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This document is a “how to” guide for planning and
implementing evaluation activities. The manual reflects the
priorities of the Centers for Disease Control and Prevention
(CDC), Office on Smoking and Health (OSH), for program
monitoring and evaluation. The purpose of this manual is to
assist state tobacco control program managers and staff in the
planning, design, implementation, and use of practical and
increasingly comprehensive evaluations of tobacco control
efforts. The strategy presented in this manual will aid those
responsible for evaluation activities to demonstrate accountability
to diverse stakeholders. In this case, accountability includes
assessing and documenting the effectiveness of programs,
measuring program outcomes, documenting implementation
and cost effectiveness, and increasing the impact of programs.

Why evaluate programs to prevent 
and control tobacco use?
Tobacco use is the leading preventable cause of death and
disease in the United States, contributing to more than 430,000
deaths annually.1 Tobacco control programs are designed
ultimately to help reduce disease, disability, and death related 
to tobacco use. To determine the effectiveness of these 
programs, one must document and measure both their
implementation and their effect. Program evaluation is 
a tool used to assess the implementation and outcomes of
a program, to increase a program’s efficiency and impact 
over time, and to demonstrate accountability.

Program implementation 

The task of evaluation encourages us to examine the operations
of a program, including which activities take place, who
conducts the activities, and who is reached as a result. In
addition, evaluation will show how well the program adheres 
to implementation protocols. Through program evaluation we
can determine whether activities are implemented as planned
and identify program strengths, weaknesses, and areas for
improvement. For example, a smoking cessation program may
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be very effective for those who complete it, but it may not be
attended by many people. Evaluation activities may determine
that the location of the program or prospective participants’ lack
of transportation is an attendance barrier. As a result, program
managers can try to increase attendance by moving the class
location or meeting times, or by providing free public
transportation.

Program effectiveness

The CDC has identified four goals that tobacco control
programs should work within to reduce tobacco-related
morbidity and mortality:

■ Preventing the initiation of tobacco use among young people.

■ Promoting quitting among young people and adults.

■ Eliminating nonsmokers’ exposure to environmental tobacco
smoke (ETS).

■ Identifying and eliminating the disparities related to tobacco
use and its effects among different population groups.

Comprehensive tobacco control programs use multiple
strategies to address these goals. Typically, strategies are grouped
into three program components: community mobilization,
policy and regulatory action, and the strategic 
use of media. Program evaluation includes documenting the
effectiveness of these strategies in meeting program goals.

Program accountability

Program evaluation is a tool with which to demonstrate
accountability to program stakeholders (including state 
and local officials, policymakers, and community leaders) by
showing them that a program really does contribute to reduced
tobacco use and less exposure to ETS. Evaluation findings can
thus be used to show that money is being spent appropriately
and effectively and that further funding, increased support,
and policy change might lead to even more improved health
outcomes. Evaluation helps ensure that only effective approaches
are maintained and that resources are not wasted on ineffective
programs.

This manual is based on the CDC’s Framework for Program
Evaluation in Public Health Practice3 and is aligned with the
Healthy People 20104 4 objectives for the nation, Best Practices 
for Comprehensive Tobacco Control Programs,2 and other relevant
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guidelines. This manual is an adaptation of the CDC evaluation
framework and is specific to tobacco control and prevention.
It is organized into the following six steps:

■ Engage stakeholders.

■ Describe the program.

■ Focus the evaluation and design.

■ Gather credible evidence.

■ Justify conclusions.

■ Ensure use of evaluation findings, and share 
lessons learned.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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The health consequences of tobacco use 
Tobacco use is the single most preventable cause of death and
disease in our society. Annually, in the United States, tobacco use
causes more than 430,000 deaths.1 Direct medical costs related to
smoking total at least $50 billion per year;5 lost productivity adds
another $50 billion.6 Tobacco use is addictive: nearly 70% 
of smokers want to quit smoking, but only 2.5% are able to 
quit permanently each year.7 Most smokers start smoking as
adolescents.8 One in three teenagers who are regular smokers 
will eventually die of smoking-related causes.9

Other tobacco products also have serious health consequences.
Use of smokeless tobacco is associated with leukoplakia and oral
cancer.10,11 There is also strong evidence of causal relationships
between regular cigar use and cancers of the lungs, larynx, oral
cavity, and esophagus.12 These consequences are of particular
concern because in 1999, 15.3% of U.S. high school students
smoked cigars and 6.6% used smokeless tobacco.13

The risks of tobacco use extend beyond the actual users.
Nearly 9 of 10 nonsmoking Americans have been exposed to
environmental tobacco smoke (ETS).14 Exposure to ETS increases
nonsmokers’ risk for lung cancer and heart disease.15 Among
children, ETS is also associated with serious respiratory
problems, including asthma, pneumonia, and bronchitis.15,16

In addition, scientific evidence now links ETS with sudden 
infant death syndrome (SIDS) and low birth weight.15

How to prevent and control tobacco use
Data from California, Massachusetts, Oregon, Arizona, and a
growing number of other states have shown that implementing
comprehensive tobacco control programs produces substantial
reductions in tobacco use. Comprehensive tobacco control
programs seek ultimately to reduce disease, disability, and death
related to tobacco use by fulfilling the four CDC program goals:

■ Preventing the initiation of tobacco use among young people.

■ Promoting quitting among young people and adults.

5
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■ Eliminating nonsmokers’ exposure to environmental tobacco
smoke (ETS).

■ Identifying and eliminating the disparities related to tobacco
use and its effects among different population groups.

To achieve these goals, CDC recommends that states establish
tobacco control programs that are comprehensive, sustainable,
and accountable. On the basis of its analyses of comprehensive
state tobacco control programs, CDC has identified a number 
of “best practices” to prevent and control tobacco use.2 Best
Practices for Comprehensive Tobacco Control Programs2 is a 
guide to help states plan and budget for comprehensive tobacco 
control programs. Best Practices provides a justification 
for each program element, budget estimates for successful
implementation, core resources to assist implementation,
and references to scientific literature.

As outlined in Best Practices, a comprehensive tobacco control
program must include surveillance and evaluation to ensure that
tobacco control programs are achieving their goals.4,17

What is program evaluation?
Program evaluation is “the systematic collection of information
about the activities, characteristics, and outcomes of programs 
to make judgments about the program, improve program
effectiveness, and/or inform decisions about future program
development.”18 Program evaluation does not occur in a vacuum
and is influenced by real-world constraints. Evaluation should 
be practical and feasible and must be conducted within the
confines of resources, time, and political context. Moreover,
evaluation should serve a useful purpose, be conducted in an
ethical manner, and produce accurate findings. Evaluation
findings should be used to make decisions about program
implementation and to improve program effectiveness.

These are some of the questions program evaluation can answer:
Is your program making a difference? Is your program effective
in reducing tobacco consumption? Can your program be
improved? What exactly is your program achieving? Is your
program accomplishing what it was intended to accomplish? 
Was your program implemented as planned? Are you using
resources efficiently and effectively? Is your program’s
performance on par with established standards?

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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The difference between research and 
program evaluation

Perhaps the greatest misunderstanding about program evaluation
is that it must follow an academic research model. Academic
research focuses primarily on testing hypotheses. A key purpose
of practical program evaluation is to improve practice. We tend
to think of research as requiring a controlled environment or
control groups. In tobacco prevention and control, this is seldom
realistic. Table 1 shows the principles that distinguish research
(conducted, for example, to find the cause of a disease) and
evaluation (conducted, for example, to find whether a particular
intervention works or whether the program is reaching its
intended audience).

Introduction
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Table 1. Distinguishing Principles of Research and Program Evaluation

Concept

Planning Scientific method
■ State hypothesis.
■ Collect data.
■ Analyze data.
■ Draw conclusions.

Framework for program evaluation
■ Engage stakeholders.
■ Describe the program.
■ Focus the evaluation design.
■ Gather credible evidence.
■ Justify conclusions.
■ Ensure use and share lessons learned.

Decision Making Investigator-controlled
■ Authoritative.

Stakeholder-controlled
■ Collaborative.

Standards Validity
■ Internal (accuracy, precision).
■ External (generalizability).

Repeatability program evaluation standards
■ Utility.
■ Feasibility.
■ Propriety.
■ Accuracy.

Questions Facts
■ Descriptions.
■ Associations.
■ Effects.

Design Isolate changes and control circumstances
■ Narrow experimental influences.
■ Ensure stability over time.
■ Minimize context dependence.
■ Treat contextual factors as confounding 

(e.g., randomization, adjustment, statistical control).
■ Comparison groups are a necessity.

Incorporate changes and account for circumstances
■ Expand to see all domains of influence.
■ Encourage flexibility and improvement.
■ Maximize context sensitivity.
■ Treat contextual factors as essential information (e.g., system

diagrams, logic models, hierarchical or ecological modeling).
■ Comparison groups are optional (and sometimes harmful).

Data Collection Sources
■ Limited number (accuracy preferred).
■ Sampling strategies are critical.
■ Concern for protecting human subjects.

Indicators/Measures
■ Quantitative.
■ Qualitative.

Sources
■ Multiple (triangulation preferred).
■ Sampling strategies are critical.
■ Concern for protecting human subjects, organizations, and

communities.

Indicators/Measures
■ Mixed methods (qualitative, quantitative, and integrated).

Program Evaluation PrinciplesResearch Principles

Values
■ Merit (i.e., quality).
■ Worth (i.e., value).
■ Significance (i.e., importance).

Table 1



What is surveillance?
Surveillance is the continuous monitoring or routine collection 
of data on various factors (e.g., behaviors, attitudes, deaths) over
a regular interval of time. Surveillance systems have existing
resources and infrastructure. Although data gathered by
surveillance systems can be useful for evaluation, they serve 
other purposes besides evaluation. Some surveillance systems
(e.g., Current Population Survey [CPS], and state cancer
registries) have limited flexibility when it comes to adding
questions that a particular program evaluation might like to 
have answered. Additional examples of surveillance systems
include the Behavioral Risk Factor Surveillance System (BRFSS),
Youth Tobacco Survey (YTS), and Youth Risk Behavior Survey
(YRBS).

The relationship between surveillance 
and evaluation
Surveillance and evaluation are terms that are often used together.
However, they are two distinct concepts. It is important to clarify
the purposes of surveillance and evaluation.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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Table 1. Distinguishing Principles of Research and Program Evaluation (continued)

Concept

Analysis &
Synthesis

Timing
■ One-time (at the end).

Scope
■ Focus on specific variables.

Timing
■ Ongoing (formative and summative).

Scope
■ Integrate all data.

Judgments Implicit
■ Attempt to remain value-free.

Explicit
■ Examine agreement on values.
■ State precisely whose values are used.

Conclusions Attribution
■ Establish time sequence.
■ Demonstrate plausible mechanisms.
■ Control for confounding.
■ Replicate findings.

Attribution and contribution
■ Establish time sequence.
■ Demonstrate plausible mechanisms.
■ Account for alternative explanations.
■ Show similar effects in similar contexts.

Uses Disseminate to interested audiences
■ Content and format varies to maximize 

comprehension.

Program Evaluation PrinciplesResearch Principles

Feedback to stakeholders
■ Focus on intended uses by intended users.
■ Build capacity.

Disseminate to interested audiences
■ Content and format varies to maximize comprehension.
■ Emphasis on full disclosure.
■ Requirement for balanced assessment.

Table 1 (continued)



Evaluation provides tailored information to answer specific
questions about a program. Data collection in evaluation is more
flexible than in surveillance and may allow program areas to be
assessed in greater depth. For example, states can use detailed
surveys to evaluate how well a program was implemented and
the impact of a program on participants’ knowledge, attitudes,
and behavior. States can also use qualitative methods (e.g., focus
groups, feedback from program participants, and semistructured
or open-ended interviews with program participants) to gain
insight into the strengths and weaknesses of a particular program
activity.

Surveillance and evaluation can and should be conducted
simultaneously. To assess tobacco-use prevention and control
efforts adequately, states will usually need to supplement
surveillance data with data collected to answer specific evaluation
questions. States can collect data on, for example, knowledge,
attitudes, behaviors, and environmental indicators (e.g., local
legislative information, public opinion/poll data, and data on
community norms). They can also collect program planning 
and implementation information to document and measure the
effectiveness of a program, including its policy and media efforts.

Why evaluate tobacco control programs?
Data gathered during evaluation enable
managers and staff to create the best
possible programs, to learn from mistakes,
to make modifications as needed, to
monitor progress toward program goals,
and to judge the success of the program 
in achieving its short-term, intermediate,
and long-term outcomes. Tobacco-use
prevention and control programs are
designed to promote social and behavioral
change and create an environment that
reinforces nonsmoking behaviors and
supports healthy lifestyles. These changes
will lead to reductions in tobacco use 
and exposure to ETS. Through program
evaluation, we can track these changes and,
with careful evaluation designs, assess the
effectiveness and impact of a particular
program, intervention, or strategy (Box 1).
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Why evaluate tobacco prevention 
and control programs? 

■ To monitor progress toward the program’s goals.

■ To demonstrate that a particular tobacco control
program or activity is effective.

■ To determine whether program components are
producing the desired effects.

■ To permit comparisons among groups, particularly
among populations with disproportionately high
tobacco use and adverse health effects.

■ To justify the need for further funding and support.

■ To learn how to improve programs.

■ To ensure that only effective programs are
maintained and resources are not wasted on
ineffective programs.

Box 1



Recognizing the importance of evaluation in public health
practice and the need for appropriate methods, the World Health
Organization (WHO) established the Working Group on Health
Promotion Evaluation. The Working Group prepared a set of
conclusions and related recommendations to guide policymakers
and practitioners.19 Recommendations immediately relevant to
the evaluation of comprehensive tobacco control programs
include— 

■ Encourage the adoption of participatory approaches to
evaluation that provide meaningful opportunities for
involvement by all of those with a direct interest in initiatives
(programs, policies, and other organized activities).

■ Require that a minimum of 10% of the total financial
resources for a health promotion initiative be allocated 
to evaluation.

■ Support the use of multiple methods to evaluate health
promotion initiatives.

■ Support further research into the development of appropriate
approaches to evaluating health promotion initiatives.

■ Support the establishment of a training and education
infrastructure to develop expertise in the evaluation of
health promotion initiatives.

■ Create and support opportunities for sharing information 
on evaluation methods used in health promotion through
conferences, workshops, networks, and other means.

This manual illustrates how to apply CDC’s Framework for
Program Evaluation in Public Health Practice3 to the field of
tobacco prevention and control. The framework is organized into
the following six steps:

■ Engage stakeholders.

■ Describe the program.

■ Focus the evaluation.

■ Gather credible evidence.

■ Justify conclusions.

■ Ensure use of evaluation findings, and share 
lessons learned.

These six steps must be taken in any evaluation of tobacco
prevention and control efforts. The steps are interdependent 

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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and not necessarily linear. Looking at Figure 1, you can see that
each step builds on the successful completion of earlier steps.
Each step in the framework is also associated with standards 
for “good” evaluation. There are four standards of evaluation 
that will help you design a good and practical evaluation: utility,
feasibility, propriety, and accuracy.20

Utility: Does the evaluation have 
a constructive purpose? Will the
evaluation meet the information
needs of the various stakeholders?
Will the evaluation provide
relevant information in a timely
manner?

Feasibility: Are the planned
evaluation activities realistic? Are
resources used prudently? Is the
evaluation minimally disruptive 
to your program?

Propriety: Is the evaluation ethical?
Does the evaluation protect the
rights of individuals and protect
the welfare of those involved?

Accuracy: Will the evaluation
produce valid and reliable
findings? 

How to select a lead
evaluator and establish
an evaluation team
The evaluation team should include
internal program staff, external
stakeholders, and possibly consultants or contractors with
evaluation expertise. An initial step in the formation of
a team is deciding who will be responsible for planning and
implementing evaluation activities. At least one program staff
person should be selected as the lead evaluator to coordinate
program evaluation efforts on behalf of the health department.
This lead evaluator should be responsible for evaluation
activities, including planning and budgeting for evaluation,
developing program objectives, addressing data-collection 
needs, reporting findings, and working with consultants. The

Introduction
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The CDC framework for program evaluation in public
health practice

Figure 1



lead evaluator is ultimately responsible for engaging stakeholders,
consultants, and other collaborators who bring the skills and
interests needed to plan and conduct the evaluation. Although
this staff person should have the skills necessary to competently
coordinate evaluation activities, if necessary he or she can 
choose to look elsewhere for technical expertise to design and
implement specific evaluation tasks. However, developing in-
house evaluation expertise and capacity is a beneficial goal for
the health department. See Box 2 for a list of the characteristics
of the good evaluator.

Additional evaluation expertise can be found in other programs
within the health department, through external partners (e.g.,
universities, organizations, and companies), from other states’
tobacco control programs, and through technical assistance
offered by CDC. An additional resource for states includes the
CDC’s Prevention Research Centers (PRC) program. The PRC
program is a national network of 24 academic research centers
committed to prevention research and the translation of that
research into programs and policies. The centers work with state
health departments and members of their communities to
develop and evaluate state and local interventions that address
the leading causes of death and disability in the nation. Linking
university researchers, health agencies, community organizations,
and national nonprofit organizations facilitates the translation of
promising research findings into practical, innovative, and
effective programs. Additional information on the PRCs is
available at www.cdc.gov/prc/index.htm.

To supplement the internal evaluation capacity of the health
department, you can also use outside consultants as volunteers,
advisory panel members, or contractors. External consultants 
can provide high levels of evaluation expertise from an objective
point of view. Important factors to consider when selecting
consultants are their level of professional training, experience,
and ability to meet your needs. Overall, it is important to find 
a consultant whose approach to evaluation, background, and
training best fits your program’s evaluation needs and goals 
(Box 2). The Evaluation Contracts Checklist presented in
Appendix D was designed to help evaluators and clients identify
key issues for contracting an evaluation or pieces of an
evaluation. Advance agreements on the scope of the evaluation
and process can mean the difference between an evaluation's
success and failure.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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A prevention research
center in action

■ The West Virginia
University Prevention
Research Center worked
with the American Lung
Association and schools
and communities in West
Virginia and across the
United States to develop
and evaluate a smoking-
cessation program for
teenagers called Not On
Tobacco (N-O-T).



To generate discussion around evaluation
planning and implementation, several
states have formed evaluation advisory
panels. Advisory panels typically generate
input from select local, regional, or
national experts otherwise difficult to
access. The formation of an evaluation
advisory panel will lend additional
credibility to your efforts and prove
useful in cultivating widespread support
for evaluation activities.

In summary, select a lead evaluator who
has experience in conducting the type of
evaluation you need and a history of
evaluating similar programs. In addition,
be sure to check all references carefully
before you enter into a contract with any
consultant. All of the characteristics of
a good evaluator listed are important;
however, given the value of working 
with a team, the evaluator’s ability to
work with a diverse group of stakeholders
warrants highlighting. The lead evaluator
should be willing and able to draw 
on community values, traditions,
and customs and to work with
knowledgeable community members 
in designing and conducting the
evaluation.

The evaluation team members should clearly define their
respective roles. One approach is to develop a written agreement
that describes who will conduct the evaluation and assigns
specific roles and responsibilities to individual team members.
The agreement may either be formal or informal, but it is
necessary to clarify 1) the purpose of the evaluation, 2) the
potential users of the evaluation findings and plans for
dissemination, 3) the way the evaluation will be conducted,
4) the resources available, and 5) protection for human subjects.
The agreement should also include a time line and a budget for
the evaluation.

Introduction
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Characteristics of a good evaluator 

■ Has experience in the type of evaluation needed.

■ Is comfortable with qualitative and quantitative 
data sources and analysis.

■ Is able to work with a wide variety of stakeholders,
including representatives of target populations.

■ Can develop innovative approaches to evaluation
while considering the realities affecting a program
(e.g., a small budget).

■ Incorporates evaluation into all program activities.

■ Understands both the potential benefits and risks of
evaluation.

■ Educates program personnel about designing and
conducting the evaluation.

■ Will give staff the full findings (i.e., will not gloss
over or fail to report certain findings for any reason).

■ Has strong coordination and organization skills.

■ Explains material clearly and patiently.

■ Respects all levels of personnel.

■ Communicates well with key personnel.

■ Exhibits cultural competency.

■ Delivers reports and protocols on time.

Box 2





The first step in program evaluation is to engage the
stakeholders. Stakeholders are people or organizations who 
are invested in the program, are interested in the results of the
evaluation, and have a stake in what will be done with the
results of the evaluation. Their needs and interests should 
be represented throughout the program planning and 
evaluation process.

The stakeholders in tobacco-
use prevention and control
There are three major groups of stakeholders integral to
program evaluation:3

■ Those served or affected by the program, such as patients 
or clients, advocacy groups, community members, and
elected officials.

■ Those involved in program operations, such as management,
program staff, partners, the funding agency or agencies,
and coalition members.

■ Primary intended users of the evaluation findings—those 
in a position to make decisions about the program, such 
as partners, the funding agency, coalition members and 
the general public or taxpayers.

If you have been working in tobacco-use prevention and 
control for a while, you may feel that you already know your
stakeholders. However, it is always a good idea to check your
assumptions by asking a diverse group of people whom they 
see as important stakeholders. An inclusive and participatory
approach to evaluation includes tapping the unique knowledge
of lay people and nonprofessionals from the beginning. In
addition, involving a diverse group of stakeholders helps to
ground the evaluation in practical reality and better ensures 
that the information gained through the evaluation benefits 
all participants.19
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Possible stakeholders in tobacco prevention and
control programs
■ Program managers and staff.

■ Local, state, and regional coalitions interested in reducing
tobacco use.

■ Local grantees of tobacco-related funds.

■ Local and national partners, such as the American Cancer
Society, the Smokeless States Project, the American Lung
Association, the American Heart Association, the Centers 
for Disease Control and Prevention, the American Legacy
Foundation, the Substance Abuse and Mental Health Services
Administration, and the Robert Wood Johnson Foundation.

■ Funding agencies, such as national and state governments.

■ State or local health departments and health commissioners.

■ State education agencies, schools, and educational groups.

■ Universities and educational institutions.

■ Local government, state legislators, and state governors.

■ Privately owned businesses and business associations.

■ Health care systems and the medical community.

■ Religious organizations.

■ Community organizations.

■ Private citizens.

■ Program critics.

■ State agencies, such as the state department of education 
and Medicaid.

■ Representatives of populations disproportionately affected 
by tobacco use.

■ Law enforcement representatives.

Why stakeholders are important 
to an evaluation
Stakeholders are important to program evaluation for several
reasons. Considering the perspectives and interests of your
various stakeholders will increase the likelihood that your
evaluation findings will be accepted and used. Tobacco
prevention and control programs rely heavily on partnerships.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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A participatory
approach to evaluation...

■ Reduces suspicion and fear.

■ Increases awareness and
commitment.

■ Allows for differing 
perspectives.

■ Integrates the knowledge 
and experiences of diverse
stakeholders.

■ Increases the likelihood
that evaluation findings
will be used.

■ Acknowledges the unique
situations of communities.



Understanding the value systems of your major partners helps
maintain these relationships and ensures a useful evaluation.
Involving diverse stakeholders will also deepen your
understanding of the social and political contexts in 
which various components of the program operate.

Social and political contexts will likely have implications for 
the program and the evaluation. Stakeholders bring their own
expertise to the table, and involving them in the evaluation
process will give you access to a broad range of knowledge, from
statistical methods to cultural understandings of tobacco use 
in a specific population. Stakeholders are much more likely to
support the evaluation and act on the evaluation results and
recommendations if they are involved in the evaluation process.
The presence of stakeholders may also lend credibility to your
evaluation. Without stakeholder support, your evaluation may
be ignored, criticized, resisted, or even sabotaged.

The role of stakeholders in an evaluation
Stakeholders can be involved in the evaluation at various levels.
For example, you may want to include coalition members in an
evaluation team and engage them in question development,
data collection, and analysis. Or, consider ways to assess your
partners’ needs and interests in the evaluation, and develop
means of keeping them informed of the evaluation’s progress
and of integrating their ideas into evaluation activities. At a
minimum, ensure that the larger network of stakeholders has
the opportunity to provide input into designing evaluation
questions and is kept informed of the progress of the evaluation.
Again, stakeholders are more likely to support the evaluation
and act on results and recommendations if they are involved 
in the evaluation process.

In addition, it can be beneficial to engage your program’s 
critics in the evaluation. In some cases, these critics can help 
you identify issues around program strategies and evaluation
information that could be attacked or discredited, thus helping
you strengthen the evaluation process. This information might
also help you and others understand the opposition’s rationale
and could help you engage potential agents of change within 
the opposition. However, use caution when interacting with the
tobacco industry. It is important to understand the motives of
the opposition before engaging them in any meaningful way.

1. Engage Stakeholders
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Working with
stakeholders

■ Stakeholders should 
be consulted and, if
appropriate, involved
directly, throughout 
the evaluation process,
within time and 
resource limitations.

■ Stakeholders’ interests,
expectations, priorities,
and commitment to
involvement should be
assessed at the outset 
of the evaluation.

■ Communication between
stakeholders should be
honest and open.

■ Evaluation should be
sensitive to the social 
and cultural environment 
of the program and its
stakeholders.



Engaging diverse stakeholders in the evaluation process is 
the first step toward a participatory approach to evaluation.
A participatory evaluation combines systematic inquiry with 
the collaboration of diverse stakeholders to meet specific needs
and to contend with broad issues of equity and justice.

The Study of Participatory Research in Health Promotion,
commissioned by the Royal Society of Canada, attempted to
clarify what is meant by a participatory process by providing a
working definition and a set of guidelines for use by evaluators
and by funding agencies when appraising projects purporting 
to be participatory.22 The guidelines emphasize how the normal
ways of conducting health research in populations need to 
adapt to meet the educational, capacity building, and policy
expectations of more participatory approaches. Some of the
same challenges apply to program evaluation.
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✔ Checklist for engaging stakeholders
■ Identify stakeholders.

■ Identify stakeholder role(s) in evaluation planning
and implementation.

■ Review the list of stakeholders to ensure all
appropriate stakeholders are included.

■ Represent individual stakeholders and stakeholder
organizations.

■ Understand and respect stakeholders’ values.

■ Create a plan for stakeholder involvement.

■ Identify areas for stakeholder input.

■ Bring stakeholders together as needed.

■ Target key stakeholders for regular participation.

■ Ask stakeholders to suggest evaluation questions.



Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval

2. CDC Prevention Research Centers
www.cdc.gov/prc/index.htm

3. Health Promotion Evaluation: Recommendations to Policy-
Makers: Report of the WHO European Working Group on
Health Promotion Evaluation. Copenhagen, Denmark: World
Health Organization, Regional Office for Europe; 1998.
www.who.dk/document/e60706.pdf

4. Green LW, Lewis FM. Measurement and Evaluation in Health
Education and Health Promotion. Palo Alto, CA: Mayfield
Publishing Company; 1986.

5. Study of Participatory Research in Health Promotion: Review
and Recommendations for the Development of Participatory
Research in Health Promotion in Canada. Ottawa, Ontario,
Canada: Royal Society of Canada; 1995.

6. George MA, Daniel M, Green LW. Appraising and 
Funding Participatory Research in Health Promotion.
The International Quarterly of Community Health
Education, Volume: 18 Issue: 2

7. California Tobacco Control Update, August 2000
www.dhs.cahwnet.gov/tobacco/html/publications.htm

8. Delivering Results: Saving Lives and Saving Dollars
Tobacco Prevention and Education in Oregon
www.ohd.hr.state.or.us/tobacco/arpt2000/welcome.htm
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The resources listed here include links to some
nongovernmental organizations’ Web sites. These sites are
provided solely as examples. Links do not constitute an
endorsement of these organizations’ materials or programs
by CDC or the federal government. CDC is not responsible
for the content of any individual organization’s Web pages
found at these links.





Another early step in evaluation is to develop a clear 
and succinct description of your program that will clarify the
program’s purpose, activities, and capacity to decrease tobacco
use and improve health. This description is necessary for two
reasons:

■ To ensure that the stakeholders share the same level of
understanding about the program’s components,
implementation, and intended effects.

■ To foster strategic thinking about the program.

In many cases, the process of negotiating with stakeholders to
formulate a concise program description will produce benefits
long before data are available to measure program
effectiveness.18

Once you have appropriate stakeholders at the table, you 
need to make sure that they all have the same knowledge and
information about the program and that they view the program
from a shared frame of reference. To do so, you will need to
describe the program’s components and its possible effects
clearly. This program description should include the need for
the program, its expected effects, the proposed activities of the
program, the resources available to conduct the program, the
program’s stage of development, the social and political context
in which the program will be implemented, and a working 
logic model. (Logic models are discussed in detail beginning 
on page 30.)

To create change effectively, you need to have clearly linked
goals, objectives, and strategies. By looking at your program 
in this manner you can determine whether an action or event
has the potential to cause the desired effect. Doing so may 
also enable you to identify gaps or missing links between 
your program’s actions and its desired effects.
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The need for the program 
The description of the need for your program should explain
the health problem addressed by the program. In it, you should
answer the following questions:

■ What is the health problem and its consequences for the 
state or community?

■ What is the size of the problem overall and in various
segments of the population?

■ What are the determinants of the health problem?

■ Who are the target groups?

■ What changes or trends are occurring?

The description of the need for your program should include an
analysis of the magnitude of tobacco use and related morbidity
and mortality in various segments of the population in your
state. Do not overlook the economic burden of tobacco use 
in your state. Analyses of the estimated costs associated with
tobacco-related morbidity and mortality will further clarify 
the need for your program. Smoking Attributable Morbidity,
Mortality, & Economic Costs (SAMMEC) software version 3.0
can be used to calculate deaths, years of potential life lost, direct
health care costs, indirect mortality costs, and disability costs
associated with cigarette smoking. SAMMEC is designed to
calculate the health and economic burden of disease from
tobacco use at the national and state levels for adults 35 
years or older. (Additional information on SAMMEC is in
Appendix A.)

Ideally, you should use state or regional data in combination
with national data to justify the need for a comprehensive
tobacco-use prevention and control program. It is important 
to identify tobacco-related health disparities among specific
population segments or communities when discussing the need
for your program. This is a first step in reaching populations
disproportionately impacted by tobacco-related morbidity 
and mortality.

In accordance with Healthy People 2010,4 disparities include 
but are not limited to differences that occur by gender, race or
ethnicity, education or income, sexual orientation, geography,
or disability status. Identifying and eliminating the disparities
related to tobacco use and its effects among different population
groups is the fourth goal of the CDC’s National Tobacco
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Control Program (NTCP). This goal is unique in that it is both
an independent objective and an overarching priority within 
the other three NTCP goals. For example, a key goal of a state
program may be to decrease exposure to ETS. Upon closer
examination, the state may find that a particular subgroup 
or community has a significantly higher prevalence of ETS
exposure than the general population. Once this has been
established, the state could address the tobacco-related 
health disparities of this particular subgroup by ensuring 
the development and implementation of targeted interventions.

