
for quality improvement. In addition, each staff member has
access to a productivity report – a graph outlining compliance to
the most important questions and documentation, including
completed data; counseling time; referral sources; and follow up.
These reports are reviewed on a monthly basis with staff to
identify positive areas of performance, and those that need
attention. These reports are also utilized in annual reviews and
quality improvement efforts.
IQH’s Lessons Learned

• Frontline counselors can make or break a quitline!
Make sure they are trained well and understand the
importance of encouraging callers who qualify to
enroll into the counseling program, rather than
merely offering to self-help materials.
• Identify problems and take corrective action as soon
as possible.
• Recognize counselor burnout and offer options to
allow diversion.
• Respect individuality in techniques as long as the
basic clinical protocol is followed and results are
positive.
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Examples of supervision
practicse:

Turnover from inquiry to intake,
and intake to counseling, is
monitored by supervisory staff.
Low conversion rates are
discussed to develop a plan for
improvement. High conversion
levels are used as examples to
improve individual methods.
Conversion rates are considered
in the productivity and evaluation
of counselors, understanding the
importance of keeping callers in
the counseling system to
improve quit rates! “Strike while
the iron is hot.”
Taping counseling calls as a
supervision practice and quality
assurance measure seems to be
the norm in the quitline
community. Calls are recorded,
selected periodically for review,
and coaches provide feedback on
performance.
One
service
provider is starting to explore a
different coaching strategy using
these recorded calls. Instead of
taping individual calls and
coaching to those that are
selected, they are meeting with
counselors at least once per week
and coaching to trends in
style…really taking a step
back in order to identify further
training needs for individual
counselors.
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Counseling vs. Coaching: What’s in a Name?

NAQC members have expressed an emerging interest about the differences in the way quitline
service providers describe staff providing services to callers and the services that they provide, and
how services are coined for marketing purposes. For example, coach and counselor are both used to
describe staff providing services to clients, and, when marketing services, some providers use “help,”
“counseling over the phone,” and “coaching.”
In March 2007, NAQC sent an email to all US service providers, asking the following:
■ What do you call your services? (For example, counseling; quit assistance; coaching)
■ What do you officially call staff that provide the services? (For example, coaches; counselors)
■ If you use the term counselors, are these staff members licensed or paraprofessionals?
Here is a compilation of the responses from those who participated:

What do you call your services?
• We generally refer to the services we provide as cessation counseling or quit assistance;
we haven’t gotten into calling it coaching (although that may change if we go full into
calling our counselors “coaches”).
• We provide “cessation services.”
• We call our services “coaching.”
• Written promotional material uses “counseling” to describe the service.
• In promotional materials we use the term “coaching.”
• In English and Spanish we call the services “counseling” and “consejo” and the
interventionists “counselors” or “consejeros.” In the Asian languages (Mandarin,
Cantonese, Korean, and Vietnamese), however, we steer clear of the equivalent terms
for these concepts because they suggest mental health services, which are often stigmatized
in Asian communities. Instead we use terms that would translate to English as “specialists”
or “advisors” and “information” or “advice.”
• We change depending on our audience. Some of the staff that have been around for 5+
years have “counseling” stuck in their vocabulary. We try not to refer to services as
counseling with our clients, however if they refer to it as counseling, we continue using
that term. We are having discussions statewide to come to a consensus on whether we will
officially call our services coaching, counseling, or quit support.

(continued)
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What do you call staff that provide the service and are counselors licensed or
paraprofessionals?
• We are staffed with nurses and respiratory therapists. Our other staff are tobacco treatment
specialists. When we refer to our staff, we used to use the word counseling, but, since we also
function as the national helpline for the ALA, we are no longer able to do that. In North
Carolina, the law prohibits people who do not have a degree and license in counseling to use
that term. We like the term “quit coaches” for the general public and are thinking of moving
to that.
• We call ours “cessation counselors” or “counselors”, although we've been talking about
moving to “coaches”. Our counselors are a mix of paraprofessionals (mostly graduate
students in counseling psychology, rehabilitation counseling, social work, public health,
nursing and clinical psychology) and professionals (therapists and school counselors who
are doing this as a second job).
• We are all Registered Nurses who have had cessation education. We do behavioral
modification by phone by coaching.
• We call our staff “health coaches” or health educators.
• We refer to the staff as Quitline Specialists.
• We have two levels of staff – Coaches have a minimum of a 4 year degree and Resource
Counselors have a Master’s degree and are licensed professionals with 5 years experience
and expertise in specialty areas such as addictions, EAP, etc.
• We refer to the staff as “counselors” for those who actually provide the counseling
• We do refer to it as “counseling”. Since the protocol is based on cognitive-behavioral
techniques and treatment plans, we feel this is the most accurate and positive way to refer to
the quitline and our staff. The counselors are at least Bachelor’s level in a behavioral health
field, most are masters and are either a licensed professional counselor, licensed social worker
and/or have completed or are in the process of completing the Certified Tobacco Treatment
Specialist training and examination. The general consensus here is that they have studied too
long and trained too hard to be referred to as a “coach” rather than a counselor, which is what
they are doing with the callers, not just giving tips and ideas.
• We call our staff coaches. Again, several of the folks who have been around for many of
the 12 years of the quitline still catch themselves referring to themselves and other staff as
counselors.
• We currently only use non-licensed para-professionals that are required to get the state
approved tobacco cessation treatment specialist certification.
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■ Conclusion
The issue of how quitline counselors are trained and supervised is an important one to those responsible
for providing services, as well as to those responsible for funding them. Quality assurance and
improvement, customer satisfaction, and the retention of experienced staff are linked directly with good
training and strong supervision. While state and provincial-level administrators may not need to know the
details of their service providers’ initial and ongoing training curricula, at the very least it is important to
be keenly aware of the philosophical foundation upon which the training is built. Is the emphasis on
practicing skills or imparting facts? Do “tobacco facts” and administrative tasks overwhelm time spent on
motivational interviewing or the counseling approach?
While most service providers’ training curricula is proprietary, there are basic training elements for those
hired to provide tobacco cessation counseling to quitline callers that we can all agree must be present. We
can also agree that as we continue down the path of “reimbursement for quitline services,” the notion of
training and certification will remain a key topic of discussion and debate. NAQC's role as neutral
convener and host of open forums for learning and sharing will be of great benefit as we continue to drive
“best practices” for quitline operations forward.
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■ Introduction
There are many questions related to quit rates that NAQC members continue to voice. For instance:
• How are quit rates calculated?
• How are they reported?
• Why are some quit rates so much higher than others?
• Why don’t we all just report them the same way?
• How do we compare quit rates for different populations?
While the issue of quit rate calculation can be a complex one, there are some basic terms and
methodologies that are critical to understand, especially as they relate to quitline contract administration
and management; working with those outside of the quitline community to gain support for your program;
and even the issue of quality assurance.

■ Why Is Calculating Quit Rates So Difficult
Everyone does it differently…

Each quitline has their own purpose for calculating and sharing their quit rates. For example, the quit
rate may serve a promotion or publicity function, or it could be tied to research. Each quitline also has
their own history of calculating quit rates and may be hesitant to make changes and loose the ability to
make comparisons over time. Ultimately, there is no standard of practice when it comes to calculating
these rates.
Many things affect quit rates…

Essentially a quit rate is the number of people who quit divided by the number of people served. However,
there are various ways to exclude people from either of these numbers.
How do you measure the number of people who quit?

The number of people who quit is usually measured by follow-up surveys. However, there are several
factors that can impact on this number:
• The number of contact attempts can affect the number of people you reach.
• People who quit are more likely to respond to follow-up surveys.
• People who are still smoking are harder to reach.
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• The more attempts you make, the higher your response rate, the more people (smokers) you reach.
• More people relapse as time goes on, so three-month quit rates will be higher than six-month
quit rates, which will be higher than 12-month quit rates.
Who do you count as the total number of people served?

Many criteria can be used for the denominator:
• Everyone who registered for services
• Everyone who consents to follow-up
• Everyone who completed the program
• Everyone who still had a working phone number at follow-up
• Everyone who was not deceased at follow-up
• Everyone who responded to the follow-up survey
What did the population receiving services look like?

Some people have a harder time quitting than others (e.g., women, low socio-economic status (SES),
uninsured, heavy smokers). If a quitline serves only uninsured tobacco users, it might expect a lower quit
rate than one that serves members of a health plan.
What services were provided to those included in the follow-up survey sample?

We know that quitlines are more effective than cold-turkey attempts and that quitline counseling coupled
with NRT is more effective than quitline counseling alone. It may also be true that the number of service
calls impact quit rates. Therefore, it is important to know what services were received by the people whose
success is reported in the follow up survey results.

■ Quit Rates 101 – Definitions
There are two types of quit rates commonly cited in the literature – completer rates and intention to
treat (ITT) rates. A completer rate only counts those who respond to a follow up survey and is a more
optimistic estimate of the “true” quit rate. An ITT rate counts all of those eligible for treatment who
consented to follow-up and assumes that those who are not able to be contacted to complete the follow up
survey are still smoking.
Following is a visual representation of both types of quit rates, as developed by Dr. Jessie Saul, Senior
Research Program Manager of ClearWay Minnesota. The outer circle represents all callers to the quitline.
The circle filled with blue dots represents all callers who consent to be followed up at 7 months. The green
circle represents all callers who complete a follow-up survey and therefore, their quit status is known. The
completer rate is essentially the quit rate of everyone in this green circle.
Because the quit status for everyone outside of the green circle is unknown (otherwise known as being “lost
to follow-up”), some assumptions about their current smoking behavior has to be made. The ITT rate
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assumes that they are all still smoking. This is, of course, a more conservative estimate than the “true” quit
rate. The “true” quit rate lies somewhere in between both rates. If we could reach all people who
consented to follow-up, we would know our true quit rate. Considering this is nearly impossible, the goal
should be to make the green circle as large as possible, i.e., increase the response rate. Then either rate
would be relatively close to the “true” rate.

ClearWay Circle Graphic
(need file)

■ Questions to Ask About Your Quitline’s Quit Rates
It is critical to understand what your quitline’s quit rate really means, and to be able to determine whether
or not one quit rate can be compared to another. This issue seems to become most important when
multiple service providers are bidding on a state quitline and are asked to share their quit rates, or when a
policy maker wants to know why one state’s quit rates are better than another’s. Below are some questions
that you should have the full answers to, and whoever is providing you with the quit rate should be able to
provide details about how it was calculated!
1. What kind of quit rate is this? (completer or ITT)
2. Who is counted in the denominator?
3. What was the response rate? (and what attempts were made to raise it; e.g., more call
attempts, incentives, etc.)
4. What did the population served look like? (demographics and tobacco use characteristics)
5. What services were provided? (Number of calls, proactive vs. reactive, free or reduced NRT
provided in conjunction with counseling)
6. What question was used to assess quit status?
7. What was the time period that the quit rate was measured in?
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■ Introduction

The delivery of pharmacotherapy in combination with quitline services was the topic of NAQC’s very first
conference call in October of 2004. At that time, only nine state quitlines offered free nicotine replacement
therapy (NRT) and five provided low-cost NRT. According to preliminary 2006 NAQC Annual Survey of
Quitlines data, there are now 21 states offering free NRT to quitline callers; five that offer discounted NRT,
nine that use a voucher or coupon system, and 17 that provide referral for free or discounted NRT.
Survey results also show that none of the Canadian quitlines offer free NRT (although in 2007, Canada
had its first experience with the provision of free NRT through the British Columbia QuitNowByPhone
line), but three offer referral for free or discounted NRT. All Canadian quitlines provide information on
NRT to callers.
Preliminary 2006 NAQC Survey data also shows that free NRT was provided to 99,393 unique callers to
quitlines throughout the United States. The types of NRT provided by US quitlines are highlighted below.

Numer of Quitlines

Free Medication Provision by Type, US Only, n=21
25
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15
9

10

11
9
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0
Patch

Gum

Lozenge

Yes

1

Zyban®
Other Meds
(Bupropion)

No

The interest in NRT within the quitline community continues to grow. While the title of the conference call
(and this chapter) may connote that we know for certain which NRT delivery and design protocols are
working best, the truth is that we do not. The ultimate truth is, we are still working to determine how best
to decrease access barriers to NRT via quitlines; still working to learn how much and what type of free
NRT to offer to tobacco users, while at the same time maximizing cost-effectiveness and outcomes; still
learning from one another; and thankfully, continuing to measure our results.

– 33 –

Chapter 5

NRT in Combination with Quitline Counseling:
What Delivery and Protocol Design Methods are Working Best?

■ New York State Smokers’ Quitline: Achieving Broad Impact with
Free NRT
The primary strategy of the New York State Smokers’ Quitline (NYS Quitline) is to “maximize the state’s
resources to reach a larger population using evidence-based strategies that achieve broader impact.” This
strategy is the basis for the following services provided by the quitline:
• Quit coaching in English or Spanish (other languages available through translators). Specialists
serviced 89,688 incoming clients in FY 05-06.
• Starter kit (two-week supply) of NRT for eligible smokers. 44,405 clients received NRT starter
kit in FY 05-06.
• One scheduled callback to smokers who get a free starter kit of NRT.
• Up to four scheduled coaching calls for eligible Medicaid and uninsured smokers. 18,800
clients with Medicaid or uninsured enrolled in Enhanced Proactive Program in FY 05-06.
• Up to a six-week supply of NRT for eligible Medicaid, Family Health Plus or uninsured smokers.
• Online support at www.nysmokefree.com.
The NRT Program

Callers to the NYS Quitline are able to receive the nicotine patch, nicotine gum or nicotine lozenge,
although the patch accounts for nearly 92% of the NRT that the quitline distributes. To be eligible a
person must:
• be a New York resident;
• be at least 18 years of age;
• report no medical contraindications;
• not be pregnant or breastfeeding;
• report a commitment to quit; and
• agree to a call back.
Since first offering free NRT in December of 2004, 99,445 clients have received NRT.
Unlike some quitlines that offer NRT, NYS Quitline also functions as a fulfillment site – the medication is
sent directly from the quitline to the client. In July 2006, an online request and fulfillment process became
available to those residents who did not want help via the phone. The purpose of the online process was
also to service more clients during high call volume periods and, in line with their overarching strategy, to
extend the reach of their services.
In the short time that this online fulfillment process has been operational, the quitline has improved reach
to younger tobacco users and male tobacco users:
• 42.8% of online users are under the age of 35, compared with only 33.6% of callers.
• 45.1% of online users are male, compared with 43.5% of callers.
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In a two-week follow up survey of online NRT clients, the quitline found that:
• 53% of those who received NRT via the web reported stopping smoking, compared to 56% of
those who reported stopping smoking and completed the intake process over the phone.
• 91% of online users reported being “very satisfied” with the quitline service and 93% of
callers reported being “very satisfied.”
• 91% of online users would seek help again from the quitline, compared to 93% of callers.
• 92% of online users would recommend the quitline to a friend, compared to 93% of callers.
NYS Quitline and NRT: Lessons Learned from 2002 to the Present

The NYS Quitline has been instrumental in the development and implementation of various NRT
give-aways, both at the state and local level. Some programs were designed to provide only one week of
free NRT and other programs provided eight weeks of therapy…all with very little paid media and some
with nothing more than a press release.
In a quasi-experimental design, trying to determine how much free NRT smokers should be given through
a quitline, the NYS Quitline looked at seven-day non-smoker prevalence rates for those receiving two
weeks, four weeks, six weeks and eight weeks. Below is a highlight of what they learned:
7-Day Non-smoker Prevalence Rate
By Number of Free Nicotine Patches
50
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Quitters defined as participants who reported smoking n
ì ot at all ” and reported
no cigarettes smoked in the 7 days prior to their follow-up interview.

Essentially, the amount of free patches sent to a client was related to their use of the patches; the purchase
of additional medication was inversely related to the number of patches sent to clients; there was no
significant difference in quit rates by amount of free nicotine patches sent to clients; and satisfaction with
the Quitline service was not related to the number of patches sent.
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Things to Consider Before Moving Forward with NRT:
Lessons Learned from the New York State Smokers’ Quitline

Call Volume
Be prepared for incredible increases to your call volume and make sure you have infrastructure to
support this increase.
Quitline Call Volume in Response to
New York City Free Patch Give Away Program
(>425,000 calls in first 3 days!)

