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Executive Summary 

For the past 19 years – since the states settled their lawsuits against the major tobacco 
companies in November 1998 – we have issued annual reports assessing how well the states 
have kept their promise to use a significant portion of their settlement funds to combat tobacco 
use in the United States. In addition to their settlement funds – estimated at $246 billion over 
the first 25 years – the states collect billions each year in tobacco taxes. 

This year’s report finds, once again, that nearly every state gets a failing grade and is spending 
a miniscule portion of tobacco revenues to fight tobacco use and the enormous public health 
problems it causes. 

In the current budget year, Fiscal Year 2018, the states will collect a record $27.4 billion in 
revenue from the tobacco settlement and tobacco taxes. But they will spend only 2.6 percent 
of it – $721.6 million – on programs to prevent kids from smoking and help smokers quit. 
This means the states are spending less than three cents of every dollar in tobacco revenue 
to fight tobacco use. 

One bright spot is California. In November 2016, California voters approved Proposition 56, 
which raised the state’s tobacco tax by $2 per pack and allocates 13 percent of tax revenue, after 
implementation costs, to tobacco prevention and cessation annually.1 For FY2018, that means 
California will spend $327.8 million – up from $75.7 million in 2017. It is by far the most any 
state has spent on such programs. California accounts for 45 percent of total state spending on 
tobacco prevention and cessation programs this year. 

Beyond the Golden State, the picture is less bright. Excluding California, the states cut total 
funding for tobacco prevention programs by 5.3 percent in the past year (from $415.9 million to 
$393.8 million). Since FY2008, these states have reduced funding by 38 percent. 

The states’ failure to adequately fund tobacco prevention and cessation programs is undermining 
the nation’s efforts to reduce tobacco use – still the leading preventable cause of death in the 
country and the killer of more than 480,000 Americans each year. It is also indefensible given 
the conclusive evidence that such programs work to curtail smoking, save lives and reduce 
tobacco-related health care costs. These costs total about $170 billion a year in the United States, 
according to the Centers for Disease Control and Prevention (CDC).2 

Other key findings of this year’s report include: 

• The states continue to fall far short of CDC-recommended spending levels for tobacco
prevention programs.3 The $721.6 million allocated by the states amounts to a small
fraction of the $3.3 billion the CDC recommends for all states combined. Not a single
state currently funds tobacco prevention programs at the CDC-recommended level.

1 California Revenue and Taxation Code, 2017 at 
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=RTC&sectionNum=30130.55 
2 Xu, Xin, “Annual Healthcare Spending Attributable to Cigarette Smoking,” Am J Prev Med, published online: 
December 09, 2014, http://www.ajpmonline.org/article/S0749-3797%2814%2900616-3/abstract 
3 U.S. Centers for Disease Control and Prevention (CDC), Best Practices for Comprehensive Tobacco Control 
Programs – 2014, Atlanta, GA: U.S. Department of Health and Human Services (HHS), January 2014. 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=RTC&sectionNum=30130.55
http://www.ajpmonline.org/article/S0749-3797%2814%2900616-3/abstract
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• Only two states – California and Alaska – provide more than 90 percent of the
CDC-recommended funding. North Dakota, long a leader in fully funding its
program, this year is providing just 53.9 percent of the recommended funding
following the elimination of its dedicated tobacco prevention and cessation agency.
Twenty-nine states and the District of Columbia are spending less than 20 percent of
what the CDC recommends. Connecticut (for the second year in a row) and West
Virginia have allocated no state funds for tobacco prevention programs.

• The states’ inadequate funding of tobacco prevention programs is dwarfed by the
billions of dollars tobacco companies spend each year to market their deadly and
addictive products. According to the latest Federal Trade Commission data, the
major cigarette and smokeless tobacco companies spent $8.9 billion in 2015 – that’s
$1 million dollars each hour – on marketing.4 This means the tobacco companies
spend more than $12 to market tobacco products for every $1 the states spend to
reduce tobacco use.

