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Preface

The Tobacco Settlement Proceeds Act, areferendum passed by Arkansansin the
November 2000 election, invests Arkansas' share of the tobacco Master Settlement Agreement
(MSA) fundsin seven health-related programs. The Act aso created the Arkansas Tobacco
Settlement Commission (ATSC) to monitor and evaluate the performance of the funded
programs. As part of its evaluation function, the ATSC contracted with the RAND Corporation
in January 2003 to serve as an external evaluator. RAND isresponsible for performing a
comprehensive evaluation of the progress of the seven programs in fulfilling their missions, as
well asthe effects of the programs on smoking and other health-related outcomes. RAND
submitted its first Biennial Report to the ATSC in July 2004, presenting evaluation results for the
first biennium of the Tobacco Settlement program (Farley et al., 2005a), and it submitted a
subsequent interim report in June 2005 (Farley et a., 2005b).

This document is the second official Biennial Report from our evaluation. It documents
continued activity and progress by the ATSC and the seven funded programs through May 2006,
aswell astrendsin relevant health-related outcomes. First, the report summarizes the history and
policy context of the Tobacco Settlement funding in Arkansas and discussesthe ATSC's
activities and its responses to recommendations by RAND in the 2004 evaluation report. Then it
evaluates the progress of each of the funded programs, including assessing progress in achieving
long-range goals established by the programs in 2005, tracking the program’ s process measures,
and assessing performance on a set of program management integrity criteria. The report also
updates trends in outcome measures developed to monitor effects of the funded programs on
smoking and other health-related outcomes. Finally, it provides both program-specific and
statewide recommendations for future program activities and funding.

The contents of this report will be of interest to national and state policymakers, health
care researchers and providers, and others concerned with the effect of the tobacco settlement
funds on the health of Arkansans.

Thiswork was sponsored by the Arkansas Tobacco Settlement Commission, for which
Chiquita Munir served as project officer. Thiswork was carried out within RAND Health.
RAND Health isadivision of the RAND Corporation. Abstracts of all RAND Health
publications and full text of many research documents can be found at the RAND Health Web
site at http://www.rand.org/health/.







CONTENTS

== oSS PR PR i
T 1B =SSR IX
JLIE=! oL TSRS PPRTRPR Xi
SUMMIBIY ...ttt ettt et e et e he e e e e e ase e e as e e Re e e as e e ehe a2 aseeaRe e emee e eReeeabeeemeeemseeesneanbeeanseenseesnneans XV
ACKNOWIEAGIMENTS. ... .eciieeeciece ettt e s este et e s se e se et e sreenseeseesneenseeneenneenns XXXi
ADDreviations and ACIONYIMS ........ooiiiieiie ettt sre s neesaeeneas XXXI
Chapter 1 Introduction and Background...........cceeeerieieiierieere e see s e 1
The Master Settlement AQreBMENT ..........ooiiiiieiiee e eee s 1
The Arkansas Tobacco Settlement ProceeaS ACL ........civrereeierene s 2
Evaluation APPrOBCI .......ocuoiiiieiee ettt b e st nns 6
Chapter 2 The ATSC Policy Context in 2005—2006 ............ccereeieereenerieeseeseeeseeseessesseeseessesseens 11
Tobacco Settlement Funds Received by Arkansas..........ccooeeeieiieiene s 11
Appropriations for the Funded Programs............cccceieereeiisieseese e see e ssee e 12
Legidative Activity Affecting the Tobacco Settlement Program..........cccoceveevviennenenne 15
The Tobacco Settlement COMMISSION .......coviiiiiiiierereeee e 18
Chapter 3 Tobacco Prevention and Education Program............ccceveeeneneenenieeseesiesie e 25
Program DESCIIPLION .......eeieeieeteesie e see st et e s e teeee e steeseeseesteeseesseesseeseeneesseenseeneessennsens 25
Progress Toward Achieving Five-Y ear and Short-Term Goals..........ccccceecveveeicieeieecnenn, 26
Performance 0n ProCess INAICALONS. .........cieiieieierisie e 28
Performance on Management INtegrity Criteria........ccovvrvineeriieie e 29
Analysis Of SPENTING TrENGS.......ccceeieee et nne e 35
Responses to Evaluation ReCOmMmEeNdations...........coeeveriinienenie e 41
Recommendations for Program IMprovemMeNt...........c.coeeeeeerieeresieeseeseseeseesseseesseeneens 43
APPENIX T0 ChaPLEr 3..... .ottt nne e 46
Chapter 4 College of PUDIIC HEAITN ..........cceeiieeeece e 57
Program DESCIIPLION .......ccieeieeeeete ettt ettt e e e st e sesaeesreesesneesreereeneesseennens 57
Progress Toward Achieving Five-Y ear and Short-Term Goals.........ccceceveereeeeieesennnns 58
Performance on ProCess INAICALONS..........cueiirrierienise e 60
Performance on Management Integrity Criterial........ccoovririenerene s 60
Analysis Of SPENdING TrENGS.........coieiiee e s sre e 63



Responses to Evaluation ReCOMmEeNdations ...........coceoieriinierenie e 67

Recommendations for Program IMProvemMeNt...........ccoeeeeeenieereseeseeseseeseesseseesseeneens 69
APPENIX 1O ChaPLEN 4 ... .ottt nae e 70
Chapter 5 DEItAAHEC ...ttt sttt et nen 79
Program DESCITPLION .......ceieiiesiee ettt st e e e st te s st e sseeeesseesbeesesneesseeneens 79
Progress Toward Achieving Five-Y ear and Short-Term Goals.........ccccecevveerveceseesiennns 80
Performance 0N Process INAICALOIS. ........c.oieiriiriiiie et s 82
Performance on Management Integrity Criteria........cccoovevvrierieeieseeseece e 82
Analysis Of SPENTING TIENGS......cc.ovieiiee e s 87
Responses to Evaluation ReCoOmMmeNndationsS...........coccevveueieereeieseeseeceeseese e see e 91
Recommendations for Program IMprovemMent...........cooeeeieeneere e 93
APPENIX 1O ChaPLEr ...t ae e sreenneeneens 95
Chapter 6 Arkansas Aging INITTALIVE. ..........c.oieeiiiiiiieeee e 105
Program DESCITPLION .......ceiveeieieesteee et e ettt e ae e reeaesreesteesesseesseenseeneesreesenneens 105
Progress Toward Achieving Five-Y ear and Short-Term Goals..........cccccevveeieeiiiecnnenne, 106
Performance on ProCess INAICALONS..........coviiiiiierisiesese et 107
Performance on Management Integrity Criteria........cccoerieriinenenin e 108
Analysis of SPENdiNG TreNGS.........coveiuiiierice et 110
Responses to Evaluation RecoOmMmeNndations............coceveerenieneenie s 115
Recommendations for Program IMProvement...........cccceeveeeeeeeseeseseeseesee e sreesee e 118
APPENIX 10 ChAPLEN 6.ttt 121
Chapter 7 Minority Health INITIAIVE...........ccoveieeie e 135
Program DESCITPLION .......ceiieeiieiesieeie ettt sttt sttt et e sseesbeebesneesreenesnee e 135
Progress Toward Achieving Five-Y ear and Short-Term Goals...........ccovveevieenieeciennnnn 135
Performance 0N ProCess INAICALOIS. ..........couiieerieeie et 137
Performance on Management Integrity Criteria........cccooeviveeenieesiecie s 138
Analysis of SPENdiNg TreNdS.........coeeiiiieiice e e 146
Responses to Evaluation ReECOMMENdationS ...........covrereeiierierenie e 153
Recommendations for Program [IMprovement...........cccceeveeeeceeseeceesee e 154
APPENTIX 10 ChADLEN 7 ... 157
Chapter 8 Arkansas BioSCIENCES INSHTULE..........ccccveieeiecie e 163
Program DESCIIPIION ........cueieiirie ittt st e e n e sae b eneas 163
Update on Program ACHVITIES.........cuiieeiiee ettt 163



Progress Toward Achieving Five-Y ear and Short-Term Goals..........cccoeveeveeciecnnene, 164

Performance on ProCess INAICALONS..........coviiiiiieniseseseeee e 165
Performance on Management Integrity Criteria........ccoveverienieninin e 165
Analysis of SPENdiNg TreNGS.........ccveiiiierice e sae e 170
Responses to Evaluation RecommeNndations...........cocoveeienienienie e 177
Recommendations for Program IMProvement...........cccceeieeeeeeeseeseseeseesee e sseeseesee s 179
APPENiX 10 ChaPLEr 8.......coiuiiieiieee e e st sae s 180
Chapter 9 Medicaid EXPansion PrOgramiS.........coeeueieerieiieeeesieesieseeseesssseesseessessesseessssssssseesns 191
Program DESCITPLION .......coiieeieeiesieeie ettt sttt et e s seesbeebesneesreeeeenee e 191
Progress Toward Achieving Two-Y ear and Short-Term Goals..........cccevveceeeenecciesennne 192
Performance 0N Process INAICALOIS. ..........couiiiereeiisie et 196
Performance on Management Integrity Criteria........cccooveviveieniieneeie e 197
Analysis Of SPENdiNg TreNGS........cooiiiiiiereee e e 199
Responses to Evaluation RecommendationsS...........cccevveveeeeseenesee e 206
Recommendations for Program IMprovement...........ccoveereeeneenenieseeseenee e 209
PN 0= 10 (D (o T O =0 = g SR 210
Chapter 10 Evaluation of Smoking-Related OUICOMES...........ccevereireeniiniie e 215
Highlights of Findings on SMoking OQULCOMES..........c.ccceeieeiieneereeie e ere e 215
Outcome ANalYSIS APPIOBCK ..ottt et sae e 216
(@XgF=10] (= Q@ 0 =g = 1 o] o S 218
Statewide Trends in SMoKing BENAVIOIS. ..........cociiieieniiniesieee s 219
Geographic Analyses for TPEP OULCOMIES.........cccovieieeieeiesieeieseeseesaeseesseesseseesseensens 230
Analysis of Smoking Outcomesin the DeltaRegion ...........ccccevereneenence s 235
Short-Term Health OULCOMES..........coeiiiiiie s 236
1S ol 1SS o o SRR 239
Chapter 11 Evaluation of NOonSmoking OULCOMES ..........ccueeieieereerieeeesieeseeseeseessesseesseeseesneenns 241
Outcomes for the DEITAAHEC ... e 241
Outcomes for the Minority Health INItialiVe .........cccoeeeiiiiniieecee e 242
Outcomes for the Arkansas Aging INItIHIVE .........ccceveeieeie i 245
Outcomes for the Medicaid EXpansion Programs ..........coeoererereseeieeneneeseseesessesneens 248
Approach for Assessing Outcomes for Academic Programs............ccceeeveeeeeveesecceesneenne. 254
Outcomes for College of Public Health...........cccooiriiiiie e 256
Outcomes for the Arkansas BiosCiences INSHTULE.........cccoveveririnieniniee s 258

Vil



Chapter 12 Synthesis and ReECOMMENAALiONS..........ccverieiieiiereee e 261
Summary of Performance Through Fiscal Year 2006 ..........cccooeveeneniieneenenin e 261
Program Responses to Common Themes and ISSUES..........ccccevveveeeesieeriesee s 263
Policy Issues and ReCOMMENELIONS.........ccereirieiiieie e 271
DR o1l ST o] o PP P USSP 276

Appendix A. Initiated Act 1 of 2000: The Tobacco Settlement Proceeds AcCt...........cccceeeevnuennee. 279

Appendix B. RAND Evaluation of the Arkansas Tobacco Settlement Program Evaluation

IMTEENOOS ... ettt b et st sb e et e se e beeneesre e b e et e sneebeennas 303

Appendix C. Program Component Process Evaluation Information Request for 2005-06

Arkansas Tobacco Settlement Evaluation fill in programname here..........cccocovveeenee. 317
REFEIEINCES.......eo ettt bbbt bt bt e et e b e e naenre s 337

viii



Figures

Figure 1.1—Flow of Master Settlement Funds Received by Arkansas, as Defined in the Initiated

o o O UR PRSP 4
Figure 1.2—L ogic Model for Evaluation of the Arkansas Tobacco Settlement Program............... 8
Figure 2.1—Distribution of Annual Tobacco Settlement Appropriations across Funded Programs15
Figure 3.1—TPEP Tobacco Settlement Fund Spending, by Quarter of Fiscal Years................... 38
Figure 3.2—Percentage of Tobacco Cessation and Prevention Funds Spent on Non-Prevention

and Cessation Activities, Dy FISCal YEar......ccocvviriiiierieeeeee e 39
Figure 4.1—External Grant Funding for COPH, June 20022005 ...........ccccevieerueereeseeseeseeseennens 60
Figure 4.2—COPH Tobacco Settlement Funding Spending by Quarter in Fiscal

D == TP PR R 66
Figure 4.3—Percentage of Spending from Tobacco Settlement Funds and Other Funds, by

FISCAl Y BB ... et ae e 67
Figure 4. A1—Trends in Enrollment Distribution by RegION.........ccccoiiriiiiiiiniiceneeie e 72
Figure 4. A2—Student Distribution by Race or EthNICItY .........cccccveeevieie i 74
Figure 4. A3—Service ACHIVILY TIeNGS.......cccoiiiiieriiiese et 77
Figure 5.1—Delta AHEC Taobacco Settlement Fund Spending, by Quarter of Fiscal Years........ 90
Figure 5.2—Percentage of Delta AHEC Budget from Tobacco Settlement Funds,

DY FISCAl Y BN ....c.eiceieceece ettt sttt e e sreen e e e e neennan 90
Figure 6.1—Quarterly Expenditures by the Aging INItiatiVe.........ccccooerieienienieneee e 115
Figure 7.1—MHI Tobacco Settlement Fund Spending, by Quarter of Fiscal Years.................. 149
Figure 8.A1—ABI and Extramural Funding for ABI Faculty Research..........cccccovoviiiieiiennenne 187
Figure 9.1—Percentage of Enrolleesin the AR-Seniors Program Who Used at Least One

Service, by Month, CY 2005........cccooiiiiiieie e s ee e 193
Figure 9.2—Percentage of Enrolleesin Expanded Medicaid Pregnancy Benefits Who Used at

Least One Service, by Month, CY 2005.........cccoiiirirnieneneseesie e 195
Figure 9.3—Medicaid Expansion Programs. Spending by the Sum of Tobacco Settlement Funds

and Federal Matching Funds, by Program Office, by Quarter of Fiscal Years........... 205
Figure 9.4—Spending by the Medicaid Expansion Programs: Sum of Tobacco Settlement

Funds and Federal Matching Funds, by Program, by Quarter of Fiscal Years........... 206
Figure 9.5—Relative Premium Share for the Arkansas Safety Net Benefit Program................. 208
Figure 10.1—Conceptua Model of Behavioral Responses for Smoking Cessation................... 217
Figure 10.2—Percentage of Adults Ages 18 and Over in Arkansas Who Smoke, 1996

LI C0 10T | 10200 PP 220



Figure 10.3—Percentage of Adults Ages 18 and Over in Arkansas Who Smoke, Adjusted for
Changes in Survey Sample Demographic CharacteristiCs.........covvvvereeieeiesieesiennns 221

Figure 10.4—Number of Packs of Cigarettes Sold per Arkansan, Age 15 and Older, 1998-2005223
Figure 10.5—Percentage of Pregnant Women in Arkansas Who Smoke, 1995 Through 2005 .225
Figure 10.6—Smoking Prevalence of Pregnant WWomen in Arkansas, Adjusted for Demographic

Changes, 1995 Through 2005..........cceeieieereeieseerieeeeseese e seesaessee e eseesaesreesseaneens 225
Figure 10.7—Prevalence of Y oung Adults in Arkansas Who Smoke, Adjusted for Demographic

Changes, Ages 18 Through 25, 1996 Through 2005...........ccccveerieeieeieeneere e 228
Figure 10.8—Prevalence of Pregnant Teensin Arkansas Who Smoke, Adjusted for

Demographic Changes, Ages 14 Through 19, 1995 Through 2005...........ccccceeveenee. 228
Figure 10.9—Compliance Rates for Not Selling Tobacco Products to Minors, FFY 1997 through

FIEY 2006.......cceeeeeeieieiete ettt sttt ne e ae st e s bt e e eseetesteneebente e enenrennan 229

Figure 10.10—Cumulative Spending per Capitafor the ADH Tobacco Prevention and Education
Program Community Grants, School Grants, and Sponsorship Awards, January 2001—

JUNE 2006 .......eeeeeeeeeneeiesiesie st te et et e e stestestesressesseeseeseesenaessesbesreeseeneene et e tentenrennenreas 233
Figure 10.11—Smoking Trends Among Pregnant Women by County Funding Levelsfor

Tobacco Prevention and CeSSAtiON..........ccvererrierieieeie e 234
Figure 10.12—Short-Term Health Indicators, Baseline Trends, and Early Deviations.............. 238
Figure 11.1—Fraction of Elderly with at Least One Avoidable Hospitalization for Preventable

and Acute Conditions, Comparison Of COUNLIES..........cccceeverieereereeieseesieseesee e 247

Figure 11.2—Use of Adequate Prenatal Care Visits, for Counties with High and Low
Percentages of People Eligible for Expanded Medicaid Benefits, Adjusted for Age,

Sex, and Race, 1995 Through 2005..........ccoieeiiiierieie e 249
Figure 11.3—Ratio of Medicaid to Other Hospital Stays by Length of Stay for Stays of Six Days
OF LSSttt e e s b e e e e be e e e b e e e e R e e enn e e e ann e nnneennneeea 251
Figure 11.4—Ratio of Medicaid to Other Hospital Stays by Length of Staysfor Stays of 19 Days
(011 [0 (PR T PR UURTRPRPRTPR 252
Figure 11.5—Percentage of Elderly with at Least One Avoidable Hospitalization for Preventable
and Acute Conditions, by Counties with High and Low Poverty Rates...................... 253



Tables

Table S.1 Appropriations and Funding for the Programs Supported by the Tobacco Settlement

Funds and the Tobacco Settlement COmMMISSION........cccccvveerieeieneese e XVi
Table S.2 Governance and AdViSOry BOArAS..........coceieeieiiinenie e XiX
Table S.3 Quality ManagEMENT ........cccociiiiereeie e se et ee e e e te e e sreeae e e e sraenes XX
Table S.4 Financial ManagemMent .........ccooieiieieeienie et be e e sne e XXI
Table 2.1 Planned and Received Tobacco Settlement Amounts, FY 2003-2007 .........ccccceeeeeevenee. 11
Table 2.2 Appropriations and Funding for the Programs Supported by the Tobacco Settlement

Funds and the Tobacco Settlement COMMISSION.........ccceeveveiceereere e 13
Table 2.3 Smoke-Free Environment Bills Proposed in the 85th Session of the Arkansas Genera

S 0o S 16
Table 2.4 Community Grants Awarded by the ATSC for FY2005.........ccooineeneninneeneeee e 21
Table 3.1 Process Indicators and Status over the Last TWO YEaIS......cccevveeeveereceeveeree e 29
Table 3.2 Makeup of the TPEP Advisory COMMITIEE..........ccooviieierienieree e 31
Table 3.3 Involvement of the TPEP Advisory COMMILEE..........ccveeereereeieseere e 32
Table 3.4 Tobacco Settlement Funds A ppropriated and Received for the TPEP, by Fiscal Y ear.36
Table 3.5 Tobacco Settlement Funds Spent by TPEP, by Fiscal Year.......ccccooevveceveeneccieceene, 37
Table 3.6 Tobacco Settlement Funds Spent on Tobacco Prevention Programs..........ccccceeeveeenee. 40
Table 3. A1 Community Changesfor Tobacco Prevention.............cceccvvveveeceneeneecee e 46
Table 3.A2 Implementation of the CDC-Recommended A pproaches for Tobacco Prevention

Education by ADH Educational Cooperatives, December 2005...........cccevveveeceeseennns 47
Table 3.A3 Compliance Checks of Stores by the Arkansas Tobacco Control Board.................... 49
Table 3.A4 Enrollments and Quit Rates for ADH Tobacco Cessation Programs............cccceeueene.. 50
Table 3.A5 Mediaand Community Events for Tobacco Prevention and Cessation ..................... 52
Table 3.A6 Media Advertisement Costs Paid by the ADH and from Donated Funds.................. 53
Table 3.A7 Percentage of Survey Respondents Who Reported They Recalled the SOS Media

(@F= 10010 o 0 OSSPSR 54
Table 4.1 Governance Oversight of the College of Public Health by the University of Arkansas

BOAId Of TIUSLEES.....cviieeciieie ettt ettt e e e ae et e snaesreennenneens 61
Table 4.2 Tobacco Settlement Funds A ppropriated to the College of Public Health, by Fiscal

D == PSR TRR 64
Table 4.3 Tobacco Settlement Funds Received and Spent by COPH, by Fiscal Year.................. 65
Table 4.A1 Distribution of Students by Region of Origin..........ccccveeeieeieeceseese e 71
Table 4.A2 Distribution of COPH Students by Race or EthNiCity .........ccccocvieeieniinieneeieceee 73

Xi



Table 4.A3 Grants Submitted by COPH FaCUItY ..........cooveiiiiiiieeee s 75

Table 4.A4 New Grant Amounts Funded for COPH FaCulty ..........cccovveveeieneere e 75
Table 4.A5 Papers Published by COPH FaCUILY .......ccccoiiiiiriieeieee e s 76
Table 4.A6 Ongoing Research Projects by COPH FaCUIty .........ccccevievieieeir e 76
Table 4.A7 Service Activitiesto the State by COPH FaCulty ..........cccooeeveiininnine e 77
Table 5.1 Performance of the Governing Board and Medical Advisory Board on Dimensions

of Board Oversight for the Delta AHEC, Scale of 1105 ..., 85
Table 5.2 Ratings of the Delta AHEC on Quality Management ACtiVIties........c.cecvvvereeceeneeenne. 86
Table 5.3 Tobacco Settlement Funds A ppropriated to the Delta AHEC, by Fiscal Year.............. 89
Table 5.4 Tobacco Settlement Funds Spent by the Delta AHEC, by Fiscal Year........cccccccveneee. 89

Table 5.A1 Session Encounter Rates per 1,000 Delta Residents for Delta AHEC Programs.......96
Table 5.A2 Session Encounter Rates for Delta AHEC Programs by Race, July 2004 through

DECEMDEN 2005 ... .coeeeieeieeie ettt sttt b et st sbe et e et e ae et e eneesneenaeennaas 98
Table 5.A3 Delta AHEC Training Encounters for Health Care Students and Personnel and
Number of Nursing Students Supported by the AHEC ..., 100
Table 5.A4 Percentage of Delta AHEC Training Encounters for African-American and Hispanic
Students, July 2004 Through December 2005...........cccoiiririinneereneesee e 101
Table 5.A5 Primary Care Providers Recruited by the Delta AHEC...........ccoooieeveeceveeveee 102
Table 5.A6 Percentage of Primary Care Providers Recruited by the Delta AHEC Who Were
African-American or Hispanic, July 2004 Through December 2005.............ccceeueenee. 103
Table 6.1 Summary of Performance on Arkansas Aging Initiative Process Indicators............... 108

Table 6.2 Performance of the AAl Community Advisory Board on Dimensions of Board
Oversight FUNCtions, SCAlES Of L1105 ....ccciiiiiiiieriereeree e 109

Table 6.3 Tobacco Settlement Funds Appropriated to Arkansas Aging Initiative, by Fiscal Year11l
Table 6.4 Tobacco Settlement Funds Received and Spent by the Arkansas Aging Initiative, by

EaCh Center 0N AQING.....ccveieiieiieie et s steete e sse e seessesneesreenseenensseenes 112
Table 6.5 Tobacco Settlement Funds Received and Spent by the Arkansas Aging Initiative by