(need file of chart)

Amount
Be intentional about how much NRT you are providing clients and why you settled on this amount.
Eligibility Criteria
Determine clear criteria which match up with the strategies and philosophy of your quitline.
NRT Product and Dosing
Which NRTs will you offer and what are the limitations that will be placed on the dosing?
Safety Nets for Distribution
How will you ensure that people don’t “abuse” the system?
Tracking outcomes and utilization
What is your evaluation plan? How will you define success? What are the numbers that will be
important for you to capture to prove effectiveness?
Staff training
There will likely be the need to develop new screens or “flows” for counselors and an “intake”
process to screen for eligibility and medical contraindications. Staff will need to be trained on
these new processes.
Onsite or Offsite Fulfillment or Voucher-Coupon?
Which system will you use to deliver the NRT to the caller? Have a plan for those participants
who claim they never received their NRT. Ensure that there are quality-improvement processes in
place – especially if you are depending on someone else to do the actual distribution/shipping to
the client!

– 36 –

Chapter 5

NRT in Combination with Quitline Counseling:
What Delivery and Protocol Design Methods are Working Best?

■ NRT Effects on Quitline Activity: Lessons Learned from Ohio
and Colorado
Introduction

The NRT program delivered by National Jewish Medical and Research Center (NJMRC) for the Ohio and
Colorado quitlines has a mission to increase call volume; to increase cessation rates; and to be cost
effective. Participants in the NRT program must be:
• enrolled in counseling;
• 18 years or older; and
• medically eligible.
Participants who meet these criteria receive up to eight weeks of free nicotine patches – four weeks at
the time of enrollment and an additional four weeks if they remain in the quitline's proactive counseling
program.
The Impact of NRT on Call Volume

Considering that increasing call volume is one of the primary goals of the program, great attention is paid
to how NRT has impacted on the numbers of calls to both quitlines. The graph below shows the intake
volumes before and after the launch of the NRT program for Colorado – nearly a 1,000% increase from
2005 to 2006.

(need file of chart)

The NRT program in Ohio is available to those enrolled in the quitline coaching program and either are a
member of a partnering health plan or are an employee of a partnering employer group. After launching
their NRT program, Ohio was averaging 3,606 intake calls per month, or 118 intakes per day. This
represented a 23% increase when compared to the 96 intakes per day for the same period one year earlier.
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The Impact of NRT on Cessation Rates

Quit outcomes for both the Ohio and Colorado NRT programs were measured at three, six, and 12 months
by an independent research agency. The rates reported below include both the responder (completer) rate,
as well as the intention-to-treat (ITT) rate – ITT rates being the most conservative calculation.
Ohio Quitline
Follow-Up Quit Rates Post-NRT
Call
Number

Number
Attempted

Number
Reached

Number
Quit

Responder
Quit Rate

ITT Rate

Coaching Participants Receiving NRT

3 Months

9,089

5,320

2,456

46.2%

27.0%

6 Momths

8,222

4,851

1,877

38.7%

22.8%

12 Months

2,137

1,391

495

35.6%

23.2%

Coaching Participants NOT Receiving NRT

3 Months

6,874

3,179

661

20.8%

9.6%

6 Momths

4,994

2,496

558

22.4%

11.2%

12 Months

885

530

132

24.9%

14.9%

Colorado Quitline
Follow-Up Quit Rates Post-NRT
(December 15, 2005 – January 31, 2007)

Call
Number

Number
Attempted

Number
Reached

Number
Quit

Responder
Quit Rate

ITT Rate

Coaching Participants Receiving NRT

3 Months

13,090

6,500

2,599

40.0%

19.9%

6 Momths

8,050

3,533

1,262

35.7%

15.7%

12 Months

782

346

118

34.1%

15.1%

Coaching Participants NOT Receiving NRT

3 Months

960

399

106

26.6%

11.0%

6 Momths

592

227

63

27.8%

10.6%

12 Months

53

14

4

28.6%

7.6%

Data Presented by David Tinkelman, MD, National Jewish Medical and Research Center, March 2007 NAQC
Conference Call.

It is evident from both states’ results, that a combination of counseling and NRT has been documented to
provide excellent quit rates at six months that have been sustained at 12 months.

– 38 –

Chapter 5

NRT in Combination with Quitline Counseling:
What Delivery and Protocol Design Methods are Working Best?

The Impact of NRT on Cost

As stated in the introduction, the goal of the NJMRC NRT program goes beyond simply increasing call
volume and quit outcomes…state administrators also want to ensure that adding NRT to their quitline
proves to be cost-effective. After careful analysis (as illustrated in the chart below), NJMRC does believes
that the programmatic costs of adding NRT to a quitline is outweighed by the increase in cessation rates.
Cost Per Quit
Considering NRT and Marketing
Total Program

NRT Group

Non-NRT Group Self-Guided Group

Marketing %

100%

49.8% of total

29.0% of total

21.2% of total

Marketing Cost

$5,478,015

$2,728,051

$1,588,624

$1,161,340

Operations %

100%

56.5% of total

32.9% of total

10.6% of total

Operations Cost

$2,471,300

$1,396,285

$813,058

$261,957

NRT Cost

$1,214,833

$1,214,833

0

0

Total Cost

$9,164,148

$5,339,169

$2,401,682

$1,423,297

Number Involved

46,962 intakes

23,387 intakes

13,618 intakes

9,957 intakes

Quit Rate

x 0.314 (quit rate)

x 0.387 (quit rate)

x 0.224 (quit rate)

x .184 (quit rate)

Number of Quitters

14,746

9,051

3,050

1,832

Cost Per Quit

$621

$590

$787

$777

Data Presented by David Tinkelman, MD, National Jewish Medical and Research Center, March 2007 NAQC Conference Call.
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CALLING ALL RESEARCHERS!

Many questions related to NRT distribution in conjunction with quitline counseling remain. While
there are several ongoing evaluations and a handful of published articles, those who fund quitlines
and those who operate them still need to know:
■ How much NRT is enough to make a difference? If we provide only a four-week course of
therapy, is that as effective as providing six- or eight-weeks?
■ What is the most cost-effective dosage to allow?
■ Should participation in quitline counseling be a requirement for receiving NRT, or does this set
up an additional barrier to cessation?
■ Does sending and eight-week dose of NRT in two separate shipments increase the number of
coaching sessions a participant receives, and does this show an increase in quit rates?
■ Should quitlines recommend a specific type of NRT - patch vs. gum vs. lozenge? For
example, at the direction of one of its State partners, National Jewish Medical and Research
Center now recommends the lozenge for spit tobacco users.
■ Is there evidence of greater efficacy with specific types of NRT (patch vs. gum vs. lozenge) or
is caller preference more important?
■ What eligibility requirements (if any) should be placed on who can and cannot receive free or
reduced-cost NRT via a quitline (i.e. should it only be available to low-income and/or
uninsured callers?)?
■ Are there subgroups for whom NRT is especially helpful or who need higher doses and/or a
longer treatment regimen?
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■ Introduction
With a Healthy People 2010 goal to eliminate health disparities among different segments of the
population, public health administrators are dedicating increased time and effort to ensuring that services
are meeting the needs of those most impacted by the harmful effects of tobacco. Many in the quitline
community are doing the same.
Over the past few years, we have seen an increase in tailored cessation materials distributed by quitlines
and the development of tailored protocols for pregnant women, youth and smokeless tobacco users.
Specialized Cessation Materials by Special Population
CA n=5 / US n=46
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Specialized Cessation Materials by Ethnicity / Racial Minority
CA n=1 / US n=31
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Quitlines throughout North America are joining with community-based organizations to promote quitline
services at the local level and targeted media campaigns are getting the quitline message out to tobacco
users who may not have responded to less culturally-relevant promotions of the past. Additionally, with
implementation of the Minimal Data Set for Evaluating Quitlines, every quitline in North America is now
collecting the same demographic data on all callers...creating a powerful dataset for eventual use by
researchers to determine the extent to which quitlines are reaching and serving priority populations well.

■ Project QUEST - Quitlines and the Underserved: Engaging Smokers
in Telephone Counseling
Introduction

Project QUEST is a qualitative research study cataloging and analyzing promotional strategies used by US
and Canadian quitlines to reach underserved populations. Specific underserved populations being targeted
by this study are:
• African American
• Asian American
• Hispanic/Latino
• Native American/Aboriginal
• Low Socio-Economic Status (SES)
Using three methods of analysis (quantitative, qualitative and anthropological), data collected from focus
groups, interviews, surveys, promotional materials, reviews of the history of underserved groups within a
specific state, and a literature search, Project QUEST hopes to create modules containing
culturally–informed approaches to quitline promotions in the priority communities noted above. The range
of approaches used, cultural themes, challenges, successes and best/better practices for each population
will be identified in the study results.
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Quantitative Analysis

“Successful” promotion as defined by Project QUEST, is when a quitline is reaching or exceeding the
percent representation of a specific population among state smokers. “Promising” promotion is when a
state has reported an increase in caller volume from one time period to the next, but not hitting benchmark
representation.
To determine whether or not a state has been “successful” in reaching a specific population, the following
data are being examined by the Project team:
• Smoking prevalence among each underserved group for each state (BRFSS 2005)
• Percent representation of underserved groups in each state (State Census 2005)
• Percent representation of underserved groups among smokers in each state (Calculated from
the BRFSS 2005)
• Percent representation of underserved groups among QL callers in each state (State QLs)
• Success Ratio calculated
• Whether or not free NRT is offered to callers (NAQC web site)
Sample of Quantitative Database Items:
African American / Black

Region

SE

State
Smokers
Prev. by
Group

State
Pop. %

17.2

14.6

Rep.
QL
QL
Among
Pre Caller Post Caller
Smoker %
Data %
Data %

8.4

5

7.6

Success
Ratio

Free
NRT?

.91

N

Data Presented by D.J. Ossip-Klein PhD, Department of Community and Preventive Medicine, University of Rochester, April 2007
NAQC Conference Call.

Qualitative Analysis

Data serving as a basis for qualitative analysis include interviews conducted with quitline funders and
service providers across the US and Canada, as well as a review of promotional materials collected from
various sources.
Anthropological Analysis

By linking forms of culture and social organization to state data on underserved groups, the research team
has conducted a macro analysis of the context in which quitline promotions and tobacco control take place.
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Focus Groups

Focus groups have also been conducted with
quitline counselors to get their views on
promotion. For African American smokers,
recommendations from focus groups with the
NYS Smokers’ Quitline include targeting
channels (African American TV and radio and
word of mouth); ensuring that the messenger is of
the same racial/ethnic group as target audience,
and focusing the message on how to cope.

“

Young black men have been calling the
quitline, which was very shocking to me.
That’s generally not what they are thinking
about. They were glad to hear that the quitline
was here. And I didn't know they knew about
the quitlines. They generally have other things
on their minds.”
~ quitline counselor, female, African American

Results So Far

While data is still being analyzed and final results are not anticipated until August of 2007, the project team
is able to draw some preliminary conclusions and considerations for promotion to the African
American/Black community based on the findings from their review of Mississippi, Oklahoma and Florida.
While these preliminary results are promising, it is important to remember that aggregated race/ethnicity
data was used in the analysis. Therefore, we cannot be sure that they represent African and Caribbean
immigrant populations.
• States are generally successful in reaching African American smokers. In fact, African
Americans had the highest success ratio of all of the priority populations included in the study.
• Non-targeted/general promotions may be successful.
• Success may not be simply due to a large population base in the state. There are some states
with large Hispanic/Latino populations that are not being reached.
• Taking into account a population’s history in a particular state or region is important. Local
conditions shape local behaviors.
• Promotional strategies beyond media are important to consider. Partnerships with health
promotion programs, health care systems and community-based services may increase
“success.” Tailored materials may also be important.
• Use of pharmacotherapy is generally low among African Americans. (Okuyemi KS, 2004;
Fu SS, 2005) For now, free NRT may not be necessary to recruit African Americans to
quitline services.

■ NAQC Promotion Task Force
The NAQC Promotion Task Force (PTF) began in August of 2005 with 15 members. To date, the PTF
has developed a protocol that guides NAQC’s communication to members on issues related to national
promotion efforts. In addition, they are currently working on the PTF Report – a synthesis of current
knowledge on quitline promotion and a series of promotion-related recommendations to the Consortium.
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The PTF Report includes results of a series of key informant interviews conducted with members of the
cessation and quitline communities and a major literature review that also includes a review of the grey
literature (reports and evaluations not yet published in peer-reviewed journals). While unable to announce
the specific recommendations included in the report at this time, the recommendations ultimately call on
our community to do a better job of documenting current knowledge, sharing evaluation results more
quickly and urge the development of standard methods and measurement.
The PTF report will be distributed in July 2007.

■ National African American Tobacco Education Network (NAATEN):
A Quitline Partnership with NAQC
Introduction

NAATEN is one of six priority population National Networks funded
by the Centers for Disease Control and Prevention (CDC) to:
• decrease tobacco use in priority populations;
• facilitate mobilization and implementation of tobacco
control efforts;
• develop culturally competent strategies to reach and
impact priority populations; and
• initiate and expand effective tobacco control measures
and initiatives in these populations.
To accomplish this mission, NAATEN chose to use a national coalition
model that currently includes members from 11 stakeholder organizations.
Quitline Partnership Project

With multiple accomplishments, including implementation of their
“Be Free Indeed” campaign in over eight states and multiple counties,
NAATEN joined with NAQC in a partnership project to assess
quitlines as an intervention to reach and increase quit rates among
African American and Black tobacco users in August 2006. The
project objectives include:
• Increase awareness and knowledge among NAATEN stakeholders about the quitline community and its operations;
• Assess state-level data related to quitline services to African
Americans;
• Develop a partnership between NAATEN and the quitline
community;
• Make recommendations to State Health Departments and
quitline service providers regarding ways to increase the
effectiveness of quitlines to help African Americans and
Black tobacco users quit.
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“

These are truly extraordinary projects. However, I
do want to say something
about this “myth” that quitlines
are not being used by
underserved communities…
while perhaps after looking
at the data we learn differently
and we see that quitlines are
being used by a good
percentage of tobacco users
in the African American
community, the belief that
quitlines are not being used
or are not effective is very
real in the community. In
order to dispel the “myth”,
we must use the voices of
community
leaders
to
communicate trust in quitlines
and their success in helping
people quit, while at the
same time acknowledging
that we have a long way to go
before completely addressing
health disparities resulting
from tobacco use.”
~ Conference Call
Participant
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Project Activities

In order to learn more about how well quitlines are reaching and serving African American tobacco users,
the Project selected 15 states (representing nine different service providers) from which to gather data
on utilization, outcomes and satisfaction. States that are included in the Project are those with a high
percentage of African Americans in the population, representing a wide geographic and service provider
distribution. All but one state has a quitline that has been in operation for more than two years. The
following questions were asked of each state:
Prevalence
• Total statewide prevalence rate*
• White prevalence rate*
• African American prevalence rate*
• Percentage of African American tobacco users among all tobacco users in the state
* Data from "Sustaining State Programs for Tobacco Control, Data Highlights, 2006,” Centers for Disease Control
and Prevention

Call Volume
• Total call volume for tobacco users July 1, 2005 – June 30, 2006
• Call volume for White tobacco users July 1, 2005 – June 30, 2006
• Call volume for African American tobacco users July 1, 2005 – June 30, 2006
Quit Rates
• Average quit rate reported for all callers to the quitline
• Quit rate reported for White callers to the quitline
• Quit rate reported for African American callers to the quitline
Satisfaction
• Average satisfaction rate reported for all callers to the quitline
• Satisfaction rate for white callers to the quitline
• Satisfaction rate for African American callers to the quitline
Tailored Protocol
• Does the quitline offer a tailored counseling protocol for African American callers?
• If so, what does the “tailoring” include?
Tailored Self-Help Materials
• Does the quitline offer tailored self-help materials for African American callers?
• If so, what materials are being used (title and publisher)?
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Targeted Promotion
• Are there any targeted promotion strategies being used to promote the quitline to African
American smokers?
• If so, what strategies?
• If so, were African American smokers used in developing these strategies?
• If so, how are you measuring/evaluating the effectiveness of the strategies?
Referrals
• How is your state quitlines’ community resource referral database populated?
• Does this database include any African American-specific referral resources?
All states in the sample returned data, although very few states were able to break out some responses
according to race/ethnicity. While analysis is ongoing, the Project is excited about the results so far.
In order to increase awareness and knowledge among NAATEN stakeholders about quitlines (with the
ultimate goal of increasing the likelihood that they would become promoters of the service in their
community), the nine service providers representing the 15 states in the data sample, agreed to host site
visits by one or two of the NAATEN stakeholders. All service providers agreed to host a day-long
visit which will include a meeting with service provider management, as well as the opportunity for
stakeholders to listen in on calls to the quitline. Visits will take place April–July and stakeholders are
required to complete an observation form to measure changes in beliefs about quitlines.
Final Report and Recommendations

The project team will write a final report that will include a process evaluation of the partnership project;
results of the data collection and site visits (including analysis of the stakeholder observation forms); and
recommendations to the states and the CDC on how to improve quitlines as a service to African American
tobacco users. The final report will be highlighted at the NAQC Annual Meeting in October, 2007.

