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Abstract 
Introduction: Proactive outreach offering tobacco treatment is a promising strategy outside of clinical settings, but little is known about factors 
for engagement. The study objective is to examine the impact of caller area code in a proactive, phone-based outreach strategy on consenting 
low-income smokers to a quitline e-referral. 
Aims and Methods: This pragmatic randomized trial included unassisted adult smokers (n = 685), whose preferred language was English or 
Spanish, in a Los Angeles safety-net health system. Patients were randomized to receive a call from a local or generic toll-free area code. Log-
binomial regression was used to examine the association between area code and consent to a quitline e-referral, adjusted for age, gender, 
language, and year.
Results: Overall, 52.1% of the patients were contacted and, among those contacted, 30% consented to a referral. The contact rate was higher 
for the local versus generic area code, although not statistically significant (55.6% vs. 48.7%, p = .07). The consent rate was higher in the local 
versus generic area code group (adjusted prevalence ratio 1.29, 95% CI 1.01–1.65) and also higher for patients under 61 years old than over 
(adjusted prevalence ratio 1.47, 95% CI 1.07–2.01), and Spanish-speaking than English-speaking patients (adjusted prevalence ratio 1.40, 95% 
CI 1.05–1.86).
Conclusions: Proactive phone-based outreach to unassisted smokers in a safety net health system increased consent to a quitline referral when 
local (vs. generic) area codes were used to contact patients. While contact rate did not differ by area code, proactive phone-based outreach was 
effective for engaging younger and Spanish-speaking smokers.
Implications: Population-based proactive phone-based outreach from a caller with a local area code to unassisted smokers in a safety net health 
system increases consent to an e-referral for quitline services. Findings suggest that a proactive phone-based outreach, a population-based 
strategy, is an effective strategy to build on the visit-based model and offer services to tobacco users, regardless of the motivational levels to 
quit.

Introduction
Health systems play an important role in tobacco treatment.1 
The U.S. Preventative Services Task Force guidelines recom-
mend providers ask, advise and refer patients to tobacco cessa-
tion resources.2 However, providers cite time constraints and 
competing priorities as a barrier to referring patients to ces-
sation services during a regular clinical encounter.3,4 Further 
these provider referrals only reach smokers with a clinical 
encounter. Increasing the reach and use of evidence-based 
cessation treatments is an important population health goal, 
especially among low-income diverse populations.

The Electronic Health Record (EHR) has created an op-
portunity for providers to use electronic referrals to connect 
patients to evidence-based tobacco treatment services, such 

as quitlines. Research shows that quitline services alone can 
double long-term quit rates in one year.5 While there is growing 
momentum to integrate quitlines within EHRs to increase the 
likelihood of patients connecting with the quitline, safety net 
providers may have limited time and resources to prioritize 
tobacco treatment counseling in their clinical practice.6 

Proactive phone-based outreach to patients for tobacco 
treatment services outside of the clinical encounter may re-
lieve the burden on time-constrained clinicians. Quitlines are 
an important resource for time-constrained providers to con-
duct evidence-based tobacco counseling. The use of proactive 
phone-based outreach strategies can increase engagement 
in evidence-based tobacco cessation treatments among low-
income smokers,7,8 including with quitlines.9,10
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Research is needed to understand what may increase reach 
and engagement with proactive phone-based outreach by 
quitlines among low-income unassisted smokers. In previous 
proactive outreach studies with quitlines,7–11 it is unclear what 
telephone numbers and caller area codes were used to connect 
with patients. Local context may be important to connect 
and engage with a quitline, especially with the nationwide 
increase in robocalls. It is unknown how diverse populations 
in Medicaid, such as Spanish-speaking populations, may be 
receptive to such proactive phone-based outreach.

