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Adult cigarette smoking prevalence trends among African Americans (AAs)

and Whites are similar. However, during the decline in youth smoking that

occurred between the mid-1970s and the early 1990s, the drop in smoking rates

among AA adolescents was more than double that among Whites. We examined

the evidence for potential explanations for this phenomenon. On the basis of our

findings, we propose that racial differences in parental attitudes, religious ties,

negative perceptions and experiences of the health effects of smoking, worsen-

ing poverty, increased use of food stamps, and price sensitivity were major

factors contributing to the more rapid decrease in and continued lower rates of

smoking among AA youths. (Am J Public Health. 2011;101:e4–e14. doi:10.2105/

AJPH.2011.300289)

Tobacco smoking remains the leading cause of
preventable death in the United States.1 African
Americans (AAs) have particularly high rates
of smoking-related morbidity and mortality,2

although their current smoking rates are similar
to those of Whites.3,4 During the 1970s there
was a substantial overall decline in teen smoking;
however, the extent of the reduction differed
substantially among racial and ethnic groups.
Prevalence declined more rapidly among AA
youths than it did among White and Hispanic
youths. Smoking prevalence for AA youths
continued to drop even as smoking prevalence
for other groups stabilized in the1980s.5,6 Figure
1 shows the change in past-30-day cigarette
use prevalence over time across racial/ethnic
groups.

Given nicotine’s addictive power and health
consequences, and given that most adult
smokers began smoking in adolescence,8---10

reducing smoking among youths is a public
health priority. An identification of the reasons
behind the smoking decline among AA youths
might inform policies and public health pro-
gramming intended to reduce tobacco use
among all youths. Previous studies examining the
decline in smoking among AA adolescents dur-
ing the 1970s and 80s7,11 speculated that alter-
native drug use,12 religious affiliations,13 and
cigarette pricing12 were likely contributing factors
in the decline. We reviewed the literature to
explore these and other hypotheses that may

account for the sharp decline in smoking among
AA youths and the differential reduction rates
between AA and White youths.

THE DECLINE IN ADOLESCENT
CIGARETTE USE

The prevalence of cigarette use among
adolescents in the United States decreased
from the mid-1970s through the early 1980s,
with remarkable declines occurring during
1976---1979 and 1980---1984.13,14 Prevalence
leveled off in the mid-1980s before beginning to
climb again in 1993.15---17 Trends were consistent
across nationally representative studies, includ-
ing National Household Surveys on Drug Abuse,
High School Seniors Surveys, and the National
Health Interview Survey.18

In the late 1970s stark differences began to
emerge across racial and ethnic subgroups,
especially between Whites and AAs. In 1977,
the 30-day point prevalence for cigarette use
was similar across White (38.3%), AA (36.7%),
and Hispanic (35.7%) high school seniors.5,14

However, by 1985, there was a large gap in
smoking prevalence between White and AA
high school seniors, who were at 31.3% and
18.1%, respectively. Several studies consistently
show that prevalence among White youths
leveled throughout the remainder of the 1980s,
while rates for AA students continued to de-
cline5,15,18 (Figure 2), such that by 1992 White

students were almost 4 times more likely to have
smoked in the past 30 days than were their AA
counterparts.14,17,18

Other studies of smoking among young
adults have confirmed that as the high school
seniors of the 1980s entered the young adult
cohort, the decreased rates of smoking among
AA young adults (aged 18---35 years) relative
to Whites remained evident.3,18---20

The decline was consistent across gender17

and urbanicity; smoking rates fell for both rural
and urban AAs. However, urban AA high school
seniors had lower 30-day prevalence than did
rural AAs.21 In 1992, the prevalence for AA
urban girls had declined to 7.1%, compared with
9.4% for AA rural girls. The prevalence for
urban AA boys was down to 10%, versus 20%
for rural AA boys.21 Gaps in cigarette use
between AA and White high school seniors also
persisted regardless of urbanicity: approxi-
mately 34% of White rural boys, 33% of
White rural girls, 29% of White urban boys,
and 33% of White urban girls smoked during
the same time period.21

LOGISTICAL CONCERNS REGARDING
ACCURACY OF PREVALENCE
FINDINGS

When gauging the accuracy of prevalence
findings, a number of concerns present them-
selves, including the differential reliability of
self-reported data by race/ethnicity, differential
school dropout rates by race/ethnicity, and
differential operationalization of variables
among studies.

