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Foreword

0AOOT AOOEED &I O 00AOGAT OEI 1T OAAEO O1 AOAA
where the prevention of disease and the promotion of health, based on the best

scientific evidence, is the first priority for policy makers, decisiormakers, and
POAAOCEOEI T AOO8 ! AOETT41 1060EO EO 0AOOT AOOE
all sectorsz employers, insurers, health care systems, quitlines, and policymakers

Z to work together to ensure that all tobacco users have access to comprehensive
cessation treatments.

The ActionToQuit State Grant Program was implemented by Partnership for
Prevention in 2010 with funding from the Pfizer Foundation and Pfizer Inc. The
program aims to dramatically increase access to and use of proven tobacco
cessation treatments. The focus of the ActionToQuit State Grants is system and
policy change in tobacco cessation which will be accomplished through the
strengthening of state level alliances for tobacco cessation. These alliances will
chart a course for increasing coverage for these services in States, strengthen
quitlines, work with health systems/employers/insurers, and promote the
importance of tobacco cessation. As a result, utilization of these treatments will
increase and tobacco use will decline.

Jud Richland, MPH
President and CEO, Partnership for Prevention



Introduction

Partnership for Prevention (PFP) funded six state tobacco cessation alliances to engage in capamifjding

for enhanced tobacco cessation services: Colorado, Florida, Nevada, New England, New York and Virginia. In
Year 01, each state was to assemble resources that would enable the alliance to hold a state summit meeting
about tobacco cessation services and to develop an action plan that would guide the alliance in the future. The
project began in April 2010 and the first task was for representatives from the six funded state alliances to
attend the kick-off grantee meeting in Washington DC. PFP established a subcontract with the Prevention and
Community Health department in the School of Public Health and Health Services at The George Washington
University for the evaluation services of Caroline Sparks, Ph.D., who has a long history of work on tobacco
control initiatives. Dr. Sparks attended the initial meeting of state grantees and then worked with PFP staff

and grantees to refine a program logic model to guide the program. PFP held a round of telephone

AT T ZAOAT AARO xEOE COAT OAAO O1 AEOAOOO AAAE OOAOAGO ¢
model based on the general PFP program logic model.

The capacitybuilding program logic model was focused on inputs, intervention activities and outputs, but not

on outcomes. However, the model defined immediate program outcomes related to changes in social norms
regarding tobacco cessation enhancement, intermediate changes in access and use of services, and changes in
policies and procedures related to cessation coverage, and finally lonange health improvements. In the

initial discussions with grantees, it became clear that each state alliance wanted to ask questions of
participants in their summit meeting. PFP staff, the evaluator, and the state grantees agreed to collaborate in
asking the same questions across states. Dr. Sparks helped PFP develop a survey questionnaire that moved
the ActionToQuit program forward toward evaluating immediate program outcomes. It served as a baseline
survey to assess social norms about tobacco cessation services, the importance of the issue, priorities for
action, barriers to improvement, intent to serve as advocates for cessation services, sfficacy as advocates,
and perceptions of their state alliance to serve as advocates for enhanced services among participants. PFP
distributed the survey on a SurveyMonkey platform to the alliances who, in turn, distributed it to all people

who had registered for the state summits. Responses were anonymous. The evaluator, with the help of
graduate students in public health, then analyzed the information and presented the preliminary results at the
second grantee meeting in February 2011.

As part of the program evaluation, each state alliance has submitted a yesard case study, which are
presented in this guide. These case studies are attached. The case study format follows the program logic
model. After a brief overview and an environmental scan of the conditions in their state, state alliance staff
review their achievements related to their goals and objectives for the year. They report on the resources
they needed and assembled, the activities and outputs of their capacibtyilding intervention, and then
describe the challenges and lessons learned. Each report includes a section on how the state alliance
overcame challenges and what their plans are for Year 02.

e Resources: Each state alliance, including the six states in New England, developed Executive Committees
to guide their summit planning. The state reports make it clear that the funding from Pfizer, via PFP, was
most important in facilitating summit meetings. Most states supplemented this award with other funding
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or in-kind contributions from partners in their alliances. New York, for example, held three summits in
the state relying especially upon a variety of resources to hold a summit in New York City in fall 2010.

Executive committees found many creative ways to reach people from various sectors of the health and
business world. Several had a particularly hard time recruiting people from businesses and insurance
companies. Some alliances hired consultants to help plan and facilitate their summits. Efforts to employ
social media for recruiting had mixed results, but Florida reported excellent success in using a website
called Grouply.com.

e Activities: Each state alliance successfully held a state summit and some states held multiple meetings.
The New England alliance of six states had the hardest time scheduling and recruiting meetings partially
due to winter weather and the various agendas of different states. In general, all states had attendees
from a variety of health sectors including forprofit and non-profit agencies, state government agencies,
insurers, Medicaid agencies, health providers and quit lines. Summit meetings were usually an entire day
with invited speakers and educational events in the mornings and planning groups in the afternoon. The
planning groups focused on generating priorities and strategies for the state action plans.

e Outputs: The outputs of the summit meetings were the outlines for state action plans, most of which are
now progressing toward written reports to guide state activities. Most alliances expect to publish the
action plans by summer 2011. Other outputs included the creation of various web pages and educational
materials. Meetings with officials in various state governments are also planned as follayp activities to
the summits. The Executive Committees in each state will continue to guide the implementation of the
state action plans.

e Challenges: The biggest challenge mentioned in the state reports was how to advocate for better
cessation services when faced with large budget cuts to tobacco control programs by state legislatures all
over the U.S. One state lost all state funding for tobacco control. Agencies are losing staff andpnofits
are affected by cuts in funding as well. In addition, with the passage of health reform, some states are
focused on getting exemption from the law. State alliances had to delay summit planning in order to cope
with threats to tobacco control that they had not expected.

The other challenge most often mentioned was the difficulty in getting business leaders and insurers to attend
the summit meetings. People on Executive Committees relied on personal contacts and a network of contacts
within their states to try to attract more people from these sectors. Again, the uncertainty about how the new
health care law would affect employers and insurance companies had an effect on their willingness to
consider new employee benefits.

Expanding Medicaid coverage for cessation or quit line services were the other areas of difficulty. State
alliance members expressed their ofgoing commitment to try to increase access and to find resources to
educate the public about services that do exist. Massachusetts had a particularly strong program that could
serve as a model for other state alliances.

Overcoming these challenges took ingenuity and persistence from alliance members. Since many have a long
history of working on tobacco control, they are used to finding creative ways to do things with limited
resources. Someone reported: down but not out, which likely summarizes many of the other sentiments
regarding funding cuts and other difficulties.



e Lessons Learned and Future Plans: The New York alliance included a helpful list of key lessons learned
that apply to many observations in alliance reports:

e $1T7T680 AT EO AITTAA

o Develop a website for communication

e Anorganized and diverse Executive Committee is a must

e Schedule biweekly conference calls and create a standing agenda

o Delegate tasks with a checklist and form subommittees

e "OEIA I1T AAAE DPAOOIT60 OOOAT ¢CcOEO

e Leverage resources

e Anticipate unexpected costs

e $1T60 I AEA AOOOI POETTO
Virginia was successful in recruiting by asking organizations for letters of support and a commitment to
attend the summit. Colorado emphasized the importance of tackling reform and interpreting its implications
for the state. Florida found that media attention extended beyond the summit to cessation in general as an
issue. Nevada suggested letting businesses know that even in a recession cessation access has a positive
impact on business. Several states strongly praised their experience with professional consultants to
implement the summit meetings and keep things moving smoothly. New England states reported a variety of
lessons learned, depending on the conditions in each state.

Most state alliances intend to spend their second year finalizing the state action plans and beginning to carry
out activities called for in the plans. Alliances seem to be focused on reaching low income populations and
educating providers more than on advocacy for policy change among state legislatures and agency decision
makers.

At the second grantee meeting in February 2011, the PFP staff and evaluator were most impressed by the
enthusiasm of these alliances as they headed into Year 02. Despite the variety of challenges and the chaotic
health care environment, the commitment of alliance staff is impressive and inspiring. They shared
suggestions for success and compared notes on strategies that could work across states. The alliances are
clearly focused on their future goals and on their strengths, rather than on bemoaning setbacks and funding
problems. All of this bodes well for a productive second year for these projects.

Caroline H. Sparks, Ph.D.

ActionToQuit Project Evaluator

School of Public Health & Health Services
The George Washington University
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OVERVIEW

Founded in 1963, the Colorado Tobacco Education and Prevention Alliance (CTEPA) is the oldest existing
statewide tobacco control coalition in the United States. CTEPA was originally created by the American Hea
Association, the American Lung Association of Colorado and the American Cancer Society, but has since gr.
to encompass dozens more member organizations.

