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Abstract 

Objective: During basic military training (BMT), tobacco use is strictly forbidden in all service 

branches, but tobacco relapse (and initiation) following BMT is extremely high. We conducted a 

randomized control trial to determine the effectiveness of a standard pamphlet, a targeted 

pamphlet, or a targeted pamphlet plus brief face-to-face intervention on smokeless tobacco (ST) 

use and cigarette smoking at a one-year follow-up. 

Method: This study randomized (n=6,914) United States Air Force (USAF) personnel to a 

standard pamphlet (Clearing the Air, n=1,995), a targeted pamphlet designed for USAF 

personnel (Airmen’s Guide to Remaining Tobacco Free, n=3,382) or the Airmen’s Guide + A 

Brief Face to Face Intervention Session (n=1,537). 

Results: Results for cigarette smoking outcomes indicated no main effects for any of the 

interventions (all odds ratios < 1.05 or > than .85). However, there was a significant Airmen’s 

Guide (p<.0001) and Airman’s Guide + Face to Face (p<.001) time by treatment interaction. For 

Airmen cohort recruited during the second half of a three-year recruitment (final 18 months of 

recruitment vs. earlier), the Airmen’s Guide was associated with lower cigarette use relative to 

Clearing the Air (13.7% vs 21.1%) and lower smokeless tobacco use (10.2%) than either 

Clearing the Air ( 14.8%) or the Face-to-Face Intervention (15.9%). 

Conclusions: Consistent with civilian research, the results indicate that targeted pamphlets may 

have some potential for reducing smoking and ST use. Future research should test methods of 

increasing the efficacy of these interventions as well as intervening with other tobacco and 

nicotine containing products. 



Public Health Significance: Despite successful, validated cessation programs, smoking 

continues to be the number on cause of morbidity and mortality in the United States 1. This study 

demonstrates that targeting printed pamphlets to a particular population may increase the number 

of successful tobacco cessation attempts.  

  



Despite doctors’ advice, public health campaigns, and creative interventions, Americans 

continue to use tobacco to the point that cigarette smoking remains the number one cause of 

premature mortality and morbidity in this country 1. Smokeless tobacco (ST) is also a proven risk 

factor for both cancer (primarily throat and esophageal cancer 1), as well as an independent risk 

factor for heart disease and stroke 1. While the prevalence of cigarette smoking has decreased 

steadily since the release of the 1964 Surgeon General’s Report on the Health Effects of 

Smoking, the prevalence remains at 14% (i.e., 34.3 million adults) in the United States 2. The 

prevalence of ST was on the increase, particularly among males, from 2000 to recent years 1. 

Despite a decline in prevalence since 2016 2, rates of current use are still at 2.1% (i.e., 5.1 million 

adults)2.  

Tobacco use is twice as common in the US military compared to age matched civilian rates3–6, 

with approximately (24%) of active duty personnel using cigarettes and 19.5% using ST4,6. In 

general, attempts to reduce the rate of smoking and ST have meet with modest results7,8. For 

example, one study randomized 25,996 Airmen (note they are called Airmen regardless of 

rank or gender) to either the 6-week forced tobacco abstinence required in Basic Military 

Training or to the tobacco ban plus a brief (one hour) smoking cessation intervention7. 

Among smokers not planning to remain abstinent at baseline, those receiving the 

intervention were 1.73 higher odds to be abstinent. However, substantial smoking initiation 

occurred among nonsmokers (8% of never smokers, 26% of experimental smokers, and 

43% of former smokers). In a follow-up study8, Airmen (n=33,215) were randomized to 

either a tobacco use intervention based on tobacco use history (either smoking cessation, 

smokeless tobacco cessation, or prevention). At a one year follow-up, results indicated that 

the smokers who received the intervention had a 1.16 higher odds (p<.01) to be 



continuously abstinent and ST users were 1.33 higher odds (p<.01) to be continuously 

abstinent at follow-up. Unfortunately, the smoking prevention program had no impact on 

smoking initiation. Thus, while all military branches have tobacco bans in Basic Military 

Training and there is some sustained abstinence in smokers, tobacco initiation in never, 

experimental, and former smokers results in a net increase of tobacco prevalence a year after 

Basic Military Training.7  

One of the challenges of conducting smoking cessation and ST research in military populations 

is the sheer volume of military personnel being trained. The DoD is the nation’s largest 

employer9, with 3.36 million active duty, reservists, and civilian employees, far exceeding 

Walmart (2.2 million), and McDonalds (440,000)10.  

