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Message from Xavier Becerra
Secretary, U.S. Department of Health and Human Services

Twenty-five years after the release in 1998 of the first Surgeon General’s report to focus specifi-
cally on racial and ethnic disparities in commercial tobacco use, we have made substantial progress in
reducing tobacco use at the population level. However, many disparities in the use of tobacco products
continue to be observed by race and ethnicity, level of income, level of education, sexual orientation and
gender identity, occupation, geography, behavioral health status, and disability status.

Everyone deserves to live a healthy life free from commercial tobacco-related disease and pre-
mature death. Using a multidisciplinary perspective, this Surgeon General’s report reviews the latest
scientific evidence about drivers of tobacco-related health disparities and interventions to prevent and
reduce them. It concludes with a bold vision to advance tobacco-related health equity.

At the federal level, pivotal steps are being taken to advance public health across the whole
population through both regulatory and administrative actions, including actions that will also
promote tobacco-related health equity. The U.S. Food and Drug Administration (FDA) has announced
that it intends to advance a product standard that would establish a maximum nicotine yield to reduce
the addictiveness of cigarettes and certain other combusted tobacco products to minimally addictive
or nonaddictive levels (Federal Register 2018; FDA 2022). This action would have significant impact
on public health if promulgated. Additionally, the FDA has proposed product standards to prohibit
menthol as a characterizing flavor in cigarettes and prohibit characterizing flavors (except tobacco) in
cigars (Federal Register 2022a,b)—actions with strong potential to benefit public health.

Many people who now use commercial tobacco products have the least resources for, and face
the greatest barriers to, quitting. It is critical to couple any regulatory efforts to reduce the appeal and
addictiveness of commercial tobacco products with evidence-based, accessible support to help people
quit their use of these products. To advance this goal, the U.S. Department of Health and Human
Services (USDHHS) released the USDHHS Framework to Support and Accelerate Smoking Cessation
(USDHHS 2024). This framework provides direction to enhance collaboration and coordination across
USDHHS, drive further progress toward smoking cessation, and ensure equitable outcomes for all per-
sons in America.

In addition to these critical efforts to address the use of combusted tobacco products—which are
responsible for the overwhelming burden of tobacco-related death and disease in the United States—
additional efforts are also underway to prevent and reduce youth access to and use of all tobacco prod-
ucts, including e-cigarettes. In June 2024, the Justice Department and FDA announced the creation
of a federal multi-agency task force to combat the illegal distribution and sale of e-cigarettes (U.S.
Department of Justice 2024). This report underscores the importance of such actions to curb harmful
industry tactics, documenting how tobacco companies, including e-cigarette manufacturers, have
attempted to circumvent national, state, and local tobacco prevention and control policies—such as by
introducing products containing synthetic nicotine—and to use litigation to challenge policies proven
to benefit the public’s health.

Taken together, these initiatives are expected to meaningfully advance efforts to eliminate the
burden of death and disease caused by commercial tobacco use. But to be successful, we must engage
all sectors of society. Now is the time to close the gap in tobacco-related health disparities in the United
States—for everyone.
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Foreword

This decade, cigarette smoking among youth and adults reached the lowest levels ever recorded,
representing a major public health milestone. Yet over 36 million U.S. adults (as of 2022) and 760,000
middle and high school students (as of 2024) smoke combustible tobacco products—including cigarettes,
cigars, and other smoked products (Jamal et al. 2024; Centers for Disease Control and Prevention [CDC]
2024), and these products continue to have an enormous impact on health. E-cigarettes emerged in
2014 as the most commonly used tobacco product among U.S. youth and young adults and remain so
in 2024, despite recent declines in use among high school students (Jamal et al. 2024). These and other
noncombustible tobacco products such as nicotine pouches have the potential to undermine overall
progress in preventing and reducing young people’s use of tobacco products.

This Surgeon General’s report documents the persistence of disparities in tobacco product use
and exposure to secondhand tobacco smoke. As was true in the 1998 Surgeon General’s report—the
first to exclusively examine racial and ethnic disparities in tobacco use—the present report finds that
American Indian and Alaska Native people experience the highest prevalence of smoking of any racial
and ethnic group. Even while overall youth tobacco product use declined between 2023 to 2024, use
among American Indian and Alaska Native youth increased (Jamal et al. 2024). People who identify as
lesbian, gay, bisexual, or transgender use tobacco products at substantially higher rates than those who
identify as heterosexual or cisgender, respectively. Evidence in this report substantiates that menthol-
flavored tobacco products increase the likelihood of tobacco initiation, addiction, and sustained use; are
target marketed to certain population groups; and are disproportionately used by Black people, Native
Hawaiian and Pacific Islander people, women, and people who identify as lesbian, gay, or bisexual.
Disparities in exposure to secondhand tobacco smoke by race and by poverty level have persisted for at
least three decades.

Preventing future generations from starting tobacco use and helping people quit is key to
advancing the CDC’s mission to protect health and improve lives. Preventing and reducing tobacco
use and tobacco-related health disparities not only reduces preventable death and disease caused by
smoking but also enhances our protections against infectious disease and other disease risks. CDC
engages in specific efforts to prevent and reduce tobacco use among groups disproportionately burdened
by tobacco use through our expertise, response, and investments, including:

¢ Funding the National Tobacco Control Program (NTCP), which supports all 50 states, the District
of Columbia, 28 tribes and tribal-serving organizations, and 8 territories and freely associated
states. NTCP includes advancing health equity as one of four goals.

e Funding a consortium of national organizations (the National Networks) that works to reduce
tobacco use and cancer incidence among minoritized racial and ethnic groups; people with
lower socioeconomic status; people who identify as lesbian, gay, bisexual, transgender, queer
or questioning, intersex, and other sexual orientation and gender identities (LGBTQI+);
people with mental health conditions and substance use disorders; and various geographically
defined populations. Operating since 1997, the National Networks consortium is the longest
running federally funded initiative designed to address tobacco-related health disparities in
diverse populations.

e Investing in the Good Health and Wellness in Indian Country (GHWIC) initiative that supports
tribes, tribal organizations, and Tribal Epidemiology Centers across the United States through
community-driven strategies to reduce tobacco use and other risk factors in tribal communities.



e Reaching people who smoke through Tips From Former Smokers (Tips), the first federally funded
national tobacco education campaign. The campaign features real stories from real people living
with serious long-term health effects from smoking and exposure to secondhand tobacco smoke.
Tips advertisements have featured people from multiple population groups who experience
tobacco-related health disparities and include specific placement designed to reach people who
experience tobacco-related health disparities.

e Supporting culturally competent and free quitline services in every state, the District of Columbia,
Guam, and Puerto Rico; in multiple languages; and with unique services or outreach to groups
who are facing tobacco-related health disparities.

¢ Funding and supporting a $15 million initiative in 2023 to 8 communities to build a community
of practice for state tobacco control programs and collaborators to develop and advance culturally
competent interventions that (a) reduce initiation and use of menthol and other flavored tobacco
products and (b) support and encourage sustained cessation among people who use menthol-
flavored tobacco products.

CDC’s support to states and communities for tobacco prevention and cessation is a vital component
to advancing health across all communities. This support serves as a foundational component of
comprehensive efforts from USDHHS to prevent and reduce the harms of commercial tobacco use
and their impact on other health conditions. Working in partnership across sectors, we must sustain
and build upon these important efforts to prevent and reduce tobacco use and tobacco-related health
disparities, measure collective progress, and be jointly accountable for results.

Mandy Cohen, M.D., M.P.H.
Director
Centers for Disease Control and Prevention
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Preface
from the Surgeon General

In 1964, the year of the first Surgeon General’s report on smoking and health, nearly one in two
U.S. adults smoked cigarettes. We’ve made remarkable progress since then. Today, about one in nine
adults smokes cigarettes. Sixty years later, the elimination of all tobacco-related disease and death for
our nation is a bold yet attainable goal.

To reach this ambitious public health goal, we must first acknowledge that progress has not
been even. In his 1998 report, then U.S. Surgeon General Dr. David Satcher marked a historic step in
recognizing the disproportionate burdens of tobacco-related disease, disability, and death among certain
racial and ethnic groups (U.S. Department of Health and Human Services [USDHHS] 1998). Today, as
we show in this report, cigarette smoking among men and women living in poverty is more than twice
as common compared to those not living in poverty. American Indian and Alaska Native adults and
youth have the highest prevalence of cigarette smoking by race and ethnicity in the United States, and
among people who do not smoke, exposure to secondhand tobacco smoke remains disproportionately
higher among Black people than among people in other racial and ethnic groups. Youth who identify
as lesbian, gay, or bisexual have a prevalence of cigarette smoking that is nearly double that of their
heterosexual peers. The gap in tobacco use between youth living in rural areas and those living in urban
areas has widened since 1998. Across the country, income, race and ethnicity, level of education, sexual
orientation and gender identity, geography, and mental health play a significant role in determining
who uses tobacco and who suffers from its harmful health consequences.

Industry-designed tobacco products such as menthol cigarettes and flavored cigars also contribute
to tobacco-related health disparities. Today, the tobacco industry continues to outspend tobacco control
efforts by a factor of at least 12 to 1 annually with more than $8.5 billion spent in tobacco-related
advertising and promotion (Campaign for Tobacco-Free Kids 2023; Federal Trade Commission 2023a,b).

It doesn’t have to be this way. We have the chance and the choice to free our society from
tobacco industry influence and create a tobacco-free America for all. This Surgeon General’s report—
the 35th on smoking and health—summarizes key progress at national, state, and local levels toward
eliminating tobacco-related disparities in the United States. Protecting public health for the whole
population, including eliminating disparities, requires equitable access to evidence-based strategies,
such as cessation programs and quitlines; mass media campaigns; and retail, product, and marketing
regulations. There are additional concrete steps we can support today. A product standard that
establishes a maximum nicotine yield to reduce the addictiveness of cigarettes and other combusted
tobacco products could prevent more than 33 million people from starting to smoke, avert more than
8 million deaths, and result in an adult smoking prevalence of under 2% by year 2100 (Apelberg et al.
2018). A product standard to prohibit the sales and marketing of menthol cigarettes could avert up to
654,000 deaths over the next four decades (Levy et al. 2023). As of 2024, two states and nearly 200 U.S.
communities prohibit the sale of menthol cigarettes and other flavored tobacco products, protecting
about one-sixth of the population (Truth Initiative 2023; Campaign for Tobacco-Free Kids 2024). And,
in the boldest step yet, two communities have chosen to eliminate the sale of all commercial tobacco
products (City of Beverly Hills 2019; Action on Smoking & Health 2020; City of Manhattan Beach
n.d.). Importantly and appropriately, these strategies focus on product manufacturing, distribution,
and sales—and do not include a prohibition on individual consumer possession or use.

Today, cigarette smoking and exposure to secondhand tobacco smoke continue to cause nearly
half a million deaths in the United States each year—nearly one in five of all deaths. It is difficult to
adequately describe the profound human toll of these deaths on loved ones who are left behind. The
financial consequences of tobacco-related death and disease are also staggering—nearly $600 billion in
healthcare spending and lost economic productivity in 2018 (Shrestha et al. 2022). More work remains
to close key gaps and finally eliminate the leading cause of preventable disease and death for Americans
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today. This report offers a vision for a tobacco-free future, focused on those who bear the greatest
burden, and a call to action for all sectors of society to realize that vision.

As a father of two young children, few things are more important to me than ensuring they have
the best possible chance of good health and a bright future. I want this for all our kids. I believe the
vast majority of Americans feel the same about our sacred responsibility to protect our kids. Nine in 10
adults who smoke began smoking as youth (USDHHS 2012, 2014). Children should not have to worry
about a multibillion-dollar commercial tobacco industry that profits at the expense of their health. The
time is now to accelerate a whole-of-society effort to reach the tobacco endgame: a world in which zero
lives are harmed by or lost to tobacco use. By driving down the appeal, availability, and addictiveness
of tobacco products, we can make this more than just a possibility. We can make it a reality. Can we
summon the moral courage as a nation to do so, for one another, for our children, and for generations
to come?

Vivek H. Murthy, M.D., M.B.A.
Vice Admiral, U.S. Public Health Service
Surgeon General of the United States
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Introduction

Since 1964, the U.S. Surgeon General has released
34 reports on smoking and health. In 1998, the first
Surgeon General’s report on tobacco-related health dis-
parities, Tobacco Use Among U.S. Racial/Ethnic Minority
Groups, examined four racial and ethnic groups (the
aggregate groups of African American, American Indian
and Alaska Native, Asian American and Pacific Islander,
and Hispanic persons) (U.S. Department of Health and
Human Services [USDHHS] 1998). Additional reports of
the Surgeon General have examined health disparities
to include additional factors beyond race and ethnicity,
such as socioeconomic status (SES), age, educational
attainment, and geography (USDHHS 2006, 2014, 2020).
This Surgeon General’s report—the 35th on tobacco—
summarizes current progress toward meeting the chal-
lenge of eliminating tobacco-related health disparities in
the United States. Tobacco-related health disparities are
defined for this report as “differences in

e the patterns, prevention, and treatment of tobacco
use;

e the risk, incidence, morbidity, mortality, and burden
of tobacco-related illness that exist among specific
population groups in the United States; and

¢ related differences in capacity and infrastructure,
access to resources, and [exposure to secondhand
tobacco smoke]” (Fagan et al. 2004, p. 211).

This definition acknowledges that disparities can
occur throughout the tobacco use continuum—from
tobacco use initiation, to current tobacco use, to cessation-
seeking behaviors and ultimately, cessation—and that
disparities exist in numerous indicators, including the
number of cigarettes smoked per day, access to and uti-
lization of screening and treatment for tobacco product
use and dependence, rates of cessation and relapse, health
consequences of tobacco use, exposure to tobacco mar-
keting, and exposure to secondhand tobacco smoke.
Tobacco-related health disparities are not simply differ-
ences in the prevalence of tobacco product use between
population groups; instead, the definition extends fur-
ther to account for historical and societal factors that
affect both differential exposure to tobacco and tobacco-
related outcomes. Many communities disproportion-
ately burdened by tobacco-related health disparities have
notable strengths—such as social support infrastructure
and social cohesion (Munford et al. 2020)—but poverty,

systematic discrimination, and other social determinants
of poor health have resulted in cumulative and com-
pounding disadvantages over the lifespan of community
members (Smith et al. 1997; Graham et al. 2006; Mitchell
et al. 2019; The Lancet Healthy Longevity 2021). These
disadvantages include differences in access to and quality
of healthcare and access to other resources—such as edu-
cation, transportation, healthy food, and safe jobs that
provide living wages—that, if absent or compromised in
quality or quantity, can lead to health disparities (Institute
of Medicine 2003; National Cancer Institute [NCI] 2017;
Stepanikova and Oates 2017).

The present report examines tobacco-related health
disparities among minoritized racial and ethnic groups
and sexual orientation and gender identity groups; per-
sons with lower incomes; persons with lower educational
attainment; occupational groups, including workers in
manual labor and service sector jobs; persons with mental
health conditions or substance use disorders; and persons
who reside in rural areas or specific geographic regions.
Since the 1998 Surgeon General’s report, scientific evi-
dence has reinforced that inequitable policies, practices,
and conditions disproportionately impact unique and
intersectional groups (i.e., people with membership in
two or more risk groups), exacerbating disparities in use
of commercial tobacco products, exposure to secondhand
tobacco smoke, and tobacco-related health outcomes
(Cole 2009; NCI 2017). The present report is the first to
document, in a single volume, patterns and trends related
to (a) use of commercial tobacco products, (b) exposure
to secondhand tobacco smoke, (c) exposure to marketing
of tobacco products, and (d) tobacco-related health out-
comes and the ways in which disparities in these outcomes
are affected by intersectionality.

Although this report provides the most comprehen-
sive examination of tobacco-related health disparities in a
single Surgeon General’s report to date, it does not address
every group subject to structural or social disadvantage
or every aspect of tobacco-related health disparities. The
report’s scope was limited by available data, scientific lit-
erature, coverage in previous and/or planned Surgeon
General’s reports on tobacco product use, and practical
considerations (e.g., feasibility and timeliness).

Moving forward, future reports of the Surgeon General
might focus on additional topics, including but not limited
to the rapidly evolving science on strategies to (a) advance
health equity and (b) examine specific population groups in
greater detail, such as persons with mental health condi-
tions and/or substance use disorders; persons with physical
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and developmental disabilities; older adults; youth and
young adults; specific occupational groups, including mili-
tary service members and veterans; or people with a history
of involvement with the criminal justice system.

Purposes of this Report

This report serves dual purposes. First, it summa-
rizes progress toward meeting the challenge of preventing
and controlling commercial tobacco use and exposure to
secondhand tobacco smoke among groups historically
subjected to inequitable policies, practices, and conditions.
It has been 25 years since the 1998 Surgeon General’s
report documented that cigarette smoking is a persistent
burden to African American, American Indian and Alaska
Native, Asian American and Pacific Islander, and Hispanic
persons (USDHHS 1998). In the preface of the 1998 report,
then Surgeon General David Satcher stated, “I challenge
federal and state agencies as well as researchers and practi-
tioners in the social, behavioral, public health, clinical, and
biomedical sciences to join me in the pursuit of effective
strategies to prevent and control tobacco among racial/
ethnic groups” (USDHHS, 1998, p. iv). Progress toward
reducing tobacco use at the population level has occurred
in the United States since 1998. Yet, improvements in
tobacco-related policies, regulations, programs, research,
surveillance, evaluation, health education, health sys-
tems, and clinical care and practices have not necessarily
resulted in protections that are equitable across all popula-
tion groups (NCI 2017) and across the places where mem-
bers of these groups are born, live, learn, work, play, wor-
ship, grow, age, and seek healthcare (Centers for Disease
Control and Prevention [CDC] 2015; USDHHS 2020; Office
of Disease Prevention and Health Promotion n.d.a).

Second, this report provides a vision for eliminating
tobacco-related health disparities while simultaneously
advancing the goal of eliminating tobacco-related mor-
bidity and mortality for all. Commercial tobacco product
use, exposure to secondhand tobacco smoke, and sub-
sequent health consequences are preventable; and most
people who use tobacco products have been targeted for
marketing of these products during youth and young
adulthood—when they are especially vulnerable to both
social influences and addiction (USDHHS 2012). Yet, it is
important to distinguish between equality (concerned
with equal opportunity and resources) and equity (con-
cerned with ensuring full health potential for all groups).
Equality is inferior to equity as a tobacco-control objec-
tive; the pursuit of tobacco-related health equity seeks
not to attain the same unacceptable rates of tobacco use
and exposure to secondhand tobacco smoke for all, but
the “opportunity for everyone to reach their full health
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potential, regardless of any socially determined circum-
stance” (CDC 2015, p. 2, citing Whitehead and Dahlgren
2006). With this framing, this report builds on discus-
sions of endgame strategies in previous Surgeon General
reports (USDHHS 2014, 2020) by outlining key consider-
ations to ensure that such strategies do not inadvertently
introduce or exacerbate tobacco-related health disparities.

Finally, preparation of this report was guided by
and responds to core principles emerging from the theory
of social justice: knowledge and understanding, equal
respect, and sharing power (Powers and Faden 2019;
Wallerstein et al. 2019). Powers and Faden (2019) specify
that knowledge and understanding are dependent on the
institutional structures within which knowledge is gener-
ated. As such, institutions at the local, state, and federal
levels have the capacity to create and transmit Anowledge
and understanding that increase access to information and
equip people with skills and abilities across the lifespan to
facilitate the achievement of the highest level of health for
all people. It is important for institutions to guide practi-
tioners and researchers to develop effective commercial
tobacco prevention and control programs and to engage in
research that has specific utility for and relevance to his-
torically disadvantaged groups (Powers and Faden 2019),
as assessed by members of these groups. Equal respect
recognizes that everyone deserves to be treated with an
equal moral standard and respect and that all people
have intrinsic value (Powers and Faden 2019). As such,
institutional documents, such as this report, play critical
roles in acknowledging the inherent value of all people
and advancing the public’s perception of their value in
the world. Groups that have been socially and economi-
cally marginalized by society as a whole and targeted by
the commercial tobacco industry have been subjected to
decades of inequitable treatment and manipulative tactics
that impact tobacco-related health consequences (Mialon
2020). This report summarizes the historical and soci-
etal factors that contribute to differences in health conse-
quences along the tobacco use continuum. Finally, sharing
power is critical to achieving tobacco-related health equity.
The principle of sharing power is a continual commitment
to eliminating power differences between impacted com-
munity members and institutions with the shared vision
of a tobacco-free world (Wallerstein et al. 2019).

