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Abstract
Objective—To provide an overview of the
California Smokers’ Helpline, an increas-
ingly popular telephone program for
tobacco cessation in California since 1992.
As many states, regions, and nations are
contemplating various telephone pro-
grams as part of large scale anti-tobacco
campaigns, this paper presents a practical
model.
Design—The Helpline provides Califor-
nians with free cessation services that
include counselling, self help quit kits, and
cessation related information. Services
are provided in six spoken languages plus
a line for the hearing impaired. The
program is promoted statewide by media
campaigns, health care providers, local
tobacco control programs, and the public
school system.
Setting—The Helpline is centrally oper-
ated through the University of California,
San Diego and provides services statewide
via telephone.
Results—The Helpline has served over
100 000 tobacco users and has become the
chief cessation resource for the Compre-
hensive Tobacco Control Program in
California. Media was the most important
referral source for Helpline callers (50%),
followed by health care providers (20%).
About one third of the callers were ethnic
minorities and 17% were 24 years old or
younger. Compared to California smokers
in general, the callers were more depend-
ent on nicotine and more likely to live with
other smokers, but they were also more
likely to have tried to quit recently and
were more ready to try again. Two
randomised trials have demonstrated the
eYcacy of the Helpline’s counselling
protocol.
Conclusion—A centralised helpline op-
eration can be an accessible and eVective
service for tobacco users and should be
included in any large scale, comprehen-
sive tobacco control program.
(Tobacco Control 2000;9(Suppl II):ii48–ii55)

Keywords: telephone helpline; tobacco cessation
program

This paper describes the California Smokers’
Helpline, a statewide telephone service for
smoking cessation, that has been in operation
for over seven years and has served more than
100 000 California smokers and other tobacco
users. As many decision makers are weighing

the value of tobacco helplines and others are in
the process of implementing one, this paper
aims to provide information that will be useful
for policy makers as well as for practitioners
and researchers. It presents the rationale for a
tobacco helpline and describes the basic struc-
ture of the California Smokers’ Helpline, its
role in the Comprehensive Tobacco Control
Program in California (CTCPC), the
population it serves, and the evidence of its
eYcacy. The potential of such a helpline for
future tobacco control practice and research is
also discussed.

Why a telephone counselling program?
There are many programs for tobacco
cessation. Why do we need a telephone
program? From a public health service
perspective, there are at least four good
reasons.

First, smokers are more likely to use a
telephone service than a face-to-face program,
because the former is more convenient for
them. When oVered the choice between the
two forms of service, most smokers (75–85%)
prefer telephone programs.1 2 Because the low
use of cessation services has hampered the use-
fulness of most programs,3 a more accessible
form of service such as telephone counselling is
much preferred when one is considering estab-
lishing a new program.

Second, a telephone operation allows
services to be centralised in one site, which
permits a certain economy of scale. In the case
of the California Smokers’ Helpline, a central-
ised operation for the whole state of California
makes it economically feasible for the Helpline
to operate every weekday from 9 am to 9 pm
and Saturday from 9 am to 1 pm. Most
traditional cessation programs are oVered
infrequently and require participants to wait
for the next upcoming group meeting.4 The
centralised operation of the California
Smokers’ Helpline makes it feasible to staV the
Helpline year round with well trained counsel-
lors who provide counselling in six diVerent
languages, so that smokers and other tobacco
users across the state can have access to quality
service in their preferred language. Standard-
ised training, quality control, and evaluation
systems are better managed in a single setting,
as well. It would have been cost prohibitive to
staV individual local cessation programs across
California in a similar manner.

