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Summary  

This statement provides information about the impacts on oral health and overall health of nicotine-

containing products (including combustible tobacco cigarettes, pipes, cigars, and various types of 

smokeless tobacco as well as electronic cigarettes), along with guidance documents and resources that 

identify selected effective strategies designed to assist states, territories and communities in prevention 

and control efforts of their use. While cannabis is another product that is smoked, its impacts are beyond 

the scope of this statement as is the chewing of betel nuts. 

Nicotine, the addictive substance common to these products, is harmful to organs and systems 

throughout the body. Tobacco and other nicotine-containing products’ impact on oral health includes 

increased risk of mouth, lip, cheek, and throat cancer, particularly when combined with alcohol use, as 

well as increased risk for gum disease, oral mucosa (soft tissue) lesions, tooth loss, and gingival (gum) 

recession. Use of these products has been associated with various cancers as well as with heart disease, 

stroke, emphysema, bronchitis, and chronic airway obstruction.  

Despite decades of action to reduce tobacco use, it remains a leading, preventable cause of chronic 

illness and premature death in the U.S. Although adverse impacts on health and oral health are well-

known, tobacco products continue to be developed and marketed to a diverse and young audience; use 

typically starts during adolescence and young adulthood. Adding flavors to and marketing tobacco 

products to young people has been documented since at least 2004; the appeal of flavored products has 

been identified as the leading reason for youth tobacco use.  

In addition to negative health impacts, wastes from tobacco products pollute water, air, and land with 

toxic chemicals, heavy metals, and residual nicotine, which in turn harms humans, waterways, and 

wildlife. E-cigarettes also introduce plastic nicotine salts, heavy metals, lead, mercury, and flammable 

lithium-ion batteries; e-cigarette waste does not biodegrade even under severe conditions. Populations 

living adjacent to where this waste ends up are also populations that have been targeted by the tobacco 

industry. These populations also tend to have worse access to quality medical and oral health care.  

Decades of evidence-based approaches across policy, education, and program areas, support efforts to 

prevent tobacco use and efforts for current tobacco users’ treatment. Strategies include: (1) fully funding 

state tobacco prevention and control programs; (2) preventing initiation of tobacco use among youth 

and young adults with evidence-based and culturally appropriate programming; (3) supporting tobacco 
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prevention, cessation and intervention programming; (4) eliminating secondhand smoke exposure; (5) 

identifying and eliminating tobacco-related health disparities; and (6) promoting mass media education 

campaigns. These efforts and similar initiatives are also relevant to strategies to prevent most use of 

other nicotine-containing products. 

State/Territorial Oral Health Programs (S/TOHP) serve potential roles in influencing those impacts, 

through data collection and dissemination, participation in policymaking, collaboration with other health 

agency programs and with partners such as oral health coalitions, public health associations, dental and 

medical health professional organizations, educators, community health organizations such as FQHCs 

and others. A cost-effective approach to promoting overall health in evidence-based practice 

interventions is to incorporate tobacco and oral nicotine use prevention strategies into oral health 

promotion efforts.  

 

Problem  

Introduction. All tobacco and other nicotine-containing products, including combustible cigarettes, pipes, 

cigars, smokeless tobacco (e.g., chew, snuff, Iqmik or “blackbull” [see below]) and electronic cigarettes 

(vape), harm organs and systems throughout the body. These products’ impact on oral health includes 

increased risk of mouth, lip, cheek, and throat cancer, particularly when combined with alcohol use, as 

well as increased risk for gum disease, oral mucosa lesions, tooth loss, and gum recession. Use of 

tobacco in particular has been associated with various cancers, as well as with heart disease, stroke, 

emphysema, bronchitis, and chronic airway obstruction.1,2,3 This paper refers to “tobacco use” as a 

general term unless “smoke” or “smoking” is clearly the focus; similarly, “nicotine-containing products” 

is used as a general term.   

