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Manipulating Tobacco Products:
rettes, "Little Cigars" and "Ci

A manufacturer can turn a cigarette into a "little" cigar by adding tobacco to the
wrapper. With the change, the product avoids FDA's prohibition on fruit and candy
flavors in cigarettes.
A manufacturer can turn a "little" cigar into a "large" cigar by modestly increasing its
weight (to just above 3 lbs per 1,000 unit). With the change, the product 1) continues
to avoid FDA prohibition on fruit and candy flavors in cigarettes and 2) is taxed at a
significantly lower rate than cigarettes or little cigars.

Cigar Smoking and Cancer
Reviewed: 10/27/2010
Key Points
o

o

o
o

o

Cigar smoke, like cigarette smoke, contains toxic and cancer-causing chemicals that
are harmful to both smokers and nonsmokers.
There is no safe tobacco product, and there is no safe level of exposure to tobacco
smoke.
The more you smoke, the greater your risk of disease.
Cigar smoking causes oral cavity cancers (cancers of the lip, tongue, mouth, and
throat) and cancers of the larynx (voice box), esophagus, and lung.
All cigar and cigarette smokers, whether or not they inhale, directly expose their lips,
mouth, tongue, throat, and larynx to tobacco smoke and its toxic and cancer-causing
chemicals.

1. How are cigars different from cigarettes?
Cigarettes usually differ from cigars in size and in the type oftobacco used (1-3).
Moreover, in contrast with cigarette smoke, cigar smoke is often not inhaled.
The main features of these tobacco products are:
o

o

Cigarettes: Cigarettes are uniform in size and contain less than 1 gram of tobacco
each. U.S. cigarettes are made from different blends oftobaccos, which are
never fermented, and they are wrapped with paper. Most U.S. cigarettes take
less than 10 minutes to smoke.
Cigars: Most cigars are composed primarily of a single type of tobacco (air-cured
and fermented), and they have a tobacco wrapper. They can vary in size and
shape and contain between 1 gram and 20 grams of tobacco. Three cigar sizes
are sold in the United States:
o

o

o

Large cigars can measure more than 7 inches in length, and they typically
contain between 5 and 20 grams of tobacco. Some premium cigars
contain the tobacco equivalent of an entire pack of cigarettes. Large
cigars can take between 1 and 2 hours to smoke.
Cigarillos are a type of smaller cigar. They are a little bigger than little
cigars and cigarettes and contain about 3 grams of tobacco.
Little cigars are the same size and shape as cigarettes, are often
packaged like cigarettes (20 little cigars in a package), and contain about
1 gram of tobacco. Also, unlike large cigars, some little cigars have a filter,
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which makes it seem they are designed to be smoked like cigarettes (that
is, for the smoke to be inhaled).
2. Are there harmful chemicals in cigar smoke?

Yes. Cigar smoke, like cigarette smoke, contains toxic and cancer-causing chemicals that
are harmful to both smokers and nonsmokers. Cigar smoke is possibly more toxic than
cigarette smoke (;!).Cigar smoke has:
o

o

o

A higher level of cancer-causing substances: During the fermentation process
for cigar tobacco, high concentrations of cancer-causing nitrosamines are
produced. These compounds are released when a cigar is smoked. Nitrosamines
are found at higher levels in cigar smoke than in cigarette smoke.
More tar: For every gram of tobacco smoked, there is more cancer-causing tar in
cigars than in cigarettes.
A higher level of toxins: Cigar wrappers are less porous than cigarette wrappers.
The nonporous cigar wrapper makes the burning of cigar tobacco less complete
than the burning of cigarette tobacco. As a result, cigar smoke has higher
concentrations of toxins than cigarette smoke.

Furthermore, the larger size of most cigars (more tobacco) and longer smoking time
result in higher exposure to many toxic substances (including carbon monoxide,
hydrocarbons, ammonia, cadmium, and other substances).
Cigar smoke can be a major source of indoor air pollution UJ There is no safe level of
exposure to tobacco smoke. If you want to reduce the health risk to yourself and others,
stop smoking.
3. Do cigars cause cancer and other diseases?

Yes. Cigar smoking causes cancer of the oral cavity, larynx, esophagus, and lung. It may
also cause cancer of the pancreas. Moreover, daily cigar smokers, particularly those who
inhale, are at increased risk for developing heart disease and other types of lung
disease. Regular cigar smokers and cigarette smokers have similar levels of risk for oral
cavity and esophageal cancers. The more you smoke, the greater the risk of disease(;!).
4. What if I don't inhale the cigar smoke?

Unlike nearly all cigarette smokers, most cigar smokers do not inhale. Although cigar
smokers have lower rates of lung cancer, coronary heart disease, and lung disease than
cigarette smokers, they have higher rates of these diseases than those who do not
smoke cigars.
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All cigar and cigarette smokers, whether or not they inhale, directly expose their lips,
mouth, tongue, throat, and larynx to smoke and its toxic and cancer-causing chemicals.
In addition, when saliva containing the chemicals in tobacco smoke is swallowed, the
esophagus is exposed to carcinogens. These exposures probably account for the similar
oral and esophageal cancer risks seen among cigar smokers and cigarette smokers(.?_).
5. Are cigars addictive?

Yes. Even if the smoke is not inhaled, high levels of nicotine (the chemical that causes
addiction) can still be absorbed into the body. A cigar smoker can get nicotine by two
routes: by inhalation into the lungs and by absorption through the lining of the mouth.
Either way, the smoker becomes addicted to the nicotine that gets into the body.
A single cigar can potentially provide as much nicotine as a pack of cigarettes (1).
6. Are cigars less hazardous than cigarettes?

Because all tobacco products are harmful and cause cancer, the use of these products is
strongly discouraged. There is no safe level of tobacco use. People who use any type of
tobacco product should be encouraged to quit. For help with quitting, see the National
Cancer Institute (NCI) fact sheet Where To Get Help When You Decide To Quit Smoking
at http://www.cancer.gov/cancertopics/factsheet/tobacco/help-quitting on the
Internet.
7. Do nicotine replacement products help cigar smokers to quit?

Nicotine replacement products, or nicotine replacement therapy (NRT), deliver
measured doses of nicotine into the body, which helps to relieve the cravings and
withdrawal symptoms often felt by people trying to quit smoking. Strong and consistent
evidence shows that NRT can help people quit smoking cigarettes (!J:). Limited research
has been completed to determine the usefulness of NRT for people who smoke cigars.
For help with quitting cigar smoking, ask your doctor or pharmacist about NRT, as well
as about individual or group counseling, telephone quitlines, or other methods.
8. How can I get help quitting smoking?

NCI and other agencies and organizations can help smokers quit:
o
o

Go online to Smokefree.gov (http://www.smokefree.gov), a Web site created by
NCI's Tobacco Control Research Branch, and use the Step-by-Step Quit Guide.
Call NCI's Smoking Quitline at 1-877-448-7848 (1-877-44U-QUIT) for
individualized counseling, printed information, and referrals to other sources.
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o

Refer to the NCI fact sheet Where To Get Help When You Decide To Quit Smoking
at http://www.cancer.gov/cancertopics/factsheet/tobacco/help-guitting on the
Internet.
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Tobacco use constitutes the largest preventable
cause ofdeath and disability in developed countries
and a rapidly growing health problem in developing
nations. It is responsible for 30% of all cancer deaths
and 800/o oflung cancer deaths and is associated with
increased risk for at least 17 types of cancer.u In
addition to the tremendous hmnan toll tobacco has
taken in the 20th and 21st centuries, the economic
co~;ts of tobacco-related illnesses remain enormous.
From2000 to 2004, the United States spent approx
imately $193 billion each year on tobacco-related
illnesses and lost productivity because of tobacco
related premature death? Loss in productivity and
increased health care costs associated "With second
hand smoke (SHS) were reported in 2005 to have
cost the United States an additional $10 billion
peryear. 4
Although the United States has Vvitnessed a de
cline in cigarette use, the use ofother tobacco prod
ucts is on the rise..5•6 Furthermore, the rate of
reduction of youth tobacco use is no longer as rap
idlydecreasing, despite intense public education and
policy efforts to reduce youth tobacco use. At the
global level, the epidemic of tobacco-related disease
and death has jm't begun, because of the several-year
lag between when individuals begin using tobacco
and when their health suffers. Tobacco caused 100
million deaths in the 20th century.7 If current trends
continue, it will cause up to 1 billion deaths in the
21st century.' Unchecked, tobacco-related deaths
\vill increase to more than 8 million per year by 2030.
More than 80% of those deaths will be in low- and
middle-income countries. 7
As the leading professional organization repre
senting physicians involved in cancer treatment and
research, the American Society ofClinical Oncology
(ASCO) is dedicated to the prevention and treat
ment of cancer. The overarching goal of the tobacco
cessation and control efforts of ASCO are to pro
mote the rapid, worldwide reduction and ultimate
elimination of tobacco-related disease through dis
couraging the use of tobacco products and exposure

to secondhand tobacco smoke. The tobacco control
efforts of ASCO are Jed by a subcommittee of the
Cancer Prevention Wmmittee. The primary to
bacco control goals ofASCO are multifaceted: l) to
develop an oncology workforce that effectively inte
grates tobacco cessation and control into ito;; prac
tices; 2) to collaborate with other organizations and
professional societies to promote rapid, worldwide
reduction in tobacco use and ultimate elimination
of tobacco-caused disease, including disease result
ing from secondhand smoke; and 3) to urge oncol
ogy providers to become proponents of tobacco
policy change.
In 2003, ASCO released a policy statement on
tobacco cessation and control, which set forth spe
cific recommendations and called for personal ac
colUltability in eradicating tobacco we domestically
and globally.' Since that time, there have been sig
nificant developments in tobacco cessation and con
trol that have changed the political and scientific
landscape. In response, the ASCO Cancer Preven
tion Committee commissioned this update of the
previous ASCO statement to reflect the evolving reg
ulatory and policy environment This statement re
view-s advancements that have been made in tobacco
cessation and control since 2003 and sets forth a
refined set of recommendations for addressing to
bacco cessation and control based on current chal
lenges and opportunities. Key principles in the
statement are as follows:
• Given that the scientific and medical evi
dence is indisputable that tobacco use poses a
huge burden in cancer incidence and death
in the United States and worldwide, it is our
responsibility as health care professionals
and cancer specialists to address the devas
tating consequences of tobacco use and to
help patients with cancer quit.
• ASCO is committed to providing oncology pro
viders with the evidence-based and practical in
formation they need to successfully integrate
tobacco cessation activities into their practices.
• ASCO recognizes the responsibility it has to
take action to combat this problem globally
© 2013 by American Society of Clinical Oncology
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and affirms its commitment to supporting policies to
eliminate the growth and persistence of tobacco use, to in
crease access to tobacco cessation services, and to expand
funding for more research on tobacco cessation and con
trol Interventions.
• ASCO reaffirms its commitment to educating the oncology
community on the successful integration oftobacco cessation
services into practice, as well as to educating patients, their
families, and the public at large about the risks caused by
tobacco use in general and specifically in the population of
patients with cancer.
• ASCO has set forth a set of recommendations for leading by
example as health care professionals. At every opportunity,
ASCO will strive to address the importance of decreasing the
tobacco epidemic in the societies in which our members live,
whether by supporting policy changes at the national level or
one on one in the clinical setting.

