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Evidence-based, statewide tobacco control programs that
are comprehensive, sustained, and accountable reduce smok-
ing rates and tobacco-related diseases and deaths (7,2). States
that made larger investments in tobacco prevention and
control have seen larger declines in cigarettes sales than the
United States as a whole (3), and the prevalence of smoking
has declined faster as spending for tobacco control programs
has increased (4,5). CDC’s Best Practices for Comprebensive
Tobacco Control Programs (Best Practices) outlines the ele-
ments of an evidence-based state tobacco control program and
provides recommended state funding levels to substantially
reduce tobacco-related disease, disability, and death (7,2). To
analyze states’ spending in relation to program components
outlined within Best Practices, CDC assessed state tobacco
control programs’ expenditures for fiscal year 2011. In 2011,
states spent approximately $658 million on tobacco control
and prevention, which accounts for less than 3% of the states’
revenues from the sale of tobacco products and only 17.8%
of the level recommended by CDC.* Evidence suggests that
funding tobacco prevention and control efforts at the levels
recommended in Best Practices could achieve larger and more
rapid reductions in tobacco use and associated morbidity and
mortality (2,3).

Following CDCs first publication of Best Practices in 1999,
overall funding for state tobacco control programs has more
than doubled, and states restructured their tobacco control
programs to align with CDC’s goals and programmatic rec-
ommendations (2). The 1999 report recommended that states
invest a combined $1.6 to $4.2 billion annually in such pro-
grams. In 2007, the recommendation was updated to $3.7 bil-
lion annually (7). These recommendations were updated again
in 2014 ($3.3 billion) to reflect additional state experiences
in implementing comprehensive tobacco control programs,
new scientific literature, and changes in state populations,
inflation, media costs, Affordable Care Act effects, and the
national tobacco control landscape (2). To date, all 50 states
and the District of Columbia (DC) have state tobacco control
programs that are funded through various revenue streams,
including tobacco industry master settlement payments to

*Settlement revenue data (2011) were obtained from the National Association
of Attorneys General. Net state cigarette excise tax revenues data (2011) were
obtained from 7he Tax Burden on Tobacco, 2011. Revenues not included are
excise taxes collected on smokeless tobacco products, local excise taxes, and
state or local sales taxes.

states, cigarette excise tax revenues, state general funds, federal
government funds, and nonprofit organizations.

For this analysis, researchers from the Health Policy Center
at the University of Illinois at Chicago obtained reports of state
tobacco control programs’ expenditures for fiscal year 2011 for
all 50 states and DC. They directly contacted representatives
within relevant state organizations and agencies, and accessed
their websites.S When multiple agencies and organizations were
responsible for a state’s tobacco control program, expenditures
from each organization were combined. In addition to total
tobacco control expenditures, expenditure data were collected
for the five program components outlined in Best Practices
(2007): 1) state and community interventions; 2) health
communication interventions; 3) cessation interventions;
4) surveillance and evaluation; and 5) administration and
management (/).9 Expenditures for the United States and for
each state were calculated by program component, as overall,
per capita, and percentage of recommended funding levels in
Best Practices (2007).**

In fiscal year 2011, combined expenditures by all 50 states
and DC for tobacco prevention and control activities totaled
$658.15 million (Table 1); by state, overall expenditures ranged
from $1.68 million in New Hampshire to $94.66 million
in California. By program component, combined expendi-
tures by all 50 states and DC were $272.38 million for state
and community interventions, $123.53 million for health

