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Overview 

• History of the development of evidence and policies 
related to secondhand smoke (SHS) exposure 

• Tobacco industry opposition efforts 

• Research agenda shaped by opposition 

• Detail SHS policy in New York 

• Discovery to delivery process illustrated 

• Major lesson: Clear scientific evidence does not 
automatically lead to optimal policy 



History of epidemiologic evidence on 
dangers of SHS 

• Smoking permitted anywhere most of 20th 
century 

• 1971 – first Surgeon General’s Report 
proposed government ban on smoking in 
public places in response to the risk of 
smoking and pregnancy 

• 1972 – Surgeon Generals Report identifies SHS 
exposure as health risk 



Even at the French heart transplant survivors reunion! 



History of epi evidence cont’d 

• Studies link SHS exposure to increased risk for 
illness including respiratory illnesses in infants 
and children 

• 1981 – Hirayama et al. study documents higher 
lung cancer rates in Japanese women married 
to smokers than those married to non-smokers 

 



• 1986 – Surgeon 
General’s Report 
states that SHS 
causes lung cancer 
in non-smokers 

 

http://profiles.nlm.nih.gov/QQ/B/B/R/D/


History of epi evidence cont’d 

• 1992 – EPA concluded exposure to SHS is 
serious public health threat and classified SHS 
as Group A carcinogen 

• 1994 – Fontham study, noted for size and 
rigor, confirmed SHS exposure threatens 
health 

•  2006 – Surgeon General report made it clear 
that SHS causes lung cancer, heart disease, 
other illnesses in non-smokers 



“The debate is over.” 
says US Surgeon 
General Richard 
Carmona,  

“The science is clear…” 



The Health Consequences of Involuntary Exposure to 
Tobacco Smoke: A Report of the Surgeon General (2006) 

o Passive smoke exposure is a cause of cardiovascular 
disease, cancer, and respiratory disease  

 

> Nonsmokers who are exposed to passive smoke at home work increase their risk of 

developing heart disease by 25 – 30% and lung cancer by 20-30%  
 

o “The scientific evidence indicates that there is no 
risk-free level of exposure to secondhand smoke”  

U.S. Department of Health and Human Services, 2006.  
The Health Consequences of Involuntary Exposure to Tobacco Smoke:  A Report of the Surgeon General.  
Rockville, MD 



Policies to limit SHS exposure 
• 1975 AZ, CT, MN implement first policies requiring 

smoke-free public spaces 

• After 1986 Surgeon General’s Report wave of smoke 
free policies began to gain momentum 

• 1995 CA became first state to require smoke-free 
restaurants, policy expanded to bars in 1998 

 

 

 



* As of July 2010, 
in the US there 
were 408 
ordinances that 
prohibit smoking 
in all indoor bars, 
restaurants, and 
workplaces. 

Source:  http://no-smoke.org 



Source:  http://no-smoke.org 

As of July 2010, 47% of the US population lives in a municipality where  
smoking is prohibited in indoor bars, restaurants, and workplaces. 



Policies to limit SHS exposure 

• Today over 3,000 jurisdictions have smoke-
free workplace, restaurant, or bar laws 

• Half of U.S. lives in a municipality or state with 
indoor public space smoke-free law 

• Policies rest on principle that workers should 
not be required to inhale toxic substance 

• Smoke-free spaces progress would not be as 
successful if not for epidemiologic evidence 

 



Opposition Efforts 

• 1950s tobacco industry began opposition 
efforts 

• Tobacco industry repeatedly tried to dispel 
notion that SHS causes disease 

– Funded efforts that counter research, instill doubt 

– 1992 EPA decision and likely OSHA consequences 
prompted strong tobacco industry campaigns, 
organized to promote their findings as “sound” 
and other evidence as “junk” 



Opposition Efforts 

• Worked to strengthen the evidence and 
support smoke-free policies as arguments 
were turned into research questions 

• Such as:  

– “the public does not support these policies” 

– “enforcement of policies will be difficult”  

– “businesses would suffer” 







Opposition efforts 

• These opposition concerns have been 
demonstrated to be false in community after 
community 

• SHS policies are: 

– Supported by the public 

– Enforceable 

– Do not harm a community’s hospitality economy 

• Currently the debate centers around public 
health versus private rights 

 



How much evidence is enough? 