Since the initial ASCO statement on tobacco cessation and control
was published in 2003, evidence demonstrating the carcinogenic
effect of tobacco use and exposure has expanded significantly. In
2004, the US Surgeon General listed bladder and kidney, cervical,
esophageal, laryngeal, acute myelogenous leukemia, lung, oral and
pharyngeal, pancreatic, and stomach as cancers induced by smok
ing.9 Two years later, the dangers of SHS were emphasized in
another Surgeon General report, which confinned SHS causes
premature death and disease in children and in adults who do not
smoke and that there is no risk-free level of exposure to SHS. 10 The
International Agency for Research on Cancer, in its updated re
view, listed the following as tobacco-caused cancers: oral cavity,
oropharyngeal, nasopharyngeal, hypopharyngeal, esophageal,
stomach, colorectal, liver, pancreatic, nasal cavity and paranasal
sinuses, laryngeal, lung, cervical, ovarian (mucinous), bladder,
kidney (body and pelvis), ureteral, and acute myeologenous leuke
mia.1 In 2010, the Surgeon General report updated the state of the
science for tobacco-related diseases, including cancer. 11 Included
in this report is a substantial presentation of the increasing knowl
edge of the biologic mechanisms oftobacco-related cancers.
In addition to its well-established role in causing cancer, tobacco
use has been shown to pose unique risks to individuals already diag
nosed with cancer by compromising the effectiveness of treatment,
increasing the risk oftreatment-related complications, and increasing
the risk of a second primary cancer 12- 14 (Table 1). Tobacco use is a
serious concern for patients at all stages of disease and points of
treatment, including for survivors of cancer and those "With advanced
stage disease. 17' 18 Because tobacco use has a direct impact on cellular
function, by inhibiting apoptosis, stimulating proliferation, and de
a-easing the efficacy of chemotherapy, quitting tobacco may improve
response rates and survival, as well as lower the risk of developing a
second cancer. 15,19-27
Scientific advances also have increased our understanding of
nicotine addiction and tobacco-caused illness. 11 An important finding
is that low-tar and light cigarettes do not reduce overall disease risk
and that the overall health of the public could be hanned if novel
2
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Table 1. Benefits of Tobacco Cessation and Risks of Continued Use in
Patients With Cancer After Diagnosis and During Cancer Treatment
Benefits of Tobacco Cessation and Risks of Continued Use
Benefits of cesSation
TobacCo- cessation leads to:
Jmprov'ed treatment outcomes
Reduced adve~sl;'l·effe'cts
Improved survival
Decreased r!Sk of infection
ImProved breathing ahd 'increa.sed. energy
ImPrOved quality of' life
Risks of continued use
Tobacco use after diagnosis leads to:
Higher complication rates from surgery and slower recovery
Higher treatment-related toxicity from chemotherapy and radiotherapy

Increased risk of cancer recurrence
Increased risk of other serious ailments, such as cardiovascular or
resp'1ratory disease
Reduced treatment effectiveness
Safety risks for patients with reduced consciousness or those
receiving oxygen
Increased risk of second primary cancer
Shorter survival
lmPact'of tobacco· use on Cancer treatmetltJ>

sUrgery

·

lnqreasBd conwlicationS froni _general a'nesthesia
lf)cieased risk _c;f severe pulrrionary complicatlons
Detrirrieintat -effect{3 On wound healing. fncluding':
Compromised capHlary,blood -How
lnCreB.s-ed vasoconstrictiOn
I-ncreased risk of infection·
lrradiatiOh

Reduced-treatment efficacy
Increased toxicity and_ adver~e effects, including:
Xeiostomia {ie, dry mouth)
Oral mUcositis
LOss of. taste
Pneumonitis
Sofrtissue and bone necrosis
Poor voice' qualitY
Chemotherapy
POtentia!-Sxilcerbation Of adverse effects, in.cluding:
Immune suPpression
Weight Joss
FatigUe
Pu!m(,mary .and cardiac -toxldtles
Increased incidence 'of infection
Altered metaboiism of drug with lower effective dose
NOTE Data adapted. 8 •1 :o- 16

tobacco products (eg, electronic cigarettes or snus) serve to encourage
tobacco product uptake among unlikely users or delay cessation
11
among those looking to quit tobacco completely.
The evidence base for tobacco cessation therapies has gruwn
substantially over the last decade. Nicotine replacement therapy (eg,
nicotine gum and patches) has been available over the counter for
more than a decade. Nicotine lozenges and varenicline (a partial
nicotinic receptor agonist) have been the latest therapies added to the
slowly growing list ofmedications approved by the US Food and Drug
Administration (FDA) and other regulatory agencies around the
world for tobacco-use cessation. lt1.2<J
JoURNAL OF CLlNlCA.L ONcowGY

Information downloaded from jco.ascopubs.org and provided by atASCO on August 5, 2013 from 206.205.123.242
Copyright© 2013 American Society of Clinical Oncology. All rights reserved.

ASCO Statement on Tobacco Control

Ask"Do: )IOUJlS~. tl)bacpo?'~

o:Ocumerlt tObacco use status-for every patie-nt at Sve.rY. ViSit

.(.

Former user

Never user

Current user

Advis·e:to..q:urt
Be_ clear.ab:Q_Ui'the_ benefitS: ()f .:essatioli a·nd'risks
of c.ontinued_tobacco use in p~tientswlth.cancer

1

Assess
HoW· r~c~nth/ di_d the ·p-atieili qui.t,
arld. do. t hey still face challenges?

No~Ye.s

·Assess

---------.

1~ the patien'f WiiHOg t(fQuit?
No

ASsist

Al'i-sist

with any
challengeS-to·
prevent r~lapse

p'roVide_. motivatlo_rial
hlteNenUons designed:
-tO increase tuu..re:. quit
· !!lttempts.-to, quit·

1

Assist.
Deyeh)p·a

personalized pfari
·fbrquitting
oft'tit:'me.di~iit!On
and/O_r c-o·ttns.~ling

~

~
Arrange follow-up.

Fig 1. Incorporating the five As of tobacco
cessation into practice. Data adapted. 16

Yo•

·-. .:.

·-.

.

For .a patierlt attefTip~ng tO:(t,uit, start follow~Up ·contact wittliti. the first week oft)w atte[lipi::
Fof patients- not willing:. revisit quitting at_the. next clil')ic vlsit
·

From a tobacco-use cessation standpoint, it is recognized that
individuals who attempt to quit tobacco using evidence-based pro
grams are twice as likely to succeed as those who try to quit on their
ovm; these programs represent one ofthe most cost-effective interven
tions in health care. 16.J0-32 To assist individuals in gaining access to
evidence-based cessation services, in 2004, the US Department of
Health and Hmnan Services established a national toll-free mnnber
(1-800-QUIT-NOW), in which callers are routed to their states' to
bacco cessation quit lines. Unfortunately, the extent of services pro
vided vary significantly because of fi.mding resources available from
state and national funding agencies. 33- 35

Over the last decade, there has been increased recogrut10n
of the important role health care providers can play in curb
ing the tobacco epidemic by emphasizing the importance of to
bacco cessation and referring their patients who use tobacco to
evidence-based cessation programs. Physician-relayed advice on
smoking cessation increases the likelihood that patients will try to
quit and enhances the odds that those who do so will remain
tobacco free. Even brief tobacco-dependence treatment interven
tions are effective and should be offered to all tobacco users.
Long-term cessation rates include 15o/owith counseling, 22% with
medication alone, and 22% to 28% when counseling is combined
with pharmacotherapy. 16
In the oncology setting, tobacco use should be addressed at pre
sentation and throughout treatment. A person newly diagnosed -with
cancer is often motivated to stop using tobacco and therefore receptive
to discussions on how to do so. Nonetheless, tobacco cessation can
prove difficult after a patient has received a cancer diagnosis. A recent
study showed that survivors of a tobacco-related cancer had a higher
11>ww.jco.org

persistent smoking prevalence (27%) than other cancer survivors
( 16% ).36 Understanding how to effectively target these high-risk pop
ulations is importanl37- 39
In 2008, the US Public Health Service (USPHS) updated its
2000 guideline on treating tobacco use and dependence to include
new, effective clinical treatments for tobacco dependence that had
become available. The 2008 update ofthe USPHS Clinical Practice
Guideline-Treating Tobacco Use and Dependence-calls on
physicians to change clinical culture and practice patterns to en
sure that every patient who uses tobacco is identified, advised to
16
quit, and offered scientifically sound treatments (Fig 1). Al
though the guideline recommendation was written broadly for
physicians, this guidance is relevant to the practice of oncology.
Despite the proven effectiveness oftobacco cessation services,
many providers are reluctant to maintain consistent tobacco
screening protocols, and fewer still offer assistance to their patients
in their efforts to stop usingtobacc.o.4D This reluctance results from
several factors, including lack of knowledge by clinicians about
how to assess tobacco use and dependence quickly and consis
tently, limited understanding about the current state of knowledge
regarding efficacy of treatment, uncertainty about how to imple
ment briefinterventions for their patients into a busy practice, lack
of patient motivation, varying and limited insurance coverage for
interventions, limited reimbursement, and limited availability of
cessation programs.40 These :findings were similar to those of re
cent surveys performed in oncology practices withinASCO and the
International Association for the Study of Lung Cancer.'11 ' 42 In
addition, Goldstein et al43 found that most cancer centers do not
provide tobacco cessation services, nor do they have the expertise
to address cessation. Peters et al44 and Gregorio et al45 found a
paucity of tobacco use information collected in actively accruing
cancer trials. 44 ' 45
@ 2013 by American Society o1 Clinical Oncology
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Education and Awareness
To encourage and improve the integration of tobacco cessation
into oncology practices, it is vital that providers have the tools and

resources necessary to be able to effectively offer cessation services,
whether provided by physicians, clinics, or hospital nurses o.r through
referral to cessation programs within treatment facilities or quit lines.
Most importantly, the oncology practice should improve its system

atic assessment of tobacco use and cessation to address this topic in
both a time- and cost-effective manner. ASCO promotes the inclusion

of tobacco cessation-focused educational offerings atASCO meetings
and in its publications, and it also fosters educational relationships
with external organizations that share its goal ofpromoting cessation.
ASCO has highlighted tobacco cessation in a number of its meetings

and educational materials, including a chapter dedicated to to
bacco control in the ASCO Curriculum on Cancer Prevention.
Recently~ ASCO developed a set of resources to help oncology
providers integrate tobacco cessation counseling services into
practice. The resources include provider and patient guides~ detail
ing immediate steps patients can take to help quit tobacco use
(available at www.asco.org\tobaccocessationguide). The patient
guide has recently been translated into Spanish.
The VJHO Framework Convention on Tobacco Control (FCTC)
and the 2008 update of the USPHS guideline recommend that all
health care professionals, including students in health care training
programs, receive education on the treatment of tobacco use and
dependence. 16•46 Despite these recommendations, students in health
professions receive inadequate training for treating tobacco use and
dependence. In an international survey assessing tobacco-related con
tent in health professional school curricula) < 40% of students re
ported that they received training on smoking cessation techniques. 47
To address this issue, ASCO recommends the following:
Expand education, tools, and resources for providers. To achieve
an oncology workforce that is well educated in providing tobacco
cessation services to patients,ASCO recommends and is committed to
fostering the creation of a new generation oftobacco cessation leaders.
ASCO will continue to develop a variety of cessation tools and re
sources to assist providers :in integrating tobacco cessation into their
practices. In doing so, ASCO will continue to assess the need for and
support the development of ASCO-generated guidance and practice
too]s on tobacco counseling and treatment among patients 'With can
cer and survivors.
Increase focus on tobacco cessation in medical training. ASCO
strongly supports education on tobacco use prevention and cessation
at all levels of medical training and encourages oncology providers to
participate in continuing education activities and programs related to
prevention or cessation of tobacco use. ASCO also strongly encour
ages organizations involved in the ongoing credentialing of oncolo
gists to include questions about tobacco-dependence treatment in
examinations and test preparation materials. ASCO will seek to part
nerwith the American Board oflnternal Medicine to ensure sufficient
examination content on tobacco cessation in oncology specialty train
ing boards.
In addition to its mission ofeducating practitioners, ASCO also
seeks to identify and promote tobacco cessation messages via patient
education and communication directed toward patients with cancer,
4
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survivors, their families, and the general public. ASCO has developed
educational mate1ials (available at wwvv.cancer.net) specifically for
patients with cancer and their families on the use of tobacco during
and after cancer treatment. There is current federal support ofa mass
media public education campaign about tobacco prevention and
treatment To this end, ASCO recommends the following:
Expand education for the public. ASCO recommends that all
tobacco users in the United States be aware of the existence of
evidenced-based, FDA-approved therapies and counseling a<; de
scribed in the USPHS guideline. 16 Increased efforts are needed on the
part ofprivate and public health entities to educate the public at large
about the connection between tobacco and SHS exposure and many
types ofcancer, not just 1ung cancer.
Develop tools for diverse populations. Sustained support is also
needed for the development and use of culture-, sex:-, age-, and
literacy-appropriate educational.materials and skills, including those
appropriate for people with cancer and their families, to address the
benefits of cessation and the risks of tobacco use and exposure
toSHS. 311

