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EXECUTIVE SUMMARY

Smoking is a critical women’s health issue. The leading
cause of preventable death in the United States, smoking
kills over 178,000 women each year. In addition, smoking
results in women losing more than 2 million years of life
due to premature death every year. Smoking is the primary
cause of lung cancer, the leading cancer killer of women,
and is also a primary risk factor for cardiovascular disease,
the leading overall killer of women.

Despite these deadly health consequences, smoking rates
among women and girls are far too high, and many women
and girls who do not smoke are exposed to second-hand
smoke at work and at home. Adding insult to injury, the
tobacco companies continue to target women and girls
through advertising and promotions. Moreover, many
women who want to quit smoking are hampered by a lack
of access to smoking cessation treatment.

Women and Smoking: A National and State-by-
State Report Card—A Wake-Up Call

Women and Smoking: A National and State-by-State Report
Card demonstrates that much stronger action is needed at
the federal and state levels to reduce tobacco use among
women and girls across the United States. Specifically, the
Women and Smoking Report Card provides and evaluates
data, by state and for the nation as a whole, on selected
health status and health policy indicators related to

smoking, major smoking-related diseases, and access to
cessation services among women and girls. The Reporr Card
assesses the nation’s progress or lack thereof, state by state, in
reaching key benchmarks related to the status of women’s
health as it pertains to smoking. These benchmarks are drawn
primarily from the ten-year national health objectives set by
the U.S. Department of Health and Human Services’ Healthy
People 2010 prevention agenda, which identifies the most
significant preventable threats to health and establishes
national goals to reduce these threats. The Report Card also
evaluates state policies and programs needed to meet those
goals. Through its national and state-by-state evaluation of
both smoking-related health status data and health policies,
the Women and Smoking Report Card builds upon Making the
Grade on Women's Health: A National and State-by-State Report
Card, which addresses smoking as part of a comprehensive
assessment of women'’s overall health.

Structure of the Report Card

Following this executive summary in Chapter I, Chapter II
presents background information on women and smoking to set
the context for the status and policy indicators in the national
and state report cards. Chapter III contains the national and
state report cards as well as the federal policy agenda. Chapter
IV includes descriptions of the indicators evaluated, their data
sources and methodology, and the data sources for the
demographic information provided in each report card.
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Overall State Rankings and Grades

Alphabetical Order Rank Order

State Rank*  Grade* State Rank*  Grade*
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Alabama 36 F Utah 1

Alaska 37 F Hawaii 2

Arizona 11 U Massachusetts 3 U
Arkansas 48 F Minnesota 4 U
California 7 U Connecticut 5 V)
Colorado 8 U District of Columbia 6 U
Connecticut 5 U California 7 U
Delaware 31 F Colorado 8 U
District of Columbia 6 U Maryland 9 U
Florida 19 F New Jersey 10 U
Georgia 28 F Arizona 11 U
Hawaii 2 S- Idaho 12 U
Idaho 12 U New York 13 F
lllinois 25 F Vermont 14 F
Indiana 46 F Nebraska 15 F
lowa 30 F Rhode Island 16 F
Kansas 17 F Kansas 17 F
Kentucky 50 F New Mexico 18 F
Louisiana 38 F Florida 19 F
Maine 33 F Oregon 20 F
Maryland U Virginia 20 F
Massachusetts 3 U Wisconsin 22 F
Michigan 34 F South Dakota 23 F
Minnesota 4 U North Dakota 24 F
Mississippi 41 F lllinois 25 F
Missouri 43 F Washington 26 F
Montana 85 F Texas 27 F
Nebraska 15 F Georgia 28 F
Nevada 50 F New Hampshire 29 F
New Hampshire 29 F lowa 30 F
New Jersey 10 U Delaware 31 F
New Mexico 18 F Pennsylvania 32 F
New York 13 F Maine 88) F
North Carolina 40 F Michigan 34 F
North Dakota 24 F Montana 35 F
Ohio 44 F Alabama 36 F
Oklahoma 45 F Alaska 37 F
Oregon 20 F Louisiana 38 F
Pennsylvania 32 F South Carolina 39 F
Rhode Island 16 F North Carolina 40 F
South Carolina 39 F Mississippi 41 F
South Dakota 23 F Wyoming 42 F
Tennessee 47 F Missouri 43 F
Texas 27 F Ohio 44 F
Utah 1 S- Oklahoma 45 F
Vermont 14 Indiana 46 F
Virginia 20 Tennessee 47 F
Washington 26 Arkansas 48 F
West Virginia 49 West Virginia 49 F
Wisconsin 22 Kentucky 50 F
Wyoming 42 Nevada 50 F

*Two indicators—Current Smoking, Grades 9-12 and Trying to Quit, Grades 9-12—are not factored into the grades and ranks because consistent data are not available

for all states.
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For the status indicators, the Repors Card provides several
types of information. Each state receives a grade and rank

for the individual status indicators as well as an overall grade

and rank. The grades indicate how close the state is to
meeting the relevant benchmarks, while the ranks illustrate
how the state fares relative to other states. The grades take
into account that the states and the nation still have several
years to achieve the 2010 benchmarks. Similar data is
provided for the nation. (A chart listing the overall state
ranks and grades is on page 2.)

To help states identify what

Smoking rates among women are far too high, with most
states and the nation missing the national goal by a
substantial margin.

* In the United States, 20.7 percent of adult women smoke,
which is far short of the national goal to reduce smoking
among adults to 12 percent. The nation receives a grade of
“Fail” on this indicator.

* Only one state, top-ranked Utah (11.6 percent), meets
the goal to reduce smoking among women to 12 percent
and receives a grade of

they can do to move toward * The nation receives an overall grade of “Fail.” “Satisfacto.ry.” TWO other
the smoking-related & : states, California (14.6
benchmarks, the Repors Card * No state receives an overall grade of “Satisfactory.” percent) and Hawaii (16.6

also provides policy
indicators, which are based
on state statutes, regulations,
policies, and programs that
address the problems
identified by the status
indicators. The policies
identified would help prevent

and reduce smoking generally, |  The vast majority of states receive an overall grade of

and two policy indicators “Fail.”
focus specifically on pregnant

¢ Nine states (Arizona, Idaho, Massachusetts,
Minnesota, California, Colorado, Connecticut,
Maryland, New Jersey) and the District of Columbia
receive an overall grade of “Unsatisfactory.”

percent), receive a grade of

* Only two states (Hawaii and Utah) receive an overall “Satisfactory Minus” because
grade of “Satisfactory Minus.” they come close to meeting

this goal. In Nevada, the state
ranked last, 28.5 percent of
women smoke, and 35 other
states join Nevada in receiving

a failing grade.

Neither the nation nor any
state meets the national goal
Jor reducing smoking during

women given the special * Of the 11 graded status indicators’ benchmarks, none espite th
dancers smokine poses durin were met by all of the states or the District of P regnancy, fesp ie tise
g gp g Columbi serious associated health
pregnancy. In contrast to the olumbia. ;
risks.

status indicators (where basic
data were available, although

* No state receives a “Meets Policy” on all ten policy

* Nationwide, 12.2 percent of

; . indicators.
with serious gaps), the absence women smoke during
of consistently collected policy | e Maine leads the states in terms of strong policies, pregnancy. Therefore, the
data precluded meaningful receiving a “Meets Policy” on seven of the ten policy nation does not meet the
comparisons of the states and indicators. California, Massachusetts, Minnesota, national goal to reduce
made grading problematic. New York, and Rhode Island are not far behind, with smoking among this
The Report Card therefore each receiving a “Meets Policy” on five of the ten population to no more than
evaluates the strength of the policy indicators. one percent and receives a

policies, but does not grade

them, and policy indicators

are not factored into states’ overall grades and ranks. In
addition, the Report Card provides a list of recommended
federal tobacco control policies.

Report Card Findings

Most states and the nation overall fall far short of the
nation’s goals for reducing smoking among women and
girls. In addition, neither the states nor the federal
government have adopted strong tobacco control policies
to help them meet these goals.

grade of “Unsatisfactory.”
Moreover, the percentage
of pregnant women who smoke is probably even higher
because these data come from birth certificates, which
are known to produce underestimates of smoking rates.
Estimates from survey data suggest that up to 22 percent
of pregnant women smoke.

* While no state meets the national goal, the District of
Columbia receives a grade of “Satisfactory Minus” because
it comes close (2.6 percent), as do seven other states. West
Virginia ranks last, with 26.3 percent of pregnant women
smoking, and 22 other states join West Virginia in
receiving a failing grade.
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Percentage of Adult Women who Smoke

State, by rank order

California

Hawaii

Arizona
Minnesota
Maryland

District of Columbia
Massachusetts
Kansas
New Jersey
Oregon
Nebraska
Connecticut
Florida

Idaho

North Dakota
Washington
lowa
Virginia

New Mexico
Georgia
Vermont

lllinois
Mississippi
New York
Maine

Louisiana
Colorado
Montana
South Dakota
Alabama

South Carolina
Delaware
Rhode Island
Wyoming
Pennsylvania
New Hampshire
North Carolina
Wisconsin
Michigan
Tennessee
Missouri
Arkansas
Oklahoma
Indiana
West Virginia

Kentucky

Neither the nation nor the states have met the challenge
of increasing smoking cessation attempts among women
and ensuring that women have access to cessation advice
and treatment.

* Smoking cessation is critical to improving the overall
health of women and girls, and research shows that
achieving cessation often takes several attempts. Yet
nationally, only 44.9 percent of women tried to quit for
one day or longer during the past year, which is short of
the national goal to increase adult smokers’ cessation
attempts of one day or longer during the past year to

75 percent. Therefore, the nation receives a grade of
“Fail” on this indicator.

* No state meets this goal, and only Hawaii receives a grade
of “Satisfactory Minus” because it comes close (65.2
percent). Nevada ranks last, with only 38.4 percent of
women who smoke attempting cessation for one day or
longer during the past year, and the overwhelming
majority of states—46 and the District of Columbia—
join Nevada in receiving a failing grade.

* Physicians’ advice to women to quit smoking has been
shown to increase cessation rates. The great majority of
women who smoke see a physician each year, yet across
the nation, only 61 percent of women who smoke report
receiving smoking cessation advice by a physician in the
last year, which is short of the goal to increase the
percentage of smokers so reporting to 75 percent. The
nation thus receives a grade of “Unsatisfactory” on this
indicator.

* Only one state, top-ranked Rhode Island (75.7 percent),
meets this goal and receives a grade of “Satisfactory.”
North Dakota ranks last (43.8 percent), and 18 other
states join North Dakota in receiving a failing grade.

* Seventeen percent of women in the United States are
uninsured and therefore may not have access to either
physicians” advice to quit smoking or smoking cessation
treatment. The nation thus is not meeting the national
goal to reduce the percentage of people without health
insurance to zero and receives a grade of “Fail.”

* While no state meets this goal, Wisconsin receives a grade
of “Satisfactory Minus” because it comes close (8 percent),
as do two other states, Minnesota (8.6 percent) and Rhode
Island (8.7 percent). New Mexico ranks last, with 29.5
percent of women uninsured, and 23 other states join
New Mexico in receiving a failing grade.

Second-hand smoke exposure poses serious health risks to
women, and the percentages of work and home policies

prohibiting smoking fall short of the national goals.

* Exposure to second-hand smoke increases the risks for
lung cancer and heart disease, among other serious health
consequences. Yet nationally, only 74.1 percent of women
report having a worksite policy prohibiting smoking in
indoor areas. Only 64.5 percent of women report having
a rule that smoking is not allowed in the home. These
figures miss by a substantial margin the benchmarks
to increase the percentages of work and home bans to
100 percent, and the nation receives a grade of “Fail”
on both of these indicators.

WOMEN AND SMOKING REPORT CARD
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* Compounding this failure at the national level, no state
meets these goals. Top-ranked Utah receives a grade of
“Satisfactory Minus” because it comes close to meeting the
goals for the percentages of women reporting a work ban
(87.6 percent) and home ban (84.1 percent). Nevada ranks
last in the percentage of women reporting a work ban (56
percent), and 40 other states and the District of Columbia
join Nevada in receiving a failing grade. Kentucky ranks
last in the percentage of women reporting a home ban
(43.1 percent), and 43 other states and the District of
Columbia join Kentucky in receiving a failing grade.

Women who smoke greatly

coronary heart disease death rate of 93.9 per 100,000).
The nation receives a grade of “Unsatisfactory” on this
indicator.

* No other state meets Hawaii’s benchmark rate for
coronary heart disease deaths among women. Alaska
receives a grade of “Satisfactory Minus” because it comes
close to meeting this goal (94 deaths per 100,000
women), as do 14 other states. New York ranks last, with
220.7 deaths per 100,000 women, and 22 other states and
the District of Columbia join New York in receiving a
failing grade.

increase their risks for
serious diseases, and the
nation and the states fall

Ranges Among States and the District of
Columbia for Selected Status Indicators

Only seven state Medicaid
programs cover comprehen-
sive smoking cessation

far short of the national Current Smoking, Adults (%)

treatment, and no state

Utah

1.6 requires private insurers

goals to reduce deaths

Nevada

285 to cover such treatment.

among women from lung

cancer, the leading cancer Smoking During Pregnancy (%)

¢ The U.S. Public Health

killer of women, and heart District of Columbia

disease, the leading overall West Virginia

killer of women. Trying to Quit, Adults (%)

Hawaii

* Smoking is the primary Nevada

2253 Service’s Clinical Practice
Guideline, Treating
Tobacco Use and

gx Dependence, recommends

cause of lung cancer, the
leading cancer killer of

Lung Cancer Death Rate (per 100,000)

that all insurance plans
cover smoking cessation

Utah

17.7 medications and

women. Nationwide, the Nevada

lung cancer death rate
among women is 40.7 per

Coronary Heart Disease Death Rate (per 100,000)

100,000, which is far short s

55.8 .
counseling. Lack of such
coverage for smoking

93.9 cessation treatment is a

220.7

New York
of the goal to reduce lung
cancer deaths among

barrier to quitting,
particularly for low-

women to that of the state

with the current lowest rate (Utah, with a female lung
cancer death rate of 17.7 per 100,000). Thus, the nation
receives a grade of “Fail” on this indicator.

No other state meets Utah’s benchmark rate for lung
cancer deaths among women. Hawaii receives a grade of
“Satisfactory Minus” because it comes close (27.8 deaths
per 100,000). Nevada ranks last, with a lung cancer death
rate among women of 55.8 per 100,000, and 39 other
states and the District of Columbia join Nevada in
receiving a failing grade.

Smoking also greatly increases the risk for cardiovascular
disease, the leading overall killer of women. Nationally, the
coronary heart disease death rate among women is 164.6
per 100,000, which is short of the goal to reduce coronary
heart disease deaths among women to that of the state
with the current lowest rate (Hawaii, with a female

income women, who have
higher smoking rates than women in general. While some
of the lowest-income women rely on Medicaid, only seven
state Medicaid programs cover all three forms of smoking
cessation treatment: (1) over-the-counter medications,
(2) prescription medications, and (3) cessation counseling.
Sixteen state Medicaid programs cover none of these
categories of treatment.

* No state requires private insurers to cover comprehensive
smoking cessation treatment.

Almost half of the states do not have telephone quitlines,
despite their demonstrated effectiveness.

* Telephone-based smoking cessation counseling services,
called “quitlines,” have been shown to be effective,
particularly for low-income and rural communities that
typically do not have access to cessation services. Yet only
32 states have telephone quitlines.
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Only five states have comprehensive laws prohibiting
smoking in indoor sites, which prevent exposure to
second-hand smoke and reduce overall smoking.

* States can help prevent exposure to second-hand smoke
and generally reduce smoking by prohibiting smoking in
indoor sites, including government and private worksites,
schools, day care centers, health care facilities, and other
places of public access. Yet only five states (California,
Delaware, Maryland, New York, and Vermont) have
strong laws that prohibit smoking in almost all indoor
sites. Twenty-four states either have no laws prohibiting
smoking in indoor sites or have laws that offer little
protection from second-hand smoke.

Only five states have a cigarette excise tax of at least
81.50 per pack of 20 cigarettes, a measure that could
dramatically reduce smoking, particularly among youth.

* Research shows that increasing the excise tax on cigarettes
is one of the most effective ways to reduce smoking,
particularly among youth. Yet only five states
(Connecticut, Massachusetts, New Jersey, New York, and
Rhode Island) have a cigarette excise tax of at least $1.50
per pack of 20 cigarettes. Eighteen states have an excise
tax of 49 cents or less per pack of 20 cigarettes.

Only four states fund comprehensive tobacco control pro-
grams annually at the CDC’s minimum recommended
Sfunding levels.

* States that have aggressive tobacco prevention programs
with significant resource allocations show greater decreases
in tobacco use than do states that are not allocating
significant resources to tobacco prevention. Yet only four
states (Maine, Maryland, Minnesota, and Mississippi)
fund comprehensive tobacco control programs annually
(through tobacco settlement funds or excise taxes) at levels
that fall within the CDC’s recommended ranges for those
states. Three states (Michigan, Missouri, Tennessee) and
the District of Columbia have not committed any such
funds to a comprehensive tobacco control program.

The federal government has not adopted strong policies
to prevent and reduce smoking among women and girls.

* Stronger federal policies that regulate tobacco, promote
cessation, monitor Internet sales, and fund research and
data collection, among others, are critical to the reduction
of tobacco use among women and gitls.

The nation and the states could do much more to meet

the national goals to prevent and reduce smoking and its
harmful effects among women and girls. Too few states have
strong smoking cessation policies, second-hand smoke laws,
excise taxes, and tobacco prevention programs that could
help them meet these goals. This serious women’s health
issue deserves and requires much greater attention.

Number of States Receiving “Meets Policy” on Policy Indicators

Indicators

Does the state offer smoking cessation counseling
through a telephone quitline?

Does the state offer pregnancy-specific smoking
cessation counseling through a telephone quitline?

Does the state’s Medicaid program cover
comprehensive smoking cessation treatment?

Does the state’s Medicaid program cover
pregnancy-specific smoking cessation counseling?

Does the state require private insurers to cover
comprehensive smoking cessation treatment?

Does the state have comprehensive laws restricting
second-hand smoke?

Does the state have an excise tax on cigarettes of
$1.50 or more per pack?

Does the state provide funding for a comprehensive
tobacco control program based on the CDC's
minimum recommended funding for that state?

Does the state have a sales rate of tobacco
products to minors that is below ten percent?

Does the state have strong laws restricting youth
access to tobacco?

o

II |
N ~
w
Y

Number of States and the District of Columbia

16
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CHAPTER I

WOMEN AND SMOKING

Smoking is the number one cause of preventable death for
women in the United States, and lung cancer, which is
primarily attributable to smoking, is the leading cancer
killer of women. Yet in 2003, most states and the nation
overall are failing to meet the national goals for reducing
smoking among women and girls, and too few states have
adopted strong tobacco control policies to help them meet
these goals.

This chapter describes the scope of the problem of smoking
among women and gitls, its cost in human lives and
suffering as well as economic costs, factors that lead women
and girls to smoke, the resulting health consequences, the
importance of cessation, factors that affect cessation among
women and gitls, and programs and policies that can help
lower smoking rates.

Smoking Takes a Substantial Toll in Lives Lost
and Economic Costs.

Every year, smoking-related diseases kill more than 178,000
women and cause women to lose more than 2 million years
of life due to premature death. In addition, the economic
costs of smoking are substantial. From 1995-1999, lost
productivity and medical expenses attributable to female
smoking totaled approximately $75 billion each year.!

One study found that about one-half of all long-term
smokers will die of smoking-related diseases. The
majority of deaths due to smoking occur at ages 35-69
years.?

The smoking-attributable costs borne by public health
insurance programs alone are immense. For Medicaid, the
state-federal health insurance program for low-income
people in which about 70 percent of the beneficiaries over
age 15 are women,’ the total estimated smoking-attributable
expenditures for states in 2001 amounted to almost

$12 billion, or about 15 percent of all Medicaid costs.* If
adult smoking rates were reduced by only five percent, the
estimated annual savings to states in terms of Medicaid costs
would be $110 million; if smoking rates were reduced by 50
percent, the estimated annual savings would be $1.1 billion.
Moreover, this figure is an underestimate because it does not
include the total savings that would result in other areas,
such as reductions in the federal share of tobacco-related
Medicaid payments, private insurance costs, out-of-pocket
medical costs, cigarette fire damages, and lost productivity
due to smoking-related illnesses.”

WOMEN AND SMOKING REPORT CARD
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Smoking also results in huge costs for Medicare, the federal
health insurance program that covers Americans aged 65
and older and the permanently disabled, in which the
majority of beneficiaries are women.® In 1997, these
smoking-attributable costs amounted to over $20 billion.”

Medicare does not cover smoking cessation
treatment. In 2002, the Centers for Medicare and
Medicaid Services launched the Medicare Stop Smoking
Project (MSSP) to evaluate smoking cessation treatment
as a potential Medicare benefit. This demonstration
project, which is being conducted in seven states, will
evaluate the impact on quit rates of covering three
different types of smoking cessation treatment:

(1) reimbursement for provider cessation counseling
only; (2) reimbursement for provider cessation
counseling and FDA-approved prescription or nicotine
replacement medications; and (3) a telephone
counseling quitline and reimbursement for nicotine
replacement therapy. Alabama, Florida, Missouri, Ohio,
Oklahoma, Nebraska, and Wyoming were selected as
sites for the project based on their concentration of
fee-for-service Medicare beneficiaries, the prevalence

of older smokers, the ability to divide the state into
four geographic regions, and the absence of statewide
quitlines.® The results of the study are expected in
2004.

Smoking Rates among Women and Girls Are
Too High and Vary Greatly by Age, Race and
Ethnicity, Education Level, and Income.

Despite these staggering costs in lives and to the economy,
more than one in five adult women and more than one in
four high school girls are current smokers." Other tobacco
use—such as cigars, pipes, smokeless tobacco, and bidis"—
is much lower among women and gitls than among boys
and men."

Smoking rates among women and girls vary greatly by a
number of factors, including age, race and ethnicity, level
of education, income, and sexual orientation. Specific
information on smoking among women and girls by
race and ethnicity, age, and education level is provided
in the national and state report cards where available

(See Chapter III).

With respect to age, smoking rates are highest among
women aged 18-24 and 25-44, lower among women aged
45-64 years, and lowest among women aged 65 years and
older.” Girls aged 15-17 years have a higher prevalence of
smoking than girls aged 12-14 years."

By race and ethnicity, the prevalence of smoking is highest
among American Indian/Alaskan Native women, lower
among white and black women," and lowest among
Hispanic and Asian/Pacific Islander women.' In middle
school and high school, smoking among white girls is at
least twice as high as among black girls, and smoking
among Hispanic girls is between the two.” National data

Trends in Cigarette Smoking Among Women (18+)
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Trends in Current Cigarette Use

Hispanic

50 Among White, Black, and Hispanic High School Girls
United States 1991-2001
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*Smoked cigarettes on one or more days in the 30 days preceding the survey.

Source: CDC Youth Risk Behavior Survey.

on smoking among girls of other racial and ethnic groups
are limited, but studies suggest that smoking prevalence is
highest among American Indian high school girls."

By education level, data on smoking among women show
that the higher the level of education attained, the lower the
prevalence of smoking. For example, women with 16 or
more years of education smoke at a rate that is about one-
third that of women with 9 to 11 years of education.” In

terms of income, the prevalence of smoking is higher
among women living below the poverty level (about $8,500
for one person in 1999, the year used in the study®) than
among women living at or above the poverty level.?!

The limited data that exist on smoking among lesbian and
bisexual women suggest that their smoking prevalence is
higher than that of the general population of women.
According to a recent study, almost one-third of lesbians

Trends in Cigarette Smoking*
50 — Among Women Aged 25+ by Education
United States, 1966-2000
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*Estimates since 1992 incorporate some-day smoking.
Source: National Health Interview Surveys, 1996-2000.
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and one-half of bisexual women report current tobacco
use.”? Similarly, research suggests that smoking prevalence
among lesbian and bisexual girls is higher than among
youth in general .’

Smoking Rates during Pregnancy Are Too High
and Vary Dramatically by Age, Race and
Ethnicity, and Education Level.

Despite the clear health consequences of smoking during
pregnancy, which are described below, about 12 percent of
women and girls smoke during pregnancy. It is important to
note, however, that these data come from birth certificates,
which are known to produce underestimates because
pregnant women and girls often conceal their smoking from
their physicians due to the social stigma. Estimates from
survey data suggest that up to 22 percent of pregnant
women and girls smoke.*

The prevalence of smoking

nature of smoking; having lower levels of exercise and sports
participation; and believing that smoking controls weight
and negative moods.”

A good sign: Seventy-two percent of high school senior
girls say they prefer to date nonsmokers—an important
indicator of girls’ attitudes towards smoking in general.*®

In addition, environmental factors, such as the accessibility
of cigarettes, their price, and the advertising and promotion
of tobacco products also affect smoking initiation.”” The
tobacco industry has used cigarette advertising and
promotion in particular to target women and gitls (see pages
12-13) and other specific populations. Tobacco companies
also have a strong presence in various ethnic communities
through support for the arts and sporting events.”
Moreover, targeted tobacco

during pregnancy varies
dramatically by age, race and
ethnicity, and education level

Prevalence of Smoking During Pregnancy by
Race/Ethnicity Subgroups

marketing relying on
positive and culturally
significant images often

in patterns similar to those White

described above for smoking Black

American Indian/Alaskan Native

among women and girls L -
Asian/Pacific Islander: Total

generally.” For example,

-Chinese
smoking during pregnancy -Japanese
among women with 9-11 -Hawaiian

. . -Filipino
years of education is about Otter

15 times higher than among Hispanic: Total

women with 16 or more Mexican
years of education.” dilertolRican
- Cuban

- Central and South American

Many Personal, SOCiaI, - Other and Unknown Hispanic

132 invisible in other advertising
9.1 (such as ads showing well
20.0 dressed and |

28 ressed and apparently

0.6 affluent African Americans
4.2 in ski resort settings) has

14.4 . .

. contributed to positive

25 relationships with minority
3.5 communities.” These factors
24 may contribute to positive
10.3 . .

a3 feelings ab.out smoking

15 among various groups and
7.4 thereby influence use.*

Environmental, and
Cultural Factors
Influence Smoking

data on birth certificates.
among Women

Source: J.A. Martin and others, “Births: Final Data for 2000,” National Center for
Health Statistics, National Vital Statistics Report 50 (February 12, 2002), 55-56, Table
24, available at http://www.cdc.gov/nchs/data/nvsr/nvsr50/nvsr50_05.pdf.

NOTE: Data for California are not included because the state does not report these

There is limited information
about racial and cultural
differences in attitudes and
social factors regarding

and Girls.

A complex set of personal, social, environmental, and
cultural factors influences smoking among women and girls.
Studies reveal the following as personal and social risk
factors for smoking: having parents or friends who smoke;
having weaker attachments to family and stronger
attachments to friends; having a weaker commitment to
religion or school; being a risk taker and rebellious;
perceiving smoking to be more common than it is; having
less knowledge of the health consequences and addictive

smoking. As noted above,
smoking is highest among American Indian/Alaskan Native
women, lower among white and black women, and lowest
among Hispanic and Asian/Pacific Islander women. Despite
lower rates of smoking among some racial and ethnic
groups, stress or depression brought on by factors such as
prejudice, racial discrimination, and limited English
proficiency may affect smoking initiation, maintenance, and
failed cessation.”

In addition, group differences such as type of cigarettes
smoked, age of smoking initiation, and the role of tobacco
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in tradition, religion, culture, and history play an important
role in smoking rates. The following section describes some
of the history, culture, and traditions regarding smoking for
major U.S. racial and ethnic groups. With changes in
socioeconomic status and acculturation, relative differences
among racial/ethnic groups will probably change over time.

American Indians and Alaskan Natives

The role of tobacco varies greatly among American Indian
and Alaskan Native subgroups and geographic regions.
Traditional ceremonies involving sacred tobacco are an
important part of some Native American practices, although
inhaling tobacco smoke is not a ceremonial use of tobacco.
Historically, enemies signaled the end of war with the
exchange of a “peace pipe,” another positive cultural symbol
associated with tobacco. Tobacco also played an important
role in trade among tribes and with European explorers in
the 1700s. Some tribes no longer associate tobacco use with
cultural practices, while in others, tobacco is still given as a
gift at important gatherings, to honor healers, and to
celebrate events.*

African Americans

Tobacco was a major crop in the American south during the
period of slavery in the United States. After emancipation,
African Americans continued to work in tobacco farming
and production in large numbers until machines displaced
many workers through the 1900s. It is important to note,
however, that the tobacco industry did not result in raised
overall economic standards for African Americans. Studies
show that, even today, some of the poorest counties in the
south are those where tobacco is a major crop.”

Asian Americans

Tobacco has several positive associations in Asian culture
and history. For example, sharing cigarettes plays an
important role in Asian culture. In China, guests
traditionally give their hosts a carton of cigarettes. Largely
due to American influences, smoking is also associated with
sophistication and wealth in some Asian cultures. Originally
introduced to China by the Dutch in the 17th century,
tobacco is now a major crop in Asia, playing a large role in
the economy of the world’s most populous countries and
leading major western tobacco manufacturers to establish
strong and growing markets there.*

Hispanic Americans

Like Asian countries, Latin countries have long depended
on tobacco as a product of trade. In the U.S., tobacco
companies have depended on Hispanic labor in cigar
production, particularly in factories in Florida. Moreover,

as in Asian communities, tobacco plays an important role in

social exchange in Hispanic communities. Historically,
traditional healers used tobacco in ceremonies. Today,
cigarette smoking among Hispanics in the United States
tends to occur particularly during social activities, with
researchers identifying this as a unique cultural trait.”

Women and girls are particularly likely to smoke to
control weight and negative moods.

Women and girls are more influenced than men and boys
by the desire to smoke to control weight and negative
moods.” With respect to weight, white and Hispanic
women who smoke are more likely than women who have
never smoked to perceive themselves as overweight. Data
reveal no correlation between perceived weight and smoking
status among black women, but black women are less likely
than women of other racial groups to perceive themselves as
overweight, regardless of smoking status.”® Girls are also
more likely than boys to think that smoking controls
negative emotions and to say that they would be tense and
irritable if they stopped smoking. In fact, some studies
suggest that smoking is associated with depression and
anxiety, although the direction of the association and any
gender-specific differences are not clear.”

Smoking Harms the Health of Women and Girls.

Women and girls who smoke greatly increase their chances
of developing cancer, cardiovascular disease, pulmonary
disease, and reproductive health problems, among many
other negative health effects. Use of other forms of tobacco,
including cigars, smokeless tobacco, and products aimed at
youth, like bidis in flavors such as chocolate and cherry, also
has harmful effects.®

Even for women and girls who do not smoke themselves,
exposure to second-hand smoke increases their risks for lung
cancer and heart disease, among other serious health
consequences. The U.S. Environmental Protection Agency,
the National Toxicology Program, the World Health
Organization, and many other prominent agencies have
classified second-hand smoke as a cancer-causing
substance.”

Smoking takes a serious toll on the health of both men

and women, increasing their risks for certain diseases

(e.g., cancers and heart disease). But women have additional
health risks related to smoking.”” This section describes the
general health effects of smoking, with a special focus on
women-specific effects, and highlights the health impact

for specific subgroups of women.
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The Tobacco Industry’s
Marketing of Cigarettes to
Women and Girls

Tobacco companies have targeted women and gitls in
various ways, including creating special brands and types of
cigarettes specifically for them and using marketing themes
suggesting that smoking will make them feel attractive, slim,
and less stressed.” Tobacco companies have also long
advanced the myth that low-tar, low-nicotine brands are less
harmful, and because women tend to be more concerned
with health, they have been especially vulnerable to this
myth.* Long and ultralong cigarettes have been primarily
targeted to women, and as marketing expenditures for them
increased from 29 percent of total spending in 1975 to 40
percent in 1998, the market share for these cigarettes
increased from 25 percent in 1975 to 40 percent in 1998.%
These tactics are revealed in internal tobacco industry
documents that are now publicly available.”

In 2001, expenses for cigarette advertising and
promotion alone totaled $11.2 billion, or more than
$30 million per day.” Unfortunately, state spending

on tobacco prevention in 2003 amounts to only
about six percent of this enormous sum spent by
the tobacco industry to market cigarettes.®

One of the most well-known and successful cigarette
advertising campaigns targeted at women—the Virginia
Slims brand created by Philip Morris—illustrates these
strategies. The name “Virginia” was chosen in part because
it is a “great name for a cigarette with a feminine
personality. It not only has traditional tobacco overtones
[because Virginia is a tobacco growing state], but it
romantically suggests moonlight, gentle breezes, and green
hills.” “Slims” was chosen to emphasize thinness, stating
that it was designed for a woman’s slimmer hands and lips
and was packaged in a slim purse pack. The campaign’s
initial slogan in the 1960s—“You've come a long way,
baby”—capitalized on the growing women’s movement and
claimed that women could have everything, even a cigarette
of their own. Philip Morris also sponsored the Virginia
Slims women’s professional tennis tournament for many

years starting in the 1970s, during which free samples were
given away at stadium entrances and players were not
allowed to publicly oppose cigarette sponsorship. In the
1990s, the Virginia Slims slogan became “It’s a woman
thing,” reflecting the evolution of the women’s movement.
The brand’s “Find Your Voice” campaign followed in 1999,
consisting of print ads that portrayed attractive African
American, Hispanic, Asian, and white women with
accompanying text suggesting that women have different
culturally based needs for self-expression.*

Many popular women’s magazines continue to accept
cigarette ads, and articles on the dangers of smoking in
those publications are still rare. After cigarette advertising
was banned from broadcast media starting in 1971, the
number of cigarette ads in women’s magazines increased
dramatically. A 2000 survey of popular women’s magazines,
such as Glamour, Cosmopolitan, and Vogue, showed that
cigarette ads outnumbered anti-smoking messages (articles,
advertisements, etc.) by ten to one. Moreover, articles about
the health consequences of smoking constituted less than
one percent of all health-related articles in these magazines.”

The “Find Your Voice” ad campaign
for Virginia Slims, from Philip Morris,
circa 1999 featuring women
of various ethnic groups.
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"Women at Work
It is estimated 15,000,000
women are employed in
U.S. industry today.”

When you are wearing a swimsuit,
there is no such thing as
"constructive criticism”

Virginia Slims Ad,
1996

Women and Smoking

"When you're doing a bang-up job,
you want a bang-up smoke..."”

Better Homes & Gardens
March 1943

“Try me

I'll never let you down
I'm your best friend
I am your Lucky Strike”

Ladies Home Journal
August 1935

Tough anti-smoking advertising can be effective. A recent study
in the American Journal of Public Health examined how two anti-
smoking campaigns—the American Legacy Foundation’s “truth”
campaign and Philip Morris’s “Think. Don’t Smoke.” campaign—
affected youths’ attitudes towards tobacco. The study found that
the “truth” campaign increased anti-tobacco attitudes and beliefs
among youth with its hard-hitting, multiethnic TV and print ads.
These ads challenge assumptions about smoking by revealing
smoking statistics and the tobacco industry’s marketing tactics.

By contrast, the “Think. Don't Smoke.” ads, which follow previous
anti-drug campaign practices of advocating a “just say no”
approach, did not resonate with youth. In fact, the researchers
found that “Think. Don’t Smoke.” not only failed to produce
anti-smoking attitudes, but also created more favorable feelings
towards the tobacco industry.
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General Conditions and Diseases

Lung and Other Cancers

Smoking accounts for about 85-90 percent of all lung
cancer deaths, and lung cancer is the leading cause of cancer
death among women in the United States. Women’s lung
cancer death rates have increased over 600 percent since
1950 primarily as a result of smoking.”® Yet 80 percent of
American women believe that

Cardiovascular Disease
Cardiovascular Disease (CVD) is the leading overall cause
of death among women.* Smoking is a key risk factor for
CVD: preventing smoking initiation and smoking cessation
are critical ways to prevent and reduce the effects of CVD.
CVD includes heart disease, stroke, and vascular diseases.®
“Heart attacks™ are one widely known form of CVD, but
because many people associate

breast cancer is the leading
cancer killer of women.> More
women are diagnosed with
breast cancer (211,300
estimated diagnoses in 2003)
than lung cancer (80,100), but

lung cancer kills more women. Lung
This is because the overall Colon
five-year relative survival rate Pancreas
for lung cancer is only 17 Bladder
percent. For breast cancer, Leukemia
the overall five-year relative Kidney
survival rate is 86.6 percent.” Cervix

In the year 2003, an estimated
68,800 women will die of Liver

lung cancer.’® This number is Vulva

greater than the number of Esophagus
women who will die of breast Larynx (VOiCC box)
cancer (39,800), ovarian

Smoking is responsible for approximately 30 percent
of all annual cancer deaths in both women and
men.>® Smoking is also linked to the following cancers
in women, which are listed in order of estimated new
cases among women per year from highest to lowest:>

Oral and Pharyngeal (throat)

heart attacks only with
middle-aged and older men,
women and their health care
providers are often not well-
versed on the symptoms in
women.” Therefore, women
are often misdiagnosed and
care is delayed, resulting in
more severe damage and

deaths.

