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Introduction

Tobacco Use Among UL.S. Racial{Ethnic Minority Groups

Various approaches have been used to prevent
and control tobacco use among racial/ethnic minority
groups in the United States. This chapter addresses
six major approaches to tobacco control: (1) primary
prevention efforts, (2) smoking cessation programs,
(3) environmental tobacco smoke (ETS) and clean in-
door air policies, (4) economic efforts to reduce tobacco
use, (5) efforts to control tobacco advertising, and (6)
tobacco product regulations (Satcher and Eriksen 1994).
Each section presents a selection of interventions and
focuses on activities that reflect the specific character-
istics of given racial/ethnic groups.

Because most of these efforts are relatively new
among racial/ethnic group members and many have
been developed or applied in predominantly white
communities, little information is available about the
ease and feasibility of their implementation or repli-
cation in racial/ethnic contexts. Although data exist
on the overall effectiveness of programs that do not
differentiate racial/ethnic minority groups from
whites, data are limited on the effectiveness of racial/
ethnic-specific tobacco control efforts, because results
of their evaluations are just beginning to appear in the
literature. Although an increasing number of tobacco
control programs are being implemented among vari-
ous racial/ethnic groups, many of these programs lack
evaluation components. To remedy the lack of infor-
mation, culturally appropriate research and evalua-
tions need to be conducted in the future, and more
professionals need to be trained in culturally appro-
priate research and evaluation methodologies. More-
over, the types of tobacco control efforts that are most
effective, easiest to implement, and most cost-effective
among racial/ethnic groups must be identified (Fiore
etal. 1996). In some instances, smoking cessation treat-
ments that have been shown to be effective with non-
Hispanic whites also have produced positive effects
with racial/ethnic populations (Fiore et al. 1996). Itis
already well known that preventing tobacco use is of
paramount importance because cessation is difficult.

Tobacco control infrastructures in white and
racial/ethnic minority communities have developed
differently, although the reasons are not well under-
stood. This development has been influenced by many
factors: immigration; the historical and current role of
the tobacco industry in the economic, political, social,
and cultural life of the community; and the resources
invested in communities for research and the estab-
lishment of tobacco control programs (Robinson et al.

1995; Shelton et al. 1995). Robinson and colleagues
developed an index to measure the capacity of racial/
ethnic communities to engage in, develop, and imple-
ment tobacco control initiatives. The researchers then
applied the index to racial/ethnic communities on a
national level. They defined capacity in the index as
being made up of four broad components, each of
which is composed of numerous elements: (1) research,
(2) infrastructure, (3) diffusion of programs, and
(4) internalization of policy initiatives. The index as-
sumes that a logical order exists among these compo-
nents, that is, that a community’s ability to gather data
and assess its needs precedes program development
and dissemination. During this process, it is likely that
a community’s capacity grows through the evolution
of new leaders, establishment of more communication
networks, and emergence of a deeper understanding
and acceptance of community needs and interventions
to meet those needs. Robinson and colleagues (1995)
concluded that racial /ethnic communities have fewer
resources and less infrastructure to develop and imple-
ment tobacco control initiatives than the white com-
munity. In addition, racial/ethnic communities were
compared with one another, and findings demon-
strated variability among communities. The index can
be considered a preliminary but important step in
providing a useful framework for evaluating the rela-
tive tobacco control capacity of racial /ethnic minority
communities. Mature tobacco control infrastructures
provide leadership, advocacy for a smoke-free
environment, communication systems, established re-
search initiatives, effective tobacco control programs,
and environmental norms; these elements enable
communities and their residents to counter tobacco
industry marketing strategies and the appeal of an
addictive substance.

Principles for Developing Culturally
Appropriate Tobacco Control Strategies

To be culturally appropriate, interventions must
properly reflect the characteristics of the group mem-
bers; that is, programs must recognize that cultural
groups—whether they are based on race/ethnicity, na-
tional origin, or other characteristics—are not mono-
lithic entities. Behavior can be affected by not only
demographic characteristics, such as gender, employ-
ment status, educational level, literacy, income, and
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age butalso such variables as national background (i.e.,
the place of birth of individuals, their parents, or
grandparents); acculturation (with its correlates of
generational history, time of migration, and language
preference); and large social circumstances such as rac-
ism, discrimination, and poverty. In particular, and as
discussed in Chapter 4, tobacco prevention and con-
trol strategies must respond to the historical context
of racial/ethnic communities as well as to their
current needs (Ellis et al. 1995). Those attitudes and
behaviors that have been shaped by the historical re-
lationship between the community on one hand and
tobacco and the tobacco industry on the other need to
be considered when tobacco control strategies are
developed.

Although few tobacco control programs target-
ing racial/ethnic groups have been culturally appro-
priate, they are increasing, and their evaluation will
further guide the development of culturally appropri-
ate tobacco control strategies. Such programs would
address these racial/ethnic groups’ differing psycho-
social and large social factors related to tobacco use.

