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Abstract: 

This article examines sociodemographic risk and smoking and smokeless tobacco use among a national sample 

of school-based adolescents who participated in the 1993 Teenage Attitudes and Practices Survey. Findings 

show that six sociodemographic factors (age, gender, ethnicity, income, type of urban area, and region) were 

significantly associated with cigarette smoking and smokeless tobacco use. Of all smokeless tobacco users, 

71.5 percent were also regular smokers or experimental smokers. This article highlights the need to pro-vide 

comprehensive tobacco use prevention programs that focus on both cigarette and smokeless tobacco use among 

school adolescents. 

 

Article: 

As documented extensively by the Surgeon General, cigarette smoking is causally linked to lung cancer and 

other fatal malignancies, atherosclerosis and coronary heart disease, chronic obstructive pulmonary disease, and 

other serious health consequences (U.S. Department of Health and Human Services, 1989). Despite widespread 

health warnings on tobacco products and a continuing decline in the social acceptability of smoking, a large 

number of young people continue to initiate smoking. Currently it is estimated that over three million 

adolescents smoke cigarettes (U.S. Department of Health and Human Services, 1994). 

 

Smokeless tobacco use, including use of chewing tobacco and snuff, is associated with health risks that range 

from halitosis and gum recession to severe health problems such as verrucous carcinoma and oral cancer 

(National Cancer Institute, 1992). While smokeless tobacco use among adolescents is not as prevalent as 

cigarette smoking, its use, however, among high school males has become markedly more prevalent in the past 

two decades with over one million adolescent males currently using smokeless tobacco (U.S. Department of 

Health and Human Services, 1994). In some states, nearly one out of three high school males use smokeless 

tobacco (U.S. Department of Health and Human Services, 1994). 

 

A series of National Teenage Tobacco Surveys (NTTS) have been conducted over the past 25 years in order to 

profile national trends and patterns of adolescent tobacco use (U.S. Department of Health and Human Services, 

1994). Among these surveys, data from the Monitoring the Future Project in 1992 (MTFP) found that among 

10th graders, more males than females reported that they currently smoke cigarettes (29.2 percent vs. 26.1 

percent); substantially more whites than African Americans reported that they smoked (31.8 percent vs. 8.2 

percent). In addition, the North Central region had the highest smoking rate (31.7 percent), while the West had 

the lowest (22.8 percent) (cited in U.S. Department of Health and Human Services, 1994). Data from the Youth 

Risk Behavior Survey in 1991 on students in grades 9 through 12 yielded similar patterns to the MTFP except 

differences were found regarding gender rates. The percentage of current smokers for males and females was 

similar (27.6 percent vs. 27.3 percent) (cited in U.S. Department of Health and Human Services, 1994). In 

addition, the YRBS found that the percentage of Hispanic adolescent smokers was quite high (25.3 percent). 

The 1991 National Household Surveys on Drug Abuse (NHSDA) reported that among adolescents aged 12 to 

18 years, slightly more males than females were smokers (13.5 percent vs. 12.8 percent), while the percentage 

of white smokers was higher than Hispanic adolescents (10.1 percent), followed by African American 

adolescents (5.3 percent)(cited in U.S. Department of Health and Human Services, 1994). 
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The most recent NTTS is the 1993 Teenage Attitudes and Practices Survey (TAPS) conducted by the National 

Center for Health Statistics (National Center for Health Statistics, 1994). The 1993 TAPS is central in 

expanding our knowledge of adolescent tobacco use. The first step in obtaining a greater understanding is to 

provide a sociodemographic profile of adolescent tobacco use. And to complement prior NTTS, emphasis on a 

school based population will provide an immediate profile of adolescents at higher risk for using tobacco 

products. This information can be used to increase the efficacy of tobacco use prevention interventions. As 

such, the purpose of this article is to examine sociodemographic risk profiles of tobacco use among a national 

sample of school based adolescents who participated in the TAPS (National Center for Health statistics, 1994). 