To assist you in identifying disparate populations in your state,
CDC is in the process of compiling supporting information for
the fourth goal. These materials include a logic model, sample
objectives, indicators, and potential data sources. The section 
to follow provides a starting point for the identification of
disparate populations in your state. Additional materials will 
be disseminated by CDC, as available.

Identifying high-risk and historically underserved populations
will help program managers, staff, and stakeholders in focusing
interventions when state data specific to the health status of
diverse communities are not complete. This process requires a
working knowledge of the make-up of your state population.

The State Data Center (SDC) Program is one of the Census
Bureau’s longest and most successful partnerships. It is a
cooperative program between the states and the Census Bureau
that was created in 1978 to make data available locally to the
public through a network of state agencies, universities, libraries,
and regional and local governments. The program’s mission is to
provide easy and efficient access to U.S. Census Bureau data and
information through a wide network of lead, coordinating, and
affiliate agencies in each state, the District of Columbia, and the
outlying areas of American Samoa, Guam, Northern Mariana
Islands, Puerto Rico, and the Virgin Islands.

The SDCs are official sources of demographic, economic,
and social statistics produced by the Census Bureau. The SDCs
make these data accessible to state, regional, local, and tribal
governments and to nongovernmental data users at no charge 
or on a cost-recovery or reimbursable basis, as appropriate. The
SDCs also provide training and technical assistance in accessing
and using Census Bureau data for research, administration,
planning, and decision making by local governments, the
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business community, and other interested data users. Additional
information, including contact information for your state, is
available at www.census.gov/sdc/www.

Program managers, staff, and stakeholders are also encouraged
to consider available national and state data addressing the
health status of specific groups. For example, indicators of
tobacco-related disparities include, but are not limited to,
prevalence, access to effective and appropriate cessation
programs, issues of addiction and relapse, morbidity,
mortality, current policies (e.g., policies related to exposure 
to ETS, youth access, health insurance), and tobacco industry
marketing (e.g., targeted advertising and promotions).
Other indicators are capacity and infrastructure (e.g.,
availability of researchers or research data; the availability of
appropriate and effective programs, community leadership,
organizations, and networks). Sources of data for these
indicators include, but are not limited to, national and state
surveys, regional or community surveys, case studies, expert
panels, and stakeholder panels. The identification of disparate
populations is a collaborative process and should involve a
diverse group of stakeholders.

Goals and objectives
You should also describe the goals and objectives of your
program. To be considered successful, what does your program
need to accomplish? The answer to this question depends on
what is realistic and achievable given your resources and the
maturity and comprehensiveness of the program. Clearly
defined objectives are critical to program evaluation because
they identify the targets by which you will measure your
program’s progress.

A goal expresses the overall mission or purpose of a program.
The goals of a program will guide its development. In tobacco
prevention and control, the overarching purpose is to reduce
tobacco-related morbidity and mortality. As previously noted,
comprehensive tobacco control programs seek to reduce disease,
disability, and death related to tobacco use by fulfilling the four
CDC program goals:

■ Preventing the initiation of tobacco use among young people.

■ Promoting quitting among young people and adults.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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■ Eliminating nonsmokers’ exposure to environmental tobacco
smoke (ETS).

■ Identifying and eliminating the disparities related to tobacco
use and its effects among different population groups.

Objectives are statements describing the results to be achieved
and the manner in which these results will be achieved. In
tobacco control, program objectives should be conceptually
linked at the national, state, and local levels. In other words,
objectives at the local level should not be selected in isolation,
but should be logical extensions of national and state objectives.

The specific objectives outlined in Healthy People 2010 4 are 
a starting point for tobacco control efforts. CDC encourages
NTCP partners to use the objectives outlined in Healthy 
People 2010 as an initial guide for focusing state activities.
The complete list and a discussion of Healthy People 2010
tobacco objectives are available online at www.health.gov/
healthypeople.

Good objectives are specific and measurable. Well-written and
clearly defined objectives are important because they–

■ Set program priorities.

■ Aid in monitoring progress toward achieving goals.

■ Set targets for accountability.

A well-written and clearly defined objective is SMART: Specific,
Measurable, Achievable and Ambitious, Relevant, and Time
bound.

Specific: It identifies a specific event or 
action that will take place.

Measurable: It quantifies the amount of change 
to be achieved.

Achievable It is realistic given available resources and
and Ambitious: plans for implementation, yet challenging

enough to accelerate program efforts.

Relevant: It is logical and relates to the program’s goals.

Time-bound: It specifies a time by which the objective 
will be achieved.

2. Describe the Program
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Here is an example of a SMART objective:

In state X, increase the percentage of adult nonsmokers who
report they have not been exposed to cigarette smoke in the
prior 7 days from 40% in 2001 to 50% in 2010.

■ The objective is specific because it identifies a defined event:
adult nonsmokers will not be exposed to cigarette smoke.

■ The objective is measurable because it specifies a baseline
value and the quantity of change the intervention is designed
to achieve: from 40% to 50%. It would be worthwhile to note
whether there is already a data source for the objective.

■ The objective is achievable because it is realistic given the 
10-year time frame and ambitious because achieving the 
goal would be a significant accomplishment.

■ The objective is relevant because it relates to the elimination
of exposure to ETS.

■ The objective is time-bound because it provides a specified
time by which the objective will be achieved (from 2001 
to 2010).

There are two general types of objectives: process and outcome.
Process objectives describe program activities. They specify
actions to be taken and are useful in measuring program
implementation. Outcome objectives are the intended results 
of program activities. They quantify anticipated program effects
by specifying “the amount of change expected for a given health
problem/condition for a specified population within a given
time frame.”23 Outcome objectives are often divided into short-
term, intermediate, and long-term objectives. They generally
state “who will achieve how much of which outcome by when.”
“Who” is typically stated as a population; “how much” as a
percentage or target amount; and “by when” as a month, or
year(s), or period after the program begins.24,25,26

Objectives must logically link to each other. For one long-
term outcome objective, there may be several intermediate
outcome objectives. Similarly, there may be a number of process
objectives for each short-term outcome objective. Below are
examples of outcome and process objectives specific to the goal
of eliminating exposure to ETS. These examples assume that
baseline data collected to identify tobacco-related disparities
among population groups indicated that African American
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adults and children were disproportionately burdened by
tobacco-related morbidity and mortality. Complete sets of
example objectives for two goal areas—preventing the initiation 
of tobacco use among young people and promoting smoking
cessation amoung young people and adults—can be found in
Appendices B and C.

Program goal

Eliminate exposure to environmental tobacco smoke in state A.

Sample long-term objectives for eliminating exposure
to ETS
■ Decrease the percentage of adult nonsmoking African

Americans exposed to ETS at work from X% 
in 2002 to Y% in 2007.

■ Increase the percentage of African Americans younger than
age 18 who, during the previous 7 days, have not been in the
same room with someone who was smoking from X% in
2002 to Y% in 2007.

Sample intermediate objectives
■ Increase the percentage of African American adults who are

employed at work sites with a formal policy that prohibits
smoking at the workplace from X% in 2002 to Y% in 2005.

■ Increase the percentage of African American homes that have
household smoking bans from X% in 2002 to Y% in 2005.

■ Increase the percentage of African American adults who
report asking someone not to smoke around them in order 
to avoid exposure to their tobacco smoke from X% in 2002 
to Y% in 2005.

Sample short-term objectives
■ Increase the percentage of adults who believe that breathing

secondhand smoke is harmful to them from X % in 2002 to 
Y % in 2003.

■ Increase the percentage of adults who believe smoking should
not be allowed in workplaces from X % in 2002 to Y % in
2003.

■ Increase the percentage of adults who believe that breathing
secondhand smoke is harmful to children from X % in 2002
to Y % in 2003.
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Sample process objectives
■ By March 2002, design a media campaign about the health

effects of ETS and the importance of smoke-free homes and
automobiles, with tailored messages for African American
families.

■ By April 2002, negotiate placement of at least two billboards
on the harmful effects of ETS in each of the eight major
African American communities in the state.

■ By August 2002, publish at least three antitobacco newspaper
articles on ETS in at least two community newspapers in the
state.

■ By May 2002, develop model voluntary smoke-free policies
tailored to work sites with African American employees.

■ By July 2002, distribute sample voluntary smoke-free policies
to at least 50 % of work sites in communities with African
American populations of more than 5,000.

SMART objectives should be rooted in well-planned program
activities. Like program objectives, program activities should 
be linked at the local, state, and national levels to maximize 
their effect.

Program activities
Program activities describe what the
program is actually doing to affect
the health problem. For example,
possible tobacco control activities to
reduce youth smoking rates might
include counter-marketing, retailer
enforcement, and school-based
prevention programs. It is important
to describe the different activities,
determine how they relate to each
other and to the program’s goals,
and identify the different steps or
actions expected to occur. Program
activities are often specified in a
series of process objectives.

States often describe their tobacco
control efforts using a program framework. A program
framework such as the National Tobacco Control Program
(NTCP) Matrix (Figure 2) clearly outlines program components
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and links them to evidence-based strategies and goals.
The NTCP Matrix can apply to planning and implementing
state and local activities. Regardless of which goal you are
focusing on, surveillance and evaluation is a necessary
component.

States may choose to organize their programs according to
funding categories for budget-planning purposes. CDC’s Best
Practices for Comprehensive Tobacco Control Programs describes
nine components of comprehensive tobacco control programs.2

You may want to consider these when describing your program:

■ Community programs to reduce tobacco use.

■ Chronic disease programs to reduce the burden of tobacco-
related diseases.

■ School programs to prevent or delay the onset of smoking
during the school year.

■ Enforcement of tobacco control policies to enhance their
efficacy.

■ Statewide programs to increase the capacity of local programs
and expand their reach.

■ Counter-marketing efforts to counter pro-tobacco influences
and increase pro-health messages and influences.

■ Cessation programs to assist youth and adult smokers to quit.

■ Surveillance and evaluation activities to monitor and
document implementation and achievement for stakeholders.

■ Administration and management to facilitate collaboration
and coordination among public health program managers,
policymakers, and other state agencies.

In many instances, program components highlighted in the
NTCP Matrix and Best Practices overlap. It is worthwhile to
consider both approaches prior to describing program activities.

Program resources
Resources necessary to conduct a tobacco control program
include money, staff, time, materials, and equipment. Program
evaluation activities often include accountability for resources to
funding agencies and stakeholders. Therefore, you should clearly
identify the resources you need to administer the program.

2. Describe the Program

29



Stage of development
Stage of development describes the maturity of a program. The
stage of your program’s development will influence the type of
evaluation you want to do and the outcomes you will measure.
The CDC evaluation framework recognizes at least three stages
of program development: planning, implementation, and
effects.

Program context
Program context refers to the environment in which a program
exists. Because external factors can influence your tobacco
control program, you should be aware of and understand them.
Factors that can influence program context include politics,
funding, interagency support, competing organizations,
competing interests, social and environmental conditions,
and history of leadership (of the program, agency, and past
collaborations). In tobacco prevention and control, program
context includes the influences of the tobacco industry, such 
as the price of tobacco products, taxes, advertising and
promotions, political contributions, and the state of the tobacco
economy. Also included are tobacco-related lawsuits, the level 
of enforcement of tobacco-related laws, and even the amount 
of publicity surrounding violations or penalties.

Logic models
Logic models link
program inputs (i.e.,
resources) and activities
to program outcomes
(Figure 3). Logic models
are tools that can be
used to 1) identify 
the short-term,
intermediate, and 
long-term outcomes for
your program; 2) link
those outcomes to each
other and to program
activities; 3) select
indicators to measure,
depending on the stage
of your program’s development; and 4) explain to decision
makers why it may take time before you are able to demonstrate
long-term outcomes associated with your program.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs
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Inputs are the various resources that go into a program. Inputs
for a tobacco control program include— 

■ Direct and in-kind funding.

■ Staffing.

■ Partner organizations.

■ Equipment.

■ Materials.

Activities are the actual events that take place as part of the
program. The following are examples of the activities of a
tobacco control program targeting a Latino population:

■ Develop a media plan to educate and inform the selected
Latino population about the dangers of ETS.

■ Assess the cultural appropriateness of the media campaign.

■ Fund and establish 15 local and 17 regional coalitions to 
work on ETS issues.

■ Conduct a media campaign targeting the Latino population.

■ Develop coalitions that work with schools and day care
centers to educate children and young people about the
hazardous health effects of ETS exposure.

■ Develop coalitions to encourage restaurant owners to adopt
smoke-free policies.

Outputs are the direct products of program activities. The
following are some examples:

■ A written plan for media campaigns tailored to specific
populations.

■ The number of smokers enrolled in cessation courses.

■ The number of ETS posters placed in stores and buses.

■ The number of young people signed up to join advocacy
groups.

Outcomes are the intended effects of the program.

Short-term outcomes are the immediate effects of a program
and often focus on the knowledge, attitudes, and skills gained by
a target audience. The following are some examples:

■ Increased public exposure to information about the dangers
of ETS and the purpose of smoking bans.
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Other names for 
a logic model

■ Theory of change.

■ Model of change.

■ Theoretical underpinning.

■ Causal chain.

■ Weight-of-evidence model.

■ Roadmap.

■ Conceptual map.

■ Blueprint.

■ Rationale.

■ Program theory.

■ Program hypothesis.



■ Increased knowledge among school and day care center
personnel about the health effects of ETS exposure on
children and young people.

■ A more positive attitude toward smoke-free policies among
business owners.

■ Increased understanding by parents about the effects of ETS
in the home.

Intermediate outcomes include behavior change, normative
change, and changes in policies. The following are some
examples:

■ Adoption of clean indoor air policies.

■ Institution of voluntary bans on smoking in schools and 
day care centers, restaurants, and work places.

■ An increase in the percentage of adults (with children in the
home) who implement household smoking restrictions.

Long-term outcomes take years to achieve. The following are
some examples:

■ Decreases in the prevalence of tobacco use.

■ Reduced exposure to ETS.

■ Decreased tobacco-related morbidity and mortality among
targeted populations.

■ Reduced overall tobacco-related morbidity and mortality.

How to link the program components
When drafting a logic model, first determine your goal, then

assess program inputs (resources) and decide on activities. Once
you have selected your program’s activities, ask “If we do this,
then what will happen?” For example,

■ If we develop a Request For Applications (RFA) to fund
coalitions to address a targeted population’s exposure to 
ETS, then we can establish coalitions.

■ If we establish the coalitions, then they will implement a
tobacco prevention program to address targeted populations’
exposure to ETS.

■ If the coalitions implement ETS prevention counter-
marketing programs that target specific populations, then
these populations will be exposed to messages explaining 
the health hazards of ETS.
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Logic model
components

■ Inputs: Resources that go 
into the program.

■ Activities: Actual events 
or actions that take place.

■ Outputs: Direct products 
of program activities, often
measured in terms of the
amount of work
accomplished (e.g., the
number of clients served
or sessions held).

■ Outcomes: Impact of the
program; the sequence of
effects triggered by the
program, often expressed 
in terms of short-term,
intermediate, and long-
term outcomes.

■ Goal: Overall mission or
purpose of the program.



■ If targeted populations are exposed to information about the
health hazards of ETS, then at least some of that population
will believe ETS is harmful to themselves and to children.

■ If targeted populations believe ETS is harmful, then they 
may be motivated to change their smoking behaviors.

■ If targeted populations are motivated to change their
smoking behaviors, then they may change their smoking
behaviors and support bans on smoking.

■ If targeted populations change their smoking behaviors and
support bans on smoking, then they will be exposed to less
ETS.

■ If targeted populations are exposed to less ETS, then they will
have less morbidity and mortality attributable to tobacco use.

After you have decided on the various components of your logic
model, arrange them in a logical order, starting at the left-hand
side and moving to the right (Figure 3). Examine the model
carefully. Does each step logically relate to the other? Are there
missing steps that disrupt the logic of the model? Once the
model is implemented, can you use it to assess whether your
program is doing what it needs to do to implement change? 
It is important to remember that logic models change over 
time with improvements to the program, shifting resources,
and innovations in the science of tobacco-use prevention 
and control.

Logic models can be broad or specific. They can be linked to
one another to express how programs connect at the national,
state, and local levels. In addition, you could prepare a set of
logic models to represent diverse aspects of the program: an
overall state program, multi-strategy efforts to address one of
the four goal areas, or a specific program strategy within a goal
area such as a media campaign to promote smoke-free homes.
Figures 4 and 5 are two examples of logic models representing
different levels of detail. The logic model in Figure 4 is general
and depicts the logic underlying the NTCP. Figure 5 is specific 
to eliminating exposure to ETS. Logic models for the other goal
areas are in Appendices B and C.

In summary, drafting logic models can be challenging but
worthwhile. Logic models can help you determine whether your
program activities logically lead to the desired outcome. A visual
description of the program helps ensure that all the stakeholders
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understand the program’s purpose, the resources it will need, the
activities it will conduct, and its capacity to effect change. Logic
models are useful starting places for forming questions to be
answered through the evaluation. Finally, collaborating with
stakeholders to create logic models is an effective way to engage
them in the evaluation and to generate support for your
program.
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Logic model for eliminating exposure to environmental tobacco smoke
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✔ Checklist for describing the program
■ Document the need for the program.

■ Document program resources.

■ Note the program’s stage of development.

■ Explain the program context.

■ List and describe program activities.

■ State program goals and objectives.

■ Prepare a logic model.
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Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval

2. U.S. Census Bureau State Data Center Program
www.census.gov/sdc/www

3. Healthy People 2010
www.health.gov/healthypeople
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Now that you and your stakeholders have a clear
understanding of your program, your evaluation team will need
to focus the evaluation. The evaluation team must decide the
purpose of the evaluation and the questions it wants answered.
A typical approach to evaluation in public health is to design
data-collection systems that monitor progress toward meeting 
a program’s process and outcome objectives. Initially, you may
not be able to collect baseline data and track progress toward 
all of your objectives. However, it is important to remember 
that baseline data are valuable for planning and evaluation 
and should be collected if possible. Rather than trying to 
answer every question that various stakeholders may pose,
the evaluation team should focus on those it determines to 
be the most important questions about your program.
A focused evaluation requires “advance planning about 
where the evaluation is headed and what steps will be taken 
to get there.”3

Having a focused evaluation makes it easier to conduct a quality
evaluation. The design should outline which questions you are
investigating, the process you will follow, what will be measured,
what methods will be used, who will perform each activity
(including analysis and interpretation), what you will do with
the information once it is collected, and how the results will be
disseminated.

Process evaluation
Process evaluations are used to document how well a program
has been implemented; they are conducted periodically
throughout the duration of a program. This type of evaluation
is used to examine the operations of a program, including which
activities are taking place, who is conducting the activities, and
who is reached through the activities. Process evaluations assess
whether inputs or resources have been allocated or mobilized
and whether activities are being implemented as planned. They
identify program strengths, weaknesses, and areas that need
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improvement. Following are examples of the type of tangible
program indicators measured by process evaluation:

■ The locale where services or programs are provided 
(e.g., rural, urban).

■ The number of people receiving services.

■ The economic status and racial/ethnic background of
people receiving services.

■ The quality of services.

■ The actual events that occur while the services are delivered.

■ The amount of money the project is using.

■ The direct and in-kind funding for services.

■ The staffing for services or programs.

■ The number of activities and meetings.

■ The number of training sessions conducted.

A process evaluation of a counter-marketing campaign to reduce
the number of young people who start smoking might answer
questions such as these:

■ Has a workgroup been formed and is it meeting regularly? 

■ Are any key individuals or organizations missing from the
workgroup?

■ Was the counter-marketing campaign designed on schedule?

■ Have the campaign products (posters, billboard, radio and
television spots) been pretested?

■ Are project activities being implemented on schedule?

■ What barriers have been encountered?

■ Who is the campaign’s target audience and how well are they
being reached?

■ How many advertisements are actually running? When and
where?

■ Where are the posters/billboards located?

■ What is the estimated number of people who see or hear the
advertisements?

■ How might the action plan be improved on the basis of
evaluation findings?
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Process evaluations can also assess issues related to program
services. For example, they can determine the—

■ Availability and use of tobacco-use treatment services.

■ Implementation of smoking prevention programs in schools
and the community.

■ Accessibility of resource centers and materials.

■ Amount of technical support and training provided to
grantees or staff.

■ Amount of technical support and training needed by grantees
or staff.

■ Number of calls to a quitline.

■ Use of the quitline by various racial/ethnic groups.

■ Extent of insurance coverage for tobacco-use treatment.

■ Percentage of primary care physicians who give advice and
assistance on quitting.

■ Number of health care systems that have implemented
tobacco-use reminder systems.

■ Use of Food and Drug Administration (FDA)-approved
medications by Medicaid recipients.

These are straightforward questions; monitoring them
throughout the duration of your program ensures that 
the project is implemented as planned and is reaching the
intended audience.

Outcome evaluation
Outcome evaluations are used to assess the impact of a 
program on the stated short-term, intermediate, and long-term
objectives. This type of evaluation assesses what has occurred
because of the program and whether the program has achieved
its outcome objectives. Outcome evaluations should be
conducted only when the program is mature enough to 
produce the intended outcome.

Outcome evaluations can measure the following:

■ Changes in people’s attitude toward, and beliefs about,
tobacco, their awareness of and support for your program,
and their perception of how well tobacco-related policy is
being enforced.
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■ Changes in intended and actual tobacco-related behaviors.

■ Changes in the environment, such as changes in public and
private policies, in formal and informal enforcement of
minors’ access and nonsmoking regulations, and in the
influence of pro-tobacco forces.

■ Changes in populations, such as in the average age at which
people begin smoking, per capita consumption of cigarettes,
and smoking prevalence.

■ Changes in trends in morbidity and mortality.

In this manual, program outcomes are divided into three 
levels: short-term, intermediate, and long-term. Decisions as 
to whether a particular outcome is short-term, intermediate, or
long-term depend on the purpose of the program and the time
needed for the change to occur. For example, there are no strict
guidelines for whether a policy change is a short-term or an
intermediate outcome; it could also be thought of as a process
measure.

Similarly, changes in per capita consumption could be
considered an intermediate or a long-term outcome. Whether
outcomes are considered short- or long-term is less important
than whether sound logic underlies the program. Do the short-
term outcomes lead logically to the intermediate outcomes? 
Do the intermediate outcomes lead logically to the long-term
outcomes? Is adequate time allowed to reasonably expect to 
see an effect?

Short-term outcomes are the immediate or early results of the
program. Short-term outcomes may be changes in knowledge,
attitudes, and skills. For example, in a program with the goal 
of reducing children’s exposure to ETS, a short-term outcome
might be having parents who smoke show increased knowledge
about the danger of smoking around children.

Intermediate outcomes reflect further progress in reaching 
a program goal. Intermediate outcomes link short-term
outcomes with long-term outcomes. Intermediate outcomes
may be changes in individual behaviors, social norms, or 
the environment. An intermediate outcome in the program
described in the previous paragraph might be that the 
parents no longer smoke around their children.
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Long-term outcomes reflect the ultimate goal of the program.
The long-term outcome in the previously described program
would be decreased morbidity from children’s exposure to ETS.

For a tobacco control program with the goal of reducing the
number of young people who start smoking through a counter-
marketing campaign, an outcome evaluation might examine
whether the targeted young people exhibit—

■ Increased knowledge and awareness of the dangers of
smoking (short-term outcome).

■ Changes in tobacco-related attitudes and beliefs (intermediate
outcome).

■ Changes in tobacco-related behavior (long-term outcome).

■ Changes in smoking rates and age of initiation (long-term
outcome).

■ Changes in morbidity and mortality (long-term outcome).

Comparing tobacco-related data among states and between 
one state and the nation as a whole are common and important
ways to evaluate tobacco control programs. Another option is 
to compare data from different—but relevant—sources. For
example, you could make comparisons using indicators from the
YTS, the BRFSS tobacco module, PRAMS, and a survey of adult
tobacco use. Comparing your data with national data and other
states’ data will help you to establish realistic objectives for your
program and meaningful benchmarks for progress. States can
also compare their progress with that of states with a similar
investment in tobacco control, or they can contrast their results
(outcomes) with the results that could be expected if their
program were similar to those of states with a larger investment
in tobacco control.

Comparison data are also useful for measuring indicators 
in anticipation of new or expanding programs. For example,
noting a “lack of change” in key indicators over time prior to
program implementation helps demonstrate the need for your
program and highlights the comparative progress of states with
comprehensive tobacco control programs already in place. A
lack of change in indicators may continue for several years and
is useful as a justification for greater investment in evidence-
based, well-funded, and more comprehensive programs. There
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are many opportunities for between-state comparisons and
trend analysis, which can be highlighted with time-series
analyses. The tobacco questions on many of the larger
surveillance systems have not changed in several years, so you
can make comparisons with other states and over time, using
specific indicators. Program managers are encouraged to
collaborate with state epidemiologists, BRFSS coordinators,
and statisticians to make state and national comparisons an
important component of your evaluation.

Common types of evaluation designs
The field of health promotion is under increasing pressure 
to demonstrate that programs are worthwhile, effective,
and efficient. During the last 2 decades, knowledge and
understanding about how to evaluate complex programs 
have increased significantly. The appropriateness of the
evaluation design is a primary concern. The evaluation 
design ought to accommodate the complexity of program
activities and meet the needs of diverse stakeholders. As a 
result, states are often encouraged to use multiple methods 
to evaluate program efforts. However, “the use of randomized
control trials to evaluate health promotion initiatives is, in 
most cases, inappropriate, misleading, and unnecessarily
expensive.”19

Three general types of evaluation designs are commonly
recognized: experimental, quasi-experimental, and
observational. Evaluations using experimental designs use
random assignment to compare the effect of an intervention 
on one or more groups with effect on an equivalent group 
or groups that did not receive the intervention. For example,
an evaluation team could select a group of similar schools,
then randomly assign some schools to receive a tobacco-use
prevention curriculum and other schools to serve as control
schools. All schools have the same chance of being selected 
as an intervention or control school. Because of the “random
assignment,” you reduce the chances that the control and
intervention schools vary in any way that could influence
differences in program outcomes. This allows you to attribute
change in outcomes to your program. For example, if the
students in the intervention schools delayed smoking onset
longer than students in the control schools, you could attribute
the success to your program.
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Sometimes in community settings it is hard, or even unethical,
to have a true control group. One solution is to offer the
program to the control group after data for the evaluation have
been collected. Another option is to use a quasi-experimental
design. These designs make comparisons between nonequivalent
groups and do not involve random assignment to intervention
and control groups. An example would be to assess adults’
beliefs about the harmful effects of ETS in two communities,
then conduct a media campaign in one of the communities.
After the campaign, you would reassess the adults and expect 
to find a higher percentage of adults believing ETS is harmful 
in the community that received the media campaign. Critics
could argue that other differences between the two communities
caused the changes in beliefs, so it is important to document
that the intervention and comparison groups are similar on 
key factors such as population demographics and related 
current or historical events.

Observational designs are also used in program evaluation.
These include, but are not limited to, longitudinal, cross-
sectional surveys and case studies. Periodic cross-sectional
surveys (e.g., the YTS or BRFSS) can inform your evaluation.
Case studies may be particularly appropriate for assessing
changes in tobacco control capacity in disparate population
groups. Case studies are often applicable when the program 
is unique, when an existing program is used in a different
setting, when you are assessing a unique outcome, or when an
environment is especially unpredictable. Case studies can also
allow for an exploration of community characteristics and how
these may influence program implementation as well as the
identification of barriers to and facilitators of change. One
resource on case studies is Using Case Studies To Do Evaluation,
by the California Department of Health Services’ Tobacco
Control Section (www.dhs.cahwnet.gov/ps/cdic/ccb/
TCS/documents/ProgramEvaluation.pdf). This guide can help
evaluators determine whether and how to use a case study
approach.

Given the widespread visibility of antitobacco messages and
overlapping program components, traditional evaluation
designs (experimental and quasi-experimental) have proven
difficult to implement and hard to maintain. Some tobacco
control program outcomes are often detectable only after 
several years.
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Therefore, before choosing an experimental or quasi-
experimental design for your evaluation, consider the
appropriateness and feasibility of less traditional designs 
(e.g., simple before-after [pretest-posttest] or posttest-only
designs). Depending on your program’s objectives and the
intended use(s) for the evaluation findings, these designs 
may be more suitable for measuring progress toward achieving
program goals. And these designs often cost less and require 
less time. Keep in mind, however, that saving time and money
should not be the main criterion when selecting an evaluation
design. It is important to choose a design that will measure what
you need to measure and that will meet both your immediate
and long-term needs.

A goal-based evaluation model uses predetermined program
goals as the standards for evaluation, thus holding the program
accountable to prior expectations. In such cases, evaluation
planning focuses on the activities, outputs, and short-term,
intermediate, and long-term outcomes outlined in a program
logic model to direct measurement activities. One advantage 
of this evaluation model is that the evaluation team has
flexibility and can adapt evaluation strategies if notable 
changes occur in the inputs and activities of the program.
In the early stages of your program, progress toward objectives
can be measured to document achievement and demonstrate
accountability.

The design you select influences the timing of data collection,
how you analyze the data, and the types of conclusions you can
make from your findings. A collaborative approach to focusing
the evaluation provides a practical way to better ensure the
appropriateness and utility of your evaluation design.

Purpose
You should articulate the purposes of your evaluation. These
may be to improve the program, assess program effectiveness,
or demonstrate accountability for resources. The purposes 
will reflect the stage of development of your program. With 
a new program, you will probably want to conduct a process
evaluation to help improve the program. With a mature
program, you will probably want to conduct an outcome
evaluation to assess your program’s effectiveness and to
demonstrate that it is making productive use of resources.
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Improving the program

Program evaluation can identify areas in the program that 
need improvement. For example, a smoking-cessation program
may be effective, but it may not be attracting or retaining 
many participants. By conducting a process evaluation you 
may discover why. For example, the program may be at an
inconvenient location, or participants may not have access to
transportation or child care. Cost may be a barrier. As a result,
program coordinators may attempt to increase attendance 
by moving the location of the class, providing free public
transportation, working with purchasers and insurers to increase
coverage for programs, or switching to a telephone cessation
help-line to increase access.

Assessing the program’s effectiveness

Program evaluation can measure how effective your program 
is at progressing toward the desired outcomes. For example,
evaluation can assess whether a school-based tobacco prevention
program is increasing students’ knowledge about the dangers 
of tobacco, or whether a cessation program is increasing the
duration or permanency of participants’ attempts to quit
smoking. Information about the effectiveness of a program 
can be used to make decisions about the continuation,
refinement, or expansion of the program.

Demonstrating productive use of resources

Program managers are typically accountable to funders and
various stakeholders, including government officials and
policymakers. Program managers must justify how and 
where their funds are spent. Evaluation results can be used 
to demonstrate that a program is functioning as planned,
achieving its objectives, worth the cost, or making an important
contribution to health.

Defining the users of evaluation results
The evaluation team must also consider who will use the
evaluation results. Those users need to be identified and 
given the opportunity to provide input into the design of the
evaluation. Support from the intended users will increase the
likelihood that they will use the evaluation results. Users of
evaluation findings differ from the larger network of program
stakeholders in that the information needs of intended users 
will determine how you focus the evaluation.

