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Foreword

Current Intelligence Bulletins (CIBs) are issued by the National Institute for Occupational Safety and
Health (NIOSH) to disseminate new scientific information about occupational hazards. A CIB may draw
attention to a formerly unrecognized hazard, report new data on a known hazard, or disseminate
information about hazard control.

Public health efforts to prevent disease caused by tobacco use have been underway for the past half
century, but more remains to be done to achieve a society free of tobacco-related death and disease.
The Centers for Disease Control and Prevention (CDC), of which NIOSH is a component, has recently
proclaimed a “Winnable Battle” against tobacco use. NIOSH marks this 50th anniversary year of the first
Surgeon General’s Report on the health consequences of smoking by disseminating this CIB XX,
Promoting Health and Preventing Disease and Injury through Workplace Tobacco Policies.

Workers who use tobacco products or who are employed in workplaces where smoking is allowed are
exposed to carcinogenic and other toxic components of tobacco and tobacco smoke. Tobacco smoking is
becoming less frequent and smoke-free and tobacco-free workplace policies are reducing exposure to
secondhand smoke (SHS) and motivating smokers to quit, but millions of workers still smoke and
smoking is still permitted in many workplaces. Other forms of tobacco also represent a health hazard to
workers who use them. In addition to direct adverse effects of tobacco on the health of workers who
use tobacco products or are exposed to SHS, tobacco products used in the workplace and away from
work can worsen the hazardous effects of other workplace exposures.

The content of this CIB addresses tobacco use among workers; exposure to secondhand smoke in
workplaces; occupational health and safety concerns relating to tobacco use by workers; existing
occupational safety and health regulations and recommendations prohibiting or limiting tobacco use in
the workplace; hazards of worker exposure to SHS in the workplace; and interventions aimed at
eliminating or reducing these hazards. The CIB concludes with NIOSH recommendations relating to
tobacco use in places of work and tobacco use by workers.

NIOSH urges all employers to assure that all their workplaces are made and maintained tobacco-free
and that all their employees who continue to use tobacco products are encouraged to quit and provided
with cessation support. Doing so will help fulfill employers’ fundamental obligation to provide safe
workplaces and can improve the health and well-being of their workers.

John Howard, M.D.

Director

National Institute for Occupational Safety and Health
Centers for Disease Control and Prevention -
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1 Executive Summary

Introduction

Various NIOSH criteria documents on individual hazardous industrial agents, from asbestos [NIOSH
1972] through hexavalent chromium [NIOSH 2013a], have included specific recommendations relating
to tobacco use along with other recommendations to eliminate or reduce occupational safety and
health risks. In addition, NIOSH has published two Current Intelligence Bulletins focused entirely on the
hazards of tobacco use. CIB 31, Adverse Health Effects of Smoking and the Occupational Environment,
outlined how smoking interacts with other workplace exposures to increase risk of disease and injury
among workers [NIOSH 1979]. In that CIB, NIOSH recommended that smoking be curtailed in workplaces
where those other hazards are present and that worker exposure to those other occupational hazards
12 be controlled. CIB 54, Environmental Tobacco Smoke in the Workplace: Lung Cancer and Other Health
13 Effects, presented a determination by NIOSH that secondhand smoke (SHS) causes cancer and

14 cardiovascular disease [NIOSH 1991]. In that CIB, NIOSH recommended that workplace exposures to SHS
15 be reduced to the lowest feasible concentration, and emphasized that elimination of tobacco smoking
16  from the workplace is the best way to achieve that. This current CIB XX, Promoting Health and

17 Preventing Disease and Injury through Workplace Tobacco Policies, augments those two earlier NIOSH
18 CIBs. Consistent with the philosophy embodied in its recently launched Total Worker Health™ Program
19 [NIOSH 2013b], this CIB is aimed not just at preventing occupational injury and illness related to tobacco
20  use, but also at improving the general health and well-being of workers.

