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TosA&D-FREE
Kids’ TOLL OF TOBACCO IN THE UNITED STATES OF AMERICA

Tobacco Use in the USA

High school students who are current (past month) smokers: 20.0% or 3.5 million [Boys: 21.3% Girls: 18.7%]
High school males who currently use smokeless tobacco: 13.4% [Girls: 2.3%)]

Kids (under 18) who try smoking for the first time each day: 3,500+

Kids (under 18) who become new regular, daily smokers each day: 1,000+

Kids exposed to secondhand smoke at home: 15.5 million

Workplaces that have smoke-free policies: 68.6%

Packs of cigarettes consumed by kids each year: 800 million (roughly $2.0 billion per year in sales revenue)
Adults in the USA who smoke: 19.8% or more than 45 million [Men: 22.3% Women: 17.4%)]

Deaths & Disease in the USA from Tobacco Use

People who die each year from their own cigarette smoking: approx. 400,000

Adult nonsmokers who die each year from exposure to secondhand smoke: approx. 50,000

Kids under 18 alive today who will ultimately die from smoking (unless smoking rates decline): 6,000,000+
People in the USA who currently suffer from smoking-caused iliness: 8.6 million

Smoking kills more people than alcohol, AIDS, car accidents, illegal drugs, murders, and suicides combined, with thousands
more dying from spit tobacco use. Of the roughly 400,000 kids who become new regular, daily smokers each year, almost a
third will ultimately die from it. In addition, smokers lose an average of 13 to 14 years of life because of their smoking.

Tobacco-Related Monetary Costs in the USA

Total annual public and private health care expenditures caused by smoking: $96 billion
-Annual Federal and state government smoking-caused Medicaid payments: $30.9 billion
[Federal share: $17.6 billion per year. States’ share: $13.3 billion]
- Federal government smoking-caused Medicare expenditures each year: $27.4 billion
- Other federal government tobacco-caused health care costs (e.g. through VA health care): $9.6 billion

e Annual health care expenditures solely from secondhand smoke exposure: $4.98 billion

Additional smoking-caused health costs caused by tobacco use include annual expenditures for health and developmental
problems of infants and children caused by mothers smoking or being exposed to second-hand smoke during pregnancy or
by kids being exposed to parents smoking after birth (at least $1.4 to $4.0 billion). Also not included above are costs from
smokeless or spit tobacco use, adult secondhand smoke exposure, or pipe/cigar smoking.

Productivity losses caused by smoking each year: $97 billion

[Only includes costs from productive work lives shortened by smoking-caused death. Not included: costs from smoking-
caused disability during work lives, smoking-caused sick days, or smoking-caused productivity declines when on the job.]
Annual expenditures through Social Security Survivors Insurance for the more than 300,000 kids who have lost at
least one parent from a smoking-caused death: $2.6 billion

Other non-healthcare costs from tobacco use include residential and commercial property losses from smoking-caused fires
(about half a billion dollars per year) and tobacco-related cleaning & maintenance ($3 billion).

e Taxpayers yearly fed/state tax burden from smoking-caused gov't spending: $70.7 billion ($630 per household)

e Smoking-caused health costs and productivity losses per pack sold in USA (low estimate): $10.28 per pack
e Average retail price per pack in the USA (including sales tax): $4.20

Tobacco Industry Advertising & Political Influence

e Annual tobacco industry spending on marketing its products nationwide: $13.4 billion ($36+ million each day)

Research studies have found that kids are three times as sensitive to tobacco advertising than adults and are more likely to
be influenced to smoke by cigarette marketing than by peer pressure; and that a third of underage experimentation with
smoking is attributable to tobacco company advertising and promotion.

e Annual tobacco industry contributions to federal candidates, political parties, and PACS: Over $3 million
e Annual tobacco industry expenditures lobbying Congress: Over $20 million

Tobacco companies also spend enormous amounts to influence state and local politics; and, when threatened by the federal
McCain tobacco control bill in 1998, spent more than $125 million in direct and grassroots lobbying to defeat it. Since 1998,
Altria (Philip Morris) has spent more on lobbing Congress than any other business.

Campaign for Tobacco-Free Kids, December 1, 2008 / Eric Lindblom
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Youth tobacco use. 2007 National Youth Risk Behavior Survey (YRBS). The 2006 National Youth Tobacco Survey (YTS), with a ditterent methodology
than the YTS, found that 19.7% of U.S. high school kids smoke and 13.4% of high school males use spit tobacco, but the results from the YRBS and YTS
cannot be compared because they use different methodologies. Current smoker defined as having smoked in the past month. YRBS is done in odd-
numbered years, YTS in even. See, also, Inst. for Social Research, Univ. of Mich., Monitoring the Future Studies, http:/monitoringthefuture.org/new.html.
Youth initiation. Substance Abuse and Mental Health Services Administration, U.S. Dept of Health and Human Services (HHS), “Results from the 2007
National Survey on Drug Use and Health,” 2008. http://www.oas.samhsa.gov. Secondhand smoke exposure. CDC, “State-Specific Prevalence of
Cigarette Smoking Among Adults, and Children’s and Adolescents’ Exposure to Environmental Tobacco Smoke — United States 1996,” MMWR 46(44):
1038-1043, November 7, 1997. Good data not currently available re adult exposure to secondhand smoke at home or the numbers of adults or kids
exposed to SHS outside the home. Smoke-free workplaces. Shopland, D., et al., "State-Specific Trends in Smoke-Free Workplace Policy Coverage:
The Current Population Survey Tobacco Use Supplement, 1993 to 1999," Journal of Occupational and Environmental Medicine 43(8): 680-86, August
2001. Packs consumed by kids. J. DiFranza & J. Librett, “State and Federal Revenues from Tobacco Consumed by Minors,” American Journal of
Public Health 89(7): 1106-1108, July 1999; Economic Research Service, U.S. Department of Agriculture, Tobacco Briefing Room, Table 8,
http://www.econ.ag.gov/Briefing/tobacco/. See, also, Cummings, et al., "The lllegal Sale of Cigarettes to US Minors: Estimates by State," American
Journal of Public Health 84(2): 300-302, February 1994. Adult smoking. National Center for Health Statistics, 2007 Nat'l Health Interview Survey.
Smoking deaths. CDC, "Annual Smoking-Attributable Mortality, Years of Potential Life Lost, and Productivity Losses -- United States 2000-2004," MMWR
57(45), November 14, 2008. Smoking-caused disease. CDC, “Cigarette Smoking-Attributable Morbidity — United States, 2000” MMWR 52(35): 842-844,
September 5, 2003. http://www.cdc.gov/mmwr/PDF/wk/mm5235.pdf. See, also, U.S. General Accounting Office (GAO), "CDC's April 2002 Report on
Smoking: Estimates of Selected Health Consequences of Cigarette Smoking Were Reasonable," letter to U.S. Rep. Richard Burr, July 16, 2003,
http://www.gao.gov/new.items/d03942r.pdf.

