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The state of tobacco use prevention

and cessation in Ohio

Environmental scan and policy implications

After releasing the Health Value Dashboard in
December 2014, HPIO convened a group of
healthcare and public health stakeholders to
review Ohio’s greatest health strengths and
challenges. This group identified tobacco use
as a significant concern, noting that compared
to other states, Ohio performed in the bottom
quartile for the following metrics:

Ohio’s
Metric rank
Adult cigaretfte smoking 44
Secondhand smoke exposure for children 49
Tobacco prevention and control spending 46

Tobacco use is highly relevant to state health
policy because it impacts a significant number
of Ohioans (approximately 2.2 million youth and
adult fobacco users'), is a major cause of illness
and premature death (see Figure 1), and results
in lost productivity and increased healthcare
costs.?

Tobacco use also contributes fo infant mortality
and diabetes, two other health issues for which
Ohio ranks in the bottom quartile of states on the
Health Value Dashboard. Researchers estimate
that 23% to 34% of cases of Sudden Infant Death
Syndrome (SIDS) and 5-8% of preterm-related
deaths are attributable to prenatal smoking in
the U.S.3 The risk of developing diabetes is 30% o
40% higher for active smokers than nonsmokers.*

Because tobacco use is disproportionately high
among Ohioans with lower incomes and with
disabilities, it is a significant cost driver for the
Medicaid program. An analysis of 2006-2010
medical expenditures in the U.S. found that 15%
of Medicaid costs were attributable to cigarette
smoking.®

To provide policymakers and other stakeholders

with information to guide efforts fo reduce

tobacco use in Ohio, this policy brief has two

parts:

¢ Environmental scan: Description of the
current status and recent history of fobacco
use prevention and control in Ohio.

e Policy implications: List of the state-level
policy options most likely to decrease the

prevalence of tobacco use given the
strengths and challenges of Ohio’s current
tobacco policies.

In addition, HPIO will soon release an
accountability map that describes how various
public health and healthcare entities in Ohio
are accountable for specific tobacco-related
metrics.

Part 1. Environmental scan

The purpose of this environmental scan is to
describe the current status of tfobacco use in
Ohio, review the state-level policy landscape
from the 1998 Master Settflement Agreement

to the current session of the General Assembly,
and describe the extent to which Ohio is
implementing evidence-based strategies proven
to reduce tobacco use.

Figure 1. Health consequences of
smoking and secondhand smoke
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Source: The health consequences of smoking—50 years
of progress. A report of the Surgeon General. 2014. 1



Tobacco use in Ohio

Adult prevalence and trends

In 2013, 23.4% of Ohio adults smoked
cigarettes, while 2.8% reported cigar smoking
and 2.3% reported smokeless tolbacco use.¢
The cigarette-smoking rate in Ohio is well
above the national rate of 19.9% and the
Healthy People 2020 goal of 12%.” While
smoking prevalence has declined in Ohio over
the past 15 years, the reduction has been
slower in Ohio than in the U.S. overall (see
Figure 2). Ohio adult smoking rates declined
13.8% from 1998-2010, compared to a 24.5%
decline nationwide.®

Adult disparities and regional

differences

There are large disparities in tobacco use
across demographic groups in Ohio. Tobacco
use disproportionately impacts Ohioans with
lower levels of education (see Figure 3).
Ohioans with less than a high school diploma
or GED are more than four times as likely

to be current cigarette smokers compared

to college graduates (41.2% and 9.5%,
respectively).” Similarly, with a smoking rate

of 37.3%, adults with incomes below $15,000
are nearly two and a half fimes more likely to
smoke as those in the highest income group.™

Figure 2. Adult cigarette smoking prevalence, key policy changes and tobacco prevention
and control funding in Ohio, 1998-2015
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Figure 3. Ohio adult cigarette Household income also impacts the rate at which children are
use, by education level (age exposed to secondhand smoke and tobacco, with the highest
! rates of exposure for those in households nearer the federal

20+), 2013 poverty level (FPL) (see Figure 4)."
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According to the 2012 Ohio Medicaid Assessment Survey
(OMAS), working-age adults enrolled in Medicaid were nearly
two times more likely to smoke than non-enrollees (48.6% versus
25.6%)."? Smoking rates for Medicaid enrollees with a mentall
health-related impairment (MHI) were even higher at 58.5% (see
Figure 5).13

In the U.S., adults with disabilities are more likely to use
cigarettes (30.3%) than those without disabilities (16.7%)—a
13.6 percentage point disparity.'* In Ohio, that disparity is even
more pronounced; 38.7% of Ohioans with disabilities smoked in
2012, compared to 20.8% of those without disabilities—a 17.9
percentage point disparity (see Figure 6).

Ohio also has higher smoking rates among pregnant women,
compared to the U.S. overall (see Figure 7). In Ohio, 16.5%

of women smoked during the last 3 months of pregnancy,
compared to 10.7% in the U.S." Ohio also had a 25% higher rate
of women who smoked during the 3 months prior to becoming
pregnant (31.1%, compared to a national rate of 23.2%).
Additionally, only 47.2% of Ohio smokers quit during pregnancy,
compared to 54.3% in the U.S.
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Figure 6. Adult cigarette use, by
disability status, 2012
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Figure 7. Cigarette smoking before and

during pregnancy, 2010
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Adult smoking rates vary widely by region and
county within Ohio. Smoking prevalence is higher
in Appalachian counties, as well as some north
cenfral counties (see Figure 8). Meigs County
had the highest proportion of adults who smoked
(39.7%) from 2006 to 2012, over three times higher
than the county with the lowest rate (Delaware,
12.3%).'* Overall, 70% of Ohio counties had
smoking levels higher than the national rate.”

There is also a sharp disparity in smoking
prevalence between straight and lesbian, gay,
bisexual and fransgender (LGBT) adults. In Ohio,
LGBT adults are nearly twice as likely to smoke,
with 43.4% reporting current cigarette smoking
compared to 22.6% of straight adults.'®

Ohio’s adult cigarette smoking rates do not vary
widely by race, ethnicity or gender.!” Rates for
African-American, Hispanic, and White (non-
Hispanic) Ohioans were 25.6%, 24.1% and 22.8%,
respectively. Cigarette smoking rates were also
similar by gender; 24.1% of males reported smoking
and 22.6% of females reported smoking in 2013.
Rates for cigar and smokeless fobacco use,
however, were notably higher among males.?

Youth prevalence and trends

In 2013, 21.7% of Ohio high school students
reported that they used tobacco products within
the past 30 days, including cigarettes, cigars, and
smokeless tobacco.?' This is below the national
rate (22.4%) and near the Healthy People 2020
target of 21.0% (see Figure 9).22 While consistent
frend data on youth use of all types of tobacco
products is not available, youth cigarette frend
datais available. As shown in Figure 10, cigarette
smoking among high school students declined
dramatically from 40.3% in 1999 to 22.2% in 2003
and then further decreased to 15.1% by 2013.%2

Youth use of types of tobacco products
While the majority of adult tobacco users smoke
cigarettes, youth fobacco use is spread more
evenly between cigarettes, cigars* and smokeless
tobacco (see Figure 11).25 Among Ohio high
school students, 15.1% reported smoking cigarettes
in the last 30 days, 11.5% percent reported cigar
smoking, and 8.6% reported smokeless tobacco
use.? Ohio adults, on the other hand, reported
rates of 23.4%, 2.8%* and 2.3%? respectively. There
is also overlap in use, with some youth reporting
use of multiple products.



Figure 8. Adult smoking in Ohio, by county, 2006-2012
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Figure 9. Youth all tobacco use in

Ohio, by grade, 2013
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Figure 10. Youth current cigarette use, Ohio
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Figure 11. Use of types of tobacco products in the past 30 days by

Ohio adults and high school students
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Young males report similar levels of use

of cigarettes (16.7%), cigars (16.3%) and
smokeless tobacco products (15.1%). Young
females, on the other hand, are most likely to
smoke cigarettes (13.4%), followed by cigars
(6.6%) and smokeless fobacco (1.9%). Unlike
Ohio adults, Ohio youth also have marked
differences in overall tobacco use rates by
gender: 27.2% of Ohio high school males report
current tobacco use, compared to 16.0% of
high school females.

In 2013, Hispanic high school students (24.9%)
were more likely than non-Hispanic white
stfudents (15.9%) or black students (9.8%) to
smoke in Ohio. Chewing tobacco was more
common among white students (9.1%) than
black students (6.1%), and there were no
differences by race for use of cigars, cigarillos
or little cigars.?”

