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Abstract

Introduction: Pregnant African American women are at disproportionately high risk of premature birth and
infant mortality, outcomes associated with cigarette smoking. Telephone-based, individual smoking cessation
counseling has been shown to result in successful quit attempts in the general population and among pregnant
women, but ‘‘quitlines’’ are underutilized. A social marketing campaign called One Tiny Reason to Quit
(OTRTQ) promoted calling a quitline (1-800-QUIT-NOW) to pregnant, African American women in Richmond,
Virginia, in 2009 and was replicated there 2 years later.
Methods: The campaign disseminated messages via radio, interior bus ads, posters, newspaper ads, and bill-
boards. Trained volunteers also delivered messages face-to-face and distributed branded give-away reminder
items. The number of calls made from pregnant women in the Richmond area during summer 2009 was
contrasted with (a) the number of calls during the seasons immediately before and after the campaign, and
(b) the number of calls the previous summer. The replication used the same evaluation design.
Results: There were statistically significant spikes in calls from pregnant women during both campaign waves
for both types of contrasts. A higher proportion of the calls from pregnant women were from African Americans
during the campaign.
Conclusion: A multimodal quitline promotion like OTRTQ should be considered for geographic areas with
sizable African American populations and high rates of infant mortality.

Introduction

The infant mortality rate (IMR) in the United States is
higher than the IMRs of at least 40 countries.1,2 More than

24,000 infants under 1 year of age died in the United States in
2010.3 There is a severe racial disparity in the pattern of infant
deaths; the current national IMR among African Americans is
more than double that of whites.3

Maternal smoking is a leading risk factor for low birth
weight, which is strongly associated with preterm birth,4 a
major cause of infant mortality.5 Conversely, discontinuing
smoking during pregnancy has been shown to increase

birth weight.6 This paper reports the results of a two-wave,
community-based participatory social marketing campaign
called One Tiny Reason to Quit (OTRTQ) that targeted
pregnant African American smokers in Richmond, Virginia.

The objective of the campaign was to encourage pregnant
smokers to call a toll-free number (1-800-QUIT-NOW) for
telephone smoking cessation (‘‘quitline’’) counseling. This
counseling follows a protocol that is consistent with best
practice recommendations from the North American Quitline
Consortium. Quitline counseling is conveniently accessed
and has been shown to be effective with various popula-
tions.7 Evaluation of a telephone smoking cessation
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counseling program that was specifically targeted to pregnant
women showed that telephone counseling was effective with
light smokers at the end of pregnancy and pregnant women
who were unsuccessful in previous quit attempts during their
pregnancies.8 Most quitline outcome studies have shown a
dose–response effect; receiving several counseling sessions
has been associated with higher rates of smoking cessation.9,10

Infant mortality and maternal smoking in Richmond

In 2005, the IMR in the City of Richmond was 13.2 per 1000,
well above the state rate of 7.4 per 1000.11 African Americans
constitute a slight majority within the city of Richmond.12

Between 2001 and 2005, Richmond IMRs were three to five
times higher among African Americans than among whites.13

Using the Centers for Disease Control and Prevention (CDC)-
recommended perinatal periods of risk procedure,14 a study
of matched Richmond birth/death certificates from 2001–
2005 determined that, for fetal-infant deaths beyond 24 weeks
gestational age, maternal health/lifestyle (a vital statistics
coding category comprised of factors such as smoking) was
the most commonly cited risk factor.13 Also, in recent inter-
views with African American patients at an urban obstetrics
clinic in Richmond, 41% of the pregnant women reported
lifetime daily use of tobacco, and 39.3% reported smoking
cigarettes in the past 3 months,15 suggesting a substantial
need for cessation support.

Campaign support and planning

A communication campaign was funded in spring 2007 as
part of an infant mortality research center grant to the Virginia
Commonwealth University (VCU) School of Medicine. Uni-
versity researchers, local providers of health and social ser-
vices to at-risk women, and former service recipients who
were part of an existing infant mortality prevention coalition
in Richmond formed a committee to plan the campaign.

