
                    
  

         

 

 

  

 

 

 

 
 

Recent studies indicate that rates of current smoking among people living with HIV/AIDS 

(PLWH/A) may be 2-3 times higher (39%-59%) than the national average (19.0%).1,2 Although 

highly active antiretroviral therapy (HAART) has led to a decrease in AIDS-related morbidity 

and mortality, smoking may negate many positive effects of this treatment.3  In fact, one recent 

study suggests that PLWH/A are now losing more years of their lives to smoking than to causes 

directly related to HIV/AIDS.4 
 

A number of psychological and social factors may  

contribute to increased smoking prevalence among  

PLWH/A. These include:  
 

 low socioeconomic status (associated with both  

smoking and HIV/AIDS);  
 

 high prevalence of mental illness and substance  

abuse among PLWH/A (both of which are  

associated with higher smoking rates); 
 

 use of smoking to cope with stress; 
 

 belief that PLWH/A will not live long enough to  

suffer the health consequences of smoking; and 
 

 provider-level barriers—HIV providers fail to recognize current smoking status more often than non-

HIV providers; only 39% of providers are confident in their ability to intervene with this group.5 
 

Smoking Cessation Among PLWH/A: 

Many PLWH/A who smoke are motivated to quit, and a number of individuals in this group have 

already quit. In one study examining 5,472 PLWH/A  from 33 countries, nearly a quarter (24.8%) 

of HIV-positive individuals were former smokers.3  Other studies of PLWH/A who currently 

smoke report that between 40% - 63% are contemplating quitting or preparing to quit, and 

about 70% have made a previous quit attempt (with an average of 2.8 quit attempts after HIV 

diagnosis).5 
 

With regard to smoking cessation interventions, existing research suggests that our current best 

practices (counseling in combination with pharmacotherapy) are effective among PLWH/A.3,5 

Due to the devastating impact that smoking has on PLWH/A, smoking cessation interventions 

should be routinely integrated into services offered in HIV/AIDS health care settings.3,5 
 
1Shirley, D.K., et al. (2013). Effects of smoking on non-AIDS-related morbidity in HIV-infected patients. Clinical Infectious Diseases, Epub ahead of print.  
2Centers for Disease Control & Prevention. (2012). Current Cigarette Smoking Among Adults—United States, 2011. Morbidity and Mortality Weekly 
Report, 61, 889–894.  3Lifson, A.R., et al. (2010). Smoking-related health risks among persons with HIV in the strategies for management of antiretroviral 
therapy clinical trial. American Journal of Public Health, 100, 1896-1903.  4Helleberg, M., et al. (2013).  Mortality attributable to smoking among HIV-1–
infected individuals: A nationwide, population-based cohort study. Clinical Infectious Diseases, 56, 727-734.   5Nahvi, S., & Cooperman, N.A. (2009). 
Review: The need for smoking cessation among HIV-positive smokers. AIDS Education and Prevention, 21 (3 Suppl), 14-17. 
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Inside this issue: 

The CDC is recruiting for their 2014 “Tips 

From Former Smokers” campaign—could a 

Marylander fit the bill?  See p. 4 

ENJOY  

THE REST 
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SUMMER! 

Helleberg et al. (2013) at a glance 
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 Examined a cohort of PLWH/A  between 

1995 & 2010  

 Over 60% of cohort deaths were 

associated with smoking  

 Compared to nonsmokers, those who 

smoked were: 

 • 4 times more likely to die  

 • 5 times more likely to die of non-

   AIDS-related causes 

 PLWH/A who currently smoked lost 

12.3 more years of life compared to 

PLWH/A who never smoked 

http://www.dhmh.state.md.us/index.html


Secondhand Smoke in the  

(Not-So-)Great Outdoors 
 

Outdoor smoke-free policy implementation is gaining momentum on the campuses of colleges, universities, and 

hospitals, as well as other work and public spaces, and these policies are facing challenges similar to the indoor policies 

when they were initially proposed.  Opponents have a number of viewpoints on these policies, including: 
 

 *  arguing for smokers’ rights to smoke publicly,  

 *  working to minimize the extent of exposure to secondhand smoke (SHS) in outdoor settings, and 

 *  challenging the claim that outdoor SHS exposure poses potential health concerns for nonsmokers.   
 