21

22 Smoking and Other Tobacco Use by Workers; Exposure to Secondhand Smoke (SHS) at Work

23

24 Millions of workers use tobacco products. Cigarette smoking prevalence in the United States has been
25 reduced by more than 50% among all U.S. adults since publication of the first Surgeon General’s report
26  on the health consequences of smoking—from about 42% in 1965 to about 18% in 2012 [CDC 2014a3;
27 DHHS 2014]. Overall, smoking among workers has similarly declined, but smoking rates among blue-

28  collar workers have been shown to be consistently higher than among white-collar workers. Among

29 blue-collar workers, those exposed to higher levels of workplace dust and chemical hazards are more
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30 likely to be smokers [Chin et al. 2012]. Also, on average, blue-collar smokers smoke more heavily than
31 white-collar smokers [Fujishiro et al. 2012].
32

33 For the 2004-2011 period, smoking prevalence varied widely by industry, ranging from about 10% in
34  education services to more than 30% in construction, mining, and accommodation and food services.
35 Smoking prevalence varies even more by occupation, ranging from 2% among religious workers to 50%
36 among construction trades helpers [NIOSH 2014]. Overall, only about 3% of all workers use smokeless
37  tobacco in the form of chewing tobacco and snuff, but smokeless tobacco use exceeds 10% among

38  workers in construction and extraction jobs and stands at nearly 20% among workers in the mining

39  industry [NIOSH 2014]. The use of smokeless tobacco by individuals who also smoke tobacco products,
40  or “dual use,” is one way some workers maintain their nicotine habit in settings where smoking is

41 prohibited (e.g., in an office where indoor smoking is prohibited or in coal mines where smoking can
42  cause explosions). Over 4% of U.S. workers who smoke cigarettes also use smokeless tobacco [CDC

43 2014b; NIOSH 2014].
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Mandatory and voluntary efforts over recent decades have either eliminated or substantially decreased
exposure to SHS in many U.S. workplaces. But millions of non-smoking workers not covered by these
policies are still exposed to SHS in their workplace. A recent survey found that 20.4% of nonsmoking U.S.
workers experienced exposure to SHS art work on at least one day during the preceding week [King et
al. 2014]. Another survey conducted at about the same time estimated that 10.4% of nonsmoking adult
U.S. workers experienced exposure to SHS at work on at least two days per week during the past year)
[Calvert et al. 2013]. Such exposure varied by industry, ranging from 4% for finance and insurance to
nearly 28% for mining, and by occupation, ranging from 2% for education, training, and library
occupations to nearly 29% for construction and extraction occupations.

Health and Safety Consequences of Tobacco Use

Beginning with the first Surgeon General’s report on smoking and health, numerous reports from the
Surgeon General and other health authorities have documented serious health consequences of
smoking tobacco, exposure to secondhand smoke (SHS), and use of smokeless tobacco. Smokeless
tobacco is known to cause several types of cancer, primarily in the mouth and throat. Smoking is a
known cause of the top five health conditions impacting the U.S. population—heart disease, cancers,
cerebrovascular disease, chronic lower respiratory disease, and unintentional injuries [DHHS 2004,
2014]. Smoking also causes a variety of other diseases, as well as adverse reproductive effects [DHHS
2004, 2014]. Not including premature deaths due to SHS exposure (see next paragraph), smoking is
responsible for over 439,000 premature deaths among U.S. smokers and former smokers [DHHS 2014].
The risk of most adverse health outcomes caused by smoking is related to the intensity and duration of
tobacco smoking, but no level of tobacco smoking is risk free [DHHS 2010b, 2014].

Likewise, there is no risk-free level of exposure to SHS [DHHS 2006, 2014]. SHS exposure causes over
41,000 deaths each year among U.S. non-smokers [DHHS 2014]. Among exposed adults, there is strong
evidence of a causal relationship between exposure to SHS and a number of adverse health effects,
including lung cancer, heart disease (including heart attacks), stroke, exacerbation of asthma, and
reduced birth weight of offspring (due to SHS exposure of nonsmoking pregnant women) [DHHS 2006,
2014; IARC 2009; IOM 2010; Henneberger et al. 2011]. In addition, there is suggestive evidence that
exposure to SHS causes a range of other health effects among adults, including other cancers (breast
cancer, nasal cancer), asthma, chronic obstructive pulmonary disease (COPD), and premature delivery of
babies born to women exposed to SHS [DHHS 2006, 2014; IARC 2009].