Nicotine is the addictive drug found in tobacco and related products; a stimulant, it has numerous 

negative health impacts. Nicotine restricts blood flow to the gums, which impairs the mouth’s ability to 

fight infection and heal, thus contributing to the development of periodontal (gum) disease and 

gingivitis, and a higher risk of tooth loss. It raises cholesterol levels and thus increases the risk for heart 

disease and stroke.4,5   

Tobacco use. Tobacco use typically starts during adolescence and young adulthood.6 Data from a 

national study reported in 2022 show that 95% of adults who smoke tobacco started by age 21. Tobacco 

use among high school students in 2022 was 16.5%; among middle school students, it was 4.5%.7 Across 

the U.S., rates of youth tobacco use peaked in 1996-1997. In 1998, when states settled their lawsuit 

(Tobacco Master Settlement Agreement, detailed below) against the tobacco industry, rates started to 

decline, and were held steadily low for nearly a decade.8 However, with the advent of electronic 

cigarettes, and a plethora of smokeless tobacco products, youth tobacco use rates have increased. 

According to data collected in 2021, 18.7% of U.S. adults reported using any tobacco product; although 

cigarette smoking decreased during 2020–2021, e-cigarette use increased.9  

Flavored products. Flavored products include cigarettes, smokeless tobacco products, electronic 

cigarettes, flavored cigars, and flavored nicotine pouches. Adding flavors to and marketing tobacco 

products to young people has been documented since at least 2004.10,11 In an extensive study of 
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flavored tobacco product use among US youth aged 12–17 conducted in 2013–2014, 80.8 percent of 

middle and high school youth reported that the first tobacco product they used was flavored; the appeal 

of flavored products was the leading reason for youth tobacco use.12  

Sales of mint and other flavored prefilled nicotine product cartridges effectively ended in January 2020 

with a policy issued by the U.S. Food and Drug Administration (FDA) prioritizing enforcement of limits on 

sales of flavored e-cigarette products because of their appeal to teens and young adults. However, unit 

sales of disposable e-cigarettes, in fruit, sweet, and other flavors designed entirely for one-time use, 

increased by 46.6% between January 2020 and December 2022.13,14 The FDA ruling followed findings 

from the 2019 National Youth Tobacco Survey (NYTS) on e-cigarette use, showing that an estimated 4.1 

million high schoolers and 1.2 million middle school students were then currently using e-cigarettes.15 

Menthol flavoring, long used in cigarettes, makes it easier for youth to start smoking and become 

addicted to tobacco.16 A cooling anesthetic, menthol masks the harsh taste of tobacco and numbs the 

throat, making the smoke easier to inhale more deeply.17 People who smoke menthol cigarettes are also 

less likely to successfully quit smoking than other people who smoke.18 Half of youth who have ever tried 

smoking started with menthol cigarettes.19 Together, these properties mean menthol cigarettes make 

smoking easier to start, harder to quit, and more damaging to health.  

Use of tobacco and nicotine-containing products in behaviors and addiction. Use of tobacco and 

nicotine-containing product behaviors, i.e., smoking, chewing, vaping, etc., among adolescents and 

young adults are influenced by biological, psychosocial, and environmental system factors.20 These 

systems are not isolated; rather, they interact in complex ways as behavioral reinforcements or 

deterrents. For example, social constructs and cultural norms define the boundaries of what behaviors 

are acceptable within a specific group or setting. The gateway hypothesis recognizes that adolescent 

exposure to tobacco or nicotine can lead to subsequent abuse of these and other substances.21 

Prioritizing the relationship between addictive behaviors and psychosocial, environmental, or biological 

factors is crucial in developing effective prevention and treatment strategies. 