• States that have implemented well-funded, sustained tobacco prevention programs
continue to see significant progress, adding to the evidence that these programs
work. Florida, with one of the longest-running programs, reduced its high school
smoking rate to 5.2 percent in 2016, one of the lowest ever reported by any state.5

North Dakota reduced smoking among high school students by nearly half from
22.4 percent in 2009 to 11.7 percent in 2015.6

Progress, But Big Gaps in Who Still Smokes 

This year’s report comes at a pivotal moment in the nation’s fight against tobacco. In the last 
50 years, the U.S. has cut the adult smoking rate by 64 percent – from 42.4 percent in 1965 to 
15.1 percent in 2015, according to the CDC’s National Health Interview Survey.7 Meanwhile, 
the high school smoking rate has been slashed by 71 percent, from 28 percent in 2000 to just 8 
percent in 2016, according to the CDC’s National Youth Tobacco Survey.8 

4 U.S. Federal Trade Commission (FTC), Cigarette Report for 2015, 2017, 
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-
commission-smokeless-tobacco-report/2015_cigarette_report.pdf [data for top 5 manufacturers only]; FTC, 
Smokeless Tobacco Report for 2015, 2017, https://www.ftc.gov/system/files/documents/reports/federal-trade-
commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-
report/2015_smokeless_tobacco_report.pdf [Data for top 5 manufacturers only]. 
5 Florida Department of Health. Bureau of Epidemiology, Division of Disease Control and Health Protection. 
“Florida Youth Tobacco Survey: 2012-2016 Florida Youth (Ages 11-17), High School, and Middle School Data,” 
2016, http://www.tobaccofreeflorida.com/wp-content/uploads/2016-FYTS-State-and-County-Data.pdf.  
6 North Dakota Department of Health, “Youth Risk Behavior Survey Results-Detailed Summary Tables,” 2015, 
https://www.nd.gov/dpi/uploads/1298/2015NDHighSchoolSummaryTables.pdf 
7 Centers for Disease Control and Prevention (CDC), “Current Cigarette Smoking Among Adults—United States, 2005-
2015,” Morbidity & Mortality Weekly Report, 65(44): 1205-1211, November 11, 2016, 
http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w.  
8 CDC, “Tobacco Use Among Middle and High School Students—United States, 2011-2016,” Morbidity & 
Mortality Weekly Report (MMWR), 66(23): 597-603, June 15, 2017, 
https://www.cdc.gov/mmwr/volumes/66/wr/pdfs/mm6623a1.pdf. Current smoker defined as having smoked in the 
past month. 

https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-report/2015_cigarette_report.pdf
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-report/2015_cigarette_report.pdf
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-report/2015_smokeless_tobacco_report.pdf
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-report/2015_smokeless_tobacco_report.pdf
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2015-federal-trade-commission-smokeless-tobacco-report/2015_smokeless_tobacco_report.pdf
http://www.tobaccofreeflorida.com/wp-content/uploads/2016-FYTS-State-and-County-Data.pdf
https://www.nd.gov/dpi/uploads/1298/2015NDHighSchoolSummaryTables.pdf
http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w
https://www.cdc.gov/mmwr/volumes/66/wr/pdfs/mm6623a1.pdf
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This progress shows that the battle against tobacco is entirely winnable if proven strategies are 
fully implemented. But enormous challenges remain. Tobacco use still kills nearly half a million 
Americans each year, and more than 36 million U.S. adults still smoke. 

In addition, tobacco is not an equal opportunity killer. In the U.S., there are large and growing 
disparities in who smokes and who suffers from tobacco-related disease. Smoking rates are 
highest among people who live below the poverty level and have less education, American 
Indians/Alaska Natives, residents of the Midwest, LGBT Americans, those who are uninsured or 
on Medicaid, and those with mental illness. These differences are in large part due to the tobacco 
industry’s targeting of vulnerable populations through advertising, price discounting and other 
marketing strategies. 