Smoking-caused costs: CDC, "Annual Smoking-Attributable Mortality, Years of Potential Life Lost, and Productivity Losses -- United States 2000-2004,"
MMWR 57(45), November 14, 2008. See also, CDC, Sustaining State Programs for Tobacco Control: Data Highlights 2006 [and underlying CDC data and
estimates], http://www.cdc.gov/tobacco/data_statistics/state data/data_highlights/2006/index.htm. Zhang, X., et al., “Cost of Smoking to the Medicare
Program, 1993,” Health Care Financing Review 20(4): 1-19, Summer 1999 [nationwide smoking-caused health costs = $89 billion in 1997 or $108 hillion
in 2002 dollars]. Health Care Financing Administration [federal gov't reimburses the states, on average, for 57% of their Medicaid expenditures]. Office of
Management and Budget, The Budget for the United States Government - Fiscal Year 2000, Table S-8 at page 378, January 1999. CDC's Data
Highlights 2006 provides cost estimates that have been adjusted for inflation and put in 2004 dollars. To make the other cost data similarly current and
more comparable, they have also been adjusted for inflation and put in 2004 dollars, using the same CDC methodology. Pregnancy-related costs.
Adams, E.K. & C.L. Melvin, “Costs of Maternal Conditions Attributable to Smoking During Pregnancy,” American Journal of Preventive Medicine 15(3):
212-19, October 1998; CDC, “Medical Care Expenditures Attributable to Cigarette Smoking During Pregnancy,” MMWR 46(44), November 7, 1997,
Aligne, C.A. & J.J. Stoddard, “Tobacco and Children: An Economic Evaluation of the Medical Effects of Parental Smoking,” Archives of Pediatric and
Adolescent Medicine, 151: 648-653, July 1997. Stoddard, JJ & B. Gray, “Maternal Smoking and Medical Expenditures for Childhood Respiratory lliness,”
American Journal of Public Health 87(2): 205-209, February 1997. SHS Costs. Behan, DF et al., Economic Effects of Environmental Tobacco Smoke,
Society of Actuaries, March 31, 2005, http://www.soa.org/files/pdf/ETSReportFinalDraft(Final%203).pdf. Smoking & SSSI costs: Leistikow, B., et al.,
"Estimates of Smoking-Attributable Deaths at Ages 15-54, Motherless or Fatherless Youths, and Resulting Social Security Costs in the United States in
1994," Preventive Medicine 30(5): 353-360, May 2000 [put in 2004 dollars]. Fire costs. J. R. Hall, Jr., National Fire Protection Association, The Smoking-
Material Fire Problem, November 2007, http://www.nfpa.org/assets/files//PDF/OS.SmokingMaterials.pdf; U.S. Fire Administration/National Fire Data
Center, U.S. Federal Emergency Management Agency (FEMA), Residential Smoking Fires and Casualties, Topical Fire Research Series 5(5), June 2005,
http://www.usfa.fema.gov/downloads/pdfitfrs/v5i5.pdf. Cleaning and maintenance costs. D. Mudarri, U.S. Environmental Protection Agency, Costs and
Benefits of Smoking Restrictions: An Assessment of the Smoke-Free Environment Act of 1993 (H.R. 3434), submitted to Subcommittee on Health and the
Environment; Energy and Commerce Committee, U.S. House of Representatives, April 1994. CDC, Making Your Workplace Smokefree: A Decision
Maker's Guide, 1996. Other non-health costs. U.S. Dept. of the Treasury, Economic Costs of Smoking in the U.S. and the Benefits of Comprehensive
Tobacco Legislation, 1998; Chaloupka, F.J. & K.E. Warner, “The Economics of Smoking,” in Culyer, A. & J. Newhouse (eds), The Handbook of Health
Economics, 2000; CDC, MMWR 46(44), November 7, 1997. Tobacco tax burden. Smoking-caused federal/state tax burden equals listed government
expenditures plus 3% of total tobacco-caused health costs to account for unlisted federal/state smoking costs. CDC, "Medical Care Expenditures
Attributable to Smoking -- United States, 1993," MMWR 43(26): 1-4, July 8, 1994. Average retail price per pack. Orzechowski & Walker, The Tax Burden
on Tobacco, 2006, and media reports.

Tobacco marketing. U.S. Federal Trade Commission (FTC), Cigarette Report for 2004 and 2005, 2007 [data for top five manufacturers only],
http://www.ftc.gov/reports/tobacco/2007cigarette2004-2005.pdf; FTC, Federal Trade Commission Smokeless Tobacco Report for the Years 2004 and
2005, 2007 http://www.ftc.gov/reports/tobacco/0205smokeless0623105.pdf [top five manufacturers]. See, also Campaign fact sheet, Increased Cigarette
Company Marketing Since the Multistate Settlement Agreement Went into Effect. Tobacco marketing studies. R. Pollay, et al., “The Last Straw?
Cigarette Advertising and Realized Market Shares Among Youths and Adults,” Journal of Marketing 60(2):1-16, April 1996. N. Evans, et al., “Influence of
Tobacco Marketing and Exposure to Smokers on Adolescent Susceptibility to Smoking,” Journal of the National Cancer Institute 87(20): 1538-45, October
1995. J.P. Pierce et al., “Tobacco Industry Promotion of Cigarettes and Adolescent Smoking,” Journal of the American Medical Association 279(7): 511-
505, February 1998 [with erratum in JAMA 280(5): 422, August 1998]. Tobacco industry political contributions, lobbying, political advertising.
Federal Election Commission. Common Cause, http://www.commoncause.org. Public Citizen, http://www.citizen.org/tobacco. Center for Responsive
Politics,_http://www.opensecrets.org. Torry, S. & N. Abse, "Big Tobacco Spends Top Dollar to Lobby," Washington Post, April 9, 1999. Jamieson, K., "Tax
and Spend" vs. "Little Kids": Advocacy and Accuracy in the Tobacco Settlement Ads of 1997-8, Annenberg Public Policy Center, Univ. of Penn., August 6,
1998. Media reports. TFK website, http://tobaccofreekids.org/reports/contributions. Center for Public Integrity, http://www.publicintegrity.org.

Other major source of State tobacco-related data: CDC, state-specific tobacco information, http://www.cdc.gov/tobacco/statehi/statehi.htm.
All CDC MMWR's at http://www.cdc.gov/immwr. Abstracts of many of the cited articles at PubMed, http://www.nchi.nIm.nih.gov/entrez.
Related Campaign Fact Sheets, available at http://www.tobaccofreekids.org or http://tobaccofreekids.org/research/factsheets.
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FDA REGULATION:

A Common-Sense Plan To Protect Kids From Tobacco
S.625/H.R. 1108

Background

Bipartisan legislation (S.625/H.R. 1108) has been introduced in the House by Representatives
Henry Waxman and Tom Davis and in the Senate by Senators Kennedy and Cornyn that would
grant the U.S. Food and Drug Administration (FDA) authority to regulate tobacco products.

H.R. 1108 passed the House on July 30" by an overwhelming and bipartisan vote of 326 to 102.
S.625 has passed the Senate Committee on Health, Education, Labor and Pensions and
currently has 60 sponsors/cosponsors.

Why This Bill Is Needed

Tobacco use is the leading preventable cause of death in the United States, killing more than
400,000 Americans every year and resulting in $96 billion in health care costs every year.

Every day, approximately 3,500 kids will try a cigarette for the first time, and another 1,000 will
become new, regular daily smokers. One-third of these kids will eventually die prematurely as a
result of their addiction.