Version 2.0 of the Social Marketing edition of CDCynergy16

guided the infant mortality coalition committee’s efforts. This
free, online, interactive performance support tool provides
step-by-step tutorials and case examples. It is maintained by
CDC to help users plan, implement, and evaluate a social
marketing campaign. After institutional review board ap-
proval ( June 12, 2008), a literature review, key informant sur-
veys of researchers and service providers, focus groups of
recently pregnant African American smokers and quitters, an
inventory of local smoking cessation services, and a ‘‘secret
shopper’’ exercise (details published elsewhere)17 were con-
ducted to inform major decisions about campaign focus and
strategy. The coalition adopted smoking cessation among
currently pregnant women as the campaign health objective
and calling 1-800-QUIT-NOW as the campaign ‘‘call to action.’’

Quitline counseling reach and eligibility

Smoking quitlines can be accessed in every state by calling
1-800-QUIT-NOW. Quitlines provide individual telephone
counseling sessions based on structured protocols and many
also mail cessation materials to callers. Quitline service in
Virginia is sponsored by the Virginia Department of Health
and delivered by a national vendor. The quitline counseling
available in Virginia was designed for the general population,
not specifically for pregnant women, but there are some dif-

ferences in the ways in which pregnant callers and other cal-
lers are served by general audience quitlines. Depending on
the availability of funds and state policy, nicotine replacement
therapy (NRT) supplies are sometimes mailed to adult quit-
line callers, but not to pregnant women; NRT is not re-
commended for pregnant women.10 Among the other special
procedures employed with pregnant women are discussing
the risks of smoking for the baby’s health, allowing the wo-
man to talk about feeling guilty about smoking during the
pregnancy, reassuring her that calling the quitline is an im-
portant first step in quitting that demonstrates her strength,
sending literature on secondhand smoke to the woman’s
family, and beginning to discuss the benefits of staying
smoke-free postpartum in the last trimester.18 The receipt of
multiple quitline counseling sessions per caller was free of
charge (either reimbursed without copay by some form of in-
surance, or provided at no charge to uninsured individuals) in
Virginia at the time of the campaign.

Quitline promotions

Quitline counseling is often underutilized unless it is pro-
moted by media campaigns. Quitlines served only an esti-
mated 1.2% of smokers nationwide in 2009.19 Media campaigns
are recommended as part of comprehensive anti-tobacco
strategies by the Guide to Community Preventive Services20

because they have been successful in promoting quitlines to
general audiences in several countries, but very few campaigns
have specifically targeted African Americans.21,22

With regard to pregnant women, mass media promotions
offer a way to deliver antismoking messages before the initia-
tion of prenatal care. Media messages can also reinforce ces-
sation prompts from physicians to women already in care.
However, we found only two studies of media-based quitline
promotions that targeted pregnant smokers. One was designed
for low-income women throughout England23 and the other
was for Native American women in Arizona.24 Although both
campaigns increased quitline calls from pregnant smokers
while ads ran, it was noted that the Arizona campaign was
successful only when its ads were positive in tone.25 Positive
messages also were effective in a social marketing campaign
that used print and face-to-face channels instead of electronic
media to reach pregnant smokers in Stoke-on-Trent, England;
evaluators of that campaign reported that it tripled quit rates. 26

The One Tiny Reason to Quit campaign

Theoretically, the goal of the OTRTQ campaign was to
create an attractive ‘‘exchange,’’ to make calling 1-800-QUIT-
NOW worthwhile in terms of its anticipated benefits from the
perspective of the target audience.27 Message concepts about
various benefits of the quitline were audience-tested for ap-
propriateness and appeal with pregnant African American
current or recent smokers in an urban hospital obstetrics/
gynecology clinic waiting room.17 An example of their feed-
back was that quitline friendliness was more important to
highlight than the fact that quitlines were free of charge. After
the concept testing, an award-winning local ad agency was
retained and given instructions about message content. The
agency’s creative team drafted the slogan ‘‘One Tiny Reason
to Quit,’’ message text, and graphic copy, all of which were
subjected to additional audience-testing in intercept inter-
views in high-risk obstetrical clinic waiting rooms.

ONE TINY REASON TO QUIT 433



When the campaign materials were in final form, volun-
teer outreach workers (OWs) from the African American
community (e.g., public housing tenant council presidents)
and front-line clinic and social service agency staff attended
training workshops in which they learned to approach preg-
nant smokers and convey three key campaign messages: (a)
‘‘Even if you’re already pregnant, there’s still time to quit
smoking and give your baby a good chance for a healthy
start,’’ (b) ‘‘Call 1-800-QUIT-NOW for friendly, high-quality
smoking cessation counseling,’’ and (c) ‘‘Tell a friend who
needs to know about 1-800-QUIT-NOW.’’ The OWs also re-
ceived supplies of campaign-branded items to distribute (e.g.,
cellphone-shaped tins of mints and mint-flavored lip balm,
chosen because many of the pregnant smokers preferred
mentholated cigarettes).