This study tests a proactive phone-based outreach strategy 
using local versus generic caller area codes among unassisted 
English and Spanish-speaking smokers in a safety net health 
system. The pragmatic study design was jointly initiated and 
developed in partnership with the state quitline, California 
Smokers’ Helpline (Helpline), and the leadership of Los 
Angeles County Department of Health Services (LADHS), 
the nation’s second-largest municipal health system that 
serves a large Medicaid and uninsured population. Los 
Angeles County has California’s largest concentration of di-
verse smokers, where Latino Medi-Cal smokers are a signifi-
cant population and predominately from Mexico. This study 
describes the implementation process of the proactive phone-
based outreach strategy and factors associated with obtaining 
a patient’s consent for an e-referral to the quitline.

Methods
Study Design
The pragmatic randomized trial was designed to compare pa-
tient consent to the Helpline e-referral through the process of 
calling patients with a local area code or a generic toll-free 
area code that reflects usual care. Data from the LADHS EHR 
were extracted for discrete variables about the patient’s to-
bacco assessment and treatment history to identify unassisted 
smokers. Unassisted smokers are defined as adult smokers who 
visited a provider in the past two years and lacked any docu-
mentation of providing advice or assistance to quit smoking 
(eg, medication prescriptions, referrals). Three cohorts of 
patients (wave 1, wave 2, wave 3) were extracted from the 
EHR during three different periods: March 2019 (n = 5824), 
September 2019 (n = 2880), and May 2020 (n = 2704). The 
patient’s clinical encounter date was pre-pandemic in 2019. 
The initial total combined sample size was 11 408 unassisted 
smokers. Priority was given to selecting unassisted patients 
who had been most recently seen over the past several months 
to accommodate the quitline’s call capacity.

The study included adults ages 18 and older who made an 
official visit to any clinic provider in the past several months, 
had a history of tobacco use, had a preferred language of 
English or Spanish, and had a phone number (n = 685). The 
number of study participants for the three lists was (list #1, 
n = 157; list #2, n = 210; list #3, n = 318). Patients were ran-
domly assigned by a computer-generated algorithm to receive 
a call from the local 213 (n = 342) or generic 888 (n = 343) 
area codes.

A two-step process was utilized to get patient consent 
for submitting a referral. LADHS had limited resources 
and competing priorities for their own staff to conduct the 
proactive outreach calls for the pragmatic study, and addi-
tional county approvals or contracts would be needed for 
the Helpline to contact patients without prior consent. For 
these reasons, LADHS allowed two Helpline research staff to 

become LADHS volunteers and conduct the proactive out-
reach calls. During these calls, the two Helpline research staff 
identified themselves as calling on behalf of LADHS. It was 
not feasible to transfer consented patients to the Helpline on 
the same call. The LADHS e-referral system and automated 
documentation into the patient chart required the Helpline 
research staff to hang up and submit the information. One 
Helpline research staff called the English speakers between 
June 2019 and July 2020. The Spanish-speaking Helpline re-
search staff called the Spanish speakers between April to July 
2020 during the COVID-19 pandemic. An average of 1.6 call 
attempts occurred for each study condition (213 vs. 888). 
Both groups received the same script in their preferred lan-
guage of English or Spanish (see Appendix 1).

The Helpline staff introduced themselves as calling from 
LADHS and said, “I see that you are a smoker, and we would 
like to help you quit.” The staff also shared a brief overview 
of the LADHS partnership with the Helpline. Patients were 
asked, “May I share your contact with them [Helpline] so 
they can contact and enroll you?” Patients who provided 
verbal consent received the Helpline e-referral. A total of 191 
patients received a voicemail, 10 patients returned a callback 
and of these nine provided a verbal consent for the e-referral. 
The length of each contacted caller varied; calls took an 
estimated 5–10  min. An estimated 23 to 41 person-hours 
were expended to reach 174 self-identified smokers.

The two Helpline research staff, as official LADHS 
volunteers, entered the e-referral into the LADHS EHR 
system for all consented patients. The e-referral was sent to 
the Helpline and counseling staff then contacted the patient 
within 2 business days to offer quitline services. The initial 
quitline call includes conducting an intake questionnaire and 
offering free counseling services. This study was funded by 
the California Tobacco-Related Disease Research Program 
(TRDRP) and approved as exempt from human subjects re-
view by the UC Davis IRB and LA County Department of 
Public Health IRB.