Despite tobacco’s huge societal costs, tobacco products are the most unregulated consumer
products on the market today; they are exempt from important and basic consumer protections,
such as ingredient disclosure, product testing and restrictions on marketing to children.

What This Bill Will Do

H.R. 1108/S.625, the “Family Smoking Prevention and Tobacco Control Act,” amends the
Federal Food, Drug, and Cosmetic Act (FFDCA) to grant the Food and Drug Administration
(FDA) the authority to regulate the advertising, marketing and manufacturing of tobacco
products.

The bill adds a new chapter to the FFDCA to regulate tobacco products. Tobacco products
would not be regulated under the “safe and effective” standard currently used for other products
under the agency’s purview, but under a new standard -- “appropriate for the protection of the
public health.”

The key features of H.R. 1108/S.625 are outlined below:
1. Reinstate FDA’s 1996 Rule -- This legislation would require that the FDA’s 1996 Rule,
which restricted tobacco marketing and sales to youth, take effect within one year of enactment

of the legislation. These regulations:

e Ban all outdoor tobacco advertising within 1,000 feet of schools and playgrounds,
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e Ban all remaining tobacco-brand sponsorships of sports and entertainment events,
Ban free giveaways of any non-tobacco items with the purchase of a tobacco product or in
exchange for coupons or proof of purchase,

o Limit advertising in publications with significant teen readership as well as outdoor and
point-of-sale advertising, except in adults-only facilities, to black-and-white text only,

e Restrict vending machines and self-service displays to adult-only facilities, and
Require retailers to verify age for all over-the-counter sales and provide for federal
enforcement and penalties against retailers who sell to minors.

2. Grant FDA specific authority to restrict tobacco marketing -- The Secretary of
Health and Human Services (HHS) would be given authority to develop regulations that impose
restrictions on the advertising and promotion of a tobacco product consistent with and to the full
extent permitted by the first amendment to the Constitution. These regulations would be based
on whether they would be appropriate for the protection of the public health as a whole.

3. Require detailed disclosure of ingredients, nicotine and harmful smoke
constituents -- Tobacco companies would be required to give the FDA the information the
agency needs to require changes to tobacco products to reduce the harm they cause and to
better educate the public about the health effects of tobacco use and the dozens of carcinogens
in tobacco products. For example, tobacco companies would be required to disclose to the FDA
the ingredients in each existing tobacco product by brand and by quantity in each brand,
including all smoke constituents. They must also inform the FDA of any changes to the product.

4, Allow FDA to require changes to tobacco products to protect the public health --
FDA would be granted authority to require changes in current and future tobacco products to
protect public health, such as the reduction or elimination of harmful ingredients, additives and
constituents. FDA would be granted authority to change nicotine yields; only Congress could
ban nicotine from the product.

5. Strictly regulate “reduced harm” products -- This legislation would prohibit the use of
descriptors, such as “light”, “mild” and “low” to characterize a product on labels or in advertising.
In addition, a manufacturer must first file an application and receive an order before they market
any tobacco product as presenting a “modified risk.” FDA would have authority to review the
marketing of such products and determine if the applicant demonstrates that the product, as
actually used by consumers, will significantly reduce harm and the risk of tobacco-related
disease to individual tobacco users and benefit the health of the population as a whole — taking
into account both users of tobacco products and persons who do not currently use tobacco
products.

6. Require bigger, better health warnings -- This legislation would require stronger, more
specific health warnings. H.R. 1108 would require health warnings to cover the top 30% of the
front and rear panels of the package and would give FDA the authority to require graphic
warning labels that cover 50% of the front and rear panels of the package. S. 625 would require
warning labels to cover the top 50% of the front and rear panels of the package. Under the
legislation, warnings must bear the word “warning” in capital letters and 17-point type, the FDA
would be empowered to revise labeling requirements including text and format size, and the
same warning labels would be required in advertising and must comprise at least 20% of the
advertisement’s area.

7. Fund FDA activity through a user fee on manufacturers of cigarettes, cigarette
tobacco and smokeless tobacco, allocated by market share -- The legislation allocates
payment of all tobacco product-related FDA costs among the manufacturers of cigarettes,
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cigarette tobacco and smokeless tobacco products sold in the United States, based on the
manufacturers’ respective shares of the entire U.S. tobacco product market.

Who Supports S.625/H.R. 1108

Public health organizations, including the American Cancer Society Cancer Action Network,
American Heart Association, American Lung Association and the Campaign for Tobacco-Free
Kids, have endorsed this legislation. This legislation also has the support of almost 700 public
health, faith and other organizations from around the country. Recent surveys have indicated
that 70 percent of voters support this common-sense legislation.
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LARGE PUBLIC HEALTH BENEFITS, COST SAVINGS AND NEW REVENUES
o FROM SUBSTANTIAL FEDERAL TOBACCO TAX RATE INCREASES
!

Increasing the Federal tobacco tax is a win-win-win solution: a public health win that reduces smoking
and saves lives, a financial win that raises much-needed revenue and reduces smoking-caused health
care costs, and a political win because tobacco taxes have the strong support among the public,
including likely voters.

Numerous economic studies, Surgeon General Reports, the 2007 Institute of Medicine report on tobacco
control, and the 2007 report of the President’s Cancer Panel have all confirmed the power of tobacco tax

rate increases to sharply reduce tobacco use and related harms and costs, especially among youth,
pregnant women, and persons with lower incomes. Larger tobacco tax rate increases will, of course,
produce much larger amounts of revenue, public health benefits and future health care and other cost
savings than smaller increases.

Some of the Public Health Benefits from Increasing the Federal Cigarette Tax Rate

Fewer Smoking 5-Year 5-Year S-Year Overall Medicaid | Medicare
Tax Youth Future Fewer Caused Smoking | Heart & Sm_oklng- Long-Term| Share of | Share of
Increase Smoker Youth Adult Deaths Ha_rmed Str_oke Blr_ths Hez_:llth Hez_;\Ith Hez_;\Ith
Per Pack | Decline Smokers Smokers Avoided B|r_ths Sa_lv_lngs Sa_lv_lngs S?.;lv.lngs ng_lngs ng_lngs
Avoided | (Millions) | (Millions) | (Billions) | (Billions) | (Billions)
$0.50 8.2% | 259,400 | 832,700 | 738,100 | 202,900 | $402.3 $344.9 $36.3 $6.1 $7.0
$0.61 10.0% | 317,200 (1,016,100 900,700 | 247,700 | $490.8 $421.1 $44.3 $7.4 $8.6
$0.75 12.3% | 390,400 |1,249,700| 1,108,300 | 304,550 | $603.4 $517.7 $54.5 $9.1 $10.6
$1.00 16.3% | 521,200 |1,667,900| 1,479,300 | 406,000 | $804.6 $690.2 $72.7 $12.2 $14.1

The current federal cigarette tax rate is only 39 cents per pack, and has fallen well behind inflation and cigarette company price
and profit increases since it was last raised. Additional federal healthcare savings would be secured by military hospitals and
VA healthcare services.