Terminology About Population
Groups

This is the first Surgeon General’s report on tobacco
to consistently use “person-first” language that avoids the
use of labels (i.e., “smoker,” “tobacco user”). The intent of
person-first language is to humanize people as having a
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condition, characteristic, or circumstance; or engaging in
a behavior—not being a condition (CDC 2022a).

Consistent with and building on previous Surgeon
General reports, this report analyzes seven broad racial and
ethnic groups established by the U.S. Office of Management
and Budget (see Appendix 1.1): American Indian and
Alaska Native, Asian, Black or African American, Hispanic
or Latino, Native Hawaiian and Pacific Islander, White,
and Multiple Race (Federal Register 1997). Additionally,
throughout this report, careful consideration was applied
to identifying diverse groups while not perpetuating
“minoritization” of populations (Witherspoon et al. 2020;
Flanagin et al. 2021) or flawed notions of race as a bio-
logical construct (Cooper and David 1986; Jones 2000).
Race, ethnicity, and minority status are social constructs.
Racialization is a social process that involves categorizing,
marginalizing, or regarding according to race (Witzig
1996; Mendez and Spriggs 2008; Merriam-Webster n.d.).
Ethnicity is a social construct that encompasses shared
sociocultural factors and identities and reflects relations
within ethnically defined groups and the society in which
that group is situated (Ford and Harawa 2010). Minoritized
refers to socially constructed groups who have been histor-
ically marginalized based on their racial, ethnic, sexual ori-
entation, gender identity, or other social identity (Flanagin
et al. 2021; National Institutes of Health [NIH] 2024).
Numerous population groups across the world are defined
by ancestry, history, language, shared cultures, religion,
and other factors—the aggregation of which may be used
for reporting and understanding underlying shared risks.
However, these aggregated categories may not necessarily
reflect important nuances within groups—including their
tobacco product use behaviors—which may be masked
when disaggregated data are not available. Further sup-
porting the notion of race, ethnicity, and minority status as
social constructs, the terms used to refer to these various
groups change over time and may depend on the social,
cultural, and political climates that govern how groups
label themselves or are labeled by others. Relevant chap-
ters of this report retain the original terminology used to
refer to groups in published primary sources for accuracy
in reporting results; however, contemporary terms are
used to refer to groups when synthesizing the evidence
across sources. Given these developments, the present
report uses—where appropriate—the term minoritized
population group in place of racial and ethnic minorities,
sexual and gender minorities, people of color, and non-
White. The terms used in the present report are expected
to evolve as members of groups that have been marginal-
ized continue to author and inform language used in sci-
entific publications (Sotto-Santiago 2019).

Similarly, it is important to recognize diversity
in sexual orientation and gender identity, including

self-identification with straight, lesbian, gay, bisexual,
transgender, queer, intersex, nonbinary, or other com-
munities (Office of the Chief Statistician of the United
States 2023). Data on the range of sexual orientations and
gender identities are limited because of the lack of sexual
orientation and gender identity inclusion in some fed-
eral, state, and local surveillance systems. This report syn-
thesizes available data while acknowledging the need to
improve measures of sexual orientation and gender iden-
tity, including transgender identity, to inform efforts to
reduce health disparities among these populations. This
report also acknowledges that terms referring to sexual
orientation and gender identity have changed and con-
tinue to change over time; therefore, a multitude of terms
may be relevant across studies.

Terminology About Tobacco
Products

Except where noted, the term fobacco in this
report refers to commercial tobacco products and not
to the sacred and traditional use of ceremonial tobacco
by some American Indian communities (Unger et al.
2006; Keep It Sacred n.d.). Tobacco products refers to
products made, containing, or derived from tobacco or
containing nicotine from any source that are intended
for human consumption, including but not limited
to cigarettes (including menthol cigarettes), cigars
(including premium cigars, little cigars, and ciga-
rillos), waterpipe or hookah tobacco, pipe tobacco, elec-
tronic cigarettes (e-cigarettes), heated tobacco products,
smokeless tobacco, and other oral tobacco or nicotine
products without an approved therapeutic purpose. (See
Appendix 1.1 for definitions that clarify terminology used
in this report.) The landscape of tobacco products con-
tinues to rapidly diversify to include noncombustible,
combustible, heated, electronic, and oral nicotine prod-
ucts, challenging surveillance systems and intervention
efforts. Where nationally representative data are avail-
able, data on use are provided in Chapter 2 by tobacco
product type. In general, unless otherwise specified,
smoking refers to cigarette smoking, and people who
smoke refers to people who smoke cigarettes.

Influences on Tobacco Use and
Interventions to Reduce Tobacco-
Related Health Disparities

Tobacco-related health disparities have multifaceted
influences that go beyond individual and intrapersonal
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Figure 1.1 Dynamics that can predispose, enable, and reinforce health disparities
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factors, including the tobacco industry’s aggressive mar-
keting and promotion of flavored and fragranced prod-
ucts, including mentholated products. Chapters that
examine evidence about influences on tobacco product
use and relevant protective interventions leverage a socio-
ecological model that situates individual behaviors within
a multilevel framework of interpersonal, community, or
neighborhood environments and larger societal, systemic,
and policy contexts (McLeroy et al. 1988; NCI 2017).
Central to the report’s organization is the premise that
individual use of commercial tobacco products is heavily
influenced by the social determinants of health, defined
as “conditions in the environments where people are
born, live, learn, work, play, worship, and age that affect a
wide range of health, functioning, and quality-of-life out-
comes and risks” (Office of Disease Prevention and Health
Promotion n.d.b).

This report builds on the socioecological model by
acknowledging that multiple, multilevel social and com-
mercial dynamics predispose, enable, and reinforce health

Organization of the Report

disparities. Figure 1.1 presents how historical context, dif-
ferential power structures, and the ideology and values of
people and groups with decision-making authority mani-
fest as systems, institutions, policies, and investment in
research, interventions, and markets. Historical, polit-
ical, and ideological contexts shape commercial drivers
of health, including the emergence of new markets, cor-
porate innovation and expansion, and demand of growth
and capital, which Kickbusch and colleagues (2016) sug-
gest manifests as product marketing, supply, lobbying,
and corporate citizenship. Together, these social and com-
mercial dynamics converge to create differential oppor-
tunities for health and, specific to this report, emerge as
commercial tobacco-related health disparities. Leveraging
this model, this report concludes by identifying multilevel
opportunities to advance commercial tobacco-related
health equity—fair, equitable, and just opportunities and
conditions for all people to live a healthy life, free from
commercial tobacco-related disease, disability, and death
(CDC 2015).

This report includes eight chapters. The current
chapter (“Introduction, Summary, Conclusions, and
History of Tobacco-Related Health Disparities”) intro-
duces the report and its framework and presents major

6  Chapter 1

conclusions and the conclusions from each chapter.
It concludes with a review of the history of tobacco-
related health disparities in the United States and pro-
vides context for understanding such disparities in the



Eliminating Tobacco-Related Disease and Death: Addressing Disparities

changing landscape of tobacco prevention and control.
Chapter 2 (“Disparities in Tobacco Use and Exposure to
Secondhand Tobacco Smoke”) uses epidemiological data
to document the persistence of a high prevalence of com-
mercial tobacco use among certain segments of the popu-
lation and the greater exposure to secondhand smoke that
affects some disaggregated population groups. Chapter 3
(“Physiological, Chemosensory, and Genetic Influences of
Menthol and Other Flavors in Tobacco Products”) sum-
marizes the current knowledge about the chemosensory
and physiological mechanisms through which menthol
and other flavor chemicals in tobacco products act, and
the genetic factors that may influence these mechanisms
and may contribute to flavored tobacco product use dis-
parities. This research may help to explain the appeal of
flavored tobacco products that elicit multisensory expe-
riences among youth, women, and people within certain
racial and ethnic groups.

Chapter 4 (“Social and Environmental Influences
on Tobacco-Related Health Disparities”) and Chapter 5
(“Tobacco Industry Influences on Tobacco-Related Health
Disparities”) examine the social, environmental, and
industry factors that influence tobacco-related health dis-
parities in a broader set of populations than were reported
in previous Surgeon General’s reports, including sexual
orientation and gender identity groups, socioeconomically

Preparation of the Report

disadvantaged populations, and persons with behavioral
health conditions. Chapter 6 (“Disparities in Smoking-
Caused Disease Outcomes and Smoking-Attributable
Mortality”) describes disparities in incidence and mor-
tality due to smoking-caused diseases—including cancer,
COPD, and cardiovascular disease—and in smoking- and
secondhand-smoke-attributable mortality using various
analytic and modeling techniques.

Chapter 7 (“Promising Interventions to Reduce
Tobacco-Related Health Disparities”) uses a socioeco-
logical perspective to highlight opportunities to address
tobacco-related health disparities at multiple levels, such
as implementing smokefree policies; regulating tobacco
products, including reducing nicotine levels; eliminating
flavored tobacco products; enacting policies to reduce
the supply of and demand for tobacco, including regu-
lating where retailers are located; and regulating com-
mercial tobacco pricing through taxation and other price-
related strategies. The chapter also reviews evidence about
mass media campaigns; interventions, policies, and prac-
tices in organizational and institutional settings, such as
schools, healthcare systems, and workplaces; interpersonal
interventions; and individual interventions. Chapter 8
(“A Vision for Eliminating Commercial Tobacco-Related
Health Disparities”) outlines broad strategies to address
tobacco-related health disparities moving forward.

This Surgeon General’s report was prepared by
the Office on Smoking and Health, National Center for
Chronic Disease Prevention and Health Promotion, CDC,
which is part of USDHHS. This report was compiled using
a longstanding, balanced, and comprehensive process
designed to safeguard scientific rigor and practical rele-
vance from influences that could adversely affect impar-
tiality (King et al. 2018). This process helps to ensure that
the report’s conclusions are defined by the scientific evi-
dence, rather than by the opinions of the authors and edi-
tors. In brief, an external editorial team of senior scientists
selected 58 experts for their knowledge of specific topics
to write the initial drafts of the chapters. These contribu-
tions, which are presented as Chapters 2-7, were evalu-
ated by 21 peer reviewers. After this initial stage of peer
review, 13 senior scientists and other experts—primarily
external to CDC—examined the scientific integrity of the
entire manuscript as part of a second stage of peer review.
After each round of peer review, the report’s scientific edi-
tors revised each draft based on reviewers’ comments.

Chapter 8, written by the editorial team after Chapters 1-7
had completed the second stage of peer review, outlines
broad strategies to accelerate progress in eliminating
tobacco-related health disparities.

Subsequently, the report was reviewed by various
institutes and agencies in the U.S. government, including
those in USDHHS. Throughout the review process, the
content of each chapter was revised to include studies and
information that were not available when the chapters
were first drafted; updates were made until shortly before
the report was submitted for publication. These updates
are intended to reflect the full scope of identified evidence,
including new findings that confirm, refute, or refine the
content in the initial drafts at the time the report was sub-
mitted for publication. However, updates made during
the review process may not capture all recently published
findings, since systematic reviews could not be conducted
again so close to publication date. Conclusions are based
on the preponderance and quality of scientific evidence
available at the time of publication.
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Scientific Basis of the Report

The statements and conclusions throughout this
report are based on an extensive review of the existing sci-
entific literature and analyses of new data from various
sources. The report primarily cites peer-reviewed journal
articles, including reviews that integrate findings from
numerous studies and books that were published between
1998 and 2021, the period after the last Surgeon General’s
report on the topic of tobacco-related health disparities
among population groups (USDHHS 1998). The report
focuses primarily on tobacco-related health disparities
among U.S. population groups in the context of adults
because this is the population for which the preponder-
ance of scientific literature exists on this topic. However,
data on youth and young adults are presented where avail-
able given the importance of continuing to work to pre-
vent and reduce the use of all forms of tobacco products
among young people.

This report also refers, on occasion, to unpublished
research, such as presentations at professional meetings,
personal communications from researchers, and infor-
mation available in various media. These references are
used when acknowledged by the chapter authors, edi-
tors, and reviewers as being scientifically valid and reli-
able and a critical addition to the emerging literature
on a topic. Throughout the writing and review pro-
cess, highest priority was given to peer-reviewed scien-
tific research. Following the model established in 1964,
this report includes comprehensive compilations of the
evidence on its topic of focus. The evidence was ana-
lyzed to identify causal associations according to enun-
ciated principles as outlined in Chapter 3 of the 1964
report, including

“Consistency of the association,

Strength of the association,

Specificity of the association,

Temporal relationship of the association, and

Major Conclusions

e Coherence of the association” (U.S. Department of
Health, Education, and Welfare [USDHEW] 1964, p. 20).

In the 2004 Surgeon General’s report (USDHHS
2004), the framework for interpreting evidence on smoking
and health was revisited in depth for the first time since
the 1964 report. The 2004 report provided a four-level
hierarchy of categories for interpreting evidence, and this
current report follows the same model:

1. “Evidence is sufficient to infer a causal relationship.

2. Evidence is suggestive but not sufficient to infer a
causal relationship.

3. Evidence is inadequate to infer the presence or
absence of a causal relationship (which encompasses
evidence that is sparse, of poor quality, or conflicting).

4. Evidence is suggestive of no causal relationship”
(USDHHS 2004, p. 18).

The categories acknowledge that evidence can be
“suggestive but not sufficient” to infer a causal relationship,
and the categories allow for evidence that is “suggestive
of no causal relationship.” Consistent with past Surgeon
General’s reports on tobacco use, conclusions are not lim-
ited to causal determinations and frequently include rec-
ommendations for research, policies, or other actions.

Similar to previous reports, this report assesses evi-
dence from studies using a variety of measures and levels
of analysis, including studies of main effects, interactions,
stratified samples, and nested designs. The report also con-
siders policy analysis studies, which vary greatly in their
approaches and applications of theoretical frameworks.
This consideration of complex and varied methodologies,
as well as the fact that effects change strength and direc-
tion by population groups, challenged the development of
four-level hierarchical causal conclusions that encompass
all racial and ethnic groups and other population groups.

1. Despite strong progress in reducing tobacco use at
the population level, disparities in use persist by race
and ethnicity, level of income, level of education,

8  Chapter 1

sexual orientation, gender identity, type of occu-
pation, geography, and behavioral health status.
Exposure to secondhand tobacco smoke remains
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disproportionately higher among Black people than
among people in other racial and ethnic groups,
youth than among adults, and people from lower
socioeconomic backgrounds than among those
from higher socioeconomic backgrounds.

. Tobacco-related health disparities are a social
injustice, in addition to an economic and health
burden. Addressing disparities requires reflection
on the complex history of the commercialization of
tobacco and both past and present-day experiences
of racism, discrimination, and targeted marketing
by the tobacco industry.

. Social, structural, and commercial determinants of
health—such as persistent poverty and inequitable
economic and social conditions—Ilead to inequitable
opportunities for living a life free from tobacco-
related death and disease. Racism, discrimination,
and targeted marketing by the tobacco industry;
geographic disparities in evidence-based policy
protections; preemptive laws that thwart commu-
nities from protecting their residents’ health and
safety; and financial and other structural barriers to
accessing cessation treatments also drive tobacco-
related health disparities.

. The tobacco industry has designed, engineered, and
marketed menthol cigarettes and other tobacco
products that deliver multisensory flavor experi-
ences which increase the likelihood of tobacco ini-
tiation, addiction, and sustained use. Policies that
restrict the availability of menthol cigarettes can
reduce smoking initiation and prevalence among
adolescents, young adults, Black people, and other
population groups that have disproportionately
higher use of menthol cigarettes.

. For decades, the tobacco industry has targeted its
products and marketing to specific groups, including
through concentrated marketing in neighborhoods
with greater percentages of Black people, Hispanic
people, and residents with lower incomes. Tobacco
companies employ multiple tactics to undermine
tobacco prevention and control efforts and enhance
their corporate image.

. Cigarette smoking remains a major cause of death
and disease—including cancer, cardiovascular dis-
ease, and chronic obstructive pulmonary disease—
among all racial and ethnic groups. More than
490,000 deaths attributable to cigarette smoking

10.

and exposure to secondhand tobacco smoke are esti-
mated to occur in the United States each year—
about one in five of all deaths in the United States.
This includes more than 473,000 deaths attribut-
able to cigarette smoking and more than 19,000
deaths attributable to exposure to secondhand
tobacco smoke.

Each year, more than 50,000 Black adults, 15,000
Hispanic adults, and 400,000 White adults are
estimated to die from causes attributable to cig-
arette smoking. Despite large absolute differ-
ences in the numbers of smoking-attributable
deaths by race and ethnicity, smoking accounts
for a similar proportion of deaths among non-His-
panic Black (18%) and non-Hispanic White (20%)
people and for approximately 10% of deaths among
Hispanic people.

Data from surveillance and intervention research
are limited for many groups known to be at high
risk for tobacco use, exposure to secondhand
tobacco smoke, and targeted marketing by the
tobacco industry. While protecting recent gains
in measurement, further efforts are warranted to
assess structural and social determinants of health
across the lifespan, disaggregate data, oversample
disparate populations, and increase understanding
of the impact of interventions on tobacco-related
health disparities.

Endgame efforts to eliminate tobacco-related dis-
ease, disability, and death should create opportuni-
ties and conditions for all people to live healthy lives
that are free from commercial tobacco. Interventions
designed to reduce the use of tobacco products and
the influences of the tobacco industry on society
should accompany efforts to remove the underlying
social, structural, commercial, and political drivers
of health inequities.

In addition to social and structural interventions,
a comprehensive and multilevel effort toward health
equity must include a combination of complemen-
tary approaches to reduce the affordability, accessi-
bility, appeal, and addictiveness of tobacco products;
eliminate exposure to secondhand tobacco smoke;
conduct high-impact media campaigns; and pro-
mote barrier-free access to cessation support with
broad reach to disparate populations. Strategies
should be implemented equitably and with fidelity
in all jurisdictions.

Introduction, Overview, Conclusions, and History of Tobacco-Related Health Disparities 9
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Chapter Conclusions

Chapter 1. Introduction, Overview,
Conclusions, and History of
Tobacco-Related Health Disparities

1.

The complex and centuries-long historical context of
tobacco commercialization is a foundational driver
of present-day tobacco-related health disparities.

For decades, tobacco-related health disparities have
not received the necessary investments of research,
time, and resources.

Poverty, racism, and discrimination are important
and long-standing social and structural determi-
nants that marginalize minoritized racial, ethnic,
gender identity, and sexual orientation groups and
provide the context in which tobacco-related health
disparities have occurred for many decades.

Not all vulnerable groups are disparate groups. A dis-
parate group is not only vulnerable to tobacco use
but may also face social determinants of poor health
(e.g., poverty), cumulative indicators of social disad-
vantage across the lifespan, and historical injustices
(e.g., discrimination, colonization).

Tobacco industry marketing has historically targeted
minoritized racial and ethnic groups and minori-
tized sexual orientation and gender identity groups.

States and localities have helped to build momentum
to enact and implement policies that prohibit
the sale of menthol cigarettes and other flavored
tobacco products.

Chapter 2. Disparities in Tobacco
Use and Exposure to Secondhand
Tobacco Smoke

10

1.