■ Pregnancy and Post-partum Quitline Toolkit
Introduction

The National Partnership to Help Pregnant Smokers Quit was launched in May of 2002 and currently has
approximately 130 members representing national, state and local organizations invested in reducing infant
and maternal morbidity and mortality caused by tobacco use. To learn more about this Partnership, visit
www.helppregnantsmokersquit.org.
Toolkit Development Process

With three clear objectives (increasing outreach to American Indian/Alaska Native organizations;
increasing the number of providers who have access to training; and increasing the availability,
accessibility and use of pregnancy-specific quitline resources), the Partnership’s Healthcare Working
Group set out to create a toolkit for quitlines that would:
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• help advocate for tailored quitline services;
• provide best-practices that could be incorporated into contracts or RFPs for service providers;
and
• share lessons learned and pregnancy-specific resources.
After extensive interviews and consultation with state tobacco program directors and quitline service
providers, the first version of the toolkit content was drafted and then piloted in seven states. Feedback
was incorporated into the final toolkit, now available online and in hard copy format.
(http://www.helppregnantsmokersquit.org)

■ Conclusion
Through the good work of programs throughout the US and Canada, we continue to learn more about
meeting the needs of those most affected by tobacco. However, with significant tobacco-related health
disparities still impacting the lives of millions (see http://www.healthypeople.gov/data/midcourse/html/
execsummary/Goal2.htm for the Healthy People 2010 Midcourse Review Executive Summary on
eliminating disparities), our continued dedication is critical. We must remain open to the possibility that
quitlines, as a population-based intervention, may not always be the right answer for a community, and we
must be open to linking with partners with whom we have never linked before. As members of the quitline
community, we must at the very least, be gathering data on priority communities' use of and outcomes with
quitline services.
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■ Introduction
The word “triage” brings to mind different things for different people within the quitline community. Over
the past few years, we have seen various models and approaches to triage emerge, including:
• triaging callers according to the most appropriate level of intervention;
• triaging callers according to insurance status, transferring those with a cessation benefit back
to their insurer and reserving quitline services for those without insurance; and
• triaging callers based on most appropriate method of intervention (for example, web-based
cessation; quitline; community referral). See Appendix F for a description of this method as
operated in Minnesota.
Quitline service providers and administrators who have added a triage function to their protocols view it
as a way to get tobacco users who want to quit what they need in the most cost effective and efficient
manner. While the different triage approaches are still being tested and evaluated, it is important to
consider what has been learned so far.

■ Triaging Smokers into Levels of Cessation Treatment
For nearly five years and in four different studies, Paul McDonald, PhD, (along with partners in research,
quitline operations and funding) has been trying to answer some very important questions related to
triaging smokers into varying levels of cessation treatment.
The current competition among existing cessation programs for clients, promotion and funding, coupled
with scarce resources being wasted when providing smokers with more intensive (expensive) treatment
than is necessary, led Dr. McDonald and his team to ask four primary research questions related to triage.
1. Can we identify a small, easy to use set of questions to form the basis of a triage tool?
This study began by pulling together a panel of experts who were responsible for providing
advice on a number of key elements, including the generation of potential triage items for
each variable of interest.
Once the triage items had been identified, they were tested in late 2003. 23,633 telephone
numbers were selected using random-digit-dialing (RDD) from across Canada. 529 people
completed the initial interviews and 426 (81%) people completed interviews seven to 10
days after the initial interview. Each respondent completed “gold standard” measures for
each of the six variables below, plus potential triage items for:
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• Nicotine dependence
• Readiness to quit smoking
• Co-morbidity for schizophrenia, depression, substance abuse (no standard available)
• Self efficacy
• Social support
• Stress
The result, of course, was the first generation triage tool.
2. Does triage produce superior outcomes relative to current clinical guidelines (counseling
for all + NRT for those who smoke 10+ cigarettes a day)?
The purpose of the second study was to test the validity of the triage tool. Using a random
selection of phone numbers from northern British Columbia, 1,476 people met the study
eligibility criteria and were randomized into one of the following treatment conditions:
• Standard care (NICC)
– Encouraged to call NICC program to book appointment
– Received one to three face-to-face counseling sessions (mean = 1.1 sessions
per client; each session lasted an average of 63 minutes; mean of 68.4 minutes
contact per client)
– Follow-up telephone counseling at one week, and one, three, and six months
after first visit (1.87 calls per client; 14.9 minutes per call; 27.8 minutes of
total contact per client)
– Eligible smokers given free four-week supply of NRT
– Email follow-ups (.10 per client)
• Triage condition
– Mailed a self-help book and given a web-address for self help; OR
– Encouraged to call Quitnow by Phone (20 minute counseling); OR
– Encouraged to call Quitnow by phone and mailed four weeks of NRT; OR
– Encouraged to call NICC (same as standard care)
In all, 706 people were assigned to the standard treatment at baseline (561 completed
seven-month follow-up [79%]) and 726 people were assigned to treatment via triage at
baseline (559 completed seven-month follow-up [77%]).
After being triaged into a treatment group, participants were called back in 21 days to
ensure receipt of materials and to encourage treatment use. Seven-month follow-up telephone
interviews were conducted in order to learn the following:
• How triage participants were distributed across treatments
• Adjusted quit rates at seven-month follow-up, by condition
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• Compliance with treatment recommendations
• Quit rates by treatment condition, for those who used treatment
• Results for other behavioral outcomes at seven -month follow-up
• User satisfaction at seven -month follow-up (for people who used a service)
• Preliminary cost comparison
The study team learned that triage was equally effective as providing more than 1.5 hours of
individual counseling plus NRT for every eligible smoker and that overall utilization was
higher in the triage condition. However, utilization of telephone counseling was low. While
triage users were less satisfied with treatment, this may be an artifact of expectations created
by the study design (all study participants were told that they might be randomized into a
treatment condition that included free NRT; those who did not receive free NRT were less
satisfied). Lastly, preliminary estimates suggest that triage would reduce costs by at least
40% (i.e., you could help 40% more people with the same amount of resources).
See Appendix E for a copy of the Brief Patient Assessment for Smoking Cessation
Treatment in British Columbia.
3. Does triage produce superior outcomes relative to self-referral to treatment?
In a second validation of the triage tool, in which it was tested against self-referral to
treatment, 1,449 randomly selected, eligible smokers from across Prince Edward Island
(PEI) were randomized into one of the following treatment conditions:
• Self referral
– Participants sent a list of ALL quit aids available on PEI
• Triage condition
– Mailed a self-help book and web address; OR
– Encouraged to call Smokers Helpline (20 minute counseling); OR
– Encouraged to call Smokers' Helpline and mailed four weeks of NRT; OR
– Encouraged to call Quit Care PEI (intensive counseling with pharmacotherapy)
The study design consisted of recruitment, assignment, and baseline data collection by
telephone; a call back in 21 days to ensure receipt of material and encourage treatment use;
and seven -month follow-up telephone interviews. In all, 702 people were assigned to self
referral at baseline (548 completed seven -month follow-up [78%]) and 747 people were
assigned to treatment via triage at baseline (604 completed seven -month follow-up [81%]).
The results of the study indicate that triage is no more effective than self-referral; however,
when triaged:
• More people participate in treatment
• People tend to use less intensive counseling
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• Pharmacotherapy is more appropriate
• People use fewer treatments
• User satisfaction is slightly increased
4. Can people triage themselves?
In this fourth study, the research team tested whether or not people could self-administer the
triage tool as effectively as those trained to administer the tool to others.
406 current smokers from Cape Breton and
Thunder Bay were recruited by telephone
and assigned to one of three administration
methods – web-based, pencil and paper, or
automated telephone. Overall, the majority
of self-administrations produced the same
treatment recommendation as the trained
administration of the tool:
• 82% reliability for web-based,

“

We have some question about
whether or not a quitline can be an objective
agent when a triage system is in place.
We think that there is some potential for
conflict of interest considering service
providers are often paid per call.”
~ Conference Call Participant

• 79% for telephone,
• 77% for pencil and paper.

■ Triaging Smokers into Levels of Cessation Treatment
The Michigan Quitline began operations on October 22, 2003. At this time, there were 11 large insurers
that offered their own tobacco cessation quitline service. Rather than compete with insurers, and, more
importantly, in order not to duplicate services, Michigan chose to triage callers by insurance type. Callers
are screened and if they have quitline coverage, are sent back to their insurer for service…hence, the
Michigan Quitline operating as a provider of last resort.
The Michigan Quitline serves all uninsured residents, their five partner health plans and all Medicaid
fee-for-service patients. Currently, there are 10 major health plans that have their own quitline or choose
to contract with a different vendor. An average of 205 callers are triaged back to one of the 10 plans
every month.
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Flow Chart
(need file)

There are a few operational challenges to this system, including having to take a person’s word that they
are uninsured. This system can also be frustrating for the caller, as it can seem that they have been denied
a service when the quitline sends them back to their health plan. The quitline tries to mitigate this by
offering self-help materials to all callers. In the end, and through this triage approach, the Michigan
quitline accomplishes its’ mission to serve as a cessation resource to those state residents who have
nowhere else to turn for help.

“

Triaging saves time and money and allows us to serve
more people.”
~ Karen Brown,
Michigan Department of Community Health
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CALLING ALL RESEARCHERS!

No matter what model of “triage” we are talking about, we still need to know a bit more about
how these approaches to quitline service delivery impact on utilization, outcomes and costeffectiveness. For instance:
We know that triaging callers according to the most appropriate level of intervention saw positive
results in Dr. Paul McDonald’s research. However, how does this approach to treatment delivery
fare in “real-world” quitline settings – where tobacco users call quitlines reactively?
When a quitline triages callers according to insurance status (transferring those with a cessation
benefit back to their insurer and reserving quitline services for those without insurance), how does
this impact cost-savings? Does this method present barriers to insured callers who are routed back
to their insurer? What number of these tobacco users actually end up successfully using the
cessation intervention administered by their insurer?
What is triaging callers based on the most appropriate method of intervention telling us about what
kinds of tobacco users do best with what interventions? How are states using this approach
building their community-level intervention referral databases? Are there standards of quality that
must be met to be a possible triage recommendation?

■ Conclusion
As the quitline community continues its mission to maximize the use and effectiveness of quitline
services, a continued focus on “triage” is valuable for many reasons. Building sustainability, increasing
our capacity to serve those most heavily addicted to tobacco, and finding ways to do more with less are
critical pieces of our work that may be directly impacted with the use of various triage models. The goal
now is to build the evidence that proves this to be true.
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Relevant Research for Working with Medicaid:
What Quitlines Have Learned
■ Health Aff (Millwood). 2006 Mar-Apr;25(2):550-6
Medicaid coverage for tobacco-dependence treatments.
Halpin HA, Bellows NM, McMenamin SB.
Center for Health and Public Policy Studies, University of California, Berkeley, USA.
helenhs@berkeley.edu
This paper presents an update on the availability of tobacco-dependence treatments in Medicaid benefit
packages from 1998 to 2003 and discusses variation in states’ approaches for addressing tobacco cessation.
In 2003 thirty-seven states had coverage for at least one evidence-based treatment. Since 1998, thirteen
Medicaid programs have added coverage for at least one, while five programs have expanded coverage
of these treatments. Overall, the coverage increases indicate a growing awareness of the treatments’
importance for the health of Medicaid recipients, although further expansions are still needed.

■ Tob Control. 2006 Feb;15(1):30-4
Medicaid reimbursement for prenatal smoking intervention influences quitting and cessation.
Petersen R, Garrett JM, Melvin CL, Hartmann KE.
Department of Obstetrics and Gynecology, School of Medicine, University of North Carolina, Chapel
Hill, North Carolina, USA. petersen@unc.edu
Background: 40% of births in the USA are covered by Medicaid and smoking is prevalent among

recipients. The objective of this study was to evaluate the association between levels of Medicaid
coverage for prenatal smoking cessation interventions on quitting during pregnancy and maintaining
cessation after delivery.
Methods: Population based survey study of 7513 post-partum women from 15 states who: participated
in Pregnancy Risk Assessment Monitoring System (PRAMS) during 1998-2000; smoked at the
beginning of their pregnancy; and had Medicaid coverage. Participating states were categorised into
three levels of Medicaid coverage for smoking cessation interventions during prenatal care: extensive
(pharmacotherapies and counselling); some (pharmacotherapies or counselling); or none. Quit rates
among women who smoked before pregnancy and rates of maintaining cessation were examined.
Results: Higher levels of coverage during prenatal care for smoking cessation interventions were

associated with higher quit rates; 51%, 43%, and 39% of women quit in states with extensive, some,
and no coverage, respectively. Compared to women in states with no coverage, women in states with
extensive coverage had 1.6 times the odds of quitting smoking (odds ratio (OR) 1.58, 95% confidence
interval (CI) 1.00 to 2.49). Maintenance of cessation after delivery was associated with extensive
levels of Medicaid coverage; 48% of women maintained cessation in states with extensive coverage
compared to 37% of women in states with no coverage. Compared to women in states with no coverage,
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women with extensive coverage had 1.6 times the odds of maintaining cessation (OR 1.63, 95% CI 1.04
to 2.56).
Conclusions: Prenatal Medicaid coverage for both pharmacotherapies and counselling is associated
with higher rates of quitting and continued cessation. This suggests policymakers can promote
cessation by broadening smoking cessation services in Medicaid prenatal coverage.

■ Prev Chronic Dis. 2005 Nov;2 Spec no:A12. Epub 2005 Nov 1.
Collaboration between Oregon's chronic disease programs and Medicaid to decrease smoking
among Medicaid-insured Oregonians with asthma.
Rebanal RD, Leman R.
Oregon Health Services, Health Promotion and Chronic Disease Prevention Program, 800 NE Oregon
St, Suite 730, Portland, OR 97232, USA. David.Rebanal@state.or.us
Background: Environmental tobacco smoke is a leading environmental asthma trigger and has been

linked to the development of asthma in children and adults. Smoking cessation and reduced exposure to
secondhand tobacco smoke are key components of asthma management. We describe a partnership
involving two state agencies and 14 health plans; the goal of the partnership was to decrease smoking
and exposure to environmental tobacco smoke among Medicaid-insured Oregonians with asthma.
Context: Oregon’s asthma rate is higher than that of the national population, and approximately one
third of Oregonians with asthma smoke. The Health Promotion and Chronic Disease Prevention
Program (HPCDP) in the Oregon Department of Human Services has collaborated with the Office of
Medical Assistance Programs (OMAP) to promote preventive care at the population level.
Methods: Two HPCDP programs – the Oregon Asthma Program and the Oregon Tobacco Prevention
and Education Program – worked with OMAP to launch the statewide Asthma-Tobacco Integration
Project in 2003. A primary focus of the project is the development of partnerships among health plans,
health care providers, and large health care organizations to integrate asthma management and smoking
control through systems innovations and provider education. OMAP and its participating health plans
also decided to focus cessation efforts on its members with chronic diseases. In addition, HPCDP has
collaborated with OMAP to distribute educational tools and information about tobacco's impact on
asthma morbidity to Oregon’s health care providers who serve low-income Oregonians.
Consequences: The partnership between OMAP and HPCDP program staff members has allowed

them to discuss problems, leverage resources, and obtain support for many public health initiatives. In
addition, OMAP-HPCDP collaboration on educational workshops and outreach to health care providers
has helped convince quality improvement specialists and administrators about the importance of
addressing smoking among patients with asthma. The Asthma-Tobacco Integration Project has also led
to formative research aimed at increasing community involvement in promoting tobacco-free environments.
Interpretation: Collaboration between HPCDP and OMAP has been an important factor in Oregon’s

successful smoking cessation efforts in general and in recent efforts to address tobacco use among
Oregonians with asthma.
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■ J Public Health Manag Pract. 2005 Jul-Aug;11(4):341-5
Disparity in the use of smoking cessation pharmacotherapy among Medicaid and general
population smokers.
Murphy JM, Mahoney MC, Hyland AJ, Higbee C, Cummings KM.
Department of Health, State University of New York-College at Cortland, 101 Moffett Center,
PO Box 2000, Cortland, NY 13045, USA. murphy@cortland.edu
Background: The prevalence of smoking remains higher among the Medicaid population compared

with the general population. To reduce this disparity, the majority of state Medicaid programs now
provide coverage for smoking cessation pharmacotherapy. The objectives of this study were to (1) assess
awareness of this benefit among Medicaid smokers and (2) compare the use of pharmacotherapy among
a sample of Medicaid smokers with smokers in the general population of western New York.
Methods: This report summarizes findings from two cross-sectional studies conducted in western
New York State during 2002 to 2003: (1) Medicaid smokers (n = 1,174) completed an intervieweradministered questionnaire in the Office of Medicaid Management and (2) smokers from the general
population (n = 852) completed a telephone survey.
Results: The majority of Medicaid smokers (54%) remain unaware of the program benefit providing

coverage for smoking cessation pharmacotherapies. Medicaid smokers were much less likely (odds
ratio = 0.33, 95% confidence interval = 0.25-0.44) than the general population to report having ever
used pharmacotherapies.
Conclusions: Highlighting the availability of the smoking cessation pharmacotherapy benefit to

Medicaid program participants may be one strategy to enhance quit attempts among this population.
Future research should identify other potential barriers to the use of effective pharmacotherapies among
poorer smokers.

