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Introduction: Asian male immigrants have high smoking rates. This article describes outreach
approaches in the Medi-Cal Incentives to Quit Smoking project to incentivize California Medicaid
(Medi-Cal) calls to the California Smokers’Helpline (Helpline) Asian-language lines.

Methods: Outreach efforts adapted Medi-Cal Incentives to Quit Smoking materials for the Asian-lan-
guage lines. Community-based efforts included outreach at ethnic supermarkets and distribution
through community networks. Leveraging the Helpline’s Asian print media campaign, three press
releases promoted Medi-Cal Incentives to Quit Smoking with Lunar New Year or community physician
messaging. Medi-Cal all-household mailings with tracking codes also included the
Asian-language lines. Helpline caller characteristics and trends were examined for project period 2012
−2015. Analyses were conducted in 2018.

Results: Among 4,306 Asian American Pacific Islander Medi-Cal callers, there were 37% Asian-speak-
ing Asian Americans (9.5% Chinese, 17.2% Vietnamese, and 10.5% Korean); 44% English-speaking
Asian Americans; 9% Pacific Islanders; and 10% Asian American Pacific Islander not otherwise speci-
fied. Almost 10% of Asian-speaking Asian Americans were activated by the financial incentive and this
was similar for all-household mailings, although this was lower than the other groups. Medi-Cal calls to
the Asian-language lines increased, from an average of 18 calls/month to 47 calls/month (162%
increase) in the first and last 12 project months respectively. Community outreach was limited by tim-
ing and sustainability. The 3-month call totals before and after the Asian-language press releases were
significantly greater for Asian-speaking calls than for English-speaking calls (Cochran−Mantel−Haens-
zel p< 0.001, OR=1.70, 95% CI=1.45, 1.99).

Conclusions: Whereas community outreach is challenging, promising population-based methods for
in-language, culturally tailored outreach can include press releases with ethnic media and direct-to-
member mailings.

Supplement information: This article is part of a supplement entitled Advancing Smoking Cessation
in California’s Medicaid Population, which is sponsored by the California Department of Public Health.
Am J Prev Med 2018;55(6S2):S196−S204. © 2018 American Journal of Preventive Medicine. Published by Elsevier Inc.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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California has the largest number and concentra-
tion of Asian Americans (AAs).1 AAs repre-
sented approximately 17% of those covered by

Medicaid in California (i.e., Medi-Cal) in 2012−2015.2

Promoting culturally appropriate and linguistically
accessible smoking-cessation resources for AA Medi-Cal
members is important because nearly two thirds are
immigrants and originate from countries where up to
50% of men smoke.3−5 Yet, reaching AAs is challenging
f Preventive Medicine. Published by Elsevier Inc.
p://creativecommons.org/licenses/by-nc-nd/4.0/).
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Figure 1. Monthly calls to the helpline by request for $20 gift card incentive: total and by Asian-language line.
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given the heterogeneity of the population; particular
attention must be paid to culture, ethnicity, and language.
Telephone quitline counseling has been found to be

an effective cessation intervention,6 including for
smokers utilizing the Asian Smokers Quitline (ASQ),
a free nationwide service operated by the California
Smokers’ Helpline (Helpline) with dedicated Asian
language lines in Chinese (i.e., Mandarin and Can-
tonese), Vietnamese, and Korean.7,8 The ASQ is pro-
moted nationwide through advertisements in ethnic
media and offers free nicotine patches. Although
quitlines are freely available throughout the U.S., they
remain relatively underutilized.9

Despite the important benefit of strategically targeting
outreach in-language and through culturally appropriate
communication channels,10−12 little research has exam-
ined outreach strategies to promote quitlines for diverse
AA communities. The Medi-Cal Incentives to Quit
Smoking (MIQS) project promoted modest financial
and medication incentives to encourage Medi-Cal smok-
ers to utilize the Helpline. This article describes outreach
approaches to increase Medi-Cal calls to the Helpline’s
Asian-language lines (Chinese, Korean, Vietnamese),
and the impact compared with English-speaking AAs
and Pacific Islanders (AAPIs).
METHODS

The MIQS program was funded by the Centers for
Medicare and Medicaid Services and provided incentives
December 2018
to eligible Medi-Cal members aged ≥ 18 years between
March 2012 and July 2015. Outreach efforts promoted a
$20 gift card incentive, which eligible callers to any of
the Helpline’s five language lines could ask for and earn
by completing a counseling session. After September
2013, the Helpline asked all eligible Medi-Cal callers if
they would like a free 1-month supply of nicotine
patches, for which callers did not need to complete a
counseling session.
Description of Linguistically, Culturally, and
Community Appropriate Outreach Efforts
MIQS outreach posters and postcards were developed
and disseminated, in conjunction with the California
Tobacco Control Program (CTCP), in English and the
three Asian languages offered by the Helpline and fea-
turing images of diverse populations. The Helpline staff
helped select culturally appropriate images and language
for outreach materials (Appendix Figure 1, Chinese
postcard example; available online). Dissemination of
the outreach materials occurred through (1) general out-
reach to state and county organizations and providers;
(2) mailings sent directly to Medi-Cal members; (3) a
pilot in-person outreach in Chinese-speaking neighbor-
hoods; (4) community consultants through AAPI cancer
control community networks; and (5) press releases to
ethnic print media incorporating Lunar New Year mes-
saging and community physicians as spokespeople.
General outreach. General outreach promoted the