Raising Other Tobacco Product Tax Rates Will Expand Benefits and Revenues. Raising the federal tax rates on
other tobacco products to match the increased cigarette tax rate would not only promote tax equity, but would also
maximize related state revenues, public health benefits and cost savings. In fact, recent sales of smokeless tobacco
products, cigars and roll-your-own tobacco have been increasing sharply while cigarette sales have declined, fueled in
large part by lower federal and state tax rates on other tobacco products compared to the rates on cigarettes.

Small or Multi-Year Tobacco Tax Increases Are Weak and Ineffectual. Tax increases of less than 10% of the
average pack price (currently about $4.10 nationwide) do not produce significant public health benefits or cost savings
because the cigarette companies can readily offset the beneficial impact of such small increases with temporary price
cuts, coupons, and other retail-based promotions and discounts. Splitting a tax rate increase into separate, smaller
increases over multiple years will similarly diminish if not eliminate the otherwise large public health benefits and
related cost savings (and will also reduce revenues).

Voters and the General Public Strongly Support Tobacco Tax Increases. National and state polls across the
country show overwhelming public support for tobacco tax increases. In a recent survey, for example, more than two-
thirds of likely voters supported a 75-cent federal cigarette tax increase to fund the S-CHIP program. This support
extends across party lines, from smokers and non-smokers alike, throughout all regions. Public and voter support is
highest when a significant portion of the new tobacco tax revenues are used to prevent and reduce tobacco use and
for other public health purposes.

Sources & Explanations: These projections are based on consensus research findings that a 10% cigarette price increase
reduces youth smoking rates by 6.5% or more, adult rates by 2%, and total consumption by 4%, adjusted down to be conservative.
All savings are in 2004 dollars in order to parallel the available CDC estimates, in 2004 dollars, that smoking annually causes $96
billion in healthcare costs in the United States and more than $97 billion in lost productivity. For citations to the data and research
underlying the projections presented in the table and additional explanation, please see
http://www.tobaccofreekids.org/research/factsheets/pdf/0338.pdf.

1400 | Street NW - Suite 1200 - Washington, DC 20005
Phone (202) 296-5469 - Fax (202) 296-5427 - www.tobaccofreekids.org
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def QUITLINES HELP SMOKERS QUIT

An increase in the federal cigarette excise tax to pay for SCHIP will motivate millions of smokers to try to
quit smoking while still raising hundreds of millions of dollars to fund health care for uninsured children
and families. Unfortunately, because of the addictive power of nicotine, most smokers fail when they try
to quit smoking on their own, and many do not have access to proven interventions that would greatly
enhance their chances of success.

That is why it is critical that at least a nickel's worth of new revenues from a tobacco tax increase be used
to provide and promote quitlines and other services for those smokers who want to quit. Studies show
that only 3-5 percent of smokers are able to quit without any quitting assistance.® Quitlines greatly
increase the chances that a smoker will quit successfully. The U.S. Public Health Service’s recently
updated clinical practice guideline found that quitline counseling can more than double a smoker’s
chances of quitting and quitline counseling combined with medication (such as nicotine replacement
therapy) can more than triple the chances of quitting.2 Quitlines are a cost-effective and efficient way to
reach a large number of smokers and dramatically increase success rates in quitting. It is only fair that
smokers who are paying the tax get something in return — some help if they want to quit.

While all states now provide some level of quitline services, these services are nowhere near the level
that the Centers for Disease Control and Prevention (CDC) recommends and are therefore simply not
available to the vast majority of smokers. With additional funding from a federal tobacco tax, we can
reach many more smokers and save many more lives.

Quitlines Work to Reduce Smoking

There is more evidence than ever before that quitlines are effective in helping tobacco users quit. In
2007, the Centers for Disease Control and Prevention (CDC) issued a guidance document, Best
Practices for Comprehensive Tobacco Control Programs, in which CDC recommends that a key
component of any effort to reduce the toll of tobacco include action to sustain, expand and promote
quitline services.

Quitlines can serve the following important purposes:

e Reach a large number of tobacco users in a cost-effective way by reaching racial and ethnic
communities as well as uninsured and underserved populations

e Reduce access-related barriers to treatment by providing a free telephone number that is flexible
to the caller’s schedule

e Serve as a gateway to other cessation resources (e.g. medications), and in some cases link
tobacco users to broader health-related information and resources (e.g., care for diabetes or
hypertension)

e Provide local health providers with a place to refer a smoker for help with quitting

e Offer a treatment service that is appealing to a broad spectrum of people regardless of
race/ethnicity, education level or area of residence (urban vs. rural)

Telephone counseling services have proven effective in helping people quit using tobacco and remain
abstinent.* An exhaustive review of the research literature in the U.S. Public Health Service’s updated
Treating Tobacco Use and Dependence: 2008 Update—Clinical Practice Guideline (PHS Guideline)
found strong evidence to support the use of quitline counseling to help people quit.”

e An analysis of quitlines published in 2006 found that quitlines significantly increase quit rates
compared to minimal or no counseling interventions and the addition of quitline counseling to
medication significantly improves quit rates compared to medication alone.®

1400 | Street NW - Suite 1200 - Washington, DC 20005
Phone (202) 296-5469 - Fax (202) 296-5427 - www.tobaccofreekids.org
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e A 2006 study published in the Archives of Internal Medicine found that smokers who received
counseling and medications through a quitline were more than three times as likely to remain
abstinent after quitting compared to smokers who received self-help materials through the mail and
had access to brief advice from a primary care physician.’

e A 2005 analysis of Maine’s HelpLine found that the program, which consisted of telephone counseling
and free NRT, reached uninsured smokers who may have had limited access to health care. Forty-
seven percent of smokers calling the HelpLine were either Medicaid beneficiaries or those without
health insurance.®

e A 2000 study of the California quitline program, which was implemented in 1992, found that the quit
rate for people who called the quitline was twice that of people who attempted to quit on their own.
This difference could be attributed to the higher concurrent use of counseling and cessation
medications.®

e Proactive counseling, in particular, helps smokers quit. Research suggests that one or two brief calls
are less likely to provide a measurable benefit, while three or more calls increase the odds of quitting
compared to brief advice, self-help materials or pharmacotherapy alone.°

e A 2007 study found that quitlines are an effective way to reach young adults, particularly those who
smoke daily.™

e Quitlines are most effective when they offer connections to other treatment resources, especially
medications.™ For example, when Minnesota’s QUITPLAN helpline offered free nicotine
replacement therapy to callers, the volume of calls to quitlines increased dramatically. Likewise, the
quit rate also increased because of easier access to medications and counseling services.™

e Research indicates that state quitlines are well-received and effective among callers regardless of
their race/ethnicity, education level, gender or area of residence (rural vs. urban).*

How Do Quitlines Work?

Quitlines are a telephone-based tobacco cessation counseling service that offer a variety of services to
help tobacco users quit. Quitlines in each state offer different forms of assistance in varying degrees but
are often constrained by budget issues. States determine what to offer based on the best evidence of
what works, the needs of their population and budget constraints. The typical quitline model is a
telephone counseling system where callers may speak directly with a counselor or callers are offered
options from which they can select the services they need (e.g., self-help materials, counseling,
medications, referral). Quitlines offer single or multi-session counseling to tobacco users. Multi-session
counseling can be either proactive (the quitline proactively calls the smoker back for follow-up sessions)
or reactive (the smoker has to initiate calls including any follow-up calls).

