Youth Tobacco Cessation
A Guide for Making Informed Decisions

2004 www.cdc.gov/tobacco




To order free copies of this publication, contact:
Office on Smoking and Health

Publications, Mailstop K-50

4770 Buford Highway, NE

Atlanta, GA 30341-3717

770-488-5705 (press 3)

This publication is available online at: http://www.cdc.gov/tobacco.

Suggested Citation

Milton MH, Maule CO, Yee SL, Backinger C, Malarcher AM, Husten CG. Youth Tobacco Cessation:
A Guide for Making Informed Decisions. Atlanta: U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention; 2004.

Web site addresses of nonfederal organizations are provided solely as a service to our readers. Provision of an
address does not constitute an endorsement of this organization by the Centers for Disease Control and Prevention
(CDCQ) or the federal government, and none should be inferred. CDC is not responsible for the content of other

organizations’ Web pages.



Youth Tobacco Cessation

A Guide for Making Informed Decisions

Micah H. Milton, MPH
Catherine O. Maule
Sue Lin Yee, MA, MPH
Cathy Backinger, PhD
Ann M. Malarcher, PhD

Corinne G. Husten, MD, MPH

This guide was developed for the Youth Tobacco Cessation Collaborative

in close partnership with

AAAAAAA ONA]-@‘)
CIR
M CR  RsTITUTE Legacy







Preface

In 2000, the Youth Tobacco Cessation Collaborative (YTCC) published the
National Blueprint for Action: Youth and Young Adult Tobacco-Use Cessation to

guide discussion on how to help young tobacco users quit. This publication
noted a lack of research showing what strategies and programs work for youth
interventions and outlined goals for addressing this knowledge gap.

In response, the U.S. Centers for Disease Control and Prevention (CDC), the
Canadian Tobacco Control Research Initiative (CTCRI), the U.S. National Cancer
Institute (NCI), and the American Legacy Foundation (Legacy) worked to
produce this publication, Youth Tobacco Cessation: A Guide for Making Informed
Decisions. Representatives of these organizations assessed current efforts designed
to help youth quit using tobacco and sought to identify “best practices.”

The process began with a literature review of 66 published studies on youth
tobacco-use cessation and reduction. An evidence review panel composed of
experts in policy, practice, and research was then formed to systematically assess
the quality of evidence from the existing studies. Panel members concluded
that most of the studies lacked the quality or consistency of findings to allow
conclusive recommendations about effective practices and that more evidence
was needed to document the effectiveness of current interventions for youth
tobacco-use cessation.

Unfortunately, guidance on how to help youth quit using tobacco is needed
now. To address this need, a “better practices” model developed recently
by CTCRI was employed. This model seeks to draw from both science and
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experience to identify intervention approaches that are practical as well as
effective. Because evidence was insufficient to create best practices, a special
advisory panel was convened and charged with using the better practices
model to develop practical guidelines on what issues should be considered
when deciding whether and how to develop youth tobacco-use cessation pro-
grams. This panel was composed of people experienced in developing and
delivering adolescent and young adult interventions. The result is Youth
Tobacco Cessation: A Guide for Making Informed Decisions.

As research and programs on youth tobacco-use cessation continue, our
knowledge and understanding of this area will grow, and our efforts should
improve. We hope this publication will help influence and guide this growth.
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Introduction

Youth Tobacco Cessation: A Guide for Making Informed Decisions is intended to
help you decide whether to undertake youth tobacco-use cessation as a spe-
cific tobacco control activity. This publication covers topics such as the quality
of the evidence base for youth interventions, the importance of conducting a
needs assessment for the population your organization serves, and the need to
evaluate your chosen intervention.

The demand for effective youth tobacco-use cessation interventions is growing.
Like all public health programs, such interventions must be based on evidence
that proves they work. Unfortunately, rigorous scientific studies upon which to
base recommendations are lacking for youth tobacco-use cessation. Thus, this
guide does not endorse any specific interventions or provide instructions on how
to develop or implement interventions. It outlines the elements of a compre-
hensive tobacco control program, discusses issues that should be considered
when making decisions, presents the most promising types of interventions,
and provides guidance on evaluation activities (see Figure 1).

Chapter 1 discusses the health consequences of tobacco use for youth (defined
in this guide as those aged 12-19 years) and outlines national objectives for
reducing youth tobacco use. It explains how the guidelines in this publication
were developed and how lessons learned from adult interventions may or may
not be applicable to youth interventions. Chapter 1 also highlights the impor-
tance of incorporating youth interventions into comprehensive tobacco con-
trol programs.

Distinguishing Between an
Intervention and a Program
Throughout this guide,

we distinguish between an
intervention and a program.
An intervention is a specific
policy, service, or activity
intended to change behavior
or the environment. A program
can mean a comprehensive
effort that involves multiple
components or the organization
responsible for these efforts
(e.g., a tobacco control
program).
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FIGURE 1. Making Decisions to Help Youth Quit
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Chapter 2 outlines important issues that should be considered when deciding
whether to establish a youth tobacco-use cessation intervention. It describes
the tasks that should be undertaken as part of the planning process, such as con-
ducting needs assessments, engaging stakeholders, and evaluating outcomes.

Chapter 3 presents information about different types of interventions, different
methods of delivering interventions, and a potentially promising theoretical
approach. It includes practical suggestions on how to choose an intervention.

Chapter 4 discusses differences among youth that may affect reasons for and
patterns of tobacco use and cessation. It also suggests ways to address these
differences in the context of an intervention.

Chapter 5 provides guidance for conducting process and outcome evaluations.
Rigorous evaluations are strongly recommended for all youth tobacco-use
cessation interventions because of the paucity of evidence of the effectiveness
of current efforts.

At the end of each chapter, two examples show how one state health depart-
ment and one rural county school system chose and implemented a youth
tobacco-use cessation intervention. Each example mirrors the types of activi-
ties discussed in the corresponding chapter.

The appendix lists additional resources on youth tobacco-use cessation inter-
ventions and evaluation guidelines.




What You Should Know
About Tobacco-Use Cessation

More than 80% of adult tobacco users in the United States began using
tobacco regularly before age 18.' The prevalence of tobacco use is now higher
among teenagers and young adults than among other adult populations.
However, the prevalence of quitting (i.e., the percentage of those who have
ever smoked who are now former smokers) also is lower among these younger
age groups. Studies indicate that most teenaged and young adult smokers want
to quit and try to do so, but few succeed.?” Many of these young smokers will
eventually die from a smoking-related disease. Although many people are
aware that adult smokers are more likely to have heart disease, cancer, and
emphysema, many negative health consequences also occur among youth.

Examples of negative health consequences for youth who smoke'* include the
following:

* Smoking hurts young people’s physical fitness in terms of both performance
and endurance, including those trained in competitive running.

* Smoking can hamper the rate of lung growth and the level of maximum
lung function among youth.

* The resting heart rates of young adult smokers are 2—-3 beats per minute
faster than those of nonsmokers.

* Regular smoking is responsible for cough and increased frequency and
severity of respiratory illnesses.

* The younger a person starts smoking, the more likely he is to become
strongly addicted to nicotine. Most young people who smoke regularly

This chapter will help you

Understand how tobacco use
adversely affects the health
of youth.

Identify national goals for
reducing youth tobacco use.
Recognize that current
knowledge on how to help
youth quit is limited.

Identify recommendations for
adult tobacco-use cessation
that may be applicable to
youth.

Understand how youth
tobacco-use cessation fits into
a comprehensive tobacco
control program.
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Definitions of youth and young
adults vary depending on

the population examined in

a particular study or
intervention. For this
publication, we define youth
as those aged 12-19 years.

continue to smoke throughout adulthood, leading to long-term health
consequences.

* Teenagers who smoke are 3 times more likely than nonsmokers to use alco-
hol, 8 times more likely to use marijuana, and 22 times more likely to use
cocaine. Smoking is associated with several other risk behaviors, such as
fighting and engaging in unprotected sex.

* High school seniors who are regular smokers and who began smoking by
grade 9 are 2.4 times more likely than their nonsmoking peers to report
poorer overall health; 2.4-2.7 times more likely to report cough with
phlegm or blood, shortness of breath when not exercising, and wheezing
or gasping; and 3.0 times more likely to have seen a doctor or other health
professional for an emotional or psychological complaint.

* Smoking may be a marker for underlying mental health problems, such as
depression, among adolescents.

Youth Tobacco Use and Cessation

THE PROGRESSION OF TOBACCO USE

The immediate impetus to experiment with tobacco is often social, prompted
by friends, family members, or other role models who smoke. However, various
other factors—some of which may make certain youth more susceptible to
addiction and long-term use—contribute to initiation and progression toward
regular tobacco use (see Chapter 4).

The process by which a person moves from experimenting with tobacco to
becoming a regular user can include the following five stages'”:

* The preparatory stage, when a person’s knowledge, beliefs, and expectations
about tobacco use are formed.

* The initial/trying stage, when a person tries the first few cigarettes.

* The experimentation stage, which is a period of repeat, irregular use that may
occur only in specific situations over a variable time.

* Regular tobacco use, when a routine pattern of use has developed. For youth,
this may mean using tobacco every weekend or at certain times of the day.

* Nicotine addiction, which is regular tobacco use, usually daily, with an inter-
nally regulated need for nicotine.

TOBACCO PREVALENCE

Tobacco use is pervasive among youth across North America. In Canada, 22%
of teenagers aged 15-19 reported in 2002 that they were current smokers, down
from 28% in 1999.° In the United States, 21.9% of high school students reported
in 2003 that they had smoked cigarettes in the previous month (see Figure 2).7




What You Should Know About Tobacco-Use Cessation

Tobacco use among U.S. youth declined slowly during the 1980s, increased rapidly
during the early 1990s, and then declined significantly during 1997-2003.7*

NICOTINE DEPENDENCE

Nicotine is an addictive drug in tobacco that people are likely to begin using
in adolescence. People who begin using tobacco at an early age are more likely
to develop more severe levels of nicotine addiction than those who begin when
they are older.' Like other drug addictions, nicotine dependence is a chronic
condition with the potential for relapse throughout one’ life. Typically, people
become addicted to nicotine when they increase the frequency of tobacco use.
However, dependence may begin very early for some people.*

Although most youth do not become nicotine dependent until after 2-3 years
of use,' addiction can occur after smoking as few as 100 cigarettes.'® Studies
have shown that some young people report symptoms of dependence within
the first weeks, even with very irregular or sporadic use.>® Other studies have
reported less evidence for nicotine addiction among youth, citing the irregular
patterns of use and higher spontaneous quit rates as evidence that addiction is
not common among this population.''? Some adolescent tobacco users probably
are dependent and may therefore suffer symptoms of physical and/or psycho-
logical withdrawal when attempting to quit."*

FIGURE 2. Prevalence of Current Smoking Among High School Students, 2003*

30 —

21.9% 21.9% 21.8%

Percent

Total Female Male White Black Hispanic 9th Graders ~ 10th Graders ~ 11th Graders  12th Graders

* Smoked cigarettes at least once during the 30 days preceding the survey.
Source: Youth Risk Behavior Survey, 2003.
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YOUTH’S DESIRE TO QUIT AND QUIT ATTEMPTS

Many young people report a desire to quit and previous attempts at quitting.
Of current smokers aged 15-19 in Canada, 64% reported one or more quit
attempts in the 12 months before being surveyed.® In the United States,
approximately 60% of current smokers in high school and middle school
reported one or more quit attempts in the year before being surveyed.”

Although many youth think about and attempt to quit tobacco, many are unaware
of or unable to access cessation services. Also, many youth do not think that
quitting tobacco is difficult enough to warrant professional assistance, and
they report not having much interest in participating in such interventions."
Others may not access interventions or services that do not appear to address
their particular needs or concerns. For these reasons, recruitment strategies
(see Chapter 2) should be a critical component of your intervention plan.

The immediate need for effective cessation support has been clearly expressed,
both by youth and by people who work with them. In response, efforts have
increased recently to improve our understanding of how to provide effective
cessation interventions to youth. This demand was the primary motivation

for developing this publication.

National Goals for Reducing Youth Tobacco Use

Healthy People 2010 established national targets for reducing tobacco use and
increasing quit attempts by youth in the United States."” Specific objectives
include the following:

* Reduce the use of tobacco products by youth in the past month from 40%
to 21%.

* Reduce cigarette smoking by youth in the past month from 35% to 16%.

* Increase the proportion of regular smokers in grades 9-12 who have made
a quit attempt from 61% to 84%.

The Centers for Disease Control and Prevention (CDC) recommends that

one of the major goals of any tobacco control program should be to promote
quitting among both young people and adults.’* CDC also recommends that
comprehensive school health programs should include efforts to help students
and school staff members quit."”

Guidelines for Youth Tobacco-Use Cessation

Recommendations for “best practices” typically are based on a review of data,
usually from the scientific literature, on such topics as health care services or
policies. The review is designed to show the effectiveness of specific practices.
For example, the recommendations in the U.S. Public Health Service’s (PHS’s)
Treating Tobacco Use and Dependence: Clinical Practice Guideline," were developed
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from an initial review of about 6,000 articles, of which 180 were deemed
appropriate to the evidence base for making recommendations.

In the area of youth tobacco-use cessation, fewer than 80 studies had been
published in scientific journals as of spring 2001. Variations in study aims
and intervention content, format, focus, and context made comparisons
among these studies difficult. Many studies had small sample sizes, used
study designs that did not include comparison groups, or did not report
enough information to describe the intervention.>" These limitations reduced
the ability to prove evidence of effectiveness. Thus, making recommendations
from the published literature was not possible.

THE "BETTER PRACTICES” MODEL

Despite the lack of evidence-based interventions, recommendations on how
to help youth quit using tobacco are needed now. To address this need, a new
approach developed by the Canadian Tobacco Control Research Initiative
(CTCRI) was used to review the existing evidence and try to develop practical
guidelines.” This “better practices” model is based on the idea that successful
solutions to complex problems must draw from both science and experience.
The resulting guidelines also take into account the specific needs of a given
population and situation and the resources available to address those needs.

