	TOBACCO USE

SECTION OF SC CANCER PLAN

BACKGROUND INFORMATION
Email your edited document to Kristin.bridgmon@sccanceralliance.org

	PLEASE PROVIDE YOUR INPUT HERE
(Note: Please initial below each comment or suggestion that you make to assist us in compiling everyone’s feedback)



	Objective/Strategy


	Year Created
	Indicator Rating
(See legend at end of this table)
	Indicator Notes
	Baseline
	Current Documented Status on Work Towards Accomplishing 
Objective or Strategy
	Please Provide Information about any Additional Progress Towards Accomplishing this Objective or Strategy:
	Please Provide Suggestions for How this Objective or Strategy Should be Updated (such as “no further action needed;” “modify measure to read…”, “next steps…” etc.):

	Objective 1 By June 2015, decrease the rate of tobacco use among adult South Carolinians (age 18+) from 21.9% to 12% (SC BRFSS, 2007).  
	2005; Revised 2009
	A1
	Excellent
	2003, revised to 2007; 2003=25.5%; 2004=24.3%;  2005=22.5% 2006=22.3%; 2007=21.9%; 2008=20.0%
	20% in 2008; Active 
	
	Fine as is

	Strategy 1. Increase awareness among African-American men about the dangers of mentholated cigarettes, through targeted media campaigns.
	2005
	B3
	What is the source of data to know if increased?  Likely baseline data.  What are the dangers of mentholated cigarettes?; How to measure if targeted campaign done? (# of ads, covered population, etc.); how to measure if AA men are more aware after training?
	2003, revised to 2007
	 
	
	I suggest to delete; this is too ambiguous

	Strategy 2. Increase local presence and activity in communities through development and support of local tobacco coalitions.
	2005
	C3
	What is "local presence?"  How is "activity" measured?  What is the goal; How to measure increased presence and activity? (what is baseline presence?)…how many new tobacco coalitions?
	2003; deleted in 2009
	n/a-deleted from plan
	
	I suggest to delete; this is too ambiguous

	Strategy 3. Increase capacity and diversity of local tobacco coalitions in coordination with the SC Tobacco Collaborative.
	2005
	C3
	Is this the same as Strategy 2 above?; What is definition for increased capacity and diversity? (what is baseline capacity & diversity?)
	2003; deleted in 2009
	n/a-deleted from plan
	
	I suggest to delete; this is too ambiguous

	Strategy 4a. Increase the availability of effective cessation programs.
	2005
	C3
	Increase from what?  What aspect of availability?  How define "effective" = "evidence based?"; What is baseline availability?, How to definie which programs effective?
	2003
	n/a-deleted from plan
	
	I suggest to delete; this is too ambiguous

	Strategy 4b. Increase the number of calls to the SC Quitline by 10%
	2009
	B1
	What is the timeframe?  Assume baseline is known.; By 10%; better to also specify from x% in Year X to x% in Year Y.
	4793 in 2007
	2212 in 2009
	 Have a firm goal: by YEAR, XX% of all adult smokers in SC will call the quitline in a 12 month period
	

	Strategy 5. Promote the training of health care providers to promote and/or implement tobacco cessation programs.
	2005
	C2
	How "promote?"  Hold training?  Vague.  Actual programs, or intervene with patients?; Could be more direct "train x healthcare providers to…. How to measure if you "promoted" training?
	2003, revised to 2007
	 
	This is a good strategy, but I agree it needs to be quantified.  Is there a way to measure training at medical school?  I don’t know.  I do know that there are number of studies that track physician compliance with 5As, but this not really about training per se.
	

	NEW STRATEGY:

By YEAR, increase use of pharmacotherapy for smoking cessation, from XX% to YY% among Caucasians, and from XX% to YY% among African American smokers
	
	
	
	
	
	
	 We need to have something about use of medications, and given disparate rates of use among racial groups, I think to split into 2 goals, and perhaps 2 strategies

	NEW STRATEGY:

By YEAR, increase incidence of making a serious quit attempt (24hr of not smoking, with intent to quit for good) from XX% to YY%
	
	
	
	
	
	
	The CDC provides a great estimate of incidence of quit attempts; and can be state-specific.  We not only to increase cessation, but to increase quit attempts (which will increase cessation)