One cost-effective intervention that could easily be disseminated DoD wide are well-designed 

and researched pamphlets11–13. Although there have been a number of pamphlets that have shown 

some degree of efficacy (e.g., Clearing the Air)14–16, the strongest intervention effects appear to 

be observed in the Forever Free pamphlets11–13. This intervention included eight self-help 

pamphlets aimed to reduce the prevalence of relapse after tobacco cessation11–13. However, 

Forever Free is relevant to civilians who have decided they want to quit smoking and not 

tailored to the protracted involuntary abstinence in Basic Military Training and Technical 

Training. Importantly, a Cochrane review15 concluded that self-guided cessation interventions 

were more effective when tailored to the individual smoker. Thus, there is growing need for self-

guided materials specific to tobacco behaviors in the US military.  

The purpose of this investigation was to evaluate the Airmen’s Guide to Remaining Tobacco 

Free¸ a tailored guide for Air Force trainees, which targeted the times Airmen are most likely to 

initiate or relapse to tobacco and smokeless tobacco use (see below). We evaluated the long-term 



efficacy of the Airmen’s Guide to prevent both smoking and smokeless tobacco initiation and 

relapse at a one-year follow-up.  

METHODS 

Design The current study is a three-armed group randomized trial. Airmen were randomized to 

either (1) The Airmen’s Guide to Remaining Tobacco Free, (2) The Airmen’s Guide + A Brief 

Face to Face Individual Intervention, or (3) NCI’s Clearing the Air16, as an interventional 

minimal intervention control group. The primary dependent variables are both point prevalence 

abstinence at a one-year follow-up following a forced tobacco use cessation of 8.5 weeks during 

BMT. Out of logistical necessity and to reduce potential intervention contamination, Airmen 

were randomly assigned at the squadron level, rather than the individual level, on a weekly basis. 

A block randomization scheme was used to assign the Airmen from 1 out of 4 squadrons to the 

Standard intervention, 2 out of 4 to the Targeted Guide intervention and 1 out of 4 to the Face-to-

Face intervention. The ratio of Targeted Guide to Face-to-Face is 2:1 to facilitate actual delivery 

of the more labor-intensive latter intervention.  

Intervention Development: Airman’s Guide to Remaining Tobacco Free (aka Targeted Guide). 

Although the original intent was to modify an existing, validated Forever Free booklets7,8,11–14,17–

19 to adapt them for use with military personnel, we soon recognized that young military recruits 

who were experiencing forced tobacco abstinence would require substantially different messages 

and format than had been shown efficacious for older civilian smokers who had voluntarily quit 

smoking11,12. Tobacco products (along with alcohol and snack food) are banned during the 8½-

week period of Basic Military Training, where Airmen learn skills (e.g., saluting, marching in 

formation) that all members of the Air Force must know. They then graduate to Technical 

(Advanced) Training where they learn the job skills need to perform their duties in their 



permanent job assignment (e.g., aircraft mechanic, para-rescue). Airmen are tobacco free for 

another 4 weeks and the scrutiny is such that it is virtually impossible to violate this ban. 

Unlike the general population of smokers whose relapse risk tends to diminish monotonically 

over time, Airmen have four distinct “high risk” tobacco relapse/initiation periods (identified via 

formative assessment): (1) The first the first time they are allowed to use tobacco, approximately 

four weeks after the start of Technical Training; (2) first leave after graduating from Technical 

Training School (time varies depending on the training school) ; (3) first duty station (the first 

Air Force Base they are assigned for permanent duty) and (4) if and when they deploy outside 

the continental US17.  