Third, a centralised operation makes it easier
to promote the Helpline services. This is
particularly true when coordinated anti-
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tobacco eVorts exist on a statewide or
nationwide level. The California Smokers’
Helpline, for example, is the favourite cessation
program promoted by the statewide media
campaign partly because it is easy to tag the
same toll-free number (in each language) on
numerous media spots statewide. If the media
campaign were to tag the numbers of
individual local programs, it would have to do
so for many diVerent numbers, representing a
variety of local cessation programs, to the
media spots according to the locality in which
they are aired. This would have been impracti-
cal. Thus, many large scale anti-tobacco media
campaigns in recent years have promoted cen-
trally operated helplines.5–9

Last, the telephone can be eVective in proac-
tively recruiting tobacco users into a cessation
program.10 This is particularly useful with cer-
tain high risk populations, such as women who
continue to smoke during pregnancy and do
not attend any cessation program to quit
smoking. Studies have shown that the majority
of these pregnant smokers accepted telephone
counselling when they were proactively
contacted by nurses who oVered the
counselling by phone.11 As the cost
eVectiveness of providing cessation service to
groups such as pregnant smokers is
significant,12 13 a program’s ability to proac-
tively recruit smokers and counsel them by
phone makes it a much more attractive option
from a public health perspective.

Recognising the potential of a centralised
telephone service centre, several states in the
US have established statewide tobacco
helplines—California, Massachusetts, Arizona,
Michigan, and Oregon. Some regions or
nations have regional or national helplines.6 7 14

Many others, especially those states in the US
which have been allocated funds from the
recent national tobacco settlement or from
cigarette taxes, are contemplating similar
programs. However, few reports describe how
a helpline operates and how it can be used in
conjunction with other tobacco control
activities. This paper is intended to fill that gap
by presenting one model—the California
Smokers’ Helpline.

The California Smokers’ Helpline
The California Smokers’ Helpline is a
statewide program funded through the Califor-
nia Tobacco Tax Initiative (Proposition 99), via
the California Department of Health Services,
Tobacco Control Section. The Helpline is
administered by the Cancer Center of the Uni-
versity of California, San Diego (UCSD). Pro-
gram services, oVered free of charge to all Cali-
fornians, include individual counselling, self
help materials, information related to tobacco
cessation, and referral to local services. To
maximise accessibility, separate toll free
numbers are provided in English, Spanish,
Vietnamese, Korean, and Chinese (for Manda-
rin and Cantonese speakers). Also provided is
a line for the hearing impaired and another line
for those who use chewing tobacco or snuV.
The Helpline has been in operation since 1992
and has served over 100 000 smokers and

other tobacco users. To support an operation
of this magnitude and to ensure the quality of
service, the program is structured with three
interrelated elements: intake, counselling, and
evaluation.

INTAKE

When a call comes in to the Helpline, a staV
member conducts a brief intake interview,
gathering information about tobacco use,
previous quit attempts, attitudes about
quitting, and demographics. The caller is
presented with a menu of service options.
Some callers do not use tobacco themselves
but are simply requesting information for fam-
ily or friends; information is sent to them
promptly. Most callers are smokers or other
tobacco users who are contemplating quitting,
in which case the intake staV assesses their
readiness to quit. Those who are ready to quit
within one week can choose either self help
materials or individual counselling. Those who
are not ready receive motivational materials
designed to encourage them to take the next
step. Regardless of which service is selected,
the Helpline mails a list of cessation programs
available in the caller’s county of residence so
that he or she can choose from those programs
as well.

COUNSELLING

Callers who choose counselling may receive up
to seven sessions of counselling over a period of
two months. Once the caller is assigned to a
counsellor, the counsellor initiates each
session. The same counsellor follows up with
the caller through the whole process. A
thorough discussion of the counselling
protocol, including the training of the counsel-
lors, can be found in the article by Zhu and
colleagues.15

EVALUATION

A sample of callers is chosen for evaluation
after receiving services. The evaluation
determines which clients have tried to quit,
whether they are currently using tobacco, and
how satisfied they are with the services
received. The evaluation provides feedback to
the Helpline about its eYcacy and conveys
timely information about public perception of
the service. From the start of the project, the
Helpline has emphasised the importance of
gathering evidence of the program’s eYcacy.
Although the counselling protocol was based
on an earlier clinical trial,16 it was believed that
its eYcacy should be replicated in a service set-
ting for several reasons. First, telephone coun-
selling is a new mode of intervention, and only
a few studies have demonstrated its eYcacy.17

When a protocol is translated from a controlled
research design to a large scale service, replica-
tion is necessary to ensure that program
eYcacy has not dissipated.18 19 Second, the
amount of money that the Helpline spends has
been increasing over the years because of the
growing number of callers requesting service
(an average of $1.3 million annually in the last
seven years). Because interventions for tobacco
cessation are often criticised for their lack of
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eYcacy, up to date evidence of eYcacy for the
program is important considering the
uncertain climate of funding for tobacco
control programs.20 Third, there have been
many developments in tobacco control
strategies and activities in California.
Evaluation of the Helpline as the only
statewide cessation program provides timely
data about smokers’ responses to California’s
ongoing campaign for tobacco cessation, which
is useful to the funding agency in planning
future cessation eVorts in California.