	Strategy  6a. Increase the number of communities with comprehensive smoke-free ordinances from  18  in July 2008 to 30 by June 2010
	2005
	B2
	* Would be "1" if goals accomplished smoke-free legislation.; How to measure support and coordinate; more direct to measure if iinitiatives got passed?, was the deleted from plan because it was accomplished?
	2003, revised to 2007; 18 in 2008
	 
	
	Delete- this is smokefree relevant and is subsumed under objective 3 below

	Strategy 6b. Increase the percentage of smoke free hospitals to 100%
	2009
	A1
	Again, timeframe would be helpful
	2/14/2008=48 out of 70 hospitals smoke free (excludes VA and rehab hospitals) 
	No additional data yet
	
	Delete- this is smokefree relevant and is subsumed under objective 3 below

	Strategy 6c. Increase the percentage of smoke free colleges and universities to 100%
	2009
	A1
	Again, timeframe would be helpful
	3/1/2010=    27 out of 59 campuses smokefree) includes public and private 4-year, 2 year technical and 2 year private
	No additional data yet
	
	Delete- this is smokefree relevant and is subsumed under objective 3 below

	Strategy 6d. Increase the percentage of state agencies with smoke free government vehicle policies to 100%
	2009
	A1
	 
	2010=Thought to be 100%--verifying
	No additional data yet
	
	Delete- this is smokefree relevant and is subsumed under objective 3 below

	Objective 2 By June 2015, decrease the percentage of high school students in South Carolina using tobacco from 17.8% to 10%. 
	2005; Revised 2009
	A1
	"By June 2015" - Maybe all tie back to this date?  Excellent.; The original baseline in scca cancer plan was 36%, which seems high compared to the updated baseline, Its possible that the original baseline was for % of HS teens who had ever smoked; while the updated baseline of 17.8% is for HS students who smoked any days in past 30 days
	2005=24.4%;                   2006=19.1%;    2007=18.7%            (36% was baseline reported in scca cancer plan; cannot replicate this %)    
	18.7% in 2007; Active
	This is generally fine, but we need better definitions here.  Do you mean 12th graders (8th, 10th)?  How do you define tobacco use?  Any regular use?  Any use in past month?  MTF data has pretty good definitions to follow
	Fine as is, but see comment to the left

	Strategy 1. Promote youth participation in advocacy efforts to reduce tobacco use among youth (e.g.., Rage Against the Haze, tax increase, and youth access ordinances) 
	2005; Revised 2009
	C3
	What is current youth participation?  Looking for increase?  This strategy is vague…add detail, e.g. get X # of yourths to participate?  Youths from X% of schools?  Do youths need training in advocacy?  Part of organized program?; How will promotion of youth advocacy be done?, How will youth's advocacy efforts be measured?
	2005
	 
	Suggest to revise “increase participation in RAGE/HAZE from XX to YY%, among hs seniors.  I would keep this RAGE specific, which is quantifiable, and omit participation in tax increase initiatives, etc, which is not.
	

	NEW STRATEGY:

By YEAR, decrease underage sales of tobacco products from XX% to YY%
	
	
	
	
	
	This is easily reportable through Synar data
	

	Strategy 2. Increase the cigarette tax to the national average and support advocacy efforts to direct a proportion of the revenue toward tobacco prevention programs.
	2005
	A1 

I disagree with this rating
	split into 2 strategies; Add words: "Increase the cigarette tax at least to the national average…"  This is good.  "…support advocacy efforts…programs."  **This is vague and deserves a B/C and 2/3.; Would be helpful to state national average (and update as it changes)
	2005
	Focused the debate to focus on a cigarette tax increase as a health measure that will reduce smoking and related health care cost
ü State and local public opinion polls consistently show strong support for a cigarette tax increase
ü State legislative support has increased significantly in past 2 years
ü The SC Tobacco Collaborative has led efforts to promote a significant cigarette tax increase with broad public health participation 
ü Implemented multi-layered public affairs campaign from three perspectives-legislative, grassroots and media
ü In 2008, both the SC House and Senate approved a 50 cents cigarette tax increase but this bill was vetoed by the Governor and the House sustained the Governor’s veto
	 This has equal (more?) fit to cessation above.  Unsure why it is here.  Taxation is not specific to adols alone.  I do agree that we need an objective around this, just not sure if here is the right place.   Also, note that this is actually written as 2 goals.  I agree with comments to the left to split it into 2: 1)increase tax, 2) allocation to tobacco control.  Need to quantify allocation.  A good way to do this is to meet CDC suggested minimum
	

