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Abstract

Background—Puerto Rico (PR) has a lower smoking prevalence than the United States (14.8% 

vs. 21.2%, respectively); nevertheless, the five leading causes of death are associated with 

smoking. There is a need to implement evidence-based tobacco control strategies in PR.

Objectives—The Outreach Pilot Program (OPP) was designed to engage communities, health 

professionals, and researchers in a network to advance health promotion activities and research to 

increase the use of the PR Quitline (PRQ) among smokers and promoting policies in support of 

smoke-free workplaces.

Methods—Using community-based participatory research (CBPR) methods, the OPP mobilized 

a network of community and academic partners to implement smoking cessation activities 

including referrals to the PRQ, adoption of evidence-based smoking cessation programs, and 

promotion of smoke-free legislation.

Results—Eighty organizations participated in the OPP. Collaborators implemented activities that 

supported the promotion of the PRQ and smoke-free workplaces policy and sponsored yearly 

trainings, including tobacco control conferences. From 2005 to 2008, physician referrals to the 

PRQ increased from 2.6% to 7.2%. The number of annual smokers receiving cessation services 

through the PRQ also increased from 703 to 1,086. The OPP shepherded a rigorous smoke-free 

law through participation in the development, promotion, and implementation of the smoke-free 

workplaces legislation as well as the creation of the PR Tobacco Control Strategic Plan, launched 

in 2006.

Conclusions—This project demonstrates the feasibility of developing a successful and 

sustainable community-based outreach program model that enlists the participation of academic 
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researchers, community organizations, and health care providers as partners to promote tobacco 

control.

Keywords

Smoking cessation; quitlines; community outreach; community-based participatory research; 
health disparities

BACKGROUND

Although the prevalence of smoking in Puerto Rico (PR) is lower than in the United States 

(14.8% vs. 21.2%),1 the public health burden of smoking in PR is substantial. Recent data 

show that three of the five leading causes of death in PR are associated with smoking.2 

Relative to the United States, several unique smoking-related health disparities exist.3 For 

example, the incidence of tobacco-related oral and pharyngeal cancers among men in PR is 

higher than among Hispanic, non-Hispanic Black, and non-Hispanic White men in the 

United States.4 In fact, oral cancer incidence among men in PR is the highest in the Western 

hemisphere (10.6 per 100,000).5 Despite the clear need for evidence-based tobacco control 

interventions, access to smoking cessation treatment and promotion of smoke-free 

environments in PR was limited. According to the Puerto Rico Substance Abuse Treatment 

Needs Assessment Study, 98.2% of the women and 82.3% of the men in need of substance 

abuse treatment, including tobacco cessation, receive no services for their substance use.6 

Additionally, legislation did not cover all workplaces, such as casinos and some restaurant 

areas. Thus, a more comprehensive policy was needed to protect both employees and 

nonsmokers from the negative consequences of second-hand smoking.

In response to the need for greater access to and availability of tobacco control interventions, 

the PR Outreach Pilot Program (OPP) was developed. Strategies to address the gap in 

tobacco control included establishing a collaborative network among diverse organizations 

in PR to advocate for tobacco control initiatives, increase use of the PR Quitline (PRQ), and 

promote a comprehensive workplace smoke-free policy.

Smoking Cessation Quitlines

Smoking cessation significantly reduces the risk of suffering from smoking-related illness 

and death.7–9 Both the U.S. Centers for Disease Control and Prevention and the Treating 

Tobacco Use and Dependence Clinical Practice Guideline have identified smoking cessation 

quitlines as efficacious, cost effective, and successful at increasing the reach of cessation 

treatments.7,10–13 The telephone counseling provided by quitlines can overcome many of the 

barriers to obtaining adequate health care often faced by smokers.14 Telephone counseling is 

convenient for delivering person-to-person behavior change interventions and has the 

potential to reach a large number of smokers. Telephone counseling is also cost effective 

and inexpensive relative to in-person interventions. It often is free for the patients (as in PR); 

requires less time commitment than other approaches; overcomes geographic isolation; 

requires no travel, childcare, nor parking; and is offered in Spanish. The standard quitline 

telephone counseling has some distinguishing features including proactive counseling, a 

structured counseling protocol, and relapse-sensitive scheduling.15,16 The content of the 
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counseling addresses both behavioral and cognitive issues the individual smoker faces in an 

attempt to quit. With the aid of U.S. Centers for Disease Control and Prevention funding, the 