Access to Proven Tobacco Cessation Interventions
Medicare coverage for tobacco cessation services has been available
since 2005. In 2011, the Medicare program expanded tobacco cessa
tion coverage to include all Medicare beneficiaries using tobacco,
covering up to eight face-to-face sessions in a 12-month period. Meill
care beneficiaries have access to drug therapies for tobacco cessation
under the Medicare prescription drug benefit, Medicare Part D.
ASCO has included reimbursement information in the tobacco cessa
tion guide resources reference discussed previously (http://default
.asco.org!policy-advocacy/coverage-patient-services).
The Patient Protection and Affordable Care Act (ACA) addresses
tobacco-related issues both directly cmd indirectly.48 Key provisions of
the ACA require certain private health insurers to cover, \"lithout cost
sharing, any preventive services a_<.;signed an A (strongly recom
mended) orB (recommended) grade by the US Preventive Services
Task Force (USPSTF)!9 The current USPSTI recommendations ad
dress tobacco cessation, altl1ough at the time ofpublication, the Cen
ter for Consumer Information and Insurance Over~ight, which is
overseeing implementation of the ACA for private-sector health in
surers, has proposed allowing each state to define its own package of
essential health benefits. Historically, tobacco cessation services have
not been defined or covered in a consistent manner by health insurers.
Concerns exist that some insurers may not cover a comprehensive
range ofevidence-based services and drug therapies for tobacco cessa
tion under the existing USPSTF language without adequate clarifica
tion from federal or state officials.5°
Through Medicaid, the ACA establishes for pregnant women a
more explicit requirement for coverage of comprehensive tobacco
cessation services (including counseling and drug therapies), without
cost sharing. Beyond the coverage for pregnant women, state Medic
aid programs that voluntarily cover all USPSTF-recommended pre
ventive services, including tobacco cessation, have had access to
increased federal ftmding since January 1, 2013.51 Effective January 1)
2014, state Medicaid programs will no longer be able to exclude
tobacco cessation drugs from their prescription drug coverage.5 1
Repeated clinical tobacco cessation counseling i"i one of the most
:important and cost-effective preventive services that can be provided
in medical practice. 12' 3 u,sz As such, ASCO encourages all oncology
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providers to adhere to the 2008 USPHS guideline, because persistent
tobacco use will undermine treatment efficacy and shorten survival
outcomes.53 The United States is currently at a health care-provision
crossroads, with critical decisions for the future ofinsurance coverage
in the balance.54 To ensure proven tobacco cessation interventions are
accessible for all individuals, ASCO recommends the following:
Assure comprehmsive coverage. ASCO recommends that all to
bacco users have access to evidence-based tobacco cessation therapies
and counseling. ASCO strongly supports health plan coverage
(with no copay or deductible) and appropriate reimbursement for
evidence-based tobacco cessation services, including intensive coun
seling services (including quit lines [1-800-QUIT NOW in the United
States1) as well as FDA-approved cessation medications.

Support curreminitiatives on tobacco cessation services arisingfrom
the ACA. To enstrre consistent and comprehensive coverage, ASCO
advocates for the establishment of explicit safeguards regarding the
scope of covered tobacco cessation services and products by state and
local officials.
Tobacco Cessation As a Component of High-Quality
Cancer Care
ASCO views tobacco cessation as a core prevention and treatment
activity for all oncology providers. Because of the importance of to
bacco use and its significant adverse impacts during treatment and
follow-up of patients with cancer, oncologists must remain vigilant
about tobacco use and its unfortw1ately high relapse rates. In parallel
with cessation efforts, there are also growing efforts to obtain early
diagnoses of lung cancer through low-dose computed tomography
screening. ASCO supports the integration of tobacco cessation mea
sures into spiral computed tomography screening for people who are
still srooking.ss~s7
As part of its effort to build awareness and encourage cessation
coumeling, in 2006, ASCO began integrating smoking-related mea
sures into the ASCO Quality Oncology Practice Initiative (QOPI), an
oncologist-led, outpatient practice-based quality assessment and im
provement program. Practices' performance on QOPI measures may
indicate gaps in care and help ASCO identifY the need for research and
tools, as well as provide individual practices with information to guide
continuous quality-of-care improvement opportunities. Participating
practices are asked three questions: 1) Was smoking/tobacco use sta
tus assessed in the last year? 2) "What is the tobacco use stahts while
under care of the practice (smoker/tobacco user, former user, never
user)? 3) Did the smoker/tobacco user receive advice to quit, or were
cessation strategies discussed or recommended in the last year? QOPI
data consistently show that outpatient oncology practices are docu
menting smoking status the majority of the time (on i!Verage, 97%);
however, tobacco cessation services are actually offered to less than
half of smokers (on average, 47%).
Measures to assess and promote the integration of tobacco ces
sation into practice have been developed and/or endorsed by other
quality measurement organizations, including the Commission on
Cancer, the National Quality Forum, and the Joint Connnission. Of
note, the Joint Commission Tobacco Cessation Performance Measure
Set is currently optional.58 To help ensure that tobacco cessation is
fully integrated into cancer care, ASCO recommends the following:
Assess ami potetttially expand current measures. The ASCO
QOPI measures will be continuously assessed and improved as neces
sary to capture the integration of tobacco cessation into clinical
www.jco.org

practices. Additionally, ASCO supports the adoption of the Joint
Commission Tobacco Cessation Performance Measure Set as a re
quired inpatient measure set, a step that has not yet been taken.
Research on Tobacco Use and Cessation
Despite the significant advances that have been made in the
science of tobacco cessation, federal commitment to tobacco control
research has been disproportionate to the burden ofdisease causedby
tobacco.5 9 Increased ftmding is needed to facilitate a broad array of
tobacco control research, including epidemiologic studies; better llll
derstanding of the mechanisms of tobacco use and cancers; and be
havioral and other treatment interventions. Increased funding is also
needed to facilitate the ability ofthe scientific community to assess and
assist regulatory bodies to establish valid scientific evidence v.rith each
new tobacco industry product. Scientific data regarding the safety and
use of these nevv products as cessation aids are needed to inform both
regulatory bodies and the public at large.
Other important issues ate the many new tobacco and nicotine
delivery products, such as e-cigarettes, or orbs or sticks, about which
little is knmm; however, these products are being aggressively mar
keted by the tobacco industry, promoting maintenance of nicotine
addiction over tobacco cessation. Having regulatory authority over all
tobacco products would assist the public health community in effec
tively combating the claims ofsome manufacturers that their products
are safer than cigarettes, because valid substantive evidence would be
required to make such claims. At the time of this article, tl1e FDA
Center for Tobacco Products (CTP) has regulatory authority over
only cigarettes, smokeless tobacco, and roll-your-own products.60
However, the FDAhas signaled its intention to assert authority over all
tobacco products through future rule making in the near future. 61
Increased research also is needed to better implement tobacco
cessation programs in specific 'populations, such as youth. The
USPSTF will shortly issue updated recommendations addressing ces
sation in the youth population. Because of the paucity of research on
cessation in youth populations, the strength ofthe evidence is limited,
yet it is sufficiently strong for the USPSTF to reconnuend that health
care providers assist youth in attempting to quit. 62 Additionally, for
individuals diagnosed with cancer, tobacco cessation treatment
should be tailored to the specific needs ofpatients with cancer, includ
ing cancer survivors and those with late-stage diagnoses. However,
data on effective tobacco cessation strategies for individuals after a
cancer diagnosis are still incomplete.3739
In the current economic climate, maintaining levels of funding
may be problematic, and this could have a negative impact on future
tobacco cessation research efforts. Compounding the :fimding issue is
the fact that despite the clinical impact of tobacco use on cancer, its
treatment, and cancer outcomes, only 29% ofNational Cancer Insti
tute Cooperative Group clinical trials assessed tobacco use status at
enrollment, and even fewer (22o/o) continued to assess current tobacco
use status.44 Even when tobacco use status is collected, it is usually only
collected as self-report at the beginning of the trial and is not docu
mented or confirmed throughout the course of the patient's cancer
treatment and follow-up. 63 The failure to obtain these data limits the
ability to understand the impact of tobacco use on treatment efficacy
and outcomes. 12 ' 45•64 If tobacco use data are systematically collected
and analyzed, the information would provide clinicians and regula
tory agencies 'With the data needed to Widerstand the impact of exist
ing and new tobacco products. Core data elements that include
© 2013 by American Society of Clinical Oncology
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tobacco use could also prove effective in identifying populations at
high risk for continuing tobacco use after a cancer diagnosis? 2,23 •63
These data collected over time could also provide insight into practical
and effeaive ways to decrease tobacco use in these high-risk popula
tions and improve patient outcomes.
ASCO recognizes that we currently have a strong evidence base
for tobacco control interventions to promote tobacco cessation tech
nologies. However, significantly more research is needed to advance
the tobacco control agenda in a comprehensive and effective manner.
To fully advance the tobacco control research agenda, ASCO recom
mends the following:
Increase jimdingfor tobacco research. It is the viC\'l of ASCO that
more federal funding should be devoted to a broad array of tobacco
control research on topics including understanding the mechanisms
oftobacco use and cancers and improving tobacco use prevention and
behavioral and other treatment interventions. Increased funding is
also needed to establish valid scientific evidence with each newtobacco
industry product as it emerges, as well as to Wlderstand how to best
implement tobacco cessation in specific populations, including cancer
patients and survivors.
Include tobacco use stat-us as a core data elementin oncology clinical
trials where appropriate. ASCO supports including tobacco use his
tory and status as core data elements that are collected throughout the
course of a clinical trial in which concomitant medications are rou
tinely captured: at diagnosis, trial registration, and follow-up and
during long-term survival or at death. 12 ASCO also recognizes the
importance ofmaximizing clinical trial resources and encourages the
inclusion of tobacco-related data as concomitant medications in a
strategic and nonburdensome manner.