Quitlines are essential elements in the treatment process because they are free, flexible, can be tailored
to the caller’s needs and enable easy access for anyone who needs their services. A large majority of
quitlines are open every day of the week, with a few offering 24-hour help, which increases convenience
and accessibility.*> Most smokers prefer telephone services,*® and, by providing somewhat-anonymous
services, people who would be intimidated in face-to-face settings can get the help they need.*’ Eligibility
criteria, length of counseling sessions and the number of sessions allowed vary across states.

To accommodate the range of needs from the variety of callers, quitlines provide services in many
languages and tailor information to specific populations (i.e., pregnant women, smokeless tobacco users,
different age groups). These services include:™®
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e Information mailed to the caller, e Fax referrals from healthcare providers or
including self-help materials other counselors that request quitline call

e Single-session counseling smoker proactively

e Multiple-session counseling with e Materials for non-smokers to provide to
proactive follow-up to the caller their healthcare providers and people

L . . they want to help quit
e Treatment aids, including medication, ) ) )
either free or at a discount e Web-based information and services,

including chat rooms, interactive
counseling services, and emailing
services with counselors

e Referrals to local services, including
group programs or professional services

As noted previously, funding for state tobacco control programs varies widely across states and impacts
the types and intensity of programs and services that are available. However, despite differences in
current quitline funding, every state will benefit from the ability to offer enhanced quitline services. For
example, with additional funding, states could choose from a number of potential enhancements:

e Extend the hours of operation
o Offer additional proactive counseling sessions

e Expand eligibility criteria so more population groups have access to the most intensive
treatment

e Fully cover or discount the cost of FDA-approved cessation medications
o Offer counseling services in additional languages

e Promote the quitline more widely so more smokers know about it, and more are motivated to
call

Current Quitline Efforts and the Need for Additional Resources

In 2004, the U.S. Department of Health and Human Services (HHS) established a toll-free, national
telephone quitline network, 1-800-QUIT-NOW, to provide treatment support for people who wish to quit
using tobacco.™ As of June 2006, all states including Washington, DC, have their own quitlines, which
are accessible through HHS's telephone number,? however the level and quality of services available
vary greatly depending on funding. Current funding for quitlines comes from a range of sources,
including Master Settlement Agreement funds, tobacco tax revenues, federal or state governments, and
private sources (i.e., foundations, insurance companies, grants).?

Since the 1-800-QUIT-NOW network was implemented, more than 750,000 calls have been received and
re-routed to states. Call volume grew by 54 percent between 2005 and 2006 and by another 49 percent
between 2006 and 2007.% This volume, however, represents only one or two percent of all tobacco
users. CDC has concluded that state quitlines could actually reach about ten percent of a state’s tobacco
users if the quitline is sufficiently promoted and nicotine replacement therapy is made more readily
available.

Quitlines are a cost-effective way for states to provide a wide range of services for smokers who want to
quit, particularly in light of the high cost of tobacco use to our health care system. Smokers, on average,
have lifetime healthcare costs that are an estimated $17,500 higher (in 2004 dollars) than those who do
not smoke, despite smokers, on average, living shorter lives.?® Tobacco use costs the nation nearly
$100 billion a year in health care bills, including more than $30 billion in federal and state government
Medicaid program costs. Studies indicate that for every smoker who quits in response to tobacco control
measures, such as through a quitline, their total healthcare costs over the next five years would drop, on
average, by approximately $2,400.*

Unfortunately, despite all the evidence regarding quitlines and broader tobacco prevention and cessation
efforts, the states in total are only spending about 20 percent of what the CDC recommends for these life-
saving programs. The quitline component, like the broader programs, are severely under-funded.

Cigarette Tax Hikes Increase Demand for Quitline Services
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An increase in the federal excise tax will produce more calls to the state quitlines. It is therefore critical
that the states have the resources to meet the new demand that will be generated. Quitlines have been
a crucial tool for smokers who wish to quit following a state cigarette tax increase. State evidence shows
that cigarette tax increases have prompted many smokers to seek help in quitting. For example, after the
most recent cigarette tax increases in Michigan (from $1.25 to $2.00 per pack) and Montana ($0.70 to
$1.70), smoker calls to the state smoking quitlines skyrocketed. In the six months after the tax increase,
the Michigan quitline received 3,100 calls, compared to only 550 in the previous six months; and in
Montana more than 2,000 people called in the first 20 days after the tax increase, compared to only 380
calls per month previously.” Likewise, in Texas and lowa, the numbers of calls to their state quitlines
have been much higher after each increased their cigarette taxes by $1.00 in 2007, compared to the
previous year.? Probably the most dramatic example is from Wisconsin, which received a record-
breaking 20,000 calls to its state quitline in the first two months after its $1.00 cigarette tax increase went
into effect on January 1, 2008 — compared to typically 9,000 calls per year prior to the tax increase.?’

The evidence from the states is clear — when states increase their tobacco tax, the demand for assistance
in quitting increases, and in many cases, increases dramatically. Given current economic conditions we
would expect that the demand for quitline services would be even greater.

The network of quitlines requires additional funding and resources to reach the largest number of
smokers and to have the greatest impact on tobacco use in the U.S. Inadequate funding limits quitlines’
reach and effectiveness, and hinders access to the highest quality care possible, particularly for
uninsured and underserved populations. If properly funded, designed, and implemented, however,
quitlines could greatly reduce the number of smokers in the U.S.

Quitline Services Must Be Promoted

To reach its full potential in reducing smoking, a quitline must be widely promoted. It is not enough just to
have the service. Smokers must not only be informed of the service but also motivated to call and
understand enough about the quitline to be comfortable calling it. Promotions include a variety of
activities to raise awareness about the service and increase call volume, such as mass media campaigns,
promotion through community-based programs, education of healthcare providers to make referrals, and
collaboration with other state agencies or programs to disseminate educational materials that include the
quitline number. Promotions should strive to reach all populations who need quitline services, particularly
those groups who are at high risk for smoking or are underserved. Of course, any promotion plan must
include a plan to respond to an increase in demand for quitline services.

Several state examples demonstrate the importance of promotion to generate call volume:

e During 2005-2006, the Colorado tobacco control program targeted cessation interventions by
employing different spokespersons in its televised promotions for the quitline. The number of
African-Americans calling the state’s quitline nearly doubled when the campaign featured an
African-American sports celebrity.?®

e The Ohio Tobacco quitline informed smokers about the quitline through a mass media campaign
and broad outreach to a diverse set of partners which resulted in the quitline receiving more than
100,000 calls between 2004 and 2007.%°

e California reached out to physicians and other tobacco cessation and prevention organizations to
encourage them to refer patients or clients to the Helpline.*

e The DC Quitline received a record number of calls in July and August of 2007, after TV public
service announcements advertising the quitline started airing in June.*

e After the West Virginia Tobacco Cessation Program launched its Save Face-Stop Spit Tobacco
Program, which included a TV commercial, calls to the state quitline increased by 41 percent.*

As the evidence shows, quitlines are effective tools to aid tobacco users in the quitting process. The
resources to which they connect callers and the services that they provide can significantly contribute in
states’ efforts to improve the public health of their citizens. Quitlines are not meant to replace existing
treatment programs supported by health care delivery systems, but rather make successful connections
and work with them to help tobacco users quit. They are far-reaching and enable people all over the
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country to receive the support and services they need to quit. Because of the limited reach and
resources of individual programs or health care providers, providing a central place where people can call
in and receive all of the services or referrals to services that they need is cost-effective and efficient.