PR Department of Health established the PRQ, which began operations in late December 

2004. The PRQ is a member of the North American Quitlines Consortium and provides free, 

proactive telephone counseling to all PR smokers interested in quitting.17

Unfortunately, quitlines are often grossly underutilized, in part owing to a lack of health care 

and community awareness of the PRQ phone number and the kind and quality of services 

available through them, especially in the absence of expensive advertising campaigns.18–21 

Other barriers to quitline use include the need of multiple sessions of telephone counseling, 

which in turn requires regular and private access to a telephone, as well as other resources 

that are not available to all smokers.22 Addressing this lack of knowledge and credibility 

could significantly boost the proportion of smokers who are able to successfully quit when 

regularly referred by the health care community. One way to increase the reach of these 

services is to harness the health care system to identify and refer smokers to quitlines 

proactively.12,23 Recognizing the potential of quitlines for improving smoking cessation in 

PR, the OPP sought to enhance awareness and use of the PRQ among smokers and increase 

referral to quitlines among health care professionals.

Although media campaigns are an effective strategy for generating calls to quitlines,24–28 

they are often costly and produce temporary rather than sustained increases in calls.24,29–33 

Thus, alternative strategies for increasing awareness and use of the PRQ were necessary. 

The development of community and health care partnerships can facilitate the dissemination 

of evidence-based health promotion interventions including tobacco quitlines.34–42 

Organizations that include tobacco cessation and control in their own strategic plans and 

goals and who have direct and frequent contact with the community are ideally suited to 

participate in such efforts.

Workplace Smoke-Free Policy

Previous studies have demonstrated that workplace smoking bans decrease smoking 

prevalence and intensity, and increase cessation. A meta-analysis of 26 studies revealed that 

smoking prevalence decreased by 3.8%, and cigarette consumption by 3.1 cigarettes per day 

after implementation of bans.29–33 Moreover, Healthy People 2010 included a goal to 

increase smoking bans to cover 100% of all workplaces.34 Thus, another goal of the OPP 

was to advocate for policies to ban smoking in all workplaces in PR. Our approach was 

consistent with those recommended by the literature. Evidence suggested that the likelihood 

of local policy adoption of smoking-related laws is higher when the local health community 

promotes these efforts.43 We used the evidence-based recommended approaches described 

to promote smoke-free workplace policies.44,45 OPP staff and network members helped 

author the current legislation; we participated in public hearings in both chambers and also 

developed and distributed educational materials to increase awareness in the community 

regarding the importance and public health impact of smoke-free workplace legislation. The 

OPP also worked with policy makers and advocacy community members to recruit more 

volunteers to promote the smoke-free workplace legislation.
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METHODS

OPP Overview

CBPR and capacity-building models guided the development of the network and the 

implementation of OPP activities34–42 (Table 1). The OPP sought to work within the 

existing community, health care, and government organization infrastructures to increase the 

sustainability of outreach efforts. The CBPR approach helped to ensure that the needs, 

interests, and values of the community were reflected, that programs were adapted and 

delivered in a culturally competent manner improving the likelihood of dissemination and 

sustainability.35–40,43–45 An OPP guiding principle was that activities reflect evidence-based 

approaches shown to affect behavior change. Smoke-free public policies and quitlines have 

demonstrated efficacy for increasing smoking cessation and secondhand smoke 

exposure12,29,43–45; and increasing awareness, promotional campaigns, and partnering with 

health care providers increase quitline calls.24–28,35,46–48

The OPP carried out the following types of activities: 1) Network development, 2) research, 

3) training and education, and 4) community awareness. Following the CBPR model, 

community organizations played an active role in defining the problem, choosing 

intervention approaches, determining program activities, collecting data, and evaluating and 

disseminating findings. OPP partners shared objectives, plans, and reported activities with 

the PR Department of Health Tobacco Control officials, the PRQ administrators, and the 

community during national and local conferences and local community based organization 

meetings. Additionally, we used existing dissemination infrastructures, such as network 

organizations web pages, to disseminate the PRQ information. Data produced through OPP 

efforts provided needs assessment information necessary to identify priority populations in 

PR and continue developing efforts to promote the PRQ services.