APPropriation LINE TTEM ... 113
Table 6.6 Adjustments Made to the Line Itemsin the Arkansas Aging Initiative FY 2005

LN oo (o o 1= 1 o o FO ST U PR 114
Table 6.A1 Educational Encounter Rates at Senior Health Clinicsfor Older Adults................. 124
Table 6.A2 Encounters at AAI Classes for Community Members..........ccoooveveienenenenenenne 126
Table 6.A3 Encounters at Geriatric Education Center for Health Care Professionals................ 127
Table 6.A4 Encounters at AAl Education for Health and Social Service Students.................... 128

Table 6.A5 Postgraduate Encounters at Geriatric Education Center for Regional Faculty......... 129

Xii



Table 6.A6 Educational Encounters for Paraprofessionals and Paraprofessional Students........ 130
Table 6.A7 Expenditures of the Arkansas Aging Initiative, by Center and Fiscal Year ............. 131
Table 7.1 External Funding by Grant, Activity and Dollar Amount, Spring 2006...................... 137

Table 7.2 Performance of the AMHC Governing Board and Medical Advisory Board on
Dimensions of Board Oversight for the Minority Health Initiative, Scales of 110 5..140

Table 7.3 Ratings of the MHI Hypertension Initiative on Quality Management Activities........ 141
Table 7.4 Tobacco Settlement Funds Appropriated to the Minority Health Initiative, by Fiscal

Table 7.5 Tobacco Settlement Funds Spent by the Minority Health Initiative, by Fiscal Year..148
Table 7.6 Minority Health Initiative Spending on Professional Contracts, by Fiscal Year......... 150
Table 7.7 Minority Health Initiative Spending on the Hypertension and Eating and Moving

Programs, DY FISCAl Y Ear.......ccvciiieeieee ettt 151
Table 7.8 Minority Health Initiative Hypertension Program Patients and Medication Costs,

First Half Of FY 2006..........cooiiirieieieiiesie sttt 152
Table 7.A1 Media Communication Events for the Minority Health Initiative............ccccccooene. 158
Table 7.A2 Number of Health Screening Opportunities by AMHC Involvement ...................... 159
Table 7.A3 Total Number of Screenings and Screening Rates, by Type of Screening............... 160

Table 7.A4 Estimated Number of Minorities Screened and Screening Rates at MHI-Sponsored
Events, by Type of Screening—Not Including Screenings as Part of the Hypertension

ENITEBEIVE ..ttt bbb bbbttt e b b e nne e 161
Table 7.A5 Number of Screened and Enrollment Rates for the MHI Hypertension and Eating and
MOVING PrOGraIMS ......veieieiieie et ettt te st s e te e s esae e e sseeseeneesreenseeneenseenes 162
Table 8.1 Performance of the ABI Governing Board and Advisory Committees on Dimensions of
Board Oversight Functions, ScalesS of 1105 ......ccccvveeviiierice e 168
Table 8.2 Ratings of the Arkansas Biosciences Institute on Quality Management Activities...169
Table 8.3 Tobacco Settlement Funds Appropriated to ABI Institutions, by Fiscal Year............ 172
Table 8.4 Tobacco Settlement Funds Received and Spent by the Arkansas Biosciences I nstitute,
DY FISCAl Y BN ...t n e 173
Table 8.5 Semi-annual Expenditures on Research Grants by ABI Institution ............ccccceevenie. 175
Table 8. A1 Number of Projects and Funding Amounts for ABI-Supported Research, by
Institution and Category of RESEAICH...........cccveiiiieiice e 181
Table 8.A2 Collaborative Research Projects by ABI INSHTULIONS.........cccooiiiveeieieceeee 183
Table 8.A3 Portions of ABI and Extramural Funding Being Used for Collaborative Research
PrOJECES. ..ttt bt e et b et e e e b nn e nenne s 185
Table 8.A4 Amounts of Funding Awarded for ABI Faculty Research ............ccccevveieiveiecnnnn, 186
Table 8.A5 Service and Promotional Activity Encounters by ABI Research............cccooeenee. 189

Xiii



Table 9.1 Summary of Process Indicators for Performance on Medicaid Expansion

PIOGIAIMS ... ettt e s b e e s b b e e sbe e e s e e nbe e nar e e nane s 197
Table 9.2 Ratings of the Medicaid Expansion Programs on Quality Management

A CTIVITIES. ..ttt b e bbbt bt s et e e b e b 198
Table 9.3 Appropriations for the Medicaid Expansion Programs. Sum of Tobacco Settlement

Funds and Federal Matching Funds, by Fiscal Year .......ccccccovovecvveevecce e 201
Table 9.4 Spending by the Medicaid Expansion Programs: Sum of Tobacco Settlement Funds

and Federal Matching Funds, by FISCal YEar .......cccoecvveeveeie e 203
Table 9.A1 Use of Expanded Pregnancy Medicaid Benefits by Eligible Women ...................... 211
Table 9.A2 Medicaid Enrollees Using Expanded Inpatient Benefits..........ccccocvvievvevnveneennne 212
Table 9.A3 Eligible Elderly Persons Using Expanded Medicaid Coverage..........coovvereeniennnnne 213
Table 10.1 Decreases in Smoking Prevalence Among Young People.........cccocevveveevnveesiennns 226
Table 10.2 Arkansas Counties by AHEC REJION........c.coieiiiiiiniiiierieeee e 232
Table 11.1 Blood Pressure Categories Recommended by the American Heart Association.......243
Table 11.2 Participantsin MHI Hypertension Program in West Memphis and Lee Counties,

March 2003—OCtODEr 2005 ........ccoiuerierieriiriesiesieseeee et se e s sre s 244
Table 11.3 Changes in Blood Pressure for Hypertension Program Enrollees, by Hypertension

(O 1= o [0 VPSR POTRP PSR 244
Table 11.4 Avoidable Hospitalization CONAItIONS...........ccoveriiiierieie e 246
Table 11.5 Journal Impact Factor Rankings for COPH Publications............cccccveevvievvcceccenens 257
Table 11.6 Journal Impact Factor Rankings for ABI Publications............cccooeeviriiienenieencennns 259
Table 12.1 Program Status on the Short-Term Goals Established for 2005-2006...................... 263
Table 12.2 Reallocation of Program Budgeted Line Itemsin the FY 2005 Appropriations........ 269
Table B.1 Data Sources and OULCOME MEBSUIES..........ccurereeeerieriesiesie e siesiee et s 310
Table B.2 Logit Estimates for FIgure 10.3 ..ottt 313

Xiv



Summary

The Master Settlement Agreement (MSA), the historic agreement that ended years of
legal battles between the states and the major tobacco companies, was signed on November 23,
1998. Under the terms of the MSA, Arkansas has a 0.828 percent share of the payments made to
participating states over the next 25 years. Arkansas is unique in the commitment made to invest
its share of the Tobacco Settlement fundsin health-related programs. The Arkansas Tobacco
Settlement Proceeds Act of 2000 (referred to hereafter as the Initiated Act), a referendum passed
by the voters in the November 2000 el ection, established the Arkansas Tobacco Settlement
Commission (ATSC) to oversee the spending of MSA monies on seven health-related programs:

Tobacco Prevention and Education Program (TPEP)
College of Public Health (COPH)

Delta Area Health Education Center (Delta AHEC)
Arkansas Aging Initiative (AAI)

Minority Health Initiative (MHI)

Arkansas Biosciences Institute (ABI)

Medicaid Expansion Programs (MEP)

The Initiated Act was explicitly aimed at the general health of Arkansans, not just at the
consequences of tobacco use. Only one of these programs, TPEP, is completely dedicated to
smoking prevention and cessation; it does, however, receive about 30 percent of Arkansas MSA
funds. Some programs primarily serve short-term health-related needs of disadvantaged
Arkansas residents (AAI, Delta AHEC, MEP, MHI); others are long-term investments in the
public health and health research knowledge infrastructure (ABI, COPH). Table S.1 shows the
legidlative appropriations and actual funding for support of these programs.
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As part of its evaluation function, the ATSC contracted with the RAND Corporation to
perform a comprehensive evaluation of the progress of the programs in fulfilling their missions,
aswell astheir effects on smoking and other health-related outcomes. This report, the second in
RAND’s series of evaluations, addresses the following research questions:

Have the programs achieved the goals that were set for them for the past two years?
How did the programs respond to the recommendations made in earlier evaluations?

How do actual costs for new activities compare to the budget; what are sources of any
variances?

How do the programs function with regard to the major program management process
functions of governance, strategic decisionmaking, monitoring, quality improvement,
financial management, and contracting?

What effects do the programs have on improving the health of Arkansansin terms of
smoking behavior, health outcomes related to tobacco use, and other health outcomes
the programs address?

The answers to these questions serve to generate recommendations for how the programs,
the ATSC, and other Arkansas agencies might better fulfill the aims of the Initiated Act.

SUMMARY OF PERFORMANCE THROUGH FISCAL YEAR 2006

Overall, the seven Tobacco Settlement programs have continued to refine and grow their
program activities. In Chapters 3 through 9, we present assessments of each program’s progress.
Here, we summarize results across programs, signaling observed problems.

Achievement of Initiation and Short-Term Goals Specified by the Act

The Initiated Act stated basic goals to be achieved by the funded programs through the
use of the Tobacco Settlement funds. It also defined indicators of performance for each of the
programs—for program initiation, short-term, and long-term actions. In the 2004 evaluation
report, we reported that MEP and MHI had not achieved the planned goals.

MEP had not achieved itsinitiation goals because the AR-Adults expansion program had
not been approved by the federal Centers for Medicare and Medicaid Services (CMS).
Additionally, MEP was underspending on two of the other three expansion programs. In the past
two years, the AR-Adults expansion program has been approved and is starting up. However,
underspending is still occurring for other programs within MEP.

MHI had not yet prepared alist of priority health problems for minority populations nor
put together the biographical database that the act specified. Since then, MHI hasreleased alist
of priority health problemsfor African Americans, however, it has not provided alist for other
minority populationsin Arkansas, nor has it assembled the biographical database.

Program Progress on Self-generated Short-term Goals

RAND worked with each of the programs to specify short-term actions to be
accomplished during FY 2006. These are reported in detail in the respective evaluations of the
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seven programs (Chapters 3 through 9) and summarized here. This year, four programs—TPEP,
COPH, Delta AHEC, and ABI—have met all of their goals and subgoals, while three programs
have not. AAI fell short on the goal of putting together a database of funding opportunities. MHI
did not submit an application for survey funding, increase enrollment in the Hypertension
Initiative, or expand the Eating and Moving for Life Initiative. MEP did not achieve desired
utilization of benefitsin the AR-Seniors program or increase enrollment in that program.

ASSESSMENT OF PROGRAM MANAGEMENT PROCESSES

For the 2006 evaluation cycle, we introduced a management and governance process
evaluation component, based on a questionnaire sent to all of the funded programs in advance of
the in-depth interviews conducted in April 2006. The template for thisform is Appendix C of
this document. With this form, we requested information regarding four critical aspects of each
program of the ATSC.

Our orientation for using this questionnaire is that, after four years of funding, the overall
structures of the programs are largely in place, and our attention should turn to how the programs
are functioning (i.e., process evaluation). While direct assessment of desired outcome measures
is becoming more and more relevant, there is still a need for the major part of the evaluation to
look at whether the processes necessary to promote successful outcomes are in place. Our
examination covered information regarding the process of the four following components of
program functioning:

Governance leadership and strategic direction
Monitoring and quality improvement
Financial management

Contract management

For each of these four components, we asked for each component in turn what the
program had in place to administer the component, and then how well the processesin place
were doing.

Governance L eader ship and Strategic Direction

The diversity of the programs is reflected in their wide variety of governing bodies. Now
that the start-up period is over, the governing bodies should play active roles in guiding the
future strategic direction for the programs. These bodies also provide an important vehicle for
linking a program to its environment so the program hears the views of its stakeholders and has
access to vital resources. We asked each program to specify what governing and advisory boards
it has and to rate the degree of involvement of these boards in performing oversight, monitoring
program performance, and providing an interface with communities. These ratings are provided
in the individual chapter reports of the programs and are summarized in Table S.2.
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TableS.2
Governance and Advisory Boards

Program Governing Board Advisory Boards

TPEP None TPEP Advisory Board. Mostly
advises on community needs
and interactions

COPH University of Arkansas None
Board of Trustees (from a
distance)

DeltaAHEC University of Arkansas Advisory boards at each site
Board of Trustees (froma  mostly advise on community
distance) interfaces

AAl University of Arkansas Reynolds Institute Community
Board of Trustees (froma  Advisory Board and boards at
distance) each regional Center on Aging

advise, with considerable
variation on degree of

involvement
MHI Arkansas Minority Health  Medical Advisory Board for the
Commission exercises Hypertension Initiative, which
considerable oversight isonly minimally involved
ABI ABI Governing Board of Scientific and Advisory
ex-officio appointees Committees concern
exercises considerable themselves with goals and
oversight priorities and monitor quality
MEP None None

The natural differences among governance patterns make simple generalization among all
the programs difficult. None of the programs has much board involvement in fundraising; as
budgets tighten, this could be an area where assistance could be helpful. Given the crucial role of
raising funds beyond MSA amounts, boards could and perhaps should take on a greater (and
often traditional) role in raising funds. Those programs that are several levels down in the
organizational hierarchy from their official oversight organs can find themselves at the mercy of
policies that have nothing to do with themselves, without recourse to effective intervention.
Those programs that do not have advisory groups should consider forming some groups as
vehiclesfor eliciting community input, developing strategy on pertinent issues, and identifying
potential funding opportunities.

Monitoring and Quality I mprovement

As of the end of FY 2004, few of the programs had internal accountability mechanisms
for regular monitoring and providing feedback on their progress; or, where mechanisms werein
place, they relied on local program staff, who often did not have sufficient training or resources
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to fully comply. Such a monitoring process, when well implemented, enables programs to
perform regular quality improvement and assess how well each program component is meeting
itsgoals. This capability also can help the programs fulfill their external accountability for
performance to legislators and other state policymakers. Table S.3 summarizes the quality

management processes by program.

TableS.3

Quality M anagement

Program Formal Quality Monitoring capability
Management Process

TPEP Occasional external Data collection and evaluation
evaluations mechanisms in place to monitor

work of contractors and
grantees

COPH Formal processin place Monitoring in place to support
since inception quality management

DeltaAHEC No overall formal process. Some monitoring capability,
Process for Diabetes but could be improved
Clinic

AAl No overall formal process. Little monitoring capability
Informal tracking of
activities for each Center
on Aging

MHI No overal formal process. Little monitoring capability,
Processin place for even for Hypertension Initiative
Hypertension Initiative but
not for others

ABI Formal processin place Monitoring in place to support
since inception quality management

MEP No formal process Monitoring capability for

service delivery. Could benefit
from monitoring consumers
experience

The information provided by the programs on their quality improvement activitiesis
uneven and reflects the tradition of quality within the type of agency running the program. The
more purely academic programs (COPH, ABI) have mature processes; line agencies within
departments (TPEP, MEP, Delta AHEC) have no formal processes but have reporting
requirements that could be the basis of processes; and specialized agencies (AAl, MHI, ATSC
itself) would benefit from establishing official quality improvement regimes.

XX



Financial M anagement

Our earlier evaluations showed that several of the programs have been lacking in some
aspect of the accounting and bookkeeping skills needed for effective financial management. We
recommended in these instances alocal automated accounting system, along with additional
training and support to strengthen staff ability to document spending accurately and to use this
information to guide program management. Table S.4 summarizes the results of thisyear’s
assessment.

TableS.4

Financial M anagement

Program Global Systemin Place Program Capability for
Components
TPEP The state financial Monitors program components,
management system subcontracts, and grants
through separate accounts. Staff
qualified
COPH The UAMS financial Monitors program components,
system but not separately. Staff
qualified
DeltaAHEC The UAMS AHEC Monitors program components,
financial system but not separately. Staff
qualified
AAlI The UAMS AHEC Components centrally
financial system monitored. Staff qualified
MHI The state financial Components not fully
management system monitored. Staff not fully
qualified
ABI Each of the member Program components self-
universities has its own monitored (as per Initiated Act).
financial system Staff qualified
MEP The state financial Monitors program components

management system

through separate accounts. Staff
qualified

Contract Management

We asked each of the programs to provide information about how they manage contracts
for services. Only TPEP and MHI have contracts. Both contract for expertise, while TPEP aso
issues subgrants for service delivery, and MHI contracts for treatment initiatives. TPEP has
monthly financia tracking, monitors the quality of performance of contractees, and regularly
compares contractee spending to reported activities. By contrast, MHI has monthly financial

XXi



tracking only for the Hypertension Initiative, with annual financial tracking for other contracts.
There is some monitoring of quality of performance, and there is no comparison of spending to
activity.

PROGRAM EFFECTSON OUTCOMES

An important part of any evaluation is examining the extent to which the programs being
evaluated are having effects on the outcomes of interest. We assessed both effects on smoking
outcomes and other program effects on nonsmoking outcomes.

Program Effectson Smoking Outcomes

Our analysis of smoking behavior in Arkansas provides evidence of the continued
effectiveness of the Tobacco Settlement programs (primarily TPEP) on smoking outcomes,
especially for the most vulnerable populations, such as young people and pregnant women.
Smoking prevalence measures are largely taken from the Arkansas Division of Health Y outh
Tobacco Survey, the national Behavioral Risk Factor Surveillance System survey of adults, and
the Arkansas Adult Tobacco Survey. Our main findings regarding smoking outcomes are
summarized as follows:

Smoking has decreased substantially among middle school and high school students
since programming began.
Tobacco Settlement programming has reduced smoking among young people,
compared with what would be expected based on pre-program trends.

0 Young adults ages 18 to 25, are smoking less than previously.

0 Pregnant teenagers are smoking less than previoudly.

0 Pregnant women ages 20 to 29 are smoking less than previously.

The dramatic improvement in compliance with laws prohibiting sales of tobacco
products to minors has continued and has been verified by federal auditors.

Adult smoking prevalence declined in 2005, following a slight increase in 2004, but
we cannot yet confirm that this recent declineisareal effect.

Our analysis of the variation in smoking by county does not provide evidence that
people who live in areas where the TPEP activity was focused are less likely to
smoke.

There have been improvements in the rates of avariety of diseases that are affected in
the short term by smoking and by secondhand smoke. The evidence is strongest in the
cases of strokes and acute myocardia infarctions (heart attacks).

Asin past years, our analysis of smoking rates for young adults, pregnant adults, and
pregnant teenagers shows conclusively that these groups are smoking less than would be
expected if there had been a continuation of the trends in rates that preceded the Tobacco
Settlement programming. However, we did not observe definitive evidence of reduced adult
smoking.
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Program Effects on Nonsmoking Outcomes

Highlights of our findings regarding effects of the Tobacco Settlement programs that
have a direct impact on health outcomes other than smoking are as follows:

Delta AHEC Teen Pregnancy Programming. The Delta AHEC has made progress on
collecting participant data, including satisfaction and health outcomes information.
However, progress has been slow on the management and analysis of these data. We
encourage the program to direct additional resources toward ensuring that data are
collected and stored in a manner that lends itself to analyses that can be used to
monitor program progress and eval uate participant outcomes.

Minority Health Initiative. The MHI has data on outcomes for two out of three
counties for its hypertension program participants, but no data for its Eating and
Moving for Lifeinitiative. RAND analysis demonstrates a possible effect of the
hypertension program on blood pressure. MHI should improve its data collection in
both programs and improve its data analysis capabilities.

Arkansas Aging Initiative. There is some evidence that the Centers on Aging have
reinforced the decline in avoidable hospitalizations in the counties where they are
located. AAI data collection and analysis initiatives are making some progress toward
providing useful evaluation of their programs.

Medicaid Benefits for Pregnant Women. We continue to find that the expansion of
benefits for pregnant women has led to increased prenatal care. We find no evidence
that the expansion has reduced smoking among pregnant women or increased birth
weights of their babies. Both of these effects would have been expected from
increased care for pregnant women.

Expanded Medicaid Hospital Benefit. We find some evidence that one component of
the expanded hospital benefitsis associated with increased access to hospital care for
conditions requiring very short stays. The other component that reimburses for
hospital days 21 through 24 appears to be reducing the amount of unreimbursed care
rather than increasing the amount of care.

Expanded Medicaid Seniors Benefit. There is weak evidence that the AR-Seniors
program has accelerated the decline in avoidable hospitalizations among the elderly.
We will monitor thisincipient trend in future years.

For the two academic programs, COPH and ABI, we did not look at direct impact on
health outcomes but instead used more traditional academic outcome measures.

College of Public Health. The COPH’ s number of high-quality scholarly publications
has increased substantially. Independent reviews of two of its leading projects
confirm that the COPH is making major contributions toward the health of
Arkansans.

Arkansas Biosciences I nstitute. The ABI’ s publication of research findingsin top-
quality scholarly journals has increased dramatically over the past three years. Its
research is being disseminated in respected journalsin awide variety of scientific
subjects. Independent reviews of two recommended projects provide detailed
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verification that the major ABI projects are making significant contributions in their
field.

COMMON THEMES ACROSS PROGRAMS

Our analysisidentified two common themes across programs meriting attention:
collaborative activities among the programs and the matching of appropriations and funding. We
summarize here the discussion of these themesin Chapter 12.

Collaboration and Coordination across Programs

Collaborative activities among the programs strengthen their ability to serve the goals of
the Initiated Act, to use the Tobacco Settlement funds efficiently, and to enhance needed health
services for Arkansans. Different programs have different bases of expertise and can address
common populations and common problems more effectively if they collaborate. Some programs
have been working together since early in the program, and others have gradually increased their
collaboration. Still, there is room for even more effort in this regard.

Appropriations Process and Fund Allocations

During the initial budgeting and appropriations process, several programs had
appropriation allocations across expense classifications that did not fully match their operational
needs. The program leaders were reluctant to make substantial changes to the fund allocationsin
the second biennia appropriations because doing so brought the risk of opening up the entire
package to funding changes or reductions. Thus, the spending constraints experienced by the
programsin the first two fiscal years were perpetuated in the FY 2004—2005 biennial
appropriations, which hindered several programs from using their funding effectively. We
therefore recommended that the state should provide the programs with clear definitions of the
appropriation line items as well as guidance for the budgeting process, so that programs
understand clearly how they can use fundsin each line item to support their activities.

The programs that were having the greatest problem with poorly alocated appropriations
were the four programs that are part of the University of Arkansas for Medical Sciences (UAMYS)
system: AAI, COPH, Delta AHEC, and the UAMS portion of the ABI. UAMS submitted a
proposal for reallocation of the FY 2005 budgeted line items for these programs to the Peer
Review Committee of the General Assembly, which approved the reallocation. For the FY 2006—
2007 biennial appropriations, which were completed in April 2005, the programs modified their
line item allocations as needed. This step should help ensure that future program appropriations
do not place artificial constraints on the programs’ ability to spend according to operational
needs.

TOBACCO SETTLEMENT COMMISSION

Although the primary focus of RAND’s evaluation activitiesis on the funded programs,
we have also examined the Arkansas Tobacco Settlement Commission itself. The ATSCis
directed by the Initiated Act to conduct monitoring and evaluation of the funded programs “to
ensure optimal impact on improving the health of Arkansans and fiscal stewardship of the
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Tobacco Settlement” and “to justify continued support based upon the state’ s performance-based
budgeting initiative.”

ATSC Monitoring and Evaluating Activities

The Initiated Act directs the ATSC to develop measurable performance indicators to monitor
programmatic functions that are state-specific and situation-specific and to support performance-
based assessment for government accountability. In its second Biennial Report, submitted on
August 1, 2004, the ATSC referenced, included as an attachment, and responded to RAND’ sfirst
evaluation report covering 2002—2004 (Farley et a., 2005a). We summarize here the actions
taken by the ATSC in response to each of our recommendations.