The use of flavored nicotine-containing products is particularly problematic for youth because their 

brains are still developing. Exposure to nicotine during brain development can increase the risk for 

emotional and behavioral health challenges, and addictions to other substances later in life.22 Data show 

relationships between cigarette and alcohol use, and risk for use of other drugs, such as cannabisa,  

heroin, and cocaine.23 In a 2011 national survey, more than 90% of adult cocaine users smoked cigarettes 

before they began using cocaine.24 In a 2011 study, researchers found a proposed biological mechanism 

to explain the association: nicotine reprograms the expression pattern of specific genes associated with 

addiction (that is, nicotine dependence), ultimately altering the behavioral response to cocaine, and 

increasing the risk for addiction.25 

 
a As of May 2024, cannabis is not legal federally, although recreational use is legal in 24 states, DC, Guam, and the 
Northern Mariana Islands. Medical use may be allowed by 38 states, the District of Columbia (DC), Puerto Rico, 
Guam, and the U.S. Virgin Islands. Nine additional states allow for “limited access medical cannabis;” three states 
and one territory do not allow for the use of medical marijuana or low-THC cannabis. (Congressional Research 
Service)  

https://crsreports.congress.gov/product/pdf/IF/IF12270
https://crsreports.congress.gov/product/pdf/IF/IF12270
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Smokeless tobacco products. Use of smokeless tobacco products ( is relatively low compared to smoked 

cigarettes and e-cigarettes; however, one 1.2 ounce container of chewing tobacco can release as much 

nicotine as 60 cigarettes.9 The concentrations of nitrosamines (cancer-causing chemicals found in 

tobacco and tobacco smoke) in smokeless tobacco products vary. These products are associated with 

cancer of the mouth, pharynx, esophagus, stomach, and pancreas. In addition to nicotine and other 

harmful ingredients found in these products, the manner of consumption – chewing and pressing wads 

of tobacco product against the mouth lining and swallowing nicotine extract (“juice”) – increases the risk 

of mouth and throat cancer.26 Southwestern Alaska Native people use Iqmik, also known as blackbull, a 

homemade form of smokeless tobacco made from a mixture of fungus ashes and commercial tobacco. 

Like other forms of smokeless tobacco, Iqmik contains nicotine and may increase risk for addiction, 

cancer, gum disease, and complications during pregnancy.27   

Electronic cigarettes. Electronic cigarettes (e-cigarettes) use salts or a liquid solution that is vaporized to 

create an inhalable aerosol containing nicotine, flavorings, and other chemicals.28 Propylene glycol, the 

carrier product in the liquid used in e-cigarettes, breaks down into chemicals that are toxic to tooth 

enamel and the soft tissues of the mouth and airway. Evaluation of e-cigarette aerosols found they have 

similar physio-chemical properties (e.g., viscosity) to high-sucrose, gelatinous candies, and acidic drinks; 

data suggest that cariogenic (decay-causing) potential may increase as a result of the combination of the 

liquids and some classes of chemicals in sweet flavors.29   

Propylene glycol attaches to water molecules in the mouth, which can lead to xerostomia (dry mouth), 

further exacerbating oral health issues, such as tooth decay and periodontal (gum) disease. Along with 

the effects of nicotine, there is some evidence that chemicals in e-cigarettes change microorganisms in 

the mouth and may impact the oral microbiome (the community of microorganisms, predominantly 

found in the mouth).30 Further, e-cigarette flavoring is made of vegetable glycerin. When eaten, 

vegetable glycerin is not of concern to oral health but when smoked, in combination with flavorings, it 

causes tooth enamel (the outer layer of a tooth) to weaken, increasing the adhesion of microbes to 

tooth enamel and biofilm in the mouth. Since vegetable glycerin is viscous and sticky, it also feeds the 

bacteria that stick to the teeth.5 

A small but well-structured cross-sectional survey of young adults conducted in 2018 found that nicotine 

dependence levels were more than two times higher among e-cigarette users compared to traditional 

tobacco smokers, and that among individuals who used both, nicotine dependence levels were higher 

when using an e-cigarette than when using traditional cigarettes. An increase in the risk of addiction may 

be related to the increased use of e-cigarettes in times and places where smoking is prohibited.31 