MIQS project and availability of in-language materials
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to organizations engaged in tobacco control and cessa-
tion activities, utilizing the CTCP’s existing communica-
tion infrastructure. In-person outreach was conducted
for eight counties with high smoking prevalence among
Medi-Cal members. See Tong et al.,13 this issue, for
more information on general outreach. Between August
2013 and February 2015, a total of 33,267 Chinese,
Korean, and Vietnamese posters or postcards were
requested by county agencies, CTCP grantees, and pro-
viders and clinics serving patients with Medi-Cal.
Direct-to-member mailings. Direct-to-member mail-

ings included a series of all-household benefit update
mailings and Medi-Cal managed care plans’ general
newsletters or targeted mailings to identified smokers
(by language). Three benefit update mailings were sent
to all Medi-Cal households (first mailing in Fall 2013,
second and third mailings in first and second half of
2014, respectively). The all-household mailing was a
double-sided 8.500 £ 1100 flyer for English and Spanish
with a tracking promotional code (hereafter referred
to as “all-household mailing code”), but the phone
numbers for the Asian-language lines were included on
an updated flyer for the second and third mailing
(Appendix Figure 2, available online). Four Medi-Cal
managed care plans identified current smokers through
diagnostic and billing codes and targeted mailings to
those households, and two (Molina and Health Plan
San Mateo) further targeted smokers whose primary
Figure 2. Monthly calls to the helpline by reporting all-household m
AHM, all-household mailing.
language was Chinese, Korean, or Vietnamese and sent
in-language materials to them. Molina sent mailings to
111 Vietnamese speakers, seven Korean speakers, and
two Chinese speakers. Health Plan San Mateo sent mail-
ings to 131 Chinese speakers and two Vietnamese speak-
ers. See Anderson and colleagues14 and Hood-Medland
et al.,15 this issue, for detailed description of direct-to-
member mailings and timing for distribution.
Pilot in-person community outreach.APartnership, a

media agency that promoted ASQ ads in ethnic media,
was contracted to pilot a “Street Team” of culturally and
linguisticallymatched individuals to disseminate outreach
materials in the San Gabriel Valley area of Los Angeles
County frequented by Chinese speakers. Ethnic super-
markets were identified in low-income neighborhoods
for the Street Team to approach the public. In November
2013, the media agency distributed 27,300 postcards over
2 days. Anecdotal observations were recorded by Street
Teammembers following the outreach activity.
Community consultants. Two National Cancer Insti-

tute−funded Community Network Programs for AAPI
community-based participatory research were contacted
to help disseminate MIQS materials between the last
quarter of 2014 and mid-2015. Through these community
network channels, Chinese, Korean, and Vietnamese
materials were disseminated in Southern California areas.
For PIs, the community consultant helped to tailor
English-language MIQS materials with a father−daughter
ailing code: total and by Asian-language line.

www.ajpmonline.org
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image from the community. The Asian American Net-
work for Cancer Awareness Research and Training staff
assisted with direct outreach into the community by plac-
ing materials in local businesses and distributing to health
clinics serving the population in Northern California and
Los Angeles areas. Pacific Islander Health Partnership,
which collaborated with the Weaving an Islander Net-
work for Cancer Awareness Research and Training,
assisted in tailoring the MIQS materials and disseminated
5,000 postcards through community channels in Southern
California.
Ethnic media press releases. Two Helpline press

releases (March 2014, March 2015) were timed to coin-
cide with the Lunar New Year and distributed in Chi-
nese, Korean, and Vietnamese languages. Press releases
promoted “Health and Wealth” messaging about the $20
gift card incentive and the free nicotine patches. A press
release in September 2014 additionally used respected
physician leaders in Chinese, Korean, and Vietnamese
ethnic communities as spokespeople. The Helpline’s
Asian media agency assisted in disseminating the press
release to ethnic radio and print news outlets where
ASQ advertisements were concurrently running.

