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Overview
The Impact of Policy Interventions

Policy interventions are now a well-recognized component
of tobacco control and prevention efforts. In the United
States, early Federal policy-making efforts focused on
cigarette advertising and promotion. In the 1970s and 1980s,
nonsmokers’ rights organizations began pressing for policies
to protect nonsmokers from environmental tobacco smoke
(ETS) and, later, for other policy measures (1). Over time, the
success of these and other policy-focused efforts has helped
establish public policy as an important component of tobacco
control and prevention.

Research now demonstrates the effectiveness of policy
interventions to prevent and decrease tobacco use. Among the
most powerful interventions is increasing tobacco excise taxes.
As noted in Reducing Tobacco Use: A Report of the Surgeon
General, “Increases in cigarette prices lead to substantial
reductions in cigarette smoking by deterring smoking
initiation among youth, promoting smoking cessation among
adults, and reducing the average cigarette consumption
among continuing smokers” (2). The impact of price increases
is not limited to the United States; the World Bank reports
that, on average, a price increase of 10 percent per pack
would reduce demand for cigarettes by about 4 percent in
higher-income countries and by about 8 percent in lower- and
middle-income countries (3).

Policies to restrict smoking in indoor locations such as
workplaces and public areas (“clean indoor air” laws) are
effective in reducing nonsmokers’ exposure to ETS. These
policies are also credited with increasing the rate at which
smokers attempt to quit, increasing the success rates of these
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attempts, and reducing the number of cigarettes smoked per
day by those who continue to smoke (4, 5). In addition, a
recent study suggests that the broad decline in the percentage
of children exposed to ETS in the home is due, in part, to
efforts to decrease ETS in worksites and public places (6). The
laws and the effort required to enact them may have helped
change social norms, including the attitudes of parents who
smoke toward exposing their children to ETS in the home.
In addition, many countries have either banned or severely
restricted tobacco advertising and promotion in response to
its impact on youth and adults (7).

Community-Level Programs and Policies

Community-level intervention research has contributed
greatly to our understanding of effective state- and
community-level programs and policies. The North Karelia
Project (Finland) and the Stanford Three-Community
Study (United States) were key early community-level
intervention trials aimed at preventing cardiovascular disease
(8). These studies, which demonstrated the potential impact
of community-level interventions, were followed by others,
including many aimed specifically at reducing tobacco use (9).
The potential of community-based interventions to provide
persistent and inescapable messages to quit smoking formed
the basis for the NCI Community Intervention Trial for
Smoking Cessation (COMMIT), begun in September 1986
(10). Its successor, the American Stop Smoking Intervention
Study (ASSIST), which began in October 1991, focused on
changing policy to alter the social, cultural, economic, and
environmental factors that promote smoking (11). More
recently, increased emphasis has been placed on conducting
research that is truly “community centered” or “community
based”—defined as a “collaborative approach to research
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that equitably involves, for example, community members,
organizational representatives, and researchers in all aspects
of the research process” (12). Community intervention and
community-based research have helped make state- and
community-level interventions, both programmatic and
policy, an important part of efforts to reduce tobacco use (13,

14).

Community activism and advocacy, including media
advocacy, are a critical part of efforts to implement effective
tobacco control and prevention policies. Community
activism can be effective even when legislation is not enacted;
the process of community activism serves to educate the
community and change social norms and, on occasion,
results in changes in private policy. For example, many large
businesses, including several nationwide restaurant chains,
have implemented 100 percent smoke-free policies in the
absence of laws requiring them to do so.

Reducing Women's Risk

Lung cancer has been the leading cause of cancer death in
women for many years, having overtaken breast cancer death
in white women in 1986 and in black women in 1990 (15).
However, while awareness of the risk of breast cancer is
widespread, research suggests that few women are aware of
the grave danger they face from lung cancer. For example,

a January 2001 survey conducted by the American Legacy
Foundation found that 80 percent of women believed that
breast cancer is the leading cause of cancer death among
U.S. women (16). Few women’s and girls’ organizations

are involved in tobacco control and prevention, and this
issue is rarely visible on the agenda of the women’s advocacy
community.