Based on the unique characteristics of military recruits and their smoking patterns, we developed 

new targeted intervention material for this population. The guiding principles underlying the 

intervention were derived from the Theory of Planned Behavior18 and Relapse Prevention 

Theory19. Formative work was conducted to initially come up with content areas and then the 

Airmen’s Guide was pilot tested, refined, redesigned, and pilot tested again. The intervention 

development work was conducted over an entire year. Details regarding the intervention 

development and validation can be found elsewhere20. The resultant booklet, tailored to Airmen 

and their unique relapse risks, was arranged in a flip-book style. Finally, we received permission 

from the Air Force Branding Office (Air Force Personnel Center) to use the Air Force “wings” 

logo on the finalized booklet with the intent of enhancing perceived credibility of the 

intervention. To our knowledge, this booklet is the only civilian-generated material that has ever 

been allowed to use the Air Force logo. A copy of the Airman’s Guide can be found on at 

http://www.uthsc.edu/airmansguide.    

http://www.uthsc.edu/airmansguide


Procedure: Airmen were initially seen following 8½ weeks of tobacco and alcohol abstinence in 

Basic Military Training. Following a quid pro quo brief alcohol intervention (which we conduct 

to get access to Airmen to discuss research studies), Airmen were asked to participate in the 

study. The study was described and those agreeing to participate were read the consent form, and 

then each participant signed and dated two copies of the written consent. 

Participants were 6,914 Airmen who were being trained in Technical Training. Following a brief 

discussion, the Airmen’s Guides were distributed to Airmen with instructions regarding the most 

important times to read it (per the four risk situations above). Participants in all conditions first 

received a very brief group intervention, pointing out important sections of the manual and 

conducting a brief (3-5 minute motivational interviewing based tobacco initiation/re-initiation 

session (recall that all Airmen at that time were tobacco free). Those assigned to the Clearing the 

Air condition received copies of the brochure with instructions to read the materials when they 

were tempted to use or re-use tobacco16. Finally, those randomized to the Airmen’s Guide + Face 

to Face condition were given the Airmen’s Guide (with the same instructions as above). For 

those assigned to the Face to Face intervention, they also were scheduled to have a brief, 20-

minute face-to-face intervention that focused on either preventing smoking initiation or resuming 

tobacco use, depending on their baseline tobacco status. 

Measures  

Demographic Information. At baseline, participants provided information on sex, marital 

status, income, rank, years of education, and ethnicity.  

Tobacco Use. At baseline and the one year follow-up, Airmen provided information about the 

frequency of cigarette and ST use. At baseline, because Airmen were surveyed during a period of 



forced abstinence, Airmen were asked to report their tobacco use prior to Basic Military Training 

(BMT). Response categories ranged from “Never,” “Quit prior to BMT,” “Less than monthly,” 

“Monthly,” “Weekly,” to “Daily.” Regular use of a tobacco product was defined as at least 

monthly use of the product, as this is a common definition of regular tobacco use in young 

adults21,22.  Participants reporting tobacco-use less than monthly were considered seldom users. 

Statistical Analysis 

To reduce the possibility of contamination, squadrons (the Air Force equivalent of Army 

platoons) were randomized instead of Airmen. Squadrons eat, train, and sleep together so the 

possibility of contamination was very high. However, since the unit of assignment was at the 

squadron level while the unit of analysis was individual Airmen cigarette and ST use, we 

calculated the Intra Class Correlation (ICC) for both cigarette use and ST. The resulting ICCs 

were trivial or nearly zero; therefore we treat it as individually randomized. 

All of the analyses were performed with SAS/STATv14.2. We conducted Intention to Treat 

(ITT) analysis by including all subjects from the baseline and creating non-response weight at 

the 12-months to account for loss to follow-up; therefore no participants were excluded from the 

analysis. Specifically, we calculated sampling weight to adjust for non-response assuming 

missing at random mechanism based on comparison of completers and non-completers. 