Data Sources and Measures
Helpline call data were analyzed for demographics, refer-
ral source, health conditions, and incentives or services
for callers who self-identified their primary race/ethnic-
ity as AAPI, alone or in combination, and self-reported
having Medi-Cal. Demographic information included
age, gender, self-reported ethnicity, education, and
whether they were living with a child aged ≤ 5 years.
Referral source included friend/family, provider, insur-
ance plan, media, nonprofit/school, or other/don’t
know. Health conditions included current pregnancy
status, current diagnosis of high blood pressure, diabetes,
anxiety disorder, depressive disorder, bipolar disorder,
schizophrenia and alcohol or drug abuse, and history of
heart attack or stroke. For incentives or services, data
were collected on whether they requested the $20 gift
card incentive, received nicotine patches, reported an
all-household mailing code, or completed counseling.
Self-reported ethnic data was recategorized by language:
Asian-speaking AAs (i.e., callers to Cantonese Chinese,
Mandarin Chinese, Korean, or Vietnamese language
lines); English-speaking AAs; English-speaking PIs; and
English-speaking AAPIs not otherwise specified. See
footnote for Table 1 for ethnicities represented in each
of the above groups. Besides Helpline caller data, num-
bers of outreach materials requested by collaborating
agencies, clinics, and other organizations were collected.
Instances of unpaid media coverage on the project were
also collected.
December 2018
Statistical Analysis
Monthly calls to the Helpline were summarized for the
project period. Demographics, health conditions, referral
sources, and incentives or services were characterized for
each AAPI subgroup. The effect of ethnic media press
releases was examined on total calls for the 3 months
before and after each press release (1 month during and
2 months after), comparing Asian-speaking and
English-speaking AAPI Medi-Cal callers over the three
press releases using the Cochran−Mantel−Haenszel
test. All analyses were conducted in 2018 using SAS sta-
tistical software package, version 9.4.
RESULTS

Table 1 shows characteristics of AAPI Medi-Cal callers to
the English- and Asian-language lines. Among 4,306 AAPI
Medi-Cal callers in the project period, there were 37%
Asian-speaking AAs (9.5% Chinese, 17.2% Vietnamese,
and 10.5% Korean); 44% English-speaking AAs; 9% PIs;
and 10% AAPI not otherwise specified. Almost 10% of
Asian-speaking AAs were activated by the financial incen-
tive and this was similar for all-household mailings,
although this was lower than the other groups; however,
Asian-speaking AAs were more likely to receive nicotine
patches. They were also more likely to complete one
counseling session, but still had lower proportions of asking
for the $20 gift card incentive or reporting the all-household
mailing code. There were no statistically significant differen-
ces between Asian-speaking subgroups in terms of those
activated by the financial incentive. Among those who
asked for the financial incentive, Asian-speaking callers
were more likely to report being referred by media com-
pared with English-speaking AAPIs (not shown). Medi-Cal
calls to the Asian-language lines increased from an average
of 18 calls/month to 47 calls/month (162% increase) in the
first and last 12 project months respectively (not shown).

Direct-to-Member Mailings
Figure 2 shows the Medi-Cal monthly call trends from
November 2013 to December 2015 for all Asian-speak-
ing AAs who reported the all-household mailing code
and by language. There were 146 Asian-speaking AAs
that reported the all-household mailing code; of those
callers, 140 completed at least one counseling session.
From the California Health Interview Survey data, an
estimated 329,000 individuals who self-reported Chi-
nese, Korean, or Vietnamese ethnicity and non-English
language use at home, were covered by Medi-Cal in
2014 (when the second and third all-household mailings
were sent)2; reach was conservatively calculated as
0.0003%. As Table 1 shows, Asian-speaking AAs were
less likely to report the all-household mailing code



Table 1. Characteristics of Asian American Pacific Islander Medi-Cal Helpline Callers, March 2012 to July 2015 (N=4,306)

Variable

Asian-speaking
Asian American,a

n (%) (n=1,605)

English-speaking
Asian American,a

n (%) (n=1,897)

English-speaking
Pacific Islander,a

n (%) (n=382)

English-speaking
Asian American

Pacific Islander NOS,a

n (%) (n=422)

Age, years

<25 15 (0.9) 117 (6.2) 36 (7.3) 31 (7.3)

25−44 240 (14.9) 925 (48.8) 177 (46.3) 227 (53.8)

45−64 788 (49.1) 705 (37.2) 157 (41.1) 139 (32.9)

≥65 562 (35.0) 150 (7.9) 12 (3.1) 25 (5.9)

Male 1,423 (89.2) 1,016 (53.8) 143 (37.5) 216 (51.2)

Education

Less than high school/don’t know 494 (31.5) 312 (16.6) 72 (18.9) 46 (16.3)

High school diploma/GED 428 (27.3) 499 (26.6) 142 (37.4) 85 (30.1)

Some college or trade school 293 (18.7) 744 (39.7) 142 (37.4) 98 (34.7)

College degree or higher 355 (22.6) 320 (17.1) 24 (6.3) 53 (18.8)

Pregnant 1 (0.06) 29 (1.5) 12 (3.1) 13 (3.1)

Lives with child aged ≤5 years 184 (11.5) 369 (19.4) 102 (26.7) 76 (18.0)

Chronic disease

Diabetes 324 (20.7) 333 (17.7) 65 (17.1) 47 (16.7)