■ Cancer Causes Control. 2005 May;16(4):373-82
A randomized trial to promote pharmacotherapy use and smoking cessation in a Medicaid
population (United States).
Murphy JM, Mahoney MC, Cummings KM, Hyland AJ, Lawvere S.
Health Department, SUNY College at Cortland, 101 Moffett Center, PO Box 2000, Cortland, NY
13045, USA. murphyj@cortland.edu
Objective: To evaluate the impact of three different intervention conditions designed to increase use
of the Medicaid smoking cessation pharmacotherapy benefit and promote smoking cessation among
Medicaid clients.
Methods: In 2002, 608 current smokers receiving Medicaid benefits were recruited from the

reception areas at the Department of Social Services in Erie County, New York, USA. Participants were
randomized to one of three interventions: Minimal (verbal information on the Medicaid pharmacotherapy benefit), Self Help (verbal information plus self-help information materials), or Case
Management (verbal information, self-help information, plus case management assistance to facilitate
access to the pharmacotherapy benefit). Outcomes included (a) use of a stop-smoking medication
during the three month follow-up period, (b) self-reported 7-day point prevalence abstinence at three
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months and (c) bioverified non-smoking status at three months (bio-chemically validated by expired
Carbon Monoxide (CO) < or =8 ppm).
Results: 14.6% reported using a stop-smoking medication and staying off cigarettes for 24 h, 4.6%

self-reported being smoke-free at three months, and 1.8% were bioverified as smoke-free. There were
no differences by intervention group for these outcomes.
Conclusions: An intensive intervention designed to promote pharmacotherapy use and smoking

cessation among Medicaid smokers was no more effective than less intensive interventions.

■ Prev Med. 2005 Feb;40(2):209-15.
Getting focused: missed opportunities for smoking interventions for pregnant women receiving
Medicaid.
Petersen R, Clark KA, Hartmann KE, Melvin CL.
Department of Obstetrics and Gynecology, School of Medicine, University of North Carolina at
Chapel Hill, Chapel Hill, NC 27599, USA. ruth_petersen@unc.edu
Background: The prevalence of smoking, and cessation and relapse rates for pregnant women have

health and financial implications. Our objectives were to describe smoking among pregnant smokers
receiving Medicaid including characteristics associated with reporting discussion of smoking with
providers and the association between those discussions with quitting and maintenance.
Methods: Analysis of Pregnancy Risk Assessment Monitoring System (PRAMS) data from 15 states

for 20,287 women with Medicaid for prenatal care during 1998-2000.
Results: Thirty-four percent of women smoked before pregnancy (N = 7,686). Most smokers (93%)

and nonsmokers (88%) reported discussions about smoking during prenatal care. Women were less
likely to have discussed smoking if they were lighter smokers (OR = 1.47; CI = 1.03, 2.12), or reported
a previous low-birthweight infant (OR = 1.72; CI = 1.03-2.86). Women reporting discussions (compared
to those not) were less likely to quit (ARR = 0.70: CI = 0.59-0.91). Quitters reporting discussions
(compared to those not) were no more likely to maintain cessation (ARR = 0.89; CI = 0.7, 1.21).
Conclusions: Smoking cessation interventions can be improved for pregnant women receiving

Medicaid, especially if focused to address individual needs of light smokers, those with previous
low-birthweight infants, or those who find it most difficult to quit.
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Relevant Resources for Training and Supervision of Quitline
Counseling Staff
*Resources and articles featured below are not endorsed by NAQC, nor is this a comprehensive list of training and development resources
available to call centers.

■ Are Remote Agents in Your Staffing Future?
By Penny Reynolds, The Call Center School
One of the most critical steps in making and receiving customer calls is deciding not just how many staff
will be needed, but what type of staffing solution will be used. Since about three-fourths of call center
costs are related to labor costs, this decision is fundamental to the operation of the business. How a
business chooses to get people in place to handle its customer interactions will have an impact on every
other function within the center, including site selection and facility design, forecasting and scheduling,
performance management, technology acquisition and management, facilities management, human
resources administration, and risk management. The four main options for call center staffing include
traditional in-house staffing, outsourcing, contract agency staffing, and telecommuting. This article will
explore the possibilities, advantages, and disadvantages of telecommuting as a call center staffing
solution.
The practice of telecommuting for office workers is growing rapidly. The International Telework
Association and Council (ITAC), based in Washington, DC, forecasts that over 30 million workers will
telecommute by the end of 2004 - more than a 50 percent increase in just three years. This growth is
occurring across all sectors of business - business and legal services, health care, banking and finance,
and others. The call center with its “knowledge worker” population is one of the professions best
positioned to take advantage of this work option.
The technology exists today within telephone switches to allow agents to log in from home or any other
remote site and receive calls in the same way as if they were sitting in the call center. They can be part
of an ACD agent group and receive calls just like the other agents in the group, and data can be sent to
their screen at home just like what they would see in the center. The technology also provides for
management functions so that the remote agents’ statistics are tracked and reported just like the in-house
agents. Supervisors can also monitor and record their calls on a real-time or scheduled basis. Some ACD
systems provide built-in capabilities to enable remote agent connections. Other call centers rely on
third-party remote agent technology that allows agents to receive calls from the regular ACD as if they
were a position in the center. This type of technology makes it possible for agents to even use the
features and functions of the ACD phone system from home over a regular, dial-up telephone lines using
a basic off- the-shelf telephone set.
Telecommuting Advantages

There are many advantages to a telecommuting or remote agent arrangement as discussed below:
• Schedule Flexibility. The main advantage of using remote workers as all or part of the call
center workforce is the flexibility gained in scheduling. It is very difficult to cover the peaks and
valleys of calls throughout the day with traditional staff. The call center may have a two-hour peak
of calls in the morning and another in the afternoon. While the call center can’t expect someone
to come into the center and work a split shift to handle those periods, it may be reasonable to
expect a person working from home to do so. Covering night and weekend hours may also be
easier to accomplish with telecommuters. Many people do not like to commute to work at night
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when crime and traffic risks go up. These same people may be willing to work those hours if they
can do so from the comfort of their own home.
• Real Estate Savings. Another primary benefit of telecommuting is the space savings
accomplished by not needing to house the agent in the physical call center. Assuming that an agent
occupies 50 square feet of call center space and the lease cost of this space is $20 per square foot
per month, the savings per agent would be $1,000 per month or $12,000 per year. And this is
just the cost of the space alone. Add to that the one-time and ongoing costs of building and
maintaining workstations, furniture, lunchrooms, conference spaces, and other amenities, along
with the cost of additional utilities, and that cost could easily double.
This estimate of savings is supported by actual industry statistics. According to numbers from the
International Telework Association and Council (ITAC), a trade organization for teleworkers,
there is a cost avoidance of $25,000 per teleworking agent when compared to traditional staffing
alternatives.
• Expanded Labor Pool. Another strong reason to consider the utilization of a remote workforce
is the potential to attract additional labor sources. This expanded labor pool may include those that
are highly qualified workers, but are handicapped or physically challenged and unable to commute
daily into the business site. Another potential source of workers may be those that are homebound
caregivers, such as the growing population of baby-boomers now caring for their elderly parents
A telecommuting option may also simply bring in a bigger pool of qualified candidates attracted
to the prospect of working at home and avoiding the commuting hassles of getting to their job
every day. As a matter of fact, companies not only find their candidate pool increasing, but also
find that people are willing to work for less money if telecommuting is an option. In addition to
the avoiding the travel time of a long commute, employees can save money on transportation
costs, food costs, and a working wardrobe. These are all significant benefits to employees.
Remote staffing capabilities may also be a way to have workers out of the office due to illness or
disability back on the job sooner. Rather than waiting on a full recovery, many workers may be
able to resume work sooner if working from home, either on a full-time or gradual part-time basis.
• Staff Retention. Businesses generally find that their teleworking employees have a much higher
job satisfaction and retention rates than traditional in-house employees. In addition to the “hard
dollar” employee benefits listed above, the additional time found in their day is a big factor in
overall satisfaction and quality of life. Another retention benefit is the fact that trained employees
can also be retained even if they move to another city or area of the country. Many call centers
lose valuable employees when a spouse’s job takes them to a new place. With remote agent
capabilities, the high-quality agent can remain employed, avoiding recruiting, hiring, and training
costs for new staff, not to mention the retention of valuable skills and knowledge. Increased
Productivity. Many trials of telecommuting workers versus traditional office workers suggest that
telecommuters are more productive. The main reason for this higher productivity may be the
fact that there are fewer interruptions to distract the employee. Their comfort and increased
satisfaction from working at home may also be a contributing factor to the better productivity.
• Disaster Recovery. All sorts of disasters and emergencies can happen that disable normal call
center functions and having a pool of remote workers can assist the call center in carrying out its
work. A flu epidemic or icy road may prevent staff from coming into the center, but work can still
be carried out in remote sites. A flood or power outage at the site can damage workstations, but
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assuming connectivity is still possible to the main switch, agents at home can continue to
process calls.
• Environmental Impact. Having fewer people driving into the call center every day can certainly
reduce auto emissions and pollution. This isn't just a nice benefit, but may help some companies
comply with legal regulations. The federal Clean Air Act requires companies with more than
one-hundred employees in high-pollution areas to design and implement programs to reduce air
pollution. Setting up a telecommuting program is one option for complying with this rule.
Telecommuting Disadvantages

Telecommuting is not for everyone however, and there are also some downsides to this staffing
alternative. The major obstacle preventing many companies from doing telecommuting is the issue of
equipping the agent to work at home. While the voice part of the technology is easy to accomplish and
phone calls can be seamlessly made and answered, the bigger stumbling block has to do with the
delivery of the data portion of the call.
Delivery of the data portion of the call to the agent's desktop at home requires equipping the agent with
the proper equipment and sufficient bandwidth to enable the customer interactions. Dedicated lines can
be expensive, and ISDN and DSL lines are not available in every area. There is also concern about the
delivery of private or confidential information to an agent’s home where friends and family members
may have access to it. Social concerns should also be taken into consideration. Those team members
that work from home may not feel as much of the team as their on-site counterparts. And it may be more
difficult to keep at-home agents “in the loop” of office communications and new procedures.
Many companies address this gap by having the employee come into the office at least one day a week
to work.
Finally, many employees are not good candidates for telecommuting. Some may lack the experience or
discipline to work without supervision. Other folks long for the camaraderie of being in a social
workplace. It is important to define up front what the selection criteria will be and make sure a process
is in place to continually monitor and coach the distant workers to ensure they effectively contribute to
the goals and objectives of the center and of the overall business.
Evaluating the Potential

An increasing number of organizations are exploring the telecommuting option as a way to get the
flexibility they need in staffing as well as to improve employee satisfaction and morale.
Think telecommuting might be a potential solution for your call center? Proceed slowly by implementing
a small pilot first to test its acceptance and success. You may find that the “work at home” solution is a
winner for your center, your agents, and your customers.

■ Fundamental Knowledge and Skills for Front-Line Reps and
Supervisors: Is Your Training Program Covering the Essentials?
By Penny Reynolds, The Call Center School
Rachel has just finished your agent orientation program and is ready to hit the phones. She’s passed the
product knowledge test with flying colors and seems to have better than average communications skills.
She’s actively using the new soft-skills she learned in the final phase of orientation and you’re sure she’s
going to be one of your stars.
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But you have this nagging feeling that you’ve forgotten to teach her something. And you ask yourself,
“Is there anything else Rachel should know before she begins her “tour of duty?” Is there any other
training she needs that will make her more effective in handling customer contacts, as well as be a more
satisfied call center employee?
The answer is “yes”. There’s one more piece. The missing link here is to equip Rachel with knowledge
about the unique call center environment and how it operates. Let’s face it – she’s had to learn a lot in
the last few weeks. And part of that training should have been an operational overview so Rachel can
better understand the context in which she plays such an important role.
So what exactly do new employees need to learn about the call center? We asked agents and
supervisors alike what the missing pieces were and below is their “Top 5” list. How many of these areas
are you covering in your own training program?
The Profession and the Industry

How many of your staff understand the world of call centers? It’s important for them to understand the
vital role your own call center plays in the organization, as well as the bigger picture of call centers
everywhere. Rachel should understand that this is more than “just answering the phones”, but a
mission-critical part of businesses everywhere – a bona fide profession, not just an in-between stop on
the way to a “real” job.
Include information about industry demographics (types and sizes of centers, as well as the numbers of
folks that work in the profession). And make them aware of the career opportunities and professional
development options available to them in this industry. This type of awareness will help your retention
efforts in the long run, as well as increase job satisfaction in the short term.
Performance Measurement

Do your staff understand what you’re measuring every day in terms of the call center’s overall performance
as well as individual performance? It’s useful for them to understand what the call center’s performance
goals are in terms of service and efficiency (and perhaps revenue) in support of the company’s overall
objectives. Perhaps the center gathers marketing data and focuses on customer input for future product
and service offerings. Rachel should understand how these call center operational goals then translate
down into measures of her own performance.
Include training on performance measures, with particular emphasis on all the items an agent will be
measured on and why. Every person should understand how his/her performance will be evaluated and
understand what they can do to affect those numbers and scores.
Workforce Management

Do your staff understand why management is so obsessed with everyone being in their seat and
adhering to their work schedule? It’s critical for them to understand the basics of the workforce
management process and the impact on service and cost of getting the “just right” number of people in
place to handle the calls. Rachel should understand the effect on service she has if she’s not available
when scheduled and what that also means in terms of how busy her co- workers will be.
Include training on how the forecasting and scheduling process works in your center. Every person
should understand how workforce schedules are created, and the impact that just one person can make
on service and cost.
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Call Center Technology

Do your staff understand how the calls they’re taking right now arrived at their desktop and what the
customer has experienced to the point at which live conversation begins? It’s helpful for them to
understand the overall concept of how a call or contact arrives at their workstation, as well as what
technologies enable them to handle calls more effectively once they arrive. Rachel should understand
what her customer has experienced in terms of IVR self-service or sitting in the ACD queue before she
picked up the call. She should also fully understand the capabilities of all the technology at her
disposal in terms of terms of handling each call (such as CTI or contact management systems).
Include training on how a contact gets from the customer to the desktop, and what the communications
process is like for customers. Every person should understand what technologies are available to them
in handling the call more efficiently, as well as have a basic understanding of the other technologies at
work “behind the scenes” in the call center in terms of workforce management system, quality monitoring,
workflow management, and more.
Customer Relationships

Do your staff understand the value of each and every customer call? While we’re not suggesting they
whip out a calculator on every call, it is important for front-line staff to understand the concept of
lifetime customer value so the proper emphasis on service is placed. Rachel should understand that
while one single call might not seem that important, when the average value is multiplied over a
“lifetime” of calls, every interaction can be significant in customer retention.
Include training on lifetime customer value and the critical role that each agent plays in customer
retention and the bottom line. And if you have a CRM strategy and CRM technologies in place, it’s
important to help the front line staff understand how that strategy affects them in handling contacts. Will
they follow different scripts for a “high value” customer, or will performance measures change as more
focus is placed on the quality of the call handling process versus traditional efficiency measures such as
speed of answer and average handle time.
Including these five components in your front-line staff’s orientation program will go a long way in
equipping them with the knowledge to better understand the context in which their role is performed.
Without this background, staff like Rachel may never perform up to their potential.
Supervisors Need Training Too

In all too many situations, specific call center training ends at the front-line staff level. In survey’s we’ve
done over the past couple of years, The Call Center School has found that over 80% of supervisors in
call centers today were moved into that position from being a front-line agent. And while most new
supervisors receive training on general supervisory skills, only about 20% of these supervisors receive
any more advanced call center operational training.
Below is a checklist of the various knowledge and skills needed by supervisors in today’s call center, in
addition to general supervisory and leadership skills. How do your supervisors measure up.