Descriptive statistics for demographics and outcomes of interests consisted of frequencies and 

proportions. Comparison of these proportions by intervention group and response status were 

performed with a chi-square test. In order to test the associations between the intervention group 

and the main outcome rates for use of cigarettes and ST, we first performed unadjusted logistic 

regression (data not shown). We then extended that model to include adjustments for 

demographics (gender, age, race, ethnicity, marital status and education). We also tested the 



interactions between intervention group assignment and time (viz., the first phase of recruitment 

vs. the second phase of recruitment) due to univariate indications that impact of intervention 

differed over time. That is, while Airmen were part of the study out to a 12-month follow-up, 

recruitment occurred for a total of three years. Thus, the interaction tested compared the first half 

of intervention implementation (the first 18 months) with the second half of intervention 

implementation (the second 18 months), given that preliminary univariate results suggested a 

change in the patterns of outcome over time. Finally, we assessed the impact of the interventions 

separately on the baseline users and non-users.  

We applied the same model for subgroups of product users and non-users at baseline, as well as 

by time. We report relative odds and their 95% confidence intervals to present the magnitude of 

the association and level of uncertainty. All associations were considered significant at the alpha 

level of 0.05.  

Results 

Approach to Analyses: Given that there were two significant (though not large in magnitude and 

likely due to large sample) demographic baseline differences between the study arms (age and 

education), we conservatively adjusted our statistical models to control for these. 

Demographics: Table 1 presents the demographics of the overall sample. Close to three-fourths 

of the participants were male (72.7%), over a third were 21 or older (37.1%), two out of three 

were White Non-Hispanic (67.7%), and little over 10% were married. The three intervention 

conditions were similar in demographics with the exception of age and education, with booklet 

and booklet plus face to face have slightly higher proportion of participants older than 21 and 

with more than high school education. 



Characteristics of Responders versus Non-Responders: Table 2 presents the baseline 

characteristics of those we were able to obtain at one-year follow-up data (responders) versus 

those that either dropped out of the study or who could not be located at follow-up (non-

responders). Marital status and race distribution were significantly but not meaningfully different 

between the two groups, suggesting random drop out.  

Impact of the Interventions on Cigarette and ST Use Overall and for Baseline Users and Non-

users: Table 3 presents the impact of the intervention on cigarette and smokeless tobacco users 

overall and then by baseline use/non-use status. In terms of the impact of the intervention on 

cigarette resumption/relapse, the results indicate lower but non-significant odds of tobacco use 

for booklet and booklet plus face to face compared to control condition. Similar overall findings 

were observed for cigarette and smokeless tobacco users and non-users at baseline. Based on 

univariate results (see detail above) we then tested the interaction term between the intervention 

and two time periods (1st phase of study implementation, 18 months, vs. the second phase of 

study implementation). Interaction was significant for both cigarette and ST outcomes. Results 

are summarized in Table 4. 

Simplified models by time indicate significantly reduced odds of cigarette use for the later time 

period). Both Airmen’s Guide alone (aOR=0.58; 95% CI 0.45-0.76; p<0.0001) and Airman’s 

Guide + Face-To-Face (aOR=0.57; 95% CI 0.40-0.79; p=0.001) showed over 40% reduction in 

odds of cigarette use compared to the control condition. Overall, 21.1% of those in the Clearing 

the Air condition were smoking at one-year follow-up compared with 13.7% and 13.1% for 

Airmen’s Guide and the Airmen’s Guide + Face to Face, respectively. There was not a 

significant difference between the Airmen’s Guide versus the Airmen’s Guide + Face to Face. 

The magnitude was even more dramatic for cigarette users at baseline with 58% and 65% 



reduction in odds or re-initiation for booklet and booklet with face time, respectively (74.5% vs. 

