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LEARNING OBJECTIVES

1. Describe differences in children’s exposure to environmental tobacco smoke and tobacco use.

2. Understand the intergenerational transmission of tobacco use across generations.

3. Describe resources to reduce child exposure to nicotine and tobacco. 



LIFE EXPECTANCY AT BIRTH, AS OF 

2010-2015











TOBACCO-RELATED HEALTH DISPARITIES



NIMHD HEALTH AND HEALTH DISPARITIES RESEARCH 

FRAMEWORK (ALVIDREZ, 2019)

There are multilevel influences on tobacco-related 
disparities.

For example:

◼Contextual factors:
◼segregation, poverty, living conditions, 
school conditions, healthcare access, 
exposure to ETS

◼Interpersonal factors: 
◼Family health behaviors 
◼family functioning
◼experiences of discrimination 
 

◼Individual factors: 
◼mental and behavioral health



SOCIAL ECOLOGICAL APPROACH TO ADDRESSING 

HEALTH DISPARITIES (NCI, 2017)



TOBACCO-RELATED HEALTH DISPARITIES

 Some groups of people suffer disproportionately from tobacco-caused diseases, including: 1-6

 Certain racially minoritized populations

 Black/ African American peoples

  American Indian/ Alaska Native peoples

 Hispanic and Latino people (with differences based on country of birth and ethnicity and other factors)

 People living in rural areas and certain regions

 People with lower socioeconomic statuses

 People with certain behavioral or mental health conditions

 LGBTQ+ people 

_______________________________
1 USDHHS, 1998; 2 Mowery et al., 2015; 3 Villanti et al, 2021; 4 U.S. National Cancer Institute; 5  American Association for Cancer Research, 2022; 6 CDC, 2022 



LET’S CONSIDER TOBACCO-RELATED HEALTH 

DISPARITIES AND PLACE….



Map of state-level ranking according to proportion of smoking-associated cancer deaths 

attributable to cigarette smoking in 2014

•Arkansas was 1 of the 5 rural 

states that ranked in top 10 for 

• highest cigarette smoking 

prevalence

• smoking-associated cancer 

incidence and mortality

•  and proportion of smoking-

attributable cancer deaths.



In Tobacco Nation,

• Adult and youth smoking rates are higher than people living in 

other states.
• People smoke more cigarettes per year.

• Adult smoking rates have been consistently higher than the rest 

of the country since 2011.





LET’S LOOK AT PLACE PLUS MORE…





In Arkansas, 41% of 

our population lives in 

rural areas. 





Adult Cigarette 

Smoking

In Arkansas, 22% of 

adults are current 

cigarette smokers. 

This ranged from 16% 

to 28% of adults across 

counties in the state.



YOUTH 
ENVIRONMENTAL 
TOBACCO 
SMOKE/VAPOR 
EXPOSURE (ETSE)



YOUTH ETSe

 Parental smoking is the most 
common source of child ETSe.1,2

 Parental smoking poses 
compounded risk for youth due to…
 the health effects of ETSe

 the increased chance of smoking 
uptake.3,4

_______________________________________________________

1 Brody, 2019; 2 Ding et al., 2010; 3 USDHHS, 2006; 4 Vuolo & Staff, 2013



YOUTH ETSe

 ETSe has declined over time, but rates remain high:1,2,3

 38% among children aged 3-11 

 32% among children aged 12-19

 Among children 3-11 years old: 3

 Heavy ETSe significantly declined over time among White and 
Hispanic children but not Black children

 The disparity in ETSe among children has widened for Black 
children.