With this in mind, the special advisory panel that helped develop this publica-
tion outlined guidelines on what issues should be considered when developing
youth tobacco-use cessation interventions. As the evidence base continues

to expand, we should eventually be able to identify specific best practices for
youth. In the meantime, the advice provided in this publication can guide you
in deciding whether to implement a youth tobacco-use cessation intervention
and in choosing and implementing appropriate interventions. All interventions
must be monitored and rigorously evaluated (see Chapter 5) to advance
knowledge in this area.

APPLY YOUR EXPERIENCE

Another approach is to apply past experience working with youth in clinical
practice, tobacco prevention activities, and interventions that address other
risk behaviors or conditions. Information also can be drawn from the growing
knowledge about what components of comprehensive tobacco control pro-
grams are most critical (e.g., prevention policies and interventions, second-
hand smoke protections, cessation interventions, changes in public attitudes
toward tobacco use).

One example of how these types of peripheral knowledge can support cessation
efforts can be found in counter-marketing. Research suggests that youth are
particularly susceptible to tobacco advertising and promotions.’ If youth are
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similarly influenced by counter-marketing, then learning about the strategies
and tactics that the tobacco industry uses to target them may stimulate young
smokers’ interest in tobacco-use cessation and empower them to reject the
tobacco industry’s marketing efforts.

Applying Adult Interventions to Youth

Because of the lack of best practices for youth tobacco-use cessation interventions,
we should consider the efforts that have been effective in adult cessation and
determine whether such practices could be effective, appropriate, and adapt-
able to meet the needs of young tobacco users wanting to quit. In 2000, the
PHS published Treating Tobacco Use and Dependence: Clinical Practice Guideline,
which provides evidence-based recommendations to increase the likelihood of
successful tobacco-use cessation for adults who access health care systems.*®

Although evidence was lacking on what works for adolescent patients, the PHS
recommended the following clinician actions on the basis of expert opinion:

* Clinicians should screen pediatric and adolescent patients and their parents
for tobacco use and provide a strong message regarding the importance of
totally abstaining from tobacco use.

* Counseling and behavioral interventions shown to be effective with adults
should be considered for use with children and adolescents. The content of
these interventions should be modified to be developmentally appropriate.

* When treating adolescents, clinicians may consider prescriptions for bupropion
sustained-release or nicotine replacement therapy when there is evidence of
nicotine dependence and desire to quit tobacco use.

* Clinicians in a pediatric setting should offer tobacco-use cessation advice
and interventions to parents to limit children’s exposure to secondhand smoke.

Another approach is to apply the lessons learned about what works with
adults as a starting point for youth tobacco-use cessation strategies.'® The PHS
clinical practice recommendations for adults indicate the following:

* Tobacco dependence is a chronic condition that often requires repeated
intervention.

* If willing to quit, tobacco users should have access to effective treatments.
If unwilling, tobacco users should be provided with brief interventions to
increase their motivation to quit.

* A strong dose-response relationship exists between the intensity of tobacco-
use cessation counseling and its effectiveness.

* Offering social support (both within and outside the treatment setting) and
teaching problem-solving skills show promise for helping tobacco users quit.
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* Pharmacotherapies are available and can be used in the absence of contraindi-
cations for people experiencing symptoms of nicotine withdrawal. However,
youth are less likely to show signs of physical withdrawal than adults, and
pharmacotherapies have not been shown to be effective among adolescents.

A NOTE OF CAUTION

Intervention providers should use caution when adapting adult interventions
for youth, and they should evaluate their efforts carefully. What works for one
population may not work for another. What works in one setting (e.g., a health
care visit) may not work in another (e.g., a school). For example, providers
have learned from working with adults that providing social support through
group counseling is an effective aid to cessation efforts."® However, people who
work with youth on other sensitive issues, such as substance use and sexual
behavior, know that privacy concerns can make group interventions inappro-
priate for this population. By understanding the needs and concerns of the
youth you serve, you will be able to select the intervention components that
best meet their needs.

The characteristics of youth and the context of their lives are unique and sig-
nificantly contribute to their tobacco use and cessation behaviors. For example,
youth typically have more variable patterns of tobacco use than adults. Many
young people underestimate the addictiveness of tobacco and the effect of
tobacco use on their health. In fact, the actual idea of “cessation” is often dif-
ferent for youth than it is for adults.

Youth who use tobacco may be reluctant to identify themselves as “smokers” or
“tobacco users,” and subsequently, their commitments to “quitting” may be

equally variable. For these reasons, we may not be able to draw conclusions about
what works for youth tobacco-use cessation on the basis of what works for adults.

A Comprehensive Approach to Tobacco Control

Overcoming tobacco dependence, like with any addiction, is not a single event.
It is a complex and continuous process mitigated by an array of physical, social,
and psychological factors. Many factors can prompt people to begin using
tobacco, and many variables can prompt them to quit. A single intervention
or activity is unlikely to be effective and suitable for every person in the popu-
lation you serve.

For this reason, CDC recommends that all tobacco control programs be com-
prehensive.'* Comprehensive programs can create the synergy and supportive
environment needed to help youth quit. One organization is unlikely to be
able to provide every component for a comprehensive program. However,
different organizations can coordinate their efforts to achieve comprehensive

programs in their communities.
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A comprehensive tobacco control program should include the following
components':

* Tobacco-use prevention efforts that jointly involve education, community
activities, and counter-marketing.

* Legislative and policy efforts to limit tobacco use, stop tobacco advertising
and promotions, promote clean indoor air, restrict youth access to tobacco,
and increase the cost of tobacco through taxation.

* Enforcement of existing laws and policies.
* Cessation interventions for both adults and youth.

* Interventions to prevent or reduce the burden of chronic diseases related to
tobacco use.

* Surveillance and evaluation to improve knowledge about best practices in
tobacco control.

* Tobacco control efforts that operate at multiple levels (i.e., state or province,
community, and school).

* Administrative and managerial activities that coordinate tobacco control efforts
at the community level and at state, province, or other larger jurisdiction levels.

INCORPORATING YOUTH INTERVENTIONS INTO

COMPREHENSIVE PROGRAMS

The decision about whether to implement a cessation intervention for youth is
complicated and may be influenced by many factors. The impetus for develop-
ing such an intervention can come from different sources (e.g., the criminal
justice system, state agencies, community groups, youth). Decisions should be
made only after taking into account the services currently offered in your area,
along with how your new services will be supported and integrated.

When considering whether to offer a cessation intervention for youth, first
determine whether a comprehensive tobacco control program already exists in
your area. If it does, assess how your intervention will enhance these efforts. If
a comprehensive program does not exist, assess what tobacco interventions
should be created or strengthened and what contribution your intervention
can offer toward a more comprehensive approach (see Chapter 2).

THE IMPORTANCE OF ENVIRONMENTAL FACTORS

Strong voluntary and regulatory policies that deter tobacco use and protect
youth from secondhand smoke are critical to helping youth quit. Increases in
taxes on tobacco, which raise the overall cost, significantly reduce tobacco use
by youth.?! Smoke-free policies in public places make tobacco use less socially
acceptable, which also may help to prevent and reduce tobacco use by youth.
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In communities where such measures are not in place, people interested in
youth tobacco-use cessation should actively campaign for policy changes that
can benefit all community members.

Counter-advertising also can play a significant role in reducing tobacco use by
youth.** As noted previously, youth are very susceptible to the influence of
tobacco industry advertisements. Mass media campaigns can counter that
effect and help create an environment in which tobacco use is less acceptable,
thereby increasing the motivation to quit. Even when counter-advertising is
aimed at preventing tobacco use among youth, it may benefit youth tobacco-
use cessation by increasing interest in quitting.

If cessation resources already exist for adults, they could be expanded to
include interventions for youth.”® A comprehensive tobacco control program
that includes cessation interventions for both adults and youth and links them
to existing cessation resources (e.g., quitlines) could be established.

Another important factor is the environment in which an intervention is deliv-
ered. For example, a school-based intervention may lose credibility if teachers
are seen using tobacco on school grounds (whether inside or outside a building).
To counter this effect, smoke-free school policies should be established and
enforced, as recommended by CDC."
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What You Should Know About Tobacco-Use Cessation

EXAMPLE A-1
How One State Developed a Tobacco Quitline for Youth

A health department in a western state established a Tobacco Prevention and
Control Program (TPCP) in the mid-1980s to address the public health conse-

quences of tobacco use. Before 1990, the state’s youth tobacco-use cessation Examples A and B show how
efforts consisted primarily of modified adult interventions available on a limited one state health department
basis at the local level. and one rural county school

system chose and implemented
The impetus for developing the first cessation intervention designed specifically a youth tobacco-use cessation
for youth came from the juvenile court system, where demand arose for a intervention.

diversionary intervention for youth who had been cited for underage tobacco
possession. The state developed a short series of classes designed to help youth
understand the physical and legal consequences of tobacco use and develop
skills to help them reduce the amount of tobacco they used. The intervention
appeared to work well, but research data to prove its effectiveness were lacking.

An expanded version of the intervention was implemented in different settings,
including schools and communities, and an evaluation was planned and imple-
mented. The evaluation showed that the intervention was effective but was
not reaching all youth who needed help to quit tobacco use. The intervention
was offered only in the more densely populated areas of the state and with
youth who already were involved to some extent in their school community

or the criminal justice system. A large number of youth did not have access

to the intervention.

In the spring of 2000, the TPCP received a large allocation of tobacco settlement
funding and set aside money to implement an intervention that would reach
more youth. With this new funding, officials were able to develop a statewide
telephone quitline for youth.

13
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EXAMPLE B-1
A Rural County High School’s Cessation Intervention

A school system in a county with a largely rural population had focused its
tobacco control efforts on prevention. School officials developed a peer education
intervention that trained interested youth in grades 6-12 to deliver educational
interventions to elementary school classes in the area.

This approach continues to be modestly effective at raising awareness about
tobacco use among younger students. However, teenagers, school officials, and
others in the community realized that they were only addressing part of the
problem. In 1999, 42% of youth in grades 9-12 in the state reported smoking
at least once during the past 30 days, according to the Youth Risk Behavior
Surveillance System. Also, 15.7% reported using chewing tobacco or snuff at
least once during the past 30 days. Although tobacco use was prohibited on
school grounds, teenagers still smoked and chewed at school. Those who were
caught using tobacco faced detention or possible suspension.

The idea of developing a youth tobacco-use cessation intervention, which ulti-
mately was named Teens In Control, came from two students who were serving
detention for tobacco use. They wanted to stop their tobacco use but did not
know how or what resources were available. The teacher in charge of detention
that day brought the students’ concerns to the school counselor, who in turn
shared them with an advisor for the school’s tobacco prevention intervention.
The subject was addressed at the next meeting of the intervention’s advisory
board, which includes youth, parents, school administrators, teachers, and a
representative from the local health department. They agreed to work on a
cessation intervention designed for teenagers.




Getting Started

Assessing Whether to Implement
an Intervention and Developing a Plan

When planning a tobacco-use cessation intervention for youth, you should
invest time and energy in developing plans for implementation and evaluation
first. This will help you achieve your goals and use your resources effectively.
More information is available in later chapters on what types of interventions
to consider (Chapter 3), how to plan the evaluation process (Chapter 5), and
how to conduct evaluations (Chapter 5).

Understanding Your Organization’s Role

and the Needs of Your Community

Before you select an intervention or develop a plan for its implementation, you
should do the following:

* Assess current tobacco prevention and control efforts in the area where you
plan to provide services (e.g., a school, community, state or province) and
decide where further effort is needed. Assess whether other activities might
benefit youth more. Try to determine whether there are gaps that need to be
filled to establish a comprehensive tobacco control program.

* Evaluate where your organization could have the greatest impact in reducing
tobacco use. If you believe a youth tobacco-use cessation intervention is the
best choice, consider whether your organization is prepared to support that
intervention and how it will fit with the organization’s other interventions
and services. Examine your organization’s role and credibility in the com-
munity you serve. You will have a better chance of succeeding if you have
the support of all levels of your organization and the community you serve.

This chapter will help you

¢ Determine whether your

organization can or should
support an intervention

to help youth quit using
tobacco.

Identify the key elements
you should consider when
developing your intervention
plan.

Understand how to set
realistic goals for your
intervention.

Learn the importance of
involving stakeholders in
planning activities.




Youth Tobacco Cessation: A Guide for Making Informed Decisions

16

Determine whether your organization has the capacity to implement a youth
tobacco-use cessation intervention that will meet the needs of your commu-
nity. If your organization lacks sufficient resources, consider partnering with
another group or supporting existing initiatives.

Assess the needs of the youth you serve and the ability of your organization
to serve them. Figure 3 presents a list titled Assessing Community Needs
and Your Organization’s Capabilities, which can be used to create a profile
of the population you intend to serve. Every organization will not have to
conduct a formal needs assessment before selecting and implementing a
youth tobacco-use cessation intervention. However, every group should take
time to address these issues to ensure that implementing an intervention

is the best approach and that the intervention selected is appropriate.

Even if you have decided already to implement a youth tobacco-use cessation

intervention, the assessment list will help you to develop your implementation

plan. Other recommended steps include the following:

Set realistic goals, including specific expectations for how the intervention
will be delivered (e.g., what method will be developed and used to deliver it,
what personnel will be needed, how youth will be recruited, what level of
effectiveness is expected).

Determine the best type of intervention (see Chapter 3) based on your pro-
gram’s resources and the needs of your target population. You can choose
an existing or prepackaged intervention or develop one with help from
researchers and other experts.

Recruit and train staff to deliver the intervention. If you want staff members
to contribute to the planning process, recruit them beforehand. Develop an
implementation plan that considers issues such as youth access, recruitment
strategies, and the cultural relevance of intervention materials. Anticipate
potential challenges, and prepare a backup plan whenever possible.

Enlist the help of evaluation experts, if possible, to identify indicators for
tracking the intervention’s progress and outcomes. If evaluation experts are
not available in your area, be prepared to conduct basic evaluation activities
yourself (see Chapter 5). The quality and consistency with which an inter-
vention is delivered is often as important as its composition and outcomes.
The first step is to collect baseline information about the young tobacco
users you plan to serve.