High blood pressure 684 (43.0) 729 (38.9) 163 (43.1) 87 (20.8)

Prior heart attack 68 (4.3) 70 (3.7) 22 (5.8) 15 (3.6)

Prior stroke 72 (4.5) 83 (4.4) 31 (8.3) 12 (2.9)

Behavioral health

Anxiety 191 (12.8) 565 (32.7) 117 (33.5) 90 (33.7)

Bipolar 107 (7.2) 315 (18.4) 61 (17.6) 53 (20.0)

Depression 211 (14.3) 624 (35.9) 128 (36.7) 101 (37.7)

Schizophrenia 49 (3.3) 259 (14.9) 35 (9.9) 31 (11.6)

Have abused drugs/alcohol 21 (1.4) 182 (10.4) 36 (10.2) 42 (15.5)

Referral source

Friend or family 196 (12.6) 214 (11.6) 44 (11.9) 27 (6.5)

Insurance 203 (13.0) 444 (24.0) 84 (22.6) 63 (15.3)

Provider 243 (15.6) 615 (33.2) 120 (32.3) 104 (25.2)

Media 769 (49.4) 319 (17.2) 75 (20.2) 46 (11.2)

Non-profit organization or school 34 (2.2) 71 (3.8) 16 (4.3) 8 (1.9)

Other/don’t know 112 (7.2) 187 (10.1) 32 (8.6) 164 (39.8)

Requested $20 incentive 133 (8.3) 249 (13.1) 45 (11.8) 47 (11.1)

Used all-household mailing code 146 (9.1) 391 (20.6) 72 (18.8) 59 (14.0)

Received nicotine patch 1,114 (92.3) 1,010 (72.8) 185 (67.8) 196 (58.9)

Completed counseling session 1,233 (76.8) 1,263 (66.6) 235 (61.5) 210 (49.8)

Requested $20 incentive 133 (8.3) 249 (13.1) 45 (11.8) 47 (11.1)

Used all-household mailing code 140 (8.7) 359 (18.9) 67 (17.5) 53 (12.6)

Other Medi-Cal callers 1,332 (83.0) 1,289 (68.0) 270 (70.7) 322 (76.3)
aAsian-speaking Asians (n): Cantonese Chinese (166), Mandarin Chinese (245), Korean (452), Vietnamese (742). English-speaking Asians: 68 Asian
Indian (151), Cambodian (68), Chinese (172), Filipino (797), Hmong (58), Japanese (248), Korean (179), Laotian (40), Pakistani (28), Thai (34), Viet-
namese (122). Pacific Islander: Fijian (41), Guamanian (72), Hawaiian (153), Maori (4), Samoan (97), Tahitian (1), Tongan (14). Asian American
Pacific Islander NOS (422).
GED, general education development test; NOS, not otherwise specified.
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compared with other groups (9.1% vs 14%−20.6%).
There were no statistically significant differences
between Asian-speaking subgroups in reporting the
mailing code (not shown). No statistically significant
changes were observed in Asian-speaking calls from the
counties reached by Health Plan San Mateo and Molina
in the 3 months before and after targeted mailings
(not shown).

Pilot In-Person “Street Team” Community Outreach
The media agency who conducted the pilot outreach
reported that individuals offered MIQS flyers were
www.ajpmonline.org
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more interested in how to enroll in Medi-Cal than how
to participate in the MIQS project and receive incen-
tives for quitting smoking. Nonsmokers were more
likely to return the flyers because they assumed they
were receiving grocery coupons and did not find them
relevant. Some smokers were not happy to receive the
flyers given the anti-smoking message. Team members
distributing the flyers spent more time than anticipated
answering questions, particularly about Medi-Cal
enrollment. No statistically significant changes were
observed in Chinese-speaking Medi-Cal calls in the
3 months before and after the “Street Team” outreach
(not shown).
Ethnic Media Press Releases
Table 2 summarizes total calls for the 3 months before
and after each of the three press releases by language
line. The 3-month call totals before and after the Asian-
language press releases were significantly greater for
Asian-speaking calls than for English-speaking calls
(Cochran−Mantel−Haenszel p< 0.001, OR=1.70, 95%
CI=1.45, 1.99). The March 2014 press release was picked
up by 23 ethnic print media outlets with Californian cir-
culations of 20,000−70,000. The September 2014 press
release was picked up by the same 23 media outlets.
That month, the press release was covered by ten TV sta-
tions; one Vietnamese TV station covered the project
twice a day for 2 weeks. The March 2015 press release
was picked up by at least nine print outlets and one radio
station. Ethnic media was concentrated in San Francisco
Bay Area and Los Angeles markets.
DISCUSSION

The current study demonstrates that whereas commu-
nity-based outreach is challenging, promising popula-
tion-based methods for in-language, culturally tailored
Table 2. Three-Month Call Totals for Asian American Pacific
Releases by Language Line

March 2014

Language line

Total calls
3 months

before press
release

Total calls
3 months
after press
release

To
3

bef
r

Chinese 29 77

Korean 25 61

Vietnamese 26 60

Total Asian-speaking 80 162

Total English-speakinga 221 209
aEnglish-speaking include all Asian American, Pacific Islander, and Asian Ame
guage California Smokers’ Helpline.

