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Dedication

I wish to acknowledge the invaluable contributions of time and intellect that
were provided to the ASSIST evaluation by the many dedicated researchers whose
efforts and ingenuity helped make the evaluation come to fruition. Although far
too many individuals were involved to name here, this volume is dedicated to all
of you. Especially helpful was the technical expertise provided by Lois Biener,
Frank Chaloupka, Mike Cummings, Betsy Gilpin, Stan Glantz, Larry Kincaid,
David Murray, John Pierce, Jon Samet, and Bill Trochim. Their insight and
commitment were essential for completing this enormous undertaking. In addition, my
statistical ttam—Anne Hartman and Barry Graubard—provided invaluable input. I
also want to thank my co-editor for this volume, Carol Schmitt, who provided endless
support through the development of this monograph.

The ASSIST evaluation would not have been possible without the support of
former and current staff of the National Cancer Institute. Barbara Rimer, Bob Hiatt,
and Bob Croyle recognized the contribution this project had to offer to advance
understanding of population-level tobacco control efforts as well as how the ASSIST
evaluation methods and measures could apply to the larger arena of cancer control.

Performing this evaluation was a difficult task. Many new approaches were
necessary; many different challenges had to be overcome; and many opinions had to be
satisfied. We are truly fortunate that much was learned and much was accomplished.
For this I am sincerely grateful. Albert Einstein said, “In the middle of every difficulty
lies opportunity.” The ASSIST evaluation was such an opportunity, both intellectually
and personally. Most of all, this evaluation was an opportunity to lend credibility to the
ground-breaking work accomplished by all those involved in ASSIST.

Frances A. Stillman

October 2006



A Note from the Series Editor

With this volume, the National Cancer Institute (NCI) presents the 17th monograph
of the Tobacco Control Monograph series.

This monograph documents the evaluation of a groundbreaking NCI program.
The American Stop Smoking Intervention Study for Cancer Prevention, known as
ASSIST, put into practice NCI’s commitment to prevent and reduce tobacco use
across all populations and age groups. ASSIST took evidenced-based interventions
from controlled studies and implemented them in the larger community of 17 states.
Its underlying rationale—that significant decreases in tobacco use could be realized
only with interventions that changed the social environment such that smoking was
non-normative—was a significant departure from previous tobacco control programs
and in the vanguard of the “new” public health. Prior to ASSIST, few states addressed
tobacco use at the population level. The ASSIST legacy remains today in the tobacco
control professionals whose work continues to reduce the burden of disability and death
caused by tobacco.

ASSIST raised significant conceptual and practical challenges for its evaluation
team. These challenges included context-dependent implementation and the diffusion
of ASSIST and ASSIST-like interventions into non-ASSIST states. In addition,
the evaluation did not begin until several years after ASSIST was implemented,
and its budget was limited. What had been envisioned as a simple evaluation of a
demonstration project became a complex evaluation effort that engaged a diverse group
of scientists and practitioners and required numerous sources of data. The resulting
evaluation successfully documented the effectiveness of ASSIST. It also validated the
causal pathway described in NCI's 1991 Smoking and Tobacco Control Monograph 1:
Strategies to Control Tobacco Use in the United States: A Blueprint for Public
Health Action in the 1990’s—that comprehensive interventions can change the social
environment of tobacco use and subsequently result in decreased tobacco use.

This monograph stands alone as a documentation of the ASSIST evaluation and
describes the challenges met in evaluating a program that was influenced by numerous
forces outside the program’s control. However, this monograph may also be viewed
as a companion to NCI Tobacco Control Monograph 16, which reviews the ASSIST
program in detail. Together these two monographs provide a detailed history and
evidence base that document the success of an NCI initiative that began with a series of
research hypotheses, tested those hypotheses with community-based interventions, and
ultimately fielded a demonstration program that fundamentally changed tobacco use
prevention and control in the United States.

It has been seven years since ASSIST ended and all states became funded by the
National Tobacco Control Program at the Centers for Disease Control and Prevention.
At this writing, it is no longer considered normative for children to become smokers;
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laws and policies that restrict smoking in public places protect more Americans each
year; and state tax increases have resulted in cigarette prices that are high enough to
reduce consumption and prevalence. We have come far, but there is more work to be
done before tobacco use is no longer the leading cause of death and disability in the
United States.

This volume and several future volumes in the Tobacco Control Monograph Series
have important implications for research, practice, and policy in tobacco control as
well as in other areas of public health. Lessons learned from tobacco prevention and
control can be applied to a variety of public health issues, including physical activity,
diet and nutrition, overweight and obesity, and substance abuse. NCI is committed
to disseminating this cross-cutting knowledge to the widest possible audience so
that others can benefit from the experience of the tobacco prevention and control
community. By so doing, NCI is increasing the evidence base for effective public health
interventions and improving the translation of research to practice and policy.

Stephen E. Marcus, Ph.D.

Monograph Series Editor

Epidemiologist

Tobacco Control Research Branch

Behavioral Research Program

Division of Cancer Control and Population Sciences

October 2006



Foreword

This monograph, like so many others in the National Cancer Institute’s (NCI’s)
Tobacco Control Monograph series, is an important document. At a time when
“Big Science” is being supported to advance knowledge of society’s most pressing
biomedical and public health problems, scientists are also being challenged to
demonstrate what has been accomplished for the investment made. There are few
guides as to how to evaluate large-scale science. This is one of them.

The American Stop Smoking Intervention Study for Cancer Prevention (ASSIST)
was the first “demonstration” project that put into practice the ultimate phase of NCI’s
Five Phases of Cancer Control Research” advanced by Peter Greenwald (NCI’s Director
of the Division of Cancer Prevention and Control) and Joseph W. Cullen (Deputy
Director of the same division) in 1984. The ASSIST program followed the orderly
and sequential progression of tobacco control research in the earlier four phases from
public education in the 1960s, to individual-level interventions, to community-level
and then population-level interventions in the 1970s and 1980s. The Community
Intervention Trial for Smoking Cessation (COMMIT; 1986-92), which immediately
preceded ASSIST, was a model for the application of a randomized controlled trial to
community research. ASSIST was the next logical step and a serious federal investment
designed to apply the evidence gained from COMMIT and the large body of other
previous research to policy interventions in 17 states. However, at ASSIST’s outset, no
evaluation was planned. Only after ASSIST was in progress did the need for some way
to assess its impact become apparent. This monograph is a testament to the ingenuity
and perseverance of the evaluation team that took on that challenge and saw the
evaluation to its successful completion. Coincidently, like the number of states that had
ASSIST contracts, this NCI monograph on the evaluation of ASSIST is number 17 in
the Tobacco Control Monograph series.

The evaluation process is completely described in this monograph. It required the
development of an overall design strategy that took into account the separate and
unplanned impacts of other state-based initiatives supported by the Robert Wood
Johnson Foundation and the Centers for Disease Control and Prevention (chapter 1). It
required the development of metrics that assessed the power of state efforts in tobacco
control as well as the countervailing efforts of the tobacco industry to negate these policy
initiatives. The Strength of Tobacco Control Index (SoTC) was developed to answer this
need after careful study of what information was available and reliable enough to be
included in such an index (chapter 2). The evaluators also included metrics that captured
changes in state and local clean indoor air laws (chapter 3) and developed metrics to
repeatedly assess the initial and intermediate effects of the interventions (chapter 4).
Finally, the evaluation took into account the differences among states in their tobacco

*Greenwald, P. G., and J. W. Cullen. 1984. The scientific approach to cancer control. CA-A Cancer Journal
for Clinicians 34 (6): 330-31.
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growing and production practices due to concerns about the influence of regional
commercial interests on receptivity to the ASSIST program (chapters 5 and 6).

All of these approaches to evaluation were novel and required a substantial amount
of creativity on the part of the evaluation team and their technical advisors. At the time,
the structure and implementation of the evaluation strategy were truly challenging, and
painstaking effort was invested in testing and validation. In fact, the evaluation evolved
over time. This process of evolution is covered as well as two aspects of the evaluation,
the database of newspaper print media coverage (chapter 7) and the study of tobacco
industry counter-measures (chapter 8), which did not figure in the final statistical analysis.
The inclusion of these aspects in the monograph reflects the thoroughness of the team
efforts to report on all aspects of this enormous undertaking, even the false starts.

The need for evaluation of other large-scale NCI-supported cancer research
initiatives is now well recognized. These initiatives include the Transdisciplinary
Tobacco Use Research Centers (TTURC:), the Centers for Excellence in Cancer
Communication, and the Centers for Population Health and Health Disparities. None
of these are state-based initiatives, yet each is a large and complex transdisciplinary
research enterprise that has required a major public investment. The ASSIST evaluation
stands at the vanguard of these efforts, and the reader will learn much about the critical
role of such assessments in moving research into practice, in this case into practice
against the nation’s number one cause of premature death and disability.

Robert A. Hiatt, M.D., Ph.D.

Director of Population Sciences and Deputy Director
UCSF Comprehensive Cancer Center

Professor, Epidemiology and Biostatistics

University of California, San Francisco
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Preface

Capturing the scope of an ecological process such as the evaluation of the American
Stop Smoking Intervention Study for Cancer Prevention (ASSIST) in monograph
form presents a daunting task because the evaluation’s scope and methodology were
constantly evolving. Numerous challenges arose in the writing of this monograph:

(1) Some factors and covariates in the evaluation analysis consisted of relatively
simple measurements, whereas others required entire sections or chapters to describe
in adequate detail. (2) Demonstration projects were undertaken, such as the creation of
a print newspaper database of tobacco coverage, which were ultimately not included

in the overall ASSIST evaluation analysis but still have relevance to future research
efforts. (3) Fundamental assumptions of the original evaluation, such as original design
of a direct comparison between ASSIST and non-ASSIST states, were changed as
ASSIST-type interventions were introduced in other states.

At the same time, the full story of the ASSIST evaluation is an important one to
tell, because in the richness and complexity of its evolution, it serves as a guide for the
future of evaluating large-scale population-level public health projects. Older evaluation
methodologies were simply not adequate for a project of the scope of ASSIST and, in
turn, the methods presented here will undoubtedly evolve further to meet the growing
scope of future public health efforts.

Figure 1 outlines a framework for the content presented in this monograph. The
monograph tells a procedural story rather than a chronological one, tracing the
development of the ASSIST evaluation conceptual model, examining its assumptions in
detail, discussing related projects, and finally reviewing the evaluation results in detail.

This framework provides a basis for presenting an overview of the ASSIST evaluation
and its design, a detailed discussion of its evaluation components, a summary of related
projects, and a discussion of the evaluation outcomes. The chapters are as follows:

Chapter 1. The ASSIST Evaluation Project: An Overview. This chapter presents an
overview of the ASSIST evaluation and its historical context. It reviews the key points
of the ASSIST project and describes the conceptual model that guided the ASSIST
evaluation as well as the key constructs of the conceptual model, the rationales for
their inclusion, and the research questions that established the linkages between these
conceptual constructs.

Chapter 2. The Strength of Tobacco Control Index. The Strength of Tobacco Control
index is a composite measure of the core components of a state-level tobacco control
program, developed to assess which components of ASSIST or ASSIST-like programs
might be related to a specified outcome or a trend of lower smoking prevalence or
cigarette consumption. The Strength of Tobacco Control index assesses three major
constructs: tobacco control resources, capacity, and program efforts focused on policy
and environmental change. The Strength of Tobacco Control index was developed for the

viii



Monograph 17. Evaluating ASSIST

Figure 1. A Framework for the ASSIST Evaluation Monograph
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ASSIST evaluation but has demonstrated applicability for other evaluations, such as the
Robert Wood Johnson Foundation’s SmokeLess States National Tobacco Policy Initiative.
The Strength of Tobacco Control index is now being used to compare tobacco control
programs across the United States. This chapter describes the creation of the Strength of
Tobacco Control index, details its descriptive characteristics, and provides examples of
how it may be used to assess and improve state-based tobacco control programs.

Chapter 3. Measuring Policy and Legislative Changes. The implementation of
legislative changes that would promote a tobacco-free social norm and environments
was a critical objective of the ASSIST project. The ASSIST evaluation assessed
changes in state and local clean indoor air laws as a component of the Initial Outcomes
Index. This chapter describes the methods used to track and measure these legislative
changes. A longitudinal comparison of clean indoor air legislation in ASSIST and non-
ASSIST states is also provided.

Chapter 4. Initial Outcomes Index. Changes in policy occur and can be measured
before changes in individual behavior. An Initial Outcomes Index was developed to
assess the policy outcomes of the states’ tobacco control efforts. This chapter describes
the variables used in this index and the methods used to create it.
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Chapter 5. State Facilitating Conditions and Barriers to Implementation of Tobacco
Control Programs. Tobacco growing and production can profoundly affect the adoption
of policy-based tobacco control interventions, as evidenced by substantial differences
between tobacco-producing states and nonproducing states in areas such as tobacco
taxes and the adoption of tobacco control policies. This chapter outlines the issues
and assumptions leading to the development of a state-level variable representing the
economic dependence of states on tobacco growing and manufacturing, for use as a
covariate in the ASSIST evaluation regression analyses as part of the measures of state
conditions.

Chapter 6. Measuring the Impact of Tobacco on State Economies. State differences
in population demographics, and economic, political, social, cultural, and geographic
factors can affect the likely acceptance, implementation, and outcomes of a state
tobacco control program. This chapter describes these factors and how they might
affect an evaluation of a tobacco control program, together with a discussion of which
factors were used as part of the ASSIST evaluation. In addition, potential measurement
techniques for other factors are suggested for use in future evaluations.

Chapter 7. The ASSIST Newspaper Tracking System. Media advocacy was one of the
three principal interventions of the ASSIST model. An analysis of the amount and type
of newspaper media coverage potentially attributable to media advocacy interventions
was one approach used to evaluate their success. This chapter describes a state-level
index to measure newspaper coverage of the four ASSIST priority policy areas—
clean indoor air, restrictions on minors’ access to tobacco, excise tax increases, and
restrictions on tobacco advertising and promotion. Although this index was not used in
the ASSIST evaluation, the chapter demonstrates its potential value for future analyses.

Chapter 8. Evaluating Tobacco Industry Tactics as a Counterforce to ASSIST.
Tobacco industry efforts to counter tobacco control initiatives are not typically taken
into account when tobacco control programs are evaluated, even though counterefforts
constitute a strong force that impedes achievement of tobacco control intervention
objectives. In this chapter, examples of tobacco industry efforts to counter ASSIST and
other state tobacco control programs are provided from the peer-reviewed literature and
tobacco industry documents. While the inherent difficulty of measuring these counter-
efforts ultimately precluded their use in the ASSIST evaluation model, the chapter
discusses the impediments to creating a tobacco industry effort measure and potential
solutions for overcoming these impediments.

Chapter 9. Final Outcomes: Analytical Methods and Results. The final outcomes
of the ASSIST evaluation are cigarette smoking prevalence and per capita cigarette
consumption at the end of the intervention. This chapter describes the methodology
and statistical techniques used to assess the final outcomes and discusses the evaluation
results.

Chapter 10. Cost-effectiveness of ASSIST. This chapter uses standard econometric
techniques to assess the cost-effectiveness of the ASSIST project. The standard
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econometric techniques enable comparisons of the cost-effectiveness of ASSIST with
other types of tobacco control interventions and with other large-scale public health
initiatives.

Chapter 11. The ASSIST Evaluation: Contributions to Evaluation of Complex Public
Health Initiatives. The closing chapter summarizes the major findings of the ASSIST
study and discusses how this evaluation effort can serve as a model for evaluating
large-scale, complex public health initiatives. The chapter discusses the broader
issues in evaluation of large-scale initiatives, such as addressing complexity in public
health projects and the need to go beyond existing “black box™ approaches. It also
discusses the programmatic and evaluation challenges, such as tobacco industry efforts
to undermine or counter public health initiatives, and the potential for generalizing
evaluation efforts such as ASSIST.

The ASSIST evaluation represents a successful attempt to measure the effectiveness
of upstream tobacco control interventions in an environment where these interventions
were widely adopted beyond the states funded by the National Cancer Institute. Using
a rigorously developed and validated model, the evaluation shows a positive correlation
between these interventions and a decline in tobacco usage and, more important,
provides a model for how complex public health issues can be evaluated at broad levels
of the population. In this sense, efforts such as the ASSIST evaluation represent part
of the future of public health as this field moves beyond individuals and communities
to address the fundamental sociopolitical issues that will reduce society’s burden of
disease and preventable death.

Frances A. Stillman

Senior Scientific Editor

Co-Director, Institute for Global Tobacco Control
Associate Professor, Department of Epidemiology
Bloomberg School of Public Health

Johns Hopkins University

Baltimore, MD

Carol L. Schmitt

Senior Scientific Editor

Senior Health Research Scientist

Battelle Centers for Public Health Research & Evaluation
Baltimore, MD
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The American Stop Smoking Intervention Study for
Cancer Prevention (ASSIST)

This monograph, Evaluating ASSIST: A Blueprint for Understanding State-level
Tobacco Control (NCI Tobacco Control Monograph 17), and the preceding one in
this series, Monograph 16, ASSIST: Shaping the Future of Tobacco Prevention and
Control, are designed as companion documents. Whereas Monograph 17 addresses
the evaluation framework, the details of the ASSIST evaluation, and the results
of this effort, Monograph 16 focuses on the processes and interventions used to
implement ASSIST, lessons learned and insights, and the transition of ASSIST from
a demonstration project to the National Tobacco Control Program supported by
the Centers for Disease Control and Prevention. (Where appropriate, reference to
Monograph 16 is provided; complete citation information for Monograph 16 can be
found on page ii of this volume.) Following is a brief overview of Monograph 16,
which was published in May 2005.

Monograph 16. ASSIST: Shaping the Future of Tobacco Prevention and Control

ASSIST was an 8-year, nonrandomized demonstration project for tobacco use
prevention and control conducted by the National Cancer Institute, the American
Cancer Society, and 17 state health departments. The goal of ASSIST was to change the
social, cultural, economic, and environmental factors that promote tobacco use by using
policy, mass media, and program services interventions. The four policy strategies were
as follows:

Raising excise taxes to increase the price of tobacco products
Eliminating exposure to environmental tobacco smoke
Limiting tobacco advertising and promotion

Reducing minors’ access to tobacco products

The strategies for ASSIST were developed and implemented by state and local
tobacco control coalitions using population-based research, public health practices,
policy development, and media advocacy. The concepts of building on a strong
evidence base; designing interventions with broad population impacts; changing social
norms in pursuit of greater justice; developing strong partnerships based on common
goals and mutual respect; maintaining a determination not to be swayed or pushed off
target by one’s adversaries; and ensuring a serious commitment to evaluation, self-
reflection, and midcourse correction were crucial components of ASSIST.

Monograph 16 provides in-depth descriptions of intervention processes, examples of
materials and best practices, and resource lists and guidance for activities such as media
advocacy campaigns. Numerous case studies are presented, not in the form of formal
social research, but as stories and vignettes from state and local public health staff
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and volunteers who describe their efforts, the barriers they encountered, the lessons
they learned, and insights they gained. These case studies show ASSIST as it was
experienced by the many committed and diverse people responsible for its success.

Below are the major topics addressed in Monograph 16:

m The historical context and conceptual framework of ASSIST

m The national partners and state agencies and their respective roles, and
communication linkages among all the structural units that promoted collaborative
decision making and were essential for the program to function

= National, state, and local capacity building by mobilizing communities, establishing
coalitions, promoting participatory planning, and providing training and technical
assistance

= Descriptions of strategies and intervention methods, insights, and lessons learned
for the three ASSIST intervention channels—policy development, mass media and
media advocacy, and program services

® The tobacco industry challenge to ASSIST and the ASSIST response

= Strategic planning for a national tobacco use prevention and control program

m The processes and challenges in maintaining capacity built by the ASSIST
demonstration project, disseminating best practices, and building a comprehensive
national tobacco use prevention and control program

= Contributions of ASSIST to tobacco use prevention and control and to other
behavioral health programs

The insights and lessons learned from ASSIST have advanced our understanding of
how research studies can be successfully translated and disseminated as demonstration
projects, while illustrating how sustained funding builds effective tobacco use
prevention and control programs. The ASSIST legacy endures in the infrastructure
that continues to support tobacco use prevention and control interventions. As the first
major public health intervention grounded in ecological theory, ASSIST remains an
exemplar for modern systems-level public health programs.
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This chapter presents an overview of the American Stop Smoking Intervention
Study for Cancer Prevention (ASSIST)" evaluation and its historical context. It
reviews the key points of ASSIST and describes the conceptual framework that
guided the ASSIST evaluation, as well as the key constructs of the conceptual
Jframework, the rationale for their inclusion, and the research questions that
established the linkages between these conceptual constructs.

ASSIST presented a unique challenge for evaluating tobacco controlt program
effectiveness. The ASSIST program guidelines included a focus on broad social
and environmental change and recommended that interventions be delivered at
the highest structural level (i.e., state or region) to ensure the greatest impact on
tobacco use (see Monograph 16, chapter 2, pp. 21-23). As a result, one of the aims
of the ASSIST evaluation was to show that this approach to tobacco control would
reduce cigarette consumption and smoking prevalence. In the past, tobacco control
interventions were often delivered in isolation or were aimed at specific groups and
tested under controlled circumstances. In contrast, ASSIST was a demonstration
project that combined capacity building and policy-focused interventions to change
how tobacco control was delivered in 17 states. This focus on capacity development
and policy interventions represented a more upstream approach to tobacco control,
and evaluating it required identifying constructs or components and measures that
went beyond those used to assess more traditional interventions that focused on
changing individual behavior.

The ASSIST evaluation team developed a conceptual framework around a set
of constructs including state tobacco control functioning, policy development,
and state-level demographics and conditions that were used to help understand
the process of change resulting from statewide tobacco control efforts. The initial
outcomes were changes in policy, and the final outcomes were changes in smoking
prevalence and cigarette consumption. Additional components of this model, such as
tobacco industry interference tactics and print media coverage, were also studied. In
some cases, measures were developed but were not ultimately included in the

“The official name for ASSIST was the American Stop Smoking Intervention Study for Cancer Prevention.
The title was often shortened to the American Stop Smoking Intervention Study, and it is this shortened
form that is used in this monograph. For a more extensive description of the ASSIST conceptual
framework, model, interventions, and case studies, and discussion of how ASSIST contributed to the
development of a national tobacco control program, please see NCI Tobacco Control Monograph 16—
ASSIST: Shaping the Future of Tobacco Prevention and Control.

"The phrase “tobacco use prevention and control” was emphasized in the development and dissemination
of ASSIST materials. In this monograph, the phrase has frequently been shortened to “tobacco control.”
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final evaluation model. These measures are described in this monograph because
they formed part of the knowledge base of population-level tobacco control that was
developed for the overall ASSIST evaluation effort.

By developing and validating a conceptual framework that reflects the complexity
inherent in tobacco control, and by developing measures that are strongly related
to tobacco control outcomes, this effort serves as a model for evaluations of
public health interventions with components that are diffused throughout an entire
population. Moreover, such an approach fits a growing systems view of the world
where the interrelationships and feedback across factors more closely mirror real-

world behavior and outcomes.

Introduction

his chapter introduces the model used

for the evaluation of ASSIST—one
of the largest government-sponsored to-
bacco control initiatives ever undertaken.
In addition, and perhaps more impor-
tant, this chapter explores the historical
context and trends that led to a unique
and forward-thinking approach to evalu-
ation. In this and subsequent chapters,
the underlying theoretical perspective,
the development and measurement of the
evaluation components, and the analysis
methods and outcomes are described.

While tobacco has played an impor-
tant role in U.S. history, efforts to curtail
its use have an equally long history.
Thomas Jefferson noted that “[Tobacco]
is a culture productive of infinite wretch-
edness. . . . The cultivation of wheat
is the reverse in every circumstance.”
However, the past half-century marks a
unique period in which organized public
health efforts, particularly at the policy
level, have contributed to changes in
social norms that have made cigarette
smoking less socially acceptable to the
public. This success is attributable to a
complex and interdependent mosaic of

1

interventions delivered through multiple
channels.

Against this backdrop, ASSIST rep-
resented a major initiative to address
tobacco use through high-level, policy-
based interventions delivered at the state
and community levels. Unlike prior ef-
forts, ASSIST was a demonstration proj-
ect and not a randomized trial, focusing
instead on multiple interventions, many
with indirect long-term outcomes, with-
out the benefit of randomized control
groups. Moreover, ASSIST implemented
interventions at the level of a broad
population group, through means such as
capacity building, policy advocacy, leg-
islative change, and media interventions,
rather than measures such as individual
smoking cessation assistance.

The challenge of evaluating ASSIST
resulted in a sophisticated and statisti-
cally validated model, developed with
multidisciplinary input. The evaluation
assessed not only the effectiveness of
the ASSIST intervention in the 17 inter-
vention states but also overall tobacco
control efforts across all U.S. states and
the District of Columbia. The evaluation
introduced a new and more ecological



approach, including an assessment of the
upstream or more short-term indicators
of tobacco control efforts and outcomes.
The ultimate and long-term hypothesized
outcomes were changes in smoking
prevalence (the number of people who
smoke) and per capita cigarette consump-
tion. Change in prevalence across all
states was assessed with multiple linear
regression that adjusted for potential con-
founding factors. In addition, per capita
consumption was examined using mixed
effects linear modeling that accounted
for the consumption rates in each state
during the time when the ASSIST in-
tervention began and incorporated the
state factors associated with cigarette
consumption and each state’s seasonal
pattern of consumption. The evaluation
effort demonstrated that ASSIST was

a success, and both this project and its
evaluation can serve as models for how
large-scale public health efforts must
continue to evolve in the future.

The ASSIST Evaluation: A Historical
Context

The ASSIST evaluation presented a
unique challenge, formed by the conflu-
ence of numerous trends within both
tobacco control and public health in
general—trends toward more complex
interventions that were aimed at broader
population groups and took place in
complex environments that were increas-
ingly less amenable to randomized trials
or controls.

To put the ASSIST evaluation in its
proper context, one should first look at
the broader trends in tobacco control
that framed this project. Half a century
ago, cigarette smoking was an ingrained
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part of American culture, with an adult
prevalence rate of nearly 60% for males
and 44% overall, and a concomitant
burden of premature disease and death.?
By 2004, overall tobacco prevalence had
declined by nearly a factor of two from
these levels, ranking as one of the great
success stories of public health.3

Figure 1.1 depicts the evolution of
tobacco control interventions and evalua-
tion of those interventions between 1964
and the ASSIST evaluation. The trajec-
tory between these two points in time
encompasses five general phases in the
evolution of tobacco control efforts:

Phase 1: Education. The first surgeon
general’s report on smoking and health,*
a massive school-based smoking pre-
vention program, and extensive public
service advertising and education about
the dangers of smoking yielded a measur-
able reduction in tobacco prevalence and
cigarette consumption. The first National
Cancer Institute (NCI) tobacco control
monograph, Strategies to Control Tobacco
Use in the United States: A Blueprint for
Public Health Action in the 1990’s, notes
that despite this initial drop, it quickly be-
came clear that information alone would
not be sufficient to effect major changes in
tobacco use.>Pix)

Phase 2: Individual-level Intervention.
In the years following the mid-1960s,
numerous resources became available
to promote smoking cessation among
individuals. These resources included
clinics and classes to help smokers quit
smoking, self-help and behavioral strate-
gies for smoking cessation, and interven-
tions to educate the general population
about the dangers of smoking. Most
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Figure 1.1. Trends over Time in Tobacco Control Projects and Their Evaluation
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and the North Karelia demonstration
project in Finland.® These interventions
were followed by larger-scale projects
such as the Community Intervention
Trial for Smoking Cessation (COMMIT),
funded by NCI from 1986 through
1992.9-12 A randomized community trial
comparing the effects of interventions in
paired U.S. cities, COMMIT focused on
areas such as cessation resources, educa-
tion, and health-care interventions, and
also on broader areas such as community
mobilization and workplace smoking,
laying the groundwork for a coalition
model of tobacco control.

Phase 4: Population-level Intervention.
Projects such as COMMIT began to sow
the seeds of intervention through means



such as worksite smoking policies and
community mobilization, which natu-
rally led to efforts that addressed tobacco
health issues through large-scale popu-
lation-level interventions. By the close
of the 1980s, numerous such initiatives
took shape, ranging from efforts promot-
ing clean air laws and increased taxa-
tion to media interventions—and social
norms about smoking began to change.
As aresult of these early successes, the
need for comprehensive approaches to
tobacco control was recognized. A com-
prehensive approach required employing
multiple channels and sectors, including
political, economic, education, commu-
nication, health professional, and health
voluntary sectors. P32 It was against
this backdrop that the hypothesis behind
ASSIST, that smoking behavior could be
changed through sociopolitical means,
was ultimately formed and tested.

Phase 5: System-level Intervention.
Today, the epidemiological model of to-
bacco control continues to evolve toward
a broader systems view that incorporates
the multiplicity of factors and stakeholder
groups behind patterns of tobacco use and
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public health. Recent initiatives in tobac-
co control, such as the NCI-funded Initia-
tive for the Study and Implementation
of Systems!? and the Global Tobacco
Research Network,!# are now exploring
tobacco control issues at systems and
network levels, while broader efforts,
such as the Syndemics initiative funded
by the Centers for Disease Control and
Prevention (CDC),"> show promise for
examining the interrelationship of tobac-
co use prevention and control and other
population-level health issues.

This progression represented more
than just simple evolution—it was also
part of a strategic objective on the part of
NCI to implement population-level to-
bacco control on a framework of proven
science. Figure 1.2 illustrates five phases
of cancer control defined in the early
1980s under the leadership of Dr. Peter
Greenwald and Dr. Joseph Cullen, Di-
rector and Deputy Director, respectively,
of NCI’s Division of Cancer Prevention
and Control.

In practice, this framework helped
guide the science from COMMIT, a
randomized community trial aimed at

Figure 1.2. NCI's Five Phases of Cancer Control Research

1 11 v A% Nationwide

Basic Hypothesis Methods Controlled Defined Demonstration Prevention

Biomedical Development Development Intervention Population and and Health
Research Trials Studies Implementation Services
Programs

Sources: Greenwald, P. G., and J. W. Cullen. 1984. The scientific approach to cancer control. CA-A Cancer
Journal for Clinicians 34 (6): 328-332. National Cancer Institute. 1990. Smoking, tobacco, and cancer
program: 1985-1989 status report (NIH publication no. 90-3107). Bethesda, MD: U.S. Department of Health
and Human Services, Public Health Service, National Institutes of Health (p. vi).
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defined community groups, to ASSIST, a
demonstration project with much larger
target groups and more complex interven-
tions, while at the same time defining a
clear trend toward larger-scale tobacco
control efforts. This science-based model
for tobacco control also helped lay the
groundwork for a fundamental shift in
tobacco control philosophy during the
1990s, which in turn led to equally funda-
mental changes in how society as a whole
viewed the use of tobacco products.

The 1990s: A Turning Point for Tobacco
Control

Through the beginning of the 1990s,
the story of modern tobacco control in the
United States was marked by a transition
from public education to one of individual
and community-level interventions. While
these methods did achieve substantial
reductions in tobacco use, at a broader
social level these gains took place in a
society in which smoking remained an
accepted part of the fabric of life. Ciga-
rette advertising, smoke-filled bars, and a
doctrine of personal choice all remained
part of the landscape of public life, as had
been the case for decades before.

By comparison, the decade that fol-
lowed marked a critical juncture in how
society viewed tobacco. By the begin-
ning of the new millennium, cigarettes
had become an increasingly expensive,
legislated, and socially unacceptable
product—and tobacco manufacturers
began to be held much more account-
able for the health consequences of
their products. This environment was
a direct result of policy-level interven-
tions promoted by a broad coalition of

government, health-care, and community
stakeholders—guided by a strong voice
from the population itself, as expressed
through their elected officials.

ASSIST. ASSIST, launched in 1991,
was a major policy-level tobacco control
initiative that became a vanguard of the
tobacco use prevention and control ef-
forts that followed. During the same pe-
riod as the COMMIT intervention, NCI
published its first monograph on tobacco
control, which became known as the
“blueprint.”’> The blueprint synthesized
40 years of research on effective tobacco
control strategies. This document identi-
fied the need for comprehensive tobacco
control interventions, primarily through
policy-based approaches that could
alter the sociopolitical environment of
tobacco use. Along with the COMMIT
findings, this document became the basis
for ASSIST.

ASSIST was a macro-level policy ap-
proach to tobacco control.!®!7 NCI made
the first substantial monetary investment
to accomplish its stated tobacco control
objectives by releasing a Request for
Proposal to fund state tobacco control
programs. In 1991, NCI partnered with
the American Cancer Society to imple-
ment ASSIST through contracts to 17
state health departments; the contracts
incorporated the recommendations that
were in the blueprint. These 17 states
were funded to implement upstream
interventions in three core areas: policy,
media, and program services, to be deliv-
ered across several population channels.
(For a more extensive discussion of the
ASSIST intervention areas, see Mono-
graph 16, chapter 2, pp. 26-28.)



NCI Tobacco Control
Monograph 16: ASSIST

Tobacco Control Monograph 16, ASSIST:
Shaping the Future of Tobacco Prevention
and Control, is a companion volume to this
monograph. Monograph 16 provides the
background and history of ASSIST. This
history includes not only the program com-
ponents but also a detailed look at how the
initiative was implemented. The case studies
and detailed descriptions of the “complexi-
ties, politics, and outright opposition encoun-
tered by the ASSIST team’ afford the reader
a better understanding of state-level tobacco
control programs and a recognition of how
far we have come since the 1950s, when to-
bacco use was a well-accepted social behav-
ior. Monograph 16 also leaves the reader with
an appreciation for the challenges faced by
the ASSIST evaluation team.

aNational Cancer Institute. 2005. ASSIST:
Shaping the future of tobacco prevention and
control (Tobacco control monograph no. 16,
NIH pub. no. 05-5645). Bethesda, MD: Na-
tional Cancer Institute (p. viii).

ASSIST was the first major federal
investment in state tobacco control in-
frastructure, and its program standards
formed the foundation of two other
nationally-based programs, SmokeLess
States and Initiatives to Mobilize for
the Prevention and Control of Tobacco
(IMPACT), during the 1990s.!8 As the
largest public-private partnership in to-
bacco control ever implemented, ASSIST
invested about $22.5 million per year in
tobacco control programs. Although this
amount was substantial, it represented
only about 0.03% of the $5.7 billion
that the tobacco industry spent on aver-
age per year to market its products each
year during the same period (1991-99).
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The NCI investment allowed states to
establish strong infrastructures to sup-
port comprehensive state tobacco control
programs. Moreover, ASSIST provided
states with the guidance they needed to
implement strong, evidence-based to-
bacco control practices.

SmokeLess States. During the same pe-
riod, in 1993, the Robert Wood Johnson
Foundation in partnership with the
American Medical Association funded
the SmokeLess States National Tobacco
Policy Initiative.!® This complementary
private-sector initiative initially funded
coalitions in 19 states and a youth-
specific project in Tucson, Arizona. Two
years later, additional funding brought
in 13 new grantees, and by the time the
program ended in 2004, almost all of
the states had been funded.?® Much like
ASSIST, the SmokeLess States project
focused on policy-level initiatives for
tobacco control, concentrating on clean
air ordinances, increasing tobacco taxes,
and providing insurance coverage for
tobacco dependence treatment. It also
fostered a similar coalition model for the
implementation of its interventions.

IMPACT. In 1994, through IMPACT,
CDC funded the remaining 32 non-
ASSIST states and the District of
Columbia (California had its own well-
developed tobacco control program and
was not included in IMPACT) to imple-
ment tobacco control programs, provid-
ing technical assistance with limited
funding support (average annual awards
were $360,000) to build the states’ capac-
ity to sustain broad-based tobacco control
programs. CDC provided technical as-
sistance and training on planning, de-
veloping, implementing, and evaluating
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SmokeLess States Versus ASSIST

The SmokeLess States project differed from ASSIST in two important ways.

= First, SmokeLess States funding did not go through state health departments as did the funding for
ASSIST. Therefore, SmokeLess States grantees, who were mainly health voluntary agencies and
other coalition partners, did not have to contend with state governmental restrictions and bureaucrat-
ic limitations. They were freer to engage in media and policy advocacy to promote specific policy
changes, which was severely limited under the government funding of ASSIST. Funding from the
Robert Wood Johnson Foundation could be used for advocacy (educating policy makers and the
public about tobacco-related policies) but not for lobbying. However, funds for lobbying were pro-
vided through partnerships with voluntary agencies (American Cancer Society, American Heart As-
sociation, American Lung Association), which did allow SmokeLess States grantees to advocate for
specific legislation, an activity in which state health departments could not engage.?

= Second, while ASSIST was a demonstration project designed to employ policy interventions within
17 specific funded states, SmokeLess States eventually funded 42 state coalitions. Although there
was no a priori evaluation plan for SmokeLess States, it is currently being evaluated using the

ASSIST evaluation framework.

Projects such as SmokeLess States also benefited from the knowledge base that evolved from ASSIST.
A unique component of ASSIST was the ASSIST Coordinating Center, which provided technical as-
sistance to the ASSIST states but also helped diffuse ASSIST-like interventions to other states. This
dissemination was done primarily through a national tobacco control conference to which all states,

not just the 17 ASSIST states, were invited.

aGerlach, K. K., and M. A. Larkin. 2005. The SmokeLess States Program. In The Robert Wood John-
son Foundation anthology: To improve health and health care, vol. 8, 29-46. San Francisco: Jossey-
Bass. www.rwjf.org/files/publications/books/2005/chapter_02.pdf.

tobacco control programs.?! While
SmokeLess States and IMPACT had very
beneficial effects on national smoking
policy, they also presented a challenge
for the ASSIST evaluation: the ASSIST
influence had now spread beyond the 17
states under study, necessitating a fresh
approach to the ASSIST evaluation.

Individual States. Concurrently, the ef-
forts of individual states in the 1990s
began to demonstrate the potential im-
pact of policy initiatives. In California,
Proposition 99 raised over $150 million
for tobacco control education and re-
search via the imposition of an additional

10

tax of 25¢ per pack, and the resulting
advertising and outreach efforts helped
reduce California’s smoking prevalence
from 26% to 18%.22 In Massachusetts,
successive 25¢ cigarette tax increases in
1992 and 1996 helped fund an aggres-
sive campaign of advertising, education,
and cessation resources within a coalition
environment. As a result, smoking preva-
lence decreased from 23.5% to 19.4%
during the 1990s, a decline almost four
times the national average during this
period.?? The successes of state-level pro-
grams like these furthered the scientific
support for larger-scale initiatives such as
ASSIST and SmokeLess States.



Turning Point for the Tobacco Industry.
The tobacco industry, whose marketing
expenditures have always far outstripped
the sums invested in tobacco control, re-
sponded to these measures with numer-
ous counterefforts. These ranged from
spending tens of millions of dollars on
efforts to defeat policy initiatives such
as the ones outlined above, to moments
such as April 14, 1994, when the CEOs
of seven major tobacco companies ap-
peared before the U.S. House of Repre-
sentatives Subcommittee on Health and
the Environment chaired by Rep. Henry
Waxman and claimed that nicotine was
“not addictive.”?*

However, the tide of both public opin-
ion and legislation turned substantially
against the tobacco industry during the
1990s. In particular, a 1994 lawsuit by
the state of Mississippi to recover the
costs of treating sick smokers under
Medicaid unleashed a flood of similar
lawsuits from other states, culminat-
ing in settlements with four individual
states and, ultimately, the $300+ billion
Master Settlement Agreement between
the tobacco industry and state attorneys
general in 1998.2 This settlement, which
provided monetary payments to states
as well as funding for numerous tobacco
cessation resources, put the industry in
the unique position of subsidizing to-
bacco control efforts at the same time it
was aggressively marketing its products.
Of equal importance, this agreement also
negotiated the conditions under which
internal tobacco industry documents that
revealed the scope of industry efforts to
promote its products and to counter to-
bacco control efforts should be made and
remain accessible to the public.
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All of these factors combined to cre-
ate both great progress and great chal-
lenges in tobacco control by the end of
the 1990s. Tobacco use in the United
States is now lower than it has been in
over half a century, and there is a strong
and growing evidence base that shows
that population-based strategies are ef-
fective. In the process, the public’s per-
ception of tobacco use has changed and
is now viewed as a social as well as an
individual problem.

Tobacco Control Today

On September 30, 1999, the ASSIST
contracts ended and on October 1, 1999,
CDC funding for the National Tobacco
Control Program (NTCP) began. Chapter
10 in Monograph 16 describes the transi-
tion from ASSIST and IMPACT to NTCP.
As of 2005, the field of tobacco control
encompassed a broad mosaic of efforts
spanning the entire spectrum from the
individual, to the community, to national
and even global populations. The evolu-
tion of those efforts over time points to a
number of trends that have influenced the
direction of the evaluation of ASSIST:

= Increasing complexity. A generation
ago, tobacco control specialists looked
at the effectiveness of individual
interventions. Today, they are also
likely to be examining interrelated
social, political, and economic factors
that relate to the root causes of
tobacco use—interventions in which
causes and effects must be quantified
by increasingly sophisticated and
often indirect means.

= Larger sample sizes. There is a clear
trend toward interventions aimed at

"
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larger populations, in keeping with a
growing epidemiological and systems
view of tobacco use and health issues.
Factors behind this trend include the
spread of policy interventions and
dissemination of best practices to
growing stakeholder networks. In a
world where a highly competitive
tobacco industry seeks growth
in overseas markets and targets
population groups, future efforts
to reduce tobacco use will become
global as well as national.

= More stakeholders. Tobacco control
has evolved over the past several
decades from an ancillary public
health issue to a field unto itself.
Today, stakeholders range from
practitioners and activists at the
community level, to an extensive
and transdisciplinary network of
researchers, to thought leaders and
organizations at the highest levels of
government.

= Tougher gains over time. As of
2004, adult smoking prevalence

Table 1.1. Comparison of COMMIT and ASSIST

COMMIT
Focus on community-level interventions

Interventions to directly change smoking behavior

Clinical trial model, tracking a cohort within city
pairs with and without intervention
Focus on developing intervention channels

Focus on research and data collection with less
funding to direct services or interventions

Incorporated a community-level coalition model
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rates over the preceding 15 years had
declined at approximately half the rate
of the 15 years following the release
of the 1964 surgeon general’s report.26
While today’s continuing rates of
decline remain a positive trend, it is
clear that further gains in tobacco-
related health increasingly lie beyond
simple interventions.

Trends such as these can be seen
clearly by doing a side-by-side compari-
son of the two most recent large-scale
government tobacco control efforts,
COMMIT and ASSIST. Table 1.1 illus-
trates many of the factors that influenced
the design of the ASSIST evaluation.
(For a more extensive comparison of
COMMIIT and ASSIST, see Monograph
16, chapter 1, p. 10.)

These differences underscore the nat-
ural evolution that occurred in tobacco
control and, by corollary, other issues in
public health. As a result, the ASSIST
evaluation represents an important first

ASSIST
Focus on state- and community-level interventions

Interventions to change the social and cultural
environment and attitudes toward smoking.
These environmental changes, in turn, create an
environment that changes tobacco use behavior.

Ecological model applied to statewide populations

Focus on policy change, program implementation,
and capacity building

Demonstration project with less focus on research
or evaluation and most funding directed toward
interventions

Incorporated a state-level coalition model



step in how to assess future population-
level efforts that address tobacco use
and, potentially, other behaviors that
cause preventable death and disease.

It represents a fundamental change in
evaluation methodology, as well as a
base from which future public health
and evaluation efforts will continue to
evolve.

The ASSIST Evaluation

B ecause ASSIST was a demonstration
project, the original evaluation plan
was for a very limited assessment, based
on a comparison of final outcomes (e.g.,
tobacco use) between ASSIST and non-
ASSIST states. The rationale for this was
that ASSIST interventions were based
on known science, its influence was ini-
tially limited to specific states, and its
focus was on implementation. However,
as NCI efforts increasingly focused on
identifying and disseminating evidence-
based approaches into practice across
the cancer control continuum to increase
the likelihood of improved intervention
outcomes,?’ it became clear that evaluat-
ing ASSIST was crucial.

= This project represented a rare
opportunity to measure the
effectiveness and cost-effectiveness of
upstream interventions, particularly
as they related to other accepted
public health interventions (such as
mammography, diet and exercise
approaches to obesity prevention, and
injury and violence prevention) and
public education.

= ASSIST interventions were expanding
to other states, amidst other modalities
for tobacco control, and a mechanism
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was needed to assess how effective
these measures were at a population
level.

= The science of evaluation itself
needed to evolve beyond the bounds
of randomized clinical trials and
single disciplines toward methods and
measures to evaluate complex public
health initiatives.

Fundamental differences between
COMMIT and ASSIST precluded adapt-
ing the COMMIT evaluation meth-
odology to ASSIST. COMMIT was a
randomized community trial, and its
purpose was to test the effectiveness of an
intervention and the dissemination of suc-
cessful strategies through a demonstration
project. The protocol for COMMIT was
fixed across all sites, whereas the protocol
for ASSIST varied across sites. In addi-
tion, COMMIT was implemented only in
communities whose populations ranged
in size from 50,000 to 170,000, whereas
ASSIST was implemented across entire
states whose mean population size was
approximately four million.

Evaluating ASSIST, therefore, re-
quired a new approach. ASSIST was a
large-scale, multisite demonstration proj-
ect (Phase V) designed to reduce smok-
ing prevalence through the development
and implementation of a comprehensive
tobacco prevention and control interven-
tion. It was a natural experiment rather
than a randomized experiment and was
not comprehensive in the scope of its
interventions, which meant that ASSIST
was not amenable to a standard evalua-
tion of processes or outcomes. Instead,
this effort required an evaluation para-
digm that could measure the impact of
program interventions on public health

13
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outcomes in an environment with sub-
stantial diffusion of these interventions.

What factors ultimately defined the
methodology for evaluating ASSIST? Four
key principles underscored the design and
implementation of this evaluation:

Use an Ecological Approach. This evalu-
ation was not a simple cause-and-effect
study, but rather an observation of nu-
merous factors interacting toward an
outcome. There were multiple levels of
activity; these levels interacted syner-
gistically over time; and they formed
elements of an overall approach in which
the sum of the parts was expected to be
greater in terms of success than each in-
dividual program component alone.