Differential Reliability of Self-Reports

The data from most youth smoking studies
are self-reported, usually with no biochemical
verification, leading to questions regarding
reliability and validity.22 The validity of self-
reports has been called into question several
times because AA youths have been suspected of
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underreporting their drug use, and White youths
have been suspected of overreporting it.13,23,24

Cotinine, the principal metabolite of nicotine,
has been found to be a highly sensitive and
specific indicator of the accuracy of self-reported
tobacco use when measured in body fluids (e.g.,
saliva).25---27 A study by Wagenknecht et al.28

used cotinine measurement for biochemical
verification and determined that although AA
youths were more likely to be misclassified as
nonsmokers than were White youths (5.7% vs

2.8%), the misreporting was small enough that it
would not significantly bias results. A study of
youths in the 7th through 10th grades that used
cotinine measurement found that the validity of
self-reports was generally comparable across
ethnic groups,29 as have other studies.11,30 Also,
the reduction in AA high school seniors reporting
close friends smoking is indicative of the de-
clining trend of youth prevalence and is a mea-
sure that youths have little reason to intentionally
underreport.31

Differential Dropout Rates

Much of the data on youth smoking were
collected in schools; thus, such studies did not
include dropouts, absent youths, or truant
youths. This limitation is a concern6,13,18,31 be-
cause dropouts and truants have significantly
higher smoking rates than do those who regu-
larly attend school or have graduated.32,33

Additionally, the dropout constituency may
contribute to the differential prevalence, because
AA youths have had higher dropout and truancy
rates than have White youths.34---37 In the
1970s and early 1980s, about 21% of AAs aged
16 to 24 years had dropped out of high school,
approximately twice the proportion of White
youths.38 This trend was similar for younger
adolescents29; one study found that 10% of AA
eighth-graders had dropped out of school, com-
pared with 5% of their White peers.34 AA
youths had higher dropout rates and were less
likely to be represented in school surveys, so the
results of school surveys could not necessarily be
extrapolated to AA youths who were not in
school. Furthermore, truancy is a predictor of
smoking onset for AA male youths,39 so preva-
lence of smoking rates could have been under-
estimated and could have actually been closer
to the smoking rates among White youths.13

However, the high school dropout rate for
AAs began declining in 1988.40 In 1993 the
rate was 17% for AAs, only slightly higher than
the rate for Whites (13%),41 which makes the

Source. Nelson et al.7 Printed with permission.

FIGURE 1—Thirty-day prevalence of cigarette use among African American, White, and

Hispanic high school seniors: United States, 1976–2005.

Note. NHIS = National Health Interview Survey; NHSDA = National Household Surveys on Drug Abuse.

Source. Nelson et al.18 Printed with permission.

FIGURE 2—Cigarette smoking trends among (a) White adolescents and (b) African American adolescents across High School Seniors Surveys,

NHSDA, and NHIS data: United States, 1974–1991.
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findings of school surveys more generalizable to
both White and AA youths.30 Also, studies that
included dropout and truant youths found that
AA youths were still significantly less likely to use
cigarettes than were Whites.18,42---44 Even among
a sample of youths in 7th through10th grades,29

dropout rates were higher among minority
youths, and smoking rates were higher among
dropouts; and yet AAs still had lower smoking
rates. The differential prevalence rates therefore
appear to remain, even when accounting for
truants and dropouts.