A 2017 study (reported in 2018) demonstrated that adolescent e-cigarette users experience nicotine 

dependence; scores on a self-assessment instrument were higher for those who were older, had started 

using e-cigarettes at earlier ages, used them more frequently, used nicotine e-liquid (i.e., liquid for use 

inside an e-cigarette), and currently smoked cigarettes. Even within stated limitations (self-reported 

data), “findings suggest that adolescent e-cigarette use can induce nicotine dependence, which could 

promote escalating e-cigarette use and/or the use of tobacco products, and highlight the need for 

adolescent-focused e-cigarette prevention and regulatory efforts.”32 
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Although incidents are relatively uncommon, electronic smoking devices can cause injuries to the mouth 

from batteries exploding, resulting in broken jaws, permanent tooth loss, and soft tissue damage.33,34,35 

In addition to the damage caused by the initial trauma, such injuries can then impact ability to eat solid 

food, potentially worsening chronic oral health conditions and overall health. 

Second- and third-hand tobacco smoke. Secondhand tobacco smoke is harmful to health. There is no 

risk-free level of exposure to secondhand smoke; it contains more than 7,000 chemicals, hundreds of 

which are toxic and about 70 of which can cause cancer. Breathing secondhand smoke can have 

immediate adverse effects on blood and blood vessels, increasing the risk of heart attack. Even brief 

exposure to secondhand smoke can damage the lining of blood vessels and cause blood platelets to 

become stickier, leading to increased risk.36 A cross-sectional study using data from the National Health 

and Nutrition Examination Survey (NHANES) found that secondhand smoke exposure increases the risk 

of developing gum disease by nearly 30 percent.37  

Adults and children who are exposed to secondhand smoke are at an increased risk for acute respiratory 

infections such as pneumonia and bronchitis, severe asthma, and respiratory symptoms. These infections 

can result in the increased use of corticosteroids and bronchodilators, which can decrease salivary pH 

and increase salivary viscosity, and contribute to the development of tooth decay. In addition, the use of 

inhalers can negatively affect tissues resulting in dry mouth, periodontal disease, and fungal infections.38 

Exposure to thirdhand smoke, the residue left on surfaces in spaces where smoking has occurred, also 

poses similar respiratory health risks.39 In addition, an examination of 2018-2019 National Survey of 

Children’s Health data on home exposure to second and third-hand tobacco smoke, dental health, and 

oral health care visits found these children at greater odds to have chronic or frequent oral health 

problems than those not exposed.40 

Environmental impacts. Although scientific studies on the environmental impacts of e-cigarettes are 

limited, disposal poses a potentially long-term environmental threat because of their material 

composition; their electronic components mean that discarded e-cigarettes are e-waste.41,42 Tobacco 

product wastes also pollute water, air, and land with toxic chemicals, heavy metals, and residual 

nicotine, which in turn harms humans, waterways, and wildlife.43 While all tobacco products contribute 

to pollution, e-cigarettes also introduce plastic nicotine salts, heavy metals, lead, mercury and 

flammable lithium-ion batteries. E-cigarette waste does not biodegrade even under severe conditions, 

so e-cigarettes left on the street eventually break down into microplastics and chemicals that flow into 

the storm drains to pollute waterways and impact wildlife. 

Targeted Marketing: Populations that live adjacent to where this waste ends up also are populations 

that tend to be targeted by the tobacco industry. The industry has a long history of marketing its 

products to already disadvantaged and marginalized populations, including people with lower incomes, 

those living in rural areas, Black, Indigenous and People of Color, people with mental, developmental, 

and behavioral health challenges, and women.44,45 While the tobacco plant has been traditionally used 

by Native American communities for spiritual and medicinal purposes for generations, the 

criminalization of Native American ceremonies using traditional tobacco for cultural and religious 

purposes resulted in targeted advertising of commercial tobacco, such as smoking cigarettes.46 
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Tobacco industry documents reveal aggressive marketing, including cheaper prices, increased retail 

density, and more advertising of menthol cigarettes in Black neighborhoods.47 This marketing works: 

