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EXECUTIVE SUMMARY  
 
Tobacco use is the leading preventable cause of morbidity and mortality in the United States 

and accounts for over 480,000 annual deaths (including exposure to secondhand tobacco smoke 
(SHS), >10 years of potential life lost (YPLL), and over $300 billion in annual economic costs. Yet, 
about 1 in 5 or over 42 million people continue to smoke and the tobacco industry spends over $10 
billion to advertise, market, and promote tobacco products. Tobacco use primarily consists of 
cigarette smoking and the use of smokeless tobacco products (SLTs). However, there is an uptake 
in the use of alternative tobacco products, including electronic nicotine delivery systems (ENDS) or 
e-cigarettes. Addressing this major public health issue requires tobacco control; hence, the 
Population Health Improvement Plan (PHIP) for tobacco cessation.  
 

The PHIP is a Center of Medicare and Medicaid Services (CMS) project to address tobacco 
use (including ENDS) in Tennessee, with focus on high prevalence areas of northeast Tennessee. 
Overall, tobacco use among adults in Tennessee is above the national average (24.3% vs. 18.1% in 
2013); the usage rates in the eight counties in northeast Tennessee range from 23% to 40%. 
Tobacco use accounts for 11,400 annual deaths and over $5 billion in economic costs (medical care 
and lost productivity). These data make Tennessee and its northeast counties prime targets for 
tobacco control, if the Healthy People 2020 goal of 12% adult smoking rates is to be achieved.   
Utilizing a community-based participatory bottom-up approach and a three-part framework based on 
the best practices for tobacco control – Protection from exposure to tobacco use and SHS, 
Prevention of tobacco use initiation, and Cessation of tobacco use – data was gathered to develop 
recommendations for tobacco cessation. Overall, the PHIP activities involved analysis of quantitative 
data provided by the Tennessee Department of Health and qualitative data collection within county 
health councils, key informant interviews, and community and regional stakeholder meetings. The 
project used a bottom-up process where stakeholders were continually identified within the different 
methods used (health council meetings, key-informant interviews and community meetings), and 
provided the opportunity to be fully engaged throughout the process. Thus, information collected 
using earlier methods was used to inform and build on subsequent methods. The qualitative data 
from the project were transcribed, thematically coded, and synthesized for developing the PHIP 
recommendations. This PHIP for tobacco cessation is the result of a true participatory bottom-up 
process to address public health issues. 
 

All the PHIP activities culminated in a regional meeting of stakeholders on November 19, 2015, 
to further develop regional recommendations for tobacco control. Over 40 people, representing 
several stakeholders, including individual citizens, the regional and county health departments, 
health care organizations such as hospitals and clinics, anti-drug coalitions, youth organizations, 
colleges, mental health facilities, foundations, and the media participated in the meeting. Consistent 
with the three-part PHIP framework utilized for the project, three main goals emerged out of the 
regional meeting:  
 

1) Protect the entire population from exposure to tobacco use (including ENDS) and SHS;  
2) Prevent initiation of tobacco use (including ENDS) in youth and young adults; and  
3) Make cessation aids and counseling, available, accessible and affordable for people who 

intend to quit tobacco use.  
 

The additional goals were:  
4) Foster collaboration among stakeholders and across sectors; and 
5) Monitor data through research to inform policies and programs. 

 
The regional goals guided the development of a total of 25 recommendations, consisting of 14 

recommendations for protection from exposure to tobacco use and SHS, 4 for prevention of tobacco 
use initiation, and 7 for cessation of tobacco use. The protection recommendations included: 1) the 
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need for a comprehensive tobacco control program, 2) the need for better enforcement of existing 
policies, 3) the need for better enforcement of tobacco retail laws, 4) the need to reduce exposure to 
SHS in children, 5) the move towards regulating smoking in vehicles with children and education 
about smoke-free homes and housing units, 6) the placement of tobacco-free signage in public 
places, 7) the move towards removal of preemption policy, 8) the raising of tax on tobacco products 
(including ENDS) with dedicated or earmarked funds for tobacco control, 9) encouragement of 
higher insurance premiums and co-pays for tobacco users, 10) the need for tobacco (and ENDS) 
industry counter-marketing campaigns; 11) the development of the local infrastructure for tobacco 
control; 12) the need for a sustainable tobacco control research program, 13) better assessment of 
tobacco use status, and 14) coordination of policies and programs among stakeholders. The 
prevention recommendations included: 1) the need for a comprehensive school-based tobacco 
program, 2) expansion of prevention efforts to reach young adults; 3) coordination of prevention 
efforts across sectors and stakeholders, and 4) the increase of knowledge and awareness of ENDS 
in youth and all populations. The cessation of tobacco use recommendations included: 1) universal 
screening and cessation treatment in health care, workforce, and community settings, 2) increasing 
access and education on nicotine replacement therapies, 3) assessment of the Tennessee Quitline, 
4) expansion of ongoing efforts such as Baby and Me, or similar evidence-based, culturally tailored 
programs for pregnant smokers, 5) provide cessation aids and counseling for mental health 
population, 6) determine the feasibility of making tobacco screening and cessation treatment 
mandatory in safety-net populations, and 7) coordination of cessation efforts across sectors. These 
recommendations are consistent with the Best Practice recommendations of the U.S. Centers for 
Disease Control and Prevention (CDC), which suggest the need for funding tobacco control efforts in 
the state at the level recommended by the CDC. 

 
The final activity under the PHIP process was the State Innovation Models (SIM) meeting in 

March 2016 in Nashville, Tennessee, to discuss the regional PHIP report and identify scalable 
policies and programs. The two-day meeting of the five academic institutions and Tennessee 
Department of Health resulted in the identification of 6 general and 9 specific recommendations 
under Protection, Prevention, and Cessation for statewide adoption. The general recommendations 
included: 1) creation of a state comprehensive tobacco control program to guide tobacco control, 2) 
incorporation of alternative tobacco products such as e-cigarettes into tobacco control, 3) removal of 
the state preemption to allow flexibility and local autonomy, 4) research to generate local data on 
tobacco use and control, 5) enforcement of existing policies and programs, and 6) multi-sectoral 
collaboration among the many stakeholders. The Protection recommendations included: 1) 
smokefree policies, 2) incentives and disincentives for tobacco use, and 3) anti-tobacco use 
education. The Prevention recommendations included: 1) comprehensive-school-based programs 
and 2) policies and programs targeting young adults. The Cessation recommendations included: 1) 
universal screening for tobacco use, 2) smoking cessation aids, 3) tobacco quitline, and 4) health 
insurance. These scalable policies and programs should be evaluated to determine their 
effectiveness in Tennessee populations. The main sources of funding for these policies and 
programs should be MSA funds and tax on tobacco products, including ENDS. 
 

Overall, the PHIP process provided the opportunity for community building and social 
mobilization for tobacco control in northeast Tennessee and the call for expansion of locally home-
grown best practice programs that are culturally tailored for the region. Also, stakeholders made a 
strong appeal for the continuation and increased funding for tobacco control through the Master 
Settlement Agreement (MSA) revenue, and for removal of the state tobacco preemption to facilitate 
local innovation. 
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ABBREVIATION AND ACRONYMS 
 
ACS  American Cancer Society 
ALA  American Lung Association 
ATP  Alternative Tobacco Products 
BAT  British American Tobacco  
BRFSS  Behavioral Risk Factor Surveillance System 
CACIA  Children’s Act for Clean Indoor Air 
CBPR  Community-Based Participatory Research 
CDC  United States Centers for Disease Control and Prevention 
CEASE  Clinical Effort Against Second Hand Smoke Exposure 
CHD  Coronary Heart Disease 
CMS  Centers for Medicare and Medicaid Services  
CO  Carbon Monoxide 
COPD  Chronic Obstructive Pulmonary Disease 
CVD  Cardiovascular Disease 
DARE  Drug Abuse Resistance Education 
DOH  Department of Health 
ENDS  Electronic Nicotine Delivery Systems  
ER  Emergency Room 
ETSU  East Tennessee State University 
FDA  Food and Drug Administration 
IARC  International Agency for Research in Cancer  
IOM  Institute of Medicine  
JTI  Japan Tobacco International 
LCC  Little Cigars and Cigarillos 
MPH  Master of Public Health 
MSA  Master Settlement Agreement  
MSHA  Mountain State Health Alliance 
NCI  National Cancer Institute  
NE  Northeast 
NRT  Nicotine Treatment Therapies 
NSPA  Non-Smoker Protection Act 
PHIP   Population Health Improvement Plan  
PI   Principal Investigator 
PM  Philip Morris 
PPI  Primary Prevention Initiatives 
PSA  Public Service Announcements 
PYATA  Prevention of Youth Access to Tobacco Act 
TDH  Tennessee Department of Health  
TDRP  Tobacco-Related Disease Research Program 
SADD  Students Against Destructive Decisions 
SBIRT  Screening, Brief Intervention, and Referral to Treatment 
SCAD  Sullivan County Anti-Drug Coalition 
SES   Socio-Economic Status 
SHS  Second Hand Tobacco Smoke 
SIDS  Sudden Infant Death Syndrome 
SIM  State Innovation Models 
SLTs  Smokeless Tobacco Products 
SMART Specific, Meaningful, Action Oriented, Realistic, Timely 
SWAT  Superheroes Students Working Against Tobacco 
TATU  Teens Against Tobacco Use 
TIPS  Tennessee Intervention for Pregnant Smokers 
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TPHA  Tennessee Public Health Association 
TUS-CPS Tobacco Use Supplement to the Current Population Survey 
UK  United Kingdom  
US  United States 
USDHHS United States Department for Health and Human Services  
USPSTF United States Preventive Services Task Force  
USSGR United States Surgeon General’s Report 
WHO  World Health Organization  
YPLL  Years of Potential Life Lost 
YRBS  Youth Risk Behavioral Surveillance System 
YSP  Youth Smoking Prevention  
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INTRODUCTION 
 

The Tennessee Population Health Improvement Plan (PHIP), a Center for Medicare and 

Medicaid Services (CMS) project, focuses on five major health disparities in the United States—

tobacco, obesity, diabetes, children’s health, and perinatal health. Administered by the 

Tennessee Department of Health (TDH), this study focused on collecting and analyzing 

information targeting tobacco use from eight counties in northeast Tennessee -- Carter, Greene, 

Hancock, Hawkins, Johnson, Sullivan, Unicoi, and Washington.  The project’s goal was to use 

the information collected to develop a plan to Protect the entire population from exposure to 

tobacco use and secondhand tobacco smoke (SHS; including Electronic Nicotine Delivery 

System, ENDS; or electronic cigarette or e-cig), Prevent the initiation of tobacco use, and 

motivate or encourage the Cessation of tobacco use in the eight targeted counties and 

statewide. The information was collected through health council meetings, key informant 

interviews, and community and regional stakeholder meetings.  A Best Practice Instrument that 

synthesized evidence-based policies and programs by several organizations, including the 

United States (U.S.) Centers for Disease Control and Prevention (CDC)(1) and the Surgeon 

General,(2,3) the Institute of Medicine (IOM),(4) the U.S. Preventive Services Task Force 

(USPSTF),(5,6) Monographs 11(7) and 12(8) of the National Cancer Institute (NCI), the Public 

Health Service,(9) International Agency for Research in Cancer (IARC),(10) and the World 

Health Organization (WHO)(11,12) was used to guide the development of the PHIP 

recommendations and the scalable policies and programs. 

 

Tobacco use causes several diseases,(2,13) and annually it accounts for over 11,400 

deaths and $5 billion in economic costs (medical care and lost productivity) in Tennessee;(1,14–

16) yet, in 2013, 24.3% of adults in the state smoked. This rate of smoking prevalence was 

ranked 46th out of 50 (or 5th worst) in the U.S.(17) This project utilized a community-based 

participatory research (CBPR)(18,19) and bottom-up approach to gather information from the 

eight counties in northeast Tennessee to address this public health problem. The analyzed 

information was utilized to guide the development of recommendations for reducing tobacco use 

(including ENDS) in the eight counties and guide future work in tobacco control for the state. 

Tobacco use is a complex, multi-faceted public health issue, and PHIP focuses on utilizing 

population-based approach to addressing that.   
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1.0. DEFINITION OF PROBLEM 
  

Tobacco use has a long history(20–23) and primarily involves the use of manufactured or 

conventional cigarettes (the dominant tobacco product) and smokeless tobacco products (SLTs). 

The increase in tobacco consumption was aided by several factors, including the introduction of 

blends and curing processes that allowed the inhalation of tobacco, the invention of the safety 

match, improvements in mass production, transportation that permitted widespread distribution of 

cigarettes, and the use of mass media advertising to promote cigarettes.(24) The use of tobacco 

products has proliferated worldwide 

through several channels, notably the 

process of globalization and the 

activities of the tobacco industry,(25–

27) which is dominated by companies 

based in the U.S. (Philip Morris; PM), 

United Kingdom (UK; British American 

Tobacco; BAT), and Japan (Japan 

Tobacco International; JTI).(22) The 

smoking of cigarettes in the U.S. 

peaked in the 1950s and the 1960s when about 1 in 2 people smoked, but consistently declined to 

about 1 in 4 people by the early 1990s  

(Figures 1.1 & 1.2).(2,24,28) The decline in 

smoking in the U.S. has stalled/slowed since 

the 1990s, reaching the current level of about 

1 in 5 people (Figure 1.3). Simultaneously, 

over the past decade, there has been an 

increase in the uptake of alternative tobacco 

products (ATPs) such as cigars, little cigars, 

and cigarillos (LCCs), Waterpipe or Hookah, 

and Electronic Nicotine Delivery Systems (ENDS; or electronic cigarette or e-cigarette).(2,29,30) 

Thus, the current and emerging 

issues are about nicotine addiction, 

which encompasses the use of 

combustible tobacco products 

(e.g., cigarettes, cigars, LCCs), 

non-combustible tobacco products (e.g., chewing tobacco, snus, snuff and Waterpipe) and nicotine 
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delivery devices (e.g., e-cigarette). These developments have complicated the efforts to address the 

tobacco use problem. 

 

 The tobacco use behavior consists of two aspects: 1) pharmacological, which involves 

nicotine addiction or dependence(31,32) that is more intense and difficult to quit than other 

substances of abuse such as heroin and cocaine,(32) and 2) behavioral, which involves 

psychosocial influences and the socio-cultural context of usage.(33)  Additionally, an individual who 

is susceptible to tobacco use is confronted with two forces: 1) demand-side, based on resources at 

disposal and 2) supply-side, based on the accessibility and availability of tobacco products.(2,34) As 

such, tobacco use is a complex public health issue with underlying biological and behavioral factors 

and social determinants (e.g., income and education).(33,35) With the general decline in the rate of 

prevalence in the U.S. (Figures 1.1-3),(2,24,28) tobacco use has become increasingly concentrated 

in underserved and disadvantaged populations, including those with low socioeconomic status 

(SES)(36) and mental health problems.(37–39) 

 

 The science to understand the etiology of tobacco use dates back to research conducted by 

Rich Doll, Ernst Wynder,(40) Evant Graham, and others in the 1950s or earlier.(20,21) However, the 

publication of the 1962 United Kingdom (UK) Royal College of Physicians report and the first U.S. 

Surgeon General report in 1964 that linked smoking with cancer(2,41) marked the historic juncture 

for the accumulation of scientific evidence for tobacco control.(2,24,42,43) The scientific evidence 

has demonstrated the link between direct tobacco use and exposure to secondhand tobacco smoke 

(SHS) and several adverse health outcomes in youth and adults, including cancer, cardiovascular 

(CVD) and respiratory diseases, and low birth weight in infants and sudden infant death syndrome 

(SIDs).(2,13,44–46) Specifically, it has been documented that the tar in tobacco is associated with 

several forms of cancer,(13,47) and the nicotine in tobacco is the main source of the 

addiction.(31,32,48) Additionally, the evidence from this accumulated research suggests that 

tobacco use has other adverse effects, including economic costs, increased poverty, and 

environmental destruction.(34,49) Yet, the tobacco industry spends billions of dollars (~$10 billion on 

cigarettes(50) and ~$500 million on SLTs(51) in 2012) to advertise and market tobacco products. 

Alongside this evolution of the science on the etiology of tobacco use has been the development of 

evidence-based policies and programs or best practices to prevent the initiation and encourage the 

cessation of tobacco use at both the individual and the population levels.(1,4,12,43,52) The 

evidence from the existing literature suggests that a comprehensive tobacco control program with 

parts or elements that reinforce one another to address demand for tobacco products, such as 

higher retail prices, and supply of tobacco products, such as limit of sale of tobacco products to 

minors, can prevent tobacco use initiation and facilitate cessation.(1,4,10,43,53) 
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 Despite the accumulated scientific evidence on the harm of tobacco use and policies and 

programs to address the issue for the past half-century that has seen the publication of 29 Surgeon 

General's reports on relationships between smoking and health since 1964,(54) about 1 in 5 people 

(18.1% or >42 million) continues to smoke. There  are, however, variations in the prevalence rate of 

tobacco use and tobacco-induced diseases across states and counties.(55,56) In 2013, the 

prevalence in adults aged ≥18 years ranged from 10.3% (Utah) to 27.3% (West Virginia) for cigarette 

smoking; 1.5% (District of Columbia and Massachusetts) to 9.4% (West Virginia) for SLTs; and 3.1% 

(Vermont) to 13.5% (Idaho) for concurrent use.(55) The Healthy People 2020, which has set the 

public health agenda for the U.S., aims to reduce the national adult smoking rate to 12%.(57) This 

suggests the critical need to understand and address this public issue in high prevalence areas 

(states and counties), including Tennessee, which was ranked  46th or 5th highest ahead of only 

Mississippi, Arkansas, Kentucky, and West Virginia; and its northeast counties which  possess 

Tennessee’s highest rates.   

 

1.1. Health Consequences of Tobacco Use and Secondhand Tobacco 
Smoke (SHS) 
 

 The harmful effects of tobacco to human health have been established(45,47) for both men 

and women,(2,58) and tobacco use has remained the 

leading cause of preventable morbidity and mortality in 

the U.S.(2,13,59) While tobacco use (smoked and 

smokeless) is linked to several diseases among users 

(Figure 1.4), SHS exposure causes diseases in 

nonsmokers (e.g. lung and coronary heart disease 

(CHD) in adults; Figure 1.5) and exacerbates 

respiratory diseases such as asthma in children or 

infants.(2,13,45,47,60–62) The 2010 U.S. Surgeon 

General report shows that tobacco use is harmful to 

almost all 

parts of the 

human 

body.(13) It 

has been estimated that about half of all regular smokers 

will die prematurely and that the life expectancy for 
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smokers is >10 years shorter than nonsmokers.(2,63) Annually, tobacco use (including SHS 

exposure) accounts for >480,000 deaths (278,544 among men and 201,773 among women) in the 

U.S. alone(2,64) (>6 million globally(65)). In Tennessee, tobacco use accounts for >11,400 annual 

deaths.(1) Indeed, the top three diseases in Tennessee – cancer, cardiovascular disease, and 

respiratory disease, are all tobacco-induced.(14,66) Thus, if Tennessee wants to improve its overall 

health status from 43rd (or 8th worst),(17) then it is incumbent on marshaling the needed resources 

to address the major public health problem in the state: tobacco use. 

 

1.2. Economic Consequences of Tobacco Use 
 

 The tobacco product has evolved and currently consists of the traditional cigarette and 

several alternative tobacco products (Figure 1.6). 

Tobacco use is not only harmful to human health 

but also has major adverse economic 

implications, including health care costs and 

increased poverty.(34,67) Research in the 

economics of tobacco control encompasses 

assessment of the economic costs attributable to 

smoking (direct health care costs and the costs of loss productivity) and economic impact of tobacco 

control policies and programs.(34,68–70)  It has been estimated that tobacco use in the U.S. 

accounts for >$300 billion in annual economic costs (~$170 billion for direct medical care for adults 

and ~$156 billion in lost productivity) including ~$5.6 billion attributable to SHS exposure.(2,71) The 

total economic costs (health care costs and lost productivity) attributable to smoking in Tennessee is 

over $5 billion.(1,72) In contrast, research on the economic impact of tobacco control policies and 

programs has consistently shown economic benefits.(2,43,70,73) While such policies and programs 

are effective in reducing tobacco use, they do not have negative impacts on government revenue or 

the economy. This evidence provides the economic rationale for continuing efforts to identify 

effective and innovative means of preventing tobacco use initiation and fostering cessation among 

tobacco users. 
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1.3. Effects of the Use of Electronic Nicotine Delivery Systems (ENDS; e-
cigarette) 
 

Originating from China in the early 2000s,(74–76) the 

use of ENDS, which involves heating a solution of glycerol or 

propylene glycol, nicotine and flavorings to deliver nicotine in 

the form of a vapor, has become a major public concern in the 

light of increasing usage amidst limited scientific evidence on 

its health impacts(77,78) and near absence of a regulatory framework to protect the public.(79) 

Nevertheless, emerging studies have shown that during 2012-2013, the sale of e-cigarettes in 

convenience stores in the U.S. increased by 320% for disposable e-cigarette, 72% for starter kits, 

and 82% for cartridges.(80) Additionally, it was found in the 2014 Tobacco Products and Risk 

Perceptions Survey that 22% of current ENDS users were former cigarette users and 10% were 

never smokers.(81) Studies have found that e-cigarette use has been increasing among both 

adolescents(82) and young adults aged 18-25 years;(83)  however, very limited policies and 

programs exist to address this emerging issue. The CDC reported that, as of November 30, 2014, 40 

states (including Tennessee: 1/1/2016(84)) prohibited ENDS sales to minors, but only three states 

prohibited ENDS use in private worksites, restaurants, and bars.(85) Thus, there is  limited 

regulation of ENDS use in the U.S., although the U.S. Food and Drug Administration (FDA) launched 

its regulatory actions on alternative tobacco products, including ENDS, in May 2016.(86,87) 

 

 All in all, the issue of how to address this emerging public health issue has generated 

contentious debates among health care professionals and within the public health community.(88–

90) While some perceive e-cigarettes as harm reduction devices(91) that can aid smoking 

cessation,(92–94) others have raised concerns about their safety and likelihood of renormalizing 

smoking,(95,96) the potential of introducing nonsmoking youths to nicotine addiction,(82,97–99) the 

use of ENDS as "gateway" to the use of conventional/traditional cigarettes,(100,101) the potential to 

undermine smoking cessation, and eradicate public health gains over the past half century (Figure 

1.1) through "dual use".(82) To forestall a future "e-cigarette epidemic", several organizations have 

called for further research and the need to develop a regulatory framework for the manufacturing, 

distribution, marketing, purchase, and use of e-cigarettes.(102,103) The paucity of data on the use 

of ENDS in Tennessee, despite the reported increase in usage at the national level, generates 

critical need for research.  
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1.4. Distinctive Regional Characteristics that Influence the 
Topic/Problem 
 

 The northeast region of Tennessee consists of eight counties -- Carter, Greene, Hancock, 

Hawkins, Johnson, Sullivan, Unicoi, and Washington -- located in the Central Appalachian region of 

the U.S. Historically, the Appalachia region of northeast Tennessee is characterized by slow 

economic development and high poverty rates. Due to the mountainous terrain, communities 

are isolated from resources and services. This geographic and social isolation has combined to 

create a unique culture of people who are independent and conservative in political outlook. Even 

with modern technological advances reaching the more populated areas of our region, the remote 

mountainous communities are still cut-off from programs and services, and in many ways resistant to 

outside assistance. Therefore, the population of study for this PHIP represents a unique area of the 

state, thus findings from the PHIP report may not all easily translate to other areas of the 

state. However, given the significant disparities related to tobacco use prevalence and health 

outcomes in the region,(104,105)  the priority issues and recommendations found through this PHIP 

process represent important determinants that underscore the most basic factors needed for 

tobacco control.   

 

1.4.1. Demographics 
 

 The U.S. Census Bureau estimates that the total population of Tennessee was 6,549,352 in 

2014, of which 78.9% were White.  The total population for eight counties ranged from less than 

10,000 (Hancock) to over 100,000 (Sullivan and Washington; Figure 1.8), with a mix of urban and 

rural areas. The demographic characteristics of the eight counties (Figures 1.9-11) suggest that 

some of the most disadvantaged and underserved counties in Tennessee are located in the 

northeast region (e.g. Hancock County). These demographic characteristics provide insight into the 

type of population for tobacco control.  
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1.4.2. Health Status 
 

 In 2014, the overall ranking of the health status of Tennessee was 43rd of 50 states.(17) In 

the same year, of the total 95 counties in Tennessee, the overall health status or outcomes for the 

eight counties in northeast Tennessee -- Carter,  Greene,  Hancock, Hawkins, Johnson,  Sullivan,  

Unicoi, and Washington was ranked 48th, 59th, 93rd, 64th, 44th, 36th, 68th, and 19th, 

respectively.(106) These differences in health status among counties, although they are all in the 

Appalachian region of the U.S., suggest the importance of understanding each county for the 

development of policies and programs to improve the population’s health. 

 

1.4.3. Prevalence of Tobacco Use 
  

 Overall, the prevalence of tobacco use in Tennessee has consistently been above the 

national average (Figure 1.12). As indicated earlier, 1 in 4 adults and 1 in 5 youth smoke in 

Tennessee.(14) The prevalence rates in the eight counties are not only above the national average 

but also the overall rate in Tennessee. In this regard, the region has a distinctive feature of high 

smoking rates in the country, with the percentages of current adult smokers ranging from 23% in 

Unicoi to 40% in Hancock in 2013. In terms of population sub-groups, the high rate of smoking 

among pregnant women in the region has been documented.(107,108) This generates concerns 

over exposure of nonsmokers (including the unborn) to SHS and nicotine addiction in the region. 
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 Tobacco use or nicotine addiction in the region encompasses SLTs and, increasingly, the 

use of ENDS. The prevalence of SLTs (e.g., chewing, dip, etc.) in Tennessee was 6.5% among 

adults in 2010-111 and 13.3% in youth in 2013.2 Although no specific county data for SLTs was 

available for this PHIP project, the qualitative data suggest that the prevalence of SLTs in the region 

is likely higher than that of the state and the entire nation, given the history of tobacco use in the 

region.  Similarly, the qualitative data generated from this PHIP project overwhelmingly suggest a 

high uptake of ENDS usage across all age groups. Thus, efforts to prevent tobacco use initiation and 

to control the usage of tobacco products should also encompass both SLTs and ENDS. 

