| SPECIAL REPORT |

U.S. Quitlines at a Crossroads: Utilization, Budget, and Service Trends 2005–2010
Matthew B. Barry, MPA—North American Quitline Consortium, Phoenix, Arizona; Jessie Saul, Ph.D.—North American Quitline 		
| Consortium,
Phoenix, Arizona; Linda A. Bailey, JD, MHS—North American Quitline Consortium, Phoenix, Arizona

ABSTRACT
Background: The North American
Quitline Consortium (NAQC) has conducted an annual survey of its members since
2005. The 2009 survey also assessed the
financial and service capacity of quitlines
in light of the continuing economic recession and the 2009 federal tobacco tax increase.
Methods: In September 2009, all 53
publicly-funded quitlines in the United
States were asked to complete the NAQC
survey; the survey questionnaire was administered electronically via e-mail with
53 of 53 quitlines submitting a completed
survey. Survey questions included items
on quitline budgets, changes in budgets
over time (and their impact), funding
sources, promotion and utilization of quitline services, and capacity to provide services to tobacco users.
Results: The total number of tobacco
users accessing quitline services in FY
2009 was over 515,000 (representing
1.2 percent of smokers), an increase of
129.7% over the FY 2005 level of more
than 224,000 tobacco users. Median annual changes in total quitline budgets varied from +19.9% from FY 2006 to FY 2008
(n=48), to +2.6% from FY 2008 to FY 2009
(n=48), to -3.4% from FY 2009 to FY 2010
(n=50). Total funding for all U.S. quitlines
increased from $70.7 million in FY 2006
(n=48) to $122.9 million in FY 2009 (n=50)
while funding decreased by 7%, to $114.3
million, from FY 2009 to FY 2010.

Conclusions: The results suggest that
while the national network of state quitlines has made tremendous progress
since it was launched nationwide five
years ago, that progress is being put at
risk by decreases in funding which, ironically, occurs at a time of record utilization
of quitline services.

BACKGROUND
According to the Centers for Disease
Control and Prevention (CDC), adult
smoking prevalence in the U.S. increased
for the first time in several years in 20081
and early indications suggest they have
remained unchanged in 2009.2 For some
subpopulations, such as individuals with
low educational attainment, adult smoking prevalence was more than double the
national average.1 Numerous evidencebased and cost-effective treatments exist
to help smokers quit, including telephone
quitlines.3, 4, 5, 6, 7, 8, 9 Yet despite the universal availability of quitlines in the U.S.,
utilization of these treatments, including telephone-based quitlines, remains
low and below levels recommended by
CDC.10 This report summarizes the results
of a 2009 survey conducted by the North
American Quitline Consortium (NAQC).
The study assessed the financial and service capacity of quitlines in light of the
continuing economic recession and the
2009 federal tobacco tax increase. Additionally, this report places the new data
into historical context by comparing them

to trends in quitline funding, utilization,
and provision of services.

METHODS
NAQC has conducted an annual survey of all publicly-funded quitlines in
the U.S. and Canada since 2004 with the
exception of 2007. All surveys had 100%
response rates and were conducted with
varying modes: 2005 (e-mail, n=62), 2006
(e-mail, n=62), 2008 (Web-based, n=63),
2009 (Web-based, n=63). The FY 2005
survey was launched in October 2005,
with all data collected by April 2006. The
FY 2006 survey was launched in November 2006 with follow-up conducted until
April 2007. A FY 2007 survey was not conducted. The 2008 survey was launched
in October 2008, with follow-up and
data cleaning completed by March 2009.
Guam was added as a respondent for
the 2008 survey.
Quitlines reported data for dates corresponding to how they defined their
own fiscal years. Survey questions prior
to 2009 included items on operational
issues: hours and language capabilities;
counseling protocols; sources and levels of funding; staffing and training programs; evaluation design; and quality
control procedures.
Beginning in September 2009, all 53
publicly-funded quitlines in the United
States (50 states, the District of Columbia, Guam, and Puerto Rico) were asked
to complete the 2009 survey; the survey
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questionnaire was administered electronically via e-mail with all 53 quitlines
submitting a completed survey (100%).
Survey questions included items on: quitline budgets; changes in budgets over
time and the impact of those changes on
quitline services; funding sources; promotion and utilization of quitline services;
and capacity to provide services to an increased number of tobacco users. Budget
categories included quitline services (e.g.,
counseling, materials), medications, media, outreach, evaluation, other, and total
(the sum of the first six categories). Information was also captured on total tobacco
control program funding, which in most
cases included the total quitline budget.
Data for FY 2009 and FY 2010 were collected according to how each quitline
defined its own fiscal year. Of the 53 U.S.
quitlines, 42 (79.2%) reported a fiscal year
of July 1 to June 30. Three additional quitlines reported fiscal years within one day
of that (June 30 to June 29), for a total of
45 quitlines (84.9%). The remaining quitlines reported fiscal years of June 1 to May
31 (n=2), September 1 to August 31 (n=1),
October 1 to September 30 (n=3), January
1 to December 31 (n=1), and March 31 to
March 30 (n=1).
Note: All budget figures reported above
are nominal dollars, not adjusted for inflation.