Quarterly Reports. The commission should modify the content of the regular quarterly
reports from the programs to require routine reports on their progress in addressing the
issuesidentified in this evaluation. In response, the ATSC has changed the format of the
quarterly reports submitted by the programs to incorporate the provisions listed in the
recommendation. The programs are now submitting thisinformation to the ATSC
regularly, and the programs also are being asked to provide thisinformation in their
presentations at commission meetings.

Financial Reporting. The commission should work with the state finance office and the
funded programs to ensure that the programs are correcting the inadequacies of the
accounting and financial management processes that this evaluation has identified. In
response, the ATSC office isworking to develop afinancial reporting format that can
provide uniformity in reporting across programs. In addition, the ATSC office has been
monitoring actions by the programs to correct problems with inaccurate allocation of
funds across appropriations line items. Now, all programs submit financial reports to the
ATSC each quarter.

Technical Support. The commission should earmark a modest portion of the Tobacco
Settlement funds ($150,000 to $200,000 each year) to establish a mechanism that makes
technical support available to the funded programs. This support should be targeted to
help the programs correct some of the issues identified in this evaluation. The ATSC
responded by developing this function as an integral part of the ATSC strategic plan. A
portion of the ATSC budget was reserved to fund these activities. However, because of
ceilingsin the appropriations for the commission, it has been unable to purchase technical
support in any significant quantity. The commission intends to request an increase in
appropriation in order to implement these activities.

Expectations for Governing Bodies. The commission should establish expectations for
the performance of the governing bodies of the funded programs with respect to
providing policy and strategic guidance for their programs, as well as monitoring
program performance. The commission has not yet responded to this recommendation but
is considering what to do, given the diversity of boards, commissions, and advisory
groups among the various programs.

Enhancing Outcome Evaluations. As the programs mature further, and more longitudinal
information becomes available on outcomes, the commission should ensure that outcome
evauation work continues to document the extent of those effects. Meanwhile, the
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commission should interpret early outcome information with caution to ensure that
conclusions regarding the programs’ effectiveness are grounded on sufficient data. In
response, the ATSC has emphasized to legislators that it will take time to begin to see
outcomes.

Community Grants

According to the Initiated Act, if the deposits into the Arkansas Tobacco Settlement
Commission Fund exceed the amount necessary to pay its expenses, then the ATSC may make
grants, within its appropriation limits, to support community activities. In FY 2004, the ATSC
awarded itsfirst set of 16 grants under this provision for atotal of $353,678 in grantsto
community organizations. In the second round of community grants, awarded in FY 2005, the
ATSC funded 22 grants for atotal of $487,522, with amounts ranging from $8,000 to $24,998.
The ATSC established arequirement of quarterly reporting for the community grants, including
both provision of information on progress, challenges, and successes in implementing the funded
activity and reporting on grant expenditures.

Because the ATSC chose to use some of its available funds for technical support to the
seven funded programs, it did not award new community grants for FY 2006. Instead, it
identified two existing awardees and renewed their grants.

RECOMMENDATIONS

Finally, we present our recommendation for the ATSC and for each program separately.
Elaboration of the recommendationsis provided in Chapter 12 for the policy issues that overarch
the programs and in Chapters 3 through 9 for the individual programs.

Overall Recommendation Regarding Continued Program Funding

We again recommend this year that Tobacco Settlement funding continue to be provided
to the seven funded programs. At the same time, performance expectations for the programs
should be maintained actively through regular monitoring of trendsin their process indicators,
progress toward the newly established long-term goals, and trends in impacts on relevant
outcomes. As stated in the 2004 evaluation report, we believe the programs supported by the
Tobacco Settlement funds provide an effective mix of services and other resources that respond
directly to many of Arkansas priority health issues. With additional years of operation, the
programs have achieved their initiation and short-term goals defined in the Initiated Act, with but
one exception. The programs’ impacts on health needs also can be expected to grow as they
continue to evolve and increasingly leverage the Tobacco Settlement funds to attract other
resources.

Overarching Policy and ATSC Recommendations
o Aggressively seek funding to supplement the Tobacco Settlement funds. To the extent

that funding cannot be maintained, potential revisions to the funding allocations of
Tobacco Settlement funds should be considered.
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L everage Tobacco Settlement funds. Especialy given the anticipated funding crunch,
there is aneed to rethink the direct service delivery components of programs that have
them, and either justify the contribution of these components to people beyond the direct
recipients, or eliminate these components.

Develop data collection and analysis plans and dedicate resour ces for implementing
these plans. The ATSC should provide funds for the training of program staff to
accomplish these goals. These funds should be appropriated in the next General
Assembly appropriations cycle.

I ntensify the collaboration among the seven Tobacco Settlement programs. Thisis
most beneficial where programs experience challenges that can benefit from expertise
that other programs possess.

Install formal quality improvement processesin each program. Each program and the
ATSC itself should have a documented formal quality management program aswell asa
complete reporting package through which the funded programs provide the ATSC with
performance information on both their program activities and spending.

Tobacco Prevention and Education Program

Raise funding levelsfor the nine components of a comprehensive statewide tobacco
control strategy to the minimums recommended by the Centersfor Disease Control
and Prevention (CDC) for Arkansas. The funding share for tobacco prevention and
cessation activities should be at least the percentage share stated for such activities stated
in the Initiated Act.

Change the process TPEP usesto budget itsfundsto bein linewith the other
Tobacco Settlement programs. Because the legislature funded an Arkansas Rainy Day
Fund by shifting the first year of funds out of TPEP, budgeting is more complicated for
TPEP than for the other programs receiving Tobacco Settlement funding.

Provide evaluation technical assistance for subcontractorsand grantees.

Evaluate the statewide media campaign both in terms of output (public service
announcements and community events) and focus, given that a statewide workplace
smoking ban went into effect in July 2006.

Strengthen communication between TPEP staff and the TPEP Advisory Committee.
The TPEP Advisory Committee has a great deal of expertise that isnot being fully
utilized.

College of Public Health

Continue effortsto meet the new accreditation requirements by December 2007.
Such efforts include expanding full-time faculty for doctoral and master’ s programs,
recruiting students for the new doctoral programs, and obtaining funding to support the
additional salaries.
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Delta Area Health Education Center

Continueto increase resour ces to conduct program evaluation activities. Evaluation
should be built into future programs and processes.

Arkansas Aging I nitiative

Make fundraising across all regions one of its highest priorities, identifying and
pursuing funding opportunities through the state and federal governments, foundations,
and the private sector. It may be some time before the local Community Advisory
Committees are capable of the level of fundraising necessary to guarantee the long-term
sustainability of the local Centers on Aging.

Ensurethat each Center on Aging (COA) establishes and maintains a formal quality
improvement process. Systematic performance monitoring of the COAs s necessary
and can be facilitated by the uniform database for tracking activities at the local level.

Minority Health Initiative

Improve the financial and quality management activitiesfor all activities. Most MHI
activities continue to lack proper oversight and quality management.

I mprove the program’s capacity to carry out program activities funded by the Act
and performance-monitoring activities. The program needs to build or buy capacity to
monitor both itsinternally funded and contracted activities.

Continue effortsto develop a database and design it in consideration of quality
improvement processes. The Initiating Act’s mandate to create a database that includes
biographical data, screening data, costs, and outcome has yet to be implemented.

Continueto study racial and ethnic health disparities and prioritize needs.
Prioritized needs for minorities other than African Americans have not yet been
established.

Continue strategiesto reach target populations (i.e., minority Arkansans) across the
state. MHI needs to know what part of the population its awareness efforts are reaching
and if there are ways to increase health education dissemination.

Reassess MHI (as opposed to the normal annual cycle of assessment). If, at that time,
performance has not improved to the point where there is confidence that full
functionality of the program can be achieved in a reasonable amount of time, then the
MHI programming should be redistributed to other programs within the Tobacco
Settlement framework. MHI is uniquely positioned to address directly the health needs
and priorities of the state’s minority populations. It has made some real progressin
programming growth and financial reporting during FY 2005, and it is spending more of
its available funds than it had in the previous biennium. However, as discussed in Chapter
7, issues of declining enrollments, quality problems, and extremely high unit costs have
been identified. While MHI has improved dightly on al frontsin the past year, it is still
not functioning adequately. We are reluctant to repeat recommendations that have not
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been fully followed in the past. At the same time, the inherent value of much of the MHI
programming and the important role filled by the Arkansas Minority Health Commission
(AMHC) make us reluctant to recommend closing the program or moving it elsewhere.
We therefore have adopted a compromise recommendation.

Arkansas Biosciences | nstitute

e Beprepared to accommodate potentially severe cutsin funding. ABI needsto
continue to obtain grant funding at alevel that can support the infrastructure that has been
established at the different universities.

Medicaid Expansion Programs

e Allocate fundsto educate newly enrolled and current enrolleeson aregular basisin
the Pregnant Women’s Expansion program and in the AR-Seniors program
regarding the servicesthey are eligible to receive.

e Initiate an outreach campaign to inform both potential enrolleesand providers
about the availability of the Medicaid Expansion Programs. Enrollment trends for the
Pregnant Women'’ s Expansion have exceeded expectations but still lag behind
projections. More troubling is that income-eligible elderly individuals are overlooked for
enrollment in the AR-Seniors program because they are not applying for Qualified
Medicare Beneficiary status.

e Intensify effortsto meet spending targetsfor the expansionsthey support. While the
Medicaid programs are to be applauded for their intense effort in bringing the four
expansion program on board, they should ensure that all four programs spend the funds
available.

DISCUSSION

The Arkansas General Assembly and Tobacco Settlement Commission continue to have
much to be proud of in the investment made in the seven programs supported by the Tobacco
Settlement funds. COPH and ABI are particularly to be acknowledged for their contributions to
improving the public health skills of Arkansans and increasing the national and global visibility
of Arkansas as alocus of research applied to improving the health of the population. All
programs continue to make substantial progress in expanding and strengthening the
infrastructure to support the health status and health care needs of Arkansas residents. We have
begun to observe effects on smoking outcomes, and with time, we believe the prospects are good
for the programs to achieve observable impacts on other health-related outcomes over the next
few years.

Arkansas has been unique among the states in being responsive to the basic intent of the
Master Settlement Agreement by investing its funds in health-related programs with afocus on
reducing smoking rates. We encourage state policymakers to reaffirm this original commitment
in the Initiated Act to dedicate the Tobacco Settlement funds to support health-related
programming. To do justice to the health-related services, education, and research these
programs are now delivering, they must have the continued support and time they need to fulfill
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their mission of helping Arkansas to significantly improve the health of its residents. In addition,
they must take the actions needed to ensure that issues identified in this evaluation are addressed
to reinforce the effectiveness of Arkansas' investment in the health of its residents.
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Chapter 1
I ntroduction and Background

The Master Settlement Agreement (MSA) that ended years of legal battles
between the states and the major tobacco companies was signed on November 23, 1998.
Under the terms of the MSA, the participating states will receive more than $206 billion
in payments from the tobacco companies over the next 25 years. Following the agreement
made by the attorneys general of the participating states, Arkansas has a 0.828 percent
share of these payments, which it has been receiving since the agreement went into effect.

The state of Arkansas is unique in the commitment that has been made by both
elected officials and the general public to invest its share of the MSA fundsin health-
related programs. A comprehensive program using the MSA fundsto invest in the public
health of Arkansans was established by the Tobacco Settlement Proceeds Act, a
referendum passed by the voters in the November 2000 election (henceforth called the
Initiated Act).

The Initiated Act created the Arkansas Tobacco Settlement Commission (ATSC),
giving it the responsibility for monitoring and evaluating the performance of the funded
programs. As part of its evaluation function, the ATSC contracted with the RAND
Corporation to serve as an external evaluator. RAND was charged with performing a
comprehensive evaluation of the programs’ progressin fulfilling their missions, as well
as effects of these programs on smoking and other health-related outcomes.

Thisreport is the second Biennial Report from the RAND evaluation, which
updates our findings presented in the first evaluation report (Farley et a., 2005a). An
interim report was submitted to the ATSC (Farley et al., 2005b) in June 2005, updating
our assessment of program progress during the year following the first Biennial Report.
This second Biennial Report incorporates and updates findings provided in the 2005
interim report.

In the remainder of this chapter, we provide background information about the
MSA, the basic orientation and content of the Initiated Act, and the methods used in the
RAND evaluation. Chapter 2 addresses the policy context within which the Tobacco
Settlement program operates, including activities and progress of the ATSC. Chapters 3
through 9 present evaluation results regarding the activities and progress of each of the
seven funded programs. Chapters 10 and 11 present findings regarding trends in the
programs’ effects on smoking and other outcomes. Finally, Chapter 12 synthesizes
evauation findings and offers recommendations for program improvement and future
spending of the Tobacco Settlement funds.

THE MASTER SETTLEMENT AGREEMENT

The MSA settled al legal matters alleged by the participating states against the
participating tobacco companies, placed conditions on the actions of the tobacco
companies, and provided for large payments from those companies to the states and
several specific funds. All the states except Florida, Minnesota, Mississippi, and Texas
are participantsin the MSA, as are the District of Columbia and several U.S. territories.



Under the MSA, the tobacco companies are to make three types of payments to
the states: up-front payments (1998-2003), annual payments, and payments to the
Strategic Contribution Fund. In addition to the state payments, the MSA places other
conditions on the tobacco companies, some involving additional payments and others
placing constraints on their business practices, in particular with respect to marketing of
tobacco products to youth.

The up-front payments totaled $12.7 billion, with $2.4 billion paid in 1998 and a
like amount (adjusted for inflation) paid annually for the next four years. The annual
payments to the states currently are supposed to total $183.7 billion. These payments are
supposed to ramp up over time, with payments specified in the MSA of $4.5 billionin
2000, $5 billion in 2001, $6.5 billion in each of 2002 and 2003, and $8 billion annually in
2004 through 2007. Payments in 2008 through 2017 will be $8.1 billion annually, and
paymentsin later years will be $9 billion annually. Starting in 2008 and continuing
through 2017, the tobacco companies will pay $861 million annually into the Strategic
Contribution Fund, for atotal payment of $8.6 billion. Payments to the fund will be
allocated to states based on aformula developed by the attorneys general. This formula
reflects the contribution made by the states to resolution of the state lawsuits against the
tobacco companies.

All of the payments to the states are subject to a number of adjustments,
reductions, and offsets, so the actual payments the states receive differ from the base
amounts defined in the MSA. These differences include adjustments for inflation,
volume, nonsettling states' reduction, miscalculated and disputed claims offset,
nonparticipating manufacturers, federal legislation offset, and litigation releasing parties
offset. In fact, the ATSC anticipates—based upon its own experience—that the annual
payments, rather than increasing over time, will be significantly reduced.

THE ARKANSASTOBACCO SETTLEMENT PROCEEDSACT

The Initiated Act (reproduced in this document as Appendix A) authorized the
creation of seven separate initiatives to be supported by Tobacco Settlement funds,
established short- and long-term goals for the performance of these initiatives, specified
the funding shares to support the programs and a structure of funds for management and
distribution of proceeds, and established the Arkansas Tobacco Settlement Commission
to oversee the overall program. Subsequent legislation made slight modifications to some
of the goals and programs, but all are essentially as they were originally intended.

The goals of the Initiated Act are (1) to reduce the initiation of tobacco use and
increase its cessation, with the resulting health and economic impact; (2) to expand
access to health care, especially for those who demonstrably lack access; (3) to develop
basic and applied tobacco-related medical and agricultural research in Arkansas; and (4)
to specifically address Targeted State Needs. From these goal s the seven programs follow
naturally:

Tobacco Prevention and Education Program (TPEP). Thisprogramisto
reduce the initiation of tobacco use and resulting negative health and economic
impacts. It is managed by the Department of Health and Human Services
(DHHS). It was originally called the Tobacco Prevention and Cessation Program



and managed by the Arkansas Department of Health. A managerial change took
place in 2005 when a government reorgani zation merged the Department of
Health into the newly created DHHS.

Medicaid Expansion Programs (MEP). This program is to expand access to
health care through targeted expanded benefits packages that supplement the
standard Arkansas Medicaid benefits. It is also managed by DHHS.

Arkansas Biosciences I nstitute (ABI). This program isto develop new tobacco-
related medical and agricultural research initiatives, to improve health of
Arkansans, improve access to new technologies, and stabilize the economic
security of Arkansas. The Initiated Act provides for ABI to be funded through
separate appropriations to the participating institutions. The program’s
management reports to the ABI Board, which aso was established by the Initiated
Act.

The remaining four programs addressed the Targeted State Needs in the Initiated Act:

College of Public Health (COPH). The college (originally called the School of
Public Health in the Initiated Act) is aresource to provide professional education,
research, and services to the public health community of Arkansas. It isaunit of
the University of Arkansas for Medical Sciences (UAMYS).

Arkansas Aging I nitiative (AAl). This program isto provide community-based
health education for senior Arkansas residents, through outreach to the elderly and
educational servicesfor professionals. It is housed in the Reynolds Center on
Aging, aunit of UAMS.

Delta Area Health Education Center (Delta AHEC). Thisis an additional unit
in the statewide Arkansas Delta AHEC system to provide clinical education; it
was put into the Initiated Act to provide such services for the underserved and
disproportionately poor Deltaregion of the state.

Minority Health Initiative (MHI). This program is to identify the special health
needs of Arkansas' minority communities and to put into place health care
services to address these needs. It is managed by the Arkansas Minority Health
Commission.

Only one of these programs, TPEP, is completely dedicated to smoking prevention and
cessation; it does, however, receive one-third of the MSA funds. Some programs (AAl,
Delta AHEC, MEP, MHI) primarily serve the current health-related needs of
disadvantaged Arkansas residents; others (ABI, COPH) are long-term investmentsin the
public health and health research infrastructure.

L ong-term Performance Expectationsfor the Funded Programs

In addition to the overall goals, the act defined indicators of performance for each
of the funded programs—for program initiation and short-term and long-term actions. In
the 2004 eval uation report, we assessed the performance of the seven programs on their
initiation and short-term indicators. It is premature to draw conclusions regarding the
programs’ long-term performance indicators because, as discussed in Chapter 10, itis



still too early in the life of the programs to observe effects on many measures of health
behaviors or health status. Refer to Chapter 12 for discussion of long-term performance
goals.

Funding and Fund Flows

The act authorized the State Board of Finance to receive al disbursements from
the MSA Escrow and to oversee the distribution of the funds as specified in the act. The
fund structure and distribution of funding shares by programs are displayed graphically in
Figure 1.1. The MSA disbursements are deposited into the Tobacco Settlement Cash
Holding Fund, from which funds are to be distributed to other funds. The other funds
consist of the Tobacco Settlement Debt Service Fund, the Arkansas Healthy Century
Trust Fund, the Tobacco Settlement Program Fund, the Arkansas Tobacco Settlement
Commission Fund, and the program accounts.

[Tobacco Settlement Cash Holding Fund

Tobacco Settlement Debt Service
Healthy Century Trust Fund Fund ($5 million/year);
(First $100 million+ interest+ un-| UAMS Biosciences $2.2M;
needed funds in Debt Service ASU Biosciences $1.8M:;
Fund) College of Public Health $1M

Tobacco Settlement Program Fund
(Remainder of 2001 a*fter Healthy

Century transfer and remainder after 33% College of Public Health
Debt Service Fund transfer thereafter) 22% Delta AHEC

Prevention and Education
Program Account

22% Arkansas Aging Initiative
23% Minority Health Initiative

Targeted State Needs |
Program Account

22.8%

Arkansas Biosciences| Inti
Institute Account

Interest Int Medicaid Expansion
Program Account

Tobacco Settlement
Commission Fund

SOURCE: modified from 2001Arkansas Bureau of Legislative Research; Fiscal Review Division

Figure 1.1—Flow of Master Settlement Funds Received by Arkansas, as Defined in
the Initiated Act

In calendar year 2001, $100 million of the first MSA funds received (mostly the
up-front payments) were deposited in the Arkansas Healthy Century Trust Fund. This
trust fund isintended to serve as along-term resource to support health-related activities.
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Interest earned by the fund may be used to pay expenses related to the responsibilities of
the State Board of Finance, as well as programs and projects related to health care
services, health education, and health-related research as designated in legislation
adopted by the general assembly. Since then, no additional MSA funds have been placed
in thistrust fund.

The remainder of the 2001 funds and funds for each subsequent year have been
deposited in the Tobacco Settlement Cash Holding Fund. Each year, the first $5 million
in funds are transferred to the Tobacco Settlement Debt Service Fund, to pay the debt
service on bonds for three capital improvement projects (debt service limits shown in
Figure 1.1) for the University of Arkansas for Medical Sciences Biosciences Research
building, College of Public Health building, and the Arkansas State University
Biosciences Research building. The remaining amounts are transferred to the Tobacco
Settlement Program Fund for distribution to program accounts for the funded programs,
according to the percentages shown in Figure 1.1.

The programs, aswell asthe ATSC itself, receive biennial appropriations from
the legidlature. These appropriations are not cash allocations but are instead maximum
amounts that the programs can spend, by category of spending. Programs have both years
of each biennium to spend the Tobacco Settlement funds they receive (i.e., they are
allowed to carry over unspent funds from thefirst to the second year of any biennium).
However, any funds that remain unspent at the end of the biennium are returned to the
Tobacco Settlement Program Fund and then are redistributed across all the funded
programs according to the percentage distributions of funding established within the act.
MEP is an exception to this provision because it has delayed payments of claimsfor
health care costsincurred (Initiated Act, section 8[€]), and TPEP is an exception because
of ashifting of thefirst year of funds, which has had cascading effects. These exceptions
are discussed in the subsection immediately below.

The State Board of Finance invests all moneys held in the Tobacco Settlement
Program Fund and the program accounts. Interest earned on funds in the Tobacco
Settlement Program Fund is used to pay the expenses of the ATSC and is transferred to
the ATSC on July 1 of each year.

If the deposits into the Arkansas Tobacco Settlement Commission Fund exceed
the amount necessary for ATSC expenses, then the ATSC is authorized to make grantsto
nonprofit and community-based organizations for activities to improve and optimize the
health of Arkansans and to minimize future tobacco-related illness and health care costs
in Arkansas. Grant awards may be made up to $50,000 per year for each eligible
organization, and funds are to be invested in solutions that work effectively and
efficiently in Arkansas.

Emergency Provisionsfor Medicaid Expansion Programsand TPEP Program
Shortfalls

Within ayear following the Tobacco Settlement appropriations, Arkansas
experienced a budgetary crisis that put the state Medicaid program at seriousrisk. In a
special session in 2002, the general assembly declared an emergency and made two



changesto the Initiated Act to provide emergency funding for the Medicaid program to
mitigate the threat to its ability to provide adequate care to the state’ s neediest citizens.

The first change was a modification of the Medicaid Expansion Programs account
so that fundsin that account could also be used to supplement current general Medicaid
revenues, if approved by the governor and the chief fiscal officer of the state for the
Arkansas Medicaid Program. Funds could not be used for this purpose, however, if such
usage reduced the funds made available by the general assembly for the Meals-on-
Wheels program and the senior prescription drug program.

The second change was the funding of an Arkansas Rainy Day Fund by shifting
thefirst year of funds out of the Tobacco Prevention and Cessation Program account. The
purpose of the Rainy Day Fund isto make moneys available to assist the state Medicaid
program in maintaining its established levels of service in the event that the current
revenue forecast is not collected. Asaresult of this shift in funds, the DHHS has been
placed in the position each year of borrowing funds to support its tobacco prevention and
education activities, which then are repaid in the next cycle of Tobacco Settlement funds.