85% of Black adults who smoke use menthol cigarettes, compared with 27% of White smokers. 48 The 

tobacco industry has also targeted the lesbian, gay, and bisexual community with predatory advertising 

in LGBTQ+ magazines and sponsorships of local Pride events and celebrations.49  These populations also 

tend to have worse access to quality medical and oral health care.50,51  

 

Method 

Decades of evidence-based approaches across policy, education, and program areas support efforts to 

prevent use and cessation of tobacco and other nicotine-containing products. Significant guides for this 

work were: 

• Best Practices for Comprehensive Tobacco Control Programs – 2007 and the later iteration, Best 

Practices for Comprehensive Tobacco Control Programs—2014, outline programmatic guidance 

for implementing recommendations to reduce tobacco use; the Guide to Community Preventive 

Services identifies evidence-based, effective tobacco control recommendations and helped 

inform the development of this guidance.  

• The U.S. Public Health Service Clinical Practice Guideline Treating Tobacco Use and Dependence: 

2008 Update identifies effective tobacco dependence treatments and practices.  

• World Health Organization’s Report on the Global Tobacco Epidemic, 2008: The MPOWER 

Package mirrors the recommendations of other documents by providing a strategic framework 

of evidence-based, high-impact interventions that have proven effective. 

• Healthy People 2030 provides a framework and outlines national objectives for ending the 

tobacco use epidemic, and also addresses e-cigarette use.   

These documents and other publications identify guidance and strategies designed to assist states, 

territories and communities in effective tobacco use prevention and control in efforts to reduce the 

health and economic burden of tobacco use and includes key areas for action. Strategies include: (1) 

fully funding tobacco prevention and control programsb; (2) preventing initial use of tobacco and 

nicotine products among youth and young adults with evidence-based and culturally appropriate 

programming; (3) supporting prevention, cessation and intervention programming; (4) eliminating 

secondhand smoke exposure; (5) identifying and eliminating tobacco- and nicotine-related health 

disparities; and (6) promoting mass media education campaigns on tobacco and nicotine product use. 

Although the focus is on tobacco products, these strategies are relevant to other nicotine-containing 

products.  

Nicotine replacement therapy (NRT), often recommended, can help people stop smoking, vaping or 

using non-combustible nicotine-containing products (chew, pouches, etc.) while minimizing exposure to 

 
b An explanation of “fully funding tobacco control programs” can be found in the “Best Practices” documents noted 
above.  

https://stacks.cdc.gov/view/cdc/21693/cdc_21693_DS1.pdf?
https://www.cdc.gov/tobacco/stateandcommunity/guides/pdfs/2014/comprehensive.pdf
https://www.cdc.gov/tobacco/stateandcommunity/guides/pdfs/2014/comprehensive.pdf
https://www.thecommunityguide.org/topics/tobacco.html
https://www.thecommunityguide.org/topics/tobacco.html
https://www.ahrq.gov/prevention/guidelines/tobacco/index.html
https://www.ahrq.gov/prevention/guidelines/tobacco/index.html
https://pubmed.ncbi.nlm.nih.gov/19606747/#:~:text=The%20MPOWER%20package%20consists%20a,dangers%20of%20tobacco%3B%205)%20Enforce
https://pubmed.ncbi.nlm.nih.gov/19606747/#:~:text=The%20MPOWER%20package%20consists%20a,dangers%20of%20tobacco%3B%205)%20Enforce
https://health.gov/healthypeople/objectives-and-data/browse-objectives/tobacco-use
https://health.gov/healthypeople/tools-action/browse-evidence-based-resources/e-cigarette-use-among-youth-and-young-adults-report-surgeon-general
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nicotine-related carcinogens. Types of NRT include nicotine patches, gum, lozenges, oral inhalers, nasal 

sprays as well as prescription pill medicines. Of these, some also carry risks; nicotine gum restricts blood 

flow, which can increase the risk of developing gum disease, or cause dry mouth and gum sores. 