RESULTS
According to the 2009 NAQC survey,
the total number of unique tobacco users
receiving evidence-based services (counseling or cessation medications) from
quitlines in FY 2009 was over 515,000,
representing 1.2 percent of smokers in
the 49 states reporting11 (total number
of smokers in each state obtained from
2008 BRFSS data).12 From FY 2009 to FY
2010: 27 states (51%) reported quitline

Table 1: Annual, State-by-State Changes in Total Quitline Budgets: Fiscal Year 2006 to Fiscal Year 2010
(nominal dollars, not adjusted for inflation).
State or Territory

FY 06-08 % Change

FY 08-09 % Change

FY 09-10 % Change

Alabama

9.1%

-4.1%

0.6%

Alaska

150.0%

NDA

NDA

Arizona

NDA

156.4%

65.2%
149.8%

Arkansas

NDA

85.6%

California

108.2%

-18.4%

1.9%

Colorado

63.0%

43.7%

-55.7%

Connecticut

621.9%

-45.5%

55.2%

Delaware

7.1%

50.4%

3.1%

Washington D.C.

-11.5%

562.5%

-78.3%
-6.6%

Florida

1148.4%

-4.8%

Georgia

-33.3%

0.0%

-4.0%

Guam

NDA

-22.8%

-41.7%

Hawaii

0.0%

39.1%

-33.0%

Idaho

104.5%

380.0%

-29.2%
-12.8%

Illinois

0.0%

14.7%

Indiana

538.0%

50.9%

6.3%

Iowa

221.9%

2.6%

-7.1%

Kansas

6.7%

-56.4%

-0.8%

Kentucky

-15.8%

0.0%

158.8%

Louisiana

-69.7%

709.8%

3.7%

Maine

47.4%

37.5%

0.1%

Maryland

147.3%

9.1%

-46.5%

Massachusetts

93.7%

-27.2%

-26.6%

Michigan

-13.0%

11.1%

-10.0%

Minnesota

NDA

NDA

-0.1%

Mississippi

45.1%

85.7%

28.3%
22.9%

Missouri

106.8%

129.5%

Montana

51.6%

34.3%

3.1%

Nebraska

19.5%

188.4%

-38.4%

Nevada

-16.1%

-6.2%

-11.8%

New Hampshire

0.0%

-1.7%

-18.6%
-9.5%

New Jersey

-53.3%

-3.9%

New Mexico

97.7%

16.7%

-2.7%

New York

120.7%

-27.2%

15.0%

North Carolina

221.5%

-39.2%

74.4%

North Dakota

9.1%

2.6%

79.9%

Ohio

-74.7%

0.1%

5.0%

Oklahoma

35.6%

24.7%

-1.3%

Oregon

78.3%

-20.6%

-38.2%

Pennsylvania

11.2%

-29.7%

-43.1%

Puerto Rico

98.2%

NDA

NDA

Rhode Island

0.0%

-1.4%

-41.0%

South Carolina

300.0%

-45.6%

52.6%

South Dakota

NDA

NDA

5.0%

Tennessee

0.0%

20.8%

-21.7%

Texas

0.0%

216.0%

0.0%

Utah

13.7%

-29.6%

-10.7%

Vermont

20.3%

21.4%

-21.3%

Virginia

0.0%

-30.3%

6.2%

Washington

0.0%

NDA

NDA

West Virginia

0.0%

201.2%

-32.9%

Wisconsin

528.5%

-2.3%

-79.7%

Wyoming

513.4%

-33.4%

-52.6%

Median

19.9%

2.6%

-3.4%

Mean

109.4%

55.1%

-0.8%

NDA = No Data Available for either or both years of comparison (e.g., “NDA” in the column “FY 06-08 %
Change” indicates a state was unable to provide data for FY 2006, FY 2008, or both). All 53 quitlines listed
in Table 1 were still in operation as of the publication of this report.
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funding reductions; 20 (38%) experienced
reductions in service budgets; 19 states
(36%) cut back spending on medications;
and 25 (47%) reduced funding for promotions. While 20 states (38%) reported
funding increases for quitlines, further
