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OVERVIEW

The President’s Cancer Panel (PCP, the Panel) is seeking input to help develop its
recommendations to the President of the United States, the U.S. Congress, the Secretary of Health
and Human Services, and the broader community of researchers, policy makers, advocates, and
others within the cancer community.

This meeting was the fourth in the 2006-2007 series focusing on ways to reduce the risk of cancer
incidence and mortality through the promotion of healthy lifestyles. In two of the meetings in this
series, the Panel heard reports on factors linking obesity, physical activity, and nutrition to cancer
risk. The other two meetings, including this one, focused on the factors linking tobacco use and
environmental tobacco smoke to cancer risk.
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OPENING REMARKS—DR. LaSALLE D. LEFFALL, JR.

On behalf of the PCP, Dr. Leffall welcomed invited participants and the public. He provided a
brief overview of the history and purpose of the Panel and the aims of the current series of
meetings on reducing the risk of cancer incidence and mortality through the promotion of healthy
lifestyles. Dr. Leffall explained that the focus of this meeting, the final one in this year’s series,
would be the impact of tobacco use and exposure on cancer risk and community programs
relevant to promoting cancer risk reduction. Dr. Leffall thanked all of the panelists and attendees
for participating in the meeting and introduced the hosts, Drs. Daniel Jones and Joe Files.

WELCOME—DR. DANIEL W. JONES
Background

Dr. Jones is Vice Chancellor for Health Affairs and Dean of the School of Medicine at the
University of Mississippi Medical Center. He received a degree in chemistry in 1971 from
Mississippi College and earned his medical degree from the University of Mississippi Medical
Center, where he also completed a residency in internal medicine. After serving as Director of the
Community Health Department and Hypertension Clinic in Pusan, South Korea, for 7 years,
Dr. Jones returned to the University of Mississippi Medical Center in 1992 where he built an
active research program on hypertension. Dr. Jones is a fellow of the American College of
Physicians and has repeatedly been identified as one of the “Best Doctors in America” by Best
Doctors, Inc. He has served in numerous positions within the American Heart Association (AHA)
and will begin a term as President of AHA in 2007.

Key Points

< Dr. Jones welcomed the meeting participants on behalf of the University of Mississippi
Medical Center.

< Mississippians have some of the unhealthiest lifestyles in the United States. This is the result
of both cultural heritage and a history of unequal rights.

< Working in the state with the worst health measures, including those related to cancer,
presents serious challenges, but it can also be viewed as an opportunity. Mississippi has the
opportunity to create solutions for health disparities that can be modeled in the rest of the
world.

< The Partnership for a Healthy Mississippi was created with funds from the tobacco settlement
and has been helpful in reducing tobacco use in the state. Although there is some dissent
about how to best use tobacco settlement funds, there is a strong will in Mississippi to
continue to make investments in tobacco prevention and cessation.

PANEL I

DR. K. MICHAEL CUMMINGS: Policies to Promote Tobacco Harm
Minimization

Background

Dr. K. Michael Cummings joined the staff of Roswell Park Cancer Institute in 1981, and was
appointed Chair of the Department of Health Behavior in the Division of Cancer Prevention and
Population Sciences in 1999. Dr. Cummings also holds the rank of Senior Research Scientist at
Roswell Park and Professor in the Department of Social and Preventive Medicine at the
University at Buffalo. He earned a master’s degree in public health and a doctorate in health
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behavior from the University of Michigan. He has authored over 200 scientific papers on topics
related to tobacco control and contributed to several U.S. Surgeon General’s Reports on Smoking
and Health. Dr. Cummings is also the Director of the New York State Smoker’s Quitline and
Principal Investigator of the Roswell Park NCI-supported Transdisciplinary Tobacco Use
Research Center (TTURC). Dr. Cummings spearheaded efforts to provide public access to the
previously confidential tobacco industry documents that were released as part of the 1998 Master
Settlement Agreement (MSA). He is widely acknowledged as one of the leading public health
experts in the field of tobacco control and has testified as an expert witness in over a dozen court
cases against the tobacco industry. Dr. Cummings is a member of many professional
organizations, including the American Association of Cancer Research, the American Society of
Preventive Oncology (ASPO), the American Public Health Association (APHA), and the Society
for Research on Nicotine and Tobacco (SRNT).

Key Points

< More Americans will die in the next 3 years from tobacco-related causes than have died in all
previous wars combined. Smoking is responsible for approximately one-third of all cancer
deaths, yet there is no national campaign that advises people to stop smoking.