The initial research supporting the health protective nature of outdoor smoke-free policies tends to take two 

approaches to demonstrate the possible dangers of outdoor SHS exposure.  
 

1.  Accurate measurement of pollutants in the air resulting from outdoor smoking.  Using biophysical measures, 

researchers have demonstrated that under some conditions, outdoor levels of tobacco smoke can be as high as indoor 

levels, and that outdoor tobacco smoke levels do not approach typical background environmental air levels either for 

fine particles or carcinogens until about 23 feet away from the source.1,2  

2.  Measuring cotinine (a nicotine metabolite) concentration levels in nonsmoking individuals who are exposed to outdoor 

SHS.  Thus far, this type of research has been limited to examining non-smokers’ exposure in outdoor restaurants and 

bar patios where smoking is allowed.  Study results suggest that a non-smoker spending even one hour in a ventilated 

outdoor patio where at least one person is smoking will have notable levels of cotinine in their body after that time.3,4. 
 

Though seemingly different from concentrated exposure and indoor SHS, these findings elevate concerns for those 

exposed to outdoor SHS and lend support to arguments favoring smoke-free policies for some outdoor areas.   
 
1Repace, J. (2005). Measurements of outdoor air pollution from secondhand smoke on the UMBC campus.  Retrieved from http://www.repace.com/pdf/
outdoorair.pdf .  2Repace, J. (2007). Fact Sheet: Outdoor air pollution from secondhand smoke. Retrieved from www.repace.com/pdf/OTS_FACT_SHEET.pdf.  
doi:10.1080/1545962090324989.  3St. Helen, G. T., et al. (2012).  Exposure to Secondhand Smoke Outside of a Bar and a Restaurant and Tobacco Exposure 
Biomarkers in Nonsmokers. Environmental Health Perspectives, 120(7), 1010-1016. doi:10.1289/ehp.1104413.  rHall, J., et al. (2009).  Assessment of exposure to 
secondhand smoke at outdoor bars and family restaurants in Athens, GA using salivary cotinine.  Journal Of Occupational And Environmental Hygiene, 6(11), 698-704.  
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Point-of-Purchase Promotion:   

Targeting the Young Consumer 
The tobacco industry currently spends $8.5 billion per year to promote their products in the U.S. -  that equates to 

$900,000 an hour!  A portion of this budget is allotted for point-of-purchase promotion (e.g., signage and functional 

items, such as counter mats and change cups) located either inside or outside retail stores that sell tobacco products.  

Cigarette companies spend over $106 million on point-of-purchase promoting, while smokeless tobacco companies 

spend over $45 million.  As a result, retail stores in our communities are saturated with tobacco promotions -- recent 

studies show that interior tobacco promotion displays are found in 80% of retail outlets, and 60% of retail outlets 

display exterior promotions.  Of these stores, 50% display the promotions at kids’ eye levels (three feet or lower), and 

approximately 20% of the ads are placed within 6 inches of candy displays.1 

Studies have shown that these promotional methods can impact the likelihood of a child initiating tobacco use.  A study 

conducted in 2010 showed that teens who visit a store that uses point-of-purchase promotions at least twice a week 

have 50% greater odds of ever initiating smoking compared to children who don’t.1  These rates are similar to the 

increased risk associated with having a household member who smokes.2 Additionally, a prospective study found that 

attending to tobacco advertisements and obtaining promotional items precedes and predicts becoming a lifetime 

smoker, above other factors such as rebelliousness and peer and parental smoking.3 

1Campaign for Tobacco Free Kids (2013). Tobacco Point-of-Purchase Advertising and Marketing. Retrieved from http://www.tobaccofreekids.org/research/factsheets/

pdf/0075.pdf.  2Henriksen, L., Feighery, E. C., Wang, Y., & Fortmann, S. P. (2004). Association of retail tobacco marketing with adolescent smoking. American Journal of 

Public Health, 94(12), 2081-2083.  3Biener, L. & Siegel, M. (2009) Tobacco marketing and adolescent smoking:  More support for a causal inference. American Journal of 

Public Health, 90(3), 407-411. 

 

 



           Smokers Need Not Apply? 
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Are jobs in Maryland going “up in smoke”?  In Maryland, and 20 other states, employers can 

refuse to hire individuals if they smoke—these states have no legislation prohibiting this practice, 

and smokers are not protected at the federal level by the Equal Employment Opportunity 

Commission.  
   