Development of culturally appropriate interven-
tions also must go beyond language translations and
adaptations of materials (e.g., Rogler et al. 1987; Marin
1993; Bayer 1994) and should do more than simply
include contemporary, group-specific traditions or
ancestral symbols and traditions. In addition, plan-
ners should not assume that the involvement of com-
munity leaders and organizations will automatically
guarantee a program’s success. Marin (1993, p. 149)
has argued that to be culturally appropriate, an inter-
vention must meet these requirements: “(1) it is based
on the cultural values of the group, (2) the strategies
that make up the intervention reflect the subjective
culture (attitudes, expectancies, norms) of the group,
and (3) the components that make up these strategies
reflect the behavioral preferences and expectations of
the group’s members.”

Recent studies have identified numerous inter-
group differences in beliefs, attitudes, expectancies,
and norms that are useful in designing effective to-
bacco control programs by identifying optimal mes-
sages or techniques that are culturally appropriate.
Racial/ethnic cultural values are often an asset in to-
bacco control efforts. For example, Marin and col-
leagues (1990a) found that Hispanic smokers were
more likely than white smokers to think that an effec-
tive motivator to quit smoking was the knowledge that
adults who smoke set a bad example for children and
endanger children’s health. According to Robinson
and colleagues (1992), African Americans responded
to the use of prayer during smoking cessation
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programs, and Hodge and colleagues showed that
American Indians were unresponsive to confronta-
tional approaches for curtailing tobacco use (Ameri-
can Indian Cancer Control Project 1991). Materials
developed for Chinese Americans have offered the use
of martial arts as a behavioral alternative to cigarette
smoking (Chinese Community Smoke-Free Project
1992). Another example of a culturally appropriate
message is a billboard used by the California Depart-
ment of Health Services to target Hispanics (Figure 1).
The billboard makes use of a basic Hispanic value
(familialism) within the context of a message that is an
important motivator to Hispanics to quit smoking—
quitting to protect the health of the family (Marin et
al. 1989, 1990a). More recently, in an analysis of a popu-
lation-based survey of Californians 18 years of age and
older, researchers found that African Americans and
Hispanics were more likely than whites to plan to quit
smoking in the near future and to have tried to quit at
least one time (Kaplan et al. 1993). In a comparison of
smoking cessation intentions and behaviors among
white and African American smokers, white smokers
were more likely to set quitting smoking as a goal,
whereas African Americans were more likely to focus
on a goal of reducing the number of cigarettes they
smoked per day or making other changes in smoking
behavior (Hahn et al. 1990). Another study found that
intentions to breast-feed predicted smoking cessation
among African American pregnant women (O’Campo
et al. 1992).

Other recent studies of smoking cessation pro-
grams indicate that members of most racial/ethnic
groups tend to be very interested in quitting smoking.
In the 1993 National Health Interview Survey (NHIS),
current smokers in all racial/ethnic groups said they
were willing to quit smoking (Table 1) (National Cen-
ter for Health Statistics [INCHS], public use data tape,
1993). African Americans (71.4 percent) reported the
desire to quit in greater proportions than members of
the other racial/ethnic groups, whereas Asian Ameri-
cans and Pacific Islanders (60.2 percent) showed the
least interest in quitting. In all four racial/ethnic
groups, women were more likely than men to want to
stop smoking. Moreover, data from the Community
Intervention Trial for Smoking Cessation’s (COMMIT)
initial survey in 10 U.S. communities showed that
more African Americans than whites, both men and
women, said they wanted “a lot” to quit (Royce et al.
1993). In a San Francisco study, Hispanics considered
a high interest in quitting smoking to be more desir-
able than did whites (Marin et al. 1989).

Despite their interest in smoking cessation, mem-
bers of these racial/ ethnic minority groups have been
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Figure 1. Billboard used by the California Department of Health Services in targeting Hispanics to quit

smoking*

Si tu fumas,
ella fuma.

Departamento de Servicios de la Salud.
Estado de California.

*Translation: If you smoke, she smokes.

Source: California Department of Health Services, Tobacco Control Media Education Campaign, Sacramento, 1993.

Table 1. Percentage of adult smokers who would like to stop smoking,* by race/ethnicity and gender,
National Health Interview Survey, United States, 1993

African American Indians/ Asian Americans/
Americans Alaska Natives Pacific Islanders Hispanics Whites
Characteristic %  +CIt % iCI % CI % CI % CI
Total 714 438 65.0 14.6 60.2 12.2 687 58 704 1.8
Men 686 7.3 57.3 234 58.3 14.6 638 7.8 678 26
Women 749 54 70.3 16.1 65.3 22,6 793 81 724 21

*In response to the question, “Would you like to completely stop smoking cigarettes?”

t959% confidence interval.

