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1. INTRODUCTION

Tobacco use imposes a significant health and economic burden on Vermont. Each year, an
estimated 1,412 Vermonters die as a result of smoking, resulting in 10,781 years of
potential life lost (CDC, 2007a). The smoking-related health care costs and lost productivity
in Vermont total more than $430 million each year (CDC, 2007a). However, this significant
burden can be reduced with evidence-based tobacco control program and policy
interventions. A considerable evidence base for tobacco control has demonstrated that state
tobacco control programs are effective in reducing youth and adult smoking prevalence and
overall cigarette consumption (Chattopadhyay & Pieper, 2011; Farrelly et al., 2008b;
Farrelly, Pechacek, & Chaloupka, 2003; Tauras et al., 2005; USDHHS, 2000). Specifically, a
wide range of effective interventions are available, including mass media campaigns,
smoke-free air laws, cigarette excise taxes, health care provider reminder systems,
telephone-based smoking cessation counseling, and reductions in out-of-pocket costs for
cessation therapies.

In 2001, the Vermont Tobacco Control Program (VTCP) was created with the goals of
reducing youth and adult smoking rates and reducing exposure to secondhand smoke. To
accomplish these goals, the program employs evidence-based strategies across five key
components:

= State and community interventions

— Tobacco-free community coalitions

— School-based tobacco use prevention program

— Policy initiatives to change social norms

— Enforcement of laws banning tobacco sales to minors

— Statewide training of health care providers

— Chronic disease and tobacco-related disparity elimination activities

= Health communication interventions
= Cessation interventions
= Surveillance and evaluation

= Administration and management

VTCP’s programmatic approach is consistent with the framework for tobacco control
presented in the Centers for Disease Control and Prevention’s (CDC’s) Best Practices for
Comprehensive Tobacco Control Programs (CDC, 2007b) and supported by available
evidence reflected in Reducing Tobacco Use: A Report of the Surgeon General (USDHHS,
2000), the Task Force on Community Preventive Services: Tobacco Use Prevention and
Control (Zaza, Briss, and Harris, 2005), and The Role of the Media in Promoting and
Reducing Tobacco Use (Farrelly et al., 2008a).
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Previous annual reports have shown that smoking rates among adults are lower and have
declined faster in Vermont than in the United States as a whole. The prevalence of smoking
among Vermont youth nearly reached the 2010 goal. In addition, in recent years, interest in
quitting and the percentage of adult smokers making quit attempts have increased. An
increasing percentage of Vermonters are also prohibiting smoking in their homes and
vehicles, and exposure to secondhand smoke in homes and vehicles has declined
considerably. The comprehensive approach to tobacco control in Vermont makes it
challenging to isolate which factors have contributed to these positive outcomes. However,
potentially significant contributing factors include

= above national average cigarette excise taxes,
= above national average per capita funding for the state tobacco control program,
= a comprehensive statewide smoke-free air law since 2005, and

= growing awareness of program efforts and available services.

In this report, we assess program progress by examining trends in key programmatic and
outcome indicators in Vermont over time and, where available, in comparison with national
data. By comparing key indicators in Vermont and the United States as a whole, we can
illustrate how Vermont’s outcomes compare with the average state experience. Since our
previous annual report (Mann et al., 2011), new data related to program implementation
have become available. The Vermont Adult Tobacco Survey (VT ATS) is the primary data
source for outcomes. The VT ATS was fielded annually from 2001 through 2008 and was not
conducted in 2009. Beginning in 2010, the VT ATS will be conducted biannually. Based on
the findings presented in this report, we make programmatic recommendations. This annual
report is organized as follows:

= Section 2 presents an overview of the evaluation approach.

= Section 3 describes VTCP’s programmatic approach and presents trends in
programmatic outcomes that speak to how the program is being implemented.

= Section 4 presents trends in key outcome indicators.

= Section 5 presents an assessment of the program’s progress against the measurable
objectives listed in the 2010 & 2011 Tobacco Control Workplan (VDH, 2009).

= Section 6 presents programmatic recommendations for changes in strategies that
will further strengthen the program.
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2. OVERVIEW OF EVALUATION APPROACH

In this section, we briefly summarize the principles of the evaluation model that guides the
analysis, presentation, and interpretation of results in this report. Our evaluation strategy
focuses on examining changes over time in short-, intermediate-, and longer-term
outcomes that relate to stated Vermont Tobacco Control Program (VTCP) goals and
objectives. In general, the objectives relate to short-term (and in some cases intermediate-
term) outcomes, whereas the program goals relate to longer-term outcomes.

To understand the program’s impact on program-related outcomes, we implemented a two-
pronged strategy summarized in Figure 2-1. Reading the figure from left to right, we
indicate our expectation to link program activities to changes in short-term outcomes that
are specific to these activities. For example, as media campaigns are launched, we would
expect to see increases in awareness of media messages. Figure 2-1 also indicates that
synergies can exist across program interventions and are inherent in a comprehensive
program design, meaning that no one component of a comprehensive plan can easily be
examined independently from the other components. As a result, it is difficult to precisely
and reliably measure the effectiveness of individual interventions in changing longer-term
indicators of program progress. In other words, we cannot easily trace the specific chain of
events that may exist from specific program activities to increases in awareness and
decreases in tobacco use to assess effectiveness (e.g., that launching a media campaign led
to increases in calls to the Quit Line, which then decreased tobacco use). Therefore, we
need to employ additional methods to attribute changes in longer-term outcomes, such as
tobacco use, to the program (because change likely results from multiple program
components acting in concert).

Our evaluation model assumes that it takes a substantial amount of time before health
promotion interventions achieve detectable behavioral and disease prevention outcomes
(Farrelly et al., 2008b; Hornik, 2002; Lefebvre, 1990). The model hypothesizes that
changes in awareness of or exposure to program activities (key short-term outcomes) and
subsequent changes in downstream intermediate outcomes (for example, changes in
attitudes related to tobacco use) will subsequently result in changes in longer-term
outcomes (e.g., quit attempts, successful cessation). A limitation of this evaluation
approach is the lack of specific, direct measures of exposure and a more rigorous
experimental design, which makes it impossible to conclude definitively that observed
changes in the intermediate- and longer-term outcome measures are a result of program
activities. Our evaluation approach, and the limitations associated with it, has been
described in detail in previous reports (see, for example, Nonnemaker et al., 2006).
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Figure 2-1.

Illustrative Evaluation Logic Model of the Vermont Tobacco Control
Program

Program
Components

Program Outputs

Awareness of and
Receptivity to

Program Activities

Tobacco-Free
Communities

Coalition Activities
Supporting Policy
Change and Educating
Community Members

Vermonters and Decision
Makers Aware of Targeted
Tobacco Policy Issues

Tobacco-Free

School Tobacco Policy,
Tobacco Prevention

Vermont Youth
Knowledgeable of Key
Prevention Messages, and

Increased
Support for
Tobacco Control
Policies and
Antitobacco
Attitudes

Communication

Delivered (GRPs)

Schools Curricula Vermonters Aware of
Importance of Tobacco-Free
Schools
Enforcement Retailer Trainings, Retailers Aware of
Compliance Checks Importance of Compliance
[
Health Media Messages Vermonters Aware of and

Receptive to
Media Messages

Help for
Smokers to Quit

g 1 1L J 1]

Quit Network Services

IS N S A

Smokers Aware of
(and Satisfied with)
Quit Network Services

Decreased
Tobacco
Use

Note: GRP = gross rating point

Our approach to the evaluation of VTCP in this report can be summarized by the following

set of inquiries:

= Do we observe changes (increases) in awareness of/exposure to program activities
or services?

= Do we observe changes (increases) in attitudes, knowledge, intentions, and other
short- and intermediate-term measures related to potential exposure to program
activities or services?

= Do we observe changes (increases) in intentions to quit, quit attempts, and other
longer-term outcomes?

= Do we observe changes (decreases) in adult and youth smoking rates and exposure
to secondhand smoke?

= How do these changes compare with national measures?

To address these questions, we examine trends in various process indicators and outcome

measures to see whether program process indicators, awareness/exposure, attitudes, and

behaviors are changing in the expected direction. Where possible, we compare outcomes

and experiences in Vermont with those in the United States as a whole.
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Section 2 — Overview of Evaluation Approach

We begin our evaluation by examining trends in programmatic indicators. Our presentation
of trends for programmatic indicators is organized by VTCP program component. We use
available data to assess whether program components are meeting their objectives, as
stated in the 2010 & 2011 Tobacco Control Workplan (collaboration among Vermont
Department of Health [VDH], Vermont Tobacco Evaluation and Review Board [VTERB],
Department of Education [DOE], and Department of Liquor Control [DLC], 2009b). We also
examine measures of awareness of, or exposure to, program activities, or services offered
by the program.

We analyze VTCP’s programmatic approach by examining trends in process measures for
each program component. Trends in programmatic data and process measures are
presented for

= community coalitions and youth empowerment programs,
= school-based tobacco prevention programs,

= policy initiatives to change social norms,

= tobacco retailer compliance,

= awareness of mass media messages,

= adult cessation, and

= overall awareness of program efforts.

Following our examination of program process indicators, we analyze trends in key outcome
indicators. Our evaluation of available outcome data is organized as follows. First, we
examine trends in attitudes toward tobacco to see whether tobacco-related attitudes in
Vermont are changing in the expected direction. Where available, we compare attitudes in
Vermont with attitudes in the United States as a whole using data from the National Adult
Tobacco Survey (RTI-NATS) conducted by RTI for the New York State Department of Health
(2007—2011) and the Florida Bureau of Tobacco Prevention Program (2012). Next, we
examine trends in smoking outcomes. We first examine youth smoking prevalence among
middle school and high school students using the Youth Risk Behavior Survey (YRBS). We
compare trends in Vermont with national trends for both youth smoking outcomes. We also
examine trends in the perceived prevalence of smoking among Vermont high school
students because this outcome indicator is related to the “8 out of 10” campaign aimed at
correcting youth’s misperceptions of the prevalence of smoking. For our evaluation of adult
smoking prevalence, we compare trends in Vermont with national trends to see whether
trends in smoking prevalence in Vermont are similar to the country as a whole. For adult
smoking prevalence in Vermont, we rely on the Behavioral Risk Factor Surveillance System
(BRFSS) data. We compare BRFSS smoking rates from Vermont with national estimates
from the National Health Interview Survey (NHIS). We then explore trends in cessation
outcomes using data from the Vermont Adult Tobacco Survey (VT ATS). We examine trends
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in outcomes, such as quit attempts and intentions to quit, to see whether cessation
outcomes are changing over time. Where possible, we compare cessation outcomes in
Vermont with national outcomes using data from the RTI-NATS. Finally, we examine trends
in exposure to secondhand smoke. Where possible, we compare outcomes in Vermont with
national outcomes using data from the RTI-NATS.
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3. THE VERMONT TOBACCO CONTROL PROGRAM:
PROGRAMMATIC APPROACH

The Vermont Tobacco Control Program (VTCP) is funded with Master Settlement Agreement
funds. VTCP funding is distributed among the Vermont Department of Health (VDH), the
Department of Education (DOE), the Department of Liquor Control (DLC), and the Vermont
Tobacco Evaluation and Review Board (VTERB). Figure 3-1 presents the total program
funding for VTCP for fiscal year (FY) 2001 through FY 2012. In FY 2009, Vermont’s annual
tobacco control program budget was $5.2 million. In FY 2010, VTCP’s overall budget was
reduced by 8% from $5.2 million to $4.8 million as a result of the state’s fiscal crisis. In FY
2011, VTCP’s overall budget was again reduced, by 6% from $4.8 million in FY 2010 to $4.5
million in FY 2011. In FY 2012, the VTCP budget was further cut by nearly 25% from $4.5
million in FY 2011 to $3.4 million in FY 2012.

Figure 3-1. Vermont Tobacco Control Program Funding, FY 2001—-FY 2012
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Millions $
B B ®
NO® K
1 1 1

e
iy
1

&+
@]
!

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Fiscal Year

Data Source: Vermont Tobacco Evaluation and Review Board

The Centers for Disease Control and Prevention (CDC) recommends an annual investment of
$10.4 million for tobacco control in Vermont. In FY 2012, VTCP was funded at $3.4 million—
almost 35% of the CDC recommended funding level. Nearly all of the budget cuts from FY
2010 through FY 2012 were made to program components administered by VDH

(Table 3-1). The Vermont DOE and DLC budgets were both reduced slightly from FY 2011
to FY 2012, by 1% and 4%, respectively. Changes made to the VDH budget allocation
include an 8% reduction in the budget for the community coalitions in FY 2012. The budget
for the media and public education component of the tobacco control program was cut by
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44%, and the budget for the cessation services component of the program was cut by 40%
in FY 2012. The evaluation component of VDH’s tobacco control program budget was cut by
90% from FY 2011 ($100,000) to FY 2012 ($10,000).

Table 3-1. Vermont Tobacco Control Program Funding Breakdown, FY 2010—

FY 2012
Department FY 2010 FY 2011 FY 2012

Department of Health Components

Community coalitions $771,296 $775,000 $771,000

Media & public education $1,057,500 $1,029,705 $578,128

Cessation services $1,349,320 $991,803 $598,379

Evaluation $18,391 $100,000 $10,000
Department of Health Total $3,196,507 $2,896,508 $1,896,507
Department of Education Total $988,917 $988,917 $981,944
Department of Liquor Control Total $296,306 $296,306 $285,284
Tobacco Evaluation and Review Board $333,309 $333,309 $233,309
Program Total $4,815,039 $4,515,040 $3,397,044

Data Source: Vermont Tobacco Evaluation and Review Board

Figure 3-2 presents the allocation of VTCP’s FY 2012 budget along with CDC’s
recommended funding by program component. In FY 2012, more than half of VTCP’s budget
went toward state and community health interventions ($2 million), followed by cessation
interventions ($0.6 million) and health communication interventions ($0.6 million). The
remainder of VTCP’s budget was split between surveillance and evaluation and
administration and management. . By program component, state and community
interventions were funded at 43%, health communication interventions were funded at
25%, cessation interventions were funded at 25%, surveillance and evaluation was funded
at 27%, and administration and management were funded at 49% of CDC’s Best Practices
recommended levels (CDC, 2007b).
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Figure 3-2. Vermont Tobacco Control Program Funding for FY 2012 and CDC Best
Practices Recommendations
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Figure 3-3 compares the distribution of VTCP’s FY 2010 and FY 2012 funding to CDC
recommendations. In FY 2010, the proportion of VTCP’s total funding allocated for state and
community interventions and health communication interventions were both in line with the
CDC recommended proportions. The proportion of VTCP funding allocated to cessation
interventions was above CDC recommended levels in FY 2010. Progressive budget cuts to
VTCP between FY 2010 and FY 2012 have changed the distribution of VTCP’s funding and
shifted resources away from several program components. The proportion of VTCP funding
allocated to state and community interventions is now 11% higher than CDC
recommendations (55% in Vermont compared with 44% recommended by CDC). The
proportion of VTCP funding allocated to health communication interventions is now 6%
lower than CDC recommendations (16% in Vermont compared with 22% recommended by
CDC). The proportion of VTCP funding allocated to cessation interventions is now 3% lower
than CDC recommendations (17% in Vermont compared with 20% recommended by CDC).
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Figure 3-3. Comparison Between Vermont Tobacco Control Program Funding
Allocation for FY 2010 and FY 2012 and CDC Best Practices
Recommendations
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Factors considered by VTCP when determining the allocation of the reduced VDH budget in
FY 2010 through FY 2012 included

= changes that will negatively affect the fewest Vermonters and VTCP program
partners;

= program data and outcomes, including geographic distribution of funds and
integration opportunities;

= recommendations made by RTI, CDC Best Practices (2007b), and advice from
VTERB;

= sustaining effectiveness and improving efficiencies for implementation and
management of a comprehensive and evidence-based program; and

= partner input received from the Quit in Person hospital cessation services program.

Changes made to the community coalitions program included adjusting expectations that
coalitions will focus on local policy activities, participating in common theme campaigns, and
making referrals to Vermont Quit Network programs. VDH has also encouraged coalitions to
collaborate with other organizations to effectively and efficiently coordinate prevention
efforts. The cessation component of VTCP continues to support the three cessation
programs that are part of the Vermont Quit Network: Quit by Phone, Quit in Person, and
Quit Online. However, the amount of free nicotine replacement therapy (NRT) provided to
Quit Network clients was reduced in FY 2010.

Table 3-2 presents a summary of FY 2010-FY 2012 VTCP funding by program goal. For this
calculation, we break down the community coalitions line item based on the distribution of
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activities reported by the coalition, and we divide the media and public education line item
by how the media expenditures were allocated across program goals. Less than half of total
program funding in FY 2009 (44%o), FY 2010 (46%), FY 2011 (38%), and FY 2012 (32%)
was aimed at reducing the prevalence of smoking among Vermont adults. Spending on
efforts to reduce youth smoking accounted for approximately 39% of VTCP funding in

FY 2009, 38% in FY 2010, 42% in FY 2011, and 49% in FY 2012. Spending on reducing
secondhand smoke exposure accounted for 8% of total program funding in FY 2009, 9% in
FY 2010, 10% in FY 2011, and 11% in FY 2012. Administrative and evaluation expenses
accounted for the remaining 8% of program funding in FY 2009, 7% in FY 2010, 10% in FY
2011, and 7% in FY 2012. The decrease in the administrative and evaluation expenses in FY
2010 was a result of not conducting the Vermont Adult Tobacco Survey (VT ATS) in 2009.
At this time, complete community tobacco coalition activity data and media spending data
for FY 2012 are not available. We assume that the distribution of coalition activities and
media expenditures in FY 2012 will be the same as FY 2011.

Table 3-2. Vermont Tobacco Control Program Funding by Program Goal,
FY 2010-FY 2012

Program Goal FY 2010 FY 2011 FY 2012
Youth Prevention
Community Coalitions:
Total Budget x Percent of Activities
Addressing Prevention
FY 2010 = 19%
FY 2011 = 29%
FY 2012 = 29%?
Media & Public Education:
Total Budget x Percent Allocated to
Prevention
FY 2010 = 39%
FY 2011 = 47%

FY 2012 = 47%"

$146,546 $147,250 $134,900

$411,791 $480,563 $225,123

Department of Education
Department of Liquor Control
Total

$988,917
$296,306
$1,843,560

$988,917
$296,306
$1,913,036

$981,944
$285,284
$1,627,251

Helping Smokers Quit
Community Coalitions:
Total Budget x Percent of Activities
Addressing Cessation
FY 2010 = 38%
FY 2011 = 31%
FY 2012 = 31%°

$293,092

$294,500

$269,800

(continued)
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Table 3-2. Vermont Tobacco Control Program Funding by Program Goal,
FY 2010—FY 2012 (continued)
Program Goal FY 2010 FY 2011 FY 2012
Media & Public Education: $550,429 $414,147 $300,916
Total Budget x Percent Allocated to
Cessation
FY 2010 = 52%
FY 2011 = 40%
FY 2012 = 40%"
Cessation Services $1,349,320 $991,803 $598,379
Total $2,192,841 $1,700,450 $1,169,095
Secondhand Smoke
Community Coalitions: $323,944 $325,500 $298,200
Total Budget x Percent of Activities
Addressing Secondhand Smoke
FY 2010 = 42%
FY 2011 = 36%
FY 2012 = 36%°
Media & Public Education: $95,281 $134,944 $52,089
Total Budget x Percent Allocated to SHS
FY 2010 = 9%
FY 2011 = 13%
FY 2012 = 13%"
Total $419,225 $460,494 $350,289
Evaluation and Administration
Department of Health $18,391 $100,000 $10,000
Tobacco Evaluation and Review Board $333,309 $333,309 $233,309
Total $351,700 $433,309 $243,309

Notes: Data on community coalition activities come from the Vermont Community Coalitions Activity
Database. Data on the allocation of media across program goals were provided by the Vermont
Department of Health.