US Tobacco Regulation
In 2007, the Institute of Medicine issued a blueprint for the
nation for ending the tobacco epidemic.30 The blueprint emphasized
several tobacco control strategies, including financial support ofcom
prehensive state tobacco control programs at the Centers for Disease
Control and Prevention (CDC) -recommended levels (including in
creased support for quit Jines), increased tobacco taxes as a means to
discourage tobacco use, and stronger federal regulation and oversight

of tobacco products.30 Since 2007, many of these recommendations
have been enacted into law. Unfortunately, many comprehensive to
bacco cessation programs, including quit lines, were not funded at
CDC-recommended levels initially, and much existing funding
has declined.
In 2009, the Family Smoking Prevention and Tobacco Control
Act (FSPTCA) became law, granting the FDA authority to regulate the
manufacture, dio;trfuution, and marketing of tobacco products (ie,
cigarette, smokeless, and roll-your-own products) to protect public
heal1h through the newly formed CTP.60 Via the FSPTCA, the FDA is
tasked with aggressively restricting youth access, assessing tobacco
industry research on the health and addictivcness of their products,
reviewing product ingredients and additives, providing marketing
orders to new tobacco products, and :reviewing any health claims
made by tobacco companies.60 Also in2009, the US Congress voted to
increase the federal tax on cigarettes via the Children's Health Insur
ance Program Reauthorization. 65 There is substantial evidence estab
lishing that increases in the prices oftobacco products help discourage
the use ofsuch products, especially for young children, teenagers, and
low socioeconomic group...:;. 67
The rate of reduction of national youth tobacco use slowed its
prior decline for much ofthe past decade. Recent data from Monitor
ing the Future 2012 demonstrated that youth use did decline in 2011
and 2012, probably in relation to the increase in cigarette prices from
the 2009law. 67 It is estimated that 88% ofsmokers start using tobacco
by age 18 years, making youth a prime target for antitobacco use
initiatives and tobacco companies alike. 68 Youth smoking is heavily
dependent on the impact of the marketing activities of the tobacco
industry, an industry with an aggregate aonual marketing budget of
$10 billion for the United States alone, most ofwhich is spent on cost
promotions in the retail environment. 69 Convenience stores have
become essential partners with the tobacco indusny in fighting poli
cies to reduce tobacco use."' 9 This puts the public health community in
a David-versus-Goliath situation in educating the next generation of
potential tobacco users about its adverse health consequences.
Furthermore, although cigarette use is declining, the use ofother
tobacco products, like cigars and cigarillos (Table 2), is on the rise.5 ' 6
As such, tobacco companies are lobbying to have cigars and cigarillos

Table 2. Alternative Tobacco Products
Product

Description

lnf6niiati0n a~out cigars and cancer is aVailable in the Net fad sheet CiQar Smokirig and Cancer, at

Cigars

Smokeless tobacco
Pipes
Hookahs or water pipes ~other names
include argileh, ghelyoon, hubble
bubble, shisha, boory, goza, and
narghile)
BldiS

I

http://www.cancer.gov/cancertopics/factsheetffobacco/cigars. ·
Information about smokeless tobacco and cancer can be found in the NCI fact sheet Smokeless
Tobacco and Cancer at http://\NWVV.cancer.gov/cancertopics/factsheetffobacco/smokeless.
Pjpe smoking Causes tung ci:lncer.and increases th~ risk Of cancers of the mouth, throat, !aryrix,
and esophagus. 70· 71
A hookah is a device used to smoke tobacco. The smoke passes through a partially filled water
bowl before being inhaled by the smoker. Some people think hookah smoking is less harmful
and addictive than smoking regular cigarettes, 72 but all forms of tobacco smoking are harmful
and addictive. Tobacco smoke, including the smoke pmduced by a hookah, contains
harmful chemicals such as r-arbon monoxide and cancer-causing substances. 73
A bidl. is a flavored. cigarette made by rotling_tobaq:o in added leaf from the tendU tree; which is
native to India. Bidi use is associated with heart attacks and cancers of the mouth, throat,
larynx; esoPhagus, and ltn-ig. 7 0cl
A kretek is a cigarette made with a mixture of tobacco and cloves. Smoking kreteks is associated
with lung cancer and other lung diseoses? 4

Kreteks

Abbreviation: NCI. National Cancer Institute.
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excluded from tobacco product regulation, and legislation has already
been introduced in the US Congress to have cigars (including pre~
mium cigars and cigarillos) excluded from regulation and FDA over
sight, making them a potentially attractive option for youth. 75 These
bills have the potential of opening the door to exemptions, thus un
dermining the FDA as the tobacco regulatory authority and uudoing
any positive impact made by tobacco control legislation in the last
several years. The influence of strategic marketing by the tobacco
industry, along with its lobbying efforts, has the potential to erode the
success ofgovernment and public health efforts to reduce youth access
to tobacco.
Tobacco control policies are rapidly changing in response to
tobacco marketing and the tobacco lobby, as the health risks and costs
are becoming increasingly evident-and waffordable. Policy efforts
aimed primarily at the tobacco industry have not been enough to
eliminate tobacco use. Regulations need to be in place to ensure that
the US tobacco Master Settlement Agreement (MSA) funds are spent
more appropriately on health-related programs than they are cur
rently. In 1998, the MSA provided $246 billion over 25 years to 46
states. Unfortunately, even at the maximum, only approximately 3%
of the MSA dollars were ever used to support tobacco control in the
states, a number that has dropped to 1.9% in the cunent economic
climate."' Finally, although policyprogress has been made over the last
lO years, the newly passed federal regulations are not safe from litiga
tion. Recent split court decisions in tobacco industry lawsuits over the
proposed graphic wamings have resulted in the CTP reconsidering
how to address these warning-label requirements within the FSPTCA.
Although many advances have been made in tobacco control,
there remains a need for continued efforts to cowter tobacco industry
lobbying and marketing by enhancing federal regulation of tobacco
products. In advocating for policy change, ASCO will work closely
wlth state affiliates and local state departments of health eager for
partnerships with physicians, including oncologists, who provide
much-needed clinical expertise and credibility IN advocacy and legis
lative efforts. ASCO recommends the following:
Increase tobacco excise taxes, Because increasing taxes on tobacco
products provides a major disincentive to potential buyers, especially
youth and low socioeconomic groups, ASCO supports the substantial
increase in tobacco excise taxes. ASCO also supports the allocation of
at least a portion ofthe taxes to support state comprehensive tobacco
control programs.
Implement and enforce comprehensive clean indoor air policies.
ASCO strongly supports prohibiting the use ofcombusted or inhaled
tobacco products in all public places. ASCO encourages stakeholders
to work with local governments and agencies to advocate for compre
hensive clean indoor air ordinances and regulations. Such laws are
effective in the denormahzation of smoking, resulting in increased
cessation by adults and decreased initiation among youth.
Ensure comprehensivefunding oftobacco controlprograms. Com
prehensive tobacco control programs, including quit lines and youth
prevention programs, should be funded at the CDC-recommended
level. Appropriate funding will ensure tobacco cessation services are
comprehensive and available to all
Eliminate advertising focused on youth tobacco use. ASCO sup
ports public polk.-y efforts for comprehensive and global elimina
tion of advertising in the United States and throughout the world,
especially lower-resource countries, particularly all forms ofadver
www.jw.org

tisement intended for youth to start using tobacco or nicotine
delivery products.
Establish minimum-price laws for tobacco products. Twenty-five
states and the District ofColumbia currently have enacted minimum
price laws for cigarettes, which prohibit cigarette products from being
sold at a discount and can help counteract industry-supported dis
counts and multipack offers.76 Parallel laws are needed for other
tobacco products.
Increase retail licensingfees. Increasing licensing fees will workto
combat uptake of tobacco products in tvvo ways: by not allowing the
tobacco industryto discount tobacco prices in the retail setting, and by
using the fees in enforcement of-current tobacco laws.
Mandate public disclosure of tobacco cmnpany discounts. Man
dated reporting will allow individuals, stakeholders, providers, and so
on to learn how much money the tobacco industry is providing in
discounts to retailers by geographic area.

Ensure all tobacco products are subject to the same regulations.
Cigars and cigarillos, nicotine delivery products, and all other new
tobacco products should not be exempt from regulations. Having
low-cost or flavored alternatives to cigarettes makes these alternative
products attractive options and encourages youth uptake. Addition
ally, ASCO supports the recommendation ofthe FDA Tobacco Prod
ucts Scientific Advisory Committee that the «removal of menthol
'cigarettes from the marketplace would benefit public health :in the
United States." 77 The FDA CTP regulatory oversight oftobacco prod
ucts should not be limited or restricted, including standards that lower
the amount of nicotine in products to reduce their addictiveness.
Fully implement regulations requiring graphic warning labels on
cigarette packaging~ Graphic warning labels are an effective way to
deter youth and nonusers from initiating tobacco use and encourage
tobacco users to quit. 78' 79 Cunent warnings on tobacco products in
the United States have not been updated since 1984, and the Surgeon
General noted in 1994 that the warnings were already ineffective
because ofthe size and familiarity ofthe messages.80

Global Tobacco Control
On a global level, the FCTC is the first public health treaty enacted
worldwide by the \VHO; itcame into forcein2005 with ratification by
the first 40 countries. At present slightly over 87% of the world
poptUation is covered by this conve:ntion.46 This convention is a com
prehensive treaty, which, if effectivelyenforced in each country, will be
a deterrent to the still globally growing tobacco epidemic, particularly
in developing economies. The United Nations, with partners from the
Noncommunicable Disease (NCD) Alliance, made a landmark deci
sion to reduce NCD mortality, including cancer, by 25% by the year
2025.81 This so-called 25 X 25 initiative will focus on reducing risk
factors, including tobacco use, that have a negative impact on NCDs.81
The NCD Alliance recognizes the role the FCTC plays as the primary
forum in the world for tobacco cessation efforts and will be identifYing
indicators to help monitor implementation of the FCTC on a
global scale.
Significant efforts have been focused on global implementation
ofthe FCTC. The European Commission in October2011 committed
€5.2 million to the FCTC Secretariat to particularly assist low- and
middle-income countries to implement the convention.82 Even this
amount of money is significantly dwarfed by the marketing budget of
the tobacco industry in low- and middle-income countries, let alone in
more developed economies. As another burden to this effort, some
© 2013 by American Society of Clinical Oncology
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governments have reported struggling with a perceived lack of public
will to overcome the political lobbying and commercial forces sup
porting tobacco use. 83 Other governments, including the US Govern
ment, have yet to ratify the FCTC, even though the involvement of the
United States could make global efforts more effective financially and
practically. 84 The evidence is dear that ftmding evidence-based to
bacco control will lower tobacco use prevalence, and cutting such
funding will lead to increased tobacco use-and tobacco related
deaths. Thus, the FCTC is a critical policy initiative to adequately and
sustainably support tobacco control in local, regional, national, and
international programs.
ASCO and its global members can be effective advocates for

global policies and advocacy. There ha' been global use ofthe so-called
five As (le, ask, advise, assess, assist, and arrange) and two As and R (ie,
ask, advise, and refer) approaches as evidence-based tobacco cessation

interventions.55 However, implementing these guidelines into prac~
tice can be made more difficult in environments Wth minimal to

bacco regulation and a cultw·e of rampant tobacco use. Additionally,
health care providers, including oncologists, often believe themselves
to be too busy or are not knowledgeable enough to or connected
with organizations within their countries to assist "With such policy
initiatives. ASCO will advocate for international policy initiatives
and recommends that stakeholders armmd the globe work to do

the following:
Ratify and implement the FCTC at a global leveL At the time of
this article, the United States has not ratified the FCTC. ASCO urges
the US Government to ratify the FCTC and also stresses the impor
tance offocusing om efforts on global implementation. ASCO will me
its educational influence vvith the federal legislature and executive
branches to implement this critical tobacco control convention.

