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Achieving the Implausible in the Next Decade’s Tobacco Control

Objectives

In this issue of the Journal. Mendez &nd
Warner take issue with the tarpet-setting
Process in the Healthy Peaple 2011 objectives
for the nation.’ They question the wisdom of
seling a 3010 objective of 13% for the preva-
lence of smoking zmong adults when we
ke e will mvises the 15% target set (in 1990)
foe 2000 by nearly 10 percentage points.' They
present a strong statistical case and a com-
pelling demographic argumens for the rates we
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should expect, Even in their best-case sce-
fiano, we could not expect 10 reach the 2010
rzroer of [3%."

[The aezet of 13% smolking prevalence
for 2010 was set in & deaft that has since been
revised; the final published vession will appear
after the publication of this editorial. As a result
af the clearance process for vetting the pover-
men docurnent. the 2010 wrget for smoking
prevalence has been changad w [2%,]

Char purpose is not 10 second-guess the
daca or the anakysis of Mendez and Warner
but rather to offer & reflection on the ratonale
and implications of setting goals and targers
that challenge the smns quo and defy the
forees of statistical sravity.

Editer®s Mare. 5o elased article by Mendez and
Warner (p 401 b in 1hiz jsso=

e
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Editerials

The Good News and the Bad

The geod news from Mendex and Wamner
i5 that thesr projections dispel the clouds form-
ing around the resent repoats in Morbidine and
Muoriality Weekly Report on the apparent
plateau in adult smoking prevalence, The
Mational Health Interview Survey data show
that the declines of the previous 30 vers deoel-
crated and faitened in the 19%0=" Mendez and
Warner sugpest that the rates wall agun begin
to decline because of the aging population
amf age-related patterns of smoking cesta.
tion. The bed news 15 that when these declin-
g prevalence mtes are projected to the year
2010, even under Mendez and Warmers most
optimistic agsumptions about prevention of
ilolescent uptake of sroking and cessation of
adult E-I'I]q'_‘kil'lg, the lm-ﬁll'ing curves oross the
yiear 20010 well above the 13% population
prevalenee measd:,

The question then becomes whether, if
we apply more effectively what we know
today (the usual assumption on which the
expert committees that et objectives are
asked 1o base their targeds], we can acoelerate
the prajected declines in the prevalence of
smoking. Given no major new scientific
breakthroughs, can a more intensive, extens
sive, evidence-based, culturally sensitive sot
of prograns and services produce an increased
ke of cossation and a slower rate of uptake?
Therefore, we focus on the assumptions
Mendez and Warner make in setting their
best-case projections.

But before conceding that the authors
are correct in judging as a “blunder” the
1 5% smoking prevalence e that was set as
a Healthy People 2000 target, we would
recall that this target was based om optimism
born of dee rapdd declines in smoking during
the 148, That optimism was tempered in
the 1990s by the success of the tobacco
industry’s coumterstrategics in maintaining
addiction in current smokers and recruiting
rew smokers among young people, The fail-
urs to reach 3% by 2000 15 less a mistaken
gl than it 15 a falure of political will due
ing the 1900 o pass more wikkaly the public
policies that were advocated from knowls
odge accumulated during the 19805, By the
end of the 19%E, however, we had numer-
Qs new reasons—aeme political, some
Judicial, and zome scientifie—to revive our
dptimism.

Reasons for Optimism and
Stretch in Serting the 2010 Goal
When setting goals for 2010, the tanget-

seiting committees typically considersd the
levels already achieved by some states or by
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some popralation groups, Utah, with an adult
smoking prevalence of 14.2%, has already
surpassed the vear 2000 objective of 15%,°
Zo have some population groups (e.g., peo-
ple with more than 16 years of education,
11.5%; people older than 65 vears, 12.0%%;
and Hispanic women, 14.3%)° and recipi-
cnts of comprehensive, ntensive, and far-
geted programs.”

A second basis for seiting objectives
for the nation was a straight-line projection
of ratez in those jurizdictions that have car-
ried out the most effective implementation
of "best practices” in preventing and con-
trodling tobacco use, California, Massachn-
zetts, and Oregon are heading toward the
1 3% rark faster than states that have nod
had the advantage of taking a portion of the
revenus from increased excise taxes on cig-
areties and dedicating it to comprehensive
tobacco control programs. Now that the
remaining states have the opportunity to
take advantape of increased funding from
the Master Settlement Agreement, we can
reasonably expect that mone states will fal-
low suit and accelerats their implementation
of the best practices.

