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The Things That Get Measured Are
the Things That Get Done
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Thethings that getmeasured are the things that get
done.”1 This simple, yet insightful statement un-
derscores the priority of area of surveillance, one

f the six core strategies from the Consumer Demand
orkshop that has as its ultimate goal to increase de-
and among smokers for proven tobacco-cessation
roducts and services.2 The specifıc core strategy related
o surveillance is, “Systematically measuring, tracking,
eporting, and studying quitting and treatment use—and
heir drivers and benefıts—to identify opportunities and
uccesses.”2 Surveillance is needed to assess all the steps
n the quitter’s journey, starting from the decision to
ake a quit attempt, through the choice of method to
uit, the actual quit attempt, short-term success includ-
ng relapse and re-cycling, and long-term success.3 No
ational survey exists in the U.S. that measures all the
ynamic changes in tobacco-use behavior (host), tobacco
roducts (agent), tobacco industry (vector), and social,
olicy, and media environments (environment).4

Although this commentary addresses a specifıc part of
he host domain, tobacco cessation, it is important to
ecognize that all domains influence the quitting process.
he core strategy of surveillance for building consumer
emand among smokers for proven tobacco-cessation
roducts and services can also inform the other fıve core
trategies: perspective on quitting, redesigning products
nd services, marketing and promotion, understanding
olicies as opportunities for cessation, and combining
nd integrating the strategies.
Four of the 27 U.S. Healthy People 2010 health objec-

ives for tobacco are related to cessation: (1) increase
moking-cessation attempts by adult smokers (target of
0%; in 2006, 43%); (2) increase smoking cessation dur-
ng pregnancy (target 30%; in 2005, 11%); (3) increase
moking-cessation attempts by adolescents (target 84%;
n 2005, 59%); and (4) increase insurance coverage of
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vidence-based treatment for nicotine dependency (tar-
et of 100% for managed care organizations; in 1998,
5%; target of 51 Medicaid programs in states and DC;
n 1998, 24).5 The Healthy People 2010 Tobacco Use
rogress Review, in August 2008, showed little or no
hange toward reaching the cessation goals related to
dults, pregnant women, and adolescents.6 No data were
vailable to track insurance coverage for effective treat-
ents because the original baseline data source stopped
ollecting these data5; however, a 2006 survey of state
edicaid programs found that 39 state Medicaid pro-
rams and theDistrict of Columbia covered some formof
obacco dependence treatment.7

While these Healthy People objectives are certainly
oals that those of us in tobacco control would agreewith,
he challenge is to understand what contributes to these
ercentages in order to develop effective programs and
ractices in order to meet the Healthy People 2010 goals.
ithout effective surveillance and research into under-

tanding the smoking-cessation process, it is not clear
hether these cessation goals can bemet. In addition, the
evelopment of objectives on use of effective treatments
nd programs should be considered. Creation of new
bjectives in this area would provide a focus for tracking
he use of effective treatments and programs,8 and goals
or national, state, and community tobacco control pro-
rams to work toward. Unfortunately, our current sur-
eillance systems do not include all of the necessary
uestions to adequately address tobacco cessation and
easure all the steps on the quitter’s journey.
As outlined in Table 1, we identifıed 11 U.S. state and
ational surveys, with two surveying both youth and
dults, fıve surveying adults only, and four surveying
outh only that include questions concerning smoking
essation. While all 11 surveys include questions about
uitting behavior, there was less consistency among sur-
eys addressing intentions to quit, expectations about
uitting, and self-effıcacy; beliefs and attitudes about
uitting; whether healthcare providers advised smokers
o quit or provided cessation services; knowledge and
vailability of services and methods used to quit; and
icotine dependence. For example, only three surveys
sked whether a healthcare provider gave information
bout quitting, such as medications or services; only four

urveys asked about beliefs and attitudes regarding quit-
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ing; fıve surveys asked about various pharmacotherapies
sed to quit smoking and telephone quitlines; and six
urveys assessed nicotine dependence. Some of these
uestions are optional for inclusion and questions often
ary from year to year within surveys, making analysis of
rends challenging. Consequently, there are numerous
aps in our understanding of tobacco-use cessation, in-
luding a lack of surveillance data on awareness and
tilization of effective treatments.
While the strengths of state and national surveys in
able 1 include large sample sizes and large numbers of
ariables, these surveys also have considerable limita-
ions. These limitations include limited space for tobacco
uestions in general health surveys (e.g., Behavioral Risk
actor Surveillance System [BRFSS] and National Health
nd Nutrition Examination Survey [NHANES]); infre-
uent tobacco-specifıc surveys (e.g., Tobacco Use Sup-
lement of the Current Population Survey [TUS-CPS],
nd the proposed National Adult Tobacco Survey); time-
iness of data; delays in the dissemination of fındings; the
nability to measure low-frequency behaviors among a
ubset of respondents (e.g., use of effective cessation
reatments among specifıc racial/ethnic populations);
nd gaps in measures and defınitions.
We do not have goodmeasures of awareness and use of

ffective treatments among those who want to quit; for
xample, among thosewho use these products, we cannot
nswer questions on how they use them. Only one survey
ddressed cessation for tobacco products other than cig-
rettes, the 2006–2007 TUS-CPS, which asks about quit-
ing smokeless tobacco (snuff and chewing tobacco),
ipes, and cigars. Only one survey assessed smoking ces-
ation among pregnant women (National Health Inter-
iew Survey); however, state-level information on smok-
ng cessation during pregnancy can also be obtained from
tates participating in the Pregnancy Risk Assessment
onitoring System and from states using the 2003 re-
ised birth certifıcate.9,10