 Additional information available at htep://www.lungusa2.org/slati/.
S Additional information available at http://tobacconomics.org/research/
methodology-state-tobacco-control-and-prevention-expenditures-fy-2008-2011.
9 State and community interventions comprised those that encompass changing
local and statewide smoke-free air policies, reducing exposure to secondhand
smoke, eliminating tobacco-related disparities, or implementing community
and school programs aimed at reducing youth tobacco use. Health
communication interventions comprised those that addressed youth and adult
tobacco use behavior through television, radio, billboard, print, or web-based
advertising; media advocacy; health promotion activities; efforts to reduce or
replace tobacco industry sponsorship and promotions, or messages targeted to
specific audiences. Cessation interventions comprised state quitlines or other
cessation services. Surveillance and evaluation efforts and resources comprised
surveys and research that monitor tobacco-related attitudes, behaviors, and
health outcomes. They also include evaluation of the achievement and
effectiveness of various tobacco control program interventions and goals.
Administration and management resources comprised salary and fringe benefits
for personnel that manage and operate state tobacco control programs.
This report analyzed the program components and recommendation funding
levels from Best Practices-2007 instead of the more recent Best Practices-2014
because the former report contained the published funding recommendations
that applied to fiscal year 2011.

*ok
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TABLE 1. National and state tobacco prevention and control expenditures, by program component, fiscal year 2011

Program component (million $)

Health Surveillance/ Administration/
State Total spending State/Community communication Cessation Evaluation Management
United States $658.15 $272.38 $123.53 $134.09 $61.35 66.79
Alabama 9.01 5.69 0.56 1.83 0.24 0.68
Alaska 10.66 4.44 1.82 2.56 0.97 0.88
Arizona 19.15 7.85 3.61 442 0.45 2.83
Arkansas 13.38 5.97 1.37 3.51 1.02 1.51
California 94.66 41.09 15.01 7.27 2117 10.12
Colorado 29.15 17.68 0.92 2.58 4.35 3.62
Connecticut 1.69 0.65 0.40 0.49 0.09 0.05
Delaware 9.30 430 1.00 1.00 1.40 1.60
DC 2.47 0.92 0.66 0.36 0.16 0.37
Florida 61.29 16.86 20.53 15.77 5.36 2.78
Georgia 3.46 1.02 0.44 1.13 0.33 0.54
Hawaii 8.05 3.25 1.73 1.36 0.63 1.08
Idaho 3.09 0.51 0.91 0.95 0.24 0.48
lllinois 15.87 8.76 1.12 3.82 0.77 1.41
Indiana 9.35 5.99 0.90 1.00 0.56 0.90
lowa 8.03 3.94 1.75 1.58 0.20 0.55
Kansas 2.64 1.68 0.09 0.19 0.07 0.61
Kentucky 433 2.75 0.16 0.67 0.16 0.60
Louisiana 11.15 3.80 3.44 1.87 0.65 1.39
Maine 7.60 1.40 1.38 2.85 1.20 0.78
Maryland 6.02 243 0.00 2.41 0.45 0.73
Massachusetts 6.48 3.22 0.63 1.83 0.65 0.16
Michigan 5.93 2.87 0.33 133 0.21 1.20
Minnesota 19.63 6.42 4.69 2.98 2.31 3.22
Mississippi 11.70 5.56 2.00 173 0.96 1.45
Missouri 10.03 3.24 1.79 238 1.1 1.51
Montana 8.24 491 1.27 1.17 0.04 0.85
Nebraska 4.1 233 0.59 0.29 0.17 0.73
Nevada 5.84 1.96 2.00 0.79 0.16 0.93
New Hampshire 1.68 0.31 0.10 0.85 0.15 0.28
New Jersey 3.59 1.50 0.64 0.63 0.00 0.83
New Mexico 7.83 2.26 1.92 2.07 0.37 1.22
New York 57.67 20.22 17.77 16.73 0.72 2.23
North Carolina 20.40 10.54 4.84 2.13 1.93 0.97
North Dakota 7.68 345 0.87 2.61 0.37 0.38
Ohio 3.98 0.56 0.72 1.90 0.23 0.57
Oklahoma 24.72 6.77 5.13 7.28 2.04 3.50
Oregon 9.34 5.46 2.07 0.85 0.46 0.51
Pennsylvania 22.06 9.15 292 6.81 1.26 1.93
Rhode Island 3.84 1.01 0.64 0.71 0.34 1.14
South Carolina 4.04 1.84 0.20 1.36 0.07 0.57
South Dakota 4.88 1.20 0.63 243 0.22 0.40
Tennessee 2.12 0.87 0.35 0.50 0.08 0.31
Texas 18.67 8.82 3.63 3.48 0.96 1.79
Utah 8.39 2.93 1.59 1.80 0.91 1.16
Vermont 4.52 2.06 1.03 0.99 0.33 0.10
Virginia 12.06 2.14 4.15 1.79 1.88 2.10
Washington 17.48 9.95 0.79 4.16 1.24 134
West Virginia 7.20 2.55 1.30 2.20 0.57 0.58
Wisconsin 7.67 4.85 0.42 1.47 0.43 0.51
Wyoming 6.03 2.50 0.75 1.22 0.73 0.84