Emerging youth trends: E-cigarette and

hookah use

National data show that by 2014, e-cigarettes
and hookah are the tobacco products most
commonly used by high school students,
surpassing fraditional cigarettes, cigars and
smokeless tobacco. From 2011 to 2014, current

e-cigarette use among high school students
jumped from 1.5% to 13.4%, and hookah use
rose from 4.1% to 9.4%.%° Af the same time,
current cigarette use decreased from 15.8% to
9.2%.3" This U.S. data showed a similar pattern
for middle school students.

It is likely that Ohio is experiencing similar
frends. State-level data will be available in
2016 from the 2015 Ohio Youth Risk Behavior
Surveillance survey.

The e-cigarette tfrend is particularly notable
because of the increased e-cigarette use
among youth who have never used tobacco
products. A CDC study released in the journal
Nicotine and Tobacco Research in 2014 found
that more than a quarter million American
youth who had never smoked a cigarette
used e-cigarettes in 2013.32 This is starkly
different from adult frends. A study by CDC
and Georgia State University researchers found
no increase from 2010-2013 in e-cigarette

use among adults who have never smoked
cigarettes.®®



Policy landscape

This section provides a brief history of tobacco
prevention and control policy in Ohio from
1998 through May 2015.

Tobacco Master Settlement Agreement
The 1998 Master Settlement Agreement (MSA)
between the five largest American tobacco
companies and the attorneys general of 46
states, including Ohio, required the tobacco
companies to provide participating states with
annual pay-outs as compensation for smoking-
related Medicaid costs. Ohio’s share of the
MSA was estimated to be $10 billion through
the year 2025.2* The MSA ushered in a new

era of tobacco prevention, making significant
resources available to support comprehensive
tobacco confrol initiatives. The MSA did not
stipulate, however, that states had to direct
settlement funds toward tobacco prevention
activities. The agreement also contained
restrictions on advertising, including marketing
targeted at youth.

In 2000, Ohio Senate Bill 192 specified how the

state would distribute its MSA funds. The bill

created the Ohio Tobacco Use Prevention and

Control Foundation®® ("Foundation”), which

was charged with seven specific goals:*

1. Prevent youth tobacco use initiation

2. Reduce youth tobacco use

3. Reduce tobacco use among diverse and
underserved populations, including those
disproportionately affected by tobacco

4. Reduce tobacco use among pregnant
women

5. Reduce exposure to secondhand tobacco

smoke

Reduce adult tobacco use

7. Reduce smokeless tobacco use among
youth and adults

o

During the same session, the General Assembly
also passed legislation requiring any tobacco
product manufacturer selling cigarettes in the
state to either participate in the MSA or pay
specified amounts into an escrow fund.

From 2002 to 2008, the Foundation
implemented a comprehensive statewide
cessation program called Ohio Quits. The
centerpiece of this program, the Ohio
Tobacco Quit Line, helped an estimated
38,000 Ohioans quit tobacco use between

the inception of the Quit Line in 2002 to the
time the Foundation was dissolved in 2008.%
The Foundation also provided cessation

and prevention grants to local communities,
funded research activities, and implemented
countfer-marketing media campaigns. From
2002 to 2008, Ohio's adult smoking rate
declined 24.4%, placing Ohio in the top
quartile of states for the steepest declines
during that time period.®

The Foundation was designed fo receive
payments from the MSA for the first six years,
creating an endowment to fund tobacco
prevention in perpetuity without new tax
dollars.®” Ohio, like many other states, diverted
MSA funding to other budget areas following
the economic recessions of 2001 and 2007-
2009. Beginning in State Fiscal Year (SFY) 2002,
the Ohio General Assembly began diverting
endowment fund payments to the General
Revenue Fund.

The SFY 2008-9 state budget securitized the
MSA and designated that the resulting funds
be spent on school and higher education
buildings. This action meant that all future MSA
payments to Ohio were no longer available for
fobacco prevention and control activities.

Ultimately, the Foundation received
approximately 32% of the funds that were
initially planned through 2008.4° In 2008, House
Bill 544 eliminated the Foundation and gave
the Ohio Department of Health (ODH) conftrol
of remaining foundation assetfs, liabilities and
on-going activities.*!

Elimination of the Foundation resulted in major
reductions in the number of Ohioans served
by the Quit Line and ended the counter-
marketing campaign and most state-funded
youth tobacco prevention actfivities.

Onhio’s investment in fobacco prevention and
control plummeted from a high of $54.8 million
in SFY 2005 to a low of $2.2 million in SFY 2011
(see Figure 2). Ohio’s ftobacco prevention and
control spending as a percent of the CDC-
recommended level of spending dropped
from 88.7% in 2005 to 1.5% in 2011 (see Figure
12) .42



Figure 12. Annual expenditures on tobacco prevention and control as a
percent of the CDC-recommended level of funding, Ohio, 2003-2015
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Note: Includes MSA, state, and CDC funding
Source: American Lung Association

Other Ohio policy changes

In 2006, Ohio voters approved the Smoke-
Free Workplace Act through a ballot initiative.
Enforcement began the following year.”* The
act prohibits smoking in any public place or
place of employment, including restaurants
and bars, with some exceptions.*

Other notable changes to Ohio tobacco

pohcy since the MSA include:
2002: Ohio cigarette tax increased by
$0.31 to rate of $0.55

e 2005: Ohio cigarette tax increased by $0.70
to current rate of $1.25

e 2012: Ohio Board of Regents voted
unanimously to recommend that Ohio
colleges and universities ban tobacco use
campus-wide

e 2013: Excise tax rate on “little cigars”
increased from 17% to 37%

* 2014: Legislation banned electronic
nicotfine delivery systems (ENDS) sales to
minors

7.4%
1.5% 2.1% 2.3%

The 131st General Assembly

In his proposed budget for fiscal year 2016-
2017 (HB 64), Governor Kasich included
several tobacco-related policy changes. For
example, he proposed a $1 increase to the
cigarette tax, an increase in the tax rate for
other tobacco products from 17% to 60% and
a tax on the liquid nicotine used in e-cigarette
products. The Governor’s Office of Health
Transformation released a white paper in
February 2015 that describes numerous other
policy proposals included in the budget.

The tax changes were not in the budget bill as
passed by the House of Representatives, but
the Senate is still deliberating on the budget.

Legislators must approve a final 2016-2017
budget by June 30, 2015. Provisions of the final
budget legislation (HB 64) and the text of other
tobacco-related legislation, can be found on
the General Assembly website.

In addition to the budget, there are three
other pieces of tobacco-related legislation


http://www.healthtransformation.ohio.gov/LinkClick.aspx?fileticket=D6TkkTB8Tek%3d&tabid=252
https://www.legislature.ohio.gov/legislation/search-legislation?0

that have been introduced in the 131st

General Assembly, fo date:

e Senate Bill 82 (sponsor: Sen. Tavares) would
prohibit smoking in a motor vehicle in which
a child under six years of age is a passenger.

e Senate Bill 54 (sponsor: Sen. Jones) and
House Bill 168 (sponsor: Rep. Huffman)
would ban sales of e-cigarettes and related
products not in child resistant packaging.

* House Bill 221 (sponsors: Rep. Ruhl, Rep.
Ashford) would revise the law regarding
tobacco use in public schools and at public
school-sponsored functions by extending
the provisions to all “persons,” rather than
just pupils, and to include all tobacco and
nicotine products, such as e-cigarettes.

Agencies and organizations
working to reduce tobacco use

in Ohio

State agencies

When the Foundation was abolished in

2008, ODH became the lead state agency
responsible for fobacco prevention and
control. Although a few other state agencies,
such as Ohio Mental Health and Addiction
Services, also engage in some fobacco
prevention and cessation activities,” ODH
carries out most state and federally-funded
programs designed to reduce fobacco use.
ODH currently implements the following:*

e Develops a strategic plan to address
tfobacco use in Ohio (to be released in
2015, in partnership with Tobacco Free Ohio
Alliance)

Provides in-kind support to Tobacco Free
Ohio Alliance (*backbone” stakeholder
coalition)

Enforces Smoke-Free Workplace Law
Manage media campaigns, including CDC'’s
Tips from Former Smokers campaign

* Manages contract for the Ohio Tobacco
Quit Line and coordinates Ohio Tobacco
Collaborative (Quit Line purchasing group)
Maintains cessation services database,
frains Tobacco Treatment Specialists, and
manages other activities to encourage use
of effective cessation interventions
Coordinates prevention activities, such

as promotion of tobacco-free schools,
campuses and multi-unit housing; and grants
to local programs for youth engagement
and other prevention activities

e Coordinates programs for specific

Federal policy changes

The 2009 Family Smoking Prevention
and Tobacco Control Act gave the
Food and Drug Administration (FDA)
authority to regulate the manufacture,
distribution, and marketing of fobacco
products. The Act also gave states and
local governments broader authority
to regulate tobacco marketing and
promotion.