3. Focus the Evaluation Design

45



Defining the uses of evaluation results
How your results will be used depends on the purpose and
intended users of the evaluation. You need a plan for each piece
of information collected. Consider also why you are collecting it
and what you are going to do with it. In tobacco control and
prevention, evaluation information may be used, for example,

■ To identify areas of the program that need improvement.

■ To decide how to allocate resources.

■ To document the level of success in achieving objectives.

■ To assess community needs.

■ To mobilize community support.

■ To redistribute or expand the locations where the
intervention is carried out.

■ To improve the content of the program’s materials.

■ To focus program resources on a specific population.

Evaluation questions
A focused evaluation gathers information for a specific purpose
or use. Evaluation questions need to be discussed with and
agreed upon by the stakeholders. After you have identified 
the evaluation users, you must determine what is important to
them and design your evaluation questions to meet their needs.
Because the questions your evaluation team and stakeholders
agree on will affect the methods you use to gather data, you
must decide which questions to ask before you choose your
methods.

Besides having a specific purpose and use, your evaluation
should also reflect the stage of your program’s development.
For example, you must decide whether you are conducting 
an outcome evaluation, a process evaluation, or both. Process
evaluations and outcome evaluations require different designs
and collect different types of data. Think about the stage of your
program’s development in making these decisions. If you have a
well-established program, you may wish to evaluate changes in
intermediate or long-term outcomes. However, the evaluation
team should determine which outcomes are the most important
to evaluate at each stage of program development. Decisions
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about the evaluation questions and outcomes you plan 
to measure should be made by the evaluation team in
collaboration with key stakeholders.
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✔ Checklist for focusing the 
evaluation design
■ Define the purpose(s) of your evaluation.

■ Identify the use(s) of the evaluation results.

■ Formulate the questions the evaluation will answer.

■ Distinguish evaluation from research questions.

■ Review evaluation questions with stakeholders,
program managers, and program staff.

■ Include process and outcome evaluation.

■ Review options for the evaluation design.

■ Consider a goal-based evaluation model.

■ Make sure that the evaluation design fits the
evaluation questions.

■ Collect baseline data.

■ Plan how to compare your data with those of other
states and with national data.

■ Consider local or regional comparisons, or both.

■ Seek technical expertise or review.

■ Document the need for the program.

■ Document program resources.

■ Note the program’s stage of development.

■ Explain the program context.

■ List and describe program activities.

■ State program goals and objectives.

■ Prepare a logic model.



Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval

2. Using Case Studies to do Program Evaluation
www.dhs.cahwnet.gov/ps/cdic/ccb/TCS/html/
Evaluation_Resources.htm

3. Local Program Evaluation Planning Guide
www.dhs.cahwnet.gov/ps/cdic/ccb/TCS/html/
Evaluation_Resources.htm

4. CDC. Strategies for reducing exposure to environmental
tobacco smoke, increasing tobacco-use cessation, and
reducing initiation in communities and health-care 
systems. A report on recommendations of the Task 
Force on Community Preventive Services. MMWR
2000;49(No. RR-12).
www.cdc.gov/tobacco/research_data/environmental/
rr4912.pdf

5. CDC. Decline in cigarette consumption following
implementation of a comprehensive tobacco prevention and
education program—Oregon, 1996–1998. MMWR
1999;48:140–3.
www.cdc.gov/tobacco/research_data/interventions/
mm4807.pdf

6. CDC. Declines in lung cancer rates—California, 1988–1997.
MMWR 2000;49:1066–70.
www.cdc.gov/tobacco/research_data/health_consequences/
ccmm4947.pdf

7. Lois Biener, Jeffrey E Harris, and William Hamilton. Impact
of the Massachusetts tobacco control programme: population
based trend analysis. BMJ 2000; 321:351–4.
www.bmj.com
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found at these links.



Measuring program outcomes
Now that you have written measurable objectives,
developed a logic model, and selected your evaluation questions,
you can refine the outcomes you want to measure in your
evaluation. Although you selected outcomes to prepare your
logic model, during evaluation many tobacco control programs
expand their set of outcomes for each goal area.

When choosing outcomes to measure, keep in mind the
purpose, users, and intended uses of the evaluation. In addition,
the outcomes you choose should be relevant, important, and
discrete. Although it may be tempting to evaluate only the long-
term outcomes of your program, monitoring short-term and
intermediate outcomes is also important so you can relate
changes in health outcomes to program activities or identify
gaps in the program. Moreover, demonstrating short-term
impact may help justify continued or additional funding.
Measuring the implementation of program activities is also
important to ensure that the program is functioning as it
should.

On the basis of the ETS logic model shown on page 35 
(Figure 5), here are some example outcomes you may choose 
to measure (stratified by process or outcome level):

Long-term outcomes
■ Reduced exposure to ETS.

Intermediate outcomes
■ Increased percentage of smoke-free homes.

■ Increased percentage of smoke-free private cars.

■ New legislation restricting or prohibiting smoking in 
enclosed public places.

■ Increased percentage of workplaces with voluntary bans
restricting or prohibiting smoking.
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■ Increased percentage of public places with nonsmoking
policies.

■ Increased percentage of restaurants with nonsmoking
policies.

■ Increased adherence to and enforcement of nonsmoking
policies.

Short-term outcomes
■ Increased knowledge and awareness about ETS.

■ Increased public support for smoke-free public places,
workplaces, and schools.

■ Increased public exposure to information about ETS.

■ Education of policymakers, legislators, workplace managers
and owners, and school officials about the harmful effects 
of ETS exposure.

In process evaluation, the outcome is really an output. Outputs
are the direct products of program activities, often measured in
terms of the amount of work accomplished, such as the number
of clients served or sessions held.

Outputs
■ A counter-marketing campaign against ETS has been

designed.

■ A counter-marketing campaign against ETS has been
implemented.

■ Model voluntary smoke-free policies have been developed.

■ Model smoke-free work-site policies have been distributed.

Before choosing outputs and outcomes to measure, you should
first ask yourself these three key questions:

■ Is it reasonable to believe the program can influence the
outcome, even though it cannot control it?

■ Would measuring the outcome show program successes or
pinpoint and address problems or shortcomings?

■ Would the program’s stakeholders accept the outcome or
output as a valid result of program activities?
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Once you have selected a set of outputs and outcomes to
measure, you should ask yourself these questions:

■ Do program activities and outputs and short-term,
intermediate, and long-term outcomes logically relate to 
each other?

■ Do these relationships reflect the logic of the program—
the sequence of influences and changes that program inputs,
activities, and outputs are intended to set in motion?

■ Do the longer-term outcomes represent meaningful benefits
or changes in participants’ status, condition, or quality of life?

■ Have you considered possible negative outcomes of your
program?

The outcomes you choose to measure should be—

■ Relevant to the goal and objectives of your program.

■ Important to achieve if your program is to attain its
objectives.

■ Indicative of meaningful changes.

■ Influenced by your program.

■ Realistic about the scope of influence of your program.

■ Useful in identifying both problems and successes of your
program.

■ Effective in representing the changes or benefits attributable
to your program.

As discussed earlier, an evaluation should be focused, have a
specific purpose and use, and reflect the program’s stage of
development. For example, you must prepare to conduct both 
a process evaluation and an outcome evaluation, as appropriate.
Process evaluations and outcome evaluations use different 
types of data. If you have a well-established program, it may 
be appropriate to expect changes in intermediate or long-term
outcomes. The outputs and outcomes you include in the
evaluation should reflect important dimensions of the program
at each stage of development. In addition, select outputs and
outcomes that will be most informative given the purpose(s) 
of your evaluation. Identifying and measuring outputs and
outcomes can provide the information to fully assess and
understand the impact of program efforts and make 
appropriate program decisions.19

4. Gather Credible Evidence

51



Selecting indicators to measure outcomes
Once you have determined the outcomes you want to measure,
you need to select indicators. Indicators are specific, observable,
and measurable characteristics or changes that show the progress
a program is making toward achieving a specified outcome.27

For example, the percentage of adult nonsmokers who report
they have not been exposed to cigarette smoke in the previous 
7 days is an indicator that can be used to measure the long-term
outcome of “decreased exposure of adult nonsmokers to ETS.”

Indicators must be relevant to identified focus areas and
questions. Be sure that the cost of collecting data on the
indicators is within the evaluation budget, and check the source
and availability of expected data. Evaluation staff must decide 
1) which data collection, management, and analysis strategies
are most appropriate for each indicator, and 2) whether needed
technical assistance is available and affordable.

To establish indicators for each outcome, you should review
selected outcomes and identify “specific, observable
accomplishment(s) or change(s) that will tell you whether 
the outcome has been achieved.”27 Keep the following tips 
in mind when selecting your indicators:

■ There should be at least one indicator for each outcome.

■ The indicator must be focused and must measure an
important dimension of the outcome.

■ The indicator must be clear and specific in terms of what 
it will measure.

■ The change measured by the indicator should represent
progress that the program has made toward achieving 
the outcome.

Commonly used indicators include— 

■ Participation rates.

■ Attitudes.

■ Individual behavior.

■ Community norms.

■ Policies.

■ Health status.
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Indicators specific to tobacco prevention and control programs
include— 

■ The number of clean indoor air ordinances that have been
passed during a given period.

■ The proportion of a targeted population group who report
having smoked in the last 30 days.

■ The percentage of health insurance companies that reimburse
for cessation services.

Table 2 provides examples of outcomes, outputs, indicators, and
data sources for programs to eliminate exposure to ETS. The
indicators are used to document change over time and measure
progress toward objectives. Appendix B has examples for the
goal of preventing initiation of tobacco use among young
people, and Appendix C has examples for the goal of promoting
quitting among young people and adults.
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Table 2

Table 2. Example Outcomes, Outputs, Indicators, and Data Sources for the Goal of
Eliminating Exposure to Environmental Tobacco Smoke (ETS)

Long-Term Outcomes Long-Term Indicators Data Sources*

Decreased exposure of
adult nonsmokers to ETS.

■ Percentage of adult nonsmokers who report they have not been exposed
to cigarette smoke during the previous 7 days.

■ Percentage of adults who report they are never exposed to cigarette
smoke in restaurants.

■ Percentage of adults who report they are not exposed to cigarette smoke
at work during a typical work day.

■ Adult Tobacco Survey.

Decreased exposure of
young people to ETS.

■ Percentage of young people who report they have not been in the same
room as someone smoking in the previous 7 days.

■ Percentage of young people who report they have not been in a car with
someone who was smoking in the previous 7 days.

■ Percentage of mothers who report their baby is never in a room with
someone who is smoking.

■ Youth Tobacco Survey.

■ Pregnancy Risk
Assessment Monitoring
System.

Intermediate Outcomes Intermediate Indicators Data Sources*

Increased percentage of
smoke-free homes and cars.

■ Percentage of adults who report smoking is not allowed in their home.

■ Percentage of adults who report smoking is not allowed in the family car.

■ Adult Tobacco Survey.

■ State surveys.

Increased percentage of
workplaces with restrictions 
or prohibitions on smoking.

■ Percentage of workplaces with policies that prohibit or restrict smoking.

■ Percentage of adults employed at work sites with formal policies that
prohibit smoking.

■ Behavioral Risk Factor
Surveillance System 
(Optional Module).

■ State or local policy tracking.

Increased percentage of enclosed
public places and restaurants
with restrictions on smoking.

■ Percentage of counties with clean air ordinances.

■ Percentage of restaurants that prohibit smoking.
■ State legislative tracking.

■ Local policy tracking.

Increased enforcement of
no-smoking laws.

■ Percentage of schools, workplaces, and public places that comply 
with smoke-free policies or regulations.

■ Percentage of adults who report asking someone not to smoke 
around them.

■ Site-specific surveys.

■ Adult Tobacco Survey.

* For more information on data sources, see Appendix A.



Selecting data sources for indicators
Now that you have determined the outcomes you want to
measure and the indicators you will use to measure progress
toward those outcomes, you need to select the data sources 
you will use to gather information on your indicators. Sources
of data fall into three categories: people, documents, and
observations. Box 3 lists possible sources of information 
for evaluations within these categories.

When choosing data sources, pick those that meet your data
needs. Try to avoid choosing a data source that may be familiar
or popular but does not necessarily answer your questions.
Keep in mind that budget issues alone should not drive your
evaluation planning efforts. Consider the following questions:

■ What do you need to know?

■ When do you need the data?
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Table 2 (continued)

Table 2. Example Outcomes, Outputs, Indicators, and Data Sources for the Goal of
Eliminating Exposure to Environmental Tobacco Smoke (ETS)

Short-Term Outcomes Short-Term Indicators Data Sources*

Increased awareness of,
and exposure to, messages
about the hazards of ETS.

■ Percentage of adults who recall the content of an ETS media campaign
(which includes brochures, posters, presentations).

Increased knowledge and
improved attitudes and
skills related to ETS.

■ Percentage of adults who believe breathing secondhand smoke is 
bad for them.

■ Percentage of adults who believe smoking around children is harmful.

■ Percentage of young people who believe breathing secondhand smoke 
is bad for them.

■ Percentage of young people who believe smoking around children 
is harmful.

Process Outputs Process Indicators Data Sources*

Increased number of smoke-
free homes and private cars.

■ A media campaign under way about the negative health effects of ETS.

Increased number of smoke-
free workplaces.

■ The number of local coalitions that report they distributed examples of
smoke-free workplace policies to at least 50% of the manufacturing
plants in their area.

Increased public 
support for smoke-free 
environments.

■ The number of news stories on ETS in major newspapers.

■ The number of news stories on ETS in Spanish newspapers.

■ State surveys.

■ Youth Tobacco Survey.

■ Adult Tobacco Survey.

Increased public support
for no-smoking policies.

■ Percentage of people who report that they support smoke-free policies.

■ Percentage of people who believe smoking should not be allowed in
restaurants, schools, workplaces, and other enclosed public places.

■ Adult Tobacco Survey.

■ Media materials.

■ State progress reports.

■ Copy of the model smoke-
free policy.

■ Media tracking.

* For more information on data sources, see Appendix A.



■ How often do you need the data?

■ Will the data be compared with similar
data from elsewhere?

■ Is credibility of the data an issue?

■ How much money do you have to
spend?

In evaluating tobacco-use prevention and
control programs, you have the option of
using existing data systems or building
new ones customized to your program’s
components. Some existing data sources
include— 

■ Behavioral Risk Factor Surveillance
System (BRFSS).

■ Youth Risk Behavior System (YRBS).

■ Pregnancy Risk Assessment
Monitoring System (PRAMS).

■ Cancer registries.

■ Vital statistics.

■ National Health Interview Survey
(NHIS).

■ Youth Tobacco Survey (YTS).

■ Adult Tobacco Survey (ATS).

■ School Health Policies and Programs
Study (SHPPS).

To ensure that these data sources meet
your evaluation needs, you may need 
to modify them. If you use an existing
surveillance system to inform aspects of
your evaluation, you might want to add
state-specific questions or expand the
sample size. Expanding the sample size
allows for more stable estimates and
possible sub-state estimates. Likewise,
to produce much-needed data, you may
want to invest in oversampling disparate
populations.
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Sources of information3

People

■ Clients, program participants, nonparticipants.

■ Staff, program managers, administrators.

■ Partner agency staff.

■ General public.

■ Community leaders or key members of a
community.

■ Funders.

■ Critics or skeptics.

■ Representatives of advocacy groups.

■ Elected officials, legislators, policymakers.

■ Local and state health officials.

Observations

■ Meetings, special events or activities, job
performance.

■ Service encounters.

Documents

■ Grant proposals, newsletters, press releases.

■ Meeting minutes, administrative records.

■ Registration or enrollment forms.

■ Publicity materials, quarterly reports.

■ Publications, journal articles, poster presentations.

■ Previous evaluation reports.

■ Needs assessments.

■ Surveillance summaries.

■ Database records.

■ Records held by funders or collaborators.

■ Web pages.

■ Graphs, maps, charts, photographs, videotapes.

Box 3



Keep in mind that, although large ongoing surveillance systems
have the advantages of collecting data routinely and having
existing resources and infrastructure, some of them (e.g.,
Current Population Survey [CPS]) have little flexibility with
regard to the questions asked in the survey. Therefore, it is
difficult (sometimes impossible) to use these systems to collect
the special data you need for your evaluation. In contrast,
surveys such as YTS, BRFSS, or PRAMS are flexible with regard
to the questions asked: you can supplement their questions with
your questions to get the data you need. However, the drawback
to these surveys is that they are conducted only occasionally, and
usually they require an expenditure of funds or other resources.

If the existing data systems cannot answer your evaluation
questions, you will need to build a new data system or adopt  a
system that is not already in your state.

Examples of new data systems:

■ State or local policy tracking systems or site-specific surveys
(such as those monitoring compliance with the Synar
Amendment, and work-site, restaurant, or day-care-
center surveys).

■ Key informant surveys.

■ Health systems and clinical settings surveys.

■ Media tracking surveys.

■ Systems that monitor pro-tobacco activities (including
advertising, event sponsorship, promotional items,
discounts).

■ Systems that monitor program activities (such as local
program monitoring).

■ Systems that track sales data.

■ Systems that monitor the use of services (e.g., cessation
services, education programs, quitlines).

Examples of useful systems that may not yet be in your state:

■ School Health Education Profiles (SHEP).

■ School Tobacco Survey (STS) (which includes the Lead
Health Educator Survey and School Principal Survey).
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Suggested data-collection activities 
for different levels of resources
In general, the purpose of evaluation—rather than the 
amount of available resources—should determine data-
collection strategies. However, we are including the following
information as a general guide to help you plan your evaluation
using the resources that you have available.

The variation in available resources across states ranges from
low to high levels and necessitates a variation in the evaluation
activity. As resources increase, investment in key evaluation
activities should also increase. In Table 3, we suggest evaluation
activities for low, medium, and high levels of resources.
However, not all programs should strictly follow this guide
because the needs of an evaluation will vary not only with 
the amount of resources available, but with the intended 
use of the evaluation data. For example, although only limited
resources may be available, evaluation of a program that is
primarily focused on funding local activities should include
regional or local data on both outcome and process measures.
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Table 3

Table 3. Evaluation Activities You Can Accomplish with Low, Medium,
and High Levels of Resources

Sample evaluation activities Resources

With a low level of
resources, we suggest 

With a high level of resources,
we suggest 

* Infrastructure: All the components necessary to conduct evaluation (e.g., experienced staff, adequate funding).
† Competency: Staff with the knowledge and experience needed to conduct surveillance and evaluation.
‡ Capacity: The resources (e.g., competent staff, appropriate data-collection systems) to conduct evaluation.

With a medium level of
resources, we suggest 

■ Improving your state’s
infrastructure* for 
surveillance and 
evaluation.

Improving state competency†

and capacity‡ to conduct
evaluation.

Improving local capacity‡

to conduct evaluation.
Improving local competency†

to conduct evaluation.

■ Using or improving 
existing data systems 
for program evaluation.

Using existing national and
state surveys and data col-
lection systems.

Further improving national
or state surveys and data-
collection systems.

Improving existing national
and state surveys or data 
collection systems.

■ Creating new data systems. Creating and conducting 
a state survey to collect 
state data.

Creating and conducting
local surveys to collect local
data.

Creating and conducting
regional surveys to collect
regional data.



Infrastructure

To enhance your program’s internal capacity to coordinate 
and direct evaluation activities, program staff should develop
competency in evaluation planning and implementation.
Competency also includes having partnerships and in-kind
resources within your agency to support program evaluation.
You should dedicate staff time for a lead evaluator or evaluation
coordinator. As your resources increase and activities expand to
the local level, you should develop similar competencies and
capacity at that level.

Existing data systems

At a minimum, states should use data from national surveys 
and state data-collection systems (e.g., BRFSS, YRBS, PRAMS,
YTS, Legislative Tracking, NTCP Chronicle). National data
systems provide comparison outcome and some process
measures for state activities. Comparison data from national
surveys and other data-collection systems can be used to
evaluate activities across states and to document any lack 
of change that can be used to justify additional tobacco 
program funding. By working with system representatives,
you can include additional tobacco-related measures on state
data-collection instruments and increase the amount and type
of data collected on regional and local measures. For example,
tobacco control representatives are encouraged to build a
partnership with the state BRFSS coordinator to include
optional modules or state-added questions on the state BRFSS.

Some state data are easily accessible via the State Tobacco
Activities Tracking and Evaluation (STATE) System
(www2.cdc.gov/nccdphp/osh/state). The STATE System 
is the first on-line compilation of state-based tobacco
information from many different data sources; it allows 
the user to view summary information on tobacco use in 
all 50 states and the District of Columbia. The STATE System
contains up-to-date and historical data on the prevalence of
tobacco use, tobacco control laws, the health impact and costs 
of tobacco use, and tobacco agriculture and manufacturing.

New data systems

We strongly encourage states to develop and implement new
data-collection systems such as a youth tobacco survey, an adult
tobacco survey, subpopulation prevalence surveys, community
capacity and infrastructure assessments, a health care provider
survey, a media tracking survey, and local policy tracking, as
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appropriate. New data systems can be developed specifically to
provide process and outcome measures for focused or unique
program activities. Some states have implemented comparable
systems that provide comparison data across certain states.
These systems can be designed to provide data at the state or
sub-state (e.g., health region, county) levels.

Appendix A describes the different types of national, state, and
topic-specific tobacco-related data sources. It also includes a
description of the source, tobacco indicators, sampling frame,
methodology, years completed, and contact information. (An
Internet address is provided for most national data sources.) 
In the “comments” section is a description of the past use of the
data source, advantages, disadvantages, and other details. Many
of these data sources provide general and category-specific
measures that assess changes in social norms at individual and
community levels. You should choose a data source that will
provide reliable and credible information about the outcome.
You can also use more than one data source for a specific
indicator, because multiple data sources will provide a more
comprehensive view of your program. Although the data sources
listed in Appendix A are almost all quantitative, qualitative 
data from focus groups, feedback from program participants,
and semistructured or open-ended interviews with program
participants or key informants are also important sources of
information for an evaluation.

Collecting data
Once you have specified the outcomes you want to measure,
selected indicators, reviewed existing sources of data, and
determined which resources can be devoted to data collection,
it is time to collect your data. The data you gather will be used
to assess the effectiveness of your program and help you make
decisions about your program. Therefore, data collection must
produce informative, useful, and credible results. The quality
and quantity of data, the collection method used, and the timing
of the data collection are all factors that contribute to the
credibility of the evidence that you gather in your evaluation.
Keep in mind that you may not need to implement annual
surveys for some information needs.

For example, community assessments of capacity and
infrastructure may only need to be administered every 5 years.
And periodic sampling of subpopulations for tobacco use
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patterns may need to be done only every 2 to 3 years and
possibly aggregated for analysis.

Selecting data-collection methods
It is important that the data-collection methods be the most
appropriate for measuring the outcomes and indicators you
have selected. Some methods are geared toward collecting
qualitative data, and others toward collecting quantitative data.
Some methods are more appropriate for specific audiences or
resource considerations. The methods used must give adequate
consideration to the evaluation purpose, the intended users, and
what will be viewed as credible evidence.

When choosing a method, think about the following:

The purpose of the evaluation: Which method seems most
appropriate for your purpose and the questions that you want 
to answer?

The users of the evaluation: Will the method allow you to
gather information that can be analyzed and presented in a way
that will be seen as credible by your intended audience? Will
they want standardized quantitative information from a data
source such as the Adult Tobacco Survey, or descriptive,
narrative information from focus groups, or both?

The respondents from whom you will collect the data: Where
and how can respondents best be reached? What is culturally
appropriate? For example, is conducting a phone interview or
personal, door-to-door interview more appropriate for certain
population groups?

The resources available (time, money, volunteers, travel
expenses, supplies): Which method(s) can you afford and
manage well? What is feasible? Will your evaluation be
completed in time for the next legislative session or prior to 
the end of the school year? Consider your own abilities and
time. Do you have an evaluation background or will you have 
to hire an evaluator? Do program funds and relevant policies
allow you to hire external evaluators?

The degree of intrusiveness—interruptions to the program 
or participants: Will the method disrupt the program or 
be seen as intrusive by the respondents? Also consider issues 
of confidentiality, if the information that you are seeking 
is sensitive.
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Type of information: Do you want representative information
that applies to all participants (standardized information such as
that from a survey, structured interview, or observation checklist
that will be comparable nationally and across states)? Or, do 
you want to examine the range and diversity of experiences,
or tell an in-depth story of particular people or programs (e.g.,
descriptive data as from a case study)?

The advantages and disadvantages of each method: What are
the key strengths and weaknesses in each? Consider issues such
as time and respondent burden, cost, necessary infrastructure,
access to sites and records, and overall level of complexity.
What is the most appropriate for your evaluation needs?

Mixed data-collection methods refers to the collection of both
quantitative and qualitative data. Mixed methods can be used
sequentially, when one method is used to prepare for the use 
of another, or simultaneously, when both methods are used in
parallel. An example of sequential use of mixed methods is
when focus groups (qualitative) are used to develop a survey
instrument (quantitative), and then personal interviews
(qualitative) are conducted to investigate issues that arose
during coding or interpretation of survey data. An example of
simultaneous use of mixed methods would be using personal
interviews to verify the response validity of a quantitative
survey.

Different methods reveal different aspects of the program.
For example—

■ You might conduct a group assessment at the end of a
school-based tobacco control program to hear the group’s
viewpoint, as well as individual student interviews to get a
range of opinions.

■ You might conduct a survey of all legislators in a state to
gauge their interest in managed care support of cessation
services and products, and you might also interview certain
legislators individually to question them in greater detail.

■ You might conduct a focus group with community leaders 
to assess their attitudes regarding tobacco industry support 
of cultural and community activities. You might follow the
focus group with individual structured or semi-structured
interviews with the same participants.

Using mixed methods increases the cross-checks on different
subsets of findings and generates increased stakeholder
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confidence in the overall findings. In addition, combining
methods provides a way to triangulate findings, which
maximizes the strengths and minimizes the limitations of
each method. Using mixed methods enables you to validate your
findings, enhance reliability, and build a more thorough
evaluation for improving program effectiveness.28

Quality of data

A quality evaluation produces data that are reliable, valid,
and informative. An evaluation is reliable to the extent that 
it repeatedly produces the same results, and it is valid if it
measures what it is intended to measure. The advantage of
using existing data sources such as the YTS, BRFSS, YRBS,
or PRAMS is that they have been pretested and designed to
produce valid and reliable data. If you are designing your own
evaluation tools, you should be aware of the factors that
influence data quality:

■ The design of the data-collection instrument and how
questions are worded.

■ The data-collection procedures.

■ Training of data collectors.

■ The selection of data sources.

■ How the data are coded.

■ Data management.

■ Routine error checking as part of data quality control.

Quantity of data

You will also need to determine the amount of data you want 
to collect during the evaluation. Your study must have a 
certain minimum quantity of data to detect a specified change
produced by your program. In general, detecting small amounts
of change requires larger sample sizes. For example, detecting 
a 5% increase would require a larger sample size than detecting
a 10% increase. If you use tobacco data sources such as the 
YTS, the sample size has already been determined. If you are
designing your own evaluation tool, you will need the help of
a statistician to determine an adequate sample size.

When assessing the quantity of data you need to collect (often
expressed as sample size), you will also need to consider the level
of detail and the types of comparisons you hope to make. You
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will also need to determine the jurisdictional level for which you
are gathering the data (e.g., state, county, region, congressional
district). Counties often appreciate and want county-level
estimates; however, this usually means larger sample sizes and
more expense.

The next step is choosing a data-collection method. Although 
it is practical to use or adapt data-collection methods that have
been pretested and evaluated for validity and reliability, the
methods you choose must be able to answer the questions 
you want answered. Again, do not settle on a particular method
because it is easy, familiar, or popular—the methods should be
appropriate to the outcomes you want to measure. Examples 
of data-collection methods are surveys, interviews, observation,
document analysis, focus groups, and case studies.

The most widely used data-collection methods in tobacco
prevention and control are surveys, such as the Youth Tobacco
Survey. Other methods used include tracking policy changes,
running focus groups to test antitobacco counter-marketing
messages, reviewing vital statistics for deaths attributed to
smoking, and conducting Synar Amendment inspections.
For more information on specific data-collection systems,
see Appendix A.

You will need to outline procedures to follow when collecting
the evaluation data. Consider these issues:

■ When will you collect the data? You will need to determine
when (and at what intervals) it is most appropriate to 
collect the information. If you are measuring whether 
your objectives have been met, your objectives will provide
guidance as to when to collect certain data. If you are
evaluating specific program interventions such as a smoking-
cessation program, you might want to obtain information
from participants before they begin the program, upon
completion of the program, and several months after the
program. If you are assessing the effects of a counter-
marketing campaign, you might want to assess tobacco-
related knowledge, attitudes, and behaviors among your
target audience before and after the campaign.

■ Who will be considered a participant in the evaluation? Are
you targeting a relatively specific group (African American
young people), or are you assessing trends among a more
general population (all young people, grades 6–12)?
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■ Are you going to collect data from all participants or a
sample? Many tobacco control programs are community-
based, and surveying a sample of the population participating
in such programs is appropriate. However, if you have a 
small number of participants (such as students exposed 
to a tobacco curriculum in two schools), you may want to
survey all the participants.

■ How will the information be collected? Will the information
be collected by telephone, by mail, or through interviews?
How will the information be computerized?

■ Who will collect the information? Are those collecting 
the data trained and trained consistently? Will the data
collectors uniformly gather and record information? Your
data collectors will need to be trained to ensure that they all 
collect information in the same way and without introducing
bias. Preferably, interviewers should be trained together 
and by the same person.

■ How will the security and confidentiality of the information
be maintained? It is important to ensure the privacy and
confidentiality of the evaluation participants. You can do 
this by collecting information anonymously and making 
sure you keep data stored in a locked and secure place.

■ Do you need approval from an institutional review board
(IRB) before collecting the data? What will be your informed
consent procedures? 

The answers to some of these questions depend on your
evaluation questions and the design you select to answer those
questions. If you mainly want to monitor progress in meeting
your objectives (e.g., assess the proportion of work sites with
smoke-free policies), you may not need a particular evaluation
design beyond monitoring the work sites that go smoke-free. If,
however, you want to attribute the change to your program, you
would want to use an experimental or quasi-experimental
evaluation design.
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Checklist for gathering credible
evidence
■ Prepare to collect process and outcome data.

■ Confirm the outcomes are logically linked to
program activities.

■ Confirm that outcomes are logically linked at the
national, state, and local levels.

■ Address a continuum of outcomes (short-term,
intermediate, and long-term).

■ Link outcomes to indicators and data sources.

■ Identify at least one indicator for each outcome.

■ Determine if you need to create a new data-collection
system.

■ Pilot test new instruments to identify and/or control
sources of error.

■ Consider adding evaluation questions to already
existing surveillance systems.

■ Consider a mixed-method approach to data
collection.

■ Take into account available resources.

■ Consider issues of timing for data collection and
reporting needs.
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Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval

2. State Tobacco Activities Tracking and Evaluation (STATE)
System
www2.cdc.gov/nccdphp/osh/state

The resources listed here include links to some
nongovernmental organizations’ Web sites. These sites are
provided solely as examples. Links do not constitute an
endorsement of these organizations’ materials or programs
by CDC or the federal government. CDC is not responsible
for the content of any individual organization’s Web pages
found at these links.