Proceed with implementing, monitoring, and evaluating the intervention.
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FIGURE 3. Assessing Community Needs and Your Organization’s Capabilities

To assess the needs of the youth you plan to serve and the ability of your organization to serve them, consider the following factors.

Target Population Profile

Number of youth expected to participate
in the cessation intervention.

Their age(s) or grade level(s).

Types and amounts of tobacco used.
Significant patterns of tobacco use

(e.g., use in particular social situations

or physical settings, age at which use
typically begins).

Physical factors that may influence tobacco
use and cessation (e.g., medical conditions,
involvement in athletic activities, pregnancy).
Emotional or psychological factors that
may influence tobacco use and cessation
(e.g., depression, social anxiety, violence
or other risk-taking behavior).

Other substance use/abuse.

Involvement in academic activities,
performance in school, and level of literacy.
Social situations (e.g., peer groups, religious
affiliations) or cultural differences that
might affect tobacco use and cessation.
Tobacco-use status of family members or
others who live with your target population.
Other family situations that might influence
youth tobacco use and cessation (e.g., the
presence or absence of parents, relationships
with siblings, socioeconomic status, access
to health care, family expectations about
youth behavior, substance abuse or mental
illness in the family).

Apparent level of interest or motivation to
quit among youth and their willingness to
participate in supportive interventions or
services.

Previous or current involvement in tobacco-
related counseling, disciplinary actions, or
activities designed to change behavior.
Previous or current participation in
counseling or therapeutic interventions
not related to tobacco.

Previous or current participation in
extracurricular school activities or other
organized leisure activities.

Segments of the target population that
may be difficult to reach (e.g., high school
dropouts, youth living in rural areas).

Community Context/Environmental Factors

Level of support or demand among
community members (e.g., parents,

school administrators, health care
providers) for tobacco-use cessation
services for youth.

Level of support or demand for other youth
programs and services, compared with
support or demand for cessation services.
Community activities and interventions
that reinforce tobacco-use cessation
messages (e.g., prevention programs,
mass media campaigns, increased price

of tobacco products).

Existing tobacco-control policies in the
community (e.g., restrictions on youth
access to tobacco products, tobacco use

in public spaces, or tobacco product
advertising) and the degree to which

they are enforced.

Pro-tobacco messages to which youth

are exposed (e.g., events sponsored by
tobacco companies; advertisements in
stores, magazines, or other public venues).
Social acceptability of tobacco use in

the community and factors that may

lead to community resistance to cessation
activities (e.g., local economic dependence
on tobacco production, cultural norms
involving tobacco use).

Opportunities for intervening in the
community to increase interest in youth
tobacco-use cessation (from young
tobacco users and other members of

the community).

Sponsoring Agency/Organization Profile
¢ Level of priority placed on tobacco control,

substance-use prevention and treatment,
and the health and well-being of youth
within the mandate and activities of the
sponsoring agency or organization.
Leaders within the organization who have
indicated or demonstrated support for
youth tobacco-use cessation activities.
Existing interventions or services
sponsored by the organization that may
either compete with or reinforce the
cessation intervention’s messages about
tobacco use.

Level of support for the intervention

(e.g., funds, services, materials) and
mechanisms of funding support

(e.g., through new revenue sources,
partnerships, reallocation of funds).

Other agencies or organizations involved
in cessation activities or adolescent
services that might be willing to form
partnerships or add youth tobacco-use
cessation activities to their existing
services.

Estimates of the potential costs to the
organization, including costs for personnel,
material resources, and activities aimed at
recruiting youth and encouraging them to
fully use the services. Estimates of whether
the benefits to youth will justify the costs.
Time period during which resources to
support the intervention are guaranteed
(e.g., 1 school year, 3 fiscal years).
Credibility of the agency or organization
as a source of information for youth

who might take advantage of the
cessation intervention and in the
community at large.

Organizational goal for the intervention
(e.g., to ensure that youth in the community
have access to effective cessation programs,
to provide a program that will help 20% of
young smokers quit over the next year).
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Your Implementation Plan

Clearly identifying your target audience, your organization’s strengths and weak-
nesses, and the reinforcements and barriers to implementing an intervention in
your community will help you deliver a better intervention. Figure 4 presents
a list titled Key Elements of an Intervention Plan, which will guide you through
planning your intervention. Information collected with the previous assessment
list (page 17) also will be useful at this stage.

Although the key elements listed in Figure 4 should be considered during the
planning process, your understanding of them may improve after you imple-
ment your intervention. Your intervention is an open system that will evolve
over time as it adapts to its environment. Continued reassessment of key factors
is recommended.

SETTING REALISTIC GOALS

Cessation should be viewed as a process, not a single event. Achieving sus-
tained abstinence from tobacco use may be difficult for some people but not
others, regardless of their apparent or reported motivation to quit. Unique
challenges faced by young tobacco users (e.g., perceptions that youth who
smoke are independent, mature, or “cool”) add to the complexity.'

Typically, the more intensive the intervention, the higher the quit rate.” However,
intensive interventions usually require a significant investment of resources,
which may not be appropriate given your organization’s capacity and the cur-
rent limits in best practices for youth tobacco-use cessation interventions.

Think carefully when establishing goals for your intervention. Do you hope
to motivate as many young tobacco users as possible to quit? Or to provide
as much support as possible to those already committed to quitting? When
selecting and planning an intervention, balance its reach (i.e., the number of
youth who will receive cessation messages) with its intensity (i.e., the amount
of time spent in treatment, the type of interaction, and the supporting services
provided). For example, if a low-intensity intervention has a quit rate of only
1%—-2% but reaches 100,000 youth, the result is 1,000-2,000 youth who quit
using tobacco. This intervention would have a greater impact than one with a
quit rate of 20% that reaches only 50 people. Consider the goal of providing
the most intensive intervention possible to the greatest number of youth
within the constraints of available resources.

Whatever approach you choose, most of the participants are not likely to
succeed on their first attempt. Make plans to re-engage participants or try a
different approach if they return to tobacco use either during or after the inter-
vention. These plans should include ideas on how to increase motivation and
commitment to quitting.
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FIGURE 4. Key Elements of an Intervention Plan

Several factors should be considered when planning your intervention. Collecting information on the key elements outlined in this list will guide

you through this process.

¢ Number of youth who could benefit
from tobacco-use cessation interventions
or services, as well as the number who
have expressed interest in the service
or a willingness to participate.

¢ Expected quit rate and other potential
benefits (e.g., improvements in general
health).

¢ Time available to develop and implement
an intervention and the period during
which it can be delivered.

e Available budget.

e Settings (e.g., high school classrooms)
or channels (e.g., by telephone) through
which interventions can be delivered.

e Ways in which youth can learn about
the availability of the intervention.

e Costs associated with the settings or
channels used to deliver and advertise
the intervention (e.g., renting space,
providing additional funding to existing
telephone quitline services).

Ways in which youth can access the
intervention (e.g., release from class,
transportation to venues outside school,
wide publication of telephone quitline
numbers, advertisements during
youth-oriented television and radio
programming).

Sources of referral (e.g., physicians,
teachers) to the intervention and whether
enrollment is mandatory or voluntary.
Persons who can support youth in their
attempts to quit (e.g., peers, family
members, community leaders, trained
counselors).

Strategies in place to re-engage youth
who withdraw from the intervention
(e.g., re-enrollment, referral to a more
suitable intervention).

Sources for locating and recruiting
facilitators or counselors if they are not
already present in the organization or
ways to access existing services in other
organizations.

Sources of funding or resources (including
sufficient time) to ensure that facilitators
or counselors (if required) are trained in
the intervention and on general topics

Payroll costs for staff members, if required.
Indicators of facilitators’ credibility with
the target population (e.g., certification,
previous experience).

Ways in which ongoing supervision will
be provided for staff members, facilitators,
and/or counselors (including peer support,
if relevant).

Print materials (e.g., work sheets, games,
brochures) needed and ways to obtain

or develop them.

Other materials needed and sources for
obtaining them.

Costs associated with materials and
equipment.

Ways in which costs can be kept low
without compromising the integrity or
effectiveness of the intervention (e.g.,
finding donated materials or services,
linking to existing cessation services).
Ways in which the intervention will be
monitored to determine whether it is
implemented and delivered as intended.

related to youth development and behavior.

If you select an existing intervention that has been evaluated previously, you
should have some idea of what kind of success rate to expect. However, examine
how the evaluation was conducted, and remember that results may not be
reproducible in different settings with different populations. Success rates can
vary even when the same provider delivers the same intervention in the same
manner. Evaluation studies are often conducted under ideal, controlled condi-
tions that are not reproducible in other settings. Before choosing to replicate
an existing intervention, consider the characteristics of the population that
participated in the evaluation and how the evaluation data were gathered (see
Chapter 5 for information on how to determine the quality of an evaluation).
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INVOLVING STAKEHOLDERS

To avoid problems later, engage stakeholders early in the process. Possible
stakeholders include leaders in your organization, community leaders, people
who work directly with youth, and the young people who make up your target
audience. These interested parties can help you plan your intervention. Start
by reviewing the components of a comprehensive tobacco control program
with them. Educate them about the limitations of current youth tobacco-use
cessation interventions and the available options (e.g., expanding existing ser-
vices such as quitlines to include youth, expanding media campaigns, promot-
ing policy initiatives, implementing youth cessation interventions). Know and
demonstrate the critical role your organization in particular can play in the
various options. Present the potential benefits to youth and the community as
a whole, relative to the projected costs to the organization or community, of
the various options. If the cost is greater than available resources, make the
case for partnerships that will ease the financial burden.

When working with stakeholders, take time to identify and prioritize their
needs and expectations. Invite stakeholders to a planning work group, which
can be used to develop a strategic plan for the intervention itself, as well as for
surveillance and evaluation activities.

Different stakeholders will want to know different things about the intervention.
Discuss with them what kinds of information they need at the beginning of the
planning process. Some stakeholders may want to know what the intervention
will cost per participant. Others will be more interested in participants’ satis-

faction with the intervention and participants’ perception of your organization.

RECRUITING YOUTH

Once stakeholders buy into the process and you select your intervention, market
your intervention to the community—especially to young tobacco users who
might be interested in quitting. Make sure they know that the service is being
offered and what its key features and benefits are. Tips for recruiting youth
include the following:

» Use your understanding of your target population to craft an appealing
recruitment strategy. Use the information gathered in previous assessments,
but be prepared to reassess and revise your profile over time.

* Emphasize that your intervention can make cessation easier. Many youth
expect to quit without assistance and may not have considered getting help.

» Use existing social networks (e.g., clubs, sports teams, criminal justice
diversion interventions, schools) to inform youth about the intervention.
Use a variety of different networks to reach your target population.

* Consider offering small incentives (e.g., prizes, snacks) for participation.
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Although incentives have not been shown to increase cessation rates, they
can improve rates of recruitment and retention. Promotional items (e.g., T-
shirts, water bottles) tied to the intervention can provide an incentive that also
communicates basic information about the intervention. The decision to offer
incentives will depend on your resources and the type of intervention you offer.

* Use a variety of media formats (e.g., Web sites, videos, brochures, newspaper
advertisements, posters, announcements at schools) and presentation methods
(e.g., classroom presentations by staff members or peers, information
booths at school and community events).

* Involve youth in your recruitment efforts. Peers will often be able to influence
other youth to participate when those perceived as authority figures would
fail. Nontraditional leaders and youth who have successfully quit tobacco
can be persuasive recruiters. Young people can also tell you what strategies
will work best with their peers.

PLANNING FOR EVALUATION

Develop an evaluation plan as part of your planning process. Evaluation does
not just occur after the intervention has concluded. It is an ongoing process
designed to monitor a variety of factors that may influence the intervention’s
outcomes. Begin planning your evaluation soon after you select the type of
intervention you want to implement. To determine whether your intervention
is meeting its goals, your evaluation plan should outline 1) what information
will be collected, 2) who will provide the information, 3) how often and at
what intervals information will be collected, and 4) for what purpose this
information will be used (see Chapter 5 for more details).

The evaluation plan also should clearly define its terminology. Although
“cessation” is the most important outcome of any cessation intervention,
you must establish a specific definition (e.g., abstaining from any tobacco
use for 24 hours, 7 days, 30 days, or 6 months) and a specific point in time
when cessation will be assessed (e.g., 6 months or 1 year after the quit date).
Secondary actions that can be measured—and also must be defined—include
the number of cigarettes smoked during a specific period, motivation to quit,
self-efficacy for quitting, and number and duration of quit attempts.

OTHER PLANNING TASKS
Your implementation plan should clearly identify who will conduct the inter-
vention activities and where they will be delivered.

Recruit, train, and supervise staff members who understand and can work
competently with youth. Depending on the nature of your intervention, you may
find staff through local universities, health organizations, or consulting services,
or within your school or organization. Be sure that staff members who have
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direct contact with youth are trusted by the youth themselves, your organization,
and the community. Provide ongoing support and appropriate supervision.

Intervention providers can include peers, teachers, community leaders, trained
facilitators, health care workers, or others with whom youth have a positive
and trusting relationship. All providers must understand the needs and per-
spectives of the specific group of youth with whom they will work.

Identify the specific physical locations (e.g., pediatric offices, schools, commu-
nity recreation centers) where the intervention can be delivered, as well as the
specific channels (e.g., by telephone, through individual or group face-to-face
sessions) that will be used to relay information. To produce printed materials,
you may need a graphic designer, desktop publisher, or printer. If you plan to
use the Internet or other computer resources, you may need additional techni-
cal support.
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EXAMPLE A-2
How One State Developed a Tobacco Quitline for Youth

As part of its Tobacco Prevention and Control Program (TPCP), a health depart-

ment in a western state decided to develop a statewide telephone quitline for

youth. Program officials knew they needed something that would reach youth Examples A and B show how

who were not being served by existing services. Once they had determined that one state health department

a quitline was the best way to address this need, most of their planning activities and one rural county school

focused on the specifics of making this intervention work. An advisory committee system chose and implemented

was established to oversee all TPCP activities. a youth tobacco-use cessation
intervention.