Source: National Center for Health Statistics, public use data tape, 1993.

less likely than whites to actually quit. In a study of
786 adult smokers in the Minneapolis-St. Paul area,
Hahn and colleagues (1990) found that 52 percent of
African American men had tried to quit smoking in
the previous year, compared with 63 percent of white
men. They also found that 56 percent of African Ameri-
can women had tried to quit, compared with 58 per-
cent of white women. In a recent survey conducted in
California, African Americans, Asian Americans, and
Hispanics were more likely than whites to report that
they tried to quit smoking in the previous year; how-
ever, relapses were more common among African

Americans (49.5 percent), Asian Americans (39.8 per-
cent), and Hispanics (37.8 percent) than among whites
(35.0 percent) (Burns and Pierce 1992). NHIS data from
1991 that were statistically adjusted for gender, age,
education, and poverty status indicate that African
Americans and Hispanics were more likely than whites
to quit for a day during the previous year but that Af-
rican Americans who tried to quit were more likely
than whites to relapse (Centers for Disease Control and
Prevention [CDC] 1993b). In another study—
conducted in Milwaukee, Wisconsin; Minneapolis,
Minnesota; and Seattle and Spokane, Washington—
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American Indians who were patients at Indian Health
Service (IHS) clinics reported a moderate desire to quit
smoking (mean of 5.97 on a scale of 0 to 10) but a high
rate of relapse (70 percent) (Lando et al. 1992). These
data suggest the need for culturally appropriate pro-
grams that not only help smokers stop smoking but
also support them in their efforts to maintain a smoke-
free lifestyle and to avoid relapses.

In addition to considering intergroup differences,
tobacco control programs targeting members of racial/
ethnic groups must involve culturally competent
staff—persons with the academic and interpersonal
skills needed to understand and appreciate racial/
ethnic groups’ cultural differences and similarities and
to respect these groups’ beliefs, attitudes, norms, and
behaviors (Cross et al. 1989; Roberts 1990; Orlandi
1992). Such staff must have the skills to understand
their own cultural beliefs and values, to understand
the dynamics of cultural differences, and to translate
that understanding into culturally appropriate behav-
iors. Cross and colleagues (1989) and Davis and
Voegtle (1994) propose that culturally competent health
care systems—and by implication culturally compe-
tent staff—should (1) be aware and accepting of
cultural differences, (2) have the capacity for cultural
self-assessment, (3) be conscious of the dynamics in-
herent when cultures interact, (4) have relevant cul-
tural knowledge of the targeted group, and (5) have
skills that promote adaptation to diversity. Other au-
thors, such as Corcoran and Robinson (1994), assert that
public health professionals need to actively include the
community by establishing planning teams composed
of key community leaders and that staff be willing to
redefine the project as community needs change.

Furthermare, persons designing and implement-
ing tobacco control programs ideally should determine
whether theoretical models and approaches originally
developed for certain populations would be relevant
to the racial/ethnic groups being targeted. Most cur-
rent theoretical approaches to health promotion have
been developed by white researchers who work pri-
marily with white populations. Some researchers have
questioned the overall validity and usefulness of these
theoretical approaches because the approaches that are
developed do not necessarily reflect the cultural
values shared by other racial/ethnic groups and do
not consider how variables such as acculturation, rac-
ism, and poverty may affect peoples’ health behaviors
(Prochaska 1992; Robinson and Sutton, in press). This
concern can be addressed only through an empirical
approach that analyzes the usefulness of theories ini-
tially developed for groups other than the ones being
targeted by an intervention (Orlandi 1992).
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Information Needs

To ensure that prevention and cessation programs
will provide members of a racial/ ethnic minority group
with the information that they need most, program
designers must find out three things. (1) Do members
of the community need basic information about the
harmful health effects of tobacco use? (2) What culture-
specific experiences directly influence the role of tobacco
and the tobacco industry and how can they be addressed
in health promotion messages? (3) Which media and
information sources would be most effective in convey-
ing information to the targeted group?

Because information about the dangers of cigarette
smoking has been provided to the public for more than
30 years, most U.S. citizens and residents are well aware
of these health consequences. American Indians, for ex-
ample, tend to have a high level of knowledge about the
hazards of smoking. In a study of 1,369 northern Cali-
fornia American Indians who were patients at IHS clin-
ics, Hodge and colleagues (1995) found that most Ameri-
can Indians knew about the health effects of tobacco use,
particularly its relationship with cancer and the dangers
of smoking while pregnant.