Differential Operationalization of

Variables

Most studies of youth smoking have focused
on cigarette use, the dominant form of tobacco,
as the variable of interest. Therefore, ‘‘smok-
ing’’ and ‘‘tobacco use’’ generally refer to
cigarette use, although it is recognized that
youths also use other forms of tobacco. There
were no static criteria defining current
smokers,43 although the most common defini-
tion in adolescent studies was any cigarette use
within the last 30 days, casting a net wide
enough to capture youths who may have been in
the experimental or beginning stages of cigarette
use.10,45 Most studies (e.g., those using Monitor-
ing the Future data or government survey data)
used this marker. A few studies (e.g., those using
National Health Interview Survey data) strayed
from past-month smoking and classified adoles-
cents as current smokers if they had smoked
at least 100 cigarettes in their lifetime and
continued to smoke, a typical definition used in
adult studies. One study exclusively used daily
smoking status as its criterion for being a ciga-
rette smoker.13

Although different measures were used, the
patterns of changes in youth smoking remained
similar across different surveys.43 In accor-
dance with most adolescent studies, youth
smoking rates usually reflect 30-day point prev-
alence unless otherwise noted. Adult smoking
prevalence refers to having consumed 100 or
more cigarettes in one’s lifetime and continuing
to smoke daily or occasionally. ‘‘Adolescent’’ and
‘‘youth’’ generally refer to high school seniors.

Debate still abounds surrounding the accu-
racy of prevalence assessments of AA youth
smoking because of additional study logistics
(i.e., undersampling of segregated and rural
AA communities,46,47 giving socially desirable

responses,48,49 and participant---interviewee dy-
namics49). However, between 1992 and 2006
there was a marked drop in lung cancer in-
cidence and death rates among people aged 20
to 39 years, with a significantly steeper reduction
among AA adults, mirroring the observed drop
in AA youth smoking10 to 20 years earlier. This
finding provides strong evidence for an actual
decline in smoking among AA youths from the
1970s through the 1990s because the differen-
tial reduction in AA young adult lung cancer
cases is highly likely to be attributable to the
differential decline smoking among AA youths.50

DECREASED INITIATION,
INCREASED CESSATION, AND
DELAYED INITIATION

The drop in AA youths’ smoking prevalence
seems to be a function, in part, of decreased
initiation and increased cessation. About 44%
of all high school seniors reported having quit
smoking in 1984. Additionally, AA initiation
rates have been steadily decreasing since1975,
such that between 1979 and 1989 only 2.2%
of AA youths aged 12 to 17 years reported
initiating cigarette use each year, compared
with 6% of White youths.33,45 A longitudinal
study of youths aged11to17 years who reported
they had never tried cigarettes in 1989 found
that AAs were significantly less likely than were
Whites to have tried cigarette smoking 4 years
later.51

Smoking rates for White high school seniors
in 1992 (32%) and White adults aged 18 to
34 years in 1995 (29.7%) were similar, but the
1995 rate for AA adults (21%) was nearly
double the 1992 rate for AA high school
seniors (10%).3,19 This finding suggests that
a higher proportion of AAs waited until young
adulthood to initiate smoking. The prevalence of
cigarette smoking among AAs aged 20 to 24
years was 47.1% in 1974; that rate dropped to
38.7% in 1983 and to 17.3% in 1990, which
was below the national average.19,52 In 1978,
38.7% of AAs aged 18 to 34 years were current
smokers, and that rate dropped to 21% in1995.3

The decline in White smokers in this age
group was not as steep, dropping from 37% in
1978 to 29.7% in1995. The Centers for Disease
Control and Prevention notes that this decreas-
ing prevalence pattern is consistent with the
reported decline in high school students smoking

during the 1970s and 1980s––which, at first
glance, discredits the delayed initiation hypoth-
esis.19

However, evidence suggests that AAs start
smoking at older ages than Whites do.53

Several retrospective and longitudinal studies
of adult smokers found that AAs were more
likely than were Whites to delay initiation until
age 17 or later.3,54---56 Another study found that
between 1970 and 1992, the proportion of
AA youths who initiated smoking at ages 14, 15,
or 16 years had decreased, but initiation of
regular smoking among AAs aged 18 and 19
years had increased.56 More than half of the AA
adult smokers in one study initiated smoking
as young adults, and 40% did not begin to smoke
regularly until ages 18 to 21 years.57 Other
studies reported similar findings.58,59

Another longitudinal study of young
smokers conducted from1985 to1995 showed
that whereas the rate for both Whites and
Hispanics aged 18 years was 31%,60 AAs had
the lowest rate, at 11%. However, in the 5-year
transition into adulthood, by age 23 years AA
youths had the biggest increase in smoking
prevalence, jumping to 20%; their White and
Hispanic peers only rose to 33% and 35%,
respectively (Figure 3). This larger increase in
smoking rates among AA young adults may have
resulted from their newfound ability to afford
to purchase cigarettes as they entered the work-
force. Although there is evidence of delayed
smoking initiation among AAs and partial
‘‘catching up’’ in the postschool years, the
lower smoking prevalence among AAs com-
pared with Whites appears to persist into
young adulthood.

