A
1964 throughthe late 1970s, followed by relatively modest decreases in the 1980s.
midthe
through
girls
second exampleis the apparentincrease in smoking by teenage
1970s. (See Chapter 5.)

Warner and Murt (1982) argued that the female prevalence data have been

misinterpreted. Conceptually, they suggested, the appropriate question was how
prevalence in a given year compared with the rate that would have been experienced
withoutthe campaign, and not simply how prevalence had changed over time. In the
case of women, smoking prevalence had beenrising rapidly since World War II, paralleling the diffusion pattern of smoking by men two to three decades earlier. Without
the antismoking campaign, Warner and Murt argued, smoking prevalence would have
been expected to have continued to increase as it had with men. As such, the stability
of female smoking prevalence in the mid-1960s, at a level far below that attained by
men, should be interpreted as a significant response to the antismoking campaign.
of prevalence
Warner and Murt (1982) and Warner (1989) developed estimates

use of
without the campaign, a process they described as necessarily involving the
can
numerous assumptions whose quantitative precision or qualitative appropriateness
converting
be challenged. The authors tested the overall validity of their estimates by
ion
the annual cohort projectionsinto estimates of annual aggregate cigarette consumpt
a
in
and then comparing these with estimates derived by Warner (1981a, 1989)
methodologically distinct analysis of aggregate cigarette demand. The pattern
generated by aggregating the subjective data was highly similar to that estimated
throughuse of regression analysis with objective data on cigarette production andsales.
Nevertheless, the nature and numberof assumptions recommendthatthe analysis be
interpreted in qualitative terms, as a demonstration that smoking prevalence has been
influenced, apparently substantially, by the smoking-and-health message.
Tables 1 and 2 illustrate the authors comparative perspective for men and women,
respectively. Each cell in each table records smoking prevalencefor the relevant birth
cohort and the relevantyear, in 5-year increments from 1965 through 1985, based on
survey respondents self-reports. These entries are called reported prevalence (R in
the tables). (See Harris 1983 for discussion of retrospective self-report biases.) Each
cell also provides an estimate of the smoking rate that might have been expected in the
absenceof the antismoking campaign ( expected prevalence, E in the tables). The
difference between the two figures for the specific birth cohort in a given year represents an estimate of the percentage points of smoking prevalence avoided by the cam-

paign. Avoided prevalence includes both campaign-related quitting and noninitiation

of smoking. The data are from Warner s (1989) updating of the authors original study
(Warner and Murt 1982). Both references describe the method of determining

expected prevalence. The updated study presents annualdata for both reported and
expected prevalence for 1964 through 1985.

Table 1 indicates, for example, that in 1975, 53 percent of men born between 1941

and 1950 reported themselves to be smokers. However,had their smoking patterns
not beeninfluenced by the antismoking campaign, an estimated 64 percent of them
would have been smoking in 1975. Without a response to the campaign, their smoking prevalence would have been 11 percentagepoints, or 21 percent, higher than it actually was. By 1985, the cohort s smoking prevalence had fallen 15 points to 38 per651
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TABLE 1. Smokingprevalence for males (percent), 1965-85, reported and expected in the absence of the antismoking campaign
Birth cohort
Year

1901-10
R
E

1911-20
R
E

1921-30
R
E

1965

45

46

60

61

62

1970

39

42

53

(56

55

1975

300-37

46

8654

47

62

46

62

53

64

38

50

1980

18

32

30.

=649

41

58

44

«58

44

«663

42

64

1985

16

25

22

«45

32.

83

35

54

38

60

38

66

E-R,
1985
NOTE: R, reported: E, expected; E-R, expected minus reported.

SOURCE: Warner(1989).

23

21

1931-40
R
E

1941-50
R
E

66

59

63

46

48

2

3

64

53

64

58

62

18

21

19

22

1951-60
R
E

28

TABLE 2. Smoking prevalence for females (percent), 1965-85, reported and expected in the absence of the antismoking campaign
Birth cohort

1901-10
R

E

1911-20

1921-30
R

E

1931-40
R

E

1941-50

1965

21

21

36037

43

45

44

46

30-32

1970

18

19

33-36

40

48

43

48

41

1975

15

18

28

(35

38

48

42

50

1980

15

16

260-33

310

47

1985

8

14

18

27

44

Year

E-R,
1985

R

6

NOTE: R, reported; E, expected; E-R, expected minus reported.