Table 3. ASCO Recommendations on Tobacco Cessation and Control
Recommendation
EduCation and awarene'ss
Exparid 6ducation; .toolS, and resources fOr proViders
lncreas·e foCus on tobacco cessation -i'n medical training
.Expand .educatiot;J·for. the public
Develop. tOols fO-r diverse. populations
Access to pmven tobacco cessation interventions
Support current initiatives on tobacco cessation services arising from the Affordable Care Act
Continue work to assure comprehensive coverage
Integrating .tobacco ceSsation as a key- comp_onent Of quality care
E)(pand ·quality nieasurement a·nd improvement
Research
Increase funding for tobacco research
Include tobacco use status as a core datB element in oncology cliniCBI trials where appropriate
US tobacco -regulation
Increase tobacco eXdsB taxes
Implement and eriforce 'ComPrehensive 'dean indoor air policies
EnSure cornprehen.o)ive funding of. tobacCo control program·s
Elimii-late adVertising focused on youth tobaCco uSe
·
Establish miniml.jm. p(ice laws ~or tobecco products
lncrea_se retail ·licens[ng fees
Mari-d3te pubhcdisdosure:of tcibacqo com'panv__discOutits
Ensure aH-toQacc;o products Bre subject to the same-regulations
fully irriplement reQu!ations requiring graphic warning labels on cigarette packaging
Global tobacco control
Ratify and implement the FCTC at a gl?ballevel
Support the UN Summit Declaration on NCDs
Develop country- and region-specific practice tools
Expand tobacco control plans
Support the passage of restrictive tobacco trade laws
Integrate tobacco cessation services into health care delivery systems
.LCading bY example as oi:J.cology professionals
Refrafn fr.Om the Use of all tObticco prOducts
TrfiBt tobacCo: dep_Bi!dence aS ·aggr'e$Sive'fy ~nd compassionately as_ cancer, -discUSsing the- causal rerationship-betweeh tObaccO use and cancer and-a-$sistihg
the _patient and-family_ members to end tobacco dependency

Help to ensure tobacco Cessation services are widely available
Advocate' to enSure hospitals, universities.:clinics, offices, and all othe-r-work and Patient care settings- are tobacco free
Support 100% .tobacco~free envfronrillmts at all levels
Refuse to CQI!aborate ·\NJth 'the tobacco industry in research, revieWs, pro'motion, or anY other activity
RefUse .anv_sUpport {financial or othC:rwise) from ihe tobacco _industry
, Support -efforts to prohibit marketing ·of tobacco and ·nicotine products to children
Abbreviations; ASCO, American Society Clinical Oncology; FCTC, Framework Convention on Tobacco Control; NCO, noncommunicable disease; UN,
United Nations.
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ASCO will assist in providing connections between ASCO members
and their local tobacco control advocacy organizations.

Support of the United Nations Summit Declaration on

NCD~

ASCO is a member of the NCD Alliance (http://www.ncdalliance
.orgl) and is working with other alliance members to keep pressure on
the US Government to take steps to achieve the targets the govern
ment has agreed to support and will advocate for global resources in

support ofNCD targets throughout the world, especially in low- and
middle-income countries.
Develop country- and region-specific practice too~. Develop the
tobacco cessation guidelines, tools, and resources needed meet
different countries' needs. ASCO can play a role in partnering with
countries and other health care provider organizations, such as the
Society for the Research on Nicotine and Tobacco, along with
vvww.treatobacco.net, in the development of such guidelines. 85
Expand tobacco controlplans. Advocate for the development and
adoption of tobacco control plans within individual countries and
practice settings. Most cmmtries have been developing their own
national tobacco control plans in coherence with their adoption of

theFCTC.

Support the passage ofrest1ictive wbacco trade laws. ASCO also
supports efforts to exempt tobacco from the Trans-Pacific Partnership
Agreement, which by its nature would give the tobacco industry en

hanced rights and privileges. Additionally, ASCO does not support
any duty reductions for tobacco products, which would reduce the
cost ofUS tobacco products abroad. Finally, ASCO supports efforts to
insure individual international goverrnnents are able to impose and
enforce their mvn regulatory policies on imported tobacco products,
regardless of country of ori.gin, including graphic warning labels
on packaging.

Integrate tobacco cessation services into health care delivery systems.
ASCO supports the complete integration of tobacco cessation into
health care delivery systems worldwide, including oncology practices.

Leading by Example As Oncology Professionals
Oncology professionals must lead by example in combating the
tobacco epidemic. ASCO has taken several steps as an organization to
lead by example. ASCO strives to provide tobacco-free work and
meeting enviromnents, settings in which tobacco usage is expressly
prohibited, for its employees and meeting attendees. Additionally,
ASCO provides tobacco cessation support and counseling for its em
ployees and is a member of the CEO Cancer Gold Standard Program
(www.cancergoldstandard.org). ASCO is prohibited from receiving
any kind of tobacco industry support and from providing support to
the tobacco industry. Furthermore, ASCO supports institutions, such
as universities, in prohibiting financial support from the tobacco in
dustry. 86 On the basis ofthese principles, A'iCO encourages its mem
bers and all oncology professionals to do the following:
• Refrain from the use of all tobacco and nicotine deliv
ery products.

1. Secretan B, Straif K, Baan R, et al: A review af
human carcinogens: PartE-Tobacco, areca nut, alcohol,
coal smoke, and salted fish. Lancet Oncol1 0:1033-1034,
2009
www.jco.org

• Treat tobacco dependence as aggressively and compassion
ately as cancer.
• Advocate for the wide availability oftobacco cessation services.
• Advocate for tobacco-free hospitals, universities, clinics, of
fices, and all other work and patient care settings.
• Support 100% tobacco-free environments at all levels.
• Refuse to collaborate with the tobacco industry in research,
reviews, promotion, or any other activity.
• Refuse any support (financial or otherwise) from the to
bacco industry.
• Support efforts to prohibit marketing oftobacco and nicotine
products to children.

In conclusion, as a group ofphysicians and other health care professionals
who care for patients with cancer,ASCO is conunitted to decreasing death
and suffering resulting from cancer. Given that the scientific and medical
evidence is indisputable that tobacco use poses a huge burden on cancer
incidence and death in the United States and worldwide, it is our respon

sibility as health care professionals and cancer specialists to address the
devastating consequences oftobacco use and to help patients 'With cancer
quit. To this end, ASCO reaffirms and strengthens its commitment to
providing oncology providers with the evidence-based and practical in
formation they need to successfully integrate tobacco cessation activities
into th.eir practices. ASCO is also committed to educating patients, their
fumilies, and the public at large about the risks tobacco use posesingeneral
and specifically to the population of patients with cancer. hnportantly,
ASCO recognizes the responsibility it has to take action to combat this
problem glohally. In doing so, ASCO reaffirms its commitment to sup
porting policies to eliminate the gro'Wth and persistence oftobacco use, to
increase access to tobacco cessation services, and to expand :fimding for
research on tobacco cessation and control intetventions. Finally, ASCO
has set forth a set of recommendations for leading hy example as health
care professionals. The recommendations outlined in this policy state
ment update (surmnarized in Table 3) codiijr the commitments and
prioritiesofASCOinthisvitalarea.Ateveryopportunity,ASCOwillstrive
to address the importance of decreasing the tobacco epidemic in the
communities in which our members live, whether by supporting policy
changes at the national level or one on one in the clinical setting.
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Tobacco Product Use Among Middle
and High School Students- United
States, 2011 and 2012

Great American Smokeout
November 21, 2013
The Great American Smokeout, sponsored by the
American Cancer Society; is an annual event that encourages
smokers to make a plan to quit, or to plan in advance and
quit smoking on that day: in an effon to stop permanently
(J). This year, the Smokeout will be held on November 21.
Fifty years after the release ofthe first Surgeon General's
report on smoking and health, remarkable progress has
been made. Since 1964, smoking prevalence among U.S.
adults has been reduced by half. Unfortunately, tobacco
use remains the leading preventable cause of disease, dis
ability, and death in the United States (2).
In 2010, nearly two out of three adult smokers wanted
to quit, and more than half had made a quit attempt for
> 1 day in the preceding year (3). However, an estimated
one out of five U.S. adults still smokes (2).
Quitting smoking is beneficial to health at any age
and has immediate and long-term benefits. Getting help
through counseling or medications can double or triple
the chances ofquitting successfully (4).
Additional information and suppon for quitting is avail
able by telephone (800-QUIT-NOW [800-784-8669]).
Additional quit support and real stories of persons who
have quit successfully are available on CDC's Tips from
Fortner Smokers website at http://www.cdc.gov/tips.
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Nearly 90% of adult smokers in the United States began
smoking by age 18 years (1). To assess current tobacco
product use among youths, CDC analyzed data from the
2012 National Youth Tobacco Survey (NYTS). This report
describes the results of that analysis, which found that, in
2012, the prevalence of current tobacco product use among
middle and high school students was 6.7% and 23.3%,
respectively. After cigarettes, cigars were the second most
commonly used tobacco product, with prevalence of use at
2.8% and 12.6%, respectively. From 2011 to 2012, electronic
cigarette use increased significantly among middle school
(0.6% to 1.1 %) and high school (1.5% to 2.8%) students,
and hookah use increased among high school students (4.1%
to 5.4°/o). During the same period, significant decreases
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occurred in bidi* and kretekt use among middle and high
school students, and in dissolvable tobacco use among high
school students. A substantial proportion of youth tobacco
use occurs with products other than cigarettes, so monitoring
and prevention of youth tobacco use needs to incorporate
other products, including new and emerging products.
Implementing evidence-based interventions can prevent and
reduce tobacco use among youths as part of comprehensive
tobacco control programs. In addition, implementation of
the 2009 Family Smoking Prevention and Tobacco Control
Act, which granted the Food and Drug Administration (FDA)
the authority to regulate the manufacture, distribution,
and marketing of tobacco products (I-3), also is critical to
addressing this health risk behavior.
"'The question to assess past 30 day use ofbidis changed between 2011 and 2012.
In 2011, the bidis question was "In the past 30 days, on how many days did
you smoke bidis?" Students selected among "0 days," "1 or 2 days," "3 to 9
days,~ "10 to 19 days," "20 to 29 days," or "all30 days." In 2012, the bidis
question was "In the past 30 days, which of the following products have you
used on at least one day?" Students could select different products, of which
"bidis (small brown cigarettes wrapped in a leaf)" was a possible selection. This
change might have affected the results for bidis.
t The question to a.~sess past 30 day use of kreteks changed between 2011 and
2012. In 2011, the kreteks question was "In the past 30 days, on how many
days did you smoke kreteks?" Students selected among "0 days," "1 or 2 days,"
"3 to 9 days," "10 to 19 days," "20 to 29 days," or "all30 days." In 2012, the
bidis question was "In the past 30 days, which of the following products have
you used on at least one day?" Students could select different products, ofwhich
"dove cigarettes (kreteks)" was a possible selection. This change might have
affected the results for kreteks.