& Estimates are based on the distribution of community tobacco coalition activities for FY 2011.

b Estimates are based on the distribution of the media and public education budget for FY 2011.

VTCP’s comprehensive program is based on the following key components recommended by
CDC'’s Best Practices (2007b) as essential to effective population-based approaches:

1. Tobacco-free communities: Vermont funds community coalitions and implements
youth empowerment groups. Coalitions collaborate with schools, youth
empowerment groups, hospitals, mental health providers, nonprofit organizations,
businesses, and the local media to reduce tobacco use through education and policy
change, especially among populations disparately affected by tobacco use.

2. Tobacco-free schools: The Vermont DOE funds and coordinates a comprehensive
school-based tobacco use prevention program that includes development and
communication of school policy, evidence-based prevention curricula, audience-
appropriate cessation programs and resources, and garnering of community and
family involvement.

3. Policy: Vermont has successfully pursued and implemented policies that have been
shown to be effective at reducing tobacco use.
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Enforcement: Federal law requires that states conduct retailer compliance checks to
determine the rate of illegal tobacco sales to minors and set an annual goal to reach
80% compliance. In 1997, Vermont set a higher standard of 90%. DLC enforces the
laws against the sale of tobacco to minors.

Chronic disease prevention and health care provider training: VDH’s Blueprint
for Health initiative targets those suffering from chronic and tobacco-related diseases
through provider education and training.

Disparity reduction activities: Lower socioeconomic status adults and clients of
mental health and substance abuse services smoke at a considerably higher rate
than all adults in Vermont. VTCP is working to reduce this disparity through
community coalition activities and collaborations with mental health partners and the
Blueprint for Health initiative.

Health communication: VDH conducts three statewide campaigns per year in
conjunction with community-level activities to leverage the effectiveness of
messages by delivering messages from multiple sources. Each campaign is designed
to focus attention on a particular theme during a designated time period, mirroring
the three statewide tobacco control goals and exemplifying the synergy of VTCP.

Help for smokers to quit: The goal of the Vermont Quit Network is to make
cessation services available and easily accessible to anyone who is ready to quit.
Vermont smokers have a variety of free and effective options to increase their
chances of quitting: phone or in-person counseling, including community-based
groups; online support via VermontQuitNet.com; Your Quit. Your Way tools for
smokers who prefer to quit on their own; and NRT.

The following sections present trends in VTCP process indicators and programmatic

outcomes that speak to how the program is being implemented.

3.1

Tobacco-Free Communities

Community interventions are a key component of a comprehensive tobacco control

program. In the area of state and community tobacco control interventions, CDC’s Best

Practices emphasizes

implementing a local strategic plan consistent with the state’s strategic plan,
changing policies that can influence social norms,
facilitating collaboration among various local organizations, and

recognizing the importance of reaching people in multiple settings.

CDC (2007b) recommends that tobacco control programs place a greater emphasis on

tobacco regulation and policy over individually focused clinical or education interventions

because policy changes have the potential to have the largest span of impact. For this

strategy to be successful in discouraging smoking initiation and promoting cessation from

tobacco use statewide, the targeted policies must cover a significant proportion of the

state’s population and have the potential to influence key outcome indicators. Vermont
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implements two community interventions designed to promote tobacco-free communities:

community coalitions and youth coalitions.

3.1.1 Community Tobacco Prevention Coalitions

2010 & 2011 Workplan Objectives

Results

By June 30, 2011, all tobacco community
coalitions will assess, mobilize, and develop a
plan that supports local change such as smoke-
free outdoor community events or parks, smoke-
free workplaces, reducing point of purchase
advertising of tobacco products, and smoke-free
housing.

In FY 2009 and FY 2010, all 20 of the tobacco
community coalitions receiving funding from the
Vermont Department of Health supported local
change by working to enact secondhand smoke
policies. In FY 2009, the 20 funded coalitions
worked on a total of 55 secondhand smoke
policies, with 28 (51%) completed with some
measure of success. In FY 2010, the 20 funded
coalitions worked on a total of 59 secondhand
smoke policies, with 28 (47%) completed with
some measure of success. In FY 2011, 17
tobacco coalitions were funded. With 15 of 17
coalitions reporting, the coalitions worked on a
total of 46 secondhand smoke policies, with 23
(50%) completed with some measure of
success, 20 (43%) still in progress, and 3 (7%)
considered unsuccessful.

(Data Source: Vermont Department of Health)

VDH awards grants to community tobacco prevention coalitions on a competitive basis. Most

of the coalitions have been funded for multiple years and are well established in their
communities. In FY 2008 and FY 2009, nearly 20% of the total VTCP budget was allocated
to community coalitions. The percentage of the VTCP budget dedicated to community
coalitions was reduced to 16% in FY 2010 and increased slightly to 17% in FY 2011. In

FY 2012, community coalitions received nearly 21% of the overall VTCP budget.

Community coalitions are tasked with bringing statewide tobacco control messages and
efforts to the local level. In FY 2011, 17 community coalitions received funding from VDH.

Coalitions do this by conducting activities in various venues throughout the community,

including schools, health care organizations, and a range of workplaces. Coalitions also use

earned media to promote their message through newspapers and newsletters. Coalitions

conduct the following types of activities:

= organizing and recruiting for cessation classes in workplaces, hospitals, and

community settings;

= disseminating tobacco prevention and cessation materials;

= distributing quit kits for the Great American Smoke Out through businesses, health
care organizations, and other community organizations;

= advocating for and assisting in the creation of smoke-free policies at businesses, day

care centers, hospitals, and parks;

= advocating for and assisting tobacco retailers in the reduction of tobacco advertising;
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= distributing smoke-free home and car materials through a variety of events and
businesses;

= conducting parenting skills classes that cover tobacco use issues; and

= working with partners that represent target populations to address smoking in their
scope of influence.

The 2010 & 2011 Workplan objective for community coalitions is that the coalitions will
develop a plan that supports local change, such as smoke-free outdoor community events
or parks, smoke-free workplaces, reducing point of purchase advertising of tobacco
products, and smoke-free housing. This 2010 & 2011 Workplan objective for the community
coalitions is somewhat vague compared with the objectives for other program components
as outlined in the 2010 & 2011 Workplan.

Table 3-3 presents a summary of the secondhand smoke policy efforts of the community
tobacco coalitions from FY 2009 through FY 2011. In FY 2009, each of the 20 funded
community tobacco coalitions worked to encourage and support the implementation of 55
secondhand smoke policies. As of June 30, 2009, 28 (51%) were completed with some
measure of success, as defined by VDH, and 26 (47%) were described at the end of the
year as being in progress. Only 1 (2%) of the 55 secondhand smoke policies worked on by
community tobacco coalitions in FY 2009 was unsuccessful. In FY 2010, each of the 20
funded community tobacco coalitions worked to encourage and support the implementation
of 59 secondhand smoke policies. As of June 30, 2010, 28 (47%) were completed with
some measure of success, and 23 (39%) were in progress. Only 8 (14%) of the 59
secondhand smoke policies worked on by community tobacco coalitions in FY 2010 were
unsuccessful. In FY 2011, 17 tobacco coalitions were funded. With 15 of 17 coalitions
reporting, the coalitions worked on a total of 46 secondhand smoke policies, with 23 (50%)
completed with some measure of success, 20 (43%) still in progress, and 3 (7%)
considered unsuccessful. The most common policy locations worked on by community
tobacco coalitions in each year were parks, playgrounds, or other recreational areas;
building entryways; and business/university campuses. In FY 2010, VDH also began
collecting information on the type of policies worked on by community tobacco coalitions. In
FY 2010, nearly half of the policies (44%) worked on were organizational policies, followed
by voluntary postings (27%) and town or city ordinances (15%). FY 2011 followed the same
trend with 57% organizational policies, 26% volunteer postings, and 17% town or city
ordinances. Town or city ordinances have the greatest reach, cover the largest number of
Vermonters, and are the most durable as they are not likely to change once enacted.
Organizational policies may not cover a large number of people and may not be durable
because they are subject to repeal or removal at the discretion of the organization.

In response to CDC and RTI recommendations to focus on durable policy change, VDH is
interested in determining a baseline of where Vermont coalitions are currently in terms of
durable policy change at the local level. VDH and RTI have begun discussing ways to better
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measure the impact of the policy efforts that coalitions are working on. As these measures
are determined, VTCP will need to collect data so that a baseline can be established and
progress toward successfully implementing durable policy change can be measured,
monitored, and summarized.

Table 3-3. Community Tobacco Coalition Secondhand Smoke Policy Efforts,
FY 2009—FY 2011

Secondhand Smoke Policies FY 2009 FY 2010 FY 2011
Number of funded coalitions 20 20 17
Total number of policies worked on during fiscal year 55 59 46

Policy Status

Number of policies completed 28 (51%) 28 (47%) 23 (50%)
(with some measure of success, as defined by
VDH)
Number of policies in progress 26 (47%) 23 (39%) 20 (43%)
(as of June 30)
Number of policies unsuccessful 1 (2%) 8 (14%) 3 (7%)
Policy Location Type
Multi-unit housing (indoors and outdoors) 4 (7%) 6 (10%) 6 (13%)
Outdoor dining areas 1 (2%) 2 (3%) 2 (4%)
Building entryways 10 (18%) 18 (31%) 8 (17%)
Outdoor public events 2 (4%) 3 (5%) 4 (9%)
Parks, playgrounds, or other recreational areas 15 (27%) 15 (25%) 14 (30%)
Outdoor pedestrian areas/sidewalks 1 (2%) 2 (3%) 3 (7%)
Business/university campus 15 (27%) 9 (15%) 9 (20%)
Other 7 (13%) 4 (7%) N/A
Policy Type
Town/city ordinance Unknown? 9 (15%) 8 (17%)
Organizational policy Unknown? 26 (44%) 26 (57%)
Voluntary posting Unknown? 16 (27%) 12 (26%)
Other Unknown? 1 (2%) N/A
Unsuccessful Unknown? 7 (12%) N/A

Data Source: Vermont Department of Health
& Data on policy type not collected for FY 2009 policy efforts.

In addition to working on policy change, mass media provides a platform to extend the
reach of a consistent tobacco control message. Coalitions can build local support and
awareness around policy change, in conjunction with common theme campaigns and media
efforts. RTI has recommended having statewide policy initiatives and providing training,
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guidance, and support for coalitions as they pursue these efforts in their own communities.
Policy change targets may include expanding outdoor smoking bans, encouraging grocery
stores or pharmacies to stop selling tobacco products, reducing tobacco advertising at retail
stores, or other initiatives. RTI also recommended that the program offer more technical
assistance to help coalitions reach more challenging target audiences, specifically
populations with low socioeconomic status and mental health issues, as these populations
use tobacco at disproportionately higher rates. We recommend that VTCP collaborate with
relevant programs at the state level and offer guidance to coalitions on using nontraditional
approaches to reach these populations effectively. VDH has been providing monthly
technical assistance sessions for coalitions. These meetings have been well attended, and
coalitions have indicated that the technical assistance received during these sessions has
been helpful.

Each funded community coalition is required to submit reports to VDH describing the
activities they conduct and indicating the primary goal addressed by each activity.

Figure 3-4 presents trends in the distribution of community coalition activities by primary
statewide program goal addressed, as assigned by the coalition reporting the activity.
During FY 2011, coalitions reported conducting 990 activities according to the Community
Coalition Activity Database. The distribution of these activities were classified by coalitions
as fairly even across program goals, with 36% of activities addressing secondhand smoke,
31% addressing cessation, and 29% addressing youth prevention.

Coalition activities have historically been geared toward youth prevention. VDH has provided
technical assistance, training, and grant requirements to support a shift in coalition efforts
toward a balanced mix of cessation, prevention, and secondhand smoke activities. Coalition
activity data show a shift away from activities primarily focused on youth prevention toward
activities focused on adult cessation and secondhand smoke. These data do not clearly
describe coalitions’ efforts to encourage policy change, which is a growing area of emphasis.
Changes will need to be made to data collection to allow a more complete description of
coalition activities that include policy-related efforts.

In FY 2012, the grant application process for the community tobacco prevention coalitions
was combined with efforts to address alcohol and drug abuse and nutrition and physical
activity. While this new structure represents some advantages and efficiencies with respect
to the grant application process, it also presents challenges for tobacco control. VTCP is
interested in ensuring that tobacco control continues to be a principal focus of the
community coalitions even after this change.
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Figure 3-4. Percentage of Community Tobacco Coalition Activities by Primary
Program Goal Addressed, FY 2008—FY 2011
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Data Source: Vermont Community Coalition Activity Database

Note: For comparability over time, FY 2008 data exclude 50 activities that addressed health disparities
and 123 activities that were classified by coalitions as collaboration/coalition building. FY 2009 data
exclude 2 activities that addressed health disparities.

Does not include full FY 2010 data for 2 of the 20 (10%) funded community tobacco coalitions due

to technical difficulties with coalition activity data submission for the final reporting period of FY

2010.

3.1.2 Youth Coalitions

2010 & 2011 Workplan Objectives

Results

By June 30, 2011, all Our Voices Xposed (OVX)
groups will assess, mobilize, and develop a plan
that supports local change in their community like
smoke-free parks and outdoor areas, creating
smoke-free zones around teen centers, or
supporting tobacco-free policies in their schools.

All OVX youth coalitions attended a Policy
Action & Planning Training in November

2010. All OVX coalition scholarships included a
requirement to submit and begin work on a
policy action plan by December 15, 2010. In
collaboration with tobacco prevention
community coalitions, OVX coalitions chose and
began implementing a policy action plan
designed to reduce secondhand smoke
exposure or tobacco retail advertising in their
communities. OVX youth also participated in a
Rally at the Statehouse to educate legislators
and draw attention to secondhand smoke
exposure issues.

(Data Source: Vermont Department of Health)
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2010 & 2011 Workplan Objectives Results

By June 30, 2011, a system will be developed to All VKAT youth coalition scholarships include a
link the 8th grade Vermont Kids Against Tobacco requirement to submit and carry out an
(VKAT) members to a high school leadership approved activity plan to transition their
prevention program like OVX. graduating VKAT youth to a high school
prevention group. In 2011, end of year reports
indicated that 17% of VKAT youth joined OVX
in high school and 38% of OVX members were
once VKAT members. FY 2012 youth coalition
grants require middle school VKAT coalitions to
be connected with high school/community OVX
coalitions. This requirement ensures that all
graduating VKAT middle school youth have a
funded OVX coalition to join in high school and
that VKAT youth will work with their OVX
coalition on local policy initiatives.

(Data Source: Vermont Department of Health)

VDH administers two statewide youth coalition programs that promote positive youth
development through peer leadership: Vermont Kids Against Tobacco (VKAT) and Our
Voices Xposed (OVX). Both of these coalitions involve youth programming based on the
youth empowerment model. Coalitions are youth-led with adult advisors. They can either be
school- or community-based organizations.

Vermont Kids Against Tobacco (VKAT): VKAT is a youth coalition program for students
in grades 5 through 8. VKAT has been in place since 1995 and is funded as part of the CDC
annual grant to VDH. In FY 2011, funded VKAT groups received $1,000 each. VKAT groups
create activities to inform their peers and their communities about the hazards of smoking
and to promote tobacco-free communities, including conducting media literacy training,
talking to legislators about the importance of tobacco prevention at VKAT statehouse rallies
(held every other year starting in 2009), and implementing tobacco industry
countermarketing activities. Table 3-4 presents a summary of VKAT membership from

FY 2008 through FY 2011. In FY 2011, there were 50 funded VKAT groups with a total
membership of 800 middle-school aged youth.

Our Voices Xposed (OVX): OVX is a statewide youth coalition program for Vermont high
school students who want to get involved in reducing tobacco use among their peers. OVX
was initially funded by a grant from the American Legacy Foundation (Legacy) and named
by Vermont teens. Since 2006, OVX has been funded by VDH using funds from the CDC
grant award. In FY 2011, funded OVX groups received up to $3,000 each. Table 3-4
presents a summary of OVX membership from FY 2008 through FY 2011. In FY 2011, there
were 14 funded OVX groups with a total membership of 170 high-school aged youth. OVX
recruits members from VKAT groups to help transition youth coalition members from middle
school groups to high school groups. Each year, OVX conducts a step up activity for
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graduating VKAT members. In 2011, end of year reports indicated that 38% of OVX
members were once VKAT members.

Table 3-4. VKAT and OVX Membership, FY 2008—FY 2011

Program Number of Groups Funded Number of Members

VKAT

FY 2008 51 713

FY 2009 54 649

FY 2010 52 756

FY 2011 50 800
OoVvX

FY 2008 10 142

FY 2009 12 74

FY 2010 10 101

FY 2011 14 170

Data Source: Vermont Department of Health
Note: VKAT = Vermont Kids Against Tobacco; OVX = Our Voices Xposed

Youth from both VKAT and OVX attend November trainings. The FY 2011 training focused on
reducing exposure to secondhand smoke and reducing tobacco advertising through local
policy initiatives. Table 3-5 shows a summary of the OVX policy efforts for FY 2011. Policy
efforts targeted community parks, community centers, and recreational areas; community
stores; and schools. No new policies were implemented by the end of FY 2011. Youth
coalitions are also working in collaboration with community tobacco prevention coalitions to
assess, create, and mobilize policy action around secondhand smoke or tobacco advertising.
In FY 2011, 36 of the 50 (72%) funded VKAT groups were able to work with their local
community tobacco prevention coalition. Likewise, 11 of the 14 (79%) funded OVX groups
were able to work with their local community tobacco prevention coalition in FY 2011.

Youth coalitions are required to connect with their local legislators to keep them aware of
their prevention activities and educate them about tobacco control and prevention. Vermont
youth coalitions also participate in statewide common theme campaigns. In FY 2011, VKAT
and OVX both participated in the Gut Feelings youth common theme campaign. DLC
implements two youth coalition programs: the Vermont Teen Leadership Safety Program
(VTLSP) and Students Against Destructive Decisions (SADD). These programs were
designed to allow youth to develop and lead strategies that create social change to promote
tobacco-free communities. Members of Vermont’s youth coalition programs, VKAT and OVX,
participate in community interventions during the airing of the youth prevention common
theme campaign.
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Table 3-5. OVX Policy Efforts, FY 2011

Policies FY 2011
Number of funded OVX coalitions 14
Number of policies worked on during fiscal year 14
Policy Status
Number of policies completed 0
(with some measure of success)
Number of policies in progress 14
(as of June 30)
Number of policies unsuccessful 0
Policy Target
School: staff and students
Community Store: tobacco advertising
Community: parks, community centers, recreational areas
Policy Type
Town/city ordinance 8
Organizational policy (i.e., school)
Voluntary policy 6
Data Source: Vermont Department of Health
3.2 Tobacco-Free Schools
2010 & 2011 Workplan Objectives Results

Increase the percentage of students in funded
supervisory unions receiving one of the five
evidence-based curricula from 33% in FY 2008 to
38% in FY 2011.