< The tobacco settlement provided funds for Mississippi to create a world-class tobacco control
program, but this effort is in jeopardy because of tobacco companies and politicians that are
more concerned about money than about the people’s well-being.

< Despite some progress, the tobacco problem has not been solved and is poised to get worse in
the future. Health concerns and excise taxes have led to a decrease in tobacco sales in the
United States and other wealthy nations, but this decline has been offset by growing sales in
other countries. The largest increase in tobacco-related deaths over the next 15 years will be
in countries such as China and India and other parts of the developing world.

< Big tobacco companies are beginning to move the manufacturing of their products to
locations in the developing world where they benefit from inexpensive labor and limited
government oversight. These types of business decisions will ensure that the tobacco business
remains very profitable; this continued profitability provides little incentive for change.

< In 2003, the World Health Organization created the Framework Convention on Tobacco
Control (FCTC), which identified policies that attempt to address the global epidemic of
tobacco. Thus far, 143 countries have ratified this document; however, the United States has
not yet done so. Delays in ratification will delay the reduction of tobacco-related deaths; thus,
the U.S. and other countries should be encouraged to adopt the policies outlined in the FCTC
as soon as possible. The President’s Cancer Panel should urge the President to recommend
ratification of the FCTC.

< The pending implementation of FCTC policies provides a unique opportunity for studying the
effects of these national-level policies. The information gained will inform the antitobacco
efforts of other countries.

< The Roswell Park TTURC, which is supported by NIH, has created an international study
involving 13 countries and more than 50 scientists from around the world to monitor the
effects of FCTC policies.

< One study examines the effectiveness of warning labels on cigarette packages. The U.S.
warning label was last updated in 1984; in contrast, Canadian warning labels were updated in
2001 and are much larger and more eye-catching. Research has shown that people are more
likely to notice bigger warning labels and labels with graphics. Labels should be educational;
for example, most people already know that smoking causes lung cancer and heart disease,
but many don’t realize that it is also associated with other health problems, such as
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impotence. Providing information that is new to users may be more effective at attracting
their attention and result in higher rates of tobacco cessation.

< While FCTC policies and other programs are somewhat effective at reducing tobacco use
rates, widespread change will not occur until the tobacco industry is no longer profitable.
Although it may seem farfetched, one option would be for state and Federal governments to
buy out the shareholders of the tobacco companies. The Government would have to prioritize
health over profits, which would dramatically change the landscape of the tobacco issue.

DR. ELLEN GRITZ: Impact of Continued Smoking on Cancer Survivorship
Background

Dr. Gritz is Professor and Chair of the Department of Behavioral Science and Olla S. Stribling
Distinguished Chair for Cancer Research at The University of Texas M.D. Anderson Cancer
Center. Dr. Gritz has published extensively on cigarette smoking behavior, including prevention,
cessation, pharmacologic mechanisms, effects on weight, and special issues of concern to women
and high-risk groups, including ethnic minorities, youth, and cancer patients. Dr. Gritz has served
on the National Cancer Policy Board and the Board on Population Health and Public Health
Practice and is a past president of ASPO. She is currently Vice Chairman of the American Legacy
Foundation Board of Directors as well as President of SRNT. Dr. Gritz was the first recipient of
the ASPO Joseph W. Cullen Memorial Award for outstanding research in smoking, and received
the ASPO Distinguished Achievement Award in 2001. In 2002, she received The Margaret and
James A. Elkins, Jr., Faculty Achievement Award in Cancer Prevention from M.D. Anderson. In
2006, Dr. Gritz was the recipient of the annual Business and Professional Women’s Clubs Texas
Award. Dr. Gritz is a fellow of the Society of Behavioral Medicine and the American
Psychological Association, and is Senior Editor for Behavioral Sciences of Cancer Epidemiology,
Biomarkers, and Prevention.

Key Points

< The nationwide National Health Information Survey has provided data for two population-
based surveys on smoking behavior in cancer patients. The first study revealed that
approximately 20% of long-term cancer survivors smoke, which is similar to the rate among
people who have no history of cancer diagnosis. However, the second study, which stratified
the data based on age, showed that smoking prevalence is much higher in young adult cancer
survivors (42.6%) than their age-matched counterparts who have never had cancer (26.5%).