The next step in program evaluation is to prepare the
data for the intended use(s) of the evaluation. Whether your
evaluation is conducted to show program effectiveness, help
improve the program, or demonstrate accountability, you will
need to analyze and interpret your findings.

Analyzing the findings
Data analysis is the process of organizing and classifying the
information you have collected, tabulating it, analyzing it,
comparing the results with other appropriate information, and
presenting the results in an easily understandable manner. There
are five steps in data analysis:

1. Enter the data into a database and check for errors. If you are
using a surveillance system such as BRFSS or PRAMS, the
data have already been checked, entered, and tabulated by
those conducting the survey. If you are collecting data with
your own instrument, you will need 1) to select the computer
program you will use to enter and analyze the data, and 2) to
determine who will enter, check, tabulate, and analyze the
data.

2. Tabulate the data. The data need to be tabulated to provide
information (such as a number or percentage) for each
indicator. Some basic calculations include determining— 

■ The number of participants.

■ The number of participants achieving the desired 
outcome.

■ The percentage of participants achieving the desired 
outcome.

3. Analyze and stratify your data by various demographic
variables of interest, such as participants’ race, sex, age,
income level, or geographic location.

4. Make comparisons. Use statistical tests to show differences
between comparison and intervention groups, between
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geographic areas, or between the pre-intervention and post-
intervention status of the target population.

5. Present your data in a clear and understandable form. To
interpret your findings and make your recommendations, you
must ensure that your results are easy to understand and
clearly presented. Data can be presented in tables, bar charts,
pie charts, line graphs, and maps.

Interpreting the findings
After analyzing your findings, the next step is to examine your
results and determine what they actually say about the program.
The purpose of the evaluation, the social and political context of
your program, and the needs of the stakeholders are all issues to
be considered in relation to your results.

Sample benchmarks for performance
To measure your progress within the national context of tobacco
prevention and control, you need to compare your data with
national data and with the data of other states. Healthy People
2010 objectives provide a starting point for performance
measurement from a national perspective. However, a clear set
of standards for assessing a tobacco prevention and control
program’s success in attaining short-term and intermediate
outcomes has not been developed. Therefore, it is important to
develop a set of standards against which you will measure your
progress. Possible standards include— 

■ Needs of participants.

■ Community values, expectations, and norms.

■ Program mission and objectives.

■ Program protocols and procedures.

■ Changes in selected indicators over time.

■ Performance by similar programs.

■ Performance by a control or comparison group.

■ Resource efficiency.

■ Mandates, policies, regulations, and laws.

■ Judgments of participants, experts, and funders.

■ Institutional goals.

■ Social equity.

■ Human rights.
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Tips to remember when
interpreting your findings29

■ Interpret evaluation results
with the goals of your
tobacco control program in
mind.

■ Keep your audience in
mind when preparing the
report. What do they need
and want to know?

■ Consider the limitations of
the evaluation:

- Possible biases.

- Validity of results.

- Reliability of results.

- Generalizability of
results.

■ Are there alternative
explanations for your
results?

■ How do your results
compare with those of
similar programs?

■ Have the different data
collection methods used to
measure your progress
shown similar results?

■ Are your results consistent
with theories supported by
previous research?

■ Are your results similar to
what you expected? If not,
why do you think they may
be different?



Checklist for justifying your
conclusions
■ Analyze data using appropriate techniques.

■ Check data for errors.

■ Consider issues of context when interpreting data.

■ Describe plausible mechanisms or pathways toward
change.

■ Assess results against available literature.

■ Compare different methods for consistent findings.

■ Consider alternative explanations.

■ Compare evaluation results with those of similar
programs.

■ Use existing standards (e.g., Healthy People 2010
objectives) as a starting point for comparisons.

■ Compare program outcomes with those of previous
years.

■ Compare actual with intended outcomes.

■ Document potential biases.

■ Examine the limitations of the evaluation.
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Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval





Making recommendations
Once you analyze and interpret
your findings, you will need to make
some recommendations for action 
based on those findings. These
recommendations will depend on the
audience (Box 4). Therefore, it is critical
to involve your stakeholders in the early
stages of the evaluation so that the
recommendations that you eventually
make are relevant and useful to them.
You need to know the information your
stakeholders want and what is important
to them. Their feedback early on in the
evaluation will make their eventual
support of your recommendations 
more likely.

The purpose of your evaluation 
(e.g., to improve your program,
demonstrate its effectiveness, or
demonstrate accountability to
stakeholders) will also shape how you
frame your recommendations. Here are
some examples of recommendations for different audiences:

Audience: Local counter-marketing program
Purpose of evaluation: Improve program efforts.
Recommendation: Thirty-five percent of African Americans in
Region 2 recalled the content of counter-marketing messages.
To meet the current objective of a 50% recall rate among this
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Potential audiences for recommendations

■ Local programs.

■ The state health department.

■ City councils.

■ State legislators.

■ Schools.

■ Workplace owners.

■ Parents.

■ Police departments or enforcement agencies.

■ Restaurant managers.

■ Health care providers.

■ Smoking-cessation programs.

■ Contractors.

■ Health insurance agencies.

■ Retailers.

■ Youth advocacy groups.

Box 4



population group, we recommend developing culturally
appropriate media messages and increasing the number of
messages targeted to the African American media market 
in this region.

Audience: Schools/school boards/school administrations.
Purpose of evaluation: Demonstrate effectiveness; improve
program efforts.
Recommendation: Although all schools in School District A
have implemented CDC-recommended tobacco-free guidelines,
only 10% of these schools actively enforce the guidelines. We
recommend increasing the number of enforcement activities 
in School District A. One way to do this is to have the school
boards work with local coalitions to provide incentives and
commendations for exemplary schools; another is to designate
school enforcement officials.

Audience: Legislators.
Purpose of evaluation: Demonstrate effectiveness.
Recommendation: Last year, a targeted education and media
campaign about the dangers of ETS and the benefits of smoke-
free homes was conducted across the state. Eighty percent of
adults were reached by the campaign and reported having
smoke-free home rules—a twofold increase from the year
before. We recommend the campaign be continued and
expanded to include smoke-free automobiles.

Audience: City council.
Purpose of evaluation: Demonstrate effectiveness.
Recommendation: In June of this past year, City C passed a
complete ban on smoking in bars and restaurants. Data from
our smoke-free-air hotline indicate that 30% of establishments
are still not complying with this new ordinance. We recommend
that you incorporate compliance checks for this ordinance 
into the city’s health-inspection site visits, apply penalties for
violation, and citations for compliance.

Audience: Funding source.
Purpose of evaluation: Demonstrate fiscal accountability.
Recommendation: For the past year, the tobacco control
program has worked through local coalitions, educational
campaigns, and media efforts to increase awareness and support
for smoke-free indoor air policies. As a result, public support 
for strong smoke-free indoor air policies has increased to 85%,
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up from 70% last year, and there has been a 25% increase in the
number of workplaces with voluntary smoke-free policies. We
recommend continued support for a comprehensive program
that includes efforts to address the dangers of ETS and the need
for policy change.

Audience: Legislators.
Purpose of evaluation: Monitor trends.
Recommendation: During the past 5 years, smoking-cessation
attempts by young adults have decreased. Only 10% of young
adult smokers attempted to quit smoking in the past year.
We recommend that the program focus on targeting smoking-
cessation messages and making cessation services available to
young adults across the state.

Sharing the results and the
lessons learned from
evaluation
After you have decided on the
recommendations, the next step 
is to share the evaluation results with
your stakeholders and others who should
be aware of the information (Box 4).

Dissemination is the process of commu-
nicating either the procedures or the les-
sons learned from an evaluation in a
timely, unbiased, and consistent manner.
Planning effective communication
requires considering the timing, style,
tone, message source, vehicle, and format
of information products.

An evaluation report tailored to your
audience is an appropriate method for
communicating and disseminating the
results of the evaluation. The evaluation
report must clearly, succinctly, and
impartially communicate all parts of the
evaluation (Box 5). The report should be
written so that it is easy to understand. It
need not be lengthy or technical. You
should also consider oral presentations tailored to various
audiences. Examples of evaluation reports available on the
Internet are listed under “Resources” at the end of this chapter.
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Tips for writing and disseminating your
evaluation report(s)3

■ Tailor the report to your audience; you may need a
different version of your report for each segment of
your audience.

■ Describe essential features of the program.

■ Summarize the stakeholder roles and involvement.

■ Explain the focus of the evaluation and its
limitations.

■ Summarize the evaluation plan and procedures.

■ List the strengths and weaknesses of the evaluation.

■ Present clear and succinct results and
recommendations.

■ List the advantages and disadvantages of the
recommendations.

■ Remove technical jargon.

■ Use examples, illustrations, graphics, and stories.

■ Verify that the report is unbiased and accurate.

■ Provide interim and final reports to intended users
in time for use.

■ Distribute reports to as many stakeholders as
possible.

Box 5



A traditional outline for an evaluation report might look like this:

Executive Summary

Background and Purpose
Program background
Evaluation rationale
Program description

Evaluation Methods
Design
Sampling procedures
Measures or indicators
Data-collection procedures
Data-processing procedures
Analysis
Limitations

Results

Discussion and Recommendations

Appendices

Using the information
The ultimate purpose of program evaluation is to use the
information to improve programs. The purpose(s) you
identified early in the evaluation process should guide the 
use of the evaluation results. The evaluation results can be 
used to demonstrate the effectiveness of your program, identify
ways to improve your program, modify program planning,
demonstrate accountability, and justify funding.

Additional uses include the following:

■ To demonstrate to legislators or other stakeholders that
resources are being well spent and that the program is
effective.

■ To aid in forming budgets and justify the allocation of
resources.

■ To compare outcomes with those of previous years.

■ To compare actual outcomes with intended outcomes.

■ To suggest realistic intended outcomes.

■ To support annual and long-range planning.

■ To focus attention on issues important to your program.

■ To promote your program.

■ To identify partners for collaborations.

■ To enhance the image of your program.
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Activities that promote
the use of evaluation 

findings23

■ Design the evaluation from
the start to achieve
intended uses by intended
users.

■ Prepare stakeholders for
eventual use by rehearsing
how different conclusions
could affect program
operations.

■ Provide continuous
feedback to stakeholders
about interim findings and
decisions to be made that
might affect the likelihood
of use.

■ Schedule follow-up
meetings with intended
users to facilitate the
transfer of evaluation
findings into strategic
decision making.



■ To retain or increase funding.

■ To provide direction for program staff.

■ To identify training and technical assistance needs.

Evaluation is a practical tool that
states can use to inform programs’
efforts and assess their impact.
Program evaluation should be well
integrated into the day-to-day
planning, implementation, and
management of public health
programs. Program evaluation
complements CDC’s operating
principles for public health, which
include using science as a basis for
decision making and action,
expanding the quest for social equity,
performing effectively as a service
agency, and making efforts outcome-
oriented. These principles highlight
the need for programs to develop
clear plans, inclusive partnerships,
and feedback systems that support
ongoing improvement. CDC is
committed to providing additional
tools and technical assistance to states
and tobacco control partners to build
and enhance their capacity for
evaluation.

6. Ensure Use of Evaluation Findings and Share Lessons Learned
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✔ Checklist for ensuring that
evaluation findings are used 
and sharing lessons learned
■ Identify strategies to increase the likelihood that

evaluation findings will be used.

■ Identify strategies to reduce the likelihood that
information will be misinterpreted.

■ Provide continuous feedback to the program.

■ Prepare stakeholders for the eventual use of
evaluation findings.

■ Identify training and technical assistance needs.

■ Use evaluation findings to support annual and long-
range planning.

■ Use evaluation findings to promote your program.

■ Use evaluation findings to enhance the public image
of your program.

■ Schedule follow-up meetings to facilitate the
transfer of evaluation conclusions.

■ Disseminate procedures used and lessons learned to
stakeholders.

■ Consider interim reports to key audiences.

■ Tailor evaluation reports to audience(s.)

■ Revisit the purpose(s) of the evaluation when
preparing recommendations.

■ Present clear and succinct findings in a timely
manner.

■ Avoid jargon when preparing or presenting
information to stakeholders.

■ Disseminate evaluation findings in several ways.
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Resources
1. CDC Evaluation Working Group

www.cdc.gov/eval

2. Tell Your Story: Guidelines for Preparing an Evaluation Report
www.dhs.cahwnet.gov/ps/cdic/ccb/TCS/html/
Evaluation_Resources.htm

3. Criteria for Sound Evaluation Reports
Online Evaluation Resource Library (OERL)
www.ctl.sri.com/oerl/reports/reportscrit.html

Sample State Evaluation Reports

■ Alaska www.hss.state.ak.us/dph/tobacco%20report%20final.pdf

■ California www.dhs.ca.gov/tobacco/html/Evaluation_Reports.htm

■ Massachusetts www.state.ma.us/dph/mtcp/report.htm

■ Oregon www.ohd.hr.state.or.us/tobacco/arpt2000/welcome.htm

Sample Youth Tobacco Survey (YTS) Reports

■ Arizona www.tepp.org/evaluation/2000youthsurvey/index.html

■ Florida www.state.fl.us/tobacco  (click on research)

■ Georgia www.ph.dhr.state.ga.us
www.ph.dhr.state.ga.us/programs/tobacco/pdfs/summaryreport99.pdf

■ Iowa www.idph.state.ia.us/resources.htm
www.idph.state.ia.us/sa/Tobacco/iytsfinalreport.pdf

■ Kansas www.kdhe.state.ks.us/tobacco/resources/kyts_99.pdf

■ Mississippi www.msdh.state.ms.us/tobacco

■ New Jersey www.state.nj.us/health/as/smoking.htm

■ North Carolina www.communityhealth.dhhs.state.nc.us/tobacco/Survey/survey.htm

■ Oklahoma www.health.state.ok.us/PROGRAM/tobac/ytsreports.htm

■ Tennessee ftp://170.142.76.180/2000TnYTS.pdf

■ Texas www.tdh.state.tx.us/otpc/stats/statistics.htm

■ Wisconsin www.dhfs.state.wi.us/health/Tobaccocontrol/INDEX.htm

The resources listed here include links to some
nongovernmental organizations’ Web sites. These sites are
provided solely as examples. Links do not constitute an
endorsement of these organizations’ materials or programs
by CDC or the federal government. CDC is not responsible
for the content of any individual organization’s Web pages
found at these links.



1. Centers for Disease Control and Prevention. Smoking-
attributable mortality and years of potential life lost—
United States, 1984. MMWR 1997;46(20):441–51.

2. Best Practices for Comprehensive Tobacco Control Programs.
Atlanta GA: Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health;1999. Available
from: URL: www.cdc.gov/tobacco/bestprac.htm

3. Centers for Disease Control and Prevention. Framework for
program evaluation in public health practice. MMWR
1999;48(No. RR-11):1–40.

4. U.S. Department of Health and Human Services. Healthy
People 2010: 2nd ed. With Understanding and Improving
Health and Objectives for Improving Health. 2 vols.
Washington, DC: U.S. Government Printing Office; 2000.
Available from: URL: www.health.gov/healthypeople

5. Centers for Disease Control and Prevention. Medical-care
expenditures attributable to cigarette smoking—United
States, 1993. MMWR 1994;43(26):469–72.

6. Herdman R, Hewitt M, Laschover M. Smoking-Related
Deaths and Financial Costs: Office of Technology Assessment
Estimates for 1990—OTA testimony before the Senate Special
Committee on Aging. Washington, DC: U.S. Congress, Office
of Technology Assessment testimony; May 6, 1993.

7. Centers for Disease Control and Prevention. Cigarette
smoking among adults—United States, 1993. MMWR
1994;43(50):925–30.

8. Preventing Tobacco Use Among Young People: A Report of the
Surgeon General. Atlanta, GA: Centers for Disease Control
and Prevention, National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking and
Health; 1994. [Reprinted, with corrections, July 1994.]

9. Centers for Disease Control and Prevention. Projected
smoking-related deaths among youth—United States.
MMWR 1996;45(44):971–4.

10. Ernster VL, Grady DG, Greene JC, Walsh M, Robertson P,
Daniels TE, et al. Smokeless tobacco use and health effects
among baseball players. JAMA 1990;264(2):218–24.

77

References



11. Tomar SL, Winn DM, Swango PA, Giovino GA, Kleinman
DV. Oral mucosal smokeless tobacco lesions among
adolescents in the United States. J Dental Res 1997;76
(6):1277–86.

12. National Cancer Institute. Cigars: health effects and 
trends. In: Smoking and Tobacco Control Monograph No. 9.
Bethesda, MD: National Institutes of Health, National
Cancer Institute; 1998. (NIH Pub. No. 98-4302)

13. Centers for Disease Control and Prevention. Youth tobacco
surveillance—United States, 1998–1999. MMWR 2000;49
(SS-10):1–93.

14. Davis RM. Exposure to environmental tobacco smoke:
identifying and protecting those at risk. JAMA 1998;280
(22):1947–9.

15. National Cancer Institute. Health effects of exposure to
environmental tobacco smoke: the report of the California
Environmental Protection Agency. In: Smoking and Tobacco
Control Monograph No. 10. Bethesda, MD: National
Institutes of Health, National Cancer Institute; 1999. (NIH
Pub. No. 99-4645)

16. Environmental Protection Agency. Respiratory Health Effects
of Passive Smoking: Lung Cancer and Other Disorders.
Washington, DC: Environmental Protection Agency, Office
of Research and Development, Office of Air and Radiation;
1992. (Pub. No. EPA/600/6-90/006F)

17. Green LW, Eriksen MP, Bailey L, Husten C. Achieving the
implausible in the next decade’s tobacco control objectives.
Am J Public Health 2000;90(3):337–9.

18. Patton MQ. Utilization-Focused Evaluation: The New
Century Text. 3rd ed. Thousand Oaks, CA: Sage
Publications; 1997.

19. WHO European Working Group on Health Promotion
Evaluation. Health Promotion Evaluation: Recommendations
to Policy-Makers: Report of the WHO European Working
Group on Health Promotion Evaluation. Copenhagen,
Denmark: World Health Organization, Regional Office 
for Europe; 1998. Available from: URL: www.who.dk/
document/e60706.pdf.

20. Joint Committee on Standards for Educational Evaluation.
The Program Evaluation Standards: How to Assess Evaluations
of Educational Programs. 2nd ed. Thousand Oaks, CA: Sage
Publications; 1994.

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

78



21. Centers for Disease Control and Prevention. Prevention
Research Centers: At a Glance 2001. Available from: URL:
www.cdc.gov/prc/glance.htm.

22. Green LW, George MA, Daniel M, Frankish CJ, Herbert CP,
Bowie WR, et al. Study of Participatory Research in Health
Promotion: Review and Recommendations for the
Development of Participatory Research in Health Promotion
in Canada. Ottawa, Canada: Royal Society of Canada; 1995.

23. The University of Texas–Houston Health Sciences Center
School of Public Health and The Texas Health Department.
Practical Evaluation of Public Health Programs. Atlanta, GA:
Centers for Disease Control and Prevention. Available from:
URL: www.cdc.gov/phtn/Pract-Eval/workbook.htm.

24. Green LW, Kreuter MW. Health Promotion Planning: An
Educational and Ecological Approach. 3rd ed. Mountain
View, CA: Mayfield Publishing Company; 1999.

25. Green LW, Ottoson JM. Community and Population Health.
8th ed. Boston, MA: WCB/McGraw-Hill; 1999.

26. Green LW, Lewis FM. Measurement and Evaluation in Health
Education and Health Promotion. Palo Alto, CA: Mayfield
Publishing Company; 1986.

27. Measuring Program Outcomes: A Practical Approach.
Alexandria, VA: United Way of America; 1996.

28. Bond SL, Boyd SE, Rapp KA. Taking Stock: A Practical 
Guide to Evaluating Your Own Programs. Chapel Hill,
NC: Horizon Research; 1997.

29. The Health Communication Unit at the Centre for Health
Promotion, University of Toronto. Evaluating Health
Promotion Programs. Toronto, Ontario, Canada: The Banting
Institute; 1998. Available from: URL: www.thcu.ca/
infoandresources/publications/Eval%20HPP-020801.pdf.

References

79





Glossary
Accountability: The responsibility of program managers and
staff to provide evidence to stakeholders and funding agencies
that a program is effective and in conformance with its coverage,
service, legal, and fiscal requirements.

Accuracy: The extent to which an evaluation is truthful or valid
in what it says about a program, project, or material.

Activities: The actual events or actions that take place as a part
of the program.

Attitudes: People’s biases, inclinations, or tendencies that
influence their response to situations, activities, people, or
program goals.

Baseline information: Data gathered on the target population
before a tobacco control program begins.

Capacity: The resources (e.g., competent staff, appropriate data-
collection systems, sufficient funding) to conduct an evaluation.

Case study: An intensive, detailed description and analysis of a
single project or program in the context of its environment.

Competency: The knowledge and experience needed to conduct
surveillance and evaluation.

Cross-sectional data: Observations collected at one point in
time.

Data: Documented information or evidence of any kind.

Data analysis: The process of systematically applying statistical
and logical techniques to describe, summarize, and compare
data.

Data-collection instrument: A form or set of forms used to
collect information for an evaluation (e.g., questionnaires,
interview guides, intake forms, participation logs, attendance
records). It may be developed specifically for an evaluation or
modified from existing instruments.
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Data-collection plan: A written document describing the
specific procedures to be used to gather the evaluation data. The
document describes who collects the information, when and
where it is collected, and how it is obtained.

Database: A collection of information that has been
systematically organized for easy access and analysis. Databases
typically are computerized.

Dissemination: The process of communicating either the
procedures or the lessons learned from an evaluation in a timely,
unbiased, and consistent manner.

Executive summary: A nontechnical summary statement
designed to provide a quick overview of the full-length report
on which it is based.

Experimental designs: In evaluation, methods that involve
randomly assigning people in the target population to one of
two or more groups in order to eliminate the effects of history
and maturation. The program’s effects are measured by
comparing the change in one group or set of groups with the
change in another group or set of groups.

Evaluation plan: A written document describing the overall
approach or design that will be used to guide an evaluation. It
includes what will be done, how it will be done, who will do it,
when it will done, why the evaluation is being conducted, and
how the findings will likely be used.

Feasibility: The extent to which resources allow an evaluation to
be conducted.

Focus group: A group of people selected for their relevance to
an evaluation that is engaged by a trained facilitator in a series
of discussions designed for sharing insights, ideas, and
observations on a topic of concern.

Indicator: A specific, observable, and measurable characteristic
or change that shows the progress a program is making toward
achieving a specified outcome.

Infrastructure: All the components necessary to conduct an
evaluation (e.g., experienced staff, adequate funding).
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Inputs: Resources that go into a program.

Logic model: A systematic and visual way to present the
perceived relationships among the resources you have to operate
the program, the activities you plan to do, and the changes or
results you hope to achieve.

Longitudinal data: Observations collected over a period of
time; the sample (instances or cases) may or may not be the
same each time but the population remains constant.

Objectives: Statements describing the results to be achieved and
the manner in which these results will be achieved.

Outputs: The direct products of program activities; immediate
measures of what the program did.

Outcomes: The results of program operations or activities; the
effects triggered by the program. (For example, increased
knowledge, changed attitudes or beliefs, reduced tobacco use,
reduced tobacco-related morbidity and mortality.)

Outcome evaluation: the systematic collection of information
to assess the impact of a program, present conclusions about the
merit or worth of a program, and make recommendations about
future program direction or improvement.

Posttest: A test or measurement taken after services or activities
have ended. It is compared with the results of a pretest to show
evidence of the effects or changes resulting from the services or
activities being evaluated.

Pretest: A test or measurement taken before services or activities
begin. It is compared with the results of a posttest to show
evidence of the effects of the services or activities being
evaluated. A pretest can be used to obtain baseline data.

Process evaluation: The systematic collection of information to
document and assess how a program was implemented and
operates.

Program evaluation: The systematic collection of information
about the activities, characteristics, and outcomes of programs
to make judgments about the program, improve program
effectiveness, and/or inform decisions about future program
development.
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Program goal: A statement of the overall mission or purpose(s)
of the program.

Propriety: The extent to which the evaluation has been
conducted in a manner that evidences uncompromising
adherence to the highest principles and ideals (including
professional ethics, civil law, moral code, and contractual
agreements).

Qualitative methods: Ways of collecting information on the
knowledge, attitudes, beliefs, and behaviors of the target
population. In general, information gathered using qualitative
methods is not given a numerical value.

Quasi-experimental design: In evaluation, methods that do not
involve randomly assigning members of the target population
either to an intervention or to a comparison group.

Resources: Assets available and anticipated for operations. They
include people, equipment, facilities, and other things used to
plan, implement, and evaluate public programs whether or not
paid for directly by public funds.

Sample: A subset of people in a particular population.

Sampling frame: Complete list of all people or households in
the target population.

Stakeholder: People or organizations who are invested in the
program or who are interested in the results of the evaluation or
what will be done with results of the evaluation.

Standard: A principle commonly agreed to by experts in the
conduct and use of an evaluation for the measure of the value or
quality of an evaluation (e.g. accuracy, feasibility, propriety,
utility).

Surveillance: The ongoing, systematic collection, analysis, and
interpretation of data (e.g., regarding agent/hazard, risk factor,
exposure, health event) essential to the planning, implemen-
tation, and evaluation of public health practice, closely
integrated with the timely dissemination of these data to those
responsible for prevention and control.
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Survey: A quantitative (nonexperimental) method of collecting
information on the target population at one point in time.
Surveys may be conducted by interview (in person or by
telephone) or by questionnaire.

Utility: The extent to which an evaluation produces and
disseminates reports that inform relevant audiences and have
beneficial impact on their work.

Glossary
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Tobacco Control Programs
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Surveillance and Evaluation Data
Resources for Comprehensive Tobacco
Control Programs
Appendix A is an at-a-glance compilation of sources of data
useful for tobacco control programs that are conducting
surveillance or evaluation. Our objective is to provide basic
information on each data source to assist state tobacco 
control programs in identifying data that are relevant to
planning, monitoring, and evaluation. The data sources listed
here provide a wide variety of tobacco-related information. For
example, the NTCP Chronicle and local program monitoring
have useful data on programmatic activities; restaurant and
work-site surveys, key informant surveys, and third-party payer
surveys have data on environmental policies and indicators;
the Youth Tobacco Survey, Adult Tobacco Survey, and media
evaluation surveys have data on individual knowledge, attitudes,
and behaviors; and the cancer registries and hospital discharge
records have data on health outcomes.

Data sources checked as “used frequently and comparable 
across states”are often used to help states develop tobacco
program objectives. Data from these sources can be used to
compare program impact and outcomes with those of other
states and the nation as a whole.

The data sources are organized under major categories: national
and state surveys, registries and vital statistics, and topic-specific
tools. The columns in each table provide the following
information:

Column 1: Data Source
■ Name of the data source.

■ General description of the data source.

Column 2: Tobacco-Related Indicators
■ Topics on which information is available. For example,

environmental tobacco smoke, tobacco-related policies,
brand preferences, type of tobacco product (cigarette, cigar,
pipe, smokeless tobacco, or bidi).

■ The range in the number of tobacco-related questions
included in the survey instrument, or—if applicable—
within the core instrument, modules, or supplements.

Column 3: Sampling Frame
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■ The level of information available: national, state,
community, or local.

■ Details on target or study population (e.g., adults, pregnant
women) or factors that were studied (e.g., media campaigns,
number of telephone calls, hospital records).

Column 4: Methodology (a); Frequency (b); Years
Completed (c)
■ (a) Study design and data collection mode (e.g., random

sample, telephone survey; convenience sample, unannounced
interviews).

■ (b) How often surveys are conducted (e.g., annually,
periodically).

■ (c) The years when data were collected.

Column 5: Comments 
■ Additional useful information.

Column 6: Contact
■ Phone number or Internet address of the organization 

where you can obtain more information.

Not all of the data sources are available in every state.
Consequently, some states may consider investing funds to
develop systems to address gaps in data. New data-collection
systems should be directly relevant to state programmatic 
goals, objectives, and activities. However, prior to choosing 
data sources or investing resources to develop new data 
systems, programs should consider some of the following 
issues: timeliness, frequency, comparability, credibility, and
available resources. For more information on these
considerations, please see CDC’s 2001 publication An
Introduction to Evaluation: Planning, Implementation and 
Use, or contact the CDC’s Office on Smoking and Health’s 
State Surveillance and Evaluation Team (telephone:
770-488-5703).

Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

90



Appendix A

91

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.
 

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
1

✔
Ad

ul
t T

ob
ac

co
 S

ur
ve

y 
(A

TS
)

■
Pr

ov
id

es
 d

at
a 

on
 a

du
lt 

to
ba

cc
o 

us
e,

kn
ow

le
dg

e,
at

tit
ud

es
,a

nd
 to

ba
cc

o
us

e 
pr

ev
en

tio
n 

an
d 

co
nt

ro
l p

ol
ic

ie
s.

■
In

di
vi

du
al

 st
at

e 
AT

Ss
 h

av
e 

be
en

 
co

nd
uc

te
d 

in
 1

5 
st

at
es

 si
nc

e 
19

86
.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

bi
di

,k
re

te
k,

an
d

sm
ok

el
es

s t
ob

ac
co

 u
se

.

■
ET

S 
ex

po
su

re
 a

nd
 p

ol
ic

ie
s.

■
C

es
sa

tio
n 

be
ha

vi
or

s.

■
H

ea
lth

 a
nd

 so
ci

al
 in

flu
en

ce
s,

pa
re

nt
al

in
vo

lv
em

en
t,

m
ed

ia
 e

xp
os

ur
e,

an
d

ot
he

r p
ol

ic
y 

iss
ue

s.

N
um

be
r o

fq
ue

st
io

ns
:F

ro
m

 6
4 

to
 1

68
.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

d 
18

 
or

 o
ld

er
.

a)
Ra

nd
om

 d
es

ig
n,

te
le

ph
on

e 
su

rv
ey

.

b)
Pe

ri
od

ic
.

St
at

e 
to

ba
cc

o 
pr

og
ra

m
s s

ho
ul

d
w

or
k 

w
ith

 B
RF

SS
 c

oo
rd

in
at

or
s 

to
 d

es
ig

n 
an

d 
im

pl
em

en
t a

n
AT

S.

C
en

te
rs

 fo
r D

ise
as

e 
C

on
tr

ol
 

an
d 

Pr
ev

en
tio

n 
(C

D
C

),
O

ffi
ce

on
 S

m
ok

in
g 

an
d 

H
ea

lth
,h

as
de

ve
lo

pe
d 

a 
st

an
da

rd
iz

ed
 

in
st

ru
m

en
t a

nd
 o

pt
io

na
l 

qu
es

tio
ns

 fo
r s

ta
te

 u
se

.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

Ad
ul

t U
se

 o
fT

ob
ac

co
 S

ur
ve

y
(A

U
TS

)

■
Pr

ov
id

es
 d

es
cr

ip
tiv

e 
in

fo
rm

at
io

n 
on

kn
ow

le
dg

e,
at

tit
ud

es
,a

nd
 b

eh
av

io
rs

re
la

te
d 

to
 to

ba
cc

o 
us

e 
pr

ev
en

tio
n

an
d 

co
nt

ro
l.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

sm
ok

el
es

s t
ob

ac
-

co
 u

se
.