_______________________________________________________

1 Brody et al., 2021; 2 Brody, 2019; 3 Twum et al., 2023



YOUTH ETSe

 Populations more likely to be exposed to ETS: 1

 Children aged 3-11

 Non-Hispanic, Black individuals

 People with lower incomes

 People with less education

 People who live in rental and multi-unit housing

 People who live with someone who smokes in the home

 People who work in traditionally “blue collar” occupations

_______________________________________________________
1 CDC. Trends and Disparities in Secondhand Smoke.







PERCENTAGE OF CHILDREN AGES 0-17 WHO LIVE IN HOUSEHOLDS WHERE 

SOMEONE USES CIGARETTES, CIGARS OR PIPE TOBACCO (2-YEAR ESTIMATE)



WHY ARE THERE DISPARITIES?

 Differences in adoption smokefree policies

 Tobacco industry predatory marketing and advertising in specific 

communities and spread of misinformation about ETSe.

 Social, structural, and political determinants of health

_______________________________________________________
1 CDC. Trends and Disparities in Secondhand Smoke.



Truth Initiative. The 

impact of secondhand 

smoke.



YOUTH TOBACCO AND 
NICOTINE USE



•  Among high school students, declines occurred in current use 

of any tobacco product (from 12.6% to 10.1%) and e-

cigarettes (from 10.0% to 7.8%). 

• Among middle school students, no significant change in 

current use of any individual tobacco product or composite 

tobacco product use measure was observed.







CURRENT TOBACCO 
PRODUCT USE 
AMONG MIDDLE 
SCHOOL STUDENTS 
IN 2024

Tobacco Product Overall Girls Boys

Any tobacco product† 5.4% 5.5% 5.3%

Electronic cigarettes 3.5% 3.9% 3.1%

Nicotine Pouches 1.0% 0.9% 1.1%

Cigarettes 1.1% 1.2% 0.9%

Cigars 0.8% 0.8% 0.7%

Smokeless tobacco 0.8% 0.7% 1.0%

Other oral nicotine 

products§

0.9% 0.9% 0.8%

Heated tobacco products 0.7% 0.7% 0.8%

Hookah 0.6% 0.7% 0.4%

Pipe tobacco 0.5% 0.4% 0.5%



CURRENT TOBACCO 
PRODUCT USE 
AMONG HIGH 
SCHOOL STUDENTS 
IN 2024

Tobacco Product Overall Girls Boys

Any tobacco product† 10.1% 9.3% 10.9%

Electronic cigarettes 7.8% 7.7% 7.8%

Nicotine Pouches 2.4% 0.8 3.9%

Cigarettes 1.7% 1.1% 2.2%

Cigars 1.5% 1.0% 2.1%

Smokeless tobacco 1.5% 0.6% 2.3%

Other oral nicotine products§ 1.4% 0.9% 2.0%

Heated tobacco products 0.9% 0.7% 1.0%

Hookah 0.8% 0.7% 0.9%

Pipe tobacco 0.5% 0.4% 0.6%



Tobacco product

Percentage of middle and high school students who reported current tobacco product use,* overall and by school level, product, 

sex, and race and ethnicity — National Youth Tobacco Survey, United States, 2024

Race and ethnicity

 % (95% CI)

TotalAI/AN Asian Black or African American White Hispanic or Latino Multiracial

Overall

Any tobacco product 16.3
(12.8–20.5)

3.3
(2.3–4.6)

10.0
(8.4–11.9)

7.8
(6.6–9.3)

8.4
(7.5–9.3)

9.0
(7.4–11.0)

8.1

(7.4–8.9)

E-cigarettes 11.5
(8.4–15.5)

2.3
(1.5–3.7)

7.0
(5.7–8.6)

5.9
(4.8–7.1)

6.1
(5.5–6.9)

6.6
(5.2–8.3)

5.9

(5.3–6.6)

Nicotine pouches 4.4
(2.8–7.0)

—** 1.0
(0.6–1.4)

2.2
(1.8–2.8)

1.7
(1.4–2.1)

1.4
(0.8–2.4)

1.8

(1.5–2.1)

Cigarettes 3.5
(2.1–5.6)

— 0.9
(0.6–1.4)

1.4
(1.2–1.8)

1.6
(1.3–2.0)

2.1
(1.3–3.5)

