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Smoking in 6 Diverse Chicago
Communities—A Population Study

| Jade L. Dell, MRE, Steven Whitman, PhD, Ami M. Shah, MPH, Abigail Silva, MPH, and David Ansell, MD, MPH

The health-related effects of cigarette smok-
ing in the United States are far-reaching and
costly. A study of actual causes of death for
1990 found smoking to be the leading pre-
ventable cause of death in the United States.
A recently published 2000 replication of this
study of causes of death produced the same
findings.> Morbidity attributable to the effects
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of smoking is also substantial
expenses attributable to smoking-related dis-
ease top $150 billion annually.?

In the mid-1960s, when reliable data on
cigarette smoking first became available, about
42% of US adults smoked.” From 1965 to
1990, smoking rates declined fairly steadily,
and rates since then have varied between
22% and 25%.%7° Despite increasing discus-
sion over the past 35 years about the health
risks associated with smoking, about 45.8 mil-
lion US adults continue to smoke.'® This pro-
portion is almost double the Healthy People
2010 goal of 12% of the population."

Although these national trends are impor-
tant, smoking prevalence may not be the
same for all communities. The National
Health Interview Survey reports predomi-
nately national data and only some city and
metropolitan area data,”® whereas the Behav-
ioral Risk Factor Surveillance System, which
usually reports state-specific results, has just
begun to provide estimates of its survey mea-
sures including smoking prevalence for se-
lected cities and counties.™ As has recently
been noted by Brownson et al., “many com-
munities lack the chronic disease and risk fac-
tor data required to effectively set priorities
and evaluate programs. This issue is begin-
ning to be addressed but remains a serious
constraint at the county, city, and community
level”5P23! Interestingly, we were able to lo-
cate only 1 publication describing the smok-
ing experience for a local community.'®

A recently completed community health
survey in Chicago obtained considerable data
describing smoking in a diverse selection of 6
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Objectives. We analyzed smoking survey data across communities in Chicago, lll,
to explore community-level variations in smoking behavior.

Methods. We conducted a health survey of 6 racially and ethnically diverse
Chicago communities during 2002-2003. The survey included questions about cur-
rent smoking, smoking history, and cessation attempts.

Results. Smoking prevalence varied from 18% in the wealthiest (predominately
White) community to 39% in the poorest (predominately Black) community. In a
contiguous pair of communities, one Mexican and the other Black, smoking prev-
alence varied by a factor of 2. Men, residents in poorer households and households
without telephones, and residents with less education were most likely to smoke.

Conclusions. The high proportions of current smokers who had attempted to
quit indicate a prevalent desire to stop smoking. However, less than 4% of the Mas-
ter Tobacco Settlement Agreement funds are being spent on smoking prevention,
or even on health in general, in lllinois. Although much is known about the prev-
alence of smoking at the national level, few studies of smoking have been done
at the community level, presenting difficulties for the allocation of resources and
the design of smoking cessation programs in response to community needs. Un-
derstanding community-level smoking rates could improve the allocation of re-
sources and assist the shaping of culturally meaningful prevention efforts. (Am

community areas (discussed under “Sample
Selection”). We present community-specific
data regarding smoking prevalence rates, ef-
forts and intentions to stop smoking, and age
at smoking initiation.

METHODS

Survey

Data analyzed were obtained from the
Sinai Health System’s Improving Community
Health Survey. The survey was developed
by the Survey Design Committee (SDC),
which is composed of 6 representatives from
community-based and service organizations
in the participating community areas, 3 repre-
sentatives from local Chicago health agencies,
and 4 representatives from the Sinai Health
System. The questionnaire was administered
face-to-face in selected households.

Topics were chosen by the SDC to respond
to health concerns expressed by community
residents. Epidemiologists who served as staff
to this committee identified specific survey
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questions addressing these topics and submit-
ted them to the SDC. Questions were re-
quired (1) to have been used in national or
[llinois surveys so that comparison data
would be available, and (2) to be culturally
sensitive to the participating communities.
After a 3-month survey development process,
the 469-question survey, designed to take
about an hour to complete, was finalized."”

The Survey Research Laboratory at the
University of Illinois at Chicago, an organiza-
tion with extensive experience with local
Chicago community surveys, was subcon-
tracted to conduct the survey. The survey was
pretested in July and August 2002 and ad-
ministered between September 2002 and
April 2003.