Measure the Impact of Social Rather Than
Individual Change. The classic randomized
experiment measures the effectiveness
of a single intervention on a defined out-
come. By comparison, ASSIST sought to
change the social environment surround-
ing tobacco use and, in turn, effect long-
term changes in individual behavior.

Seek to Measure Capacity for Change. In
the clinical model, an intervention has a
specific effect. In the ecological model,
interventions create capacity (in the form
of resources, coalitions, and policy) that,
in turn, creates environmental change
and continues to adapt to the conditions
of this environment.

In tobacco control, growing evidence
shows the impact capacity has to change
behaviors and outcomes: for example,
according to recent CDC best prac-
tices, recommended levels of funding
could have substantial positive impact
on tobacco sales;?8 however, successful
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implementation of these resources re-
quires adequate infrastructure, such as
numbers of staff and levels of staff ex-
perience, and the strength of agency and
community coalitions.?%-3° That infra-
structure was conceptualized and subse-
quently quantified as capacity, a concept
for which there are multiple models

in the extant literature (W. Trochim,

F. Stillman, P. Clark, and C. Schmitt,
2003, “Empirically-Developed Concep-
tual Model,” unpublished work).

Focus on Intermediary as well as Final
Outcomes. The ASSIST evaluation fo-
cused not only on the long-term goals
of a tobacco control program—namely,
reduced tobacco prevalence and cigarette
consumption levels—but also identified,
assessed, and in some cases measured
the relationship between the interven-
tion, interim outcomes, and long-term
outcomes. A formal measure of some
of these outcomes, the Initial Outcomes
Index, was part of the ASSIST evalu-
ation analysis, based on measures of
total cigarette price, a rating of local and
state clean indoor air policies, and the
percentage of workers covered by 100%
smoke-free workplaces.

Before ASSIST, no evaluation meth-
odology had been developed to mea-
sure the outcomes of such a complex
program. The ASSIST evaluation was
designed to determine if multiple, com-
munity-based, statewide efforts could
accelerate the reduction of smoking
prevalence; the evaluation was not de-
signed to compare any single tobacco
control intervention or combination of
interventions. Measures of program ef-
fectiveness included individual-level
outcomes (e.g., reductions in cigarette



Randomized Clinical Trials Versus ASSIST

The requirements of the ASSIST evaluation
were not unique to tobacco control. A grow-
ing evidence base to guide clinical practice,
such as the Cochrane Collaboration, is being
increasingly applied to public health inter-
ventions. However, clinical practices do not
necessarily translate well to public health set-
tings. For example, randomized clinical trials
are often inappropriate or infeasible in public
health settings, where it is often impossible
or undesirable to limit interventions across
population groups. In addition, randomized
clinical trials frequently do not account for
the complexity of effect modification of the
interventions and comorbidity factors found
in the real world—a fact illustrated by the
growth of public health efforts that use a
systems approach to model the interplay
between linked epidemics and related phe-
nomena.® Finally, randomized clinical trials
may have limited generalizability outside the
restricted interventions and populations used
in the trials.

Using Cochrane-style meta-analysis efforts

to drive future advances in evidence-based
public health requires a fresh approach to
program evaluation. The size and scope of the
ASSIST effort made it an ideal test case for
developing such an evaluation methodology.

aCenters for Disease Control and Prevention.
2004. Syndemics Prevention Network. http://
www.cdc.gov/syndemics.

consumption and smoking prevalence)
as well as macro-level environmental
changes (e.g., enactment of policies and
legislation, and increase in the coverage
of tobacco-related issues in the media).
Because ASSIST was a demonstration
project, the proportion of evaluation dol-
lars to program dollars was quite low—
less than 5%. The rationale behind this
lack of investment in a comprehensive
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evaluation of ASSIST was that as a
Phase V project, ASSIST was supposed
to implement strategies whose effective-
ness had already been documented, not
break new ground or test the effective-
ness of new methods. Thus, the original
plans to evaluate ASSIST relied on a
very simple methodology that required
little additional data collection—com-
paring tobacco use and environmental
changes in ASSIST and non-ASSIST
states.

However, the ASSIST evaluation
evolved into an integrated and com-
prehensive analysis of ASSIST and of
state-level tobacco control program
effectiveness in general. The ASSIST
evaluation compared changes in tobacco
control policies, state per capita cigarette
consumption, and adult smoking preva-
lence in ASSIST and non-ASSIST states
and the District of Columbia. Smoking
prevalence was obtained from adults
interviewed in the NCI-sponsored To-
bacco Use Supplement to the U.S. Cen-
sus Bureau’s Current Population Survey
(TUS-CPS) in 1992-93 and 1998-99.
Per capita cigarette consumption was
calculated every two months for each
state from sales data for the total number
of cigarette packs moved from wholesale
warehouses, divided by the state’s adult
population. This analysis represented a
major advance in the evaluation of com-
prehensive state-level tobacco control
programs and, by corollary, of complex
multifactor public health interventions.

The development of the ASSIST
evaluation conceptual framework helped
redirect the evaluation effort to a more
comprehensive look at overall tobacco
control development and effectiveness.
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On the basis of this model, a series of
research questions were formulated to
establish linkages between the complex
program components and outcomes. In
addition to examining whether the 17
ASSIST states achieved lower cigarette
consumption and lower smoking preva-
lence than the other 33 states and the
District of Columbia, the evaluation de-
sign provided for an in-depth evaluation
of state tobacco control program com-
ponents. The evaluation allowed a de-
termination of whether states with more
tobacco control resources and infrastruc-
ture and those that focused more effort
on changing the policy environment pro-
duced greater change in tobacco-related
policies (initial outcomes) and achieved
lower tobacco prevalence and cigarette
consumption rates (final outcomes).

Conceptual Design

ASSIST represents an ecological sys-
tems model (sometimes referred to as
“the new public health””)—an approach
that focuses on changing the social,
cultural, economic, and physical envi-
ronmental factors that influence health
behaviors.3!:32

The ASSIST evaluation model is
based on the assumption that cigarette
smoking is driven by a complex set of
environmental factors and that changes in
smoking that result from tobacco control
policy initiatives occur incrementally
and at a modest pace. Testing these as-
sumptions required multiple outcome
points (initial, intermediate, and final)
to track change as it occurred over the
8-year span of ASSIST. This span ac-
commodated the expectation that a mea-
surable reduction in smoking prevalence
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would lag behind changes in policy and
social norms and would also lag behind
reductions in cigarette consumption.
Therefore, early signs of change, such as
change in policy for states (for example,
the amount of tax or new clean indoor air
legislation), could serve as an initial indi-
cator that the intervention had an effect.

The ASSIST Evaluation Model

Evolution

In 1992, an evaluation group was
convened to develop and implement an
evaluation methodology for ASSIST, as
originally designed—as a simple com-
parison of smoking prevalence between
ASSIST and non-ASSIST states. An ear-
ly plan also included matching ASSIST
states with non-ASSIST states. However,
this methodology lacked adequate statis-
tical power to assess change.

Some components of the early evalua-
tion design included

= Measures such as the TUS-CPS, an
extensive tobacco use questionnaire,
tied in with the U.S. Census and
tobacco use information from the
Behavioral Risk Factor Surveillance
System (BRFSS) developed by NCI
but implemented by the CDC.

= An ASSIST Coalition Assessment
designed as a qualitative measure
of state-level tobacco control
coalitions, in areas such as
environmental, structural, and
functional characteristics. This
assessment, a case study approach
based on document reviews, one-on-
one interviews, direct observations,
and a written survey instrument, was



pilot tested but never implemented
across all ASSIST states. Ultimately,
the Strength of Tobacco Control
(S0TC) measure, discussed in more
detail in chapter 2, was developed
and implemented to gather data on
program components and functioning
across all U.S. states.

= A rating system for the ASSIST
evaluation using the State Cancer
Legislative Database.

In the second phase of the ASSIST
evaluation, a Technical Expert Panel
was convened and the final conceptual
framework was developed. This section
describes its key constructs, assessment
techniques, and the analytical methods
used for prevalence and consumption
analyses.

The ASSIST evaluation ultimately
compared changes in tobacco control pol-
icies, state per capita cigarette consump-
tion, and adult smoking prevalence in the
17 ASSIST states with those in the 33
non-ASSIST states and the District of Co-
lumbia. The evaluation also analyzed the
effect of program components and tobac-
co control policies on smoking prevalence
and per capita cigarette consumption. The
development of the ASSIST evaluation
conceptual framework and the research
questions that sought to establish linkages
between the program components and
program outcomes provided a more com-
prehensive assessment of ASSIST effec-
tiveness and tobacco control functioning
across the United States.

Key Constructs

Figure 1.3 presents the conceptual
framework for the ASSIST evaluation,
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illustrating the sequential process of
change resulting from statewide tobacco
control efforts. The model consists of
key constructs that may impede or pro-
mote progress toward the final outcomes
of reducing cigarette consumption and
smoking prevalence, expressed as group-
ings of related variables used to index

or measure the more abstract concepts
behind them.

Figure 1.4 shows the timeline for
data collection in the ASSIST evalua-
tion. Per capita cigarette consumption
data were collected every two months
for each state from sales data for the
total number of cigarette packs moved
from wholesale warehouses, divided
by the state’s adult population. Smok-
ing prevalence was collected in the
NCI-sponsored TUS-CPS in 1992-93
and 1998-99. For the ASSIST evalua-
tion, only data from baseline (1992-93)
and final (1998-99) collections were
used. Data for the SoTC measure were
collected only once, at the end of the
intervention phase, whereas data for the
Initial Outcomes Index (IOI) were col-
lected throughout the study. The mea-
surement and computation of indirect
indices such as SoTC and 10l required
more sophisticated efforts, described in
detail in chapters 2 and 4, respectively,
in this monograph. Table 1.2 delineates
the key constructs and the variables that
were proposed for the evaluation.

The Strength of Tobacco Control
(SoTC) index was developed to mea-
sure the components of ASSIST or
ASSIST-like programs. The index is a
multi-element measure consisting of
three major components:
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Figure 1.3. The ASSIST Evaluation Model
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Source: Stillman, F. A., A. Hartman, B. Graubard, E. Gilpin, D. Chavis, J. Garcia, L. M. Wun, W. Lynn, and M.
Manley. 1999. The American Stop Smoking Intervention Study: Conceptual framework and evaluation design.

Evaluation Review 23 (3): 263. Used with permission.

Figure 1.4. ASSIST Evaluation Timeline
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Evaluation of the American Stop Smoking Intervention Study (ASSIST): A report of outcomes. Journal of the

National Cancer Institute 95 (22): 1682. Used by permission of Oxford University Press.
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Tahle 1.2. Key Constructs and Variables Initially Proposed for the ASSIST Evaluation

Measure
Key constructs

Resources®

Capacity to implement tobacco
control activities®

Antitobacco efforts®

Protobacco efforts

State conditions

Outcome measures

Initial outcomes

Intermediate outcomes

Final outcomes

Variable

Dollars expended for tobacco control

Source of funds for tobacco control

Number of state-level tobacco control personnel

Capability of state organization to provide surveillance, training,
and technical assistance

Number of state organizations involved in tobacco control
Frequency and type of contact between organizations

Linkages between state and local tobacco control

Quality of state tobacco control plan
Comprehensiveness of state tobacco control plan
Type of tobacco control strategies

Comprehensiveness of state tobacco control effort

Adbvertising dollars
Legislative activities

Other activities

Age, education, population size, poverty status, race/ethnicity,
sex, urban/rural

Economic value of tobacco from agricultural, manufacturing, and
processing (% of gross state product)

Rating of local and state tobacco control policies

Percentage of workers covered by clean indoor air policies and
workplace smoking bans

Media advocacy score

Cigarette price/tax

Behavior change

Attitudes

Prevalence

Consumption

Source: Stillman, F., A. Hartman, B. Graubard, E. Gilpin, D. Chavis, J. Garcia, L. M. Wun, W. Lynn, and M. Manley.
1999. The American Stop Smoking Intervention Study (ASSIST): Conceptual framework and evaluation design.
Evaluation Review 23 (3): 264. Used with permission.

4Summarized to form the Strength of Tobacco Control (SoTC) index.
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= The first component of SoTC is
resources committed to state tobacco
control efforts. This construct includes
state budgetary expenditures for
tobacco control and the number of
personnel working on tobacco control.

= The second component is the
capacity to implement tobacco
control activities. This construct
includes the number of state-
level agencies and local coalitions
committed to tobacco control. This
capacity construct also measures the
extent to which specific structures
and linkages have developed among
key state agencies, coalitions, and
advocacy groups. Studies have
demonstrated that these linkages
can be measured with quantitative
indicators.33-34

= The third component is tobacco
control program efforts. This
construct includes tobacco control
program efforts that focus on
socioenvironmental and policy
interventions and efforts that focus on
changing individual behavior.

These three variables (resources, ca-
pacity, and efforts) were summarized
to form the overall exposure measure
of tobacco control efforts at the state
level—SoTC—which in turn served as
an indirect measure of ASSIST.

Outcome Measures

Tobacco control efforts produce many
types of change, as noted by the outcome
measures listed in table 1.2. Initial out-
comes could be measured at both the in-
dividual (micro) and state (macro) levels.
For example, a workplace tobacco policy
(a primary intervention objective) is an
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initial outcome. Workplace tobacco poli-
cies can be self-imposed by employers
and measured by individuals responding
to a survey, or they can be mandated by
state or local legislation and measured
by a rating of the state or local legisla-
tion. Intermediate outcomes include
changes in smoking behavior (quit at-
tempts) and changes in attitudes. Final
outcomes include changes in consump-
tion levels and prevalence rates as well
as in initiation rates and quit ratios.

The analyses of multiple outcomes
(e.g., cigarette consumption, quit ratios,
initiation rates, delay in age of initiation,
changes in workplace policies, and me-
dia exposure at their different levels—
initial, intermediate, final—in addition to
smoking prevalence outcomes) are criti-
cal to understanding the relationships
and timing of the various components
of the tobacco control model. From
the California experience, it is appar-
ent that changes in cigarette consump-
tion can be seen sooner than changes
in prevalence.?> Changes in prevalence
attributable to an intervention result
from a complex mixture of changes in
quitting and initiation, delays in the age
of initiation, and changes in the ability
to affect these in the entire population
examined. Cigarette consumption may
also change as a consequence of several
factors, such as the number of people be-
ginning to smoke, the number of people
quitting completely, and the number of
smokers cutting down the number of
cigarettes smoked. However, cigarette
consumption is a more sensitive measure
of tobacco control outcomes than smok-
ing prevalence because it is a continuous
measure and is collected frequently over



time, resulting in many more measure-
ments with a better basis for estimating
trends in a time-trend analysis.3°

Research Questions

The ASSIST evaluation was guided
by a series of research questions that are
summarized in table 1.3. The initial ques-
tion was whether the 17 ASSIST states
would achieve lower cigarette consump-
tion rates and lower smoking prevalence
than all other states.3” However, the eval-
uation design included questions about
the relationship between exposure to
tobacco control efforts (i.e., as measured
by SoTC) or initial outcomes and levels
of cigarette consumption and prevalence
across all 50 states and the District of
Columbia. In other words, did states with
higher SoTC scores or higher initial out-
come scores have lower tobacco usage?
The practices and approaches that were
most likely associated with successful
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implementation of state-level tobacco
control programs were also identified.

Analytic Challenges

When ASSIST began in 1991, the
initial plan for its evaluation was a
simple ASSIST/non-ASSIST compari-
son using responses from the BRFSS.
However, it was determined that data
from the BRFSS were not comparable
across states: not all states were using the
BRESS at the beginning of the project;
in addition, states used different meth-
odologies, specifically varying sampling
strategies. The evaluation ultimately used
the TUS-CPS, which was developed by
NCIT for the ASSIST evaluation and was
conducted by the Bureau of the Census.
Baseline (1992-93), mid-project (1995—
96), and follow-up (1998-99) surveys
of smoking and tobacco use prevalence
were to be measured in all 50 states and
the District of Columbia. The TUS-CPS

Table 1.3. Research Questions Guiding the ASSIST Evaluation

= What is the effect of ASSIST on cigarette consumption and smoking prevalence rates (final outcomes)?

= What is the relationship between ASSIST and the Strength of Tobacco Control index (SoTC: resources,

capacity, and antitobacco efforts)?

= What is the relationship between SoTC and cigarette consumption and smoking prevalence rates?

= What is ASSIST’s effect on initial outcomes (worksite smoking bans, legislative scores, media advocacy

scores, cigarette prices)?

= How are the initial outcomes related to the final outcomes?

= What is the relationship between SoTC and the initial outcomes?

= Did ASSIST modify the effects of the initial outcomes and/or SoOTC’s effects on the final outcomes?

Source: Stillman, F., A. Hartman, B. Graubard, E. Gilpin, D. Chavis, J. Garcia, L. M. Wun, W. Lynn, and M. Manley.
1999. The American Stop Smoking Intervention Study (ASSIST): Conceptual framework and evaluation design.

Evaluation Review 23 (3): 267. Used with permission.
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provided state-specific estimates as well
as overall data on the U.S. population at
large.

The primary endpoint planned for
ASSIST was the prevalence of cigarette
smoking and other tobacco use in the
intervention sites. Smoking prevalence
in the ASSIST states was to be com-
pared with smoking prevalence in non-
ASSIST states. A simple comparison at
that time seemed a rational approach be-
cause few state health departments had
tobacco control programs and ASSIST
was therefore relatively unique.

However, this simple evaluation plan
could not be used. The size and com-
plexity of this demonstration project
resulted in a number of difficult ana-
lytic challenges, including diffusion of
ASSIST-like activities to other states,
variations in state conditions that could
affect program implementation or out-
comes, site selection bias, and statistical
limitations related to the small number
of observations (50 states plus the Dis-
trict of Columbia).

Diffusion, Contamination, and Secular
Trends

ASSIST was designed as a catalyst for
tobacco control efforts, and no effort was
made throughout the project to inhibit or
prevent the diffusion of tobacco control
strategies from ASSIST to non-ASSIST
sites. Within the first few years of the
project, non-ASSIST states adopted
ASSIST program elements. In fact, the
spread of activities from ASSIST to non-
ASSIST sites was considered a possible
indicator of success, and substantial natu-
ral diffusion from parallel antitobacco
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activities was expected to occur through-
out ASSIST. ASSIST was considered a
precursor to a national tobacco control
program with “sustained funding for all
states and territories,” 3P40 and wide
diffusion of ASSIST practice standards
would make this transition easier. (As
discussed previously, two key initiatives
that helped spread the concepts of many
ASSIST interventions to other states were
the SmokelLess States National Tobacco
Policy Initiative and the CDC IMPACT
program.)

As a result, at the midpoint of the
ASSIST intervention, all states had to-
bacco control programs. This situation
was desirable from a public health per-
spective, but it made it difficult to char-
acterize non-ASSIST states as control or
no-treatment states. In addition, it was
expected that it would take an extended
period of time for the program to affect
consumption and prevalence, making it
difficult to separate secular trends in to-
bacco use from program effects.

Competing Factors and Forces

The evaluation was further compli-
cated by the fact that ASSIST activities
were not conducted in a vacuum. State
conditions such as demographics (spe-
cifically, sex, age, race/ethnicity, poverty
status, education, urban/rural, popula-
tion size) and economic dependence
on tobacco (the relative contribution of
tobacco growing and manufacturing to
each state’s economy) were expected to
influence the success of tobacco control
efforts. In addition, ASSIST represented
a considerable economic threat to profits
from sales of tobacco. Tobacco industry
internal documents reveal that in 1989,



immediately upon announcement of the
ASSIST Request for Proposal, the indus-
try began to develop a strategy to counter
tobacco control activities in the ASSIST
states (see Monograph 16, chapter 8, for
more extensive discussion and details of
the activities of the tobacco industry in
countering ASSIST). The billions of dol-
lars that the tobacco industry spent pro-
moting their products each year between
1991 and 1999 (from over $4 billion in
1991 to over $8 billion in 1999)38 far ex-
ceeded the funding that states received in
their contracts from NCI and the Ameri-
can Cancer Society.

State Selection Bias

Because ASSIST was a demonstra-
tion project and not a research study,
the award of contracts was not based
on random assignment but rather on
other considerations that included
the competitiveness of the states’
proposals.3?40 All 50 states and the
District of Columbia were eligible to
compete for the contracts; 35 states ap-
plied, and 23 states were deemed eligible
for funding based on published selection
criteria.?® In addition, an attempt was
made to include states that were unlikely
to be able to develop their own tobacco
control programs and that were unlikely
to reach the prevalence goals set with-
out considerable assistance. Therefore,
although the states chosen for ASSIST
funding represented a wide range in abil-
ity and experience in developing and
implementing tobacco control programs,
they were a purposeful, not a randomly
selected, sample.

At baseline, the average prevalence
of adult smoking for ASSIST states
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was only slightly higher than for non-
ASSIST states (25.2% and 24.4%, re-
spectively, p =.35). Among the ASSIST
states, there were wide variations in state
conditions, pre-intervention levels of
tobacco control activities, and tobacco
control policies. This meant that the
evaluation would have to use covariates
to control for the nonrandomization and
baseline differences of the states and to
reduce the variability of estimates. These
differences are displayed and discussed
in chapter 5 of this monograph.

Limited Number of Available Observations

Since the state was the basis of the
ASSIST programs, the unit of analysis
was the state. Many constructs in the
tobacco control evaluation model were
measured only at the state level. How-
ever, this provides a maximum of only
50 states and the District of Columbia.
As a result, quantitative analyses, such
as regression models, were limited to
relatively few variables in each analytic
model. With only 51 observations, even
a modest degree of random variation se-
verely limits the power of the analysis to
detect an effect.

Final Conceptual Framework

By the end of ASSIST, its evaluation
director had streamlined the conceptual
framework discussed earlier in this chap-
ter and finalized the actual variables that
would be used to measure all of the con-
structs. The final conceptual framework
for the evaluation, as shown in figure
1.5, aggregated the state-level tobacco
control efforts into a single SOTC mea-
sure and sought to create a similar mea-
sure for the strength of tobacco industry
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counterefforts. Other measures tracked
initial outcomes in policy, intermediate
outcomes in attitudes and behavior, and
final outcomes in tobacco prevalence and
per capita consumption, subsequent to the
implementation of ASSIST interventions.

Table 1.4 outlines the actual evalu-
ation measures and variables resulting
from this final conceptual framework.
Compared with the original constructs
and variables outlined in table 1.2, table
1.4 reflects considerably greater ag-
gregation of tobacco control measures,
as well as a much broader range of
state conditions that served as covari-
ates and/or demographic criteria for the
evaluation analyses.

: An Overview

Summary

he remainder of this monograph

documents the component parts of
the ASSIST evaluation project, starting
with its core metrics, SOTC and 101,
as well as a detailed chapter examin-
ing policy and legislative changes that
helped contribute to IOI. The monograph
then discusses the state conditions that
were covariates in the analysis, and state
economic dependence on tobacco. Next,
two ancillary efforts are discussed that
did not yield evaluation metrics but pro-
vided valuable insights for future work:
a database of print media coverage on
tobacco and a study of tobacco industry
countertactics. Finally, the evaluation

Figure 1.5. Final Conceptual Framework Used for ASSIST Evaluation

State Conditions

Strength of
Industry Counter-
Efforts (SIC)

Intermediate

ASSIST Outcomes in Final Outcomes
Outcomes : i
I& cher ol Attitudes and in Prevalencg and
nitiatives 1n Folcy Behavior Consumption
Strength of
Tobacco Control
(SoTC) Efforts

Source: Stillman, F. A., A. M. Hartman, B. I. Graubard, E. A. Gilpin, D. M. Murray, and J. T. Gibson. 2003.
Evaluation of the American Stop Smoking Intervention Study (ASSIST): A report of outcomes. Journal of the
National Cancer Institute 95 (22): 1682. Used by permission of Oxford University Press.
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Table 1.4. Final Constructs and Variables Used for the ASSIST Evaluation

Measure

Intervention measures

ASSIST indicator .
Strength of Tobacco Control .
(SoTC) index

State conditions (controlled factors) =

Person-level (demographic factors) =

State-level (sociodemographic .
factors)

Outcome measures

Initial Outcomes Index (I01) .

Final outcomes .

Variables

Identification of states as either ASSIST or non-ASSIST

Resources committed to tobacco control (staff and funds)
Capacity to deliver state-level tobacco control (infrastructure)

Program efforts focused on policy and socioenvironmental
change

Age: 18-29, 3049, 50-64, 65 years or older

Sex: male, female

Education: less than 9th grade, 9th—12th (no high school
diploma), high school diploma, some college or associate’s
degree, 4-year college degree or higher

Family income: in dollars

Race/ethnicity: black—non-Hispanic, Hispanic, white non-
Hispanic, other

Household size: number of residents
Census region: Midwest, West, South, Northeast

Employment status: employed, unemployed

Sex: % female

Education: % above high school degree

Income: % below poverty level

Race/ethnicity: % black—non-Hispanic, % Hispanic
Metropolitan residency: % living in metropolitan area
Census region: Midwest, West, South, Northeast
State population: 18 years of age or older

Economic value of tobacco: fraction of gross state product
from growing, manufacturing, and processing tobacco

% of workers covered by 100% smoke-free workplace
Cigarette price (including tax)

Rating of local and state clean indoor air policies

Adult smoking prevalence (18 years of age or older)

Per capita cigarette consumption

Source: Stillman, F. A., A. M. Hartman, B. I. Graubard, E. A. Gilpin, D. M. Murray, and J. T. Gibson. 2003.
Evaluation of the American Stop Smoking Intervention Study (ASSIST): A report of outcomes. Journal of the
National Cancer Institute 95 (22): 1683. Used by permission of Oxford University Press.
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and cost-effectiveness of ASSIST are
discussed.

The evaluation of ASSIST was an op-
portunity to generate invaluable informa-
tion about the delivery and impact of the
largest federal tobacco control initiative
at that time. It was also a unique research
opportunity to investigate the complex
relationships inherent in a large-scale
public health intervention. The new in-
dices, databases, and analytical methods
developed to address the challenges of
the evaluation yielded a new model for
state-level tobacco control evaluation.
The lessons learned can be used to en-
hance tobacco control program develop-
ment, as well as other initiatives that
seek to change health behavior through a
macro-level systems approach.

Conclusions

1. ASSIST was an ambitious public
health effort to control tobacco use
by building a sustainable, profes-
sional infrastructure for tobacco con-
trol and by implementing upstream,
policy-level interventions. It was the
natural extension of earlier interven-
tions at the individual and communi-
ty levels: an environmental approach
to tobacco control that targeted the
smoking behavior of populations.

2. The ASSIST evaluation created a
conceptual framework that docu-
mented the fundamental compo-
nents of the ASSIST environmental
approach to tobacco control. This
conceptual framework was used to
develop new measures and methods
that were used to document the out-
comes of this project.
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3. Key components of the ASSIST eval-
uation included intervention measures
including the state-level Strength of
Tobacco Control metric and demo-
graphic factors, and outcome mea-
sures including the Initial Outcomes
Index, tobacco use prevalence, and
per capita cigarette consumption.

4. The ASSIST evaluation faced nu-
merous challenges, including the
diffusion of its interventions to other
states, competing factors such as
demographics and the economic im-
pact of tobacco on states, and limited
state-level samples. Addressing these
challenges ultimately led to a unique
evaluation methodology with lessons
for future efforts involving widely dif-
fused, population-level public health
interventions. Many population-based
health interventions raise similar
challenges to evaluation. Because the
ASSIST evaluation successfully met
those challenges, it remains an exem-
plar for future evaluations.
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The Strength of Tobacco Control (SoTC) index was created to measure the

program effects of the American Stop Smoking Intervention Study (ASSIST) and

to serve as an overall measure of tobacco control intensity at the state level. The

measure comprises three constructs (resources, capacity, and efforts) that constitute

the multiple facets and components of tobacco control. This chapter describes four

key stages of the evolution and use of SoTC:

= Development of the SoTC index around the three constructs (resources, capacity
for state-level tobacco control, and program efforts focused on policy and social-
environmental change); development of a survey methodology for measuring
these constructs; and determination of how the level of these constructs in a
specific state constitutes the SoTC for that state;

= Collection and analysis of the SoTC data and validation of the SoTC heuristic
map using factor analysis and structural equation modeling;

= Results of SoTC, including comparison of SoTC results across states and analysis
of how SoTC relates to intermediate and final outcome measures;

= Use of SoTC to evaluate individual state programs: beyond ASSIST program
evaluation, the SoTC measure is useful as a means for states to conduct a process
analysis of their tobacco control programs.

Introduction

This chapter discusses the development and implementation of the SoTC index—a
state-level measure of tobacco control interventions—and provides the SoTC score
and its component constructs for each state. Based on three key constructs—resources,
capacity, and efforts—the SoTC index represents a “dose-level” measurement of
ASSIST interventions for the 17 states within the project and other states that benefited
from the diffusion of these interventions through other initiatives.

The success of the ASSIST evaluation depended on identifying accurate metrics for
assessing state-level performance in tobacco control outcomes. Moreover, this proj-
ect set out to measure the impact of interventions that were being used far beyond the
states originally funded by the ASSIST project. The SoTC index represents an indirect
measure of state-level tobacco control performance, using aggregated results derived
from its three constructs and their supporting data sources. The development process
for the SoTC index serves as an example of participatory design, validation of real-
world factors, and collection and analysis of data from multiple sources. Its values were
correlated significantly with other constructs such as legislative policy scores and, as
discussed in more detail in chapter 9 of this monograph, ultimately correlated with to-
bacco control outcomes at the state level.
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Development of the Strength of
Tobacco Control Index

he ASSIST evaluation presented a

unique challenge with implications
for the future of evidence-based public
health. The challenge was to develop a
measure that (1) could be used outside
the bounds of a controlled trial and
(2) could be related to public health
outcomes. The SoTC index is a metric
that measures the magnitude of a state’s
tobacco control program. The index
was based on a heuristic model that was
internally and externally validated and
was subsequently used to evaluate the
effects of ASSIST interventions. Further,
SoTC holds promise as a process evalua-
tion measure that states can use to assess
their tobacco control programs.

As described in chapter 1, ASSIST
was implemented during a period when
state-level tobacco control programs
were instituted in all 50 states and the
District of Columbia. State, federal, and
foundation initiatives built varying levels
of tobacco control infrastructures, and
at the close of the twentieth century this
infrastructure received additional fund-
ing from settlements of lawsuits against
the tobacco industry. By the time of the
ASSIST evaluation, every state had a
functioning tobacco control program, and
the ASSIST effects could not be easily
disentangled from the effects of other
initiatives. This meant that ASSIST could
not be evaluated by simply comparing
ASSIST states with non-ASSIST states.
The ASSIST evaluation team agreed that
an index quantifying each state’s tobacco
control program was required for the
evaluation statistical models and that this
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index should include a measure of pro-
gram components (activities) and a mea-
sure of how tobacco control programs are
organized to deliver those components
(inputs). SoTC was developed to be this
standard measure of state-level tobacco
control programs.

The major challenge in constructing
this metric was to develop and test a
measure that adequately described the
intensity of a state’s tobacco control
program. In addition, coalition building
was a core component of ASSIST, and
a state’s tobacco control program could
not be adequately measured unless all
the organizations delivering tobacco con-
trol in that state were identified and their
contributions measured. These challeng-
es were addressed in the construction
of the SoTC survey instruments, in the
identification of respondents, and, sub-
sequently, in the data-reduction strategy
that produced the SoTC scores.

This chapter examines the develop-
ment, validation, results, and future ap-
plicability of SoTC as a metric, both for
the ASSIST program and for the future
evaluation of state-based tobacco control
programs.

Defining State-level Tobacco Control
Programs and Development of the
Heuristic Map

Within the ASSIST evaluation
model,! the SoTC index quantifies the
state’s tobacco control program. The
state tobacco control program includes
the inputs (resources and capacity) that
a state has available for tobacco con-
trol and the tobacco control activities
(efforts) it performs. Another component



of the overall evaluation framework, the
Initial Outcomes Index, measured the
initial policy outcomes produced by the
program (see chapter 4). The compo-
nents of the SoTC index were defined,
constructed, and implemented in a logi-
cal and scientifically defensible manner.
Potential index components were identi-
fied in an extensive literature review and
analyzed for their parsimony, scientific
support, and feasibility. A heuristic map
for SOTC was developed. This heuristic
map was used to develop the survey
instrument, the data collection process,
and the subsequent analytic plan.

An expert panel, the SOTC Work-
group, was convened to determine the
components that constituted SOTC and
to assess how those components could
be validly and reliably measured. The
workgroup began by reviewing the ex-
tant literature on state tobacco control
programs and consulting tobacco control
experts. On the basis of its initial review,
the workgroup determined that a quality
tobacco control program was based on
the following three constructs:

= Resources: assets for tobacco control

= Capacity: ability (including
infrastructure) to implement tobacco
control activities, given sufficient
resources

= Efforts: the comprehensiveness
of tobacco control activities, from
policy-focused activities to program
services

The workgroup subsequently identi-
fied 27 variables that they considered
measures of these constructs. Each of the
proposed 27 variables was then rated on
the following criteria:

Monograph 17. Evaluating ASSIST

= Parsimony was defined as the degree
to which the variable centrally and
simply described an ASSIST-like
intervention expected to affect
changes in policy and media, based
on descriptions of ASSIST.?? Each
variable was rated for parsimony on
a scale ranging from 1 (no expected
relationship to the ASSIST evaluation
conceptual framework) to 5 (the
strongest expected relationship to
the ASSIST evaluation conceptual
framework).

= Scientific support was defined as
demonstrated reliability and validity
in peer-reviewed journals and other
scientific publications. Scientific
support was rated on a scale ranging
from 1 (measure may have face
validity, but operational definitions
in the literature do not support
construct validity or reliability),
to 3 (an accepted measure used in
several publications that have used a
common measurement approach with
slight variations), to 5 (a standardized
measure with demonstrated reliability
and validity that has been used in
several different studies).

= Feasibility was defined as data
that could be collected within the
allocated time frame (during 1999 to
coincide with the Current Population
Survey data collection)* and at a
reasonable cost. Feasibility was rated
on a scale ranging from 1 (feasibility
undetermined), to 3 (feasibility
established and data for variable must
be collected), to 5 (data are currently
collected and available).

Two members of the workgroup re-
viewed the evidence on each variable.
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For cases in which the raters did not
agree, the entire workgroup discussed
the variable under consideration until
they reached consensus. Variables with
high ratings on all three criteria were
retained. Variables that received low rat-
ings on scientific support were retained
only if they were deemed central to
measuring a component of SoTC, and
variables rated low on feasibility were
eliminated. At the end of this process,
14 variables remained in the SoOTC
index. For each variable selected, the
workgroup provided sample items from
the extant scientific literature and sug-
gested potential informants or archival
data sources. The original list of pro-
posed indicators, their ratings, and rec-
ommendations for inclusion are included
in appendix 2.A, and a list of the 14 vari-
ables with sample items and information
sources is included as appendix 2.B.

Subsequently, a second workgroup
was convened to examine whether the
variables identified adequately and val-
idly represented the three constructs
(resources, capacity, and efforts). This
workgroup examined the applicability
of the variables to evaluating state-level
tobacco control programs and corrobo-
rated these measures against applicable
research literature. This expanded group
included members with additional skill
sets—psychometricians (to address va-
lidity and data-reduction considerations),
evaluation researchers, multilevel
analysts, tobacco epidemiologists, and
survey researchers, along with several
members of the original expert panel. In
addition to refining and validating the
criteria behind SoTC, this group helped
to develop and refine the data-collection
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instruments behind the three SoTC con-
structs into their final form.

This process also resulted in a heuris-
tic map (figure 2.1) that depicts a hier-
archy of all components in the proposed
SoTC index. As may be seen in this map,
the SoTC index is composed of three
constructs at the highest level: resources,
capacity, and efforts. In turn, these con-
structs comprise several domains.

Description of the Constructs and
Domains

The heuristic map was used to gener-
ate survey items from which an SoTC
index score could be generated and to
subsequently guide the analysis and
interpretation of the data. Table 2.1 pres-
ents the constructs, indicators (domains),
and associated measures. As the survey
items were generated, a fuller descrip-
tion of the three constructs emerged.

= The resources construct may be
described as the “raw materials”
a state needs to engage in tobacco
control. The resources construct
was defined as the amount of money
allocated for a state’s tobacco control
program and the number of full-time
equivalent staff assigned to tobacco
control in a state.

= The capacity construct may be
described as the “engine” or the
potential ability a state has to perform
tobacco control activities. This
construct was originally defined
by state leadership support for
tobacco control, the character of
relationships between state tobacco
control agencies, the independence
and power of the health department
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2. The Strength of Tobacco Control Index

Table 2.1. The Constructs, Domains, and Measures of the Strength of Tobacco Control
(SoTC) Index

Construct/Domain Description of measures
Resources
Staff = Number of full-time staft dedicated to tobacco control
Funding = Amount of money received by the state health department and major agencies
Capacity
Leadership = Support of governor for tobacco control
= Support of state representatives for tobacco control
= Support of state senate for tobacco control
= Support of state attorney general for tobacco control
= Support of the chief health officer for tobacco control
Interagency = Interaction with state health department as viewed by all other agencies
relationships = Frequency of contact with state health department as viewed by all other
agencies
= Perceived quality of interactions between all agencies BUT state health
department as viewed by all other agencies
= Perceived quantity of interactions between all agencies BUT state health
department as viewed by all other agencies
Health department = Level of involvement in deciding which tobacco-related programs the agency
infrastructure participates in
= Level of involvement related to hiring decisions
= Distance (inclusive) between the chief tobacco control person and the state’s
chief health officer
Statewide = Does your coalition have any paid staff?
coalitions = Proportion of state that is covered by local coalitions
Staff experience = Months at agency
= Months in current position
= Months involved with tobacco control
Efforts

Media advocacy

Mass media

Developing local
capacity

Policy advocacy

Individual
behaviors
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Does agency hold media editorial board briefings?

Does agency give press background information on smoking issues?

Does agency give interviews?

Has agency included media reps in tobacco control activities?

Specific mass media (e.g., TV, radio) used by organizations

Specific targets of antitobacco message (e.g., demographics)

Was message used in mass media efforts focused on tobacco industry tactics?
Specific training and technical assistance activities an agency is performing at
the local level

Specific coalition-building activities an agency is performing at the local level
Does agency give grants/contracts to local agencies?

Does agency do policy advocacy on smoke-free schools?

Does agency do policy advocacy on clean indoor air?

Does agency do policy advocacy to repeal or fight preemption laws?

Does agency do policy advocacy to restrict tobacco ads and displays?

Does agency do policy advocacy to increase tobacco taxes?

Does agency do policy advocacy to increase youth possession penalties?
Does agency disseminate materials for general public?

Does agency do cessation focused on specified target groups?

Does agency do school/youth prevention?

Does agency do health provider training?

Does agency do health fairs?

Does agency do public forums?



tobacco control program director,
the composition and character
of the state-level tobacco control
coalition(s), and the experience level
of state tobacco control professionals.
= The efforts construct described the
tobacco control activities that the state
tobacco control program engaged in.”
These efforts were categorized into
activities that focused on changing
the social climate of tobacco use
(e.g., media advocacy efforts to
gain antitobacco coverage and an
antitobacco editorial slant) and
activities that focused on individual
behavior change (e.g., education
programs and cessation services).

Development of the Data Collection
Instruments and Analytic Plan

The SoTC index measures were
collected with two data-collection
instruments:

1. A self-administered questionnaire
(worksheet). The original SoTC
workgroup recognized that some data
collection could not be completed eas-
ily by telephone. For example, it might
have been difficult for respondents to
provide information accurately about
funding amounts without consulting
records or co-workers. The self-ad-
ministered questionnaire asked respon-
dents to list the amount of funding
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they received from such sources as

the National Cancer Institute, Robert
Wood Johnson Foundation, Centers
for Disease Control and Prevention,
and state-level sources, and to list the
number of full-time equivalent staff
members dedicated to tobacco control
in their organizations. In addition, re-
spondents estimated the percentages
of time and money they spent on inter-
ventions aimed at changing the social
environment, on interventions aimed at
changing individual behaviors, and on
administrative functions. This instru-
ment is included as appendix 2.C.

2. A computer-assisted telephone
interview. The remaining data were
collected by telephone interview.
This instrument is included as appen-
dix 2.D.

Both instruments were tested in cog-
nitive interviews in a laboratory environ-
ment. The interviews resulted in minor
modifications in wording, particularly
for item instructions and formatting of
the self-administered questionnaire.

The original SoTC workgroup plan in-
cluded an analytic strategy for the SoTC
survey to be aggregated into an index
using standard scaling techniques, includ-
ing the use of z-score sums and principal
components analysis. Once the survey
instruments were tested, an expert panel
was convened to finalize the analytic plan.

*A state tobacco control program was defined as the state health department and its state-level tobacco
control partners. At the minimum, that partnership included the state health department, the three voluntary
agencies (American Cancer Society, American Heart Association, American Lung Association), and any

state-level tobacco control coalition(s).
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2. The Strength of Tobacco Control Index

Collection, Analysis, and
Validation of SoTC Data

nce the conceptual model for the
SoTC index was defined, its imple-
mentation involved a three-step process:

= Collection: Participants were
identified and data were collected
using the survey instruments
described in the previous section.

= Analysis: Single SoTC scores for
each state were derived from these
data, using a heuristic map as a basis
for interpreting and aggregating data
for each of the three constructs, which
were subsequently combined to form
the single SoTC score.

= Validation: Factor analysis and
structural equation modeling were
performed to assess the internal
consistency of the original heuristic
model. SOoTC constructs were
correlated with ratings from expert
opinions to assess the construct
validity of the overall index and its
components.

The next sections describe the details
of these three processes.

Data Collection

The data collection phase began with
the identification of stakeholders in each
state’s tobacco control community. Each
person interviewed was asked to identify
additional tobacco control professionals
in their states—that is, a snowball sample
of respondents. U.S. Office of Manage-
ment and Budget clearance was obtained
for this process. The responses to these
interviews were used to calculate the
SoTC index values for each state.
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During ASSIST, NCI formed a stra-
tegic alliance with the American Can-
cer Society (ACS), which had already
partnered with the American Lung As-
sociation (ALA) and American Heart
Association (AHA) to form the Coali-
tion on Smoking OR Health in 1982.
This partnership allowed ASSIST to
build on the ACS national structure.

In addition, “as a nongovernmental
organization, ACS could advocate for
public policies and speak out against
the tobacco industry in ways that a gov-
ernment agency was precluded from
doing.”3(P4®) Moreover, states were
directed to form tobacco control coali-
tions that included voluntary agencies,
advocacy groups, minority groups, and
business leaders. These groups and or-
ganizations were to be recruited for a
cohesive and comprehensive coalition
that could work collaboratively and
implement strategies and interventions
that would promote strong tobacco
control, including legislative and policy
approaches.

The initial fixed-list respondents of
the SoTC survey were defined as staff
members of state health departments,
statewide tobacco control coalitions, and
state-level components of all three vol-
untary health organizations (American
Cancer Society, American Lung Associa-
tion, and American Heart Association).
The exception was the District of Colum-
bia, where the respondents were from
city-level agencies and organizations.
The degree to which other state-level
organizations participated in tobacco
control varied widely. Therefore, these
organizations were identified through the
snowball sample procedure.



The initial respondent list was com-
piled from several sources. The program
offices for ASSIST (National Cancer
Institute [NCI]), Initiatives to Mobi-
lize for the Prevention and Control of
Tobacco Use IMPACT—CDC), and
SmokeLess States (Robert Wood John-
son Foundation) provided lists of their
state grantees, which included all state
health departments and some voluntary
agencies. Additional voluntary agency
contacts were identified by their national
offices and through searches of their In-
ternet sites, telephone calls to state offic-
es, or a combination of these strategies.

To develop the snowball sample, each
fixed-list respondent was asked to identi-
fy other state-level entities that conduct-
ed tobacco control activities. Before they
were interviewed, snowball-identified
entities were screened (either by tele-
phone or, if available, via the Internet) to
ensure that they were state-level agen-
cies active in tobacco control and that
their organization had not previously
completed this survey. Once interviewed,
these respondents became an additional
source of referrals. A state’s sample was
considered complete when there were
no new nominations from within that
state. In a few cases, health department
contacts were called to verify that the list
of respondents interviewed in their state
was inclusive.

All respondents answered the
computer-assisted telephone inter-
view. In addition, a subset of respon-
dents completed the self-administered
questionnaire.

The unit of measurement in the survey
was the agency or organization. Only
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one computer-assisted telephone inter-
view per entity was conducted, although
more than one person in an agency could
contribute to the interview. The instru-
ments were constructed as modules, and
lead-in screening items were constructed
for each module. To complete a module,
a respondent had to have self-referred
into the module via the screening items.
Self-referral thereby became the crite-
rion for identifying the appropriate indi-
vidual as the respondent for an entity.

SoTC Respondents

Staff from 372 agencies and orga-
nizations in 50 states and the District
of Columbia completed the computer-
assisted telephone interview. This rep-
resented 100% of health departments,
voluntary agencies, and state-level coali-
tions in each state, plus organizations
identified through snowball sampling.
Self-administered questionnaires were
completed by all 139 agencies that direct-
ly received federal, state, or foundation
funds, or who had received funds from
state lawsuits against the tobacco in-
dustry. The original data-collection plan
included self-administered questionnaire
completion by all respondents. Despite
follow-up telephone calls, however, the
overall response rate for these question-
naires did not exceed 55%. The decision
was then made to target questionnaire
return from those agencies with identifi-
able and stable funding sources. These
respondents included all state health de-
partment representatives (both ASSIST
and IMPACT states), SmokeLess States
grantees (identified by the SmokeLess
States office), and recipients of tobacco
industry settlement funds outside the
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2. The Strength of Tobacco Control Index

Master Settlement Agreement (these re-
spondents were identified by the health
department respondents in those states).
All self-administered questionnaires were
obtained from these agencies.

