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Introduction

About this report

The purpose of this report is to describe the extent to which the current BTFF tobacco cessation programs
are effective for demographic subgroups of participants, specifically those who have historically
experienced a higher burden from tobacco use. This will include reporting quit rates for demographic
groups and reporting the extent to which each group currently participates in BTFF cessation programs.

The primary audience for this report is the BTFF. Additional audiences for information in this report may
include the Tobacco Education and Use Prevention Advisory Council (TAC), other state agencies, and
potential program partners. The BTFF continues to concentrate its efforts on promoting health equity and
reducing health disparities related to tobacco use. The information in this report can be used in alignment
with this work to inform promotion of the cessation programs to groups with historically low enrollment in
the program and determine where new or more tailored approaches may be needed to provide more
appealing and effective services for specific groups. Finally, this report may be used to establish baselines
or benchmarks from which BTFF could develop goals for increased outreach, enroliment, and cessation for
specific groups.

BTFF cessation programs

The BTFF within the Florida Department of Health
administers a menu of tobacco cessation programs as
part of a comprehensive tobacco prevention and
control initiative. The following programs are available
to all residents of Florida who meet minimum
eligibility requirements and are organized here under
two branches: those offered through Optum and
those offered through the Area Health Education
Centers (AHECs). Each program offers a free supply of
nicotine replacement therapy (NRT) to eligible
participants.

Tobacco Free
Florida

Optum Services AHEC Services

« Individual services (NRT, text support, email + Single-session in-person cessation courses
support, quit guide)

- . » Multi-session in-person cessation courses

+ Quitline telephone counseling

* Quitline Behavioral Health program + Behavioral health (Journeys) in-person

. . cessation courses
+ Web Coach self-directed online resources
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Introduction

Reducing tobacco-related disparities
In the U.S., the substantial decrease in tobacco use since

1965 is widely considered a major public health success.
However, pronounced disparities remain. Certain subgroups
of the U.S. population have higher smoking prevalence,
while other subgroups experience disparities in key
indicators of smoking cessation - quit attempts, receiving
advice to quit from a health professional, and using
cessation therapies, or experience disparate health
outcomes related to tobacco use.” Several factors
contribute to and maintain tobacco-related disparities,
including social determinants of health, tobacco industry
influence and targeted marketing, and a lack of
comprehensive tobacco control policies including access to
evidence-based cessation treatment.2

The Centers for Disease Control and Prevention (CDC)
recommends a multipronged approach to reducing these
disparities. Tobacco control policies, including smoke-free
laws, price increases for tobacco products, and regulations
to reduce the influence of tobacco company marketing, take
a population-based approach to improving health and have
the potential to reach the greatest number of people. Policy
efforts should be paired with accessible, evidence-based
cessation services as key components of any state effort to
reduce tobacco-related disparities.?

Focus of this report

A key component to reducing cessation disparities is to first
assess Whether current interventions are effective for priority
populations. This report examines the effectiveness of the
current BTFF cessation programs for tobacco users within
five demographic groups for which sufficient data were
available, presenting quit rates achieved by each group and
describing the extent to which each group participates in
BTFF cessation programs.

The population groups included in this report are:

+ Participants who report enrollment in Medicaid

+ Participants who identify as Black or African American
* Participants who identify as Hispanic or Latino/a

» Participants who identify as LGBTQ+

+ Participants who reside in Rural areas

BTFF services for tobacco users
with behavioral health conditions
In response to the high burden of tobacco
use experienced by Floridians with
behavioral health (substance use and/or
mental health) conditions, BTFF has
invested in tailored support for tobacco
users with behavioral health conditions.
Evaluation results for these programs
have been previously reported.3*

e The Quitline offers a tailored behavioral
health cessation program with seven
coaching calls and a free eight-week
supply of NRT, compared to three calls
and a two-week supply provided by the
standard program. Evaluation has found
the majority of eligible callers choose to
enroll in this more intensive program
and report high levels of satisfaction
with services. Participants in the
behavioral health program achieve quit
rates that are similar to quit rates
achieved by the the standard program.

e AHEC offers cessation groups within
behavioral health treatment facilities,
using the curriculum The Journey Starts
Here. The program is provided onsite
and offers flexible drop-in scheduling;
facility clients may attend weekly
cessation groups (up to 24 sessions in a
fiscal year) and may receive up to 24
weeks of free NRT. To date, evaluation
has found that participants like the
drop-in scheduling and receive more
intensive cessation support than
participants enrolled prior to the
Journeys program. An outcome
evaluation study which will report on
quit rates and other outcomes is
currently in progress.
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Calculating Quit Rates

To obtain a sufficient sample size for subgroups of participants, we combined data from multiple years.
This report is based on a sample of BTFF cessation program participants who enrolled between January
2017 and October 2019, and who were selected for and responded to a 7-month follow-up survey.