Network Development—With funding from the National Cancer Institute, the OPP 

began in 2005 as a partnership between the University of Puerto Rico-Medical Sciences 

Campus, the University of Texas M. D. Anderson Cancer Center, and the Puerto Rico 

Department of Health. The OPP recruited a broad array of partner organizations that serve 

diverse populations in PR, and that would, in turn, identify additional partners and engage in 

cancer and tobacco control outreach activities, training/education opportunities, and public 

education programs implemented by the OPP.

Key leaders from identified organizations were invited to an initial network meeting as part 

of the 2005 Tobacco Control Summit (Cumbre de Tabaquismo 2005; CT05). This summit, 

organized by the Tobacco Control Office of the PR Department of Health since 2002, aims 

to educate and increase awareness of the tobacco use burden in PR and promote the 

dissemination of tobacco control evidence-based programs and policies in PR. The OPP has 

become an active supporter of this annual summit and has contributed to making it an 

opportunity for increased collaboration, education, training, and the development of new 

OPP activities around tobacco control. For example, during CT05 action groups were 

formed and were responsible for creating their own plans to promote and increase the use of 

the PRQ and to support smoke-free policy changes. These action groups also participated in 

the development of the overall strategic plan for future OPP activities. A steering committee 
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(SC) was created to guide and advise OPP activities including the identification of 

“champions” to support promotion of the PRQ and smoke-free workplaces legislation.

SC members were selected based on: 1) membership in a community-based or provider 

organization, 2) interest in becoming a member of the SC, and 3) network members’ 

acceptance and approval. The SC drafted the strategic plan for the OPP, oversaw action 

group activities, served as the organizing committee for network activities, and served as the 

liaison between the OPP staff and the community-based network partners. OPP staff 

facilitated network functioning by coordinating communication among network members 

and the SC, assessing network training needs, and developing and planning trainings for 

network members. OPP staff, along with network members, also created educational and 

promotional materials for the PRQ and helped to plan and organize the tobacco summits.

Research Activities—The OPP sought to build research partnerships, capacity and to 

conduct pilot studies which would lead to community-based participatory research in cancer 

control in PR. A major objective of the OPP was the creation of an infrastructure for future 

research, including academic–community partnerships. It was important to have the PRQ 

personnel and partners including the PR Department of Health, the American Cancer 

Society, the UPR Tobacco Control Center, and PR Lung Association and others take holders 

interested in policy research engaged as part of the OPP network and the planning stage 

period. For example, PRQ counselors, administrators, and data management staff received 

training to adapt the existing PRQ infrastructure for future research projects. The network 

policy working group received training in policy research, including process, impact, and 

outcome evaluations of smoke-free policies. The OPP also collaborated with community 

partners on the submission of research proposals. We conducted a pilot study to determine 

the feasibility of conducting an intervention trial for smoking cessation and alcohol use with 

the tobacco quitline. This provided data that supported a recently completed National 

Institutes of Health–funded research study.49 Building on the infrastructure developed 

during the pilot, we have conducted a number of other research studies with OPP partners. 

For example, we examined the demographic and smoking-related characteristics of the 

individuals served by the PRQ to better identify subgroups of smokers who may be 

underserved by this smoking cessation service.17 We also assessed the effect of the smoke-

free workplace policy on the exposition to secondhand smoke in restaurants, pubs, and 

casinos in PR.50,51

Training and Educational Interventions—The purpose of the OPP training and 

education activities were to build competencies in tobacco control for network members; 

develop training programs for health-care professionals particularly on system changes for 

tobacco cessation, and to develop and offer specialized training for the PRQ counselors. The 

