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EXECUTIVE SUMMARY
The following report examines existing public data in regards to the health of New
Yorkers, tobacco use in New York City and the oversaturation of licensed tobacco retail
outlets in New York City, and presents detailed recommendations from the American
Cancer Society Cancer Action Network (ACS CAN) on how to best address the
oversaturation.
The Problem:
Between 2005-2014 the five leading causes of premature death in New York City were
cancer, heart disease, unintentional injury, diabetes and chronic lower respiratory
diseases. While many factors lead to these causes of premature death, no single factor
contributes to premature deaths in New York City more than the use of tobacco. Tobacco
use is the number one cause of preventable death in New York City, killing approximately
12,000 people each year.
In addition to lung and bronchus cancer, smoking causes more than a dozen different
types of cancer. While lung and bronchus cases do not account for the largest percentage
of cancer cases, they do result in more cancer deaths than cancers at any other site.
Nearly 80 percent of cases of lung and bronchus cancer are tobacco-related. This is
especially troubling since these cases are preventable by simply not using tobacco.
The impact of tobacco use goes beyond the toll it takes on public health. New York state
residents’ annual tax burden from smoking-related government spending on healthcare
is $1,488 per household.
In an effort to turn the tide on lung and bronchus cancer and other smoking-related
illnesses, New York City has led a successful effort for more than a decade to reduce
smoking rates. By increasing the price of tobacco products, implementing comprehensive
smoke-free and tobacco-free policies and funding evidence-based, citywide tobacco use
prevention and cessation programs, New York City has driven smoking rates to historic
lows and protected our communities from secondhand smoke.
Despite these efforts, 14.3 percent of residents (approximately 950,000 people) still
smoke, and significant disparities persist by education, household income, race and
ethnicity, housing status and other demographics. Significant disparities in smoking rates
are also found when comparing boroughs and neighborhoods.
Recent studies demonstrate that close proximity to tobacco stores make it harder for
smokers to quit and that teens who live in areas with higher tobacco outlet density are
more likely to have tried smoking, and more likely to think that more adults smoke.
Currently, there are nearly 9,000 licensed tobacco retail outlets citywide. Across the five
boroughs, licensed tobacco retail outlets can be found on nearly every corner and every
block. In dense urban neighborhoods, tobacco retail outlets often feature signs that
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promote tobacco products and pricing. Sidewalks are littered with cigarette butts and city
residents and visitors’ ability to breathe smoke-free air is compromised.
Significant disparities in the number of retail outlets in relation to the population are also
found when comparing boroughs and neighborhoods. Midtown and lower Manhattan,
parts of the Bronx and a majority of Brooklyn are home to the highest density of tobacco
retail outlets.
The Youth Factor
In far too many New York City neighborhoods, a child is more likely to walk past tobacco
retail outlets than libraries or playgrounds. There is approximately one licensed tobacco
retail outlet for every 196 children in New York City. Meanwhile there is approximately
one playground for every 1,765 children and one public library for every 8,613 children in
New York City.
Widespread availability of tobacco in our communities dangerously normalizes tobacco
use. Each year in New York state, 22,500 youth under the age of 18 become regular daily
smokers and 31.6 million packs of cigarettes are bought or smoked by New York youth.
The cost, accessibility and limits on where tobacco may be used play a significant role in
smoking rates. While requirements for minimum prices and restrictions on tobacco use
have been in effect for some time, the continued widespread and unfettered availability
of tobacco in New York City is a major factor contributing to the number of youth who
become smokers each year.
The tobacco industry spends enormous sums of money in New York State to market its
products in places where young people shop, like retail stores near schools. More than
two-thirds of licensed tobacco retail outlets are within 1,000 feet of a school in New York
City. The overwhelming majority of licensed tobacco retail outlets are within 1,000 feet of
another licensed tobacco retail outlet, exacerbating the impact that tobacco has on our
neighborhoods.
The Solutions
There are many approaches to reducing the oversaturation of tobacco retail outlets.
Research and experiences in other municipalities have shown the best approaches are:
• Cap and gradually reduce the number of tobacco retail licenses available in a
community;
• Set a minimum distance between tobacco retail outlets and schools, other youth
service entities and other licensed tobacco retail outlets;
• Restrict sales in pharmacies and other health service entities.
Establishing a cap on the number of tobacco retail outlets and restricting the location and
type of retail outlets permitted to sell tobacco will reduce the number of outlets where
community members can access or be exposed to deadly tobacco. In addition to
improving health for everyone, establishing these types of restrictions on licensed tobacco
retail outlets protects low income communities and communities of color that often have
American Cancer Society Cancer Action Network
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a disproportionately high number of tobacco retail outlets in their neighborhoods, as well
as disproportionately higher smoking rates. Similar approaches have been successfully
adopted in various communities including San Francisco, Chicago and Philadelphia.
While reducing the number and density of licensed tobacco retail outlets is not a silver
bullet and will not end all tobacco use, municipalities looking for ways to further reduce
tobacco use can look at both research and practical examples for how to use licensing
and zoning rules to reduce the impact of tobacco retail outlets.
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FINDINGS
FINDING: Tobacco use is the number one cause of preventable death and disease in
New York City, killing approximately 12,000 people each year.1
FINDING: Lung and bronchus cases account for 10.8 percent of cancer cases and 22.1
percent of cancer deaths in New York City. Between 2009-2013 there were 4,255 cases
of lung and bronchus cancer in New York City and 2,752 deaths from of lung and
bronchus cancer.2 Nearly 80 percent of cases of lung and bronchus cancer are tobacco
related.3
FINDING: Citywide, nearly 80 percent of smokers are either non-daily smokers (41.4
percent) or light daily smokers (37.5 percent), while heavy smokers make up only 21.1
percent of smokers.4 See page 46 for definitions of each type.
FINDING: As of October 1, 2016, there were 8,992 licensed tobacco retail outlets
citywide, including 1,542 in the Bronx, 2,725 in Brooklyn, 2,196 in Manhattan, 2,117 in
Queens and 412 on Staten Island5
FINDING: The number of licensed tobacco retail outlets citywide is three times more than
the total number of the top 10 corporate chain stores combined (2,984)6, three and a half
times more than the number of pizzerias (approximately 2,500)7, three times more than
the number of public, private, charter and parochial schools (approximately 2,619)8 and
29 times more than the number of Starbucks (307)9 in New York City.
FINDING: There is approximately one licensed tobacco retail outlet for every 196
children10 in New York City. Meanwhile there is approximately one playground for every
1,765 children11 and one public library for every 8,61312 children in New York City.
FINDING: Citywide, there is a licensed tobacco detailer every five blocks or 1,312 feet.13
FINDING: There are 342 licensed tobacco retail outlets within 200 feet of a school, 2,909
licensed tobacco retail outlets within 500 feet of a school and 6,778 licensed tobacco
retail outlets within 1,000 feet of a school in New York City.14
FINDING: There are 4,920 licensed tobacco retail outlets within 200 feet of another
licensed tobacco retail outlet, 7,843 licensed tobacco retail outlets within 500 feet of
another licensed tobacco retail outlet and 8,442 licensed tobacco retail outlets within
1,000 feet of another licensed tobacco retail outlet.15
FINDING: There are approximately 600 pharmacies in New York City that currently hold
tobacco retail licenses.16
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ACS CAN POLICY RECOMMENDATIONS
The New York City Department of Health and Mental Hygiene has achieved significant
declines in youth and adult smoking rates since 2002 by implementing a five-point plan
consisting of taxation, legislation, cessation, education and evaluation. Despite these
historic efforts and the progress that has been made in reducing tobacco use, there
remains a clear need to address the oversaturation of licensed tobacco retail outlets in
New York City. ACS CAN recommends five steps that New York City should take to
address this problem.
1) Establish a cap on retail tobacco licenses: New York City should establish a
cap on the number of retail tobacco licenses in each community district at 50
percent of their current level. No new licenses should be issued in a community
district until the number of licenses in that community district is at or below the
newly established cap.
2) Restrict access near youth-service entities: New York City should prohibit new
tobacco retail licenses from being issued to any new applicant located within 1,000
feet of schools, houses of worship, playgrounds, libraries and other youth-service
entities.
3) Restrict retail outlet proximity to each other: New York City should prohibit new
tobacco retail licenses from being issued to any new applicant located within 1,000
feet of a current licensed tobacco retail outlet.
4) Restrict all tobacco sales in pharmacies: All retail stores that contain a
pharmacy or other places of business that provide any form of health service
should be prohibited from selling tobacco.
5) Include other tobacco products: The current tobacco retail license in New York
City does not cover the sale of tobacco products other than cigarettes, cigars or
cigarillos. The licensing requirement should be extended to all tobacco products,
including e-cigarettes.
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THE HEALTH OF ALL NEW YORKERS
Premature mortality—death before the age of 65—is closely tied to poverty and a lack of
access to critical services.17 There are significantly more premature deaths among certain
racial/ethnic groups and in certain neighborhoods.18 In 2013, the age-adjusted premature
mortality rate per 100,000 deaths was 276.1 for black Non-Hispanic New Yorkers, 188.2
for white Non-Hispanic New Yorkers, 160.3 for Hispanic New Yorkers, and 98.5 for Asian
New Yorkers.19
New Yorkers of all racial/ethnic backgrounds have the leading sources of premature
death in common. Between 2005-2014 the five leading causes of premature death in New
York State were cancer, heart disease, unintentional injury, diabetes and chronic lower
respiratory diseases. (Figure 1)20
Figure 1
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Total: 22,744