Two quit rates

The follow-up survey assesses whether respondents have used any tobacco or electronic nicotine delivery
systems (ENDS) within the past 30 days. Those who respond “no” are considered abstinent. The North
American Quitline Consortium (NAQC) recommends reporting two quit rates: the first measures abstinence
from conventional tobacco only (smoked or smokeless), and the second measures abstinence from both
conventional tobacco and ENDS.>

# abstinent from

quit rate

# of survey respondents

# abstinent from both
Conventional tobacco tobacco and ENDS
+ ENDS quit rate =

# of survey respondents

Interpreting quit rates

NAQC recommends that quitlines which provide % ‘ Meets the NAQC 30% goal
proactive counseling and cessation medications

strive to achieve quit rates of 30% or higher. NAQC e Falls below the NAQC goal
set this goal in relation to the conventional

tobacco quit rate.

The population subgroups included in this report are not independent samples; a survey respondent may
be included in more than one group. For example, an individual who reports they are a Medicaid recipient
who lives in a rural area would be included in both the Medicaid and Rural population quit rates. For this
reason, it is important that we do not compare the quit rate from one group to the quit rate of
another. Instead, we compare each group’s conventional tobacco quit rate to the NAQC goal and will
report whether a population meets or falls short of that benchmark.
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Calculating Quit Rates

A Limitations due to low survey consent and response rates

Quit rates are an estimate of the success of program participants
as a whole; the follow-up surveys are done with a sample of
participants and the results are applied to the entire group. For
this reason, we care about the generalizability of the survey data
and the extent to which the survey respondents accurately
represent all participants. People who are highly motivated to
quit are more likely to consent to the survey, and people who
are abstinent from tobacco are more likely to respond to the
survey, so strong levels of participation in the survey help to
improve the representativeness of the resulting data.

We are using the survey cooperation rate (consent rate
multiplied by response rate) to describe the level of survey
participation and have set a minimum threshold of a 35%
cooperation rate. Respondent groups with cooperation rates
below 35% are marked with the caution icon shown above to
indicate we are not confident that the survey respondents
accurately represent all participants.

*  Within the Optum programs, all groups meet the threshold
with the exception of Hispanic and Latino/a respondents.

*  Within the AHEC programs, only the respondents meet
the minimum cooperation requirement. We recommend
caution in interpreting the findings for groups with lower
cooperation as their quit rates are likely inflated.

Reading the quit rate charts

For each population, two quit rates are displayed along
with error bars showing the 95% confidence interval. The
NAQC 30% goal is shown as a dotted line, and a symbol is
added to explain whether the quit rate meets (¥ or falls
below (€3) that goal.

For any populations which had low levels of survey
cooperation, the caution symbol (A) is displayed and the
upper bound of the confidence interval is suppressed. This
is done because we expect that with low survey
cooperation the quit rate is likely to be inflated, and the
true quit rate most likely does not fall above the point
prevalence quit rate.

The labels below the chart include the number of survey
respondents included in the quit rate denominator.

50% -

25% -

Survey cooperation rates

Optum programs
minimum 35%
Overall

Medicaid

Black

Hispanic/Latino
Lesbian/Gay/Bisexual

Rural

0% 25% 50% 75% 100%

Overall
Medicaid

Black
Hispanic/Latino

Lesbian/Gay/Bisexual

Rural

0% 25% 50% 75% 100%

Sample quit rate chart % A

Conventional Tobacco Conventional Tobacco +
(N=2,507) ENDS (N=2,501)
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Results: Program-level quit rates

Overall Quit Rates achieved by BTFF cessation programs

For the purpose of this report quit rates were calculated for the Optum and AHEC programs overall, using
data from Jan 2017 — October 2019. These rates are provided as context to show the effectiveness of the
cessation programs for all participants. The headline for each chart describes how the conventional
tobacco quit rate compares to the NAQC goal. In each chart the conventional tobacco quit rate is shown in
a darker color, and the quit rate for conventional tobacco plus ENDS is shown in a lighter color.