Outcome and Measures
The primary outcomes were patient contact rates and consent 
rates to an e-referral to the Helpline. Patient contact rates were 
defined as the number of patients who answered the phone 
and divided by the total number of patients called. Consent 
rates to an e-referral were defined as the number of patients 
contacted who self-identified as a smoker and consented to 
an e-referral to the Helpline divided by the total number of 
self-identified smokers contacted. Patients were asked, “May 
I share your contact with them [Helpline] so they can contact 
you and enroll you?”; patient responses were categorized as 
“Yes” or “Not interested.”

Secondary outcomes for Helpline engagement rates from 
the e-referrals included: (1) Helpline contact rate and (2) 
Helpline intake rate. The Helpline contact rate was defined as 
the proportion of consented patients who were successfully 
contacted by the Helpline, among those referred. Helpline 
intake rate was defined as the proportion of patients who 
completed an intake for accepting services, among those 
referred.

The primary exposure was caller area code. The local area 
code (213) was selected by the research team as the most 
recognizable across LA County. The generic area code (888) 
reflects the Helpline’s toll-free number that may be seen with 
caller identification.
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Patient demographic information from the EHR was only 
available for the subset of patients who answered the phone 
and self-identified as smokers (n = 174). Sociodemographic 
variables included age (in quartiles 21–43, 44–55, 56–60, 
61–76), gender (male, female), and preferred language 
spoken (English, Spanish). The year variable (2019 and 2020) 
represents when the outreach call occurred and was included to 
account for before and during the COVID-pandemic context.

Analysis
The prevalence of each covariate was estimated for the local 
and generic area code and differences were assessed using chi-
square tests. The unadjusted and adjusted prevalence ratio 
and 95% Confidence Limits (CL) for the association between 
area code and patient consent to a Helpline e-referral were 
calculated using SAS PROC GENMOD’s log-binomial re-
gression.12 The adjusted model controlled for the following 
variables: age, sex, preferred language spoken, and year. All 
analyses were conducted using SAS 9.4 (SAS, Cary, North 
Carolina).

Results
Overall, the Helpline contacted 52.1% of the 685 patients 
(Figure 1). Reasons for patients not being contacted included 
no answer, phone service problems, or other reasons. Of the 
357 patients contacted, 51.5% were ineligible for the study 
(18.2% reported they were not a smoker, and 33.1% re-
ported they already quit).

Table 1 displays the characteristics of the unassisted 
patients contacted by area code, language, and year. There 
were no statistically significant differences in the contact 

rate by area code (p = .07). Compared with English speakers 
(48.4%), Spanish speakers had a higher contact rate (62.9%). 
The contact rate was also higher for English language calls 
in 2020 compared to English language calls 2019 (54.6% vs. 
43.3%, p = .01).

A total of 174 patients, or a quarter of the sample, contacted 
self-identified as smokers (Figure 1). Among these self-
identified smokers, 107 consented to an e-referral, reflecting 
15.6% of the total sample, 30.0% of patients contacted, and 
61.5% of self-identified smokers.

Table 2 displays characteristics of the self-identified 
smokers by the randomized area code contacted. There were 
no significant differences by age, gender, preferred language, 
or year. There was a higher percentage of patients under 61 
years in the generic area code (80.0%) compared with the 
local area code (67.3%), but this was not statistically dif-
ferent (p = .07).