In addition, women often are
not aware of how high their
risk for having and dying
from CVD truly is and how
that risk is affected by
tobacco use. Only 34 percent
of women surveyed in 2000
correctly identified heart
disease as the number one

cancer (14,300), uterine

cancer (6,800), and cervical cancer (4,100) combined.
Quitting smoking greatly reduces lung cancer risk. One
study estimated the risk of developing lung cancer by age
75 to be 9.5 percent for women who continue to smoke,
5.3 percent for those who quit by 60, and 2.2 percent for
those who quit by 50.”

Pulmonary or Respiratory Disease

Smoking also damages the lungs in other ways. It causes

90 percent of deaths due to Chronic Lower Respiratory
Disease (also known as Chronic Obstructive Pulmonary
Disease (COPD)).® Chronic Lower Respiratory Disease
includes emphysema, chronic bronchitis, and other diseases
that affect lung function and airflow.®" Quitting smoking
has an immediate impact on lung function and reduces

the risk for death from Chronic Lower Respiratory Disease.
While quitting stops the decline of lung function and
serious health risks in smokers, their risk for death from
COPD never returns to the level of those who never
smoked.® One study found that while quitting benefits
both men and women, women make much greater gains in
improved lung function and decreased risk for Chronic
Lower Respiratory Disease when they quit smoking.®

killer of women, up from
30 percent in 1997.% The risk for coronary heart disease in
women who smoke is approximately doubled compared to
nonsmokers and increases with the number of cigarettes
smoked daily.” A woman who smokes is at risk for a heart
attack 19 years earlier than one who does not smoke.”

Fortunately, smoking cessation reduces the risk for coronary
heart disease by 25 to 50 percent, with a substantial
reduction occurring one to two years after quitting.”
Moreover, a recent systematic review confirms that smoking
cessation among patients with coronary heart disease
reduces the risk for death by more than 35 percent, and that
this finding is likely to apply to women as well as to men.
In addition, this same study suggests that quitting smoking
reduces the risk for death at least as much as lowering
cholesterol and taking aspirin and blood pressure reducing
medications.”

Smoking also increases women’s risk for stroke, another
common type of cardiovascular disease.”” About 40,000
more women than men have a stroke each year in the U.S,,
primarily because women live longer and age is a major risk
factor.” Nationally, stroke is the leading cause of premature,
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Annual Deaths Among Women from Smoking
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Sources: (AIDS) HIV/AIDS Surveillance Report, 2000; (alcohol) McGinnis MJ, Foege WH. Review: Actual Causes of Death in the United States. JAMA
1993; 270:2207-12; (motor vehicle, homicide, illicit drugs, suicide) NCHS, vital statistics, 2000; (Smoking) MMWR, SAMMEC, 1999.

permanent disability among working adults, resulting in
the loss of independence for 15 to 30 percent of all stroke
survivors. Just as for coronary heart disease, smoking
cessation reduces the risk for stroke. About 10 to 15 years
after a person stops smoking, his or her risk for stroke
approaches that of someone who never smoked.”

Women’s Conditions and Diseases
Reproductive Health

Contraceptive Use

Smoking while using certain hormonal contraceptives
increases the risks for stroke and heart attack. Risks increase
for those using hormonal methods containing both estrogen
and progesterone, which includes many oral contraceptives
(OCQ), injections, patches, and vaginal rings.”* While OC
users have about the same risk for heart attack as women
who do not use OCs, OC users who smoke have double the
risk of OC users who do not smoke.” These contraceptives
are extremely safe for most women, except for those who
smoke cigarettes.

There is also some evidence that the nicotine in tobacco can
lead to the breakdown of estrogen in oral contraceptives,
making oral contraceptives less effective and increasing the
risk for unplanned pregnancies.”® Adolescents are
particularly vulnerable to this type of contraceptive failure,
given that 40 percent of adolescents aged 12-17 who use
oral contraceptives are smokers, whereas 25 percent of girls

who do not use oral contraceptives are smokers.” Physician
counseling on contraceptive risks and benefits is therefore
a key opportunity to discuss smoking cessation and the
impact of smoking on women’s overall health.

Pregnancy and Maternal, Fetal, and Infant Health

Women who smoke during pregnancy increase the health
risks for themselves and their fetuses and infants. Abruptio
Placentae, the separation of the placenta from the uterine
wall, is associated with smoking and is the leading cause of
maternal and fetal death. Smoking is also associated with an
increased risk for ectopic pregnancy, which can lead to
maternal death. In addition, miscarriage (fetal death before
28 weeks), and stillbirth (fetal death after 28 weeks), are
both associated with smoking and carry an increased risk for
infection and other complications for women.* Moreover,
the negative health impact of smoking on fetuses and
newborns is well-established. Smoking is a risk factor for
premature birth, and 20 percent of low birth weight infants
(under 2,500g or 5.5 pounds) are attributable to smoking.*
Infants born to women who smoke during pregnancy are
more likely to die within 28 days of birth.® Such infants are
also at a greater risk for Sudden Infant Death Syndrome
(the leading cause of death of infants aged one month to
one year), as are infants living in households with smokers.*
Smoking is also associated with reduced breast milk
production and shorter duration of breast feeding,* and
nicotine is present in the breast milk of smokers.”” Cessation
during and after pregnancy can reduce all of these risks.
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Infertility

Smoking can also contribute to delayed conception and
infertility in women,* and studies show lower success rates
for certain infertility treatments among smokers.” Moreover,
because smokers enter menopause one to two years earlier
than nonsmobkers, they experience a shortened period of

fertility.*®

Menopause

Numerous studies have shown that smokers experience
earlier menopause than nonsmokers® and that menopause
increases the risks for conditions such as osteoporosis and
CVD. Additionally, smokers may have more difficulty
managing some symptoms of menopause such as hot
flashes.”

Mental Health

The link between mental health problems and smoking is
still unclear. Research has not identified whether smoking is
the cause of mental health symptoms, or whether smoking
in some way reduces symptoms of some disorders, thus
leading some to smoke as self-medication. What is known
is that depression and anxiety disorders affect twice as many
women as men,” and women and gitls are more likely than
men and boys to smoke to control negative moods.”
Nicotine changes brain chemistry and has a calming effect
for many smokers. Among those aged 18-22, more young
women than young men report this response.” In addition,
smoking is associated with a host of mental health problems
for girls, including attention disorders, depression, panic
attacks, suicidal thoughts, and eating disorders. Treating
underlying mental health problems may be one potential
strategy to reduce smoking among girls, who are far more
likely than boys to report smoking to relieve stress.”

Body Image and Eating Disorders

Women are far more likely than men to have eating
disorders and other dangerous behaviors related to weight
and body image,” and smoking is perceived by some
women and gitls as a tool for weight control. It is true that
on average, smokers have a slightly lower body weight than
nonsmokers and former smokers. Smoking initiation does
not cause weight loss, however, but does appear to hold off
weight gain associated with aging.”® Still, many continuing
smokers are overweight, which compounds the negative

health effects of smoking.

Smoking is strongly associated with bulimia (binging and
purging), with 50 percent of female adolescent bulimics
using tobacco. A connection has also been reported between

smoking initiation and restrictive dieting, and some studies
indicate that a number of girls who are new smokers are
smoking to suppress their appetites.” Addressing the
underlying issues of body image and the increasing rates of
childhood obesity and overweight may reduce the number
of girls who begin smoking.

Differences in Health Effects among Specific Subgroups
of Women

There are serious disparities in access to health care among
women by age, race and ethnicity, socioeconomic status,
and sexual orientation, among other factors.” Not
surprisingly, disparities in health care access result in
disparities in the health effects of smoking. Lack of access
to health care means missed opportunities for health care
providers to educate women and girls about the dangers of
smoking, to advise them to quit, and to diagnose smoking-
related health problems. Each of the subgroups described
in this section differs in access to care, health insurance
coverage, and other access issues unrelated to payment for
care itself, such as language barriers and transportation. This
section describes some special concerns for each of these
groups regarding the health impact of smoking.

Smoking and Its Health Impact on Girls and Young
Women

Smoking negatively affects many aspects of girls’ health.
Thirty percent of girls who smoke report problems with
breathing, sleeping, and digestion, while only eight percent
of nonsmoking girls do. Respiratory problems are more
frequent in girls who smoke as compared to boys who
smoke. Girls who smoke are also less likely to exercise and
eat nutritiously than girls who do not smoke.”

Moreover, although most smokers will not go on to use
illicit drugs, compelling evidence shows that tobacco use
among youth may be a “gateway” to alcohol and other
substance abuse.' In 2001, youths aged 12-17 that smoked
cigarettes were nine times more likely to use illicit drugs

(48 percent vs. 5.3 percent).'”t Compared to nonsmoking
gitls, girls aged 12-17 years who smoke are much more
likely to use alcohol and marijuana and to engage in binge
drinking."® Furthermore, a recent study indicates that
adolescents are more vulnerable to nicotine, alcohol, and
other drug addictions because their brains are still
developing." Smoking prevention is therefore an important
part of national efforts to reduce drug and alcohol use and
abuse.'
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Children exposed to second-hand smoke are prone to upper
respiratory problems and middle ear infections.'” They also
have a greater risk for asthma and are likely to experience
more severe asthma.'” Young children and infants are at a
greater risk of having reduced lung function if their mothers
smoked while pregnant.'”

Smoking and Its Health Impact on Older Women
Because smoking markedly increases the risks for chronic
diseases and conditions, such as cancer, stroke, CVD, and
COPD, it greatly reduces quality of life as women age.'
In addition, smoking is a risk

Black women have a lung cancer death rate of 40.2 per
100,000. This rate is similar to the lung cancer death rate
for white women, which is 41.5 per 100,000. The current
smoking rates for black women (19.4 percent) and white
women (22.6 percent) are also close.

Hispanic women have the second lowest rate of current
smoking (12.6 percent) after Asian women, but have the
lowest lung cancer death rate—13.4 per 100,000. Hispanic
women are the only group of women for whom breast
cancer, not lung cancer, is the leading cancer killer."”

Asian women have the lowest

factor for other serious health

problems such as osteoporosis'®’ African American smokers have been shown to
have higher levels of nicotine in their blood than
Mexican American or white smokers who smoke
the same number of cigarettes."* This is possibly
because African Americans are much more likely
to smoke menthol-flavored cigarettes than any
other racial or ethnic group and may inhale these
compared to current smokers." cigarettes more deeply than non-mentholated
cigarettes.'” Mentholated cigarettes have more

and cataracts." Fortunately,
quitting is beneficial at any age.
Long-term quitters (defined as
over one year) aged 65 and
older have improved mental and
physical functioning as

Older smokers quickly realize
the health benefits of quitting in
terms of lung and heart

carbon monoxide.'?

rate of current smoking

(7.0 percent). Asian/Pacific
Islander women have the

second lowest lung cancer death
rate after Hispanic women—19.2
per 100,000.

American Indian/Alaska Native
women have the highest rate of
current smoking (37.1 percent)
but an intermediate lung cancer

functioning and experience

longer-term benefits such as reduced disease risks and
improved treatment outcomes. Compared to continuing
smokers, smokers who quit before age 50 cut in half the risk
for dying in the next 15 years,"” and even smokers who quit
at age 65 increase life expectancy by up to four years.'
Women who do not smoke live longer than those who do,
and enjoy 1.9 fewer years of disability.'*

Smoking and Race/Ethnicity

Smoking contributes to many diseases and conditions for
which there are racial disparities, including certain cancers,
cardiovascular disease, and low birth weight."> Other factors
contributing to these disparities include access to health
care, body weight, physical activity, nutrition, environment,
and genetics.

This section highlights some of the racial and ethnic
differences in smoking rates and mortality rates from lung
cancer, a disease clearly caused by smoking."* It is important
to note that current lung cancer death rates reflect past
smoking rates within these groups. This means that a group
may have a high rate of current smoking but a low mortality
rate from lung cancer due to low rates of smoking in the
past. Based on current smoking, however, the group’s lung
cancer death rate can be expected to increase in the future.

death rate (25.4 percent). Based
on current smoking rates, the
lung cancer death rates among these women would be
expected to rise over the next twenty years.

Smoking and Socioeconomic Status

On average, a lower proportion of women than men are
exposed to smoke in their immediate work area (17 percent
vs. 26 percent), but women working in service industries
and blue-collar jobs have a higher risk for such exposure (28
percent). Women with 12 or fewer years of education are
also more than twice as likely to be exposed to second-hand
smoke in the workplace than are those with more education
(22 percent vs. 10 percent).”?! Some female-dominated jobs
such as food service'? often provide constant exposure to
second-hand smoke and its associated health risks. Until
regulations were passed in 1990, flight attendants,
overwhelmingly female, were routinely exposed to second-
hand smoke on domestic flights," placing them at increased
risks for lung cancer and heart disease. Legislation to curb
public indoor smoking can help reduce the health risks
faced by such employees.
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Occupation is a significant predictor of smoking.
In 2000, 35 percent of blue-collar workers and

20 percent of white-collar workers smoked.'* Blue-
collar workers also smoke more heavily and have less
success quitting than white-collar workers. Because
labor unions represent and provide health insurance to
many blue-collar workers, they and other employers of
these workers can play an important role by providing
coverage of smoking cessation treatment to help lower
smoking in this population.'”

Income is closely tied to lung cancer death rates, with those
in the lowest income brackets having the highest rates.
Among women, those aged 25-64 with family incomes
under $15,000 have lung cancer death rates that are

40-60 percent higher than those with family incomes
above $15,000.12

Smoking and Sexual Orientation

Discrimination, social isolation, and high levels of resulting
stress play a major role in high smoking rates and difficulties
with cessation among lesbians.”” Gay health advocates also
cite “bar culture” as a major factor contributing to high
smoking rates in the gay community.'* Reliance on bars as a
social focus is also possibly the result of discrimination and
exclusion from other social settings. This same culture
contributes to an increased exposure to second-hand smoke
for lesbians who do not smoke. While there are no studies
on whether lesbians experience different smoking-related
health effects, being a lesbian does have a serious impact on
health status generally.'” Many factors specifically related to
sexual orientation hinder lesbians’ access to health care,
including lack of spousal-based insurance coverage and
discrimination by health care providers.' Due to these
barriers, lesbians often postpone seeking care’ and may
experience delays in diagnoses of smoking-related illnesses.
In addition, one study indicates that gays and lesbians are
less likely to have attempted to quit smoking than other
adults.” Efforts are underway to develop and study
smoking prevention and cessation programs for gays and

lesbians.'

Many Women Want to Quit Smoking, but
Successful Cessation Can Require Several
Attempts.

The major health problems associated with smoking make
cessation efforts critical to improving women’s overall
health. The good news is that over 70 percent of women

who currently smoke want to quit,” but the bad news is
that successful cessation generally requires many attempts.
On average, smokers try to quit 8-11 times before
succeeding."® While earlier studies suggested that women
were less likely than men to succeed in quitting, since the
late 1970s or early 1980s the likelihood of attempting to
quit and the probability of succeeding have been equally
high among women and men."” Data also show that the
majority of high school girls who regularly smoke want to
quit smoking, and that Asian American youth in particular
are more likely to report wanting to quit smoking than are
white and Hispanic youth.'*®

135

Pregnancy Is a Time when Many Women Quit
Smoking, but Relapse Rates Are High.

A higher percentage of women—about one-third—quit
smoking during pregnancy than at any other point in their
lives, with the likelihood of quitting increasing as the level
of education increases.”” But for many women, quitting
smoking during pregnancy is only temporary; after giving
birth, they are just as likely to relapse to smoking as non-
pregnant smokers who have recently quit. In fact, several
studies show that about 70 percent of women who had quit
smoking during pregnancy had relapsed within one year of
delivery, with the majority of women resuming smoking
within six months after delivery. This pattern holds true
regardless of age, race, education, or marital status." Some
predictors of relapse include having a partner and/or friends
who smoke, lack of confidence at mid-pregnancy in the
ability to maintain cessation, and weight concerns.'*!

A recent study suggests that Hispanic women and
women with incomes above the poverty level are the
most likely to attempt quitting smoking while
pregnant.'®

Various Physical, Psychological, and Social
Factors Affect Cessation among Women
and Girls.

Smoking cessation among women and girls is affected by a
complex set of physical, psychological, and social factors,
which need to be understood in order to provide effective
cessation programs and policies for this population.
National surveys indicate that the primary reasons women
former smokers cited for wanting to quit were health,
followed by pressure from family and friends, pregnancy,
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and cost. Few studies have been conducted on the reasons
girls want to quit smoking, but one study of 24 high
schools in California and Illinois showed that the main
reasons girls wanted to quit were requests to quit by a
boyfriend, health concerns (i.e., someone close died from
smoking or to live longer), a doctor’s advice to quit, and
cost. Reasons women cited most often for relapse to
smoking include being nervous or tense, addiction, a
stressful life event, pleasure, smoking by others, and
weight gain.'?

Several factors affecting smoking cessation are unique or
more important to women. Some studies have shown that
women are more likely than men to feel social pressure to
quit. National surveys and studies also indicate that women
may be more concerned about weight gain from smoking
cessation, but that these concerns do not seem to interfere
with actual smoking cessation. On average, women gain

6 to 12 pounds in the year after they quit smoking,
although actual weight gain during cessation does not seem
to lead to relapse.' Moreover, weight gain can be countered
with exercise and other stress relief measures as part of self-
guided or structured cessation programs, and the health
benefits of quitting dramatically outweigh the risks from
any weight gain."® Hormonal influences and pregnancy are
also unique factors affecting cessation among women, but
more research needs to be done on the nature of these
effects. In addition, depression (more common among
women than among men) is more likely to be a barrier to
cessation for women than for men. Studies suggest that

the use of antidepressants effect positive changes in brain
chemistry that can help both depressed and non-depressed
smokers quit, and that increased emotional support may be
helpful to smokers with mood disorders who want to quit.'*
Women are also more likely than men to indicate that social
support is very important to cessation, even more important
than concrete help in quitting smoking.'”

Women Are More Likely than Men to Prefer
Certain Cessation Methods.

In general, a combination of counseling, social support, and
medication have been shown to be effective in treating both
men and women for tobacco dependence.'*® But women are
more interested than men in certain cessation methods, and
research suggests differences in the effectiveness of particular
treatments. Women tend to use more cessation strategies
and to prefer a more gradual approach to cessation than do
men. They are also slightly more likely than men to use an
assisted method (counseling, self-help materials, nicotine

replacement therapies), to join smoking cessation groups,
and to use intensive clinical treatment programs, which
involve multiple sessions of individual or group treatment
and are the most successful at promoting cessation.'”
Women also show a preference for cessation programs that
offer social support, which has been shown to increase the
likelihood of cessation.' Studies also show that girls are
more likely than boys to respond to smoking cessation
programs that include social support from family or peers.”
While some evidence suggests that nicotine replacement
therapy may be less effective in women than in men, it is
still effective and recommended for use in women.'”

Social support helps smokers quit. Studies have
shown that smokers are 50 percent more likely to quit
with social support.”” To highlight the importance of
social support in smoking cessation, particularly for
women, the American Legacy Foundation has begun a
new grassroots movement of people and partnering
organizations called Circle of Friends. The program seeks
to raise awareness of the toll tobacco takes on women
and to provide resources for smokers seeking to quit
and for friends and family members who want to
support them. Circle of Friends consists of a toll-free
telephone number that provides information and
services to help smokers quit, website, grants initiative,
and national advertising campaign.’

Policies and Programs Are Needed to Foster
Smoking Prevention and Cessation among
Women and Girls.

Preventing and reducing tobacco use is a critical health
objective for all women and girls. This section describes
some of the policies and programs recommended by the
government and health experts that states can adopt to help
achieve this objective. Most of the policies identified are
gender-neutral, but some are directed towards women or
have different effects on women.

In general, prevention and cessation programs should be
targeted to address differences among various population
groups. For instance, they should be gender sensitive, taking
into account why women start smoking, keep smoking, and
how they quit. Programs focusing on smoking during
pregnancy in particular must not increase the stigma, blame,
or guilt women often feel about smoking while pregnant if
they are to be effective.
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In addition, smoking cessation and prevention messages
should be tailored to account for beliefs about health,
disease, behavior, and culture, as well as trends among
different groups. In some cultures, cancer is seen as a
punishment for bad deeds," or is taboo as a topic for
discussion,”® and such beliefs may be more common among
women than men."” Tobacco use and sharing plays an
important role in some cultures, serving social, spiritual,
and medicinal purposes.”® Smoking prevention and
cessation efforts must first acknowledge and be sensitive
to such differences in race, culture, and tradition in order
to be effective.

Messages on smoking and health must also reach audiences
at all education levels. Certain policies or programs may be
more effective among specific populations of women and
gitls. For example, women smokers of low socioeconomic
status are more likely than women smokers of higher
socioeconomic status to get information from television,
and therefore, mass media campaigns may be a good way to
target this population. Research also suggests that worksites
may be a good way to reach these women.” Information on
the harms of smoking should be given to everyone in clear,
simple terms, with guidance on steps they can take to
improve their health.

CDC Recommendations for Comprehensive Tobacco
Control Programs

The CDC recommends that all states establish
comprehensive tobacco control programs to address the
devastating health effects of tobacco use by preventing
youth from smoking, promoting cessation among all
smokers, eliminating nonsmokers’ exposure to second-hand
smoke, and addressing disparities related to tobacco use and
its effects among different population groups. Specifically,
the CDC recommends that states fund multiple
components of a comprehensive tobacco control program,
based on published evidence-based practices as well as
evidence of the effectiveness of two comprehensive state
programs (California and Massachusetts) that have been
funded primarily through tobacco excise taxes. The CDC
also recommends specific funding ranges for each
component for each state.'® The funding policy indicator in
this Report Card measures whether each state is annually
spending at least the CDC’s recommended minimum for
that state on a comprehensive tobacco control program.

California and Massachusetts: Tobacco Control
Programs Work. California and Massachusetts have
demonstrated that effective tobacco control—through
public education efforts, counter-marketing,
community and school-based programs, and legislative
initiatives—produces results. Unfortunately, these states
as well as many others have recently made drastic cuts
to their tobacco control funding due to current state
fiscal crises. States cut funding for tobacco prevention
and cessation programs by $86.2 million, or 11.2
percent, in fiscal year 2003. The largest cuts were made
in states with the most successful programs: California
cut funding by 34.3 percent, and Massachusetts suffered
a 90 percent cut that essentially ended the program.'

In 1990, California was one of the first states to use
funds generated from its cigarette tax increase to launch
a tobacco control program. Since California passed that
tax increase in 1988, smoking has declined by more
than 58 percent, about double the rate of decline in the
rest of the U.S.* The first seven years of the tobacco
control program produced a health-related savings of
$390 million in medical costs from fewer smoking-
related illnesses. For every dollar the state spent on
tobacco control, it saved $3 in smoking-related health
care costs.'®

Like California, Massachusetts’ tobacco control efforts
have achieved much success. In 1992, Massachusetts
voters approved the first of many increases in cigarette
taxes. Part of the tax revenues, combined with tobacco
settlement dollars, funded the Massachusetts Tobacco
Control Program (MTCP) to focus on anti-smoking
policy promotion and enforcement and targeted
community smoking interventions.' From the
program’s inception in 1993 through 2000, smoking
declined by 36 percent in Massachusetts, compared to

a decline of 16 percent in the rest of the country,
excluding California.’ The program helped reduce
total state health care spending by $85 million annually,
producing a savings of more than $2 in smoking-related
health care costs for every dollar spent by the state on
tobacco control.'®
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Cessation Treatment

The CDC recommends that states focus on smoking
cessation as one component of a comprehensive tobacco
control program, and all of the cessation policy indicators
in this Report Card reflect this component. Specifically, the
CDC recommends implementation of the 2000 Public
Health Service Clinical Practice

Programs and Policies to Reduce Tobacco Use

The CDC also recommends that states implement

community programs to reduce tobacco use. This

component includes a wide range of education and

prevention activities that include youth involvement,

partnerships with local organizations, and policies
protecting people from second-

Guideline, Treating Tobacco Use
and Dependence, which calls for
health care providers and health
delivery systems to identify and
treat every tobacco user seen in a
health care setting. The
guideline states that all patients
who smoke should be offered at
least a brief intervention to
motivate them to quit, and that
those who are willing to quit

to their health.*

Two recent polls conducted by the Field Research
Company for the California Department of
Health Services show overwhelming support for
smoke-free bars and restaurants. According to the
polls, 75 percent of bar owners and employees
prefer to work in a smoke-free environment, while
79 percent of bar patrons agree that smoke-free
dining and drinking establishments are important

hand smoke and restricting
access to tobacco products.'”?
The policy indicators in this
Report Card that measure

the strength of states” laws
prohibiting second-hand smoke
in indoor sites, the strength of
states’ laws restricting youth
access to tobacco products, and
states’ sales rates of tobacco to
minors reflect this recommended

should be provided with

counseling and medication.'?” Practical counseling (problem
solving/skills training), social support as part of treatment,
and help in getting social support outside of treatment have
been shown to be particularly effective behavioral therapies,
especially when they involve personal contact, and their
effectiveness increases as the minutes of contact increase.
The following pharmacotherapies, or medications, have
been shown to be effective and are generally recommended
for use in cessation: (1) nicotine gum (available over-the-
counter); (2) nicotine patch (available over-the-counter);
(3) nicotine inhaler; (4) nicotine nasal spray; (5) Bupropion
SR, a non-nicotine antidepressant drug that helps smokers
quit, although the mechanism by which it does so is not
clear since it works equally well among smokers with or
without a history of depression; and (6) the nicotine lozenge
(available over-the-counter).'® These medications are not
recommended for pregnant or lactating women, but may be
used if other methods are not effective because the benefits
of such treatment are likely to outweigh the risks from
smoking during pregnancy.'®

In addition, based on the recommendations of the Guide

to Community Preventive Services, the CDC specifically
recommends that states establish population-based
treatment programs such as telephone quitlines, coverage of
cessation treatment under public and private insurance, and
the elimination of cost barriers to treatment for underserved
populations, especially the uninsured.””” Many of these
policies are more likely to affect women than men because
women use the health care system more often."”

component.'”

Prevention and Cessation Programs and Policies:
Differences for Women

Many of the policies identified in this Repors Card are
particularly effective among or supported by women.
Women are more likely than men to understand that
second-hand smoke has a significant harmful effect on
health, and are more likely to report that they smoke less

at work because of a worksite policy.”” Women are also
more likely than men to support policies to prevent
smoking among youth, restrict youth access to tobacco, and
limit tobacco advertising and promotion, and to support
tax increases if they benefit the community (e.g., if money
is used to encourage smokers to stop smoking, to fund
national health care, or to prevent the initiation of smoking
among youth)."”

In general, researchers have not found consistent gender-
specific differences in the effectiveness of programs or
policies designed to reduce tobacco use, but more research
needs to be done because few studies have actually reported
results by gender. In addition, more research needs to be
conducted on the effectiveness of various smoking cessation
programs among women by age, race and ethnicity,

sexual orientation, socioeconomic status, disability, and
geographic area.
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How to Read the Report Cards

Each report card begins with two statistics about the toll for each status indicator are included where available and
smoking takes on women’s lives in that state (or in the data by other categories, such as age or level of education,
nation for the national report card): smoking-attributable are included where relevant to the particular indicator.
deaths among women and smoking-attributable years of Each state report card also displays the strength of each
potential life lost among women."”” Next, for each report of the policies reflected in the policy indicators. Finally,
card, national data and the overall state data for each health demographic data are presented, with the state report cards
status indicator are presented, where available, followed by showing state demographic data alongside national figures.
the grade and rank on that indicator. Data by race/ethnicity A federal policy agenda follows the national report card.
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= NATIONAL GrRADE @
SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 178,311
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 2,281,517
American
Indian/
Alaskan
° White Black Native Asian
Status Ind Icators (Women) Hi‘s‘p(;:-\'c) Hi(glp(;:-\'c) Hi(glp(;:-ic) Hg\:)(;?l-ic) Hispanic I;Jaia Gl:;fi.e
Prevalence:
Current Smoking, Adults (%) 22.6 19.4 37.1 7.0 12.6 --
Ages 18-24 30.0 12.1 9.5 13.0
Ages 25-44 27.9 21.8 38.6 7.4 13.2
Ages 45-64 22.2 24.2 49.8 5.8 14.0
Age 65+ 9.5 9.8 4.2 5.7
Education (years)
0-8 17.7 13.2 31.8 2.7 8.4
9-11 33.1 30.8 41.7 6.3 17.8
12 26.5 24.0 50.1 7.1 13.5
13-15 22.9 19.6 37.4 11.4 14.1
16+ 11.1 11.6 26.3 4.1 9.6
Current Smoking, Grades 9-12 (%) 31.2 13.3 26.0
American
White Black Indian/ Asian/
(Non- (Non- Alaskan Pacific
Hispanic) Hispanic) Native Islander Hispanic
Smoking During Pregnancy, All Ages (%) 15.9 9.4 20.2 2.9 3.7
Ages 15-19 30.1 7.2 22.9 9.4 4.6
15-17 28.7 5.7 21.0 10.0 4.3
18-19 30.8 8.1 241 9.2 4.9
Ages 20-24 23.9 9.3 21.5 5.3 4.1
Ages 25-29 13.5 9.2 18.7 2.3 3.1
Ages 30-34 9.5 10.4 17.6 1.6 3.1
Ages 35-39 10.6 13.5 18.0 1.8 3.6
Ages 40-54 9.9 14.0 18.2 2.3 3.9
Education (years)
0-8 29.9 16.1 26.8 1.6 1.9
9-11 47.6 23.9 30.9 6.6 6.0
12 22.2 10.0 20.2 4.7 3.9
13-15 11.3 5.7 13.5 2.9 3.1
16+ 2.3 1.9 5.5 0.6 1.1
Cessation:
Trying to Quit, Adults (%) 44.2 47.0 52.4
Trying to Quit, Grades 9-12 (%)
Receiving Smoking Cessation Advice by Physician (%)
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander
(Non- (Non- (Non- (Non- u.s. u.s.
Hispanic) Hispanic) Hispanic) Hispanic) Hispanic Data Grade
No Health Insurance (%) 12.0 21.0 27.2 203 XY F |
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%)
—At Home (%)
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Di:
Lung Cancer Death Rate (per 100,000) 415 40.2 25.4 19.2 13.4
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 109.2 61.9 66.1 34.1 41.7
Coronary Heart Disease Death Rate (per 100,000) 161.0 212.5 97.5 93.1 118.2
Stroke Death Rate (per 100,000) 59.7 79.1 40.4 49.2 37.6

n Satisfactory n Satisfactory Minus

Grading Key for Status Indicators

“ Unsatisfactory

“ Fail
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Demographics Number (Percent)
U.S.
Total Population of Women 143,584,500 (51.9%)
Women by Race
White (non-Hispanic) 99,298,461 (69.2%)
Black (non-Hispanic) 18,537,763 (12.9%)
American Indian/Alaskan Native (non-Hispanic) 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 6,324,727 (4.4%)
Hispanic 17,981,877 (12.5%)
Women by Age
0-17 35,375,812 (24.6%)
18-24 13,489,103 (9.4%)
25-44 42,030,761 (29.3%)
45-64 33,196,167 (23.1%)
65+ 19,492,657 (13.6%)
Lesbian-Headed Households 293,365 (0.28%)
Median Earnings for Women ($) $28,000
Women Residing in—Urban Areas 113,984,742 (79.5%)
—Rural Areas 29,383,601 (20.5%)
Women (25 or older) by Education:
Less than 12 years 14,877,627 (15.7%)
High School Graduate 31,412,377 (33.2%)
Some College or Associate Degree 25,038,018 (26.4%)
Bachelor’s Degree 16,098,968 (17.0%)
Graduate Degree 7,292,595 (7.7%)
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Federal Policy Agenda on Women And Smoking

The 2001 Surgeon General’s report on women and smoking
highlights smoking as a critical women’s health issue, but
the federal government can do far more to help prevent and
reduce smoking among women and girls. Through national
programs and assistance to the states, the federal
government could establish public health policies and
programs that would substantially reduce tobacco use.

Federal policies that regulate tobacco, promote cessation,
monitor Internet sales, and fund research and data
collection, among others, are critical to the reduction of
tobacco use among women and girls. Specifically, the
following federal policies would help protect and improve
the health of women and girls:

FDA Authority Over Tobacco Products

* Provide the U.S. Food and Drug Administration with
meaningful authority to regulate all manufactured tobacco
products, including authority to:

~ Restrict tobacco industry marketing, particularly
marketing that appeals to youth;

— Ensure that tobacco products are not sold illegally
to youth;

— Require independent scientific testing of products

and health claims;

— Oversee health warnings on tobacco product
packages and advertisements;

— Prohibit unsubstantiated health claims or claims
that discourage people from quitting or encourage
them to start using tobacco (e.g., claims that
“reduced risk” or “light” cigarettes, which appeal
particularly to women, are less harmful); and

— Regulate the tobacco industry in the same way that
it regulates other manufacturers of consumable
products, including required disclosure of
ingredients and additives and the reduction or
elimination of harmful components when
technologically possible.

Cessation

* Adopt the recommendations of the Interagency
Committee on Smoking and Health’s Cessation
Subcommittee Report, Preventing 3 Million Premature
Deaths, Helping 5 Million Smokers Quit: A National Action
Plan for Tobacco Cessation,"® including:

— An increase in the federal excise tax on tobacco;
— The creation of a national telephone quitline;

— The creation of a paid media campaign to counter
the marketing of cigarettes by the tobacco industry;
and

— The provision of a comprehensive tobacco cessation
benefit'” to all federally-insured employees and
their dependents.

* Develop and implement strategies to incorporate tobacco
cessation curricula as part of the formal training of all
health care providers and public health professionals.

* Develop and implement strategies that incorporate strong
community involvement and culturally appropriate
programs to address tobacco use in minority and
medically underserved communities.

Internet Sales

* Require Internet sellers to ensure that all state excise taxes
have been paid on any cigarettes or smokeless tobacco they
send into a state.

* Require Internet sellers to register with those states to
which they are making sales and to comply with all state
tobacco tax laws as if the Internet seller were based in the
state.

* Require Internet retailers to verify the age of their
customers using government issued identification checked
against related databases, and require signature and age
verification upon delivery.
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Funding

* Encourage states to fund tobacco control prevention and
cessation programs to at least the CDC’s minimum
recommended levels to both provide and increase demand
for cessation services and to decrease youth initiation.

