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Publication disclosure 

• The information and data contained in  

   this presentation is currently under  

   review for publication in Public Health 

Reports.  



What is the Problem? 
West Virginia Pregnant Medicaid Smokers: 
 

1. Highest Smoking Prevalence Rate 
• 40%-45% 
• Highest in the U.S. 
• Non-Disclosure Rate = 25% 

2. Unchanged since 1995 
3. Smoking Attributable Risk-LBW Rate  

• 15.0 vs 7.0 among Non-smokers 
4. WV LBW rate increased 35.0% 

• 6.8% in 1992 to 9.2% in 2007 
 
 

 



Right From The Start (RFTS) 

 
• ACOG Recommends Home Visitation 
       Prenatal Health/Social Services 
 
• 8 Regions each lead by a Regional Care  
      Coordinator (RCC) 

– 120+ Designated Care Coordinator (DCC) 
 
• Serve 2000+ Pregnant Medicaid Clients per 

year 
–  800+ Smokers 
 



Right From The Start (RFTS) 

 
• Visits are based on Risk: 

– Low Risk = 3 visits 
– Moderate Risk = 5 visits 
– High Risk = 7 visits 
 

• Tobacco Screening + Counseling a Regular 
Component 

 
• DCC visits = 30-60 minutes/per session 

 



RFTS Program Regions 

BARBOUR 

BERKELEY 

BOONE 

BRAXTON 

BROOKE 

CABELL 
CLAY 

FAYETTE 

GILMER 

GRANT 

GREENBRIER 

HAMPSHIRE 

HANCOCK 

HARDY 

   

HARRISON 

 JACKSON 

KANAWHA 

LEWIS 

LINCOLN 

LOGAN 

MCDOWELL 

MARION 

MASON 

MERCER 

MINERAL 

MINGO 

    

MONONGALIA 

MONROE 

MORGAN 

NICHOLAS 

OHIO 

PENDLETON 

POCAHONTAS 

PRESTON 

PUTNAM 

RALEIGH 

RANDOLPH 

RITCHIE 

ROANE 

SUMMERS 

TAYLOR 

TUCKER 

TYLER 

UPSHUR 

WAYNE 

WEBSTER 

WETZEL 

WIRT 

WOOD 

WYOMING 

JEFFERSON 

 
ANTS 

PLEAS- 

RIDGE 
DODD- 

HOUN 

CAL- 

MARSHALL 

V 

II 

III 

I 

VI 

VIII 

VII 

VI 



SCIENCE  

PLANNING- 

PROBLEM SOLVING  

PARTNERSHIPS + 

--------------------------------------- 

“Intervention Targets” 

 

 

 

    Primary Partners-Stakeholders to Plan-Evaluate     

    Dissemination and Adoption of a New Treatment  



 Evaluation PHASES: Producing the Intervention 

Process-Impact Evidence for Populations at Risk 

PHASE I PHASE II  PHASE III PHASE IV 

 

EVALUATION RESEARCH 
(Theory Based) 

 

PROGRAM EVALUATION 
(Practice Based) 

 
FORMATIVE  
EVALUATION 

 
EFFICACY  

EVALUATION 
EFFECTIVENESS  

EVALUATION 

 
DISSEMINATION- 

ADOPTION 
EVALUATION 

 

INTERNAL VALIDITY 
 

 

INTERNAL AND EXTERNAL VALIDITY 

 

META + QUALITATIVE + PROCESS + COST EVALUATIONS & ANALYSES 

(Systematic Reviews of Primary Results of Treatment Program) 

 

       Windsor, Clark, Boyd, & Goodman, “Evaluation of Health Promotion-Disease     

          Prevention Programs”, Chapter 1, 3rd Ed., McGraw-Hill Publisher, 2004 



RFTS-SCRIPT Dissemination Committee 

• Regional Care Coordinators: Brenda Johnson, Dee 
Meadows, Bev Kitchen, Sandra Ellard, Mary Christian, 
Joan Dayoub, Charlita Atha, Patsy Parker 

    WV RFTS Staff: Jeannie Clark, Stephanie Thorn 

 

• GWU Research Staff: Dr. Richard Windsor, Dr. Sean 
Cleary, Amanda Davis, John Wedeles 

 

 



Acknowledgements 

• The leadership of the Dissemination Program recognizes the 
contributions of the following colleagues who assisted in 
project planning and implementation:  Kalpana Ramiah, Anne 
Williams, Pat Moss, and Jackie Newson.   