The Intent to Reduce Disparities

The federal muidelines and departmen-
tal mandate for the Healthy People objec-
tives demanded that the target-setiing com-
mitiees factor in the need fo narrow the
gaps between population groups, This
emphasiz on disparities as part of the
Healthy Peaple 2010 planning was an
extenzion of the emphasis in Healthy Peo-
ple 2000, % and both were in response to crit-
icism that the first round of the 1990 ohjoc-
tives seemed to ignore such disparities.”
The knowledge base for reaching lower-
spcipeconomic-satus groups and racial and
cthnie minority comenunities will continue
b grronw with the current emphasis given to
these izsues by federal health research and
demonstration programs, among others.*
Better understanding of culturally sensitive
il effective approaches to specific popu-
laticn groups will accelerate the decline in
the prevalence of smoking within these
groups and consegquently within the popula-
tion a8 a whaole,

The surgeon general specifically chal-
lenged the framers of the 2010 objectives to
g0 tor better than the best rates. By thig, he
meant that the improved average rates for
the population should reduce disparities,
n4d by repression to the mean bt by bring-
ing 211 groups to rates that equal or excesd
thoss emjoyed by the healthiest population
ETOUpE.

Getting to the Implausible

The main hope of reaching the 13%
prevalence rate by 2010, as acknowledged
by Mendez and Warner, i3 a near-guadry-
pling of smoking cessation rates. Whether
this increase can be achieved will depend
parily on improved effectivensss for cach
attempt to quat, partly on increased mambers
of smaokers who attempt to quit, and partly
on mereased frequency of smokers” atlempls
o quit. Wi belicve that all 3 of these devel-
opments are plawsible for the T0% of smok-
ers who say they would like to quit com-
pletely—and even for some of the 30% whe
nonw claim they have no intention of quit-
ting. The most scientifically well-grounded
basiz for the plausibility of multiplying the
cessation rate is the gap between the known
efficacy of the best practices in smoking
cessation and the current record of applhy-
ing that knowledge. These developments
are made even more plawsible by the unprec-
edented current and emerging challenges
i the societal statas quo of ngrms, poli-
cies, enforcement, and programs and the
synergism these challenges will produce
on all fronts in the tobaceo wars, for both
the manufacturers and the users of tobacoo
producis,

Most recent efforts on the state and
nitional fronts have boen dirccted at prevents
ing smoking among youth, There has never
been a full-blown, comprehensive, national
cessation effort beyvond the annual one-day
“Great American Smokeowt™ OF the 32 mal-
lion American smokers whe tried fo quit in
any friven recent year, 69% tricd without the
help of any pharmacological treatment
(micoding replacement therapy or non-nico-
tine pharmacatherapy) o behavioml coun-
seling. Such “sellhelp” quit attempts heve a
g-month efficacy rate of only 3% 1o 835,
comparcd with rates as high as 14% for
nigodine replacement therapy, 15% fo 24%
for behavioral counseling, and even higher
rxtes for combinations of the two, according
to systematic reviews and meta-analyses
such as those conducted by the Coclirane
Group and the Agency for Health Care Pol-
1y and Ressarch {now called the Agency for
Healthcare Research and Quality), ™"

Clearly, mors extensive use of effective
meihods could more than inple the overall
avernge annual cessation mte of less than 6%,
as estimated by Mendez and Warner, These
methods have been shown io gain wider use
and lead to increased population cessation
rates with mass media promotion, telephone
help lines, insurance coverage of therapy, and
encoumgement by health care plans and prac-
titioners. These medwxds could alsa be mixle
more accessible and could be more widely
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applied, for example, i the clinical practice
guidelines of lhu,ﬂ.%rmq.r for Health Care Pol-
icy and Rescarch!” were adopted by health
plens and i msurance reimbursernent sched-
ules were tied to the delivery of evidences
basad inlerventions.

These more effective cessation methods
will be greatly enhanced in their reach if their
promation is borme on the potential tidal
wave of Master Settlement Agreement dol-
lars that could be released through state pro-
grams and through the American Legacy
Foundation'’s national programs. They will
also benefit from the price increases imposed
by many states, the tobacco industry itself,
and the federal government; from the spread
of smoke-fres environments and the strength-
ening of ng-smoking regulations; from the
aulcomes of pending judicial actions; and
from other societal trends toward dersormal-
ization of smoking and reduced exposure to
nicotine.

We agres with Mender and Warmner that
“goals ought 1o be attainable,” ut the way
to attzin e is not b set them to fit projec-
fions from past performance alone, The
2010 smoking prevalence goals shiowld be—
and arc—challenging goals that can be
accomplizhed through a more aggressive
public health response that treats the to-
bacco menace commensurately with the
harm it causes. This public health challenge
iz well arficulated in the other tobacoo control
objectives that would lead to a prevalence
rate of [3%% of lower—an end point in a
causal chain of changes, each of which has a
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challenging objective of it own, We cannot
aocepl the assertion that “even heroie public
bealth efforts will be preordained to fail™
because of ambitious goals. If we commit
ourselves a8 a nation 0 reaching these ohjec-
tives through a comprehensive approach that
includes a combination of aggressive price
increases, regulatory authocity and other pol-
izy changes, and program implementation,
we ¢an achieve the objectives set out in

Healthy People 2000, O
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