< Initial smoking quit rates after cancer diagnosis are relatively high (approximately 50%), but
the risk of smoking relapse remains high for the 1-2 years following diagnosis and treatment.
The time immediately following cancer diagnosis and treatment should be viewed as a
“teachable moment,” an opportunity to help patients understand the dangers of smoking and
benefits of quitting.

< A recent study monitored the smoking behavior of 150 non-small cell lung cancer patients, all
of whom were smokers or recent quitters (within 3 months). Sadly, 43% of these patients
smoked at some point during the first year after their surgery and 37% were current smokers
at 1 year postsurgery. The majority of patients who resumed smoking did so within 2 months
of their surgery. Smoking relapse is correlated with a shorter quit time before surgery, more
nicotine dependence, and lower income. Interestingly, a correlation was also found with
increased education level; one potential explanation for this is that educated individuals who
continue smoking may be more likely to be highly addicted to nicotine, making it more
difficult for them to quit smoking. The results of this study emphasize the need for
interventions to prevent smoking relapse immediately following surgery.
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< There is a growing volume of literature regarding the harmful effects of smoking during
cancer treatment. With regards to surgery, smoking can contribute to general anesthesia
complications, increase the risk of infection and other complications, and impede wound
healing. Smoking also reduces the efficacy of radiation therapy and causes increased toxicity
and side effects. There are less data regarding the effect of smoking on chemotherapy, but it
is generally thought that tobacco use may contribute to immune suppression, increased drug
toxicity, and other negative outcomes. Overall, data indicate that smoking cessation at the
time of cancer diagnosis will decrease the risk of treatment complications, decrease the risk
of second primary tumors, improve overall survival rates, and improve quality of life.

< Most cancer clinical trials do not collect data on smoking history and status unless the focus
of the trial is a malignancy that is highly associated with tobacco use, such as lung or head
and neck cancers. Because smoking can influence the efficacy of various treatment
modalities, it is critical that all cancer clinical trials collect data on smoking behavior, not
only upon entry into the trial, but throughout treatment and into remission/survivorship. This
information will be crucial for developing a better understanding of how smoking affects
different types of therapies. Data should also be collected on whether smoking influences the
effectiveness of cancer treatment differently in men and women. Also, information is needed
on how smoking affects patients’ quality of life and cancer-related symptoms.

< When tailoring smoking cessation interventions for cancer patients, it is important to help
them understand the links between smoking and their current cancer as well as the risk for
future disease. It is also important to take into consideration special circumstances related to
their cancer treatment; for example, patients who have recently undergone surgery for head
and neck cancer should not be given nicotine gum. Other psychological issues that often
accompany a cancer diagnosis, such as guilt, depression, and anxiety, must also be
compassionately and appropriately addressed.

< Smoking cessation interventions coupled with clinical trials have exhibited variable
efficiency. The highest quit rates in these studies are usually among patients with smoking-
related cancers.

< In one study conducted by researchers at the University of California Los Angeles, a
continuous abstinence rate of 70% at 1-year follow-up was achieved in head and neck cancer
patients who were repeatedly advised by a physician or dentist for 6 months following
surgery to quit smoking and remain tobacco free. This intervention reveals that advice given
in the context of medical care can be a very powerful tool.

< A study of nicotine-dependent individuals revealed that, overall, cancer patients were no
more likely to quit smoking than their counterparts without cancer. Patients closer to their
cancer diagnosis and treatment, however, were more likely to quit.

< A study of young adult survivors of pediatric cancer who participated in either a peer-based
telephone counseling program or a self-help intervention found that patients who received
counseling had significantly higher quit rates at 8 and 12 months following the initial
intervention.

< The M.D. Anderson Cancer Center has developed a new state-of-the-art comprehensive
tobacco cessation and relapse prevention program called the Tobacco Treatment Program,
and has made it available to all M.D. Anderson cancer patients who smoke. The program
offers in-person behavioral counseling, nicotine replacement, or other appropriate
prescription medications and is carried out by a multidisciplinary team, including a
psychiatrist, psychologists, nurses, and social workers. The program is completely free for
patients and is supported by funding from the State of Texas Tobacco Settlement Funds. The
program is currently in its first year of operation; 4,335 patients were seen by the team in
2006.
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< When a patient enters the program, extensive information is collected, including information
about his/her tobacco history, cancer, and comorbid disorders. The information collected
becomes part of the patient’s medical record and there is a high level of communication
between program staff and physicians providing the patient’s cancer care. Patients participate
in two to six counseling sessions and are followed up via telephone; some patients receive
pharmacological intervention.