The last two years in Colorado have seen opportunities and challenges to offering cessation services. CTE
xAO TTA 1T &£ OEA m O1 AET C 1 Al AROO 1T £# OEA OOAOAGO 4
has worked with the commercial plans on their cessation benefit and been monitoring a yeald state law

requiring group insured policies to offer a cessation benefit based on the USPSTF A and B recommendation

-1 OA OEAT UAAO Acih #1171 OAAT 80 -AAEAAEA DPOI GdAI
quit attempts per year with access to all FDA approved medications. Budget cuts have reduced the ability o
OEA OOAOAS8O 10EOIETA O pPOITiTOA EOO EZOAA OAOOGEAA
allowed the Quitline to continue providing free services. However, a reduced promotional budget has
OAOOI OAA ET 1 AOCA OAAI A OAAOAOEIT O8 4EAOA EAOA
DOEOAOA DPI AT O AOGO 11 x1 OE AAAOAOOETI ¢ OEA OOAOAGC

#1171 OAAT 80 x1 OE O1T xAOA Al i POAEAT OEOA Al

Insurance Status Coverage or entity leading coverage effort

Insured #1 11T OAAT 60 4#30 EO Al i DI AOET ¢

of A & B guidelines
Public Option Medicaid provided recent coverage improvement but

counseling provision needs improvement.

Uninsured #4%0! 80 AOOOCAT O ' #4)/ . DIAT AA

CTEPA proposed to conduct a series of meetings and key informant interviews followed by a statewide
summit to develop a strategic plan to provide comprehensive cessation treatment for, and effective utilizatio
AUh #1171 OAAT 60 O1TET OOOAA O1 AAAAT OOGAOOG AT A A ATl
would outline the comprehensive coverage needs for the uninsured and its subpopulations, describe the
barriers and solutions for comprehensive care and effective utilization, and provide infrastructure/policies/
costs involved in implementing the plan.

Objectives included:

o Develop a baseline report assessing current coverage and gaps in tobacco cessation resources for
#1171 OAAT 60 O1 ET OOOAA pPi pOI AGET 1 8

e Recruit at least 75 stakeholders for participation in key informant interviews or roundtables and a state

summit.

e Create a presentation for the state summit to:
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e Outline comprehensive tobacco cessation coverage, using best and promising practices, for uninsure
and its subpopulations such as tobacco users utilizing mental health and/or substance abuse treatm:
services.

o Examine barriers and solutions to comprehensive coverage and utilization.

o Have 75% of stakeholders demonstrate increased knowledge of existing cessation resources or best
and promising practices at the conclusion of the project.

e« SAOATTD A OOOAOACEA DI AT A O Al i DPOAEAT OEOGA A,
including infrastructure, costs, policies, partnerships needed.

ENVIRONMENTAL SCAN

#1171 OAAT 60 O AAAAT AT 10011 DOT GCOAih AAI ET EOOAOAE
Environment (CDPHE), has historically provided funding for different programs and services to help reach
#1171 OAAT 60 AEOPAOAOGAI U AEEZAAOAA DPi DOl AOEI T 08 O0AC

including health care provider practices serving the uninsured and low income populations. This outreach
included training on the cessation and secondhand smoke exposure reduction clinical guideline, in addition f
prevention and cessation education programs targeting disparate populations. CDPHE also offered low incc
population planning grants which concluded in May 2010.

The Colorado Quitline provides coverage to all callers regardless of insurance status. According to CDPHE
approximately 34% of Quitline callers do not have insurance. The Quitline offers over the counter (OTC)

. EAT OET A 2ADPI AAAT AT O 4EAOADPU j.24q AT A OAOOGAO EC
Il AAREOET T Al ET OAOOGAT OETI T O 1T Au AA TAARAAAA &£ O OEA ¢
AAAEAOGEITO O 1T OEAO A0OOCOS &1 O AAAEOEITT ATl ET A& C
Attachment 1.

Over the past three years, Colorado has implemented a groundbreaking pubtidvate partnership that has
resulted in local health plans paying the cost for their fully insured members to use the state Quitline. Becat
of this support, current funding in Colorado will allow for:

1. Continued work in improving the tobacco cessation benefit and utilization of the cessation benefit for
those privately insured and covered by Medicaid.

2. - AET OAT AT AA 1T &£ 10EO0I ETA AT OAOACA &I O OT ET 060!

However, other than this ActionToQuit Grant in Colorado, there has been no explicit collaborative activity to

AAAOAOO AEOEAO OEA A1 1 OET OAOEIT1T 1 &£ 10EO0I ET A Al OF
other services.
#1171 OAAT 80 O1 E1T OOOAA Pi pdOI AGETT EO AOOEI AGAA OI

32%, almost twice the state average of 18%. The current arrangement with private health plans is likely to
change over the next several months and years due to the new health plan requirements included in the
Affordable Care Act (ACA). Many of the currently uninsured will ultimately have access to coverage as the
nation and Colorado moves to implement the ACA. However, preliminary estimates indicate that
approximately 25%, or 200,000 Coloradoans will continue to be uninsured posACA implementation. Thus,
#4%0! 80 &£ AOGO 11 OTETI OOOAA AEOEUAT O EO AOEOEAAI
services for this high tobacco using segment of the population.
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EVALUATION OF THE PROGRAM
I O AAOAOEAAA ET #1 11 OAAT 80 1T CEA I TAATh #4%0! 8
Executive Director, Bob Doyle, as the project lead, and consultants Michele Patarino and Claire Brockbe
as staff. Bob, Michele, and Claire have long histories in Colorado tobacco control and they were able to
leverage existing relationships to bring 32 representatives from health care providers serving the
uninsured, health plans, cessation experts, media, healthcare access focused organizations, and busine
community/chambers of commerce to the stakeholder group. For recruitment, CTEPA used its

ET OT1 OAI AT O xEOE OEA OOAOCABO 41 AAAAT #AOOAOQEII
Education Network, Colorado Black Health
Collaborative, and the Tobacco Disparities Advisory
Committee to make contact with eventual Summit
attendees.

The focus was to have an alliance that was
representative of the different stakeholders when it
comes to cessation for the uninsured. The stakeholders
included those representing the community clinics,
persons working with disparately impacted populations,
pharmaceutical companies, Medicaid, chamber
members, and public health professionals.

Prior to the October 21 summit, an assessment of
resources including current coverage and gaps in

01 AAAAT AAOOAOEIT OAOI OOA
population was developed (see Attachment 1). -Eails
were sent to stakeholders on August 20, August 31,
September 10 and October 6 prior to the summit, and
included a request for participants to fill out the online
survey. Webinars were held on September 22 and

October 8, 2010, educating stakeholders on healthcare
reform and tobacco cessation basics. Bob Doyle,ExeCUtive Director, Colorado Tobacco
Education Prevention Alliance

At the Summit, presentations outlined the current state

of cessation services for all populations (Medicaid, private, and uninsured) and a picture of how cessatic
resources and benefits will change for all populations as we move toward 2014. The other focus area wi
presentation and discussion on how to drive effective demand among our low income tobacco users.

A list of questions and recommendations has been developed from the Summit to help guide a final
webinar and meeting to complete the plan. Since the summit, meetings have been conducted with
representatives from clinics, hospitals, and health care access, and marketing representatives on the
summit discussion and the evolving world of health care access. A webinar and follow up meeting are
planned for February and March.

In addition, the Colorado team received a survey report from Dr. Caroline Sparks, the project evaluator.
Key points extracted from the survey for use in the Action Plan include:

e High support for comprehensive tobacco cessation services for people who smoke (24 of 29) bur
also high belief that reluctance of insurers and employers to cover cessation services is a major
barrier.

12




e 11 OAODPITAAT OO OAOAA OAEOGEIT C OiTEAOOE AxAOA°
This demonstrates a need for heavy investment in communication and outreach.

o Respondents indicated a lack of confidence in their ability to advocate for policy changes with state
legislators. This warrants some further analysis of the survey results.

CHALLENGES

#1171 OAAT 60 OO0Ii i EO AAT A AO A AEAITATCEITC OEI A A
budget reductions. Many funded agencies were no longer providing programs and no longer had dedicated
staff (for example, the Colorado Clinical Guidelines Collaborative, which identified and offered education to
EAAT OE AAOA DPOT OEAARAOO &A1 O TAAOI U A AAAAAAQS &1 ¢
xEOE 1 A0086 "AAAOOA T E£ #4%0! 80 EEOOI OU 1T £ x1 OEE
those working with disparate populations, we were able to engage the partners in this important project.
The other challenge was the ongoing uncertainty surrounding health care reform. Specifically, within the
business and health plan community, there was some reluctance about looking at a cessation benefit becat
there were so many larger moving parts to health care reform and an uncertainty about how health care
reform would impact the various players. The other challenge was that clinics serving the uninsured were
stretched thin with staffing and increased demand due to the economy. The November election had sever:
ballot measures that required attention from many health care access organizations. Two ballot measures
would have caused a dramatic reduction in the state budgets and a third was trying to have Colorado opt oL
of health care reform. Thankfully, none of the measures passed. In each case, it required both before and ¢
the summit engaging persons individually rather than in group or roundtable settings as originally planned.