Interaction of Tobacco Use with Other Occupational Hazards

Tobacco use (most commonly, smoking) can interact in several ways with other hazards present in some
workplaces to worsen their impact on workers’ health [NIOSH 1979; DHEW 1979b; DHHS 1985]. Specific
toxic chemicals associated with work processes in some workplaces are also present in tobacco products
and/or tobacco smoke, thus increasing exposure to those specific agents among tobacco-using workers

and workers exposed to SHS. Tobacco products can also become contaminated by toxic industrial agents
in the user’s workplace, through contact of the tobacco products with unwashed hands or contaminated
surfaces and through deposition of airborne contaminants onto the tobacco products. Subsequent use

iv
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of the contaminated tobacco products, whether at or away from the workplace, can facilitate entry of
these toxic agents into the body. Another type of interaction involves the transformation of industrial
chemicals into more harmful agents by the heat of burning tobacco when tobacco is smoked. Smoking
and exposure to a toxic agent found in the workplace can each have independent but similar adverse
effects on a worker’s body. The overall effect of these combined exposures can be additive (i.e.,
amounting to the sum of each independent effect) or, in some cases, synergistic (i.e., amounting to an
effect greater than the sum of each independent effect). One of the best known examples of such an
effect is the synergistic effects of smoking and asbestos exposure on lung cancer [Markowitz et al.
2013]. Occupational injuries and traumatic fatalities can result from interaction of flammable or
explosive hazards present in many workplaces with tobacco smoking as an ignition source. Even without
causing explosion or fire, any form of tobacco use may result in traumatic injury if the worker operating
a vehicle or industrial machinery is distracted by tobacco use (e.g., opening, lighting, extinguishing, or
disposing of a tobacco product).

Prevention

Both health and economic considerations can motivate individuals to quit tobacco use. Workers who
smoke can protect their own health by quitting tobacco use and can protect their co-workers’ health by
not smoking in the workplace. Smokers who quit stand to benefit financially. Substantial savings can be
realized by those who quit. Among other savings, they no longer incur direct costs associated with
consumer purchases of tobacco products and related materials, and generally pay lower life and health
and insurance premiums and less out-of-pocket costs for health care.

Legally determined employer responsibilities set out in federal, state, and local laws and regulations, as
well as health and economic considerations, can motivate employers to establish workplace policies that
prohibit or restrict tobacco use. For example, the general duty of employers to provide safe work
environments for their employees can motivate employers to prohibit smoking in their workplaces,
thereby avoiding liability for exposing nonsmoking employees to SHS [Zellers et al. 2007]. Also, not only
are nonsmoking workers generally healthier, but they are more productive and less costly for
employers. Considering aggregate cost and productivity impacts, one recent study estimated that the
annual cost to employ a smoker was, on average, nearly $6,000 greater than the cost to employ a
nonsmoker [Berman et al. 2013]. It follows that interventions that help smoking workers quit can
benefit the bottom line of a business.

Several studies have shown that smoke-free workplace policies decrease exposure of nonsmoking
employees to SHS at work, increase smoking cessation, and decrease smoking rates among employees
[Fichtenberg and Glantz 2002; Bauer et al. 2005; DHHS 2006; IARC 2009; Hopkins et al. 2010]. Less
restrictive workplace smoking policies are associated with higher levels of sustained tobacco use among
workers [IARC 2009]. In workplaces without a workplace rule limiting smoking, workers are significantly
more likely to be smokers [Ham et al. 2011]. Policies that make indoor workplaces smoke-free result in
improved worker health [IARC 2009; Callinan et al. 2010]. For example, smoke-free policies in the
hospitality industry have been shown to improve health among bar workers, who are often heavily
exposed to SHS in the absence of such policies [Eisner et al. 1998; DHHS 2006; IARC 2009]. Smoke-free
policies also reduce hospitalizations for heart attacks in the general population [IARC 2009; IOM 2010;

Vv
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Tan and Glantz 2010; DHHS 2014] and several recent studies suggest that these policies may also reduce
hospitalizations and emergency department visits for asthma in the general population [Hahn 2010;
Mackay et al. 2010; Tan and Glantz 2010; Herman and Walsh 2011; Millet et al. 2013]. The Task Force on
Community Preventive Services recommends smoke-free workplace policies, not only to reduce
exposure to SHS, but also to increase tobacco cessation, reduce tobacco use prevalence, and reduce
tobacco-related morbidity and mortality [Hopkins et al. 2010; Task Force on Community Preventive
Services 2010; GCPS 2012a].