FACTORS EXPLAINING THE
DECLINE IN SMOKING

We have established that, compared with
other racial/ethnic groups, fewer AA youths
have initiated smoking, and AA youths have
tended to wait longer to initiate smoking,
resulting in lower smoking prevalence among
AA youths. But what is causing these trends? A
number of hypotheses have been proposed.

Other Forms of Tobacco, Alcohol, and

Other Drugs

Some authors have suggested that AA
youths have substituted other forms of tobacco,
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alcohol, or other drugs for cigarettes.11,12

However, there was an overall decline in the
use of both licit and illicit drugs among AA
high school seniors from the mid-1970s through
the early 1990s alongside the decline in ciga-
rette use (Figure 4).5,13,14 Cocaine was the only
drug for which use increased slightly, during the
mid-1970s and early 1980s.6,13 Cocaine use
increased across all races, but it was lowest for
AAs, reaching only 6% annual prevalence at
its peak in 1983.6 AA youths usually had one of
the lowest use rates across all substances,13 and
use rates were not high enough to account for
a shift from tobacco use.

As for other forms of tobacco, most studies
focused mainly on cigarettes or smokeless
tobacco, and smokeless tobacco use has al-
ways been very low among AA youths,
reaching its peak of 4.5% in 1988 and 1989.5

There are few data on the use of other tobacco
products (OTPs) such as cigars, pipes, bidis,
and kreteks during this time period because they
did not gain popularity or receive national or
academic attention until the mid-1990s.8,61

National studies did not inquire about OTPs until
1999,8 but recent studies show that AA high
school seniors had relatively low usage rates
for cigars, bidis, pipes, and kreteks.62 AA youths
were more likely to use bidis than White
youths, but national AA rates were only 4.9%.61

Lower rates of general tobacco use have
persisted among AA 12th graders62 despite
the options of smokeless tobacco and OTPs,
making it highly unlikely that the decline in AA
youth smoking was caused by AA youths using
OTPs.

Attitudes Toward Cigarette Use

The theory of reasoned action and the theory
of planned behavior63 posit that intention is
the strongest determinant for performing a be-
havior. They also propose that intention is
influenced by a person’s attitude toward per-
forming a particular behavior and by the per-
son’s motivation to comply with the attitudes and
beliefs of people who hold key roles in the
person’s life.

Attitude and intention are the strongest
predictors for youth smoking.64,65 AA youths
were significantly more likely than were White
youths to have negative attitudes, beliefs, and
expectations toward cigarette use; to view ciga-
rettes as undesirable; and to have low intentions
to smoke. AA youths were also more likely
than were Whites to hold negative views of
smokers, to disapprove of smoking, and to see
smoking as a dirty habit.3,10,11,66,67

Public Health Education Efforts

Several studies have attributed the consid-
erable drop in smoking among youths and
adults to the 1964 Surgeon General’s report on
smoking68---70 and other public awareness ef-
forts, including the introduction of health warn-
ings on cigarette packs in 1966. Research spe-
cifically assessing the report’s impact on youths
is sparse, but Pierce and Gilpin71 have demon-
strated that the amount of health-related tobacco
coverage in the news reflected trends in public
awareness and adult and adolescent cessation
rates into the 1980s.