NYTS is a school-based, self-administered, pencil-and-paper
questionnaire administered to U.S. middle school (grades 6-8)
and high school (grades 9-12) students to collect information
on key tobacco control outcome indicators used to monitor
the impact of comprehensive tobacco control policies and
programs (4) and FDA's newly granted regulatory authority.
NYTS was conducted in 2000, 2002, 2004, 2006, 2009,
2011, and 2012. The 2012 NYTS used a three-stage cluster
sampling procedure to generate a cross-sectional, nationally
representative sample of students in grades 6-12. This report
includes 2011 and 2012 NYTS data to provide an updated
definition of current tobacco use, which now also includes
hookahs, snus, dissolvable tobacco, and electronic cigarettes,
to take into account nonconventional products that are new to
the market or are increasing in popularity; data for these four
products were first collected in 2011. The previous definition
for current tobacco use did not include all of these products,
thus yielding slightly lower estimates of current tobacco use.
For example, in 2011, the previous definition for overall
current tobacco use resulted in estimates of 7.1 o/o for middle
school and 23.2% for high school students (.5), whereas the
new definition resulted in 2011 estimates of7.5o/o for middle
school and 24.3% for high school students (Table).
Ofthe 284 schools selected for the 2012 NYfS, 228 (80.3%)
participated, resulting in a sample of24,658 (91.7%) among
26,873 eligible students; the overall response rate was 73.6%.
The 2011 NYTS had a comparable overall response rate of
72.7% (5). Respondents were asked about their current use of
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TABLE. Percentage of middle and high school students currently using* tobacco products, by school level, sex, race/ethnicity, and product
type- National Youth Tobacco Survey, United States, 2011 and 2012
Sex

Total
School level/Product type
Middle school
Tobaccot
Cigarettes
Cigars
Smokeless tobacco
Pipes
Bidis
Kreteks
Hookahs
Snus
Dissolvable tobacco
Electronic cigarettes
High school
Tobaccot
Cigarettes
Cigars
Smokeless tobacco
Pipes
Bidis
Kreteks
Hookahs
Snus
Dissolvable tobacco
Electronic cigarettes

Males

Females

2011

2011

2012

2011

2012

%

(9S%CI)

%

(95%CI)

%

(95%CI)

%

7.5
4.3
3.5
2.2
2.2
1.7
1.1
1.0
0.9
0.3
0.6

(6.5-8.8)
(3.5-5.2)
(2.8-4.2)
(1.8-2.7)
(1.7-2.9)
(1.3-2.2)
(0.9-1.4)
(0.8-1.4)
(0.6-1.2)
(0.2-0.4)
(0.4-0.9)

6.7
3.5
2.8
1.7
1.8
0.6
0.5
1.3
0.8
0.5
1.1

(5.8-7.7)
(2.8-4.3)
(2.4-3.4)
(1.3-2.1)
(1.4-2.3)
(0.5-0.7)§
(0.4-0.7)§
(1.0-1.7)
(0.6-1.0)
(0.4-0.8)§
(0.9-1.5)§

5.9
4.0
2.5
1.4
1.8
1.4
0.9
1.0
0.8
0.3
0.4

(4.7-7.4)
(3.1-5.2)
(1.9-3.4)
(1.0-2.0)
(1.3-2.5)
(1.0-1.9)
(0.6-1.3)
(0.6-1.6)
(0.5-1.2)
(0.2-0.5)
(0.2-0.7)

24.3
15.8
11.6
7.3
4.0
2.0
1.7
4.1
2.9
0.4
1.5

(22.1-26.6)
(13.7-18.1)
(1 0.5-12.7)
(5.9-9.0)
(3.4-4.6)
(1.6-2.5)
(1.4-2.0)
(3.4-5.0)
(2.3-3.7)
(0.3-0.6)
(1.2-2.0)

23.3
14.0
12.6
6.4
4.5
0.9
1.0
5.4
2.5
0.8
2.8

(21.6-25.2)
(12.5-15.7)
(11.4-13.9)
(5.5-7.5)
(4.0-5.2)
(0.7-1.1)'
(0.8-1.2)'
(4.6-6.3)§
(2.0-3.0)
(0.6-1.0)§
(2.3-3.5)§

19.0
13.8
7.4
1.6
2.8
1.0
0.8
3.5
0.8
0.1
0.7

(17.0-21.1)
(11.7-16.2)
(6.3-8.6)
(1.2-2.2)
(2.2-3.4)
(0.7-1.4)
(0.6-1.2)
(2.8-4.4)
(0.5-1.1)
(0.1-0.4)
(0.5-1.0)

2012

{95%(1)

%

{95%(1)

%

(95%(1)

5.6
3.2
2.4
1.2
1.7
0.4
0.4
1.0
0.6
0.4
0.8

(4.7-6.7)
(2.5-4.0)
(1.9-3.2)
(0.8-1.6)
(1.3-2.3)
(0.3-0.7)§
(0.3-0.7)§
(0.7-1.4)
(0.4-0.9)
(0.2-0.6)
(0.6-1.1)§

9.0
4.5
4.3
3.0
2.7
1.9
1.3
1.1
1.0
0.3
0.7

(7.9-10.3)
(3.7-5.5)
(3.4-5.4)
(2.3-3.8)
(2.1-2.5)
(1.4-2.6)
(1.0-1.6)
(0.7-1.5)
(0.6-1.4)
(0.1-0.5)
(0.4-1.3)

7.8
3.8
3.2
2.2
1.9
0.7
0.6
1.5
1.0
0.7
1.5

(6.7-9.0)
(3.0-4.7)
(2.7-3.8)
(1.7-2.9)
(1.4-2.4)
(0.5-1.0)§
(0.4-0.9)'
(1.1-2.2)
(0.7-1.4)
(0.4-1.1)'
(1.1-2.1)§

18.1
11.7
8.4
1.5
3.2
0.5
0.5
4.5
0.9
0.6
1.9

(16.2-20.1)
(10.2-13.4)
(7.2-9.8)
(1.1-2.1)
(2.7-3.9)
(0.3-0.7)§
(0.3-0.7)'
(3.7-5.4)
(0.7-1.3)
(0.4-0.9)'
(1.5-2.4)§

29.4
17.7
15.7
12.9
5.1
2.9
2.4
4.8
5.1
0.6
2.3

(26.6-32.4)
(15.2-20.4)
(14.3-17.2)
(1 0.4-15.9)
(4.3-6.0)
(2.3-3.7)
(1.9-2.9)
(3.7-6.1)
(3.9-6.6)
(0.4-1.0)
(1.7-3.1)

28.3
16.3
16.7
11.2
5.8
1.3
1.5
6.2
3.9
1.0
3.7

(26.2-30.6)
(14.5-18.3)
(15.0-18.5)
(9.5-13.0)
(5.0-6.7)
(1.0-1.7)§
(1.1-1.9)§
(5.3-7.3)
(3.2-4.9)
(0.8-1.4)
(2.9-4.8)§

See table footnotes on page 896.

cigarettes, cigars§ (defined as cigars, cigarillos, or little cigars),
smokeless tobacco, pipes, bidis, kreteks, hookahs, snus, dis
solvable tobacco, and electronic cigarettes. For each product,
curren( use was defined as using on ~ 1 day of (he past 30 days.
Data were adjusted for nonresponse and weighted to provide
national prevalence estimates with 95% confidence intervals
for current tobacco use overall and by product, school level,
sex, and race/ ethnicity. Point estimate differences between
2011 and 2012 were assessed using a two-tailed t-test for
significance (p<0.05).
In 2012, 6.7% of middle students reported current use
of any tobacco product (Table). The most commonly used
forms of tobacco were cigarettes (3.5%), cigars (2.8%), pipes
(1.8%), smokeless tobacco (1.7%), hookahs (1.3o/o), electronic
cigarettes (1.1 o/o), snus (0.8%), bidis (0.6%), kreteks (0.5%),
and dissolvable tobacco (0.5%). Among high school students,
23.3% reported current use ofany tobacco product. The most
commonly used forms of tobacco were cigarettes (14.0%),
cigars (12.6%), smokeless tobacco (6.4%), hookahs (5.4%),
§The heading for the cigar section of the questionnaire changed benveen 2011
and 2012. In 2011, the heading was "Cigars." In 2012, the heading was "Cigars,
cigarillos, or little cigars, such as Black and Milds, Swisher Sweets, Dutch Masters,
White Owl, or Phillies Blunts," and the question on ever use ofcigars also included
brand names. This change might have affected the results for cigars.

pipes (4.5%), electronic cigarettes (2.8%), snus (2.5%), kreteks
(1.0%), bidis (0.9%), and dissolvable tobacco (0.8%).
During 2011-2012, among middle school students, for
current electronic cigarette use, significant increases were
observed overall (0.6% to 1.1 o/o) and among females (0.4% to
0.8%), males (0.7% to 1.5%), and Hispanics (0.6% to 2.0%)
(Table). For hookahs, a significant increase was observed among
Hispanics (1.7% to 3.0%).
During 2011-2012, among high school students, for elec
tronic cigarette use, significant increases were observed overall
(1.5% to 2.8%) and among females (0.7% ro 1.9%), males
(2.3% to 3.7%), non-Hispanic whites (1.8% to 3.4%), and
Hispanics (1.3% to 2.7%). For hookahs, significant increases
were observed overall (4.1 o/o ro 5.4%) and among non-Hispanic
whites (4.3°/o to 6.1 o/o). For cigars, a significant increase in use
was observed among non-Hispanic blacks (11.7% to 16.7%).
Reported by

ReneA. Arrazo!d, MPH, Shanta R. Dube, PhD, BrianA. King, PhD,

Office on Smoking and Health, National Centerfor Chronic Disease
Prevention and Health Promotion, CDC. Corresponding
contributor: ReneA. Arrazola, rarrazoia@cdc.gov, 770-488-2414.

MMWR I November 15, 2013 I Vol. 62 I No. 45

895

Morbidity and Mortality Weekly Report

TABLE. (Continued) Percentage of middle and high school students currently using* tobacco products, by school level, sex, race/ethnicity, and
product type- National Youth Tobacco Survey, United States, 2011 and 2012
Race/Ethnicity
White, non-Hispanic

2011

School level/
Product type

%

Middle school
Tobaccot
Cigarettes
Cigars
Smokeless tobacco
Pipes
Bidis
Kreteks
Hookahs
Snus
Dissolvable tobacco
Electronic cigarettes

6.2
3.8
2.3
2.3
1.5
1.0
0.6
0.9
1.0
0.2
0.6

High school
Tobaccot
Cigarettes
Cigars
Smokeless tobacco
Pipes
Bid is
Kreteks
Hookahs
Snus
Dissolvable tobacco
Electronic cigarettes

(95% Cl)

{5.1-7.41
{2.8-5.11
{1.7-3.01
{1.8-2.91
{1.1-2.21
{0.7-1.51
{0.4-0.61
(0.6-1.41
(0.7-1.41
(0.1-0.51
(0.4-1.01

Black, non-Hispanic

2012

2011

%

(95%(1)

%

5.1
3.1
1.6
1.6
1.2
0.3
0.3
0.8
0.7
0.4
0.9

(4.2-6.31
(2.4-4.01
(1.2-2.01
{1.1-2.21
{0.8-1.71
{0.2-0.51'
{0.2-0.51
{0.6-1.21
{0.5-1.01
{0.2-0.71'
{0.6-1.31

8.5 {6.6-10.91 7.7
3.6 {2.6-5.01 2.6
5.7 {4.3-7.41 5.0
1.0 (0.5-2.11 0.6
1.3 (0.8-2.11 1.2
1.9 (1.1-3.21 0.6
0.9 (0.5-1.61 0.2
0.9 (0.5-1.71 0.9
0.6 (0.2-1.31 0.4
0.4 {0.1-1.21 0.5
0.4 {0.2-1.01 1.1

26.6 {23.6-29.81 24.6 {22.3-27.01
17.6 {14.7-20.91 15.4 (13.2-17.81
12.1 {10.7-13.61 12.2 (10.8-13.81
9.2 (7.4-11.5) 8.1
{6.9-9.51
3.5 {2.9-4.41 4.5 (3.8-5.41
1.4 {1.0-2.01 0.7 (0.5-1.0)§
1.4 {1.0-2.01 1.1
{0.8-1.51
4.3 {3.4-5.41 6.1
{5.2-7.21'
3.7 {2.8-4.91 3.3 {2.6-4.21
0.3 {0.1-0.51 0.7 (0.5-0.91'
1.8 {1.3-2.41 3.4 (2.7-4.2)§

(95% Cl)

%

{95%CII

Other race, non-Hispanic

Hispanic

2012

2011
%

{95%(1)

2012
%

{95%CI)