Finally, the Tobacco Cessation Sustainability Partnership (TCSP), which developed the puplivate
partnership to extend Quitline sustainability (see Section B), had taken a good bit of time and resources fror
many tobacco control advocates, who were receptive to the summit, but felt like they had already given of
their time and talents. To address this, TCSP was represented during the planning process for the summit a
well as the summit itself and provided detailed updates to all members of TCSP.

The ongoing challenge has been to locate marketing studies/experts outside of health on how to successful
target low income populations. | have met with various experts to help develop a plan to locate and comb a
data that may be available.

LESSONS LEARNED

Health care reform brings opportunities and challenges. There is interest in work like ours because public
health professionals need assistance with navigating this new era. Our work can help them understand the
possible positive and negative impacts reform will have on cessation and other issues. The complications ¢
health care reform, including the Accountable Care Act, Meaningful Use, FDA warning labels, and other top
xAOA Ei T OOAT O £ O OOAEAEI T AAOO O1 O1 AAROOOAT A EI
reform, interpret its implications at the state level, and translate this into lay language added complexity to
and demanded unanticipated resources from the project. While educating stakeholders on these issues wa
time-consuming, it contributed to our ultimate success.

The negative impact of health care reform is the uncertainty or ongoing evolution of how reform will affect
businesses and health plans. This creates a very cautious environment where few are willing to commit to,
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consider, any new business practices.

The ongoing budget cuts have left most organizations in public health and health care stretched on staff
and available time. This has required more time needed to reach each individual.

Another positive aspect was the very specific focus on the uninsured which gave the team a clear path,
making it easy to select who should be involved in the summit. The other positive aspect was being
connected to the other cessation projects/coalitions in the state to avoid duplication and to complement
AAAE 1T OEA0OS6O x1 OEs8

LOOK TO THE FUTURE

This project provided the foundation for the development of a plan and coalition to provide the best
OAOT OOAAO ET OEA AT OT OOU A O A1l 1T &£ #1171 0AAT 80
I 001 ET A0 Ei x Ol bDOi OEAA OEA OGCi 1 A OOAT AAOAG 1 A
communications plan, for tobacco users in three categorigsuninsured, public, and private plans. By
summer of 2011, we will have expanded the coalition to include those involved in public and private plar
By early winter of 2011, the goal is to have an easy to understand strategic plan for the public, media, ai
elected officials on what Colorado needs to do to become the best in the nation and outlining the costs
associated with the new plan.

For our evaluation, we want to show a greater awareness of the policies needed to support the strategic
plan and a greater willingness to advocate for the action steps outlined in the strategic plan.
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Case Study Focus:

FLORID:/

Using Social Media at a State Tobacco Cessation
Summit to Create an Action Plan



OVERVIEW

The Florida Tobacco Cessation Alliance, led by the American Lung Association in Florida, work together to
raise awareness that tobacco addiction is a chronic, relapsing medical condition, not just a habit or personal
choice, and to advocate for the adoption of comprehensive cessation resources for all tobacco users statewi
Comprised of partner organizations including the Florida Department of Health, Florida Academy of Family
Physicians, Florida Osteopathic Medical Association, Tobacco Research and Intervention Program at H. Le
Moffitt Cancer Center, the American Cancer Society, the American Heart Association, the March of Dimes
Foundation, the Florida Association of Health Plans, the Partnership for Prevention, Campaign for Tobacco
Free Kids and the Florida Area Health Education Centers (AHEC) Network, the Florida Tobacco Cessation
11 EATAA xT OEAA O1T CAOEAO O Ei bl AT AT O AT 1 ACEI T 4
4T AAAAT #AOOAOEIT 30iiEO O #OAAOA AT ' AOGEIT o0l A
1. During the first year, the Florida Tobacco Cessation Alliance established and accomplished aggressive
goals. They planned and conducted a Tobacco Cessation Summit on October 14, 2010. The Summit
audience included large employers (both state and municipal), health providers, health care insurers,
policy leaders, public health professionals and others. Our goal was to have 100 people actively
participating in the summit in person with an additional 100 participating via video conferencing. We
were successful in recruiting 65 people to attend in person at the SanfofBurnham Medical Research
Institute. We were very pleased with our statewide outreach, broadcasting the program live to 27
different locations around the state with more than 100 people participating remotely.

2. Through the Summit, the Alliance educated participants about the health and economic benefits of 1)
treating nicotine addiction as a chronic relapsing disease and 2) providing comprehensive smoking
AAOGOAOGETT OOAAOCI AT O AT 1 OEOOAT O xEOE OEA 5838 $
Service Clinical Practice Guidelines on Treating Tobacco Use and Dependence. In addition to the summ
participants, the Alliance has been successful in educating the general public and decision makers throu
our earned media campaign and individual meetings.

3. Using the consensus group action steps created at the summit, we developed an action plan for the stat
Florida with measurable, low or necost strategies that participants or any employer can implement
within their own organizations.

4. We provided follow up with each participant for additional input. We will continue to communicate with
them to encourage implementation of the action plan and to provide technical assistance in moving the
issue forward within each of the target audiences.

ENVIRONMENTAL SCAN

Representing 17.1 percent of the population, adult smokers in Florida cost the state an estimated $12.8 billi
in direct and indirect healthcare expenditures. During the past 15 years, the American Lung Association has
AAAT ET OOO0O0I AT OAT ET &1 1T OEAA8OC AAIT BOEIT T &£ 0060711
to the tobacco excise tax; a solid workplace smoking ban; and a significantly funded tobacco control and
prevention program.

10O OEA OAOOI O T &£ A1 AT AT AT AT O Oi OEA &1 1 OEAA #11
provide 15 percent of the tobacco settlement payments to fund a comprehensive, statewide tobacco educati
and prevention program. The program is mandated to be consistent with the CDC's Best Practices for
Comprehensive Tobacco Control Programs. Currently managed by the Florida Department of Health, the
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program provides funding to communities for local tobacco policy change, youth activities through SWAT

i 300AAT OO 71 OEET ¢ ! CAET OO 41 AAAAT qh &1 1T OEAA3O NOE
practitioners (through the AHEC Network), a multimedia campaign as well as program evaluation and
surveillance. Since funding began in 2007, the program has seen remarkable results. There is an estimated
500,000 fewer adultsmokers, the youth smoking rates have dropped by 9 percent, and personal health care
expenses have declined by approximately $1 billion annually.

FiT OEAAG6O O AAAAT DOAOGAT OEI 1T BOI COAI DHOiI OEAAO OECI
served more than 44,000 people last year by providing multiple proactive counseling sessions, with 30,500
receiving nicotine replacement therapy. The Florida Quitline has an impressive quit rate of with 31.6 percent of
the people not smoking for 30 days prior to the seven month followap survey. In addition, the AHEC Network
provides in-person counsel both in group and individual sessions throughout the state. These programs are
supported and promoted by a weHlfunded, statewide multimedia campaign

However, Florida does little to provide smoking cessation resources to its state workers and Medicaid
populations. Accordingtothel | AOEAAT , OT ¢ ! OOT AEAOQET 1 @rt, Bldida®ekeivedE
Al 0&6 EIT AAOOAOGEI1T Al OAOAcCAn OAmI AAGEI ¢ A Z£AEI OO
recommended by the Clinical Practice Guideline on Treating Tobacco Use and Dependence. The American Lun
Association in Florida and its partners were successful in obtaining some benefit coverage for tobacco cessatio

medications for state employees, but more progress needs to be made.

EVALUATION OF THE PROGRAM

The Florida Tobacco Cessation Alliance was able to utilize the anticipated inputs outlined in the attached Projec
Logic Model to achieve all planned activities. We were also fortunate to have additional partners join the Allianc
such as the Florida Association of Health Plans and the Campaign for TobaEocee Kids, as well as the
incorporation of new resources, such as the innovative A/V at a superior event site and electronic polling
equipment. We were very fortunate to have the Florida Department of Health allow the use of their statewide
video conferencing system as an Hkind contribution. The time required to ensure the compatibility of the
ANOGEDPI AT O xEOE OEA OEOABO OUOOAI xAO OECI EEZEAAT O8
to obtain additional funding to help defray the cost associated with this project .

The Florida Tobacco Cessation Alliance is comprised of a network of groups determined to improve the health 0
our state. One to two representatives from each organization assisted the American Lung Association in plannin
the Tobacco Cessation Summit, including participating in all planning calls and meetings, as well as providing
support on analysis and refinement of the Summit recommendations used to form the attached Action Plan.