The questions analyzed in this report were
those contained in the smoking module of the
survey. A current smoker was defined as a
person who answered yes to both of the fol-
lowing questions: (1) “Have you smoked at
least 100 cigarettes in your life?” and (2) “Do
you currently smoke cigarettes?”
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Interviewers were thoroughly trained
(with 21 hours of formal training) and cul-
turally sensitive to the communities in which
the interviews were administered. In most
cases the interviewers were from the com-
munities being surveyed. All interviewers
working in Spanish-speaking communities
were required to be fluent in Spanish. Ten
percent of each interviewer’s work was vali-
dated at random.

During the course of the survey, one inter-
viewer was shot at and another was robbed
at knifepoint. Both incidents were reported to
the police department and to the involved in-
stitutional review boards.

Sample Selection

In 2000, Chicago was the third largest city
in the United States, with a diverse population
of almost 3 million, consisting of 36% non-
Hispanic Blacks, 31% non-Hispanic Whites,
and 26% Hispanics. Chicago, which a semi-
nal study described as “hypersegregated,”®® is
officially divided into 77 “community areas”
that often serve as loci for gathering and ana-
lyzing health data, for delivering health care
services, and for implementing community-
based interventions.” Community areas were
created in 1943 for research purposes.
Boundaries for these communities were
drawn around existing neighborhoods and
corresponded to landmarks such as rivers and
railroad tracks. Community areas were rede-
fined after O’Hare International Airport was
annexed to the city, which necessitated the
creation of a new community area. We se-
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TABLE 1—Selected Characteristics of 6 Chicago Community Areas and Chicago
Norwood Park Humboldt Park West Town South Lawndale North Lawndale Roseland Chicago
(n=37669) (n=65836) (n=87435) (n=91071) (n=41768) (n=52723) (n=2896016)
Race/ethnicity, %
Non-Hispanic Black 1 47 9 13 94 98 36
Non-Hispanic White 88 3 39 4 1 1 31
Hispanic 6 48 47 83 5 1 26
Mexican 3 24 25 76 3 0 18
Puerto Rican 0 18 16 1 0 0 4
High school graduate, % 83 50 70 37 60 7 72
Median household income, $ 53402 28728 38915 32320 18342 38237 38625
Unemployment rate, % 3 18 7 12 26 17 10
Below poverty level, % 4 31 21 27 45 18 20

lected 6 of these community areas for study.
The community areas were chosen to reflect
Mount Sinai’s catchment area and racial/eth-
nic and geographic diversity.

Table 1 presents the social and demo-
graphic characteristics of these communities.
North Lawndale is almost entirely Black;
South Lawndale is almost entirely Mexican;
Humboldt Park is about half Black, one quar-
ter Puerto Rican, and one quarter Mexican;
West Town is about half White, one quarter
Puerto Rican, and one quarter Mexican; Rose-
land is almost entirely Black; and Norwood
Park is almost entirely White. The median
household incomes (derived from the 2000
Census®’) range from $18 000 for North
Lawndale to $53 000 for Norwood Park,
versus $42 000 for the United States and
$39000 for Chicago.

Participants

The sample was stratified to complete ap-
proximately equal numbers of interviews
within each of the 6 community areas.
Within each area, a 3-stage probability sam-
ple design was employed.”" First, census
blocks were chosen with probability propor-
tionate to size sampling, meaning that the
census blocks within each community were
selected proportionate to the number of indi-
viduals aged 18 years and older who lived
on each block.?° Second, addresses were ran-
domly selected from the blocks. Third, 1
adult from each household was randomly se-
lected with the methodology described by
Trodahl and Carter.**

Prior to the visit by the interviewer, a letter
on the stationery of one of the community-
based organizations participating on the SDC
was mailed to each selected address. The let-
ter explained the purpose of the survey and
how we hoped it would help the community.
The goal of 300 completed interviews was
met in 5 of the 6 communities. The sole ex-
ception was Norwood Park, a predominately
White community area with the highest me-
dian household income. Here, only 190 inter-
views were completed.

Persons were eligible for the survey if they
were between 18 and 75 years of age, spoke
either English or Spanish, resided in 1 of the
6 community areas, and were physically and
mentally able to participate. Participants were
paid $40 in cash and were provided with
brochures (in either Spanish or English) about
different health issues relevant to their partic-
ular communities.

