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Closing Tobacco-Related Disparities
Using Community Organizations to Increase

Consumer Demand

Bruce A. Christiansen, PhD, Marva Brooks, BS, Paula A. Keller, MPH,
Wendy E. Theobald, PhD, Michael C. Fiore, MD, MPH, MBA

Background: Individuals living in poverty aremore likely to smoke, and they suffer disproportion-
ately from tobacco use. Strategies used to deliver tobacco-cessation interventions often fail to reach
smokers living in poverty. Providing tobacco interventions to smokers when they present to com-
munity organizations is a potential strategy, but the acceptability and effectiveness of such interven-
tions is unknown.

Methods: In this 2007 pilot study, 295 smokers seeking emergency assistance from the Salvation
Army inWisconsin were randomly assigned to either a very brief (30-second) smoking intervention
condition or to a control no-intervention condition. All participants completed a follow-up survey at
the end of their visit assessing their satisfaction with the community agency, interest in quitting, and
motivation to quit.

Results: This brief intervention increased the likelihood that smokers would seek help when they
decided to quit (61% vs 44%, p�0.05) but did not affect intention to quit in the next 6 months or
perceived diffıculty of quitting. The interventionwaswell received by both participants and Salvation
Army staff.

Conclusions: Smokers in this pilot study found it acceptable to have their smoking addressed when
seeking services from a community agency. Such interventionsmay need to bemore intense than the
one used in this study in order to achieve the goal of increased motivation to quit. Community
agencies should consider including brief tobacco-dependence interventions as a secondary mission
to improve their clients’ health.
(Am J Prev Med 2010;38(3S):S397–S402) © 2010 American Journal of Preventive Medicine
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obacco-related disparities are well documented.
Nationally, smoking prevalence among those liv-
ing in poverty or of low educational attainment is

bout twice that of the general population.1–4 Tobacco
se is associated with poor health and diminished quality
f life,5–8 and it is a signifıcant cause of premature death
mong those living in poverty.9,10

Many interrelated factors give rise to this dispa-
ity.11–13 For many, smoking is normative and more ac-
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epted.4 Smokers living in poverty are less likely to have
ealth insurance and access to health care, limiting access
o effective tobacco-dependence treatments.14–16 They
lso have less information about the need to quit and
ffective ways to quit.16–20 Their attempts to quit are
ore likely to fail, partly due to misperceptions about

reatment and a lower sense of self-effıcacy.21–25 The poor
re also targeted by tobacco companies as pliable tobacco
urchasers.26 Finally, the prevalence ofmental illness and
ubstance abuse disorders, conditions associated with
igher tobacco-use rates, is higher among the poor.27–29

Despite initiatives to reduce disparities, little progress
as been achieved.30,31 Ceci and Papierno32 argue that
losing a disparity gap requires interventions unique to
he disparate population.32 To date, tobacco-dependence
reatment efforts have emphasized interventions through
he healthcare delivery system.33However, the healthcare
elivery system does not serve the poor as well as it does

30,34
ther populations.
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Community agencies (community assistance pro-
rams, transitional living facilities, drop-inmental health
enters) are potential access points. These agencies often
ave established personal and regular contact with this
opulation. It is unknown (1) whether such organiza-
ions would be willing to adopt smoking cessation as a
econdary mission; and (2) whether interventions con-
ucted by these agencies would have a benefıcial impact.
rief interventions have been shown to be effective in
ther settings33 but have not been tested in community
gencies to determine whether they are consistent with
gencies’ primary missions, would be welcomed by their
onstituents, or would affect the likelihood of constitu-
nts’ returning for services. This pilot study evaluated
hether a very brief tobacco intervention, designed to
ncrease consumer demand for treatment conducted in
community agency, affected smokers’ perception of
hat agency, their satisfaction with and willingness to
eturn for further services, and changes in motivation
o quit.

ethods
ubjects

ubjects were a convenience sample of 295 smokers seeking
mergency assistance from the Salvation Army in two east-
rn Wisconsin communities in 2007.