Planning activities for the Summit consisted of monthly and binonthly meetings with our Alliance members in
the time leading up to the Summit, as well as weekly interaction on both the phone and through email. We hired
Summit and Action Plan consultant, Jennie Hefelfinger with Hefelfinger Consulting, LLC, who worked with us to
prepare the meeting agenda, brief the speakers, keep the day running smoothly andtone, and analyze and
structure the data and recommendations from the Summit and the Alliance members into a cohesive and
thorough action plan, as attached. Following the Summit, Jennie led the Alliance in smaller work groups,
segmented by the four key audiences outlined at the Summit, who worked to refine the recommendations and
AAOGEIT OOADPO OEAO I AAA Ob 100 £ET Al EUAA AAOQGEIT bi
The Alliance reached out to well more than the 300 potential participants proposed for attendance. Information
about the summit was distributed through the Florida Association of Health Plans, the Florida Hospital
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Association, the Florida League of Cities, the Florida AHEC Network, the Florida Academy of Family
Physicians, the Florida Association of Counties, the 67 courgwvel tobacco partnerships, the Florida Society
of Human Resource Managers, as well as personal contacts with businesses and large employers. Prior to t
Summit, a website was developed to provide information about the summit and let visitors register online.
This allowed the Alliance to capture email addresses in order to encourage participation in a pgammit
survey. The survey was completed by most of the attending participants. In the end, the Tobacco Cessation
Summit was attended by 65 people in person at the Sanfe8urnham Medical Research Institute and more
than 100 people in 27 County Health Departments across the state. A robust agenda included a morning fill
xEOE AAOAAOQOEITTAI ET & Oi AGEIT xEEAE 1T AEA A £ O1 AA
about the burden of tobacco use, the physiology of nicotine addiction and treatment, the economic impact of
tobacco use and the return on investment when comprehensive treatment is provided. Presentations were
given by Thomas Brandon, PhD with Moffitt Cancer Center, Jennifer Singleterry with the American Lung
Association and Diane Canova with the Partnership for
Prevention. During the presentations, remote locations
xAOA AT AT OOACAA O OOxAA
specific hashtag, and we received additional inquiries
from remote sites via email.

The latter part of the day involved group work, where
clusters of attendees (each assigned one of our key
target audiences) answered a series of questions and
provided 5-7 recommendations. These answers and
suggestions were captured by a recorder electronically
and posted to a Grouply site, which allowed for remote
locations to follow along with the dialogue and for
those in-person to derive some inspiration from other
groups. This technology was also key in helping the
event facilitator, Jennifer Hefelfinger, quickly
summarize the group work and develop questions to
ask during the reporting portion of the day.

During the presentations and after, we conducted live,
Brenda Olsen (right), Chief Operating Officer and Al AAGOITEA PI11ETC Ol CA
Amanda Fliger (left), Director of Communications, —and establish priorities for developing the action plan.

American Lung Association in Florida The audience found this technology engaging, and it
provided some surprising insights. We also posted the

PowerPoint presentations and various resources that were shared on the flash drives given at the Summit o

the website.

Additionally, we drafted an oped profiling the issue and the Summit, which was published under various
Alliance members names in the Daytona Beach Newsurnal, Orlando Sentinel and Florida Timesnion
(estimated print impressions: 923,547). We also secured coverage of the Summit in publications such as
Health News Florida, Capital News Service; and WHTW (Channel 9, Orlando) covered the Summit and
conducted onsite interviews.

In the months following the Summit, the Alliance and our consultant worked to develop recommendations in
each of the four main target audiences reflected in the plan. Utilizing the notes retrieved from Grouply and
from the live polling, recommendations were reflective of those who participated in the Summit.
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CHALLENGES

Throughout the process of building the Florida Tobacco Cessation Alliance and executing the summit, a major
challenge was engaging and recruiting large, private businesses. Finding the appropriate person to contact,
CAT AOAOET ¢ OEA 1 AOOACAO OEAO xi O1 A OAOI 1T AOA AAOGO
proved to be a challenge. We continue to struggle with engaging this audience, but we are working to ensure th
we have businesdriendly messages and resources on our website and in our materials. We are actively seeking
funding to develop a more functional website that will offer businesses more resources.

Another challenge which occurred throughout the planning and executing of the summit was adapting to use ne
technologies and resources. An original intention, using Facebook to garner input from interested parties not
present at the event, did not happen due to restrictions by the site. Fortunately, the availability of other social
networking sites that better fit the needs of the summit allowed us to successfully incorporate the use of
www.grouply.com to achieve our goals.

We continue to struggle with improving coverage for Medicaid recipients and state employees. In Florida,
government departments that manage these programs are held under extreme scrutiny by the public and the
legislature. Given the major budget deficit facing the state, any additional services, regardless of the return on
investment, have little chance of being debated and much less chance of being adopted.

LESSONS LEARNED

We were pleased with not only the immediate outcomes of the summit (humber of attendees, use of social medi
etc.) but with the momentum and excitement the event created for this issue. This excitement ultimately
translated into logical and cohesive recommendations to create an overall Action Plan for the state of Florida.

Another success was the media attention drawn to not only our event, but to the topic of smoking cessation
statewide. This, coupled with the use of new technologies at the summit, created a buzz at the event and about
Alliance. There was an overestimation of the amount of audience that are comfortable and familiar with using
certain social media technologies, so it is important to keep this in mind with planning future events.

We found hiring a consultant invaluable to the process of executing the summit and creating the action plan.
Jennie Hefelfinger was essential in steering the summit planning in a way that kept our objectives and outputs
front-of-i ET A AT A 1T AA OEA AAU8O AAOEOEOEAO xEOE COAAA A
Alliance in analyzing the raw data and facilitated the appropriate discussions and strategy sessions to create th
thoughtful recommendations for each of our key audience segments.

T ET OAOAOOGEI ¢ 1 A0OIT EO OEAO OEA CcAT AOAT bOAI EA
OOOAOACEA AAAEOEIT O 11 O6A AxAU £0ii OOGEiIc EO8 7A
OOAADI A1 66 11 OA AAAOOABGATI U OAAEI AAOO OEA 1 B606AT I A A

generates a more clinical approach or feel, rather than just trying to get people to kick a nasty habit.

LOOK TO THE FUTURE

The Alliance is actively recruiting other organizations and entities working on the issue of tobacco dependency t
expand the reach of the recommendations and ensure access to comprehensive tobacco dependency treatmen
Partnering and collaborating with local tobacco prevention partnerships and other stakeholders is critical in
promoting and implementing these recommendations.
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Additionally, the Alliance will begin to implement the important recommendations found in the State
Action Plan and reach out to summit participants and other interested parties with resources and
information. An assessment meeting will be held to determine what resources each Alliance memb
can contribute and what current activities are being performed in each organization that address
Action Plan recommendations. Amplified communication with stakeholders, including the use of
social media tools, the Alliance website and other methods will ensure they see the progress being
made on the issue and have the opportunity to contribute and assist in moving the plan forward.

Utilizing the collective experience and expertise of our Alliance members, we hope the long term
impact of these efforts will result in more private employers offering comprehensive tobacco
dependency treatments through their insurance plans and that state workers and Medicaid workers
xEl1T Al 0 AA DPOT OEAAA xEOE Al i POAEAT OEOA OT A
is a daunting task sometimes requiring multiple quit attempts and a variety of treatment methods.
The Florida Tobacco Cessation Alliance is dedicated to ensuring that every Floridian who wishes t
quit using tobacco has the resources to do so.

Florida Tobacco

\Cessaﬂon Alliance
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Case Study Focus:

NEVAD/

Increasing Tobacco Cessation Access for All Nevadans



OVERVIEW

The American Lung Association in Nevada (ALAN) hosted a statewide summit: Increasing Cessation Acces
All Nevadans (ICAAN) in the fall of 2010. ALAN applied the feedback from the summit and is developing it in
a State Plan to improve cessation access for all Nevadans. ALAN is continuing to work closely with the Nev.
Tobacco Prevention Coalition (NTPC) as well as the ICAAN Executive Committee to coordinate key
stakeholders from the community and nonprofits to expand cessation coverage.

ALAN is also continuing our partnership with organizations such as Nevada Tobacco Prevention Coalition,
Nevada Tobacco Users Helpline, Renown Health, American Cancer Society, Nevada Cancer Institute, and
American Heart Association.

ALANS goals during our first year were to: 1) Improve cessation access among disparately impacted
populations and 2) Engage healthcare providers in systems change that promotes routine tobacco treatmen
Furthermore, 75% of participants attending the ICAAN Summit will have increased their understanding of th
EOOOA | £ Ei POT OET ¢ . AOAAAT 686 AAAAOGO O1 O1 AAAAT A
State Plan which integrates specific strategies to improve access for disparately impacted populations.
ALAN plans to have representation from:

e Nonprofits

e Insurance providers

e Healthcare providers and systems

e Businesses and employers

e Unions and employee advocacy groups

e Policy makers

e Organizations reaching minority, underserved, and disparately affected groups including leimcome,
unemployed and the GLBT community.

ALAN has a long term goal of decreasing morbidity and mortality from use of tobacco products.