 

Method 

The 1993 TAPS was conducted by the National Center for Health Statistics (NCHS), in collaboration with the 

Centers for Disease Control's Office on Smoking and Health (OSH), the National Cancer Institute (NCI), and 

the American Cancer Society. A national representative sample of 14,725 adolescents between the ages of 12 

and 22 were surveyed. This survey achieved an 89 percent response rate with 12,952 adolescents completing 

the interview. This article selected adolescents between the ages of 12 and 18 who were going to school at the 

time of the survey (N=8,725). 

 

Data Collection 

The TAPS used computer assisted telephone interviewing (CATI) for data collection. The TAPS also included 

a mail component to contact teens living in non-telephone households and teens with telephones who did not 

respond by the end of CATI interviewing. The inter-view obtained information on tobacco use, including 

measures which assessed sociodemographic background. Regular smokers were defined as those who were 

currently smoking, had smoked in the past 30 days and had smoked at least 100 cigarettes in their lifetime.  

Experimental smokers were defined as those who had smoked at least one whole cigarette but had not smoked 

100 cigarettes in their lifetime and had not smoked in the past 30 days. Nonsmokers were defined as those who 

had never smoked a whole cigarette. For smokeless tobacco, adolescents were categorized as regular users, 

non-regular users, and non-users. Regular smokeless tobacco users were defined as those who used regularly 

and used within the past month. Non-regular smokeless tobacco users were those who used occasionally, 

including those adolescents who tried smokeless tobacco once. Smokeless tobacco non-users were defined as 

those adolescents who had never used smokeless tobacco products. 

 

Eight sociodemographic variables were examined: age (12 to 14, 15 to 16, and 17 to 18); ethnicity (white, 

black, Hispanic, other); income (below poverty level, above poverty level), highest education of responsible 

adult family member (fewer than 12 years, 12 years, more than 12 years); living arrangement (single parent, 

both parents); metropolitan statistical area (MSA: central city, other MSA, non-MSA); and region (North-east, 

Midwest, South, West). Frequencies, percentages, and chi square statistical procedures were used to examine 

the associations between sociodemographic variables and tobacco use. 

 

Results 

Overall Prevalence of Tobacco Use 

For all adolescents surveyed, 71.1 percent were non-smokers, 19.6 percent were experimental smokers, and 9.3 

percent were regular smokers. For smokeless tobacco, 87.3 percent were non-users, 10.4 percent were non-

regular users, and 2.4 percent were regular users. For those smokeless tobacco users, 71.5 percent were also 

regular smokers or experimental smokers. 

 

Cigarette Smoking 

Table 1 shows the prevalence of cigarette smoking by levels of sociodemographic variables. Six out of eight 

variables were associated with smoking status. Regular smoking prevalence for the 15 to 16 age group (15.3 

percent) and the 17 to [8 age group (20.0 percent) were substantially higher than the 12 to 14 age group (2.4 

percent). The same trend was also ob-served for experimental smoking, the prevalence for the 15 to 16 age 

group (26.9 percent) and the 17 to 18 age group (30.7 percent) were substantially higher than the 12 to L4 age 



group (11.8 percent). Ethnicity was strongly associated with cigarette smoking. Among ethnic groups, white 

adolescents had the highest smoking prevalence (11.6 percent), followed by Hispanics (7.3 percent). 

Blacks ranked the lowest in regular smoking (3.3 percent). Adolescents from above poverty level families had a 

higher regular smoking rate than those of below poverty level families (10.0 percent vs 6.3 percent). 

Geographically, adolescents from non-central cities had the highest regular smoking rate (10.2 percent), 

followed by adolescents living in non-MSAs (9.6 percent), while the central city had the lowest regular 

smoking, rate (7.7 per-cent). As for region, the northeast and midwest had the highest regular smoking rates, 

followed by the south (7.4 percent) and the west (8.4 percent). 

 

There was little difference between male and female smoking prevalence rates. The education of the 

responsible adult family member was not associated with the smoking status of the adolescent. Adolescents 

from a family with both parents and from a family with a single parent showed no difference in their smoking 

prevalence rates. 