Table 3 shows that in the unadjusted log-binomial regres-
sion analysis, area code was not associated with the outcome 
of consent to an e-referral. In the adjusted model, the associa-
tion of area code with the outcome was significant after adding 
covariates, for which associations with age and language were 
also significant. The adjusted prevalence of agreeing to an 
e-referral in the 213 area code was 29% higher than agreeing 
to an e-referral in the 888 area code (Adjusted Prevalence 
Ratio 1.29, 95% CI 1.01–1.65, p = .04). The adjusted prev-
alence of agreeing to an e-referral among younger patients 
was 47% higher compared to patients in the oldest age quar-
tile who were 61 years and older (Adjusted Prevalence Ratio 
1.47, 95% CI 1.07–2.01, p = .02). The adjusted prevalence of 
agreeing to an e-referral was 40% higher in Spanish-speaking 
patients compared to English-speaking patients (Adjusted 

685 Identified in EHR without documented assistance and randomized

Inaccessible (n=176)
51.3% (176/343)

105 No answer, voicemail available; 

31 No answer, no voicemail available;

25 Phone service problem

15 Other reasons

Ineligible
25.4% (87/342)

35 Non-smoker

51 Already Quit

Inaccessible (n=152)
44.4% (152/342)

86 No answer, voicemail available; 

34 No answer, no voicemail available;

18 Phone service problem

14 Other reasons

Ineligible
28.3% (97/343)

30 Non-smoker

67 Already Quit

69 Consented to a Helpline referral

among all contacted phone number 36.3% (69/190)

35 Not interested/refused 18.4% (35/190)

38 Consented to a Helpline referral 

among all contacted phone numbers 22.8% (38/167)

32 Not interested/refused 19.2% (32/167)

190 telephone numbers

contacted 55.6% (190/342)
167 telephone numbers 

contacted 48.7% (167/343)

104 Self-identified smokers 30.4% (104/342) 70 Self-identified smokers 20.4% (70/343)

213 Area 

Code Group

342 telephone 

numbers 

called

888 Area 

Code Group

343 telephone 

numbers 

called

Figure 1. Diagram of proactive outreach by area code and outcomes with LADHS patients identified as unassisted smokers.
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Prevalence Ratio 1.40, 95% CI 1.05–1.86, p = .02). Gender 
and year were not statistically significant covariates in the 
adjusted model.

For engagement with the Helpline, among the 107 
individuals who consented to the Helpline e-referral, the ma-
jority (n = 77, 69.2%) were successfully contacted by the 
Helpline (not shown). Half of the individuals contacted by the 
Helpline completed an intake for accepting services (n = 54, 
50.5%). Thus, among the total sample of 685 patients, 11.2% 
engaged with the Helpline and 7.9% completed an intake for 
accepting services.

Discussion
To our knowledge, this is the first study demonstrating that 
proactive phone-based outreach to unassisted smokers in a 
safety net health system increased consent for an e-referral to 
a quitline by 29% using a caller's local area code instead of a 
generic area code. The use of a local area code may increase 
smokers’ acceptance of quitline e-referrals. A local area code 

may increase trust in seeing a more familiar area code associ-
ated with a known health system rather than a generic area 
code that can be associated with an unidentified, unsolic-
ited call from phone scammers. Among these socioeconomi-
cally disadvantaged patients who smoke, patients who were 
younger than 61 or Spanish-speaking were also approximately 
40% more likely to consent to an e-referral than their older 
or English-speaking counterparts. A proactive phone-based 
outreach strategy may also be useful for increasing consent to 
an e-referral with younger or Spanish-speaking patients in a 
safety net health system who smoke.

Proactive outreach to clinic populations has been effective 
in randomized trials in different settings, including for low-
income populations,8 which show higher smoking cessation 
rates for smokers receiving proactive offers of tobacco treat-
ment compared to usual care within clinic encounters.7,9,10 
Some of these proactive outreach studies7,10 used interac-
tive voice response (IVR) outreach to recruit smokers into 
randomized trials and also to obtain consent for tobacco 
treatment. Our study did not use IVR and only offered 
a quitline e-referral, while other randomized controlled 
trials have offered a variety of tobacco cessation treatment 
interventions (eg, internal cessation counseling, text messages, 
text messaging with nicotine replacement therapy, mailings) 
which may include a quitline referral. Our study’s contact rate 
(52.1%) and consent rate to an e-referral among the study 
cohort (15.6%) were higher than a proactive outreach study 
using IVR in a primary care setting by Kalkhoran et al, but 
that study’s contact rate (12%) and consent rate for tobacco 
treatment among those contacted (5.4%) were for attempting 
to contact over 5000 patients.10 Future studies may consider 
the context, sustainability, and resource capacity for scaling 
up proactive outreach and identify additional factors to 
increase contact and consent rates.