EVALUATION APPROACH

The ATSC Monitoring and Evaluation Function

The Initiated Act directed the ATSC to monitor and evaluate the funded programs
to ensure optimal impact on improving the health of Arkansans and fiscal stewardship of
the Tobacco Settlement. The evaluation is to assess the programs to justify continued
support of the funded programs based upon the state’ s performance-based budgeting
initiative. The act specified the following provisions for ATSC evaluation:

Programs are to be administered pursuant to a strategic plan that encompasses a
mission statement, defined programs, program goals with measurable objectives,
and strategies to be implemented over a specific time frame.

Evaluation of each program isto include performance-based measures for
accountability that will measure specific health-related results.

All expenditures from the Tobacco Settlement Program Fund and the program
accounts are subject to the same fiscal control as are expenditures from state
treasury funds.

The chief fiscal officer of the state may require additional controls, procedures,
and reporting requirements that are determined to be necessary to carry out the
Act.

RAND Evaluation M ethods

The evaluation approach we have designed responds to the intent of the ATSC to
perform alongitudinal evaluation of the devel opment and ongoing operation of its
funding program. We employ an iterative evaluation process through which information
istracked on both the program implementation processes and any effects on identified



outcomes. Thisinformation can be used to inform future funding considerations by the
ATSC and general assembly aswell as decisions by the funded programs regarding their
goals and operations. The evaluation addresses the following four research questions:

Have the funded programs developed and implemented their programming as
specified in the Tobacco Settlement Proceeds Act of 2000 (taking into account
any subsequent legislative modifications)?

What factors are contributing to the programs’ implementation successes or
challenges?

How do actual costs compare to budget; what are sources of any variances?
What effects do the funded programs have on improving the health of Arkansans?

The logic model that guides our evaluation design is presented in Figure 1.2. This
model identifies atwo-tiered structure for the ATSC and its funded programs, which is
mirrored in the evaluation design. On the left side of Figure 1.2, the ATSC itself is at the
program policy level, providing advice to the general assembly in three major areas:
selection of programs to fund, definition of goals for these programs to achieve, and
monitoring effects of the funded programs’ activities on the program goals. The second
level isthe funded programs, which perform activities to establish and carry out their
work, monitor their progress toward goals, and assess their effects on outcomes of
interest.

The evaluation, shown in the right side of the diagram, also consists of two
levels—policy-level and program-level evaluations. Within the program evaluations, we
perform a process evaluation to document the implementation processes, including
relationships between the programs’ goals and actions and the successes and challenges
they experienced. We also perform an outcome evaluation to assess the extent to which
the program interventions are achieving the intended outcomes for both program
activities and the health status of the state population. This approach was taken to ensure
that the evaluation of the programs is performed within the correct policy context, and
that the results of the program-level evaluation are synthesized to generate usable
information for future policy decisions by the commission and the general assembly.
Further, the program eval uation results were designed to be useful to the individual
programs for decisions on future program goals, strategies, and operational
modifications. The evaluation components and methods are described further in
Appendix B.



PROGRAMS EVALUATION

Tobacco Settlement Commission Policy-Level Evaluation
_|| * Define goalsto achieve | * Document issues <
"|| « Assess program effectson goals [ 7|l « |dentify rationale for goals
* Recommend program funding ¢ Assesslink to programs
Funded Programs Program-Level Evaluation
* Define short, long-term goal's  Assess program goals and
» Develop measures of progress measures and relationship
and effects between them
 Implement program activities  Evaluate process of program
implementation
« Monitor progress toward goals  Estimate program outcomes
* Report results to Commission for selected measures
| e Synthesize findings for state
policy implications

Figure 1.2—L ogic Model for Evaluation of the Arkansas Tobacco Settlement
Program

Implicit in thislogic model is an important design principle that is central to most
of the evaluations that RAND Health performs. In our view, the most effective evaluation
isone that provides avehicle for program leaders and participants to gain new knowledge
that they can apply to strengthen the program for which they are responsible. We can
learn from both successes and challenges in program operation. This principleis relevant
to the Arkansas Tobacco Settlement Commission, which has been given the
responsibility to oversee the Tobacco Settlement program and advise the general
assembly and governor on future use of thisfunding. It also is relevant to the individual
programs supported by Tobacco Settlement funding, which are expected to achieve the
outcomes defined as priorities by the Initiated Act.

Process Evaluation Questionnaire

For the evaluation cycle of 2006, we introduced a governance and management
process evaluation component, based on a questionnaire sent to al of the funded
programs in advance of the in-depth interviews conducted in April 2006. The template
for thisform is Appendix C of this document. With this form, we requested information
regarding four critical aspects of each program of the ATSC.

Our orientation for using this questionnaire is that, after four years of funding, the
overall structures of the programs are largely in place, and our attention should turn to



looking at how the programs are functioning (i.e., evaluation of process of program
implementation, as shown in Figure 1.2). While direct assessment of desired outcome
measures is becoming more and more relevant, there is still aneed for the major part of
the evaluation to look at whether the processes necessary to promote successful outcomes
are in place. Our examination covered information regarding the process of the four
following components of program functioning, namely:

Governing and advisory boards
Financial management and accounting
Contracting and oversight

Quality improvement.

For each of these four components, we asked for each component in turn what the
program had in place to administer the components, and then how well the processesin
place were doing. We did this with a combination of “circle the best answer” questions
and short open-ended questions.

In addition to these four components, we asked for short answers with regard to
two aspects of continuous program monitoring, namely:

Progress on program goals (as specified in Farley et al., 2005b)
Responses to RAND recommendations (as specified in that same document).

Whereas the four components are designed to apply to all ATSC programs, the
continuous program monitoring and information we asked for were specific to the goals
and RAND recommendations of each program.
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Chapter 2
The ATSC Policy Context in 20052006

To effectively assess the performance of the Arkansas Tobacco Settlement
program and the work of the funded programs, we must consider the program in the
context of legidative and other events of the past two years. In this chapter, we first
examine the funds received by Arkansas as its share of the Master Settlement Agreement
and compare them to the planned payments in that agreement. We then look at the
appropriations by the legislature to the ATSC and programs and compare them to the
Tobacco Settlement funds actually received. Next, we turn to the government
environment of the past two years and discuss the tobacco-related and other changes
relevant to the mission of the ATSC. Finally, we discuss the activities of the Arkansas
Tobacco Settlement Commission as it fulfills its mandate to provide oversight and
monitoring of the performance of the funded programs as well as the funding of other
community grants.

TOBACCO SETTLEMENT FUNDS RECEIVED BY ARKANSAS

According to the agreement made by the attorneys general of the participating
states, Arkansas receives 0.828 percent of all funds paid to the states. From 1998 through
2002, Arkansas received $221,548,000 from the MSA, including both up-front payments
and annual payments. Table 2.1 shows the amounts planned to be received and those
actually received by Arkansas in subsequent years, after the annual payments werein full
swing. The planned amount for FY 2003 includes both the annual amount and the last
installment of the up-front amount.

Table2.1
Planned and Received Tobacco Settlement Amounts, FY 2003-2007

MSA Planned Arkansas’ Share  Received by Percentage

Fisca Year = Total Amount (0.828 percent) Arkansas Adjustment
2003 8,900 73.69 $62.18 -15.6
2004 8,000 66.24 60.07 -9.3
2005 8,000 66.24 51.50 -23.3
2006 8,000 66.24 52.77 -20.3
2007 8,000 66.24 48.45° -27.9

SOURCE: Arkansas Tobacco Settlement Commission.

a. FY2003 MSA planned amount includes $2.7 billion in up-front payments.

Although under the terms of the MSA, fund receipts to Arkansas should remain
stable for many years, the experience and future expectation is entirely different, as
supported by Table 2.1. The discrepancy between the planned MSA amount and the
actual amount paid is generally growing over time, and there are fears that the annual
payments, rather than stabilizing in the $60-$70 million range, may fall to as little as half
that amount.
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According to the Initiated Act, funding to the programs is based on a percentage
of Tobacco Settlement receipts, which means that when Arkansas fund receipts decline,
all the funded programs share equally in the reduction of support. Worse, because the $5
million Debt Service Fund is taken as aflat subtraction from the MSA amount, the
percentage reduction for each program is actually greater than that shown in Table 2.1.
Impacts of funding reductions in the first few years were limited because the programs
were just building their operations and were not yet spending all of the available funds.
Now the programs are at full operation and, with afew exceptions, they are using all the
funding available to them. The shortfall thus experienced has put observable constraints
on the programs’ ability to carry out their missions; the likely further reductions could
jeopardize the very existence of some of the programs.

APPROPRIATIONSFOR THE FUNDED PROGRAMS

The Arkansas General Assembly has passed three biennial appropriations for the
funds paid into the Tobacco Settlement program since the program’ s inception in FY 2002
(July 2001). Although the percentage distribution of Tobacco Settlement funds are
determined by the Initiated Act (see Figure 1.1), the appropriations need not match.
Moreover, the legidlative appropriations do not represent actual allocations of funds, but
rather, spending ceilings for the programs.

Table 2.2 presents the appropriations and actual funding for the four most recent
fiscal years FY 2004 to FY 2007, separately for each program, as well asfor the
commission itself. In examining thistable, it should be kept in mind that the funds
available for the programs are designated from the Tobacco Settlement funds received by
Arkansas, whereas the commission is funded from interest earned on the Tobacco
Settlement funds. Additionally, this table shows financia input to the programs and
commission, not spending; program spending is detailed separately in the chapters of this
report discussing the individual programs.

Within each biennium, the funded programs may carry over unspent funds from
thefirst to the second year of the biennium. Therefore, in agiven year, a program may
underspend or overspend in comparison to the relevant annual appropriation, aslong as
the two-year appropriation limit is not exceeded. Exceptions to this biennia limit have
been made for two programs—TPEP and the Medicaid Expansion Programs—because of
circumstances unigue to these programs. (See Chapters 3 and 9, respectively, for details
on the exceptions.) In addition to the Tobacco Settlement funding, programs may (and
are encouraged to) obtain and spend funding from other sources to further develop and
sustain their programming; these sources are not included in either the appropriations or
funding of Table 2.2.
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Asshown in Table 2.2, the appropriations always exceeded the funding for every
program and every fiscal year. Generally, but not always, the appropriations for the seven funded
programs were close to proportional to the allocation proportions of the Initiated Act.

The appropriations and funding for the Medicaid Expansion Programsin Table 2.2
represent just the share covered by the Tobacco Settlement funds. After fairly stable
appropriations through FY 2005, the Medicaid appropriation for the third biennium increased to
$27.6 million for FY 2006 and decreased to $13.8 million for FY 2007. The Tobacco Settlement
funding for Medicaid is leveraged by federal matching at arate of $3 for every state dollar for
costs of medical services and a one-to-one match for program administration costs. This means
that the total appropriation and funding for the Medicaid Expansion Programs are approximately
2.9 times the amounts shown in Table 2.2.

By contrast to the programs’ appropriations, the ATSC appropriation in FY 2006 and
FY 2007 was less than the amount of funding the commission actually received from interest in
the Settlement funds. As aresult, the commission could not spend all the fundsit had available.
This meant that the commission could not purchase the technical assistance for the programs that
was recommended by RAND in the first biennial evaluation report—not because the funds were
unavailable, but because the appropriation would have been exceeded.

The distribution of the appropriations across programs is shown graphically in Figure 2.1.
The first year appropriation is only 40 percent of the FY 2003 appropriation. This graph shows
clearly the dominant shares of the appropriations for the three largest programs. The four
Targeted State Needs programs together have only 16 percent of the total Tobacco Settlement
appropriations through FY 2005, and their share decreases to 14 percent in FY 2006 and then
increases to 18 percent by FY 2007.
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Figure 2.1—Distribution of Annual Tobacco Settlement Appropriations acr oss Funded
Programs

LEGISLATIVE ACTIVITY AFFECTING THE TOBACCO SETTLEMENT PROGRAM

The Arkansas General Assembly held its 85" session during FY 2005 and held a special
session in April 2006, during which several bills were filed that could or did affect the Arkansas
Tobacco Settlement program. They included several bills to establish smoke-free public places
(some passed and some failed), abill (failed) to use interest earned on Tobacco Settlement funds
to support services by Community Health Centersin the state, and a bill (passed) to merge the
state Department of Human Services with the Department of Health.

Controlling Use of Tobacco in Public Places

Asdiscussed in the 2004 evaluation report and again in this report, state-level legislation
controlling use of tobacco productsin public placesis an important “leg of athree-legged stool,”
in which the other legs are tobacco prevention and cessation programs (discussed in Chapter 3),
and tax increases on tobacco products. The state legislature voted to increase cigarette taxes to 59
cents per pack in June 2003. While this represents a substantial increase from 34 cents per pack
in July 2001, Arkansas is ranked 29" in the United States, and its tax rate is below the national
average of 84.5 cents per pack. Making cigarettes more expensive through increased taxes
continues to be an effective way to reduce and prevent tobacco use (Emery et al., 2001; Harris
and Chan, 1998; Tauras, 2004). Interestingly, while tobacco use decreased in Arkansas after the
increase in taxes, tobacco purchases increased in 2006 in the western part of the state, after
Oklahoma voters passed areferendum to raise that state’'s cigarette taxes to $1.03 per pack.

During the 85" session of the Arkansas General Assembly, several bills were filed that
would establish stronger rules for smoke-free environments in the state. Laws such as these have
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been found to reduce tobacco use. As shown in Table 2.3, only one of the bills was enacted
during the regular session of the legislature; however, a special session of the general assembly
called by the governor in April 2006 passed two bills. The strongest failed measure in the regular
session was HB 1390, which would have prohibited sale or use of tobacco productsin all public
places. The other three failed measures passed the Senate but not the House. The only smoke-
free environment bill enacted in the regular session was Act 135, which prohibits use of tobacco
products in or on the grounds of medical facilities.

Even though the proffered bills were largely unsuccessful, the notion of protecting the
public and employees from the increasingly recognized hazards of secondhand smoke was
increasingly favored by public opinion. Several communities passed ordinances to restrict
smoking in public places, but always in the face of claims by opponents that the economy
(especidly in the hospitality sector) would suffer (see Chapter 3 for details).

Matters came to a head during the first week of April 2006, when the governor called a
special session of the general assembly. Included in the list of items for the special session was a
major bill entitled the Arkansas Clean Indoor Air Act. Thisbill was rapidly and overwhelmingly
passed by the Senate and—after only moderate resistance—also by the House, and it was sent to
the governor, who signed it into law. Independently, alegislator offered an additional hill
(passed and signed as Act 13 of 2006) that prohibits smoking in automobiles carrying a child
who isrestrained in a safety seat. Police are empowered to pull over and cite motorists they
observein violation of Act 13. However, fines may be waived if the motorist can prove that he or
sheis participating in a smoking cessation program (analogous to attending driving safety school
when ticketed for a moving violation).

Table2.3

Smoke-Free Environment Bills Proposed in the 85th Session of the
Arkansas General Assembly

Bill
Number Status of Bill Purpose of Bill
HB 1193  Enacted Prohibits the use of tobacco products in and on the grounds of

(Act 135in 2005) al medical facilitiesin Arkansas

HB 1390 Diedincommittee  Would prohibit the sale of tobacco products and prohibit the use
of tobacco productsin public

HB 1883 Failed in House Would prohibit the smoking of tobacco productsin food service
establishmentsin Arkansas

HB 2056 Failed in House Would prohibit smoking in county-owned facilities
HB 2684  Failed in House Would prohibit smoking in or near state buildings

SB 19 Enacted Prohibits smoking in most enclosed areas within places of
(Act 8 of 2006) employment; within any government-owned, -leased, or
-operated space; and in most enclosed public places
HB 1046  Enacted Prohibits smoking in all motor vehicles carrying children who

(Act 13 of 2006) are restrained in safety seats
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The Arkansas Clean Indoor Air Act

Passage of this act, especially after the failure of the various bills proposed in the 2005
session of the general assembly, represents amajor step in tobacco control for Arkansas. This
law appliesto all types of businesses to prohibit smoking in enclosed areas within places of
employment; within any government-owned, -leased, or -operated space; or in enclosed public
places. The definition of “public place” is broad and covers ailmost all indoor or enclosed places
where people might congregate except those where tobacco purchase or use is an expressed main
activity. The act contains exceptions for very small businesses, aswell as for restaurants and bars
where people under the age of 21 may not be present. Hotels are largely smoke-free; 20 percent
of rooms are to be designated for smoking, although hotels with fewer than 25 rooms may
request exemption from the smoke-free requirement.

The act took effect on July 1, 2006. Its effect on smoking behaviors will beto a
considerable extent determined by the nature and intensity of enforcement efforts. The act has
consequences for TPEP, because previous efforts within the program to encourage local
communities to enact smoking restrictions are no longer at issue; although the act does permit
local governments to enact more stringent restrictions, the reality is that few such governments
will feel the need to do so in the near future. Instead, efforts will go to enforcement of the
provisions of the act. Data collection to measure the effects of the act will be crucial, and a
number of the programs within the aegis of the Tobacco Settlement Commission (e.g., TPEP,
College of Public Health) could play asignificant role.

Proposed Use of Tobacco Settlement Fundsto Support Community Health Centers

During the 85" session, the Community Health Centers of Arkansas sought state funding
to help support the services delivered through subgrants to Community Health Centers for
provision of primary medical, dental, mental health, pharmacy, and preventive services targeted
to uninsured and underinsured Arkansans in medically underserved areas. Its original proposal,
delineated in HB 1906, would have diverted $4 million in interest earned on the Tobacco
Settlement funds invested in the $100 million Arkansas Healthy Century Trust Fund to create a
Community Health Centers of Arkansas Fund to support these services. This bill did not pass,
dying in House committee. An alternative bill (HB 1907) did pass, becoming Act 2309, which
appropriated $5 million in general funds to support these services.

Merger of Department of Health with Department of Human Services

In April 2005, during its 85" session, the general assembly passed and the governor
signed Act 1954, merging the Department of Health with the Department of Human Services, to
create the Department of Health and Human Services (DHHS). The functions of the Department
of Health have been taken over by the Division of Health within the new department. In addition,
the State Board of Health was transferred to the new DHHS. This action was taken in order to
“(2) improve the health of the citizens of Arkansasin an effective and efficient manner; and (2)
provide for administrative cost savings in the delivery of health-related programs by combining
overlapping functions and eliminating duplications of functions of the Department of Health and
the Department of Human Services.”
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This consolidation of the two departments has direct implications for the Arkansas
Tobacco Settlement Commission. First, TPEP has shifted from being administered by the
Arkansas Department of Health to being a separate branch in the organizational chart of DHHS,
and there is a different staff representing TPEP to the legislature; these changes could provide
the possibility of more visibility for TPEP. Additionally, spending rules changes applied to
DHHS mean that TPEP can no longer make advance lump-sum payments to grantees, which
could have consequences for how coalitions pay community coalitions and therefore create cash
flow problems for these coalitions.

The other Tobacco Settlement program administered by DHHS, the Medicare Expansion
Programs, is not affected by this change. Medicaid was part of the Department of Human
Services, and the organizational structure and staffing of that section was not altered.

Second, both the directors of the original Department of Health and the Department of
Human Services are designated by the Initiated Act to serve on the Tobacco Settlement
Commission. With the director of the Department of Health having been discontinued, it is not
clear which position(s) should be appointed as commission members to represent these two
functions.

THE TOBACCO SETTLEMENT COMMISSION

The Arkansas Tobacco Settlement Commission is directed by the Initiated Act to conduct
monitoring and evaluation of the funded programs “to ensure optimal impact on improving the
health of Arkansans and fiscal stewardship of the Tobacco Settlement” and “to justify continued
support based upon the state’' s performance-based budgeting initiative.”1 Regular quarterly
meetings of the commission have been held sinceitsinception. In addition, special meetings
have been scheduled when needed to carry out its functions effectively. For example, special
meetings were scheduled for the commission to review and act on community grants that were
awarded in 2003 and 2004. All of these meetings have been held in compliance with the state
requirements for public meetings and related notices.

The work of the ATSC is guided by its strategic plan, which it has established pursuant to
requirements of the Initiated Act (ATSC, 2004). Thisplan is currently under review and revision
by the commission to establish a strategy to monitor and provide technical support for the funded
programs.

ATSC Monitoring and Evaluating Activities

The Initiated Act directs the ATSC to devel op measurable performance indicators to
monitor programmatic functions that are state-specific and situation-specific and to support
performance-based assessment for governmental accountability. Progress with respect to these
performance indicators is to be reported to the governor and the general assembly for future
appropriation decisions. The commission isto modify these performance indicators as goals and
objectives are met and new inputs to programmeatic outcomes are identified.

1 Although the state has discontinued its performance-based budget initiative, its spirit continues to guide the ATSC.
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The Initiated Act authorized the ATSC to hire an independent contractor to perform
monitoring and evaluation of the program. The product of this evaluation isto be abiennial
report to be delivered to the general assembly and the governor by August 1 preceding each
general session of the general assembly. The report is to be accompanied by recommendations
from the commission as to the continued funding for each program.

As specified in the act, the ATSC contracted with the RAND Corporation to perform the
program evaluation, including tracking of expenditures made from the program accounts. The
contract was effective January 1, 2003, for atwo-year term, which was extended another two
years for 2005-2006. This report is the second biennial evaluation report, which presents an
update to the first biennia evaluation report submitted in 2004 as well as an interim report
submitted in 2005. This report covers recent program activities, spending, program responses to
recommendations, and assessments of program outcomes.

On August 1, 2002, the ATSC submitted to the general assembly and the governor a
biennial report that reviewed the early progress of the funded programsin the first 12 months
after receipt of Tobacco Settlement funding (July 2001-June 2002). Its assessment focused on
indicators for program initiation, which are stated in section 18 of the act (ATSC, 2002). The
ATSC recommendations for future appropriations were based on the following considerations:

Reported performance is compared with initiation indicators only.

It is recognized that most program components within the act are new programs
requiring a period of deployment before short- and long-term objectives can be
achieved.

All programs received partial funding during the first year.

Initsfirst report, the ATSC submitted recommendations regarding future appropriations
for the programs. The ATSC recommended continued funding with no conditions for five of the
seven programs, based on findings that the programs had been initiated successfully. It
recommended “continued funding with concerns’ for TPEP and the Minority Health Initiative.

In its second report, submitted on August 1, 2004, the ATSC referenced, included as an
attachment, and responded to RAND’ s first evaluation report covering 2002—2004 (Farley et dl.,
2005a). The responses to the evaluation are presented later in this chapter.

Community Grants

According to the Initiated Act, if the deposits into the Arkansas Tobacco Settlement
Commission Fund exceed the amount necessary to pay its expenses, then the ATSC may make
grants, within its appropriation limits, to support community activities. Funded activities must
meet the following criteria:

Organizations must be nonprofit and community based.
Proposals should be reviewed using criteria based upon the following principles:
o All funds should be used to improve and optimize the health of Arkansans.

o Funds should be spent on long-term projects that improve the health of
Arkansans.

19



o Futuretobacco-related illness and health care costs in Arkansas should be
minimized through this opportunity.

o Funds should be invested in solutions that work effectively and efficiently in
Arkansas.

Grant awards are to be restricted to amounts up to $50,000 per year for each eligible
organization. In practice, the ATSC set an upper limit of $25,000 for each grant, with
actual grants awarded ranging in amounts from $5,000 to $24,998.