Quit rate for Optum respondents meets the
NAQC goal

The quit rate for Optum respondents overall is
32.8%, which meets the NAQC target. However,
when assessing how many respondents are
abstinent from both conventional tobacco and
ENDS, the quit rate drops to 29.2%.

 328%¢ .
259% - -
0%
Conventional Tobacco Conventional Tobacco +
(N=3,708) ENDS (N=3,705)

The quit rate for AHEC respondents meets
goal, but may be inflated

The quit rate for AHEC respondents overall is
31.1%, meeting the NAQC goal. There were low
levels of survey cooperation, indicating the survey
results are less reliable. It is likely that the quit rate
does not accurately represent all program
participants and may be inflated. When
considering both tobacco and ENDS the quit rate
is nearly 3 points lower.

 N1% e
25% - -
0%
Conventional Tobacco Conventional Tobacco +
(N=4,472) ENDS (N=4,419)
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Results: Priority population quit rates and program

utilization

Organization of this section:
Results are provided for the five priority populations which are the focus of this report. Each page provides
results for a single population, organized into three sections.

Context

The top of each page provides some background describing tobacco-related disparities specific to one
population. Tobacco use prevalence rates for each population were obtained from the 2018 National
Health Interview Survey.® These rates include any use of cigarettes, smokeless, cigars, pipes, or e-cigarettes.
This source was chosen because standard tobacco use rates were available for all populations of interest,
with one exception: the tobacco use rate for rural residents was obtained using 2017 SAMHSA data.’
Additional tobacco-related disparity data were obtained from a variety of sources.

Quit Rates

Next, charts display quit rates achieved by BTFF cessation program respondents for each selected
population or demographic group. BTFF cessation program demographic data are self-reported by
tobacco users during registration; we used these data to select respondents within the existing follow-up
survey dataset who are members of one or more of the five priority populations. Home address was used
to categorize participants as residents of rural or non-rural counties.

Assessing representative levels of cessation program reach within priority populations

Finally, we report whether members of priority populations enroll in BTFF cessation programs at
representative levels. To make this determination PDA used FY19 participant demographics, 2019 Florida
Behavioral Risk Factor Surveillance System data® and 2019 Florida Adult Tobacco Survey data. We
calculated the proportion of program participants and the proportion of all Florida tobacco users who
identify with each priority population. We calculated the difference between these two proportions and set
the following cut points: if the difference between the programs and Florida tobacco users is 0 to 1.9
percentage points, we consider the population to be adequately represented within the programs; a
difference of 2.0 to 3.9 points indicates the population is over- or under-represented to a modest degree;
a difference of 4.0 points or greater indicates the population is greatly over- or under-represented within
the programs.

In some cases there are differences in population definitions across data sources (Optum, AHEC, BRFSS, FL-
ATS). Please see the Appendix for limitations associated with these differences.
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Tobacco users enrolled in Medicaid are identified as a priority population due to both a
high rate of tobacco use and potential barriers to accessing cessation services. Nationally,
the tobacco use rate for the Medicaid population is 28%, notably higher than the rate of 20% among all
adults.® Medicaid enrollees are less successful at quitting (as compared to those with private insurance)
despite having similar levels of interest in quitting.? In Florida, Medicaid coverage for cessation counseling
and medications is not comprehensive; coverage varies under both fee-for-service and managed care
plans, and some barriers to accessing treatments (such as copays) exist,'? although BTFF cessation
programs are free to state residents. Due to lower income levels, Medicaid enrollees may be unable to
afford out-of-pocket treatments and may experience transportation and other barriers while trying to
access cessation services.

The quit rate for Optum respondents in The quit rate for AHEC respondents in
Medicaid meets the goal Medicaid falls just below the goal

When considering both conventional tobacco plus When ENDS use is considered, the quit rate is 1.5
ENDS, the quit rate is more than 2 points lower. points lower. The AHEC Medicaid rates may be

inflated due to low survey cooperation.

