military commissaries, cigarettes sell for approximately 35 percent less than in civilian
stores (Blake 1985). A 1985 survey of active duty military personnel found that near-
ly one-half smoked cigarettes, one-quarter smoked cigars or a pipe, and almost one-
fifth used chewing tobacco, snuff, or other smokeless tobacco (Bray et al. 1986; Her-
bold 1987). Cigarette use was more common among nonofficers and varied by pay
grades, with those at the lower end of the pay scale exhibiting a higher prevalence of
smoking. A 1986 Department of Defense (DOD) report estimated that smoking-related
health care costs to the military were 209 million dollars in 1984 (DOD 1986).

In March 1986, prompted by the medical evidence linking smoking with disease and
the high prevalence of smoking among military personnel, the Secretary of Defense in-
itiated an intensive antismoking campaign to be conducted at all levels of all services
(DOD 1987). In April 1986, a DOD smoking reduction framework defined three smok-
ing reduction goals for the military: (1) to reduce active duty smoking and other tobac-
couse by 10 percent per year, (2) to provide smoking reduction information and motiva-
tion and cessation assistance to DOD personnel, and (3) to specify designated places
and times where smoking can occur to minimize effects of smoking on nonsmokers
(DOD 1987).

Print and audiovisual materials for the campaign were obtained from voluntary and
Federal agencies. In addition, in 1986, DOD allocated 97,000 dollars for publications
and 324,000 dollars for antismoking on military radio and television PSAs (DOD 1987).

Each branch of the service developed its own smoking control plan consistent with
the overall goals of DOD (DOD 1987). The U.S. Air Force (USAF) modified the cur-
ricula at the Basic Military Training School, the USAF Officer Training School, the
USAF Academy, and the Air Force Reserve Officers’ Training Corps to include man-
datory classes on the hazards of using tobacco products. Similar course material was
included in all professional military education for all officers and enlisted personnel.

In June 1986, the Air Force Surgeon General directed that there be on-base smoking
cessation classes at every medical treatment facility in the Air Force. Nicotine-con-
taining chewing gum was made available in all pharmacies, and tobacco sales were dis-
continued at all Air Force medical treatment facilities. Smoking was banned in all
hospital and clinic facilities. Smoking was also prohibited on aeromedical evacuation
flights, and the Officer Training School banned smoking during duty hours.

In July 1986, the Army banned the use of tobacco products in basic training and
restricted smoking in other military courses. Army training centers and service schools
incorporated antitobacco information into the curriculum. Smoking cessation courses
were offered to soldiers, retirees, and family members. In November 1986, the Army
participated in GASQO.

In March 1987, the Navy Medical Commander directed that all naval hospitals offer
group smoking cessation programs and prohibited the sale of tobacco in medical and
dental facilities. Curricula for all Navy personnel include information on the health
risks of tobacco use. Naval hospitals stock nicotine-containing gum for members in
formal cessation classes. The Navy participated in the 1986 GASO.

The Marine Corps smoking control program is similar to that offered by the Navy.
Guidance and smoking cessation materials are disseminated at all accession training
commands and formal schools. Family Service Centers and Alcohol Counseling
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Centers provide cessation programs. Smoking is prohibited in all medical and dental
facilities.

To monitor the impact of the smoking control program, DOD conducts annual tobac-
co use surveys of military personnel (DOD 1987). Comparison of the 1982 and 1985
DOD worldwide surveys on alcohol and nonmedical drug use among military person-
nel revealed that the percentage of active duty smokers has dropped significantly from
53 percent in 1982 to 46 percent in 1985 (DOD 1987) (see Chapter 5). Between Novem-
ber 1986 and March 1987, the monthly dollar sales of tobacco products in military com-
missaries dropped by 18 percent (DOD 1987). The evidence available to date suggests
that the DOD antismoking campaign has been successful (DOD 1987, Institute for the
Study of Smoking Behavior and Policy 1988). The impact of the campaign is still being
monitored, and the issue of tobacco sales pricing policies is being reassessed.

State Health Departments

A 1987 survey of State and territorial health agencies found that 33 of 52 (61 per-
cent) reported having sponsored smoking cessation programs (CDC 1987). Most State
plans focus on prevention rather than smoking cessation.

Several States have established programs to encourage cessation by pregnant women.
New Jersey, Maryland, and Pennsylvania have developed protocols for use in State-
supported maternity clinics (Coye 1988; US DHHS 1986a). New York has conducted
a mass media education initiative, “Healthy Mothers, Healthy Babies,” to encourage
pregnant women to refrain from alcohol and tobacco use (US DHHS 1986a). Many
local health departments also have established programs that provide cessation ac-
tivities although these are not consistently cataloged.