– 63 –

Chapter 8

Relevant Research and Resources

People Management

Operations Management

Organizational Structure/Teams:
Can they describe the different types or
organizational options and team structures?
s

ACD Routing and Reports:
Do they understand ACD setting and how
they’re used? What reports are available and
how to get them?

Recruiting, Screening, Hiring:
Can they outline job descriptions and hiring
criteria? Interview and screen effectively?
s

Call Forecasting:
Do they know how the forecast is created? What
factors influence it and how staffing is affected
by various factors?

Training and Assessment:
Can they effectively assess new and existing
staff skills, identify gaps, and recommend needed
training?

Staffing Calculations:
Do they know how forecasts get translated into
staff numbers and how to calculate cost and
service tradeoffs?

Staff Retention:
Do they understand all the factors that lead to
staff turnover and how they can contribute to
improved retention?

Scheduling Solutions:
Are they aware of how schedules get created and
what types of short-term and long-term solutions
are available?

Setting Performance Standards:
Can they create/update qualitative standards that
are measurable and objective that track critical
performance?

Call Center Performance Measures:
Do they understand what call center measures
need to be in place to support corporate
objectives?

Measuring and Diagnosing Performance:
Do they know how to objectively measure
performance and how to diagnose problems to
create improvement plans?

Call Delivery and Networking:
Do they understand how a contact travels and
where things can go wrong in the network and
how to react?

Coaching, Monitoring, and Counseling:
Do they understand the difference and can
they apply proven principles of coaching and
counseling for call center issues?

Call Center Technologies:
Do they understand how to use all the center’s
technologies (IVR, WFM, QM, CTI) to manage
staff effectively?

Motivation Techniques:
Do they understand how to identify what
motivates staff and how to implement motivation
programs in the center?

Call Center Math:
Do they understand the numbers and how to
apply them in managing service levels and staff
performance?

Workplace Design:
Do they understand the basic elements of effective
workplace design and how to make changes for
improved productivity?

Staffing Alternatives:
Do they understand the various staffing options
that may be utilized such as outsourcing,
telecommuting, or contracting?

Return on Investment

Benjamin Franklin perhaps said it best, “An investment in knowledge pays the biggest returns.”
Whether it’s filling in some gaps in your agent training and orientation program, or implementing an
expanded supervisory/management training curriculum, you'll find that the time and money invested
will pay for themselves many times over in terms of increased call center operational efficiency,
improved service, and decreased staff turnover.
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■ A New Look at the Call Center “Top Twenty”
By Penny Reynolds, The Call Center School
The evolution of a simple call center into a multi-channel contact center doesn’t just happen overnight.
You many need to add or upgrade technologies, and certainly staff skills will need to expand as
customer contacts begin to include email and Web chat in addition to incoming calls. It’s also important
to re-think what performance measurements are important for this new breed of operation. Are the
measures of performance that have served you well in the call center the same ones that will determine
how well the multi-channel contact center is working?
This article will examine the “top twenty” performance measures commonly associated with personnel
and the processes in today’s multi-channel center. The standard categories of service, quality, efficiency,
and profitability will be used as the basis for the guide. For each of these, we'll take a look at why some
of the “golden oldies” will still work just fine into the 21st Century and which ones need to be a “remix”
in order to keep up with the times.
(Note: The term “call center” will be used to refer to a simple, incoming telephone call center and the
term “contact center” will be used to address the needs of the multi-channel contact center.)
Service Measures

The most important measures of performance are those associated with service. Some of these
measures are the same for both a call center and contact center, while some will need to change slightly
to reflect the new types of transactions.
1 Blockage. Blockage is an accessibility measure that indicates what percentage of customers will
not be able to access the center at a given time due to insufficient network facilities in place.
Measures indicating blockage (busy signals) by time of day or occurrences of “all trunks busy”
situations are utilized by most centers. Failure to include a blockage goal allows a center to always
meet its speed of answer goal by simply blocking the excess calls. This can have a negative effect
on customer accessibility and satisfaction while the call center looks like it is doing a great job in
terms of managing the queue.
The contact center must also carefully determine the number of facilities needed in terms of both
bandwidth and email server capacity to ensure that large quantities of emails do not overload the
system. Likewise, the number of lines supporting fax services must be sufficient to provide a
reasonable level of blockage.
2 Abandon Rate. Call centers measure the number of abandons as well as the abandon rate since
both correlate with retention and revenues. It should be noted, however, that abandon rate is not
entirely under the call center’s control. While abandons are affected by the average wait time in
queue (which can be controlled by the call center), there are a multitude of other factors that
influence this number, such as individual caller tolerance, time of day, availability of service
alternatives, and so on.
Abandon rate is not typically a measure associated with email communications, since the email
does not abandon the “queue” once it has been sent, but it does apply to Web chat interactions.
3 Self-Service Availability. More and more contacts are being off-loaded today from call center
agents to self-service alternatives. In the call center, self-service utilization is an important gauge
of accessibility and is typically measured as an overall number, by self-service methodology and
menu points, and by time of day or by demographic group.
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In the contact center, self-service utilization should also be tracked. In cases of Web chat,
automated alternatives such as FAQs or use of help functions can reduce the requirement for the
live interaction with a Web chat agent.
4/5 Service Level/ASA. Service level, the percentage of calls that are answered in a defined wait
threshold, is the most common speed of answer measure in the call center. It is most commonly
stated as x percent of calls handled in y seconds or less, while average speed of answer (ASA)
represents the average wait time of all calls in the period.
In the contact center, speed of answer for Web chat should also be measured and reported with a
service level or ASA number. Many centers measure for both initial response as well as the
back-and-forth times, since having too many open Web chat sessions can slow the expected
response time once an interaction has begun. The speed of answer for email transactions on the
other hand is defined as a “response time” and may be depicted in terms of hours or even days,
rather than in seconds or minutes of elapsed time.
6 Longest Delay in Queue. Another speed of answer measure is the age of the contact that has been
in queue the longest, or the longest delay in queue (LDQ). Many call centers use real-time LDQ
as a measure to indicate when immediate staffing reactions may be required.
Historical LDQ is a more likely contact center measure to indicate the “worst case” experience of
a customer over a period of time. Historical LDQ is measured in two categories. One is the longest
delay for a customer whose transaction was finally handled by an agent (Longest Delay to
Answer), and the other is longest delay for a customer who finally abandoned the contact (Longest
Delay to Abandon), as might be the case in a Web chat scenario.
Quality Measures

In addition to the “how fast” measures outlined above, perhaps a more significant indicator of customer
satisfaction is “how well” the contact was handled, indicated by the following measures:
7 First Resolution Rate. The percentage of transactions that are completed within a single contact,
often called the “one and done” ratio, is a crucial measure of quality. It gauges the ability of the
center, as well as of an individual, to accomplish an interaction in a single step without requiring
a transfer to another person or area, or needing another transaction at a future time to resolve the
customer issue. The one-call completion rate is a crucial factor in customer perception of quality.
The satisfactory resolution of a call is tracked overall in the center, as well as by type of call, and
perhaps by time of day, by team, or by individual. The one-contact resolution rate should likewise
be tracked in the contact center for email transactions and Web interactions. The resolution rate
will likely be lower for emails, as it generally takes multiple messages between two parties to
resolve a matter to completion.
8 Transfer Rate. The transfer percentage is an indication of what portion of contacts has to be
transferred to another person or place to be handled. Tracking transfers can help fine-tune the
routing strategies as well as identify performance gaps of the staff. Likewise, tracking emails that
must be transferred to others or text chat interactions that require outside assistance is useful to
identify personnel training issues or holes in on-line support tools.
9 Communications Etiquette. One of the critical factors that impact the caller’s perception of how
well the call was handled is simple courtesy or etiquette. The degree to which general telephone
communications skills and etiquette are displayed is generally measured via observation or some
form of quality monitoring as an individual gauge of performance.
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Email and Web chat etiquette should also be observed. There are standard wordings that should
be followed in both types of communications that should be carefully observed, reviewed, and
reported as a quality measure of performance. This is particularly true since a written record of the
interaction will exist.
10 Adherence to Procedures. Adherence to procedures such as workflow processes or call scripts
is another essential element of quality. This is particularly important to perceived quality in terms
of the customer receiving a consistent interaction regardless of the contact channel or the
individual agent involved in the contact. In the call center, adherence to processes and procedures
is typically measured for individuals through simple observation and through the quality
monitoring process.
Adherence to processes and procedures is also important for other channels of contact. Written
scripts and pre-approved responses are generally created, and adherence to these is monitored and
recorded via observation or screen capture capabilities in a quality monitoring system.
Efficiency Measures

Executives in every type of organization are concerned with how well its resources are being put to use.
That is especially true in a call center environment where over two- thirds of operating expenses are
related to personnel costs.
11 Agent Occupancy. Agent occupancy is the measure of actual time busy on customer contacts
compared to available or idle time, calculated by dividing workload hours by staff hours.
Occupancy is an important measure of how well the call center has scheduled its staff and how
efficiently it is using its resources. If occupancy is too low, agents are sitting around idle with not
enough to do. If occupancy is too high, the personnel may be overworked.
Where agent occupancy is the end result of how staffing is matched to randomly arriving
workload in a call center, the desired level of occupancy may drive staffing decisions in a
sequential work environment like processing emails. Since Web chat interactions are essentially
random events like incoming calls, the same measures of occupancy apply here as in an incoming
call scenario.
12 Staff Shrinkage. Staff shrinkage is defined as the percentage of time that employees are not
available to handle calls. It is classified as non-productive time, and is made up of meeting and
training time, breaks, paid time off, off-phone work, and general unexplained time where agents
are not available to handle customer interactions. Staff shrinkage is an important number to track,
since it plays an important role in how many people will need to be scheduled each half-hour. The
same measures of shrinkage that are used for call center calculations apply to the multi-channel
contact center as well.
13 Schedule Efficiency. Workforce management is all about getting the “just right” number of
people in place each period of the day to handle customer contacts-not too many and not too few.
Schedule efficiency measures the degree of overstaffing and understaffing that exist as a result of
scheduling design. Net staffing may be measured by half-hour as an indication of how well the
resources in the center are being utilized.
Schedule efficiency for responding to the randomly arriving Web chats should be measured just
like that for incoming call centers. Since emails typically represent sequential rather than random
workload, the work fits the schedule and therefore overstaffing and understaffing measures are
less relevant.
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14 Schedule Adherence. Schedule adherence measures the degree to which the specific hours
scheduled are actually worked by the agents. It is an overall call center measure and is also one of
the most important team and individual measures of performance since it has such as great impact
on productivity and service. Schedule adherence is one of the most important measures the
multi-channel contact center as well. Specific hours worked is less of an issue in a group responding
to emails rather than real-time demand of calls and Web chats, but is still relevant in processing
the work in a timely manner, especially if response time guarantees exist.
15/16 AHT/ACW. A common measure of contact handling is the average handle time (AHT), made
up of talk time plus after-call work (ACW). To accommodate differences in calling patterns, it
should be measured and identified by time of day as well as by day of week.
Average handle time is also a measure that is important in determining the other types of
multi-channel contact workload. It is much harder to calculate, however, given the difficulties of
truly measuring how long it takes to handle an email or a Web chat transaction. An email may be
opened and put aside for varying amounts of time before completing. Likewise, a Web chat
session may appear to take longer than it actually does since a Web agent typically has several
sessions open at once. Therefore each one takes longer based on start and end time. Automated
tracking of these actual handle times is difficult with numbers coming from email management
systems often overstated in terms of actual handle time.
17 System Availability. When response time from the computer system is slow, it can add seconds
or minutes to the handle time of a transaction. In the call center, system speed, uptime, and
overall availability should be measured on an ongoing basis to ensure maximum response time
and efficiency as well as service to callers. For example, if the IVR typically handles 50 percent
of calls to completion, but the IVR is out of service, many more calls will require agent assistance
than normal causing overtime costs, long delays, and generally poor service. Often this will be a
measure of performance that resides in the IT department, but is also a crucial measure of contact
center performance. Profitability Measures A final category of performance measures includes
those that indicate the inbound and outbound flow of money in the center, as indicated by the
measures below.
18 Conversion Rate. The conversion rate refers to the percentage of transactions in which a sales
opportunity is translated into an actual sale. It can be measured as an absolute number of sales or
as a percentage of calls that result in a sale. Conversion rate should be tracked and measured for
incoming calls, as well as outgoing calls, email transactions, and other Web interactions.
19 Up-Sell/Cross-Sell Rate. The up-sell rate or cross-sell rate is measured by many organizations
as a success rate at generating revenue over and above the original order or intention of the call.
It is becoming an increasingly common practice, not just for pure revenue-generating call centers
but for customer service centers as well. Although more prevalent in the telephone center, it is also
an appropriate measure of performance for other communications channels.
20 Cost per Call. A common measure of operational efficiency is cost per call or cost per minute to
handle the call workload, both in a simple call center as well as in a multi-channel contact
environment. This cost per call can be simply a labor cost per call, or it can be a fully loaded rate
that includes wage rates in addition to telecommunications, facilities, and other services costs.
In setting cost per call, it is critical to define the components being used, and to use them
consistently in evaluating how well the center is making use of financial resources over time.
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While commonly used to compare one company or site to another in benchmarking, this is not a
good practice as the components included and the types of contacts will often vary.