Abbreviation: DC = District of Columbia.

communication interventions, $134.09 million for cessation
interventions, $61.35 million for surveillance and evaluation,
and $66.79 million for administration and management.
Combined expenditures by all 50 states and DC for tobacco
prevention and control activities were $2.11 per capita
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(Table 2); by state, per capita expenditures ranged from $0.33
in Tennessee to $14.74 in Alaska. By program component,
combined per capita expenditures by all 50 states and DC
were $0.87 for state and community interventions, $0.40
for health communication interventions, $0.43 for cessation



TABLE 2. Per capita national and state tobacco prevention and control expenditures, by program component, fiscal year 2011
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Program component ($)

Health Surveillance/ Administration/
State Total spending State/Community communication Cessation Evaluation Management
United States 2.11 0.87 0.40 0.43 0.20 0.21
Alabama 1.88 1.18 0.12 0.38 0.05 0.14
Alaska 14.74 6.14 2.52 3.54 1.34 1.21
Arizona 2.95 1.21 0.56 0.68 0.07 0.44
Arkansas 4.55 2.03 0.47 1.19 0.35 0.52
California 2.51 1.09 0.40 0.19 0.56 0.27
Colorado 5.70 3.45 0.18 0.50 0.85 0.71
Connecticut 0.47 0.18 0.11 0.14 0.03 0.01
Delaware 10.25 474 1.10 1.10 1.54 1.76
DC 4.00 1.49 1.06 0.59 0.27 0.60
Florida 3.22 0.88 1.08 0.83 0.28 0.15
Georgia 0.35 0.10 0.04 0.12 0.03 0.06
Hawaii 5.85 2.36 1.26 0.99 0.46 0.79
Idaho 1.95 0.32 0.57 0.60 0.15 0.30
lllinois 1.23 0.68 0.09 0.30 0.06 0.11
Indiana 143 0.92 0.14 0.15 0.09 0.14
lowa 2.62 1.29 0.57 0.52 0.07 0.18
Kansas 0.92 0.58 0.03 0.07 0.03 0.21
Kentucky 0.99 0.63 0.04 0.15 0.04 0.14
Louisiana 244 0.83 0.75 0.41 0.14 0.30
Maine 5.72 1.05 1.04 2.14 0.90 0.58
Maryland 1.03 0.42 0.00 0.41 0.08 0.13
Massachusetts 0.98 0.49 0.10 0.28 0.10 0.02
Michigan 0.60 0.29 0.03 0.13 0.02 0.12
Minnesota 3.67 1.20 0.88 0.56 0.43 0.60
Mississippi 3.93 1.87 0.67 0.58 0.32 0.49
Missouri 1.67 0.54 0.30 0.40 0.18 0.25
Montana 8.26 4.92 1.27 1.17 0.04 0.86
Nebraska 2.23 1.26 0.32 0.16 0.09 0.40
Nevada 2.15 0.72 0.74 0.29 0.06 0.34
New Hampshire 1.28 0.23 0.08 0.64 0.1 0.21
New Jersey 0.41 0.17 0.07 0.07 0.00 0.09
New Mexico 3.76 1.08 0.92 0.99 0.18 0.59
New York 2.96 1.04 0.91 0.86 0.04 0.11
North Carolina 2.1 1.09 0.50 0.22 0.20 0.10
North Dakota 11.23 5.04 1.27 3.82 0.54 0.55
Ohio 0.34 0.05 0.06 0.16 0.02 0.05
Oklahoma 6.52 1.79 1.35 1.92 0.54 0.92
Oregon 241 141 0.53 0.22 0.12 0.13
Pennsylvania 173 0.72 0.23 0.53 0.10 0.15
Rhode Island 3.65 0.96 0.61 0.68 0.32 1.08
South Carolina 0.86 0.39 0.04 0.29 0.01 0.12
South Dakota 5.92 1.45 0.76 2.95 0.27 0.49
Tennessee 0.33 0.14 0.05 0.08 0.01 0.05
Texas 0.73 0.34 0.14 0.14 0.04 0.07
Utah 2.98 1.04 0.56 0.64 0.32 0.41
Vermont 7.21 3.29 1.64 1.58 0.53 0.16
Virginia 1.49 0.26 0.51 0.22 0.23 0.26
Washington 2.56 1.46 0.12 0.61 0.18 0.20
West Virginia 3.88 1.37 0.70 1.19 0.31 0.31
Wisconsin 134 0.85 0.07 0.26 0.07 0.09
Wyoming 10.62 441 1.31 2.15 1.29 1.47