50% 50% -
0
- 30.2 @_é ____________ N g -
25% - 1 25% 1 29.1% L
0% 0%
Conventional Tobacco Conventional Tobacco + Conventional Tobacco Conventional Tobacco +
(N=620) ENDS (N=621) (N=740) ENDS (N=733)

How well are BTFF programs reaching
Medicaid enrollees in Florida?

BTFF programs do not have a strong reach
into the Medicaid population. About 17% of
all BTFF program participants are enrolled
in Medicaid, as compared to 27% of all
Florida tobacco users.

Medicaid enrollees achieve quit rates that meet or approach the target, although the

programs do not have a strong penetration into the Medicaid population in Florida.
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Black or African American

African Americans use tobacco at a lower rate than whites, but have a harder time
quitting and are disproportionately impacted by tobacco-related illness and death.
Nationwide, tobacco use prevalence among African Americans is 19.3%, as compared to nearly 22% among
whites.® While African Americans use tobacco at lower rates than whites, smoke fewer cigarettes per day
and start smoking at an older age, they are still more likely to die from smoking-related diseases as
compared to whites.” For years, African American communities have been systematically targeted by
tobacco industry marketing efforts, particularly marketing of menthol tobacco products.’>'3 The majority
of African American smokers use menthol tobacco products™ which have been found to be harder to quit
than non-menthol tobacco products.’™ African American have less success quitting even though most want
to quit and have made multiple attempts to do so.!” More tailored programming and policy efforts,
informed by best-practice and community insights, are needed to support African American communities
to quit tobacco successfully.

The quit rate for Optum respondents who The quit rate for AHEC respondents who

identify as African American meets the identify as African American meets the
goal goal

The conventional tobacco and the +ENDS quit rates ~ While the AHEC quit rates meet the goal, rates
achieved by African American respondents are both ~ may be inflated due to low survey cooperation.
strong.

50% 50%
34.3% i T 33.4%
—————————————————— 1—————— ——————g—————————————_t——————
25% - 25% -
0% 0%
Conventional Tobacco Conventional Tobacco + Conventional Tobacco Conventional Tobacco +
(N=426) ENDS (N=427) (N=664) ENDS (N=661)

How well are BTFF programs reaching
African American tobacco users in Florida?

Approximately 12% of all BTFF participants are African
American. Among all Florida tobacco users, 13% are
African American. African Americans are adequately
represented within BTFF programs.

African American tobacco users who enroll in BTFF cessation programs achieve strong
quit rates, and this group enrolls in BTFF programs at representative levels.
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Hispanic and Latino/a

The Hispanic and Latino/a population has a low rate of tobacco use but faces
significant barriers in accessing and utilizing cessation services. The tobacco use rate for
Hispanics in the U.S. is much lower than that of non-Hispanic whites (14% vs. 22%).6 However, there are
variations in tobacco use among different Hispanic and Latino/a communities and cigarette smoking rates
are higher for those born in the U.S. Due to systemic inequities, Hispanic and Latino/a individuals are less
likely to have health insurance coverage and access to healthcare, which is a barrier to accessing cessation
treatments.’” Additionally, a study looking at cessation behaviors between Hispanic and non-Hispanic
smokers in the United States found that Hispanic smokers were consistently less likely to receive
professional advice to quit and to use proven cessation treatments than non-Hispanic white smokers,
suggesting a need for culturally competent initiatives directed to both healthcare providers and tobacco
users.1®

The quit rates for both Optum and AHEC respondents who identify as Hispanic or
Latino/a meet the goal: the + ENDS rates are also strong.

Quit rates for both programs may be inflated due to low levels of survey cooperation.

orTum Y A AHEC i A\

50% - 50% -
36.9% ¢ 38.4% ¢ .
___________________ __L______ I —————
25% - 25% -
0% 0%
Conventional Tobacco Conventional Tobacco + Conventional Tobacco Conventional Tobacco +
(N=498) ENDS (N=497) (N=675) ENDS (N=670)
e s 5 & - é
¥ How well are BTFF programs reaching Hispanic

.  and Latino/a tobacco users in Florida?