Performance
Category

Service

Performance Measure

CC
CC
Agent
Agent
Quantity Quality Quantity Quality
Measure Measure Measure Measure

Blockage

x

Abandon rate

x

Self-service availability

x

Speed of answer (SL, ASA)

x

Longest delay in queue

x

One contact completetion rate

x

x

x

x

Transfer rate

x

x

x

x

Quality
Communication etiquette

x

x

Adherence to procedures

x

x

Occupancy

x

Shrinkage

x

Schedule efficiency

x

Schedule adherence

x

x

AHT/ACW

x

x

System availability

x

Conversion rate

x

x

Up-sell rate

x

x

Cost per call

x

Efficiency

Profitability

Summary

There are many performance measures that apply to an inbound telephone call center and most of these
apply to a multi-channel contact center as well. In some cases the measure will be slightly different, but
most of these qualitative and quantitative measures apply to both types of centers. Some are considered
measures of performance for the entire operation, while others are considered to be individual agent
measures. In every case, the measure should be used to identify performance excellence to be rewarded,
and gaps that need to be closed with coaching, process change, or other adjustments.
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■ Is Skill-Based Routing Right for Your Call Center?
By Maggie Klenke, The Call Center School
Over the last few years, the ACD system vendors and third-party routing systems have been offering
skill-based routing. While the specific mechanisms and variables that can be used are often unique to
each manufacturer’s software, the general principles employed are essentially the same. The question is
whether skill-based routing is a tool that will enhance your call center's results or simply add
unjustified complexity to your life.
First, we should be sure we are all defining skill-based routing the same way. If you have two groups
of agents who are specialized in some way (say sales and service agents), and you route calls to each
group in a way that dedicates these callers and agents to these roles, you do not have skill-based
routing in the sense that most vendors would define it. If you are overflowing calls between the sales
and service groups when one group is overwhelmed, you still do not have skill-based routing. In the
case of overflow, you are seeking any available agent in the secondary group to handle the call, and
assume that all agents in the secondary group are capable of handling that overflowed call. This requires
considerable investment in cross-training of agents to be effective, and it is one of the reasons that call
centers explore skill-based routing. Traditional overflow generally removes the call from the queue for
the initial agent group and transfers it to the queue of the second choice group instead rather than
queuing to both for the next available agent. Skill-based routing generally allows two kind of changes
to the concepts above.
The first is to allow a call to be queued to more than one agent group concurrently. The second is to
allow an agent to be available in more than one skill (call type) group concurrently. There are some
ACDs that offer both and some just one of these. And there are any number of sophisticated routing
parameters that can be invoked to identify when to look down the list of choices for another agent or
when to prioritize one caller ahead of another, etc. Some systems are abandoning the concept of agent
groups altogether, choosing a multifaceted algorithm of if/then statements to link caller and agent.
So why would anyone want to do these things? If a call can be queued for all potentially capable agents
rather than only one group at a time, some efficiency should be gained with callers answered faster. And
if agents can be logged in to take every kind of call they are trained for, better utilization of agents
should result. Even more intriguing is the possibility that cross-training of only a subset of agents would
render very nearly the same result as cross-training everyone. For centers and help desks with multiple
languages or complex products/services that are difficult to cross-train, this is clearly attractive.
Outsourcers who handle a variety of customers’ calls are another potential users. But the primary focus
of the ACD marketing literature and consulting proposals is on the benefits of differentiating one caller
from another and treating them each in the most appropriate way. Route your most valuable customers
to your best reps and turn away others with a busy signal when the queue is too deep, for example.
In fairness, the benefits of skill-based routing can come from any or all of these opportunities. But
with it comes a level of design and management complexity that must be clearly understood before
implementation. The first big question is: How will you efficiently sort the callers into the pigeonholes
you have defined? Can you publish different telephone numbers, use a menu system, or perhaps a
CTI-driven application and get the bulk of callers to the right place most of the time? Every caller that
ends up in the wrong agent group will have to be handled by a lesser-skilled agent or be transferred, so
getting this right will be the key to success.
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Then inventory the skills of your agents and determine if you have enough of the right skills to make
your plan work. Remember that you will be dividing your agent population down into smaller
skill-defined groups rather than a big universal group and this has its drawbacks. For example, highly
skilled and experienced personnel will need to staff all shifts for their call types and this means that
some may have to work unattractive shifts compared to the traditional environment. Shift bids, trading
of shifts, rotations, covering for absences, overtime, and other adjustments used to be easy, but now will
be complicated by the need to cover all of the skills all of the time. So a person who is bilingual can
only trade with another rep with the same skills, and a senior sales rep can only be effectively covered
during vacations by another senior sales rep. Some centers have discovered agents concealing their
added skill because revealing it meant less desirable shifts and less flexibility in their lives.
Skill-based routing, scheduling, and day-to-day management are complex challenges. Our experience
suggests that this design should be undertaken with full understanding of the trade-offs and a step-bystep implementation plan that allows the concept to be thoroughly tested as it is rolled out. Be sure that
the benefits are worth the added challenges before you head down this path.

■ The Call Center Times
www.callcentertimes.com/news/about.asp
Our vision is to earn the niche of “one stop call center portal” through the strategic release of
transactional communications that at once aids, and effectively supports the attainment of fiscal and
operational objectives by our core target – call center operatives.
We offer tactical implementation of strategies aimed at supporting the acquisition, retention and customer
relationship management efforts of our core target. This will be attained through the commissioning of
substantive “best practices” articles by industry leaders, publishing of case studies and research geared
at sharing “culture transforming” practices. We provide transactional communications aimed at linking
providers of call center products/services to call center decision makers. We publish a monthly
newsletter, yearly listing of call center decision makers, a buyer’s guide and call center job openings.

■ The Call Center School
www.thecallcenterschool.com/index.aspx
The Call Center School (TCCS) is a Tennessee-based company dedicated to the professional development
of individuals in the call center industry. They offer a comprehensive curriculum of training programs
to fit the needs of all personnel in the call center industry, including frontline staff, supervisors and team
leaders, managers and directors, workforce planners, quality specialists, and industry vendors.
Articles and whitepapers are available online within the general categories of tools and technology;
performance management; training and development; management strategies; forecasting and
scheduling. The organization also offers classes on topics within each of the following categories, in a
number of formats:
•
•
•
•

Frontline Fundamentals
Call Center Supervision
Call Center Operations
Leadership/Business

•
•
•
•
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■ Impact Learning Systems
www.impactlearning.com
Impact Learning Systems provides customer service training, help desk training, and sales training to
contact center representatives. All of our programs are customer-focused and skills-based. The programs
encourage strong corporate values, promote team spirit, and support a positive work environment.
Look through each of the four major sections on the web site to see how you can use these programs to
change behavior and impact results in your organization.
• Training Programs – Representatives learn and practice critical concepts and communication
skills.
• Sustaining Results – Management, coaching, and group activities reinforce and refine the
behavioral change.
• Activity Center – Provides trainers and managers with hands-on tools and activities to enrich
learning and transition knowledge into behavior.
• Experts’ Corner – New and old challenges surrounding customer communication and behavioral
change are discussed by Subject Matter Experts.

Relevant Research for Calculating Quit Rates
■ BMC Public Health. 2005 May 23;5(1):52.
Are non-responders in a quitline evaluation more likely to be smokers?
Tomson T, Björnström C, Gilljam H, Helgason A.
Stockholm Center for Public Health, Tobacco Prevention, Box 175 33, 118 91 Stockholm, Sweden.
tanja.tomson@sll.se
Background: In evaluation of smoking cessation programs including surveys and clinical trials the

tradition has been to treat non-responders as smokers. The aim of this paper is to assess smoking
behaviour of non-responders in an evaluation of the Swedish national tobacco cessation quitline a
nation-wide, free of charge service.
Methods: A telephone interview survey with a sample of people not participating in the original

follow-up. The study population comprised callers to the Swedish quitline who had consented to
participate in a 12 month follow-up but had failed to respond. A sample of 84 (18% of all nonresponders) was included. The main outcome measures were self-reported smoking behaviour at the
time of the interview and at the time of the routine follow-up. Also, reasons for not responding to the
original follow-up questionnaire were assessed. For statistical comparison between groups we used
Fischer’s exact test, odds ratios (OR) and 95% confidence intervals (CI) on proportions and OR.
Results: Thirty-nine percent reported to have been smoke-free at the time they received the original
questionnaire compared with 31% of responders in the original study population. The two most
common reasons stated for not having returned the original questionnaire was claiming that they had
returned it (35%) and that they had not received the questionnaire (20%). Non-responders were
somewhat younger and were to a higher degree smoke-free when they first called the quitline.
Conclusion: Treating non-responders as smokers in smoking cessation research may underestimate

the true effect of cessation treatment.
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Relevant Research for NRT in Combination with Quitline Counseling:
What Delivery and Protocol Design Methods are Working Best?
■ Tob Control. 2006 Aug;15(4):286-93
Increased reach and effectiveness of a statewide tobacco quitline after the addition of access to
free nicotine replacement therapy.
An LC, Schillo BA, Kavanaugh AM, Lachter RB, Luxenberg MG, Wendling AH, Joseph AM.
University of Minnesota, Department of Internal Medicine, Division of General Medicine,
Minneapolis, Minnesota 55455, USA. lcan@umn.edu
Background: Tobacco users receiving behavioural and pharmacological assistance are more likely to

quit. Although telephone quitlines provide population access to counselling, few offer pharmacotherapy.
Objective: To assess change in cessation rates and programme impact after the addition of free

nicotine replacement therapy (NRT) to statewide quitline services.
Participants: An observational study of cohorts of callers to the Minnesota QUITPLANSM Helpline

before (n = 380) and after (n = 373) the addition of access to free NRT.
Intervention: Mailing of NRT (patch or gum) to callers enrolling in multi-session counselling.
Main Outcome Measure: Thirty-day abstinence six months after programme registration.
Results: The number of callers increased from 155 (SD 75) to 679 (180) per month pre-NRT to post-NRT
(difference 524, 95% confidence interval (CI) 323 to 725). Post-NRT, the proportion of callers enrolling
in multi-session counselling (23.4% v 90.1%, difference 66.6%, 95% CI 60.8% to 71.6%) and using
pharmacotherapy (46.8% v 86.8%, difference 40.0%, 95% CI 31.3% to 47.9%) increased. Thirty-day
abstinence at six months increased from 10.0% pre-NRT to 18.2% post-NRT (difference 8.2%, 95% CI
3.1% to 13.4%). Post-NRT the average number of new ex-smokers per month among registrants
increased from 15.5 to 123.6 (difference 108.1, 95% CI 61.1 to 155.0). The cost per quit pre-NRT was
1362 dollars (SD 207 dollars). The cost per quit post-NRT was 1934 dollars (215 dollars) suggesting a
possible increase in cost per quit (difference 572 dollars, 95% CI -12 dollars to 1157 dollars).
Conclusion: The addition of free NRT to a state quitline is followed by increases in participation and
abstinence rates resulting in an eightfold increase in programme impact. These findings support the
addition of access to pharmacological therapy as part of state quitline services.

■ Am J Health Promot. 2006 Mar-Apr;20(4):267-71.
Access to nicotine replacement therapy as part of a statewide tobacco telephone helpline.
An LC, Schillo BA, Kavanaugh A, Luxenberg MG, Joseph AM, McAfee T.
University of Minnesota, Department of Internal Medicine, Division of General Medicine, Mayo
Building, Mail Code 741, 420 Delaware Street SE, Minneapolis, MN 55455, USA. lcan@umn.edu
Purpose: To describe change in Minnesota’s QUITPLAN helpline operations following provision of

nicotine replacement therapy (NRT) to multisession counseling enrollees.
Methods: NRT access began September 2002. Call volume is reported from September 2001 to May

2003 (pre-NRT = 2734, post-NRT = 12,536). A survey administered at 2 weeks assesses self-reported
connection to services (response rate 80%, n = 538/670, pre-NRT vs. 67%, n = 400/595, post-NRT, p < .001).
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Results: Provision of NRT was followed by an increase in call volume (439 +/- 229 calls/month

January through May pre-NRT vs. 1292 +/- 308 calls/month January through May post-NRT, p = .001).
Enrollment in multisession counseling increased (17.4% pre-NRT vs. 75.3% post-NRT, p < .001).
Among survey respondents, connection to services was not changed (83.8% pre-NRT vs. 88.0%
post-NRT, p = .072). At 2 weeks, more respondents who enrolled in multisession counseling reported
having a follow-up call scheduled (43.9% pre-NRT vs. 64.1% post-NRT, p = .001).
Conclusions: This is an observational study. Providing NRT as part of a statewide helpline may

increase recruitment and encourage callers to enroll in multisession counseling.

■ Am J Prev Med. 2005 Nov;29(4):288-94 .
Use and effectiveness of tobacco telephone counseling and nicotine therapy in Maine.
Swartz SH, Cowan TM, Klayman JE, Welton MT, Leonard BA.
Center for Tobacco Independence, Maine Medical Center, Portland, Maine 04102-3175, USA.
swarts@mmc.org
Background: Since 2001, the Maine Bureau of Health has offered free evidence-based treatment for

tobacco dependence, including telephonic counseling and nicotine replacement therapy (NRT). This
study examined the utilization of treatment services, evaluated quit outcomes, and estimated the
population impact of treatment.
Methods: This is a descriptive study of tobacco users receiving treatment services from the Maine

Tobacco HelpLine from January 2003 to December 2004. Demographics of callers were compared to
adult smokers statewide, and NRT utilization was examined among callers eligible for therapy. Quit
outcomes were assessed by telephone interview among a sample of callers registered November 15,
2003 to January 31, 2004 (n=535), 6 months after assistance. The population impact of treatment was
estimated by applying intent-to-treat (30-day point prevalence) quit rates to services delivered in 2003
and 2004. Analyses were conducted in 2005.
Results: A total of 12,479 adult smokers (3% of smokers annually) utilized Maine’s tobacco services

during 2003 and 2004. Compared to smokers statewide, callers were more likely to be aged 45 to 64,
female, or uninsured. A total of 82.3% of callers who were eligible for NRT and received counseling
obtained free NRT. Intent-to-treat quit rates at 6 months were 12.3% (95% confidence interval [CI]=8.117.6) for counseling, and 22.5% (95% CI=19.1-26.3) for counseling plus NRT. An estimated 1864
smokers calling in 2003-2004 had successfully quit.
Conclusions: The Maine Tobacco HelpLine and NRT programs have demonstrated effectiveness and

population outreach, particularly to uninsured smokers. This study suggests that for quit lines to
maximize their impact, tobacco medication access may be important.
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Relevant Research for To Tailor or Not to Tailor:
Promotion and Counseling for Priority Populations
■ Res Nurs Health. 2007 Feb;30(1):45-60
The effect of a multi-component smoking cessation intervention in African American women
residing in public housing.
Andrews JO, Felton G, Ellen Wewers M, Waller J, Tingen M.
Department of Biobehavioral Nursing, Medical College of Georgia, Augusta, Georgia, USA.
The purpose of this study was to test the effectiveness of a multi-component smoking cessation intervention
in African American women residing in public housing. The intervention consisted of: (a) nurse led
behavioral/empowerment counseling; (b) nicotine replacement therapy; and, (c) community health
workers to enhance smoking self-efficacy, social support, and spiritual well-being. The results showed
a 6-month continuous smoking abstinence of 27.5% and 5.7% in the intervention and comparison
groups. Changes in social support and smoking self-efficacy over time predicted smoking abstinence,
and self-efficacy mediated 6-month smoking abstinence outcomes. Spiritual well-being did not predict
or mediate smoking abstinence outcomes. These findings support the use of a nurse/community health
worker model to deliver culturally tailored behavioral interventions with marginalized communities.

■ Med Anthropol Q. 2006 Dec;20(4):421-40.
“Tobacco has a purpose, not just a past”: Feasibility of developing a culturally appropriate
smoking cessation program for a pan-tribal native population.
Daley CM, James AS, Barnoskie RS, Segraves M, Schupbach R, Choi WS.
Department of Preventive Medicine, University of Kansas Medical Center, USA.
Tobacco has long held spiritual significance to Native people of North America but, because of
recreational use, it has become a health risk relatively recently. More Native people smoke than any
other ethnic group (41 percent vs. 24 percent in whites and blacks), and death rates caused by tobaccorelated diseases are disproportionately high. However, no tested, culturally tailored smoking cessation
programs exist for this group. We used a critical-interpretive framework to understand the meaning of
tobacco and the feasibility of smoking cessation interventions in a pan-tribal population. In June 2004,
the University of Kansas Medical Center (KUMC) and the Oklahoma Area Indian Health Service (IHS)
collaborated on six focus groups with (IHS) patients. The patients served represent over 200 different
nations. Our participants provided us with modifications to a currently untested program designed by
the Muscogee Nation of Oklahoma’s Tobacco Prevention Program to enhance cultural appropriateness,
including (1) an emphasis on visual presentation and a “Native” look to program educational materials;
(2) comprehensive information about tobacco, quitting, and coping among Native people; (3) an
acknowledgment and incorporation of traditional tobacco use and its diversity; and (4) the use of
talking circles and counseling with Native facilitators.
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■ Ethn Dis. 2006 Winter;16(1):35-40.
Beliefs and attitudes regarding smoking cessation among American Indians: a pilot study.
Choi WS, Daley CM, James A, Thomas J, Schupbach R, Segraves M, Barnoskie R, Ahluwalia JS.
University of Kansas Medical Center, 3901 Rainbow Blvd, Kansas City, KS 66160, USA.
wchoi@kumc.edu
Background: American Indians (AI) have some of the highest smoking rates in the United States.
The Muscogee Nation of Oklahoma developed a culturally targeted program called “Second Wind”
based on the American Cancer Society’s FreshStart smoking cessation program, but it has not been
formally tested.
Methods: We conducted six focus groups of AI adult smokers at the Haskell Health Center

(Lawrence, Kansas). Focus groups assessed beliefs, attitudes, and behaviors related to smoking
cessation, as well as participants’ perceptions of the “Second Wind” curriculum’s appropriateness and
feasibility for this diverse group. Focus groups were audiotaped, transcribed, coded, and analyzed for
content themes. Participants were 41 AI adults (63% female), 21-67 years of age. Participants smoked
an average of 13 cigarettes per day, half had made a quit attempt in the past year, and 63% were daily
smokers. For pharmacotherapy, most preferred the nicotine patch.
Results: Focus group responses were categorized into three major themes: traditional tobacco use,

quitting and quit attempts, and the “Second Wind” program. Those who reported that traditional
tobacco use is important were less inclined to use tobacco recreationally. Second Wind modifications
suggested by participants included increasing use of AI imagery and addressing the meaning of
tobacco to AI cultures.
Conclusions: American Indian smokers are unique because of their traditional use of tobacco. Our

participants felt that smoking cessation can be accomplished without discouraging traditional use of
tobacco. We suggest ways to improve the "Second Wind" curriculum so that it is targeted for a
heterogeneous group of AI smokers.