Response Rate

A total of 4888 listed addresses were ini-
tially selected for study. By the time the inter-
viewers visited to solicit participation in the
survey, some addresses were vacant, and
some no longer existed (e.g., the building had
burned down). At some, no one answered the
door. A minimum of 12 attempts, on different
days and at different times, were made to
reach selected addresses.

Because this sampling process consisted of
so many steps, we describe multiple aspects
of the participation rate. About 10% of the
originally selected 4888 addresses did not
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represent households. In about 24% of
households, no one could be located; when
residents could be contacted, about 24% re-
fused to answer any of the screening ques-
tions or speak with the interviewers. A total
of 1953 eligible persons were contacted for
this survey, of whom 1699 agreed to partici-
pate; of these 1699, all completed the sur-
vey. Thus, 87% of the people who re-
sponded to the screening questions and were
eligible went on to fully participate; this pro-
portion might be termed the “participation
rate.” The overall study response rate of
43.2% was calculated according to conser-
vative procedures that employed the original
list of addresses from census data as the de-
nominator.**** This denominator includes
buildings that no longer existed, addresses
that did not represent households, and
households at which we were never able to
locate anyone, as well as residents who re-
fused to participate.

The response rates and their component
rates varied substantially among the 6 com-
munity areas. For example, in North Lawn-
dale, the poorest of the 6 community areas,
the occupancy rate (percentage of occupied
addresses) was 85%, and the refusal rate was
10%. In Norwood Park, the richest of the 6
community areas, the occupancy rate was
989%, and the refusal rate was 35%. Thus,
although 15% of houses in North Lawndale
were vacant or had burned down, 90% of
the potential participants we located com-
pleted the survey. In Norwood Park, by con-
trast, most of the housing units were occu-
pied, but only 65% of eligible persons
agreed to participate. More than 85% of in-
terviews were conducted during evening and
weekend hours.

Data Analysis

Data were weighted to account for the
probability of selection (at the block, house-
hold, and respondent levels) and to ensure
that the sample resembled the community
area populations. Data were analyzed with
Stata (Stata Corp, College Station, Tex).

A 95% confidence level was employed for
all analyses. The significance among preva-
lence proportions was tested with the ¢ test.
Trends among the results from the 6 commu-
nity areas were tested for statistical signifi-
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TABLE 2—Current Smoking Prevalence Proportions, Associated Prevalence Ratios, and
2 Measures of Smoking Cessation Efforts: 6 Chicago Community Areas, 2002-2003

Tried to Still Trying
No. of Smoking Prevalence Quit in Past to Quit at

Respondents Prevalence (95% Cl) Ratio p? 12 Months, % Interview, %
Norwood Park 190 0.184(0.158,0.214)  Reference 54 57
Humboldt Park 298 0.349 (0.270, 0.438) 1.9 <.001 58 68
West Town 303 0.318 (0.257, 0.386) 1.72 <.001 46 49
South Lawndale 300 0.201 (0.154, 0.259) 1.09 NS 58 75
North Lawndale 303 0.389 (0.334,0.448) 211 <.001 46 70
Roseland 302 0.328 (0.249, 0.419) 1.78 <.01 51 65

Note. Cl=confidence interval; NS =not significant.
°P values given for significant differences only.

cance by calculation of binomial probabilities.
The % test was used to test the similarity of
distributions.

RESULTS

Smoking prevalence data are presented in
Table 2. The proportion of self-reported cur-
rent smokers ranged from 18% in Norwood
Park and 20% in South Lawndale to 39% in
North Lawndale and 35% in Humboldt Park.
The prevalence ratios, with Norwood Park as
the referent, ranged from 1.09 for South
Lawndale to 2.11 for North Lawndale. Only
the ratio for South Lawndale was not statisti-
cally significant. Data presented in Table 2
also show that a majority of current smokers
(ranging from 46% to 58% across commu-
nity areas) reported that they tried to quit
during the past year and that 49% to 75% of
current smokers were still trying to stop.

Table 3 presents smoking prevalences for
each community area, stratified by 4 social
and demographic measures. In all 6 commu-
nities, men were more likely than women to
smoke, but in none of the 6 communities was
this difference statistically significant. How-
ever, this difference in smoking prevalence by
gender among all 6 communities taken to-
gether was significant (P=.02). Income
showed a generally nonsignificant negative
association with smoking. In 5 of the commu-
nities (the exception being West Town), peo-
ple living in households with an annual in-
come below $30 000 smoked at a higher rate
compared to those residents with a higher in-

come. Only in Roseland was the association
of a lower household income with current
smoking significant (P<.01).