OPP trained community leaders and stakeholders to increase the knowledge and skills 

needed to take action and to sustain tobacco control approaches over time. Trainings for 

health care providers focused on systems changes included a tobacco cessation toolkit 

designed to help physicians and other health professionals incorporate tobacco cessation 

strategies and system changes into their clinical practices.
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The OPP also conducted workshops for network members on methods of promoting and 

implementing evidence-based practices for tobacco control and effective strategies to 

promote smoke free workplaces policies such as: the support of key decision makers, 

emulation of comparable jurisdictions,52 alignment of the policy with the local political 

climate,53 the presence of “political entrepreneurs” and strong advocacy organizations.54,55 

Other approaches highlighted by a recent study56 were also used: 1) Having a “champion” 

who helped to carry an objective forward, 2) tapping into a pool of potential volunteers, 3) 

collecting and using local data as a persuasive tool, 4) educating the community in smoke-

free policy efforts, 5) working strategically in the local political climate, and 6) framing the 

policy appropriately.

Community Awareness—Community awareness activities included development of 

promotion and communication products, public education activities promoting the PRQ use 

for the general public and health professionals, and tobacco control and smoke-free 

workplace policy promotional activities. The OPP developed PRQ educational materials, 

referral materials, a health professional PRQ referral starting kit, newsletters, and web 

pages. The network worked extensively on the development of public service 

announcements and educational materials with the PRQ logo. These products also included 

messages in support of smoke-free workplace policy changes. OPP staff and network 

members helped to author the smoke-free workplace policy legislation, participated in 

public hearings, and developed and distributed educational materials to increase awareness 

in the community about the importance and public health impact of smoke-free workplace 

legislation. The OPP also worked with policymakers and advocacy community members to 

recruit more volunteers to promote the smoke-free workplace legislation.

RESULTS

Network Development and Evaluation

Forty-five representatives from 32 organizations participated in CT05 and chose to join the 

OPP network. Over the next 2 years, other partners joined to reach a membership of 80 

unique organizations. The SC included 12 members who met quarterly. The SC created the 

mission statement, by laws, and media press coverage plan. The SC also coordinated 

meetings, worked with budget allocations for network activities, and reacted to critical 

events during the smoke-free law approval process. The SC participated in the development 

of the PR Tobacco Control Strategic Action Plan. The SC held quarterly meetings; the 

network met twice a year. The network sustained momentum by regular communication and 

meetings with members, continued recruitment, and orientation of new members and new 

collaborations. For example, Telemedik, the company that administers the PRQ services 

through a contract from the PR Department of Health, established a close collaboration with 

the OPP. OPP staff provided Telemedik with training for PRQ counselors and consulting 

support for data management. Network members also promoted OPP goals and activities at 

their professional events, and provided input for program initiatives. The OPP conducted 

and evaluation of network functioning which included brief surveys57 and in-depth 

interviews with the SC members at the end of the project.
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The OPP developed a logic model that provided a framework for evaluation considering 

inputs, activities, and outcomes. Inputs are the resources used to accomplish the goals of the 

OPP and include OPP researchers, community and other partners, the SC, students and 

community volunteers, and other community partners. The activities (network development, 

research, training, and education) targeted health care organizations and providers and 

community organizations. The “Output” section of the logic model includes the immediate 

products, capacity, programs, and new resources produced by OPP activities. The network 

development activities were designed to produce a cooperative partnership with a common 

mission—to reduce tobacco use-related disparities in PR through the implementation of 

effective tobacco control programs and policies in PR. Metrics to assess success in these 

areas included the tobacco control strategic plan, the maintenance of the network over time 

and the passing of smoke-free workplace legislation. Research activities were designed to 

build infrastructure, collaborations, and capacity for conducting CBPR and to pilot test 

certain approaches. Metrics used to assess outcomes for research included successful 

implementation of pilot studies, successful grant applications, and publications. Training, 

capacity building, and educational activities were designed to increase provider and 

community-based organization motivation and competence to implement evidence-based 

tobacco control interventions, like the promotion and referral to the PRQ. Metrics included 

participation and evaluation of trainings.