 

1.4.4. Health Effects of Tobacco Use 
  

 Although tobacco use and SHS 

exposure are associated with diseases in 

almost all parts of the human body, the three 

major tobacco-induced diseases in the 

U.S.(2,13) and Tennessee(14,66) are 

cancer, cardiovascular diseases (CVD), and 

respiratory diseases. While these chronic 

diseases constitute the most common 

tobacco-induced diseases in northeast Tennessee, respiratory diseases constitute the largest 

proportion (Figure 1.13), compared with CVD nationwide(2,13,109) and in the state. (14,66) With this 

distinctive information, more resources can be geared toward respiratory diseases such as chronic 

obstructive pulmonary disease (COPD). This suggests the importance of population-specific studies 

for developing policies and programs to prevent tobacco use initiation and cessation.  

  

                                                             
1 Source: CDC, from the Tobacco Use Supplement to the Current Population Survey (TUS-CPS)  
2 Source: CDC, from the Youth Risk Behavioral Surveillance System (YRBSS)  

http://nccd.cdc.gov/STATESystem/rdPage.aspx?rdReport=OSH_State.CustomReports&rdAgReset=True&rdShowModes=showResults&rdShowWait=true&rdPaging=Interactive
http://www.cdc.gov/statesystem/glossaryandmethodology.html
http://nccd.cdc.gov/STATESystem/rdPage.aspx?rdReport=OSH_State.CustomReports&rdAgReset=True&rdShowModes=showResults&rdShowWait=true&rdPaging=Interactive
http://www.cdc.gov/statesystem/glossaryandmethodology.html
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1.4.5. Tobacco Control in the Counties 
 

 There is an overall absence of a coherent and comprehensive tobacco control program in 

Tennessee.(1,16,110) As such, tobacco control in the state consists of a patchwork of state level 

policies and programs administered through different departments, regional offices, and individual 

counties.(110–112) Although tobacco control in the state could be traced to the 1890s or 

earlier,(110) contemporary tobacco 

control is primarily driven by three 

major legislations --- the 1994 

Prevention of Youth Access to 

Tobacco Act (PYATA), the 1995 

Children's Act for Clean Indoor Air 

(CACIA), and the 2007 Non-

Smoker Protection Act (NSPA).(16,110) As a result, there is no consistent pattern for tracking policy 

progress in the state. Compared with other states in the country, the American Lung Association's 

policy data for Tennessee in its State of State Tobacco Control(113–115) shows that Tennessee 

consistently scored low on four policy indicators -- tobacco prevention, 4 shows a big difference in 

the utilization of the Tennessee Quitline (Figure 1.14), and indicates the limitation in access to 

cessation services.  In this respect, this PHIP to reduce tobacco use in the counties and statewide is 

arguably the first major attempt to develop a coherent comprehensive program to address tobacco 

use in the entire state. 

 

1.4.5.1. Local Best Practices for Tobacco Control 

  

 Consistent with the overall situation in the state, tobacco control in the northeast region 

primarily consists of a patchwork of federal tobacco control policies such as taxes, advertising bans 

and health warnings; and activities administered through organizations such as CDC and the U.S. 

Food and Drug Administration (FDA) under the 2009 Family Smoking Prevention and Tobacco 

Control Act;(116) policies and programs emerging out of the state which are mostly supported by 

tobacco tax and Master Settlement Agreement (MSA) revenues;(16) programs by regional health 

departments; and plethora of uncoordinated activities by nongovernmental organizations and private 

sector businesses. However, despite the Healthy People 2020 aims to remove the preemption of 

tobacco policies nationwide(57), tobacco control activities in the counties have been hampered by 

the state's preemption of tobacco policy imposed by the 1994 Prevention of Youth Access to 

Tobacco Act (PYATA), which has limited the power of any sub-government to make tobacco policies 



20 
 

more stringent than those of the state.(16,110,111,117,118) Still, the counties have continued to find 

innovative ways pertaining to Protection, Prevention, and Cessation.  

 

 Central to the PHIP project is to identify local best practices or evidence-based policies so 

that they can be scaled up as region-wide or state-wide policies and programs. In this respect, Table 

1.1 shows the key best practice policies and programs in existence in the counties within the 

restricted regulatory framework. These local best practice policies and programs have been 

independently developed, such as Mountain States Health Alliance's nicotine-free policy and East 

Tennessee State University's tobacco-free policy, or adapted from the state or elsewhere in the 

country, such as the Clinical Effort Against Second Hand Smoke Exposure (C.E.A.S.E) and Baby 

and Me Tobacco Free, or local initiatives such as "Unsmokeable" and signage for parks and public 

places. 
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Table 1.1: Local Best Practices 

Policies and Programs Brief Description 

Protection  

Mountain States Health 
Alliance (MSHA)'s 
nicotine-free workforce 
and smoke-free 
campus 

 All employees should be nicotine-free 

 Nicotine-dependent employees are provided with support for cessation 

 Random test for compliance 

 Smoke-free hospital campus 

East Tennessee State 
University's Tobacco-
free policy 

 Ban on the use of smoked, smokeless, and any lit product (including 
ENDS), except in private vehicles 

 Campus patrol to ensure compliance 

 Noncompliance is progressively penalized 

 Standing tobacco committee 

 Organization of campus educational events 

 Cessation services available and accessible to students 

 Continuous research to assess policy efficacy, attitudes, compliance etc. 

Crown Laboratories  Smoke free campus; Must smoke inside cars only, including ENDS 

 Optional life insurance policy gives rates based on smoking status 
through Boston Mutual 

Johnson City Power 
Board (JCPB) 

 Smoke free campus, including ENDS 

 No smoking in JCPB vehicles or in front of customers or out on a job 

 Campus has designated smoking areas 

 Contracted MSHA nurse that periodically conducts smoking cessation 
classes and works on a one-on-one basis with employees 

Smoke-/tobacco-free 
outdoor public places 

1. Campaigns to make ball parks and other outdoor places smoke-
/tobacco-free. 
 

2. Bristol Motor Speedway smoke-free policy (including ENDS) that is 
enforced through the social media, text message. 

All school systems in the 
region 

 Tobacco free campus, including ENDS 

Signage  Tobacco-free Ball Park and Tobacco-free seats utilized to reduce 
exposure to secondhand policies in outdoor public places 

Training program   Clinical Effort Against Second Hand Smoke Exposure (C.E.A.S.E), a 
training module for healthcare providers that seeks to address family 
tobacco use in a routine and effective manner.  

Wellness program  Gold Sneaker Initiative, developed to augment health and wellness 
policy in child care facilities whereby facilities with Gold Sneaker 
recognition must adopt a tobacco-free policy.  

Smoke-free housing 
units 

 Academy Hill Condo Association, Jonesborough, smoke-free building 
policy, requires no smoking by residents in the building 

Prevention  

School-based health 
promotion programs 

1. Teens against Tobacco Use (TATU), Peer-to-peer educational 
programs for students aged 14-17 years. 

2. Tar Wars, a 4-hour curriculum targeting youth aged 8-14 years 
3. The Michigan Model for Health, a school-based curriculum 

implemented by Coordinated School Health. 

Social media program(s) 1. "Unsmokeable", a program to increase awareness of the harm of 
tobacco use and prevent initiation 

Community-based 
educational programs 

 These are programs offered by the health departments, coalitions, and 
healthcare organizations across the counties. 
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Cessation  

Incentive programs 1. Baby and Me Tobacco Free, an incentive-based program for pregnant 
women and women with infant children are given vouchers to purchase 
diapers for staying smoke-free 

 
2. Tennessee Intervention for Pregnant Smokers (TIPS), a program that 

offers cessation assistance to pregnant women and healthcare provider 
training to enable them to deliver brief smoking cessation counseling 
and assistance to pregnant patients 

 
3. Power to Quit, is an incentive-based program involving cessation 

support during pregnancy 
 

4. Freedom From Smoking Cessation classes taught in Washington and 
Unicoi counties (8 sessions)  

Cessation program for 
special populations 

1. Tobacco-free mental health facility, Woodridge Hospital of Mountain 
States Health Alliance does not allow smoking by patients and provides 
patients with nicotine replacement therapies. 

 
2. Maternal smokers: the Village Clinic in Carter County require all 

mothers seeking medical treatment to be smoke-free 

General Population 1. MSHA Unicoi Memorial Hospital in Unicoi County conducts universal 
screening for tobacco use and refers all tobacco users to the 
Tennessee Quitline 

2. The Tobacco Quitline, a toll-free telephone service offering 
personalized support for individuals wanting to quit 

3. Project Connect, an adolescent tobacco cessation and reduction 
program 

Data  

Surveillance  Individual school-based surveys 

 

2.0. PROJECT FRAMEWORK 
 

The framework for this study was derived from the CDC's Best Practices(1) and other 

evidence-based policies and programs or best 

practices to prevent tobacco use initiation and 

encourage or motivate tobacco users to cease 

the use of the products,(4,7,10) including the 

World Health Organization's MPOWER3 

reports.(12) This framework is a population-

based approach to the problem of tobacco use 

and is based on three pillars -- Protection of the 

general population from exposure to tobacco use 

                                                             
3 The MPOWER has six components: M - Monitor tobacco use and prevention policies; P - Protect people from tobacco smoke; O - 

Offer help to quit tobacco use; W - Warn about the dangers of tobacco; E - Enforce bans on tobacco advertising, promotion and 
sponsorship; R - Raise taxes on tobacco 
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and secondhand tobacco smoke (SHS), Prevention from tobacco use initiation, and Cessation of 

tobacco use. While Protection focuses on policies and programs geared towards the entire 

population regardless of smoking status, Prevention focuses on those susceptible to tobacco use 

initiation and targeted with tobacco industry activities such as youth and young adults, and 

Cessation focuses on helping people already addicted to tobacco and on the continuum of the 

trans-theoretical or stages of change model (pre-

contemplation, contemplation, preparation, change, and 

maintenance)(119–121) to stop using tobacco products 

(Figure 2.1). Thus, Protection policies and programs 

cover the broadest population, followed by Prevention, 

and Cessation; hence, the pyramid framework. As 

Figure 2.2 shows, these components of the PHIP 

framework overlap as there is rarely single-purpose tobacco control policy or program. This 

framework relies on the comprehensive approach to addressing tobacco use with both demand-side 

and supply-side policies and programs that reinforce one another. The evidence clearly suggests 

that such a comprehensive program could address this major public health issue.(53) 

 

2.1. Protection from Tobacco Use and Secondhand Smoke Exposure 
(SHS) 
 

 Tobacco use is a learned behavior that progresses from never-smoking, initiation, 

experimentation, and regular smoking.(122,123) It is as much as an addiction to nicotine or nicotine 

dependence(31,32) as it is a matter of social context of usage.(124–128) An individual's (i.e., 

nonsmoker) exposure to tobacco through a multitude of channels, including friends or peers and 

familial relations,(129–133) and tobacco industry activities(134,135) such as advertising and 

promotions, serves as impetus for tobacco use. In an environment where tobacco use is a norm and 

socially acceptable, the risk of tobacco use increases exponentially.(136) Thus, the protection 

segment of the PHIP framework entails limiting/restricting the entire population from exposure to 

tobacco use. 

 

 An integral and critical component of protecting the entire population from tobacco use is 

exposure to SHS. Of the over 7,000 chemicals that have been identified in tobacco smoke, over 70 

are known carcinogenic or cancer-causing agents.(2) The exposure to these chemicals cause 

several diseases for children, adolescents, and adults.(2,13,44,60) In 2014, the U.S. Surgeon 

General reported that since 1964, approximately 2,500,000 nonsmokers have died from health 
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problems caused by exposure to SHS.(2) During 2011-2012, it was estimated that about 58 million 

nonsmokers aged ≥3 years in the U.S. were exposed to SHS,(137) down from 88 million during 

2007-2008.(138) In 2011, 47.5% of Tennessean adults reported exposure to SHS (vs. 47.7% 

nationwide), and 34.9% of children lived in homes without smoke-free rules (vs. 32.0% 

nationwide).(139) This suggests the need for population-based policies and programs to protect 

these nonsmokers as there is no safe level of exposure.(2) 

 

 Protection in this framework encompasses several policies and programs, including smoke-

/tobacco-free policies, counter-marketing/advocacy/mass media campaigns, bans on tobacco 

advertising/promotion/marketing and sponsorship, taxes on tobacco products, and health warning 

labels. Because these policies are effective and cost-efficient, they constitute what WHO refers to as 

"best buy".(12) In a democratic society such as the U.S., developing these protection policies and 

programs requires engagement with the political system at all levels of governance --- local, state 

and federal --- in a manner akin to multilevel governance.(42)  

 

 An integral part of Protection is effort to denormalize tobacco use behavior and the tobacco 

industry activities. At the peak of tobacco use in the U.S., the tobacco industry worked hard to make 

tobacco use normal social behavior through advertising and other activities.(20) Recognizing this 

phenomenon, tobacco control advocates worked (and continue to work) to denormalize or 

delegitimize tobacco as part of the culture of the country.(140,141) One key successful strategy in 

this regard was to define tobacco use in terms of nonsmokers' exposure to the hazards of SHS.(141) 

While this protected nonsmokers, it simultaneously denormalized smoking, contributing to a decline 

in tobacco use in the U.S. Thus, underlying the ongoing debate about ENDS is concern over 

renormalization of tobacco use.(85,93,99) 

 

2.2. Prevention from Smoking Initiation 
 

 It has been well-established that up to 90% of regular smokers started smoking as minors 

(i.e., ≤18 years of age) and that up to 99% started by age 26 years.(142) This suggests that if an 

individual does not initiate tobacco use by the age 26 years, it is less likely that the person will do so. 

This is why tobacco use has been referred to as a "Pediatric Disease".(143) As indicated earlier, the 

nicotine in tobacco is more addictive than many substances of abuse;(32) hence, it is critical to 

prevent youth and young adults from taking their first puff of any tobacco product or ENDS. This will 

require deeper understanding of the underlying causes of smoking initiation, including individual 

factors such as the tendency towards risky behaviors, social factors such as tobacco use, behavior 
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of peers and familial relations, and environmental factors such as the tobacco industry activities 

targeted at youth and young adults.(142) Indeed, youth and young adults constitute replacement 

users for older tobacco users and are targeted with various sophisticated advertising and marketing 

strategies to get them addicted to tobacco products through several channels, including retail point-

of-sale tobacco,(50,51) bars and nightclubs,(144,145) and movies.(146–148) In this respect, 

understanding the etiology of tobacco use initiation is critical for any prevention policy and/or 

program. 

 

 Prevention in this framework is primarily youth- and young adult-focused and encompasses 

identifying youth and young adults susceptible to tobacco (and ENDS) use initiation, particularly 

those in the preparatory phase of the tobacco learned behavior.(149,150) This involves youth 

smoking prevention policies and programs (YSP) such as youth access laws, bans on sale of 

tobacco products to youth, age limitation laws, peer and familial education, and undermining the 

social acceptability of tobacco use through mass-reach campaigns and activities of advocacy and 

other societal organizations. Additionally, school-based policies and programs including smoke-

/tobacco-free campuses (K-12 and colleges) are critical parts of the prevention segment of this PHIP 

framework. Prevention of tobacco use initiation will prevent youth and young adults from becoming 

addicted to nicotine and the resultant health and economic costs imposed on themselves and the 

society as a whole. There is, however, a need for caution with respect to tobacco industry YSP 

programs as they may also have unintended consequences of increasing tobacco use in youth.(151) 

 

2.3. Cessation of the Use of Tobacco and Nicotine Delivery Products 
 

 Nationwide, about 18% of adults aged ≥18 years smoked in 2013 (i.e., ~42 million 

people);(152) 24.3% in Tennessee. The evidence suggests that most of these smokers become 

addicted to nicotine  (nicotine dependent), which makes it difficult to quit tobacco use.(2,3,9,13) 

Research suggests that the majority of smokers desire to quit smoking. In 2010, 68.8% of adult 

smokers wanted to stop smoking, 52.4% had made a quit attempt in the past year, 6.2% had 

recently quit, 48.3% had been advised by a health professional to quit, and 31.7% had used 

counseling and/or medications when they tried to quit.(153) In essence, despite the desire by about 

70% of adult smokers to quit tobacco use, only about 6% succeed in actually quitting. This gap 

between the desire to quit and actually quitting gives prominence to the issue of cessation. 

 

 Cessation in the framework encompasses both individual- and population-based policies 

and programs to help the over 42 million smokers in the U.S. (approximately 1.6 million in 
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Tennessee) to stop using tobacco products. These policies and programs entail the availability and 

accessibility to cessation aids and services for tobacco users who need them, as well as health 

promotion activities to enhance people’s knowledge about health hazards of tobacco and the need 

for cessation. Cessation aids include pharmacological treatments involving the use of Nicotine 

Treatment Therapies (NRTs) such as varenicline or Chantix, patches, and gums to wean people off 

nicotine dependence; and behavioral treatments such as individual or group counseling.(9) Also, 

part of the cessation assistance is programs such as Quitlines that smokers can easily access and 

seek help. Because of the nicotine dependence, quitting tobacco use is difficult for users and may 

require several quit attempt.(13,154) Nonetheless, there are several health(2,47,155) and 

economic(156) benefits of tobacco use cessation to individuals and society at large. 

 

 Cessation is the most complex and expensive aspect of this PHIP framework as it involves 

the delivery of medical services, tobacco users at different stages of change in the trans-theoretical 

model,(119,120) and increasing concentration of tobacco use in underserved and disadvantaged 

populations that has created disparities in the behavior.(56,152) Moreover, in some cases such as 

smoking during pregnancy and exposing children to SHS, the issue becomes more than the 

individuals’ desire to smoke as vulnerable groups or populations are involuntarily exposed to health 

hazards. Given these dynamics, cessation entails enormous resources (both human and financial) to 

help people to quit in an environment of uncertainties about both individuals’ readiness and 

communities’ preparedness to engage in activities that will help tobacco users to quit using tobacco 

products. The health and economic costs imposed on the entire country by the over 42 million 

smokers suggest the critical need for cessation policies and programs as integral part of a 

comprehensive program to reduce tobacco use and achieve Healthy People 2020 goal of 12% adult 

smoking rate. 
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3.0. THE PHIP PROCESS 
 

 The community-based participatory and bottom-up approach guided the entire PHIP 

process. As such, conscious efforts were made to involve all stakeholders in the northeast 

Tennessee region. The entire process started with informational meetings with county health 

councils in the region and culminated in a region-wide meeting that developed recommendations for 

the three components of the 

PHIP framework -- protection, 

prevention, and cessation 

(Figure 3.1). The PHIP team 

held weekly meetings 

throughout the period to 

discuss the obtained 

information. 

The entire PHIP process covers 

one year of activities, starting 

from June 2015 to July 2016. 

The first phase of activities, 

culminating in this report, 

covers activities carried out 

between July and December 

2015 (Table 3.1). This was a 

short period for a project that 

requires the involvement of key 

stakeholders, including hard-to-

reach tobacco users and 

people in rural communities. 

Nevertheless, through the 

efforts of the PHIP team and in collaboration with the northeast regional health department, the 

Sullivan county metro health department, and regional anti-drug coalitions, key stakeholders were 

able to participate in the PHIP project. The final PHIP activity involved the SIM meeting in Nashville, 

Tennessee, to discuss and identify scalable policies and programs. 
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Table 3.1: Timeline of Population Health Improvement Plan (PHIP) Activities 

Date (2015-2016) Event 

July - September , 2015 Met with the 7 Health Councils and the Sullivan County Anti-Drug 
Coalition 

July – September, 2015 Conducted Gap Analysis from health council and anti-drug 
meetings 

August 21, 2015 ETSU Institutional Review Board approved the study 

September 29 - October 19, 2015 Conducted Key Informant Interviews 

October 9 - October 26, 2015 Key Informant transcript data analysis, and planning for Community 
Meetings  

October 29, 2015 Community meeting with participants from the Northern Counties 
(Greene, Hancock, Hawkins, and Sullivan) 

November 5, 2015 Community meeting with participants from the Southern Counties 
(Carter, Johnson, Unicoi, and Washington) 

November 2 - November 18  Planned, organized, and prepared recommendations from 
community meetings for northeast Tennessee Regional Meeting.  

November 19, 2015 Northeast Tennessee Regional meeting 

November 30 - December 11, 2015 Data analysis of community and regional meeting findings.  

November 20 - December 14 Preparation of the PHIP draft report 

December 15, 2015 Submission of the PHIP draft report to Tennessee Department of 
Health 

March 3-4, 2016 State Innovation Models meeting of Tennessee Department of 
Health and five academic institutions.  

 

3.1. Overall Approach 
 

The Tennessee PHIP for tobacco control process began with attendance at the seven health 

councils in the region and the Anti-drug coalition in Sullivan County, as a way to introduce the project 

and start to identify gaps. PHIP investigators and staff attending meetings asked members a series 

of questions to determine needs or gaps for tobacco control in each county (Appendix 3.1). The 

information obtained from these meetings was compiled and populated within a gap analysis sheet, 

which was then incorporated into stakeholder findings per county (Appendix 3.2-9 for county gap 

analysis tables).  

 

 After the initial meetings with councils, individuals within counties who were most involved in 

tobacco control activities were identified and two key informant interviews were set up for each 

county. Additional key informant interviews were conducted with regional representatives or 

members of special populations. Within key informant interviews, additional individuals involved in 

tobacco control efforts within the county were identified and invited to community meetings. Two 

community meetings were held, one for counties in the Northern part of the region (Greene, 

Hancock, Hawkins, and Sullivan) and another for counties in the Southern part of the region (Carter, 
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Johnson, Unicoi, and Washington) . Community meetings included presentation of important 

secondary data related to tobacco use in the region, information gathered from key informant 

interviews related to ongoing efforts, current capacity for tobacco control, and opportunities or ways 

to build capacity. The community meetings provided an additional chance to gather information 

within small discussion or focus groups with additional representatives from each county. 

Additionally, within community meetings, cross-county small group discussions provided an 

opportunity to determine important findings across counties related to major topical areas 

(Protection, Prevention, Cessation, Data and Integrations, and Infrastructure) and to begin to 

identify recommendations for tobacco control.  

 

 At the community meetings, participants were asked to identify key individuals from different 

community sectors that should be invited to the regional stakeholder meeting. These individuals 

were then contacted and invited to the regional meeting. Thus, a snowball recruitment method was 

used throughout the process and provided an opportunity to continually engage individuals who 

were most interested and passionate about tobacco control in the region (see Table 3.9 for detailed 

information).   

 

 The work at the county and regional levels resulted in a draft PHIP report, which was 

presented and discussed during the SIM meeting to identify scalable policies and programs. The 

activities during the meeting included powerpoint presentations and breakout sessions for detailed 

discussion of the PHIP recommendations to identify scalable policies and programs. This meeting 

informed the final PHIP recommendations, which encompass policies and programs that can be 

scaled up for statewide adoption. 

 

 3.1.1. Stakeholder Analysis   
 

 Community guides to health promotion and disease prevention require the participation of a 

diverse group of stakeholders in public health programs.(73,157) This provided the rationale for the 

involvement of diverse stakeholders in the PHIP process, including individuals, special-emphasis 

institutions such as the health councils, health departments, anti-drug coalitions, representatives of 

schools and universities, clinics and hospitals, foundations, businesses, the media, and 

representatives of minority populations (Appendix 3.10). Not including participants in the SIM 

meeting, 222 people representing 91 separate organizations participated in the PHIP project. Thus, 

diverse perspectives were solicited for developing the regional recommendations that informed the 

discussions during the SIM meeting. 
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3.2. PHIP Sources of Data 
  

 The development of the PHIP entails the utilization of both quantitative and qualitative data. 

The quantitative data was acquired from Tennessee Department of Health to provide insight into the 

scale of tobacco use as well as provide and share results of the analyses with project participants, 

prior to discussion. The acquired 

secondary data included the prevalence 

of tobacco use, namely cigarettes and 

known health effects of tobacco use 

(mortality rates, cancer, cardiovascular 

diseases, and respiratory diseases). 

Additionally, the data included economic 

costs attributable to tobacco use, such as direct healthcare costs, lost productivity, and years of 

productive life lost. Moreover, data pertaining to the accessibility and utilization of cessation aids and 

services, including counseling and the telephone Quitlines were obtained and triangulated with those 

from the CDC. The other data acquired pertained to benefits attributable to tobacco (revenue and 

employment), tobacco production (volume of tobacco produced and acres of tobacco farmed), and 

tobacco retail outlets. The data span over several years to facilitate trend analysis. 

 

 The data gathered was analyzed using descriptive statistics (frequencies, percentages, and 

proportions) and the results were presented in the form of tables and figures. Inpatient and 

outpatient data were combined for cancer, cardiovascular diseases, and respiratory diseases. 

Incidence rates were then calculated per 100,000 people, so that data was comparable across all 

counties in the region. The results of the analysis was incorporated in our presentations to the health 

councils and during the community and regional meetings, as well as shared with our key 

informants. Typically, at the beginning of every meeting, the quantitative data was presented to the 

audience as prelude to the discussion of how to address tobacco use in the NE region of 

Tennessee. In this regard, the quantitative data performed dual roles in the PHIP project: 

informational and educational. Thus, the data was used to inform and educate participants about the 

scope of the tobacco use problem in individual counties and the region to elicit from the key 

stakeholders best practices that are working as well as brainstorming new strategies that can be 

used to address the problem.  