In FY 2004, the ATSC awarded itsfirst set of 16 grants under this provision for atotal of
$353,678 in grants to community organizations. In the second round of community grants,
awarded in FY 2005, the ATSC funded 22 grants for atotal of $487,522, with amounts ranging
from $8,000 to $24,998. The grants awarded for FY 2005 are shown in Table 2.4.
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Table2.4
Community Grants Awarded by the ATSC for FY 2005

Program Funded Grant Amount
Y outh Media Training and Cessation Support $ 24,998
Murfreesboro Nutrition 11,770
Lighted Walking Trail 20,000
Healthy Lifestyles 24,998
Enhancing Healthier Lifestyles 24,340
Student Tobacco Objection (STOMP) 15,548
Know Y our Numbers 24,260
Oral Cancer Screening 24,998
Breathe Easy 24,212
Kids for Health Video 24,998
St. John’s Nicotine Addiction Treatment 20,790
CHOICES 24,165
Healthy Connections QUIT 24,533
Good Samaritan Clinic 24,998
Healthy Boone County 24,998
Healthy Hampton 8,000
Movelt or Lose It 24,993
Empowering Arkansans to Optimize 24,998
Community Cares Christian Drug Program 24,998
UALR -You Know You Want To 24,998
Asthma Med Camps 21,280
White River Y outh Tobacco Prevention 18,649
Total funding for community grants $487,522

The ATSC established arequirement of quarterly reporting for the community grants,
including both provision of information on progress, challenges, and successes in implementing
the funded activity and reporting on grant expenditures. Each year, a small number of the
grantees failed to carry out their activities, and some proceeded more slowly than planned. The
ATSC monitored these issues, and was prepared, if necessary, to discontinue grants for programs
that were not carrying out the funded activities.

Because the ATSC chose to use some of its available funds for technical support to the
seven funded programs, it did not award new community grants for FY 2006. Instead, it renewed
the grants of two existing awardees. The renewal awardees were Healthy Boone County, which
continued its program, and the Data Analysis Reporting for Tobacco effort, which was a
successor to the QUIT program of Healthy Connections. Both programs received new grant
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amounts of $24,998. These two programs were chosen because they were deemed to have
performed well in serving community needs and were thus the most deserving of the additional
funding for continued support of their development work.

Looking beyond FY 2006, the ATSC looked at the performance history of previous
grantees and, with assistance from the RAND evaluation team, identified some candidate
programs for additional support and some modification of its grant applications procedures. In
considering new and continuing grant applications, it will ask each to submit awork plan for the
coming year that isto include alist of measurable outcomes expected from the grantee’s
community activities.

Responses to Recommendations for the Commission in the 2004 Evaluation Report

The Tobacco Settlement Commission has an important role in ensuring the effective use
of the financial resources that the Tobacco Settlement has provided to Arkansas. Asthe
programs move forward, it will be important for the commission to hold them to uniformly high
standards of performance and results. In Chapter 12 of its 2004 evaluation report, RAND made
several recommendations for ATSC actions to help strengthen itsrole in oversight, support, and
evaluation of the programs receiving Tobacco Settlement funding. We summarize here the
actions taken by the ATSC in response to each of our recommendations.

Recommendation: The commission should modify the content of the regular quarterly reports
from the programs to require routine reports on their progress in addressing the issues identified
in this evaluation. Issues to be addressed include the following:

Involvement of the programs’ governing body (or advisory boards) in guiding program
strategy and priorities

Specific progress of the programs in achieving the goals and objectives of their strategic
plans

Actions being undertaken for continuous quality improvement and progress in improving
services

Actions being taken for collaboration and coordination among programs to strengthen
programming

The specific issues identified in the recommendations are at the end of each program’s
chapter in this report.

Commission Response: The ATSC has changed the format for the quarterly reports
submitted by the programs to incorporate the provisions listed in the recommendation.
The programs are now submitting this information to the ATSC regularly, and the
programs also are being asked to provide thisinformation in their presentations at
commission meetings. The ATSC plans to increase its use of forums designed to enhance
interactions between commission members and the programs to ensure both
accountability and support for continuous strengthening of the programs. For example,
the commission meeting locations are now being rotated among the locations of the
programs based in Little Rock.
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Recommendation: The commission should work with the state finance office and the funded
programs to ensure that the programs are correcting the inadequacies of the accounting and
financial management processes that this evaluation has identified.

Commission Response: The ATSC office isworking to develop afinancial reporting
format that can provide uniformity in reporting across programs. For example, the
possibility isbeing explored of afinancia reporting system to provide the same reports
for al the programs. Work is proceeding carefully in this process to ensure that the
format developed is useful and feasible for al the programs. In addition, the ATSC office
has been monitoring actions by the programs to correct problems with inaccurate
alocation of funds across appropriations line items, which were accomplished during the
last legislative session.

Recommendation: To ensure that program spending is being monitored regularly, the
commission should require the programs to submit quarterly financial statements of budgeted
versus actual spending. The financial statements should be in sufficient detail to enable the
commission to identify variances from budget, and explanations of variances should be provided.
(These reports could be the same as those submitted to the programs’ governing boards.)

Commission Response: All programs submit financial reports each quarter to the ATSC.
As discussed under the previous recommendation, this development work is underway,
with plans to begin online reporting of program expenditures once the format and
resources have been identified.

Recommendation: The commission should earmark a modest portion of the Tobacco Settlement
funds ($150,000 to $200,000 each year) to establish a mechanism that makes technical support
available to the funded programs. This support should be targeted to help the programs correct
some of theissuesidentified in this evaluation.

Commission Response: The technical support function is being developed as an integral
part of the ATSC strategic plan that currently is being updated and revised. The State
Department of Volunteerism has been identified as a resource to draw upon asthe ATSC
moves forward to support technical development work by the programs. This department
is helping to identify what the programs need in the way of technical support by
conducting a needs assessment. A portion of the ATSC budget was reserved to fund these
activities. However, because of ceilingsin the appropriation for the commission (and,
notably, not unavailability of funds), the commission has been unable to purchase
technical support in any significant quantity. The commission intends to request an
increase in appropriation in order to implement these activities.

Recommendation: The commission should establish expectations for the performance of the
governing bodies of the funded programs with respect to providing policy and strategic guidance
for their programs, as well as monitoring program performance.

Commission Response: Thisissue is being considered by the commission as part of its
strategic planning process, so it has not yet provided the programs any written
expectations for how they are to strengthen the roles of their governing bodies. It isa
complex area, given the diversity of boards, commissions, and advisory groups of the
various programs.
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Recommendation: As the programs mature further and more longitudinal information becomes
available on outcomes, the commission should ensure that outcome evaluation work continues to
document the extent of those effects. Meanwhile, the commission should interpret early outcome
information with caution to ensure that conclusions regarding the programs’ effectiveness are
grounded on sufficient data.

Commission Response: In addressing the anticipated effects of the funded programs on
health-related outcomes for Arkansans, the ATSC thus far has been relying on the RAND
evaluation to provide the data and assessment of outcome trends. In testimony and
discussions with legislators, commission members and staff have emphasized that it will
take time to begin to see outcomes. Asinformation emerges about program outcomes, the
ATSC is gearing up to communicate the information proactively to leaders and citizens
of the state.
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Chapter 3
Tobacco Prevention and Education Program

PROGRAM DESCRIPTION

In August 2005, the Arkansas Department of Health was merged with the Department of
Human Services to form the Department of Health and Human Services (DHHS). The new
Division of Health’s Tobacco Prevention and Cessation branch continues to offer programming
supported by Tobacco Settlement funding—under the name of Tobacco Prevention and
Education Program (TPEP)—according to the nine program components of what the national
Centers for Disease Control and Prevention (CDC) recommends for statewide tobacco control
programs (CDC, 1999a). Below are brief updates of activities for each of these programs.

Community Prevention Programs that Reduce Youth Tobacco Use. Twenty-nine community
coalitions were funded for FY 2005 (July 1, 2004—June 30, 2005) and 32 in FY 2006. These
coalitions continue to educate a wide range of audiences about the dangers of smoking and
secondhand smoke, partnering with schools, churches, universities, hospitals, businesses, and a
variety of media channels. The coalitions have also been active in trying to strengthen anti-
tobacco policiesin schools, businesses, hospitals, public festivals, and entire cities. These efforts
have resulted in anti-smoking ordinances being passed in Fayetteville, Pine Bluff, El Dorado,
and Fairfield Bay.

Local School Education and Prevention Programs in K—12. Seventeen consortiums of school
districts or schools were funded for FY 2005, and 19 were funded in FY 2006. The school
grantees have been working in schools to establish and strengthen infrastructure for tobacco
prevention, including strengthening of school policies, implementing evidence-based tobacco
prevention programs, promoting and referring to cessation services, and using media to
disseminate anti-tobacco messages.

Enforcement of Youth Tobacco Control Laws. The Arkansas Tobacco Control Board (ATCB)
continues to conducts compliance checks, with more than 7,500 done in 2004 and 6,700 in 2005.
These checks are both new and follow-ups from complaints the ATCB receives or re-checks of
previous violators. The ATCB has dramatically increased the amount of education it provides to
merchants about compliance with the law. It conducted 24 trainings covering 157 employeesin
34 storesin 2004, and it did 70 trainings covering 1,407 employeesin 278 storesin 2005.

Statewide Programs with Youth I nvolvement to I ncrease Local Coalition Activities. The two
statewide coalitions—Coalition for Tobacco-Free Arkansas (CTFA) and Arkansans for Drug-
Free Y outh (ADFY)—continue to pursue their anti-tobacco goals. CTFA continuesto provide
education and support local efforts to pass anti-tobacco ordinances, which aided the passing of
the citywide bans and the statewide workplace ban in April 2006. ADFY has been cultivating a
state-level group of youth, called the Tobacco Control Y outh Board (also known as Arkansans
for aDrug-Free Youth’s Y.E.S. Team), to implement a multifaceted, statewide anti-tobacco
media campaign in collaboration with a Little Rock media agency.

Tobacco Cessation Programs. In July 2005, the Arkansas College of Public Health (COPH)
took over operation of the free statewide Quitline (1-866-NOW-QUIT) and science-based
cessation counseling and pharmaceutical intervention program. The Quitline previously had been
operated by the Mayo Clinic, and the treatment program had been operated by the Arkansas
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Foundation for Medical Care (AFMC). COPH has expanded enrollment and is obtaining good
quit rates.

Tobacco-related Disease Prevention Programs. The Arkansas Cancer Coalition used TPEP
funds to support the University of Arkansas for Medical Sciences (UAMS) Smoke-Free Task
Force' s efforts to pave the way for implementing a completely smoke free campus at the
University of Arkansas Medical School beginning July 4, 2004. The task force program was a
multicomponent smoking cessation program for UAMS staff, for which the Cancer Coalition’s
grant helped support nonsmoking signage and a paging system to allow visitors to smoke off
campus. TPEP funds were also used to support the Trails for Life program in collaboration with
the Department of Parks and Recreation. In FY 2004, about 7.5 miles of trails were built. These
funds support an additional 1.5 miles of trail in FY 2005 and an additional two milesin FY 2006.

Public Awareness and Health Promotion Campaign. TPEP continued to work with the media
agency Cranford, Johnson, Robinson, Woods (CJRW) to reinforce initiatives on smoking and
secondhand smoke through print, radio, TV, partnerships, and sponsorship of local events around
the state. Many events have been held in partnership with local sports teams, museums, festivals,
concerts, and amusement parks. In June 2004, a redesigned Stomp Out Smoking (SOS)Web site
was relaunched that is available in English and Spanish and includes youth-oriented information
and activities, aswell asinformation for parents, community partners, and medical professionals.
The Web site has received several awards. In 2005, the SOS campaign sponsored several public
events, started an e-newdletter, and ran radio, newspaper, magazine, and television advertising
for general market, African-American, and Hispanic target audiences.

Minority I nitiatives. TPEP funds the University of Arkansas at Pine Bluff (UAPB) to administer
the Master’s of Science in Addiction program and the Minority Initiative Sub-Recipient Grant
Office (MISRGO). In 2004, the Addiction Studies program graduated all 21 students from its
first class, 16 of whom have obtained addiction jobsin Arkansas. In 2005, eight more graduated,
five of whom have obtained addiction jobs in Arkansas. MISRGO awarded 24 minority
community-based grants for FY 2004, 22 in FY 2005, and 20 in FY 2006. Targeting minority
communities, these grants provide education on the effects of secondhand smoke; reduction of
youth access; decrease in advertising and promotion of tobacco products; and promotion of
cessation. MISRGO'’ s new evaluator has facilitated several trainings with afocus on building
grantee capacity to conduct self-evaluation.

Monitoring and Evaluation. TPEP hasincreased its evaluation requirements on all its grantees
and contractors, and it monitors the CDC-identified four goals for tobacco control programs.
From 2001 to 2005, TPEP contracted with the Gallup Organization to provide ongoing
evaluations of the specific program activities. The Gallup contract was ended after FY 2005
because it did not pass the L egislative Review Committee. TPEP has been devel oping a request
for proposals (RFP) to secure the services of areplacement evaluator.

PROGRESS TOWARD ACHIEVING FIVE-YEAR AND SHORT-TERM GOALS

In 2005, RAND staff met with TPEP leadership to establish programmatic goals that
define the program’ s vision for their future scope of activities. Five such goals, many of which
cross program components as described above, were identified, and the TPEP progressin
achieving these explicit goalsis presented here.
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Goal 1: For the school programs, achieve at least a 75 per cent compliancerate with the
CDC guidelinesfor school programs on tobacco prevention and cessation.

Progress on Goal 1: ON SCHEDULE. The CDC has seven guidelines for tobacco control
in school programs: (1) enforce a school policy on tobacco use; (2) provide specific anti-
tobacco instruction, (3) provide instruction K-12; (4) train teachers; (5) involve parents;
(6) support cessation efforts; and (7) assess the tobacco-use prevention program. The
guidelines are assessed by TPEP nurses who work in the schools. The funded school
programsin FY 2005 achieved an average rate of compliance of 75 percent of these
guidelines (range 58—-100 percent). Thisis up from 72 percent in FY 2004 (range 50-100
percent).

Goal 2: Establish a state networ k of smoking cessation programs acr oss the state with
cover age such that people do not have to travel mor e than one hour to access a program
(provided that funding is available).

Progress on Goal 2: ON SCHEDULE. The College of Public Health has taken over both
the statewide Quitline and Cessation Network. The latter has 16 sites across the state.
These sites, combined with the statewide Quitline, do provide coverage consistent with
this goal. However, the intent was that the network of local programs to which people
travel for services would provide this type of coverage. More sites need to be opened in
order to achieve this goal.

Goal 3: Establish and maintain a mix of adsin the media campaign that emphasizes
restricting smoking in public places (i.e., clean air) and smoking cessation in a 2:1 ratio.

Progress on Goal 3: ACCOMPLISHED. Although the statewide media campaign did
focus heavily on smoking cessation, other entities funded by the TPEP program, namely
the community and statewide coalitions, sponsored their own—TPEP-approved—
campaigns that heavily focused on clear air. Thisresulted in about a 2:1 ratio. Now that a
statewide smoking ban has been passed, this goal will need to be revisited.

Goal 4: By 2008, 25 percent of all Arkansanswill livein communitiesthat have legislated
smoke-free environmentsthat exceed levels of bans established by state legislation.

Progress on Goal 4: ON SCHEDULE. Taking into account the bans passed in
Fayetteville, Pine Bluff, EI Dorado, and Fairfield Bay, about 5 percent of Arkansanslive
in acommunity that has a smoke-free environment. The intent of this goal was to assess
the percent of Arkansanswho live in a smoke-free environment when the state overall
had weak or little statewide restrictions. Now that a comprehensive statewide smoking
ban has been passed, this goal may no longer be needed or useful, and TPEP resources
may be better spent on other activities.

Goal 5: By 2008, 75 percent of Arkansasworkerswill bein aworksite with a smoke-free
policy as assessed by the Census Bureau’s Current Population Survey (CPS).

Progress on Goal 5: ACCOMPLISHED. According to the 2003—2004 CPS (the most
recent data available), the percent of Arkansans working in a smoke-free workplace was
74 percent, an increase of about 10 percent since 2001-2002. Given that the statewide
workplace smoking ban took effect in July 2006—the only exemptions are racetracks,
dog tracks, hotels with fewer than 25 rooms, and establishments that only serve and
employ those over 21—this rate should dramatically increase to close to 100 percent.
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PERFORMANCE ON PROCESS INDICATORS

Ten indicators were selected to represent the overall progress of TPEP. These indicators
are used to track progress on fulfilling the mandates in the act for the program to develop and
monitor the nine components of the Tobacco Prevention and Cessation Program delineated in the
Initiated Act. The program components for which indicators were established are the community
coalitions to reduce youth tobacco use, local school education programs, enforcement of youth
tobacco control laws, tobacco cessation programs, tobacco-related prevention programs, public
promotion and health awareness campaigns, and minorities program. The current status of the
TPEP program on these measures is summarized in Table 3.1. Refer to the appendix to this
chapter for tables with detailed trend information.
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Table3.1
Process I ndicators and Status over thelLast Two Years

Indicators

Status

Number of community-level community changes
initiated, especially newly enacted secondhand
smoke policies

Percentage of CDC-recommended approaches put
in place in each participating educational
cooperative

Number of stores checked by the Arkansas
Taobacco Control Board (ATCB) for compliance
with rules to not sell tobacco products to minors

Number of smokers enrolled in the Mayo Clinic
Tobacco Cessation Service program

Number of smokers enrolled in the statewide
cessation program run by the AR Foundation for
Medical Care (AFMC) program (now run by the
College of Public Health)

Number of miles of hiking trails constructed in the
Trailsfor Life program

Number of public service announcements (PSAS)
and community events to support tobacco
prevention and cessation activities

Percentage of media ad funds leveraged as donated
funds from the media companies

Percentage of youth surveyed who recall the Stomp
Out Smoking (SOS) media campaign

Percentage of graduates from UAPB Addiction
Studies who abtain an addiction-related job within
Arkansas after graduation

Activity increased in community changes,
including the establishment of cessation referral
networks, adoption of stronger anti-tobacco
policies by schools, and smoke-free restaurants and
multisite hospital systems

Small overall improvement, up to 75 percent
compliance

ATCB checked somewhat fewer storesin order to
provide more merchant education. The violation
rate has continued to fall to alow of 6.5 percent.

Enrollment in the Quitline declined but quit rates
continued to be at or above the norm for such
programs

Enrollment has been steady for the statewide
cessation program and quit rates continued to be at
or above the norm for such programs

Eighteen FY 2004 grantees built about 7.5 miles of
trail. FY 2005 grantees are nearly done with another
1.5miles

Number of PSAs and events has declined
somewhat since 2003

The media contractor continuesto leverage a
significant amount of free media

Recall of the SOS campaign has increased slightly
since the last evaluation report

Sinceitsinception, 21 out of all 29 graduates (72
percent) have obtained an addiction-related job in
Arkansas

PERFORMANCE ON MANAGEMENT INTEGRITY CRITERIA

Types and Performance of Governing and Advisory Boards

In principle, the Arkansas State Board of Health is the governing board for the Division
of Health, within DHHS, and TPEP is part of the Division of Health. TPEP receives minimal
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oversight from this board. However, TPEP does have oversight from the TPEP Advisory
Committee, which was established by the Initiated Act.

The TPEP Advisory Committee meets quarterly. The committee membership is specified
by the Initiated Act. Table 3.2 shows the TPEP Advisory Committee members, their
employment, and what organization they represent on the board. All but two of the sixteen board
members are appointed by the governor to represent certain organizations in the state. Of the two
at-large members, one is appointed by the president pro tem of the Senate, and the other is
appointed by the speaker of the House. No member can serve for more than two consecutive
four-year terms. Arkansas Students Working Against Tobacco (SWAT) serve as youth advisers.
The advisory committee does not have any standing subcommittees, but it does convene ad hoc
subcommittees when needed. For example, a subcommittee was formed to help plan the FY 2006
TPEP media campaign.
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Table3.2

Makeup of the TPEP Advisory Committee

Name Occupation Organization Represented

Connie Ash Nurse Arkansas Nurses Association

Mary Benjamin, Ph.D. Vice Chancellor of Academic University of Arkansas at Pine
Affairs—UAPB Bluff

David Covey, M.D. Physician At-Large member

Jill Cox

Anthony Fletcher, M.D.

Cynthia Gregory
Thomas Hoffpauir
Wilhelmina Houston

William Jones, M.D.

Barbara Kumpe

Jimmy Leopard

Lynn Russell

Jim Shenep

Craig Stotts

Bob Trevino

Gary Wheeler, M.D. (Chair)

Currently vacant

Currently vacant

Program Coordinator—ADAPT
Cardiologist

Management Project Analyst
Social Worker—UAMS
Self-Employed

Physician
Advocacy Director for AHA—
Arkansas

Chief Executive Officer—
Arkansas Medical Hospitals

State L eader—Family and
Consumer Sciences

Senior Vice President—Delta
Trust Bank

Professor—UTHSC

Commissioner of Arkansas
Rehabilitation Services

Physician and Professor

American Cancer Society

Arkansas Medical, Dental, and
Pharmaceutical Association

Minority Health Commission
Arkansas Drug Free Y outh

Coalition for Tobacco-Free
Arkansas

Arkansas Medical Society
American Heart Association

Arkansas Hospital Association

University of Arkansas
Cooperative Extension

American Lung Association

Arkansas Center for Health
Improvement

League of Latin American Citizens

At-Large member

Arkansas Association of Area
Agencies on Aging

Arkansas Department of Education

RAND staff asked TPEP leadership to rate the level of involvement by the TPEP
Advisory Committee in three categories of management functions. oversight, monitoring
program performance, and providing interface with communities. RAND staff then confirmed
those ratings with interviews and document reviews. These ratings are shown in Table 3.3.

Overall, the level of involvement shown by the TPEP Advisory Committeein
management of the TPEP program was low to moderate. In terms of oversight, the advisory
committee was moderately involved in helping TPEP set its priorities. For example, discussions
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with TPEP staff and advisory committee members confirmed that the advisory committee
strongly advocated for a greater emphasis on clean indoor air. The advisory committee was
minimally involved in quality management, goals, or budgeting.

Regarding monitoring program performance, the advisory committee was most involved
in reviewing quality performance. This usually took the form of reviewing reports produced by
TPEP about its various program components and giving feedback in its quarterly meetings. The
advisory committee was only minimally involved in reviewing progress toward TPEP' s goals,
mostly through presentations made by TPEP to the advisory committee at the quarterly meetings.
The advisory committee did not review spending. In terms of providing interface with
communities, the advisory committee has provided feedback about community needs TPEP
should address, but it has not been involved at al in fundraising.

The observation that TPEP s advisory committee is not adequately engaged is important
because boards should be among a program’ s primary stakeholders. Additionally, the committee
could strengthen its involvement by a number of steps, including (1) hiring an organizational
consultant who specializes in board relationships and (2) interviewing counterparts in some of
the other states that have statewide tobacco control programs (e.g., Arizona, California, Florida,
Minnesota, Washington).

Table3.3
Involvement of the TPEP Advisory Committee
Management Functions Rating®
Oversight
Goals and planning 2
Priorities 3
Budget 2
Quality management 1
Monitoring program performance
Progress toward goals 2
Spending
Quality performance 3
Providing interface with communities
Community needs 3
Community interactions 3
Fund-raising 1

a. Definitions of ratings: 1 = not involved, 2 = minimally involved,
3 = not intense involvement, 4 = fully considers, 5 = directive.
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Quality Improvement Process

In this section, we review the comprehensiveness of TPEP' s quality management
process—defined here as a written process used to continuously improve program performance
over time. Broadly, it involves collecting various types of performance data, anayzing them,
formulating improvement plans based on the analysis, and performing monitoring and feedback
ON Progress.

TPEP has put measures in place at various levels to gather the data needed to judge
performance. At the individual contract or grantee level, all of its contractors and grantees are
required to collect their own data and report them to TPEP. In addition, for some grantee
programs (coalitions, school grants), TPEP conducts its own independent assessments of quality
and givesindividual feedback based on those assessments. Although consumer satisfaction is not
relevant for many of TPEP s programs, for those in which it is (Quitline and media campaign),
satisfaction data are collected and used to make improvements. At the TPEP-wide level, from
2001 through June 2005, TPEP had contracted with the Gallup Organization to assist in
monitoring program indicators and produce an annual report card. An RFP is being developed to
secure a new evaluation contractor. In addition, TPEP internally tracks its progress on key
performance indicators recommended by CDC for measuring tobacco control programs’ success
(disparities in tobacco use among minorities, promoting quitting, reduce secondhand smoke
exposure, prevent initiation of smoking). Data on these indicators are then reported to the CDC
and made widely available.