While we would have expected the LADHS contact rate 
to be higher for the local area code, in addition to the con-
sent rate, the trend did not reach statistical significance but 
favored the direction for the local area code. This finding was 
surprising because we thought area code would impact both 
the initial contact reach and consent to the e-referral. One ex-
planation for this could be the lack of concordance between 
the local area code and the patient, as there are 10 area codes 
in Los Angeles county. The fact that only half of the patients 
were contacted may reflect the difficulties in reaching low-
income people by telephone (eg, no answer, phone service 
problems). In addition, public health programs like quitlines 
can be negatively impacted by patient actions to avoid un-
solicited calls, such as the use of caller identification or call 
screening. Quitlines might consider learning from population 
health management businesses, such as TelAsk, who already 
use the phone number of a health system to contact patients.13

There are several other challenges to connect with safety-
net patients. Despite only including patients with an office 
visit in the past several months, almost half (44.4%) of the 
local area code cohort and a half (51.3%) of the generic area 
code cohort were inaccessible. The inaccessible rate for either 
area code was actually lower compared to Haas’s study using 
IVR (over 60% in both the intervention and control arm).7 
The top three reasons for inaccessibility in our study included 
no answer (eg, left message), no voicemail set-up or mailbox 
full, followed by a phone service problem (eg, not accepting 
calls, disconnected, the wrong number). Furthermore, our 
study only included patients who had a phone number. A 

Table 1. Number and Percent of LADHS Patients Contacted by Area 
Code, Language, and Year (n = 685)

 Number contacted Percent contacted p 

Total 357 52.1

Area code

 213 190 54.7 .07

 888 167 48.7

Preferred language

 English 247 48.4 .0010

 Spanish 110 62.9

Year*

 English 2019 122 43.4 .01

 English 2020 125 54.6

*Indicates year patient received the call. All Spanish calls occurred in 2020.

Table 2. Characteristics of LADHS Patients Who Were Self-identified 
Smokers and Randomized to Local or Generic Area Code

 213 Area code (n = 104) 888 area code (n = 70) p  

Age

<=60 67.3 80.0 .07

 >= 61 32.7 20.0

Median, 
(range)

56.5 (21–76) 54 (27–72)

Gender

 Female 49.0 44.3 .5

 Male 51.0 55.7

Preferred language

 English 85.6 82.9 .6

 Spanish 14.4 17.1

Year*

 2019 55.8 44.3 .14

 2020 44.2 55.7

*Indicates year patient received the call. All Spanish calls occurred in 2020.
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study at two safety-net hospitals in New York City reported 
that having no phone was the top challenge in connecting 
smokers to post-discharge cessation interventions.14 Safety 
net patients may lack consistent phone service and voicemail 
access, which highlights the importance of updating patients’ 
phone numbers and contact information regularly.

Despite these challenges to contact LADHS patients, this 
study demonstrates a relatively high Helpline contact rate for 
engagement in services. The Helpline contact rate (69.2%) in 
this study with LADHS patients was higher than the Helpline 
contact rate (52%) at the UC Davis health system reported 
in Hood-Medland et al.15 Possible explanations for the dif-
ference may be our study’s focus on patients who recently 
received a primary care visit. Additionally, the script for the 
Helpline staff represented the caller as part of the primary 
care clinic setting (see Supplemental Material). The Hood-
Medland et al15 study included patients from both the clinic 
and hospital, who may be sicker and feel less connected to the 
healthcare system.