■ Alaska Med. 1995 Apr-Jun;37(2):43-7.
Quit rates at one year follow-up of Alaska Native Medical Center Tobacco Cessation Program.
Hensel MR, Cavanagh T, Lanier AP, Gleason T, Bouwens B, Tanttila H, Reimer A, Dinwiddie RL,
Hayes JC.
University of Washington Medical School, Seattle, USA.
The prevalence of tobacco use in the Alaska Native population is unusually high, as high as 50% in both
adult men and women. In June of 1992, the Alaska Native Medical Center and the Alaska Area
Native Health Service began a tobacco cessation program using behavioral modification classes and
transdermal nicotine patches. Patients were subsequently followed at three month intervals for a year to
assess smoking status. To date, 193 people have completed the program with at least three months
having elapsed since completion of classes. The quit rates at three, six, nine, and twelve months were
31%, 30%, 24%, 21% respectively. The long-term quit rates for this tobacco cessation program are
comparable to the rates of other studies which have included both behavioral modification and
transdermal nicotine.
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■ J Health Care Poor Underserved. 2006 May;17(2):413-24
Characteristics of six-month tobacco use outcomes of Black patients seeking smoking
cessation intervention.
Fernander AF, Patten CA, Schroeder DR, Stevens SR, Croghan IT, Offord KP, Hurt RD.
Department of Behavioral Science, College of Medicine, University of Kentucky, USA.
afern2@uky.edu
Although Blacks experience disproportionately greater morbidity and mortality attributable to smoking
than other racially-classified social groups, few studies have examined the impact of clinical interventions
for nicotine dependence within this population. The main objective of this study was to examine
6-month outcomes among 146 self-identified adult Black patients who received an individually-tailored
nicotine dependence intervention in an academic medical setting. Measures included a baseline
demographic questionnaire and telephone follow-up to obtain self-reported 6-month tobacco use status.
Univariate analysis was performed to assess the association of baseline patient characteristics with
tobacco abstinence at 6 months following the clinic intervention. Of the 146 patients, 83% were seen in
an outpatient clinic setting, while 17% were seen as inpatients in the hospital. At baseline, 53%
reported smoking an average of 20 or more cigarettes per day, 32% were highly nicotine dependent, and
53% were in the preparation or action stage of change. Six months following the intervention, the 7-day
point-prevalence tobacco abstinence rate was 43/146 (29%; 95% C.I. 22% to 37%). An individualized
nicotine dependence intervention conducted in an academic medical setting yielded encouraging
abstinence rates for Black smokers.

■ J R Soc Health. 2006 Sep;126(5):233-8.
Best practice in smoking cessation services for pregnant women: results of a survey of three
services reporting the highest national returns, and three beacon services.
Lee M, Hajek P, McRobbie H, Owen L.
Tobacco Dependence Research & Treatment Centre, Barts and The London, Queen Mary’s School of
Medicine and Dentistry, Turner Street, London E1 2AD.
AIMS: The NHS allocated dedicated funds to establish specialist smoking cessation services for

pregnant smokers in England in 2000. An early survey revealed some uncertainty as to how the new
services should work and monitor their outcome. The current survey focused on identifying examples
of good practice in this difficult new field.
Metod: Three services with the highest number of successful four-week quitters reported for the

2003/4 monitoring year were identified from Department of Health (DH) monitoring records, and three
services were nominated from those known in the field as examples of best practice. There was no
overlap between the two groups. All six services provided in-depth interviews.
Results: All three highest ranking services that reported close to 100 per cent success rates included
unaided quitters identified from hospital wards, rather then smokers actually treated. They had only
minimal or average genuine treatment provision for pregnant smokers in place. The three beacon
services far exceeded the national throughput and outcome average identified in the previous survey,
and provided a wealth of useful information. Although they differed in staffing levels and other aspects
of their activities, they all shared several key elements, including a systematic training of midwives in
how to refer pregnant smokers, offering nicotine replacement treatment to almost all clients and having
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an efficient system of providing the prescriptions, offering flexible home visits, and providing intensive
multi-session treatment delivered by a small number of dedicated staff.
Conclusion: Smoking cessation services for pregnant women may need clearer guidance on what they

are expected to provide, and how they should monitor their outcome. The key features of the beacon
services can serve as a practical model of current best practice applicable across most PCTs.

■ Addiction. 2005 Apr;100 Suppl 2:28-35.
Targeting smokers in priority groups: the influence of government targets and policy
statements.
Pound E, Coleman T, Adams C, Bauld L, Ferguson J.
Department of General Practice and Primary Health Care, University of Leicester, Leicester, UK.
Background: Cessation services were instructed to make special attempts to attract smokers from

three “priority groups”: those who were young, pregnant and economically disadvantaged. Progress
with attracting priority groups was not assessed formally, but services were set monitored targets to
encourage throughput of smokers. Initial research suggests that services have been successful in
attracting smokers who live in disadvantaged areas. This paper investigates how smoking cessation
services responded to targets and instructions to attract priority groups and discusses the relative impact
these on service development.
Objectives: To describe how monitored throughput targets influenced the development of smoking

cessation services, including attracting priority groups. To describe the range of priority groups that
smoking cessation services targeted, methods used and reported progress with this.
Methods: Postal surveys of English smoking cessation coordinators conducted in April 2001 and
April 2002. Seventy-eight qualitative, semistructured interviews with cessation service staff in two
former English health regions conducted in autumn 2001 and 1 year later.
Findings: A total of 69.3% of coordinators responded to the first survey (79% to the second survey).

In the first survey 91% reported targeting priority groups (100% in the second survey). The proportions
(second survey in brackets) who reported targeting the different priority groups were: pregnant women
86% (99%), economically disadvantaged 79% (100%) and young smokers 20% (75%). Interviews
showed that coordinators gave the greatest priority to reaching monitored targets as they came under
pressure to achieve these. Service staff were generally unclear about how to attract priority groups and
developing strategies for this was hindered by the need to meet throughput targets. Locating services in
poor areas was thought to attract economically disadvantaged smokers and specialist staff were being
appointed to work with pregnant smokers, but otherwise there was little evidence of active strategies for
attracting priority groups being applied in practice.
Conclusions: Monitored targets for smoker throughput ensured that services quickly began to treat

smokers, but this rapid implementation diverted service staff from devising methods for attracting
priority group smokers. Coordinators found reaching priority groups challenging and, particularly in
the case of young smokers, would have appreciated clear instructions for this aspect of service
implementation. Those implementing services in other countries should consider whether similar targets
would be helpful to stimulate service development within their health systems.
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■ Tob Control. 2002 Dec;11(4):361-7
Evaluation of a culturally appropriate smoking cessation intervention for Latinos.
Woodruff SI, Talavera GA, Elder JP.
Graduate School of Public Health, San Diego State University, San Diego, California 92123, USA.
swoodruf@mail.sdsu.edu
Background: Many believe that smoking cessation programmes for Latinos should be tailored to the

values and beliefs of the culture. However, randomised studies of culturally appropriate smoking
cessation interventions with Latinos are rare.
Methods: Latino smokers (n = 313) were randomised to an intervention condition or a comparison

group. The intervention was a three month programme based on social cognitive constructs and
delivered in the smoker’s home by trained lay health advisors, or promotores. Comparison group
participants were referred to the California Smoker’s Helpline in Spanish. Predictors of abstinence
among all participants also were examined.
Results: About one week post-intervention, validated (carbon monoxide) past week abstinence rates

were more than twice as high in the intervention group (20.5%) than in the comparison (8.7%) (p < or
= 0.005). The pattern of results held for self reported abstinence, and after recoding dropouts to
non-abstinence. The primary predictor of abstinence was number of cigarettes smoked per day at
baseline, a common measure of addiction.
Conclusions: The culturally appropriate intervention facilitated abstinence in Latino smokers, at least

in the short term. Strengths and weaknesses of the study are discussed.

■ Nicotine Tob Res. 1999 Mar;1(1):77-85.
Using tailored interventions to enhance smoking cessation among African-Americans at a
community health center.
Lipkus IM, Lyna PR, Rimer BK.
Department of Psychiatry, Duke University Medical Center, Durham, NC 27701, USA.
This prospective randomized study examined the impact of three tailored intervention approaches to
increase quitting rates among African-American smokers who were clients of a community health
center that serves primarily low-income and indigent persons. Smokers were randomized to one of three
groups: (1) health care provider prompting intervention alone, (2) health care provider prompting
intervention with tailored print communications, and (3) health care provider prompting intervention
with tailored print communications and tailored telephone counseling. Among the 160 smokers who
completed the study, 35 (21.8%) had quit smoking at follow-up. Smokers who received the provider
prompting intervention with tailored print materials were more likely to report having quit than
smokers who received the provider intervention alone (32.7% vs. 13.2%, p < 0.05). Smokers who
received all three intervention components were not more likely to report having quit at follow-up than
those who only received the provider intervention (19.2% vs. 13.2%). Smokers who at baseline were
less educated, smoked less than half a pack of cigarettes per day, had a stronger desire to quit, felt more
efficacious, and had thought about quitting were more likely to report having quit at follow-up. These
results provide support for continued refinement of tailored communications to aid smoking cessation
among African-American smokers.
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Relevant Resources for A “Triage” Approach to Quitline Callers:
Research and Implementation in Canada and the U.S.
■ Public Health Rep. 2007 May-Jun;122(3):292-301.
The New Mexico Clinical Prevention Initiative: a statewide prevention partnership.
Espey DK, Baum SL, Jung AM, Kozoll RL.
Division of Cancer Prevention and Control, Centers for Disease Control and Prevention, Division of
Epidemiology, Indian Health Service, Albuquerque, NM, USA. david.espey@ihs.gov
The New Mexico Department of Health and the New Mexico Medical Society invited organizations to
participate in an initiative to promote clinical preventive services. The Clinical Preventive Initiative
(CPI) focuses on the following interventions based on burden of illness, preventability of the condition,
cost, current level of services, availability of leadership, and programmatic support: adult pneumococcal
vaccination, tobacco use prevention and cessation, mammography screening, colorectal cancer
screening, healthier weight, screening and treatment for chlamydia and gonorrhea, screening and
intervention for problem drinking, childhood immunization, and prevention of unintended pregnancy.
Specific workgroups plan and implement interventions directed at New Mexico medical practices,
practitioners, and health-care systems. Several state measures suggest effectiveness of CPI efforts. CPI
is a successful public-private collaboration providing an active forum for statewide clinical prevention
policy development, an effective mechanism to achieve greater awareness of prevention and improved
delivery of preventive services.
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Organization, Financing, Promotion, and Cost of
U.S. Quitlines, 2004
Paula A. Keller, MPH, Linda A. Bailey, JD, MHS, Kalsea J. Koss, BS, Timothy B. Baker, PhD,
Michael C. Fiore, MD, MPH
Background: Quitlines have been established as an effective, evidence-based, population-wide strategy to
deliver smoking-cessation treatment, and are now available in most states across America.
However, little is known about the organization, ﬁnancing, promotion, and cost of state
quitlines.
Methods:

In 2004, the North American Quitline Consortium surveyed the 50 states and Washington
DC to obtain information about state quitlines. Data were analyzed in fall 2005 through
spring 2006. Analyses of these data are reported in this paper.

Results:

Analyses were limited to the 38 states that reported having a quitline in 2004. State
governments funded most (89.5%) quitlines. Median state quitline operating budgets in
2004 were $500,000; this translates into a modest annual median operating cost of $0.14
per capita or $0.85 per adult smoker. A lesser amount was spent for quitline promotion.
Quitline services varied, with 97.4% of respondents providing mailed self-help resources,
89.5% providing proactive telephone counseling, and 89.2% providing referrals to other
services. Many quitlines provide services in languages other than English. Only 21.1% of
quitlines reported providing cessation medication at no cost. Promotional strategies varied
widely.

Conclusion:

A large majority of U.S. smokers live in states with tobacco quitlines, which provide
cessation treatment at a remarkably modest per capita cost. There is a great deal of
congruence in services and promotional strategies among states. Further research is
required to determine how external factors such as the federal National Network of
Tobacco Cessation Quitlines funding for state quitlines and the availability of a national
portal number (1-800-QUITNOW), both implemented in 2004, affect state quitlines.
Additional research to evaluate the cost effectiveness of quitline services is also warranted.
(Am J Prev Med 2007;32(1):32–37) © 2007 American Journal of Preventive Medicine

Introduction

M

illions of Americans attempt to quit smoking
each year, but few use evidence-based treatments to aid their quit attempt.1 Quitlines
provide an evidence-based method for delivering
smoking-cessation services on a population-wide basis.
Smokers can call quitlines directly to request services.
Some quitlines also proactively contact smokers who express an interest in cessation services through clinic-based
referral programs (e.g., “fax to quit”). Once contact is
initiated, quitlines offer telephone-based counseling designed to aid the smoker in successfully quitting through
one or more calls. In some instances, quitlines also
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provide U.S. Food and Drug Administration–approved
medications for smoking cessation.
Quitlines have the potential to reach a broad population of tobacco users, and they eliminate the need for
transportation to receive counseling, requiring only
that a smoker have access to a telephone. Quitline
services tend to be available many hours during the day
and on weekends, further enhancing their potential
reach. Because of these features, smokers are four times
more likely to use a quitline than to seek face-to-face
counseling.2 Quitlines also have the potential to reach
the elderly, those living in rural areas, those of lower
socioeconomic status, and racial/ethnic minorities—
populations that may not have ready access to in-person
cessation services. Researchers in California3–5 and
Maine6 have demonstrated the effectiveness of their
state quitlines in reaching rural residents, racial/ethnic
minorities, and the uninsured.
There is robust evidence of quitlines’ efﬁcacy and
effectiveness. Lichtenstein et al.7 conducted a metaanalysis of published research on proactive quitlines,
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© 2007 American Journal of Preventive Medicine • Published by Elsevier Inc.

– 82 –

0749-3797/07/$–see front matter
doi:10.1016/j.amepre.2006.08.031

Appendices

Appendix A

noting a signiﬁcant increase in cessation rates in comparison with the control groups at both short- and
long-term follow-up points (odds ratio [OR]⫽1.34,
95% conﬁdence interval [CI]⫽1.19 –1.51, and
OR⫽1.20, 95% CI⫽1.06 –1.37, respectively). The U.S.
Public Health Service Clinical Practice Guideline Panel
conducted a meta-analysis of proactive telephone counseling, ﬁnding this treatment to be effective compared
to no intervention (OR⫽1.2, 95% CI⫽1.1–1.4).8 The
Cochrane Collaborative Review9 updated its metaanalysis of telephone counseling for smoking cessation
in July 2006, ﬁnding that telephone counseling is
effective in helping smokers to quit (OR⫽1.33, 95%
CI⫽1.21–1.47). Further, the authors noted that there
was evidence of a dose–response relationship, with
three or more calls increasing the odds of successful
cessation compared to minimal interventions or when
compared to pharmacotherapy alone.
The California Smoker’s Helpline was the ﬁrst statewide quitline in the nation, serving smokers starting in
1992. States began adding quitlines to their tobaccocontrol programs in growing numbers in the early
2000s. By 2004, a total of 38 states, representing just
over 80% of the U.S. population, had established
quitlines. Other organizations at the local and national
level have also invested in quitlines, including the Great
Start quitline for pregnant smokers funded by the
American Legacy Foundation, quitlines operated by
healthcare delivery systems for their enrollees, and the
National Cancer Institute’s Cancer Information
Service.
The North American Quitline Consortium (NAQC)
was established in 2004 to bring together health departments, quitline service providers, researchers, and national organizations in the United States and Canada to
achieve the following goals: (1) maximize the access,
use, and effectiveness of quitlines; (2) provide leadership and a uniﬁed voice to promote quitlines; and (3)
offer a forum to link those interested in quitline
operations. Later that year, it conducted its ﬁrst survey
of quitlines in the United States. This paper is the ﬁrst
to describe the organization, ﬁnancing, promotion,
and cost of every state quitline in the United States
based on that survey.