Some employers have taken action to extend restrictions on tobacco use by their employees beyond the
workplace, for example prohibiting smoking by workers during their workday breaks, when away from
the workplace, including during lunchtime. Several large employers have gone further by barring the
hiring of smokers. Such wide-ranging policies generate substantial controversy and are illegal in some
jurisdictions [Asch et al. 2013; Schmidt et al. 2013].

Workplace Tobacco Use Cessation Programs

Smoking employees who want to quit can benefit from employer-provided resources and assistance.
Various levels and types of cessation support can be provided to workers though more intensive
intervention has a greater effect [0’Hara et al. 1993; Clinical Practice Guideline 2008]. Occupational
health providers and worksite health promotion staff can increase quit rates simply by asking about a
worker’s tobacco use and offering brief counseling. Workers who smoke can be referred to publically
funded state quitlines, which have been shown to increase tobacco cessation success [GCPS 2012b;
Clinical Practice Guideline 2008]. Widespread availability, ease of accessibility, affordability, and
potential reach to populations with higher levels of tobacco use make quitlines an important component
of any cessation effort [Clinical Practice Guideline 2008]. But many employers do not make their
employees aware of them [Hughes et al. 2011]. The most comprehensive workplace cessation programs
incorporate tobacco cessation support into programs that address the overall safety, health, and well-
being of workers. A growing evidence base supports the enhanced effectiveness of workplace programs
that integrate health promotion efforts such as smoking cessation with more specific occupational
health protection programs [Hymel et al. 2011; NIOSH 2013c].

Health Insurance and Smoking; Using Incentives and Disincentives to Modify Tobacco Use Behavior

Many workers are covered by employer-provided health insurance, which is increasingly being designed
to encourage employees to adopt positive personal health-related behaviors, including smoking
cessation for smokers. Quit rates are higher when health insurance covers the costs of evidence-based
smoking cessation treatments [Clinical Practice Guideline 2008]. Ideally, such coverage should provide
access to all evidence-based cessation treatments, including individual, group, and telephone counseling
and all seven FDA-approved cessation medications, while eliminating or minimizing barriers such as
cost-sharing and prior authorization [Clinical Practice Guideline 2008; CDC 2014c].

The Affordable Care Act (ACA) includes provisions pertinent to tobacco use and cessation. For example,
the ACA will allow employer-sponsored health insurance programs to charge tobacco users premiums
that are up to 50% higher than premiums charged to non-tobacco users [Kofman et al. 2012; Madison et

vi
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al. 2013]. However, tobacco users in the group market can avoid these surcharges if they choose to
participate in a cessation program. States can ban this practice or restrict the size of the surcharge, and
several states have done so.

In addition to employer-sponsored health insurance plan provisions discouraging tobacco use by
covered workers, governmental actions and employer policies are increasingly removing disincentives
and offering incentives for employee attempts to quit and for success in quitting tobacco use.
Regulations promulgated under authority of the ACA increased the maximum permissible reward under
a health-contingent wellness program offered in connection with a group health plan to 50% of the cost
of coverage for wellness programs designed to prevent or reduce tobacco use [78 Fed. Reg. 33158]. The
appropriate intent of incentives is not to shift health care costs to high-risk individuals but to help
employees who use tobacco quit, thus improving health and reducing health care costs overall. The
evidence for the effectiveness of imposing surcharges on tobacco users is limited, and care is needed to
ensure that incentive programs are designed to work as intended and to minimize the potential use of
incentives in an unduly coercive or discriminatory manner, and to avoid unintended consequences such
as smokers concealing their smoking and avoiding seeking cessation assistance [Madison et al. 2011,
2013]. The Task Force on Community Preventive Services has recommended worksite-based incentives
and even competitions when they are combined with other evidence-based interventions (e.g.,
education, group support, telephonic counseling, self-help materials, smoke-free workplace policies,
etc.) as part of a comprehensive cessation program [GCPS 2005].