The percentage of students in funded local
education agencies receiving one of the five
evidence-based curricula increased from 33%
in FY 2008 to 41% in FY 2011.

(Data Source: Vermont Department of Education
School-Based Tobacco Prevention Database)

Increase the number of implementers who have
received training on the curriculum they teach by
5% in FY 2011, from the FY 2010 baseline.

In FY 2011, there were a total of 577
implementers. In FY 2011, 68% of
implementers received training on the
curriculum they teach.

(Data Source: Vermont Department of Education
School-Based Tobacco Prevention Database)

By June 30, 2011, the Department of Education
(DOE) will develop a comprehensive Alcohol,
Tobacco, and Other Drugs (ATOD) policy
assessment toolkit for schools, school districts, and
supervisory unions.

This objective will not be addressed. The
Vermont Department of Education decided not
to move forward with this objective in order to
de-emphasize policy-focused activities.

(Data Source: Vermont Department of Education)

Note: Local education agencies can be supervisory unions, school districts, or independent schools.
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VTCP provides funding to Vermont schools through the Vermont DOE. The tobacco-free
schools component of VTCP aims to get Vermont schools involved in preventing Vermont
youth from starting to use tobacco and helping youth who do use tobacco to become and
remain tobacco-free. DOE administers the school-based tobacco prevention program and
provides noncompetitive grants to local education agencies (LEAsS). The size of the grant is
based on student enroliment, with a minimum of $7,000. In FY 2011, 91% of eligible LEAs
applied for and received tobacco prevention school grants. In FY 2009, funding for the
tobacco-free schools component of the program represented approximately 19% of the total
VTCP budget; this increased to 21% in FY 2010, 22% in FY 2011, and 29% in FY 2012.

DOE recently changed the emphasis of tobacco use prevention funding. In past years, LEAs
receiving DOE funding were required to focus largely on developing and maintaining a
comprehensive tobacco-free school policy, as well as ensuring delivery of tobacco use
prevention education by teachers trained in the curricula. All public schools are covered by
the state tobacco-free policy that prohibits tobacco use on public school grounds (16 V.S.A.
§ 140), and, in accordance with RTI recommendations, DOE has moved away from a policy
emphasis. In December 2009, DOE released an updated application for tobacco use
prevention funding. The new grant funding continues to be organized around the CDC
recommendations for school programs to prevent tobacco use and addiction but changes
the timeline and structure of grant activities.

The grants are now awarded biennially and are structured to allow LEAs to determine which
activities they conduct based on their local needs. Applicants were required to complete a
local needs assessment with input from school and district stakeholders as well as data from
LEA- and state-level surveys that provide insight on youth behaviors, beliefs, risk factors,
and protective factors related to tobacco use. The ability of statewide surveys to reliably
inform an understanding of the local tobacco environment is limited by very small sample
sizes for each LEA. The DOE provided significant support to LEAs in the needs assessment
and grant application process. Sample activities were offered for each of the seven CDC
guideline components: policy, instruction, curriculum, training, family and community
involvement, tobacco use cessation efforts, and evaluation. Based on LEA-level discussion of
the data, local planning teams identified priority areas for prevention programming,
identified action steps to address these priority areas, and identified data sources to help
track progress. LEAs may conduct a variety of types of interventions, and evaluation efforts
should be implemented to document the outcomes that LEAs have prioritized, the activities
they are conducting, and changes in outcomes over time. Key areas of tobacco-free schools
activity include tobacco prevention curricula, professional development, and community
activities.
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3.2.1 Tobacco Prevention Curricula

A variety of tobacco prevention and health education curricula are available for
implementation in school settings. DOE provides funding to LEAs that helps cover the cost
of purchasing specific curricula and maintains a Health Education Resource Center with
health education curriculum materials to help LEAs decide which curricula are the best fit for
their needs. DOE funding may be used for the following curricula: Know Your Body, Botvin’s
LifeSkills Training, Michigan Model for Health, Teenage Health Teaching Modules, Project
Towards No Tobacco, and Project ALERT. Although DOE does not select which curricula
schools implement, VDH’s scientific advisory review panel selected these curricula as the
curricula that can be purchased or implemented with tobacco use prevention funding.

The DOE School-Based Tobacco Prevention Program Database contains information on
which schools are implementing the tobacco prevention curricula for which DOE provides
funding and how many students received instruction in each of those curricula. In FY 2011,
70% of schools in funded LEAs were using one of the tobacco prevention curricula for which
DOE provides funding (Figure 3-5). In FY 2011, 41% of students in funded LEAs received
one of the tobacco prevention curricula for which DOE provides funding. To assist schools in
implementing tobacco prevention curricula, DOE has emphasized educator training. Free
curriculum training was offered to schools serving Vermont students in FY 2007 and

FY 2008.

Figure 3-5. Implementation of Tobacco Prevention Curricula in Funded Local
Education Agencies, FY 2001—FY 2011
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Data Source: Vermont Department of Education School-Based Tobacco Prevention Program Database
Note: A local education agency could be a supervisory union, school district, or independent school.
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In FY 2009, RTI collaborated with DOE to develop and implement a study to assess broadly
the fidelity with which tobacco prevention education curricula are implemented in Vermont
schools. The study measured three core constructs of fidelity: adherence, quality of
delivery, and participant responsiveness. Findings from RTI’s study were summarized in a
report (Brown, Sarris, & Council, 2009). Although there is no well-established threshold that
identifies whether tobacco use prevention curricula are implemented with fidelity, we found
relatively high fidelity across curricula. Implementers reported little adaptation of teaching
methods, and the most commonly reported adaptations included fitting the lessons into the
time available and making the lessons more interesting to students. Overall, the relatively
high fidelity reported in Vermont schools indicates that the key messages and potential
effects of the evidence-based curricula being implemented are reaching Vermont students.
According to the fidelity study, most implementers received training on the curriculum they
teach (62.0%) or were scheduled to receive training within the school year (9.9%); 28.2%
reported that they have not received or been scheduled to receive training on the
curriculum they teach. One of the Workplan objectives is to increase the number of
implementers who have received training on the curriculum they teach by 5%. RTI and DOE
updated data collection systems to assess progress toward this objective on a regular basis.
According to reports submitted by LEAs, in FY 2011, 68% of curriculum implementers have
received training on the curriculum they teach.

3.2.2 Professional Development

DOE offers professional development to LEAs as part of tobacco-free school efforts. Based
on an informal professional development needs assessment, DOE focuses on both
curriculum training and health education and assessment. Curriculum training for the
curricula that DOE funds (Know Your Body, Botvin’s LifeSkills Training, Michigan Model for
Health, Teenage Health Teaching Modules, Project Towards No Tobacco, and Project ALERT)
allows curriculum implementers to receive formal instruction on the curricula that they will
use with students. Trainings are also offered regarding assessing and enhancing school
health and prevention resources (e.g., School Health Index, health literacy). To support
tobacco-free school grantees, DOE introduced a system of grantee peer mentors.
Experienced tobacco-free schools grantee peer mentors serve as resources to other
grantees in networks across the state and help DOE design trainings for all grantees. As
professional development for grantee coordinators and LEA staff has grown to be a
significant part of the tobacco-free schools component, it will be important to evaluate these
activities to ensure that they are efficient and effective.

3.2.3 Community Activities

Schools allocate a portion of their DOE tobacco-free schools program funding to collaborate
with community coalitions, service providers, and youth coalitions to expand prevention
efforts and promote tobacco-free communities. Tobacco-free schools program funding is
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also used to help schools provide parents and the community with information about local
policies, prevention needs, and prevention activities. Many Vermont schools participate in
statewide common theme campaign activities. Data on school participation in community
activities are available from DOE’s School-Based Tobacco Prevention Program Database. In
FY 2011, 43 of the 62 funded LEAs (70%) participated in at least one statewide common
theme campaign. A total of 6,160 students and 597 staff members participated in the Gut
Feelings youth prevention common theme campaign. A total of 3,918 students and 717 staff
members participated in the cessation common theme campaign, and 12,636 students and
1,060 staff members participated in the secondhand smoke common theme campaign. To
date, these community activities have not been evaluated.

3.3 Policy

One of the VTCP program elements involves policy initiatives to change social norms. Three
effective policies that states can pursue to reduce tobacco use are

= tobacco excise tax increases,
= sustained funding for a comprehensive tobacco control program, and

= clean indoor air laws.

Table 3-6 provides a summary of the tobacco control context in Vermont compared with
the national average. Vermont’s tobacco control environment compares favorably with the
national average: cigarette taxes and per capita funding for tobacco control programs are
higher in Vermont than the national average. In 2009, a federal tax increase on tobacco
products went into effect, and Vermont followed with a $0.25 tax increase. In 2011,
Vermont further increased cigarette excise taxes by $0.38 per pack. Vermont is currently
ranked seventh in the nation with a cigarette excise tax rate of $2.62 (CFTFK, 2012).
Vermont has had a smoke-free air law in place since 2005. In 2009, Vermont workplaces
became totally smoke-free with the removal of designated smoking areas. Currently, the
entire population of Vermont is covered by comprehensive smoke-free air laws as compared
with the United States where only 48.6% of the population is covered by such
comprehensive laws (ANRF, 2012). Figure 3-6 shows trends in per capita funding for
tobacco control in Vermont and the U.S. average. Per capita funding for tobacco control in
Vermont has consistently been higher in Vermont than the U.S. average. However, Figure
3-6 also shows the gradual and steady decline in per capita funding for tobacco control in
Vermont from FY 2005 to FY 2009, followed by sharp declines from FY 2010 to FY 2012.
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Table 3-6. Tobacco Control Program and Policy Influences in Vermont and the
United States

Indicator Vermont U.S. Average
State cigarette excise tax (as of January 1, 2012) $2.62 $1.46
Per capita funding for tobacco control program $7.06 $2.10
(FY 2012) (FY 2010)?
Percentage of the state population covered by 100% 49%

comprehensive® smoke-free air laws (as of January 1, 2012)

& Funding data for all U.S. states are not yet available for FY 2011 or FY 2012.

b “Comprehensive” refers to laws that create smoke-free bars, restaurants, and workplaces.

Figure 3-6. Per Capita Funding for Tobacco Control Program in Vermont FY 2001—
FY 2012 and U.S. Average FY 2001—-FY 2010
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Note: U.S. funding data are not yet available for FY 2011 or FY 2012.

3.4 Enforcement

2010 & 2011 Workplan Objectives Results

The Department of Liquor Control (DLC) wiill DLC continues to offer education seminars for
continue to offer annual education seminars for retail clerks who sell tobacco products. In 2009,
approximately 3,000 retail clerks who sell DLC trained 2,642 retail clerks. In 2010, DLC
tobacco products. trained 2,694 retail clerks. DLC started an

online training program in December 2010. DLC
educated 2,496 retail clerks in 2011 (2,194
through training classes and 302 through the
online training program).

(Data Source: Vermont Department of Liquor Control)

3-20



Section 3 — The Vermont Tobacco Control Program: Programmatic Approach

As part of a comprehensive program to prevent tobacco use among youth, CDC
recommends mobilizing the community to restrict minors’ access to tobacco products in
combination with stronger laws directed at retailers, active enforcement of retailer sales
laws, and retailer education with reinforcement. A federal law passed in 1992 requires that
all states conduct retailer compliance checks to determine the rate of illegal tobacco sales to
minors and set an annual goal to reach 80% compliance. In 1997, Vermont set a higher
standard of 90%. DLC enforces the laws against sales of tobacco to minors. Since 2001,
retailer compliance rates have consistently exceeded the 80% federal target but have not
reached the 90% standard set by Vermont.

Since the advent of the Synar Amendment, a growing number of studies have examined the
impact of youth access laws on retailer compliance rates, youth access to tobacco products,
and the prevalence of tobacco use among youth. DiFranza and Dussault’s 2005 review on
the effects of the Synar Amendment between 1995 and 2000 found that no state reached
the 80% compliance rate set by the Synar Amendment without penalizing violators.
DiFranza (2005) reported that many of the states with consistently low retailer compliance
rates have laws that protect offenders from punishment or that make enforcement more
difficult. He found that retailer compliance did not correlate with severity of the fine. Many
states have achieved consistently high compliance rates with modest fines. However, not
having a penalty for a first offense appears to be detrimental to high retailer compliance.
Additionally, most of the states that have achieved compliance rates above 90% impose
greater penalties on retailers that violate youth access laws than states with less than 90%
compliance.

Studies have shown that enforcement of youth access laws is effective at reducing the sale
of tobacco products to minors (Lantz et al., 2000; Redhead & Austin-Lane, 1998; Rigotti et
al., 1997), but research has not clearly established whether enforcement of youth access
laws actually decreases youth access to tobacco products or leads to reductions in youth
smoking. Rigotti et al. (1997) found that compliance rates may not be an accurate measure
of the difficulty youth face in procuring tobacco products from commercial sources. Even if
only a small number of retailers sell tobacco products to minors, youth are aware of these
retailers and focus their efforts to obtain tobacco products on those locations (CSAP, 2003;
Rigotti et al., 1997). In many national and statewide surveys, youth report easy access to
tobacco products. For example, in the Vermont Youth Risk Behavior Survey (YRBS), 67% of
Vermont 9th to 12th graders reported that it was “sort of easy” or “very easy” to obtain
cigarettes in 2011 (Table 3-7). Although nearly 7 out of 10 Vermont high school students
reported that it is “sort of easy” or “very easy” to obtain cigarettes, this percentage declined
significantly from 72%b in 2009 to 67% in 2011.
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Table 3-7. Perceived Access to Cigarettes among Vermont 9th—12th Grade
Students, Vermont Youth Risk Behavior Survey 2009—-2011

Percentage of Youth Reporting

Year “Sort of Easy” or “Very Easy” Access to Cigarettes
2009 72%
2011 67%

Note: Includes commercial and noncommercial sources. The decline from 2009 to 2011 is statistically
significant at p < 0.05.

An overwhelming body of research suggests that social sources for cigarettes undermine
and may completely erode youth access legislation and enforcement efforts. The
pervasiveness of social sources for tobacco products, combined with minors’ ability to obtain
tobacco from commercial sources despite enforcement of youth access laws, suggests that
published compliance rates may overstate the actual difficulty youth face in obtaining
tobacco products. According to the 2009 National Youth Risk Behavior Survey (YRBS), only
14% of youth obtain cigarettes directly from retailers (i.e., bought them in a store or gas
station). As a result, increasing compliance rates without also addressing alternative
commercial and social sources for tobacco may not result in a true reduction of youth access
to tobacco (Croghan et al., 2003; DiFranza & Coleman, 2001; White et al., 2005).

Finally, it is unclear whether the enforcement of youth access laws ultimately reduces the
prevalence of youth smoking. A limitation of these studies is that the results only imply
correlation and are not able to establish causation. However, this is an overall general
limitation and does not suggest issues with the methodology of any of the particular papers.
A recent study conducted by DiFranza et al. (2009) used data from the Monitoring the
Future study and found that from 1997 to 2003, higher average state merchant compliance
was associated with lower levels of current daily smoking among adolescents, controlling for
all other factors. A major weakness of the DiFranza et al. study is that it did not include
state fixed effects to control for differences across states over time. Potential unobserved
differences across states over time could be related to both smoking rates and compliance;
thus, the estimates may be biased by not accounting for these state effects. While other
studies have also found that the enforcement of youth access laws has been associated with
reductions in the prevalence of youth tobacco use (Cummings et al., 2003; Forster et al.,
1992, 1998; Jason et al., 1999), many studies have not found this relationship. RTI
conducted an analysis that linked county-level compliance rates to the NYTS from 2000—
2008 and found that higher compliance was associated with being asked to show ID and
being refused a sale. However, higher retailer compliance was not associated with lower
levels of youth smoking (Loomis et al., 2010). In a work in progress using a national data
set from 2002 through 2008, RTI finds no statistically significant relationship between Synar
compliance rates and the prevalence of current smoking, frequent smoking, or ever trying
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smoking among 12- to 17-year-olds. These two studies suggest that while there is a
relationship between compliance and refusal of sale to minors, it is possible that increases in
compliance may not translate into changes in youth smoking. Another study, a meta-
analysis conducted by Fichtenberg and Glantz (2002), found no correlation between
compliance rates and youth tobacco use. However, this meta-analysis has been criticized for
treating all access interventions as identical. In a controlled study, Rigotti et al. (1997)
found no evidence of reduced smoking rates. The study also failed to find a difference in
youth perception of ease of access to tobacco products between control and intervention
towns.

DLC submits an annual report to the Vermont Legislature that includes information on the
number of tobacco compliance checks conducted and the rate of compliance. Prior to

FY 2009, Vermont has come close to, but not consistently achieved, the 90% tobacco
retailer compliance rate required by state law (Table 3-8). In FY 2009, Vermont achieved a
tobacco retailer compliance rate of 90%. However, in FY 2010, the tobacco retailer
compliance rate decreased slightly to 89%. The retailer compliance rate increased again in
FY 2011 to 90%, achieving the tobacco retailer compliance rate required by state law for
the second time in the past 6 years.

In a report prepared for VTCP in April 2006, RTI recommended increasing the penalties for
noncompliance as a cost-effective strategy for improving Vermont’s rate of retailer
compliance (Mann et al., 2006). The literature and data for other states suggest that the
penalties for noncompliance with youth access laws appear to be one of the most important
determinants of compliance rates. RTI also recommended implementing a centralized
system for granting and managing tobacco retailer licenses. In 2008, the Vermont
Legislature adopted a measure that requires retail tobacco licenses to be issued by DLC
rather than individual towns. DLC implemented a tobacco retailer licensee database shortly
after the bill was signed into law and has been running smoothly for the 4 years it has been
in existence. This change has improved the quality and completeness of the DLC database
of tobacco retailers and increased the efficient utilization of DLC resources in coordinating
compliance checks of tobacco licensees.

Table 3-8. Retailer Compliance Checks, FY 2006—FY 2011

Year Number of Checks Percentage Passed
FY 2006 1,488 89%
FY 2007 1,512 88%
FY 2008 1,553 87%
FY 2009 1,038 90%
FY 2010 768 89%
FY 2011 952 90%

Data Source: Vermont Department of Liquor Control
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DLC also trains retail employees at seminars addressing the laws for alcohol and tobacco
licensees. DLC conducts both in-person and online seminars. A small percentage of the in-
person seminars were co-sponsored by community tobacco coalitions, which took
responsibility for logistics, recruitment of attendees, and refreshments. Most of the time
allocated in training seminars is directed toward alcohol-related laws. In calendar year (CY)
2011, clerks who were trained by DLC had a higher rate of compliance with the law (93%
for in-person seminars and 100% for online seminars) than clerks who were trained by their
employers (91%) or were not yet trained (74%) (Table 3-9). Although it appears that DLC-
provided training is more effective than retailer-provided training at promoting compliance,
differences in compliance rates of DLC-trained clerks might be driven by underlying
differences between retailers. Retailers who are more willing to make serious efforts to
comply with the law may also have been more likely to request the DLC-provided training.