Last year, the FDA issued a proposed
rule that would extend the agency’s
tobacco authority fo include other
products meeting the legal definition

of tobacco products, including
e-cigarettes, cigars, pipe tobacco, and
water pipe or hookah tobacco. This rule
has not yet been finalized.*

The Affordable Care Act (ACA)

contained several provisions related to

tobacco use:

e Requires most health insurance plans
to cover tobacco cessation as a
preventive service without cost sharing

e Requires state Medicaid programs
with prescription drug plans to cover
prescription and over-the-counter
tobacco cessation medications

e Requires all state Medicaid programs
to cover comprehensive tobacco
cessation services for pregnant
women

¢ Allows health insurance companies to
vary premium costs based on tobacco
use“

For a complete list of tobacco-related
provisions of the Affordable Care

Act, see this Tobacco Control Legall
Consortium fact sheet.

populations, such as the Tobacco Initiative
for People with Disabilities, Innovative
Cessation Activities (for pregnant women
and people with diabetes), Tobacco-
Related Health Disparities and Ohio Partners
for Smoke-free Families

* Collects and analyzes tobacco use
surveillance data

e Evaluates effectiveness of the above
activities


http://www.integration.samhsa.gov/health-wellness/How_the_Affordable_Care_Act_Affects_Tobacco_Use_and_Control.pdf

Given the high rates of tobacco use among
Medicaid participants noted on page 3,

the Ohio Department of Medicaid plays a
significant role in covering fobacco cessation
counseling and medications for Ohioans (see
page 19 and Figure 20).

Statewide organizations and coalitions
ODH conducts many of these activities

in partnership with statewide and local
organizations and coalifions. As shown in
Figure 13, the Tobacco Free Ohio Alliance
(TFOA) is considered to be the "backbone”

or "*umbrella” organization for fobacco
prevention and control activities at the

statewide level. Because TFOA is volunteer-led

and does not have any paid staff, its capacity

to lead an effective tobacco prevention and
control strategy is limited.

Ohio Investing in Tobacco Free Youth
coordinates advocacy activities by the Ohio
chapters of three organizations: American
Lung Association, American Heart and Stroke
Associations, and the Cancer Action Network
(American Cancer Society). Because ODH
and local health departments are restricted
in their ability to advocate or lobby for policy
changes,* these three organizations play a
critical role in advancing evidence-based
tobacco prevention strategies that require
legislative action, such as increasing tfaxes on
cigarettes and other tobacco products.

Figure 13. Ohio tobacco prevention and cessation organizations
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Collective impact assessment

In March 2015, HPIO convened a group of representatives
from statewide tobacco prevention and cessation
organizations to assess the current level of “collective
impact” for reducing tobacco use in Ohio. Collective
impact refers to long-term initiatives that unite key players
around a common agenda. The “conditions of collective
success” are characteristics that lead to positive

outcomes.

Conditions
of collective
success®

Backbone
support
organization

Common
agenda

Shared
measurement
system

Continuous
communication

Mutually-
reinforcing
activities

Current status for Ohio tobacco prevention and control

Tobacco Free Ohio Alliance (TFOA) is Ohio’s Weak
current backbone organization. TFOA is
primarily an information-sharing group led

by an elected, unpaid coordinator. ODH
contributes in-kind resources, such as sending
out meeting notices and information and
facilitating strategic planning. ODH provides
no direct funds to TFOA.

Stakeholders indicated that TFOA’s capacity
is limited because it lacks a paid coordinator
staff position. Prior to 2008, the Foundation
served as Ohio’s backbone organization and
employed about 14 staff members.*!

The TFOA strategic plan, to be released in Moderate
2015, will articulate Ohio’s common agenda.
Ohio’s Plan fo Prevent and Reduce Chronic
Disease, released in 2014, includes several
goals related to fobacco, some of which
overlap with goals in the draft TFOA strategic
plan. The Office of Health Transformation
also articulated a tobacco prevention and
cessation agenda through the SFY 2016-17
proposed budget.*?

Ohio Investing in Tobacco Free Youth has

a common advocacy agenda focused on
three top priorities: increasing fobacco taxes,
promoting smoke-free environments, and
funding for prevention and cessation.

ODH houses the Tobacco Surveillance System, | Moderate
which includes data from surveillance surveys,
Mediicaid claims, and other sources. This data
is used by ODH to monitor prevalence and to
guide ODH planning and evaluation. ODH is
in the process of developing an online portal
for this system. Data are currently available to
the public by request.

TFOA meets quarterly and shares information Moderate
via an email list. They do not have an active
website. The American Heart Association,
American Lung Association and American
Cancer Society Cancer Action Network

each have an advocacy email list. The Ohio
Chronic Disease Collaborative maintains an
email list and meets about twice a year. ODH
also regularly shares information with a list of
tobacco stakeholder, including via a quarterly
newsletter.

There is a clear delineation between Moderate
programmatic activities, led by ODH, and
advocacy activities, led by Ohio Investing

in Tobacco Free Youth. There does not
appear to be duplication across programs or

organizations.

Local codlitions and programs
Starting in 2003, the Foundation
began funding local prevention
and cessation programs covering
nearly all 88 Ohio counties. Local
grantees formed local tfobacco
prevention coalitions, implemented
school-based prevention education
programs, offered cessation
services and coordinated local
youth counter-marketing teams.
Some local communities have
continued to do this work in the
absence of Foundation funding
after 2008, although the scope and
intensity has significantly diminished.
ODH currently funds 23 counties

tfo do some tobacco prevention
activity through the Creating
Healthy Communities chronic
disease prevention program.

The Ohio Partners for Smoke Free
Families program coordinates
perinatal smoking cessation and
secondhand smoke reduction
activities in 44 counties.>

According to Public Health Quality
Indicators data reported from local
health departments (LHDs) to ODH
in 2015, 93 of 123 LHDs reported

a tobacco prevention or control
infervention in their community.
This means that 76% of LHDs self-
reported that they were either
directly providing or partnering
with another organization to
provide some type of evidence-
based prevention and/or cessation
activity. ODH is in the process of
identifying the number of counties
that offer community-based
cessation services.

There may be several Ohio counties
that do not currently have any
local-level tobacco prevention
activity. Inrecent years, some
communities have been able to
secure grants to fund this work in
the context of broader chronic
disease prevention inifiatives, while
others have not regained the level
of activity they had when the
Foundation was in existence.



Figure 14. Tobacco prevention and control strategies recommended by the
Community Guide (US Centers for Disease Control and Prevention)
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young adults | smoke disparities | and youth

Evidence-based
strategy

Description

Comprehensive
tobacco control
programs

Increase unit
price for tobacco
products

Smoke-free policies

Mass reach health
communication
interventions

Community
mobilization
with additional
interventions

Reduce out-of-
pocket costs for
evidence-based
cessation treatments

Quitline interventions

Incentives and
competitions to
increase smoking
cessation among
workers, combined
with additional
interventions

Coordinated strategy that
combines educational, clinical,
regulatory, economic, and social
approaches (see evidence-
based strategies listed below).
Includes administrative support,
surveillance and evaluation at
the state level, with support for
local codalitions.

Increased excise tax rate

for cigarettes and other
tfobacco products. Effects are
proportional to the size of the
price increase, so the higher the
tax increase, the greater the
impact on health outcomes.

Policies that prohibit smoking in
indoor spaces and designated
public areas.

Target large audiences through
TV, radio, billboards, etc. with
carefully tested messages.

Campaigns to focus public
attention on reducing

youth access to tobacco,
supplemented by activities
such as education and active
enforcement of fobacco
retailers.

Policies and programs that make
recommended medications and
counseling more affordable, and
raise awareness among fobacco
users and healthcare providers
about cessation coverage.

Behavioral counseling delivered
by trained cessation specialists
by phone. Quitline counseling
should be widely accessible,
convenient to use, and generally
provided at no cost to users.