Smoking—and other employee health behaviors that may result in chronic illnesses—can impact 

an  employer’s economic bottom line.  Many of the policies allowing employers to refuse to hire 

smokers stem from such cost-based concerns. Some health care organizations are adopting such 

policies to justify their commitment to tobacco control, since they believe their employees should 

model healthy behaviors to their patients (e.g., the Cleveland Clinic, as well as Cleveland’s 

University Hospitals and MetroHealth Systems).  
 

As for existing employees, employers are evaluating their own organizational culture to decide 

how best to support both smoking and nonsmoking employees, and to promote cessation.  Some 

helpful measures toward achieving that aim may include:  supportive cessation efforts offered 

continuously (particularly those that are work-based); regular promotion of the Quitline; 

incentives for smokers who quit and for nonsmokers who remain quit (e.g., health insurance 

premium reductions, gift cards, cash, prizes); and free or reduced-cost cessation aids.   
 

Each of us bears responsibility for our own health, but it is important to understand that use of 

tobacco products is not completely voluntary, once the physical and psychological dependence 

set in.  Do you think it is ethical or wise for employers to refuse to hire people who smoke?  

What about healthcare organizations — should their prospective employees be held to a higher 

behavioral standard than those at other agencies when it comes to the use of tobacco products?      
 

Sources: http://www.nejm.org/doi/full/10.1056/NEJMp1301951; http://www.cleveland.com/healthfit/index.ssf/2013/04/metrohealth_joins_cleveland_cl.html 

 

Revised NRT Revised NRT Revised NRT 

Labeling Labeling Labeling 

ProposedProposedProposed   
 

With the goal of having 

more consumers use 

N R T  p r o d u c t s 

effectively, the FDA is 

r e c o m m e n d i n g 

changes to the labeling 

of over-the-counter 

(OTC) NRT products 

(i.e.,  gum, patches, and 

lozenges). The agency 

now feels that the 

abuse and dependency 

potential of OTC NRT 

is much less than 

originally suspected 

when it first hit the 

market almost 30 

years ago.  
 

I t  s e e m s  t h a t 

concurrent use of 

more than one OTC 

NRT product—or 

even use of NRT with 

a cigarette—is no 

longer the safety 

concern it once was. 

R e m o v i n g  t h e 

“concurrent use” 

warning means that 

smokers who suffer a 

“slip” can stay the 

c o u r s e  t o w a r d s 

quitting and continue 

to use their NRT.    
 

Another proposed 

change will allow 

extended use of NRT 

products beyond the 

recommended length 

of time on the label, if 

doing so will help a 

user quit.  This is 

considered safe for 

most NRT users, but a 

consultation with a  

healthcare professional 

is recommended.   
 

Read more at http://www.fda.gov/
ForConsumers/ConsumerUpdates/

 What We Know About RYO 
 

Roll-your-own (RYO) cigarettes—also referred to as make-your-own 

(MYO), roll-ups, hand-rolled, and rollies—are hand-made using rolling paper 

and loose tobacco.  Personal Machine Made (PMM) cigarettes are also made with 

rolling paper and loose tobacco, but are rolled with a specially designed machine.    

          

The CDC1 reports that while cigarette consumption declined each year between 2000 and 

2011, consumption of loose tobacco (e.g., RYO, PMM, pipe tobacco) increased 123.1%. Closer 

examination reveals that consumption of pipe tobacco increased by 482.1%, while consumption 

of RYO decreased by 56.3% between 2000 and 2011.  Although use of RYO and PMM cigarettes 

has declined, they may still be an attractive, cheaper option for some individuals who smoke.   
 

It is a common misconception that RYO and PMM cigarettes are less harmful, less toxic, and 

less addictive than factory-manufactured (FM) cigarettes.  Research tells us otherwise.  While 

one early study did show lower levels of tar and nicotine in RYOs compared to FM cigarettes, 

researchers pointed out that the amount of tar and nicotine in RYO cigarettes varies widely.2    A 

recent study3 found that the concentrations of human carcinogens in individuals who smoked 

RYO tobacco compared to those who smoked factory made cigarettes did not differ.3 

Furthermore, early studies have shown that those who had smoked RYO cigarettes were at a 

greater risk for developing smoking-related diseases, such as mouth and pharynx cancer.4,5   
 

Despite the cheaper price of RYO cigarettes, there is limited evidence to suggest that they are 

any healthier than those that are factory made — and some research suggests that they are 

actually more harmful.  These unknown health risks may become more of a concern if RYO 

cigarette use increases as a result of increased regulation of factory-made cigarettes.  
 