Racial and ethnic disparities in cigarette smoking
have persisted since 2000, with prevalence
remaining highest among American Indian and
Alaska Native adults. Frequency, type, and amount
of tobacco use; long-term cessation success; and
patterns of use across the life course also differ
by race and ethnicity. Within aggregate racial and
ethnic groupings, disparities in tobacco use vary

Chapter 1

2.

by ethnic group, nativity, and acculturation in the
United States.

Disparities in cigarette smoking by educational
attainment have notably widened in the past 50 years;
the prevalence of smoking is substantially higher
among people without college diplomas than it is
among those with college diplomas.

The prevalence of tobacco use is higher among
adults living in poverty than it is among adults living
at or above the poverty level. Disparities in cigarette
smoking by poverty status have persisted over four
decades, and these differences remain when looking
at the prevalence of smoking by poverty status and
other demographic characteristics, including sex,
race, ethnicity, and sexual orientation.

The prevalence of tobacco use is higher overall
among youth and adults who identify as gay, les-
bian, and bisexual than it is among youth and adults
who identify as heterosexual, but the prevalence of
tobacco use varies by different populations, such as
gay, lesbian, or bisexual populations, and by spe-
cific tobacco products. Increased availability and
improvements in the measures to assess sexual ori-
entation and gender identity in federal, state, and
local surveillance systems will assist efforts to better
address disparities among these populations.

The prevalence of ever and current smoking is higher
among manual labor and service workers than it
is among workers in other occupational groups.
Conversely, the prevalence of cigarette smoking
cessation is lower among manual labor and service
workers than it is among workers in other occu-
pational groups. Accommodation and food service,
construction, and mining are the occupation groups
with the highest prevalence of current cigarette
smoking. These settings may warrant greater sup-
port for smoking cessation interventions.

The prevalence of tobacco use is generally higher in
the South and Midwest than it is in other regions
of the United States. Additionally, the prevalence
of cigarette and smokeless tobacco use is higher
among people living in rural areas than it is among
people living in urban areas.

People living with any mental health condition
or substance use disorder are at increased risk of
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tobacco use. The intersection of mental health, sub-
stance use, and sociodemographic characteristics—
such as age, sex, race and ethnicity, sexual orienta-
tion, and socioeconomic status—adds to the risk of
tobacco use.

Despite progress in the adoption of smokefree pol-
icies, the prevalence of exposure to secondhand
tobacco smoke remains disproportionately high
among (a) children compared with adults, (b) non-
smoking African American youth and adults com-
pared with nonsmoking White or Mexican American
youth and adults, (c) families in lower income
groups compared with families in higher income
groups, and (d) adults without college diplomas
compared with adults with college diplomas.
The magnitude of these disparities has increased
since 2000.

Chapter 3. Physiological,
Chemosensory, and Genetic
Influences of Flavors and Menthol
in Tobacco Products

1.

The evidence is sufficient to infer that some natural
and synthetic chemicals and flavorants that are added
to tobacco products have pharmacological effects;
act as cues and reinforcers; and, in some cases, act
centrally to modulate the brain reward circuitry.

Natural and synthetic chemicals and flavorants
added to tobacco products elicit multisensory expe-
riences, including odorant (olfactory) effects; basic
taste perceptions (e.g., sweet, bitter); and somato-
sensory effects, such as cooling.

Sweeteners are used in tobacco products to mask
aversive tastes and have been detected at high levels
in certain oral tobacco products. Sweet taste appeals
more to young people than it does to older people.

Smoking status; use of flavored tobacco products;
and related disparities by age, gender, and race and
ethnicity result from multilevel influences. Targeted
marketing, societal and cultural factors, and genetic
variations that affect underlying chemosensory and
physiological mechanisms result in differences in
the appeal of and ability to perceive certain flavor
qualities, such as bitter taste.

Determinations that flavorants are “generally rec-
ognized as safe” for use in foods are not applicable

to the inhalation of tobacco products. These ingre-
dients, when inhaled, may be directly toxic to the
lungs or could result in higher absorption of tox-
icants. Commonly used natural and synthetic
chemicals and flavorants may be safe to ingest in
foods but might be harmful when inhaled.

. Animal studies suggest that menthol and sweet-

eners influence nicotine uptake. Menthol and other
flavorants, such as farnesene and farnesol, directly
affect the dopaminergic reward circuitry and may
potentiate the addictive effects of nicotine.

. Natural and synthetic cooling agents that have been

found in some tobacco products (a) act on different
parts of the oral cavity and the respiratory system to
enhance the experience of smoking or use of other
tobacco products and (b) can mimic the pharmaco-
logical and somatosensory effects of menthol but
may not have a distinguishing taste or odor. Cooling
agents, even those without a taste or odor, have the
potential to increase the appeal of tobacco prod-
ucts, facilitate their use, and contribute to tobacco-
related health disparities. Comprehensive flavor pol-
icies that account for these agents will better protect
public health.

. Genetic studies provide suggestive evidence that

variations in genes involved in sensory mecha-
nisms and taste perception may influence menthol
smoking in youth, women, and some minoritized
racial and ethnic groups. The emerging science on
the role of genes in flavor experiences should be
understood in context with multilevel commercial,
societal, and cultural factors that influence tobacco-
related health disparities.

Chapter 4. Social and Environmental
Influences on Tobacco-Related
Health Disparities

1. Tobacco use among peer groups increases the like-

lihood of smoking initiation for White, Black, and
Hispanic adolescents.

. For adolescents, participating in extracurricular

activities or feeling a sense of belonging at school
can reduce the likelihood of cigarette smoking ini-
tiation. However, Black and Hispanic adolescents
report lower school connectedness than White
adolescents, which may increase the likelihood of
smoking initiation.
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3. AsAsian American and Hispanic or Latino immigrants

undergo acculturation to life in the United States,
there is a greater risk of cigarette smoking among
women and a reduced risk of smoking among men.

. Inequitable smokefree protections for people living

in multi-unit housing contribute to disparities in
exposure to secondhand tobacco smoke.

. Although smokefree policies in the workplace can

reduce the use of tobacco products and encourage
quitting, not everyone is evenly protected by these
policies. Work-related stress and exposure to occu-
pational hazards are linked to smoking initiation
and difficulty quitting smoking.

. Disparities in utilization of evidence-based cessation

treatments exist, including by race and ethnicity,
socioeconomic status, and health insurance status.
Disparities persist in having received advice to quit
smoking from a healthcare professional, particu-
larly among minoritized racial and ethnic groups
and lower socioeconomic status groups.

Chapter 5. Tobacco Industry
Influences on Tobacco-Related
Health Disparities

12

1. Tobacco marketing in general and marketing for

menthol cigarettes in particular are more preva-
lent in neighborhoods with greater percentages
of African American residents or of residents with
lower incomes compared with neighborhoods with
lower percentages of African American residents or
of residents with higher incomes.

. Communities with high concentrations of people

from diverse racial and ethnic population groups,
residents with lower income, and adolescents tend
to have greater availability of cheaper tobacco prod-
ucts, including menthol cigarettes, that are widely
available at local retailers.

. Members of the LGBTQI+ community and people

with lower socioeconomic status are more likely
to receive and use a coupon or price discount code
to purchase tobacco products compared with their
heterosexual and cisgender counterparts and those
of higher socioeconomic status. Use of coupons
appears to increase the likelihood of tobacco initia-
tion among people who have never used tobacco and
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to reduce the likelihood of quitting among people
who use tobacco.

. Seismic shifts in the media environment have pro-

duced rapid changes in marketing strategies for
commercial tobacco. Tactics such as influencer
marketing that allow more focused and segmented
targeting have the potential to exacerbate existing
disparities in tobacco initiation and use.

. The tobacco industry continues to employ political,

legal, economic, corporate social responsibility, and
community tactics to enhance its image among the
communities it targets in marketing—including
minoritized racial and ethnic groups and sexual ori-
entation and gender identity groups that are sub-
ject to tobacco-related health disparities—and/or to
counter efforts that would benefit public health and
advance health equity.

Chapter 6. Disparities in Smoking-
Caused Disease Outcomes and
Smoking-Attributable Mortality

1. Smoking is the primary cause of lung and bronchus

cancers—the leading cause of cancer death in the
United States. Recent declines in the lung and bron-
chus cancer death rate have occurred among both
men and women. Among men, the death rate for
lung and bronchus cancer is highest among Black
men, followed by White men, American Indian and
Alaska Native men, Asian and Pacific Islander men,
and Hispanic men. Among women, the death rate
for lung and bronchus cancer is highest among
White women, followed by American Indian and
Alaska Native women, Black women, Asian and
Pacific Islander women, and Hispanic women.

. Cigarette smoking is a primary cause of COPD and

the primary risk factor for the worsening of COPD.
The overall prevalence of COPD is highest among
American Indian and Alaska Native adults and lowest
among Asian adults. There is a clear socioeconomic
gradient for COPD prevalence and mortality, with
higher prevalence and mortality occurring among
people with lower income and lower educational
attainment.

. Cigarette smoking and exposure to secondhand

tobacco smoke have adverse effects on overall car-
diovascular health and cause cardiovascular disease.
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Among men, the prevalence of cardiovascular disease
in 2017-2020 was highest among non-Hispanic
Black (11.3%) and non-Hispanic White (11.3%)
men, followed by Hispanic (8.7%) and non-Hispanic
Asian (6.9%) men. Among women, the prevalence
of cardiovascular disease was highest among non-
Hispanic Black women (11.1%), followed by non-
Hispanic White (9.2%), Hispanic (8.4%), and non-
Hispanic Asian (4.9%) women.

. From 2010 to 2018, an estimated 4.26 million
smoking-attributable deaths occurred among non-
Hispanic Black, Hispanic, and non-Hispanic White
adults in the United States. Among those groups,
at least 473,000 cigarette smoking-attributable
deaths are estimated to have occurred each year.
The number of smoking-attributable deaths is likely
underestimated due to insufficient data among addi-
tional racial and ethnic groups.

. Smoking causes about 1 in 5 deaths among non-
Hispanic White and non-Hispanic Black people and
about 1 in 10 deaths among Hispanic people.

. An estimated 19,600 deaths attributable to exposure
to secondhand tobacco smoke occurred among non-
smoking people in the United States based on data
from 2019 and 2020. Deaths attributable to expo-
sure to secondhand tobacco smoke have declined
considerably since 2006, but this is largely due
to the declines in death observed among non-
Hispanic White people. Declines occurred at lower
rates during this period among non-Hispanic Black,
Hispanic, and other non-Hispanic racial groups.

. Simulation models can be useful tools to project
the potential effects of large-scale interventions on
smoking-attributable morbidity and mortality and on
disparities in tobacco use across various populations.
Future modeling efforts would benefit from (a) more
detailed data on patterns of smoking and the use of
noncigarette tobacco products; and (b) more robust
data for racial and ethnic groups; minoritized sexual
orientation and gender identity groups; urban and
rural communities; and other focused populations.

. Aggregation of data on tobacco product use, dis-
ease incidence, and mortality may mask dispari-
ties within population groups, such as within Asian
American and Native Hawaiian and Other Pacific
Islander groups. Disaggregation of data reporting
and oversampling among disparate populations
will foster greater understanding of tobacco-related
health disparities.

Chapter 7. Promising Interventions
to Reduce Tobacco-Related Health
Disparities

1. Preemption at the federal and state levels can pose

a significant obstacle for pursuing innovative poli-
cies to advance tobacco-related health equity and
limits the ability of population groups that experi-
ence disparities to benefit from proven tobacco con-
trol interventions.

. The evidence is sufficient to infer that comprehen-

sive smokefree laws that apply to all indoor areas of
public places and workplaces, including casinos, as
well as smokefree policies for multi-unit housing
would reduce disparities in smokefree protec-
tions and reduce exposure to secondhand tobacco
smoke if fully and equitably adopted, implemented,
and enforced.

. Reducing nicotine in cigarettes and other com-

bustible tobacco products to minimally addic-
tive or nonaddictive levels should reduce tobacco
use among many population groups experiencing
tobacco-related disparities.

. The evidence is sufficient to infer that policies that

prohibit the sale of flavored tobacco products reduce
sales of tobacco products and can reduce tobacco
use. Eliminating the sale of flavored tobacco prod-
ucts, including flavored cigars, should also reduce
tobacco use among groups experiencing disparities
in tobacco use, especially if the policies are compre-
hensive and equitably implemented.

. The evidence is sufficient to infer that policies that

prohibit the sale of menthol cigarettes reduce the
sale of cigarettes and increase smoking cessation.
Given the disproportionate burden of menthol ciga-
rette use among some population groups, removing
menthol cigarettes from the marketplace should
also reduce disparities in tobacco initiation, nicotine
dependence, cessation success, and tobacco-related
health outcomes, especially if policies are compre-
hensive and equitably implemented.

. Policies that regulate the location of and reduce the

number of tobacco retailers in neighborhoods with a
high proportion of lower income, Black, or Hispanic
people could help reduce disparities in retailer den-
sity, exposure to tobacco product advertisements
and displays, and sales and use of tobacco products.
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7. The evidence is sufficient to conclude that increases
in tobacco product prices will reduce tobacco use
to a greater extent among people of lower SES than
they do for people of higher SES. Youth are especially
price-sensitive, and price increases could help reduce
tobacco use among people from all population groups
at the age when they are most likely to begin smoking.

8. The evidence is sufficient to infer that quitlines can
increase access to cessation treatments among popu-
lation groups affected by tobacco-related disparities,
particularly when quitline promotion and services
are developed, delivered, and evaluated with atten-
tion to their reach and relevance to these groups.

9. The evidence is sufficient to infer that mass media
countermarketing campaigns are effective at
increasing quit attempts among many population
groups affected by tobacco-related disparities, par-
ticularly when designed and delivered with attention
to reach and relevance to these groups. However, it
remains unclear if campaigns designed specifically for
a single focus population are more or less effective at
decreasing disparities in initiation or cessation than
campaigns designed for multiple focus populations.

10. Cultural tailoring of cessation interventions
(versus nontailored interventions) shows promise
for increasing quitting readiness and quit attempts
among African American adults and for increasing
successful quitting among Asian American adults,
though tailoring may not increase long-term cessa-
tion among African American adults.

11. The evidence is suggestive, but not sufficient, to
conclude that incentives paired with cessation treat-
ments increase smoking cessation among popula-
tions with lower socioeconomic status.

12. As additional research is undertaken to advance
understanding of the impacts of tobacco control
interventions—including cessation, media cam-
paign, and policy interventions—on health dispari-
ties, extra considerations should be taken to ensure
that such research is designed to allow for the exami-
nation of the impact of interventions among popula-
tions experiencing health disparities (e.g., ensuring
enrollment of diverse populations, oversampling of
population groups, attention to sample recruitment
and retention, and community-engaged participa-
tory research approaches).

History of Tobacco-Related Health Disparities

Addressing tobacco-related health disparities requires
a reflection on the complex history of the commercializa-
tion of tobacco. This section provides an overview of the
history of tobacco-related health disparities and context for
understanding some patterns of disparities in the United
States. Table 1A.1 in Appendix 1.2 includes a chronology
of key events related to tobacco-related health disparities.

A Complex History of Tobacco
Commercialization

The centuries-long historical context of tobacco
commercialization is a foundational driver of present-day
tobacco-related health disparities in the United States, as
well as intergenerational socioeconomic disparities. When
Europeans arrived in the Americas, tobacco had been cul-
tivated for centuries across much of North and South
America by Indigenous peoples for spiritual and cere-
monial purposes; some of these practices endure today
(Hodge 1910; Sherman 1972). Colonization resulted in
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the forced removal of Indigenous people from their lands,
and colonial landowners repurposed ceremonial tobacco
into a commercial product grown on those lands (Pérez-
Stable and Webb Hooper 2021; Nez Henderson et al. 2022).

Postcolonial policies further disrupted these tradi-
tional practices. Beginning in the late 19th century, fed-
eral laws (e.g., Code of Indian Offenses [1883], Dawes
Act of 1887) had the cumulative effect of prohibiting
Indigenous people from ceremonial uses of tobacco. For
example, in 1883, the Code of Indian Offenses outlawed
many traditional American Indian religious practices that
incorporated ceremonial tobacco, including ghost and
sun dances, the use of medicine men, funeral practices,
and ritualized gift-giving ceremonies (Nez Henderson
et al. 2022; National Geographic n.d.). Additionally, the
Dawes Act of 1887 reduced Indigenous lands by 65% and
allotted the remaining land in parcels to Indigenous fam-
ilies. Allotted land was often barren and unsuitable for
growing tobacco, minimizing the supply of traditional
tobacco (Keep It Sacred n.d.; National Archives n.d.).
House Concurrent Resolution 108 (1953) and other U.S.
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policies through 1968 sought to further abolish tribes,
relocate Indigenous people, and sell their land. This dis-
placement resulted in the relocation of many Indigenous
people to urban areas and termination of federal obliga-
tions to tribes—including federal aid, services, and pro-
tections—and further challenged the cultivation of tra-
ditional tobacco (Native Voices 1953). Although practices
involving traditional tobacco were outlawed, commercial
tobacco use was legal (Nez Henderson et al. 2022). With
the intent to keep cultural practices alive, some American
Indian communities began to substitute commercial
tobacco products for traditionally grown tobacco at cer-
emonies (Nez Henderson et al. 2022). Not until 1978 did
Indigenous people formally regain their ability to exer-
cise their traditional religious practices without penalty
through the passage of the American Indian Religious
Freedom Act (American Indian Religious Freedom Act
of 1978 1978; American Indian Religious Freedom Act
Amendments of 1994 1994; Nez Henderson et al. 2022).

The sacred and traditional meanings of ceremonial
tobacco endure today for many American Indian commu-
nities and are an example of the resilience of Indigenous
communities (Nez Henderson et al. 2022). Distinguishing
between ceremonial tobacco and commercial tobacco
products is important to enhance efforts to address
present-day disparities in commercial tobacco use among
Indigenous Americans (USDHHS 1998).

As documented in the 1998 Surgeon General’s report,
the commercialization of tobacco also has historical ties
to the enslavement of people of African descent (USDHHS
1998). Prior to the first recorded landing of African people
in the United States in 1619, White people imprisoned in
Europe were brought to the colonies to cultivate tobacco
as a form of employment in exchange for shorter sen-
tences (Encyclopedia Virginia 1737). However, as demand
for commercial tobacco grew in Europe, colonial land-
owners sought a larger and less expensive labor force,
often turning to African indentured servants and later to
the enslavement of African people and their descendants
(Kulikoff 1986). After the Emancipation Proclamation
was issued in 1863 and into the early 1900s, the “dirt-
iest, unhealthiest, and lowest paying jobs” in tobacco
factories were performed by Black women in the United
States(USDHHS 1998, p. 208, citing Jones 1984). At the
time, White women were viewed as the only group to have
the manual dexterity to operate the machines in these
facilities; it was also regarded as socially unacceptable for
Black men and women to work alongside White women.
Thus, factory workers who were Black were relegated to
less skilled and lower paying jobs (USDHHS 1998). By the
early 20th century, the tobacco industry began relying on
Black people, not only as laborers but also as consumers.
Advertising and product design targeting Black people,

particularly for menthol cigarettes, increased in the 1950s
(Robinson et al. 1992; Gardiner 2004).

Native Hawaiian and other Pacific Islander people
have also been negatively impacted by commercial tobacco.
The introduction of commercial tobacco products into the
Pacific region and the use of commercial tobacco as pay-
ment for products and services in this region have had
lasting impacts on the health of Native Hawaiian people
and other Pacific Islander people (Marshall 2013; CDC
2022b). As documented in Chapter 5, the tobacco industry
has viewed Native Hawaiian people as an important
market for menthol cigarettes since at least the 1980s;
approximately three in four Native Hawaiian and other
Pacific Islander adults who smoke use menthol cigarettes
(see Chapter 2). Additionally, Native Hawaiian people who
engage in lower intensity smoking behaviors may face
disproportionate health risks. Specifically, data from the
Multiethnic Cohort Study showed that Native Hawaiian
people and Black people had a higher risk for lung cancer
than White, Japanese American, and Hispanic or Latino
people who smoked a similar number of cigarettes; dispar-
ities more pronounced among people who smoked 10 cig-
arettes per day than among those who smoked 35 ciga-
rettes per day (Haiman et al. 2006; Stram et al. 2019).