Data Analysis

The objective of the data analysis
was to derive a single SoTC score for
each state as well as a score for each of
the three major constructs (resources,
capacity, and efforts). This goal was ac-
complished by using the heuristic map to
sequentially assess each of the hierarchi-
cal groupings and subsequently combine
the assessments. Figure 2.1 illustrates
the hierarchical groupings of the SoTC
construct, moving from domain and

subdomains to the single SoTC rating.

A later section of this chapter addresses
the comparative importance of individual
construct scores and the overall compos-
ite measure.

The utility of single performance
scores has recently been questioned. The
balanced scorecard approach is perhaps
the best-known “dose measure” derived
performance metric currently used in pri-
vate industry. Performance on this metric
requires that a program be assessed on
four categories—financial, customer,
internal business process, and innovation
and learning. The criticisms of this ap-
proach are that unlike the SoTC index,
the balanced scorecard is not based on
a theoretical perspective and it does not

Examples of the Self-referral Process

Interrelationships between state agencies module. This module required a respondent within each
state agency who was most likely to have worked directly with other state-level organizations. If the
fixed-list respondent was not the person directly in contact with the other agencies and organizations,
that person’s subjective evaluation of the working relationship between the respondent’s agency and
other entities could be misleading. To prevent this potential problem, each agency respondent was
screened as follows: “We would like to ask some questions about the interrelationships of tobacco con-
trol organizations in your state. Are you the person in your organization who has the most contact with

other tobacco control organizations?”

If the response was “yes,” the relationship module was completed by that person. If the response was
“no,” an intra-agency snowball referral to the appropriate person was obtained, that part of the process
was ended, and the rest of the interview was continued. The appropriate person within that agency was
then contacted, and the screening question was asked again. The module would then be completed by
that respondent only if he or she self-identified through the screening item.

Health department infrastructure module. Because the state health department was the recipient of
ASSIST and most other state-level tobacco control funding, the way in which the state health depart-
ment was organized to implement tobacco control programs was an important element of the SoTC
index. Only the highest-level tobacco control officer in the state health department answered the ques-
tions in the health department infrastructure module. The respondent was asked, “Would you describe
yourself as the highest-level tobacco control specialist in your organization?”

If the response was “yes,” the infrastructure module was completed. If the response was “no,” the
respondent was asked, “Who would you say is the highest-level tobacco control specialist in your
organization?” The named official was then contacted, and the screening process was repeated until

someone self-identified into the module.
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incorporate stakeholder input.® While the
SoTC measure underwent an extensive
validation process and was associated
with lower cigarette consumption, analy-
ses of specific state programs show a
complex interplay among these construct
values that is not completely reflected in
the single score.

To ensure that all variables combined
had the same measurement scale, all
variables were standardized before being
combined at any level of that hierarchy
(e.g., survey question, subdomain, do-
main, or construct). The goal of the SoTC
index was to provide a single measure
that both explained strength of tobacco
control at the state level and also captured
the maximum variability in those survey
measures that were consistent with the
conceptual model. By using a hierarchi-
cal principal components approach to
combine the survey variables at each level
of hierarchy within the conceptual model
(using weights from the first eigenvec-
tor), the maximum amount of variability
among the questionnaire responses was
captured. The model validation described
in the next section (and detailed in appen-
dix 2.E) suggested that the SoTC score
better discriminated between states when
several domains were omitted. Therefore,
the final SOTC scores were based on this
“reduced” model.

For example, respondents answered
a series of questions about the use of
mass media in their tobacco control ef-
forts; these questions constitute the mass
media subdomain. Each respondent’s an-
swer to the survey questions in the mass
media subdomain was standardized.
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Those scores were then entered into

a principal components analysis. The
principal components equation for that
set of standardized scores was then
solved, yielding one mass media sub-
domain score for each respondent. At
the subdomain level, a mean state score
was calculated from the principal com-
ponents score. Subsequently, the mass
media subdomain score was combined
with the other subdomains (e.g., media
advocacy, policy advocacy, developing
local capacity) to compose the social
environment domain, which is focused
on changing the social environment of
tobacco use. The social environment
domain was then combined with the in-
dividual behavior efforts domain (e.g.,
efforts aimed at changing individual be-
haviors) to form the efforts construct.

Finally, the three constructs—
resources, capacity, and efforts—were
combined using the same analytic tech-
nique (hierarchical principal components
analysis). This process resulted in a sin-
gle aggregate SoTC score for each state.

Validation of the Conceptual Model

Additional analyses explored whether
the data supported the structure of
relationships hypothesized by the ana-
lytic map—for example:

= Did the data show that the efforts
variable was truly made up of the
individual behaviors and social
environment domains?

= Did the data show that these domains
were more related to the efforts
construct than to the capacity or
resources constructs?
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Factor analysis and structural equa-
tion modeling were used to answer these
questions. These analyses indicated that
the domains making up the efforts con-
struct were significantly related to each
other and not to domains within the re-
sources or capacity constructs (appendix
2.E). Likewise, the domains making up
the resources construct were significantly
related to each other and not to domains
within the capacity or efforts constructs.

The relationship between the domains
in the capacity construct was not as
clear-cut, and additional analyses were
performed to determine which domains
yielded the best SoTC index model.
When all 12 domains were included in
the model, that model accounted for 50%
of the variability in the correlation matrix.
However, after removing three domains
within the capacity construct—leadership,
health department infrastructure, and staff
experience—the model accounted for
60% of the variability in the correlation
matrix. The SoTC index scores used in
the ASSIST evaluation therefore con-
sisted of these nine domains. The model
validation analysis and justification for
the reduced model are described in more
detail in appendix 2.E, and the participa-
tory approach used to validate the SoTC
criteria is described in appendix 2.F.

Results of SoTC

Table 2.2 shows the SoTC index scores
and the three construct scores (re-
sources, efforts, and capacity) for the 50
states and the District of Columbia, and
figures 2.2 through 2.5 show maps of
these results by state. ASSIST states did
not differ significantly from non-ASSIST
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states on overall SoTC score or on any of
the three constructs.

The Relationship between SoTC
Scores and Other Indicators

The SoTC scores for all states and
the District of Columbia were compared
with the legislative score (described in
chapter 3). The legislative score, a com-
ponent of the Initial Outcomes Index,
measures the strength of a state’s poli-
cies on clean indoor air and youth access
to tobacco. Since these two policy areas
were part of the focus of the ASSIST
program, it was expected that a strong
tobacco control program (as measured
by the SoTC index) would be associated
with higher levels of tobacco control
policy. Table 2.3 shows the results of
this analysis. The overall SoTC index
score was significantly correlated with
the legislative score and with the efforts
construct.

The SoTC scores for all states and the
District of Columbia were also compared
with the prevalence of tobacco use mea-
sured at the state level in the Tobacco
Use Supplement of the Current Popula-
tion Survey.” Table 2.4 shows the results
of the analyses of state SOTC scores and
construct scores for 1999, and the preva-
lence of tobacco use by state for 2000.

Prevalence of tobacco use was signifi-
cantly correlated with the SoTC index
score as well as the resources and capac-
ity constructs but was not significantly
correlated with the efforts construct. In
addition, per capita adult cigarette con-
sumption levels showed a correlation
with both the SoTC index and its capac-
ity construct.
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Tahle 2.2. Standardized Strength of Tobacco Control (SoTC) Index and Construct Scores,
1999-2000, by State, Sorted by SoTC Scores
(Shading indicates ASSIST states.)

State SoTC Index Score Resources Efforts Capacity
AZ 4.03 4.85 1.13 1.76
CA 3.73 4.13 1.31 1.80
MN 1.74 3.54 -0.46 -0.11
FL 1.70 1.38 0.12 1.75
MS 1.28 1.83 1.63 -0.75
NJ 1.12 -0.11 0.87 1.68
RI 1.09 -0.54 2.35 0.95
MD 0.97 -0.36 2.42 0.46
HI 0.96 -0.27 1.22 1.27
MI 0.90 -0.17 1.37 0.93
OR 0.90 0.05 0.63 1.25
OK 0.84 -0.47 1.20 1.26
NY 0.69 -0.17 1.18 0.64
KS 0.47 -0.44 -0.21 1.59
MA 0.46 1.12 -0.30 -0.10
1A 0.41 -0.36 -0.16 1.33
CT 0.37 -0.50 1.43 0.18
GA 0.39 -0.39 0.89 0.41
AK 0.30 -0.44 1.69 -0.22
WA 0.23 -0.19 -1.35 1.71
1D 0.13 -0.55 0.01 0.85
AR 0.08 -0.20 -0.75 0.96
VA 0.07 -0.38 0.73 -0.01
WI -0.04 -0.21 -0.18 0.29
NC -0.14 -0.13 -0.52 0.26
AL -0.18 -0.14 1.07 -1.02
KY -0.19 -0.47 1.88 -1.30
uT -0.29 -0.38 -0.43 0.18
NE -0.31 -0.48 -1.16 0.80
CcO -0.40 —0.12 -0.40 -0.36
NH -0.45 -0.50 1.23 -1.28
SC -0.48 -0.51 -1.82 1.02
NM -0.53 -0.40 -0.92 0.11
wv -0.53 -0.29 0.36 -1.01
X -0.61 -0.11 -0.79 -0.49
PA -0.68 -0.33 0.15 -1.10
1L -0.71 -0.45 0.36 -1.19
MO -0.79 -0.37 0.78 -1.75
DC -0.87 -0.47 0.17 -1.32
wY -0.92 -0.53 -2.44 0.63
ND -0.93 -0.61 -1.90 0.30
OH -1.05 -0.32 -0.26 -1.52
DE -1.07 -0.52 -0.63 -1.05
IN -1.08 -0.29 -1.24 -0.88
SD —-1.20 -0.50 —-0.69 -1.30
ME -1.24 -0.32 -0.73 -1.56
TN -1.28 -0.61 -2.98 0.43
NV -1.42 -0.59 -2.56 -0.20
VT —-1.50 -0.58 -0.43 -2.00
MT -1.60 -0.61 -1.27 -1.52
LA -2.30 -0.50 -1.59 -2.77
Overall

Mean 0.0 0.0 0.0 0.0

SD 1.20 1.58 1.26 1.60
ASSIST

Mean 11 .026 -.017 24

SD 78 97 1.11 1.10
Non-ASSIST

Mean -.05 -.01 .01 -12

SD 1.32 1.25 1.35 1.29
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Figure 2.2. Strength of Tobacco Control Scores by State

Figure 2.3. Resources Construct Scores hy State
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Figure 2.4. Efforts Construct Scores hy State
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Tahle 2.3. Correlation of Legislative Scores (1999) with SoTC Scores (1999)

Correlation/

Significance SoTC

Pearson r 318 129
p .023 .366

Resources

Capacity Efforts
.068 .336
.633 .016

Tahle 2.4. Correlation of Tobacco Use Prevalence (2000) with SoTC Scores (1999)

Correlation/

Significance SoTC

Pearson r -.404 -.323
P .003 .021

Although these correlations were
statistically significant, one must inter-
pret them with caution. The ASSIST
states were not randomly selected, and
the baseline prevalence of tobacco use
was different in each. Baseline differ-
ences and other covariates had to be ac-
counted for in the analyses. The degree
to which SoTC index values related to
these results is more fully explained in
chapter 9, including a discussion of mul-
tivariate models that include the SoTC.

Limitations of the SoTC Index

The resultant SoTC scores performed
well in the evaluation analyses. How-
ever, as with any measure, limitations
in the conceptualization, measurement,
and data-reduction strategies may have
biased some individual state scores. For
example, the heuristic model is based
on the assumption that a high-scoring
tobacco control program will have all
the inputs and engage in all the activities
measured. The heuristic model and
subsequent survey may not have been
comprehensive enough to capture all

48

Resources

Capacity Efforts
-313 -.180
.025 207

the components necessary to produce

an effective tobacco control program. In
addition, while the SoTC index captured
whether a specific tobacco control activ-
ity was performed in a state, the “dose”
of that activity was not measured. An
organization that held one editorial board
briefing in a year received the same
score on that item as an organization that
held weekly editorial board briefings,
and this bias was included in the aggre-
gate state score.

Other potential biases resulted from
the respondents interviewed. Although
great care was taken to ensure that all
organizations engaged in tobacco con-
trol in a state were interviewed, some
organizations may have been omitted.
Each organization’s contribution to to-
bacco control was equally weighted, and
this equal weighting may have yielded
an inaccurate picture of an individual
state tobacco control program. For ex-
ample, while the health department may
have received the bulk of money for to-
bacco control in a state, its activities did
not carry greater weight within the SoTC



construct than did the activities of any
other agency. These challenges and limi-
tations should be acknowledged, and in-
dividual states can address them in light
of their own environmental context. But
for the purpose of the ASSIST evalua-
tion, the aggregate scores were found to
provide a valid measure of the program
inputs and activities.

Use of the SoTC to Evaluate
Individual State Programs

he first sections of this chapter de-

scribe why the SoTC index was need-
ed for the ASSIST evaluation and how
the index was constructed and tested,
in addition to providing individual state
scores and some of the index’s univari-
ate relationships with other index scores
in the evaluation. Chapter 9 reports a
significant multivariate relationship
between the SoTC index and tobacco
consumption. In addition, while other
researchers have reported a relationship
between tobacco control outcomes and
funding,? the ASSIST evaluation demon-
strated the relationship between another
component of tobacco control—program
capacity—and outcomes.

This section examines the domain-
level indicators within each of the three
main constructs of SOTC at the state
level. While the aggregate measures of
SoTC and the three major constructs are
well suited to between-state compari-
sons, the domain-level indicators are
measures that may be more important
for understanding how individual states
meet unique environmental challenges.
For example, in a state with high tobacco
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taxes, tobacco control advocates may be
less likely to focus on legislation to in-
crease them further. Alternatively, a state
with a strong tobacco industry presence
may expend high levels of effort without
concomitant gains in tobacco control
legislation. As such, the domain scores
and their component measures may be
better used as part of a state process
evaluation that incorporates contextual
factors such as state political climate and
tobacco industry activities.

Inputs: Resources and Capacity

Funds allocated for tobacco con-
trol varied widely by states during the
1990s. Table 5.2 in chapter 5 shows per
capita funding by state throughout the
decade and provides an overview of
the change in absolute state funding for
tobacco control during this period. This
information provides some context for
understanding why some states had more
well-established tobacco control pro-
grams than others.

Table 2.5 shows the component do-
main scores for the resources and ca-
pacity constructs. This table is sorted
by funds allocated to states for tobacco
control. The resource construct of SoTC
revolves significantly around funding,
and many of the ASSIST states received
tobacco control funding for the first time
during the program. Figure 2.6 shows the
level of increased tobacco control fund-
ing during this period. However, while
well-funded tobacco control programs,
such as those in Massachusetts and Cali-
fornia, have yielded significant decreases
in smoking prevalence,”!? one of the
more important findings of this study
was that funding alone was a necessary
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Table 2.5. Inputs: Resources and Capacity, Sorted by Funds
(Shading indicates ASSIST states.)

Resources Capacity
Interagency Health dept. Staff

State Funds Staff Leadership relationships infrastructure  Coalition experience
CA 4.74 1.06 1.34 1.36 0.52 1.45 -0.32
MN 4.16 0.19 1.83 -0.43 -0.89 0.20 -0.89
MS 1.90 0.25 0.18 -0.62 -0.26 -0.56 0.70
FL 1.08 0.74 0.38 1.28 -0.89 1.45 -0.86
MA 1.07 1.52 1.78 -0.70 1.35 0.45 3.06
AZ 0.34 6.42 1.12 1.29 0.65 1.45 -0.75
OR -0.01 0.11 -0.75 0.42 -0.19 1.45 —-1.61
NY -0.04 -0.37 —-1.84 -0.02 -0.26 0.95 -0.37
ME -0.19 -0.25 2.53 -0.82 -0.05 -1.56 -1.34
MI -0.21 0.53 -2.59 1.66 -0.89 -0.05 2.60
WI -0.24 -0.23 -0.85 -0.03 0.45 0.45 -1.54
NJ -0.25 -0.04 0.51 1.16 0.52 1.45 0.95
WA -0.25 -0.08 1.95 1.82 -0.26 0.95 -0.45
MD -0.26 -0.25 -0.14 0.26 2.06 0.45 -1.30
NC -0.28 -0.18 -1.16 0.50 —-1.66 -0.06 0.54
uT -0.28 -0.32 —-1.14 0.98 2.06 -0.56 -0.39
CcO -0.30 -0.23 -1.19 -0.55 0.65 -0.06 -1.71
1L -0.30 -0.16 -0.93 —-1.08 -0.96 -0.81 0.07
IN -0.30 -0.24 0.31 -1.45 1.35 -0.06 1.84
MO -0.31 -0.21 -0.78 -1.75 -0.96 -1.06 -0.76
NM -0.31 0.07 -0.22 0.26 1.35 -0.06 1.13
RI -0.31 -0.35 0.89 2.00 -1.02 -0.30 0.34
SC -0.31 -0.24 -0.29 0.62 1.35 0.95 0.48
VA -0.31 -0.32 -1.14 0.64 2.06 -0.56 0.45
wVv -0.31 -0.08 -0.83 -1.67 0.52 -0.06 -0.20
AK -0.32 -0.41 -0.23 2.08 -0.26 -2.06 -0.98
AL -0.32 -0.07 0.30 0.10 0.58 -1.56 5.17
DE -0.32 -0.39 1.41 0.66 -0.26 -2.06 -1.71
HI -0.32 -0.18 2.01 0.46 -0.96 1.45 1.71
1D -0.32 -0.31 0.16 0.93 -0.89 0.45 0.33
KY -0.32 -0.31 -0.73 -1.58 -0.12 -0.56 0.03
OH -0.32 -0.29 0.26 -1.06 1.35 -1.31 1.16
PA -0.32 -0.12 —-1.18 -1.54 -0.26 -0.31 -0.18
X -0.32 0.18 0.01 0.43 1.35 -1.06 -0.38
CT -0.33 -0.39 -1.99 -1.42 1.22 1.45 0.49
DC -0.33 -0.31 2.55 -1.02 -1.66 -1.06 -1.80
GA -0.33 -0.27 -0.93 1.37 1.35 -0.56 -0.63
1A -0.33 -0.17 -1.34 0.56 0.65 1.45 1.84
KS -0.33 -0.44 -2.14 1.60 -1.66 0.95 1.49
MT -0.33 -0.46 0.82 -1.96 -0.89 -0.56 -1.38
NE -0.33 -0.36 0.01 0.25 -0.19 0.95 0.14
NH -0.33 -0.27 1.26 -1.53 -0.83 -0.56 -1.09
OK -0.33 -0.31 0.22 0.43 -0.05 1.45 0.30
VT -0.33 -0.43 3.28 -0.99 -1.66 -2.06 -0.51
AR -0.34 0.60 3.01 1.12 -0.26 0.45 -1.38
LA -0.34 -0.35 043 -3.50 -0.19 -1.06 0.81
ND -0.34 -0.50 -3.07 0.57 -0.96 -0.05 0.61
NV -0.34 -0.46 -0.47 -0.28 -0.05 -0.05 -0.41
SD -0.34 -0.46 -2.71 -1.57 -3.14 -0.56 -1.54
TN -0.34 -0.50 -1.67 0.21 0.65 0.45 -1.71
wY -0.34 -0.35 1.75 0.55 0.52 0.45 -0.06
ASSIST

Mean 1.80 -0.03 -0.06 0.07 0.21 0.09 0.24

SD 1.10 0.46 1.46 1.17 1.07 0.75 1.38
Non-ASSIST

Mean 0.04 0.02 0.03 -0.04 -0.11 -0.05 0.12

SD 0.96 1.19 1.53 1.25 1.12 1.14 1.38

a0



Monograph 17. Evaluating ASSIST

Figure 2.6. Change in Tobacco Control Funding (in Dollars), 1991-98

but not a sufficient factor for public
health outcomes in tobacco control.

Funding has built capacity to deliver
tobacco control in many states—par-
ticularly those states with longstanding
programs—and capacity can be used to
gain more funding. For example, table
2.5 shows that most states had similar
funds for tobacco control at the end of
the ASSIST period. The only outlier
states were those with well-established
tobacco control programs (California
and Massachusetts) in addition to states
that had recently received lawsuit settle-
ment funds from the tobacco industry
(such as Minnesota, Mississippi, and
Florida). Table 2.5 also illustrates the
fact that states had different strengths in
capacity. For instance, while some states
had their highest scores in health depart-
ment capacity, others had their highest

[]-17Mto 0O
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0 1M to 2M
B 2M to 44M

scores in interagency relationships or co-
alitions. These data can be incorporated
with information about a state’s environ-
mental context as part of a process evalu-
ation. In this way, state program staff
can better understand how best to use

the resources they have to build capacity
and how that capacity enables or hinders
their ability to perform tobacco control
activities.

Activities

The components of the SoTC efforts
construct allow individual states to
measure their program activity focus.
Table 2.6 presents the component do-
main scores for the efforts construct. As
this table illustrates, states concentrated
their efforts in different domain areas,
presumably reflecting such factors as
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Table 2.6. Components of the Efforts Construct, Sorted by Efforts Score
(Shading indicates ASSIST states.)

Social environment

Media Policy Individual

State Overall advocacy Mass media advocacy Local capacity behavior
MD 3.02 2.01 2.59 0.91 3.06 2.21
KY 2.98 2.34 1.66 2.16 2.36 1.06
AK 2.72 1.64 2.57 1.70 1.84 0.91
RI 2.19 0.55 2.49 2.09 1.05 2.92
NH 2.11 1.87 1.44 1.85 0.94 0.51
NY 2.09 1.34 1.93 2.03 0.69 0.44
HI 1.58 0.77 0.27 2.39 1.06 1.05
OK 1.56 1.81 0.48 0.73 1.50 1.03
CA 1.55 1.07 1.55 1.39 0.46 1.29
MI 1.25 2.46 0.37 0.36 0.58 1.71
OR 1.14 2.84 0.19 -0.53 0.99 0.20
GA 1.07 -1.28 1.71 1.23 1.15 0.86
CT 1.01 0.80 1.75 -0.16 0.51 2.10
NJ 0.94 0.15 -0.71 2.18 0.98 0.95
CcO 0.88 -0.50 2.03 0.95 -0.05 -1.81
WI 0.76 1.01 1.30 -0.81 0.72 -1.20
VA 0.64 1.09 -0.31 -0.40 1.46 0.94
IL 0.58 0.39 1.86 -0.51 -0.07 0.20
wv 0.53 0.69 -0.30 1.38 -0.19 0.24
PA 0.48 0.70 -1.57 0.83 1.40 -0.16
DC 0.35 -1.22 1.35 0.88 -0.15 0.00
MO 0.33 1.00 -0.40 -0.74 1.14 1.37
MS 0.20 0.30 1.05 0.63 -1.32 3.39
NE 0.12 -0.07 -0.38 1.26 -0.44 -2.70
KS -0.09 -0.13 -0.48 0.14 0.19 -0.37
1D -0.11 -1.16 -0.65 0.46 0.88 0.14
AL -0.16 -1.04 0.65 0.27 -0.42 2.51
MN -0.17 0.92 -0.85 -0.75 0.29 -0.85
AZ -0.20 -0.73 -1.26 0.44 0.86 2.70
ME -0.24 0.86 -1.40 1.55 -1.52 -1.36
OH -0.25 -0.36 0.22 -0.37 -0.22 -0.32
1A -0.27 -0.44 -0.72 0.46 -0.09 -0.07
FL -0.28 -1.15 1.18 -2.02 1.01 0.56
VT -0.52 -1.43 -0.04 0.41 -0.55 -0.40
NM -0.56 -3.53 1.44 0.70 -0.55 -1.45
uT -0.61 -1.06 0.63 -1.46 0.04 -0.32
AR -0.67 1.42 -2.35 0.27 -1.01 -0.96
MA -1.08 0.16 -0.96 0.20 -2.32 0.46
X -1.14 -1.68 0.33 -1.02 -0.98 -0.57
DE -1.32 0.12 -0.54 -0.53 -2.62 -0.02
WY -1.35 -1.18 -1.12 0.64 -2.16 -3.98
SD -1.35 0.16 -0.95 -3.17 0.16 -0.11
LA -1.41 -1.42 -0.60 -1.21 —-0.86 -2.06
NC -1.43 -1.30 -1.56 —0.96 —-0.34 0.35
IN -1.61 -0.82 -2.68 -1.52 0.40 -1.06
WA -1.62 -0.42 -1.75 -1.02 -1.36 -1.29
ND -1.77 1.81 -1.32 -1.61 -3.48 -2.36
MT -2.64 -2.30 -2.03 -3.74 0.38 -0.06
SC -2.97 -2.72 -0.72 -2.30 -2.77 -0.94
TN -3.03 -0.97 -3.08 -2.52 -1.96 -3.43
NV -3.24 -3.36 -2.29 -3.14 -0.66 -2.28
ASSIST

Mean 0.00 0.05 -0.12 0.17 -0.10 -0.03

SD 1.40 1.50 1.49 1.37 1.24 1.34
Non-ASSIST

Mean 0.00 -0.03 0.06 -0.09 0.05 0.02

SD 1.57 1.46 1.45 1.50 1.38 1.68
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The Future of SoTC: Tracking Trends over Time

The SoTC data were collected at only one time point for the ASSIST evaluation and were used to cre-
ate a single measure of exposure to tobacco control at the state level. However, the SoTC surveys gen-
erated rich descriptive information that has not yet been fully mined. The survey was repeated in 2002
and again in early 2004 as part of the SmokeLess States evaluation and will continue to be collected in
2006 and 2008 through funding by the Robert Wood Johnson Foundation. With this trend, data factors
that emerged as being important for ASSIST can be examined from the perspective of how they have
evolved over time. Moreover, initial analyses suggest that these data can be used to document changes
in state tobacco control programs. Still, many questions remain—for example:

= The distribution of SoTC scores suggests that while a few states were functioning at a high level and
a few states were functioning at a low level, most were functioning at about the same level. In this
case their relative rankings may not be particularly meaningful.

= Until the ASSIST evaluation, the components of SOTC were not consistently measured for all states.
Therefore, there is no way to document how state tobacco control programs evolved from mostly
voluntary efforts to maintenance of effective programs in state health departments with capacity for
continued effect on tobacco use.

= Funds for tobacco control have recently decreased. The SoTC data collected for and after the
ASSIST evaluation may be combined with case studies to document how these funding cuts have af-
fected state tobacco control programs.

The SoTC is now available as a tool for states to use in measuring their own resources, capacity, and

efforts. A baseline (1999-2000) measure for each state is available for measuring change over time,

identifying strengths and weaknesses, and adapting efforts to regional conditions. By using these data

as a basis for comparison over time, SoTC will be useful to tobacco control practitioners as they de-

velop strategies to reduce the epidemic of tobacco-related addiction, disease, and death.

state support for tobacco control, tobac-
co industry activities, populations with

unique needs, and tobacco control staff
strengths and interests.

Domain-level scores can provide a
more nuanced picture of tobacco control
programs in individual states, as they
show areas where states focused their
efforts. For instance, in 1998—99 Rhode
Island’s scores suggest that their focus
was on mass media (2.49) and policy
advocacy (2.09) efforts with a lower
effort score in media advocacy (0.55).
In contrast, Michigan’s scores suggest
that their major focus was on media
advocacy efforts (2.46) and that they fo-
cused a lesser amount of effort on mass

media (0.37) and policy advocacy (0.58).

Maryland’s highest effort score was in
building local capacity (3.06), followed
by mass media (2.59) and media advo-
cacy (2.01). Maryland’s lowest effort
score was policy advocacy (0.91). Where
a state tobacco control program focuses
its efforts and the degree to which these
efforts yield intermediate and long-term
outcomes are determined by whether the
state has the funding to build and sustain
a basic tobacco control infrastructure
and by each state’s unique economic,
political, and other contextual factors.

While the overall SoTC index and con-
structs (resources, efforts, and capacity)
have been validated and are correlated
with several important measures used in
the ASSIST evaluation model, a deeper
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examination of these data at the state level
suggests questions for planning and eval-
uating state tobacco control programs:

= How does a state with high resources
(e.g., funding) and lower capacity
compare with a state with low resources
and higher capacity, even though both
have similar SoTC index scores?

= Do extremes in one specific
construct—or its subfactors—affect
the overall effectiveness of SoTC as an
evaluation metric for state programs?

= What can we learn from “outlier”
states (such as California) that have
disproportionate levels of funding
relative to outcomes, as well as
other factors such as the maturity of
those states’ existing tobacco control
programs?

Questions like these represent promis-
ing areas for further study. Although a
validated, composite metric represents
an important step in program evaluation,
these state results suggest that the SOTC
data could help individual states identify
their strengths and weaknesses and sub-
sequently help them better adapt to the
challenges they face.

Summary

Public health programs are implement-
ed and evaluated at the state level,
and this limits the number of observa-
tions available for statistical comparisons
to 50 (or 51 if the District of Columbia is
included). An analysis using only 50 ob-
servations in turn severely restricts how
many factors can be included in a statis-
tical analysis. Therefore, the construction
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of highly aggregated measures (such as
the SoTC index) is required.

Many critical public health issues do
not lend themselves to solutions through
randomized clinical trials as used for
therapeutic agents. It is not possible to
selectively deny a public health inter-
vention to specific population groups
(as a control group) or to hold other co-
morbid social or environmental factors
constant between them. While ASSIST
was in progress, its interventions spread
from ASSIST to non-ASSIST states.
This meant that the ASSIST evaluation
had no control states to which ASSIST
states could be compared. Instead, the
SoTC measure was constructed to as-
sess the relative strength of ASSIST-like
programs in every state, and this measure
was subsequently correlated to outcomes.

Public health interventions are influ-
enced by and interact with the multiple
facets of their environment in a dynamic
and complex fashion. Aggregate indexes
such as SoTC allow analysis of the inter-
relationship between the multiple factors
that affect a tobacco control program and
the outcomes the program influences.
Such an analysis promotes rigorous and
valid process and outcome evaluations
of what is an inherently multivariate
system.

Conclusions

1. The Strength of Tobacco Control
index measures a state’s overall
tobacco control program. Survey in-
struments were constructed, tested,
and applied with respondents from



entities engaging in state-level tobac-
co control. Data analysis showed that
its three latent variables constitute

a valid map of what Strength of To-
bacco Control can measure with good
internal coherence.

. The Strength of Tobacco Control
index was derived from component
metrics in the areas of resources, ca-
pacity, and efforts. The resource com-
ponent addressed both financial and
manpower assets devoted to tobacco
control. Capacity addressed areas such
as legislative support, coalitions, and
public health infrastructure. Efforts
incorporated areas of comprehensive
activity such as policy-focused initia-
tives, education, and mass media.

. State Strength of Tobacco Control
values were correlated significantly
with other data sources such as
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legislative policy scores and to-
bacco use prevalence. In addition, the
Strength of Tobacco control index
performed well in the evaluation anal-
yses detailed in the final outcomes.

. The Strength of Tobacco Control

model can serve as a guide for future
evaluations of state tobacco control
programs and is a basis for identify-
ing optimal practices for tobacco
control. In addition, it represents

an example of a “dose-level” mea-
sure that can be used for evaluating
the effectiveness of future complex
population-level public health inter-
ventions.

. The tracking of trends in Strength of

Tobacco Control results over time rep-
resents a promising area for research
in evaluating the long-term effective-
ness of tobacco control programs.
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Appendix 2.A. Assessment Rating of Variables

Criteria
Scientific
Variable Parsimony support Feasibility Recommendation
Resources
Per capita dollars expended for tobacco
control efforts 3 3 5 Y
Number of state-level personnel
Full Time Equivalents working on
tobacco control 3 3 3 Y
Capacity
Organizational capacities of each of top 5-6
state-level tobacco control organizations 3 1 2 Y
Frequency of contact among top 5—6 state-
level tobacco control organizations 5 3 3 Y
Type of contact among top 5-6 state-
level tobacco control organizations 5 3 3 Y
Total number of state organizations
involved in tobacco control 5 3 3 Y
Percentage of organizations that actively
participate in state coalition 5 3 3 Y
Number of local coalitions and tobacco
control organizations 5 3 3 Y
Percentage of state covered by local
coalitions 5 3 1 N
Perceived capacities of local
coalitions/communities 3 1 2 Y
Dose strength of training and technical
assistance provided from state-level
organizations to local levels 3 3 2 Y
Antitobacco efforts
Quality of state tobacco control plan 5 3 4 Y
Percentage of efforts devoted to policy and
media advocacy 5 3 4 Y
Comprehensiveness of tobacco control
efforts (i.e., number of different strategies in
“typology”) 3 3 4 Y
Focus of strategy of implementation (i.e.,
level at which funds are expended) 3 2 3 Y
Perceived potency of state policy change
efforts 1 3 2 N
Perceived potency of private policy change
efforts 1 3 2 N
Perceived potency of media change efforts 1 3 2 N
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Appendix 2.C. Agency Worksheet

h Agency Worksheet

Conducted by:
Battelle Centers for Public Health Research and Evaluation

e
b
n

O of 0
—_
mEl(e)
Onc—l-

(@ I
PN |

Conducted for:
Y The National Cancer Institute

1999-2000

Public reporting burden of this collection of information is estimated to average 30 minutes per response, including the time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information, unless it displays a
currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden to NIH, Project Clearance Branch, 6705 Rockville Drive, MSC 7974, Bethesda, MD 20892-
7974, Attn: 0925-0471. Do not send the form to this address.

1. Whatis 3{9""’ fiscal O calendar year 2 Whatt is V°'~'t" O Fy1997
yoar oyle? Please T July 1~ June 30 Completed fiscal | FY1998
v one box. O Oct. 1-Sept. 30 year? Please O Fr1999

Q other L LI 1 Jtol I JL 11 v one box.
month day month day

3. Please fill in the chart below, describing your agency’s funding for tobacco control for the most recent
fiscal year and for fiscal years 1996 and 1993.

Most Recent Fiscal Year FY 1996 FY 1993
Amount Paid to
Contractors Who Amount of Amount of
Amount of Performed Funding Funding
Funding Amount Spent i A t R d for Received fol
Received for on Tobacco Tobacco Control Awarded for Tobacco Control | Tobacco Cont
Source of Funding Tobacco Control Control Activities Local Programs in FY 1996 in FY 1993
National Cancer
Institute (NCI)
ASSIST $ $ $ $ $ $
Centers for
Disease Control
(CDC) IMPACT $ $ $ $ $ $
Robert Wood
Johnson
Foundation
Smokeless States | $ $ $ $ $ $
State General
Fund $ $ $ $ $ $
State tobacco
excise tax $ $ $ $ $ $
FDA
$ $ $ $ $ $
Synar Surveillance
Funds $ $ $ $ $ $
Other:
$ $ $ $ $ $
Other:
$ $ $ $ $ $
Other:
$ $ $ $ $ $
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Appendix 2.C. (continued)
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4. During the most recent fiscal year, what proportion of your agency’s tobacco control staff time (Column A)
and dollars (Column B) were spent in the broad activity areas listed? Please feel free to approximate the
percentage of dollars and time. Each column should add up to 100%.

If you have difficulty classifying a program activity, please either call Carol Schmitt or Pamela Clark at
(800) 777-6115 for assistance, or describe the program in the space labeled “Other activity” and we will classify it for you.

A. B.

ACTIVITY % of Time % of Dollars

Programs targeted at individuals. Such as prevention and/or cessation for
children or pregnant women, cessation programs for current smokers, programs delivered
through work sites or healthcare facilities, health care provider training, teacher training,

school-based prevention/cessation programs, and health fairs. % %

Programs intended to change the social climate of tobacco use.
Such as advocating for work and school site policy initiatives (e.g., clean indoor air policies),
working to pass laws or ordinances (local or state), media advocacy (e.g., editorial broad
briefings, responding to requests from the media for interviews or information, or providing
background materials for the media), doing retailer tobacco sales age restriction compliance
checks, and giving technical assistance to local coalitions or other groups to do these
community-level activities. % %

Programs intended to educate the public. Such as using mass media
(billboard campaigns, radio spots, television, or Web pages) or holding public education
programs. % %

Building and strengthening coalitions. Such as holding organizational
meetings and joint conferences, providing technical assistance on how to build membership in
coalitions, and assisting with communication channels within coalitions, newsletters, Web sites,
e-mail and other mailing services, or other technical assistance for building or strengthening
coalitions. % %

Developing and/or implementing surveys, funding or doing

research. such as surveillance of smoking prevalence rates, public opinion surveys, and
program evaluations, or other research evaluation. % %

Program administration. Such as facilities rental, utilities, communication costs,
and other overhead. % %

Other activity:

% %

Other activity:

% %

TOTAL 100 % 100 %
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Appendix 2.C. (continued)

In Most Recent FY In FY1996 In FY1993

5. How many staff members were
dedicated 100% to tobacco L1 L1 L1
control activities?

A. How many full-time l l l

equivalent (FTE) staff does

that number represent? LI L. LlFre LLL 1. L]Fre LL L. LlFre

6. Not considering any staff
represented in Item 5, how
many additional staff spent at ) |_| FTE
least 25% of their time on
tobacco-related activities in the
most recent fiscal year?

7. Battelle Centers for Public Health Research and Evaluation will be calling you in the next few weeks to ask
you to participate in a telephone interview.

What is the best time to reach you? Day and Time:

What is the best phone number to use to reach Phone:L_ | L I/l L 1 J-L L1 1]
you at this time?

What is another good time to reach you? Day and Time:

What is the best phone number to use to reach Phone:L_ L L I/l L 1 J-L L1 1]
you at this time?

8. Please list names and telephone numbers of others in your organization who helped provide information
for this worksheet.

Name 1): Position:
phone: L L L I/l L L Il 1 11]
Name 2): Position:
Phone: L L L I/l L L I-L111]
Name 3): Position:
Phone: L L L J/LL 1 J-L1T11]
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Appendix 2.C. (continued)

9. What other organizations are involved with statewide tobacco control in your state? Please provide us
with a contact name within the agency.

Agency: Name:
Address:
Street
City State Zip
Phone:L_L | /L1 I J-[L 1| ]] Email Address:
Agency: Name:
Address:
Street
City State Zip
phone:L_L | /L L L - I ][] Email Address:
Agency: Name:
Address:
Street
City State Zip
Phone: L L I /L L [ J-L 1111 Email Address:
10. We would like to express our appreciation for your ] yeg 3 No

help with this project. May we send a note of
appreciation to your supervisor?

Supervisor’s Name: Position:

Address:

Street

City State Zip

Thank you for your assistance with this important project.
Please use the envelope provided to return the completed worksheet.

Battelle CPHRE
6115 Falls Road, Suite 200
Baltimore, MD 21209
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Appendix 2.D. Survey 2

Strength Survey 2

e Conducted by:
= T I] I] a [: 8 [] Battelle Centers for Public Health Research and Evaluation

C O n t r O Iv’ Conducted for:

The National Cancer Institute

1999-2000
Public reporting burden of this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions, searching
existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or
sponsor, and a person is not required to respond to a collection of information, unless it displays a currently valid OMB control number. Send comments
regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to NIH, Project Clearance
Branch, 6705 Rockville Drive, MSC 7974, Bethesda, MD 20892-7974, Attn: 0925-0471. Do not send the completed form to this address.
PROGRAMMER NOTE: DK=8, RF=9. START TIME I I
MODULE A: UNIVERSAL
A1.  Inthe past two years, has your organization YES 1

participated in building, enhancing or maintaining local 1[0 JOTOT R (SKIP TO A2) ..ooceerrriirerineesineeenns 2

coalitions in your state? By local, we mean a coalition

that is formed to serve the needs of a region, county,

or municipality within your state, but is not a statewide

coalition.

A. Inthe past two years, has your organization YES 1
provided any formal training for local coalitions? NO 2

B. In the past two years, have you assisted local YES 1
coalitions in building or improving their capacity NO 2
to communicate with their memberships?

C. Inthe past two years, has your organization YES 1
assisted local coalitions to build their NO 2
memberships?

D. Inthe past two years, has your organization YES 1
assisted local coalitions to conduct needs NO 2
assessments?

E. Inthe past two years, has your organization YES 1
helped local coalitions to evaluate their NO 2
programs?

F. Inthe past two years, has your organization YES 1
helped local coalitions to mobilize diverse NO 2
constituencies, such as different ethnic or
socioeconomic groups?

G. Inthe past two years, has your organization YES 1
helped local coalitions to generate local NO 2
resources for tobacco control activities?

H. In the past two years, has your organization YES 1
provided staffing for local coalitions? NO 2

I. Inthe past two years, has your organization YES (SPECIFY) 1
supplied any other technical assistance to local NO 2
coalitions?

SPECIFY:
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Strength of Tobacco Control Survey 2 Page 2

A2.  Inthe past two years, has your organization YES 1
sponsored or participated in any activity designed to NO .o (SKIP TO AB) ... 2
assist tobacco users to quit?

A.  Who were the focus of your tobacco use
cessation activities? Were they (READ
OPTIONS)? YES NO
1. Adultsingeneral?........cccoviiiininiiniiiinee 1 2
2 Youth?. 1 2
3. Pregnant women?...........cccoeeiiiiiiiicnccnee, 1 2
4 Any other special groups? ............ccevvvicivnieiinnnns 1 2

(SPECIFY UP TO 3)

GROUP 1: D]
GROUP 2:
GROUP 3:

A3.  Inthe past two years, has your organization YES 1
disseminated materials for use by the general public, NO 2
such as pamphlets, videos, or radio spots?

A4.  Inthe past two years, has your organization created YES 1
or produced your own pamphlets containing tobacco- NO 2
related materials?

A5.  Inthe past two years, has your organization created YES 1
or produced your own videos or radio spots on NO 2
tobacco-related issues?

AB.  Inthe past two years, has your organization YES 1
participated in any health fairs? NO 2

A7.  Inthe past two years, has your organization provided YES 1
or sponsored a telephone or internet help line for NO 2
those who want to quit?

A8.  Inthe past two years, has your organization provided YES 1
tobacco use prevention programs for schools or youth NO 2
groups?

A9. In the past two years, has your organization provided YES 1
training for health care professionals about tobacco NO 2
issues?

A10. Inthe past two years, has your organization I‘gs ;

participated in any public forum, such as seminars or
workshops to educate the public about tobacco-
related issues?
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Appendix 2.D. (continued)

Strength of Tobacco Control Survey 2 Page 3

A11. Inthe past two years, has your organization YES 1
purchased mass media, or had in-kind donations of
mass media, to inform the public about tobacco-
related issues?

A.  We would like to ask a few questions about your
purchase or donation of mass media. What media
did you use? Did you use (READ OPTIONS)? YES NO

NEWSPAPETS ....cooviiiiiiiiiiiccc s 1 2
Billboards .........ccocoviiieiiiiiic e 1

o M D=
X0
o
=3
o
[ I S

SPECIFY: |:|:|

B. When you used media, what groups did you
specifically target with your messages Did you target
(READ OPTIONS)? YES NO

T YOURN e 1 2

2. Adultsin general ......c..ccccovieirieienienieneeeeenene 1 2

3. Policy makers..........cccevvriiiininiiicnecs 1 2
4. Minority groups (SPECIFY) .....ccceeeriireenrenrenrenennes 1 2
GROUP 1:

(1]
GROUP 2: D]
(1]

GROUP 3:

C. In the past two years, did you purchase media YES
coverage that focused on tobacco industry efforts
or tactics?

A12. In the past two years, has your organization YES 1
participated in media advocacy activities? By media
advocacy, we mean activities that are intended to get
influential media representatives to understand and
agree with anti-tobacco positions and policies.

A.  We would like to ask a few questions about your YES
advocacy activities. In the past two years, has NO 2
anyone from your organization attended a
newspaper or magazine editorial board briefing?

B. In the past two years, has anyone from your YES
organization provided the press with background NO 2
materials on smoking issues?

C. Inthe past two years, has anyone from your YES
organization responded to interview requests by NC 2
the media?
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Appendix 2.D. (continued)

SPECIFY SURVEY 1:

Strength of Tobacco Control Survey 2 Page 4

D. In the past two years, has your organization YES 1
involved media representatives in your tobacco NO 2
control activities?

A13. In the past two years, has your organization YES 1
participated in policy advocacy activities, such as NO..cceerrrreererreneennrreees (SKIP TO AT4) covivveerceereecinrissenennns 2
working to change laws or policies regarding tobacco
use, sales, or display in your state?

A. We are interested in which public policy areas YES 1
you have been involved with. In the last two NO 2
years, has your agency worked to promote clean
indoor air?

B. Inthe past two years, has your agency worked to YES 1
initiate or increase penalties for youth tobacco NO 2
possession, use, or purchase?

C. What about working to prevent or repeal YES 1
penalties for youth tobacco possession, use or NO 2
purchase?

D. In the past two years, has your organization YES 1
worked to increase taxes on tobacco? NO 2

E. What about working to prevent or repeal YES 1
preemption laws? NO 2

F.  What about working on policies to limit how YES 1
tobacco can be sold or displayed? NO 2

G. And what about work to change policy regarding YES 1
tobacco use on school property or during school NO 2
sponsored events?

A14. Does your organization have a designated legislative YES 1
liaison for tobacco control policy to your state NO 2
legislature?

A15. In the past two years, has any organization done a ;E)S KT R

f ) N .

survey of tobacco use in your state? - (SKIP TO A16) .

A. Did your agency sponsor or participate in this YES 1
assessment? NO.... covvereereereenes (SKIP TO A16) oo 2
1. Did you survey tobacco use among youth? YES 1

[0 (SKIP TO A15 A2)...ccrvvvverrienerrenninn 2

a. Did you do the Youth Risk Behavior YES 1
Survey? NO 2

b.  Did you do the Youth Tobacco YES 1
Survey? NO 2

c. Did you do a different survey? ‘&ES (SPECIFY) ;

68
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Appendix 2.D. (continued)

Strength of Tobacco Control Survey 2 Page 5
2. Did you survey tobacco use among adults? YES 1
10 TS (SKIP TO A15 A3 2
a. Did you do the Behavioral Risk Factor YES 1
Survey? NO 2
b.  Did you do any other surveys? L(E)S (SPECIFY) ;

SPECIFY SURVEY 1: D]
(1]

SPECIFY SURVEY 2:

3. (Was/Were) your survey(s) designed to YES (SPECIFY) 1
provide estimates of tobacco use among NO 2
any minority groups?