£69

SOURCE: Wamer(1989).

E

31
13

17

R

E

1951-60
R

E

l

2

46

13)

15

40

50

35

40

3551

34

52

32.50

32.

32.

§2

32.54

49
17

20

22

cent. Prevalence expected in the absence of the campaign would havefallen too, but
only by 4 points (to 60 percent). Consequently, the gap between reported prevalence
and that which would have been anticipated without the campaign had increased to 22
percentage points. Thus, Warner (1989) estimated that for men born between 1941
and 1950, smoking prevalence would have been 58 percent higher than it was in 1985
(the 22 percentage-point gap divided by reported prevalence of 38 percent), had the
men s smoking not been influenced by smoking-and-health knowledge and social
change.
Table 2 shows that for women born between 1921 and 1930, expected prevalence exceeded reported prevalence by 10 percentage points in 1975. Both measuresfell
through the mid-1980s, although reported prevalence decreased more than expected
prevalence without the campaign, so that the gap between the two widenedto 17 percentage points by 1985. In that year, according to the estimates, in the absence of the
antismoking campaign, smoking prevalencein this cohort of women would have been
63 percent higher than it actually was (the 17 percentage-point gap divided by reported
prevalence of 27 percent).
Figures | and 2 illustrate this perspective on the impact of the campaign on smoking
prevalence by plotting annualfigures for reported and expected prevalence, as well as
pre-1964 prevalence estimates, for two other cohorts, one male and one female. In each
case, the solid line plots actual reported prevalence and the dashedline plots the anticipated prevalencein the absenceof the antismoking campaign. The gap between the
twolines constitutes a measure of the impact of the campaign on smoking prevalence
for these two birth cohorts.
The analysis indicates that all 12 of the age-sex birth cohorts experienced substantial quitting or noninitiation of smoking as a result of the antismoking campaign. By
1985, the estimated gap between actual (reported) prevalence and that anticipated
without the campaign ranged from a low of 6 percentage points for the eldest female
cohort to a high of 28 percentage points for the youngest males.
The percentage-pointgapis larger for each male cohort than for the same-age female
cohort. This is consistent with the common observation that the campaign has encouraged more men to quit than women. However, because the actual smoking
prevalenceofeach birth cohort is smaller for women than for men,this standard observation misses an essential consideration: the ratios of percentage points of campaignrelated quitters and noninitiators to the percentages of actual smokers are quite comparable for men and women. Thus, when the 1985 percentage-point gap (the last row
in Tables | and 2) is divided by actual prevalencein that year, this measure ofrelative
quit-and-nonstart rate indicates little difference between males and females.
The percentage-point gap in 1985 generally increases from the older to the younger
birth cohorts, especially for the females. Warner and Murt observedthat this might be
expected because decisions concerning theinitiation of smoking occurred after 1964
for many members of the two youngest cohorts and well before 1964 for the older
cohorts. Decisions notto start smoking may be easier than decisions to quit.
The expected prevalence figures indicate that a majority of each of the four youngest
male cohorts would have been expected to be smokers in 1985 without the campaign,
including two-thirds of men born from 1951 through 1960. In fact, fewer than 40 per654
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age points (from 70 percent for the 1921-30 cohort). Preliminary data from the 1987
National Health Interview Survey (NHIS), combined with other NHIS data from the
1980s, suggest that the peak prevalence for the cohort of males born between 1961 and
1970 may represent a further decrease of as much as 12 or 13 percentage points, to a
rate of 29 to 30 percent.
Theratesattained by the 191 1-30 cohorts suggest that the expected peak prevalence
figures for males in Table 1 may be conservative. This perception is reinforced by
recognition that the 1921-30 cohort achieved its peak rate of smoking the yearof the
first major public concern about smoking and cancer, and that succeeding cohorts
reached peak smokingage during otherperiods of concern aboutthe health consequen-

ces of smoking.
In this context, had women s smokingpatterns eventually mirrored those of men approximately three decades earlier, the expected prevalence figures in Table 2 would
have to be considerably larger than they are. As such, the gaps between reported and
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TABLE 3. Peak smoking prevalence, males born 1901-60
Birth year

Year of peak

Prevalence

prevalence

(percentage)