Conversely, this basic information may not have
reached persons who have limited English proficiency,
who have recently arrived in the United States, or who
may not have been exposed to media and information
sources that traditionally have carried messages about
the dangers of cigarette smoking. It is possible for ex-
ample, that Asian Americans, Pacific Islanders, and
Hispanics who have recently immigrated to the United
States are not familiar with the dangers of cigarette
smoking. Less acculturated Asian Americans, Pacific
Islanders, and Hispanics who have resided in the
United States for several years may not have benefited
from large-scale public education campaigns directed
at persons who are proficient in English and those who
interact frequently with mainstream society. To help

. address this need, the Agency for Health Care Policy

and Research translated the consumer cessation guide
“You Can Quit Smoking” into Cambodian, Laotian,
Vietnamese, Tagalog, Korean, and Chinese (U.S. Depart-
ment of Health and Human Services [USDHHS] 1996
and 1997). Chen and colleagues (1993) reported that less
than 40 percent of Cambodian, Laotian, and Vietnam-
ese smokers in Columbus, Ohio, had heard that smok-
ing caused heart disease. Earlier, Jenkins and colleagues
(1990) reported that only 74 percent of Vietnamese
adults surveyed in San Francisco knew that smoking
caused cancer. Nevertheless, Campbell and Kaplan
(1997) found that both less acculturated and more ac-
culturated Hispanic women (as measured by language
orientation) agreed that cigarette smoking is harmful



to children’s health. However, less acculturated His-
panic women were more likely to agree that it is safe to
smoke for a year or two.

Even long-term U.S. residents who have been
receiving information on the dangers of tobacco smoke
for many years may have limited or incorrect infor-
mation. For example, in a study of Chicago women
living in subsidized housing, 46 percent of African
American women agreed that the chances of getting
lung cancer were the same for smokers and nonsmok-
ers, compared with 27 percent of white women
(Manfredi et al. 1992). In that study, African Ameri-
can women also reported that the causes of lung can-
cer were unknown or that lung cancer was the result
of environmental pollution (Lacey et al. 1993). Con-
versely, in a multivariate analysis, African Americans
compared with whites were found to have higher lev-
els of knowledge about the benefits of not using to-
bacco and the health consequences of tobacco use, but
blue collar status emerged as the most significant pre-
dictor of lower levels of knowledge (Robinson et al.
1991). In another study, African American residents
of urban Missouri areas recognized the harmful effects
of ETS but were less likely than whites to know the
health risks associated with active smoking, particu-
larly its link with heart disease (Brownson et al. 1992).

In a 1989 survey of Hispanic and white clients of
a San Francisco health maintenance organization
(HMO), Hispanics had numerous misconceptions
about the causes of cancer, but a similar proportion of
Hispanics (97.5 percent) and whites (98.4 percent)
knew that cigarette smoking caused cancer (Pérez-
Stable et al. 1992). Similarly, Vander Martin and
colleagues (1990) surveyed patients of primary care
physicians and found that African Americans (87.8
percent) and Asian Americans (86.5 percent) were
significantly less likely than whites (92.1 percent) and
Hispanics (91.6 percent) to recognize that cigarettes
had harmful health effects. They also found that Afri-
can American (58.9 percent), Asian American (56.3 per-
cent), and Hispanic (60.1 percent) smokers were less
likely than white smokers (80.3 percent) to recognize
that they were addicted to cigarettes. In the 1992 NHIS,
members of racial/ethnic groups were generally less
likely than whites to indicate concern over the carci-
nogenic characteristics of cigarette smoking, although
they expressed the same level of agreement as whites
regarding the need for pregnant women not to smoke
and about the harmfulness of ETS (Table 2) (NCHS,
1992 Cancer Control Supplement, public use data
tape). In addition, racial/ethnic group members were
less likely than whites to believe that there were health
benefits to quitting smoking,.
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Once program planners decide what information
needs to be conveyed, they must consider which me-
dia would be most effective in reaching the targeted
audience. Many researchers have suggested employ-
ing the media most frequently used by the targeted
ethnic group. To reach African American smokers, for
example, Stotts and colleagues (1991) suggest that
smoking cessation programs should use African
American broadcast and print media to address this
group’s information and motivational needs.

Moreover, prevention and cessation programs
should use the information channels (e.g., radio, tele-
vision, and newspapers) and information sources (e.g.,
physicians, peers, and actors) that members of the
targeted racial/ethnic group perceive to be trustwor-
thy and reliable. Unfortunately, little is known about
how credible the various media and information
sources are perceived to be by members of racial/
ethnic groups. In one of the few studies focusing on
this issue—research involving African Americans in
Columbia, South Carolina; Durham, North Carolina;
Hartford, Connecticut; and Springfield, Massachu-
setts—television was perceived as the most trustwor-
thy information channel (by 70 percent of participants),
followed by newspapers (59 percent), radio (53 per-
cent), and magazines (53 percent) (Cernada et al. 1989-
1990). A recent study among Hispanics (Marin 1996)
showed that the most credible channels for dissemi-
nating information about cigarette smoking among
Hispanics are (in descending order) books, newspa-
per articles, pamphlets, magazine articles, and televi-
sion news shows; the least credible were fotonovelas
(illustrated comic-book type of booklet targeting
adults) and telenovelas (Spanish-language soap operas).
The same study found that the most credible sources
of cigarette smoking information among Hispanics
were {in descending order) a physician, a cancer pa-
tient, and a peer of the respondent; the least credible
sources of information were a politician, a singer, an
actor, and a child.