TPEP isless developed in its process to synthesize the data on measures across multiple
grantees for the purpose of drawing lessons that can be used for program improvement. For
example, the community coalitions are required to eval uate themselves and send reports to
TPEP, and TPEP conducts its own midpoint assessment and provides feedback. However, there
is no process to synthesize all of the evaluation reports and coalitions assessments to improve the
next round of coalition grantees. Having such reports would also facilitate communication with
the TPEP Advisory Committee (presenting one report instead of 30) and other audiences. The
sameistrue for the school grantees.

For the contracted programs of Quitline and Cessation Network, Arkansas Tobacco
Control Board, statewide coalitions, and media campaign, there is no organized process by which
data are reviewed with the multiple stakeholders involved. This situation may be the result of the
fact that TPEP has no formal quality review committee. Although each grant and contract has
well-specified targets in its work plans, it is unclear how past data are reviewed between TPEP
and the contractor’ s staff. TPEP does a good job in disseminating data from many of its
programs (e.g., media), and when it had an evaluator under contract, TPEP published regular
report cards that provided data on all of its programs.

Financial M anagement Process

TPEP uses the state accounting system, called the Arkansas Administrative Statewide
Information System (AASIS), to report spending both to the state for the Tobacco Settlement
program and to the TPEP Advisory Committee. TPEP has three staff membersin the program
who know how to work on the AASIS system, including running and monitoring reports: a
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financial program support manager, budget coordinator, and accounting technician. TPEP
provides financial reports to the advisory committee upon request.

A key issue in managing the financial information is whether TPEP has organized its
financial datain away that alows appropriate oversight. TPEP has established separate accounts
according to the program components CDC recommends for statewide programs, allowing it to
budget for and monitor spending by each CDC component. However, some funding allocated to
one CDC program component may also be relevant in another. For example, evaluation and
monitoring is one CDC component. Although TPEP uses this category for funds to pay for its
overall evaluation contractor (previously Gallup), it also requires al its grantees and contractors
to conduct their own evaluations. Thus, the dollar amount reflected in TPEP' s eval uation
component underestimates total spending for evaluation.

Contract Management

TPEP utilizes three types of financial mechanisms to disperse funds: subgrants,
professional services contracts, and fund transfers. For each of these methods, we report
information about performance specifications, financia reporting, quality performance and
reporting, and payment structure.

Subgrants. This mechanism is used for funding the community coalitions, school-based
programs, statewide cancer and tobacco-free coalitions, and the Minority Initiative Set-aside (15
percent of total TPEP funds are subgranted to the University of Arkansas at Pine Bluff for the
Master’s of Science in Addiction Studies program and MISRGO). In terms of performance
specifications, TPEP requires the subgrantees to identify both the goals and objectives and the
number of specific activities they commit to achieving when they apply for funding. To ensure
that the subgrantees’ work plans are being followed and their activities are addressing their stated
goals and objectives, TPEP s quality performance and reporting system involves monitoring
subgrantees through a Web-based reporting system using a structured protocol and areview of
subgrantees’ quarterly reports of their work plan activities and outcomes. For financial
reporting, regional grant administrators review subgrantees monthly billing invoices and
conduct at least one site visit to review financial recordsto verify compliance with proper
procedures. As part of the monthly financial review, TPEP compares actual to planned spending,
(requiring explanations of reasons for variances from the budget) and compares spending to
program activity. The payment structure for subgrants allows the subgrantee to request up to 25
percent of the total award in advance. MISRGO staff maintains the oversight of the subgrants
awarded through the MISRGO. The MISRGO subgrants are monitored in the same manner as
those awarded by TPEP.

Professional Services Contracts. This mechanism is used for funding the Arkansas College of
Public Health for the Quitline and Cessation Network, and the marketing and media contract
with Cranford Johnson Robinson Woods. In terms of performance specifications, TPEP requires
the contractor to identify the number of specific activities it commits to achieving. For example,
the Cessation Network contract specifies the number of referrals to cessation services and
number of persons who will receive cessation counseling at work sites. The Quitline contract
specifies all aspects of the Quitline operation, such as, the hours of operation and the availability
of Spanish-speaking counselors. TPEP' s quality performance and reporting system involves
monitoring the contracts through face-to-face meetings and quarterly reports that specify
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activities performed. The director of TPEP now meets with the media contractor and the
Cessation Network and Quitline director weekly. For financia reporting, TPEP staff reviews
contractor invoices monthly. As part of the monthly financia review, TPEP compares actual to
planned spending (requiring explanations of reasons for variances from the budget) and
compares spending to program activity. In addition, the Department of Health and Human
Services, Contract Support Section, makes an onsite visit to monitor contract activity and assist
contractors in achieving and maintaining compliance with billing. The payment structure for all
of these contracts is such that they specify aggregate budgets to cover the costs for services
provided, not on a per-unit-of-service basis.

Fund Transfers. This mechanism is used to fund the Arkansas Tobacco Control Board and the
Arkansas Department of Parks and Tourism for the Trails for Life program. Overall, the payment
structure for all these initiatives involves TPEP transferring funding to another account or entity.
For example, Act 1750 of 2001 established the Arkansas Trails for Life grant program, which
began allocating $300,000 a year to build public access walking trails designed to stimulate
greater physical activity among Arkansans.

More specifically, the ATCB agreement specifies the number of inspections the board
will conduct. TPEP s quality performance and reporting system for ATCB involves quarterly
reports that specify activities performed. In addition, ATCB now has on its Web site a searchable
database of checks and violations. TPEP staff reviews ATCB’ s invoices monthly, focusing on a
few selected months to verify compliance with proper procedures. As part of the monthly
financia review, TPEP compares actual to planned spending (requiring explanations of reasons
for variances from the budget) and compares spending to program activity. The payment
structure for ATCB involvesinitiating a fund transfer upon arequest from the ATCB for
reimbursement of expenses.

The Trailsfor Life program receives the least amount of oversight by TPEP. After the
funds are transferred to Trailsfor Life, TPEP receives irregular updates on the trails grants being
awarded and progress of trail construction. However, the Department of Parks and Tourism
(Parks Department) provides extensive oversight. Performance is specified when the subgrantees
apply to the Trailsfor Life grant program for funding; the quality performance and reporting
system involves Parks Department staff’ s monitoring the subgrantees through face-to-face
meetings, quarterly reports, and site visits, Parks Department staff reviews receipts and conducts
amonthly financial review; and the payment structure involves lump-sum payments from the
Parks Department to its subgrantees only after the subgrantees have demonstrated they have
conducted al the necessary site planning and hired a contractor.

ANALY SIS OF SPENDING TRENDS

Act 1572 of 2001, HB 1021 of 2003, and HB 2090 of 2005 appropriated funds to TPEP
for the first three biennium periods of the Tobacco Settlement Fund Allocation. Table 3.4 details
the appropriations and actual funds received, by fiscal year. Numbersin parentheses indicate the
actual amount received for a particular category. After the first biennium, TPEP returned
$6,591,842 to the master Tobacco Settlement Fund. During FY 2004, TPEP learned that its total
allocation would decrease to $14,694,000. TPEP then requested the carryover amount from the
first biennium. Near the end of FY 2004, TPEP received $6,360,422. As part of these carryover
funds, TPEP received atotal of $21,054,422 for FY 2004. In FY 2005, TPEP received
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Table3.4
Tobacco Settlement Funds Appropriated and Received for the TPEP,

by Fiscal Year
Second Biennium Third Biennium
Item 2004 2005 2006 2007
(1) Regular salaries $1,362,742 $1,399,537 $1,482,421 $1,524,750
(2) Extrahelp 50,000 50,000 50,000 50,000
(3) Personal service matching 370,280 377,129 415,915 424,263
(4) Maintenance and operations
(A) Operations 206,536 206,536 399,271 282,655
(B) Travel 40,030 40,030 31,957 31,957
(C) Professional fees 1,700,000 1,700,000 1,257,165 1,257,165
(D) Capita outlay _ _ _ _
(E) Data processing _ _ _ _
(5) Prevention and cessation 13,868,073 13,855,204 12,442,086 10,349,295
Programs (13,516,335)
(6) Personal services and
operating expenses
(A) Public health nurses’ B B B B
(B) Nutrition & Physical 881,000 893,869 872,569 758,951
Activity Program (800,000)*
(7) Transfer to breast cancer 500,000 500,000 500,000 500,000
control fund
Funds carryover 2,508,499 4,226,343 6,570,142
Annual Total $18,978,661  $19,022,305 $17,451,384  $15,179,036
(21,054,422)* (16,984,867)%
Biennium Total $38,000,966 ($38,039,289)* $32,630,420

a. Numbers in parentheses indicate the actual amount received for a particular category.

b. Act 61 of 2003 (H.B. 1021) moved salary expenses for public health nursesinto regular salaries starting in
FY 2004.

$16,984,867.46 and had a carryover of $4,226,342.65 from FY 2004. The total received for
FY 2005 was $21,211,210.11.

The following analysis describes the Tobacco Settlement expenditures by TPEP from
July 2001 through December 2005. Because December 2005 isin the middle of the first year of
the third biennium, no year totals for FY 2006 are presented, and it is not yet possible to fully
detail expendituresin the third biennium.
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Table 3.5 presents the total annual Tobacco Settlement funds spent by the TPEP during
this time period, using the funds categorieslisted in Table 3.4. Asin prior years, TPEP spent less
than the total amount received for FY 2005. The leftover funds, totaling $6,570,141.60, were
carried over in FY 2006. Although programs of the Tobacco Settlement program are not allowed
to carry over fundsin between bienniums, TPEP made aformal request to the Arkansas
Department of Finance Authority (DFA), which approved the carryover between the first and
second bienniums. In January 2005, the Initiated Act was amended to allow TPEP to carry over
funds without asking for DF& A approval. Act 1872 of 2005, titled Act to Clarify the Proper
Distribution of Master Settlement Agreement Funds, changed carryover requirements for the
Tobacco Prevention and Cessation Program. It states, Moneys remaining in the account at the
end of each fiscal year shall be carried forward and used for the purposes provided by law.”
Funds remaining at the end of FY 2005 (second biennium) are carried forward into FY 2006 (third
biennium) under this new mechanism.

Creating a spending budget for each fiscal year is more challenging for TPEP than for the
other programs receiving Tobacco Settlement funding, because TPEP is the only program
required to borrow ahead by estimating how much it thinks it will receive, to spend its borrowed
amount, and then get paid back by the funds. It is further complicated by the fact that
appropriations represent upper limits of approved spending.

Table 3.5
Tobacco Settlement Funds Spent by TPEP, by Fiscal Year

Line Item 2003 2004 2005 2006*
(1) Regular salaries $496,642 $1,246,702  $1,351,567 $579,716
(2) Extrahelp 29,468 25,840 15,465 6,145
(3) Personal service matching 129,852 347,474 377,779 178,939
(4) Maintenance and operations
(A) Operations 256,258 342,896 215,248 133,809
(B) Travel 21,244 38,105 12,576 3,430
(C) Professional fees 1,141,081 861,115 1,184,642 119,088
(D) Capital outlay 11,161 0 0 0
(E) Data processing 0 0 0 0
(F) Grants/AIDS 0 0 0 1,090,387
(5) Prevention and cessation programs’ 11,937,223 13,178,096 10,189,268 4,245,352
(6) Personal services and operation expenses
(A) Public health nurses 973,302 0 0 0
(B) Nutrition and Physical Activity Program 0 496,495 794,521 169,088
(7) Transfer to breast cancer control fund 500,000 500,000 500,000 500,000
Annual total $15,496,231 $17,029,459 $14,641,067  $7,025,954

a. Amounts spent by December 31, 2005.

b. Includes amounts spent on minority initiatives.
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Figure 3.1 highlights the TPEP spending by quarter for three categories: (1) regular
salaries, personal service matching, and extra help; (2) maintenance and operations; and (3)
tobacco prevention and cessation programs. Spending for all of these categories reached a
plateau at the end of FY 2003 as the tobacco prevention and cessation programs became fully
operational. Starting in FY 2004, spending ranged between $2.3 and $5 million per quarter.

A considerable amount of Tobacco Settlement funds originally designated for TPEP
tobacco cessation and prevention was allocated, primarily by legislative action, to programs that
were not directly focused on tobacco cessation and prevention, including the breast cancer
control fund, the Trails for Life program, the nutrition and physical fithess program (Act 1220),
and an Addiction Studies program at the University of Arkansas at Pine Bluff. Figure 3.2
highlights the percentage of tobacco and cessation funds spent on non-tobacco cessation and
prevention activities. That percentage has remained fairly consistent each fiscal year.

TPEP Quarterly Spending
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Figure 3.1—TPEP Tobacco Settlement Fund Spending, by Quarter of Fiscal Years
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Percentage of Tobacco Prevention and Cessation
Funds Spent on Non-Prevention and Cessation
Activities, by Fiscal Year
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Figure 3.2—Per centage of Tobacco Cessation and Prevention Funds Spent on Non-
Prevention and Cessation Activities, by Fiscal Year

The CDC has created guidelines for the amount of money each state should dedicate to
various aspects of tobacco prevention and cessation (www.cdc.gov/tobacco). Table 3.6
highlights the recommended program components suggested by the CDC and compares the
spending on these components in Arkansas in FY 2002—2006, with the lower end of the funding
criteriathe CDC specifically designed for the State of Arkansas. In FY 2005, TPEP s total
spending fell below the lower end of the CDC-recommended total. While TPEP spent more than
the recommended amount in one area, community programs, the CDC spending guidelines are
lower end limits or the minimum amount that should be spent. TPEP' s appropriations, however,
do not account for the impact of inflation on its ability to meet CDC spending guidelines. The
gap between what TPEP is able to spend and what the CDC recommends will continue to grow
aslong as TPEP s appropriations, and spending, remain constant or decline.

Although alarge percentage of tobacco prevention and cessation funds has been spent for
the intended purposes annually in 2003-2006, there are two concerns. First, the percentage spent
on nontobacco activities thus far in 2006 is almost twice that in 2005. Second, TPEP
stakeholders should be concerned with the very fact that the legislature has diverted these funds.
When this happened in California, the expenditures for the earmarked programs became
permanent and stable, even when revenue declined. Less than one-third of Arkansas' MSA funds
are dedicated to tobacco prevention and cessation; the program’ s stakeholders should be urged
not to let thislevel fall further.

Arkansas TPEP spending should also be appreciated in alarger context. A recently
released report from the American Heart Association, American Cancer Association, Campaign
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for Tobacco-Free Kids, and American Lung Association, titled Broken Promise to Our Children:
The 1998 Sate Tobacco Settlement Seven Years Later. A Report on the Sates' Allocation of the
Tobacco Settlement Dollars (2005), showed that most states have not spent their MSA funds on
tobacco control. The report ranks Arkansas fifth in the United States in 2005 and 2006 in tobacco
control spending, achieving—in its analyses—about 98 percent of the CDC minimum spending
guides established for Arkansas (the states that have reached their spending guides are Maine,
Colorado, Delaware, and Mississippi). While Arkansas should be applauded for its high rank on
this measure, we note that it is still below the minimum standard. Moreover, this report
overstates Arkansas spending on tobacco control (it did not adjust the CDC minimum spending
guidelines established in 1999 for inflation or account for the use of some TPEP funds for
nontobacco programming).

Table 3.6
Tobacco Settlement Funds Spent on Tobacco Prevention Programs
Fiscal Year Spending Lower End of
Recommenged Program 2003 2004 2005 2006 CDC thndl ng
Component Criteria

Community programs to $3,209,286 $5,465,195 $4,177,303 $3,081,431  $3,065,191
reduce tobacco use

Chronic disease programs 862,263 275,728 694,672 385,493 3,304,220
School programs 2,500,355 2,373,678 1,897,525 135,953 2,863,657
Enforcement 600,852 740,867 810,980 543,348 1,448,232
Statewide programs 1,070,338 1,213,322 1,057,956 217,542 1,183,426
Counter marketing 1,943,721 1,943,326 1,944,980 1,015,174 2,956,222
Cessation programs 2,137,104 2,455,559 1,591,896 316,538 3,422,562
Surveillance and 709,418 549,184 899,540 149,502 1,824,351
Evaluation®

Administration and 529,019 537,023 585,924 323,905 912,761
management

Total spent on tobacco- 13,562,356 15,553,881 13,660,777 6,168,886 20,980,622
related programs

Total spent on non tobacco 1,933,875 1,475,578 980,291 857,071
areas

a. CDC-recommended program element budgets for tobacco prevention activities, from www.cdc.gov/tobacco.
b. Total monies spent by December 31, 2005.

¢. These CDC estimates have been converted from 1999 to 2005 dollars using Consumer Price Index data from
the Federal Reserve Bank of Minneapolis, found at
http://woodrow.mpls.frb.fed.us/research/data/us/cal c/hist1800.cfm.

d. TPEP builds evaluation into all of its contracts and grants. Because there is no way to quantify that built-in
amount, the values in this row are underestimates of the amount that TPEP actually spends on evaluation.
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RESPONSESTO EVALUATION RECOMMENDATIONS

Recommendation 1: Funding levels for the nine components of a comprehensive statewide
tobacco control strategy should be raised to the minimums recommended by the CDC for
Arkansas, and those programs that are not within the scope of tobacco prevention and cessation
programming, as defined by the CDC guidelines, should be reevaluated for their contribution to
reducing of smoking and tobacco-related disease.

Program Response: Action on this recommendation islargely out of TPEP's control, as
its funding is dependent on the status of the MSA payments. Further, programs that are
not related to tobacco—Breastcare, Act 1220, Trailsfor Life, and the Addiction Studies
program at University at Pine Bluff—are still being funded, accounting for 7 to 12
percent of the total TPEP budget from 2004 to 2006. L egislation states that all of these
programs will be funded out of Tobacco Prevention and Cessation MSA funding.

Recommendation 2: Provide technical assistance and evaluation feedback to the community
coalition and school grantees

Program Response: TPEP grant administrators provided training for the community
coalitions consisting of the following: utilizing the Web-based reporting system,
effectively coding activities, and reporting on activities that are linked to their objectives
outlined in their work plans. Follow-up training was provided on the system as well as
evaluation. Technical assistance has been provided to the school cooperatives on various
curricula, including a smokel ess tobacco prevention curriculum. Training was provided
on comprehensive tobacco policy that included the state and federal tobacco laws and
enforcement issues for local school district educators. Also, the school health program
analyst has been assisting schools and collaborating with school district advocates for the
development of and changes to their comprehensive tobacco-free policy.

TPEP has greatly increased its efforts in providing evaluation feedback to its community
coalition and school grantees. Each of the grantees was assessed on its effectiveness
using a structured protocol during a site visit and by reviewing final evaluation reports.
After reviewing all community and school reports, TPEP met with each of the grant
administrators and provided feedback (both verbal and written) on each community and
school program within their region. The grant administrators shared the information with
their grantees during a monitoring site visit.

Recommendation 3: Provide the ATCB additional financial resources to conduct merchant
education.

Program Response: The FY 2006 contract was restructured to reduce inspections (from a
minimum of 8,000 annually to 6,000) to make additional funds available for merchant
education. As aresult, the ATCB has dramatically increased its merchant education
efforts (an increase from 24 trainings covering 157 employees in 34 storesin 2004 to 70
trainings covering 1,407 employeesin 278 stores, in 2005). The reduction in the number
of compliance checks does not appear to have negatively impacted the violation rate, as it
continued to decline consistent with the previous reporting periods. The media contractor
will assist with making training videos to be used by ATCB officersin FY 2007.

Recommendation 4: Place stronger expectations on the statewide coalitions to evaluate their
activities and the effects they are having across the state.
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Program Response: TPEP held individual meetings with the directors of both statewide
coalitions—the Coalition for Tobacco-Free Arkansas (CTFA) and the Arkansans for
Drug-Free Y outh (ADFY)—to discuss expectations regarding the services they provide
and activities they complete. Trainings were provided on how these coalitions can report
their activities effectively by utilizing the Web-based reporting system used by the
community coalition grantees. Both ADFY and CTFA now use the system and have
entered their activities. TPEP has also met with the CTFA director to discuss CTFA’s
work plan and its effectiveness and provided feedback on what CTFA can do to improve.

Recommendation 5: Make additional resources available for tobacco cessation programming,
and better coordinate all cessation activities within the entire Arkansas Tobacco Settlement

program to maximize those resources.

Program Response: Now that the contract for the Quitline and Cessation Network both
reside with COPH (since July 2005), there is a possibility for greater synergy in
utilization of resources.

Recommendation 6: Regarding the statewide tobacco media campaign, (1) continue at the same
level of intensity; (2) increase its coordination with other anti-tobacco media campaigns being
operated across the state; and (3) assess its effectiveness in reaching Arkansans and changing
their attitudes about tobacco use.

Program Response: (1) The intensity of the output of the media campaign has declined
somewhat since it first started, although recall of the SOS campaign has risen sinceits
inception. (2) In addition to the media contractor, all other grantees or contractors that put
out advertising must get TPEP approval of their advertising material. (3) The media
campaign has focused on secondhand smoke and promoting cessation in FY 2006. Before
the new campaign was launched, media research—including focus groups and mall
intercepts—was done to test the new advertising. Annual statewide surveys through 2005
have shown a steady increase in campaign recall and in anti-tobacco attitudes.

Recommendation 7: Provide more technical assistance to the Minority Initiative Sub-Recipient
Grant Office on reporting, evidence-based activities, and evaluation.

Program Response: In November 2005, TPEP provided trainings to MISRGO grantees
on methods to report their activities utilizing the Web-based reporting system. Prior to the
training, TPEP met with the project coordinator of UAPB-MISRGO to discuss the details
of thetraining. A follow-up training was provided to the UAPB grantees regarding the
system as well as evaluation (February 2, 2006). Also, the MISRGO evauator has
provided technical assistance and training on evaluation to its grantees.

Recommendation 8: Finalize all of the evaluation mechanisms TPEP is using and provide
adequate technical assistance to these mechanisms' end users.

Program Response: The Web-based reporting system has been finalized. The minority
grantees and coalitions are using the reporting system. However, thereis still some
confusion among the grantees over the coding system being used. A review of the
information submitted on the Web system revealed that many events that were coded as
community changes (i.e., permanent changes in programs, practices, or policies with
respect to tobacco, tracked in Table 3.1) were not community changes (the figuresin
Table 3.1 have been adjusted to reflect only true community changes).
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Recommendation 9: Enhance TPEP' s tobacco-rel ated-disease efforts.

Program Response: TPEP has made efforts to work more closely with the Chronic
Disease Branch in this area. For example, the RFP being developed for an evaluator to
evaluate TPEP also involved evaluation of the other chronic disease programs. In
addition, a statewide chronic disease plan has been developed that includes tobacco
control goals and objectives.

Recommendation 10: Change the process TPEP uses to budget its funds to bring it in line with
the other Tobacco Settlement programs. Creating a spending budget for each fiscal year is more
challenging for TPEP than for the other programs receiving Tobacco Settlement funding because
TPEP isthe only program required to borrow ahead by estimating how much it thinks it will
receive, to spend its borrowed amount, and then get paid back by the funds.

Program Response: This procedureis still in place. Changing it islargely out of TPEP's
control and would require action by the state legislature. Although amending the Initiated
Act allowing TPEP to carry over funds does help its budgeting situation, this process
remains challenging.