 

• We would also like to recognize following members of the WV 
SCRIPT Dissemination Committee (SDC) for their contributions 
to the success of the RFTS-SCRIPT Program: Brenda Johnson, 
Dee Meadows, Beverly Kitchen, Sandra Ellard, Mary Christian, 
Joan Dayoub, Charlita Atha, Patsy Parker, Lori Meadows, 
Suellen Friend, Paula Darby, Bobbie Paris, Lenaa Ryan and 
Janeen Masker.  



RFTS-SCRIPT Dissemination 

Program Aims 

• Aim #1: To conduct an Effectiveness Evaluation to 

document the cessation and significant reduction (SR) 

rates attributable to SCRIPT delivered by DCCs to 

annual RFTS cohorts of pregnant smokers in 2006-07 

and 2009-10.         

 

• Aim #2: To conduct a Process Evaluation to document 

the level of fidelity of SCRIPT procedures delivered by 

DCCs to RFTS clients who smoked, and to confirm the 

RFTS-SCRIPT Project Adoption Rate in 2009-10. 



SCRIPT Evidence-Base  

• Meta-Analyses of Literature + Tobacco Treatment 
Guidelines for Pregnant Smokers: AHRQ, 2000 + 2008  

 
• Synthesis of 3 RCT’s:  > 2400 Medicaid patients 

directed by the PI (Windsor) and his evaluation team 
(1982-2007): SCRIPT Trial I – II - III  

  
• Synopsis of 5 independent SCRIPT evaluations. 

 

• NCI Peer Review and Funding: 2007-12 



Examples: Effective Interventions--Pregnant Patients 

    

Ershoff, et al (1989) 

 

Walsh, et al (1997) 

 

Windsor, et al (1986) 

PHASE I - AJPH 
 

 
Windsor, et al (1993) 

PHASE II - AJPH 
 

    Agency for Health Care Research and Quality (AHRQ) 2000 (P. 94). 

 

Windsor, et al (2000) 

PHASE III-AJOb/yn 

SCRIPT Methods: Guide & Commit to Quit Video 

(10 min.) & Patient Counseling (5 min.) NOTE: 

Published 2000 Meta-Analysis/Guidelines 

15-minute counseling session--how to use the 

Guide (Windsor et al., 1986) + MD letter; social 

support + buddy letter, contract, + tip sheet. 

Brief health educator discussion of risks (3-5 

minutes); advised of a free cessation class; and 

pregnancy-specific self-help materials mailed 

weekly for 7 weeks. 

MD advice (2-3 min.); video on risks, barriers, 

and quitting tips;+ one 10-minute session by 

CNM + self-help manual + follow up letters. 

Pregnancy–specific self-help materials (Pregnant 

Woman’s Guide To Quit Smoking) and one 10 min 

counseling session with a health educator.  

 

 

 

 



 SCRIPT Evaluations: E vs C Group Quit Rates 

Evaluation Study 
P.I.              Location 

Measure 
E Group  C Group        Diff. 