rocedures

community-based participatory research process was
sed to develop the intervention and conduct the study,
nvolving both the Salvation Army and the University of
isconsin Center for Tobacco Research and Intervention.
alvation Army staff participated in a 2-hour training at
heir workplace that included study background, proce-
ures to obtain verbal consent, survey administration, and
racticing the intervention.
Participants were recruited at the end of regular visits to

he Salvation Army to receive assistance. Trained Salvation
rmy staff asked adult clients (aged �18 years) if they
moked cigarettes. All self-identifıed smokers were invited
o participate in this study. Staff reported that very few of
hose eligible did not consent. Those that provided verbal
onsent to the SalvationArmy staff were randomly assigned,
sing a random number generator, to either the brief inter-
ention (n�147) or a no-intervention control group
n�148).
Subjects assigned to the intervention received a 30-second

ALSO” (Ask, Link, Share, Offer) intervention that asked if
hey smoked; linked smoking to the agency’s primary mis-
ion; shared health information about tobacco use; and of-
ered self-help material (Table 1). This intervention was

eveloped specifıcally for this pilot study to determine s
hether a very brief tobacco-dependence intervention is ac-
eptable to SalvationArmy clients.Written informationwas
hen provided about how to quit, using cessationmedicines,
he Wisconsin Tobacco Quitline, and Medicaid smoking
essation benefıts. Subjects then completed an anonymous,
elf-administered, 15-minute survey written at the 6th-
rade level, and received a $15.00 gift card. Staff read the
urvey questions and responses to those few who could not
ead. Control subjects completed the same survey and re-
eived the gift card and written cessation information after
hey completed the survey.

easures

he survey comprised 13 items (Table 2). Five items elicited
emographic and smoking history information. Five items
sked for subjects’ opinions about the service just received
rom the Salvation Army and how they felt about being
sked about smoking during their visit. The last three items
easured aspects of quitting: intention to quit in the next 6
onths, likelihood of asking for help to quit, and diffıculty
f quitting.
Salvation Army staff delivering the intervention also

ompleted a brief survey regarding their experiences with
he study and beliefs about conducting a tobacco interven-
ion as part of the Salvation Army mission. Data were ana-
yzed using chi-square and t tests. TheUniversity ofWiscon-

able 1. The ALSO intervention

Ask Ask, Do you currently smoke?

Link Link smoking to the agency’s primary mission in
order to establish credibility: Our agency cares
about your health. I know we’re working with you
today to arrange for emergency assistance, but I
don’t want to pass up the opportunity to help
you with your health.

Share Share information: Did you know that quitting
smoking is probably the single most important
thing you can do for your health—and the health
of those around you? Did you know that, on the
average, smokers die 6 years sooner than
nonsmokers? Not only do smokers die younger,
but they are also more likely to have nagging
and painful health conditions that make it
difficult day in and day out.

Offer Offer help and ask permission to follow up: I want
to give you some valuable information about
quitting. Did you know that even though quitting
is hard, there are many ways to do it that work?
There are some strong medicines that really
help. And there is a telephone number you can
call for personal coaching about how to quit. And
it’s free to anyone who lives in Wisconsin. Is it
OK if I ask you about your smoking when you
come back?

LSO, Ask, Link, Share, Offer
in IRB reviewed and approved all study procedures.
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Results
Demographics
and Background

There were no differ-
ences between experi-
mental and control
subjects in age, years
smoked, gender, daily
smoking, or time to
fırstmorning cigarette
(Table 2).

Impact on
Smokers’
Perception of
the Community
Agency

There were no signifı-
cant differences be-
tween the intervention
and control groups on
questions about the
Salvation Army (Table
2). The vastmajority of
subjects, regardless of
condition assignment,
were highly satisfıed
with the service pro-
vided by the Salvation
Army (M�9.67 on a
0–10 scale), and 93%
stated they would def-
initely or probably re-
turn for usual Salv-
ation Army services.
Across both conditi-
ons, participants ap-
preciated being asked
about their smoking:
47% reported they
were glad to be asked
about their smoking
as it indicated the Sa-
lvation Army really
cared about them, in-
cluding their health.
Anadditional 41%did
not mind being asked
about their tobacco
use, as they felt the
questioning was for

Control Significance

39.0 t��0.82, p�0.45

45 �2�1.49, p�0.30

20.1 t��0.51, p�0.65

42 �2�7.49, p�0.10

35

14

9

30 �2�1.94, p�0.50

45

18

7

9.6 t��0.21, p�0.85

1 �2�2.27, p�0.50

8

42

49

2 �2�5.69 p�0.25

5

26

32

34

2 �2�1.03, p�0.90

8

36

55

6 �2�4.23, p�0.25

8

41

45

1

(continued on next page)
able 2. Group differences (% unless otherwise indicated)

Intervention

BACKGROUND/DEMOGRAPHIC DIFFERENCES

Average (years) 40.1

Gender (female) 53

Average number of years smoked 20.8

Time to first AM cigarette (minutes)

�5 56

6–30 28

31–60 10

�60 5

Typical number of daily cigarettes

�10 24

11–20 49

21–30 17

�31 10

PERCEPTIONS OF THE SALVATION ARMY

Average overall opinion (1 [worst] to 10
[best] scale)

9.7

Will you return for more services?