Research

* Focusing on the needs of specific populations of women
and girls (by race/ethnicity, sexual orientation, disability,
socioeconomic status, region, and age):

— Expand cessation research and demonstration
projects conducted by the National Institutes of
Health and the Centers for Disease Control and

Prevention;

— Increase funding for research on smoking and

health;

— Increase surveillance and monitoring of tobacco use;
and

— Increase efforts to collect data on tobacco
advertising and promotion practices.
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SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,753
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 49,679
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 23.6 14.7 24.0 20.7 21.8
Ages 18-24 33.5 10.0 24.0 27.0
Ages 25-44 32.2 14.2 24.4 27.5
Ages 45-64 19.8 25.0 21.4 21.4
Ages 65+ 10.2 5.2 9.2 9.0
Current Smoking, Grades 9-12 (%) 27.7 22.7
Smoking During Pregnancy, All Ages (%) 12.2 12.6
Ages 15-19 18.1 15.2
Cessation:
Trying to Quit, Adults (%) 44.9 47.6
Trying to Quit, Grades 9-12 (%) 61.4 59.0
Receiving Smoking Cessation Advice by Physician (%) 61.0 521
No Health Insurance (%) 13.7 21.8 17.0 16.2
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 71.1 g
—At Home (%) 64.5 623 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 40.1 30.0 40.7 38.0 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 109.7 41.8 103.5 95.7 =
Coronary Heart Disease Death Rate (per 100,000) 133.7 157.4 164.6 138.3 _6
©
z

Stroke Death Rate (per 100,000) 65.4 83.1 61.5 69.0

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs (S);rlf::ﬁzly“ De mo g rap h ics Number (Percent) Number (Percent)
Cessation: Alabama uU.s.
Telephone Quitline | | Total Po;:’;ulation of Women 2,309,139 (53.5%) | 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | \é\f:::t:(f}noonn::i:;:n?;) 11222‘;?; E;Z;:ﬁ; ?ZIE:?;‘Z; E?Zi:ﬁj
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 9,991 (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 12,497  (0.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 24,050 (1.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 572,336 (24.8%) | 35375812 (24.6%)
18-24 208,105 (9.0%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 684,405 (29.6%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 541,425 (23.4%) | 33,196,167 (23.1%)
65+ 302,869 (13.1%) | 19,492,657 (13.6%)
Lesbian-Headed Households 4,129 (0.24%) 293,365 (0.28%)
Tax:‘ : Median Earnings for Women ($) $25,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 1,298,864 (56.5%) | 113,984,742 (79.5%)
—Rural Areas 1,001,732 (43.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 315,135 (20.6%) | 14,877,627 (15.7%)
High School Graduate 522,364 (34.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 367,739 (24.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 208,485 (13.6%) | 16,098,968 (17.0%)
Graduate Degree 114,974 (7.5%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Youth Access Restrictions
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LALASKA GRADE [ rANK E4

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 192
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 3,832
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 243 19.8 39.3 8.8 219 20.7 Il F | a8 |
Ages 18-24 37.2 38.8 24.0 36.9
Ages 25-44 25.0 42.3 10.1 20.1 24.4 27.3
Ages 45-64 21.6 40.7 21.4 23.1
Ages 65+ 16.7 17.9 9.2 16.0
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 18.5 m
Ages 15-19 18.1 27.4
Cessation:
Trying to Quit, Adults (%) 44.9 e F | 4 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 63.9 U | 17
No Health Insurance (%) 11.6 29.3 18.5 25.2 17.0 18.3 F | 40
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 77.4 m
—At Home (%) 64.5 66.3
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:

Lung Cancer Death Rate (per 100,000) 45.2 46.5 40.7 43.3
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 122.5 173.1 103.5 124.5
Coronary Heart Disease Death Rate (per 100,000) 96.2 88.6 164.6 94.0
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Stroke Death Rate (per 100,000) 60.8 101.7 61.5 68.1

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
Po I | Cy I n d | Cato rs g;rIS:I%:I; De mograp h ics Number (Percent) Number (Percent)
Cessation: Alaska u.s.
Telephone Quitline (1-888-842-QUIT) - Total Population of Women 307,784 (49.4%) | 143,584,500 (51.9%)
Women by Race
White (non-Hispanic, 207,540 (67.4% 99,298,461 (69.2%,
Pregnancy-Specific Counseling on Telephone Quitline - Black (E\on—Hisppanic)) 11:199 ( (3.6‘;; 18:537:763 512.9‘2
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 53,224 (17.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 21,583  (7.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 14,238 (4.6%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 91,736 (29.8%) | 35375812 (24.6%)
18-24 29,168  (9.5%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 96,125 (31.2%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke . | 45-64 70,692 (23.0%) | 33,196,167 (23.1%)
65+ 20,063 (6.5%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 697 (0.31%) 293,365 (0.28%)
ax: Median Earnings for Women ($) $33,131 $28,000
Cigarette Excise Tax ... Residing in—Urban Areas 201,749 (66.6%) | 113,984,742 (79.5%)
—Rural Areas 101,071 (33.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | Less than 12 years 15,637  (8.4%) | 14,877,627 (15.7%)
High School Graduate 56,650 (30.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 65,765 (35.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 34,176 (18.3%) | 16,098,968 (17.0%)
Graduate Degree 14,652 (7.8%) 7,292,595 (7.7%)

Youth Access Restrictions -:|

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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& ARIZONA GRADE M rRank

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,727
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 46,208
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) Mopmio  Harid  Hepmi  Hamid  Hipmic  Dma  Dme  omis  Remk
Prevalence:
Current Smoking, Adults (%) 21.4 15.9 7.3 7.7 11.6 20.7 18.5
Ages 18-24 31.0 17.6 24.0 24.5
Ages 25-44 23.7 8.4 8.9 24.4 17.8
Ages 45-64 25.9 5.0 11.8 21.4 23.0
Ages 65+ 9.9 1.7 9.2 10.1
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 6.9
Ages 15-19 18.1 8.3
Cessation:
Trying to Quit, Adults (%) 44.9 54.5
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 54.8
No Health Insurance (%) 10.4 34.7 17.0 18.2
Second-Hand Smoke: >
Reporting Smoke Ban —At Work (%) 74.1 70.7 £
—At Home (%) 64.5 74.5 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 40.3 29.6 10.2 13.5 40.7 39.1 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 134.6 93.0 38.0 47.5 103.5 131.1 =
Coronary Heart Disease Death Rate (per 100,000) 141.9 204.2 108.8 81.5 131.8 164.6 141.9 _6
Stroke Death Rate (per 100,000) 58.4 56.1 54.5 50.2 52.5 61.5 58.3 §

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

° H Strength .
POIle Indlcators of Policy Demographlcs Number (Percent) Number (Percent)
Cessation: Arizona uU.S.
Telephone Quitline (1-800-556-6222) - Total Population of Women 2,661,883 (51.0%) |143,584,500 (51.9%)
Women by Race
Whit -Hi i 1,669,254 (62.7% 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - B|a;|f(§1noonnHil:pF;an?;) 83 986 ( 3 2;; 18 537 763 512 90/0;
- ' £ 70, ' ' 9%,
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 63,250 (2.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 112,751  (4.2%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 732,643 (27.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 735,758 (27.6%) | 35375812 (24.6%)
18-24 267,438 (10.0%) | 13,489,103 (9.4%)
. o [
= oo g0 Lo oo
Restrictions on Second-Hand Smoke [ | 65_+ 324‘1 1a (12'2;) 1914921657 (13-6‘;)
. -£ /0, i i .07,
T Lesbian-Headed Households 6,054 (0.32%) 293,365 (0.28%)
ax: " A
- - Median Earnings for Women ($) $28,000 $28,000
Cigarette Excise Tax |l Women Residing in—Urban Areas 2,272,916 (88.5%) | 113,984,742 (79.5%)
—Rural Areas 296,659 (11.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding I Less than 12 years 261,544 (15.8%) | 14,877,627 (15.7%)
High School Graduate 494,769 (29.8%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 541,135 (32.6%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors | Bachelor's Degree 264,466 (15.9%) | 16,098,968 (17.0%)
Graduate Degree 96,773  (5.8%) 7,292,595 (7.7%)

Youth Access Restrictions

- Meets Policy Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators
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aARKANSAS GRADE @ rank B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,777
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 31,267
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R A R - -~
Prevalence:
Current Smoking, Adults (%) 25.3 18.2 37.0 20.2 20.7 24.4
Ages 18-24 32.4 9.6 24.0 28.0
Ages 25-44 32.6 21.6 19.8 24.4 30.6
Ages 45-64 26.0 21.9 21.4 25.9
Ages 65+ 11.2 9.9 9.2 11.0
Current Smoking, Grades 9-12 (%) 27.7 32.1
Smoking During Pregnancy, All Ages (%) 12.2 18.2
Ages 15-19 18.1 222
Cessation:
Trying to Quit, Adults (%) 44.9 42.6
Trying to Quit, Grades 9-12 (%) 61.4 61.0
Receiving Smoking Cessation Advice by Physician (%) 61.0 53.1
No Health Insurance (%) 19.3 31.0 17.0 21.5
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 69.1
S —At Home (%) 64.5 53.5
% American
=] Indian/ Asian/
foL Alaskan Pacific
% White Black Native Islander Hispanic
g Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 45.0 36.6 40.7 43.8
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 110.8 46.1 103.5 103.4
o Coronary Heart Disease Death Rate (per 100,000) 150.5 217.3 164.6 157.8
fol

Stroke Death Rate (per 100,000) 80.8 107.6 61.5 83.7

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

o L]
Po I | Cy I n d | Cato rs g;rIS:I%:I; Demo grap h ics Number (Percent) Number (Percent)
Cessation: Arkansas uU.S.
Telephone Quitline (1-866-NOW-QUIT) - Total Population of Women 1,377,426 (53.6%) 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline - \é\f::ke(ﬁnoonri:;zanr;;) 1122?122 gg?‘g ?z:§23:32; E?Z;//:;
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 15,187  (1.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 13,863  (1.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 33,715  (2.4%) | 17,981,877 (12.5%)
Women by Age
0-17 326,322 (23.7%) | 35,375,812 (24.6%,

Private Insurance Smoking Cessation Coverage

)
18-24 121,298  (8.8%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 359,282 (26.1%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 334,248 (24.3%) | 33,196,167 (23.1%)
65+ 236,277 (17.2%) | 19,492,657 (13.6%)
Lesbian-Headed Households 2,247 (0.22%) 293,365 (0.28%)

Tax.'4 - Median Earnings for Women ($) $23,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 735,283 (53.7%) | 113,984,742 (79.5%)
—Rural Areas 633,424 (46.3%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:

Tobacco Prevention Funding | W Less than 12 years 184,679 (19.9%) | 14,877,627 (15.7%)
High School Graduate 358,303 (38.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 225,452 (24.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 107,674 (11.6%) | 16,098,968 (17.0%)
Graduate Degree 53,698 (5.8%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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S CALIFORNIA GRADE [ rANK H

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 15,613
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 258,273
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i Hepm  Hepm g s bma b e hemk
Prevalence:
Current Smoking, Adults (%) 16.9 21.4 20.2 5.3 9.8 20.7 14.6
Ages 18-24 24.8 11.6 12.5 24.0 18.2
Ages 25-44 20.5 25.9 3.9 10.1 24.4 16.0
Ages 45-64 17.3 26.5 2.1 8.1 21.4 15.4
Ages 65+ 7.8 8.5 9.2 7.6
Current Smoking, Grades 9-12 (%) 27.7 20.4
Smoking During Pregnancy, All Ages (%)* 12.2 9.8
Ages 15-19 18.1
Cessation:
Trying to Quit, Adults (%) 44.9 53.5
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 56.8
No Health Insurance (%) 12.8 17.2 28.1 19.6 36.9 17.0 21.7
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 80.9 £
—At Home (%) 64.5 78.1 b
i s -
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 40.3 43.3 16.7 20.4 13.3 40.7 38.2 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 124.5 89.8 51.1 40.8 38.0 103.5 114.7 =
Coronary Heart Disease Death Rate (per 100,000) 173.7 255.5 75.2 105.0 119.1 164.6 172.5 _6
Stroke Death Rate (per 100,000) 61.7 86.8 27.2 53.8 41.7 61.5 62.6 §

*California data for this indicator are from a different source than that for all other states.

n Satisfactory “ Satisfactory Minus

“ Unsatisfactory “ Fail

Grading Key for Status Indicators

Strength

POIicy Indicators of Policy Demographics Number (Percent) Number (Percent)

Cessation: California uU.s.
Telephone Quitline (1-800-NO-BUTTS) - Total Population of Women 17,284,443 (51.0%) | 143,584,500 (51.9%)
Women by Race
. § - White (non-Hispanic) 8,033,324 (46.5%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 1049326 (61%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 202,244 (1.2%) | 1,441,671  (1.0%)
Asian/Pacific Islander (non-Hispanic) 2,314,445 (13.4%) 6,324,727  (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | ] Hispanic 5,685,105 (32.9%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage . | 0-17 4,782,510 (27.7%) | 35,375,812 (24.6%)
18-24 1,726,086 (10.0%) | 13,489,103 (9.4%)
. o )
= S50 ooy |
. e - ' ' - 7/0, I ’ - 170,
Restrictions on Second-Hand Smoke - 65+ 1,889,263 (10.9%) | 19,492,657 (13.6%)
Lesbian-Headed Households 42,524 (0.37%) 293,365 (0.28%)
Tax.( - Median Earnings for Women ($) $30,000 $28,000
Cigarette Excise Tax . | Women Residing in—Urban Areas 16,084,388 (94.6%) |113,984,742 (79.5%)
—Rural Areas 912,368 (5.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding -:| Less than 12 years 2,108,582 (19.6%) | 14,877,627 (15.7%)
High School Graduate 2,658,134 (24.7%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 3,148,488 (29.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors B Bachelor's Degree 2,029,045 (18.8%) | 16,098,968 (17.0%)
Graduate Degree 831,598 (7.7%) 7,292,595 (7.7%)
Youth Access Restrictions -

- Meets Policy

Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators
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== COLORADO GRADE [ rank B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,753
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 30,202
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) T Y e N R R -+
Prevalence:
Current Smoking, Adults (%) 21.1 32.4 8.9 18.8 20.7 21.3
Ages 18-24 31.6 24.6 24.0 29.9
Ages 25-44 26.2 33.7 20.6 24.4 25.6
Ages 45-64 20.0 12.7 21.4 19.7
Ages 65+ 7.3 9.2 7.9
Current Smoking, Grades 9-12 (%) 27.7 29.3
Smoking During Pregnancy, All Ages (%) 12.2 9.4
Ages 15-19 18.1 16.3
Cessation:
Trying to Quit, Adults (%) 44.9 51.2
Trying to Quit, Grades 9-12 (%) 61.4 69.5
Receiving Smoking Cessation Advice by Physician (%) 61.0 64.8
No Health Insurance (%) 12.3 35.0 17.0 16.1
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 76.2
S —At Home (%) 64.5 703
% American
=] Indian/ Asian/
&‘ Alaskan Pacific
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 31.4 38.4 18.7 40.7 31.2
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 136.5 93.3 67.6 103.5 133.4
o Coronary Heart Disease Death Rate (per 100,000) 112.5 159.2 73.6 52.7 85.7 164.6 112.8
fol

Stroke Death Rate (per 100,000) 58.6 81.7 43.8 46.6 61.5 59.0

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIlcy I nd | Cato rS of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Colorado uU.S.
Telephone Quitline (1-800-639-QUIT) - Total Population of Women 2,139,619 (49.1%) |143,584,500 (51.9%)
Women by Race
o : " White (non-Hispanic) 1,582,572 (74.0%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 90,885 (4.2%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 15,527  (0.7%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 77,669  (3.6%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 372,966 (17.4%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage . | 0-17 561,358 (26.2%) | 35,375,812 (24.6%)
18-24 211,917 (9.9%) | 13,489,103 (9.4%)
. o )
= s oon s om
Restrictions on Second-Hand Smoke . | - ! ki . >
65+ 232,284 (10.9%) | 19,492,657 (13.6%)
Lesbian-Headed Households 5,405 (0.33%) 293,365 (0.28%)
Tax.‘ - | | Median Earnings for Women ($) $30,000 $28,000
Cigarette Excise Tax Women Residing in—Urban Areas 1,812,301 (84.9%) | 113,984,742 (79.5%)
—Rural Areas 322,977 (15.1%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding N Less than 12 years 156,134 (11.4%) | 14,877,627 (15.7%)
High School Graduate 363,814 (26.6%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 404,030 (29.6%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors [ | Bachelor’s Degree 300,003 (22.0%) | 16,098,968 (17.0%)
Graduate Degree 142,363 (10.4%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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= CONNECTICUT

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,188
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 33,841
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 20.0 22.4 9.4 21.1 20.7 ke U | 1a ]
Ages 18-24 33.9 16.7 15.6 24.0 28.4
Ages 25-44 23.0 29.3 6.5 28.1 24.4 23.7
Ages 45-64 18.4 18.0 16.5 21.4 18.1
Ages 65+ 12.5 14.3 9.2 12.3
Current Smoking, Grades 9-12 (%) 27.7 26.0
Smoking During Pregnancy, All Ages (%) 12.2 8.2 m
Ages 15-19 18.1 15.0
Cessation:
Trying to Quit, Adults (%) 44.9 O F | 15 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 70.7
No Health Insurance (%) 10.2 21.8 19.3 17.0 12.3
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 78.6 g
—At Home (%) 64.5 65.8 b
i s -
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 41.2 33.7 13.7 40.7 40.6 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 96.0 52.3 53.0 103.5 93.3 =
Coronary Heart Disease Death Rate (per 100,000) 142.8 177.7 52.6 83.4 164.6 144.6 _6
Stroke Death Rate (per 100,000) 50.4 62.6 34.1 61.5 51.1 §

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

* - Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Connecticut uU.S.
Telephone Quitline (1-866-END-HABIT) - Total Population of Women 1,744,958 (52.3%) | 143,584,500 (51.9%)
Women by Race
— - — White (non-Hispanic) 1,366,047 (78.3%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 185,031 (10.6%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 7,240  (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 43,326  (2.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 143,314 (8.2%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 407,328 (23.3%) | 35,375,812 (24.6%)
18-24 132,244 (7.6%) | 13,489,103 (9.4%)
- 0y [
Second Hand Smoke: F 7o a2 5 | 19167 231
Restricti Second-Hand Smok - : =2 L =2
SO R T e TR I 65+ 285,569 (16.4%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 3,827 (0.29%) 293,365 (0.28%)
ax: " A
- - Median Earnings for Women ($) $33,000 $28,000
Cigarette Excise Tax | Women Residing in—Urban Areas 1,546,543 (88.1%) | 113,984,742 (79.5%)
—Rural Areas 209,703 (11.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 145,128 (12.0%) | 14,877,627 (15.7%)
High School Graduate 407,108 (33.8%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 274,438 (22.8%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 250,149 (20.8%) | 16,098,968 (17.0%)
Graduate Degree 128,563 (10.7%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



C DELAWARE crADE [l rRank H

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 496
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 8,771
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R A R - -~
Prevalence:
Current Smoking, Adults (%) 22.9 17.9 4.5 20.1 20.7 22.0
Ages 18-24 30.6 16.1 24.0 271
Ages 25-44 30.5 20.1 22.0 24.4 28.0
Ages 45-64 21.0 20.5 21.4 20.3
Ages 65+ 10.4 6.2 9.2 10.2
Current Smoking, Grades 9-12 (%) 27.7 23.4
Smoking During Pregnancy, All Ages (%) 12.2 13.1
Ages 15-19 18.1 17.2
Cessation:
Trying to Quit, Adults (%) 44.9 47.0
Trying to Quit, Grades 9-12 (%) 61.4 58.2
Receiving Smoking Cessation Advice by Physician (%) 61.0 62.7
No Health Insurance (%) 7.6 7.5 23.4 17.0 9.7
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 75.1
S —At Home (%) 64.5 59.0
% American
=] Indian/ Asian/
foL Alaskan Pacific
% White Black Native Islander Hispanic
g Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 48.1 54.8 40.7 48.7
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 115.3 90.9 103.5 111.9
o Coronary Heart Disease Death Rate (per 100,000) 170.4 208.2 164.6 174.9
fol

Stroke Death Rate (per 100,000) 49.3 64.0 61.5 51.1

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: _ Delaware U.S.
Telephone Quitline (1-866-409-1858) - Total Population of Women 406,167 (52.6%) | 143,584,500 (51.9%)
Women by Race
P Soacific C i Teleoh Quith | | White (non-Hispanic) 298,538 (73.5%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 78,573 (19.3%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 1,962 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 9,244  (2.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 17,850 (4.4%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 97,712 (24.1%) | 35.375,812 (24.6%)
18-24 36,463  (9.0%) | 13,489,103 (9.4%)
. 0, )
= s Lisor oo
Restrictions on Second-Hand Smoke - 65_+ 57'015 (14'0;) 191492,657 (13-6‘70)
. .U /0, ) i .07,
Lesbian-Headed Households 889 (0.30%) 293,365 (0.28%)
Tax.‘ - . | Median Earnings for Women ($) $30,000 $28,000
Cigarette Excise Tax Women Residing in—Urban Areas 324,580 (80.5%) | 113,984,742 (79.5%)
—Rural Areas 78,479 (19.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding N Less than 12 years 35,122 (12.9%) | 14,877,627 (15.7%)
High School Graduate 88,349 (32.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 74,241 (27.3%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 51,766 (19.0%) | 16,098,968 (17.0%)
Graduate Degree 22,514  (8.3%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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4 D|ISTRICT OF COLUMBIA crape I rRank B

Coronary Heart Disease Death Rate (per 100,000) 120.3 213.3 164.6 182.1
Stroke Death Rate (per 100,000) 43.6 62.3 61.5 56.5

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 272
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 5,453
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) Mopmio  Harid  Hepmi  Hamid  Hipmic  Dma  Dme  omis  Remk
Prevalence:
Current Smoking, Adults (%) 15.8 21.2 17.3 20.7 18.9
Ages 18-24 30.8 21.7 24.0 24.5
Ages 25-44 17.4 22.7 20.0 24.4 20.3
Ages 45-64 11.7 27.7 21.4 21.9
Ages 65+ 6.9 9.0 9.2 7.9
Current Smoking, Grades 9-12 (%) 27.7 12.3
Smoking During Pregnancy, All Ages (%) 12.2 2.6
Ages 15-19 18.1 3.8
Cessation:
Trying to Quit, Adults (%) 44.9 54.5
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 62.2
No Health Insurance (%) 6.6 12.4 36.4 17.0 12.5
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 77.7 £
—At Home (%) 64.5 615 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 30.4 47.6 40.7 42.0 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 771 60.9 103.5 65.4 =
C
o
5
z

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: District of Columbia uU.S.
Telephone Quitline | | Total Population of Women 285,315 (52.3%) | 143,584,500 (51.9%)
Women by Race
h Spedific C i Teleoh Quith | | White (non-Hispanic) 77,165 (27.0%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline . -
Black (non-Hispanic) 183,577 (64.3%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 1,098  (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 6,098 (2.1%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 17,377  (6.1%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 53,754 (18.8%) | 35375812 (24.6%)
18-24 29,516 (10.3%) | 13,489,103 (9.4%)
. 0, [~
= o Lo i
Restrictions on Second-Hand Smoke [ | 65_+ 42‘049 (14'7;) 1914921657 (13-6‘;)
. -/ /0, / i .07,
T Lesbian-Headed Households 985 (0.40%) 293,365 (0.28%)
ax: : -
- - Median Earnings for Women ($) $35,000 $28,000
Cigarette Excise Tax |l Women Residing in—Urban Areas 302,693 (100.0% | 113,984,742 (79.5%)
—Rural Areas 0 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | | Less than 12 years 33,904 (16.8%) | 14,877,627 (15.7%)
High School Graduate 44,290 (21.9%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 38,337 (19.0%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 41,638 (20.6%) | 16,098,968 (17.0%)
Graduate Degree 43,877 (21.7%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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“LFLORIDA

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 11,274
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 185,091
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) Moo Haprid  Hepmd  Had  Hipsic  Dma  Dme  omi  Remk
Prevalence:
Current Smoking, Adults (%) 23.1 145 30.8 1.7 12.8 20.7 ol v | 15 |
Ages 18-24 31.4 5.2 8.5 24.0 21.8
Ages 25-44 33.4 18.6 12.8 16.9 24.4 27.6
Ages 45-64 23.7 16.4 12.4 21.4 20.9
Ages 65+ 9.7 5.5 5.7 9.2 8.9
Current Smoking, Grades 9-12 (%) 27.7 22.9
Smoking During Pregnancy, All Ages (%) 12.2 9.5 m
Ages 15-19 18.1 13.4
Cessation:
Trying to Quit, Adults (%) 44.9 X F | 28 |
Trying to Quit, Grades 9-12 (%) 61.4 56.5
Receiving Smoking Cessation Advice by Physician (%) 61.0 60.3
No Health Insurance (%) 14.2 249 13.9 37.6 17.0 20.7
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 74.3
—At Home (%) 64.5 70.0
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 44 .4 323 14.2 14.9 40.7 43.0
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 109.8 62.0 63.9 103.5 106.2
Coronary Heart Disease Death Rate (per 100,000) 162.8 246.9 56.1 61.8 156.0 164.6 168.6
Stroke Death Rate (per 100,000) 48.2 92.9 29.1 33.1 61.5 51.4

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory - Fail

Policy Indicators

Strength
of Policy

Number (Percent)

Demographics

Number (Percent)

Cessation: Florida uU.S.
Telephone Quitline (1-877-U-CAN-NOW) - Total Population of Women 8,186,652 (51.8%) |143,584,500 (51.9%)
Women by Race
o : " White (non-Hispanic) 5,246,184 (64.1%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 1,183,844 (14.5%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage - (non-Hispanic) 44,618 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 162,699  (2.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 1,549,307 (18.9%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 1,790,267 (21.9%) | 35,375,812 (24.6%)
18-24 676,645 (8.3%) | 13,489,103 (9.4%)
. o 0
= 2o aem Loy oom
Restrictions on Second-Hand Smoke -:l 65_+ 11506‘838 (18'4‘;) 191492,657 (13-6‘70)
’ ' 47, , , 6%,
Lesbian-Headed Households 18,060 (0.28%) 293,365 (0.28%)
Tax.‘ - | | Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax Women Residing in—Urban Areas 7,350,361 (89.8%) | 113,984,742 (79.5%)
—Rural Areas 834,302 (10.2%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 900,529 (15.7%) | 14,877,627 (15.7%)
High School Graduate 1,975,199 (34.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 1,532,023 (26.8%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 940,266 (16.4%) | 16,098,968 (17.0%)
Graduate Degree 371,723 (6.5%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



!}GEORGIA GRADE @ rANK B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,826
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 71,265
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) Mopmio  Harid  Hepmi  Hamid  Hipmic  Dma  Dme  omis  Remk
Prevalence:
Current Smoking, Adults (%) 23.6 14.0 25.4 20.7 20.8
Ages 18-24 32.0 6.4 24.0 22.8
Ages 25-44 28.6 15.4 28.9 24.4 241
Ages 45-64 22.9 17.7 21.4 21.6
Ages 65+ 10.1 9.6 9.2 9.7
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 8.4
Ages 15-19 18.1 12.3
Cessation:
Trying to Quit, Adults (%) 44.9 53.5
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 54.9
No Health Insurance (%) 16.0 22.6 17.0 18.0
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 72.1 £
—At Home (%) 64.5 65.4 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 42.2 30.4 40.7 39.3 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 114.8 51.4 103.5 100.7 =
Coronary Heart Disease Death Rate (per 100,000) 139.8 178.2 79.9 30.2 164.6 147.5 é
©
z

Stroke Death Rate (per 100,000) 68.7 87.6 42.0 22.0 61.5 72.7

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Georgia uU.S.
Telephone Quitline (1-877-270-STOP) - Total Population of Women 4,217,276 (52.6%) | 143,584,500 (51.9%)
Women by Race
o Soedic C p lehone Ourt I | White (non-Hispanic) 2,472,324 (58.6%) | 99,298,461 (69.2%)
reghancy-spectiic Lounseling on ‘elephone Lurtine Black (non-Hispanic) 1,510,720 (35.8%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 2579 (0.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 52,851  (1.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 178,801 (4.2%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 1,096,552 (26.0%) | 35,375,812 (24.6%)
18-24 417,558  (9.9%) | 13,489,103 (9.4%)
- 10 Oy
Second-Hand Smoke: 25-44 1,346,126 (31.9%) | 42,030,761 (29.3%)
. 45-64 902,959 (21.4%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | | o 454,081 (10.8%) | 19,492,657 (13.6%)
B .0 70, R , .07,
Lesbian-Headed Households 9,037 (0.30%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 2,995,038 (72.0%) | 113,984,742 (79.5%)
—Rural Areas 1,164,302 (28.0%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 471,118 (17.4%) | 14,877,627 (15.7%)
High School Graduate 932,971 (34.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 678,231 (25.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 458,803 (17.0%) | 16,098,968 (17.0%)
Graduate Degree 162,043  (6.0%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Youth Access Restrictions
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s HAWAILII

GRADE B RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 325
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 6,303
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) B A R - S~
Prevalence:
Current Smoking, Adults (%) 19.6 9.0 29.0 10.2 206 20.7 e s- | 3 |
Ages 18-24 22.7 34.7 19.8 26.3 24.0 24.5
Ages 25-44 19.2 33.2 11.7 22.2 24.4 18.5
Ages 45-64 23.7 26.2 1.7 17.6 21.4 17.8
Ages 65+ 9.7 12.7 3.5 3.2 9.2 6.2
Current Smoking, Grades 9-12 (%) 27.7 18.0
Smoking During Pregnancy, All Ages (%) 12.2 7.8 m
Ages 15-19 18.1 13.1
Cessation:
Trying to Quit, Adults (%) 44.9 65.2
Trying to Quit, Grades 9-12 (%) 61.4 68.6
Receiving Smoking Cessation Advice by Physician (%) 61.0 68.3
No Health Insurance (%) 8.1 1.4 17.0 10.6
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 72.6
—At Home (%) 64.5 70.0
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 33.4 26.1 40.7 27.8
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 84.2 35.9 103.5 49.6
Coronary Heart Disease Death Rate (per 100,000) 85.7 98.1 91.2 164.6 93.9
Stroke Death Rate (per 100,000) 42.4 63.7 41.3 61.5 57.1

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

H e Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Hawaii U.S.
Telephone Quitline | | Total Population of Women 600,656 (50.5%) | 143,584,500 (51.9%)
Women by Race
P Specific C i Telenh Quitl | | White (non-Hispanic) 134,372 (22.4%) | 99,298,461 (69.2%)
reghancy-spectiic Lounseling on ‘elephone Lurtine Black (non-Hispanic) 12,524 (2.1%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 2,890 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 432,220 (72.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 18,650 (3.1%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 144,304 (24.0%) | 35,375,812 (24.6%)
18-24 52,725 (8.8%) | 13,489,103 (9.4%)
- O Oy
= s i Lisore o0
Restricti S d-Hand Smok - . =2 —— Sk
ST o e e e I 65+ 85,567 (14.2%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 1,155 (0.29%) 293,365 (0.28%)
ax: " n
- - Median Earnings for Women ($) $28,000 $28,000
Cigarette Excise Tax W Women Residing in—Urban Areas 551,972 (91.6%) | 113,984,742 (79.5%)
—Rural Areas 50,894 (8.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding N Less than 12 years 53,195 (13.2%) | 14,877,627 (15.7%)
High School Graduate 124,738 (30.9%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 120,671 (29.9%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 78,504 (19.4%) | 16,098,968 (17.0%)
Graduate Degree 26,520 (6.6%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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A, IDAHO

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 571

GRADE [l RANK

SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 9,782
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
(Non- (Non- (Non- (Non- u.s. Overall State State
Status Indlcators (Women) Hspanic)  Hispani)  Hispanc)  Hispanic)  Hispanic Data Data Grade Rank
Prevalence:
Current Smoking, Adults (%) 19.8 40.3 19.1 20.7 20.3
Ages 18-24 22.2 19.4 24.0 24.2
Ages 25-44 25.2 32.2 19.8 24.4 25.0
Ages 45-64 19.0 18.7 21.4 19.4
Ages 65+ 10.0 9.2 10.0
Current Smoking, Grades 9-12 (%) 27.7 171
Smoking During Pregnancy, All Ages (%) 12.2 12.6
Ages 15-19 18.1 22.9
Cessation:
Trying to Quit, Adults (%) 44.9 45.4
Trying to Quit, Grades 9-12 (%) 61.4 66.3
Receiving Smoking Cessation Advice by Physician (%) 61.0 61.9
No Health Insurance (%) 15.8 53.3 17.0 18.3
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 76.5
—At Home (%) 64.5 75.8
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 329 40.7 32.8

National and State Report Cards

Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 113.8 103.5 112.3
Coronary Heart Disease Death Rate (per 100,000) 117.5 75.3 164.6 116.9
Stroke Death Rate (per 100,000) 67.9 61.5 68.0

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

Grading Key for Status Indicators

(] (]
PO I | Cy I n d | Cato rs (S);rlf::ﬁzly“ De mo g rap h ics Number (Percent) Number (Percent)
Cessation: Idaho u.s.
Telephone Quitline | | Total Po;:’;ulation of Women 665,619 (51.1%) | 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | White (non-Hispanic) 587,866 (88.3%) | 99,298,461 (69.2%)
Black (non-Hispanic) 3,416 (0.5%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 10,525 (1.6%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 10,062  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 53,751 (8.1%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 194,102 (29.2%) | 35,375,812 (24.6%)
18-24 68,385 (10.3%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 173,;12 (;:.1;%) 42,0;0,761 (;9.3?)
Restrictions on Second-Hand Smoke . | 2?:64 1?;‘121 E'| 1 ;;’; ?:'192';:; Eél;’;
B WY/ R , .07,
Lesbian-Headed Households 971 (0.21%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $25,000 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 432,938 (67.1%) |113,984.742 (79.5%)
—Rural Areas 212,355 (32.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 51,716 (12.8%) | 14,877,627 (15.7%)
High School Graduate 147,040 (36.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 135,892 (33.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 53,254 (13.2%) | 16,098,968 (17.0%)
Graduate Degree 15,231  (3.8%) 7,292,595 (7.7%)
|l

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY
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A ILLINOIS

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 7,546
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 127,528
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) B A R - S~
Prevalence:
Current Smoking, Adults (%) 21.8 206 6.0 16.0 20.7 M F | 2a |
Ages 18-24 33.0 10.4 13.1 24.0 25.5
Ages 25-44 26.8 24.8 9.3 15.6 24.4 24.6
Ages 45-64 22.2 22.5 21.5 21.4 22.0
Ages 65+ 8.6 14.3 9.2 9.6
Current Smoking, Grades 9-12 (%) 27.7 26.6
Smoking During Pregnancy, All Ages (%) 12.2 10.9 m
Ages 15-19 18.1 16.0
Cessation:
Trying to Quit, Adults (%) 44.9 X F | 30 |
Trying to Quit, Grades 9-12 (%) 61.4 62.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 63.3
No Health Insurance (%) 11.3 23.8 19.3 31.1 17.0 16.6
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 74.0
—At Home (%) 64.5 58.1
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 40.3 49.8 9.1 9.8 40.7 40.8
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 96.3 71.8 31.6 27.9 103.5 93.0
Coronary Heart Disease Death Rate (per 100,000) 162.0 230.6 68.2 67.2 164.6 168.8
Stroke Death Rate (per 100,000) 60.2 73.2 34.2 26.3 61.5 61.9

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

o L]
PO I | Cy I n d | Cato rs gg;:l%:;‘ De mograp h ics Number (Percent) Number (Percent)
Cessation: lllinois uU.S.
Telephone Quitline (1-866-QUIT-YES) - xtal Po;;ul;tion of Women 6,318,333 (52.1%) | 143,584,500 (51.9%)
'omen by Race
" - . White (non-Hispanic) 4,375,361 (69.2%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non—Hisppanic) 1,060,056 (16.8%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 30,660 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 219,353  (3.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 632,902 (10.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | ?'81 ;4 1'Z§g’z$2 (z(ggz’; ?g'igg'?éi (2(32:/";
-, , .0 /0, , B 470,
Second-Hand Smoke: 25-44 1,875,191 (29.7:%;) 42,030,761 (29.3:%)
Restrictions on Second-Hand Smoke | | 45-64 1,471,153 (23.3%) | 33,196,167 (23.1%)
65+ 823,147 (13.0%) | 19,492,657 (13.6%)
Lesbian-Headed Households 10,732 (0.23%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $29,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas  5,589.493 (88.2%) | 113,984.742 (79.5%)
—Rural Areas 749,464 (11.8%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding . | Less than 12 years 559,846 (13.4%) | 14,877,627 (15.7%)
High School Graduate 1,374,471 (33.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 1,134,022 (27.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 774,108 (18.6%) | 16,098,968 (17.0%)
Graduate Degree 327,045 (7.8%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy

WOMEN AND SMOKING REPORT CARD

Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



HINDIANA GRADE [l rRaNk E3

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 4,139
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 71,042
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Ind Icators (Women) Hi(;\;‘;;:}c) Hi(;\;‘noa:}c) Hi(s’\;)oa:;c) Hg;‘:)(;:'\c) Hispanic l';aia ol;:::" é:::lee ;t:ntlf
Prevalence:
Current Smoking, Adults (%) 25.1 22.7 17.0 20.7 24.8
Ages 18-24 36.7 13.2 24.0 34.0
Ages 25-44 31.2 30.7 18.7 24.4 30.8
Ages 45-64 22.1 22.8 21.4 22.2
Ages 65+ 12.2 8.7 9.2 11.8
Current Smoking, Grades 9-12 (%) 27.7 27.5
Smoking During Pregnancy, All Ages (%) 12.2 20.3
Ages 15-19 18.1 30.3
Cessation:
Trying to Quit, Adults (%) 44.9 48.7
Trying to Quit, Grades 9-12 (%) 61.4 63.0
Receiving Smoking Cessation Advice by Physician (%) 61.0 57.4
No Health Insurance (%) 12.0 20.7 17.0 13.4
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 66.8
—At Home (%) 64.5 53.6
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 45.2 56.5 40.7 45.7
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 120.0 81.6 103.5 117.3
Coronary Heart Disease Death Rate (per 100,000) 160.1 204.5 70.7 164.6 162.2
Stroke Death Rate (per 100,000) 68.1 89.5 26.1 61.5 69.3

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

National and State Report Cards

Grading Key for Status Indicators

Strength

Number (Percent) Number (Percent)

Policy Indicators

of Policy

Demographics

Cessation:

Telephone Quitline

Indiana

U.s.