■
A

ge
 o

fi
ni

tia
tio

n.

■
Ex

po
su

re
 to

 E
TS

.

■
Br

an
d 

pr
ef

er
en

ce
.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
K

no
w

le
dg

e 
an

d 
at

tit
ud

es
.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

d 
18

 
or

 o
ld

er
.

a)
Ra

nd
om

 d
es

ig
n,

te
le

ph
on

e 
su

rv
ey

.

b)
Pe

ri
od

ic
.

c)
19

64
,1

96
6,

19
70

,
19

86
.

M
os

t r
ec

en
t s

ur
ve

y 
w

as
co

m
pl

et
ed

 in
 1

98
6.

N
at

io
na

l T
ec

hn
ic

al
In

fo
rm

at
io

n 
Se

rv
ic

e.
(7

03
) 6

05
-6

58
5.

w
w

w
.n

tis
.g

ov

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

✔
Be

ha
vi

or
al

 R
is

k 
Fa

ct
or

 S
ur

ve
il-

la
nc

e 
Sy

st
em

 (B
RF

SS
)

■
Pr

ov
id

es
 d

es
cr

ip
tiv

e 
da

ta
 o

n 
he

al
th

ri
sk

 b
eh

av
io

rs
,i

nc
lu

di
ng

 to
ba

cc
o 

us
e

an
d 

pr
ev

en
tiv

e 
he

al
th

 m
ea

su
re

s i
n

ge
ne

ra
l.

■
Th

e 
su

rv
ey

 b
eg

an
 in

 1
98

4 
w

ith
 1

5
st

at
es

 p
ar

tic
ip

at
in

g.
Si

nc
e 

19
96

,a
ll 

50
st

at
es

 h
av

e 
pa

rt
ic

ip
at

ed
.

To
pi

cs
:

Th
e 

to
ba

cc
o 

to
pi

cs
 v

ar
y 

by
 y

ea
r.

In
 2

00
1,

th
ey

 w
er

e—

■
C

ig
ar

et
te

,c
ig

ar
,s

m
ok

el
es

s t
ob

ac
co

,
pi

pe
,a

nd
 b

id
i u

se
.

■
A

ge
 o

fi
ni

tia
tio

n.

■
C

es
sa

tio
n 

be
ha

vi
or

s.

■
ET

S 
po

lic
ie

s a
nd

 r
ul

es
.

N
um

be
r o

fq
ue

st
io

ns
:F

ro
m

 5
 to

 1
7.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

 1
8 

or
ol

de
r.

a)
Ra

nd
om

 d
es

ig
n,

te
le

ph
on

e 
su

rv
ey

.

b)
A

nn
ua

l.

c)
19

84
–p

re
se

nt
.

19
96

:C
D

C
 c

ha
ng

ed
 it

s d
ef

in
i-

tio
n 

of
a 

ci
ga

re
tte

 sm
ok

er
.

19
98

:t
ob

ac
co

 to
pi

cs
 a

dd
ed

 to
th

e 
op

tio
na

l m
od

ul
es

,i
n 

ad
di

-
tio

n 
to

 th
os

e 
in

 th
e 

co
re

 q
ue

s-
tio

nn
ai

re
.

St
at

e 
to

ba
cc

o 
pr

og
ra

m
s s

ho
ul

d
w

or
k 

w
ith

 B
RF

SS
 c

oo
rd

in
at

or
s

to
 h

av
e 

to
ba

cc
o-

re
la

te
d 

qu
es

-
tio

ns
 a

dd
ed

 to
 st

at
e 

su
rv

ey
.

D
iv

isi
on

 o
fA

du
lt 

an
d

C
om

m
un

ity
 H

ea
lth

,
C

en
te

rs
 fo

r D
ise

as
e

C
on

tr
ol

 a
nd

 P
re

ve
nt

io
n.

(7
70

) 4
88

-2
45

5.
w

w
w

.c
dc

.g
ov

/n
cc

dp
hp

/
BR

FS
S

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

92

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

C
an

ce
r P

re
ve

nt
io

n 
St

ud
y 

(C
PS

II
)

■
Pr

ov
id

es
 d

at
a 

on
 a

ge
 a

nd
 c

au
se

 o
f

de
at

h 
fo

r a
 p

ro
sp

ec
tiv

e 
co

ho
rt

 o
f

1.
2 

m
ill

io
n 

pe
op

le
 n

at
io

nw
id

e 
sin

ce
19

82
.

■
In

fo
rm

at
io

n 
ab

ou
t t

ob
ac

co
 u

se
,

m
ed

ic
al

 h
ist

or
y,

di
et

ar
y 

ha
bi

ts
,e

nv
i-

ro
nm

en
t,

an
d 

ot
he

r h
ea

lth
 d

et
er

m
i-

na
nt

s a
re

 re
co

rd
ed

 a
nd

 re
la

te
d 

to
ca

us
es

 o
fd

ea
th

.

To
pi

cs
:

■
C

ig
ar

et
te

 u
se

.

■
Ag

e 
of

in
iti

at
io

n.

■
Br

an
d 

pr
ef

er
en

ce
.

■
D

eg
re

e 
of

in
ha

la
tio

n.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 3
 to

 9
.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

d 
35

 o
r o

ld
er

.

a)
C

oh
or

t s
tu

dy
 w

ith
co

nv
en

ie
nc

e 
sa

m
pl

e,
se

lf-
ad

m
in

ist
er

ed
su

rv
ey

.

b)
Bi

en
ni

al
 fo

llo
w

-u
p.

c)
Se

pt
em

be
r1

98
2–

pr
es

en
t.

M
or

e 
re

pr
es

en
ta

tiv
e 

of
m

id
dl

e
cl

as
s,

w
hi

te
 A

m
er

ic
an

s (
96

%
 

of
sa

m
pl

e)
 th

an
 th

e 
na

tio
na

l
po

pu
la

tio
n 

as
 a

 w
ho

le
.

A
m

er
ic

an
 C

an
ce

r S
oc

ie
ty

.
(4

04
) 3

29
-7

76
2.

w
w

w
.c

an
ce

r.o
rg

✔
Cu

rr
en

t P
op

ul
at

io
n 

Su
rv

ey
(C

PS
)

■
Pr

ov
id

es
 a

 c
om

pr
eh

en
siv

e 
bo

dy
 o

f
da

ta
 o

n 
th

e 
em

pl
oy

m
en

t a
nd

 u
ne

m
-

pl
oy

m
en

t e
xp

er
ie

nc
e 

of
th

e 
U

.S
.p

op
-

ul
at

io
n,

cl
as

sif
ie

d 
by

 a
ge

,s
ex

,r
ac

e,
an

d 
a 

va
ri

et
y 

of
ot

he
r c

ha
ra

ct
er

ist
ic

s.

■
Pe

ri
od

ic
 su

pp
le

m
en

ts
 h

av
e 

in
cl

ud
ed

to
ba

cc
o-

re
la

te
d 

m
ea

su
re

s.

To
pi

cs
:

Pe
ri

od
ic

 m
ea

su
re

s h
av

e 
in

cl
ud

ed
—

■
C

ig
ar

et
te

,p
ip

e,
ci

ga
r,

an
d 

sm
ok

el
es

s u
se

.

■
Ag

e 
of

in
iti

at
io

n.

■
ET

S 
ex

po
su

re
.

■
C

es
sa

tio
n 

be
ha

vi
or

.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 5
 to

 4
6.

N
at

io
na

l a
nd

 
st

at
e 

le
ve

ls.

Su
bj

ec
ts

:
Pe

op
le

 a
ge

d 
15

 o
r o

ld
er

.

a)
Ra

nd
om

 d
es

ig
n,

ho
us

eh
ol

d 
in

te
rv

ie
w

w
ith

 te
le

ph
on

e 
fo

llo
w

-u
p.

b)
Pe

ri
od

ic
.

c)
19

68
–p

re
se

nt
.

In
cl

ud
es

 se
lf-

re
po

rt
ed

 a
nd

pr
ox

y-
re

po
rt

ed
 d

at
a,

da
ta

 fr
om

To
ba

cc
o 

U
se

 S
up

pl
em

en
t

av
ai

la
bl

e 
19

92
–1

99
3,

19
95

–1
99

6,
an

d 
19

98
–1

99
9.

N
at

io
na

l C
an

ce
r I

ns
tit

ut
e.

(3
01

) 4
35

-3
84

8.
ht

tp
://

ap
pl

ie
dr

es
ea

rc
h.

ca
nc

er
.g

ov
/R

isk
Fa

ct
or

/
to

ba
cc

o/
in

de
x.

ht
m

l

U
.S

.C
en

su
s B

ur
ea

u.
(3

01
) 4

57
-4

10
0

w
w

w
.c

en
su

s.g
ov

/a
ps

d/
te

ch
do

c/
cp

s/
cp

s-
m

ai
n.

ht
m

l



Appendix A

93

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

M
on

ito
ri

ng
 th

e 
Fu

tu
re

 (M
TF

)

■
Pr

ov
id

es
 a

nn
ua

l d
at

a 
on

 b
eh

av
io

rs
,

kn
ow

le
dg

e,
at

tit
ud

es
,a

nd
 v

al
ue

s
re

la
te

d 
to

 th
e 

us
e 

of
an

 a
rr

ay
 o

f
ps

yc
ho

ac
tiv

e 
su

bs
ta

nc
es

,b
ot

h 
ill

ic
it

an
d 

lic
it,

am
on

g 
A

m
er

ic
an

 se
co

nd
-

ar
y 

sc
ho

ol
 st

ud
en

ts
,c

ol
le

ge
 

st
ud

en
ts

,a
nd

 y
ou

ng
 a

du
lts

.

To
pi

cs
:

■
C

ig
ar

et
te

 u
se

.

■
Ag

e 
of

in
iti

at
io

n.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
Br

an
d 

pr
ef

er
en

ce
.

■
Yo

ut
h 

ac
ce

ss
.

■
En

fo
rc

em
en

t.

■
M

ed
ia

 a
w

ar
en

es
s.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 3
 to

 6
4.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
8t

h,
10

th
,a

nd
 1

2t
h

gr
ad

e 
st

ud
en

ts
,a

nd
yo

un
g 

ad
ul

ts
.

a)
Ra

nd
om

 d
es

ig
n,

se
lf-

ad
m

in
ist

er
ed

sc
ho

ol
-b

as
ed

 su
rv

ey
,

fo
llo

w
-u

p 
su

rv
ey

m
ai

le
d 

to
 c

oh
or

t
po

pu
la

tio
n.

b)
A

nn
ua

l.

c)
19

75
–p

re
se

nt
.

12
th

 g
ra

de
rs

 su
rv

ey
ed

 si
nc

e
19

75
,a

nd
 8

th
 a

nd
 1

0t
h 

gr
ad

er
s

su
rv

ey
ed

 si
nc

e 
19

91
.

A
nn

ua
l f

ol
lo

w
-u

p 
qu

es
tio

n-
na

ire
s a

re
 m

ai
le

d 
to

 a
 n

at
io

na
l-

ly
 re

pr
es

en
ta

tiv
e 

sa
m

pl
e 

of
ea

ch
 h

ig
h 

sc
ho

ol
 g

ra
du

at
in

g
cl

as
s f

or
 a

 n
um

be
r o

fy
ea

rs
af

te
r t

he
ir

 in
iti

al
 p

ar
tic

ip
at

io
n.

Pr
ev

al
en

ce
 a

nd
 tr

en
d 

da
ta

av
ai

la
bl

e 
fo

r c
oh

or
t p

op
ul

at
io

n
th

at
 is

 n
ow

 b
et

w
ee

n 
35

–4
0

ye
ar

s o
ld

.

N
at

io
na

l I
ns

tit
ut

e 
on

 D
ru

g 
A

bu
se

.
(8

88
) 7

41
-7

24
2.

w
w

w
.m

on
ito

ri
ng

th
e

fu
tu

re
.o

rg
w

w
w

.is
r.u

m
ic

h.
ed

u

N
at

io
na

l H
ea

lth
 a

nd
 N

ut
ri

tio
n

Ex
am

in
at

io
n 

Su
rv

ey
 (N

H
A

N
ES

)

■
Pr

ov
id

es
 d

at
a 

on
 th

e 
he

al
th

 a
nd

 d
ie

t
of

th
e 

U
.S

.p
op

ul
at

io
n 

na
tio

nw
id

e.
In

cl
ud

es
 in

fo
rm

at
io

n 
on

 th
e 

pr
ev

a-
le

nc
e 

of
se

le
ct

ed
 d

ise
as

es
 a

nd
 ri

sk
 

fa
ct

or
s;

th
e 

po
pu

la
tio

n’
s a

w
ar

en
es

s,
kn

ow
le

dg
e,

an
d 

at
tit

ud
es

;a
nd

 p
re

-
ve

nt
io

n 
an

d 
co

nt
ro

l o
fs

el
ec

te
d 

di
s-

ea
se

s.
Th

e 
su

rv
ey

 a
lso

 in
cl

ud
es

 a
m

ed
ic

al
 e

xa
m

in
at

io
n 

fo
r p

ar
tic

ip
an

ts
an

d 
a 

la
bo

ra
to

ry
 c

om
po

ne
nt

.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

sm
ok

el
es

s
to

ba
cc

o 
us

e.

■
ET

S 
ex

po
su

re
.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
Br

an
d 

pr
ef

er
en

ce
.

■
Se

ru
m

 c
on

tin
ue

 m
ea

su
re

m
en

ts
.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 3
5 

to
 6

2.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
H

ou
se

ho
ld

s,
fa

m
i-

lie
s,

an
d 

in
di

vi
du

al
s

ag
ed

 4
 o

r o
ld

er
.

a)
Ra

nd
om

 d
es

ig
n;

ho
us

eh
ol

d 
an

d
m

ob
ile

 u
ni

t s
ur

ve
y.

(b
 a

nd
 c

) 
Pe

ri
od

ic
:

■
19

71
–1

97
5.

(N
H

A
N

ES
 I)

■
19

76
–1

98
0.

(N
H

A
N

ES
 II

)
■

19
88

–1
99

4.
(N

H
A

N
ES

 II
I)

A
nn

ua
l:

■
19

99
–p

re
se

nt
.

Th
is 

is 
th

e 
on

ly
 m

aj
or

 su
rv

ey
th

at
 p

ro
vi

de
s s

er
um

 c
ot

in
in

e
m

ea
su

re
m

en
ts

 (f
or

 su
bj

ec
ts

ag
e 

4 
an

d 
ol

de
r)

.

Lo
w

 in
co

m
e 

pe
rs

on
s,

ad
ol

es
-

ce
nt

s 1
2–

19
 y

ea
rs

,p
er

so
ns

 
60

+ 
ye

ar
s o

fa
ge

,A
fr

ic
an

A
m

er
ic

an
s a

nd
 M

ex
ic

an
A

m
er

ic
an

s a
re

 o
ve

rs
am

pl
ed

 
to

 p
ro

vi
de

 si
gn

ifi
ca

nt
 d

at
a 

fo
r t

he
se

 g
ro

up
s.

N
at

io
na

l C
en

te
r f

or
 

H
ea

lth
 S

ta
tis

tic
s,

C
en

te
rs

fo
r D

ise
as

e 
C

on
tr

ol
 a

nd
Pr

ev
en

tio
n.

(3
01

) 4
58

-4
68

1.
w

w
w

.c
dc

.g
ov

/N
C

H
S/

nh
an

es



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

94

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: A
TS

 =
 A

du
lt 

To
ba

cc
o 

Su
rv

ey
. B

RF
SS

 =
 B

eh
av

io
ra

l R
is

k 
Fa

ct
or

 S
ur

ve
illa

nc
e 

Sy
st

em
. E

TS
 =

 e
nv

iro
nm

en
ta

l t
ob

ac
co

 s
m

ok
e.

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

✔
N

at
io

na
l H

ea
lth

 In
te

rv
ie

w
Su

rv
ey

 (N
H

IS
)

■
Pr

ov
id

es
 d

at
a 

on
 U

.S
.h

ea
lth

 is
su

es
,

in
cl

ud
in

g 
in

ci
de

nc
e 

an
d 

pr
ev

al
en

ce
 o

f
ac

ut
e 

an
d 

ch
ro

ni
c 

co
nd

iti
on

s a
nd

pe
op

le
’s 

kn
ow

le
dg

e 
an

d 
at

tit
ud

es
ab

ou
t h

ea
lth

 st
at

us
 a

nd
 h

ea
lth

 c
ar

e
us

e.
Th

is 
is 

th
e 

pr
im

ar
y 

so
ur

ce
 o

f
da

ta
 o

n 
cu

rr
en

t h
ea

lth
 is

su
es

 in
 th

e
U

ni
te

d 
St

at
es

.I
n 

ad
di

tio
na

l t
o 

th
e

ba
sic

 su
rv

ey
 p

ro
to

co
l,

ea
ch

 y
ea

r t
he

re
ar

e 
su

pp
le

m
en

ts
 to

 th
e 

su
rv

ey
 to

 c
ol

-
le

ct
 in

fo
rm

at
io

n 
on

 sp
ec

ifi
c 

to
pi

cs
.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

bi
di

,
sm

ok
el

es
s t

ob
ac

co
 u

se
.

■
Ag

e 
of

in
iti

at
io

n.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
ET

S 
po

lic
ie

s.

■
Ex

po
su

re
.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 1
8 

to
 5

5.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

d 
18

 o
r

ol
de

r.
In

 1
99

7,
qu

es
tio

nn
ai

re
re

de
sig

n 
w

as
 fu

lly
im

pl
em

en
te

d.

a)
Ra

nd
om

 d
es

ig
n,

ho
us

eh
ol

d 
su

rv
ey

.

(b
 a

nd
 c

) 

Pe
ri

od
ic

.
■

19
65

–1
98

7.

A
nn

ua
l.

■
19

90
–p

re
se

nt
.

To
ba

cc
o 

m
ea

su
re

s a
re

 lo
ca

te
d

in
 c

or
e 

qu
es

tio
nn

ai
re

 a
nd

op
tio

na
l m

od
ul

es
.

19
97

 re
de

sig
n 

tr
ip

le
d 

st
at

e-
sp

ec
ifi

c 
sa

m
pl

e 
siz

e.

H
isp

an
ic

s a
nd

 A
fr

ic
an

A
m

er
ic

an
s a

re
 o

ve
rs

am
pl

ed
.

D
at

a 
fr

om
 N

H
IS

 is
 u

se
d 

to
m

on
ito

r p
ro

gr
es

s i
n 

ac
hi

ev
in

g
na

tio
na

l H
ea

lth
y 

Pe
op

le
 2

01
0

to
ba

cc
o 

ob
je

ct
iv

es
 re

la
te

d 
to

ad
ul

ts
.

N
at

io
na

l C
en

te
r f

or
 H

ea
lth

St
at

ist
ic

s,
C

en
te

rs
 fo

r
D

ise
as

e 
C

on
tr

ol
 a

nd
Pr

ev
en

tio
n.

(3
01

) 4
58

-4
00

1.
w

w
w

.c
dc

.g
ov

/n
ch

s/
da

ta

N
at

io
na

l H
ou

se
ho

ld
 S

ur
ve

y 
on

D
ru

g 
Ab

us
e 

(N
H

SD
A

)

■
Pr

ov
id

es
 d

at
a 

on
 th

e 
pr

ev
al

en
ce

,p
at

-
te

rn
s,

kn
ow

le
dg

e 
an

d 
at

tit
ud

es
,a

nd
co

ns
eq

ue
nc

es
 o

fd
ru

g 
an

d 
al

co
ho

l u
se

an
d 

ab
us

e 
in

 th
e 

U
.S

.(
in

cl
ud

in
g

to
ba

cc
o)

.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

an
d 

sm
ok

e-
le

ss
 to

ba
cc

o 
us

e.

■
Ag

e 
of

in
iti

at
io

n.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 6
 to

 1
2.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Pe

op
le

 a
ge

d 
12

 
or

 o
ld

er
 (1

2–
17

,
18

–3
5,

≥3
6)

.I
n

19
98

,d
ire

ct
 st

at
e-

le
ve

l e
st

im
at

es
 w

er
e

pr
od

uc
ed

 fo
r 8

st
at

es
,a

nd
 in

di
re

ct
es

tim
at

es
 w

er
e 

pr
o-

du
ce

d 
fo

r o
th

er
s.

a)
Ra

nd
om

 d
es

ig
n,

ho
us

eh
ol

d 
su

rv
ey

.

(b
 a

nd
 c

) 
Pe

ri
od

ic
:

■
19

71
–1

98
8.

A
nn

ua
l:

■
19

90
–p

re
se

nt
.

Th
e 

su
rv

ey
 p

ro
vi

de
s e

st
im

at
es

of
th

e 
ra

te
 a

nd
 n

um
be

r o
f

to
ba

cc
o 

us
er

s b
y 

ge
nd

er
,

ra
ce

/e
th

ni
ci

ty
,a

nd
 re

gi
on

.

St
at

e 
es

tim
at

es
 a

re
 a

va
ila

bl
e 

fo
r

pr
ev

al
en

ce
 o

ft
ob

ac
co

 u
se

 o
nl

y.

Su
bs

ta
nc

e 
A

bu
se

 a
nd

M
en

ta
l H

ea
lth

 S
er

vi
ce

s
Ad

m
in

ist
ra

tio
n.

(3
01

) 4
43

-6
23

9.
w

w
w

.sa
m

hs
a.

go
v/

st
at

ist
ic

s



Appendix A

95

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.
 Y

TS
 =

 Y
ou

th
 T

ob
ac

co
 S

ur
ve

y.

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

N
at

io
na

l Y
ou

th
 T

ob
ac

co
 S

ur
ve

y
(N

YT
S)

■
Pr

ov
id

es
 d

at
a 

on
 k

no
w

le
dg

e,
at

tit
ud

es
,a

nd
 b

eh
av

io
rs

 re
la

te
d 

to
to

ba
cc

o 
us

e.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

bi
di

,k
re

te
k,

sm
ok

el
es

s t
ob

ac
co

 u
se

.

■
ET

S 
ex

po
su

re
.

■
M

ed
ia

 a
w

ar
en

es
s.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
Yo

ut
h 

ac
ce

ss
.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 5
7 

to
 7

6.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
St

ud
en

ts
 in

 g
ra

de
s

6–
12

.

a)
Ra

nd
om

 d
es

ig
n,

se
lf-

ad
m

in
ist

er
ed

 
in

 c
la

ss
ro

om
.

b)
A

nn
ua

l.

c)
19

99
–p

re
se

nt
.

In
cl

ud
es

 st
ud

en
ts

 in
 p

ub
lic

an
d 

pr
iv

at
e 

sc
ho

ol
s.

Se
rv

es
 a

s a
 n

at
io

na
l 

co
m

pa
ri

so
n 

to
 st

at
e 

YT
S 

re
su

lts
.

A
m

er
ic

an
 L

eg
ac

y
Fo

un
da

tio
n.

(2
02

) 4
54

-5
55

5.
w

w
w

.a
m

er
ic

an
le

ga
cy

.o
rg

N
at

io
na

l T
ob

ac
co

 C
on

tr
ol

Pr
og

ra
m

 (N
TC

P)
 C

hr
on

ic
le

■
Pr

ov
id

es
 d

at
a 

on
 th

e 
to

ba
cc

o 
co

nt
ro

l
an

d 
pr

ev
en

tio
n 

ac
tiv

iti
es

 o
fa

ll 
50

st
at

es
 a

nd
 th

e 
D

ist
ri

ct
 o

fC
ol

um
bi

a
fu

nd
ed

 th
ro

ug
h 

th
e 

C
D

C
’s 

N
TC

P.

■
In

fo
rm

at
io

n 
is 

ca
pt

ur
ed

 in
 fo

ur
 k

ey
go

al
 a

re
as

 a
nd

 se
le

ct
ed

 in
fr

as
tr

uc
tu

re
co

m
po

ne
nt

s,
in

cl
ud

in
g 

st
af

fin
g,

co
l-

la
bo

ra
tio

n,
fu

nd
in

g,
te

ch
ni

ca
l a

ss
is-

ta
nc

e 
an

d 
tr

ai
ni

ng
,a

nd
 su

rv
ei

lla
nc

e
an

d 
ev

al
ua

tio
n.

To
pi

cs
:

U
sin

g 
bo

th
 q

ua
nt

ita
tiv

e 
an

d 
qu

al
ita

-
tiv

e 
in

di
ca

to
rs

,p
ro

gr
am

 p
ro

gr
es

s i
s

m
ea

su
re

d 
fo

r t
he

 k
ey

 g
oa

l a
re

as
—

■
Pr

ev
en

tin
g 

in
iti

at
io

n 
an

d 
pr

o-
m

ot
in

g 
qu

itt
in

g 
am

on
g 

yo
ut

h.

■
Pr

om
ot

in
g 

qu
itt

in
g 

am
on

g
ad

ul
ts

.

■
El

im
in

at
in

g 
ex

po
su

re
 to

 E
TS

.

■
Id

en
tif

yi
ng

 a
nd

 e
lim

in
at

in
g 

di
sp

ar
iti

es
.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
To

ba
cc

o 
co

nt
ro

l
pr

og
ra

m
s i

n 
50

st
at

es
 a

nd
 th

e
D

is
tr

ic
t o

f
C

ol
um

bi
a.

a)
C

en
su

s,
W

eb
-b

as
ed

pr
og

ra
m

 m
on

ito
ri

ng
sy

st
em

.

b)
C

om
pl

et
ed

 tw
ic

e
ye

ar
ly

,r
ep

or
tin

g 
on

pr
ev

io
us

 6
 m

on
th

s 
of

ac
tiv

ity
.

c)
Fi

sc
al

 Y
ea

r
19

99
–p

re
se

nt
.

Th
e 

N
TC

P 
C

hr
on

ic
le

 c
ol

le
ct

s
in

fo
rm

at
io

n 
on

 c
om

pr
eh

en
siv

e
to

ba
cc

o 
co

nt
ro

l a
ct

iv
iti

es
.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d 
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

✔
Pr

eg
na

nc
y 

Ri
sk

 A
ss

es
sm

en
t

M
on

ito
ri

ng
 S

ys
te

m
 (P

RA
M

S)

■
Pr

ov
id

es
 o

ng
oi

ng
 p

op
ul

at
io

n-
ba

se
d

su
rv

ei
lla

nc
e 

of
se

le
ct

ed
 m

at
er

na
l

be
ha

vi
or

s,
in

cl
ud

in
g 

to
ba

cc
o 

us
e.

■
In

 1
98

7,
13

 st
at

es
 a

nd
 th

e 
D

ist
ri

ct
 o

f
C

ol
um

bi
a 

co
m

pl
et

ed
 th

e 
su

rv
ey

.

■
In

 2
00

0,
24

 st
at

es
 a

nd
 N

ew
 Y

or
k 

C
ity

co
nd

uc
te

d 
th

e 
su

rv
ey

.

To
pi

cs
:

■
C

ig
ar

et
te

 u
se

 b
ef

or
e 

an
d 

du
ri

ng
pr

eg
na

nc
y 

an
d 

in
 th

e 
ch

ild
’s 

ea
rly

 in
fa

nc
y.

■
ET

S 
ex

po
su

re
.

■
C

es
sa

tio
n 

co
un

se
lin

g

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 6
 to

 9
.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
M

ot
he

rs
 o

fi
nf

an
ts

2–
4 

m
on

th
s o

ld
.

a)
Ra

nd
om

 d
es

ig
n,

m
ai

l s
ur

ve
y 

w
ith

 
te

le
ph

on
e 

fo
llo

w
-u

p.

b)
A

nn
ua

l.

c)
19

88
–p

re
se

nt
.

Th
is 

is 
an

 o
ng

oi
ng

 su
rv

ey
.

Av
ai

la
bi

lit
y 

of
da

ta
 d

ep
en

ds
 

on
 w

he
n 

st
at

es
 b

eg
an

 p
ar

tic
i-

pa
tin

g.

D
iv

isi
on

 o
fR

ep
ro

du
ct

iv
e

H
ea

lth
,C

en
te

rs
 fo

r
D

ise
as

e 
C

on
tr

ol
 a

nd
Pr

ev
en

tio
n.

(7
70

) 4
88

-5
22

7.
w

w
w

.c
dc

.g
ov

/n
cc

dp
hp

/d
rh

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

✔
Sc

ho
ol

 H
ea

lth
 E

du
ca

tio
n

Pr
of

ile
s (

SH
EP

)

■
Pr

ov
id

es
 in

fo
rm

at
io

n 
on

 h
ea

lth
 

ed
uc

at
io

n 
po

lic
ie

s a
nd

 p
ro

gr
am

s
th

ro
ug

h 
a 

su
rv

ey
 fo

r t
he

 le
ad

 h
ea

lth
ed

uc
at

or
 a

nd
 a

 se
pa

ra
te

 su
rv

ey
 fo

r
th

e 
sc

ho
ol

 p
ri

nc
ip

al
.

■
Fo

rm
er

ly
 a

 S
ch

oo
l T

ob
ac

co
 S

ur
ve

y
(S

TS
) m

od
ul

e 
fo

r l
ea

d 
he

al
th

 
ed

uc
at

or
s a

nd
 sc

ho
ol

 p
ri

nc
ip

al
s 

w
as

 u
se

d 
to

 a
ss

es
s t

ob
ac

co
 p

ol
ic

ie
s

an
d 

pr
og

ra
m

s.

■
In

 2
00

1 
th

e 
to

ba
cc

o 
m

od
ul

e 
w

as
co

m
bi

ne
d 

w
ith

 th
e 

co
re

 su
rv

ey
s 

fo
r l

ea
d 

he
al

th
 e

du
ca

to
rs

 a
nd

 
sc

ho
ol

 p
ri

nc
ip

al
s.

To
pi

cs
:

Th
e 

co
re

 su
rv

ey
 in

cl
ud

es
 a

ll 
th

e 
to

ba
cc

o 
qu

es
tio

ns
—

(6
 q

ue
st

io
ns

 o
n 

th
e 

le
ad

 h
ea

lth
 

ed
uc

at
or

 q
ue

st
io

nn
ai

re
 a

nd
 1

3 
qu

es
tio

ns
 o

n 
th

e 
pr

in
ci

pa
l 

qu
es

tio
nn

ai
re

).

■
Sc

ho
ol

 to
ba

cc
o 

us
e 

po
lic

ie
s f

or
 

st
ud

en
ts

,s
ta

ff,
an

d 
vi

sit
or

s.

■
En

fo
rc

em
en

t o
fp

ol
ic

ie
s.

■
To

ba
cc

o 
pr

ev
en

tio
n 

cu
rr

ic
ul

um
.

■
Pa

re
nt

al
 in

vo
lv

em
en

t i
n 

to
ba

cc
o

us
e 

pr
ev

en
tio

n.