SPECIFY GROUP 1: D]
SPECIFY GROUP 2: D]
[T

SPECIFY GROUP 3

A16. Inthe past 2 years, has your organization formally YES 1
evaluated the implementation and effectiveness of NO v (SKIP TO A7) s 2
your tobacco control efforts?

A. Does your organization have a system to YES 1
continually or periodically monitor your program NO 2
effectiveness?

A17. Does your organization have a routine mechanism for YES 1
updating best practices regarding tobacco control? NO 2

A18. Inthe past two years, has your organization awarded YES 1
grants or contracts for tobacco control activities? NO.orreennrrncensseeesseneeseeees (SKIP TO A19) oo 2
A. Does your organization require budget reports YES 1

from the recipient organizations? NO 2

B. Does your organization monitor the expenditure YES 1
of funds and the use of resources by the recipient NO 2
organizations?

A19. Has your organization ever asked for a legal opinion YES 1
from your State Attorney General’s Office on a NO- - (SKIP TO A20)... -2
tobacco-related issue? h
A. Did the office supply an opinion in a timely YES 1

fashion? NO 2

A20. Does your State Attorney General’s Office have a YES 1
designated tobacco specialist? NO-- ~(SKIPTO A21).... -2
A. Has that tobacco specialist, to the best of your YES 1

knowledge, publicly campaigned in support of a
tobacco control issue?

69
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Strength of Tobacco Control Survey 2 Page 6
B. Has that tobacco specialist ever taken the lead YES 1
on or initiated a tobacco control activity or NO 2
program within your state?
A21. Inthe past two years, has your organization YES 1
participated in a state-level tobacco control coalition? TG TSSO (SKIP TO INSTRUCTION BOX) .......2
A.  We would like to ask a few questions about the SELF......... wossseeeeeneennn. (DO COALITION MODULE B) ... 1
structure and activities of the state level coalition. SOMEONE ELSE IN SAME AGENCY
These questions are best answered by the staff (GET INTRA-AGENCY REFERRAL) ...2
person who is responsible for running the SOMEONE IN ANOTHER AGENCY
coalition. Are you the best person to ask, or is (GET INTER-AGENCY REFERRAL) ...3
there someone else, either in your agency or in a
different agency or organization that we should
talk to?
IF HEALTH DEPARTMENT RESPONDENT, DO HEALTH DEPARTMENT CAPACITY MODULE C.
IF NOT HEALTH DEPARTMENT, DO SUPPORT MODULE D.
ALL RESPONDENTS DO INTERAGENCY RELATIONSHIPS MODULE E.
A22. In addition to the American Heart Association, the YES (ASK A) 1
[T T (SKIP TO INSTRUCTION BOX) w..vvveovvvvvrrrnn2

American Lung Association, The American Cancer
Society, and your State Health Department, are there
other state level organizations that you can refer us to
that play a significant role in tobacco control in your
state?

A. Please tell me the agency and the name and telephone number of a contact person there.

AGENCY #1:

CONTACT PERSON:

pHone Numser: L L J.L L[ il |

AGENCY #2:

CONTACT PERSON:

pHone Numser: L L J.L L[ il |

AGENCY #3:

CONTACT PERSON:

pHone numser: L L J.L L[ o] |

INSTRUCTION BOX

SKIP TO MODULE F: DEMOGRAPHICS

END TIME

[
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Appendix 2.D. (continued)

Strength of Tobacco Control Survey 2 Page 7

MODULE B: COALITION
B1.  What is the name of your coalition?
B2. What is your position within the coalition? Are you A staff member providing support for the coalition
(READ CATEGORIES)? CODE ONLY ONE. The president or chair of the coalition
Another elected or appointed leader of the
coalition 3
A representative of a member organization .
SPECIFY: [D Other position (SPECIFY) 5
B3.  What is the largest geopolitical boundary of your A city, town or county 1
coalition’s responsibility? Would you say (READ A region within the state 2
CATEGORIES)? CODE ONLY ONE. The state 3
A region encompassing more than one state.................. 4
B4.  How large is your coalition in terms of member # OF ORGANIZATIONS L]
organizations?
A. How many individual members? 4 OF INDIVIDUALS L]
B5.  In what year was your coalition formed? YEAR FORMED 19
B6.  Does your coalition have any paid staff? YES 1
NO (SKIP TO B7) 2
A.  What is the source or sources of the staffs’ salary?
SOURCE #1: (1]
SOURCE #2: L]
SOURCE #3: [D
B7.  Which of the following have any representation in your
coalition? YES NO
a. Are voluntary health organizations represented?......... 1 2
b. Is the Parent Teacher Association represented? ......... 1 2
c.  Are schools of medicine, public health or nursing
represented? 1 2
d. Are other colleges or universities represented? ........... 1 2
e. Are law enforcement agencies represented?............... 1 2
f Are prosecutors or district attorneys represented? ...... 1 2
g. Arejudges or magistrates represented? ............cccecenen 1 2
h.  Are retail tobacco outlets represented?........................ 1 2
i.  Are public health officials represented? ....................... 1 2
j. Is the state medical society represented? .. 1 2
k. Is the state dental society represented?..........c.cccceennen 1 2
I. Are religious organizations or faith groups
represented? 1 2

n



2.

The Strength of Tobacco Control Index

Appendix 2.D. (continued)

12

Strength of Tobacco Control Survey 2 Page 8
B8. Which statement best describes the nature of your Primarily information-sharing.............cccccocoviviniiinicicenecs 1
coalition’s activities? READ CATEGORIES AND CODE Primarily active participation in tobacco control
ONLY ONE.. activities 2

Both information-sharing and participation in

tobacco control activities

B9. Inthe past year, has your coalition sponsored or taken

a lead role in any of the following activities? YES NO
a. Policy advocacy activities, such as working to

change laws or policies concerning tobacco use,

sale, or display in your state?............cccccceeennne 1 2
b. Individual tobacco cessation programs, such as quit

smoking classes or smokers’ hot lines? ...........c.cccc...... 1 2
c. Using mass media, such as television or radio spots

or billboards, to promote anti-tobacco positions?......... 1 2
d. Media advocacy activities, such as making editorial

board visits or producing background materials for

the press? 1 2

B10. In addition to your statewide coalition, can you <10% 1

estimate the proportion of your state that is covered AT AL UARTER 2
by local coalitions? Would you say less than 10%, ABOUT THREE QUARTERS ..vccrverererersernsnssensesnses 4
about a quarter, about half, about three fourths, or ABOUT ALL 5
about all?

B11. About how many local coalitions are there in your # LOCAL COALITIONS

state?
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Appendix 2.D. (continued)

Strength of Tobacco Control Survey 2 Page 9

MODULE C: HEALTH DEPARTMENT CAPACITY

C1.

c2.

C3.

Ca.

PROGRAMMER NOTE: This module is asked only if the respondent represents the State Health Department.

Would you describe yourself as the highest level YES 1

gt i ation? NO...ooorrrres (GET INTRA-AGENCY REFERRAL AND
tobacco control specialist in your organization? TERMINATE MODULE)...o.rrrecro 2

A. Who would you say is the highest level tobacco control specialist in your organization?

SPECIFY:
Which statement best describes your level of | have very little input into decisions about which
involvement in deciding which tobacco-related programs we participate in...........cccoceiiiciiiiieiiiccs 1
programs your agency participates in? CODE ONLY | make recommendations regarding
ONE. programmatic priorities that require a
supervisor's approval 2
I have nearly complete autonomy in deciding my
organization’s tobacco program priorities....................... 3
What about hiring decision? If a tobacco control I have very little input into hiring decisions..................... 1
position were to be created in your organization, | make recommendations regarding hiring
which of the following statements best describes your decisions that require a supervisor’s approval .............. 2
involvement in choosing whom to hire? I have nearly complete autonomy in making
hiring decisions 3
Which of the following two statements best describes There is a designated tobacco control unit with a
how tobacco control is organized in your agency? person or person who do tobacco control
activities as their major function in the
organization (END) 1

There is no designated tobacco control unit; the
activities are done within other functioning units ...

A.  How many other units would you say are involved #UNITS
with tobacco control activities?

B. Do any of these units which are doing tobacco YES 1
control have a separate budget line for tobacco NO 2

control efforts?

13



2.

The Strength of Tobacco Control Index

Appendix 2.D. (continued)

14

Strength of Tobacco Control Survey 2

Page 10

MODULE D: SUPPORT

D1.

PROGRAMMER NOTE: This module is asked of all respondents except Health Department.

| am going to read the names of several entities. | would like your opinion about how supportive each of
the following has been regarding your tobacco control agenda over the past two years. For each entity,
please tell me if in your opinion they have been not at all supportive, fairly supportive, quite a bit
supportive, or extremely supportive.

NOT AT ALL FAIRLY QUITE ABIT EXTREMELY

PORTIVE

SUPPORTIVE SUPPORTIVE SUPPORTIVE SUPI
a. The Governor. 1 2 3
b. The State House of Representatives................c....... 1 2 3
c. The State Senate 1 2 3
d. The media 1 2 3
e. The State Attorney General............ccoceuriceiirineiininne 1 2 3
f. The Chief Health Officer..........ccooovvrviririniccrcc 1 2 3

4

4

4
4
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16

MODULE F: DEMOGRAPHICS

F1.

F2.

F3.

Fa.

We would like to ask a few questions about you. What TITLE:

is your job title?

How long have you worked for your present YEAR L1

organization or agency? MONTHS L

How long have you been in your current position? YEARS [
MONTHS

How long have you been involved in tobacco control? YEARS [
MONTHS (|

Thank you very much for your time. We appreciate your expertise.
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Appendix 2.E. Validation of the Strength of Tobacco Control Model

This appendix discusses the analysis methods used to validate the SOTC model and
the justification for using a reduced model in the calculation of the SoTC index score.

Validation of the Heuristic Model

The SoTC model was validated using principal components analysis, factor analysis,
and structural equation modeling. The results of the structural equation modeling pro-
vided a measure of statistical significance associated with each pathway in the concep-
tual model and provided the estimated appropriate weighting factor (with error bounds)
for combining the subdomains, domains, and constructs to summarize SoTC.

Correlation Analysis

A correlation analysis was performed across each variable in the SOTC hierarchy
(subdomain) of the conceptual model as an exploratory tool. The purpose of this ex-
ercise was to determine how well the various different variables within the hierarchy
interrelated. The expectation was that domain and subdomain variables from within the
same construct would have stronger correlation coefficients than those that came from
different constructs. The degree to which this could be established is the basis for the
validation of the conceptual model.

Principal Components Analysis

The next step in analyzing each within-method correlation matrix was to perform
a principal components analysis on a correlation matrix including all of the averaged
variables at the subdomain and domain levels but not at the construct or SoTC levels.
The purpose of this exercise was to demonstrate that a significant portion (greater than
50%) of the variability in the 12-variable correlation matrix could be explained within
the first three vectors of factor loadings. The measure of the amount of variability
explained by each factor loading was summarized as a proportion by the eigenvalue
associated with each vector of factor loadings. It was presumed that these first three
vectors were associated with the three latent constructs (resources, capacity, and efforts)
depicted in the conceptual model. This presumption was verified using a factor analysis
as described below.

Factor Analysis. Factor analysis can be considered as an extension of principal com-
ponents analysis. The goal of factor analysis is to describe the structure of a correlation
matrix for a set of response variables by using a smaller number of factors (or latent
variables). The idea is to separate the response variables into groups, such that variables
within a group are highly correlated with each other but not correlated as much with
variables in other groups, with an implicit goal that each group of variables represents a
single underlying construct, or factor, that is responsible for the observed correlations.

11



2. The Strength of Tobacco Control Index

After an exploratory data analysis and the principal components analysis, it appeared
as though the response variables in the correlation matrix could be separated into three
groups that, in turn, were associated with one of the constructs in the conceptual model
(resources, capacity, and efforts).

Essentially, the factor analysis allowed for use of an orthogonal transformation of
the principal components analysis results to better visualize the separation between the
three main constructs. Two algorithms for estimation were explored—principal com-
ponents and maximum likelihood—and the results were summarized by plotting the
resulting first three factor loadings in a three-dimensional plot to demonstrate how the
different constructs separate from each other in describing SOTC. This plot was gener-
ated for the factor loadings before and after the orthogonal transformation was applied.

Structural Equations Model. A structural equations model was used to compare the
relationships between observed variables from the SoTC survey and latent variables
from the conceptual model, resulting in a covariance matrix with a certain structure that
corresponded with the SoTC conceptual model. The model contains parameters that
describe the contribution of each domain to its corresponding constructs and each con-
struct to the overall measure of SOTC. These parameters were estimated with a structur-
al equations model, using the covariance matrix of observed data as input to the model.

The results of the structural equations model provide a measure of statistical sig-
nificance associated with each pathway in the conceptual model and the estimated ap-
propriate weighting factor (with error bounds) for combining the subdomains, domains,
and constructs to summarize SoTC. These weighting factors, quite naturally, are con-
sistent with the eigenvalues from the principal components analysis conducted at each
level of hierarchy within the conceptual model. The level of significance associated
with each pathway within the structural equation model was then used to reduce and
verify the conceptual model.

Results

Within-method Correlation Analysis

Within-method correlation matrices among domain-level variables are presented in
table 2.E.1. The 12 x 12 domain-level correlation matrix or the reduced 9 x 9 correla-
tion matrix that eliminates three of the variables related to the capacity construct, as
appropriate, becomes the basis for all the remaining analyses (principal components
analysis, factor analysis, and structural equations models). Subdomain variables from
within the same construct were more highly correlated than variables that came from
different constructs, exceptions being the leadership, health department infrastructure,
and staff experience domains that contribute to the capacity construct. This supported
the observed separation between the variables that contributed to the capacity construct
in factor analysis figures.

18
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2. The Strength of Tobacco Control Index

Tables 2.E.2 and 2.E.3 provide the correlation matrices among construct-level vari-
ables. As seen from these tables, each of the three main construct-level variables ap-
peared to summarize different information, since none of them are highly correlated
with each other. However, all three of these constructs make a significant contribution
to the overall summary measure of SoTC.

Principal Components Analysis

Table 2.E.4 provides the summary of the amount of variability explained within the
first three principal components, when analyzing the 12 x 12 correlation matrix among
the domain-level variables included in the SoTC conceptual model and a reduced
9 x 9 correlation matrix that eliminates three of the five domains related to capacity
construct. As demonstrated in the table, approximately 50% of the variability in the
12 x 12 (full model) correlation matrix and 60% of the variability in the 9 x 9 correla-
tion matrix (reduced model) could be explained by the first three factor loadings.

Factor Analysis

Figure 2.E.1 summarizes the factor analysis that essentially rotates the first three
principal components, allowing for graphic grouping of the “like” variables that
contribute to each of the three main constructs. This analysis demonstrates that it is
possible to group the variables in a manner that clearly separates them into the three
construct groups. The figure also demonstrates that there was substantial separation

Table 2.E.2. Within-method Correlation Analysis among Three Constructs and Overall Strength of
Tobacco Control (SoTC) for Full Model

Variables Resources Capacity Efforts SoTC
Resources 1.00 18 22 72
Capacity 18 1.00 .14 .62
Efforts 22 .14 1.00 .67
SoTC 72 .62 .67 1.00

Note: Full model consists of all 12 domain-level variables.

Table 2.E.3. Within-method Correlation Analysis among Three Constructs and Overall Strength of
Tobacco Control (SoTC) for Reduced Model

Variables Resources Capacity Efforts SoTC
Resources 1.00 .30 22 78
Capacity .30 1.00 12 .70
Efforts 22 12 1.00 .59
SoTC 78 .70 .59 1.00

Note: Reduced model consists of only 9 of the 12 domain-level variables, eliminating 3 of the 5 variables related to
capacity construct, based on the results of the structural equation model.

80



Monograph 17. Evaluating ASSIST

Tahle 2.E.4. Amount of Variability Explained by First Three Factor Loadings in Principal
Components Analysis

Model Factor loadings Cumulative eigenvalues
Full? 1 0.24

2 0.38

3 0.50
Reduced® 1 0.32

2 0.50

3 0.62

aFull model consists of all 12 domain-level variables. PReduced model consists of only 9 of the 12 domain-level vari-
ables, eliminating 3 of the 5 variables related to capacity construct, based on the results of structural equation models.

Figure 2.E.1. Factor Analysis for Full Model

Factor2
0.719
Leadership Funds
Staffing
0.411
Policy Advocacy
Individual Behaviors
0.103
Developing Local Capacity
Coalitions Inter Agency Mass Media
—-0.205
—-0.38
—0.04 Health Dept. 0.782
Infrastructure ’
Factor3 0.30 Staff 0.493
Experience (.204 Factorl
0.64 —0.085

between the five original variables that contributed to the capacity construct if viewed
at the first three eigenvectors and suggests that reduced models should be investigated.
The next section describes the results of the structural equation modeling analysis that
was performed to accomplish this.
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Structural Equation Modeling

The results of a structural equation model fit to the full conceptual model, in which
all 12 domain-level variables were entered as manifest variables in the analysis, are
summarized in figures 2.E.2 and 2.E.3 for full and reduced models.

Each of these 12 variables contributed to one of three latent variables (constructs)
in the SOTC conceptual model. The strength of these relationships is provided along
the arrows (with correlation coefficients, associated standard errors, and p values). The
error left unexplained is also provided (@2), and since this analysis was based on the
analysis of a correlation matrix, R-squared for each structural relationship can be cal-
culated as 1—variance. In addition, the p values for an overall model chi-square test and
goodness-of-fit index statistic are also provided.

Note that in 9 of the 12 cases a significant amount of the variability was explained
by the pathways in the conceptual model, the exceptions being the leadership, health
department infrastructure, and staff experience domains that contribute to the capac-
ity construct. Correlations between the three latent variables (at the construct level) are
provided in these figures as well.

The model itself (as fitted) was not particularly well suited to assess the contribu-
tions to an overall SoTC score because it would be based on combining three variables
that were already latent. However, the strength of these relationships was estimated
independently of the structural equation modeling (as seen in tables 2.E.2 and 2.E.3);
these estimates are seen in figures 2.E.2 and 2.E.3. Due to the weak relationships ob-
served for three of the five capacity construct variables, the overall fit of the full model
was not particularly good. However, figure 2.E.3 represents a reduced model (eliminat-
ing these three variables from the conceptual model) that fits the data quite well, based
on the overall model chi-square test and goodness-of-fit index statistic.
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Appendix 2.F. Construct Validation of Strength of Tobacco Control

Concept mapping (more fully described in chapter 8, pages 217-23) was used to
validate the SoTC construct. Forty-three key stakeholders in the tobacco control and
prevention field (state and local, frontline and research, experienced and relative new-
comers) were asked to identify an initial set of tobacco control program components.
Components were brainstormed over the World Wide Web, and the following focus
statement was used: “One specific component of a strong tobacco control program is...”
The statements provided by the respondents were subsequently revised and refined into
a final set of 73 components that were sorted by 41 of the original 43 respondents and
rated for whether they were a local, state, or mixed responsibility. Concept mapping was
used to analyze the sorting and rating data and to generate the conceptual framework.

The results provide a summary of what key stakeholders in the tobacco control field
identify as the components of a strong tobacco control program—components that are
congruent with the SOTC. The basic conceptual framework categorizes the 73 specific
components into 12 categories that, in turn, are grouped into four major areas (manage-
ment, processes, programs and services, and outcomes) that suggest a natural progres-
sion, or logic model (see figure 2.F.1). The framework also shows that strong tobacco
control efforts address both systemic and individual change, with respondents indicat-
ing that states should have greater responsibility for systematic change, while local
communities should have greater responsibility for individual behavior change.

Figure 2.F.1. Basic Conceptual Framework
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This chapter describes measures and methods developed for the evaluation of the
American Stop Smoking Intervention Study (ASSIST) for assessment of state and
local legislative changes in youth access laws and clean indoor air laws. Although
only the clean indoor air measure was subsequently used in the overall analysis,
these measures have broader applicability in the analysis of changes in state and
local laws for specific tobacco control policy objectives.

On the basis of state legislative data from the National Cancer Institute’s (NCI’s)
State Cancer Legislative Database (SCLD) and local data from the American
Nonsmokers’ Rights Foundation (ANRF), state-level summary scores were created
for youth access and clean indoor air policy, encompassing state legislation as well
as the incremental effect of stronger local ordinances. State scores were based on a
nine-category quantitative rating in each area, subject to a substantive numerical
penalty where preemption laws forbade the implementation of stronger local
legislation. An incremental local component to the clean indoor air scores was also
created for subareas where local laws were equivalent to or stronger than state
legislation, weighted by the percentage of the state’s population represented in the
community.

Analysis of these data showed that state summary scores for youth access
legislation increased over time from a mean of 7.20 to 11.57 accounting for
preemption, and from 8.35 to 15.59 without preemption, during the period studied
(1993-98). Summary scores for clean indoor air exhibited a smaller increase over
this period, from a mean of 7.16 to 8.02 with preemption and 8.71 to 10.98 without.
The composite state+local scores for clean indoor air also increased during this
period from a mean of 7.71 to 8.64 accounting for preemption, and perhaps more
important, there was a significant difference in these scores between ASSIST (M =
10.56) and non-ASSIST (M = 7.68) states.

Introduction

his chapter examines a tool for measuring legislative changes related to tobacco use

prevention and control, based on state and aggregated local data sources, as well as
trends in these data over the duration of ASSIST. Focusing on key areas of youth ac-
cess to tobacco products and clean indoor air policies (eliminating exposure to environ-
mental tobacco smoke), this tool ranked the extensiveness of specific legislative items
to create a summary legislative score for each of these two policy areas. The resulting
summary score for clean indoor air was used as part of the Initial Outcomes Index (I0I)
created as part of the ASSIST evaluation analysis.
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3. Measuring Policy and Legislative Changes

Governments at all levels in the
United States have enacted legislation
addressing the public health effects of
smoking. Increasingly, legislative restric-
tions are viewed as a critical component
of strategies that may also include tax
measures, media interventions, com-
munity programs, and other efforts.
ASSIST directed intervention efforts at
four policy areas: eliminating exposure
to environmental tobacco smoke, pro-
moting higher taxes for tobacco, limiting
tobacco advertising and promotions, and
reducing minors’ access to tobacco prod-
ucts. This chapter describes the system
developed to measure state and local
legislative changes in the United States.
Of these policy areas, the ASSIST evalu-
ation focused on state and local clean
indoor air laws as a variable for the I0I
because there were available data sourc-
es for this measure. A measure did not
have to be developed for state taxes on
tobacco because these data were avail-
able. The system used data from NCI’s
SCLD, data from the ANRF database
on local legislation, and policy priorities
identified for ASSIST. Raw data from
the clean indoor air model are presented
here. This chapter also reviews how the
system applies to state laws designed to
restrict minors’ access to tobacco prod-
ucts. Although originally developed for
use in the ASSIST evaluation, the tools
presented in this chapter will enable the
tobacco control and research communi-
ties to monitor progress toward specific
policy markers based on changes in state
and local laws.
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State and Local Government
Action for Tobacco Use
Prevention and Control

he volume of state and local laws on

clean indoor air and youth access to
tobacco is one indicator that legisla-
tors have responded to a health policy
approach that goes beyond individual
health risks to target broad sectors of the
population.!2 Much of the state-level
activity for clean indoor air legislation
began in the 1980s.3 Notably, 1986 was a
watershed year for scientific knowledge
about environmental tobacco smoke,
which was summarized in reports by the
surgeon general and the National Re-
search Council. These reports made the
scientific case for enacting policies to
protect the public from the effects of in-
voluntary smoking, and states responded
with laws restricting smoking in public
places.’= In 1993, the Environmental
Protection Agency released its risk as-
sessment report on the health conse-
quences of involuntary smoking, and
state legislators’ attention to the clean
indoor air issue continued to evolve in
state legislatures.® States seeking to en-
act new requirements for clean indoor air
found many prototypes in strong local
ordinances that had been enacted and
implemented in preceding years.”8

New state laws on youth access to
tobacco followed federal activity aimed
specifically at the youth cohort.” The
Synar amendment required states to
adopt and implement sales restrictions to



minors or risk losing certain block grant
funds and, in response, by 2002 all states
had enacted laws prohibiting the sale of
tobacco to minors.!? (See NCI Mono-
graph 16, chapters 6 and 9.) Addition-
ally, the Food and Drug Administration
promulgated regulations (later invali-
dated by the Supreme Court) restricting
minors’ access to tobacco.

Data from NCI's SCLD for 1993
through 1999 indicate that states were ac-
tive in passing clean indoor air laws from
1993 to 1995 but that the level of activity
flattened out in the late 1990s.!! Data on
clean indoor air and youth access laws
and regulations by local governments, col-
lected for more than two decades by the
ANRE, indicate that for the period 1980
to 1998, the number of local clean indoor
air laws and regulations enacted annually
in the United States peaked in 1993.12
For the same period, the annual number
of laws enacted to restrict youth access
to tobacco lagged behind clean indoor air
ordinances until 1994, Local activity on
youth access has slightly outpaced clean
indoor air provisions since 1994, but pas-
sage of new local ordinances in both of
these areas has slowed.!? At the time of
the ASSIST evaluation, over 1,500 com-
munities had enacted some type of clean
indoor air ordinance, and over 1,300 com-
munities had enacted some type of youth
access to tobacco ordinance.!3*

The trend toward adoption of pre-
emption language related to state clean
indoor air laws (and youth access to
tobacco laws) is well discussed in the
literature.'*13 At the time of the ASSIST
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evaluation, 27 states included preemption
provisions in connection with tobacco
control laws.!® As defined generally, state
preemption prohibits lower level jurisdic-
tions from enacting laws more stringent
than, or different from, the higher level
law.!” Both the Department of Health and
Human Services and the American Public
Health Association have issued state-
ments opposing state preemption of local
tobacco control ordinances. 817

The Value of Monitoring Policy
and Legislative Changes

he usefulness of surveillance of tobac-

co control policy change is well recog-
nized, and monitoring systems are now an
important part of tobacco control efforts
in the United States. Former U.S. Sur-
geon General David Satcher emphasized
the importance of data collection and
data analysis to identify tobacco control
problems and to make progress in solving
these problems, and he called for the rep-
lication of such systems worldwide.20

The NCI system for rating selected
tobacco control laws is a benchmark
tool: The model offers data comparing
the laws in all 50 states and the District
of Columbia to well-established public
health goals.!!2! The value of longitudi-
nal monitoring of this kind is also made
clear in Stillman et al.,22 1999, wherein
the ratings serve as a key variable in the
ASSIST IOI (along with cigarette prices
and the percentage of workers covered
by a 100% smoke-free workplace).

“Information about the ANRF database of community ordinances is located at

www.no-smoke.org/document.php?id=313.
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3. Measuring Policy and Legislative Changes

The rating system was not designed to
predict the effect of laws on behavior;
instead, it was expected that the relation-
ship between the rating data and other
variables such as prevalence and con-
sumption could be tested as it was in the
ASSIST evaluation.

The NCI rating system establishes a
numerical rating for every state based
on the extensiveness of the state’s youth
access and clean indoor air laws. The
system measures changes in these laws,
establishes a firm baseline, uses verifi-
able data based directly on state laws,
and rates the same item for every state
(with a high level of interrater agree-
ment) based on established public health
objectives.! 12! The system thereby offers
a high degree of measurability for the
ASSIST evaluation and other research.

In the ASSIST evaluation, the unit of
measure is the state; therefore, an index
to assess states based on their changes
in tobacco control policy is particularly
useful in at least two important respects.
The clean indoor air ratings serve as one
variable in the IOl and thereby as a mea-
sure of the effect of ASSIST on policy
outcomes. Specifically, for purposes of
its 101, the ASSIST evaluation used a
combined state+local clean indoor air
rating. As noted below, only local mea-
sures that were as restrictive or more
restrictive than the state law were in-
cluded in the combined rating. ASSIST
states had higher policy scores than
non-ASSIST states prior to 1995, and
the early baseline environment in these
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states may account for the new clean
indoor air laws that were enacted in later
years. In a related aspect of the ASSIST
evaluation, the combined state+local
clean indoor ratings became a variable
in the analysis of whether the initial out-
comes affected smoking prevalence and
consumption rates.>?

In another example, the NCI rating
system was also analyzed with the NCI
Tobacco Use Supplement to the U.S.
Census Bureau’s Current Population
Survey.? The analysis revealed a differ-
ential of more than 30 percentage points
among the states in the proportion of the
workforce with smoke-free policies.?* As
new findings show that there are signifi-
cant risks in even short-term exposure
to secondhand smoke,?2¢ data that help
states, cities, and countries evaluate the
extensiveness of their clean indoor air
laws will become increasingly important.

Generating quantitative indicators
based on state and local laws can help
inform decision makers about whether
specific aspects of their tobacco control
policy are in the best interests of public
health. Measures of tobacco control in-
puts are important in evaluating the com-
prehensiveness and strength of tobacco
control policies by (1) providing target
goals by which states can monitor prog-
ress, (2) facilitating comparison among
states and counties, (3) enabling lon-
gitudinal tracking of changes in policy
actions over time, and (4) measuring the
effect of the inputs on outputs or behav-
ioral and other changes.?’



Methods for Rating the
Comprehensiveness of
Tobacco Control Laws

he methods used in the ASSIST evalu-

ation for rating state tobacco control
laws have been published in detail.'!?!
This section summarizes those methods
and their limitations and presents an ad-
ditional approach used in the evaluation
for adding a local-level component to the
system for rating state clean indoor air
legislation.

Rating State Tobacco Control Laws

In 1995, NCI convened a technical
advisory committee composed of gov-
ernmental and nongovernmental tobacco
control specialists to develop a system for
rating state tobacco control laws in the
SCLD. With this effort, the NCI program
personnel and the ASSIST evaluation team
hoped to create a tool to monitor changes
in tobacco control policy in all states.

The rating system developed by the
committee included information on state
laws only; executive orders, regulations,
and nongovernmental policies were not
captured in the system. In one instance
(Maryland, 1995-99), proxy scores were
used to complete categories of a state
clean indoor air rating for which a narrow-
er statutory provision connoted a broad re-
striction upheld by the state’s highest court
in regulation form. The committee rec-
ognized that providing data on state laws
alone would not reflect overall tobacco
control policy for states. Nevertheless, a
tracking system for state laws had the ben-
efit of providing consistent, reliable data
on a critical component of state tobacco
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Rating System for State Laws

= The system has two policy areas: clean in-
door air and youth access.

= In each policy area, nine legislative items
are rated.

= Four or five decision criteria rate the exten-
siveness of each item.

= Within each policy area, the sum of the in-
dividual ratings for each of the nine items
is the summary score assigned to the legis-
lative (policy) area for the specified state.

control policy, and such data were viewed
as a potentially valuable research tool.

To identify the variables to include in
the rating system, the committee reviewed
major provisions of state laws, ASSIST
policy priorities,?82° and reports of scien-
tific research. The committee identified
nine legislative items to rate in the youth
access and the clean indoor air legislative
areas (tables 3.1 and 3.2). For the youth
access area, six items specifically address
restrictions aimed at limiting minors’ ac-
cess to tobacco products, and three items
emphasize the importance of enforcement
efforts. Similarly, for the clean indoor
air area, seven legislative items address
specific location restrictions that can af-
fect a large number of persons, and two
items address enforcement of the location
restriction laws. The ratings reflect the cu-
mulation of each state’s law over time, so
that all amendments to and repeals of the
law are incorporated in the annual scores.

Decision criteria are applied to each
legislative item to determine its rating by
number of points. The item is described
according to four or five criteria repre-
senting possible levels of requirements
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3. Measuring Policy and Legislative Changes

Table 3.1. Target Criteria Rated with 4 Points for Items in the Youth Access Policy Area

Item

1 Minimum age

Target criteria rated with 4 points

Prohibits the sale or distribution of any tobacco products to persons

under 18 years of age through any sales or distribution outlet, and a
warning sign is required at point of purchase with specific penalty for
failing to post a sign

2 Packaging

Prohibits all cigarette sales other than in a sealed package conforming

to federal labeling requirements

3 Clerk intervention

Prohibits access to or purchase of tobacco products without the

intervention of a sales clerk

4 Photographic identification

Requires merchants to request photographic identification for people

who appear to be under 21 years of age

5 Vending machines

6  Free distribution

7  Graduated penalties

Total ban on sale of all tobacco products through vending machines
in all locations

Total ban on distribution of free tobacco samples, coupons for free
samples, or rebates

Establishes a system of graduated penalties or fines applicable to

all youth access laws, to be levied within 3 years, plus possibility
of suspension or revocation of a required tobacco retail license for
repeated sales to minors

8 Random inspections

Establishes random, unannounced inspections of retailers as part of

the enforcement mechanism, using underage buyers for the purpose
of identifying violators, and does not prohibit other use of minors to

test compliance

9  Statewide enforcement
sales

Establishes a clearly designated statewide enforcement authority for

Source: Alciati, M. H., M. Frosh, S. B. Green, R. C. Brownson, P. H. Fisher, R. Hobart, A. Roman, R. C. Sciandra, and
D. M. Shelton. 1998. State laws on youth access to tobacco in the United States: Measuring their extensiveness with a
new rating system. Tobacco Control 7:345-52. Reproduced with permission of the BMJ Publishing Group.

in the item. In each instance, a score of
four points reflects the target score from
a public health policy perspective. For
example, for a law in the area of clean
indoor air, the first item applies to govern-
ment workplaces, and the target criterion
is that 100% of government worksites are
100% smoke free. An additional point is
assigned if the law specifies that govern-
ment worksites and grounds are 100%
smoke free. The five decision criteria for
government worksites describe incre-
mentally the requirements in the law that
will lead to that outcome and have rating
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points from 0 to 5 accordingly. The more
comprehensive the requirement, the more
points are assigned. See sidebar for an ex-
ample of the decision criteria for ratings.

The criteria used for rating the youth
access and clean indoor air areas were
devised to depict the degree of compre-
hensiveness and stringency of the provi-
sions in the laws. The highest rating for
some items is +35, for others the rating
is +4, and it describes an ideal situa-
tion, usually with tobacco restrictions
and population coverage at 100%. The
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Tahle 3.2. Target Criteria Rated with 4 Points for Items in the Clean Indoor Air Policy Area

Item

1 Government worksites
2 Private worksites

3 Schools

Target criteria rated with 4 points
Government worksites are 100% smoke free, no exemptions
Private worksites are 100% smoke free, no exemptions

No smoking permitted in schools during school hours or while school

activities are being conducted

4 Childcare facilities

No smoking permitted during operating hours in childcare facilities

(explicitly including licensed home-based facilities)

5 Restaurants
smoke free

6 Retail stores
free

7  Recreational/cultural
facilities

8  Penalties

Restaurants (explicitly including bar areas of restaurants) are 100%
Retail stores or retail businesses open to the public are 100% smoke
Recreational and cultural facilities are 100% smoke free

Penalties or fines, applicable to smokers and to proprietors/employers,

for any violation of clean indoor air legislation

9  Enforcement

Enforcement authority designated for clean indoor air legislation, and

sign posting is required

Source: Chriqui, J. F., M. Frosh, R. C. Brownson, D. M. Shelton, R. C. Sciandra, R. Hobart, P. H. Fisher, R. el Arculli,
and M. H. Alciati. 2002. Application of a rating system to state clean indoor air laws (USA). Tobacco Control 11 (1):
26-34. Reproduced with permission of the BMJ Publishing Group.

descending criteria reflect where on the
per-item rating scale the provisions quali-
fy in relation to the ideal. The criteria also
take into account features of the laws that
narrow their application—for example,
exclusions or explicit exemptions. For
each item, if a state law preempts stronger
local ordinances, the rating for the specif-
ic item is reduced by 2 (-2) points (with a
minimum score of 0 on each item).

A summary score, which is the mea-
sure of the comprehensiveness of the
laws, is calculated for the legislative
area for a state by adding the rating
points for all nine items for the area.
For calculating the summary score,
individual items are considered of equal
weight across the rating area. For ex-
ample, for calculation of a summary
score for clean indoor air, restrictions

on government or private worksites are
weighted equally with restrictions on
retail stores.

The maximum possible summary
score is 39 points for the youth access
area and 42 points for the clean indoor
air area. Because of the —2-point penalty
for an item that is preempted, the sum-
mary score for each policy area could be
reduced by up to 18 points. The rating
reduction for preemption was recog-
nized from the outset as a heavy pen-
alty. However, the committee deemed it
important to identify the specific items
that included preemptions rather than
to create a separate or 10th item to ac-
count for preemption because it would
be impossible to then account for how
many individual items were affected by
preemption.
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3. Measuring Policy and Legislative Changes

Item 1: Government worksites are 100 % smoke free.

Points Decision Criteria

+5 100% of government worksites and grounds (or a specified distance from entries/exits) are
smoke free, no exemptions

+4 Government worksites are 100% smoke free, no exemptions

+3 No smoking permitted in government worksites unless restricted to enclosed, separately venti-
lated designated smoking areas or government worksites are 100% smoke free, with a minimal
exemption, for example, worksites with five or fewer employees, privately enclosed offices used
exclusively by smokers, or other narrow exemption (for example, based on smoker density)

+2 Smoking in government worksites restricted to designated smoking areas that are separate
and enclosed or to enclosed, separately ventilated designated smoking areas, with a minimal
exemption

+1 Smoking in government worksites restricted only to designated smoking areas; or to desig-
nated smoking areas that are separate and enclosed, with a minimal exemption; or any stricter
requirement that applies to some but not all types of worksites (for example, warehouses ex-
empted) and/or includes more than a minimal exemption

0  No restrictions, or requirement(s) that smoking be permitted

Source: Chriqui, J. E., M. Frosh, R. C. Brownson, D. M. Shelton, R. C. Sciandra, R. Hobart, P. H. Fish-
er, R. El Arculli, and M. H. Alciati. 2002. Application of a rating system to state clean indoor air laws
(USA). Tobacco Control 11 (1): 26-34. Reproduced with permission of the BMJ Publishing Group.

The Rating Process in Detail

The following equations help to illustrate the rating process and the effect of the preemption reduction
on the individual item ratings and summary scores for a given state, s, at time . In these equations,

S, represents the summary score for state s at time 7 across each of the nine items; S,,, represents the
state summary score with the preemption reduction; p represents the 2-point preemption reduction ap-
plied to each item, 7, as appropriate; and i,, represents each of the nine items (denoted by x) in both the
youth access and clean indoor air areas for a given state, s, at time 7.

The state summary score without the preemption reduction is calculated as follows:
Sxt = ilxt + i2xt + i3xt + i4xt + int + iéxt + i7st + i8xt + i93t (31)
12=4+4+4+0+0+0+0+0+0.

The state summary score with the preemption reduction is calculated as follows:
Sxtp = (ilst _p) + (iZSt —P) + (i3xt _p) + (i4st _p) + (i5st _p) +
(i6st_p) + (i7st_p) + (iSSt_p) + (i9sl_P) (32)
6=4-2)+4-2)+4-2)+0+0+0+0+0+0.

Limitations sources for data on executive orders,
As developed in 1995, the rating sys- regulations, and nongovernmental poli-
tem included state laws only: reliable cies were too limited for inclusion at
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that time. (In the instance of Maryland’s
scores for 1995 through 1999, proxy
scores were used to complete categories
of the state clean indoor air rating for
which a narrower statutory provision
connoted a broad restriction upheld by
the state’s highest court in regulation
form.) State laws alone could not reflect
overall tobacco control policy for states;
nevertheless, the system has the benefit
of providing consistent, reliable data on
a critical component of state tobacco
control policy.

Moreover, the state rating system was
not designed as a stand-alone measure;
rather, it was intended to serve with
other variables as a measure of a state’s
overall tobacco control policy on initial
and long-term outcomes. The limitations
of the system and the decision rules ap-
plied in its creation should be considered
in light of this goal. An assessment of
the effect of the state youth access laws
on youth smoking behavior has been
published.?? Data on the effect of clean
indoor air laws!! as part of the IOI are

presented in chapter 4 of this monograph.

The rating system was not intended
to produce predictive scales for measur-
ing the effect of laws on behavioral and
other outcomes. Rather it was intended
to evaluate the extent to which state laws
met specified health policy goals and to
document changes in those laws over
time. For these reasons, no attempt was
made to give different weights to individ-
ual items within the rating scale. Analy-
ses to test the construct validity, which
might be appropriate for psychological
and behavioral research, were not ap-
plicable here for a number of reasons.
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These reasons are related not only to the
obvious limitations of the sample size
(fixed at 51), but also to the nature of

the data involved. Any attempt to relate
extensiveness of the laws to subsequent
tobacco consumption would require ad-
justments for other variables, in addition
to information about changes in laws and
tobacco consumption over time. Many
potentially mediating variables are rel-
evant here, including the implementation
and enforcement of state laws. It was an-
ticipated that the usefulness of the rating
system would be tested in its application
as a covariate or intervening variable in
subsequent research. For further discus-
sion of such variables, see chapter 5 on
state facilitating conditions.

Rating Local Tobacco Control Laws—
The Case of Clean Indoor Air

Recognizing the importance of local
policy activity related to clean indoor air,
a working group of the ASSIST Evalu-
ation Technical Expert Panel was con-
vened to adapt the state clean indoor air
rating method for use in measuring local
clean indoor air ordinances. To adapt the
method, the working group first needed
to identify the best available source of
information on local tobacco control
ordinances as a basis for understanding
the extent to which a local rating method
could be developed. Local ordinance
data available as of the end of 1998 (the
most recent data available at the time of
the ASSIST evaluation) were obtained
from the ANREF for this purpose. The
ANREF data were deemed to be the best
available source of local ordinance to-
bacco data across the states at the time;
however, the data were not entirely
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3. Measuring Policy and Legislative Changes

complete because of difficulties in col-
lecting ordinance information from local
governments. Therefore, the working
group decided to use the ANRF data as a
proxy for local ordinances in the states.

The local rating criteria and points
were devised to correspond, to the extent
possible, with the state rating categories
and points. Limitations in the ANRF
data precluded rating four of the nine
items in the state method. Accordingly,
the following five items were used to
rate the local ordinances:

Private worksites

Restaurants

Recreational and cultural facilities
Enforcement

Penalties

SNk

The categories of government work-
sites, schools, childcare facilities, and
retail stores were omitted.

Each community received a rating
for each of the five items. The summary
score for the legislative area (clean in-
door air) for a community was the sum of
the five per-item scores. A series of com-
parisons were made to adjust the local
scores for each community on each of the
five provisions to reflect whether the lo-
cal score was greater than (equation 3.3),
less than (equation 3.4), or the same as
(equations 3.5 and 3.6) the state score.

In the following equations, i, repre-
sents the per-item (x) score for state s at
time f; i, represents the per-item score
for the individual local community /o at
time f; ai,,, represents the adjusted per-
item score for the individual community
lo at time ¢. If a local score equaled a

state score, the local community was
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given 0.5 points to indicate that the lo-
cal community’s ordinance was at
least as strong as the state’s ordinance
(equation 3.5).

When the local item is stronger than the
state item,

> Ly - Alygor = Yior — Lyt

(3.3)

Lylor

When the local item is weaker than the
state item,

Lilot < List - Ayt = 0 (34)

When the local item is as strong as the
state item,

— ai,,=0.5 (3.5)

Litor = Lyst

‘When the local item and the state item
both equal 0,

> “xst

=0—ai,=0 (3.6)

Lilot = 0 xlot

Separate adjusted local item scores
were created for each community repre-
sented in the data set. Once the adjusted
local per-item scores were computed,
each score was then weighted by the
percentage of the state’s population
(perpop) represented in the community
(equation 3.7):

Weighted adjusted local per-item
score = ai,,;,, X perpop,, (3.7)

Population estimates as of July 1,
1996, were used as a proxy for the me-
dian community-level population across
the years of interest for the ratings. The
population estimates were obtained
from the U.S. Census Bureau.?! To ac-
count for possible jurisdictional overlap,
the population figures for a county ac-
counted only for the unincorporated
portions of the county. For example, the
population of the city of Rockville, an



incorporated city within Montgomery
County, Maryland, was not included in
the county’s population score.

The weighted adjusted local per-
item ratings were used to calculate
the summary scores for each commu-
nity within a state, and those were then
summed to create a total local rating for
each state. The combined state+local
score per item was calculated by adding
the state legislative rating score (incor-
porating the preemption reduction) to the
state’s local rating for each year, 1993
through 1998.

Challenges in Developing the Local
Rating System

Developing the local legislative rat-
ing methodology presented three unique
challenges. First, at the time of the
ASSIST evaluation there was no central
repository to which local governments
sent information about the tobacco con-
trol measures they had passed. Instead,
ANREF tracks and collects information
on local tobacco control policy activity,
and this database was used as a proxy
measure of local ordinance activity.

Second, local ordinances, in and of
themselves, must be examined within
their appropriate jurisdictional con-
texts. In other words, if a county has
an ordinance that restricts smoking in
restaurants to separately enclosed ar-
eas and a city within the county has an
ordinance requiring that the separately
enclosed areas also contain separate
ventilation, which ordinance would ap-
ply to restaurants in the city? From our
legal research to resolve this issue, we
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determined that the predominant scheme
emerging in regard to jurisdictional hier-
archy is that of a dominant municipality
whereby incorporated areas are ac-
corded jurisdictional precedence limited
only by state law in a given policy area.
In other words, incorporated cities’ ordi-
nances take precedence over county or-
dinances (when the city is incorporated
within the county).