Requiring patient consent to opt-in for an e-referral to a 
quitline is a barrier to population health. Our study work-
flow had a two-step process where Helpline staff called 
an approved LADHS volunteer to obtain consent to the 
e-referral, and then submitted the e-referral within the EHR 
system. The Helpline received the referral and counseling 
staff called all consented patients within 2 business days. This 
two-step process may be eliminated by establishing an agree-
ment where health care systems may have the Helpline coun-
seling staff call patients directly and offer services. Ethical 
considerations around such opt-out strategies have deter-
mined that the benefits outweigh the risks for patients, and 
can enhance the medical community’s obligation to treat to-
bacco dependence.16

As Medi-Cal members comprise a significant propor-
tion of Helpline callers,17 Medi-Cal managed care plans 
should also consider this proactive outreach strategy for 

population health to connect members to free tobacco 
treatment with the Helpline. Fu et al’s study shows pro-
active outreach for tobacco treatment, compared to usual 
care by providers, increases engagement in evidence-based 
tobacco treatment and is effective in long-term smoking 
cessation among low-income smokers in Minnesota.11 
Opportunities exist at the plan level through data-sharing 
agreements between Medi-Cal plans and state quitlines to 
scale up the proactive outreach strategy to members who 
smoke. In California, two Medi-Cal managed care plans are 
obtaining approvals to implement this innovative model. 
The Helpline has demonstrated in a previous randomized 
trial that Medi-Cal plans should also consider additional fi-
nancial and medication incentives to help enhance member 
engagement with quitline services.18 Further implementa-
tion research is needed to understand how health systems 
and health plans can coordinate their proactive outreach 
efforts with quitlines.

The proactive outreach strategy may help with health 
inequities experienced by diverse, underserved populations 
such as Latinos, who are less likely to be advised and assisted 
by providers to quit.19–23 In a cross-sectional California survey 
study, the disparity between Latino smokers receiving less 
provider advice than non-Latino Whites was accounted for 
by Latino smokers having fewer office visits or not having a 
chronic disease.24 Similarly, the disparity for receiving less ces-
sation information or referral was accounted for by Latinos 
smoking less. Future efforts to eliminate these ongoing 
disparities for Latino Medi-Cal smokers might consider com-
munity engagement and proactive outreach strategies outside 
of the clinical encounter to close tobacco treatment care gaps.

In our study, a higher percentage (77.8%) of Spanish 
speakers agreed to the Helpline e-referral compared to English 
speakers (58.5%), which could mean this proactive out-
reach strategy may resonate well for Spanish speakers. Less 
than a fifth of Latinos (19.5%) are enrolled in the Helpline’s 

Table 3. Association Between Area Code Group and Other Factors With Consent to an e-Referral

 Number that 
agreed to e-referral 

Percent that agreed 
to e-referral 

Unadjusted prevalence 
ratio (95% CI) n = 174 

p  Adjusted** prevalence 
ratio (95% CI) n = 174 

p  

Area code

213 69 66.3 1.20 (0.95–1.58) .12 1.29 (1.01–1.65) .04

888 38 54.3 ref ref

Age*

<=60 84 66.7 1.39 (1.01–1.92) .04 1.47 (1.07–2.01) .02

>=61 23 47.9 ref ref

Gender

 Male 57 62.0 1.02 (0.80–1.29) .89 1.04 (0.82–1.31) .75

 Female 50 61.0 ref ref

Preferred language

 Spanish 21 77.8 1.33 (1.04–1.70) .02 1.40 (1.05–1.86) .02

 English 86 58.5 Ref ref

Year

 2019 53 60.0 1.07 (0.84–1.35) .59 0.95 (0.72–1.25) .71

 2020 54 64.0 ref ref

*Prevalence ratio for age categories under 61 were similar and combined in the model.
**Adjusted for age, gender, preferred language, and the year call occurred.

http://academic.oup.com/ntr/article-lookup/doi/10.1093/ntr/ntac156#supplementary-data
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services, yet Latinos make up over a third (34.2%) of all 
smokers in California.25 Population outreach with household 
mailings promoting the Helpline directly to Latino Medi-Cal 
members, including Spanish speakers, has increased calls to 
the Helpline.26 Further examination of the proactive outreach 
strategy with other racial/ethnic groups is necessary among 
the diverse Medi-Cal population as a Medi-Cal health dis-
parity report demonstrates every race/ethnic group shows 
lower cessation tobacco treatment utilization rates than non-
Latino Whites.27

