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Background:  Quitlines (QLs) provide a broad range of cessation support services primarily via the telephone. Services range from a single reactive coaching session provided at the time a caller reaches the QL, to multiple proactive counseling calls originating from the service provider over time. Most counseling is provided by paraprofessionals following a semi-structured protocol blending elements of several counseling theories (Stages of Change, Motivational Interviewing, Cognitive-Behavioral Therapy) with practical evidence-based advice and encouragement. Increasingly cessation medication is being integrated into service provision
,
, ranging from screening and decision support to fulfillment via direct mail order or pharmacy vouchers
.A strong evidence base supports QL efficacy and effectiveness
.   A 2004 Cochrane Review
 found a 1.56 Odds Ratio, overlapping with the NRT OR confidence interval
.  
Table 1 – Efficacy of NRT and Telephone Counseling – Cochrane Reviews
	
	ODDS RATIO 

(95%CI)
	AVG SAMPLES 

SIZE/TRIAL

	NRT (n=98)
	1.74 (1.64, 1.86)
	   385

	TC    (n=13)
	1.56 (1.38, 1.77)
	1,100


QLs often provide brief coaching to proxy callers such as friends and relatives, as well as healthcare providers. They also provide cessation materials, and referral to local resources.  Less research has been done on the effectiveness of these functions.

Significance:  Quitlines help increase the reach of evidence-based services by increasing convenience, anonymity, and providing multi-lingual services
. They improve linkages between pharmacotherapy and  behavioral and adherence support. They enhance population quit rates in clinical practices(e.g. from 4.1% to 13%
), worksites and geographic regions, both by direct effects for those calling as well as by secondary effects
 such as inspiring quit attempts in non-callers exposed to promotion and encouraging legislators to continue funding multi-component tobacco control programs. Some populations under-represented in cessation treatment are over-represented in state QL calls, such as the uninsured
 and African-Americans.
How delivered:  There is wide variation in who quitlines serve, and how they are delivered and financed. Quitlines have been set up to deliver services in municipalities, counties, states and at the national level. They also have been set up to provide services to healthplans, employers, and unions. QLs are delivered by a wide variety of service providers, including academic and healthcare institutions, governmental and philanthropic organizations, as well as private companies. Financing for the services is quite varied, including: state funding from tobacco taxes, Master Settlement and general funds; healthplan benefit coverage; employer coverage as a “carve-out”; federal funding to support state services; and philanthropic support underwriting indirect service costs, serving special populations and promotion. Based on evidence that end-user payment markedly decreases use
 very few QLs charge users.
There are increasingly sophisticated public-private partnerships extending the depth and breadth of services offered. Integration occurs at the state level, with another layer at the national level. Currently 46 states have operational quitlines, with the remainder expected to be operational in 2006. However, some of these QLs are supported completely by limited CDC funding. The NCI and CDC have collaborated with states to create a national network of quitlines, with a single number (1-800-QUITNOW) available as a portal that routes calls back to their respective state quitline. Some states are further collaborating with healthplans and businesses that provide and/or fund in-depth telephonic coaching services and full pharmacotherapy. In these states callers are triaged by the state-level quitline with warm transfer to the service provider for the healthplan or employer. The state line conserves limited resources for the provision of full proactive service and pharmacotherapy for the uninsured. States that do not have this form of relationship frequently titrate the amount of promotion done to ensure they have sufficient funds to provide service to callers. 
These ambitious, complex partnerships have been fostered by the creation of a North American Quitline Consortium
 which includes Federal agencies such as NCI and CDC, state  health departments and state-level foundations, service providers, and researchers. Limitations have included heterogeneity of funding at the state level, with some states providing limited services (ie a single call) with minimal promotion while some provide robust promotion and services (either through direct provision such as Maine, or via public-private partnerships). Call rates range from less than 1% of smokers/year7 up to over 8%
 at the state level. Some employers have reached into the 20% level, when combined with incentives. 
Another limitation of QLs is lack of awareness by smokers of their existence and effectiveness.
  In 2006, the American Legacy Foundation will run several pilots of an ambitious mass media campaign that will include promotion of the 1-800-QUITNOW number. If successful, this will be followed by a national media campaign.
Challenges for the future:  The National Action Plan
 anticipates that with unfettered access to counseling and pharmacotherapy coupled with robust promotion, 10% of smokers/year would use services with a 20% quit rate. This is a five to ten-fold increase over current use rates. From experience, this number appears achievable with improved funding and infrastructure development.
There are promising innovations that could increase reach, effectiveness and efficiency even further. These need additional development and research: 

1) Using a chronic care/disease management approach with quitlines, including:
a. Proactive outreach to high-risk populations where smoking status may be available. Initial results indicate >50% acceptance rates.
b. Long-term follow-up and open-ended treatment e.g. recurrent status checks with offers of re-enrollment for those who have relapsed
. 
2) Integration of phone services with other remote communication vehicles, such as:
a. Web-based tailored content and social interaction via chat and discussion functions, with iterative quit plan development tools. 

b. Text messaging, cell phones, e-mail
3) Further integration and innovation of pharmacotherapy and quitlines
a. Further experiments in promotion effects of brief courses of NRT

b. Tighter relationships with healthcare providers for Rx generation
c. Inter-relationships between medication and coaching

d. Testing of safety, efficacy and practicality of aggressive med approaches, including: combination & higher-dose therapy, initiation while smoking, new medications, “test kits”, and aggressive medication management 

4) Impact of “Ask-Advise-Refer” model with Quitlines used for referral on clinic system adoption versus traditional “5-A” model
 
5) Developing and testing improved and new behavioral interventions

a. Device-supported fading, 
b. Different theoretical approaches: CBT, MI, 3”T”s

c. Increasing call frequency or call time 
d. Relapse-sensitive vs recycle-sensitive timing of calls

6) Incentive programs such as “quit & win” and decreased health insurance premiums 

7) Cost-effectiveness of different promotional & service approaches

a. Quantify quit attempt increases from mass media vs healthcare promotion

b. CEA and ROI for likely high-yield populations such as COPD, obstetrics

8) Development and testing of proxy interventions
. Can ex-smokers and non-smokers improve basic support skills and serve as more competent resources to motivate and then support smokers attempting to quit? 

9) Experiments in coordination of public-private benefits to increase reach

a. Risk-based sharing of financing for service and promotion
b. Aggressive government-funded service – how does this impact healthplan/employer financing and delivery?

10) Sub-population tailoring of promotion and service
Finally, QLs are creating a remarkable infrastructure for theoretical and applied research in numerous disciplines. They are collecting uniform minimum datasets on hundreds of thousands of tobacco users attempting to quit each year. There is wide heterogeneity in recruitment and service strategies from state to state and institution to institution, providing numerous natural experiments. Because of the high volume of participants and computerized coaching support, QLs also provide opportunities for “easy” large-scale social science, health services, pharmacologic effectiveness and other randomized trials to test theoretical models as well as to conduct practical clinical trials relating to cost-effectiveness and equivalency of different approaches.
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