Third, we had to account for the fact
that, in many instances, state law pre-
empts stronger local laws. To account for
this when creating a combined state+local
rating measure, we used the state clean
indoor air score that incorporated the
preemption reduction plus the local score,
which was weighted for the percentage
of the population covered by the local
ordinances. The working group chose not
to exclude those ordinance provisions
that might have been preempted because
excluding them would have counted the
preemption effect twice: The state score
had already been reduced by two points
for each preempted item. In addition, the
state scores that incorporate the preemp-
tion reduction were used to account for
the effect of preemption on the state’s
ability to encourage policy making and
enforcement. An alternative approach to
account for the preemption effect would
have been to use the state scores without
the preemption reduction and then to omit
local scores for items that had been pre-
empted by state law. The working group
decided against the latter approach be-
cause the local ordinance information was
proxy data and the local scores, in and of
themselves, might not accurately capture
the preemption effect.
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State and State+Local Rating
Results

he following discussion summarizes

the results of the state ratings as well
as the results of the state+local clean
indoor air ratings.” In all instances, the
overall summary scores were low and
indicated that the states (and localities
in the case of clean indoor air) were far
from meeting key public health targets
in the youth access and clean indoor air
topic areas. These results have been pub-
lished in detail .10-11-21

Youth Access Ratings

The summary scores for youth access
legislation increased over time (table
3.3). Without the preemption reduc-
tion, the youth access summary ratings
ranged from 0 to 26 points for 1993 and
from O to 30 points for 1999. With the
preemption reduction applied, the scores

ranged from O to 18 points for 1993 and
from 0 to 30 points for 1999. The states
with the highest summary scores for
1997 through 1999 did not include any
preemptive provisions in their laws.

The mean youth access summary
score without the preemption reduc-
tion increased by more than 7 points for
1993 through 1999. With the preemption
reduction applied, the mean youth ac-
cess summary rating increased only 4.37
points. As table 3.3 and figure 3.1 show,
an increasing number of state laws pre-
empted local youth access provisions in
the later years. This finding is consistent
with other studies on the prevalence of
state youth access preemption provisions
during the 1990s.15.17

Clean Indoor Air Ratings

The change in summary scores over
time was smaller for clean indoor air

“Individual state scores for clean indoor air and youth access are presented in chapter 4.

Table 3.3. Summary Scores for Youth Access Legislation, All States, 1993-99

Score 1993 1994
Score reduced for preemption
Low 0 2
High 18 21
Mean 7.20 7.94
SD 4.03 4.39
Score not reduced for preemption
Low 0 3
High 26 26
Mean 8.35 10.22
SD 4.99 5.80

Note: The maximum possible score is 39 points.
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1995 1996 1997 1998 1999
1 1 2 3 3
21 21 29 30 30
8.16 9.06 10.96 11.24 11.57
4.48 4.77 6.29 6.71 6.57
3 3 3 3 3
26 26 29 30 30
10.80 12.16 14.39 15.08 15.59
5.93 5.85 6.15 6.23 6.25
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Figure 3.1. Mean Youth Access Summary Scores hy Year and Preemption Status

16 Without preemption

(0]

Yt

§ 14

-

g 124

:

5 10

- With preemption
& 8-

g

=

3 67

]

)

= 4 H

<

Q

p= 5

0

T T
1993 1994

T
1995

T T 1
1996 1997 1998

Year

Table 3.4. Summary Scores for State Clean Indoor Air by Preemption Score Adjustment and Year,

All States, 1993-99

Score 1993 1994
Score reduced for preemption
Low 0 0
High 18 19
Mean 7.16 7.43
SD 5.54 5.45
Score not reduced for preemption
Low 0 0
High 20 31
Mean 8.71 10.02
SD 5.18 6.06

Note: The maximum score is 42 points.

than for youth access (table 3.4). The
high scores (both with and without the
preemption reduction) did not change
after 1995. Without the preemption re-
duction, the scores ranged from 0 to 20
points for 1993 and from O to 31 points

1995 1996 1997 1998 1999
0 0 0 0 0
23 23 23 23 23

7.86 7.71 7.71 7.84 8.02

592 5.94 5.94 5.98 6.02

0 0 0 0

31 31 31 31 31
10.67 10.67 10.67 10.80 10.98
6.11 6.11 6.11 6.08 6.03

for 1999. With the preemption reduction
applied, the scores ranged from O to 18
points for 1993 and from O to 23 points
for 1999.

The mean summary scores without
the preemption reduction did not change
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Figure 3.2. Mean Clean Indoor Air Summary Scores by Year and Preemption Status
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between 1995 and 1997, and the mean
scores with the preemption reduction de-
creased from 1995 to 1996 and remained
the same through 1997. In both cases,
the difference between the mean scores
remained stable at 2.96 points for 1996
through 1999 (figure 3.2). Thus, the
clean indoor air summary scores were
continuously affected by preemption
during the 1990s.

State+Local Clean Indoor Air Ratings

As noted above, for the purpose of the
ASSIST evaluation, a measure was con-
structed that could be used to examine the
combined effect of state+local laws on
initial and later outcomes. Also, the data for
this analysis covered 1993 through 1998
and reflect the state clean indoor air score
(with preemption) plus the additional local
score weighted for the percentage of the
population covered by the local ordinances.
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A comparison of the summary
scores for the state+local clean indoor
air legislation for 1993 through 1998
(table 3.5) with the state clean indoor
air scores with preemption (table 3.4)
shows that, for the most part, the ad-
dition of the local score increased the
clean indoor air rating over time. The
addition of the local ratings to the state
ratings increased the mean total scores
consistently over time from 0.55 points
for 1993 to 0.77 points for 1997, but
the mean scores decreased between
1997 and 1998 to 0.62 points (tables
3.4 and 3.5). The variance in the scores
(as measured by the standard deviation)
also decreased with the addition of the
local scores. By the end of 1998, the
means of the combined scores for states
with preemption increased by .9 points,
but the combined scores continued to
reveal how far both states and locali-
ties were from meeting tobacco control



policy targets in restricting exposure to
environmental tobacco smoke.

Not accounting for other state condi-
tions or factors, the scores for ASSIST
state state+local clean indoor air scores
were greater than the scores for non-
ASSIST states (table 3.6). Across all
years, minimum and mean scores were
greater for the ASSIST states than for
the non-ASSIST states and indicated that
the ASSIST states may have started out
with stronger laws. Although the highest
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score among the non-ASSIST states was
greater than for any of the ASSIST states,
the deviation between the scores within
the ASSIST group was smaller and possi-
bly indicated that local governments were
more active in the ASSIST states than in
the non-ASSIST states. (See chapter 4 for
a further discussion of the adjustments
that were made to the state+local scores
for inclusion in the ASSIST IOI, and for
a discussion of the significance of the
scores by ASSIST state status.)

Tahle 3.5. State+Local Clean Indoor Air Summary Scores by Year, 199398

Score 1993 1994
Low 0 0

High? 18.00 19.98
Mean 7.71 8.08
SD 5.32 5.19

1995 1996 1997 1998
0 0 0 0
24.10 24.10 24.10 24.10
8.55 8.43 8.48 8.64
5.73 5.77 5.80 5.83

Note: The maximum score is 42 points. The state score reflects the state score adjusted for preemption.

“Maryland was the outlier in all years, due to passage of the Maryland Occupational and Safety Health (MOSH)
regulation prohibiting workplace smoking, along with the lack of preemption legislation.

Tahle 3.6. State+Local Summary Scores for Clean Indoor Air for ASSIST and Non-ASSIST States,

1993-98

Score 1993 1994

Non-ASSIST
Low 0 0
High 18.00 18.00
Mean 6.80 6.95
SD 5.49 5.05

ASSIST
Low 1.86 3.57
High 16.33 19.98
Mean 9.54 10.32
SD 4.58 4.83

Note: The maximum score is 42 points.

1995 1996 1997 1998
0 0 0 0
24.10 24.10 24.10 24.10
7.59 7.60 7.66 7.68
5.99 5.99 6.04 6.06
3.44 3.06 3.06 3.06
20.18 20.39 20.47 20.31
10.47 10.07 10.13 10.56
4.75 5.07 5.06 4.96
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Summary

Tobacco use prevention and control are
public health issues that have been ad-
dressed by federal, state, and local gov-
ernments through laws and other policy
instruments, and longitudinal monitoring
of policy and legislative changes is fun-
damental to tobacco control. Enactment
of tobacco control laws, however, estab-
lishes only a framework for preventing
and controlling tobacco use. Enforcement
of these laws is equally—if not more—
challenging than getting the laws passed.

Tobacco control policies are also ac-
complished through means other than
state laws. While there is no compre-
hensive database for the various inputs
involved, there are some data that move
in this direction—for example, data on
trends in smoking policies for workers
and occupations due to mandated and
voluntary actions3? and data on hospital-
based smoking bans.33 In addition, there
is a need for data on intermediate indica-
tors related to tobacco control policies
and laws, specifically, changes in knowl-
edge of health consequences and knowl-
edge of codified laws.3*

Former U.S. Surgeon General Satcher
characterized data monitoring and analy-
sis as critical public health tools.?0 In
line with the former surgeon general’s
global thinking on this issue, a world-
wide tracking system of comprehensive
measures for change in tobacco control
policy would be an invaluable tool. Cur-
rent databases that capture state (and
local) tobacco control legislation in the
United States can help lay the ground-
work for such an effort.
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The ASSIST evaluation used data
from NCI’s SCLD (www.scld-nci.net)
for state youth access and clean indoor
air laws. NCI’s SCLD program has
monitored state tobacco control laws
since 1993 and makes data available to
the research and public health communi-
ties. In addition, the SCLD Updates In-
dex, a searchable quarterly summary of a
wide range of cancer-related legislation,
provides current information on tobacco
laws. Information on tobacco-related
state legislation is also available from
three other sources:

= The State Tobacco Activities Tracking
and Evaluation System (STATE,;
http://apps.nccd.cdc.gov/statesystem),
is a CDC database that monitors state
tobacco control laws and executive
orders.

= State Legislated Actions on Tobacco
Issues (SLATTI) of the American Lung
Association (www.lungusa.org) is an
advocacy-based reporting service on
state tobacco control measures.

= The Campaign for Tobacco-Free
Kids (www.tobaccofreekids.org) is a
nonprofit, nongovernment initiative
that provides tobacco control-related
information such as state and federal
tobacco tax rates, and the current
status of tobacco-relevant legislation.

A number of state legislatures have
searchable data on tobacco control laws
available on their Web sites; however,
the state legislative information available
varies greatly by state in terms of the fre-
quency of updating. In addition, the state
legislatures often note that the material
provided on the Web site does not reflect
an “official” version of the law and that



it must be obtained from hard copy vol-
umes produced by the legislature.

For legislation on local clean indoor
air, the ASSIST evaluation used the da-
tabase of the ANRF (www.no-smoke.
org), a nonprofit organization that has
tracked local tobacco control ordinances
and health regulations since 1985. Some
state and local governments and re-
search organizations, such as the Robert
Wood Johnson Foundation-supported
ImpacTeen project (www.impacteen.org)
at the University of Illinois at Chicago,
also collect local tobacco control ordi-
nance information for use in research
and policy efforts. Given the difficulty
of monitoring legislative changes at the
local level, developing a coordinated and
comprehensive approach to collecting
data will be important.

Uniform data on local tobacco control
laws are more difficult to collect and
analyze than state laws, but the comple-
ment of state+local data offers consider-
able potential for refining and specifying
changes in tobacco control policy na-
tionwide. As local tobacco policy infor-
mation becomes more readily available,
new measures will be needed that can
be used to evaluate the effect of policy
on initial and later behavioral outcomes.
Tools such as the I0I can be applied
more extensively to tobacco control
measures once more data are available.

Finally, researchers face both the op-
portunity and the challenge of linking
data and data analyses of governmental
action on tobacco use prevention and
control to other relevant data sets. The
ASSIST evaluation broke new ground
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in measuring policy outcomes with the
101, which includes state and local clean
indoor air scores and other variables. Re-
search that builds on available and new
measurement tools will have important
benefits for long-term tobacco control.
Some researchers are already using
tobacco control policy markers for re-
search in this promising direction.2439

Conclusions

1. As part of the ASSIST evaluation, a
measure of legislative changes was
developed in two areas: youth ac-
cess to tobacco products and clean
indoor air. The resulting clean indoor
air score became a component of the
Initial Outcomes Index used in the
overall analysis.

2. The methodology for the measure-
ment of legislative policy change
involved a rating scale applied to nine
target criteria within each policy area,
based on state-level data compiled
from the National Cancer Institute’s
State Cancer Legislative Database
and aggregated local data from the
American Nonsmokers’ Rights Foun-
dation. Penalty values were applied
to states with preemption laws, while
population-adjusted incremental
values were added in cases where
stronger local laws existed.

3. Target criteria for youth access to
tobacco included minimum age, pack-
aging, clerk intervention, photograph-
ic identification, vending machines,
free distribution, graduated penalties,
random inspections, and statewide
enforcement. Target criteria for clean
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indoor air included government
worksites, private worksites, schools,
childcare facilities, restaurants, retail
stores, recreational/cultural facilities,
penalties, and enforcement.

During the period of study from 1993
to 1999, mean summary scores for
youth access legislation increased
4.37 points from 7.20 to 11.57 when
adjusted for preemption, and 7.24
points from 8.35 to 15.59 without
this adjustment. Similarly, mean
summary scores for clean indoor air
legislation increased 0.86 points from
7.16 to 8.02 when adjusted for pre-
emption, and 2.27 points from 8.71 to
10.98 without this adjustment.
Beyond the immediate use as out-
come metrics within the ASSIST
evaluation, this effort was a valuable
test case for the quantitative measure-
ment of legislative policy outcomes
for a broad range of future tobacco
use prevention and control issues.
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Some outcomes of a tobacco control program, such as tobacco use prevalence,
may become clear only over a period of many years. Therefore, initial and
intermediate outcome measures, which in turn can be related to final outcomes such
as smoking prevalence, represent an important tool for program evaluation. This
chapter discusses criteria for measurement of initial and intermediate outcomes
from tobacco control programs, the development of a specific metric (the Initial
Outcomes Index; 10I) for the American Stop Smoking Intervention Study (ASSIST)
evaluation, and the 1OI’s association with final outcomes such as tobacco use
prevalence and consumption.

The 101 was formed from three initial outcomes, each of which was significantly
correlated with reduced prevalence and consumption levels at baseline in 1993:
total cigarette price, a rating of local and state clean indoor air policies, and the
percentage of workers covered by 100% smoke-free workplaces. The 10l index
value was formed from equal weightings of these three factors, normalized at
baseline, because the results of a principal components analysis showed very similar
loadings.

Over the period of study from 1992 through 1999, 65% of ASSIST states showed
an increase in 101 greater than the mean for all states, versus only 32% of non-
ASSIST states. In a comparison of 101 results with final outcomes, 101 showed a
significant association with prevalence and consumption levels throughout the study
period, whereas the only 1Ol factor that showed a significant association between
changes over time and changes in outcomes was a strong relationship between
cigarette price and per capita consumption. Nonetheless, the data produced from
this evaluation serve as an important baseline for future efforts to track initial
outcomes that relate tobacco control program effects to long-term outcomes.

Introduction

his chapter discusses the process of defining initial outcomes for ASSIST and the

criteria used to ultimately define the IOI used in the ASSIST evaluation analysis.!
As discussed in more detail in chapter 9, part of this analysis examined the relationship
between these initial outcomes and other evaluation metrics as well as final outcomes
such as tobacco prevalence and per capita consumption. This IOl was designed to serve
as a near-term measure for the effectiveness of ASSIST interventions.

In an effective tobacco control program, it is reasonable to expect that early, or
initial, outcomes of the interventions would relate to later outcomes, usually defined
as declines in tobacco use. However, changing the smoking behavior of a population
does not necessarily occur immediately subsequent to a tobacco control program. For
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example, increased tobacco taxes are
associated with decreased experimental
and established smoking among youth,?
but this effect would not be reflected

in smoking prevalence rates for several
years. Therefore, policy makers need
more proximal measures of program ef-
fects to protect and advocate for program
funding as well as to evaluate program
progress. This chapter explains the con-
cept and importance of measuring initial
outcomes and presents criteria for evalu-
ators to consider in defining and select-
ing those outcomes in their evaluations
of program effects, followed by a discus-
sion of the specific initial outcomes se-
lected for the ASSIST evaluation.

For ASSIST, the units of observation
for these outcomes were the 50 states
of the United States and the District of
Columbia. Because only 51 units of ob-
servation were available for the ASSIST
evaluation, for statistical purposes it was
necessary to combine the selected ini-
tial outcomes into a single measure, the
IOI. The methodology for constructing
the ASSIST IOI and its relation to the
measures describing the ASSIST final
outcomes (reduced adult smoking preva-
lence and lower adult cigarette consump-
tion rates) are described below. Data for
each initial outcome are also described
and tabulated.

Tobacco Use OQutcome
Measures

The two most widely used and gener-

ally accepted indicators of population
tobacco use are smoking prevalence and
per capita cigarette consumption.? These
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measures are used in this chapter and in
chapter 9, which provides a comprehen-
sive analysis of final outcomes as part of
the evaluation of the ASSIST interven-
tion. This section gives a brief description
of the data sources for these measures as
used in the ASSIST evaluation.

Adult Smoking Prevalence

Adult (18 years old and older) smok-
ing prevalence estimates for each state
and for the District of Columbia were
obtained from the Tobacco Use Supple-
ment to the Current Population Survey
(TUS-CPS).* The baseline prevalence
estimates were from the September
1992, January 1993, and May 1993
TUS-CPS, and the estimates at the end
of the intervention period were from the
September 1998, January 1999, and May
1999 TUS-CPS.#

The CPS is a nationwide population
survey (civilian, noninstitutionalized
population, 15 years old and older)
conducted continuously by the U.S.
Bureau of the Census for labor force
monitoring.> Briefly, the CPS includes
a probability sample based on a strati-
fied sampling scheme of clusters of four
neighboring households identified from
the most recent decennial census, updat-
ed building permits, and other sources.
All strata are defined within state bound-
aries, and the sample is allocated among
the states so that state-specific estimates
can be computed. National Cancer Insti-
tute (NCI) staff developed the TUS, and
trained Bureau of Census interviewers
pretested it prior to its implementation.

For the TUS-CPS, all household
members 15 years old and older are



asked to answer two questions that de-
termine their current smoking status:

(1) whether they have smoked at least
100 cigarettes in their entire life and (2)
whether they now smoke cigarettes every
day, some days, or not at all. To be con-
sidered a current smoker, respondents
must answer yes to the first question and
every day or some days to the second. If
one or more household members are not
present at the time of the initial house-
hold interview, they are called later and
administered the TUS-CPS by telephone.
Even so, not all household members an-
swer the TUS-CPS. (The response rate
is between 75% and 85%.) The answers
on smoking status are obtained from a
proxy respondent for each household
member not present at the time of the
household interview and are replaced
with self-response data following the
administration of the TUS-CPS. For the
present analyses, both proxy and self-
report data on smoking status were used.
Smoking prevalence was computed as
the percentage of all adult respondents
who were identified as current smokers.

Per Capita Cigarette Consumption

Until late 1998 when it was dis-
banded, the Tobacco Institute compiled
cigarette sales data monthly in each
state for federal tax reporting purposes.®
Since then, individuals from the institute
formed a consulting firm, and now they
produce the same data as part of the eco-
nomic consulting firm Orzechowski and
Walker, with support from the tobacco
industry.” These data are reported an-
nually (November 1 to October 31) to
the Federal Trade Commission, which
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publishes the new data each year along
with those from past years.

As these data are from wholesale
warehouse removals, there is consider-
able variation from one month to the
next—in particular, the levels of remov-
als in the last month of any quarter are
strongly correlated with the removals
in the first month of the next quarter.
This variation has little to do with actual
consumption and likely reflects business
practice. To remove this source of vari-
ability, data were combined into two-
month intervals with December/January,
February/March, and so on treated as
single intervals. To convert the sales data
to per capita cigarette consumption, the
mean number of packs removed from
warehouses in a given interval was divid-
ed by the total population of adults aged
18 years old and older in each state at
each bimonthly time point. Annual popu-
lation totals are available from the U.S.
Bureau of the Census,319 and these were
interpolated to obtain the population at
given times (interval midpoints) during
the year. For the analyses described in
chapter 9, the bimonthly values were
analyzed. For this chapter, generally the
data were aggregated for the periods
August/September through April/May
to correspond to the period when adult
smoking prevalence estimates were ob-
tained from the TUS-CPS.

Although a decline in smoking preva-
lence is generally reflected in a decline
in per capita cigarette consumption, the
opposite may not occur. Current smokers
could choose to smoke less instead of
quitting, or new, younger smokers could
reach adulthood with a lower level of
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consumption than the level of consump-
tion of smokers in previous cohorts.

In these situations, prevalence would
remain constant, but per capita consump-
tion would decline.

Defining and Selecting Initial
Outcomes

nce a tobacco control program is un-

der way, early intervention strategies,
if effective, should begin to foster soci-
etal changes that will ultimately result in
lower smoking prevalence and per capita
cigarette consumption. These two results
are the final outcomes of the program,
and they, in turn, will lead to reductions
in smoking-related morbidity and mor-
tality, the public health goals of tobacco
control. Comprehensive tobacco control
programs with appropriate monetary and
human resources undertake a variety of
efforts aimed at influencing the social
environment, such as the following:

= Educating the public

= Advocating for the enactment of new
legislation or policies

= Promoting smoking cessation through
clinics and telephone helplines

= Advocating for increased enforcement
of laws restricting smoking or
restricting sales of tobacco products to
minors

= Forming coalitions of advocates to
conduct tobacco control efforts!!-12

Although the effects of each of these
efforts on smoking prevalence or ciga-
rette consumption may not be known
for years, early effects or reactions in
the O- to 2-year aftermath can be defined
and tracked. These effects are initial
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outcomes. For example, an initial out-
come may be the passage of a law that
prohibits smoking in public buildings
or the adoption by businesses of smoke-
free workplace policies. These initial
policy outcomes might lead directly

to the final outcomes. (For example, a
smoker in a smoke-free workplace might
smoke less or quit altogether.) However,
another outcome, an intermediate out-
come, such as enforcement of the law or
policy, might be necessary for the final
outcome to occur. For example, unless
clean indoor air policy is enforced, it
may not have an effect on smoking be-
havior. Whether an outcome is initial or
intermediate is usually determined from
the strategic plan of the tobacco control
program, which sets forth the specific
tactics and outcomes expected from
those tactics.

Initial and Intermediate Outcomes
Versus Other Forces of Change

It is not always clear whether an
outcome is an initial or an intermediate
outcome or whether it is directly at-
tributable to an intervention’s specific
activities or to a change that is already
occurring in society. While it is gener-
ally easier to link an initial outcome to
a specific intervention, the link for an
intermediate outcome may be somewhat
more difficult to establish. These points
are illustrated in the examples below.

New legislation pertaining to restrict-
ing smoking in the workplace is clearly
an initial outcome. However, increased
levels of workers’ reports of workplace
smoking restrictions, more of an inter-
mediate outcome, might come about
through means other than just legislation.
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Examples of Initial Outcomes

Examples of initial outcomes for the types of efforts mentioned in this section include the following:

» Awareness of media campaigns. Media campaigns are one tool that tobacco control programs can
use to educate the public. Such campaigns have focused on the health risks that cigarette smoke
poses both to smokers and to nonsmokers, especially children. Some campaigns have been primarily
informational about the dangers of smoking; others have directly attacked the tobacco industry. A
measurable initial outcome of such efforts could be the rate of recall that the public has of specific
media campaigns, assessed through surveys. Another outcome might be the change in the popula-
tion’s smoking-related knowledge or attitudes.

= News coverage. Calling journalists’ attention to important issues related to tobacco (e.g., newly
documented adverse health effects, the benefits of new policy initiatives) is a strategy for encourag-
ing the public and policy makers to support the enactment of tobacco control policies. A measurable
initial outcome of these media advocacy efforts could be the number of published news stories and
editorials that present the issue favorably to tobacco control. With resultant increased public support,
an intermediate outcome might be passing legislation that has been associated with quitting smoking
(e.g., clean indoor air laws) or better enforcement of current legislation.

= Use of cessation assistance. Many comprehensive programs offer smoking cessation assistance to
smokers through local programs or statewide telephone helplines. A measurable initial outcome of
these programs could be the number of individuals attending the cessation programs or calling the
helpline.

» Enforcement of laws forbidding sales to minors. At the time a tobacco prevention and control pro-
gram is implemented, a law might already be on the books that prohibits sales of tobacco to minors,
but it is not being enforced. A strategy of the program might be to increase enforcement by working
with the local agency that has responsibility for enforcement or to increase compliance by educating
merchants about the law and the benefits of enforcing the law. A measure of the initial outcome of
these efforts could be the results of sales checks in which minors attempt to buy cigarettes.

= Formation of coalitions. As soon as possible in the start-up of a community-based program, all
members of the community—usually represented by organizations—who would have an interest in
preventing and controlling tobacco use should be invited and involved in planning and conducting
the strategies. The initial outcome is the formation of a coalition, which can be measured by the

number of members and the type of community representation in the coalition.

For instance, some large corporations,
subject to smoke-free workplace laws in
some states, extend such policies to cov-
er all of their facilities nationwide. Also,
smoke-free policies in some locales are
a result of health department regulation
rather than legislation. Thus, workers’
reports of a 100% smoke-free work-
place might be a measure of the reach or
strength of legislation or regulation, or
the reports might reflect prevailing and
expanding social norms.

A little further downstream from the

initiation of a tobacco control policy,

and more clearly an intermediate out-
come, is the level of report of smoke-free
homes. Increased population knowledge
about the dangers of secondhand smoke
would be the initial outcome result from
a tobacco control program’s media cam-
paign (intervention) to educate the public
about the dangers of secondhand smoke.
Armed with this knowledge, people then
may increasingly decide to restrict or
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ban smoking altogether in their homes.
However, tracking that decision to an in-
tervention is not necessarily straightfor-
ward; other program elements, including
workplace smoking restrictions, may
have influenced or facilitated the deci-
sion to have a smoke-free home.

Thus, in selecting outcomes to mea-
sure, it is important that program plan-
ners and evaluators at least in theory be
able to relate the activities of the inter-
vention to the outcome to be measured
and recognize that other factors might
also bring about the initial or intermedi-
ate outcome of interest.

Criteria for Selecting Initial Outcomes
in Evaluations of Tobacco Control
Efforts

The four criteria for selecting initial
outcomes to include in an evaluation are
the following:

1. The outcome must be consistently
measurable across all units of the
evaluation and over time. While
states are a logical unit for evalua-
tion, a local government may also
want to track its progress over time
and institute surveillance systems for
this purpose. Evaluating a particular
tobacco control program over time, or
comparing different tobacco control
programs (e.g., states) at a given point
in time, requires standardized means
of collecting information and con-
structing the appropriate measures. If
the nature of the measure (e.g., how
data are gathered or reduced) changes
even slightly, it will be impossible
to determine whether any changes in
the resulting values are from actual
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changes in the population or are sim-
ply an artifact of the new measure.
One mechanism for gathering con-
sistent and comprehensive data is a
national population survey. With stan-
dard sampling plans and methodolo-
gies and a standard set of questions,
population surveys can serve as a sur-
veillance system for initial, intermedi-
ate, and final outcomes expected from
a tobacco control program.

. There must be sufficient variability in

the measure across the units of obser-
vation and/or over time. If little vari-
ability exists, it would not be possible
to meaningfully rank the units accord-
ing to the level of the particular initial
outcome. And if all units changed in
lockstep, there would be no basis for
comparing trends over time.

. The initial outcome should be a po-

tentially caused result of an interven-
tion undertaken as part of a tobacco
control program. For example, ciga-
rette prices will increase if the legis-
lature passes a new excise tax. Sales
of cigarettes to minors should decline
if enforcement of youth access laws
is increased. In these examples,
cigarette price and test-buy data are
the initial outcomes. It is not always
possible a priori to know how the ini-
tial outcomes will change over time.
Change may occur so slowly that
there is little to analyze, or so rapidly
and in lockstep that attribution to the
intervention is difficult. Evaluators
should learn from the experiences of
others regarding which initial out-
comes might provide the best indica-
tor of an intervention’s effect.

. Either preexisting evidence should

indicate an association, or in its



absence there should be at least a
potential link between the initial out-
come and the ultimate outcomes. As
an example, the level of media atten-
tion given to tobacco-related issues
should raise public awareness and
knowledge as well as influence policy
makers. This in turn could influence
social norms, which ultimately may
discourage smoking initiation and
increase smoking cessation, leading
to reduced per capita cigarette con-
sumption and smoking prevalence.
However, the level of media attention
may not actually correlate signifi-
cantly with the level of per capita
cigarette consumption or smoking
prevalence until a number of years
have passed. A lag would be expected
between the initial outcome and its
effect on smoking behavior.

Initial Outcomes Selected for
the ASSIST Evaluation

For the evaluation of ASSIST, three
initial outcomes were selected: (1)
cigarette price (including tax), (2) rat-
ing of local and state clean indoor air
policies, and (3) percentage of workers
covered by 100% smoke-free work-
places. The discussion in this section
focuses on the rationale for selecting the
initial outcomes for the ASSIST evalu-
ation, variability of the initial outcomes
across the states (the unit of measure for
the ASSIST evaluation), and the rela-
tion of the initial outcomes to the final
outcomes. In addition to the criteria

for selecting a useful initial outcome
(described in the preceding section),

the ASSIST evaluation required that
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ASSIST Policy Areas

Following the ASSIST framework, the 17
ASSIST states promoted interventions in four
policy areas, expressed as objectives in the
“ASSIST Program Guidelines for Tobacco-
Free Communities’:

Eliminate environmental tobacco smoke in
all areas where others may face involuntary
exposure and the serious health risks as-
sociated with inhalation of other people’s
tobacco smoke.

Eliminate all tobacco product advertis-
ing and promotion, other than point-of-
sale and objective product information

advertising.

Reduce access to and availability of tobac-
co products, particularly to persons under
the legal age of purchase.

Reduce consumption of cigarettes and oth-
er tobacco products through price increases
using increased taxes and other costs im-
posed on tobacco products.

Source: ASSIST Coordinating Center. 1991.
Overview. ASSIST program guidelines

for tobacco-free communities. Internal
document, ASSIST Coordinating Center,
Rockville, MD (p. 12).

baseline data (just prior to the onset of
the program) for each initial outcome
measured be available at several points
through the end of the program.

A central component of the ASSIST
model is the use of policy to change
physical environments and influence
social norms that in turn help shape
health-related behavior. To achieve these
objectives, the ASSIST program guide-
lines required the states to implement
interventions in four policy areas: clean
indoor air, restricted tobacco advertising
and promotion, reduced access to to-
bacco products by minors, and price
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increases of tobacco products. The initial
outcomes measured in the evaluation
derive from these policy areas and inter-
ventions. However, because the actual
initial outcomes to be monitored were
not selected until after the ASSIST inter-
vention began, appropriate data related
to restriction of advertising and promo-
tions and to reduced access to tobacco
products were not included as part of the
data collection at baseline. Thus, initial
outcomes related to these two interven-
tions could not be assessed.

Cigarette Price

The cost of a pack of cigarettes to
the consumer reflects the selling price,
federal and state excise taxes, and state
and local sales taxes. Research has es-
tablished that smokers are sensitive to
the cost of cigarettes; smokers change
the amount they purchase in accordance
with the price they have to pay. Stud-
ies consistently estimate the adult price
elasticity of demand' to be about —0.4.
This means that for every 10% increase
in cigarette prices, demand for cigarettes
should fall by 4%.14.15

While the amount of state excise tax
could also be considered an initial out-
come, the ASSIST evaluation uses the
total price of a pack of cigarettes because
the tobacco industry sometimes tempo-
rarily changes the price of cigarettes to
counteract a tax increase. It is the total
cost of cigarettes to the consumer that
affects consumption; therefore, price, not
tax, was the initial outcome selected for
the evaluation.

Because the ASSIST evaluation ex-
amined trends over time, the average
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cigarette price for each state and for each
year was adjusted to the baseline period
using the consumer price index. The ad-
justed prices are referred to as the “real”
prices of cigarettes in each year.

Table 4.1 shows the real cigarette
prices for each state from baseline to
the end of the ASSIST program (as of
November of each year). Considerable
variability is apparent in the real price of
cigarettes among the states in any given
year. At baseline (1992-93), the price
of cigarettes ranged from $1.53/pack in
Kentucky to $2.32/pack in Hawaii. Over
the course of ASSIST, many states raised
their tobacco excise taxes, and the to-
bacco industry raised cigarette prices in
1998 after the Master Settlement Agree-
ment was final. Thus, the average price
per pack over all states increased from
$1.90/pack at baseline to $2.15/pack at
the end of the program (1998-99). The
pack price decreased slightly over the
ASSIST period in Minnesota but in-
creased by $0.80 in Alaska.

The relationship between the real
price of cigarettes at baseline and adult
smoking prevalence!¢ for each state is
shown in figure 4.1 (r =-.39, p < .01).
In this figure and in subsequent figures,
it should be noted that values at the ex-
tremes can influence the magnitude of
the correlation coefficients. However,
even after omitting extreme values, the
weaker correlations were still statisti-
cally different from zero (p < .05).

Figure 4.2 shows the correlations at
baseline between real cigarette price and
adult per capita cigarette consumption.
The values for per capita cigarette
consumption are the average of the
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Tahle 4.1. Real Price of Cigarettes, 199299
(Shading indicates ASSIST states.)

State 1992-93 1993 1994 1995 1996 1997 1998 1998-99 Change
AK 2.161 1.963 1.918 1.969 1.929 2.617 2.845 2.963 0.802
AL 1.800 1.570 1.534 1.522 1.569 1.661 1.768 1.898 0.098
AR 1.892 1.731 1.670 1.622 1.703 1.730 1.883 2.002 0.110
AZ 1.887 1.662 1.628 2.019 2.096 2.132 2.284 2.394 0.507
CA 2.183 1.997 1.992 1.963 1.928 1.963 2.092 2.539 0.356
CO 1.661 1.497 1.564 1.571 1.569 1.637 1.773 1.901 0.240
CT 2.162 2.127 2.071 2.023 1.993 2.035 2.175 2.309 0.147
DC 2.233 2.210 2.237 2.281 2.190 2.207 2.330 2.448 0.215
DE 1.812 1.488 1.531 1.567 1.546 1.579 1.722 1.852 0.040
FL 2.018 1.775 1.746 1.768 1.742 1.787 1.985 2.104 0.086
GA 1.693 1.493 1.513 1.493 1.474 1.531 1.684 1.799 0.106
HI 2.318 2.190 2.263 2.224 2.265 2.382 2.724 2.843 0.525
1A 1.963 1.763 1.791 1.786 1.793 1.796 1.945 2.069 0.106
D 1.767 1.549 1.634 1.719 1.740 1.728 1.916 2.029 0.262
1L 1.962 1.887 1.869 1.859 1.895 1.897 2218 2.341 0.379
IN 1.646 1.511 1.470 1.443 1.478 1.540 1.728 1.851 0.205
KS 1.813 1.638 1.655 1.628 1.613 1.703 1.884 1.993 0.180
KY 1.526 1.376 1.360 1.369 1.391 1.451 1.651 1.758 0.232
LA 1.843 1.607 1.551 1.596 1.564 1.700 1.876 2.002 0.159
MA 2.053 1.963 2.054 2.016 2.308 2.392 2.572 2.689 0.636
MD 1.998 1.782 1.765 1.731 1.805 1.827 2.001 2.111 0.113
ME 2.025 1.850 1.866 1.834 1.810 2.050 2.456 2.543 0.518
MI 1.886 1.665 2.260 2.254 2.229 2.273 2.408 2.531 0.645
MN 2.263 2.044 2.050 2.053 2.076 2.062 2.105 2.243 -0.020
MO 1.625 1.493 1.489 1.545 1.533 1.593 1.780 1.884 0.259
MS 1.863 1.641 1.571 1.595 1.625 1.655 1.854 1.979 0.116
MT 1.746 1.479 1.480 1.453 1.483 1.546 1.704 1.808 0.062
NC 1.571 1.377 1.413 1.405 1.421 1.539 1.691 1.808 0.237
ND 1.868 1.868 1.815 1.795 1.854 1.914 2.054 2.187 0.319
NE 1.842 1.746 1.712 1.709 1.743 1.803 1.950 2.074 0.232
NH 1.769 1.542 1.561 1.562 1.589 1.736 1.935 2.057 0.288
NJ 2.137 1.905 1.903 1.911 1.858 1.950 2.511 2.624 0.487
NM 1.778 1.626 1.634 1.657 1.664 1.699 1.839 1.977 0.199
NV 2.099 1.987 1.937 1.927 1.903 1.882 2.082 2.222 0.123
NY 2.106 2.108 2.096 2.059 2.082 2.100 2.289 2411 0.305
OH 1.726 1.556 1.558 1.554 1.572 1.603 1.764 1.886 0.160
OK 1.875 1.665 1.601 1.572 1.619 1.688 1.844 1.963 0.088
OR 1.887 1.744 1.806 1.768 1.778 2.063 2.243 2.346 0.459
PA 1.904 1.643 1.635 1.662 1.687 1.779 1.884 2.021 0.117
RI 2.049 1.768 2.130 2.130 2.087 2.187 2.342 2.462 0.413
SC 1.681 1.428 1.400 1.450 1.456 1.527 1.646 1.772 0.091
SD 1.825 1.568 1.601 1.651 1.697 1.769 1.875 1.989 0.164
TN 1.812 1.606 1.581 1.565 1.566 1.601 1.784 1.908 0.096
TX 2.120 1.864 1.876 1.857 1.815 1.893 2.075 2.189 0.069
UT 1.860 1.656 1.684 1.695 1.756 2.059 2.220 2.333 0.473
VA 1.725 1.598 1.567 1.544 1.499 1.491 1.665 1.784 0.059
VT 1.802 1.638 1.601 1.912 1.906 1.982 2.133 2.245 0.443
WA 2.167 2.285 2.294 2.435 2.538 2.561 2.654 2.780 0.613
WI 2.027 1.834 1.876 1.950 1.895 1.946 2.218 2.331 0.304
wv 1.739 1.555 1.579 1.541 1.537 1.605 1.775 1.874 0.135
WY 1.638 1.441 1.457 1.506 1.476 1.487 1.646 1.775 0.137
Overall

Mean 1.898 1.725 1.742 1.759 1.771 1.850 2.029 2.155 0.257

SD 0.191 0.227 0.248 0.252 0.260 0.283 0.305 0.309 0.187
ASSIST

Mean 1.890 1.736 1.803 1.812 1.826 1.891 2.085 2.204 0.313

SD 0.224 0.262 0.306 0.317 0.344 0.340 0.363 0.361 0.206
Non-ASSIST

Mean 1.902 1.719 1.712 1.733 1.744 1.829 2.001 2.130 0.229

SD 0.176 0.211 0.212 0.214 0.206 0.253 0.273 0.281 0.173

Source: Orzechowski, W., and R. C. Walker. 2000. The tax burden on tobacco: Historical compilation 1999. Monthly
state cigarette tax reports, Vol. 34. Arlington, VA: Orzechowski & Walker.
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Figure 4.1. Real Price of Cigarettes Versus Adult Smoking Prevalence, 1992-93
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1992, January 1993, May 1993. Tobacco Use Supplement to the Current Population Survey. Washington, DC:

U.S. Department of Commerce.

bimonthly values for the 10-month peri-
od from August/September 1992 through
April/May 1993, which correspond to
the same months for which prevalence
was computed from the TUS-CPS. The
correlation between the real price of
cigarettes and per capita cigarette con-
sumption was —.67 (p < .0001).

Strength of Clean Indoor Air
Legislation

Public health concerns about the
harmful effects of secondhand smoke and
about the right of nonsmokers to breathe
clean air have translated into commu-
nity ordinances and state or local laws
to protect nonsmokers.!’-20 Restrictions
on smoking protect nonsmokers from
secondhand smoke in government and
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private worksites, schools, childcare fa-
cilities, restaurants, retail stores, and rec-
reational and cultural facilities.

The strength of the legislation is a
score that reflects both the strictness
and the coverage of clean air ordinances
within each state and should reflect the
success of advocacy efforts within each
state. The score includes a preemption
penalty and a further adjustment for lo-
cal ordinance strength. (See chapter 3.)
Table 4.2 presents the legislative scores
for each state for each year from 1993 to
1998. The maximum possible score for
a state with top ratings across the board
is 42. (See chapter 3 for a more thorough
explanation of how the legislative scores
were obtained and adjusted for strength
of local laws and preemption.) In 1993,



Monograph 17. Evaluating ASSIST

Figure 4.2. Real Price of Cigarettes Versus per Capita Cigarette Consumption
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the legislative scores ranged from a low
of zero for lowa, Mississippi, and Okla-
homa to a high of 18 for Alaska. lowa
and Mississippi remained at zero through
1998 and were joined by Kentucky in
1994. Because of preemptive laws, some
state scores declined over the period,
others remained the same because no
new legislation was enacted, and some
improved. For instance, California de-
clined by more than 8 points after pre-
emption, whereas Maryland increased
its score by more than 19 points. The
mean clean indoor air legislative score
did, however, increase slightly over time,
from 7.71 points in 1993 to 8.64 points
in 1998.

Figures 4.3 and 4.4 show the correla-
tions of this legislative score with adult

smoking prevalence (r =-.37, p <.01)
and per capita cigarette consumption
(r=-.30, p < .05), respectively, at base-
line in 1993.

Smoke-free Workplaces

Considerable evidence indicates
that smoking restrictions lead to smok-
ers modifying their smoking behavior
by reducing consumption or quitting
altogether.?-27 The inconveniences that
smokers experience in having to leave
their work areas to smoke, combined
with their awareness of the smoke-free
social norm, are incentives for them to
reduce or quit smoking. Accordingly,
the percentage of indoor workers report-
ing that their workplace is completely
smoke-free is an important early outcome
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Table 4.2. Legislative Score Including Preemption and Local Adjustment
(Shading indicates ASSIST states.)

ASSIST
Mean
SD
Non-ASSIST
Mean
SD
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1993
18.00
1.48
5.03
7.67
15.62

1994
18.00
1.48
5.03
7.89
6.93
6.43

1995
18.00
1.53
5.03
7.89
6.93
6.24

8.55
5.73

10.47
4.75

7.59
5.99

1996
18.00
1.53
5.03
8.35
6.96
6.24

8.43
5.77

10.07
5.07

7.60
5.99

1997
18.00
1.53
5.03
8.37
6.97
6.24

8.48
5.80

10.13
5.06

7.66
6.04

11.16
15.04
7.28
0.84

8.64
5.83

10.56
4.96

7.68
6.06
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Figure 4.3. Legislative Score Versus Adult Smoking Prevalence
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Note: Per capita cigarette consumption data are from U.S. Department of Commerce, Bureau of the Census.
September 1992, January 1993, May 1993. Tobacco Use Supplement to the Current Population Survey.

Washington, DC: U.S. Department of Commerce.

and reflects to some degree the strength
and scope of clean indoor air legislation.
Because some private workplaces have
a smoke-free policy even though there

is no law requiring it, and because some
workplaces may not comply with state or
local laws requiring no-smoking restric-
tions in public or work areas, workers’
reports of the policies provide additional
relevant information beyond that cap-
tured in the legislative score.

The TUS-CPS included questions
to identify indoor workers and to as-
sess the level of smoking restrictions
in the workplace. The supplements
asked, “Which of these best describes
the area in which you work most of the
time?”28(%-15) A response indicating that
the person worked indoors and outside a

home and was not self-employed led to
a further question: “Does your place of
work have an official policy that restricts
smoking in any way?2(%-16) Those
persons who answered “yes” were then
asked, “Which of these best describes
your place of work’s smoking policy for
indoor public or common areas?”"28(p%-16)
and “Which of these best describes your
place of work’s smoking policy for work
areas?”28(%-17) Those persons who re-
ported that smoking was not allowed in
any work areas and in any public and
common areas were considered to have a
smoke-free workplace.

Table 4.3 presents the results for the
percentage of indoor workers reporting
smoke-free workplaces from baseline
to the end of ASSIST. The values in the
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Figure 4.4. Legislative Score Versus per Capita Cigarette Consumption
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Washington, DC: U.S.

table were interpolated/extrapolated
from the results of the 1992-93, 1995—
96, and 1998-1999 TUS-CPS. (For ex-
ample, the slope of the line between the
1992-93 and 1995-96 values was used
to determine how much to add to the
1992-93 value to obtain values for 1994
and 1995.) Again, there was consider-
able variability in this measure among
the states at baseline: Kentucky and
Washington State were the states with
the lowest percentage (29.1%) and high-
est percentage (66.8%), respectively, of
indoor workers covered by smoke-free
workplace policies. All states improved
over time, with the mean percentage
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of indoor workers protected increasing
from 46.4% at baseline to 68.5% at the
end of ASSIST. The state showing the
least improvement was Oregon, which
started at a relatively high level in 1993,
and the state improving the most was
Arkansas, which started at a relatively
low level.

The correlations between percent-
age of workers reporting a smoke-free
workplace and smoking prevalence (r =
—.57, p <.0001) and per capita cigarette
consumption (r =-.51, p <.0001) at
baseline, respectively, are shown in fig-
ures 4.5 and 4.6.
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Tahle 4.3. Percentage of Indoor Workers with Smoke-free Workplaces
(Shading indicates ASSIST states.)