December 2018
outreach can include press releases with ethnic media
and direct-to-member plan mailings. The MIQS pro-
gram collaborated with agencies, providers, and health
plans serving the target population, respected leaders in
the community, and the media agency for ASQ, which
had established media contacts. Multiple types of out-
reach were used, including general and targeted mail-
ings, face-to-face dissemination of materials, press
releases, and newspaper, TV, and radio stories. Press
releases that were covered by ethnic media and direct-
to-member mailings yielded the highest and yet similar
rates of response.
Outreach to Asian-speaking smokers in the current

study reflected the continua of tailoring described by
Hawkins and colleagues16 and others. Health communi-
cation varies in tailoring by audience segmentation and
degree of customization; communication may be gen-
eral/mass audience (reflecting low audience segmenta-
tion and customization), group targeted (reflecting
moderate segmentation and customization), and indi-
vidually tailored (reflecting high segmentation and cus-
tomization). Initial outreach efforts were directed at a
general audience of Medi-Cal members, with materials
in English except for the numbers for the three Asian-
language lines of the quitline. Later outreach efforts were
more group targeted, with greater customization or tai-
loring to Chinese, Korean, and Vietnamese cultures.
In-language press releases resulted in significant

increases in call volume for Asian-speaking AAs. These
press releases were culturally tailored in terms of timing
two press releases to the Lunar New Year, a time for
family gatherings and to encourage good fortune, health,
and longevity. Although since the 1980s, the holiday has
been promoted by tobacco companies in China and else-
where as a time to gift cigarettes,17 given the holiday’s
focus on good health and family, future health behavior
change interventions targeting certain Asian cultures
Islander Medi-Cal Helpline Callers Before and After Press

September 2014 March 2015

tal calls
months
ore press
elease

Total calls
3 months
after press
release

Total calls
3 months

before press
release

Total calls
3 months
after press
release

52 141 36 59

53 70 38 51

91 145 54 67

196 279 128 177

451 359 229 242

rican Pacific Islander−not otherwise specified callers to the English-lan-
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may consider promoting behavior change messages dur-
ing this time and emphasizing how behavior change
would positively impact personal and family health and
prosperity. One study timed a “Quit and Win” smoking-
cessation contest in the Vietnamese community in Cali-
fornia during the Lunar New Year.18

Press releases were also tailored by having respected
physicians within each ethnic community promote the
MIQS program through quotes for the ethnic media to
use. Use of opinion leaders is a prevalent concept in
many health promotion theories, including the diffusion
of innovations theory.19 Within these Asian-language
communities, physicians are highly respected role mod-
els; therefore, involving them to promote MIQS in press
releases likely enhanced media and caller interest.
Ethnic media, particularly newspapers and magazines,

continue to be important channels to disseminate infor-
mation. Half of callers to the nationwide ASQ heard
about the service through print media.20 The current
study similarly found that half of callers were referred
through media. Paid advertising in ethnic media is
expensive; however, press releases (including where ASQ
already purchased ads) resulted in earned (free) media
mentions, articles, and features.
Medi-Cal plans with members whose primary lan-

guage is not English may be particularly interested in
these findings. Federal requirements of language acces-
sibility ensure that all Medicaid plans are aware of
members’ primary language, and California mandates
that Medi-Cal managed care plans provide translated
materials for those members whose primary language
is considered a threshold language (i.e., primary
language of 3,000 beneficiaries or 5% of beneficiaries
in a given geographic area, whichever is lower).21 Of
the 13 distinct dialects/languages that qualify as
threshold in California, seven are languages spoken by
AAs and three are Chinese dialects. Future outreach
efforts or interventions may consider working with
managed care plan health education teams to utilize
available member data for targeted, tailored efforts.
When combined with other in-person community or
provider outreach, managed care plans may be able to
help reinforce messages for health behavior change.
Similar call response rates were observed among those

who asked for the $20 gift card incentive (indicating
they or their family/friends were responding to press
releases or ethnic media stories) and referenced an all-
household mailing code (indicating they were respond-
ing to a direct-to-member mailing). Weighing the costs
and benefits of both approaches, ethnic media provided
greater reach to not only the target population but also
non−Medi-Cal members who might be thinking about
quitting, while being inexpensive because of receiving
unpaid coverage of the program. At the same time,
direct-to-member mailings can be highly targeted, pro-
vided in-language, and relatively inexpensive.15 Likely, a
combination of multiple outreach approaches is needed
to encourage widespread behavior change.
Although the in-person community outreach was less

impactful, lessons learned may improve future efforts.
Although one outreach study suggests that Asian grocery
stores are an appropriate venue for outreach about
smoking-cessation resources and a Street Team
approach is impactful,12 future outreach for Medi-Cal
enrollees might consider more targeted messaging for
smokers, or partner with efforts to enroll the public in
Medi-Cal. Outreach to PIs, who have smoking preva-
lence rates higher than the general population,22 needs
to be timed with large community festivals for higher
impact, a common outlet for reaching communities for
health promotion.22