Definitely not �1

Probably not 4

Probably yes 47

Definitely yes 48

OK to be asked about smoking?

Definitely not 1

Probably not 6

I’m not sure 16

Probably yes 39

Definitely yes 38

OK to be asked at next visit?

Definitely not 2

Maybe not 8

Maybe it’s OK 31

Definitely it’s OK 59

Think about being asked?

None of their business 3

Should focus on my other needs 4

It’s for my own good 41

They really care for the whole me 49

Other 3
their own good.
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mpact on
uitting

ore smokers (61%)
horeceivedtheALSO
ntervention thought
hat they would prob-
bly or defınitely ask
or help in quitting
hen they decided to
uit than control sub-
ects (44%).Therewere
o differences between
ntervention and con-
rol participants in in-
ention to quit or per-
eived diffıculty of
uitting (Table 2).

taff
erceptions

he fıve Salvation
rmy staff members
onducting the study
trongly agreed that
lients wanted to quit
moking, and needed
elp quitting, and that
his interventioncom-
lemented the mission of the Salvation Army. They dis-
greed that asking about tobacco use frustrated, angered, or
lienated clients or that tobacco-related activities would
rain resources from their core mission.

iscussion

his study demonstrates that a community agency can
rovide a very brief tobacco intervention without im-
airing clients’ perceptions of the agency or interfering
ith the staff’s ability to serve the agency’s core mis-
ion. The vast majority of smokers thought it appro-
riate to be asked about their smoking, as did staff.
This brief intervention had an immediate effect of

ncreasing the level of intention to seek help when
mokers decide to quit. This effect on the likelihood
f seeking help is signifıcant in light of the brevity of
he intervention, and it holds promise to increase
onsumer demand for evidence-based treatment.
onsistent with the recommendations of Ceci and
apierno,32 the current fındings suggest that com-
unity agencies should be encouraged to adopt

obacco-dependence interventions to help address this

Table 2. Group differences (%

Impact on quitting

Intend to quit in next 6 mon

Definitely not

I don’t think so

I might

Probably yes

Definitely yes

How hard is it for you to qui

Impossible

Very hard

Hard

Easy

Very easy

Will you ask for help?

Definitely

Probably

Maybe

Probably

Definitely
isparity. n
This pilot study is subject to several limitations. The per-
entage of eligible smokers that declined to participate in
his study is unknown, potentially affecting the general-
zability of the fındings. Also, the increase in expressed
ikelihood of seeking help to quit may have resulted from
demand characteristic of having received the intervention
ust before completing the survey. Contamination (control
ubjects asking for and receiving advice about their smoking
rom Salvation Army staff) cannot be ruled out, although
rainingwas designed to limit such contamination. Last, it is
ot known whether subjects called the quitline or sought
ny other treatment as a result of this intervention.
Future research is required to further investigate these

ındings and identify effective tobacco-dependence inter-
ention(s) for delivery by community agencies. Research
ould focus on the feasibility of interventions to directly
rovide treatment versus interventions designed to in-
rease consumer demand. The brief 5A’s intervention
ecommended for healthcare settings33 delivered in a
ommunity agency might also include a motivational
ntervention for those not interested in quitting, or ad-
ress other factors that serve as barriers to evidence-
ased treatment, such as perceptions that smoking is

ss otherwise indicated) (continued)

Intervention Control Significance

6 7 �2�0.91, p�0.95

12 13

34 35

22 22

27 23

5 4 �2�1.23, p�0.90

48 44

35 41

10 8

2 2

3 7 �2�10.79, p�0.05

8 17

27 32

35 27

26 17
unle

ths?

t?
ormative. Such research should also study the trade-off
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M

etween increasing the intensity of the intervention and
ecreasing its practicality for community agencies. Fi-
ally, future studies should include follow-up measures
o determine the impact of intervention on quit attempts
nd use of evidence-based treatment.
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