Lozenges, which resemble hard candy, pose a risk for broken restorations or cracked teeth. Further 

discussion of NRT is beyond the scope of this document.52 

Fully fund state/territorial prevention and control programs 

Fund state/territorial tobacco prevention and control programs at U.S. CDC recommended funding 

levels (see footnote on previous page): Funding can come from increasing tobacco taxes, equalizing 

taxes across tobacco products, and/or protecting states’/territories’ annual payments from the Tobacco 

Master Settlement Agreement (MSA) to ensure they are used for tobacco prevention and treatment. 

How tax revenue is used varies by state/territory; some use it to offset health related expenses or 

support health promotion programming, but others direct the revenue into their General Fund.  

The MSA, intended primarily to reduce smoking in the U.S., especially in youth, was signed in 1998 by 52 

state and territory Attorneys General to settle dozens of lawsuits to recover billions of dollars in health 

care costs associated with treating smoking-related illnesses, particularly among underserved and 

uninsured populations.c Provisions of the MSA addressed restrictions on tobacco advertising, marketing, 

and promotions and also aimed to eliminate tobacco company practices that obscure tobacco’s health 

risks, and provided money that states/territories could choose to use to fund smoking prevention 

programs.  

By 2010, 18 states, the District of Columbia, and three U.S. territories “securitized” their future 

payments by trading a “potentially risky future stream of payments for a certain lump-sum payment,” 

and securing bonds; rather than waiting each year for MSA payments, they receive a lump sum of cash 

up front, which has been used to finance capital improvements, fund health-care projects, and other 

purposes.53 Despite policy outcomes that contributed to a 50% reduction of cigarette use in the U.S. 

between 1998 and 2019, however, the MSA allows states/territories to use the funds for any purpose – 

that is, without specifying promotion of public health priorities. According to the Association of State 

and Territorial Health Officials (ASTHO), less than 3% of the $27 billion states/territories collected from 

tobacco settlements and taxes in fiscal 2022 was spent on programs to prevent children from smoking 

and to help smokers quit.28  

JUUL Labs, an American electronic cigarette company, began marketing e-cigarettes in 2015. In 2020, 

Attorneys General from five states began an investigation in 39 states of the company’s marketing and 

sales practices, resulting in a multistate settlement (similar to the MSA) requiring a substantial payment, 

marketing and content restrictions, and other measures intended to limit appeal to youth. In 2022, one 

analysis found that JUUL’s share of the market had reached 37 percent. Another agreement was settled 

in April of 2023 to address claims in seven other states and resulted in additional compensation and 

requirements. ASTHO published an analysis of the settlement and reviewed recommendations from the 

Public Health Law Center for public health strategies to address youth vaping.28 

 
c Florida, Minnesota, Mississippi, and Texas were not signatories to the MSA; they have their own individual 
tobacco settlements which were settled prior to the MSA. 

https://en.wikipedia.org/wiki/Juul
https://www.statista.com/statistics/1097004/e-cigarette-market-share-us-by-brand/#:~:text=Juul%20was%20the%20leading%20e,with%2030%20percent%20market%20share.
https://www.statista.com/statistics/1097004/e-cigarette-market-share-us-by-brand/#:~:text=Juul%20was%20the%20leading%20e,with%2030%20percent%20market%20share.
https://www.publichealthlawcenter.org/
https://www.publichealthlawcenter.org/commentary/230727/7/27/23-how-spend-juul-settlement-funds-champion-our-children-target-commercial
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Prevent initiation of nicotine products use among youth and young adults 