 

 The qualitative data involved recorded interviews and meeting discussions as well as 

participant observations (see below for the detailed descriptions). The recorded interviews and 
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discussions were transcribed using a professional transcriber and analyzed using the qualitative 

software NVivo (QSR International, Victoria, Australia) for thematic coding. The results were 

synthesized for two purposes: 1) inform the community and regional meeting participants and 2) to 

use as the foundation or basis for this PHIP report. Thus, this PHIP is the outcome of intensive 

collection and analysis of quantitative and qualitative data over a short period of time. 

 

3.3. Health Council Meetings  
 

 The project started with preparatory and informational meetings with the 7 Health Councils4 

in the Northeast region of Tennessee and the Sullivan Anti-Drug Coalition (SCAD), as Sullivan 

County does not have a health council. Each meeting consisted of individuals representing the 

various segments of the county, including the Health Departments, advocacy groups, hospitals, 

academic institutions, insurance companies, patient groups, and businesses, all with one common 

purpose of improving the health status of the county. As a health-based institution, it became 

obvious that the Health Councils were the most appropriate place to get community buy-in into the 

PHIP project and to engage the community in any bottom-up health activities.  

 The meetings with the Health Councils were coordinated by Crystal Robertson in the NE 

Regional Health Office and a PHIP team member. During each meeting, data on the prevalence and 

the health effects of tobacco use in the county and tobacco control were collected in hand-written 

notes (see Appendix 3.1 for questions). Immediately after each meeting, the PHIP team held about 

30 minutes debriefing session to compare notes and reconcile any differences in the gathered 

information. By reconciling differences among the PHIP team and reaching consensus, it ensured 

that the information gathered was a true representation of the health councils' knowledge and 

opinions of tobacco use (including ENDS) in their counties. 

 These informational sessions based on bottom-up community-based participatory research 

approach (CPBR) quickly elicited the interest of the public health community in each county in the 

PHIP project. This is because the misperception that the PHIP was a top-down project was replaced 

by the PHIP as a community-based project; hence, the need for all community stakeholders to be 

actively involved in it. Overall, the output for these health councils meetings was the gap analyses, 

which were subsequently synthesized with information from the key informant interviews (see 

Appendix 3.9). The information from the Health Council meetings provided the foundation for the key 

                                                             
4 Sullivan County does not have a Health Council. As such, we attended two meetings of the Sullivan County Anti-
Drug Coalition. 
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informant interviews and meetings (community and regional) and the scale up of the PHIP-related 

activities. 

 

3.4. Key Informant Interviews  
 

3.4.1. Sites and Stakeholders 
  

 Data collection was conducted by faculty and graduate students at East Tennessee State 

University’s College of Public Health. Doctoral students and two faculty members conducted a 

minimum of two key informant interviews from each of the eight counties in Northeast Tennessee.  

Given that the PHIP study aimed to develop an innovative, population-based plan involving effective 

policies and programs to reduce tobacco use in Tennessee, knowledge of existing state tobacco-

related programs and state policies is necessary. An understanding of current capacity will not only 

provide important information on availability and accessibility to preventive and treatment services in 

the state, but also assist with the identification of areas in need of improvement. Thus, a review of 

present tobacco control policies as well as programs and strategies to prevent tobacco use, to 

reduce SHS exposure, and to promote cessation of tobacco use in Tennessee was undertaken.  

 

3.4.2.1. Data Collection: Main Interviews 
  

 Over twenty key informant interviews were conducted in a semi-structured format, and 

employed the same standardized, open-ended question guide, with probes being utilized to explore 

depth and detail (Appendix 3.11). The interview questions were developed to obtain responses that 

describe knowledge and experiences around protection, prevention, and cessation of tobacco use. 

During the interview, informants were also asked to identify other stakeholders in their county who 

should be involved in developing a plan towards tobacco control.  

 

3.4.2.2. Data Collection: Supplemental Interviews  
  

 The snowball process used to conduct the key informants yielded mostly county-level key 

individuals involved in local tobacco control efforts. As a result, between the community and the 

regional meetings, the PHIP team consciously reached out to minority communities, including faith-

based organizations, to garner their perspectives about tobacco use in their communities. These 

efforts resulted in 12 additional interviews (3 Hispanics, 1 African American, and 8 others).  
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Additionally, it did not seem feasible to include tobacco users in the PHIP process given the short 

time frame, and the knowledge that PHIP recommendations would need to include formative 

research with specific priority populations to develop programmatic and policy-related interventions. 

 

3.4.3. Data Analysis 
 

Recruitment, data collection, and analysis occurred within a two-month period. Interviews 

and community meetings were audio-recorded and transcribed by Babeltype©, and then analyzed 

using a framework approach.(158) Codes were derived a-priori by one of the co-investigators, who 

developed a set of themes and subthemes (Appendix 11) guided by evidence from existing research 

and the CDC’s Guide for Comprehensive Tobacco Control Programs(1). Each interviewer coded 

their respective transcripts, using both NVivo software and manual methods, by grouping responses 

under applicable themes and subthemes. The subthemes were then further condensed by creating 

overarching themes across counties. Additionally, once key informant table information was 

developed, it was compared to Gap Analyses findings, and additional information from Gap 

Analyses was added if it was not previously documented within key informant tables.  

 

3.4.4. Results  
 

3.4.4.1. Protection/Policies for Tobacco Control 

  

 Assessment of findings from key informant interviews around protection/policy yielded many 

shared activities (Appendix 3.4.1). Evaluation of all findings in this area showed that the majority of 

work was in policy, not program. This was seen across all eight counties. In every county, current 

activity around the Non-Smokers Protection Act (NSPA), smokefree campuses (whether it was 

schools, hospitals, higher education, etc.), and smoke-free governmental buildings were the largest 

focus with attention to enforcement and education. Another shared finding was that in all counties, 

with the exception of Greene, efforts were toward inclusion of sporting events on school campuses 

going tobacco-free. Greene County showed instead that they had already implemented and 

experienced success in this area. At the time of this PHIP project, developing policies or programs 

toward tobacco-free parks was a common finding in all counties. Some of the counties had already 

began work in this area, and all others were beginning or in the planning stages to do so. Carter, 

Greene, Johnson, Unicoi and Washington all stated that a shared activity was higher health 

insurance premiums for tobacco-using workers employed at Mountain States Health Alliance or 
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other facilities. One unique activity was found in Sullivan County, where there was a push towards 

the removal of the state tobacco policy preemption. The proponents of this policy modification felt 

that with this preemption still in place, no county will make the needed strides toward tobacco 

control. 

 

 As for areas of opportunity in Protection/Policy, the eight counties experienced many shared 

findings also. Counties stated that the lack of structured enforcement of current policies was a huge 

deterrent to their work in tobacco control. Either there was no enforcement built into the policies or 

enforcement was not carried out, no matter the level of policy. There was also the mutual finding of a 

lack of education and awareness of current policies. Counties believe that the communities are 

simply unaware of policies or the details surrounding them. If education were increased, 

enforcement would be made easier and control efforts would be more successful. With the exception 

of Sullivan and Johnson, counties stated the need for policies protecting vulnerable populations from 

tobacco, such as minors in vehicles and those with mental health issues. In fact, at the time of this 

PHIP project, the Tennessee Public Health Association was sponsoring a resolution to eliminate 

smoking in any vehicles transporting a child in a child restraint in Tennessee. Counties believed the 

adoption of this policy could help pave the way for similar acts. The other overarching finding 

between counties was reduction of youth access to tobacco products, including ENDS. Strategies to 

address this issue include the need for more points of access checks, limits on marketing, citations 

for those selling to minors, and higher taxes to prevent purchasing by minors. One county, Greene, 

did note that there is the issue of civil liberty infringement, which should be taken into consideration 

tobacco control.  

 

3.4.4.2. Prevention of Initiation of Tobacco Use 

 

Revenue from the MSA was a vital resource for prevention efforts.  The Health Departments, 

Coordinated School Health, and the school-based health clinics provided prevention activities in 

most schools and communities (Appendix 3.4.2).  Evidence-based programs were used for most 

prevention programs through the Health Department and Coordinated School Health.  Prevention 

programs include Tar Wars, the Michigan Model, Tobacco Free Kids, Kick Butts Day, Teens Against 

Tobacco Use (TATU), Students Against Destructive Decisions (SADD), and Superheroes Working 

Against Tobacco (SWAT).  There was significant collaboration between healthcare organizations, 

community service organizations, and faith-based organizations for prevention efforts.  Media 

campaigns sponsored by Health Departments were prevalent in the eight county region.  These 
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campaigns included public service announcements (PSAs), billboards, radio, and television 

advertising.    

All counties indicated the need to increase prevention efforts in the younger population, the 

need for parental support and education, and the need for systematic programming approaches in 

schools. All counties indicated the need for additional resources (e.g. funding, time, personnel) 

dedicated to prevention activities to support current and future efforts that include high dose, high 

frequency messaging on tobacco control.  Many counties reported strong existing community 

partnerships and strong existing prevention programs.  These strengths serve as a strong foundation 

for future expansion of prevention activities.    

Information obtained from the eight counties was similar in many ways; however, several 

counties executed prevention activities in a unique manner.  Two counties, Greene and Washington, 

utilized PSAs in movie theatres in addition to traditional billboards and television/radio advertising.  

One county, Sullivan, offered a social media campaign (Unsmokeable) in prevention efforts, as well 

as collaboration with the local anti-drug coalition.  Opportunities and needs were fairly consistent 

across counties with a few exceptions.  Greene County has 22 schools in a large area that 

challenges the resources available for prevention activities.  One county, Carter, reported a desire to 

include social media in tobacco control, however they indicated that they felt they were prevented 

from using social media in programming due to state and local regulations.  Finally, one county, 

Washington, indicated increased enforcement regarding sales to minors was needed.  

 

3.4.4.3. Cessation of Tobacco Use 

 

The findings on tobacco cessation provided in this paper and tables were gathered, pooled, 

and analyzed to find similarities across the northeast Tennessee counties. The information gathered 

from two key informant interviews from each eight counties was analyzed to find high frequency of 

needs as well as efforts (Appendix 3.4.3). The Tennessee Quitline was noted across every county 

as a current activity in place. Every county spoke of the Quitline, though they stated that there needs 

to increase its promotion so that it is utilized to its best potential. The counties also stated that there 

is access to Nicotine Replacement Therapies (NRTs) through the Quitline and also other avenues. 

Some counties did express concern that there is a limit on the availability of NRTs and, due to that, 

there is concern that not everyone will be able to access it. Many counties also noted employees' 

cessation programs provided by local businesses. They noted the need for an increase in these 

programs across the region, and many stated that the current programs by organizations such as 
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Mountain States Health Alliance's nicotine-free program could be used as a model for other local 

businesses.  

 

 There were also several needs that were identified as areas of opportunities across the eight 

counties. Promotion regarding the Tennessee Quitline and other current programs was indicated as 

a need so that the population has an understanding of where to seek cessation help. The counties 

also highlighted the need for an increase of youth programs to help decrease the high rate of youth 

smoking in the region. Some counties spoke about using the program “Baby and Me, Tobacco 

Free,” which is a cessation program for women who are pregnant. The counties noted that it was 

very successful but there was a need for more access to the program. The counties also noted a 

major need for an increase in programming for the general public as well. A high frequency of key 

informants also noted a need for an increase of healthcare organizations to focus on cessation. The 

overall theme for cessation programs for the northeast Tennessee counties is a need for 

collaboration from the communities, businesses, healthcare, community organizations, and the 

government.  

 

3.4.4.4. Infrastructure/Integration for Tobacco Control 

 

Tobacco control infrastructure and the integration of tobacco control efforts across sectors 

provide a foundation for effective tobacco control. Findings in these domains were pooled and 

subsequently analyzed and reported collectively due to their conceptual and practical similarity 

(Appendix 3.4.4). High correspondence in current efforts around tobacco control infrastructure and 

integration in the region was found. Nearly all counties emphasized the MSA revenue as a vital 

source of infrastructure. The Health Councils, Health Departments, and/or anti-drug coalitions were 

named as organizational infrastructure across all counties. Most counties also highlighted Health 

Councils as exemplars of integration. Several counties described established partnerships, either 

generally or specifically, as important infrastructure and often instances of integration. As an 

example, the partnership between the anti-drug coalition and Health Department of Johnson County 

was a point of emphasis. Building on partnerships, cases of successful multi-sector collaboration in 

at least two counties were detailed. For example, Baby and Me Tobacco Free and the Tennessee 

Tobacco Quitline were described as being advertised on the bags of a chain grocery store and at 

school events in Hawkins County. Two counties, Carter and Hancock, also described the 

receptiveness of community entities (e.g., schools) to Health Department and anti-drug coalition 

efforts as an illustration of integration. Likewise, collective, community energy and a willingness to 

act to address tobacco use in these two counties were described as important infrastructure and 



37 
 

facilitators of tobacco control. Lastly, two counties (Unicoi and Washington) noted support and 

information available from the Tennessee Department of Health as tobacco control infrastructure.  

 

Apart from commonalities in current efforts, numerous shared areas of opportunities in 

tobacco control infrastructure and integration across the counties were found. One of the foremost 

findings was the importance of maintaining the funding using MSA revenue in nearly all the counties. 

A second prominent area of opportunity in all counties concerned resources. Increased resources 

dedicated to tobacco control and more resources to support the implementation of evidence-based 

programming were cited. In the same vein, several counties highlighted enlarging the health 

department workforce as an area of opportunity. At the state level, several counties underscored 

improved state communication and focus on tobacco control as areas of opportunity. For instance, 

Johnson County noted communication within state entities (e.g., Department of Health and 

Department of Substance Abuse and Mental Health Services) as being suboptimal, while Carter and 

Hancock Counties noted limited communication between the Tennessee Department of Health and 

local Health Departments as a barrier to tobacco control. Across counties, increased multi-sectoral 

collaboration and/or partnerships within the county were areas for growth. Finally, greater community 

involvement in tobacco control was noted in two counties (Johnson and Hawkins), while an 

infrastructure development plan was mentioned in two counties (Carter and Hancock) as avenues 

for improving tobacco control. 

 

Although there was tremendous overlap across the counties in tobacco control infrastructure 

and integration, unique county findings emerged. Greene County, for example, highlighted hospital 

cessation efforts as a component of current integration and infrastructure, while also citing the need 

for cessation professionals as an area of opportunity. Specific to Washington County was 

designation of the Tennessee Public Health Association as infrastructure and discussion of greater 

Health Council engagement as an area of opportunity. Only Hawkins County reported a health-

focused county mission statement and a strengthened media presence as areas of opportunity. 

Similarly, only Johnson County discussed addressing the limitations posed by employment positions 

as an area of opportunity. For example, the health educator of the Health Department cannot 

provide cessation services, only promote awareness of cessation. Additionally, there were instances 

in which a current effort in one county was an area of opportunity in another. For example, the 

existence of school health educator was a current effort in Hawkins County, yet, an area of 

opportunity in Greene County. Likewise, the involvement of local government in policymaking was a 

current effort in Hawkins County, but an area of opportunity for Sullivan County. Taken together, 

there were several notable county-specific findings for tobacco control infrastructure and integration. 
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3.4.4.5. Data Monitoring 

 

In order to create effective tobacco control policies and programs, surveillance data is 

needed, as it provides a baseline analysis of tobacco use and the effectiveness of existing efforts, 

helps to identify gaps for improvement, and helps to evaluate effectiveness of any new 

developments; however, none of the counties reported confidence in their surveillance activities. 

Most of the counties are currently utilizing national and state level surveillance data, which is not 

always representative of county-level situations (Appendix 3.4.5). A few counties disburse school 

and community-based health behavior surveys; however, these were not very specific to tobacco 

and are not designed to track tobacco use and control efforts, although some tobacco-specific data 

had started to emer. A general theme across every county was the need for funding and 

infrastructure to carry out community-based data collection and analysis, and also the desire to 

receive Quitline data that provides detailed (dates, source of information) and county-level 

information; this would help each county to tailor the findings to their populations. 

 

3.4.4.6. Electronic Nicotine Delivery Systems (e-cigarette) and Smokeless Tobacco 

 

As an emerging area of concern, alternative nicotine delivery systems (e-cigarettes, 

smokeless tobacco) constitutes a ‘gray area’ for tobacco control. In January 2016, Tennessee 

implemented a policy that banned the sale of e-cigarettes to minors aged 18 years or younger. 

However, this policy allowed the use of e-cigarettes in venues already covered by the state 

smokefree policy.(84) At the time data collection for this PHIP project was completed in December 

2015, many counties implemented the same policies as they do for other tobacco products; yet, 

there were uncertainties about the appropriate policies and programs (Appendix 3.4.6). As such, all 

of the counties expressed that better evidence-based information and resources on ENDS are 

needed for clearer policies, as it has proven inefficient to use the general program and policies for 

‘regular’ tobacco products when the public does not necessarily view them as the same. 
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3.5. Community Meetings   
 

Two community meetings with Northern and Southern stakeholders were conducted to 

garner additional information on causal factors associated with prevalence of tobacco-related health 

conditions, health disparities, and gaps in availability and accessibility in the existing continuum of 

care in the respective counties.  The first community meeting was held with Northern Counties 

(Greene, Hancock, Hawkins, and Sullivan) on October 29, 2015, from 1-4:30pm at ETSU Kingsport 

Downtown Campus. The Southern Counties (Carter, Johnson, Unicoi, and Washington) community 

meeting was held on November 5, 2015, at the Northeast Regional Health Office from 1-4:30pm.  

Each interviewed informant and the stakeholders they nominated were invited to their respective 

county meetings. At the beginning of the meeting, PHIP student and faculty members used 

PowerPoint to present compiled key informant findings per county and PHIP secondary data by 

county, region and state. After the presentation of information, two small group discussions were 

held with county and with mixed county groups. Participants were also asked to complete a survey 

to identify the overarching themes on tobacco use and control within and across counties, which 

were first identified through key informant interviews.  

 

3.5.1. Overarching Themes Survey Findings 
  

Method: Overarching themes from key informant interviews were compiled within a survey 

format for each community meeting to determine if participants agreed on whether or not the theme 

was representative of their county. These overarching theme statements represent both restraining 

and driving forces associated with tobacco control efforts per county. Survey data was tabulated to 

present frequencies and percentages of attendees by community meeting in agreeance that (Yes) 

the theme represented their county, with additional comments.  

 

Overall results: In the Northern Counties, response rates from 13 respondents per theme 

were high with most being 100%. Similarly, there was a high level of consensus with respect to 

respondents indicating agreement (i.e., responding “yes”) that a theme corresponded to their 

respective county. Of 26 themes in total, only 5 (19%) themes had agreement rates below 70%, 

while 10 (38.5%) themes had agreement rates of 100%. In the Southern Counties, a 100% response 

rate for 16 respondents was achieved for all themes. Compared to the Northern Counties, levels of 

agreement by theme had greater variation, but overall agreement remained high. Of 29 themes in 

total, only 4 (14%) had agreement rates below 50%, while 14 (48.3%) had agreement rates above 
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90%. Such strong agreement rates suggest shared socio-cultural themes in the Northern and 

Southern counties of northeast Tennessee.  

 

3.5.1.1. Northern Counties 

 

In the Northern counties, there was high agreement of a cultural tolerance of tobacco use, 

which was described as reflective of the historical context of tobacco in the region (Table 3.5.1a). 

Beyond tobacco, respondents strongly agreed the region has a lifestyle characterized by addiction 

and other unhealthy behaviors. As an emerging issue, e-cigarettes were strongly agreed to be 

perceived by residents as a safer alternative to tobacco products. Additionally, respondents strongly 

agreed prevention was not a focus among residents. Economically, the existence of connections 

between health and economic vitality as well as between low socioeconomic status and smoking 

received strong agreement. Another consensus point concerned access to services, especially 

cessation, which were described as needed, yet limited. Relatedly, respondents strongly agreed 

resources for tobacco control, including evidence-based and culturally-competent programming, and 

tobacco use data are needed. The challenges posed by the political landscape (e.g., lack of 

enforcement, prominence of civil liberties, and preemption) of the region were another source of 

agreement. The geographical isolation of the region was agreed to be yet another challenge to 

tobacco control. Lastly, respondents agreed on the importance of community engagement for 

successful tobacco control.  

 

Although the overall level of agreement on themes among respondents of the Northern 

Counties was high, several themes had lower agreement. One theme with poor agreement (15.4%) 

was workplace policies (i.e., hiring and smoke-free campuses) as restricting the pool of qualified 

applicants. In fact, one respondent noted, “Actually, the opposite is true.” Another theme with low 

agreement was ongoing implementation of evidence-based youth prevention programming (33.3%), 

which suggests limited prevention programming in many counties. Finally, several themes had 

moderate levels of agreement (45-55%), such as a lack of concern for health among residents, 

geographic isolation as driving resource limitations, and current hospital workplace policies.  
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Table 3.5.1a:  Results of Thematic Surveys Conducted at Community Meetings 

Northern Counties       

Theme: Response Percentage of positive 
response 

Notes 

Businesses and industries 
have to see this connection 
between health and the 
economy. In order to bring in 
good paying jobs we have to 
focus on health.   

13/13 12/13 (92.3%)   

Cessation programming is 
currently not available; but 
desperately needed. 

11/13 8/11 (72.7%) Unknown 3, and Sullivan 2 
didn’t choose. Greene 1 chose 
yes and noted: "available but 
not known about." Greene 2 
chose yes and noted: "need 
money." Greene 4 chose yes 
and noted: "only at hospital." 

Community buy-in is integral 
to success of efforts. 

13/13 13/13 (100%)   

Community-wide education 
is important to raise 
awareness of risk 
associated with secondhand 
smoke (SHS). 

13/13 13/13 (100%)   

Due to geographical 
isolation, we are limited on 
resources, services, and 
support. 

13/13 6/13 (46.2%) Unknown 2 chose no and left: 
"The problem is knowing 
where the resources are." 

From a health standpoint, 
people don’t care – this is 
the way life is and I’m happy 
with it.  

12/13 7/12 (58.3%) Hawkins 1 didn’t choose and 
left: "?" 

 High political/community will 
is evident, but enforcement 
and support is needed. 

13/13 10/13 (76.9%) Unknown 3's response is not 
clear, Sullivan 2 left note: 
"Tobacco enforcement is 
ineffective because money is 
from block grant." 

Higher smoking rates are 
seen in lower socio-
economic populations, 
which is connected to high 
unemployment rates.  

13/13 13/13 (100%)   

Hospitals are implementing 
policies on their campus and 
who they hire, which would 
be a great model to share.  

11/13 6/11 (54.5%) Unknown 3, and Sullivan 2 
didn’t choose. Both Greene 1 
& 2 chose no and noted: "not 
on hiring." "not on hire, but 
have smoke free campus." 
Hancock 1 & 2 chose "not 
sure." 
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If we limited hiring to 
nonsmokers or enforced 
smoke-free campus, then 
you would not have a pool of 
qualified candidates to hire.    

13/13 2/13 (15.4%) Greene 4 chose no and left: 
"Actually, the opposite is true." 

Our area has a major issue 
with addiction, not just 
tobacco but prescription 
drugs, even sugary drinks. 
Seems like a lifestyle of 
dependence on unhealthy 
and addictive substances.  

13/13 13/13 (100%)   

Our county is very large and 
spread out. Due to this, it is 
difficult to communicate and 
work in unison with all the 
moving parts/sectors. 

13/13 12/13 (92.3%) Greene 2 chose "not sure"; 
Hancock 1 noted: "small 
county, but have to cover all 
area." 

People are more tolerant of 
smoking in our area due to 
being historically a tobacco 
growing region.  

11/13 11/11 (100%) Greene 1 didn’t choose and 
left note: "this is getting 
smaller."; Hawkins 2 didn’t 
choose and left: "?" 

People believe e-cigs are a 
safer alternative to tobacco 
products. 

13/13 13/13 (100%) Greene 4 left note: "they do, I 
don't." 

Prevention is a foreign 
concept; people use the ER 
(emergency room) when 
sick, or diagnosis is received 
too late.  

12/13 10/12 (83.3%) Greene 1 chose "yes" and left 
note: "I feel this is getting 
better."; Hawkins 1 didn’t 
choose and left: "?" 

Resources on evidence-
based programming and 
best practices would aid 
current efforts. 

11/13 11/11 (100%) Unknown 3, and Sullivan 2 
didn’t choose. 

The preemption law has 
made it very difficult to pass 
necessary laws to protect 
citizens from second hand 
smoke.  

9/13 8/9 (88.9%) Unknown 1 & 3, Sullivan 2, 
Greene 2 didn’t choose. 
Greene 4 chose "not sure." 

There are few cessation 
programs and education on 
how to utilize what is 
available.  

11/13 8/11 (72.7%) Unknown 3, and Sullivan 2 
didn’t choose. Greene 1 chose 
no and left note: "Need more 
awareness." Greene 2 chose 
not sure.  

There is a high need for 
relevant/culturally competent 
programming that aligns to 
the population and 
landscape of the county. 

13/13 10/13 (76.9%)   

There is a lot of motivation 
within the county but a limit 
of funds and resources. 

11/13 9/11 (81.8%) Unknown 3, and Sullivan 2 
didn’t choose. Greene 1 chose 
no and noted: "don’t see much 
public motivation." 

There is a need for relevant 
and appropriate data on 
tobacco use.   

13/13 13/13 (100%)   
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3.5.1.2. Southern Counties 

 

In the Southern Counties, strong agreement was found for tobacco use being tolerated and 

embedded in both the culture and family life. Such tolerance was also agreed to be impacting the 

enforcement of tobacco control policy. Moderate to high agreement existed for both a collective 

enthusiasm for tobacco control and tobacco use being viewed as a significant health concern. There 

was high consensus that geography challenges tobacco control as does the limited availability of 

transportation for many residents to access services. Strong agreement also existed for the 

centrality of, but current shortage of, multi-sectoral collaboration for tobacco control. 