	Strategy 3. Include tobacco use prevention programs in youth activities and organizations targeting youth.
	2005
	C3
	recommend deleting due to wording; What programs?  Are they developed or do they need to be developed?  "…youth activities and organizations targeting youth."  Not entirely clear measurable objectives.; How will this strategy be implemented?, what specific target groups?
	2005
	 
	
	I really don’t know what this means; suggest to delete

	Strategy 4. Increase the percentage of school districts that have tobacco prevention/ cessation education integrated into their curricula to 100%. 
	2005; Revised 2009
	A1
	 
	2005
	 
	
	Fine; though I do wonder what the benchmark starting point is

	Strategy 5. Promote youth participation in advocacy efforts to reduce tobacco use among youth (i.e., tax increase, youth access ordinances).
	2005
	n/a
	Same as Strategy #1!  Is this our mistake?  Include "Rage Against the Haze."; How will promotion of youth advocacy be done?, How will youth's advocacy efforts be measured? Very similar measure to Obj 2/Strategy 1
	2005; deleted in 2009
	Strategy deleted because it duplicates objective 2, strategy 1  per Matt Carpenter
	 
	 
delete

	Strategy 6. Increase the percentage of HS smokers who participate in cessation programs from 5.8% to 10%
	2009
	A1
	 
	2005=5.8%; 2006=5.8%; 2007=10.9%
	10.9% in 2007; Accomplished
	
	How is this different from above participation in RAGE?

	Objective 3. By June 2006, increase the number of smoke-free facilities in the state, including: increase the number of hospitals with smoke-free campuses by two; increase to six the number of colleges/ universities with campus-wide smoke-free policies; and increase the number of state agencies with smoke-free government vehicle policies by one.
	2005
	n/a
	"I did not evaluate these because of issues raised."; n/a-This objective has been made more measuarable under Objective 1 above.
	2005; deleted in 2009
	n/a-deleted from plan
	 This appears to be a number of sub-strategies all wrapped into 1.
	 

	Strategy 1. Promote policies, regulations and legislation that eliminate smoking in hospitals, colleges/universities, government agencies, restaurants, bars, and other public locations.
	2005
	n/a
	"I did not evaluate these because of issues raised."; n/a-This objective has been made more measuarable under Objective 1 above.
	2005; deleted in 2009
	n/a-deleted from plan
	 
	 Too vague; delete

	Strategy 2. Coordinate SCCA efforts with local tobacco coalitions, the SC Tobacco Collaborative, and DHEC’s Tobacco Use Prevention program. (Note: this objective is coordinated with the SC Tobacco Collaborative and the DHEC Tobacco Use Prevention Program.)
	2005
	n/a
	"I did not evaluate these because of issues raised."; How to measure coordination of efforts (signed agreements, etc.)? Has this strategy been deleted as its main Objective is now deleted???
	2005; deleted in 2009
	n/a-deleted from plan
	 
	 Too vague; delete


Legend: The indicator rating score is a summary of two measures that describe how feasible it will be to measure an objective or strategy.  

The letter part of the score describes the quality of evaluation objectives or strategies: 

A=Measurable as written

B=Measurable with minor changes to the wording
C=Measurable with major changes to the wording
The numeric part of the scale that could be used to describe the ease of measurement for objectives or strategies: 

1=Data currently available

2=Data available with secondary data collection (ie. data could be compiled from existing data sources)
3=Data available with primary data collection (ie.  original data collection would be required)
A higher letter/number score would indicate a better objective or strategy. For example: An A1 rating would indicate that an objective or strategy is “measurable as written and data is available to measure it.” A B1 rating would indicate that an objective or strategy is “measurable with minor changes and data is available with primary data collection.” 

	Are there any Additional Goals, Objectives or Strategies that You Would 
Recommend we ADD to any section of the SC Cancer Plan?                                                                                                                 
Please Add Them Below:

	1.  Unclear how ‘lofty’ a goal should be.  Example – lowing prevalence—the goal is 12% in 2015.  Is this number picked out of thin air?  What’s the rationale?  Do we aim low or high?  

	2.  To my thinking, there should be 3 main objectives/areas:  1) cessation, 2) prevention, 3) smokefree policy.

	3.   I suggested 3 new strategies above.


	4. In general, I think this section of the plan is too vague.  I am unsure by the shading above which has already been slated for deletion.  Parsimony and objectivity are crucial.  

	


