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In 2019, an unheralded but remarkable milestone was achieved – the National Quitline 

Network (1–800-QUIT NOW) received its ten millionth call1. This evidence based 

treatment, available in all 50 states and US territories, has helped millions of smokers since 

its inception. The history of the development of this population-based approach to reducing 

tobacco use deserves recounting and analysis as it provides both a model for implementing 

other bold public health actions and clues to how quitlines can have even greater impact. 

This commentary in this theme issue of the American Journal of Preventive Medicine 
describes the establishment of the United States Tobacco Quitline Network, reviews the 

current status and effectiveness of state-based quitlines, and explores the potential of 

quitlines to accelerate the elimination of tobacco use in the United States.

Establishing the National Tobacco Cessation Quitline Network

In 2002, the Secretary of the U.S. Department of Health and Human Services (HHS), 

Tommy Thompson, established the Subcommittee on Cessation, the first and only 

subcommittee of the HHS Interagency Committee on Smoking and Health. Secretary 

Thompson challenged the subcommittee to develop recommendations to markedly increase 

rates of tobacco cessation in the United States. Amongst its 10 key recommendations, the 

subcommittee proposed that HHS establish a National Tobacco Quitline Network – a single 

nationwide 1–800 portal providing uniform access to the state quitlines in existence at that 

time. The National Tobacco Quitline Network now provides telephone cessation services to 

individuals in all states and territories, ensuring universal access to this evidence-based 

treatment option. This nationwide effort was launched in 2004 with funding from the United 

States Centers for Disease Control and Prevention (CDC) and the National Institutes of 

Health via the National Cancer Institute, which together contributed approximately $50 

million in initial funding for 1–800-QUIT NOW.

Quitlines Today

State Quitlines share core characteristics that have advanced the chief goal set by Secretary 

Thompson: to increase tobacco cessation in the United States. They are science-based and 
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research over the past two decades shows that quitlines consistently increase a smoker’s 

likelihood of successfully quitting. A United States Public Health Service Clinical Practice 

Guideline meta-analysis in 20082 documented that quitlines increased overall quit rates by 

about 60% when compared to minimal counseling, no counseling, or self-help Further, these 

analyses showed that effectiveness was further enhanced when FDA approved smoking 

cessation medications was also provided to callers. Finally, quitlines are highly cost-

effective3,4. In fact, their cost-effectiveness compares favorably with other population-based 

strategies such as digital interventions, as well as hypertension and cholesterol control 

strategies.

The effectiveness of quitlines may arise from their capacity to efficiently deliver the key 

elements of evidence-based treatment for smoking, as recommended by the 2008 PHS 

Clinical Practice Guideline for Tobacco Use and Dependence and reinforced in the 2020 

Report of the Surgeon General5. Such treatment involves the contributions of trained 

counselors who, in most states, coordinate the provision of FDA approved pharmacotherapy, 

the combination of counseling and pharmacotherapy has been shown to be both effective and 

cost-effective6.

Quitlines are not only effective and cost-effective, they have extraordinary reach into the 

smoking population as there are few barriers to their use: they typically require no travel, no 

insurance, and are free to the user. These advantages have led about half a million callers to 

contact the quitline each year7. These features also make them especially accessible to 

populations that have a high smoking prevalence and that have a dearth of other smoking 

treatment options: i.e., individuals living in poverty, those who have psychiatric diagnoses 

such as substance use disorders, and those who are uninsured.

The population impact of quitline treatment has been very successfully enhanced by media 

campaigns that have markedly increased calls to the quitline8,9. Tips From Former 

Smokers® (“Tips®”), the CDC’s national media campaign launched in 2012, has been 

especially effective in motivating smokers to call the quitline10,11. Analyses of Tips® have 

demonstrated strong evidence of quitting, with excellent return on investment. Such success 

is no doubt due, in part, to the quitline’s single, nationwide portal (1–800-QUIT NOW). 

Importantly, underserved populations can be targeted by such national media 

campaigns10,12, resulting in enhanced quitline contacts by such populations13. Thus, the 

combination of barrier free, easy access, and targeted promotional activities likely accounts 

for quitlines’ extraordinary reach into populations that are typically medically underserved; 

50% or more of callers to the quit line are uninsured or receive Medicaid14,15.