Correspondingly, respondents agreed that a structure to facilitate collaboration is needed. Another 

area for which strong agreement was found concerned programming, as respondents concurred on 

the importance of it being culturally-acceptable and efficient. Respondents strongly agreed on not 

only an emphasis on prevention programming for youth, but also the promise of a collaborative 

initiative at the state level. Shifting to policy, participants strongly agreed on the importance of 

education and planning for policy development; however, respondents moderately agreed the 

political climate could impede such development. Lastly, high agreement was observed for e-

There is a political 
environment that is focused 
on infringing on civil liberties 
rather than focusing on the 
greater good.  We could 
really be expanding policies 
if it wasn’t for this type of 
attitude. 

13/13 11/13 (85%)   

There is limited data 
collection on tobacco control 
efforts in the county.   

11/13 9/11 (81.8%) Unknown 3, and Sullivan 2 
didn’t choose. Greene 2 chose 
yes, and noted: "I'm not 
aware." 

Tobacco has social and 
historic ties in the county. 

13/13 13/13 (100%)   

We have been very active in 
our youth prevention 
programs launching 
innovative evidenced-based 
programs.   

12/13 4/12 (33.3%) Unknown 1 chose yes, and 
noted: "Always need more 
attention on youth." Greene 2 
chose "not sure"; Greene 4 
left: "?" 

We have several challenges 
related to geographic 
isolation, low socio-
economic status (SES), and 
access.  

11/13 11/11 (100%) Unknown 3, and Sullivan 2 
didn’t choose. 
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cigarettes and smokeless tobacco as increasing concerns, especially among youth, as well as the 

Hispanic population being a priority population.  

 

Despite moderate to high agreement on most socio-cultural themes, only a minority of 

respondents agreed with several themes. Despite high agreement for successful cessation efforts, 

43.8% of respondents agreed cessation services were limited. As for prevention, only 37.5% of 

respondents agreed on the existence of successful prevention efforts. Additionally, only 18.8% of 

respondents agreed prevention and health promotion have not been historical areas of focus in the 

counties. Nonetheless, there were relatively few socio-cultural themes demonstrated for which low 

agreement was found. 

Table 3.5.1a:  Results of Thematic Surveys Conducted at Community Meetings 

 

Southern Counties 
      

Theme: Response  Percentage of 
positive response 

Notes 

Cessation services are not readily 
available – no one trained, or willing to 
lead classes.  

16/16 7/16 (43.75%) Johnson 2 chose no: "some are, not 
sure of every area"; Johnson 5 Not 
Sure. Carter 3: "HUGE county need." 

Collaboration across sectors is limited, 
but necessary 

16/16 15/16 (93.75%) Washington 1 chose yes: "Could 
always use networking." 

Collective enthusiasm towards tobacco 
control 

16/16 10/16 (62.5%) Unicoi 4 chose no: "Need more!"  
Carter 3 chose no:" More needed"; 
Carter 4 chose no: "Need this"; 
Washington 1 chose yes: 
"necessary." 

Dealing with strong cultural norms 
related to tolerance of tobacco use.  

16/16 16/16 (100%)   

Develop collaboration with private sector 16/16 15/16 (93.75%) Unicoi 4 chose no: "Need more!" 
Johnson 5 chose yes:" Private sector 
collaboration exists, but could be 
enlarged." 

E-cigarettes seeing more and more use, 
and in youth – seen as not as harmful. 

16/16 15/16 (93.75%) Johnson 5: "Probably true."; Carter 
4: "All the time!" 

Geography complicates prevention and 
cessation efforts 

16/16 11/16 (68.75%) Unicoi 4: "somewhat."; Johnson 5 
chose yes: "low population density."; 
Carter 4 chose yes: "County is so 
spread out; weather is an issue."; 
Washington 1 chose yes: "Lots of 
isolated, large counties." 

Getting best practice ideas is helpful – 
but with the option of alternative 
programming with justifications.    

16/16 15/16 (93.75%) Johnson 1 chose yes: "again, need 
to be able to localize." 
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Historically, prevention and health 
promotion have not been areas of focus 

16/16 3/16 (18.75%) Johnson 5 chose no: "Not in last 10 
years, at least."; Carter 4 chose no: 
"It is for the health dept. not as many 
other." 

Important to ensure programs to be 
implemented are culturally-acceptable in 
Appalachia and for a specific county 

16/16 16/16 (100%)   

Limited transportation options for many 
residents is a challenge 

16/16 14/16 (87.5%)   

More education around policies and 
strategic planning for initiating policies is 
needed – Community Health Impact 
Assessment and Community Readiness 
Strategies could be included.  

16/16 16/16 (100%)   

MSHA has a strong tobacco use policy 
for employees 

16/16 15/16 (93.75%)   

Need a structure but flexibility is 
important.  

16/16 16/16 (100%) Johnson 1 chose yes: "flexibility and 
latitude to localize." 

Need for a structure to promote 
coordination and collaboration across 
sectors 

16/16 14/16 (87.5%) Johnson 5 chose yes: "Or at least 
more use of existing structures." 

Need more creative, comprehensive 
youth prevention approach that builds on 
itself.   

16/16 16/16 (100%) Johnson 5: "Efforts exist, and could 
be used." 

Need to consider prevention at an earlier 
age due to social norm and family 
influences 

16/16 16/16 (100%)   

Need to streamline mandated 
programming, and take a thoughtful 
approach to developing another tobacco 
control plan.  

16/16 12/16 (75%) Unicoi 4 somewhat. Johnson 5 Not 
Sure 

Not seen as the worst thing – effects 
enforcement.  

16/16 14/16 (87.5%) Unicoi 4: "somewhat."  

Political climate could impede the 
development tobacco control policies 

16/16 12/16 (75%) Johnson 5 chose yes: "Policies 
would likely have more advocates." 

Smokeless tobacco is becoming a bigger 
issue in the schools.   

16/16 12/16 (75%) Johnson 5 chose Not Sure. Carter 2: 
"No personal knowing." 

Social acceptance due to farming 
community – Burley Festival.  

16/16 13/16 (81.25%) Unicoi 4: "I don't know what this is"; 
Johnson 5: "Though farming seems 
to be declining." 

Some replacement of crops to growing 
local produce seen as a healthy trend.    

16/16 7/16 (43.75%) Johnson 5 chose Not Sure. 

Special Population Focus – have an 
influx of Hispanics working in the area.     

16/16 12/16 (75%) Johnson 5 chose yes: "particularly in 
fall." Carter 1: "Unless considering 
African American or Special 
population"; Carter 4 Not sure.  
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3.5.1.3. Super Themes  

 

Multiple, cross-cutting super themes emerged from the county-specific and regional findings. 

First, extensive barriers to tobacco control were found. These included socio-cultural barriers, 

environmental barriers, and individual barriers. For example, a prominent socio-cultural barrier was 

tobacco use being described as embedded in the culture and perceived as a way of life, while a 

common individual barrier was limited transportation to access services, like cessation classes. At 

the environmental level, examples of barriers were preemption and the subsequent limitation of local 

autonomy in developing tobacco control policies in addition to the geographic isolation that 

characterizes much of the region. Access was a second super theme. Access encompassed not 

only reducing access to tobacco as a means of preventing initiation, but also increasing access to 

prevention and cessation services in the region. Due to their interconnectedness, community 

awareness of tobacco control programs and policies, general tobacco control support (local and 

state), and resources (e.g., workforce, funding, and time) were combined into a third super theme. 

For instance, improved resources were central areas of opportunity to facilitate tobacco control in the 

Successful cessation efforts exist, like 
Baby & Me and Freedom from Smoking 

16/16 12/16 (75%) Johnson 1 chose yes: "cessation 
only for pregnant smokers. Lacking 
services for others."; Johnson 4 
chose yes: "For pregnant women 
only - no program for others."; Carter 
3 chose yes: "More are needed - 
particularly for general smokers."; 
Carter 4 chose no: "Only for 
pregnant smokers." 

Successful prevention efforts for pre-
teens, such as TATU 

16/16 6/16 (37.5%) Johnson 4 chose yes: "more is 
needed."; Carter 1 chose no: "In 
development; implementation is 
started or planned."; Carter 4: "some 
Michigan Model - need more better." 

The possibility of a Primary Prevention 
Initiative approach within the Dept. of 
Education – with help from Dept. of 
Health on messaging or resources might 
be promising.  

16/16 16/16 (100%) Unicoi 4 chose yes: "love this idea"; 
Johnson 1 chose yes: "already 
addressing some through PPI" 

Tobacco control is well identified as a 
major health issue in the county 

16/16 10/16 (62.5%) Carter 4 chose no: "Not buy in from 
everyone." 

Tobacco use is a social norm and is 
deeply embedded in the culture.  Much 
of the use in youths is related to 
influences from family and close 
relatives. 

16/16 16/16 (100%)   

Tobacco use is embedded in the culture 
and perceived as a way of life 

16/16 16/16 (100%) Washington 1 chose yes: "Especially 
in these counties." 
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region. The fourth and final super theme was enforcement of tobacco control policies. A lack of 

enforcement was frequently described, and consequently, enhanced enforcement represented a 

central area of opportunity in the region. Thus, barriers, access, awareness/support/resources, and 

enforcement around tobacco control were super themes common to the counties, the region, and 

the major themes.  

 

3.5.1.4. Suggestions for Improving Tobacco Control Efforts 

 

Suggestions for developing the plan and strategies for addressing restraining forces were 

rated has highly important by both Northern and Southern stakeholder groups. These suggestions 

include the need for relevant and appropriate data to lead efforts, the need for collaboration across 

sectors, adapting best practice programs to be culturally appropriate, more education around 

policies to help with enforcement issues, developing a plan that has a good structure but allows for 

flexibility, developing a structure to promote coordination and collaboration across sectors, having 

youth programs that are more strategically planned and evaluated, and the possibility of a Primary 

Prevention Initiative approach within the schools.   

 

3.6. County-level Small Group Discussion  

3.6.1. Methods 

  
 After compiled information from key informant interviews was presented during the 

community meetings, participants were asked to meet within county-specific groups to discuss the 

following questions: What information was missing from slides? What are the successes that need to 

continue?; What are the priorities?; and What recommendations should be made for developing the 

PHIP? Each participant was given a packet of the PowerPoint slides presented at the meeting, 

which included secondary data per county and by region, and key informant findings, which was 

used for reference during small group discussions. Additionally, packets included tobacco control-

related best practice materials for cessation, prevention, and protection. County group sessions 

were facilitated by one faculty or student and audio recorded. Transcripts were used to analyze 

information using NVivo (QSR International, Victoria, Australia) and summarize county level 

discussion findings.  
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 3.6.2. Results 
  

 At community meetings there were additional county representatives that provided 

information on county-level tobacco control efforts. Tables 3.6.1 – 3.6.4 present summarized 

information for each county related to information that was missing from stakeholder interview 

information presented at the community meeting.   

 

Table 3.6.1: County specific missing information from key-informant findings.  
 

 What is missing from stakeholder information presented?  

Carter  Implementing Baby and Me - January 1, 2016 

 Beginning cessation classes through Health Department  

 Boat Brunch targets 8 families expressing interest in smoking cessation  

 Health Department and Drug Prevention Coalition are starting to partner 

Greene Laughlin Healthcare System 

 Has been smoke-free for 5 years 

 Offers cessation to employees and patients – not well attended  

 Offers employee insurance with higher premiums for smokers 

 Physicians are refusing supplemental cancer treatments to patients who 
smoke– seen as a good thing  

 

Hancock  Considering outreach through jails to at-risk groups 

Hawkins  Industries have wellness programming 

 Tobacco Settlement dollars do not cover cessation  

Johnson  Baby and Me 
o Baby and Me is a partnership between The Pregnancy Center and 

March of Dimes 
o The program incorporates both Baby and Me and Tennessee 

Intervention for Pregnant Smokers (TIPS) components.  
o It is adapted to meet local culturally identified needs   
o Provides weekly incentives for the pregnant smoker and her partner  

 Courthouse policy includes a smoke-free campus extending pass 50 ft.  

 Purchased one park bench that is designated a tobacco free zone     

Sullivan  In schools mainly seeing e-cigs and chewing tobacco 

 New law allowing alcohol in groceries also included tobacco sales in liquor 
stores  

 Bristol Motor Speedway prohibits smoking in the stands and uses a text alert to 
enforce it  

 Advocating smoke-free large community events 

Unicoi  Need more emphasis on smokeless tobacco use in schools, these rates are 
higher than cigarette use  

 Law enforcement officers are visible users  

 US Nuclear Fuel Services has Freedom from Smoking program for employees  

Washington  Johnson City Community Health Center refers to Baby and Me and Quitline  

 Observations of e-cigs vendors in mall with on-going use  

 Lack of knowledge about toxins in tobacco products  

 Need city official buy-in to make progress with tobacco control  

Frontier 
Health  

 Planning for smoke-free campus change   

 Offers smoking cessation to employees - very limited interest  
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 Offering smoking cessation to clients presently using American Lung 
Association (ALA) Program 

 

American 
Cancer 
Society 

 Offers facilitator training for Fresh Start Smoking Cessation Program 

 Offers a prevention program in schools “Relay Recess” 

 

Additionally by asking what the tobacco control successes are, we were able to highlight important 

programs per county that need to continue. Table 3.6.2 summarizes this information per county.  

Table 3.6.2: Community meeting county small group discussions: Identifying 
successes.    
 

 What are the successes that need to be continued?  

Carter  Pregnant Smoker programs (Tennessee Intervention for Pregnant Smokers --
TIPS and switching to Baby and Me) 

 Boat Brunch 

 Halloween party that identified 25 people interested in cessation  

 Health Department reaching out to low-income population  

 Schools being very receptive and allow me to come in anytime  

Greene  Smoke-free policies within hospitals and community are well enforced  

 Baby and Me 

 Industry smoking cessation programs – but need to figure out how to get more 
people interested 

Hancock  Baby and Me 

Hawkins  Baby and Me 

Johnson  Baby and Me  

 Students Against Destructive Decisions in schools 

 School programs 

 Courthouse policy 

Sullivan  Advocacy activities around tobacco policies 

Unicoi  Baby and Me (including partner) and more radio output planned  

 Health Department Freedom from Smoking program 

 Park Signage and how it is expanding to partner with community groups and 
organizations    

 Teens Against Tobacco Use – low cost program and using honor students so 
working well  

Washington  Baby and Me 

 Freedom from Smoking Classes at the mall   

 Non-smoker Protection Act  

 Partnerships with school system including Coordinated School Health 
personnel  

 Billboards focused on secondhand smoke  

 East Tennessee State University’s athletic commercials showing immediate 
effects of smoking for youth  

 Quitline cards  

Frontier Health   Smoking Cessation program with clients 

American 
Cancer Society 
(ACS) 

 Industries with smoking cessation programs – Fresh Start through American 
Cancer Society 

 American Cancer Society Prevention Program in schools – Relay Recess 
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County group’s information on priority areas is shown in Table 3.6.3.  

Table 3.6.3: County Discussion Groups – Priority Areas 
 

  Priority Areas 

Carter  Need streamlined system to use alternative or innovative approaches such as 
social media 

 Need better enforcement of policies - not a priority for law enforcement  

 Need better information of what services and programs are offered in our county 
businesses and industry 

 Hard to get into classrooms due to testing  

 E-cigarettes are big issues, 6 vape shops, and seen as safe  

 Need to know how to deal with resistance, people don’t like be told what they can’t 
do 

 Confusion over what programs cover nicotine replacement therapies (NRTs), or 
how often 

Greene   Need to get in classrooms more often and at more schools  
 

Hancock  Programs have to be home-grown, outsiders coming in doesn’t work  

 Need to get in classrooms more often 

 Need to screen and counsel in school clinics to youth smokers  

 Youth tobacco violations need to include consequences including counseling 
services 

 Need to focus on the sense of hopelessness  

 Have to deal with this sense of entitlement, which means they have no intrinsic 
motivation, need incentives to quit 

 Have to deal with how socially acceptable it is – smoking is still allowed everywhere 
– there is not harmful perception associated with it 

Hawkins  Smokeless tobacco main issue in youth 

 Michigan-model needs to be properly implemented  

Johnson  There are many accessibility issues with obtaining NRTs, cost, needing a primary 
care physician, and a prescription, including understanding how to use it.  

Sullivan  Need to build partnerships and advocacy around tobacco 

 Need to see it as a health issue not a political issue 

 Need better implementation of Michigan-model program in schools  

 Evidence-based programs need to be identified 

 SBIRT programs need to be included within the hospital merger  

Unicoi  Too many children live with tobacco users – it’s a family issue  

 Need to create more awareness around secondhand smoke 

Washington  Observations of e-cigs vendors in mall with on-going use – needs to be addressed 

 Reaching youth with innovative social media platforms  

 Youth programming using Superheroes Students Working Against Tobacco 
(SWAT) 

 Important to include partners in Baby and Me program  

Frontier 
Health  

 Planning for smoke-free campus change  

 Offering smoking cessation to clients presently using American Lung Association 
Program 

 

American 
Cancer 
Society 

 Facilitator training for Fresh Start Smoking Cessation Program 

 Prevention program in schools “Relay Recess” 
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Lastly, county level discussion groups were able to provide many recommendations for developing 

the PHIP plan (Table 3.6.4).  

Table 3.6.4: County Level Recommendations 
 

 Recommendations  

Carter  Need to see addiction as a disease, not expecting people to be able to stop 
on their own 

 Need a culture change – so that people know it’s not okay to smoke    

 Need support groups or nicotine anonymous groups  

 Need someone just focused on collecting, analyzing, and reporting on data  

 Encourage alternative healthy agriculture crops, like locally grown vegetables 
and fruits 

 PHIP has to be made accountable, with reporting back and showing 
progress 

 Messages have to be kept positive, no one wants to hear that they aren’t 
doing something like enforcement  

 State level changes have a greater influence than locally led initiatives       

Greene  Mandating individuals on government-funded healthcare being enrolled in      
cessation programs  

 Need greater awareness around e-cigarette use and growing number of 
retailers  

 Medical professionals need to be more involved in screening, treatment, and 
referrals 

Hancock 
 

 Need to build a really cool place where everyone can come to, but is smoke 
free     

Hawkins  More tobacco funding 

 More education and early intervention 

 Need feedback on program effectiveness – data tracking 

 Need to emphasized costs associated with smoking  

 Focus on smoke-free policy at football stadiums 

Johnson  Need to think strategically about policy change – need to include steps with 
awareness, education to build support  

 Policy changes has to be done in a positive light, move from no-smoking to 
tobacco-free zone  

 Need to adapt evidence-based programs to the local, cultural context 

 Need to make programs locally available to deal with transportation issues  

 Need to use the recommended level of money from Centers for Disease 
Control and Prevention and American Lung Association from the Master 
Settlement Agreement (MSA) for prevention and cessation  

 Need better communication between Department of Health, school systems, 
and Coordinated School Health so services are not duplicated and depts. at 
the state and local level plan together on tobacco control efforts 

 Need better retailer education and a better method for doing compliance 
checks   

Sullivan  Work with restaurants to create outdoor smoke (vape) free spaces 

Unicoi  Need to get more policy makers involved in tobacco control 

 Need to do a better job of enforcing the policies we have now  

 Need better enforcement of retail sales to minors  

 Focus on the cost of smoking – was found to be impactful in a cessation class  

 Have to be respectful to the culture – take a culturally competent approach  

 Incorporate physical activity into cessation programs – found to be one of the 
best ways to stay smoke-free  
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 Increase tobacco taxes – our taxes are lower than the nation on tobacco 
products  

 Need a big media campaign using settlement money on the cost of tobacco – 
how much annually a smoker spends    

 Need to lobby in Nashville with state representatives to counter tobacco lobby  

 Need more emphasis on middle schoolers – where peer pressure, low self-
esteem, and trying to fit in are beginning to influence tobacco use  

 Need to reach every child with tobacco prevention messages 

Washington  Need to continue tobacco settlement funding, otherwise all the enthusiasm and 
programs we have been able to do will just dissipate  

 Focus on the specifics of the harm smoking does – the chemicals and 
relationship to chronic obstructive pulmonary disease (COPD) 

 

 

3.6.3. Commentary on Tabular Information Presented 

  

From small group county discussions, more tobacco control programs and services were 

identified. These conversations revealed some confusion about services offered, as well as allowed 

for networking between organizations. For example, coverage of nicotine replacement therapies 

(NRTs) was unclear to many participants, and the various steps in the process for TennCare eligible 

patients was delineated within county group discussion to underscore how difficult it can be to obtain 

smoking cessation aids. Having representatives from American Cancer Society at community 

meetings provided networking opportunities between Coordinated School Health and American 

Cancer Society as well as other community sectors. Additionally, it was noted that conversations 

between health educators and community members sparked plans to partner around smoke-free 

benches. Therefore, just bringing together community members involved within tobacco control 

created synergy and momentum for collaboration on the PHIP and within ongoing efforts. Something 

all participants felt was needed and should continue.  

 

Several major themes were re-emphasized from stakeholder findings within county-level 

groups. One re-occurring theme was the importance of focusing more on smokeless tobacco use 

over cigarettes among youth in some of our more rural counties. Also, county groups again brought 

up the need to provide cessation services to youth in schools. Lack of enforcement related to youth 

tobacco use, and the emerging issue of e-cigs use among youth and all populations was also 

discussed as important priority areas. Many county groups reemphasized the issue of getting access 

to classrooms as a major barrier to conducting prevention programming in schools.  
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Baby and Me was seen as a success in all counties that are implementing it. One important 

recommendation, related to implementing programs like Baby and Me, was that programs have to 

be adapted to the cultural context and be implemented by local people. This seems especially 

important in our more rural mountainous regions, where outsiders are viewed with suspicion and 

programs have very little chance of success unless are led through local efforts or come from a 

“home-grown” approach.  

 

One participant relayed in the following quote the normative belief around outsiders in her county: 

“Them people, they went somewhere to college and think they know everything. 
They’re not going to tell me how to run my life” or “Some foreigner coming in here  
and telling me what to do.” 

 

From all our data, Hancock County stands out as having the most challenges with moving 

towards a more preventive and protective model for tobacco control. It is very telling that Hancock 

representatives at the community meeting, mentioned that “You walk into certain areas as a smoker, 

you don’t feel comfortable smoking there. That place doesn’t exist in Hancock.”   

 

Many groups also re-emphasized the need to continue using Master Settlement Agreement 

(MSA) funding beyond the 3 year timeline now in place, as well as using even more of the settlement 

money to meet recommended levels set by CDC.  Also, community meeting participants within 

counties echoed the need to raise taxes to fund more tobacco control efforts. 

       

Recommendations within county groups underscore some of the hard pressing issues for our 

region, in that tobacco has to be seen as both an addiction and a family issue, and that it is 

surrounded by a culture that resists change. Many emphasized that we have to be careful in 

proposing change, and take a positive approach towards messaging and emphasize that tobacco is 

“a health issue not a political issue.” Related to this is the need to think strategically about policy 

change, which includes measures and steps to educate and gradually roll out policy changes in our 

more resistant communities to gain community buy-in.  Similar to key informant interviews, 

community meeting participants reinforced the need to have policy leaders involved in tobacco 

control and stricter measures for those who violate policies to show compliance within all sectors.  

 

Better tracking of data, use of evidence-based programs, and greater workforce and 

infrastructure capability echo themes from key informant interview findings.  Also, participants made 

the point to mention that the PHIP is accountable with a reporting mechanism to indicate whether it 

is on track with meeting goals and objectives.    
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3.6.4 Community Meetings Mixed Group Discussions 

 

3.6.4.1. Methods  
 

After county small group discussions, community meeting participants from different counties 

were assigned or able to select groups related to main topical areas (Cessation, Prevention, 

Protection-Policy, and Data Monitoring). Groups were facilitated by one faculty or student PHIP 

member. Mixed groups discussed the following questions per topical area: What are the main 

findings across counties?; What are the main priorities across counties?: What infrastructure needs 

are related to priority areas?: and What are the recommendations across counties including possible 

strategies? Information gathered from mixed county discussion was audio-recorded, and flip-chart 

notes were used to facilitate sessions.  Audio-recorded information and typed notes were used to 

summarize main priorities issues and recommendations for each topical issue.                               

 

3.6.4.2. Major Findings  
 

Protection: Several major priority areas and recommendations were made related to 

protection or policy decisions. Foremost as reiterated throughout the stakeholder engagement 

process, was the need for better enforcement for existing policies. Strategies recommended for 

doing this were the following: develop a resource directory of regional policies; develop systems to 

provide education and strategically plan for enforcement; use a community readiness approach; 

develop stricter enforcement guidelines including citations and fees for violations with cessation 

support; and provide support and training to communities on how to organize, empower, and 

mobilize communities for tobacco control efforts.  

 

The second main priority area was related to workforce and insurance programs. Groups 

recommended that all worksites and insurance carriers include higher premiums and co-pays for 

tobacco users – with mandatory cessation services. Related to this is the need to make being 

smoke-free a benefit and not necessarily focus on the negative consequences for smokers. 

Participants felt that employers and insurers need to be aware and on-board with a smoker’s need 

for lifetime support towards being smoke-free, through offering cessation several times, or as many 
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times its takes for someone to quit; and that NRTs need to be covered as well throughout the lifetime 

to encourage quitting.   

 

The third area of concern was to move towards regulating smoking in vehicles with children. 

Participants felt this could be done by building support and evidence from health outcomes in other 

states. However, community stakeholders were well aware of the community resistance to such 

measures, and realize they must be ready to make their arguments in favor of important health 

measures, instead of allowing the conversation to just focus on political arguments.    

 

The fourth priority area was raising taxes on tobacco products and use funding to fund on-

going programming.  A related priority area is better retail enforcement for youth tobacco sales, 

including education on how to read licenses; placement of tobacco products; and perhaps 

determining the feasibility of searching students on school property for tobacco products. Also 

related to youth, were better regulation of e-cigarettes and the growing industry in youth and 

vulnerable populations. Groups also recommended that the feasibility of making tobacco screening 

and cessation treatment mandatory for TennCare, Medicaid and Medicare, and other government 

assistance program participants needs to be investigated.     