1901-10
1911-20
1921-30

1938
1947
1983

62
7)
70

1931-40

1962

6l

1941-50
1951-60

1969
1980

58
42

SOURCE: Harris (1983): NHIS 1983

expected prevalence for women may be conservative measures ofthe impact of the an-

tismoking campaign on women s smoking prevalence.
Warner (1989) multiplied the reported and expected prevalence estimates for 1985
by cohort-specific population estimates to generate estimates of the 1985 population of
smokers with and without the antismoking campaign. Including the cohort born 1961
70, and adjusting population estimates to reflect the differential mortality of smokers,
Warnerestimated that in 1985 there were 56 million American smokers born between
1901 and 1970. In the absence of the campaign. he estimated that there would have
been 91 million smokers.
Not considered in Warner and Murt s analyses is change in the consumption of other
tobacco products. Throughout much ofthe century. while the prevalence of cigarette
smoking wasfirst rising and then falling, the use of other smoking tobaccos and smokeless tobacco products was diminishing. From the mid-1970s into the present decade,
decreases in the prevalence of smoking by boys occurred at the same time that the
prevalence of smokeless tobacco use by boys wasrising (Connolly et al. 1986). (See
Chapter 5.) The significance of this most recent inverse correlation has not been established, butit implies that the prevalence of tobacco use by boys may nothave decreased
as muchas data on cigarette smoking might suggest.
Per Capita Cigarette Consumption
While smokingprevalenceis likely the best single measure of smoking behavior,a
second measure has been employed frequentlyas an index of a society's smoking exposure: adult per capita cigarette consumption, typically defined astotal cigarette consumption dividedby the population over 17 years of age. One advantageofthis measure
is that it is derived from-objective data. Aggregate consumptionis calculated on the
basis of cigarette production, tax, and sales data, adjusted for inventories (US DHEW
1979). (See Chapter 5.) Adult population estimates are from census data. Both sources are considered quite reliable. By contrast, self-reported cigarette consumptionis
subject to inaccuracies due to underreporting (Wamer 1978) and digit bias, the tendency to report daily consumption in terms of the number ofcigarettes in the packs
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selected by smokersor in other round numbers( .g., 10 and 30; see Chapter 5) (Kozlowski 1986).
Per capita consumption hasthe additional advantage of being a conservative measure
of downwardtrends in smoking behavior, one thusunlikely to exaggerate the extent of
change, becauseit does not take accountof other smoking behavior changesthat might
increase one s estimation of response to the antismoking campaign. For example,
smokers switching to low-yield cigarettes could increase per capita consumption,becauseof the tendency to compensatefor reducednicotine yield per cigarette (US DHHS
1981, 1988: Gerstein and Levison 1982). As such,by itself, the market shift toward
low-tar and -nicotine cigarettes may have introduced a tendency toward increases in
per capita consumption that does not necessarily reflect any greater societal exposure
to tobacco (Walker and Brin 1988). Thus, estimation of campaign response based on
the pattern of per capita consumption may understate the extent of true response.
This advantage of the measurealso points outits chief limitation: it masks changes
in the composition and individual behaviorof the smoking population. Per capita consumption offers no insight into variations in the sex, age, income, or education distribution of smokers; it fails to distinguish a change in the numberof smokers from a
changein the number ofcigarettes the average smoker consumes; and,as just discussed,
it ignores several other potentially important changes in smoking behavior, such as
smokers switching to low-yield cigarettes or reducing the amountof each cigarette

smoked.
The analytical perspective involved in the per capita consumption studies is identicalto that employed in the preceding cohort analysis: the objective remains to estimate
smoking patterns that would have been expected without the antismoking campaign
and then to compare them withrealized patterns. The methodological approachis quite
different, however, as has been the focal point of mostof the relevantstudies. Specifically, several authors have estimated impactsof the campaign in econometric analyses
in which data on adult per capita cigarette consumption (the dependent variable) were
regressed on data on a series of independentvariables, including dummyvariables and
other measures intendedto reflect years of prominent antismoking activity. Regression coefficient estimates in these studies indicate whether the years of special antismoking activity were associated withstatistically significant decreases in per capita
cigarette consumption, andif so, to whatextent.