State 1992-93 1993 1994 1995 1996 1997 1998 1998-99 Change
AK 57.4 60.7 64.7 68.7 70.3 71.5 72.7 72.9 15.5
AL 38.2 43.0 48.8 54.5 57.9 60.9 63.8 64.3 26.1
AR 31.9 36.5 42.0 47.5 52.6 57.6 62.5 63.4 31.5
AZ 56.2 58.4 61.1 63.8 65.4 66.8 68.2 68.5 12.3
CA 57.5 62.4 68.3 74.1 75.6 76.3 77.0 77.1 19.6
CO 53.4 58.3 64.2 70.1 71.6 72.1 72.6 72.6 19.2
CT 47.5 52.8 59.2 65.6 68.6 71.0 73.4 73.8 26.3
DC 51.1 57.5 65.2 72.9 74.1 74.1 74.0 74.0 229
DE 50.1 54.4 59.4 64.5 66.9 68.7 70.5 70.8 20.7
FL 52.8 56.5 60.8 65.1 66.7 67.8 68.8 69.0 16.2
GA 47.4 50.1 53.3 56.5 59.8 63.1 66.3 66.9 19.5
HI 46.5 50.6 55.4 60.2 63.9 67.4 70.8 71.4 24.9
1A 452 49.8 55.3 60.8 64.0 66.9 69.7 70.2 25.0
D 59.2 62.3 66.1 69.8 70.7 71.0 71.2 71.3 12.1
1L 39.8 45.5 52.4 59.3 62.4 64.9 67.3 67.7 27.9
IN 34.7 39.4 45.0 50.6 53.5 55.8 58.0 58.4 23.7
KS 49.3 53.1 57.6 62.1 65.8 69.4 73.0 73.6 24.3
KY 29.1 349 41.8 48.7 51.5 53.5 55.5 55.9 26.8
LA 39.3 44.0 49.7 55.4 58.5 61.0 63.6 64.0 24.7
MA 48.1 54.3 61.8 69.3 72.3 74.4 76.5 76.9 28.8
MD 52.1 60.5 70.6 80.7 82.2 82.0 81.7 81.7 29.6
ME 54.8 59.7 65.6 71.5 73.3 74.3 75.2 75.4 20.6
MI 39.5 433 47.8 52.4 55.4 58.1 60.8 61.3 21.8
MN 54.4 58.2 62.7 67.1 69.6 71.6 73.6 73.9 19.5
MO 38.9 443 50.8 57.3 60.3 62.7 65.0 65.4 26.5
MS 39.9 43.7 48.2 52.8 55.9 58.7 61.4 61.9 22.0
MT 429 46.9 51.8 56.7 60.6 64.3 68.0 68.6 25.7
NC 31.3 37.9 45.8 53.7 56.7 58.7 60.8 61.1 29.8
ND 47.0 50.9 55.5 60.1 62.5 64.5 66.5 66.8 19.8
NE 44.0 49.3 55.6 62.0 64.3 65.9 67.5 67.7 23.7
NH 52.5 57.9 64.3 70.8 72.6 73.5 74.3 74.5 22.0
NJ 46.8 52.5 59.4 66.3 68.7 70.2 71.7 72.0 25.2
NM 55.4 58.1 61.3 64.5 65.8 66.7 67.6 67.7 12.3
NV 33.5 35.2 37.3 394 42.2 45.2 48.2 48.7 15.2
NY 41.8 48.1 55.6 63.1 66.6 69.3 71.9 72.4 30.6
OH 37.8 43.1 49.3 55.6 58.6 60.9 63.2 63.6 25.8
OK 41.5 46.1 51.7 57.2 60.6 63.6 66.6 67.1 25.6
OR 59.3 61.3 63.6 66.0 66.5 66.6 66.6 66.7 7.4
PA 42.2 47.1 52.9 58.7 62.2 65.2 68.3 68.8 26.6
RI 44.8 51.6 59.7 67.9 70.0 70.9 71.8 71.9 27.1
SC 37.5 433 50.3 57.3 60.0 61.8 63.6 63.9 26.4
SD 43.5 48.7 54.9 61.0 61.7 61.3 60.9 60.9 17.4
TN 35.3 40.4 46.4 52.5 56.1 59.2 62.3 62.8 27.5
TX 50.6 54.4 59.0 63.5 64.8 65.4 66.0 66.1 15.5
UT 65.0 70.1 76.2 82.3 83.5 83.8 84.0 84.0 19.0
VA 43.2 48.4 54.6 60.8 64.3 67.1 70.0 70.5 273
VT 58.0 63.5 70.1 76.8 77.7 717.5 77.3 77.2 19.2
WA 66.8 68.3 70.0 71.7 72.6 73.4 74.1 74.2 7.4
WI 43.9 48.8 54.8 60.8 62.6 63.5 64.5 64.7 20.8
wv 39.1 44.8 51.6 58.5 60.7 62.0 63.4 63.6 24.5
WY 47.6 51.3 55.7 60.1 62.3 64.1 65.8 66.1 18.5
Overall

Mean 46.4 51.0 56.6 62.1 64.6 66.4 68.2 68.5 22.1

SD 8.71 8.37 8.24 8.42 7.79 7.06 6.48 6.39 5.70
ASSIST

Mean 45.6 50.5 56.5 62.5 64.9 66.6 68.3 68.6 23.0

SD 9.07 8.17 7.32 6.78 6.38 6.03 5.73 5.69 6.11
Non-ASSIST

Mean 46.8 51.3 56.6 61.9 64.4 66.3 68.1 68.5 21.7

SD 8.65 8.58 8.77 9.22 8.50 7.63 6.91 6.79 5.52

Source: U.S. Department of Commerce, Bureau of the Census. September 1992, January 1993, May 1993; September 1995, January
1996, May 1996; September 1998, January 1999, and May 1999. Tobacco Use Supplement to the Current Population Survey.
Washington, DC: U.S. Bureau of the Census.
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Figure 4.5. Workplace Smoking Ban Versus Adult Smoking Prevalence
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Source: National Cancer Institute. 2005. What is the TUS-CPS? http://riskfactor.cancer.gov/studies/tus-cps.

Figure 4.6. Workplace Smoking Ban Versus per Capita Cigarette Consumption
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The 101 for Policy

Construction of the 101

Each of the three initial outcomes cho-
sen for the ASSIST evaluation was mea-
sured consistently among the states and
over time, varied considerably among
the states, was conceptually related to
the program interventions, and was sig-
nificantly correlated with adult smoking
prevalence and per capita cigarette con-
sumption. Because the state is the unit of
analysis for the ASSIST evaluation, with
only 51 units of observation and a num-
ber of other variables to consider (see
chapter 9), all three outcomes could not
be included separately in the statistical
analyses of the final outcomes (smok-
ing prevalence and per capita cigarette
consumption). Thus, the individual initial
outcomes were combined into an index.

For individual outcomes to be com-
bined into an index, there should be
some indication of a consistent relation-
ship or correlation among those out-
comes; as one changes, the others should
also change. Table 4.4 shows the inter-
correlations among the initial outcomes
for 1993 and 1998. The correlations
were stronger among the initial out-
comes in 1998 than they were in 1993.

Monograph 17. Evaluating ASSIST

Although the purpose of constructing
the IOI for the ASSIST analysis was to
economize on the number of factors that
would need to be considered in the final
analysis (see chapter 9), another reason
to combine factors would be to avoid
multicollinearity. A well-constructed
I0I could be useful in evaluating total
program effect if it comprised initial out-
comes related to each program compo-
nent. The correlations among the initial
outcomes in 1998-99 are strong enough
that the use of the index for the ASSIST
evaluation is warranted.

Creating an index implies combining
the individual initial outcomes, either by
summing them directly or by weighting
them in some way. One way of deter-
mining appropriate weighting factors is
from a principal components analysis of
the standardized variables. Because the
first principal component is the linear
combination of the variables (initial
outcomes), which explains the greatest
portion of the variance, it provides an al-
ternative to equal weighting of the three
initial outcomes. However, preliminary
results indicated that the weights for
the three variables (on the first principal
component) were very nearly equal.
Thus, it was decided to simply sum the
individual initial outcomes.

Table 4.4. Correlations among Initial Outcomes in 199293 and 1998-99

Initial outcome

Cigarette price vs. legislative score
Cigarette price vs. smoke-free workplace
Legislative score vs. smoke-free workplace®

#1993 and 1998 data.
"p<.0l. “p<.001. "p<.0001.

Correlation
1992-93 1998-99
374" 5257
385" 4427
427" .503*"
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Since the unit of measurement for each
initial outcome was different, the values
for each initial outcome at baseline were
standardized (mean = 0, standard devia-
tion = 1), and the resulting z scores were
summed to obtain the IOI at baseline.
Subsequent values for each year from
1993 through 1998 were obtained by sub-
tracting each state’s score in a given year
from the baseline mean and dividing by
the baseline standard deviation to obtain
a normalized difference score with the
baseline value as the reference. The nor-
malized z scores for each initial outcome
were added to obtain the index values for
1993 through 1998. Table 4.5 shows the
101 value for each of the states in each
year. At baseline, the IOl values ranged
from a low of —4.81 in Kentucky to a
high of 4.57 in Alaska. All states showed
an improvement, with Alaska improv-
ing the most. Of the ASSIST states, 65%
(11/17) showed improvement at or greater
than the mean increase from baseline to
the end of the intervention period for all
states, whereas only 32% (11/34) of the
non-ASSIST states showed this degree of
improvement.

Simple univariate tests comparing
means for ASSIST states with those for
non-ASSIST states at baseline and at the
end of the intervention period showed
no statistically significant differences
(two-tailed z tests and p < .05) for the
1Ol or for any of the IOI components.
However, the ASSIST states showed
marginally significantly higher mean
legislative clean indoor air scores at
both times (p < .10). Without appropri-
ate adjustment for important covariates,
these analyses are problematic; a more
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appropriate and thorough analysis is pre-
sented in chapter 9.

Correlation of the 101 with Final
Outcomes

The correlation of the 101 with adult
smoking prevalence at baseline (r = —.57,
p <.0001) is shown in figure 4.7. The
correlation of the 101 with per capita
cigarette consumption (r = —.64, p <
.0001) is shown in figure 4.8.

Table 4.6 presents the correlations
of each initial outcome with each final
outcome at baseline (1992-93) and at the
1995-96 and 1998-99 time frames. The
“change” columns show the correlations
of change for each initial outcome with
the change in final outcomes over the
entire ASSIST intervention period. The
correlation of each initial outcome and
the overall 101 with adult smoking prev-
alence and per capita cigarette consump-
tion was statistically significant within
each time frame. However, none of the
1993 to 1999 changes in initial outcomes
was correlated at all with the change in
adult smoking prevalence; all the corre-
lations were less than .11 in magnitude.
The correlation of change in the IOI with
change in per capita cigarette consump-
tion was significant, but this was due
entirely to the highly significant relation-
ship between change in cigarette price
and change in per capita consumption.
In contrast to cigarette price, the other
two initial outcomes—Iegislative score
and percentage of indoor workers with
smoke-free workplaces—were not sig-
nificantly correlated with change in per
capita cigarette consumption.
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Tahle 4.5. Initial Outcomes Index
(Shading indicates ASSIST states.)

State 1992-93 1993 1994 1995 1996 1997 1998 1998-99  Change
AK 4.57 391 4.14 4.86 4.84 8.58 9.92 10.55 5.98
AL -2.62 -3.28 -2.80 -2.20 -1.56 -0.74 0.15 0.89 3.51
AR -2.20 -2.52 -2.20 -1.82 -0.81 -0.10 1.27 1.99 4.19
AZ 1.06 0.14 0.31 2.66 3.34 3.69 4.65 5.25 4.19
CA 4.25 3.84 2.85 3.37 3.37 3.63 4.38 6.74 2.49
CO -0.90 -1.19 0.06 0.74 0.89 1.30 2.07 2.75 3.65
CT 0.44 0.86 1.30 1.78 1.98 247 347 4.22 3.78
DC 3.10 3.71 473 5.85 5.51 5.60 6.24 6.85 3.75
DE -1.31 -2.52 -0.86 -0.15 0.01 0.39 1.35 2.07 3.38
FL 1.23 0.38 0.72 1.34 1.38 1.74 2.89 3.53 2.30
GA -1.87 -2.61 -1.35 -1.06 -0.78 -0.10 1.07 1.73 3.60
HI 3.10 2.89 3.76 4.11 4.75 6.06 8.36 9.04 5.94
1A -1.24 -1.77 -0.99 -0.39 0.03 0.37 1.47 2.17 341
1D 1.02 0.24 1.12 1.99 2.20 2.17 3.18 3.78 2.76
1L -1.13 -0.87 -0.17 1.13 1.68 1.97 3.92 4.61 5.74
IN -3.14 -3.31 -2.88 -2.37 -1.86 -1.28 0.73 1.42 4.56
KS 0.93 0.45 1.28 1.66 2.01 2.89 4.25 4.89 3.96
KY -4.81 -4.94 -4.79 -3.95 -3.51 -2.97 -1.69 -1.09 3.72
LA -1.99 -2.68 -1.41 -0.47 -0.29 0.72 1.93 2.64 4.63
MA 1.66 1.90 3.37 4.14 6.04 6.75 7.98 8.63 6.97
MD 0.65 0.49 1.56 6.14 6.70 6.79 7.67 8.24 7.59
ME 1.87 1.52 2.28 2.79 2.87 4.23 6.49 6.96 5.09
MI 0.76 0.04 3.68 4.17 4.39 4.93 5.95 6.64 5.88
MN 3.83 3.11 3.65 4.18 4.58 4,74 5.20 5.96 2.13
MO -1.01 -1.08 -0.36 0.67 0.96 1.54 2.79 3.38 4.39
MS -2.37 -3.10 -2.95 -2.30 -1.79 -1.31 0.05 0.76 3.13
MT -0.40 —-1.33 -0.76 -0.34 0.26 1.02 2.27 2.88 3.28
NC —4.26 —4.51 -3.39 -2.54 -2.12 -1.27 -0.24 0.41 4.67
ND 1.10 1.54 1.79 2.21 2.80 3.34 4.30 5.04 3.94
NE -0.33 -0.23 0.33 1.04 1.49 1.98 2.93 3.61 3.94
NH 1.39 0.82 1.66 241 2.76 3.62 4.77 5.42 4.03
NJ 1.92 1.36 2.14 2.97 2.97 3.63 7.31 7.93 6.01
NM 0.17 -0.31 0.11 0.63 0.82 1.12 1.96 2.70 2.53
NV —-1.12 -1.51 -1.54 —-1.35 -1.15 -0.92 0.48 1.27 2.39
NY 2.18 291 4.40 5.10 5.66 6.08 7.34 8.03 5.85
OH -1.96 -2.25 -0.96 -0.26 0.17 0.61 1.71 2.40 4.36
OK -2.13 -2.70 -2.21 -1.73 -1.09 -0.38 0.78 1.46 3.59
OR 1.68 1.15 1.75 1.82 1.93 347 442 4.96 3.28
PA -1.87 -2.68 -2.06 -1.25 -0.71 0.12 1.01 1.79 3.66
RI 1.60 0.91 3.74 4.67 4.69 5.32 6.23 6.88 5.28
SC -1.90 -2.56 -1.53 -0.47 -1.63 -1.05 -0.22 0.47 2.37
SD -1.40 -2.15 -1.08 -1.00 -0.68 -0.35 0.16 0.75 2.15
TN -3.08 -3.58 -3.02 -2.41 -1.99 -1.44 -0.13 0.58 3.66
TX 1.54 0.63 1.28 1.70 1.63 2.12 3.15 3.75 2.21
UT 3.68 3.20 348 4.24 4.70 6.31 7.18 7.77 4.09
VA -2.37 -2.44 -1.51 -0.92 -0.76 -0.48 0.76 1.44 3.81
VT 1.09 0.87 1.43 4.57 4.65 5.02 5.79 6.37 5.28
WA 4.40 5.18 5.43 6.36 7.00 7.21 7.78 8.45 4.05
WI 1.20 0.76 2.23 3.30 3.22 3.59 5.13 5.74 4.54
\\AY% -2.48 -2.79 -1.77 -0.85 -0.45 0.15 1.22 1.77 4.25
wY -2.51 -3.12 -2.53 -1.77 —-1.68 —1.42 -0.38 0.33 2.84
Overall

Mean 0.00 -0.38 0.42 1.24 1.56 2.19 3.36 4.05 4.05

SD 2.32 2.44 2.48 2.66 2.67 2.79 2.84 2.84 1.26
ASSIST

Mean 0.21 -0.03 1.16 1.91 2.19 2.74 4.03 4.68 4.47

SD 2.47 2.60 2.75 2.75 2.95 2.92 3.00 2.99 1.34
Non-ASSIST

Mean -0.10 -0.55 0.05 0.90 1.23 1.91 3.03 3.74 3.85

SD 2.27 2.37 2.29 2.58 2.50 2.72 2.73 2.75 1.18
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Figure 4.7. Initial Outcomes Index Versus Adult Smoking Prevalence
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Note: Source for prevalence data: National Cancer Institute. 2005. What is the TUS-CPS? http://riskfactor.

cancer.gov/studies/tus-cps.

Figure 4.8. Initial Outcomes Index Versus per Capita Cigarette Consumption
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For each state, figure 4.9 plots change
in the IOl against change in adult smok-
ing prevalence. Figure 4.10 plots change
in the IOI against per capita cigarette
consumption between baseline and the
end of the program.

While these results are not completely
convincing in the context of the ASSIST
evaluation, they do not mean that the ap-
proach would not be useful in another
program evaluation. As illustrated ear-
lier in this chapter, other measures of
tobacco control activity could have been
included in the I0I measure for ASSIST
that perhaps would have made it more
sensitive to program effects. As it stands,
the description of the IOI provided in
this chapter should be taken as a model
of how to combine such measures into
an index for further analysis.

In addition, the 50 states and the
District of Columbia were divided into
three groups of 17 based on their IOI at
baseline. To examine trends in per capita
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cigarette consumption in each group, the
bimonthly consumption values were aver-
aged over the states in each group from
1983 to early 2000. The results are shown
in figure 4.11. A smoothed trend line was
computed for each group.? In the pre-
ASSIST period, the trends in per capita
cigarette consumption for the three groups
were nearly parallel and diverged from
one another only slightly. After mid-1993,
the low IOI group showed a general in-
crease in per capita cigarette consumption
that did not turn down again until 1999,
and the medium and high IOI groups
showed greater separation than previously.
Although both continued to decline, the
rate of decline was somewhat slower than
earlier, except that the high 10I group
appeared to gain momentum again in
1997. In April 1993, the price of premium
brands of cigarettes decreased,? and par-
ticularly in the low IOI group, it appeared
that tobacco control efforts were not suf-
ficient to completely counteract the influ-
ence of the price drop on consumption.

Table 4.6. Correlation of Initial Outcomes with Final Outcomes and Change in Initial Outcomes

with Change in Final Outcomes

1992-93

Cigarette price

Adult smoking prevalence —.392%*

Per capita cigarette consumption —.O7 1 #*%%
Legislative score

Adult smoking prevalence —.366%*

Per capita cigarette consumption —.299%
Smoke-free workplaces

Adult smoking prevalence —.571*%*

Per capita cigarette consumption —.516%***
101

Adult smoking prevalence —. 5745 *%%

Per capita cigarette consumption —.64 ] HH%

Note: 101 indicates Initial Outcomes Index.
#p <.05. #Fp < .01, #*¥p < .001. ****p < .0001.

1995-96 1998-99 Change
—.391%** —.366%* -.073
_705**** _.675**** _'683****
=277* —-.320% -.092
—.348* —.385%* .018
—.O8THH** —.633HH** .108
—465%H%* =51 7HAwH 207
—.557HH** —495%#%* —-.051
—.66 ] #H** —.666FHH* —425%%
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Figure 4.9. Change in Initial Outcomes Index Versus Change in Adult Smoking Prevalence
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Figure 4.11. Trends in per Capita Cigarette Consumption for States in Each Tertile Group of
Tobacco Control Initial Outcomes Index
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Summary

An initial outcome is an early indica-
tion of whether the efforts of a tobac-
co control program are having an effect.
An early indication of program effective-
ness is sometimes necessary to convince
legislators that the program is having an
effect even before the program would

be expected to influence the smoking
behavior of a population. Increases in the
levels of initial outcomes should eventu-
ally discourage tobacco use and thereby
improve public health. To be useful in
evaluating tobacco control programs, an
initial outcome should (1) be measured
consistently over time and among the
units of observation (e.g., states for the
ASSIST evaluation), (2) show variabil-
ity among the units of observation, (3)
reflect successful implementation of to-
bacco control program efforts, and (4) be

1992 1994 1996 1998 2000

Year

related at least logically to the final out-
come measures—smoking prevalence
and per capita cigarette consumption.

Many outcomes could be selected as
initial outcomes. The choice of outcomes
will vary among programs and will de-
pend on individual program emphases
and the availability of measures. The
initial outcomes selected for the ASSIST
evaluation were cigarette price, a score
(or rating) of local and state clean indoor
air policies, and the percentage of indoor
workers who reported that they worked
in a 100% smoke-free environment.
Each of these initial outcomes (1) could
be measured consistently among states
and over time, (2) showed a high degree
of variability among states, (3) was
related to a specific ASSIST program
area, and (4) was significantly correlated
with both adult smoking prevalence and
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per capita cigarette consumption. The
changes over time were noticeable, and
ASSIST states appeared to change more
than non-ASSIST states. However, the
differences in change between the two
groups of states were not large. It might
be that for large changes to occur, states
might have to achieve a certain threshold
of public support. Once this “tipping
point” is reached, legislatures might
more readily enact legislation regarding
both taxation and protection from sec-
ondhand smoke.

Because of the limited number of units
of observation available for the ASSIST
evaluation, an IOI was created for use in
the analyses of the final outcomes. Such
an index may also be necessary for the
evaluation of state programs if the unit of
observation is a limited number of juris-
dictional levels (e.g., counties, regions) of
program delivery and assessment. How-
ever, if the program has only one or two
program areas of emphasis or if little is
gained by combining the initial program
measures, it would be best to evaluate the
initial outcomes separately.

The three initial outcome measures
for the ASSIST evaluation were not
selected until after ASSIST program
implementation. It would have been op-
timal to have had more discussion during
the planning phases of the intervention
regarding which initial outcomes would
be assessed. Such discussions should
include the methodology for repeatedly
assessing the initial outcomes over the
units of observation at different points in
time, before, during, and after the inter-
vention period. It turned out that no ini-
tial outcome measures were available for
two of the ASSIST program areas.
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Another limitation of the initial
outcomes selected for ASSIST is the
overlap between the legislative score
and the percentage of indoor workers
reporting smoke-free workplaces. In ad-
dition, as mentioned above, readiness
to enact legislation regarding taxation
might also be associated with readiness
to enact clean indoor air laws. Never-
theless, the ASSIST IOI was correlated
with the final outcomes measured at
baseline (1992-93), during the program
(1995-96), and at the end of the pro-
gram (1998-99). Change in the 101 was
significantly correlated with changes in
per capita cigarette consumption, mainly
because of the strong correlation of ciga-
rette price and this outcome, but change
in the 101 was not correlated with
change in adult smoking prevalence.

During the ASSIST intervention
period, tobacco control efforts were
gathering momentum in non-ASSIST
states, which complicated the evalua-
tion of ASSIST. (See chapters 1 and 2.)
For example, a tobacco control pro-
gram had been ongoing in California
(a non-ASSIST state) since 1990 (see
Monograph 16, chapter 5, pp. 146-147,
and chapter 11, pp. 497-498). Also, the
Centers for Disease Control and Pre-
vention and the Robert Wood Johnson
Foundation provided modest funding
for tobacco control activities, includ-
ing Initiatives to Mobilize for the
Prevention and Control of Tobacco
Use (IMPACT), the SmokeLess States
National Policy Initiative, and the Cam-
paign for Tobacco-Free Kids, in many
other states. The Robert Wood Johnson
Foundation’s SmokeLess States initiative
faced fewer political and bureaucratic



barriers than did ASSIST and IMPACT.
Rather than working directly with state
agencies, SmokeLess States employed
voluntary health organizations or other
nongovernmental organizations, such as
state tobacco control coalitions, as their
lead agencies. As shown in the analyses
described in this chapter, many states
made significant progress in (1) increas-
ing cigarette prices, (2) improving their
legislative clean indoor air scores, and
(3) increasing the percentages of indoor
workers in smoke-free workplaces.

The methodology described in this
chapter for specifying and combining
initial outcome measures was illustrated
in the context of the ASSIST evaluation
but could be adapted for evaluations of
other tobacco control programs at the
state and local levels. There are lessons
to be learned from the ASSIST experi-
ence with regard to selection of initial
outcomes. For example, if a prevention
program plans to focus efforts on enforc-
ing youth access laws, there should be a
metric in place to evaluate whether such
enforcement has occurred. This metric
could be derived from sales checks or
could rely on an adolescent smokers
population survey that asks whether
the adolescent was asked for identifica-
tion the last time he or she tried to buy
cigarettes. Presumably this metric would
show variability in levels over the units
of observation and should be related ul-
timately to measures of youth smoking
behavior (e.g., prevalence of smoking in
the past 30 days, daily smoking). Ideally,
appropriate measures for the initial
outcomes expected from each program
component should be designed before
a comprehensive program is initiated.
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However, useful information can still be
provided even if not all program areas
have initial outcomes that can be as-
sessed. As mentioned above, an index of
these initial outcomes may be necessary
if the initial outcomes are many and the
observational units are few.

Conclusions

1. It may take many years for tobacco
control programs to demonstrate
desired changes in tobacco use. Mea-
surements such as the change in pol-
icy assessed by the Initial Outcomes
Index represent a promising way to
assess program effectiveness within a
shorter term.

2. Criteria for selecting initial outcomes
for the ASSIST evaluation included
continuous measurability, sufficient
variability over time or other units
of observation, a relationship with a
tobacco control intervention, and evi-
dence indicating a relationship with
tobacco-related health outcomes.

3. The Initial Outcomes Index used in
the ASSIST evaluation analysis was
defined as an equal weighting of
three factors that were initially cor-
related with lower tobacco use: total
cigarette price, a rating of local and
state clean indoor air policies, and
the percentage of workers covered by
100% smoke-free workplaces.

4. Overall, ASSIST states showed a

greater increase in the Initial Out-
comes Index than non-ASSIST
states. The Initial Outcomes Index
was also significantly related to to-
bacco prevalence and consumption.
However, the only Initial Outcomes
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Index component related to changes
in outcomes was the relationship be-
tween cigarette price and per capita
consumption. This metric represented
an important first step in establishing
the relationship between initial policy
outcomes for tobacco control and
long-term program outcomes.
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Underlying state conditions can have an important impact on the success of
tobacco control interventions such as the American Stop Smoking Intervention
Study (ASSIST). Factors such as population-level smoking patterns; the economic
influence of the tobacco industry; and the overall social, cultural, and policy
environment can potentially affect the implementation of tobacco control programs
and individual smoking behavior.

This chapter describes the measures of state conditions—demographic factors
and economic dependence on tobacco—used as covariates in the ASSIST evaluation
analysis. The demographic measures were obtained from census and population
survey data and included gender, age, race and ethnicity, education, income, state
population, metropolitan area representation, and region. The measure of state
dependence on tobacco growing and manufacturing is described more fully in
chapter 6 of this monograph.

Other factors that the extant literature suggests might affect tobacco control
interventions and outcomes are discussed, from individual and environmental factors
such as family, religion, community organizations, and local government, to state-
level factors such as per capita wealth and dominant political affiliation. Although
examining these relationships was outside the scope of the ASSIST evaluation, they
are promising areas for future study.

The state-level demographic covariates described in this chapter were not
significantly related to smoking prevalence in the evaluation analysis described in
chapter 9 because in this analysis they had already been used as covariates at the
individual level to adjust state-level smoking prevalence rates. However, several
variables described in this chapter contributed significantly to state-level differences
in per capita cigarette consumption, including percentage of the population that
was Hispanic, percentage with incomes below poverty level, and percentage of gross
state product derived from tobacco growing and manufacturing.

Introduction

his chapter explores the individual and state conditions that could have potentially in-

fluenced the implementation and outcomes of a state tobacco use prevention and con-
trol program. States varied widely on these factors. First, an overview of multiple-level
factors that affect tobacco use is provided, followed by review and description of the state
factors included as covariates in the ASSIST evaluation and how they were measured. The
covariates do not represent an exhaustive list of factors that might have affected the evalu-
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ation; therefore, other factors that might
be considered for inclusion in future anal-
yses are also reviewed.

Overview of Influences

R educing the number of smokers in
the population, a key goal of to-
bacco control efforts, is accomplished
through youth prevention and adult ces-
sation. If fewer youths become smokers
and more smokers quit, the impact of
smoking-related diseases on the public
health is reduced. Thus, it is important to
understand those factors that influence
individual smoking behavior (affecting
initiation or cessation). Figure 5.1 pres-
ents a simplified view of these influences
and how they might interact.

Family, close friends, and even ac-
quaintances can influence how an indi-
vidual views tobacco use and whether
that individual becomes and remains a
smoker. The larger community, schools,
the workplace, churches, and other

organizations to which the individual
belongs may also influence his or her
perceptions and beliefs about tobacco
use. Finally, the prevalence of smoking
within a community will reflect and, in
turn, affect these perceived norms.

Local, state, and federal legislative
bodies can influence the community
environment through enactment of laws
(e.g., smoke-free workplace laws, youth
access laws) and antitobacco media cam-
paigns. The community environment, in
turn, affects individuals both directly and
indirectly. For example, laws that restrict
workplace smoking have the potential
to change both community norms and
individual behavior. When a community
passes and enforces laws that restrict
workplace smoking, that community cre-
ates an environment where smoking is
a marginalized, non-normative activity.
Workplace smoking restrictions also di-
rectly affect the individual. For example,
a worker might find that he or she can no
longer smoke inside at work.

Figure 5.1. Interactions of Forces Acting to Influence Tobacco Use
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The tobacco industry works as a coun-
terforce to enactment of tobacco control
laws (see chapter 8), but it can also be the
target of action by governments. For exam-
ple, the 1998 Master Settlement Agreement
between 46 states and the tobacco industry
placed restrictions on how that industry
can advertise and promote its products,
particularly the practices that appeared
to be influential in promoting smoking
among children and adolescents.! Tobacco
advertising and promotions seek to portray
tobacco use as a normative behavior—ac-
ceptable to the community and glamorous,
sophisticated, or “‘cool” for the individual.
These images directly contradict the
ASSIST goals of creating a social environ-
ment in which smoking is non-normative.

To the extent that individuals understand
the dangers of tobacco use and appreciate
the utility of having laws related to it, they,
or the organizations that they form and
work through, may lobby governments to
take action to pass such laws. Ultimately,
by no longer purchasing tobacco products,
individuals will have a profound influence
on the tobacco industry.

No single factor or group of factors
determines whether a youth becomes a
smoker or an adult quits smoking. Rather,
the individual is influenced by his or her
environment and can act to change this
environment at many levels: (1) within the
family; (2) through organizations within the
community; and ultimately (3) through new
laws at the local, state, and national levels.
Such laws frame the culture in the com-
munity with respect to tobacco use. At the
same time, the tobacco industry is working
diligently to counter any such efforts and to
promote smoking within the population.

Monograph 17. Evaluating ASSIST

State Conditions Selected for
the ASSIST Evaluation

IVl any factors could have been as-
sociated with tobacco control out-
comes, and many were considered for
the ASSIST evaluation. However, only a
limited number could be included in the
evaluation because there were only 51
units of observation (the 50 states and
the District of Columbia). In addition,
data needed to be available for every
state, and those data had to be collected
in a uniform manner. This requirement
also limited the factors that could be
considered for inclusion. For example,
no consistent data were available on the
resources the tobacco industry devoted
to efforts against tobacco control in each
state, so this important factor could not
be included.

Data were aggregated into indices to
reduce the number of covariates included
in the statistical analysis. Chapter 2 de-
scribes the Strength of Tobacco Control
(SoTC) measure, which included sub-
scales for resources, capacity, and efforts.
An index for the strength of clean indoor
air legislation was developed (chapter
3), which was a component of the Initial
Outcomes Index (IOI; chapter 4), along
with cigarette price and the percentage
of indoor workers who reported that their
workplace was smoke free (chapter 4). It
was hypothesized (chapters 2 and 9) that
SoTC would reflect a state’s implementa-
tion of tobacco control and that initial
outcomes (IOI measures) would affect a
state’s likelihood of reducing tobacco use
behavior, the main outcomes of interest
(chapter 9).
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Table 5.1. Variables Included in the ASSIST Evaluation Analysis

Variable Data source
Demographic
Women (%) Census
Median age Census
African American (%) Census
Hispanic (%) Census
Education above high school level (%) CPS
Household income below poverty level (%) Census
State population Census
Living in a metropolitan area (%) CPS
Indicator variables for region of country (Midwest, West, South, or Northeast) CPS
Economic dependence on tobacco
Gross state product derived from tobacco growing and manufacture (%) See chapter 6

Notes: Demographic variables were for persons aged 18 years and older. CPS indicates Current Population Survey.

The state condition variables included
in the ASSIST evaluation analyses were
demographic factors and a measure of
state economic dependence on tobacco.
These measures are presented in table
5.1. The sections that follow review in
more detail the association of these mea-
sures with tobacco use and the sources
of these data.

Gender, Age, Race/Ethnicity,
Education, Socioeconomic Status, and
Geography

Smoking prevalence differs by gen-
der, age, race/ethnicity, educational
attainment, socioeconomic status, and
geography.? A state’s demographic pro-
file could potentially affect the imple-
mentation and subsequent outcomes of a
tobacco control program. For example,
older age groups show lower prevalence
than younger groups? partly because
many smokers quit (or die) as they age.
In this case a state with a significant
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number of older residents might have a
lower smoking prevalence rate than other
states. Alternatively, if tobacco con-
trol efforts prove consistently effective
among adolescents, as some evidence
indicates,* fewer young people will
mature to adulthood as smokers, and
over time adult smoking prevalence will
fall as a result. In this example, states
that have younger populations might
show more rapid reductions in smoking
prevalence.

The California experience provides ev-
idence that state tobacco control programs
can affect youth initiation in this way.
Nationally, smoking prevalence among
youth rose between 1991 and 1997, when
it began to decline again.® In contrast,
although youth prevalence rates rose in
parallel with the national average, they
remained lower in California. In addition,
the downward trend in youth prevalence
began two years earlier in California (in
1995) than in the nation as a whole.” This
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Demographics and Smoking Cessation

Smokers are increasingly concentrated in lower socioeconomic groups,?® but it is unknown whether this
is a result of poorer access to cessation interventions or increased resistance to quitting. A number of
studies summarized in Women and Smoking: A Report of the Surgeon General® suggest that women
may have more difficulty successfully quitting than men, but ASSIST appeared to affect quitting
among women more than men (see chapter 9). Historically, African Americans have also had a more
difficult time successfully quitting.~4¢ Greater difficulty in quitting for this subpopulation may result
in slower declines in prevalence for states with large African American populations than would be ex-
pected from reduced youth initiation. Finally, some demographic groups (e.g., females) may also not
benefit to the extent that others do from pharmaceutical aids for cessation.f

aBurns, D. M., and K. E. Warner. 2003. Smokers who have not quit: Is cessation more difficult and
should we change our strategies? In Those who continue to smoke (Smoking and tobacco control
monograph no. 15, NIH publication no. 03-5370), 11-31. Bethesda, MD: National Cancer Institute.

bU.S. Department of Health and Human Services. 2001. Women and smoking: A report of the surgeon
general. Washington, DC: U.S. Department of Health and Human Services, Public Health Service,
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and
Health Promotion, Office on Smoking and Health.

‘Royce, J. M., N. Hymowitz, K. Corbett, T. D. Hartwell, and M. A. Orlandi. 1993. Smoking cessation
factors among African Americans and whites. COMMIT Research Group. American Journal of Public
Health 83 (2): 220-26.

dAhluwalia, J. S. 1996. Smoking cessation in African-Americans. American Journal of Health Behav-
ior 20 (5): 312—18.

¢U.S. Department of Health and Human Services. 1998. Tobacco use among U.S. racial/ethnic minor-
ity groups—African Americans, American Indians and Alaska Natives, Asian Americans and Pacific Is-
landers, and Hispanics: A report of the surgeon general. Washington, DC: U.S. Department of Health
and Human Services, Public Health Service, Centers for Disease Control and Prevention, National
Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health.

{Gonzales, D., W. Bjornson, M. J. Durcan, J. D. White, J. A. Johnston, A. S. Buist, D. P. Sachs, et al.
2002. Effects of gender on relapse prevention in smokers treated with bupropion SR. American Journal

of Public Health 22 (4): 234-39.

difference has been attributed to the Cali-
fornia tobacco control program, which
began prior to ASSIST but shared many
of the same goals and components.

A measure of the state’s Hispanic and
African American populations was in-
cluded in the analysis. Hispanic popula-
tions show overall lower rates of smoking
because the low smoking rates among
women in these groups more than offset
high rates among men,!%!! and states
with large populations of Hispanics may

have lower prevalence rates. In the past,
African Americans exhibited higher
prevalence rates than most other minor-
ity groups except Native Americans,!!
but the gap between African Americans
and non-Hispanic whites has narrowed
in recent years: in 2001, adult prevalence
for African Americans fell below that for
non-Hispanic whites.!? Additionally, Af-
rican American youth have shown lower
rates of initiation in recent years'? and
perhaps are now maturing to adulthood
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as confirmed never smokers. Previous
research has suggested that some African
Americans delayed smoking initiation
into the young adult years.? Thus, states
with large populations of African Ameri-
cans may show relatively more rapid
declines in prevalence than other states,
because fewer African Americans are be-
coming smokers.

Individuals with higher levels of edu-
cational attainment are less likely to ever
initiate smoking and are more likely to
quit than are individuals who are less
well educated.?!3-15 In general, lower
socioeconomic groups have higher rates
of smoking than other socioeconomic
groups.!®17 However, some studies have
shown that after accounting for educa-
tional attainment as an indicator of socio-
economic status, many of the racial/ethnic
effects described above are consider-
ably diminished.!#10:18 Midwestern and
southern states, compared with eastern
and western states, tend to have higher
smoking prevalence.!? If these rates are
attributable to socioeconomic rather than
to racial/ethnic indicators, different con-
clusions about the potential effects on a
state’s population will be reached.

Economic Dependence on Tobacco

The extent to which tobacco grow-
ing and manufacturing contribute to a
state’s economy may play a role in that
state’s culture regarding tobacco use and
its political will to undertake tobacco
control. When tobacco is part of a state’s
history and identity, residents may be
less inclined to recognize its dangers and
may be more supportive of smoking. If
a significant proportion of the workforce
is engaged in tobacco production or
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manufacturing, people may not support
tobacco control for fear of job loss. Also,
the state government would want to pro-
tect its revenue stream gained from this
industry and protect its workers.

Research suggests that states that have
economies that are highly dependent on
tobacco are less likely to adopt strong
tobacco control measures. For example,
in 2002, the average of state cigarette
excise tax rates in the seven largest
tobacco-growing states (Georgia, Ken-
tucky, North Carolina, South Carolina,
Tennessee, West Virginia, and Virginia)
was 9.5¢ per pack, whereas the average
in the remaining states and the District
of Columbia was more than 69¢ per
pack, a differential that has grown sig-
nificantly over the past several decades.!?
Similarly, Chaloupka and Saffer,?? using
data from 1975 through 1985, found that
states with greater per capita production
of tobacco were less likely to adopt laws
restricting cigarette smoking in a variety
of public places, including restaurants,
as well as in private workplaces, with the
latter effect statistically significant. Like-
wise, Ohsfeldt, Boyle, and Capilouto?!
found that the per capita value of state
tobacco production was negatively asso-
ciated with strength of smoking restric-
tions and cigarette excise tax rates.

The degree to which tobacco grow-
ing and manufacturing affect state
economies is controversial. Much of
this research has been sponsored by the
tobacco industry, and critics of these
studies argue that they are overestimates.
For example, Warner and Fulton?? argue
that the multiplier effect significantly
overstates the economic impact of
tobacco, since it implicitly assumes that



the money spent on tobacco would not
be spent elsewhere. When allowing for a
redistribution of money spent on tobacco
to spending on other goods and services
in the absence of tobacco, Warner et al.23
found that most of the states would ac-
tually see increased employment in the
absence of tobacco. Tobacco-related jobs
from growing, wholesaling, and retailing
would be replaced by similar or better
jobs related to other goods and services
in the absence of tobacco. Thus, it ap-
pears that the tobacco industry tries to
overstate the economy’s dependence on
tobacco in order to dissuade individuals
and governments from taking any action
to control tobacco use.

Data Sources

Demographics

Individual-level data within each
state were from the 1992-93, 1995-96,
and 1998-99 Current Population Sur-
veys (CPS),? conducted in September,
January, and May of each period. The
U.S. Bureau of the Census continuously
conducts these surveys to monitor the
labor force, covering the civilian, non-
institutionalized population of persons
aged 15 years and older in the United
States.>* These household surveys select
a stratified probability sample of clusters
of households identified from the Census
Bureau and other sources. The survey
design calls for surveying about 56,000
households per month, and each house-
hold is part of a panel that is interviewed
eight times over a 16-month period. How-
ever, all respondents in the above months
were interviewed only once, in one of the
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three months listed above. The surveys
from these months included a special
Tobacco Use Supplement (TUS-CPS)
sponsored by the National Cancer Insti-
tute specifically for the ASSIST evalua-
tion.2> About a quarter of the interviews
were conducted in person (first or fifth
time in a panel); the remainder were
conducted by telephone (second, third,
fourth, sixth, seventh, or eighth time in a
panel). One household resident provided
the demographic information for all
household residents. The individual-level
demographic data were used in the first
stage of the two-stage analysis of adult
smoking prevalence (see chapter 9).

The data on smoking prevalence and
the percentage of indoor workers with
smoke-free workplaces were aggregated
by state from the TUS-CPS (see chapters
3 and 4). The main part of the CPS was
the source of data for one individual-
level variable (percentage with above a
high school education) and two state-
level demographic variables (percentage
living in a metropolitan area and region
of the country); again, data were summa-
rized for persons aged 18 years and older
within each state. The other demograph-
ic variables were from the U.S. Bureau
of the Census (the economic dependence
on tobacco variable is described briefly
below and more fully in chapter 6).

The baseline mean values of the vari-
ables listed in table 5.1 as well as others
(e.g., smoking prevalence) are compared
between the ASSIST and non-ASSIST
states in table 9.1 (see chapter 9). The
baseline values of each variable in
table 5.1 for each state are presented in
appendix 5.A. Appendix 9.C (see chap-
ter 9) presents adult (aged 18 years and
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older) smoking prevalence obtained from
the TUS-CPS for each state. It also pres-
ents the per capita cigarette consump-
tion from sales data aggregated over the
months of the CPS (September through
May) for each TUS-CPS period. This
aggregation allowed per capita cigarette
consumption to be examined in the
same time periods as tobacco use preva-
lence. The actual bimonthly per capita
consumption data are available on the
University of California Social Science
Data Collection Web site.2 Prevalence
and consumption, in addition to being
the outcomes of interest, are indicators
of the tobacco use culture in each state
prior to the ASSIST intervention.

Economic Dependence on Tobacco

Each state’s economic dependence on
tobacco was computed using a procedure
that is fully described in chapter 6. Dur-
ing the period covered by the evaluation,
16 states grew appreciable amounts of
tobacco, with 6 states (North Carolina,
Kentucky, Tennessee, South Carolina, Vir-
ginia, and Georgia) accounting for most
of the total. Appreciable levels of cigarette
and other tobacco product manufacturing
occurred in 24 states. Seven states (North
Carolina, Virginia, Kentucky, Georgia,
Florida, New York, and Tennessee) ac-
counted for the majority of employment
in tobacco product manufacturing, with
5 others (Alabama, Connecticut, Illinois,
Pennsylvania, and West Virginia) account-
ing for much of the remaining employ-
ment. Four of the ASSIST states (North
Carolina, South Carolina, Virginia, and
West Virginia) had significant economic
dependence on tobacco.
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The measure used in the ASSIST
evaluation was obtained by summing
the estimates for employment/compen-
sation and for tobacco manufacturing
for each year of interest for each state.
Some states had a zero for one or both
measures. The final estimates were
scaled so that the sum of state estimates
equaled published estimates for the
entire United States for each year. Fi-
nally, the estimates were divided by the
total gross state product, and the results
were summed to form the tobacco-de-
pendence measures used in the ASSIST
evaluation analyses.

As a preview to chapter 9, which
presents the analysis of the final out-
comes (state smoking prevalence and
per capita consumption), none of the
state-level conditions were significantly
associated with smoking prevalence.
This occurred because the data on smok-
ing prevalence had been adjusted at the
individual level for the demographic
variables before the state-level analysis
was conducted. Thus, when adjustment
was made for the relationship between
demographics and smoking status at
the individual level, these factors were
not important in explaining variation in
prevalence at the state level. The analy-
sis of per capita cigarette consumption
from tobacco sales data could be con-
ducted only at the state level. In these
analyses, several variables contributed
significantly to the observed differences
among states: percentage Hispanic, per-
centage with incomes below poverty,
and percentage of gross state product
derived from tobacco growing and
manufacturing.



Other Potential Covariates

n this section, other factors that could
potentially affect tobacco control ef-
forts and outcomes are discussed. Since

it is the individual who uses tobacco,
individual characteristics that have been
differentially associated with tobacco
use are first described. For example, the
potential impact of a tobacco control
program may be limited if a state’s pop-
ulation has a disproportionate number
of difficult-to-affect individuals (e.g., a
large fraction of smokers who are highly
nicotine dependent). Next, factors that
influence the individual in the relatively
immediate environment are summarized,
and a section follows that describes
conditions at the state level, other than
population composition, that could also
modify a state’s ability to adopt and
carry out tobacco control policy.

Family

Families share genes and environ-
ments, both of which can affect smok-
ing behavior. There is evidence that
genetic characteristics may play a role
in determining which individuals be-
come dependent smokers.?”-?8 Genetic
characteristics may also contribute to
increased difficulty in quitting for some
smokers?*3% or may modify the potential
effectiveness of pharmaceutical aids for
smoking cessation.3! It is currently un-
known whether genetic factors co-vary
with any particular population subgroups
in such a way as to influence tobacco
control success.

Although the influence of genetic
characteristics on smoking dependence
requires further investigation, current
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data clearly indicate that the culture
within the family plays a role in smoking
behavior. Parental smoking is an impor-
tant determinant of adolescent smoking
uptake.3>33 Furthermore, in families

in which the parents had quit smoking
before children were born or when the
children were very young, those children
are less likely to smoke as adolescents.3*
Parents are important role models for
smoking, and when they smoke their
behavior conveys to children that smok-
ing is acceptable and has certain benefits
(e.g., relaxation, relief from stress).

In addition to influencing smoking up-
take, having other smokers in the family
may make it more difficult for someone
to quit33-3¢ by providing both a cue to
smoke and a ready source of cigarettes.3’

Religious Community

Religious beliefs and practices affect
tobacco use. Abstinence from tobacco
is one of the fundamental beliefs of the
Seventh-Day Adventist Church3® and the
Church of Jesus Christ of the Latter-Day
Saints (Mormons).*® At the individual,
family, and community levels, these
religious communities directly affect
smoking behavior. Research indicates
that strict religious and moral prohibi-
tions on risky activities such as smoking
are congruent with the philosophy of “the
body is a temple,” which leads to fewer
people engaging in such behaviors.*
There is also evidence that young adults
who attend religious services relatively
frequently have lower smoking rates than
those who do not attend such services.*!