• Evaluation of potential for harm inevitably 
associated with some uncertainty 

• Amount of evidence necessary to motivate 
action differs by purpose 

• According to Gostin’s multiple step model, the 
level of risk needed to justify an intervention 
depends upon the potential burdens that 
intervention places on society 

 

 

 

Gostin LO. Public health law in a new century: part III: public health regulation:  
A systematic evaluation. JAMA 2000;283:3118-22. 



New York State, an example 

• Smoke-free indoor workplaces except 
restaurants and bars during the 1990s 

• Introduction of bill to ban smoking in dining 
areas of restaurants with 50 + seats 

• 3 public hearings and small modification (35 
fewer seat restaurants exemption) helped 
pass the bill 

• Law effective April 1995 



New York State 

• Arguments which supported smoke-free law: 

– SHS is health hazard 

– Current law does not protect workers, patrons from 
SHS 

– Law would have no adverse economic impact on 
restaurants 

• Opponents shifted argument to new issues: 

– Ban would be bad for business 

– Law was unnecessary, unfair, impossible to enforce 

 



New York State 

• At the time there was: 

– Only one published study on economic outcomes of 
smoke-free laws and it concluded there were no 
adverse effects 

– No published studies on compliance issues 

• Testimonials demonstrated support for smoke-
free law and that little additional resources were 
be necessary to enforce the law 



• Studies showed  
– people supported the law  

– little expense associated with adoption of new law  

– and that business actually benefited from law 

• Follow-up studies strengthened evidence 
showing SHS policy and health promotion and 
paved the way for future policy adoption in other 
communities 
– Hospitality workers had lower urinary cotinine levels 

after ban 

– Fewer hours of total SHS exposure and less sensory 
irritation 

 

 

New York State 



Public Support 
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Compliance 
Percentage of New York State Hospitality Venues That Were Smoke-Free 

Before and After Implementation of the Clean Indoor Air Act. 
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Air Quality 
Change in Air Quality in Erie and Niagara County Bars and Restaurants 
After Implementation of the Clean Indoor Air Act. 
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• Data from air monitoring studies 
is used to educate the public 
about the dangers of 
secondhand smoke. 

• News articles 

• Editorial support 

 



So, is the glass half-empty or half full? 



Discovery to Delivery Process 

• Epi evidence alone did not fuel policy change 

• Advocates and communication campaigns 
were key in the fight against opposition voices 

• Smoke-free air advocacy from grassroots 
coalitions to national organizations also 
contributed to efforts 

• Thus implementation and dissemination 
research is important area of training for 
future epidemiologists 



http://www.cdc.gov/tobacco/basic_information/secondhand_smoke/evaluation_toolkit/ 

5 Areas of evaluation 

1. Public Support 

2. Compliance 

3. Air quality monitoring 

4. Employee health 

5. Economic impact 

 

2008 CDC Toolkit 

http://www.cdc.gov/tobacco/basic_information/secondhand_smoke/evaluation_toolkit/pdfs/evaluation_toolkit.pdf


Discovery to Delivery Process 

• Strong scientific evidence can drive healthy 
public policy 

• Slow translation from discovery into delivery 

• Reconnect policy scientists to epidemiologists 

• Committed leadership and advocacy are 
essential 

• Media campaigns and well constructed 
messages 



Lessons Learned 
1. Need for epidemiological evidence and inquiry remains 

even after a policy goal has been achieved 

2. Community-based dissemination and implementation 
research is necessary 

3. The best and most necessary research questions do not 
always come from epidemiologists 

4. There is a need for epidemiologists to work with other 
researchers across disciplines 

5. Anticipate and address the opposition 

6. Focused, well-organized advocacy is needed to translate 
even the strongest epidemiological evidence into policy 
change 

7. Train future epidemiologists to engage and interact with 
public health advocates, practitioners, and policy makers 



Conclusions 
• Epidemiologists working on the forefront of 

translating other risk prevention areas can learn 
from barriers faced and successes achieved by SHS 
policy 

• Working locally with those outside of the discipline 
of epidemiology is essential 

• Science is not the only factor considered 
• Opposition to public health policies can be very 

effective, so answering opposition must be dynamic, 
iterative endeavor 

• Continuous, ongoing, and local policy evaluations 
are important to spread effective and protective 
policy initiatives 
 