Today, cigarette smoking is higher among American
Indian and Alaska Native youth and adults than it is among
any other racial and ethnic group in the United States,
and menthol cigarette smoking is highest among Black
adults, followed by Native Hawaiian and other Pacific
Islander adults (see Chapter 2). The intergenerational
consequences of these and other historical factors—
such as housing discrimination and residential segrega-
tion and inequities in education, employment opportuni-
ties, wages, and access to quality health care—contribute
to present-day socioeconomic and health disparities,
including tobacco-related health disparities (Hood et al.
2016; Pérez-Stable and Webb Hooper 2021; Swope et al.
2022). Acknowledging the historical origins of these ineq-
uities can reduce the potential for impacted communi-
ties to be unfairly blamed for present-day experiences of
disparities. Chapter 5 documents present-day examples
of targeted marketing by the tobacco industry to specific
groups, including but not limited to American Indian
and Alaska Native, Black/African American, and Native
Hawaiian and Pacific Islander people.

Tobacco-Related Health Disparities and Surgeon
General’s Reports

Previous Surgeon General’s reports provide a histor-
ical review of efforts to reduce the prevalence of smoking
in the United States (USDHHS 2000b). The first Surgeon
General’s Report on smoking and health, released in 1964,
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was based on epidemiologic studies that helped establish
a causal relationship between smoking and chronic dis-
eases, such as cancer. However, most studies investigating
the impact of smoking were limited to White men. Thus,
the report concluded that cigarette smoking is a signif-
icant cause of overall mortality, causes lung and larynx
cancer in men, and is a probable cause of lung cancer in
women. Few studies at the time reported data on women
and other population groups defined by age, race, ethnicity,
geography, occupation, income level, educational attain-
ment, and sexual orientation or gender identity. The 1980
Surgeon General’s Report, The Health Consequences of
Smoking for Women, definitively concluded that women
experienced the same health outcomes from smoking as
did men (USDHHS 1980).

Later, the 1998 Surgeon General’s report, Tobacco
Use Among U.S. Racial/Ethnic Minority Groups—African
Americans, American Indians and Alaska Natives, Asian
Americans and Pacific Islanders, and Hispanics: A Report
of the Surgeon General, became the first to highlight the
associations between tobacco use among racial and ethnic
groups and intersections with sex, income, and education
(USDHHS 1998). The report issued the first call to action
to prevent unnecessary disease, death, and disability
caused by tobacco use, exposure to secondhand tobacco
smoke, and exposure to commercial tobacco products
among racial and ethnic groups.

Before the release of the 1998 Surgeon General’s
report, scientific data were limited, and no comprehensive
synthesis of data was available to inform the development
of effective tobacco prevention and control programs or
guide future research related to tobacco-related health
disparities among U.S. racial groups. The 1998 report rec-
ognized that America was becoming more racially and eth-
nically diverse and that the future health of all American
people would depend on the nation’s capacity to eliminate
tobacco-related health disparities (USDHHS 1998).

The 1998 Surgeon General’s report was also the
first to provide the historical context in which tobacco
use influences the economic, spiritual, and social lives of
Black or African American, American Indian and Alaska
Native, Asian American, Native Hawaiian and Other Pacific
Islander, and Hispanic or Latino people. This historical
context is critical to understanding how tobacco—as a
cash crop, commercial product, and ceremonial artifact—
has been embedded into certain societies, communities,
and neighborhoods.

Subsequent to the 1998 report, the 2000 Surgeon
General’s report, Reducing Tobacco Use, identified the
elimination of tobacco-related health disparities as a top
priority and encouraged researchers, practitioners, and
advocates to continue to address this significant chal-
lenge (USDHHS 2000b). In 2017, NCI published Tobacco
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Control Monograph 22, A Socioecological Approach to
Addressing Tobacco-Related Health Disparities, which
was the first major report published by the federal gov-
ernment since the 1998 Surgeon General’s report to
highlight tobacco-related health disparities in the United
States. The monograph documented continued disparities
attributable to multilevel factors, the need for enhanced
and additional interventions, and the need for research
and improved surveillance (NCI 2017). Finally, the 2014
and 2020 Surgeon General’s reports documented large
disparities in tobacco use and in key indicators of smoking
cessation by race and ethnicity, geography, poverty status,
and educational attainment (USDHHS 2014, 2020).

Defining Tobacco-Related Health Disparities

No comprehensive definition of tobacco-related
health disparities existed prior to the early 2000s. The 1998
Surgeon General’s report (USDHHS 1998) and Healthy
People 2010 (USDHHS 2000a) provided the impetus for
developing a clear definition for tobacco-related health
disparities. Healthy People 2010 established two main
goals: (1) enhance life expectancy and quality of life and
(2) eliminate health disparities between different seg-
ments of the U.S. population (USDHHS 2000a; National
Center for Health Statistics 2012). Healthy People 2010
also included a focus on eliminating differences in tobacco
use and subsequent tobacco-related outcomes by sex,
racial and ethnic group, education level, income level,
disability status, geographic location, and sexual orienta-
tion status (USDHHS 2000a; National Center for Health
Statistics 2012). These objectives focused on tobacco use,
smoking cessation and the availability of cessation treat-
ment programs, exposure to secondhand smoke, attitudes
of adolescents toward smoking, and tobacco control laws.

The National Conference on Tobacco and Health
Disparities: Forging a National Research Agenda to
Reduce Tobacco-Related Health Disparities (Fagan et al.
2004) met in 2002 to identify gaps in knowledge and
develop a research agenda to eliminate tobacco-related
health disparities (Fagan et al. 2004; King 2005). Tobacco-
related health disparities were defined at the conference
as “differences in patterns, prevention, and treatment of
tobacco use; the risk, incidence, morbidity, mortality, and
burden of tobacco-related illness that exist among specific
population groups in the United States; and related differ-
ences in capacity and infrastructure, access to resources,
and environmental tobacco smoke exposure” (Fagan et al.
2004, p. 211).

Fagan and colleagues (2007) later modified the
definition to capture more details about the patterns of
tobacco use that affect prevention and treatment—that is,
differences in the tobacco use continuum: exposure to, or
being around other peoples’ tobacco products; exposure
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to secondhand smoke; marketing; initiation; current use;
number of cigarettes smoked per day; quitting or treat-
ment; relapse; and health consequences—and differences
in capacity, infrastructure, and access to resources were
updated to include differences in access to care, quality
of healthcare, socioeconomic indicators that affect health-
care, and psychosocial and environmental resources.
Underlying this definition is an acknowledgment that
tobacco-related health disparities are not simply differ-
ences between groups. Many people are born into groups
whose members have historically been poor, marginal-
ized, or subjected to systematic discrimination—resulting
in cumulative disadvantage over the lifespan (Smith et al.
1997; Graham et al. 2006). The recognition of groups that
may experience disparities or be classified as disparate
does not suggest that such communities or their indi-
vidual members lack strengths and assets.

This report treats disparate and vulnerable as dis-
tinctly different terms. The term vulnerable population
has been used to define the groups of people among whom
tobacco-related health disparities exist and to determine
focal areas of research and resources that are needed to
reduce tobacco-related health disparities (Fagan et al.
2007; Lee et al. 2023). Vulnerable has been used to describe
groups whose rates differ from other groups across the
tobacco use continuum (initiation, current use, number
of cigarettes smoked per day, addiction, quitting, access to
treatment, relapse) (Fagan et al. 2007), However, vulner-
able does not take into consideration cumulative disad-
vantage across the lifespan.! For example, rates of tobacco
use are higher among men than among women (USDHHS
1980, 1998, 2001). Thus, men may be seen as being vul-
nerable to tobacco use, but men as an aggregate sex group
do not constitute a disparate group per se.

To distinguish disparate from vulnerable groups,
Fagan and colleagues (2019) delineated the fundamental
assumptions underlying the 2004 and 2007 definitions of
tobacco-related health disparities. That is, tobacco-related
health disparities are

e Not merely differences between groups along the
continuum of tobacco use;

e Associated with social determinants of poorer health,
such as poverty, lower education, and discrimination,
which make the observed differences inequitable;

e Cumulative across the life cycle, representing a
chain of events that often begins with social indica-
tors of disadvantage; and

e Caused by social injustices (such as being unin-
sured) that are avoidable and can be ameliorated
through policy interventions.

The definition of tobacco-related health disparities
has evolved over the years and shaped a scientific disci-
pline that influences research practices and standards and
sets priorities for improving the health of all people.

Evolution of Terminology to Describe Groups

The terms used to describe population groups
affected by health disparities have changed over time.
Such terms influence the reporting of scientific data and
its perception. For example, the word minority originates
from the Latin word minoritas, meaning less or smaller,
and was used in the early 1900s, particularly during World
Wars I and II, to describe political and social groups that
differed from the majority (Dalle Mulle 2019; WordSense
n.d.). The term minority groups has been used to describe
racial groups in the United States that were not consid-
ered part of the majority. The term minority has also been
used to describe people from different sexual orientation
and gender identity groups. For the past two decades,
researchers have questioned how such terms as race and
minority are used in scientific work and have instead
defined race as a social construct because race itself lacks
a scientific basis (King 1997). See “Terminology About
Population Groups” earlier in this chapter for additional
details about terms used in the present report, which
refers to “minoritized groups.”

Emerging Recognition of Social
Determinants of Health

Underlying social, economic, and historical factors
contribute to differences in health indicators along the
tobacco use continuum (i.e., from initiation to health out-
comes, including disease, disability, and death) and to the
collective capacities and resources to ameliorate tobacco-
related health disparities across the life course. Social
determinants of health can perpetuate health inequi-
ties among minoritized people (CDC 2022¢; Hacker et al.
2022). As noted in Healthy People 2030, social determi-
nants of health—which are grouped into the domains of
economic stability, education access and quality, health-
care access and quality, neighborhood and built environ-
ment, and social and community context—“are the con-
ditions in the environments where people are born, live,

IMore recently, CDC (2022a) has recommended avoiding using the term vulnerable, noting that it implies an inherent condition rather

than causal factors.
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learn, work, play, worship, and age that affect a wide range
of health, functioning, and quality-of-life outcome and
risks” (Office of Disease Prevention and Health Promotion
n.d.b). Healthy People 2030 further states that “just pro-
moting healthy choices won’t eliminate these and other
health disparities. Instead, public health organizations
and their partners in sectors like education, transporta-
tion, and housing need to take action to improve the con-
ditions in people’s environments.”

It is well documented that people living in pov-
erty, those with lower educational attainment, and those
working in manual labor or service jobs continue to expe-
rience disproportionately higher tobacco-related health
disparities (NCI 2017) (also see Chapter 2 of the cur-
rent report). Furthermore, there is extensive evidence on
(a) the roles of racism and discrimination in overall health
and (b) the link between societal structures—including
how health systems are organized—and the health of
members of minoritized racial, ethnic, and other commu-
nities (Pérez-Stable and Webb Hooper 2021). Experiences
of discrimination also have direct links to tobacco-
related health disparities. Discrimination has histori-
cally been associated with increased tobacco use (Kendzor
et al. 2014b; Chavez et al. 2015; Agunwamba et al. 2017;
Crockett et al. 2018; Holmes et al. 2019), reduced cessa-
tion (Kendzor et al. 2014a; Chavez et al. 2015; Agunwamba
et al. 2017; Crockett et al. 2018; Holmes et al. 2019; Webb
Hooper et al. 2020) reduced access to health resources
(Shavers et al. 2012), and poor treatment outcomes
(Shavers et al. 2012; Simmons et al. 2016). Furthermore,
in part due to the legacy of redlining,2 people in lower
income and minoritized racial groups are more likely to
live in multiunit housing, which is a physical environment
that places residents at elevated risk for exposure to sec-
ondhand tobacco smoke compared with residents living in
detached housing (Helms et al. 2017). In addition, studies
have found that Black or African American men with sim-
ilar lung cancer diagnoses and staging were not offered
the same treatment regimens for lung cancer as were
White men (Shavers and Brown 2002; Lathan et al. 2006).

NIH, as part of its UNITE initiative (NIH n.d.), now
acknowledges that structural and systemic racism impact
health disparities. Acknowledging both systemic racism
(i.e., “structures, policies, practices, and norms that
assign values and determine opportunities based on the
way people look or the color of their skin” [CDC n.d.e])
and structural racism (i.e., racism that is “codified in our
institutions of custom, practice, and law so there need not
be an identifiable perpetrator” [Jones 2000, p. 1212]) is

critical to addressing health disparities. Similarly, recog-
nition of sexual orientation and gender identity diversity
and of self-identification as straight; lesbian, gay, bisexual,
transgender, queer, or intersex (LGBTQI+); nonbinary;
or another sexual orientation or gender identity matters
because (a) the tobacco industry has targeted these groups
in its marketing and (b) people who identify as LGBTQI+
use tobacco at higher rates than do people who identify as
heterosexual or straight.

Social disadvantage in all forms—including that pred-
icated on race and ethnicity, income and income inequality,
social and occupational status, educational attainment and
opportunities, geography and place-based inequalities,
sexual orientation and gender identity, and the intersec-
tions of any of these factors that groups experience—can
impact tobacco-related health disparities (Dankwa-Mullan
and Pérez-Stable 2016). Documenting these disparities
provides the relevant data needed to inform the develop-
ment of effective tobacco prevention and control programs.

History of Tobacco Industry
Marketing and Countermarketing
Efforts

The tobacco industry has launched a variety of cam-
paigns to promote tobacco products to disparate groups,
including but not limited to people who are Hispanic or
Latino, Native Hawaiian and Other Pacific Islander, Black
or African American, and American Indian and Alaska
Native; residents of rural areas; LGBTQI+ groups; and
young people who identify with hip-hop culture (USDHHS
1998; Hafez and Ling 2006).

The industry’s targeting of specific populations is
often informed by the industry’s in-depth psychographic
research, resulting in marketing approaches that may
be direct, subtle, or both (Robinson et al. 1992; Gardiner
2004; Yerger et al. 2007). Tobacco industry research and
marketing has often been based on socially constructed,
problematic assumptions about minoritized racial groups,
including assumptions about literacy levels (Johnston
1982) and such motivations as status seeking and willing-
ness to trust advertising (USDHHS 1998). Industry docu-
ments further show that whereas menthol brands like Kool
were deliberately marketed to African American people,
Marlboro cigarettes—the leading non-menthol ciga-
rette brand—were deliberately nof marketed to African
American people, suggesting that marketing was not only

2Established by the federal government in the 1920s and 1930s, redlining was a discriminatory housing policy that discouraged
banks from offering mortgages in neighborhoods that had a high percentage of residents from certain racial and ethnic groups (U.S.

Department of Justice 2021; Legal Information Institute n.d.).
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racially and ethnically targeted but was also racially seg-
regated by brand (Johnston 1982; Cummings et al. 1987,
Landrine et al. 2005).

Marketing to the LGBTQI+ community has been
similarly problematic. For example, R.J. Reynolds docu-
ments from 1995 to 1997 reveal the company’s attempts
to market to the LGBTQI+ community, including through
“Project Scum,” which aimed to promote Camel and Red
Kamel cigarettes to “consumer subcultures” of an “alter-
native life style” in the San Francisco area (R.J. Reynolds
1997; Washington 2002, p. 1093). Project Scum also pro-
posed to exploit high rates of drug use among LGBTQI+
youth by targeting head shops (i.e., shops specializing in
articles of interest to drug users).

The tobacco industry outspends tobacco control
efforts by a factor of at least 12 to 1 (Campaign for Tobacco-
Free Kids 2023a; Federal Trade Commission 2023); the
industry continues to target minoritized racial and ethnic
groups, lower SES communities, and other populations
(Pucci et al. 1998; Hackbarth et al. 2001; Balbach et al.
2003; Lee et al. 2004; Primack et al. 2007; Brown-Johnson
et al. 2014; Trinidad et al. 2017). Chapter 5 describes con-
temporary examples of tobacco industry tactics that influ-
ence disparities.

Emergence of National Tobacco
Countermarketing Campaigns

State and community interventions, cessation inter-
ventions, federal regulations, and health communication
interventions can effectively counter messaging from the
tobacco industry (USDHHS 2014). Using revenues from
state cigarette taxes and other sources, some states have
launched innovative and highly successful tobacco coun-
termarketing campaigns that have paved the way for
national campaigns; the earliest such campaigns occurred
in California and Massachusetts (Balbach and Glantz 1998;
Tsoukalas and Glantz 2003).

The twenty-first century saw the emergence of
major, national countermarketing campaigns with reach
to specific groups, including,

e The Truth campaign launched by American Legacy
Foundation (now Truth Initiative) in 2000 to pre-
vent smoking among at-risk youth 12-17 years of
age (Zucker et al. 2000).

e CDC’s Tips from Former Smokers launched in 2012,
the first federally funded national tobacco education
campaign that encourages quitting among adults.
Tips advertisements have featured people who are
Black or African American, American Indian and

Alaska Native, Asian American, Hispanic or Latino,
HIV+, LGBTQI+, military members, veterans, and
pregnant women, as well as people with mental
health conditions.

e FDAs The Real Cost directed to youth, including male
youth in rural areas at risk for smokeless tobacco use.

e FDA’s Fresh Empire prevention campaign targeting
“at-risk multicultural youth, 12-17 years of age who
identified with hip-hop culture, specifically African
American, Hispanic, and Asian American/Pacific
Islander youth” (FDA 2022a).

e FDA’s This Free Life directed to LGBTQI+ young adults
who occasionally smoke cigarettes (FDA 2022b).

Public health mass media campaigns with relevance
and reach to minoritized racial, ethnic, sexual orienta-
tion, and gender identity groups; people with lower SES;
and other populations that experience tobacco-related
disparities can help counter the efforts of the tobacco
industry and address inequities in exposure to marketing.
Continued development, testing, implementation, and
evaluation of public health campaigns that reach dispa-
rate populations are critical to reducing tobacco-related
health disparities (Cruz et al. 2019).

Funding Initiatives Aimed at
Reducing Tobacco-Related
Health Disparities

The tobacco industry has a long history of investing
in and cultivating relationships with minoritized commu-
nities. Although public health, state, and local agencies
cannot compete with the vast resources of the tobacco
industry, public health efforts have helped to success-
fully reduce the share of adult cigarette smoking by more
than 70% since publication of the 1964 Surgeon General’s
report (USDHHS 2014). However, this progress has not
resulted in equitable outcomes for all groups.