 

 Lastly, there was an overall consensus that the state preemption law needs to be revised to 

allow more local autonomy on policy change. Table 3.6.5 summarizes Northern and Southern 

County Groups related to priority issues and recommendations for Protection.  

 

Table 3.6.5: Mixed Group Protection Priorities and Recommendations 
 

Protection  Northern Counties (Greene, Hancock, 
Hawkins, Sullivan)  

Southern Counties (Carter, Johnson, 
Unicoi, Washington) 

Priorities Issues 
  

 No real enforcement of policies 
with penalties. 

 Need a resource directory of 
policies to strengthen efforts.   

 Need to build support, 
determine how to enforce and 
rehabilitate violators within the 
TPHA smoking in a vehicle with 
a minor resolution.  

 Move from tobacco policy to 
law.  

 Need better enforcement of 
policies we have now. 

 Include cessation education 
and referrals as part of 
enforcement of policies.  

 Need to reduce youth access 
to tobacco products.  

 Increase taxes but make it 
part of an educational piece.  

 Need a clearer, better policy 
on e-cigs.   

Special 
Populations 

 Low income at-risk population -- 
higher taxes will affect them the 

 Need to understand policies 
from the smokers’ viewpoint, 
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most, with unintended negative 
consequences.  

 Mandatory screening and 
cessation services for 
individuals on government 
programs.  

including what supports are 
needed to help them quit. 

Recommendations 
  
  

 Better collaboration and 
communication in order to share 
resources and have a bigger 
impact on policy.  

 Endorse the Tennessee Public 
Health Association (TPHA) non-
smoking in vehicles with a 
minor resolution.  

 Implement harsher insurance 
penalties for tobacco users and 
provide cessation services.  

 Push for higher taxes to cover 
tobacco control efforts.   

 Include nicotine drug 
screenings for those on 
government assistance with 
cessation treatment.  

 Use more sensitive signage 
around (tobacco-free – young 
lungs at play vs. no smoking.   

 Determine why policies aren’t 
enforced.  

 Use a more collaborative 
approach to increasing 
support for policies.  

 Increase taxes and/or 
increase insurance premiums 
– or give incentives to non-
tobacco users.  

 Make referrals to cessation 
services or education part of 
enforcement.  

 

Prevention: Prevention groups within community meetings focused on policy level needs, including 

better enforcement and increased taxes, showing they understand the important connection 

between prevention and protection for vulnerable youth. The main recommendations encourage the 

use of a life-span approach for prevention, especially as it relates to young adults, who were viewed 

as a high-risk population. Secondary data revealed that after the age of 26, the risk of smoking 

drastically falls. Recommendations include supporting mothers and families towards cessation with 

children ages 0-5 years old, and providing education and programs to limit exposure to secondhand 

smoke. For school age children from 5-18 years of age, groups recommended more comprehensive 

school-based programming that is strategically planned, implemented, and evaluated through time. 

Strategies suggested include: use evidence-based programming tailored to local school setting; train 

educators to plan, deliver, and evaluate program longitudinally for tobacco impacts and outcomes; 

include a family-centered approach that reaches parents (engaging them to support prevention 

efforts, seek cessation services, and limit secondhand smoke exposure); and include enforcement 

and education around secondhand smoke. Additionally, outreach to faith-based organizations, 

businesses, industries, and other community organization in order to reach the general population 

were recommended, and the development of tobacco control campaigns that include positive, 

attractive anti-tobacco messaging and utilizes social media; and all programming should be locally 

planned to meet cultural and specific community needs.  Within young adults aged 18-25 years, it 

was recommended to reach them through workforce and higher education programming. 
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Additionally, several recommendations were made related to e-cigarette use, such as more data and 

information on their use and risks associated; as well as more public awareness of risks and harms; 

and seeing the issue as nicotine dependence, not just tobacco use. Table 3.6.6 summarizes 

Northern and Southern County Groups related to priority issues and recommendations for 

Prevention.  

 

Table 3.6.6 – Mixed Group Prevention Priorities and Recommendations 
 

Prevention   Northern Counties (Greene, Hancock, 
Hawkins, Sullivan)  

Southern Counties (Carter, 
Johnson, Unicoi, Washington) 

Priorities Issues 
  

 Enforcement of school tobacco 
policies in schools.  

 Need more buy-in from 
administrators.  

 Need good role models in 
schools.  

 Increase taxes to fund 
prevention activities.  

 Provide culturally sensitive 
education.  

 More information on e-cigs.  

 Move to nicotine as the 
issue not tobacco.  

 Funding needs to increase 
to all sectors to reach 
youth.  

 Reaching every child, every 
year with an age-
appropriate message or 
program.  

 Continue successful 
programs – Teens Against 
Tobacco Use (TATU), 
Superheroes Students 
Working Against Tobacco 
(SWAT), education for 
youth within TennCare 
visits.  

 Address the main factors 
that lead to smoking among 
children.   

Special Populations  Focus on 18-25 year olds in 
higher education and workforce 
high-risk groups.   

  

  

Recommendations 
  
  

 Enforce existing policies in 
schools.  

 Target messages to young 
adults.  

 Need more information on e-
cigarettes to understand risks.   

 Educate legislature and 
clearer leadership from 
governor and 
commissioner of health. 

 Get law enforcement more 
on board with health 
policies.  

 Better compliance on youth 
retail sales.  
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 Need more adaptable 
programs to meet individual 
needs.  

 Make sure best-practice 
programs are culturally 
sensitive to Appalachia. 

 Focus on positive social 
norming messages. 

 Use innovative social 
media platforms for 
programs and messages.  

  

  

Cessation: Four main priority issues and recommendations were brought up in mixed county small group 

discussions surrounding cessation. The first was related to making sure tobacco use screening and 

cessation treatment is offered at all health care, workforce, and community-based settings. Related to this 

within the data monitoring findings is the need to develop a better mechanism to track screening and 

treatment efforts longitudinally, in order to determine long-term effects and follow-up with smokers and 

other tobacco users. Several strategies were identified on how to expand cessation services to the 

general population such as: increase workforce trained to provide cessation services; incorporate 

evidence-based group and online programs. For clinical behavioral health integration models: Include 

follow-up and long-term tracking of cessation efforts; offer counseling and cessation programs as many 

times as needed (on average 5-7 times is needed); take a stress-management and mental health 

approach to counseling patients; use peer-educator approaches; and use stage-based motivational 

interviewing approach that reaches every smoker or tobacco user.  However, within discussion there was 

some confusion among health department employees if they could actually provide cessation services to 

the general population, which brought up the need for better communication and understanding of what 

can and cannot be done.  Additionally, it was stressed that it is important to know more about the 

population served through formative research to determine what type of programming will work best to 

help individuals become tobacco free.   

 

 The next priority issues and recommendations are related to continuing and expanding ongoing 

efforts using Baby and Me and similar evidence-based, culturally sensitive programs. Related to this 

priority area is the need to incorporate secondhand smoke education and support systems (families or 

partners) into the programming, as well as provide incentives for participation and becoming tobacco free.  

 The third priority area was focused on increasing access and education on nicotine replacement 

therapies (NRTs) products. Recommendations and strategies included better provider and consumer 

education on coverage of NRTs, referral information, and appropriate use of NRTs. However, it was 

stressed that both patients and providers need to be better educated on best practices related to NRTs, 

including that it needs to be used in conjunction with behavioral counseling.  
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 The fourth priority area again overlaps with data monitoring and is specifically focused on 

determining the success of the Tennessee Tobacco Quitline. It is recommended that a thorough 

evaluation of Quitline activities including determining quit rates needs to be conducted. Table 3.6.7 

summarizes Northern and Southern County Groups related to priority issues and recommendations for 

Cessation.  

 

Table 3.6.7: Mixed Group Cessation Priorities and Recommendations 

       Cessation Northern Counties (Greene, Hancock, 
Hawkins, Sullivan)  

Southern Counties (Carter, Johnson, 
Unicoi, Washington) 

Priorities Issues 
  

 Need more people trained to do 
cessation.  

 Need to compile best practices 
and determine what works best 
for each population and area. 

 Need to have cessation 
services integrated into the 
health system.   

 Some confusion over 
whether health educators or 
tobacco settlement money 
can be used for cessation.  

 Need to integrate cessation 
into health system.  

 Need to incentivize cessation 
programs for low-income, at 
–risk populations.  

 Need to get everyone on the 
same page about what you 
can and can’t do – increased 
communication.  

 Increase provider education 
about importance of 
screening, nicotine 
replacement therapies 
(NRTs) and referrals.  

 Make cessation services 
locally available.    

Special 
Populations 

 Mental health – just starting to 
offer cessation through 
American Lung Association 
program to clients.  

 Finding there are very little 
resources on how to modify 
programs for mental health 
populations.  

 Need to understand smokers’ 
barriers to quitting – reduce 
stressors, etc.  

Recommendations 
  
  

 Increase workforce trained to 
do cessation.  

 Compile best practices and 
determine what works best for 
each population and area. 

 Integrate cessation services 
into the health system.   

 Determine and reduce barriers 
for accessing cessation 
services (transportation, 
incentives, program, personal 
factors, special populations).   

 Increase and make cessation 
services more available.  

 Tailor to population and area. 

 Make NRTs more easily 
accessible as well as better 
education on how to access 
it through various insurances 
or programs for uninsured.  

 Use peer- to-peer 
approaches – people are 
more receptive to their 
friends or peers.  
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 Provide incentives for low-
income, at-risk populations.   

 Integrate cessation into 
health system for employees, 
and patients.  

  

  

Data Monitoring, Infrastructure and Integration Needs: Several priority issues and 

recommendations were made related to the need for better data management systems for tracking 

tobacco control efforts and outcomes, including better access, education, and ability to share 

information across counties and sectors within user-friendly systems and formats. As it relates to 

cessation, better data management systems were seen as needed to track screening, referral, and 

cessation or treatment outcomes within all sectors.  

 

 Infrastructure priority areas and major recommendations were generally around the need to 

increase the number of people per county focused on tobacco control; this includes personnel for 

primary prevention in schools, cessation, protection, data monitoring and evaluation, and integration 

across sectors and health topics. Also, participants felt more funds are needed for resources such as 

NRTs, evidenced-based curriculum and supplies, and training for cessation services including 

supplies (carbon monoxide monitors). It was also recognized that some counties may need to be 

targeted due to significant health disparities. For example, Hancock County may need special 

campaigns and strategies to address higher smoking prevalence and associated lung cancer rates. 

This might include increased workforce and resources available for programming and policy 

enforcement; support and training on how to organize, empower, and mobilize citizens to address 

tobacco control; and support from similar counties to help with tobacco control efforts.   

 

 Related to integration, participants throughout the process felt better organization, 

development, collaboration, and mobilization was needed around tobacco control efforts. As one 

participant remarked at the community meeting, “this is a good start, but we need more meetings 

and efforts like this to get us all on the same page.” 

 

 Integration recommendations focus on the main sectors involved in tobacco control 

coordinating activities at the state and local levels. This includes school, school health, health 

departments, and substance abuse coalitions coordinating and planning primary prevention efforts at 

the school-level to prevent initiation in our most vulnerable populations.  Also, health care 

organizations, health departments, physician and nursing clinics are recommended to strategically 

plan cessation efforts in order to reduce the burden of disease in the population. Community, 
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workforce, and governmental organization are recommended to share tobacco control best practices 

and encourage community buy-in to improve the health of citizenry and workforce. Lastly, insurance 

companies are recommended to push for better tobacco control coverage in plans to reduce health 

care costs. Table 3.6.8 summarizes Northern and Southern County Groups related to priority issues 

and recommendations for Data Monitoring, Infrastructure and Integration.   

 

Table 3.6.8 Mixed Group Data Monitoring, Infrastructure and Integration 
Priorities and Recommendations 
Data Monitoring  Northern Counties (Greene, Hancock, 

Hawkins, Sullivan)  
Southern Counties (Carter, 
Johnson, Unicoi, Washington) 

Priorities Issues 
and 
Recommendations 
  
  
  

 Need to get county level (Youth 
Risk Behavior Surveillance 
System (YRBSS) data – it’s by 
grand region.  

 Sometimes YRBS data is not 
collected, or reported out.  

 Anti-drug coalition through 
Partnership for Success 
conducts a survey in schools. 
It’s done correctly.  

 No follow-up on Quitline data – 
who is using, how long, and quit 
rates.  

 Quitline data not linked to 
referral source. 

 Need to use hospital records to 
determine how many people 
assessed and got a cessation 
intervention.  

 Clinics and hospitals need to 
follow-up after initial 
assessment and referral to 
determine outcomes from 
cessation referrals.  

 School surveys and program 
evaluation needs to be 
mandatory.  

 Need more workforce to 
handle data needs.  

 Data needs to be more 
accessible and usable on a 
local level.  

 Needs to be included in an 
overall data management 
plan where it can be 
compared across counties 
and regions.  

 Data needs to be packaged 
for public consumption 
across different 
organizations and not just 
back to those generating it.    

Infrastructure  - 
Integration 

Northern Counties (Greene, Hancock, 
Hawkins, Sullivan)  

Southern Counties (Carter, Johnson, 
Unicoi, Washington) 

Priorities Issues 
and 
Recommendations 
  
  
  

 Have to get everyone on board 
within the organization.  

 Continue and expand use of 
MSA funds for tobacco control 
efforts.  

 Need at least 3 tobacco 
cessation specialists in each 
county.   

 Need an evaluation team that 
supervises data collection, 

 Funding is key – need to 
continue and expand MSA 
Funding.  

 Tobacco competes with 
other addiction issues that 
are seen as more important 
– makes it hard to address 
within community settings.   

 Need more continuity 
between agencies to 
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analysis, and reporting per 
region for process, impact, and 
outcome data.  

 Need smoking cessation 
resources such as CO 
monitors.  

  

eliminate duplication and 
makes us all more effective.  

 Need more workforce solely 
focused on tobacco control.   

 Need better streamlining of 
information – resource 
guides for parents and 
workforce.   

 Need more resources to buy 
tobacco cessation products.  

 Need a systemic way to 
share best practices. 

  

3.6.5. Community Meeting Compiled Recommendations and Strategies 
  

 From Community Meeting discussions, data collection efforts were coalescing on common 

priorities and recommendations from health council gap analyses, key informant interviews and 

community meetings. From these community participatory methods, main PHIP recommendations 

and strategies were identified and used to develop goal and objective tables presented at the 

Regional Stakeholder meeting (see next section).  

4.0. REGIONAL GOALS FOR CHANGE 
 

 The climax of the PHIP project was the regional meeting on November 19, 2015, at the East 

Tennessee State University (ETSU) Valley Brook Campus, which brought diverse stakeholders 

interested in addressing the tobacco use problem in northeast Tennessee to a single venue. The 

central purpose for the meeting was to share the information gathered through the interviews and 

meetings (Health Council and Community) with participants for the development of a regional plan. A 

total of 42 people, representing organizations and institutions from all the eight northeast Tennessee 

counties participated in this regional meeting (Appendix 3.10). Following lunch, participants gained 

information about tobacco control efforts in the region and were given an opportunity to provide input 

on specific recommendations for key components of the PHIP framework -- protection, prevention, 

and cessation.  

 

4.1. The Regional Meeting Process 
  

The meeting started with a brief introduction by ETSU Provost for Health Affairs and Chief 

Operating Officer, Dr. Wilsie Bishop. This introduction was followed by a presentation by Dr. Randy 

Wykoff, the Dean of ETSU College of Public on “Why tobacco is still relevant”; State PHIP team 
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presentation on the PHIP and SIM grant process; presentation of three widely used best practices in 

the northeast region -- Baby and Me (incentive program for pregnant women and women with 

infants), "Unsmokeable" (a social media prevention program for children), and application of the 5 

A's of smoking cessation in primary care settings. Additionally, cross-cutting findings and socio-

culture themes from key informant interviews and main recommendations emerging from the 

community meetings were presented to participants. These presentations provided the basis for 

breakout sections for a much deeper discussion of regional goals and objectives pertaining to 

protection from exposure to tobacco use (including ENDS) and secondhand tobacco smoke (SHS), 

prevention from tobacco use initiation, and cessation of tobacco use.  

 

The discussions at the breakout sections, which were moderated by the PHIP team 

members, were guided by two instruments, the Best Practice Tool (see Appendix 4.1) and a 

discussion instrument with recommendations that emerged from the interviews and the community 

meetings (Table 4.1). The breakout group facilitators took group members through a series of 

questions to help better define and discuss recommended goals and objectives for each topical 

area. The breakout group discussions were audio-recorded, flip charts were used to help facilitate 

groups, and a PHIP member typed group suggestions into recommendation goal tables.  After about 

an hour of discussion, each group reported their key input for the PHIP to the overall group. Thus, 

the PHIP Regional Stakeholder meeting allowed further engagement of regional stakeholders in 

developing the PHIP for tobacco control in the region. 

 

Table 4.1 Discussion Instrument for Breakout Session Discussion during Regional Meeting, 
November 19, 2015 

PHIP Component: Protection, Prevention, and Cessation 

 Recommendation:  

Objective:  
 
Question: What data is needed to make objective measurable (SMART)?  
[Where we are? Where we want to get to? How to get there?] 
 

Strategies: 
-- 

Questions: 
What other strategies or steps need to be included? 
 
Are strategies evidence-based? (See handout) 
 
What special populations need to be targeted?  
 

Questions:  
How can we implement this recommendation? What are the potential barriers to implementing this 
recommendation? 
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Who will implement? 
 
How to integrate efforts across sectors? 
 
What workforce, infrastructure, or other resources are needed? 
 

Question: 
What data is needed to determine health outcomes? 
 
How can we show cost-savings?  

 

4.2. Regional Goals for Tobacco Control 
  

The regional goals for reducing tobacco use were developed in alignment with the three 

components of the PHIP framework for tobacco control -- protection, prevention, and cessation. 

Thus, the overall regional goals are to: 

1. Protect the entire population from exposure to tobacco use (including ENDS) and 

SHS;  

2. Prevent initiation of tobacco use (including ENDS) in youth and young adults; and  

3. Make cessation aids and counseling, available, accessible, and affordable for people 

who intend to quit tobacco use.  

 

The secondary goals are: 

1. Foster multi-sectoral collaboration among stakeholders; and  

2. Monitor data through research to inform policies and programs.  

 

Combining all the components of the PHIP, the overarching specific goals are:  

1. Provide education on the adverse health and economic effects of tobacco use and SHS 

exposure;  

2. Identify and enforce existing tobacco policies and programs; 

3. Address the environmental barriers to tobacco control;  

4. Provide access to cessation aids and services; and 

5. Remove the state preemption of tobacco policy to allow local autonomy;  

 

These goals are based on the general recognition among participants in the PHIP project that 

tobacco use (including ENDS) is a multifaceted public health issue that requires multi-sectoral 

collaboration to address it. Also, consistent with the literature, it is based on the recognition that no 

single tobacco policy or program can serve as a panacea for reducing the prevalence of tobacco 

use.(43,159) Instead, it requires a comprehensive program with multiple parts that reinforce each 
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other, which is consistent with CDC's recommendation in the Best Practices.(1) The section 5 below 

provides more specific and elaborate information about these goals.  
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5.0. RECOMMENDATIONS 
 

Based on the regional meeting process (see section 4.1) and through synthesis of the accumulated 

information, 14 recommendations emerged under Protection, 4 under Prevention, and 7 under 

Cessation (Tables 5.1-3). These recommendations were mostly based on policies and programs 

implemented in the counties and knowledge of evidence-based best practices;(160–162) hence, 

successful local policies and programs were highlighted for diffusion or broader emulation (Table 

1.1.).  

 

5.1. Protection 
 

 The Protection recommendations are primarily focused on public health policies, which are 

authoritative decision to prohibit or proscribe certain behaviors to improve the individual’s or the 

public's health.(163–165) The major recommendation in this respect is the need for a well-funded 

comprehensive tobacco control program in the state, which was based on CDC's Best Practice 

recommendation for the states (Table 5.1). The CDC’s approach involves a multi-component 

interventional program consisting of state and community interventions, mass-reach health 

communication interventions, cessation interventions, surveillance or data tracking and evaluation, 

and infrastructure administration and management that is funded through revenues from Master 

Settlement Agreement (MSA) and tobacco taxes.(1) In 2014, the CDC reported that a total of $417.8 

million in tobacco-related revenue (tax revenue of 278.6 million and tobacco settlement payment of 

139.2 million) accrued by the state of Tennessee in FY 2012, and the recommended annual 

investment for statewide comprehensive program should be $75.6 million or 18% or the total 

revenue.(1) In spite of the tobacco-related revenue accrued to the state, a total of $6,953,955 

($5,222,267 from the state and $1,731,688 from the federal government), i.e., 9.2% of the 

recommended level, was dedicated to tobacco control in FY 2015.(15) As such, it was 

recommended that the ongoing funding for tobacco control policies and programs through the MSA 

funds should continue, with the state appropriation of more funding for a state program from the 

tobacco-related revenue. The deliberation on the state comprehensive program was informed by 

knowledge of successful programs elsewhere, including those of California, Massachusetts, and 

North Carolina.  

 

 A major recommendation that emerged out of this discussion was enforcement of state 

policies pertaining to tobacco use. There was a general consensus that institutions and 

organizations, county governments, and the state have enacted several tobacco control policies, but 
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they are not adequately enforced. To address this issue, it was suggested that there was the need 

for the state to take inventory of all tobacco-related policies and programs, identify the enforcement 

agencies, and find mechanisms to enforce the policies. The policies already in existence include the 

Prevention of Youth Access to Tobacco Act, the Children's Act for Clean Indoor Air, the Non-Smoker 

Protection Act, and several smokefree policies by institutions and government agencies across the 

state.(110) In this regard, it was specifically recommended that tobacco retail laws should be 

enforced to curtail youth access to tobacco products (including ENDS). In the course of this 

discussion, it was observed that many people in the counties were exposed to SHS, including 

vulnerable children due to the combination of inadequate enforcement of tobacco control policies 

and the absence of policy coverage for venues such as homes, vehicles, and open public places. 

About 36% of children in Tennessee (vs. 32% nationwide) lived in homes without smoke-free 

rules.(139) It was recommended that the exposure of minors, particularly vulnerable children to SHS, 

should be restricted through smoke-free policies that ban smoking in vehicles with minors (as in 

neighboring states of Arkansas, Louisiana and Virginia), and smokefree homes and multi-unit 

housing5. In this respect, the smokefree policy of Bristol Motor Speedway (Table 1.1) was identified 

as a model smoke-free outdoor policy, and the progression of Kingsport (Sullivan County) towards 

smokefree multi-unit public housing as a step in the right direction. Additionally, in the absence of a 

state policy on smoking in outdoor public places, participants recommended the use of smokefree 

signage to elicit voluntary nonsmoking actions on the part of smokers. Consistent with the 

literature,(111,118,166) participants noted that county governments are incapable of addressing 

these issues due to the state preemption of tobacco policy. Therefore, it was strongly recommended 

that the state should remove the preemption and allow local autonomy to protect the local 

population from exposure to tobacco use and SHS.  

 

An integral part of this discussion on protection was the need for incentive/disincentive 

policies and programs for tobacco use through taxes and insurance premiums. As of December 

2015, the cigarette excise tax rate for Tennessee was $0.620 (compared to $1.339 national 

median).(139) Given the knowledge of the inverse association between tobacco use and retail prices 

for tobacco products,(2,34) particularly for youth and low-income populations, participants strongly 

recommended increases in taxes on tobacco products (including ENDS) and earmarking or 

dedicating tax revenue for tobacco control and research. Additionally, it was recommended that 

health insurance premiums should be used as carrot and stick for tobacco control. In this 

respect, the state of Tennessee's Partnership for Health program for State employees and the 

                                                             
5 The Department of Housing and Urban Development (HUD) announced on November 12, 2015, that it plans to 
ban smoking in its housing units.  
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Mountain State Health Alliance (MSHA)'s nicotine-free policy (Table 1.1) were noted as models for 

emulation. Indeed, the tying of tobacco use status to employment in the health sector is gaining 

traction in northeast Tennessee, with Frontier Health set to implement such policy in January 2016, 

according to its representatives.  

 

A federal ban on tobacco products advertising was implemented in the 1960s and 

subsequent agreement by the tobacco industry limited exposure to tobacco products on radio, 

televisions, and billboards. However, northeast Tennessee is currently experiencing a surge in 

advertising of ENDS in all media outlets, including radio, television, newspapers, and billboards. For 

this reason, the participants recommended a counter-marketing mass media campaign that 

encompasses both conventional tobacco products and ENDS. With socio-cultural factors being 

salient to tobacco control in the region, these counter-marketing strategies were seen as important in 

changing the social norms favorable to tobacco use (including ENDS) to making the behavior 

socially unacceptable. This suggests the continuation of MSA funds for such activities in the 

counties.  