Cancer
6,974 total
81 per 100,000

Heart Disease
5,241 total
60 per 100,000

Unintentional Injury
1,315 total
17 per 100,000

Diabetes
879 total
12 per 100,000

Chronic Lower
Respiratory
Diseases (CLRD)
637 total
7 per 100,000

Source: New York State Department of Health, Leading Causes of Premature Death21

There are many different behaviors contributing to these causes of premature death.
However, tobacco use contributes more to premature deaths in New York City than any
other behavior.22 Tobacco use is the number one cause of preventable death and disease
in New York City, killing approximately 12,000 people each year23. Between 2005-2009,
approximately 38,000 New Yorkers died from smoking.24 That is almost two times the
capacity of Madison Square Garden.
Health Impact of Tobacco
Smoking causes numerous diseases, including cancer, and puts smokers at a higher risk
of many health problems.25 Smoking causes heart disease, stroke, aortic aneurysm,
chronic obstructive pulmonary disease (COPD)-(chronic bronchitis and emphysema),
diabetes, osteoporosis, rheumatoid arthritis, age-related macular degeneration and
cataracts, and worsens asthma symptoms in adults. Smokers have a higher risk of
developing pneumonia, tuberculosis, and other airway infections. In addition, smoking
causes inflammation and impairs immune function.
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SMOKING AND CANCER
Smoking is a leading cause of cancer and death from cancer. It causes cancers of the
lung, esophagus, larynx, mouth, throat, kidney, bladder, liver, pancreas, stomach, cervix,
colon and rectum, as well as acute myeloid leukemia.26 In New York City, the four leading
cancer sites are colon, lung and bronchus, female breast and prostate.
Those four cancer sites represent 48.5 percent of all new cancer cases and 46.5 percent
of all cancer deaths in New York City. (Figure 2 & 3)27 While lung and bronchus cases
account for 10.8 percent of cancer cases, they account for 22.1 percent of cancer deaths.
Between 2009-2013 there were 4,255 cases of lung and bronchus cancer in New York
City and 2,752 deaths from lung and bronchus cancer.
Nearly 80 percent of cases of lung and bronchus cancer are tobacco related.28
Figure 2

Annual Deaths in NYC
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Figure 3
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ECONOMIC IMPACT OF TOBACCO
The impact of tobacco use goes beyond the public health toll. The annual health care
cost in government expenditures in New York State directly caused by smoking is $10.39
billion.29 Lower income New Yorkers who smoke suffer disproportionately due to the high
cost of tobacco. New York state residents’ tax burden from smoking-related healthcare
government expenditure is $1,488 per household annually. (Figure 4)30
Helping a lower income pack-a-day smoker quit would, on average, free up more than
$1,49431 (Figure 4) per year that he or she previously spent on cigarettes. The results of
this saving could be life changing for a low income family, as lower-income smokers
spend a larger portion of their income on tobacco products and related costs than higherincome smokers. Reductions to other smoking-caused costs would add to this benefit,
making lower-income households more secure.
Figure 4