< In the second year of the program, electronic medical records will be used to identify all
patients who smoke at the time of registration at M.D. Anderson. These patients will receive
an automatic referral to the tobacco cessation program. M.D. Anderson will also be
implementing “assessment of tobacco use” as a vital sign, making it a component of every
patient visit.

< It is necessary to develop and disseminate effective smoking cessation interventions for all
cancer patients, including those who have tumor types that are not closely tied to tobacco use.
Attention must also be paid to comorbid behaviors that may make cessation more difficult,
including depression and alcohol use. More data are needed on the influence of smoking on
treatment efficacy, long-term survival, and the occurrence of second cancers.

DR. ALEXANDER PROKHOROV: Smoking Cessation and Prevention in
Youth

Background

Dr. Prokhorov is a Professor in the Department of Behavioral Science at The University of Texas
M.D. Anderson Cancer Center. During his tenure at M.D. Anderson, Dr. Prokhorov has
established a strong record of state and federally funded research projects, and authored numerous
peer-reviewed publications. Dr. Prokhorov chairs the Tobacco Special Interest Group of ASPO
and also serves on the Scientific Program Committee of SRNT. In July 1990, Dr. Prokhorov
received a World Health Organization Medal and Certificate for his outstanding research
contributions involving studies on smoking epidemiology and control among children and
adolescents. Since 2000, Dr. Prokhorov has directed the Tobacco Outreach Education Program,
which was created to increase awareness of the tobacco risks among the general public and
enhance smoking cessation counseling skills among thousands of health care providers in Texas
and beyond. In 2003, Dr. Prokhorov was among the distinguished recipients of the George and
Barbara Bush Endowment for Innovative Cancer Research and was also named the September
2003 M.D. Anderson Educator of the Month.

Key Points

< There are over 45 million adult smokers in the United States. The younger people are when
they begin smoking, the more likely they are to become adult smokers. Over 80% of adult
smokers became addicted to tobacco at the age of 18 or younger.

< Youth smoking is a major public health concern. A 1994 Surgeon General’s report concluded
that many adolescents are addicted to cigarettes and experience withdrawal symptoms similar
to those experienced by adults. In addition to posing a risk for cancer, smoking also causes
respiratory illness, reduced physical fitness, poor lung growth and function, and poor overall
health.

< There has been a decline in smoking prevalence in youth, although the rate of decline has
decelerated in the past 3 years. It is important to note, however, that smokeless tobacco use
has increased among older high school students.

< Flavored tobacco products and tobacco products from other countries (e.g., bidis, kreteks,
hookahs) are often popular among young people; these products are sometimes more
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palatable to this population than traditional cigarettes. In one study, 5% of teens reported
having tried flavored cigarettes and one-quarter of these found them better tasting than
regular cigarettes. Efforts are needed to debunk myths that these “new” tobacco products are
safer than conventional cigarettes.

< A number of factors are known to influence the likelihood of smoking initiation. These
include sociodemographic factors, environmental factors, behavioral and personality factors,
propensity to risk taking, exposure to smoking in the movies, and depression. Children who
witness smoking in movies are 2.7 times more likely to start smoking. To reduce the
likelihood that children will be exposed to images of smoking, smoking should be prohibited
in movie trailers that will be shown on television and movies portraying characters who
smoke should be R-rated.

< Tobacco education programs targeted to young people should take advantage of modern
multimedia computer technology, since most U.S. households have personal computers and
Internet access and virtually all schools expose children to these technologies.

< The ASPIRE (A Smoking Prevention Interactive Experience) antismoking curriculum was
developed by Dr. Prokhorov. The program addresses myriad issues, including socializing
without smoking and both short- and long-term health consequences of smoking. In a
Houston-based clinical trial, youth who were exposed to the ASPIRE curriculum, including
those with multiple known risk factors, were less likely to start smoking.

< The next generation of the program will be more interactive—similar to a video game—and,
hopefully, even more effective. The updated program will be tailored to the age, ethnicity,
and gender of the user.

< In order for tobacco education programs to prevent smoking in young people, they need to be
appealing to young people, in addition to being based in theory.