■
C

es
sa

tio
n 

pr
og

ra
m

s.

■
Re

ta
ile

r p
ra

ct
ic

es
.

■
To

ba
cc

o 
ad

ve
rt

isi
ng

.

D
iff

er
en

t i
nd

ic
at

or
s a

re
 m

ea
su

re
d 

on
di

ffe
re

nt
 v

er
sio

ns
 o

ft
he

 q
ue

st
io

nn
ai

re
.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 3
 to

 3
9.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
M

id
dl

e/
ju

ni
or

 a
nd

se
ni

or
 h

ig
h 

sc
ho

ol
s.

a)
Ra

nd
om

 d
es

ig
n,

m
ai

l
su

rv
ey

 se
nt

 to
 sc

ho
ol

pr
in

ci
pl

es
 a

nd
 le

ad
he

al
th

 e
du

ca
to

rs
.

b)
Bi

en
ni

al
 (e

ve
n 

ye
ar

s)
.

c)
19

94
–p

re
se

nt
.

D
iv

isi
on

 o
fA

do
le

sc
en

t
an

d 
Sc

ho
ol

 H
ea

lth
,

C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(8

88
) 2

31
-6

40
5.

w
w

w
.c

dc
.g

ov
/n

cc
dp

hp
/

da
sh

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d 
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

96



Appendix A

97

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Sc
ho

ol
 H

ea
lth

 P
ol

ic
ie

s a
nd

 P
ro

gr
am

s
St

ud
y 

(S
H

PP
S)

■
M

on
ito

rs
 c

ha
ra

ct
er

ist
ic

s o
fh

ea
lth

 e
du

ca
tio

n
an

d 
sc

ho
ol

 h
ea

lth
 p

ro
gr

am
s i

n 
m

id
dl

e/
ju

ni
or

 h
ig

h 
an

d 
se

ni
or

 h
ig

h 
sc

ho
ol

s.

■
Th

es
e 

sc
ho

ol
-b

as
ed

 su
rv

ey
s a

re
 c

on
du

ct
ed

bi
en

ni
al

ly
 b

y 
st

at
e 

an
d 

lo
ca

l e
du

ca
tio

n 
an

d
he

al
th

 a
ge

nc
ie

s u
sin

g 
re

pr
es

en
ta

tiv
e 

sa
m

pl
es

of
el

em
en

ta
ry

,m
id

dl
e/

ju
ni

or
 h

ig
h 

an
d 

se
ni

or
 h

ig
h 

sc
ho

ol
s i

n 
th

ei
r j

ur
isd

ic
tio

ns
.

To
pi

cs
:

■
Sc

ho
ol

 to
ba

cc
o 

po
lic

ie
s.

■
Ed

uc
at

io
na

l p
ro

gr
am

s a
nd

 
cu

rr
ic

ul
um

.

■
H

ea
lth

 se
rv

ic
es

.

N
um

be
r o

fq
ue

st
io

ns
:

Fr
om

 3
 to

 3
5.

St
at

e,
di

st
ri

ct
,s

ch
oo

l,
cl

as
sr

oo
m

 le
ve

ls.

Su
bj

ec
ts

:
El

em
en

ta
ry

,m
id

dl
e/

ju
ni

or
hi

gh
,a

nd
 h

ig
h 

sc
ho

ol
s.

St
at

e-
le

ve
l i

nf
or

m
at

io
n 

pr
ov

id
ed

 b
y 

th
is 

su
rv

ey
in

cl
ud

es
 o

nl
y 

st
at

e 
ed

uc
a-

tio
n 

po
lic

ie
s.

Sa
m

pl
e 

siz
e:

1,
50

0 
m

id
dl

e 
sc

ho
ol

s/
1,

50
0 

hi
gh

 sc
ho

ol
s.

a)
Ra

nd
om

 sa
m

pl
e 

of
sc

ho
ol

 d
ist

ri
ct

s,
sc

ho
ol

s,
an

d 
cl

as
sr

oo
m

s o
fp

ub
lic

an
d 

pr
iv

at
e 

sc
ho

ol
s g

ra
de

s
K

–1
2 

us
in

g 
m

ai
l s

ur
ve

ys
 

at
 d

ist
ri

ct
 le

ve
l a

nd
 o

n-
sit

e
st

ru
ct

ur
ed

 in
te

rv
ie

w
s a

t
sc

ho
ol

 a
nd

 c
la

ss
ro

om
 le

ve
l.

b)
Pe

ri
od

ic
.

c)
19

94
 a

nd
 2

00
0.

D
iv

isi
on

 o
fA

do
le

sc
en

t
an

d 
Sc

ho
ol

 H
ea

lth
,

C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(8

88
) 2

31
-6

40
5.

w
w

w
.c

dc
.g

ov
/n

cc
dp

hp
/

da
sh

/S
H

PP
S

✔
Sm

ok
in

g 
At

tr
ib

ut
ab

le
M

or
bi

di
ty

,M
or

ta
lit

y,
&

Ec
on

om
ic

 C
os

ts
 (S

A
M

M
EC

),
so

ft
w

ar
e 

ve
rs

io
n 

3.
0

■
Th

e 
SA

M
M

EC
 so

ftw
ar

e 
pr

og
ra

m
s 

ar
e 

In
te

rn
et

-b
as

ed
 p

ro
du

ct
s d

es
ig

ne
d

to
 c

al
cu

la
te

 th
e 

he
al

th
 a

nd
 e

co
no

m
ic

bu
rd

en
 o

fs
m

ok
in

g 
fo

r a
du

lts
 a

nd
in

fa
nt

s.

■
Th

e 
tw

o 
ty

pe
s o

fs
of

tw
ar

e,
Ad

ul
t

SA
M

M
EC

 a
nd

 M
at

er
na

l a
nd

 C
hi

ld
H

ea
lth

 S
A

M
M

EC
,e

m
pl

oy
 th

e 
la

te
st

sc
ie

nt
ifi

c 
ev

id
en

ce
 o

n 
sm

ok
in

g-
re

la
te

d 
di

se
as

es
,r

isk
s a

ss
oc

ia
te

d 
w

ith
 c

ur
re

nt
 a

nd
 fo

rm
er

 sm
ok

in
g,

an
d 

th
e 

ec
on

om
ic

 c
os

ts
 o

fs
m

ok
in

g.

To
pi

cs
:

■
C

al
cu

la
te

s s
m

ok
in

g-
at

tr
ib

ut
ab

le
m

or
ta

lit
y 

(S
A

M
),

ye
ar

s o
f

po
te

nt
ia

l l
ife

 lo
st

 (
YP

LL
s)

,
di

re
ct

 m
ed

ic
al

 e
xp

en
di

tu
re

s
an

d 
in

di
re

ct
 p

ro
du

ct
iv

ity
 c

os
ts

fr
om

 c
ig

ar
et

te
 sm

ok
in

g 
am

on
g

ad
ul

ts
.

■
Th

e 
M

C
H

 S
A

M
M

EC
 so

ftw
ar

e
ca

lc
ul

at
es

 S
A

M
s a

nd
 Y

PL
Ls

 
fr

om
 lo

w
 b

ir
th

 w
ei

gh
t a

nd
Su

dd
en

 In
fa

nt
 D

ea
th

 S
yn

dr
om

e
(S

ID
S)

,a
nd

 n
eo

na
ta

l m
ed

ic
al

ex
pe

nd
itu

re
s.

N
at

io
na

l a
nd

 st
at

e 
le

ve
ls.

Su
bj

ec
ts

:
Ad

ul
ts

 a
ge

d 
35

 
or

 o
ld

er
 (A

du
lt 

SA
M

-
M

EC
) a

nd
 in

fa
nt

s
ag

ed
 1

 y
ea

r o
r y

ou
ng

er
(M

C
H

 S
A

M
M

EC
).

a)
Cu

rr
en

t P
op

ul
at

io
n 

Su
rv

ey
da

ta
 a

re
 u

se
d 

to
 c

al
cu

la
te

 Y
PL

Ls
an

d 
pr

od
uc

tiv
ity

 c
os

ts
 a

ss
oc

ia
te

d
w

ith
 S

A
M

.
■

D
ire

ct
 m

ed
ic

al
 c

ar
e 

ex
pe

nd
i-

tu
re

s a
re

 e
st

im
at

ed
 u

sin
g 

N
at

io
na

l M
ed

ic
al

 E
xp

en
di

-
tu

re
 S

ur
ve

y 
da

ta
.

■
M

at
er

na
l s

m
ok

in
g 

da
ta

 fr
om

 
PR

A
M

S 
is 

us
ed

 to
 c

al
cu

la
te

 
pe

rin
at

al
 S

A
M

s a
nd

 Y
PL

Ls
.

■
H

ea
lth

 c
ar

e 
ut

ili
za

tio
n 

da
ta

 
fro

m
 P

RA
M

S 
an

d 
m

ed
ic

al
 

cl
ai

m
s d

at
a 

ar
e 

us
ed

 to
 c

al
-

cu
la

te
 sm

ok
in

g-
at

tr
ib

ut
ab

le
 

ne
on

at
al

 m
ed

ic
al

 e
xp

en
di

tu
re

s.
c)

C
D

C
 p

ro
vi

de
s e

st
im

at
es

 o
fa

ve
r-

ag
e 

an
nu

al
 sm

ok
in

g-
at

tr
ib

ut
ab

le
m

or
ta

lit
y 

an
d 

ye
ar

s o
fp

ot
en

tia
l

lif
e 

lo
st

 fr
om

 1
99

5–
19

99
 fo

r t
he

na
tio

n 
an

d 
19

99
 d

at
a 

fo
r s

ta
te

s.
D

ire
ct

 m
ed

ic
al

 e
xp

en
di

tu
re

s a
nd

m
or

ta
lit

y-
re

la
te

d 
pr

od
uc

tiv
ity

 lo
ss

es
tim

at
es

 a
re

 p
ro

vi
de

d 
fo

r t
he

na
tio

n 
an

d 
st

at
es

 fo
r 1

99
9.

SA
M

M
EC

 re
qu

ire
s 

a 
po

pu
la

tio
n 

of
at

le
as

t 4
00

,0
00

 to
 c

re
at

e
st

at
ist

ic
al

ly
 v

al
id

 
es

tim
at

es
,a

nd
 is

th
er

ef
or

e 
no

t u
se

fu
l

fo
r p

ro
du

ci
ng

 lo
ca

l-
le

ve
l e

st
im

at
es

 o
r e

st
i-

m
at

es
 o

fp
op

ul
at

io
n

su
bg

ro
up

s (
e.

g.
,b

y
ra

ce
/e

th
ni

ci
ty

).

In
te

rn
et

 v
er

sio
n 

w
ill

be
 a

va
ila

bl
e 

by
 la

te
N

ov
em

be
r 2

00
1.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

D
iv

isi
on

 o
fR

ep
ro

du
ct

iv
e

H
ea

lth
,C

en
te

rs
 fo

r D
ise

as
e

C
on

tr
ol

 a
nd

 P
re

ve
nt

io
n.

(7
70

) 4
88

-5
37

2.
w

w
w

.c
dc

.g
ov

/n
cc

dp
hp

/d
rh

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: M
CH

 =
 M

at
er

na
l a

nd
 C

hi
ld

 H
ea

lth
. P

RA
M

S 
= 

Pr
eg

na
nc

y 
Ri

sk
 A

ss
es

sm
en

t M
on

ito
rin

g 
Sy

st
em

.



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

98

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

✔
St

at
e 

To
ba

cc
o 

Ac
tiv

iti
es

Tr
ac

ki
ng

 &
 E

va
lu

at
io

n 
(S

TA
TE

) S
ys

te
m

■
Th

e 
ST

AT
E 

Sy
st

em
 is

 a
 d

at
a 

w
ar

e-
ho

us
e 

th
at

 p
ro

vi
de

s c
om

pa
ra

bl
e

m
ea

su
re

s o
n 

to
ba

cc
o-

us
e 

pr
ev

en
tio

n
an

d 
co

nt
ro

l f
ro

m
 m

an
y 

di
ffe

re
nt

ty
pe

s o
fd

at
a 

so
ur

ce
s,

in
cl

ud
in

g 
le

gi
sla

tiv
e 

tr
ac

ki
ng

,a
gr

ic
ul

tu
ra

l 
an

d 
m

an
uf

ac
tu

ri
ng

,a
nd

 h
ea

lth
 

co
ns

eq
ue

nc
es

 a
nd

 c
os

ts
.

■
Th

e 
sy

st
em

 a
llo

w
s u

se
rs

 to
 v

ie
w

 
co

m
pr

eh
en

siv
e 

su
m

m
ar

y 
in

fo
rm

a-
tio

n 
on

 to
ba

cc
o 

us
e 

in
 a

ll 
50

 st
at

es
an

d 
th

e 
D

ist
ri

ct
 o

fC
ol

um
bi

a.

To
pi

cs
:

■
Ad

ul
t a

nd
 y

ou
th

 c
ig

ar
et

te
,c

ig
ar

,
pi

pe
,a

nd
 sm

ok
el

es
s t

ob
ac

co
 u

se
.

■
ET

S 
la

w
s a

nd
 p

ol
ic

ie
s.

■
Yo

ut
h 

ac
ce

ss
 la

w
s.

■
Ex

ci
se

 ta
xe

s.

■
Sm

ok
in

g-
at

tr
ib

ut
ab

le
 c

os
ts

.

St
at

e 
le

ve
l.

a)
Va

ri
es

 a
cc

or
di

ng
 to

da
ta

 so
ur

ce
.

c)
Pr

ev
al

en
ce

 d
at

a 
fr

om
m

id
-1

98
0 

un
til

 1
99

9.
Sm

ok
in

g 
at

tr
ib

ut
ab

le
co

st
 in

 1
99

3 
on

ly
.

Yo
ut

h 
ac

ce
ss

 la
w

s a
nd

en
vi

ro
nm

en
ta

l l
aw

s
fr

om
 1

99
6 

un
til

 2
00

0.
D

at
es

 fo
r e

xc
ise

 ta
xe

s
de

pe
nd

 o
n 

ye
ar

 o
f

en
ac

tm
en

t i
n 

th
e

st
at

e.

Pr
ov

id
es

 c
om

pr
eh

en
siv

e 
le

gi
sla

tiv
e 

an
d 

be
ha

vi
or

al
 

da
ta

.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

Te
en

ag
e A

tt
itu

de
s a

nd
 P

ra
ct

ic
es

Su
rv

ey
 (T

A
PS

)

■
Pr

ov
id

es
 d

at
a 

on
 k

no
w

le
dg

e 
an

d 
at

tit
ud

es
 su

ch
 a

s p
er

ce
iv

ed
 b

en
ef

its
an

d 
ri

sk
s o

ft
ob

ac
co

 u
se

 a
m

on
g 

te
en

s.

To
pi

cs
:

■
C

ig
ar

et
te

 a
nd

 sm
ok

el
es

s 
to

ba
cc

o 
us

e.

■
Br

an
d 

pr
ef

er
en

ce
.

■
Ag

e 
of

in
iti

at
io

n.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
M

ed
ia

 a
w

ar
en

es
s.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Yo

ut
h 

ag
ed

 1
2–

18
.

19
93

 st
ud

y 
in

cl
ud

es
yo

ut
h 

ag
ed

 1
0–

22
.

a)
Ra

nd
om

 d
es

ig
n,

ho
us

eh
ol

d 
su

rv
ey

.

b)
Pe

ri
od

ic
.

c)
19

89
 a

nd
 1

99
3.

Li
m

ita
tio

ns
 fo

r t
hi

s s
ur

ve
y

in
cl

ud
e 

a 
no

n-
re

sp
on

se
 b

ia
s

fo
r t

ho
se

 re
-i

nt
er

vi
ew

ed
 in

 th
e

se
co

nd
 su

rv
ey

 (t
ho

se
 w

ho
 w

er
e

re
-i

nt
er

vi
ew

ed
 w

er
e 

le
ss

 li
ke

ly
to

 h
av

e 
be

en
 sm

ok
er

s i
n 

19
89

th
an

 th
os

e 
w

ho
 c

ou
ld

 n
ot

 b
e

re
-i

nt
er

vi
ew

ed
).

A
lso

,t
he

 sm
al

l n
um

be
r o

f
A

fr
ic

an
 A

m
er

ic
an

 a
nd

H
isp

an
ic

 a
do

le
sc

en
ts

 in
 th

e
se

co
nd

 su
rv

ey
 re

du
ce

s t
he

 re
li-

ab
ili

ty
 o

ft
he

 b
ra

nd
 p

re
fe

re
nc

e
es

tim
at

es
 fo

r t
ho

se
 g

ro
up

s.

Th
e 

se
co

nd
 su

rv
ey

 (1
99

3)
in

cl
ud

ed
 8

7%
 o

ft
he

 re
sp

on
-

de
nt

s f
ro

m
 th

e 
fir

st
 su

rv
ey

,a
s

w
el

l a
s y

ou
th

 fr
om

 a
 n

ew
pr

ob
ab

ili
ty

 sa
m

pl
e.

N
at

io
na

l T
ec

hn
ic

al
In

fo
rm

at
io

n 
Se

rv
ic

e.
(7

03
) 6

05
-6

58
5.

w
w

w
.n

tis
.g

ov



Appendix A

99

Ta
b

le
 1

.N
at

io
n

al
 a

n
d

 S
ta

te
 S

u
rv

ey
s 

an
d

 T
oo

ls

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
1 

(c
on

ti
nu

ed
)

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

✔
Yo

ut
h 

Ri
sk

 B
eh

av
io

r
Su

rv
ei

lla
nc

e 
Sy

st
em

 (Y
RB

SS
)

■
Pr

ov
id

es
 d

at
a 

on
 p

ri
or

ity
 h

ea
lth

 ri
sk

be
ha

vi
or

s t
ha

t c
on

tr
ib

ut
e 

to
 le

ad
in

g
ca

us
es

 o
fm

or
ta

lit
y,

m
or

bi
di

ty
,a

nd
so

ci
al

 p
ro

bl
em

s a
m

on
g 

yo
ut

h 
an

d
ad

ul
ts

 in
 th

e 
U

.S
.

■
Th

e 
su

rv
ey

 m
on

ito
rs

 si
x 

ca
te

go
ri

es
 

of
be

ha
vi

or
s:

1)
 to

ba
cc

o 
us

e,

2)
 a

lc
oh

ol
 a

nd
 o

th
er

 d
ru

g 
us

e,

3)
 se

xu
al

 b
eh

av
io

rs
 th

at
 c

on
tr

ib
ut

e 
to

 u
ni

nt
en

de
d 

pr
eg

na
nc

y 
an

d 
se

xu
al

ly
 tr

an
sm

itt
ed

 d
ise

as
e,

4)
 d

ie
ta

ry
 b

eh
av

io
rs

,

5)
 p

hy
sic

al
 a

ct
iv

ity
,a

nd
 

6)
 b

eh
av

io
rs

 th
at

 re
su

lt 
in

 v
io

le
nc

e
an

d 
un

in
te

nt
io

na
l i

nj
ur

ie
s.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,a

nd
 sm

ok
el

es
s

to
ba

cc
o 

us
e.

■
Ag

e 
of

in
iti

at
io

n.

■
Yo

ut
h 

ac
ce

ss
.

■
En

fo
rc

em
en

t.

■
C

es
sa

tio
n 

be
ha

vi
or

.

N
um

be
r o

fq
ue

st
io

ns
:1

2.

N
at

io
na

l,
st

at
e,

an
d

la
rg

e 
ci

ty
 le

ve
ls.

Su
bj

ec
ts

:
St

ud
en

ts
 in

 g
ra

de
s

9–
12

.

a)
Ra

nd
om

 d
es

ig
n,

se
lf-

ad
m

in
ist

er
ed

 in
 c

la
ss

-
ro

om
.

(b
 a

nd
 c

) 

19
90

.

Bi
en

ni
al

 (o
dd

 y
ea

rs
).

19
91

–p
re

se
nt

.

D
at

a 
fr

om
 Y

RB
SS

 is
 u

se
d 

to
m

on
ito

r p
ro

gr
es

s i
n 

ac
hi

ev
in

g
na

tio
na

l H
ea

lth
y 

Pe
op

le
 2

01
0

to
ba

cc
o 

ob
je

ct
iv

es
 re

la
te

d 
to

yo
un

g 
pe

op
le

.

D
iv

isi
on

 o
fA

do
le

sc
en

t
an

d 
Sc

ho
ol

 H
ea

lth
,

C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(8

88
) 2

31
-6

40
5.

w
w

w
.c

dc
.g

ov
/y

rb
s

✔
Yo

ut
h 

To
ba

cc
o 

Su
rv

ey
 (Y

TS
)

■
Pr

ov
id

es
 d

at
a 

on
 y

ou
th

 k
no

w
le

dg
e,

at
tit

ud
es

 a
nd

 b
eh

av
io

rs
,a

nd
 m

aj
or

to
ba

cc
o 

in
di

ca
to

rs
.I

n 
19

98
,t

he
 su

r-
ve

y 
w

as
 a

dm
in

ist
er

ed
 in

 3
 st

at
es

,
13

 st
at

es
 in

 1
99

9,
29

 st
at

es
 in

 2
00

0,
an

d 
ov

er
 2

0 
st

at
es

 a
re

 e
xp

ec
te

d 
to

ad
m

in
ist

er
 th

e 
su

rv
ey

 in
 2

00
1.

To
pi

cs
:

■
C

ig
ar

et
te

,c
ig

ar
,p

ip
e,

an
d 

sm
ok

e-
le

ss
 to

ba
cc

o 
us

e.

■
Ag

e 
of

in
iti

at
io

n

■
M

ed
ia

 a
w

ar
en

es
s.

■
Yo

ut
h 

ac
ce

ss
.

■
C

es
sa

tio
n 

be
ha

vi
or

.

■
ET

S 
ex

po
su

re
.

■
Sc

ho
ol

 c
ur

ri
cu

lu
m

.

N
um

be
r o

fq
ue

st
io

ns
:6

3.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
St

ud
en

ts
 in

 g
ra

de
s

6–
8 

an
d 

9–
12

.

a)
Ra

nd
om

 d
es

ig
n,

se
lf-

ad
m

in
ist

er
ed

 
in

 c
la

ss
ro

om
.

b)
C

on
du

ct
ed

 b
as

ed
 o

n
st

at
es

’p
ro

gr
am

m
at

ic
ne

ed
s a

nd
 in

 c
oo

rd
i-

na
tio

n 
w

ith
 th

ei
r 

su
rv

ei
lla

nc
e 

an
d 

ev
al

ua
tio

n 
pl

an
s.

Sc
ho

ol
s s

el
ec

te
d 

w
ith

 p
ro

ba
bi

l-
ity

 p
ro

po
rt

io
na

l t
o 

siz
e,

cl
as

s-
ro

om
s c

ho
se

n 
ra

nd
om

ly
.

So
m

e 
st

at
es

 c
on

du
ct

 th
e 

su
r-

ve
y 

in
 m

id
dl

e 
sc

ho
ol

s o
r h

ig
h

sc
ho

ol
s o

nl
y,

so
m

e 
in

 b
ot

h.

It
 is

 re
co

m
m

en
de

d 
th

at
 st

at
es

in
cl

ud
e 

st
at

e-
ad

de
d 

qu
es

tio
ns

to
 th

e 
co

re
 q

ue
st

io
nn

ai
re

.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

100

Ta
b

le
 2

.R
eg

is
tr

ie
s 

an
d

 V
it

al
 S

ta
ti

st
ic

s

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
2

Ab
br

ev
ia

tio
ns

: I
CD

 =
 In

te
rn

at
io

na
l C

la
ss

ifi
ca

tio
n 

of
 D

is
ea

se
. S

AM
M

EC
 =

 S
m

ok
in

g 
At

tri
bu

ta
bl

e 
M

or
bi

di
ty

, M
or

ta
lit

y,
 a

nd
 E

co
no

m
ic

 C
os

ts
.

Bi
rt

h 
C

er
tif

ic
at

e 
D

at
a

■
Pr

ov
id

es
 d

at
a 

on
 to

ba
cc

o 
us

e 
by

 p
re

gn
an

t w
om

en
.

To
pi

cs
:

■
In

di
ca

to
rs

 v
ar

y 
by

 st
at

e.

■
Sm

ok
in

g 
du

ri
ng

 p
re

gn
an

cy
.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
W

om
en

 w
ho

re
ce

nt
ly

 g
av

e 
bi

rt
h.

a)
Va

ri
es

 b
y 

st
at

e.
C

er
tif

ic
at

es
 c

om
pl

et
ed

 
by

 p
hy

sic
ia

ns
,r

eg
ist

er
ed

nu
rs

e,
or

 p
at

ie
nt

 a
t 

ho
sp

ita
ls 

an
d 

cl
in

ic
s.

In
fo

rm
at

io
n 

m
ay

 b
e

ob
ta

in
ed

 in
 p

er
so

n 
or

ba
se

d 
on

 p
at

ie
nt

’s 
ch

ar
t.

b)
Va

ri
es

 b
y 

st
at

e.
c)

D
at

a 
is 

av
ai

la
bl

e 
sin

ce
19

89
 fo

r s
om

e 
st

at
es

.

To
ba

cc
o 

us
e 

m
ay

 b
e

un
de

r-
re

po
rt

ed
.

M
ay

 b
e 

us
ed

 a
t t

he
 

su
b-

st
at

e 
le

ve
l (

i.e
.,

co
un

tie
s,

he
al

th
 d

ist
ri

ct
s)

.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

C
an

ce
r R

eg
is

tr
y 

D
at

a

■
Pr

ov
id

es
 in

ci
de

nc
e 

da
ta

 o
n 

sm
ok

in
g-

re
la

te
d 

ca
nc

er
s.

■
C

om
pr

eh
en

siv
e,

tim
el

y,
an

d 
ac

cu
ra

te
da

ta
 a

bo
ut

 c
an

ce
r i

nc
id

en
ce

,s
ta

ge
 a

t
di

ag
no

sis
,f

irs
t c

ou
rs

e 
of

tr
ea

tm
en

t,
an

d 
de

at
hs

.

To
pi

cs
:

In
di

ca
to

rs
 v

ar
y 

by
 st

at
e,

sin
ce

 th
er

e
ar

e 
no

 n
at

io
na

l s
ta

nd
ar

ds
 o

n 
re

po
rt

-
in

g 
to

ba
cc

o 
us

e 
hi

st
or

y.

■
Sm

ok
in

g 
st

at
us

.

■
U

se
 o

fo
th

er
 to

ba
cc

o 
pr

od
uc

ts
.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
Ad

ul
ts

 a
nd

 
ch

ild
re

n.

a)
Pa

ss
iv

e 
su

rv
ei

lla
nc

e 
sy

st
em

 fr
om

 h
os

pi
ta

ls,
ph

ys
ic

ia
ns

’o
ffi

ce
s,

th
er

a-
pe

ut
ic

 r
ad

ia
tio

n 
fa

ci
lit

ie
s,

fr
ee

st
an

di
ng

 su
rg

ic
al

 
ce

nt
er

s,
an

d 
pa

th
ol

og
y

la
bo

ra
to

ri
es

.D
at

a 
ar

e 
co

l-
le

ct
ed

 in
 p

er
so

n.
b)

Va
ri

es
 b

y 
st

at
e.

Th
e 

re
gi

st
ry

 sy
st

em
s v

ar
y

ac
ro

ss
 st

at
es

.

Th
er

e 
is 

po
te

nt
ia

l f
or

un
de

r-
re

po
rt

in
g 

sin
ce

ph
ys

ic
ia

ns
 c

om
pl

et
e 

th
e

fo
rm

s a
nd

 m
ay

 n
ot

 h
av

e
ac

ce
ss

 to
 p

at
ie

nt
s’

fu
ll

m
ed

ic
al

 re
co

rd
s.

N
or

th
 A

m
er

ic
an

 
A

ss
oc

ia
tio

n 
of

C
en

tr
al

C
an

ce
r R

eg
ist

ri
es

.
w

w
w

.n
aa

cc
r.o

rg

C
an

ce
r P

re
ve

nt
io

n 
an

d
C

on
tr

ol
,C

en
te

rs
 fo

r D
ise

as
e

C
on

tr
ol

 a
nd

 P
re

ve
nt

io
n.

(8
88

) 8
42

-6
35

5.
w

w
w.

cd
c.

go
v/

C
A

N
C

ER
/n

pc
r

D
ea

th
 C

er
tif

ic
at

e 
D

at
a

■
Pr

ov
id

es
 d

at
a 

on
 c

au
se

s o
fd

ea
th

.

■
U

se
d 

to
 a

ss
es

s t
ob

ac
co

-r
el

at
ed

 
m

or
ta

lit
y.

To
pi

cs
:

D
at

a 
on

 to
ba

cc
o 

us
e 

va
ri

es
 b

y 
st

at
e.

■
IC

D
 c

od
es

.

■
To

ba
cc

o-
us

e 
st

at
us

.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
D

ec
ea

se
d 

ad
ul

ts
an

d 
ch

ild
re

n.

a)
C

er
tif

ic
at

es
 c

om
pl

et
ed

 b
y

ph
ys

ic
ia

ns
 a

t h
os

pi
ta

ls 
an

d
cl

in
ic

s.
D

em
og

ra
ph

ic
s p

ro
vi

de
d 

by
 th

e 
fu

ne
ra

l d
ire

ct
or

.
b)

Fe
de

ra
l e

ffo
rt

s t
o 

st
an

da
rd

-
iz

e 
re

po
rt

in
g 

be
ga

n 
in

 
19

46
 in

 th
e 

Bu
re

au
 o

ft
he

C
en

su
s a

nd
 m

ov
ed

 to
 

th
e 

N
at

io
na

l C
en

te
r f

or
H

ea
lth

 S
ta

tis
tic

s i
n 

19
50

.

Po
ss

ib
le

 u
nd

er
-r

ep
or

tin
g

of
to

ba
cc

o 
us

e 
be

ca
us

e 
of

ph
ys

ic
ia

n 
bi

as
.

M
ay

 b
e 

us
ed

 a
t t

he
 

su
b-

st
at

e 
le

ve
l (

i.e
.,

co
un

tie
s,

he
al

th
 d

ist
ri

ct
s)

or
 in

 S
A

M
M

EC
 fo

r 
es

tim
at

es
 o

fs
ta

te
 im

pa
ct

.

N
at

io
na

l C
en

te
r f

or
 

H
ea

lth
 S

ta
tis

tic
s,

C
an

ce
r

Pr
ev

en
tio

n 
an

d 
C

on
tr

ol
,

C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(3

01
) 4

58
-4

68
1.

w
w

w
.c

dc
.g

ov
/n

ch
s



Appendix A

101

Ta
b

le
 3

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:H

ea
lt

h
 S

ys
te

m
s 

an
d

 C
li

n
ic

al
 S

et
ti

n
gs

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
3

H
ea

lth
 P

ro
vi

de
r S

ur
ve

ys

■
M

on
ito

rs
 m

ed
ic

al
 p

ra
ct

ic
es

 a
nd

 
po

lic
ie

s.