Effects in Years of Major Smoking-and-Health Events
Interest in major developmentsaffecting the demandfor cigarettes has emphasized
changes in per capita cigarette consumption in andafter the years in which they occurred. The developments studied have includedthefirst widespread public discussion
aboutthe link between smoking andcancerin the United States in 1953 and 1954, publication ofthe first report of the British Royal College of Physicians on smoking and
health in 1962 (Royal College of Physicians 1962); publication ofthe first Surgeon
General's Report in 1964 (US PHS 1964); airing of the Fairness Doctrine antismoking
messages on U.S. television and radio from 1967 through 1970; broadcast ad bans in
several countries; and the spread of nonsmokers rights laws in the United States begin658
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Considering antismoking activities after the 1964 Report and the Fairness Doctrine
ads (discussed in Chapter 7), Doron (1979) concluded that antismoking publicity
depressed per capita consumption by approximately 900 cigarettes in 1970. Schneider,
Klein, and Murphy (1981) analyzed the effects of three antismoking events together
and concludedthat they had had a modestcollective impacton cigarette consumption
n
(decreasing it 8.3 percent), but a substantial impact on per capita tobacco consumptio
smokers
encouraged
they
because
1978),
through
1964
from
(a decrease of 39 percent
to switchto filter and low-tar and -nicotine cigarettes (discussed below). However,
Schneider, Klein, and Murphy failed to account for changes in cigarette production
technology that reduced tobacco consumption independent of changes in consumer
and
demand. These included tobacco sheet reconstitution, increased use of stems
Brin 1988.)
scraps, and addition of nontobacco filler materials. (See also Walker and
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With broadcast ad bans having been adopted in several Western countries, analysts
have studied the effect of this major antismoking eventin a variety of countries. While
assessments of the impact of the U.S. broadcast ad ban effective in 1971 were reviewed
them with
briefly in Chapter 7, it is useful to reiterate those findings and supplement
the conclusions of authors who have studied bans in other countries.
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sociated with less restrictive laws. The study could not determine, however, whether

passageof restrictive laws preceded or followed decreases in consumption (Lewit
1988). In the third study, the authors concludedthatthe significant correlation between
passage of laws and reduced cigarette demandlikely reflected reverse causality; that
is, that cigarette demand hasa significant negative effect on the probability of passing
a clean indoorair law (Chaloupka and Saffer 1988).

Aggregate Effects

While numerous econometric studies have contributed to understanding the impact
of major individual smoking-and-health events, regression analysis has also been used
by Warmer (1977, 1981a, 1989) to estimate changes in per capita consumption
associated with changes in the smoking-and-health environmentover the entire period
since 1964. In the two morerecentstudies, to estimate what consumption would have
beenin any given year without the antismoking campaign, Warneradded the values of
the relevant antismokingvariablesin the regression, multiplied by their corresponding
coefficients, to the year s actual per capita consumption. (With the previous year s consumption included among the independent variables as a measure of the addiction
effect, an antismoking effect was also carried forward into future years and wasincluded in the analysis.) The resulting estimates of per capita consumption in the absence of the campaign were then compared with the realized levels of consumption to
measure the aggregate impactof the campaign in the yearin question.
Figure 4 presents the results of the most recent analysis (Warner 1989). The solid
line in the Figure tracks actual adult per capita cigarette consumption from 1932 through
1987. (The regression coveredthe post-World War II period, 1947 through 1987.) The
dashed and dotted lines are two estimated patterns that consumption would have followed from 1964 through 1987 had the demandforcigarettes never been influenced by
the developmentanddisseminationofscientific knowledgeon the hazards of smoking
and the associated social and policy developments.

The distinction between the two estimatedlineslies in how price changesaretreated.

The dotted line results from the assumptionthat the pattern of price changes wasitself
a function oflegislators reactions to the emerging evidence on smoking and health
(Warner 1981a,b). In particular, the real price of cigarettes rose every year from 1964
through 1972 and again from 1981 through 1987. The intervening period ofreal price
decreases has been attributed to reduction in new State excise tax increases due to concern aboutinterstate cigarette smuggling, the result of tax-basedprice differentials between low- and high-tax States (Advisory Council on Intergovernmental Relations
1985; Warner 1982). The resumptionofreal tax increases in 1981 may reflect reduced
concern about smuggling, as a consequenceof the diminishingreal value ofinterstate
tax differences during the preceding decade. (See Chapter 7.) To reflect the assumption that this pattern of price changes was a function of the antismoking campaign,the
dotted line in Figure4 treats priceasif it had been constant(in real terms)in the years
after 1963. This permits an assessmentof the effects on consumption ofprice fluctuations possibly resulting from the campaign.
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line in Figure 4), per capita consumption would have been 79 percent greater than the
level actually experienced. When the pattern of price changes is removed(the dotted
line in Figure 4), the estimate rises to 89 percent, indicating that price fluctuations con-