DR. DOUGLAS ZIEDONIS: Tobacco Dependence and Psychiatric lliness

Background

Dr. Ziedonis is Professor and Chair of the Department of Psychiatry at the University of
Massachusetts Medical School and UMass Memorial Health Care. He has served as Director of
the Division of Addiction Psychiatry at the Robert Wood Johnson Medical School, Co-Director
of the University of Medicine and Dentistry of New Jersey Tobacco Dependence Program, and
Director of the Addiction Research Program at the Cancer Institute of New Jersey. Dr. Ziedonis is
an internationally recognized leader in co-occurring mental illness and addiction—tobacco
dependence in particular. He is leads and advises several national initiatives in this area, including
efforts within the Robert Wood Johnson Foundation, the Veterans Affairs (VA) Health Care
System, and the American Psychiatric Association (APA). He has served as an advisor to
President Bush’s New Freedom Commission on Mental Health and is a Senior Fellow for the
Substance Abuse and Mental Health Services Administration (SAMHSA) Co-Occurring
Disorders Center for Excellence and the Treatment Improvement Protocols (TIPs) on Co-
Occurring Disorders. He has served on the APA Practice Guidelines Work Group on Substance
Use Disorders and Council on Addictions. Dr. Ziedonis has written over 100 book chapters and
peer-reviewed publications and co-edited three books and five behavioral therapy manuals for co-
occurring disorders. He also serves on the editorial boards of The American Journal of Drug and
Alcohol Abuse, The Journal of Groups in Addiction & Recovery, and The Journal of Substance
Abuse Treatment.
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Key Points

<

It is estimated that 60-75% of patients in mental health treatment settings smoke cigarettes.
High rates of smoking are observed in patients diagnosed with schizophrenia, bipolar
disorder, major depression, panic disorder, and post-traumatic stress disorder. The Journal of
the American Medical Association recently published data showing that 44% of all cigarettes
consumed in the United States are consumed by individuals with a psychiatric disorder. This
population suffers disproportionately from tobacco addiction and use, but is not the focus of
most smoking cessation interventions; this is likely due in part to the social stigma of mental
illness. The result is that smoking rates for this population have not changed in 40 years.

It has become clear in the past 10 years that people with mental illness are burdened with and
die from tobacco-related diseases. This population is at high risk for pulmonary cancers as
well as respiratory and cardiac diseases.

Individuals with a history of depression or substance abuse disorders do not do as well in
tobacco cessation programs. They are in need of more intensive interventions than other
sectors of the population.

Efforts should be undertaken to raise awareness about the need for smoking cessation
interventions in mental health patients. Mental health professionals must be trained about the
importance of tobacco cessation, and tobacco control programs must be informed about this
underserved population. Smoking cessation must be integrated into mental health treatment
rather than dealt with separately.

There is opportunity for the President and Federal agencies to address this issue. The VA
health system could have a large impact on this problem; it treats a large number of patients
with behavioral health problems, many of whom smoke. SAMHSA, the Center for Substance
Abuse Treatment, the Center for Substance Abuse Prevention, and the Center for Mental
Health Services have not been adequately addressing tobacco issues. The NIH has begun to
fund more research on these issues, but there is still opportunity for improvement. The
Centers for Disease Control and Prevention (CDC) should also play a lead role.

There is interest in learning more about the effect of early smoking on psychiatric conditions
in adolescents. It is possible that smoking exposes young people to substances that could alter
their neural physiology. It is known that individuals who start smoking at a young age are
more likely to be diagnosed with psychiatric disorders; however, the relationship between
early smoking and psychiatric illness is likely very complex.

In order for clinicians to adopt evidence-based smoking interventions, it will be necessary to
bring about change in both programmatic and infrastructure features of the health care
system. Physicians need to be educated about interventions, but they also need to have access
to the appropriate tools and infrastructure to implement these interventions. Staff in mental
health treatment settings need to be trained with regard to smoking interventions as well. The
need for better coordination between those who provide mental health and primary care
services is also critical.

The New Freedom Commission Report on Mental Health states that if co-occurring disorders
remain untreated, both disorders will likely worsen.

There are several challenges associated with implementing smoking cessation programs in
mental health patients. Many patients are not motivated to quit smoking. There is also a need
to increase awareness about the problem and improve access to treatment. Mental health
patients have also emphasized the importance of hearing about other patients with similar
disorders who were able to quit smoking.
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Personalized feedback is important for individuals attempting to quit smoking. They should
be told about their levels of expired carbon monoxide (a measurement commonly used to
indicate smoking behavior and/or exposure to secondhand smoke) and the cost of cigarettes
per year. They also need to be made aware of the broad array of health problems for which
smoking puts them at risk.