. Among all BTFF participants, 16% identified as
Hispanic or Latino/a, compared to 20% of all Florida
tobacco users. This indicates that Hispanic and

Latino/a tobacco users are underrepresented within

BTFF programs.

Hispanic and Latino/a tobacco users who participate in BTFF programs achieve strong
quit rates, but the BTFF programs do not have adequate reach into this community.
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LGBT+

The lesbian, gay, bisexual and transgender community is identified as a priority
population due to a very high rate of tobacco use. The national tobacco use rate for lesbian,
gay, and bisexual adults is 29.2%, notably higher than the 19.5% rate among heterosexual adults.® National
tobacco use rates were not available for adults who identify as transgender. The tobacco industry targets
LGBT persons through direct and indirect advertising, community outreach, and sponsorships.’” Studies
have also found that LGB individuals are much less likely to call a smoking cessation quitline and are less
likely to have health insurance, which presents barriers to using some cessation services.®

Due to limitations in data collection the available quit rate data represent only a subset of the LGBTQ+ community
which BTFF has selected as a priority population. In addition, Optum and AHEC programs identify sexual orientation and
gender identity differently so these quit rates are not comparable across programs.

The quit rate for Optum respondents who The quit rate for AHEC respondents who

identify as LGBT meets the goal identify as LGBT meets the goal
The conventional tobacco quit rate meets the While the conventional tobacco quit rate meets
NAQC target, while the +ENDS quit rate is the NAQC goal, results may be inflated due to low
substantially lower. survey cooperation.
opTum Y aHec W5 A\
50% - 50% -
32.1% ¢ T 34.8% ¢
25% l 25% - . l
0% 0%
Conventional Tobacco Conventional Tobacco + Conventional Tobacco Conventional Tobacco +
(N=147) ENDS (N=146) (N=227) ENDS (N=223)

How well are BTFF programs reaching the LGBT
population in Florida?

Approximately 7% of all BTFF participants identified as
lesbian, gay, or bisexual and 1% identified as transgender.
Similarly, 8% of all Florida tobacco users identify as lesbian,
gay, or bisexual and 0.5% identify as transgender, indicating
that the LGBT community is adequately represented within
BTFF programs.

Tobacco users who identify as LGBT enroll in the BTFF programs at representative

levels and achieve strong quit rates.
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Rural Residents

Individuals who live in rural areas have higher tobacco use rates and face geographic
barriers to accessing healthcare and cessation services. When comparing tobacco use by
county population types, rural counties have the highest cigarette (28.5%) and smokeless tobacco (8.6%)
use rates.” Smokers living in rural areas are more likely to smoke 15 or more cigarettes per day compared
to smokers living in urban areas. In terms of cessation behaviors, views about tobacco cessation vary within
rural populations with some groups more or less likely to use cessation services, but in general those living
in rural areas typically have less access to cessation services.™

The quit rates for both Optum and AHEC respondents living in rural counties meet the
goal

The +ENDS quit rates are several points lower, particularly within the Optum programs.

50% - 50%
30.6% & . 32.2% & :
25% - 9 25% - *
0% 0%
Conventional Tobacco Conventional Tobacco + Conventional Tobacco Conventional Tobacco +
(N=1,132) ENDS (N=1,132) (N=1,099) ENDS (N=1,081)

How well are BTFF programs reaching
rural tobacco users in Florida?

Among all BTFF, 6% of participants reside in a
rural county. We consider this population to be
adequately represented within BTFF
programs, since 5.5% of all Florida tobacco
users reside in a rural county.

BTFF cessation programs are an effective resource for rural Floridians. The quit rates
achieved by respondents who live in rural counties meet the goal.
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With one exception (AHEC-Medicaid) each priority population achieves quit rates which meet the NAQC
target, which is set for a general population of tobacco users participating in an evidence-based quitline
program. We conclude that the BTFF programs successfully support tobacco users from diverse
backgrounds to quit tobacco.

For all priority populations, we suggest that the goal should be to serve these groups at or above
representative levels. The programs meet this outreach goal for three populations in this study
(Black/African American, LGBT, Rural). The programs are somewhat less successful at reaching two
populations in this study. Medicaid enrollees and Hispanic or Latino/a tobacco users are
underrepresented within BTFF programs. Additional promotion and program improvements may
increase reach within all five groups, thereby connecting more tobacco users to treatment and contributing
to reductions in tobacco-related disparities. Should BTFF undertake such efforts, the findings in this report
(quit rates and reach into priority populations) may be used as baseline levels to monitor any changes in
program use and effectiveness.