Research and Development Limitations

In a recent analysis of racial/ethnic minority
groups’ expertise for engaging in tobacco control ef-
forts, Robinson and colleagues (1995) suggested that
African American, American Indian, Alaska Native,
Asian American, Pacific Islander, and Hispanic groups
all have been significantly limited in conducting re-
search and developing program and policy initiatives
for tobacco control. According to Robinson and col-
leagues, these limitations may exist, in part, because
racial/ethnic groups tend to have fewer resources for
tobacco control activities than whites.
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Table 2. Adults’ beliefs about the health effects of smoking, by race/ethnicity, gender, and smoking status,
National Health Interview Survey, United States, 1992

African American Indians/ Asian Americans/
Americans Alaska Natives Pacific Islanders Hispanics Whites
Characteristic % I % I % I % CI % CI

So many things cause cancer that it does not really matter if you smoke.

Overall
Total 286 3.0 25.6 9.6 27.3 7.0 307 30 16.5 1.0
Men 278 4.7 30.7 14.1 252 10.5 281 43 18.0 15
Women 293 3.6 213 113 29.3 8.4 332 39 15.2 12
Nonsmokers
Total 252 36 18.7 7.8 229 6.6 254 3.1 109 1.0
Men 237 6.2 199 14.6 15.3 9.2 233 46 118 15
Women 263 41 17.7 11.0 28.1 8.6 273 41 100 12
Smokers
Total 382 56 39.4 219 47.6 18.9 50.5 7.0 325 23
Men 364 79 54.1 28.5 459 21.0 433 92 337 32
Women 402 73 274 242 64.9 347 588 99 312 31
Smoking by a pregnant woman may harm the baby.
Overall
Total 90.7 1.7 90.8 6.1 92.3 39 920 19 925 0.7
Men 905 26 86.0 10.4 91.9 6.3 929 27 914 10
Women 909 20 94.9 6.4 92.6 47 91.2 24 935 08
Nonsmokers
Total 926 17 94.5 52 922 4.5 932 20 949 06
Men 922 27 87.8 10.5 91.1 8.8 925 32 937 1.0
Women 929 22 100.0 0.0 93.0 4.8 938 24 9%.0 07
Smokers
Total 90.1 29 89.1 11.6 94.3 6.1 921 42 895 15
Men 90.1 40 92.7 14.3 95.6 6.1 950 47 885 22
Women 902 38 86.2 174 81.2 247 888 69 905 18
The smoke from other people’s cigarettes is harmful to you.
Overall
Total 821 22 79.8 9.1 80.3 6.2 86.7 22 852 09
Men 815 34 77.1 16.2 83.8 7.4 854 34 828 14
Women 827 27 82.2 109 76.9 9.4 879 27 874 1.1
Nonsmokers
Total 89.7 20 94.9 4.2 81.1 71 898 23 916 08
Men 90.0 32 92.8 6.0 86.1 9.4 889 35 897 13
Women 894 24 96.6 6.5 77.6 9.8 906 28 934 09
Smokers
Total 668 52 57.6 20.8 78.4 11.7 80.0 51 710 22
Men 678 7.0 57.8 29.7 80.6 125 763 79 684 3.1
Women 65.7 75 57.4 29.5 56.4 36.4 843 6.1 737 29

*95% confidence interval.
Source: National Center for Health Statistics, 1992 Cancer Control Supplement, public use data tape.
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Table 2. Continued
African American Indians/ Asian Americans/
Americans Alaska Natives Pacific Islanders Hispanics Whites
Characteristic %  ICI % +CI % +CI % +CI % 1CI
Most deaths from lung cancer are caused by cigarette smoking.
Overall
Total 737 29 793 10.4 77.1 6.1 774 28 750 1.1
Men 749 46 75.5 15.6 799 8.4 767 43 739 17
Women 728 34 82.6 10.5 74.3 8.7 782 35 76.1 1.3
Nonsmokers
Total 80.0 29 84.6 9.0 79.1 6.8 794 32 81.7 1.1
Men 816 52 712 18.0 83.4 10.2 785 49 80.3 1.7
Women 788 35 95.6 5.8 76.1 8.8 803 37 829 14
Smokers
Total 615 56 74.1 184 69.4 142 738 62 598 23
Men 646 76 91.2 16.8 74.5 14.6 718 88 604 35
Women 577 77 60.3 28.6 19.1 25.3 762 78 593 31
Even if a person has smoked for more than 20 years, there is a
health benefit to quitting.
Overall
Total 826 25 81.3 9.1 78.2 6.3 809 29 914 04
Men 820 39 80.7 11.2 78.6 8.7 820 42 91.1 1.0
Women 83.0 3.0 81.7 14.1 77.8 91 798 35 91.7 09
Nonsmokers
Total 855 28 79.6 12.3 78.9 7.1 82.1 31 939 07
Men 855 46 81.8 1.9 80.6 10.8 822 46 940 1.0
Women 854 33 77.8 19.8 77.7 9.3 82.1 3.9 938 1.0
Smokers
Total 790 45 88.2 11.0 76.6 13.1 803 58 8.0 17
Men 777 68 87.8 17.0 76.0 14.6 829 82 869 24
Women 80.7 59 88.5 14.0 81.9 24.3 772 8.0 89.2 20