Certain groups of women are at increased risk for tobacco
use and tobacco-related disease. Overall, in 2002, 20 percent
of women aged 18 and older were current smokers; however,
prevalence varied sharply by level of educational attainment,
race/ethnicity, and economic status. Women with a graduate
degree had the lowest smoking prevalence (6 percent). In
sharp contrast, women with low levels of education had the
highest prevalence: 31 percent of women with 9-11 years of
education and 37 percent of women with a GED smoked.
Women at or above the poverty level were much less likely
to smoke than those living below the poverty level (20
percent vs. 30 percent, respectively) (17). Lastly, a recent
study documented enormous variation in cigarette smoking
among different racial and ethnic groups. In 1999-2001,

the prevalence of cigarette smoking was 40 percent among
American Indian/Alaska Native women, 26 percent among

white women, 22 percent among black women, 17 percent
among Hispanic women, and 9 percent among Asian women.
Variation among different Hispanic and Asian subgroups was
also demonstrated (18).

Data on tobacco use by American Indian/Alaska Native
women have some significant limitations; for example, the
National Health Interview Study did not identify American
Indian/Alaska Native respondents until 1978. Despite this,
it is clear that American Indian/Alaska Native men and
women have had significantly higher smoking rates than
any other group for many years. Furthermore, the overall
figure masks significant variation among tribal groups. For
example, a threefold variation in prevalence was observed
among American Indian/Alaska Native women of different
geographic regions: 14 percent of women in the Southwest
were current smokers, compared with 38 percent of women
in the Northern Plains (1988-1992 aggregate data). Cigarette
smoking by American Indian/Alaska Native women of
reproductive age remained at 36 to 44 percent between
1978 and 1995, and even higher rates were observed among
American Indian/Alaska Native women of reproductive age
with less than a high school education (47 to 82 percent).
Relatively little quitting behavior has been found in this
population (19), and some data also indicate high rates of
smokeless tobacco use among specific groups of American
Indian/Alaska Native women (20, 21).

Many challenges exist in reducing tobacco use by American
Indian/Alaska Native women. These include the community’s
enormous diversity, poverty, and deprivation and the fact that
conventional service organizations often do not operate on
Indian reservations. Interventions will need to be tailored to
the specific community served; partnering with organizations
that already operate on Indian reservations, especially
American Indian/Alaska Native organizations, may be
particularly valuable.

Research Barriers, Gaps, and Opportunities

Numerous barriers to research on effective community and
policy interventions exist, including insufficient resources,
capacity, infrastructure, leadership, and researchers capable of
conducting community-based research. In addition, research
on effective community and policy interventions is often not
amenable to the use of randomized controlled trials, generally
considered the “gold standard” of research (22). For this and
other reasons, community-based researchers often have greater
difficulty than their more traditional counterparts in securing
funding for their work (12).
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Important gaps in this area include the need for a better
understanding of differences in smoking prevalence among
ethnic groups and the cultural and gender-specific factors that
influence exposure to ETS. Often, research fails to consider
culture; as a result, many “best practices” are not especially
effective in reaching priority populations. Segmented, targeted
social marketing research is especially needed to counter the
extensive qualitative and quantitative research conducted by
the tobacco industry. Research is also needed to determine
the effects of tobacco control and prevention policies
implemented at technical schools and other institutions that
serve young women who do not attend college.

Important community and policy research opportunities
exist in many areas, including lessons learned from changes
in societal attitudes toward tobacco use; factors that

motivate policy makers to support tobacco control policies;
successful strategies to convey smoking cessation messages to
subpopulations characterized by isolation, low socioeconomic
status, and/or low literacy; Internet sales of tax-free or low-
tax tobacco products by Indian reservations; the impact of
smoking bans in bars, casinos, and other venues; and whether
analysis of existing surveillance data can identify gaps in
knowledge about gender, ethnicity, and culturally specific
issues related to tobacco use. Past research has rarely studied
the impact of policies and interventions on women; gender-
specific research represents an important opportunity for
future work.

Recommendations
Research

*1. Encourage funding organizations to embrace
participatory research.

New funding mechanisms are needed to support culturally
relevant community-based participatory research. Funding
organizations should increase their commitment to support
institutions and organizations that are committed to forging
research partnerships with community organizations.