First, TPCP staff members tried to predict call volumes for the quitline so they

could budget accurately. They considered such factors as the total number of

teenaged smokers in the state and the average percentage of smokers in other

populations that use quitline services. They consulted with other quitline opera-

tors and state agencies.

Next, the staff worked with the state’s private media contractor to develop a
comprehensive marketing strategy consisting of radio and television advertising
as well as peer-based marketing approaches.

Staff members also worked with an attorney from the state health department
on issues related to parental consent. On the basis of two state laws, the attorney
advised that parental consent was not needed because no medication was being
prescribed, no direct medical advice was being given, and controversial issues
such as family planning or sexuality were not being discussed. The attorney also
helped ensure that an appropriate protocol was in place to handle issues and
situations beyond the scope of the quitline (e.g., reports of abuse, threats of
suicide) that might arise.
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EXAMPLE B-2
A Rural County High School’s Cessation Intervention

Responding to concerns from students, a school system in a county with a largely
rural population decided to expand its tobacco-use prevention intervention to
include a cessation component. Initially, the members of the intervention’s advi-
sory board wanted to target all teenagers in the county who smoked or used spit
tobacco. They discussed the resources needed to reach a group that could poten-
tially be very large and decided to target a smaller primary audience instead.
They settled on high school students (grades 9-12). If demand arose for the
intervention in lower grades, they would expand to include students from one
middle school (grades 6-8) to test how the intervention was received.

The faculty sponsor of the prevention intervention, called Teens Against Tobacco
Use (TATU), suggested that a specific staff person at the high school be recruited
to lead the new cessation intervention. The sponsor also recommended that 1-2
other staff members be trained as backups.

The advisory board then discussed a potential budget and the types of costs that
would be associated with a cessation intervention. To help recruit and retain
staff members and parent volunteers as intervention leaders, the advisory board
decided to offer a small stipend.

Additional money would be needed for training, materials, and refreshments.
TATU provided $250 in start-up funding, with the understanding that the new
cessation group would apply for money from other sources (e.g., the school
system, county health department, a state tobacco-use prevention intervention,
local foundations and charities).

The advisory board also decided to create a work group on tobacco-use cessation

that would include additional stakeholders—most notably, young tobacco users.

The two students who initially requested a cessation intervention were invited to
attend. Other new participants included a medical professional from the commu-
nity and a representative from a local social services agency that wanted to work
more with at-risk youth.

The work group conducted a brief needs assessment to better define its objec-
tives. Data from the Youth Risk Behavior Surveillance System indicated a 42%
smoking rate among state teenagers. During the past year, 163 of 800 students
at the high school had received detention or been suspended for tobacco use.




Getting Started: Assessing Whether to Implement an Intervention and Developing a Plan

Given these facts, the work group set the following objectives for its intervention:

¢ Reduce the rate of tobacco use among high school students in the county
by 15%.
¢ Create an alternative intervention for students who received detention or
suspension for tobacco use that would encourage more tobacco users to quit.
¢ Reduce the number of students receiving detention for tobacco use by one-third.

The advisory board decided that the new cessation intervention should remain
strongly connected to the activities of the broader prevention intervention.
Board members recognized that, although cessation services were needed,
prevention and policy efforts were more likely to alter the culture of tobacco
use in the area. Tying the prevention and cessation efforts together also might
help both get more grant funding.
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Selecting a Cessation
Intervention for Youth

Although sufficient research exists to support specific interventions for adult
tobacco-use cessation,' we know little about how to effectively help youth quit.
The evidence that does exist on youth tobacco-use cessation suggests that cer-
tain approaches are not effective or appropriate (i.e., sensory deprivation, the
use of fear appeals alone). Approaches that show the most promise are those
that include cognitive—behavioral components, which seek to change the tobacco
user’s thought processes and behaviors.

Further research is needed to determine which approaches are most effective and
in what combination they should be provided. Specific interventions cannot
be recommended at this time. Instead, youth tobacco-use cessation interven-
tions should only be provided within the context of a comprehensive tobacco
control program, which is most likely to create a supportive environment for
quitting. All interventions should be carefully evaluated.

In the absence of specific scientific evidence for selecting the best intervention,
this publication offers practical suggestions on the basis of the professional
experience of the members of the special advisory panel.

Tips for Choosing an Intervention

If you are considering an existing intervention that you have access to already
or a prepackaged intervention that is available from another organization,
make sure you have a clear, thorough description of the entire intervention.
The following information will help you evaluate the intervention:

This chapter will help you

¢ Decide which type of

tobacco-use cessation
intervention will best serve
your youth population.
Understand how different
intervention methods apply to
different intervention goals.
Understand how different
intervention methods apply to
different intervention goals.
Recognize the basic
components of
cognitive-behavioral
interventions, which are
considered promising for
youth tobacco-use cessation.
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* Intervention goals, objectives, and desired outcomes.

Intervention content, including a curriculum if applicable.

An implementation protocol.
* Recruitment strategies.

* Training manuals.

Examples of materials for participants.

Evaluation tools and results.

Before you select an intervention, expect to see some evidence of its effective-
ness. Even if an intervention has not been formally or appropriately evaluated,
you may decide to implement it anyway on a trial basis. If so, you should con-
duct your own rigorous evaluation to determine if the intervention is effective
in your community. Chapter 5 describes the type of evaluation data you
should expect from the intervention’s developers.

If you decide to implement an existing intervention, make sure its instructions
are clear and that the implementation protocol is flexible. You should fully
understand the steps necessary to implement the intervention effectively.
Because an existing intervention is unlikely to be a perfect fit for your popula-
tion, flexibility is critical. However, changes in protocol can alter the effective-
ness of an intervention, so a rigorous evaluation will be required.

Look for an intervention that was developed for and tested with youth from
similar cultural, developmental, and educational backgrounds as those you
intend to serve. Find out if the intervention’s developers will provide technical
assistance to help you adapt the intervention to your target population.

Look for an intervention that uses a cognitive—behavioral approach, which
seeks to change thought processes and the behaviors they influence (see page
33 for more on this approach). The evidence review panel that helped develop
this publication found that interventions with these principles show promise
for youth tobacco-use cessation.

Ways to Deliver Cessation Interventions

Once you've decided what type of intervention to use, you must decide how
to deliver it, given the resources and capabilities of your organization and the
needs of your target population.

Figure 5 describes the most common methods for delivering tobacco-use
cessation interventions and indicates which should be considered for youth.
The presentation of this information does not constitute an endorsement of
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FIGURE 5. Common Methods for Delivering Tobacco-Use Cessation Interventions and How They Apply

to Different Goals for Youth

INTERVENTION GOALS

INTERVENTIONS TO CONSIDER
TO MEET YOUR GOALS

INTERVENTIONS LEAST SUITED
TO MEETING YOUR GOALS

To reach a large audience.

To reach youth with limited access (e.g.,
geographic isolation, lack of transportation,
lack of time) to services.

To serve youth with significant psychological
and/or physical comorbidities (e.g., depression,
substance abuse, asthma, eating disorders).

To reach youth with tobacco-related health
problems.

To reach youth without regular health care.

To serve youth who need intensive support.

To serve youth who need more individualized
or tailored interventions.

To reach youth who are part of an already
defined group or community (e.g., school,
youth club).

To serve youth who want peer
support/interaction.

To serve youth who prefer one-on-one
interactions.

To reach youth who want anonymity when
seeking help.

To serve youth who are self-motivated and
directed.

To serve youth with little motivation to quit.

To serve youth who are comfortable with
and have access to computer technology.

To reach youth with low levels of literacy.

Brief interventions.

Telephone counseling.
Self-help, non-interactive.
Self-help, computer-interactive.

Telephone counseling.
Self-help, non-interactive.
Self-help, computer-interactive.

Face-to-face counseling.

Brief interventions in medical settings.
Face-to-face counseling.

Telephone counseling.

Face-to-face counseling.
Group counseling.

Face-to-face counseling.
Self-help, computer-interactive.
Telephone counseling.

Group counseling.

Group counseling.

Face-to-face counseling.
Telephone counseling.

Self-help, non-interactive.
Self-help, computer-interactive.
Telephone counseling.

Self-help, non-interactive.
Self-help, computer-interactive.
Telephone counseling.

Brief interventions that use motivational
techniques.

Self-help, computer-interactive.

Telephone counseling.
Face-to-face counseling.
Group counseling.

Face-to-face counseling.

Face-to-face counseling.

Self-help, non-interactive.
Self-help, computer-interactive.
Telephone counseling.

Self-help, non-interactive.
Self-help, computer-interactive.

Brief interventions in medical settings.

Self-help, non-interactive.
Self-help, computer-interactive.
Brief interventions.

Self-help, non-interactive.

Self-help, non-interactive.
Self-help, computer-interactive.

Group counseling.

Face-to-face counseling.
Group counseling.

Self-help, non-interactive.
Self-help, computer-interactive.

Self-help, non-interactive.
Self-help, computer-interactive.
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one method over another. Although most of these approaches have been proven
effective with adults, the evidence and scientific rigor are lacking to determine
their effectiveness with youth. Youth have unique needs and preferences, and
an intervention that is effective with adults is likely to be received differently
by youth.

BRIEF INTERVENTIONS

In a brief intervention, a health care or other trained provider (e.g., teacher,
law enforcement official) identifies tobacco users and advises them about the
consequences of tobacco use and the steps they can take to quit. These are
face-to-face interventions usually delivered to one individual at a time, but
they are too short (usually no more than 5 minutes) to qualify as counseling.
Brief interventions typically involve an assessment of tobacco use, depen-
dence, and motivation to quit; advice on the benefits and methods of quitting;
and assistance with quitting, including referrals to other treatment. They are
designed to serve as a catalyst to stimulate further cessation efforts by the
tobacco user.!

Whether brief advice from a health care provider is an effective way to help
youth quit is unclear because of the lack of scientific evidence. Sufficient evi-
dence does exist that this approach is effective for adults. One recent study
indicated that even if the effectiveness of brief advice from a clinician is low
for adolescents, this approach could be cost-effective (because it is provided
during a visit scheduled for another purpose) and have a potentially large
reach.? Also, for adults, if multiple clinicians of various types provide brief
advice, abstinence rates increase significantly compared with interventions
that do not include any clinician advice.'

SELF-HELP, NON-INTERACTIVE SUPPORT

The self-help, non-interactive approach includes minimal interventions that
do not require responses from the client and are delivered through written

or audiovisual materials or on a computer. Examples include videotapes or
brochures on how to quit tobacco use. Different self-help materials can be pre-
pared to meet different program or population needs. They can be delivered
alone or used with more intensive interventions.

Evidence from adult interventions suggests that self-help, non-interactive
materials are not likely to be useful for youth tobacco-use cessation if they are
implemented alone. Instead, they should be paired with other interventions
(e.g., telephone counseling, clinician advice, group programs).'

SELF-HELP, COMPUTER-INTERACTIVE SUPPORT
This approach uses computer technology to assess a person’s tobacco use and
motivation to quit. The intervention then uses behavior change strategies that
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promote cessation to tailor counseling and feedback to that person. Unlike
self-help, non-interactive interventions, which may use computers to deliver
information, these interventions require responses to specific prompts from
the computer.

Whether self-help, computer-interactive support is effective for youth or adult
tobacco-use cessation is unknown. When evaluated as one element of an adult
cessation program, this approach alone did not have a significant effect on
abstinence.! Also, if youth usually smoke while on the computer, some may
associate tobacco use with computer use. Thus, using the computer could
trigger tobacco use.

TELEPHONE COUNSELING OR SUPPORT

This approach delivers support or counseling by telephone rather than
through face-to-face encounters. Telephone interventions can offer support of
varying intensity while reducing many barriers associated with other cessation
services (e.g., the need for transportation, the problem of scheduling appoint-
ments, confidentiality versus disclosure to supervisory adults). Although use
of telephone interventions (e.g., quitlines) is typically initiated by the tobacco
user, some interventions include an optional, proactive call-back schedule for
more intensive support. Most states and provinces have existing quitlines that
already provide—or could provide—counseling to teenaged tobacco users.

Whether telephone counseling is an effective approach for youth tobacco-use
cessation is unclear. The evidence of effectiveness for adults is strong."”

ONE-ON-ONE, FACE-TO-FACE COUNSELING

One-on-one, face-to-face counseling is delivered in person by a trained coun-
selor or therapist using any of a variety of behavior change strategies. This is
generally the most intensive way of delivering an intervention, and a substan-
tial investment of resources is typically required. To use this approach, pro-
grams must have sufficient capacity to recruit, train, and supervise facilitators
or to support existing services provided to adults.

Few data exist on the effectiveness of one-on-one counseling for youth tobacco-
use cessation, although there is sufficient evidence of its effectiveness among
adults. Adult cessation guidelines indicate that person-to-person treatment
delivered for four or more sessions appears to be especially effective in increas-
ing abstinence rates.' They also note that a strong dose-response relationship
exists between rates of successful treatment outcomes and the total amount of
person-to-person contact time (i.e., the number of sessions multiplied by the
session length). Specifically, abstinence rates increase when total contact time
lasts at least 90 minutes, but do not continue to increase when total contact

time is longer than 90 minutes.
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PHARMACOTHERAPY

Unlike other interventions, pharmacological interventions do not attempt

to change behavior. Instead, they seek to alleviate the symptoms of physical
withdrawal from nicotine during the quitting process, with the goal of making
behavior change easier. These interventions include medications that contain
nicotine to reduce withdrawal symptoms and those that do not contain nico-
tine but help reduce cravings. The U.S. Food and Drug Administration (FDA)
has approved the following over-the-counter medications for tobacco-use
cessation for adults: nicotine gum, nicotine patch, and nicotine lozenge.'
Medications available by prescription include the nicotine inhaler, nicotine
nasal spray, and bupropion sustained-release tablets. In Canada, Health Canada
has approved all of these except the nicotine inhaler and nasal spray.