Smokers’ Helpline in CTCPC
One goal of CTCPC is to increase the quitting
among current tobacco users.21 22 This includes
the eVort to motivate them to quit by changing
the social norms to render smoking behaviour
socially less desirable and to provide assistance
for those who want to quit. The California
Smokers’ Helpline plays an important role in
assistance to quitting. Because the Helpline is
accessible to all Californians who have
telephones, it is an ideal program to be
promoted by multiple groups and through
multiple channels. The following describes
four major groups that the Helpline has
worked with over the years in a statewide eVort
to encourage and assist tobacco users to quit.
They are the anti-tobacco mass media
campaign, the health care providers, the local
tobacco control programs, and the school sys-
tem.

HELPLINE AND THE MASS MEDIA CAMPAIGN

The major goal of the anti-tobacco media
campaign in California is to denormalise
tobacco use in society.5 22 By influencing the
public’s perception about tobacco use, the
campaign also motivates current users to quit.
The organisers of the media campaign consid-
ered it important to send a message, along with
the anti-tobacco agenda, that assistance is
available for those who want to quit. To that
end, the campaign chose the Helpline as the
cessation service to be promoted statewide.

The media promotion of the Helpline
involves making specific media spots, in diVer-
ent languages, to encourage tobacco users to
call the Helpline. These media spots were the
main channels of information about the
existence of a Helpline at the beginning of the
program. For example, from August 1992 to
December 1993, 72% of the 16 720 callers
reported that they heard about the Helpline
from the media campaign.

The eVect of the media campaign for the
Helpline, of course, is not just on those who
actually called, though it is hard to measure for
those who did not call. Ossip-Klein and her
colleagues have shown, in a randomised study,
that a majority of tobacco users who were
informed of the existence of a helpline did not
call for counselling services. However, the
group that knew of the existence of a helpline
was more likely to make a quit attempt than the
group that did not know about it.23 This
suggests that it is beneficial to tag helpline
numbers to media spots whenever it is
appropriate. This is exactly what the California

media campaign has done and, as mentioned
earlier, the Helpline’s centralised operation
makes it easy for the statewide media campaign
to tag its numbers.

The media campaign and the Helpline mes-
sage can sometimes work together to produce a
synergistic eVect. An example of this is the
eVort to reach Asian American and Pacific
Islanders (AAPIs) whose native language is not
English. These recent immigrants are generally
not inclined to seek public health assistance,
partly because of their low acculturation and
lack of language proficiency. The Helpline’s
initial eVort to contract with AAPI community
programs to promote the Helpline services
among these groups was not successful. From
1994 to 1997, only seven calls per month came
through the Asian language 800 lines
(Vietnamese, Korean, Mandarin, and Canton-
ese). However, when media spots combining a
secondhand smoke message with the message
of help were aired in these Asian languages in
1998, they generated 234 calls each month (for
a 12 month period) to these Asian language
lines. More importantly, about 40% of the calls
that came through the Asian language lines
were proxy calls, compared to only 6% of calls
to the English language line.24 (Proxy callers
are those do not use tobacco themselves, but
who call on behalf of family or friends who
smoke). This suggests that, in these communi-
ties, the secondhand smoke campaign had
mobilised non-smokers as well as smokers to
take actions that were intended by the media
campaign’s planners. The fact that the media
spots were tagged with a helpline number
made it easier for these non-smokers to get
involved. At the same time, this media
campaign successfully brought the helpline
message across to these communities that had
been, so far, diYcult to reach.