Source: Campaign For Tobacco Free Kids32
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THE OVERSATURATION OF TOBACCO RETAIL OUTLETS IN NEW YORK CITY
Millions of New Yorkers are surrounded by tobacco due to the overwhelming number of
places where tobacco can be purchased in the five boroughs. There are currently 8,992
licensed tobacco retail outlets citywide,33 including 1,542 in the Bronx, 2,725 in Brooklyn,
2,196 in Manhattan, 2,117 in Queens and 412 on Staten Island.34
To put that in perspective, the number of licensed tobacco retail outlets citywide is three
times more than the total number of the top 10 corporate chain retail outlet stores
combined (2,98435), three and a half times more than the number of pizzerias
(approximately 2,500)36, three times more than the number of public, private, charter and
parochial schools (approximately 2,619)37 and 29 times more than the number of
Starbucks (30738) in New York City. (Figure 5)
The oversaturation of tobacco retail outlets in New York City makes it harder for New
Yorkers to quit smoking, and encourages youth to start smoking.
Figure 5

Top 10 Corporate Retail Outlets Vs.
Tobacco Retail Outlets
Total Number of Tobacco Retailers

Source: Center For an Urban Future
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separate column.
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THE OVERSATURATION OF TOBACCO RETAIL OUTLETS IN NEW YORK CITY___
The maps
The following pages include maps showing every licensed tobacco retail store in New
York City plotted based on their registered address. The numbers on the borough maps
mark City Council districts. High resolution maps are available at
www.acscan.org/oversaturated.
Included here are:
• New York City
• Manhattan
• Queens
• Bronx
• Brooklyn
• Staten Island
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Tobacco Retail Locations in New York City
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Tobacco Retail Locations in Manhattan
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Tobacco Retail Locations in the Bronx
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Tobacco Retail Locations in Brooklyn
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Tobacco Retail Locations on Staten Island
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TOBACCO RETAIL DENSITY _____________________________________________
Across the five boroughs, licensed tobacco retail outlets can be found on nearly every
corner and every block. Reducing the density of retail outlets will help reduce tobacco use
by requiring customers to make a greater effort to find and obtain tobacco products.
In dense urban neighborhoods, tobacco retail outlets often feature signs that promote
tobacco products and pricing, streets are littered with cigarette butts, and residents and
visitors’ ability to breath clean, smoke-free air is compromised. Retail outlets licensed to
sell tobacco are rife with advertisements paid for by tobacco companies and provide easy
access to purchase tobacco.
When examining tobacco retail density across New York City, trends become clear.
Midtown and lower Manhattan, parts of the Bronx and a majority of Brooklyn are home to
the highest density of tobacco retail outlets.
Borough Level
New York City is divided into five distinct boroughs. Each borough features unique
characteristics that impact their retail climate.
Staten Island and Queens have significantly lower population densities than other
boroughs, with only 8,112 and 21,460 people respectively per square mile. By
comparison, Manhattan has 72,033 people per square mile, followed by 37,137 people
per square mile in Brooklyn and 34,653 people per square mile in the Bronx.39
Manhattan leads the city in the rate of tobacco retail outlets with 13 per 10,000 people,
with the Bronx (11 per 10,000 people), Brooklyn (11 per 10,000 people), Queens (9 per
10,000 people) and Staten Island (9 per 10,000 people) following. (Figure 6)40
In addition to population density, transportation options play a significant role in how
tobacco retail outlet density impacts smoking rates. Unlike the other four boroughs, but
like many suburbs, Staten Island residents rely more on automobiles and less on public
transit and walking to get around on a daily basis.41 Staten Island has more cars per
capita than any other borough in New York City.42 As a result, tobacco retail outlet density
may contribute less to smoking rates on Staten Island than in the other boroughs.
Areas with higher population density, more public transit options and higher walkability
scores are more likely to be impacted by tobacco retail density.
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Figure 6

Tobacco Retail Outlet Density
New York City
Rate of tobacco retailers by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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High Risk Neighborhoods
The New York City Department of Health and Mental Hygiene has identified several
neighborhoods in the south Bronx, East and Central Harlem, and North and Central
Brooklyn as high health risk neighborhoods. High risk neighborhoods are neighborhoods
in need of extra attention to promote health equity and reduce health disparities. With that
designation comes targeted resources, programs, and attention to the health needs of
those communities.43
Community District Level
In both the South Bronx and in North and Central Brooklyn the rate of tobacco retail outlets
found in the corresponding community districts is significantly higher than the borough as
a whole. The five community districts with the highest rate of tobacco retail outlets in the
Bronx are in the South Bronx, and the seven community districts with the highest rate of
tobacco retail outlets in Brooklyn are in North and Central Brooklyn. Smoking rates in
each of these neighborhoods rank at the top in the city.
There are currently 59 community districts in New York City, including 12 in Manhattan,
12 in the Bronx, 18 in Brooklyn, 14 in Queens and 3 on Staten Island.
Midtown Manhattan (62 per 10,000 people) and the Financial District (25 per 10,000
people) have a disproportionate rate of retail outlets compared to the number of residents.
Hunts Point and Longwood (17 per 10,000 people), Greenwich Village and Soho (17 per
10,000 people) and Clinton and Chelsea (17 per 10,000 people) lead the city in more
residential neighborhoods. (Figures 7-11)44
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Figure 7

Tobacco Retail Outlet Density--Manhattan
Community Districts, rate of tobacco retail outlets by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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*For the purpose of this chart, the Manhattan average excludes Midtown.
Figure 8

Tobacco Retail Outlets Density--Bronx
Community Districts, rate of tobacco retail outlets by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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Figure 9

Tobacco Retailer Density--Brooklyn
Community Districts, rate of tobacco retailers by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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Figure 10

Tobacco Retail Outlets Density--Staten Island
Community Districts, rate of tobacco retail outlets by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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Figure 11

Tobacco Retail Outlets Density--Queens
Community Districts, rate of tobacco retail outlets by 10,000 people
Souce: 2015 NYC DOHMH Community Health Survey
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PROXIMITY TO OTHER TOBACCO RETAIL OUTLETS
Citywide, there is a licensed tobacco retail outlet every five blocks or 1,312 feet. (Figure
12 & 13)45 When accounting for city parks, beaches, cemeteries and other open spaces
where no retail outlet stores exist, the distance between licensed tobacco retail outlets is
even less.
Figure 12
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Figure 13
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There are 4,920 licensed tobacco retail outlets within 200 feet of another retail outlet,
7,844 licensed tobacco retail outlets within 500 feet of another retail outlet and 8,442
licensed tobacco retail outlets within 1,000 feet of another retail outlet. Citywide, only 221
licensed tobacco retail outlets are more than 1,000 feet apart. 48 The maximum distance
between licensed tobacco retail outlets citywide is 9,730 feet (1.84 miles) in the Far
Rockaways (Breezy Point). (Figure 14)49
Figure 14