Abbreviation: DC = District of Columbia.

interventions, $0.20 for surveillance and evaluation, and $0.21
for administration and management.

Combined expenditures by all 50 states and DC for tobacco
prevention and control activities were 17.8% of the level
recommended by CDC (Table 3). Eight states spent 50% or

more of the recommended level (Alaska, Colorado, Delaware,
Hawaii, Montana, North Dakota, Oklahoma, and Wyoming),
while 13 states (Connecticut, Georgia, Kansas, Kentucky,
Maryland, Massachusetts, Michigan, New Hampshire, New
Jersey, Ohio, South Carolina, Tennessee, and Texas) spent less
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TABLE 3. National and state tobacco control and prevention expenditures as a percentage of 2007 CDC-recommended levels, by program
component, fiscal year 2011

Program component (% of CDC-recommended levels)

Health Surveillance/ Administration/
State Total spending State/Community Communication Cessation Evaluation Management
United States 17.8 18.6 17.5 12.8 19.1 415
Alabama 15.9 24.5 7.2 10.0 5.0 27.3
Alaska 99.6 83.7 130.0 98.4 107.3 175.0
Arizona 28.1 27.1 35.7 22.0 7.7 94.3
Arkansas 36.8 39.0 274 31.0 31.8 94.6
California 214 24.1 13.7 7.0 55.1 52.7
Colorado 53.6 76.2 10.7 16.7 92.6 150.8
Connecticut 3.8 37 4.4 4.4 24 2.6
Delaware 66.9 76.8 30.3 31.3 116.7 266.7
DC 23.6 19.1 28.6 18.2 18.2 73.8
Florida 29.1 21.5 56.7 23.0 29.3 30.2
Georgia 3.0 23 1.8 35 3.2 10.6
Hawaii 529 45.7 91.2 324 48.1 154.9
Idaho 18.3 6.5 38.0 21.7 15.7 68.1
Illinois 10.1 13.8 4.1 83 5.6 20.8
Indiana 11.9 19.0 7.8 39 8.1 26.5
lowa 21.9 24.6 36.5 14.3 6.4 343
Kansas 8.2 1.4 2.5 2.0 2.6 43.6
Kentucky 7.6 11.9 2.3 3.4 3.1 23.8
Louisiana 20.8 16.7 50.6 11.1 13.9 60.3
Maine 41.1 17.9 43.2 55.8 751 96.9
Maryland 9.5 9.9 0.0 13.2 8.2 26.1
Massachusetts 7.2 10.2 25 8.5 8.3 4.1
Michigan 49 5.8 1.9 3.4 2.0 22.6
Minnesota 33.6 26.0 51.5 17.5 453 129.0
Mississippi 29.8 35.2 323 14.3 28.2 85.5
Missouri 13.7 11.2 15.4 10.3 17.3 47.2
Montana 59.3 77.9 50.7 355 35 1423
Nebraska 19.1 25.0 16.8 49 9.2 81.1
Nevada 18.0 14.5 37.1 8.4 5.8 66.4
New Hampshire 8.8 4.4 2.0 18.8 8.8 34.8
New Jersey 3.0 3.6 19 2.2 0.0 16.0
New Mexico 335 20.7 73.7 30.0 18.4 122.1
New York 22.7 22.5 26.9 25.7 3.2 20.0
North Carolina 19.1 24.6 29.9 6.3 20.7 21.1
North Dakota 82.6 73.4 72.6 118.7 46.4 93.8
Ohio 2.7 1.0 3.1 4.3 1.8 9.0
Oklahoma 549 35.1 106.8 48.5 523 175.0
Oregon 21.7 30.7 29.5 6.7 12.5 26.7
Pennsylvania 14.2 16.4 9.1 144 9.3 284
Rhode Island 253 15.1 23.8 18.7 26.2 162.4
South Carolina 6.5 9.0 1.2 8.2 1.2 21.1
South Dakota 432 21.7 41.7 86.9 22.1 80.2
Tennessee 3.0 3.1 33 2.1 1.4 10.1
Texas 7.0 7.7 8.4 4.7 4.1 15.4
Utah 355 253 43.0 34.6 43.1 115.7
Vermont 434 44.8 44.8 47.2 37.0 20.0
Virginia 11.7 6.4 13.9 6.8 20.9 46.6
Washington 26.0 344 8.6 204 21.1 46.3
West Virginia 259 24.5 22.8 27.2 23.8 48.3
Wisconsin 1.9 17.6 53 73 7.6 18.0
Wyoming 67.0 56.9 49.7 64.2 91.4 208.8
Abbreviation: DC = District of Columbia.
than 10% of the recommended level. By program component, for health communication interventions, 12.8% for cessation
expenditures as a percentage of the recommended amount interventions, 19.1% for surveillance and evaluation, and
were 18.6% for state and community interventions, 17.5% 41.5% for administration and management.
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Discussion