Total Population of Women 3,128,315 (53.1%)

143,584,500 (51.9%)

Women by Race

Pregnancy-Specific Counseling on Telephone Quitline | | White (non-Hispanic) 2,743,407 _(87.7%) | 99,298,461 (69.2%)
Black (non-Hispanic) 270,466  (8.6%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage - (non-Hispanic) 10,872 (0.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 29,815  (1.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 73,756 (2.4%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 719,238 (23.0%) | 35375812 (24.6%)
18-24 286,017  (9.1%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 846,850 (27.1%) | 42,030,761 (29.3%)
. 45-64 781,176 (25.0%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | |
65+ 495,034 (15.8%) | 19,492,657 (13.6%)
Lesbian-Headed Households 5,165 (0.22%) 293,365 (0.28%)
Tax:‘ : Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 2,216,251 (71.5%) | 113,984,742 (79.5%)
—Rural Areas 881,760 (28.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding I Less than 12 years 330,429 (15.6%) | 14,877,627 (15.7%)
High School Graduate 826,280 (38.9%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 540,329 (25.5%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 268,995 (12.7%) | 16,098,968 (17.0%)
Graduate Degree 157,028 (7.4%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



= | OWA GRADE [ raNk HY

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,683
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 27,390
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R A R - -~
Prevalence:
Current Smoking, Adults (%) 20.2 29.3 31.6 20.7 | F | 19 |
Ages 18-24 37.2 24.0 371
Ages 25-44 24.7 24.4 25.4
Ages 45-64 19.0 21.4 19.3
Ages 65+ 6.9 9.2 7.0
Current Smoking, Grades 9-12 (%) 27.7 29.5
Smoking During Pregnancy, All Ages (%) 12.2 17.5 m
Ages 15-19 18.1 324
Cessation:
Trying to Quit, Adults (%) 44.9 50.8 n“
Trying to Quit, Grades 9-12 (%) 61.4 56.7
Receiving Smoking Cessation Advice by Physician (%) 61.0 50.1
No Health Insurance (%) 9.3 20.8 17.0 10.5
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 75.1
S —At Home (%) 64.5 58.0 m
% American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
g Smoking-Related Diseases:
& Lung Cancer Death Rate (per 100,000) 35.4 62.2 40.7 35.6 m
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 91.9 103.5 91.6
o Coronary Heart Disease Death Rate (per 100,000) 162.7 231.5 58.5 164.6 163.5
;.‘_ Stroke Death Rate (per 100,000) 60.6 74.7 61.5 60.7

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIlcy I nd | Cato rS of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: lowa u.s.
Telephone Quitline (1-866-U-CAN-TRY) - Total Population of Women 1,470,326 (52.1%) 143,584,500 (51.9%)
Women by Race
P Soacific C i Teleoh Quith | | White (non-Hispanic) 1,342,668 (91.3%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 31,559  (2.1%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 5153  (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 35,016  (2.4%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 55,930 (3.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 356,257 (24.2%) | 35,375,812 (24.6%)
18-24 134,968 (9.2%) | 13,489,103 (9.4%)
. o )
SecondHand Smoke: o T AT AT
Restrictions on Second-Hand Smoke | | 65_+ 235'221 (16'0‘;) 191492,657 (13-6‘70)
. .U /0, i i .07,
Lesbian-Headed Households 1,909 (0.17%) 293,365 (0.28%)
Tax.‘ - | | Median Earnings for Women ($) $25,849 $28,000
Cigarette Excise Tax Women Residing in—Urban Areas 922,958 (61.9%) | 113,984,742 (79.5%)
—Rural Areas 567,851 (38.1%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 125,429 (12.8%) | 14,877,627 (15.7%)
High School Graduate 351,583 (35.9%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 288,867 (29.5%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 156,518 (16.0%) | 16,098,968 (17.0%)
Graduate Degree 56,705 (5.8%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY

Youth Access Restrictions




== KANSAS GRADE [l raNK 4

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,558
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 25,715
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 19.5 20.0 27.6 7.6 15.8 20.7 8 u | 10 |
Ages 18-24 23.7 19.4 24.0 23.7
Ages 25-44 25.0 22.4 15.6 24.4 24.0
Ages 45-64 19.8 20.2 15.8 21.4 19.6
Ages 65+ 8.7 17.9 9.2 9.0
Current Smoking, Grades 9-12 (%) 27.7 27.5
Smoking During Pregnancy, All Ages (%) 12.2 13.0 m
Ages 15-19 18.1 19.3
Cessation:
Trying to Quit, Adults (%) 44.9 46.9
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 52.3
No Health Insurance (%) 13.7 20.4 35.9 17.0 14.2
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 78.2 g
—At Home (%) 64.5 63.7 b
i s -
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 37.2 33.9 40.7 37.1 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 103.2 64.0 103.5 101.6 =
Coronary Heart Disease Death Rate (per 100,000) 126.4 149.6 123.3 60.2 164.6 127.0 _6
Stroke Death Rate (per 100,000) 60.7 91.8 36.1 61.5 61.8 §

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

° H Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Kansas U.s.
Telephone Quitline | | Total Population of Women 1,372,469 (52.2%) 143,584,500 (51.9%)
Women by Race
h Spedific C i Teleoh Quith | | White (non-Hispanic) 1,168,270 (85.1%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 78,647 (5.7%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage - (non-Hispanic) 14,405 (1.0%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 31,502  (2.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 79,644  (5.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 332,654 (24.2%) | 35,375,812 (24.6%)
18-24 128,694  (9.4%) | 13,489,103 (9.4%)
- O [
= o e Lo o0
Restrictions on Second-Hand Smoke . | 65_+ 2301156 (16-8‘;) 1914921657 (13-6‘;)
. -0 /0, i i .07,
Lesbian-Headed Households 2,085 (0.20%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $27,500 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 976,715 (71.8%) | 113,984,742 (79.5%)
—Rural Areas 383,229 (28.2%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 108,731 (11.9%) | 14,877,627 (15.7%)
High School Graduate 295,724 (32.5%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 255,038 (28.0%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 168,289 (18.5%) | 16,098,968 (17.0%)
Graduate Degree 83,339  (9.1%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



=2 KENTUCKY GRADE @ rRaNK B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,961
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 53,850
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) B A R - S~
Prevalence:
Current Smoking, Adults (%) 27.8 30.4 32.2 20.7 28.0
Ages 18-24 34.3 17.6 24.0 33.3
Ages 25-44 35.0 35.2 24.4 34.8
Ages 45-64 27.2 37.9 21.4 28.0
Ages 65+ 12.0 16.7 9.2 12.3
Current Smoking, Grades 9-12 (%) 27.7 34.1
Smoking During Pregnancy, All Ages (%) 12.2 24.6
Ages 15-19 18.1 35.0
Cessation:
Trying to Quit, Adults (%) 44.9 50.4
Trying to Quit, Grades 9-12 (%) 61.4 55.3
Receiving Smoking Cessation Advice by Physician (%) 61.0 57.6
No Health Insurance (%) 16.1 19.1 17.0 17.2
> Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 63.7
S —At Home (%) 64.5 43.1
% American
=] Indian/ Asian/
&‘ ) Alaskan Pacific ) )
at White Black Native Islander Hispanic
g Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 51.3 62.5 40.7 51.7
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 125.9 94.2 103.5 123.8
o Coronary Heart Disease Death Rate (per 100,000) 169.9 194.3 121.6 164.6 170.8
g Stroke Death Rate (per 100,000) 68.5 75.9 61.5 68.9

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

Policy Indicators

Strength
of Policy

Demographics

Number (Percent)

Number (Percent)

Cessation:

Telephone Quitline

Pregnancy-Specific Counseling on Telephone Quitline

Kentucky

U.sS.

Total Population of Women

2,088,380 (52.8%)

143,584,500 (51.9%)

Women by Race

White (non-Hispanic)

1,856,652 (88.9%)

99,298,461 (69.2%)

Black (non-Hispanic) 168,724  (8.1%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 2,935 (0.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 20,696  (1.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 39,372 (1.9%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 503,377 (24.1%) | 35,375,812 (24.6%)
18-24 214,483 (10.3%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 585,957 (28.1:%) 42,030,761 (29.3:%)
Restrictions on Second-Hand Smoke | | 45-64 505,394 (24.2%) | 33,196,167 (23.1%)
65+ 279,170 (13.4%) | 19,492,657 (13.6%)
Lesbian-Headed Households 3,804 (0.24%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $25,000 $28,000

Cigarette Excise Tax

Women Residing in—Urban Areas

1,170,320 (56.6%)

113,984,742 (79.5%)

—Rural Areas 896,081 (43.4%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:
Tobacco Prevention Funding . | Less than 12 years 268,382 (19.6%) | 14,877,627 (15.7%)
High School Graduate 496,262 (36.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 330,577 (24.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 162,379 (11.8%) | 16,098,968 (17.0%)
Graduate Degree 112,920 (8.2%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



S LOUISIANA crADE [l rRANK E]

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,536
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 46,834
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 24.0 14.7 36.5 24.3 20.7 21.2
Ages 18-24 35.6 4.6 24.0 24.4
Ages 25-44 30.2 18.9 28.5 24.4 26.5
Ages 45-64 22.7 16.1 18.4 21.4 20.9
Ages 65+ 8.7 11.4 9.2 8.9
Current Smoking, Grades 9-12 (%) 27.7 23.0
Smoking During Pregnancy, All Ages (%) 12.2 9.4
Ages 15-19 18.1 10.8
Cessation:
Trying to Quit, Adults (%) 44.9 48.4
Trying to Quit, Grades 9-12 (%) 61.4 63.8
Receiving Smoking Cessation Advice by Physician (%) 61.0 61.0
No Health Insurance (%) 23.8 31.6 17.0 24.7
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 69.5 g
—At Home (%) 64.5 59.0 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 44.8 42.7 15.5 40.7 441 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 102.3 53.3 103.5 90.2 =
Coronary Heart Disease Death Rate (per 100,000) 169.4 2071 80.5 71.2 164.6 178.7 _6
Stroke Death Rate (per 100,000) 61.1 85.9 28.7 61.5 67.4 §

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs (S);rlf::ﬁzly“ De mo g rap h ics Number (Percent) Number (Percent)
Cessation: Louisiana uU.S.
Telephone Quitline (1-800-LUNG-USA) - xtal Po;:;ul;tion of Women 2,293,207 (53.0%) | 143,584,500 (51.9%)
'omen by Race
Pregnancy-Specific Counseling on Telephone Quitline | | \é\f:::t:(f}noonn::i:;:n?;) 11?22?;? 221‘71:2; ?ZIE:?;‘Z; E?Zi:ﬁj
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 5316  (0.2%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 30,334  (1.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 52,905 (2.3%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 625,968 (27.3%) | 35375812 (24.6%)
18-24 262,550 (11.4%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 614,558 (26.8%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 520,798 (22.7%) | 33,196,167 (23.1%)
65+ 269,334 (11.7%) | 19,492,657 (13.6%)
Lesbian-Headed Households 4,628 (0.28%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $22,880 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 1,696,397 (73.6%) |113,984.742 (79.5%)
—Rural Areas 609,676 (26.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 274,778 (19.6%) | 14,877,627 (15.7%)
High School Graduate 514,020 (36.6%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 346,792 (24.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 194,903 (13.9%) | 16,098,968 (17.0%)
Graduate Degree 74,197  (5.3%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Youth Access Restrictions

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



A MAINE GRADE [ rRANK B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 922
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 14,963
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R A R - -~
Prevalence:
Current Smoking, Adults (%) 21.1 18.9 20.7 21.1 F 27
Ages 18-24 28.6 24.0 27.7
Ages 25-44 27.5 24.4 27.3
Ages 45-64 19.1 21.4 19.4
Ages 65+ 8.8 9.2 9.0
Current Smoking, Grades 9-12 (%) 27.7 26.6
Smoking During Pregnancy, All Ages (%) 12.2 17.9 m
Ages 15-19 18.1 36.6
Cessation:
Trying to Quit, Adults (%) 44.9 515 n
Trying to Quit, Grades 9-12 (%) 61.4 62.7
Receiving Smoking Cessation Advice by Physician (%) 61.0 63.2
No Health Insurance (%) 11.5 17.0 12.1
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 741 79.5 V] 7
—At Home (%) 64.5 59.6 F | 35
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:

Lung Cancer Death Rate (per 100,000) 48.3 40.7 48.3
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 130.3 103.5 130.0
Coronary Heart Disease Death Rate (per 100,000) 150.1 164.6 150.2
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Stroke Death Rate (per 100,000) 58.5 61.5 58.4

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: _ Maine U.S.
Telephone Quitline (1-800-207-1230) - Total Population of Women 652,871 (52.1%) | 143,584,500 (51.9%)
Women by Race
o : " White (non-Hispanic) 634,912 (97.2%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 1,310  (0.2%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage - (non-Hispanic) 6,988 (1.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 6,396  (1.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 3,266 (0.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 133,043 (20.4%) | 35375812 (24.6%)
18-24 46,461 (7.1%) | 13,489,103 (9.4%)
. 0, )
= s i Litsre o0
Restrictions on Second-Hand Smoke . | 65_+ 115'735 (17'7;) 191492,657 (13-6‘70)
. ./ /0, i i .07,
T Lesbian-Headed Households 1,901 (0.37%) 293,365 (0.28%)
ax: " n
- - Median Earnings for Women ($) $25,500 $28,000
Cigarette Excise Tax W Women Residing in—Urban Areas 269,827 (41.2%) | 113,984,742 (79.5%)
—Rural Areas 384,787 (58.8%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ ] Less than 12 years 57,614 (12.2%) | 14,877,627 (15.7%)
High School Graduate 183,047 (38.7%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 125,401 (26.5%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 73,722 (15.6%) | 16,098,968 (17.0%)
Graduate Degree 33,582  (7.1%) 7,292,595 (7.7%)
Youth Access Restrictions -

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



= MARYLAND GRADE f] rRANK ED

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,844
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 48,927
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 19.5 18.6 5.2 16.0 20.7 18.7
Ages 18-24 32.6 134 24.0 25.7
Ages 25-44 22.6 17.9 4.0 13.0 24.4 20.1
Ages 45-64 19.4 23.8 16.1 21.4 19.8
Ages 65+ 8.0 13.6 9.2 8.7
Current Smoking, Grades 9-12 (%) 27.7 23.8
Smoking During Pregnancy, All Ages (%) 12.2 9.3
Ages 15-19 18.1 14.4
Cessation:
Trying to Quit, Adults (%) 44.9 50.2
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 62.9
No Health Insurance (%) 10.5 14.7 15.3 325 17.0 12.2
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 83.3 g
—At Home (%) 64.5 69.0 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 45.9 45.5 13.3 40.7 44.9 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 113.6 64.9 103.5 103.3 =
Coronary Heart Disease Death Rate (per 100,000) 159.1 208.9 64.5 164.6 167.7 _6
Stroke Death Rate (per 100,000) 57.1 72.0 49.6 61.5 60.6 §

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

Grading Key for Status Indicators

° H Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Maryland uU.S.
Telephone Quitline | | Total Population of Women 2,741,062 (52.5%) 143,584,500 (51.9%)
Women by Race
h Spedific C i Teleoh Quith | | White (non-Hispanic) 1,700,901 (62.1%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 766,399 (28.0%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 20,459  (0.7%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 116,666  (4.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 136,637 (5.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 697,712 (25.5%) | 35,375,812 (24.6%)
18-24 198,019 (7.2%) | 13,489,103 (9.4%)
. o [
= st Gui s o0
Restrictions on Second-Hand Smoke - 65_+ 375‘634 E13-7C;; 1914921657 (13-6‘;;
. -/ /0, i i .07,
T Lesbian-Headed Households 6,013 (0.30%) 293,365 (0.28%)
ax: " A
- - Median Earnings for Women ($) $35,000 $28,000
Cigarette Excise Tax |l Women Residing in—Urban Areas 2,368,975 (86.5%) | 113,984,742 (79.5%)
—Rural Areas 369,717 (13.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ Less than 12 years 213,735 (11.6%) | 14,877,627 (15.7%)
High School Graduate 555,610 (30.1%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 436,569 (23.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 387,441 (21.0%) | 16,098,968 (17.0%)
Graduate Degree 251,975 (13.7%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



= MASSACHUSETTS GRADE [ rank H

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,947
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 61,661
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R A R - -~
Prevalence:
Current Smoking, Adults (%) 20.0 20.3 23.3 6.0 14.4 20.7 e u | 9 |
Ages 18-24 30.4 20.4 19.3 24.0 271
Ages 25-44 24.8 20.2 2.7 13.7 24.4 22.9
Ages 45-64 18.2 28.0 10.9 21.4 18.2
Ages 65+ 10.0 4.1 12.6 9.2 10.0
Current Smoking, Grades 9-12 (%) 27.7 27.0
Smoking During Pregnancy, All Ages (%) 12.2 9.9 U 17
Ages 15-19 18.1 21.2
Cessation:
Trying to Quit, Adults (%) 44.9 525 n“
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 71.6
No Health Insurance (%) 7.3 13.0 14.9 14.5 17.0 9.1
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 80.9
S —At Home (%) 64.5 64.9 m
% American
=] Indian/ Asian/
&‘ Alaskan Pacific
at White Black Native Islander Hispanic
g Smoking-Related Diseases:
& Lung Cancer Death Rate (per 100,000) 43.6 38.7 20.5 9.5 40.7 429 “
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) ~ 100.9 51.3 31.8 103.5 98.5
o Coronary Heart Disease Death Rate (per 100,000) 125.8 133.6 50.6 55.1 164.6 125.3
;.‘_ Stroke Death Rate (per 100,000) 49.4 55.2 37.1 23.7 61.5 49.6

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Massachusetts u.S.
Telephone Quitline (1-800-TRY-TO-STOP) - Total Population of Women 3,199,914 (51.7%) |143,584,500 (51.9%)
Women by Race
" - . White (non-Hispanic) 2,621,126 (81.9%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 234,678 (7.3%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 808 (0.0%) | 1.441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 94,150  (2.9%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 249,151 (7.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 667,929 (20.9%) | 35,375,812 (24.6%
18-24 280,757 (8.8%) | 13,489,103 (9.4%

)
) )
Second-Hand Smoke: 25-44 1,013,993 (31.7%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke . | 45-64 744,524 (23.3%) | 33,196,167 (23.1%)
65+ 492,711 (15.4%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 9,156 (0.37%) 293,365 (0.28%)

ax: Median Earnings for Women ($) $32,000 $28,000
Cigarette Excise Tax s . Residing in—Urban Areas 3,014,106 (91.6%) | 113,984,742 (79.5%)
—Rural Areas 276,175 (8.4%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:

Tobacco Prevention Funding [ | | Less than 12 years 311,245 (13.8%) | 14,877,627 (15.7%)
High School Graduate 725,233 (32.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 503,524 (22.4%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 467,480 (20.8%) | 16,098,968 (17.0%)
Graduate Degree 243,746 (10.8%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY




*2MICHIGAN GRADE Il RANK E

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 5,857
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 105,266
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Ind Icators (Women) Hi(;\;‘;;:}c) Hi(;\;‘noa:}c) Hi(s’\;)oa:;c) Hg;‘:)(;:'\c) Hispanic l';aia ol;:::" é:::lee ;t:ntlf
Prevalence:
Current Smoking, Adults (%) 23.1 26.1 4.4 24.4 20.7 23.6
Ages 18-24 36.7 10.0 24.0 SIS
Ages 25-44 28.1 30.9 28.9 24.4 28.7
Ages 45-64 21.7 SilE5 21.4 231
Ages 65+ 9.0 16.8 9.2 9.6
Current Smoking, Grades 9-12 (%) 27.7 27.2
Smoking During Pregnancy, All Ages (%) 12.2 15.8
Ages 15-19 18.1 24.2
Cessation:
Trying to Quit, Adults (%) 44.9 58.9
Trying to Quit, Grades 9-12 (%) 61.4 68.3
Receiving Smoking Cessation Advice by Physician (%) 61.0 69.9
No Health Insurance (%) 10.1 18.7 13.6 21.6 17.0 12.0
Second-Hand Smoke: »
Reporting Smoke Ban —At Work (%) 74.1 69.5 g
—At Home (%) 645 55.8 9
gl 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 41.5 45.0 120.6 23.5 141 40.7 42.0 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 102.4 58.7 188.4 103.5 97.8 =
Coronary Heart Disease Death Rate (per 100,000) 178.0 237.5 268.0 81.4 88.0 164.6 184.7 _6
©
pd

Stroke Death Rate (per 100,000) 61.7 73.4 90.7 47.5 34.6 61.5 63.3

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Michigan u.S.
Telephone Quitline (1-800-537-5666) | | Total Population of Women 5,017,092 (51.6%) |143,584,500 (51.9%)
Women by Race
- - - White (non-Hispanic) 4,004,712 (79.8%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 704,743 (14.0%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 34,069 (0.7%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 131,330  (2.6%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 142,238  (2.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 1,196,826 (23.9%) | 35,375,812 (24.6%)
18-24 421,198  (8.4%) | 13,489,103 (9.4%)
Second-Hand Smoke: 56 V190835 @37 | 35196167 03.1%
Restricti Second-Hand Smok . e =2 T 2
EETCIONS OF oSconaTane moxe Ll 65+ 673,115 (13.4%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 8,075 (0.21%) 293,365 (0.28%)
ax: . -
- - Median Earnings for Women ($) $29,500 $28,000
Cigarette Excise Tax |l Women Residing in—Urban Areas 3,819,197 (75.4%) | 113,984,742 (79.5%)

—Rural Areas 1,246,152 (24.6%) | 29,383,601 (20.5%)

Funding:
Tobacco Prevention Funding | | Less than 12 years 454,978 (13.4%) | 14,877,627 (15.7%)
High School Graduate 1,296,133 (38.1%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 887,919 (26.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 490,332 (14.4%) | 16,098,968 (17.0%)
Graduate Degree 269,706  (7.9%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



B-MINNESOTA GRADE [l rRank B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,218
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 35,320
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) T Y e N R R -+
Prevalence:
Current Smoking, Adults (%) 18.3 18.9 62.0 7.2 22.1 20.7 18.6
Ages 18-24 30.9 24.0 29.6
Ages 25-44 21.3 21.5 22.0 24.4 21.6
Ages 45-64 16.7 21.4 17.0
Ages 65+ 8.5 9.2 8.6
Current Smoking, Grades 9-12 (%) 27.7 32.6
Smoking During Pregnancy, All Ages (%) 12.2 1.1
Ages 15-19 18.1 249
Cessation:
Trying to Quit, Adults (%) 44.9 48.2
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 64.6
No Health Insurance (%) 6.7 17.0 8.6
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 741 80.7
S —At Home (%) 64.5 65.8
% American
=] Indian/ Asian/
&‘ Alaskan Pacific
at White Black Native Islander Hispanic
g Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 349 43.1 83.7 40.7 35.1
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 90.7 103.5 90.2
o Coronary Heart Disease Death Rate (per 100,000) 96.2 99.9 164.8 44 .4 65.5 164.6 96.5
;.‘_ Stroke Death Rate (per 100,000) 58.9 82.3 70.5 61.5 59.4

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

Grading Key for Status Indicators

Strength

Policy Indicators

of Policy

Demographics

Number (Percent)

Number (Percent)

Cessation:

Telephone Quitline (1-877-270-STOP)

Pregnancy-Specific Counseling on Telephone Quitline

Medicaid Smoking Cessation Coverage

Medicaid Coverage of Pregnancy-Specific Counseling

Private Insurance Smoking Cessation Coverage

Second-Hand Smoke:

Restrictions on Second-Hand Smoke

Tax:

Cigarette Excise Tax

Funding:

Tobacco Prevention Funding

Youth Access:

Tobacco Sales Rate to Minors

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

Minnesota U.S.

Total Population of Women 2,467,548 (50.3%) 143,584,500 (51.9%)
Women by Race

White (non-Hispanic) 2,234,271 (90.5%) | 99,298,461 (69.2%)

Black (non-Hispanic) 60,040 (2.4%) | 18,537,763 (12.9%)

American Indian/Alaskan Native

(non-Hispanic) 39,246  (1.6%) 1,441,671 (1.0%)

Asian/Pacific Islander (non-Hispanic) 78,448  (3.2%) 6,324,727 (4.4%)

Hispanic 55,543  (2.3%) | 17,981,877 (12.5%)
Women by Age

0-17 600,443 (24.3%) | 35,375,812 (24.6%)

18-24 218,211 (8.8%) | 13,489,103 (9.4%)

25-44 788,238 (31.9%) | 42,030,761 (29.3%)

45-64 604,422 (24.5%) | 33,196,167 (23.1%)

65+ 256,234 (10.4%) | 19,492,657 (13.6%)
Lesbian-Headed Households 4,857 (0.26%) 293,365 (0.28%)
Median Earnings for Women ($) $30,200 $28,000
Women Residing in—Urban Areas 1,783,939 (71.8%) | 113,984,742 (79.5%)

—Rural Areas 699,909 (28.2%) | 29,383,601 (20.5%)

Women (25 or older) by Education:

Less than 12 years 116,554  (7.1%) | 14,877,627 (15.7%)

High School Graduate 507,707 (30.8%) | 31,412,377 (33.2%)

Some College or Associate Degree 536,556 (32.5%) | 25,038,018 (26.4%)

Bachelor's Degree 349,376 (21.2%) | 16,098,968 (17.0%)

Graduate Degree 138,701  (8.4%) 7,292,595 (7.7%)

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



A MISSISSIPPI crADE @ rRaNK E

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,665
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 31,474
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 24.3 13.6 20.7 20.7 21.0
Ages 18-24 34.0 6.5 24.0 25.0
Ages 25-44 29.8 16.8 24.4 24.7
Ages 45-64 25.3 18.3 21.4 23.2
Ages 65+ 9.6 4.2 9.2 8.2
Current Smoking, Grades 9-12 (%) 27.7 24.6
Smoking During Pregnancy, All Ages (%) 12.2 12.3
Ages 15-19 18.1 12.7
Cessation:
Trying to Quit, Adults (%) 44.9 43.9
Trying to Quit, Grades 9-12 (%) 61.4 67.6
Receiving Smoking Cessation Advice by Physician (%) 61.0 58.1
No Health Insurance (%) 15.5 26.6 17.0 18.9
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 67.6 g
—At Home (%) 64.5 58.8 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 43.8 35.5 40.7 41.5 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 105.4 49.5 103.5 90.2 =
Coronary Heart Disease Death Rate (per 100,000) 180.6 242.6 164.6 197.5 _6
©
z

Stroke Death Rate (per 100,000) 63.3 85.8 61.5 69.7

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Mississippi U.s.
Telephone Quitline (1-800-244-9100) - Total Population of Women 1,492,179 (55.0%) 143,584,500 (51.9%)
Women by Race
Whit -Hi i 897,430 (60.1% 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - Bla;lf(fwnoonnHilsspF;a:iS) 564 218 537 8‘;; 18.537 763 512 90/0;
- i .07, ' ' 9%,
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 4,943 (0.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 10,067  (0.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 15,522 (1.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 384,320 (25.8%) | 35375812 (24.6%)
18-24 134,174 (9.0%) | 13,489,103 (9.4%)
. () [
Second-Hand Smoke: 25-44 455,171 (30.5%) | 42,030,761 (29.3%)
o 45-64 309,994 (20.8%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | | o 208,521 (14.0%) | 19,492,657 (13.6%)
. - /0, / i .07,
Lesbian-Headed Households 2,523 (0.24%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $22,880 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 730,351 (49.6%) | 113,984,742 (79.5%)
—Rural Areas 740,753 (50.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ Less than 12 years 173,245 (17.8%) | 14,877,627 (15.7%)
High School Graduate 308,812 (31.7%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 287,657 (29.5%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 151,579 (15.6%) | 16,098,968 (17.0%)
Graduate Degree 52,393  (5.4%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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% MISSOURI crADE [l rank 8

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 4,048
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 69,326
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 24.3 23.3 23.1 20.7 24.3
Ages 18-24 32.8 7.4 24.0 29.7
Ages 25-44 30.3 28.9 24.4 30.0
Ages 45-64 24.3 26.3 21.4 24.9
Ages 65+ 11.0 17.9 9.2 1.2
Current Smoking, Grades 9-12 (%) 27.7 30.4
Smoking During Pregnancy, All Ages (%) 12.2 18.3
Ages 15-19 18.1 27.0
Cessation:
Trying to Quit, Adults (%) 44.9 46.2
Trying to Quit, Grades 9-12 (%) 61.4 65.2
Receiving Smoking Cessation Advice by Physician (%) 61.0 61.0
No Health Insurance (%) 12.9 18.2 17.0 12.4
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 71.6
S —At Home (%) 64.5 58.3
% American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 45.7 53.4 40.7 46.2
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 115.3 70.2 103.5 111.6
o Coronary Heart Disease Death Rate (per 100,000) 174.6 2541 86.4 87.5 132.6 164.6 180.7
;g‘_ Stroke Death Rate (per 100,000) 64.2 71.7 60.2 61.5 65.1

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

H e Strength .
POIlcy I nd | Cato rS of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Missouri uU.s.
Telephone Quitline | | Total Population of Women 2,809,708 (51.9%) | 143,584,500 (51.9%)
Women by Race
P Soacific C i Teleoh Quith | | White (non-Hispanic) 2,382,814 (84.8%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 325,738 (11.6%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 13,467 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 41,505  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 46,184  (1.6%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 677,610 (24.1%) | 35,375,812 (24.6%)
18-24 272,166  (9.7%) | 13,489,103 (9.4%)
- O Oy
SecondtHand Smoke: Frh R AR
Restrictions on Second-Hand Smoke . | 65_+ 353'744 (12'6‘;) 191492,657 (13-6‘70)
. -0 /0, i i .07,
Lesbian-Headed Households 4,744 (0.22%) 293,365 (0.28%)
Tax.‘ - | | Median Earnings for Women ($) $28,000 $28,000
Cigarette Excise Tax Women Residing in—Urban Areas 2,019,939 (70.3%) | 113,984,742 (79.5%)
—Rural Areas 855,095 (29.7%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | | Less than 12 years 204,571 (11.0%) | 14,877,627 (15.7%)
High School Graduate 669,227 (36.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 503,730 (27.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 325,209 (17.5%) | 16,098,968 (17.0%)
Graduate Degree 157,195  (8.5%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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= MONTANA GRADE @ raNK EH

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 576
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 9,399
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Ind Icators (Women) Hi(;\;‘;;:}c) Hi(;\;‘noa:}c) Hi(s’\;)oa:;c) Hg;‘:)(;:'\c) Hispanic l';aia ol;:::" é:::lee ;t:ntlf
Prevalence:
Current Smoking, Adults (%) 19.8 44.8 26.4 20.7 21.3
Ages 18-24 222 41.3 24.0 25.0
Ages 25-44 222 49.7 35.8 24.4 242
Ages 45-64 231 50.5 21.4 240
Ages 65+ 10.1 9.2 10.1
Current Smoking, Grades 9-12 (%) 27.7 31.8
Smoking During Pregnancy, All Ages (%) 12.2 17.9
Ages 15-19 18.1 30.9
Cessation:
Trying to Quit, Adults (%) 44.9 50.3
Trying to Quit, Grades 9-12 (%) 61.4 72.5
Receiving Smoking Cessation Advice by Physician (%) 61.0 60.5
No Health Insurance (%) 15.5 17.0 18.5
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 72.2 g
—At Home (%) 645 633 9
gl 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 40.2 75.5 40.7 40.9 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000)  139.7 206.5 103.5 141.3 =
Coronary Heart Disease Death Rate (per 100,000) 99.5 113.0 164.6 100.3 5
©
pd

Stroke Death Rate (per 100,000) 63.3 74.9 61.5 63.8

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs (S);rlf::ﬁzly“ De mo g rap h ics Number (Percent) Number (Percent)
Cessation: Montana uU.S.
Telephone Quitline | | Total Po;:’;ulation of Women 445,774 (50.7%) | 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | White (non-Hispanic) 405,915 (91.1%) | 99,298,461 (69.2%)
Black (non-Hispanic) 923  (0.2%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 25442 (5.7%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 4,241 (1.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 9,254  (2.1%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 107,150 (24.0%) | 35,375,812 (24.6%)
18-24 40,852  (9.2%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 119,769 (26.9%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 107,749 (24.2%) | 33,196,167 (23.1%)
65+ 70,253 (15.8%) | 19,492,657 (13.6%)
Lesbian-Headed Households 664 (0.19%) 293,365 (0.28%)
Tax:‘ : Median Earnings for Women ($) $22,000 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 248,772 (55.0%) | 113,984,742 (79.5%)
—Rural Areas 203,943 (45.0%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 28,734  (9.6%) | 14,877,627 (15.7%)
High School Graduate 104,888 (35.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 101,982 (34.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 48,731 (16.4%) | 16,098,968 (17.0%)
Graduate Degree 13,436  (4.5%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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== NEBRASKA

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 902

GRADE [l RANK

SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 14,662
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
(Non- (Non- (Non- (Non- us. Overall Stat Stat
Status Ind Icators (Women) Hisp(;:ic) Hisp(;:\'c) Hisp(;:\'c) Hispoa?ﬂc) Hispanic Data D::: Gr:dee R:nE
Prevalence:
Current Smoking, Adults (%) 19.9 PELS 20.2 20.7 20.0
Ages 18-24 34.8 24.0 33.2
Ages 25-44 24.9 28.9 16.5 24.4 24.2
Ages 45-64 17.8 21.4 18.5
Ages 65+ 7.8 9.2 7.9
Current Smoking, Grades 9-12 (%) 27.7 31.6
Smoking During Pregnancy, All Ages (%) 12.2 14.9
Ages 15-19 18.1 251
Cessation:
Trying to Quit, Adults (%) 44.9 423
Trying to Quit, Grades 9-12 (%) 61.4 61.6
Receiving Smoking Cessation Advice by Physician (%) 61.0 52.4
No Health Insurance (%) 9.4 23.9 17.0 10.5
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 74.0
—At Home (%) 64.5 64.2
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 33.4 39.3 40.7 33.7
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 99.9 103.5 99.6
Coronary Heart Disease Death Rate (per 100,000) 114.7 153.6 211.9 75.5 164.6 115.9
Stroke Death Rate (per 100,000) 57.6 87.2 61.5 58.4

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail
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Grading Key for Status Indicators

Strength

Policy Indicators

of Policy

Number (Percent)

Demographics

Number (Percent)

Cessation: Nebraska uU.s.
Telephone Quitline (1-866-632-7848) - Total Population of Women 859,571 (51.4%) | 143,584,500 (51.9%)
Women by Race
White (non-Hispanic, 761,633 (88.6% 99,298,461 (69.2%,
Pregnancy-Specific Counseling on Telephone Quitline - Black (E\on—Hisppanic)) 30:231 ( (3,5;,; 18:537:763 512.9‘2
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 12,732 (1.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 13,952  (1.6%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 41,022  (4.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 219,729 (25.6%) | 35,375,812 (24.6%)
18-24 97,187 (11.3%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 234,897 (27.3:%) 42,030,761 (29.3:%)
Restrictions on Second-Hand Smoke . | 45-64 191,434 (22.3%) | 33,196,167 (23.1%)
65+ 116,325 (13.5%) | 19,492,657 (13.6%)
Lesbian-Headed Households 1,220 (0.18%) 293,365 (0.28%)
Tax." - Median Earnings for Women ($) $25,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 609,918 (70.3%) | 113,984,742 (79.5%)
—Rural Areas 257,994 (29.7%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | Less than 12 years 50,141 (9.2%) | 14,877,627 (15.7%)
High School Graduate 180,868 (33.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 171,782 (31.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 101,887 (18.8%) | 16,098,968 (17.0%)
Graduate Degree 37,977 (7.0%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



!l NEVADA GRADE @ rANK Y

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,453
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 25,753
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Ind Icators (Women) Hi(;\;‘;;:}c) Hi(;\;‘noa:}c) Hi(s’\;)oa:;c) Hg;‘:)(;:'\c) Hispanic l';aia ol;:::" é:::lee ;t:ntlf
Prevalence:
Current Smoking, Adults (%) 29.1 31.6 28.3 24.3 19.4 20.7 28.5
Ages 18-24 33.9 22.8 24.0 29.2
Ages 25-44 30.3 36.8 21.2 24.4 29.9
Ages 45-64 33.8 16.2 21.4 31.1
Ages 65+ 16.8 9.2 20.5
Current Smoking, Grades 9-12 (%) 27.7 25.8
Smoking During Pregnancy, All Ages (%) 12.2 11.0
Ages 15-19 18.1 13.4
Cessation:
Trying to Quit, Adults (%) 44.9 38.4
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 53.4
No Health Insurance (%) 10.4 14.3 13.0 37.7 17.0 17.0
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 56.0 g
—At Home (%) 645 67.3 9
g -
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 58.0 44.5 33.2 40.7 55.8 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 182.5 67.9 103.5 171.4 =
Coronary Heart Disease Death Rate (per 100,000) 158.0 167.9 88.3 107.9 59.9 164.6 156.8 _6
©
pd

Stroke Death Rate (per 100,000) 63.9 77.7 62.2 23.4 61.5 64.3

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

° H Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Nevada u.s.
Telephone Quitline (1-888-866-6642) - Total Population of Women 1,034,332 (49.4%) 143,584,500 (51.9%)
Women by Race
Whit -Hi i 660,040 (63.8% 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - Bla;lf(fwnoonnHilsspF;a:iS) 79705 { 7 7;; 18.537 763 512 90/0;
- ' /70 ' ' 9%,
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 13,540  (1.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 68,913  (6.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | ] Hispanic 212,133 (20.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 281,364 (27.2%) | 35375812 (24.6%)
18-24 87,092  (8.4%) | 13,489,103 (9.4%)
. o [
= o G i o
Restrictions on Second-Hand Smoke | | 65_+ 1201487 RE -6‘70) 1914921657 (13-6‘;)
. -0 70, / i .07,
Lesbian-Headed Households 2,234 (0.30%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $27,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 901,391 (92.0%) | 113,984,742 (79.5%)
—Rural Areas 78,815 (8.0%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 98,955 (14.9%) | 14,877,627 (15.7%)
High School Graduate 247,173 (37.1%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 195,301 (29.3%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 90,352 (13.6%) | 16,098,968 (17.0%)
Graduate Degree 34,094  (5.1%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



ANEW HAMPSHIRE cRADE Bl RANK BB

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 702
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 11,835
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 23.1 29.8 20.7 232 B
Ages 18-24 38.6 24.0 38.0
Ages 25-44 271 24.4 26.7
Ages 45-64 19.1 21.4 19.8
Ages 65+ 11.5 9.2 11.5
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 16.0 m
Ages 15-19 18.1 35.1
Cessation:
Trying to Quit, Adults (%) 44.9 G v | 3 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 67.0 S- I
No Health Insurance (%) 10.4 17.0 10.6 |
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 76.8
S —At Home (%) 64.5 63.3
% American
=] Indian/ Asian/
foL Alaskan Pacific
g White Black Native Islander Hispanic
T Smoking-Related Diseases:
—? Lung Cancer Death Rate (per 100,000) 46.6 40.7 46.3
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 133.8 103.5 133.2
o Coronary Heart Disease Death Rate (per 100,000) 162.8 164.6 162.0
fol