tributed to decreased consumption, but to a much smaller degree than did the publicity
effect. An alternative way to interpret the 1987 figures is to observe that actual consumption was from 53 to 56 percent of the expected level in the absence of the antismoking campaign.
Two observations support the magnitude of the campaign impact estimated in this
per capita consumption analysis. First, the finding of a substantial impactof the antismoking campaignis consistent with the cohort analysis of prevalence reviewed above.
Second, continued diffusion of smoking among women to levels comparable to those
attained by men prior to the mid- 1960s, combined with the maintenance of men s smoking rates, would have producedrates of per capita consumption higher than those estimated here (Warner 1977).

Filter-Tipped and Low-Tar and-Nicotine Cigarettes
Whereas quitting smoking or avoiding initiation constitutes the most obvious reaction to campaign-related health or social concerns, switching to cigarettes perceived as
less hazardous better reflects some smokers responses, in part because actionsshort of
quitting allow smokers to respond to their concerns without having to take the more
drastic step of ceasing an addictive behavior. In this regard, two of the best markers of
smokers reactions to antismoking publicity have been the rapid spread of filtered
cigarettes in the 1950s and low-tar and -nicotine cigarettes in the 1970s (Schneider,
Klein, Murphy 1981).
While evidencelinking cigarette smoking with cancerdates back atleast to the 1930s,
the period of sustained, intensive scientific investigation began in the late 1940s and
early 1950s. (See Chapters 1 and 2.) A few popular publications transmitted the new
scientific findings to the lay public soon thereafter, including Reader's Digest (Riis
1950; Norr 1952; Lieb 1953; Miller and Monahan 1954) and Consumer Reports (1953,

1954, 1955). At the same time, cigarette manufacturers were developing and marketing new filtered cigarettes. Cigarette filters were advertised as a technology to remove
the harmful elements of smoke (Calfee 1986; Davis 1987; Tye 1986; Warner 1985b;

Whelan 1984).
As the data in Chapter 5 indicate, the shift to filtered cigarettes at this time was swift.
While filtered cigarettes had been available since the 1930s, they composed only 1 percent of the market in 1952. By 1954 the proportionoffiltered cigarettes had increased
to 9 percent. Thefilter-tip market share rose by at least 9 percentage points each of the
next 3 years, reaching 38 percent in 1957. Three yearslater, the filtered cigarette became the dominant product on the market. This first widespread public concern about
smoking and health was also associated with a 2-year decline in adult per capita
cigarette consumption in 1953 and 1954 (Figure 3).
Two decades later, in the mid-1970s, the rapid shift toward low-tar and -nicotine
cigarettes represented a second major change in consumers choice of cigarette
product. In the late 1960s, low-tar and -nicotine cigarettes (defined as cigarettes yield664
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smoking patterns have approached thoseof menin recentyears (see Chapter 5), the disparity between male and female smoker mortalityratios has diminished. (See Chapter
3.) Particularly in the younger cohorts, if women respond to the relatively new emphasis on the health consequences of their smoking (US DHHS 1980), the male-female
differential for postponed deaths would be expected to decrease in the future (Warner

and Murt 1983; Warner 1989).
The authorsofthese studies acknowledgedthat their estimate of deaths postponed as
a result of the antismoking campaign was an incomplete measure of the health consequences ofthe campaign (Warner and Murt 1983: Warner 1989). As noted above, the
net health effects of the switch to filtered and low-yield cigarettes have not been
established, and no formal analysis has assessed the impact of campaign-related
reductions in smoking prevalence on smoking-related morbidity and disability.
Nevertheless. Warner and Murt concludedthat the estimated life-savings associated
with responses to the campaign constitute a major public health accomplishment. They
cautioned, however, that the magnitude of the remaining burden of smoking places
the impressive successes of the antismoking campaign in context (Warner 1989).
Conclusions

1. All birth cohorts born between 1901 and 1960 experienced reductions in the
prevalence of smoking relative to the rates that would have been expected in the
absenceof the antismoking campaign. By 1985, the gap between actual(reported)
prevalence and that which would have been expected ranged from 6 percentage
points for the eldest female cohort to 28 percentage points for the youngest male

cohort.
2. In 1985, an estimated 56 million Americans 15 to 84 years of age were smokers.
In the absenceof the antismoking campaign, an estimated 91 million would have
been smokers.
3. Adult per capita cigarette consumption hasfallen 3 to 8 percentin years of major
smoking-and-health events, such as publication of the first Surgeon General s
Report on smoking andhealth in 1964. Per capita consumption fell each of the
years the Fairness Doctrine antismoking messages were presented on television
and radio (1967-70).