In 1991, NCI launched the American Stop Smoking
Intervention Study for Cancer Prevention (ASSIST) (NCI
2006). This $165-million investment by NCI did not spe-
cifically address tobacco-related health disparities, but it
was influential at the state and local levels and later in its
evolution engaged a multicultural committee that aimed
to eliminate disparities among high-priority population
groups. The 1998 Surgeon General’s report provided the
impetus for a new focus on investing in the public health
of minoritized racial and ethnic communities to blunt the
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effects of years of investments by the tobacco industry.
Table 1.1 lists CDC-funded initiatives launched from 1997
to 2023 that are designed to address disparities. In addition
to these efforts, NCI has played a key role in supporting
communities in their efforts to reduce the tobacco-caused
cancer burden in underserved and minoritized racial
and ethnic communities and in sponsoring research on
tobacco-related health disparities, including through its
partnership with the American Legacy Foundation to
develop the Tobacco Research Network on Disparities
(TreND) (Clayton 2006; Okuyemi et al. 2015).
Nongovernmental initiatives, including those
funded by the 1998 Master Settlement Agreement (MSA),

have also been critical sources of funding for efforts to
address disparities. The 1998 MSA between the four largest
tobacco companies at the time and 46 states, 4 U.S. territo-
ries, the Commonwealth of Puerto Rico, and the District of
Columbia remains the largest civil settlement in U.S. his-
tory (Public Health Law Center 2019). The MSA’s purpose
was to alleviate the burden of Medicaid costs for treating
tobacco-related illnesses and to develop and fund educa-
tional programs to prevent and reduce underage smoking
(Public Health Law Center 2019; National Association
of Attorneys General n.d.). The MSA also created the
American Legacy Foundation (now Truth Initiative),
which created opportunities for funding initiatives that

Table 1.1 Select programmatic initiatives funded federally by CDC and designed to reduce tobacco-related health

disparities, 1997-2023

Funding agency and

No. of grants and

program Year Purpose Populations of focus include investments
CDC National Networks 1997  Build capacity for smoking African American people, Hispanic or 8 grants;
prevention, cessation, education, Latino people, Asian American and $3 million
and public policy Pacific Islander people, and American
Indian and Alaska Native people, along
with youth, women, males (12-24 years
of age), “blue-collar” and/or agricultural
workers, lower education groups, and
military personnel
Cooperative Agreements 2000 Build capacity for smoking African American people, Hispanic 8 awardees; up to
for National Networks prevention, cessation, education, or Latino people, Asian and Pacific $3 million per year
for Tobacco Prevention and public policy Islander people, and American Indian for 6 years
and Control Program and Alaska Native people, along with
youth, women, males (12-24 years of
age), “blue-collar” and/or agricultural
workers, lower education groups, and
military personnel
Cooperative Agreements 2006 Prevent and reduce tobacco use  African American people, American 6 awardees;
for National Networks and exposure to secondhand Indian and Alaska Native people, Asian $1.8 million per
for Tobacco Prevention tobacco smoke and eliminate American and Pacific Islander people, year for 2 years
and Control Program tobacco-related health disparities and Hispanic or Latino people
National Network for 2008 Develop a consortium of national ~African American people, American 6 awardees;
Tobacco Prevention networks to expand the science  Indian and Alaska Native people, Asian $12.5 million
of tobacco control in populations American and Pacific Islander people, (total) over 5 years
experiencing tobacco-related Hispanic or Latino people, and people
health disparities. with lower SES
CDC—Consortium of 2013  Establish partnerships to provide African American people; American Up to 10 grants;

National Networks to
Impact Populations
Experiencing Tobacco-
Related and Cancer
Health Disparities

leadership on and promotion of
evidence-based approaches for
preventing commercial tobacco
use and cancer

Indian and Alaska Native people, Asian
American people, Pacific Islander people,
Native Hawaiian people, Hispanic or
Latino people, LGBT people, people
with lower SES, people with mental
health conditions and substance abuse
disorders, and geographically defined
populations with high commercial
tobacco use and related disparities

$26 million (total)
over 5 years
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Funding agency and

No. of grants and

program Year Purpose Populations of focus include investments
Good Health and 2015 Promote health, prevent disease, ~American Indian and Alaska Native people 35 grants;
Wellness in Indian reduce health disparities, $78 million (total)
Country and strengthen connections
to culture and lifeways that
improve health and wellness
Networking2Save and 2018 Implement population-specific,  African American people, American 8 grants;
CDC—National Network public health-oriented strategies Indian and Alaskan Native people, Asian ~ $5.2 million (total)
Approach to Preventing that impact the prevalence of American people, Pacific Islander, and
and Controlling Tobacco- commercial tobacco use and Native Hawaiian people, Hispanic or
related Cancers in tobacco-related cancers Latino people, LGBT people, people of
Special Populations lower SES, people with mental health
conditions and substance use disorders,
and geographically defined populations
with high commercial tobacco use and
related health disparities
Good Health and 2019 Promote health, prevent disease, American Indian and Alaska Native people 27 grants;
Wellness in Indian reduce health disparities, $19.3 million
Country and strengthen connections per year
to culture and lifeways that
improve health and wellness
Building Capacity to 2023  Advance health equity through People who use menthol cigarettes 8 recipients;

Reduce the Burden
of Menthol and Other
Flavored Commercial
Tobacco Products in
Communities that
Experience Health
Disparities

strategic partnerships and
community engagement by
addressing disparities caused
by menthol and other flavored
tobacco product marketing
and use

$15 million (total)
over 5 years

Notes: CDC = Centers for Disease Control and Prevention; LGBT = lesbian, gay, bisexual, or transgender; SES = socioeconomic status.

focused on priority populations. For example, in 2001,
the American Legacy Foundation launched the Priority
Populations Initiative, which provided $25 million to
83 grantees with the goal of reducing tobacco-related
health disparities (American Legacy Foundation n.d.).
However, the settlement did not require states to
track their spent funds to determine how the money was
being used to fund tobacco prevention and control efforts,
including prevention and control efforts that focus on
population groups who are disproportionately burdened
by tobacco use, such as Medicaid recipients. In fiscal year
2024, states will collect an estimated $25.9 billion from
the MSA and related taxes, but they are projected to spend
only 2.8% of it on tobacco prevention and cessation pro-
grams—Iess than one-fourth of the total funding recom-
mended by CDC (CDC 2014; Campaign for Tobacco-Free
Kids 2024). Furthermore, differences in total amount
spent as a function of CDC-recommended funding are
noted by state, with only one state (Maine) funding
tobacco prevention and cessation programs at or above

the level recommended by CDC (Campaign for Tobacco-
Free Kids 2024). In contrast, 19 states fund tobacco con-
trol efforts at less than 10% of the CDC-recommended
level, many of which also have a higher burden of tobacco
use (CDC 2021; Campaign for Tobacco-Free Kids 2024).
It is not known how much of the settlement funds are
spent on Medicaid or to alleviate tobacco-related Medicaid
costs, and many states have used their MSA funds to sub-
sidize budgetary shortfalls and for other general purposes
unrelated to addressing tobacco-related health disparities
specifically, or tobacco prevention and control generally
(Jones and Silvestri 2010).

In addition to the aforementioned programmatic
initiatives, quitlines are an evidence-based intervention
that help people quit smoking by offering counseling;
practical information on how to quit; referrals to other
cessation resources; self-help materials; and, in some
cases, cessation pharmacotherapy (USDHHS 2020). In
1992, California became the first state to launch a quit-
line, and other states—such as Arizona, Massachusetts,
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and Oregon—followed by the mid-1990s. (North American
Quitline Consortium n.d.). In 2004, a single national quit-
line portal number (1-800-QUIT-NOW)—funded through
a partnership between NCI and CDC—was launched to
connect callers across the country to quitline services
(USDHHS 2020; National Center for Chronic Disease
Prevention and Health Promotion n.d.). Quitlines are cur-
rently available in all 50 states, Washington, D.C., and all
U.S. territories. Quitlines have developed culturally tai-
lored services to meet the needs of members of under-
served groups, such as American Indian, Hispanic or
Latino, and Asian American people, and provide services
in multiple languages, including Spanish and languages
spoken by Asian American people. In addition to quitlines,
federal programs—such as federally funded health cen-
ters, which serve lower income patients, the uninsured,
and Medicaid beneficiaries, among other patients—screen
for tobacco use and offer cessation counseling.
Notwithstanding these important efforts, the alloca-
tion of limited public health resources involves prioritiza-
tion, which often has not favored investment of time and
resources to help understand and address disparities. The
1998 Surgeon General’s report identified specific tobacco
control and educational programs that targeted four racial
and ethnic communities, but it acknowledged significant
shortcomings in investments made by public health agen-
cies and others for prevention and cessation initiatives in
those communities (USDHHS 1998). These longstanding
shortcomings in investments in research and programmatic
efforts contribute to tobacco-related health disparities.

History of Advocacy to Address
Menthol and Other Flavored
Tobacco Products

Menthol cigarettes mask the harshness of cigarette
smoke (The Roper Organization 1979; Creative Research
Group Limited 1982; Yerger 2011; Center for Tobacco
Products 2022), facilitate addiction (Ahijevych and Garrett
2010; Fagan et al. 2010; Hoffman and Simmons 2011;
Yerger 2011; Center for Tobacco Products 2022), make
quitting more difficult (Yerger 2011; Center for Tobacco
Products 2022), and are disproportionately used by cer-
tain racial and ethnic groups, LGBTQI+ people, women,
and young people (see Chapter 2). The Family Smoking

Prevention and Tobacco Control Act (Tobacco Control Act
[2009]) gave FDA the authority to regulate the manufac-
ture, distribution, and marketing of tobacco products in
the United States. The Acf banned cigarettes with charac-
terizing flavors, except those with menthol or tobacco fla-
vors (FDA 2018, p. 3), and directed the Tobacco Products
Scientific Advisory Committee (TPSAC) to study the
impact of menthol on public health and make a recom-
mendation to FDA. In a 2011 report, TPSAC concluded
that “removal of menthol cigarettes from the marketplace
would benefit public health in the United States” (TPSAC
2011, p. 225).

Prior to passage of the Tobacco Control Act, some
tobacco control advocates—such as the National African
American Tobacco Prevention Network—opposed men-
thol’s exclusion from the legislation (Cheyne et al. 2014).
After the Act’s enactment, advocacy efforts continued to
encourage a federal ban on menthol-flavored cigarettes.
In 2013, advocates filed a formal petition, the “Citizen
Petition Asking the Food and Drug Administration to
Prohibit Menthol as a Characterizing Flavor in Cigarettes”
and citing the TPSAC’s 2011 conclusions (Tobacco Control
Legal Consortium n.d.). In 2020, the African American
Tobacco Control Leadership Council (2020) and Action
on Smoking & Health (2020) filed a lawsuit seeking to
compel FDA to respond to the 2013 citizen petition and
to issue a product standard to prohibit menthol as a char-
acterizing flavor in cigarettes (Public Health Law Center
et al. 2013). In May 2022, FDA proposed such a product
standard, to cover both cigarettes and cigarette compo-
nents or parts, including those sold separately to con-
sumers (Federal Register 2022a), and proposed a product
standard to prohibit characterizing flavors, except tobacco
flavor, in cigars (Federal Register 2022b).

While these important developments unfolded at
the federal level, states and localities have helped to build
momentum to protect their residents from flavored tobacco
products. The Tobacco Control Act (2009) affirms state,
territorial, tribal, and local authority to adopt and enforce
requirements related to the sale, distribution, exposure to,
access to, advertising and promotion of, or use of tobacco
products by individuals of any age, among other actions.3
As of 2023, two states (Massachusetts and California) and
nearly 200 U.S. communities prohibit the sale of menthol
cigarettes and other flavored tobacco products, protecting
about one-sixth of the population (Campaign for Tobacco-
Free Kids 2023b; Truth Initiative 2023). Prohibiting the

3The Tobacco Control Act (2009) expressly preempts state, territorial, and local requirements that differ from, or add to, any FDA
requirements related to “tobacco product standards, premarket review, adulteration, misbranding, labeling, registration, good manu-
facturing standards, or modified risk tobacco products” (p. 1823), but the Act also clarifies that there is no preemption of any other
measures. The Tobacco Control Act does not have relevance to state preemption of local action. See Chapter 7 for further discussion

about preemption.
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sale of flavored tobacco products in Massachusetts was
associated with a statistically significant decrease in the
sale of menthol cigarettes and all cigarettes (Asare et al.
2022). Local laws restricting the sale of flavored tobacco
products are associated with a decrease in tobacco product
sales and in the prevalence of tobacco use among youth
(Rogers et al. 2022). Chapters 6 and 7 discuss more fully

Conclusions

these and other studies that estimate the potential impact
of a federal standard on menthol products. In addition to
policies that prohibit the sale of menthol and other fla-
vored tobacco products, the evaluation of these policies
may help to foster a better understanding of their impact
on reducing tobacco-related health disparities in the
United States.

1. The complex and centuries-long historical context of
tobacco commercialization is a foundational driver
of present-day tobacco-related health disparities.

2. For decades, tobacco-related health disparities have
not received the necessary investments of research,
time, and resources.

3. Poverty, racism, and discrimination are important
and long-standing social and structural determi-
nants that marginalize minoritized racial, ethnic,
gender identity, and sexual orientation groups and
provide the context in which tobacco-related health
disparities have occurred for many decades.

4. Notall vulnerable groups are disparate groups. A dis-
parate group is not only vulnerable to tobacco use
but may also face social determinants of poor health
(e.g., poverty), cumulative indicators of social disad-
vantage across the lifespan, and historic injustices.

5. Tobacco industry marketing has historically tar-
geted minoritized racial and ethnic groups and
sexual orientation and gender identity groups.

6. States and localities have helped to build momentum
to enact and implement policies that prohibit the
sale of menthol cigarettes and other flavored tobacco
products.
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Appendix 1.1: Terminology Used in this Surgeon General’s Report

Acculturation

The process in which a non-majority culture is exposed
to a dominant culture and adapts to the cultural beliefs
and practices of the dominant culture (Rothe et al. 2010).

Age-specific population groups
¢ Youth (12-17 years of age)

¢ Young adults (18-25 years of age)

e Alladults (18 years of age and older) (Substance Abuse
and Mental Health Services Administration 2020).

Commercial versus traditional or sacred tobacco

Commercial tobacco is manufactured tobacco sold
by tobacco companies for personal use. Commercial
tobacco use is the most prevalent form of tobacco use in
the United States and is responsible for impacts on the
health of historically disadvantaged groups, including
among American Indian and Alaska Native populations
(NCI 2017). Traditional or sacred tobacco is tobacco and/
or other plant mixtures grown or harvested and used by
some American Indian communities for ceremonial or
religious purposes (Unger et al. 2006; Keep It Sacred n.d.).

Endgame approaches in tobacco control

Efforts to eliminate the burden of death and disease
caused by commercial tobacco use (USDHHS 2014).

Equality versus equity

“Equality means each individual or group of people
is given the same resources or opportunities. Equity rec-
ognizes that each person has different circumstances and
allocates the exact resources and opportunities needed
to reach an equal outcome” (The George Washington
University, Milken Institute School of Public Health 2020).

Gender identity

A person’s deeply felt, internal, and individual expe-
rience of gender, which may or may not correspond to
the person’s physiology or designated sex at birth (World
Health Organization n.d.).

Health equity

The state in which everyone has a fair and just oppor-
tunity to attain their highest level of health and no one

is “disadvantaged from achieving this potential because
of their social position or other socially determined cir-
cumstance” (Brennan Ramirez et al. 2008, p. 6, citing
Whitehead and Dahlgreen 2006; CDC n.d.). Achieving this
requires focused and ongoing societal efforts to address
historical and contemporary injustices; overcome eco-
nomic, social, and other obstacles to health and health-
care; and eliminate preventable health disparities (Office
of Disease Prevention and Health Promotion n.d.).

Indigenous

Refers to people with origins in the original or
earliest known inhabitants of an area, in contrast to
groups that have settled, occupied, or colonized the area
more recently in human history (National Institutes of
Health 2024).

Intersectionality

How social and cultural categories (such as race,
class, and gender) are linked. Interconnected structures
and systems create inequality among people and popula-
tions based on social categories of difference (such as race,
class, and gender) (Crenshaw 1991).

Minoritized

Refers to socially constructed groups who have
been historically marginalized in society based on their
racial, ethnic, sexual orientation, gender identity, or other
social identity membership (Flanagin et al. 2021; National
Institutes of Health 2024).

Preemption

Occurs when the action of a lower level of govern-
ment is blocked or overridden by the authority of a higher
level of government (Legal Information Institute n.d.).

Race and ethnicity

“Race and ethnicity are social constructs, without
scientific or biological meaning” (Flanagin et al. 2021,
p. 621). The Office of Management and Budget defines
minimum categories for Federal data and statistics on
race and ethnicity.

Race

o “American Indian or Alaska Native. A person having
origins in any of the original peoples of North
and South America (including Central America),
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and who maintains tribal affiliation or community
attachment.

e Asian. A person having origins in any of the original
peoples of the Far East, Southeast Asia, or the Indian
subcontinent including, for example, Cambodia,
China, India, Japan, Korea, Malaysia, Pakistan, the
Philippine Islands, Thailand, and Vietnam.

e Black or African American. A person having origins
in any of the Black groups of Africa. Terms such as
‘Haitian’ or ‘Negro’ [have been used] in addition to
‘Black or African American.’

e Native Hawaiian or Other Pacific Islander. A person
having origins in any of the original peoples of
Hawaii, Guam, Samoa, or other Pacific Islands.

e White. A person having origins in any of the original
peoples of Europe, the Middle East, or North Africa”
(Federal Register 1997a, p. 58789).

“Respondents shall be offered the option of selecting
one or more racial designations” (Federal Register 1997a,
p. 58789) (i.e., multiple race).

Ethnicity

e “Hispanic or Latino. A person of Cuban, Mexican,
Puerto Rican, South or Central American, or other
Spanish culture or origin, regardless of race. The term
Spanish origin can be used in addition to Hispanic or
Latino” (Federal Register 1997a, p. 58789).

Sexual orientation

The term sexual orientation refers to the commu-
nity with which a person self-identifies, including les-
bian, gay, or bisexual and those who may not self-identify
as lesbian, gay, or bisexual (e.g., queer, questioning, two-
spirit, asexual). This term does not refer to a person’s sex
assigned at birth or to their gender identity (Merriam-
Webster n.d.).
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Social justice

The theory of social justice, from bioethicists
Powers and Faden, posits that “social justice is concerned
with human well-being . . . [which] is best understood as
involving plural, irreducible dimensions” (Powers and
Faden 2006, p. 15). These dimensions of well-being include
“health, personal security, reasoning, respect, attachment,
and self-determination” (Powers and Faden 2006, p. 16).
Justice focuses on “securing and maintaining the social
conditions necessary for a sufficient level of well-being in
all of its essential dimensions for everyone” (Powers and
Faden 2006, p. 50).

Tobacco products

Commercially marketed products made, containing,
or derived from tobacco or containing nicotine from any
source, including but not limited to cigarettes (including
menthol cigarettes), cigars (including premium cigars,
little cigars, and cigarillos), waterpipe or hookah tobacco,
pipe tobacco, electronic cigarettes (e-cigarettes), heated
tobacco products, smokeless tobacco, and other tobacco
or nicotine products without an approved therapeutic
purpose (Federal Register 2023).

Tobacco-related health disparities

“Differences in the patterns, prevention, and treat-
ment of tobacco use; the risk, incidence, morbidity, mor-
tality, and burden of tobacco-related illness that exist
among specific population groups in the United States;
and related differences in capacity and infrastructure,
access to resources, and [exposure to secondhand tobacco
smoke]” (Fagan et al. 2004, p. 211). The lived experiences
of disparate groups—involving both social determinants
of health (such as persistent poverty) and social injustices
(such as targeted marketing)—have cumulative effects
across the lifespan.

Tobacco-related health equity

Fair, equitable, and just opportunities and condi-
tions for all people to live a healthy life, free from tobacco-
related disease, disability, and death (CDC 2015).



Eliminating Tobacco-Related Disease and Death: Addressing Disparities

Appendix 1.2: Chronology of Key Events Related to Tobacco-
Related Health Disparities

Table 1A.1 Chronology of key events related to tobacco-related health disparities

Year(s) Events

1600s Colonization of Indigenous lands and the repurposing of traditional or ceremonial tobacco into a commercial product
begins, resulting in the disruption of cultural practices within Indigenous communities.

1600s A substantial proportion of the wealth of the early colonies arises from the exportation of tobacco cultivated using
labor of enslaved people of African descent (USDHHS 1998).

1850s Tobacco factories in Virginia begin recruiting free African American and White women as workers. Black women
worked as field laborers, and White women work in other parts of the industry (Janiewski 1985).

1850s Black employees in the tobacco industry work in areas of production that are separate from White employees
(Janiewski 1985).

1883 The Code of Indian Offenses outlaws many traditional American Indian religious practices that incorporate ceremonial
tobacco, including ghost and sun dances, the use of medicine men, funeral practices, and ritualized gift-giving
ceremonies (Nez Henderson et al. 2022; National Geographic n.d.).