Rewards combined with activities
such as cessation services,
smoke-free policies and social
support networks.




Evidence-based strategies

There is a strong body of evidence on what

works to prevent tobacco use, help smokers

quit, and reduce exposure to secondhand
smoke. The following sources of research-
based recommendations are considered fo
be the “gold standard” of evidence to guide
tobacco prevention and control policies and
programs:

* Guide to Community Preventive Services
(Community Guide): Recommendations
for community-based strategies based on
expert review of research results

e U.S. Preventive Services Task Force
(USPSTF): Recommendations on clinical
preventive services based on expert review
of research results

e Best Practices for Comprehensive Tobacco
Control Programs (2014 edition): Compiles
and summarizes evidence from the above
and additional sources, and makes
recommendations for state-level policies,
programs and infrasftructure

Recommendations for reaching the overall
population with effective strategies that

prevent youth from ever starting to use
fobacco (see Figure 14), combined with
specific recommendations for how to help
current tobacco users to quit (see Figures 14
and 15), provide states with a clear roadmap
for reducing tobacco use that is based upon
decades of evaluation research.

Comprehensive tobacco control programs
provide the backbone support for
implementing the recommended strategies
listed here. The CDC recommends that
states have a comprehensive program that
includes surveillance and data management
fo monitor tobacco use frends, and the
administrative infrastructure needed to plan,
manage and evaluate evidence-based
strategies.

Some of these strategies involve state-level
policy changes, such as smoke-free workplace
laws and increased excise taxes on tobacco
products. Ofher strategies, such as mass
reach communications and quitlines, are
programmatic and require dedicated funding.
Finally, the cessation recommendations involve

Figure 15. Summary of U.S. Preventive Services Task Force recommendations on
tobacco cessation for adults and pregnant women

Population Adults Age 218 Years

" {=Yed0)00]1081=181eo1i[o]s B Ask about tobacco use.

Recommendation EEiEeEERA
level

Counseling
1. Ask about tobacco use

3. Assess willingness to quit
4. Assist to quit

Pharmacotherapy

bupropion, and varenicline.

Implementation

performance evaluations

Provide tobacco cessation interventions to
those who use fobacco products.

Combination therapy with counseling
and medications is more effective than
either component alone. FDA-approved
pharmacotherapy includes nicotfine
replacement therapy, sustained-release

Pregnant Women of Any Age

Ask about tobacco use.
Provide augmented pregnancy-tailored
counseling for women who smoke.

Grade: A

The “5-A" framework provides a useful counseling strategy:

2. Advise to quit through clear personalized messages

5. Arrange follow-up and support

Intensity of counseling matters: brief one-time counseling works; however, longer sessions or
multiple sessions are more effective.

Telephone counseling “quit lines” also improve cessation rates.

The USPSTF found inadequate evidence
to evaluate the safety or efficacy of
pharmacotherapy during pregnancy.

Successful implementation strategies for primary care practice include:

¢ Instituting a fobacco user identification system

* Promoting clinician intervention through education, resources, and feedback

* Dedicating staff fo provide treatment, and assessing the delivery of treatment in staff

Source: U.S. Preventive Services Taskforce. “"Tobacco Use — Adults and Pregnanat Woman: Counseling and Intervention.”

April 2009.



coordination with healthcare
providers and changes within the
healthcare system.

The ACA requires that most health
insurance plans cover without
cost sharing all preventive services
that receive an “A” or “B” rating
from USPSTF.%5 USPSTF issued an “A”
rafing for the cessation services
for adults and pregnant women
described in Figure 15, and a

“B” rating for similar services for
children and adolescents.

The USPTF review of the evidence
found that the combination of
counseling with medications

is more effective than either
component alone. Counseling

can be conducted with individuals

or groups, or through a quitline.
The recommended medications
include all FDA-approved nicofine
replacement therapies (nicotine
patch, gum, lozenge, nasal spray
and inhaler), as well as Bupropion
(an antidepressant, brand names

Figure 16. Tobacco cessation coverage required

by the ACA

Traditional Medicaid
(fee for service and
managed care, non-
expansion)

Medicaid expansion
(Group 8)

Individual and
small-group
insurance plans*

Employer-provided
plans (large group/
self-insured)*

Medicare

For pregnant women:

¢ Individual, group and phone counseling

* All tobacco cessation medications
(prescription and OTC)

* No cost-sharing

For all Medicaid enrollees:

* All fobacco cessation medications
(prescription and OTC)

* Coverage of counseling varies by state/
plan

* Cost-sharing varies by state/plan

* Tobacco cessatfion freatment as a
preventive service (see FAQ)

¢ Tobacco cessation freatment as a
preventive service (see FAQ)

¢ Tobacco cessation freatment as a
preventive service (see FAQ)

4 sessions of individual counseling

4 prescriptfion cessation medications
Up to 2 quit attempts per year

No cost-sharing

Annual prevention visit

*Excluding plans that are “grandfathered” (those that were in operation
before March 2010 and have not made significant changes) and do not
have to meet ACA requirements.

Wellbutrin, Zyban and Aplenzin)
and Varenicline (brand name,
Chantix, a nicotine receptor
partial agonist).>

Source: Adapted from “Tobacco Cessation Coverage: What is
Required?2” American Lung Association fact sheet, 2014.

counseling and interventions, if, for example,

What cessation services are health

insurance plans required to cover? 1.
The ACA expanded tobacco cessation 2.
coverage requirements for Medicaid and most
private health insurance plans. All of the new
coverage requirements shown in Figure 16

were in effect by 2014. There has been some
uncertainty among health insurance plans

and regulators around how to translate the

USPSTF recommendations into specific health

plan benefit designs. The U.S. Departments

of Health and Human Services, Labor and

Treasury issued a Frequently Asked Questions

(FAQ) document which provides guidance

on the issue in May, 2014 that stated: “The
Departments will consider a group health plan

or health insurance issuer to be in compliance

with the requirement fo cover tobacco use

the plan or issuer covers without cost-sharing:

Screening for tobacco use; and,

For those who use tobacco products, at

least two tobacco cessation attempts per

year. For this purpose, covering a cessation
attempt includes coverage for:

o Four fobacco cessation counseling
sessions of at least 10 minutes each
(including telephone counseling, group
counseling and individual counseling)
without prior authorization; and

o All Food and Drug Administration
(FDA)-approved tobacco cessation
medications (including both prescription
and over-the-counter medications)
for a 90-day treatment regimen when
prescribed by a health care provider
without prior authorization.”>’


http://www.dol.gov/ebsa/faqs/faq-aca19.html
http://www.dol.gov/ebsa/faqs/faq-aca19.html
http://www.dol.gov/ebsa/faqs/faq-aca19.html

State government role for cessation

coverage

State government can play a role in ensuring

that consumers, providers and health plans

are aware of these coverage requirements,
and that the requirements are being enforced.

The Best Practices for Comprehensive

Tobacco Control Programs offers the following

examples:®

e Work with the state Medicaid program
to ensure that both fee-for-service and
managed-care Medicaid plans provide
comprehensive cessation coverage.

* Promote and monitor utilization of the state
Medicaid cessation benefit.

¢ Build and maintain a relationship with
private health insurers, the state Medicaid
program, the state employee health plan,
and large employers and educate them
about the definition of comprehensive
cessation coverage and about the health
and economic benefits of providing such
coverage.

e Work with state government to ensure that
state employees have comprehensive
cessation coverage.

¢ Implement a state mandate requiring private
health insurers to provide comprehensive
cessation coverage (requirements more
prescriptive than federal requirements
designed to eliminate barriers to cessation).

¢ Monitor implementation and effects of the
provisions of the ACA that have the potential
to expand cessation coverage, as well as
the provision that allows health insurers to
charge tobacco users higher premiums.

Emerging evidence on other strategies
Tobacco 21. In March 2015, the Institute of
Medicine released a report assessing the
health implications of raising the minimum
age of legal access to tobacco products. The
report concluded that raising the age limit to
21, for example, would likely delay initiation of
tobacco use among adolescents and young
adults and reduce the overall prevalence of
tobacco use in the U.S. population.¥

The report also concluded that raising the

age limit fo 21 would decrease negative birth
outcomes associated with maternal tobacco
exposure. Notably, nearly one-third of first
births in the U.S. occur to women under 20
years old.°

In 2005, Needham, Mass., adopted the first
municipal “tobacco 21" law. Their high school
smoking rate subsequently dropped from
12.9% to 6.7% in 2010, a decline two-and-o-
half fimes larger than that of its neighboring
communities.®!