While media has been the chief promoter of
the California Smokers’ Helpline, it was
important that the Helpline did not get
completely dependent on a media campaign,
which is an expensive operation. Over the
years, the Helpline has striven and succeeded
in increasing its reach to smokers through
other channels. As shown in fig 1, the monthly
calls to the Helpline due to non-media sources
were about 75 in 1992 when the project
started. This was increased to about 360 in the
years 1993 to 1996. Then, in 1997, the

Figure 1 Monthly calls to the Helpline as a result of
non-media sources
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monthly calls due to non-media sources
increased to about 700 and continued to rise to
a little over 1300 in 1999. The following gives
a brief description of how the Helpline worked
with three major non-media groups—health
care providers, local tobacco control programs,
and the school system—to promote its
services.

HELPLINE AND HEALTH CARE PROVIDERS

Approximately 70% of smokers visit health
care providers at least once a year. This
presents a good opportunity to help them quit.
The Agency for Health Care Policy and
Research (now the Agency for Healthcare
Research and Quality) recommends, in its
clinical practice guidelines, that physicians ask
about their patients’ smoking status at each
visit, advise those who are smoking to quit,
assist them by prescribing nicotine replace-
ment treatment (NRT) when appropriate, and
provide personal counselling.25 However, some
diYculties in implementing the guidelines are
that physicians are not used to providing
behavioural counselling and, even if they want
to, their time is limited.26 27 Furthermore, there
are diYculties on the system level because phy-
sicians are not reimbursed for time spent
counselling their patients about tobacco
cessation.27 Thus, though it is an attractive idea
to work with physicians, there are many practi-
cal obstacles in actual implementation.

Having no direct access to the health care
system on an organisational level, the
California Smokers’ Helpline started with
individual physicians. Working through confer-
ences, special events (for example, the
American Cancer Society’s Great American
Smokeout), and other tobacco control
programs that work directly with health care
providers, the Helpline presents to physicians
the idea that the telephone counsellors can
become an extension of their service in the area
of tobacco cessation. In this scenario, the phy-
sicians “ask” and “advise” and the Helpline
provides counselling. All the physicians need to
do is give their patients the Helpline’s 800
numbers after advising them to quit. (To make
it as easy as possible for the physicians, the
Helpline provides wallet cards with the toll free
numbers printed on them, which can be given
to patients during oYce visits.) Once the
patient enrolls in telephone counselling, the
counsellor proactively follows up with the
patients to reduce the probability that they will
drop out of the process.28

The Helpline oVers positive reinforcement
to health care providers who ask, advise, and
refer by periodically sending thank you letters
to convey the message that their referral has
made a diVerence. The Helpline also uses
every opportunity to motivate physicians. For
example, when Medi-Cal decided that its
recipients statewide could receive NRT for free
if they enrolled in the Helpline, the Helpline
worked hard to help physicians who prescribed
NRT. Recognising that physicians may have
time to prescribe medication but not to provide
behavioural counselling, the Helpline uses the
opportunity to demonstrate to physicians that

Helpline counsellors will extend the physi-
cian’s service in order to ensure greater
compliance. The data from this collaborative
eVort indicate that those NRT users who
received follow up counselling from the
Helpline were more likely to stay abstinent
than those who dropped out of counselling
after receiving their free NRT.29 Currently,
more than 2000 health care providers are
referring their patients to the Helpline.
Altogether, they have referred over 20 000
patients since the Helpline’s inception.

Based on the success the Helpline had with
individual physicians, the Helpline presented
the data to large managed care organisations
(MCOs). Given that the service is free of
charge for all Californians, it was expected that
the Helpline would be a very attractive option
for insurance groups. In reality, it took a long
time before any major MCOs expressed inter-
est in participating, although a few smaller
insurance groups started routinely referring
patients to the Helpline in 1993. After almost
seven years of Helpline operation, one large
MCO, Kaiser Permanente of Northern
California, decided that its patients could have
cessation medication (NRT, bupropion) if they
enroll in the California Smokers’ Helpline.
Now that a group called Next Generation
(funded by the Robert Wood Johnson Founda-
tion) is actively working with an extensive net-
work to promote the collaboration between
MCOs and the tobacco control programs in
California,30 it is expected that more MCOs
will follow suit.