analysis found 12 of these states experienced reductions to their overall tobacco
control program budgets (see Table 1). In
addition, the FY 2009 survey found, compared to historical trends, the median
annual changes in total quitline budgets
varied from +19.9% from FY 2006 to FY
2008 (n=48), to +2.6% from FY 2008 to FY
2009 (n=48), to -3.4% from FY 2009 to FY
2010 (n=50) (see Table 1).
Median annual state quitline budgets increased from a level of $755,500
in FY 2006 to $1,681,961 in FY 2009, representing a 123% increase (see Figure 1).
Median funding of all U.S. quitlines for
services and medications combined increased from $621,697 in FY 2005 (n=44)
to $985,000 in FY 2009 (n=51), a 58.4%
increase (see Figure 2). While total funding
for all U.S. quitlines over the same period
of time increased from $70.7 million in
FY 2006 (n=48) to $122.9 million in FY

Figure 1: Median and total quitline budgets for Fiscal Years 2006, 2008, 2009, and 2010 (nominal dollars, not adjusted
for inflation).

2009 (n=50), total quitline funding decreased by 7%, to $114.3 million from FY
2009 to FY 2010 (see Figure 1).
Many states reported an impact as
a result of reduced funding. Of the 27
states reporting funding reductions between FY 2009 and FY 2010: 3 (11%) reported no impact of the funding change;
2 (7%) reported limiting eligibility for
services (e.g., only uninsured or Medicaid
populations); 2 (7%) reported reducing

Figure 2: Median quitline budget for services and medications for Fiscal Years 2005, 2006, 2008, and 2009 (nominal
dollars, not adjusted for inflation).

the number of counseling sessions from a
5-call protocol to 1 call; 5 (19%) reported
reducing or eliminating the provision of
nicotine replacement therapy (NRT) such
as nicotine gum, patch, lozenge, inhaler,
nasal spray; 5 (19%) reported limiting eligibility criteria for NRT, 5 (19%) reduced
or eliminated promotions for the quitline;
and 1 (4%) added promotions to coincide
with the federal tax increase.
In addition to the 2009 survey data,
historical trend data covering FY 2005
through FY 2009 were also analyzed for
this report. While overall trends show increases in utilization (demand) for quitline services and corresponding increases
in budget levels to keep pace, reported
funding levels for quitlines decreased
for the first time in FY 2010. This analysis
found the total number of tobacco users
calling U.S. quitlines increased 129.7%,
increasing from 224,406 callers in FY
2005 (n=41) to 515,531 in FY 2009 (n=49)
(see Figure 3). This represents a median
reach (defined as the unique number of
tobacco users calling the quitline divided
by the estimated number of smokers in
the state) for all quitlines in FY 2009 of
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the number of counseling sessions (e.g.,
from a multi-call protocol to a single-call
protocol).

LIMITATIONS

Figure 3: Total number of tobacco users calling quitlines and median reach for Fiscal Years 2005, 2006, 2008, 2009.