E-cigarette regulation. As e-cigaretfte use
becomes increasingly common, there are four
key gquestions fo be addressed by research,
namely, what is the impact of e-cigarettes on:
e Health of the e-cigarette user?

e Health of others exposed to secondhand
vapor?

* Smoking cessation? (Do e-cigarettes help
smokers to successfully quit or reduce
consumption of conventional cigarettes?)

e Prevalence of tobacco use among youth?
(Does e-cigarette use lead to subsequent
use of traditional tobacco products?)

A small number of studies have investigated
the health effects of e-cigarettes and
secondhand exposure. Some demonstrate
potential harm from toxic substances present
in the vapor, although more research is
needed to determine the long-term effects.é?

Evidence on the effectiveness of e-cigarettes
as a cessation tool is mixed. A 2014 systematic
review published in the journal Circulation
concluded that “e-cigarettes are not
associated with successful quitting in general
population-based samples of smokers.”¢ A
2014 systematic review from the Cochrane
Collaborative, however, found some evidence
that e-cigarettes could help smokers to quit

or reduce consumption when compared

to a placebo.®* More research is needed

to determine the value of e-cigarettes as a
“harm reduction” tool, and whether the rapid
rise in e-cigarette use among youth will lead o
increased inifiation of conventional tobacco
products.



Figure 17. Ohio’s current status in implementing evidence-based strategies

Strategy
Evidence-based
strategies from

the Community
Guide (see
Figure 14 for
description)

Smoke-free
policies

Increase unit
price for tobacco
products

Reduce out-of-
pocket costs

for evidence-
based cessation
treatments

Mass reach
health
communication
interventions

Comprehensive
tobacco conirol
programs

Community
mobilization
with additional
interventions

Quitline
interventions and
mobile phone-
based cessation
interventions

Ohio’s
current
status

Moderate

Moderate

Weak

Weak

Weak

Weak

Strengths

Ohio has a comprehensive
smoke-free workplace law
in place that is strongly
supported by the public.

¢ The number of complaint
reports has decreased over
fime.

The Governor's proposed
2016-2017 state budget
included a $1 increase in the
cigarette tax and an increase
in the tax on other tobacco
products.

Ohio's Medicaid cessation
benefits align well

with evidence-based
recommendations for
cessation counseling and
medications.

ODH draws upon evidence-
based media content, such
as the CDC'’s Tips from Former
Smokers campaign.

ODH's Tobacco Program
includes all of the
components recommended
by CDC.

e OhioMHAS funds two
programs that assess retailer
compliance on refusing to
sell tobacco to minors.

e ODH is redeveloping
the “stand” youth-led
advocacy program.

e Ohio’s Quit Line is highly
effective, with quit rates
slightly exceeding industry
standards.

* Pregnant women, the
uninsured, and most
Medicaid recipients have
access fo the Quit Line.

Chdallenges

e Only 6% of Ohio school districts have
comprehensive 100% tobacco-free
policies in place.

Only 7% of public housing complexes
have adopted smoke-free policies.

The House removed the tax increase
provisions from the budget.

Ohio’s cigarette tax has not been
increased since 2005 and is ranked 27th
among states.

Private insurance coverage of barrier-free
cessation freatment options could be
more comprehensive.

More information is needed regarding
insurance-plan compliance with
requirements and patient utilization of
cessation coverage.

Ohio’s investment in media campaigns is far
below the CDC-recommended level.

e Ohio's investment in fobacco prevention
and control is far below the CDC-
recommended level.

e The scope and infensity of Ohio’s
fobacco prevention and control activities
over the past seven years has had a
limited impact on adult smoking rates.

The scope and intensity of community
mobilization efforts and the local level
appears o be minimal.

* Eligibility requirements for the Quit Line
mean that some smokers who reach out
for help are denied services.

* Ufilization of Ohio’s Quit Line is much lower
than most other states.

e Ohio’s Quit Line invests far less per smoker
than the U.S. average.



To what extent is Ohio
implementing evidence-based

strategies?

This section discusses the extent to which Ohio
is implementing the evidence-based strategies
described in the previous section. Figure 17
summarizes Ohio's strengths and challenges.

Comprehensive tobacco control

program

A comprehensive fobacco control

program includes the following overarching

components:%

1.State and community interventions
(including those listed in Figure 14)

2. Mass-reach health communication
interventions (see Figure 14)

3. Cessation interventions (see Figures 14 and
15)

4.Surveillance and evaluation

5.Infrastructure, administration and
management

From 2002 to 2008, the Foundation was Ohio’s
comprehensive tobacco confrol program.
After 2008, ODH became the lead agency
that implements the five comprehensive
tobacco confrol activities listed above.
Although public health stakeholders identify
TFOA as the “backbone™ organization for
tobacco prevention in Ohio, ODH is the entity
that manages the vast majority of fobacco-
related funding and activities, with the
exception of lobbying.

The CDC calculates a recommended annual
investment for each state to maintain a
comprehensive tobacco control program
based on factors such as the prevalence of
smoking among adults and the geographic
and population size of the state. The exftent

to which states invest in tobacco control
relative to these recommendations serves as a
proxy measure for the adequacy of a state’s
tobacco prevention and control infrastructure
and programming. In FY 2015, Ohio spent 7.4%
of the recommended amount, indicating that
Ohio’s investment may not be robust enough
to significantly reduce tobacco use (see Figure
18). Ohio ranked 4é6th in tobacco prevention
and conftrol spending as a percent of the CDC
recommendation in 2014, meaning that most
other states invested more than Ohio.¢

Figure 18. CDC-recommended annual
investments in comprehensive tobacco
control

Actual Ohio
expenditures

CDC recommended
annual investment

for Ohio (2014)

(in millions)

(SFY 2015 budgeted
amount, state
and federal funds

combined)
Percent of
Amount recommended
Minimum = Recommended [({laRagll[[fe1aH] amount

State and $34.3 $42.9 Not Not
community available available
interventions
Mass-reach $10.0 Not Not
health available available
communication
interventions
Cessation $7.6 13.2%
interventions
Surveillance Not Not
and evaluation available available
Infrastructure, Not Not
administration available available
and
management
Total $9.8 7.4%

Source: Best Practices for Comprehensive Tobacco Control

Programs, 2015. Actual Ohio expenditures provided by ODH.

Increased unit price for tobacco

products

Ohio’s cigarette tax was last raised in 2005
and is currently $1.25 per pack.®” The state
ranks 27th for cigarette taxes, meaning that
26 other states and DC have higher cigarette
tax rates. The current tax rate in Ohio is higher
than the rates in neighboring Kentucky, West
Virginia and Indiana, and lower than the rates
in Pennsylvania and Michigan.

The Governor’s proposed 2016-17 state budget
included a $1 increase in the cigarette tax and
an increase in the other tobacco tax rate from
17% to 60%.8 The House of Representatives
removed those provisions from the budget bill.

Increasing excise taxes on fobacco products
is a high priority for many public health
stakeholders in Ohio. Ohio’s Plan to Prevent
and Reduce Chronic Disease, for example,
sets a goal to increase the excise tax on Other
Tobacco Products (OTP).



Smoke-free policies

Ohio passed the Smoke-Free Workplace Actin
2006. This law, which is enforced by ODH and
local health departments, receives high marks
from public health experts®’ because it is very
comprehensive, covering workplaces, bars,
restaurants and casinos.

Promoting tobacco-free school and college
campuses and multi-unit housing is a high
priority for Ohio’s fobacco prevention
organizations. Ohio’s Plan to Prevent and
Reduce Chronic Disease sets goals to increase
the number of schools that adopt 100%
tobacco-free policies and multi-unit housing
complexes that adopt 100% smoke-free
policies. Currently, 6% of Ohio school districts
are 100% tobacco free (most have slightly less
comprehensive policies), and 7% of public
housing complexes have adopted smoke-free
policies.”®

The Governor's proposed 2016-2017 state
budget included several provisions to promote
tobacco-free environments, including a
requirement for all K-12 and college/university
setftings to adopt more comprehensive
tobacco-free campus policies and
strengthened enforcement of the Smoke Free
Workplace law.”" Similarly, House Bill 221 would
extend the comprehensiveness of tobacco-
free school policies.