HELPLINE AND THE LOCAL TOBACCO CONTROL

PROGRAMS

Another group with which the Helpline
worked closely is comprised of those tobacco
control programs that receive funding from the
California Department of Health Services,
Tobacco Control Section (Proposition 99
funds). They include the county health depart-
ments and a variety of groups receiving
tobacco control funding on a competitive basis.
Some of these grantees run local projects (for
example, working with health care providers at
community clinics to help pregnant smokers),
while others operate on a statewide basis (for
example, the multi-ethnic networks for tobacco
control). Many of them work with current
smokers, but they often lack the capability of
providing counselling services. The Helpline
has become an ideal program to which to refer
because it is multilingual and equally
accessible everywhere in California. For exam-
ple, many of the county health departments
were involved in the education work on AB13,
a bill that banned smoking in the workplace in
California in early 1994. When these agencies
presented the new rules to companies’ employ-
ees, they informed them about the Helpline at
the same time. It is the same principle that was
applied in the media campaign discussed
earlier: while presenting information that moti-
vates tobacco users to quit (in this case, the
new ban), the agencies also send the message
that help is available for those who want to
quit.
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To keep this group of tobacco control work-
ers motivated to promote Helpline services, the
Helpline sends demographic data to grantees
interested in knowing the statistics on callers
from their own county within any particular
time period. With time, this network of tobacco
control grantees grew strong and eventually the
Department of Health Services required that
all tobacco control grantees include the
Helpline’s 800 numbers in their printed mate-
rials. Thus, the Helpline has become part of
the infrastructure for the overall tobacco
control program conducted by the Depart-
ment of Health Services.22 In fact, this referral
network has grown to include health agencies
that may not receive any grants from the
Health Department, such as the American
Cancer Society, American Lung Association,
and American Heart Association.

HELPLINE AND THE SCHOOL SYSTEM

In recent years, the Helpline has worked to
expand its services to the California public
schools that receive tobacco control money
administered by the California Department of
Education. The Department of Education
funds numerous tobacco use prevention
education (TUPE) projects in school districts
across California. Although these projects are
not part of the campaign conducted by the
Department of Health Services, they are an
important element of the overall tobacco
control program envisioned by those who
crafted the tobacco tax initiative (Proposition
99). Most of the TUPE projects contain activi-
ties in their scope of work to help current
smokers quit. However, the local counselling
services for adolescents often lack the
resources required to meet this objective. The
Helpline did not provide counselling for teens
until 1996, and therefore had not promoted its
services to schools before then. When the
statewide Helpline for adolescents finally hap-

pened, it immediately became a popular refer-
ral resource among TUPE coordinators. Now
the Helpline regularly provides up-to-date
information about the Helpline to all the
TUPE coordinators and many of the health
educators across the state (approximately 800).

To show how these joint promotional eVorts
have worked, table 1 presents data on how the
110 242 first time callers from August 1992 to
December 1999 were referred. Overall, about
50% of callers reported that they had heard
about the program from media sources and
about 20% said that their health care providers
referred them. About 11% reported that they
had heard about the Helpline from family or
friends, who may have used the Helpline them-
selves or simply seen the media spots and
passed the information along. Because each of
the rest of the individual sources of
information was reported by fewer than 10% of
callers, they are grouped into “other,” which
accounts for about 20% of the calls.

Table 1 shows some interesting diVerences
across several demographic dimensions. Male
callers are more likely than female callers to
have heard about the Helpline through the
media, while females are more likely than
males to have heard about it from their health
care providers. The latter may be related to the
fact that females are more likely to visit their
physicians.31 With callers under 18 years as an
exception, referral by media decreases with
age, while referral by health care providers
increases. Of those under 18, only about 37%
were referred by the media. This is related to
the fact that the media did not promote the
Helpline at all among this age group during the
first four years of operation because
counselling services for this group did not exist
until 1996. For this underage group, about
12% reported that their school referred them.
Another 19% reported that they got the
Helpline’s number from a gold card, which is
made to resemble a credit card bearing the
Helpline numbers and is distributed primarily
at schools. Both of these figures are included in
the “other” category in table 1.