Geographically, smoking rates for U.S. adults are highest among people living in the Midwest 
(18.7 percent) and the South (15.3 percent), and lowest among those living in the Northeast 
(13.2 percent) and West (12.4 percent).9 

In October 2017, Truth Initiative released a report – “Tobacco Nation” – that identified a group 
of 12 contiguous states, stretching from the upper Midwest to the South, with smoking rates that 
aren’t just high in the U.S., but also similar to those of the most tobacco-dependent countries in 
the world. In these states – Alabama, Arkansas, Indiana, Kentucky, Louisiana, Michigan, 
Mississippi, Missouri, Ohio, Oklahoma, Tennessee and West Virginia – 22 percent of adults 
smoke, compared to 15 percent of adults in the rest of the country.10 

The high smoking rates in these states contribute to poorer overall health. Average life 
expectancy in Tobacco Nation is 76.6 years, compared to 79.3 years in the rest of the United 
States. These states have higher death rates from cancer and heart disease, which share smoking 
as a significant risk factor. Compounding the problem is their relative lack of strong policies to 
reduce smoking, such as high tobacco tax rates and comprehensive smoke-free laws. 

CDC data underscore the large disparities in smoking across populations:11 

• Poverty: 26.1 percent of adults who are below the poverty level smoke, compared to
13.9 percent of adults who are at or above the poverty level.

• Education: Among adults 25 and older, 24.2 percent who do not graduate from high
school and 34.1 percent with a General Education Development (GED) certificate
smoke, compared to just 7.4 percent of those with a college education and 3.6 percent
of those with a graduate degree.

9 CDC, “Current Cigarette Smoking Among Adults—United States, 2005-2015,” MMWR 65(44): 1205-1211, 
November 11, 2016, http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w. Current 
smoking is defined as persons who reported having smoked ³ 100 cigarettes during their lifetimes and, at the time of 
the survey, reported smoking every day or some days. 
10 Truth Initiative, Tobacco Nation: The Deadly State of Smoking Disparity in the U.S., 2017, 
https://truthinitiative.org/sites/default/files/Tobacco-Nation-FINAL.pdf. 
11 CDC, “Current Cigarette Smoking Among Adults—United States, 2005-2015,” MMWR, 65(44): 1205-1211, 
November 11, 2016, http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w.  

https://truthinitiative.org/sites/default/files/Tobacco-Nation-FINAL.pdf
http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w
https://truthinitiative.org/sites/default/files/Tobacco-Nation-FINAL.pdf
http://www.cdc.gov/mmwr/volumes/65/wr/mm6544a2.htm?s_cid=mm6544a2_w
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• Racial and ethnic disparities: American Indians and Alaska Natives have the highest
smoking rate of any racial/ethnic group at 21.9 percent. While African-American and
white adults smoke at about the same rate (16.7 and 16.6 percent, respectively), African
Americans are less likely to quit smoking, and both incidence and death rates for lung
cancer are higher among African-American men than among white men.12 African
Americans are much more likely to smoke menthol cigarettes, which the Food and Drug
Administration (FDA) has found leads to increased smoking initiation among youth and
young adults, greater addiction and decreased success in quitting smoking.13 In addition,
some Asian and Latino subpopulations have high rates of smoking.14

• Health insurance status: 27.8 percent of Medicaid enrollees and 27.4 percent of
uninsured individuals smoke, compared to 11.1 percent with private insurance coverage.

• Sexual orientation: 20.6 percent of lesbian, gay and bisexual adults smoke, compared to
14.9 percent of heterosexual adults.

• Mental health: 40.6 percent of adults with serious psychological distress smoke,
compared to 14 percent of other adults. Other surveys have found smoking is much more
common among adults with mental illness than among the general population.

Finishing the Fight Against Tobacco 

To accelerate progress in driving down tobacco use and reduce tobacco-related disparities, 
public health authorities in the United States have recommended full implementation of 
population-based strategies proven to reduce tobacco use and the death and disease it causes.  