    (E vs C) 
N         % N          % 

Windsor, WV, 2011 (Trial IV) 

Windsor, Al, 2000   (Trial III) 

CO 

S-COT 

259 

126 

13.9% 

17.3% 

259 

139 

4.6% 

8.8% 

+ 9.3%   

+  8.5% 

Gebauer, Ohio,1998 S-COT  84 15.5% 94 0.0% +15.5% 

Hartmann, NC,1996 CO 107 20.0% 100 10.0% +10.0% 

Valbo(Norway),1994-1996 CO 107 27.0% 105 11.4% +15.7% 

Windsor,AL,1993 (Trial II) S-COT 400 14.2% 414 8.4% + 5.8% 

O’Connor, (Canada),1992 U-COT 90 13.3%  84 6.0% + 7.3% 

Hjalmarson, (Sweden),1991 SCN 444 12.6% 209 8.6% +4.0% 

Windsor, Al,1985 (Trial I) SCN 102 14.2% 104 2.0% +11.8% 

US Studies            (N = 2176) Total = 15.0% 6.5% + 8.5% 

Non-US Studies    (N=1039) Total = 15.0% 8.8% + 6.2% 

          (Total N = 2697) Total = 15.2%        7.5% +7.7% 



The Core SCRIPT Procedures 

• Component #1: Commit to Quit Smoking During & After 

Pregnancy Video (10 Min.) 

 

• Component #2: A Pregnant Women’s Guide to Quit 

Smoking (5th-6th grade level) 

 

• Component #3: Patient-centered counseling session 

(10-15 Minutes) 

 



SCRIPT Procedures for DCC Practice 
                                                             ASK < 1 minute 
1.Document smoking status + cigarettes per day (cpd) + CO Sample            

A. Never smoker or quit before pregnant           B.  Quit since pregnant 
C. Smoker: reduced cpd                           D.  Smoker: same cpd 
 

                                                            
 

                                                           ASSESS <1 minute 
2.Document readiness to quit     

                                          ADVISE  <1 minute 
3.Provide clear, strong messages about risks of smoking to mother/fetus          
4.Provide clear, strong and personal advice to quit and stay quit  

                                                          ASSIST >10 minutes 
5.Review cessation skills in Video-Guide & sign an agreement to use Guide 
6.Express confidence that use of the Guide and methods will help them to quit 
7.Encourage patient to seek family & social support to quit                 
8.Advise patient to stop ETS exposure at home, car and social 
9.Remind patient of next visit and put "smoker" label in notes          

                                                        ARRANGE < 1 minute 
10.Schedule next visit for patient &  Call Patient on Quit Date (Optional)  

 
 

Response A and B:  Congratulate her on success and stop home & social ETS  
Response C and D:  ASSESS--ADVISE--ASSIST--ARRANGE 

 





The RFTS-SCRIPT Impact Evaluation 
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RFTS-SCRIPT Evaluation Design 

• Matched Historical Comparison Group Design  

– Experimental E Group: clients from 2009-2010 

who provided a CO at screening, indicated a 

desire to quit to their DCC, and received SCRIPT 

home visit (n = 259) 

 

– Comparison (C) group: clients from 2006-2007 

who received the same CO assessment methods 

as the – E - Group ( n = 259) 
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RFTS-SCRIPT Program Evaluation 

Methods 

• The E Group and (C) Group clients were stratified by 

baseline CO into 10 strata (CO predicts behavior) 

 

• The (C) Group clients were also stratified and an equal 

number were randomly selected within each of these 10 

CO strata from the 688 clients (295 - 2006 + 393 – 2007), 

who received the same CO assessment methods at the E 

group 
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Results of Analysis of Selection Bias 

• Cohort 1: self-reported smokers 

• Cohort 2: self-reported smokers who agreed to a 
CO assessment at screening 

• Cohort 3: self-reported smokers who agreed to a 
CO measurement, had the opportunity to receive 
SCRIPT, and received a tobacco follow-up 30-60 
days after screening  

• Comparable for most major baseline variables, 
except cigarettes per day (CPD) 
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RFTS-SCRIPT Effectiveness Results 
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RFTS-SCRIPT Cohort comparisons: 2006-2010   