RECOMMENDATIONS FOR PROGRAM IMPROVEMENT

Evaluation Summary

As awhole, the TPEP program continues to be extremely active in its prevention and
cessation efforts. The community coalitions TPEP funds are effecting permanent changesin their
communities (e.g., local restaurant going smoke-free) at an increased rate; and the passage of a
statewide workplace smoking ban in April 2005 wasin part due to the cumulative efforts of these
groups. The educational co-ops funded by TPEP have been improving their implementation of
evidence-based tobacco prevention programs and policies. Both the coalitions and co-ops still
need to improve their tracking of the permanent changesin their communities, and TPEP ought
to better synthesize the data coming from the local evaluations of these groups. The ATCB
continues to make thousands of compliance checks of tobacco outlets all across the state and
now provides merchant education. Violation rates have been steadily declining since 2002. TPEP
continues to fund two statewide coalitions—CTFA and ADFY. ADFY engages youth to promote
smoke-free lifestyles through media and education and has been participating more in required
evaluation activities. CTFA has helped severa communities promote clean air laws, but to date
only asmall number of cities (Fayetteville, Pine Bluff, El Dorado, and Fairfield Bay) have
enacted these laws. The two cessation programs, the Mayo Quitline and the AFMC-run
Cessation Network, have produced quit rates at or above the norm for such programs. In July
2005, the Arkansas College of Public Health took over operation of both, has expanded
enrollment, and is obtaining good quit rates. Regarding links to chronic tobacco-related diseases,
TPEP funds supported UAMS' s move to a smoke-free campus and the Trails for Life program.
TPEP is attempting to do more to link tobacco to other tobacco-related diseases. The media
campaign has received less funding than when it first started, but despite the drop-off in intensity
(i.e., less mediaand fewer community events), the SOS campaign continues to show
improvements in recall among Arkansans and attract a large amount of free media contributions.
The TPEP minority initiative has made considerable progress in its grant operations, and the
grantees are receiving more assi stance with their own planning and evaluation activities. Finally,
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TPEP has greatly improved its evaluation activities across a number of its programs. TPEP's
evaluation contractor, Gallup, was terminated in June 2005, and will need to be replaced.

Below are our recommendations for TPEP. Some recommendations are carried over from
the last report, and some are new.

Raise funding levelsfor the nine components of a compr ehensive statewide tobacco
control strategy to the minimums recommended by the CDC for Arkansas.
(Continuation of arecommendation in the previous evaluation report.)

We continue to recommend that the CDC spending guideline for Arkansas be met in
spending on funding for TPEP and other statewide tobacco control activities. Currently, most
TPEP program components are below the CDC guidelines, especially when adjusting for
inflation. Given that sufficient funds are not being appropriated to support the necessary
programming and other efforts to erode TPEP funding continue, the TPEP program cannot be
expected to have the impacts on tobacco use that would be possible with adequate funding. To
the extent that additional funding is provided for other programming, that additional funding
should count toward compliance with the CDC guidelines.

Reevaluate funded programsthat are not within the scope of tobacco prevention
and cessation programming, as defined by the CDC guidelines, for their valuein
contributing to reduction of smoking and tobacco-related disease. (continuation of a
recommendation in the previous evaluation report.)

We continue to recommend that programs that are not likely to have an impact on
tobacco use (Breastcare, Trailsfor Life, UAPB Addiction Studies program, Act 1220, and the
non-tobacco-related components of Healthy Arkansas) be supported with other funds. While
these programs are potentially valuable, using tobacco funds to support them weakens the anti-
tobacco effort.

Change the process TPEP must use to budget itsfundsto bein linewith the other
Tobacco Settlement programs. (Continuation of arecommendation in the previous
evaluation report.)

Because the legislature funded an Arkansas Rainy Day Fund by shifting the first year of
funds out of the Tobacco Prevention and Cessation Program account, budgeting is more
complicated for TPEP than for the other programs receiving Tobacco Settlement funding.2 Asa
result of this shift in funds, TPEP had to borrow funds to support its tobacco prevention and
cessation activities, which then are repaid in the next cycle of Tobacco Settlement funding.
Therefore, TPEP has held significant amount of fundsin reserve to guard against having
insufficient funds to meet all of its financial demands. While this money can be rolled over, this
situation delays TPEP s ability to use funding, to weakening its impacts on smoking behaviors.

Provide technical assistance in evaluation. (Continuation of arecommendation in the
previous evaluation report.)

Coalition grantees have demonstrated that they still do not fully understand the codes
used in the Web-based reporting system. Thus, more concentrated and repeated training and

2 The purpose of the Rainy Day Fund was to make funds available to assist the state Medicaid program in
maintaining its established levels of service in the event that the current revenue forecast is not collected.
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technical assistance is needed to assist the coalitions in accurately using this system. One of the
duties for TPEP' s new evaluator, when hired, could include training and technical assistancein
local evaluation.

Evaluate the statewide media campaign in the next year both in terms of output
(PSAsand community events) and focus, given that a statewide workplace smoking
ban went into effect in July 2006. (New recommendation.)

The output of the campaign has declined somewhat over the last two years, and this
campaign needs to be evaluated for the next round of media. Also, the media campaign has
focused a great deal on the dangers of secondhand smoke, providing strong support for the
statewide ban. Given that a ban has now been passed, the media campaign should begin to
pursue other goals (e.g., prevention in youth and compliance with the ban).

Adopt a formal quality management process and committee within TPEP,
accompanied by reporting of resultsto the TPEP Advisory Committee. (New
recommendation.)

Although TPEP does an excellent job in building evaluation into all its program
components, it could improve the synthesis and analysis of evaluation data. A standing quality
management committee, in which staff present and discuss data from all the programs, could
help make such a process routine. In addition, reporting quality improvement and monitoring
activities to the advisory committee would ensure that thisissue is given high priority, and it also
would enable staff to learn from the perspectives of its advisory committee members. For
example, the school and community coalition grantees are all assessed by TPEP through a site
visit and use of a structured protocol and submit quarterly and final reports. The results of these
evaluations should be synthesized and assessed across al the school and community coalition
grantees, with discussion at meetings of the Quality Management Committee as well as the
TPEP Advisory Committee. This ongoing process could help TPEP strengthen current programs,
plan future RFPs, and guide training and technical assistance efforts. RAND staff has already
discussed possible formats and procedures that could be used in this regard.

Strengthen communication between TPEP staff and the TPEP Advisory Committee.
(New recommendation.)

TPEP meets quarterly with the advisory committee and presents useful information for
advisory committee membersto consider. However, the advisory committee has a great deal of
expertise that is not being fully utilized. For example, in addition to presenting reports that
summarize performance across al the programs (as discussed in the previous recommendation),
TPEP could present barriers and challengesiit is experiencing and engage the TPEP Advisory
Committee members to help them address those challenges. Advisory committee members could
also be better used to educate state legislators about the benefits of the TPEP program, helping to
preserve the MSA funding.
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APPENDIX TO CHAPTER 3

Community Prevention Programsthat Reduce Y outh Tobacco Use

I ndicator: Number of community-level community changes initiated, especially newly enacted
secondhand smoke policies.

Table3.Al
Community Changesfor Tobacco Prevention
Six—month Number of
Time Period Community Changes®
Jan-Jun 2002 NA
Jul-Dec 2002 2
Jan-Jun 2003 15
Jul-Dec 2003 3
Jan-Jun 2004 13
Jul-Dec 2004 35
Jan-Jun 2005 39
Jul-Dec 2005 63

SOURCE: Reports from participating educational cooperatives.

a. Community changes are new or modified programs, policies, or practicesin the
community facilitated by the initiative that reduce risk factors for tobacco use and
subsequent tobacco-related illness and degth (e.g., a“no smoking” policy).

The key indicator for this aspect of the tobacco control strategy is the number of
permanent effects the Arkansas Department of Health (ADH) coalitions have had in their
communities. In 2004, the codlitions' efforts have led eighteen restaurants, seven workplaces,
five medical facilities, a ballpark, alibrary, two large festivals, and all county-owned buildingsin
Johnson County to go smoke-free. Other changes caused by coalition efforts included new
cessation activities and decreased tobacco advertising. Asshown in Table 3.A1, therewas a
sharp increase in community changes during July through December 2004, and again in July
through December 2005. In 2005, two new city ordinances were passed (Pine Bluff, Fairfield
Bay), cessation referral networks were established, schools adopted stronger anti-tobacco
policies, and severa restaurants and multisite hospital systems went smoke-free.

L ocal School Education and Prevention Programsin K—12 that Include School Nurses
When Appropriate

Indicator: Percentage of CDC-recommended approaches put in place in each participating
educational cooperative.
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Table3.A2
Implementation of the CDC-Recommended Approachesfor Tobacco Prevention Education
by ADH Educational Cooper atives, December 2005

Recommended CDC Approaches |mplemented by Programs

Educationa Co-ops 1 2 3 4 5 6 7
AR River Ed Full Full Full Full Full Full Full
Central Region Full Full Full Full ? ? Full
Crowley’s Ridge Partial Partial None None ? ? Full
Dawson Partial Full Partial Full Full Full Full
DeQueen-Mena Full Full Full Full Full Full Full
Northeast AR Partial Full Full Partial Full ? Full
NW AR Full Full Full Full Full Full Full
OUR Harrison Full Full Full Full Partial Full Full
South Central Full Full Full Full Full Full Full
Southeast AR Partial Full Full Full ? ? Full
SW AR Partial Full Partial Full Full Full Full
Wilbur Mills Full Full Full Full ? ? Full

Number of co-opswith 0 0 0 0 4 4 0

missing information

Percentage of co-opsin full 58 92 75 83 58 58 100

compliance with guidelines’

Compliance from previous 50 93 54 67 77 64 10

report (in percent)

NOTE: Numbers 1 through 7 refer to the set of best practice guidelineslisted in the text. The average
compliance across approachesis 75 percent, compared to 72 percent in last year’ sreport. A question mark (?)

Indicates there was insufficient information to assess implementation status.

a. Missing data were treated as an indication of non compliance.

Successful prevention education programs focus on helping youth to identify reasons not

to use tobacco, to understand how tobacco use could affect them in their everyday lives and

socia relationships, to understand the benefits of not using, to believe that they can successfully

resist pro-tobacco pressure, and to understand that most people do not use tobacco. Based on

published evidence on school programs for tobacco prevention education, the CDC devel oped

the following set of best practices guidelines specifically designed for schools (CDC, 1994):

1. Develop and enforce a school policy on tobacco use.
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2. Provide instruction about the short- and long-term negative physiologic and social
consequences of tobacco use, social influences on tobacco use, peer norms regarding
tobacco use, and refusal skills.

3. Provide tobacco-use prevention education in kindergarten through grade; this instruction
should be especially intensive in junior high or middle school and should be reinforced in
high school.

Provide program-specific training for teachers.
Involve parents or families in support of school-based programs to prevent tobacco use.
Support cessation efforts among students and all school staff who use tobacco.

N o g &

Assess the tobacco-use prevention program at regular intervals.

To develop documentation on the extent to which the school programs funded by the
ADH were adhering to the CDC guidelines, RAND and the ADH worked together to develop
reporting forms and a monitoring system that tracks adherence in all educational co-ops across
Arkansas. The public health nurses and school personnel completed these evaluation forms for
January through December 2005.

Data on compliance with the CDC guidelines are shown in Table 3.A2. In general, the
level of compliance as reported by the cooperatives changed little from the last report (75 percent
vs. 72 percent). The degree to which parents were involved and cessation was promoted declined
somewhat. Some of the educational cooperatives did not report on their compliance with the
CDC guidelines. For those that did report, the compliance percentages varied across the
guidelines. Four cooperatives were in full compliance with al CDC guidelines (compared to
three in the previous report).

All cooperatives had a school policy, although the degree of enforcement varied greatly.
The most common mechanism to deliver the anti-smoking policy to studentsis the student
handbook. Most cooperatives have either implemented or purchased evidence-based anti-tobacco
curricula, in at least some grades K—12. These materials address the necessary knowledge,
attitudes, and skills needed to prevent tobacco use, as recommended by the CDC. Cooperatives
that received a“ partial” rating did so because their curriculum was not yet being implemented or
was not being implemented in all grades as recommended by the CDC. In addition, most
cooperatives have provided training to the teachers responsible for implementing the prevention
curriculum, and amajority of them have involved community stakeholders and support
cessation. The weakest areas across the all the guidelines and cooperatives are the school policies
and the involvement of parentsin promotion of cessation. Furthermore, the large differencesin
compliance across the seven approaches—from 58 percent on three (numbers 1, 5, and 6) to
almost complete adherence on two (numbers 2 and 7), and the relatively large improvements on
two (numbers 3 and 4) and decline on one (number 5) pose questions. What are the reasons for
these differences? Why are schools successful on some, and are there lessons to be learned from
them to apply to the others? Further information should be gathered on these matters.
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Enfor cement of Youth Tobacco Control Laws

I ndicator: Number of stores checked by the Tobacco Control Board for compliance with rules
not to sell tobacco products to minors.

Table3.A3
Compliance Checks of Stores by the Arkansas Tobacco Control Boar d

Number of Checksby Percentage Found

Six—Month Time Period the ATCB in Violation
Jul-Dec 2002 1,138 241
Jan—Jun 2003 945 17.8
Jul-Dec 2003 4,147 16.5
Jan—Jun 2004 3,878 11.8
Jul-Dec 2004 3,661 10.7
Jan—Jun 2005 4,385 8.0
Jul-Dec 2005 2312 65

The enforcement arm of the ADH tobacco prevention and cessation strategy isthe ATCB
checks of stores regarding sales of tobacco products to youth. Enforcement of under-18 laws to
restrict purchase of tobacco products by youth is an important part of a comprehensive strategy
to reduce young peopl €’ s use of tobacco. To be most effective, however, minors access
restrictions need to be combined with merchant education and a comprehensive tobacco control
program that reduces the availability of social sources and limits the appeal of tobacco products.

The number of checks performed by the ATCB isreported in Table 3.A3. The ATCB
remained generally consistent in the number of store checks it performed in 2004 but declined in
2005—according to what was agreed to in the ATCB contract—in order to allow ATCB officers
to conduct more merchant education. The average violation rates for 2004 and 2005 continue to
drop and are below 20 percent, which is the benchmark used by Synar. Because the goal of these
checksisto target stores suspected to be in violation, we would expect to see higher violation
rates than those obtained in the Synar data. Synar found a violation rate in 2004 of 16.6 percent,
which declined to 4.2 percent in 2005.3 Therefore, the ratio of ATCB rates to Synar rates
increased from 2003 to 2004, which probably indicates better targeting of noncompliant
merchants in the ATCB checks.

3The Synar data were collected in the summers of 2003 and 2004 and published in reports dated the following
years.
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Tobacco Cessation Programs

Indicator: Number of smokers enrolled in the Cessation Network program.
I ndicator: Number of smokers enrolled in the Quitline.

Table3.A4
Enrollmentsand Quit Ratesfor ADH Tobacco Cessation Programs
Quitline Cessation Network
Contractor  Enrolled Three Six Contractor Enrolled Total Quit
Time Months Months? after Three
Period Quit Rate  Quit Rate months?(in
a (in a (in percent)
percent) percent)
Jan—Jun 1,402 19.8 None 785 None
2003 Mayo digible® ~ APMC digible’
Jul-Dec Mayo 421 18.1 20.3% AFMC 878 20.0
2003
Jan—Jun Mayo 329 30.0 22.6% AFMC 761 18.7
2004
Jul-Dec Mayo 581 27.0 17.1% AFMC 696 21.8
2004
Jan—Jun Mayo 749 259 21.9% AFMC 560° 21.8
2005
Jul-Dec  College of 1351 17.9 None College of 236 26.1
2005° Public eligible® Public
Health Health

SOURCE: Quarterly reports from the Mayo Clinic program and from the AFMC program.

a. Thisrate reflects only those confirmed to have quit of those enrolled, the most conservative depiction.
b. Participants were not eligible for their follow-up assessment at the time

c. January 1, 2005-March 31, 2005 only.

d. Starting July 2005, the College of Public Health took over the contract for the Quitline and the Cessation
Network.

The CDC best practices guidelines (CDC, 1999b) stress cessation as a critical component
of their recommended tobacco control strategy. While preventive interventions are most
important to keep youth from ever using tobacco products, cessation services are needed to
address the health needs of current tobacco users. These types of services greatly reduce the risk
of premature death due to tobacco use (US DHHS, 1990).

Table 3.A4 shows the three- and six-month quit rate by each semiannual period for both
the Mayo and AFM C programs. According to Table 3.A4, the Quitline has been yielding good
cessation results, higher than what has been previously been reported in the literature for
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proactive quitlines. Even among those who have not quit using tobacco, Mayo has been able to
document that a significant portion of this group is using tobacco less (39 percent at three months
and 35 percent at six months for all of 2004). In July 2005, COPH took over the contract for both
the Quitline and Cessation Network.# The new Quitline has enrolled alarge number of persons
and obtained good quit rates. Again, 17.9 percent isin the range of what can be expected for this
type of program. The 17.9 percent rate reflects only those confirmed to have quit of those
enrolled (i.e., whether they completed treatment or not), the most conservative depiction. The
rate for those who completed treatment is much higher, 34.3 percent, suggesting the benefit of
receiving the full treatment package. Alternatively, the benefit of completing the treatment might
be a function of the motivation of the completer; such people could have been more likely to quit
with any treatment, or perhaps even with no treatment.

The Cessation Network, first run by AFMC and then by COPH (since July 2005), has
also yielded high quit rates. The overall 19 to 21 percent quit rates demonstrated by AFMC are
excellent, given the typically low quit rates for even the best smoking cessation programs. For
example, results from several studies (Fiore et a., 2000) show that quit rates for nicotine
replacement and other drug therapies alone range between 18 to 36 percent and that behavioral
interventions range from about 11 to 27 percent. It has also been established that higher quit rates
are often achieved when individual s receive more treatment sessions for more minutes or when
multiple formats are used at once (e.g., nicotine replacement with a behavioral intervention). The
26.1 percent rate demonstrated by the COPH Cessation Network is superior. The enrollment
numbers declined somewhat since COPH took over for AFMC because of issuesinvolved in
starting new sites.

Several factors should be noted when interpreting these quit rates. First, at the time of
measurement, not all those enrolled during each particular time period were eligible for their
three- and six-month follow-up assessments, so the denominators are only those for whom three
or six months have passed since discharge. Second, the programs were not able to contact about
20 to 33 percent of discharged participants to assess their quit status. In particular, the Mayo,
AFMC, and COPH programs served individuals who are low-income, have alow educational
level, and are highly transient. Finally, it can be difficult to compare quit rates achieved by the
university-based cessation studies mentioned above with treatment in community settings
because the latter programs almost always have fewer resources.

For Table 3.A4, enrollees who could not be contacted were considered not to have quit,
and rates were calculated by dividing the number contacted who reported they quit by the total
number enrolled. Thus, the actual quit rates may be higher than what TPEP has been able to
document. For example, the Mayo Clinic program quit rates for the subset of enrollees who were
successfully contacted were about 50 percent at three months and 48 percent at six months for all
of 2004.

4 All of TPEP's major contracts must be approved by the Peer Review Legislative Committee, responsible for
monitoring contracts between state agencies. The legislative review process of TPEP' s Mayo contract resulted

in Mayo losing its (then) contract. Apparently, alegidator called the Quitline and was told he would have to wait
two weeks for services. That violates the Quitline contract. TPEP followed up and found that Mayo had a staff
shortage and had trouble responding to huge increases from the states it was servicing. Both these devel opments
eroded upper level management support for Mayo at TPEP. TPEP transferred the Quitline from Mayo to COPH as
of July 28, 2005.
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Tobacco-Related Disease Prevention Programs

Indicator: Number of miles of hiking trails constructed in the Trails for Life program.

Tobacco use increases the risk for a number of diseases that need to be treated and
prevented even in the face of lessening tobacco use. Therefore, the CDC recommends addressing
tobacco use in the larger context of these diseases, attempting to link tobacco control activitiesto
those taken to prevent tobacco-related diseases such as cancer, cardiovascular disease, asthma,
oral cancers, and stroke (CDC, 1999a). The Trails for Life grant program, which provides
funding to construct walking trails, can be a part of this comprehensive strategy.

On August 11, 2004, it was announced that 18 sites received funding to build atrail. All
either have been completed or are near completion, for atotal of amost 7.5 miles of trail. In
2005, another seven trail grants were awarded, of which six are completed or near compl etion,
for another 1.5 miles of trail. While these amounts of trail are miniscule by almost any standard,
they can be viewed as afirst step to getting Arkansans out of their automobiles and on their feet.
However, information on how much these trails are used and by whom must be obtained in order
to justify the Trailsfor Life program.

Compr ehensive Public Awar eness and Health Promotion Campaign

Indicator: Number of public service announcements and community events to support tobacco
prevention and cessation activities.

Indicator: Percentage of media ad funds leveraged as donated funds from the media companies.

Indicator: Percentage of youth surveyed who recall the SOS media campaign.

Table 3.A5
Media and Community Eventsfor Tobacco Prevention and Cessation

Community  PSAs/Media

Six-Month Time Period Events Coverage
Jan-Jun 2002 0 5
Jul-Dec 2002 8 630
Jan-Jun 2003 27 295
Jul-Dec 2003 30 114
Jan-Jun 2004 86 274
Jul-Dec 2004 23 58
Jan-Jun 2005 19 121
Jul-Dec 2005 10 35

M edia campaigns have been documented to reduce smoking among current smokers and
to prevent initiation among nonsmokers (Farrelly et a., 2005; Hamilton, 1972; Siegel and
Biener, 2000). Such campaigns are even more effective when implemented along with other
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elements of atobacco control strategy, such as the other components of the ADH Tobacco
Prevention and Cessation Program. Guidance from the U.S. Department of Health and Human
Services states that media campaigns need to have sufficient reach, frequency, and duration to be
effective; that all media should be pretested with the target audience; and that effects of the
media campaign should be continuously monitored (US DHHS, 2000).

Sinceits start, the SOS campaign run by ADH has maintained a steady presence in local
communities and has placed hundreds of paid advertisements across the state. As shown in Table
3.A5, the community events increased slowly over time, peaking in the first half of 2004 and
then declining. The PSAs and media spots built momentum more quickly, peaking in the second
half of 2002. They declined substantially in the second half of 2004, increased in the first half of
2005, and then declined in the second half of 2005 to the lowest level since the start of the
campaign.

Table 3.A6
Media Advertisement Costs Paid by the ADH and from Donated Funds

Leverage Ratio
Six-Month Time Period Campaign Paid by ADH Donated (donated/paid)®
Jul-Dec 2002 448,723 875,877 1.95
Jan—Jun 2003 371,434 1,000,619 2.69
Jul-Dec 2003 1,021,054 1,827,316 1.79
Jan—-Jun 2004 1,378,946 884,574 0.64
Jul-Dec 2004 615,880 1,361,173 221
Jan—Jun 2005 748,857 1,189,130 1.58
Jul-Dec 2005 678,974 468,911 0.69

SOURCE: Cranford, Johnson, Robinson Woods reports.

a. Thisleveraged amount is actually an underestimate because much of the spending is “front-loaded” and
should increase as the campaign progresses.

The SOS contractor has been successful in leveraging additional funding that has enabled it
to provide additional media beyond what the ADH contract covered, as shown in Table 3.A6.
Thisfunding includes free print and TV advertisements and public relations coverage of ADH
activities, sponsorships, and other partnerships that significantly enhanced the actual campaign
budget. The amount of donated media has varied a great deal from alow of 0.64 times the
amount of paid mediato a high of 2.69 times the amount of paid media. In the last half of 2005,
the figure of 0.69 may be an underestimate because the media contractor had still not received all
its evaluation forms for sponsorship at the time this report was written.