Campaign for Tobacco-Free Kids, October 23, 2008 /Meg Riordan & Ann Boonn
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TOBACO-FREE MEDICAID AND MEDICARE SHOULD PROVIDE ACCESS TO
Kldf COMPREHENSIVE TOBACCO CESSATION TREATMENTS

Despite reductions in smoking prevalence achieved since the first Surgeon General’s report on the
consequences of smoking in 1964, more than 43 million Americans continue to smoke.' 70 percent of smokers
would like to quit, but because of the addictive power of nicotine, most smokers fail when they try to quit
smoking on their own, and many do not have access to proven interventions that would greatly enhance their
chances of success. Smoking accounts for over 400,000 deaths in the United States each year and costs the
nation almost $100 billion in health care costs annually.

The ultimate goal of cessation assistance is to help addicted users eliminate their dependence on tobacco
products and completely stop their tobacco use. Tobacco users who attempt to quit typically require multiple
attempts before achieving long-term abstinence. With effective cessation assistance, however, smokers can
increase their chances of quitting for good. Moreover, with effective cessation assistance, those who relapse
can prolong their time being tobacco-free and can more constructively handle their relapse, more quickly begin
trying to quit again, and will quit for good sooner than those without access to cessation assistance.

Medicaid coverage for tobacco cessation treatments varies widely from state to state. According to a recent
survey by the American Lung Association, only seven states offer comprehensive cessation benefits, including
all FDA-approved cessation medications and group and individual counseling, to all Medicaid beneficiaries.
Forty-two states provide coverage for at least one FDA-approved medication and twenty-seven states provide
some form of cessation counseling.2 However, every state that provides Medicaid coverage has at least one
barrier to accessing coverage such as required co-payments which dissuade Medicaid clients from seeking
assistance in helping them to quit smoking.

Since January 2006, Medicare has provided tobacco cessation and treatment coverage for beneficiaries,
including intermediate and intensive cessation counseling and prescription medications (covered under Part D,
but over-the-counter medications are not covered). However, this benefit is available only to smokers who have
a disease or an adverse health effect linked to tobacco use, or who are taking a therapeutic agent whose
metabolism or dosing is affected by tobacco use.?

Medicaid and Medicare programs should provide the range of tobacco cessation treatment services
recommended in the May 2008 update of the U.S. Public Health Service (PHS), Treating Tobacco Use and
Dependence: 2008 Update - Clinical Practice Guideline.* Among the many recommendations, the Guideline
finds evidence to support the availability of both counseling and drug treatment for all tobacco users to improve
their chances of success (i.e., long-term abstinence). While quitting tobacco use is a difficult process that
requires persistence, the Guideline concludes that tobacco users can greatly increase their chances of
ultimately succeeding if they and their health care professionals apply the cessation measures that have been
proven most effective. Furthermore, the Guideline strongly recommends full coverage of cessation treatment
based on finding that “[p]roviding tobacco dependence treatments (both medication and counseling) as a paid or
covered benefit by health insurance plans has been shown to increase the proportion of smokers who use
cessation treatment, attempt to quit, and successfully quit.”

Campaign for Tobacco Free Kids, December 1, 2008 / Meg Riordan

! CDC, “Annual Smoking-Attributable Mortality, Years of Potential Life Lost, and Productivity Losses—United States, 2000-
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08.PDF

% Centers for Medicare and Medicaid Services (CMS), Medicare Smoking Cessation Overview, accessed September 13,
2007, from http://www.cms.hhs.gov/SmokingCessation/.
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It is well established that comprehensive statewide tobacco-prevention programs prompt sharp reductions in
smoking levels among both adults and kids by both increasing the numbers who quit or cutback and reducing
the numbers who start or relapse.” As shown by the experience of those states that already have
comprehensive tobacco-prevention programs, these smoking reductions save thousands of people from
suffering from the wide range of smoking-caused illnesses and other health problems, thereby producing
enormous declines in state health care costs and other smoking-caused expenditures.

Immediate Savings

Substantial cost savings from getting adult smokers to quit begin to appear as soon as the smoking declines
occur. While most of the healthcare savings from getting kids to quit smoking or never start do not appear until
many years later, some savings from reducing youth smoking also appear immediately. Most notably, reducing
smoking among preghant women (including pregnant teens, who have especially high smoking rates) produce
immediate reductions in smoking-caused pregnancy and birth complications and related healthcare costs.
Research studies estimate that the direct additional healthcare costs in the United States associated just with
the birth complications caused by pregnant women smoking or being exposed to secondhand smoke could be
as high as $2 billion per year or more, with the costs linked to each smoking-affected birth averaging $1,142 to
$1,358.1 And state Medicaid programs cover well over half of all births in the United States.?

Not surprisingly, program officials have announced that the Massachusetts comprehensive tobacco-prevention
program, which began in 1993, quickly began paying for itself just through the declines in smoking among
pregnant women in the state.® In addition, research in California shows that its program, which began in 1989,
reduced state healthcare costs by more than $100 million in its first seven years just by reducing the number of
smoking-caused low-birthweight babies, with more than $11 million of those savings in the first two years.*
Subsequent research indicates that California’s overall cost savings from reducing all smoking-affected births
and birth complications during its first two years totaled roughly $20 million.®

Similarly, smoking declines among parents (including teen parents) rapidly produce healthcare cost savings by
immediately reducing smoking-triggered asthma and respiratory illness and other secondhand-smoke health
problems among their children. Parental smoking has been estimated to cause direct medical expenditures of
more than $2.5 billion per year to care for smoking-caused problems of exposed newborns, infants, and
children.® And these estimates do not even include the enormous costs associated with the physical,
developmental, and behavioral problems of smoking-affected offspring that not only occur during infancy but can
extend throughout their entire lives.’

By quickly reducing the number of cigarettes smoked by adults and kids in the state each year, statewide
tobacco-control programs also reduce other health problems, and related costs, caused by secondhand smoke.
Adults and children with emphysema, asthma or other respiratory illnesses, for example, can suffer immediate
distress from being exposed to cigarette smoke, which can even lead to hospitalization in some cases.®

Sharp drops in the major smoking-caused diseases (such as strokes, heart disease, and lung and other
cancers), with large related savings, do not appear for several years after state adult smoking levels decline.
But some small declines in these smoking-caused diseases do begin to occur immediately, with significant cost
savings. In California, for example, the state tobacco control program’s reductions to adult smoking in its first

" For extensive examples of real-world adult and youth smoking declines in states that have already initiated statewide
tobacco-prevention programs, see TFK Factsheet, Comprehensive Statewide Tobacco Prevention Programs Effectively
Reduce Tobacco Use, http://www.tobaccofreekids.org/research/factsheets/pdf/0045.pdf, and other related Factsheets at
www.tobaccofreekids.org/research/factsheets/index6.shtml. For information on the structure of effective state programs, see
TFK Factsheet, Essential Elements of a Comprehensive State Tobacco Prevention Program,
http://www.tobaccofreekids.org/research/factsheets/pdf/0015.pdf, and the others at
www.tobaccofreekids.org/research/factsheets/index7.shtml.
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seven years produced healthcare costs savings of $390 million just through the related declines in smoking-
caused heart attacks and strokes, with more than $25 million of those savings appearing in the first two years.®