Prioritizing strategies that prevent youth from starting to use tobacco and other nicotine products will 

reduce the health and economic burden of tobacco and nicotine addiction. Ending the sale of flavored 

products is one such strategy.54 Comprehensive policies that end the sale of all flavored tobacco and 

nicotine products to youth, with effective enforcement, can have the strongest impact for reducing 

youth use – both initiation and sustained use .55 The use of evidence-based or evidence-informed, and 

culturally- and demographically-appropriate prevention and treatment programming, informed by youth 

and adult engagement during campaign development, increases the likelihood of programming 

effectiveness.56 

Support tobacco and nicotine-containing products use prevention, cessation, and intervention 

programming   

Strategies to decrease use and increase tobacco and nicotine-containing products use prevention, 

cessation and intervention programs include mass media campaigns in combination with mobile phone-

based interventions, web-based support, provider reminders when used alone or with provider 

education, and reducing out-of-pocket costs for evidence-based treatments. Telephone-based Quitlink 

(1-800-QUIT NOW) is an effective tobacco use intervention especially when coupled with social support 

and problem-solving strategies; many states participate. Text messaging programs such as the National 

Cancer Institute’s SmokefreeTXT program and National Jewish Health My Life. My Quit™ that are 

intended for youth and young adults have also been shown to be effective in reducing tobacco use.  

Oral health professionals can promote tobacco treatment by implementing the Public Health Service 

(PHS) Clinical Practice Guideline Treating Tobacco Use and Dependence: 2008 Update. They can use the 

Agency for Healthcare Research and Quality’s 5As model (ASK, ADVISE, ASSESS, ASSIST, ARRANGE) or 

abbreviated 3A’s (ASK, ADVISE, ASSIST) to assess the nicotine dependence of patients and willingness to 

quit. Motivational interviewing strategies including the use of the 5Rs as described by the PHS guidelines 

(Relevance, Risks, Rewards, Roadblocks and Repetition) can be used in combination with the 3As or 5As 

to improve the effectiveness of brief intervention counseling.57 Implementation of brief intervention 

strategies by oral health professionals has been shown to be effective in increasing treatment attempts 

and improving patients’ health.58 In addition, the California Oral Health Technical Assistance Center 

(COHTAC) has compiled a list of resources for dental professionals to use in the dental setting around 

tobacco cessation, including resources from the American Academy of Pediatrics, the American Dental 

Association, and the American Dental Hygienists’ Association.   

Another example of an intervention is the Great American Smokeout, hosted annually by the American 

Cancer Society for more than 40 years on the third Thursday of November.  

S/TOHP can collaborate with partners within and external to state health agencies to publicize and 

promote any of these and other strategies. Partners include oral health coalitions, dental and medical 

professional associations, state primary care associations, and others. Community-based oral health 

programs are well positioned to assist in reaching specific populations. Dental professionals can use a 

CDT code, D1320, for tobacco counseling. As of 2023, the American Academy of Pediatric Dentistry 

https://www.cdc.gov/tobacco/tobacco-features/quitlines.html?CDC_AAref_Val=https://www.cdc.gov/tobacco/features/quitlines/index.html
https://smokefree.gov/tools-tips/text-programs/quit-for-good/smokefreetxt
https://www.mylifemyquit.com/
https://www.ahrq.gov/prevention/guidelines/tobacco/index.html
https://www.ahrq.gov/prevention/guidelines/tobacco/5steps.html
https://www.ahrq.gov/prevention/guidelines/tobacco/5rs.html
https://oralhealthsupport.ucsf.edu/our-programs/tobacco-cessation/resources
https://www.cdc.gov/tobacco/features/great-american-smokeout/index.html
https://www.cancer.org/cancer/risk-prevention/tobacco/great-american-smokeout.html
https://www.cancer.org/cancer/risk-prevention/tobacco/great-american-smokeout/history-of-the-great-american-smokeout.html
https://www.cancer.org/cancer/risk-prevention/tobacco/great-american-smokeout/history-of-the-great-american-smokeout.html
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found that this code was “recognized and reimbursed” by Medicaid programs in 15 states. It was 

recognized but not reimbursed in eight states, and not recognized in 28.59 

ASTDD’s 2024 Synopses of State Dental Public Health Programs asked about collaboration between state 

oral health programs and chronic disease programs. Thirty-two states reported collaborating on tobacco 

issues, 24 on vaping, and 27 around oral cancer, for which tobacco use has been identified as a 

significant risk factor.60  

Eliminate secondhand smoke exposure  

Strategies to reduce secondhand smoke exposure include comprehensive smoke-free policies (e.g., 

indoor, public spaces). Such policies will also reduce exposure to third-hand smoke. Smoke-free policies 

reduce tobacco use among workers and in the community in general. 