Three State health departments, Colorado, Maryland, and Missouri, in collaboration
with the Division of Reproductive Health of CDC, are developing and implementing a
Smoking Cessation in Pregnancy (SCIP) Project to be used in public prenatal clinics.
The purpose of the project is to reduce the incidence of low birthweight among women
using publicly funded prenatal care services. One of the interventions used will be
directed at helping the women to stop smoking. It is anticipated that approximately
4,000 women will be involved in the project and that 2,000 smokers will be exposed to
the smoking cessation intervention.

Commercial Ventures in Smoking Control

As the number of smokers attempting to stop has increased, so have commercial ven-
tures to develop and market cessation aids and services. Today, for-profit stop-smok-
ing programs can be found in almost all major cities in the United States (Schwartz
1987). This Section provides a brief review of commercial ventures in smoking cessa-
tion, focusing first on the development and marketing of pharmacologic aids, followed
by a discussion of nonpharmacologic aids and behavioral and motivational programs.
Pharmacologic aids have been reviewed in the 1988 Surgeon General’s Report on
nicotine addiction (US DHHS 1988). The description of commercial ventures in smok-

427



ing control is selective. Those nonpharmacologic programs described were chosen be-
cause they provide a historical perspective and have well-used national networks,

Pharmacologic Cessation Aids

Smoking deterrent drug products have been available since the early part of this cen-
tury. Early drug treatments included herbs and spices and mouthwashes that altered
the taste of tobacco so that smoking was less pleasant (Schwartz 1969). In 1936, Dor-
sey (1936) developed lobeline sulfate capsules to minimize the craving for tobacco.
Lobeline sulfate is the active ingredient in Nikoban and Bantron, two popular non-
prescription cessation aids available in most drugstores today. In 1982, a Food and
Drug Administration (FDA) panel that reviewed smoking deterrent drug products con-
cluded that the data were insufficient to demonstrate the effectiveness of lobeline as a
smoking cessation aid (FDA 1982). A similar conclusion was reached regarding the
effectiveness of drug products such as chewing gums, mouthsprays, and tablets con-
taining silver acetate (FDA 1982). In its proposed monograph for over-the-counter
(OTC) smoking deterrent drugs (FDA 1985), FDA tentatively adopied this panel’s con-
clusions, but FDA has not yet issued a final rule. Silver acetate when combined with
tobacco creates an unpleasant metallic taste in the mouth that presumably serves to dis-
courage smoking.

Clonidine, a drug used to treat high blood pressure, currently is being investigated as
an aid to help people stop smoking (Glassman et al. 1988). Interest in clonidine as a
smoking cessation aid was stimulated by Glassman and colleagues (1984), who
demonstrated a reduction in cigarette urges associated with its use. It is speculated that
clonidine may relieve nicotine withdrawal symptoms through its effect on the central
nervous system’s adrenergic mechanism (Glassmanet al. 1984, 1988; US DHHS 1988).
Boehringer Ingelheim Pharmaceuticals, Inc., currently is conducting studies to evaluate
the effectiveness of a clonidine transdermal patch as a smoking cessation aid. Clonidine
is not currently approved for marketing as a smoking cessation aid by FDA.

To date, the most successful and effective drug product developed to assist smokers
in stopping is nicotine polacrilex gum, a nicotine-containing chewing gum (US DHHS
1988). It is marketed by Lakeside Pharmaceuticals, a Division of Merrell Dow.
Nicotine-containing gum was developed on the premise that nicotine is the primary
reinforcer of smoking. It was reasoned that a product that could deliver nicotine into
the body in a form with lower potential to produce dependence could aid smokers in
stopping (Fernoe, Lichtneckert, Lundgren 1973). _

Nicotine-containing gum was first developed and manufactured by A.B. Leo in
Sweden in 1971. Early studies with the gum showed poor results. However, a car-
bonate buffer added to improve absorption of nicotine improved cessation rates (Axel-
sson and Brantmark 1977). The main benefit associated with gum use is the alleviation
of withdrawal symptoms. Several studies have demonstrated the effect of nicotine-con-
taining gum in relieving irritability, anxiety, problems in concentrating, restlessness,
and hunger (Hughes and Miller 1984; Schneider, Jarvik, Forsythe 1984; US DHHS
1988). Studies suggest that the gum does not fully replace the nicotine provided by
cigarette smoke. Benowitz, Jacob, and Savanapridic (1987) reported that chewing 2-
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