1 CDC (2012).  http://www.cdc.gov/mmwr/preview/mmwr/html/mm6130a1.htm; 2Darrall & Figgins (1998). Roll-your-own smoke 
yields: Theoretical and practical aspects. Tobacco Control, 7, 168-175.  3Shahab and colleagues (2009); 4De et al., (1992). Hand-rolled 
cigarette smoking and risk of cancer of th emouth, pharynx, and larynx.  Cancer, 70, 679-682.  5Engeland et al. (1996).  The impact of 
smoking habits on lung cancer risk: 28 years’ observation of 26,000 Norwegian men and women.  Cancer Causes & Control, 7, 366-
370.   



          

 

  

E-cigarette Users  

Discuss Health Effects 

The developing interest in the pros and cons of e-cigarette use is evidenced by an increasing 

number of inquiries received by MDQuit about these electronic nicotine delivery systems. At 

present, not much is known about short-term health effects of their use, but one study that 

analyzed original posts from online e-cigarette forums gives us an idea of the types of health 

effects being experienced by users of these devices.  Of the three websites selected for study, 

The Electronic Cigarette Forum had the most users (N=481), and was analyzed in more detail.  
 

Users on http://www.e-cigarette-forum.com (mostly from North America, age range 18-71, most 

between 26-35) reported a total of 388 symptoms associated with their e-cigarette use — 

almost 82% of which were negative.  Health effects were categorized into 12 systems, and most 

symptoms were reported in mouth/throat, respiratory, neurological, and sensory systems.  Mouth/

throat had the most negative symptoms reported.          
 

It should be noted that this study did not consider any smoking, health, and lifestyle histories 

of forum users that may have affected their reactions to these devices.  Also, forum posts are 

hard to validate, and online forums may garner more negative commentary, which may lead 

to less positive effects being reported by e-cigarette users.  Still, we don’t think it’s a reach to 

say that the health of e-cigarette users can be negatively impacted in a number of ways by the 

use of this “safer” cigarette alternative. 
  

Source:  Hua, M., Alfi, M., & Talbot, P. (2013). Health-Related Effects Reported by Electronic Cigarette Users in Online Forums.  J. 
Med Internet Res; 15(4): e59; http://www.mjir.org/2013/4/e59; doi: 10.2196/jmir.2324; PMID: 23567935. 
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CDC’s 2014 

“Tips” 

Campaign 
The Centers for Disease 

Control and Prevention’s 

(CDC) Office on Smoking 

and Health is recruiting 

ex-smokers who have 

suffered certain health 

consequences as a result 

o f  t he i r  smok ing .   

Individuals who have had 

colorectal cancer or gum 

disease, men whose HIV 

was made worse by 

smoking, and women who 

smoked during pregnancy 

and had complications are 

among the groups to be 

featured in their 2014 

“Tips From Former 

Smokers” campaign .   

Individuals selected to 

participate in the project  

will earn $2,500 + travel 

expenses.  A link to the 

recruitment flyer can be 

found on our website 

h t t p : / /www .mdqu i t . o r g 

u n d e r  “ R e c e n t 

Announcements.” 

Next issue:  Fall  

(e-newsletter) 
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Fruits + Veggies = Cessation?   
 

Smokers have yet another reason to include lots of fresh produce in 

their diet — a study of 1,000 smokers ages 25+ showed that increasing 

consumption of fruits and vegetables may have actually helped them quit 

and improved their chances of staying quit.  Likely reasons for this 

benefit include the possibility that cigarettes don’t taste as “good” when 

eating lots of fruits and veggies, and that the fullness experienced from 

the higher fiber intake may reduce the need to smoke.   
 

Source:  Haibach, J.P., et al.  (2012).  A longitudinal evaluation of fruit and vegetable consumption and cigarette smoking.  Nicotine & 
Tobacco Research, DOI: 10.193/ntr/nts130. 


