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PREFACE

In developing The Truth About series, we have taken time to review
some of the most pressing problems facing our youth today. Issues such
as alcohol and drug abuse, depression, family problems, sexual activ-
ity, and eating disorders are at the top of a list of growing concerns. It
is the intent of these books to provide vital facts while also dispelling
myths about these terribly important and all-too-common situations.
These are authoritative resources that kids can turn to in order to get
an accurate answer to a specific question or to research the history of
a problem, giving them access to the most current related data avail-
able. It is also a reference for parents, teachers, counselors, and others
who work with youth and require detailed information. 

Let’s take a brief look at the issues associated with each of those
topics. Alcohol and drug use and abuse continue to be a national con-
cern. Today’s young people often use drugs to avoid the extraordinary
pressures of today. In doing so they are losing their ability to learn
how to cope effectively. Without the internal resources to cope with
pressure, adolescents turn increasingly back to addictive behaviors.
As a result, the problems and solutions are interrelated. Also, the
speed with which the family structure is changing often leaves kids
with no outlet for stress and no access to support mechanisms.

In addition, a world of youth faces the toughest years of their lives,
dealing with the strong physiological urges that accompany sexual
desire. Only when young people are presented the facts honestly,
without indoctrination, are they likely to connect risk taking with cer-
tain behaviors. This reference set relies on knowledge as the most
important tool in research and education. 



Finally, one of the most puzzling issues of our times is that of eat-
ing disorders. Paradoxically, while our youth are obsessed with thin-
ness and beauty, and go to extremes to try to meet perceived
societal expectations, they are also increasingly plagued by obesity.
Here too separating the facts from fiction is an important tool in
research and learning.

As much as possible, The Truth About presents the facts through
honest discussions and reports of the most up-to-date research.
Knowing the facts associated with health-related questions and prob-
lems will help young people make informed decisions in school and
throughout life.

Mark J. Kittleson, Ph.D
General Editor
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HOW TO 
USE THIS BOOK

NOTE TO STUDENTS
Knowledge is power. By possessing knowledge you have the ability to
make decisions, ask follow-up questions, or know where to go to
obtain more information. In the world of health that is power! That is
the purpose of this book—to provide you the power you need to obtain
unbiased, accurate information and The Truth About Smoking. 

Topics in each volume of The Truth About are arranged in alphabet-
ical order, from A to Z. Each of these entries defines its topic and
explains in detail the particular issue. At the end of most entries are
cross references to related topics. A list of all topics by letter can be
found in the table of contents or at the back of the book in the index.

How have these books been compiled? First, the publisher worked
with me to identify some of the country’s leading authorities on key
issues in health education. These individuals were asked to identify
some of the major concerns that young people have about such top-
ics. The writers read the literature, spoke with health experts, and
incorporated their own life and professional experiences to pull
together the most up-to-date information on health issues, particularly
those of interest to adolescents and of concern in Healthy People 2010.

Throughout the alphabetical entries, the reader will find sidebars
that separate Fact from Fiction. There are Question-and-Answer boxes
that attempt to address the most common questions that youth ask
about sensitive topics. In addition, readers will find a special feature
called “Teens Speak”—case studies of teens with personal stories
related to the topic in hand. 

This may be one of the most important books you will ever read.
Please share it with your friends, families, teachers, and classmates.

ix



Remember, you possess the power to control your future. One way to
affect your course is through the acquisition of knowledge. Good luck
and keep healthy.

NOTE TO LIBRARIANS
This book, along with the rest of The Truth About series, serves as a
wonderful resource for young researchers. It contains a variety of
facts, case studies, and further readings that the reader can use to help
answer questions, formulate new questions, or determine where to go
to find more information. Even though the topics may be considered
delicate by some, don’t be afraid to ask patrons if they have questions.
Feel free to direct them to the appropriate sources, but do not press
them if you encounter reluctance. The best we can do as educators is
to let young people know that we are there when they need us.

Mark J. Kittleson, Ph.D.
General Editor
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ADDICTIVE BEHAVIOR
AND SMOKING

Addiction is a condition in which a person habitually gives into a
psychological or physical need for a substance such as alcohol,
tobacco, or drugs. The substance becomes the focus of a person’s life
and begins to harm the individual or others physically, mentally, or
socially. Addictive behavior includes psychological dependence on
activities like overeating or gambling as well as physical addiction to
chemicals like heroin or cocaine. Perhaps the thorniest discussion
about addictive behavior is the ongoing argument about smoking cig-
arettes. Is tobacco use merely a bad habit that can be controlled and
broken with a little willpower? Or is it a more serious problem with
complex physical and psychological effects that keep smokers smok-
ing? Are they, in fact, tobacco addicts?

Language purists complain that words like addicted and addiction
are being stretched to cover so many situations that they’re in danger
of losing their original meanings. In a way, that has already happened.

Believe it or not, there was a time when addiction was a good
thing. The word came into English more than 500 years ago as a legal
term. Addiction occurred when people gave themselves over to a mas-
ter to learn a trade as apprentices. Old books describe people as being
addicted to learning or doing good works. By the 1800s, however,
addicted began to refer more to harmful behaviors than to positive
ones. Dictionaries used examples like “addicted to vice.”

Then, approximately 100 years ago, doctors began writing about
people giving themselves over to a new master—drugs. By 1951,
Webster’s New Twentieth Century Dictionary defined an addict as
“one who is addicted, or strongly disposed to taking drugs.” The 1960
Webster’s New Collegiate Dictionary showed the beginnings of a new
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shift in meaning. An addict was defined as “one who is addicted to a
habit, especially to the taking of some drug.” In 1991, the Random
House Webster’s College Dictionary defined an addict as “one who is
addicted to a substance, activity, or habit.”

Do you see the change? People used to think that addiction
required a physical substance. By the late 1900s, many recognized a
psychological component to addiction as well. When someone can’t
stop buying shoes, it is not because something in the leather makes
them addicted. Rather, some deep need is being met by the act of
shopping, and satisfying that need has threatened people’s jobs and
destroyed their marriages.

An addict can be ruthless in acquiring whatever satisfies his or her
craving or urge. Addicts will lie, cheat, or steal. They will manipulate
people to get what they want. They’ll be miserable and blame every-
one but themselves if they can’t feed their addiction. Far too much
time goes into plotting how to get the all-important item, how to get
it now, and even better, get more of it.

You might think the previous paragraph is somewhat dramatic
when applied to a product that any adult can walk into a convenience
store and buy. On the other hand, perhaps you have seen a 15-year-
old one or two days after being cut off from his or her nicotine sup-
ply. Or you may consider this quotation from a 1969 presentation
made to the board of directors at Philip Morris, one of the large
tobacco companies: “Long after adolescent preoccupation with self-
image has subsided, the cigarette will even preempt food in times of
scarcity on the smoker’s priority list.”

THE CAUSE OF ADDICTION
Why would the top executives of a tobacco company expect hungry
smokers to choose cigarettes over food? The answer is nicotine addic-
tion. The nicotine in cigarettes is a powerful drug. Whether they real-
ize it or not, smokers use nicotine to keep their stress levels down.
When they can’t get nicotine, smokers become irritable and upset—a
definite physical reaction. Cigarettes also have psychological value
for smokers. Smoking offers a way of breaking the ice at parties or
other social situations by offering someone a cigarette or asking for
a light.

Unfortunately, cigarettes also have many negatives. Some of the
really serious consequences of smoking take years to make them-
selves known.
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You’ve probably heard the lectures and seen the pictures in health
class. The worst part about smoking is that you’re addicting yourself,
giving yourself over to a master. You may be hooked before you even
realize it. Only when you are scrambling to the store in the middle of
the night because your pack ran out or lighting up when you are sick
with the flu do you face the harsh realization that you no longer have
a choice. You need that cigarette. And you need it now.

THE TOBACCO INDUSTRY
Imagine inventing a product that was inexpensive to make but for
which people would pay almost anything to own and then keep com-
ing back for more. Increase that business to an almost unimaginable
scale, and you begin to approach the business position of Big
Tobacco, the half-dozen major corporations that control the produc-
tion and sale of tobacco products around the world. Papers recently
acquired from these companies show that it costs approximately 19
cents to produce a pack of cigarettes. Compare that to the retail cost
at a local store. Admittedly, tobacco companies face additional
expenses. The cigarettes have to be stored and shipped. Distribution
costs add to the price, as do federal, state, and local taxes. Even with
these added costs, tobacco companies make a handsome profit.

Going back to our hypothetical “must-have” product, imagine
making 25 cents a day (researchers in a 1998 study for the
American Cancer Society suggested that tobacco companies make
more than this amount) from one-quarter of the people in your
neighborhood, country, or state. On the national level in the real
world, smokers bought approximately 20 billion packs of cigarettes
in 2002.

Although it appears that anyone would be happy to own the com-
pany producing our imaginary product, this remarkable moneymak-
ing product causes a serious illness or death to a substantial
percentage of its users. According to statistics from the federal agency
charged with protecting against health threats, the Centers for Disease
Control and Prevention (CDC), 440,000 Americans die each year from
smoking-related illnesses.

Cigarettes became a big business in the 1880s. Tobacco companies
enjoyed ever-growing sales—and profits—through the 1940s. In the
1950s, however, news stories began to appear reporting that
researchers were finding health problems connected with smoking,
including cancer.
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This research came as a shock to the executives who ran the
tobacco corporations. Up to that point, they thought their product
offered an inexpensive pleasure to millions of people. Drawbacks
seemed minor. Some smokers complained of coughs and sore throats.
Others lost their breath more easily than nonsmokers. While not
exactly healthy, cigarettes didn’t seem harmful. Tobacco companies
used such advertising lines as, “Not a cough in a carload” and pro-
moted their products as “smooth” or “mild.”

If cigarettes were found to have serious, even fatal, side effects,
tobacco companies wouldn’t just lose sales. They could be sued for
selling a dangerous product and face financial ruin.

The companies instituted their own research to eliminate the dan-
gerous ingredients in tobacco smoke and make their products safer,
an effort that continues today. At the same time, Big Tobacco tried to
sweep the bad news under the rug until they could rectify matters.

Tobacco companies spent considerable time, effort, and money
challenging the unfavorable research findings by raising questions
about the research. Competing companies joined forces to create and
fund the TIRC (Tobacco Industry Research Committee, also known as
the Tobacco Institute and the Council for Tobacco Research), an
industry group whose only job was to convince the public that scien-
tists were not sure if smoking was dangerous. Whenever new research
connected smoking to health risks, this group would fire off press
releases to debate the value of these discoveries.

The strategy created a controversy fought in the media, with claims
and counterclaims running in newspapers and magazines and also on
radio and television. The TIRC combed scientific journals for research
that bolstered the tobacco companies’ position and publicized that
research as loudly as possible. Press releases and fact sheets went out
to influential editors and publishers. The group even hired writers to
create articles that “proved” cigarettes were safe. The media war con-
tinued even as research sponsored by the tobacco companies verified
the findings of independent researchers.

Over three decades, the TIRC became so well-known—or infamous—
that it was forced out of existence as part of a legal settlement in
1998. But the group succeeded in creating a “tobacco controversy,”
confusing a lot of people who kept buying cigarettes.

To date, the “safer” tobacco products that have hit the market
turned out to be more about public relations than public health. The
cover-up continues today.
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In 2004 many Americans marked the 40th anniversary of what
people call the “first surgeon general’s report.” The surgeon general
is the nation’s highest government health official. He or she heads the
U.S. Public Health Service. In 1962, Surgeon General Luther Terry
gathered a committee of scientists and health experts to examine the
evidence linking smoking with various diseases. Terry asked the cig-
arette companies for their research so the committee could make an
informed decision. The cigarette manufacturers gave limited informa-
tion, significantly damaging data.

One may speculate as to what the world would be like if the
tobacco companies’ information had been released in the 1960s
instead of leaked to the press in the 1990s. Would cigarette sales have
dropped more rapidly? Since 1965, tobacco’s most successful year,
sales have consistently shown a decline. Would there have been law-
suits? The tobacco companies have kept their lawyers busy for years,
contesting cases brought by people who became ill or died because of
cigarettes. Internal records discovered or leaked because of these cases
have only made the corporations look worse.

THE TOBACCO CONTROVERSY
For 40 years, controversy has swirled around a major American busi-
ness, getting sharper and nastier, it seems, with every decade. Some
people complain about the shrill tone of the antismoking forces. Part of
that shrillness comes from trying to be heard. A 2003 research report
from the University of California–San Francisco on the subject of
tobacco control points out California’s budget for educating people
about the dangers of tobacco and controlling tobacco sales came to
approximately $144 million dollars. That amount puts California
among the most active states in the tobacco control field. In the same
year, however, the research paper estimates that tobacco companies will
spend $1.2 billion on advertising and promotion in California.

If the tobacco companies keep a calm tone in their public relations,
they also have a long history of funding supposedly “independent”
groups to attack and vilify opponents. An incident in the late 1990s
illustrates the extent of the problem. At the time, some tobacco com-
panies admitted on their corporate web sites that their products caused
health problems. The immediate reaction was suspicion. “What are
they up to? Why did their lawyers tell them to do that?” people asked.
After 40 years of evasion, this general distrust of Big Tobacco is like
a sore that never heals—a cancer, if you like, on American public life.
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THE IMPACT ON SOCIETY
Consider a snapshot of the United States as it was about a century
ago. According to statistics from the American Lung Association, cig-
arette manufacturers sold 2.5 billion cigarettes in 1900. (Today, pro-
duction is closer to 400 billion.) Most Americans in 1900 preferred to
chew their tobacco rather than smoke it. An Internet web site on
tobacco history (www.sweducationcenter.org) reports that 58 percent
of the tobacco consumed in the United States in 1900 was chewed.
Only 1 percent was smoked as cigarettes.

In 1900, lung cancer was an extremely rare disease, and few peo-
ple died of heart attacks. This was an era in which many people died
young from diseases that are controlled today, like tuberculosis. The
average lifespan was much shorter.

Doctors began seeing a rise in lung cancer after American partici-
pation in World War I (1917–1919). When American troops marched
off to war, their rations included free cigarettes. For many young
men, this was their introduction to smoking. Many remained com-
mitted smokers for the rest of their lives.

Even in the 1930s, lung cancer was a comparatively rare condition.
However, the death toll from this disease would rise sharply over the
next 60 years, even as new treatments reduced mortality rates for
other forms of cancer.

During those years, young men once again went off to war (World
War II, 1941–1945) with cigarettes in their rations. Again, many ser-
vicemen came home as confirmed smokers. The number of smokers
continued to rise through the mid-1960s. In 1965, more than half of
the adult males in the United States smoked. Fifteen to twenty years
later, the cancer rate soared.

Speaking at the release of the 40th surgeon general’s report in
2004, Surgeon General Richard H. Carmona noted that more than 12
million people have died from smoking-related illness since the first
surgeon general’s report in 1964. These deaths include 4.1 million
deaths from cancer, 5.5 million deaths from cardiovascular diseases
(heart attacks and strokes), 2.1 million deaths from respiratory dis-
eases, and 94,000 infant deaths. Carmona warned that nearly 25 mil-
lion Americans alive today will die prematurely unless they quit
smoking cigarettes.

Death rates from smoking-related diseases rose even as the number
of Americans who smoked decreased. Statistics from the World Health
Organization, the international public health agency of the United
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Nations, show that smoking is on the decline in the United States,
Canada, Japan, and most of the developed nations in northern and
western Europe. For most of the world, however, the number of smok-
ers is still rising. How will poor countries that don’t have enough hos-
pitals for current medical problems deal with a flood of patients with
smoking-related illnesses in the future?

In terms of treatment costs and lost productivity from sick or
deceased patients, the United States has paid a terrible price for the
popularity of smoking. The American economy has been strong
enough to survive the impact, but many of the places where smoking
is on the rise are poor countries like Bangladesh or countries still
developing their economies like Malaysia. How will these nations
cope with the costs of a huge public-health crisis? Who can predict
the economic and political results?

FACING THE FUTURE
While reviewing the state of smoking in 2004, Surgeon General
Carmona also reflected on the government’s hopes for the future. He
and other public health leaders have set ambitious goals for the com-
ing decade. They hope to reduce the percentage of smokers to 12 per-
cent from the present number of 22.5 percent. Accomplishing that
objective would save more than seven million Americans from pre-
mature death.

The task, Carmona admitted, is difficult. Unless more people can
be persuaded to quit smoking, the rate of deaths related to the habit
will not decline for many years to come. The percentage of smokers
in the population has held fairly steady in recent years. Some sug-
gest that those who have not quit represent hard-core smokers, those
who are most determined to stay with the habit—or those who are
most addicted.

As new research reveals the dangers of secondhand smoke—smoke
discharged into the air by cigarettes and smokers—attitudes are hard-
ening among nonsmokers. Instead of a nuisance, smoke in the air is
increasingly viewed as a health hazard. Smokers may choose to risk
their health—that is their right. If the ingredients in cigarette smoke
that cause illness in smokers also affect those around them, non-
smokers should have the right to insist on a smoke-free environment.

Smoking has been such a part of the American scene for so long
that many simply take the act of smoking for granted. Surveys show
that over the years, however, nonsmokers are becoming less and less
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tolerant of smoking, and there are three nonsmoking American adults
for every smoker.

Facing the future is also a personal challenge. The catchphrase
“Young people are our future” may be a cliché, but it is also the truth.
Most smokers start when they are young, and many smokers are
young people. The decision to smoke can affect a person’s future. In
some cases, it can make that future drastically shorter. As a smoker, a
friend of a smoker, or someone who is tempted to explore smoking,
you must be aware that a choice made now can have consequences
for decades to come.

With the information in this book, you should find enough facts
to make an informed decision about smoking. And if you’re
presently smoking, you may get enough facts to do more than just
consider stopping.

Before you start taking on those facts, however, why not discover
what you already know about the subject of smoking?

RISKY BUSINESS SELF-TEST
As you answer true or false to the following statements, keep a record
of your answers on a sheet of paper so that you can assess your
knowledge of the facts.

Twenty questions about smoking and smokers
Look over these statements about tobacco. Identify whether each is
true or false.

1. Smoking is just a bad habit.
2. Smoking helps you concentrate.
3. Most children of smokers hate smoking.
4. Ads don’t really convince people to smoke.
5. Smoking cigarettes leads to more serious drugs.
6. Lots of people smoke—just take a look at the movies.
7. Smoking can take almost 15 years off a woman’s life.
8. Smoking is a favorite method of relaxation for the rich

and famous.
9. The percentage of smokers does not vary from one eth-

nic group to another.
10. Smoking doubles the risk for a heart attack.
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11. Two-thirds of students in high school have tried
smoking.

12. It’s easier for an alcoholic to stop drinking than it is for
a smoker to stop smoking.

13. Cigarettes are just tobacco and paper.

14. Kids under age 12 just play at smoking.

15. Most smokers enjoy smoking. Otherwise, why would
they do it?

16. Smokers are 10 times more likely to get lung cancer
than nonsmokers.

17. When people quit smoking, they gain weight.

18. Using smokeless tobacco is safer than smoking.

19. The information about the effects of secondhand
smoke is just a scare tactic.

20. Smoking is just a phase kids go through.

The answers

1. False. The nicotine in tobacco is addictive. People suf-
fer withdrawal symptoms when they attempt to quit
smoking.

2. True. Better concentration, even in noisy environments,
seems to be one of the few positive effects of nicotine.

3. False. Children of smokers are twice as likely to become
smokers as the children of nonsmokers.

4. False. Tobacco companies claim that advertising only
convinces smokers which brand to choose. Historically,
however, significant rises in tobacco use have followed
major, innovative ad campaigns.

5. True. For some, smoking is the first step in a series of
risky choices. Researchers on drug abuse at Columbia
University discovered that nine out of 10 cocaine users
started out as smokers.

6. False. Less than 25 percent of adult Americans smoke.
Most people, including most young people, do not
smoke.
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7. True. According to life expectancy studies by the
Centers for Disease Control and Prevention, women
who smoke can expect on average to live 14.5 years
less than female nonsmokers.

8. False. Despite glamorous images in the media, the
highest percentage of smokers in the United States
can be found among high school dropouts and the
unemployed.

9. False. Surveys show that different ethnic groups have
different smoking habits. Native Americans and Alaska
Natives have the highest percentages of smokers in the
United States. Statistically, Asian Americans smoke less
than the national average. Caucasian Americans tend to
smoke more than African Americans or Latinos.

10. True. This is just one of an array of alarming statistics
about the impact of tobacco smoke on the cardiovas-
cular system. Smoking has many bad effects on the
heart and blood vessels, including stroke and harden-
ing of the arteries.

11. True. The most recent statistic for students who tried
smoking was 62 percent. Fewer high school students
are actual smokers, however.

12. True. Recent research shows that sensitivity to alcohol
and nicotine may be genetic—it may run in people’s
families. However, while statistics show that many alco-
holics manage to stop drinking, they continue to smoke.

13. False. Companies add some 600 chemicals to cigarettes
to flavor them and even to make them burn evenly.
Scientists have identified more than 4,000 chemicals in
cigarette smoke. About 43 of those chemicals are
known to cause cancer.

14. False. A full 8 percent of middle school students have
completely smoked a cigarette before the age of 11.
People who start smoking at a young age typically
spend more years smoking and have greater difficulty
in quitting.

15. False. Government surveys find that nearly 70 percent of
smokers were interested in quitting. Nearly one-half (46
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percent) attempt to quit each year, but the success rate
is under 10 percent. According to the American Heart
Association, the key to success is not giving up. People
who keep trying to quit have a 50–50 chance of success.

16. True. The American Lung Association warns that one in
three smokers will die early. Smokers face much higher
rates for disorders of the lungs, heart, and the blood
vessels. They also suffer a higher rate for cancers in
other parts of the body, such as the stomach, bladder,
kidneys, and even certain types of leukemia.

17. False. Nicotine does depress the appetite, but it will not
keep weight off. Inactive smokers can expect to gain
about five pounds on average if they quit smoking.
Some studies indicate that women tend to gain more
weight than men after they stop smoking. By no means
should weight gain be an excuse for not trying to quit.
After beating nicotine, working off a few extra pounds
shouldn’t be difficult at all. A 15-minute walk each day
should be enough to burn the necessary calories.

18. False. Although smokeless tobacco users are at lower risk
for lung cancer, they have a greater risk of developing
oral (mouth) cancer. Approximately 30,000 people a
year die from oral cancer. Three-quarters of those deaths
can be linked to the use of smokeless tobacco. People
who develop oral cancer undergo often disfiguring sur-
gery to remove tumors, losing parts of their face, jaw,
and tongue.

19. False. Some 3,000 nonsmoking Americans die of lung
cancer each year from breathing other people’s ciga-
rette smoke. Tests of blood, urine, and hair of non-
smokers who spend time in environments with
cigarette smoke reveal breakdown products of nicotine
in the systems of nonsmokers. Hair tests on newborn
babies show that the developing baby can be exposed
to nicotine if the mother or other people around her
smoke cigarettes during the pregnancy.

20. False. The American Legacy Foundation, an antismoking
group, conducted a long-term study on teenagers and
smoking. Only 5 percent of the teens questioned
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thought they would be smoking in five years. Yet when
researchers checked in with them eight years later, 75
percent of the study subjects were still smoking. Other
research finds 90 percent of lifetime smokers begin
before their 18th birthdays. These long-time smokers
also have a much more difficult time trying to quit.

KNOWING THE SCORE
Were you able to tell fact from fiction? How many answers did you
already know? How many surprised you?

As you look through the various entries in the rest of this book,
expect to find more surprises. Even some well-informed adults who
looked over the manuscript found facts that challenged things they’d
always believed—things that “everybody knows.”

That’s the annoying thing about facts. You have to keep picking
them up, expanding your knowledge. When it comes to questions of
your health, however, you don’t have a choice. What you don’t know
can hurt—and even kill you.
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A TO Z ENTRIES





■ ADDICTION, PRODUCTS TO OVERCOME
A condition in which a person habitually gives into a psychological
or physical need for a substance such as tobacco is called addiction.
After years of studying why smokers continue to smoke, researchers
have identified nicotine, a substance in tobacco and tobacco smoke,
as an addictive substance. In recent years, a number of products have
been introduced to help smokers overcome their addiction to nicotine.
A bad habit can be broken with willpower alone, but a person fight-
ing an addiction is likely to need additional assistance.

NICOTINE REPLACEMENT
When asked about the biggest obstacle to quitting, 70 to 90 percent
of smokers mention withdrawal symptoms. Cutting off their usual
flow of nicotine makes smokers irritable and nervous. Often they
have difficulty concentrating. Nicotine replacement therapy con-
sists of products such as the nicotine patch, gum, and nasal spray.
Each supplies those who are trying to quit smoking with enough
nicotine to relieve their worst symptoms. These products help take
the edge off cravings without exposing anyone to cancer-causing
tars and poisonous gases found in tobacco smoke. They provide an
alternative to going “cold turkey”—trying to stop smoking with no
help at all.

Nicotine replacement starts when smoking stops. A person can’t
smoke while using nicotine patches, gums, or nasal sprays. The whole
idea is to establish a level of nicotine that lets a user feel reasonably
comfortable and then to reduce the dose in several stages. Smoking
while using nicotine replacements might raise nicotine levels in the
body to a dangerous point.

Nicotine replacement isn’t cheap—the products probably cost as
much as a pack of cigarettes. How successful are these products? In
its 2003 guide for quitting smoking, the American Cancer Society
reported that between one-quarter and one-third of smokers who used
nicotine replacement therapy were still smoke-free six months later.
Only 5 to 16 percent of smokers stopped for six months through
willpower alone. Statistics show that smokers can increase their
chances of success by getting counseling. Learning how to deal with
situations where they face a high risk of smoking has helped people
using nicotine replacement to remain smoke-free.
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Fact Or Fiction?
If you’re someplace where they don’t allow you
to smoke, bring along some nicotine gum.

Fact: Nicotine replacement products are intended to help smokers quit,
not to help them keep smoking.

At this point, no one is sure what the long-term effects of nicotine
products are. Doctors recommend that people use nicotine replacement
for three or six months. Even though products are sold over-the-counter,
they are still medicine. 

The patch
The nicotine transdermal system, better known as the patch, is an
adhesive bandage containing nicotine. This nonprescription nicotine
replacement transmits a measured dose of the drug through the
wearer’s skin. The patch looks like a large bandage, about three inches
across. The user peels the backing off and smoothes the patch on a
clean section of nonhairy skin between the neck and the waist or on
an arm. The patch cannot be used on broken, cut, or irritated skin.
Each time it is changed, the patch should be placed in a new location.
Some patches stay on for 16 hours and come off at night. Others are
replaced every 24 hours. Users are warned to keep new and used
patches away from children and pets. The nicotine can be poisonous
to small children and animals.

Possible side effects from nicotine patches include headache, dizzi-
ness, blurred vision, and vivid dreams. Many people experience itch-
ing, burning, and redness on the skin beneath the patch, which is why
users must keep moving their patches around. The full treatment lasts
two months to 10 weeks, with users stepping down the dosage in sev-
eral stages.

The patch can be purchased without a prescription, but it’s best to
talk to a doctor before starting, especially if the prospective user is
under 18 years of age. The patch can interfere with certain medicines
and adversely affect some medical conditions. A doctor should know
if the person intending to use the patch has a history of heart prob-
lems, diabetes, liver or kidney disease, or allergies to tape, bandages,
or medicines.

Users should be aware of the possibility of overdosing, especially if
they continue to smoke cigarettes while wearing the patch. Symptoms
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of nicotine overdose include cold sweat, dizziness, nausea, drooling,
confusion, and even fainting. The doctor should be called immedi-
ately in such a situation.

Because the brain isn’t used to dealing with nicotine during sleep-
ing hours, users of the 24-hour patch may experience strange dreams
or sleeplessness. Users of the 16-hour patch may have to deal with
morning cravings for a cigarette. Because the patch delivers a steady
dose of nicotine, it can’t help users to deal with sudden cravings for
a cigarette.

Q & A
Question: Who can I talk to if I think I might have a smoking
problem?

Answer: Talk to your doctor or your dentist. You might also check
state or local health agencies for programs that help smokers quit.
You can find them in the blue pages of the phone book. Most libraries
have information as well. You may also want to speak with your par-
ents, a school counselor, or a religious leader in your community. If
you think you need help, it’s a good idea to start looking for it.

Nicotine gum
Chewing a nicotine gum offers another nonprescription method for
delivering nicotine into the body. The nicotine enters the bloodstream
through the membranes in the mouth.

Those who choose to use a nicotine gum need special instruc-
tions for chewing the product to ensure that they release the nico-
tine correctly. The idea is to chew only until a “peppery” taste or a
tingle in the mouth indicate that the nicotine has been released.
The user then “parks” the gum at the side of the mouth, between
the gum and the cheek, where it acts like an internal patch, trans-
ferring nicotine through the inner cheek. As the tingle fades, the
user chews again, exposing a new piece of the gum and releasing
additional nicotine.

Too much chewing or too vigorous a chewing action can free nico-
tine too quickly, leading to an overdose or stomach problems if the
nicotine is swallowed. One piece of gum should last for about 30 min-
utes. When the user no longer feels a tingle, it’s time to discard the
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gum. Again, care should be taken to keep used gum away from chil-
dren and pets.

People using the gum follow a regular schedule, chewing a piece or
two of gum every one to two hours. In the event of a sudden craving
they can chew an additional piece to blunt the compulsion. On aver-
age, users chew 10–15 pieces per day, with a maximum of 30 if nec-
essary. After stabilizing for a month, users begin to reduce the number
of pieces chewed each day until they only chew when they experience
withdrawal symptoms. The treatment is supposed to last about three
months, but some users have relied on the gum for six months or even
a year.

Although nicotine gum is available without a prescription, smok-
ers who wish to use the gum to quit would be wise to consult their
doctors before starting a program, particularly if the prospective users
are under the age of 18.

The advantage of nicotine gum is that it can be used to respond
quickly to cravings. The gum works more slowly than a cigarette,
however, and the nicotine dose is lower. Users shouldn’t eat or drink
for 15 minutes before using the gum or while they are chewing it.
Acidic food and beverages such as coffee, fruit juices, and soda can
affect how well the gum works by changing the chemical balance in
the mouth, which in turn affects how well the nicotine is absorbed.

Other drawbacks to nicotine gum include a bad taste, aching jaws
from constant chewing, a sore throat, and even sores in the throat and
mouth. Swallowing nicotine in saliva can cause hiccups and upset the
stomach. If a user should actually swallow the gum, he or she may
risk a nicotine overdose. Anyone swallowing the gum should see a
doctor or visit the local poison control center.

Some researchers are experimenting with a mixed nicotine replace-
ment therapy, using the patch to provide a steady dose of nicotine
with a limited supply of nicotine gum for emergency use against
strong cravings.

Those who use nicotine gum should also read and carefully follow
the instructions that come with the product. Besides explaining how
to use the gum, the instructions also offer useful quitting tips.

Nasal spray
Another nicotine delivery system used by people who want to stop
smoking is a nasal spray. Users spray a controlled dose up each nos-
tril. The nicotine is then absorbed into the bloodstream through the
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skin of the nasal membranes. Nicotine nasal sprays come in pump bot-
tles, each containing about 100 doses of nicotine in a water-based
solution. A dose in this case means a single spray up each nostril. Each
dose is equivalent to the amount of nicotine in one cigarette. The nico-
tine spray is the fastest delivery system for nicotine replacement.

Those trying to quit smoking use the spray once or twice each wak-
ing hour, with additional sprays if they have to fight cravings—up to
a maximum of 40 doses a day. Users complain that the spray can
sting at first. Other negative effects include watery eyes, sneezing,
coughing, nosebleeds, a sudden rapid heartbeat, and diarrhea. The
spray is not recommended for people with nasal or sinus problems,
asthma, or allergies.

The spray’s greatest advantage is the speed it offers to users in
responding to cravings. Users also have more control over doses than
with other nicotine replacement methods. On the other hand, in some
situations using a spray may not be convenient. Nicotine spray can
also become addictive. It’s the hardest replacement therapy to stop.
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DID YOU KNOW?

Percentage of Smokers Using Various
Quitting Methods and Their Success Rates,
2000

Preferred Success 
Method Rates

% %

Cold turkey/self-help 90.4 <10.0
Counseling/behavioral 1.3 15.0
Nicotine replacement therapy

Nicotine patch 4.2 17.7
Nicotine gum 1.6 23.7
Nasal spray 0 30.5
Nicotine inhaler <1.0 22.8

Non-nicotine therapy
Bupropion 1.2 30.5

Source: National Health Interview Survey, 2000.



For these reasons, people need a doctor’s prescription to use it. The
Food and Drug Administration (FDA), the federal agency in charge of
drug safety, recommends that the spray be used only for three
months—six months at the most.

ADDITIONAL PRODUCTS
Another prescription nicotine replacement system is the nicotine
inhaler, a tube with a nicotine cartridge inside. A user puffs on the
tube, bringing nicotine into the mouth, where it is absorbed through
the skin. Those trying to quit may prefer the inhaler because puffing
on it closely resembles actually smoking. However, inhalers are the
most expensive form of replacement therapy.

Some people prefer a nicotine replacement therapy that offers the
drug in lozenge form. A user absorbs the nicotine through the skin of
the mouth while sucking on a hard candy. The product is used in a
12-week program. For the first six weeks, users take a lozenge every
one to two hours. Over the course of the next three weeks, they cut
the dosage down to one lozenge every two to four hours. In the final
three weeks of the program, users take a lozenge every four to eight
hours.

As with nicotine gum, lozenges must be taken in a special way. In
the 20 to 30 minutes it takes for the lozenge to dissolve, a user must
move it from side to side in the mouth. Most experience a tingle as the
nicotine is absorbed. It is important not to swallow while letting the
lozenge dissolve. Swallowing nicotine-laced saliva can cause hiccups
and upset the stomach. Users are also warned not to chew on the
lozenges; doing so may release a larger than desirable dose of nicotine.

Although the lozenges are available without a prescription, users
must be over the age of 18. As with the patch and nicotine gum, those
interested in the product are advised to consult a doctor before start-
ing the therapy.

NON-NICOTINE REPLACEMENT THERAPY
The FDA recently approved a non-nicotine replacement therapy pre-
scription drug. Buproprion is a medicine originally developed to help
people suffering from depression. The drug is marketed under the
brand name Welbutrin as an antidepression medicine and under the
name Zyban to help smokers quit.

A major test conducted by the University of Wisconsin School of
Medicine compared the effectiveness of nicotine replacement with the
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new drug. The results were published in the March 4, 1999, issue of
the New England Journal of Medicine. In this test of 893 smokers, one
group used Zyban alone, another used it along with the nicotine
patch, and a third group used only the patch. A fourth group was
given a placebo, a pill containing no medication administered for its
psychological effect. A year later, 30.3 percent of the participants who
used Zyban alone remained smoke-free. Those receiving the Zyban-
patch combination had a success rate of 35.5 percent. Participants
using the patch only or the placebo had success rates of 16.4 percent
and 15.6 percent respectively.

Zyban is a prescription drug. Before prescribing it, doctors often
require a check-up and a full medical history, including all other drug
use by the patient. Zyban may interact with other medications for
depression, for instance. Another important consideration is whether
the patient or the patient’s family has a history of seizures. In a
seizure, the brain’s electrical activity becomes disturbed, creating
muscular spasms and causing a person to lose control of body move-
ments. A very small percentage of Zyban users may suffer seizures
which could be life-threatening. Thus, people who are subject to
seizures should not use the drug.

A MAJOR CHANGE
Even as recently as 20 years ago, people were still arguing over the
addictive properties of nicotine. Final recognition that nicotine is
addictive—and that smoking is an addiction—has changed the outlook
for people trying to quit. Treatments have been developed which are
both medically approved and socially acceptable.

A smoker trying to quit can now blunt cravings with a variety of
products that will deliver a dose of nicotine without cancer-causing
chemicals. Smokers can also use a non-nicotine treatment—a prescrip-
tion pill which counteracts nicotine cravings. With these therapies,
smokers have a much better chance to break the hold of a dependency
that is far more than a habit.

See also: Addiction to Nicotine; Body and Smoking, The
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Brizer, David. Quitting Smoking for Dummies. New York: Wiley
Publishing, Inc., 2003. 
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■ ADDICTION TO NICOTINE
Nicotine is an addicting agent found in tobacco plants. A natural
poison, nicotine protects tobacco plants from bugs. A large enough
dose of nicotine—40 to 60 milligrams, the equivalent of a few
drops—can kill a grown person. If a few drops of the pure poison
touch mucous tissues (such as the damp skin inside the mouth or
nose), the person can die. People have actually been murdered
through nicotine poisoning.

For years, debate raged over whether nicotine was an addictive
substance. One might think the matter would have been settled when
Surgeon General C. Everett Koop, the highest medical authority in the
nation, issued a report in 1988 titled, “The Health Consequences of
Smoking: Nicotine Addiction.” Yet as recently as 1994, tobacco exec-
utives claimed that nicotine was not addictive.