Table 3-9. Retailer Compliance Rates by Level of Clerk Training, Calendar Year

2011
Number of Passed Failed Compliance
Level of Clerk Training Clerks (Did Not Sell) (Sold) Rate
Clerk trained by DLC: attended seminar 473 441 32 93%
Clerk trained by DLC: online seminar 12 12 0 100%
Clerk trained by retailer 447 405 42 91%
Clerk not trained 57 42 15 74%

Data Source: Vermont Department of Liquor Control

3.5 Chronic Disease Prevention and Health Care Provider Training

Efforts to provide health care provider training were eliminated from the VTCP budget in FY
2009. VDH will continue working toward provider systems change through the Blueprint for
Health initiative, a statewide partnership to improve health and the health care system for
Vermonters. The Guide to Community Preventive Services, prepared by the Task Force on
Community Preventive Services, indicates that health care provider education interventions
are not effective when implemented alone (Hopkins et al., 2001). However, evidence has
shown that provider reminder systems, with or without provider education, are effective at
promoting providers to advise their patients to quit as well as improving patient cessation
outcomes. The Blueprint for Health had a legislative mandate to be implemented statewide
by the end of CY 2011; it may be productive to assess whether that program includes
health care provider education and/or systems change components that have been shown
to be effective.
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3.6 Disparity Reduction Activities

Adults with lower socioeconomic status and clients of mental health and substance abuse
services smoke at roughly double the average rate of all adults in Vermont. VDH, using CDC
funds, developed the “Bridging the Gap” plan to address tobacco-related disparities in
Vermont. The plan targets lower socioeconomic status adults and clients of mental health
and substance abuse services. Activities to reach these audiences are integrated into
community coalition objectives and media targets and through collaborations with mental
health partners and the Blueprint for Health initiative.

3.7 Health Communication

2010 & 2011 Workplan Objectives Results
Increase the percentage of awareness of at least In 2010, 89% of smokers with a high school
one Vermont Quit Network radio or TV ad education or less were aware of at least one
among smokers with a high school education or Vermont Quit Network radio or TV ad.
less from 76% in 2008 to 80% in 2010. (Data Source: Vermont Adult Tobacco Survey)

VDH, in collaboration with a media contractor, Kelliher Samets Volk, develops and
implements an annual media and public education plan. VDH conducts three statewide
common theme media campaigns per year in concert with community- and school-based
activities. Each campaign focuses on a particular theme during a designated time period and
mirrors one of the three statewide tobacco control goals. Evidence shows that mass media
campaigns can be effective in reducing tobacco use (Durkin et al., 2009; Farrelly et al.,
2008a; Hyland et al., 2006; NCI, 2008; Wakefield et al., 2010, 2011).

Vermont’s media approach utilizes low sensation media messages that are directed toward
individuals who are ready to quit as opposed to more high sensation media messages that
are geared toward reaching and motivating individuals who are not yet ready to quit. From
FY 2002 to FY 2007, mass media and direct mail efforts promoting cessation focused
primarily on promoting the Quit by Phone program. Since FY 2008, mass media and direct
mail efforts have promoted the entire Vermont Quit Network. From FY 2008 through

FY 2011, media promoting the Quit Network consisted of paid radio ads, direct mailings, and
online promotions. The Your Quit. Your Way media campaign focuses on independent
quitters who want to quit on their own without help from programs or services. The
Vermont Quit Network has a central Web site that directs visitors to all of the programs and
services available. In 2010, Vermont began conducting social marketing efforts in addition
to traditional paid media.

The VT ATS includes questions about awareness of mass media messages. Figure 3-7
presents trends in simple awareness of at least one cessation ad in the past 6 months.
Radio ads for the cessation media messages were tagged with the Vermont Quit Network. In
2010, simple awareness of at least one cessation ad was 85% among Vermonters and 89%
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among smokers. Simple awareness of at least one cessation ad has increased significantly
from 2002 to 2010 among both Vermonters and smokers.

Figure 3-7. Simple Awareness of at Least One Cessation Ad in the Past 6 Months,
Vermont Adult Tobacco Survey 2002—-2010

100% - 93% 93%
© 9%  ggo ° o 00% 89%
85% o o ~
90% | 83% > o O -
O
80% - - 85%  87%  ggy 88N o 85%
0
70% | T7%
60% -
50% T T T T T ! T ! !

2002 2003 2004 2005 2006 2007 2008 2009 2010

== \/ermonters O Smokers

Note: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for both Vermonters and smokers.

Although simple awareness of media messages has been consistently high, confirmed
awareness of specific messages has been considerably lower (Figure 3-8). The measure of
confirmed awareness presented is for specific television cessation ads in 2006 and for
specific radio cessation ads in 2007—2008 and 2010. For all groups, confirmed awareness
declined significantly between 2006 and 2010. Confirmed recall of specific cessation ads was
higher in 2010 than in 2008 among Vermonters and nonsmokers but lower among smokers.
For all three groups, confirmed awareness in 2010 was lower than 2006 and 2007. This may
have to do with when ads were run (time of year) versus when the survey was conducted,
how often they ran, and the ads themselves, as well as the questions used to confirm
respondent awareness. No television ads for cessation or secondhand smoke were run from
2008 through 2010, which may explain the low confirmed recall among all VT ATS
respondents. For a media campaign to have an impact, it must reach a significant
percentage of the target audience (Hornik, 2002). However, given that Vermont only has
one television media market, it may be challenging to achieve this goal.
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Figure 3-8. Confirmed Awareness of Specific Ads in the Past 6 Months, Vermont
Adult Tobacco Survey 2006—2010
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Notes: Confirmed awareness is for specific television ads in 2006 and for specific radio ads in 2007
through 2010. Data for 2009 are not presented because the VT ATS was not conducted in 2009.
Differences between 2006 and 2010 are statistically significant at p < 0.05 for all three groups.

The reach of Quit Network programs is significantly influenced by promotion of the
programs through mass media campaigns and direct mail. From FY 2002 to FY 2007, mass
media and direct mail efforts focused on promoting the Quit by Phone program. Since

FY 2008, mass media and direct mail efforts have promoted the entire Vermont Quit
Network. From FY 2008 through FY 2011, media promoting the Quit Network consisted of
paid radio ads and direct mailings. Gross rating points (GRPs) measure the amount of
exposure to paid media messages. Figure 3-9 presents quarterly trends in total radio GRPs
and the number of new adult Quit Network program clients who were current smokers at
intake. The figure also indicates when direct mailings, paid search ads, Facebook social
media ads, and digital banners occurred.
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Figure 3-9. Quit Network Media and New Clients, FY 2008—FY 2011
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To examine the relationship between media promotion and Quit Network program utilization
more formally, we estimated an ordinary least squares regression model. Because media
efforts have promoted the Quit by Phone program since FY 2002, we limited our model to
the Quit by Phone program. We modeled the quarterly number of new Quit by Phone clients
who are current smokers at intake as a function of quarterly Quit by Phone GRPs, an
indicator for direct mailings, county fixed effects (i.e., an indicator variable for each county,
with one omitted as a reference), and secular trends (i.e., a linear time trend). Quarter
indicators were also included to control for any seasonality in Quit by Phone program
utilization.

Results of our regression model indicate that both GRPs and direct mailings appear to be
effective mechanisms for promoting use of the Quit by Phone program. Model coefficients
are positive and statistically significant (p < 0.01) for radio GRPs and direct mailings but are
not statistically significant for network or cable television. These results suggest that radio
media spots are effective at encouraging Vermont smokers to use the Quit by Phone
program. Our model also indicates that direct mailings are an effective mechanism for
promoting use of the Quit by Phone program among Vermont smokers.

To further investigate the effects of paid media and direct mailings on Quit by Phone
program utilization, we used the results from our regression model to estimate a what-if
scenario that predicts what Quit by Phone utilization would have been in the absence of any
paid media or direct mailings promoting the program.
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Figure 3-10 presents trends in the actual number of new Quit by Phone clients who were
current smokers at intake as well as the predicted number of clients who would have used
the Quit by Phone program if there had not been any promotion of the program. The figure
clearly shows that, if there had not been any media promotion of the program, the
predicted number of new clients would have been consistently lower than the number of
actual new clients. Our model predicts that, from FY 2002 through FY 2011, a total of
13,403 current smokers were served by the Quit by Phone program. If there had not been
any mass media promotion of the program or direct mailings, an estimated 2,996 fewer
current smokers would have been served by the program. These results suggest that from
FY 2002 through FY 2011, paid media and direct mailings resulted in an estimated 29%
increase in Quit by Phone program utilization by current smokers in Vermont.
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Figure 3-10. Cessation Media Gross Rating Points (GRPs) and Quit by Phone Call Volume, FY 2004—FY 2011
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campaign GRPs and direct mailings were obtained from the Vermont Department of Health. Data on Quit by Phone call volume were
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3.8 Help for Smokers to Quit

2010 & 2011 Workplan Objectives

Results

Increase the percentage of adult smokers who
enroll in the Vermont Quit Network from 4% in
FY 2008 to 6% in FY 2011.

In FY 2011, the percentage of adult smokers
who enrolled in the Vermont Quit Network could
have been as high as 5%. The available data do
not allow us to identify clients who used more
than one program. As a result, the Vermont
Quit Network actually served somewhere
between 2% and 5% of Vermont’s adult
smokers in FY 2011, depending on how many
clients used more than one program during the
year.

(Data Source: Vermont Quit Network Data Tracking
Systems)

Increase the percentage of adult smokers aged 18
to 24 that enroll in the Vermont Quit Network
from 2% in FY 2008 to 3% in FY 2011.

In FY 2011, the percentage of adult smokers
aged 18 to 24 who enrolled in the Vermont Quit
Network could have been as high as 5.2%. The
available data do not allow us to identify clients
who used more than one program in FY 2011.
As a result, the Vermont Quit Network actually
served somewhere between 3% and 5% of
Vermont’s adult smokers aged 18 to 24 in

FY 2011, depending on how many clients used
more than one program during the year.

(Data Source: Vermont Quit Network Data Tracking
Systems)

Increase the number of high school aged smokers
who enroll in the Vermont Quit Network phone
counseling program or N-O-T (Not-On-Tobacco), a
cessation treatment program, from 300 smokers
in 2008 to 320 in 2011.

In FY 2011, 4 smokers under age 18 enrolled in
the Vermont Quit Network phone counseling
program and 187 students enrolled in the
N-O-T program.

(Data Source: Vermont Quit Network Data Tracking
Systems and Vermont Department of Health)

VTCP promotes smoking cessation through a variety of programs and services. Free

smoking cessation counseling is available to all Vermont smokers. In 2008, all cessation

services were consolidated under a single unifying framework and branded as the Vermont

Quit Network. The Quit Network provides help to Vermont smokers through the following
programs: Quit by Phone, Quit in Person, and Quit Online.

Quit by Phone. Smokers can call the Quit by Phone program 24 hours per day, 365 days

per year. When counselors or quit coaches are not available, callers can listen to

prerecorded messages and quit tips. For clients interested in receiving telephone counseling,

the Quit by Phone program provides a research-based, five-session counseling program.

Quit by Phone smokers who prefer to quit on their own can elect to receive a packet of self-

help materials instead of telephone counseling. The program will also refer callers to their

local hospital if they wish to participate in counseling through the Quit in Person Program.

Smokers are told that Vermont sponsors a registration to the Quit Online program, what
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they can get for participating in this online program, and how to register. Since July 1,
2007, teens are able to receive cessation counseling from the Quit by Phone program
without parental consent. Finally, the Quit by Phone program provides information to callers
who are only interested in receiving specific information in response to questions.

Quit in Person. The Quit in Person program connects Vermont smokers with a network of
trained cessation counselors who are located in every hospital in the state. These hospital-
based clinicians coordinate and provide a variety of services at the local level, including
providing in-person group cessation counseling opportunities, approaching smokers who are
hospitalized, working in the local community, and collaborating with community partners to
promote their services. All 13 public hospitals in Vermont provide in-person group cessation
counseling through the Quit in Person program. Hospitals use either the American Cancer
Society “Fresh Start” curriculum or the American Lung Association’s “Freedom from
Smoking” curriculum, both of which are evidence-based. The Quit in Person program also
aims to increase its reach by offering group cessation counseling classes in locations that
are most convenient for smokers (e.g., community center, workplace). Offering classes at
locations that make it easier for smokers to attend encourages smokers to attend classes
and stick with them.

Quit Online. The QuitNet Web site provides Vermont smokers with access to an online
community of smokers and former smokers who provide encouragement and tips for
quitting. Clients can be active or passive participants in a social networking community
designed to assist smokers in their quit attempt. In addition to social support, the Quit
Online program offers members expert support, quit planning, and access to quit resources.
The Web site also provides users with interactive tools and features that members can use
anytime and for as long as they need them. In addition, the Quit Online program provides
information on the Quit by Phone and Quit in Person programs and how these programs can
be accessed.

Currently, the Quit by Phone, Quit in Person, and Quit Online programs are separate
programs operated by different vendors. For FY 2013, the telephone and online cessation
resources will be combined in a coordinated manner and provided by the same vendor. For
more detailed information about each of the Vermont Quit Network programs and services,
please refer to RTI's most recent Vermont Cessation Services Report (Mann & Gammon,
2012).

3.8.1 Awareness and Use of Vermont Quit Network Programs

The VT ATS asks current smokers about their awareness and use of telephone quit lines and
local hospital cessation programs. From 2005 through 2008, the majority of current
smokers reported awareness of telephone quit lines and local hospital cessation programs
(Figure 3-11). In 2010, the question related to awareness of cessation programs was
reworded to be more consistent with the structure and branding of the Vermont Quit
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Network. In 2010, 25% of current smokers reported awareness of both the Quit by Phone
and Quit in Person programs, 16% reported awareness of the Quit by Phone program only,
4% reported awareness of the Quit in Person program only, 8% reported that they were not
aware of either the Quit by Phone or Quit in Person programs, and 46% responded “Don’t
know/not sure” (Figure 3-12).

Figure 3-11. Current Smoker Awareness of Telephone Quit Lines and Local
Hospital Cessation Programs, Vermont Adult Tobacco Survey 2005—

2008
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Note: For these results, responses of “Don’t Know/Not Sure” were treated as missing.

Figure 3-12. Current Smoker Awareness of Quit Network Programs, Vermont Adult
Tobacco Survey 2010
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The VT ATS also asks about the use of cessation programs. Current smokers who made a
quit attempt in the past year and had heard of telephone quit lines or local hospital
cessation programs were asked if they used those programs in their last quit attempt. In
2010, 9% of smokers who seriously tried to quit smoking during the past 12 months and
were aware of telephone quit line services reported using a telephone quit line during their
most recent quit attempt (Figure 3-13). There has been no significant change in the
proportion of Vermont smokers who reported using telephone quit lines since 2005. Based
on national comparison data from the RTI NATS, reported use of telephone quit lines in
2010 was significantly higher in Vermont than in the United States as a whole. In 2010, only
3% of smokers who seriously tried to quit smoking during the past 12 months with
awareness of local cessation counseling programs reported using local cessation counseling
during their most recent quit attempt. Although this is down from 13% in 2008, the decline
is not statistically significant. A national comparison for use of local cessation counseling is
not available.

Figure 3-13. Use of Telephone Quit Line and Local Hospital Cessation Programs in
the Past 12 Months, Vermont Adult Tobacco Survey 2005—-2010 and
RTI1 National Adult Tobacco Survey 2010
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2005 2006 ‘ 2007 ‘ 2008 | 2009 ‘ 2010 2010
Vermont United
States

== Telephone Quit Line O Local Hospital Cessation Program

Notes: Results are among current smokers who seriously tried to quit in the past 12 months. Results
for telephone quit line are among those who reported awareness of telephone quit lines. Results for
local hospital cessation program are among those who reported awareness of local hospital
cessation programs. Data for 2009 are not presented because the VT ATS was not conducted in
20009. Local hospital cessation program data for 2005 through 2008 include both group and
individual counseling. Local hospital cessation program data for 2010 include only group cessation
counseling. Differences between Vermont and the United States as a whole in 2010 are statistically
significant at p < 0.05.

Table 3-10 presents the total number of new clients served by each of the Vermont Quit
Network programs in FY 2011. Clients are individuals who provide intake data and agree to
receive Quit Network programs. For the Quit by Phone program, clients are counted as new
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clients in the fiscal year of their first intake to the program (i.e., first call). For the Quit in
Person program, clients are counted as new clients in the fiscal year of their first intake to
the program (i.e., time first received services from the program). For the Quit Online
program, clients are counted as new clients in the fiscal year in which they register with the
Web site and receive a username and password. These estimates may underrepresent the
total number of Vermonters who received services from the Quit Network during FY 2011
because clients whose counseling bridges more than 1 year and repeat clients returning for
additional support are not included in these figures. In FY 2011, the vast majority of new
Quit Network clients were current cigarette smokers. The Quit by Phone program attracted
the most new clients in FY 2010, followed by the Quit Online and Quit in Person programs.
The Quit by Phone program had the highest percentage of clients who came to the program
as former smokers seeking help remaining quit (6.2%0o).

Table 3-10. New Clients Served by the Vermont Quit Network, FY 2011

Type of Client Quit by Phone Quit in Person Quit Online
Total New Clients 1,715 955 1,544
Cigarette smokers 1,567 912 1,544
Current smokers 1,449 912 1,476
Former smokers 106 0] 68
Smoker: status missing 12 — —
Other tobacco users 46 43 —
Tobacco users: tobacco type N/A 102 — —

Note: This table includes clients of all ages.

The reach of a program is the percentage of the target population served by the program
over a specified period of time. We present two measures of reach in this report:
promotional reach and treatment reach (Figure 3-14). Promotional reach represents the
percentage of current adult cigarette smokers in Vermont who registered with and provided
intake information to one of the Quit Network programs in FY 2011. Treatment reach
represents the percentage of current adult cigarette smokers in Vermont who received at
least a minimal level of service from the program. For treatment reach, we define a minimal
level of service to be completing at least one counseling session. Since the Quit Online
program does not provide counseling sessions in a manner similar to the other Quit Network
programs, we created a measure of counseling session equivalents based on the number of
30-minute periods users spent on the Quit Online Web site. Estimates of the number of
current cigarette smokers aged 18 or older in Vermont were obtained from the BRFSS. In FY
2011, promotional reach ranged between 1% and 2% of current adult cigarette smokers
and treatment reach was approximately 1% for each of the Quit Network cessation
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programs. Promotional reach could have been as high as 5% and treatment reach could
have been as high as 3% for the entire Vermont Quit Network in FY 2011. However, the
available data do not allow us to identify clients who used more than one program in FY
2011. As a result, the promotional reach of the Vermont Quit Network was somewhere
between 2% and 5% and treatment reach was somewhere between 1% and 3% of
Vermont’s adult cigarette smokers in FY 2011, depending on how many clients used more
than one program during the year. The reach of the programs is greatly affected by
promotion of the services through mass media campaigns and direct mail (see Section 3.7).

Figure 3-14. Reach of the Vermont Quit Network, FY 2011
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Notes: Results for Quit Network programs are among current smokers aged 18 or older at intake.
Percentages are of the estimated 75,500 current smokers aged 18 or older in Vermont (BRFSS).

Figure 3-15 presents trends in Quit Network

program promotional reach from FY 2008 to FY Each of the 2010 & 2011 Workplan

2011. The promotional reach of all three Quit objectives relating to the awareness
and use of Quit Network programs call

Network programs rose in FY 2009. The Quit for increases in awareness and use of
Online program began offering free NRT in FY the programs. However, the budget
2009, which may have led to some of the for these programs was cut in FY 2010

and further cut in FY 2011.

increased promotional reach of the Quit Online
program in FY 2009. Promotional reach for all three Quit Network programs fell from FY
2009 to FY 2010. From FY 2010 to FY 2011, promotional reach for each of the Quit Network
programs remained steady.
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Figure 3-15. Trends in Promotional Reach of Vermont Quit Network Programs,
FY 2008—FY 2011
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Notes: Results for Quit Network programs are among current adult smokers at intake. Percentages are
of the estimated current smokers aged 18 or older in Vermont (BRFSS).