DiVerent ethnic and linguistic groups rely on
the media for information about the Helpline
to diVerent extents. White callers were less
dependent on the media than non-white
callers. Only 41.5% of white callers were
referred by the media, compared to 56.1% of
African-American callers. Even higher percent-
ages of Hispanic and AAPI callers were
referred by the media (taking both English and
non-English speaking callers in those groups
together). With respect to language, English
speaking callers were less dependent on the
media than non-English speaking callers. Over
80% of Spanish language callers were referred
by media and less than 4% by health care pro-
viders. Of Asian language callers, almost 94%
were referred by media and only 1.2% by pro-
viders.

Callers with less education are more likely to
have heard about the Helpline from health care
providers. This may reflect the fact that the
Helpline receives a significant number of
callers who are Medi-Cal patients (43.8% of

Table 1 How did the Helpline callers hear about the program (August 1992 to December
1999)

Mass media
(n = 54852)

Health care
providers
(n = 21760)

Family/friend
(n = 11902)

Other
(n = 21728)

Mean 49.8 (0.15) 19.7 (0.12) 10.8 (0.09) 19.7 (0.12)
Sex

Male 60.1 (0.22) 14.2 (0.15) 9.6 (0.13) 16.1 (0.16)
Female 40.6 (0.20) 24.6 (0.18) 11.9 (0.13) 23.0 (0.17)

Age (years)
< 18 36.7 (0.71) 6.3 (0.36) 13.2 (0.50) 43.7 (0.73)
18–24 63.3 (0.41) 9.2 (0.24) 9.7 (0.25) 17.9 (0.33)
25–44 52.6 (0.20) 18.8 (0.16) 10.6 (0.12) 18.1 (0.16)
45–64 39.1 (0.30) 29.0 (0.28) 11.4 (0.20) 20.6 (0.25)
65+ 37.3 (0.78) 30.8 (0.74) 13.0 (0.54) 18.9 (0.63)

Ethnicity
White 41.5 (0.19) 24.5 (0.17) 12.1 (0.13) 21.8 (0.16)
African-American 56.1 (0.48) 16.4 (0.36) 8.9 (0.28) 18.6 (0.37)
Hispanic

English line 50.7 (0.59) 14.5 (0.41) 10.4 (0.36) 24.4 (0.50)
Spanish line 81.2 (0.41) 3.8 (0.20) 7.6 (0.28) 7.4 (0.27)

AAPI
English line 55.1 (0.94) 10.3 (0.57) 10.5 (0.58) 24.2 (0.81)
Asian lines 93.7 (0.34) 1.2 (0.15) 3.0 (0.24) 2.2 (0.20)

Others 39.4 (0.64) 24.8 (0.56) 12.7 (0.43) 23.1 (0.55)
Education

< 12 years 43.6 (0.23) 25.2 (0.20) 12.7 (0.15) 18.5 (0.18)
> 12 years 53.2 (0.22) 17.1 (0.16) 9.5 (0.13) 20.2 (0.18)

County of residence
Urban 63.4 (0.18) 11.0 (0.12) 8.8 (0.10) 16.9 (0.14)
Rural/mixed 23.4 (0.22) 36.7 (0.25) 14.7 (0.18) 25.2 (0.22)

Only first time callers are included in this analysis; data presented as % (SE).
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Helpline callers since 1998). Medi-Cal
patients tend to have a lower education level.
Many of them call the Helpline as a result of
their health care provider’s referral because
they learn from them that they can get free
NRT if they enroll in the Helpline. In this way,
the Helpline reaches a segment of the popula-
tion with a lower socioeconomic status who are
in greater need of assistance, because they
typically are heavier smokers and do not seek
help as often as those with a higher
socioeconomic status.32

Finally, callers from urban counties are
significantly more likely to hear about the Hel-
pline from the media than those in rural and
mixed counties. The main sources of referral
for the latter are health care providers. As will
be seen later, this diVerence is not caused by a
lower participation by residents of non-urban
areas. In fact, those in rural and mixed counties
are more likely to call than those in urban
counties, and are more likely to have heard
about the Helpline from their providers. This
suggests that rural health care providers more
actively refer patients to the Helpline than pro-
viders in urban areas.