The objectives of the ICAAN project were: 1) at least 50 individuals representing multiple sectors will attend
the ICAAN Summit; 2) 75% of participants attending the ICAAN Summit will have increased their

O1 AAOOOAT AET ¢ T £/ OEA EOOOA 1T &£ Ei POT OET C . AOGAAAT O
ICAAN Summit will commit to engaging in further action toward increasing Nevadans access to tobacco
cessation (i.e., participating in a workgroup, improving cessation practices at their company/hospital,
promotion of the State Plan, etc.); 4) an ICAAN State Plan which integrates specific strategies to improve
access for disparately impacted population will be created; 5) 250+ healthcare providers will attend ICAAN i
Healthcare Systems presentation/dialogue; ; 6) 75% of healthcare providers attending the ICAAN will be in
(AAT OEAAOA n AT A xq OUOOAI O POAOGAT OAGET1T AT A AEA
healthcare system changes recommended by the PHS Guideline.

Currently Nevada ranks above the national average for smoking and other tobacco use as evidenced by the
most recent BRFSS data. The prevalence of smoking in Nevada has ranged from 26.4% in 1995 (the first y
of Nevada participating in the BRFSS data collection), to a high of 31.5% in 1999, down to 22% (over 428,0
people) and this is the issue our alliance addressed.
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ENVIRONMENTAL SCAN

The percent of smokers calling a quitline has a National average of 2.8%. In Nevada 1.4% of current smokers
called the statewide quitline, ranking 41st in the union. According to the most recent data in 2006 and 2007, in
Nevada, 1.4% of smokers called their quitline (TUS CPS, 2006, 2007). Nevada, however, is one of six states to
cover all treatments that Medicaid recipients need to quit tobacco (nicotine replacement therapy, prescription
medication, and counseling). There is one caveat, which is that counseling services (both group and individual)
are only covered under certain circumstances of policy coverage. Also, Medicare and Medicaid dollars cannot
spent to support quitlines, so neither program covers phone counseling (MMWR 2009). When examining the da
for quit attempts, 50.3% of Nevada smokers attempted to quit in 2005, 45.4% in 2006, 52.1% in 2007, 52.1% in
2007, 48.9% in 2008, and 44.7% in 2009, which is shown in the graph below.

Behaviors - Cigarette use
Cessation (Adults) - BRFSS

Quit Attempt in Past Year - Overall
Percent

53 =

56
” __._\_'_./.\r/.\"\.
42 =

35 -
28 4
21 4
14 =
7 -

2000 2001 2002 2004 2008 2006 2007 2008 2009

NV

Source: Behavioral Risk Factor Surveillance Systern (BRFSS)

Freedom From Smoking (FFS) is an online program offered by the American Lung Association. This program is
designed for adults who want to quit smoking. Participants gain access to online support and guides through th
FFS website to assist them in quitting.

Medicaid cessation services and Freedom from Smoking (FFS) online are fully supported but not well known.
Hospital cessation programs are well promoted and utilized. Through ICAAN action steps we hope to close the
gap in service and coverage by promoting the Nevada Tobacco Users Helpline (NTUH) further, increasing
availability of cessation services to the public, healthcare providers in Nevada. We also plan on working to
increase funding for tobacco control programs for youth and adults. N@n-Tobacco (NOT) is a tobacco cessatio
program for teens, currently implemented in only two high schools in northern Nevada. From the Summit we
hope to implement more programs each year with a focus on rural Nevada.

o Insurance Coverageq, . AOAAA OAAAEOAA A O#6 &£O01 1T OEA ' ,180
cessation coverage.

e Quitline : Unclear how the NTUH is effectively and thoroughly reaching populations disparately impacted by
tobacco use. Data gathering and assessment are needed.

e Healthcare Systems: Barriers to cessation support need to be identified for all healthcare systems.
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EVALUATION OF THE PROGRAM

Our planned activities were a big component of our actual activities at the Summit. Recruiting and organizin
a statewide alliance for increased access to tobacco cessation service was accomplished by developing a pl
that institutionalizes treatment of tobacco within health care systems and provides cessation resources to
tobacco users.

We are in the process of sustaining implementation of youth cessation programs throughout Nevada by usin
university student volunteers as facilitators and training facilitators within communities. Implementation of
programs in rural Nevada is also in progress for this year and the second year. Goals: to increase the numb
of Not-On-Tobacco (NOT) programs in Nevada by 50% for short impact with a long term impact goal of
increasing the number of teens that attempt cessation by 25%.

ALAN plans to close the gaps in coverage for our citizens of Nevada by promoting the Quit Line through AL
and NTPC websitesGoals:10% increase in the number of calls from rural Nevada; 10% increase in calls in
urban northern Nevada.

Our planned activities included the work groups continuing to meet for 60 days after the Summit. Work
groups have extended and continued to meet for another 120 days. The work of drafting a strategic plan and
submitting it to ICAAN Executive Committee has been completed and is waiting on the group approval and
recommendations. Increasing price (and/or) tax with the participation of ALAN and NTPC is in the progress;
their work group input has been crucial. Work groups have finished their timeline and have begun to execut
their action steps.

ALAN will work closely with the Nevada Tobacco Prevention Coalition (NTPC) (a statewide coalition of more
than 45 concerned Nevadans, organizations and public health officials) to engage representatives from
business, employer, healthcare, insurance, employee, and nonprofit groups in a dialogue about expanding
cessation coverage for all Nevadans, including those disproportionately impacted by tobacco use.

''TT OEAO OAOI OOAA OEAO xA EAA EO OEA . AOGAAA 41 AAA
treatment center offering telephonebased tobacco treatment.

The statewide alliance was formed by bringing together key players in Nevada tobacco education and
control to be on our Executive Committee. Our committee meets monthly by conference call. They are
provided with regular email updates and approve all documents and procedures regarding the state plan.
Once the plan has been completed and approved, the Executive Committee will work together to disseminat
the plan throughout the state. With their help this will ensure the plan is distributed to stakeholders,
published online and issued in a press release. They will also help to create promotional materials for use b
partners. Our committee consists of an exceptional group of leaders with a passion for tobacco cessation.

One challenge was finding a smoke free, suitable location in the Reno area. A great percentage of banquet
rooms and conference centers are located inside casinos which are exempt from the Nevada Clean Indoor
Act and allow smoking. Once we found our location, The Grove, which is entirely smoke free, we were able
begin the planning process. We started recruiting members for the Executive Committee, guest speakers a
attendees. Our Executive Committee consists of the key players in tobacco and public health; we used their
perspectives to help make our process smoother. While we recruited invitees, we made sure to extend our
invite to other key players who are affected by smoking: fire marshals, key businesses, unions, faith based
COiI OPOh ET OOOAT AA AT i PATEAORh AT A OAPOAOAT OAOEOAO
secure our speakers, their PowerPoints and lectures, and our panel. Next was media coverage; News Chan
2, a local CBS affiliate, came to our event and did live coverage of the Summit. After all of the presenters an
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panelists had finished, the facilitator asked for suggestions of additional possible work groups to the list. All
participants would be asked to select three work groups they thought would be most important. Attendees
dispersed into work groups to develop a timeline and action steps for their group and then presented their ideas
to the gathering.

Following the ICAAN Summit, work groups were provided with a contact list and worksheets to schedule a follo
up meeting. Work on the state plan began the week following the Summit. Each work group researched data,
assessed needs, and prioritized actions. With each group focusing on their own action steps and relaying
accomplishments back to the state plan writer, the process started smoothly. Inside the plan you will see a list 0
priorities for all work groups and some barriers that have affected the implementation of the action steps. The
work groups continue to meet monthly to discuss progress, goals, and future steps. Progress has been made a
added into the state action plan as an update.

Seventyfive participants completed a presummit survey. Based on the survey, several potential work groups
were later developed.

On October 21, 2010, 66 participants from the top tobacco alliances in Nevada came together to discuss tobacc
cessation and planned to increase cessation access in a day long Summit. Facilitated by Jennifer Hadayia, Wa
County Health District, Public Health Program Manager, the Summit began with introductions followed by key
speakers presenting their current policies, challenges, and future opportunities. Tracey Green, MD, Health Offici
State of Nevada, Daniel M. Cook, PhD, University of Nevada, Reno, School of Public Health, Nadine Simons, M
CAPT, U.S. Dept Health & Human Services, were among the morning presenters. Panel presentations were
Al1T1TxAA AU 10!'8 %AAE 30i 1 EO AOOAT AAA xAO CEOAT A
cessation resources and a contact list of all attendees. Following the presenters and panelists, the facilitator add
additional possible work groups to the list.

Before break, everyone was asked to vote for their top three priority group work areas. All participants then
selected the three work groups they thought were most important. Based on the most popular work groups, the
following work groups were established:

e Price

e Closing the gaps in coverage

e Smoke Free Spaces/Places

e Youth and Adult Cessation Programs
e Increasing Public Awareness

Immediately following break, work groups met based on expertise areas to begin development of statéde plan;
work groups evaluated needs, ranked policy options and formed action steps (developing a plan of action).