Certain factors must be taken into account when considering pharmacological
therapies for youth. First, the FDA has not approved pharmacotherapy—either
over-the-counter or by prescription—for anyone younger than 18 years.
Second, although research has shown that such interventions are very effective
with adults, there is no scientific evidence that they can help youth quit.
Pharmacotherapy has not been tested extensively with younger populations,
but the studies that have been conducted have not shown positive results.’

Before you consider pharmacotherapy as an intervention for youth, make sure
you are confident of each person’s tobacco dependence and intention to quit.
Also, a health care provider should assess each participant.' This provider
must be capable of assessing the appropriateness of the use of medications, the
likelihood of abuse, and the potential contraindications, as well as be able to
provide prescriptions.

GROUP COUNSELING

This approach involves the planned and structured delivery of behavior
change strategies through a series of sessions delivered to a group of youth.
Groups often use mutual support as well as counseling by trained facilitators.
As with one-on-one counseling, your organization must have sufficient
resources to recruit, train, and supervise facilitators. Fewer counselors are
needed than for one-on-one counseling, but this approach will likely require
more facilitators than telephone counseling.

Evidence is insufficient to prove that group counseling is effective for youth.
Most of the studies assessed for this publication examined interventions deliv-
ered in group formats. However, the study design for most of these studies was
not strong enough to determine the effectiveness of the group format for youth
tobacco-use cessation. Sufficient evidence does exist to show the effectiveness
of group counseling that uses multiple behavior change strategies with adults.!
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METHODS TO AVOID

During the literature review for this publication, two types of intervention
approaches were deemed ineffective or inappropriate for youth. The first is the
sensory deprivation environment method, which requires that youth be placed
in an environment that deprives them of sensory stimulation (e.g., a dark
room) to help them clarify any conflicting feelings they have about tobacco
use. The second method uses fear appeal tactics alone. This approach relies
solely on “scare tactics” (e.g., showing pictures of diseased lungs, presenting
people who have been disfigured by a tobacco-related disease) to change
tobacco behavior by evoking fear of the possible consequences of tobacco use.

SELECTING AMONG DELIVERY METHODS

Some methods of delivering an intervention are more promising (e.g., one-on-
one, group, and telephone counseling) than others (e.g., self-help materials).
Other factors to consider when choosing an intervention include the feasibil-
ity of expanding existing cessation services, the cost of the intervention, the
need for ancillary services, and various characteristics of your target popula-
tion. Also, as discussed in Chapter 2, you must balance reach and intensity.

Principles of Cognitive-Behavioral Interventions

One promising theoretical approach to behavior change for youth tobacco-use
cessation employs principles of cognitive—behavioral interventions.*” The
basic premise of cognitive—behavioral theory (CBT) is that people can learn
new behaviors to use in response to stimuli and that the thought processes
that serve as an intermediate step between the stimuli and the behavior can
be altered, thereby influencing behavior (see Figure 6). Tobacco-use cessation

FIGURE 6. A Cognitive-Behavioral Model for Change

Cognitive—behavioral theory (CBT) was developed from two theoretical streams—behaviorism
(or behavioral theory) and cognitive theory. CBT uses a theoretical model that can be
diagrammed as follows for a tobacco-use intervention:

S—0—-r—R

S = Stimulus control, a method whereby cues (e.g., tip sheets on refrigerators) are provided to
a person as a reminder of the desired behavior (e.g., not using tobacco).

0 =0rganism, which is the person seeking help to quit using tobacco. More specifically, it
refers to internal processes such as thoughts and feelings. Influences at this stage include
techniques designed to change how a person thinks about his or her tobacco use and to
train that person to think differently about engaging in this behavior. This part of the model
separates CBT from strictly behavioral approaches (Goldfried MR, Davison GC. Clinical
Behavior Therapy. New York: Holt, Rinchart and Winston; 1976).

r = Response. CBT seeks to modify or alter a person’s responses. For example, a person can be
taught new skills (see Figure 7) to help him put down a cigarette or find another activity to
engage in when craving nicotine.

R = Reinforcement, which is necessary to help the person continue performing a new behavior
(e.g., chewing on a toothpick) instead of the old behavior (e.g., using tobacco).
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interventions that employ cognitive—behavioral methods seek to identify and
change the cognitive processes that maintain tobacco use, and then teach skills
or strategies that can help stop tobacco use and maintain cessation.

Although many different interventions are based on CBT, the same terminology
is not always used. For example, some studies of cessation interventions have

separated motivational enhancement from CBT, although strategies that use this
technique (e.g., motivational interviewing) are typically based on CBT principles.*®

Cognitive-Behavioral Components
Basic elements of a cognitive—behavioral intervention for tobacco-use cessation
include the following:

* Establishing self-awareness of tobacco use.

* Providing motivation to quit.

* Preparing for quitting.

* Providing strategies to maintain abstinence.

This list is not meant to be a blueprint for developing a cessation intervention.
However, it can help you assess whether a proposed intervention uses a cognitive—
behavioral approach. The following sections provide guidance on recognizing
cognitive—behavioral components of your planned intervention.

ESTABLISH SELF-AWARENESS OF TOBACCO USE

* Have participants record their personal tobacco-use behavior (e.g., in a diary
or journal).

* Discuss thoughts, beliefs, and reasons for using and not using tobacco (e.g.,
the misleading influences of advertisements, the influence of peers who use
tobacco).

* Teach participants the facts about the physical and psychological effects of
tobacco use, the long-term consequences, and the effects of their tobacco
use on others.

PROVIDE MOTIVATION TO QUIT

 Ask participants to identify their personal reasons for wanting to quit (e.g.,
cost, harmful effects of use, desire not to be dependent).

* Point out discrepancies between their reasons for quitting and their reasons
for continuing to use tobacco (e.g., within social groups), which may under-
mine the cessation attempt.

* Help participants make a commitment to quitting tobacco use forever. This
may include decision-making activities and public or private declarations.
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PREPARE FOR QUITTING
* Work with participants to set a specific and reasonable quit date.

* Help participants decide on a method of quitting (e.g., cold turkey, using
pharmacotherapy, tapering) and develop short- and long-term goals appro-
priate to the method chosen.

¢ Teach participants about the physical and psychological symptoms
of withdrawal.

PROVIDE STRATEGIES TO MAINTAIN ABSTINENCE

* Use problem-solving techniques that allow participants to identify and minimize
the effects of triggers that may cause them to return to tobacco use. This process
typically involves 1) identifying a danger situation for tobacco use, 2) gener-
ating several possible strategies for coping with that situation, 3) evaluating
the possible coping strategies, 4) planning and implementing the best coping
strategy for the situation, 5) evaluating the effectiveness of the chosen strategy,
and 6) re-evaluating the situation and selecting other solutions if necessary.

* Help participants develop coping skills (see Figure 7).

* Help participants seek social support from peers, family, and other people
besides the intervention providers.

* Build motivation for maintaining abstinence.

* Develop a strategy for self-monitoring and reinforcement of new behaviors.

FIGURE 7. Skills Training

Skills training is a way to modify people’s responses to stimuli. In a tobacco-use cessation inter-
vention, participants are taught skills that allow them to respond to stimuli in a healthy manner
rather than by using tobacco. Youth may turn to tobacco use because they lack healthier ways
to respond to problems (e.g., resisting peer pressure, coping with anger). Thus, skills training is
likely to be an important element of a youth tobacco-use cessation intervention. A variety of
skills, including the following, can help youth stop using tobacco:

¢ Assertiveness training, for youth who have difficulty expressing their views or making their
own decisions when pressured (e.g., resisting offers of tobacco).

e Social skills training, for youth who have more general difficulties in interpersonal situations.
This often includes teaching effective communication (i.e., listening and speaking) skills.

¢ Anger control, for youth who have difficulty controlling anger, who exhibit anger inappropri-
ately, or whose anger may lead them to use tobacco.

¢ Social support seeking, to teach youth how to ask others for help.

¢ Relaxation training, for youth who have difficulty relaxing and may use tobacco to relax. This
includes physical relaxation methods such as yoga and cognitive methods such as meditation.

¢ Problem solving, to enable youth to identify and cope with high-risk situations that could
lead to a return to tobacco use.
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Cognitive-behavioral components can be delivered using a variety of methods,
including face-to-face counseling; telephone counseling; and self-help, com-
puter-interactive interventions. Whatever method you choose, make sure the

intervention activities are linked in a logical manner.
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EXAMPLE A-3
How One State Developed a Tobacco Quitline for Youth

As part of its Tobacco Prevention and Control Program (TPCP), a health department
in a western state decided to develop a statewide telephone quitline for youth.

Officials used a competitive bidding process to choose a specific quitline plan Examples A and B show how
and a company to operate it. one state health department
and one rural county school
An advisory committee established to oversee TPCP activities and expenditures system chose and implemented
set forth several requirements, including the following: a youth tobacco-use cessation

¢ Proposed interventions had to use strategies that had been proven effective Intervention.

or showed promise.

¢ The interventions would not include pharmacotherapy.

¢ Applicants had to have an existing infrastructure to support the intervention.

¢ Applicants had to have mechanisms in place to ensure that staff members who
provided direct services to youth were properly trained and able to build an
appropriate level of trust and rapport.

The intervention plan chosen provided a toll-free telephone number that could
be accessed confidentially from anywhere in the state. Services were tailored to
callers’ readiness to quit, and parents could call for information to help their
children. Although committee members knew that a quitline for youth was a
largely untested medium, they felt the proposed plan was strong. The contractor
providing the service had numerous years of experience in implementing quitlines
with adults. In developing this intervention plan, the contractor had conducted
several focus groups with teenagers, reviewed existing literature, and consulted
with experts in youth tobacco-use cessation. This information was used to fully
adapt a long-running adult intervention that used motivational interviewing
and cognitive-behavioral techniques.

The quitline also fit well with the state’s existing network of services. It provided
a referral source and reinforcement for other state and local youth tobacco-use
cessation interventions, a well-developed call to action for the mass media, and
a strong complement to the many school- and community-based prevention
efforts being implemented.

During the selection process, TPCP staff members noted the need for an inter-
vention that would complement the strong network of tobacco-use cessation
classes already in place across the state. The quitline provided a referral service
to these classes, as well as additional options to youth not interested in cessation
classes.
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EXAMPLE B-3
A Rural County High School’s Cessation Intervention

Responding to concerns from students, a school system in a county with a largely
rural population decided to expand its tobacco-use prevention intervention to
include a cessation component for local high school students. The cessation work
group established to oversee this project gathered information about existing
interventions to determine which one would meet its population’s needs. Group
members wanted a curriculum that was research-based but one with which their
target audience could identify.

Teenaged members of the work group conducted two informal focus groups
with tobacco users at their school to find out what they wanted from a cessation
intervention. The results indicated that students wanted a cessation intervention
that

¢ Was not boring and allowed them to be active.

¢ Was not “just another class.” Young tobacco users stressed their desire to
have fun.

¢ Offered food.

Factors considered by group members when they chose their intervention
included its cost and the reputation of the organizations that developed it.
The intervention’s services were free, and participants were allowed to name
the intervention themselves (they chose Teens In Control). A small grant paid
for intervention materials and a stipend for facilitators. Donations were sought
from local businesses so that refreshments could be provided at meetings.




Understanding How to Best
Serve Your Youth Population

If you have decided to implement a tobacco-use cessation intervention for
youth, you should understand the challenges you are likely to face. Some of
these challenges are common to a range of youth-focused activities. Others
will be unique to your particular goals and capabilities and to the specific
youth population you serve. Other intervention providers have encountered

many of these challenges before you and found various ways to address them.

Because all youth are not the same, you should closely examine the specific
population you plan to serve when selecting your intervention. Individual
characteristics of youth can influence their participation in a cessation inter-
vention and their subsequent success in quitting.

Examples include the following:

* Age and developmental stage.

* Socioeconomic status and education level.

* Ethnicity and cultural background.

* Sex.

* Patterns of tobacco use.

* Risk-taking behavior and psychological conditions.

* Physical conditions affected by tobacco use.

* Acceptability of tobacco use and commitment to cessation.

This chapter will help you

¢ Prepare for the challenges

you may face when working
with youth on the potentially
sensitive issue of tobacco use.
Better understand differences
among the youth you hope
to serve.

Understand young people’s
concerns about quitting
tobacco or using a cessation
intervention, and be better
prepared to respond to these
concerns.
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* Tobacco use by peers and family.

* Peer and family support for cessation.

¢ Time availability.

* Knowledge, attitudes, and beliefs about tobacco.
* Self-esteem and self-image.

* Sense of control.

¢ Behavioral skills.

This chapter discusses some of these characteristics in greater detail and pre-
sents ideas on how to adapt interventions to deal with various concerns and
differences among the youth you serve.

Differences Among Youth That May Influence Your Intervention
Researchers have not established which characteristics are most important
when tailoring a tobacco-use cessation intervention for youth. More research
is needed to determine how different characteristics affect outcomes. However,
it is safe to say that your intervention should be as appealing and appropriate
to your target population as possible. If you vary your basic intervention for
specific subpopulations, track these variations closely and take them into
account in your evaluation (see Chapter 5). The information you gather can
help others who intend to design or implement cessation interventions for
specific groups of young people.

AGE, SEX, EDUCATION, AND CULTURAL BACKGROUND

Youth of different ages and levels of development, different levels of education
and literacy, and different cultural backgrounds will likely respond differently
to your intervention. These factors influence decisions about and patterns of
tobacco use, so they are likely to play a role in cessation as well.

If the intervention you select is not appropriate for the specific age group or
level of development of your target population, it is more likely to fail. You
also must consider whether your population is predominantly male or female.
Prevalence of cigarette use is roughly equivalent among male and female
youth, but young men are more likely to use other tobacco products.! In the
United States, 21.8% of high school males and 21.9% of high school females
were current smokers in 2003.? In Canada, the prevalence of current cigarette
smoking was higher among females (23%) than males (21%) in 2002.?