Both the interpersonal and media campaign components
were launched at a press conference at a large meeting of the
infant mortality coalition. The primary OTRTQ media invest-
ment was in radio ads. An original 30-second ad ran in pur-
chased time on the local urban contemporary radio station that
was most popular with young African American adults ac-
cording to Arbitron ratings. The radio ad featured the voice of a
child, the type of ‘‘messenger’’ that pregnant African American
women had endorsed in copy tests of draft ads. Other media
included billboards on donated space in high-risk neighbor-
hoods, press coverage, newspaper ads in African American
weekly papers, a Facebook page that included the audio spot,
and small posters in community venues frequented by the target
audience. The billboards and posters included a large photo-
graph of the head and hands of an African American infant. In a
second wave of the campaign 2 years later, a utility bill stuffer
displaying the infant image, the campaign slogan, and the
quitline number was added to the marketing mix, along with
branded stickers for patients in five pediatric practices that ac-
cepted Medicaid. The creative materials can be viewed online.17

In OTRTQ Wave 1, radio ads began the last week of
June 2009. Ads continued until the media budget was depleted
in mid-October. Some billboards and bus interior ads remained
in place after that, and some interpersonal outreach contin-
ued until OWs were brought together and thanked for their
contribution in late October. An estimated 17 million impres-
sions (i.e., opportunities to hear the campaign messages) were
created by OTRTQ during its initial wave, with billboards and
radio ads creating the largest numbers of impressions.17

Grant funds that accumulated during the final 2 years of the
funding period were invested in a second wave of the cam-
paign that lasted from the first of January through March
2011. Once more, some posters and billboards remained in
place for a while, and a low level of OW communication
continued after March while limited supplies of give-away
items lasted.

This study was conducted to assess possible effects of ex-
posure to the OTRTQ campaign on calls to the quitline from
pregnant smokers, especially those who were African Amer-
ican. A random sample survey was not feasible financially.
Instead, we relied on routinely collected quitline call data.
Based on the positive results of the two previous campaigns
that had targeted other populations of pregnant women, we
hypothesized that we would reach pregnant African Ameri-
can women in Richmond successfully and that calls from this
group would increase significantly in temporal concert with
our campaign waves.

Materials and Methods

Design

Campaign periods were compared to periods of approxi-
mately equal length prior to and after the campaign waves
among pregnant women and all callers. In addition, seasonal
call patterns (e.g., spikes from New Year’s resolutions to stop
smoking) were taken into account by contrasting calls during
the campaign seasons with calls made during the same sea-
sons in previous, noncampaign years (hereinafter referred to
as ‘‘year-over-year’’ comparisons).

Sample

Calls were tallied if they were (a) from callers who were
between 18 and 45 years of age, and (b) made from counties in
the local broadcast range of WBTJ-FM,28 the radio station that
ran ads.

Measures

A de-identified file of routinely collected Virginia call data
was made available to our research team by the quitline vendor
under a limited data use agreement. There were two measures
of the call variable: (1) a count of unique callers, and (2) the total
number of calls, a measure that included repeat calls from some
individuals but reflected the previously observed counseling
dose–response.8 All contrasts were conducted with both mea-
sures (i.e., total calls and unique callers). Findings were virtu-
ally identical; for brevity, inferential analyses of total calls are
reported in the following section of this report. Demographic
and tobacco use questions are part of the quitline protocol;
caller responses are preserved in a minimum dataset.29

Analyses

Call data were analyzed separately for Wave 1 and Wave 2
using chi square tests. Call data are aggregated by full cal-
endar month by the quitline vendor, but Wave 1 ad purchase
months did not overlap completely with call months. Because
there is often a lag between broadcasts of health messages and
behavioral responses30; we chose to address the inexact fit
between call months and ad months by defining calls from
July 1 through October 31, 2009, as ‘‘during the campaign’’ for
purposes of Wave 1 analysis. In other words, we treated the
first week of ads as having occurred before the campaign, and
2 weeks after ads stopped as having occurred during the
campaign period. The pre- and postcampaign comparison
periods for Wave 1 were also 4 months long: March through
June 2009 and November through February 2010.

