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State policy options to reduce tobacco
use and secondhand smoke exposure

The 2017 HPIO Health Value Dashboard identified adult smoking and child secondhand smoke
exposure as two of Ohio’s greatest health challenges. This fact sheet highlights effective strategies to
reduce tobacco use.

Health outcomes : Healthcare costs

» Ohio has higher tobacco use rates . 42 percent of working-age Ohio
than most other states, ranking 43 : Medicaid enrollees were current
for adult cigarette smoking' and 49 : smokers in 2015.3
for secondhand smoke exposure for :  * Researchers estimate that 15
children.? : percent of U.S. Medicaid costs are

» Tobacco use and secondhand smoke attributable to cigarette smoking.*
exposure contribute to infant mortality, : e It costs employers an estimated
heart disease, cancer, diabetes and : $5,816 more per year to employ a
many other health problems. : smoker than a non-smoker, including

: healthcare and other costs.’

Evidence-based prevention strategies relevant to state policy

Increase unit price for tobacco products *

Ohio status Policy options

Excise tax rate on traditional cigarettes * Increase excise taxes on any or all

¢ Ohio's cigarette tax was increased by $0.35in 2015 and of the above products and/or allow
is now $1.60 per pack, similar to the national average of local municipalities to do so. Impacts
$1.61 per pack.t on tobacco use are proportional fo

the size of the price increase.
Excise tax rates for other tobacco products and e-cigarettes | ® Revise Ohio’s minimum price law to
e Little cigars: 37 percent of wholesale price’” prohibif the use of price discounting
e Other tobacco products: 17 percent of wholesale price tactics.

(unchanged since 1993)8
* Electronic smoking devices and nicofine liquid: None

Media campaigns (mass-reach health communication interventions)

Ohio status Policy options

* The Ohio Department of Health (ODH) manages mass Increase investment in mass media
media campaigns delivered via TV, radio, social media, campaigns cimed at adults and/
etfc. The Centers for Disease Confrol and Prevention or youth. Evidence suggests that
(CDC) funds and implements the national “Tips for Former | adult-focused cessation campaigns
Smokers” campaign in Ohio. have the greatestimpact on smoking

* Ohio spent approximately $1.2 milion on media prevalence and medical costs.

campaigns in SFY 2016;” the CDC-recommended level of
investment for Ohio is $14.4 million.°



http://www.hpio.net/2017-health-value-dashboard/

Evidence-based prevention strategies relevant to state policy (cont.)

Quitline interventions (including mobile phone a

nd internet-based

interventions) *

Ohio status

* The Ohio Tobacco Quit Line, which provides quit
coaching and nicotine replacement therapy, is highly
effective for those who can access it, but utilization is
much lower than in most other states.'?

* Access to Ohio's Quit Line is not universal. Many privately-
insured Ohioans do not have access fo the Ohio Quit Line.

e As of July 1, 2016, all Medicaid and Medicare enrollees
are eligible to enroll in the Quit Line.

Access to cessation counseling and medication (in

Policy options

* Remove all barriers to use of the Quit
Line.

* |Invest state dollars to expand
awareness, use and capacity of the
Quit Line.

cluding reduction in

out-of-pocket costs) *

Ohio status

¢ While most adult smokers enrolled in Medicaid report that
they want to quit,'® a national study estimated that only
14% of Ohio adult smokers who received Medicaid had
used tfobacco cessation medications in 2013.'

e It is unclear what proportion of privately-insured smokers
have received cessation services, but evidence suggests
uneven coverage by commercial insurance plans.'

Policy options

Launch a high-intensity effort to

increase cessation services by

healthcare providers, with particular
emphasis on Medicaid enrollees and
state employees:

* Require reporting of performance
on tobacco cessation metrics in
Medicaid managed care and
provider contracts

e Remove barriers such as co-pays,
prior authorizations and quit attempt
limits

 Offer quit incentives

* Raise awareness of cessation
coverage among providers and
tfobacco users

* Monitor compliance of private
health insurance plans with
cessation coverage requirements

Smoke-free policies

Ohio status

* Ohio has a comprehensive smoke-free workplace law in
place.

¢ In 2014, 81 percent of Ohioans reported that they
approved or strongly approved of this law.'¢

* =Likely to reduce health disparities (The Community Guide a
indicated that the strategy is likely to decrease disparities, inclu

Policy options

* Maintain and enforce Ohio’s smoke-
free workplace law, including
prompt collection of fines for
violations.

 Support 100 percent tobacco-free
school and college campuses and
smoke-free multi-unit housing.

nd/or What Works for Health have
ding racial/ethnic, socioeconomic,

geographic or other disparities, based upon the best available evidence.)

See Evidence Inventory publication for details and additional strategies


http://www.healthpolicyohio.org/wp-content/uploads/2016/04/TobaccoInventory.pdf

Comprehensive tobacco control program

The CDC recommends that states have a comprehensive tobacco control program that includes the
activities listed on pages 1 and 2, along with surveillance, evaluation and support for local codlitions.
Ohio has these components in place, although the state’s investment is far below the amount
recommended by CDC fo support an effective program (see chart).

Ohio’s investment in comprehensive tobacco control (in millions)

$132 $132 $132

I C D C recommended annual investment!’

$92 $92 $92

CDC minimum annual investment'®

$14.2 S$15.5

$9.8
Ohi dit - 11.8% of recommended amount
io expenditures
(budg‘e:,fed amount)

SFY 2015 SFY 2016 SFY 2017

Note: Ohio expenditures include state and federal tobacco prevention and control expenditures. Does not include
Medicaid spending.
Sources: American Lung Association'

Our approach

To identify the strategies in this publication, HPIO developed an Evidence Inventory summarizing
the following research reviews:

* The Guide to Community Preventive Services (CDC)

e US. Preventive Services Task Force Recommendations (Agency for Healthcare Research and
Quality)

* What Works for Health (County Health Rankings and Roadmaps)

HPIO selected strategies from the Evidence Inventory to include in this fact sheet that met the
following criteria:

« Strong evidence for reducing tobacco use and secondhand smoke exposure

* Relevant to state policy and actionable by state legislators and/or state agency leaders

* Timely opportunity for our state given Ohio’s cumrent status

To learn more about what works to prevent tobacco use, see the HPIO Evidence Inventory and
policy brief, The State of Tobacco Use Prevention and Cessation in Ohio.


http://www.healthpolicyohio.org/wp-content/uploads/2016/05/TobaccoInventory.pdf 
http://www.healthpolicyohio.org/wp-content/uploads/2016/05/TobaccoInventory.pdf 
http://www.healthpolicyohio.org/the-state-of-tobacco-use-prevention-and-cessation-in-ohio/
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How can we improve health value in Ohio?

The 2017 HPIO Health Value Dashboard identifies areas in which Ohio’s performance is worse ®
than most other states, including: 20/ >

e Adult smoking ¢ Food insecurity HGQ/II;

¢ Secondhand smoke exposure for * Drug overdose deaths VQ/Ue

children
¢ Cardiovascular disease

¢ Infant mortality

nealth poticy sttut® otonite

This fact sheet is part of a series of tools that comprise the Guide to Improving Health Value. HPIO will
continue fo add tools on specific health challenges throughout 2017. All publications can be found
at: hitp://bit.ly/1VVBPkH

HPIO's Guide to Improving Health Value provides policymakers, community health improvement

planners and philanthropy with the best-available sources of evidence for what works to address
many of these challenges.
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