Today, Philip Morris, a major tobacco corporation, states on its web
site that the company “agrees with the overwhelming medical and sci-
entific consensus that cigarette smoking is addictive. It can be very
difficult to quit smoking.” Nicotine is the major reason why people
smoke and why they continue to smoke, year after year.

PHYSIOLOGICAL EFFECTS OF NICOTINE
Nicotine can enter the body in several ways. It “hitches a ride” into
the lungs by attaching to tar, the tiny solid particles in tobacco smoke.
People who smoke pipes and cigars do not draw smoke into their
lungs. Instead, those who use smokeless tobacco acquire nicotine
through the mucous membranes in the mouth.

Once inside the body, nicotine enters a complicated chemical
communications system. The body has three basic varieties of message-
bearing chemicals. Cytokines stir up or suppress the mechanisms of
the immune system to deal with invading bacteria and viruses.
Hormones transmit messages to start or stop activity in organs or
tissues, controlling blood pressure, the production of red blood cells,
the amount of sugar in the blood, and regulating the salt and water
balance in the body, among many other activities. Finally, neuro-
transmitters carry messages through the spaces between nerve cells,
or between nerve and muscle cells. All these chemicals allow the
various organs to communicate with one another and help the body
as a whole to function.

Neurotransmitters help messages travel along nerves. These mes-
sages may be reports of sensations, orders to muscles, information

22 The Truth About Smoking



about various parts of the body, or orders to produce hormones.
Whatever the message, information passes through a nerve cell as an
electrical impulse. Neurotransmitters carry the message between
nerve cells. The transmitting ends of the cell store as many as 10,000
tiny chemical molecules. There are about 50 different varieties, depend-
ing on the message being sent. Thousands of these neurotransmitters
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DID YOU KNOW?

Adults Addicted to Nicotine, Selected
Years, 1965–2001

Sex

Total Male Female

1965 50.1 26.9 21.1
1970 48.1 26.4 21.6
1974 48.9 25.6 23.1
1980 51.6 27.5 24.1
1985 50.4 25.7 24.7
1987 48.9 25.1 23.8
1988 49.4 25.8 23.7
1990 45.8 24.2 21.6
1991 46.3 24.0 22.2
1992 48.6 24.8 24.0
1993 46.7 24.7 21.5
1994 48.4 25.6 22.9
1996 47.2 24.7 22.6
1997 48.0 25.7 22.3
1998 47.2 24.8 22.4
1999 46.5 24.3 22.2
2000 46.5 24.6 21.9
2001 46.2 24.4 21.8
Percent change −7.8 −15.6 33

1965–2001
(Persons 18 years or older, in millions)

Source: American Lung Association, 2001.



squirt out across the space between nerve cells. The surface of the
next cell is covered with molecules called receptor sites. Each recep-
tor site accepts only one variety of neurotransmitter, just as a lock
receives a key. Depending on which receptor is “unlocked,” a partic-
ular message is passed along.

A similar lock-and-key system, the blood-brain barrier, is sup-
posed to protect the brain from strange chemicals in the body. The
problem is that nicotine gets past this defense. Its molecular struc-
ture mimics one of the body’s natural neurotransmitters. Once it’s
in the bloodstream, nicotine travels to the brain, binds to receptor
sites there, and sets off a chain of reactions, the basic nicotine
cycle.

The nicotine stimulates production of the hormone epinephrine, a
form of adrenaline, which usually acts to put the body on alert in life-
or-death situations. The hormone causes a surge of insulin, releasing
sugar into the blood and creating a burst of energy. As the nicotine
level in the body decreases, so does the sugar. The smoker feels
depressed and tired—and lights another cigarette. That’s the basic
nicotine cycle, but much more goes on in the body.

Epinephrine revs up other body functions as preparation for great
exertion. Both breathing and heartbeat become faster, putting stress
on the lungs and heart. Blood vessels constrict, making blood pres-
sure rise. Most importantly, nicotine activates the parts of the brain
involved with pleasure. It releases the “feelgood” neurotransmitter,
dopamine, the same reaction that occurs when addictive drugs like
cocaine or heroin enter the body.

The effects are different. Heroin is considered a sedative. It slows
down the body and brain. Cocaine is a stimulant. It speeds things up.
Depending on how much nicotine a person takes in and his or her
mood at the time, the drug can act either as a stimulant or a sedative.
That is why smokers may describe their first cigarette of the day as
“waking them up.” It also explains why a cigarette after a meal
“relaxes” them.

Nicotine differs from cocaine and heroin in one important way.
Most drugs, including marijuana, ecstasy, and inhalants, have an
intoxicating effect. People who use such drugs become clumsy, con-
fused, and disoriented. Nicotine does not have these effects.

In 1996, scientists at Brookhaven Laboratory, a major nuclear
research facility, used body-scanning technology to discover that
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smokers have low levels of an enzyme called monoamine oxidase B
(MAO B) in their brains. Enzymes trigger chemical reactions in the
body, such as digesting food or breaking down body chemicals. MAO
B is called the “killjoy chemical” because it breaks down dopamine,
turning off feelings of pleasure in the brain.

Something in cigarette smoke stops, or inhibits, MAO B. Physicians
use MAO inhibitors to treat people suffering from depression. It seems
that smoking not only delivers nicotine to the body but also prolongs
the pleasurable effects of nicotine and may even have a long-term
effect on a smoker’s mood.

The Brookhaven researchers made a further discovery in 2003.
Comparing full-body scans of smokers and nonsmokers, they also
found low levels of MAO B in the heart, liver, and kidneys of smok-
ers. MAO B breaks down chemicals that cause high blood pressure.
Since surges in blood pressure can cause crippling and even fatal
strokes, this discovery points to a new health concern for smokers.
Along with other recent findings, these discoveries show that there is
still much more to learn about the effects smoking—and nicotine—
have on the body.

Besides releasing dopamine to create feelings of pleasure, are there
any positive aspects connected with nicotine? Smokers find that nico-
tine helps them concentrate in noisy environments. It also helps con-
trol their appetite, especially the desire for sweets. Smokers often
worry that if they quit, they will gain weight. Perhaps the most impor-
tant effect of nicotine on the brain is the way that it helps people han-
dle stress. When smokers try to quit, stress becomes a big problem.
Not only must they face their everyday problems but also the addi-
tional strain of breaking a powerful habit. Still worse, their usual way
of dealing with difficulties—lighting up a cigarette—is now a problem
in itself.

It is general knowledge that it is difficult to give up an addictive
substance. Less is known about tolerance, the process in which a
body becomes used to an addictive substance. Users have to take in
ever-larger doses of the substance to feel its effects, which is why
smokers increase their habits from single cigarettes to a pack a day,
or even more.

Nicotine has a fairly short life span in the body. Half the amount
taken in with a cigarette is gone within 40 minutes. What happens
then? Many smokers light up their next cigarette.
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TEENS SPEAK

I Thought One Wouldn’t Hurt

Lorraine is an 18-year-old high school senior. She intends to
go to college and study nursing.

“It was the summer of my sophomore year. I had just
turned 16, and I was going out with a guy who smoked.
Whenever he had his pack out, he offered me a cigarette. It
was something he wanted us to share.”

She shrugs. “Finally, I took one. I remember thinking,
‘One can’t hurt.’”

“I found it so strong! Couldn’t even finish it. I thought I
was going to faint. Bobby laughed.”

Her smile at the memory fades away. “But it wasn’t just
one. I had more with Bobby. And I finished them, too.
Finally, I was buying my own.

“I don’t know when I started smoking every day. Bobby
and I broke up before the Junior Prom. I was pretty upset,
and the smoking seemed to help.”

She holds up her pack of cigarettes. “Bobby’s gone, but
I always have these to remember him by. Always—that’s a
scary word. I’ve tried to quit three times, but the longest I
lasted was a week.

When I did some research online, I found that lots of kids
like me try to quit. Only about 3 percent make it. All because
of one cigarette.”

SPIKING TOBACCO
Given that nicotine is an addictive substance, do the people who pro-
vide this drug—the tobacco companies—manipulate the dose to keep
smokers smoking?

In 1994, an ABC-TV newsmagazine, Day One, ran several stories
suggesting that tobacco companies manipulated the nicotine content
of cigarettes. Philip Morris, a major tobacco company, sued the net-
work for $10 billion. Even for a large business like ABC, a $10 billion
loss would be damaging. In addition, the network was in the process
of being sold, and the lawsuit threatened to kill the deal. Although the
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news division assembled considerable evidence to back its stories,
ABC executives decided to settle out of court. The TV network apol-
ogized and paid the tobacco company’s legal fees.

Does that mean cigarettes are not spiked? In 1997, The Associated
Press, an international news service, reported on a variety of tobacco
found growing in Brazil. Called fuomo loco (crazy tobacco), the plants
not only grow amazingly fast but also have much more nicotine than
other tobacco plants. A 1998 follow-up story by UPI, another news
wire service, reported that DNA Plant Technology Corp, a company
working for Brown & Williamson, a large tobacco company, had cre-
ated this new variety of tobacco through genetic manipulation. The
company pleaded guilty to illegally exporting seeds for the plants
outside the United States.

Thus, while the question of whether cigarette companies add nico-
tine to their products has never been proved, there is evidence that
they have experimented with adding nicotine to tobacco. What else
might be added?

Researchers going over tobacco company records found more than
600 ingredients added to cigarettes. Some were added for flavor, like
cherry or licorice. The list included nicotine, which was described as
a flavoring agent—it gives tobacco smoke its sharp, burning taste.
Another chemical listed as a flavoring agent was ammonia.

It might sound strange to imagine ammonia “flavoring” anything
but cleaning agents. Ammonia products are, however, used in baking
dough, ice cream, pudding, and gravies. Researchers discovered that
ammonia in cigarette smoke works with nicotine to create a form of
the chemical that is more easily absorbed by the body. In 1996, a Wall
Street Journal reporter revealed records from Brown & Williamson.
The company’s scientists had been examining a competitor’s ciga-
rettes to find out why they were so successful. Brown & Williamson
researchers discovered “ammonia technology,” as the process is
known in the business.

The brand being analyzed was Marlboro, which had experienced a
huge sales rush in the 1960s and was the best-selling brand in the
world by 1979. Was its success achieved by providing Marlboro
smokers a stronger nicotine kick?

Philip Morris, the company behind Marlboro, would not answer
questions regarding the article, although they had earlier denied using
ammonia to boost nicotine. Brown & Williamson also refused to
comment on the story, claiming that its research records were a “trade
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secret.” It also denied that ammonia increased the amount of nicotine
a smoker received.

Scientists examining “ammonia technology” called it freebasing, a
process much like the one used to create a stronger dose of cocaine.
Tobacco companies continued to state that they use ammonia com-
pounds to improve the taste of cigarettes. They also dispute the results
of tests conducted by the Food and Drug Administration, the govern-
ment agency responsible for the safety of foods and medicines, about
the effects of adding ammonia to cigarettes. As for references to
spiking found by various antismoking activist groups and researchers
in company records, the tobacco companies accuse their opponents of
“cherry-picking”—taking statements out of context from thousands of
documents created over a period of 40 years.

Fact Or Fiction?
I don’t know what the big deal is. I can quit
smoking any time I want.

Fact: According to statistics reported by the American Cancer Society in
2000, nearly two-thirds of teens—61 percent—have said they want to quit
smoking. In the past year, half of these teenage smokers have tried to
quit. Most of them failed. 

A QUESTION THAT WON’T GO AWAY
The addictive properties of nicotine—and its other effects on the
body—turn the simple act of lighting a cigarette into a health risk.
Accusations that tobacco companies manipulate the amount of nico-
tine in cigarettes have increased that risk.

Q & A
Question: How do I know when I’m addicted?

Answer: Some people feel cravings for nicotine after only a few ciga-
rettes. Others can smoke for a while without becoming addicted.
Researchers say you are addicted if you answer yes to the following
questions:

■ Do you light up soon after you wake up in the morning?
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■ Do you begin to feel cravings when you are in a place
where you’re not allowed to smoke?

■ If you were sick in bed, would you still smoke? 

See also: Body and Smoking, The; Cancer and Smoking; Cardiovas-
cular Disease and Smoking; Respiratory Diseases and Smoking; Media
and Smoking, The 

FURTHER READING

Goldmann, David R., ed. American College of Physicians Complete
Home Medical Guide. New York: DK Publishing, 2003. 

■ ADVERTISING AND SMOKING
For more than 200 years, advertising—first on signs, then in newspa-
pers and magazines, and later on radio and television—made smoking
popular and tobacco companies rich. The struggle to get cigarette
advertising off the air helped launch today’s antismoking movement,
and continuing controversies over how cigarette promotion is con-
ducted—and who the targets are—set off some of the major arguments
in tobacco control.

THE GROWTH OF TOBACCO ADVERTISING
The first recorded tobacco ad appeared in a New York newspaper in
1798 for the products of the Lorillard brothers. Founded in 1760, the
Lorillard Corporation is one of the six major tobacco manufacturers
today. The company made the transition from creating handmade
products to mass-producing cigarettes by machine. Just as technology
enabled giant growth in the tobacco industry, the development of
color printing created an explosion in advertising—and explosive
growth for the agencies that created advertisements. Each industry
fueled the success of the other.

In 2001, Advertising Age, the major trade journal covering the
advertising business in the United States, launched a web site that
looks back at the 20th century as “The Advertising Century.” The
magazine listed the 100 most effective advertising campaigns. When
one considers all the advertising that has been done for cars, clothes,
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soft drinks, and fast-food chains, it might be surprising to discover
that five of the all-time best ads promoted cigarettes.

Advertising agencies often create characters portrayed by actors or
even cartoons to serve as a spokesperson or symbol for a product.
From Tony the Tiger telling us that Frosted Flakes are “Grrrrrrrreat!”
to the Energizer Bunny going on and on, Americans encounter a vast
number of characters in advertisements. Cigarette ads featured the
most famous advertising figure—and also the most controversial.

The Marlboro Man is Advertising Age’s most recognized character,
a tough, strong but silent spokesman for cigarette smoking. The ad
campaign started in the late 1950s, originally showing a smoker in a
variety of manly occupations—lifeguard, pilot, and drill sergeant—but
the public responded best to the cowboy.

Before the manly makeover, Marlboro was considered a British
import that was purchased mainly by women. The ad slogan in those
early days was “Marlboro—as mild as May,” and print ads featured
talking babies.

Marlboro’s image got a complete face-lift when the brand
offered a filter cigarette, capturing the interest—and brand loyalty—
of many young people. A whole generation started smoking
Marlboros, and many people still do. In 1950, the most successful
cigarette in the United States was Camel, selling 98.2 billion packs
a year. Marlboro wasn’t even in the top 10. By 1970, Marlboro
ranked number three, with sales of 51.37 billion packs. The brand
rose to the top in 1979. Although the cigarette market was consid-
erably smaller than it had been in the 1950s, Marlboro sold 103.6
billion packs in 1979.

The year 1979 also featured a strange contrast between image and
reality at the stockholders meeting for Philip Morris, the company
behind the Marlboro brand. The actor/model who had portrayed the
original Marlboro Man, a smoker who was then dying of cancer,
asked the company to stop their aggressive advertising. The company
refused. By 1992, Financial World, a business magazine, ranked
Marlboro as the world’s number one brand, with a market worth of
$32 billion.

Camel cigarettes also have a place in advertising history. When
launched in 1913, the brand revolutionized the flavor of cigarettes
with a special “American Blend” of tobacco. A series of innovative
advertising campaigns turned Camel into the first national brand. By

30 The Truth About Smoking



1919, 38 percent of all cigarettes made in the United States were
Camels. Compared to the filtered cigarettes of the 1960s, however,
Camels seemed rough. Camel smokers were older. By 1979, Camel had
fallen to number seven in sales.

The company’s response was to develop a filter cigarette with a
taste that would attract beginning smokers—young people. Getting
the attention of this young market meant introducing a new adver-
tising campaign. Camel ads featured Joe Camel, a cartoon figure who
played a saxophone, wore sunglasses and a leather jacket, and gener-
ally enjoyed doing slightly rebellious things.

Joe also offered tickets to rock concerts and “Camel Cash.”
Depending on the number of coupons people collected, they could
acquire a wide range of items bearing Joe’s picture and the Camel
logo, including baseball caps, backpacks, and jackets. The merchan-
dise was obviously aimed at young people. When the campaign was
launched in 1987, only one-half of 1 percent of people under age 18
smoked Camels. By 1991, almost one-third of those age 18 had
become Camel smokers.

Many adults complained that the company was targeting children.
A 1991 study published in The Journal of the American Medical
Association supported that view. It showed that more than 90 percent
of the six-year-olds surveyed could identify Joe Camel, about the
same percentage as those who recognized Mickey Mouse.

In response to the complaints, the company said it was not trying
to get children to smoke but to ensure product identification among
young people who were going to smoke anyway.

TARGETING NEW SMOKERS
However one might interpret the Joe Camel controversy, it shows that
tobacco companies are targeting young people. Why? In plain busi-
ness terms, the tobacco companies always need new customers, espe-
cially since so many of their older customers die. The American Lung
Association estimates that one million new smokers a year must be
recruited for the tobacco companies to maintain their profits.

Thirty percent of smokers began at age 18. Only 5 percent of new
recruits came into the habit at 24, and the percentages drop after
that. In addition, smokers who start young (and some start as
young as 13 or 14) offer the most profit. They spend many years
smoking, and they tend to be loyal to the brands they started with,
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as is evident from the continuing success of Marlboro and more
recently, Camel.

Some groups are more difficult to persuade than others. Smoking
among educated Caucasian males, for instance, has dropped over the
years. Cigarette companies have therefore looked to other groups to
recruit new smokers. One target market has been females. Since the
1920s, certain brands targeted women. The 1960s saw major new
brands, like Virginia Slims, marketed to a new generation of women.
Both of those eras also saw a substantial rise in the number of young
women who smoked. Cigarette companies say they simply cashed in
on a growing trend. In 1960, about 10 percent of cigarette ads
appeared in women’s magazines. By 1985, advertising had increased
by 34 percent.

Magazines for people with expensive tastes like GQ often have
ads for cigars and some brands of cigarettes. Very different brands
appear in a general-interest magazine like Time, or in supermarket
tabloids. Edgy magazines like Maxim, aimed at young males, might
have ads for smokeless tobacco. A magazine like Lucky, aimed at
young women, often advertises other brands. And magazines with a
predominantly black readership, like Ebony, will probably show ads
for menthol cigarettes, which African-American smokers seem to
prefer.

Tobacco companies place their ads to catch the eyes—and the
taste—of potential customers. Whose eyes might they be trying to
catch? Several groups have a smaller percentage of smokers than
average. By targeting them, tobacco companies can recruit new
smokers from previously unexploited markets. Consider this: 27 per-
cent of Caucasian-American males and 23 percent of Caucasian-
American females smoke. Only 22 percent of African-American
women smoke versus 32 percent of African-American men. In the
Latino community, 26 percent of the men and only 14 percent of the
women smoke. Percentages of smokers among people of Asian eth-
nicity are even smaller.

How do the tobacco companies view the people they set out to
recruit as smokers? In the BBC-TV documentary “Tobacco Wars,” a
former tobacco spokesperson turned antismoking crusader related a
chilling comment from a major executive. Many of the people run-
ning the company didn’t smoke tobacco themselves. As the executive
put it, “we just reserve the right to sell it to the young, the poor, the
black, the stupid.”
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Fact Or Fiction?
Cigarette companies don’t really target young
people.

Fact: Cigarette companies need young smokers to make up for older
smokers who quit or die. The earlier a smoker starts, the more profit for
the tobacco companies. Check any youth-oriented magazine like Sports
Illustrated, and you’ll find cigarette ads. Check a magazine for older
readers, like Ladies’ Home Journal, and you’re more likely to find adver-
tisements for products that help smokers quit.

THE BAN
Before 1964, people smoked in offices, theaters, even in airplanes.
Nearly one-half of all adult Americans enjoyed lighting up. Can you
imagine an interviewer smoking a cigarette as he speaks with the
world’s newsmakers on television? One of TV’s most respected news-
men did exactly that on a major interview show during the 1950s.
Every channel ran advertisements for dozens of brands of cigarettes.
Cigarette slogans and jingles were a major part of popular culture.

Then, in 1964, Surgeon General Luther Terry, the country’s leading
health authority, issued a report linking cigarette smoking with cancer.
It resulted in a law requiring a warning on every pack of cigarettes:
“Caution: Cigarette smoking may be hazardous to your health.”

A second report followed in 1967. In that year, the Federal Com-
munications Commission (FCC), the government agency overseeing
broadcasting in the United States, decided to apply the Fairness
Doctrine to cigarette advertising. The rule had originally been drafted
to ensure that both sides of political questions would be covered.
However, several activists convinced the regulators that television
stations should offer time for antismoking commercials as well as for
cigarette ads. By 1969, Congress was considering the idea of banning
all cigarette commercials from TV and radio. Of the major networks
of the day, only CBS volunteered to refuse tobacco ads. NBC and ABC
rejected the notion.

In 1970, Congress passed the legislation, and the ban went into
effect in 1971. The law also called for a stronger label on every pack
of cigarettes: “Warning: The surgeon general has determined that cig-
arette smoking is dangerous to your health.”
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On January 2, 1971, cigarette ads disappeared from the airwaves,
as did the antismoking messages required under the Fairness Doctrine.
Interestingly, in the year after the antitobacco ads stopped, consump-
tion of cigarettes rose.

THE TOBACCO INDUSTRY’S RESPONSE
Although stations could no longer broadcast advertisements, cigarette
brand names and logos continued to appear on television. As early as
1968, tobacco companies were sponsoring race cars. In the 1970s,
they started sponsoring entire sporting events, like Winston Cup rac-
ing (begun in 1975) and the Virginia Slims tennis tournaments
(started in 1971). In a recent Marlboro racing event, the Marlboro
name appeared almost 6,000 times in 90 minutes.

In 1995, the Justice Department closed another loophole that
allowed tobacco companies to receive air time. Marlboro was forced
to take down a number of billboards in sports arenas. The huge
signs had been placed where TV cameras were most likely to be
focused, such as over the players’ entrances to the arena or behind
the goal posts.

A fact sheet issued in 2003 by the American Lung Association
points out that if you compare advertising and promotion budgets
from before the ban on broadcast advertising and the present, you’d
find that tobacco companies today now spend 23 times more than
what they did in 1971.

Q & A
Question: My friend just switched to a low-tar, low-nicotine
brand because the ads claim it’s safer. Will this new brand help
him to cut down and quit?

Answer: A 2004 study has found people who smoke low-tar ciga-
rettes die at the same rate as those who smoke regular varieties. If
your friend really wants to stop smoking and feels the need for help,
suggest that he talk to a doctor about nicotine replacement therapy. 

In 2000 (the most recent year with figures available), tobacco
companies spent $9.6 billion on advertising and promotion. This
amount includes costs for sponsoring sporting events like the
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Winston Cup and cultural affairs like dance performances at New
York’s Lincoln Center. Advertising money exerts considerable influ-
ence on newspapers and magazines. In 1978, for instance, the
Columbia Journalism Review examined how various publications
were covering the health aspects of smoking in the seven years
since the TV advertising ban. Although political, health, and legal
experts continued to challenge tobacco company claims that the
dangers of smoking were “not proven,” not a single in-depth arti-
cle appeared. Newspapers and magazines seemed unwilling to
offend major advertisers.

When Mother Jones did a cover story on smoking in 1979, the
magazine informed tobacco advertisers about the planned story as a
courtesy, reasoning that they might want to withdraw their advertis-
ing for that issue. In fact, the major cigarette companies withdrew
their advertising from the magazine for several years.

A POWERFUL WEAPON
Tobacco companies have used advertising to promote their products
and silence criticism. Although no magazines have been punished as
seriously as Mother Jones, major broadcasting networks like ABC and
CBS have been threatened with expensive lawsuits when their news-
casters prepared exposés on the tobacco industry. The companies that
make up Big Tobacco won’t hesitate to use financial and legal lever-
age to avoid damaging news stories.

See also: Media and Smoking, The
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■ ALCOHOL AND TOBACCO USE
The link between drinking and smoking. An article published in 1996
in the Journal of Addictive Diseases underscored this link. Researchers
discovered that nearly 90 percent of alcoholics were smokers.
Smoking is almost three times as prevalent among alcoholics as
among the general population.
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TEENS SPEAK

I Tried Smoking and Then My Friends
Started Drinking

Jay, a 17-year-old high school senior, played cards with a
bunch of his buddies every Friday night.

“Looking back, it started as a joke, I guess. One of the
guys scored a bunch of cigars, so we lit them up. It was like
something out of the movies—you know, playing cards and
smoking cigars.

“I liked it enough that I moved on to cigarettes. Then the
beer began showing up at our card games. A big deal was
to get some forties—40-ounce bottles. We wound up play-
ing some pretty funny card games, with all sorts of crazy
rules. I didn’t think it was a real problem. All of us were
doing it together. We only drank on weekends, so it really
didn’t hurt with school or anything. Besides, my crew isn’t
all that big on grades.

“The problem was getting the beer. Since I looked the
oldest, that became my job. Really, it was no problem—’til
the cops nailed me for buying beer with a fake ID. I guess
our town doesn’t mind teenaged smoking, but they don’t
like drunk driving—especially by kids.

So now I’ve got an arrest record. That’s going to look
great when I try to get a job or get into college. Not to men-
tion that it means I already have a big strike against me if I
do anything else stupid.

A DANGEROUS GATEWAY
Certainly, young people seem to discover smoking and drinking at the
same time. Cigarettes and alcoholic beverages can be found in many
houses. Although both substances are legal, they’re the first “drugs”
teenagers can get their hands on and experiment with. As a result,
both are listed as “gateway drugs.”

The image of a teen with a cigarette dangling from the lips and a
beer can in the hand is almost a stereotype. Depending on the point of
view, the label to be attached to that image can range from “edgy” or
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“cool” to “loser.” The National Institute on Drug Abuse (NIDA) com-
pleted a 10-year study of student attitudes about alcohol and tobacco
in 1986. According to that study, 18.4 percent of high school seniors
who smoked also drank daily in contrast to a rate of 1.7 percent among
nonsmoking seniors. Nearly 68 percent of the seniors who smoked also
drank heavily, while only 17.2 percent of nonsmoking seniors engaged
in heavy drinking.

NIDA statistics for 2002 reveal that approximately 52 percent of
young people who smoked cigarettes daily within the previous month
also used illicit drugs during that time. Among young people who
described their drinking as heavy, 66 percent had used illicit drugs in
the previous month. Youths who had used both cigarettes and alco-
hol within the past month were more than twice as likely to have used
illicit drugs within the same period compared with youths who used
only cigarettes or only alcohol. Young people who used only ciga-
rettes or only alcohol were more than seven times as likely to have
taken illicit drugs in the previous month compared with youths who
had used neither.

These statistics suggest obvious dangers, such as traffic accidents.
But smoking and drinking also result in a range of less obvious
dangers.

Fact Or Fiction?
Cigarettes and alcohol aren’t that dangerous.
After all, they’re legal.

Fact: Unlike a lot of drugs, tobacco and alcohol have been part of
American culture for centuries. The fact that they’ve been around all that
time and using them is legal doesn’t mean that these drugs are safe. If
alcohol and tobacco came out as products today, with their addictive
properties and health risks, they would never be allowed on the market. 

HEALTH CONCERNS
Counselors trying to help alcoholics have long reported that many
recovering patients die young from tobacco-related diseases and con-
ditions. More recent research expands on that observation.

A 2003 study on the effect of vitamins in protecting against
cancer revealed some unexpected information. People treated for
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intestinal polyps, growths (sometimes cancerous) which protrude
from the wall of the intestine, were offered various mixtures of beta
carotene and vitamins. They were also questioned on various health
matters. While most showed improvement, those who smoked and
drank had a twice as high rate of polyp recurrence.

Smokers who drink regularly are twice as likely to suffer from a
genetic mutation connected with lung cancer than nondrinking
smokers. Scientists are just beginning to study the phenomenon. It
may be that alcohol interferes with the body’s systems for neutraliz-
ing and getting rid of carcinogens (cancer-causing chemicals) from
cigarette smoke. Alcohol may also disrupt the body’s ability to repair
genes, which serve as blueprints for creating new cells in the body.
Alcohol may even cause damage to genes, creating changes, or
mutations, in new cells. Such changes can create cancer cells.
Moderate drinking (one to two drinks a day) can increase the risk of
cancer two to three times. Smoking and drinking pushes the risk to
15 times normal.

Q & A
Question: How can I talk to someone who may have a smoking
and drinking problem?

Answer: Show that you’re worried, not only about what the person is
doing but about the direction in which they’re headed. This isn’t a cri-
sis that happened overnight. Risky habits grow little by little, unnoticed
by friends or even the people themselves. The problem is, they lead to
bigger risks—like hard drugs, or maybe a drunk-driving accident.

Speaking up may be a wake-up call for a friend. It takes a lot of
lying, cheating, and stealing for underage smokers and drinkers to get
what they want. Ask your friend if that is a road he or she really wants
to travel.

THE CHEMISTRY OF MIXING ALCOHOL 
AND NICOTINE

Researchers are beginning to study exactly what happens when peo-
ple mix alcohol and nicotine. The prevailing theory had been that
people are self-medicating, using one drug to control the unwelcome
effects of another. Alcohol is a sedative—it relaxes the body and brain,
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sometimes to the point of sleepiness. On the other hand, nicotine revs
the body up—it’s a stimulant. Some scientists believe that drinkers
may use nicotine to wake themselves up, while smokers use alcohol
to calm themselves down.

The latest research, however, seems to challenge this long-held
view. In the February/March 2004 issue of Nicotine and Tobacco
Research, investigators from Duke University showed that alcoholic
drinks may enhance the pleasure provided by nicotine. The subjects
were smokers who had at least four alcoholic drinks a week.
Researchers first served the smokers drinks that either contained alco-
hol or appeared to contain alcohol but didn’t and recorded how much
the subjects enjoyed their cigarettes. Repeating the experiment,
researchers provided some of the smokers with nicotine-free ciga-
rettes. In a final round of experiments, some received a drug that
counteracted the effects of nicotine. The results suggest that nicotine
enjoyment is enhanced by even small amounts of alcohol. Subjects
also reported that the experience of drinking and smoking is dimin-
ished without the nicotine. Research into this newfound relationship
between the two drugs may lead to treatments that help with depend-
ence on both nicotine and alcohol at the same time.

A PROBLEM WITH STOPPING
Visit a typical recovery program for alcoholics (people addicted to
alcohol)—Alcoholics Anonymous, for example—and you’ll find a
group of heavy smokers huddled in the back seats or catching a quick
smoke outside. When alcoholics try to stop drinking, they often
smoke heavily to keep from relapsing.

As those who have helped alcoholics recover have noted, this often
means that many recovering alcoholics die from smoking-related dis-
eases rather than alcohol-related ones. For instance, both founders of
Alcoholics Anonymous died of lung cancer.

People who have quit smoking often relapse when they drink.
Researchers have also discovered that people with an alcohol problem,
even a past alcohol problem, have greater difficulty in quitting smok-
ing. From the beginning of the recovery movement in the 1950s, how-
ever, the general wisdom was “you can only quit one thing at a time.”

As evidence of the addictive aspects of tobacco has grown, peo-
ple working in the fields of substance abuse and mental health
treatment are finding it more and more difficult to allow patients
merely to switch addictions. As medical research reveals more about
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the interaction of nicotine and alcohol in the brain, treatment spe-
cialists may be able to develop relief for both dependencies.

See also: Drugs and Tobacco Use
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■ BODY AND SMOKING, THE
To communicate, the various systems of the body rely on a great vari-
ety of chemical messengers. Hormones are chemicals that control
local organ functions or that initiate or inhibit bodywide responses.
Cytokines are chemicals that activate or suppress the immune system,
the body’s defenses against bacteria and viruses. Neurotransmitters
are chemicals that help transmit impulses across the spaces between
nerve cells or between nerve and muscle cells.

In addition to these messengers, there are enzymes, chemicals
that turn on and off chemical reactions such as digesting various
elements in food or breaking down chemicals to be excreted. With
hormones, cytokines, neurotransmitters, and enzymes, the average
body is a complex chemical stew. Smoking adds thousands of ran-
dom chemicals to this mixture. The best-known chemical in the new
mix is nicotine, which has serious effects on the brain. But nicotine
also affects systems in the other parts of the body. Tobacco smoke
contains other chemicals that can have serious effects on body
organs as well.

TEENS SPEAK

Smoking Changes You

Erin is a lively 17-year-old high school senior. She has never
smoked, and is a founding member of REBEL—Reaching
Everyone By Exposing Lies, a New Jersey antismoking
activist group.
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“Our first slogan was ‘not for sale.’ We just decided we
weren’t going to give in to the manipulation and lies. Why
would you take years off your life because of an advertise-
ment? It’s like the tobacco companies are putting a price on
our heads.”

She leans forward. “That’s our driving reason. Our sec-
ond slogan is ‘My mind, my body, my choice.’ You see peo-
ple putting all those toxins into their bodies, stuff that isn’t
supposed to be in there, and doing it in mass quantities. It
throws everything out of whack.

“We knew some of the facts already. But the Surgeon
General’s latest report on smoking shows that it’s not just
bad for one or two parts of the body, it’s bad for the whole
system.”

She grins. “And when he came out with the report, he
also had some nice things to say about what we’re doing in
New Jersey.”

Erin turns serious again. “We have to get off the cycle of
having people die too young. The older generation has
started dying off already. If it’s going to stop, it will have to
be youth—us—that does it.” 

NICOTINE
Nicotine stimulates brain cells to create feelings of pleasure. It also
“revs up” the body, spurring the production of epinephrine from the
adrenal glands. This primes the body for the “fight or flight”
response. When our prehistoric ancestors faced danger—like a wolf or
a lion, for instance, they had to be able to run for their lives or to
fight desperately. Today this reaction is reserved more for unpleasant
surprises—a pop quiz or having to speak in class. It can also be asso-
ciated with good things, like going out for a special evening with a
special person.

Whatever the reason, the results are the same. The hormone epi-
nephrine (also known as adrenaline) sends chemical messages
through out the body. The heart speeds up by 10 to 20 beats a minute.
Blood vessels constrict—that is, they get tighter. This constriction
pushes blood pressure up five to 10 points. So, the heart works harder,
pushing blood through narrower veins and arteries, an additional
workload for a very important organ.
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After 30 to 40 minutes, the effect of the nicotine starts to wear off,
and the smoker begins to feel tired and depressed. The usual response
is to light up another cigarette, and the cycle begins all over again.
This continuous, intermittent strain on the heart and blood vessels
goes on every day the smoker continues with the habit.

TAR
When someone blows a cloud of white smoke on a movie screen, it
may look cool, or even pretty. In the real world if someone blows
smoke through a tissue, it leaves a yellowish–brown stain from some-
thing known as tar.

The word tar may bring to mind the sticky black substance used to
surface streets. Like that tar, the tiny particles in cigarette smoke melt
in the 2,000-degree heat near the tip of a lit cigarette. Those particles
then carry nicotine into the lungs, where it enters the bloodstream.
What happens to the tar? It turns solid in the lungs, getting stuck in
the machinery of one of the body’s most amazing systems—the pul-
monary system.

Each time you inhale, you take in the oxygen that is needed to run
every cell in your body. Every time you exhale, you get rid of the
body’s waste gas, carbon dioxide, in much the way the tailpipe of a
car vents exhaust fumes. Unlike a car, your body manages to do both
jobs with one system. Each breath brings air in through the mouth
and nose. The air travels down a large tube known as the bronchial
passage, which breaks off like the branches of a tree into ever-tinier
airways. These passages lead to about three million tiny, thin-walled
sacs, the alveoli. The walls of the alveoli are only one cell thick.
Oxygen passes through this very thin tissue and enters hair-thin
blood vessels, where it binds with red blood cells. Carbon dioxide
passes out of the liquid part of the blood, the plasma, transferring
through the alveoli walls and is then expelled from the lungs.

The size of your lungs depends on the size of your body. Your two
fists joined together are about the size of one lung. Healthy lungs are
packed with an amazing 100 square yards of the thin tissues that
make up the walls of the alveoli.

The lungs have several lines of defense against unwelcome sub-
stances. Mucous membranes, which line the passages to the lungs,
secrete a sticky substance, mucus, to trap foreign particles and
germs. Tiny hairlike structures, cilia, also grow from the walls of the
air passages. The job of the cilia is to push foreign substances away
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from the lungs and back to the bronchial tubes, where they will be
coughed up.

Unfortunately, something in cigarette smoke paralyzes the cilia. Tar
particles and mucus gather in the air passages, blocking the path of oxy-
gen. These sticky blockages are the beginnings of smoker’s cough—when
a smoker is constantly hacking up the debris from cigarette smoke.