Mass reach health communication

interventions

ODH manages mass media campaigns
delivered via TV, radio, billboards, social media
and other methods. The CDC provides ODH
with media content, such as the Tips from
Former Smokers campaign which is designed
to motivate tobacco users to call the Quit

Line or use other cessation services. The
CDC-recommended level of investment in
mass-reach communications in 2014 was $14.4
million.”? Ohio spent approximately $1 million
on media campaigns in SFY 2014.73

Community mobilization with
additional interventions to reduce
youth access

ODH funds a small number of counties

to implement tobacco prevention and
control activities, including some community

mobilization efforts. In 2014, ODH began to
redevelop the “stand” youth-led advocacy
program. In 2015, ODH will expand stand to
reach additional communities with a focus on
countfer-marketing and point-of-sale actfivities.
In addition, OhioMHAS funds two programs
that assess retailer compliance with FDA
tfobacco advertising and labeling restrictions,
as well as state law prohibiting sales of
fobacco to minors.

Quitline and mobile phone-based

cessation services

During the time that the Quit Line was
managed and funded by the Foundation,
the counseling services were available to

all Ohioans free of charge. Currently, ODH
manages the contract with the Quit Line
vendor, National Jewish Health. With grants
from the CDC, ODH funds the Ohio Tobacco
Quit Line for Ohioans who are uninsured or are
in the Medicaid fee-for-service program, and
for pregnant women.

Additional Ohioans, including Medicaid
recipients in some managed care plans, are
covered for these services through the Ohio
Tobacco Collaborative.

Figure 19. Quit line utilization, 2014
(first quarter)

Callers who
received
counseling and/
or medications
per 1,000
tobacco users

1.7
0.7
Ohio State Best state
median (NY)

Source: State Tobacco Activities Tracking Evaluation
System, state comparison report



Figure 20. Ohio Medicaid program cessation coverage

Buckeye

Community
Health Plan

CareSource

Molina
Healthcare of
Ohio

Paramount
Advantage

United
Healthcare
Community

Plan

Cessation Covered (no Covered (no Covered (no Covered (no Covered Covered (no
counseling co-pay) co-pay) co-pay) co-pay) (no co- co-pay)
(individual Pay)
and group)
Covered All FDA All FDA All FDA All FDA All FDA All FDA
medications Approved Approved Approved Approved Approved Approved
Restrictions No prior Prior Prior Prior No No
on authorization authorization authorization authorization restrictions  restrictions
. . required for required for required required
medications Chantix, Nicotrol  Chantix, Nicotrol  for Nicoftrol for Chantix,
inhaler or spray inhaler or spray inhaler or Nicotrol inhaler
spray; step or spray
therapy for
Chantix
Quit Line Unlimited access  Plan pays for Warm transfer  Plan offers Plan Plan pays
access to Ohio Tobacco access to Ohio to CareSource smoking pays for for unlimited
Quit Line Tobacco Quit Quit Line for cessation unlimited access
Line for pregnant all members counseling access to Ohio
women and who call Ohio  through the to Ohio Tobacco
parents of Tobacco Quit  Molina Health  Tobacco Quit Line
children with Line Education Quit Line
asthma Department

Source: Ohio Department of Health Medicaid plan fact sheet, 2014

The Ohio Tobacco Collaborative is a public-
private partnership managed by ODH that
provides commercial insurance carriers,
employers, and third party administrators
with access to the Ohio Tobacco Quit Line
at reduced rates. As of July 2013, more

than 5.4 million Ohioans had access to the
Ohio Tobacco Quit Line because they are a
member of a health plan that is part of the
Ohio Tobacco Collaborative.”

The Quit Line offers up to five calls for
“proactive telephone counseling,” nicotine
replacement therapy, online support, text
messaging and mobile applications.

At six-month follow-up, 32% of all callers to
the Ohio Quit Line in 2014 reported that

they were abstinent from tobacco,”> a

quit rate that is slightly above the North
American Quitline Consortium goal of 30%.7¢
Individuals attempting to quit on their own, by
comparison, have quit rates around 9-10%.”

Utilization of Ohio’s Quit Line is much lower
than most other states. In addition to lower
overall call volume, a much smaller proportion

of Ohio tfobacco users get cessation help
through the Quit Line. In the first quarter of
2014, 0.7 callers per 1,000 adult tobacco users
received counseling and/or medications in
Ohio. By comparison, the state median was
1.7 callers per 1,000 tobacco users, and the
best state (New York) achieved a rate of 9.5
callers per 1,000 users receiving help (see
Figure 19). Eligibility requirements and reduced
funding may contribute to Ohio’s lower Quit
Line utilization. The American Lung Association
calculated that Ohio’s Quit Line invests $0.73
per smoker, far below the U.S. average of
$3.65 per smoker.”®

Reduced out-of-pocket costs for

evidence-based cessation treatments
Medicaid

Ohio’s Medicaid benefit structure appears
to be in alignment with ACA coverage
requirements and recommendations for
evidence-based cessation services. Ohio’s
fee-for-service Medicaid program covers
tobacco cessation counseling (individual,
group and Quit Line) and all FDA-approved
cessation medications with no prior
authorization required for some medications.
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All five of Ohio’s Medicaid Managed Care
plans cover fobacco cessation counseling
(individual and group). All five plans

also cover all FDA-approved cessation
medications, although prior authorization
restrictions vary by plan (see Figure 20).

Quit Line coverage varies by plan, with two
plans covering unlimited access of the Ohio
Tobacco Quit Line, one plan covering the Quit
Line for certain populations, and two plans
providing their own phone counseling.

In general, generic versions of the FDA-
approved cessation medications do not
require a co-pay. A small co-pay ($2-$3) is
required for other medications. Prescriptions
are required for all medications, including
over-the-counter medications.”

Private insurance

Due to lack of clarity in federal policy and
lack of data, it is difficult fo assess the extent
to which private health insurance plans are in
alignment with ACA coverage requirements
and recommendations for evidence-based
cessation services. A March 2015 report from
the American Lung Association found that
only one of 16 issuers in the Health Insurance
Marketplace for Ohio covered all FDA-
approved cessation medications with no prior
authorization or cost sharing.® This review of
formulary information found that although
most marketplace issuers in Ohio covered
Bupropion and Varencline, coverage of NRT
(nicotine gum, inhaler, etc.) was less common.
There is no cenfrally-collected data for Ohio
on the number of private plans outside the
Marketplace that cover recommended
cessation services without cost sharing or other
restrictions.

Some states require private health insurance
plans to cover the comprehensive range of
cessation tfreatments recommended by the
USPSTF in a way that eliminates barriers, such
as prior authorizations, cost sharing and limifs
on the number of quit attempts.®' These state
requirements are more prescriptive than

the federal requirements and are designed
fo ensure that providers and patients have
seamless access to a robust set of cessation
tools. Ohio does not have such a state
mandate.

Over the past two years, ODH has engaged
a consultant to educate health plans on the
ACA coverage requirements.

State employee health plan coverage

All health insurance plans for state government
employees and retirees offer the Take Charge,
Live Well wellness program which covers some
(but not all) cessation medications without

a co-pay, although some restrictions apply,
such as annual limits on quit attempts. State
employees also have free access to QuitNet, a
phone-based coaching program.

E-cigarettes

Legislation passed in 2014 prohibits the sale of
e-cigarettes to minors in Ohio. Legislation that
would require child-resistant packaging for
e-cigarettes and related products (Senate Bill
54/House Bill 168) is pending. The Governor's
inclusion of a tax on liquid nicotine used in
e-cigarefte products was removed by the
House.

Tobacco 21

There are currently 61 US cities across 7

states that have raised the legal age to
purchase tobacco to 21 years.8? None of
these communities are in Ohio, although
advocates are beginning to work with several
Ohio municipalities fo consider passing such
legislation. Lawmakers have infroduced state-
level fobacco 21 legislation in at least five
states.® Ohio is not one of these states.

Ohio’s strengths: Evidence-based

strategies to be maintained
Ohio’s most significant strength is the smoke-
free workplace law passed in 2006. Ohio’s
law is comprehensive; it includes restaurants,
bars and casinos, as well as public and
private workplaces. In addition to being a
powerful policy lever to reduce exposure to
secondhand smoke and reduce the overall
prevalence of tobacco use, comprehensive
smoke-free workplace policies have been
shown to reduce hospital admissions for
cardiovascular events and asthma. 8

The state should continue to invest in
monitoring and enforcement. Additional



efforts to expand tobacco-free policies to
other seftings, such as mulfi-unit housing and
outdoor spaces on college campuses, may
also have a positive impact on tobacco use
prevalence.