Fortunately, Wave 2 ad months overlapped precisely with
call data months ( January–March 2011); the Wave 2 campaign
and comparison periods were all 3 months long. December
was excluded from the analysis because no radio ads were run
in December (ad time is much more expensive in that month),
and holiday leave for medical and social service providers
depresses normal rates of face-to-face quitline promotion. The
Wave 2 ‘‘pre’’ comparison period was September–November
2010, and the post period was April–June 2011.

Results

The absolute number of pregnant white callers did not drop
during Wave 1 of the campaign period, but the race/ethnicity
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distribution of pregnant callers shifted dramatically com-
pared to pre and post campaign periods (v2

2 = 19.22,
p < 0.0001). As shown in Table 1, African Americans com-
prised 85.6% of the 28 pregnant callers during the campaign
as compared to 41% of the 10 in the season before the cam-
paign (fractional percentages due to race nonresponse from
some callers). The proportion of African Americans among
pregnant callers returned to 27.6% of 18 pregnant callers in the
postcampaign period.

There was a significant increase in the total number of calls
from pregnant women during Wave 1 of OTRTQ compared
to the analogous season the prior year (v1

2 = 9.88, p < 0.001).
By contrast, there was no year-over-year increase in calls
from all callers (v1

2 = 1.0, p > 0.05). There was an even larger
increase among pregnant women when the comparison pe-
riod was the season immediately before the campaign
(v1

2 = 14.6, p < 0.0001). See Table 2 for numbers of pregnant
callers and total calls from pregnant women during these
periods.

Wave 2 findings replicated the general pattern already
described (see Table 3). Again, although the absolute number
of white callers did not drop, the race/ethnicity distribution of
pregnant callers shifted. Almost all (93% of 45) of the pregnant
callers during Wave 2 were African American as compared to

47.9% of 14 in the 3 months before the campaign and 48.8% of
49 in the postcampaign comparison period (v2

2 = 15.37,
p < 0.001). The demographics of all unique callers to the quit-
line (N = 3487, inclusive of pregnant women) in the 6 months
before and during the 2011 campaign provide context for the
demographics of pregnant callers. Of all quitline callers, 57%
were female, 73% were daily smokers, 26.1% had not com-
pleted high school, 30.8% had a high school degree or general
equivalency diploma, 28.1% had some college, 15% had at
least a college degree, 35% were African American, and 28.6%
were uninsured.

During Wave 2, there was a larger increase in the number of
calls from pregnant women than there had been in Wave 1;
there were more than five times as many calls from pregnant
women during Wave 2 than from the same season in the prior
year (v1

2 = 23.98, p < 0.0001). Once again, the increase in calls
from pregnant women held when the comparison period was
the season just before the campaign (v1

2 = 4.1, p < 0.05), and
this time the spike appeared to persist into the 3-month
postcampaign period (v1

2 = 2.1, p < 0.05). However, the Wave
2 rise among pregnant callers should be viewed in light of a
general secular trend; calls from all callers doubled compared
with the volume during the campaign season the previous
year (v1

2 = 232.44, p < 0.0001).

Table 1. Demographics, Smoking Status, and Source of Knowledge of the Quitline for Unique Pregnant Callers

from Richmond, Virginia, Before (Pre) and During One Tiny Reason to Quit Campaign Waves 1 and 2

Wavea

1 (2009) 2 (2011)

Pre (n = 10) During (n = 28) Pre (n = 14) During (n = 45)

Age, mean (SD) 27.5 (6.7) 28.5 (6.9) 22 (5.7) 26.4 (5.4)
Cigarettes/day, mean (SD) 9.8 (6.6) 12.1 (7.1) 10.9 (7.6) 12.6 (8.2)
Smoke daily 91.3 93.7 91.8 86.7

No. of cigarettes/day
1–5 5.6 15.5 15.6 25.3
6–19 77.8 53.8 65.8 66.7
> 19 16.6 30.7 18.6 8.0

Education
Less than high school 8.7 15.6 17.9 26.7
High school/general equivalency diploma 26.1 40.6 36.5 48.5
Some college 47.8 37.5 34.9 18.8
College 17.4 6.3 10.7 6.0
African American 26.1 85.6 47.9 93.0

Insurance
Private 43.5 46.9 41.3 47.1
Medicaid 47.8 40.6 39.9 39.3
Uninsured 8.7 12.5 18.8 13.6