Conclusions

e Tobacco smoking by workers and SHS exposure in the workplace have both declined
substantially over recent decades, but about 20% of all U.S. workers still smoke and about 20%
of nonsmoking workers are still exposed to SHS at work.

e Smoking prevalence among workers varies widely by industry and occupation, approaching or
exceeding 30% in construction, mining, and accommodation and food services workers.

e Smokeless tobacco is used by about 3% of U.S. workers overall, but smokeless tobacco is used
by more than 10% workers in construction and extraction jobs and by nearly 20% of workers in
the mining industry.

e Tobacco use causes serious diseases, including cancer, respiratory diseases, and cardiovascular
diseases, mainly among users but also among those exposed to SHS. More than 20 million U.S.
adults live with a disease caused by tobacco and each year nearly a half million die prematurely
from smoking or exposure to SHS. Tobacco use is associated with increased risk of injury and
property loss due to fire, explosion, and vehicular collisions.

e Tobacco use by workers can interact with hazardous occupational exposures, worsening the risk
of disease and injury from these exposures for smoking workers and workers who are exposed
to SHS.

e Restrictions on smoking and tobacco use in specific work areas where particular high-risk
occupational hazards (e.g., explosives, highly flammable materials, or highly toxic materials that
could be ingested via tobacco use) are present have long been used to protect workers.

e There is no risk-free level of exposure to SHS, and ventilation is insufficient to eliminate indoor
exposure to SHS.

vii
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Policies that prohibit tobacco smoking throughout the workplace (i.e., smoke-free workplace
policies) are now widely implemented, but have not yet been universally adopted. These
policies improve workplace air quality, reduce SHS exposure and related health effects, increase
the likelihood that workers who smoke will quit, decrease the amount of smoking during the
working day by employees who continue to smoke, and have an overall impact of improving the
health of workers (i.e., among both nonsmokers who are no longer exposed to secondhand
smoke on the job and smokers who quit).

Workplace-based efforts to help workers quit tobacco use can be easily integrated into existing
occupational health and wellness programs. Even minimal counseling and/or simple referral to
state quitlines can be effective, and more comprehensive programs are even more effective at
increasing quitting among workers.

The integration of both occupational safety and health protection components into workplace
health promotion (e.g., smoking cessation) programs can increase participation in tobacco
cessation programs and successful cessation among blue-collar workers.

On average, it is substantially more costly to employ a smoker than a nonsmoker.

Some employers have policies prohibiting employees from using tobacco when away from work
or barring the hiring of smokers or tobacco users, but the ethics of these policies remain under
debate and they may be legally prohibited in some jurisdictions.

Recommendations

NIOSH recommends that employers:

(0]

Establish and maintain tobacco-free workplaces for all employees, allowing no use of any
tobacco products, including but not limited to cigarettes, cigars, pipes, and smokeless tobacco
products by anyone at any time in the workplace. Ideally, this should be done in concert with an
existing tobacco cessation support program. At a minimum, the tobacco-free zone should
encompass all indoor areas with no exceptions and no indoor smoking areas of any kind
(including separately enclosed and/or ventilated areas), as well as areas immediately outside
building entrances and air intakes, and all work vehicles. Optimally and whenever feasible, the
entire workplace campus, including all outdoor areas, should be established as tobacco-free. All
tobacco-related restrictions and prohibitions should be equitably enforced.

Assure compliance with current OSHA and MSHA regulations prohibiting or limiting smoking,
smoking materials, and/or use of other tobacco products in work areas characterized by the
presence of explosive or highly flammable materials or potential exposure to toxic materials
(see Table A-3 in the Appendix). To the extent feasible, follow all similar NIOSH
recommendations (see Table A-2 in the Appendix).

Provide information on tobacco-related health risks and on benefits of quitting to all employees
and other (e.g., contracted or voluntary) workers on a regular basis.