Furthermore, AA adolescents may be dif-
ferentially affected by the public health and

risk messages in antismoking programming,33

especially in campaigns specifically targeting
them.71---75 Ethnically focused research is sparse
for the period of interest, although a later study
found that AA 10th and 12th graders had sig-
nificantly higher recall of antismoking ads and
reported that they were affected by antismoking
ads more than Whites were.14 Studies examining
differential effects of the American Legacy
Foundation’s ‘‘Truth’’ campaign found that AA
youths were more likely to be affected by
antitobacco advertising than were their White
peers because AA youths had lower rates of
smoking initiation and held stronger antitobacco
views.76,77 This finding may suggest that AA
youths may pay attention to, interpret, and pro-
cess antitobacco media and health education
efforts differently from White youths. If AA
youths attended to and processed antismoking
messages differently, that would be consistent
with their stronger concerns about severe ciga-
rette-related health issues.3,11,78,79

Family

Unlike White youths, parental sociodemo-
graphic factors (e.g., parent education) and
socioeconomic status were not associated with
smoking among AA youths.80,81 Even maternal
smoking did not seem to significantly affect
smoking status in AA youths.82 Rather, parental
concern about smoking was one of the major
correlates of cigarette use for AA youths.79,83 AA
parents were more likely than were White
parents to oppose smoking and to explicitly
express antismoking sentiments, which may have
influenced their children’s attitudes.78,84---87

Their higher levels of parental involvement in
smoking prevention and closer parent-child
interaction and supervision were more likely to
reduce the likelihood of smoking for AAs than
for Whites.78,81,86,87 AA parents also monitored
their children more closely, which might have
allowed fewer opportunities for errant behav-
iors.88,89

One factor that may have particularly af-
fected AA youths’ smoking prevalence was the
rather large increase in the proportion of AA
youths living in households with only the
mother, which rose from 29.5% in 1970 to
51.2% in 1990 (compared with a correspond-
ing change from 7.8% to 16.2% in White
households).90 Mothers have a lower smoking
prevalence and more negative views of smoking

Source. Fisher et al.49 Printed with permission.

FIGURE 3—Thirty-day smoking rates among people aged 18 and 23 years, by race/ethnicity:

United States, 1990 and 1995.
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across racial groups, so the increased proportion
of AA youths living in households headed by the
mother may help explain AA youths’ attitudes
about smoking.

Peers and Community

Peer use is one of the strongest predictors of
cigarette use among adolescents, regardless
of ethnicity, though AA youths were less likely
to be negatively influenced by friends who
smoked.64,78,82,88,91---96 AA youths were less
likely than were White youths to report being
affected by perception of prevalence, and they
were also less likely to report having friends who
engaged in smoking or drug behaviors.11,67 Per-
haps, as a result of these factors, they were
consequently less likely to be offered ciga-
rettes,60 leading to fewer opportunities to begin
experimenting.

The AA community and AA culture have
held unfavorable views toward smoking.13,60

AA adults were more likely to consider smoking
as a serious problem and concern, to favor
restricting youth access to cigarettes, and to
forbid smoking in their cars.3,97 Prominent AA
community leaders have spoken out against
cigarettes and have developed antismoking
campaigns targeting the AA community.98 AA
youths living in predominantly AA neighbor-
hoods were less likely to smoke than were AAs
living in predominantly White environs,99 sug-
gesting that youth smoking was less acceptable in
the AA community. A focus group study found
that AA youths were more likely to believe
that more White youths smoked and that AA
youths considered smoking as a White activity,87

suggesting that racial/ethnic pride may have
played a role as well.100

An additional factor that may have differ-
entially affected attitudes toward smoking
among AA youths was the increased visible
health impact of smoking on AA adults starting

in the 1970s. For example, between 1950 and
1960, age-adjusted death rates from lung can-
cer among AA men surpassed those among
White men, and they remained more than
30% higher from the 1970s through the
1990s.3 The experience of seeing an increasing
number of smoking-caused deaths in the com-
munity and among family members may have
strengthened antismoking attitudes among AA
youths and families since the 1970s.

Religion

Most religions have rather conservative
views about substance use, so it is not surpris-
ing that the extent of religious activity served
as a protective factor against cigarette use
for both White and AA youths, even after
controlling for key sociodemographic fac-
tors.13,101---106 The relationship was stronger for
AAs,99 perhaps because AAs in this birth cohort
have consistently been found to have higher

Source. Wallace et al.6 Printed with permission.