How heard about quitlineb

One Tiny Reason to Quit 0.0 21.4 0.0 22.2
Employer 10.0 0.0 7.1 0.0
Family/friend 10.0 0.0 14.2 2.2
Health department 30.0 0.0 14.2 4.4
Health professional 10.0 21.4 7.1 4.4
Outdoor ad 0.0 3.6 14.2 24.4
Newspaper/magazine 20.0 3.6 14.2 0.0
Radio 10.0 46.4 7.1 42.2
TV 10.0 3.6 14.2 0.0
Re-enrollment offer 0.0 0.0 7.1 0.0

aValues are percentages unless otherwise indicated.
bCallers could give multiple sources.
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Finally, we reanalyzed our Wave 2 data including the
month of December in the pre period and drew the same
conclusions about the campaign results. Only four pregnant
women called the quitline from Richmond during December.

Discussion

Both of the OTRTQ campaign waves were temporally as-
sociated with statistically significant spikes in quitline calls
from pregnant women. In addition, the proportions of preg-
nant callers who were African American increased substan-
tially during the waves. When asked where they had heard
about the quitline, the majority of pregnant callers either sup-
plied the OTRTQ campaign name or mentioned outside ad-
vertising or radio, the major OTRTQ media channels. Together,
these three findings provide strong support for our hypothesis
that the campaign would reach members of its primary target
audience successfully and motivate them to call.

The number of pregnant African American callers during the
campaign was small but not negligible given that there were
fewer than 400 African American births per month on average
in the seven-county Richmond health district in 2009.31 More-
over, actual quitline calls have been shown to be the ‘‘tip of the
outcome iceberg’’ in survey-based evaluations of quitline pro-
motions. Such surveys have found added quitline promotion
effects on intentions to quit, talking to others about quitting,
spontaneous quit attempts, and antismoking policy climate.25

A recent meta-analysis of effects of smoking cessation
campaigns for general adult audiences found that empha-
sizing negative health effects was the most effective strate-
gy,32 but this may not be true for low-income, minority
pregnant women. In focus groups that we conducted while
the campaign was being designed, participants told us that
they were already aware of the risks of smoking, were coping
with a substantial amount of stress, and would need en-
couraging invitations in order to call. Because this feedback
was consistent with outcomes of the Arizona campaign that

targeted pregnant women and with focus group themes from
the campaign in England, OTRTQ messages and brochures
used gain-frames such as ‘‘give your baby a healthy start’’
rather than loss-frames such as ‘‘avoid health problems for
your baby.’’ Quitline counseling was described as ‘‘friendly
and helpful,’’ and women were asked to share information
about the quitline with a friend ‘‘who needs to know,’’ af-
firming that that they could have a positive impact on the
health of others. In addition, our radio ads included pleasant
music and thanked a mother character for quitting smoking.
Furthermore, in role-playing exercises, OTRTQ outreach
workers received feedback about (a) being positive in their
conversational tone, (b) describing the quitline as an attractive
option, and (c) pointing out enjoyable features of reminder
give-aways (e.g., that mints could provide menthol-like oral
pleasure, and that the magnetic picture frame could display a
sonogram image until the woman had a picture of her own
‘‘tiny reason to quit’’). Although this study did not constitute an
empirical test of the differential effects of positive and negative
messages, we believe that the OTRTQ evaluation findings were
consistent with previous observations about the importance of
employing a positive tone with high-risk pregnant women.

It should also be noted that this study did not address the
question of whether media channels and materials that target
African American women are more effective at reaching and
motivating them than general audience approaches. A review
of 15 years of records from the California quitline found that
general audience media campaigns prompted a higher rate of
calls from African Americans than from whites.33 Pregnant
African Americans in Virginia might be more responsive than
white pregnant women to any promotional campaign.

We found no plausible rival explanations for the call spikes
among pregnant women during the OTRTQ campaign waves.
These spikes were higher than would be predicted on the basis
of a secular trend in calls from members of the general popu-
lation and, according to the Virginia quitline funders, there
were no other media quitline promotions underway. Although

Table 2. Total Quitline Calls from All Callers

and Pregnant Women, and Unique Pregnant Callers

from Richmond, Virginia, Before, During, and After

One Tiny Reason to Quit Campaign Wave 1 (2009)

Period
Total calls from

all callers
Total calls from
pregnant women

Unique
pregnant

callers

Season before the campaign
Prior year 2163 54 23
Campaign

year
2311 21 10

Increase 7% —a —a

Campaign season
Prior year 2296 32 12
Campaign

year
2713 76 28

Increase 2% 137% 133%

Season after the campaign
Prior year 2165 35 15
Campaign

year
2597 42 18

Increase 20% 2% 2%

aYear-over-year decrease.