1887 The Dawes Act of 1887 reduces American Indian lands by 65% and allots the remainder to the head of each American
Indian family in parcels for farming or grazing (National Park Service n.d.). The barren lands that were allotted
to Indigenous people made it difficult for them to self-sufficiently grow tobacco (Keep It Sacred n.d.; National
Archives n.d.).

1890 R.J. Reynolds helps to finance the establishment of Winston-Salem University, a historically Black university
(Gardiner 2004).

1890-1930s  Tobacco advertisements feature racist and imperialist imagery to appeal to White consumers (Tobacco Tactics 2021;
Stanford Research into the Impact of Tobacco Advertising 2022).

1920s Tobacco advertising geared toward women begins with targeted messaging about smoking and slimness (USDHHS
2001).

1924 Lloyd “Spud” Hughes of Mingo Junction, OH is credited with adding menthol to cigarettes (Fortune Magazine 1932;
Trinkets & Trash n.d.).

1929 American Tobacco Company organizes a group of women to march in an Easter parade in New York City while holding
“torches of freedom” (i.e., cigarettes) (Brandt 1996; Truth Initiative 2016a).

1930s About half of all persons in manufacturing positions in tobacco companies are African American (Yerger and Malone
2002).

1940s Tobacco advertising geared toward Black people begins, as companies recognize African American people as potential
consumers (Yerger and Malone 2002).

1940s Tobacco companies place ads in Black newspapers with expectation of a “quid pro quo,” as disclosed in documents
internal to the tobacco industry documents; newspapers run editorials that support the positions of tobacco companies
(McCandless et al. 2012).

1943 Black women workers strike at R.J. Reynolds, initiating a change in wages and work conditions (American Postal
Workers Union 2014).

1947 Black workers strike at R.J. Reynolds to protest wage inequities and working conditions (Encyclopedia Virginia 1947).

1950s Tobacco companies establish relationships with organizations working to advance Black communities in exchange
for economic support, marketing access, and political relations (Yerger and Malone 2002).

1953 Through the Indian Termination Act enacted in 1953, followed by other policies through 1968, Congress (a) sought

to abolish tribes, relocate American Indian people, and sell their land, resulting in relocation to urban areas; and
(b) terminated federal obligations to tribes, including federal aid, services, and protections (Native Voices 1953).
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Table 1A.1 Continued

Year(s)

Events

1954

1964

1978

1980s

1980s

1980s

1980s-1990s

1980s-2000s

1980

1985

1985

1988

1988

1989

1989-1990

Hammond and Horn, epidemiologists from the ACS, launch the Hammond-Horn Study and identify differences in
tobacco use and lung cancer by SES, occupation, and rural-urban geography (Hammond and Horn 1954).

In January, the first Surgeon General’s report, Smoking and Health: Report of the Advisory Committee to the Surgeon
General of the Public Health Service, outlines the nation’s major public health issues related to cigarette smoking.
This report is the first major government report to assign a causal relationship between cigarette smoking and cancer
(USDHEW 1964).

Indigenous people formally regain their ability to exercise their traditional religious practices without penalty with
the passage of the American Indian Religious Freedom Act (American Indian Religious Freedom Act 1978; American
Indian Religious Freedom Act Amendments of 1994 1994; Nez Henderson et al. 2022). This Act extends protections
to “preserve for American Indians their inherent right to freedom to believe, express, and exercise the traditional
religions.” Prior to enactment, Indigenous people could not perform public ceremonies with traditional tobacco
(D'Silva et al. 2018; American Indian Health Service of Chicago n.d.).

Deloyd T. Parker, Jr., co-founder and executive director of SHAPE (Self-Help for African People through Education)
Community Center in Houston, Texas, refuses to accept a $50,000 Kool Achiever Award (Center for the Study of
Tobacco and Society n.d.b).

John Wiley Price, County Commissioner for District 3 of Dallas, Texas, is one of the first elected officials to denounce
the cigarette companies and their advertising in neighborhoods with high concentrations of residents from minoritized
population groups (Center for the Study of Tobacco and Society n.d.b).

Father Michael Pfleger, a Roman Catholic priest in Chicago, leads efforts with members of his church to deface
tobacco and alcohol billboards. These efforts led the Chicago City Council to vote to remove such ads from the
Auburn Gresham neighborhood, which is comprised largely of African American residents (McClory 2010; Chicago
Tribune 2012; Center for the Study of Tobacco and Society n.d.b).

Robert C. Newberry (1990), a columnist for the Houston Post, writes several columns on the cigarette companies’
exploitation of the black community.

James G. Muhammad, a reporter for The Final Call published in Chicago by the Nation of Islam, writes hard-hitting
articles against the tobacco industry (Muhammed 2006; Center for the Study of Tobacco and Society n.d.b).

Alberta Tinsley-Talabi seeks to ban tobacco and alcohol billboards in Detroit in 1989 when she serves on the
City Council. She persuades Michigan Congressman John Conyers to introduce a measure in the U.S. House of
Representatives to ban tobacco and alcohol billboards in neighborhoods with high concentrations of residents from
minoritized population groups (Center for the Study of Tobacco and Society n.d.b; Michigan House Democrats n.d.).

Virginia L. Ernster, Associate Professor in the School of Medicine at the University of California—San Francisco,
publishes the first paper to systematically study the tobacco industry’s targeted marketing to women (Ernster 1985).

The Surgeon General’s Report, The Health Consequences of Smoking: Cancer and Chronic Lung Disease in the
Workplace, identifies differences in tobacco use based on occupational class (USDHHS 1985).

NCI publishes the Annotated Bibliography of Cancer-Related Literature on Black Populations, which includes a
focus on tobacco-caused lung cancer (NCI 1988).

California is the first state to implement a comprehensive statewide tobacco control program (November 1988).
The state passes Proposition 99, California Tobacco Tax and Health Promotion Act, which allows for a 25-cent tax
on cigarettes and funding for tobacco control activities (Themba-Nixon et al. 2004). This initiative also launches

the California Tobacco Control Program, which highlights pointed advocacy on priority populations as one key

intervention to reduce tobacco-related health disparities (Roeseler and Burns 2010).

The National LCAT is establishes as a 501(c)(3) organization, the only national organization dedicated solely to
reducing the harm caused by alcohol use and tobacco use in the Latino community through research, policy
analysis, community education, and training (LCAT n.d.). Dr. Jeannette Noltenius serves as LCAT’s Executive
Director for many years (Parker 2003; North American Quitline Consortium n.d.).

Pathways to Freedom is developed at the Fox Chase Cancer Center in Philadelphia with funding from NCI and
under the leadership of Dr. Robert G. Robinson. It is based on principles of community competence, which makes
explicit the importance of history, culture, context, geography, literacy, language, positive imagery, salient imagery,
multigenerational content, and diversity (Robinson et al. 2006).
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1990s

1990s

1990s

1990s

1990s

1990

1990

1990

1990

1991

1991

1991

Henry McNeil “Mandrake” Brown, Jr., a court reporter in Illinois, whitewashes billboards that promote tobacco and
alcohol products in Chicago’s African American community (Heise 1996).

Brenda Bell Caffee leads the California African American Tobacco Education Network in developing nationally
recognized model community initiatives and is a founding Elder of the National African American Tobacco Prevention
Network. She creates the “Not in Mama’s Kitchen” Secondhand Smoke Eradication Program (Caffee, Caffee &
Associates Public Health Foundation n.d.; Center for the Study of Tobacco and Society n.d.b).

Rev. Calvin Butts, pastor of the Abyssinian Baptist Church in Harlem, New York, leads efforts to whitewash tobacco
and alcohol billboards located in Harlem and pickets the corporate headquarters of Philip Morris Companies in New
York City (Associated Press 2022; Center for the Study of Tobacco and Society n.d.b; Encyclopedia.com n.d.).

Charyn D. Sutton, serves as media coordinator of the Uptown Coalition for Tobacco Control and Public Health,
a contributing author to Pathways to Freedom, a founding member of the National Association of African Americans
for Positive Imagery, and contributor to Tobacco Use Among U.S. Racial/Ethnic Minority Groups: A Report of the
Surgeon General, which was published in 1998 (Sutton 2013; Center for the Study of Tobacco and Society n.d.b).

Sandra Headen, PhD, serves as teacher and researcher at the University of North Carolina Gillings School of Global
Public Health where she develops pioneering, youth-led smoking cessation programs. She also serves as the first
executive director of the National African American Tobacco Prevention Network (Center for the Study of Tobacco
and Society n.d.b).

Yvonne Lewis works for the American Lung Association before joining the CDC in 1994. In addition to helping to
develop national and international initiatives, she spearheads the policy that helps the Head Start program adopt
systemwide smokefree policies (Center for the Study of Tobacco and Society n.d.b).

William S. Robinson is a founding member of the National African American Tobacco Prevention Network and
serves as its Executive Director for many years (Center for the Study of Tobacco and Society n.d.b).

USDHHS launches Healthy People 2000, a comprehensive, nationwide health promotion and disease prevention
framework to improve the health of all people in the United States. One of the three broad goals of Healthy People
2000 is to “reduce health disparities” (Office of Disease Prevention and Health Promotion 2021). This is the second
iteration of the Healthy People objectives; Healthy People 1990, issued in 1979, did not have a specific goal to
address health disparities.

R.J. Reynolds plans to launch a campaign in February in Philadelphia, Pennsylvania, to promote Uptown menthol
cigarettes to increase their appeal to Black or African American people. One month before the launch, the proposed
campaign sparks protests by community activists and major community-based and national organizations, including
representatives from the Uptown Coalition for Tobacco Control and Public Health, ACS, and the Philadelphia branch
of the NAACP. In response, R.J. Reynolds ceases production of Uptown cigarettes, and the targeted ads are never
released (Ramirez 1990a,b).

The California Department of Health Services Tobacco Control Branch begins funding tobacco control organizations
representing various minoritized racial and ethnic populations to enact tobacco control programs tailored to their
stakeholders and populations of interest. The first organization funded is APITEN (Asian & Pacific Islander American
Health Forum 1994; Asian and Pacific Islander Tobacco Education Network 2004).

The California Department of Health Services, Tobacco Control Branch launches the longest running antitobacco
program in the nation. The media campaign is the first to reach diverse populations with paid advertisements in
six languages: Cantonese, English, Korean, Mandarin, Spanish, and Vietnamese (California Department of Public
Health 2017).

NCI (1991) publishes its first Smoking and Tobacco Control Monograph, Strategies to Control Tobacco Use in
the United States: A Blueprint for Public Health Action in the 1990s. This volume reports differences in smoking
prevalence and lung cancer mortality by race and gender.

Rev. Jesse W. Brown Jr. and Henry McNeil “Mandrake” Brown, Jr., co-found the National Association of African
Americans for Positive Imagery, which leads efforts to counter the promotion of unhealthy tobacco products
targeted to African Americans (Heise 1996; Center for the Study of Tobacco and Society n.d.b).

On May 20, APITEN convenes its first statewide conference with the main goal of mobilizing other tobacco control
advocates to assist in passing tobacco tax legislation that would ensure sustained funding to address tobacco-related
health disparities (Asian and Pacific Islander Tobacco Education Network 1991).
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In 1991, CDC’s Office on Smoking and Health adopts Pathways fo Freedom as state-of-the-art material to help
African American people successfully quit smoking. In 2003, the Office on Smoking and Health revises Pathways fo
Freedom, which undergoes an extensive qualitative evaluation based on a national sample of people who smoked,
practitioners, and stakeholders (Robinson et al. 2006)

CDC releases a funding announcement of $1 million in June to assist organizations in establishing programs that
seek to reduce tobacco-related health disparities, as set forth in the Healthy People 2000 initiative, for populations,
including African American, Hispanic, Asian and Pacific Islander, and American Indian and Alaska Native people;
youth; women; and lower wage workers (Federal Register 1997b). This marks the beginning of CDC’s funding of
what is now known as the Consortium of National Networks to Impact Populations Experiencing Tobacco-Related
and Cancer Health Disparities. This initiative provided funding to establish the National African American Tobacco
Prevention Network (Devex n.d.).

In May, leaders in tobacco control issue the Communities of Color Statement to policymakers on behalf of
minoritized racial and ethnic population groups to ensure that their needs will be met using MSA funds (see 1998
in this table) when they are allocated. The tobacco control leaders are concerned that lower income people who
smoke in their respective communities will experience an increased financial burden because of the higher costs of
cigarettes and will not reap the benefits from the settlement monies (Themba-Nixon et al. 2004).

Dr. Gary King, sociologist, publishes the seminal paper titled, “The Concept of Race in Smoking: A Review of Research
on African Americans” (King 1997). This paper discusses the race concept as used by researchers, uncritically, who
have studied the smoking behavior of African American people but may not understand the dimension of race as a
social construct (King 1997). Dr. King is the first to use the term racially classified social groups in the context of
smoking (Fernander 2007).

Surgeon General Dr. David Satcher releases Tobacco Use Among U.S. Racial/Ethnic Minority Groups—African
Americans, American Indians and Alaska Natives, Asian Americans and Pacific Islanders, Hispanics: A Report of
the Surgeon General. It is the first report in the series to specifically address tobacco-related health disparities
in four racial and ethnic groups. The report details the prevalence of tobacco use among the different groups and
identifies gaps in research concerning tobacco-related health disparities (USDHHS 1998).

In Brown v. Philip Morris, civil rights activists file a class action lawsuit against major tobacco companies, citing
the targeted advertising of mentholated products to Black or African American people as a violation of the Civil
Rights Act and the 13th and 14th Amendments. The activists include the Uptown Coalition for Tobacco Control and
Public Health, a community-based advocacy group; Rev. Jesse W. Brown Jr.; and the National Association of African
Americans for Positive Imagery. The lawsuit calls for the end of the production, sale, and promotion of tobacco
products containing menthol. It also seeks to establish tobacco education and cessation programs for Black or
African American people (National Association of African Americans for Positive Imagery 1998). In September 1999,
U.S. District Judge John R. Padova dismisses the lawsuit. On appeal, in a split decision announced on May 18, 2001,
the 3rd Circuit Court of Appeals upholds the dismissal by the lower federal court (National Association of African
Americans for Positive Imagery 2001).

Four states (Florida, Minnesota, Mississippi, and Texas) reach settlements with the tobacco industry to recover
healthcare costs associated with tobacco-related illnesses. Minnesota is the only state lawsuit to go to trial. In
addition to a large monetary award and public health provisions, the Minnesota settlement requires defendant
tobacco companies to publicly disclose enormous numbers of documents produced during the discovery process
and create two publicly accessible document depositories, including documents revealing the industry’s targeted
marketing of disparate communities. This disclosure is credited as changing the tobacco control landscape (Hurt
et al. 2009).

In November, the remaining 46 states, 4 U.S. territories, the Commonwealth of Puerto Rico, and the District

of Columbia enter into the MSA with the five largest tobacco companies in the nation: Philip Morris USA Inc.,
R.J. Reynolds Tobacco Company, Brown & Williamson Corporation, and Lorillard Tobacco Company (Public Health
Law Center 1998, 2019; USDHHS 2000). This agreement is entered to recover billions in healthcare costs associated
with tobacco-related illnesses, and particularly with Medicaid expenditures. The MSA restricts some of the tobacco
industry’s marketing strategies; requires tobacco companies to release thousands of internal documents and make
them accessible to the public; and provides funds to create the American Legacy Foundation, a national tobacco
education and prevention organization.
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2002

Dr. Alan Blum, Professor at the University of Alabama, directs the Center for the Study of Tobacco and Society,
which has the largest collection of original documents, artifacts, images, and reports on the tobacco industry and
the antismoking movements. He pioneers research on the tobacco industry’s targeted marketing to women and
minoritized groups (Center for the Study of Tobacco and Society n.d.a).

In the summer, two lawsuits are filed against the tobacco companies settling in the MSA. The first lawsuit seeks
reimbursement and payment of punitive damages to treat tobacco-related illnesses for 34 American Indian tribes
since 1962. The second lawsuit lodges a complaint that tobacco companies are targeting American Indian people,
causing a public health issue, and purposely excluding tribes from MSA negotiations. Both cases are dismissed
because the court ruled that the tribes had no right to recover federal monies spent on healthcare (Brown &
Williamson 2004; Themba-Nixon et al. 2004).

U.S. Senate passes the Minority Health and Health Disparities Research and Education Act of 2000 (2000). Title I
of this Act (“Improving Minority Health and Reducing Health Disparities Through National Institutes of Health;
Establishment of National Center”) establishes the National Center on Minority Health and Health Disparities
to conduct and support research, training, and the dissemination of information and other programs that focus

on health conditions of minoritized racial and ethnic groups and other populations affected by health disparities
(American Legacy Foundation n.d.; National Institute on Minority Health and Health Disparities n.d.).

In January, USDHHS launches Healthy People 2010, a comprehensive, nationwide health promotion and disease

prevention framework to improve the health of all people in the United States. The two overarching goals are to

increase quality and years of healthy life and to eliminate health disparities (CDC 2015b). Subsequent initiatives,
including Healthy People 2020 (launched in 2010) and Healthy People 2030 (launched in 2020) also include goals
related to health equity, elimination of disparities, and social determinants of health (Office of Disease Prevention

and Health Promotion 2021).

In December, the Office of the Surgeon General releases its 26th report on tobacco, Reducing Tobacco Use:
A Report of the Surgeon General, which concludes that there is a need to addresses tobacco-related health
disparities and emphasizes the importance of reducing the negative effects of tobacco on the health of various
populations (USDHHS 2000).

Sharon Eubanks, JD, serves as lead counsel on behalf of the United States in Unifed States v. Philip Morris USA,
et al. This federal tobacco litigation is the largest civil Racketeer Influenced and Corrupt Organizations (RICO)
enforcement action in history (Cornell Law School n.d.).

NCI appoints Dr. Harold Freeman as the first Director of the Center to Reduce Cancer Health Disparities (Freeman
2003).

The American Legacy Foundation (n.d.) launches its Priority Populations Initiative, which provides $25 million to
83 grantees to fund programs with the goal of reducing tobacco-related health disparities and preventing tobacco
use among high-risk populations. The initiative funds cessation services and education programs on the harms of
tobacco use (Healton et al. 2004).

In February, LCAT holds the first National Hispanic/Latino Conference on Tobacco Prevention and Control (University
of Southern California 2002).

The Campaign for Tobacco-Free Kids grants funding to the Asian Pacific Partners for Empowerment, Advocacy, and
Leadership to create the Mobilizing Asian American and Pacific Islander Communities on the Tobacco Settlement
toolkit. The toolkit encourages states to increase their efforts to educate Asian American and Pacific Islander people
about the risks of tobacco use (Themba-Nixon et al. 2004).

The National Conference on Tobacco and Health Disparities convenes in December, marking the first gathering of
experts in tobacco control to discuss research agendas to combat tobacco-related health disparities. The outcomes
from this conference yield more than 100 recommendations for future research. These recommendations continue
to inform tobacco-related health disparities research today (Fagan et al. 2004).

On March 21-22, CDC and NCI host The First Conference on Menthol Cigarettes: Setting the Research Agenda, in
Atlanta, GA. This meeting is co-chaired by Pamela Clark, PhD, and Phillip Gardiner, Dr.PH, who led efforts to evaluate
the present state of the science about the health implications of adding menthol to cigarettes and about setting the
priorities for future studies on the health effects of menthol cigarettes. The conference results in a report and the
first supplement issue on menthol cigarettes, which is published in Nicotine & Tobacco Research (2004).
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In October, the Tobacco-Related Disease Research Program and other California tobacco control leaders cosponsor
the “Priority Populations Conference: Weaving Our Message—United Against Tobacco Abuse.” The main goal of this
conference is to plan for a future of protecting priority populations from tobacco-related health issues (University of
California 2003; Themba-Nixon et al. 2004).

NCI and the American Legacy Foundation partner to establish TReND, a network of 21 core members and scientists
who work across various disciplines. The mission of this network is to “eliminate tobacco-related health disparities
through transdisciplinary research . . . [that] informs public policy” (Clayton 2006, p. ii3; Okuyemi et al. 2015).