Work groups reported their results and discussed possible further action steps. We documented work group
contacts for continued communication. Discussion began on the next steps for the group as a whole and a
conclusion followed. Primarily through conference calls, the workgroups will further develop the action steps
proposed at the Summit as well as fill in any gaps needed to complete the State Plan.

y#11 . DAOOEAEDAT OO OAT EAA OEA DOEI OEOU EIT 1T OAAO 1
services; 2) ensuring resources are available to tailor programs to reach specific populations; 3) ensuring that all
health systems and health providers talk with users about cessation medications and therapies. The highest
priorities targeted patients and providers. Lesser priorities for the participants included policy change and other

alliance work.
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cessation resources/services. These participants rated themselves as moderately high in-sdffcacy. Most
participants are moderately confident that the Nevada state alliance is capable of taking action. ICAAN
participants are very aware of the tobacco population. Overall, the ICAAN participants are aware of the

barriers for improved service and feel as if they can take action as advocates.

The exciting action taken by Dan Cook, UNR Professor, and his students is perfect example of the efforts ta
as a direct result of the Summit. The Great American Smoke Out was held on November 18, 2010 where
students from the addiction class at the University of Nevada set up a booth/table on campus. They had 25
volunteers, counted 54 completed "surveys" (questions about Hookah safety). They reported having anothe
50 more that did not complete the survey. The audience was mostly traditional college age students; howev
a tour group of highschool students spent considerable time at the table as well. They had other messaging
and signage around campus reaching unknown others.

CHALLENGES

1O T & *01 U ph cmpnh .AOAAABO 1 ACEOI AOBOA AT A Ci O
education, cessation, and control (MSA dollars) throughout Nevada into the general fund in an attempt to
alleviate the state budget shortfall. This left the American Lung Association tobacco programs, the Nevada
Tobacco Prevention Coalition and all our tobacco partners throughout the state having to dramatically reduc
staff and working to find other funding sources to sustain tobacco control programslhis has diminished
tobacco education, cessation, and control staff and programs everywhere in Nevadfdith the loss of funding,
most agencies had to reevaluate how to sustain tobacco control effort§he American Lung Association in
Nevada and their partners in tobacco control contacted and rallied all our alliés tobacco programs and
invited them to attend the ICAAN Summit while also reaching out to new partners in business, insurance,
health care, and faith based communities. The American Lung Association and state wide partners held the
ICAAN Summit and developed a strategic plan to continue to address cessation issues and programs in our
state. Out of that gathering came a renewed energy and commitment to moving forward on behalf of tobacc
control, education, cessation issues and programs. O T T A )Y #1 1. AOOAT AAA OAI A
xAOAT 60 10086

We were able to overcome these challenges because of our strong partnerships and successful past history
Nevada. The American Lung Association and their partners were excited to develop a strategic plan going
forward and extended ICAAN invitations to a host of nontraditional communities, includinAACP, Hispanic
OAOOEAAOh AEEOAEECEOAOOh ,'"4h #EAI AAOO T &£ #111AQ
Employee Assistance Programs, Housing Authorities, Juvenile Justice, Law Enforcement, Health Care, Trib
entities, treatment centers, banking, and campus organizationgiaving Anthem/Wellpoint, Inc. on our panel
sharing their interest and expertise on increasing cessation provided an indirect pipeline to the employees of
the larger insurers in Nevada.

The invitation heightened cessation awareness throughout Nevada, even in the disparate areBaces new to
tobacco in Nevada were at the table during the ICAAN Summit including faitfased, Hispanic Chamber of
Commerce, private insurers, tribal centers, lowcost clinics, and health care campuses. Many attendees
OAPT OOAA AAET ¢ AODPAAEAI T U Ei POAOOAA AU OEA OADOA
DOAOGAT GAGEIT 11 O, A0061T10 ,AAOTAA EOIIT '"TETC 471 AA
2010 in a united effort to curb the impact of tobacco on patients, staff, and their campusesEA 3 AET O
representative described the unexpected benefits of being tobacco free. Some of the benefits included fewe
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fire alarms and fires. Numerous patients who were prescribed nicotine replacement therapy in the hospital
continued to be smoke free upon returning home. In addition, this lightened the load of hospital security. All
OEAOCAOOAAEOEI T Al 6 OI AAAAT AAOOAOQCEIT EIi PAAOO 0O0O60ODPO
in attendance.

LESSONS LEARNED

The positive aspects of the ICAAN Summit included working together as a team to develop a plan to sustain
cessation efforts in Nevada with reduced funding and partnering with new communities interested in taking part
in tobacco cessation issuesAs a result of the Summit, participants have a clear vision of the steps we need to
improve, maintain and sustain cessation services in our state. Bringing together various businesses,
organizations, and public health entities, attendees felt a renewed sense of purpose and collaboration in the
tobacco community and were eager to move forward. We wished we had used more wedised dissemination of
information to connect more with general public/media.

LOOK TO THE FUTURE

We have revitalized connections and hope to see more funding become available to ensure increased cessation
access. ALA is committed to facilitating and disseminating the state plan as intended for the next two years.

1, 1.80 6EOEITT A O 9AAO 4x1 ¢
o Implement action steps in {CAAN State Plan
o Utilize workgroups to prioritize plan activities and keep partners connected

o Collaborate with NTPC (Nevada Tobacco Prevention Coalition) to ensure mechanisms to measure impa
of Plan activities are in place

e Educate policy makers about the-CAAN Summit and Plan

e Link I-CAAN partners (esp. nofiobacco control) into advocacy networks to mobilize in support for policy
change.

Implementation of the state strategic plan will ensure the work groups and stakeholders are participating as eac
person has their own tasks assigned to them and are following their own timeline. Within each work group is a
separate timeline and task list. The dissemination of the report will happen once the ICAAN Executive Committ
has read the report and is finished making approved changes.

ALAN will work with participants from each of the stakeholder groups (employers, insurers, health systems, etc.)
to provide the resources and support they need to promote the Plan within their own networks

Through NTPC, concerned Nevadans, organizations and public health officials have joined together in a statewi
i TOAT AT O O1 AT A "EC 41 AAAAT o0 COEDP 11 . AOAAAS8-aligngd
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support for and participation in this project. Additionally, ALAN has secured letters of commitment from Renown
Health and TPEP.

ALAN intends the long term impact will be to significantly increase tobacco cessation for all Nevadans. Working
with our partners statewide we will be able to go forward and achieve our goals. We hope to increase health ca
DOl OEAAO0OGE O1 AAROOOAT AET C T &£ ATA OODPPTI OO A1 O Ol OOCEI
priority areas. 27




Intended impacts within the next five years

Ensure that state policy makers prioritize improved access among disparately impacted populations.

Decrease morbidity and mortality from the use of tobacco products while decreasing the number of
current adult smokers by 10% .

Increase statewide cessation attempts for the Quit Line by 15%.

Increase the number of teens who successfully attempt cessation by 25%. This in turn will help to
decrease the number of adult smokers in Nevada.

Increase the number of smokdree places so the culture of the state will shift to a smokfeee state.
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Case Study Focus:

NEW YORK STA
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Securing Cessation Coverage as a Core Benefit in NYS



OVERVIEW

The total costs of an unhealthy workforce are growing at an unsustainable pace. Emplogponsored health
insurance plays a part in maintaining employee health. However, any approach that relies primarily on
providing medical services after employees get sick is a failed strategy. Enlightened employers are looking
creative ways to help employees and their families improve their health or to simply stay healthy.

Tobacco use is the single most preventable cause of disease, disability, and death, and is an optimal place t
intervene. Each year, tobacco use claims more than 25,000 New Yorkers' lives. Most smokers want to quit
but need help. 16.8% of adults in NY are smokers and, as of 2008, a greater percentage of smokers in New.
York made a quit attempt in the past year and had intentions to quit in the next 30 days than smokers in the
rest of the United States. Annual smokingelated health care costs and lost productivity in NY total $14.2
billion. NYS has $8.17 billion in annual health care expenditures that are directly caused by tobacco use.
Fortunately, NYS employers have the ability to offer cessation benefits and programs to reduce the costs of
employee tobacco use. Because employees spend a significant portion of their waking hours on the job,
employers are in a position to positively influence lifestyles. People often know what they should do; skills,
motivation, and opportunity are the missing elements that keep them from making permanent, healthy
changes. Employessponsored tobacco use cessation incentives, interventions, and programs can provide th
supportive environment and structure people need to maintain healthy behaviors.

However, in seeking assistance to quit, smokers are finding numerous barriers to smoking cessation coverai
in NY which impedes their chances of making a successful quit attempt. These barriers include: 1) all NYS
health care plans do not fully cover comprehensive cessation services for all their members 2) NYS plans v
in coverage of effective treatment methods, epays, and duration of benefit 3) If benefits exist, providers,
purchasers, and health care plan members are not always aware of the benefit 4) employers may be confus
about cessation benefit information given there is no one defined, comprehensive standard 5) since the
cessation benefit is usually a purchased plan benefit, employers may opt to not purchase services for their
employees.