1.20% compared to 0.50% in FY 2005 (see
Figure 3).
The number of states offering free
medications to quitline users more than
doubled for the period FY 2005 through
FY 2009, increasing from 18 states in FY
2005 to 40 states in FY 2009, a 122.2%
increase (see Figure 4). The median number of proactive referrals from health care
providers (e.g., fax referrals) increased
from 235 in FY 2005 (n=23) to 868 in FY
2009 (n=49), an increase of 269.4% (see
Figure 5).
A surge in call volume was reported
in 36 quitlines (69.2%) during FY 2009, of
which 30 (83%) attributed the surge, at
least in part, to the federal tax increase
effective April 1, 2009.13 Of those identifying the federal tax increase as a contributor to the surge in call volume: 9 quitlines
(30%) reported extended delays to speak
to intake staff or counselors; 5 (17%) reported reducing or eliminating quitline
promotions or advertising; 3 (10%) had
to reduce or eliminate NRT provision; 2
(7%) had to restrict eligibility criteria for
counseling or NRT and 2 (7%) reduced

the number of counseling sessions (e.g.,
from a multi-call protocol to a single-call
protocol). Of those reporting a surge: 9
quitlines (25%) reported extended delays
to speak to intake staff or counselors; 6
(17%) had to reduce or eliminate NRT provision; 6 (17%) reported reducing or eliminating quitline promotions or advertising;
3 (8%) had to restrict eligibility criteria
for counseling; and 3 (8%) had to reduce

There are several limitations to the
data reported here to be aware of and
consider when interpreting the findings.
All data are based on self-report and have
not been independently verified. However, they are the best data of their kind
available for quitlines and, at present, the
only national picture of tobacco cessation
quitlines in the United States.
Some state tobacco control programs,
including quitlines, have been funded at
levels far below those recommended by
the CDC while other state tobacco control
programs have made sustained investments in their programs, including their
quitlines.14 Therefore reports of budget
changes should be interpreted with some
caution since changes (up or down) may
over or understate the level of commitment to comprehensive tobacco control
programs in any given state.
Survey methods have changed over
the years, beginning with an e-mailed

Figure 4: Number of quitlines providing free medications for Fiscal Years 2005, 2006, 2008, and 2009.
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Word document and being fielded more
recently with a Web-based data collection
tool. While all communication was electronic, mode variations may have resulted
in mode effects that could have influenced the data.15 Finally, the phrasing of
questions varied slightly over time, most
notably budget categories have expanded over time from “services” and “promotion” in 2005 to “services, medications,
evaluation, media/promotions, outreach,
and other” in 2009. While the definition of
“services” in 2005 was much broader and
incorporated “counseling, materials, medications, etc.,” it is possible that over the
years the expansion of reported quitline
budgets can be attributed in part to how
questions were presented.

DISCUSSION
Consumer demand for state-run quitlines is at a record level and has been increasing at double digit rates every year
since FY 2005. In just five short years
and for the first time ever, the infrastructure has been created to provide every
tobacco user in the United States—via
a national, toll-free number 1-800-QUITNOW—access to evidence-based tobacco
dependence treatments. This initial progress, however, is being put at risk in light
of the reductions in funding many quitlines now face and anticipate facing next
fiscal year. At a time of economic recession, budgetary shortfalls, and heightened
attention to health reform, preserving and
enhancing the investments already made
in quitlines (by both the federal and state
governments) is a prudent, cost-effective,
and cost-saving approach to health care.5,
6, 7, 8, 9

Median quitline budgets have increased from FY 2005 to FY 2009 (see Table
1). However, it should be noted that prior
to July 1, 2005, 17 of the 53 U.S. quitlines

Figure 5: Median number of proactive health care provider referrals to quitlines for Fiscal Years 2005, 2006, 2008, and
2009.