Table 3 also presents smoking proportions
for a trichotomized education variable. In 4
of the 6 communities, the lowest proportion
of smokers was found among people with
more than a high school education. For West
Town and South Lawndale, education was
positively associated with smoking. For each
community, we compared the smoking pro-
portion among people with less than a high
school education with the proportion among
those with more than a high school educa-
tion. This proportion was significant only for
Norwood Park.

The proportion of households without tele-
phone service (excluding cellular phones)
ranged from 2% in Norwood Park to 21% in
South Lawndale. Because 5 of the 6 commu-
nities demonstrated higher smoking propor-
tions among households without telephones,
a telephone survey would have underesti-
mated smoking prevalence in these commu-
nities. However, the inverse association of
presence of a telephone with smoking preva-
lence was statistically significant only in
Roseland (P<.025).

We also estimated the average age at
which residents started to smoke. For both
current smokers and those who had ever
smoked, the mean and median ages fell into
a narrow range, from age 14.7 years to 17.2
years (data not shown). In addition, the vast
majority of current smokers started smoking
while they were teenagers; percentages
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TABLE 3—Current Smoking Prevalence Proportions, by Gender, Income, Education,
and Presence of a Working Telephone: 6 Chicago Community Areas, 2002-2003
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No. of Respondents Smoking Prevalence (95% Cl) p?
Norwood Park
Gender
Male 93 0.204 (0.145,0.263) NS
Female 97 0.166 (0.086, 0.247)
Income, $
<30000 12 0.205 (0.058, 0.352) NS
>30000 166 0.193 (0.162,0.223)
Education
<High school diploma 9 0.463 (0.172,0.754) <.05
High school diploma 50 0.186 (0.075, 0.298)
> High school diploma 129 0.151 (0.098, 0.204)
Presence of working phone
No 4 0.597 (0.038, 1.000) NS
Yes 186 0.179 (0.149,0.208)
Humboldt Park
Gender
Male 117 0.407 (0.276, 0.538) NS
Female 181 0.297 (0.242,0.353)
Income, $
<30000 182 0.404 (0.324,0.484) NS
>30000 96 0.263 (0.129,0.397)
Education
<High school diploma 114 0.365 (0.246, 0.484) NS
High school diploma 81 0.366 (0.230, 0.502)
>High school diploma 98 0.276 (0.154,0.398)
Presence of working phone
No 40 0.415 (0.225, 0.606) NS
Yes 258 0.339 (0.249,0.428)
West Town
Gender
Male 136 0.357 (0.250, 0.464) NS
Female 167 0.274 (0.201,0.347)
Income, $
<30000 127 0.302 (0.216, 0.388) NS
>30000 153 0.36 (0.260, 0.459)
Education
<High school diploma 60 0.287 (0.131,0.442) NS
High school diploma 47 0.326 (0.196, 0.457)
>High school diploma 194 0.333(0.258, 0.408)
Presence of working phone
No 42 0.384 (0.171,0.597) NS
Yes 261 0.308 (0.243,0.373)
South Lawndale
Gender
Male 123 0.222 (0.173,0.270) NS
Female 177 0.17 (0.042,0.298)
Continued
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ranged from a low of 77% in North Lawn-
dale to a high of 92% in South Lawndale
(data not shown).

DISCUSSION

Nationally, Black and White men and
women smoke at similar rates. For example, in
2000, 25.9% of US adults smoked—28.4% of
men, 23.6% of women, 24.7% of Blacks, and
27.5% of Whites.®> This national homogene-
ity might not apply on the local level.

By necessity, national estimates of smoking
prevalence are averages of the prevalence for
many smaller areas—states, counties, cities, and
communities. National averages are essential to
mark the progress of the country as a whole in
reducing smoking. However, to the extent that
smoking rates in different communities affect
the content and goals of smoking interventions,
community interventions to prevent smoking
will be weakened if they are based on national
data. For example, if the smoking burden for
North Lawndale (actually 39%) were assumed
to be similar to the overall US prevalence
(229%), the urgency of targeting smoking cessa-
tion intervention efforts to this community
might not be seen. Additionally, intervention
planners will be unable to direct resources to
those communities in greatest need. The local
data gathered in these 6 Chicago communities
illustrate this potential problem.