FIGURE 4—Prevalence of use of (a) marijuana, (b) cocaine, (c) alcohol, and (d) tobacco among high school seniors, by race/ethnicity: United

States, 1976–2000.
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rates of worship attendance and other religious
activities than White youths, largely because of
parental mandates.31,107---116 Furthermore, AA
youths often cited moral and ethical reasons for
not smoking,79 suggesting a motivation to com-
ply with the church’s antidrug tenets. Perhaps
this finding is also a reflection of AA youths being
more religiously involved.

Youth participation in religious activity has
also been linked to positive social relationships
and prosocial behavior,117,118 higher self-
esteem,119 lower stress,120 successful academic
work, positive ethnic identity formation, and
enduring positive relationships,121---124 many of
which have been inversely associated with ciga-
rette and drug use.10,39,64,125 Involvement in the
church may also be associated with stronger
family ties,126---128 which have a favorable impact
on AA youths’ smoking rates. Youths with strong
religious ties and familial bonds were even less
likely to use alcohol and drugs.118,129 However,
there is little evidence to suggest a specific in-
crease in religious participation among AA
youths in the United States since the 1970s.130

Cigarette Pricing and Taxes

Studies have shown that cigarette use was
inversely correlated with cigarette price in-
creases.10,131---134 Minorities, lower-income peo-
ple, and youths were even more likely to reduce
or quit smoking in response to cigarette price
increases.10,135,136 Studies estimated that youths
were at least 3 times more responsive to price
increases than adults were, such that for each
10% increase in cigarette price, there was an
estimated 7% to 14% decline in adolescent
prevalence.137---141 AA youths were even more
responsive,128,137 such that there was a 16.5%
drop in prevalence for young AA men in re-
sponse to price increases, compared with 8.6%
for young White men.142 AA smokers aged
between 18 and 24 years were more responsive
to price than were older smokers.135

Between 1979 and 1984, accounting for
inflation and price adjustment, the cost of
cigarettes increased by 14%; between 1984
and 1989, the cost of cigarettes increased an
additional 23%.33 These increases in price co-
incide with the large drop in AA youths’ cigarette
smoking; as cigarette use among White youths
began to level off in the 1980s, the rates for AA
youths continued to decline.5,14,18 Several have
argued that these patterns may be reflective of

the inability of minority youths, who are often
from lower-income households with less dispos-
able income than White families,143 to financially
initiate or sustain the behavior.24,137,144 It has
also been suggested that financial hardship itself
leads to greater religiosity and stronger familial
ties, which have been associated with lower
smoking rates.24,145

An additional economic impact differentially
affecting AA families stems from the marked
increase in use of food stamps within AA
families from the late 1960s onward. In the late
1960s, $64 worth of food stamps could be
purchased for $20, but by 1977 food stamps
were provided for much larger amounts at no
charge. In 1970, 4.3 million American families
received food stamps; that figure escalated to
26.6 million by 1995. A study of a representa-
tive sample of US children aged 1 to 20 years
from 1968 to 1997 (during which time the
country’s unemployment rate more than dou-
bled) found that 90% of AA children lived
at some time with a family in receipt of food
stamps (compared with 37% of White chil-
dren).146 Food stamps cannot be used to pur-
chase tobacco, so during this time frame a much
greater proportion of the disposable income of
AA families consisted of benefits (such as food
stamps) that could not be used for tobacco. This
may partly explain the differential decrease in
youth smoking rates from the 1970s to the
1990s.147

Restricted Access to Minors and

Smoking Bans

Until the 1970s, several tobacco compa-
nies––including Lorillard Tobacco, the maker
of Newport cigarettes––used a marketing strat-
egy that consisted of dispensing free cigarettes,
either in buy-1-get-1-free promotions or free
giveaways, especially in urban areas. These
giveaways made cigarettes widely available,
and tobacco companies have been accused of
specifically targeting AA youths with the free
product. This may in part contribute to the
initially high rates of AA smokers, which were
more comparable to those of White youths
before the sudden decline. When a ban was
implemented in the 1970s outlawing the
distribution of free cigarettes, the removal of
free cigarettes during this time period may have
contributed to the reduction of smoking among
AA youths.148 The widespread distribution of

free mentholated cigarettes to AA youths
throughout the1960s may even help explain the
initially comparable rates of AA and White
youth smokers in the early 1970s.