Who used the Helpline?
Overall, the Helpline received over 117 000
calls from August 1992 to December 1999.
About 7% were proxy calls (calls on behalf of
friends or family), and another 4% were repeat
calls (those who called more than once in a
year). Table 2 presents the demographics of
callers, excluding proxy and repeat callers. The
demographics of smokers from the 1996 Cali-
fornia Tobacco Survey (CTS) are also
presented for comparison. The data from CTS
are weighted according to census population.

Compared to the general smoking
population in California, Helpline callers are
more likely to be female. This is consistent with
sex diVerences observed in other studies on
participation in cessation programs.32 Overall,
tobacco users of all ages are well represented in

the Helpline; in fact, Helpline callers are
slightly younger than the general smoking
population. This is significant because help
seeking for quitting tends to be less prevalent
among those who are younger.33

With regard to ethnicity, African-American
callers are overrepresented while the reverse is
true of Hispanic callers. The underrepresenta-
tion of Hispanic callers is mostly accounted for
by low media promotion in the Spanish
language during the period of 1997 to 1999. As
shown in an earlier study,33 when the media
had active Spanish language promotion,
Hispanic callers were well represented. As was
indicated in table 1, Spanish speakers relied
heavily on the media as a source of information
about the Helpline. As the majority of Hispanic
callers used the Spanish line, these data suggest
that suYcient media coverage in Spanish is
necessary to increase utilisation of the Helpline
by the Hispanic community. Those of AAPI
background are also somewhat underrepre-
sented, although in 1998 there was a significant
increase in participation by AAPI’s owing to a
successful media campaign targeting those
communities.24 Overall, minority callers are
underrepresented (by about 5%). However,
with a greater concentration of ethnically and
linguistically targeted advertising, it seems
clear that the percentage of ethnic minority
smokers could be raised.

Helpline callers are somewhat more
educated than the general smoking population
in California. This is true with other cessation
programs.32 Although the Helpline has
successfully campaigned among the Medi-Cal
population, the data indicate that more needs
to be done to reach less educated tobacco
users.

Interestingly, those from rural and mixed
counties are more likely to call than those from
urban counties. In fact, more than a third of
callers are from rural and mixed counties,
while only about a quarter of the state’s smok-
ers reside there. An earlier study observed the
same phenomenon,33 although it is more
pronounced in the current data. As shown in
table 1, the high level of participation by rural
smokers is correlated with the fact that rural
health care providers have been actively
referring.

Table 3 shows other characteristics of
Helpline callers. Compared to smokers in gen-
eral, Helpline callers are more addicted. A
much higher percentage of Helpline callers
smoke 15 cigarettes or more per day. They are
also more likely to smoke their first cigarette
within 30 minutes of waking. Both of these are
good measures of nicotine dependence.34

Compared to smokers in general, those calling
the Helpline are also more likely to have
another smoker in the household, which is a
predictor of relapse in quitting.32 In other
words, Helpline callers tend to be in a less
advantageous position both in terms of level of
nicotine addiction and of environmental cues
for relapsing after quitting.

On the other hand, Helpline callers are more
experienced in their quitting process than
smokers in general. Almost three quarters of

Table 2 Helpline callers compared to general smoking
population in California: demographics

California
Smokers’ Helpline
(n = 103070)

State of California
(’96 CTS)
(n = 14229)

Sex
Male 48.0 (0.16) 57.1 (0.41)
Female 52.0 (0.16) 42.9 (0.41)

Age (years)
< 18 3.9 (0.06) 2.5 (0.14)
18–24 12.8 (0.10) 13.6 (0.34)
25–44 56.3 (0.15) 50.5 (0.46)
45–64 23.7 (0.13) 25.5 (0.41)
65+ 3.4 (0.06) 7.8 (0.27)

Ethnicity
White 63.3 (0.15) 58.7 (0.55)
African-American 10.4 (0.10) 8.3 (0.27)
Hispanic 14.9 (0.11) 22.1 (0.45)
AAPI 5.9 (0.07) 7.4 (0.28)
Others 5.5 (0.07) 3.5 (0.23)

Education
< 12 years 48.4 (0.16) 58.6 (0.47)
> 12 years 51.6 (0.16) 41.4 (0.47)