1.4

(1.2–1.6)

Cigars — — 2.2
(1.5–3.1)

0.9
(0.7–1.2)

1.4
(1.1–1.8)

— 1.2

(1.0–1.5)

Smokeless tobacco 3.6
(2.0–6.4)

— 0.8
(0.5–1.3)

1.3
(1.1–1.7)

1.3
(1.0–1.6)

1.3
(0.7–2.2)

1.2

(1.0–1.4)

Any combustible tobacco 
product

6.3
(4.1–9.5)

— 4.1
(3.2–5.2)

2.4
(2.0–2.9)

2.9
(2.5–3.5)

3.9
(2.8–5.4)

2.8

(2.5–3.2)

Multiple tobacco products 6.9
(4.5–10.4)

1.1
(0.6–2.0)

3.3
(2.5–4.4)

3.0
(2.5–3.7)

3.1
(2.7–3.5)

3.8
(2.7–5.2)

3.0

(2.7–3.4)





TOBACCO USE IN ARKANSAS

 Dr. Oliveto said the recent data on nicotine and tobacco use in Arkansas has been presented…



Arkansas Prevention Needs Assessment 2023 Report



ARKANSAS 
PREVENTION 
NEEDS 
ASSESSMENT 2023 
REPORT





ARKANSAS PREVENTION NEEDS ASSESSMENT 2023 REPORT



ARKANSAS PREVENTION NEEDS ASSESSMENT 2023 REPORT



HOW DO WE REDUCE TOBACCO AND NICOTINE 

EXPOSURE ACROSS GENERATIONS?





THE FAMILY SYSTEM: INTERGENERATIONAL 

PATTERNS OF SUBSTANCE USE



PARENTAL SMOKING 

◼ Parental smoking has been associated with the following among children:

◼  greater adolescent intentions to smoke

◼ early onset smoking

◼ rapid escalation of smoking

◼ long-term persistence of smoking

◼ reduced quit attempts 

◼ reduced probability of cessation. 1-5 

◼ Risk factor for adolescent smoking through mechanisms such as…
◼  modeling

◼ increased access to tobacco3,4,6 

◼ genetic predisposition for nicotine dependence.7

◼ Shared contextual factors (e.g., exposure to poverty, racial stress, racism)

_______________________________
1Ding et al., 2010; 2CDC, 2007; 3  Best, 2009; , 4 Chassin et al., 2000; 5 Wang et al., 2013; 6 Chassin et al., 2002; 7 Boomsma et al., 1994



INTERGENERATIONAL TOBACCO USE 
PATTERNS AMONG RURAL FAMILIES

 Intergenerational patterns of tobacco use are key drivers of lower life expectancy and higher cancer and 
cardiovascular disease morbidity and mortality in rural vs. urban populations.*

 Compared to non-rural youth, rural youth experience more family-level tobacco use risk factors: They are more 
likely to live with caregivers who use tobacco, have ETSe, and be offered tobacco by caregivers.

 They are less likely to receive anti-tobacco socialization from caregivers.

 Rural children with caregivers who use tobacco are in critical need of selective family-focused interventions to 
prevent child tobacco use.

 This is further supported by research demonstrating that a universal tobacco prevention program (not tailored to youth with 
parents who smoke) was not effective for rural children whose parents smoked but showed promise for those whose parents did 
not smoke.  

 Yet, while 70% of rural caregivers who use tobacco are willing to participate in family health promotion interventions,13 
rural families’ 1) have inadequate access to the tobacco programming and 2) are rarely represented in family-level 
prevention research.

_________________________

* Please email Dr. Clawson for the references for this section of the presentation…there are too many for these slides.



SMOKE-FREE KIDS

 There is only one evidence-based intervention focused on preventing child smoking among families with caregivers 

who smoke, Smoke-free Kids, but the effectiveness among rural families is unknown.