When broken down by race/ethnicity, current smoking rates in the United
States for 2003 were highest among white high school students—24.9% for
whites compared with 18.4% for Hispanics and 15.1% for blacks.?
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Other data show that youth who perform poorly academically (defined as having
low grades, failing to graduate, being frequently truant, and lacking aspirations)
are more likely to use tobacco.*> Consider this factor when selecting a setting
for your intervention. Although school-based interventions may have other
benefits, they might not reach the youth in your community who are at higher
risk for continued tobacco use.

Your intervention should be appropriate for the literacy levels of your target

population. Otherwise, it is more likely to fail than an intervention designed for
and evaluated with a population similar to yours. An intervention also is more
likely to fail if it alienates youth by being insensitive to their cultural background.

PSYCHOLOGICAL CONDITIONS

Psychological or behavioral problems (ranging from simple stress to depression
or attention deficit disorder) complicate tobacco cessation for youth. A posi-
tive correlation has been shown between depression and smoking in youth.®
Some studies suggest that tobacco use may cause depression, whereas others
suggest that young people who are experiencing depression may self-medicate
with tobacco to relieve symptoms. Other personality and psychological factors,
such as a lack of impulse control or social anxiety, also may influence tobacco
use. However, more research is needed to determine how and to what degree
these factors affect tobacco use and cessation attempts.

Given the potential for the presence of psychological disorders among youth
who use tobacco, programs with sufficient resources should screen for these
disorders and refer youth for appropriate treatment. Some youth will not be
able to stop using tobacco unless they have received or are receiving treatment
for the underlying problems that motivated its use in the first place.

PHYSICAL CONDITIONS AFFECTED BY TOBACCO USE

Youth who have preexisting health conditions that are exacerbated by tobacco
use are not necessarily less likely to use tobacco. One recent study found that
youth with asthma are nearly 1.5 times more likely to smoke than those who
do not have asthma, even though smoking can compound shortness of breath
and other health problems associated with this disease.’

Tobacco use also is prevalent among pregnant adolescents, in spite of the
damage it is known to cause to unborn children. In 2001, 6.0% of mothers
younger than age 15 and 17.5% of those aged 15-19 years smoked during
their pregnancies.® Creating guilt, however, is unlikely to motivate young
pregnant women to quit using tobacco. Instead, intervention providers should
seek to help young women understand that quitting empowers them to create
healthier lives for themselves and their children.
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Knowledge about the long-term health consequences of tobacco use has not
been shown to influence whether youth begin to use tobacco.” However,
knowledge about short-term consequences can influence such behavior. Thus,
getting young tobacco users to think about how tobacco affects their current
health and well-being will likely be more effective. For example, focus on how

tobacco use affects physical appearance and presentation (e.g., yellow teeth,
bad breath).®

PATTERNS OF USE

Unlike adults, many young tobacco users have inconsistent patterns of use. They
may limit use to certain times of the week or year, certain social or emotional
situations, or particular locations. Because of this, youth may not feel they are
“addicted” and may resist identifying themselves as “smokers” or “regular”
tobacco users.

Therefore, your cessation intervention should include all youth who want to
stop using tobacco regardless of their level of use. When working with youth,
stress that no matter how much or how little tobacco they use, they may be
addicted, and that anyone who uses tobacco may need help quitting.

COMMITMENT TO CESSATION

Young people’s commitment to cessation will typically fluctuate more than that
of adults, just as their patterns of tobacco use do. Young people may express a
desire to “stop” using tobacco but not see a need to “quit,” which denotes a
commitment to long-term or permanent cessation. Stopping tobacco use may
seem less daunting to some, and intervention providers should be willing to work
with youth whose goal may only be temporary cessation (temporary cessation
can become long-term cessation). Regardless of how they define cessation,
young people should be educated about the nature of their dependence on
tobacco and the challenges they will face when trying to quit or stop as well

as the benefits.

When working with youth who are not fully committed to quitting, interven-
tion providers should focus on motivating them to become more interested in
stopping their tobacco use. It is possible to understand and alter a person’s
motivation to change behaviors even at an early stage before the negative con-
sequences of that behavior are fully realized."

A well-designed intervention can move a significant percentage of tobacco
users from apathy or skepticism to an interest in cessation. Therefore, if resources
permit, programs can include “unmotivated” youth in their interventions.
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PEER AND FAMILY TOBACCO USE AND SUPPORT FOR CESSATION

Tobacco use is a behavior typically influenced by peer and family attitudes and
behaviors. Youth who have friends or family members who use tobacco are
likely to have greater access and exposure to tobacco products and are more
likely to smoke themselves.” One large study found that youth who are exposed
to both a family member and a best friend who smoke have a 90% greater
chance of smoking than youth who are not in the same situation." If young
tobacco users have friends or family who support cessation or reject tobacco
use, they may be more motivated to engage in cessation activities.

Interventions also can include a mechanism to help youth identify a supportive
friend or family member who can support them through the quitting process.

This person should be someone they feel comfortable talking with about their
tobacco use, as well as someone who does not use tobacco. Encourage youth to
discuss their desire to quit and their possible need for support (such as informa-
tion on how to recognize and avoid triggers or someone to offer encouragement).

Although little research has been conducted on family-based tobacco-use
cessation interventions for youth, several studies have shown family interven-
tions to be effective for substance abuse treatment with adolescents."

TIME AVAILABILITY

Youth often have significant time constraints because of commitments such as
school, schoolwork, extracurricular activities, jobs, and other obligations or
priorities. They also are less likely than adults to have their own cars or to have
money to pay for other modes of transportation. Because of their age, they may
have less control over where or when they can attend intervention activities.

Therefore, your intervention should be flexible in terms of when youth can
participate and how they can obtain services and materials. If your intervention
is not easy to access, consider providing options for transportation.

Many programs use school-based interventions to improve accessibility for
youth. However, such interventions may not reach youth who do not attend
school regularly, and some youth will have concerns about privacy because
schools are public settings. Also, interventions may be difficult to schedule

around existing classes and extracurricular activities at some schools.

KNOWLEDGE, ATTITUDES, AND BELIEFS ABOUT TOBACCO

Youth who smoke are likely to have several misconceptions about tobacco use
that should be addressed. For example, they tend to overestimate the prevalence
of tobacco use among their peers”'* and underestimate the addictive potential
of nicotine.’ If youth believe that others, particularly peers and family members,
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approve of tobacco use, they are more likely to use it themselves.® Young
smokers are more likely than nonsmokers to have positive attitudes and beliefs
about tobacco use (e.g., it makes them look more mature or reduces stress)."

Youth also are susceptible to tobacco advertising, and those who are exposed
to frequent advertisements for tobacco are more likely to smoke than those
who are not.'® Research has shown that U.S. youth who smoke buy the most
heavily advertised brands of cigarettes.” In Canada, tobacco advertising,
including the distribution of promotional items, is banned.

BEHAVIORAL SKILLS

Some young people may use tobacco because they lack the skills to deal with
problems in a more positive manner. For example, they may use tobacco in an
attempt to reach a particular goal, such as acceptance by peers or a temporary
reduction in stress.” However, youth can be taught skills to help them resist
peer pressure to smoke. Enhancing young people’s self-esteem, self-mastery,
and decision-making skills can enable them to more easily adopt and maintain
healthy behaviors such as not smoking.’

Teaching the behavioral and coping skills necessary to resist social influence to
smoke is an important part of the cognitive—behavioral model recommended
in this publication. See Chapter 3 for more information on the types of skills
that young tobacco users might need.

Youth Needs and Preferences

The more you understand about the needs and preferences of the particular youth
you serve, the better prepared you will be to address their concerns about quit-
ting tobacco and participating in a cessation intervention. Common issues that
should be considered include young people’s need to experiment, their fears
about the consequences of quitting (e.g., increased stress, weight gain, rejec-
tion by peers), their need to control their own lives, and their need for privacy.

NEED TO EXPERIMENT

Most youth who begin using tobacco do not plan to continue doing so for the
rest of their lives. They are simply experimenting with something to see whether
they will like it or what possible benefits they would gain from it. In some cases,
they will start using tobacco to show others that they are mature or because
they have other (often mistaken) beliefs about what it can do for them.

Adolescence is a time when people typically experiment with new things, take
new risks, and test boundaries. You should recognize that this behavior is nor-
mal. At the same time, you can teach youth that such behavior does not have
to be expressed in a self-destructive manner such as tobacco use. You can talk
with them about other ways to express their individuality and maturity.
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DEALING WITH ANXIETY AND STRESS

Some youth may have concerns about how difficult it will be for them to quit.
They may feel that their lives are stressful already, that using tobacco helps
relieve this stress, and that quitting would increase it. In such cases, you can
talk with youth about the stimulant properties of nicotine, which can actually
increase stress with prolonged use. This discussion may help them to under-
stand that tobacco will provide only short-term relief from anxiety and stress
and will actually increase long-term stress. For youth who are experiencing
more extreme forms of anxiety, intervention providers should refer them for

appropriate counseling.

FEAR OF GAINING WEIGHT

A common concern expressed by youth, particularly young women, is that they
will gain weight if they quit using tobacco. If they express this concern, be
prepared to talk with them about ways to achieve and maintain a healthy body
weight. Among adults, smokers generally weigh less than nonsmokers and
gain weight after they quit smoking.'” However, changes in body weight that
occur after smoking cessation are generally small, and the health benefits of
smoking cessation greatly outweigh any risks associated with weight gain.'"**
No studies have examined whether weight changes occur among adolescents
who quit smoking.

FEAR OF BEING REJECTED BY PEERS

Youth who use tobacco tend to overestimate the use of tobacco by their
peers.”!'* Therefore, they may feel that “everyone else” is using tobacco and
that if they do not, they will not fit in. Talk with them about the actual preva-
lence of tobacco use among their peers, which will help them realize that most
adolescents do not smoke. They can be reassured that “real” friends should
not reject them if they quit using tobacco and that they may become more
attractive to peers who do not smoke. You can involve peer counselors or, if
participants agree, specific friends to help reassure youth that quitting will not
alienate them from their peers.

NEED TO CONTROL THEIR LIVES

Many teenagers feel that they lack control over their lives. Tobacco use
appears to be a way to assert control. Although they cannot choose where they
live, for example, they can choose to smoke. Although this may appear to be a
barrier, it can actually be used to encourage cessation.

For example, you can discuss with youth how the tobacco industry tries to
influence their decisions and how tobacco use is really a form of compliance
with industry marketing. By contrast, quitting can be framed as something a
person can control, which may create a sense of self-efficacy.
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You also can engage youth in a discussion about how highly addictive nicotine
is and how addiction represents a lack of control. Although many youth may
not be addicted now, discuss with them how continued use will likely cause
nicotine addiction to develop. Even if they can decide now when they do or do
not want a cigarette, they might not always have that power.

Some youth may be suspicious if they perceive that intervention providers are
trying to control their decisions. For example, focus groups conducted among
smokers aged 14-18 revealed that participants were generally unfamiliar with
the idea of seeking or accepting professional help for quitting.” Some found
the idea unimaginable, and many were skeptical about the effectiveness of
cessation interventions. However, people who commonly work with youth
have found that such attitudes can be overcome if the providers take time to
let youth know who they are and why they are providing the intervention
before asking the youth to commit to participating.

NEED FOR PRIVACY

Youth often conceal their tobacco use from family members or authority figures.
Engaging them in interventions to help them quit sometimes requires assurance
that their privacy will be maintained.

However, many schools and organizations also require parental consent for a
young person’s participation in activities that deal with sensitive topics such as
tobacco use. Before you begin your intervention, make sure you understand
the consent laws for minors in your state or province. If parents do not know
that their children smoke, asking for parental consent to enroll those children
in a cessation intervention will be awkward. The importance of obtaining
parental consent must be weighed against the potential benefit of engaging
youth in these activities.

Intervention providers have found different ways to deal with this problem.
Some present tobacco-use cessation as just one possible element in a compre-
hensive health intervention offered to all youth. For some school-based inter-
ventions, providers ask that all parents give permission for students to
participate in cessation services regardless of whether they use tobacco.
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Examples A and B show how
one state health department
and one rural county school
system chose and implemented
a youth tobacco-use cessation
intervention.
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EXAMPLE A-4
How One State Developed a Tobacco Quitline for Youth

As part of its Tobacco Prevention and Control Program (TPCP), a health department
in a western state decided to develop a statewide telephone quitline for youth.
One benefit of this type of intervention was that it could be tailored to callers’
readiness to quit. Motivation was assessed for each caller to ensure that subse-
qguent services were appropriate for that person’s level of motivation and interest
in quitting.

Youth could call and receive general information about tobacco use or receive

a referral to a local class on tobacco-use cessation. If they were ready to quit

but not interested in follow-up services, they could participate in a single, less-
intensive intervention. If they were ready to quit and wanted intensive follow-up
by telephone, they could participate in a multiple-call intervention that included
callbacks at agreed-upon times. Parents also could call for general information
about tobacco use and how they could help their teenaged children quit.

The counseling protocol for this intervention was based on motivational inter-
viewing techniques designed to help the youth feel more confident about and
interested in quitting. Quitline counselors were trained in cessation techniques
and motivational interviewing and taught how to build rapport with youth. They
were trained to counsel youth as support people who want to help, not as inter-
ventionists. The TPCP staff overseeing the intervention also provided information
about relevant cultural concerns (e.g., religious issues specific to the state), which
allowed counselors to be trained to respond appropriately. In addition, quitline
services were available in multiple languages.
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EXAMPLE B-4
A Rural County High School’s Cessation Intervention

Responding to concerns from students, a school system in a county with a largely
rural population decided to expand its tobacco-use prevention intervention to
include a cessation component for high school students. The cessation work
group established to oversee this project wanted to ensure that the intervention
met the specific needs of the intended audience. Three areas of special concern
were the literacy/education level of the youth targeted, their socioeconomic
backgrounds, and the role of tobacco in the culture of the area.

In this particular county, a high percentage of youth are at risk for not finishing
high school because of academic and socioeconomic problems. Many of these
students also use tobacco. Intervention materials needed to be in plain, simple
language, and the number of handouts needed to be kept to a minimum. The
work group wanted a curriculum that allowed plenty of opportunities for activity
so that participants could learn by doing.