55% vs. 50% use for Clearing the Air, the Airmen’s Guide, and Airmen’s Guide + Face to Face 

respectively). For non-users at baseline the odds of initiation were also significantly lower, with 

over 40% reduction of cigarette use for booklet plus face-top-face, and approximately 30% 

reduction in use for booklet alone (13.4, 10.1, 8.2% for Clearing the Air, the Airmen’s Guide, 

and the Airmen’s Guide + Face to Face, respectively). 

For ST, we observed some similar results and trends by time (viz., the interaction between 

intervention and the 1st vs. 2nd half of study implementation). For the first 18 months of the 

study, the Airmen’s Guide + Face to Face significantly reduced the odds of use by little over 20% 

(aOR=0.78; 95% CI 0.61-0.99; p=0.0451) compared to Clearing the Air group respectively. No 

associations were detected by baseline use at that time point. For the second phase (i.e., the 

following 18 months) the Airmen’s Guide alone was associated with approximately 35% reduced 

odds of ST use (aOR=0.66; 95% CI 0.48-0.89; p=0.0084) compared to Clearing the Air group 

respectively. Similarly, for non-ST users at baseline booklet alone reduced the odds of initiation 

by almost 40%. Overall, 15.9% of those assigned to Clearing the Air reported using ST at the 

one-year follow-up with compared to 10.1% for the Airmen’s Guide condition and the 15.9% for 

the Airmen’s Guide plus Face to Face condition 

Discussion 

Overall, across the full three years of study implementation, the impact of the Airmen’s Guide 

pamphlet and the Airmen’s Guide plus Face-to-Face interventions were not significantly more 

effective at reducing rates of cigarettes and smokeless tobacco at a one-year follow-up compared 

to the control condition. However, the impact of the intervention significantly increased over 

time. Although not significantly effective in the first 18 months of study implementation, during 



the second phase of implementation (i.e., the following 18 months), there was, in fact, a large 

and highly clinically significant impact on reduced rates of cigarette and smokeless tobacco use 

at follow-up.  

Specifically, during the second phase of study implementation, for cigarette users at baseline, 

there was a 58% and 65% reduced rate of re-initiation of cigarettes for those receiving Airmen’s 

Guide and Airmen’s Guide plus face-to-face intervention, respectively (74.5% vs. 55% vs. 50% 

use for Clearing the Air, the Airmen’s Guide, and Airmen’s Guide + Face to Face respectively). 

For Airmen who had never used cigarettes at baseline, those who received the Airmen’s Guide 

pamphlet had 40% reduced odds of initiating and those receiving the pamphlet plus face-to-face 

intervention had 30% reduced odds of initiating (13.4% vs. 10.1% vs. 8.2 for Clearing the Air, 

the Airmen’s Guide, and The Airmen’s Guide + Face to Face, respectively) . Similarly, in the 

second phase of the study (i.e., last 18 months), although these interventions did not significantly 

reduce re-initiation rates for smokeless tobacco users at baseline, there was significantly reduced 

rates among never users. The Airmen’s Guide pamphlet reduced initiation of smokeless tobacco 

rates by 40% among baseline never users (9.8% vs. 6.2% vs. 7.1% for Clearing the Air, the 

Airmen’s Guide, and Airmen’s Guide + Face to Face, respectively).  

Current results suggest that the Airmen’s Guide pamphlet was effective at reducing cigarette 

and smokeless tobacco rates in the last 18 months of the study, having an impact on both 

initiation and re-initiation. Findings extend previous literature of Forever Free cessation 

pamphlets, which reduced relapse rates among cigarette users11–13. However, these previous 

studies were implemented among former smokers, and were not targeting prevention among 

never users11–13. Additionally, current findings are dissimilar from previous studies of cessation 

programs implemented during Air Force basic military training, which reduced re-initiation but 



not initiation of cigarettes and smokeless tobacco at a one-year follow-up7,8. Finally, it is 

important to point out that we recruited tobacco users universally and not necessarily those 

wanting to stay tobacco free. Thus, while one must be cautious given the lack of intervention 

effects in the first half of recruitment, these results are encouraging and call for replication and 

perhaps extension to other tobacco products (e.g., e-cigarettes, which has been shown to be a 

gateway product for cigarette onset)23. 