Table 3-11 summarizes the number of counseling sessions received by Quit Network
clients in FY 2011. Since the Quit Online program does not provide structured counseling
sessions in a manner similar to the other Quit Network programs, we created a measure of
counseling session equivalents based on the total time clients spent on the Web site. We
count each 30-minute period spent on the QuitNet Web site to be equal to a completed
counseling call with the Quit by Phone program or a completed group cessation class with
the Quit in Person program. Zero counseling sessions represents people who registered for
services with Quit Network programs but then did not end up participating in the program
and/or receiving services from the program.

In FY 2011, the Quit by Phone program had the lowest rate of nonparticipation among new
registrants at 13%, followed by the Quit in Person program at 18%. Nearly half (46%) of all
new Quit Online registrants did not receive the equivalent of 1 or more counseling sessions.
This consists of individuals who spent a total of 30 minutes or less on QuitNet site, including
both people who logged into the website one or more times after registration as well as
individuals with no logins after registration. More than 4 out of every 10 new Quit by Phone
clients (44%) and Quit Online clients (41%) received one counseling session from the Quit
Network in FY 2011. At 13%, the Quit in Person program had the highest percentage of new
clients who received five or more counseling sessions.
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Table 3-11. Sessions Received, FY 2011

Sessions Received Quit by Phone Quit in Person Quit Online
Smokers 1,398 912 1,544
0 sessions 13% 18% 46%
1 session 43% 17% 41%
2 sessions 22% 14% 6%
3 sessions 11% 17% 3%
4 sessions 6% 21% 1%
5 or more sessions 6% 13% 4%

Notes: Quit Online data are among smokers with a total login time of 30 or more minutes at the 3-
month evaluation. Quit by Phone data are limited to smokers who requested counseling.

3.8.2 Provision of Free Nicotine Replacement Therapy

During FY 2011, all Vermont smokers were eligible to receive free nicotine replacement
therapy (NRT) from each of the Quit Network programs if they passed a medical screening
and met program-specific eligibility requirements. Quit by Phone clients who enroll in the
Quit by Phone program and complete at least one call are eligible to receive free NRT from
Vermont’s Direct Ship program. Quit by Phone and Quit in Person clients with insurance
other than Medicaid or the Vermont Health Access Plan (VHAP) (or who are uninsured) are
eligible to receive up to 8 weeks of free NRT through Vermont’s Direct Ship program. VHAP
is an expanded Vermont Medicaid program, where the eligibility requirement is increased to
250% of the federal poverty level above the 125% that the federal government sets. Both
Quit by Phone and Quit in Person programs refer Medicaid/VHAP recipients to their health
care providers to get a prescription for NRT. NRT benefits for clients covered by Medicaid or
VHAP are more generous than those offered via the Vermont Quit Network’s Direct Ship
program. Medicaid and VHAP clients can receive up to 16 weeks of free NRT through their
health care provider, whereas non-Medicaid and non-VHAP clients are eligible for up to 8
weeks of free NRT through Vermont’s Direct Ship program. Medicaid also has a benefit for
the prescription smoking medications Chantix and Zyban.

Table 3-12 shows the distribution of clients for the Quit by Phone and Quit in Person
programs based on insurance eligibility requirements for free NRT from Vermont’s Direct
Ship program. Eligible clients are those with insurance other than Medicaid or VHAP. Clients
with Medicaid or VHAP are ineligible for receipt of free NRT from Vermont’s Direct Ship
program; these clients are referred to their health care provider to get a prescription for
free NRT. In FY 2011, 1,248 current smokers in the Quit by Phone program registered for
and completed at least one counseling session. Of these 1,248 smokers, 898 (72%) were
eligible to receive free NRT from Vermont’s Direct Ship program, and 350 (28%) were
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ineligible. In FY 2011, 726 (80%) Quit in Person current smokers were eligible to receive
free NRT from Vermont’s Direct Ship program, and 186 (20%) were ineligible.

Table 3-12. Quit by Phone and Quit in Person Clients by Eligibility to Receive Free
Nicotine Replacement Therapy from Vermont’s Direct Ship Program,

FY 2011
Quit by Phone Quit in Person
Eligibility Number Percentage Number Percentage
Total current cigarette smokers? 1,248 100% 912 100%
Eligible to receive free NRT 898 72% 726 80%
Ineligible to receive free NRT 350 28% 186 20%
Ineligible: Medicaid 222 63% 126 68%
Ineligible: VHAP 128 37% 60 32%

Notes: Results are among current cigarette smokers at intake.

3The total includes both Medicaid and Non-Medicaid current smokers who received at least one
counseling session. Eligibility is defined by the client’s insurance status. Clients who do not have
Medicaid or VHAP are eligible to receive free NRT. Eligible clients can receive up to 8 weeks of free
NRT. Clients who have Medicaid or VHAP are referred to their health care provider to receive NRT
and can receive up to 16 weeks of free NRT from their healthcare provider.

Among the clients who were ineligible to receive free NRT through Vermont’s Direct Ship
program based on their insurance status, two-thirds were covered by Medicaid and the
remaining one-third were covered by VHAP. Although Quit by Phone and Quit in Person
clients on Medicaid or VHAP are ineligible to receive free NRT through Vermont’s Direct Ship
program, they can receive up to 16 weeks of free NRT through their health care provider.
Insurance information is not collected from Quit Online clients. Clients who register with
QuitNet, the Quit Online Web site, and set a quit date are eligible to receive one 4-week
supply of NRT.?

Figure 3-16 presents the percentage of eligible Quit by Phone and Quit in Person clients
who received free NRT from Vermont’s Direct Ship program in FY 2011. The majority of
eligible Quit in Person (75%) and Quit by Phone (85%b) clients received free NRT from
Vermont’s Direct Ship Program in FY 2011. Figure 3-17 shows a breakdown of the type of
free NRT distributed through Vermont’s Direct Ship program. In FY 2011, 75% of the clients
who received free NRT from the Direct Ship program received nicotine patches from the
program. The remaining orders are similarly distributed between nicotine gum and nicotine
lozenges.

1 FY 2011 data for evaluating Quit Online clients’ receipt of free NRT from Vermont’s Direct Ship
program were unavailable at the time this report was prepared.
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Figure 3-16. Percentage of Eligible Quit by Phone and Quit in Person Clients Who
Received Free Nicotine Replacement Therapy from Vermont’s Direct
Ship Program, FY 2011
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Note: Results are among current smokers at intake.

Figure 3-17. Type of Free Nicotine Replacement Therapy Distributed by Vermont’s
Direct Ship Program, FY 2011
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Notes: Results are among current cigarette smokers at intake who received free NRT from Vermont’s
Direct Ship program. Percentages may add up to more than 100% because clients could have
received more than one type of medication from the program. Results exclude clients with
Medicaid/VHAP. Quit by Phone clients are additionally required to enroll in the Quit by Phone
program and complete at least one call in order to receive free NRT from the Direct Ship program.
Clients with Medicaid or VHAP were referred to their health care provider to receive NRT. Quit Online
Direct Ship data were unavailable at the time of this analysis.

Table 3-13 presents a summary of the number of shipments of free NRT per client for
eligible clients who received free NRT through the Quit Network’s Direct Ship program in FY
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2011. Most eligible Quit by Phone and Quit in Person clients who received NRT from the
Direct Ship program received either one or two shipments. For the Quit by Phone program,
66.1% of the 767 current cigarette smokers who received free NRT received one shipment
and 33.8% received two shipments in FY 2011. For the Quit in Person program, 41.1% of
the 547 current cigarette smokers who received free NRT got one shipment and 22.5% of
clients got two shipments.

Table 3-13. Number of Shipments Per Client among Eligible Clients Who Received
Free NRT from the Direct Ship Program, FY 2011

Number of Shipments Quit by Phone Quit in Person
Received NRT via Direct Ship: Current Smokers 767 547
1 shipment 66%0 41%
2 shipments 34% 23%
3 shipments ~0% 12%
4 shipments 0% 20%
5 shipments 0% 2%
6 or more shipments 0% 2%

Notes: Results are among current cigarette smokers at intake who received free NRT from Vermont’s
Direct Ship program. Results exclude clients with Medicaid/VHAP. Quit by Phone clients are
additionally required to enroll in the Quit by Phone program and complete at least one call in order
to receive free NRT from the Direct Ship program. Clients with Medicaid or VHAP were referred to
their health care provider to receive NRT. Quit Online Direct Ship data were unavailable at the time
of this analysis.

Comparing the total number of shipments across Quit Network programs may be misleading
because each Quit Network program differs slightly in the amount of NRT contained per
shipment. One shipment contains 4 weeks of NRT for the Quit by Phone program but only 2
weeks of NRT for the Quit in Person program. In addition to presenting the number of
shipments by program, we also present the number of weeks of NRT represented by the
shipments. The total weeks of NRT shipped is calculated as the number of shipments
multiplied by the weeks of NRT contained in each order for each program (see Table 3-14).

Table 3-14 presents the number of clients who received free NRT by the weeks of free NRT
shipped (e.g., 507 Quit by Phone clients received 1 shipment or 4 weeks of free NRT), the
total weeks of NRT shipped to eligible clients (e.g., the sum of clients*orders*weeks), and
the average number of weeks of NRT received by eligible Quit by Phone and Quit in Person
clients (e.g., total weeks worth/total receiving clients). In FY 2011, eligible Quit by Phone
clients received either 4 or 8 weeks of free NRT through the Direct Ship program (with the
exception of one person who received three orders), and eligible Quit in Person clients
received from 2 to 12 or more weeks of free NRT through the Direct Ship program.
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Table 3-14. Eligible Quit Network Clients Who Received Medications from the
Direct Ship Program by Number of Weeks of NRT Received, FY 2011

Weeks of NRT Quit by Phone Quit in Person

Received NRT via Direct Ship: Current Smokers 767 547

2 weeks 225

4 weeks 507 123

6 weeks 68

8 weeks 259 107

10 weeks 13

12+ weeks 1 11
Total weeks of NRT 4,112 2,468
Average weeks of NRT per client 5 5

Notes: Quit by Phone ships out orders every 4 weeks based on participation. Quit in Person ships out
orders every 2 weeks based on participation. Quit Online ships out only one 4-week order per client.
Results exclude clients who received Medicaid and VHAP. Quit by Phone clients are additionally
required to enroll in the Quit by Phone program and complete at least one call in order to receive
free NRT from the Direct Ship program. Clients with Medicaid or VHAP are referred to their health
care provider to receive NRT.

Quit by Phone clients received a total of 4,112 weeks of free NRT in FY 2011. Similarly, Quit
in Person clients received a total of 2,468 weeks of free NRT through the Direct Ship
program. On average, eligible Quit by Phone and Quit in Person clients received 5 weeks of
free NRT from the Direct Ship program in FY 2011.

Figure 3-18 shows the total and average weeks of free NRT shipped to current cigarette
smokers eligible to receive free NRT from the Quit Network in FY 2010 and FY 2011. From
FY 2010 to FY 2011, the total weeks of free NRT shipped increased by 6.4% for the Quit by
Phone program. For the Quit in Person program, the total weeks of free NRT shipped
declined by 30.1% for eligible clients. The average weeks of free NRT shipped per Quit by
Phone client receiving free NRT decreased from 6 weeks in FY 2010 to 5.4 weeks in FY
2011. For Quit in Person, the average weeks of free NRT per eligible client rose slightly from
4.4 weeks in FY 2010 to 4.5 weeks in FY 2011.
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Figure 3-18. Total and Average Weeks of Nicotine Replacement Therapy Received
by Eligible Quit Network Clients, FY 2010—FY 2011
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Note: Quit by Phone ships out orders every 4 weeks based on participation. Quit in Person ships out
orders every 2 weeks based on participation. Quit Online ships out only one 4-week order per client.
Results exclude clients who received Medicaid and VHAP. Quit by Phone clients are additionally
required to enroll in the Quit by Phone program and complete at least one call in order to receive
free NRT from the Direct Ship program. Clients with Medicaid or VHAP are referred to their health
care provider to receive NRT. Quit Online Direct Ship data for FY 2011 were unavailable at the time
of this analysis.

3.8.3 Cost of Providing Vermont Quit Network Services

The cost of providing cessation services to Vermont smokers varies greatly across Quit
Network programs. Table 3-15 presents a summary of the total costs associated with each
of the Quit Network programs for FY 2002 through FY 2011. The costs presented include
operational costs, which consist of the direct costs of providing services and administrative
costs, as well as the costs of providing clients with NRT. In FY 2005, the Quit by Phone
program began offering NRT to clients and VDH started to get reimbursement from
insurance companies for NRT dispensed through hospitals. Those reimbursements are not
included in the costs presented in Table 3-15.
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Table 3-15. Costs of Providing Cessation Services through the Vermont Quit
Network, FY 2002—FY 2011

Fiscal Year Operational Costs NRT Costs Total Costs

Quit by Phone

FY 2002 $150,000 $150,000
FY 2003 $160,000 $160,000
FY 2004 $169,711 $169,711
FY 2005 $141,798 $141,798
FY 2006 $190,450 $14,825 $205,275
FY 2007 $209,709 $30,478 $240,187
FY 2008 $155,463 $40,952 $196,415
FY 2009 $203,895 $56,288 $260,183
FY 2010 $217,490 $70,552 $288,042
FY 2011 $187,300 $98,880 $286,180

Quit in Person

FY 2002 $710,719 $710,719
FY 2003 $710,719 $710,719
FY 2004 $710,719 $710,719
FY 2005 $710,973 $207,900 $918,873
FY 2006 $708,545 $194,250 $902,795
FY 2007 $833,255 $396,000 $1,229,255
FY 2008 $939,084 $361,000 $1,300,084
FY 2009 $828,397 $346,764 $1,175,161
FY 2010 $530,641 $95,286 $625,927

FY 2011 $316,122 $62,690 $378,812

Quit Online

FY 2006 $42,500 $42,500
FY 2007 $50,000 $50,000
FY 2008 $52,500 $52,500
FY 2009 $166,836 $109,551 $276,387
FY 2010 $92,186 $55,590 $147,776

FY 2011 $90,000 $40,000 $130,000

Notes: There is some uncertainty about the cost estimates presented for FY 2002—FY 2004. The
Vermont Department of Health (VDH) does not have current access to detailed records. However,
during that time, VDH typically paid the full amount of the contract or grant regardless of the
number of people that were served. As such, these estimates represent VDH’s best estimates of the
total operational costs for those years and should be reasonably accurate.
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Figure 3-19 presents trends in the total cost of providing free NRT to Vermont Quit
Network clients. In FY 2007, the cost of providing free NRT to Quit Network clients nearly
doubled with additional increases from FY 2008 to FY 2009. However, in FY 2010, the cost
of providing free NRT to Quit Network clients declined by 58% from $607,963 to $258,595.
The cost declined even further in FY 2011 to $217,841. Although insurance companies have
reimbursed VDH for a portion of the total cost of providing free NRT to Vermont smokers,
VDH still pays for roughly 93% of the total cost of NRT using Master Settlement Agreement
funds.

Figure 3-19. Cost of Providing Free Nicotine Replacement Therapy to Vermont Quit
Network Clients, FY 2005—FY 2011

$800,000 -
$607,963

$516,478 $460,952 -

$600,000

$400,000

$246,800 $259,325 £4% $258,595 $217,841
$200,000 83% 87%
84% 81% 86% 93%
$0 T T T T

FY 2005 FY 2006 FY 2007 FY 2008 FY 2009 FY 2010 FY 2011

OVermont Department of Health ®@ Insurance Companies

Data Source: Vermont Department of Health

Notes: The dollar estimates reported represent the total cost of providing NRT through the Quit
Network. The percentages reported represent the percentage of the total NRT cost paid for by the
Vermont Department of Health using Master Settlement Agreement funds.

Figure 3-20 presents the average cost per client for each of the Quit Network programs.
Average cost per client was calculated by dividing the total costs of each program (see
Table 3-15) by the total number of new clients (see Table 3-10). In FY 2011, the average
cost per client was highest for the Quit in Person program at $397 per client served,
compared with $167 for the Quit by Phone program and $84 for the Quit Online program.
The cost estimates used to calculate the average cost per client presented in Figure 3-20
are the total costs of the program. The costs associated with each service are not solely a
result of the services and NRT provided to program clients. For example, the Quit in Person
program also performs other services, such as contacting hospital inpatients who smoke,
conducting a wide variety of provider outreach activities, and working with health care
providers to improve their systems. The estimates presented in Figure 3-20 apportion the
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total costs of each program to only those clients enrolled in counseling programs. As such,
the average cost per client figure for the Quit in Person program overstates the actual cost
of providing cessation counseling services to the Quit in Person program clients.
Comparisons in average cost per client across programs should be interpreted with caution.

Figure 3-20. Average Cost per Quit Network Client, FY 2011
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3.8.4 Youth Cessation Programs

Vermont schools are helping students who use tobacco to quit and remain smoke-free. Two
school-based tobacco cessation programs are available to Vermont teens: Not-on-Tobacco
(N-O-T) and Tobacco Awareness Program/Tobacco Education Group (TAP/TEG). The N-O-T
program is used more frequently by Vermont schools, and the DOE tobacco-free schools
program coordinator has encouraged funded schools to consider N-O-T because of support
provided by the American Lung Association of Vermont (ALA-VT) (mini-grants, training,
technical assistance, incentives, and data collection). In FY 2008, Student Assistant
Professionals (SAPs) within 38 schools referred 286 students to tobacco cessation programs.

N-O-T is a voluntary, research-based, smoking cessation program designed specifically for
teenage smokers by the American Lung Association. Research published in a peer-reviewed
journal in 2005 demonstrated the efficacy of the program (Horn et al., 2005). VDH
contracts ALA-VT to provide N-O-T at high schools as well as sites that reach nontraditional
students and high-risk youth. In FY 2011, 188 teen smokers participated in N-O-T. Among
the 188 students who enrolled in N-O-T, 74% (140) completed the post-survey. At the end
of the 10-week program, 33% (46/140) of participants who completed the post-survey
reported they were not smoking. Funding for N-O-T was $50,000 in FY 2011.
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TAP and TEG are school-based interventions that can be funded through DOE tobacco-free
schools grants. TAP is a voluntary group focused on tobacco use cessation and behavior
modification, and TEG is an alternative to suspension for students caught using tobacco
products on school property. TEG is designed to motivate students to quit using tobacco or
to join TAP.

3.9 Awareness of Program Efforts

In this section, we use available data to examine changes in awareness of program efforts.
We expect these to change in response to program activities. Indicators of awareness might
also be short-term indicators of program effectiveness or precursors to change in other
outcomes. The VT ATS contains several measures of program awareness.