True partnerships are bidirectional—community-based
collaborators receive training in research methodology

while academic researchers receive training in culturally

and community-tailored interventions—and require a
commitment to joint decision making and shared ownership
of the project. The breakout group recommends increased
funding for collaborative research projects, including applied
research and “community action research,” to encourage

partnerships between community-based organizations and
academic researchers.

California’s Tobacco-Related Disease Research Program’s
Participatory Research Awards may be a useful model for
other research funding organizations to consider. These
awards (Community-Academic Research Awards and School-
Academic Research Awards) are designed to stimulate and
support collaborations between academic investigators

and community-based organizations, local tobacco control
initiatives, and schools to perform scientifically rigorous
research.

Because other health conditions are prominent among
smokers, NCI should consider partnering with other National
Institutes of Health (NIH) Institutes to study such issues

as tobacco use in people with diabetes and hypertension or
the interaction of alcohol and tobacco policies. To counter
discrimination based on race and ethnicity, gender, and social
class, research subjects—people who smoke, community-
based organizations, communities of color, and other
groups—should have a voice in determining future research

funding.
Impact

Within 5 years, an increased level of active participatory
research will be under way.

*2. Develop funding mechanisms that foster
partnerships between research institutions
and organizations that serve high-risk
populations.

At present, funding mechanisms do not often facilitate
partnerships with community organizations; at times, they
even create barriers to these partnerships. Partnerships are
especially needed with organizations serving populations at
high risk for tobacco use. American Indians/Alaska Natives
are a particular focus, given the magnitude and persistence of
the problem of tobacco use in this population. Tribal colleges,
tribal health departments, and other institutions that serve
these communities should be especially targeted for research
partnerships.

Impact

Within 2 years, funding mechanisms will incorporate
culturally competent approaches and language to facilitate
greater involvement by culturally diverse organizations and
researchers.

* Recommendations with an asterisk are those identified by the breakout groups as their top three (or four) recommendations.
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*3. Fund strategic policy research to increase our
knowledge of the impact of public and private
tobacco control policies on women and girls.

Despite the well-recognized role of policy interventions in
tobacco control and prevention, relatively little research

has focused on the differential impact of policies, if any, on
women and girls. A better gender-based understanding of the
impact of current policies (at the community, state, national,
and international levels) on attitudes, behaviors, and health
effects is needed. Gender-based analyses of newer policy
efforts, such as the impact of family and home-based policies
and policies related to health systems change, are needed as
well. Research can also provide and test models to understand
how various policies alter social norms and behaviors, clarify
the policy development process, and offer an understanding
of how best to communicate and collaborate with policy
makers to enact and enforce effective policy measures.

Impact

Within 5 years, research findings will be analyzed and
published that will guide the development of evidence-based
tobacco control policy and its impact on gender differences.

*4. Support research to identify messages and
strategies to engage women'’s and girls’
organizations and their constituents in
tobacco control and prevention efforts.

Long-term, sustained, and coordinated strategies are needed
to engage women’s and girls’ organizations in tobacco

issues and to incorporate the issue of tobacco into the
women’s health agenda. Women’s and girls’ organizations are
appropriate partners to determine how best to communicate
to women the enormity and importance of the problem

of tobacco use and their potential role in addressing this
problem.

Impact

Within 3 years, a functional, operative network will exist,
will have established relationships with key women’s and girls’
organizations, and will support a growing constituent base.

5. Consider replicating the applied research
model used for NCI's American Stop Smoking
Intervention Study (ASSIST).

ASSIST was a public-private partnership between NCI and
the American Cancer Society aimed at using policy strategies
to change the social, cultural, economic, and environmental
factors that promote smoking. ASSIST demonstrated that
strong tobacco control programs and effective policies

lower smoking rates (11). Lessons learned from the ASSIST
project could be applied to the development of public-
private partnerships to decrease women’s tobacco use. For
example, the NIH Office of Research on Women’s Health,
the U.S. Department of Agriculture’s Women, Infants, and
Children (WIC) program, and a foundation that focuses on
women’s or health issues could work together to design and
implement programs and policies at WIC clinics to assist
women to quit smoking and reduce children’s ETS exposure.
Successtul projects could then be considered for nationwide
dissemination. Research and demonstration projects are also
needed to understand how to convert broad community
support—especially women’s and girls’ support—for tobacco
control policies into active community involvement in their
development and enforcement.
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