The county also has a high unemployment rate and, consequently, a high poverty
level. Unfortunately, youth (and their parents) still spend money on tobacco even
when they cannot always pay for more essential items. Thus, intervention materi-
als were designed to emphasize the economic benefits of stopping tobacco use.
Intervention planners believed that youth would respond to information about
the amount of money they could save and the other items they could buy
instead of tobacco.

Finally, the intervention planners had to consider the area’s “culture” of tobacco
use. Tobacco use (especially spit tobacco) was often seen as a rite of passage. Many
generations of families had used tobacco, and getting youth to quit when their
parents and other family members still smoked or chewed would be difficult.
Planners tried to address this problem by linking the cessation intervention with
programs that promoted adult cessation and attempted to change prevailing
attitudes about tobacco.

49






Monitoring Your Progress

Evaluating the Process and Outcomes

Because of the lack of scientific evidence on the effectiveness of youth
tobacco-use cessation interventions, rigorous evaluations are more critical for
these interventions than they might be for others. A simple but thorough eval-
uation will help you determine how closely you have followed your original
plans and assess whether and how well your intervention fared in helping youth
to quit tobacco use. A process evaluation examines how well you implemented
and operated your intervention. An outcome evaluation determines whether the
strategies you used were effective in attaining your goals. Evaluations also can
be used to demonstrate that you used your resources appropriately to meet the
needs of the community (i.e., for accountability).! In addition, you can use
evaluation data to adjust your intervention and increase its effectiveness and
impact over time. Finally, you will help other programs by increasing knowledge
about which tobacco-use cessation interventions actually help youth quit—
information that is critically needed at this time.

As part of any evaluation, you should document who is conducting what
activities, under what conditions, for whom, and with what level of effort.?
Depending on the type of intervention you select and the goals and objectives
you want to achieve, you may need to consult with evaluation experts or part-
ner with local researchers interested in intervention effectiveness. Only you will
be able to determine what type of evaluation you can conduct and what assis-
tance you will need. However, all programs should conduct basic evaluation
activities to determine if their interventions are helping the target population.

If you choose a prepackaged intervention, some evaluation data may already
be available. This will help you determine the level of evaluation you need to

This chapter will help you

¢ Understand the importance of

evaluating your intervention.
Develop an evaluation plan.
Evaluate how well you

have implemented your
intervention (i.e., a process
evaluation).

Evaluate whether your
intervention is effectively
meeting your goals and
addressing the needs of
your target population (i.e.,
an outcome evaluation).
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conduct. If an intervention has been formally evaluated in an appropriate
manner, you can conduct a less rigorous evaluation, because you will already
have some sense of the intervention’s effectiveness. Unfortunately, most of the
interventions currently available have not been rigorously evaluated.

When reviewing evaluation data from an existing intervention, determine
whether the evaluation was conducted by the people who developed the inter-
vention or by external evaluators who might have been more objective. If an
intervention has not been formally evaluated or if the previous evaluations
were flawed, you will need to conduct a more rigorous evaluation to determine
the intervention’s effectiveness for your community.

The Ideal Evaluation to Test Effectiveness

Not all methods for collecting and comparing data are equally valid. The best
way to determine the effectiveness of an intervention is to use an experimental
design (also called randomized control trials). This type of evaluation allows
you to determine whether different approaches or interventions result in dif-
ferent outcomes. Participants are randomly assigned to different interventions,
and results are measured over time. If the participants are all randomly
selected, they should be similar in important ways (e.g., similar sex, age, level
of tobacco use, achievement in school, socioeconomic status) regardless of the
intervention group to which they are assigned.

In some settings, particularly schools, randomly assigning individuals to dif-
ferent intervention groups can be difficult. One solution is to randomly assign
an entire school, rather than individual students, to an intervention. This
method is an example of a quasi-experimental design, which is the second most
useful type of evaluation.

If randomly assigning individuals or schools to an intervention group is not
appropriate or feasible, intervention groups can be distinguished according to
specific conditions (e.g., school characteristics) or by specific characteristics of
participants that may affect the outcome (e.g., age, tobacco use, school
achievement). Schools with similar characteristics or participants can be used
as control groups.

Experimental and quasi-experimental designs provide data that allow you to
compare groups and determine whether an intervention has been effective.
Unlike either of these designs, data collected on a single group receiving the
same intervention does not allow for comparison. Thus, you cannot determine
whether that intervention was effective.
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Describing the Intervention and Participants

Before you implement an intervention, you must document the specific activities
of your intervention and key information about potential participants. You
should be aware of basic characteristics of the youth who express interest in
your intervention, as well as those who actually participate. This information
will help you determine whether you are reaching your target population or if
you need to use different recruitment strategies to capture their interest. You
also should prepare an evaluation plan (see Chapter 2) that lists your objectives
and describes the basic elements of your intervention.

INFORMATION ABOUT THE INTERVENTION

* Develop SMART (specific, measurable, attainable, realistic, and time-sensitive)
objectives for the intervention.

* Define what outcomes will qualify as cessation (e.g., total abstinence for a
defined period of time assessed at 6 months after the intervention; whether
cessation is validated biochemically or by peers).

* Describe the recruitment methods you will use (e.g., communication channels,
sources of referrals).

* Identify selection criteria to determine who might use the intervention (e.g.,
youth with a certain tobacco-use status, frequency of use, level of dependence,
motivation to quit, stage of readiness for change).

* Indicate whether consent for participation (e.g., informed, parental) is
required and how it will be obtained.

* Identify the types of facilitators or providers that will be used (e.g., the
qualifications required and/or selection criteria used; individual characteris-
tics of personnel; length and type of any training provided; cost of providing

the interventions).

* Identify the intended location of the intervention (i.e., the type of facility or
space required) and/or the method of delivery (e.g., telephones, computers).

* Describe the planned length of the intervention (i.e., the number and length
of sessions).

* Describe the materials to be used and their costs (e.g., print materials, soft-
ware, videos, development costs, reproduction costs per participant).

* Indicate whether incentives will be used to increase retention (including the
types and cost of the incentives).

* Indicate whether pharmacotherapy will be provided, encouraged without
being provided, or neither encouraged nor provided.
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ESSENTIAL INFORMATION ABOUT PARTICIPANTS

* Collect contact information from participants, including their addresses,
telephone numbers, e-mail addresses, and the names and telephone numbers
of three people who would likely be able to contact them if they moved (for
evaluation follow-up).

* Ask participants about the amount and type of tobacco they use and the
frequency with which they use it now and have used it in the past.

* Screen for psychological or behavioral problems and high-risk behaviors.

* Measure participants’ levels of motivation to quit.

OPTIONAL INFORMATION ABOUT PARTICIPANTS

* Collect demographic information on participants (e.g., sex, race/ethnicity,
school status, type of school attended, highest grade completed).

» Ask about tobacco use by family members and friends.

* Ask about participants’ previous cessation attempts and concurrent use of
other interventions.

* Ask participants about their knowledge, attitudes, and beliefs about tobacco

use and cessation interventions.

Evaluating Implementation

To evaluate how well your organization implemented its planned intervention,
you should conduct a process evaluation. The resulting information can help
program managers and administrators identify strengths, weaknesses, and

opportunities for improvement.

Although you will have previously documented your implementation plans and
your intended audience, you are now documenting exactly what is happening
and who is participating. For example, you may plan to implement five 1-hour
group sessions. But once you begin the intervention, you find that you can
only deliver three 1-hour and two half-hour sessions because of scheduling
constraints. Although this change might not seem significant, decreasing the
dosage of the intervention can affect the outcome. You might need to conduct
additional sessions to maintain the intended dosage.

When conducting a process evaluation of a youth tobacco-use cessation inter-
vention, certain key questions should be asked. Figure 8 lists these questions
and briefly describes the sources that can help you answer them and how the
resulting information can be used. The specifics of how and when information
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is gathered will vary depending on your program’s objectives and available

resources. However, the primary methods include attendance logs, client

surveys, and focus groups.

FIGURE 8. Key Questions for Process Evaluations

KEY QUESTIONS

SOURCES OF INFORMATION

HOW TO USE THE INFORMATION

How many participants attended the first
session?

How did participants hear about the
intervention?

How many participants completed the
intervention?

How satisfied were the participants with the
quality of the services?

What types of activities and how many of
each type occurred during the
implementation of the intervention?

What was the amount of time spent with
participants?

What aspects of the intervention deviated
from the protocol?

What staffing was required to implement
the intervention?

How many staff training workshops were
conducted (if relevant)? What evidence
existed that the training helped staff
members deliver the intervention?

What money, services, and materials were
used to provide the intervention?

Telephone logs (for interventions delivered
via telephone).

Records of meeting attendance.

Entrance or pre-entrance surveys.

Exit or post-intervention surveys.

Attendance records.

Exit or post-intervention surveys or focus
groups.

Follow-up surveys or focus groups with
youth who dropped out of the intervention.

Logs of intervention activities that were
actually implemented.

Logs of session length and frequency.

Logs of intervention activities that were
actually implemented and exceptions that
were made.

Staff logs that note the number of hours
worked and the rate of pay per hour.

Logs of staff training hours.

Staff surveys.

Logs of program expenditures and donations
of services and materials.

To determine the relative success of your
recruitment methods.

To determine the success of your marketing
efforts and adjust recruitment methods for
future activities.

To determine the retention rate.

To understand reasons for participant
retention and identify areas for
improvement.

To document how closely the intervention
followed your plan.

To document intervention fidelity and
determine the allocation of resources
(financial or otherwise).

To document intervention fidelity.

To determine the allocation of human
resources and costs.

To determine the extent of staff training
needed for a given level of effectiveness and
to determine how much training improved
staff effectiveness.

To determine if the intervention is cost-
effective.
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The information collected during the planning phase and during and after
implementation will help you to assess how well you followed your imple-
mentation plan or protocol. Closely following the protocol throughout imple-
mentation will help you make more accurate conclusions about the
effectiveness of your intervention. However, you may need to make some
changes to your initial plan (e.g., adapting the intervention to the environ-
ment in which it is delivered or modifying it to respond to the changing needs
of your target population). When this happens, document all changes from
your original plan and take these changes into account in your evaluation.

Evaluating Effectiveness

An outcome evaluation will help you determine whether your intervention
is meeting its objectives and understand the effect it is having on the target
population. Outcome evaluations contribute to your knowledge as the
intervention provider and to the knowledge in the field about which youth
tobacco-use cessation interventions are effective. The data collected during
the process evaluation also will help you to assess the relevance of the data
collected during the outcome evaluation. Figure 9 lists these questions and
briefly describes the sources that can help you answer them and how the
resulting information can be used.

You can use the outcome evaluation to measure the quit rate of the partici-
pants in your intervention and determine whether this rate was higher than
what you would expect for youth of similar backgrounds who did not receive
the intervention (ideally, you will have a control group to compare your results
against). Strongly consider measuring quit rates again after a follow-up period
to determine if the intervention had a lasting effect. In addition to measuring
intervention success, you should measure how many youth who initially
agreed to participate actually remained in the intervention and how well they
complied with the intervention.

When conducting an outcome evaluation, you should consider the following
key concepts:

* Retention. Retention is expressed as a percentage that reflects the number
of participants who stayed with the intervention through the last session
divided by the number of participants who attended the first session. For
example, if the intervention is intended to occur weekly for 8 weeks and
50 students participate in the first session but only 25 participate in the last
session, the retention rate is 50%. This information is important because it
gives you a sense of whether participants continued with the intervention
long enough to receive the intended treatment. This is usually measured in
the process evaluation.
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FIGURE 9. Key Questions for Outcome Evaluations

KEY QUESTIONS

SOURCES OF INFORMATION

HOW TO USE THE INFORMATION

How many tobacco users who started the
intervention were no longer using tobacco

o At the end of the intervention?
¢ 6 months post-intervention?

¢ 12 months post-intervention?

How many tobacco users were chemically
validated (if chemical validation was used)?

How many serious quit attempts (e.g.,
>24 hours of nonuse with the intention of
quitting) were made by each tobacco user

¢ At the end of the intervention?
¢ 6 months post-intervention?

¢ 12 months post-intervention?

Are individuals using other types of tobacco
besides cigarettes (e.g., chew, dip, bidies,
cigars, pipes)?

What was each individual’s longest period
of abstinence

e At the end of the intervention?
¢ 6 months post-intervention?

¢ 12 months post-intervention?

How motivated, prepared, and/or confident
were participants to quit

¢ At the beginning of the intervention?
¢ At the end of the intervention?
¢ 6 months post-intervention?

¢ 12 months post-intervention?

If participants are smokers, how many
cigarettes do they smoke (e.g., each day,
each week, each month)?

How much of a cigarette do they smoke?

What quantity of tobacco in other forms do
participants use?

Exit and post-intervention client surveys
conducted at end of intervention and
regularly thereafter (6 and 12 months
preferred).

Records of chemical validation tests
(e.g., expired carbon monoxide or saliva
cotinine testing).

Exit and post-intervention client surveys
conducted at end of intervention and
regularly thereafter (6 and 12 months
preferred).

Entrance or pre-entrance surveys and post-
intervention client surveys.

Exit and post-intervention client surveys
conducted at end of intervention and
regularly thereafter (6 and 12 months
preferred).

Entrance or pre-entrance surveys.

Exit and post-intervention client surveys
conducted at end of intervention and
regularly thereafter (6 and 12 months
preferred).

Entrance and post-intervention client
surveys.

To determine the effectiveness of the
intervention.

To confirm reports of quitting.

To compare the number of youth
who attempted to quit with the
number who successfully quit.

To document all tobacco use and

to determine whether smokers are
switching to other tobacco products
instead of quitting.

To provide another outcome measure
for youth who did not quit for good
(i.e., did not meet the primary goal
of the intervention).

To determine how motivation was
influenced by the intervention and how
motivation influenced quitting.

To track changes in consumption
for youth who did not quit or remain
abstinent.
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* Implementation Compliance. The implementation compliance rate indicates

how many participants attended all or most of the sessions. This measure
provides a sense of the dose or amount of treatment that participants actually
received. This information also will help you determine how many partici-
pants received the intervention according to protocol.