 

Ultimately, the success of any tobacco control program is based on infrastructure. Therefore, 

it was recommended that there is the need to develop the local infrastructure for tobacco 

control. This infrastructure should particularly foster the participation of youth in tobacco control, 

which is consistent with the recommendation by the U.S. Surgeon General(167) and the CDC.(73) 

  

The paucity of data was a major issue that was raised in the discussion on protection from 

exposure to tobacco use and SHS. Individuals and organizations working in tobacco control across 

the counties reported that they mostly depend on state-level data, which may carry less weight in 

their local work. To overcome this shortcoming, it was recommended that there is a need for a 

sustainable tobacco research program in the state, similar to the Tobacco-Related Disease 

Research Program (TDRP) of California. This program could help track the prevalence of tobacco 

use and the associated health outcomes in the counties and statewide. As part of this discussion, it 

was noted that much of the data on tobacco use is self-reported. While the validity of self-reported 

data was not debated, it was recommended that there is the need to supplement the self-reports 

of tobacco use status with objective measures using carbon monoxide, saliva cotinine, and 

tobacco-specific nitrosamines in urine and blood, which can be accomplished through research. This 

research program should be geared towards developing innovative policies and programs and 

evaluating existing and new policies and programs. 
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Finally, it was acknowledged that tobacco control activities at both the state and the local 

levels are disjointed, uncoordinated, and not sustained. As a result, there are overlapping and 

duplicating activities throughout the northeast region and the state. For this reason, integration of 

activities became important aspect of the PHIP discussion. The key recommendation was sharing 

of tobacco control best practices and resources across all sectors of the community. It was 

strongly believed that the sharing of resources will foster cross-sector communication and 

coordination of activities, which is necessary for successful tobacco control.
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Table 5.1: Protection Against Tobacco Use (Including Electronic Nicotine Delivery Systems 
– Ends, Or E-Cigarette) And Secondhand Smoke Exposure 
 Recommendation: Need for a comprehensive tobacco control program 
  

Objective:  
1. Take an inventory of evidence-based programs across the state and neighboring states and report most 

effective items back to the state within a year 
2. Develop a comprehensive state program by the 3rd year 

 

Strategies: 
1. Develop a multicomponent program (as suggested by CDC) that addresses the demand and supply of 

tobacco products (including ENDS) 
2. Fund the comprehensive program at the level suggested by the CDC 
3. Use tobacco settlement money to fund the program 
4. Maintain (or augment) existing Tennessee tobacco taxation policy (i.e., $0.620 per pack) 
5. Evaluate effectiveness of existing taxation policies in neighboring states/regions 
6. Conduct environmental scanning in the counties and elsewhere to identify best practices for the program. 
7. Display health warnings on the tobacco packaging 

 

Evidence:  
1. Strong enough to support program (e.g., California, Massachusetts, New York, etc.) 

 

Target populations: 
1. Low socio-economic groups or disadvantage and underserved populations 
2. Current smokers and parents of smokers and nonsmoking youth 
3. Children and youth 

  

Implementation: 
1. Tennessee Department of Health (TDH) 
2. Support of anti-tobacco coalitions 

 

Integration across sectors: 
1. Involve stakeholders, including taxpayers 
2. Involve health care payers (e.g. commercial insurance plan, Medicaid, etc.) 
3. Involve the private sector (e.g., industry, Chamber of Commerce etc.) 

 

Infrastructure: 
1. To be determined by the TDH 

 

Determination of health outcomes: 
1. County-level data (e.g., rate of initiation, 30-day tobacco use, etc.) 

 

Funding:  
1. Provide funding at level suggested by the CDC's Best Practices ($76 million/year) 
2. Fund the program with dedicated or earmarked money from tobacco "sin tax" (e.g., California and New York) 
3. Fund the program using Master Settlement Agreement (MSA) money 

 

Cost-saving: 
1. Evidence support returns on investment 

 

Barriers and challenges: 
1. Geography (topography and distance to service locations) 
2. Limited funding streams  
3. Political issue (e.g., individual rights, autonomy, etc.) 
4. Inadequate data (e.g., Department of Education refusal to release local data) 
5. Socio-culture (e.g., history of farming, social acceptability of tobacco use) 
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Recommendation: Need better enforcement for existing policies including: 
1. Prevention of Youth Access to Tobacco Act (PYATA), 1994 
2. Children's Act for Clean Indoor Air (CACIA), 1995  
3. Smoke-free government buildings, 2006 
4. Non-smoker Protection Act (NSPA), 2007 
5. Smoke-free campuses (schools, colleges, hospitals etc.) 
6. Other Smoke-free polices   

 

Objective:   
1. Identify agencies involved in policy enforcement and create clear procedures for reporting violations (e.g., 

smoking in parks) within a year 
2. Determine the scope of policy enforcement by year two 
3. Determine the gap in enforcement and new strategies for enforcing existing policies by year 3 
4. Increase penalties for non-compliance by year 4 
5. Require persons to show ID during youth access compliance check within 1 year 
6. Develop policy of ENDS flavoring by the end of Year 1 
 

Strategies: 
1.  Develop systems to provide mass education and strategically plan for enforcement (i.e., community 

readiness approach) 
2. Develop strict enforcement guidelines including citations and fees for violations (i.e., provide education and 

cessation support for violators) 
3. Provide support and training for community mobilization, capacity building, and empowerment for tobacco 

control efforts 
4. Include ENDS in existing policies 
5. Develop a ‘Healthy Children Protection Act’ 
6. Enforce or include penalties in policies (e.g., citation fees, etc.) 

 

Evidence:  
1. Strongly in support of policies (evaluation of smoke-free policies across the country and world) 

 

Target populations: 
1. Smokers 
2. Tobacco retailers 

 

Implementation: 
1. Implementing agencies of legislations 

 

Integration across sectors: 
1. Multi-sectoral collaboration (including law enforcement, health and non-health organizations and institutions) 

 

Infrastructure: 
1. Those provided in legislation 

 

Determination of health outcomes: 
1. Evaluate process outcomes 
2. Evaluate impact of policies and programs on prevalence and disease outcomes 

 

Cost-saving: 
1. Established based on econometric and mathematical models 

 

Barriers and challenges:  
1. Interpretation of existing policies 
2. Limited funding sources 
3. Maneuvering resistance from ‘right to smoke’ 
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4. Difficulty in reporting violations 
5. Smoking in outdoor public places 
6. Lack of knowledge of those responsible for enforcement 
7. Implementing agency (e.g., Department of Agriculture in charge of youth access laws in Tennessee) 

 

 

Recommendation: Need better enforcement of tobacco retail laws 
 

Objective:  
1. Use similar alcohol policies and enforce requirement of identification 
2. Extend tobacco retail laws to include "vapor retailers" within year 1 

Strategies: 
1. Enforce the Prevention of Youth Access to Tobacco Act, 1994 
2. Conduct tobacco compliance check (as required by the Synar Amendment) 
3. Provide education on how to read licenses 
4. Regulate point-of-sale tobacco (e.g., placement of tobacco products, pricing, advertising) 
5. Regulate the distance from schools (including K-12, colleges, etc.) where point-of-sale tobacco activities are 

allowed 
 

Evidence:  
TBD 
 

Target populations: 
1. Youths aged <18 years 
2. Tobacco retail outlets 

 

Implementing: 
TBD 
 

Integration across sectors: 
1. Multi-sectoral collaboration 

 

Infrastructure: 
TBD 
 

Determination of health outcomes: 
TBD 
 

Cost-saving: 
TBD 
 

Barriers and challenges:  
1. The Agriculture Department is responsible for tobacco compliance check 

 

 

Recommendation: Reduce exposure to Secondhand tobacco smoke (SHS) in children 
 

Objective:  
1. Enforce smoke-free policies (see above) 

 

Strategies: 
1. Support mothers and families towards cessation 
2. Limit exposure to secondhand smoke (smoke-free or vape-free environments through statewide smoke-free 

policy, smoke-free pre-K institutions, smoke-free vehicles, smoke-free housing or multi-unit public housing) 
3. Change social norms about smoking (around children) 
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4. Empower localities to take control of smoke-free polices through the removal of statewide preemption 
(consistent with the goal of Healthy People 2020) 

5. Remove preemption policies in the state 
6. Reduce political autonomy 

 

Evidence:  
1. Strongly in support of policies 

 

Target populations: 
1. Adult smokers 

 

Implementation: 
1. Health department 

 

Integration across sectors: 
1. Multi-sectoral collaboration 

 

Infrastructure: 
TBD 

Determination of health outcomes: 
1. Hospitalization of children for respiratory diseases (e.g., asthma) 
2. Cardiovascular disease events (e.g. myocardial infarction) 

 

Cost-saving: 
1. Reduced medical care cost 

 

Barriers and challenges:  
1. Interpretation of existing policies 
2. Funding source 
3. Maneuvering resistance from ‘right to smoke’ 

 

 

Recommendation: Move towards regulating smoking in vehicles with children and education about smoke-free 
homes and housing units 
 

Objective:  
1. Enforce the policies already on the books 
2. Prohibit smoking in the car with children (<18 years) within 5 years 

 

Strategies: 
1. Build evidence and support for policy change 
2. Educate public about needs and benefits 
3. Use a community readiness approach to strategically plan for policy change  
4. Reduce barriers to change 

 

Evidence:  
TBD 

Target populations: 
1. General public 
2. Policymakers 
3. Anti-tobacco coalitions 

 

Implementation: 
TBD 

Integration across sectors: 
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TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 
 

Barriers and challenges:  
1. Political (The Agriculture Committee of the State Legislature) 
2. State preemption 

 

Recommendation: Place signage in public places 
 

Objective: TBD 
 

Strategies: 
1. Place “Young ones at play,” instead of saying, “No smoking. You can’t do this.” 
2. Guilt smokers for SHS exposure 
3. Create "Tobacco free" place 
4. "Tobacco free, young ones at play" 

 

Evidence:  
TBD 
 

Target populations: 
1. Tobacco users 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 
 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
1. Political (The Agriculture Committee of the State Legislature) 
2. State preemption 

 

Recommendation: Move towards removal of preemption policy in Tennessee 
 

Objective: Eradicate preemption policy within 3 years 
 

Strategies:  
1. Repeal tobacco policy preemption in the Prevention of Youth Access to Tobacco Act, 1994 (consistent with 

Healthy People 2020) 
2. Build evidence, and support for policy change 
3. Educate public about need and benefits of local control of tobacco policy 
4. Mobilize and build local capacity for tobacco control 
5. Involve all local stakeholders in tobacco control 
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Evidence:  
TBD 

Target populations: 
1. Policymakers 
2. Health department 
3. Anti-tobacco coalitions 
4. General public 

 

Implementation: 
TBD 

Integration across sectors: 
1. Multi-sectoral collaboration 

 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
2. Political (The Agriculture Committee of the State Legislature) 

 

Recommendation: Raise taxes on tobacco products (including Electronic Nicotine Delivery Systems) and use 
funding to fund ongoing programs to prevent and reduce tobacco use (as suggested by the CDC) 
 

Objective:  
1. Consistently increase of tobacco taxes until there is an observed effectiveness 
2. Impose tax on ENDS within a year at the same rate as cigarettes or greater 

 

Strategies: 
1. Raise retail tax on tobacco products until the national average is reached 
2. Include alternative tobacco products in the tax regime 
3. Tax ENDS at the same rate as cigarettes 
4. Use tobacco tax revenue to fund tobacco control and research at all levels of government (state, regional, 

local) 
 

Evidence:  
1. Established inverse relationship between tobacco use and tax increase, especially among youth 

 

Target populations: 
1. Smokers 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 
 

Infrastructure 
TBD 
 

Determination of health outcomes: 
1. Prevalence of tobacco use 

 

Cost-saving: 
1. Tax revenue 



76 
 

 

Barriers and challenges:  
1. Political (state legislature willingness to increase to tax) 

 

 

Recommendation: Encourage all worksites and insurance carriers to include higher premiums and co-pays for 
tobacco users – with mandatory cessation services. 
 

Objective:  
1. Sustain existing polices 

 

Strategies: 
1. Provide on-going cessation support for multiple attempts to quit – takes many times for someone to quit 
2. Cover nicotine replacement therapies (NRTs) throughout the many attempts to quit 

 

Evidence:  
1. Providing disincentives 
2. Established efficacy of NRTs for pharmacological treatment 

 

Target populations: 
1. Smokers 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 
 

Determination of health outcomes: 
1. Rate of prevalence 
2. Disease outcomes 

 

Cost-saving: 
1. Tax breaks 

 

Barriers and challenges:  
TBD 

 

Recommendation: Implement tobacco (and ENDS) industry counter-marketing campaigns. 
 

Objective:  
1. Implement mass-reach anti-tobacco campaigns that include ENDS 

 

Strategies: 
1. Denormalize the industry and its activities 
2. Conduct mass media campaigns  
3. Change social norms (social acceptability of tobacco use) 

 

Evidence:  
1. Established efficacy of mass media campaigns 

 

Target populations: 
1. Smokers 
2. Industry (ENDS and Tobacco) 
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3. General public 
 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
1. Prevalence 

 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Recommendation:  Develop the local infrastructure for tobacco control. 
 

Objective: 
1. All counties should have a tobacco control program by year 5 

 

Strategies: 
2. Involve youth in tobacco control 
3. Provide community/social support for people 
4. Nurture tobacco control advocates 
5. Facilitate local/grassroots movements/groups/coalitions for tobacco control 

 

Evidence:  
TBD 

Target populations: 
1. Counties 

 

Implementation: 
1. County health departments 

 

Integration across sectors: 
1. Multi-sectoral collaboration 

 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Recommendation: Implement a sustainable research program to track tobacco use and disease prevalence and to 
evaluate evidence-based policies and programs as applied to the Tennessee population. 
 

Objective: 
1. Incorporate research in tobacco control at all levels 

 

Strategies: 
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1. Foster collaboration between higher education institutions, health departments, private sector, and 
nongovernmental organizations 

2. Support funding for tobacco use and control research through Tobacco Settlement Funds and Tobacco Tax 
Revenues 

3. Conduct baseline studies to assess effectiveness of tobacco control efforts 
 

Evidence:  
TBD 

Target populations: 
TBD 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Recommendation: Provide better strategies/ways/means to assess smoking status beyond self-reporting. 
 

Objective:  
1. Data collection should include objective measures for tobacco status 

 

Strategies: 
1. Assess tobacco use status with objective measures (e.g., carbon monoxide, tobacco specific nitrosamines in 

urine and blood) 
2. Use health departments and clinics to objectively assess tobacco use status 

 

Evidence:  
1. Strongly overcome biases in self-reports 

 

Target populations: 
       1.  General public 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Integration Recommendation:  
1. Community, workforce and governmental organization need to share best practices around tobacco control 

and encourage community buy-in to improve the health of citizenry and workforce.   
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2. Insurance companies need to push for better tobacco control coverage in plans to reduce health care costs. 
 

Objective: 
TBD 

Strategies: 
1. Develop and enhance multi-sectoral collaboration, horizontally and vertically 
2. Foster and strengthen collaboration across levels of government (local, regional, and state) 

 

Evidence:  
TBD 

Target populations: 
1. Health department 
2. Business 
3. Anti-tobacco coalition 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 
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5.2. Prevention 
  

The Prevention recommendations are primarily focused on youth and young adults using 

school-/college-based and workplace policies and programs to elicit certain health behaviors in 

terms of making it difficult for susceptible individuals to initiate tobacco use and/or making tobacco 

use not socially acceptable. This is because 99% of smokers initiates smoking before age 26 

years.(129,168) The U.S. Surgeon General has estimated that each day, while 3,200 youth aged 

<18 years initiates smoking, 2,100 youth and young adults transition from occasional or intermittent 

smokers to daily or regular cigarette smokers.(2) In 2011, cigarette smoking (21.2% national vs. 

23.0% in Tennessee vs. 26.6% of Tennesseans aged 18-24 years) and the use of SLTs (4.4% 

nationwide vs. 6.4% in Tennessee vs. 7.4% in Tennessean aged 18-24) among young adults in 

Tennessee exceeded the rate for Tennessee and the national median rate.(139) In the same year, 

current cigarette smoking and tobacco use in 10th-12th graders in Tennessee exceeded rates for 

the state (21.6%; 29.9%) and national medians (18.1%; 23.4%), respectfully.(139) It was reported in 

the qualitative data that the age of tobacco use initiation in some counties in northeast Tennessee is 

as low as 5 years or younger. As such, it was recommended that the life-span approach should be 

utilized for the prevention of tobacco use, starting with pre-K kids (Table 5.2). This is consistent 

with the idea of treating tobacco use as a "pediatric disease."(143) 

 

 The major recommendation pertaining to the prevention of tobacco use among children aged 

5-18 years or K-12 is the development of comprehensive school-based tobacco control 

programs that are strategically planned, implemented, enforced, and evaluated over time. 

While almost all the K-12 schools in northeast Tennessee have some form of school-based program, 

enforcement and compliance was identified as the main challenge or barrier; hence, the need to 

enforce such policies and programs. In line with this recommendation, it was recommended that 

prevention efforts should be expanded to cover young adults aged 18-26 years of age, 

focusing attention on those in the workforce and higher education institutions. In this respect, the 

tobacco-free policy of East Tennessee State University (ETSU; Table 1.1), which encompasses 

ENDS, was identified as a notable college program in northeast Tennessee. Indeed, research 

suggests that the ETSU policy decreased the use and volume of cigarette smoking among the 

employee population.(169) It was agreed that preventing the initiation of tobacco use in youth and 

young adults will require integration of activities administered through schools (K-12) and colleges, 

health departments, community-based organizations, and private businesses for their workforce. 

  

A major issue that elicited extensive discussions across all interviews and meetings 

pertaining to the PHIP is the emergence of new and alternative tobacco/nicotine products, 
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particularly ENDS or electronic-cigarette or e-cigarette. Although there was general absence of 

population-based data on the use of ENDS in the region, participants reported uptake in usage 

across all population sub-groups and status of tobacco use --- current smoking, former smoking, and 

nonsmoking. The reported motivation factors for the increase in usage ranged from "coolness" in 

usage of e-cigarette, to perceived safety or less harm of "vaping" compared to the use of other 

tobacco products, and the ability to use it "everywhere". Given the limited knowledge about the 

health effects of the use of ENDS, it was recommended that there should be an increase in the 

knowledge and awareness around e-cigarette use in youth and all populations. To address the 

observed increase in the prevalence of the use of e-cigarette across the region, exposure to e-

cigarette advertising and marketing on radio, television, billboards, and during county festivities, and 

proliferation of e-cigarette or "vaping" shops in the region, it was recommended that ENDS should 

be incorporated into tobacco control policies and programs. The models for these policies and 

programs in the northeast region include the Mountain States Health Alliance's nicotine-free policy, 

the tobacco-free campus policy of East Tennessee State University, and the smokefree outdoor 

policy of Bristol Motor Speedway that incorporates the use of e-cigarette. 
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TABLE 5.2: Prevention Of Initiation Using Lisfe-Span Approach  
School age children 5-18 years of age or K-12 

 Recommendation: Need comprehensive school-based program that is strategically planned, implemented, 
enforced, and evaluated through time. 
  

Objective:  
1. All schools should have a program by year 1 

 

Strategies: 
1. Coordinate school-based programs with other stakeholders (e.g., anti-drug coalitions, Coordinated School 

Health, faith-based communities, Health Departments, Health educators, Students Against Disruptive 
Decisions (SADD), youth coalitions, businesses, industries, experts, etc.) 

2. Have a coordinator for tobacco programs 
3. Incorporate tobacco control in school curriculum (e.g. GoNoodle) 
4. Increase teachers’ awareness of school-based best practices 
5. Develop tobacco control campaigns that include positive anti-tobacco messaging that appeals to youth, and 

uses social media 
6. Locally planned to meet cultural and specific community needs   
7. Utilize peer-to-peer education 
8. Include enforcement of school tobacco policies with penalties and education around secondhand tobacco 

smoke 
9. Train personnel to plan, deliver, and evaluate program longitudinally for tobacco impacts and health 

outcomes  
10. Reduce barriers to implementing and evaluating programs within schools (e.g. through buy-in of everyone) 
11. Use a comprehensive approach that includes teachers, Coordinated School Health, and other community 

groups working together towards an integrated approach in schools  
12. Include a family-centered approach that reaches parents (engaging them to support prevention efforts, seek 

cessation services, and limit secondhand tobacco smoke exposure)  
13. Integrate tobacco into existing programs (e.g. DARE) 
14. Utilize role models that youth can relate to for counter-advertising and anti-tobacco education (e.g., East 

Tennessee State University (ETSU) anti-tobacco Campaign, Tar Wars) 
15. Incorporate tobacco control special events (e.g. The Great American Smokeout) 
16. Promote extra-curricular activities (e.g. physical activity, smoke-free pledge) 
17. Use evidence-based programming tailored to local school setting 
18. Include innovative, positive messaging that includes life skills training  
19. Change social norms about smoking (de-normalization of tobacco use and the tobacco industry)  
20. Conduct research to support data collection and evaluation of school-based policies and programs 
21. Include incentives in programs 
22. Ensure compliance to retail access laws (e.g., Synar Amendment) 
23. Promote tobacco use cessation among adults 

Evidence:  
1. Utilize existing school-based validated models (e.g., GoNoodle, Tar Wars, etc.) 

 

Target populations: 

1. Parents 
2. Lower socioeconomic status 
3. Mental Health 
4. Children of smokers 
5. Smoking family 

 

Implementing Agency: 
1. Individual schools 

a. Need professionals to coordinate and run programs 
 

Integration across sectors: 
1. Multi-sectoral coordination 

 

Infrastructure: 
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TBD 
 

Determination of health outcomes: 
1. Need youth-focused local data 
2. Allow all schools to welcome school-based surveys 
3. Need coordination with Department of Health, Department of Education, and Department of Mental Health 

and Substance Abuse Services to be able to deliver one annual, coordinated survey 
4. Need program monitoring 

 

Cost-saving: 
TBD 
 

Barriers and challenges:  
1. Teachers unwillingness to undertake more tasks 
2. Lack of youth data by county 
3. Smoking homes 
4. Time constraints 
5. The use of ENDS 
6. Access to tobacco through families 
7. Agriculture Department conduct retail compliance 
8. Smoking family 
9. Cultural barriers (e.g., history of farming) 

 
 

 

18-26 years of age - -Workforce and Higher Education 
 

Recommendation: Expand prevention efforts to reach young adults. 
 

Objective: 
1. Increase the number of businesses and higher education institutions with tobacco control programs. 

 

Strategies: 
2. E-cigarettes should be the focus of prevention efforts because it’s new and fun, almost a popular thing to do 

(Need to be able counter this messaging) 
3. Employers should offer cessation programs- Workforce cessation programs 
4. Impose higher insurance premiums 
5. Develop targeted media campaigns for young adults  
6. Conduct more research, especially on ENDS 
7. Conduct more health education 
8. Combat root causes of smoking (e.g., stress)  
9. Provide funding for programs 
10. Benchmarking for universities, businesses (e.g., ETSU smoke-free policy) 
11. Create workplace programs to prevent tobacco use initiation (e.g., involve the Chamber of Commerce)  
12. Cross-sector collaboration (e.g., anti-drug coalitions, health departments, Economic Development 

Commission) 
13. Create tobacco-free campuses (e.g., college, hospitals, etc. --- Mountain States Health Alliance) to prevent 

tobacco use initiations --Incorporate incentive programs 
14. Incorporate the utilization of Quitline 
15. Include Screening, Brief Intervention, and Referral to Treatment (SBIRT) in workforce programs (e.g., 

MSHA’s prohibition of nicotine) 
16. Provide education on the available products to members of this age group that want to quit smoking (within 

industries have alternative healthy options available, like walking tracks) 
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Evidence:  
1. Incentive programs (e.g. Baby and Me) 
2. Screening, Brief Intervention and Referral to Treat (SBIRT) 

Target populations: 
1. University populations  
2. Employment offices 
3. Pregnant women and their spouses (i.e.,  family-based approach) 

 

Implementation: 
TBD 

Integration across sectors: 
1.    Involve the Chamber of Commerce for working with businesses and creating competition 
 

Infrastructure: 
1. Involving coordination across all the sectors (e.g.,  coalitions, need to incorporate Department of Health and 

Department of Mental Health and Substance Abuse Services) 
2. Involve economic development/workforce development 
3. Need someone to oversee the plan/infrastructure- at the state level 

 

Determination of health outcomes: 
1. Utilize employment data 
2. Need to consider different avenues to collect data (e.g., surveys etc.) 

 

Cost-saving: 
1. Employee incentive programs as cost-saving measures through tax breaks 

Barriers and challenges:  
TBD 

 

Integration Recommendation: Schools, Coordinated School Health, Health Departments, Community 
Organizations, Workforce, and Higher Education need to coordinate and plan primary prevention efforts to prevent 
initiation in our most vulnerable populations. 
 

Objective:  
1. Coordinate activities across sectors 

 

Strategies: 
2. Support, nurture, and collaborate with anti-tobacco coalitions  
3. Enhance the work of Health Councils 
4. Encourage involvement of non-health organizations and groups in tobacco control (e.g., faith-based 

organizations) 
5. Foster multi-sectoral collaboration 
6. Create county research program to gather and analyze data 

 

Evidence:  
TBD 

Target populations: 
TBD 
 

Implementation: 
TBD 

Integration across sectors: 

1. Work with coalitions 

 

Infrastructure: 
1. Anti-drug coalitions 
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2. Health councils 
 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
1. Data limitations 

 

Emerging Issue – The use of Alternative Tobacco Products, particularly Electronic Nicotine Delivery Systems 
(ENDS) or electronic cigarettes (e-cigs) 
 

Recommendation: Increase knowledge and awareness around ENDS use in youth and all populations 
 

Objective:  
1. Initiate activities to increase awareness by year 1 

 

Strategies: 
1. Increase research to gather data on ENDS (e.g., e-cigarette, smokeless tobacco—SLTs etc.) use and risks 
2. Increase public awareness of potential risks and harms (e.g., periodontal disease for SLTs)  
3. Develop and enforce policies to limit use in youth and vulnerable populations 
4. Incorporate ENDS in policies and programs to prevent and reduce tobacco use 
5. Conduct media campaigns 
6. Utilize the Role Model approach 
7. Incorporate ENDS and SLTs in tobacco-free policies for school employees 

 

Evidence:  
1. From North Carolina schools on SLTs and East Tennessee State University 

Target populations: 
1. General public 
2. Youth and young adults 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 



 

86 
 

 

5.3. Cessation 
  

It has been estimated that approximately 54% (vs. 56% nationwide) of smokers in 

Tennessee attempt to quit smoking each year.(139) Consistent with the strong belief in the state that 

tobacco use is very addictive (86.6% vs. 85.4% nationwide(139)) and established disparities in 

tobacco use prevalence, participants advocated for the provision of cessation resources for 

pharmacological and behavioral treatment. Thus, at the general population level and consistent with 

best practice recommendations (see the Best Practice Tool in Appendix 4.1), it was recommended 

that there should be universal tobacco use screening and cessation treatment in all health 

care, workforce, and community-based settings (Table 5.3). This involves the application of the 5 

A's for smokers willing to quit and 5 R's for smokers not ready to quit, as recommended by the U.S. 