Figure 3-21 presents trends in smokers’ awareness of programs in their area. Reported
awareness of programs has consistently been highest for cessation programs. In 2010, 86%
of smokers were aware of programs in their area to help people quit smoking. Nearly three-
quarters of smokers (72%) were aware of programs in their area to help young people
avoid smoking. Among Vermont smokers, reported awareness of programs that encourage
people not to smoke around children has typically been lower than awareness of other types
of programs. This is consistent with the overall program budget allocated toward reducing
exposure to secondhand smoke. In 2010, 54% of smokers reported being aware of
programs that encourage people not to smoke around children. Following sharp increases in
awareness from 2001 to 2002, reported awareness of all programs changed relatively little
from 2003 through 2010.
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Figure 3-21. Percentage of Smokers Aware of Programs in Area, Vermont Adult
Tobacco Survey 2001-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2001 and 2010 are statistically significant at p < 0.05 for all three data series.
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4. TRENDS IN KEY OUTCOME INDICATORS

This section uses available data to address progress toward achieving the goals and

objectives of the Vermont Tobacco Control Program (VTCP) since the program began in
2001. Using outcome data from the 2010 Vermont Adult Tobacco Survey (VT ATS), we
assess VTCP’s progress toward achieving the goals and objectives outlined in the 2010 &

2011 Tobacco Control Workplan (VDH, 2009). In addition to examining trends in tobacco

use and attitudes toward tobacco use, we include indicators of smoking cessation and

smoke-free homes and vehicles in our set of key program outcome indicators:

= Attitudes toward Tobacco

Percentage of adult smokers who believe that it is okay for adults to smoke as
much as they want as measured by the VT ATS

Percentage of adult smokers who believe that most adults in their community feel
that it is okay for adults to smoke as much as they want as measured by the

VT ATS and the RTI National Adult Tobacco Survey (RTI NATS) as a national
comparison

= Tobacco Use

Youth smoking prevalence as measured by the Vermont Youth Risk Behavior
Survey (YRBS) with the National YRBS and National Youth Tobacco Survey
(NYTS) as national comparisons

Adult smoking prevalence as measured by the Vermont Behavioral Risk Factor
Surveillance System (BRFSS) and the National Health Interview Survey (NHIS) as
a national comparison

=  Smoking Cessation

Percentage of adult smokers who made a quit attempt in the past 12 months
as measured by the VT ATS and RTI NATS as a national comparison

Percentage of adult smokers who intend to make a quit attempt in the next 30
days as measured by VT ATS and RTI NATS as a national comparison

Percentage of current smokers who are very confident they can quit smoking
in the next 30 days (VT ATS)

Cessation methods used by current smokers and recent quitters in their
most recent quit attempt (VT ATS)

Percentage of smokers who have ever used nicotine replacement therapy (NRT)
in their quit attempts (VT ATS)

= Health Care Provider Support for Smoking Cessation

Percentage of current smokers who were asked by their health care provider
if they smoke, as measured by VT ATS and RTI NATS as a national comparison

Percentage of current smokers who were advised by their health care
provider to quit smoking, as measured by VT ATS and RTI NATS as a national
comparison

Percentage of current smokers who were recommended a cessation program or
medication by their health care provider (VT ATS)
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= EXxposure to Secondhand Smoke
— Percentage of adult smokers who believe that breathing smoke from other
people’s cigarettes is harmful (VT ATS)

— Percentage of adults that do not allow smoking in the home, as measured by
VT ATS with NATS as a national comparison

— Percentage of adults reporting that no one smoked in the home in the past 7
days (VT ATS)

— Percentage of adults reporting that they do not allow smoking in their vehicle
when children are present (VT ATS)

— Percentage of adults who reported being exposed to secondhand smoke in a
vehicle in the past 7 days (VT ATS)

4.1 Trends in Attitudes toward Tobacco

Changing social norms around tobacco is an underlying goal of VTCP. Measuring attitudes
toward smoking is important to understanding social norms surrounding tobacco use.
Changes in attitudes tend to precede behavior changes. Over time, the proportion of people
who personally feel that it is okay for adults to smoke as much as they want is expected to
decrease. Contrary to expectations, following declines from 2001 to 2004, there were
increases in 2005 and 2006 in the proportion of all Vermonters, smokers, and nonsmokers
who reported that they felt it was okay for adults to smoke as much as they want

(Figure 4-1). However, this softening of personal attitudes toward the acceptability of adult
smoking seems to have subsided, and levels in 2010 were similar to the 2001 baseline
levels.

The percentage of adult smokers who think that most people in their community feel that it
is okay for adults to smoke as much as they want has followed a pattern similar to personal
views about the acceptability of adult tobacco use (Figure 4-2). We compared findings
from Vermont with the United States as a whole using data from the RTI NATS. In 2010, the
percentage of adult smokers in Vermont who think that most people in their community feel
that it is okay for adults to smoke as much as they want was not significantly different from
the national average.
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Figure 4-1. Percentage of Vermonters, Smokers, and Nonsmokers Who Feel It Is
Okay for Adults to Smoke as Much as They Want, Vermont Adult
Tobacco Survey 2001—-2010
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Notes: Data for 2002 are not presented because this question was not asked in a comparable way in
the 2002 VT ATS. Data for 2009 are not presented because the VT ATS was not conducted in 2009.

Figure 4-2. Percentage of Vermonters, Smokers, and Nonsmokers Who Think
Most People in the Community Feel It Is Okay for Adults to Smoke as
Much as They Want, Vermont Adult Tobacco Survey 2001-2010 and
RTI1 National Adult Tobacco Survey 2010
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4.2 Trends in Youth Smoking

Tobacco Control Program Goal Results
Reduce the prevalence of smoking among The prevalence of smoking among students in
Vermont youth from a rate of 31% in 1999 to grades 8 through 12 in Vermont has declined from
15% in 2010. 31% in 1999 to 16% in 2009.

In 2011, Vermont switched from measuring youth
smoking rates among students in grades 8
through 12 to students in grades 9 through 12.
The prevalence of smoking among students in
grades 9 through 12 in Vermont has declined from
33% in 1999 to 13% in 2011.

(Data Source: Vermont Youth Risk Behavior Survey)

2010 & 2011 Workplan Objectives Results
Decrease the proportion of middle school youth The percentage of middle school students who
who think that most (56% or more) high school think that most (56% or more) high school
students smoke from 16%b in 2008 to 15% in students smoke decreased from 27% in 2006 to
2010. 16% in 2008. The Vermont Youth Health Survey

was incorporated into the Vermont YRBS; and the
2011 YRBS found that 15% of middle school
students thought that most (56% or more) high
school students smoke.

(Data Sources: Vermont Youth Health Survey and
Vermont Youth Risk Behaviors Survey)

Decrease the percentage of 11th and 12th The percentage of 11th and 12th graders in
graders who smoke from 22% in 2007 to 20% in | Vermont who smoke declined from 22% in 2007
2011. to 17% in 2011.

(Data Source: Vermont Youth Risk Behavior Survey)

VTCP has an overall program goal of reducing the prevalence of smoking among Vermont
youth from 31% in 1999 to 15% in 2010. The percentage of Vermont students in grades 8
through 12 who reported in the YRBS smoking on at least 1 of the past 30 days fell from
31% in 1999 to 16% in 2009. In 2011, Vermont changed the way it reports youth smoking
prevalence to be more consistent with national estimates of youth smoking prevalence.
Instead of reporting youth smoking prevalence on grades 8 through 12, Vermont started
reporting the prevalence of smoking among students in grades 9 through 12.

Figure 4-3 presents the trends in smoking prevalence among youth in grades 9 through 12
in Vermont and nationally. The prevalence of smoking among Vermont youth in grades 9
through 12 declined significantly from 33%b in 1999 to 13% in 2011. Over the same period,
national youth smoking prevalence among youth in grades 9 through 12 declined from 35%
in 1999 to 20% in 2009. Based on a comparison of the confidence intervals between
Vermont and the United States, the prevalence of youth smoking in Vermont was
significantly lower than the national average in 2009. National comparison data from the
2011 YRBS are not yet available.
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Figure 4-3. 30-Day Smoking Prevalence among High School Students, Vermont
Youth Risk Behavior Survey 1999—-2011 and National Youth Risk
Behavior Survey 1999-2009
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Notes: Results are among high school students in grades 9 through 12.

To complement the high school smoking prevalence data, we present trends in youth
smoking prevalence for middle school students in grades 6 through 8 using the 2000—2006
Vermont Youth Health Survey (YHS) (formerly the Youth Tobacco Survey [YTS]), the 2011
Vermont YRBS, and the 2000—-2009 NYTS. Vermont stopped conducting the YHS in 2008
and incorporated some of the YHS questions into the Vermont YRBS. The question used to
measure 30-day smoking prevalence among Vermont middle school students is the same in
the YRBS as it was in the YHS, making data from the two surveys comparable. The 2011
YRBS is the first Vermont YRBS that contains middle-school specific results. As shown in
Figure 4-4, 30-day smoking prevalence among Vermont middle school students in grades 6
through 8 declined from 12% in 2000 to 3% in 2011. National comparison data from the
NYTS indicate that middle school smoking prevalence declined from 11% in 2000 to 5% in
2009. National comparison data for middle school smoking prevalence are not yet available
for 2011.

The 2000 to 2006 Vermont YHS and the 2011 Vermont YRBS asked middle school students
about their perception of smoking among high school students. The percentage of Vermont
middle school students in grades 6 through 8 who think that 56% or more of high school
students smoke declined from 46%b in 2000 to 15% in 2011 (Figure 4-5). These findings
are consistent with Vermont’s “8 out of 10” campaign, which began in 2001 and aims to
correct youth perceptions of the prevalence of smoking among Vermont youth.
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Figure 4-4. 30-Day Smoking Prevalence among Middle School Students, Vermont
Youth Health Survey 2000—2006, Vermont Youth Risk Behavior
Survey 2011, and National Youth Tobacco Survey 2000—2009
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Notes: Results are among middle school students in grades 6 through 8. National comparison data for
the United States are from the National Youth Tobacco Survey (CDC, 2010).

Figure 4-5. Percentage of Middle School Students Who Think That 56%6 or More of
High School Students Smoke, Vermont Youth Health Survey 2000—
2008 and Vermont Youth Risk Behavior Survey 2011
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4.3 Trends in Adult Smoking

Tobacco Control Program Goal Results
Reduce the prevalence of smoking among The prevalence of smoking among Vermont adults
Vermont adults from a rate of 22% in 2000 to was 15% in 2010.
a rate of 11% in 2010. (Data Source: Vermont Behavioral Risk Factor Surveillance
System)

To monitor progress toward VTCP’s goal of reducing smoking prevalence among Vermont
adults, we present trends in smoking prevalence among Vermont adults aged 18 or older.
We compare adult smoking prevalence in Vermont from BRFSS with average national
smoking prevalence from NHIS for the years 2001 through 2010 (Figure 4-6). Adult
smoking prevalence in Vermont declined significantly from 22% in 2001 to 15% in 2010.
Over the same period, national smoking prevalence declined from 23% in 2001 to 19% in
2010. Based on an examination of overlapping confidence intervals, the data indicate that
the prevalence of smoking is significantly lower in Vermont than the national average

(p < 0.05).

Figure 4-6. Adult Smoking Prevalence, Behavioral Risk Favor Surveillance Systen
2001—-2010 and National Health Interview Survey 2001-2010
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Note: The difference between Vermont and the national average in 2010 is statistically significant at
p < 0.05 based on a comparison of overlapping confidence intervals.
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4.4 Trends in Smoking Cessation Indicators

2010 & 2011 Workplan Objectives

Results

Increase the percentage of adult smokers that
have made a quit attempt in the past 12
months from 62% in 2008 to 65% in 2010.

In 2010, 57% of adult smokers made a quit
attempt in the past 12 months.

(Data Source: Vermont Adult Tobacco Survey)

Increase quit attempts made in the past 30
days among current smokers who report poor
mental health from 54% in 2007 to 56% in
2010.

In 2010, among current smokers and recent
quitters who report poor mental health, 55%
made quit attempts in the past 30 days.

(Data Source: Vermont Adult Tobacco Survey)

Increase the percentage of current smokers
who used medication in their last quit attempt
from 58% in 2008 to 60% in 2010.

In 2010, 56% of current smokers used
medication in their last quit attempt.

(Data Source: Vermont Adult Tobacco Survey)

In 2010, 57% of current smokers and
recent quitters in Vermont reported making
a serious quit attempt in the past year
(Figure 4-7). The percentage of current
smokers and recent quitters who made a
serious quit attempt in the past 12 months
has not changed significantly since 2001.

In 2010, the rate of quit attempts in Vermont (57%) was slightly higher than the national

The 2010 & 2011 Workplan objectives
call for increases in the percentage of
current smokers who make quit
attempts even though program funding
for providing cessation services to
Vermont smokers was substantially cut
in FY 2010, FY 2011, and FY 2012.

average (55%), as measured by the RTI NATS, but this difference was not statistically

significant.

The percentage of smokers who are seriously thinking of quitting in the next 30 days has
increased significantly from 33% in 2001 to 47% in 2010 (Figure 4-8). In 2010, the
percentage of smokers with serious quit intentions in Vermont (47%) was also significantly
higher than the national average (43%), as measured by the RTI NATS. Despite the large
proportion of current smokers who were seriously thinking about quitting, only slightly more
than one-fifth reported being very confident in their ability to quit in the next month
(Figure 4-9). The percentage of current smokers who are very confident that they can quit
smoking in the next month has not changed significantly since 2001. National comparison
data for confidence in quitting are not available in the RTI NATS.
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Figure 4-7. Percentage of Current Smokers and Recent Quitters Who Made a
Serious Quit Attempt in the Past 12 Months, Vermont Adult Tobacco
Survey 2001—-2010 and RTI National Adult Tobacco Survey 2010
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Notes: Results are among current smokers and recent quitters. Data for 2002 are not presented
because this question was not asked in a comparable way in the 2002 VT ATS. Data for 2009 are
not presented because the VT ATS was not conducted in 2009.

Figure 4-8. Percentage of Current Smokers Who Are Thinking of Quitting in the
Next 30 Days, Vermont Adult Tobacco Survey 2001—-2010 and RTI
National Adult Tobacco Survey 2010
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Notes: Data for 2002 are not presented because this question was not asked in a comparable way in
the 2002 VT ATS. Data for 2009 are not presented because the VT ATS was not conducted in 2009.
The difference between Vermont and the national average in 2010 is statistically significant at p <
0.05.
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Figure 4-9. Percentage of Current Smokers Who Are Very Confident They Can
Quit Smoking in the Next Month, Vermont Adult Tobacco Survey
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009.

4.4.1 Cessation Methods Used

In 2010, 62% of current smokers who tried to
quit in the past year did so on their own,
without any help, during their most recent quit
attempt (Figure 4-10). Among smokers who
tried to quit using some form of help, about
half of current smokers reported they found
information and read books about quitting
(52%), and more than two-fifths talked with a
doctor or other health professional (46%b)
(Figure 4-11). Slightly fewer said they used

The 2010 & 2011 Workplan objectives
call for increases in the percentage of
smokers who use NRT or cessation
medications in their quit attempts even
though program funding used to
provide free NRT to Vermont smokers
was substantially cut in FY 2010, FY
2011, and FY 2012.

NRT (35%). In 2010, 59%% of current smokers in Vermont reported ever using NRT,
Zyban, Wellbutrin, or Chantix (Figure 4-12). The percentage of smokers reporting use of

NRT or cessation medications has increased significantly from 2002 to 2010.
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Figure 4-10. Percentage of Current Smokers Who Tried to Quit Without Help in
their Most Recent Quit Attempt, Vermont Adult Tobacco Survey 2006—

2010
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Notes: Results are among current smokers who tried to quit in the past 12 months.

Figure 4-11. Cessation Methods Used by Current Smokers and Recent Quitters in
their Most Recent Quit Attempt, Vermont Adult Tobacco Survey 2010

Info / Books 52%

Talked with Doctor/
Health Professional

NRT

Chantix

Zyban

Quit by Phone

Counseling

Other

Notes: NRT, or nicotine replacement therapy, includes use of the nicotine patch, gum, or lozenges.
Other includes nicotine nasal spray, inhaler, Internet (including Vermont Quit Network Quit Online)
and those who said other methods. Counseling includes group and individual counseling.
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Figure 4-12. Percentage of Smokers Who Have Ever Used Nicotine Replacement
Therapy, Zyban, Wellbutrin, or Chantix, Vermont Adult Tobacco

Survey 2002-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. The
difference between 2002 and 2010 is statistically significant at p < 0.05.

4.4.2 Health Care Provider Support for Smoking Cessation

2010 & 2011 Workplan Objectives

Results

Increase the percentage of current smokers who
will be advised by their health care provider to
quit from 66% in 2008 to 70% in 2010.

In 2010, 72% of current smokers who saw their
doctor in the past year reported being advised by
their health care provider to quit.

(Data Source: Vermont Adult Tobacco Survey)

Increase the percentage of current smokers with a
high school education or less who report they
were advised by their health care provider to quit
from 69% in 2008 to 73% in 2010.

In 2010, 73% of current smokers with a high
school education or less reported being advised
by their health care provider to quit.

(Data Source: Vermont Adult Tobacco Survey)

Increase the percentage of current smokers that
reported seeing a health care provider in the
previous year who specifically recommended a
quit program from 349% in 2008 to 38% in 2010.

In 2010, 36% of current smokers reported
seeing a health care provider in the previous
year who specifically recommended a quit
program.

(Data Source: Vermont Adult Tobacco Survey)

Health care providers are an important point of intervention for smoking cessation.

Physicians and other health care providers are a credible source of health care advice, and

they have frequent opportunities to provide brief interventions to patients who smoke or to

recommend cessation strategies or services.

In 2010, more than three-quarters of current smokers saw a health care provider (77%)

and about half saw a dentist (51%) in the past year. Between 2001 and 2010, there have

been statistically significant increases in the proportions of current smokers who visit their
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health care provider or dentist, from 50% to 77% and 31% to 51%, respectively
(VDH, 2011).

The VT ATS contains several outcomes related to the 5 As intervention that encourages
providers to ask their patients to identify tobacco use, advise patients to quit using tobacco
products, assess willingness to quit, assist patients in quitting by recommending programs
or appropriate cessation medications, and arrange follow-up contact. The VT ATS measures
related to these items represent intermediate outcomes. Progress in this area also
demonstrates health care provider support for and commitment to smoking cessation.

Figure 4-13 presents trends in the percentage of current smokers who saw a physician in
the past year who were asked by their physician whether they smoke. The proportion of
current smokers who were asked by their health care provider if they smoked increased
significantly by 16% from 72% in 2005 to 85% in 2010. The percentage of current smokers
in Vermont who were asked by their health care provider if they smoke (85%) in 2010 was
comparable to the national average from the RTI NATS.

Figure 4-13. Percentage of Current Smokers Who Were Asked by Their Health Care
Provider If They Smoked, Vermont Adult Tobacco Survey 2003—2010
and RTI National Adult Tobacco Survey 2010
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Notes: Results are among current smokers who visited a health care provider in the past 12 months.
Data for 2009 are not presented because the VT ATS was not conducted in 2009.

Figure 4-14 presents the percentage of Vermont smokers who were advised to quit
smoking by their health care professional. The percentage of current smokers who reported
being advised to quit by their health care provider increased significantly from 51%b in 2001
to 72% in 2010. Based on national comparison data from the RTI NATS, the percentage of
current smokers who were advised to quit by their health care provider was significantly
higher in Vermont in 2010 than in the United States as a whole. The percentage of current
smokers with a high school education or less who were advised to quit by their health care
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provider in Vermont in 2010 (73%) was comparable to the United States as a whole, based
on data from the RTI NATS (Figure 4-15).