Our study results highlight several potential modifications 
to consider beyond caller area code to increase patient en-
gagement in a larger proactive outreach study. The LADHS 
contact rates through the proactive outreach strategy may 
reflect issues related to the script used over the phone, pa-
tient readiness to quit, phone number accuracy, or accept-
ance of telephone services before and during the COVID-19 
pandemic. Further, there may be an increase in reach rates 
with more up-to-date phone number records. For example, 
patients with more frequent use of health services may have 
more updated numbers in the EHR. Further research is neces-
sary to scale up the proactive outreach engagement and to ex-
plore ways to strengthen the acceptance of Helpline services.

Limitations
The study has several limitations. (1) We rely on the tobacco 
status assessment based on the provider’s data entry into the I. 
This information is based on a patient’s self-reported answer 
about current smoker status and answers may vary depending 
on how the question is asked by the clinic staff. Latinos, es-
pecially low-level smokers, may not consider themselves 
smokers and may answer “no” to an abbreviated tobacco use 
assessment question, such as, “are you a smoker?” during a 
provider visit. Further, the script language used in our study 
states, “I see you are a smoker,” and this may also be a factor 
in the intervention contact or consent rate. (2) A larger cohort 
of smokers was identified through EHR documentation; how-
ever, due to the large volume of smokers without documented 
assistance, only a small cohort of patients with a recent pri-
mary care encounter was included in the pilot study. (3) This 
was not a randomized controlled trial evaluating smoking 
cessation outcomes among smokers but rather focused on 
the process to engage with evidence-based treatment. The 
study was not powered to detect a difference in quit rates. (4) 
The study only included one safety net clinic system in Los 
Angeles County (albeit the second largest municipal health 
system in the nation) and the generalizability of the findings 
may be limited. (5) The clinical encounter date for all of the 
patients in the study was pre-pandemic in 2019. The year var-
iable measured differences in contact rate before- and during-
COVID for English language calls. All Spanish calls occurred 
in 2020 and we were unable to assess the effects the pandemic 
might have on the Spanish speakers. (6) The association be-
tween area code and e-referral consent only became signif-
icant in the adjusted model. Negative confounding, where 
confounding can bias the primary measure of association 
toward the null, was present in our study as the adjusted es-
timate is greater than the unadjusted estimate. This may be 
due in part to small sample size, heterogeneity in the sample 
characteristics, or some other reason. Our study goal how-
ever was to detect any difference with area code and not a 
hypothesized effect size.

Finally, while our study was conducted before and during 
the COVID-19 pandemic, the EHR data extraction reflects 
pre-pandemic patient clinical encounter dates. The pandemic 
lockdown increased the number of people staying at home, 
along with other COVID-related stressors, such as socio-, ec-
onomic-, and psychosocial distress. This may have affected 
a patient’s willingness to pick up the phone call in 2020 re-
gardless of the caller area code. Similarly, these stressors may 
have affected willingness or readiness to accept a quitline 
referral to quit smoking. It is unknown whether pandemic 
effects impacted the Spanish speakers as all of the calls to 
Spanish speakers occurred during the pandemic.

Conclusions
A proactive outreach strategy to engage unassisted smokers 
in a safety net health system increased connections to the 
quitline and was enhanced with a local area code. This also 
is a promising strategy for health equity, such as engaging 
Spanish speakers. Findings suggest acceptability for verbal 
consent to an e-referral and the high rates of quitline engage-
ment show that this may be a viable option for health care 
systems, or Medi-Cal managed care plans, seeking to increase 
access to tobacco treatment services. Further research is nec-
essary to examine ways to reach more patients, coordinate 
across health systems and health plans, and assess long-term 
outcomes after the interventions.
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