Ohio’s Medicaid cessation benefits align
well with evidence-based recommendations
for cessation counseling and medications.
Furthermore, the extension of Medicaid
coverage to additional low-income adults in
2014 provides improved access to cessation
freatment. This is particularly important given
the high prevalence of tobacco use among
Ohioans living at or near the poverty line.

Ohio can build upon this strength by raising
awareness of cessation coverage among
providers and Medicaid enrollees, monitoring

use of cessation services, evaluating cessation

outcomes, and assessing impacts on health
oufcomes and Medicaid costs. In addition,

outcomes for Medicaid enrollees may improve

if Medicaid managed care plans further
reduce barriers to cessation by, for example,
eliminating prior authorization requirements.

Ohio’s gaps and challenges:
Evidence-based strategies to be

implemented or expanded

Ohio’s persistently high adult smoking rate

indicates that Ohio is not doing enough to

reduce tobacco use. The above analysis
of the extent to which Ohio is currently
implementing evidence-based strategies
reveals the following opportunities for
improvement:

* Tobacco taxes. Increasing the price of
tobacco products is one of the most
powerful policy levers for preventing
youth inifiation, promoting cessation and

decreasing disparities in fobacco use. Ohio

has noft raised its cigarette tax since 2005
and other tobacco products are taxed at
an even lower rate than cigarettes.

e Cessation support. Counseling and
medications are effective in helping
many fobacco users to quit, but some

barriers to accessing these services remain,
such as annual limits on coverage, prior
authorization requirements and co-pays.
The number of Ohioans who successfully
quit tobacco would likely increase if

private health insurance plans offered

more comprehensive and barrier-free
cessation freatment coverage and actively
educated providers and members about
this coverage. Inclusion of fobacco
cessation outcome metrics in pay-for-
performance confracts with providers may
also be beneficial. Additional research is
needed to understand the extent to which
improvements are needed, and fo assess
the adequacy of current Quit Line eligibility
and funding levels.

Comprehensive tobacco control
infrastructure and investments in youth
prevention. The ODH tobacco program
includes each of the components
recommended by the CDC in order to
support an effective tobacco prevention
and control program. The level of funding
to support that infrastructure, however, is
far below the recommended level; in SFY
2015, Ohio spent 7.4% of the recommended
amount, ranking 46th among the states and
DC.% When the Foundation was dissolved

in 2008, the reach and intensity of counter-
marketing campaigns and locally-led
prevention activities was greatly diminished.
Strong backbone for collective impact.
TFOA is Ohio’s current backbone
organization that coordinates all tobacco-
related groups at the state-wide level,
including programmatic and advocacy
partners. TFOA's capacity is limited because
it lacks a paid coordinator staff position.
Ohio’s tobacco prevention efforts would
likely benefit from strong leadership and paid
staff fo coordinate state and local activities,
engage in advocacy, and supplement the
ODH tobacco program as needed.
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What can we learn from high-

performing states?

The HPIO Health Value Dashboard ranked
states based on population health outcomes,
healthcare costs, and health value. As figures
21, 22 and 23 show, all states in the top quartile
for value and population health, and most of
the top quartile states for cost, had lower adult
smoking rates than Ohio in 2013.

Between 1998 and 2010, Ohio’s adult cigarette
smoking rate dropped 13.8%, putting it 10 full
percentage points behind the national rate of
decline.® Other states saw declines as high as
43.4% in this fime period (see Figure 24).

States that have been most effective

in reducing tobacco use rates have
implemented various combinations of
evidence-based strategies (see Figure 14).

This section examines which of these CDC-
recommended strategies were implemented
by high-performing states, starting at the time
of the MSA in 1998, and the impacts those
strategies had on tobacco use in those states.

For the purpose of this review, high-performing

states were chosen based on three criteria:

1. Top 10 for largest decline in adult
smoking,1998-2010 (see Figure 24)

2. Top 15 for lowest current adult smoking,
2013 (see Figure 25)

3. Availability of research on the effects
of the state’s tobacco prevention and
control efforts, with a focus on states with
large populations.

Based on these criteria, the four high-
performing states selected were: California,
New York, Massachusetts and Arizona.

Figure 21. Percent of adults who are current smokers: In
states with best population health outcomes and Ohio
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Figure 22. Percent of adults who are current smokers: In states with lowest
healthcare costs and Ohio
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Figure 23. Percent of adults who are current smokers: In states with best health
value and Ohio .
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Figure 24. Adult cigarette use percent decline, 1998-2010
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Figure 25. Adult cigarette use, 2013
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Figure 26. Tobacco use prevalence and tobacco prevention funding trends

Ohio
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Tobacco prevention and control funding, as percent of CDC recommended level®
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Current funding (FY 2015) 7.4%
Cigarette tax rate?
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2000 $0.24
Rate change, 2000-2015 $1.01
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New York: By the book

New York has employed a very “by the book”
tobacco prevention and control strategy; its
tobacco prevention and control program is
explicitly modeled after CDC best practices,

it has the highest cigarette tax in the country
($4.35), and has had a comprehensive smoke-
free law in place since 2002.

The New York State Tobacco Control Program
(TCP) was formed in 2000, and its activities
follow the Best Practices for Comprehensive
Tobacco Control guide: advocating for
smoke-free policies and increases in tobacco
excise taxes; mass-reach communication
campaigns; community mobilization,
including campaigns fo increase physician
engagement in cessation efforts; free and
reduced-cost cessation treatments, including
nicotine patches and medication; and quitline
inferventions.”?

In addition to the state’s high overall smoking
decline (see Figure 24), a study examining

the effects of the program from 2002-2005
found that comprehensive programming
targeting low-income smokers was associated
with an increase in cessation attempts and
cessation product use, and a decrease in
smoking frequency and overall consumption.”

Healthcare expenditures in the state were an
estimated $4.1 billion lower in 2010 than they
would have been if smoking had stayed at
2001 levels.”

Massachusetts: Medicaid success story
Massachusetts’ approach to tobacco

control has been similar to New York's in

that both states have high cigarette taxes

and comprehensive smoke-free air laws.
Massachusetts stands out for being particularly
effective in reducing smoking and smoking-
related costs among Medicaid recipients.

Massachusetts was one of only three states,
along with California and Arizona, that

funded tobacco prevention prior fo 1999

and the MSA.?> The Massachusetts Tobacco
Cessation and Prevention Program (MTCP)
was formed in 1993 and has been funded
largely by tobacco excise tax revenues. The
comprehensive program confinues fo include
evidence-based activities, such as mass-reach
media campaigns, community-based services,
inferventions aimed at high-risk groups, health
professional fraining, and quitline services.

In 2006, the state began a program to
provide cessafion medications and services
to Medicaid enrollees. The program reached
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37% of beneficiaries who were smokers and

is attributed with a 10% reduction in smoking
among the Medicaid population.” Based on
cost of inpatient admissions for cardiovascular
conditions alone, the program saved an
estimated $571 per patient for the state
Medicaid program, or a $2.12 return-on-
investment for every $1.00 in program costs.”

Overall, Massachusetts’ adult cigarette
smoking rate dropped by 32.5% from 1998

tfo 2010, and an additional 8.8% from 2011 to
2013. As of 2013, only 16.6% of Massachusetts
adults were current smokers, ranking in the top
(best) quartile of states. The state was also in
the top quartile for youth tobacco use.

Arizona: Long record of prevention

investments

Arizona started early and has sustained
relatively high investments in tobacco
prevention and control programming. Arizona
has the 11th highest cigarette tax in the US
($2.00), although this rate has not increased in
almost a decade.”

Arizona's comprehensive tobacco control
program, Tobacco Free Arizona, was formed in
1994, nearly five years before the MSA. Arizona
passed Proposition 204 in 2000, dedicating

the entirety of the state’s MSA payments to
the Arizona Health Care Cost Containment
System, the state Medicaid agency.” In 2002,
a ballot proposition established the Tobacco
Products Tax Fund, which set aside specific
porfions of tolbacco tax revenues for tobacco
control and other health activities.'®

The activities and per capita spending by the
Tobacco Free Arizona program were strongly
correlated with a reduction in cigarette
consumption in the state from 1994-2004.'°
Program spending through 2004 was also
associated with healthcare savings amounting
to approximately 10 times the cost of the
program to that point.'®?