Tobacco Retail Outlets Proximity To Other Retail Outlets
Source: NYC Open Data
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Alcohol Versus Tobacco Retail Outlet Density Restrictions: A Comparison
The New York State Alcoholic Beverage Control Law50 prohibits certain licenses from
being issued if the location of the establishment is within a 500 feet radius of certain other
establishments with on-premises liquor licenses. The restrictions apply in cities, towns or
villages with a population of 20,000 or more. No similar restriction exists in relation to
tobacco and youth despite the significant negative impact that tobacco has on health.
American Cancer Society Cancer Action Network
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PROXIMITY TO OTHER TOBACCO RETAIL OUTLETS________________________
The maps
The following pages include maps showing every licensed tobacco retail dealer in New
York City plotted based on their registered address along with their proximity to other
licensed tobacco retail outlets High resolution maps are available at
www.acscan.org/oversaturated.
Included here are:
• New York City
• Manhattan
• Queens
• Bronx
• Brooklyn
• Staten Island
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Distances Between Tobacco Retail Locations
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Distances Between Tobacco Retail Locations in Manhattan
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Distances Between Tobacco Retail Locations in Queens
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Distances Between Tobacco Retail Locations in the Bronx
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Distances Between Tobacco Retail Locations in Brooklyn
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Distances Between Tobacco Retail Locations on Staten Island
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TOBACCO RETAIL OUTLETS AND SCHOOLS
According to Tobacco Free New York State, each year in New York state, 22,500 youth
become regular daily smokers, and 31.6 million packs of cigarettes are bought or smoked
by youth under the age of 18.51 Approximately 15,000 public high school students smoke
cigarettes (Figure 15)52, one-third of whom will die prematurely as a direct result of
smoking.53 Every day, the tobacco industry spends over $500,000 in New York state to
market its deadly products.54 Tobacco companies place most of their advertising where
young people shop – in convenience stores, where 75 percent of New York State teens
shop at least once per week.55 The more tobacco retail outlets there are near schools,
the more likely children are to smoke.56 More than one in three New York City high school
students who smoke obtain their cigarettes from a neighborhood retail outlet.57
Figure 15

Approximate Number of High School Smokers by Borough
Source: New York City Department of Health and Mental Hygiene
New York City Youth Risk Behavior Survey 2013
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Youth in New York City are more likely to find tobacco retail outlets than libraries58 or
playgrounds59 in their neighborhoods. There is approximately one licensed tobacco retail
outlet for every 196 children60 in New York City. Meanwhile, there is approximately one
playground for every 1,765 children61 and one public library for every 8,61362 children in
New York City.
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In New York City there are 342 licensed tobacco retail outlets within 200 feet of a school,
2,909 licensed tobacco retail outlets within 500 feet of a school and 6,778 licensed
tobacco retail outlets within 1,000 feet of a school. (Figure 16)63
Figure 16

Tobacco Retail Outlets Proximity To Schools
Source: NYC Open Data
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Alcohol Versus Tobacco and Youth Retail Outlet Restrictions: A Comparison
The New York State Alcoholic Beverage Control Law64 prohibits certain licenses from
being issued if the location of the establishment is on the same street and within 200 feet
of a building that is used exclusively as a school, church, synagogue or other place of
worship. This restriction applies to any retail establishment where liquor will be sold for
on-premises consumption and any retail establishment where liquor or wine will be sold
for consumption off the premises. No similar restriction exists in relation to tobacco and
youth despite the significant negative impact that tobacco has on health.
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TOBACCO RETAIL LOCATIONS AND SCHOOLS_____________________________
The maps
The following pages include maps showing every licensed tobacco retail dealer in New
York City and every New York City public school plotted based on their registered
address. The numbers on the borough maps are of City Council districts. High resolution
maps are available at www.acscan.org/oversaturated.
Included here are:
• Manhattan
• Queens
• Bronx
• Brooklyn
• Staten Island
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TOBACCO USE IN NEW YORK CITY
Since 2002 smoking rates in New York City have declined by 33 percent, dropping from
a three-year average of 21.6 percent between 2000-2002 to a three-year average of 14.7
percent between 2013-2015.65 Currently the smoking rate stands at 14.3 percent.66
Approximately 950,000 adults67 smoke cigarettes.68 In addition, more than 200,000
children are exposed to secondhand smoke at home.69
When looking at the five boroughs individually the differences in smoking rates may not
seem substantial.70 However, smoking rates on an aggregated zip code level tell a very
different and more troubling story. While Brooklyn and Staten Island have the highest
smoking rates, significant differences exist within each borough. These disparities are an
especially daunting challenge that must be addressed. (Figure 17)71
Figure 17

Percentage of Borough Residents Who Smoke
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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The below map includes aggregate zip codes with smoking rates according to the New
York City Department of Health and Mental Hygiene. (Figure 18)
Figure 18
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DISPARITIES IN TOBACCO USE
Although cigarette smoking has declined significantly in New York City since 2002,
disparities in tobacco use remain across various groups. While different racial and ethnic
groups smoke at similar rates (Figure 19)72, significant disparities exist by educational
level and socioeconomic status across New York City.
Figure 19

New York City Smoking Status By Race/Ethnicity
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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According the U.S. Centers for Disease Control and Prevention, adults who have lower
levels of educational attainment, who are unemployed or who live at, near or below the
U.S. federal poverty level are considered to have low socioeconomic status (SES).73
Cigarette smoking disproportionately affects the health of people with low SES.74 Lowerincome individuals who also smoke cigarettes suffer more from diseases caused by
smoking than those with higher incomes. Secondhand smoke exposure is also higher
among people living below the poverty line and those with less education. People of low
SES are just as likely to attempt quitting, but are less likely to actually succeed in quitting
smoking cigarettes. Tobacco companies often target advertising campaigns toward lowincome neighborhoods and communities
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Smoking Rates by Categories That Define Lower Socioeconomic Status75
New Yorkers with the lowest income/highest level of poverty have a smoking rate of 16.5
percent while New Yorkers with the highest income/lowest poverty have a smoking rate
of only 11.8 percent. (Figure 20)76
Figure 20