Later bans and restrictions do not appear to
make substantial contributions to the decline in
AA youth smoking. Bans restricting the sale
of cigarettes to minors usually defined ‘‘minors’’
as children younger than 18 years, although
laws were often not enforced and merchants
continued to sell cigarettes to minors during the
1970s, throughout the 1980s, and into the
1990s.149 Studies employing youths to buy
cigarettes found that cigarettes were easily ac-
cessible; minors were able to successfully pur-
chase cigarettes 68% to100% of the time.150---152

Other surveys, with respondents as young as
13 years, found that 68% of minor smokers
reported that they successfully bought their own
cigarettes.153,154 One study found that when
minors presented clerks with identification
showing their age as a minor, clerks were even
more likely to sell cigarettes to them.155 Fur-
thermore, merchants were more likely to sell to
AA youths than to White youths,156 and AA
youths were more likely than were Whites to live
in communities where merchants sold to mi-
nors,157,158 did not ask for identification,159 and
sold single cigarettes (‘‘loosies’’).160,161 Youths
also had relatively easy access via vending
machines, although stores and gas stations were
the most frequent source of youth cigarette
purchases.10,153,159

Restrictions on smoking in public and dates
of implementation varied by state, but most
states had laws banning tobacco use by stu-
dents in schools.10 Although studies found that
the strength of state smoking laws was a signi-
ficant predictor of reduced cigarette use,68,162

these laws most likely did not make major
contributions to the decline in smoking pre-
valence among AA youths. Because of their
status as minors, youths were likely not able to
smoke in many indoor establishments anyway
because of parents, teachers, or other authority
figures.

Advertising to African American

Audiences

Tobacco companies targeted their marketing
strategies toward AA communities in the late
1970s and early 1980s.3 However, smoking
rates among AA youths still declined, despite the
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fact that they were undeniably bombarded with
cigarette advertising and promotions as the
tobacco industry designed products made spe-
cifically for AAs, forged alliances with prominent
cultural organizations such as the NAACP,
created corporate sponsorships, and donated
scholarships to AA college students.3,163,164

Regardless, the advertisements did not
seem to effectively appeal to AA youths,3

who were more likely than were White youths
to have negative interpretations of cigarette
advertisements.75

Discussion

Between the mid-1970s and early 1990s,
AA youths experienced a sizable and ubiqui-
tous decline in cigarette smoking rates that was
much steeper than the decline that occurred
among their White peers. Both decreased
initiation rates and increased quit rates among
AA youths contributed to the reduction in
prevalence. It appears that the lowered smok-
ing rates among AA youths in the 1980s may
have been partially offset by a delay in initia-
tion until age18 years or older.57 Although AAs
had significantly lower smoking rates than did
Whites in adolescence, smoking rates among AA
and White adults were similar.4,10 However, the
primary reason for similar smoking rates be-
tween adult AAs and adult Whites (despite lower
initiation rates in AAs) appears to be that adult
AA smokers have consistently had lower smok-
ing cessation rates than have Whites, despite
smoking significantly fewer cigarettes per
day.55,165,166 Recent studies have found that the
lower quit rates among AA adult smokers appear
to be specific to the 80% of AA smokers who
prefer mentholated cigarettes.167---169 The delay
of tobacco initiation combined with lower ces-
sation rates in adulthood lead adult AAs to have
a smoking prevalence similar to that of adult
Whites.

From the mid-1970s through the early
1990s, AA adolescents experienced a decline
in use of marijuana, alcohol, and other drugs,
contradicting the theory that AA youths turned
to alternative substances. If AAs had turned
their attention to other substances as an alter-
native for initiating cigarette use64,94 or to
replace cigarettes upon cessation, there would be
a marked increase in the prevalence of other
substances. However, the data do not support
this. Also, alternative forms of tobacco, alcohol,

and other drugs were usually used in tandem
with cigarettes and not in lieu of them.52,170

The removal of free cigarettes in AA com-
munities coincides with the onset of the decline
and may have contributed to it. This could
have delayed initiation of cigarette use or
prompted sudden cessation. Although Tau-
ras171 attributes the decline in youth smoking to
other laws restricting access to minors, a vast
body of literature shows that youths, especially
AA youths, had easy access to cigarettes.