Thus, outcomes from the current study suggest that the Airmen’s Guide was uniquely 

effective at targeting never users of these tobacco products, at least in the second half of the three 

year trial. Previous programs7,8 implemented cognitive behavioral components in an interview 

during the military tobacco ban among recruits. Forever Free pamphlets included self-help 

booklets mailed to participants over a year11–13. Dissimilarly from these interventions, Airmen’s 

Guide was uniquely tailored to Air Force trainees. Further, both conditions contained a 

motivational component administered by study counselors. In the Airmen’s Guide condition, 

Airmen received motivational components in a group format and those in the Airmen’s Guide 

plus face-to-face intervention received these motivational components individually. Thus, 

perhaps having motivational components, along with tailored cessation information, was 

effective at reducing tobacco rates, particularly among never users.     

The reasons why these interventions only reduced tobacco outcomes during the last 18 

months of the study’s implementation is unknown. However, there are several possible 

explanations for this, on both policy and intervention level. There is a documented change in 

nature of tobacco use in the Air Force with both cigarette smoking and ST use declining4,5,24. 

Thus, it is possible that Airmen became more receptive to the intervention over time due to 

decreasing prevalence of these products among fellow Airmen. A second possible reason is that 



tobacco policies in the USAF have became more rigorous. A Department of Defense policy6 

bans smoking in indoor facilities on base. Additionally, a more recent policy requires that the 

pricing of cigarettes on base match the prevailing local prices (including applicable taxes)25. 

These policies might have helped decrease rates of products and perhaps making Airmen more 

receptive to this intervention.  While the exact reason(s) for this pattern of results is unknown, 

the intervention effects observed in the second half of the trial certainly merit further 

investigation, now that DoD tobacco policies are very rigorous and unlikely to significantly 

change in the future.  Regardless of the reason, it is clear that the pamphlets produced much 

higher intervention effects than the typical tobacco pamphlet (and the intervention effects rivaled 

face to face intervention effects). 

Given the changing landscape of tobacco use in the U.S.2 future studies should focus on 

alternative tobacco products, not exclusively cigarettes and smokeless tobacco. For example, 

electronic cigarettes (e-cigarettes) are now the most commonly used product among young 

adults2,28, and military recruits are typically within this age range. Additionally, e-cigarettes have 

been found to be more common in military samples compared to the general population29,30, and 

notably using this product is associated with increased cigarette initiation among young adults in 

military and civilian populations29,31,32. Indeed, research studies done among US children in 

middle and high school strongly indicates that e-cigarettes are a “gateway” to the initiation of 

cigarette smoking in those that had previously never smoked23. Also, in a manuscript being 

prepared for publication, e-cigarettes were a gateway drug for later cigarette and other tobacco 

use in Airmen33. 

Regardless of tobacco product, using tailored and targeted prevention and cessation pamphlets 

could help address the alarming military tobacco disparity4,5,24 and growing epidemic of e-



cigarettes use2,29,30,34. Thus, there is the possibility that military tobacco disparities will continue 

to increase, particularly for those between the ages of 18 and 21 years. The Department of 

Defense spends approximately $1.6 billion a year on tobacco-related medical costs, which 

significantly impacts military readiness36,37. Given that 250,000 personnel leave the military 

annually38, current findings can have a vast impact on both military and civilian populations.  

It is important to note that both the Airmen’s Guide and the Airmen’s Guide plus face-to-face 

lowered cigarette smoking and ST use at the follow-up, but only for those in the second part of 

the trial. As indicated above, the reason for this is unknown but it is clear that given the 

magnitude of the intervention effects later in the study, along with the low cost of conducting the 

intervention, replication and extension of these findings are warranted. Extension to other 

military branches (e.g., Army) would also be a logical next step. 