New York City Smoking Status By Household Poverty
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
Highest poverty is <100percent of the Federal Poverty Level (FPL); high: 100percent to <200percent FPL;
medium: 200percent to <400percent FPL; low:
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New Yorkers with less than a high school education have a smoking rate of 15.5 percent
while New Yorkers with a college degree have a smoking rate of only 10.3 percent.
(Figure 21)77
Figure 21

New York City Smoking Status By Education
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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New Yorkers who live in public housing (19.2 percent) or receive rental assistance (19.5
percent) are also significantly more likely to smoke than New Yorkers who do not live in
public housing or receive rental assistance (13.5 percent). (Figure 22)78
Figure 22

New York City Smoking Status By Public Housing
or Rental Assistance
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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Type of Smoking Behavior79
There are three different types of smoking behavior tracked by the New York City
Department of Health and Mental Hygiene: non-daily smoker, light daily smoker and
heavy daily smoker. People who smoke more than 10 cigarettes a day are considered
heavy daily smokers. Those who smoke between one and 10 cigarettes a day are
considered light daily smokers, and all other smokers are considered non-daily smokers,
according to the New York City Department of Health and Mental Hygiene.
Citywide, 41.4 percent of smokers are non-daily smokers, 37.5 percent are light daily
smokers and 21.1 percent of smokers are heavy daily smokers. (Figure 23)80 That means
nearly 80 percent of smokers are either non-daily smokers or light daily smokers.81 The
same is true in four out of five boroughs. Only on Staten Island are heavy daily smokers
nearly as common as non-daily or light daily smokers. (Figures 24-28)82
Figure 23

Type of Smoking Behavior--New York City
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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Figure 24

Type of Smoking Behavior--Brooklyn
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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Figure 25

Type of Smoking Behavior--Staten Island
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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Figure 26

Type of Smoking Behavior--Bronx
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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Figure 27

Type of Smoking Behavior--Manhattan
(Age-unadjusted)
Source: 2015 NYC Community Health Survey