Tar particles are so tiny, they can invade even the smallest alveoli.
Once they’re in place, they tend to stay. When doctors examine
healthy lung tissue, they’ll find some dirty spots. Like it or not, pol-
lution is in the air no matter where you live. Everyone ends up
breathing car exhaust and smoke particles from factories and power
plants. A smoker’s lungs, however, show black specks all over, like a
piece of fresh meat with a very heavy sprinkling of black pepper.

Those black specks physically block the exchange of gases in the
alveoli. With mucus, they hinder the movement of air in and out of
the lungs and cause chronic bronchitis, inflammation, and infection
of the air passages. Worse, chemicals in tar irritate and damage the
delicate lung tissues. That damage can turn into cancer.

Fact Or Fiction?
My grandfather smoked all his life, and he lived
to be 90.

Fact: Some smokers live to age 85 and older—you can see that in the sta-
tistics. The problem is that most smokers don’t live that long. Be glad to
have a 90-year-old smoker around. But it might be instructive to ask him
what happened to all the smoking buddies he had when he was 20 years old.

CARBON MONOXIDE
Starting from the lungs, blood travels through the body delivering
oxygen, exchanging it with carbon dioxide, and then returning to the
lungs to remove waste gases from the body. It’s a system that has
developed over millions of years—oxygen in, carbon dioxide out.
Smoking delivers another gas into the body, messing up this long-
running success story.

Carbon monoxide is a gas that is similar to carbon dioxide. Like
carbon dioxide, it is odorless and colorless. Like carbon dioxide, it is
also created by combustion—whether in a car engine, a fire, or the tip
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of a cigarette. In high enough quantities, both carbon dioxide and
carbon monoxide are poisonous.

If you could magnify these incredibly small gas molecules, you
would find that carbon monoxide has one oxygen atom bound to a
carbon atom, while carbon dioxide has two. That tiny difference has
a huge impact on the way the two gases act in the human body.

When the heart-lung system is working correctly, oxygen binds to
hemoglobin, a chemical in red blood cells, and travels through the
body to help cells create energy. Carbon dioxide dissolves into the liq-
uid part of the blood, the plasma. Earth’s atmosphere usually contains
210,000 parts per million of oxygen, 600 parts per million of carbon
dioxide, and only 0.2 parts per million of carbon monoxide.

However, when a smoker breathes in cigarette smoke, the fraction
of carbon monoxide is more like 500 to 1,500 parts per million. Once
inside the lungs, carbon monoxide begins to disrupt the breathing
system. The problem is, carbon monoxide molecules bind better to
hemoglobin than oxygen. The poison gas molecules push oxygen out
of the way. So, while tar blocks the flow of air through the lungs,
carbon monoxide cuts down the amount of oxygen that reaches the
bloodstream. The heart must work harder to get more blood moving
through the lungs to make up for the missing oxygen. The result is
an additional strain on both organs, as well as a decrease in the oxy-
gen supply to the heart and brain. For healthy people, the amount of
carbon monoxide in cigarette smoke can cause headaches and flulike
symptoms. For people who already have heart disease, carbon
monoxide exposure can cause chest pains.

Q & A
Question: I’ve been smoking for a while now, and I’m getting a
little worried. Even if I quit, will things really get better inside
my body?

Answer: Getting better is a prime reason to stop smoking. The day
after you quit, your chances of having a heart attack drop.

Within the first nine months after quitting, your smoker’s cough
should disappear and you’ll find yourself not getting out of breath so
quickly during physical exertion. Your lungs will be cleaner and better
able to resist infections.
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A year after you quit, your chances of having a heart attack are cut
in half. In five years, your risk of having a stroke is the same as that of
a nonsmoker. In 10 years, your chance of lung cancer is half of what it
would be if you had continued smoking. In 15 years, your risk of heart
disease will be the same as that of a nonsmoker. 

See also: Cancer and Smoking; Cardiovascular Disease and Smoking;
Respiratory Diseases and Smoking

FURTHER READING

Goldmann, David R., ed. American College of Physicians Complete
Home Medical Guide. New York: DK Publishing, 2003. 

■ CANCER AND SMOKING
As cancer cells multiply, they form damaging growths and can spread
to other sites in the body. Cancer may be caused by a virus, radiation,
sunlight, or chemicals. Cigarette smoke contains a number of cancer-
causing chemicals. According to the surgeon general, the country’s
leading health authority, smoking is the leading cause of cancer
deaths.

DNA contains the blueprint for cells and all living things, also
known as the genetic code. Genes carry traits from parents to chil-
dren. Height, looks, even hair color all come from the mixture of genes
contributed by parents. Genes also determine the interior structure of
the body. They ensure that organs grow in the proper places and reach
the correct size. As a person grows up, oncogenes in the nucleus of
tissue cells control how often those cells divide. The plan is to create
only enough tissue cells to replace those that die. Sometimes genes
are damaged, either by radiation or by a variety of chemicals called
carcinogens. Oncogenes repair this damage, or if the damage can’t be
fixed, they program the cell to self-destruct. Sometimes, however,
these mutated cells survive. They become abnormal, reproduce
uncontrollably, and cancer begins. Some oncogenes are more effec-
tive than others. For people with less effective oncogenes, cancer can
be seen to run in their families.

When a cell becomes abnormal, it begins to reproduce. The cell
doubles, and those two cells double, the resulting four cells double,
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and so on. After 25 to 30 doublings, the clump of cancerous cells has
become a mass approximately half an inch wide, containing billions
of cells.

This growth is called a tumor, and it continues to get larger, invad-
ing and damaging healthy tissues around it. Cancers are named for
the parts of the body where they originate, and they can damage
important organs like the lungs, stomach, or brain. This damage can
become fatal.

Cancer cells can also invade the blood vessels or the lymph system,
part of the body’s defenses against outside organisms. Cells can break
off from the primary tumor and travel the blood and lymph systems
like highways, creating new tumors in other parts of the body. This is
called metastasis. If left untreated or treated too late, cancer may
have spread to attack too many important organs. The patient then
faces a painful, lingering death.

Although medical writers had commented on the apparent con-
nection between smoking and cancer for centuries, serious study of
the link began in the late 1920s. The general public became aware of
the connection in the 1950s, as scientists began identifying cancer-
causing chemicals and then discovering them in cigarette smoke. A
1989 surgeon general’s report found at least 43 carcinogens in ciga-
rette smoke.

TEENS SPEAK

It’s Enough to Make You Sick

Noreen quit school at age 17. She’d been smoking for two
years by that time. Presently, she works at a small restau-
rant. At the end of a shift, her uniform smells strongly of
tobacco smoke.

“I left school because I wasn’t going anywhere. Not that
I’m going anywhere right now. The pay is lousy and the tips
aren’t great. As for benefits—ha! Not in this dump.

“Let me tell you, restaurants and bars are nothing at all
like you see on TV. The kitchen stinks from fried food, and
out in the dining room everybody’s smoking up a storm.
When I come in to start my shift, they’re trying to air the
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place out. All you can smell is beer and old cigarettes. Then
all you smell is new cigarette smoke—clouds of it.

“Half the time I’m stressed out from customers, or the
boss is on me for something. I smoke every break I get, then
it’s back to the clouds in the restaurant. Some days I think I
spend my whole shift breathing smoke. I’m starting to get
this cough that’s scaring me. If I get something like cancer,
how can I expect to pay for it? My savings account is barely
over the bank’s minimum. And I have no insurance.” 

THE SMOKING GUN: THE NUMBERS
As early as 1602, an English writer commented on the soot-related
diseases of chimney sweeps and wondered if smoking tobacco had the
same effects. Over the next 200 years, some doctors noted that pipe
smokers got cancer of the mouth and snuff takers got cancer of the
nose. Also in the 1700s, lung cancer was discovered—a very rare dis-
ease. In 1900, lung cancer was still rare. But as the century pro-
gressed, more and more people began developing this form of cancer.
It grew five times faster than any other cancer between 1938 and
1948. Today, lung cancer is the number one cancer in the world, espe-
cially in poorer, less-developed countries. It’s the second most wide-
spread cancer among American men and women and the most deadly.

Studying death statistics from 1995 to 1999, the Centers for Disease
Control and Prevention (CDC) found that smoking killed over 440,000
people a year—roughly one out of every five deaths in the United
States. Lung cancer and about a dozen other types of cancers
accounted for over 150,000 of those deaths. The CDC concluded that
cigarette smoking is the most important source of preventable illness
and premature death in the world today.

THE RISKS
As they light up their first cigarettes, most young smokers aren’t
thinking of the consequences of smoking, but there are consequences.
In terms of life expectancy, male smokers lose about 13 years off their
lives. Females lose 14.5 years.

The threat of cancer plays a big part in shortening smokers’ lives.
Lung cancer is an obvious danger. Smokers are 10 times more likely to
develop this disease than nonsmokers. But smokers have an equally
large chance of developing varieties of cancer that attack the mouth

Cancer and Smoking 47



and tongue, nasal passages, gums, throat, voice box, or esophagus. The
risk of bladder cancer is two to three times higher for smokers than for
nonsmokers. Smoking also doubles the risk of stomach cancers. In
addition, smokers also are more likely to develop cancer in the kidney,
pancreas, liver, cervix, colon and rectum than nonsmokers. Smokers are
at greater risk for some forms of leukemia as well.

Fact Or Fiction?
There’s still a lot of controversy over cigarettes
and cancer.

Fact: If anyone still doubts that smoking causes cancer, they haven’t
been paying much attention to medical news for the last few years. Even
the tobacco companies, who fought the hardest to dispute the connec-
tion, have had to admit the fact that their product kills people.

CHRONIC VS. ACUTE CANCER
Medical people describe diseases as either chronic or acute. An acute
disease is one that has a sudden onset and lasts a short time. The word
chronic comes from the Greek word for time. A chronic disease recurs
or progresses over time. A chronic cough, for instance, is one that
does not go away. Cancer is usually considered chronic, progressing
through certain set stages over a period of time. A lump, a sore, or a
cough that won’t go away may be an early sign of cancer. The earlier
cancer is detected the sooner treatment can begin.

The usual treatment for cancer is surgery to remove the tumor. For
those with lung cancer, for instance, doctors may remove a portion of
the lung or the entire organ. In cases where the tumor has metastasized,
chemotherapy or radiation therapy may be used. In chemotherapy,
patients receive powerful drugs to destroy fast-growing cancer cells. In
radiation therapy, beams of x–rays, electrons, or gamma rays are used
to destroy cancerous cells, or radioactive materials are placed in or
around the tumor. Both chemotherapy and radiation affect healthy cells
as well. Patients may suffer pain, vomiting, weakness, and hair loss.

Cure rates for some cancers can be as high as nine cases out of 10.
In other varieties, the cure rate is more like one out of 10. If all symp-
toms of cancer disappear and there is no evidence of cancer cells in
the body, the patient is said to be in remission. If the patient man-
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ages to survive for five years without the cancer returning, there is a
good chance that he or she has been cured.

Acute diseases appear suddenly with a severe intensity. In acute
appendicitis, sudden pain warns the patient that the organ is inflamed
and in danger of bursting. In acute cancer, the onset of the disease is
sudden and its progress rapid. Prompt, aggressive treatment may be
required if the patient is to survive.

In either its chronic or acute forms, cancer draws away the patient’s
energy and causes considerable pain. Especially in the end stages,
patients may receive heavy pain medication.

Q & A
Question: My dad smoked for years, and now he’s sick. His doc-
tor is talking about cancer. How do I handle this?

Answer: You’ll have to learn as much as possible about your father’s
illness, and then figure out how you can help him and the other mem-
bers of your family.

With many varieties of cancer, treatments offer patients excellent
possibilities of recovery, especially if the disease was caught early. If
your dad has a chance of recovering, be grateful and as helpful as pos-
sible. You may want to work with him on a plan to stop smoking. If the
future looks more grim, you’ll have to work through it, day by day.

Situations like these are the real test of a family. Family members
either pull together or fall apart. You’ll want to do your best to make
sure your family is still standing, however things turn out. 

See also: Body and Smoking, The; Cardiovascular Disease and
Smoking; Respiratory Diseases and Smoking

FURTHER READING

Goldmann, David R., ed. American College of Physicians Complete
Home Medical Guide. New York: DK Publishing, 1999.

■ CARDIOVASCULAR DISEASE AND SMOKING
Some cardiovascular diseases, like heart attacks and strokes, can be
fatal or leave patients seriously disabled. Cigarette smoke contains a
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number of chemicals that have been shown to damage the heart and
blood vessels, setting the stage for serious, even fatal illnesses.

While pumping blood throughout the body, the cardiovascular
system performs several functions. Blood vessels deliver oxygen and
nutrients to every cell in the body, while removing carbon dioxide
and wastes. The heart stays on the job 24 hours a day, seven days a
week, moving the blood supply, about 10.5 pints, through the entire
body about once a minute.

The blood vessels make up a complicated network that reaches
every cell in the body. Laid end to end, these sections of “body plumb-
ing” would reach almost 100,000 miles for a typical adult. Most of
that distance comes from the microscopic capillaries, tiny blood ves-
sels whose walls are only one cell thick. Blood leaves the heart
through the arteries, the largest of which, the aorta, is about the size
of a garden hose. The arteries branch off into smaller vessels, the arte-
rioles, and then into the capillaries. These thin-walled blood vessels
allow oxygen and nutrients to transfer out to the cells of the body.
Waste products and carbon dioxide filter back in. The capillaries grow
together into venuoles and then into veins, which head back to the
heart. Blood also flows to the lungs to eliminate carbon dioxide and
get a new supply of oxygen, through the digestive system for nutri-
ents, and to the liver and kidneys where wastes are removed.

The cardiovascular system is complicated and performs a critical
function. If the flow of blood becomes blocked because of disease, the
results can be very serious. Several components of cigarette smoke
damage blood vessels, creating the potential for cardiovascular dis-
ease, while also putting additional strain on the heart.

Fact Or Fiction?
You’ve got to be really old before you need to
worry about the effects of smoking.

Fact: While heart disease usually strikes older people, smoking acceler-
ates the onset of the disease. Instead of being struck in their 70s, smok-
ers get heart attacks in their 60s— or even in their 50s.

If those ages still seem comfortably far away, consider the short-term
effects of smoking: bad breath, stained teeth, and shortness of breath
impairing sports performance. Consider, too, that smokers are constantly
coughing, irritating their lungs, and irritating the lungs of the people
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around them with cigarette smoke. Finally, add up the costs of buying a
pack of cigarettes each day for a year. 

CARDIOVASCULAR DISEASES
According to 2003 figures from the Centers for Disease Control and
Prevention (CDC), cardiovascular diseases are responsible for nearly
40 percent of deaths every year in the United States. Approximately
950,000 Americans die of cardiovascular disease every year, one
death every 33 seconds. CDC figures also show that more than 99,000
of those deaths are linked to smoking.

Every time a smoker lights a new cigarette, the fresh dose of nico-
tine puts additional stress on the cardiovascular system. Nicotine
pushes the heart to work faster—10 to 20 more beats per minute.
Nicotine also causes the blood vessels to constrict, pushing up blood
pressure five to 10 points. These are merely short-term effects of cig-
arette smoke. The long-term effects of smoking cause even more seri-
ous problems for the cardiovascular system.

Atherosclerosis
Smoking has been connected with atherosclerosis—a condition also
known as hardening of the arteries. Arteries are actually complex
structures, constructed to be strong and flexible. They must withstand
the rush of freshly pumped blood. (In comparison, blood pressure in
the veins is only one-tenth of what the arteries must handle.) Arteries
must also be able to expand or close down. To meet these needs,
artery walls are composed of alternating layers of expandable tissue
and muscle cells.

Sometimes the innermost layer of the artery becomes damaged. The
artery wall thickens as fatty deposits gather. As these plaques or
thickened sections grow, the arteries become less elastic. The growth
of plaques narrows the inside of the artery. Plaques can also break,
creating blood clots which completely block an artery.

Medical researchers are still trying to understand exactly what
causes atherosclerosis. They’ve discovered several factors, including
obesity, high cholesterol, and lack of exercise. A major contributor
seems to be smoking. When the arteries of smokers are compared to
those of nonsmokers, smokers have less flexibility in the blood ves-
sels and larger plaque deposits. Smoking seems to accelerate the
process of hardening of the arteries.
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Smokers have problems with their blood as well. The carbon
monoxide in cigarette smoke binds with red blood cells, cutting down
the amount of oxygen the blood can carry. Chemicals in cigarette
smoke also make the blood thicker, more likely to clot. When a per-
son cuts himself or herself, clotting is a good thing. A blood clot
inside the body, however, can be dangerous.

If a blood clot catches where plaques have already partially blocked
a blood vessel, it can further reduce blood flow or cut it off altogether.
Blood may not reach the legs, causing weakness and pain. If blood
does not reach the kidneys, the result may be a build-up of poisons
in the body. A clot can even cut off the blood supply to the heart mus-
cles—causing a heart attack.

In recent years, medical researchers have investigated the connec-
tion between inflammation and atherosclerosis. You’ve probably
seen your skin become hot and swollen—inflamed—as a result of an
infection or an allergy. Inflammation can affect many tissues,
including the walls of blood vessels. It can also cause chemicals con-
nected with clotting to appear in the blood. Scientists are trying to
determine whether some of the chemicals from tobacco smoke irri-
tate the lining of arteries, creating a recurring inflammation that
weakens the artery wall. Thicker blood and higher blood pressure can
then cause damage in the weakened artery wall, creating a site where
a plaque may develop.

Whatever the exact cause, smoking speeds the progress of athero-
sclerosis. Its contribution to the disease can be fatal—especially if
blockages form in the arteries feeding the heart. Damage to heart mus-
cles can disrupt the function of the organ. The CDC estimates that
nearly 82,000 people die from smoking-related heart attacks each year.

Q & A
Question: My best friend’s mother—a smoker—collapsed while
she was out shopping. Although they rushed her to the hospital,
she died! My friend keeps going on about how her mom
“dropped dead.” Her own smoking has gotten very heavy all of
a sudden. What can I do to help her?

Answer: One of the most devastating things about cardiovascular
diseases is that they can strike with very little warning and fatal
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results. If your friend’s mother had been ill for a while, there would
have been some time to prepare. As it is, your friend is obviously deal-
ing with a terrible shock. Smoking may be one of the ways she’s han-
dling stress.

You’ll have to try and console your friend through this bad time.
Help her in any way you can, especially in terms of her health. Try to
make sure she gets help from other friends, adults, her religious lead-
ers, and if necessary, from professionals.

Stroke
If an artery supplying blood to the heart muscles becomes blocked,
that obstruction can cause a fatal heart attack. Smokers suffer from
other blockages, too. According to Action on Smoking and Health
(ASH), an antismoking group, smokers are 16 times more likely than
nonsmokers to experience obstructed blood vessels in the legs and
feet. Overall, smokers are 1.5 times as likely to suffer a stroke.

A stroke or cerebral thrombosis occurs when a blocked artery cuts
off the flow of blood to the brain. The result may be blindness in one
eye or blurriness in both. Victims of a stroke may have difficulty
speaking or finding the right words. Numbness, weakness, or paraly-
sis may strike one side of the body. The condition may last for a few
seconds, or it can go on for hours. If the attack lasts less than an hour,
there may be no brain damage. The episode is called a transient
ischemic attack and is considered a warning of a stroke. Heavy smok-
ers (people who smoke 20 or more cigarettes a day) are two to four
times more likely to suffer a stroke in their lifetimes.

A stroke is sometimes called a brain attack. As with a heart attack,
quick medical attention can make a difference in survival. When
blood is cut off to the brain, none of the cells receive nourishment or
oxygen, thus killing brain cells. Depending on which part of the brain
is damaged, results can include blurry vision, memory loss, speech
problems, a sudden droop in the muscles on one side of the face,
weakness or inability to move one’s arm or leg (or both), and paraly-
sis of half the body.

If a stroke is diagnosed and treated quickly, the patient stands an
improved chance of recovery. Drugs are used to dissolve the blood clot
in the brain and may also be used to thin the blood so that it will flow
more easily through constricted arteries. Efforts will also be made to
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reduce high blood pressure which often accompanies a stroke. There
will also be rehabilitation—speech therapy or physical therapy.

Approximately one-third of stroke victims make a full or nearly
full recovery. Another one-third may be disabled to some extent,
sometimes requiring help in a nursing facility. For those whose
symptoms continue for six months to a year, the problem is likely
to be permanent. They end up unable to move, eat, or speak nor-
mally. About 20 percent of stroke victims die in the hospital within
a month of the attack. Among those deaths are more than 17,000
smokers.

AVOIDING CARDIOVASCULAR DISEASE
People can take many measures to avoid the danger of heart attack or
stroke. Controlling cholesterol and blood pressure, losing weight, and
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adopting a more active lifestyle can all help to reduce the risk of car-
diovascular disease. Smokers can remove a major risk factor by quit-
ting the habit. As the American Cancer Society’s guide to quitting
points out, a smoker’s risk of heart attack drops measurably just one
day after quitting. The more years a smoker remains smoke-free, the
lower the cardiovascular risks become.

See also: Body and Smoking, The; Cancer and Smoking; Respiratory
Diseases and Smoking
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Goldmann, David R., ed. American College of Physicians Complete
Home Medical Guide. New York: DK Publishing, 2003. 

■ DRUGS AND TOBACCO USE
The U.S. government has banned highly addictive drugs that affect
mood, concentration, and/or behavior. Illicit drugs include marijuana,
amphetamines (speed), cocaine, and heroin. Research into drug
dependency shows that for some teenagers, cigarette smoking is often
the first step toward the use of illegal drugs.

The government has used several methods to assess how many
young people are involved with drugs. One effort has been
“Monitoring the Future,” an annual study sponsored by the National
Institute on Drug Abuse (NIDA). NIDA polls more than 40,000 stu-
dents each year for information on drug use and attitudes toward
drugs. According to the figures for 2003, almost 25 percent of stu-
dents used marijuana, 8 percent used amphetamines, and almost 8
percent used inhalants. More than one-half of the students used alco-
hol in 2003, and almost one-quarter of the high school seniors sur-
veyed were active smokers.

NICOTINE: A GATEWAY DRUG
For young people, alcohol and nicotine are two of the most easily
obtained drugs. Beer and cigarettes can be found in many homes.
Along with marijuana and inhalants, alcohol and nicotine are con-
sidered gateway drugs, substances that introduce people to drug
abuse and can lead to the use of more serious drugs.
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Fact Or Fiction?
It’s just a cigarette—smoking isn’t about doing
drugs.

Fact: For a majority of smokers, this statement may be true. But consider
the 1994 report from the National Center for Addiction and Substance
Abuse: young people who smoked were 19 times more likely to end up
abusing cocaine compared to nonsmokers. For a troubling number of
people, cigarette smoking is often the first indicator of a willingness to
take risks with their health.

For many years, cigarette smoking has been used to predict the
likelihood of people graduating to illegal drugs. A 1994 study by
Columbia University’s Center on Addiction and Substance Abuse
(CASA) found that the earlier young people become involved with
activities like smoking or drinking, the more likely they are to pro-
ceed to harder drugs. The researchers found that 90 percent of cocaine
abusers had used tobacco, alcohol, or marijuana first. Youthful smok-
ers with a daily habit were 13 times more likely to use heroin than
young people who smoked less often.

A 2000 study by NIDA revealed that two-thirds of drug users are
also smokers, more than twice the percentage of smokers found in the
general population. Another NIDA research group studied people who
were receiving drug treatment. The group was divided into nonsmok-
ers, light smokers, and heavy smokers. Urine tests from the subjects
showed traces of opiates (such as heroin) in 14.3 percent of the non-
smokers. Light smokers had traces of cocaine in 27.3 percent of tests,
with opiates turning up in 35.4 percent. Heavy smokers (20 to 40 cig-
arettes a day) showed traces of cocaine in 55.8 percent of the tests,
with positive results for opiates in 53.2 percent of the tests.

According to NIDA youth statistics, in 2000, some 52 percent of
young smokers with a daily habit had also used illegal drugs in the
previous 30 days. Among heavy alcohol users, 66 percent had used
illicit drugs in the same time period. Those using both cigarettes and
alcohol were more than twice as likely to have used illicit drugs in a
one-month period when compared with youths who used only ciga-
rettes or only alcohol. Compared to young people who used neither
gateway substance, those who used only cigarettes or only alcohol
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were more than seven times as likely to have used illegal drugs in the
previous month.

The American Academy of Pediatrics (AAP), a national organiza-
tion of medical professionals who treat young people, issued a warn-
ing to parents on the subject of gateway drugs: “While using alcohol
and tobacco, young people develop behaviors that can also be asso-
ciated with using drugs, such as a willingness to take chances.”

According to the AAP, using tobacco and alcohol teaches young
people:

■ how to obtain substances illegally;
■ how much of the substance to use;
■ how to control the side effects;
■ how to hide what they’ve done and lie about it; and
■ how to deal with any guilt and shame over what

they’ve done.

The AAP is not saying that use of tobacco and alcohol causes
young people to use harder drugs. The AAP is saying that the use of
alcohol and tobacco “sets up patterns of behavior that may make it
easier to take the next step and use other drugs.”

Simply mastering the art of smoking is an important stepping-stone
to other drugs. Smoking is, after all, an unnatural act—inhaling a sub-
stance that makes one choke. A 1972 Canadian government report on
drugs noted that inhaling smoke is difficult and unpleasant for the
starting smoker. He or she needs considerable practice to control the
reflex to choke or cough. Before a person can take pleasure from
smoking, this natural obstacle must be overcome. Then, as the report
puts it, “the general ‘smoking barrier’ is removed, and the smoker is
then more likely to try smoking other drugs.”

PLAYING WITH FIRE
Young people tend to live in the moment, without much thought for
the future. As they reach their teenage years, they discover a wider
world, with many new opportunities—and dangers. Sometimes you
may hear about teens who “experiment” with drugs and alcohol, as if
they were in a chemistry lab. Unfortunately, their laboratories are
their own bodies. Still worse, these young people move on to perform
more risky experiments.
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Since 1991, the Centers for Disease Control and Prevention (CDC)
has monitored the chances young people take with their health
through the Youth Risk Behavior Surveillance System (YRBSS). It is a
nationwide survey of selected students from the seventh through the
12th grades. Students answer a variety of questions on subjects that
concern their health and well-being, including, tobacco use,
unhealthy lifestyles, alcohol and drug use, sexual behavior, and activ-
ities that lead to injury or violence.

In 2000, researchers for the Department of Health and Human
Services analyzed results from the YRBSS and two other government
surveys on risky activities, the National Longitudinal Study of
Adolescent Health and the 1995 National Survey of Adolescent
Males. Their report, “Teen Risk-Taking: A Statistical Portrait,”
focused on 10 risky behaviors: regular alcohol use, regular binge
drinking, regular tobacco use, marijuana use, other illegal drug use,
fighting, weapon carrying, suicidal thoughts, suicide attempts, and
risky sexual activity.

Overall, 54 percent of the students responding engaged in at least
one risky behavior. Only 4 percent of the respondents engaged in five
or more of the behaviors. As the students got older, more and more
of them became involved in risky behaviors. Smokers made up 11 per-
cent of the responding group. However, 85 percent of those smokers
engaged in additional risky behaviors. The researchers found that 32
percent of smokers engaged in regular alcohol use, and 40 percent
took part in regular binge drinking. In addition, 35 percent of tobacco
smokers also smoked marijuana, and 41 percent used other illicit
drugs. In terms of violence, 17 percent of smokers got involved in
fights, and 21 percent carried weapons. Among smokers, 19 percent
admitted to suicidal thoughts, and 24 percent had made a suicide
attempt. A full quarter—25 percent—of smokers engaged in unpro-
tected sexual intercourse.

According to adolescent smoking statistics issued by the
American Lung Association in 2003, 4.5 million young people
smoke in the United States. With so many youthful smokers poten-
tially at risk, one can understand the emphasis former surgeon gen-
eral Joycelyn Elders put on smoking, “This is one of the few early
warning signs we have in public health. If we can prevent tobacco
use in the first place, we might have a big impact on preventing or
delaying a host of other destructive behaviors among our young
people.”
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Q & A
Question: I’ve got a friend who’s trying to quit smoking, but it’s
driving him crazy. Lately, he’s been saying, “I can smoke just
one.” Is he right?

Answer: Your friend is right if he wants to cut down on his smoking
but not if he wants to stop. The web site for the University of Maryland
Medical Center, which discusses the problems in quitting, notes that
people who cheat in the first two weeks of quitting almost always
ended up smoking again. Nearly one-half of those who successfully
resisted cheating were still smoke-free in six months.

If your friend gives in on “just one,” he’ll soon end up smoking his
regular dose. See if you can help him find some other distraction.
Maybe you can check if there’s any counseling available to help him
keep on the smoke-free road. 

See also: Alcohol and Tobacco Use; Medications and Smoking
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■ GOVERNMENT AND TOBACCO
At all levels of government, tobacco use creates complex problems.
Tobacco companies are large businesses that provide jobs and pay
taxes that support many government programs. However, they also
produce a product that has endangered millions of people over the
years, burdening society with enormous costs for not only lost wages
and productivity but also health care.

TOBACCO AND THE FEDERAL GOVERNMENT
At the national level, the government has helped the tobacco busi-
ness. Major tobacco companies have also influenced federal laws and
regulatory policy.

International trade
According to the U.S. Constitution, the federal government has the
power to regulate not only trade among the states but also trade
with other nations. Tobacco has long played an important role in
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international trade. It was the first major American export crop. It
remains an important crop. In the 1980s, for example, facing a
decline in sales at home, American companies tried to boost exports
of cigarettes. When they encountered barriers in foreign markets, they
approached the trade officials in the federal government for help.
Their proposals found a receptive audience. For many years, the
United States has purchased more goods from foreign countries than
it sells. Trade officials were eager to find products that would help to
reduce those losses. Government officials pressured Japan, Thailand,
and South Korea to open their markets or lower import taxes to
improve sales of American cigarettes. As a result American companies
were exporting 243 billion cigarettes by 1996. By 2003, the number
of cigarettes had dropped to 120 billion at a value of $1.4 billion.

In recent years, the World Health Organization (WHO), the interna-
tional public health agency of the United Nations, has become con-
cerned over the rising sales of cigarettes around the world. To deal with
the connected rise in health problems, WHO proposed a treaty for world-
wide control of tobacco sales and advertising. By June 2003, 40 nations
had signed, but not the United States. It is unlikely the U.S. government
will ratify the treaty, because exporting cigarettes brings a considerable
amount of money into the U.S. economy and helps to offset imports of
clothing, electronics, automobiles, and many other products.

Tobacco subsidies
A subsidy is a grant made by the government to an enterprise that
benefits the public. To help the nations farmers, the federal govern-
ment manages a complicated system of subsidies that control how
much they can sell and at what price. Those subsidies include tobacco
farmers. According to the American Heart Association, the federal
government spent some $48 million in 1997, supporting tobacco
prices and other tobacco-related spending.

That money is a direct subsidy. Antismoking activists, however,
point out that even more money is spent on indirect subsidies.
Smokers suffer from cancer, heart attacks, strokes, and lung diseases.
The government pays for much of their medical care. Medicare is a
system of health-care insurance for the elderly and permanently dis-
abled, funded by the federal government. Medicaid is the health-care
program that assists people with low incomes and is paid for by both
federal and state governments. The National Center for Addiction and
Substance Abuse at Columbia University found that in 1995, treating
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tobacco-related illnesses accounted for 14 percent of Medicare spend-
ing and 8 percent of Medicaid costs. Those percentages may sound
small, but Medicare costs the federal government $198 billion a year
and its share of Medicaid costs came to $87 billion. The federal gov-
ernment also pays additional expenses for smoking-related health
care through organizations like the Veterans Administration and the
Department of Defense.

STATE GOVERNMENTS AND TOBACCO
States also bear at least some of the costs of tobacco-related illnesses.
As previously stated, each state is also responsible for Medicaid costs.
According to the Organization for Tobacco-Free Kids, the 2002 bill for
tobacco-related Medicaid costs for all 50 states was more than $10.11
billion, with additional state costs of $2.2 billion. Total tobacco-
related health costs were more than $75 billion.

In 1995, Mississippi attorney general Michael Moore decided to sue
the large tobacco companies to recover his state’s costs for treating
people with tobacco-related illnesses. The other 49 states filed their
own suits. Over the course of several years, the states and Big Tobacco
negotiated, finally coming to an out-of-court settlement in November
1998.

The tobacco companies agreed to pay 46 of the states included in
the settlement more than $200 billion over 25 years. In addition, the
companies accepted new restrictions on advertising and sales of cig-
arettes to young people. Special payments were arranged for tobacco
farmers. Tobacco companies even agreed to fund a new organization,
the American Legacy Foundation, to educate people about the dan-
gers of smoking. The tobacco companies resolved the lawsuits of four
other states, Mississippi, Florida, Texas, and Minnesota, separately.

The Master Settlement Agreement, as the settlement with the 46
states came to be called, was the largest legal settlement in history.
The amount of money to be paid under the agreement staggered many
people. As the settlement was announced, a variety of innovative new
antismoking programs were proposed. It seemed as if a whole new era
was beginning.

Some states established trust funds, investing their settlement pay-
ments so that earnings would continue to provide money for various
antismoking programs even after the payments themselves stop. But
by 2002, more than one-half of the settlement payments were being
diverted to purposes other than health care.
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As hard economic times hit the country, tax revenues fell, but the
expenses of running government programs remained the same. States
began to look at tobacco settlement money as a way to fill in budget
gaps. Wisconsin, facing the worst fiscal situation in the state’s history,
sold off its $5.9 billion settlement for a one-time payment of $1.3
billion—enough to balance the budget for one year.

The tobacco settlement payments are arranged much the way lot-
tery payments are. The money is usually paid off over a long time
span, 20 or 25 years. However, the recipient can take a single lump-
sum payment—but it will be much less. For states, this financial
arrangement is called securitization. States offer bonds (securities) to
raise funds now, which will be paid off with settlement money
received in future years.

While Wisconsin is so far the only state to mortgage its whole set-
tlement, other states, like Washington and New Jersey, have sold a
portion of their funds. Cash-strapped California securitized 10 years
of payments to raise $4.5 billion.

WHERE SHOULD THE MONEY GO?
Some organizations believed the money from the Master Settlement
Agreement should be used only to pay for health care for tobacco-
related illnesses. Other groups, notably the American Cancer Society,
argued that the settlement money should also pay for tobacco con-
trol programs to reduce smoking.

Many states have devoted a portion of the money for antismoking
programs. Hawaii and Texas are setting aside a percentage of their
yearly settlement payments for trust funds with income from the
investment devoted to antismoking programs. Connecticut invested
several years of payments into a trust fund, with the proceeds going
not only to smoking reduction programs but also toward a freeze in
tuition costs for its state university. Alabama will use its payments
to fund a $50 million program to bring manufacturing facilities to
the state.

Several southern states have decided to devote portions of their
settlement money to help tobacco farmers. North Carolina chose to
put one-half of its $4.6 billion tobacco settlement into a trust fund.
The profits are then given as grants to poor rural counties in the
state. Tobacco farmers are also eligible for grants. Tobacco has long
been the state’s leading cash crop. Hard economic times and a steep
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drop in tobacco prices and growing quotas have hit the state’s farm-
ers hard.

North Carolina set up Golden LEAF (Long-term Economic
Advancement Foundation) in 1999 as a nonprofit corporation. Golden
LEAF has tried to help tobacco farmers diversify their crops. With
grants from Golden LEAF, some tobacco farmers have experimented
with growing grapes, and North Carolina’s wineries are beginning to
win awards. Other choices include hot peppers for use in organic
insecticides, herbs for the natural health market, and exotic mush-
rooms. Farmers are also experimenting with raising goats and pasture-
fed hogs.

The foundation is also supporting new farm products. Grants have
helped pay for a blast-freezer for blueberries, an egg-processing plant,
research in uses for sweet potatoes, and marketing help for wheat
crops and selling goat meat. A local college received funding to set
up an agribusiness center in its business school that will not only
expand educational opportunities but also serve as an information
resource for farmers statewide.

Among the millions of dollars distributed by Golden LEAF are a
number of educational grants, including one to improve Internet
access for rural counties and another to train and keep teachers in
rural areas. The fund has also offered college scholarships to students
from the poorest and most tobacco-dependent counties.

Q & A
Question: The government keeps putting more taxes on ciga-
rettes, and the price of a pack just keeps rising. How do I quit?

Answer: Learn all you can about nicotine, how it affects you, and how
you’ll feel when you quit. You’ll have a better chance of succeeding if
you know what you’re facing.

Use a quit journal to vent your feelings, especially when withdrawal
makes you grouchy. You may want to start off with a list of reasons for
stopping, to remind yourself when you’re tempted to smoke.

Finally, see your doctor, and tell him or her what you’re planning.
You may get some good help, advice, or warnings before you make
your attempt. Good luck! 
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POLITICIANS AND TOBACCO
Like other businesses, tobacco companies influence elected officials,
especially federal and state lawmakers. They also hire lobbyists, pro-
fessional representatives to influence policy and laws in the industry’s
best interest.