Consider a comparison of West Town with
Norwood Park. West Town is not a poor com-
munity; its 2000 median household income
was similar to Chicago’s and slightly less than
the US median (Table 1). Norwood Park has a
higher median household income than West
Town, but 10 community areas in Chicago
have higher median household incomes.

Yet, the smoking rate in West Town was

72% higher than the rate in Norwood Park
(Table 2), a difference that could not be pre-
dicted on the basis of national data. Further-
more, the smoking rate among White adults
in West Town (41%); data not shown) was
more than 2 times higher than the rate
among White adults in Norwood Park (18%;
data not shown), suggesting a need for urgent
intervention in West Town.

The need to incorporate local data into local
intervention design is illustrated by the dis-
parate smoking rates of the contiguous com-
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munities of South Lawndale (smoking preva-
lence=20%) and North Lawndale (smoking
prevalence=39%). One can literally stand in
both communities at the same time. Yet, the
smoking prevalence in North Lawndale is
94% higher than that in South Lawndale
(Table 2). Another way to think about these
differences is to note that whereas the preva-
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TABLE 3—Continued
Income, $
<30000 200 0.204 (0.139,0.269) NS
>30000 64 0.176 (0.057,0.295)
Education
<High school diploma 184 0.171(0.102,0.241) NS
High school diploma 63 0.239 (0.072, 0.405)
> High school diploma 44 0.273(0.145,0.402)
Presence of working phone
No 64 0.257 (0.035, 0.479) NS
Yes 236 0.183(0.104,0.262)
North Lawndale
Gender
Male 109 0.412 (0.339, 0.486) NS
Female 194 0.373(0.308, 0.438)
Income, $
<30000 210 0.395 (0.326, 0.465) NS
>30000 70 0.389 (0.239, 0.539)
Education
<High school diploma 73 0.497 (0.343,0.651) NS
High school diploma 88 0.377 (0.264, 0.489)
> High school diploma 141 0.33 (0.250, 0.410)
Presence of working phone
No 39 0.35(0.231, 0.468) NS
Yes 264 0.395 (0.336, 0.455)
Roseland
Gender
Male 107 0.406 (0.277,0.534) NS
Female 195 0.269 (0.202, 0.335)
Income, $
<30000 164 0.397 (0.315, 0.480) <.01
>30000 124 0.236 (0.147,0.324)
Education
<High school diploma 60 0.349 (0.236, 0.462) NS
High school diploma 102 0.37 (0.210, 0.531)
> High school diploma 140 0.283 (0.181, 0.386)
Presence of working phone
No 24 0.613 (0.386, 0.839) <.025
Yes 278 0.308 (0.226, 0.390)
Note. Cl=confidence interval; NS= not significant. P trend for gender=.02; P trend for income =.11; P trend for education
(<high school diploma vs > high school diploma) =.36; P trend for presence of working phone>.11.
?P values given for significant differences only.

lence of smoking in South Lawndale is cur-
rently lower than the US prevalence, the
smoking prevalence in North Lawndale is
about where the US prevalence was in 1965
(429%).° That is, North Lawndale lags behind
US smoking cessation levels by about 35
years. Additionally, North Lawndale’s smoking
prevalence is even higher than that for Blacks

in the lowest income group in the National
Health Interview Survey (33%).%°

The socioeconomic correlates of smoking
in these communities are generally similar
to those reported in previous studies,®*’
although most of the associations found by
our study were not statistically significant.
Demographic groups that were more likely
to be current smokers included men, people
living in households with lower incomes
(<$30000 per year) or without working
telephones, and people without a high school
diploma. We also found that the mean and
median ages for smoking initiation fell in
the range of approximately 15 to 17 years,
that more than 90% of all current smokers
started smoking while they were teenagers,
and that most current smokers smoke about
half a pack a day.

As previously noted, the 6 communities
that were selected for this survey were not
randomly selected to obtain a representative
sample of city residents. Instead, they were
selected because we believed that studying
them would help us pursue interventions in a
diverse array of community areas in the very
segregated city of Chicago. Although North
Lawndale is poor, it is only the 9th poorest
community area (out of 77) in the city, and
several of the neighboring communities are
similar in almost all sociodemographic char-
acteristics. And although Norwood Park is
comparatively well off, it is only the 10th
most wealthy community area in the city
and, in fact, one of the least wealthy of the
predominately White community areas. Had
we selected communities closer to both in-
come extremes, we quite likely would have
found even greater differences in smoking
prevalence.