60.0%
52.6%
50.0%

40.0%
30.9%
30.0%

20.0%

16.3%

10.0%

0.0%
Non-daily smoker

American Cancer Society Cancer Action Network

Light daily smoker

Oversaturated

Heavy daily smoker

48 | P a g e

Figure 28

Type of Smoking Behavior--Queens
(Age-unadjusted)
Source: 2015 NYC Community Health Survey
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NEW YORK CITY ACTION
The New York City Department of Health and Mental Hygiene launched an aggressive,
comprehensive tobacco control plan starting in 2002 consisting of five components:
taxation, legislation, cessation, education and evaluation.83 The result has been a decline
in smoking rates by 33 percent since 2002.
Taxation:
New York City raised its cigarette tax in 2002 from $0.08 to $1.50 per pack. The increase
brought the price per pack to almost $7. New York state increased its cigarette tax by
$1.25 in 2008. The increase brought the total cost per pack to approximately $8.50. The
federal tax on cigarettes was increased by $.62 in 2009, bringing the New York City total
cost per pack to approximately $9.20. New York State added a $1.60 to its cigarette tax
in 2010. The total tax on a pack of cigarettes in New York City is $5.85, second only to
Chicago, where a combined state and local tax is $6.16 per pack. City, state and federal
cigarette taxes have resulted in the average price for a pack of cigarettes being
approximately $11.20 as of 2013.84
Legislation:
The Smoke-Free Air Act (SFAA) of 2002 made virtually all workplaces in New York City
smoke-free, including restaurants and bars. In 2009, the SFAA was expanded to restrict
smoking in all outdoor areas on hospital grounds and within 15 feet of hospital entrances
and exits. Also in 2009, the New York City Council passed legislation restricting the sale
of flavored non-cigarette tobacco products. To further protect against secondhand smoke
exposure, the SFAA was expanded in 2011 mandating that all public parks, beaches and
pedestrian plazas be smoke-free.
In 2013, a three-piece tobacco control package was passed by the New York City Council
and signed into law by Mayor Michael Bloomberg that included prohibiting the sale of
tobacco products to anyone under the age of 21, new rules on tobacco enforcement and
a prohibition on the indoor use of electronic cigarettes. The tobacco enforcement
legislation increased penalties for retail outlets that evade tobacco taxes or sell tobacco
without a license, prohibits retail outlets from redeeming coupons, mandates a minimum
price for cigarettes and little cigars, and requires cheap cigars and cigarillos be sold in
packages of at least four and little cigars to be sold in packages of 20.
Cessation, Education and Evaluation:
Between 2006 and 2016, the New York City Department of Health and Mental Hygiene
conducted media campaigns depicting the health consequences of smoking and
testimonial ads from sick or dying smokers, encouraged calls to 311 and the New York
State (NYS) Smokers’ Quitline, and promoted a nicotine replacement therapy giveaway.
The result was more than 750,000 calls from smokers looking to quit and 500,000 courses
of nicotine patches, gum and lozenges given out to smokers looking to quit.85 An annual
Community Health Survey and a bi-annual Youth Risk Behavior Survey allows the New
York City Department of Health and Mental Hygiene to continuously evaluate the results
of its efforts to curb tobacco use in New York City.
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RESEARCH AND BEST PRACTICES
While New York City has utilized the primary best practices in tobacco control, one
underutilized approach is addressing the oversaturation of tobacco retail outlets.
By reducing the density of tobacco retail outlets, New York City can reduce the
oversaturation of tobacco and ultimately reduce tobacco use. Research shows that
requiring tobacco users to make a greater effort to find and obtain tobacco products will
lead to a decrease in tobacco use, especially among youth.86
Consumers are cost-sensitive to tobacco prices, meaning that they will purchase fewer
cigarettes as the cost increases.87 By reducing the density of tobacco retail outlets,
customers will need to spend more time and money to purchase tobacco, which will
ultimately reduce customers’ tobacco use overall.88
There are different approaches to reducing the impact that an oversaturation of tobacco
retail outlets has on the health of a community. Research and experiences in other
municipalities have shown the best approaches are to:
• Cap and gradually reduce the number tobacco retail licenses available in a
community;
Set
a minimum distance that tobacco retail outlets must be from schools, other
•
youth service entities and other licensed tobacco retail outlets; and
• Restrict sales in pharmacies and other health service entities.
Cap and reduce:
Establishing a cap on the number of tobacco retail outlets will reduce the number of
outlets where community members can access or be exposed to deadly tobacco. In
addition to improving health of the entire population, establishing a cap protects lowincome communities and communities of color that have disproportionately high numbers
of tobacco retail outlets in their neighborhoods, as well as disproportionately higher
smoking rates. Through a process of attrition of stores with licenses that are either
revoked through normal processes, or by licenses that are not renewed, a cap will
gradually reduce the number of tobacco retail outlets.
The National Academies of Sciences, Engineering, and Medicine, a national advisory
body on health policy, has called for regulations to reduce the number and density of
tobacco outlets as an important prevention approach.89
Data indicates that the concentration of tobacco outlets within neighborhoods where the
tobacco industry uses deliberate marketing strategies targeting low income and
racially/ethnically diverse communities is directly related to the likelihood of smoking.90
The industry does this targeting through price discounts, culturally customized ad content,
promotional giveaways and product placement.
In 2014, the San Francisco Board of Supervisors unanimously voted to cap the number
of retail outlets that can sell tobacco in San Francisco. The policy established a cap on
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the number of available licenses in each of the city’s supervisory districts that was the
equivalent to half of their original total.91
San Francisco projects that under the new policy it will take a decade for the number of
tobacco retail licenses to be reduced to at or below the new cap per district. However, the
impact of the policy on the number of licenses across the city and in each district is already
noticeable in the data. The number of tobacco retail outlet licenses in San Francisco
decreased by 8 percent in the first 10 months since the density policy took effect. All
supervisorial districts have seen decreases in the number of tobacco retail outlet licenses.
The districts with the highest number of retail outlet licenses before the policy went into
effect have seen the greatest declines. District 6, which has one of the highest density of
retail outlets, has lost 13 percent of its tobacco retail outlet licenses in the same time
period.92
In December 2016, the Philadelphia Board of Health approved a cap on the number of
retail licenses that specifically targets residential neighborhoods. Starting in February
2017, one sales permit per 1,000 people will be available. The Philadelphia retail policy
also prohibits new tobacco retail outlets within 500 feet of schools.93
Proximity restrictions:
Prohibiting tobacco sales near schools can help reduce youth exposure to tobacco both
by removing access to the product and by eliminating the accompanying advertising.
Studies have shown tobacco advertising to be more prevalent in stores where
adolescents are likely to shop and in stores located near schools.94
Tobacco retail outlets are an important marketing channel for reaching and attracting
potential new users. Exposure to promotional activities and marketing has been shown
to affect tobacco use initiation rates among adolescents, particularly when the stores are
close to schools.95 Youth who live or go to schools in neighborhoods with the highest
density of tobacco retail outlets or with the highest density of retail tobacco advertising
have higher smoking rates compared to youth who attend school or live in neighborhoods
with fewer or no tobacco outlets.96
Restricting the proximity of tobacco retail outlets to each other reduces the density of
tobacco retail outlets and ultimately of tobacco marketing. Marketing of tobacco products
is prevalent at tobacco retail outlets. Thus, a high density of tobacco retail outlets means
a concentration of tobacco marketing, exposing children, youth and adults to
environmental cues which encourage tobacco use.97 Additionally, high densities of
tobacco retail outlets are linked to increased adult smoking rates.98
Prohibiting tobacco sales within 1,000 feet of schools could reduce disparities in tobacco
retail outlet density. Density is often higher in low-income and minority neighborhoods.99
One study found that prohibiting tobacco sales within 1,000 feet of schools would not only
reduce density across the board, but would nearly eliminate existing disparities in tobacco
retail outlet density between neighborhoods.100
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Several localities have had success prohibiting tobacco retail outlets near schools. In
2010, Santa Clara County, California, passed an ordinance prohibiting any new tobacco
retail outlets from opening within 1,000 feet of a school or 500 feet of another tobacco
retail outlet. Nearly one third of retail outlets in the unincorporated areas decided to end
their tobacco sales as result, and 73 percent reported that they would support prohibiting
tobacco sales within 1,000 feet of a school to reduce tobacco use among youth.101
In 2013, Chicago prohibited the sale of all flavored tobacco products including menthol
within 500 feet of schools. In 2009, New Orleans limited the sale of tobacco within 300
feet of schools.
Prohibiting tobacco sales in pharmacies:
Tobacco-free pharmacies reduce access to all tobacco products, which will help prevent
kids from forming a lifelong addiction as well as help support those who are coming to the
pharmacy for help quitting.
Pharmacies are in the business of improving health; however, they represent nearly 5
percent of cigarette sales.102 Cigarette sales declined by 17 percent between 2005-2009,
but increased in pharmacies by 23 percent during the same timeframe.103 It is a
contradiction for pharmacies to be a facilitator of health and wellness while selling
cigarettes and tobacco products. Selling these products side-by-side helps to normalize
tobacco use, and serves to further obscure the deadliness of these products. The CVS
Pharmacy chain acknowledged this in 2015 when it voluntarily gave up tobacco sales at
all of its stores nationwide.
Research shows that pharmacists and the public support removing tobacco products from
pharmacies. A 2014 survey showed two-thirds of Americans support prohibiting tobacco
sales in pharmacies, including nearly half of smokers.104
Prohibiting tobacco sales in pharmacies reduces the density of tobacco retail outlets.
Cities in Massachusetts and California that have prohibited the sale of tobacco products
in pharmacies saw a three times greater reduction in tobacco retail outlet density than
cities that did not.105 Another study predicted that prohibiting tobacco sales in pharmacies
in North Carolina found that it would reduce retail outlets in the state by over 1,000 and
reduce density by 13.9 percent.106
Over 150 municipalities around the country have prohibited tobacco sales in
pharmacies.107
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ACS CAN POLICY RECOMMENDATIONS
Municipalities looking to further reduce tobacco use can look at both research and
practical examples for how to use licensing and zoning rules to reduce the impact of
tobacco retail outlets.
Restricting the number and location of tobacco retail outlets will have a greater impact on
municipalities where the intensity of smokers is lower. Non-daily or light daily smokers
are more likely to be discouraged from smoking by policies that make it more difficult to
access tobacco.
Since more than 80 percent of smokers in New York City are either non-daily smokers or
light daily smokers, a policy that would reduce availability of tobacco would have a
significant impact on smoking rates in New York City.
There is a clear need to address the oversaturation of licensed tobacco retail outlets in
New York City. Based on the retail climate in New York City, specific New York City
demographics and the best available research, ACS CAN recommends five steps that
New York City should take to address this problem:
1) Establish a cap on licenses: New York City should establish a cap on the number
of retail tobacco licenses in each Community District at 50 percent of their current
level. No new licenses should be issued in a Community District until the number
of licenses in that Community District is at or below the newly established cap.
2) Restrict access near youth-service entities: New York City should prohibit new
tobacco retail licenses from being issued to any new applicant located within 1,000
feet of schools, houses of worship, playgrounds, libraries and other youth-service
entities.
3) Restrict retail outlet proximity to each other: New York City should prohibit new
tobacco retail licenses from being issued to any new applicant located within 1,000
feet of a current licensed tobacco retail outlet.
4) Restrict all tobacco sales in pharmacies: All retail stores that contain a
pharmacy or other places of business that provide any form of health service
should be prohibited from selling tobacco.
5) Include other tobacco products: The current tobacco retail license in New York
City does not cover the sale of tobacco products other than cigarettes, cigars or
cigarillos. The licensing requirement should be extended to all tobacco products,
including e-cigarettes and hookah.
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CONCLUSION
Despite a 33 percent decline in the smoking rate in New York City in the past decade and
a half, there is still much more work to be done in the fight against this deadly product.
New York City could make significant progress in reducing premature deaths while
dramatically reducing racial/ethnic disparities in mortality rates by tackling the
oversaturation of tobacco retail outlets in New York City. While New York City has been
a global leader in the fight for public health, the death toll from tobacco demands New
York City do more.
New Yorkers do not need any more tobacco retail outlets. It is currently too easy to access
deadly tobacco products. By ending the oversaturation of tobacco in our neighborhoods
we can drive down smoking rates and save lives.
As a result of New York City’s high population density and the high number of non-daily
and light daily smokers, a policy reducing the number and location of licensed tobacco
retail outlets in New York City would have a significant impact on smoking rates and the
overall health of New York City residents, commuters and visitors to New York City.
While reducing the number and density of licensed tobacco retail outlets is not a silver
bullet and will not on its own end all tobacco use, the following actions will go a long way
toward improving public health and should be strongly considered.
ACS CAN calls on New York City leaders to immediately act on the above mentioned
recommendations.
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LEGISLATIVE MEMORANDUM: SMOKING IN HOUSING
ACCOMODATIONS
INTRODUCTION
The Real Estate Board of New York (REBNY), representing more than 17,000 owners, developers,
managers and brokers of real property in New York City, appreciates the opportunity to comment on the
Council’s efforts to curb smoking in housing accommodations. A number of our residential property
manager and owner members have already taken steps to restrict, and in some instances, prohibit
smoking throughout their buildings, including private residences. However, these steps were only taken
after careful planning and consideration of tenant needs and market conditions. Similarly, REBNY
appreciates the Council’s efforts to promote the well-being of New Yorkers but cautions that
governmental regulation to private behavior should be carefully balanced so as not to inhibit personal
freedoms.