Cohort 1 Cohort 2 Cohort 3 

Variable n = 3311 n = 2725 n = 1894 p-values 

Baseline CO 12.4 12.4 12.4 0.98 

EGA at Screening (weeks) 18.2 18.1 18.0 0.58 

% smokers in house 78.0 78.2 77.7 0.79 

Mean Maternal Age (years) 23.9 23.9 24.0 0.96 

Mean CPD + 10.0 11.9 9.9 0.01 

Confidence level 4.7 4.8 5.0 0.24 

Perceived harm to self 8.5 8.6 8.7 0.19 

Perceived harm to baby 9.2 9.3 9.3 0.26 

+ CPD vs CO value: r =0.31 



RFTS-SCRIPT Effectiveness Results 
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                 RFTS-SCRIPT Matched (C) vs. E Groups by CO 

Time Period 2006 - 2007 2009 - 2010 p-values 

Group Size (C) Group = 259 (E) Group = 259 

Baseline CO 13.1 13.6 0.60 

EGA at Screening (weeks) 18.0 17.2 0.17 

% smokers in house 81% 78% 0.27 

Mean Maternal Age (years) 23.8 24.3 0.17 

Mean CPD 9.7 8.8 0.13 

Perceived harm of smoking 

to self 8.7 8.9 0.22 

Perceived harm of smoking 

to baby 9.4 9.5 0.30 

+40% missing data in 2006 



RFTS-SCRIPT Effectiveness Results 
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                 Behavioral Impact Rates by (C) and (E) Groups 

    

Time Period 2006-2007 2009-2010 

% 

change 

p-

values 

Group Size 

(C) Group = 

259 

(E) Group=  

259 

% Smoke-Free Homes 30.0% 34.0% > 4.0% 0.30 

MD/RN advice to quit 67.0% 76.0% > 9.0% 0.01 

CO Confirmed Cessation 4.6% 13.9% > 9.3% 0.01 

CO Confirmed Sig. Red. * 6.9% 11.2% > 4.3% 0.05 

 * ≥ 50% reduction; ≥ 10 ppm at screening…..CO-20 ppm > 200 Saliva Cot 



RFTS-SCRIPT Effectiveness Results 
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        E and (C) Group CO values at baseline and follow-up 

 E Group  (C) Group 

Behavior Baseline Follow-up % change Baseline Follow-up % change 

Cessation 7.2 0.6 < 92% 9.0 1.3 < 86% 

Significant Red. 25.8 9.2 < 64% 21.9 6.3 < 86% 

No Sig. Change 12.4 15.6 < 23% 13.4 15.3 > 14% 
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The DCC PII/Quit Rate Connection 

• In 2010: 62 DCCs with > 4 clients who self-reported as 
smokers (Fewer Clients < PII and Behavior Change) 

– 16 DCCs had a PII of > 90%: CO-confirmed quit rate = 
9.1% 

– The average PII for the Video was only 33%: 22 DCCs 
did not show the Video at all 

• 7 of the 16 DCCs > 10 clients who self-reported as 
smokers. 

– CO-confirmed quit rate = 18.9% 

 

 

 



Other Findings/Conclusions 

• The study produced insight about the challenges to 
conducting SCRIPT and an Evaluation: 

– > 20% of the DCC’s were not implementing SCRIPT 
with fidelity 

 

– PII were < 50% in 2009-2010 

 

– 19% of the RFTS clients who wanted the SCRIPT did 
not have it delivered by a DCC  
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RFTS-SCRIPT Effectiveness  

• Other findings/conclusions 

– Because RFTS enrollment is voluntary, lag time 

between RFTS contact and screening visit by a DCC 

was typically three months.  

 

– The typical RFTS client received SCRIPT three months 

later than a clinic-based smoker: 2nd - 3rd trimester. 

 

– Smokers who remained were the most addicted, had 

the highest ETS rates in their home, and had the 

lowest levels of psycho-social support and motivation 

to quit. 
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RFTS-SCRIPT Effectiveness: Final Comments 

 

– Institutionalization of SCRIPT into the RFTS Program 

has been achieved: The NIH Objective.  

– Study results provide valid, empirical evidence that 

an additional proportion of women, even very late in 

pregnancy, can be helped by trained nurses and 

social workers to change their smoking behavior.  

– Appreciation of life challenges for RFTS clients and  

implementation challenges for DCC’s- Primary Care 
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