Table 3. Total Quitline Calls from All Callers

and Pregnant Women, and Unique Pregnant Callers

from Richmond, Virginia, Before, During, and After

One Tiny Reason to Quit Campaign Wave 2 (2011)

Period
Total calls

from all callers
Total calls from
pregnant women

Unique
pregnant

callers

Season before the campaign
Prior year 1573 25 11
Campaign

year
1703 20 14

Increase 8% —a 27%

Campaign season
Prior year 1606 23 13
Campaign

year
3503 123 45

Increase 118% 434% 246%

Season after the campaign
Prior year 1190 34 14
Campaign

year
3542 118 49

Increase 198% 247% 250%

aYear-over-year decrease.

436 KENNEDY ET AL.



higher cigarette prices can motivate quit attempts among
pregnant smokers,34 and a federal cigarette tax increase raised
the price of premium cigarettes prior to Wave 1,35 the tax in-
crease took effect at the beginning of the 2009 pre period. The
direction of any bias introduced by the tax would have been
towards the null hypothesis that there was no association be-
tween being exposed to the campaign and calling the quitline.

Using quitline call data to evaluate the success of the
campaign was affordable, avoided self-report bias with re-
gard to the call number outcome, and permitted analyses of
unintended consequences for nonpregnant callers, but these
administrative data had some disadvantages for the evalua-
tion. For example, aside from gender and pregnancy status,
questions about caller characteristics are recommended but
not required by the quitline protocol. There was a sufficient
amount of missing data on demographics and tobacco use to
create the potential for instability in estimates. Since race was
of central importance in evaluating this targeted campaign,
we examined race missingness rates in monthly quitline re-
ports covering a period of several years. Luckily, there was no
evidence of fluctuations in race missingness specific to the
time periods included in these analyses. Use of administrative
data also resulted in an incomplete overlap between the ad
and call data periods for Wave 1. The improved fit between
the periods in Wave 2 may help to explain its relatively high
and sustained call spike. Finally, callers were not probed for
details when they gave general answers to the question about
where they heard about the quitline. Answering ‘‘radio’’ did
not necessarily mean that a caller had heard the OTRTQ radio
spot, and memories about exposure channels are often inac-
curate.36 Usual media channels (e.g., television) had standard
numeric codes, but special sources (e.g., a time-limited cam-
paign) were recorded by quitline staff in up to two text fields,
and this information may be incomplete. Furthermore, rates
of exposure through individual channels fail to capture the
synergy that multimodal campaigns are designed to bring
about. The inability of the present findings to guide future
channel selection is a limitation of this study, as it is of many
campaign evaluations.37

A strength of OTRTQ was that it was associated with a
second call spike in Richmond without revision of its creative
materials; campaigns normally require periodic refreshment
to continue to attract the attention of the public. Campaign
‘‘wear out’’ may have been avoided because messages became
salient to women as they become pregnant. A cost–benefit
analysis was well beyond the scope of the present study, but a
re-usable, moderately priced campaign that averted even a
small number of cases of severe prematurity should save
money.38 Media costs for one wave of the Richmond cam-
paign were about $25,000 in unadjusted 2009 dollars. Detailed
expenditures, staffing requirements, and suggestions for op-
timizing available funds in mounting a campaign like OTRTQ
are made in an operations manual that is available online.39

Conclusion

To our knowledge, this is the first time a social marketing
campaign has promoted calling a smoking cessation quitline
specifically to pregnant African American women, and the
approach was promising. Unfortunately, resources for quit-
line counseling and promotion dwindled in Virginia and
other states when 2-year funding from the American Re-

covery and Reinvestment Act of 2009 ended. At this writing,
any uninsured caller receives only one counseling session
from QUITNOW VA. However, there is now a free, 24-hour
national quitline for pregnant women, 1-866-66(START),
sponsored by the American Legacy Foundation and managed
by the American Cancer Society, and 17 states have special
quitline services just for pregnant women.40 Guaranteeing the
continued availability of multisession quitline counseling to
pregnant women (e.g., by overcoming barriers to reimburse-
ment through Medicaid) would be sound public health policy.
It may also be a good public health investment to promote
quitlines to pregnant African American smokers in places
where African American populations are large and racial
disparities in infant mortality evident.
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