Where particular religious communi-
ties dominate, they can influence state
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smoking prevalence rates. For example,
although there are more Seventh-Day
Adventists on the West Coast and in the
southern United States than in any other
region of the United States, they do not
predominate in any one state,*? and their
numbers are relatively small. In contrast,
over 70% of Utah residents were Mormon
during ASSIST*3 and, not surprisingly,
Utah was the state with the lowest smok-
ing prevalence in the late 1990s.!?

Local Government

As mentioned earlier, the more sup-
portive a population is of tobacco con-
trol measures, the more likely it is that
local tobacco control policy will be
enacted. In California, momentum to
enact smoke-free policies was created
and propagated at the local level. The
key players in this movement were the
voluntary organizations, together with
other coalitions of health-conscious citi-
zens. This resulted in a state law being
enacted in 1995 that prohibited smoking
in nearly all indoor workplaces, which
was extended in 1998 to include bars and
gaming rooms.

Such activity at the local level is
feared by the tobacco industry because
it cannot effectively lobby local govern-
ments in every community, both small
and large, throughout the nation.** The
tobacco industry response has been
to lobby for legislation and to support
candidates at the state level in an effort
to see that laws are passed that preempt
stronger laws from being passed at the
local level.#+-46 However, voluntary
health organizations such as the Ameri-
can Heart Association, the American
Lung Association, and the American
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Cancer Society continue to be active at
both the local and state levels working
for laws that can further tobacco control
and improve public health.

The various individual and immediate
environmental characteristics summa-
rized above could affect tobacco control
success at the state level, depending on
whether the state’s populations consist of
relatively larger or smaller proportions
of these demographic groups. States
with high smoking prevalence rates may
have higher percentages of families with
multiple smokers, which make smoking
more culturally accepted and raise bar-
riers to quitting. Alternatively, in states
with relatively low prevalence, the social
pressure on the remaining smokers to
quit might be considerable. Despite con-
siderable research, there is little evidence
that the remaining smokers are those
who are more addicted and therefore less
able to quit.34’

Dominant State Political Philosophy

Ideology, party politics, and political
participation are closely tied in the vari-
ous states.*84 Political ideology is often
focused on whether the responsibility
for health belongs with the individual or
with society.’%-52 Other political ideolo-
gies characterize governments within the
context of conservative or liberal tenden-
cies or positions that historically have
been affiliated with political parties.*®

The political party dominating a state
may affect whether tobacco control leg-
islation is implemented. For example,
Ohsfeldt, Boyle, and Capilouto?! found
a significant relationship between politi-
cal liberalism, the strength of a state’s



Politically Active Citizens and
Tobacco Control

One study suggests that a politically active
citizenry may be associated with support for
tobacco control, irrespective of political affili-
ation. Chaloupka and Saffer® used a measure
of the political participation of state residents
in their analysis of the determinants of state
restrictions on smoking. They found that the
probability of adopting relatively stringent
restrictions on smoking was significantly
higher in states where a greater percentage of
the state population was politically active, as
measured by the percentage of the state popu-
lation voting in elections for the U.S. House
of Representatives.

aChaloupka, F. J., and H. Saffer. 1992. Clean
indoor air laws and the demand for cigarettes.
Contemporary Policy Issues 10:72—-83.

restrictions on cigarette smoking, and the
level of cigarette excise taxes. Chriqui’?
found that Republican-controlled state
legislatures were significantly less likely
to enact laws designed to restrict minors’
access to tobacco products than were
states whose legislatures were controlled
by the Democratic Party or were divided
between the parties.

It is possible that when efforts to en-
act tobacco control legislation are suc-
cessful in a few states, other states will
be encouraged to work toward similar
measures. For example, Weller>* notes
that the success of tobacco tax initiatives
in Massachusetts, California, and Arizo-
na encouraged tobacco control advocates
and legislators to pursue a similar strat-
egy in Oregon. This spillover effect may
also explain why increasing numbers of
states have recently been able to enact
comprehensive smoke-free workplace

Monograph 17. Evaluating ASSIST

legislation (including bars and clubs).
California was the first and, for several
years, the only state with such a law,

but by early 2006, ten additional states
(Connecticut, Delaware, Maine, Mas-
sachusetts, Montana, New Jersey, New
York, Rhode Island, Vermont, and Wash-
ington) had put such laws in place, and a
number of other states are in the process
of enacting such legislation.

State Wealth

A few studies have investigated state
resources and finances as determinants
of state tobacco control efforts, although
the measures used have not been consis-
tent. Using state per capita total govern-
ment expenditures as a global measure
of the state’s ability to support tobacco
control efforts, Ohsfeldt, Boyle, and
Capilouto?! found that states that spent
more per capita were more likely to
adopt stronger restrictions on smoking as
well as have higher cigarette excise tax-
es. Other studies focused specifically on
resources available for tobacco control
activities. Wakefield and Chaloupka>>
showed that program success in reducing
youth smoking was dependent on the ex-
tent of implementation and the degree to
which such efforts were undermined by
the tobacco industry and by other state
funding priorities.

Funding for tobacco control was one
component of the SOTC measure de-
scribed in chapter 2. Table 5.2 shows the
amount of money spent per capita on
tobacco control in each state from 1991
through 1998, which spans the ASSIST
intervention period. In 1991, only Cali-
fornia showed appreciable spending for
tobacco control. By 1993, the ASSIST
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Table 5.2. Per Capita Funding ($/Person) for Tobacco Control in Each State, by Year
(Shading indicates ASSIST states.)

Change
State 1991 1992 1993 1994 1995 1996 1997 1998  1991-98
AK 0.00 0.00 0.00 0.88 1.06 1.02 1.00 1.09 1.09
AL 0.01 0.00 0.01 0.06 0.06 0.06 0.04 0.11 0.10
AR 0.01 0.00 0.00 0.05 0.05 0.05 0.05 0.14 0.13
AZ 0.02 0.03 0.01 0.07 0.16 3.05 5.12 7.49 7.47
CA 6.43 2.81 3.90 2.85 2.17 2.12 4.94 591 -0.52
CO 0.19 0.18 0.39 0.54 0.53 0.48 0.47 0.43 0.24
CT 0.00 0.01 0.01 0.05 0.03 0.03 0.10 0.18 0.18
DC 0.02 0.04 0.02 0.53 0.44 0.00 0.34 0.84 0.82
DE 0.01 0.02 0.01 0.12 0.15 0.14 0.37 0.76 0.75
FL 0.00 0.00 0.00 0.04 0.04 0.04 0.04 0.04 0.04
GA 0.00 0.01 0.00 0.02 0.03 0.02 0.04 0.09 0.09
HI 0.06 0.09 0.12 0.40 0.22 0.21 0.41 0.64 0.58
1A 0.01 0.01 0.00 0.08 0.08 0.08 0.14 0.19 0.18
ID 0.24 0.21 0.18 0.33 0.16 0.16 0.15 0.30 0.06
1L 0.00 0.00 0.00 0.04 0.05 0.05 0.09 0.16 0.16
IN 0.11 0.11 0.13 0.18 0.25 0.21 0.24 0.25 0.14
KS 0.00 0.00 0.00 0.18 0.26 0.25 0.25 0.21 0.21
KY 0.00 0.00 0.00 0.04 0.05 0.07 0.11 0.20 0.20
LA 0.00 0.00 0.00 0.06 0.05 0.05 0.05 0.07 0.07
MA 0.12 0.15 0.15 17.42 14.77 14.16 12.70 7.25 7.13
MD 0.00 0.00 0.00 0.06 0.07 0.08 0.09 0.13 0.13
ME 0.30 0.29 0.70 0.83 0.81 0.80 0.80 0.80 0.50
MI 0.16 0.21 0.30 0.35 0.20 0.20 0.20 0.20 0.04
MN 0.46 0.44 0.63 0.60 0.85 0.69 0.67 0.99 0.53
MO 0.10 0.09 0.21 0.29 0.28 0.25 0.28 0.29 0.19
MS 0.00 0.00 0.00 0.04 0.04 0.04 0.03 0.15 0.15
MT 0.00 0.00 0.00 0.37 0.31 0.30 0.29 0.50 0.50
NC 0.12 0.12 0.27 0.34 0.25 0.25 0.29 0.29 0.17
ND 0.02 0.02 0.00 0.52 0.41 0.40 0.39 0.66 0.64
NE 0.00 0.00 0.00 0.25 0.28 0.31 0.34 0.41 0.41
NH 0.00 0.00 0.00 0.27 0.27 0.26 0.25 0.35 0.35
NJ 0.09 0.08 0.16 0.22 0.20 0.23 0.25 0.12 0.03
NM 0.36 0.33 0.62 0.75 0.68 0.67 0.66 0.66 0.30
NV 0.00 0.00 0.00 0.11 0.15 0.11 0.06 0.20 0.20
NY 0.07 0.06 0.13 0.15 0.13 0.12 0.14 0.14 0.07
OH 0.00 0.00 0.00 0.04 0.03 0.03 0.05 0.09 0.09
OK 0.00 0.00 0.00 0.06 0.05 0.05 0.05 0.15 0.15
OR 0.01 0.02 0.03 0.09 0.08 0.13 0.16 0.26 0.25
PA 0.05 0.00 0.00 0.03 0.01 0.03 0.03 0.05 0.00
RI 0.48 0.45 0.83 1.07 0.93 1.06 1.11 1.33 0.85
SC 0.32 0.37 0.39 0.35 0.26 0.32 0.32 0.31 -0.01
SD 0.02 0.04 0.03 0.15 0.13 0.12 0.12 0.48 0.46
TN 0.00 0.00 0.00 0.02 0.02 0.01 0.01 0.06 0.06
X 0.02 0.03 0.03 0.05 0.02 0.02 0.02 0.04 0.02
uT 0.27 0.34 0.32 0.42 0.14 0.13 0.21 0.30 0.03
VA 0.07 0.07 0.16 0.21 0.21 0.22 0.23 0.19 0.12
VT 0.02 0.00 0.00 0.30 0.38 0.37 0.35 0.77 0.75
WA 0.14 0.13 0.28 0.33 0.34 0.31 0.32 0.31 0.17
WI 0.12 0.12 0.30 0.39 0.30 0.28 0.31 0.32 0.20
\\AY% 0.23 0.22 0.46 0.64 0.73 0.58 0.64 0.58 0.35
WY 0.00 0.00 0.00 0.28 0.17 0.16 0.16 0.62 0.62

Sources: National Cancer Institute, ASSIST Program Office. Farrelly, M. C., T. F. Pechacek, and F. J. Chaloupka.
2003. The impact of tobacco control program expenditures on aggregate cigarette sales: 1981-2000. Journal of Health
Economics 22 (5): 843-59.
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states began to show increases in fund-
ing. However, by the end of the period,
all states were spending something,

and a number of non-ASSIST states

had increased their spending, some to
approximately the same level as that

of some ASSIST states. Arizona in
particular showed a huge increase. In
1998, the mean per capita expenditure
for tobacco control in ASSIST states
was $0.85 (SE = 0.47), compared with
$0.70 (SE = 0.30) in non-ASSIST states,
which represents a change from 1991 of
$0.65 (SE = 0.47) and $0.48 (SE =0.21),
respectively.

The information outlined in this sec-
tion indicates that a state’s political en-
vironment and wealth can influence its
ability to enact tobacco control policy.
Some states tend to support tobacco
control, probably because they recognize
a role for government in this area. Alter-
natively, other states may be more likely
to view smoking as an individual choice
and may be more influenced by tobacco
industry efforts working against tobacco
control. States with a high prevalence
of persons of low socioeconomic status
may take in less revenue and there-
fore have fewer resources to devote to
tobacco control. Unfortunately, low
socioeconomic status is associated with
high smoking rates. Finally, states with
greater economic dependence on tobacco
may perceive that their interests lie in
protecting tobacco rather than instituting
tobacco control policies, and the tobacco
industry endeavors to reinforce this view.

Summary

his chapter describes how charac-
teristics of individuals, population
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composition, and conditions at the state
level can mediate the ultimate effective-
ness of tobacco control efforts. States
with relatively greater representation in
their populations of certain demographic
groups more resistant to smoking ces-
sation or susceptible to smoking uptake
may not reduce prevalence to the same
extent as other states, even with the same
level of resources available for tobacco
control.

However, resources for tobacco con-
trol differ by state and are part of the un-
derlying state conditions that dictate how
fast progress can be made. A state’s po-
litical climate, general wealth, economic
dependence on tobacco, and normative
outlook regarding the acceptability of
smoking all potentially influence that
state’s ability to reduce tobacco use.
Another factor affecting tobacco control
progress is the extent of counteractivity
from the tobacco industry. An adequate
interpretation of the findings from
evaluations of tobacco control programs
requires an appreciation of the implica-
tions related to all of these factors with
respect to tobacco control success.

While appropriate measures of many
important state conditions are lacking,
the ASSIST analysis (chapter 9) was
able to adjust for differing state demo-
graphic profiles (gender, age, race/eth-
nicity, education, poverty level, etc.) and
included a composite variable for each
state’s economic dependence on tobacco
(see chapter 6).

Program evaluators need to be aware
of the issues raised in this chapter and
look for success or lack of success in
subgroups within the population before
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concluding that a program had little or
no effect. This evaluation process can
reveal new areas where improved or
tailored interventions are necessary and
thus inform the design of future tobacco
control strategies.

Conclusions

1.

156

Economic and demographic factors
are important state conditions that
may affect tobacco control interven-
tions. Demographic factors and state
economic dependence on tobacco
were measured and were used as co-
variates for the ASSIST evaluation
analysis.

State demographic factors, developed
from census and population survey
data, included gender, age, race and
ethnicity, education, income, state
population, metropolitan area repre-
sentation, and region. Because such
factors have been historically related to
differences in smoking prevalence and
consumption levels, they can affect
long-term changes in the outcomes of
tobacco control interventions.

3. State economic dependence on to-

bacco represented a gross state prod-
uct derived from tobacco growing
and manufacturing. During the time-
frame of ASSIST, the influence of
this dependence could be observed
in areas such as the lower level of to-
bacco control policy outcomes—for
example, increases in cigarette taxes
and enactment of clean indoor air
laws—in major tobacco-growing
states.

. Several of the state conditions used

in the ASSIST evaluation analysis
did show a significant relationship
with levels of per capita cigarette
consumption. Because demographic
factors were used to adjust state-level
prevalence rates, these factors were
already accounted for in the evalua-
tion analysis.

. Other state-level conditions, such as

family, religion, wealth, and political
affiliation, represent promising future
areas for exploring the relationship
between population demographics
and health outcomes relating to the
use of tobacco.
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Appendix 5.A. Baseline Values for Variables Considered in the
ASSIST Evaluation Analyses

(Shading indicates ASSIST states.)

Education Index of
African at or above Below Economic
Female Median American Hispanic high school poverty State Metropolitan Dependence
State (%) age (%) (%) (%) (%) population (%) on Tobacco
AK 46.7 38 3.8 3.0 55.2 9.1 409,021 48.0 0
AL 53.2 42 229 0.6 36.7 17.4 3,124,244 63.8 0.342722
AR 52.9 43 13.8 0.8 342 20.0 1,788,260 40.0 0
AZ 51.3 41 2.7 16.6 51.9 15.4 2,895,613 79.3 0
CA 50.4 39 6.7 23.6 49.8 18.2 22,610,825 96.0 0.002424
CO 51.1 40 3.7 11.4 56.7 9.9 2,615,886 83.3 0
CT 524 42 7.3 5.7 49.0 8.5 2,492,818 93.5 1.107191
DC 54.1 40 61.8 5.5 50.5 26.4 461,735 100.0 0
DE 52.3 41 15.6 2.2 452 10.2 525,876 65.4 0
FL 52.4 44 11.3 12.3 45.5 17.8 10,507,267 91.1 0.298797
GA 524 40 24.9 1.8 42.8 13.5 5,045,636 66.9 11.13065
HI 49.5 41 2.5 6.3 50.5 8.0 863,260 72.3 0
1A 52.4 43 1.5 1.1 432 10.3 2,095,129 47.7 0
D 50.9 41 0.3 4.8 48.2 13.1 769,924 23.5 0
1L 52.3 41 13.4 7.2 46.1 13.6 8,674,831 83.1 0.197492
IN 52.4 41 7.1 1.6 34.6 12.2 4,240,393 65.4 0.32914
KS 51.7 42 5.2 34 48.9 13.1 1,865,017 61.1 0
KY 52.6 41 6.6 0.6 354 20.4 2,829,299 435 34.32137
LA 53.0 41 28.0 24 40.0 26.4 3,059,288 77.4 0
MA 52.9 41 4.2 4.1 51.6 10.7 4,609,469 91.0 0.060287
MD 52.3 40 23.9 2.7 46.1 9.7 3,699,137 98.1 0.175933
ME 52.2 42 04 0.5 42.0 15.4 931,807 34.9 0
MI 52.4 41 12.9 1.9 44.7 15.4 7,021,665 80.1 0
MN 51.7 41 1.9 1.1 48.2 11.6 3,298,907 69.3 0
MO 52.8 42 9.8 1.1 41.9 16.1 3,878,349 69.6 0.071814
MS 53.5 41 32.0 0.6 39.7 24.7 1,886,630 28.9 0
MT 51.1 43 0.3 1.3 48.7 14.9 606,971 23.6 0
NC 52.3 41 20.1 1.1 41.8 14.4 5,229,560 54.1 65.14254
ND 50.7 42 0.5 0.6 49.9 11.2 466,205 43.6 0
NE 52.1 42 32 2.3 46.2 10.3 1,175,012 46.3 0
NH 51.8 40 0.5 0.9 51.0 9.9 835,095 59.6 0
NJ 52.6 42 12.1 9.4 46.1 10.9 5,963,048 100.0 0.030058
NM 51.5 41 1.8 35.8 46.5 17.4 1,132,096 54.2 0
NV 49.3 41 5.8 9.8 46.4 9.8 1,024,116 88.1 0
NY 53.0 41 13.4 11.6 459 16.4 13,674,145 91.3 1.104069
OH 52.8 42 9.9 1.2 40.5 13.0 8,234,828 79.3 0.17161
OK 52.2 42 6.7 2.4 444 19.9 2,363,718 59.3 0
OR 51.5 42 14 3.6 53.7 11.8 2,260,603 73.0 0
PA 53.1 43 8.4 1.7 37.0 13.2 9,145,540 83.2 0.215757
RI 53.0 42 3.1 4.2 44.5 11.2 762,522 92.2 0
SC 52.5 41 27.1 0.9 38.7 18.7 2,696,448 65.6 2.839496
SD 51.5 42 0.5 0.7 44.8 14.2 510,020 17.9 0
TN 52.9 42 14.4 0.7 35.8 19.6 3,813,635 65.2 4.249443
TX 51.5 39 11.0 23.5 45.1 17.4 12,812,537 84.4 0.016489
uT 51.2 38 0.7 4.8 54.6 10.7 1,214,648 87.0 0
VA 51.7 40 17.8 2.6 47.2 9.7 4,881,939 72.3 29.20964
VT 51.8 41 0.3 0.7 46.0 10.0 428,251 24.0 0
WA 51.0 41 2.8 3.9 56.4 12.1 3,866,788 71.3 0
WI 51.9 41 4.2 1.6 43.8 12.6 3,721,995 57.6 0.200908
wVv 53.0 44 2.9 0.5 28.0 222 1,384,643 40.8 0.899024
WY 50.3 41 0.7 5.0 49.8 13.3 332,679 19.6 0

Note: Demographic factors are for those aged 18 years and older.
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On the basis of available evidence, states’ economic dependence on tobacco
can be shown to be a factor countervailing the efforts of upstream, policy-based
interventions such as those of the American Stop Smoking Intervention Study
(ASSIST). In areas such as tobacco excise taxes and the adoption of tobacco control
policies, there are substantial differences between national averages and those of
tobacco-producing states. Therefore, a state-level variable representing the state’s
economic dependence on tobacco farming and manufacturing was developed for use
as a covariate in the ASSIST evaluation regression analyses.

This chapter outlines the issues and assumptions leading to the development of
this economic dependence variable, which was based on the economic contribution
of tobacco growing and manufacturing, within a broader context including factors
such as tobacco consumption, exporting, and importing. The chapter also examines
research on the state-level economic impact of tobacco, the wide divergence in
assumptions and outcomes between industry-sponsored and non—industry-sponsored
studies, and trends toward a continued diminishing impact of tobacco on state
economies over time.

Introduction

his chapter describes the development of a measure for state economic dependence

on tobacco, as a covariate factor in the analyses performed for the ASSIST evalua-
tion model.! It contains some basic background information on tobacco growing and
manufacturing in the United States, describes studies by the tobacco industry and others
that assess the economic contribution of tobacco to the national economy and the econ-
omies of individual states, reviews the methods used to construct state-level measures
of the economic impact of tobacco for use in the ASSIST evaluation, and discusses
these data and associated trends.

Tobacco has played an important role in the economy of the United States since the
colonial era. American Indians presented Christopher Columbus with gifts of tobacco
upon his arrival in 1492, and he introduced tobacco to Europe upon his return there.

As demand rose in Europe, tobacco became the most important American agricultural
export of the late eighteenth century.> High tobacco tariffs in England helped lead to the
American Revolutionary War. Subsequently, the tobacco industry contributed signifi-
cantly to the economic growth of the United States through much of the nineteenth and
twentieth centuries.

Although the consumption of tobacco products has declined in recent years, tobacco
growing and manufacturing continue to be important parts of several state economies,
with a potential impact on the implementation of upstream, policy-based tobacco control
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interventions in these states. Evidence
such as the following suggests that the
economic importance of tobacco plays a
key role in shaping state tobacco control
policies and activities, social norms about
tobacco use, and, consequently, tobacco
use itself:

= As of January 1, 2004, the four states
with the lowest cigarette excise
taxes per pack were Virginia (2.5¢),
Kentucky (3¢), North Carolina (5¢),
and South Carolina (7¢), all among the
top tobacco-growing states. Since then,
Virginia, Kentucky, and North Carolina
have all significantly increased their
cigarette excise taxes, while South
Carolina still ranks among the lowest.

= The average cigarette excise tax in the
six leading tobacco-growing states
(Kentucky, North Carolina, Georgia,
South Carolina, Tennessee, and
Virginia) is currently 25.7¢ per pack,
while the average in non—tobacco-
growing states is 100.5¢ per pack. The
overall average excise tax for all states
as of February 2006 is 91.7¢.

= The strength of state clean indoor air
laws in non—tobacco-growing states
was nearly five times that in the six
leading tobacco-growing states, as
measured by a comprehensive index
that accounts for state preemption in
1999.3

Limited empirical evidence supports
the notion that the economic impact of
tobacco on a state’s economy can act
as a barrier to the adoption of effective
tobacco control policies. Chaloupka and
Saffer,* for example, found that states
with greater per capita production of
tobacco were less likely to adopt laws
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restricting smoking, with a statistically
significant effect on the adoption of only
the most comprehensive restrictions.
Similarly, Ohsfeldt and his colleagues’
found that the per capita value of state
tobacco production had a negative im-
pact on the strength of state restrictions
on smoking and on state cigarette excise
taxes. As a result of findings such as
these, a study was undertaken as part of
the ASSIST evaluation that ultimately
led to state-level economic dependence
on tobacco being quantified as a covari-
ate in the evaluation analysis.

Background

Tobacco Growing

The 2002 Census of Agriculture in-
dicates that there were 56,977 farms
that grew tobacco in the United States
in that year, just under 2.7% of all U.S.
farms.° These farms used 428,631 acres
to grow tobacco—Iless than 0.5% of all
farm acreage in the United States. This
percentage was down sharply from the
93,530 farms and 837,363 acres reported
in the 1997 Census of Agriculture. To-
bacco farming generally has been quite
profitable, with the typical farm that
grows tobacco generating nearly four-
fifths of its gross income from tobacco.”
While these figures indicate a signifi-
cant reduction in the number of tobacco
farms and acreage devoted to tobacco
growing, there has been a sharp rise in
the average tobacco acreage per tobacco
farm, with the average acreage per farm
increasing by nearly two-thirds from
1987 to 2002.



Tobacco growing in the United States
has been declining for several decades,
and the rate of decline has been accel-
erating in recent years (see figure 6.1).
Overall tobacco leaf production peaked
at more than 2.3 billion pounds in 1963
and then declined gradually from 1963
through 1990. From 1990 through 1998,
production was relatively stable, averag-
ing about 1.6 billion pounds per year.
Since 1998, however, overall leaf pro-
duction has dropped sharply, falling by
nearly 50%.

Several factors have contributed to the
decline in overall tobacco leaf produc-
tion in the United States (see figure 6.2):

= Declining U.S. cigarette production.
U.S. cigarette production peaked at
just over 750 billion cigarettes in
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1996 and has declined sharply since
then, falling to just under 500 billion
cigarettes by 2003.

= Reduced consumption. U.S.

cigarette consumption peaked at 640
billion cigarettes in 1981 and then
declined steadily through the early
1990s before leveling off for several
years. Since 1998, overall cigarette
consumption has further declined

by about 8%. Part of this decline is
explained by tax and price increases,
stronger tobacco control policies,
and increased investments in tobacco
control programs.

= Increased cigarette imports.

Cigarette imports have risen over the
past several years, from just under 3
billion cigarettes in 1996 to more than
23 billion cigarettes in 2003.

Figure 6.1. Tobacco Leaf Production
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Economics Division, Economic Research Service; USDA. 2004. Tobacco outlook. Washington, DC: USDA,

Economic Research Service.
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A Small and Shrinking Fraternity: Tobacco Growing by the Numbers

Beyond the fact that tobacco farming has declined as a percentage of state revenue, the impact of these
declines has been tightly concentrated. Although some form of tobacco is grown in nearly half of the
U.S. states, the vast majority of tobacco leaf comes from a small number (6) of states, and the econo-
mies of those states are, in turn, affected disproportionately by the recent declines.

Based on cash receipts from tobacco in 2002, the states most dependent on tobacco farming and
manufacturing include (share of total cash receipts in parentheses) North Carolina (37.1%), Ken-
tucky (26.3%), Tennessee (9.1%), Virginia (7.3%), South Carolina (6.2%), and Georgia (6.0%).?
Other states with cash receipts from tobacco of at least $4 million in 2002 include Florida, Ohio,
Indiana, Connecticut, Pennsylvania, Massachusetts, Wisconsin, Missouri, Maryland, and West
Virginia. In total, this second group of states grows less than 8% of the tobacco crop in the United
States.

Despite the fact that 6 states account for the largest share of the overall U.S. tobacco crop, cash
receipts from tobacco typically account for a relatively small percentage of receipts from all farm
commodities; in 2002, the only state in which tobacco accounted for more than 10% of receipts
from all farm commodities was Kentucky (at 14.4%).?

Regional tobacco varieties represent a very small share of the overall market, including Southern
Maryland, Virginia dark fire-cured, Kentucky-Tennessee fire-cured, Virginia sun-cured, Green River,
One Sucker, Pennsylvania seedleaf filler, Connecticut Valley broadleaf binder, Wisconsin binder,
and Connecticut Valley cigar wrapper. The vast majority of the tobacco grown in the United States is
flue-cured and burley tobacco, accounting for approximately 61% and 33%, respectively, of tobacco
leaf production in 2003.°

aU.S. Department of Agriculture. 2003. Tobacco situation and outlook yearbook. Washington, DC:
Market and Trade Economics Division, Economic Research Service, U.S. Department of Agriculture.

bCapehart, T. 2004. Tobacco outlook (TBS-257, 09.17.04 Summary). Washington, DC: U.S. Depart-
ment of Agriculture, Economic Research Service.

http://usda.mannlib.cornell.edu/reports/erssor/specialty/tbs-bb/2004/tbs257.pdf.

= Decreased cigarette exports.
Much more of the recent decline in
production is the result of the decline
in cigarettes exported from the
United States. Total exports peaked
at nearly 244 billion cigarettes in
1996 but had fallen by more than half
(to just over 121 billion cigarettes)
in 2003. Much of this decline can be
attributed to leading U.S. cigarette
manufacturers’ shifting production
overseas in recent years.

Changes in the global markets for
tobacco leaf have also contributed to the
decline in U.S. tobacco leaf production
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(see figure 6.3). One such change is

the sharp increase in U.S. imports of
foreign-grown tobacco leaf. Imports of
flue-cured tobacco grew from an aver-
age of 15.6 million pounds per year in
the early 1970s to an average of 192.6
million pounds per year for the most
recently available 5 years (1998 through
2002); similar patterns exist for imports
of burley tobacco (average of 19.0 mil-
lion pounds per year in the early 1970s
and 202.4 million pounds per year for
1998-2002).8

Consequently, the share of imported
tobacco leaf used in U.S. cigarette
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Figure 6.2. Tobacco Leaf Production and Cigarette Production, Consumption, and Exports
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Figure 6.3. Tobacco Leaf Production and Exports, and Imports’ Share in U.S. Use
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production rose from less than 1% in the
early 1970s to 46.3% in 2002.3 At the
same time, exports of U.S.-grown to-
bacco leaf have fallen by nearly half over
the past 25 years, from a peak of 765
million pounds in 1978 to 384 million
pounds in 2002.8 The significant growth
in tobacco farming in other countries and
reductions in barriers to trade in tobacco
leaf have greatly increased competition
in the global tobacco markets, result-

ing in lower-priced and better-quality
tobacco leaf. The relatively high U.S. to-
bacco leaf prices (in large part the result
of the price support system in the United
States) have contributed to the declines
in both domestic and foreign demand for
U.S.-grown tobacco leaf.

Tobacco Manufacturing

While tobacco leaf is the primary
ingredient in tobacco products, it ac-
counts for a very small share of the
overall value of tobacco products. Gale
and his colleagues’ estimated that in
1997, domestically grown tobacco leaf
accounted for about 2.3% of the total
value of the tobacco products consumed
in the United States. The largest share of
this total, 43%, was the value added in
tobacco product manufacturing—defined
as the final value of the tobacco products
produced minus the costs of the raw ma-
terials and intermediate products used in
producing tobacco, such as tobacco leaf,
papers, filters, and packaging materials.
A relatively small share of this percentage
was labor costs (just over 6%), whereas a
much larger share went to advertising (al-
most 20%). Capital costs (including prof-
its) accounted for much of the remainder
of the manufacturing share, while
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wholesale and retail value added and fed-
eral, state, and local taxes accounted for
the rest of the overall value.

There are three primary types of
manufacturing related to tobacco: stem-
ming and redrying, manufacturing
cigarettes, and manufacturing other to-
bacco products. In contrast to the large
number of tobacco farms, relatively
few establishments are involved in to-
bacco manufacturing. On the basis of
the most recently available data from
the Census of Manufacturers, in 1997,
25 establishments owned by 14 com-
panies were involved in tobacco stem-
ming and redrying,” 13 establishments
were owned by 9 companies involved in
manufacturing cigarettes,'? and 63 estab-
lishments were owned by 52 companies
involved in manufacturing other tobacco
products. Collectively, these establish-
ments employed 33,620 persons, with
cigarette manufacturing accounting for
nearly two-thirds of the total.>~!! Al-
though tobacco product manufacturing
involves relatively few people, the value
added by manufacturers is significant.
In 1997, the value added in production
was $29.3 billion for manufacturing
cigarettes, $2.7 billion for manufacturing
other tobacco products, and $0.7 billion
for stemming and redrying.

In contrast to tobacco farming, to-
bacco manufacturing takes place in a
small number of states. As with tobacco
farming, however, most of the economic
contribution of tobacco manufacturing
is concentrated in even fewer states.
Almost two-thirds of the value added
from tobacco manufacturing in 1997
came from manufacturing in North
Carolina (34.3%), Virginia (21.4%), and



Kentucky (9.8%). Other states in which
tobacco products are manufactured
include Alabama, Florida, Georgia, Illi-
nois, Pennsylvania, Tennessee, and West
Virginia.

Overall employment in tobacco manu-
facturing has been falling for several
decades. In 1977, almost 61,000 persons
were employed in tobacco manufactur-
ing; by 2000, employment had fallen
by more than half to just over 28,000
persons. As with the declines in tobacco
leaf production, part of this decline in
employment can be attributed to declines
in overall U.S. cigarette production and
consumption. In addition, much of the
decline in employment is the result of
tobacco industry actions, including in-
creased automation of production pro-
cesses (a longstanding trend)!'? and the
shifting of production from the United
States to other countries (particularly
important in more recent years). Major
factors behind the shift to overseas pro-
duction include reductions in trade and
investment barriers, the opening of previ-
ously closed markets (particularly in Asia
and Central/Eastern Europe), lower labor
and other operating expenses, and an in-
terest in locating in expanding markets.

Studies on the Economic
Impact of Tobacco

Tobacco-Industry-Sponsored Studies

The earliest studies on the impact of
tobacco growing, manufacturing, and
related activities on the U.S. and state
economies were produced by the to-
bacco industry, and comparable studies
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have been produced in numerous other
countries. Over the past 25 years, indus-
try-commissioned studies in the United
States have estimated the industry’s
contributions to employment, income,
and tax revenues.!3-18 These studies
have often been used in efforts to influ-
ence legislators in debates over tobacco
control policies by arguing that stronger
tobacco control policies and the resulting
reductions in tobacco use would lead to
significant job losses and reductions in
income and tax revenues. More recently,
reductions in industry settlement pay-
ments to the states have been added to
the list of potential negative economic
consequences of tobacco control policies
(see the discussion on the Philip Morris
USA Web site about the impact of state
cigarette tax increases on Master Settle-
ment Agreement payments).!%-20

The tobacco-industry-sponsored
studies typically conclude that to-
bacco makes a significant contribution
to virtually every state economy. The
methodologies used in these studies are
similar. For example, the 1996 American
Economics Group!® study describes the
economic impact of tobacco in multiple
sectors: the core sector, the supplier sec-
tor, and the expenditure-induced sector.

= The core sector includes not only
the growing of tobacco and the
manufacturing of tobacco products
but also the wholesale and retail
distribution of tobacco products.

= The supplier sector is defined by
the industries that are involved in
producing goods and services that
are used by those in the core sector,
including those supplying paper
products; fertilizer for tobacco
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farmers; and gas, water, and electricity
used in farming, manufacturing, and
distribution.

® The expenditure-induced sector
reflects the “multiplier” effects
associated with the spending resulting
from the incomes generated by those
working in the core and supplier
sectors, as well as effects resulting
from government spending of excise
and sales tax revenues from tobacco
products, and personal and corporate
income taxes and FICA taxes from
those in the core and supplier sectors.

The 1996 American Economics
Group report, the most recent industry-
sponsored, publicly available report,
describes the economic impact of to-
bacco in 1994. This report concludes that
tobacco generated over 1.8 million jobs
that produced $54.3 billion in wages and
benefits, while total taxes generated from
tobacco were almost $36 billion. Most of
tobacco’s economic impact comes from
the supplier and expenditure-induced
sectors rather than the core sector. For
example, jobs in the core sector ac-
counted for less than one-quarter of the
total, whereas incomes earned in the
core sector accounted for just over one-
sixth of the total. Similarly, according to
American Economics Group estimates,
less than half of the taxes generated by
tobacco come from sales and excise
taxes on tobacco products, with the ma-
jority coming from personal, FICA, and
corporate income taxes. Within the core
sector, the jobs most clearly dependent
on tobacco (those in tobacco growing,
auction warehousing and distribution,
and manufacturing) and the incomes
they generate account for a small share
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of the core sector totals (43.3% and
32.6%, respectively).

Non-Tobacco-Industry-Sponsored
Studies

In recent years, the tobacco-
industry-sponsored studies have been
increasingly scrutinized, and several
recent studies have concluded that the
estimates produced by the tobacco-
industry-sponsored studies significantly
overstate the impact of tobacco on the
U.S. and state economies.?!=2 The
key difference between these studies
and the tobacco-industry-sponsored
studies results from the non—tobacco-
industry-sponsored studies’ focus on
the net rather than gross economic
impact of tobacco. Specifically, the
non-tobacco-industry-sponsored stud-
ies explicitly model the alternative
economic activity that would result if
resources used for tobacco were used
for other economic activity. This per-
spective is given little attention in the
tobacco-industry-sponsored studies; for
example, in the 1985 Chase Economet-
rics study,'* the authors acknowledge
that money not spent on tobacco would
be reallocated to other spending and that
there would be virtually no difference at
the national level between economic ac-
tivity with and without tobacco.

Warner and Fulton?? were the first to
formally address this issue in their analy-
sis of the economic impact of tobacco on
the Michigan economy. Using a relative-
ly sophisticated macroeconomic model
(the REMI model developed by Regional
Economic Models, Inc.) adapted for
Michigan, Warner and Fulton forecast
the effects on employment and income



under alternative scenarios ranging from
accelerations in the rate of decline of
tobacco use to the complete elimination
of tobacco consumption. They then com-
pared these forecasts with those assum-
ing a continuation of the current trend in
tobacco consumption. In each scenario,
the money that would have otherwise
been spent on tobacco was redistributed
to spending on other goods and services
on the basis of the typical spending pat-
terns of Michigan consumers. Assum-
ing a doubling in the rate of decline in
tobacco use, Warner and Fulton?? predict
relatively modest gains in employment
and incomes in Michigan. Under the
more extreme assumption that tobacco
consumption would be eliminated, they
estimate an overall increase of about
5,600 jobs in Michigan and an increase
in Michigan incomes of $226 million.
These gains reflect the fact that Michi-
gan is an importer of tobacco products
and that, in the absence of tobacco, funds
once spent on tobacco would be more
likely to be spent on goods and services
produced in Michigan, producing more
jobs and higher incomes in Michigan.

As in Warner and Fulton’s 1994
study,?? Warner et al.?* reallocated the
money that would have been spent on
tobacco to spending on other goods
and services on the basis of regional
consumption patterns. These estimates
were compared with those generated by
assuming that existing trends in tobacco
use would continue. On the basis of their
findings, Warner et al. conclude that
industry claims about large job losses
resulting from stronger tobacco control
policies and programs and resulting de-
clines in tobacco use are significantly
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The Regional Impact of
Tobacco Economics

Warner and his colleagues?® examined
tobacco’s net economic impact on regional
economies, based on the eight regions de-
fined by the U.S. Department of Commerce’s
Bureau of Economic Analysis, with the
bureau’s southeastern region divided into
non—tobacco-growing and tobacco-growing/
producing states. Modeling a period between
1993 and 2000, Warner et al. predict that

= A doubling of the downward trend in to-
bacco use would lead to a loss of 36,600
jobs in the southeastern tobacco region by
2000—only 0.2% of total employment in
the region—with offsetting increases in the
rest of the country.

= Even a total elimination of tobacco use
would stabilize at slightly more than 1%
of the employment in this region, while
producing a net gain of jobs at a national
level. Warner and colleagues predict a loss
of about 303,000 jobs in the southeastern
tobacco region in this case, stabilizing
to 222,000 jobs by 2000 as the regional
economy adjusted, but the number of jobs
gained in other regions would rise to pro-
duce an overall increase of 133,000 jobs
nationally.

aWarner, K. E., G. A. Fulton, P. Nicolas, and
D. R. Grimes. 1996. Employment implica-
tions of declining tobacco product sales for
the regional economies of the United States.
JAMA: The Journal of the American Medical
Association 275 (16): 1241-46.

overstated and that the real economic
impact of tobacco is relatively small.

These forecasts are consistent with
observed economic activity in major
tobacco-growing regions, as described
by the United States Department of Agri-
culture (USDA) in 1997.% In its review,
the USDA concludes that the declines
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in tobacco production in the 1980s had
relatively little impact on the economies
of major tobacco-growing regions, with
inflation-adjusted income rising by 28%
on average in all U.S. tobacco-growing
counties from 1979 through 1989. The
USDA study attributes this result to the
fact that tobacco growing accounted for
less than 1%, on average, of total in-
comes in these counties.

Measuring the Economic
Impact of Tobacco for ASSIST

On the basis of the studies discussed
in the previous section, the measure
of the contribution of tobacco to state
economies developed for the ASSIST
evaluation focuses on the core activi-
ties that are directly related to tobacco.
Specifically, this measure was intended
to focus on tobacco growing, warehous-
ing, and manufacturing; the measure
excludes the wholesale and retail distri-
bution of tobacco products, the supplier
sector, and the expenditure-induced sec-
tor, given that economic activity related
to tobacco in these sectors would almost
certainly be replaced by economic activ-
ity related to other goods and services in
the absence of tobacco and, hence, does
not depend on tobacco.

An initial examination of the data
available from published sources as well
as data presented in the tobacco-industry-
sponsored studies!®18 clearly indicated
that tobacco warehousing was a relatively
minor activity, with tobacco growing and
tobacco product manufacturing account-
ing for 95% or more of direct tobacco
employment and an even higher share
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of income. Moreover, the correlations
between the warehousing and tobacco-
growing measures for both employment
and income were very high (.94),
indicating that tobacco growing served

as an effective measure of both activi-
ties. Given the relatively minor economic
contribution of tobacco warehousing, its
high correlation with tobacco growing,
and the lack of reliable state-level data on
it, the measure developed for the ASSIST
evaluation focused on tobacco growing
and tobacco manufacturing.

Industry-sponsored studies make a
variety of somewhat arbitrary assump-
tions (e.g., assuming that each tobacco-
farming-related job is a half-time job
and that the number of unpaid workers
relative to paid workers is the same for
all farms!®) to produce estimates of the
number of full-time-equivalent farmers
growing tobacco and the incomes they
earn from tobacco farming. For this
evaluation, rather than adopting these
arbitrary assumptions and the likely er-
ror that would be introduced into the
economic impact measure, an alternative
measure was used that more directly
reflects the value of tobacco farming.
Specifically, state-level cash receipts
from tobacco, available from the USDA,
were used to capture the contribution of
tobacco farming to state economies.

Similarly, several alternative measures
of the economic contribution from to-
bacco manufacturing were considered,
including total employment in tobacco
product manufacturing, total compen-
sation in tobacco product manufactur-
ing, and the value added from tobacco
product manufacturing. Published data
on these measures were available from



The Problem of Quantifying Tobacco Labor

Alternative metrics were considered in the
development of the measure of the impact
of tobacco on state economies, including
measures based on employment and wages.
However, quantifying employment and wages
for tobacco farming is a difficult task, given
that few farmers grow tobacco exclusively
(indeed, on farms that grow tobacco, only
6% of the land, on average, is used for to-
bacco?); many working on farms are unpaid
(e.g., owner-operators and family labor); and
employment is seasonal and includes many
temporary, short-term laborers.

aGale, H. F. Jr., L. Foreman, and T. Capehart.
2000. Tobacco and the economy: Farms, jobs
and communities (Agricultural Economic
Report No. 789). Washington, DC: U.S. De-
partment of Agriculture, Economic Research
Service.

multiple sources, including the Bureau
of Labor Statistics (the ES-202 reports),
the Bureau of Economic Analysis (state
annual personal income tables), and the
U.S. Census Bureau (County Business
Patterns reports). All data obtained were
for Standard Industrial Classification 21,
which includes the following activities:
multiple aspects of tobacco processing;
production of cigarettes, cigars, and
other tobacco products; tobacco thrash-
ing, stemming, and redrying; and related
activities. Varying amounts of data are
contained in these published reports,
with some data unreported for confiden-
tiality reasons (e.g., for confidentiality
reasons, the BLS ES-202 reports do

not contain information on employ-
ment when 70% or more of the total in
the state is controlled by one firm). The
published data were supplemented with
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unpublished information from a variety
of federal and state agencies, and, on
the basis of historical trends and relative
shares, some imputation was done to
obtain estimates of employment in and
compensation from tobacco manufactur-
ing for each state in each year, with the
imputation done so that the sum of state
estimates equaled reported estimates for
the United States.

To provide an understanding of the
relative importance of tobacco to the
overall state economy, all measures
were divided by an appropriate measure
of total economic activity in the state.
Specifically, the dollar-denominated
measures were divided by gross state
domestic product (GSP), and the em-
ployment measures were divided by total
employment in the state (both obtained
from the Bureau of Economic Analysis).
Finally, a single variable reflecting the
combined economic contribution of to-
bacco growing and manufacturing was
obtained by adding the measures of the
value of crop receipts from tobacco as a
share of GSP and the total compensation
for tobacco manufacturing as a share of
GSP. This variable was ultimately used
as a covariate as part of state conditions
for the regression analyses described in
other chapters.

State Data and Trends

Several interesting observations
emerge from the data on the contribu-
tion of tobacco to state economies. First,
as illustrated in figure 6.4 (the data in
figures 6.4—6.11 were calculated by the
authors) and table 6.1, while tobacco
growing and manufacturing do contrib-
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ute to economic activity in a number of
states, this contribution is relatively mi-
nor in most of these states. In 2000, for
example, the share of GSP accounted for
by tobacco farming and manufacturing
was just over 4% in North Carolina, just
over 2% in Kentucky and Virginia, and
slightly less than 1% in Georgia. Over
the period from 1979 through 2000, the
share of GSP accounted for by tobacco
growing and manufacturing exceeded
0.2% in any year in just two other
states—South Carolina and Tennessee.

Second, as illustrated in figure 6.5, the
economic contribution of tobacco to the
national economy has been declining for
most of the period from 1979 through
2000. Tobacco farming contributed just
over 0.1% of gross domestic product
(GDP) in the early 1980s; by 2000, this

was down to less than 0.03% of GDP.
Tobacco manufacturing’s contribution to
GDP has been somewhat more stable but
has been generally declining since the
early 1990s. In general, the value of to-
bacco manufacturing depends heavily on
the price of tobacco products, as can be
seen by some of the larger changes in the
share of GDP accounted for by tobacco
manufacturing over time. For example,
the “Marlboro Friday” reductions in the
prices of leading cigarette brands in 1993
contributed to a significant decline in the
economic impact of tobacco manufactur-
ing, whereas the settlement-related price
increases of the late 1990s contributed to
the increase in the economic impact of
tobacco manufacturing at the end of the
period. Recent declines in the production
of tobacco products have almost certainly

Figure 6.4. Tobacco Farming and Manufacturing as Share of Gross State Product (GSP), 2000
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Tahle 6.1. Percentages of Gross State Product from Tobacco Growing and Manufacturing
(Shading indicates ASSIST states.)