Stroke Death Rate (per 100,000) 59.9 61.5 59.8

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs g?;:ﬁzl; De mograp h ics Number (Percent) Number (Percent)
Cessation: New Hampshire u.S.
Telephone Quitline (1-800-TRY-TO-STOP) - Total Population of Women 634,748 (52.1%) | 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline - \é\f:;tf(ﬁnoonri}::;zanr;;) 60471‘;23 (9((5);;3 ?Z:§Z§:32; E?ch’g
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 1,408  (0.2%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 9,575  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 11,4717 (1.8%) | 17,981,877 (12.5%)
Women by Age
0-17 138,296 (21.8%) | 35,375,812 (24.6%,

Private Insurance Smoking Cessation Coverage

)
18-24 51,896 (8.2%) | 13,489,103 (9.4%)
1O/ Oy

T — — s o0 Ly oo
estrictions on second-Hand smoke 65+ 98,424 (155%) | 19,492,657 (13.6%)
Lesbian-Headed Households 1,547 (0.33%) 293,365 (0.28%)

Tax: Median Earnings for Women ($) $29,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 375,576 (59.8%) | 113,984,742 (79.5%)
—Rural Areas 252,523 (40.2%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:

Tobacco Prevention Funding [ | | Less than 12 years 41,963 (9.4%) | 14,877,627 (15.7%)
High School Graduate 157,582 (35.4%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 120,788 (27.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 85,114 (19.1%) | 16,098,968 (17.0%)
Graduate Degree 39,108 (8.8%) 7,292,595 (7.7%)

Youth Access Restrictions

Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators - Meets Policy
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ENEW JERSEY GRADE [l rRaNk @

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 4,429
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 74,457
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R N o R - S - S~
Prevalence:
Current Smoking, Adults (%) 21.0 23.2 6.8 13.9 20.7 oA u | 11 |
Ages 18-24 26.4 15.2 12.8 24.0 22.4
Ages 25-44 27.8 25.0 2.5 17.9 24.4 24.0
Ages 45-64 21.1 31.0 10.9 21.4 20.6
Ages 65+ 9.7 9.8 3.0 9.2 9.2
Current Smoking, Grades 9-12 (%) 27.7 28.9
Smoking During Pregnancy, All Ages (%) 12.2 9.7 m
Ages 15-19 18.1 16.5
Cessation:
Trying to Quit, Adults (%) 44.9 GO F | 21 |
Trying to Quit, Grades 9-12 (%) 61.4 50.2
Receiving Smoking Cessation Advice by Physician (%) 61.0 61.6
No Health Insurance (%) 9.4 22.3 17.8 36.1 17.0 15.4
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 75.6 g
—At Home (%) 64.5 64.7 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 425 41.8 12.7 8.1 40.7 41.5 F 27 ¥
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 89.2 72.3 30.9 103.5 86.3 (V] I 7 L(z
Coronary Heart Disease Death Rate (per 100,000) 176.2 195.7 56.9 71.2 164.6 176.6 F I 41 _6
Stroke Death Rate (per 100,000) 46.4 63.7 27.2 22.3 61.5 48.2 S- 2 §
Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail
o ° rength .
POIICy I nd | Cato rs (S); Ifoﬁzy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: New Jersey u.s.
Telephone Quitline (1-866-NJ-STOPS) - Total Population of Women 4,358,967 (52.1%) |143,584,500 (51.9%)
Women by Race
White (non-Hispanic; 2,944,748 (67.6%) | 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - Black (Ewon-HispF;nic)) 626,465 514'4;3 18,537,763 512'9;);
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 18,817 (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 265,683  (6.1%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 503,255 (11.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage . | 0-17 971,813 (22.3%) | 35,375,812 (24.6%)
18-24 356,621  (8.2%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 1,330,924 (30.5%) | 42,030,761 (29.3%)
A 45-64 1,023,574 (23.5%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | | o 676,034 (15.5%) | 19,492,657 (13.6%)
B .70, R , .07,
T Lesbian-Headed Households 8,347 (0.27%) 293,365 (0.28%)
ax: Median Earnings for Women ($) $31,000 $28,000
Cigarette Excise Tax [ I Residing in—Urban Areas 4,093,361 (94.5%) | 113,984,742 (79.5%)
—Rural Areas 238,176  (5.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding I Less than 12 years 408,712 (13.5%) | 14,877,627 (15.7%)
High School Graduate 1,123,260 (37.1%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 645,767 (21.3%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 586,837 (19.4%) | 16,098,968 (17.0%)
Graduate Degree 265,957  (8.8%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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s NEW MEXICO

GRADE [ rank H

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 810
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 13,622
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 22.6 20.0 10.1 20.2 20.7 20.7
Ages 18-24 31.7 23.0 24.0 24.4
Ages 25-44 28.8 7.6 21.0 24.4 23.4
Ages 45-64 22.0 14.9 21.4 21.4 21.4
Ages 65+ 10.5 12.5 9.2 111
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 9.8
Ages 15-19 18.1 12.5
Cessation:
Trying to Quit, Adults (%) 44.9 53.9
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 60.9
No Health Insurance (%) 21.5 49.4 30.7 17.0 29.5
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 73.1
—At Home (%) 64.5 65.8
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 33.1 20.7 40.7 31.4
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 128.2 51.3 68.4 103.5 121.9
Coronary Heart Disease Death Rate (per 100,000) 132.0 149.5 70.1 113.7 164.6 1291
Stroke Death Rate (per 100,000) 55.2 51.3 50.2 54.9 61.5 54.9

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail
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Grading Key for Status Indicators

Strength

Number (Percent) Number (Percent)

Policy Indicators

of Policy

Demographics

Cessation:

Telephone Quitline (1-800-4-CANCER)

Pregnancy-Specific Counseling on Telephone Quitline

Medicaid Smoking Cessation Coverage

Medicaid Coverage of Pregnancy-Specific Counseling

Private Insurance Smoking Cessation Coverage

Second-Hand Smoke:

Restrictions on Second-Hand Smoke

Tax:

Cigarette Excise Tax

Funding:

Tobacco Prevention Funding

Youth Access:

Tobacco Sales Rate to Minors

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy

New Mexico

U.sS.

Total Population of Women 917,459 (52.1%)

143,584,500 (51.9%)

Women by Race

White (non-Hispanic) 406,815 (44.3%) | 99,298,461 (69.2%)
Black (non-Hispanic) 13,185 (1.4%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
(non-Hispanic) 101,315 (11.0%) 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 11,701 (1.3%) 6,324,727 (4.4%)
Hispanic 384,443 (41.9%) | 17,981,877 (12.5%)
Women by Age
0-17 239,356 (26.1%) | 35,375,812 (24.6%)
18-24 96,613 (10.5%) | 13,489,103 (9.4%)
25-44 236,163 (25.7%) | 42,030,761 (29.3%)
45-64 225,049 (24.5%) | 33,196,167 (23.1%)
65+ 120,278 (13.1%) | 19,492,657 (13.6%)
Lesbian-Headed Households 2,595 (0.38%) 293,365 (0.28%)
Median Earnings for Women ($) $24,000 $28,000
Women Residing in—Urban Areas 698,570 (75.5%) |113,984,742 (79.5%)
—Rural Areas 226,159 (24.5%) | 29,383,601 (20.5%)
Women (25 or older) by Education:
Less than 12 years 108,880 (18.7%) | 14,877,627 (15.7%)
High School Graduate 185,042 (31.8%) | 31,412,377 (33.2%)
Some College or Associate Degree 159,936 (27.5%) | 25,038,018 (26.4%)
Bachelor's Degree 75,740 (13.0%) | 16,098,968 (17.0%)
Graduate Degree 51,892 (8.9%) 7,292,595 (7.7%)

Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



=ENEW YORK GRADE @ rank H

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 11,154
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 183,382
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 226 17.7 7.1 19.7 20.7 20 F | 25 |
Ages 18-24 39.0 27.8 26.9 24.0 33.3
Ages 25-44 29.5 22.3 8.4 21.3 24.4 25.9
Ages 45-64 19.7 13.8 14.4 21.4 17.7
Ages 65+ 10.1 9.1 17.4 9.2 10.3
Current Smoking, Grades 9-12 (%) 27.7 32.8
Smoking During Pregnancy, All Ages (%) 12.2 9.0 m
Ages 15-19 18.1 15.7
Cessation:
Trying to Quit, Adults (%) 44.9 GEA F | 16 |
Trying to Quit, Grades 9-12 (%) 61.4 59.6
Receiving Smoking Cessation Advice by Physician (%) 61.0 64.4
No Health Insurance (%) 12.2 23.7 33.9 311 17.0 18.8
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 77.0 g
—At Home (%) 64.5 62.9 ﬁ-c)
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 40.2 31.0 17.0 12.2 40.7 38.1 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 92.1 50.0 21.8 38.5 103.5 85.3 =
Coronary Heart Disease Death Rate (per 100,000) 217.8 249.4 67.8 126.7 146.6 164.6 220.7 _6
Stroke Death Rate (per 100,000) 42.0 41.6 28.8 23.4 61.5 42.2 §

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

° H Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: New York uU.s.
Telephone Quitline (1-866-NY-QUITS) - Total Population of Women 9,791,070 (52.9%) | 143,584,500 (51.9%)
Women by Race
— - — White (non-Hispanic) 6,250,989 (63.8%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 1551664 (15.8%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 29,232 (0.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 589,979  (6.0%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 1,369,206 (14.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 2,271,730 (23.2%) | 35,375,812 (24.6%)
18-24 918,136  (9.4%) | 13,489,103 (9.4%)
- o [
= 2 0w oy o
A - 308, 6%, 196, 1%
Restrictions on Second-Hand Smoke - o 1.440.040 (14.7%) | 19.492.657 (13.6%)
T Lesbian-Headed Households 21,996 (0.31%) 293,365 (0.28%)
ax: " A
- - Median Earnings for Women ($) $30,000 $28,000
Cigarette Excise Tax | Women Residing in—Urban Areas 8,652,632 (88.0%) | 113,984,742 (79.5%)
—Rural Areas 1,177,077 (12.0%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 1,131,238 (17.1%) | 14,877,627 (15.7%)
High School Graduate 2,196,039 (33.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 1,475,529 (22.4%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 1,123,354 (17.0%) | 16,098,968 (17.0%)
Graduate Degree 675,045 (10.2%) 7,292,595 (7.7%)
Youth Access Restrictions -

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



== NORTH CAROLINA

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 4,147
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 76,720
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 24.1 213 22.2 16.4 25.9 20.7 2 F | 39 |
Ages 18-24 36.7 22.3 24.0 31.7
Ages 25-44 28.9 26.2 22.7 24.4 27.6
Ages 45-64 22.7 22.3 21.4 22.9
Ages 65+ 1.9 5.8 9.2 11.0
Current Smoking, Grades 9-12 (%) 27.7 27.2
Smoking During Pregnancy, All Ages (%) 12.2 14.0 m
Ages 15-19 18.1 18.5
Cessation:
Trying to Quit, Adults (%) 44.9 SR F | 18 ]
Trying to Quit, Grades 9-12 (%) 61.4 63.1
Receiving Smoking Cessation Advice by Physician (%) 61.0 64.1
No Health Insurance (%) 14.5 19.2 68.3 17.0 16.9 m
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 65.8 F 49
S —At Home (%) 64.5 55.5 F | 46
% American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 411 31.1 22.0 40.7 39.1
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 112.3 51.8 68.7 103.5 101.5
o Coronary Heart Disease Death Rate (per 100,000) 148.9 189.0 205.3 53.7 24.6 164.6 156.2
;g‘_ Stroke Death Rate (per 100,000) 72.0 95.2 65.2 61.5 76.1

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

(] (]
Po I | Cy I n d | Cato rs g;rIS:I%:I; De mograp h ics Number (Percent) Number (Percent)
Cessation: North Carolina uU.S.
Telephone Quitline | | Total Po;:)ulation of Women 4,111,555 (52.4%) 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | White (non-Hispanic) 2,783,334 (67.7%) | 99,298,361 (69.2%)
Black (non-Hispanic) 961,623 (23.4%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 127,516  (3.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 75,639  (1.8%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 163,444  (4.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 973,936 (23.7%) | 35,375,812 (24.6%)
18-24 428,043 (10.4%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 1,183,215 (28.8:%) 42,030,761 (29.3;%)
Restrictions on Second-Hand Smoke | | 45-64 973,356 (23.7%) | 33,196,167 (23.1%)
65+ 553,006 (13.5%) | 19,492,657 (13.6%)
Lesbian-Headed Households 8,349 (0.27%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $25,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas  2,494.951 (60.8%) | 113,984.742 (79.5%)
—Rural Areas 1,611,667 (39.2%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 519,478 (19.2%) | 14,877,627 (15.7%)
High School Graduate 901,428 (33.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 718,071 (26.5%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 407,467 (15.0%) | 16,098,968 (17.0%)
Graduate Degree 163,133 (6.0%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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== NORTH DAKOTA GRADE @ rANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 267
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 4,545
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 19.5 45.7 20.7 20.4 F 17
Ages 18-24 34.1 24.0 35.9
Ages 25-44 23.4 24.4 24.3
Ages 45-64 18.7 21.4 19.5
Ages 65+ 5.9 9.2 5.9
Current Smoking, Grades 9-12 (%) 27.7 5.5
Smoking During Pregnancy, All Ages (%) 12.2 18.0 m
Ages 15-19 18.1 &2
Cessation:
Trying to Quit, Adults (%) 44.9 A F | a2 |
Trying to Quit, Grades 9-12 (%) 61.4 62.1
Receiving Smoking Cessation Advice by Physician (%) 61.0 43.8
No Health Insurance (%) 10.1 34.1 17.0 12.7 m
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 71.4 g
—At Home (%) 64.5 615 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 30.1 40.7 30.6 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 70.2 103.5 72.6 =
Coronary Heart Disease Death Rate (per 100,000) 118.8 228.5 164.6 120.8 _6
Stroke Death Rate (per 100,000) 58.1 61.5 58.7 §

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: North Dakota uU.S.
Telephone Quitline | | Total Population of Women 311,467 (50.6%) | 143,584,500 (51.9%)
Women by Race
h Spedific C i Teleoh Quith | | White (non-Hispanic) 281,570 (90.4%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 1,451 (0.5%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 23,672 (7.6%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 2,408 (0.8%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | ] Hispanic 2367 (0.8%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 66,477 (21.3%) | 35,375,812 (24.6%)
18-24 36,055 (11.6%) | 13,489,103 (9.4%)
. 0, [~
SecondHand Smok: o ot (o [ T meeT
Restrictions on Second-Hand Smoke . | 65_+ 49‘232 (15-8‘;) 1914921657 (13-6‘;)
. -0 /0, i i .07,
Lesbian-Headed Households 343 (0.13%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $24,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 181,679 (56.5%) 113,984,742 (79.5%)
—Rural Areas 139,997 (43.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 22,908 (11.0%) | 14,877,627 (15.7%)
High School Graduate 62,280 (29.8%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 69,445 (33.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 43,705 (20.9%) | 16,098,968 (17.0%)
Graduate Degree 10,597  (5.1%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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" OHIO GRADE [ rANK ]

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 7,899
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 136,883
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 26.2 24.1 31.9 20.7 v F | a8 |
Ages 18-24 37.8 235 24.0 36.4
Ages 25-44 33.2 24.6 24.4 325
Ages 45-64 23.7 31.0 21.4 24.7
Ages 65+ 11.5 8.4 9.2 1.4
Current Smoking, Grades 9-12 (%) 27.7 33.7
Smoking During Pregnancy, All Ages (%) 12.2 19.0 m
Ages 15-19 18.1 28.4
Cessation:
Trying to Quit, Adults (%) 44.9 2y F | 38 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 65.7
No Health Insurance (%) 11.5 19.3 28.0 17.0 13.5 m
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 70.6 F 40
S —At Home (%) 64.5 53.4 F | 4
% American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 43.7 52.2 24.8 12.7 40.7 44.3
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 116.5 78.8 39.5 103.5 113.1
o Coronary Heart Disease Death Rate (per 100,000) 169.9 210.2 51.8 91.3 164.6 173.2
;g‘_ Stroke Death Rate (per 100,000) 59.8 75.6 30.3 35.8 61.5 61.2

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

Policy Indicators

Strength
of Policy

Number (Percent)

Demographics

Number (Percent)

Cessation: Ohio u.s.
Telephone Quitline | | Total Po;:)ulation of Women 5,753,598 (52.4%) |143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | White (non-Hispanic) 4,828,362 (83.9%) | 99,298,361 (69.2%)
Black (non-Hispanic) 732,094 (12.7%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 16,587 (0.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 87,095  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 89,460 (1.6%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 1,320,490 (23.0%) | 35,375,812 (24.6%)
18-24 514,738 (8.9%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 1,689,650 (29.4:%) 42,030,761 (29.3:%)
Restrictions on Second-Hand Smoke . | 45-64 1,402,479 (24.4%) | 33,196,167 (23.1%)
65+ 826,241 (14.4%) | 19,492,657 (13.6%)
Lesbian-Headed Households 9,671 (0.22%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $28,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas  4,558.907 (78.1%) | 113.984.742 (79.5%)
—Rural Areas 1,281,971 (21.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 465265 (11.9%) | 14,877,627 (15.7%)
High School Graduate 1,557,270 (39.7%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 1,014,202 (25.9%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 625,790 (16.0%) | 16,098,968 (17.0%)
Graduate Degree 255,843  (6.5%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



"=OKLAHOMA

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,202
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 40,006
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 25.0 19.9 313 12.8 16.8 20.7 225 I
Ages 18-24 29.3 33.2 24.0 28.2
Ages 25-44 32.1 13.2 38.8 15.0 24.4 29.7
Ages 45-64 26.0 29.5 28.9 235 21.4 26.4
Ages 65+ 11.4 12.9 11.2 9.2 11.3
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 17.3 F 37
Ages 15-19 18.1 23.8
Cessation:
Trying to Quit, Adults (%) 44.9 53.0
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 58.9
No Health Insurance (%) 19.6 21.8 33.8 38.1 17.0 22.2
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 73.7 g
—At Home (%) 64.5 57.4 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 45.9 43.8 25.8 40.7 44.4 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000)  121.7 60.7 44.8 103.5 113.8 =
Coronary Heart Disease Death Rate (per 100,000) 193.5 230.2 106.5 99.4 71.0 164.6 189.5 _6
Stroke Death Rate (per 100,000) 70.3 87.8 35.0 33.1 61.5 69.2 §

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

(] (]
PO I | Cy I n d | Cato rs (S);rlf::ﬁzly“ De mo g rap h ics Number (Percent) Number (Percent)
Cessation: Oklahoma uU.s.
Telephone Quitline (1-866-PITCH-EM) - xtal Po;:;ul;tion of Women 1,706,786 (51.4%) 143,584,500 (51.9%)
'omen by Race
;i H H o o,
Pregnancy-Specific Counseling on Telephone Quitline - \é\f:::(fqnoonri:i_:l:s;an?og) 11???:;22 (7(2;‘;3 ?ZIE:?;‘Z; E?Zi‘g
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 137,953 (8.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 24,716  (1.4%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 85,766 (5.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 417,056 (24.4%) | 35375812 (24.6%)
18-24 172,785 (10.1%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 453,027 (26.5;%) 42,030,761 (29.3?)
Restrictions on Second-Hand Smoke . | 45-64 404,222 (23.7%) | 33,196,167 (23.1%)
65+ 259,697 (15.2%) | 19,492,657 (13.6%)
Lesbian-Headed Households 2,952 (0.22%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $23,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 1,159,920 (66.1%) |113,984.742 (79.5%)
—Rural Areas 594,839 (33.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 165,744 (14.8%) | 14,877,627 (15.7%)
High School Graduate 442,442 (39.6%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 320,025 (28.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 126,829 (11.4%) | 16,098,968 (17.0%)
Graduate Degree 61,906  (5.5%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



a= OREGON GRADE @ rRANK B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,995
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 33,404
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 19.4 465 14.1 12.7 20.7 o u | 11 |
Ages 18-24 29.0 24.0 26.2
Ages 25-44 24.6 16.0 24.4 24.3
Ages 45-64 18.2 3.8 21.4 18.6
Ages 65+ 9.0 9.2 9.6
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 13.4 U 27
Ages 15-19 18.1 252
Cessation:
Trying to Quit, Adults (%) 44.9 53.2
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 65.5
No Health Insurance (%) 12.1 17.3 38.6 17.0 14.4
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 73.9
S —At Home (%) 64.5 73.8
% American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
_? Lung Cancer Death Rate (per 100,000) 46.4 40.7 45.7
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 125.4 103.5 123.2
o Coronary Heart Disease Death Rate (per 100,000) 115.9 138.0 106.6 76.2 63.9 164.6 115.7
;g‘_ Stroke Death Rate (per 100,000) 80.0 96.2 75.1 29.8 61.5 80.1

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

Policy Indicators

Strength
of Policy

Demographics

Number (Percent)

Number (Percent)

Cessation:

Telephone Quitline

Pregnancy-Specific Counseling on Telephone Quitline

Medicaid Smoking Cessation Coverage

Medicaid Coverage of Pregnancy-Specific Counseling

Private Insurance Smoking Cessation Coverage

Second-Hand Smoke:

Restrictions on Second-Hand Smoke

Tax:

Cigarette Excise Tax

Funding:

Tobacco Prevention Funding

Youth Access:

Tobacco Sales Rate to Minors

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy

Oregon U.S.

Total Population of Women 1,750,599 (51.6%) 143,584,500 (51.9%)
Women by Race

White (non-Hispanic) 1,470,945 (84.0%) | 99,298,461 (69.2%)

Black (non-Hispanic) 29,243 (1.7%) | 18,537,763 (12.9%)

American Indian/Alaskan Native

(non-Hispanic) 28,325 (1.6%) 1,441,671 (1.0%)

Asian/Pacific Islander (non-Hispanic) 77,334  (4.4%) 6,324,727 (4.4%)

Hispanic 144,752  (8.3%) | 17,981,877 (12.5%)
Women by Age

0-17 424,117 (24.2%) | 35,375,812 (24.6%)

18-24 157,691  (9.0%) | 13,489,103 (9.4%)

25-44 521,662 (29.8%) | 42,030,761 (29.3%)

45-64 421,418 (24.1%) | 33,196,167 (23.1%)

65+ 225,711 (12.9%) | 19,492,657 (13.6%)
Lesbian-Headed Households 5,086 (0.38%) 293,365 (0.28%)
Median Earnings for Women ($) $27,000 $28,000
Women Residing in—Urban Areas 1,366,693 (79.2%) | 113,984,742 (79.5%)

—Rural Areas 358,156 (20.8%) | 29,383,601 (20.5%)

Women (25 or older) by Education:

Less than 12 years 145,531 (12.5%) | 14,877,627 (15.7%)

High School Graduate 345,175 (29.5%) | 31,412,377 (33.2%)

Some College or Associate Degree 373,075 (31.9%) | 25,038,018 (26.4%)

Bachelor's Degree 211,956 (18.1%) | 16,098,968 (17.0%)

Graduate Degree 93,053  (8.0%) 7,292,595 (7.7%)

Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



== PENNSYLVANIA GRADE [l rRaANK BB

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 7,779
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 130,901
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 22.0 29.6 15.1 31.5 20.7 22.8 F 37
Ages 18-24 32.8 14.5 24.0 32.2
Ages 25-44 28.0 31.1 27.6 24.4 27.9
Ages 45-64 22.5 42.4 21.4 24.4
Ages 65+ 8.9 11.6 9.2 9.0
Current Smoking, Grades 9-12 (%) 27.7 28.3
Smoking During Pregnancy, All Ages (%) 12.2 16.7 m
Ages 15-19 18.1 26.3
Cessation:
Trying to Quit, Adults (%) 44.9 R F | a5 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 65.6
No Health Insurance (%) 9.2 19.4 19.9 17.0 10.8 m
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 74.0 g
—At Home (%) 64.5 59.9 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 39.2 57.3 12.9 16.4 40.7 40.5 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 93.2 77.3 45.0 103.5 91.9 =
Coronary Heart Disease Death Rate (per 100,000) 167.2 189.2 63.7 94.3 164.6 168.7 _6
Stroke Death Rate (per 100,000) 57.2 73.1 39.2 43.4 61.5 58.4 §

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Pennsylvania U.s.
Telephone Quitline (1-877-724-1090) - Total Population of Women 6,254,395 (52.4%) 143,584,500 (51.9%)
Women by Race
Whit -Hi i 5,295,613 (84.7% 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - B|a;|f(§1noonnHil:pF;an?;) 609 799 ( © 7;; 18 537 763 512 90/0;
- ' /70 ' ' 9%,
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 19,254 (0.3%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 107,828  (1.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 221,900 (3.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 1,384,403 (22.1%) | 35,375,812 (24.6%)
18-24 537,784 (8.6%) | 13,489,103 (9.4%)
. o o
Second-Hand Smoke: 25-44 1,758,799 (28.1f>) 42,030,761 (29.3?)
. 45-64 1,616,841 (25.9%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | | o 956,568 (15.3%) | 19.492,657 (13.6%)
. -9 /0, / i .07,
T Lesbian-Headed Households 10,674 (0.22%) 293,365 (0.28%)
ax: : -
- - Median Earnings for Women ($) $29,000 $28,000
Cigarette Excise Tax |l Women Residing in—Urban Areas 4,947,002 (77.9%) | 113,984,742 (79.5%)
—Rural Areas 1,404,389 (22.1%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding I Less than 12 years 625,878 (14.4%) | 14,877,627 (15.7%)
High School Graduate 1,772,276 (40.9%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 914,580 (21.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 660,877 (15.3%) | 16,098,968 (17.0%)
Graduate Degree 358,597 (8.3%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

(Y4
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" RHODE ISLAND GRADE [l rank 3

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 770
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 12,008
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R Rt N o NP - S~~~
Prevalence:
Current Smoking, Adults (%) 22.8 22.5 14.3 15.8 20.7 22.3
Ages 18-24 34.9 14.6 24.0 29.6
Ages 25-44 27.9 22.5 21.7 24.4 27.0
Ages 45-64 22.6 31.9 6.0 21.4 22.2
Ages 65+ 11.6 9.2 11.3
Current Smoking, Grades 9-12 (%) 27.7 25.6
Smoking During Pregnancy, All Ages (%) 12.2 14.6
Ages 15-19 18.1 22.5
Cessation:
Trying to Quit, Adults (%) 44.9 44.0
Trying to Quit, Grades 9-12 (%) 61.4 61.5
Receiving Smoking Cessation Advice by Physician (%) 61.0 75.7
No Health Insurance (%) 6.7 16.1 24.0 17.0 8.7
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 74.0
S —At Home (%) 64.5 65.2
% American
=] Indian/ Asian/
&‘ ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
—? Lung Cancer Death Rate (per 100,000) 46.6 40.7 45.7
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 94.3 103.5 93.4
o Coronary Heart Disease Death Rate (per 100,000) 178.1 240.3 57.4 164.6 179.0
fol

Stroke Death Rate (per 100,000) 50.6 94.3 61.5 51.4

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

o L]
Po I | Cy I n d | Cato rs g;rIS:I%:I; Demo grap h ics Number (Percent) Number (Percent)
Cessation: Rhode Island uU.S.
Telephone Quitline (1-800-TRY-TO-STOP) - Total Population of Women 540,820 (53.8%) [143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline - \é\f::ke(ﬁnoonri,::;zanr;;) 433:2;; (8(;“;‘;3 ?Zé:j:?:; E?ngg
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 4,142 (0.8%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 12,208  (2.3%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling - Hispanic 45,125 (8.3%) | 17,981,877 (12.5%)
Women by Age
0-17 113,279 (20.9%) | 35,375,812 (24.6%

Private Insurance Smoking Cessation Coverage

)
18-24 47,567 (8.8%) | 13,489,103 (9.4%)
Oy Oy
" S oo o0 oo
Restrictions on Second-Hand Smoke . | ’ ki . >
65+ 100,549 (18.6%) | 19,492,657 (13.6%)
T Lesbian-Headed Households 1,299 (0.32%) 293,365 (0.28%)
ax: Median Earnings for Women ($) $30,000 $28,000

Cigarette Excise Tax s . Residing in—Urban Areas 496,739 (91.2%) | 113,984,742 (79.5%)
—Rural Areas 47,945  (8.8%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 82,914 (21.8%) | 14,877,627 (15.7%)
High School Graduate 110,296 (29.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 87,329 (23.0%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 60,476 (15.9%) | 16,098,968 (17.0%)
Graduate Degree 38,959 (10.3%) 7,292,595 (7.7%)

Youth Access Restrictions -

Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators - Meets Policy
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* SOUTH CAROLINA GRADE [l rRANK E]

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 2,084
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 40,418
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 24.6 14.5 22.2 20.7 21.8
Ages 18-24 33.3 9.3 24.0 24.2
Ages 25-44 30.1 16.1 25.7 24.4 25.9
Ages 45-64 24.5 17.2 21.4 22.5
Ages 65+ 10.7 10.5 9.2 10.8
Current Smoking, Grades 9-12 (%) 27.7 26.8
Smoking During Pregnancy, All Ages (%) 12.2 12.0
Ages 15-19 18.1 15.8
Cessation:
Trying to Quit, Adults (%) 44.9 44.9
Trying to Quit, Grades 9-12 (%) 61.4 59.6
Receiving Smoking Cessation Advice by Physician (%) 61.0 56.8
No Health Insurance (%) 8.9 19.7 17.0 12.8
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 69.8 g
—At Home (%) 64.5 63.2 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 41.7 27.8 40.7 38.4 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 113.2 46.9 103.5 97.5 =
Coronary Heart Disease Death Rate (per 100,000) 148.1 181.3 95.6 164.6 155.5 _6
©
z

Stroke Death Rate (per 100,000) 75.2 110.2 61.5 83.4

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

o ° rength .
POIle I nd | Cato rs (S); Ifoﬁzy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: South Carolina uU.S.
Telephone Quitline | | Total Po;:’;ulation of Women 2,085,895 (52.7%) |143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline | | \é\f:::t:(f}noonn::i:;:n?;) 11:2312§8 E;Zg:ﬁ; ?ZIE:?;‘Z; E?Zi:ﬁj
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 8,327 (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 31,420  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 35,698 (1.7%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage . | 0-17 516,352 (24.8%) | 35,375,812 (24.6%)
18-24 180,575 (8.7%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 543,663 (26.1%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 553,751 (26.5%) | 33,196,167 (23.1%)
65+ 291,555 (14.0%) | 19,492,657 (13.6%)
Lesbian-Headed Households 4,048 (0.26%) 293,365 (0.28%)
Tax:‘ : Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 1,259,816 (61.1%) | 113,984,742 (79.5%)
—Rural Areas 803,267 (38.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 253,525 (18.3%) | 14,877,627 (15.7%)
High School Graduate 460,706 (33.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 366,125 (26.4%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 198,191 (14.3%) | 16,098,968 (17.0%)
Graduate Degree 110,423  (7.9%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Youth Access Restrictions

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



==SOUTH DAKOTA GRADE [l rAaNK EH

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 346
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 5,680
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 203 457 29.6 20.7 i F | 31 |
Ages 18-24 32.4 24.0 33.9
Ages 25-44 25.2 45.8 40.3 24.4 26.4
Ages 45-64 20.0 45.0 21.4 21.4
Ages 65+ 7.2 9.2 7.4
Current Smoking, Grades 9-12 (%) 27.7 34.4
Smoking During Pregnancy, All Ages (%) 12.2 19.8 m
Ages 15-19 18.1
Cessation:
Trying to Quit, Adults (%) 44.9 OB F | 23 |
Trying to Quit, Grades 9-12 (%) 61.4 71.3
Receiving Smoking Cessation Advice by Physician (%) 61.0 57.5 F 37
No Health Insurance (%) 9.9 34.6 17.0 12.3 (V] I 15
= Second-Hand Smoke:
o Reporting Smoke Ban —At Work (%) 74.1 66.2 F 48
S —At Home (%) 64.5 58.9 F | 38
) American
=] Indian/ Asian/
& ) Alaskan Pacific ) A
at White Black Native Islander Hispanic
T Smoking-Related Diseases:
é" Lung Cancer Death Rate (per 100,000) 30.2 54.0 40.7 30.8 m
% Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 79.9 103.5 80.9
o Coronary Heart Disease Death Rate (per 100,000) 125.6 228.6 164.6 128.6
;g‘_ Stroke Death Rate (per 100,000) 58.6 81.2 61.5 59.6

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

(] (]
Po I | Cy I n d | Cato rs g;rIS:I%:I; De mograp h ics Number (Percent) Number (Percent)
Cessation: South Dakota uU.S.
Telephone Quitline (1-866-SD-QUITS) - xtal Po;:)ul;tion of Women 372,107 (51.5%) |143,584,500 (51.9%)
'omen by Race
H H H Oy Oy
Pregnancy-Specific Counseling on Telephone Quitline - \é\f:;tf(ﬁnoonri}::;zanr;;) 342:2?2 (9(:)2;3 ?zézjt;‘:; E?Zs‘g
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 22,864 (6.1%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 1,842  (0.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 4,162  (1.1%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 86,895 (23.4%) | 35,375,812 (24.6%)
18-24 37,196 (10.0%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 98,571 (26.5:%;) 42,030,761 (29.3;%)
Restrictions on Second-Hand Smoke | | 45-64 87,416 (23.5%) | 33,196,167 (23.1%)
65+ 62,029 (16.7%) | 19,492,657 (13.6%)
Lesbian-Headed Households 437 (0.15%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $23,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas  199.882 (52.6%) | 113.984.742 (79.5%)
—Rural Areas 180,404 (47.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding . | Less than 12 years 26,272 (10.6%) | 14,877,627 (15.7%)
High School Graduate 87,613 (35.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 79,781 (32.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 43,966 (17.7%) | 16,098,968 (17.0%)
Graduate Degree 10,383  (4.2%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



= TENNESSEE GRADE [l rANK B4

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,545
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 65,802
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 25,3 15.1 16.8 20.7 23.6
Ages 18-24 34.7 6.6 24.0 28.6
Ages 25-44 32.9 17.7 24.4 29.7
Ages 45-64 23.6 19.3 21.4 23.2
Ages 65+ 10.3 9.1 9.2 10.1
Current Smoking, Grades 9-12 (%) 27.7 28.4
Smoking During Pregnancy, All Ages (%) 12.2 17.0
Ages 15-19 18.1 21.5
Cessation:
Trying to Quit, Adults (%) 44.9 44.5
Trying to Quit, Grades 9-12 (%) 61.4 57.1
Receiving Smoking Cessation Advice by Physician (%) 61.0 57.2
No Health Insurance (%) 11.7 13.5 17.0 12.9
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 69.9 g
—At Home (%) 64.5 56.6 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 43.1 43.9 40.7 43.0 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 111.8 65.4 103.5 106.1 =
Coronary Heart Disease Death Rate (per 100,000) 188.8 255.8 97.3 47.9 164.6 196.6 _6
©
z

Stroke Death Rate (per 100,000) 75.8 100.3 61.5 78.7

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

° H Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Tennessee uU.S.
Telephone Quitline | | Total Population of Women 2,942,578 (52.3%) 143,584,500 (51.9%)
Women by Race
h Spedific C i Teleoh Quith | | White (non-Hispanic) 2,274,270 (77.3%) | 99,298,461 (69.2%)
regnancy-Specific Counseling on Telephone Quitline : -
Black (non-Hispanic) 553,294 (18.8%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 12,775 (0.4%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 42,787  (1.5%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 59,452 (2.0%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 716,293 (24.3%) | 35375812 (24.6%)
18-24 303,569 (10.3%) | 13,489,103 (9.4%)
. () [
Second-Hand Smoke: 25-44 867,161 (29.5%) | 42,030,761 (29.3%)
. 45-64 688,517 (23.4%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | |
65+ 367,037 (12.5%) | 19,492,657 (13.6%)
Lesbian-Headed Households 5,099 (0.23%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $25,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 1,885,182 (64.6%) | 113,984,742 (79.5%)
—Rural Areas 1,033,826 (35.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | | Less than 12 years 352,871 (18.4%) | 14,877,627 (15.7%)
High School Graduate 692,512 (36.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 500,931 (26.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 265,071 (13.8%) | 16,098,968 (17.0%)
Graduate Degree 111,331 (5.8%) 7,292,595 (7.7%)

Youth Access Restrictions | |

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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d= TEXAS GRADE [l RANK B

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 9,094
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 159,474
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 21.9 15.9 34.2 5.1 13.2 20.7 18.8
Ages 18-24 35.7 3.9 13.1 24.0 21.8
Ages 25-44 26.1 20.0 5.5 14.1 24.4 211
Ages 45-64 21.6 20.3 13.7 21.4 19.6
Ages 65+ 10.6 8.0 6.1 9.2 9.9
Current Smoking, Grades 9-12 (%) 27.7 24.9
Smoking During Pregnancy, All Ages (%) 12.2 6.5 m
Ages 15-19 18.1 8.7
Cessation:
Trying to Quit, Adults (%) 44.9 A F | 14 ]
Trying to Quit, Grades 9-12 (%) 61.4 56.7
Receiving Smoking Cessation Advice by Physician (%) 61.0 57.1
No Health Insurance (%) 14.1 24.2 31.8 45.8 17.0 26.0 m
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 71.1 F 36
—At Home (%) 64.5 70.7 F | 7
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:

Lung Cancer Death Rate (per 100,000) 39.6 42.0 18.5 14.9 40.7 39.4
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 112.3 60.9 32.9 36.5 103.5 106.4
Coronary Heart Disease Death Rate (per 100,000) 165.3 230.8 87.7 128.7 164.6 170.3
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Stroke Death Rate (per 100,000) 65.9 86.2 37.2 46.8 61.5 67.5

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

H e Strength .
POIlcy I nd | Cato rS of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Texas u.s.
Telephone Quitline (1-877-YES-QUIT) - Total Population of Women 10,595,187 (52.0%) | 143,584,500 (51.9%)
Women by Race
" - . White (non-Hispanic) 5,377,700 (50.8%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 1,157,064 (10.9%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 83,489 (0.8%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 343,788  (3.2%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 3,633,146 (34.3%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 2,931,333 (27.7%) | 35,375,812 (24.6%)
18-24 1,064,164 (10.0%) | 13,489,103 (9.4%)
= et o Lo b
Restrictions on Second-Hand Smoke [ | - . :3%) . 1%)
65+ 1,240,050 (11.7%) | 19,492,657 (13.6%)
Lesbian-Headed Households 21,172 (0.29%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $26,000 $28,000

Cigarette Excise Tax Women Residing in—Urban Areas 8,689,599 (82.8%) | 113,984,742 (79.5%)

—Rural Areas 1,809,311 (17.2%) | 29,383,601 (20.5%)

Funding: Women (25 or older) by Education:
Tobacco Prevention Funding . | Less than 12 years 1,453,207 (22.0%) | 14,877,627 (15.7%)
High School Graduate 1,924,150 (29.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 1,699,142 (25.7%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 1,095,589 (16.6%) | 16,098,968 (17.0%)
Graduate Degree 427,602  (6.5%) 7,292,595 (7.7%)
Youth Access Restrictions -

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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as UTAH GRADE B rRaNK K

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 397
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 6,790
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 11.5 21.2 9.6 10.7 20.7 ol s | 1 |
Ages 18-24 10.4 24.0 11.0
Ages 25-44 14.5 8.6 24.4 14.4
Ages 45-64 1.7 13.3 21.4 11.8
Ages 65+ 4.6 9.2 4.6
Current Smoking, Grades 9-12 (%) 27.7 9.6
Smoking During Pregnancy, All Ages (%) 12.2 8.0 “
Ages 15-19 18.1 19.9
Cessation:
Trying to Quit, Adults (%) 44.9 A F | 13 |
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 61.4 U 26
No Health Insurance (%) 12.5 38.1 17.0 14.5 v | 27
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 87.6 g
—At Home (%) 64.5 84.1 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 17.7 40.7 17.7 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 75.5 103.5 74.5 =
Coronary Heart Disease Death Rate (per 100,000) 96.8 63.5 164.6 96.1 _6
Stroke Death Rate (per 100,000) 63.5 441 61.5 63.4 §

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

* - Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Utah u.s.
Telephone Quitline (1-888-567-TRUTH) - Total Population of Women 1,114,193 (50.8%) | 143,584,500 (51.9%)
Women by Race
Whit -Hi i 960,523 (86.2% 99,298,461 (69.2%
Pregnancy-Specific Counseling on Telephone Quitline - B|a;|f(§1noonnHil:pF;an?;) 9619 ( © 9;; 18 537 763 512 90/0;
- ' -7 70, ' ' 9%,
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 5815 (0.5%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 41,107  (3.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 97,129  (8.7%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 339,031 (30.4%) | 35,375,812 (24.6%)
18-24 158,013 (14.2%) | 13,489,103 (9.4%)
- O [
SecondHand Smok: o 27T o1 | B19e1sT 231
Restrictions on Second-Hand Smoke -:l 65_+ 96‘954 (8-7‘70) 1914921657 (13-6‘70)
. -/ /0, i /' .07,
Lesbian-Headed Households 1,705 (0.24%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 984,640 (88.4%) | 113,984,742 (79.5%)
—Rural Areas 129,498 (11.6%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 47,425 (7.7%) | 14,877,627 (15.7%)
High School Graduate 198,699 (32.2%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 221,560 (35.9%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 114,803 (18.6%) | 16,098,968 (17.0%)
Graduate Degree 34,662 (5.6%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators
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- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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WVERMONT GRADE @ rANK I

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 312
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 5,322
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 206 26.2 20.7 208 2
Ages 18-24 35.1 24.0 36.1
Ages 25-44 24.5 24.4 24.6
Ages 45-64 17.6 21.4 17.7
Ages 65+ 7.7 9.2 7.7
Current Smoking, Grades 9-12 (%) 27.7 26.0
Smoking During Pregnancy, All Ages (%) 12.2 19.9 F 47
Ages 15-19 18.1 38.2
Cessation:
Trying to Quit, Adults (%) 44.9 R F | 32 |
Trying to Quit, Grades 9-12 (%) 61.4 522
Receiving Smoking Cessation Advice by Physician (%) 61.0 72.0
No Health Insurance (%) 111 17.0 10.9 ﬂn
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 80.8 (V] 4
—At Home (%) 64.5 65.4 F | 17
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic

Smoking-Related Diseases:
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Lung Cancer Death Rate (per 100,000) 41.2 40.7 41.1
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 116.3 103.5 1161
Coronary Heart Disease Death Rate (per 100,000) 148.8 164.6 148.5
Stroke Death Rate (per 100,000) 58.3 61.5 58.2

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs g?;:ﬁzl; De mograp h ics Number (Percent) Number (Percent)
Cessation: Vermont uU.S.
Telephone Quitline (1-877-YES-QUIT) - Total Population of Women 309,295 (52.2%) | 143,584,500 (51.9%)
Women by Race
Pregnancy-Specific Counseling on Telephone Quitline - \é\f::f(ﬁnoonri}::;zanr;;) 301‘,(2);3 (9(3431‘;3 ?Zé:?:‘;z; E?Zg"g
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 2,710  (0.9%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 2,763  (0.9%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 1,516  (0.5%) | 17,981,877 (12.5%)
Women by Age
0-17 63,955 (20.7%) | 35,375,812 (24.6%

Private Insurance Smoking Cessation Coverage

18-24 27,483  (8.9%,

25-44 93,529 (30.2%

45-64 82,280 (

65+ 42,049 (13.6%
(

) | 13,489,103 (9.4%

) | 42,030,761 (
26.6%) | 33,196,167 (

) | 19,492,657 (13.6%,

) (

Second-Hand Smoke:

Restrictions on Second-Hand Smoke

I
T Lesbian-Headed Households 1,171 (0.49%, 293,365 (0.28%,
ax: Median Earnings for Women ($) $26,000 $28,000
Cigarette Excise Tax W Women Residing in—Urban Areas 121,383 (39.1%) | 113,984,742 (79.5%)
—Rural Areas 189,107 (60.9%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding | W Less than 12 years 24,347 (11.2%) | 14,877,627 (15.7%)
High School Graduate 77,038 (35.4%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 52,279 (24.0%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 39,584 (18.2%) | 16,098,968 (17.0%)
Graduate Degree 24,609 (11.3%) 7,292,595 (7.7%)
.

Youth Access Restrictions

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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~£VIRGINIA

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,560
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 62,840
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) o ot e s e o e
Prevalence:
Current Smoking, Adults (%) 21.2 17.8 9.7 209 20.7 e | 19 |
Ages 18-24 28.7 7.7 24.0 25.9
Ages 25-44 25.9 18.5 6.1 15.8 24.4 23.7
Ages 45-64 20.3 22.8 21.4 20.7
Ages 65+ 8.8 11.6 9.2 9.3
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 8.3 S- 7
Ages 15-19 18.1 14.9
Cessation:
Trying to Quit, Adults (%) 44.9 44.3
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 62.2
No Health Insurance (%) 9.8 13.8 12.5 33.1 17.0 13.8
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 76.2 g
—At Home (%) 64.5 63.7 Y
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 421 41.5 19.7 11.3 40.7 41.5 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 111.3 60.3 103.5 101.5 =
Coronary Heart Disease Death Rate (per 100,000) 132.6 169.9 50.9 51.5 164.6 137.5 _6
Stroke Death Rate (per 100,000) 65.8 91.9 a47.7 29.3 61.5 70.0 §

n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

Grading Key for Status Indicators

* - Strength .
POIICy I nd | Cato rs of Policy Dem ogra ph ICS Number (Percent) Number (Percent)
Cessation: Virginia uU.s.
Telephone Quitline | | Total Population of Women 3,633,527 (52.7%) 143,584,500 (51.9%)
Women by Race
P Soecific C r Telenh Quitl | | White (non-Hispanic) 2,465,383 (67.9%) | 99,298,461 (69.2%)
oA Typee O o e T Black (non-Hispanic) 820,109 (22.6%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage . | (non-Hispanic) 8,351 (0.2%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 170,147  (4.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | ] Hispanic 169,537 (4.7%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 876,896 (24.1%) | 35375812 (24.6%)
18-24 299,705  (8.2%) | 13,489,103 (9.4%)
. o, o
Second-Hand Smoke: 25-44 1,110,501 (30.6%) | 42,030,761 (29.3%)
. 45-64 870,985 (24.0%) | 33,196,167 (23.1%)
Restrictions on Second-Hand Smoke | | o 475,439 (13.1%) | 19.492,657 (13.6%)
. - 170, / i .07,
Lesbian-Headed Households 6,749 (0.25%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $30,000 $28,000
Cigarette Excise Tax | | Women Residing in—Urban Areas 2,650,206 (73.5%) | 113,984,742 (79.5%)
—Rural Areas 956,414 (26.5%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding I Less than 12 years 318,871 (13.0%) | 14,877,627 (15.7%)
High School Graduate 764,911 (31.1%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 616,600 (25.1%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 527,476 (21.5%) | 16,098,968 (17.0%)
Graduate Degree 229,068 (9.3%) 7,292,595 (7.7%)

Youth Access Restrictions

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



z
Q
(=4
o
>3
o
[9)
3
[l
[%2]
2
[9]
o
[0}
Y
[0}
e}
o
3
(@)
)
3
w

= WASHINGTON

GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,085
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 52,645
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 20.5 22.3 42.5 9.4 18.2 20.7 20.4 F 17
Ages 18-24 31.1 24.0 29.7
Ages 25-44 23.9 26.3 9.3 19.6 24.4 23.4
Ages 45-64 19.8 11.0 21.4 19.6
Ages 65+ 9.9 9.2 10.0
Current Smoking, Grades 9-12 (%) 27.7
Smoking During Pregnancy, All Ages (%) 12.2 13.5
Ages 15-19 18.1 25.6
Cessation:
Trying to Quit, Adults (%) 44.9 47.5
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 60.1
No Health Insurance (%) 11.4 21.9 34.4 17.0 15.8
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 77.6
—At Home (%) 64.5 75.0
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 47.2 41.0 27.9 16.8 111 40.7 45.7
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 127.2 65.8 129.6 39.9 39.5 103.5 123.2
Coronary Heart Disease Death Rate (per 100,000) 130.7 144.7 107.2 73.7 53.1 164.6 129.4
Stroke Death Rate (per 100,000) 69.1 88.5 75.7 57.6 31.0 61.5 69.4

Grading Key for Status Indicators

n Satisfactory

n Satisfactory Minus

n Unsatisfactory

- Fail

Policy Indicators

Strength
of Policy

Number (Percent)

Demographics

Number (Percent)

Cessation:

Telephone Quitline (1-877-270-STOP)

Pregnancy-Specific Counseling on Telephone Quitline

Medicaid Smoking Cessation Coverage

Medicaid Coverage of Pregnancy-Specific Counseling

Private Insurance Smoking Cessation Coverage

Second-Hand Smoke:

Restrictions on Second-Hand Smoke

Tax:

Cigarette Excise Tax

Funding:

Tobacco Prevention Funding

Youth Access:

Tobacco Sales Rate to Minors

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy

Washington U.s.

Total Population of Women 2,977,872 (51.0%) |143,584,500 (51.9%)
Women by Race

White (non-Hispanic) 2,471,980 (83.0%) | 99,298,461 (69.2%)

Black (non-Hispanic) 89,023 (3.0%) | 18,537,763 (12.9%)

American Indian/Alaskan Native

(non-Hispanic) 80,310 (2.7%) 1,441,671 (1.0%)

Asian/Pacific Islander (non-Hispanic) 173,823  (5.8%) 6,324,727 (4.4%)

Hispanic 162,737  (5.5%) | 17,981,877 (12.5%)
Women by Age

0-17 744,420 (25.0%) | 35,375,812 (24.6%)

18-24 297,620 (10.0%) | 13,489,103 (9.4%)

25-44 885,925 (29.8%) | 42,030,761 (29.3%)

45-64 654,308 (22.0%) | 33,196,167 (23.1%)

65+ 395,599 (13.3%) | 19,492,657 (13.6%)
Lesbian-Headed Households 8,248 (0.36%) 293,365 (0.28%)
Median Earnings for Women ($) $30,000 $28,000
Women Residing in—Urban Areas 2,438,409 (82.4%) | 113,984,742 (79.5%)

—Rural Areas 521,412 (17.6%) | 29,383,601 (20.5%)

Women (25 or older) by Education:

Less than 12 years 201,514 (10.4%) | 14,877,627 (15.7%)

High School Graduate 581,153 (30.0%) | 31,412,377 (33.2%)

Some College or Associate Degree 658,583 (34.0%) | 25,038,018 (26.4%)

Bachelor's Degree 367,702 (19.0%) | 16,098,968 (17.0%)

Graduate Degree 126,880 (6.6%) 7,292,595 (7.7%)

Limited Policy .:I Weak Policy |:| Minimal/No Policy

NATIONAL WOMEN'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



&~ WEST VIRGINIA GRADE [ rRANK B3

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 1,495
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 26,612
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) R R N o R - S - S~
Prevalence:
Current Smoking, Adults (%) 25.5 22.7 28.4 20.7 25.6 F 47
Ages 18-24 32.1 24.0 32.2
Ages 25-44 34.6 24.4 34.6
Ages 45-64 24.5 30.1 21.4 24.8
Ages 65+ 9.8 9.2 10.1
Current Smoking, Grades 9-12 (%) 27.7 40.6
Smoking During Pregnancy, All Ages (%) 12.2 26.3
Ages 15-19 18.1 36.8
Cessation:
Trying to Quit, Adults (%) 44.9 441
Trying to Quit, Grades 9-12 (%) 61.4
Receiving Smoking Cessation Advice by Physician (%) 61.0 66.4
No Health Insurance (%) 17.2 17.0 18.3
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 71.2 g
—At Home (%) 64.5 46.5 b
il 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) 51.4 42.8 40.7 51.0 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 133.8 79.4 103.5 131.6 =
Coronary Heart Disease Death Rate (per 100,000) 192.3 213.6 164.6 192.3 _6
©
z

Stroke Death Rate (per 100,000) 62.3 65.2 61.5 62.3

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

(] (]
PO I | Cy I n d | Cato rs (S);rlszﬁzl; De mo g rap h ics Number (Percent) Number (Percent)
Cessation: West vll’gll‘lla uU.S.
Telephone Quitline (1-877-966-8784) - xtal Po;:;ul;tion of Women 922,767 (53.4%) 143,584,500 (51.9%)
'omen by Race
— - — White (non-Hispanic) 880,070 (95.4%) | 99,298,461 (69.2%)
Pregnancy-Specific Counseling on Telephone Quitline - Black (non-Hispanic) 20781 (3.2%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage - (non-Hispanic) 1,807  (0.2%) 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 6,125 (0.7%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | ] Hispanic 4,984 (0.5%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 184,137 (20.0%) | 35,375,812 (24.6%)
18-24 87,166 (9.4%) | 13,489,103 (9.4%)
Second-Hand Smoke: 25-44 238,893 (25.9%) | 42,030,761 (29.3%)
Restrictions on Second-Hand Smoke | | 45-64 247,198 (26.8%) | 33,196,167 (23.1%)
65+ 165,373 (17.9%) | 19,492,657 (13.6%)
Lesbian-Headed Households 1,422 (0.19%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $22,688 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 439,506 (47.3%) |113,984.742 (79.5%)
—Rural Areas 489,668 (52.7%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 136,618 (21.0%) | 14,877,627 (15.7%)
High School Graduate 267,096 (41.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 151,997 (23.3%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors -:l Bachelor's Degree 60,957  (9.4%) | 16,098,968 (17.0%)
Graduate Degree 34,795  (5.3%) 7,292,595 (7.7%)

Youth Access Restrictions

Limited Policy .:I Weak Policy |:| Minimal/No Policy

Grading Key for Policy Indicators - Meets Policy
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GRADE [l RANK

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 3,241
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 51,335
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Indicators (women) i) W oo oo Wwic s e e e
Prevalence:
Current Smoking, Adults (%) 23.1 25.6 36.1 24.5 20.7 23.4
Ages 18-24 40.8 24.0 37.8
Ages 25-44 26.9 29.4 24.4 27.4
Ages 45-64 21.3 33.4 21.4 21.6
Ages 65+ 10.2 9.2 10.5
Current Smoking, Grades 9-12 (%) 27.7 36.7
Smoking During Pregnancy, All Ages (%) 12.2 16.5
Ages 15-19 18.1 27.9
Cessation:
Trying to Quit, Adults (%) 44.9 49.5
Trying to Quit, Grades 9-12 (%) 61.4 57.8
Receiving Smoking Cessation Advice by Physician (%) 61.0 66.1
No Health Insurance (%) 6.3 17.8 18.6 17.0 8.0
Second-Hand Smoke:
Reporting Smoke Ban —At Work (%) 74.1 71.5
—At Home (%) 64.5 61.0
American
Indian/ Asian/
Alaskan Pacific
White Black Native Islander Hispanic
Smoking-Related Diseases:
Lung Cancer Death Rate (per 100,000) 36.8 48.9 40.7 37.2
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) 88.3 77.9 103.5 88.4
Coronary Heart Disease Death Rate (per 100,000) 133.8 163.7 162.9 61.6 34.0 164.6 134.8
Stroke Death Rate (per 100,000) 65.8 87.7 80.6 71.4 24.2 61.5 66.6

n Satisfactory n Satisfactory Minus

Grading Key for Status Indicators

n Unsatisfactory

- Fail

Strength
of Policy

Policy Indicators Demographics

Number (Percent) Number (Percent)

Cessation:

Wisconsin U.S.

Telephone Quitline (1-877-270-STOP)

Total Population of Women

2,673,769 (50.4%) | 143,584,500 (51.9%)

Women by Race

White (non-Hispanic)

2,343,750 (87.7%) | 99,298,461 (69.2%)

Pregnancy-Specific Counseling on Telephone Quitline

Black (non-Hispanic) 164,534  (6.2%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage -:| (non-Hispanic) 31,365 (1.2%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 42,987  (1.6%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 91,133 (3.4%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 649,313 (24.3%) | 35,375,812 (24.6%)
18-24 271,404 (10.2%) | 13,489,103 (9.4%)
- O Oy
= s 740 Lo o0
Restrictions on Second-Hand Smoke -:l 65_+ 389‘840 (14'6‘;) 191492,657 (13-6‘70)
B .07, , , .07,
Lesbian-Headed Households 4,370 (0.21%) 293,365 (0.28%)
Tax: Median Earnings for Women ($) $27,000 $28,000

Cigarette Excise Tax

Women Residing in—Urban Areas

1,880,813 (69.3%) |113,984,742 (79.5%)

—Rural Areas

833,821 (30.7%) | 29,383,601 (20.5%)

|
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding . | Less than 12 years 221,259 (12.6%) | 14,877,627 (15.7%)
High School Graduate 635,613 (36.3%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 477,467 (27.2%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors . | Bachelor's Degree 325,537 (18.6%) | 16,098,968 (17.0%)
Graduate Degree 93,176  (5.3%) 7,292,595 (7.7%)

Youth Access Restrictions

Grading Key for Policy Indicators

WOMEN AND SMOKING REPORT CARD

- Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy
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== WYOMING GRADE @ rRANK BB

SMOKING-ATTRIBUTABLE DEATHS (WOMEN) 295
SMOKING-ATTRIBUTABLE YEARS OF POTENTIAL LIFE LOST (WOMEN) 5,000
American
Indian/ Asian/
Alaskan Pacific
° White Black Native Islander State
Status Ind Icators (Women) Hi(;\;‘;;:}c) Hi(;\;‘noa:}c) Hi(s’\;)oa:;c) Hg;‘:)(;:'\c) Hispanic l';aia ol;:::" é:::lee ;t:ntlf
Prevalence:
Current Smoking, Adults (%) 22.2 27.5 20.7 22.7
Ages 18-24 26.9 24.0 27.4
Ages 25-44 26.7 29.0 24.4 27.2
Ages 45-64 21.7 26.8 21.4 223
Ages 65+ 11.0 9.2 10.9
Current Smoking, Grades 9-12 (%) 27.7 29.6
Smoking During Pregnancy, All Ages (%) 12.2 211
Ages 15-19 18.1 &8
Cessation:
Trying to Quit, Adults (%) 44.9 49.5
Trying to Quit, Grades 9-12 (%) 61.4 63.3
Receiving Smoking Cessation Advice by Physician (%) 61.0 58.1
No Health Insurance (%) 19.9 29.5 17.0 20.3
Second-Hand Smoke: -
Reporting Smoke Ban —At Work (%) 74.1 70.8 g
—At Home (%) 645 62.6 9
gl 5
Alaskan Pacific @
White Black Native Islander Hispanic %
Smoking-Related Diseases: &
Lung Cancer Death Rate (per 100,000) B 40.7 39.2 _g
Chronic Obstructive Pulmonary Disease Death Rate (per 100,000) = 160.2 103.5 158.4 =
Coronary Heart Disease Death Rate (per 100,000) 129.8 164.6 129.5 5
©
pd

Stroke Death Rate (per 100,000) 63.5 61.5 64.0

Grading Key for Status Indicators n Satisfactory n Satisfactory Minus n Unsatisfactory - Fail

* - Strength .
POIle I nd | Cato rs of Policy Dem Og ra ph ICS Number (Percent) Number (Percent)
Cessation: Wyoming u.s.
Telephone Quitline | | Total Population of Women 247,829 (51.6%) 143,584,500 (51.9%)
Women by Race
o Soedic C p lehone Ourt I | White (non-Hispanic) 226,499 (91.4%) | 99,298,461 (69.2%)
reghancy-spectiic Lounseling on ‘elephone Lurtine Black (non-Hispanic) 1,017 (0.4%) | 18,537,763 (12.9%)
American Indian/Alaskan Native
Medicaid Smoking Cessation Coverage | | (non-Hispanic) 4,265 (1.7%) | 1,441,671 (1.0%)
Asian/Pacific Islander (non-Hispanic) 2,080 (0.8%) 6,324,727 (4.4%)
Medicaid Coverage of Pregnancy-Specific Counseling | | Hispanic 13,968 (5.6%) | 17,981,877 (12.5%)
Women by Age
Private Insurance Smoking Cessation Coverage | | 0-17 60,352 (24.4%) | 35,375,812 (24.6%)
18-24 23,286  (9.4%) | 13,489,103 (9.4%)
. 0, [~
SecondtHand Smoke: F S e [ et T
Restrictions on Second-Hand Smoke | | 65_+ 32‘014 (12'9;) 1914921657 (13-6‘;)
. -7/0, / i .07,
Lesbian-Headed Households 395 (0.20%) 293,365 (0.28%)
Tax.‘ : Median Earnings for Women ($) $24,000 $28,000
Cigarette Excise Tax || | Women Residing in—Urban Areas 161,101 (65.6%) |113,984,742 (79.5%)
—Rural Areas 84,307 (34.4%) | 29,383,601 (20.5%)
Funding: Women (25 or older) by Education:
Tobacco Prevention Funding [ | | Less than 12 years 13,415  (8.2%) | 14,877,627 (15.7%)
High School Graduate 59,029 (36.0%) | 31,412,377 (33.2%)
Youth Access: Some College or Associate Degree 62,319 (38.0%) | 25,038,018 (26.4%)
Tobacco Sales Rate to Minors - Bachelor's Degree 22,422 (13.7%) | 16,098,968 (17.0%)
Graduate Degree 7,007 (4.3%) 7,292,595 (7.7%)

Grading Key for Policy Indicators - Meets Policy -:| Limited Policy .:I Weak Policy |:| Minimal/No Policy

Youth Access Restrictions
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CHAPTER |V

INDICATOR DESCRIPTIONS AND METHODOLOGY

>

(o2}

Ks}

This chapter contains descriptions of the indicators used in states with their ranks and grades on the indicator. 2
the Report Card, their data sources and methodology, and The status indicator methodology follows this section. 5
the data sources for the demographic information. The The policy indicators are then presented in a similar =
. . . . . . =

chapter is organized as follows. The status indicators are fashion. The chapter ends with the data sources for the o
. . . . . . . . . . . . . <
discussed first, with a page for each indicator, including its demographic information. The indicators are addressed in 2
description, data source and an alphabetical chart of the the order in which they appear in the national and state s
JO)

report cards. a

e}

g

S

<

Status Indicators

For all the status indicators described below, states or “Fail” (“F”) based on scores that reflect how far
that meet the benchmark receive a “Satisfactory” states are from the benchmarks, as explained below
(“S”). States not meeting the benchmark receive a in the Grading and Ranking section. The nation is
“Satisfactory Minus” (“S-”), “Unsatisfactory” (“U”), graded in the same manner.
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What percentage of women smoke? Current Smoking,

Women who smoke are at risk for many serious illnesses, including lung cancer, chronic Adults (%)
lung disease, heart disease, and stroke. The percentage of women who smoke has decreased State
from almost 34 percent in 1965 to about 21 percent in 2000; however, most of this Qerall - State State
decrease occurred from 1974 through 1990, with slower progress in the last 13 years.'™ Alabama 218 F
The Report Card benchmark is the Healthy People 2010 goal of reducing cigarette smoking Alaska 262 F
181 Arizona 18.5 U
among adults 18 years and older to 12 percent. oo e BB
California 14.6 S-
Colorado 21.3 F
Connecticut 20.1 U
Delaware 22.0 F
District of Columbia 18.9 u
Florida 20.2 U
Georgia 20.8 F
Hawaii 16.6 S-
Idaho 20.3 F
lllinois 20.9 F
Indiana 24.8 F
lowa 20.6 F
Kansas 19.4 U
Kentucky 28.0 F
Louisiana 21.2 F
Maine 211 F
Maryland 18.7 U
Massachusetts 19.3 U
Michigan 23.6 F
Minnesota 18.6 U
Mississippi 21.0 F
Missouri 24.3 F
Montana 21.3 F
Nebraska 20.0 u
= Nevada 28.5 F
2 New Hampshire 23.2 F
% New Jersey 19.7 u
5 New Mexico 20.7 F
& New York 210 F
15 North Carolina 23.4 F
g North Dakota 204 F
g Ohio 262 F
a Oklahoma 245 F
% Oregon 19.7 9]
é Pennsylvania 22.8 F
% Rhode Island 22.3 F
& South Carolina 21.8 F
South Dakota 21.6 F
Tennessee 23.6 F
Texas 18.8 U
Utah 11.6 S
Vermont 20.8 F
Virginia 20.6 F
Washington 20.4 F
West Virginia 25.6 F
Data Source: Current Smoking, Adults (%), 1999-2001. Wisconsin 234 F
Wyoming 22.7 F
EXPLANATION: This measure includes women aged 18 and older in the non-institutionalized'® civilian population
who reported ever smoking 100 cigarettes in their lifetime and reported currently smoking every day or some days. S 1
STATE: Data are from 1999-2001 from Centers for Disease Control and Prevention, Behavioral Risk Factor S- 2
Surveillance System Online Prevalence Data, 1995-2001, available at http://www.cdc.gov/brfss/ [hereinafter BRFSS] u: ;2

(unpublished data request from Office on Smoking and Health, CDC).

NATIONAL: Data are from 1999-2001 from National Center for Health Statistics, National Health Interview Survey,
available at heep://www.cdc.gov/nchs/nhis.htm (unpublished data request from Office on Smoking and Health, CDC)
[hereinafter NHIS]. National data by education are for women aged 25 and older.
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What percentage of girls in grades 9-12 smoke?

The negative health consequences of smoking are directly related to how long and how
much a person smokes." More than 80 percent of women who have ever smoked reported
trying a cigarette before age 18, and women who start smoking as adolescents are more
likely to be heavy adult smokers and to become dependent on nicotine than are those who
start later."™ The benchmark for this indicator is the Healthy People 2010 goal of reducing
cigarette smoking in the past month by students in grades 9-12 to 16 percent.'” The
Report Card does not grade this indicator, however, because consistent data are not available
for all states.

Data Source: Current Smoking, Grades 9-12 (%), 2000 & 2001.

EXPLANATION: This measure includes the percentage of students who reported smoking cigarettes on one or more
of the past 30 days.

STATE: Data for AL, AR, CO, DE, FL, HI, ID, IL excluding Chicago, IN, IA, KY, LA excluding New Orleans, ME,
MA, MI, MS, MO, MT, NE, NV, NJ, NY excluding New York City, NC, ND, RI, SC, SD, TN, TX, UT, VT, W1,
WY are from Centers for Disease Control and Prevention, Assessing Health Risk Behaviors Among Young People: Youth
Risk Behavior Surveillance System Youth 2001 Online, available at http://www.cdc.gov/nccdphp/dash/yrbs/ [hereinafter
YRBSS] (data for CO, HI, IL, IN, IA, KY, LA, NE, NY, SC, and TN are unweighted). Data for CA, CT, DC, KS,
MD, MN, OH, WV are from “2000 Youth Tobacco Survey (YTS)” and data for PA are from “2001 YTS,” in Centers
for Disease Control and Prevention, Tobacco Control State Highlights 2002: Impact and Opportunity (Atdanta, GA:
Centers for Disease Control and Prevention, Office on Smoking and Health, 2002), available at
http://www.cdc.gov/tobacco/statehi/statehi_2002.htm.

NATIONAL: Data are from the national 2001 YRBSS (see above) and are representative of students in grades 9-12 in
public and private schools in the 50 states and the District of Columbia. National data by race are from “Youth Risk
Behavior Surveillance—United States, 2001,” MMWR Surveillance Summary 51 (SS04) (June 28, 2002), 1-64. Both
the YRBSS and the YTS are random design and self-administered surveys in the classroom for students in grades 9-12
and define current smokers as those students who reported smoking cigarettes on one or more of the past 30 days.

WOMEN AND SMOKING REPORT CARD

Current Smoking,
Grades 9-12 (%)

State
Overall
Data

Alabama

Alaska

Arizona

Arkansas

California

Colorado

Connecticut

Delaware

District of Columbia

Florida

Georgia

Hawaii

Idaho

lllinois

Indiana

lowa

Kansas

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota

Mississippi

Missouri

Montana

Nebraska

Nevada

New Hampshire

New Jersey

New Mexico

New York

North Carolina

North Dakota

Ohio

Oklahoma

Oregon

Pennsylvania

Rhode Island

South Carolina

South Dakota

Tennessee

Texas

Utah

Vermont

Virginia

Washington

West Virginia

Wisconsin

Wyoming
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What percentage of pregnant women smoke? Smoking During
Smoking during pregnancy is linked to many adverse health outcomes for women and their ~ Pregnancy, All Ages (%)

fetuses and infants, as described in Chapter II. Girls aged 15-19 are most likely to smoke State
during pregnancy,® and young first-time mothers who smoke appear to be at greater risk Qerall - State State
for low birth weight infants than are older first-time mothers who smoke."” In addition to Alabama 126 U |23
the health consequences, smoking results in financial costs for women and their families, as Alaska 185 F 44
well as the health care system. The medical costs of a complicated birth are over 60 percent 2:(2::;8 12'2 SF 432
higher for smokers than for nonsmokers.”® The Report Card benchmark is the Healthy California 98 U |15
People 2010 goal of increasing abstinence from smoking among pregnant women to 99 Colorado 94 U 11
percent.“‘" Connecticut 8.2 S- 8
Delaware 13.1 U | 26
District of Columbia 2.6 S- 1
Florida 9.5 U 13
C . f 1 d he ad health Georgia 8.4 S- 8
essation programs O.I‘ pregnflnt women not only reauce t € aaverse : ealt Hawaii 78 5 4
consequences of smoking during pregnancy, but also provide economic benefits for daho 126 U | 23
insurers and the health care system in general. One study estimated the savings from lllinois 109 U [18
reducing the number of low birth weight infants in the United States by reducing :”d'a”a fgz E g:
. N ) owa .
smoking among pregnant women before or during the first trimester. The study found Kansas 130 LU 028
that a decline in smoking among pregnant women of one percentage point in a year Kentucky 246 F | 50
would prevent 1,300 low birth weight infants and save $21 million in direct medical Louisiana %4 B
costs in the first year alone."" Maine 179 _F B
y : Maryland 9.3 U | 10
Massachusetts 9.9 u 17
Michigan 15.8 F pe2
Minnesota 1.1 U 20
Mississippi 12.3 u 22
Missouri 18.3 F |43
Montana 17.9 B
Nebraska 14.9 F el
- Nevada 11.0 u 19
2 New Hampshire 16.0 F S8
g* New Jersey 9.7 u 14
o New Mexico 9.8 U [ 15
& New York 90 U | 9
T Data Source: Smoking During Pregnancy, All Ages (%), 2000. North Carolina 140 F [29
3 . . . _ North Dakota 180  F | 41
E EXPLANATION: This measure includes the percentage of women who reported smoking during pregnancy on the Ohio o L F B
i_ birth certificate and is based on all live births. OKlahoma 17:3 F 37
Q STATE: In 2000, data on smoking during pregnancy were reported on birth certificates in a standard format in all Oregon 134 U |27
> .
g states except California. Overall state data are from 2000, Annie E. Casey Foundation, The Right Start for America’s Pennsylvania 167 F 139
o Newborns: A Decade of City and State Trends (1990-2000), available at http://www.aecf.org/kidscount/rightstart2003 Rhode Island 14.6 F 8
8 .
= (compilation of data from birth certificates) [hereinafter The Right Stars]. Data for CA were obtained from the 2000 South Carolina 120 U I
Maternal and Infant Health Assessment Survey (MIHA), a statewide, representative mailed survey of women delivering South Dakota 19.8 F
. . . . . . . . Tennessee 17.0 F | 36
live births in CA, which defines smoking during pregnancy as any self-reported maternal smoking during the first Toxas s < BN
and/or third trimesters of pregnancy. The methodologies for obtaining information from the birth certificate vs. a Utah 8'0 < | 5
mailed survey are different and M7HA may show higher estimates than information obtained from the birth Vermont 199 F a7
certificate. Maternal smoking is believed to be underreported on the birth certificate due to several factors, including Virginia 83 | 5. | 7
the lack of a specific time reference for smoking status, variations in the source of information for each birth, and the Washington 135 U | 28
stigma associated with smoking, which may be greater in cases of poor birth outcome.'” State data for pregnant West Virginia 26.3 F e
women smoking aged 15-19 are from 1998-1999 (data for CA and SD are not available; data for NY and IN are only Wisconsin 165 F |34
for 1999), T.J. Mathews, “Smoking During Pregnancy in the 1990s,” National Viral Statistics Reports 49 no. 7. Wyoming 21.1 F | 49
(Hyattsville, MD: National Center for Health Statistics, August 28, 2001), available at
http://www.cdc.gov/nchs/data/nvst/nvsr49/nvsr49_07.pdf [hereinafter Matthews]. S 0
S-: 8
NATIONAL: Overall data are from 7he Right Start (see above). Data on smoking during pregnancy are not U 20
collected on the CA birth certificate and therefore not included in the national data. Data for pregnant women by E: 23

race/ethnicity and age are from 1998-1999 (excludes data for CA and SD, which did not collect this information
in 1999); data for pregnant women by race/ethnicity and education are for women age 20 years and older and are
from 1999 (excludes data for CA and SD, which did not collect this information in 1999) and are from Mathews
(see above).
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What percentage of women quit smoking for one day or longer in the past year?

The most important action smokers can take to improve their health is to quit smoking,
but research shows that to truly quit smoking may take several attempts.”” In 2000, 70
percent of smokers reported wanting to quit smoking, and over 40 percent tried to quit
smoking for at least one day, but only five percent succeeded in quitting for three months
or more."” Women are at least as likely to attempt to quit smoking and to succeed as
men."” The Report Card benchmark is the Healthy People 2010 goal of increasing smoking
cessation attempts by adult smokers to 75 percent.””

Data Source: Trying to Quit, Adults (%), 2000.

EXPLANATION: This measure includes respondents aged 18 and older answering “yes” to the following question on
the surveys listed below: “During the past 12 months, have you quit smoking for 1 day or longer (women who smoke
everyday) because you were trying to quit smoking?”