A question that assesses menthol smoking status is added to TUS-CPS, an effort led by Dr. Deirdre Lawrence Kittner
(NCT 2022b).

The TUS-CPS is translated into Chinese, Khmer, Korean, and Vietnamese, an effort led by Dr. Deirdre Lawrence
Kittner (NCI 2022a).

Brown & Williamson launches the Kool Mixx marketing campaign. The campaign uses images of disc jockeys
and rappers on product packaging. Community activists argue that the campaign and its imagery target menthol
products to Black or African American people, specifically Black or African American youth. In May, attorneys
general in 29 states send a letter to Brown & Williamson urging it to cease production and promotion of the
product, citing a violation of the MSA. Kool Mixx cigarette packages are recalled after the New York Supreme
Court issues a restraining order to halt the promotion of the campaign (New York State Attorney General 2004;
Hafez and Ling 2006).

Just 5 months after the Kool Mixx controversy, R.J. Reynolds is pressured by the state attorney general of Hawai'i,
Governor of Hawai‘i, and Mayor of the Island of Kaua‘i to discontinue sales of Camel Exotic Blends, a product
line targeting Native Hawaiian people. R.J. Reynolds ceases production of the cigarettes and the production of all
Camel, Kool, and Salem cigarettes that contain characterizing flavors, except for menthol, in 2006 (American Lung
Association 2006; Brnovich 2006).

Members of TReND launch the Low Socioeconomic Status Women and Girls Project. The goal of the project is

“to stimulate new research, review existing research, and, as a result of its findings, inform the development and
implementation of policies and programs that may reduce tobacco use among low socioeconomic status women
and girls.” This project is the first to address the effects of tobacco policies on this population (NCI 2012).

In September, TReND hosts “Tobacco Control Policies: Do They Make a Difference for Low SES Women and Girls?”
Attendees at the meeting examine new data on the effects of tobacco control policies on women and girls from lower
SES groups. After the meeting, TReND publishes two special journal issues to address disparities in these populations

(Greaves et al. 2006; McLellan and Kaufman 2006; NCI 2012).

NCT'’s Center to Reduce Cancer Health Disparities awards $95 million over a 5-year span to the Community Networks
Program. The program funds 25 networks, whose goals include reducing cancer health disparities in minoritized racial
and ethnic groups and other underserved communities. The funding permits networks to address tobacco-related health
disparities in these communities through education, community outreach, and research efforts (Tong et al. 2015).

The ATOD Section of the APHA awards its Lifetime Achievement Award to Charyn D. Sutton, president of the Onyx
group; the award is presented posthumously to her mother for “. . . commitment to eliminate health disparities in
minoritized communities” (University of North Carolina at Chapel Hill Program for Ethnicity n.d.).

Drs. Pebbles Fagan and Donna Vallone, co-chairs of TReND, formally propose establishing a tobacco and health
disparities committee to Dr. Ellen Gritz, president of SRNT. The researchers envision expanding the focus of SRNT’s
Special Populations Subcommittee to include the advancement of research on tobacco-related health disparities to
bring it to the forefront of the scientific community. SRNT’s Tobacco and Health Disparities Committee commences
with inaugural chairs Drs. Fagan and Dennis Trinidad (Okuyemi et al. 2015).

On August 17, a district court judge in U.S. v. Philip Morris USA, finds major U.S. tobacco companies liable for
violating the Racketeer Influenced and Corrupt Organizations Act. The companies conspired to deceive the American
public about the dangers of tobacco products and about their role in designing and marketing highly addictive
products and distorting scientific evidence. Included in Judge Kessler’s decision are findings about the industry’s
knowledge of consumer perceptions of menthol and how certain companies targeted their menthol marketing to
better reach certain population groups. The court orders the companies to post corrective statements in newspapers,
on TV, on cigarette packages, in retail stores, and online (United States v. Philip Morris USA, Inc. 2006; Tangari et al.
2010; Public Health Law Center n.d.e).
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2011
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TReND holds the LGBT of Color Sampling Methodology meeting in Washington, D.C., on September 15. The effort
seeks to identify gaps in tobacco control research and to conceptualize and plan future research related to the LGBT
community and their disparate health outcomes (Buchting et al. 2009).

In June, Maine becomes the first state to pass a law banning the sale of cigars with characterizing flavors other than
tobacco, menthol, clove, coffee, nuts, or peppers, effective July 1, 2009 (Maine Legislature 2007). The law is amended
in April 2010 so that tobacco flavor is the only allowable flavor in non-premium cigars. It allows the sale of flavored
premium cigars and some preexisting flavored non-premium cigars (Maine Legislature 2010).

In June, seven former secretaries of USDHHS, one former Surgeon General, and one tobacco control advocate
write to urge Congress to ban menthol in the impending Family Smoking Prevention and Tobacco Control Act of
2009 (Tobacco Control Act). The letter details the high prevalence of menthol cigarette use among Black or African
American people compared with other racial and ethnic groups (7he New York Times 2008).

Carol McGrudery, Dr. Phillip Gardiner, and Dr. Valerie Yerger help to found the AATCLC in California (African American
Tobacco Control Leadership Council n.d.b).

On June 22, President Barack Obama signs into law the Family Smoking Prevention and Tobacco Control Act of
2009. This seminal legislation grants FDA regulatory control of the manufacturing, distribution, and marketing
and advertising of tobacco products. It prevents the sale of flavored cigarettes, excluding tobacco and menthol
flavors, and gives FDA the authority to (a) require health warnings on smokeless tobacco products, (b) promulgate
a regulation requiring pictorial health warnings on cigarette packages, (c) require a premarket review, and (d) issue
product standards (which could be standards regarding ingredients or constituents). This legislation creates FDA’s
Center for Tobacco Products and the TPSAC, a 12-member scientific advisory committee representing diverse
expertise (Tobacco Control Legal Consortium 2009; FDA 2020).

On March 23, President Obama signs the Patient Protection and Affordable Care Act (ACA) into law. Among other
achievements, this legislation establishes the Prevention and Public Health Fund, which provides funds to reduce
and prevent tobacco use. The ACA also expands coverage for tobacco cessation that is aimed at decreasing the
prevalence of tobacco use, especially among people of lower SES who use tobacco. The expansion of Medicaid also
provides smoking cessation benefits to more citizens with lower incomes. The ACA allows tobacco dependence to
be treated as a substance use disorder under some circumstances (Patient Protection and Affordable Care Act 2010;
Tobacco Control Legal Consortium n.d.).

As part of the ACA, the National Center on Minority Health and Health Disparities (n.d.) is designated as an NIH
Institute and charged with leading scientific research to improve health among minoritized racial and ethnic groups
and reduce health disparities.

NCI, CDC’s Office on Smoking and Health, American Legacy, and TReND collaborate to publish two special journal
issues (Addiction [2010] and Nicotine & Tobacco Research [2010]) to inform the evidence base related to the
Congressionally mandated report on the public health impact of menthol. The FDA TPSAC uses the results from the
papers to inform the writing and conclusions of the report published in 2011 (Tobacco Products Scientific Advisory
Committee 2011). FDA uses the research to inform the writing and conclusions of the report published in 2013
(FDA n.d.).

In February, Lorillard and R.J. Reynolds file a lawsuit challenging the TPSAC, which was constituted to, among
other things, examine menthol cigarettes under the Tobacco Control Act of 2009. The companies claim that three
members of TPSAC had conflicts of interest and urge the court not to permit FDA to use the TPSAC’s forthcoming
report on menthol to inform decision making about menthol cigarettes. In 2014, the District Court for the District
of Columbia ruled in favor of the tobacco companies but that decision was later reversed and vacated (Public Health
Law Center n.d.b)

The TPSAC releases its report on menthol concluding that the availability of menthol cigarettes has a negative
impact on public health and that banning menthol cigarettes would benefit public health. At the TPSAC public
meeting on January 11, Mark Stuart Clanton, MD, MPH, former Deputy Director of the NCI and past member of
the first TPSAC and its Menthol Subcommittee, reads the final TPSAC conclusions on the public health impact of
menthol in cigarettes (Center for Tobacco Products 2011; TPSAC 2011).

SRNT and its Health Disparities Committee transform into a network. From this point on, the network meets
annually during the larger SRNT conferences (Okuyemi et al. 2015).
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NCI (2011) publishes Guia: Viva de Forma mds Saludable Para Usted y su Familia, Deje de Fumar hoy Mismo (Guide:
Live Healthier for You and Your Family Quit Smoking Today), the first nationally distributed evidence-based, self-
help cessation-focused material tailored for Hispanic or Latino populations.

Delmonte Jefferson becomes the director of the National African American Tobacco Prevention Network, a national
organization whose mission is to "facilitate the development and implementation of comprehensive and community
competent public health programs to benefit communities and people of African descent” (Center for the Study of
Tobacco and Society n.d.b; National African American Tobacco Prevention Network n.d.).

Campaign for Tobacco-Free Kids publishes How Big Tobacco and Convenience Stores Partner to Market Tobacco
Products and Fight Life-Saving Policies. The report details the various ways in which tobacco companies continue to
use convenience stores to help promote their products in the form of point-of-sale advertising. This form of advertising
targets children and lower income communities among minoritized racial and ethnic groups, specifically where these
types of stores are most prevalent (Campaign for Tobacco-Free Kids 2012).

In March, the Surgeon General publishes Preventing Tobacco Use Among Youth and Young Adults: A Report of the
Surgeon General. This report includes data and other information on disparities in tobacco use among young people
of color and youth of lower SES, as well as geographical differences in health outcomes among youth. Because of
limited data, findings on LGBT youth are not presented (USDHHS 2012).

In March, CDC launches Tips From Former Smokers, the first national antitobacco campaign sponsored by a federal
agency. The campaign is designed to reach people from multiple racial and ethnic, SES, sexual orientation and gender
identity, and age groups who do not smoke and who used to smoke (CDC 2018).

Through funding from CDC, California launches the Asian Smokers’ Quitline, the first quitline to provide culturally
appropriate smoking cessation services to Cantonese-, Mandarin-, Korean-, and Vietnamese-speaking populations
nationwide (Kuiper et al. 2015).

The NHIS adds a question to capture self-reported sexual orientation (National Center for Health Statistics n.d.). Scout,
PhD, advocated for many years to add this question that would help quantitatively document the known disparities
in smoking among LBGT communities (National LGBT Cancer Network n.d.).

FDA issues an advanced notice of proposed rulemaking and request for comments on menthol in cigarettes and other
tobacco products (Federal Register 2013).

Delta Sigma Theta Sorority, Inc., becomes the first African American organization to adopt a national resolution
urging FDA to ban menthol cigarettes (Delta Sigma Theta Sorority 2017).

Eighteen organizations representing various populations at risk for tobacco-related morbidity and mortality collectively
issue a citizen petition to FDA requesting a federal ban on the sale of menthol-flavored cigarettes (Tobacco Control
Legal Consortium 2013).

AACR and ASCO are among the first professional organizations focused on cancer research to submit a letter to FDA
urging FDA to ban menthol in cigarettes (American Association for Cancer Research and American Society of Clinical
Oncology 2013).

In December, the Chicago City Council passes an ordinance banning the sale of menthol cigarettes within 500 feet of
schools, making Chicago the first U.S. city to regulate the sale of menthol cigarettes (Freiberg 2015; Tobacco Control
Legal Consortium 2016).

In Cynthia Robinson v. R.J. Reynolds Tobacco Company, private citizen Cynthia Robinson sues R.J. Reynolds for
the death of her husband, who developed lung cancer from smoking menthol cigarettes. Ms. Robinson asserts that
R.J. Reynolds did not adequately warn customers about the addictiveness of nicotine and the significant risk of lung
cancer. The court rules in favor of Ms. Robinson, awarding her $23 billion in damages, which were later reduced to
$16.9 million (Robles 2014; The National Trial Lawyers n.d.).

In May, FDA launches the Fresh Empire campaign. The campaign is tailored to attract Black or African American,
Hispanic, and Asian American and Pacific Islander youth who identify with hip-hop culture. The campaign promotes
the healthy connections between the hip-hop lifestyle and living tobacco-free (FDA 2022a).

In August, National Jewish Health launches the AICTP to provide American Indian people from several states with
remote counseling on tobacco cessation. The program features American Indian smoking cessation coaches and aims
to reduce the prevalence of commercial tobacco use in this underserved population (National Jewish Health 2015).
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The AICTP quitline, 1-855-5AI-QUIT (1-855-524-7848), is established in Minnesota and serves 14 states (AICTP n.d.).
CDC publishes the Best Practices User Guide: Health Equity in Tobacco Prevention and Control (CDC 2015a).

On January 15, the U.S. Court of Appeals for the District of Columbia rules against Lorillard and R.J. Reynolds in
their 2011 lawsuit challenging the TPSAC menthol report. The appellate court finds that the companies’ allegations
of harm were speculative and overturned a lower court’s order that had dissolved TPSAC and had mandated that FDA
could not use the report. The court ordered the reconstitution of TPSAC (Public Health Law Center n.d.c).

On July 19, the NAACP adopts, at its national conference in Cincinnati, Ohio, a national resolution to urge FDA to ban
menthol cigarettes. The resolution, which was ratified on October 15 by the NAACP National Board of Directors, calls
on NAACP chapters to support local policy efforts to restrict the sale of menthol cigarettes and other flavored tobacco
products, such as little cigars, cigarillos, and the flavored juices used in electronic nicotine devices (NAACP n.d.).

The Truth Initiative joins the AATCLC in an open letter to former President Barack Obama urging FDA to ban menthol
in combusted cigarettes (African American Tobacco Control Leadership Council 2016; Truth Initiative 2016b).

On May 10, FDA announces its final deeming rule, which extends FDA’s regulatory authority to all tobacco products,
including future tobacco products. FDA now has the power to restrict the sale of tobacco products, including cigars
and e-cigarettes and their parts and components, to youth and to issue product standards to newly deemed products
(Federal Register 2016a).

In December 2016, the U.S. Department of Housing and Urban Development issues a final rule that requires all
PHAs that provide lower income, conventional public housing to implement smokefree policies in their facilities by
July 30, 2018. Policies must prohibit residents from smoking indoors on any PHA properties or within 25 feet of a
PHA building (Federal Register 2016b; U.S. Department of Housing and Urban Development 2016).

FDA's The Real Cost campaign is expanded to include boys living in rural areas. The goal of the expanded campaign
is to educate young people on the dangers of smokeless tobacco use (FDA 2019).

FDA launches the This Free Life campaign. The campaign is designed to prevent and reduce tobacco use among
LGBTQI+ young adults who occasionally smoke cigarettes (FDA 2022b).

In June, the board of supervisors in San Francisco, California, bans the sale of all flavored tobacco products, including
mentholated cigarettes. R.J. Reynolds petitions against this ban and requests a public vote (Swan 2017). On June 5,
2018, nearly 70% of San Francisco residents vote in favor of upholding the ban (City and County of San Francisco
2018). San Francisco begins enforcing these sales restrictions in April 2019.

In July, the city council in Oakland, California, restricts the sale of mentholated tobacco products, except in specialty
stores (Oakland City Council 2017; Tadayon 2017). This exemption was later removed.

NCI publishes Tobacco Control Monograph 22, A Socioecological Approach to Addressing Tobacco-Related Health
Disparities, which calls for individual- to systems-level interventions and policies to be key components of
comprehensive tobacco control, prevention, and treatment. This is the first monograph to focus specifically on
tobacco-related health disparities (NCI 2017).

Truth Initiative issues a report called Tobacco Nation: An Ongoing Crisis, which highlights states where the prevalence
of tobacco use exceeds 20%, where residents are relatively poor, and where healthcare infrastructure is poor (Truth
Initiative 2019).

On March 21, FDA publishes an advanced notice of proposed rulemaking, with a call for data, research, and comments
regarding the role of flavors in tobacco products. FDA plans to use the information gained from the call to inform
its decisions on regulating flavored tobacco products in the future (Federal Register 2018).

Rev. Jesse W. Brown, Jr., outlines cigar manufacturer Swisher International, Inc.’s aggressive marketing to African
American people in the form of concerts and in-store entertainment (Center for the Study of Tobacco and Society
n.d.b).

In May, ClearWay Minnesota funds the American Indian Quitline Program, a tobacco cessation quitline dedicated to
serving American Indian people who live in Minnesota (North American Quitline Consortium 2018).

In July, the City Council in Richmond, California, votes to prohibit the retail sale of menthol and flavored tobacco
products within city limits, following actions in other California cities (e.g., Berkeley) and counties (Contra Costa
and Alameda) (Tadayon 2018).
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Table 1A.1 Continued

Year(s)

Events

2018

2019

2020

2020

2020

2020

2021

2021

2021

2021

2021

2022

2022

2022

2022

2022

2022

The San Francisco Board of Supervisors bans the sale of flavored tobacco products (Center for the Study of Tobacco
and Society n.d.b).

Rod Lew receives the Andre Stanley Memorial Health Equity Award from the APHA. The award honors an individual
who has contributed to public health efforts to build health equity and reduce health disparities in the area of substance
use. Lew is recognized for his leadership in addressing the disproportionate impact of commercial tobacco on Asian

American and Native Hawaiian and Pacific Islander communities and other priority populations. Andre Stanley, who
died in 2017, worked with the ASSIST study, the APHA, and FDA to advocate for tobacco prevention and control among
diverse population groups (North American Quitline Consortium 2019).

Massachusetts becomes the first state to prohibit the sale of all flavored tobacco products, including menthol cigarettes,
effective on June 1 (Campaign for Tobacco-Free Kids 2023).

California enacts a statewide law prohibiting the sale of all flavored tobacco products (Campaign for Tobacco-Free Kids
2023). Tobacco companies delay implementation until a referendum vote in 2022 (New York Times 2022).

Policies of AMA—under the leadership of Dr. Patrice Harris, first African American president of AMA—recognize race
as a social, not biological, construct (American Medical Association 2020; American Medical Women’s Association n.d.).

On June 17, the AATCLC and ASH file a lawsuit against FDA in the Northern District of California alleging an
unreasonable delay on the part of the agency in banning menthol in cigarettes. The two groups request several
forms of relief from the court, including an order requiring FDA to respond to the citizen petition and an order
requiring FDA to reevaluate the tobacco product standards. AMA joined the lawsuit as a plaintiff on September 3;
and NMA joined AATCLC, ASH, and AMA as plaintiffs on December 3 (Action on Smoking & Health 2020).

CDC Director Dr. Rochelle Walensky declares racism to be a serious public health threat and announces efforts to
advance science, invest in communities, foster diversity and inclusion, catalyze public and scientific discourse around
racism and health, and be accountable for progress (CDC 2021).

The University of Illinois Chicago School of Public Health names the Andre Gilmore Stanley DrPH Scholarship in
honor of Stanley and his legacy of fighting racism, inequities, and advocating for tobacco control in communities.
In 2019, APHA also named the Andre Stanley Memorial Health Equity Award to honor his legacy and years served in
APHA ATOD (University of Illinois Chicago School of Public Health 2021).

The Public Health Law Center and AATCLC, among other groups, file on January 14 a supplement to the citizen
petition to FDA to prompt FDA to take action related to menthol in cigarettes (Public Health Law Center n.d.a).

On January 20, President Biden signs Executive Order 13985, Advancing Racial Equity and Support for Underserved
Communities Through the Federal Government, which charged the government to address inequities in policies and
programs by “[pursuing] a comprehensive approach to advancing equity for all, including people of color and others
who have been historically underserved, marginalized, and adversely affected by persistent poverty and inequality”
(Federal Register 2021).

On April 29, FDA responds to the citizen petition in a letter, which indicates that the agency plans to grant the petition
and issue a proposed rule prohibiting menthol in cigarettes (Action on Smoking & Health 2021; Nelson 2021).

FDA issues two proposed rules on April 28, indicating that the agency plans to remove menthol from cigarettes
(Federal Register 2022a) and all flavors (except tobacco flavor) from cigars (Federal Register 2022b), but those rules
have not been finalized.