Limitations
Previous research has found a significantly greater pro-
portion of nonsmoking family and friends calling on
behalf of smokers (termed proxy) on the Asian-language
lines compared with the English-language quitline in
California,23 but this study only includes Medi-Cal
smokers. Other outreach promoting free nicotine
patches for callers to the Asian Smokers’ Quitline co-
occurred during the MIQS program—a Centers for Dis-
ease Control and Prevention−funded nationwide cam-
paign and a countywide campaign funded by Los
Angeles County’s Community Transformation Grant.
Thus, examining Medi-Cal call volume is likely overesti-
mating the impact of MIQS outreach; rather, the Ask for
$20 financial incentive and the MIQS all-household
code are better measures for MIQS-specific outreach. At
the same time, these measures are likely underestimates
for MIQS-specific outreach as callers may forget to ask
for $20 without prompting.15 Furthermore, because the
authors were not able to track direct-to-member mail-
ings to potential ASQ callers, the reach of these mailings
was likely underestimated.
CONCLUSIONS

Given more resources for outreach, further audience seg-
mentation and message customization could have been
considered, such as targeting nonsmoking family mem-
bers of smokers.24−26 Moreover, given the vast heteroge-
neity of the AAPI population, tailoring strategies of
outreach for different segments of the diverse communi-
ties may enhance impact, with ethnic media likely being
the most effective for less acculturated AAs with limited
English proficiency.
www.ajpmonline.org



Saw et al / Am J Prev Med 2018;55(6S2):S196−S204 S203
Comprehensive yet culturally, linguistically, and
community-tailored outreach can promote quitline
utilization in Asian-language populations. The current
study suggests that well-timed earned ethnic media
featuring community leaders, in addition to mailings
and in-person outreach with audience segmentation,
are innovative channels to promote incentives for
behavior change.
ACKNOWLEDGMENTS
Publication of this article was supported by the California
Tobacco Control Program, California Department of Public
Health (CDPH). The project described was supported by Fund-
ing Opportunity Number 1B1CMS330901 from the Centers for
Medicare & Medicaid Services. The findings and conclusions in
this article are those of the authors and do not necessarily rep-
resent the official position of CDPH or the U.S. Department of
Health and Human Services or any of its agencies.

Support from various California partners include (1) Depart-
ment of Health Care Services, Medi-Cal Health Educator Cul-
tural and Linguistic Workgroup; (2) California Department of
Public Health: California Diabetes Program (formerly), California
Tobacco Control Program (April Roeseler), California Chronic
Disease Program; (3) Asian American Network for Cancer
Awareness Research and Training (Tina Fung, Duke LeTran); (4)
Pacific Islander Partnership for Health (Jane Ka'alakahikina
Pang); (5) APartnership; (6) California Medicaid Research Insti-
tute: Andrew Bindman and Catherine Hoffman; (7) Medi-Cal
Incentives to Quit Smoking team (Cynthia Vela, Susan Kratoch-
vil, Jessica Safier, Gordon Sloss, Chris Anderson); and (8) Asian
Smokers Quitline team.

The results presented have not been verified by the indepen-
dent evaluation contract. The study sponsor did not have a role
in study design; collection, analysis, and interpretation of data;
writing the report; and the decision to submit the report for pub-
lication. The University of California, Davis IRB determined this
study was not human subjects research (#296726-1).

Authors contributed as follows: (1) conception and design of
the study (all authors); (2) data acquisition (SC); (3) data analy-
sis (AS, EKT, SLS); and (4) interpretation (all authors). All
authors assisted in writing and revising the article, and read
and approved the final version of the submitted manuscript.

Partial contents of the article have been presented at the
American Public Health Association 2015 meeting in Chicago,
Illinois.

Dr. Kohatsu serves on the editorial board for the American
Journal of Preventive Medicine. He had no involvement in the
peer review and decision-making processes for this paper.

No financial disclosures were reported by the authors of this
paper.
SUPPLEMENT NOTE
This article is part of a supplement entitled Advancing Smoking
Cessation in California’s Medicaid Population, which is spon-
sored by the California Department of Public Health.
December 2018
SUPPLEMENTAL MATERIAL
Supplemental materials associated with this article can be
found in the online version at https://doi.org/10.1016/j.
amepre.2018.08.008.
REFERENCES
1. Hoeffel EM, Rostogi S, Kim MO, Shahid H. The Asian population: 2010:

U.S. Census Bureau; 2012. Report No.: US Census C2010BR-11. www.cen-
sus.gov/prod/cen2010/briefs/c2010br-11.pdf. Accessed November 3, 2013.