County of residence
Urban 64.9 (0.15) 75.4 (0.42)
Rural/mixed 35.1 (0.15) 24.6 (0.42)

The data (presented as % (SE)) cover the period from August
1992 to December 1999. All proxy and repeat callers are
excluded. The 1996 CTS data are from 1996 California
tobacco screener survey, weighted by population.
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callers (72.6%) have tried to quit within the
last 12 months, compared to 51.4% of the gen-
eral smoking population. Most Helpline
callers, 93.2%, are ready to quit within a
month, compared to only 13.8% of the general
smoking population. These measures are asso-
ciated with higher quit rates.35 Thus, Helpline
callers are more likely to quit when compared
to smokers in general, as measured by motiva-
tional benchmarks.

Is the Helpline service helpful?
With the high level of readiness to quit using
tobacco among Helpline callers (93.2%), a
natural question is whether the Helpline
service is helping them at all, or would these
highly motivated callers quit without help any-
way?

The data indicate that when Helpline callers
make a quit attempt using only the Helpline’s
self help materials, their 12 month abstinence
rate reaches 14.7%.16 This success rate was
replicated in a second study.36 It is similar to
the rate identified by a meta-analysis for most
self care programs.37 However, this is much
higher than the 7.0% abstinence rate observed
in the California smoking population who
attempted to quit without any help.38 As
impressive as this diVerence is, it is diYcult to
attribute it all to the self help materials. It is
more likely that Helpline callers are more
motivated and that accounts for most of the
diVerence. This is the problem inherent in
evaluating the eVect of self help materials—the
lack of a control group that receives nothing.
Thus, although those using the Helpline mate-
rials do well when compared to those who seek
no help, the exact magnitude of the eVect of
the materials is not clear. Most likely, the net
eVect of the self help materials is small,39

which, however, is not to say that the materials
are unnecessary. On the contrary, self help
materials need to be an integral part of any
population based approach to tobacco
cessation.39

The eVect of the telephone counselling is
easier to evaluate. An earlier randomised trial
demonstrated that providing Helpline counsel-
ling doubled the success rate, relative to that
which was achieved by callers who received
only self help materials.16 This result has been
replicated in a second randomised trial, which
was embedded in the current service setting of
the Helpline.36 Both trials were conducted with
smokers who said they were ready to quit and
who were randomly assigned to one or the
other condition (each condition had more than

1000 subjects). Thus, there is strong evidence
that the Helpline counselling is eVective for
those who are ready to quit. So the Helpline
currently focuses its counselling eVorts on
those smokers. Studies testing protocols for
those who are not ready to quit are underway.

Helpline as a laboratory for public health
research
Last, the Helpline is an excellent setting in
which to conduct public health research. In
such a program, it is possible to recruit
suYcient numbers of subjects to find answers
to challenging research questions. For
example, studies on the eVectiveness of behav-
ioural interventions for adolescent smokers are
often hampered by the diYculty of recruiting
subjects. The Helpline, however, has been able
to recruit over 1000 adolescent smokers into
an ongoing study. Each of the two randomised
trials with adult smokers mentioned earlier had
more than 3000 subjects. The positive results
obtained from such trials provide confidence
that the interventions tested are indeed helpful.
Currently, another large trial with pregnant
smokers is underway.

The Helpline also provides opportunities to
test interventions in a setting closer to the “real
world”. For example, many insurance plans
require that tobacco users receive behavioural
interventions if they want their NRT covered,
on the assumption that NRT would not have
much eVect in the real world if it were used
without behavioural counselling. This line of
thinking is based in part on the fact that most
clinical trials of NRT to date have included an
element of behavioural intervention, or at least
frequent contact with clinical staV.25 However,
the extent to which behavioural interventions
increase the success rate for those who use
NRT in a real world setting has not actually
been tested. With thousands of smokers and
other tobacco users calling the Helpline each
month and more than 35% of them using
NRT, it would be feasible to test in a rigorous
design the value of counselling as an adjuvant
to NRT. The California Smokers’ Helpline
continues to investigate questions such as
these, both to improve its own service and to
add to the field of knowledge about eVective
cessation treatments.
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