Preventive Services Task Force (USPTF).(5,6) A model for this approach was Unicoi County 

Memorial Hospital (Table 1.1.), which screens all patients for self-reported tobacco use status and 

refers tobacco users to sources that provide cessation aids and counseling, including the Tennessee 

Quitline. With the general concern that tobacco users in the region are unable to get the necessary 

help in mind, and despite research  that indicates that people who decide to quit using cessation 

aids and counseling are more successful than those that attempt to quit "cold turkey",(2,3,9) it was 

recommended that there is the need to increase access to nicotine replacement therapies 

(NRTs), including pharmacological treatments and behavioral counseling. With reports that smokers 

in the region are generally referred to the Tennessee Quitline, participants were eager to know the 

successes or failures of the utilization of the Tennessee Quitline in cessation; hence, the 

recommendation that the Quitline should be evaluated and the results incorporated in tobacco 

control in the region and statewide. 

  

 Disparities in tobacco use is an issue that was extensively discussed under cessation. In 

2013, the prevalence of current smokers in Tennessee was 40.5% , 28.7%, 21.5% and 9.9% in 

people with less than high school education, with high school education or G.E.D, some post-high 

school education, and college graduate, respectively. The smoking prevalence was 46.7%, 37%, 

24.9%, 21.6%, and 11.4% in people with household income of <$15,000, $15,000-24,999, $25,000-

$34,999, $35,000-$49,999, and >$50,000. Thus, tobacco use in the state is highly concentrated in 

disadvantaged and underserved populations. In the light of this evidence, three special population 

subgroups emerged as the focus of the PHIP, namely pregnant women, the mental health 

population, and the safety net population.  

 

http://nccd.cdc.gov/brfssprevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&rdCSRFKey=a306704b-d0e2-4a32-8452-b69a4e7a49b6&islLocation=47&islClass=CLASS17&islTopic=Topic15&islYear=2013&hidLocation=47&hidClass=C
http://nccd.cdc.gov/brfssprevalence/rdPage.aspx?rdReport=DPH_BRFSS.ExploreByLocation&rdProcessAction=&SaveFileGenerated=1&rdCSRFKey=a306704b-d0e2-4a32-8452-b69a4e7a49b6&islLocation=47&islClass=CLASS17&islTopic=Topic15&islYear=2013&hidLocation=47&hidClass=C
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 A central goal of the Healthy Tennessee Initiative, is to reduce tobacco use in pregnant 

women, which emerged in the PHIP discussions as well. Our data suggest that about 1 in 3 

pregnant women in northeast Tennessee smokes. The best practice models identified in the region 

for addressing this public health issue were Tennessee Intervention for Pregnant Smokers 

(TIPS)(107) and Baby and Me (Table 1.1). These are incentive programs to motivate pregnant 

women and women with infants to stop smoking.  

 

 The high prevalence of tobacco use and complexity of tobacco use cessation in the mental 

health population was recognized in the PHIP discussion. The provision of cessation aids and 

counseling was perceived as the likely antidote to the high tobacco use rate. In this respect, the 

Woodridge Hospital's tobacco-free policy in which NRTs such as patches are provided for patients 

was identified as a model for addressing tobacco use population in health care setting (Table 1.1.).  

  

 As indicated in Figure 1.9, the poverty rate in the region in 2013 ranged from 16.2% in 

Hawkins County to 30.8% in Hancock County (vs. 17.6% statewide and 15.4% nationwide).(170) As 

a result, a significant proportion of the population in the northeast region depends on safety net 

programs for health care, including Medicaid and TennCare. Although the Medicaid, TennCare, and 

the state employee health insurance plans provide coverage for smoking cessation medication and 

counseling, access to them and limitations on usage of such services were pointed out as barriers to 

the usage of such services. Coupling this access issue with the health care costs imposed on these 

safety net programs, it was recommended that there is the need to determine the feasibility of 

tobacco screening and making cessation treatment mandatory for populations utilizing 

TennCare, Medicaid, and other government assistance programs. In essence, there is the need 

to make cessation services available to the general population with limited restraints on usage of 

such services given that it takes the average smoker several attempts to quit tobacco use.(2,9) 

There is, however, a need to collaborate and coordinate cessation activities among health care 

organizations, health departments, and the healthcare workforce. A key venue for such collaborative 

activities is the health council. 
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Table 5.3: Cessation -- Special Populations 
 
General Population 

Recommendation: Offer tobacco use screening and cessation treatment in all health care, workforce, and 
community-based settings. 
 

Objective:  
TBD 

Strategies 
1. Universal screening and referral of patients in health care setting (e.g., MSHA) 
2. Develop protocols within health care, workforce, and community-based settings to screen for tobacco use 

and provide referral (by applying 5 As: Ask about tobacco use; Advise to quit through clear personalized 
messages; Assess willingness to quit; Assist to quit; Arrange follow-up and support or applying the 5 Rs 
for patients not ready to quit: relevance, risk, rewards, roadblocks, and repetition)  

a. Assess screening and referral protocols in all sectors  
b. Develop guidelines for screening 
c. Develop protocols for referral tailored to individuals’ needs and preferences  

3. Increase workforce trained to provide cessation services  
4. Incorporate evidence-based group setting, online programs, and clinical behavioral health integration 

models 
5. Include follow-up and long-term tracking of cessation efforts  
6. Offer counseling and cessation programs as many times as needed (on average 5-7 times is needed) 
7. Take a stress-management and mental health approach to counseling patients 
8. Use stage-based motivational interviewing approach that reaches every smoker or tobacco user 

 

Evidence:  
1. Surgeon General’s reports 
2. United States Preventive Services Task Force 

 

Target populations: 
1. Smokers 

 

Implementation: 
1. Large employers- mandatory screening and offer cessation information 
2. Set up calls with Quitline for willing employees 

 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
1. Lack of coordination 
2. Lack of knowledge of best practices 

 

 

Nicotine Replacement Therapies (NRTs;  including medications) 

Recommendation: Increase access and education on NRTs products 
 

Objective:  
TBD 

Strategies: 

1. At all entry points service providers are trained to provide referral information including information on 

coverage for NRTs to their clients and patients 
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2. Educate physicians on NRTs, insurance coverage, and methods to educate patients on appropriate use  

3. Educate patients and clients on appropriate use of NRTs including that it needs to be used in conjunction 

with behavioral counseling  

4. Promote expansion of coverage for NRTs to all populations (Policy Recommendation as well) 

 

Evidence:  
1. U.S. Surgeon General 
2. United States Preventive Services Task Force 

 

Target populations: 
1. Smokers 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
1. Cost 
2. Access 

 

 

Tennessee Tobacco Quitline 

Recommendation: Determine the success of the Tennessee Tobacco Quitline 
 

Objective: 
1. Assess the utilization of the Quitline. 

 

Strategies 
1. Evaluate access and utilization of Quitline 
2. Increase utilization of Quitline  
3. Conduct a thorough evaluation of follow-up activities 
4. Provide county-specific data 
5. Referrals if Quitline does not work 

 

Evidence:  
TBD 

Target populations: 
TBD 
 

Implementation: 
1. Request For Proposal to evaluate starts in January 2016 
2. Need feedback loop with data 

 

Integration across sectors: 
TBD 
 

Infrastructure: 
TBD 
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Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Pregnant women/women with infants/children 
 

 Recommendation: Expand on-going efforts using Baby and Me, or similar evidence-based, culturally tailored 
program for pregnant smokers. 
  

Objective:  
1. Increase the adoption of Baby and Me in all northeast Tennessee counties within a year 
2. Acquire health department data- tobacco settlement, data from Baby & Me, number of pregnant smokers 

in region- birth certificate data by county; percentage of patients, providers, and health providers who have 
heard of Baby & Me; longitudinal data to determine if programs have an effect on children of pregnant 
women in a year 

 

Strategies: 
1. Develop and promote incentive programs (e.g. Baby and Me for pregnant women, health workers to 

promote cessation, TIPS) 
2. Create sustainable and institutionalized incentive programs 
3. Have champions for programs (e.g., faith-based organizations)  
4. Develop Baby and Me evidence-based, culturally tailored program in every county to reach all pregnant 

mothers who smoke and their families (incentive program)  
5. Evaluate Baby and Me evidence-based program in every county  

6. Screen all pregnant women for tobacco use (including ENDS) using objective measures (e.g., carbon 

monoxide levels, urine test, etc.) 

7. Reimbursement for cessation services 

8. Expand cessation training, including 5 A’s 

9. Make cessation aids readily available, accessible, and affordable to all pregnant women and women with 

children (aged 0-5 years) in different venues 

Evidence:  
1. Incentive programs (e.g., Baby and Me) 
2. 5 A’s and 5 R’s 

 

Target populations: 
1. Using other drugs 

 

Implementation: 
1. Health care providers and community-based organizations  
2. Health department 

 

Integration across sectors: 
1. Faith-based organizations 
2. Partnerships (e.g., collaboration between Health Department, March of Dimes, and pregnancy support 

center in Johnson County) 
3. Cost-sharing for programs 
4. Engage family birth centers 

 
 

Infrastructure: 
1. More carbon monoxide monitors 
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2. Need to know what models work and not working in our population (Evaluation piece) 
 

Determination of health outcomes: 
1. Birth weight 
2. Child smoking 
3. Obesity connection 

 

Cost-saving: 
1. Baby and Me cost-saving model 

 

Barriers and challenges:  
1. Differences in capacities of the county health departments 
2. Travel to different counties to obtain services 
3. Lack of sustainability of incentive programs 
4. Un-institutionalized programs 
5. Smoking homes 
6. EMR/EHR not talking across platforms 
7. Include providers and community based organizations to promote 
1. Webinar to train providers, offer CE credits 
2. Providers don’t want to be compelled to do it due to loss of costs 
3. Cost associated with Baby and Me- incentives and training, CO monitor ($165) & mouth pieces 

 

 

Mental Health Population (including homeless population) 
 

Recommendation: Provide cessation aids and counseling for mental population (as they constitute the highest 
smoking rate) 
 

Objective: 
TBD 
 

Strategies 
1. Create smoke free mental health facilities  
2. Provide cessation aids and counseling for patients while in treatment 
3. Conduct more research (including evaluation of programs), especially with the homeless population 
4. Screen all patients admitted to mental health facilities for tobacco use (including ENDS) 
5. Offer cessation sessions (groups) 
6. Provide training for smoking cessation in mental health population 

 

Evidence:  
TBD 

Target populations: 
1. Pregnant women using other drugs 

 

Implementation: 
TBD 

Integration across sectors: 
TBD 
 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 
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Barriers and challenges:  
1. The population is the most resistant to cessation 
2. Providing training in cessation for mental health population 
3. Data limitations 
4. Usage of multiple drugs 
5. Not willing to use NRT- stabilized do not what to take another drug 
6. Lack of cooperation 
7. Providers do not address nicotine cessation 
8. Competing needs, especially for homeless population 
9. Prescription drugs cannot interact with cessation drugs 
10. Inadequate participation in programs 
11. Usage of tobacco as appetite suppressant  
12. Migrant and Hispanic population needs more data on country and SES 

 

 

Safety-net Population 
 

Recommendation: Determine feasibility of making tobacco screening and cessation treatment mandatory for 
TennCare, Medicaid and Medicare, and other government assistance programs 
 

Objective:  
TBD 

Strategies:  
1. Assess tobacco use (including electronic nicotine delivery systems) in TennCare, Medicaid, and Medicare 

populations 
2. Screen individuals in these programs for tobacco use 
3. Incorporate pharmacotherapy and behavior treatment for these populations --- intensive cessation 

approach 
 

Evidence:  
TBD 

Target populations: 
TBD 

Implementation: 
TBD 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 

 

Integration Recommendation: Health care organizations, Health Departments, Physician and Nursing clinics 
need to strategically plan cessation efforts in order to reduce the burden of disease in the population. 
 

Objective: 
TBD 

Strategies 
1. Enhance the work of Health Councils 
2. Foster multi-sectoral collaboration to strategically plan cessation efforts 
3. Include non-health-related groups in cessation 
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4. Involve patients 
 

Evidence:  
TBD 

Target populations: 
TBD 

Implementation: 
1. Coalitions to bring people together 
2. Peer support groups: Patients learn better from others- someone who has experience to give advice (call 

in hotline with a peer) 
3. Consistent message across the state- possibly a communication toolkit 

 

Integration across sectors: 
TBD 

Infrastructure: 
TBD 

Determination of health outcomes: 
TBD 

Cost-saving: 
TBD 

Barriers and challenges:  
TBD 
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6.0. COSTS 

 

6.1. Cost Saving Strategies 
  

The overall annual estimated economic costs (in direct health care cost and in lost 

productivity) attributable to tobacco use in Tennessee is over $5 billion dollars.(1,72) The CDC has 

indicated that the total annual medical costs incurred in Tennessee from smoking was approximately 

$2.7 billion.(1) Although no econometric or mathematical modeling for the recommendations were 

presented during the PHIP meetings, it was generally understood that tobacco control is cost-

efficient. This understanding is consistent with the literature that delineates the benefits of tobacco 

control policies and programs.(2,34,49) For example, an economic analysis by Lightwood et al. 

showed that between 1989 and 2004, the California tobacco control program was associated with 

$86 billion lower health care expenditures, compared to states without such a program.(171) In this 

respect, a crude economic model for delineating economic benefits of the Baby and Me was 

highlighted as a good approach to understanding cost saving mechanisms of tobacco control. To 

close this gap in knowledge about economics of tobacco control in the region, important health 

outcomes were identified in the recommendations to facilitate cost-benefit assessments.    

 

6.2. Grants and Sources of Revenue 
  

Until recently that the state made available through the Tennessee Department of Health 

about $15 million of the Master Settlement 

Agreement (MSA) revenue for the counties 

over a three-year period, tobacco control in 

Tennessee has primarily been funded through 

governmental appropriations and grants 

(Figure 6.1). The state of Tennessee 

generates over $400 million in annual tobacco-

related revenue (MSA funds and taxes),(1,15) hence, participants perceived that it is important for 

the state to provide funding for tobacco control. In particular, it was suggested during the regional 

meeting that the state should consider a "sin tax" on tobacco products. While recommending tax 

increases for tobacco products (including ENDS), it was simultaneously recommended that a certain 

percentage of the tax revenue be earmarked or dedicated to tobacco control. Additionally, it was 
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recommended that the MSA revenue should be used to fund tobacco programs at the level 

recommended by the CDC. 

 

7.0. SCALABILITY 
 

 The work on the PHIP culminated in a State Innovation Model (SIM) meeting in Nashville, 

Tennessee, to discuss the PHIP projects by the five academic institutions. The central aim of this 

meeting was to synthesize the recommendations emerging from the five PHIP projects and identify 

those that can be scaled up for statewide adoption. Thus, based on the guide provided by the World 

Health Organization (WHO),(172) the extensive community-based work on tobacco use and control 

in Northeast Tennessee, became the foundation for developing statewide policies and programs to 

address the high prevalence of tobacco use in Tennessee.  

  
Overall, the absence of a comprehensive and adequately funded tobacco control program in the 

state of Tennessee was a common theme through all the meeting discussions and is an issue that 

needs immediate attention. Tobacco use is addictive and difficult to quit(2) and unlike many public 

health issue areas, developing policies and programs to address it is challenging in Tennessee due 

to several factors. These include: 

 social acceptability of tobacco through integration into the culture of several communities 

through farming,  

 a culture of health has not been embraced by people and communities that make healthy 

living a priority,  

 a political culture overly concerned with issues of civil liberties,  

 limited access to health services by people living in isolated and mountainous communities 

such as those in Central Appalachia, and  

 the role of the tobacco industry in not only marketing and promoting tobacco and other novel 

tobacco products but also using its political power to lobby and stifle efforts to prevent and 

reduce tobacco use in the state.  

In this environment, meeting members felt that addressing tobacco use requires a multifaceted 

approach with several policies and programs that reinforce one another. This is only possible 

through a sustainable statewide comprehensive tobacco control program. Such a program can play 

a pivotal role in addressing fundamental and structural/systemic barriers to tobacco control through 

several activities, including grassroots education and social mobilization for tobacco control. In this 

regard, the Centers for Disease Control and Prevention (CDC) has provided a guide for how 

Tennessee can establish and fund such a tobacco control program in the Best Practices Guide for 
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Tobacco Control(173) that incorporates evidence-based strategies for reducing tobacco 

use.(2,174,175) A key component of a comprehensive tobacco control program is an easily 

accessible repository of best practices or evidence-based policies and programs that local 

communities and departments could use as a starting point for effective tobacco control work. In 

effect, such a program can provide the foundation for tobacco control statewide.  

 

 While patterns of tobacco use in Tennessee vary across regions, the behavior is generally 

enmeshed in socio-cultural and economic issues, particularly in places such as Northeast 

Tennessee and areas with a long history of tobacco farming. Additionally, the dominant political 

culture strongly favors local control of policies and programs, although with acceptance of the state 

providing guidance for local stakeholders. Thus, consistent with the goal of the Healthy People 

2020,(176) there was the demand among participants in the PHIP project for the state to remove the 

explicit preemption of tobacco control that has existed since the mid-1990s.(177) The underlying 

rationale for this policy modification is to allow communities to developed culturally-tailored programs 

that conform to local policy and programmatic needs as well as empower local authorities that better 

understand the local environment to address structural/systemic barriers that impede progress in 

tobacco control. The status quo whereby the preemption allows the state to set the ceiling for policy 

development, instead of the floor to spur local innovation has not been able to address the tobacco 

use problem. Mostly importantly, successful health promotion requires community involvement(73) 

and buy-in, and policy activities at the local level has educational implications and do not alienate 

people from the policy goals,(118) which give credence to local tobacco control with the potential to 

thwart local resistance.  

 

Local engagement in the development and implementation of tobacco control policies and 

programs is necessary, which requires local autonomy and an end to the preemption of tobacco in 

Tennessee. The model that was identified in the PHIP project was the MSA revenue, whereby the 

TDH has identified priority areas and regions and counties have the flexibility to develop programs 

that meet their own needs. The long-term implication for this action is that it fosters local initiatives 

and innovations that can be emulated and diffused statewide. Additionally, removing preemption to 

allow local tobacco control remove a political and structural barrier to tobacco control in the state that 

can foster pilot studies of policies and programs to determine their health and cost-effectiveness 

before statewide adoption. Local control will empower authorities, especially with the state's 

resource (e.g., financial, materials, knowledge etc.) support, to develop policies and programs to 

deal with the varied tobacco products that continue to emerge at the local level. 
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The design and content of tobacco products continue to evolve and the prevalence and use 

of any specific tobacco product vary across states and regions of the US. Although cigarette 

smoking has  remained the dominant tobacco product since the Bonsack Machine was invented in 

1880, the use of electronic cigarette (e-cigarette) has been growing rapidly since it emerged in the 

US market in the mid-2000s,(74,75) and has culminated in FDA regulation in May 2016.(86) In 

Tennessee, while the use of smoked and smokeless tobacco products continues, e-cigarettes shops 

have proliferated and advertising using several channels, including television, radio, and billboards 

have become common. Thus, from the onset of the PHIP project, the use of e-cigarette across all 

age groups and population subgroups became a concern of public health stakeholders. As such, the 

incorporation of e-cigarette into existing tobacco control policies was strongly advocated and should 

be scaled up so that policies such as smoke-free policies and excise taxes will cover e-cigarette 

products.  

 

In response to the growing concerns about e-cigarettes, Tennessee enacted and 

implemented an e-cigarette policy (effective January 1, 2016) (84)  which  bans the sale of e-

cigarettes to minors aged 18 years and below, However, it allowed the use of e-cigarettes in venues 

where smoking tobacco products has been prohibited by smoke-free policies. This e-cigarette policy 

reinforces the evidence in this PHIP project for the need for local control. It will allow local entities to 

address the use of tobacco products such as e-cigarettes in their communities. By that, communities 

can regulate when and where e-cigarette can be used, alongside the state ban on use by minors. 

The main issue communities are confronted with e-cigarettes, however, is the inadequate scientific 

evidence on the health and economic impacts of the product. 

 

 Policymakers are generally amenable to locally generated data;(42) however, research on 

tobacco use and control pertaining to Tennessee is sparse. Prevalence data through the BRFSS is 

primarily state-based with limited access to regional and local tobacco use and control data. 

Moreover, there is limited evidence on the effectiveness of existing tobacco control policies in 

preventing and reducing tobacco use. With that, there is need for data locally and statewide to 

support advocacy initiatives and mobilize communities for tobacco control. Research will assess the 

effectiveness of local- or state-specific novel policies and programs to help determine those that 

should be jettisoned or promoted or diffused as worthy for emulation. In this regard, the state should 

consider investment in local and statewide research projects for tobacco control by collecting and 

expanding upon current data. The data or evidence generated has the potential to lead to the 

development of policies and programs due to policymakers’ receptivity and the ability to use them to 

make a strong case for tobacco control. 
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 The development of novel policies and programs and assessment of existing ones through 

research has major implications for enforcement and compliance with tobacco control policies in 

Tennessee. Major legislation to address tobacco use in Tennessee already exists; hence, it was 

recommended in the PHIP project to scale up enforcement of the existing policies and programs. 

These include the Prevention of Youth Access to Tobacco Act (PYATA; 1994), the Children's Act for 

Clean Indoor Air (CACIA; 1995), and the Non-Smoker Protection Act (NSPA; 2007), alongside 

exemption of higher educational institutions from the state preemption of tobacco policy (2005)(178)  

or ban e-cigarettes use among minors (2016).(84) The implementing agencies include the 

departments of Agriculture (CACIA, PYATA, and e-cigarette), Health (NSPA), and Labor and 

Workforce Development (NSPA). With one of the barriers to effective tobacco control being 

enforcement. Thus, it is suggested that authorities entrusted with the implementation of policies, 

either at the local or state level, should diligently implement them and collect data or keep proper 

records or implement evaluation and enforcement activities for research to support tobacco control 

initiatives. 

 

 Tobacco use is a multifaceted and complex phenomenon and addressing the issue requires 

concerted efforts through multi-sectoral collaboration, including private-public and government-

nongovernment partnership. Conversely, the findings in the PHIP project suggest that stakeholders 

in Tennessee operate in silos with very limited crossover communication that hampers the sharing of 

information and best practices for tobacco control. In this respect, both vertical and lateral 

collaboration in tobacco control efforts is needed and an ideal institution for such collaboration is the 

health council, which consist of stakeholders across all sectors of the community. However, the 

health councils are not adequately utilized for multi-sectoral collaboration for tobacco control, even in 

northeast Tennessee where they play important roles in health promotion and education. 

Nevertheless, health councils are ideal institutions for multi-sectoral collaboration that need to be 

scaled up across the state, especially if and when tobacco preemption in Tennessee is eliminated.  

 

 The following provide details of more specific policies and programs that can be scaled up 

for statewide adoption:  

 

7.1.1. Protection Policies and Programs 
 

Policies and programs in this category are meant to cover the entire population or accessible 

to everyone regardless of smoking status or age. The policies that can be expanded or scaled up for 

statewide adoption and across communities in the state are: 
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Smokefree policies: This policy already exists in Tennessee. The NSPA has provided the 

foundation on which communities, institutions, and businesses can build upon to protect nonsmokers 

and other vulnerable populations from exposure to the hazards of secondhand tobacco smoke 

(SHS). The main issue is with the coverage of the state smoke-free policy, especially with 10 

exemptions in the NSPA, including bars and some places of employment. Thus, the state of 

Tennessee should consider 100% smoke-free policy and encourage others to adopt the following: 

 Tobacco-free campus: The CACIA and subsequent legislations and regulations require 

school facilities to be smokefree.(178) Therefore, there should be mechanisms to ensure that 

school smoke-free policies are enforced. The model for this policy is the tobacco-free policy 

of East Tennessee State University (ETSU)(179) that covers not only smoked tobacco 

products but also smokeless and other lit products and incorporates cessation services. This 

policy can be expanded to all educational and related institutions for adoption, including K-

12.  

 Nicotine-free workplace: A healthy workforce is a productive workforce and tobacco use 

undermines that. The annual smoking-caused productivity losses in Tennessee is estimated 

to be about $3.6 billion,(180) which is due to unhealthy workforce. Organizations and 

businesses, including healthcare systems in Tennessee, have developed workplace 

programs to address this issue. The smokefree policy of Mountain States Health Alliance 

(MSHA)(181) was identified for scale up and adoption by organizations and businesses, 

especially those in the healthcare industry. This policy creates not only a nicotine-free 

workforce and 100% smoke-free policy that includes e-cigarettes, but also ensures that 

employees comply with the policy through random testing for nicotine while providing those 

dependent on nicotine with help to cease tobacco use.  

 Smokefree public places: The state smoke-free policy primarily covers indoor and enclosed 

places. As such, nonsmokers and vulnerable populations are exposed to SHS in public 

outdoor places, even though there is no known safe level of SHS exposure.(44,182) In this 

policy vacuum, organizations and businesses have taken voluntary actions to protect their 

patrons. Bristol Motorway has adopted a 100% smoke-free outdoor public place that includes 

e-cigarettes. Unlike many outdoor public policies that are rarely enforced, Bristol Motorway 

utilizes mechanisms such as text messages and toll-free phone calls to enforce the 

smokefree policy, which makes the policy worthy to be considered for scale-up and 

statewide promotion. 