The President should consider holding a national meeting to discuss integration of mental
health and medical services. Participants in the meeting should include SAMHSA, NIH,
CDC, and the VA.

Because of their disproportionate consumption of tobacco products and the fact that they have
been historically underserved, smokers with psychiatric disorders should be considered a
special population and given priority status for research and outreach funding. Government
publications should specifically address this population as they address other underserved
populations.

SAMHSA should require funded programs to incorporate tobacco assessment and treatment
planning into existing Federal reporting mechanisms. It should also provide funding for staff
training.

Tobacco advocacy organizations should focus on tobacco control efforts in individuals with
psychiatric disorders.

Mental health and addiction treatment programs should stop selling tobacco products. This is
often a source of revenue for these programs.

Research needs to be conducted on how well existing interventions work in populations with
mental health disorders.

The VA health system should create a national best practice committee to develop a strategic
plan for dealing with smoking behaviors in their patients.

Smokers with psychiatric disorders have been historically underserved. It is necessary to raise
awareness of this issue and target funding to train mental health staff, primary care providers,
and tobacco control staff about the needs of this special population.

DISCUSSION: PANEL |
Key Points

<

The 1969 Public Health Cigarette Smoking Act prohibited cigarette advertising from
broadcast television and radio, but it also preempted the ability of states and localities to
regulate tobacco marketing, reserving that responsibility for Congress. As a result, many
states and localities are unable to pass laws limiting the nature of tobacco advertising even if
they want to make this part of their tobacco control program.

Cancer patients who continue to smoke exhibit higher rates of recurrence, higher rates of
second primary tumors, and shorter overall survival times.

It is difficult to pinpoint how long it takes to become addicted to smoking, but 100 cigarettes
is often used as a benchmark because this number seems sufficient to strongly influence the
brain. This is a complex issue and it is evident that some people are more likely than others to
become addicted.

The New York, Massachusetts, and California Departments of Mental Health and the New
Jersey Division of Mental Health Services have implemented programs to combat the high
rate of smoking among mental health patients; however, much opportunity for improvement
remains. It would be beneficial if SAMHSA included tobacco in its State Incentive Grants for
Treatment of Persons with Co-Occurring Substance Related and Mental Disorders.
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< The 5 A’s for tobacco cessation—ask, advise, assess, assist, and arrange—are included in
Treating Tobacco Use and Dependence, a Public Health Service Clinical Practice Guideline
that outlines standard practice for all physicians and health care professionals. However, the
approach has not necessarily been widely incorporated into all medical and health care
practice.

< The M.D. Anderson Tobacco Treatment Program has not yet encountered any serious barriers
to its operation; however, long-term data are needed to determine whether patient follow-up
and retention pose difficulty. Similar programs at other institutions may find it difficult to
secure funding needed to support the extensive staffing needs of the programs, but the M.D.
Anderson program has thus far been sufficiently supported by M.D. Anderson and the State
of Texas.

< The cost of a pack of cigarettes varies depending on the level of state and/or local excise
taxes. The cost to manufacture a pack of 20 cigarettes is approximately 5 cents.

< The problems caused by tobacco have not disappeared and are actually poised to worsen. The
President could help combat this by ratifying and aggressively implementing the FCTC.
Efforts should also be made to diminish the profitability of the tobacco industry. One other
possibility would be to subject the tobacco industry to regulation by the Food and Drug
Administration (FDA) and mandate the removal of nicotine from tobacco products; this
would truly allow people to exercise their free will regarding whether they want to smoke.

< Smoking and tobacco use by cancer patients have been understudied. Tobacco and smoking
cessation programs should be established in all oncology settings, and information about
tobacco use should be collected as part of oncology clinical trials.

< Age- and audience-appropriate antismoking curricula should be developed and implemented
throughout the entire educational continuum, from elementary school to high school and
college; these curricula should make use of modern technology. Furthermore, additional
research is needed on cessation programs for young people and effective strategies need to be
more widely disseminated.