The reach and effectiveness of quitlines reflects their funding support. There is a clear 

correlation between funding of quitline services and promotion on the one hand and quitline 

use on the other. While federal support of the quitlines has been ongoing, funding by states 

has varied across time and states. Research shows that states that boosted funding for 

quitline services and promotion (e.g., New York, Maine)14,16, typically saw substantial 

increases in call volume, sometimes rising to 3% to 5% or more of adult cigarettes smokers 

per year versus an average of 1% nationwide11. However, the converse is also the case; when 

quitline funding decreases, call volume and quitline use declines. In addition to funding that 
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supports quitline services and promotion, other tobacco control policy actions also affect 

quitline utilization. For example, in Wisconsin, two approximately contemporaneous actions 

markedly increased quitline utilization; viz. a substantial increase in the state cigarette excise 

tax and enactment of a comprehensive statewide smoke-free indoor air law17. In the first 

three months of 2008 following the implementation of these policies, the quitline received 

over 30,000 calls. Previously, calls had averaged 10,000 across an entire year. This 

reinforces the message conveyed by other evidence: the public health impact and reach of 

quitlines can be dramatically enhanced by funding and policy actions5.

Quitlines’ ubiquitous availability and absence of barriers allow them to serve multiple roles 

in tobacco use treatment18, including serving as important ‘treatment extenders’ in 

healthcare settings. About 75% of adult cigarette smokers have at least one primary care 

healthcare visit in any given year19 and quitlines can provide a referral option when clinical 

staff are reluctant or unable to intervene themselves extensively with patients who smoke. 

Ideally, the quitline should be offered with complementary support from clinical staff such 

as medication or follow-up counseling and medical management. Finally, in recent years, the 

quitlines have served as conduits to additional, diverse forms of tobacco treatment that are 

offered by quitline providers. These include websites and text-based interventions, which 

many state quit lines make freely available.

Innovations and the Future of Quit Lines

While quitlines already play a vital role in tobacco treatment, reaching an estimated half a 

million cigarette smokers in the United States each year, they have the potential to play an 

even bigger role in reducing tobacco use, costs, and disparities. Fax referral has been widely 

used to link patients who smoke with quitlines in healthcare settings, however, recent 

research indicates that quitline referral and use is enhanced by newly developed electronic 

health record (EHR)-based referral methods (“eReferral”), which can increase quitline 

referrals 3–6-fold20,21. Moreover, eReferral systems such as interoperable closed loop 

feedback return quit line treatment outcomes to referring healthcare systems and clinical 

personnel via EHR messages21,22. Such innovations serve to more fully integrate quitline 

treatment with the patient’s ongoing healthcare. Minimally, this serves to remind busy 

clinicians to follow up and address a patient’s tobacco use. Strategies such as warm handoffs 

(i.e., in which a healthcare clinician contacts the quitline and connects a patient directly to 

its services during a healthcare visit)23 also appear to increase patients’ engagement in 

quitline services21. In sum, more widespread implementation of eReferral and warm handoff 

strategies can further drive quitline utilization and reduce tobacco use prevalence and harms.

Quitlines also present a tremendous research opportunity. As demonstrated in this theme 

issue of the American Journal of Preventive Medicine, because quitlines can effectively 

engage underserved, priority populations, they offer the opportunity to develop and evaluate 

the effectiveness of tailored interventions for different sub-groups of tobacco users, 

including nondaily smokers, dual users of cigarettes and e-cigarettes, youth, underserved 

smokers, and e-cigarette users. In addition, because many quitlines offer multiple forms of 

intervention, they offer the opportunity to use factorial experiments24 to determine which 
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combinations of treatment resources (e.g., quit line counseling, websites, text messaging, 

social media, adjuvant cessation medications) work best for which users.

While existing quitline treatment is certainly cost-effective and clinically effective, evidence 

shows that they could have a greater population-based impact with expanded funding for 

both quitline research and, in particular, quitline treatment services. As noted previously, 

communication campaigns can greatly increase quitline use7,8, including use by priority 

populations with limited tobacco treatment options (e.g., the poor, the least educated, and 

those with comorbid psychiatric and substance use diagnoses)2. Such populations tend to 

have high smoking prevalence and to suffer disproportionate harms from smoking. Thus, 

additional targeted communication campaigns would be an important means of addressing 

widening and refractory tobacco related disparities. In addition, research shows that 

increasing the intensity or service provision of quitline treatment can meaningfully enhance 

effectiveness; e.g., using combination nicotine replacement therapy instead of monotherapy 

increases long-term abstinence rates22 as does using 3 or more counseling calls versus 

fewer2. States, however, have frequently been forced to limit the comprehensiveness of their 

quitline services, including the number of counseling calls, typically because of budget 

constraints25.

Quitline treatment pays high health and economic dividends to tobacco users, health 

insurers, and society at large. Over the last 15 years, countless individuals have sought out 

this treatment resource, generating over 10 million quitline calls. Yet, quitlines still reach 

only about 1% of individuals who smoke in the United States, which is unfortunate given 

that the means of increasing quitline reach are known and highly feasible. Quitlines are 

certainly a resource that merits continued and enhanced support at the national and state 

levels to bring more evidence-based treatment services to individuals who smoke and want 

to quit.
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