 It is a mailed caregiver-child program that addresses barriers faced by caregivers who use tobacco that deter their 

efforts to prevent offspring tobacco use, including low self-efficacy for preventing child tobacco use and feelings of 

guilt and hypocrisy.

 It is a low-intensity program (5 printed modules, booster module, telephone support: 1 proactive call from the 

team and then unlimited caregiver-initiated calls, incentives) focused on increasing caregiver self-efficacy and anti-
tobacco socialization (caregiver-child communication about tobacco; home smoking bans; monitoring and rules 

about child tobacco use; child refusal and media literacy skills).



SMOKE-FREE KIDS

 Despite its effectiveness, Smoke-free Kids has not been widely adopted. This may be because 

 it addresses only cigarette smoking, rather than all tobacco use

 it uses a printed format that costs more to update and is more difficult to disseminate, relative to digital formats

 its dissemination relies on caregivers being identified as tobacco users and then provided with intervention 

materials (caregivers are the intervention deliverers

 it may need to be adapted for use in a rural state

 no studies have addressed optimizing its implementation. 

 The Family Tobacco Project pilot study addresses this by using a systematic intervention adaptation 
process (Intervention Mapping ADAPT) to assess the fit of Smoke-free Kids to rural families and 
identify needed adaptations to maximize family engagement and intervention effectiveness. 



FAMILY 

TOBACCO 
PROJECT

Mixed methods evaluation of the feasibility and acceptability of an evidence-based tobacco prevention 

intervention for rural children with caregivers who use tobacco. Pilot project through the Center for 

Research, Health, and Social Justice. NIMHD (P50MD017319-02).



PROJECT AIMS

 Central objective: Identify the feasibility, acceptability, and appropriateness of Smoke-free Kids to rural families and 

identify needed modifications to maximize rural families’ engagement and intervention response. 

 Aim 1 : Complete a needs assessment and assess the fit of Smoke-free Kids for use with rural families by evaluating the 

following among rural caregivers who use tobacco and their children (aged 8-10 years old; 22-47 dyads):

 the feasibility and acceptability of recruitment methods

 the feasibility, acceptability, and appropriateness of Smoke-free Kids and

 caregiver perceptions about intervention effects on motivation to quit.

 Aim 2 : Synthesize quantitative and qualitative data to identify key adaptions to Smokefree Kids delivery and content to 

address all tobacco use and be culturally-responsive to rural families.



METHODS/STUDY DESIGN

 Study Population: Caregivers who use tobacco, and 

their 8-10-year-old children, who live in the Arkansas 
Delta region (Phillips, Chicot, Lee, and Desha 
counties).

 Study Design: The explanatory sequential study 

design will build upon and integrate quantitative and 
qualitative data to guide intervention adaptation.

 Participant Incentives: Caregivers and children will 
receive a gift card if they participate in this study.



WHAT ARE WE ASKING FAMILIES TO DO IN THIS STUDY?

 Step 1: Caregivers complete an online screener to see if they are eligible to participate. 

 Step 2: Caregiver and child survey completion

 Caregivers and children will complete an online survey assessing tobacco exposure, antitobacco socialization, and multilevel factors 
that influence tobacco use.

 The survey can also be administered over the phone or during an in-person study visit. 

 Step 3: Caregivers and children get to review the Smoke-free Kids Program!

 Dyads will be mailed the Smoke-free Kids program and asked to review it prior to qualitative data collection. 

 Step 4: Caregivers and children will complete in interview or focus group and then complete a brief survey.

 Separate focus groups or semi-structured interviews will be conducted with caregivers and children.

 Questions are related to perceptions about child tobacco use, antitobacco socialization, feedback about the Smoke-free Kids 
program, and perceptions about successful recruitment methods.

 The interviews/ focus groups can be done in-person or via Zoom.



FAMILY TOBACCO PROJECT

 The Family Tobacco Project pilot study will generate pilot data to support the resubmission of a larger-scale 

research project, “An Adapted Evidence-Based Tobacco Prevention Intervention for Arkansas Children with 

Caregivers who Use Tobacco,” which is 1 of 4 interrelated projects of the of the Healthy Arkansas Kids (HARK) 
NHLBI P01 application.