Presently, Arizona spends a relatively high
amount on tobacco prevention, compared to
other states. With 2015 appropriated spending
at 28.9% of CDC's recommended spending
levels for the state, Arizona ranks 17th in the
u.s.1o

Cadlifornia: Comprehensive approach

to changing social norms

California’s strategy has been somewhat
different. Compared to other states with large
tobacco use declines and very low current
tobacco use rates, California’s cigarette tax
rate is low ($0.87). Furthermore, the state has
taken a different tact with its tobacco conftrol
program, focusing efforts on a comprehensive
program that aims specifically to “change the
social norms around tobacco use.”'%4

A 1988 ballot inifiative established the
California Tobacco Control Program (CTCP),
making California the first state in the U.S. with
a comprehensive tobacco control program.'%
The CTCP is sfill active today, funded by a
dedicated portion of the state cigarette tax.
This makes California one of only 11 states
currently dedicating tobacco tax revenue to
prevention and cessation expenditures.’®

Because of its focus on changing social
norms, CTCP initiatives center on community
mobilization and education efforts, and
include programs aimed at sub-populations
with higher tobacco use, like those in rural
areas and groups with lower socioeconomic
status.'” The CTCP also engages mass-reach
communication campaigns not only on the
dangers of smoking and secondhand smoke,
but also on the tactics and influence of the
tobacco industry.'® California was also one
of the first states to conduct public education
campaigns on e-cigarettes.

California’s adult smoking rates have declined
by half since the program’s initiation, and

lung cancer incidence declined four tfimes
faster than in the rest of the country from 1998
to 2007.'% Heart disease mortality has also
declined faster in California than the rest of the
U.S. since the program began.!"® Healthcare
expendifure savings from the first 10 years of
the CTCP is estimated at $134 billion.'"

Although California did not choose some of
the more common policy solutions, it has been
a leader in implementing multiple evidence-
based practices, serving high-risk populations,
and in longevity of programing (27 years and
counting).



Part 2. Policy implications

After some success in reducing fobacco use rates in the decade following the MSA, Ohio is now
lagging behind most other states. Smoking and secondhand smoke exposure are associated
with many of Ohio’s most pressing health policy challenges, including infant mortality, rising
Medicaid costs and high rates of chronic disease, such as diabetes. Reducing tobacco use

is a powerful way to improve health and control healthcare costs, with benefits ranging from
reductions in hospitalizations for cardiovascular conditions and asthma in the short-term, to
reductions in cancer deaths in the longer-term.

With decades of research on what works to reduce tobacco use, policymakers have a menu
of several evidence-based strategies from which to choose. Ohio is already employing many
of the evidence-based approaches recommended by the CDC. However, the scope and
intensity of these activities in recent years appears to be inadequate to produce the desired
results. Strategically focusing on several of the following state-level policy options would likely
have significant impact on improving health outcomes and controlling healthcare costs.

Policy options that send a strong message that tobacco use

is harmful

* Increase the cigarette tax and taxes on other tobacco products. Effects are proportional
to the size of the price increase, so the higher the tax increase, the greater the impact on
tfobacco use. This approach is particularly effective for preventing youth initiation and
reducing tobacco use among people with low incomes.

* Increase scope and intensity of media campaigns, including campaigns that motivate
tobacco users to quit and seek cessation support, as well as youth counter-marketing
activities that prevent teens from starting in the first place. Design messages to reach specific
populations, such as pregnant women, Appalachian counties, people with disabilities, low-
income Ohioans, Hispanic youth, LGBT community, etc.

e Raise the legal age to purchase tobacco to 21. Emerging evidence suggests that this
approach would likely delay inifiation of tobacco use among adolescents and young adults
and eventually reduce the overall prevalence of tobacco use. Because this policy affects
young adults, it is an important tool for reducing maternal tobacco exposure and improving
birth outcomes.

Policy options that scale up and enhance access to cessation

services

* Increase funding for cessation strategies. For example:

o Increase awareness and use of cessation coverage among healthcare providers,
Medicaid enrollees, state employees, and Ohioans with private health insurance
coverage.

> Expand Quit Line eligibility and capacity (see below).

o Train and support additional Tobacco Treatment Specialists to provide cessation services
in a variety of clinical and community settings.

o Implement culturally competent programs designed to reach communities with higher
rates of tobacco use and secondhand smoke exposure, and poor birth outcomes.

¢ Increase use of the Ohio Quit Line. For example:

o Recruit new members to the Ohio Tobacco Collaborative, a public-private partnership
that provides commercial insurance carriers, employers, and third party administrators
with access to the Ohio Tobacco Quit Line af reduced rates.

o Change eligibility requirements to allow more Ohioans access to the Quit Line.

o Increase marketing and targeted outreach to populations with high rates of tobacco
use.

o Integrate Quit Line referrals into Electronic Health Records.

¢ Monitor compliance of private health insurance plans with cessation coverage requirements.
Ensure that Ohioans are able to make use of effective counseling services and medications
that are required to be covered by health insurance.

¢ Improve cessation benefits for state employees. Reduce barriers, such as co-pays and
annual limits on quit attempts.
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Policy options that integrate tobacco cessation into healthcare

system reform

Ohio policymakers are currently seeking ways to improve the Medicaid program and behavioral
health system. Given the high rates of tobacco use among Medicaid enrollees, pregnant
women and Ohioans with mental iliness, strategic delivery of evidence-based tobacco services
should be integrated into these efforts.
¢ Incorporate tobacco cessation into Medicaid modernization. For example:
> Include reporting of performance on tobacco cessation metrics in managed care and
provider contracts.

> Increase awareness and use of cessation coverage among providers and enrollees.

> Provide incentives for enrollees to quit.

> Remove all barriers to cessation (such as co-pays and prior authorizations).

> Focus efforts to reduce maternal and youth tobacco use in communities with poor birth
outcomes.

* Incorporate tobacco cessation into behavioral health system redesign. For example:
> Include tobacco cessation metrics in future outcome measurement or value-based

purchasing systems.
> Investin research, evaluation and technical assistance on effective cessation strategies
for people with mental illness and addiction.

* Incorporate tobacco cessation into other payment and delivery design efforts, such as
Patient Centered Medical Homes (PCMHs) and Accountable Care Organizations (ACOs). For
example:
> Include tobacco cessation performance metrics in contracts.
> Institutionalize cessation interventions as a routine part of primary care.
> Increase use of reminder systems that prompt providers to deliver or refer to cessation

services.

Policy options that strengthen Ohio’s tobacco prevention and control

infrastructure

* Invest in staffing for the Tobacco Free Ohio Alliance. Strengthen Ohio’s "backbone”
organization so that it can more effectively lead and coordinate state and local-level
partners.

* Release and promote a sirategic plan that provides a clear vision for how Ohio will
implement a comprehensive tobacco prevention and confrol program based on CDC
recommendations.

* Fund research and evaluation on cessation for specific populations, fobacco 21, e-cigarettes
and other emerging issues.
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Next steps: Tobacco measurement accountability map

In the coming weeks, HPIO will release an accountability map describing how
tobacco-related measures are tracked in Ohio and to identify mechanisms in place o
increase accountability for improving tobacco-related outcomes. Information for the
accountability map was gathered through document review and information requests.

HPIO has reached out to various state agencies, associations, and individuals in Ohio
representing:

Office of Health Transformation

Ohio Department of Health

Ohio Medicaid

Ohio Department of Mental Health and Addiction Services

Ohio Commission on Minority Health

Ohio Department of Education

Ohio Public Employees Retirement System

Ohio Department of Administrative Services

Local health departments

Health insurers (plans)

Healthcare providers

Regional health initiatives

Through document review and information requests, HPIO gathered answers to the
following questions:
Are tobacco-related measures being tfracked or reported by this entity?2
What are the specific tobacco-related measures being tracked and/or reported?
Who is reporting on these metrics?
To what entity are these metrics being reported?
Is reporting required or voluntary?
How frequently are the outcomes reported?
Is reporting tied to any accountability mechanism? For example, is it required for
funding, payment or accreditation?
For which populations are the outcomes being reported?
Are outcomes reported so that data is available at a sub-population level (e.g. age,
race, ethnicity, income level)?
. Are outcome results available publiclye If so, how can the public access this data?
. Are there benchmarks or targets related to these tobacco measures that are
required to be met by an external organization or a publicly disseminated plan?
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