If they want to be elected—or stay in office—politicians need votes
and money to campaign for votes. At a time when TV ads are often
necessary to clinch even local elections, the cost of campaigning is
very high.

The Tobacco Industry Research Committee (TIRC), a public relations
group funded by tobacco companies, claimed in 1994 that the tobacco
industry helped almost two million Americans make a living. That
figure is somewhat inflated, including people who drive trucks that
deliver cigarettes to stores and clerks in convenience stores who sell
cigarettes to customers. People in the core business of tobacco—farmers,
workers in cigarette factories, executives, and the large distributors—
probably number about 550,000, according to a Department of
Agriculture estimate. Even so, that makes for a lot of jobs. These
workers and their families are likely to be interested in any political
developments involving tobacco. And with their livelihoods at stake,
they will also vote.

Tobacco companies are also major taxpayers. Estimates of federal
tax on cigarettes for 2002 came to $8 billion. States and localities
received an estimated $11.6 billion in cigarette tax revenue in 2003.

The Center for Responsive Politics, a government watchdog group,
compiled statistics on political giving. Under federal election law,
corporations are forbidden to make contributions out of their own
treasuries, but they can contribute to political action committees
(PACs). In addition, executives and employees can make private
donations. Between 1979 and 1990, an 11-year-period, tobacco com-
panies contributed $1 million to political action committees for elec-
tions to federal offices. In 1995, the tobacco industry began to face
the lawsuits that would lead to the Master Settlement Agreement, as
well as attempts in Congress to impose new regulations on the busi-
ness. In the five years between 1995 and the 2000 presidential race,
tobacco PAC contributions shot up to $6.2 million. That represents
more than double the previous rate of giving. The Center for
Responsible Politics found that total tobacco-related political contri-
butions between 1995 and 2000 came to $23.2 million. Action on
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Smoking and Health (ASH), an antismoking group, reported that $32
million had gone from tobacco companies to candidates and parties
between 1995 and 2000.

Tobacco companies have continued to be major contributors.
Common Cause, another watchdog group, examined donations for the
two-year election cycle between January 1, 2001, and December 31,
2002. Tobacco companies and executives gave out more than $9 mil-
lion to political parties or through PAC contributions.

Until 2002, “hard money” given to candidates faced federal regu-
lation, but “soft money” given to political parties did not. A new
campaign finance law limiting “soft money” came into effect in 2003,
and tobacco companies gave only $1.1 million in contributions in the
first nine months of that year.

A BALANCE OF POWER
Governments have been forced to balance support for the tobacco
industry against the costs involved with treatment of tobacco-related
illnesses. Governments have also considered the costs, both political
and monetary, of tobacco regulation vs. the benefits of tax revenues
generated by tobacco.

Tobacco companies have shrewdly used their resources to influence
government policies at the federal and state levels. The threat of
action through the judicial branch—the nation’s court system—pre-
sented tobacco companies with a major setback in the form of the
Master Settlement Agreement. Yet with the help of lobbyists, the
tobacco companies have maintained allies in the executive and leg-
islative branches and influence in all levels of government.

See also: Smoking and Society; Tobacco Worldwide
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Brizer, David. Quitting Smoking for Dummies. New York: Wiley
Publishing, Inc., 2003. 

■ LAWS AGAINST SMOKING
See: Government and Tobacco; Secondhand Smoke
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■ MEDIA AND SMOKING, THE
Early forms of mass media helped popularize cigarettes. Today, films
still tend to make smoking seem glamorous. The news media, however,
have proven to be more of a problem for tobacco companies, revealing
health problems related to smoking and embarrassing corporate secrets.

SHAPING THE PUBLIC’S PERCEPTION
Americans initially had a negative impression of cigarette smoking,
partly because of a publicity photograph that was widely reprinted. In
1851, a photograph of a Spanish dancer named Lola Montez showed
her with a cigarette. Although Montez was actually a young Irish
woman, she was seen as foreign and even exotic. She later became
the mistress of the king of Bavaria. Montez’s photo planted the idea
that smoking was something done by foreigners—and immoral
women. This image was reinforced when the opera Carmen came to
the United States in 1878. In the days before films and television,
opera was a popular form of entertainment. Carmen was set in a
Spanish cigarette factory. The heroine smoked and seduced young
men, reinforcing the impression given by Montez.

Harper’s Weekly, the national newspaper/magazine of the time,
devoted a fair amount of space to satirizing smoking and smokers. An
Internet site devoted to the magazine offers an interesting series of
articles entitled “Coffin Nails: The Tobacco Controversy in the 19th
Century.” The initial view in Harper’s was that people who rolled their
own cigarettes were either up to no good or had too much time on
their hands.

Cigarette smoking was not considered manly until soldiers in the
Spanish-American War brought the habit home in the late 1890s.
Even then, as the Harper’s web site points out, military officials tried
to discourage soldiers and sailors from smoking.

By 1907, a whole new medium had appeared—silent films. Most were
crude and relied on stereotypes. Country folk smoked pipes, solid citi-
zens smoked cigars, poorer city dwellers and citified dandies smoked
cigarettes. As for women, at first only naughty women smoked.

By the 1920s, however, more women smoked, and smoking on-screen
became less naughty and more sophisticated. During this era, national
brands were establishing themselves in the cigarette market. Companies
used signs, billboards, and newspaper ads to push such slogans as “I’d
walk a mile for a Camel!”

In 1929, Lucky Strike, a company that was trying to recruit female
smokers, hired several young women to light up and smoke during
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New York’s famous Easter Parade. The images of the attractive women
challenging a stuffy society event appeared in newspapers all over the
country, tying in perfectly with the advertising campaign for Luckies.

SMOKING ON THE BIG AND SMALL SCREENS
In the 1930s, talking pictures replaced the silent films. Increasingly,
characters in these films smoked, and many female stars posed for
glamour photos with cigarettes in two-foot-long holders.

In 1942, the film Now, Voyager featured one of the great romantic
smoking scenes as suave Paul Henreid lit up two cigarettes at once and
Bette Davis took one of them from his lips. In Casablanca, Humphrey
Bogart perfected his tough but tarnished good-guy character. The image
of Bogart with his trench coat, fedora hat, and a cigarette dangling
from his lips set the look for movie, and later TV, detectives. These
media images were very powerful and resulted in increased smoking.
According to American Lung Association statistics, consumption of
cigarettes nearly doubled during World War II, rising from 181.9 billion
in 1940 to 340.6 billion in 1945. Part of the increase may have been
due to the inclusion of free cigarettes in the rations of servicemen.

By the 1950s, smoking was almost everywhere. Movie stars smoked
on screen and endorsed cigarettes in magazine ads. It wasn’t just
advertised on the new medium of TV, lead characters smoked in tele-
vision series. Some featured not only smoking detectives but also
doctors who smoked. Even the most respected newsman of the era,
Edward R. Murrow, smoked while he interviewed newsmakers on TV.

Murrow didn’t smoke when CBS-TV’s See It Now presented the first
program linking cancer and smoking in 1955. He didn’t quit, either,
feeling it was already too late. Perhaps Murrow was right. He died of
lung cancer in 1965. As more news about the dangers of smoking
became public, more stars who smoked began dying. Humphrey Bogart
died from cancer of the esophagus in 1957. John Wayne, who played
indestructible he-men in more than 150 movies, lost a lung and part
of his stomach to cancer in 1963. His last film, The Shootist, came out
in 1976. It was about a big, indestructible gunfighter who was dying
of cancer. Two years later Wayne was dead from stomach cancer.

THE MEDIA AND THE SMOKING CONTROVERSY
Although scientists had been making connections between smoking
and serious health conditions since the 1930s, few of these discover-
ies made their way into the news. Publishers were unwilling to offend
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tobacco companies, who were major advertisers. The first major print
exposure for the health risks of smoking came in a 1952 article in
Reader’s Digest magazine entitled “Cancer by the Carton.” In 1964 the
surgeon general, the nation’s highest public health official, issued a
report on health dangers from smoking. Cigarette manufacturers fought
back with full-page ads in newspapers. Organizations like the Tobacco
Industry Research Institute (TIRC), an industry group funded by tobacco
companies, hired writers to create articles that confused the issues
related to smoking. They then got those stories published in magazines
and distributed them as “media coverage” to editors and publishers.

The fight between antismoking forces and the tobacco companies
took place with a war of press releases, news stories, and TV com-
mercials. The tobacco side lost heavily in 1971 when Congress banned
cigarette advertising from television and radio. But cigarette brand
names and logos still appeared on television, thanks to the way
tobacco companies sponsored sporting events. In the 1980s, compa-
nies also began paying for the placement of their products in films.
Cigarette packs and logos began appearing in the background of
many films, and stars began smoking. Formerly secret tobacco com-
pany documents show that in 1983 Sylvester Stallone actually had a
$500,000 deal with the Brown & Williamson tobacco company to
smoke their products in five films.

TEENS SPEAK

My First and Last Pack of Cigarettes

Steve is a freshman in college. He hopes to major in theater
and does a close-up magic act at a local restaurant.

“I’ll never forget the first pack of cigarettes I bought.
Finally used my own money. I’d been smoking for a while,
bumming cigarettes from my friends. Even then, I was
doing the magic. I’d take a butt, make it disappear, and then
smoke it myself.

“I tried to copy the way my favorite actors in the movies
smoked, or I’d try to do tricks with the smoke. You know,
blow smoke rings, the French inhale, stupid stuff.

“Anyway, I finally graduated to buying my own. It was
Saturday night, and I was at a party. I met a girl and wanted
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to impress her. So I kept offering her cigarettes. Every time
I did, I had one myself.

“‘Hey,’ she finally said, ‘You must be a pretty heavy
smoker.’

That was the problem. I wasn’t. I ended up running for
the bathroom. It was a toss–up whether I would pass out, or
make it to the bowl and throw up.

He laughs. “Either way, I didn’t look so cool. It was a
while before I could look at a cigarette without getting sick.”

ROLE MODELS AND SMOKING
A study released in 2003 by Dartmouth Medical School revealed why
deals like the one Stallone made mattered. Researchers found that
young movie viewers whose favorite actors smoked also smoked
themselves. Starting with a group of 3,500 nonsmokers age 10 to 14
in 1999, the researchers contacted them regularly over a two-year
period, checking on a variety of activities, including smoking and
movie choices. Excluding factors such as smoking by family and
friends, movie viewers who had seen a large number of smoking
scenes were two and a half times more likely to smoke than young
people who had seen less smoking in the movies.

Even in the smallest movie theater, the screen is billboard-sized.
When young people see smoking in films, they’re seeing a larger-
than-life ad.

WHAT IS THE ALLURE?
Smoking scenes in old movies not only record the attitude toward
tobacco in past decades but also color popular culture today. The
lonesome cowboy rolling his own cigarette by a campfire, the lovers
sharing cigarettes, the hero taking a hard drag on a cigarette before
embarking on the desperate fight—these images were established in
the 1940s, but almost anyone today will recognize them. The same
thing happens today. What is the message when Kate Winslet defi-
antly lights up in Titanic? What ideas do viewers get when they see
Brad Pitt’s edgy character smoking in a film like Fight Club?

The argument can certainly be made that these are only images.
But young people, especially teens, are very aware of image. Consider
this comment from a young reviewer analyzing films for tobacco con-
tent. “The smoking in Chicago is consistently portrayed as incredibly
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sexy and cool,” the 16-year-old said. “And how couldn’t it be sexy
and cool when Catherine Zeta-Jones does it?”

Fact Or Fiction?
So what if the star in a movie lights up? It’s all
make-believe.

Fact: The make-believe is especially important for tobacco companies. In
1996, a California-based group of teen researchers working with a local
affiliate of the American Lung Association began analyzing films for
tobacco use. They discovered that lead characters smoked five times as
often as people did in real life, which may explain why many believe that
smoking is a widely accepted part of life. 

THE DECEPTION
Formerly secret corporate documents reveal that tobacco companies
made smoking in the movies a priority. “Smoking is being positioned
as an unfashionable, as well as unhealthy, custom,” a major executive
for Philip Morris, the leading American tobacco company, told his
marketing staff in 1983. “We must continue to exploit new opportu-
nities to get cigarettes on screen and into the hands of smokers.”

A program run by the Sacramento, California, chapter of the
American Lung Association finds the industry continuing those activi-
ties 20 years later. Watching the top films of 2003, reviewers 14 to 22
years old used a standardized form to analyze scenes where tobacco
appeared. They found that 80 percent of the PG-13 films—movies that
teens can attend alone—featured smoking and tobacco. Further, the
reviewers found pro-tobacco messages in 74 percent of those films.

Filmgoers don’t expect commercials in the middle of a film.
Antismoking activists are concerned that smoking scenes don’t come
with the health warnings that appear on cigarette packs and regular
advertising.

Q & A
Question: My friend is probably the prettiest girl in seventh
grade. But she does everything her favorite movie star does.
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Well, her fave smoked up a storm in her last movie, so now my
friend is trying to do the same. How can I convince her this isn’t
a good idea?

Answer: Explain to your friend that imitation is not the sincerest—or
healthiest—form of flattery. A 2002 study from the University of
Massachusetts Medical School found that young people—especially
young girls—can get hooked after smoking only a few cigarettes.
Apparently, young people’s developing brains are much more sensi-
tive to nicotine. Girls have been known to show signs of addiction
after only three weeks of occasional smoking. If your friend doesn’t
stop quickly, she may end up smoking for years. 

NEGATIVE STORIES ABOUT SMOKING
While tobacco companies encourage media exposure that shows
smoking in a positive light, they’re less eager about exposure that has
negative implications.

When the magazine Mother Jones ran a strong antismoking story,
tobacco companies withheld advertising for five years.

Philip Morris sued ABC-TV for $10 billion over a 1994 news-
magazine segment that accused tobacco companies of manipulating
nicotine in cigarettes. The case was settled out of court with the TV
network apologizing. In 1995, a similar case had a very different end-
ing. Jeffrey Wigand, a former head of research for Brown &
Williamson, agreed to discuss health problems involved with ciga-
rettes and nicotine on CBS-TV’s 60 Minutes.

Before the Wigand interview could air, CBS lawyers and executives
killed the story. They feared being sued for $15 billion by Brown &
Williamson.

Wigand went on to testify in a class-action lawsuit against the
tobacco companies. What he said in the courtroom was essentially
what he told 60 Minutes. The Wall Street Journal covered the story—
and the tobacco company’s attempts to discredit Wigand. In the end,
Wigand’s interview appeared on a 1996 60 Minutes segment. Brown
& Williamson’s attempts to silence him ironically gave his interview
greater publicity. In fact, the story moved beyond the news media to
Hollywood. A major motion picture about the whole episode, The
Insider, enjoyed great success and was nominated for best picture at
the 2000 Oscar Awards.
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MEDIA POWER
The Jeffrey Wigand incident is just one in a long relationship between
tobacco companies and the media. Corporations not only used the
media for advertising and publicity but also exerted influence on both
entertainment and news. The most troubling aspect of Wigand’s story
is that it reveals the great reach tobacco companies have in deter-
mining what does and doesn’t come before the American public.

See also: Advertising and Smoking; Women and Smoking

FURTHER READING
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■ MEDICATIONS AND SMOKING
To ensure that medications do not interact dangerously with chemi-
cals normally found in the human body, prescription drugs undergo
years of safety testing before they are allowed on the market. Even
then, warnings about drug interactions appear on the packaging of
both prescription and over the counter medications.

Cigarette smoke contains some 4,000 chemicals, and the act of
smoking brings these chemicals into the body. The most active sub-
stance is nicotine, which initiates numerous activities both in the
brain and the body. That activity can change when nicotine is com-
bined with prescription medications. Interactions might cause a med-
icine to be less effective, or they can increase the action of a drug.
Another result could be an unexpected side effect.

Fact Or Fiction?
Smoking a cigarette can’t affect any
medication I take.

Fact: Years ago, perhaps, a cigarette was just tobacco wrapped in paper.
Today, with up to 600 ingredients being added to the tobacco, cigarette
smoke is a combination of more than 4,000 chemicals, including nicotine,
a drug that affects both the brain and the body. If you’re taking medica-
tions—especially new medications—you should check with your doctor
and pharmacist.
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NICOTINE AND MEDICINE
As nicotine enters the body, it causes a series of direct reactions in
various organs. These reactions counteract the effects of certain
drugs.

Theophylline, for example, is a medicine that opens the passages
that channel air into the lungs. Nicotine causes these air passages to
constrict, or tighten up, countering the effect of the drug. Since theo-
phylline is part of many medications for asthma, patients can have
trouble breathing. In fact, anyone taking an asthma medication
should examine the instructions that accompany the prescription.
Most contain warnings about smoking while taking it. People with
asthma or any breathing difficulty are usually urged to give up smok-
ing and avoid tobacco smoke.

Another direct effect of nicotine is a constriction, or narrowing, of
blood vessels in the body, which causes a sharp rise in blood pressure.
If a patient is diagnosed with hypertension (high blood pressure) or is
already on medication for that condition, his or her smoking habits
must be discussed with the doctor. The prescription dose may need to
be altered.

Nicotine also makes the heart beat faster. Certain medicines pre-
scribed for heart disease may have more difficulty controlling cardiac
problems if the patient smokes.

When prescribing medication, a physician expects a certain dosage
of the substance to remain in the body for a specific amount of time.
That’s why some pills are taken once per day, while other drugs
require multiple doses during the day. Enzymes released from the liver
help to break down medications in the bloodstream. Enzymes are
body chemicals that trigger chemical reactions, such as the break-
down of food into substances the body can use and wastes that will
be excreted. Drug companies calculate their dosages based on the rate
of breakdown and excretion for a medicine by the amount of enzymes
normally found in the body.

However, the nicotine in cigarette smoke stimulates the liver to
produce additional amounts of certain enzymes. These extra enzymes
can eliminate medicine in the blood too quickly, reducing the effec-
tiveness of the prescription.

What kinds of drugs are affected? Actually, smoking has been
shown to reduce the effectiveness of a wide range of medicines. These
include anticoagulant drugs that thin the blood like Heparin, and pain
medications like Talwin and Darvon. Some types of antianxiety drugs
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may be affected, like Librium and Valium. Nicotine also reduces the
effects of antipsychotic drugs such as chlorpromazine, clozapine, and
olanzapine. Certain antidepressant drugs have a reduced effect as well
because stimulants like nicotine affect the heart rate.

Smoking also has effects on insulin production by the pancreas,
an important consideration for people with diabetes. Nicotine is
also mentioned in relation to Viagra, although not as an interac-
tion. Smoking and other types of nicotine use have been linked to
erectile dysfunction. This condition may be due to poor blood cir-
culation and could actually be a warning of impending cardiovas-
cular disease. One can usually reverse the condition by stopping
smoking.

MIXING NICOTINE WITH NICOTINE
Perhaps the most obvious danger comes from mixing nicotine
with . . . nicotine. Smokers attempting to quit may use both over-the-
counter and prescription nicotine replacement therapies—the patch,
gum, lozenges, or an inhaled nicotine spray. Instructions for the use
of these products make it clear that users cannot smoke while using
these treatments.

Each nicotine replacement therapy method depends on delivering a
measured dose of nicotine to blunt cravings as the user quits.
Smoking introduces additional nicotine into the system, perhaps more
nicotine than the body can handle. Nicotine is, after all, a poison. If
nicotine levels in the body are too high, toxic reactions occur.
Symptoms of nicotine overdose include cold sweat, dizziness, feeling
sick to the stomach, rapid heartbeat, weakness, drooling, confusion,
and even fainting. If such symptoms occur, a doctor should be called
immediately.

Talk to your doctor
In the past, most Americans went to a family doctor who had an inti-
mate knowledge of their medical history. Today many people may
have a variety of physicians who may not be aware of a patient’s
entire health picture.

It becomes the patient’s responsibility to keep all of his or her doc-
tors updated on prescriptions presently being taken as well as aller-
gies and lifestyle choices. Patients should alert their doctors to
smoking and other habits so that they can prescribe appropriate med-
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icines and dosages. A discussion with a doctor or pharmacist about
prescriptions can help to avoid some unpleasant side effects.

RECENT RESEARCH REVEALS A PUZZLE
In 2002, scientists at the Scripps Research Institute in California stud-
ied the way nicotine breaks down in the human body. They discovered
that one of the products of that breakdown, a compound called norni-
cotine, does considerably more than anyone had previously thought.

Nornicotine appears naturally in tobacco and tobacco smoke.
Unlike nicotine, which breaks down quickly, nornicotine remains in
the bloodstream.

Nicotine in the body acts like a neurotransmitter, a chemical which
helps to deliver messages along nerves, creating certain responses in
the brain and in other organs. Nornicotine acts as a catalyst, a sub-
stance that causes chemical reactions to occur. Previously, scientists
believed that only enzymes performed this function in the human
body. Now they have found that nornicotine interacts in important
bodily reactions like turning the sugar glucose into energy or affect-
ing medications. Tests have determined that nornicotine reacts with
prescription steroids like cortisone and prednisone, possibly making
them more toxic. There may also be reactions with antibiotics.

Nornicotine may create more protein compounds related to aging.
Scientists have found a link between the catalyst and proteins that
hinder the development of Alzheimer’s disease.

Tests on animals and humans are currently underway to see what
potential adverse effects may exist. But another tobacco chemical
which had been little known and considered to be a bystander in the
body has certainly shown surprises—both dangerous and potentially
beneficial.

Q & A
Question: My friend has been a smoker for months, but he’s
managed to keep it a secret from his family and almost every-
one else. The thing is, he’s going to a new doctor who says he’s
depressed and needs medicine. Shouldn’t my friend come clean
and tell the doctor about his smoking?

Answer: Medicines for depression may not work as well on a
smoker as a nonsmoker. Also, smoking while on these medications
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can pose a serious risk to a person’s heart. Explain these points to
your friend and encourage him to discuss all aspects of his health
with his new doctor. 

See also: Alcohol and Tobacco Use; Drugs and Tobacco Use
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■ MOUTH AND SMOKING, THE
The mouth is a major gateway to the body, providing access to the
stomach and the lungs and permitting human speech. Besides letting
words out, the mouth permits entry of food and air (many people
breath by mouth, especially when they are exerting themselves).

Of course, the mouth also allows entry to germs, pollen, and pol-
lutants, so it also must serve as one of the first lines of defense for
the body. Many people consider saliva to be “mouth juice,” some-
thing to keep the lips and tongue moist. Saliva is actually a mix-
ture of mucus and enzymes, substances which trigger chemical
changes (such as breaking down proteins, which helps to destroy
bacteria in the mouth). Saliva traps bacteria and rinses and cleans
the mouth.

No matter how people use tobacco—whether they smoke, chew, or
dip snuff or smokeless tobacco—the mouth is always affected.
Continuous exposure to cigarette smoke makes the mouth the sec-
ondary deposit site for nicotine, tar, and the numerous chemicals that
enter the body with every puff.

When people discuss smoking, the long-term problems get the
most attention—risks of lung cancer, heart attack, and stroke. Some
consequences of tobacco use come earlier, however. The mouth
must deal with damage on a daily basis, and that damage results in
some of the most notable changes in the body. It can also lead to
disfigurement.
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Fact Or Fiction?
People make a lot of fuss over a little bad breath.

Fact: Smoker’s breath is the least of the mouth problems smokers face.
Smokers can lose teeth and risk losing parts of their jawbones, tongues,
and even their faces from oral cancers.

GUM DISEASE
People rarely pay much attention to their teeth unless they hurt.
However, teeth are pretty amazing. With the help of powerful muscles
in the jaw, teeth can exert pressure as high as 7,000 pounds per square
inch. Usually, that’s more than enough to handle the jobs of cutting,
tearing, and chewing food. Teeth help in the production of sounds for
speech as well. They also help define the shape of the face. Only about
one-third of the tooth—the crown—is visible. The rest is anchored
solidly in the flesh of the gums.

Just as chemicals in cigarette smoke cause problems for the tissues
in the lungs, smoke causes damage to the gums in the mouth.
Smokers are much more likely to have problems with calculus, not the
math, but the hardened dental plaque that forms on the lower sections
of teeth and under the gums. Plaque is a sticky combination of mucus,
bacteria, and tiny food particles. As the plaque hardens, bacteria in
the calculus attack the tissues of the gums, creating pockets that fill
with more bacteria, which in turn attack more gum tissue. The skin of
the gums begins to pull away from the teeth. If the condition contin-
ues, it can lead to a loss of bone, connective tissue—and teeth.

In the early 1900s, many people over the age of 60 had no teeth.
They lost them as a result of decay or gum disease. With modern den-
tistry people over 60 are more likely to have all their teeth. The excep-
tions are smokers, whose gums are often swollen and receding from
the teeth. The American Academy of Periodontology, the branch of
dentistry concerned with gum health, warns that smoking accelerates
the progress of gum disease.

Smokers’ teeth need considerable dental work. To remove calculus,
the dentist must physically scrape the teeth, including the area below
the gumline. Because smokers often use breath mints, and sugar
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causes considerable tooth decay, dental visits are usually more
painful for smokers and treatments less effective. One of the effects
of smoking is a reduction of oxygen in the blood. With less oxygen
and fewer nutrients, gum tissues heal more slowly and are more
prone to infection.

According to a 2000 study by the Centers for Disease Control and
Prevention (CDC), smokers are four times more likely than nonsmok-
ers to suffer from gum disease. Those who smoke more than a pack
and a half per day are six times more likely to face infection.

Cigarette smoke isn’t the only product that irritates the gums.
Smokeless tobacco also irritates gum tissues. In fact, because a pinch of
snuff is held between the lip and gum, the effect is often concentrated
in that section of the mouth. The gums can start receding deeply.
Smokeless tobacco also causes open sores in the mouth and gums and
can cause leukoplakia, precancerous growths in the mouth.

Disturbing new research
Recent dental research not only links smoking to gum disease but
also suggests that the combination of smoking and gum disease can
lead to other ailments. A 2001 study reported in the Journal of
Periodontology suggests that chemicals in tobacco smoke may create
a favorable environment for bacteria that cause gum disease.
Ongoing research at the University of Manitoba Dental School
focuses on several issues related to tobacco and gum disease, includ-
ing whether smoking causes the release of enzymes that inflame and
harm gum tissues.

Researchers think that gum disease bacteria release toxins that
travel through the bloodstream. These toxins could be responsible for
the inflammation in blood vessels that is connected with cardiovas-
cular disease. Some of these chemical agents may also contribute to
creating the blood clots that cause heart attacks and stroke. In 2002,
the Journal of the American Dentistry Association examined nine
studies that linked gum disease with heart disease. Although the
reviewers found that the evidence was not strong enough to make a
definite connection, research continues.

Q & A
Question: I met this really great person of the opposite sex,
funny, smart—and a smoker. I didn’t mind the cigarettes com-
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ing out, but when we said good night, it was like kissing a full
ashtray! How can I let an otherwise great person know about
this problem?

Answer: If you don’t speak up, the problem will always be there. If you
like your new friend, you’ll have to discuss it. There’s definitely room
for diplomacy, however. The next time the cigarettes come out, you
may want to turn the conversation to smoking. It’s one way to learn
about the other person. You don’t have to be insulting or preachy.
Maybe you’ll find out why the other person began the habit.

You may even discover that your friend is tired of smoking. Perhaps
you can help him or her quit. One thing is for sure: you’ll never get to
know a person better than when they’re going through withdrawal.

STAINING AND LOSS OF TEETH
In 1624, the Dutch painter Rembrandt van Rijn painted a group of
soldiers. Since the 1800s, the group portrait has been called “The
Night Watch,” because the soldiers seem to be marching in darkness.
When the painting was cleaned in 1946, the restorers discovered that
the soldiers were not on a night march after all. Over the centuries,
soot and smoke had darkened the varnish protecting the painting,
turning it brown—and turning day into night.

Inside your mouth, smoking does a similar job—and much more
quickly. When tar, the solid particles in tobacco smoke that collect in
the lungs, mixes with saliva in the mouth, it coats the teeth. The effect
is much like brushing a liquid stain onto wood. Every time a smoker
lights up, a new coat is applied. Brushing and flossing help to mini-
mize staining, but few people brush after every cigarette.

After a few years of smoking, tobacco stains the outside of the
teeth. A dentist can clean off the discoloration. With time, however,
stains become established in microscopic cracks in the tooth enamel,
the outer covering of the tooth. The discoloration becomes harder to
remove and can become permanent. Teeth take on a brownish color,
and flat surfaces where the tar is able to accumulate can even become
black. Teeth can also show increased wear on their biting surfaces.

Although staining is unattractive, it doesn’t cause serious harm to
the teeth. Gum disease, however, does. As the gums recede, they
expose the roots of the teeth. The bacteria in the gum pockets don’t
just attack the tissue of the gums, they weaken the bone and the con-
nective tissue that holds the teeth in place.
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The result is painful teeth. According to a study by Tufts
University in Boston, those who smoke a pack a day can expect to
lose 2.9 teeth after 10 years of smoking. During the same 10 years,
nonsmokers will lose 1.3 teeth. At that rate, a person who started
smoking at age 18 and smoked a pack per day would lose four to
five teeth by age 35.

The Tufts researchers also found that smokers who quit lost fewer
teeth. However, ex-smokers still lost more teeth than nonsmokers.

Replacing lost teeth or trying to stabilize loose ones is expensive.
Unreplaced teeth have a definite effect on one’s appearance—consider
how someone’s smile would look with gaps in it. Lost teeth may also
change the shape of the face.

BAD BREATH
Visit a smoker’s house and you’ll probably notice a sharp, hard to
miss smell. The distinctive odor of cigarette smoke sinks into furni-
ture upholstery, clothing, even hair and skin. And, if you’ve ever been
face-to-face with a smoker, you also know that smoking also affects
the breath.

Unless a smoker brushes after every cigarette, the residue of ciga-
rette smoke remains on the breath, including the tar particles that
stain the teeth. But that’s just the tip of the iceberg. Saliva washes
away and neutralizes bacteria in the mouth. Smoking dries oral tis-
sues, leaving a smoker with a mouthful of germs and their waste
products. The result is not a pretty smell.

Add in the fact that gum disease has its own distinctive aroma
and you have three sources for offensive odors. Smoking may look
cool on a movie screen, but up close and personal, it might be less
enjoyable.

A VERY VISIBLE PROBLEM
Much of the damage that smoking does to a person—cancer, for
instance, or heart and lung disease—takes place deep within the body
over many years. What smoking does to the mouth, however, happens
more quickly, and the results are more public. Stained teeth, bad
breath, or a gap-toothed smile are hard to ignore. These conditions
definitely affect the impression a person makes.

See also: Alcohol and Tobacco Use; Drugs and Tobacco Use
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■ PEER PRESSURE AND SMOKING 
Peer pressure is the influence that people your age exert on your behav-
ior, values, habits, and beliefs. People of all ages—from toddlers to
adults—encounter peer pressure. However, peer pressure seems to have
the most impact on teenagers. It can affect what teens wear, what music
they listen to, the shows they watch on television, whether they play or
follow sports (and which ones), and what habits they share. Put simply,
the people around a young person can affect whether he or she begins
smoking. According to the 1994 surgeon general’s report, “Preventing
Tobacco Use Among Young People,” peers have the greatest effect on
whether a young person tries cigarettes and continues to experiment
with tobacco.

Although peer pressure can come from an older sibling, in most
cases, it involves friends and acquaintances, often in a school setting.
Everyone has gone through the experience of being the “new kid in
school,” whether it’s a move to a new town or a transition from ele-
mentary to middle school or high school. Even those coming to a new
school with a group of friends may experience the sensation of being
alone in a crowd or feel as if they’re being scrutinized. They may find
themselves wondering, “Am I going to fit in around here? Where am
I going to fit in around here?” Ironically, that hard-eyed crowd of
strangers around you is actually composed of people stressing over
what kind of impression they are making.

In the movies, peer pressure is often dramatic. Powerful strangers
or near-strangers demand that the hero go along with something that
is wrong. Very rarely in real life do complete strangers ask someone
to do something illegal or risky.

Peer pressure is often a series of small steps, sometimes not very
clear-cut, involving close friends. It might start with a friend asking
you to hold his pack of cigarettes while he’s playing basketball.
Maybe the next time he lights up, he’ll offer you one. Perhaps when
he’s upset about some problem, you’ll notice how he visibly calms
down after a couple of puffs. Sometime when you’re stressed out
about something, he offers you a cigarette.
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Fact Or Fiction?
All that stuff about ‘peer pressure’ and
smoking is blown way out of proportion.

Fact: Peer pressure is an important issue in determining when and how
young people try their first cigarettes. A 2001 study by the National
Center on Addiction and Substance Abuse shows that if young people
have friends who smoke, they will be nine times more likely to try ciga-
rettes than if their friends don’t smoke. 

WHAT DO THE NUMBERS SAY?
Public health officials are concerned about the decisions teens might
make concerning their safety and wellness. Every two years, thou-
sands of students register their opinions on dangerous activities
through the Centers for Disease Control and Prevention’s Youth Risk
Behavior Surveillance System. The National Center for Addiction and
Substance Abuse gathers similar information through its annual sur-
vey, “Monitoring the Future.” Philip Morris, the giant tobacco firm,
also surveyed students in 2002 for its Youth Smoking and Prevention
Teenage Attitudes and Behavior Study.

One of the questions for the 11- to 17-year-olds in the Philip Morris
survey was how many of their friends smoked. Of those who answered
that all or most of their friends smoked, 44 percent were themselves
smokers. The same survey showed that 73 percent of the respondents
were with friends when they tried their first cigarette, and 64 percent
of the time, those smokers received their first cigarette from a friend’s
pack.

Another study followed slightly older smokers—278 males and 443
females starting their senior year of high school—and continued for
five years. Researchers tried to evaluate factors that may have
impacted the subjects’ decisions to smoke. The results were published
in 2002 in the journal Nicotine and Tobacco Research. The researchers
concentrated on a range of issues that may have affected decisions
about smoking: teens’ beliefs on the subject, rebellious feelings, atti-
tudes about risky behaviors, the attitude of parents, and peer pressure.

The study found that while peer pressure might encourage young
people to start smoking, it could also play a part in getting a smoker
to stop. After five years, 12 percent of the males and 17 percent of the
females reported that they had quit smoking and had not smoked in
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a year. The males reported more difficulty in resisting pressure from
friends to smoke. Females found it easier to quit if their parents had
disapproved of their high school smoking and if their old high school
friends didn’t smoke.

SELF-FULFILLING EXPECTATIONS?
Surveys about smoking also give ample evidence that young people’s
perceptions don’t always match reality. As both the surgeon general’s
report on teen smoking and a 1995 study in the New England Journal
of Medicine show, young people, especially smokers, consistently
overestimate the percentage of people who smoke. Partly, this is due
to the media. Since 1996, a group of young reviewers working with
the American Lung Association of Sacramento–Emigrant Trails in
California has monitored smoking content in movies. In some years,
the viewers found that the ratio of smoking lead characters to non-
smokers was five times greater than in real life. Advertising, too, cre-
ates an image of a world in which “everybody” smokes.

When you watch a teen movie, you can expect to see certain
types—the popular kids, jocks, regular kids, brains, nonconformists,
and burnouts. A 2001 study published in the Journal of Pediatric
Psychology indicated that teens in real life tend to think in terms of
the same stereotypes, and to live up—or down—to the expected image.

The researchers interviewed 250 students, classifying them by
types. When asked to discuss their friends, the teens made the same
assessments. When it came to health choices like smoking, the people
considered nonconformists and burnouts made the riskiest decisions.

DEALING WITH PEER PRESSURE
One respondent to the Philip Morris youth study compared peer pres-
sure to being in a group and suddenly being caught in a spotlight.
Like most moments in the spotlight, the best preparation is rehearsal.
Unfortunately, there is no set speech that will remove the pressure.
The teenage years are a time when people learn to live in the larger
world. They have to learn how to make choices and live with them—
how to be an individual.

The family connection will always be important, however, and so
will the values parents and children share. Part of preparation for life is
learning to defend those values. Organizations as widely separated as
Philip Morris and the federal government’s Substance Abuse and
Mental Health Services Administration (SAMHSA) stress the importance
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of parents working with their children to deal with peer pressure. Like
many other youth advocates, they suggest role-playing to illustrate sit-
uations that place young people under pressure and to teach them how
to think on their feet and respond to these situations.

The consensus is that the earlier families start working together on
responses to peer pressure, the more confidently a young person can
face the problem. Teens with low self-esteem, who need a lot of reas-
surance from others, are more likely to be influenced by peer pressure.

Role-playing can teach one how to reject a suggestion without
rejecting the friend who makes it. It also lets young people develop
answers that match their personalities.

Working with parents on a problem is a great way to keep the
lines of communication open. Try to discuss problems you see class-
mates dealing with and express your own concerns. If your family
situation doesn’t allow for this kind of communication, you can still
talk to someone you respect—a teacher, school counselor, or reli-
gious leader perhaps. You can also find help from community or
youth groups, peer counselors, or friends. Often when a person is
feeling pressured, having just one other person join in on his or her
side can make a crucial difference.