 The long-term goal of my P01 project is to disrupt intergenerational tobacco use patterns by maximizing the impact, 

adoption, and implementation of an updated version of Smoke-free Kids that addresses all tobacco use, is available in print 

and online, and is culturally responsive to rural families.



WE ARE RECRUITING NOW!

 We are recruiting now and are eager to create partnerships with people interested in helping to refer families to 

our study and/or helping with distributing study flyers. 

 We believe in partnerships that benefit both partners and are eager to learn how a partnership might benefit you!

 If you are interested in partnering on this study, please email Dr. Clawson or go to the brief survey connected to 

this QR code to let us know you are interested in partnering!

 Together we can disrupt intergenerational  patterns of tobacco use in Arkansas!



PLEASE EMAIL ME  TO GET MORE 

INFORMATION OR GET FLYERS!



WILL IMPLEMENTING HOME BASED INTERVENTIONS 
WORK FOR ARKANSAS FAMILIES? 

PRELIMINARY DATA SURROUNDING HOME SMOKEFREE POLICIES



COUNTY-LEVEL RATES OF HOME/ CAR SMOKING RULES ARE 

ASSOCIATED WITH COUNTY-LEVEL RATES OF YOUTH SMOKING IN 
ARKANSAS

Aim:

 This study identifies the associations between county-level youth smoking rates and county-level adult smoking rates (risk 

factor) and home/car smoking rules (protective factor).

Methods:

 Data on youth lifetime smoking history (dependent variable), home/car smoking rules (independent variable), and student 
demographics were from the 2021 Arkansas Prevention Needs Assessment (APNA), a school-based survey based on the 

validated Risk and Protective Framework. 

 Valid data were obtained from 55,449 6th, 8th, 10th, and 12th graders across 61 of our 75 counties. 

 Data were aggregated to produce county-level estimates; counties with < 50 APNA respondents were excluded. 

 County-level adult smoking rates were drawn from 2021 CDC PLACES data (independent variable). 

 Regression models identified the associations between county-level rates of student-reported lifetime history of smoking 
cigarettes and county-level adult smoking rates and county-level rates of student-reported home/car smoking rules; models 

adjusted for county population and county-level estimates of student mean age, percent female, and percent White. 

 Overall models included data from 60 counties; models stratified by rurality included 12 urban counties and 45 rural 
counties.



RESULTS

Overall Models:

 County-level adult smoking was not significantly related to the county-level percent of students who had smoked.

 Counties with a higher percentage of students reporting that smoking was not allowed in their homes/cars and that they 

did not know their home/car smoking rules had lower smoking rates (-0.61, p<.001 and -0.72, p<.001, respectively). 

Urban Counties:

 Adult smoking was not significantly related to youth smoking. 

 Counties with a higher percentage of students reporting that smoking was allowed anywhere (0.44, p=.01) and reporting 

no smoking rules (0.30, p=.001) had higher smoking rates. 

Rural Counties:

 Adult smoking was not significantly related to youth smoking.

 Counties with a higher percentage of students reporting that smoking was not allowed anywhere and that they did not 
know their home/car smoking rules had lower smoking rates (-.49, p<.001 and -.66, p<.001, respectively).



DISCUSSION

 Home/ car smoking rules are associated with youth smoking rates in rural and urban counties in a state with 

geographic tobacco disparities.

 Interventions, programs, and policies that support families to create smokefree homes may reduce tobacco 
exposure.



HOW DO WE REDUCE TOBACCO AND NICOTINE 

EXPOSURE ACROSS GENERATIONS…CONTINUED?