(5.9-10.11 11.5 {10.2-13.11 10.5 {8.6-12.81
{1.7-4.01
6.7 {5.6-8.01 5.4 {4.2-7.11
{3.8-6.61
6.1
{4.9-7.41 4.9 {3.8-6.41
{0.3-1.31' 2.9 {2.3-3.61 2.4 (1.7-3.41
{0.6-2.21' 5.0 {4.2-6.11 3.7 (2.7-5.11
(0.4-1.01
3.5 {2.6-4.61 1.2 {0.8-1.81'
{0.1-0.71' 2.5 (2.0-3.31 1.0 {0.6-1.71'
(0.4-1.81' 1.7 {1.2-2.31 3.0 (2.2-4.1)§
{0.1-0.91' 1.0 {0.6-1.51 1.1 {0.7-1.71
{0.2-1.51' 0.2 {0.1-0.51 1.0 (0.6-1.6)~
(0.6-2.21' 0.6 {0.4-1.11 2.0 (1.4-2.9)§

18.9 (15.6-22.81 22.6 (19.7-25.81 23.8 {21.2-26.51 22.5 (19.5-25.61
10.6 {7.6-14.61 9.6 {7.6-12.01 15.8 {13.9-17.81 14.3 (12.0-16.91
11.7 {9.8-13.91 16.7 (14.4-19.31' 11.3 {9.8-13.11 12.4 (10.6-14.41
3.0 {1.8-5.11 2.2
{1.5-3.21
5.1 {3.8-6.81 5.1 {3.8-6.81
2.4 {1.5-3.81 2.9
{1.8-4.51
6.3 {5.2-7.71 6.2 {5.2-7.41
2.0 {1.2-3.21 0.8
(0.4-1.71' 3.7 {2.9-4.81 1.4 (0.9-2.2)§
1.3 {0.8-2.21 0.6
(0.3-1.11' 2.5 {1.9-3.31 0.9 (0.6-1.4)§
1.7 (0.9-3.01 2.1
{1.6-2.91
5.1
{4.1-6.31 6.6 {5.1-8.51
0.7 {0.3-1.51 0.6
(0.3-1.11' 2.3 {1.7-3.11 1.8 {1.3-2.51
0.3 (0.1-1.21 0.8
(0.4-1.31' 0.8 (0.5-1.31 1.4 (1.0-2.11
0.8 (0.3-1.71 1.1
(0.7-1.91' 1.3 (0.8-2.1) 2.7 (1.9-3.8)§

2011
%
6.1
3.4
1.6
2.4
2.5
1.2
1.8
0.1

0.7
0.4
0.7

- -2012

%

{95% Cl)

3.1
1.7
1.5
1.4
0.5
0.7
0.7
0.3
0.4
0.1

(1.7-5.41
{0.8-3.61'
{0.7-3.11'
{0.7-3.11'
{0.2-1.11'
{0.2-2.41'
{0.2-2.41'
(0.1-1.61'
(0.1-2.81'
(0.0-0.51'

(0.2-2.6) 0.3

(0.1-0.8)~

{95% Cll
{3.8-9.91
{2.0-5.81
{0.8-3.21
{1.2-4.81
{1.2-5.01
(0.5-2.8)
(0.7-4.31
{0.0-0.51
(0.2-2.51
{0.1-2.4)

13.9 (105-18.3) 13.7 (9.9-18.81
8.9 {6.2-12.51 8.7 (5.9-12.51
{4.0-8.1) 6.3 (4.4-9.01
5.7
4.0
{2.4-6.61 3.4 {2.3-5.21
3.4 {1.7-6.61 2.4 (1.4-3.91'
1.8
{1.0-3.41 0.4 {0.2-1.1)'
2.0
{1.0-4.01 0.3 {0.1-0.71'
4.8
{2.5-9.01 2.5 {1.5-4.1)'
1.7
{0.7-3.81 0.8 {0.4-1.61'
0.6
(0.1-2.91 0.5 {0.2-1.21'
0.6
(0.3-1.21 2.2 {0.9-5.81'

Abbreviation: C! ""confidence intervaL
*Current use of cigarettes was determined by asking, "During the past 30 days, on how many days did you smoke cigarettes?"Current use of cigars was determined
by asking,"During the past 30days, on how many days did you smoke cigars, cigarillos, or little cigars?"Current use of smokeless tobacco was determined by asking,
"During the past 30 days, on how many days did you use chewing tobacco, snuff, or dip?" Current use of a pipe was determined by asking, "During the past 30 days,
on how many days did you smoke tobacco in a pipe?" in 2011, current use of bidis and kreteks was determined by asking, "During the past 30 days, on how many
days did you smoke bidis?" and "During the past 30 days, on how many days did you smoke kreteks?" In 201.2, current use of bidis and kreteks was determined by
asking, "During the past 30 days, which of the following products {bidis and kreteks) have you used on at least 1 day?" Current use of hookahs, snus, dissolvable
tobacco, and electronic cigarettes was determined by asking, "During the past 30 days, which of the following products {hookah, snus, dissolvable tobacco, and
electronic cigarettes) have you used on at least 1 day?"
t Includes use for ~1 day in the past 30 days of any of the following: cigarettes, cigars, smokeless tobacco, tobacco pipes, bidis, kreteks, hookahs, snus, dissolvable
tobacco, or electronic cigarettes.
§Difference between 2011 and 2012 was statistically significant by t-test (p<O.OS).
~Data are statistically unreliable because sample size <50 or relative standard error >0.3 on at least 1 year's data; therefore, not-test was performed.

Editorial Note

The findings in this report indicate that during 2011-2012
significant increases occurred in current use of nonconventional
tobacco products, such as electronic cigarettes and hookahs, among
middle and high school students; in addition, an increase in cigar use
occurred among non-Hispanic black high school students. During
this same period, overall current use ofsome tobacco products, such
as bidis and kreteks, significandy decreased. These findings indicate
that more efforts are needed to monitor and prevent the use ofboth
conventional and nonconventional tobacco products arnongyouths.
During 2011-2012, cigar use increased significandy among
non-Hispanic black high school students to 16.7%, more than
doubling the 2009 estimate (6). Further, cigar use among high
school males (16.7%) was approximately double that ofhigh school
females (8.4%) and simtiar to cigarette use among high school
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males (16.3%). Cigars include traditional premium cigars as well as
cigarillos and "little cigars," which are similar to cigarettes in terms
ofappearance, but depending on their weight, can be taxed at lower
rates and legally sold with certain flavors that are banned from ciga
rettes (7). Youths are known to have higher rates of cigar use than
adults, which might be related to the lower price ofsome cigars (e.g.,
cigarillos and "little cigars") relative to cigarettes, or the marketing of
flavored cigars that might appeal to youths (8). Significant increases
also were observed in overall use ofcurrent electronic cigarettes (9)
and hookahs. Current use of electronic cigarettes doubled among
middle and high school females, middle school males, and Hispanic
high school students. Among non-Hispanic white high school stu
dents, this increase was slighdyless than double (1.8% to 3.4%), and
among high school males, this increase was slighdy more than 60%
(2.3 to 3.7). For current hookah use, an increase ofmore than 75%

Morbidity and Mortality Weekly Report

What is already known on this topic?
Nearly 90% of adult smokers began smoking by age 18 years.
What is added by this report?
Although decreases in the use of certain tobacco products
(bidis and kreteks) have been observed, current cigar use has
increased among non-Hispanic black high school students
(11.7% to 16.7%), and the use of nonconventional products,_
such as electronic cigarettes, have increased among middle

school

(0.6% to 1.1%) and

high school (1.5% to 2.8%) students.

What are the implications for public health practice?
Current use of cigars and nonconventional tobacco products
need to be monitored at local, state, and national levels. This is
especially true for nonconventional tobacco products and
specifiC population subgroups. To reduce tobacco use among
youths, national and state tobacco control programs can
continue to implement evidence-based strategies, including
those that will work in coordination with the Food and Drug
Administration to regulate the manufacture, distributio·n, and
marketing oftobacco products.

(1.7% to 3.0%) was observed for Hispanic middle school students;
among high school students, an overall increase ofmore than 30%
(4.1% to 5.4%) was observed, but for non-Hispanic whites, this
increase was more than 40% (4.3% to 6.1 %). The increase in use
ofelectronic cigarettes and hookah tobacco could be attributed to
low price, an increase in marketing, availability, and visibility ofthese
products, and the perception that these tobacco products might be
"safer" alternatives to cigarettes. Cigars, electronic cigarettes, hookah
tobacco, and certain other new types of tobacco products are not
currently subject to FDA regulation. FDA has stated it intends to
issue a proposed rule that would deem products meeting the statu
tory definition of a "tobacco product'' to be subject to the Federal
Food, Drug, and Cosmetic Act.~
The findings in this report are subject to at least six limitations.
First, data were only collected fi:om youths who attended either
public or private schools and might not be generalizable to all middle
and high school-aged youths. Second, data were self-reported; thus,
the findings are subject to recall and response bias. Third, current
tobacco use was defined by including students who responded ro
questions about at least one of the 10 tobacco products but might
have had missing responses to any of the other tobacco products
that were assessed; missing responses were considered as nonuse,
which might have resulted in conservative estimates. Fourth, in
2012, the question wording for bidis and kreteks was modified, and
cigar brand examples were added to the heading and ever cigar use
question ofthe survey therefore, any observed changes in prevalence
estimates across years might be attributed in part to these wording
~FDA

has expressed its intent to assert jurisdiction over all tobacco products.
Additional information available at http://www.reginfo.gov/public/do/
eAgendaViewRule?pubid=201304&RIN=0910-AG38.

modifications. Fifi:h, the NYTS overall response tate of73.6o/o in
2012 and 72.7% in 20 II might have resulted in nonresponse bias,
even afi:er adjustment for nonresponse. Finally, estimates might
differ from those derived from other youth srnveillance systems,
in part because of differences in survey methodology survey type
and topic, and age and setting of the target population. However,
ovetall relative trends are similar across the various youth surveys (1).
Effective, population-based interventions for preventing tobacco
use among youths are outlined in the Surgeon General's report (1)
and the World Health Organization's MPOWER package (1 0).
Interventions include increasing the price ofall tobacco products,
implementing 100% comprehensive smoke-free laws and policies
in workplaces and public places, warning about the dangers of all
tobacco use with tobacco use prevention media campaigns, increas
ing access to help quitting, and enforcing restrictions on all tobacco
product advertising, promotion, and sponsorship. Interventions are
best implemented as pan of comprehensive tobacco control pro
grams, which are effective in decreasing tobacco use in the United
States (2). Full implementation ofcomprehensive tobacco control
programs at CDC-recommended funding levels, in coordination
with FDA regulations of tobacco products, would be expected to
result in further reductions in tobacco use and changes in social
norms regarding the acceprabtiity of tobacco use among U.S.
youths (1,2,10).
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CIGARS
Overview
• A cigar is defined as a roll of tobacco wrapped in
leaf tobacco or in a substance that contains
tobacco (as opposed to a cigarette, which is
defined as a roll of tobacco wrapped in paper or
1
in a substance that does not contain tobacco). ' 2
i' {J'}.,),t'l!ttle
• The three major types of cigars sold in the
1. fir1<ered f<!!~d941'
J.LIU!-!:!t:lg.ir
United States are large cigars, cigarillos, and
4,0g.:nillo
little cigarsY
:!i.l.r~JtiQnill li!f'J(" !l;~r
• Small or little cigars are about the same size as a
3
cigarette and often include a filter.
• Historically, cigar smoking in the United States has been a behavior of older men, but
the industry's increased marketing of these products to targeted groups in the 1990s
3
increased the prevalence of use among adolescents.
• The use of flavorings in some cigar brands and the fact that they are commonly sold as a
single stick has raised concerns that these products may be especially appealing to
youth. 3,4,s

•
•

Cigar use is higher among youth who use other tobacco products or other drugs, such as
3
alcohol, marijuana, and inhalants, than among youth who do not use these products.
6
In 2012, overall cigar industry sales were up 0.4% from 2011.
•

Type

Description

II

(2012)*

I

I* Percentage of U.S. market for cigar products
Large Cigar
&
Cigarillo
Note: These two categories are
now combined in the calculation
of market share.