STATE: Data are from the 2000 BRFSS (see Data Source, supra page 82).
NATIONAL : Data are from 2000 NHIS (see Data Source, supra page 82).
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Trying to Quit,
Adults (%)

State
Overall

State State

Data Grade Rank

Alabama 47.6 F
Alaska 56.3 F
Arizona 54.5 F
Arkansas 42.6 F
California 53.5 F
Colorado 51.2 F
Connecticut 52.0 F
Delaware 47.0 F
District of Columbia 54.5 F
Florida 49.0 [F
Georgia 53.5 F
Hawaii 65.2 S-
Idaho 454 [
lllinois 48.5 F
Indiana 48.7 F
lowa 50.8 F
Kansas 46.9 F
Kentucky 50.4 F
Louisiana 48.4 F
Maine 51.5 F
Maryland 50.2 F
Massachusetts 52.9 F
Michigan 58.9 u
Minnesota 48.2 7
Mississippi 43.9 F
Missouri 46.2 7
Montana 50.3 F
Nebraska 42.3 F
Nevada 38.4 F
New Hampshire 58.0 U
New Jersey 50.6 F
New Mexico 53.9 7
New York 51.9 F
North Carolina 51.3 F
North Dakota 44.6 F
Ohio 46.4 F
Oklahoma 53.0 F
Oregon 53.2 F
Pennsylvania 441 F
Rhode Island 44.0 F
South Carolina 44.9 F
South Dakota 50.3 F
Tennessee 44.5 7
Texas 52.2 F
Utah 52.6 F
Vermont 48.3 F
Virginia 44.3 F
Washington 47.5 F
West Virginia 441 F
Wisconsin 49.5 F
Wyoming 49.5 F
S: 0
S- 1

2
F 48
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What percentage of girls in grades 9-12 tried to quit smoking in the past year? Trying to Quit,

Quitting smoking is no easier for adolescents than it is for adults, and the overwhelming Grades 9-12 (%)
majority of youth who try to quit do so without using any cessation methods, such as State
. . . . I
school or community programs, telephone counseling, or nicotine replacement therapy. Qera
A recent survey reveals that girls are more likely than boys to attempt to quit smoking, but Alabama 59.0
they are also more likely than boys to report that their attempts to reduce or quit smoking Alaska
. . . . Ari
were unsuccessful.'”® The proportion of young girls who try to quit smoking decreases as Arfona 410
. . . . . . . . . I ansas .
their age increases, emphasizing the need for intervention early in young girls’ lives."” California
The benchmark for this indicator is the Healthy People 2010 goal of increasing tobacco Colorado 69.5
use cessation attempts by adolescent smokers to 84 percent."” The Report Card does not Connecticut
.. . . . Delaware 58.2
grade this indicator, however, because consistent data are not available for all states. Dictrict of Columbia
Florida 56.5
Georgia
. . X X Hawaii 68.6
Girls, Sports, and Reduced Smoking: Girls who play sports are less likely to smoke Idaho 663
or use drugs, and have lower rates of both sexual activity and pregnancy.'”” Sports lllinois 62.4
participation also decreases a young woman’s chance of developing heart disease, Indiana 63.0
1 200 lowa 56.7
osteoporosis, breast cancer, and other health related problems.? There are oneas
psychological benefits too: young women who play sports have a higher level of Kentucky 55.3
self-esteem, a lower incidence of depression, and a more positive body image.”! Louisiana 63.8
Maine 62.7
Maryland
Massachusetts
Michigan 68.3
Minnesota
Mississippi 67.6
Missouri 65.2
Montana 72.5
Nebraska 61.6
= Nevada
% New Hampshire
5 New Jersey 50.2
6 New Mexico
2 New York 59.6
‘§' North Carolina 63.1
g North Dakota 62.1
; Ohio
a Oklahoma
% Oregon
>0 .
g Pennsylvania
% Rhode Island 61.5
& South Carolina 59.6
South Dakota 71.3
Tennessee 57.1
Texas 56.7
Utah
Vermont 52.2
Virginia
Washington
West Virginia
Wisconsin 57.8
Wyoming 63.3

Data Source: Trying to Quit, Grades 9-12 (%), 2001.

EXPLANATION: This measure includes the percentage of students who were current smokers and have tried to quit
smoking during the past 12 months.

STATE: Data are from the 2001 YRBSS (see Data Source, supra page 83).

NATIONAL: Data are from the national 2001 YRBSS and are representative of students in grades 9-12 in public and
private schools in the 50 states and the District of Columbia.
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What percentage of women report receiving smoking cessation advice from their doctor Receiving Smoking

in the past year? Cessation Advice by
Doctors’ advice to quit smoking is a major factor affecting cessation. Studies show that Physician (%)
70 percent or more of women who smoke see a physician each year, and that doctors’ State
. .o . . . Overall ~ State State
advice to quit increases cessation rates. Thus, health care providers have important Data  Grade Rank
opportunities to advise women and girls to quit smoking.** The Report Card benchmark Alabama 521 F |49
is the Healthy People 2000 goal of increasing to at least 75 percent the proportion of Alaska 639 FHUH
i d oral health care providers who advise patients who smoke to quit.>” Arizona >18 T
primary care and ora p p quit. Arkansas 53.1 F 46
California 56.8 F | 42
Colorado 64.8 u 13
Studies have shown that Hispanic women who smoke are less likely than white or g:lr:;ve;:w 22; Z 241
black women to receive advice from a physician to quit smoking, and that neither District of Columbia 622 U | 22
language barriers nor the number of visits to doctors explain the difference.”** Florida 60.3 U
Georgia 54.9 F | 43
Hawaii 68.3 S- 6
Idaho 619 U | 24
lllinois 633 U | 18
Indiana 57.4 F 38
lowa 50.1 F 50
Kansas 52.3 F | 48
Kentucky 57.6 F |36
Louisiana 61.0 u | 27
Maine 63.2 u [ 19
Maryland 62.9 u | 20
Massachusetts 71.6 S- g
Michigan 69.9 S- | 5
Minnesota 64.6 u 14
Mississippi 58.1 F | 34
Missouri 61.0 U 28
Montana 60.5 u | 30
Nebraska 524 F |47 3
Nevada 53.4 F | 45 2
New Hampshire 670 S- | 7 2
New Jersey 616 U |25 i
New Mexico 60.9 u 29 e
New York 64.4 U | 15 -
North Carolina 64.1 U 16 5
North Dakota 438 F | 51 s
Ohio 657 S- |10 2
Oklahoma 589 F |33 e
Oregon 655 U | 12 g
Pennsylvania 65.6 u " 1:)
Rhode Island 75.7 S 1 -
South Carolina 56.8 F | 41
South Dakota 57.5 B
Tennessee 57.2 F 39
Texas 57.1 F 40
Utah 614 U | 26
Vermont 72.0 S- 2
Virginia 62.2 U |23
Washington 60.1 U | 32
West Virginia 66.4 S- | 8
Wisconsin 66.1 S- |1 9
Wyoming 58.1 F BSS
Data Source: Receiving Smoking Cessation Advice by Physician (%), 1998-1999. S p
EXPLANATION: This measure is the percentage of respondents aged 18 and older who reported receiving smoking S-: 9
cessation advice by a physician in the past year among current smokers seeing a doctor in the past year. : 23
F 1

STATE AND NATIONAL: Data are from National Cancer Institute, Tobacco Use Supplement to the 1998-1999
Current Population Survey (the data do not include oral health care providers) (unpublished data from National Cancer
Institute (NCI)) [hereinafter TUS-CPS]. The national number is a median of the 50 states and D.C.
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What percentage of women do not have health insurance? No Health Insurance (%)

Without health insurance, most women cannot obtain appropriate health care, let alone State
most forms of smoking cessation treatment or diagnoses and treatment of smoking-related Qerall - State State
illnesses. Many state Medicaid programs cover some form of smoking cessation treatment, Alabama 162 F
while a few states are beginning to address private insurance cessation coverage. Although Alaska 183  F
the lack of health insurance is a significant problem for both men and women, women face irfona ;?i E
special challenges. A 2001 report by The Commonwealth Fund reveals that nationally, the C;:{:?:fa 21 B
number of women without health insurance grew three times faster than the number of Colorado 161 | F
men without health insurance over the previous five years.” In addition, uninsured women Connecticut 123 U
are less likely to have a regular doctor than insured women.”” The Report Card benchmark Delaware __ 97
. . District of Columbia 12.5 U
is the Healthy People 2010 benchmark of 100 percent health insurance coverage for all Florida 207 | F
people.”” Georgia 180 | F
Hawaii 10.6 U
Idaho 18.3 F
lllinois 16.6 F
Indiana 13.4 U
lowa 10.5 U
Kansas 14.2 U
Kentucky 17.2 F
Louisiana 24.7 F
Maine 121 U
Maryland 12.2 U
Massachusetts 9.1 U
Michigan 12.0 u
Minnesota 8.6 S-
Mississippi 18.9 F
Missouri 12.4 U
Montana 18.5 F
Nebraska 10.5 U
Nevada 17.0 F
- New Hampshire 10.6 U
;% New Jersey 15.4 F
% New Mexico 29.5 7
5 New York 18.8 F
2 North Carolina 16.9 F
=1 North Dakota 12.7 U
S Ohio 135 U
o Oklahoma 22.2 F
3 Oregon 14.4 9]
= Pennsylvania 10.8 u
g Rhode Island 87 S
& South Carolina 12.8 U
é South Dakota 12.3 U
Tennessee 12.9 U
Texas 26.0 F
Utah 145 U
Vermont 10.9 U
Virginia 13.8 U
Washington 15.8 F
West Virginia 18.3 F
Wisconsin 8.0 S-
Wyoming 20.3 F
S: 0
Data Source: No Health Insurance (%), 2001-2002. S-: 3
EXPLANATION: This measure includes women aged 18-64 in the non-institutionalized civilian population who F. ii

report that they do not have health insurance.

STATE and NATIONAL: Data are from The Henry J. Kaiser Family Foundation, “State Estimates of Health
Insurance Coverage of Women Ages 18 to 64, 2000-2001,” March 2003 (based on Current Population Survey data).
Data by race/ethnicity are from the 2000-2001 Current Population Survey (unpublished data request from Office on
Smoking and Health, CDC).
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What percentage of women report a worksite policy probibiting smoking in indoor Reporting Smoke Ban

public common and work areas? At Work (%)
The U.S. Environmental Protection Agency and other national and international agencies State
have classified second-hand smoke as a cancer-causing substance.”® Like cigarette smoking, Querall - State State
second-hand smoke can lead to lung cancer, heart disease, and other life-threatening Alabama 711 F
conditions for smokers and also for nonsmokers, making it a major public health hazard.*” Alaska 774 F
Second-hand smoke exposure caused about 20,000 heart disease deaths and about 2,000 2:(2;':3 Zg'j 'E
lung cancer deaths among women every year during 1995 to 1999.2° The Report Card California 209 W0
benchmark is the Healthy People 2010 goal of increasing the proportion of worksites with Colorado 762 F
formal smoking policies that prohibit smoking or limit it to separately ventilated areas to Connecticut 786 W
100 percent.*" Delaware 751 B
District of Columbia 77.7 F
Florida 74.3 [F
Georgia 721 F
Hawaii 72.6 F
A smoke-filled room has six times the pollution of a busy highway.*"2 Idaho 765 F
lllinois 74.0 F
Indiana 66.8 F
lowa 75.1 F
Kansas 78.2 U
Kentucky 63.7 F
Louisiana 69.5 F
Maine 79.5 U
Maryland 83.3 U
Massachusetts 80.9 U
Michigan 69.5 F
Minnesota 80.7 U
Mississippi 67.6 F
Missouri 71.6 F
Montana 72.2 F
Nebraska 74.0 F
Nevada 56.0 F &
New Hampshire 76.8 F %
New Jersey 75.6 F B
New Mexico 73.1 7 ;‘7
New York 77.0 F -
North Carolina 65.8 F 5
North Dakota 714 | F g
Ohio 706 F 8
Oklahoma 737 F g
Oregon 73.9 F a
Pennsylvania 74.0 F £
Rhode Island 740 F <
South Carolina 69.8 F =
South Dakota 66.2 F
Tennessee 69.9 7
Texas 71.1 F
Utah 876 S
Vermont 80.8 U
Virginia 76.2 F
Washington 77.6 F
West Virginia 71.2 F
Wisconsin 71.5 F
Wyoming 70.8 F
S: 0
s 1
: 8
Data Source: Reporting Smoke Ban at Work (%), 1998-1999. F: 42

EXPLANATION: This measure includes worksite data collected from women aged 18 and older who reported having
a worksite policy stating that smoking was not allowed in indoor public or common areas and work areas.

STATE AND NATIONAL: Data are from TUS-CPS (see Data Source, supra page 87).
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What percentage of women report having a rule that smoking is not allowed anywhere Reporting Smoke Ban

in the home? At Home (%)
Second-hand smoke is a problem in the home as well as in the workplace. About nine State
percent of women report that their only exposure to smoke is that of someone else smoking Qerall - State State
in the home,* and for children under the age of five, substantial exposure to cigarette Alabama 623 F
smoke occurs in the home.*" The Report Card adapted the Healthy People 2010 Alaska 663 _F
benchmark for worksites (see above) for this indicator. Therefore, the Report Card Q:E:nnszs ;‘31? ::J
benchmark is to increase to 100 percent the proportion of people reporting a home ban. California a1 B0
Colorado 70.3 F
Connecticut 65.8 7
Delaware 59.0 F
District of Columbia 61.5 F
Florida 70.0 F
Georgia 65.4 F
Hawaii 70.0 F
Idaho 758 U
lllinois 58.1 F
Indiana 53.6 7
lowa 58.0 [F
Kansas 63.7 F
Kentucky 43.1 F
Louisiana 59.0 F
Maine 59.6 F
Maryland 69.0 F
Massachusetts 64.9 F
Michigan 55.8 F
Minnesota 65.8 [F
Mississippi 58.8 F
Missouri 58.3 7
Montana 63.3 [F
Nebraska 64.2 F
= Nevada 67.3 F
% New Hampshire 63.3 F
% New Jersey 64.7 F
o New Mexico 65.8 F
& New York 629 F
15 North Carolina 55.5 F
g North Dakota 615 F
® Ohio 534 F
a Oklahoma 574  F
% Oregon 73.8 9]
é Pennsylvania 59.9 F
% Rhode Island 65.2 F
& South Carolina 63.2 F
South Dakota 58.9 F
Tennessee 56.6 [
Texas 70.7 F
Utah 841 S
Vermont 65.4 [F
Virginia 63.7 F
Washington 75.0 U
West Virginia 46.5 F
Wisconsin 61.0 F
Wyoming 62.6 F
S: 0
S- 1
Data Source: Reporting Smoke Ban at Home (%), 1998-1999. 5

EXPLANATION: This measure includes home ban data collected from women aged 18 and older who reported
having a rule that smoking was not allowed anywhere in their home based on agreement on the rule among all
persons surveyed in the household.

STATE AND NATIONAL: Data are from TUS-CPS (see Data Source, supra page 87).
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How many women die from lung cancer? Lung Cancer Death Rate

Lung cancer is the leading cause of cancer death among women in the United States and (per 100,000)
the second most common cause of death for women overall. Smoking is the primary cause state
of lung cancer and accounts for about 85-90 percent of all lung cancer deaths.””” Because Querall - State State
there are large gender differences in lung cancer death rates, and the Healthy People 2010 Alabama 380 F
benchmark is not specific to women, the Report Card benchmark of 17.7 per 100,000 is Alaska 433 F
based upon a modification of the Healthy People goal, as described in the Methodology Q:E:nnsaas 22'; E
section, to make it women-specific. California 32 BE
Colorado 31.2 u
Connecticut 40.6 F
Delaware 48.7 F
District of Columbia 42.0 F
Florida 43.0 F
Georgia 39.3 F
Hawaii 27.8 S-
Idaho 32.8 U
lllinois 40.8 F
Indiana 45.7 F
lowa 35.6 U
Kansas 37.1 F
Kentucky 51.7 F
Louisiana 441 F
Maine 48.3 F
Maryland 44.9 F
Massachusetts 42.9 F
Michigan 42.0 F
Minnesota 35.1 U
Mississippi 41.5 F
Missouri 46.2 F
Montana 40.9 F
Nebraska 337 u
Nevada 55.8 F &
New Hampshire 46.3 F %
New Jersey 41.5 F B
New Mexico 31.4 U g
New York 38.1 F -
North Carolina 39.1 F &
North Dakota 306 U g
Ohio 443 F 3
Oklahoma 444 F g
Oregon 45.7 F a
Pennsylvania 40.5 F £
Rhode Island 457  F <
South Carolina 38.4 F =
South Dakota 30.8 u
Tennessee 43.0 F
Texas 39.4 F
Utah 17.7 S
Vermont 41.1 F
Virginia 41.5 F
Washington 45.7 F
West Virginia 51.0 F
Wisconsin 37.2 F
Data Source: Lung Cancer Death Rate (per 100,000 people), 1997-1999. Wyoming 392 =
EXPLANATION: Lung cancer includes malignant neoplasms of the trachea, bronchus, and lung. Lung cancer death
rates for women are three-year averages and are per 100,000 estimated population. Death rates for all ages include S 1
deaths occurring at any age, and are age-adjusted to the U.S. 2000 standard population. 3': ;
STATE AND NATIONAL: Data are from the National Center for Health Statistics (NCHS), “Healthy Women: F: a1

State Trends in Health and Mortality,” available at http://www.cdc.gov/nchs/healthywomen.htm (electronic data
warehouse on minority and women’s health, containing tables that describe the health of people in each state by sex,
race, and age that can be accessed by downloading free data dissemination software called Beyond 20/20) [hereinafter
“Healthy Women”].
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How many women die from Chronic Obstructive Pulmonary Disease?

Chronic Obstructive Pulmonary Disease (COPD), also called Chronic Lower Respiratory
Disease, is the fourth leading cause of death among women in the United States.”'®
Smoking is by far the most significant cause of this disease, causing 90 percent of the
deaths due to Chronic Lower Respiratory Disease.?”” Because the Healthy People 2010
benchmark is not specific to women, and to have a consistent methodology across the
disease measures, the Report Card benchmark of 49.6 per 100,000 is based upon a
modification of the Healthy People goal, as described in the Methodology section, to
make it women-specific.

Data Source: Chronic Obstructive Pulmonary Disease Death Rate (per 100,000 people), 1997-1999.

EXPLANATION: Also called Chronic Lower Respiratory Disease, this disease includes bronchitis, emphysema,
asthma, bronchiectasis, and other chronic obstructive pulmonary disease. Chronic Lower Respiratory Disease death
rates for women are three-year averages and are per 100,000 estimated population. Death rates are calculated by
dividing the number of deaths in the three years by the mid-year resident population multiplied by three. Death rates
for ages 45 and older include deaths occurring at ages 45 years and older, and are age-adjusted to the U.S. 2000
standard population.

STATE AND NATIONAL: Data are from “Healthy Women” (see Data Source, supra page 91).

Chronic Obstructive
Pulmonary Disease Death
Rate (per 100,000)

State
Overall ~ State State
Data  Grade Rank

Alabama 95.7 U
Alaska 124.5 [
Arizona 131.1 F
Arkansas 103.4 U
California 114.7 F
Colorado 133.4 F
Connecticut 93.3 U
Delaware 111.9 F
District of Columbia 65.4 S-
Florida 106.2 U
Georgia 100.7 U
Hawaii 49.6 S
Idaho 112.3 F
lllinois 93.0 0]
Indiana 117.3 F
lowa 91.6 U
Kansas 101.6 U
Kentucky 123.8 F
Louisiana 90.2 U
Maine 130.0 F
Maryland 103.3 u
Massachusetts 98.5 U
Michigan 97.8 u
Minnesota 90.2 U
Mississippi 90.2 U
Missouri 111.6 7
Montana 141.3 F
Nebraska 99.6 U
Nevada 171.4 F
New Hampshire 133.2 F
New Jersey 86.3 U
New Mexico 121.9 [
New York 85.3 S-
North Carolina 101.5 U
North Dakota 72.6 S-
Ohio 113.1 F
Oklahoma 113.8 F
Oregon 123.2 F
Pennsylvania 91.9 u
Rhode Island 93.4 U
South Carolina 97.5 U
South Dakota 80.9 S-
Tennessee 106.1 U
Texas 106.4 U
Utah 74.5 S-
Vermont 116.1 F
Virginia 101.5 U
Washington 123.2 F
West Virginia 131.6 F
Wisconsin 88.4 U
Wyoming 158.4 F
S: 1

S-: 5

u: 24

F 21
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How many women die from coronary heart disease? Coronary Heart Disease

Coronary heart disease, commonly called “heart disease,” is the single leading cause of Death Rate (per 100,000)
death among women in the United States.”® While other health-related factors can State
contribute to the risk for coronary heart disease (including diabetes, high blood pressure Querall - State State
and obesity), smoking is key among them. For women under the age of 50, the majority Alabama 1383 U
of coronary heart disease is attributable to smoking.?"” Because there are large gender Alaska 94.0 S
differences in smoking-attributable mortality, and the Healthy People 2010 benchmark Q:E:nnsaas 12;'2 ::J
is not specific to women, the Report Card benchmark of 93.9 per 100,000 is based upon California 1725 BB
a modification of the Healthy People goal, as described in the Methodology section, to Colorado 112.8  S-
make it women-specific. Connecticut 144.6 B
Delaware 174.9 F
District of Columbia 182.1 F
Florida 168.6 7
Georgia 1475 U
Hawaii 93.9 S
Idaho 116.9  S-
lllinois 1688 F
Indiana 162.2 7
lowa 163.5 F
Kansas 127.0  S-
Kentucky 170.8  F
Louisiana 178.7 F
Maine 150.2
Maryland 167.7 F
Massachusetts 1253  S-
Michigan 1847 F
Minnesota 96.5 S-
Mississippi 1975 F
Missouri 180.7 7
Montana 100.3 = S-
Nebraska 1159  S-
Nevada 156.8 )
New Hampshire 162.0 F %
New Jersey 1766 F 3
New Mexico 1291 s ;‘6
New York 220.7 F -
North Carolina 1562 U &
North Dakota 1208 S g
Ohio 1732 F 8
Oklahoma 189.5 7 §
Oregon 115.7 = S- a
Pennsylvania 1687 F £
Rhode Island 1790 F <
South Carolina 155.5 =
South Dakota 128.6  S-
Tennessee 196.6 [
Texas 170.3 F
Utah 96.1 S-
Vermont 148.5 U
Virginia 1375 U
Washington 1294 S-
West Virginia 192.3 F
Wisconsin 134.8 U
Wyoming 1295  S-
Data Source: Coronary Heart Disease Death Rate (per 100,000 people), 1997-1999. S 1
EXPLANATION: Coronary heart disease includes ischemic heart disease including mention of hypertension, angina 5 15
pectoris, myocardial infarction, complications following myocardial infarction, other acute ischemic heart diseases and . ;l

chronic ischemic heart disease. Coronary heart disease death rates for women are three-year averages and are per
100,000 estimated population. Death rates for all ages include deaths occurring at any age, and are age-adjusted to the
U.S. 2000 standard population.

STATE AND NATIONAL: Data are from “Healthy Women” (see Data Source, supra page 91).
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How many women die from stroke? Stroke Death Rate

Stroke is the third leading cause of death among women in the United States.”” Twenty- (per 100,000)
five percent of women will die within a year after their first stroke, and among women State
under the age of 65 who have a stroke, 53 percent will die in eight years or less.”> While Qerall - State State
other health-related factors can contribute to the risk for stroke (including diabetes, high Alabama 690 F
blood pressure, and obesity), smoking is a very important factor.?* Because the Healthy Alaska 681 _F
People 2010 benchmark is not specific to women, and to have a consistent methodology Q:E:nnsaas Zgg g
across the disease measures, the Report Card benchmark of 42.2 per 100,000 is based upon California 026 B
a modification of the Healthy People goal, as described in the Methodology section, to Colorado 590 U
make it women-specific. Connecticut 511
Delaware 51.1 S-
District of Columbia 56.5 0]
Florida 51.4 S-
Georgia 72.7 F
Hawaii 571 U
Idaho 68.0 [
lllinois 61.9 0]
Indiana 69.3 F
lowa 60.7 U
Kansas 61.8 U
Kentucky 68.9 F
Louisiana 67.4 F
Maine 58.4 U
Maryland 60.6 U
Massachusetts 49.6 S-
Michigan 63.3 F
Minnesota 59.4 U
Mississippi 69.7 F
Missouri 65.1 F
Montana 63.8 F
Nebraska 58.4 U
= Nevada 64.3 F
2 New Hampshire 59.8 U
% New Jersey 48.2 S-
o New Mexico 54.9 U
& New York 422 S
15 North Carolina 76.1 F
g North Dakota 587 U
g Ohio 612 U
o Oklahoma 692 F
% Oregon 80.1 F
é Pennsylvania 58.4 u
% Rhode Island 51.4 S-
& South Carolina 83.4 F
South Dakota 59.6 U
Tennessee 78.7 7
Texas 67.5 F
Utah 63.4 7
Vermont 58.2 U
Virginia 70.0 F
Washington 69.4 F
West Virginia 62.3 9]
Wisconsin 66.6 F
Wyoming 64.0 F
S: 1
S-: 6
Data Source: Stroke Death Rate (per 100,000 people), 1997-1999. U: 20

EXPLANATION: Stroke includes cerebrovascular diseases with mention of hypertension. Stroke death rates for
women are three-year averages and are per 100,000 estimated population. Death rates for all ages include deaths
occurring at any age, and are age-adjusted to the U.S. 2000 standard population.

STATE AND NATIONAL: Data are from “Healthy Women” (see Data Source, supra page 91).
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Status Indicator Methodology

The following section describes the criteria for selection,
data sources and limitations, and grading and ranking of the
health status indicators.

Criteria for Indicator Selection

The Women and Smoking Report Card is designed to present
a broad assessment of women’s health as it relates to
smoking and the challenges that the country must meet to
prevent and reduce smoking among women and girls. The
health status indicators included in this Report Card are
women-specific and address some of the most important
issues pertaining to women and smoking within the
parameters of the data that were available.”” Smoking-
related health status indicators were selected based primarily
on whether they had a significant impact on women’s
quality of life, functioning, and well-being, and whether
they affected a large number of women generally or a large
number of women in a specific population and/or age
group. Additional criteria were whether the indicator could
be affected through intervention, prevention, or
improvement; was potentially measurable; was commonly
used or there existed consensus on use; or reflected an
emerging important issue where the problem was increasing
in prevalence, incidence, or severity. In most cases, the state
data for the status indicators are disaggregated by race and
ethnicity and sometimes by specific age groups. Oftentimes,
data on these specific populations of women were not
available, or available only at the national or state level but
not both. The available information is presented on the
national and state report cards in Chapter III.

Data Sources and Limitations

The Report Card uses data from population-based surveys
whenever such data are available. In addition, whenever
possible, data sets were selected that had information for all
states. When such data were not available, the Report Card
presents similar data from several different sources when
deemed acceptable by our experts; however, the Report Card
does not include indicators for grading and ranking
purposes if data are not available for such indicators for all
states for the same time period. More detailed information,
including data sources and explanations, are presented for
individual indicators above. Data are presented by race and
ethnicity wherever possible, and by age and/or education
level where available and relevant. Data collection for the
status indicators ended in May 2003.

Grading and Ranking

The Women and Smoking Report Card grades the nation and
states against benchmarks drawn primarily from the ten-year
health objectives set for the nation by the U.S. Department
of Health and Human Services' Healthy People 2010
agenda. A modification of the Healthy People 2010
benchmarks was used for the four disease indicators, namely
the death rates for lung cancer, Chronic Obstructive
Pulmonary Disease (COPD), coronary heart disease, and
stroke. This modification was needed to address concerns
arising from the fact that the Healthy People 2010
benchmarks for these indicators are based on data for men
and women combined. Because the timing of trends in
smoking and subsequent trends in smoking-related diseases
have historically been different for men and women, the use
of benchmarks based on men and women combined could
be misleading about the current status of women
specifically. Men started smoking decades before women
did, achieved higher peak smoking prevalence rates, and
tended to be heavier smokers. Thus, men have had
considerably higher rates for these smoking-related diseases.
Declines in smoking also occurred first in men and only
later in women.?** Because the rates of death from diseases
affected by smoking may reflect smoking patterns up to 20
or more years in the past, the current death rate based on
men and women combined could reflect a declining rate in
men and an increasing rate in women. For example, the
lung cancer epidemic appeared in men well before the
1950s but began to reverse by the late 1980s. In women,
however, it appeared later and continued to climb in most
states into the 1990s; only now is the lung cancer epidemic
slowing in women, at least in some states.”” For these
reasons, the Women and Smoking Report Card employs
women-specific disease benchmarks, using the same
principles as the Healthy People 2010 target setting
standard of “better than the best.” For each disease, the
benchmark is set as the rate in the state that currently has
the lowest death rate. Thus, Utah had the lowest death rate
of lung cancer among women (17.7 per 100,000); this rate
became the lung cancer benchmark for all other states and
the nation. Similarly, Hawaii’s 49.6 per 100,000 death rate
for COPD and 93.9 per 100,000 death rate for heart
disease, and New York’s 42.4 per 100,000 death rate for

stroke serve as benchmarks for those respective diseases.
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Report Card Status Indicator Benchmarks

INDICATOR

BENCHMARK

Current Smoking, Adults

HP 2010 Objective 27-1a

Reduce cigarette smoking among adults 18 years and older to 12%.

Current Smoking, Grades 9-12

HP 2010 Objective 27-2b

Reduce cigarette smoking in past month by students in grades 9-12 to 16%.

Smoking During Pregnancy

HP 2010 Objective 16-17¢

Increase abstinence from cigarette smoking among pregnant women to 99%.

Trying to Quit, Adults

HP 2010 Objective 27-5

Increase smoking cessation attempts by adult smokers to 75%.

Trying to Quit, Grades 9-12

HP 2010 Objective 27-7

Increase tobacco use cessation attempts by adolescent smokers to 84%.

Receiving Smoking Cessation
Advice by Physician

HP 2000 Objective 3.16%

Increase to at least 75% proportion of primary care and oral health care providers
who advise patients who smoke to quit.

No Health Insurance

HP 2010 Objective 1-1

Increase proportion of persons with health insurance to 100%.

Reporting Smoke Ban At Work

HP 2010 Objective 27-12

Increase proportion of worksites with formal smoking policies that prohibit smoking

or limit it to separately ventilated areas to 100%.

Adapted HP 2010 Objective 27-12
Adapted HP 2010 Objective 3-2*
Adapted HP 2010 Objective 24-10*

Increase proportion of people reporting a home ban to 100%.

Reduce lung cancer deaths to 17.7 per 100,000 (Utah).

Reduce COPD deaths to 49.6 per 100,000 for ages 45 and older (Hawaii).
Coronary Heart Disease Death Rate Adapted HP 2010 Objective 12-1* Reduce coronary heart disease deaths to 93.9 per 100,000 (Hawaii).
Stroke Death Rate Adapted HP 2010 Objective 12-7* Reduce stroke deaths to 42.2 per 100,000 (New York).

*The benchmarks for these indicators were adapted to be women-specific, as explained in the Grading and Ranking section. The Healthy People 2010 benchmarks for men and
women combined for these indicators are as follows: lung cancer—reduce deaths to 44.9 per 100,000; COPD—reduce deaths to 60 per 100,000; coronary heart disease—
reduce deaths to 166 per 100,000; and stroke—reduce deaths to 48 per 100,000.

Reporting Smoke Ban At Home

Lung Cancer Death Rate
COPD Death Rate

benchmarks. Nonetheless, a few states are already meeting
these standards. A state’s overall score was computed by
averaging the scores on 11 individual indicators, with the
“Current Smoking, Adults” indicator given twice as much
weight as the others because it is the key measure for this
Report Card. Each state’s overall score was then used to
determine both the overall grade and the rank for the state.
The nation is graded in the same manner.

The nation and states are graded as follows. First, the raw
data for each indicator is expressed as a percentage
difference from the benchmark for that indicator. Next,
the percentage differences from the benchmarks are scaled
to range between 0 and 100, in order to account for the
differences in the magnitude of the range of each indicator.
For example, the Healthy People 2010 benchmark for
increasing smoking cessation attempts is 75 percent, while
the benchmark for increasing abstinence from smoking
during pregnancy is 99 percent. The range for each of
these benchmarks is markedly different; for example, the
abstinence from smoking during pregnancy indicator has
a range that is almost 25 percent larger than the range for

Minimum Performance on Each Indicator
Necessary to Receive Each Grade

Minimum performance required
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the smoking cessation indicator. Scaling the percentage Scaledi::aoc::; 1(5,0 750 5U0

differences from a given benchmark addresses this problem Indicator

(further information on how raw data was converted to Current Smoking, Adults 12.0% 17.0%  20.3%

scaled scores is available at this note).?” Smoking During Pregnancy* 1.0%  8.6%  13.6%
Trying to Quit, Adults 75.0%  64.0% 56.7%

Once the States are assigned scaled Scores’ they are graded Receiving Smoking Cessation Advice by Physician 75.0% 65.6% 59.4%
No Health Insurance* 0.0% 8.9% 14.8%

based on those scores. A state that meets the benchmark
receives a score of 100 and a grade of “Satisfactory.” A
state that receives a score of between 70 and 99 receives a

100.0% 86.8% 78.0%
100.0% 82.9% 71.6%

Reporting Smoke Ban at Work

Reporting Smoke Ban at Home

« . . » . Lung Cancer Death Rate (per 100,000) 17.7 291 36.8

Satisfactory Minus,” a state that receives a score of between COPD Death Rate (per 100,000) 96 81 1105
50 and 69 receives an “Unsatisfactory,” and a state that Coronary Heart Disease Death Rate (per 100,000~ 93.9 1319  157.3
receives a score of below 50 receives a “Fail.” The worst Stroke Death Rate (per 100,000) 42.2 54.7 63.0

*For these two indicators, the complementary data were used for grading in order to be

state receives a score of 0. A score of 50 means that a state’s , : tary d
consistent with the relevant benchmarks listed in the benchmark chart above.

performance is halfway between the worst state and the
benchmark. The 70 and 50 cutoff scores were determined
by a panel of experts and were chosen to reflect how far
states are from the benchmarks, recognizing that states still
have several years to achieve the Healthy People 2010
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Policy Indicators

For all the policy indicators described below, the determined the categorizations for each of the policies
strength of each state’s policy is categorized as after research and input from experts. (Some policies
“Meets Policy,” “Limited Policy,” “Weak Policy,” have all four categories, while others have only three
or “Minimal/No Policy.” The Report Card authors or two categories, based on expert recommendations.)
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Does the state offer smoking cessation counseling through a telephone quitline?
Smoking cessation support available to help people quit smoking includes a variety of
medications and counseling. Many states have implemented telephone-based smoking
cessation counseling services called quitlines, which are typically available toll-free to the
public. Federal health organizations and health promotion advocates recommend quitline
use, and data confirm their effectiveness.”® For example, analysis of the California quitline
shows a doubling of cessation rates resulting from the use of telephone counseling
compared with the use of self-help materials alone.”” Quitlines can be particularly valuable
to low-income and rural communities that typically do not have access to cessation
services. These counseling services can also be tailored to accommodate different language
and cultural needs. Some states already operate quitlines for youth, ethnic minorities,
pregnant women and other at-risk populations.” States receive a “meets policy” if they
offer quitline counseling. States receive a “minimal or no policy” if they do not offer
quitline counseling.””!

Data Source: Telephone Quitline, 2003.

Center for Tobacco Cessation, “State Quitline Information,” available at
http://www.ctcinfo.org/pubs_press/policybriefs.asp?id-126, accessed August 22, 2003.
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Does the state offer pregnancy-specific smoking cessation counseling through a tele-
phone quitline?

Women who quit smoking during pregnancy and stay tobacco-free after delivery can
eliminate most of the negative health consequences of having smoked. In addition,
smoking cessation during pregnancy yields marked cost savings.? It is estimated that
between $1,142 and $1,358 per pregnancy can be saved for every pregnant smoker who
quits.? Cessation counseling is one method that has proven to be particularly effective in
helping pregnant women quit. According to the 2000 U.S. Public Health Service Clinical
Practice Guideline, 7reating Tobacco Use and Dependence, relatively brief (5-15 minutes)
cessation counseling from a prenatal care provider combined with pregnancy-tailored
self-help materials has been shown to double or triple quit rates compared to minimal
interventions.” A number of states offer telephone quitlines with protocols designed to
address the specific needs of pregnant women. In addition, the American Legacy
Foundation, as part of its “Great Start” initiative, has partnered with other anti-smoking
advocates to offer a national toll-free quitline for pregnant women available 24 hours a day,
7 days a week in English and Spanish.” States receive a “meets policy” if their quitline has
specific procedures or guidelines for pregnant women. States receive a “minimal or no
policy” if their quitline does not have such procedures or guidelines.

Data Source: Pregnancy-Specific Counseling on Telephone Quitline, 2003.
Center for Tobacco Cessation, “Quitline Survey Results,” March 2003 (unpublished data).
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Does the state’s Medicaid program cover comprehensive smoking cessation treatment?
Lack of health insurance coverage for smoking cessation treatment is a barrier to receiving
the treatment and support needed to quit, particularly for low-income women, who have
higher than average smoking rates.”* Many low-income women rely on Medicaid, the
federal and state public health insurance program, for their necessary health services and
information, and women comprise nearly 70 percent of the Medicaid population over age
15.%” The United States Public Health Service recommends health insurance coverage for
services that have been demonstrated to help smokers quit, including counseling and

2% A state receives a “meets policy” if its Medicaid programs covers all three
forms of smoking cessation treatment—over-the-counter medications, prescription
medications, and smoking cessation counseling. A state receives a “limited policy” if its

medications.