The findings in this report reveal that state investments in
tobacco prevention and control programs in fiscal year 2011
were considerably less than levels recommended in CDC’s Best
Practices (7,2). In 2011, states spent only $658 million (<3%
of $24.2 billion they received from tobacco tax revenues and
Master Settlement Agreement payments*) in tobacco control
and prevention activities, compared with the $8.8 billion that
tobacco companies spent on cigarette and smokeless tobacco
advertising and promotion that year (6,7). Despite significant
declines in cigarette smoking in recent years, 17.8% of U.S.
adults and 15.7% of high school students still smoke ciga-
rettes (8,9). Moreover, the prevalence of use of other tobacco
products such as cigars and smokeless tobacco has not changed
(3), and the prevalence of use of emerging products, includ-
ing electronic cigarettes (e-cigarettes) and hookah, has rapidly
increased (3). Investing in comprehensive tobacco control
programs and implementing evidence-based interventions
have been shown to reduce youth initiation, tobacco-related
disease and death, and tobacco-related health care costs and lost
productivity. Moreover, if states allocate funding for tobacco
control at CDC’s Best Practices levels, they have the potential
to achieve larger and more sustainable reductions in all forms
of tobacco use and associated morbidity and mortality (2,3).

These findings demonstrate a considerable gap between state
investments in tobacco prevention and control and CDC’s
Best Practices recommendations. Although all states derive
revenues from cigarette excise taxes, few states have a statu-
tory requirement requiring that a portion of these revenues
be dedicated to tobacco prevention and control (10). Instead,
most cigarette tax revenues are used for general purposes.
Additionally, although in recent years state cigarette excise
taxes have nationally increased, these tax increases largely have
come in response to shortfalls in state budgets, rather than as
initiatives to increase tobacco control spending (7,2). Many
state programs have experienced and are facing substantial state
government cuts to tobacco control funding, resulting in the
near-elimination of tobacco control programs in those states
(2). In 2014, despite combined revenue of more than $25 bil-
lion from settlement payments and tobacco taxes for all states,
states have appropriated only $481.2 million (1.9%) ™ to com-
prehensive tobacco control programs, an amount <15% of the
CDC-recommended level of funding for all states combined
(2). Only two states, Alaska and North Dakota, currently fund
tobacco control programs at CDC-recommended levels.5S
Implementing comprehensive tobacco control programs at

Tt Additional information available at hteps://www.tobaccofreekids.org/what_
we_do/state_local/prevention_cessation/.