We are aware of only 1 local-area study
that has produced smoking prevalence data.
The Harlem Household Survey was imple-
mented in randomly selected households in
1992-1994.%® The goal of the survey was
to assess the behavioral risk factors for ex-
cess morbidity and mortality in Harlem,
New York City’s oldest African American
community.?® The smoking prevalence
among adults was near 44%, almost twice
the smoking prevalence reported for US
adults in 1992-1994.%° Because we have no
longitudinal smoking data for any local com-
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munities, it is difficult to know how Harlem’s
449 prevalence rate, assessed 10 years ago,
might compare with the 39% rate found in
North Lawndale and the 33% rate found in
Roseland, the 2 predominately Black commu-
nities in our survey. The order of magnitude
does appear similar, especially given a dec-
ade’s worth of smoking cessation efforts in
the interim.

Implications

The Master Tobacco Settlement Agree-
ment in Illinois, signed into effect at the end
of 1998, awarded the state $9.1 billion, or
about $364 million over a 25-year period.*'
Despite this windfall, Illinois officials report
that the state has spent only $12 million on
tobacco prevention in each of the past 2 fis-
cal years.’* And very little money has been
targeted at communities most in need of
smoking prevention funds. Indeed, this situa-
tion was inevitable, because, until this study,
data on community-level differences in
smoking have not been available. The Cen-
ters for Disease Control and Prevention has
estimated the approximate amount of money
that states should be spending annually on
tobacco prevention.** For Tllinois, this
amount is between $65 million and $179
million, or more than 5 to nearly 15 times
actual expenditures.®?

In addition, although Medicaid will allow
reimbursement for behavioral counseling for
smoking cessation, which has been docu-
mented to be effective in many rigorous

33-35% Nlinois, like most other states,

analyses,
does not provide such reimbursement.® This
lack of support for smoking cessation is espe-
cially discouraging in light of the rather large
proportion of current smokers in our survey
who reported both that they had tried to quit
smoking during the past year and that they
still wanted to stop (Table 2). It is also nota-
ble that the smallest proportion of people
who had ever smoked and stopped were
found in the 2 poorest community areas,
North Lawndale (30%) and Humboldt Park
(319%) (data not shown). The finding that
poor people who smoke are less likely to stop
smoking is consistent with previous reports
describing smoking cessation efforts.3°~® Ad-
equate assistance for smokers who want to
stop must be provided.
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Methodological Considerations
Implementing a survey in Chicago’s most
disenfranchised communities presents signifi-
cant challenges. Many of the randomly se-
lected addresses no longer existed when we
returned for the interviewing after field enu-
meration, which resulted in a response rate
that was below the recommended conserva-
tive calculations for the response rate. On the
other hand, 87% of the people to whom we
spoke agreed to participate and completed
the survey. It is unclear how these response
rates affected our findings. Nonrespondents
often fare worse than respondents on many

health measures,?%*°

which suggests that we
may have overestimated the quality of resi-
dents’ health in these communities. However,
the 6 communities are quite homogenous.

It must be emphasized here that there is no
reason to suppose that the 6 community
areas we selected represent all the residents
of Chicago. Indeed, a Behavioral Risk Factor
Surveillance System survey conducted in
Chicago in 2000 revealed that 21% of adults
were current smokers,™ a statistic that may
reasonably be compared with our much
higher weighted average for the 6 communi-
ties of 28.9% (95% confidence interval=
26.2, 31.8). Furthermore, we cannot assume
that the 2 predominately Black community
areas we sampled are representative of the
smoking experiences of Black Chicagoans.

Conclusions

A recent commentary in The Lancet noted
that January 11, 2004, marked the 40th
anniversary of the US surgeon general’s
report on smoking and health.***” During
those 40 years, the smoking rate of adults in
the United States has fallen about half—from
420% to 23%. It must be reduced by half
again to meet the Healthy People 2010 goal
of 129%."> Whether this goal can be accom-
plished will depend on our ability to allocate
resources appropriately. We know how to

38,4243

help people to stop smoking, and we

know many effective activities that will pre-
vent people from starting 3%**

What we need now are the critical re-
sources and the political will to deploy those
resources. It is possible that local-area smok-
ing data, which have substantial potential for

galvanizing support and targeting prevention

funds, could serve as an important tool in this
pursuit. This study and others'® have shown
that collecting such data can be accomplished
despite clear obstacles. ®
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