Annual Cost Savings From An Established State Tobacco-Prevention Program

As noted, California’s tobacco-control program secured substantial savings over the first seven years of its
operation just from reducing smoking-affected births and smoking-caused heart attacks and strokes. Taken
together, these savings more than covered the entire cost of the state's program over that time period, by
themselves, and produced even larger savings in the following years.'® For every single dollar the state has
been spending on the California program it has been reducing statewide healthcare costs by more than $3.60 --
with reductions in other smoking-caused costs saving another six dollars or more.™* Between 1990 and 1998
the California Tobacco Control Program saved an estimated $8.4 billion in overall smoking-caused costs and
more than $3.0 billion in smoking-caused healthcare costs.* In addition, these savings estimates for California
do not even reflect the fact that since 1988 (the year before the California tobacco-prevention began), the rates
of lung and bronchus cancer in California have declined more than five times as fast as they have in a sample of
other areas of the U.S. (-14.0% vs. -2.7%). This decline is not only saving thousands of lives but also saving the
state millions of dollars in medical costs with projected future savings in the billions.*

Because it started later, and is a smaller state (which faces higher per-capita costs to implement some key
tobacco-control elements), the Massachusetts program has not yet enjoyed as large per-capita savings as the
California tobacco prevention program. But a report by an economist at the Massachusetts Institute of
Technology in 2000 found that the state's program was already reducing statewide healthcare costs by $85
million per year — which means the state was annually reducing smoking-caused health care costs by at least
two dollars for every single dollar it invested in its comprehensive tobacco-prevention efforts.**

More recent research has added to these findings to show that state programs secure even larger returns on
investment for sustained funding of tobacco prevention at adequate levels over ten or more years. Most
notably, a more recent study of California’s tobacco prevention program found that for every dollar the state
spent on its tobacco control program from 1989 to 2004, the state received tens of dollars in savings in the form
of sharp reductions to total healthcare costs in the state.™ This study confirms that the cost-saving benefits
from sustained state investments in effective tobacco control programs quickly grow over time to dwarf the state
expenditures, producing massive gains for the state not only in terms of both improved public health and
increased worker productivity but in reduced government, business, and household costs.

Similarly, an August 2008 Australian study found that for every dollar spent on a strong tobacco control program
there (consisting primarily of aggressive anti-smoking television ads along with telephone quitlines and other
support services to help smokers quit) the program reduced future healthcare costs by $70 over the lifetimes of
the persons the program prompted to quit. This savings estimate was based on the study’s finding that for
every 10,000 who quit because of the tobacco control program, more than 500 were saved from lung cancer,
more than 600 escaped having heart attacks, at least 130 avoid suffering from a stroke and more than 1700
were prevented from suffering from chronic obstructive pulmonary disease (COPD)

Even Larger Future Savings From Early Tobacco-Program Smoking Declines

While impressive, the estimates of current savings compared to current costs overlook a critically important
component of the cost savings from state tobacco-control. By prompting current adult and youth smokers to
quit, helping former smokers from relapsing, and getting thousands of kids to never start smoking, state
tobacco-prevention programs lock in enormous savings over the lifetimes of each person stopped from smoking.
Put simply, the lifetime healthcare costs of smokers total at least $16,000 more than nonsmokers, on average,
despite the fact that smokers do not live as long, with a somewhat smaller difference between smokers and
former smokers.’” That means that for every thousand kids kept from smoking by a state program, future
healthcare costs in the state decline by roughly $16 million (in current dollars), and for every thousand adults
prompted to quit future health costs drop by roughly $8.5 million.

These savings-per-thousand figures are significant, but it is important to note that in an average-sized state a
one percentage point decline in adult smoking means that more than 30,000 adults have quit smoking, which
translates into savings over their lifetimes of more than a quarter of a billion dollars in reduced smoking-caused
healthcare costs. And maintaining a single one-percentage-point reduction in youth smoking in an average-
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sized state will keep 16,000 kids alive today from ever becoming smokers, producing healthcare savings over
their lifetimes of more than one quarter of a billion dollars, as well.*®> Moreover, an adequately funded,
comprehensive statewide tobacco-prevention program in any state should be able to reduce adult and youth
smoking by much more than a single percentage point over just its first few years of operation. California, for
example, reduced adult smoking rates by roughly one percentage point per year, above and beyond national
adult smoking declines, during each of its first seven years.™ In the first three years of its youth-directed
tobacco control program, Florida reduced high-school and middle-school smoking by almost three percentage
points per year. ° By reducing adult and youth smoking rates by five percentage points, an average-sized state
would reduce future state smoking-caused healthcare costs by more than $2.5 billion.

Along the same lines, the findings of a 2004 study show that if every state funded it tobacco prevention efforts at
the minimum amount recommended by the U.S. Centers for Disease Control and Prevention (CDC), just the
related declines in youth smoking would lock in future reductions in smoking-caused healthcare costs of more
than $31 billion.?* The related declines in adult smoking and in secondhand smoke exposure from the states
making these CDC investments in tobacco prevention would lock in tens of billions of dollars in additional
smoking-caused cost savings.

State Tobacco-Prevention Efforts and State Medicaid Program Savings

The long-term savings from state tobacco-prevention programs -- as well as the immediate and short-term
savings outlined above — also directly reduce state Medicaid program expenditures. For the average state,
more than 17% of all smoking-caused healthcare expenditures within its borders are paid for by the state’s
Medicaid program (with actual state rates ranging from a low of slightly more than 10% for North Dakota and
Delaware to more than 27% for Maine, New Hampshire and New York, and a high of 36% for Louisiana).*
Other state healthcare programs and the state’s health insurance programs for government employees also
accrue significant cost savings from the smoking declines prompted by state tobacco-prevention programs.

Can Other States Do As Well As California and Massachusetts?

States that establish comprehensive statewide tobacco-prevention programs should do at least as well, in terms
of cost savings, as California and Massachusetts have in the past, and could do even better. By taking
advantage of the knowledge and experience gained from the efforts in California, Massachusetts, and
elsewhere, other states can design and initiate programs that are even more effective than those states’ early
efforts and can get up to full speed more quickly. Other states can also simply make larger investments in
tobacco prevention. Massachusetts and California tobacco-control expenditures have only roughly matched or
even fallen below the minimum funding recommendations of the U.S. Centers for Disease Control and
Prevention (CDC). By matching or exceeding the CDC guidelines, and maintaining those funding levels over
time, other states should secure even larger per-capita savings.

Campaign for Tobacco-Free Kids, October 7, 2008 / Eric Lindblom
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ToBAC0-FREE STATE AND COMMUNITY-BASED TOBACCO CONTROL PROGRAMS
Kids EFFECTIVELY REDUCE TOBACCO USE

State and community-based tobacco control programs prevent kids from starting to smoking and help
adult smokers quit. By reducing tobacco use, they play a crucial role in the prevention of many chronic
conditions such as cancer, heart disease, and respiratory illness, thereby saving lives and healthcare
dollars.