Many employer health benefits routinely cover preventive services. Like all other health benefit decisions,
employers need to make informed decisions when considering providing tobacco use cessation benefits. T
.93 3ITEAOOGS 10EOIETA j.9331,q AO 21 0xAl1 O0AOE #
Treatment Summits involving employers, health plans, and other stakeholders with the outcome of providing
all stakeholders with evidencebased knowledge and a strategic plan. When realized, this plan will achieve th
goal of persuading all NYS employers, regardless of size, to provide tobacco dependence treatment coveral
to all employees. As a result of attending a Summit, stakeholders should be more likely to choose evidence
based employee tobacco use cessation benefits resulting in the implementation of one of the most-cost
effective preventive health services that can be offered to employees.

NYSSQL and its partners conducted an inclusive strategic planning process in 2010. The new strategic pla
will cover the period 2011z 2013 and chart a path for New York to achieve its 2014 adult smoking prevalenc
goal of 12 percent. The new strategic plan will set the framework for a) cessation treatment coverage
provided as a core benefit with NYS health plans; and b) all commercial and Medicaid insured NY smokers t
have access to cessation treatment for their quit attempt. Through the development of an ActionToQuit
executive committee, the use of our existing website to communicate with stakeholders, and educational
outreach using Podcasts on the science of comprehensive tobacco cessation treatment, and the hosting of
statewide summits in Buffalo, Albany, and near NYC, we convened at least 40% of health plans and major
employers combined, as well as small employer groups, to develop a NYS ActionToQuit strategic plan.
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NYSSQL, NY Tobacco Control Program (NY TCP), and the American Cancer Society have working relationship:
with NY health plans, health plan groups, major employers, employer based groups, Society of Human Resourc
Management, and CSEA, the largest NYS union. Representatives sit on workgroups and communicate individu
with these entities. NY TCP Cessation Centers and the NYSSQL in collaboration with the NYS Office of Health
Insurance Programs and the NY Health Plan Association have an initiative with NY health plans to enhance
tobacco use cessation communication to their providers and members, focusing on evideslz®sed resources that
make a significant difference in improving quit rates. 60% of the plans joined the initiative and are actively
expanding on the initial relationship to improve access to cessation benefits. The NYS inclusive strategic planni
project brought all of the above together to participate in focused dialogue to identify actions and evaluation
methods that will achieve specific objectives within the larger NYS ActionToQuit strategic plan.

ENVIRONMENTAL SCAN

The NY Tobacco Control strategic plan supports a variety of evidenbased strategies to increase tobacco
cessation, including making cessation interventions a standard part of health care in New York State. This
strategy is supported by Cessation Center activities, services offered by the NYSSQL, and public health
communications to motivate tobacco users to quit.

Survey data from the New York Adult Tobacco Surveys (ATS) show improvements in several key cessation
outcomes. Over time, more NY smokers reported intentions to quit and recent quit attempts. In 2008, these
numbers were significantly higher than national averages. An increasing number of health care providers in Ne
York assist tobacco users with quit attempts. Awareness of and calls to the Quitline have increased over the pal
5 years. Data from surveys of health care organizations and providers show increased awareness of cessation
resources in NYS and improvements in guidelines to identify and treat tobacco dependence. Analyses link
program efforts to improvements in key cessation outcomes. Provider cessation interventions are positively
related to quit attempts. NY residents who were aware of cessation media messages were more likely to make
quit attempts, as were those who called the Quitline. Higher cigarette prices were associated with a greater
likelihood of making quit attempts.

NY TCP funds 19 Cessation Centers across the state to facilitate implementation of systems within health care
organizations and provider offices to screen patients for tobacco use and prompt providers to offer advice and
assistance to quit. To complement this effort, the NYSSQL provides cessation support and services to help NY.
residents to quit. NY uses public health communications, including mass media, public relations, and media
advocacy to motivate tobacco users to quit. Many of these communications initiatives promote the Quitline.
Additionally, NY TCP supports efforts to reduce ottf-pocket costs for effective therapy, increase the unit price of
tobacco, and promote smokdree environments.

New York has started working with the Medicaid program to increase access and expand coverage for smoking
cessation counseling and pharmacotherapy. Medicaid will provide reimbursement for two 9@ay courses of
prescription smoking cessation medication and ovethe-counter nicotine patches and gum. As of January 2009,
pregnant smokers could receive up to six counseling sessions annually.

The other strategy for reducing outof-pocket costs for effective cessation treatment is to provide free NRT starte
kits. In addition to distributing NRT through the NYSSQL and Quitsite, NY TCP has distributed NRT through
substance abuse treatment programs and cessation centers as they work on systems change with federally
qualified health centers. The distribution of NRT through substance abuse treatment programs began in
3APOAT AAO ¢nmx O EAI B EAAEI] E O AiftedfacilitiesSandgroindsi regrédiby &
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the Office of Alcoholism and Substance Abuse Regulation 856, implemented in July 2008. In this setting, N
TCP is the payer of last resort for NRT.
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and employer supported comprehensive tobacco use cessation treatment benefits. NYS health plans are n
fully covering comprehensive cessation services for all their members. NYS plans vary in coverageyays,
and duration of benefit. If benefits exist, providers, purchasers, and health plan members are not always
aware of benefit and access to coverage. Smoking cessation benefit information is not always easy to
understand, as there is no single defined, comprehensive standard. Since the cessation benefit is usually a
purchased plan benefit, employers may opt out of purchasing services for their employees.

EVALUATION OF THE PROGRAM
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NY Tobacco Control Program (NY TCP), and American Cancer Society to build on working relationships wit
NY health plans, health plan groups, major employers, employéased groups, Society of Human Resource
Management, and NYS Office of Health Insurance Programs (OHIP). The inaugural group reached out to
potential executive committee members with a letter; five affirmative responses launched our membership.
During the first executive committee meeting each member agreed to contact at least one other individual/
organization to recruit to the executive committee. Using existing relationships we brought together a
comprehensive group to guide this project. An aa-glance document for communicating the project and an
outline of the executive committee member role and time commitment were tools used for recruiting
members. By clearly stating the project goals and process plus outlining committee member commitment,
recruited a diverse statewide membership of individuals who were truly engaged in the strategic planning
process.

We distributed a RFP for a consultant; however no respondents possessed the skill set we learned was nee
once we began to work on the grant. Originally, it was believed a facilitator was necessary to keep the
executive committee and the strategic planning process organized and on task. The executive committee
quickly fulfilled these needs by dividing regionally to organize each summit. Grant administrators assumed
the role of leading the strategic planning process and providing guidance to committee members with summi
logistics. Members were aware of the community resources available and maximized grant funds when
possible. The division of roles worked well and did not overburden committee members who worked on
smaller time-bound projects. Grant consultants leveraged existing relationships to contribute to alliance
building activities, solicit earned media, and facilitate speakers and small group activities at each of the thre
summits.

Executive committee members were assigned to one of the three summit planning sabmmittees based on
their proximity to Buffalo, Albany, and NYC. Each small group secured a summit venue, food, and other
necessary logistics. Sulbommittees conducted weekly phone meetings about one to two months prior to the
summit. Lessons learned were applied to the subsequent summits so that by the third summit the greatest
challenge was the cost of venue and food in NYC. To overcome this barrier we solicited summit sponsors a
exhibitors to defray the NYC summit costs. Executive committee members utilized existing relationships to
recruit summit participants. The database of all three summit registrants contained over 200 people and
included about forty health plans and fiftyfive employers, with the remaining representing norprofit
organizations, NY TCP contractors, and local health departments. A S#we-Date (with registration link)

was emailed to stakeholders about one month prior to the first summit. Executive committee members
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forwarded the invitation to additional contacts and reached out to employers and health plans with phone calls
and emails to encourage patrticipation in summit discussions. Follow up-mails were sent about one month
before the second and third summit. Overall, we exceeded our goal of recruiting at least 150 summit participan
and we were pleased with the diversity and level of participation of attendees. Summit evaluations positively
highlighted speakers and provided the opportunity to meet and network with people.