An analysis published in The New England Journal of Medicine (NEJM) in August 2016 showed 
that victory against tobacco is within reach. The analysis found that declines in the adult smoking 
rate in the U.S. significantly accelerated between 2009 and 2015 and would fall to zero by around 

12 Holford, TR, et al., “Comparison of Smoking History Patterns Among African American and White Cohorts in 
the United States Born 1890 to 1990,” Nicotine & Tobacco Research, 18(S1): S16-S29, 2016. See also, Kulak, JA, 
et al., “Differences in Quit Attempts and Cigarette Smoking Abstinences Between Whites and African Americans in 
the United States: Literature Review and Results from the International Tobacco Control US Survey,” Nicotine & 
Tobacco Research, 18(S1):S79-S87, 2016. American Cancer Society, “Cancer Facts & Figures for African 
Americans, 2016-2018,” 2016, https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-
statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-
2018.pdf. 
13 FDA, “Preliminary Scientific Evaluation of the Possible Public Health Effects of Menthol Versus Nonmenthol 
Cigarettes,” 
http://www.fda.gov/downloads/ScienceResearch/SpecialTopics/PeerReviewofScientificInformationandAssessments
/UCM361598.pdf, 2013. 
14 CDC, “Disparities in Adult Cigarette Smoking—United States, 2002-2005 and 2010-2013,” Morbidity and 
Mortality Weekly Report, 65(30): 753-758, August 5, 2016. 
https://www.cdc.gov/mmwr/volumes/65/wr/pdfs/mm6530a1.pdf. CDC, “Vital Signs: Leading Causes of Death, 
Prevalence of Diseases and Risk Factors, and Use of Health Services Among Hispanics in the United States—2009-
2013,” Morbidity and Mortality Weekly Report, 64(17): 469-478, May 8, 2015, 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6417a5.htm?s_cid=mm6417a5_w#Tab1.  

http://www.nejm.org/doi/full/10.1056/NEJMp1607850?query=featured_home
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-african-americans/cancer-facts-and-figures-for-african-americans-2016-2018.pdf
http://www.fda.gov/downloads/ScienceResearch/SpecialTopics/PeerReviewofScientificInformationandAssessments/UCM361598.pdf
http://www.fda.gov/downloads/ScienceResearch/SpecialTopics/PeerReviewofScientificInformationandAssessments/UCM361598.pdf
https://www.cdc.gov/mmwr/volumes/65/wr/pdfs/mm6530a1.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6417a5.htm?s_cid=mm6417a5_w#Tab1
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2035 if this faster rate of decline continues.15 The report found that this progress is no accident: 
“The recent accelerated decrease in cigarette smoking has not occurred in a vacuum. The striking 
decline since 2009 is most likely due to the implementation of an array of tobacco-control 
interventions at the federal, state, non-profit, and private-sector levels.” 

In particular, the analysis pointed to a series of actions taken by the federal government. These 
include a 62-cent increase in the federal cigarette tax in 2009; enactment of the landmark 2009 law 
granting the Food and Drug Administration (FDA) authority over tobacco products; enhanced 
coverage for tobacco cessation treatments under the Affordable Care Act; and the first-ever federally 
funded mass media campaign to reduce tobacco use, the CDC’s Tips From Former Smokers.  

The Tips From Former Smokers campaign has been highly successful. Since its launch in 2012, 
the Tips campaign has helped at least 500,000 smokers quit for good and saved at least 50,000 
lives at a cost of less than $400 per year of life saved, making the campaign a public health “best 
buy,” according to the CDC.16 Thanks to Tips, as well as campaigns by the FDA and Truth 
Initiative aimed at youth and young adults, the United States currently has the strongest and most 
sustained media campaigns to reduce tobacco use in history. However, continuation of the Tips 
campaign is threatened by proposals in Congress to cut funding for the CDC’s tobacco 
prevention and cessation programs by nearly 25 percent. 