Overcoming these limitations will be imperative
in future years because the need for culturally appro-
priate tobacco control programs will likely grow.
Numerous researchers have argued that culturally ap-
propriate health promotion efforts need to be devel-
oped for racial/ethnic groups (Rogler et al. 1987;
Edwards and MacMillan 1990; Nestle and Cowell 1990;
Gonzalez et al. 1991; Robinson et al. 1991; Uba 1992;
Vega 1992; Alcalay et al. 1993; Marin 1993). Early out-
come data on interventions targeting racial/ethnic
groups further indicate the need for such strategies
(Chen et al. 1994; Pérez-Stable et al. 1994; Marin and
Pérez-Stable 1995). Moreover, in a National Cancer
Institute (NCI) analysis of self-guided strategies for
smoking cessation, Glynn and colleagues (1990) sup-

ported the need for targeted programs and suggested
that the availability of self-guided smoking cessation
materials tailored to the needs of a racial / ethnic group
“enhances their adoption and may positively affect
quit rates” (p. 11). Therefore, culturally appropriate
interventions may prove to be more acceptable and
easier to implement and also may have increased effec-
tiveness (Fiore et al. 1996). Cultural values, in fact, often
support the messages given in effective tobacco control
programs. In addition, if the development process in-
cludes community leaders and researchers who repre-
sent the community, the process itself will enhance the
existing tobacco control infrastructure (Robinson et al.
1995).
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Primary Prevention Efforts

Most of the programs that seek to prevent tobacco
use among racial/ethnic minority groups focus on
children and adolescents. These interventions include
efforts to restrict minors’ access to tobacco products,
school-based health education programs, and mass
media efforts.

Efforts to Restrict Youth Access to Tobacco

A comprehensive national effort to address the
problem of minors’ access to tobacco was made in 1992
with the passage of the Synar Amendment to the Al-
cohol, Drug Abuse, and Mental Health Administra-
tion Reorganization Act (Public Law 102-321), which
amended the Public Health Service Act. The draft
regulations were made final in 1996. These regula-
tions require the 50 states, the District of Columbia,
and U.S. jurisdictions to enact and enforce legislation
restricting the sale and distribution of tobacco prod-
ucts to minors, as a condition of receiving federal block
grant funds for substance abuse and treatment. As a
result, all states now designate an agency to enforce
their minimum-age laws on purchase of tobacco prod-
ucts. Many local governments have attempted over
the years to limit access to tobacco among youths un-
der the age of 18 years by enacting or strictly enforc-
ing legislation that limits minors’ ability to purchase
tobacco over the counter and through vending
machines, whereas others have opted to educate re-
tailers and encourage them to voluntarily comply with
legislation that limits the sale of tobacco products to
minors (Lynch and Bonnie 1994; USDHHS 1994). Stud-
ies show that over-the-counter sales of tobacco to
adolescents under the age of 18 years are indeed wide-
spread, although all states prohibit such sales (Altman
et al. 1989; Jason et al. 1991; NCI 1991; DiFranza and
Brown 1992; Forster et al. 1992). Despite laws in every
state that prohibit the sale of tobacco products to per-
sons under 18 years of age, underage buyers in 1996
were able to purchase tobacco products from retail
outlets a median of 40 percent of the time, according
to reports from states, compared with rates ranging
from 60 to 90 percent in previous studies (USDHHS
1998).

In addition to requirements of the Synar Amend-
ment, the recent regulations on tobacco products pro-
posed by the Food and Drug Administration (FDA)
and made final on August 23, 1996, sought to reduce
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both minors’ access to tobacco products and the
appeal those products have to minors (see Efforts to
Control Tobacco Advertising and Promotion later in
this chapter). Three key provisions address minors’
access to tobacco: (1) requiring vendors to check a pho-
tograph identification as proof of age and prohibiting
sales to those under age 18, (2) prohibiting most vend-
ing machines and self-service displays of cigarettes
except in facilities totally inaccessible to persons un-
der age 18, and (3) prohibiting free samples of ciga-
rettes and sales of individual cigarettes or packs of
fewer than 20 cigarettes (so-called kiddie packs). Both
the Synar Amendment and the FDA regulations hold
promise for reducing tobacco use by all young people,
including those who are members of racial/ethnic
groups.