Population Effectiveness Utilization

Population enrolls at
Optum representative levels

Medicaid *, (XN
African American * ¥ A &)
Hispanic or Latino/a A WA
LGBT * ¥ A 9
Rural Residents * * (/]

Key
¥ Meets quit rate goal

A Quit rates may be inflated due to low survey cooperation levels; interpret with caution

] Population enrolls in cessation programs at representative levels
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Recommendations

Partner with community agencies and health systems

As one strategy to increase participation, we recommend BTFF form additional partnerships with
health systems and community agencies which serve priority populations of interest to the BTFF.
Potential partners include Federally Qualified Health Centers, public housing facilities, social
service agencies, and shelters. These partnerships could be formed with local AHECs, or on a
statewide level, with BTFF, to assist with recruitment, referral systems, and tailored
programming. We recommend disseminating the findings from this report to potential partners
to demonstrate that the BTFF programs are effectively assisting Floridians from diverse

backgrounds to quit tobacco.

Partnering agencies can assist with recruitment.
Faith leaders, elders, community health workers,
and health navigators are often trusted
messengers within a community and can educate
community members about the benefits of
quitting tobacco as well as about the free services
that are available through BTFF. Partners can
distribute promotional materials through their
existing communication channels and encourage
clients or group members to seek out help with
quitting.

“Members of priority populations and
the organizations who serve them are
vital to planning efforts. They can
provide information about how
priority groups use cessation services
and what barriers they face to getting
help. Including them in planning also
ensures that cessation interventions
take into account the needs and culture
of the population. Programs can
ensure that these groups are active
participants in discussions and
decision making.”

- CDC Best Practices User Guides,
Cessation in Tobacco Control 29

Referral systems

BTFF has set up eReferral systems with health
systems and county health departments. They
have also set up an innovative fax referral system
with Florida Workforce Development's
CareerSource offices, and are currently working to
establish a referral connection with military
recruitment offices. We recommend that BTFF
continue this work by seeking fax referral partners
within community and social service agencies that
could connect their agency clients to BTFF
cessation programs. Partners with the capacity to
refer large numbers of tobacco users may merit
the Bureau's investment in developing eReferral
connections.

Tailored programming

This study did not examine the cultural
competency of the BTFF cessation programs.
More investigation would be needed to
understand how each population perceives the
current programming, whether specific barriers
interfere with accessing BTFF programs, and what
kinds of tailoring would make the programs a
better fit for each group. It is a positive finding
that several of the populations studied here enroll
in the BTFF programs at or near representative
levels, and that all but one of the quit rates meets
the 30% quit rate goal. However, it is possible that
the rates of enrollment and cessation might both
increase if the programs developed tailored
services and materials. Community partners can
advise on this work.
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Recommendations

Continue successful cessation strategies

The CDC recommends that tobacco cessation programs employ several strategies designed to address
tobacco-related disparities.’ BTFF has such strategies in place and we recommend these practices be
continued or expanded.

Remove barriers to accessing cessation
support. BTFF offers free services including
nicotine replacement therapy. BTFF cessation
supports are accessible through a variety of
modalities that can be accessed remotely or in-
person.

Incorporate cessation into behavioral health
treatment. BTFF supports the AHEC programs to
deliver a tailored cessation program within
behavioral health treatment facilities and
supports Optum to provide a tailored quitline
behavioral health program.

Train healthcare staff on delivering culturally
competent cessation treatment. AHECs provide
training to healthcare staff within their service
areas and should work to expand these efforts to
focus specifically on health systems which serve
priority populations. In some settings,
community partners may advise or assist on
culturally competent training.

Provide cessation information in tobacco
users’ native languages. Both Quitline and
AHEC offer cessation services and program
materials in Spanish; the Quitline has translation
services available in several additional languages.
Ongoing monitoring is important to ensure that
resources in multiple languages are developed
and maintained.

Monitor how priority populations use
cessation services. The evaluation monitors and
reports on this topic annually. However, some
gaps exist in available demographic data,
limiting the ability to monitor program use by all
populations. In addition, the evaluation should
disaggregate demographic data where possible
to better understand tobacco use and cessation
within smaller, specific subgroups.