To keep making progress, the NEJM analysis endorsed the roadmap of scientifically proven 
strategies laid out by the 2014 Surgeon General’s report on smoking and health, The Health 
Consequences of Smoking – 50 Years of Progress.17 

Robust tobacco prevention and cessation programs – at both the federal and state levels – are a 
critical part of these recommendations. The Surgeon General’s report called for “fully funding 
comprehensive statewide tobacco control programs at CDC-recommended levels.” It also called 
for conducting national media campaigns, such as Tips, “at a high frequency level and exposure 
for 12 months a year for a decade or more.” Other key recommendations include: 

• Regularly and significantly increasing tobacco taxes to prevent kids from smoking and
encourage smokers to quit.

• Enacting comprehensive smoke-free laws that protect all Americans from secondhand
smoke. Currently, 25 states, Washington, D.C., and hundreds of cities have such laws,
protecting nearly 60 percent of the U.S. population.

15 Fiore, Michael C. "Tobacco Control in the Obama Era—Substantial Progress, Remaining Challenges." New 
England Journal of Medicine 375.15 (2016): 1410-1412. 
16 CDC Press Release, “Impact of first federally funded anti-smoking ad campaign remains strong after three years,” 
March 24, 2016 http://www.cdc.gov/media/releases/2016/p0324-anti-smoking.html; Centers for Disease Control 
and Prevention (CDC), FY 2017 Justification of Estimates for Appropriations Committees 
http://www.cdc.gov/budget/documents/fy2017/fy-2017-cdc-congressional-justification.pdf; and CDC; Xu, Xin, et 
al., “Cost-Effectiveness Analysis of the First Federally Funded Antismoking Campaign,” American Journal of 
Preventive Medicine, 2014. 
17 U.S. Department of Health and Human Services. The Health Consequences of Smoking: 50 Years of Progress. A 
Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking 
and Health, 2014. 

http://www.cdc.gov/media/releases/2016/p0324-anti-smoking.html
http://www.cdc.gov/budget/documents/fy2017/fy-2017-cdc-congressional-justification.pdf


6

• Ensuring that health insurance plans provide coverage for all proven tobacco cessation
treatments, including counseling and medication.

• Effectively implementing the FDA’s authority over tobacco products “in order to
reduce tobacco product addictiveness and harmfulness.”

Actions the FDA can take to accelerate reductions in smoking and other tobacco use include: 
implementing the FDA’s new plan to limit nicotine in cigarettes to minimally addictive or non-
addictive levels, and applying this limit to other combustible products; requiring graphic 
warnings covering at least half of cigarette packs, as the 2009 law mandated; and prohibiting the 
use of menthol in cigarettes and flavors in other tobacco products, which have been shown to 
promote youth use of these products (and, in the case of menthol, to hinder cessation). 

At the state and local level, several new strategies to accelerate progress are also gaining 
momentum: 

• Increasing the minimum legal sale age for tobacco products to 21. Five states –
California, New Jersey, Oregon, Maine and Hawaii – have adopted such Tobacco 21
laws, along with more than 280 cities and counties. A 2015 report by the Institute of
Medicine (now the National Academy of Medicine) predicted that raising the tobacco
age to 21 nationwide would, over time, reduce the smoking rate by about 12 percent
and smoking-related deaths by 10 percent.18

• Prohibiting or restricting the sale of menthol cigarettes and other flavored tobacco
products. In the absence of FDA action, an increasing number of localities are adopting
such policies, led by San Francisco and Oakland.

As the recent New England Journal of Medicine analysis showed, eliminating smoking and the 
death and disease it causes is not a faraway dream.19 Rather, it is a realistic goal that can be 
achieved relatively quickly with bold action at all levels of government to implement these 
proven strategies.  