 

Smokeless Tobacco 

Table 2 presents use of smokeless tobacco products by levels of sociodemographic variables. As with cigarette 

smoking, the same six out of eight sociodemographic factors turned out to be significant. Regular smokeless 

tobacco use for the 15 to 16 age group (3.1 percent) and the 17 to 18 age groups (5.7 percent) was substantially 

higher than the 12 to 14 age group (0.6 percent). It is also noted that the overwhelming majority of regular 

smokeless tobacco users were males. Among ethnic groups, white adolescents had the highest prevalence (3.2 

percent), followed by Hispanic adolescents (1.0 percent). Black adolescents reported the lowest regular use rate 

(0.3 percent). Adolescents from above poverty level families had a higher regular smokeless tobacco use rate 

than those adolescents from below poverty level families (2.5 percent vs. 1.6 percent). Geographically, 

adolescents from non-MSA had the higher regular use (3.8 percent), followed by adolescents from non central 

cities (2.4 percent) and central cities (1.1 percent). As for region, adolescents from the south had the highest 

rate (3. 1 percent), followed by adolescents from the midwest (2.3 percent). 

 

The west and northeast bad the lowest rate at 1.8 percent. The education of the responsible adult family 

member was not associated with the smokeless tobacco use of adolescents. And adolescents from a family with 

both parents and from a single parent family showed no difference in their smokeless tobacco use. 

 

Conclusion 

The public health movement against tobacco use will not be successful if young people do not stop smoking. 

One of the nation's health objectives for the year 2000 is to reduce the initiation of smoking to no more than 15 

percent by age 20 (U.S. Department of Health and Human Services, 1990). This article showed that close to 30 

percent of adolescents in school, aged from 12 to I 8, had initiated smoking. Further, the experimental and 

regular smoking prevalence rate sharply increased with 15 to 16 year old adolescents (42.2 percent) and 

reached over 50 percent with 17 to 18 year old adolescents. These statistics suggest that health professionals are 

a long way from achieving this specific nation's health goal for the year 2000. And while there is no specific 

health goal for reducing smokeless tobacco use among our nation's youth, this article found that 12.6 percent of 

school-based adolescents had either tried or currently were using smokeless tobacco products. And most 

alarmingly was the fact the vast majority (71.5 percent) of smokeless tobacco users were also regular smokers 

or experimental smokers. 

 

With this in mind, this article highlights the need to provide comprehensive tobacco use prevention programs 

that focus on both cigarette and smokeless tobacco use among adolescents. Unfortunately, most school health 

instructional programs neglect smokeless tobacco use (U.S. Department of Health and Human Services, 1993). 

In fact, most states even neglect to mandate tobacco prevention education instruction within the comprehensive 

school health education program (U.S. Department of Health and Human Services, 1993). Further, the average 

time mandated for school health instruction decreases with each grade, parallel to when tobacco use increases 

(U.S. Department of Health and Human Services, L993). 



 
 

In addition, findings from this article identify a sociodemographic risk profile of smoking adolescents which 

tobacco prevention interventions should target. For example, factors associated with higher smoking prevalence 

include adolescents who are white and come from families above the poverty level, who live in non-central 

cities or non-MSA areas, especially those areas in the northeast and midwest. Surprisingly, lower 

educational levels of the responsible family member did not increase the risk of adolescent smoking, nor did 

living in a single parent household. These results are not consistent with previous studies identifying these risk 

factors (U.S. Department of Health and Human Services, 1990). 

 



The sociodemographic risk profiles of adolescent smokeless tobacco users was very similar to that of cigarette 

smoking. In fact, the same sociodemographic factors that were found significant for cigarette smoking turned 

out to be significant for smokeless tobacco use. This lends support to the notion that tobacco use prevention 

programs targeting both smoking and smokeless tobacco could be successful by targeting the same adolescent 

groups. Two major exceptions, however, are noticed. While no substantial difference existed between male and 

female smokers, smokeless tobacco use was largely limited to male adolescents (see Table 2). Also, adolescents 

from the south had the lowest smoking prevalence but had the highest prevalence of smokeless tobacco. 

 

In conclusion, this article demonstrates that similar sociodemographic risk profiles exist for school-based 

adolescents who smoke cigarettes and who use smokeless tobacco, and that adolescents who have used 

smokeless tobacco products are likely also to have smoked. Thus, it is apparent that school health instruction at 

all grade levels should provide tobacco use prevention interventions with emphasis on both cigarette smoking 

and smokeless tobacco use. 
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