In general, adults in the four racial/ethnic groups
perceive that minors have fairly easy access to tobacco
products. In the 1992-1993 Current Population Sur-
vey,' a greater proportion of white respondents (55.6
percent) said that it was very easy for minors to pur-
chase tobacco products, compared with American In-
dians and Alaska Natives (52.6 percent), Hispanics (49.8
percent), African Americans (49.0 percent), and Asian
Americans and Pacific Islanders (44.3 percent) (Table
3) (U.S. Bureau of the Census, NCI Tobacco Use Supple-
ment, public use data tapes, 1992-1993). Men and non-
smokers were more likely than women and smokers to
think that minors had easy access to tobacco products.
Data from the 1989 Teenage Attitudes and Practices
Survey (TAPS) showed that most youths 12-18 years
old who reported cigarette smoking bought their ciga-
rettes primarily at small stores or through cigarette
vending machines (Allen et al. 1993). For example, 86.9
percent of white adolescents reported often or some-
times buying their cigarettes from small stores, com-
pared with 80.0 percent of African Americans and 90.0

! The Current Population Survey (CPS) is a continuous monthly
survey conducted by the U.S. Bureau of the Census and focuses
primarily on labor force indicators for the civilian noninstitu-
tionalized U.S. population aged 15 years and older. Questions on
smoking and tobacco use (NCI Tobacco Use Supplement) were
added to the CPS for the September 1992, January 1993, and May
1993 surveys. About 57,000 eligible households are surveyed
each month and yield approximately 110,000 interviews;
interviews are conducted with a knowledgeable household
respondent who responds for all household members aged 15
years and older. The knowledge, attitude, and belief questions
described in this report were asked only of self-respondents.



percent of Hispanics. In contrast, 51.4 percent of white
smokers reported often or sometimes buying cigarettes
from large stores, compared with 56.6 percent of His-
panics and 39.8 percent of African Americans.

Data from a 1993 follow-up survey (TAPS-II) that
were statistically adjusted for participant correlation
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and age showed that African Americans were less
likely than whites to have ever been asked to show
proof of age when buying or trying to buy cigarettes;
Hispanics were less likely than non-Hispanics to ever
have been asked to show proof of age (CDC 1996).
In 1989, 12- to 17-year-old whites who smoked were

Table 3. Adults’ beliefs about minors’ ease in purchasing cigarettes and other tobacco products,* by race/
ethnicity, smoking status, and gender, Current Population Survey, United States, 1992-1993

African American Indians/ Asian Americans/
Americans Alaska Natives Pacific Islanders Hispanics Whites

Characteristic % +CIt % +CI % +CI % +CI % +CI
Total

Very easy 49.0 0.7 52.6 3.3 443 1.6 49.8 0.9 55.6 0.3

Somewhat easy 154 0.5 15.9 24 16.6 1.2 154 0.6 17.6 0.2
Men

Very easy 52.5 1.2 55.6 49 46.0 2.3 519 1.3 57.4 04

Somewhat easy 16.1 0.9 14.5 3.5 17.6 1.8 15.7 1.0 187 0.3
Women

Very easy 46.8 0.9 50.1 45 42.6 2.2 48.1 1.2 54.0 04

Somewhat easy 149 0.7 17.0 34 15.7 1.6 15.2 0.9 16.7 0.3
All nonsmokers

Very easy 50.9 0.9 51.4 4.2 44.1 1.7 50.4 1.0 57.2 03

Somewhat easy 16.1 0.6 16.2 3.1 17.2 1.3 15.5 0.7 17.9 0.2
All smokers

Very easy 442 14 54.2 5.3 455 4.1 47.1 2.1 50.9 0.6

Somewhat easy 134 1.0 15.4 3.8 13.8 2.8 15.1 1.5 17.0 04
Nonsmokers
Men

Very easy 54.8 1.4 52.2 6.6 46.4 2.6 53.3 1.5 58.9 05

Somewhat easy 16.7 1.0 14.3 4.6 18.5 2.0 15.6 1.1 19.0 04
Women

Very easy 48.6 1.1 50.7 5.6 423 2.3 48.3 1.3 55.7 04

Somewhat easy  15.7 0.8 17.5 42 16.1 1.7 155 09 169 0.3
Smokers
Men

Very easy 47.8 21 59.3 7.4 454 49 47.7 2.7 53.6 0.8

Somewhat easy 14.8 1.5 14.9 5.3 149 35 16.3 2.0 18.0 0.6
Women

Very easy 41.0 1.9 49.1 7.5 45.8 7.5 46.4 33 484 0.8

Somewhat easy 12.2 13 15.9 55 11.3 4.7 13.2 2.3 16.0 0.6

“In response to the question, “In your opinion, how easv is it for minors to buv ci arettes and other tobacco
> X y p . B y ” 4
products in your community?” Response categories included “very easy,” “somewhat easy,” “somewhat

difficult,” “very difficult,” and “don’t know.”
*95% confidence interval.