INTRO NO:

484

SUBJECT:

Banning Smoking in the Common Areas of All Multiple Dwellings

SUMMARY:

Broadens the current prohibition of smoking in common areas to include all multiple
dwelling buildings, incorporating buildings with fewer than 10 units.

SPONSORS:

Vacca, Barron, Constantinides, Gentile, Johnson, Kallos, Koo, Richards, Rodriguez,
Vallone, Cohen

REBNY TAKES NO POSITION ON INTRO No. 484 in large part because REBNY’s members already
comply with the provisions drafted by this bill, as outlined in the Residential Management Council’s
1
smoking guidelines. REBNY’s membership readily recognizes the health hazards associated with
smoking and second hand smoke and recommends that the Council consider expanding the definition
of “smoking” under NYC Administrative Code §17-502(y) to include substances other than tobacco.

INTRO NO:

977

SUBJECT:

Banning Smoking in City-Financed Housing Multiple Dwellings

SUMMARY:

Prohibits smoking in all areas of multiple dwellings receiving financing from the City.

1

Issues to Consider - Smoking and Second Hand Smoking in Multi-Unit Residential Buildings. REBNY, Residential Management
Council. April 2, 2012. Web. Accessed April 26, 2012.
<https://www.rebny.com/content/dam/rebny/Documents/PDF/Rules%20%26%20Regulations/RMC_Subcommittee_Smoking_Poli
cy.pdf>
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SPONSORS:

Richards, Chin, King, Koo, Rodriguez, Salamanca, Jr., Cabrera , Grodenchik, Vacca,
Gentile

REBNY OPPOSES INTRO No. 977. Because of the bill’s broad definition of “City-financed housing,”
this bill affects a large swath of New York City’s existing and yet-to-be-built housing stock. Captured in
this definition will be developments that include mixed developments with market-rate and affordable
units. The inability to smoke within the private residence in these buildings could devalue units and
affect persons that are not beneficiaries of such “financial assistance.” The potential of this bill to affect
existing buildings would mean that many current tenants would be restricted in exercising their personal
freedom to smoke.
Furthermore, our members monitor and enforce no-smoking policies primarily by managing complaints
from neighbors and from reports from building staff. However, many housing complexes simply do not
have the staff to adequately monitor smoking activity throughout a building. Finally, while building
owners may adopt a no-smoking policy, a tenant-based violation of that policy should be enforced
against the tenant – not the building owner as envisioned by this bill.

INTRO NO:

1585

SUBJECT:

Disclosure of Smoking Policies for Class A Multiple Dwellings

SUMMARY:

Requires owners to develop and provide an annual disclosure of a smoking policy
within lease agreements and/or governing bylaws clearly stating where smoking is
permitted and prohibited, relating to common areas and outdoor spaces in a Class A
multiple dwellings. Owners must provide any changes of the policy in writing to their
tenants. Penalties for these new provisions will result in fines of $100 for each
infraction, in addition to existing penalties.

SPONSORS:

Torres, Salamanca, Jr.

REBNY OPPOSES INTRO No. 1585. As noted in the introduction, REBNY’s membership has already
begun to adopt no-smoking policies throughout their portfolios, with the exception of tenants who
smoke that have been grandfathered in. To enforce a smoking policy upon each residential building,
which has to be verified by documentation–or face the consequence of a civil penalty, is simply too
draconian. Moreover, with the Smoke Free Air Act of 2002, there is already a clear delineation stating
2
where smoking is permitted and prohibited. There is simply no need to further encumber property
managers and self-managed cooperative boards to this needless regulation and paperwork.