Follow-up Period. The follow-up period is the point in time after the inter-
vention has ended at which tobacco use is measured again. A longer follow-up
period (e.g., 6 months) gives you more confidence that participants will main-
tain their cessation. For the follow-up survey, you should ask whether partic-
ipants used any other interventions, services, or pharmacotherapy outside of
the intervention being evaluated that might have influenced treatment success.

Quit Rate. The ideal outcome for your intervention is complete abstinence
from tobacco use for a defined period after the intervention. This outcome
might not be easy to achieve, because relapse is common with tobacco use.
To determine quit rates, measure participants’ tobacco use at the beginning
of the intervention (i.e., the baseline), at the end of the intervention, and at
a defined period after the intervention. Data collected at 6 months or longer
after the intervention has ended are most reliable. The quit rate also should
be based on the number of youth who attended the first session, not the
number who attended the last session.

Using Evaluation Data

As discussed in Chapter 2, evaluation can be used to demonstrate accountability
to program stakeholders (e.g., partner organizations, project administrators and
managers, participants). Sound evaluation data also will allow you to improve
your intervention over time and help others do the same. Understanding basic
evaluation methods will help you to determine if a previously evaluated inter-
vention will meet your program’s needs. If you are considering a prepackaged
cessation intervention, you should request the same type of data that we have
suggested you collect for your own evaluation, particularly long-term quit rates.
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EXAMPLE A-5
How One State Developed a Tobacco Quitline for Youth

As part of its Tobacco Prevention and Control Program (TPCP), a health depart-
ment in a western state decided to implement a statewide telephone quitline

for youth. Once officials had chosen an intervention method, they developed Examples A and B show how
plans to evaluate its effectiveness. Using previous experience with other one state health department
tobacco-use cessation services and data from other quitlines, the staff overseeing and one rural county school
the intervention established outcome expectations by which to measure the system chose and implemented
intervention'’s success. a youth tobacco-use cessation

intervention.
TPCP staff members worked with the contractor operating the quitline to develop
an extensive evaluation protocol. This protocol included assessing tobacco use for
each caller, conducting a small satisfaction survey at 3 months post-intervention,
and conducting a quit-rate survey 6 months after the intervention.

Staff members also tracked demographic information, changes in readiness to
quit among youth who participated in multiple calls, and changes in attitude
and confidence in quitting or staying quit. To evaluate how well the interven-
tion was implemented and operated, they also conducted a process evaluation.
Process measures, including telephone protocol issues (e.g., response rates,
length of time required to return calls left on voice mail), were tracked through
monthly and quarterly progress reports.
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EXAMPLE B-5
A Rural County High School’s Cessation Intervention

Responding to concerns from students, a school system in a county with a largely
rural population decided to expand its tobacco-use prevention intervention to
include a cessation component for local high school students. The cessation work
group established to oversee this project understood the importance of deter-
mining the intervention’s level of success, and they planned evaluation activities
early in the process. To cover the range of activities involved in the intervention,
they divided their objectives into those related to process and those related to
outcome.

Process objectives included the following:

¢ By October of the upcoming school year, implement a tobacco-use cessation
intervention for youth at the county high school.

¢ Serve at least 90 students with this intervention, called Teens In Control, by
the end of the same school year.

Outcome objectives included the following:

¢ By the end of the school year, decrease the number of detentions and
suspensions related to tobacco use by one-third.

¢ By the end of the school year, increase the number of quit attempts reported
by youth who currently use tobacco.

¢ By the end of the school year, increase the number of youth who report
quitting tobacco use.

Student volunteers from a local community college helped conduct surveys and
collect data to evaluate the intervention. Because the intervention was not fully
implemented until November, services lapsed during the holiday break. As a
result, some students did not complete the intervention (60 students completed
the intervention the first year). Intervention facilitators were confident that they
could solve this problem by starting earlier in the school year. Work group mem-
bers determined that additional marketing efforts were needed to let students
(and their parents) know about the cessation resources available to them.
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CDC provides national leadership for a comprehensive approach to reducing
tobacco use. CDC leads and coordinates efforts to prevent tobacco use among
youth, promote smoking cessation among youth and adults, protect nonsmokers
from environmental tobacco smoke, and eliminate tobacco-related health disparities.
The Web site provides tips on how to quit, educational materials, and scientific

publications.

National Cancer Institute (NCI), National Institutes of Health, U.S. Department of

Health and Human Services. Available at http://www.smokefree.gov.

The mission of NCI's Tobacco Control Research Branch is to lead and collaborate
on research and to disseminate evidenced-based findings to prevent, treat, and
control tobacco use. The Web site provides help in quitting smoking, including
an online, step-by-step cessation guide and telephone numbers for local, state,

and national quitlines.

Tobacco Technical Assistance Consortium (TTAC). Available at http://www.ttac.org.

TTAC is a not-for-profit organization funded by the American Cancer Society,
the American Legacy Foundation, and The Robert Wood Johnson Foundation
to provide technical assistance and training to people working in the field of
tobacco-use prevention and control. This support is designed to increase knowl-
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Center for Tobacco Cessation. Available at http://www.cessationcenter.org.

This Web site was developed by the Next Generation California Tobacco Control
Alliance to help health care practitioners learn more about smoking cessation.
The Online Cessation Resource Center is designed to be a central source for
resources created by tobacco cessation and control experts to help health care

providers in their daily practice.

Guide to Community Preventive Services. Available at http://www.thecommunityguide.

org/tobacco.

This publication summarizes what is known about the effectiveness of community-
based interventions in three areas of tobacco-use prevention and control: prevent-
ing tobacco-use initiation, increasing cessation, and reducing exposure to

environmental tobacco smoke.

Communities of Excellence in Tobacco Control, American Cancer Society. Available at

http://www.cancer.org/docroot/PED/content/PED_1_5X_Communities_of_Excellence.asp.

The Communities of Excellence program can help community groups and health
professionals develop effective strategies to reduce and control local tobacco use. A
planning guide provides information on how to develop action plans and organiza-

tional tips on how to achieve tobacco control goals.

Campaign for Tobacco-Free Kids. Available at http://www.tobaccofreekids.org.

This campaign is one of the nation’s largest nongovernmental initiatives ever
launched to protect children from tobacco addiction and exposure to secondhand
smoke. The campaign’s goals are to deglamorize tobacco use through counter-
marketing, change public policies to protect children from tobacco use, and increase

the number of organizations and individuals working to reduce tobacco use.

Canadian National Clearinghouse on Tobacco and Health. Available at
http://www.ncth.ca.

This one-stop tobacco control resource provides current information on tobacco
use trends, research, and statistics, as well as “best practices” in tobacco prevention
and control in the areas of cessation, legislation, taxation, and environmental

tobacco smoke.

Treatobacco.net: Database & Educational Resource for Treatment of Tobacco

Dependence. Available at http://www.treatobacco.net.

This unique source provides evidence-based data on treating tobacco dependence
compiled by a panel of international experts. Topics include the efficacy, safety,
demographics, health effects, health economics, and policies of treatment for

tobacco dependence.
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National Public Health Performance Standards (NPHPS) Program. Public Health
Program and Practice Office. Available at http://www.phppo.cdc.gov/nphpsp.
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promotion policies and programs; 2) develop action plans for improving student
health; and 3) involve teachers, parents, students, and the community in improving
school policies and programs. For more information, e-mail healthyyouth@cdc.gov,
call 1-888-231-6405, or fax 1-888-282-7681.
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gic planning process. Available at http://www.naccho.org/prod102.cfm.
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ical services, determining how (if appropriate) to transition these services to other
community providers, and monitoring community and patient outcomes resulting

from the transferral of services. Available at http://www.naccho.org/project52.cfm.
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http://www.nalboh.org.

NALBOH is a national partner in the National Public Health Performance
Standards (NPHPS) Program. The NPHPS Program promotes continuous quality
improvement, resulting in stronger connections among local public health system
partners, greater awareness of the interconnectedness of public health activities,
and identification of strengths and weaknesses that can be addressed through

improvement efforts.
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U.S. Department of Health and Human Services. Preventing Tobacco Use Among Young
People: A Report of the Surgeon General. Atlanta: U.S. Department of Health and Human

Services, Public Health Service, Centers for Disease Control and Prevention; 1994.
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ImpacTEEN is an interdisciplinary partnership of nationally recognized substance
abuse experts with specialties in such areas as economics, etiology, epidemiology,

law, political science, public policy, psychology, and sociology.

American Academy of Pediatrics (AAP). Available at http://www.aap.org/advocacy/

chmcoun.htm.

AAP is committed to the attainment of optimal physical, mental, and social
health and well-being for all infants, children, adolescents, and young adults.
The Web site includes instructions for tobacco counseling and media education
in the practice setting (i.e., understanding and confronting how images and mes-
sages in the mass media affect the health and well-being of children and adoles-
cents), as well as educational materials for parents and teenagers on the risks of

tobacco use.
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Tobacco Control Research Branch, National Cancer Institute (NCI), National
Institutes of Health, U.S. Department of Health and Human Services. Available at

http://www.smokefree.gov.

The mission of NCI's Tobacco Control Research Branch is to lead and collaborate
on research and to disseminate evidenced-based findings to prevent, treat, and con-
trol tobacco use. The Web site provides help in quitting smoking, including an
online, step-by-step cessation guide and telephone numbers for local, state, and

national quitlines.

The Robert Wood Johnson Foundation. Available at http://www.rwjf.org/programs.

The foundation seeks to improve the health and health care of all Americans
through grant funding in four areas. The goal for one of these areas is to reduce the
personal, social, and economic harm caused by substance abuse, including tobacco
use. Grants are given to medical facilities, public schools, research organizations,

and community groups.

Examining Youth Tobacco Use Cessation and Relapse Prevention. Health Canada; 1997.
Available at http://www.hc-sc.gc.ca/hecs-sesc/tobacco/prog_arc/youth_smoking/.

This report looks at the factors associated with adolescent self-initiated smoking
cessation. It explores the decision to quit, successful quit attempts, and relapse

among youth smokers. The report reviews the effectiveness of existing smoking-
cessation programs available to youth and provides recommendations for future

research and programs in the area of adolescent smoking cessation.
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American Academy of Health Behavior. Special Issue on Youth Tobacco Cessation.
American Journal of Health Behavior 2003;27 Suppl 2.

American Cancer Society. A Resource Guide to Youth Tobacco Cessation Programs.

Atlanta: American Cancer Society, Tobacco Control Program; 1998.

Internet Resources
The Center for Health and Health Care in Schools (CHHCS). Available at
http://www.healthinschools.org/about.asp.

CHHCS seeks to strengthen the well-being of U.S. children and youth through
effective health programs and health care services in schools by serving as a policy

and program resource.

Guidelines for Youth Tobacco Prevention/Intervention Services at Multnomah County School-
Based Health Centers. Available at http://www.healthinschools.org/sbhcs/tobacco/.




Urban Institute Project Report. Problem Behavior Prevention and School-Based
Health Centers: Programs and Prospects. Appendix 6: Information, Ordering and
Training Guide to Twenty-One Rigorously Evaluated Interventions. Available at

http://www.healthinschools.org/sbhcs/papers/append6.asp.

Tobacco Use Cessation Programs: An Inventory of Canadian Tobacco Cessation Programs
and Resources. 2000 Update. Available at http://www.hc-sc.gc.ca/hecs-sesc/tobacco/
pdf/inventory_e.pdf.

This document lists cessation programs and services (e.g., self-help programs,
group programs, counseling programs, toll-free quitlines, tobacco Web sites) cur-

rently available at national or provincial levels.

Tobacco Control Programme, Health Canada. Available at http://www.hc-sc.gc.ca/

hecs-sesc/tobacco.

This Web site provides a wealth of information about tobacco prevention and con-
trol efforts in Canada, including federal policies and programs, cessation interven-
tions, and media campaigns. Specific resources and information aimed at young

people are available at http://www.hc-sc.gc.ca/hecs-sesc/tobacco/youth/index.html.

CHAPTER 5

Internet Resources
Basic Guide to Program Evaluation. 1999. Available at http://www.mapnp.org/library/
evaluatn/fnl_eval.htm.

This document provides guidance toward planning and implementing an evalua-

tion process for for-profit or nonprofit programs.

The Community Tool Box, University of Kansas. Available at http://ctb.ukans.edw/.

The Tool Box provides over 6,000 pages of practical information on how to pro-

mote community health and development.

Program Evaluation Tool Kit, Available at http://www.medicine.uottawa.ca/

epid/chru/evaltoolkit_eng.htm.

The Program Evaluation Tool Kit is tailored to meet the information and decision-
making needs of public health program managers. It also will be useful to field

staff, medical officers, senior managers, and anyone assisting with evaluation (e.g.,
health unit program evaluation specialists, epidemiologists, community nurse spe-

cialists, health planners, information analysts, outside consultants).
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Online Evaluation Resource Library (OERL), National Science Foundation. Available

at http://oerl.sri.com.

This library was developed for professionals seeking to design, conduct, document,
or review project evaluations. OERI’s mission is to help continuously improve pro-

ject evaluations, which are critical to determining project effectiveness.

User-Friendly Handbook for Mixed Method Evaluations. National Science Foundation;
1997. Available at http://www.ehr.nsf.gov/EHR/REC/pubs/NSF97-153/start.htm.

This handbook was developed to help evaluate the progress and effectiveness of
projects funded by the National Science Foundation’s Directorate for Education
and Human Resources. Mixed method evaluation combines quantitative and quali-

tative techniques.

Collaborative, Participatory, and Empowerment Evaluation, American Evaluation

Association. Available at http:/www.stanford.edu/~davidf/fempowermentevaluation.html.

This Web site presents information on empowerment evaluation, which uses both
qualitative and quantitative methodologies. It includes a detailed list of Internet

resources, software, handbooks, and guides.

User’s Guide to Evaluation: Tools for National Service Programs, AmeriCorps, Project

Star. Available at http://www.projectstar.org/star/Library/toolkit.html.

The User’s Guide is designed to help programs meet key evaluation needs related
to the following priority areas: education, public safety, human needs, and the

environment.
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