ILittle cigar

Market
Share

I

6

Cigar that typically contains at least one-half ounce of
aged, fermented tobacco (i.e., as much as a pack of
cigarettes) and usually takes 1 to 2 hours to smoke
I

A short (3 to 4 inches) and narrow cigar that typically
contains about 3 grams of tobacco and usually does not
include a filter

IA small cigar that typically is about the same size as a
cigarette and usually includes a filter

1

94%

c

,..,,

Cigars contain the same toxic and carcinogenic compounds found in cigarettes and are not a
1
safe alternative to cigarettes. .4

Health Effects
•
•
•
•

Regular cigar smoking is associated with an increased risk for cancers of the lung,
12
esophagus, larynx (voice box), and/or oral cavity (lip, tongue, mouth, throat). '
2
Cigar smoking is linked to gum disease and tooth loss.
Heavy cigar smokers and those who inhale deeply may be at increased risk of
12
developing coronary heart disease. •
Heavy cigar smoking increases the risk for lung diseases, such as emphysema and
12
chronic bronchitis. •

Current Cigar Use
Adults*

Percentage of U.S. adults who were current cigar userst in 2012:

•
•
•
•
•
•
•
•

7

5.4% of all adults in the United States
9.1% of adult males in the United States
2.0% of adult females in the United States
7.6% of African American adults
7.9% of American Indian/Alaska Native adults
1.7% of Asian American adults
4.2% of Hispanic adults
5.5% of White adults

High School Students

Percentage of U.S. high school students who were current cigar userst in 2012:

•
•
•
•
•

8

12.6% of all students in grades 9-12
8,4% of female students in grades 9-12
16.7% of male students in grades 9-12
Cigar use among high school males (16.7%) is approximately double that of high school
females (8.4%) and similar to cigarette use among high school males (16.3%)."
During 2011-2012, cigar use increased significantly among non-Hispanic Black high
school students to 16.7%; there were no significant changes for non-Hispanic White,
Hispanic, and other racial/ethnic groups."

Middle School Students

Percentage of U.S. middle school students who were current cigar userst in 2012: 8

•
•

2.8% of all U.S. students in grades 6-8
2.4% of female students in grades 6-8
2

•
•

3.2% of male students in grades 6-8
During 2011-2012, there were no significant changes in cigar use among male or female
8
middle school students or for any racial/ethnic group.

Overall
•

In 2012, an estimated 13.4 million people (or 5.2% of people 12 years of age or older) in
7
the United States were current cigar users.

NOTES:
*Adults are defined as persons 18 years of age or older.
tcurrent cigar use is defined as smoking cigars on 1 or more of the 30 days preceding the
survey.

Marketing Information
In 2012, cigar sales in the United States by major cigar manufacturers showed: 6
•

•
•
•
•
•
•

Alta dis USA (products include Dutch Masters and Backwoods brands) with 10% of the
U.S. market share for large cigars and cigarillos and 19.7% of the U.S. market share for
little cigars
Cheyenne International with 15.4% ofthe U.S. market share for large cigars and
cigarillos
Lane Limited (products include Winchester and Captain Black) with 5.3% of the U.S.
market share for little cigars
Middleton (products include Black & Mild brand) with 10% of the U.S. market share for
large cigars and cigarillos
Prime Time International with 3.1% of the U.S. market share for large cigars and
cigarillos and 19.7% of the U.S. market share for little cigars
Swedish Match (products include White Owl and Garcia y Vega) with 7.8% of the U.S.
market share for large cigars and cigarillos
Swisher International (products include Swisher Sweets and Swisher Little brands) with
16.8% of the U.S. market share for large cigars and cigarillos and 52.5% of the U.S.
market share for little cigars

Marketing efforts promote cigars as symbols of a luxuriant and successful lifestyle. The
following marketing strategies all contribute to the increased visibility of cigar smoking in
society:'·'
•
•
•
•

Endorsements by celebrities
Development of cigar friendly magazines (e.g., Cigar Aficionado)
Images of highly visible women smoking cigars
Product placement in movies

3

In 2001, the Federal Trade Commission mandated that cigar packaging and advertisements
must display one of the following five "SURGEON GENERAL WARNING" text-only labels on a
9
rotating basis:
•
•
•
•
•

Cigar Smoking Can Cause Cancers Of The Mouth And Throat, Even If You Do Not Inhale.
Cigar Smoking Can Cause Lung Cancer And Heart Disease.
Tobacco Use Increases The Risk Of Infertility, Stillbirth, And Low Birth Weight.
Cigars Are Not A Safe Alternative To Cigarettes.
Tobacco Smoke Increases The Risk Of Lung Cancer And Heart Disease, Even In
Nonsmokers.
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A dozen

have gained from a legal loophole that helped them avoid as much as

$1.1 billion in U.S. taxes.
Their secret: Using fillers such as the clay found in cat litter or stuffing the products with more
tobacco to tip the scales in their favor. The heavier weight let the companies sidestep a 2,653
percent increase in a federal excise tax, taking advantage of a 2009 law that spared so-called big
c1gars.
There were 22 companies producing small cigars in the year before the law created the new tax
structure, according to data from the Treasury Department's Alcohol and Tobacco Tax and Trade
Bureau. Twelve of those companies, none of which the government would name, either switched to
or increased production oflarge cigars in the year following the law, the bureau found.
"It shows what length the

companies will go to avoid taxes and regulation that were

designed to improve public health without regard to their customers," Danny McGoldrick, vice
president of research at the

in

said in a telephone

interview. "They should equalize the tax to stop the shenanigans."
The practice has contributed to a doubling in sales of the weightier tobacco products and slowed a
decade-long decline in tobacco use. The Centers for Disease Control and Prevention in an .~u,;. "
u:w,tu blamed sharp increases in adult consumption of pipe tobacco and cigarette-like cigars since

2008 on the 2009law "that created tax disparities between product types."

Durbin Legislation
The Government Accountability Office estimated in an April

that "market shifts from roll

your-own to pipe tobacco and from small to large cigars reduced federal revenue by a range of'
$615 million to $1.1 billion from April 2009 through September 2011.
U.S. Senator

an Illinois Democrat, introduced legislation Jan. 31 to close the

loophole. The bill would equalize the tax structure so there wouldn't be an incentive to manipulate
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products, generating $3.6 billion in new
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over 10 years, Christina Mulka, a

spokeswoman, said by e-mail.
The loophole appears to have mainly benefited smaller tobacco companies.
~~~,E~c'cl,

&~Yl!Qis~"ill:l!"Il!:~ll

the second-biggest U.S. tobacco company, doesn't operate in that market,

n uwaru, a spokesman for the Winston Salem, North Carolina-based company, said in an e-mail.
Alina t,roHI'_L'lCc-.LL\'IVJ, the largest seller of tobacco in the U.S., said its John Middleton Co. unit

had already been selling large cigars with its Black & Mild line before the change in the law. The
company didn't have to make any shifts in how it formulates the cigars, which mostly are wood or
plastic tipped and come as singles or in packs of two or five, David Sylvia, a spokesman for
Richmond, Virginia-based A!tria, said by phone.

Customer Demand
Prime Time International Co., a closely held tobacco company, sells some of its large cigars and
flavored cigars in 20-count packs, similar to regular cigarettes. Closely held Cheyenne
International LLC, based in Grover,

also specializes in smaller-sized cigars that

have a similar look and design of cigarettes.
Jack Wertheim, chairman of Phoenix-based Prime Time, said shifts into the "large" cigar market
are about responding to customer demands. The company sells large and small cigars to satisfY
customers who prioritize taste and quality and appease those who want a lower-priced product, he
said.
Prime Time isn't saving on taxes, and any savings would be passed to the customer, Wertheim said.
Current rules require a rolled tobacco product to weigh at least 3 pounds per 1,000 to be labeled as
a "large" or "premium" cigar, a category where taxes increased just 155 percent.

Nothing Illegal
The Treasury Department said tobacco companies aren't doing anything illegal by making their
products heavier.
"If you meet the definition of a large cigar, ilien you're a large cigar," Thomas Hogue, a spokesman
for the tobacco bureau, said in a telephone interview. "There's nothing in the Internal Revenue
code that goes after the specifics on how that weight is achieved."
Hogue wouldn't provide the names of the tobacco makers switching to heavier products.
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Cheyenne was found to make two kinds of cigars that look like cigarettes yet weigh enough to be
taxed as big cigars. One of the two has a regular fiber filter; the other has filters made of white fiber
cylinders surrounding a granular clay substance.

X-Ray Tests
~""""~'

a chemistry professor at Portland State University in
published the first
measurements of how addictive nicotine is when delivered by tobacco smoke. He agreed to conduct

X-ray diffraction tests on the weightier Cheyenne product on behalf

and found

the clay filters were made of sepiolite. The weighty mineral is used for absorption in
ill@_t_rg_crrt;, industrial cleaners and pet litters, according to the European Industrial Minerals

Association.
"They're making products that are classified as cigars that are designed almost exactly like
cigarettes," Pankow said in a telephone interview.
The vast majority of Cheyenne's cigars that are considered large began marketing in
Marc Scheineson, a partner at

2007,

said

in Washington who is regulatory counsel for the

tobacco company. He didn't say when the company's heavyweights hit shelves. He said less than 3
percent of the company's sales come from little cigars and heavyweights.
The Alcohol and Tobacco Tax and Trade Bureau reviewed Cheyenne's products to determine which
excise class they fit in, he said.
"You can look at this as a loophole or tax planning or a way to perpetuate job growth or small
business continuity," Scheineson said in a telephone interview.

Filter Choice
Kent cigarettes used a similar micronite filter at one point.
The London-based company said it moved the cigarettes to charcoal filters long ago.
"The decision regarding whether to use charcoal or micronite filters is simply down to taste and
currently, charcoal filters are used in Kent cigarettes in the vast majority of international markets
where the product is sold," Will Hill, a spokesman for the company, said in an e-mail.
J:lllllJllli_Ltc • r L..LL~,

a maker of cigarette and cigar filters, said its sepiolite-based Cavitec Flavour

product is one of many specialty filter types. Altogether they represent about 17 percent of the
lllilLiliLC""'L=~,

U.K.-based company's total filter sales globally, Melanie Hulbert, a spokeswoman,

said in an e- mail. Filtrona wouldn't reveal its customers' names, citing confidentiality agreements.
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FDA Oversight
In addition to avoiding some taxes, cigars also sidestep a ban on flavored cigarettes. Cheyenne's
heavyweight products come in wild cherry flavor, while their other cigars can be bought in flavors
such as grape and vanilla.
The result is that while cigarette smoking-- the leading preventable cause of deatb in the U.S. -
continued an 11-year downward trend, large cigar smoking tripled from 2000 to 2011 and loose
tobacco pipe smoking has jumped ahnost sixfold, the CDC said last year in a Ls:!lPJ:!.
Sales oflarge cigars more than doubled to 1 billion units a month in September 2011, from 411
million when the law took effect in January 2009, the GAO said. At the same time, small cigar sales
dropped to 6o million from 430 million.
The FDA, which was given the authority by Congress in 2009 to regulate tobacco, primarily
cigarettes, is now looking to broaden its rules.
The agency is "moving as expeditiously as possible to release for public comment a proposed rule
to regulate additional categories of tobacco products," Jennifer Haliski, an agency spokeswoman,
said in an e-mail.
The FDA is scheduled to release a proposed rule by April, the federal Office of Management and
Budget, which oversees all regulation development, said on its "''eQ?JUc.
To contact the reporter on this story: Anna Edney in Washington at ile<irl';Iciz!b"IQ!?m.l:g;:rg.nc;J
To contact the editors responsible for this story: Reg Gale at
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