Figure 4-14. Percentage of Current Smokers Who Were Advised by their Health
Care Provider to Quit Smoking, Vermont Adult Tobacco Survey 2001—
2010 and RTI National Adult Tobacco Survey 2010
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Notes: Results are among current smokers who visited a health care provider in the past 12 months.
Data for 2002 are not presented because this question was not asked in a comparable way in the
2002 VT ATS. Data for 2009 are not presented because the VT ATS was not conducted in 2009.

Figure 4-15. Percentage of Current Smokers with a High School Education or
Less Who Were Advised by their Health Care Provider to Quit
Smoking, Vermont Adult Tobacco Survey 2001-2010 and RTI
National Adult Tobacco Survey 2010
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Notes: Results are among current smokers with a high school education or less who visited a health
care provider in the past 12 months. Data for 2002 are not presented because this question was not
asked in a comparable way in the 2002 VT ATS. Data for 2009 are not presented because the VT
ATS was not conducted in 2009.
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Self-reports by current smokers that their health care provider recommended a specific
cessation program or medication increased significantly from 2001 (21%) to 2010 (36%)
(Figure 4-16). Despite significant increases since 2001, fewer than half of all current
smokers report that their health care provider recommended a specific cessation program or
medication. VTCP is implementing activities to educate health care providers about smoking
cessation counseling and medications and to implement health care system change, such as
increasing referrals to the Vermont Quit Network cessation services.

Figure 4-16. Percentage of Current Smokers Who Were Recommended a Cessation
Program or Medication by their Health Care Provider, Vermont Adult
Tobacco Survey 2001—-2010
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Notes: Results are among current smokers who visited a health care provider in the past 12 months.
Data for 2002 are not presented because this question was not asked in a comparable way in the
2002 VT ATS. Data for 2009 are not presented because the VT ATS was not conducted in 2009. The
difference between 2001 and 2010 is statistically significant at p < 0.05.
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4.5 Trends in Exposure to Secondhand Smoke

2010 & 2011 Workplan Objectives Results
Increase the proportion of smokers who believe | In 2010, 47% of smokers believed that
that breathing smoke from other people’s breathing smoke from other people’s
cigarettes is very harmful from 49% in 2008 to cigarettes was very harmful.
55% in 2010. (Data Source: Vermont Adult Tobacco Survey)
Increase the percentage of smokers with In 2010, 67% of smokers with children and a

children and a high school education or less who | high school education or less banned smoking
ban smoking in their home from 63% in 2008 to | in their home.

65% in 2010. (Data Source: Vermont Adult Tobacco Survey)
Increase the percentage of smokers with In 2010, 82% of smokers with children and a
children and a high school education or less who | high school education or less banned smoking
ban smoking in the car when children are in the car when children were present.
present from 71% in 2008 to 74% in 2010. (Data Source: Vermont Adult Tobacco Survey)

VTCP has an overall goal to reduce exposure to secondhand smoke, and both the
community programs and media components of VTCP have objectives related to
secondhand smoke. These efforts are primarily to increase awareness of issues related to
secondhand smoke exposure (e.g., negative health risks for children). VTCP also supports
the adoption of policies to further restrict or prohibit smoking in public places.

VDH has consistently placed an emphasis on encouraging attitudes and behaviors that
would reduce exposure to secondhand smoke. Progress has been made in recent years to
increase awareness of the dangers associated with secondhand smoke and to reduce
exposure to secondhand smoke. VDH also promotes smoke-free zones, specifically around
children, through the annual statewide common theme secondhand smoke media campaign.
During common theme campaigns, radio and television ads are aired and community
coalitions conduct activities designed to support the campaign within the community. The
campaign includes a call to action that promotes quitting smoking or creating smoke-free
zones in homes and cars.

Between 2002 and 2010, there have been significant decreases in the proportion of
Vermonters, smokers, and nonsmokers who believe that breathing smoke from other
people’s cigarettes is “very harmful” to one’s health (Figure 4-17).
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Figure 4-17. Percentage of Vermonters, Smokers, and Nonsmokers Who Believe
Breathing Smoke from Other People’s Cigarettes Is “Very Harmful,”
Vermont Adult Tobacco Survey 2002—-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for all groups.

4.5.1 Exposure to Secondhand Smoke in Homes

Over time, there have been significant and consistent increases in household smoking bans
among Vermonters, especially among Vermonters with children (Figure 4-18). In 2010
89% of Vermonters with children do not allow smoking anywhere inside their home. In
households without children, 79% do not allow smoking in the home. In 2010, the
percentage of Vermont households that do not allow smoking in the home was not
statistically different from the national average.

Household smoking bans are not as common among smokers. In 2010, 72% of Vermont
smokers with children prohibited smoking in their home, whereas only 48% of smokers
without children prohibited smoking in their home (Figure 4-19). In 2010, the percentage
of smokers with household smoking bans in Vermont was not statistically different from the
national average. In 2010, 67% of Vermont smokers with a high school education or less
and children prohibited smoking in their home, whereas only 41% of smokers with a high
school education or less and without children prohibited smoking in their home

(Figure 4-20). Household smoking bans among Vermont smokers with a high school
education or less were not statistically different from the national average in 2010.
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Figure 4-18. Percentage of Adults That Do Not Allow Smoking in Their Home by the
Presence of Children Younger than Age 18, Vermont Adult Tobacco
Survey 2001—-2010 and RTI National Adult Tobacco Survey 2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2001 and 2010 are statistically significant at p < 0.05 for adults with children and adults
without children.

Figure 4-19. Percentage of Smokers That Do Not Allow Smoking in Their Home by
the Presence of Children Younger than Age 18, Vermont Adult
Tobacco Survey 2001—-2010 and RTI National Adult Tobacco Survey
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2001 and 2010 are statistically significant at p < 0.05 for smokers with children and
smokers without children.
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Figure 4-20. Percentage of Adult Smokers with a High School Education or Less
That Do Not Allow Smoking in Their Home, Vermont Adult Tobacco
Survey 2001—-2010 and RTI National Adult Tobacco Survey 2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2001 and 2010 are statistically significant for households with children and households
without children.

In 2010, the vast majority of Vermonters in households with and without children said no
one had smoked in their home in the past 7 days (90% and 84%, respectively)

(Figure 4-21). The percentage of Vermonter households with and without children who
reported that no one smoked in their home in the past week both increased significantly
from 2002 through 2010. Among smokers, households with children (72%) were
significantly more likely than households without children (52%) to report no smoking in
their home in the past week (Figure 4-22). The percentage of smoker households with and
without children reporting that no one smoked in the home in the past week increased
significantly from 2002 through 2010. National comparison measures for exposure to
secondhand smoke in the home are not available.
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Figure 4-21. Percentage of Vermonters Reporting That No One Smoked in the

Home in the Past 7 Days by the Presence of Children Younger than
Age 18, Vermont Adult Tobacco Survey 2002—2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for both Vermonters with children
and Vermonters without children.

Figure 4-22. Percentage of Smokers Reporting That No One Smoked in the Home in

the Past 7 Days by the Presence of Children Younger than Age 18,
Vermont Adult Tobacco Survey 2002—-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant for both smokers with children and smokers
without children.
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4.5.2 Exposure to Secondhand Smoke in Vehicles

In 2010, nearly all Vermonters, both with and without children, reported that they do not
allow smoking in their vehicle when children are present (94% and 91%, respectively)
(Figure 4-23). The percentage of Vermonters who do not allow smoking in their vehicle
when children are present increased significantly from 2002 to 2010 for both Vermonters
with children and Vermonters without children.

In 2010, roughly 8 out of 10 Vermont smokers, both with and without children, do not allow
smoking in their vehicle when children are present (83% and 84%, respectively)

(Figure 4-24). The percentage of smokers who do not allow smoking in their vehicle when
children are present increased significantly from 2002 to 2010 for both smokers with
children and smokers without children. The percentage of smokers with a high school
education or less and children also increased significantly from 2002 to 2010

(Figure 4-25). National comparison measures for vehicle smoking prohibitions are not
available.

Figure 4-23. Percentage of Vermonters Who Do Not Allow Smoking in Vehicle
when Children Are Present, Vermont Adult Tobacco Survey 2002—

2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for both Vermonters with children
and Vermonters without children.
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Figure 4-24. Percentage of Smokers Who Do Not Allow Smoking in Vehicle when
Children Are Present, Vermont Adult Tobacco Survey 2002—-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for both smokers with children and
smokers without children.

Figure 4-25. Percentage of Smokers with a High School Education or Less Who Do
Not Allow Smoking in Vehicle when Children Are Present, Vermont
Adult Tobacco Survey 2002—-2010
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Notes: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences
between 2002 and 2010 are statistically significant at p < 0.05 for both smokers with children and
smokers without children.
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In 2010, 21% of Vermonters were in a vehicle with someone who was smoking in the past

week (Figure 4-26). From 2002 to 2010, the percentage of Vermonters who reported

exposure to secondhand smoke in a vehicle decreased significantly from 269%o to 21%. Since

2002, there have been no statistically significant changes in exposure to secondhand smoke

in vehicles among smokers and nonsmokers. National comparison measures for exposure to

secondhand smoke in vehicles are not available.

Figure 4-26. Exposure to Secondhand Smoke in Vehicle in the Past 7 Days,

Vermont Adult Tobacco Survey 2002—2010
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Note: Data for 2009 are not presented because the VT ATS was not conducted in 2009. Differences

between 2002 and 2010 are statistically significant at p <0.05 for Vermonters.
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5. ASSESSING PROGRESS OF THE
VERMONT TOBACCO CONTROL PROGRAM

The evidence base for tobacco control is extensive, including support for the effectiveness of
state tobacco control programs as a whole (Chattopadhyay & Pieper, 2011; Farrelly, 2009;
Farrelly et al., 2008b; Farrelly, Pechacek, & Chaloupka, 2003; Tauras et al., 2005) and the
key program components, such as mass media campaigns (Farrelly et al., 2008a), quitlines
(Hopkins, Briss, & Ricard, 2001; Zhu et al., 2002), reduced-cost nicotine replacement
therapy (NRT) (Hopkins, Briss, & Ricard, 2001), well-implemented tobacco use prevention
education in schools (Flay, 2009), smoke-free air laws (USDHHS, 2006), and increased
excise taxes (Chaloupka & Warner, 2000; Farrelly et al., 2008b). A recent study shows that
expenditures on state tobacco control programs reduce adult smoking and cigarette sales,
controlling for smoke-free air laws and taxes (Farrelly, 2009). The study suggests that the
effects of tobacco control programs are robust as expenditures on tobacco control programs
is a fairly crude measure of tobacco control efforts. Another recent study found significant
evidence of sustained and steadily increasing long-term impacts of tobacco control program
spending on cigarette demand (Chattopadhyay & Pieper, 2011). The study also showed that
if states follow Centers for Disease Control and Prevention (CDC) Best Practices funding
guidelines for tobacco control, potential future annual benefits associated with the tobacco
control program could be as high as 14 to 20 times the cost of program implementation.

In addition, because state tobacco control programs increase public support for smoke-free
air laws and taxes, controlling for these factors likely yields a conservative estimate of the
true effect of tobacco control programs. These studies rely on variation in tobacco control
program expenditures, smoke-free air laws, and cigarette taxes across all states over a long
period of time to identify their individual effects. Doing this within the context of a single
state program evaluation is very challenging, as is teasing out the contributions of individual
program components. Therefore, to assess the effectiveness of the Vermont Tobacco
Control Program (VTCP), we must compare key outcome indicators in Vermont with the
United States where possible and explain any differences that exist. Interpreting these data
is subject to limitations given the realities of program evaluations that lack comparable and
detailed data on program implementation for all state tobacco control programs. What we
can provide is a summary of the tobacco control context in Vermont compared with the
national average to facilitate the interpretation of differences in key outcome differences.
Table 3-6 in Section 3.3 illustrates that Vermont’s tobacco control environment compares
favorably with the national average—cigarette taxes and per capita funding for tobacco
control programs are higher in Vermont than the national average, and Vermont has had
comprehensive smoke-free air laws since 2005 compared with the United States where less
than half (49%) of the population is covered by such comprehensive laws.
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5.1 Summarizing Trends in Key Outcome Indicators

Across the full range of key outcome indicators (i.e., smoking prevalence, cessation, and
exposure to secondhand smoke), Vermont has made significant progress since 2001.
Smoking prevalence among Vermont youth in grades 9 through 12 declined by nearly 62%
from 33% in 1999 to 13% in 2011. Smoking prevalence among 6th to 8th grade students
declined by nearly 75% from 12% in 2000 to just 3% in 2011. Over this period, youth’s
perceptions of smoking prevalence among their peers also declined. The percentage of
middle school students in Vermont who think that 56% or more of Vermont high school
students smoke dropped significantly from 46%o in 2000 to 15% in 2011. This is consistent
with the “8 out of 10” campaign that has been aimed at correcting youth’s misperceptions of
the prevalence of smoking. Evidence suggests that media campaigns can correct student
misperceptions of the level of adolescent smoking (Davis et al., 2007) and that youth are
more likely to smoke if they perceive that smoking is common among their peers (Botvin et
al., 1992; Chassin et al., 1984). Thus, it is plausible that correcting youth’s perceptions of
the true prevalence of smoking among their peers likely contributed to the declines in youth
smoking. The declines in youth smoking outpaced the national declines.

From 2001 to 2010, adult smoking prevalence declined by 31% in Vermont, compared with
only 15% nationally. In addition, the percentage of smokers who made a quit attempt
increased from 50% in 2004 to 57% in 2010. In recent years, the percentage of smokers
who made a quit attempt has been higher in Vermont than in the United States. However,
in 2010, there were not significant differences in quit attempts between Vermont and the
United States.

There have been significant increases in the percentage of Vermont residents who prohibit
smoking in their homes. From 2001 to 2010, the percentage of Vermonters who do not
allow smoking anywhere inside their homes increased 22% (from 73% in 2001 to 89% in
2010) among households with children and 23% (from 64% in 2001 to 79% in 2010)
among households without children. Among smokers, the increase in home smoking bans
has been even greater. From 2001 to 2010, the percentage of smokers who do not allow
smoking anywhere inside their homes increased 67% (from 43% in 2001 to 72% in 2010)
among households with children and 60% (from 30% in 2001 to 48% in 2010) among
households without children.

The percentage of Vermonters who prohibit smoking inside their vehicles when children are
present has also increased significantly. From 2002 to 2010, the percentage of Vermonters
who do not allow smoking inside their vehicle when children are present increased 13%
(from 83% in 2002 to 94% in 2010) among Vermonters with children and 5% (from 87% in
2002 to 91% in 2010) among Vermonters without children. Among smokers, the increase in
vehicle smoking bans has been even greater. From 2002 to 2010, the percentage of
smokers who do not allow smoking inside their vehicles when children are present increased
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26% (from 66% in 2002 to 83% in 2010) among smokers with children and 17% (from
72% in 2002 to 84% in 2010) among smokers without children.

In addition, exposure to secondhand smoke in homes has been reduced significantly. From
2002 to 2010, the percentage of Vermonters who reported that no one smoked in the home
in the past 7 days increased 18% (from 76% in 2002 to 90% in 2010) among households
with children and 14% (from 74% in 2002 to 84% in 2010) among households without
children. Reductions in exposure to secondhand smoke in the home have been greater
among smokers. From 2002 to 2010, the percentage of smokers who reported that no one
smoked in the home in the past 7 days increased 38% (from 52% in 2002 to 72% in 2010)
among households with children and 44% (from 36%b in 2002 to 52% in 2010) among
households without children. Exposure to secondhand smoke in vehicles has also decreased.
From 2002 to 2010, the percentage of Vermonters who were exposed to secondhand smoke
in a vehicle in the past 7 days decreased 19% (from 26%b in 2002 to 21% in 2010) among
all Vermonters and 13% (from 63% in 2002 to 55% in 2010) among smokers.

Taken as a whole, these trends in key outcome indicators and differences with national
averages strongly suggest that factors in Vermont are driving these differences. These
findings are understandable given that Vermont has the seventh highest state cigarette
excise tax in the country, a comprehensive smoke-free air law since 2005, and better than
average funding for tobacco control. It is difficult to isolate what percentage of these
differences is due to the taxes, programmatic effects, and smoke-free air law. Part of this
difficulty is that tobacco control activities, such as media campaigns, create an environment
that is more supportive of higher taxes and strong smoke-free air laws. As noted above,
results from national studies suggest that expenditures on tobacco control programs have
an independent effect above and beyond the influence of taxes and smoking bans
(Chattopadhyay & Pieper, 2011; Farrelly, 2009).

5.2 Assessing Program Implementation

In this section, we comment on VTCP’s programmatic approach, goals, objectives, and
implementation based on our understanding and interpretation of available evidence,
national guidelines, and our collective experience in evaluating state tobacco control
programs over the past 11 years in several states.

5.2.1 Tobacco-Free Communities

The Centers for Disease Control and Prevention’s (CDC’s) (2007b) Best Practices calls for
community-based programs focused on approaches that have the greatest span of
influence, specifically policy and regulatory approaches. Based on our understanding of
VTCP’s coalition activities, we believe that the coalitions are well-integrated in their
communities and have developed broad-based coalitions with like-minded organizations in
the community. RTI has previously recommended that there should be a greater emphasis
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on advocating for policy changes (e.g., media advocacy, educating policy makers) and less
of a focus on broad-based community education (e.g., community events). The Vermont
Department of Health (VDH) has begun this process and has directed the community
coalitions to focus their efforts on policy change at the local level. In addition, we encourage
community coalitions to continue to decrease their efforts on youth prevention, noting
however that many policy initiatives will likely benefit youth and adults (e.g., limits on
point-of-sale advertising). We recommend tracking the percentage of the state population
covered by a policy as a more meaningful measure of potential impact (not just the number
of policies). We also recommend that Vermont pursue opportunities to restrict the sale and
advertising of tobacco. A number of states and localities currently regulate the density
and/or location of tobacco retailers. The passage of the Family Smoking Prevention and
Tobacco Control Act of 2009, giving the Food and Drug Administration (FDA) authority over
tobacco, provided additional opportunities for limiting the time, place, and manner of
tobacco advertising at the state and local levels. A community in New York recently passed
a tobacco products display ban. It is important for VTCP to continue to invest in planning
and training of community coalitions to take advantage of these opportunities in Vermont.

We recognize that advocacy for policy changes is substantially more challenging than
community education, but we feel that community education can largely be done more
effectively and cost-effectively with mass media efforts. That said, we encourage VTCP to
continue to coordinate statewide media campaigns with community-based efforts.

With respect to Vermont Kids Against Tobacco (VKAT) and Our Voices Xposed (OVX), past
programmatic objectives have been focused on membership size rather than discrete
outcomes like policy changes. Florida’'s Students Working Against Tobacco (SWAT) was
successful in promoting local ordinances that put tobacco products out of reach of children
(Niederdeppe, Farrelly, & Wenter, 2007). VDH began to encourage policy work in fiscal year
(FY) 2010 with OVX youth coalitions. As part of funding requirements, OVX began
community assessments in FY 2010, with one OVX group successful in establishing a
smoke-free parks town ordinance. The focus on policy work continued in FY 2011 for OVX
groups. As with the coalitions, we believe it is important for OVX to focus more on policy
change than on peer education, because there is not a strong evidence base for the latter
(Harden et al., 2001). While OVX membership has grown, it is still rather small. By
continuing to increase the focus on policy change, it might be possible to increase
participation by giving youth the opportunity to get involved in an effort to make policy
change. In addition, policy changes have the potential to impact (reach) a larger number of
youth than efforts focused on individuals (peer education).