53



Table3.A7
Per centage of Survey Respondents Who Reported They Recalled the
SOS Media Campaign

African American

Time period General Teens Teens Adults
October— Number surveyed 401 400 400
November 2002 percentage recall 73 73 44

Number surveyed 400 404 400
August 2003

Percentage recall 87 89 63

Number surveyed 402 405 404
September 2004

Percentage recall 92 91 75

Number surveyed 150 80 600
January 2006

Percentage recall 91 98 76

The SOS contractor hired alocal survey research firm—Opinion Research Associates—
to assess its media penetration over time using three representative statewide samples (about 400
teens, 400 African-American teens, and 400 adults obtained through random-digit sampling). As
shown in Table 3.A7, recall of the SOS campaign was 73 percent for both all teens and African-
American teens in November 2002. Recall increased to 87 percent of all teens and 89 percent for
African-American teensin August 2003, and increased again to 91-92 percent in September
2004. However, the recall rates for each of the individual elements of the campaign were much
lower (not shown in the table). Recall also increased among adults, from 44 percent in 2002, 63
percent in 2003, and 75 percent in 2004. In 2005, the SOS campaign recall remained at these
levels. Unfortunately, recall rates have not been linked to the number of PSAsin any particular
time period.

Minority Initiatives

Indicator: Percentage of graduates from UAPB Addiction Studies who obtain an addiction job
within Arkansas after graduation.

Cigarette smoking isamajor cause of disease and death for minorities, especially for
African Americans (Chatila et al., 2004; US DHHS, 1998). Smoking prevalence increased in the
1990s among African-American and Hispanic youth. Thisreverses atrend of large declines
during the 1970s and 1980s, especially among African-American youth, which may be due to
tobacco industry marketing efforts targeted toward minority populations (Geobel, 1994; Ling and
Glantz, 2002; Robinson, Barry, and Bloch, 1992; Robinson, Pertschuk, and Sutton, 1992; US
DHHS, 1994, 1998, 2001; Y erger and Malone, 2002). At the same time, minority populations
traditionally have less access to prevention and treatment services, and there is clear evidence
that the disproportionate tobacco-related disease burden experienced by minority communities
requires specific attention.



In spring 2004, the program graduated 15 students. In December, the program graduated
an additional 6 studentsfor atotal of 21 graduates. Out of this group, 16 (76 percent) have
obtained addiction-related jobs in Arkansas. In 2005, eight more students graduated, five of
whom obtained addiction-related jobs in Arkansas (total of 21 out of 29, or 72 percent).
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Chapter 4
College of Public Health

PROGRAM DESCRIPTION

Expectations Specified in the I nitiated Act

The Initiated Act resulted in legislation that established and provided funding for the Arkansas
School of Public Health (changed to the College of Public Health through Act 856 of 2003, and
henceforth called COPH). According to the act,

The Arkansas School of Public Health is hereby established as a part of the University of
Arkansas for Medical Sciences for the purpose of conducting activities to improve the
health and healthcare of the citizens of Arkansas. These activities should include, but not
be limited to the following functions: faculty and course offerings in the core areas of
public health including health policy and management, epidemiology, biostatistics, health
economics, maternal and child health, environmental health, and health and services
research; with courses offered both locally and statewide via a variety of distance
learning mechanisms.

It isintended that the Arkansas School of Public Health should serve as aresource for the
General Assembly, the Governor, state agencies, and communities. Services provided by
the Arkansas School of Public Health should include, but not be limited to the following:
consultation and analysis, devel oping and disseminating programs, obtaining federal and
philanthropic grants, conducting research, and other scholarly activities in support of
improving the health and healthcare of the citizens of Arkansas.

Update on Program Activities

COPH of the UAM S was appropriated funds by the Arkansas General Assembly to begin
operations July 1, 2001. As of January 2002, COPH began to offer a 42-hour Master of Public
Health (MPH) program with a number of specializations available and an 18-hour Post-
Baccalaureate Certificate program. In addition, as of summer 2003, the UAMS College of
Medicine and COPH offered a combined MD/MPH degree program that permitted students to
enroll concomitantly in both the College of Medicine and COPH and complete all requirements
for both degrees in four years. Beginning in fall 2003, COPH students could pursue the Juris
Doctor (JD) and the MPH degrees concurrently in the William H. Bowen School of Law at the
University of Arkansas at Little Rock and COPH. As of January 2004, COPH added the Doctor
of Public Health program (DrPH), and the combined PharmD/MPH program was offered with
the UAMS Caollege of Pharmacy beginning in fall 2005.

COPH is presently working toward reaccreditation. The Council on Education for Public
Health (CEPH) has recently revised accreditation criteria that the college will be required to meet
by December 2007. The most significant changes will require COPH to offer three doctoral
programs (past requirement was one) with a minimum faculty requirement of five full-time
equivalents (FTEs) for each doctoral program, and five FTEs, three of which must be individuals
working full-time, for master’s programs. COPH has progressed in the process of approving two
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new doctoral programs developed in August 2005. The PhD application in Health Systems
Research was considered by the Arkansas Department of Higher Education in its meeting at the
end of April 2006, and the PhD in Health Promotion and Prevention Research was considered in
August, 2006. The self-study was delivered to CEPH in May, 2006, and the accreditation site
visit results will be available in early 2007.

COPH created the Office of Community-Based Public Health (OCBPH) as a part of the
dean’s office in 2003. COPH has three community liaisons who primarily establish collaborative
partnerships with four community-based organizations in the state. As of 2005, COPH
established a memorandum of agreement with La Casato further mutual goals emanating from
community-based projects, set parameters on how they will work together, and outline policies
regarding publications and research.

COPH has engaged in a number of activities that have supported the general assembly
over the past four years. During 2005, COPH faculty and staff worked frequently with the Senate
and House interim committees on public health of the Arkansas General Assembly. One
highlight was a presentation to the House Public Health, Welfare, and Labor Committee
regarding baseline data compiled to evaluate the impact of Act 1220 of 2003, which was funded
by a Robert Wood Johnson Foundation grant. In addition, COPH was awarded a contract from
TPEP to operate its Tobacco Cessation Network beginning in July 2005. In June 2005, COPH
was directed by alegidative committee of the Arkansas General Assembly to submit a proposal
to TPEP to operate the Arkansas Quitline contract, which had been administered by an out-of-
state provider. This proposal also was funded.

PROGRESS TOWARD ACHIEVING FIVE-YEAR AND SHORT-TERM GOALS

All program goals were established as part of the Arkansas Tobacco Settlement
Evaluation activities in spring 2005 and were first specified in the 2005 RAND report (Farley et
al., 2005b).

Goal 1: Establish doctoral programsin three ar eas by 2007-2008.

Progress on Goal 1: ON SCHEDULE. In response to the changes in the CEPH
accreditation criteria, which require accredited schools of public health to offer at least
three doctoral programs, COPH devel oped two new PhD programs, for which it isin the
process of seeking final approval from the Arkansas Department of Higher Education. One
of the programsis a PhD in health systems research, coadministered by the UAMS
Graduate School and COPH’ s Department of Health Policy and Management. The other is
a PhD in health promotion and prevention research, coadministered by the UAMS
Graduate School and COPH’ s Department of Health Behavior and Health Education.
Students enrolled in these programs in August 2006.

Goal 2: Establish staffing of a minimum of five faculty for each of the three doctoral
programs.

Progress on Goal 2: ON SCHEDULE. COPH has established the five full-time faculty
positions needed to satisfy CEPH’ s requirements for all three doctoral programs. However,
as noted in the review of the new doctoral programs by the Arkansas Department of
Higher Education, an additional health economist faculty member is needed to support the
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PhD program in health systems research. In addition, a faculty member in the Department
of Health Behavior and Health Education has been recruited away from UAMS, so an
additional faculty member will be required to support the new PhD program in health
promotion and prevention research. Recruitments will need to beinitiated to fill these
positions.

Goal 3: Increase distance-accessible education.

Progress on Goal 3: ON SCHEDULE. Currently, COPH has three classes available on the
Web, with several additional coursesin development for Web-based delivery in the
coming academic year. In addition, COPH provides multiple classes that take place over
three weekends per semester, minimizing the number of times students must driveto Little
Rock to attend class but still maintaining opportunities for student group interaction and
in-person faculty mentoring. COPH has recently begun planning with the Department of
Health and Human Services Division of Health to use its renovated auditorium to teach
distance-accessible classes, which will include video. COPH’ s hope is to increase the
number of students, the number of classes, and the modes of delivery. We encourage
COPH to set atarget for next year for the number of classes that it would like to offer on
the Web and through weekend courses.

Goal 4: Increase outside grant funding for research by 20 per cent above 2004—2005.

Progress on Goal 4: AHEAD OF SCHEDULE. Figure 4.1 depicts active funding as of
June for 2002—2005. The data show that COPH has increased funding from $2,146,126 in
June 2004 to $3,466,777 in June 2005, an increase of 61 percent.
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Figure 4.1—External Grant Funding for COPH, June 2002—2005

PERFORMANCE ON PROCESS INDICATORS

Four indicators were chosen to represent the overall progress in implementing the COPH
program. These indicators track progress on fulfilling the mandates in the act for the program to
(2) increase the number of communitiesin which citizens receive public health training, (2)
obtain federal and philanthropic funding, (3) conduct research, and (4) serve as aresource to the
general assembly, the governor, state agencies, and communities.

This section briefly highlights performance on some indicators. Further description of
these indicators is provided in the appendix at the end of this chapter. Since its inception, COPH
continues to be successful in recruiting a diverse student body, which is representative of the
diverse population in the state of Arkansas. Overall, COPH has had 50 students graduate, and 90
percent of these graduates are currently employed in Arkansasin a public health—related field.
The number of publications has steadily increased since 2001 and is up to 78 for FY 2005. COPH
continues to conduct legislative briefings and was involved in several special projectsin 2005.
These projects include speaking in support of a smoking ordinance that would ban smoking in
restaurants and public buildings (enacted into law April 2006), having faculty volunteer at
schools, and bringing members of the Arkansas General Assembly to view the workings of the
contracted tobacco-use cessation programs operated by COPH faculty and staff.

PERFORMANCE ON MANAGEMENT INTEGRITY CRITERIA

Types and Performance of Governing and Advisory Boards

COPH is overseen by the Board of Trustees of the University of Arkansas (UA) system.
COPH reports directly, through the dean, to the UAMS chancellor. The chancellor, in turn,
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reportsto the UA president. The UA system is governed by the UA Board of Trustees. COPH is
not at liberty to develop an independent governing board.

The UA Board of Trustees consists of ten members—each appointed by the governor to
ten-year terms. The UA Board of Trustees meets at least quarterly but often more frequently. In
2006, its regularly scheduled meetings were held in January, March, May, July, September, and
November.

RAND staff asked COPH |eadership to rate the level of involvement by the UA Board of
Trustees in three categories of COPH management functions: oversight, monitoring program
performance, and providing interface with communities. RAND staff then confirmed those
ratings with interviews and document reviews. These ratings are shown in Table 4.1. Given that
COPH isfar down in the hierarchy of the UA system, the low degree of direct oversight
exercised by the board of trusteesis neither surprising nor disturbing.

Table4.1
Governance Oversight of the College of Public Health by the University of Arkansas
Board of Trustees

Management Functions Rating®
Oversight

Goals and planning
Priorities

Budget

Quality management

= N N -

Monitoring Program Performance

[EEN

Progress toward goals
Spending 2
Quality performance

Providing Interface with Communities

Community needs 1
Community interactions 1
Fund-raising 1

a. Definitions of ratings: 1 = not involved, 2 = minimally involved,
3 = not intense involvement, 4 = fully considers, 5 = directive.

Quality Improvement Process

In this section, we review the comprehensiveness of COPH’s quality improvement
process—defined as a written process used to continually improve program performance over
time. Broadly, thisinvolves collecting various types of performance data, analyzing them,

61



formulating improvement plans based on the analysis, and performing monitoring and feedback
ON progress.

COPH has a number of processesin place by which it tracksits own activities and seeks
to continually improve program performance. The college’ s formal quality management process
has been in place since COPH was established in 2001. The Dean’ s Executive Committee (DEC)
and, ultimately, the dean, are the entities within COPH responsible for quality management.

The DEC advises the dean on all mattersthat it considers significantly related to the
efficient and effective administration of the college programs. Membership on the DEC is
defined in the college’ s governance document, which was approved by the college’ s faculty. The
dean serves as permanent chair of the DEC, with the COPH associate dean for public health
practice as vice chair. The chairs of all departments, associate dean for public health practice,
associate dean for academic affairs, and designated college-wide center directors serve as
members of this committee. All assistant deans and the college’ s administrator are ex officio
members without vote and are excused from executive sessions.

Other standing and ad hoc committees are also charged with quality management
responsibilities (but not program management). The following standing committees meet on an
ongoing basis, have a specific area of responsibility, and offer recommendations to the DEC and
the dean for final action: Committee on Academic Standards; Faculty A ppointment, Promotion
and Tenure Committee; Research Committee; Continuing Education Committee; Minority
Recruitment and Retention Committee; Student Admission Committee; Student Council; Honor
Council; and Appeals Committee.

The CEPH accreditation process provides an additional, national process through which
COPH engages in self-study, site visit evaluations, and review by CEPH’ s board of councilors.
This process and the evaluation of the college’s performance are based on nationally derived
criteria. The independent evaluation conducted by RAND also acts as a quality management
tool.

Overall, COPH is doing well on aspects of quality management and has acted to make
improvements through its quality management process. For example, when COPH was originally
organized and the MPH program approved and implemented, plans for students’ preceptorship
and integrative projects were only briefly described. During COPH planning retreats, and later in
the work of an ad hoc committee, plans were refined and approved by the Academic Standards
Committee, DEC, and the dean. Over time, the policy and guidelines for students have been
further developed and refined, addressing a variety of issues, including grading policies.

In addition, during COPH’ s retreat in October 2002, research infrastructure was a topic
considered by the faculty. An ad hoc committee of faculty was then formed and charged by the
faculty and dean with investigating and prioritizing the development of different components of
infrastructure identified during the retreat (including costs). Formal and informal input was
solicited from faculty by the committee, and a final report was developed and presented to the
dean, DEC, and faculty. Thisreport identified high-, medium-, and low-priority needs.

Financial M anagement Process

COPH uses the UAMS accounting system, called Systems Applications Processes (SAP),
to report spending to the state for the Tobacco Settlement program. This system is operated by

62



Enterprise I T, acentralized UAMS unit. The COPH administrator and selected members of the
staff have access to the system to enter transactions and retrieve data. There is no additional,
local automated system at COPH.

The UAMS chancellor informs the board of trustees on all relevant financial matters, and
provides any information requested or pertinent to management and accounting practices. The
COPH has established separate accounts for its key program components on the UAMS system.
The state system is called the Arkansas Administrative Statewide Information System (AASIS)
and isa SAP program, asis the separate UAMS system. COPH maintains detailed information
on research projects and other administrative information necessary for effective operations. All
personnel who perform the COPH financial management and accounting functions have the
required qualifications.

Contract Management

COPH does not contract with other organizations to perform any of the program activities
supported by the Tobacco Settlement funding. Agreements or contracts are formed mainly to
create collaborative relationships or to establish academic sites for students to complete
graduation requirements. For example, the La Casa memorandum of agreement establishes the
COPH relationship with this community partner and sets out the UAM S process of documenting
research and other activities. The Joint Oversight Committee agreement designates membership,
outlines the purpose of the group, and specifies the focus areas of the group. COPH has signed
agreements with more than 30 agencies and organizations that are willing to follow the
guidelines to allow students to complete their integration or preceptorship projects with them.

ANALY SIS OF SPENDING TRENDS

Act 1576 of 2001, HB 1717 of 2003, and HB 1553 of 2005 appropriated funds to COPH
for the first three biennium periods of the Tobacco Settlement Fund Allocation. Table 4.2
summarizes these appropriations by fiscal year.5 It isimportant to note, however, that the
appropriation represents the maximum leveling that can be received and that actual funding to
COPH isfixed at 5 percent of the total funds received annually in Arkansas from the Master
Settlement Agreement. The college has aways received less than the appropriated amount of
funding.

We continue our detailed review of COPH’ s expenditures of Tobacco Settlement funds
by adding the spending from January 2005 through December 2005. The spending totals for
January to June 2004 are included as the third and fourth quarters of fiscal year 2005. This
completes the total spending for FY 2005. The spending totals for July to December 2005 are the
first two quarters of FY 2006. Since spending data do not exist yet for the last half of FY 2006, it
isnot possible to fully analyze spending in FY 2006 or for the third biennium.

S The appropriated amounts in Table 4.2 come directly from Act 1576, HB 1717, and HB 1553; however, COPH
actually received less than the full amount appropriated in these hills.
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Table4.2
Tobacco Settlement Funds Appropriated to the College of Public Health, by Fiscal Y ear

Second Biennium Third Biennium
Item 2004 2005 2006 2007
(1) Regular salaries $2,500,613 $2,500,613 $2,468,592 $2,468,592
(2) Personal service matching 484,316 484,316 596,229 596,229
M ai ntenance and
operations
(A) Operations 196,784 196,784 233,610 233,610
(B) Travel 40,000 40,000 55,787 55,787
(C) Professional fees 100,000 100,000 76,708 76,708
(D) Capacity outlay 165,000 165,000 55,787 55,787
(E) Data processing 0 0 0 0
Annual total $3,486,713 $3,486,713 $3,486,713 $3,486,713
Biennium total $6,973,426 $6,973,426

Table 4.3 presents the total Tobacco Settlement funds received and spent by COPH
during this period. In all four full fiscal years, COPH received less actual funding than was
appropriated. Continuing the trend from prior years, COPH received $1,000,210 less than the
appropriated amount for FY 2005 and expects to receive $978,706 less than the appropriated
amount for FY2006. COPH expenditures in FY 2005 decreased approximately $25,000 from
FY 2004. However, COPH also spent $330,586 more than it received in FY 2005. COPH reported
that its total budget consists not only of tobacco funds but also annual cost-of-living adjustments,
30 percent of tuition obtained within the college’ s programs, 30 percent of indirect costs
generated by COPH faculty, and additional state funds available to the chancellor. These
combined sources of funds are what are budgeted annually to cover the college’ s expensesin
addition to grant and contract direct costs. Tobacco funds were fully expended during FY 2005,
and the additional expenditures were covered by other sources, including carry-forward tobacco
funds from FY 2004 and the other sources of state funds included in the college’ s overall annual
budget. Spending during the first half of FY 2006 islower than that from FY 2005, but similar to
the spending in the first half of FY 2004. As of December 31, 2005, COPH had spent about 47
percent of the FY 2006 funds expected to be received.
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Figure 4.2 highlights quarterly trendsin COPH spending through the first two quarters of
FY 2006. COPH monthly expenditures for regular salaries, personal service matching, and
maintenance and operations increased steadily from inception through FY 2003, reflecting the
initial growth while getting the COPH programming into place. Spending levels declined in the
first quarter of FY 2004, before steadily increasing through the rest of FY 2004 and then leveling
off in the first two quarters of FY 2005. The maintenance and operations (M& O) expendituresin
the fourth quarter of FY 2005 appear to be zero. COPH spent approximately $119,000 on M& O
during this quarter, but these expenditures were covered with funds from other budgeted state
sources. Because Figure 4.2 reflects only Tobacco Settlement Fund spending by COPH, it does
not include these expenditures. Spending through the first two quarters of FY 2006 is below
FY 2005 levels, but it is similar to the spending in the first two quarters of FY 2004. The jump in
maintenance and operations at the end of FY 2003 occurred when COPH moved into its new
building.
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Figure 4.2—COPH Tobacco Settlement Funding Spending by
Quarter in Fiscal Years

COPH has five streams of funding: Tobacco Settlement; 30 percent of tuition and 30
percent of indirect costs credited to COPH; state funds from other sources allocated by the
chancellor to the college to develop its programs; philanthropy; and direct costs from grants and
contracts. Figure 4.3 presents the percentage shares, by fiscal year, of the total COPH
expenditures funded by these five funding categories. With each fiscal year, COPH has increased
funding from sources other than the Tobacco Settlement funds. Currently, more than half of the
total COPH funding comes from grants and contracts obtained by the COPH faculty.
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RESPONSESTO EVALUATION RECOMMENDATIONS

Recommendation 1: COPH should continue to hire more faculty, particularly diverse faculty
(2004 and 2005).

Program Response: COPH remains committed to maintaining a diverse faculty. In 2005,
COPH hired eleven new full-time faculty, two of whom are from ethnic minority groups.
To date, seven of the forty full-time faculty members (18 percent) are from ethnic
minority groups.

Recommendation 2: COPH needs to provide evaluation expertise to its community partners to
assess the impact of the work they are doing in the community (2004).

Program Response: The Office of Community-Based Public Health (OCBPH) is
involved in many different activities that address this need. OCBPH has four formally
recognized community partners. (1) Boys, Girls, and Adults Community Devel opment
Center in Marvel, (2) Walnut Street Worksin Helena/West Helena, (3) We Carein
Pulaski County, and (4) La Casain Pulaski County. The director of OCBPH isworking
with other staff and faculty to assist the Tri-Country Rural Health Network, which
includes Walnut Street Works, in evaluating its Community Connector Program. COPH
staff oversee the analysis of data from a community tobacco-usage survey conducted by
We Care as part of itstobacco prevention grant program. OCPBH has been asked to
assist the U.S. Department of Agriculture Delta Nutrition Intervention Research Initiative
in providing training to its Arkansas community partnersin community-based
participatory research. This project will directly benefit the Boys, Girls, and Adults
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Community Development Center in Marvel; and lessons learned will be shared with the
other three COPH community partners.

Recommendation 3: COPH should maintain the discount for ADH employees (2004).

Program Response: COPH advised RAND and the Tobacco Settlement Commissionin
2004 that COPH has no direct control over this recommendation. This decision must be
agreed to by the UA Board of Trustees, the president of the UA system, and the
chancellor of UAMS. The 70 percent discount was discontinued in 2005; however, even
without the discount, more than 10 percent of the COPH student body continues to come
from the Department of Health employee pool.

Recommendation 4: COPH should provide scholarships and discounts for distance-learning
students (2004).

Recommendation 5: COPH should provide assistantships to students to help support the cost of
obtaining a degree (2004).

Program Response: COPH has no direct control over appropriations and cannot
guarantee allocation of additional funds to COPH for scholarships and assi stantships.
More than 90 percent of the COPH students are part-time, nontraditional students who
are working at a full-time job as they pursue their degrees. Nonethel ess, a number of
students are being supported as research assistants with extramural funding. A system has
also been established in the Office of Student Services to compile student funding
opportunities from outside the college and distribute this information to students. In
addition, the Department of Environmental and Occupational Health has been ableto
secure contributions to establish tuition scholarships for students pursuing specialized
MPH degrees in the department. In consultation with the family of the late Dr. Fay
Boozman, the College of Public Health has also established the Fay W. Boozman Public
Health and Community Service Scholarship fund to help support a deserving MPH
student each year.

Recommendation 6: COPH should increase grant funding and leverage funding from other
sources (2005).

Program Response: As of 2005, COPH had more than50 active grants totaling more than
$5.3 million for the current fiscal year. COPH has significantly increased grant funding in
avery short time.

Recommendation 7: COPH should develop curriculafor the new doctoral programs (2005).

Recommendation 8: COPH should develop the two new doctoral programs that will be required
to maintain accreditation and recruit students into these programs (2005).

Program Response: Two new doctoral programs were developed in August 2005, onein
health systems research (HSR) and the other in health promotion and prevention research
(HPPR). The board of trustees approved these courses in January 2006. The Arkansas
Department of Higher Education (ADHE) met in April and gave final approval to the
HSR application. The ADHE considered the HPPR application at its August 2006
meeting. Once programs are approved by the ADHE, COPH will be able to advertise the
programs and recruit students. Students are expected to enroll in these programsin
Januar