0 Inform all workers about health risks of tobacco use.

0 Inform all workers about health risks of exposure to SHS.

0 Train workers who are exposed or potentially exposed to occupational hazards at work
about health and/or injury risks of tobacco use combined with exposure to workplace
hazards, about what the employer is doing to limit the risks, and about what the worker
can do to limit his/her risks.

viii
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(0]

(0]

(0]

Provide information on employer-provided and publically available tobacco cessation services to
all employees and other (e.g., contracted or voluntary) workers on a regular basis.

0 Ata minimum, include information on available quitlines and self-help materials, and
information on employer-provided cessation programs and tobacco-related health
insurance benefits available to the worker.

0 Ask about personal tobacco use as part of all occupational health and wellness program
interactions with individual workers and promptly provide encouragement to quit and
guidance on tobacco cessation to each worker identified as a tobacco user and to any
other worker who requests tobacco cessation guidance.

Offer and promote more comprehensive tobacco cessation support to all tobacco-using workers
and, where feasible, to their dependents.

0 Provide employer-sponsored cessation programs at no-cost or subsidize cessation
programs for lower wage workers to enhance the likelihood of their participation. If
health insurance is provided for employees, the health plan can be designed to provide
employees with comprehensive cessation coverage, including evidence-based cessation
treatments, unimpeded by co-pays and other financial or administrative barriers.

0 Assure inclusion of occupational health protection content specific to the individual
workplace in employer-sponsored tobacco cessation programs offered to workers with
jobs involving (potential) exposure to other occupational hazards.

Become familiar with available guidance (e.g., CDC’s ‘Implementing a Tobacco-Free Campus
Initiative in Your Workplace’) (see Box 6-1) before developing, implementing, or modifying
tobacco-related policies, interventions, or controls.

Develop, implement, and modify tobacco-related policies, interventions, and controls in a
stepwise and participatory manner—with input from employees, labor representatives, line
management, occupational safety/health and wellness staff, and human resources
professionals. Those providing input should include current and former tobacco users, as well as
those who have never used tobacco. Seek voluntary input from employees with health
conditions exacerbated by exposure to SHS, such as heart disease and asthma.

Make sure that any differential employment benefits policies that are based on tobacco-use or
participation in tobacco cessation programs are designed with a primary intent to improve
worker health and comply with all applicable federal, state, and local laws and regulations. Even
when permissible by law, these differential employment benefit policies, as well as differential
hiring policies based on tobacco use, should be implemented only after serious consideration is
given to ethical concerns and possible unintended consequences, including the potential for
adverse impacts on individual employees (e.g., coercion, discrimination, and breach of privacy)
and the workforce as a whole.

NIOSH recommends that workers who smoke cigarettes or use other tobacco products:

o
o

(0]

Comply with all workplace tobacco policies.
Ask about available employer-provided tobacco cessation programs and cessation-related
health insurance benefits.
Quit using tobacco products, with the understanding that
0 Quitting tobacco use is beneficial at any age, but the earlier one quits, the greater the
benefits.



OO NOOULLEE WN B

R R R R R R R
O U WNERO

Document Under Development
This information is distributed solely for the purpose of pre-dissemination review under applicable quality guidelines. It has not
been formally disseminated by the National Institute for Occupational Safety and Health. It does not represent and should not
be construed to represent any agency determination of policy.

0 Many people find various types of assistance to be very helpful in quitting, and
evidence-based cessation treatments have been found to increase smokers’ chances of
quitting successfully. Assistance may be obtained from some or all of the following:

= tobacco cessation programs

= your state quitline (phone: 1-800-QUIT-NOW [1-800-784-8669])

= your health care provider.
In addition, individual workers who want to quit tobacco may find several of the
websites listed in Box 6-1 helpful.

NIOSH recommends that all workers, including workers interested in quitting tobacco use and

nonsmokers exposed to SHS at their workplace:

0 Know the occupational safety and health risks associated with their work, including those that
can be made worse by personal tobacco use, and how to limit those risks.

0 Consider sharing a copy of this CIB with their employer.
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