No Excuses: Tobacco Prevention Programs Save Lives and Save Money 

State tobacco prevention and cessation programs are an essential component of this 
comprehensive strategy to reduce tobacco use. There is conclusive evidence that these programs 
work. Every scientific authority that has studied the issue – including the Surgeon General, the 
CDC, the Institute of Medicine, the President’s Cancer Panel and the National Cancer Institute – 
has concluded that when properly funded, implemented and sustained, tobacco prevention and 
cessation programs reduce smoking among both kids and adults. (See Appendix C and Appendix 
D for a full summary of this evidence). 

18 Institute of Medicine, Public Health Implications of Raising the Minimum Age of Legal Access to Tobacco 
Products, Washington, DC: The National Academies Press, 2015, 
http://iom.nationalacademies.org/Reports/2015/TobaccoMinimumAgeReport.aspx 
19 Fiore, Michael C., “Tobacco Control in the Obama Era: Substantial Progress, Remaining Challenges, New 
England Journal of Medicine, August 17, 2016. 

http://iom.nationalacademies.org/Reports/2015/TobaccoMinimumAgeReport.aspx
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Through their youth prevention and other community-based activities, public education efforts 
and programs and services to help smokers quit, state programs play a critical role in helping to 
drive down tobacco use rates and serve as a counter to the ever-present tobacco industry. 

The 2014 Surgeon General’s report found, “States that have made larger investments in 
comprehensive tobacco control programs have seen larger declines in cigarettes sales than the 
nation as a whole, and the prevalence of smoking among adults and youth has declined faster, as 
spending for tobacco control programs has increased.” The report concluded that long-term 
investment is critical: “Experience also shows that the longer the states invest in comprehensive 
tobacco control programs, the greater and faster the impact.”20 

The CDC reached similar conclusions in January 2014 when it released its updated Best Practices 
for Comprehensive Tobacco Control Programs – 2014. The CDC found, “Research shows that 
the more states spend on comprehensive tobacco control programs, the greater the reductions in 
smoking. The longer states invest in such programs, the greater and quicker the impact.”21 

The strongest evidence that tobacco prevention programs work comes from the states themselves. 

• Florida’s high school smoking rate fell to a historically low 5.2 percent in 2016.
Florida has cut its high school smoking rate by 81 percent since 1998.22 Launched in
2007 and based on CDC Best Practices, the Tobacco-Free Florida program is a key
contributor to these declines. The program implements community-based efforts
including the youth-led Students Working Against Tobacco (SWAT), hard-hitting
media campaigns and help for smokers trying to quit. Florida voters approved a
constitutional amendment in 2006 requiring the state to spend 15 percent of its tobacco
settlement funds on tobacco prevention.

• North Dakota also made significant progress in reducing youth smoking – thanks to a
program that, until funding was cut this year, ranked first in this report for four years in
a row and funded its tobacco prevention program at or near the CDC-recommended
level from FY 2010 to FY2017 as a result of a voter-approved ballot measure. From
2009 to 2015, smoking among North Dakota’s high school students fell by 48 percent,
from 22.4 percent to 11.7 percent.23 However, North Dakota in 2017 eliminated its
successful BreatheND program and moved all tobacco prevention efforts to the
Department of Health. In addition, the state cut funding by more than 45 percent (from
$9.9 million to $5.3 million), which threatens the gains the state has achieved.

20 U.S. DHHS. The Health Consequences of Smoking: 50 Years of Progress. A Report of the Surgeon General. 
Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National 
Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2014. 
21 CDC, Best Practices for Comprehensive Tobacco Control Programs –2014, Atlanta, GA: U.S. Department of 
Health and Human Services (HHS), January 2014. 
22 Florida Youth Tobacco Survey http://www.floridahealth.gov/statistics-and-data/survey-data/fl-youth-tobacco-
survey/index.html; Florida Department of Health. Bureau of Epidemiology, Division of Disease Control and Health 
Protection. “Florida Youth Tobacco Survey: 2012-2016 Florida Youth (Ages 11-17), High School, and Middle 
School Data,” 2016, http://www.tobaccofreeflorida.com/wp-content/uploads/2016-FYTS-State-and-County-
Data.pdf.  
23 North Dakota Department of Health, “Youth Risk Behavior Survey Results-Detailed Summary Tables,” 2015, 
https://www.nd.gov/dpi/uploads/1298/2015NDHighSchoolSummaryTables.pdf 