4, By 1987, adult per capita cigarette consumption would have exceededits actual
level by an estimated 79 to 89 percent had the antismoking campaignnever occurred.
5. Oneof the most substantial behavioral responses to concerns about smoking and
health has been the shift toward filtered cigarettes in the 1950s and low-tar and
low-nicotine cigarettes in the 1970s. The net health impact of these product changes is unknown.
6. As a result of the antismoking campaign, an estimated 789,000 deaths were
postponed during the period 1964 through 1985, 112,000 in 1985 alone. The
average life expectancy gained per postponed death was 21 years.
7. The avoidance of smoking-related mortality associated with the antismoking campaign will represent a growing percentage of smoking-related mortality over time,
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as the principal beneficiaries of the campaign, younger men and women,reach
the ages at which smoking-related disease is most common. Campaign-induced

quitting and noninitiation through 1985 will result in the postponement or

avoidanceof an estimated 2.1 million smoking-related deaths between 1986 and
the year 2000.
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Appendix
Smoking and Health, 1964-88
Selected Developments Related to

1964

sory Committee to the Surgeon General,
Smoking and Health: Report ofthe Advi
and health, is published. Concludes that
the first major U.S. report on smoking
e in
cancer in men and a suspected caus
cigarette smoking is a cause of lung
asase
dise
al relationships and smoking
women. Identifies many other caus
dialaction.
sociations. Calls for appropriate reme

and Health, the first national antiNational Interagency Council on Smoking
smoking coalition, is formed.

advertising
ters (NAB) amendsits television
National Association of Broadcas
worthy of im-

ette smoking as a behavior
code to discourage portrayal of cigar
itation by youngsters.
for
voluntary Cigarette Advertising Code
Cigarette manufacturers establish
television and radio.
lation Rule
) announces proposed Trade Regu
Federal Trade Commission (FTC

on Cigarette Labeling and Advertising.

ing
begins collecting information on smok
National Center for Health Statistics
there
ly
dical
w Survey. Collected perio
as part of the National Health Intervie
after.
h
officially calls smoking a serious healt
American Medical Association (AMA)
hazard.
free
n Hospitals discontinue distributing
Public Health Service (PHS) and India
soon
ration

and the Veterans Administ
cigarettes. The Department of Defense
llations.
do the same in their medical insta

becomes the first companyto offer life
State Mutual Life Assurance Company
s.
insurance to nonsmokersat discounted rate

1965

iring
e Labeling and Advertising Act, requ
Congress passesthe Federal Cigarett
e
: Caution: Cigarette Smoking Mayb
health warningon all cigarette packages
Hazardous to Your Health.

house for Smoking and Health.
PHSestablishes the National Clearing
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1966

Health warning label appears onall cigarette packages.
Congress enacts the Fair Packaging and Labeling Act to require fair, nondeceptive packaging and labeling. Tobacco and tobacco products are excluded.
1967

Report of the Surgeon General concludes smoking is the principal causeof lung
cancer.
Federal Communications Commission (FCC) rules that the Fairness Doctrine

applies to cigarette advertising. Stations broadcasting cigarette commercials
must donateair time to antismoking messages.
PHS, American Cancer Society (ACS), American Lung Association (ALA)
(then known asthe National Tuberculosis Association), and American Heart Association (AHA) launch public service advertising campaigns against smoking.
FTCreleases the first report on tar and nicotine yield in cigarette brands.
National Institutes of Health initiates research planning for developing less hazardous cigarettes.
First World Conference on Smoking and Health is held in New York City.
1968

Action on Smoking and Health is formed to serve as a legal action arm for the
antismoking community.
National Clearinghouse for Smoking and Health producesthe first Government
antismoking poster.

CBS airs National Smoking Test during primetime.
1969

NAB endorses phasing out of cigarette ads on television and radio.
ACS sponsors a quit-smoking series on PBS.
ALA introduces its first smoking cessation materials.