If you have younger brothers or sisters, be aware that you can be
a positive role model. Talk with your younger siblings about peer
pressure. For example, when you say, “When I was your age,” it’s a
lot closer in time than when your parents say it. The sooner you dis-
cuss and role play about the problem with kid brothers or sisters, the
more aware—and prepared—all the members of your family will be
when it comes to dealing with peer pressure.

Q & A
Question: How can I say “no” to my friends and still be part of
the group?

Answer: Keep things light and in your usual tone. If you’ve got an
excuse like an allergy, feel free to use it. Don’t turn the offer of a cig-
arette into an argument or a sermon.

After all, if they’re really your friends, they should cut you some
slack. The members of your group aren’t all baseball or basketball fans,
are they? There should be room for both smokers and nonsmokers.
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If the people you hang out with are insistent that you smoke along
with them, you’ll have to ask the question: Are they really your friends?

See also: Advertising and Smoking; Media and Smoking, The
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■ QUITTING, THERAPIES FOR
Smoking is an addiction, a very difficult behavior to change. Many
people attempt to overcome smoking by going “cold turkey,” using
willpower to quit. The failure rate for this method is high. Others use
therapies involving prescription or over-the-counter medications to
help decrease cravings for nicotine during the quitting period. Still
other people rely on psychological treatment to control their smoking
behavior.

TEENS SPEAK

How I Learned to Quit Smoking

Karen is a 17-year-old high school senior. When she’s not
in class, she works for a political candidate in her town.

“I started smoking because of my uncle. To me, he was
the coolest guy in the world. He worked at the airport, serv-
icing jet engines. In our blue-collar neighborhood that was
a really good job.

“Our families were always getting together for barbe-
cues, stuff like that. I remember him with a bottle of beer in
one hand and a cigarette at his lips—that was pretty much
the way things were in my family. Everybody smoked—my
mom and dad, my aunts and uncles, most of my older
cousins too. It wasn’t all that hard to start picking up ciga-
rettes myself.”
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Karen stares down at the floor. “Then Uncle Mike got
sick. In a year, he went from looking like one of those guys
in comic books to a stick.

“I remember him coming home from the hospital—prob-
ably the last time he got out. He was hanging on to my
aunt’s arm. With every step he took, he looked as if he were
moving about a ton and a half.

“I stopped smoking the day he died. Don’t ask me if it
was because I was sad or because I was scared. I just
never—ever—wanted to look like that.” 

AVERSION THERAPY
Aversion therapy is based on the idea that implanting an unpleasant
sensation or experience will deter a person from following a particular
course of action. He or she might start to smoke, for instance, because
it’s a habit or because the act of smoking gives pleasure. Aversion ther-
apy attempts to replace that pleasant experience with an unpleasant one.

The unpleasant stimulus can be an electric shock. A trained opera-
tor tapes electrodes to the smoker’s forearms. After testing, whenever
the smoker goes to light up, the operator administers as powerful a
jolt as the patient can stand. Because of the possibility for physical
harm, this treatment should be administered by a licensed clinician.

The patient can also try rapid smoking—consuming two cigarettes
as rapidly as possible or taking a deep puff every six seconds. The aim
of this technique is to take in enough nicotine to make the smoker ill.
Still another form of aversion therapy involves smoking after taking
chemical or herbal preparations which, when combined with cigarette
smoke, create a disagreeable taste.

Repeating such unpleasant experiences will implant an idea in the
brain: “Smoking hurts! Smoking makes me sick! Smoking tastes ter-
rible!” Instead of relying solely on willpower to resist a craving, aver-
sion therapy patients also have a powerful gut reaction.

The Schick Smoking Program, developed at the Schick Shadel
Hospital in Seattle, Washington, uses both electrical shocks and fast-
puff smoking, along with counseling, to help people stop smoking.
The program has been offered as a commercial smoking cessation
treatment in clinics around the United States since 1972, with more
than 100,000 clients using the treatment.
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The Schick program claims a high success rate of more than 50 per-
cent. Half of its patients are smoke-free a year after treatment. As
with many commercial smoking cessation programs, however, success
statistics are the result of in-house studies rather than unbiased inde-
pendent research. Aversion therapy is not a popular option. The nec-
essary unpleasantness of the treatment is not consumer-friendly. For
safety’s sake, this therapy should only be tried with a trained health-
care professional.

OPERANT STRATEGIES
Operant strategies are treatments that help to restructure thoughts and
change behavior. They are based on the idea that actions and viewpoints
are learned and can be unlearned or modified by acquiring new skills.

To make the changes that will result in an end to smoking, patients
must work with therapists to understand the situations that trigger
their smoking. They deal with questions like “Who, what, and where?”
Do particular people spark an urge to smoke either by creating social
pressure or stirring conflict? What places or activities prompt
thoughts of smoking?

Through multiple sessions, usually in a group-therapy setting,
patients develop new strategies. Some try reduced smoking, in which
the patient gradually reduces the number of cigarettes smoked to 50
percent of his or her original daily number and then stops completely.
The idea is that gradually lowering the nicotine dose reduces with-
drawal problems.

Nicotine fading is another operant strategy. The patient switches to
lower and lower nicotine brands, again reducing nicotine intake in
preparation for stopping completely.

Scheduled smoking uses cues to teach a new behavior. Instead of
smoking in response to the usual triggers, the patient smokes on a
printed schedule. By adapting to longer time periods between ciga-
rettes, the patient learns how to move away from tobacco. Patients
also create coping strategies to manage the urge to smoke.

Contingency management is a strategy of rewards for success in
changing behavior and punishments for failing to do so. Some smok-
ing cessation programs offer participants refunds or target payments
for staying away from cigarettes for a certain number of days or
weeks. Other programs use a machine to measure carbon monoxide in
a participant’s breath. A low carbon monoxide level in the breath
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shows that a patient has not been smoking and therefore is entitled
to a reward.

Relapse prevention is a strategy that supports a patient’s reasons
for quitting to help him or her overcome cravings and deal with fail-
ures. A patient learns that a lapse is just one cigarette and not a rea-
son to ignore all the progress he or she has made and go back to
smoking.

The cognitive/behavioral approach regards smoking as a result of
a chain of feelings and actions. It starts with an activating stimulus—
a person or situation—that offers a cue to the smoker. For instance, a
young man who leaves the house after an argument with his parents
may think, “I’ll feel a lot less stressed if I have a cigarette.”

This might lead to automatic thoughts, thoughts and beliefs about
day-to-day life that occur almost without conscious notice. In this
case, it might be a flicker of memory about the pleasure a cigarette
could offer, making the urge to smoke all the stronger. Facilitating
beliefs, thoughts that “give permission” for an action, might follow.
In this case, the young man might think, “I can have just one” and
then actually light up a cigarette. Various strategies can help the
patient avoid the stimulus that sets the chain in motion or use pre-
pared responses to say “no.”

Practiced arguments about the reasons for quitting can counteract
automatic thoughts and facilitating beliefs. Exercises like deep
breathing can help a smoker resist a craving. A patient can also “ride
the wave” of a craving. To those unfamiliar with cravings, the urge
seems unstoppable, like an onrushing tank. In fact, cravings come as
a wave. They grow strong but then recede. Patients can become famil-
iar with their cravings, time them, and learn exactly how long they
have to hold out.

This sort of therapy was popular in the 1990s. In recent years, peo-
ple have been trying to take the lessons of this treatment and apply
them without a therapist. Users may work from a book, a learning
program, or even from an interactive web site.

Fact Or Fiction?
All it takes to quit smoking is willpower.

Fact: Quitting on willpower alone rarely succeeds. According to the
National Health Interview Survey of 2000, less than 10 percent of those
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who tried to stop smoking using the “cold turkey” or self-help methods
achieved their goal. In the past, smoking was considered to be merely a
bad habit. Today, people know that smoking has a physical addiction—to
nicotine—and a psychological side. Smokers have considerably more
resources to help them quit than they did even 10 years ago.

Mark Twain, the famous American humorist from the 1800s, is still
remembered today as a great novelist—and as a cigar smoker. Among his
most often-quoted lines is one on smoking: “Quitting smoking is easy.
I’ve done it thousands of times.” 

HYPNOSIS
Hypnosis is a state of mind somewhat like sleep in which a person’s
ability to think consciously is weak, so he or she is open to sugges-
tions. A hypnotic trance represents an altered state of consciousness
where directions about changing behavior meet little resistance.
Typically, a hypnotherapy session lasts about 50 minutes. The patient
spends a half hour or more talking to the hypnotherapist, discussing
the condition. For the rest of the time, the hypnotherapist puts the
patient into a light trance. The patient will concentrate intently and
remain in a receptive mood while suggestions are made to the
unconscious mind. The therapist’s job is to find all the situations in
the patient’s life that trigger the unthinking response of smoking.
These might be stress, conversation, finishing a meal, or taking a
break at work.

The hypnotherapist then suggests alternative reactions to break the
habitual response. These might include deep-breathing exercises,
thinking about a pleasant subject as a distraction, or perhaps substi-
tuting gum for a cigarette. Sometimes the hypnotist will suggest some
of the unpleasant aspects of smoking—perhaps the smell or the mess.

Hypnotherapy works well in some cases. A number of hypnother-
apists claim success rates of better than 80 or 90 percent. After a sin-
gle session, patients may find their cravings reduced, helping them
get through withdrawal. In other cases, the therapy is ineffective,
resulting in a failed attempt to quit. Some researchers have classified
the hypnotherapy success rate at 20 percent or below.

SUCCESS RATES
Many psychological therapies to stop smoking are marketed as com-
mercial programs, and their claims of success are not backed with
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independent research. The April 1977 edition of the International
Journal of Addiction offered an interesting independent study of 571
heavy smokers. The patients chose between group therapy, individual
therapy, and hypnosis. When the researchers checked with the
patients a year later, they discovered a similar rate of success—about
20 percent.

When it comes to aversion therapy, the most well-known practi-
tioners are at the Schick Shadel Hospital. In a 1988 study published
in the Journal of Substance Abuse Treatment, the hospital claimed a
one-year success rate between 50 and 60 percent. In a story on vari-
ous therapies to quit smoking, the British science magazine New
Scientist offered a success rate as high as 60 percent for some forms
of hypnosis and 25 percent for aversion therapy. However wide these
discrepancies may be, they still compare favorably to a success rate
of less than 10 percent for those using willpower alone.

Q & A
Question: I’m really worried that my friend is smoking too much.
Can you make someone quit smoking?

Answer: You can’t force anyone to stop smoking. You can, however,
encourage a friend to think about it. There’s no need to preach or harp
on the subject. Keep it natural and don’t push.

Here’s a survey you might want to discuss with your friend. When
researchers polled teen smokers, only 5 percent of the kids believed
they’d be smoking in five years. When the researchers recently did an
eight-year follow-up, 75 percent of the people they’d originally talked
with were still smoking.

If you can help friends make it into the 25 percent that quit early,
you’ll be doing them a big favor.

See also: Addiction, Products to Overcome
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■ RESPIRATORY DISEASES AND SMOKING
Smoking causes and aggravates respiratory disease. The respiratory
system involves many delicate mechanisms and numerous safeguards
to bring oxygen into the body and expel carbon dioxide. Some struc-
tures in the lungs are only one cell thick. It should come as no sur-
prise to find that a habit that involves breathing in smoke would have
an effect on the lungs.

Some of the chemicals found in tobacco smoke are carcinogens.
Over time, they cause genetic damage that may lead to cancer. Other
chemicals in the tar in tobacco smoke create more immediate damage.
Several lung conditions have been connected with smoking, such as
chronic bronchitis, emphysema, and asthma.

Fact Or Fiction?
If someone is out of breath, it means he or she
is out of shape.

Fact: If a person becomes out of breath after moderate exertion, he or
she may need more exercise. Before joining a gym, however, that person
should see a doctor. Someone who is often short of breath—especially a
smoker—could have serious respiratory problems.

HOW RESPIRATION WORKS
Getting oxygen to the cells deep within your body is a complicated
task. Each breath takes air in through the mouth and nose and down
the throat, voicebox, and windpipe. Then the airway splits into two
passages, the bronchial tubes, or bronchi. Progressively tinier tubes,
bronchioles, continue to split off, leading to the thin-walled air sacs
where gases pass into the bloodstream. These alveoli, air-exchange
sites, look like bunches of balloons. They expand and contract as
inhaled air enters and carbon dioxide leaves.

Like balloons, alveoli are delicate. The walls of these tiny structures
are only one cell thick. As oxygen passes through this very fine skin
and into microscopic blood vessels, carbon dioxide passes in the
opposite direction. Any blockage in the airway between the mouth
and nose and the blood vessels in the lungs can quickly become a
matter of life and death.
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When people encounter smoke—from a fire, bus exhaust, or other
pollution—the natural reaction is to cough. For a smoker, however,
breathing smoke is an everyday habit. Although the lungs no longer
respond to every cigarette puff with a cough, they are still irritated.
In fact, they become damaged.

CHRONIC BRONCHITIS
The bronchial tubes, or bronchi, are the gateways to the lungs, and
they are heavily defended. Special cells in the lining of the bronchial
tubes secrete a sticky substance called mucus to trap intruding bacte-
ria or dust particles. The inner lining of the tubes also has tiny hair-
like growths called cilia. The cilia work like very small fingers to push
the mixture of mucus and debris toward the windpipe, where it will
be coughed up and expelled.

Simple bronchitis is an infection of the bronchi. When bacteria or
viruses attack the walls of the bronchial tubes, cells become irritated,
and the bronchi become inflamed. The walls of these tubes swell,
reducing the width of the air passage. To catch invading organisms,
extra mucus is secreted. When this mucus is coughed up, it contains
cells used by the immune system to kill bacteria. This mucus which is
often thick, gathers in the narrowed bronchi, resulting in a blocked
air route. The body’s response is frequent coughing to clear the block-
ages away.

Anyone who has suffered from a bad cold or a case of flu has expe-
rienced acute bronchitis. The condition can also be caused by allergic
reactions, breathing dust, or pollution. The most common cause, how-
ever, is smoking.

Chemicals in cigarette smoke irritate the tissues lining the bronchial
tubes, causing damage and making them inflamed. The bronchial walls
become easily infected, extra mucus is secreted, and coughing begins.
If a person coughs up mucus almost daily for three months in two or
more years, he or she is considered to have chronic bronchitis.

As the condition persists, repeated swelling thickens and scars the
bronchial walls, cutting the size of the airway. Extra mucus collects
in the bronchi as the normal coughing response becomes less effec-
tive. Mucus not only clogs the airway, it creates a bacteria-laden soup
which can cause additional infections.

Damage from chronic bronchitis is irreversible. If smoking contin-
ues and the disease progresses, the patient can end up so short of
breath that he or she is unable to carry on everyday activities. Chronic

92 The Truth About Smoking



bronchitis may also become a complicating factor for diseases within
the lungs themselves.

EMPHYSEMA
Emphysema is a medical condition in which the tissue of the lungs
becomes damaged, making the transfer of oxygen to the blood ves-
sels less efficient. Normal lung tissue is elastic. It changes size as
you breathe in and out. Cigarette smoke damages lung tissue, espe-
cially the delicate walls of the alveoli, which lose their stretching
ability. Eventually the tiny air sacs tear and merge together.

Healthy lungs are composed of many alveoli (numbering in the
millions). Taken together, the alveoli walls offer 100 square yards of
thin tissue through which oxygen passes to the blood. Diseased lungs
become distended (larger), the surviving alveoli are also larger, but
there is more empty space and much less transfer tissue. Inhaled oxy-
gen is wasted, trapped in these oversized air sacs without transferring
into the bloodstream.

As alveoli are destroyed, less oxygen is absorbed by the body.
Usually the first sign of emphysema is an inability to catch one’s
breath. Depending on how much of the lung is destroyed, a victim
may not be able to climb even a few flights of stairs or work. Simply
breathing becomes a full-time job.

Emphysema may run in families—some people produce less of a
body chemical that helps to protect the lungs. Other causes include
oily smoke from cooking or pollution, but the major cause is smok-
ing. Countries that have few smokers also have low levels of emphy-
sema. The disease seems to strike 10 to 15 percent of smokers.

Emphysema is also known as “lung rot.” People with the disease
often die of lung failure or from diseases that affect the lungs like
pneumonia or flu.

When chronic bronchitis and emphysema appear together, the con-
dition is known as Chronic Obstructive Pulmonary Disease, or COPD.
At first, the symptoms begin with a mucus-laden cough after getting
out of bed. Then the coughing continues through the day, bringing up
increasing amounts of mucus. During the winter, sufferers experience
frequent chest infections, coughing up yellow or green mucus. Next
comes wheezing from the lungs after coughing, then shortness of
breath after exertion, and eventually after mild exertion, and ulti-
mately even at rest. Although doctors can prescribe treatments to ease
the symptoms, damage from chronic bronchitis and emphysema is
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irreversible. If the diagnosis is made early, patients can stop further
damage by quitting smoking. Usually, however, the diagnosis is made
late, and patients end up disabled.

ASTHMA
Asthma is a condition in which air passages to the lung become rap-
idly inflamed, causing the airways to narrow. People with asthma suf-
fer from wheezing attacks and breathing difficulties. The disease can
range from fairly mild to attacks that threaten the patient’s life. No
one can predict when attacks will occur, how long they’ll last, or how
severe they will be. Doctors admit that there is still much to be learned
about the disease, but the known facts are disturbing enough.
According to The Merck Manual, the number of asthma sufferers
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increased by 42 percent between 1982 and 1992. That high rate of
growth continued through 2001, when the Centers for Disease Control
and Prevention found that 20.3 million people were diagnosed with
the disease.

Asthma seems to be an allergic reaction, with the airways of suf-
ferers responding to various triggers with greater sensitivity than
those of the general population. Depending on the patient, an attack
can come with exposure to pollen, dust mites, animal dander, sulfites
(a food preservative), aspirin or other anti-inflammatory drugs, or
even cold air. Exercise and stress can sometimes cause an asthma
attack. Another major trigger is tobacco smoke.

During an asthma attack, the muscles in the walls of the bron-
chial tubes spasm, tightening the tubes and cutting the flow of air.
Breathing becomes more difficult. Mucus plugs the shrunken air
passage, causing coughing and wheezing. Symptoms range from
minor discomfort to a life-threatening condition if the path of air is
blocked altogether.

Symptoms can include wheezing, a tightness in the chest, and
shortness of breath. Sufferers may have a difficult time exhaling and
suffer from a persistent cough. Some people have mild asthmatic
reactions that can be controlled by staying away from whatever trig-
gers an attack. For most people with asthma, however, there are so
many triggers that they must seek treatment.

At present, asthma can be controlled by various drugs in both pill
and inhaler form. However, there is no cure. Doctors have many ques-
tions: Why do only some people (including some smokers) develop
asthma, while others don’t? Why do some parts of the country seem
to have fewer asthma sufferers than others?

Recent studies show a connection between mothers smoking dur-
ing pregnancy and asthma in their children. A 2001 study by the
University of Southern California not only made this link but also
showed that an infant’s exposure to secondhand smoke led to the
development of asthma in later childhood. A 2004 Finnish study fol-
lowed 58,841 children from birth to age seven. The study suggested
that women who smoked more than 10 cigarettes a day during preg-
nancy had a 36 percent chance of having a child who developed
asthma by age seven. Women who smoked fewer than 10 cigarettes a
day delivered children with a 25 percent higher chance of developing
asthma than nonsmoking mothers. More research into the causes and
cures for asthma will come in the future.

Respiratory Diseases and Smoking 95



Q & A
Question: I’ve been smoking for several years now. After trying
to quit a bunch of times, I’ve had no success. Is it just too late
for me?

Answer: It’s never too late to quit. Young people have an especially
rough time trying to stop their smoking. Some need as many as 10
tries.

Look at each quitting attempt as practice. What went wrong that
sent you back to smoking? How can you avoid that problem the next
time around? Do you need more support from your friends and fam-
ily? Maybe you need some professional help. Keep trying till you fin-
ish the job. For some, it’s a case of “10th time lucky.” 

HOW TO GET SOME BREATHING ROOM
The first step in treating any respiratory condition is for the patient
to stop smoking. It doesn’t matter what the root cause of lung prob-
lems may be. Smoking aggravates the situation—as do fumes from
other smokers.

See also: Body and Smoking, The; Cancer and Smoking; Secondhand
Smoke

FURTHER READING

Goldmann, David R., ed. American College of Physicians Complete
Home Medical Guide. New York: DK Publishing, 2003. 

■ SECONDHAND SMOKE
Secondhand smoke, also known as environmental tobacco smoke, or
ETS, is smoke from a cigarette that escapes into the air. When non-
smokers breathe in these fumes, they are said to be engaged in pas-
sive smoking or involuntary smoking.

According to the Canadian Cancer Society, it takes approximately
12 minutes for an average cigarette to burn down. Smokers actually
inhale for about 30 seconds during that 12-minute period. However,
the output from a cigarette is roughly one-half mainstream smoke
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and one-half sidestream smoke. Mainstream smoke is drawn into the
lungs of the smoker and breathed out again. Sidestream smoke comes
from the lit tip of a cigarette.

Although the chemical properties of the two kinds of smoke are
similar, they are not identical. When air isn’t drawn through a ciga-
rette, the tip is much cooler and the cigarette doesn’t burn as effi-
ciently, a condition known as incomplete combustion. As a result,
sidestream smoke releases five times as much carbon monoxide and
twice as much tar into the air compared to what enters a smoker’s
lungs. When chemists for R.J. Reynolds, a major tobacco company,
investigated tobacco smoke, they found its pollution was 10,000
times more concentrated than auto exhausts on a highway during
rush hour. Other chemists have discovered that the tar particles
released in sidestream smoke, besides being more numerous, are only
one-tenth the size of tar particles from mainstream smoke. Tinier size
allows smoke particles to remain suspended in the air longer, leav-
ing a haze and the distinctive smell of smoke in a room hours after
a cigarette is finished. The concern, however, is about much more
than a bad smell.

IS SECONDHAND SMOKE A CREDIBLE ISSUE?
In 1964, Surgeon General Luther L. Terry released a report linking
smoking with cancer. Subsequent surgeons general released addi-
tional reports, including one in 1972 discussing “exposure to air pol-
lution from tobacco smoke” and examining the dangers of smoking
to the health of unborn children. As a result, several towns and cities
began banning smoking in some public spaces.

The tobacco companies viewed the new laws as a threat. While
Californians were voting on a referendum to restrict smoking in
public buildings, the Tobacco Industry Research Committee, a public
relations organization bankrolled by the tobacco companies, commis-
sioned a poll by the Roper Organization.

The resulting report shrugged off several attacks made on the cig-
arette industry. The researchers warned, “The antismoking forces’ lat-
est tack, however—on the passive smoking issue—is quite a different
matter . . . . Nearly six out of 10 believe that smoking is hazardous
to the nonsmokers’ health, up sharply over the last four years. More
than two-thirds of nonsmokers believe it; nearly half of all smokers
believe it.”
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The report goes on to explain, “What the smoker does to himself may
be his business, but what the smoker does to the nonsmoker is quite a
different matter. . . . This we see as the most dangerous development
yet to the viability of the tobacco industry.”

Tobacco companies responded to the report much as they had
responded to news that smoking is linked to cancer many years ear-
lier. They tried to convince the public that scientists disagreed about
the effects of secondhand smoke. The goal was to keep people con-
fused and doubtful about the issue. Cigarette companies funded sup-
posedly independent foundations for research on indoor air quality
and paid for articles and books to suggest a continuing controversy
about secondhand smoke.

In 1992, the federal Environmental Protection Agency (EPA) pre-
pared a major report on the risks of secondhand smoke. The EPA
report stated that secondhand smoke caused cancers that kill 3,000
people a year. Fearing that the report would get wide circulation, cig-
arette companies attempted to kill it or delay its release using proce-
dural tactics, lobbying in the White House, and even a lawsuit.
Although the lawsuit failed in 2002, the cigarette manufacturers, led
by the Philip Morris Corporation, had delayed and cast doubt on the
report for 10 years.

Today, the Philip Morris web site has this to say on the subject:
“Public health officials have concluded that secondhand smoke from
cigarettes causes disease . . . . Philip Morris USA believes that the pub-
lic should be guided by the conclusions of public health officials
regarding the health effects of secondhand smoke in deciding whether
to be in places where secondhand smoke is present, or if they are
smokers, when and where to smoke around others.”

TEENS SPEAK

Asthma and My Family’s Smoking Habits

Chet is a tall, skinny high school freshman. He’s never
smoked.

“I can’t remember not having asthma. When I was a lit-
tle kid, I’d wheeze a lot. Sometimes I had trouble catching
my breath.
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“I guess the doctor caught it early. Whenever we went
out, my mom always packed the inhaler along.

“Here’s another thing. Both my parents smoked. It wasn’t
so bad with dad, because he was away at work, but mom
would stay at home and smoke up a storm. It’s an awful
thing to say, but looking back, I had less bad days after I
started going to school.

He shakes his head. “Dad quit smoking about five years
ago. Mom kids him about it—he’s gotten a little fatter
since—but Mom, she can’t quit. She’s tried, but she ends
up climbing the walls.

“When all this stuff about secondhand smoke began get-
ting a lot of play on TV, I think Mom got sort of guilty. These
days, when it’s nice, she tries to take her smoke breaks out
on our deck.”

He starts coughing. “When she can’t, I know about it the
minute I get home.”

CHILDREN
The presence of secondhand smoke around children may have even
more serious consequences than adults might face. Young children’s
bodies are still developing and may be more vulnerable to irritants in
the environment. There are at least 40 dangerous chemicals among
the 4,000 in cigarette smoke, so it is not surprising that children
exposed to this smoke seem to get more illnesses.

In 1986, a pair of reports was issued on the connection between
secondhand smoke and nonsmokers. Both the surgeon general’s
report and the report issued by the National Academy of Science’s
National Research Council found that secondhand smoke had nega-
tive effects on children. These findings were further confirmed by the
EPA’s 1992 report.

Children whose parents smoked had a higher rate of asthma, a med-
ical condition where sudden swelling could choke off the air passages
to the lungs. Medical researchers already knew that cigarette smoke
triggered asthma attacks in adults. In children, they found evidence
that smoke not only triggers more attacks, but more severe ones.

Children who breathe cigarette smoke consistently develop bronchial
infections and pneumonia, coughs, wheezing, and ear infections. For
very young children, secondhand smoke has been connected with
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sudden infant death syndrome (SIDS), a medical condition that occurs
when a child under the age of one stops breathing, usually during the
night, and suddenly dies without apparent cause.

Fact Or Fiction?
Smoking around other people won’t hurt them.

Fact: In 1604, King James I of England complained about secondhand
smoke. As he put it, victims “must either take up smoking or resolve to
live in a perpetual stinking torment.”

Most nonsmokers probably feel the same way today, but they have
more reasons to complain about smoking around them. As many as
40,000 people a year die from cancer and heart disease caused by
breathing in other people’s smoke. 

SMOKING IN BUILDINGS
Moving air (wind or artificial ventilation) helps to move smoke away.
However, hours after someone smoked in a room, visitors can still
detect cigarette smoke. The reason is that the tiny particles from
secondhand smoke do not go away quickly.

It’s not easy to estimate the effects of secondhand smoke on a
given workspace. The size of a room and its ventilation are straight-
forward, but other factors may vary. How many people will be
smoking in the area? How many cigarettes will they smoke? In how
much time? In most places where smoking is allowed, the “indoor
pollution rate”—the amount of undispersed cigarette smoke in the
air—remains too high. The solution suggested by many pro-smoking
advocates—improved ventilation—is often expensive and may not
solve the problem.

Cigarette smoke can irritate the eyes and cause allergic reactions,
including asthma attacks. Irritants from smoke can also attack the
nose, throat, the airways to the lungs, and the lungs themselves,
resulting in blurred vision, wheezing, coughing, choking, and a con-
siderable distraction from work in a workplace.

In an office environment, the odor is annoying, and the smoke is
dirty. In a smoke-free office, drapes and upholstery require much less
cleaning than in offices where smoking is allowed.

In 2003, the American Legislative Exchange Council, a conserva-
tive policy group, reported that 45 states had laws that restrict smok-
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ing in government buildings, and 43 states control smoking in public
places. In addition, 25 states place restrictions on smoking in private
workplaces and health-care facilities. Laws regulating smoking in
government work areas have been set for 39 states. A report on reduc-
ing tobacco use issued by the surgeon general in 2000 stated that 79
percent of workplaces with at least 50 or more employees banned
smoking or limited it to separately ventilated areas.

The thorniest indoor smoking problem centers on the hospitality
business—restaurants and bars. A large proportion of people who
patronize these establishments—especially bars—are smokers. As a
result, waiters, busboys, and bartenders work in an extremely smoky
environment. However, attempts to make bars and restaurants smoke-
free often results in angry letters from smoking patrons and com-
plaints from owners that their business is being hurt. A major
controversy over such regulations occurred in New York City when a
smoking ban in restaurants and bars went into effect in 2003. One
year later, antismoking activists hail the restrictions as a success,
while opponents claim the ban has driven smokers from numerous
bars and nightclubs, harming business while also damaging the city’s
reputation for nightlife.

Q & A
Question: My mom smokes a lot, even around my little sister.
That worries me. Could it have something to do with the ear-
aches my sister gets all the time?

Answer: Secondhand smoke around little kids can indeed cause an
earache. It might be harder to talk about it with your mother than with
a friend.

Look for items about secondhand smoke in the newspaper or TV
news and call them to her attention. Or your might do a report on
secondhand smoke for school and discuss it with her.

However you do it, have that conversation. Your mom and your sis-
ter may be grateful for it down the line. 

WHAT REALLY ARE THE RISKS?
According to the American Cancer Society, about 3,000 nonsmokers
die each year from lung cancer caused by breathing secondhand
smoke.
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As little as 20 minutes of exposure to secondhand smoke can make
blood platelets “sticky,” thickening the blood. This makes it harder for
the heart to pump and raises the danger of blood clots, which can
cause heart attack or stroke. According to the American Cancer
Society, secondhand smoke causes between 35,000 and 40,000 deaths
yearly among nonsmokers. Some research shows that women may be
more susceptible to secondhand smoke.
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Scientists have even designed physical tests to measure second-
hand smoke exposure. They test breath for carbon monoxide and hair
for nicotine. They’ve taken samples of saliva, blood, and urine to be
checked for cotinine, a breakdown product of nicotine. These tests
have shown the presence of secondhand smoke chemicals in the bod-
ies of nonsmokers. Furthermore, some of these breakdown products
came from cancer-causing compounds.

SOMETHING IN THE AIR
Since the first health questions about secondhand smoke were raised
in the 1970s, the tobacco industry has tried to dismiss this problem as
a mere annoyance, barely worth a cough. However, over three
decades, evidence has mounted connecting cigarette smoke in the air
with a number of illnesses suffered by nonsmokers. A vigorous effort
by tobacco companies and various organizations funded by the
tobacco industry has managed to confuse the issue but has not suc-
ceeded in disproving numerous studies showing problems such as
asthma and respiratory problems in children and fatal consequences
such as cancer and heart attack for adults can be traced to second-
hand smoke. Although cigarette industry delaying tactics have slowed
the smoke-free workplace movement, smoking restrictions continue
to be implemented across the country.

See also: Body and Smoking, The; Cardiovascular Disease and
Smoking; Respiratory Diseases and Smoking

FURTHER READING

Glantz, Stanton A., John Slade, Lisa A. Bero, et al. The Cigarette
Papers. Berkeley: University of California Press, 1996. 

■ SMOKING AND SOCIETY
In American society since colonial times, tobacco has played an
important role. In Virginia and other southern colonies, tobacco was
the main cash crop. In the early years of the United States, many men
and some women smoked tobacco in pipes and cigars. In the 1880s,
cigarettes began to be mass-produced and became an important con-
sumer item. For the first half of the 20th century, cigarette sales rose
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steeply, and the cigarette became entrenched in the social life of the
United States.

In 1964, Surgeon General Luther L. Terry, the government’s high-
est health official, issued the first report linking cigarette smoking
with cancer and other diseases. At the time this report came out, cig-
arette ads ran on television every day, and every office had an ash-
tray. Smoking was very much a part of life, and smokers seemed to
be a majority—as numerous as the cigarettes that marched endlessly
in ads across the nation’s TV screens.

American female smokers were a minority. While 51.9 percent of
men smoked, only 33.9 percent of women were smokers. As more infor-
mation on the dangers of smoking continued to come out, the percent-
age of smokers shrank to less than 25 percent of the population in 2001.

CALIFORNIA SETS THE STANDARD 
FOR ANTISMOKING TRENDS

California often sets trends for the rest for the country. Certainly, that
has been true when it comes to smoking. The first city in the United
States to restrict smoking in some public places was Berkeley,
California, back in 1977. California voters considered several
statewide attempts to establish smoking limitations in following
years, but these referendums failed to pass.

In 1980, San Luis Obispo became the first city in the world to ban
smoking in all public buildings, including bars and restaurants. The
University of California in San Francisco struck a major blow against
the tobacco companies in 1994 when an unknown individual leaked
thousands of pages of secret documents from Brown & Williamson,
a major tobacco corporation, to a professor at the school. Through
the university’s library, these “cigarette papers” were opened to the
public. When Brown & Williamson sued to prevent this, the
California Supreme Court rejected the claim. The papers contained all
sorts of damaging information that was made available on the
Internet. In 1998, California became the first state to ban smoking in
bars, continuing the battle on secondhand smoke.

Adopted in 1988, California’s five-point program for tobacco con-
trol became a model for the rest of the nation:

■ Increase the prices of tobacco products through higher
taxes

■ Use community-based programs to educate the public
on the dangers of smoking
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■ Establish smoke-free workplaces and public spaces

■ Support programs to help people quit smoking

■ Run counteradvertising campaigns to remove the appeal
of smoking

After 11 years of these policies (1988 through 1999) California
enjoyed the second-lowest smoking rate in the country, as well as
steep reductions in cancer rates. (The state with the lowest smoking
rate is Utah, due to the large Mormon population. The Church of
Latter-Day Saints disapproves of smoking.)

A study by researchers at the University of California–San Diego
showed that when the state reduced the budget for antismoking pro-
grams in 1993, youth smoking rose from 9 percent to 11 percent. In
2002, as a result of state budget troubles, California imposed severe cuts
on funding for its tobacco control programs. Youth smoking rates actu-
ally declined according to state surveys issued in 2003. Future results
from this trendsetting state will be watched by the whole country.

SOCIAL IMPACT FOR ADULTS
Since the surgeon general’s report in 1964, attitudes about smoking and
smokers have changed in small and large ways. In the 1970s, nonsmok-
ers formed groups to protect their rights and raise questions about the
health dangers of secondhand smoke, the tobacco smoke left in the air
by burning cigarettes and breathed in by everyone nearby. By the 1980s
as more localities began establishing smoking restrictions, smokers
found fewer places to indulge in their habit. In 1990, Congress banned
smoking on all U.S. domestic flights. By 1999, smoking was also banned
on international flights. That year, 79 percent of workplaces with at least
50 or more employees banned smoking or limited it to special areas.
Restaurants advertised smoke-free areas, and in some communities,
local governments voted to keep all public places smoke-free.

Secondhand smoke was no longer only a problem just for non-
smokers. Now it was a problem for the people who smoked. In the
1960s, the phrase “Mind if I smoke?” was less a courtesy than an
announcement: “I’m going to smoke.” By the end of the 20th century,
more and more nonsmokers did mind. A draft report for the federal
Environmental Protection Agency noted that 46 percent of respon-
dents to an opinion poll expressed annoyance with secondhand
smoke in 1964. By 1987, 69 percent objected to it.

Among the many secret tobacco documents made public by leaks
or through court cases was a 1982 survey of smokers commissioned
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by R.J. Reynolds, a major cigarette manufacturer. According to the
survey, 60 percent of the respondents faced restrictions on smoking at
work. The most surprising answer on the survey, however, dealt with
smoking restrictions in public spaces like restaurants and bars. An
overwhelming majority—79 percent—of smokers who had to live with
these restrictions approved of them.

The report explained the discrepancy by saying that smokers were
becoming increasingly unsure about how welcome their habit would
be. Restrictions, in a way, became reassuring. There were still places
that could be considered safe territory.

Today, even those places have disappeared. One TV sitcom gets
some laughs by showing people forced to smoke outside of their busi-
nesses. But it’s a fact of life in many towns. It can also cause friction
on the job as nonsmokers watch colleagues cut work to take smoking
breaks outside.

Q & A
Question: I help out at my grandfather’s store after school until
my folks get off from work. Granddad is pretty cool for an old guy.
He leaves his pack of cigarettes on his office desk and says, “I
used to grab a smoke whenever I could when I was a kid. I guess
kids today aren’t any different.” Should I take him up on his offer? 

Answer: When your grandfather was young, teen smoking was con-
sidered “just something kids do.” Your grandfather began smoking
back then and apparently has been smoking ever since. As an adult,
that’s his choice.