Recommendations for state tobacco prevention and cessation programs are clearly delineated in the
Center for Disease Control and Prevention’s Best Practices for Comprehensive Tobacco Control
Programs. CDC recommends that states establish tobacco control programs that are comprehensive,
sustainable, and accountable and include state and community interventions, public education
interventions, cessation programs, surveillance and evaluation and administration and management.*

KEY COMPONENTS

State and Community-Based Interventions: CDC recommends states implement a community-based
model that focuses on making tobacco less desirable, less acceptable and less accessible. CDC'’s
recommendations for community-based interventions are based on the practice-based model used in
many states, which integrates local and statewide policies and programs, chronic disease programs,
interventions aimed at influencing youth, and activities focused on eliminating tobacco-related disparities.

e The Statewide component is responsible for implementing a coordinated, comprehensive
tobacco control program and providing the information, guidance and resources needed to
implement effective community programs.

e Community programs are essential to reducing tobacco use and in fact are the foundation of
any statewide tobacco control program. A significant portion of a state’s tobacco control funding
should be provided to diverse groups at the local level, including local government entities,
community organizations, local businesses, and other community partners. These community
coalitions reach people where they live, work, play, learn, and worship to prevent initiation and
encourage smoking cessation.

Public Education Efforts: Research has demonstrated that tobacco industry marketing increases the
number of kids who try smoking and become regular smokers. One of the best ways to reduce the power
of tobacco marketing is an intense campaign to counter these pro-smoking messages. Health
communication campaigns prevent smoking initiation, promote cessation and change social norms
related to tobacco use. These efforts include multiple paid media (TV, radio, print, web-based, etc.),
earned media (press releases, local events and promotions), and other efforts.

Helping Smokers Quit (Cessation): A comprehensive tobacco control program should not only
encourage smokers to quit but also help them so. Most smokers want to quit but have a very difficult time
because nicotine is so powerfully addictive. State programs make evidence based treatments available
to smokers to enhance success. These interventions include counseling via telephone (quitlines), in-
person sessions, and the web. Helping adult smokers quit not only achieves immediate reductions in
disease, death, and healthcare costs; it also creates an environment in which kids are less likely to
smoke.

EVIDENCE OF SUCCESS

The empirical evidence regarding the effectiveness of comprehensive tobacco prevention and cessation
programs is vast and growing. In 2007, the Institute of Medicine and the President’s Cancer Panel both
issued landmark reports that concluded there is overwhelming evidence that state comprehensive state
tobacco control programs substantially reduce tobacco use and recommended that every state fund such
programs at CDC-recommended levels.?
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Data from numerous states that have implemented programs consistent with CDC guidelines show
significant reductions in youth and adult smoking. The most powerful evidence, however, comes from
national studies that look across states and control for as many of the relevant confounding factors as
possible. These rigorous studies consistently show effects of tobacco prevention and cessation programs.

A recent (2008) study published in the American Journal of Public Health, examined state tobacco
prevention and cessation funding levels from 1995 to 2003 and found that the more states spent on these
programs, the larger the declines they achieved in adult smoking, even when controlling for other factors
such as increased tobacco prices. The researchers also calculated that if every state had funded their
programs at the levels recommended by the U.S. Centers for Disease Control (CDC) during that period,
there would have been between 2.2 million and 7.1 million fewer smokers in the United States by 2003.3
The Campaign for Tobacco-Free Kids estimates that such smoking declines would have saved between
700,000 and 2.2 million lives as well as between $20 billion and $67 billion in health care costs.

The study described above adds to earlier research, using similar methods, which demonstrated the
same type of relationship between program spending and youth smoking declines. A 2005 study
concluded that if every state had spent the minimum amount recommended by the CDC for tobacco
prevention, youth smoking rates nationally would have been between three and 14 percent lower during
the study period, from 1991 to 2000. Further, if every state funded tobacco prevention at CDC minimum
levels, states would prevent nearly two million kids alive today from becoming smokers, save more than
600,000 of them from premature, smoking-caused deaths, and save $23.4 billion in long-term, smoking-
related health care costs.*

A 2003 study published in the Journal of Health Economics found that states with the best funded and
most sustained tobacco prevention programs during the 1990s — Arizona, California, Massachusetts and
Oregon — reduced cigarette sales more than twice as much as the country as a whole (43 percent
compared to 20 percent). This study, the first to compare cigarette sales data from all the states and to
isolate the impact of tobacco control program expenditures from other factors that affect cigarette sales,
demonstrates that the more states spend on tobacco prevention, the greater the reductions in smoking,
and the longer states invest in such programs, the larger the impact. The study concludes that cigarette
sales would have declined by 18 percent instead of nine percent between 1994 and 2000 had all states
fully funded tobacco prevention programs.5

Data from numerous states provide additional evidence of the effectiveness of comprehensive tobacco
prevention and cessation programs in reducing tobacco use among both adults and youth. Washington
and New York are just two examples of this success.

Program Success — Washington State

The Washington State Tobacco Prevention and Control program was implemented in 1999 after the state
Legislature set aside money from the Master Settlement Agreement to create a Tobacco Prevention and
Control Account. Tobacco prevention and control received additional funds in 2001 when the state’s
voters passed a cigarette tax increase that dedicated a portion of the new revenue to tobacco prevention
and cessation. According to a recent study in CDC'’s peer-reviewed journal, Preventing Chronic Disease,
although Washington made progress in implementing tobacco control policies between 1990 and 2000,
smoking prevalence did not decline significantly until after substantial investment was made in the state’s
comprehensive tobacco control program.® As the data below demonstrate, Washington's comprehensive
program is working.

e Since the program began, Washington’s tobacco prevention efforts have cut smoking by 60
percent among sixth graders, 58 percent among eighth graders, 40 percent among tenth graders,
and 43 percent among twelfth graders. Because of these declines, there are 65,000 fewer youth
smokers in Washington.’

e Since the tobacco control program was implemented, adult smoking has declined by 24 percent,
from 22.4 percent in 1999 to 16.5 percent in 2007, one of the lowest smoking rates in the



THIS DOCUMENT WAS PRODUCED BY AN OUTSIDE PARTY AND SUBMITTED

-( o - 1O T T aki J
&g: OBAMA-BIDEN TRANSITION PROJECT TO THE OBAMA-BIDEN TRANSITION PROJECT.

State and Community-Based Tobacco Control Programs Reduce Tobacco Use / 3

country.® Washington's dramatic decline in adult smoking translates to more than 240,000 fewer
smokers in the state, saving about $2.1 billion in future health care costs.’

Program Success — New York

New York began implementing a comprehensive state tobacco control program in 2000 with funds from
the Master Settlement Agreement and revenue from the state cigarette tax. As the data below
demonstrate, New York’'s comprehensive approach is working. While declines in youth smoking
nationally have slowed, New York’s rates continue to decline steadily.

e Between 2000 and 2006, smoking among middle school students declined by 61 percent, (from
10.5 percent to 4.1 percent), and smoking among high school students declined by 40 percent,
(from 27.1 percent to 16.3 percent).*

. BetweenﬂZOOO and 2006, adult smoking declined by 15 percent, from 21.6 percent to 18.3
percent.

Campaign for Tobacco-Free Kids, December 4, 2008 / Meg Riordan
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