Identify and eliminate tobacco-and nicotine related disparities  

Certain populations experience disproportionate health and economic burdens from tobacco and 

nicotine-containing products use and secondhand smoke exposure. Measuring the differences in 

patterns, prevention, and treatment of these products; examining differences in the risk, incidence, 

morbidity and mortality, and the burden of related illness; and assessing system capacity, infrastructure 

and resources will identify populations with related disparities. S/TOHPs can engage with partners to 

reach identified populations in appropriate languages and in a culturally competent manner; these are 

important strategies to meet the needs of certain population groups, eliminate related disparities, and 

increase health equity.  

Promote mass media education campaigns  

Perceptions about the harms of tobacco use are shifting, particularly among youth, and about e-

cigarettes and smokeless tobacco products as well.61 Approximately 33% of U.S. youth believe e-

cigarettes are less harmful than combustible cigarettes. Among youth tobacco users, that percentage 

increases to seventy-five percent.62 Engaging various types of media, including streaming services, social 

platforms, television, and radio to educate about health impacts of all tobacco use could be effective for 

preventing youth tobacco addiction. In 2008, the National Cancer Institute concluded that mass media 

campaigns designed to discourage tobacco use can change youth attitudes about tobacco use, curb 

smoking initiation, and encourage adult cessation.63  

 

In summary, use of tobacco and nicotine-containing products remains a significant health issue in the 

U.S., with consequential implications for oral health despite measurable progress since the first Surgeon 

General’s report on smoking and health in 1964.5 Adverse impacts on health and oral health are well-

known, but these products have continued to be developed and marketed. S/TOHPs have potential roles 

in influencing impacts through data collection and dissemination, participation in policymaking, 

professional and community education, collaboration with other state/territorial health agency 

programs, and with partners such as oral health coalitions, public health associations, dental and 

medical health professional organizations, educators, community health organizations, and others.  
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Policy Statement 

 

 

ASTDD endorses and fully supports evidence-based state, territorial and community practice 

interventions to reduce the use of all tobacco and nicotine-containing products, and to eliminate 

exposure to second- and third-hand smoke. ASTDD supports fully funding comprehensive prevention and 

control programs, increasing the unit price of products, implementing comprehensive smoking bans and 

tobacco and nicotine-containing product sales and use restrictions, implementing policies to restrict 

youth access to these products, along with promoting mass media campaigns, telephone- and mobile 

phone or text-based quit services and other evidence-based interventions. A cost-effective approach to 

promoting overall health in evidence-based state and community practice interventions is to incorporate 

tobacco and oral nicotine use prevention strategies into oral health promotion efforts. 
 

 
 

Note: In March 2024, the FDA’s Center for Tobacco Products introduced the Searchable Tobacco 
Products Database, a list of tobacco products, including e-cigarettes, that may be legally marketed in the 
United States. According to the FDA, “the database is designed to serve the public – especially retailers – 
by providing this key information in a single location, with easy-to-use search capabilities.” The FDA 
notes that the database, which will be updated monthly, is not an exhaustive list of all tobacco products 
that can be legally marketed; also, ASTDD notes that it focuses on tobacco, so it may not be inclusive of 
all “nicotine-containing products.” An accompanying page provides additional information about 
the  database, including key terminology, additional context, plain language explanations of the terms 
and entries in the database, and answers to anticipated questions. 
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