The question is, do you want to make what may be a lifelong com-
mitment to be a smoker, even if a “cool person” invites you? Much
more evidence has piled up on the dangers of smoking since your
grandfather’s youth. You may want to consider the evidence before
you make a life choice that can be very hard to undo. 

SOCIAL IMPACT FOR TEENS
Attitudes about teen smoking have also changed in the last 40 years.
What was once considered a minor vice has become a major problem.
Since the 1980s, tobacco companies have been criticized for aiming
advertising at young people, even grade-school students. Efforts to
reduce the number of young smokers have met with varying results.
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The 1990s saw an upswing in smoking among youth, due in part,
many believed, to the Joe Camel ad campaign. A cartoon character
with an edgy image, Joe made smoking look glamorous to a lot of
young people. In recent years, youth smoking has dropped, except for
a surprising new development. In the 2002 National Survey on Drug
Use and Health (NSDUH), cigarette use in the youngest age group
(12–17 years) showed more female than male smokers. This is a first,
and many in the public health field will be watching to see if this
report represents an isolated incident or a trend.

For teen smokers today, the reality of smoking is very different
from the confident, cool images shown in the media. Smoking rates
are highest among high school dropouts (56 percent, according to a
1999 drug abuse survey) and among the unemployed (49 percent,
according to the 2002 NSDUH). Even for those who stay in school,
smoking can lead to riskier activities. A 1986 study by the National
Institute on Drug Abuse (NIDA) found that 18.4 percent of high school
seniors who smoked also drank daily. A 2000 NIDA study showed that
two-thirds of drug users were also smokers.

SOCIETAL COSTS
As social attitudes toward smoking changed, many smokers became
aware of the personal costs associated with their habit. Depending on
the severity of their health problems, some lost their teeth, their abil-
ity to work, or even their lives. Beyond the personal losses are other
costs connected to smoking.

Could consumers trust the safety of the products they buy? Should
state governments demand additional payments from companies that
make legal products and pay heavy taxes on them? Should employ-
ers and insurance companies discriminate against people because of
their lifestyle choices?

RECENT LAWSUITS
In 1952, Reader’s Digest published an article entitled “Cancer by the
Carton,” the first article to inform a national audience about the con-
nection between smoking and cancer. Within two years, cancer patients
began suing tobacco companies to recover the costs of their medical
care. Lawyers argued that cigarette companies failed to warn customers
about the cancer dangers in their product. Therefore they should be held
liable for damages. For decades, tobacco companies won these cases.

In 1994, the most serious attempt to sue tobacco companies took
shape as 60 law firms from across the country joined forces to file a
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Tobacco-Related Costs By State, 2002

State Federal Other 
Smoking- Gov’t Gov’t Gov’t 
Caused Smoking Smoking Smoking- 
Health Medicaid Medicaid Caused 

State Costs Costs Costs Costs

Total $75+ b $10.1 b $13.4 b $32.2+ b
Alabama $1.17+ b $54.6 m $131.3 m $566.2 m
Alaska $132 m $35.0 m $34.9 m $71.4 m
Arizona $1.0 b $80.8 m $166.1 m $438.8 m
Arkansas $0.63 m $48.6 m $140.3 m $321.8 m
California $7.3 b $1.15 b $1.15 b $2.87 b
Colorado $1.02 b $124.5 m $124.5 m $411.6 m
Connecticut $1.27 m $168.0 m $168.0 m $349.7 m
Delaware $221 m $31.0 m $31.0 m $90 m
D. C. $190 m $18.3 m $42.7 m $62.2 m
Florida $4.93 m $401.8 m $574.1 m $149.71 m
Georgia $1.75 b $169.2 m $249.7 m $912 m
Hawaii $263 m $37.5 m $53.4 m $120.5 m
Idaho $249 m $18.8 m $46.1 m $135.7 m
Illinois $3.20 b $613.0 m $613.0 m $1.36 b
Indiana $1.62 b $144.5 m $235.4 m $806 m
Iowa $794 m $85.7 m $149.2 m $342 m
Kansas $724 m $60.9 m $92.0 m $284.9 m
Kentucky $1.17 b $114.4 m $265.5 m $617.9 m
Louisiana $1.15 b $148.7 m $369.2 m $523.7 m
Maine $470 m $57.0 m $111.9 m $160.3 m
Maryland $1.53 b $186.0 m $186.0  m $551.1 m
Massachusetts $2.76 b $408.5 m $408.5 m $683.5 m
Michigan $2.65 b $392.7 m $488.2 m $1.20 b
Minnesota $1.61 b $181.5 m $181.5 m $490.9 m
Mississippi $5671 m $48.1 m $157.8 m $319 m
Missouri $1.66 b $160.8 m $254.1 m $766.1 m
Montana $216 m $14.0 m $37.9 m $85.5 m
Nebraska $419 m $42.5 m $62.4 m $185.3 m
Nevada $440 m $45.7 m $50.2 m $257 m
New Hampshire $440 m $45.0 m $45.0 m $157.9 m
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class action in federal court. A class action covers all those who have
been harmed by an action. The lawsuit demanded that the tobacco
companies pay damages not for getting people sick, but for lying to
them about the addictive power of nicotine.

Then in 1996, a federal appeals court struck down the case. Judges
found that the circumstances of the 90 million individuals involved
were too different and that the state laws involved in the case were
also too dissimilar. The judges also commented on the unprecedented
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Tobacco-Related Costs By State (continued)

State Federal Other 
Smoking- Gov’t Gov’t Gov’t 
Caused Smoking Smoking Smoking- 
Health Medicaid Medicaid Caused 

State Costs Costs Costs Costs

New Mexico $360 m $96.6 m $107.3 m $198.7 m
New York $6.38 b $2.13 b $2.13 b $2.09 b
North Carolina $1.92 b $224.6 m $375.3 m $10.8 b
North Dakota $194 m $11.7 m $25.2 m $76.8 m
Ohio $3.41 b $458.2 m $854.7 m $1.51 b
Oklahoma $908 m $50.0 m $119.9 m $395.3 m
Oregon $871 m $89.2 m $134.7 m $3567.3 m
Pennsylvania $4.05 b $804.8 m $730.1 m $1.54 b
Rhode Island $396 m $82.4 m $77.5 m $123.8 m
South Carolina $854 m $92.8 m $214.9 m $511 m
South Dakota $214 m $15.6 m $29.3 m $21.2 m
Tennessee $1.89 b $188.0 m $342.9 m $879.2 m
Texas $4.55 b $508.1 m $758.8 m $2.12 b
Utah $273 m $23.2 m $57.7 m $125.3 m
Vermont $183 m $21.0 m $34.9 m $67.8 m
Virginia $1.62 m $154.8 m $158.1 m $759.9 m
Washington $1.52 b $254 m $254 m $609.7 m
West Virginia $539 m $44.6 m $134.9 m $249.9 m
Wisconsin $1.58 b $155.8 m $219.1 m $847.4 m
Wyoming $106 m $11.2 m $17.7 m $56.8 m

Notes: m = million, b = billion

Source: National Health Interview Survey, 2000.



size of the case and the threat it presented—a single jury deciding the
fate of millions of people and a major industry. The law firms then
launched class-action suits in all fifty states. Although many of these
cases were also thrown out of court, in 2003, a Florida jury awarded
the smokers $145 million in punitive damages, the largest amount ever
awarded in a civil lawsuit. This decision was later reversed on appeal.

The cigarette companies had averted one major threat, but they faced
an even more serious challenge. In 1995, Michael Moore, Mississippi’s
attorney general (the head lawyer for the state) filed a lawsuit against
the tobacco companies to recover the money that the state spent treat-
ing people for tobacco-related illnesses. He started a trend that ended
with similar suits from all 50 states. Four states—Texas, Florida,
Mississippi, and Minnesota—settled separately. After years of negotia-
tions, the remaining state lawsuits were also settled out of court.

Under the terms of what became known as the Master Settlement
Agreement (MSA) signed in 1998, the tobacco companies agreed to
pay the states $205 billion over 25 years. The agreement also set aside
$1.7 billion to create the American Legacy Foundation, an organiza-
tion to educate the public and help protect young people from
tobacco products.

As part of the agreement, tobacco companies also agreed to dis-
solve several organizations they had funded to promote smoking and
counteract criticism of the industry. The companies also agreed to
stop advertising to young people and on billboards. Many corporate
papers which had been secret were now opened to the public.

Antitobacco activists complained that the MSA didn’t go far enough.
It didn’t punish the cigarette manufacturers. They were allowed to go
on with their business and pass the heavy costs of the settlement onto
the shoulders of cigarette smokers through higher prices.

However thanks to the settlement, the American Legacy Foundation
was able to launch its “Truth” campaign, the first major nationwide
advertising campaign against cigarettes in 30 years. Price hikes on
cigarettes also contributed to a downturn in smoking.

Fact Or Fiction?
That big tobacco settlement is really going to
cost the cigarette companies.

Fact: Actually, the settlement will cost cigarette smokers. Between 1998
and 2002, tobacco companies raised the price of cigarettes by about
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$1.50 a pack. As the Wall Street Journal reported on October 25, 2002, this
is much more than the companies need to make payments to the states.
Not only are smokers paying off the settlement, they’re creating large
new profits for the tobacco companies. 

COST OF HEALTH COVERAGE
When the Public Broadcasting Service program on the crisis in health
care aired in 2000, a number of experts offered background infor-
mation, including Thomas H. Murray, Ph.D., president of the
Hastings Center, a group that studies the ethics of health care. He
explained the beginnings of large-scale health coverage in the
United States. “In the 1940s, during the Second World War, wage and
price controls were placed on American employers, and in order to
compete for employees, they could offer health benefits. In those
days, it was cheap.” In recent decades, health-care costs have risen,
and so has the cost of insurance. Companies have begun asking
employees to pay for some of this cost. This has led to a new con-
troversy over smoking.

Group health plans are a way to get coverage at a “wholesale price”
by spreading the risk. Payments for single employees help bring down
the cost of health care for workers with many children. Healthy young
workers with little need for doctors help to cover the costs for older
employees.

Forced to reach into their own pockets, however, employees have
started looking at health care in a new light. Is it fair for everyone to
pay for people who are more likely to get sick—especially if they bring
it on themselves with lifestyle choices like overeating or smoking?
Should health coverage be like some life insurance policies, where
nonsmokers get to pay less?

A 2003 survey by the Wall Street Journal found that Americans
have not made firm decisions on these questions. Less than half—46
percent—felt that people who made unhealthy lifestyle choices
should not be forced to pay more for insurance. Even fewer respon-
dents (37 percent) felt that people with unhealthy lifestyles should
pay higher prices for insurance. However, when the question was
posed specifically about smoking, 58 percent were in favor of smok-
ers paying higher insurance premiums than nonsmokers vs. 31 per-
cent against.
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PREMATURE DEATH AND DISABILITY
On average, male smokers live 13.2 years less than nonsmokers.
Female smokers lose 14.5 years off their expected life spans. When
you add up the number of people who die from smoking-related
causes, that cost gets very high. According to a 2002 report from the
Centers for Disease Control and Prevention (CDC), productivity
losses in the United States from smokers’ deaths averaged almost
$81.9 billion per year between 1995 and 1999.

The report also stated that expenses for people with smoking-
related illnesses came to nearly $57.5 billion for 1998 and that costs
of care for newborn babies with health problems because of smoking
came to $366 million in 1996.

The Centers for Medicare & Medicaid Services, the government
agency which tracks health-care programs, reported that Americans
spent $1.6 trillion on health care in 2002. Private spending was $549.6
billion. Medicare, the federal health-care benefits program for the eld-
erly and permanently disabled, cost taxpayers $267 billion. Medicaid,
a health insurance program for those with low income that has its
costs shared by federal and state governments, came in at $247 billion.
According to a Columbia University study of 1995 health costs, 14 per-
cent of Medicare spending went to treating tobacco-related diseases.
The diseases also accounted for 6.6 percent of Medicaid costs in 1996,
according to a study for the Robert Wood Johnson Foundation. If these
percentages are applied to the 2002 numbers, they give some idea of
the large sums of money involved.

YOUR STATE DOLLARS AT WORK
In 2002, the Organization for Tobacco-Free Kids, an antismoking
action group, found that tobacco-related Medicaid costs for all 50
states totaled more than $10.11 billion. The states also faced an addi-
tional $2.2 billion for smoking-related problems.

States with large populations and generous Medicaid benefits faced
steep expenses. California paid $1.15 billion. New York faced a bill of
more than $2 billion. Thinly populated Wyoming paid the lowest
amount of Medicaid costs, $11.2 million. Most states ranged from $40
million to hundreds of millions of dollars for the year.

Although yearly payments from the Master Settlement Agreement
with the tobacco companies were supposed to cover these costs, cash-
strapped states like New Jersey and Washington are often using that
money to cover budget deficits. Some have even securitized their set-
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tlement monies, essentially taking out a loan on their promised pay-
ments for a one-time cash amount.

To protect their settlement payments, state governments have even
stepped into other tobacco lawsuits on the tobacco companies’ side.
Recently, when a judge imposed a $12 billion bond on the Philip
Morris Company, 37 states joined the tobacco company to have the
bond reduced. Their reason? Heavy judgments on tobacco companies
might drive them into bankruptcy and stop the MSA payments.

See also: Government and Tobacco; Smoking, History of
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■ SMOKING, HISTORY OF
The long history of tobacco use, first in the Western Hemisphere, and
in more recent centuries, in countries around the world.

THE BEGINNINGS
The tobacco plant is native to the Americas. For more than 2,000 years,
native peoples in both North America and South America used tobacco
as a medicine and in religious observances. The ancient Mayan civiliza-
tion in Mexico considered tobacco to be a kind of incense and burned it
to ask the gods for rain during droughts. As part of their religious cere-
monies, Mayans also smoked a very strong variety of tobacco that
caused hallucinations. The earliest representation of smoking occurs on
a piece of Mayan pottery found in Guatemala. The decoration, showing
a man smoking a cigar, was made more than 1,000 years ago.

When Christopher Columbus first set foot in the Western
Hemisphere in 1492, Native Americans gave him gifts—fruits and
strong-smelling leaves. Columbus served the fruit to his sailors, but
threw the leaves—tobacco—overboard.

In time, however, Spanish and other visitors to the Americas learned
to smoke the tobacco leaves. Within 200 years, European sailors had
spread the habit around the world. In Korea, for instance, smoking was
well established by 1620—about 10 years before it reached Sweden.

Smoking was not always welcomed. At various times, the practice
was denounced by the pope in Italy, made a criminal act in Turkey and
most of the Middle East, and could result in exile to Siberia in Russia.
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Native Americans not only smoked tobacco in cigars and pipes but
also in cigarettes, according to Spanish explorers in Mexico.
European cigarette smoking began in the Spanish city of Seville,
where beggars disassembled cigar butts and wrapped the tobacco in
scraps of paper.

In 1560, Jean Nicot, the French ambassador to Portugal, sent
reports on tobacco and plants to the royal court. When tobacco was
first introduced to Europe, it was considered a medicinal herb, the
same status it had in the Americas. Throughout the 1500s and
1600s, doctors used tobacco to cure or relieve numerous diseases,
including cancer.

In the 1560s, English sailors also brought tobacco back to their
homeland. Although the credit is given to Captain John Hawkins,
other English seafarers may have introduced the plant to the English
even earlier.

In 1606 King James I of England wrote a book called A Counterblaste
to Tobacco, a scathing attack on smoking. James also raised the tax on
tobacco 4,000 percent. During this time, tobacco was very expensive
because it was imported from Spain. However, when tobacco began to
be shipped from Virginia in 1614, the king lowered the tax and made
the trade a royal monopoly. Apparently, economics overcame the king’s
dislike of smoking.

Tobacco was the first profitable crop for the struggling English
colony in Virginia. Instead of cultivating the rough-tasting local
tobacco, colonist John Rolfe imported plants from islands in the
Caribbean Sea. Rolfe sent this better-tasting tobacco to England in
1612. It became popular, and a thriving trade developed. Within
seven years, tobacco became the leading cash crop for Virginia.
Eventually, tobacco became the economic basis for all of England’s
southern colonies.

Cultivation of tobacco required considerable work and many work-
ers. In early Virginia, this labor was first performed by indentured ser-
vants, individuals who traded several years of service for passage to
the new colony, or by captured Native Americans. In 1619, a Dutch
ship visiting Virginia traded a group of Africans for supplies. At first
these newcomers were regarded as indentured servants, but as more
Africans arrived, they were enslaved. By that time, African slaves
soon became an important part of the colonial economy.

When the North American colonists finally declared themselves
independent of Britain in 1776, tobacco played a part in the struggle.
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The export helped the colonists secure loans in Europe to bring
weapons and supplies for George Washington’s army.

For years during the early days of the United States, tobacco was
the new nation’s number one export. In fact, tobacco was the primary
American export until the early 1800s, when cotton took over.

Tobacco affected not only the economy of the new United States
but also the country’s culture. People saw tobacco as a symbol, a dis-
tinctly American crop sold all over the world. This pride turns up in
an architectural detail in the nation’s capital. Washington’s domed
Capitol building, the home of the U.S. Congress, features a set of
columns erected in the 1840s. The tops of these pillars depict corn
(another American crop) and tobacco plants.

Agricultural products such as tobacco and cotton brought wealth
to the southern states, but that wealth was based on slavery. Many in
the North began to speak out against the practice of owning slaves,
and the country divided in a bitter argument. In 1861, 11 southern
states seceded from the Union, starting a civil war.

The Civil War (1861–1865) introduced soldiers to a new kind of
tobacco—gold leaf. The variety is also known as “bright leaf” tobacco
because its leaves turn a bright golden color when dried over char-
coal fires. Farmers in upper North Carolina and lower Virginia were
just beginning to develop a market for gold leaf when the war began.

During the war, soldiers from both sides developed a taste for the
new tobacco. Their interest led to the rise of the first major tobacco
brand in the United States, Bull Durham.

CIGARETTES: AN AMERICAN SUCCESS STORY
The century after the Civil War was a time of great success for the
tobacco industry. During those years, cigarette manufacturing
changed from a handmade process to one that relied on machines.

Cigarette manufacturing required many workers, since the product
had to be rolled by hand. In the 1860s, many tobacco companies
imported skilled cigarette rollers from Europe. In 1881, the Duke fam-
ily brought 125 Russian immigrants to Durham, North Carolina, to
roll cigarettes and teach the task to others. Many local women became
cigarette rollers.

In 1883, the Duke family gambled by purchasing the first cigarette-
making machine. By 1884, the Dukes were rolling out 744 million
cigarettes annually, more than all of the cigarette companies in the
nation had made the previous year.
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The new machine lowered the cost of producing cigarettes, and
the transcontinental railroads opened new markets. Color printing
spurred the growth of advertising, which the Dukes used to create
a market for the flood of cigarettes from their factories. By 1904,
the Dukes’ American Tobacco Company held a monopoly over the
cigarette business in the United States, controlling both prices and
production.

In 1900, only 5 percent of the U.S. population smoked cigarettes.
Chewing tobacco was much more popular. Few could imagine the
future success of cigarettes, least of all a British company which set
up a U.S. operation to import its products in 1902. The company was
Philip Morris.

The early decades of the 20th century were marked by a distrust of
monopolies. In 1911, the federal government broke up the American
Tobacco Company through an antitrust suit. The giant corporation
was broken into several companies that immediately began compet-
ing to see who could get the largest share of the market. R.J. Reynolds
scored the greatest success, launching its Camel brand with a new mix
of cigarette tobaccos and a brilliant advertising campaign. By the
time the United States entered World War I in 1917, Camels had cor-
nered one-third of the American cigarette market.

Military service introduced millions of young men to cigarettes,
which were packaged as part of their rations. By the end of World War
I in 1918, many of the returning soldiers were confirmed smokers. By
1924, American tobacco users were evenly divided between cigarette
smokers and tobacco chewers.

The 1930s continued to see more and more smokers in the United
States as smoking by women became more accepted. Tobacco com-
panies sponsored many of the most popular shows on radio, the new
entertainment medium.

The United States entered World War II in 1941, and again,
American soldiers and sailors went to war with cigarettes as part of
their rations. Servicemen returned home as confirmed smokers and
pushed the percentage of American smokers even higher.

Smoking levels continued to rise through the 1950s as cigarette
companies began advertising on yet another new medium, television.
By the 1960s the United States had more smokers than ever before. In
1964, 51.9 percent of American males and 33.9 percent of American
females smoked cigarettes.
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Beginning in 1962, the head of the federal government’s public
health service, Surgeon General Luther L. Terry, assembled a group of
scientists and medical professionals to examine the available research
on the health effects of cigarette smoking. Some believe the project
had been commissioned by then president John F. Kennedy. Dr. Terry
was himself a smoker until he began working on the report. Issued in
1964, the document that came to be known as the surgeon general’s
report made a connection between smoking and three diseases: lung
cancer, cancer of the larynx (voicebox), and chronic bronchitis
(inflammation of the air passages leading to the lungs).

GROWING DIFFICULTIES
The report did not contain new findings. As early as the 1930s,
researchers had been finding links between cigarette smoking and a
variety of illnesses, but studies were rarely publicized.

The 1960s and 1970s were confusing times for smokers. Tobacco
companies fought the news of health risks associated with smoking,
launching a public relations counterattack that has come to be known
as the “smokescreen.” Nonetheless, the percentage of smokers began
to decline. In 1971, cigarette commercials were banned from televi-
sion and radio, another blow for the tobacco industry.

In the same period, however, some cigarette brands enjoyed
unprecedented success. Philip Morris created a new tobacco formula
for Marlboros and an advertising campaign that made the “Marlboro
Man” an international sales icon. Marlboro had not even placed
among the top 10 cigarette sellers in 1950. By 1972, the brand had
become the top-selling cigarettes in the world.

The 1980s saw a growth of restrictions on smokers as localities and
states enacted regulations for smoking in government buildings,
schools, workplaces, restaurants, and bars, a process which goes on to
the present day. In 1987, the Joe Camel advertising campaign was
launched. Youth smoking, which had been declining, proceeded to go
up the following year.

Tobacco companies managed to defeat regulation attempts both by
Congress and the Food and Drug Administration regarding advertis-
ing, new health warnings on cigarette packs, and making most pub-
lic places smoke-free. In the courts, however, they faced serious legal
challenges as the attorneys general of all 50 states sued to recover
health-care costs for people with tobacco-related illnesses. The cases
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were finally settled out of court in 1998 with the signing of the
Master Settlement Agreement. The tobacco companies agreed to pay
the states $206 billion over 25 years and received new restrictions on
advertising and promotion, especially to young people.

Less than one-quarter of the population smokes today. Though on
the defensive, tobacco companies retain considerable political, eco-
nomic, and legal power.

TOBACCO AND WORLD AFFAIRS
As the U.S. market for cigarettes continued to grow smaller, tobacco
companies were left with excess manufacturing capacity. The
result—the tobacco industry began aggressively marketing to the
rest of the world.

Tobacco companies have always been international firms, market-
ing their brands in many countries. For the last two decades, however,
the industry has focused its marketing on developing nations.
Although these efforts may bring in new profits for the tobacco cor-
porations, they also bring new health problems to countries in need
of doctors and hospitals.

The economic stakes are high. More than 5.4 trillion cigarettes are
produced worldwide—per day. Over 300 million men smoke in China
alone. American cigarette makers want a share of that market. Since
the 1980s, the U.S. government has helped, putting pressure on coun-
tries like Japan, Thailand, and South Korea to open their markets to
American cigarettes.

Exports reached a high point in 1996, when American companies
shipped 243 billion cigarettes to foreign markets. That number
dropped to 120 billion in 2003, but the export trade still brought in
$1.4 billion. The United States is even exporting its famous gold leaf
tobacco, not just processed leaves, but the plants themselves.
American companies have encouraged farmers around to world to
start growing bright leaf tobacco. The idea is to give countries that
grow harsher strains of the plant a taste of American tobacco—and,
hopefully, a taste for American cigarettes.

Today one-half of the tobacco in American cigarettes comes from
foreign countries, undercutting prices for American tobacco and
driving many small farmers out of business. By heavily mechaniz-
ing and opening new tobacco plants overseas, transnational tobacco
corporations are exporting manufacturing jobs to developing coun-
tries as well.
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TEENS SPEAK

A Dying Tradition?

Roy is a big, soft-spoken 21-year-old. Since graduating
high school he’s kept up two part-time jobs while also
working on his family’s farm. He’s smoked since he was 15.

“I would be—should be—the fifth generation of my
family to work this farm.” He brushes sweat off his fore-
head with the back of his hand. “It’s not a big place, but
we were always able to keep our heads above water by
keeping a few acres in tobacco. Thing was, a farmer
could get $4,000 an acre. That could make all the differ-
ence in a lean year.

“Even with what I made coming in, my Daddy spent a lot
of his time off the farm, doing other jobs to keep us going.
In fact, he was miles from here when he just sort of fell over.
Heart attack. He shouldn’t have gone so young, but they
say it was because of his smoking. 

Roy shrugs. “We all smoke in this family—always did.
But with Daddy gone, that leaves me to carry on. I don’t
know if I can do it. The tobacco isn’t making the same kind
of money, and there’s nothing else I can plant in those cou-
ple of acres to make the same kind of profit. We can hang
on for this year, but next year? Our family farm may just be
a part of someone else’s operation.”

TOBACCO TODAY IN THE UNITED STATES
The American Lung Association compiles statistics about smoking
every year. The most recent figures, from 2001, offer a snapshot on
the status of smoking in the United States. That year, smokers con-
sumed 425 billion cigarettes—about 2900 cigarettes for every
American over the age of 18. By comparison, in 1964, the smoking
rate was about 4300 cigarettes per person.

In 2001, approximately 46 million Americans smoked, about 22
percent of the population. The group with the largest percentage of
smokers was the youngest, 18–24 years old. The lowest percentage
could be found among those over 65.

Smoking, History of 119



Statistics for 2001 show that American smokers consumed fewer cig-
arettes than they used to. In 1974, only 31.6 percent smoked fewer than
15 cigarettes a day. By 2001, 46 percent smoked fewer than 15 ciga-
rettes daily. In the same time period, the group smoking 15–24 ciga-
rettes a day group shrank by 10.9 percent, and those who smoked over
24 cigarettes a day were down by 41.5 percent. The surgeon general’s
report of 1989 suggests that the decline may be due in part to people
having fewer places to smoke and therefore fewer opportunities do so.
By 2004, every state except Alabama had some sort of restriction on
indoor smoking. Some states set aside certain areas where smoking is
allowed. Others ban or limit smoking in almost all public places. Some
45 states restricted smoking in government workplaces, and 25 have
extended those limits to private workplaces as well.

Educational differences in tobacco use
The 1999 National Household Survey on Drug Abuse found that
among 16- and 17-year-old dropouts, more than 50 percent had been
smoking in the last month. The American Lung Association statistics
show that among people who finished high school, the smoking per-
centage is 16 percent. But among college graduates, the proportion of
smokers in only 8.4 percent.

Fact Or Fiction?
You may not like Big Tobacco, but at least
they’re American companies.

Fact: Actually, the largest tobacco companies are transnational corpora-
tions, with operations in many countries. In recent years, they’ve been
moving both farming and manufacturing operations overseas. The
American market still provides tremendous profits. But the largest com-
panies, like Philip Morris and R.J. Reynolds, seem to be keeping their
options open if American profits fall too far down or American regulation
rises too high. 

Regional tobacco use
Kentucky, with its history as a tobacco-producing state, has the high-
est percentage of smokers. It also has one of the lowest taxes on
tobacco in the country. Nevada, the next highest state for smoking,
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owes its position to gambling. State law allows smoking wherever
gambling occurs. Since slot machines can be found almost any-
where—including supermarkets and laundromats—people are free to
smoke in areas where smoking would be banned in other states.

Utah’s status as the state with the lowest percentage of smokers is
due to its large population of Mormons, whose religion strongly dis-
approves of the habit. California’s place as the second-lowest smok-
ing state (only 17.2 percent of Californians are smokers) results from
decades of tobacco control and smoking education. In 1977, the city
of Berkeley passed the first law to limit smoking in restaurants and
public places. Statewide smoking restrictions were discussed in a 1978
referendum which was defeated.

In 1998, however, Proposition 10, imposing a 50 cents per pack tax
on cigarettes, passed after an extremely close vote. Many Hollywood
celebrities campaigned for the tax, which would fund tobacco educa-
tion and social services. With more than seven million votes cast, 50.4
percent of Californians supported the initiative.

Q & A
Question: I’m really stressing out at school and at home. My
friend keeps offering me cigarettes. He says they can really help
to take the edge off things. Can’t I have just one, once in a while?

Answer: Your friend may be trying to help, but you need to find a
healthier way to deal with stress.

Just the way you phrased your question shows how a habit can
begin, moving from “just one” to “once in a while.” From there, it
moves on to “one a day” and up to “a pack a day” and even more.

DIFFERENCES IN SMOKING 
BY REGION OF COUNTRY

Overall, adult smokers make up 22.8 percent of the U.S. population.
However, this percentage varies from state to state and even from
region to region.

Except for Nevada and Oklahoma, the percentage of smokers in the
western United States comes in below the national average. The
Northeast (all the states from Maryland to Maine) comes in slightly
above average.

Smoking, History of 121



Midwestern states show a somewhat higher than average propor-
tion of smokers in their populations, as do states in the Southeast
except for Florida. However, the South Central region—the southern
states bordering the Mississippi, plus Kentucky—have the highest per-
centages of smokers. West Virginia, which borders Kentucky, also
comes in very high.
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DID YOU KNOW?

Percentage of Adult Smokers by State, 2001

Source: Centers for Disease Control, 2002.

Alabama 23.9%
Alaska 26.1%
Arizona 21.5%
Arkansas 25.6%
California 17.2%
Colorado 22.4%
Connecticut 20.8%
Delaware 25.1%
D.C. 20.8%
Florida 22.5%
Georgia 23.7%
Hawaii 20.6%
Idaho 19.7%
Illinois 23.6%
Indiana 27.5%
Iowa 22.2%
Kansas 22.2%
Kentucky 30.9%
Louisiana 24.8%
Maine 24.0%
Maryland 21.3%
Massachusetts 19.7%
Michigan 25.7%
Minnesota 22.2%
Mississippi 25.4%
Missouri 25.9%

Montana 21.9%
Nebraska 20.4%
Nevada 27.0%
New Hampshire 24.1%
New Jersey 21.3%
New Mexico 23.9%
New York 23.4%
North Carolina 25.9%
North Dakota 22.1%
Ohio 27.1%
Oklahoma 28.8%
Oregon 20.5%
Pennsylvania 24.6%
Rhode Island 24.0%
South Carolina 26.2%
South Dakota 22.4%
Tennessee 24.4%
Texas 22.5%
Utah 13.3%
Vermont 22.4%
Virginia 22.5%
Washington 22.6%
West Virginia 28.2%
Wisconsin 23.6%
Wyoming 22.2%



DIFFERENCES IN SMOKING BY AGE
Most smokers—20.9 million—are between 25 and 44 years old. This
high rate is due in part to a rise in teen smoking back in the 1990s.
The smallest adult number—3.3 million—is smokers over age 65. A
grim reason for that last statistic might be that many smokers have
died before that age. For the youngest adult category, ages 18–24, the
Lung Association finds 7.2 million smokers. Below that age, the
Centers for Disease Control and Prevention (CDC) estimates that
there are an additional three million smokers in the 12–17 age range.
For antismoking activists, these last two groups are critical. Of all
smokers, over 90 percent began before the age of 21.

INTO THE FUTURE
Tobacco’s voyage around the world started more than 500 years ago
and continues today. Instead of spreading haphazardly with wander-
ing people, however, the product’s growth is controlled by giant cor-
porations driven by market forces.

Health concerns, regulations, and antismoking activism and edu-
cation have reduced smoking in the United States and developed
countries in northern and western Europe. In response, tobacco com-
panies are finding new markets, new profits, and millions of new
smokers among the nations of eastern Europe and worldwide among
developing countries.

See also: Government and Tobacco; Smoking and Society; Tobacco
Worldwide
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■ SMOKELESS TOBACCO
See: Tobacco Products

■ SOCIAL SMOKING
See: Peer Pressure and Smoking; Smoking and Society
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■ SPORTS AND SMOKING
From the early days of cigarette production, tobacco companies liked
to portray their products as good, healthy fun. What better way than
to connect cigarettes with athletes?

Tobacco companies made this connection early by creating the
first baseball cards. Pictures of players were printed on the card-
board sheets that stiffened cigarette packs. A 1909 set featured
Pittsburgh Pirates star Honus Wagner, a nonsmoker who objected to
having his picture used to advertise cigarettes, especially since the
cards were collected by children. He demanded that his card be
destroyed, ironically creating one of the great collector’s items of all
time. In 2000, a surviving Honus Wagner card sold for more than a
million dollars.

Until the 1960s, tobacco companies often featured sports stars in
their advertisements. Even today, cigarette ads in magazines often
show smokers playing Frisbee, softball, or football.

TEENS SPEAK

I Was a Secondhand Sports Smoker

Dan is 20 years old, a junior in college. He started smoking
when he was 15.

“My older brother was a real racing fan. He loved to go
to the speedway, and he was always coming back with
stuff. Baseball caps, jackets, they all had the logo for a
brand of cigarettes. Sometimes he even came home with
packs of cigarettes—freebies. They’d hand them out as
samples.

“I was a big kid—played a little football. The hats and
jackets fit me. One day, I tried my brother’s cigarettes on for
size too. He and my folks were pretty mad, but I didn’t think
it was such a big deal. Hey, if all those famous racers were
involved, smoking couldn’t be all that bad.

These days, almost any sport moves are too fast for me
to play. I just can’t catch my breath. About the best I can do
is a nice, slow game of softball.
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“When it comes to sports, I guess I’m a spectator. Of
course, that makes it easier to light up during a game. But
now that I’m driving over to the speedway, I notice they’re
not giving cigarettes away anymore.”

WHERE DOES THE MEDIA STAND?
Both the print and broadcast media are money-making businesses.
Cigarette advertisements featuring sports stars brought profits to
newspapers, magazines, radio and television stations and, of course,
tobacco companies. Unless pressured by public opinion or legal
action, media companies have generally shown themselves unwilling
to forgo a lucrative source of advertising money.

Continuing criticism over the use of prominent sports figures to sell
cigarettes resulted in a 1963 agreement by tobacco companies to dis-
continue promotion by sports stars. In 1971, Congress banned TV ads
for cigarettes. Cigarette manufacturers quickly found a new way to
get their brand names on television. They sponsored sporting events.
The Marlboro name quickly became attached to auto racing, as did
Winston and Skoal, a smokeless tobacco. Virginia Slims sponsored
tennis tournaments.

Researchers from the Boston University School of Public Health
studied the events sponsored by tobacco corporations between 1995
and 1999. In that five-year span, the companies attached their names
not only to a variety of sporting events but also to musical and cul-
tural performances and social causes. Motor racing received the high-
est promotional expenditure, with more than $208 million going to
various organizations and events. Besides racing and tennis, major
tobacco sponsorships involved rodeo, golf, and pool playing. One
company donated $3 million to help complete the construction of a
university football stadium.

Some tobacco companies came up with clever marketing connec-
tions for sports. For example, Philip Morris used billboard space
inside sports arenas to ensure that the company’s Marlboro ads were
placed wherever TV game coverage was likely to focus. Marlboro bill-
boards appeared behind the goal posts in football stadiums and over
the team entrances to the field. The TV networks caught these silent
ads in their cameras. It took government action—a suit by the U.S.
Justice Department in 1995—to end the practice.
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Fact Or Fiction?
I see some people are making a big deal out of
sports stars using smokeless tobacco. Don’t
these guys have a right to a private life?

Fact: Being in the public eye means losing much of one’s privacy. Like it
or not, sports figures are role models. They are cheered by countless
young fans who will even pay for the opportunity of getting an autograph.
These young people practice throwing a pass or swinging a bat like their
hero. They also try out their hero’s habits.

When baseball players began using smokeless tobacco in televised
games, the youth rate didn’t double, triple, or even quadruple. According
to a report by the Centers for Disease Control and Prevention, the rate
shot up to eight times the original number of users in 10 years. That is a
serious demonstration, both of the reach of the media and the strength
of hero worship.

WHERE DOES NASCAR STAND?
The sport of stock car racing began in the hills of North Carolina—
tobacco country. Early support for the National Association for Stock
Car Auto Racing (NASCAR) came from tobacco companies. R.J.
Reynolds (RJR) was among the first to associate one of its brand
names, Winston, with NASCAR racing.

Beginning in 1971, the company sponsored NASCAR short-track
racing events as well as the high-prestige Winston Cup racing series.
These races got considerable television coverage, putting the Winston
name in millions of homes. Philip Morris supported a racing team
whose cars were plastered with Marlboro logos. The Skoal Bandit
became another rolling advertisement, this time for smokeless tobacco.