5.2.2 Tobacco-Free Schools

The programmatic objectives for the school-based initiatives primarily address prevention-
focused curricula. A recent review (Flay, 2009) critiques previous reviews of the
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effectiveness of school-based tobacco prevention education and concludes that school-based
smoking prevention programs can have significant long-term effects if they are interactive
social influences or social skills programs that involve 15 or more sessions. Given that the
combination of state and federal laws prohibit tobacco use in schools and on school grounds
and student tobacco use at school-sponsored functions, the existing policies cover the most
essential elements of a comprehensive tobacco-free policy. Tobacco-free schools efforts
have moved away from pursuing policies that are more comprehensive than the state law,
in accordance with prior RTI recommendations. The recent shift in local education agency
(LEA) funding to allow each LEA to prioritize local needs based on local data provides an
opportunity. Assessing which objectives are selected by each LEA and what resources and
activities are identified to address those objectives is important. An additional component of
the school-based initiatives includes allocating Department of Education (DOE) funding to
address the goal of involving families and communities in supporting school-based tobacco
prevention initiatives. This is largely accomplished through partnering with community
coalitions and supporting community-based activities conducted by Vermont’s youth
empowerment programs: VKAT, OVX, and Vermont Teen Leadership Safety
Program/Students Against Destructive Decisions (VTLSP/SADD). More data on how DOE
grant funds are allocated to community-based action may be needed so that VTCP can
evaluate the distribution of DOE funds across initiatives. As youth coalition and DOE funded
interventions are intended to extend the reach of common theme campaigns, awareness
and perceptions of these campaigns could be measured.

5.2.3 Policy

Vermont’s tobacco control environment compares favorably with the national average—
cigarette taxes and per capita funding for tobacco control programs are higher in Vermont
than the national average, and Vermont has had a comprehensive smoke-free air law since
2005 compared with the United States where only 48.6% of the population is covered by
such comprehensive laws. With the passage of the Family Smoking Prevention and Tobacco
Control Act of 2009 that gives FDA authority over tobacco, there will be increased
opportunities at the state level to pass laws and ordinances that restrict the sale and
advertising of tobacco. Therefore, it is important for VTCP to invest in planning and training
of community coalitions and state tobacco control partners to take advantage of these
opportunities as they become clearer in the coming months and years. Collaborating with
states that are leading the way, such as New York, in taking advantage of opportunities
created by the Tobacco Control Act provides an avenue for future growth. New York has
developed training materials and has a policy center that is providing legal guidance.

5.2.4 Enforcement

As previously noted, enforcement of youth access laws is controversial in tobacco control.
Although higher rates of tobacco retailer compliance with youth access laws increase the
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chances that a youth is asked to show proof of age and refused a sale, it is not clear that it
is associated with reduced youth smoking. This is plausible because most youth obtain
cigarettes through social sources and can identify a tobacco retailer in their community
where they can obtain cigarettes. Despite these mixed findings, nearly 8% of the FY 2012
VTCP budget is dedicated to youth access enforcement. Alternative strategies exist to
reduce youth access to cigarettes that do not involve increased resources for enforcement.
These include higher fees for tobacco licenses to reduce the number of tobacco retailers as
the density of tobacco retailers has been shown to be associated with higher youth smoking
rates (Novak et al., 2006). In addition, Vermont could increase the penalties for
noncompliance because higher fees are associated with higher compliance rates. These
strategies could be implemented to increase or maintain the current statewide compliance
rate while reducing resources dedicated to enforcement.

5.2.5 Chronic Disease Prevention and Health Care Provider Training

As a result of budget reductions in FY 2009, the provider education program was eliminated.
If the Blueprint for Health initiative is implemented successfully, it will lead to system-level
changes (e.g., provider reminder systems, electronic medical records) as part of statewide
reform. At that time, it would be beneficial to offer training to health care providers. The
available literature indicates that health care provider training is only effective when paired
with system-level change. More data collection and information gathering is needed to
assess the progress of the Blueprint for Health initiative in this area.

5.2.6 Disparity Reduction Activities

Activities to reach adults with lower socioeconomic status and clients of mental health and
substance abuse services are integrated into community coalition objectives, media targets,
and through collaborations with mental health partners and the Blueprint for Health
initiative.

5.2.7 Health Communication

Confirmed awareness of specific media messages, as measured by the VT ATS, has not
surpassed 40% and has begun to decline in recent years. This may be a result of large
budget cuts to Vermont’s media that have resulted in a generally lower level of paid media
in recent years. Additionally, the timing of the VT ATS and Vermont’s media campaigns
typically has not coincided well and the resulting confirmed awareness data may understate
Vermonters’ awareness of media messages. In FY 2009, VTCP launched the Your Quit. Your
Way cessation media campaign, which was targeted at reaching independent quitters and
promoting the services offered by the Vermont Quit Network. Data from the campaign
indicate that it was successful at driving Vermonters to use the Quit Network services. The
Your Quit. Your Way campaign was continued in FY 2010 and FY 2011. This campaign
represents a shift in VTCP thinking about the role of media in promoting cessation.
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Historically, cessation media has been focused primarily on promoting driving people to the
Quit Network. This new campaign acknowledges that most smokers will not use any of the
Quit Network services and aims to promote smoking cessation more broadly. We believe
that focusing media on independent quitters is a productive change in strategy.

Current and past campaigns have avoided high sensation value messages that include
graphic illustrations of the health consequences of smoking (e.g., Australia’s “Every
Cigarette Does You Damage,” New York City’s “Cigarettes Are Eating You Alive”) and strong
negative emotions (Massachusetts’ series on Pam Laffin, a woman who died at age 31 from
emphysema, leaving behind two young girls). There is some evidence that high sensation
value messages are effective in promoting cessation (Biener, McCallum, & Nyman, 2000;
Durkin, Biener, & Wakefield, 2009) and may be worth exploring in Vermont.

Since the program began in 2001, there have been significant decreases in the percentage
of Vermont middle school students who believe that 56% or more of Vermont high school
students smoke. The change in the perceived prevalence of smoking among Vermont youth
suggests that the “8 out of 10” campaign has been successful at correcting misperceptions
of youth tobacco prevalence among Vermont youth. It is also possible that the “8 out of 10”
campaign has had an impact on youth smoking and contributed to the dramatic declines in
youth smoking in Vermont.

5.2.8 Help for Smokers to Quit

In addition to the stated programmatic goals and objectives for cessation, we recommend
including a goal for the percentage of Vermont smokers who have made a quit attempt in
the past year. Given the relatively high quit rate compared with the national average, an
appropriate goal may be to maintain the current high level. With respect to adult cessation,
VTCP has a comprehensive and complementary suite of cessation programs with Quit in
Person, Quit by Phone, and Quit Online. We also continue to reach out to independent
quitters through the Your Quit. Your Way campaign. At this stage in the development of
cessation programs, the critical questions have more to do with striking the most cost-
effective mix of services than with adding more programs. The available evaluation data
suggest that the effectiveness of Quit by Phone and Quit in Person may be similar. However,
the average cost per clients for the Quit in Person program have tended to be higher than
for the Quit by Phone program. The average cost per client for Quit in Person ($397) is over
twice that of Quit by Phone ($167). Although these programs serve different types of
smokers with different services, we have previously recommended exploring ways to offer
Quit in Person services more efficiently to reduce the significant cost differences. From FY
2010 to FY 2011, the average cost per Quit in Person client declined by $79 from $476 to
$397. In response to RTI's recommendations and budget constraints, Vermont limited
service options for the Quit in Person program beginning in calendar year 2010 to group
counseling only and reducing the amount of free NRT provided to Quit in Person clients.
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Several studies suggest that youth cessation programs can be effective (e.g., Horn et al.,
2005, assessing the Not-On-Tobacco [NOT] program; Coleman-Wallace et al., 1999,
assessing Tobacco Awareness Program/Tobacco Education Group [TAP/TEG]). However, the
evidence is not conclusive given methodological concerns with some of the studies
(Grimshaw & Stanton, 2006). Recently, the use of Quit by Phone quit lines for adolescent
smokers has been explored with promising results (Kealey et al., 2009; Peterson et al.,
2009). In light of the fact that the Quit by Phone program provides services to youth, VTCP
should consider increasing reliance on the Quit by Phone program to serve this population.
If the Quit by Phone program is as effective for youth as for adults, it may be more cost-
effective to provide cessation services to youth through the Quit by Phone program than
through programs like NOT or TAP/TEG. At present, there is extremely low use of the Quit
by Phone service by Vermont youth.



6. CONCLUSIONS AND RECOMMENDATIONS

Smoking rates in Vermont among youth and adults have declined substantially over time
and have outpaced national declines. However, the magnitude of the declines has been
much greater among youth than adults. Although Vermont nearly achieved its goal of
cutting the youth smoking rate in half by 2010, it did not achieve the goal of cutting
smoking rates among adults in half by 2010. Data also show reductions in secondhand
smoke and increases in home and vehicle smoking prohibitions.

The Vermont Tobacco Control Program (VTCP) is a comprehensive program that has been
built on a solid foundation of evidence-based approaches to tobacco control that have been
shown to promote cessation and reduce cigarette consumption, if properly funded. The
Centers for Disease Control and Prevention (CDC) recommends an annual investment of
$10.4 million for tobacco control in Vermont. Despite the successes of VTCP, strong
evidence for tobacco control, and the tremendous economic benefits to the state associated
with reductions in tobacco use, VTCP has not been funded at CDC’s recommended level, and
funding has declined steadily since the program’s inception in fiscal year (FY) 2001. Funding
for VTCP was cut by 35% from $5.2 million in FY 2009 to only $3.4 million in FY 2012.
Significant budget cuts to VTCP limit the Program’s ability to reach Vermonters with the
wide range of evidence-based interventions that have been developed over many years.
Without sufficient funding for tobacco control in Vermont, continued declines in smoking
prevalence and desired changes in other population-level outcomes may not be attainable.

In this section, we provide recommendations based on our understanding and interpretation
of available evidence, national guidelines, and our collective experience in evaluating state
tobacco control programs over the past 11 years in several states. To a large extent, the
rationale and support for these recommendations follows from Section 5.

6.1 Overarching Recommendations

A large, and growing, body of evidence indicates that tobacco control programs are effective
and are a great investment in public health. VTCP is currently being funded at only 35% of
the amount recommended by CDC. lIdeally, funding for VTCP should be increased to match
CDC’s recommended funding level. While, it may not be possible to increase VTCP funding
to CDC'’s Best Practices level, funding for VTCP should at least be restored to the FY 2001
level of $6.5 million annually. The FY 2001 VTCP budget was nearly 63% of CDC's
recommended funding level for tobacco control in Vermont and also represented the peak
funding for VTCP since it began in 2001. Barring restoration of VTCP’s funding, VTCP should
try to bring its budget back into line with CDC’s recommended distribution of funds across
program components. Recent program budget cuts have disproportionately hit media and
cessation interventions, resulting in an imbalance in the distribution of funds across
program areas. VTCP should be viewed as a whole, and funds should be distributed across
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program components in a way that maximizes the potential impact of VTCP on population-
level tobacco use outcomes. There is no rationale for cutting media and cessation
interventions, which are highly effective, more than other program components. At present,
a disproportionately large share of the VTCP budget is being devoted to state and
community interventions (roughly 55%). Vermont should look for ways to reduce these
expenditures to bring them back into line with CDC recommendations (44%). This includes
funding for the community coalitions, school-based programs, and youth enforcement. It
may not be possible or prudent for VTCP to cut back on funding for the community
coalitions. The community coalitions budget has been cut steadily over the past few years.
Cutting their budget any further would either result in stretching the existing coalitions too
thin or funding fewer coalitions and creating gaps in coverage. Additionally, by eliminating
or severely restricting coalitions, VTCP might risk losing existing capacity that would be hard
to regain if the program’s funding is restored in the future. Due to progressive budget cuts
in the media and cessation components of VTCP, an increasing proportion of the total
program budget (nearly 48% in fiscal year [FY] 2012) is currently directed toward
promoting youth prevention. Given the progress Vermont has made in youth smoking and
the imbalanced nature of the current VTCP funding distribution, we would recommend
exploring ways to redirect funding for school-based programs and youth enforcement
programs to media and cessation interventions. Doing so would bring the allocation of the
VTCP budget back into line with CDC recommendations. We recommend shifting the budget
allocation over time such that 25% of the budget is dedicated to youth prevention, with
greater resources dedicated to reducing adult smoking. As of 2010, 21% of the Vermont
population was younger than 18 years old. Therefore, dedicating 25% of the VTCP budget to
youth prevention would be more in line with a distribution based on population size. We
recommend the following for youth prevention:

= Increasing media to continue supporting the “8 out of 10” campaign

— Rationale: Campaign effective at correcting misperceptions of the prevalence of
youth smoking and probably contributed to declines in youth smoking.

= Continuing school-based tobacco prevention education

— Rationale: School-based tobacco prevention education can be effective (Flay,
2009).

= Reducing emphasis on and resources dedicated to youth access enforcement

— Rationale: Evidence is mixed on effectiveness.
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Section 6 — Conclusions and Recommendations

In our previous annual reports, we recommended reviewing the objectives outlined in the
2010 & 2011 Tobacco Control Workplan within the context of the substantial reductions in
program funding in FY 2010 and FY 2011. In light of further decreases in program funding
in FY 2012, we again recommend reviewing the Workplan objectives. Given the reduced
funding level, it may be unrealistic to expect increases in program outputs (e.g., use of Quit
Network programs) and outcomes (e.g., quit attempts and use of nicotine replacement
therapy [NRT]). The focus in the short-term should be to maintain the levels of program
outputs and outcomes the program has already achieved. In the following section, we
provide specific recommendations for program components.

6.2 Specific Recommendations

As with previous annual reports, RTI offers recommendations for the program’s
consideration.

6.2.1 Tobacco-Free Communities

Vermont community coalitions have been well-functioning, linked to the state strategic plan,
integrated into their communities, and embedded in relationships with organizations in
multiple sectors. To enhance their effectiveness, we offer VTCP the following
recommendations:

= Continue to conduct common theme campaigns. (Rationale: Evidence supports
effectiveness of media campaigns plus other components/interventions.)

= Continue to direct coalitions to focus more on policy efforts and de-emphasize
community education (e.g., events). (Rationale: Policy change has greater potential
reach and effectiveness.)

— Invest in continued training to support policy advocacy.
— Continue to assess coalitions’ impact as they focus more on policy efforts.

= Develop plans to respond to emerging opportunities that arise from the Food and
Drug Administration’s (FDA’s) authority over tobacco. (Rationale: FDA permits state
and local laws that regulate the time and place of cigarette advertising.)

= Improve data collection regarding policy efforts to measure what coalitions are doing
and link activities to policy outcomes.

= Assess the proportion of efforts focused on tobacco, alcohol, and drug abuse, and
nutrition and physical activity to understand the impact of the combined grant on the
coalitions’ activities.

= Encourage Our Voices Xposed (OVX) to continue focusing on policy change.
(Rationale: Focusing on policy change is consistent with the Centers for Disease
Control and Prevention’s [CDC’s] Best Practices and literature.)
6.2.2 Tobacco-Free Schools

= Continue to fund efforts and resources dedicated to curricula. (Rationale: Evidence
shows that implementation of prevention curricula can improve student outcomes.)
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6.2.3

6.2.4

6-4

Department of Education (DOE) and Vermont Tobacco Evaluation and Review Board
(VTERB) should continue offering training to implementers of school-based tobacco
prevention education, especially to those who have not had it. (Rationale: Evidence-
based curricula are understood to achieve changes in student outcomes when the
curricula are implemented as designed, and ensuring that implementers are trained
on the curricula improves fidelity of implementation.)

— Assess fidelity and curricula adaptations periodically over time to continue to
understand to what extent implementers are administering the curricula as
intended.

Evaluate activities and outcomes related to tobacco-free schools under the new grant
structure. (Rationale: The shift in grant structure provides new opportunities for local
education agencies [LEASs], and it is important to understand to what extent this
customization affects key outcomes that the grant funding is intended to improve.)

— Assess what key outcomes were selected by LEAs based on their local needs
assessments, what activities LEAs are conducting to address those outcomes, and
changes in outcomes.

Evaluate the professional development component to understand who is taking
advantage of these opportunities, what offerings are in high demand, where other
beneficial or complementary options exist, and applicability. (Rationale: Professional
development is a significant component of tobacco-free schools funding.
Documenting how professional development offerings are used and applied, as well
as understanding challenges and participant perceptions, can inform future
decisions.)

Assess collaboration between tobacco-free school grantees and coalition grantees to
gain an understanding of existing relationships, barriers, and missed opportunities.
(Rationale: ldentifying challenges and opportunities can provide insights into
potential changes to achieve greater synergy among grantees and increase reach of
the intervention activities.)

Consider measuring awareness and perceptions of common theme campaigns among
youth. (Rationale: Coalitions and LEAs may work together on activities around
common theme campaigns within school settings, and youth awareness and
perceptions of local common theme activities can provide useful feedback for future
activity planning.)

Policy

Invest in planning and training of community coalitions and state tobacco control
partners to take advantage of opportunities related to the Family Smoking
Prevention and Tobacco Control Act of 2009. (Rationale: The Family Smoking
Prevention and Tobacco Control Act of 2009 enables state and local governments to
regulate the time, place, and manner of tobacco advertising. Previously, that was
preempted at the federal level by the Federal Cigarette Labeling Act.)

Enforcement

Reduce resources dedicated to youth access enforcement by 20% by FY 2013, while
increasing license fees and penalties for noncompliance, and dedicate these
resources to other VTCP priorities. (Rationale: There is not a strong evidence base
that youth access enforcement reduces smoking; there is support showing that
higher penalties increase compliance.)
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6.2.5

6.2.6

6.2.7

6.2.8

Chronic Disease Prevention and Health Care Provider Training

Given budget limitations, the provider training support was dropped from the FY
2009 budget and has not been added back since. If the Blueprint for Health initiative
is successful in incorporating system-level changes that promote cessation into
health care settings, VTCP should reconsider investing in provider training.
(Rationale: Provider reminder systems together with provider training promote
cessation have been shown to be effective. There may also be low or no cost
provider training opportunities available from Vermont’s new telephone and web
cessation services provider.)

Disparity Reduction Activities

Continue to address tobacco-related disparities through community coalition
activities, media targets, and collaborations with mental health partners and the
Blueprint for Health initiative. (Rationale: Lower socioeconomic status adults and
clients of mental health and substance abuse services smoke at roughly double the
average rate for all adults in Vermont.)

Health Communication

Increase media resources.

— Consider using high sensation value television messages to promote quitting and
banning smoke in homes. (Rationale: Literature and recent evidence from New
York support the effectiveness of using high sensation value television messages
to promote quitting and banning smoke in homes.)

— Use radio, print, and Internet to promote Quit Network with lower sensation
value messages. (Rationale: Radio and print advertising have been shown to be
cost-effective strategies for promoting quitline call volume [Farrelly, Hussin, &
Bauer, 2007].)

Help for Smokers to Quit

Direct youth smokers to the Quit by Phone and Quit Online by incorporating those
programs into smoke-free school signage. (Rationale: Recent evidence suggests that
Quit by Phone programs might be an effective [and perhaps cost-effective] way to
serve youth smokers.)

Continue investing in evidence-based approaches for sustaining Quit Network
cessation program use, such as the Your Quit. Your Way campaign. (Rationale: Mass
media has been shown to be effective in promoting cessation.)
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