1970

1969 (passed in
Congress enacts the Public Health Cigarette Smoking Act of
and requiring a
1970), banning cigarette advertising on television and radio
n General
stronger health warningon cigarette packages: Warning: The Surgeo
Health.
Has Determinedthat Cigarette Smoking is Dangerousto Your
the voluntary
Due to the new statutory prohibition on broadcast advertising,
Cigarette Advertising Code is disbanded.
e no longer
Due to the broadcast ban, the FCCrules that the Fairness Doctrin
1971).
ve
(effecti
will apply to cigarette advertising
First National Conference on Smoking and Healthis held in San Diego.
e smoking.
World Health Organization takes a public position against cigarett
Congress enacts the Controlled Substances Act. Tobacco is excluded from
jurisdiction.
1971

places.
Surgeon General proposes a Governmentban on smokingin public

e antismokCigarette advertising ends on radio and television. Fairness Doctrin
ing messages also end.
yield in all
Cigarette manufacturers voluntary agreement to list tar and nicotine
advertising becomes effective.
in
Six major cigarette companies agree voluntarily to include health warnings
all printed advertising.
and
The FTC announcesintent to proceed against cigarette companies for false
ng.
e
deceptiv advertisi
Second World Conference on Smokingand Health is held in London.
o rear
Interstate Commerce Commission implementsrules to restrict smokingt
buses.
e
seats (not to exceed 20 percentof capacity) on interstat

1972
health
First Report of the Surgeon Generalto identify involuntary smokingas a
risk.

agree to inUnder a consent order with the FTC, six major cigarette companies
ements.
advertis
e
cigarett
all
n
warningi
health
clude a clear and conspicuous
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Congress enacts the Consumer Product Safety Act.
products are excludedfrom jurisdiction.

Tobacco and tobacco

Supreme Court upholds congressional action banning cigarette commercials
from television and radio.

Department of Health, Education, and Welfare issues policy directive to establish no-smoking rules in departmental conference rooms, cafeterias, and certain
work areas.

ALAsponsorsfirst State-level no-smoking day in Oklahoma.
1973

Congressenacts Little Cigar Act of 1973, banninglittle cigar ads from television
and radio.

Civil Aeronautics Board requires no-smoking sections on all commercialairline
flights.
General Services Administration issues guidelines on smokingin Federalbuildings.
Arizona becomesthefirst State to restrict smoking in a numberof public places
andthefirst to do so explicitly because environmental tobacco smoke exposure
is a public health hazard.

1974
Connecticut passes thefirst State law to apply smokingrestrictionsto restaurants.
ACS, ALA, and AHA cosponsor no-smoking day in Minnesota.
1975

Cigarettes are discontinued in K-rations and C-rations provided to soldiers and
sailors.

Third World Conference on Smoking and Healthis held in New York City. Conferees call for a unified worldwide campaign against smoking.
Minnesota passes landmark comprehensivestatewide clean indoorair law.
1976

Interstate Commerce Commission modifies interstate bus rules to permit smoking in 30 percentofseats.
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Interstate Commerce Commission prohibits smokingin railroad dining cars and
requires separate smoking and nonsmoking passenger Cars.
Congress amendsthe Federal Hazardous Substances Act to exclude tobacco and
tobacco products from jurisdiction.

Congress enacts the Toxic Substances Control Act.
products are excludedfrom jurisdiction.

Tobacco and tobacco

ACS appoints National Commission on Smoking and Public Policy to hold hearings on major policy. Report issued in 1978.
1977

Secretary of Health, Education, and Welfare establishes Task Force on Smoking and Health.
ACSsponsorsthe first national Great American Smokeout.

ns
Doctors Ought to Care is formed to provide a focal point for physicia
ng.
antismoking advocacy, especially through counteradvertisi
1978

Secretary of Health, Education, and Welfare announces major Governmentinitiative against smoking. Calls smoking Public Health Enemy NumberOne.
National Clearinghouse for Smoking and Health is renamed Office on Smoking
and Health andtransferred from Atlanta to Washington, DC. Given expanded
function to coordinate Federal smoking and health activities.
AMAreleases Tobacco and Health, summarizing findings of a tobaccoresearch program that included 15 million dollars in financial support from the
tobacco industry. Concluded that smoking is harmfulto health.
Utah enacts the first State law banning tobacco advertisements on any billboard,
streetcar sign, streetcar, or bus.

1979
Fifteenth Anniversary Report of the Surgeon General is issued. Most comprehensive review of smoking and health ever published.

NationalInstitute of Education survey shows thatgirls are smoking more than
boys.

Fourth World Conference on Smoking and Health is held in Stockholm.
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