With only one day to extract stakeholder input at each summit, the executive committee drafted a strategic plan
outline (only goals and measurable objectives) that served as the foundation for the summit agenda and speak
talking points. Strategic plan actions were provided by summit participants during goal specific discussions. To
be most productive at each summit, attendees prepared for productive small group discussions by visiting a
section of the Quitline website (http://www.nysmokefree.com/PageView.aspx?P=70&P1=7020) devoted to this
initiative. Educational resources such as Podcasts, links to other relevant websites, executive committee
information, and reading material were provided and registrants were encouraged to review the online materials
before the summit. At each summit,
poster boards demonstrating need,
content, and benefits of
comprehensive cessation treatment
for health plan members and
employees was used to further
educate and reinforce summit
messages. Summit speakers focused
their talking points on one of the three
goals [Please see summit agendas an
strategic plan for more detail]. As
part of the strategic planning process,
facilitators engaged summit
participants in three small group
strategic planning discussions, one
per goal area. There were about-80

o | small groups consisting of 3
e~ @ | participants, each came together three
Patricia Bax (left), Marketing Coordinator andAnn Wendland (right), times during day of the summit to
001 COAI - AT ACAOR . Ax 91 OE 3 0A QRvide input dn@digns thatevouldes 1
achieve the NYS ActionToQuit goals
and objectives. Almost the entire day was dedicated to working in small groups. Participants were gssigned
to groups, indicated by a number (110) on their nametags. After each speaker, the summit facilitator directed al
tables to start working in small groups to identify realistic and achievable goal and objective actions. To the
extent possible, each group was composed of people from a cressction of expertise, geography, and
professions.

Summit small group discussions provided the actions within the NYS ActionToQuit strategic plan. This extensi
document is overwhelming with the large number of actions and required focus. The executive committee
assessed each goal and chose those actions that were achievable in the next year to be included in the publish
strategic plan. The long version will remain intact; however the abbreviated version will be the working
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Post summit online chats provided the executive committee with insight on what policy and practice change
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actions participants have taken since the summit. The first chat combined registrants from the Buffalo/
Western New York (WNY) Summit and the Albany Summit, creating an opportunity to expand the network a
each individual summit. Chat participants shared strategies they had initiated since attending the summits.
One participant implemented a policy change at her company, offering incentives for employees to quit
tobacco use. Another participant from the WNY summit linked up through the chat with an Albany Summit
participant to discuss assisting tobacco users with mental health issues by increasing access to cessation
resources.

A NY TCP project that will supplement year two grant activities is the development and production of a
TobaccaeFree Worksite Toolkit to encourage employers to refer tobacco using employees to the Quitline, to
integrate tobacco cessation into worksite wellness initiatives, and to ensure that employee health plans
provide coverage for tobacco cessation counseling and medications. The toolkit will be distributed to at leas
500 NYS based businesses with policy change technical assistance provided to businesses by NY TCP loc
level contractors.

CHALLENGES

Some initial concerns involved the recruitment of stakeholders to participate in the executive committee.
This concern was shortlived as partners employed their existing relationships to recruit members from
diverse organizations to secure a robust committee.

With a strong executive committee in place, a consultant needed to be hired. In the search to identify the m
gualified candidate, what was believed necessary consultant qualities/skills was not true once the project wa
underway. A consultant who would do more than facilitate and guide a project was necessary. We needed
marketer, facilitator, project manager, resource solicitor, creative individual, and more all in one person(s). |
revising our initial plan, we consulted with colleagues and others to determine the desirable qualities we
needed in our consultant. Rather than selecting someone who worked on past NYS strategic planning
projects, we recognized this project was different and required a unique approach and multiple skills to be
successful.

Another challenge was the hosting of the NYC summit. This summit was more challenging to organize than
the other two due to venue and food costs, limited meeting locations, competing events, and transportation
issues. Options for a summit location in the NYC/metro area that fit within our budget were nesxistent. To
overcome this barrier, with the assistance of our executive committee, we solicited summit sponsors and
exhibitors to defray the costs. However, we did not have sufficient funds to cover the costs of recording the
NYC Summit and we needed to transcribe key points of the event.

Competing priorities at RPCI led to the website development taking longer than expected. In the interim, the
committee continued to gather resources and record Podcasts. The approach to educating stakeholders
changed from using the website exclusively to supplementing it with poster displays at each summit. This
proved to be a much better approach to generating strategic plan actions during the small group discussions
since we could refer summit participants to the displays that complimented speaker talking points.

A final challenge and hurdle was time management. Hosting three summits generated additional logistical
issues that deterred time away from implementing additional creative ideas, summit promotion, outreach,
and expanding on technological opportunities.
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LESSONS LEARNED
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working with employers, employer groups, and health plans. The most positive aspect of this project was the

creation of networking opportunities and connections that most likely
would never have occurred without this grant.

There are several key lessons we learned in New York State through the implementation of our project. First, wi
realized early on in the process that we could not orchestrate our efforts alone if we wanted to reach our goals
and objectives. We needed to reach out to existing partners and to potential partners who could enhance our
existing resources and skill sets.

Secondly, we identified communication as being key to our success and we needed a vehicle to convey our
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was a website accessed through the NYSSQL. This site allowed for us to build and expand our information as t
project advanced and as we identified more resources. In addition, the site is an easy reference tool, provides
quick access, introduces site users to the expansive range of NYSSQL services, and affords us increased capal
for year two and beyond.

Thirdly, in scanning the landscape of the state, we realized disparities
exist across regions in reference to the needs and progress in
addressing tobacco cessation. This led us to conclude an organized a
(ﬁ/ler!sele @Utive committee was a must and it needed to be

KEY LESSONS LEARNED
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e Develop a website for

communication.

An organized & diverse execu-
tive committee is a must.
Schedule biweekly conference
calls and create a standing
agenda.

Delegate tasks with a checklist
and form sub-committees.
"OEI A 11 AAAE b
strengths.
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representative of the entire state. With this type of committee, the
individual members brought their own unique network of contacts to
the project.

We needed to establish structure with our committee, so we scheduled
bi-weekly conference calls and created a standing agenda. Minutes
were recorded, which assisted us in staying on track with our tasks

and p_rqvic_linég accountability for assigned responsibilities.
| O
After hosting three distinct summits coming up with the expansive list

of tasks, a key lesson learned was the need to delegate tasks, maintai
checklists, and create sulwommittees. In turn, the subcommittees

held conference calls to accomplish details in each of the individual summit planning processes. Through the

executive committee andsubA T i | EOOAAON
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focus ensured tasks were accomplished and individuals felt more invested in the project.

Although the grant provided initial funding, it was evident that if we were to host three successful summits, we
needed to leverage our existing funds and resources. This leveraging of funds included thinking outside of the
box, doing things such as hosting the Western New York Summit at a television studio, where costs to record th
event were minimal.

Another lesson learned was the need to anticipate unexpected costs. This lesson led us to tap into our creativit
and reach out to committee members to assist in problem solving. With some ingenuity, we were able to scale
down expectations, while still managing to achieve our implementation.
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base, levels of understanding, completion of tasks, and most of all that everything will go as planned. This will b
a lesson we will certainly take with us in year two.
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LOOK TO THE FUTURE

With year two ActionToQuit funding, New York plans to continue dialogue with summit attendees through
conversations, Quitline website, odine chats,andel AE1 O O AAAEI EOAOA EIi bl Al
strategic plan and a complimenting employer toolkit (printed with NYS TCP funds) will be printed and
distributed to NYS based health plans and employers.

A new partnership will develop with NYS tobacco control program (TCP) community contractors to conduct
outreach and provide technical assistance at the local level to health plans and employers. This partnership
will be coordinated with the NYSSQL and will utilize existing TCP and Quitline resources, including material
and tools found on the NYS ActionToQuit website: (http://www.nysmokefree.com/PageView.aspx?
P=70&P1=7020).

NYS TCP will develop a plan and establish workplan requirements for TCP community programs in all 62 N
counties to work with employers, health plans, and umbrella groups. An action within the plan will be for the
community programs to host local (county level or 23 counties) meetings with employers, health plans, and
other stakeholders to establish working relationships, provide an overview of the strategic plan and toolkit,
and provide technical assistance on implementing both.

The TCP will work with other DOH chronic disease programs (obesity, healthy heart, etc) to coordinate and
AobAT A AT 1T OOAAOGI O 1 OOOAAAE xEOE AiBPITUAOO AOG 11T A
online cessation program to increase enrollment and enhance existing cessation benefits.

To compliment work at the local level, the Quitline will provide minigrants to health plans and employers
who are working toward achieving one or more strategic plan objectives.

A total of nine mini-grants will be distributed: Seven for a single entity and two for collaborative efforts by
employers and health plans. Mingrant applications will first be made available to health plans and employer
groups who attended one of the three summits. Interested parties will then be asked to submit an applicatio
which will be reviewed by the ActionToQuit Executive Committee, who will also determine criteria for final
selection. Promotion for the minigrants will be conducted via the NYSSQL website and through scheduled
chats.

Our hope for the long term impact of this project is to ensure that all tobacco users have access to
comprehensive cessation treatments

The new strategic plan will cover the period 201% 2013 and chart a path for New York to achieve its 2014
adult smoking prevalence goal of 12 percent. The new strategic plan will set the framework for a) cessation
treatment coverage provided as a core benefit with NYS health plans; and b) all commercial and Medicaid
insured NY smokers to have access to cessation treatment for their quit attempt.
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Case Study Focus:

VIRGINIA

Establishing Tobacco Cessation Treatment in Mental
Health/Substance Abuse Programs