To
pi

cs
:

■
C

es
sa

tio
n 

po
lic

ie
s.

■
C

lin
ic

al
 p

ra
ct

ic
es

 re
la

te
d 

to
to

ba
cc

o 
us

e.

Su
bj

ec
ts

:
Ph

ys
ic

ia
ns

,n
ur

se
s,

ph
ys

ic
ia

n 
as

sis
ta

nt
s,

de
nt

ist
s.

a)
Va

ri
es

.

b)
Va

ri
es

.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

St
at

e 
lic

en
sin

g 
bu

re
au

.

St
at

e 
m

an
ag

ed
 c

ar
e 

as
so

ci
at

io
n.

H
ea

lth
 P

la
n 

Em
pl

oy
er

 D
at

a 
an

d
In

fo
rm

at
io

n 
Se

t (
H

ED
IS

)

■
Pr

ov
id

es
 a

 se
t o

fs
ta

nd
ar

di
ze

d 
pe

rf
or

m
an

ce
 m

ea
su

re
s d

es
ig

ne
d 

to
gi

ve
 p

ur
ch

as
er

s a
nd

 c
on

su
m

er
s t

he
in

fo
rm

at
io

n 
th

ey
 n

ee
d 

to
 c

om
pa

re
th

e 
pe

rf
or

m
an

ce
 o

fm
an

ag
ed

 h
ea

lth
ca

re
 p

la
ns

.

■
H

ea
lth

 c
ar

e 
pr

ov
id

er
s w

ho
 a

dv
ise

sm
ok

er
s t

o 
qu

it 
sm

ok
in

g 
is 

th
e 

pe
rf

or
m

an
ce

 m
ea

su
re

 o
fi

nt
er

es
t.

To
pi

cs
:

■
C

ig
ar

et
te

 u
se

.

■
C

es
sa

tio
n 

co
un

se
lin

g.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
C

om
m

er
ci

al
 h

ea
lth

pl
an

 m
em

be
rs

,
M

ed
ic

ai
d 

an
d

M
ed

ic
ar

e 
re

ci
pi

en
ts

.

a)
Ra

nd
om

 d
es

ig
n.

M
ai

l s
ur

ve
y.

c)
19

96
–1

99
9.

Sm
al

l s
am

pl
e 

siz
e,

lo
w

re
sp

on
se

 r
at

e,
re

sp
on

se
bi

as
,a

nd
 re

ca
ll 

bi
as

.

19
99

 is
 th

e 
m

os
t r

ec
en

t
da

ta
 se

t.

A
rc

hi
ve

d 
da

ta
 se

ts
 m

ay
 b

e
av

ai
la

bl
e 

fo
r p

ur
ch

as
e.

N
at

io
na

l C
om

m
itt

ee
 fo

r
Q

ua
lit

y 
A

ss
ur

an
ce

.
(8

88
) 2

75
-7

58
5.

w
w

w
.n

cq
a.

or
g

H
os

pi
ta

l D
is

ch
ar

ge
 D

at
a

■
Pr

ov
id

es
 b

ac
kg

ro
un

d 
in

fo
rm

at
io

n 
on

 p
at

ie
nt

 a
nd

 m
or

bi
di

ty
 th

ro
ug

h
di

sc
ha

rg
e 

di
ag

no
se

s,
nu

m
be

r o
fd

ay
s

of
ho

sp
ita

liz
at

io
n,

an
d 

tr
ea

tm
en

t.

To
pi

cs
:

■
H

ea
lth

 e
ffe

ct
s.

■
Le

ng
th

 o
fs

ta
y.

H
os

pi
ta

l r
ec

or
ds

.
a)

Va
ri

es
.

b)
C

on
tin

uo
us

.

In
fo

rm
at

io
n 

on
 sm

ok
in

g
st

at
us

 is
 u

su
al

ly
 n

ot
 

av
ai

la
bl

e 
or

 m
ay

 b
e 

m
isc

la
ss

ifi
ed

.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

102

Ta
b

le
 3

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:H

ea
lt

h
 S

ys
te

m
s 

an
d

 C
li

n
ic

al
 S

et
ti

n
gs

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
3 

(c
on

ti
nu

ed
)

M
ar

ke
tS

ca
n 

D
at

ab
as

e

■
Pr

ov
id

es
 h

ea
lth

 d
at

a 
on

 p
riv

at
e 

co
m

pa
ni

es
’i

ns
ur

ed
 e

m
pl

oy
ee

s a
nd

th
ei

r d
ep

en
de

nt
s,

ea
rly

 re
tir

ee
s,

ex
-e

m
pl

oy
ee

s s
til

l o
n 

C
O

BR
A

,a
nd

M
ed

ic
ar

e-
el

ig
ib

le
 re

tir
ee

s w
ith

em
pl

oy
er

-p
ro

vi
de

d 
M

ed
ic

ar
e

Su
pp

le
m

en
ta

l p
la

ns
.

To
pi

cs
:

■
Pa

id
 c

la
im

s a
nd

 e
nc

ou
nt

er
 d

at
a

re
la

te
d 

to
 c

es
sa

tio
n 

se
rv

ic
es

.

N
at

io
na

l l
ev

el
.

Su
bj

ec
ts

:
Em

pl
oy

ee
s a

nd
de

pe
nd

en
ts

 in
su

re
d

by
 b

en
ef

its
 p

la
ns

 o
f

la
rg

e 
em

pl
oy

er
s.

a)
Ra

nd
om

 d
es

ig
n,

ho
sp

ita
l

ch
ar

ts
,a

nd
 re

co
rd

s.

(b
 a

nd
 c

) 
■

Fe
e 

fo
r S

er
vi

ce
:

19
87

–p
re

se
nt

.
■

En
co

un
te

r:
19

94
–p

re
se

nt
.

■
M

ed
ic

ar
e:

19
95

–p
re

se
nt

.
■

Be
ne

fit
 P

la
n 

D
es

ig
n 

(c
om

pi
la

tio
n 

of
ot

he
rs

):
19

93
–p

re
se

nt
.

Th
e 

co
st

 o
fo

bt
ai

ni
ng

 
th

e 
da

ta
 se

ts
 m

ay
 b

e 
pr

oh
ib

iti
ve

.

Th
e 

M
ed

st
at

 G
ro

up
.

(7
34

) 9
13

-3
00

0
w

w
w

.m
ed

st
at

.c
om

Q
ui

tli
ne

 C
al

l M
on

ito
ri

ng

■
Pr

ov
id

es
 d

at
a 

on
 th

e 
nu

m
be

r o
f

ca
lls

 to
 q

ui
tli

ne
s f

or
 c

ou
ns

el
in

g 
an

d
re

fe
rr

al
s.

■
M

ay
 p

ro
vi

de
 in

fo
rm

at
io

n 
on

 
su

cc
es

s r
at

es
.

To
pi

cs
:

■
N

um
be

r o
fc

al
ls.

■
Se

x 
an

d 
ra

ce
/e

th
ni

ci
ty

 o
fc

al
le

rs
.

■
Ty

pe
 o

fc
es

sa
tio

n 
in

fo
rm

at
io

n
pr

ov
id

ed
.

St
at

e 
le

ve
l o

r 
qu

itl
in

e 
se

rv
ic

e
ar

ea
.

a)
Va

ri
es

.
St

at
e 

he
al

th
 d

ep
ar

tm
en

ts
w

ith
 q

ui
tli

ne
s.

Th
ir

d 
Pa

rt
y 

Pa
ye

r S
ur

ve
ys

■
Tr

ac
ks

 in
su

ra
nc

e 
co

ve
ra

ge
 a

nd
 re

im
-

bu
rs

em
en

t.

To
pi

cs
:

■
C

ov
er

ag
e 

fo
r c

es
sa

tio
n 

se
rv

ic
es

.

■
H

ea
lth

 c
ar

e 
pr

ov
id

er
 p

ol
ic

ie
s

re
la

te
d 

to
 to

ba
cc

o.

N
at

io
na

l a
nd

 st
at

e
pa

ye
rs

.

Su
bj

ec
ts

:
M

ed
ic

ai
d,

M
ed

ic
ar

e,
pr

iv
at

e
in

su
re

rs
.

a)
Va

ri
es

.

b)
N

ot
 a

pp
lic

ab
le

.

H
ea

lth
 C

ar
e 

Fi
na

nc
in

g
Ad

m
in

ist
ra

tio
n.

(8
00

)-
M

ed
ic

ar
e.

w
w

w
.h

cf
a.

go
v

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

Ab
br

ev
ia

tio
ns

: C
O

BR
A 

= 
Co

ns
ol

id
at

ed
 O

m
ni

bu
s 

Bu
dg

et
 R

ec
on

ci
lia

tio
n 

Ac
t.



Appendix A

103

Ta
b

le
 4

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:S

al
es

 D
at

a

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
4

✔
D

at
a 

ar
e 

fre
qu

en
tly

 u
se

d 
an

d 
co

m
pa

ra
bl

e 
ac

ro
ss

 s
ta

te
s.

Ab
br

ev
ia

tio
ns

: F
D

A 
= 

Fo
od

 a
nd

 D
ru

g 
Ad

m
in

is
tra

tio
n.

 U
PC

 =
 U

ni
ve

rs
al

 P
ro

du
ct

 C
od

e.

Fo
od

 a
nd

 D
ru

g 
Ad

m
in

is
tr

at
io

n 
(F

D
A

)
C

om
pl

ia
nc

e 
C

he
ck

s

■
Pr

ov
id

es
 d

at
a 

on
 re

ta
ile

rs
 th

at
 c

om
pl

ie
d

w
ith

 th
e 

pr
oh

ib
iti

on
 o

ft
he

 sa
le

 o
ft

ob
ac

co
pr

od
uc

ts
 to

 m
in

or
s.

■
Pr

io
r t

o 
M

ar
ch

 2
1,

20
00

,t
he

 c
om

pl
ia

nc
e

ch
ec

k 
au

th
or

iz
ed

 st
at

e 
an

d 
lo

ca
l a

ut
ho

ri
-

tie
s t

o 
su

rv
ey

 w
he

th
er

 re
ta

ile
rs

 fo
llo

w
ed

th
e 

FD
A

 re
gu

la
tio

n 
th

at
 p

ro
hi

bi
te

d 
th

e
sa

le
 o

fc
ig

ar
et

te
s a

nd
 sm

ok
el

es
s t

ob
ac

co
 

to
 c

hi
ld

re
n 

yo
un

ge
r t

ha
n 

18
 y

ea
rs

.

To
pi

cs
:

■
Ab

ili
ty

 o
fm

in
or

s t
o 

pu
rc

ha
se

to
ba

cc
o 

pr
od

uc
ts

.

N
at

io
na

l a
nd

 st
at

e
le

ve
ls.

Su
bj

ec
ts

:
Lo

ca
l t

ob
ac

co
re

ta
ile

rs
.

a)
Ra

nd
om

,u
na

nn
ou

nc
ed

vi
sit

s b
y 

st
at

e 
or

 lo
ca

l
of

fic
ia

ls 
au

th
or

iz
ed

 b
y

th
e 

FD
A

.

M
et

ho
do

lo
gy

 m
ay

 v
ar

y
by

 st
at

e.

b)
A

nn
ua

l.

c)
19

97
–2

00
0.

Su
pr

em
e 

C
ou

rt
 r

ul
ed

 th
at

FD
A

 e
xc

ee
de

d 
au

th
or

ity
.

D
at

a 
co

lle
ct

io
n 

su
sp

en
de

d
on

 M
ar

ch
 2

1,
20

00
.

Fo
od

 a
nd

 D
ru

g
Ad

m
in

ist
ra

tio
n.

(8
88

) 4
53

-6
33

2.
w

w
w

.fd
a.

go
v/

op
ac

om
/

ca
m

pa
ig

ns
/to

ba
cc

o

Sc
an

ne
r D

at
a

■
Pr

ov
id

es
 m

ar
ke

t d
at

a 
on

 to
ba

cc
o 

sa
le

s
us

in
g 

un
iv

er
sa

l p
ro

du
ct

 c
od

e 
nu

m
be

rs
.

To
pi

cs
:

■
D

ol
la

r s
al

es
.

■
U

ni
t s

al
es

.
■

Vo
lu

m
e 

sa
le

s.
■

Sa
le

s s
ha

re
.

■
Av

er
ag

e 
se

lli
ng

 p
ri

ce
.

■
Av

er
ag

e 
pr

om
ot

ed
 p

ri
ce

.
■

Av
er

ag
e 

lis
t p

ri
ce

.
■

Pe
rc

en
ta

ge
 o

fs
to

re
s s

el
lin

g 
ea

ch
pr

od
uc

t.

St
at

e 
or

 lo
ca

l l
ev

el
s.

Su
bj

ec
ts

:
Re

ta
ile

rs
 u

sin
g 

U
PC

sc
an

ne
rs

.

a)
Va

ri
es

.

c)
19

94
–p

re
se

nt
.

C
om

pa
ra

bl
e 

da
ta

 o
n 

gr
o-

ce
ry

 st
or

es
 a

re
 a

va
ila

bl
e,

bu
t t

he
 c

os
t o

fo
bt

ai
ni

ng
th

e 
da

ta
 se

t m
ay

 b
e 

pr
o-

hi
bi

tiv
e.

AC
 N

ie
lse

n 
an

d 
C

om
pa

ny
.

(7
70

) 4
82

-1
93

9.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

✔
Su

bs
ta

nc
e A

bu
se

 a
nd

 M
en

ta
l

H
ea

lth
 S

er
vi

ce
s A

dm
in

is
tr

at
io

n
(S

A
M

H
SA

) C
om

pl
ia

nc
e 

C
he

ck
s

■
Pr

ov
id

es
 d

at
a 

on
 to

ba
cc

o 
sa

le
s t

o
m

in
or

s t
hr

ou
gh

 u
na

nn
ou

nc
ed

,a
nn

u-
al

 in
sp

ec
tio

ns
 (i

nc
lu

de
s l

oc
at

io
n 

of
es

ta
bl

ish
m

en
ts

).

■
Th

is 
m

on
ito

ri
ng

 re
se

ar
ch

 w
as

 a
ut

ho
r-

iz
ed

 th
ro

ug
h 

th
e 

Sy
na

r A
m

en
dm

en
t,

w
hi

ch
 m

an
da

te
d 

th
e 

re
du

ct
io

n 
of

to
ba

cc
o 

sa
le

s t
o 

m
in

or
s.

To
pi

cs
:

■
Ab

ili
ty

 o
fm

in
or

s t
o 

pu
rc

ha
se

to
ba

cc
o 

pr
od

uc
ts

.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.

Su
bj

ec
ts

:
To

ba
cc

o 
re

ta
ile

rs
.

a)
Ra

nd
om

 d
es

ig
n.

U
na

nn
ou

nc
ed

 v
isi

ts
.

M
et

ho
do

lo
gy

 m
ay

 
va

ry
 b

y 
st

at
e.

c)
19

95
–p

re
se

nt
.

A
nn

ua
l r

ep
or

t d
et

ai
ls 

st
at

es
’

ac
tiv

iti
es

 to
 e

nf
or

ce
 la

w
s.

In
cl

ud
es

 in
fo

rm
at

io
n 

on
su

cc
es

se
s i

n 
re

du
ci

ng
 to

ba
cc

o
av

ai
la

bi
lit

y 
to

 y
ou

ng
 p

eo
pl

e,
m

et
ho

ds
 u

se
d 

to
 id

en
tif

y 
no

nc
om

pl
ia

nt
 re

ta
il 

ou
tle

ts
,

in
sp

ec
tio

n 
pr

oc
ed

ur
es

,a
nd

pl
an

s f
or

 e
nf

or
ci

ng
 th

e 
la

w
 

in
 th

e 
ne

xt
 fi

sc
al

 y
ea

r.

C
om

pa
ra

bi
lit

y 
of

da
ta

 m
ay

 
be

 a
ffe

ct
ed

 b
y 

th
e 

ra
ce

 a
nd

 
se

x 
of

yo
un

g 
in

sp
ec

to
rs

.

Su
bs

ta
nc

e 
A

bu
se

 a
nd

 
M

en
ta

l H
ea

lth
 S

er
vi

ce
s

Ad
m

in
ist

ra
tio

n.
(3

01
) 4

43
-8

95
6.

w
w

w
.sa

m
hs

a.
go

v/
cs

ap



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

104

Ta
b

le
 4

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:S

al
es

 D
at

a

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
4 

(c
on

ti
nu

ed
)

To
ba

cc
o 

Li
ce

ns
e 

D
at

ab
as

e

■
Pr

ov
id

es
 d

at
a 

on
 e

st
ab

lis
hm

en
ts

ap
pr

ov
ed

 to
 se

ll 
to

ba
cc

o 
pr

od
uc

ts
.

■
C

an
 b

e 
us

ed
 fo

r m
on

ito
ri

ng
 a

nd
en

fo
rc

em
en

t.

■
Pr

ov
id

es
 a

 sa
m

pl
e 

fr
am

e 
fo

r 
co

m
pl

ia
nc

e 
ch

ec
ks

 o
r p

op
ul

at
io

n
ob

se
rv

at
io

n 
st

ud
ie

s.

To
pi

cs
:

■
To

ba
cc

o 
lic

en
se

 o
r s

al
es

 p
er

m
it.

■
Re

ta
ile

r t
yp

e.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
To

ba
cc

o 
re

ta
ile

rs
.

a)
Va

ri
es

.

b)
Va

ri
es

.

St
at

e 
en

fo
rc

em
en

t o
r 

bu
sin

es
s r

eg
ul

at
io

ns
ag

en
cy

.

Ta
x 

Re
ve

nu
e 

D
at

a

■
Pr

ov
id

es
 sa

le
s i

nf
or

m
at

io
n 

on
 

to
ba

cc
o 

pr
od

uc
ts

.

To
pi

cs
:

■
Sa

le
s (

nu
m

be
r o

fc
ig

ar
et

te
 p

ac
ks

,
ca

rt
on

s,
an

d 
po

un
ds

 o
ft

ob
ac

co
)

pe
r c

ap
ita

 fo
r c

ig
ar

et
te

s a
nd

sm
ok

el
es

s t
ob

ac
co

.

St
at

e 
le

ve
l.

Su
bj

ec
ts

:
W

ho
le

sa
le

rs
 a

nd
di

st
ri

bu
to

rs
.

a)
Re

ce
ip

ts
 c

ol
le

ct
ed

 m
on

th
ly

.

b)
Va

ri
es

 b
y 

st
at

e.
U

su
al

ly
be

gi
ns

 th
e 

fir
st

 y
ea

r a
 

st
at

e 
co

lle
ct

s t
ob

ac
co

 
ex

ci
se

 ta
x.

Th
e 

To
ba

cc
o 

In
st

itu
te

 w
as

di
sm

an
tle

d 
in

 1
99

9,
bu

t
O

rz
ec

ho
w

sk
i a

nd
 W

al
ke

r,
an

 e
co

no
m

ic
 c

on
su

lti
ng

fir
m

 fi
na

nc
ia

lly
 su

pp
or

te
d

by
 to

ba
cc

o 
co

m
pa

ni
es

,
ha

s b
eg

un
 p

ub
lis

hi
ng

 a
n

an
nu

al
 re

po
rt

 o
n 

to
ba

cc
o

sa
le

s a
nd

 c
on

su
m

pt
io

n.

O
rz

ec
ho

w
sk

i a
nd

 W
al

ke
r.

(7
03

) 3
51

-5
01

4.

St
at

e 
de

pa
rt

m
en

ts
 o

f
re

ve
nu

e.



Appendix A

105

Ta
b

le
 5

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:N

at
io

n
al

,S
ta

te
,a

n
d

 L
oc

al
 P

ol
ic

y 
Tr

ac
ki

n
g

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
5

Ab
br

ev
ia

tio
ns

: E
TS

 =
 e

nv
iro

nm
en

ta
l t

ob
ac

co
 s

m
ok

e.

Re
st

au
ra

nt
 S

ur
ve

ys

■
Pr

ov
id

es
 d

at
a 

on
 sm

ok
in

g 
po

lic
ie

s
an

d 
pr

ac
tic

es
;a

nd
 o

n 
th

e 
kn

ow
le

dg
e,

be
ha

vi
or

s,
an

d 
at

tit
ud

es
 o

fp
er

so
nn

el
an

d/
or

 m
an

ag
em

en
t.

To
pi

cs
:

■
Ty

pe
 o

fr
es

ta
ur

an
t.

■
Sm

ok
in

g 
po

lic
y.

■
Re

as
on

s f
or

 sm
ok

in
g 

po
lic

y.

■
Pr

oj
ec

te
d 

ch
an

ge
s i

n 
sm

ok
in

g
po

lic
y.

■
Pr

es
en

ce
 o

fb
ar

 o
r l

ou
ng

e.

■
C

on
fig

ur
at

io
n 

of
se

at
in

g 
ar

ea
s.

■
N

um
be

r o
fs

ea
ts

 in
 re

st
au

ra
nt

.

■
C

us
to

m
er

 d
em

an
d 

fo
r s

m
ok

in
g

or
 n

on
sm

ok
in

g 
se

ct
io

ns
.

■
At

tit
ud

es
 a

bo
ut

 h
ar

m
fu

ln
es

s o
f

ET
S.

■
Su

pp
or

t f
or

 lo
ca

l s
m

ok
e-

fr
ee

or
di

na
nc

es
.

■
To

ba
cc

o 
us

e.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.
a)

Ra
nd

om
 d

es
ig

n 
us

in
g 

bu
sin

es
s l

ist
s.

M
et

ho
do

lo
gy

 m
ay

 
va

ry
 b

y 
st

at
e.

c)
M

os
t o

ft
he

se
 su

rv
ey

s
ha

ve
 b

ee
n 

co
nd

uc
te

d 
in

th
e 

la
st

 1
0 

ye
ar

s.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is
ty

pe
 o

fs
ur

ve
y.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r

D
ise

as
e 

C
on

tr
ol

 a
nd

Pr
ev

en
tio

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

W
or

ks
ite

 S
ur

ve
ys

■
Pr

ov
id

es
 d

at
a 

on
 p

re
va

le
nc

e,
kn

ow
l-

ed
ge

,b
eh

av
io

rs
,a

tti
tu

de
s,

po
lic

ie
s,

ce
ss

at
io

n 
ac

tiv
iti

es
,a

nd
 p

ra
ct

ic
es

 a
t

pr
iv

at
e 

an
d 

pu
bl

ic
 w

or
k 

sit
es

.

To
pi

cs
:

■
To

ba
cc

o 
us

e.

■
Sm

ok
in

g 
po

lic
ie

s i
n 

w
or

k 
ar

ea
s.

■
Sm

ok
in

g 
po

lic
ie

s i
n

co
m

m
on

/p
ub

lic
 p

la
ce

s.

■
At

tit
ud

es
 a

bo
ut

 sm
ok

in
g 

in
do

or
s.

■
Pe

rc
ep

tio
ns

 o
ft

he
 h

ar
m

fu
ln

es
s 

of
ET

S.

■
C

es
sa

tio
n 

po
lic

ie
s.

■
C

es
sa

tio
n 

pr
og

ra
m

s.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.
a)

Ra
nd

om
 d

es
ig

n 
us

in
g 

bu
sin

es
s l

ist
s.

M
et

ho
do

lo
gy

 m
ay

 
va

ry
 b

y 
st

at
e.

b)
Fr

eq
ue

nc
y 

va
ri

es
 b

y 
st

at
e.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is
ty

pe
 o

fs
ur

ve
y.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

106

Ta
b

le
 6

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:P

ro
-T

ob
ac

co
 A

dv
er

ti
si

n
g 

an
d

 P
ro

m
ot

io
n

s

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
6

Ev
en

t S
po

ns
or

sh
ip

■
Pr

ov
id

es
 d

at
a 

on
 e

ve
nt

s s
po

ns
or

ed
 b

y
to

ba
cc

o 
co

m
pa

ni
es

.

To
pi

cs
:

■
Ev

en
t s

po
ns

or
sh

ip
 a

nd
 fu

nd
in

g.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.
a)

O
bs

er
va

tio
na

l.

b)
Va

ri
es

.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is
ty

pe
 o

fs
ur

ve
y.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

N
ie

ls
en

 M
on

ito
r P

lu
s

■
Pr

ov
id

es
 2

4 
ho

ur
s p

er
 d

ay
 tr

ac
ki

ng
 o

f
pa

id
 c

om
m

er
ci

al
 a

ct
iv

ity
 m

ai
nl

y 
fo

r
te

le
vi

sio
n,

bu
t a

lso
 n

ew
sp

ap
er

 a
nd

ra
di

o 
in

 c
er

ta
in

 m
ar

ke
t r

eg
io

ns
.

■
To

ba
cc

o 
ad

ve
rt

ise
m

en
ts

,t
ra

ce
d 

by
br

an
d 

na
m

e.

To
pi

cs
:

■
D

iss
em

in
at

io
n 

an
d 

fr
eq

ue
nc

y 
of

ad
ve

rt
ise

m
en

ts
.

By
 m

ar
ke

t u
ni

t
(t

he
re

 a
re

 2
10

 u
ni

ts
in

 th
e 

co
un

tr
y)

.

Su
bj

ec
ts

:
Ta

rg
et

 p
op

ul
at

io
n

of
pa

id
 a

dv
er

tis
e-

m
en

ts
 fo

r a
ll 

m
aj

or
te

le
vi

sio
n 

st
at

io
ns

,
an

d 
se

le
ct

ed
 n

ew
s-

pa
pe

r a
nd

 r
ad

io
 

st
at

io
ns

.

a)
C

en
su

s o
fa

ll 
fu

ll-
po

w
er

 c
om

m
er

ci
al

 
br

oa
dc

as
tin

g 
st

at
io

ns
.

C
on

ve
ni

en
ce

 sa
m

pl
e 

fo
r n

ew
sp

ap
er

 a
nd

 
ra

di
o 

co
m

m
er

ci
al

 
ac

tiv
iti

es
.

c)
O

ng
oi

ng
 si

nc
e 

19
95

.

Av
ai

la
bl

e 
to

 c
lie

nt
s,

di
st

ri
bu

tio
n 

fir
m

,o
r

or
ga

ni
za

tio
n.

Th
e 

co
st

s o
fo

bt
ai

ni
ng

 
th

e 
da

ta
 se

ts
 m

ay
 b

e 
pr

oh
ib

iti
ve

.

N
ew

 M
ed

ia
 S

er
vi

ce
s.

(2
12

) 7
08

-7
50

0 
or

 
(2

12
) 9

07
-4

22
0.

w
w

w
.n

ie
lse

nm
ed

ia
.c

om

Po
in

t-
of

-P
ur

ch
as

e 
Su

rv
ey

■
Pr

ov
id

es
 c

on
te

xt
ua

l d
at

a 
on

 re
ta

il
ou

tle
ts

 th
at

 c
an

 sh
ow

 to
ba

cc
o 

sa
le

s p
ol

ic
ie

s a
nd

 p
ra

ct
ic

es
 in

 
co

m
m

un
iti

es
,i

nc
lu

di
ng

 a
tti

tu
de

s 
an

d 
be

ha
vi

or
s.

To
pi

cs
:

■
Pr

od
uc

t p
la

ce
m

en
t.

■
Ad

ve
rt

isi
ng

 p
ri

ce
.

■
Po

lic
ie

s a
nd

 p
ra

ct
ic

es
 o

f
pe

rs
on

ne
l a

nd
 m

an
ag

em
en

t.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.

Su
bj

ec
ts

:
Re

ta
il 

ou
tle

ts
.

a)
Ra

nd
om

 d
es

ig
n.

U
na

nn
ou

nc
ed

 v
isi

ts
.

M
et

ho
do

lo
gy

 m
ay

 
va

ry
 b

y 
st

at
e.

b)
Va

ri
es

.

Su
rv

ey
s m

ay
 b

e 
co

nd
uc

te
d

ov
er

tly
 o

r c
ov

er
tly

.
St

at
e 

he
al

th
 d

ep
ar

tm
en

ts
.

St
at

e 
en

fo
rc

em
en

t a
ge

nc
ie

s.

Pr
od

uc
t G

iv
e-

Aw
ay

s a
nd

Pr
om

ot
io

ns

■
Pr

ov
id

es
 d

at
a 

on
 to

ba
cc

o 
pr

om
ot

io
ns

an
d 

pr
od

uc
t g

iv
e-

aw
ay

s.

To
pi

cs
:

■
Ty

pe
 o

fp
ro

m
ot

io
ns

 a
nd

 
gi

ve
-a

w
ay

s.

■
M

on
et

ar
y 

am
ou

nt
 o

f
pr

om
ot

io
n.

■
Fr

eq
ue

nc
y.

St
at

e 
an

d 
lo

ca
l 

le
ve

ls.

Su
bj

ec
ts

:
C

om
m

un
ity

 e
ve

nt
s

an
d 

en
te

rt
ai

nm
en

t
ve

nu
es

.

a)
O

bs
er

va
tio

na
l.

b)
Va

ri
es

.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is
ty

pe
 o

fs
ur

ve
y.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.



Appendix A

107

Ta
b

le
 7

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:A

dv
er

ti
si

n
g 

Tr
ac

ki
n

g 
an

d
 O

u
tc

om
es

 M
ea

su
re

m
en

t

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
7

A
rb

itr
on

■
Pr

ov
id

es
 d

at
a 

on
 w

hi
ch

 ra
di

o 
st

at
io

ns
ha

ve
 th

e 
la

rg
es

t r
ea

ch
 fo

r t
he

 ta
rg

et
po

pu
la

tio
n.

■
C

an
 b

e 
us

ed
 to

 ta
rg

et
 m

ed
ia

 c
am

-
pa

ig
n 

ac
tiv

iti
es

 a
nd

 e
st

im
at

e 
re

ac
h.

To
pi

cs
:

■
Ti

m
e 

of
da

y.

■
A

m
ou

nt
 o

ft
im

e 
lis

te
ne

d.

■
Sp

ec
ifi

c 
ge

og
ra

ph
ic

al
 lo

ca
tio

ns
.

■
Li

st
en

er
 d

em
og

ra
ph

ic
s.

Ba
se

d 
on

 c
ou

nt
y

le
ve

l m
et

ro
po

lit
an

m
ar

ke
ts

.

a)
Ra

nd
om

 d
es

ig
n.

M
ai

l d
ia

ry
.

b)
O

ng
oi

ng
,s

in
ce

 1
95

0s
.

Th
e 

bi
gg

es
t m

et
ro

po
lit

an
m

ar
ke

ts
 a

re
 su

rv
ey

ed
 fo

ur
tim

es
 a

 y
ea

r.

Sm
al

le
r m

ar
ke

ts
 a

re
 su

r-
ve

ye
d 

tw
ic

e 
a 

ye
ar

.

A
rb

itr
on

.
(7

70
) 5

51
-1

40
0 

or
 

(8
00

) 5
43

-7
30

0.
w

w
w

.a
rb

itr
on

.c
om

M
ed

ia
 C

am
pa

ig
n 

Ac
tiv

ity
 T

ra
ck

in
g

■
Pr

ov
id

es
 tr

ac
ki

ng
 d

at
a 

on
 c

ou
nt

er
-

m
ar

ke
tin

g 
ad

ve
rt

ise
m

en
ts

 o
n 

TV
 

an
d 

ra
di

o.