Methods
In June 2004, the NAQC surveyed the 50 states and the
District of Columbia to obtain baseline information about the
organization, ﬁnancing, promotion, and cost of state quitlines
in the United States. The goal of the survey was to develop
state-speciﬁc quitline proﬁles and to share information with
states and the U.S. Department of Health and Human
Services before its launch of a new federal quitline network
initiative. The survey instrument was adapted from a survey
developed by the Centre for Behavioural Research and Program Evaluation, University of Waterloo, with funding from

HealthCanada.10 Questions were modiﬁed and added to
reﬂect the perspective of the United States. The survey was
co-sponsored by the NAQC and the Association of State and
Territorial Health Ofﬁcials, and was funded by the American
Legacy Foundation. The Tobacco Technical Assistance Consortium provided database and analytical support.
The NAQC contacted state tobacco-control program directors in May 2004 by e-mail to alert them to the upcoming
survey. The survey instrument was also e-mailed to the states
to allow the tobacco-control program directors time to begin
to collect the necessary data. In June 2004, the NAQC
e-mailed the state tobacco-control program directors to formally request that they complete the survey using a web-based
survey program (Zoomerang, San Francisco CA, 2004).11
Nonresponders were contacted by telephone and e-mail and
asked again to complete the survey. Data collection was
completed in July 2004. All but one state responded to the
survey (50/51, 98% response rate).
The data were entered into a SAS database by staff at the
Tobacco Technical Assistance Consortium (SAS Institute,
Cary NC, 2005). Data were entered twice; states were contacted by e-mail or telephone if a response was unclear. States
also veriﬁed their state-speciﬁc data prior to analysis. The
database was converted to an SPSS database for analysis (SPSS
Inc., Chicago IL, 2005). Two project staff independently
coded open-ended questions, and results were compared for
consistency. Differences in coding were resolved by the
coders reviewing the output together and choosing the most
appropriate category for the response. The data were analyzed in fall 2005 through spring 2006.
U.S. Census data (2004 estimates) were used in combination with survey data to calculate per-capita expenditures.12
Adult smoking prevalence data from 2004 were used in
combination with census estimates and survey data to calculate per-smoker expenditures.13

Results
Results are limited to the states responding afﬁrmatively when asked if they provided quitline services at
the time of the survey. On May 31, 2004, 38 states
reported that they provided quitline counseling services (Figure 1). States reported that the primary aim of
the quitline was to provide cessation-counseling services
(65.8%) and comprehensive cessation services including counseling and medications (29.7%). The remaining 5.4% of respondents either did not respond or
selected “other” as a primary aim.
Figure 2 delineates the year in which state quitline
services began. As depicted, the number of state quitlines almost doubled in calendar year 2000, and doubled again in calendar year 2001. State government was
the most commonly reported funder of quitlines
(89.5%), followed by the federal government (10.5%),
nongovernmental organizations (5.3%), and charitable
foundations (5.3%); 21.2% of states reported other
funders (e.g., insurance companies, employer organizations). The percentages exceed 100% because multiple responses were allowed. Over three quarters
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Figure 1. States with quitlines, May 31, 2004. (As of November 2004, all states had access to quitline services.)

(76.3%) of respondents indicated that one organization funded their quitline, 15.8% indicated two or
more organizations funded their quitline, and 7.9%
offered no response. The most commonly reported
(39.5%) organizations responsible for providing quitline services were nongovernmental organizations under contract with a state government (e.g., American
Cancer Society, Center for Health Promotion [now
known as Free and Clear]); healthcare institutions
(26.3%); universities (13.2%); local, state, or federal
government (10.6%); and other (10.4%).
Table 1 lists median and per-capita operating and
promotional budgets and ranges for quitlines in 2004.
Table 1 also includes a calculation of per-smoker costs
for quitline operations and quitline promotion. In an
effort to quantify the cost for services provided, the
median cost per call was calculated using annual call
volume data and operating cost data for 2003 for states
that reported these data (2003 is the most recent year
comparable data were available; data on promotion
costs were not included in this calculation). The median cost per call was $98.52 (range $5.76 to $341.61,
n⫽25). The most commonly reported source of funding for state quitlines was Master Settlement Agreement
funds (68.4%), other state funds (21.1%), tobacco tax
revenues (15.8%), or no state funds (7.9%). These
percentages exceed 100% because multiple responses
were permitted for this item. The majority of state
quitlines are funded by a single funding source
(89.5%), 7.9% of respondents reported two funding
sources, and 2.6% reported three funding sources.
Services provided by quitlines are summarized in
Table 2. The three most commonly reported services
were self-help materials (97.4%), proactive counseling
(89.5%), and referral to other services (89.2%).
Other ﬁndings (not tabulated) noted that 31.2% of
states offer services to all smokers regardless of stage of
change or readiness to quit, 31.2% reported offering
services to callers ready to quit within 30 days or less,
34

and 13.2% reported that callers must be ready to set a
quit date, but did not specify a time period. “Other”
and nonresponses comprised the remaining 23.8% of
responses (e.g., providing counseling only to persons
without insurance or those with Medicaid coverage).
States also reported providing counseling to special
populations, including pregnant smokers (73.7% of
respondents), racial/ethnic or other priority populations (70.3% of respondents), youth aged 12 to 17
(42.1% of respondents), and the uninsured (71.1%).
Only 21.1% of respondents reported that they provided
cessation medications at no cost. Quitline services are
offered in multiple languages, with 57.2% of respondents indicating that Spanish-language services were
provided and 28.9% of respondents reporting that
services were available in multiple languages through a
language line or translation service.
Quitline promotional methods are listed in Table 3.
The three most commonly reported promotional methods were brochures or fact sheets (97.4%), posters or
ﬂyers (94.7%), and radio advertising (94.6%). Almost
87% of states reported using television advertising to
promote their quitline. States reported several different
entities that were responsible for developing quitline
promotional strategies, including state organizations
(56.8%), funding organizations or partners (40.5%),
the quitline via outsourcing to a commercial agency
(36.1%), and the quitline through in-house staff
(35.1%). Over half (56.8%) of respondents indicated
that developing promotional strategies for the quitline
was part of the state’s comprehensive tobacco strategy
(data not tabulated). The percentages exceed 100% as
states were asked to identify all entities that develop
quitline promotional strategies.
Several indicators were used to measure quitline
promotional strategies, including call volume (100%),
asking how callers heard about the quitline (91.9%),
the source of referrals (78.4%), tracking calls from
speciﬁc groups such as the underserved or diverse
populations (64.9%), media coverage (51.4%), the
percent of the target population reached (51.4%), and
population awareness of the quitline (48.6%) (data not
tabulated). The percentages exceed 100% as states
were asked to identify all indicators used to measure
promotional strategies.

Figure 2. Cumulative percentage of states with quitlines.
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Table 1. Quitline funding and costs

Quitline operations
(n⫽35)
Quitline promotions
(n⫽33)

2004 median funding (range)

2004 median per
capita cost (range)

2004 median per
adult smoker cost
(range)

$500,000 ($45,000–$3,800,000)

$0.14 ($0.01–$1.10)

$0.85 ($0.05–$6.06)

$325,000 ($0–$3,750,000)

$0.09 ($0–$1.08)

$0.68 ($0–$10.04)

Discussion
These ﬁndings represent an initial description of the
organization, ﬁnancing, promotion, and cost of state
quitlines in the United States. As of May 31, 2004,
nearly 75% of states and the District of Columbia
provided quitline services, covering just over 80% of the
U.S. population. Quitlines are typically funded by state
governments, and Master Settlement Agreement funds
are the most commonly reported funding source within
states. There is a relatively high degree of congruence
among the services most commonly provided by quitlines (e.g., self-help materials, proactive counseling,
referrals to other services, and the ability to speak with
a counselor during set hours of service). States use a
variety of strategies to promote their quitlines, and
typically evaluate their promotional efforts by measuring call volume, asking callers how they heard about the
quitline, and tracking referral sources. Of interest is
that over half of the states reported that quitline
promotional strategies are part of the state’s comprehensive tobacco-control strategy, possibly indicating a
growing degree of integration of quitline services into
state tobacco-control efforts. While the survey asked

2003 median
cost per call (range)
$98.52 ($5.76–$341.61)
(n⫽25)

states to report whether they had goals for the reach of
the quitline and the types of evaluations conducted
(e.g., satisfaction surveys, outcome evaluations), reach
rates and results of such evaluations were not collected.
Quitlines represent an extraordinarily modest expense for states that provide these services. The median
annual per-capita cost for providing quitline services
was $0.14 (n⫽35 states) and $0.09 for quitline promotional activities (n⫽33 states). When annual per adult
smoker costs were calculated, these costs increased to
$0.85 for operations and $0.68 for promotion. The
Centers for Disease Control and Prevention (CDC)
estimates that the total economic cost of smoking
(excess medical expenditures, lost productivity, and
smoking-attributable neonatal expenditures) is $3931
per smoker per year.14 Given the proven effectiveness
of quitlines, a modest investment in this populationwide cessation service, coupled with promotional strategies that drive smokers to use this service, has the
potential to result in considerable cost savings to states
through reduced Medicaid expenditures and other
healthcare costs for smoking-attributable illnesses, as
well as increased productivity. Unfortunately, tobaccocontrol efforts remain under-funded relative to the
disease burden resulting from tobacco use. In the

Table 2. State quitline servicesa
Percentage
Mailed information or self-help
resources
Proactive quit-smoking counseling
Referral to other services (quit-smoking
group programs, professional
services)
Speak with a counselor during set
hours of service
Reactive quit-smoking counseling
Recorded messages
Web-based information
E-mail messages
Provision of quit-smoking medication at
no cost
Speak with a counselor at any time
(available 24 hours)
Provision of quit-smoking medication at
low cost
Web-based interactive counseling
Group cessation programs
Other

Table 3. Quitline promotion methods, 2004

97.4

Methodsa

Percentage

89.5
89.2

Print materials (brochures,
pamphlets, fact sheets)
Posters, ﬂyers
Radio
Liaison with health professionals or
community groups
Television
Newspaper
Website
Outreach (presentation to groups)
Outdoor advertising/transit
advertisement
Worksite campaigns
Phone directory
Special events
Journal/magazine
School campaigns
Contests
Other

97.4

81.6
62.2
57.9
36.8
21.1
21.1
21.1
16.2
16.2
2.7
23.7

a
States without quitlines were excluded from the analysis. Multiple
responses were permitted.

94.7
94.6
86.8
86.8
86.5
84.2
78.9
71.1
65.8
44.7
44.7
36.1
28.9
15.8
26.3

a

States without quitlines were excluded from the analysis. Multiple
responses were permitted.
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current ﬁscal year (FY06), only four states met or
exceeded the CDC’s minimum recommended funding
levels for state tobacco-control programs.15
In 2003, the median cost per call for quitline services
was determined to be $98.52 (range $5.76 to $341.61).
This cost reﬂects all calls to the quitline, which not only
includes calls from smokers seeking assistance in quitting smoking, but also typically includes a small number
of calls from healthcare providers or community members seeking information to help patients or loved ones.
This estimate is limited to the 25 states that provided
both operating budget information and call volume
information for 2003. The cost estimate does not
include promotional budget information. We anticipate that future surveys will allow us to calculate a more
robust estimate of cost per call and potentially, cost per
quitter.
Researchers have evaluated smoking-cessation interventions and found them to be cost effective.16 –18 We
are unaware of cost-effectiveness studies of U.S. quitlines. Tomson et al.19 published a cost-effectiveness
analysis of the Swedish quitline, ﬁnding the cost per
quitter to be $1052 to $1360 (in 2002 U.S. dollars).
Further research is needed to measure the cost effectiveness of U.S. quitlines.
These ﬁndings provide researchers and policymakers
with a baseline description of state investment in quitlines. These ﬁndings can also assist in understanding
whether a new $25 million/year federal initiative, the
National Network of Tobacco Cessation Quitlines, has
an impact on state programs. This network, an initiative
of the U.S. Department of Health and Human Services,
was ﬁrst announced in February 2004 and implemented later that year. The National Cancer Institute
provides and maintains a national portal number,
1-800-QUITNOW, that connects callers with the quitline in their states; and the CDC provides grants to the
states to either build capacity to begin offering quitline
services (if a state did not have an existing quitline) or
to enhance existing quitline services (if a state had a
quitline). In addition, cessation-counseling services are
provided through the National Cancer Institute’s Cancer Information Service as a safety net until all states are
able to develop their own quitlines. As a result of this
initiative, all states now have access to quitline services.
Since these data were gathered before the CDC
awarded grants to the states as part of this initiative,
future research can help determine whether the new
federal funds supplant existing state resources for quitlines or serve as a catalyst to enhance state outlays in
support of quitline services.

Limitations
First, only state quitlines were included; quitlines operated by health insurers, employer groups, or other
organizations were not included in the sample. Second,
36

the initial North American Quitline Consortium survey
was not designed for research purposes; rather, it was
used to obtain information from the states about their
quitlines to share with the states and the Department of
Health and Human Services before the National Network of Tobacco Cessation Quitlines initiative was fully
implemented. The 2005 North American Quitline Consortium survey, which was ﬁelded in October 2005,
addressed some of these limitations by adding deﬁnitions and structuring the instrument to facilitate more
complete and accurate reporting.
Since 1990, states have increasingly chosen telephone
quitlines as a population-based strategy of choice to foster
smoking cessation. Initial experience suggests that these
services can be provided for a modest investment of state
resources. It remains to be seen whether the recent
infusion of federal ﬁnancial support, through the National Network of Tobacco Cessation Quitlines, achieves
its mission of expanding the reach and effectiveness of
state quitlines so that more American smokers can access
these services and successfully quit.
We would like to thank the North American Quitline Consortium (NAQC) for providing the 2004 survey data for
analysis. The 2004 NAQC survey was funded by the American
Legacy Foundation. The analyses were funded by the Partners
with Tobacco Use Research Centers program, Robert Wood
Johnson Foundation (grant 52570) and the Substance Abuse
Policy Program, Robert Wood Johnson Foundation (grant
53133).
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lectures or conducted research sponsored by GlaxoSmith
Kline, Pharmacia, Pﬁzer, and Sanoﬁ-Synthelabo. In 1998, the
University of Wisconsin (UW) appointed MCF to a named
chair made possible by an unrestricted gift to UW from
GlaxoWellcome.
In 2005, PAK served as a nontestifying consultant for the
U.S. Justice Department.
No ﬁnancial conﬂict of interest was reported by the other
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Brief Patient Assessment for Smoking Cessation Treatment in British Columbia
Do you currently smoke or
use any other tobacco
products?

Step 1: Ask
and advise
NO

1. Would you be willing to
receive assistance to quit
smoking in the next month?

Step 2:
Assess
Note: complete
step 3 before
administering or
recommending a
treatment

Advise them
to quit.

YES

YES

POSSIBLY

Provide brief motivational
counselling; identify
benefits, barriers and
concerns about quitting,
build patient confidence.
Recommend self help
book or website e.g.
QuitNow by Phone, 1877-455-2233 for self help
materials or
www.quitnow.ca,

ABSOLUTELY
NOT

2. Have you ever been diagnosed
or treated by a doctor for
schizophrenia, depression,
alcohol or other substance abuse?

NO

Recommend appropriate
pharmacotherapy and
refer patient to most
intense and specialized
counselling available in
your area

YES

3. On average, how many cigarettes
do you smoke each day?

<=14

>=15

4. How confident are you that you
will be able to quit smoking and
remain smoke free?
1. A lot
2. A little
3. Not at all
5. D o you have at least one person
you can count on for support while
you quit smoking?
1. Yes
2. No
6. Would you describe your life as:
1. Not at all stressful?
2. Not very stressful?
3. Somewhat stressful?
4. Very stressful?
Instructions:
Add values from Q4, 5 and 6.

Step 3:
Assist or
arrange

Recommend appropriate
pharmacotherapy and
either provide brief
assistance to quit or refer
to QuitNow by Phone,
1-877-455-2233 or use
QuitNow Physician Fax
Referral Form

Provide brief assistance
to quit or refer patient to
QuitNow by Phone,
1-877-455-2233 or use
QuitNow Physician Fax
Referral form

If
sum
>6

Provide or arrange for
self help book or
website e.g. QuitNow
by Phone 1-877-4552233 for self help
materials or
www.quitnow.ca

If
sum
<= 6

7. Have you previously used
[treatment from step 1]?

YES

Provide or
recommend
treatment as
described in step 2

NO

8. Do you think you would benefit
from trying it again?

YES

NO

Provide or
recommend
treatment as
described in step 2

Provide or recommend
the next most intensive
treatment identified
from step 2
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