Another key note for the study is that when significant differences did arise favoring the 

Airmen’s Guide, we did not see a consistent pattern of adding a brief (30 minute), face to face, 

motivational-interviewing-based tobacco cessation/prevention intervention. Perhaps this 

intervention was too brief to have an impact. Alternatively, the intervention was delivered after 

the Airmen’s Guide was distributed and may have had no additional impact as a result. 

There are some limitations that are important to address. First, tobacco patterns of Airmen who 

did not consent to the study are unknown. Further, this sample only included US Air Force 

trainees, thus, generalizability to other military branches might be limited. However, this study 

had several notable strengths. First, this study provided a unique opportunity to disseminate 

tobacco-cessation pamphlets to a large, young adult military sample, diverse in race and 

educational backgrounds. Further, because the US military has an alarming tobacco disparity 



compared to civilians3–5, this is a population in which tobacco cessation is crucial. Finally, ST 

and cigarette use were both longitudinally observed across a one-year follow-up.   

Conclusion  

Current findings suggest that a cost-effective tobacco-cessation pamphlet, by itself or in 

combination with brief motivational components, was effective at reducing rates of cigarettes 

and smokeless tobacco in the US military during the final year and a half of the study’s 

implementation. Although the intervention was not initially effective, this community-based 

intervention provided evidence that disseminating these tobacco cessation materials was 

sustainable, and increasingly effective in showing large effects for reduced rates of both cigarette 

smoking and smokeless tobacco use. Given the tobacco disparity in the US military, tobacco-

cessation interventions tailored to the specific needs of this population might be crucial at 

reducing high rates of cigarettes and smokeless tobacco use. Further study of this cost-effective 

method to reduce other tobacco use such as e-cigarettes is clearly warranted.   

 

  



Table 1. Sample demographics overall and by intervention arm. 

% 
Overall 

(N=6,914) 
Clearing the Air 

(N=1,995) 
Airmen’s Guide  

(N=3,382) 
AG + FtF/Rx 

(N=1,537) p-value 

Male 72.7 74.2 71.9 72.2 0.1714 

Age >=21 37.1 33.3 39.1 37.9 0.0001 

Hispanic 16 14.8 16.7 16 0.1914 

Married 10.8 11.1 10.9 10.1 0.5806 

>HS 45.8 42.1 47.2 47.6 0.0004 

Race 
    

0.5519 

W NH 67.7 69.1 67.4 66.8 
 

AA NH 14.3 13.6 14.7 14.4 
 

Other 18 17.3 17.9 18.9   
FtF/Rx = Face to Face Intervention   



Table 2. Characteristics of those who were reached at the follow-up vs those that were not. 

% 
Responders 
(N=4,314) 

Non-responders 
(N=2,600) p-value 

Male 72.5 73 0.636 

Age >=21 37.9 36 0.1182 

Hispanic 15.4 17 0.0796 

Married 11.8 9.2 0.0009 

>HS 46.3 45.1 0.36 

Race 
  

0.0256 

W NH 68.8 65.9 
 

AA NH 13.6 15.5 
 

Other 17.6 18.6   

  



 Table 3. Adjusted1 regression models of point prevalence/continuous abstinence cigarette 

and ST use at 1-year follow-up for the overall cohort, and by the respective product use 

and non-use at baseline*. 

Impact of the Intervention Overall (All Tobacco Categories Combined) 

 Cigarette Smoking (N=6,904) Smokeless Tobacco Use (N=6,905) 

 Use at 1 
Year %  OR 95% CI p-Value Use at  

1 Year % OR 95% CI p-Value 

Clearing The Air 22 1   15.4 1   

AG Pamphlet 20.8 0.93 0.81-1.07 0.315 14.4 0.95 0.81-1.12 0.5141 

AG Pamphlet + FtF/Rx 21.1 0.96 0.81-1.13 0.597 13.4 0.87 0.71-1.06 0.1603 

Treatment*time interaction p<0.0001 
Impact of the Interventions on Users at Baseline 

 Cigarette Smoking (N=875) Smokeless Tobacco Use (N=628) 