Research Activities

As noted, most research activities centered on building infrastructure and capacity for 

research with the PRQ. Quitline data indicated that 4,034 smokers chose to receive the PRQ 

cessation services between 2005 and 2008 (Table 2). The number of annual smokers 

receiving cessation services increased from 703 in 2005 to 1,086 in 2008. Although it is 

impossible to attribute increases in PRQ calls solely to OPP efforts, observational data 

provide some evidence of OPP impact on PRQ calls. For example, promotional efforts 

demonstrated the feasibility and effectiveness of using approaches other than mass media 

advertising to increase calls. In the period from 2005 to 2008, referrals to the PRQ from 

physicians increased from 2.6% to 7.2% and brochure referrals from 1.4% to 4.6%.

The creation of the infrastructure for evaluating the usage of the PRQ including 

documentation of referral source of participants set the groundwork for future research 

projects. For example, during the second and third years of the OPP, the PRQ started 

collaborating in a clinical trial pilot project,58 which evolved into a full-scale research 

project for tobacco and alcohol use treatment. In 2008, the PR Department of Health 

Tobacco Control Office hired an epidemiologist to monitor PRQ use. The PRQ captured 

data on tobacco use and demographic characteristics. These were periodically compared 

with data from the Behavior Risk Factor Surveillance Survey and presented at annual 

tobacco summits. The OPP used this information to target tobacco control activities. Some 

OPP decisions in response to such data included are vision of the webpage, building a 

Facebook page, and increasing public service announcements aimed at youth.

The OPP has conducted research related to the impact of the smoke-free legislation in 

collaboration with the Medical Sciences Campus at the University of Puerto Rico, Graduate 
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School of Public Health’s researchers and the PR Department of Health.50,51 These studies 

showed that the implementation of the smoke-free workplace ban in 2007 resulted in a 

significant reduction of the exposure to secondhand smoke to casino, pubs, and restaurant 

workers in PR.

Research activities also resulted in the renewal of the OPP with an expanded scope to 

include studies related to human papilloma virus vaccine uptake and breast and cervical 

cancer screening. Another important success was the use of the OPP infrastructure as a 

venue for the planning and development phases of the PR Cancer Control Plan.

Training and Education

OPP and the Puerto Rico Department of Health joined efforts in the organization of CT05, 

which led to subsequent meetings and summits in 2006, 2007, and 2008. Initially, the OPP 

staff took primary responsibility for organizing the summits, but by 2008 the network 

partners, in conjunction with the Department of Health, took full responsibility for planning 

and implementing these summits. As suggested by the SC, the priority population for the 

summits was expanded in 2008 to include international expertise and representatives from 

outside PR (other Latin American countries, Spain, Canada, and the United States). As part 

of the capacity-building efforts among network members and their collaborators, the OPP 

developed and delivered four 4-hour workshops for approximately 200 healthcare 

professionals each during 2006 and 2007. An initial 4-hour workshop was conducted among 

health care providers with a focus on how to implement system changes, including using 

traditional recommendations such as the 5As (Ask, Advise, Assess, Assist, and Arrange) for 

helping smokers, but also incorporating strategies for connecting smokers directly to the 

PRQ.59–73 After the initial workshop, additional trainings were conducted reaching 

approximately 700 health care providers in different geographical areas of PR.

Finally, the OPP conducted three 1-day trainings for PRQ counselors during which 20 

counselors were trained. In our efforts to incorporate evidence-based practices for smoking 

cessation in the regular PRQ services, we sponsored trainings and workshops on 

motivational interviewing techniques70,71 for PRQ counselors. To evaluate these efforts, the 

PRQ incorporated the use of additional measures to assess factors relevant to the 

motivational interviewing intervention as well as several measures to assess barriers to 

cessation for Puerto Rican patients (e.g., stage of change, motivation, alcohol and tobacco 

use history, abstinence at 3 and 6 months, Interpersonal Support Evaluation List, and 

Smoking Self-efficacy Scale). These measures were administered at baseline, at several 

points during treatment, and at follow-up. The PRQ supervisor observed an increase in 

counseling skills and confidence among PRQ counselors after motivational interviewing 

training (personal communication). OPP staff also provided training and technical support in 

data collection and management to the PRQ staff. Since OPP started collaborating with the 