Cigarette prices seemed to be one of the
major forces driving consumption. As cigarette
prices rose, cigarette use among youths de-
clined, especially among AA youths, who were
particularly responsive to climbing cigarette
prices. Several studies speculated that price was
more influential on AA youths because they
had less disposable income than did White
youths136 to spend on cigarettes, alcohol, and
other substances,24,136 which was a result of
higher adult and youth unemployment rates
more frequently affecting AA families172---174

during that time.146

In addition to the overall effects on US
smoking prevalence of the surgeon general’s
warning about the negative health conse-
quences of cigarettes, the literature suggests
that antitobacco programming had differential
effects on AA and White youths. This finding is
consistent with the tendency of AA youths to
cite negative health consequences as reasons
for not smoking. From the 1950s through the
1990s, AA male lung cancer rates increased
significantly more than did White male lung
cancer rates, perhaps adding to the negative
perception of smoking and its impact on health
among AA youths. In addition, AA youths were
less likely to perceive benefits associated with
smoking, such as appetite suppression and weight
control.82,175 White adolescents were more likely
than were AA adolescents to report that they
used cigarettes to control their appetite and
weight.53 White female adolescents were also
more likely to perceive smoking as a behavior
that empowered them and enhanced their image,
whereas AA female adolescents were more likely
to believe that people smoked because others
smoked.79,87 Perhaps when there are fewer
perceived benefits, there is less of an incentive to
begin or maintain smoking behavior.176,177

Additional protective factors, such as family
ties and peer prevalence and influence, may

also have contributed to reduced cigarette
use. AA youths held negative attitudes toward
smoking, which is predictive of nonsmoking
behavior. They also experienced lower
amounts of prosmoking and social influences,
which may have helped further fuel their own
antismoking views. With respect to key re-
lationships, AA youths had stronger parental
and religious ties than did White youths;
consequently, they had increased motivation to
comply with the strong antismoking positions,
attitudes, and views of their parents, church
leaders, and peers. Cigarette use patterns for
high school seniors were also inversely related
to level of school involvement, number of
social evenings out, and level of religious
commitment.13,39 The level of prosocial activities
(e.g., family, church, or community involvement)
and sports were found to be negatively associ-
ated with smoking.64,79,94,99 AAs who had
higher grades, who were heavily involved in
school, or who felt that college was a viable
option in their future were less likely to
smoke.32,64,82

Perhaps all of these correlates were related
to the amount of direct adult influence and
supervision as provided in schools, places of
worship, and homes.13 Although the literature
does not suggest marked changes in these latter
factors during the period of interest, it is possible
these factors supplemented the decline driven
by other (largely socioeconomic) factors.

Conclusions

Increases in cigarette price caused by in-
creased federal and state excise taxes have
become a crucial policy tool for reducing ciga-
rette use, especially among AA youths.131,177,178

The literature suggests that social and economic
factors may have contributed in tandem to the
steeper reductions in tobacco use among AA
youths than among White youths during the mid-
1970s and early 1990s. The timing of a large
increase in the proportion of AA youths living in
single-mother households, increased economic
difficulty, increased dependence on food stamps,
and increases in cigarette prices may have
particularly affected AA youths’ smoking more
than White youths’ smoking.

In addition, communications from the US
surgeon general regarding the negative conse-
quences of cigarettes, increased lung cancer
rates among AA men, and the removal of
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free cigarette marketing may have also led to a
drop in smoking among AA youths. AA youths
were more likely to have parents with anti-
smoking views, close parental ties, strong re-
ligious affiliations, positive prosocial activities,
fewer smoking peers, and lower peer influence;
these factors may have performed an addi-
tional protective function, although such fac-
tors may have existed before the onset of the
decline.

Hypotheses attributing AA youths’ decline
in tobacco use to AA youths using alternative
drugs, having restricted access to cigarettes,
being less honest in surveys, or having lower
attendance at school were not supported.
The relative reduction in AA youths smoking
since the mid-1970s has likely caused the
relative reduction in lung cancer rates in
young adult AAs from the 1990s into the
21st century. j
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