 Smokefree vehicles with minors: There is no known safe level of exposure to tobacco 

smoke; yet, the most vulnerable populations in society, children, are exposed to SHS in the 

most enclosed places with high level of toxicity: inside cars. Among children, SHS exposure 

has been linked to several diseases and health conditions, including low birth weight, lung 
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development, acute lower respiratory tract infections, middle-ear infections, chronic 

respiratory symptoms or problems,(44,46,60,168,183) thickening of blood vessel walls,(184–

187) mental illnesses,(188) and cognitive impairments.(189) As of May 2016, only eight 

states in the US have succeeded in passing smoke-free car legislation: Arkansas, California, 

Louisiana, Maine, Oregon, Utah, Vermont, and Virginia.(190) With three neighboring states 

(Arkansas, Louisiana, and Virginia) having a smoke-free car policy, it was felt throughout the 

PHIP project that such policy should pursued. 

 Smoke-free housing complex: The desire to protect innocent third parties from exposure to 

the hazard of SHS was very strong among participants in the PHIP project and SIM meeting. 

Thus, to protect residents in multi-unit housing complexes from SHS exposure, it was 

recommended that a smoke-free policy consistent with that of the Department of Housing 

and Urban Development (HUD)(191) should be instituted. In this respect, Sullivan County’s 

policy that addresses smoking in public housing units was identified for replication. 

 

Incentives and disincentives for tobacco use: Tobacco use has several negative economic 

implications to the user. Therefore, using incentive and disincentive mechanisms to elicit non-

tobacco use behavior should be scaled up, especially with the usage increasingly concentrated in 

populations with low socioeconomic status (SES).  These mechanisms include: 

 Taxation: The effectiveness of tax in creating incentives and disincentives for tobacco use 

has been documented;(2,175,192) however, the state of Tennessee has one of the lowest 

tax rates in the US (i.e., 62 cents per pack of 20 cigarettes).(193) This makes tobacco 

products in the state relatively affordable, compared to states with higher taxes. Given the 

inverse relationship between tobacco use and price, it was recommended that the state 

increase the retail price on tobacco products to at least the national average to create 

disincentive for tobacco use. Additionally, the tax on tobacco products should be extended to 

include alternative tobacco products, including e-cigarettes. Since tobacco users are 

primarily those with lower SES, the revenue 

generated from tax on tobacco products should be 

earmarked or dedicated to supporting programs 

that help such populations including mental health 

and vulnerable populations such as pregnant 

women, or finance programs that will help tobacco 

farms to switch to alternative sources of livelihoods 

such as research on pilot programs. 

 The Tobacco Master Settlement Agreement (MSA) 

revenues: In 1998, 46 states and the District of 
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Columbia reached the Master Settlement Agreement (MSA) that required the industry to pay 

these states approximately $206 billion over 25 years to be invested in youth tobacco use 

prevention and cessation services.(194) However, a very small amount of MSA funds have 

been invested in tobacco control by many states.(194,195) Of the total MSA funds, 

Tennessee is estimated to receive nearly $4.8 billion (Table 7.1);(196) yet, until the recent 

investment of about $15 million over a period of three years, the MSA funds were spent on 

other projects.(173,194,195) Nevertheless, the increase in tobacco control activities within 

the counties through the disbursement of the $15 million in places where tobacco control 

was hitherto less known has generated the need for scaling up the MSA funding for 

programs such as Baby and Me. The mechanisms for how Tennessee can utilize its MSA 

funds have been spelled out in the CDC’s Best Practices.(173)   

Anti-tobacco use education: This is an integral part of any successful comprehensive tobacco 

control program.(2,173,174) Although tobacco advertising on television, radio, and billboards has 

been banned in the US, people continue to be confronted with multiple and conflicting messages 

about tobacco use. Each year, the tobacco industry spends nearly $10 billion(50) to advertise and 

market tobacco products in multiple channels, including point-of-sales to attract children and young 

adults to tobacco use.(142) As such, scaling up anti-tobacco use education in Tennessee that 

encompasses smoked and smokeless tobacco and alternative tobacco products such as e-

cigarettes, was recommended, especially for places such as northeast Tennessee where the culture 

of healthy living is weak. While the ongoing education on the health and economic consequences of 

tobacco use should be continued and deepened, the following should be incorporated in anti-

tobacco use education in Tennessee:  

 

 Counter-marketing: Tobacco advertising, marketing, and promotion continuous to be 

pervasive in Tennessee, which suggests that people across all age groups are exposed to 

them and generate the need to scale up counter-marketing anti-tobacco use campaigns and 

advocacy. Both the federal and state governments should sustain anti-tobacco use 

campaigns such as public services announcements (PSAs), while providing resources to 

support local- or community-based campaigns that address the unique circumstances or 

environment of each locality or community. The model used under the MSA whereby 

counties and regional health departments are allowed to use a portion of the $15 million 

funds to design policies and programs that suit the local or community needs should be 

expanded with adequate financial and material support. 

 Tobacco control messaging: It was recognized in the PHIP project that one size does not 

fit all in terms of anti-tobacco messages; therefore, communities or local government entities 

should be allowed to develop their own messages. Several approaches for tobacco control 
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messaging were noted, including focusing on positive messaging and building health instead 

of condemning unhealthy behaviors and negative consequences of tobacco use, developing 

targeted messages that are culturally sensitive to each unique group, and countering the 

messages of the tobacco industry and allies. Additionally, given the success of the campaign 

against SHS exposure in the US,(141,197) the anti-tobacco use message should focus on 

the impact of tobacco use on the health of others, including innocent nonsmokers such as 

infants. Again, the MSA funding provides a model for where localities and communities can 

develop and test suitable anti-tobacco use messages. 

 Cultural Issue campaign: An important structural and systemic barrier to tobacco control 

across Tennessee is culture, which provides a key rationale for the continued high 

prevalence of tobacco use. This cultural explanation stems from the long history of tobacco 

farming across the state, although federal and state policies of the past decade, including 

buyouts, have reduced dependence on tobacco as the preeminent source of livelihood. Still, 

the remnants of customs and practices that foster the use of tobacco persist to date. Another 

cultural issue is the social acceptability of tobacco use at the societal level and in families. 

With such a situation, smoking cessation becomes difficult with continued exposure to 

tobacco use in families and social settings and peer pressure to conform to such social 

norms. Thus, anti-tobacco use education should address the cultural issues involved in 

tobacco use through a more holistic approach that targets not only the individual but also 

families and communal/societal norms and practices about tobacco. Given that it is difficult to 

change cultural norms, anti-tobacco use education should be sustained over a long period, 

not a stop-gap effort. Alongside such education to change cultural norms about tobacco 

should be efforts to replace the income from tobacco, including investment in job training in 

other industries and alternative uses of tobacco. 

 

7.1.2. Prevention Policies and Programs 
 

Evidence indicates that up to 90% of tobacco users started the behavior by age 18 

years,(142,198) suggesting the need for smoking prevention among minors. It was reported that the 

age of tobacco use initiation in some communities in northeast Tennessee was as low as age five 

years or younger. As such, policies and programs to prevent tobacco use initiation among children 

and adolescents, especially those susceptible to smoking, were highly recommended for scaling up 

for statewide adoption.  

 

Relatedly, up to 99% of smokers start smoking by age 26 years,(142,198) which suggests that 

addressing tobacco use among young adults aged 18-26 years should be of utmost policy 
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significance. Although young adulthood serves as the transition to regular smoking and an age that 

is highly targeted by the tobacco industry,(145,199) young adults are not highly targeted by tobacco 

control effort in Tennessee,(200) as epitomized by the focus of MSA funding – preventing 

secondhand smoke exposure in children, preventing tobacco use initiation in children, and 

preventing tobacco use in pregnant women. Thus, the life-course approach whereby tobacco control 

is designed for all population age subgroups is recommended. Specific policies and programs for 

scaling up to prevent tobacco use in Tennessee include: 

 Comprehensive school-based programs: The majority of children in Tennessee aged 18 

years or younger attend school. Therefore, a comprehensive and enforceable school-based 

program was identified for scale up. Such a policy should combine smoke-free policies with 

anti-tobacco use education by a school-based health promoter to prevent tobacco use 

initiation. Given the cultural undertones of tobacco use in Tennessee, such a program should 

be holistic and utilize innovative means to involve families and caregivers and encourage 

smoke-free households to protect school-going children from exposure to tobacco use and 

SHS. School-based tobacco control programs that prevent youth from tobacco use initiation 

have political support through the CACIA and subsequent legislations,(178) which should 

encourage school administers across the state to implement and enforce such programs.  

 Policies and programs targeting young adults: Preventing tobacco use in this population is 

essential for tobacco control in Tennessee. This will require a combination of smoke-

free/tobacco-free campus college policies (see above), workplace policies (see above), taxes 

(above), and anti-tobacco use messages targeted at young adults (above). In effect, young 

adults should be considered as priority group to be targeted with tobacco control efforts in 

Tennessee, as tobacco usage in young adulthood provides transition to regular smoking. 

 

7.1.3. Cessation Policies and Programs 
 

The prevalence of cigarette smoking among youth and adults in Tennessee was 15.4% in 2013 

and 24.2% in 2014, respectively. These data suggest that there are many addicted and tobacco- 

dependent people in Tennessee that will benefit from tobacco cessation programs. As indicated 

earlier, the majority of these smokers are those with low socioeconomic status (SES), including 

people with mental illnesses. Tobacco use cessation involves individual- and group-based 

approaches that help people to quit usage.(5,6,9) Tobacco use cessation often requires several quit 

attempts, which suggests the need for a sustainable cessation program to help those committed to 

quitting tobacco use. Given that tobacco use is not only addictive but also used in certain social 

contexts, both pharmacological and behavioral approaches are needed for cessation. Thus, policies 

and programs that can be scaled up include: 
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 Universal screening for tobacco use: Tobacco use is an individual behavior with broader 

societal and national implications in terms of the burden on the healthcare system and the 

macro-economy. Therefore, the scaling up universal screening for tobacco use in healthcare 

delivery systems such as hospitals, employment, and government programs such as 

Medicare and Medicaid was recommended. Screening for tobacco use can be through self-

report, objective measures such as carbon monoxide level, the volume of cotinine in saliva or 

urine, or tobacco-specific nitrosamines in blood; or a combination of self-report and objective 

measurements. Regardless of the approach, it is recommended that people identified as 

tobacco users should be automatically referred for cessation services, including cessation 

aids, counseling, and Quitlines. Successful models of universal screening were identified in 

the PHIP project, including screening all employees for nicotine by Mountain States Health 

Alliance. With respect to government programs, it was recommended that pilot studies for 

universal screening should be conducted for programs such as Medicaid to determine the 

feasibility of statewide adoption. 

 Smoking cessation aids: Tobacco is an addictive product,(2,31,32) and each year nearly 

70% of smokers in the US attempt to quit smoking, but very few succeed.(153) This means 

that quitting will need to include pharmacological treatment, including nicotine replacement 

therapies (NRTs) using medications such as nicotine patches, gum, Iozenge, inhaler, nasal 

spray, buproprion (Zyban), and varenicline (Chantix).(9) Simultaneously, there is a 

behavioral undertone to tobacco use, which indicates that cessation requires behavioral 

therapies such as brief advice by physician, and individual, group, or telephone 

counseling.(9)  The provision of these services is particularly essential for high risk groups 

such as the mental health population and pregnant women. The key issue is not to only 

make these services accessible, available, and affordable but also sustainable as tobacco 

use cessation requires several quit attempts.  

 Tobacco Quitline: An integral part of any successful tobacco program is Quitline.(173) 

Tennessee already has tobacco Quitline services that is available for residents of the 

state.(201) As such, raising awareness of services provided through the Quitline among 

tobacco users and their families, and evaluating the Quitline to inform policy and advocacy 

initiatives in the state should be prioritized. As a service operated by the state, it is important 

for Quitline data to be accessible to advocates working at the grassroots level. Thus, there is 

the need to expand the scope of the Tennessee Quitline and extend the services provided 

through it. 

 Health insurance: Overall, tobacco users are more unhealthy and have more negative health 

outcomes than nonsmokers,(2,44,202) which increases medical costs. The overall medical 
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costs attributable to smoking in Tennessee is approximate $2.7 billion per annum.(180) To 

make tobacco users to take greater responsibility for their behavior and address tobacco-

related medical costs imposed on Tennessee by tobacco users, it was recommended that 

tobacco users should to pay higher insurance premiums, deductibles, and co-pays. 

Simultaneously, insurance plans in Tennessee should provide coverage for cessation 

products and other services with low premiums, deductibles, and co-pays for tobacco users. 

Moreover, limitation on the number of times a tobacco user can access cessation services 

should stop because it takes an average tobacco user several quit attempts before 

stopping(9,153) as tobacco is highly addictive.(2,31) 

 

In sum, the PHIP project for tobacco cessation suggests that addressing tobacco use involves 

more than understanding and addressing individual behavior but also confronting structural and 

systemic barriers and challenges, including culture, poverty, politics, and geography. As such, the 

recommendations combine individual- and population-level approaches that encompass tackling 

individual/lifestyle underpinnings of tobacco use while addressing structural barriers that impede 

individuals’ ability not to initiate tobacco use or cease tobacco use. The policies and programs 

recommended for scaling up for statewide adoption are consistent with evidence-based 

pratices(173) and Healthy People 2020,(57) which means that diligent adoption and implementation 

has the potential to reduce the high tobacco use prevalence in the state and help to achieve the 

national goal of 12% adult smoking rate by 2020.(57) 

 

7.2. Evaluating Policies and Programs for Tobacco Cessation 
 

Several public health models exists to evaluate tobacco policies and programs,(203) ranging from 

individually focused approaches such as the Health Belief Model and Theory of Planned Behavior to 

ecological models ones such as the socioecological model and general models such as diffusion of 

innovation. The primary endpoints for such evaluation of tobacco policies and programs are 

prevention of tobacco use initiation and tobacco use cessation. There are several secondary 

endpoints, including adoption and implementation of policies and programs and development of 

infrastructure or capacity for tobacco control. These policies and programs can be examined through 

quantitative, qualitative, or mixed-methods approaches.(204–208) Thus far, survey studies to 

determine the prevalence of tobacco use behavior and tobacco-induced disease have been the 

dominant approaches for study tobacco-related issues in Tennessee. These approaches can be 

complemented with other approaches for evaluating tobacco policies and programs including: 
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 Policy analysis: This approach examines the adoption, implementation, and modification of 

policies and programs.(42,165) There are several reasons for such studies, including why 

and how certain policies were adopted and others were not. These studies include analysis 

of the behavior of public health stakeholders, policymakers, or the tobacco industry in the 

policy system within any unit of analysis. The evidence from such studies is important to 

inform policy change in any policy environment, either at the local, regional, or state level. 

 Quasi-experimental design: Policies and programs are implemented in specific geographic 

such as northeast Tennessee or political jurisdictions such as county. With 95 counties, 

Tennessee provides an ideal condition for natural, experiment-designed studies, especially if 

the state preemption of tobacco policy is removed to allow local governments to develop 

unique policies and programs for their communities. In such an environment, novel policies 

and programs can be piloted and compared across counties and regions to determine 

effectiveness. Thus, quasi-experimental studies could be used to evaluate policies and 

programs. 

 Cohort studies: These are prospective studies involving community dwelling participants 

who are followed over time through periodic assessment. The strength of such studies is that 

they provide strong evidence for establishing causation. No tobacco-related cohort has 

existed in Tennessee, although a cohort study could provide insight into structural effects on 

tobacco use such as culture.  

 Economic impact analysis: Tobacco use behavior imposes macro-economic costs in terms 

of medical costs and loss of productivity due to tobacco-induced illnesses or premature 

deaths, which makes economic analysis essential for policy development.(49,209) Economic 

analysis of tobacco includes assessment of the costs of treatment for tobacco-induced 

diseases, the impact of policies on government and businesses in terms of employment and 

revenues, and comparative cost-effectiveness of policies and programs. Given the scarcity of 

resources, economic impact studies are essential to inform policy actions in Tennessee. 

 Pre-post studies: The underlying data for the proposed policies and programs for scale up 

are primarily from outside of Tennessee. This results in the need to assess their 

effectiveness using Tennessee-specific data.  In this respect, trend studies that compare two 

eras, before and after the implementation of the policy or program, including event history 

analysis is needed. Such studies have the ability to delineate effectiveness of policies and 

programs that can inform policy actions and spur advocacy initiatives and social mobilization 

for tobacco control across the state. 

 Case studies: This involves in-depth examination of one or more issues pertaining to 

tobacco use and control. The in-depth knowledge obtained from such studies could help 

determine whether a policy or program should be emulated and how to address specific 
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tobacco-related issues. This approach is particularly useful for pilot studies where the 

information obtained could inform future actions elsewhere. 

 

In summary, given the paucity of tobacco-related research in Tennessee and the fact that the 

underlying data for proposed tobacco policies and programs are from elsewhere, it is important that 

evaluation be incorporated into tobacco control programs. The evaluation of programs will help 

determine those that need to be terminated or sustained. The general consensus in the PHIP project 

is that there is the need for efforts to avoid a one size fits all approach, making evaluation of tobacco 

policies and programs vital for tobacco control in Tennessee. 

7.3. Funding for Recommended Policies and Programs 
 

 Resources are needed for developing tobacco control policies and programs, conducting 

research, or engaging advocacy initiatives. Three key sources for funding tobacco control in 

Tennessee were identified in the PHIP project. 

 

 Tobacco Master Settlement Agreement Revenue: As indicated earlier, Tennessee will 

receive an estimated $4.8 billion from the tobacco industry through 2025 (Table 7.1).(196) 

The purpose of this money is tobacco use prevention among youth and tobacco 

cessation.(194) To meet the intention of this MSA, it is recommended that policymakers in 

Tennessee invest about one-fifth (18%) of this money in tobacco control as prescribed by the 

CDC in the Best Practices.(173) 

 Tobacco tax revenue: Taxes on tobacco products serves dual purposes: preventing and 

reducing tobacco use and generating revenue for government. Although, the tax rate on 

tobacco products (62 cents per pack of 20 cigarettes) is low, compared to other states,(193) 

it generates millions of dollars in revenue per year (Table 7.2). Thus, it was recommended 

that the tax rate be increased and part of the generated revenue dedicated or earmarked for 

tobacco control and research in the state. 

 

 Grants: Grants from public agencies such as the National Institutes of Health (NIH) and 

CDC and private sources such as the Healthy Tennessee Foundation, Blue Cross Blue 

Shield Foundation, and Robert Wood Johnson Foundation are important sources for 

founding tobacco policies and programs in the state. As such, there should be increased 
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awareness of these sources of funding in Tennessee, particularly among those working at 

the grassroots level. 

 

In sum, unlike many health issues, tobacco control is self-financing. In this respect, MSA funds 

and tobacco tax revenue were particularly identified as sources of funding for tobacco control in 

Tennessee. The CDC suggests that it requires less than one-fifth of tobacco-related revenues in the 

state to prevent tobacco use initiation and significantly reduce tobacco use.(173) Thus, policymakers 

in the state should have the political will to make such an investment and reduce the high prevalence 

of tobacco use. 

8.0. CONCLUSION 
 

Tobacco is the leading preventable cause of chronic diseases in the U.S. and accounts for 

over 480,000 annual deaths (including secondhand smoke (SHS) exposure); 11,400 deaths in 

Tennessee. Although the rate of tobacco use has been declining over the past half a century, about 

1 in 5 (1 in 4 in Tennessee) adults in the U.S. continues to smoke. The Healthy People 2020 aims to 

reduce this rate of smoking to 12%, which will require a drastic decline in high prevalent areas such 

as Tennessee. Thus, the PHIP for tobacco cessation is meant to identify population-based policies 

and programs to reduce tobacco use (including ENDS) in northeast Tennessee and statewide 

through a community-based participatory bottom-up process. 

 

The northeast region of Tennessee consists of eight counties, with cigarette smoking rate 

ranging from about 23% in Unicoi County to about 40% in Hancock County in 2014. Tobacco use in 

the region primarily involves smoking of traditional cigarettes and the use of smokeless tobacco 

products (SLTs). Additionally, increase in the use of electronic nicotine devices system (ENDS) or e-

cigarettes across all age groups has been observed, although no data on ENDS is currently 

available for any of the eight counties. As part of the Appalachian region of Tennessee, the 

northeast region is noted for its high prevalence of chronic diseases – cancer, cardiovascular 

diseases (CVD) and respiratory diseases – and associated risk factors, including tobacco use. The 

data for this PHIP project suggest that respiratory diseases are the most prevalent among these top 

three chronic diseases, which can be contrasted with the state and the country where CVD 

continues to be the leading cause of mortality. The PHIP is, therefore, meant to address this major 

public health issue through a collaborative effort with the communities. 
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The process of developing population-based recommendations and goals for tobacco 

cessation in the northeast region was informed by quantitative analysis of secondary data, gap 

analyses, and qualitative analysis of key informant interviews and discussions during stakeholder 

meetings. These analyses formed the foundation for activities to understand the scope of the 

tobacco use problem in individual counties; identify best practices for tobacco control and barriers, 

challenges, and opportunities; and develop recommendations for tobacco cessation. These PHIP 

activities included quantitative analysis of data provided by Tennessee Department of Health (TDH) 

to inform interviews and meeting discussions, interviews with key informants, and community and 

regional stakeholder meetings. The collected data through the PHIP activities were analyzed using 

NVivo qualitative software and synthesized to form the basis for developing the regional 

recommendations and scalable policies and programs. All the PHIP-related activities were guided by 

a three-part framework for the Protection of people from exposure to tobacco use (including ENDS), 

Prevention of tobacco use initiation, and Cessation of tobacco use, which became the goals of the 

region, consistent with CDC’s best practice recommendations for Tennessee. 

 

The results of analyses of the data suggest that it was generally clear to participants that 

reducing tobacco use requires multi-faceted efforts, a multi-sectoral approach, and a comprehensive 

tobacco control program. As such, 14 recommendations emerged under protection, 4 under 

prevention, and 7 under cessation. The regional discussions for developing these recommendations 

were guided by a synthesized Best Practice Tool developed by the PHIP team. The protection 

recommendations, which are primarily policy-focused, range from the need for a state 

comprehensive tobacco control program and enforcement of existing policies to coordination of 

activities among stakeholders in tobacco control. An important recommendation that emerged from 

the onset of the PHIP project is removal of the state tobacco policy preemption. Stakeholders in 

tobacco control in the counties felt that their ability to innovate and to reduce tobacco use at the local 

level has been hampered by the preemption. The prevention recommendations focused on tobacco 

use among youth and young adults, and involve using school-/college-based policies and programs 

to ensure that people do not start to use tobacco products. This issue is very critical for the northeast 

region as the reported age of smoking initiation was five years or younger. An emerging issue in this 

respect, is the uptake in the use of ENDS. With uncertainties about the use of ENDS and the near 

absence of any regulatory framework at the time of data collection in 2015, it was recommended that 

ENDS should be incorporated into existing tobacco control policies and programs, which the state 

partially did in 2016. The cessation of tobacco use was recognized as a complex and difficult issue 

due to the pharmacological (nicotine addiction or dependence) and behavioral basis of tobacco use 

behavior. The recommendations to address this issue ranged from offering universal tobacco use 

screening and cessation treatment, including nicotine replacement therapies (NRTs), to making 
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cessation aids and services available and accessible to special populations such as pregnant 

women, mental health, and safety-net populations. In this respect, the data from the PHIP project for 

tobacco cessation suggests the need for a holistic and comprehensive approach to this public health 

issue. 

 

Tobacco control in the counties is confronted with several barriers and challenges. Central to 

these barriers and challenges are socio-cultural factors that make tobacco use socially acceptable in 

the region. As a region with a long history of tobacco farming, tobacco use has been ingrained in the 

fabric of the society, which means that usage is accepted in social settings and within families. This 

will require continuous education and awareness about the health effects of tobacco use and SHS 

exposure, as recommended. Related to this socio-cultural issue is the political issue of autonomy 

and civil liberty. Although the health effects of SHS exposure has been well-documented, it was 

indicated that tobacco users still feel that they have the right to use their products, and tobacco 

control policies such as smokefree policies infringe on their freedoms. Nonetheless, it was still 

recommended that such tobacco policies should be enforced. The other barriers and challenges 

ranged from inadequate funding for tobacco control, paucity of local level data, and the lack of 

research, coordination of activities, and human resources to carry out tobacco control policies and 

programs. Despite these barriers and challenges, certain opportunities for tobacco cessation in the 

counties emerged, including the commitment of stakeholders to tobacco control, cross-cutting 

collaborations, and voluntary adoption of tobacco control policies in the private sector. 

 

Emerging from the PHIP activities were the scalable policies and programs, which 

encompassed population-based ones such as smokefree policies to individual-based ones such as 

making cessation aids available and affordable to those who want to quit. These policies and 

programs should be evaluated and funded mostly through MSA and tobacco tax revenues. 

 

In summary, the activities through a bottom-up approach culminated in the development of 

scalable policies and programs for tobacco cessation. It is unambiguous from the data for this 

project that a comprehensive approach at all levels of governance is required to address this public 

health issue. Additionally, it is unambiguous that there is clamor for local autonomy in tobacco 

control so that best practices can be socially and culturally tailored to the local environment, which 

requires that the state remove the tobacco preemption. Further, it is unambiguous that the region 

needs preventive actions against tobacco use to be targeted at youth in early ages, including 

encouraging retailers not to sell tobacco products and enforcing youth access laws. Finally, there is 

an uptake in ENDS use in the region; hence, research is warranted on their effects at both individual 

and population levels. All in all, the enthusiasm generated through the PHIP project suggests that 
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the counties in northeast Tennessee are ready to address this public health issue of tobacco use, 

although they may be at different levels of readiness for change. This further suggests the need to 

continue or increase the funding for tobacco policies and programs through the MSA revenue and 

scaling up existing successful programs such as Baby and Me. 
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