PRQ, their annual reports demonstrated improvements in the quality of data and data 

management processes, specifically improving their follow-up rates. For example, missing 

data decreased over time. PRQ records indicated that approximately 60% of data was 

complete in 2005 and this increased to 87% in 2008.
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Community Awareness

Because there were no promotional materials available to increase awareness of the PRQ, 

the OPP designed a PRQ logo, which incorporated the PRQ 1–877 number and was 

approved by the Puerto Rico Department of Health. A variety of materials that included the 

PRQ logo were developed and distributed (i.e., 5,000 brochures, 5,000 flyers, 300 

umbrellas, 300 key chains, 300 executive portfolios, 5,000 business cards, 300 card holders, 

500 prescription pads, 5,000 vital signs identification stickers, 300 press kits, 300 posters, 

and 300 tote bags) during training, educational, and promotional activities. The awareness 

efforts generated calls to the PRQ and results can be seen in Figure 1. In addition, 15 

network organizations included the PRQ promotion information in their organizations’ 

websites, pay checks, and newsletters. Seven network members have also adopted the PRQ 

as its primary resource for smoking cessation referrals for their clients and employees in 

their institutions’ tobacco cessation programs. From 2005 to 2008, the OPP distributed four 

issues of a newsletter by mail to network members and health care providers for a total of a 

1,000 newsletters mailed for each issue. Two 30-second public service announcements pots 

were created for television and three 60-second spots were developed for radio. The entire 

budget for this project was $50,000 per year for 3 years. The University of Puerto Rico 

committed an additional $50,000 of in-kind resources for salary and materials for the 

development of this project.

OPP network members and collaborators implemented educational and awareness activities 

primarily promoting the PRQ and the smoke-free legislation in more than 400 community 

events and professional presentations reaching diverse audiences, including cancer 

researchers, physicians, other health care personnel, educators, health communicators, 

community-based organizations, the media, and the PR community in general. Figure 

1illustrates the network’s sustainability efforts after the culmination of the OPP.

Perhaps the most important and sustainable result of the OPP efforts was in the area of 

public policy. OPP staff and network members participated in public hearings, providing 

scientific evidence and education to legislators and their staff about the negative health risks 

and the societal consequences associated with smoking and exposure to secondhand smoke. 

OPP staff also provided input on the content of the smoke-free workplaces bill that was later 

enacted into law.74 These efforts contributed to establishing a law which banned smoking in 

all PR casinos, bars, restaurants, pubs, and in vehicles with any passenger under the age of 

13.

DISCUSSION

Firmly grounded in principles of CBPR, the OPP convened and mobilized a network of 

academic, community, and health service partners to engage in tobacco control efforts. The 

core activities of the OPP were designed to increase Network capacity to deliver effective, 

culturally appropriate, and evidence-based tobacco control interventions and promote the 

use of the PRQ and the smoke-free legislation. Mobilizing and building capacity in existing 

organizations increases the potential for sustained community action far beyond the 

timeframe of any single project.35,41 Clear evidence of sustainability is that the ongoing 

Outreach Network in PR is currently leading and sustaining several of the programs created 
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and implemented during the Outreach Pilot and we continue to advance cancer control 

research and intervention delivery in PR as a network.

The integration of the network activities within the working plans of the network members’ 

organizations helped to sustain the effort. The continued capacity building of health 

professionals was also very important in the sustainability of referrals to the PRQ efforts. 

The policy working group was adopted by the Tobacco Control Office and served to consult 

on ongoing tobacco control policy evaluation and creation of new policy projects.

Despite political instability and the recent economic crisis, the OPP continued to implement 

activities in support of program goals. The challenges served as an impetus for careful 

planning and coordination of tobacco control activities with all network members to 

optimize limited resources and avoid duplicated efforts. This close collaboration also 

resulted in a strengthened network.