PANEL Il

DR. DOROTHY HATSUKAMI: Novel Tobacco Products and the Need for
Product Regulation

Background

Dr. Hatsukami is currently Forster Family Professor in Cancer Prevention and Professor of
Psychiatry at the University of Minnesota, and Director of the Tobacco Use Research Programs.
She is Co-Program Leader for Cancer Prevention and Etiology for the University of Minnesota
Comprehensive Cancer Center and Program Leader for Prevention and Epidemiology for the
Lillehei Heart Institute. She has conducted extensive research in the areas of nicotine addiction,
treatment of nicotine addiction, and smokeless tobacco, and is currently Principal Investigator of
one of the seven NIH-funded TTURCs. She is a co-recipient of the Ove Ferno award for her
research on tobacco dependence. Dr. Hatsukami has served on a number of national committees,
including the National Advisory Council for the Substance Abuse and Mental Health Services
Administration; the National Advisory Council on Drug Abuse; the Interagency Committee for
Smoking and Health; the Drug Control Research, Data, and Evaluation Committee for the Office
of National Drug Control Policy, Institute of Medicine; and the Scientific Board of Counselors
for the National Institute on Drug Abuse (NIDA) Intramural Research Program. She has also
served on many advisory panels for other United States Federal, non-profit and international
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organizations. She is Past President of both SRNT and the College on Problems of Drug
Dependence.

Key Points

<

Potential reduced exposure products (PREPs) are tobacco products that can decrease
exposure to tobacco toxicants, potentially resulting in reduction of disease risk among those
who continue to use tobacco products. The public health community is interested in these
products because of the potential benefit for those who will not or cannot quit using tobacco
products. Tobacco companies are also interested in PREPs because they are concerned about
future litigation and want to maintain consumer demand for tobacco products. However, there
is no independent body of literature that examines whether PREPs actually reduce exposure
to toxicants and these products are largely unregulated.

Cigarettes that are low in tar or nicotine have been manufactured in the past and marketed as
light, ultra-light, or mild cigarettes. The reduction of toxicant exposure from these products is
primarily caused by the use of filter ventilation rather than the level of toxicants in the
tobacco itself. Tobacco companies have implied that these products might reduce the health
risk of smoking, and these marketing approaches have been very successful. Approximately
one-third of light cigarette smokers believe there is a 50-100% decrease in risk using ultra-
light compared with regular cigarettes.

Studies have shown that exposure to 4-(methylnitrosamino)-1-(3-pyridyl)-1-butanone (NNK),
a potent lung carcinogen, is no different between light, ultra-light, and regular cigarettes.
Furthermore, epidemiological studies have confirmed that there is no difference in disease
risk among individuals who smoke these products.

Unlike previous products that attempted to reduce toxicant exposure by utilizing filters,
modern PREPs contain tobacco that is modified to reduce specific toxicants. The tobacco is
modified through genetic engineering, improved curing processes, or chemical treatment.

Advertisements for one of these products, the Omni cigarette, stated that users would reduce
their exposure to NNK, benzoate pyrene, and pyrene; however, an independent study showed
that exposure reduction was not as much as was claimed. Importantly, exposure to other
tobacco-related toxicants, such as polyaromatic hydrocarbons and carbon monoxide, was not
reduced at all. These results suggest that use of the Omni cigarette is unlikely to reduce
disease risk; however, it also illustrates that the levels of carcinogens can be reduced.
Tobacco companies should be required to reduce levels of known toxicants as much as
possible.

Another type of PREP is a cigarette-like delivery device that heats rather than burns the
tobacco. One such product, called Eclipse, was claimed to produce less respiratory
inflammation and reduce secondhand smoke by 80%. A survey revealed that most consumers
exposed to advertisements for Eclipse believed that the product was associated with
significantly lower risk than traditional cigarettes.

Oral noncombustible tobacco products represent a third type of PREP. There is evidence that
the smokeless tobacco business is expanding more quickly than cigarette sales; this may be in
part because of new indoor smoking bans. These products come in different flavors and are
“spitless,” which distinguishes them from traditional chewing tobacco.

Tobacco lozenges have also been developed. Although the levels of toxicants in these
products should not be considered safe, the concentrations of carcinogens are lower than in
cigarettes.
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< Smokeless tobacco products are marketed to a variety of audiences, including young people,
travelers, women, and people concerned about exposing those around them to secondhand
smoke.

< Although smokeless tobacco is associated with lower disease risk, these products still have
significant health effects, including risk of cancer, diabetes, fetal toxicity, and cardiovascular
disease. Furthermore, there is a risk that smokeless tobacco products will not replace
cigarettes, but will be used in parallel, possibly resulting in overall increased tobacco
consumption. Because of their appeal to young people, they may also resul