2. UCLA Center for Health Policy Research. California Health Interview
Survey [data set]. AskCHIS 2012−2015.

3. WHO. WHO report on the global tobacco epidemic, 2017, Republic of
Korea. www.who.int/tobacco/surveillance/policy/country_profile/kor.
pdf?ua=1. Published 2017. Accessed February 28, 2018.

4. WHO. WHO report on the global tobacco epidemic, 2017, Vietnam.
www.who.int/tobacco/surveillance/policy/country_profile/vnm.pdf?
ua=1. Published 2017. Accessed February 24, 2018.

5. WHO. WHO report on the global tobacco epidemic, 2017, China.
www.who.int/tobacco/surveillance/policy/country_profile/chn.pdf?
ua=1. Published 2017. Accessed February 28, 2018.

6. Zhu S-H, Anderson CM, Tedeschi GJ, et al. Evidence of real-world
effectiveness of a telephone quitline for smokers. N Engl J Med.
2002;347(14):1087–1093. https://doi.org/10.1056/NEJMsa020660.

7. Zhu S-H, Cummins SE, Wong S, et al. The effects of a multilingual tele-
phone quitline for Asian smokers: a randomized controlled trial. J Natl
Cancer Inst. 2012;104(4):299–310. https://doi.org/10.1093/jnci/djr530.

8. Cummins SE, Wong S, Bonnevie E, et al. A multistate Asian-lan-
guage tobacco quitline: addressing a disparity in access to care. Am
J Public Health. 2015;105(10):2150–2155. https://doi.org/10.2105/
AJPH.2014.302418.

9. Schauer GL, Malarcher AM, Zhang L, EngstromMC, Zhu SH. Prevalence
and correlates of quitline awareness and utilization in the United States:
an update from the 2009−2010 National Adult Tobacco Survey. Nicotine
Tob Res. 2014;16(5):544–553. https://doi.org/10.1093/ntr/ntt181.

10. Alexander J, Kwon HT, Strecher R, Bartholomew J. Multicultural
media outreach: increasing cancer information coverage in minority
communities. J Cancer Educ. 2013;28(4):744–747. https://doi.org/
10.1007/s13187-013-0534-5.

11. Kreps GL, Sparks L. Meeting the health literacy needs of immigrant
populations. Patient Educ Couns. 2008;71(3):328–332. https://doi.org/
10.1016/j.pec.2008.03.001.

12. Tat J, Nguy M, Tong EK, Cheng AJ, Chung LY, Sadler GR. Disseminating
tobacco control information to Asians and Pacific Islanders.
J Canc Educ. 2015;30(1):26–30. https://doi.org/10.1007/s13187-014-0695-x.

13. Tong EK, Stewart SL, Schillinger D, et al. The Medi-Cal Incentives to
Quit Smoking Project: impact of statewide outreach through health
channels. Am J Prev Med. 2018;55(6S2):S159–S169.

14. Anderson CM, Kirby CA, Tong EK, Kohatsu ND, Zhu S-H. Effects of
offering nicotine patches, incentives, or both on demand for quitline
service. Am J Prev Med. 2018;55(6S2):S170–S177.

15. Hood-Medland EA, Dove MS, Stewart SL, et al. Direct-to-member
household or targeted mailings: incentivizing Medicaid calls for quit-
line services. Am J Prev Med. 2018;55(6S2):S178–S185.

16. Hawkins RP, Kreuter M, Resnicow K, Fishbein M, Dijkstra A. Under-
standing tailoring in communicating about health. Health Educ Res.
2008;23(3):454–466. https://doi.org/10.1093/her/cyn004.

17. Chu A, Jiang N, Glantz SA. Transnational tobacco industry promotion
of the cigarette gifting custom in China. Tob Control. 2011;20(4):e3.
https://doi.org/10.1136/tc.2010.038349.

18. Lai KQ, McPhee SJ, Jenkins CNH, Wong C. Applying the Quit & Win
contest model in the Vietnamese community in Santa Clara County.
Tob Control. 2000;9(suppl 2):ii56–ii59. https://doi.org/10.1136/tc.9.
suppl_2.ii56.