Community-based outreach programs have tremendous potential for positively influencing 

tobacco control efforts. Outreach activities can serve as a bridge to bring organizations 

together under a common goal, and by doing so, can amplify the efforts of each individual 

organization through greater reach and repetition of critical health messages. Such programs 

can influence public policy, provide critical training in tobacco control, and increase the 

utilization of treatment programs. Further, by utilizing a community-based participatory 

approach, outreach programs can ensure that they achieve these objectives in a manner that 

is culturally sensitive and relevant for the local community. The OPP yielded major 

accomplishments in each of these domains.

Perhaps the two most important accomplishments of the OPP were the creation and 

maintenance of a network of more than 80 diverse organizations who committed their efforts 

toward reducing tobacco use, and the shepherding of workplace smoke-free policy in PR. 

The OPP also succeeded in training more than 700 physicians, dentists, and other health care 

professionals in implementing system changes for tobacco cessation into clinical practice, 

and utilizing the PRQ as a primary resource for cessation. Research activities conducted in 

collaboration with the PRQ revealed a shift in the source of PRQ callers away from costly 

mass media promotion, toward a greater proportion of callers referred through their health 

care providers and via low-cost print materials.

Finally, the prevalence of smoking among adults in PR declined from 14% in 2005 to 11.6% 

in 2008. These changes cannot be attributed totally to the OPP efforts, but can be attributed 

to the sum of all tobacco control efforts in PR. Our tobacco control effort in PR stands in 

stark contrast with the United States, where smoking prevalence rates have stagnated over 

the last decade at a rate of approximately 20%. The experience and evidence from the OPP 

indicate that a community-based outreach program can result in meaningful, real-world 

change in tobacco use, the leading preventable cause of death and disability in the United 

States.
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Lessons Learned

Lessons learned during the OPP included the realization that the inclusion of additional 

partners (healthcare providers were highlighted as a key group to incorporate into the 

network) into the OPP would broaden the initiatives beyond the promotion of the PRQ and 

support and promote the smoke-free ban. The OPP use CBPR principles to align their 

objectives and aims with the interests of the network and collaborators, and also help in the 

dissemination of results to fulfill the need to expand activities to multiple geographical 

locations (i.e., beyond the major population center of San Juan). Network members also 

identified several challenges: time constraints, limited funding to implement outreach 

activities, tobacco control was not always perceived as a priority by managers and perceived 

lack of professional competence in tobacco-related topics. Additionally, network 

participants recommended continuing providing information regarding tobacco-related 

research and other accomplishments by collaborators, integrating tobacco awareness within 

other chronic diseases campaigns throughout the year, and continuing trainings on evidence-

based practices for tobacco control.

There is powerful evidence that comprehensive tobacco control programs effectively reduce 

tobacco use, but such progress can be halted or even reversed when programs are reduced or 

discontinued. The description of the development and implementation of the OPP provides 

an example of how community networking is feasible, sustainable, and can contribute to 

tobacco control. Empowering community organizations to take action via networking, 

education, research, and the provision of tangible solutions for service provision not only 

increase awareness of such services, but may also facilitate larger changes in tobacco control 

efforts throughout society. By working with existing organizations using a community-based 

participatory approach and by modifying program goals based on community input, OPP 

helped ensure that the tobacco-control activities carried out in PR were relevant and 

appropriate to community needs and capacity, as well as sustainable. Importantly, network 

members also reiterated that an outreach program’s sustainability relies on building the 

capacity of its members. Community networks such as the OPP should continue to be 

analyzed in terms of their governance, accountability, operations, risks, and benefits.
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Figure 1. Total annual calls, referrals, and registered smokers to the PR Quitline, 2005–2012
Note: Referrals are the sum of the physicians’ and brochure referrals to the PRQ because 

these two activities were directly related with the OPP efforts.

Díaz-Toro et al. Page 16

Prog Community Health Partnersh. Author manuscript; available in PMC 2014 November 19.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Díaz-Toro et al. Page 17

Table 1

Project Phases and Timeline (September 2005 to August 2008)

Phases Activities

Phase 1: Pre-project

 October 2004–January 2005 Initial CBPR workshop with candidates’ partners: Community identification, consultations and 
participation in defining the problem, choosing intervention approaches, determining project activities. 
Proposal design, proposal writing and submission. Develop evaluation instruments and logic model.