State 1992 1993 1994 1995 1996 1997 1998 1999
AK 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
AL 0.03 0.02 0.02 0.03 0.03 0.03 0.03 0.03
AR 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
AZ 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
CA 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
CO 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
CT 0.11 0.07 0.05 0.06 0.07 0.07 0.07 0.06
DC 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
DE 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
FL 0.03 0.02 0.02 0.03 0.03 0.03 0.03 0.03
GA 1.11 0.90 0.87 1.13 1.15 1.15 1.08 1.01
HI 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
1A 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
ID 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
IL 0.02 0.01 0.01 0.02 0.02 0.02 0.01 0.01
IN 0.03 0.03 0.02 0.02 0.02 0.02 0.02 0.01
KS 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
KY 343 3.24 3.25 2.94 2.99 2.61 2.31 2.03
LA 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MA 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MD 0.02 0.02 0.01 0.02 0.01 0.01 0.01 0.01
ME 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MI 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MN 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MO 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.01
MS 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
MT 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NC 6.51 4.81 4.53 4.48 4.11 4.07 3.54 3.04
ND 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NE 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NH 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NJ 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NM 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
NV 0.00 0.00 0.00 0.00 0.01 0.01 0.02 0.03
NY 0.11 0.11 0.14 0.15 0.19 0.18 0.19 0.19
OH 0.02 0.02 0.01 0.01 0.01 0.01 0.01 0.01
OK 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
OR 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
PA 0.02 0.02 0.01 0.01 0.02 0.02 0.02 0.01
RI 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
SC 0.28 0.26 0.23 0.22 0.24 0.23 0.19 0.16
SD 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
TN 0.42 0.38 0.33 0.31 0.34 0.30 0.26 0.22
TX 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
uT 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
VA 2.93 2.50 2.50 248 2.44 2.26 2.04 1.83
VT 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
WA 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
WI 0.02 0.02 0.01 0.01 0.01 0.01 0.00 0.00
wv 0.09 0.08 0.09 0.09 0.08 0.08 0.08 0.07
wY 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
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Figure 6.5. Tobacco Farming and Manufacturing as Share of Gross Domestic Product (GDP),
United States
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Figure 6.6. Tobacco Farming and Manufacturing as Share of Gross State Product (GSP),
North Carolina
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Tobacco Growing and Manufacturing as Share of Gross State Product (GSP),
Kentucky
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Figure 6.9. Tobacco Farming and Manufacturing as Share of Gross State Product (GSP),

Georgia
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Figure 6.10. Tobacco Farming and Manufacturing as Share of Gross State Product (GSP),
South Carolina
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Figure 6.11. Tobacco Farming and Manufacturing as Share of Gross State Product (GSP),
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led to a renewal of the downward trend
in the economic impact of tobacco manu-
facturing on the U.S. economy.

Finally, even in the states where tobac-
co growing and manufacturing have had
a significant impact on the state economy,
their importance has diminished over time
(see figures 6.6 through 6.11). For ex-
ample, in North Carolina and Kentucky,
the states where tobacco has historically
had the greatest economic impact, the
share of GSP accounted for by tobacco
growing and manufacturing fell by nearly
60% from 1979 through 1999. Similarly,
tobacco’s share of GSP in Virginia fell by
more than 40% during this period. The
only exception to this trend is Georgia,
which experienced an increase in tobacco
manufacturing’s contribution to its GSP
in the early 1980s, followed by relative

1990

Year

1995 2000

stability; recent trends in Georgia, how-
ever, suggest that the economic impact of
tobacco is beginning to fall there as well.

Summary

obacco growing and manufacturing

have played important roles in the
development and growth of the U.S.
economy for many years. While tobacco
growing and manufacturing take place in
more than half of U.S. states, the econom-
ic impact of these activities is concen-
trated in a small number of states, most
notably North Carolina, Kentucky, and
Virginia. Moreover, the economic contri-
bution of tobacco to state economies has
been falling for many years, the result
of declines in tobacco use in the United
States, increased use of foreign-grown
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tobacco, reduced exports of tobacco leaf
and tobacco products, increased auto-
mation of tobacco product production
processes, and the shift of production fa-
cilities to overseas locations.

‘While the economic influence of to-
bacco continues to decline, there is still
evidence to support its impact on up-
stream tobacco control interventions such
as taxes and legislation—therefore, an
accurate evaluation of such interventions
must take these economic factors into ac-
count. By developing a measure that ac-
counts for tobacco-related state economic
conditions, we can provide a more ac-
curate picture of the impact of state-level
programs such as ASSIST relative to the
environment of the states themselves.

Conclusions

1. Anecdotal and empirical evidence
indicates that state restrictions on
smoking, and cigarette and other to-
bacco product excise taxes are lower
in states that have relatively more
visible sectors of tobacco growing
and/or manufacturing.

2. While substantial gaps exist between
the tobacco industry’s and the public
health community’s interpretations
of the economic impact of tobacco,
studies that incorporate redistribu-
tion of tobacco spending have shown
negligible employment impact at an
overall national level.

3. Despite the limited and declining
economic impact of tobacco, argu-
ments about the importance of tobac-
co to state economies have created
barriers to the adoption of effective
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and comprehensive tobacco control
policies in many states.

4. To factor the potential state-level

economic impact of tobacco into

the impact of ASSIST on policy
outcomes and smoking behavior, a
quantitative variable was developed
for the ASSIST evaluation analyses,
based on key indicators of tobacco
growing and manufacturing relative
to a state’s gross domestic product.
This variable, which was subse-
quently integrated as part of base-
level state conditions in the analyses,
helped model the relative impact of
these economic dependence factors
on the kinds of upstream, policy-
based interventions studied as part of
ASSIST.
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To determine whether media interventions and media advocacy influenced
newspaper coverage of tobacco control issues, the American Stop Smoking
Intervention Study (ASSIST) evaluation analyzed newspaper coverage of ASSIST
priority policy areas. The ASSIST Newspaper Tracking System, a comprehensive
database of newspaper coverage of tobacco control efforts in the United States from
1993 to 2000, compiled over 124,000 articles from newspapers across the country
with the assistance of a national newspaper clipping service. This database was
subsequently used to describe trends in media coverage for ASSIST policy areas over
time as well as differences in news coverage between ASSIST and non-ASSIST states.

Articles were judged for relevance on the basis of a three-tiered key-word search
of tobacco-, legislative restriction-, and policy-related terms as well as a subjective
content review. These articles were then coded for subsequent analysis along indices
such as policy type, topic, circulation, article type, and point of view. Four state-level
metrics were produced from this scoring system: raw frequency of articles; relative
(percentage) frequency; a rate variable comparing number of articles to the number
of newspapers per state; and a media advocacy variable (MAV), a per capita index
of prohealth coverage computed from multiple factors.

Although a subsequent trend analysis of these scoring data could not establish
evidence of changes in coverage over time, this study provided evidence that ASSIST
media intervention efforts had an effect on newspaper coverage of tobacco control
policy activities. The ASSIST Initial Outcomes Index was used to control for baseline
differences between states, revealing a significant positive difference in the rate
variable between ASSIST states and non-ASSIST states, with a plausible explanation
being the presence of ASSIST media interventions. This database and its associated
study serve as a valuable basis for future research efforts involving media outcomes
in tobacco control and how to quantify them relative to policy intervention efforts.

Introduction

This chapter describes (1) the database created to track newspaper coverage of
ASSIST’s four priority policy areas during the project, (2) the methods developed to
code and analyze the data, and (3) a state-level scoring system created to characterize
the newspaper coverage. Several analyses are presented to demonstrate the score’s po-
tential uses, including

= Trend analyses of coverage by topic, to highlight the potential use of the scoring
system to determine whether media interventions are stimulating adequate
newspaper coverage to engender support for the proposed policies;
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7.

ultimately used as part of the formal
ASSIST evaluation analysis, it repre-
sents a valuable first effort in measuring
the results of media advocacy efforts for
tobacco control.

The ASSIST Newspaper Tracking System
Comparison of newspaper coverage in change public and private tobacco use
ASSIST states with coverage in non- policies are among the most powerful
ASSIST states; interventions available to tobacco con-
A case study of newspaper coverage trol advocates. Policies that promote
in one specific state, North Carolina, nonsmoking behavior lead to the devel-
related to the successful promotion of opment of a social norm that holds to-
stronger youth tobacco access laws. bacco use unacceptable. One of the three

principal interventions of the ASSIST
model was media intervention, including
media advocacy, a highly effective tool
for promoting policies as part of a public
health agenda. The ASSIST Newspaper
Tracking System represented an effort
to determine the success of the ASSIST

Although this database was not

In a social-environmental public media interventions by analyzing the
health approach, interventions that amount and type of newspaper coverage
Media Advocacy

“‘Media advocacy is the strategic use of mass media as a resource for advancing a social or public
policy initiative.’® Media advocacy stimulates community involvement in defining policy initiatives
that influence the social environment in which individuals make choices—for example, choices about
tobacco use. Media advocates react to unexpected events and breaking news and create events to draw
media attention and coverage to an issue.” When traditional media relations and interventions—for
example, publicizing special events, marking health observances, and publicizing research results—are
used strategically, not just informatively, they are tactics in the approach of media advocacy. In all the
ASSIST states, ASSIST staff and volunteers were trained to use all media interventions in ways that
were strategic and community based. In this way, ASSIST advanced the state of the art in media advo-
cacy for tobacco control.

“Media advocates must know the relevant policy issues, know how to frame an issue for public debate,
and know how the media function—what types of stories are deemed newsworthy, how editors decide
what stories get covered, and what deadlines and logistic issues might influence coverage. There-

fore, ASSIST conducted media advocacy training to impart knowledge and skills to advocates and

to encourage and empower their involvement in tobacco control. A communication network among
advocates for sharing information on local and national activities helped ASSIST advocates implement
media advocacy efforts. Newsletters, listservs, and computer newsgroups supported timely communi-
cation and creativity among the national, state, and local advocates.”

Source: National Cancer Institute. 2005. ASSIST: Shaping the future of tobacco prevention and control
(Tobacco control monograph no. 16, NIH publication no. 05-5645). Bethesda, MD: National Cancer
Institute (pp. 127, 129).

aNational Cancer Institute. 1989. Media strategies for smoking control: Guidelines (NIH publication
no. 89-3013). Bethesda, MD: National Institutes of Health (p. 8).

bWallack, L., K. Woodruff, L. Dorfman, and I. Diaz. 1999. News for a change: An advocate’s guide to
working with the media. Thousand Oaks, CA: Sage.
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of the policy areas promoted by the
ASSIST intervention: clean indoor air,
restrictions on minors’ access to tobacco,
excise tax increases, and restrictions on
tobacco advertising and promotion (see
Monograph 16, chapter 5, pp. 149-152).

The Challenge of Measuring
the Effect of Media
Interventions

he idea that news media coverage

brings issues to the attention of the
public and of policy makers may seem
intuitive, if not obvious. The challenge
in evaluation, however, is demonstrat-
ing that news media coverage does in
fact influence the thinking, decisions,
and behavior of the public and of policy
makers. Although determining such a
cause-and-effect relationship for some
very focused and geographically limited
topics might be possible, researchers in
the field of evaluation are still grappling
with how to do so for wide-scale public
health interventions. When ASSIST was
initiated in 1991, there was little pub-
lished literature on methods for evaluat-
ing the effects of media interventions,’
which are important interventions of the
ASSIST model. Therefore, designing
a method of evaluation was essential.
Evaluating media intervention effects
would entail determining actual news
media coverage, tracking coverage
trends, and comparing those trends with
levels or types of media intervention ef-
forts. National Cancer Institute (NCI)
and ASSIST Coordinating Center staff
members developed methods that not
only measured the effects of ASSIST but
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also contributed to advancing the field of
evaluation in this regard.

Though an appropriate method to
evaluate ASSIST media interventions
was not available, the development of
the newspaper tracking system was
influenced by the work in media stud-
ies that documented the relationship
between news media coverage of social
problems and the effects of that cover-
age on audience perceptions of those
problems. Early research was on agenda
setting, and that research posited that
the public’s attention, over time, would
be focused on issues occupying time or
space in the mass media.? In the words
of Bernard Cohen, “The press may not
be successful much of the time in telling
people what to think, but it is strikingly
successful in telling readers what to
think about.”3®13 However, subsequent
work in media studies revealed that
the model described in Wallack et al.?
was too limited and suggested that by
presenting social problems as such, the
media do help individuals to think about
a problem in a certain way. The media
provide arguments for and against social
issues and thereby define the terms in
which the topics are considered.*®23D)
This study and more recent studies sug-
gest that the public agenda, news media
coverage, and public policy are mutually
influential and, of course, multifaceted.’
If so, media advocacy interventions
should be capable of influencing news
media coverage. Recently and since the
end of ASSIST, researchers documented
the interrelationships among media,
advocacy, and health promotion. They
found that during the 1980s organized
groups and institutions that sought to
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place cardiovascular disease issues on
the public agenda stimulated an increase
in news media coverage of heart disease
as a social problem.®

ASSIST conducted media advocacy
for many of its media interventions.
Media advocacy grew out of the work of
social movement organizations in many
arenas, but only recently has it become a
formal element of approaches for affect-
ing public health policy. The objective of
media advocacy is to influence how the
media present issues, and the goal is to
thereby shape policy agendas and regula-
tory or legislative actions. (For a full dis-
cussion of these concepts and how they
were applied in ASSIST, see Monograph
16, chapter 5.)

The steps in this first stage of devel-
oping an evaluation approach to the me-
dia interventions of a wide-scale public
health intervention were the following:

= Establish a tracking system for
identifying and collecting newspaper
articles about ASSIST-relevant
tobacco control topics.

= Code the articles for characteristics
that could be used for meaningful
analyses.

= Maintain a database of the coded data.

= Create indices from the database for
use in analyses.

= Conduct trend analyses for the entire
ASSIST implementation phase
(1993-99), comparing ASSIST states
with non-ASSIST states.

= Provide the 17 ASSIST states with
trend analyses of newspaper coverage
on a quarterly basis as feedback on
their media intervention efforts.
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These efforts are described in the sub-
sequent sections of this chapter.

The newspaper tracking effort was
unprecedented in scope, though it tracked
only newspaper coverage. The omis-
sion of broadcast and electronic media
(television, radio, and the World Wide
Web, which was in its infancy when data
collection began) does not detract from
the overarching purpose of the tracking
system. Newspaper coverage has been
found to parallel coverage in the electronic
media.” In fact, newspaper coverage of
issues, especially in the elite press (a term
used in the industry to refer to influential
agenda-setting media), has been shown to
be the source of much of what is covered
by the electronic media. Research has also
documented the importance of newspaper
coverage in the decision-making process
for policy makers and legislators in many
areas of public policy.’ Thus, the ASSIST
Newspaper Tracking System is an im-
portant resource for additional kinds of
analyses and for further hypothesis testing
about tracking and evaluating news media
coverage to determine the effectiveness of
tobacco control interventions designed to
promote a tobacco-free social norm.

Tracking the Articles

rom October 1993 through December

2000, the ASSIST Coordinating Cen-
ter tracked all daily newspapers in the
United States for articles covering the
tobacco control policy areas established
in the ASSIST model: clean indoor air,
restrictions on minors’ access to tobacco,
excise tax increases, and restrictions on
tobacco advertising and promotion.



Collecting the Articles

Following a pilot study to examine
the feasibility and specificity of tracking
newspaper coverage of tobacco control
issues in three states,® a national newspa-
per-clipping service was selected as the
data collection agent. This service moni-
tors 17,247 different publications and
claims an estimated capture ratio of 80%,
meaning that 80% of all articles germane
to a particular search strategy will be
identified and clipped by a reader.

Between October 1, 1993, and Decem-
ber 31, 2000, this service monitored all
daily newspapers in the United States us-
ing a search strategy devised by ASSIST
Coordinating Center researchers. In De-
cember 2000, 1,766 newspapers were in
the sampling frame, but this number had
varied over time due to newspaper open-
ings, closings, and mergers.

National newspapers—such as USA
Today, the Wall Street Journal, and the
Christian Science Monitor—were ex-
cluded from the search strategy because
determining their readership in each
state would be difficult. The New York
Times and the Washington Post were
included in the search, even though they
have national circulations, because they
are primarily city newspapers with a
section that covers only local news. Ad-
vertisements, movie reviews, restaurant
reviews, and obituaries that had tobacco-
related content were excluded from
the search. Syndicated columns were
counted as one article (identified by the
newspaper of origin and attributed to that
state) to capture an important source of
editorial opinion, to credit its influence,
and to limit redundancy.
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The newspaper-clipping service ob-
tained potentially relevant articles from
the universe of daily newspapers. Poten-
tially relevant news and feature articles,
letters to the editor, and editorials about
tobacco control policies were identified
with a three-tiered search strategy. The
first tier consisted of tobacco key words,
the second tier consisted of legislative key
words, and the third of policy-related key
words. Examples of key words are listed
in table 7.1. See appendix 7.A for a list of
the coding topics; see appendix 7.B for a
complete list of search strategies.

To enhance the likelihood of identify-
ing the most relevant articles, this strate-
gy required that one word from each tier
appear in the article or headline in order
for it to be clipped. For example, appear-
ance of the word tobacco by itself did
not qualify an article for selection—the
article could have been about tobacco
farming and not about tobacco control
policy. However, the appearance of the
words fobacco and bill and tax would
qualify an article for selection. The chief
advantages of the search strategy were
its simplicity and replicability. No deci-
sions about the content of the article
were necessary other than to note the
appearance of the key words. The above
criteria could not be applied to single-
paragraph articles, such as letters to the
editor. In these cases, a key word from
two of the three tiers was sufficient for
selection.

Determining the Relevance of the
Articles

The clipping service identified each
clipping by the newspaper’s name, cir-
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Tahle 7.1. Examples of Key Words for Search Strategy

Tier 1: Tobacco

Tier 2: Legislative restrictions

Tier 3: Policy

ASSIST Ban/banned/banning Advertising Pharmacy
Cigarettes Bill Airport Promotion
Nicotine Law/lawsuit Arena Public places
Smoking Legislation/legislative/legislator Billboard Restaurants
Smoke-free Ordinance Bowling alley ~ School(s)
Snuff Policy Buildings Stores
Tobacco Prohibit/prohibition Children Tax
Regulation/regulatory Coliseum Vending machines
Restrictions Jail Workplace(s)
Mall Youth
Minor(s)

culation, and date of publication. The
service shipped all clipped articles in
bulk to the ASSIST Coordinating Center
on a monthly basis. Each article was then
reviewed to ensure that it met the search
criteria and that it was indeed relevant.
Trained research staff of the ASSIST
Coordinating Center performed this task.
First, each article was screened to verify
that a key word from each tier was used
in it. This criterion, however, was not
sufficient to determine relevance because
even though an article might include the
key words, it might be only tangentially
related to the topic of tobacco control.
For example, a story about a politician’s
personal life might mention his or her
efforts in tobacco control but might not
be about tobacco control policy. Articles
that were determined to be relevant were
entered into the database. See Stillman
and colleagues® for additional details.
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Coding the Articles and Maintaining a
Database

The coding process began once an
article was accepted as relevant and was
added to the database. The challenge
posed by the coding process was to char-
acterize the information from each ar-
ticle sufficiently to clearly represent how
the tobacco control issues were treated.
The data from the ASSIST Newspaper
Tracking System were most suitable for
identifying what tobacco control issues
were discussed across the United States.
The data were less suitable for revealing
details about the discussion, about the
quality of the discussion, and about the
approach to the discussion. The sheer
volume of articles made it necessary to
choose between two very different types
of coding: conducting a surface analysis
of the entire scope of newspaper cover-
age of tobacco control policy, or coding



and analyzing a small percentage of the
clippings in depth.

As an example of the coding process,
all hard news stories were coded as neu-
tral, whereas editorials, letters to the edi-
tor, and editorial cartoons were coded as
either neutral, prohealth, or protobacco.
Such articles were coded as neutral when
the author addressed both sides of an is-
sue and expressed no dominant theme or
position. The argument could be made
that hard news stories express a bias
even though they should be neutral, in
accordance with journalistic principles;
however, assessing bias in news stories
would have required far greater staff
resources, monetary resources, and in-
depth textual analysis than were possible
for this study.

The ASSIST Coordinating Center
developed a codebook to provide back-
ground and instructions for coders. New
tobacco control topics that appeared in
the newspaper clippings and that had im-
plications for the coding were addressed
at bimonthly meetings of coders and
project administrators. Addenda to the
coding manual were written as needed.
Coders were in a training period until
they achieved an intercoder reliability
rate of 100%. Every month thereafter,
for quality control, the coding supervisor
made spot reliability checks of 20 clips
from each coder. Any clips that did not
meet coding standards were recoded to
meet the standards. The reliability scores
remained high, at 95%—-99%, throughout
the project.

Each article was coded on six vari-
ables: policy type, topic code, circu-
lation of source newspaper, type of
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article, front page, and origin of story.
Articles that were editorial in nature
were coded on a seventh variable, point
of view. These variables are described in
table 7.2.

Table 7.3 provides examples of the
tobacco policy topics coded by the track-
ing system. The final coded database
consists of 124,401 articles. The record
of each article contains a set of coded
variables and the article’s identifiers—
newspaper’s name, circulation, and date
of publication.

Developing Indices from the Database

To render the data useful for trend
analyses, a number of indices were
created: raw frequency, relative frequen-
cy, rate variable, and media advocacy
variable. The purpose of these indices
was to reduce complex data to manage-
able constructs for meaningful analysis
and to test theoretical assumptions about
the relationship between news media
coverage and social-environmental
outcomes. For example, agenda-setting
theory proposes that the quantity and
specific characteristics of coverage in-
fluence the public debate about policy
issues.! To test such assumptions parsi-
moniously, an index that captured these
characteristics was necessary.

The first index of the articles was
raw frequency, simply the number of
articles designated by one value of a
specific variable (e.g., the number of
articles published during 1994). The
second index was relative frequency,
the percentage of articles with a given
characteristic, such as the percentage
of stories on the front page in a year.
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Table 7.2. Definitions of Coded Variables

Variable

Policy type

Topic code

Circulation

Type of
article

Front page

Point of view

Origin of
story

Operational definition

Four policy areas were coded to correspond with ASSIST objectives: clean indoor
air, restrictions on minors’ access to tobacco, excise tax increases, and restrictions

on tobacco advertising and promotion. A fifth category, referred to as miscellaneous,
includes lawsuits against the tobacco industry, national settlement talks, and proposed
regulation of nicotine by the U.S. Food and Drug Administration (FDA).

Since 1996, specific topic codes were entered to specify content of articles (e.g., state
excise tax) beyond policy type.

This variable refers to the number of copies of the publication that are distributed daily.
(For the New York Times and the Washington Post, these were further divided into
specific circulation figures for each adjacent state—New York/New Jersey/Connecticut,
and Virginia/Maryland/District of Columbia, respectively.)

Articles were classified as being one of three types: news story (a factual account of an
event or issue), editorial (an opinion of an event or issue written by newspaper staff), or
letter to the editor (usually written to the newspaper by a member of the community).

This variable was created in an attempt to identify the visibility of a specific article in the
particular newspaper.

The points of view of editorials, letters to the editor, and editorial cartoons were coded as
neutral, prohealth, or protobacco. Hard news stories were coded as neutral.

To assess the salience of the tobacco control policy issue, the articles were coded as
either national or local in focus. Stories from a national wire service (e.g., Associated
Press, United Press International, Reuters) were coded as national; stories from a local
journalist (whose name was stated in the byline) were coded as local. When the media
analysis first started, this variable was not included in the coding protocol. This variable
was added after 6 months of coding—when it became apparent that many articles in local
papers were covering national tobacco policy issues taken from national wire services.

Table 7.3. Examples of Tobacco Topics

Clean indoor air

Smoke-free
bowling alley

Sports arena

restricts smoking

Restricting

smoking in schools machines

Minors’ access Excise tax Advertising and
to tobacco increases promotion Miscellaneous
Licensing vendors  Federal excise Banning billboards ~ Cigarette package
tax in a state labeling
Youth purchase State excise tax ~ Removing billboards FDA regulation of
attempts from sports arenas nicotine content

Banning vending FDA regulation of ~ Lawsuits

cigarette advertising

Note: FDA indicates U.S. Food and Drug Administration.
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Relative frequency enables comparisons
among variables over time and from year
to year.

Neither the raw frequency nor the rel-
ative frequency can be the basis for valid
comparisons between states because the
number of newspapers published var-
ies by state. The number of newspapers
would affect the number of articles
published (i.e., the more newspapers in
a state, the greater the number of articles
published). Yet, comparisons between
states are important because the unit of
analysis in ASSIST is the state.

To address this problem, a third index
was calculated, a rate variable: the num-
ber of articles clipped in a state divided
by the number of newspapers in that
state. This quotient yielded the rate vari-
able of tobacco control articles per news-
paper per state. The rate variable could
be calculated for specific time units—for
example, a rate per month, per quarter,
or per year. Since the newspaper busi-
ness is volatile (subject to new starts,
mergers, and closures), the clipping ser-
vice provided the number of newspapers
included in the monthly set of clippings.

The fourth index was the media advo-
cacy variable (MAV), which was created
as an index of prohealth coverage. This
index included the amount, prominence,
and point of view of the coverage. MAV
was adjusted for a state’s population;
thus, it could be used to make state-to-
state comparisons of prohealth coverage.
MAV was calculated as follows:

type X point of view X
front page X (circulation X 2.2)

state population
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where

type: 0 = cartoons;
1 = all other articles

point of view: —2 = protobacco;

1 = neutral; 2 = prohealth

front page: 2 =yes; 1 =no
circulation X 2.2: This product is an

estimate of the circulated paper’s
total readership.

Weighting of the MAV components
was based on previous media advocacy
research methods'? and expert recom-
mendations. MAV has been applied in
modeling the overall effects of ASSIST
on hypothesized long-term health out-
comes (such as change in tobacco use
prevalence) and in modeling associations
between ASSIST and tobacco control
policy outcomes. Although MAV has
not been incorporated into analyses pre-
sented in this monograph, it can be used
to measure overall population exposure
to prohealth coverage. It has significant
potential for application in future news
media analyses.

Trend Analyses

he ASSIST Newspaper Tracking Sys-

tem is the most comprehensive avail-
able record of newspaper coverage of
tobacco control from 1993 to 2000. The
database can be used for various types
of analyses—for example, for overall
news coverage trend analyses that assess
changes in the quantity and characteris-
tics of coverage over time or for detailed
content analyses of news articles focused
on understanding the coverage of a spe-
cific topic or set of topics.

195



7. The ASSIST Newspaper Tracking System

In general, the analyses reported here
were based on the frequency of articles
within each of the coded variables (table
7.2). For descriptive analyses, a chi-square
analysis was used to compare frequencies
of articles within each of the categories,
and each observation was assumed to be
independent. In addition, articles grouped
by years of publication were considered to
be independent samples. In other words,
the appearance of an article about a par-
ticular tobacco control policy or topic at
a single point in time was considered in-
dependently of the appearance of another
article during subsequent time periods.
The tracking system did not track articles
appearing in specified newspapers over
time. The assumption of independence is
consistent with defining the article as the
unit of observation.

The next sections present three ex-
amples of analyses conducted during the
ASSIST evaluation: (1) trend analyses
of types of articles, (2) comparison of
trends in ASSIST and non-ASSIST
states, and (3) a case study of a specific
policy initiative in an ASSIST state.

Trend Analyses of Types of Articles

Because the sampling frame of the AS-
SIST Newspaper Tracking System includ-
ed all daily newspapers, the data can be
used to assess the characteristics of cov-
erage during the data collection period.
Researchers from NCI and the ASSIST
Coordinating Center conducted a series
of descriptive analyses resulting in an
overall characterization of trends in cov-
erage during the implementation phase
of ASSIST. Trends were characterized as
changes in quantities, rates, or character-
istics of coverage over time.
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From October 1, 1993, through Decem-
ber 31, 2000, 124,401 articles were coded
and entered into the database. Of those
articles, 67% were news stories, 15% were
letters to the editor, 17% were editori-
als, and 1% consisted of cartoons. Some
variations in the relative frequencies of
the types of articles occurred throughout
the years of observation (figure 7.1). For
example, the percentage of news stories
gradually rose over time, whereas the per-
centage of letters to the editor fell. News
stories constituted 58% of all articles in
1993, 71% in 1997, and 76% in 2000.
Similarly, the relative frequency of editori-
als increased from 13% in 1993 to 21%
in 1998 but declined to 16% in 1999 and
to 14% in 2000. In contrast, the relative
frequency of letters to the editor declined
from 28% in 1993 to 10% in 1997. After a
small rebound to 15% in 1998, the relative
frequency of letters to editors declined to
12% in 1999 and to only 9% in 2000.

The largest proportion of newspaper
articles across the data collection period
concerned clean indoor air policies (40%),
followed by minors’ access issues (15%),
tobacco excise taxes (10%), and tobacco
advertising and promotion policies (6%).
The miscellaneous category accounted for
more than 29% of all coded articles in the
database because this category included
the high-attention topics of lawsuits
against the tobacco industry and the Mas-
ter Settlement Agreement, which affected
all states (see figure 7.2), and Food and
Drug Administration (FDA) regulations.
The percentage of articles about each poli-
cy area varied over time. In 1993, clean in-
door air accounted for 63% of all articles;
this number dropped to 24% in 1996 and
rose to 40% in 1999 and 2000.
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Figure 7.1. Article Type by Year, 1993-2000
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Figure 7.2. Policy Topic by Year, 1993-2000
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The relative frequency of articles
on excise taxes dropped from a high
of 25% in 1993 to 5% in 1995. Cover-
age of minors’ access issues peaked in
1996. The relative frequency of articles
in the miscellaneous category steadily
increased and peaked in 1998 and rep-
resented 40% of all articles in 2000.

Overall, the proportion of news sto-
ries was relatively consistent among the
four policy types and ranged from 67%
for clean indoor air to 71% for youth
access, with advertising and promotion
restrictions and miscellaneous each at
70%. However, for the excise tax issue,
only 49% of coverage was news stories.
The distribution of type of stories by
topic was similar for all years.

In the overall database, editorials,
letters to the editor, and cartoons were
coded for point of view. In the fol-
lowing analysis, we examined only
editorials and excluded those with a
neutral point of view (i.e., percentage
comparisons are between prohealth
and protobacco editorials only). The
prohealth point of view outweighed
the protobacco point of view by nearly
a 2:1 margin (22,282 to 12,441, with
3,087 neutral). The data also show
year-by-year variations. In 1993, 58%
of all editorials expressing an opinion
were prohealth, and 42% were proto-
bacco, with prohealth peaking at 76%
in 1996 and dropping to 60% in 1998.
All the comparisons between prohealth
and protobacco percentages within
individual years were statistically sig-
nificant (p < .001). The percentages
of articles voicing prohealth points of
view remained relatively unchanged
from 1998 to 2000.
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Readiness for Media Interventions

“For ASSIST to conduct media interven-

tions successfully, three elements had to be

in place:

1. An infrastructure of organizational units
clearly responsible for the interventions

2. A system of communication throughout
the infrastructure that would enable timely
implementation of media interventions

3. Technical assistance to equip ASSIST
personnel and coalition volunteers with
needed skills and to provide them contin-
ued support in planning and implementing
media interventions

“These three elements were developed and
established during ASSIST’s 2-year planning
phase. . . . By mid-1993, the 17 states were
ready to implement media intervention strate-
gies described in their annual action plans.”

Source: National Cancer Institute. 2005.
ASSIST: Shaping the future of tobacco pre-
vention and control (Tobacco control mono-
graph no. 16, NIH publication no. 05-5645).
Bethesda, MD: National Cancer Institute
(pp- 123-24).

Regarding tax issues, the prohealth
point of view peaked at 73% in 1996, but
in 1998, editorials expressing protobacco
views outnumbered the prohealth posi-
tion by almost 2:1 (64% versus 36%). For
clean indoor air issues, the percentage of
protobacco editorials ranged from 62%
to 72% in 1993-97, dropped to 56% in
1998, but climbed to 70% in 2000. Edi-
torials on the issue of youth access were
consistently prohealth over time. In the
miscellaneous category, the percentage
of editorials on advertising and promo-
tion policies expressing prohealth views
decreased from 82% in 1994 to 59% in
1996 and rose to 71% in 1998, to 80% in
1999, and to 84% in 2000.



In terms of the visibility of the policy
types, minors’ access to tobacco prod-
ucts was most frequently found on the
front page of the newspapers (17.7%
versus 13.2% for all others, p < .001).

Analyses of ASSIST Versus Non-ASSIST
States

The ASSIST Newspaper Tracking
System was designed in part to assess
whether newspaper coverage would fol-
low ASSIST efforts to implement media
interventions. One research question was
whether newspaper coverage of tobacco
control issues would be greater and more
favorable to tobacco control in ASSIST
states than in non-ASSIST states.

The ASSIST states were not selected
randomly; rather, they were selected ac-
cording to the criteria of a competitive
contract review process. Thus, the analy-
ses were based on a quasi-experimental
design that would compare newspaper
coverage of tobacco control in ASSIST
and non-ASSIST states prior to the
intervention and then at several points
afterward (i.e., a pretest, multiposttest
design). However, the ASSIST News-
paper Tracking System did not include
data prior to the ASSIST implementa-
tion phase, and attempts to reconstruct
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a baseline using electronic data sources
(e.g., Lexis-Nexis) proved unsuccessful.”?

Given these limitations, a two-step
approach was used to (1) control for
between-groups differences at baseline
using a construct that accounted for rele-
vant tobacco control policy variables and
(2) test for an ASSIST-by-year interaction.
Step 2 was based on the hypothesis of an
increasing intervention effect over time:
as the project progressed, ASSIST staff
would gain experience in media advocacy
and consequently would become more
successful at media interventions.

The outcome measure used to control
for baseline differences was the ASSIST
Initial Outcomes Index. (See chapter 4 for
details.) The Initial Outcomes Index is a
summary measure of three tobacco con-
trol variables: the percentage of workers
covered by 100% smoke-free workplaces,
cigarette price, and rating of local and
state clean indoor air policies. The Initial
Outcomes Index measured at the baseline
also predicted the volume of newspaper
coverage of tobacco control issues.

The dependent variable was the rate
variable, defined as the number of articles
published in each state during the year
divided by the number of newspapers.
Table 7.4 presents the average rates for

Table 7.4. Average Rate Variables for Each Year Analyzed (District of Columbia Excluded)

States 1994 1995
ASSIST
Mean 18.31 10.80
SD 9.43 7.81
Non-ASSIST
Mean 12.13 7.64
SD 8.05 5.57

1996 1997 1998
10.95 14.73 13.78
8.02 9.74 7.11
7.31 11.10 10.25
4.91 9.25 9.16
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each year analyzed. Data from the Dis-
trict of Columbia were considered outli-
ers and were omitted from these analyses
because it is the home of The Washing-
ton Post, which is not only a “local”
newspaper, but is one of the premier
national newspapers. In addition, the Dis-
trict of Columbia is not a state.

The analytic methods were as follows
(see Stillman and colleagues® for addi-
tional details):

= Conduct a repeated-measures analysis
to account for the presence of
correlations between the observations
for the same state over time.

= Use the PROC MIXED procedure
in the statistical computer package
SAS! for mixed linear regression
equations. (Mixed models are
more general than standard linear
regression models in that they allow
for the modeling of the variances and
covariance of the observations and the
means.)

= Perform a log transformation of the
dependent variable, and calculate an
average article rate for each state to
normalize the error terms.

= Enter ASSIST status, Initial Outcomes
Index rate, year, and interactions
between these terms into the model.

The primary results of these analyses
were as follows:

= Main effects for the Initial Outcomes
Index (p < .0003) and year (p < .0003)

= No observed ASSIST-by-year
interaction, contrary to what was
hypothesized

= An observed main effect for ASSIST
(p <.0007), indicating greater news
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coverage in ASSIST states than in
non-ASSIST states

The hypothesis of a change in cover-
age over time was not confirmed, but the
analyses provided evidence that ASSIST
media intervention efforts had an effect
on newspaper coverage of tobacco con-
trol. While the quasi-experimental de-
sign does not allow causal conclusions,
a plausible explanation of the greater
newspaper coverage of tobacco control
efforts in ASSIST states is the presence
of the ASSIST media interventions. See
Stillman and colleagues® for details on
methods and findings.

A Case Study of Newspaper Coverage
in North Carolina

The data in the ASSIST Newspaper
Tracking System database can be ana-
lyzed at the individual state level with a
case study approach. Data on the cover-
age of a specific event or sequence of
events can be combined with firsthand
accounts of tobacco control activities to
explain the observed patterns of cover-
age. Reports of such analyses to program
managers can help them determine the
effectiveness of specific media interven-
tions and media advocacy efforts and can
guide them in developing their annual
strategic action plans. Case study 7.1,
from North Carolina, illustrates how
newspaper coverage can be related to
specific events and issues. The frequen-
cies of editorials on youth access policy
were assessed for 90 days before and 90
days after the passage of two youth ac-
cess laws by the North Carolina General
Assembly, the first in 1995 and the sec-
ond in 1997.
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Case Study 7.1
Editorials Promote a Stronger Youth Access Law in North Carolina

In April 1995, North Carolina passed a relatively weak law to restrict the sale of tobacco products to
minors. The law contained the word knowingly and thereby gave retailers an escape hatch if they were
caught selling to minors. At this point, ASSIST had been in its implementation phase in North Carolina
for about 18 months. Media advocacy activities were in their early developmental phase at the time.

The data show that eight editorials appeared in newspapers across the state in the 6-month period
surrounding the passage of the law. One editorial appeared before the passage of the law, and seven
appeared after passage. The point of view of the editorials was overwhelmingly prohealth. Only one
editorial written after passage of the law was protobacco.

Anecdotal evidence from tobacco control advocates in the state indicates that health groups in North
Carolina were outraged at the passage of such a weak youth protection law. Tobacco control activists
met with the editorial boards of several North Carolina newspapers to inform them about the dangers
of allowing the word knowingly to remain in the law. These activities may account for the high per-
centage of prohealth editorials that appeared after the law was passed.

Nearly 2 years later, in February 1997, tobacco control advocates in North Carolina were successful
in getting the legislature to pass a youth access bill that was stronger than the 1995 measure. The 1997
bill removed the word knowingly and required retailers to check the identification of anyone appearing
to be younger than 18 years of age. By this time, ASSIST had been in its implementation phase for al-
most 4 years, and media advocacy training and practice were in full swing throughout the state.

During the 90 days before and after the passage of the second bill, 42 editorials were published—

21 before and 21 after the law was passed. Before the law was passed, the editorials were overwhelm-
ingly prohealth (91%). After the law was passed, the point of view of the editorials was almost evenly
split: 52% prohealth and 48% protobacco.

Tobacco control advocates reported that the tobacco industry and the retail merchants’ lobby tried to
influence the language of this stronger law. The industry framed the issue of youth access as an equal
responsibility between retailers and minors. Thus, they sought to include language making it illegal for
minors to possess tobacco products as well as to purchase or attempt to purchase them. Not only would
retailers be legally responsible for selling tobacco products to minors, but also minors would be legally
responsible for attempting to purchase those products. Additional analyses could determine whether the
prohealth editorials after the passage of the law reflected these lobbying efforts of the tobacco industry.

Source: Ulasevich, A., and W. D. Evans. 2001. Tale of two laws: Case study approach using the
ASSIST Media Analysis System. Poster presented at the 129th annual meeting of the American Public
Health Association, Atlanta.

summary example, to reveal needs and opportuni-
he ASSIST Newspaper Tracking Sys- ties for program improvement, to help
tem is a rich source of data on tobacco program planners develop more effective

control newspaper coverage and can strategic plans, and to identify trends in

serve as a resource for future quantitative coverage of specific issues that might

and qualitative analyses. Analyses of the require counteractions. In addition,

data have numerous applications—for the system is an important step toward
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developing methodologies that can be
applied by other public health programs
relying on changing social norms about
health behaviors.

The ASSIST Newspaper Tracking
System also is a major contribution to the
field of news media analysis. In addition
to content analysis, this system offers the
opportunity to evaluate correlations be-
tween news media coverage and changes
in the social environment surrounding
a public health issue. A major contribu-
tion of the system is a demonstration
of how to monitor news coverage on a
continuous basis and in tandem with the
implementation of a large-scale public
health intervention. The system now
serves as a model that can be expanded
further or revised, based on insights from
its applications to ASSIST. Building on
the model, new initiatives might seek to
extend the system to capture additional
variables on important concepts!? and to
test previously held assumptions about
the need for census (or near census) sam-
pling and coding methods.!3 The ASSIST
newspaper tracking system was the first
such tracking system in which newspaper
coverage of tobacco control efforts was
systematically collected, analyzed, and
used as part of an evaluation effort. As a
result, analysis of newspaper coverage is
now a component of other tobacco con-
trol program evaluations, including the
current evaluation of the Robert Wood
Johnson Foundation’s SmokeLess States
National Tobacco Policy Initiative.!#

Limitations

In advancing to the next development
in methods for tracking and evaluat-
ing media, it is important to take into
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consideration the limitations of the
ASSIST Newspaper Tracking System and
changing context. For example, limited
resources required a somewhat superficial
classification of the article variables rather
than an in-depth assessment of the con-
tent. In particular, the purpose of provid-
ing ongoing feedback to activists would
be served better if analyses could be made
of the arguments in editorial materials.
Also, fine-tuning the coding categories
might be considered. Although recent evi-
dence suggests that newspaper-clipping
services appear to miss a significant
proportion of relevant articles,'> during
the intervention period there was high
consistency between the national clipping
service reports and ASSIST state reports
of newspaper coverage.

The goal of this project was to capture
the universe of newspaper articles on
ASSIST-relevant tobacco issues across
all daily newspapers in the United States
and thereby establish a database from
which analyses could be conducted to
identify trends in coverage and correla-
tions to ASSIST media interventions.
Because newspaper editorial boards
control which stories are actually pub-
lished, newspaper editorial policies are
an important variable in a full evalua-
tion of the data. For example, one might
argue that editorial policy is a mediat-
ing variable capable of explaining some
portion of a variance between media
advocacy efforts (independent variable)
and amount or characteristics of news-
paper coverage (dependent variable).
The ASSIST Newspaper Tracking Sys-
tem does not contain an editorial policy
variable, so no analysis of the effect of
editorial policy has been conducted.



Strategic Elements for Success

Through media advocacy and other media
interventions, the 17 ASSIST states made
tobacco and health an issue of public prior-
ity. The media interventions brought media
attention to the four priority policy areas of
the ASSIST model: clean indoor air, restric-
tions on minors’ access to tobacco, excise tax
increases, and restrictions on tobacco adver-
tising and promotion. “Although no single
strategy worked in every state, the following
important elements were in place throughout
the project and contributed to the success of
the media interventions:

= Technical assistance and training in media
communications

= Strategic communication plans

= Mechanisms for sharing information,
ideas, and successes

= Communications with the ASSIST Coor-
dinating Center, which provided a national
perspective on tobacco issues

= A dedicated media staff person at the local
level

= Access to national experts

= Access to materials that could be adapted
locally for news stories, editorials, press
releases, and other formats

= A clear understanding of the audiences to
be reached

= Familiarity with the media markets

= Well-established media relations

= Skills in media advocacy”

Source: National Cancer Institute. 2005.
ASSIST: Shaping the future of tobacco pre-
vention and control (Tobacco control mono-
graph no. 16, NIH publication no. 05-5645).
Bethesda, MD: National Cancer Institute

(p- 152).
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Future Directions

Challenges for future analyses include
the following:

= How can editorial policy be captured?
Are there regional or state variations
in media bias? Could these variations
be coded?

= How can one assess whether policy
makers read the newspaper coverage
and whether the articles influence
their thinking and policy decisions on
tobacco control issues?

= Can the readership of specific
newspapers be measured and
coded by meaningful demographic
characteristics?

= How can program intervention
activities be captured for a later
analysis of their relationship to media
output?

= How can coding terms for articles
be related to program intervention
activities?

= Can the quality of program media
interventions be assessed and coded,
and can an analysis be conducted to
determine whether certain types of
interventions yield more newspaper
coverage of the desired sort? In
Indiana, a study synchronizing the
process evaluation tracking system of
a program with a news media tracking
system is under way.

= s there a theoretical base on which
to build and test a model of the
relationship between newspaper
coverage and policy change?

= What would be the measure of
an appropriate time lag between
newspaper coverage and expected
policy change?
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Are there elements of the newspaper
tracking system that can be
extrapolated to a model for other
types of media (broadcast and
Internet)?

Is there a direct relationship between
the amount of newspaper coverage of
tobacco control issues and reported
awareness of those issues?

To what extent do changes in the
amount of news media coverage of
tobacco control lead to changes in
knowledge, attitudes, or beliefs about
specific tobacco control issues?

Conclusions

1. The ASSIST Newspaper Track-

ing System established a method to
systematically identify and collect
newspaper coverage from all daily
newspapers across the United States
about ASSIST-relevant tobacco con-
trol policy topics. These articles were
subsequently coded and entered into
a database.

. Newspaper articles were coded for
policy type covered, topic covered,
newspaper circulation, article type,
front page story location, point of
view, and origin.
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3. An assessment of changes in media

coverage over time reflected chang-
ing interest in various tobacco control
policy areas, such as clean indoor air,
taxation, and advertising, as well as
tobacco industry lawsuits, the Mas-
ter Settlement Agreement, and U.S.
Food and Drug Administration regu-
lations.

. Additional research conducted as

part of the ASSIST evaluation found
that ASSIST media advocacy efforts
were associated with higher levels
of newspaper coverage and coverage
that was more positive toward tobac-
co control.

. While the newspaper tracking sys-

tem data were not a part of the final
ASSIST evaluation model, such data
served important functions. The data
provided valuable information to the
ASSIST states that allowed them to
track their own progress in obtain-
ing positive media coverage for their
tobacco control policy initiatives.

In addition, the data documented

the entire history of tobacco control
policy coverage from 1993 through
1999. This leaves a legacy for future
re