Although NASCAR took some criticism, the arrangement continued.
RJR and the racing association signed a series of five-year contracts.
RJR was spending $60 million a year to promote the sport, recruit
sponsors for race teams, and improve racing tracks. Tobacco money
turned NASCAR into the nation’s number one spectator sport. In
return, those spectators were invited to sample Winstons or trade in
their current brand for four packs of Winstons.

The first major problem came in 1999, after the Master Settlement
Agreement (MSA), an out-of-court settlement that ended a lawsuit
between the tobacco companies and state governments. Although the
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main thrust of the case was repayment for state health-care costs asso-
ciated with tobacco-related diseases, the agreement also included new
restrictions on tobacco advertising and promotion, especially involv-
ing young people. The MSA prohibited cigarette companies from spon-
soring sporting events with competitors under the age of 18. Some of
the NASCAR short-track races allowed drivers as young as 16.

Although NASCAR racing drew the second largest audience in tel-
evised sports, NASCAR officials now found themselves limited in
promotion. Winston was not allowed to use its affiliation with the
races in radio or TV ads. Officials wanted racing to enter the main-
stream. As early as 1998, RJR invited NASCAR to consider alterna-
tives. In 2003, the racing association reached an agreement with
Nextel, a giant wireless telephone company. If you look on the
NASCAR web site, you’ll find logos for three racing series, sponsored
by Nextel, Busch beer, and Craftsman tools.

Q & A
Question: I’d never smoke—I play sports, and smoking ruins
your wind. But some guys say smokeless tobacco actually helps
your game. Is that true?

Answer: Some athletes think that smokeless tobacco gives them extra
energy, but what they’re feeling is the product’s powerful nicotine rush.
A 1995 study of Major League baseball players published in the Journal
of the American Dental Association found that a player’s performance—
batting, fielding, or pitching—was not affected by smokeless tobacco.

In a 1998 study published in Medicine & Science in Sports &
Exercise, researchers tested reaction time and strength of two groups
of college athletes. One group used smokeless tobacco. The other
used no tobacco products at all. The results showed that smokeless
tobacco use had no effect on reaction time. However, the product may
have reduced the strength of the athletes who used it.

You’ll play better—and stay healthier—if you keep away from all
forms of tobacco.

WHERE DOES BASEBALL STAND?
Baseball was invented in the mid-1800s, a time when most American
tobacco users chewed rather than smoked. When the National League
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was organized in 1876, cigarettes were still rolled by hand. Even
when the American League came along in 1901, cigarettes were just
beginning to become popular.

Many early ball players came from southern or rural states where
chewing tobacco was popular. Also, having a “chaw” in one’s mouth
was useful. Chewing tobacco kept the mouth moist while playing on
hot, open fields under the summer sun. Spit was also useful in keep-
ing the players’ leather gloves pliable. Some players found chewing
tobacco to be a useful tool in the days of the spitball, a pitch that was
banned from baseball in 1920. By the 1930s and 1940s, however,
most players smoked cigarettes.

As the dangers of smoking became news in the 1970s, some ball
players switched to what they believed was a safer form of tobacco.
Players first went to chewing tobacco, then started dipping snuff, hold-
ing a pinch of powdered tobacco between the lip and the gums.
Chewing tobacco and snuff companies began marketing their products
as “smokeless tobacco.” Part of their promotional efforts, as noted in a
1992 article in the Journal of Public Health, involved sending free sam-
ples to major league, minor league, and even college baseball teams.

By the 1980s, smokeless tobacco (or spit tobacco, as it’s called by
antismoking activists) was widespread in the major leagues. Players
used spit tobacco on televised games, giving free air time to a prod-
uct that was banned from advertising on TV. Analysis of Game Four
of the 1986 World Series showed that players spent 23 minutes using
spit tobacco—essentially a free advertisement for the product in the
middle of one of the nation’s most popular sporting events. By con-
trast, during the same game in 2002, players spent only five minutes
using smokeless tobacco on camera.

On the whole, promotion of smokeless tobacco was very success-
ful. According to a 1993 report by the Centers for Disease Control and
Prevention between 1972 and 1991 consumption of smokeless
tobacco products tripled in the United States. In that same period,
eight times as many 17- to 19-year-olds started the habit. Young peo-
ple still make up an important segment of spit tobacco sales.

Former players who recognized the dangers of smokeless tobacco
formed NSTEP, the National Spit Tobacco Education Program, in
1994. Among these players was Bob Tuttle, a former star for the
Minnesota Twins, who underwent disfiguring cancer surgery because
of his spit tobacco habit. Joe Garagiola, a former player and sports-
caster, lost a tobacco-chewing friend to cancer. Garagiola took the
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lead in sounding the alarm about the dangers of smokeless tobacco.
“You lose one piece of your face at a time until you are dead,”
Garagiola warned today’s players.

NSTEP sponsors a yearly mouth examination of minor league play-
ers by dentists. In 2001, of the 2,000 players examined, 300 had sores
in their mouths from smokeless tobacco use, and in 21 cases, those
sores were cancerous or precancerous.

Major League Baseball, the players’ union, and the team trainers’
organization support NSTEP’s goals. When the organization started
working with Major League Baseball in 1998, 38.5 percent of major
leaguers admitted using smokeless tobacco. By 2002, that number had
dropped to 30.5 percent.
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Although some teams ban players in uniform from carrying snuff
or chewing tobacco, they can’t stop players from using the product on
the field without negotiating the issue with the players’ union. Spit
tobacco is banned from the minor leagues, though many minor league
players admit to using smokeless products. In 1994, the National
Collegiate Athletic Association (NCAA), the major organization for
college sports, banned all tobacco products. However, a 2001 NCAA
survey found 41 percent of college baseball players and 28.9 percent
of football players still using smokeless tobacco.

A STRONG SELLING TEAM
Sports and sports figures have long been a part of selling and promot-
ing tobacco products. For years, sports stars endorsed cigarettes and
chewing tobacco, even though they may later have suffered as a result
of using the products. Joe DiMaggio and Babe Ruth were famous play-
ers who appeared in tobacco ads. Both died from tobacco-related ill-
nesses. DiMaggio, a smoker, died of lung cancer. Ruth, who smoked and
also chewed tobacco from the age of seven, died of throat cancer.

Sponsorship of sporting events became a successful tactic for
tobacco promotion, especially after the 1971 ban on television adver-
tising for cigarettes. In recent years, however, some sports groups
have reconsidered their connections to tobacco. NASCAR racing offi-
cials finally cut a long-standing relationship with Winston cigarettes,
and Major League Baseball has begun efforts to ban tobacco products.
However, many individual athletes have not ended—or been able to
end—their tobacco habits.

See also: Advertising and Smoking; Media and Smoking, The;
Tobacco Products
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■ TOBACCO AS A GATEWAY PRODUCT
“Monitoring the Future,” sponsored by the National Institute on Drug
Abuse (NIDA), is an annual poll of more than 40,000 students for infor-
mation on their drug use and attitudes. The 2003 survey showed that
25 percent of students used marijuana, 3.8 percent took amphetamines,
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and almost 8 percent inhaled propellants or solvents. More than one-
half of the students surveyed had consumed alcohol in the previous
year, and almost one-quarter of the high school seniors surveyed were
active smokers.

The inclusion of tobacco and alcohol among the substances used to
introduce people to illegal drugs explains the term gateway product.
Tobacco and alcohol are legal—at least for adults. However, given
their addictive and damaging properties, if either had been recently
discovered, the Food and Drug Administration (FDA) would undoubt-
edly ban them as dangerous.

Tobacco and alcohol are also the most easily obtained addictive
and brain-altering substances for most teenagers. They are easily
available at supermarkets, convenience stores, or gas stations. All that
teens need is money and a fake ID or a negligent or accommodating
store clerk. What an underage person learns while trying to buy a six-
pack or a carton of smokes is essentially how to buy illegal drugs.

TEENS SPEAK

What Drugs?

Celia is a petite, 17-year-old junior in high school. She’s
been smoking for two years.

“We were asked to fill out a questionnaire not too long
ago. It was anonymous, so everybody could give honest
answers. At least I thought we were giving honest answers.

“One of the questions was about whether I’d used any
gateway drugs. I thought they were talking about marijuana,
so I said ‘no.’”

She rolls her eyes and giggles. “Then they gave us the
follow-up class session, and a whole bunch of us got a shock.
Guess what? Gateway drugs included cigarettes and alcohol.
I’ve done both, and I know a lot of my friends have too.

“My dad smokes, and he always keeps a carton of ciga-
rettes on his dresser. Sometimes he has business in the next
state where cigarette prices are lower. Then he’ll come back
with a couple of cartons and stash the extra one in the cel-
lar. We’ve got a bunch of shelves down there with extra food
supplies. When I was a kid, we’d play store down there.
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She rolls her eyes again. “That’s where I had my first
taste of beer—warm beer, from off the shelves. It was pretty
disgusting. We used to smoke some of dad’s extra ciga-
rettes down there, till the smell gave us away. Busted,” she
laughs, then grows more serious. “Busted for drugs.” 

DISTURBING NUMBERS
It seems reasonable to assume that trying one illicit product might
lead to similar experimentation with stronger substances. After all, a
person can’t even smoke marijuana until he or she has mastered the
mechanics of the cigarette—inhaling smoke and keeping it in the
lungs. Are there any facts to back up such assumptions? Statistics on
the connection between gateway substances and illegal drugs are
numerous and daunting.

In 1986, NIDA released the results of a 10–year study of student
attitudes about alcohol and tobacco. According to that research, 18.4
percent of high school seniors who smoked also drank daily, compared
to a drinking rate of 1.7 percent among nonsmoking seniors. Nearly
68 percent of the seniors who smoked drank heavily, while only 17.2
percent of nonsmoking seniors engaged in heavy drinking.

The December 1990 issue of the American Health Journal, confirmed
those findings with the results of another NIDA study. This survey
found that 12- to 17-year-olds who smoked cigarettes were 14 times
more likely to abuse alcohol, 100 times more likely to smoke marijuana,
and 32 times more likely to use cocaine than their nonsmoking peers.

A 1994 study by Columbia University’s Center on Addiction and
Substance Abuse (CASA) also commented on gateway drugs. Based
on a survey of 30,000 American households, the researchers found
that nearly 90 percent of cocaine users either smoked tobacco, drank
alcoholic beverages, or used marijuana first. Young smokers were
found to be 19 times more likely to use cocaine than nonsmokers.
They were also found to be 13 times more likely to use heroin than
young people who did not smoke.

The Centers for Disease Control and Prevention (CDC) reported in
1995 that teenagers who smoked were three times more likely than
nonsmokers to use alcohol, eight times more likely to use marijuana,
and 22 times more likely to use cocaine.

A more recent study sponsored by CASA and the American Legacy
Foundation (a youth-based antismoking group) released in 2003
found that a majority (57 percent) of teenagers who tried marijuana
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had smoked cigarettes first. Teenage tobacco smokers were also 14
times more likely to try marijuana than those who had never smoked
(84 percent vs. 6 percent).

A report commissioned by the Substance Abuse and Mental Health
Services Administration found that in 2000, more than one-half (51.7
percent) of 12- to 17-year-olds who smoked daily had also used ille-
gal drugs within the past month. NIDA research for the same year
found that 52 percent of daily youthful smokers also used illicit drugs.
Further, youths who only smoked or only drank alcoholic beverages
were seven times more likely to use drugs than young people who
used neither gateway product.

A 1996 study detailed in the Journal of Addictive Diseases showed
that 90 percent of alcoholics were also smokers. The habit is three
times more widespread among alcoholics than among the general
population. Similar research done by NIDA in 2000 showed that 66
percent of drug users also smoked. In this case, the smoking rate was
more than twice that of the general population.

The web of dependencies is complicated and not easy to follow.
However, the connections are strong and can easily be found.

Fact Or Fiction?
This “gateway drug” stuff is blown way out of
proportion. It’s just kids acting up.

Fact: A number of knowledgeable people in the health field take tobacco
smoking much more seriously than mere “acting up.” In 1988, the surgeon
general, the government’s most senior public health official, issued a
report entitled “The Health Consequences of Smoking: Nicotine
Addiction.” This report found that the nicotine in tobacco is a psychoac-
tive drug, a substance that affects the brain and the mind, altering the
user’s mood. Nicotine’s physical and psychological effects are compared
with cocaine, heroin, and also alcohol. Young people who experiment with
cigarettes are flirting with addiction and opening the door to other
addictive experiences.

TRYING ON TROUBLE
The mountain of statistics on the progression from gateway sub-
stances to harder drugs does not mean that everyone who takes a puff
on a cigarette—or a sip from a beer can—will end up a helpless cocaine
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addict. However, a troubling percentage of young people who exper-
iment with alcohol and tobacco do graduate to more potent and dan-
gerous substances.

Consuming alcohol and tobacco can have serious consequences,
both in the long term and the short term. Tobacco can lead to cancer,
respiratory ailments, and cardiovascular disease. Drinking has its own
set of unhealthful and dangerous results.

Several government agencies are attempting to keep statistics on
young people and the dangerous or unhealthy things they do. The
CDC runs the Youth Risk Behavior Surveillance System, asking sev-
enth- through 12th-graders questions about everything from drink-
ing to suicide. The National Institute of Child Health and Human
Development (NICHD) commissioned the 1995 National Survey of
Adolescent Males, a long-term study following young men from
their teen years into adulthood. The NICHD and 17 other federal
agencies funded the National Longitudinal Study of Adolescent
Health in 1994.

To gain an overall picture of the ways young people endanger
themselves, the Department of Health and Human Services commis-
sioned an analysis of the results from all three of surveys in 2000.
“Teen Risk-Taking: A Statistical Portrait” examined 10 major forms of
risky behavior found in all the government surveys, with an empha-
sis on multiple risk taking.

The study found that, in general, 54 percent of the respondents
engaged in some form of risky behavior. As the grade levels went
higher, so did the percentage of risk-taking teens. Only 19 percent of
seventh- and eighth-graders engaged in multiple risks. That percent-
age grew to 36 percent of high school juniors and seniors. A small
percentage—4 percent—engaged in five or more risky activities.

Only 11 percent of the respondents were smokers. Out of that
group, however, 85 percent took other risks: regular alcohol use, 35
percent; regular binge drinking, 40 percent; marijuana smoking, 35
percent; use of other drugs, 41 percent; fighting, 17 percent; carry-
ing weapons, 21 percent; suicidal thoughts, 19 percent; suicide
attempts, 24 percent; engaging in unprotected sexual intercourse,
25 percent.

Many young people start smoking to look “experienced.” As this
study shows, they may discover that they’ve opened the door to more
experiences than they really want.
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Q & A
Question: Louie was my best friend growing up, but now he’s
hanging with a bunch of guys who smoke. How can I stay
friendly with him when he wants to get me in with his new crew?

Answer: You do not have to drop a friend because he starts smoking.
Just make sure his new friends don’t insist that you have to smoke to
hang out together.

If everybody is expected to smoke, be aware that this is a big deci-
sion. Don’t make it lightly. And let your friend know that he’ll also have
to make an important choice, between his smoking buddies and his
best friend. 

See also: Alcohol and Tobacco Use; Drugs and Tobacco Abuse

FURTHER READING

Bellenir, Karen, ed. Substance Abuse Sourcebook. Detroit, Michigan:
Omnigraphics, 1996. 

■ TOBACCO PRODUCTS
The main tobacco products are pipe tobacco, snuff, chewing tobacco,
cigars, and cigarettes. Today, with pipe smokers making up only a
small percentage of tobacco users, the other forms of tobacco domi-
nate the market.

SNUFF
Snuff is powdered tobacco that is either snorted up into the nose or
“dipped,” held in a wad between the lower lip and the gums. Snuff
has been around for hundreds of years. In the days before machine
manufacturing, snuff was very expensive to produce. In the 1600s
and 1700s, it was used mainly by the wealthy.

Inhaled snuff delivers nicotine, the addictive ingredient of tobacco,
to the body through the nasal membranes, the damp skin within the
nose. Taking snuff by mouth allows nicotine to pass through the
moist skin of the inner lips and gums. Although many users believe
“smokeless” tobacco is safer than smoking, they’re wrong.
Researchers have found 28 cancer-causing chemicals in dip tobacco.
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In addition, one can of snuff has as much nicotine as 60 ciga-
rettes. Blood tests of those who use smokeless tobacco revealed
twice as much nicotine in their blood compared to cigarette smok-
ers. The nicotine dose is so high that smokeless tobacco companies
offer “junior brands” for those starting the habit. The amount of
nicotine in the regular brands would make new users sick. The high
nicotine doses also cause difficulty for smokeless tobacco users who
attempt to quit.

CHEW
In 1900, chewing tobacco was the most popular tobacco product in
the United States. Made of shredded tobacco, it is sold in moist cakes,
plugs, or in twists. When held between the gums and the cheek, chew-
ing tobacco delivers nicotine through the skin inside the mouth.

While chewing tobacco is much less common than it was a century
ago, the product has been making a comeback. Along with dip, it’s
often used by baseball players to keep the mouth moist on hot, dry
ball fields. This much-publicized use of the product, plus heightened
advertising, has convinced some young people that smokeless tobacco
is a safe alternative to smoking. One study found that while 77 per-
cent of students consider smoking dangerous, only 40 percent wor-
ried about smokeless tobacco.

Unfortunately, chewing tobacco has the same cancer-causing
chemicals as snuff. Other unhealthy ingredients include formalde-
hyde, a poisonous chemical used to preserve dead flesh, and poison-
ous metals like cadmium and lead.

One of the less attractive behaviors connected with chewing
tobacco is the continual need to spit out the brownish saliva that
accumulates in the mouth. Swallowing can make users sick. When the
chewing habit was popular a hundred years ago, public places had
spittoons—spit buckets—for collecting this tobacco byproduct.

CIGARS
Cigars—chopped tobacco wrapped in tobacco leaves—were popular in
the 1800s. In the 1990s, they made a comeback, with many celebri-
ties taking up the habit. Film star Arnold Schwarzenegger made large,
expensive cigars part of his public image, smoking them on interview
shows while promoting his movies. High-profile football coach Mike
Ditka of the Chicago Bears and New Orleans Saints posed with a cigar
on the cover of Sports Illustrated in 1998. The better brands of cigars
can be very expensive, so they have the reputation of being a status
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smoke. An upscale magazine, Cigar Aficionado, discusses costly
brands that cost $10 each.

Less expensive cigars are also smoked in the United States. The
American Cancer Society’s Facts and Figures for 2003 found that 15
percent of American high school students tried cigars in the month
before the survey. The figures came to 22 percent for boys and 9 per-
cent for girls.

Besides their celebrity boost, cigars have generally not received as
much adverse publicity as cigarettes. Many people believe cigars are
less dangerous because the smoke is not inhaled into the lungs.

Unfortunately, cigar smoking still poses serious health risks.
Statistically, male cigar smokers are about 33 percent more likely to
develop cancer than nonsmokers. According to the American Cancer
Society, cigar smokers have a particular risk of cancer to the mouth,
esophagus (throat), and larynx (voicebox). Their chances of develop-
ing these diseases are four to 10 times greater than nonsmokers.

CIGARETTES
Cigarettes—chopped tobacco rolled in paper—are the major tobacco
product in the United States. In 2001, 425 billion cigarettes were
smoked in the United States, as compared to 1.5 billion large cigars.

Because of the large numbers (and the large amounts of money)
involved, the battle over cigarette smoking remains the focus of
efforts to control the use of tobacco.

Throughout the 1990s, formerly secret documents from tobacco
companies became public through leaks or as a result of legal action.
Among these is a memo from Brown & Williamson, one of the large
cigarette makers. While the paper discusses the company’s five-year
operating cycle through 1998, it mentions that the cost of producing
a pack of cigarettes was 19 cents—less than a penny per cigarette. In
public announcements discussing the price of cigarettes, the tobacco
companies contend that they make only 11 cents per pack, with the
rest of the money going to federal and state taxes. Multiply that 11
cents by the approximately 20 billion packs sold yearly, however,
and you get $2.2 billion—an impressive amount of money by any-
one’s standards.

In a 1998 report to the American Cancer Society, researchers cal-
culated tobacco company profits as closer to 30 cents per pack.
According to this report, as long as tobacco companies can pass along
this amount—which is small, compared to most retail cigarette prices—
cigarettes will remain a profitable business.
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Q & A
Question: The tobacco companies call it “smokeless tobacco.”
Why do the antitobacco people call it “spit tobacco?”

Answer: Calling the product “smokeless tobacco” is a marketing
ploy. It makes this tobacco sound safer and cleaner. Calling it “spit
tobacco” points out what happens in a dipper’s mouth. The tobacco
mixes with saliva. This mixture can stain clothes, damage teeth and
gums, cause cancer, and still needs to be spit out, as viewers have
seen baseball players do on the field for years.

TRENDS: THE RISE OF SMOKELESS TOBACCO
The official internet site for the U.S. Smokeless Tobacco Company,
maker of such brands as Skoal and Copenhagan snuff, describes the
company as “the leading producer and marketer of the only growing
segment of the U.S. tobacco industry.” Where other tobacco products
face declining sales, smokeless tobacco continues to expand.

In the 1970s, snuff and chewing tobacco were used mainly by old
men, 65 years of age and up. The decade of the 1970s was also a time
of heightened concern about the dangers of cigarette smoke. Some
smokers began using chewing tobacco as a way to get their nicotine
without inhaling. Always quick to take advantage of a trend, the snuff
and chew manufacturers renamed their products “smokeless tobacco”
and began promoting them heavily.

The continuing tradition of oral tobacco in baseball offered the
industry high-profile users. Throughout the 1980s, use of the products
soared. Between 1972 and 1991, consumption of smokeless tobacco
products tripled in the United States. By 1991, eight times as many 17-
to 19-year-olds used smokeless tobacco compared to users of the same
age in 1972. According to the 2002 National Survey on Drug Use and
Health, an estimated 7.8 million Americans used smokeless tobacco.
“Monitoring the Future,” an annual health survey of young people,
found that more than 11 percent of eighth-graders and 17 percent of
high school seniors used smokeless tobacco in 2003.

Is it better for you?
Smokeless tobacco manufacturers claim that use of their product is
safer than smoking. Users don’t draw poisonous smoke into their
lungs, so there is no threat of lung cancer. This suggestion seemed to
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have a deep impression on teens. A 1994 report by the surgeon gen-
eral, the nation’s highest public health official, found that 77 percent
of students considered smoking to be hazardous, but only 40 percent
felt the same way about smokeless tobacco.

“Safer” does not necessarily mean “safe,” as even proponents of
smokeless tobacco admit. There are still serious problems with smoke-
less tobacco, including the risk of cancer.

Health consequences
Doctors diagnose oral cancer in approximately 30,000 Americans
each year. About 75 percent of those cases can be traced to tobacco,
either smoked or smokeless. According to the American Cancer
Society, almost one-half of the people diagnosed (46 percent) will be
dead within five years. In nearly 70 percent of cases, the cancer has
spread to lymph nodes—and possibly farther through the body—by the
time a diagnosis is made.

In comparison, 173,770 cases of lung cancer are expected in 2004.
Although there is less risk of cancer, smokeless tobacco users are still
endangering their health. While more Americans end up with lung
cancer than oral cancer, death rates for oral cancer haven’t really
improved in 30 years, and oral cancers often metastasize before
they’re discovered.

Smokeless tobacco users should be aware of the warning signs of
oral cancer. Sores are a common problem for smokeless tobacco users.
However, a sore that bleeds easily and doesn’t heal—or a red or white
patch in the mouth that doesn’t go away—is a cause for concern. The
white sores are called leukoplakia, and they’re a precancerous condi-
tion. Other signs to be aware of include a lump or thickening any-
where in the mouth, soreness or swelling that doesn’t go away, or
trouble chewing, swallowing, or moving the tongue or jaw.

While good health calls for most people to visit the dentist twice a
year, smokeless tobacco users are urged to go every three months for
safety’s sake. Early detection of oral cancer boosts chances of surviving.

Dealing with oral cancer means surgery, which can be disfiguring.
Unless the cancer is caught early, surgeons have to take out large sec-
tions of the mouth, tongue, or jaw.

Although Congress acted in 1967 to place warnings on packs of
cigarettes, it was not until 1986 that President Ronald Reagan signed
into law a bill requiring a similar warning label on smokeless tobacco
packages. Actually, buyers may find one of three possible labels. One
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warns of oral cancer, another of gum disease and tooth loss, while the
third tells users that the product is not a safe alternative to cigarettes.

Lower on the danger scale but still of concern are the effects of
smokeless tobacco on the teeth and gums. Nicotine and other chemi-
cals in smokeless tobacco irritate the tissues in the mouth, resulting
in bleeding gums and sores, receding gums, gum disease, and lost
teeth. Also, users of smokeless tobacco soak their teeth in spit laced
with sugar used to flavor the tobacco, leading to tooth decay.

A hidden addiction?
Medical tests have shown that smokeless tobacco users carry a much
higher dose of nicotine in their blood, even compared to cigarette
smokers. Living with a higher dose of any drug means the user’s
addiction is stronger. Ironically, boosters of smokeless tobacco like to
compare it to nicotine replacement gums—users can enjoy it in places
where they are not permitted to smoke. The gum, however, is sup-
posed to get smokers out of the nicotine habit, not push them deeper
into it.

Part of the growing trend toward smokeless tobacco may be
explained by a comment in the journal Cancer Causes and Control in
2000. “Although formal studies have not been done, anecdotal evi-
dence suggests that more white-collar workers are using smokeless
tobacco. They are typically smokers who are unable to smoke ciga-
rettes due to workplace restrictions.”

Reports about office use of smokeless tobacco have not just
reached the ears of cancer researchers. A March 22, 2004, issue of the
Charlotte Observer carried a story about smokeless tobacco product,
the first that does not require the user to spit. It consists of powdered
tobacco inside a tiny paper package. The article reports that although
many disliked the new product, one user described it enthusiastically
as “just the thing for a nicotine fit in a nonsmoking environment!”

TRENDS; FUTURE PRODUCTS
Tobacco companies are test-marketing and even introducing a range
of new products. R.J. Reynolds’s Eclipse cigarette has a carbon rod
inside the cigarette that heats rather than burns the tobacco. The
smoke contains fewer chemicals created by combustion and is sup-
posed to be less harmful.

Brown & Williamson Tobacco has introduced a cigarette called
Advance Lights. It uses tobacco cured under a patented process that
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is supposed to reduce the creation of cancer-causing compounds. The
cigarettes also feature a three-part filter, each section aimed at strain-
ing out a particular toxic chemical.

Vector Tobacco is also claiming to reduce carcinogens with its
Omni cigarettes. At least two varieties of smokeless tobacco, one pro-
duced in the United States and the other from Sweden, are being mar-
keted as providing a reduced risk of cancer.

Are they safer?
Each of the companies making claims that its products are safe pro-
vides the results of tests. Some were conducted in-house and others
by independent laboratories.

Antismoking proponents, however, remember the 1950s, a time
when cigarette manufacturers made extravagant claims about the
health benefits of filtered cigarettes.

They also remember the last wave of tobacco innovation—the low-
tar, low-nicotine brands introduced in the 1970s. The government
tested these “light” cigarettes on special smoking machines. When the
machines registered lower levels of dangerous materials, millions of
consumers switched to these new, supposedly healthier cigarettes.
Unfortunately, humans don’t smoke the way machines do. Since they
weren’t getting the amount of nicotine they were used to from the
new cigarettes, smokers puffed much harder on them, defeating the
purpose of the filters. In fact, smokers actually inhaled more smoke—
and tar—much deeper into their lungs.

It took years for the bad effects to become obvious. The episode
shows that even when the government tries to come up with an objec-
tive test for cigarettes, it does not always succeed.

New nicotine products
In recent years, many smokers have successfully quit the habit with
the help of nicotine replacement therapy, receiving doses of nicotine
through patches, gum, nasal sprays, and lozenges. Several compa-
nies have tried to cash in on this success by marketing new nicotine
products; these items have not been tested as drugs to help people
stop smoking.

Instead, these new products are being offered as alternatives to
smoking, especially where lighting up is not allowed. The Food and
Drug Administration blocked the introduction of nicotine lollipops
and a nicotine lip salve because they used a chemical compound of
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nicotine that had never been tested. The federal agency has chosen
not to regulate these new over-the-counter products. So it will be up
to the marketplace to see if these products succeed.

THE OLD AND THE NEW
Some tobacco products have existed in recognizable form for hun-
dreds of years, perhaps for thousands. In all that time, people have
shown considerable ingenuity in coming up with new varieties of
tobacco that offer improved taste or a stronger effect. Driven by the
profit motive, large corporations have accelerated the effort, invent-
ing some tobacco products that seem completely novel. However, the
one characteristic that links all of these products is that they present
in one degree or another a health risk for users. Only time will tell if
there are any dangers in the new products entering the market.

See also: Sports and Smoking
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■ TOBACCO WORLDWIDE
Consumers in other countries choose among competing local cigarette
brands. In still others, people purchase brands produced by the
transnational tobacco companies, with operations and sales in many
countries. These brand names are familiar to most Americans. They
are the same brands that dominate the tobacco market in the United
States.

To consider the scale of the worldwide tobacco business, it might
be helpful to consider the 2002 tobacco forecast by the U.S.
Department of Agriculture. It estimated that American companies
would produce an estimated 589 billion cigarettes but worldwide pro-
duction would reach 5.4 trillion cigarettes.

While smoking has declined in the United States, Canada, most of
the western and northern European nations, and in Japan, it is still
increasing in many eastern European countries, the Russian republics,
China, and most countries in the developing world. The American
Cancer Society reports that in some developing countries, smoking
rates are as high as 50 percent for the male population. Rates for
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women are generally lower, about 9 percent. However, thanks to
advertisements targeting women, the number of female smokers is ris-
ing in countries such as Cambodia, Malaysia, and Bangladesh.

In 2000, there were five million deaths worldwide from diseases
related to smoking, divided roughly equally between developed and
developing nations. That number is certain to rise in the future. Many
countries are just beginning to reach the highest U.S. male smoking
rate (51.9 percent in 1964). In the 1980s, 20 years after that high
point, American cancer deaths rose steeply. If the same situation
repeats itself, the world cancer rate will undergo an unprecedented
rise in the 2020s.

Even if male smoking rates begin to decline now, there will still be
millions, maybe hundreds of millions, of tobacco-related deaths in
future decades. Although some observers believe the decline is about
to begin, smoking still seems to be on the rise.

Consider China, with the largest smoking population in the world—
300 million out of a population of 1.2 billion (as of 1997, according
to the Chinese Academy of Preventive Medicine). China grows about
one-third of the world’s supply of tobacco. In the 1980s, Chinese
smokers consumed 12 cigarettes a day. By 1996, daily consumption
rose to 16 cigarettes per smoker per day, comparable to the 22 daily
cigarettes smoked on average by smokers in industrialized countries.

The tobacco habit is heavily tilted toward males in China. Almost
two-thirds of adult males smoke but only 4.2 percent of females do.
Presently, tobacco-related diseases kill 600,000 Chinese a year. If
death rates for cancer, cardiovascular disease, and respiratory ail-
ments remain the same, as many as 100 million Chinese men under
age 30 may die prematurely.

WHO ARE THE MAJOR COMPETITORS?
Some 100 countries around the world produce tobacco. China leads,
growing 5.18 billion pounds per year. The United States comes sec-
ond, producing 1.323 billion pounds, followed by India (1.156 billion
pounds) and Brazil (877 million pounds).

The real powers in the tobacco industry are not the growers but the
producers of tobacco products, mainly cigarettes. Operating in a number
of countries, these transnational corporations buy tobacco from farmers
around the world, manufacture it into various products, and then ship
and market their products globally. Several of these major companies are
American, such as R.J. Reynolds and Philip Morris, or British, like the
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British American Tobacco Company. Although the United States ranks
second in tobacco production, it’s number one when it comes to export-
ing finished products (that is, cigarettes). The United States ties with
Brazil in exporting tobacco leaves to other countries.

Actions by the major cigarette makers to shift production facilities
to other countries have led to a steady decline in American cigarette
exports since 1997. Manufacturing cigarettes in countries with lower
wages has added to the profits of American tobacco companies.

The transnational companies have also engaged in massive pro-
grams to encourage farmers in developing countries to grow tobacco.
Almost 75 percent of the land devoted to tobacco growing is found
in developing nations. In some, tobacco makes a significant contri-
bution to the national economy. Tobacco leaves account for 6 percent
of Malawi’s exports and 23 percent of Zimbabwe’s. This trade brings
much-needed foreign currency into these countries. For many
nations, however, the cost of importing American-style cigarettes is
much higher than the profits received from exporting tobacco leaves.
These countries actually lose on the trade.

Fact Or Fiction?
The tobacco companies and tobacco farmers
always pull together when people attack
cigarettes.

Fact: Actually, the tobacco companies have been dealing less with
tobacco farmers in recent years. Thanks to tobacco farms they’ve devel-
oped in other countries, cheaper imported tobacco makes up almost one-
half of what’s inside today’s “American” cigarettes. In the American
tobacco market, prices have dropped and so has production. This means
hard economic times for these farmers. 

IMPACT ON GLOBAL ECONOMY
When asked about their operations in various countries, the transna-
tional corporations like to point out the benefits to the host nations.
According to a 2003 release on British American Tobacco’s South
African web site, the tobacco trade benefits 150 countries around the
world. The industry supports farmers and workers in many countries,
while paying taxes to many national governments. Tobacco is grown
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on less than 0.3 percent of the world’s farmland. Because it grows well
in poor soils and under difficult weather conditions, it provides farm-
ers with a stable cash crop. Because of the relatively high profit, farm-
ers can use small tobacco plots to raise money for other farming efforts.

Critics paint a less glowing picture. Because tobacco depletes nutri-
ents in the soil, farmers become dependent on expensive fertilizers to
restore their fields. In many cases, foreign currency credits created by
tobacco exports are wiped out by the costs of importing the finished
product—cigarettes.

As for the tax benefits governments enjoy from the tobacco busi-
ness, these must be balanced against public health costs from illnesses
caused by tobacco smoking. The American Cancer Society estimates
that the five million smoking-related deaths of 2003 will balloon to
10 million a year by 2030. A full 70 percent of those deaths will be in
developing countries.

NEW MARKETS
With a high percentage of males already smoking around the world,
tobacco companies target ad campaigns at women and (where the
local culture allows it) children. This marketing effort has been going
on since the 1980s in East Asia and Southeast Asia, in countries like
South Korea, Japan, Cambodia, Taiwan, Malaysia, and Bangladesh.

A 2003 report by the American Cancer Society, the World Health
Organization (the public health agency of the United Nations), and the
International Union Against Cancer (the world’s only global anticancer
organization), offered a country by country look at tobacco use and
tobacco control. In developing countries, tobacco companies have
introduced cigarette brands and advertising specifically for women.
Cigarette companies sponsor beauty pageants, female sporting events,
and even women’s social and political organizations to reach their tar-
geted markets. In some Pacific island nations like Nauru, the Cook
Islands, and Papua New Guinea, female smokers now outnumber men.
This phenomenon has also been noted in developed countries like
Sweden. In Denmark, Ireland, and the United Kingdom, 15- and 16-
year-old girls are now more likely than boys to become smokers.

When governments have tried to control tobacco imports for eco-
nomic or health reasons, as in Thailand, American tobacco companies
have not hesitated to ask U.S. government agencies for help. The 1974
Trade Act, a law designed to punish countries like Japan for refusing
to import American-made cars, was used instead to threaten countries
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that did not want American cigarettes. Transnational companies also
rely on various organizations for fostering trade to open markets and
remove bans on cigarette advertising and promotion.

In 2000, the World Health Organization began to consider the
problems tobacco can cause around the world. After three years of
negotiation, 40 nations signed the world’s first global public health
treaty, the Framework Convention on Tobacco Control. This agree-
ment sets out regulations for the contents of tobacco products, pack-
aging, labeling, advertising and promotion, smuggling, taxes, and
effects on the environment. The intent is to protect developing
nations in their dealings with the large tobacco companies. As of
2004, the United States has not ratified this treaty.

Q & A
Question: My friend has been smoking some foreign cigarettes
lately. They come in different flavors, and he says he’s really
enjoying them. What’s the story on them?

Answer: These foreign smokes could be clove cigarettes or bidis,
hand-rolled cigarettes from India that come in flavors that attract young
people, like cherry, chocolate, strawberry, or vanilla. However, these
products also have more nicotine and release more carbon monoxide
and tar than regular cigarettes. These products may look like fun to
smoke, but they are actually more dangerous. You may want to warn
your friend before he finds himself with an even harder habit to control. 

THE EFFECT ON THE UNITED STATES
In 1994, the Tobacco Institute Research Committee, a group which
promoted the tobacco industry, claimed that 1,812,512 jobs depended
on tobacco. Many of those jobs included people who worked at com-
panies that supplied items like cigarette paper or clerks in retail stores
where tobacco was sold along with many other products. The jobs
with the most direct association with tobacco—growing the plants and
manufacturing cigarettes—were numbered at 449,425. Brown &
Williamson, a major tobacco company, estimated that 600,000 people
nationwide have jobs directly related to the tobacco business, receiv-
ing payments of $16.5 billion in 1997. The U.S. Department of
Agriculture estimated these jobs at 555,000 in 1995.
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In 1998, the average cigarette manufacturing job paid $24.34 an
hour. By comparison, the average manufacturing job paid $13.49 an
hour. However, through automation and by opening new plants over-
seas, tobacco companies have been steadily eliminating these high-
paying positions. From a high of 46,000 manufacturing jobs in 1983,
the number of cigarette workers declined to 26,000 in 1999.