 September 2005 Pilot OPP granted: Receiving funding. Refine study and procedures based consultant recommendations 
and findings, IRB approval for special activities, Design material for trainings and promotion activities. 
PRQ Counselors training.

Phase 2: 0–3 months

 November 2005–December 2005 Summit 2005: Key leaders from identified organizations were invited to an initial network development 
activities in how to promote the PRQ and the smoke-free policy efforts.
First official OPP Network meeting: Steering committee and action group were developing. Training in 
collecting the data and evaluating findings and disseminating results and smoke-free policy promotion. 
Writing of the PR smoke-free workplaces legislation project.
PSA media tour promoting the PRQ and smoke-free legislation.

Phase 3: 4–25 months

 January 2006 Participation in the smoke-free workplaces legislation public hearings and promotion activities and 
media tour.

 February 2006 Summit 2006: Research activities evaluation of secondary data analysis from the BRFSS and PRQ to 
drive the PRQ promotion efforts, training and education activities for network members and health 
professionals in how to promote and refer smokers to the PRQ.

 March 2006 Approval and PR governor sing of the smoke-free workplaces legislation in PR.

 April 2006 PRQ counselors MI trainings.

 May 2006 Development and submission of new alcohol and tobacco control pilot trial with the PRQ grant 
proposal.

 June–February 2007 Evidence-based practices for tobacco control trainings for the network.
Implementation activities for promoting the smoke-free law with youth and the PRQ to health 
professionals.
Implementation of new alcohol and tobacco control pilot trial with the PRQ grant proposal.

 March 2007 Collecting the data of pre-legislation implementation findings in restaurants and casinos.

 April 2007 Implementation of the smoke-free workplaces law in PR.

 December 2007 Collecting the quantitative data about evidence-based practice implementation by the network, 
collecting qualitative data among the SC members to evaluate the OPP project development processes 
and evaluating pre and post legislation findings in restaurants and casinos.
Summits 2007: Ask, advice, connect training for health professionals and network members. 
Disseminating results of some network members’ dissemination activities in posters presentations.
Writing of the Smoking Cessation Coverage by all Health Insurance legislation project.

Phase 4: 26–36 months

 January 2008 Participation in the Smoking Cessation Coverage by all Health Insurance legislation public hearings and 
promotion activities.
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Phases Activities

 February 2008 Approval and PR governor signing of the Smoking Cessation Coverage by all Health Insurance 
legislation.

 March 2008 First anniversary of the PR Smoke-free law promotion activities and media tour.
PRQ counselors MI buster training.

 April–July 2008 Development of PSA short film and radio PRQ announcement.
Dissemination of preliminary results of OPP project and the tobacco and Alcohol treatment pilot trial.

 August 2008 Brief intervention for smoking cessation in 2008 Summit: International Tobacco Control PR Summit to 
disseminate the PR experience implementing the Smoke-free workplaces law and the OPP activities 
with other Hispanic countries.
Complete final evaluation, data analysis, and national dissemination of results.

Notes: BRFSS, Behavior Risk Factor Surveillance Survey; CBPR, community-based participatory research; IRB, institutional review board; MI, 
motivational interviewing; OPP, Outreach Pilot Program; PRQ, PR Quitline; PSA, public service announcement.
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Table 2

PR Quitline (PRQ) Referrals Sources by Year

How did you learn about the PRQ? 2005, n (%) 2006, n (%) 2007, n (%) 2008, n (%)

Physician referral 18 (2.6) 40 (3.6) 103 (9.1) 78 (7.2)

Family/friend 49 (6.1) 185 (16.6) 153 (13.5) 114 (10.5)

Mass media 510 (72.5) 819 (73.7) 717 (63.2) 716 (65.9)

Brochure 10 (1.4) 39 (3.5) 73 (6.4) 50 (4.6)

Other 116 (16.5) 28 (2.5) 88 (7.8) 128 (11.8)

Total 703 1,111 1,134 1,086

Note: Referrals are the sum of the physicians’ and brochure referrals to the PR Quitline because these two activities were directly related with the 
OPP efforts.
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