Source: U.S. Bureau of the Census, public use data tapes, 1992-1993.
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more likely (58.7 percent) than same-aged African
Americans who smoked (43.3 percent) to report that
they usually bought their own cigarettes. By 1993,
however, 62.1 percent of whites who smoked and 64.1
percent of African Americans who smoked reported
that they usually bought their own cigarettes. In 1989,
12- to 17-year-old non-Hispanics who smoked were
more likely (59.0 percent) than Hispanics of the same
age who smoked (41.3 percent) to report that they usu-
ally bought their own cigarettes. By 1993, however,
62.4 percent of non-Hispanics who smoked and 59.1
percent of Hispanics who smoked reported that they
usually bought their own cigarettes (CDC 1996). In a
study in San Bernardino and Riverside Counties, Cali-
fornia, Klonoff and colleagues (1994) found that the
purchase of single cigarettes by minors was more fre-
quent in ethnic communities (71.2 percent of minors)
than in white neighborhoods (34.4 percent of minors).

Klonoff and colleagues (1997) used a factorial
design to study the sale of cigarettes to minors in 72
stores in African American, Hispanic, and white com-
munities. Purchase attempts (N = 1,296) were made
in 24 stores in each community. There were two par-
ticipants in each age (ages 10, 14, and 16 years),
gender, and race/ethnicity category.

Sales were made most often to 16-year-old African
Americans, regardless of gender. A gender effect ex-
isted for Hispanics, and more frequent sales occurred
to Hispanic girls. Another report based on the same
data analyzed purchase attempts by 14- and 16-year-old
African American and white participants in African
American and white communities (Landrine et al. 1997).
Racial- and ethnic-specific sales rates were similar in
white communities. In African American communities,
however, sales rates were higher for African American
youths than for white youths. Of the 41 packs of ciga-
rettes sold to African American youths, only 7 percent
were sold by African American vendors. The rest were
sold by Asian (67 percent), white (13 percent), and His-
panic (13 percent) vendors, according to participants’
reports. Unfortunately, vendor-specific sales rates and
comparable sales data by vendor race/ethnicity for the
white community were not provided. A limitation of
this study is that the apparent age of the minors, an im-
portant correlate of sales (DiFranza et al. 1996), was not
assessed by independent raters.

A community-based study conducted after pas-
sage and enforcement of legislation limiting minors’
access to tobacco products showed a reduction in the
proportion of merchants who sell cigarettes to minors
and the proportion of adolescents who smoke (Jason
et al. 1991; Jason et al. 1996). Nevertheless, many
merchants—fully aware of legislation prohibiting sales
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of tobacco to minors—continue to sell these products
to underage customers. For example, in a 1991 study
of 156 tobacco retailers in central Massachusetts, 80
percent of the merchants who displayed state-
mandated warning signs specifying that it was illegal
for minors to purchase tobacco products were still will-
ing to illegally sell cigarettes to youths (DiFranza and
Brown 1992). Likewise, a 1994 Massachusetts study
reported the ineffectiveness of the tobacco industry-
sponsored “It's the Law” voluntary compliance
program for stores to prevent underage youths from
purchasing tobacco (DiFranza et al. 1996). The results
of surveys and sting operations conducted by com-
munity action groups affiliated with such organiza-
tions as Stop Teenage Addiction to Tobacco (STAT)
show that before public awareness campaigns, 32 to
87 percent of U.S. adolescents who tried to buy ciga-
rettes in various communities were able to do so. These
figures decreased dramatically (by 10 to 93 percent)
when merchants were informed of the law, fined for
selling tobacco products to minors, or told that their
behavior would be monitored by law enforcement
agents (Altman et al. 1989; Feighery et al. 1991; Forster
et al. 1992).

Some of the campaigns aimed at increasing mer-
chants’ awareness of the law’s provisions have con-
centrated on small, urban convenience stores where
many youths purchase their own cigarettes (Davis
1991). As a result of a merchant public awareness cam-
paign in San Diego County, tobacco sales to minors
declined in Hispanic and Asian American neighbor-
hoods but not in African American communities (Keay
et al. 1993). Additional data are needed to determine
the reasons that shopkeepers sell tobacco to minors
(Landrine et al. 1994) and also the effectiveness of vari-
ous approaches among youths of different racial/
ethnic minority groups and among owners of conve-
nience stores located in racial/ethnic neighborhoods.
Information about the tobacco-purchasing patterns
among youths of various racial/ethnic groups also is
limited; additional research in this area would be par-
ticularly useful in designing programs to curtail
youths’ access to tobacco products.

Cigarette vending machines are another way
minors obtain tobacco products, because the machines
are rarely supervised by adults. Tobacco control ad-
vocates have recommended banning cigarette vend-
ing machines, locking them, or moving them to places
where adults could check the ages of purchasers. Re-
sults from the 1992 California Tobacco Survey showed
that a large proportion of Hispanics (93.8 percent),
African Americans (91.1 percent), Asian Americans
and Pacific Islanders (87.9 percent), and whites (84.2






