International tobacco buying by the cigarette companies has caused
prices in the American tobacco market to drop steeply. The downturn
has affected the southern states where most tobacco is grown. For the
five major tobacco states, the 1997 harvests generated $825 million in
Kentucky, $1.1 billion in North Carolina, $206 million in South
Carolina, $187 million in Virginia, and $189 million in Tennessee. By
comparison, the 2002 harvest in Tennessee brought only $155 million.

ISSUES
According to the government’s 1997 Census of Agriculture, 90,000
farms grew tobacco. These ranged from large-scale agricultural busi-
nesses to family operations with a small field devoted to tobacco on a
cattle or crop farm. However, the income from that tobacco may mean
the difference between a profit or a loss for a family. For 70 percent of
farmers, tobacco brings in about $20,000 a year. The rest of the farmers’
income comes from other crops or working at jobs away from the farm.

An acre of tobacco can bring in approximately $4,000. Farmers
would need seven acres of cotton or 67 acres of soybeans to match
that profit. Those crops need to be irrigated. Nonirrigated peanuts
would need 88 acres.

However, the price of tobacco and the size of harvests have been
going down as a result of competition from cheap imported tobacco.
American cigarette and tobacco interests have invested heavily to
promote tobacco farming in numerous developing nations. They then
import this cheaper tobacco for use in cigarettes. In 1970, only 16 per-
cent of the tobacco used in American cigarettes came from abroad. In
2000, the proportion was 49 percent.

As part of the Master Settlement Agreement (MSA) resulting from
lawsuits filed by the states against the major tobacco corporations,
the companies agreed to set up a fund to help tobacco farmers. Over
12 years, $5.15 billion will be distributed to tobacco-growing states.

REPLACEMENT PRODUCTS
In addition to the money directly earmarked for farmers in the
tobacco settlement, a number of states are using other payments from
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the MSA to develop alternatives to the tobacco business. North
Carolina’s Golden LEAF Foundation invested part of the state’s
tobacco settlement in a new industrial site. In most states, however,
the concentration is on improving roads and services in poorer,
tobacco-dependent counties and on finding alternative crops.
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Virginia State University and Virginia Tech have evaluated more than
30 various crops that can replace tobacco. Tobacco farmers in Kentucky
are experimenting with chickens that run free instead of being cooped
and dairy farming, including cheese-making. North Carolina farmers are
switching to vegetables like lettuce, broccoli, and Chinese cabbage.
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Some farmers have established partnerships with Community
Supported Agriculture. This program allows families in cities to invest
in farms, paying for operations and salary and getting part of the
crop—fresh, safe produce—in return.

While younger farmers may gamble on developing alternative
crops, older farmers may find it too difficult to switch. These farmers
may also find it too expensive to continue growing tobacco. Between
1954 and 1992, the number of tobacco farms dropped by 75 percent.
From 1992 to 1998, an additional 35,000 small tobacco farms disap-
peared. The full report for the 2002 Census of Agriculture has yet to
be released, but it will probably show that still more American
tobacco farms have failed.

GLOBAL BUSINESS, LOCAL PROBLEMS
For more than two decades, the major cigarette manufacturers
have been expanding their operations to nations around the world.
The companies buy tobacco in 100 countries, many of them devel-
oping nations where the transnational corporations have en-
couraged production. Manufacturing plants have also been set up
overseas, in countries where labor is cheaper and health regulations
less troublesome.

As globalization continues in the tobacco industry, American work-
ers and farmers in the tobacco business will continue to suffer declines.

See also: Government and Tobacco; Smoking and Society; Smoking,
History of
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■ WEIGHT, SELF-IMAGE, AND SMOKING
See: Media and Smoking, The; Women and Smoking

■ WITHDRAWAL
A condition that results from the abrupt ending of a dependency-
inducing drug, such as tobacco, is called withdrawal. Symptoms include
anxiety, a bad temper, restlessness and difficulty concentrating, depres-
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sion, tingling in the hands and feet, sweating, intestinal disorders,
headaches, coughing, sore throats, coldlike symptoms, and strong
desires for cigarettes.

According to the American Lung Association, 32 million of the
nation’s 46.2 million smokers in 2001 wanted to quit. Yet few people
who try to stop smoking are successful in their attempt. The Centers
for Disease Control and Prevention (CDC) estimates that only 5 per-
cent succeed by going “cold turkey”—just stopping on their own.
While pro-smoking advocates talk about willpower and people being
too eager to call themselves victims, the question of nicotine addic-
tion also must be considered.

SYMPTOMS
Whenever a person with an addiction stops taking the habit-forming
substance, he or she experiences withdrawal symptoms. The human
body learns to live with a certain dosage of heroin, cocaine, or nico-
tine. This process is called tolerance. In fact, often the body needs
more and more of the substance to feel normal. When the substance
is removed, the body will suffer until it gets used to operating with-
out a drug. With heroin, withdrawal symptoms can be so painful and
dangerous that they become life-threatening.

Nicotine withdrawal is not as dangerous. But the symptoms, taken
together, can make people so miserable that they’ll light up again as
the easy way out.

Nicotine stimulates the brain’s pleasure centers. It creates other effects
that can be considered positive by the user. Nicotine helps people con-
centrate, especially in noisy surroundings. It helps users to deal with
stress and can also prevent feelings of depression.

One set of withdrawal symptoms might be considered the reverse
of nicotine’s “positive” effects. Instead of managing stress with ciga-
rettes, people can become more anxious and irritable when they try
to quit. They may also have a harder time concentrating and think-
ing. People trying to quit the nicotine habit also complain of feeling
sad or depressed. Some compare their attempts to quit smoking as
similar to losing a good friend.

Those striving to give up smoking often find themselves feeling
hungry. Nicotine depresses the appetite. So people who quit often
gain weight—about five pounds on average, though women have been
known to gain more.

As some smokers try to quit, they also experience a sudden loss of
energy. Nicotine stimulates production of the hormone epinephrine, a
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chemical that revs up the body. Fatigue can set in once the body is
deprived of its nicotine dose.

Another set of withdrawal symptoms can be attributed to the phys-
ical effects of tar, nicotine, and the other irritating chemicals in cigarette
smoke. Some people complain of coughs, runny noses, and even sore
throats when they quit the habit. While they smoked, their bodies had to
create extra mucus to carry away smoke particles. It takes a little time
for that extra production to wind down. The final surge of mucus may
be compared to spring cleaning in the body. The moist membranes in the
nose and throat are getting rid of irritants that built up during the time
the person was smoking. The lungs are also cleaning themselves,
expelling all the tar that was deposited on the tissues.

Other physical symptoms of withdrawal include headaches, dizzi-
ness, and tingling in the hands and feet. These symptoms show that
the cardiovascular system is recovering from the effects of nicotine.
When people start smoking, chemicals in the smoke cause the blood
vessels to constrict, cutting off the blood supply. They also breathe in
poisonous carbon monoxide, which interferes with the oxygen supply
in the blood. The result is that new smokers often feel dizzy.

When a person stops smoking, the situation reverses itself. Blood
vessels relax, allowing increased blood flow. The blood itself is more
oxygenated. The body can respond to this as a “rush,” so that the for-
mer smoker feels light-headed and dizzy.

Worst of all from the former smoker’s point of view are the sudden
and powerful attacks of craving for a cigarette. Such flare-ups can
grow in intensity until they’re almost unbearable. Sometimes cravings
can be associated with activities or feelings that led a person to
smoke. For instance, a person who used to have a cigarette after din-
ner may be hit by a craving at that time. A person who felt awkward
in social settings might have lit a cigarette to give his hands some-
thing to do. A person going through a stressful experience might use
a cigarette as a way to calm down.

At other times, cravings seem to come from nowhere or may be
triggered by almost subliminal cues. Former smokers recall cravings
after smelling cigarette smoke, seeing a lit cigarette in an ashtray, or
even feeling a cigarette in their hands.

Part of these sudden desires is physical, the need for nicotine. Part
of the problem is psychological, the struggle to break a habit. People
become used to having a cigarette in their mouths. They grow
accustomed to having a cigarette in their hands and going through
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the rituals of smoking. Without these habits, many find themselves
on edge, so that the smallest trigger can result in a huge attack on
their willpower.

Fact Or Fiction?
These health statistics they announce are just
a lot of meaningless numbers to scare people
into quitting.

Fact: When it comes to a serious national problem, the numbers are going
to be large. The idea that 440,000 people will die from tobacco-related
illnesses and conditions is mind-boggling. But consider the families
slowly losing a grandfather or grandmother to agonizing cancer. Think of
the young people facing the untimely death of an uncle, an aunt . . . or
parent. In terms of the human costs, these statistics have a very per-
sonal—and painful—meaning. 

WEAPONS AGAINST CRAVING
Some people attempting to quit the habit just grit their teeth and suf-
fer through cravings. Others, in spite of good intentions, give in and
go back to smoking.

Psychological techniques can be helpful to avoid cravings or deal
with them. A quit diary, begun well before the actual quitting date,
can be an invaluable tool. Jotting down where and why they smoke
and their mental state when they have a cigarette can help smokers
learn what makes them light up. If possible, they can steer clear of
many of these triggers. If not, they will at least be prepared. Another
psychological technique is the practice of timing the length of a crav-
ing. Cravings can build in intensity until they seem unstoppable, but
like a wave, they pass. Being aware of how long they have to with-
stand a craving helps strengthen the will to resist them.

Another way to deal with cravings is through nicotine replacement
therapy. A variety of products are now available, both over-the-
counter and with a doctor’s prescription. The nicotine patch transmits
a constant low dose of nicotine through the skin to help blunt crav-
ings while people attempt to quit. Nicotine gum, lozenges, and nasal
sprays are also used to maintain a basic dose, but these treatments
offer the chance of taking an additional dose to defeat a craving.
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The strategy behind nicotine replacement is to lower the dose of
nicotine until the person is entirely free. The recommended length of
the treatment is eight to 12 weeks, though some people have remained
on replacement therapy for six months. Combined with psychological
and behavioral help, nicotine replacement therapy can attain a suc-
cess rate between 25 to 33 percent of users remaining smoke-free six
months after their quit date. That compares with a success rate of 5
to 6 percent for people using willpower alone.

Drug therapy is also available for those who wish to quit smoking.
Buproprion, a medication originally developed to help against depres-
sion, has proven effective in dealing with withdrawal symptoms,
especially cravings. Marketed under the name Zyban, it is available
with a doctor’s prescription.

Smokers considering any of these therapies, including over-the-
counter ones, should consult a doctor first. They should discuss any
medical conditions and present medications to make sure the new
therapies will not create any risks to their health.

Q & A
Question: Ever since I stopped smoking, I find myself fidgeting
all the time. I was never the nervous type before. Is there some-
thing wrong with me?

Answer: Unfortunately, you’re going through another normal nicotine
withdrawal symptom. Look on the bright side: you’re not feeling dizzy
or knocked out.

The best thing you can do is to find some way to distract your body.
Exercise may help. Besides giving you something to do, it will help
clean out your system.

CHEATING AND REPEATING
Smoking while trying to quit not only defeats the purpose of nicotine
replacement or medication but can also be dangerous. A 1996 study
by Duke University found that those who cheated on the first day of
quitting were overwhelmingly more likely to remain smokers six
months later. If the success rate using the nicotine patch was approx-
imately one in four, the success rate for the cheaters was one in 40.

Smokers who try but fail to quit should not dismiss the effort.
Rather, they should chalk it up to experience and see what they can
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learn from the attempt. The Health Benefits of Smoking Cessation, a
1990 report by the surgeon general, the nation’s leading public
health official, noted that success in quitting smoking requires a num-
ber of attempts.

The good news for anyone trying to beat the habit is that the worst
withdrawal symptoms ease within 48 to 72 hours after that last ciga-
rette. The National Institute on Drug Abuse (NIDA) says that most
withdrawal symptoms will diminish within a few weeks. However, the
NIDA web site warns that for some people, it can take months or
longer before they are completely symptom-free.

See also: Addiction to Nicotine; Body and Smoking, The; Addiction,
Products to Overcome; Quitting, Therapies for
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■ WOMEN AND SMOKING
While women had been growing tobacco and even manufacturing
tobacco products since colonial times, few women smoked it until the
1920s. For generations, British and later American society frowned on
the idea of female tobacco use. This strong disapproval held until well
into the 1800s. In the early 1900s, tobacco companies began looking
for new markets for their product. Lucky Strike and other brands
aimed their advertising at women. Rates of female smoking rose not
only in the 1920s but also in the 1930s, 1940s, and 1950s. At the
height of the smoking boom in the mid-1960s, almost one-third of
women smoked.

TEENS SPEAK

I Fell for the Image

Gabrielle is 17, a high school junior. She started smoking
when she was 15.
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“When I was younger, I thought about becoming a
model. Whenever I saw a fashion magazine, I just tore right
through it.

“You might say that cigarettes started out as an acces-
sory for me. I’d see these tall, graceful women, and in their
hands there’d be a cigarette. So I began trying them. I
wouldn’t say they made me taller or more graceful. But I did
think they made me look older and maybe cooler.

“That was the way things looked in the mirror. Outside,
though, smoking could be a hassle. I could smoke at some
friends’ houses, but not at others. Our local mall doesn’t
allow smoking at all.

“As for school, well, don’t even think about smoking. We
can’t even do it on the school grounds. If you want to
smoke, you have to do it across the way, behind a super-
market. I’ll just say this—it’s not too elegant. There are all
these smells from rotting food. We might as well be smok-
ing in a dumpster.

“I was standing outside, freezing, with the other kids who
smoked the other day. A bunch of kids from school passed
by, and they were laughing at us!”

THE NUMBERS
Fewer women smoke today than men. After news about the health risks
of smoking became well-known, smoking declined for both sexes. In
1965, 51.9 percent of men smoked. That figure fell to 25.2 percent in
2001, more than a 50 percent drop. Among women, however, the per-
centage of smokers went from 33.9 to 20.7 percent, a reduction of less
than 40 percent. Fewer women quit smoking than men.

According to a 1993 report by the Centers for Disease Control and
Prevention (CDC), 73 percent of the female respondents wanted to
quit or reduce smoking. However, 80 percent found themselves unable
to do so because of nicotine withdrawal symptoms.

A 2001 study for the National Institute on Drug Abuse (NIDA) sug-
gests that women may associate more situations and moods with
smoking, creating more triggers for cigarette cravings. The study also
found that the nicotine replacement therapy was less effective
because women’s body chemistry shifts more than men’s due to men-
struation, the monthly process among women of childbearing age in
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which the lining of the uterus is shed. The process is controlled by the
interaction of a number of body chemicals called hormones.

The American Cancer Society predicted that 173,770 new cases of
lung cancer would be diagnosed in 2004, with 93,110 males and
80,660 women contracting the disease. In January of 2004,
researchers at the Weill Cornell Medical Center in New York studied
computed tomography (CT) scans of patients for structural abnormal-
ities. These computer-enhanced X-ray images showed that female
smokers were 2.7 times more likely to develop lung cancer than men
who smoked the same amount. In April 2004, researchers at
Northwestern University in Chicago announced that lung cancer is an
entirely different disease in men and women, because of differences
in women’s body structure and growth, physical processes, and body
chemistry. They also pointed out that the rate of lung cancer in
women had increased 600 percent between 1930 and 1997, rising 60
percent between 1990 and 2003. The rise was termed “an epidemic.”

These new discoveries supplement older work by the CDC that
examined data from 1995 to 1999 on life expectancy for smokers.
Male smokers lived 13.2 years less than nonsmokers. Females lived
14.5 years less than their nonsmoking counterparts.

A possible reason for a woman’s greater risk of developing lung can-
cer may be genetic. Genes make up the instruction book for the body,
regulating the growth of bodily structures and their functions. A 1999
Missouri study found a nonworking gene in many women exposed to
secondhand smoke. Animal studies in 2004 found that female mice
lacked a functioning gene involved in the creation of a particular
enzyme, a body chemical that triggers chemical reactions. The enzyme
creates a reaction that kills cancerous cells. Questions still remain over
whether women may lack a gene that helps clean out carcinogens or
repairs genetic damage from cancer-causing chemicals in cigarette smoke.

Fact Or Fiction?
When it comes to cancer, breast cancer is the
one women have to worry about.

Fact: In 1987, lung cancer became the number one killer of American
women. The disease has held this slot for more than 15 years. Yet 80 per-
cent of women still mistakenly believe that breast cancer is their most
serious cancer risk.
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THE TEENAGE ISSUE
Tobacco companies are often criticized for slanting advertisements to
capture young smokers. With the declining numbers of adult smok-
ers, recruitment of “replacement smokers” among young people
remains an important business strategy.

Teen smoking spiked upward in the 1990s but declined again by
2001. According to 1998 CDC figures, 1.5 million girls under the age
of 18 smoke. The American Lung Association found that 63 percent
of these young female smokers had made an attempt to quit in the
year 2000.

Why do teenage girls start smoking? They’re in a time of life when
questions of image are very important. An important part of a girl’s
image is influenced by body types shown in the media—including
models in cigarette commercials. A 1999 study on this subject
appeared in Pediatrics, the journal of the American Academy of
Pediatrics. Of girls between the fifth and 12th grades, 69 percent said
that magazine pictures influenced their idea of the perfect body
shape. Further, 47 percent of the girls wanted to lose weight because
of these pictures.

Slim, athletic, attractive figures are the ideal, but hard to match in
reality. Many teenage girls smoke in the hopes it will help control
their weight. While smoking does have an effect on appetite, it’s a
small benefit to weigh against so many future dangers.

Q & A
Question: My friend has been talking about quitting smoking for
a while. Now she’s getting serious, and she’s asked for my help.
What can I do?

Answer: Your friend is smart to look for support. Quitting can be hard
for teenagers, especially girls. Talk to your friend and find out what
you can do to help.

Maybe you’ll want to check in with her more often, not to see how
the quitting attempt is going, but just to be a friend. She may have
more need for a friendly ear.

Be encouraging. You may want to think of small rewards for cele-
brating a week or a month without smoking. It might be as simple as
a free movie or dinner at a nonsmoking restaurant. Be creative, be fun,
but most of all, be there for your friend. 
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INTERACTION WITH BIRTH CONTROL
Oral contraception, or the pill, is the most popular form of birth con-
trol in the United States. Birth control pills prevent the creation of a
baby by stopping a woman’s ovaries from releasing an egg. The pill
does this by combining two hormones found in the body to work on
the ovary. Oral contraception is 92 to 99 percent effective, with few
problems for healthy women.

However, risks have been discovered for women age 35 and over
who smoke. Blood clots may form, which can block blood vessels and
cause heart attacks and strokes. In a 2003 study released in the British
medical magazine The Lancet, researchers examined the health records
of 17,000 women and found that older patients who smoked and used
birth control pills were two to three times as likely to die from heart
disease. A 2001 study in the New England Journal of Medicine found
that the lower-dose birth control pills used in recent years lower the
risk of heart attack—except for women who smoke, have high choles-
terol, or high blood pressure.

The best advice for women using oral contraceptives? Don’t smoke.

PREGNANCY
When a pregnant woman smokes, she exposes the fetus, the unborn
infant, to a number of cancer-causing chemicals and poisons. As a
fact sheet from the Centers for Disease Control and Prevention (CDC)
warns, pregnant smokers face a risk of miscarrying or going into pre-
mature labor.

Children born to smoking mothers have a lower birth weight.
However, if the mother stops smoking when she discovers she’s preg-
nant or three to four months into the pregnancy, the risk of having
a low-birth-weight baby falls to the same percentages as nonsmok-
ing mothers.

The CDC also warns that women who smoke while pregnant are at
greater risk of losing the baby before his or her first birthday. Infants
born to mothers who smoked in pregnancy are more likely to die of
SIDS (sudden infant death syndrome), a medical condition in which
seemingly healthy babies die in their sleep.

As the children of women who smoked during pregnancy grow
older, they may fall behind in physical growth and intellectual
development. Dr. Peter Fried, a Canadian researcher who has fol-
lowed children whose mothers smoked in pregnancy since 1980,
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identified three measurable problems in a 1999 report. The children
were slower in developing speech, they suffered from impulsive
behavior or hyperactivity, and they scored slightly lower in intelli-
gence testing.

160 The Truth About Smoking

DID YOU KNOW?



Expectant mothers are beginning to understand some of these dan-
gers. In 2002, 17.3 percent of pregnant women age 15 to 44 smoked.
About 31.1 percent of nonpregnant women in that age group smoked.
Almost one-half of smoking women stopped during pregnancy to
protect their children.
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MENOPAUSE
Menopause marks the end of a woman’s child-bearing years. Many
changes take place in the body and with the body’s chemistry.
Considering the large number of chemicals in cigarette smoke, it should
be no surprise that smoking might affect this phase of a woman’s life.

A 2001 study at Massachusetts General Hospital in Boston entitled
“Smoking Likely to Trigger Earlier Menopause” affirmed what many
doctors had noted about female patients who smoked. The Boston
researchers identified a chemical in cigarette smoke that kills eggs in
the ovaries. Women are born with only a limited lifetime supply of
eggs and face the onset of menopause as this supply runs low. The
damage caused by cigarette smoke can go unnoticed for years, until
a woman suddenly has no fertile eggs left. Such unexpected, prema-
ture menopause can be a problem for women who decided to wait to
have children until after establishing a career.

Osteoporosis is a condition that concerns many older women. As
women age, their bones become thinner, often breaking. A broken leg
or hip can leave otherwise healthy women housebound. Studies have
shown that smoking seems to accelerate the bone loss.

Studies from the 1980s showed that smoking works on the body to
reduce estrogen, a female hormone. This reduction may play a part in
the onset of early menopause as well as osteoporosis. Medical experts
advise those diagnosed with osteoporosis to stop smoking. Treatment
for the condition includes calcium supplements, weight-bearing exer-
cise, drugs, and hormone replacement therapy.

The health risks of smoking would seem to be enough to deter any
woman from smoking. Yet large numbers of young women take up
the habit every year, a striking example of the success of advertising.

DAUGHTERS OF WOMEN WHO SMOKE
Children whose parents smoke have a greater chance of becoming
smokers themselves. According to some sources, these young people
are twice as likely to pick up the habit.

A 1994 study from Columbia University found that daughters of
women who smoked half a pack a day during pregnancy were four
times more likely to become smokers in their teen years, in contrast
to the daughters of nonsmoking mothers. The researchers raised the
possibility that nicotine in the expecting mother’s bloodstream some-
how “primed” the brain of the unborn baby to react to the drug later
in life. Sons did not show the same willingness to pick up the smok-
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ing habit. The authors of the study theorized that male body chemi-
cals called hormones somehow interfered with the effect of nicotine
on unborn boys.

However, a 1997 study by researchers from the University of
Chicago and the University of Pittsburgh did find an effect of smok-
ing during pregnancy on boys. The researchers were studying the
backgrounds of boys being counseled for conduct disorder, a pattern
of continued antisocial behavior that includes lying, fighting, van-
dalism, and fire-setting. Of the mothers who had smoked a half a pack
per day during pregnancy, 80 percent had sons with conduct prob-
lems. For nonsmoking mothers, the rate was 50 percent.

Another Columbia study in 1999 showed that sons whose mothers
smoked in pregnancy showed greater conduct problems, while daugh-
ters were five times more likely to fall into a substance abuse prob-
lem during their teen years.

A six-year study from the University of Chicago on disruptive boys
found that sons whose mothers smoked half a pack of cigarettes per day
during pregnancy were exhibiting conduct problems five times beyond
the general population by the time the boys were seven years old.

While the mechanism that sets up these behavior problems, both
for males and females, has yet to be identified, the studies definitely
establish that there is a problem and that it represents another long-
term effect of smoking during pregnancy.

See also: Advertising and Smoking; Media and Smoking, The
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HOTLINES AND 
HELP SITES

Action on Smoking and Health (ASH) 
URL: http://www.ash.org
Phone: 1-202-659-4310
Programs: Offers news summaries and fact sheets on a number of

subjects, including teen smoking, secondhand smoke, and nico-
tine addiction

Mission: A national nonprofit legal action and educational organiza-
tion fighting for the rights of nonsmokers against the many prob-
lems of smoking 

American Cancer Society 
URL: http://www.cancer.org
Phone: 1-800-ACS-2345 (1-800-227-2345)
National Quitline: 1-877-YES-QUIT (1-877-937-7848) 
Programs: Provides resources devoted to educating the public about

the dangers of tobacco and to advocating laws and regulations
regarding sales and advertising of tobacco, especially to young
people. The American Cancer Society’s national and local quit-
lines help a large number of smokers who wish to escape the
habit. 

Mission: A nationwide community-based voluntary health organiza-
tion dedicated to eliminating cancer as a major health problem 

American Heart Association 
URL: http://www.americanheart.org
Phone: 1-800-AHA-USA1 (1-800-242-8721)
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Programs: Offers public health education about lifestyle choices such
as exercise and tobacco control, including numerous articles and
fact sheets on the dangers of smoking, as well as useful tips on
quitting 

Mission: A national voluntary health agency whose mission is to
reduce disability and death from cardiovascular diseases and stroke

American Legacy Foundation 
URLs: http://www.americanlegacy.org

http://www.join-the-circle.org
http://www.streetheory.org
http://www.thetruth.com 

Phone: 1-202-454-5555 
Quitline: 1-800-339-5589
Programs: The foundation was established and funded as a result of

the Master Settlement Agreement between state attorneys gen-
eral and tobacco corporations. Its countermarketing efforts have
resulted in the striking truth national advertising campaign,
which has stimulated grassroots youth activism. The founda-
tion’s Circle of Friends: Uniting to Be Smoke-Free program is a
national grassroots social movement to show support for women
struggling to quit smoking and to highlight the toll of tobacco-
related disease on American women, their families, and commu-
nities. The foundation operates a free quitline that offers advice
and counseling to Washington, D.C. residents and has a wide range
of information available through the above web sites.

Mission: Dedicated to building a world where young people reject
tobacco and anyone can quit

American Lung Association (ALA) 
URL: http://www.lungusa.org 
Phone: 1-800-LUNG-USA (1-800-586-4872)
Programs: The ALA has developed Teens Against Tobacco Use (TATU),

a peer-teaching tobacco control program aimed at deterring students
from taking up smoking. The association also has a smoking cessa-
tion program for teens that is called Not On Tobacco, or N-O-T.

Mission: The oldest voluntary health organization in the United
States, the ALA is today fighting lung disease in all its forms, with
special emphasis on asthma, tobacco control, and environmental
health
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Campaign for Tobacco-Free Kids
(National Center for Tobacco-Free Kids)
URL: http://www.tobaccofreekids.org
Phone: 1-202-296-5469 or 1-800-284-KIDS
Programs: Campaign for Tobacco-Free Kids is one of the nation’s

largest nongovernmental initiatives ever launched, working with
130-plus partners (including health, education, medical, civic, cor-
porate, youth, and religious organizations). The center works on
national, state, and global tobacco control initiatives, sponsors
youth action, issues press releases on tobacco news, and offers
research and facts as well as special reports such as Smokeless
Tobacco: Don’t Be Fooled; Tobacco-Free Schools; and Big Tobacco:
Still Addicting Kids

Mission: to protect children from tobacco addiction and exposure to
secondhand smoke

Centers for Disease Control and Prevention’s Office on Smoking
and Health (OSH)

URL: http://www.cdc.gov/tobacco
Phone: 1-800-CDC-1311
Affiliation: An agency of the Department of Health and Human

Services
Programs: OSH is responsible for leading and coordinating strategic

efforts aimed at preventing tobacco use among youths, promoting
smoking cessation among youths and adults, and protecting non-
smokers from environmental tobacco smoke. A variety of publica-
tions on smoking, tobacco, and health are available through its
toll-free telephone number 24 hours a day; voice recordings of cur-
rent smoking information and other programs are also available by
telephone. The OSH Database, which covers more than 30 years of
information and contains more than 60,000 abstracts of scientific
and technical literature related to smoking and tobacco use, is used
by researchers, librarians, medical professionals, and students
nationwide. 

Mission: To develop and apply disease prevention and control, envi-
ronmental health, and health promotion

New Jersey GASP (Group Against Smoking Pollution) 
URL: http://www.njgasp.org
Phone: 1-908-273-9368

Hotlines And Help Sites 167



Programs: Provides information through their web site for out-of-
staters on environmental tobacco smoke, suggestions for activists,
and a library section with interesting documents, including some
pointed comments on banning cigarettes for young people

Mission: To secure smoke-free air for nonsmokers and ensure
tobacco-free lives for children

New Jersey REBEL (Reaching Everyone By Exposing Lies)
URL: http://www.njrebel.com
Phone: 1-732-254-3344
Affiliation: National Council on Alcoholism and Drug Dependence

(NCADD)
Programs: This statewide youth-led antitobacco movement, geared

toward students in middle school through high school and going
into college, offers facts on tobacco and smoking on both the
national and New Jersey levels, with a selection of eye-opening
comments from tobacco company memos and documents over the
years.

Mission: To educate and empower youths to make healthy lifestyle
decisions and to promote the health and well-being of individuals
and communities through the reduction or elimination of alcohol,
tobacco, and other substances that cause health problems.

Nicotine Anonymous World Service 
URL: http://www.nicotine-anonymous.org
Phone: 1-415-750-0328
Programs: Helps people who are seeking freedom from nicotine addic-

tion, including those using cessation programs and nicotine with-
drawal aids. The fellowship offers group support and recovery
using the 12 Steps as adapted from Alcoholics Anonymous to
achieve abstinence from nicotine.

Mission: To help all those who would like to cease using tobacco and
nicotine products in any form

Philip Morris USA 
URL: http://www.phillipmorrisusa.com
Affiliation: Philip Morris USA is the American tobacco subsidiary of

Altria Group, Inc.
Programs: Provides some unexpected data on health issues regarding

its products and offers links for more information and help in quit-
ting smoking data
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Mission: To communicate openly about the health effects of its prod-
ucts while responsibly marketing them to adults who smoke

QuitNet
URL: http://www.quitnet.com
Affiliation: Boston University School of Public Health and partnered

with the American Legacy Foundation 
Programs: Helps smokers map out a personalized quit plan and offers

expert advice whenever needed, plus information resources. The
web site provides links to an entire community of smokers and ex-
smokers to help people quit the habit.

Mission: To offer a variety of aids to help smokers successfully quit
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GLOSSARY

acute disease an illness that appears suddenly with severe effects 

alveoli small clusters of air sacs in the lungs. Oxygen passes
through the thin walls of the alveoli and into the blood, while carbon
dioxide passes out of the blood to be exhaled.

atherosclerosis (also known as hardening of the arteries) a medical
condition in which artery walls become less elastic. A thickening in the
inside lining of the artery attracts a buildup of material, narrowing the
interior of the blood vessel, possibly causing a heart attack or stroke 

bidis flavored cigarettes hand-rolled in India

“Big Tobacco” the major tobacco corporations in the United States,
including Philip Morris, Inc., the R.J. Reynolds Tobacco Company, the
Brown & Williamson Tobacco Corporation, the Lorillard Tobacco
Company, and the Liggett Group

bronchial tubes the air passages that connect the trachea (windpipe)
and the lungs

calculus (also known as tartar) the difficult-to-remove buildup on
the lower parts of the teeth near the gumline 

cancer a serious disease in which cells in the body multiply uncon-
trollably, creating growths which can injure various organs 

171



capillaries very small blood vessels that connect the arteries and
veins 

carbon monoxide an odorless, colorless poison gas produced by
combustion. The gas is present in wood smoke, engine exhaust, and
cigarette smoke.

carcinogen a substance that causes cancer 

cardiovascular system the heart and the blood vessels, which
deliver blood throughout the body. This system brings nutrients and
oxygen to all cells while carrying away wastes and carbon dioxide.   

catalyst a substance that starts or speeds up a chemical reaction

chemotherapy a medical treatment in which patients receive toxic
chemicals to destroy cancer cells

chronic disease an illness that develops or persists over a long
period of time 

Cigarette Papers, The secret corporate documents from the major
tobacco companies, filled with damaging revelations about what the
corporations knew about the health and addiction risks of cigarettes 

cilia very small hairlike structures growing from the lining of the
bronchial tubes, which work to remove debris and foreign bodies
from the airway

cold turkey attempting to quit a habit, such as smoking, without
tapering off or using other aids 

contingency management a strategy for behavioral change con-
sisting of offering rewards for success and punishments for failure

craving an intense desire for an addictive substance

cytokine a body chemical that arouses or suppresses the activity of
the body’s immune system

dopamine a neurotransmitter released by nerve cells in the limbic
region of the brain. This area is associated with feelings of pleasure. 
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emphysema a medical condition in which the alveoli become
enlarged and their walls are destroyed 

enzyme a complicated protein created by cells within the body as a
catalyst for certain biochemical reactions  

“fight or flight” response a physical response that prepares the
human body for extreme activity

fuomo loco a genetically altered variety of tobacco containing
extremely high amounts of nicotine 

genetic having a connection with inherited traits 

halitosis bad breath. Because of the effects of cigarette smoke in the
mouth, smokers suffer a particularly strong form of halitosis.

hemoglobin a substance in red blood cells that bonds with oxygen,
carrying it to cells where it is needed. The carbon monoxide in ciga-
rette smoke bonds more strongly with hemoglobin than oxygen can,
thus reducing the amount of oxygen in the bloodstream. 

hormone a body chemical that travels through the bloodstream to
change the function of a particular organ 

hypnosis an altered state of consciousness where subjects are open
to suggestion

lobbyist a representative of a company, industry, or group who
attempts to influence lawmakers 

leukoplakia a common, sometimes precancerous, disease of the mouth 

Master Settlement Agreement an agreement signed in 1998 to
resolve court actions brought by state attorneys general to recover
smoking-related costs

Medicaid and Medicare nationwide health-care programs specially
aimed to help the elderly and the poor. Costs are shared by the fed-
eral and state governments.
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membrane a thin layer of tissue that surrounds, connects, or sepa-
rates organs or parts of the body. Mucous membranes line all the pas-
sages of the human body that touch air. 

metastasis the process by which cancer spreads in the body.
Cancerous cells break away from tumors and travel through the
bloodstream or the lymph system, forming new growths in distant
parts of the body. 

neurotransmitter a chemical that carries an electrical impulse from
a nerve-ending to another nerve or muscle cell

nicotine fading a smoking cessation method in which the smoker
progressively reduces intake of nicotine by smoking brands lower
in nicotine 

placebo a pill containing no medication administered for its psy-
chological effect in medical studies  

plaque a thickened area in the interior wall of an artery. These areas
can constrict the flow of blood. 

plasma the clear, yellowish liquid portion of blood

radiation therapy a medical treatment in which beams of X-rays,
electrons, or gamma rays are used to destroy cancer cells within the
patient’s body, or when radioactive materials are placed in or around
a tumor

receptor a site on the surface of a cell that allows a chemical, such
as a neurotransmitter or hormone, to bind to it because the chemical’s
structure perfectly matches the site 

reduced smoking a method of smoking cessation whereby the
smoker gradually reduces the number of cigarettes smoked, first to 50
percent of the original amount, and then stops completely 

rehabilitation medical therapy to restore function to a damaged
part of the body

relapse prevention a behavioral strategy for maintaining a patient’s
will to change in spite of lapses in changing behavior 
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remission a lessening of intensity in a disease. In cancer, an absence
of symptoms and evidence of cancer cells in the body

scheduled smoking a smoking cessation method in which the
smoker disrupts habitual smoking patterns by following an arbitrary
schedule, gradually extending time periods between cigarettes 

securitization a form of financing involving raising money by
offering investors a share of a specific cash flow over time

sedative a drug that has a tranquilizing effect

smoking cessation the act of quitting smoking

snuff a finely powered tobacco that is either inhaled through the
nose or used orally

spit tobacco another, less glamorous, name for smokeless tobacco,
often used by antitobacco activists

stimulant a drug that arouses the activity of the body

stroke a serious medical condition, usually caused by a blood clot
blocking the flow of blood to the brain

subsidy an amount of money, usually government funds, put up to
help an industry or support prices 

tar a residue in cigarette smoke. The solid particles can stick to the
tissues of the lungs, causing irritation and serious health problems.

tolerance the process by which the body becomes accustomed to
an addictive substance. The body will not respond to a previously
effective dose, requiring more of the substance for the addict to feel
normal

transnational corporation (also called multinational) a company
with operations in two or more countries 

tumor an abnormal growth that can be cancerous or noncancerous.
A cancerous tumor is formed when cells begin dividing wildly. 

Zyban an antidepressant drug used to help smokers quit 
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