Medicaid Smoking
Cessation Coverage

Alabama

Alaska

Arizona

Arkansas

California

Colorado

Connecticut

Delaware

District of Columbia

Florida

Georgia
Medicaid program covers any two of the three categories of treatment.”” A state receives Hawaii
a “weak policy” if its Medicaid program covers only one category of treatment. A state Idaho
. PR » T .. lllinois
receives a “minimal or no” policy if its Medicaid program does not cover any of the i
. |
three categories of treatment. lowa
Kansas
Kentucky
Louisiana
Providing coverage for smoking cessation treatment makes economic sense. Maine
Employees who smoke are more costly to their employers because, among other things, Maryland
hey have higher health high f absenteeism and lost productivi P
they have higher health care costs, higher rates of absenteeism and lost productivity, Michigan
and they contribute to illnesses in nonsmoking employees who are exposed to second- Minnesota
hand smoke.* In fact, smoking-related economic costs (lost productivity and medical Mississippi
. - Missour
costs) during 1995 to 1999 totaled about $157 billion annually, or over $3,000 per M::?:r:;
smoker per year.”"' Two recent studies suggest that the annual health care expenditures Nebraska
for current smokers exceed those of their nonsmoking coworkers by 14 percent.?* Nevada

Insurers and employers can help reduce these smoking-related costs by providing
coverage for smoking cessation treatment, which has been referred to as the “gold
standard” of health care cost-effectiveness.*® One study ranks tobacco cessation advice
and counseling as top priorities among recommended clinical preventive services, based
on the burden of disease prevented by these services and their cost-effectiveness.” In
addition, research suggests that because more intensive interventions are more effective
in helping people quit smoking, they are also more cost-effective than less intensive
interventions.

In addition, investing in coverage for smoking cessation treatment produces quick
returns. One study estimates that a smoking cessation program returns one-third of its
costs to employers in the first year and breaks even about 3 years after inception, which
is shorter than the 3.6 year median time people work for any given employer in the
United States. Even assuming an annual employee turnover rate of about 11 percent,
this same study estimates the final benefit-cost ratio of employers’ covering smoking
cessation to be almost 9:1.%°
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South Dakota
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Wyoming
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Data Source: Medicaid Smoking Cessation Coverage, 2001.

Helen Halpin Schauffler and others, “State Medicaid Coverage for Tobacco-Dependence Treatments—United States,
1994 and 2001,” Morbidity and Mortality Weekly Report 52 (May 30, 2003), 496-500.
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Meets Policy=7

Limited Policy=18

Weak Policy=10

Minimal/No Policy=16
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Does the state’s Medicaid program cover pregnancy-specific smoking cessation Medicaid Coverage of
counseling? Pregnancy-Specific
Smoking among pregnant women on Medicaid is even higher than smoking among Counseling
246 1 1
: Bl'lt pregnant women are more likely t}}an other popu'latlons yYPT—
of women to be motivated to quit smoking, making pregnancy a particularly good time to Alaska
provide cessation services.”” Counseling is a particularly important first line of treatment Arizona
for pregnant smokers because the effects of medications used for cessation are not well Arkansas
known.*® While most state Medicaid programs offer coverage for some form of tobacco Colorado
cessation treatment, only a handful of states provide coverage for pregnancy-specific Connecticut
smoking cessation counseling, which often includes home visit counseling. A state receives Delaware

« oy e .o . . . District of Columbia
a “meets policy” if its Medicaid program covers pregnancy-specific smoking cessation Florida
counseling. A state receives a “minimal or no policy” if its Medicaid program does not Georgia

cover this service. Hawaii
Idaho
Illinois
Indiana
lowa

pregnant women in general.

California

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts

Michigan

Minnesota

Mississippi

Missouri

Montana
Nebraska
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New Jersey
New Mexico
New York
North Carolina
North Dakota
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Oklahoma
Oregon

Pennsylvania
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South Carolina
South Dakota
Tennessee
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Texas
Utah
Vermont

Virginia

Washington

West Virginia
Wisconsin
Wyoming

Meets Policy=16
Minimal/No Policy=35

Data Source: Medicaid Coverage of Pregnancy-Specific Counseling, 2000.

Jennifer Ibrahim and others, “Coverage of Tobacco Dependence Treatments for Pregnant Women and for Children
and Their Parents,” American Journal of Public Health 92 (December 2002), 1940-1942.
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Does the state require private insurers to cover comprehensive smoking cessation
treatment?

The U.S. Public Health Service Clinical Practice Guideline, Zreating Tobacco Use and
Dependence, recommends that all insurance plans cover smoking cessation medications and
counseling.?” Furthermore, studies show that when smoking cessation services are available
as a fully covered health-plan benefit as opposed to a benefit requiring significant co-pays,
the overall use of the benefit will increase and will result in fewer smokers.?”® Despite the
wealth of evidence that supports implementing cessation coverage, no state requires
comprehensive private insurance coverage of the recommended treatment—namely,
counseling and medications. A few states have taken steps to encourage insurers to cover
programs to address the dangers of smoking, yet these policies fall short of what is
necessary to decrease tobacco dependence. States receive a “meets policy” if they require
private insurers to cover both smoking cessation counseling and medications without limits
on the benefit. States receive a “limited policy” if they require private insurers to cover
either smoking cessation counseling or medications, without a limitation on the covered
benefit. States receive a “weak policy” if they require insurers only to offer employers
coverage of smoking cessation treatment as a covered benefit, if they cover one of the two
recommended treatment options but with a limitation on the benefit, or if they have in
some minimal way identified the need for insurers to assist smokers in quitting. States
receive a “minimal or no policy” if they do not address private insurance coverage of
smoking cessation treatment.

Most employer-sponsored health insurance does not cover smoking cessation
treatment. A 2002 survey of approximately 2,800 employers™ revealed that on
average:

* Fifty-six percent of employer-sponsored plans do 7oz cover tobacco/smoking cessation
treatment.

* Only 20 percent of employer-sponsored plans cover prescription medications for
cessation.

* Only 5 percent of employer-sponsored plans cover over-the-counter medications for
cessation.

* Only between 7 and 12 percent of employer-sponsored plans cover cessation

Private Insurance

Smoking Cessation

Coverage

Alabama
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counseling (individual, group, and/or telephone). Tennessee
Texas
* Only 10 percent of employer-sponsored plans cover self-help programs for cessation Utah
(such as brochures, videos, and Internet support). Vermont
Virginia
* Only 8 percent of employer-sponsored plans cover cessation treatment as part of xasr'\r;,gtc,’”,
es Irginia
prenatal care.”” Wisconsin
Wyoming

Data Source: Private Insurance Smoking Cessation Coverage, 2002.

National Conference of State Legislatures, Health Policy Tracking Service, “Smoking Cessation Coverage
Requirements” (2002) (unpublished data specifically collected for the National Women’s Law Center).
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Does the state have comprehensive laws restricting second-hand smoke?

Evidence suggests that restrictions on second-hand smoke not only reduce the exposure

of nonsmokers to second-hand smoke, but also lead to a decline in smoking generally.”
One study of adolescents demonstrated that those who worked in smoke-free worksites
were 32 percent less likely to smoke than adolescents working in places with no smoking
restrictions.” States can thus help protect nonsmokers from second-hand smoke and effect
a decline in smoking by prohibiting smoking in indoor sites, including government and
private worksites, schools, day care centers, health care facilities, and other places of public
access. States receive a “meets policy” if they have strong laws prohibiting smoking in
almost all indoor sites without exemptions and if those laws do not contain language
prohibiting cities or towns from passing stricter ordinances. Some states in this category
also prohibit smoking in bars. States receive a “limited policy” if they prohibit smoking

in several of the identified areas with allowances for designated smoking areas in others.
States receive a “weak policy” if they prohibit smoking only in a few indoor places and have
weak restrictions in other such places. A significant number of states in this category have
designated nonsmoking areas restricting nonsmokers to one room or certain sections of a
facility. States receive a “minimal or no policy” if they have laws offering little protection
from second-hand smoke in indoor sites or if they have no laws prohibiting smoking in
indoor sites. There are many states in this category that do not have any restrictions for
second-hand smoke and allow smoking in and around schools and child care facilities.>’

Many localities restrict second-hand smoke. While only five states (California,
Delaware, Maryland, New York, and Vermont) have passed comprehensive statewide
laws banning smoking in indoor sites, many cities and counties across the country
have enacted comprehensive ordinances prohibiting second-hand smoke. As of June 3,
2003, there were over 1,600 local second-hand smoke ordinances and regulations in
the United States.” In addition to the states with comprehensive laws, there are
currently 17 states (Alaska, Arizona, Colorado, Georgia, Hawaii, Maryland,
Massachusetts, Michigan, Minnesota, Mississippi, Montana, New Mexico, New Jersey,
Oregon, Texas, Wisconsin, and West Virginia) with one or more local ordinances that
ban smoking in both public and private workplaces and/or restaurants.”” A number of
states have smoking bans in many of their localities. For example, in Massachusetts,
more than 70 jurisdictions, including Boston, have strong second-hand smoke laws
prohibiting smoking in offices, restaurants, bars, and nightclubs.”*®

Restrictions on

Second-Hand Smoke
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Data Source: Restrictions on Second-Hand Smoke, 2003.

States are evaluated based on whether their second-hand smoke laws are rated as comprehensive, extensive, moderate
or minimal/none, according to American Lung Association (ALA), State Legislated Actions on Tobacco Issues: 2000
(2001). State laws that have changed since 2000 are evaluated in the same manner using ALA, State Legislated Actions
on Tobacco Issues: 2002 (2003); ALA, State Legislated Actions on Tobacco Issues: Midterm Update, May 2003, available at
http://slati.lungusa.org/reports/midtermupdate. pdf; and Coalition on Smoking OR Health, “Clean Indoor Air
Matrix,” undated, with additional analysis by the authors in consultation with Chris Bostic, ALA. Preemption data are
from ALA, State Legislated Actions on Tobacco Issues: 2002 (2003). Data for Maine and Oklahoma are from 2003
Maine Legis. Serv. Ch. 493 (West) and 2003 Okla. Sess. Law Serv. Sen. Jt. Res. 21 (West), respectively, with
additional analysis by the authors in consultation with Chris Bostic, ALA.
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Does the state have an excise tax on cigarettes of $1.50 or more per pack?

Increasing the excise tax on cigarettes is one of the most effective ways to reduce smoking,
particularly among youth. Current research shows that a ten percent increase in the price
of cigarettes leads to an estimated seven percent reduction in teenage smoking and an
estimated four percent reduction in overall cigarette sales.”” Data also indicate that policies
such as tax increases may be more effective in decreasing smoking during pregnancy
because the likelihood of quitting smoking is higher during this time in a woman’s life.
A state receives a “meets policy” if its excise tax is $1.50 or more per pack (a pack is 20
cigarettes). A state receives a “limited policy” if its excise tax is between $1.00 and $1.49
per pack. A state receives a “weak policy” if its excise tax is between $0.50 and $0.99 per
pack. A state receives a “minimal or no policy” if its excise tax is $0.49 or less.

260

Data Source: Cigarette Excise Tax ($), 2003.

Eric Lindblom, Campaign for Tobacco-Free Kids, “State Cigarette Tax Rates and Rank, Date of Last Increase, Annual
Pack Sales and Revenues, and Related Data,” June 2003, available at
http://tobaccofreckids.org/research/factsheets/pdf/0099.pdf. New Jersey data: National Conference of State
Legislatures, “Tobacco Taxes,” State Health Notes 24 (July 14, 2003), 2.
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Does the state provide funding for a comprehensive tobacco control program based on
the CDC’s minimum recommended funding for that state?

Comprehensive tobacco control programs have been shown to be effective in preventing
and reducing tobacco use.”' States that have aggressive tobacco prevention programs show
greater decreases in tobacco use than do states that are not allocating significant resources
to tobacco prevention.” The November 1998 multi-state settlement of the lawsuits against
tobacco companies for over $200 billion over 25 years, as well as states’ individual
settlements with tobacco companies, greatly increased the funds available to states for
tobacco control. In addition, states can use excise tax revenues and other funding streams
for tobacco control efforts.”* The CDC has studied states with successful comprehensive
tobacco control programs to distill their essential elements and has made recommendations
for how much funding is required in each state to implement such a program. Each
recommendation is based on specific characteristics of the state and is in the form of

a range of funding, with a lower and upper estimate for the total annual cost of a
comprehensive tobacco control program.” A state receives a “meets policy” if it funds a
comprehensive tobacco control program annually at a level that falls within the CDC’s
recommended range for that state.” A state receives a “limited policy” if its funding level
is at or greater than 50 percent of the CDC’s minimum recommendation. A state receives
a “weak policy” if its funding level is less than 50 percent of the CDC’s minimum
recommendation. A state receives a “minimal or no policy” if it has committed no annual
funds to comprehensive tobacco prevention.

Maine and Mississippi: Committed to Tobacco Control Funding. At a time when
many other states are making drastic funding cuts to their tobacco control programs,
Maine and Mississippi have remained committed to educating their citizens about the
harms of tobacco use and funding tobacco prevention programs at levels that are
proven to be effective in reducing smoking.” Their commitment has secured
impressive results.

Maine used money from the multi-state tobacco settlement and from its cigarette
excise tax to establish the Partnership for a Tobacco-Free Maine (PTM). The PTM’s
goal is to prevent Maine youth from using tobacco products and to assist current
smokers in their efforts to quit. From the program’s inception in 1997 to 2001,
smoking among high school students in Maine declined by 36 percent, compared to a
23 percent decline nationwide. In addition, the percentage of youth smokers who have
tried to quit increased from 33 percent to 57 percent during these same years.>”

Mississippi was the first state to file and settle its lawsuit against the tobacco companies
in 1997, prior to and separate from the multi-state tobacco settlement one year later.
Using the money from its settlement, Mississippi launched a youth-driven tobacco
prevention pilot program in 1999. In the first year of the program alone, smoking
declined by 21 percent among public middle school students and by 10 percent among
public high school students. Among African American students, these declines were
even steeper: smoking among African American middle school students and high
school students decreased by 31 percent and 20 percent, respectively.®*

Data Source: Tobacco Prevention Funding, 2002.

Campaign for Tobacco-Free Kids and others, “Rankings of State Funding for Tobacco Prevention,” in Show Us the
Money: A Report on the States’ Allocation of the Tobacco Settlement Dollars (Washington, D.C.: Campaign for Tobacco
Free Kids and others, 2003), ix-x.
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Does the state have a sales rate of tobacco products to minors that is below ten percent?
Preventing girls from smoking is critical to effect an overall reduction in the number of
women who smoke. One way states can help prevent youth smoking is by reducing minors’
access to tobacco. All states have laws prohibiting the sale of tobacco to minors pursuant to
a federal law known as the “Synar Amendment,” and they are required to enforce these
laws through random unannounced inspections of tobacco vendors.” A state’s effectiveness
in enforcing its ban is measured by a “tobacco sales rate” that reflects the annual percentage
of merchants who break the law by selling tobacco products to minors. A state receives a
“meets policy” if its sales rate to minors is below ten percent (the target set by health
experts).”® A state receives a “limited policy” if its sales rate to minors is between ten and
20 percent (the target set by the federal government). A state receives a “weak policy” if its
sales rate to minors is over 20 percent.

Data Source: Tobacco Sales Rate to Minors (%), FY 2002.

U.S. Department of Health and Human Services, Center for Substance Abuse and Prevention, “State Synar
Non-Compliance Rate Table, FFY 1997-2002,” undated, available at
http://prevention.samhsa.gov/tobacco/01synartable.asp, accessed March 19, 2003.
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Does the state have strong laws restricting youth access to tobacco?

Studies show that making cigarettes difficult and inconvenient to obtain reduces the
number of young people who smoke.”" There is evidence, however, that retailers are more
likely to sell cigarettes to girls than to boys of the same age.?”* States can pass various laws
that help restrict youth access to cigarettes. States receive a “meets policy” if they have
strong laws in the following nine categories: minimum age, packaging, clerk intervention,
photo identification, vending machine laws, free distribution and samples, graduated
penalties (i.e., sanctions for repeated sales to minors), random inspections, and statewide
enforcement.”” States receive a “limited policy” if they have moderately strong youth
access laws in many of the nine areas. States receive a “weak policy” if they have few
and/or weak youth access laws in the nine areas. States receive a “minimal or no policy”
if they have very weak and/or very few youth access laws in the nine areas.””*

Data Source: Youth Access Restrictions, 2002.

American Lung Association, “Appendix B, Youth Access, 2002,” in State of Tobacco Control: 2002 (2003), xvi-xvii,
109-110, available at http://lungaction.org/reports/tobacco-control.html; see also Marianne H. Alciati and others,
“State Laws on Youth Access to Tobacco in the United States: Measuring their Extensiveness with a New Rating
System,” Tobacco Control 7 (Winter 1998), 345-352.
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Policy Indicator Methodology

This section describes the criteria for selection, data sources
and limitations, and evaluation of the health policy
indicators.

Criteria for Indicator Selection

The Report Card is designed to present an accurate, broad
assessment of women’s health as it relates to smoking and
the challenges that the country must meet to reduce the
number of women and girls who smoke. The health policy
indicators included in this Report Card address some of the
most important issues pertaining to women and smoking
within the parameters of the data that were available. The
policy indicators examine state policies and programs
important to prevention and cessation in general—whether
statutes, regulations, executive orders, or other
manifestations of state policies and programs—and two
policy indicators address pregnancy-specific issues. The
criteria used to select the indicators for state health policies
are similar to those used to select the health status
indicators. State policy indicators were selected based on
whether they addressed and could have a significant positive
impact on the critical women’s health issues reflected in the
status indicators and whether they were measurable and
could be compared across states.

Data Sources and Limitations

Generally, the Report Card includes state health policy
information that was collected from published or on-line
sources, such as the American Lung Association’s Staze of
Tobacco Control: 2002, which was the source for the data
regarding youth access laws. Wherever possible, the Reporr
Card presents the most recent data available for each
indicator. Data collection for the policy indicators ended on
July 1, 2003.

Adopting the policies covered by the indicators can improve
women’s health, but states” actual implementation is a
crucial component in determining whether and how much
the policies improve women’s health. The Reporr Card does
not explore the effectiveness of state implementation efforts
or subsequent judicial actions, however, because such data
are not routinely or consistently available. In addition, some
sources noted delays in the effective dates of policies (e.g.,

a statute was passed in 2001 but not effective until 2002).
Since it could not be readily determined whether sources
identified delayed effective dates uniformly (e.g., some states
with delayed effective dates were not identified) and since
the adoption of the relevant policy still demonstrates some
state commitment, the Report Card considers a state to be
in the relevant category regardless of effective date.

Categorizing the Policies

The strength of the state policies is indicated on the state
report card pages by the designations “Meets Policy,”
“Limited Policy,” “Weak Policy,” and “Minimal/No Policy.”
The Report Card authors determined the categorizations for
each of the policies after research and input from experts.
Some policies have all four categories, while others have
only three or two categories, based on expert
recommendations.
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Demographic Data Sources

The demographic profile for each state and the nation as a
whole includes seven categories of data that provide the
context for the Report Card status and policy indicators.
Most information in the demographic section is based on
data from the most recent two years (2001 and 2002) of
the U.S. Census Bureau’s Current Population Survey (CPS)
“Annual Demographic Survey March Supplement.” The
most recent two years of CPS data are used to increase the
sample of women in the analysis and improve accuracy,
especially for smaller states. Although the source of the
basic CPS data is the U.S. Census Bureau, the Repors Card
authors, in cooperation with Decision Demographics, the
demographic data consultant for this project, developed the
specifications for the demographic measures in this
publication. Two tabulations are based on data from the
2000 Census, since the data are not collected in the CPS:
“Households Living in Linguistic Isolation” and “Women
Residing in Urban and Rural Areas.”

Demographic Data Sources

Listed below are the sources for the specific demographic
data listed on the national and state report card pages. The
time periods to which the data apply also appear in bold.

Total Population of Women (% and #), 2001 and 2002.

EXPLANATION: This measure includes females of all ages as a percentage
of the total civilian, non-institutionalized”” population of the state.

SOURCE: U.S. Bureau of Labor Statistics and U.S. Census Bureau, Current
Population Survey, “Annual Demographic Survey March Supplement”
(Washington, D.C.: U.S. Census Bureau, 2001, 2002) (databases)
(unpublished data analyzed by Decision Demographics) [hereinafter CPS].
To compensate for small sample size, Decision Demographics combined the
applicable data from the two supplements to arrive at more reliable estimates.

Women by Race (% and #), 2001 and 2002.

EXPLANATION: This measure includes females of all ages in the civilian,
non-institutionalized population in the following categories: white
(non-Hispanic), black?® (non-Hispanic), Native American/Alaskan Native
(non-Hispanic), Asian/Pacific Islander (non-Hispanic), and Hispanic. Data
are provided as a percentage of total civilian, non-institutionalized females
in the state.

SOURCE: CPS (sce Total Population data source note).

Women by Age (% and #), 2001 and 2002.

EXPLANATION: This measure includes females in the civilian, non-
institutionalized population in the following age categories: 0 to 14, 15 to 24,

25 to 44, 45 to 64, 65 to 84, and 85 and over.
SOURCE: CPS (see Total Population data source note)

Lesbian-Headed Households (% and #), 2000.

EXPLANATION: Lesbian-Headed Households are households where the
householder is female and there is another female whose relationship to the

householder is reported as “unmarried partner.” Since the 2000 Census asks
no direct question about sexual orientation, this household relationship item
has been used to estimate lesbian-headed households. This estimate represents
a count of households headed by women who have same-sex partners,
cohabit, report one of the couple as the houschold head, and report the other
as an unmarried partner. Women in this group are distinguished by their
willingness to report these combined characteristics in the Census and may
not represent all women living in this status. However, David Smith and Gary
Gates, in their article “Gay and Lesbian Families in the United States: Same-
sex Unmarried Partner Households,” Human Rights Campaign (August 22,
2001), analyzed these data for both lesbians and gays and found that the
geographic and other response patterns correspond with what is known of the
lesbian community. Dan Black, Gary Gates, Seth Sanders, and Lowell Taylor
in their article, “Demographics of the Gay and Lesbian Population in the
United States: Evidence from Available Systematic Data Sources,”
Demography 37 (May 2000), 139-154, estimated that 44.1 percent of lesbians
live as cohabiting partners like this respondent group. Applying that rate to
the U.S. total of lesbian-headed households implies that there were at least
1.3 million lesbians in the U.S. as of 2000. If the assumption is made that
four percent of U.S. women age 18 and over are lesbians (a reasonable
maximum from other evidence accumulated by Gates, et. al.) then there
were up to 4.3 million lesbians in 2000.

SOURCE: CPS 2000 (see Total Population data source note).

Median Earnings for Women ($), 2000 and 2001.

EXPLANATION: This measure includes wages, salaries, self-employment
income, and farm income for civilian, non-institutionalized women age 17
and over who reported full-time, full-year employment. The median income
divides the income distribution into two equal parts; half fall above the

median and half fall below.
SOURCE: CPS (see Total Population data source note)

Women Residing in Urban and Rural Areas (% and #), 2000.

EXPLANATION: Urban women include females of all ages who live in urban
areas. Urban areas are densely settled, contiguous areas delineated by the
Census Bureau that exceed specified size and density criteria. “Urban clusters”
have 2,500 to 49,999 people and a core that exceeds 1,000 people per square
mile. “Urbanized areas” have at least 50,000 people in a densely settled area.
Women who live in urban clusters and urbanized areas are classified as urban,
while all other women are classified as rural.

SOURCE: Census 2000 (Washington, D.C.: U.S. Census Bureau, 2000).

‘Women by Educational Attainment (% and #), 2001 and 2002.

EXPLANATION: This measure categorizes civilian, non-institutionalized
women age 25 and over according to the highest degree or level of school
completed. The “High School Graduate” category includes those with a
G.E.D. or equivalent. The “Some college or Associate Degree” category
includes those with the degree as well as those who attended college but did
not receive a degree. The “Bachelor’s Degree” category includes women with
a bachelor’s degree and those with some graduate education but no graduate
degree. The “Graduate Degree” category includes all Master’s degrees, Ph.D.’s,
and professional degrees such as those for medicine, dentistry, law, theology,
etc.

SOURCE: CPS (see Total Population data source note)
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ADVISORY COMMITTEE

The Advisory Committee played a vital role in the creation of other experts to consult. While the help and support

of the Women and Smoking Report Card. Its members generously given by the Advisory Committee were essential,
participated in the Report Card’s development, including responsibility for the Report Card and for its ultimate
selection of the indicators and data, the relative weights to decisions remains with the Report Card authors. The

be given to the indicators, the nature of the information to Advisory Committee members (organizations listed for

be highlighted beyond the indicators, and the identification identification purposes only) are:

Women and Smoking Expert Advisor: Mary K. Chung, M.B.A.

Virginia Ernster, Ph.D. President and CEO

Professor Emerita, University of California at San Francisco National Asian Women’s Health Organization

Senior Scientific Editor, Women and Smoking: A Report of

the Surgeon General Lorraine Cole, Ph.D.

President and CEO
Michele Bloch, M.D., Ph.D. Black Women’s Health Imperative (formerly National Black é
Medical Officer, Tobacco Control Research Branch Women’s Health Project) :
National Cancer Institute S
Lee Dixon, M.A. g
Pamela Charney, M.D., EA.C.P. Director, Health Policy Tracking Service 3
Program Director, Internal Medicine Residency Director National Conference of State Legislatures

Norwalk Hospital

Thomas R. Frieden, M.D., M.P.H.
Commissioner

New York City Department of Health and Mental Hygiene
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Irasema T. Garza, J.D.
Director, Women’s Rights Department
American Federation of State, County and Municipal

Employees (AFSCME)
Tom Glynn, Ph.D.

Director, Cancer Science and Trends
American Cancer Society

Kim Goodman, M.S.W., L.G.S.W.
Director of Client Services
The Mautner Project for Lesbians with Cancer

Donna Grande, M.G.A.
Co-Director, SmokeLess States
National Tobacco Policy Initiative
American Medical Association

Mary Guinan, M.D., Ph.D.
Executive Director

Nevada Public Health Foundation

Corinne Husten, M.D., M.P.H.
Chief, Epidemiology Branch
Office on Smoking and Health

Centers for Disease Control and Prevention

Sylvia Drew lvie, J.D.
Executive Director

T.H.E. Clinic Incorporated (To Help Everyone)

Wanda K. Jones, Dr.RH.
Deputy Assistant Secretary for Health (Women’s Health)
Department of Health and Human Services

Matthew Myers, J.D.
President
Campaign for Tobacco-Free Kids

Tracy Orleans, Ph.D.
Senior Scientist

The Robert Wood Johnson Foundation

Cynthia Pearson
Executive Director
National Women’s Health Network

Elena Rios, M.D.
President
National Hispanic Medical Association

112

Liling Sherry
Project Director
The National Tribal Tobacco Prevention Network

Ambassador Linda Tarr-Whelan, M.S.
Managing Partner
Tarr-Whelan & Associates

Henrie M. Treadwell, Ph.D.
Director of Kellogg Programs

National Center for Primary Care
Morehouse School of Medicine

Cassandra Welch
Director of Field Advocacy and Special Projects
American Lung Association

Phil Wilbur, M.A.
Policy Director for Tobacco
American Heart Association

Lynne S. Wilcox, M.D., M.PH.

Editor-in-Chief, Preventing Chronic Diseases: Public Health
Research, Practice, and Policy

National Center for Chronic Disease Prevention and
Health Promotion

Centers for Disease Control and Prevention

WOMEN AND SMOKING REPORT CARD

NATIONAL WOMEN’'S LAW CENTER ¢« OREGON HEALTH & SCIENCE UNIVERSITY



NOTES

Centers for Disease Control and Prevention, “Annual Smoking-Attributable
Mortality, Years of Potential Life Lost, and Economic Costs—United States,
1995-1999,” Morbidity and Mortality Weekly Report 51 (April 12, 2002), 300-
303 [hereinafter “Annual Mortality”] ($75 billion figure derived by multiplying

cost per smoker by number of female smokers).

2 Richard Peto and others, Mortality from Smoking in Developed Countries 1950-
2000: Indirect Estimates from National Vital Statistics (New York, NY: Oxford
University Press, 1994), A.102.

Y

The Henry J. Kaiser Family Foundation, Medicaids Role for Women, November
2000, available at http://kff.org/content/2000/2205/Medicaidwomenfs. PDE

4 American Legacy Foundation, Saving Lives, Saving Money: Why States Should
Invest in a Tobacco-Free Future (Washington, D.C.: American Legacy
Foundation, 2002) [hereinafter Saving Lives] (detailing state-by-state Medicaid
costs attributable to smoking and state-by-state savings in such costs from a 5,

10, 25, and 50 percent reduction in adult smoking rates).

1bid.

w

=N

The Henry J. Kaiser Family Foundation, “Women and Medicare,” July 2001,
available at htep://www.kff.org/content/2001/6003/women%208&%20
medicare%20fs-medicare.pdf.

7 Xiulan Zhang and others, “Cost of Smoking to the Medicare Program, 1993,”
Health Care Financing Review 20 (Summer 1999), 187 (1993 estimates were
updated for 1997).

=

States were chosen based on the absence of quitlines as of the start of the
demonstration project. For updated information on the existence of quitlines in

these states, see page 98.

©

Centers for Medicare and Medicaid Services, “Healthy Aging Initiative,
Demonstration Projects, Medicare Stop Smoking Project,” available at

http://cms.hhs.gov/healthyaging/1b.asp, accessed August 26, 2003.

10 Current smoking for adults is defined as having ever smoked at least 100
cigarettes and smoking currently, and the measure includes women who smoke
every day or only some days. Centers for Disease Control and Prevention,
“Cigarette Smoking Among Adults—United States, 2000,” Morbidity and
Mortality Weekly Report 51 (July 26, 2002), 642-645 [hereinafter CDC
“Cigarette Smoking”]. Current smoking for boys and girls is defined as any use
within the past 30 days. Lloyd D. Johnston and others, “Teen smoking declines
sharply in 2002, more than offsetting large increases in the early 1990s,” (Ann
Arbor, MI: University of Michigan News and Information Services, December
16, 2002), Tables 2 and 3, available at http://monitoringthefuture.org/
data/02data.html#2002data-cigs [hereinafter Johnston “Teen Smoking”].

Bidis are “small, brown, hand-rolled cigarettes from India and other southeast
Asian countries.” U.S. Department of Health and Human Services, Women and
Smoking: A Report of the Surgeon General (Rockville: U.S. Department of Health
and Human Services, Office of the Surgeon General, 2001), 147, available at
http://www.surgeongeneral.gov/library [hereinafter Women and Smoking: A
Report of the Surgeon General).

12 Jbid., 116-122.

13 National Center for Health Statistics, National Health Interview Survey, 1999-
2001, available at http://www.cdc.gov/nchs/nhis.htm (unpublished data request
from Office on Smoking and Health, CDC) [hereinafter NHIS]; see also CDC
“Cigarette Smoking,” supra note 10, at 642-645.

14 Women and Smoking: A Report of the Surgeon General, supra note 11, at 56.

151n its use of “black” and “African American,” this Report Card has attempted to
follow the source material’s usage, wherever possible. There is some confusion
over the use of the two terms, with sources using them inconsistently. “Black
women are primarily “African American,” the term commonly used to describe
the descendants of Africans brought to the United States as slaves. There is,
however, increasing diversity among blacks, with foreign-born blacks accounting
for six percent of all blacks in the United States. Most other blacks in America
are of Caribbean descent, coming from island nations including the Dominican
Republic, Haiti, Jamaica, and Trinidad and Tobago. Recent immigrants from
African countries account for less than four percent of all U.S. immigrants
between 1981 and 1998, but there is some indication that these numbers are
increasing.” National Women’s Law Center and others, Making the Grade on
Women's Health: A National and State-by-State Report Card, 2001 (Washington,
D.C.: National Women’s Law Center, 2001), 201 [hereinafter HRC 2001].

16 NHIS, supra note 13; see also CDC “Cigarette Smoking,” supra note 10.

17 Women and Smoking: A Report of the Surgeon, supra note 11, at 56; see also
Johnston “Teen Smoking,” supra note 10 (showing similar pattern among 8th,
10th and 12¢h grade girls in 2002 Monitoring the Future survey data).

18 Women and Smoking: A Report of the Surgeon, supra note 11, at 56, 59.
19 NHIS, supra note 13; see also CDC “Cigarette Smoking,” supra note 10.

20 U.S. Census Bureau, “Poverty Thresholds 1999,” September 20, 2000, available
at http://www.census.gov/hhes/poverty/threshld/thresh99.html.

21 CDC “Cigarette Smoking,” supra note 10.

22 Gay and Lesbian Medical Association and others, Lesbian, Gay, Bisexual and
Transgender Health: Findings and Concerns, Conference Ed. (San Francisco, CA:
Gay and Lesbian Medical Association, 2000), 35 [hereinafter GLMA Findings

and Concerns).
23 Women and Smoking: A Report of the Surgeon General, supra note 11, at 42, 59.
24 Jbid., 72-73.
25 Jbid.
26 NHIS, supra note 13.

27 Women and Smoking: A Report of the Surgeon General, supra note 11, at
453-477, 527.

28 Johnston “Teen Smoking,” supra note 10.
29 Women and Smoking: A Report of the Surgeon General, supra note 11, at 453-477.

30 U.S. Department of Health and Human Services, Tobacco Use Among U.S.
Racial/Ethnic Minority Groups: A Report of the Surgeon General (Washington,
D.C.: U.S. Department of Health and Human Services, Office on Smoking
and Health, 1998), 213-19, available at http://www.cdc.gov/tobacco/
sgr-minorities.htm. [hereinafter 7obacco Use Among Minority Groups).

31 Tobacco Use Among Minority Groups, supra note 30, at 220-24.
32 Ibid., 207.

33 Jbid., 235; DeNita S.B. Morris, Wanting to Exhale: African American
Women & Smoking (Washington, D.C.: Black Women’s Health Imperative,
March 26, 2003).
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34 American Legacy Foundation, “Tobacco and the American Indian and Alaska
Native Community,” 2003, available at http://pressroom.americanlegacy.org/
factSheets/41-135]Jwrn0xBcu5SHnAxBBm/index_html/view; Tobacco Use Among
Minority Groups, supra note 30, at 209-10 [sources for entire paragraph].

35 Ibid., 208-09 [source for entire paragraph].
36 Jbid., 211 [source for entire paragraph].
37 Ibid., 212 [source for entire paragraph].

38 Women and Smoking: A Report of the Surgeon General, supra note 11, at 490,
505-506, 527.

39 See National Cancer Institute, “Risks Associated with Smoking Cigarettes with
Low Machine-Measured Yields of Tar and Nicotine,” Smoking and Tobacco
Control Monograph No. 13 (Bethesda, MD: National Cancer Institute, October
2001), 75-77, 201; see also Campaign for Tobacco-Free Kids, “Tobacco Industry
Targeting of Women and Girls,” 2003 (noting that 70 percent of low tar
smokers are female); Saul Shiffman and others, “Smokers’ Beliefs About “Light”
and “Ultra Light” Cigarettes,” Zobacco Control 10 (2001), Supp. 17-23.

40 Women and Smoking: A Report of the Surgeon General, supra note 11, at 490,
506, 527.

41 See, e.g., Legacy Tobacco Documents Library (LTDL), available at
http://legacy.library.ucsf.edu/, accessed August 13, 2003 (containing more than
6 million documents related to advertising, manufacturing, marketing, sales, and
scientific research of tobacco products and allowing visitors to search, view, and
download documents from website). For a good listing of tobacco industry web
sites, see Centers for Disease Control and Prevention, Office on Smoking and

Health, available at hetp://www.cdc.gov/tobacco, accessed August 13, 2003.

42 U.S. Federal Trade Commission, Cigarette Report for 2001 (Washington, DC:
U.S. Federal Trade Commission, 2003), 1.

43 Campaign for Tobacco-Free Kids and others, Show Us the Money: A Report
on the States Allocation of the Tobacco Settlement Dollars (Washington D.C:
Campaign for Tobacco-Free Kids, January 2003) [hereinafter Show Us the
Money].

44 Women and Smoking: A Report of the Surgeon General, supra note 11, at 502-503

(citation omitted).

45 Catherine L. Maroney and others, Tobacco and Women’s Health: A Survey of
Popular Women’s Magazines, August 1999-August 2000 (New York, NY: American
Council on Science and Health, 2001), available at http://www.acsh.org/
publications/reports/tobacco2001.pdf; see also Kenneth E. Warner and others,
“Cigarette Advertising and Magazine Coverage of the Hazards of Smoking:

A Statistical Analysis,” New England Journal of Medicine 326 (January 30, 1992),
305-309 (finding that cigarette advertising in women’s magazines is associated

with diminished coverage of the hazards of smoking).

46 Matthew C. Farrelly and others, “Getting to the Truth: Evaluating National
Tobacco Countermarketing Campaigns,” American Journal of Public Health 92
(June 2002), 901-907.

47 Women and Smoking: A Report of the Surgeon General, supra note 11, at 477.
48 Ibid., 125-127.
49 Ibid., 476.

50 Jbid., 116; Campaign for Tobacco-Free Kids, “Bidis,” March 2000, available at
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