89 Additional information available at htep://www.tobaccofreekids.org/
microsites/statereport2015/.

Summary

What is already known on this topic?

Evidence-based, statewide tobacco control programs that are
comprehensive, sustained, and accountable reduce smoking
rates and tobacco-related diseases and deaths. States that made
larger investments in tobacco prevention and control saw larger
declines in cigarettes sales than the United States as a whole.
The prevalence of smoking has declined faster as spending for
tobacco control programs has increased.

What is added by this report?

In fiscal year 2011, for tobacco prevention and control activities,
all 50 states and the District of Columbia combined spent $658
million ($2.11 per capita) in the following categories: 41.4% on
state and community interventions (5272 million [$0.87 per
capita]); 18.8% on health communication interventions ($124
million [$0.40 per capital); 20.4% on cessation interventions
(5134 million [$0.43 per capital); 9.3% on surveillance and
evaluation ($61 million [$0.20 per capital); and 10.1% on
surveillance and evaluation (567 million [$0.21 per capital). The
total spent was 17.8% of CDC's recommended amount.

What are the implications for public health practice?

State investments in tobacco prevention and control programs
in fiscal year 2011 were considerably less than levels recom-
mended in CDC’s Best Practices. Full implementation of
comprehensive tobacco control policies and evidence-based
interventions at CDC-recommended funding levels could result
in a substantial reduction in tobacco-related morbidity and
mortality and billions of dollars in savings from averted medical
costs and lost productivity in the United States.

CDC-recommended levels could have a substantial impact:
millions fewer persons in the United States would smoke and
hundreds of thousands of premature tobacco-related deaths
could be prevented; long-term investments could have even
greater effects (2,3).

The findings in this report are subject to at least three
limitations. First, some expenditure data might not have been
captured because it was spent by agencies or organizations that
were not tracked, which could result in underestimation. For
example, direct service expenditures on cessation by private
insurers were not captured, neither were the direct expen-
ditures on cessation made by state Medicaid in most states.
However, aggregated state tobacco control expenditures were
comparable with state tobacco control funding data reported
elsewhere (10). Second, expenditure data were self-reported.
As a result, variations might exist with regard to expenditure
classifications across states. Finally, private organizations or
foundations using private funds to conduct tobacco preven-
tion and control activities were not included in the reported
expenditures, which would lead to underestimation.

Each day in the United States, the tobacco industry spent
nearly $24 million to advertise and promote cigarettes and

MMWR / June 26,2015 / Vol.64 / No.24 677



https://www.tobaccofreekids.org/what_we_do/state_local/prevention_cessation/
https://www.tobaccofreekids.org/what_we_do/state_local/prevention_cessation/
http://www.tobaccofreekids.org/microsites/statereport2015/
http://www.tobaccofreekids.org/microsites/statereport2015/
hxv5
Highlight

hxv5
Text Box

Please note: An erratum has been published for this issue. To view the erratum, please click here.

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6426a6.htm?s_cid=mm6426a6_w
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6426a6.htm?s_cid=mm6426a6_w
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6426a6.htm?s_cid=mm6426a6_w

Morbidity and Mortality Weekly Report

smokeless tobacco (6,7). During the same period, more than
3,200 youth younger than 18 years of age smoked their first
cigarette and another 2,100 youth and young adults who are
occasional smokers progressed to become daily smokers (3).
If current rates continue, 5.6 million Americans younger
than 18 years of age who are alive today are projected to die
prematurely from smoking-related disease (3). However, the
tobacco-use epidemic can be markedly reduced by implement-
ing interventions that are known to work. Full implementation
of comprehensive tobacco control policies and evidence-based
interventions at CDC-recommended funding levels could
result in a substantial reduction in tobacco-related morbidity
and mortality and billions of dollars in savings from averted
medical costs and lost productivity in the United States (2,3).
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