POLICY



POLICY







SCHOOL-BASED INTERVENTIONS



STANFORD MEDICINE TOBACCO PREVENTION TOOLKIT





CATCH MY BREATH

https://catch.org/program/vaping-prevention/



PREVENTION WORK THROUGH ARKANSAS DEPARTMENT OF 

HEALTH

https://projectpreventar.org/

Project Prevent is the statewide youth tobacco prevention 

coalition in Arkansas. Its members consist of local Chapters 

across the state that choose to live their lives free from tobacco 

and nicotine, and encourage others to do the same.

Coral’s Reef is a vaping prevention campaign that includes 
videos and activities. It was specifically created to be appealing 

and understandable to younger (1st grade) and older children. 



CLINICAL INTERVENTIONS



HELP CAREGIVERS AND KIDS TO QUIT USING TOBACCO

 Meta-analytic shows that cessations interventions focused on parents who smoke 
are efficacious.1

 Provider advice to adolescent and adult patients to quit improves quit rates.2

 Ask,  Advise,  Act (or Refer)

 Ask all patients if they use tobacco

 Advise tobacco users to quit through personalized messages

 Refer tobacco users to cessation services

 Clinical practice resources
 Smoking Cessation: A Report of the Surgeon General 2020

 Clinical practice guidelines and other clinical resources

 https://www.cdc.gov/tobacco/patient-care/clinical-tools/index.html

1 Scheffers-Van Schayck et al., 2021; 2 Treating Tobacco Use and Dependence Clinical Practice Guidelines, 2008. 
 

https://www.cdc.gov/tobacco/patient-care/clinical-tools/index.html


HELP CAREGIVERS TO QUIT USING TOBACCO

 Clinical Effort Against Secondhand Smoke Exposure (CEASE)
 Research from Dr. Winicoff ’s team shows that parents want help with quitting smoking from their children’s 

doctor but often do not get it.  

 The CEASE training and implementation materials have been designed to help clinicians and staff in child healthcare settings 
to implement family-centered tobacco control strategies.

 The three simple steps of CEASE:

 1. Ask
  Does your child live with anyone who uses tobacco?

 2. Assist
  Your child's doctor or nurse can help you quit tobacco and help you have a tobacco-free home 
and car.

 3. Refer
  Call 1-800-QUIT-NOW or sign up with Smokefree TXT.

 https://www.massgeneral.org/children/cease-tobacco/resources

https://smokefree.gov/smokefreetxt
https://www.massgeneral.org/children/cease-tobacco/resources


CEASE



ARKANSAS DEPARTMENT 
OF HEALTH PROGRAMS

 Be Well Arkansas

 See right

 Educational materials for 
healthcare provider 
offices, schools, 
community  organizations, 
etc.



ARKANSAS DEPARTMENT OF HEALTH PROGRAMS

 Be Well Baby

 There are no age, income or insurance requirements for any participants. This 
program is free to all users.

 Participants that enroll can earn up to $250 in diaper vouchers that can be 

redeemed at Walmart stores and Walmart.com.

 https://www.bewellarkansas.org/be-well-baby/

Lana.Gray@arkansas.gov

https://www.bewellarkansas.org/be-well-baby/


RESOURCES FOR CAREGIVERS ABOUT TOBACCO 
CESSATION

WWW.HEALTHYCHILDREN.ORG  HTTPS://SMOKEFREE.GOV/

http://www.healthychildren.org/
https://smokefree.gov/


HELP CAREGIVERS TO REDUCE CHILD ETSE AND RISK FOR 

TOBACCO USE INITIATION

 Teach caregivers about the importance of anti-tobacco socialization, which includes:

 Creating smoke and vapor environments

 Restricting the child’s access to tobacco and nicotine products

 Creating clear expectations about tobacco and nicotine use among youth

 Engaging in communication with your child about tobacco

 Monitoring child tobacco use

 Teaching children about refusal skills

 Teaching media literacy skills



QUESTIONS?

Contact Information:

Ashley H. Clawson, PhD

aclawson2@uams.edu 

www.Clawson-lab.org

mailto:aclawson2@uams.edu
http://www.clawson-lab.org/
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