 Use at 1 
Year %  OR 95% CI p-Value Use at  

1 Year % OR 95% CI p-Value 

Clearing The Air 70.5 1   72.4 1   

AG Pamphlet 69.5 0.93 0.66-1.31 0.6665 72 0.85 0.56-1.29 0.4549 

AG Pamphlet + FtF/Rx 67.7 0.91 0.61-1.36 0.6425 71.3 0.86 0.52-1.43 0.5594 

Impact of the Interventions on Non-Users at Baseline 

 Cigarette Smoking (N=6,029) Smokeless Tobacco Use (N=6,277) 

 Use at 1 
Year %  OR 95% CI p-Value Use at  

1 Year % OR 95% CI p-Value 

Clearing The Air 13.9 1   8.9 1   

AG Pamphlet 14.4 1.05 0.88-1.24 0.6229 8.7 0.97 0.78-1.19 0.7745 

AG Pamphlet + FtF/Rx 14.3 1.04 0.84-1.28 0.7133 8.2 0.92 0.71-1.19 0.5246 

*Adjusted for gender, age, race, ethnicity, marital status and education. AG=Airman’s guide 



Table 4. Adjusted1 regression models of cigarette and ST use at 1-year follow-up for the 
significant interaction by time (first vs second half of the intervention). 

  

Impact of the Intervention Overall (All Tobacco Categories Combined) 

 

Cigarette Smoking Smokeless Tobacco Use 
1st 18 Months (N=4,334) 2nd 18 Months (N=2,570) 1st 18 Months (N=4,335) 2nd 18 Months (  

Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95%   

Clearing 
The Air 22.5 1   21.1 1   15.7 1   14.8 1   

Airman’s 
Guide 24.7 1.14 

0.97-
1.34 0.1083 13.7 0.58 

0.45-
0.76 <0.0001 16.8 1.1 

0.91-
1.33 0.3483 10.2 0.66 

0.4
0.8   

AG + 
FtF/Rx 24.6 1.15 

0.95-
1.39 0.1625 13.1 0.57 

0.40-
0.79 0.001 12.4 0.78 

0.61-
0.99 0.0451 15.9 1.08 

0.7
1.5   

Treatment*time interaction p<0.0001 
Impact of the Interventions on Users at Baseline 

 

Cigarette Smoking Smokeless Tobacco Use  
1st 18 Months (N=640) 2nd 18 Months (N=235) 1st 18 Months (N=425) 2nd 18 Months  

Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95%   

Clearing 
The Air 69 1   74.5 1   76.1 1   62.9 1   

Airman’s 
Guide 74.1 1.19 

0.79-
1.79 0.398 55 0.42 

0.21-
0.83 0.0123 74.7 0.81 

0.49-
1.36 0.4293 64.7 0.99 

0.4
2.1   

AG + 
FtF/Rx 74.4 1.33 

0.81-
2.17 0.2614 50 0.35 

0.16-
0.76 0.0076 65.9 0.6 

0.31-
1.15 0.1209 77.8 1.85 

0.7
4.4   

Impact of the Interventions on Non-Users at Baseline 

 Cigarette Smoking Smokeless Tobacco Use  
 1st 18 Months (N=3,694) 2nd  18 Months (N=2,335) 1st 18 Months (N=3,910) 2nd 18 Months (  

 
Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95% CI p-value Use at 1 
Year % 

OR 95%   

Clearing 
The Air 14.1 1   13.4 1   8.6 1   9.8 1   

Airman’s 
Guide 16.9 1.25 

1.01-
1.54 0.0369 10.1 0.71 

0.51-
0.98 0.0369 10.1 1.18 

0.91-
1.52 0.2077 6.2 0.61 

0.4
0.9   

AG + 
FtF/Rx 16.9 1.26 

0.99-
1.61 0.0607 8.2 0.57 

0.37-
0.88 0.0108 8.6 1.02 

0.76-
1.39 0.8794 7.1 0.71 

0.4
1.1   

*Adjusted for gender, age, race, ethnicity, marital status and education. AG=Airman’s guide 
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