http://www.floridahealth.gov/statistics-and-data/survey-data/fl-youth-tobacco-survey/index.html
http://www.floridahealth.gov/statistics-and-data/survey-data/fl-youth-tobacco-survey/index.html
http://www.tobaccofreeflorida.com/wp-content/uploads/2016-FYTS-State-and-County-Data.pdf
http://www.tobaccofreeflorida.com/wp-content/uploads/2016-FYTS-State-and-County-Data.pdf
https://www.nd.gov/dpi/uploads/1298/2015NDHighSchoolSummaryTables.pdf
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• Washington state, which had a well-funded prevention program before funding was
virtually eliminated in FY2012, reduced adult smoking by one-third and youth
smoking by half from the initiation of its program in 1999 to 2010.24 A December
2011 study in the American Journal of Public Health found that from 2000 to 2009,
Washington state saved more than $5 in health care costs for every $1 spent on its
tobacco prevention and cessation program by reducing hospitalizations for heart
disease, strokes, respiratory diseases and cancer caused by tobacco use.25

• California, with the nation’s longest-running tobacco prevention and cessation
program, has saved tens of thousands of lives by reducing smoking-caused birth
complications, heart disease, strokes and lung cancer. From 1988 to 2011, California
reduced lung and bronchus cancers twice as fast as the rest of the United States.26 A
February 2013 study in the scientific journal PLOS ONE found that, from 1989 to
2008, California’s tobacco control program reduced health care costs by $134 billion,
far more than the $2.4 billion spent on the program.27 After sharp declines in tobacco
prevention funding in recent years, California is on track to make significant progress
again due to the $2 tobacco tax increase and boost in tobacco prevention and cessation
funding from Proposition 56.

These results demonstrate that tobacco prevention is one of the smartest and most fiscally 
responsible investments states can make. 

Despite great progress, tobacco use remains an enormous public health problem in the United 
States. Smoking kills more people than alcohol, AIDS, car accidents, illegal drugs, murders and 
suicides combined. We know how to win the fight against tobacco, but continued progress is not 
inevitable. It requires aggressive implementation of proven strategies, including well-funded, 
sustained tobacco prevention and cessation programs in every state. By doing what we know 
works, our nation can end this entirely preventable epidemic and make the next generation 
tobacco-free. 

December 13, 2017 

24 Washington State Department of Health, Tobacco Prevention and Control Program, Progress Report, March 2011 
25 Dilley, Julia A., et al., “Program, Policy and Price Interventions for Tobacco Control: Quantifying the Return on 
Investment of a State Tobacco Control Program,” American Journal of Public Health, Published online ahead of 
print December 15, 2011. 
26 California Department of Public Health, California Tobacco Control Program, California Tobacco Facts and 
Figures 2016, Sacramento, CA 2016, 
https://www.cdph.ca.gov/programs/tobacco/Documents/CDPH%20CTCP%20Refresh/Research%20and%20Evaluat
ion/Facts%20and%20Figures/FactsFigures2016PrePrintEditionV2.pdf  
27 Lightwood, J and Glantz SA, “The Effect of the California Tobacco Control Program on Smoking Prevalence, 
Cigarette Consumption, and Healthcare Costs: 1989-2008,” PLOS ONE 8(2), February 2013. 

https://www.cdph.ca.gov/programs/tobacco/Documents/CDPH%20CTCP%20Refresh/Research%20and%20Evaluation/Facts%20and%20Figures/FactsFigures2016PrePrintEditionV2.pdf
https://www.cdph.ca.gov/programs/tobacco/Documents/CDPH%20CTCP%20Refresh/Research%20and%20Evaluation/Facts%20and%20Figures/FactsFigures2016PrePrintEditionV2.pdf