+ Support eReferrals to cessation programs,

particularly with referral providers who serve
priority populations. BTFF currently supports
eReferrals with all 87 Florida county health
departments and with Florida Workforce
Development Board CareerSource initiative,
as well as with two major health systems in
Florida.

Continue collaborations to reach tobacco
users in Medicaid. BTFF is partnering with
the with Agency for Healthcare
Administration (ACHA) to facilitate improved
identification of tobacco users among
Medicaid enrollees, and to generate referrals
to BTFF cessation programs. As part of this
collaboration, BTFF has provided training and
materials to Medicaid provider staff to
routinely identify tobacco users and provide
cessation support.

The CDC recommends states review Medicaid
coverage for cessation supports and improve
coverage where possible, including removal
of cost barriers such as copays to improve
access to treatments.2 While these strategies
fall outside the scope of BTFF cessation
programs, they are designed to improve
access to treatment for Medicaid enrollees
and have a greater potential to help reduce
tobacco use statewide by promoting
cessation among Medicaid enrollees, above
and beyond the contributions of BTFF-funded
cessation programs.
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Pair these strong cessation interventions with effective population-based policy initiatives

Strong cessation interventions are one part of a comprehensive approach to achieving health
equity. The BTFF has several effective cessation strategies in place to serve priority populations.
The additional strategies recommended in this report can help to improve reach into priority
populations as well as improve the programs’ cultural competency. These cessation efforts should
be paired with effective population-based policy initiatives, such as efforts to enact smoke-free
laws, pass tobacco price increases, and regulate tobacco advertising. Because tobacco control
policies take a population-based approach to improving health, they have the potential to reach
more people and can be particularly effective at reducing tobacco-related disparities.?

Tobacco policies, combined with effective and accessible cessation services, provide a
comprehensive path to achieving health equity.
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Appendix

This appendix describes several differences in population definitions and demographic data across the data
sources used in this report. These differences limit the ability to make direct comparisons between Optum
and AHEC participants, or between cessation program participants and all Florida tobacco users. Additional
details are available on request.

Medicaid enroliment

The Optum cessation program registration data allows participants to select only one response option for
health insurance (to be categorized into: Uninsured/Private insurance/Medicaid/Medicare). The AHEC
program includes an “"Other” category and allows respondents to select more than one type of health
insurance. Beginning in 2019, and the Florida Adult Tobacco Survey (FLATS) switched from collecting
health insurance type using a single-select question to a multi-select question. The differences in the data
collection may affect the way health insurance is reported; FLATS results are not comparable to results
reported in prior years. Due to the differences in data collection, Medicaid enrollment may be under-reported
by Optum participants, limiting comparability to other data sources.

Race

The Optum programs collect race using a single-select question and includes the option "Arab or Arab-
American (which is not an option for AHEC or BRFSS). AHEC also uses a single-select format, but the
question includes the response “more than one race.” BRFSS uses a multi-select format. The differences in
data collection may affect the extent to which individuals report Black/African American racial identity.

Sexual orientation and gender identity

The Optum programs use a single question to collect sexual orientation and gender identity, and
participants may select only one response option (heterosexual, lesbian, gay, bisexual, transgender). The
Florida 2019 BRFSS collects gender identity using a separate question from the sexual orientation
(heterosexual, lesbian, gay, bisexual). The AHEC programs also use a separate questions to collect gender
identity, but the sexual orientation question includes an additional category (heterosexual, gay, lesbian, or
some other identity). Due to differences in the collection of participants’ sexual orientation and gender
(dentity, the ability to compare program data to BRFSS data is limited. The quit rates for LGBTQ+ participants
in the Optum and AHEC programs are not directly comparable.

Classification of participants as Rural residents:

Within the AHEC programs, county is assigned based on participant address (zip code); counties are then
classified as urban or rural using census tract rural designations from the Health Resources and Services
Administration (HRSA). At registration, some AHEC participants listed a temporary facility (residential
treatment center, shelter, etc.) as their home address. As a result we caution that the categorization of AHEC
participants as rural/non-rural may be inaccurate, although the extent of error is unknown.
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