in operation today did not exist or had
just been created. Therefore, for those
states with newly established quitlines
the budget increases reported in Table
1 for the period FY 2006 to FY 2009 may
be somewhat artificial; they reflect the
initial start-up costs associated with the
creation of the necessary technical and
human infrastructure to begin a new program. The more recent trends reported
are more likely representative of budget
changes to more mature and established
programs. And while the reach of quitlines achieved historically high levels in
FY 2009, reaching a median of nearly 1.2
percent of all smokers, that remains far
short of the 6 percent goal recommended
by the CDC’s Best Practices for Comprehensive Tobacco Control Programs.10
As noted by the CDC, “quitlines are
effective in increasing successful quitting and have the potential to reach large
numbers of smokers.”10 Further, the U.S.
Public Health Service states, “quitlines
significantly increase abstinence rates
compared to minimal or no counseling interventions” and “the addition of quitline
counseling to medication significantly

improves abstinence rates compared to
medication alone.”3 In summation, quitlines work—they save both lives and
money.
While federal and state economic and
budgetary conditions are difficult,16 the
resources do exist to fully fund quitlines
and comprehensive tobacco control programs. CDC recommends states invest
$15-20 per capita for comprehensive tobacco control programs, including $2.19
per capita for quitines.10 According to a
recent report on how states are spending the money collected each year from
the Master Settlement Agreement and
other tobacco tax revenues, in “Fiscal Year
2010, the states will collect $25.1 billion
from the tobacco settlement and tobacco
taxes. They will spend just 2.3 percent of
it—$567.5 million—on tobacco prevention and cessation programs.”14 And only
a fraction of this inadequate level of total
spending on tobacco control programs
will be spent on tobacco quitlines (see
Figure 1).
Furthermore, CDC’s recommendation for reaching at least 6 percent of
tobacco users is attainable if states make
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adequate investments. This is based on
sound science and real-world experience
from states that have made the necessary
investments and have achieved or even
exceeded CDC’s recommended levels of
reach (levels that are minimums and that
states should aim to exceed if possible
for maximum public health benefit). Several states have exceeded these recommended levels of reach in 2009 including
South Dakota, Montana, and Colorado.11
The money exists to invest in a robust,
national network of state-run quitlines.
There is evidence to support this investment in terms of its effectiveness, both
from a clinical and a cost perspective.3, 10
Failing to maintain and enhance our national investment in quitlines makes it
even more difficult for our nation to meet
its goals of reducing smoking prevalence
among adults,17 achieving the associated population and individual health
improvements, as well as the budgetary
benefits of this prudent investment.
Therefore, in order to sustain and enhance funding and support for quitlines,
and fully realize the benefits of population-level tobacco control policies such as
increasing excise taxes on tobacco products,18 we recommend states dedicate
a percentage of the revenue generated
from any tobacco tax increase for comprehensive state tobacco control programs.
Prevention and cessation programs, as
well as services that include quitlines as
a critical component of their infrastructure, are included as part of this recommendation. With the evidence from the
recent federal tax increase, we know a
substantial increase in the price of tobacco products generates greater interest in
quitting and calls to quitlines. Based on
the experience of states like Maine, we
also know that dedicating tobacco tax
revenue increases for comprehensive to-

bacco control programs works, when revenues are used for prevention, cessation,
and quitline services. Maine was able to
make sufficient investments in its quitline
and was the first state to achieve a reach
of 6 percent.10, 19 Further, with more states
expected to enact tobacco tax increases
this fiscal year to address ongoing budget shortfalls, this will only generate additional call volume for quitlines. Quitlines
will need additional financial support to
meet this likely increase in demand for
quitline services. Otherwise, tobacco tax
increases without support for programs
to help people quit will not maximize either their fiscal or health benefits, leaving
those individuals most affected by the tax
increase without the support they need to
break their addiction to tobacco.
Together, these trends and the new
survey data suggest that while the
national network of state quitlines has
made tremendous progress since it was
launched nationwide five years ago,
there is much progress still to be made.
Furthermore, the progress that has been
achieved is being put at risk by decreases
in funding which, ironically, occurs at a
time of record utilization of quitline services. Therefore, sustained and adequate
funding for quitlines is a smart investment
for state officials who want to improve the
physical health of their citizens and the fiscal health of their state treasuries.
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