Navajo Nation casinos and public places become smokefree on February 5. The legislation was signed by Navajo Nation
President Jonathan Nez in November 2021 (Smokefree Casinos 2021).

Dr. Pebbles Fagan receives the President’s Award from SRNT (n.d.), recognizing her lifetime work to advance research
on tobacco-related health disparities.

Dr. Patricia Nez Henderson is the first Indigenous woman elected President of SRNT. Dr. Nez Henderson is a member
of the Diné (Navajo) tribe and has worked for years to conduct participatory research and advocate for policies that
protect Indigenous communities (Navajo-Hopi Observer 2022).

On September 28-30, the third meeting on menthol cigarettes is organized by the AATCLC and convenes in
Washington, DC (African American Tobacco Control Leadership Council n.d.a).

On November 8, 2022, California voters overwhelmingly approve Proposition 31, a ballot measure on a 2020 law
prohibiting the sale of all flavored tobacco products, including menthol cigarettes (New York Times 2022).
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Table 1A.1 Continued

Year(s) Events

2023 On February 16, President Biden signs Executive Order 14091, Further Advancing Racial Equity and Support
for Underserved Communities Through the Federal Government, reaffirming the government’s commitment to
take additional action to “combat discrimination and advance equal opportunity, including by redressing unfair
disparities and removing barriers to Government programs and services” (Federal Register 2023).

2023 CDC announces a new five-year, $15 million initiative to help increase adoption, implementation, and enforcement
of policies prohibiting the sale of menthol and other flavored tobacco products and increase awareness of cessation
services and coverage options among populations experiencing tobacco-related disparities in order to accelerate
smoking cessation (CDC 2023).

2024 On January 8, the Supreme Court declines to hear challenges from tobacco companies and retailers to California’s
restrictions on the sales of flavored tobacco products, in which the companies and retailers argued that the Tobacco
Control Act preempted the state law (Public Health Law Center n.d.d).

Notes: AACR = American Association for Cancer Research; AATCLC = African American Tobacco Control Leadership Council; ACA =
Patient Protection and Affordable Care Act; ACS = American Cancer Society; AICTP = American Indian Commercial Tobacco Program;
AMA = American Medical Association; APHA = American Public Health Association; APITEN = Asian & Pacific Islander Tobacco Control
Education Network; ASCO = American Society of Clinical Oncology; ASH = Action on Smoking & Health; ASSIST = American Stop
Smoking Intervention Study; ATOD = Alcohol, Tobacco, and Other Drugs; CDC = Centers for Disease Control and Prevention; FDA =
U.S. Food and Drug Administration; LCAT = National Latino Council on Alcohol and Tobacco Prevention; LGBTQI+ = lesbian, gay,
bisexual, transgender, queer, and intersex; MSA = Master Settlement Agreement; NAACP = National Association for the Advancement of
Colored People; NCI = National Cancer Institute; NHIS = National Health Interview Survey; NIDA = National Institute on Drug Abuse;
NIH = National Institutes of Health; NMA = National Medical Association; NUL = National Urban League; PHA = Public Housing Agency;
SES = socioeconomic status; SRNT = Society for Research on Nicotine & Tobacco; TPSAC = Tobacco Products Scientific Advisory com-
mittee; TReND = Tobacco Research Network on Disparities; TUS-CPS = Tobacco Use Supplement to the Current Population Survey;
UNCF = United Negro College Fund; USDHEW = U.S. Department of Health, Education, and Welfare; USDHHS = U.S. Department of
Health and Human Services.
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Eliminating Tobacco-Related Disease and Death: Addressing Disparities

Introduction

Despite the considerable progress made in reducing
the toll of tobacco-related disease since the release of the
1964 Surgeon General’s report, tobacco-related health
disparities and disparities in the patterns of tobacco use
persist in the United States. Disparities in tobacco use
have multifaceted influences that go beyond individual
and intrapersonal factors, including the tobacco indus-
try’s aggressive marketing and promotion of flavored
and fragranced products, such as mentholated products.
Chapters 1, 3, 4, and 5 of the current report describe these
and other factors that have influenced tobacco-related
health disparities.

Health disparities may be understood as differences
in health outcomes between two populations, between
a specific population and the general population, or as
former Surgeon General Dr. David Satcher stated in 1999,
between a minority and a majority population—although
it is not always clear how to define these populations
(Satcher 1999; Harper and Lynch 2005).

In 2021, Centers for Disease Control and Prevention
(CDC) published Identifying and Eliminating Tobacco-
Related Health Disparities: Key Outcome Indicators for
FEvaluating Comprehensive Tobacco Control Programs
(CDC 2022). This guide presents an overview of concepts
and considerations when measuring tobacco-related dis-
parities. In addition to identifying a reference group and
choosing to use absolute scales based on differences or
relative scales based on ratios, other important consider-
ations include accounting for differences in group sizes,
using differential weighting, using pairwise or summary
approaches to compare differences across groups, and
more. The choice of disparity measure (absolute or rel-
ative), the choice of a specific reference group, and the
magnitude or statistical significance of the difference
may lead to conflicting conclusions about whether a dis-
parity exists. Thus, measuring disparities on both absolute
and relative scales may provide a more complete under-
standing of disparities and the magnitude of differences
between populations (CDC 2022).

Methods

Various conceptual, ethical, and methodological
issues should be considered when deciding how to mea-
sure and communicate tobacco-related health disparities
(Harper and Lynch 2005). Throughout this chapter, dis-
parities in patterns of tobacco use are discussed in mul-
tiple ways. Differences in outcomes between populations
are highlighted where 95% confidence intervals (CIs) do
not overlap.

This chapter presents patterns and trends in com-
mercial tobacco use and exposure to secondhand tobacco
smoke among the groups of people that are more affected
by tobacco use than others, including people from popu-
lations defined by racial and ethnic identity, sexual ori-
entation, and gender identity; people of lower socioeco-
nomic status (SES); people with mental health conditions
or substance use disorders; members of certain occupa-
tional groups; and people who reside in rural or other
selected geographic settings. In this chapter, data are
presented on youth and adults, including information
on different adult populations by age. Analyses focus on
the persistence of specific patterns of tobacco product
use, such as frequency of use or polytobacco use, among
certain populations and differences in exposure among
them to secondhand tobacco smoke. The analyses have
also been informed by the theory of intersectionality, as
introduced in Chapter 1, which holds that being in two
or more groups that may have a higher risk for health
disparities may worsen disparities in tobacco use, expo-
sure to secondhand tobacco smoke, and tobacco-related
health outcomes (Cole 2009).

Patterns of tobacco product use focus on ciga-
rettes, other combustible products (such as cigars and
little cigars), noncombustible products (such as smoke-
less tobacco), and electronic cigarette (e-cigarette) prod-
ucts that deliver nicotine. Having comprehensive informa-
tion about these products and the key patterns and trends
in their use, with a focus on disparities, is critical to the
development and maintenance of health promotion pro-
grams to reduce tobacco-related illness and death.

In the United States, a variety of national surveil-
lance systems collect tobacco-specific data for youth and
adults. These systems conduct surveys that typically assess
behaviors related to cigarette smoking and, sometimes,

the use of other tobacco products; some surveys also col-
lect information about important aspects of tobacco use,
such as quit attempts. The surveys use different methods
and provide comparable, but not identical, measures of
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tobacco product use. Appendix 2.1 and Table 2.1 describe
the seven principal national surveys that inform this
chapter. Although other national surveys exist that assess
behaviors related to tobacco product use, these seven sur-
veys were selected to serve as primary data sources based
on the strength of their methodologies, salience of con-
tent, recency of data, and completeness with which they
cover populations of interest. Appendix 2.2 describes the
various measures of tobacco product use reported in
this chapter.

The data from these principal national surveys may
be limited based on the measures they include and the
populations they sample to estimate tobacco product use
across multiple populations. For example, various fac-
tors may influence the content of the surveys. Some of
the surveys cover a broad range of public health topics
with only limited tobacco-specific content. Additionally,
the Office of Management and Budget requires accounting
for respondent burden in determining survey content.
Proposing new questions often calls for the deletion of
existing survey items. Furthermore, some surveys require
voting by states before including any newly proposed
questions in the final survey instrument. In the past, few
national surveillance systems met certain practice recom-
mendations for measuring sexual orientation and gender
identity, including assessing transgender-inclusive gender
identity (Patterson et al. 2017). While most of the national
surveillance systems used in this chapter ask questions
about sexual orientation, fewer ask questions about
gender identity. Moreover, when collected, data are often
presented in aggregate, which may mask important dif-
ferences between groups (National Academies of Sciences,
Engineering, and Medicine 2022; National Science and
Technology Council 2023). Results from these systems
are also limited to the languages in which the surveys are
offered and may not capture small or hard-to-reach pop-
ulations that are examined in state- or community-level
assessments (Friis et al. 2006; Tong et al. 2010; Mukherjea
et al. 2018). Methodologic limitations are further dis-
cussed in Appendix 2.1.

Cross-sectional data presented in this chapter are
from the following seven national surveillance systems:
the Youth Risk Behavior Surveillance System (YRBSS),
the National Youth Tobacco Survey (NYTS), the National
Survey on Drug Use and Health (NSDUH), the National
Health Interview Survey (NHIS), the Tobacco Use
Supplement to the Current Population Survey (TUS-CPS),
the Behavioral Risk Factor Surveillance System (BRFSS),
and the National Health and Nutrition Examination
Survey (NHANES). Each of these population-based surveys
gather anonymous or confidentially obtained self-reported
data. Generally, self-reported data are accurate enough for
tracking general patterns of tobacco use in populations
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(Brener et al. 2003; U.S. Department of Health and Human
Services [USDHHS] 2004).

The YRBSS conducts both state and local surveys as
well as a national survey. Its national Youth Risk Behavior
Survey (YRBS) uses probability samples of public and
private high school students in Grades 9-12 who anon-
ymously fill out questionnaires that are administered in
schools. The findings from this survey are representative
of the U.S. high school population. National YRBS data
from 1991 to 2019 are used in this report to illustrate
trends over time.

The NYTS provides national data on long-term,
intermediate, and short-term indicators key to the
design, implementation, and evaluation of comprehen-
sive tobacco prevention and control programs. The NYTS
uses probability samples of public and private middle
school students (Grades 6-8) and high school students
(Grades 9-12) who anonymously fill out questionnaires
that are administered in schools. The findings of the
NYTS are representative of the U.S. middle school and
high school population. The NYTS also serves as a base-
line for comparing progress toward meeting selected
Healthy People 2030 goals for reducing tobacco use
among youth (CDC n.d.i). Items measured as part of the
NYTS survey include ever and past-30-day use of a range
of tobacco products and correlates of tobacco use such as
demographics, minors’ access to tobacco, and exposure
to secondhand tobacco smoke. This chapter presents data
from the 2011-2021 NYTS.

The NSDUH is conducted under the direction of
the federal Substance Abuse and Mental Health Services
Administration (SAMHSA). Using household-based sam-
pling, the NSDUH is designed to represent the entire
civilian, noninstitutionalized population 12 years of age
and older in the United States. A major strength of the
NSDUH is that its national sample is allocated strategi-
cally across age-specific populations. Starting in 2014 and
continuing through 2019, the allocation of the NSDUH
sample was 25% for adolescents (12—17 years of age), 25%
for young adults (18-25 years of age), and 50% for adults
(26 years of age and older). The sample of adults was fur-
ther divided into three subgroups: 26-34 years of age
(15%), 35-49 years of age (20%), and 50 years of age and
older (15%) (SAMHSA 2019). The NSDUH includes youth
who have dropped out of school or who are frequently
absent and who are more likely to smoke than youth who
stay in school or are not frequently absent (Tice et al.
2017). The NSDUH is the only national survey that has a
wide range of tobacco use measures that can be compared
across the three priority populations (youth, young adults,
and all adults). Unless otherwise indicated, past-month use
refers to use on 1 or more days during the past 30 days.
In-person questionnaires for the NSDUH are completed



Table 2.1 Sources of national survey data on tobacco use used for this report, United States
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Characteristic BRFSS NHIS TUS-CPS YRBS NYTS NSDUH NHANES
Sponsoring agency CDC, HRSA, AoA, CDC NCI (2018-2019 CDC CDC and FDA SAMHSA CDC
or organization VA, and SAMHSA wave co-sponsored since 2011

Type of survey

Years

Mode of survey
administration

Cross-sectional

2020

Telephone-based
questionnaire
that state health
departments
conduct monthly
over landline
and cellular
telephones using
a standardized
questionnaire
and technical and
methodologic
assistance provided
by CDC

Cross-sectional

e 2019-2021

e Cancer Control
Supplements
1992-1993,
2005, 2010,
2011-2013, and
2015-2018

e Some
longitudinal
analyses dating
back to 19642

by FDA)

Cross-sectional
and longitudinal

° 2018-2019

e Reference
years: 2001-
2002, 2003,
2006-2007,
2010-2011, and
2014-2015

Computer-assisted, Questionnaire via

personal interview

telephone and in-
person interviews

Cross-sectional

1991-2019

School-based,
self-administered,
paper-based
questionnaire

Cross-sectional

2020, 2021

School-based,
self-administered
questionnaire

Cross-sectional

2019

Audio, computer-
assisted, self-
interview

Cross-sectional

1988-2018

Home interview
and health
examination

in a mobile
examination center
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Table 2.1 Continued

Characteristic BRFSS NHIS TUS-CPS YRBS NYTS NSDUH NHANES
Response rate ® 2020: 34.5— ® 2019: e 2018-2019: ® 2019: ® 2020: e 2019 weighted ® 2017-2018:
67.2% — Sample adults: Average self- — School: 75.1% — School: 49.9% screening — Interviewed
e The median 59.1% response rate — Student: — Student: response rate: sample: 51.9%
survey response  ® 2020: (for all waves 80.3% 87.4% - 70.5% — Examined
rate for all states, — Sample adults: combined) e Overall: 60.3% — Overall: 43.6% (original data) sample: 48.8%
territories, and 48.9% 57.6% e 2021: * 2019 weighted
Washington, e 2021: — School: 54.9% interview
DC, in 2020 — Sample adults: — Student: response rate
was 47.9% 50.9% 81.2% for computer-
— Overall: 44.6% assisted
interview:
- 64.9%
(original data)
Sample size e 2020: 401,958 e Adults >18 years ® 2018-2019: e 2019: 13,677 e 2020: 14,531 e 2019 restricted- ¢ 2017-2018:
adults >18 years of age: 137,471 students in students in use dataset: — Interviewed
of age —2019: 31,997 grades 9-12 grades 6-12 67,625 sample: 9,254
—2020: 31,568 e 2021: 20,413 e Public use — Examined
— 2021: 29,482 students in dataset: 56,136 sample: 8,704

Type of tobacco
use examined

Cigarettes,
smokeless tobacco,
and e-cigarettes

Cigarettes, cigars,
pipes, smokeless
tobacco, and
e-cigarettes

Cigarettes, cigars,
smokeless tobacco,
and e-cigarettes

Cigarettes, cigars,
smokeless tobacco,
and electronic
vapor products
(i.e., e-cigarettes)

grades 6-12

Cigarettes,
smokeless tobacco,
snus, cigars,
e-cigarettes,
hookah, pipes,
dissolvable tobacco
products, heated
tobacco products,
nicotine pouches,
and bidis

Cigarettes,

cigars, pipes, and
smokeless (snuff,
dip, and chewing
tobacco or snus)

Self-reported
tobacco use and
serum cotinine
levels

Notes: AoA = Administration on Aging; BRFSS = Behavioral Risk Factor Surveillance System; CDC = Centers for Disease Control and Prevention; FDA = U.S. Food and
Drug Administration; HRSA = Health Resources and Services Administration; N/A = not applicable; NCHS = National Center for Health Statistics; NCI = National Cancer
Institute; NHANES = National Health and Nutrition Examination Survey; NHIS = National Health Interview Survey; NSDUH = National Survey on Drug Use and Health;
SAMHSA = Substance Abuse and Mental Health Services Administration; TUS-CPS = Tobacco Use Supplement—Current Population Survey; VA = U.S. Department of

Veterans Affairs; YRBS = Youth Risk Behavior Survey.
2The content and structure of the NHIS questionnaire and interview were redesigned in 2019. One adult is randomly selected from each household for the sample. Updates
were made to the weighting process for the 2019 sample of adults, limiting comparisons with previous years.
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confidentially in the home with audio computer-assisted
self-interviewing so that only the respondent is aware of
the questions being asked. Unless otherwise indicated,
all NSDUH data presented in this chapter are from the
2019 survey.

The NHIS is an annual cross-sectional household
interview survey of civilian, noninstitutionalized adults
18 years of age and older. The NHIS has been a primary
source of health data on the adult population in the
United States since 1957. NHIS data on tobacco product
use, which are available from 1965 to 2021, are used in
this report to illustrate trends over time. In 2019, the con-
tent and structure of the NHIS were updated. Estimates
of tobacco product use before and after 2019 may not be
directly comparable; thus, figures portraying these data
include a break in the trend line in 2019. In addition, data
from the 2019-2021 NHIS were pooled when available
into a combined dataset and analyzed to obtain estimates
of patterns of tobacco product use.

The TUS-CPS is a nationally representative survey
that has been sponsored by the National Cancer Institute
(NCI) since 1992. The TUS-CPS is a key source of data,
including data on health disparities, at the national and
state levels and, to some degree, at the local level. The
survey collects data from civilian, noninstitutionalized
adults 18 years of age and older. The most recent data
related to cigarette smoking, other tobacco product use,
and cessation attempts were collected in July 2018, January
2019, and May 2019.

The BRFSS collects data on U.S. adults 18 years of age
and older regarding risk behaviors and preventive health

practices that can affect their health status. The BRFSS is
conducted using random-digit dialing techniques on both
landlines and mobile phones. The survey collects data from
all 50 states, the District of Columbia, Puerto Rico, the
U.S. Virgin Islands, Guam, American Samoa, and Palau.
The BRFSS data presented in this chapter are from the
2019 survey.

The NHANES is a cross-sectional survey designed
to assess the health and nutritional status of the civilian,
noninstitutionalized population in the United States. The
NHANES includes a home interview; health examinations
at a mobile examination center where biologic specimens
are collected; and laboratory specimen testing, including
serum cotinine (a metabolite of nicotine that is widely
used as a biomarker of nicotine exposure), for partici-
pants 3 years of age and older. Data from this survey are
used to estimate the prevalence of major diseases, health
conditions, environmental exposures, and risk factors for
diseases. The NHANES data presented in this chapter are
from 1988 to 2018 and explore the prevalence of exposure
to secondhand tobacco smoke among the populations dis-
cussed in this report.

This chapter presents weighted prevalence esti-
mates and 95% Cls. Because of the focus on patterns
of tobacco use across populations, differences between
groups are reported where CIs do not overlap, without
formal statistical testing. Most data presented in this
chapter are based on primary analyses conducted on these
seven national surveillance systems. However, secondary
analyses from the existing published literature are also
included when available.

Tobacco Use Among Racial and Ethnic Groups

Disparities in tobacco use by race and ethnicity have
been present for decades (Table 2.2) and were the focus of
the 1998 Surgeon General’s report (USDHHS 1998). Many of
the disparities described in the 1998 report are still present
today, with new disparities emerging or gaining notice.

The categorization of people by race and ethnicity has
expanded since the 1998 report, which examined five groups
of people: African American, American Indian and Alaska
Native, Asian American and Pacific Islander, Hispanic,
and White. This report analyzes seven broad racial and
ethnic categories established by the Office of Management
and Budget: American Indian and Alaska Native, Asian
American, Black or African American, White, Hispanic or
Latino, Native Hawaiian and Other Pacific Islander, and
non-Hispanic multiple race (Federal Register 1997).

Throughout this chapter, all categories presented
other than Hispanic or Latino are non-Hispanic. However,
Hispanic or Latino people can be of any race. Although
disaggregated data are needed to reflect t