Other existing sources include data regarding smoking
essation. In addition to the surveys outlined in Table 1,
ther surveys include health marketing surveys such as
ealthstyles11 and ConsumerStyles,12 pharmaceutical

ndustry data such as sales data, data from state telephone
uitlines, data from HMOs on clinical practices and pre-
criptionmedications, Healthcare Effectiveness Data and
nformation Set (HEDIS) data,13 and Veterans Adminis-
ration (VA) data, which are all potential sources of infor-
ation regarding cessation. As previously noted, no one
ata source is comprehensive regarding cessation, and
his gap represents a major obstacle in understanding the
uitting journey. One strategy that has substantial poten-
ial to help to address this issue is the development of

esources that are capable of managing the sharing, com- t

arch 2010
ination, synchronization, and analysis of multiple large
atasets. One such initiative currently under develop-
ent is the National Cancer Institute’s (NCI) Population
cience Grid (PopSci Grid), which is based on the NCI
ancer BioinformaticsGrid (CaBIG).14 This project aims
o make multiple datasets available within a single cyber-
nfrastructure with applications that allow for themanip-
lation and analysis of data elements across datasets.
Previous studies have identifıed smokers’ mispercep-

ions about nicotine replacement products and a lack of
nowledge about evidence-based treatment.15–17 One
ption to address our gap in quitting knowledge, aware-
ess, utilization, and behavior is to implement a longitu-
inal study to understand the smoker’s journey. A longi-
udinal research study would inform future surveillance
fforts by helping to identify short-, intermediate-, and
ong-term cessation outcomes that tobacco control pro-
rams should intervene in and track.18 Under the direc-
ion of the NCI, researchers convened in July 2005 to
iscuss the feasibility, design, and analysis issues around
mplementing a National Longitudinal Study of Tobacco
se andCessation (NLSTUC). The rationale for this pro-
osed study is to identify the most important research
ssues in tobacco-use behavior and quitting and how
hese issues could be addressed through a new longitudi-
al data collection, given that existing cohort studies
ould not address key tobacco use–cessation research
uestions.
Consensus was reached on a number of important

opics including the need to study the motivators of quit-
ing and events triggering a quit attempt; what, how and
hy quitting methods are used; the period between quit
ttempts and what happens during this time; and the
vents that lead to a lapse or relapse back to smoking. An
dvantage of this type of study is that it can capture
pecifıc information for which responses would be too
mall in number to get adequate data on in national
urveys. For example, national surveys could notmeasure
new medication that may not be in widespread use or
ndividual motivators for quitting by subpopulations.
ther benefıts of conducting a longitudinal study are
he ability to add new questions in a timely fashion to
apture changes, as well as the ability to conduct more
ntensive and detailed data collection among select rep-
esentative or specifıc subsamples using new informatics
nd communications technology in real time. Although
he NLSTUC has not been funded, it remains the ideal in
erms of studying a nationally representative sample
f smokers regarding understanding the process-of-
uitting journey.
Opportunities for surveillance exist now with numer-
us effective methods to quit smoking. For those surveys

hat currently include questions about quitting, we must
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ssure that the same questions are asked across surveys
hen measuring a particular construct so comparisons
an be made across various demographic populations,
eographic units, and time periods. Some key questions
an be addressed by adding a few short questions to
ational surveillance systems. For example, more speci-
ıcity could be added to address not only the method of
uitting used, but how and why the method was chosen,
nd the length of time themethodwas used.Questions on
he full array of effective cessation methods, knowledge
boutmethods and services, and how the smoker became
ware of various methods could also be added. And, as
ew, effective treatments are identifıed; new questions
ill need to be developed and incorporated into these
urveys. Current cessation research studies could also
dd questions to address the full range of the quitting
ourney.
And so, we end where we began. If the things that get
easured are the things that get done, then we need to
ssure that we are measuring all components of the quit-
er’s journey in a systematic way. We can do that only by
ocusing on surveillance, research, and evaluation if we
ant to make progress in tobacco cessation.19

he authors thank Allison Rose and Rene Arrazola for
heir assistance in reviewing the state and national survey
uestions, Ami Hurd for her assistance in gathering and
rganizing background materials for the commentary,
nd Dr. C. Tracy Orleans and Dr. Gary Giovino for their
nput into the conceptualization of the major themes for
he commentary.
The fındings and conclusions in this report are those of

he authors and do not necessarily represent any offıcial
osition of the National Cancer Institute, the NIH, or the
DC.
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ute and the CDC.
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