To
pi

cs
:

■
G

ro
ss

 ra
tin

g 
po

in
t (

G
RP

) r
ea

ch
 

an
d 

fr
eq

ue
nc

y.

M
ed

ia
 c

am
pa

ig
ns

.
a)

Va
ri

es
.

b)
Va

ri
es

.

Th
is 

in
fo

rm
at

io
n 

is 
us

ua
lly

pr
ov

id
ed

 b
y 

th
e 

m
ed

ia
ca

m
pa

ig
n 

pr
ov

id
er

 o
r 

co
nt

ra
ct

or
.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

M
ed

ia
 E

va
lu

at
io

n 
Su

rv
ey

■
Pr

ov
id

es
 d

at
a 

on
 th

e 
ex

po
su

re
,a

w
ar

e-
ne

ss
,a

nd
 im

pa
ct

 o
fa

 p
ai

d 
m

ed
ia

ca
m

pa
ig

n.

To
pi

cs
:

■
C

on
fir

m
at

io
n 

of
ex

po
su

re
.

■
Re

ca
ll 

of
sp

ec
ifi

c 
ad

ve
rt

ise
m

en
ts

.

■
Be

ha
vi

or
 c

ha
ng

e.

Ta
rg

et
 p

op
ul

at
io

n
of

m
ed

ia
 c

am
pa

ig
n.

a)
Ra

nd
om

 d
es

ig
n

Re
pe

at
ed

 fo
llo

w
-u

p 
te

le
ph

on
e 

su
rv

ey
s.

b)
Va

ri
es

.

Pr
ov

id
es

 p
re

- a
nd

 p
os

t-
in

fo
rm

at
io

n 
be

fo
re

,d
ur

in
g,

an
d 

af
te

r a
 c

ou
nt

er
-m

ar
ke

tin
g

ca
m

pa
ig

n.
A

 n
um

be
r o

fs
ta

te
s

ha
ve

 m
ou

nt
ed

 c
ou

nt
er

-
m

ar
ke

tin
g 

ca
m

pa
ig

ns
.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

N
ie

ls
en

 S
ig

m
a 

Se
rv

ic
e

■
Pr

ov
id

es
 2

4 
ho

ur
s p

er
 d

ay
 tr

ac
ki

ng
 

of
pa

id
 a

nd
 u

np
ai

d 
pu

bl
ic

 se
rv

ic
e

an
no

un
ce

m
en

ts
 a

nd
 v

id
eo

 n
ew

s r
el

ea
se

s.

■
Tr

ac
ki

ng
 is

 d
on

e 
by

 a
dv

er
tis

em
en

t 
m

as
te

r c
od

e.

To
pi

cs
:

■
A

ir 
tim

e 
an

d 
fr

eq
ue

nc
y 

of
ad

ve
rt

ise
m

en
t.

M
ar

ke
t u

ni
t l

ev
el

 o
f

ad
ve

rt
ise

m
en

ts
.

a)
C

en
su

s o
fa

ll 
fu

ll-
po

w
er

co
m

m
er

ci
al

 b
ro

ad
ca

st
in

g
st

at
io

ns
.

b)
O

ng
oi

ng
 si

nc
e 

19
89

.

Av
ai

la
bl

e 
to

 o
rd

er
in

g
cl

ie
nt

,d
ist

ri
bu

tio
n 

fir
m

,
or

 o
rg

an
iz

at
io

n.

Th
e 

co
st

s o
bt

ai
ni

ng
 

th
e 

da
ta

 se
ts

 m
ay

 b
e 

pr
oh

ib
iti

ve
.

N
ew

 M
ed

ia
 S

er
vi

ce
s.

(7
27

) 7
38

-3
06

0.
w

w
w

.n
ie

lse
nm

ed
ia

.c
om

V
id

eo
 M

on
ito

ri
ng

 S
er

vi
ce

■
Tr

ac
ks

 b
ro

ad
ca

st
 c

ov
er

ag
e 

of
TV

,r
ad

io
,

pr
in

t,
an

d 
ou

td
oo

r a
dv

er
tis

em
en

ts
.

To
pi

cs
:

■
To

ba
cc

o 
ke

y 
w

or
ds

.

Ad
ve

rt
ise

m
en

ts
 o

n
TV

,r
ad

io
,p

ri
nt

,
an

d 
ou

td
oo

rs
.

a)
C

en
su

s o
ff

ul
l-p

ow
er

co
m

m
er

ci
al

 b
ro

ad
ca

st
in

g
st

at
io

ns
.

b)
O

ng
oi

ng
 si

nc
e 

19
96

.

N
um

be
r o

fm
ed

ia
 so

ur
ce

s
de

pe
nd

s o
n 

re
gi

on
.

V
id

eo
 M

on
ito

ri
ng

 S
er

vi
ce

s.
(2

12
) 7

36
-2

01
0.

w
w

w
.v

id
m

on
.c

om



Introduction to Program Evaluation for Comprehensive Tobacco Control Programs

108

Ta
b

le
 8

.T
op

ic
-S

p
ec

if
ic

 T
oo

ls
:C

om
m

u
n

it
y

M
et

ho
do

lo
gy

 (a
),

To
ba

cc
o-

Re
la

te
d

Sa
m

pl
in

g
Fr

eq
ue

nc
y 

(b
),

D
at

a 
So

ur
ce

In
di

ca
to

rs
Fr

am
e

Ye
ar

s C
om

pl
et

ed
 (c

)
C

om
m

en
ts

C
on

ta
ct

Ta
bl

e 
8

K
ey

 In
fo

rm
an

t S
ur

ve
ys

■
Pr

ov
id

es
 d

at
a 

on
 a

w
ar

en
es

s a
nd

 
at

tit
ud

es
 o

fl
ea

de
rs

 a
nd

 in
flu

en
tia

l
pe

rs
on

s o
n 

to
ba

cc
o 

iss
ue

s f
ro

m
 

va
ri

ou
s s

ec
to

rs
 o

ft
he

 c
om

m
un

ity
,

in
cl

ud
in

g 
la

w
 e

nf
or

ce
m

en
t,

bu
sin

es
s,

fa
ith

,e
du

ca
tio

n,
et

c.

To
pi

cs
:

■
Im

po
rt

an
ce

 o
ft

ob
ac

co
-r

el
at

ed
iss

ue
s.

■
In

ve
st

m
en

t i
n 

he
al

th
.

C
om

m
un

ity
 le

ve
l.

Su
bj

ec
ts

:
Le

ad
er

s,
po

te
nt

ia
l

pa
rt

ne
rs

,a
nd

 o
th

er
in

flu
en

tia
l p

er
so

ns
.

a)
Va

ri
es

 (e
.g

.,
sn

ow
ba

ll,
qu

ot
a 

sa
m

pl
e,

in
-

pe
rs

on
,o

r t
el

ep
ho

ne
su

rv
ey

).

b)
Va

ri
es

.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is 
ty

pe
 o

fs
ur

ve
y.

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.

Lo
ca

l P
ro

gr
am

 M
on

ito
ri

ng

■
Pr

ov
id

es
 d

at
a 

on
 lo

ca
l t

ob
ac

co
 c

on
-

tr
ol

 p
ro

gr
am

 in
fr

as
tr

uc
tu

re
,s

ta
ff,

re
so

ur
ce

s,
an

d 
ob

je
ct

iv
es

.

To
pi

cs
:

■
St

af
fin

g.

■
Re

so
ur

ce
s.

■
Ac

tiv
iti

es
.

Lo
ca

l l
ev

el
.

Su
bj

ec
ts

:
Pr

og
ra

m
 m

an
ag

er
an

d 
pr

oj
ec

t c
oo

rd
i-

na
to

rs
.

a)
Va

ri
es

 (e
.g

.,
se

lf-
ad

m
in

ist
er

ed
 p

ro
gr

es
s

re
po

rt
)

b)
Va

ri
es

.

A
 li

m
ite

d 
nu

m
be

r o
f

st
at

es
 h

av
e 

co
nd

uc
te

d 
th

is
ty

pe
 o

fs
ur

ve
y.

O
ffi

ce
 o

n 
Sm

ok
in

g 
an

d
H

ea
lth

,C
en

te
rs

 fo
r D

ise
as

e
C

on
tr

ol
 a

nd
 P

re
ve

nt
io

n.
(7

70
) 4

88
-5

70
3.

w
w

w
.c

dc
.g

ov
/to

ba
cc

o

St
at

e 
he

al
th

 d
ep

ar
tm

en
ts

.



Preventing the Initiation of Tobacco
Use Among Young People
■ Example of Logic Model

■ Examples of Outcome and Process Objectives

■ Example Outcomes, Outputs, Indicators, and Data Sources

109

Appendix B





Preventing the Initiation of Tobacco Use Among Young People

Appendix B

111

Logic model for preventing the initiation of tobacco use among young people

Decreased access

Inputs Activities Outputs Outcomes

Short-term Intermediate Long-term

State Health
Departments and

Partners

Policy and 
regulatory

action

School-based
prevention

Counter-
marketing

Youth are exposed to
anti-tobacco/pro-health

messages and fewer 
pro-tobacco messages

Students receive
tobacco use 

prevention education
in school

Youth advocacy
groups are formed

Tobacco sales to
minors are restricted

and enforced

Increased knowledge,
awareness, skills and
changes in attitude

Smoking is
de-normalized

Reduced initiation
among youth

Community
mobilization

Targeted to disparate populations

Reduced tobacco-
related morbidity

and mortality

Decreased tobacco-
related health 

disparities

Increased price on
cigarettes through tax



Program goal: prevent tobacco initiation
among young people
Examples of outcome objectives

Examples of long-term objectives
■ Reduce the proportion of young people in grades 9 through

12 who have used any tobacco product in the previous month
from X% in 2001 to Y% in 2005.

■ Increase by at least 1 year the average age of first use of
cigarettes by adolescents aged 12–17 by 2005.

■ Increase the proportion of young people in grades 9 through
12 who report having never tried a cigarette from X% in 2001
to Y% in 2005.

Examples of intermediate objectives
Strategy: Decrease the social acceptability of tobacco use.

■ Decrease the proportion of young people who believe that
people who smoke have more friends from X% in 2001 to Y%
in 2003.

■ Decrease the proportion of young people in grades 6 through
8 who definitely feel that smoking cigarettes makes young
people look cool or fit in from X% in 2001 to Y% in 2003.

■ Decrease the proportion of young people in grades 9 through
12 who definitely feel that smoking cigarettes makes young
people look cool or fit in from X% in 2001 to Y% in 2003.

■ Decrease the proportion of young people in grades 6 through
8 who would ever use or wear something that has a tobacco
company name or picture on it from X% in 2001 to Y% in
2003.

■ Decrease the proportion of young people in grades 9 through
12 who would ever use or wear something that has a tobacco
company name or picture on it from X% in 2001 to Y% in
2003.

■ Increase the number of communities with local ordinances
restricting tobacco advertising within 1,000 feet of schools,
parks, and playgrounds from X in 2001 to Y in 2003.

Strategy: Decrease young people’s access to tobacco.

■ Increase the proportion of retailers who refuse to sell to
minors from X% in 2001 to Y% in 2003.

■ Increase the proportion of young people in grades 9 through
12 who were refused sales of cigarettes during the prior 30
days from X% in 2001 to Y% in 2003.
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Examples of short-term objectives
Strategy: Increase young people’s awareness and knowledge about
the risks of tobacco use; improve their attitudes toward nonsmoking
and their skills in resisting tobacco use.

■ Increase the proportion of young people in grades 6 through
8 who have seen messages on television, radio, billboards, or
other media about not smoking from X% in 2001 to Y% in
2002.

■ Increase the proportion of targeted young people in grades 6
through 8 who have seen messages on television, radio,
billboards, or other media about not smoking from X% in
2001 to Y% in 2002.

■ Increase the proportion of young people in grades 6 through
8 who believe people can get addicted to tobacco from X% in
2001 to Y% in 2002.

■ Increase the proportion of young people in grades 6 through
8 who have practiced ways to say “no” to tobacco during the
previous school year from X% in 2001 to Y% in 2002.

■ Increase the proportion of targeted young people in grades 6
through 8 who have practiced ways to say “no” to tobacco
during the past school year from X% in 2001 to Y% in 2002.

■ Increase the proportion of young people in grades 9 through
12 who have seen messages on television, radio, billboards, or
other media about not smoking from X% in 2001 to Y% in
2002.

■ Increase the proportion of young people in grades 9 through
12 who believe people can get addicted to tobacco from X%
in 2001 to Y% in 2002.

■ Increase the proportion of young people in grades 9 through
12 who have practiced ways to say “no” to tobacco during the
previous school year from X% in 2001 to Y% in 2002.

■ Increase the proportion of young people in various
population groups in grades 9 through 12 who have practiced
ways to say “no” to tobacco during the previous school year
from X% in 2001 to Y% in 2002.

Strategy: Restrict tobacco sales to minors and enforce laws related
to restricting such sales.

■ Increase the proportion of smokers in grades 9 through 12
who were asked to show proof of age the last time they
attempted to purchase cigarettes from X% in 2001 to Y% in
2002.
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■ Increase the proportion of smokers in grades 9 through 12
who have ever had a retailer refuse to sell them cigarettes
from X% in 2001 to Y% in 2002.

Examples of process objectives

Strategy: Promote school programs to prevent tobacco use.

■ By December 2002, conduct teacher training on a tobacco-
use-prevention curriculum that is consistent with the CDC
recommended guidelines in at least 25% of school districts.

■ By September 2003, increase the percentage of school districts
that are implementing a tobacco-use-prevention curriculum
that meets the CDC recommended guidelines to at least 15%.

Strategy: Promote youth advocacy to empower young people to live
a smoke-free lifestyle.

■ By June 2002, fund at least five community organizations that
primarily serve particular populations of people (e.g, African
Americans, blue-collar workers) to develop youth advocacy
groups to promote nonsmoking norms.

Strategy: Decrease young people’s access to tobacco products.
■ By December 2002, conduct tobacco retail compliance checks

in at least 10 municipalities in collaboration with youth
advocacy groups and police departments.
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Example Outcomes, Outputs, Indicators, and Data Sources for 
the Program Goal of Reducing Tobacco Initiation Among Young People.

Long-Term Outcomes Long-Term Indicators Data Sources*

Decreased prevalence of tobacco
use among young people.

■ Proportion of young people who report smoking a cigarette in the
prior 30 days.

■ Youth Tobacco Survey.

■ Youth Risk Behavior Survey.

Delayed average age at
first use.

■ Average age at which young people smoke a whole cigarette for
the first time.

■ Youth Tobacco Survey.

Intermediate Outcomes Intermediate Indicators Data Sources*

Abbreviations: DASH = CDC’s Division of Adolescent and School Health.

Increased prevalence of
young people who have
never tried a cigarette.

■ Proportion of young people who report they have never tried a
cigarette.

■ Youth Tobacco Survey.

Decreased social acceptance
of tobacco use.

■ Proportion of young people who believe smoking does not make
them look cool or fit in.

■ Proportion of young people who report they would not wear
something that has a tobacco company name or picture on it.

■ Proportion of young people who do not think people who smoke
cigarettes have more friends.

■ Number of communities with ordinances restricting tobacco
advertising near schools, parks, and playgrounds.

■ Youth Tobacco Survey.

■ DASH School Profile.

■ Copies of ordinances.

Decreased access to 
tobacco for young people.

■ Proportion of retailers who refuse to sell cigarettes to minors.

■ Proportion of young people who report buying a pack of ciga-
rettes within the prior 30 days.

■ Retailer Survey.

■ Youth Tobacco Survey.

Improved attitudes about
smoking among young
people.

■ Proportion of young people who report they would not wear 
or use something with a tobacco name or picture on it.

■ Proportion of young people who believe they can resist peer 
pressure to smoke.

■ Proportion of young people with a firm intention to never smoke.

■ Youth Tobacco Survey.

Short-Term Outcomes Short-Term Indicators Data Sources*

Increased knowledge 
and awareness about the
dangers of smoking.

■ Proportion of young people who believe people can get addicted
to tobacco.

■ Proportion of people who recall content of anti-smoking,
youth-focused counter-advertisements, brochures, posters,
or presentations.

■ Proportion of young people who remember seeing counter-
advertisements, brochures, posters, or presentations.

■ Youth Tobacco Survey.

■ State Survey.

Increased skills to reduce
tobacco use.

■ Proportion of young people who have been taught during the
previous school year to practice ways to say “no” to tobacco.

■ Youth Tobacco Survey.

Increased adoption and
enforcement of tobacco-
free school policies.

■ Proportion of schools that have implemented school-based 
tobacco prevention programs.

■ Proportion of young people who report smoking on school 
property within the prior 30 days.

■ DASH School Profile.

■ Youth Tobacco Survey.

Increased restriction and
enforcement of tobacco
sales to minors.

■ Proportion of young people who report retailers refused to sell
cigarettes to them.

■ Proportion of young people who report being asked for proof
of age by retailers when purchasing cigarettes.

■ Youth Tobacco Survey.
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Example Outcomes, Outputs, Indicators, and Data Sources for 
the Program Goal of Reducing Tobacco Initiation Among Young People

Process Outcomes Process Indicators Data Sources*
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Increased number of schools
with programs to prevent 
tobacco use.

■ Percentage of school districts that have conducted teacher training
on a CDC-recommended tobacco-use-prevention curriculum.

■ Percentage of school districts that have implemented a CDC-
recommended tobacco-use-prevention curriculum.

■ Site-specific survey of school
districts.

■ DASH School Profile 

Increased number of
youth advocacy groups
whose purpose is to
empower young people to
say “no” to tobacco.

■ Number of contracts with ethnic-minority community organiza-
tions to develop youth advocacy groups for the purpose of help-
ing young people not to smoke.

■ Copies of contracts.

■ NTCP-Chronicle
Progress Report.

Decreased access of young
people to tobacco prod-
ucts.

■ Number of communities in which tobacco retail compliance
checks were completed.

■ State or local progress
reports.

Abbreviations: DASH = CDC’s Division of Adolescent and School Health; NTCP = CDC’s National Tobacco Control Program
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Logic model for promoting smoking cessation among young people and adults

Increased use of
cessation services

Inputs Activities Outputs Outcomes

Short-term Intermediate Long-term

State Health
Departments and

Partners

Policy and 
regulatory

action

Community
mobilization

Counter-
marketing

Population is exposed
to information 
about cessation

Calls to quit line   

Providers counsel
smokers using

AHCPR guidelines

Establishment of
cessation programs in
community, schools,

and work place

Increased knowledge,
awareness, and skills

Increased quit
attempts

Increased cessation
among adults and

youth

Targeted to disparate populations

Reduced tobacco-
related morbidity

and mortality

Decreased tobacco-
related health 

disparities

Medicaid, HMOs,
and private insurance
companies reimburse

cessation services



Program goal: promote smoking cessation
among young people and adults
Examples of outcome objectives

Examples of long-term objectives
■ In state X, increase the proportion of adults who report they

have quit smoking in the prior 12 months from X% in 2001
to Y% in 2005.

■ In state X, increase the proportion of adolescent smokers who
report they did not smoke cigarettes in the prior 6 months
from X% in 2001 to Y% in 2005.

Strategy: Decrease smoking rate among pregnant women.

■ Increase the proportion of women smokers who did not
smoke in the last 3 months of pregnancy and remained
abstinent through postpartum from X% in 2001 to Y% 
in 2005.

■ Increase the proportion of target-population women smokers
who did not smoke in the last 3 months of pregnancy and
remained abstinent through postpartum from X% in 2001 to
Y% in 2005.

Examples of intermediate objectives
Strategy: Increase the rate of quit attempts.

■ Increase the proportion of adult smokers who, in the
previous year, made at least one quit attempt that lasted
longer than 24 hours from X% in 2001 to Y% in 2003.

■ Increase the proportion of smokers in grades 9 through 
12 who have tried to quit smoking in the previous 12 months
from X% to Y% in 2003.

■ Increase the proportion of target-population smokers in
grades 9 through 12 who have tried to quit smoking in the
previous 12 months from X% to Y% in 2003.

Strategy: Increase the percentage of smokers who intend to quit.

■ Increase the percentage of adult smokers who report they
would like to quit smoking from X% in 2001 to Y% in 2003.

■ Increase the percentage of adult smokers who report they are
seriously considering quitting smoking within the next 6
months from X% in 2002 to Y% in 2003.
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■ Increase the percentage of target-population adult smokers
who report they are seriously considering quitting smoking
within the next 6 months from X% in 2002 to Y% in 2003.

■ Increase the percentage of young people in grades 9 through
12 who report they are seriously considering quitting
smoking within the next 6 months from X% in 2002 to 
Y % in 2003.

■ Increase the percentage of target-population young people in
grades 9 through 12 who report they are seriously
considering quitting smoking within the next 6 months from
X% in 2002 to Y% in 2003.

Strategy: Promote smoking-cessation programs in workplaces and
other community settings.

■ Increase the proportion of smokers who report their
workplace offers formal smoking-cessation programs from
X% in 2001 to Y % in 2002.

■ Increase the proportion of smokers in particular groups 
(e.g., Hispanics, pregnant women) who report their
workplace offers formal smoking-cessation programs 
from X% in 2001 to Y% in 2002.

■ Increase the percentage of minority-owned businesses
offering formal workplace smoking-cessation programs 
from X% in 2001 to Y% in 2002.

■ Increase the proportion of smokers who can identify at 
least one smoking-cessation resource from which they could
receive help from X% in 2001 to Y% in 2002.

■ Increase the proportion of smokers who know about a
quitline from X% in 2001 to Y% in 2002.

Strategy: Encourage health care providers to counsel patients to
quit using tobacco.

■ Increase the proportion of health care providers who
routinely counsel their tobacco-using patients to quit from
X% in 2001 to Y% in 2002.

■ Increase the proportion of adult smokers who report that a
doctor or other health care professional advised them to quit
smoking during the previous 12 months from X% in 2001 to
Y% in 2002.

Strategy: Increase the proportion of health insurance plans that
offer cessation services.
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■ Increase the proportion of health insurance plans that offer
smoking-cessation services as a covered benefit from X% in
2001 to Y% in 2002.

■ Increase the proportion of health insurance plans that offer
pharmaceutical treatment of nicotine addiction as a covered
benefit from X% in 2001 to Y% in 2002.

Examples of short-term objectives
Strategy: Improve awareness, knowledge, and attitudes related 
to cessation among adult smokers.

■ Increase the proportion of adult smokers who recall the
content of cessation advertising, brochures, posters, or
presentations from X% in 2001 to Y% in 2002.

■ Increase the proportion of a particular group of adult
smokers (e.g., Hispanics, low-literacy groups, gays and
lesbians) who recall the content of cessation advertising,
brochures, posters, or presentations from X% in 2001 to 
Y% in 2002.

■ Increase the proportion of adult smokers who believe quitting
smoking is beneficial to their health from X% in 2001 to Y%
in 2002.

■ Increase the proportion of adult smokers who are confident
they would be able to quit smoking permanently from X% in
2001 to Y% in 2002.

Strategy: Improve awareness, knowledge, and attitudes related to
cessation among health care system staff, health care professionals,
and insurance purchasers (e.g., businesses, managed care
organizations, business coalitions, Medicaid staff, state 
employee benefits managers).

■ Increase the proportion of health care system staff that
receive training on reminder systems from X% in 2001 
to Y% in 2002.

■ Increase the proportion of insurers and purchasers of
insurance who receive briefings on insurance coverage 
from X% in 2001 to Y% in 2002.

■ Increase the proportion of insurers and purchasers of
insurance who receive model descriptions of insurance
benefits from X% in 2001 to Y% in 2002.

Examples of process objectives

Strategy: Promote smoking-cessation programs.
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■ By October 2001, have at least three local coalitions with 
Web sites that list smoking-cessation programs in their
communities.

■ By June 2002, establish new smoking-cessation programs 
in at least five rural communities with no prior cessation
resources.

Strategy: Promote health systems change

■ By February 2002, meet with decision makers from at least
two managed care plans to provide the rationale for covering
smoking-cessation benefits through their employer-funded
plans.

■ By May 2002, distribute chart stickers for tracking patient
tobacco use through at least five county medical societies.

Strategy: Promote decreased social acceptability of tobacco use.

■ By August 2002, develop a media campaign, with materials
tailored to the target population, that encourages adults and
adolescents to quit smoking to improve their health.
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Example Outcomes, Outputs, Indicators, and Data Sources for 
the Program Goal of Increasing Smoking Cessation Among Young People and Adults 

Long-Term Outcomes Long-Term Indicators Data Sources*
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Increased nonsmoking during
pregnancy.

■ Proportion of women who report smoking less than one cigarette 
a day during the prior 3 months of their pregnancy.

■ Proportion of women who report smoking 3 months before 
pregnancy and not smoking after pregnancy.

■ Pregnancy Risk Assessment
Monitoring System.

Increased smoking 
cessation.

■ Percentage of adult smokers who report quitting in the prior year.

■ Percentage of young smokers who report quitting in past 6
months.

■ Behavioral Risk Factor
Surveillance System,
optional module.

■ Youth Tobacco Survey.

Intermediate Outcomes Intermediate Indicators Data Sources*

Increased quit attempts. ■ Percentage of adult smokers who stopped smoking for 1 day or
longer in the prior 12 months in an attempt to quit smoking.

■ Percentage of adolescent smokers who tried to quit smoking 
cigarettes during the prior 12 months.

■ Behavioral Risk Factor
Surveillance System,
optional module.

■ Youth Tobacco Survey.

■ Adult Tobacco Survey.

Increased intentions to
quit.

■ Percentage of adult smokers who report they would like to quit
smoking.

■ Percentage of adult smokers who report they are seriously 
considering quitting within the next 6 months.

■ Percentage of adolescent smokers who report they would like to
quit smoking.

■ Adult Tobacco Survey.

■ Youth Tobacco Survey.

Short-Term Outcomes Short-Term Indicators Data Sources*

Improved awareness,
knowledge, attitude, and
skills related to smoking
cessation.

■ Proportion of adults who recall the content of cessation PSAs,
brochures, posters, or presentations.

■ Proportion of adult smokers who believe quitting smoking 
is beneficial to their health.

■ Proportion of adults who are confident they could quit 
smoking permanently.

■ Adult Tobacco Survey.

■ State-specific surveys.

Increased availability of
cessation programs in
wide variety of settings.

■ Proportion of adolescent smokers who report participation in a
program to help them quit using tobacco.

■ Proportion of pregnant women who report attending classes on
how to stop smoking.

■ Proportion of smokers who report their workplace offers a 
smoking-cessation program.

■ Proportion of adults who can identify at least one smoking-
cessation resource from which they could receive help.

■ Youth Tobacco Survey.

■ Pregnancy Risk
Assessment Monitoring
System.

■ Adult Tobacco Survey.

Increased smoking-
cessation counseling by
health care providers.

■ Proportion of adult smokers who have been advised to quit 
smoking by a health care professional in the prior 12 months.

■ Proportion of women who report a health care professional spoke
to them during prenatal visits about how smoking can harm their
baby.

■ BRFSS optional module.

■ Pregnancy Risk
Assessment Monitoring
System.

■ Adult Tobacco Survey.

Increased coverage of
cessation services in
health insurance plans.

■ Proportion of health insurance plans that cover smoking-
cessation services.

■ Proportion of health insurance plans that cover treatment 
of nicotine addiction.

■ State surveys.
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Example Outcomes, Outputs, Indicators, and Data Sources for Programs 
with a Goal of Increasing Smoking Cessation Among Young People and Adults 

Process Outcomes Process Indicators Data Sources*

Increased availability of
smoking-cessation programs.

■ Number of Web sites listing community smoking-cessation services.

■ Number of new smoking-cessation programs offered in rural 
communities.

■ State or local progress 
reports.

Increased greater 
attention to smoking-
cessation by health care
systems.

■ Number of meetings with managed care plans about adding 
coverage of smoking-cessation.

■ Number of county medical societies distributing chart stickers for
tracking patient tobacco use.

■ State or local progress
reports.

■ Copies of meeting
agendas.

Decreased acceptability of
tobacco use.

■ Copies of media spots developed as part of the media campaign
to promote smoking cessation.

■ State or local progress
reports.
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1. Basic Considerations
_____ Object of the evaluation 
_____ Purpose of the evaluation 
_____ Client 
_____ Other right-to-know audiences
_____ Authorized evaluator(s) 
_____ Guiding values and criteria 
_____ Standards for judging the evaluation 
_____ Contractual questions

2. Information
_____ Required information 
_____ Data-collection procedures 
_____ Data-collection instruments and protocols 
_____ Information sources 
_____ Participant selection 
_____ Provisions to obtain needed permissions to collect data
_____ Follow-up procedures to assure adequate information 
_____ Provisions for assuring the quality of obtained information
_____ Provisions to store and maintain security of collected

information

3. Analysis
_____ Procedures for analyzing quantitative information
_____ Procedures for analyzing qualitative information

4. Synthesis
_____ Participants in the process to reach judgments
_____ Procedures and guidelines for synthesizing findings and

reaching judgments
_____ Decisions on whether evaluation reports should include

recommendations

5. Reports
_____ Deliverables and due dates 
_____ Interim report formats, contents, lengths, audiences, and

methods of delivery 
_____ Final report format, contents, length, audiences, and

methods of delivery
_____ Restrictions/permissions to publish information from or

based on the evaluation
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Working with
contractors

This checklist will help
program managers, staff,
evaluators, and evaluation
clients identify key contractual
issues and make and record
their agreements for
conducting an evaluation.
Advance agreements on 
these matters can mean 
the difference between an
evaluation’s success and
failure.

Evaluation Contracts Checklist
Daniel L. Stufflebeam, February 2001 

Instructions: Mark each item as important and incorporated
with a checkmark or not applicable (na) or leave it blank,
indicating not agreed to though important.



6. Reporting Safeguards 
_____ Anonymity/confidentiality 
_____ Prerelease review of reports
_____ Conditions for participating in prerelease reviews
_____ Rebuttal by evaluatees
_____ Editorial authority 
_____ Final authority to release reports 

7. Protocol 
_____ Contact persons 
_____ Rules for contacting program personnel
_____ Communication channels and assistance

8. Evaluation Management
_____ Time line for evaluation work of both clients and

evaluators
_____ Assignment of evaluation responsibilities

9. Client Responsibilities 
_____ Access to information 
_____ Services 
_____ Personnel 
_____ Information 
_____ Facilities
_____ Equipment 
_____ Materials 
_____ Transportation assistance 
_____ Workspace

10. Evaluation Budget
_____ Payment amounts and dates 
_____ Conditions for payment, including delivery of required

reports 
_____ Budget limits/restrictions
_____ Agreed-upon indirect/overhead rates 
_____ Contracts for budgetary matters

11. Review and Control of the Evaluation 
_____ Contract amendment and cancellation provisions 
_____ Provisions for periodic review, modification, and

renegotiation of the evaluation design as needed
_____ Provision for evaluating the evaluation against

professional standards of sound evaluation
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