https://doi.org/10.1016/j.amepre.2018.08.008
https://doi.org/10.1016/j.amepre.2018.08.008
http://www.census.gov/prod/cen2010/briefs/c2010br-11.pdf
http://www.census.gov/prod/cen2010/briefs/c2010br-11.pdf
http://www.who.int/tobacco/surveillance/policy/country_profile/kor.pdf?ua=1
http://www.who.int/tobacco/surveillance/policy/country_profile/kor.pdf?ua=1
http://www.who.int/tobacco/surveillance/policy/country_profile/vnm.pdf?ua=1
http://www.who.int/tobacco/surveillance/policy/country_profile/vnm.pdf?ua=1
http://www.who.int/tobacco/surveillance/policy/country_profile/chn.pdf?ua=1
http://www.who.int/tobacco/surveillance/policy/country_profile/chn.pdf?ua=1
https://doi.org/10.1056/NEJMsa020660
https://doi.org/10.1093/jnci/djr530
https://doi.org/10.2105/AJPH.2014.302418
https://doi.org/10.2105/AJPH.2014.302418
https://doi.org/10.1093/ntr/ntt181
https://doi.org/10.1007/s13187-013-0534-5
https://doi.org/10.1007/s13187-013-0534-5
https://doi.org/10.1016/j.pec.2008.03.001
https://doi.org/10.1016/j.pec.2008.03.001
https://doi.org/10.1007/s13187-014-0695-x
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0011
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0011
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0011
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0012
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0012
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0012
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0013
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0013
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0013
https://doi.org/10.1093/her/cyn004
https://doi.org/10.1136/tc.2010.038349
https://doi.org/10.1136/tc.9.suppl_2.ii56
https://doi.org/10.1136/tc.9.suppl_2.ii56


S204 Saw et al / Am J Prev Med 2018;55(6S2):S196−S204
19. Rogers EM. Diffusion of Innovations. 4th ed New York, NY: Simon &
Schuster; 2010.

20. Kuiper N, Zhang L, Lee J, et al. A national Asian-language smokers’
quitline—United States, 2012−2014. Prev Chronic Dis.
2015;12:140584. https://doi.org/10.5888/pcd12.140584.

21. Research and Analytic Studies Division. Frequency of threshold lan-
guage speakers in the Medi-Cal population by county for January
2015. Sacramento, CA: California Department of Health Care Services.
www.dhcs.ca.gov/dataandstats/statistics/Documents/Threshold_Lan-
guage_Brief_Sept2016_ADA.pdf. Published September 2016. Accessed
February 24, 2018.

22. Palmer PH, Lee C, Sablan-Santos L, et al. Eliminating tobacco dis-
parities among Native Hawaiian Pacific Islanders through policy
change: the role of community-based organizations. Health Pro-
mot Pract. 2013;14(suppl 5):36S–39S. https://doi.org/10.1177/
1524839913485242.
23. Zhu S-H, Wong S, Stevens C, Nakashima D, Gamst A. Use of a smok-
ers’ quitline by Asian language speakers: results from 15 years of oper-
ation in California. Am J Public Health. 2010;100(5):846–852. https://
doi.org/10.2105/AJPH.2009.168385.

24. Saw A, Paterniti DA, Fung LC, Tsoh JY, Tong EK. Perspectives of
Chinese American smoker and nonsmoker household pairs about
the Creating Smokefree Living Together Program. Cancer. 2018;
124(suppl 7):1599–1606. https://doi.org/10.1002/cncr.31220.

25. Tong EK, Saw A, Fung LC, et al. Impact of a smoke-free-living edu-
cational intervention for smokers and household nonsmokers: a
randomized trial of Chinese American pairs. Cancer. 2018;
124(suppl 7):1590–1598. https://doi.org/10.1002/cncr.31115.

26. Tsoh JY, Burke NJ, Gildengorin G, et al. A social network family-
focused intervention to promote smoking cessation in Chinese and
Vietnamese American male smokers: a feasibility study. Nicotine Tob
Res. 2015;17(8):1029–1038. https://doi.org/10.1093/ntr/ntv088.
www.ajpmonline.org

http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0017
http://refhub.elsevier.com/S0749-3797(18)32173-1/sbref0017
https://doi.org/10.5888/pcd12.140584
http://www.dhcs.ca.gov/dataandstats/statistics/Documents/Threshold_Language_Brief_Sept2016_ADA.pdf
http://www.dhcs.ca.gov/dataandstats/statistics/Documents/Threshold_Language_Brief_Sept2016_ADA.pdf
https://doi.org/10.1177/1524839913485242
https://doi.org/10.1177/1524839913485242
https://doi.org/10.2105/AJPH.2009.168385
https://doi.org/10.2105/AJPH.2009.168385
https://doi.org/10.1002/cncr.31220
https://doi.org/10.1002/cncr.31115
https://doi.org/10.1093/ntr/ntv088

	Outreach to California Medicaid Smokers for Asian Language Quitline Services
	INTRODUCTION
	METHODS
	Description of Linguistically, Culturally, and Community Appropriate Outreach Efforts
	Data Sources and Measures
	Statistical Analysis

	RESULTS
	Direct-to-Member Mailings


	Pilot In-Person 
	Outline placeholder
	Ethnic Media Press Releases

	DISCUSSION
	Limitations

	CONCLUSIONS
	ACKNOWLEDGMENTS
	SUPPLEMENT NOTE
	SUPPLEMENTAL MATERIAL
	REFERENCES