2

See, § 17-503-506, 17-513-513.4. New York City Administrative Code
See, §10 of Title 24. Rules of the City of New York.
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April 27, 2017
Testimony of Audrey Silk, Founder
NYC Council Health Committee:
Int. No. 0139-2014: In relation to the regulation of non-tobacco smoking products, and to
amend the fire code of the city of New York, and the New York city mechanical code, in
relation to the operation of non-tobacco smoking establishments.
Int. No. 0484-2014: In relation to banning smoking in the common areas of all multiple
dwellings.
Int. No. 0977-2015: In relation to banning smoking in city-financed housing.
Int. No. 1131-2016: In relation to the sale of tobacco products in pharmacies.
Int. No. 1140-2016: In relation to prohibiting smoking and using electronic cigarettes in
vehicles when a child under the age of eight is present, and to repeal subdivision f of
section 17-505.
Int. No. 1471-2017: In relation to increasing the retail cigarette dealer license fee.
Int. No. 1532-2017: In relation to the licensing of electronic cigarette retail dealers.
Int. No. 1544-2017: In relation to the regulation of retail dealers of tobacco products and
of electronic cigarettes, the establishment of price floors and minimum package sizes for
tobacco products and shisha, and the establishment of a tax on tobacco products other
than cigarettes.
Int. No. 1547-2017: In relation to expanding the retail dealer license to include retailers
of tobacco products and setting caps on retail dealer licenses.
Int. No. 1585-2017: In relation to disclosure of smoking policies for class A multiple
dwellings.

My name is Audrey Silk and I speak on behalf of myself, as founder, and members of our
organization.
Mayor de Blasio’s, Health Commissioner Mary Bassett’s and NYC Council Member’s
utter failure to look private individuals in the eye or to acknowledge their own interests in
this matter -- treating them as if they are no more than damaged wards of the state in
regard to measures intended to force them into behaving the way the aforementioned
parties dictate in regard to the purchase and use of a legal product -- is beyond contempt.

One of the most progressive justice’s on the U.S. Supreme Court, Judge Sandra Day
O’Connor, has even recognized that adults are entitled to protection from the guise of
“protecting the children” when she wrote, “The State’s interest in preventing underage
tobacco use is substantial, and even compelling, but it is no less true that the sale and use
of tobacco products by adults is a legal activity.” 1 In other words, adults demand
respect. Their interests are not expendable at the expense of “the children.”
The ultimate law addressing the desire to restrict tobacco access to minors already exists:
the ban on sales.
You frame the issue as strictly one between government and industry and the related
business interests (i.e. stores) with zero acknowledgement of private citizens who
willingly choose to purchase and enjoy this legal product. It’s not only a false assertion
but intolerable.
Despite the decades of measures intended to defeat the “evil” industry, news this weeks
says, "Against All Odds, the U.S. Tobacco Industry Is Rolling in Money.” 2 Nothing you
do is hurting them. The convenience stores (including so-called “pharmacies” that are no
more than a store with a pharmacy counter in it) and bodegas are collateral damage of
this so-called “public health” zealotry. That’s as far as any of this is meaningful in regard
to them in terms of the true injured party. The ultimate target, the ultimate victim, the
party that government is oppressing is we the people. Pretend that we are not but we
know better. And we despise your maltreatment. Anyone can say no to lighting a
cigarette. Only you are the ones using force – of law – to control us… while ignoring our
existence as autonomous adults.
At the end of 2010 when I testified against the council's plan to ban smoking in parks and
on beaches I ended my statement with this: “Approve this and soon I’ll be here again
testifying against your plan to ban smoking in homes. Well I don’t think so."
Of course we were assured it would never come to that. But today, this hearing includes a
bill to ban smoking inside apartments of city-financed apartment buildings and
another creates the conditions for privately owned multi-unit dwellings to consider doing
the same by forcing owners to single out the subject of smoking in lease documents.
Our previous concerns vindicated we now stand by our word that airing objections at
what amounts to no more than a pro forma proceeding on a preordained conclusion is not
only a waste of time but beneath our dignity. Rather, C.L.A.S.H.'s position, as further
stated at that last time at bat, is to advocate peaceful individual resistance. Good men
disobey bad laws. One need only to take a stroll in a park or on a beach today to see this
is what has unfolded.
Our disgust registered, I turn to the discussion of the actual bills being introduced today:



Int 1140-2016, sponsored by Council Member Fernando Cabrera, seeks to
prohibit smoking and vaping (of electronic cigarettes) in vehicles when a child
under the age of 8 is present.

Congratulations for giving police officers a beautiful way to get around the clamp down
on stop, question and frisk! Pulling people over for something as inane as smoking as an
excuse to probe for more is a gift. I should know. I’m retired NYPD.


Int 0977-2015, sponsored by Council Member Donovan J. Richards, will ban
smoking inside apartments of city financed buildings.

Congratulations for putting more minorities out of their homes to loiter on the sidewalks
and attract the attention of the police while the more affluent get to remain comfortably
and safely in their homes! (We will be suing HUD over the federal smoking ban in
public housing apartments so it’s premature to try to fall back on that.)


Int 1544-2017, sponsored by Council Member Corey D. Johnson, increases the
floor price on a pack of cigarettes from $10.50 to $13.00. It also raises the price
and tax on cigars, little cigars, smokeless tobacco, shisha and loose tobacco.

Congratulations for increasing the number of “buttleggers” ready to meet the demand for
lower cost smokes (New York already has the highest rate of cigarette smuggling at over
55% 3).
So congratulations too for making it easier for minors to buy cigarettes! Teens know
better than anyone else where to get “the goods.” (Where do you think they get their
pot?) And unlike stores no carding!
Congratulations for helping to fund terrorism and using those minors and adults to do so!
Terror-tied individuals are well known to take advantage of this lucrative endeavor
created by our politicians. 4 Better a bomb that no one invites than freedom to make an
invited, informed legal choice, right?
Congratulations for creating an even greater incentive to burglarize and rob bodegas and
convenience stores! Many times the details in a news report include the fact that cartons
of cigarettes were targeted during these crimes. And hey, that’s more illicit street sales to
minors. Way to go!
And a really hearty handshake and congratulations for beating out your competitor – the
tobacco industry – by making more money off the sale of a pack of cigarettes than they
do! 5 Who is it really that is in the business of selling cigarettes these days?

One need only to turn to the stories coming out of the Mid East to understand what is
really going on here despite the assertions to the contrary coming from men and women
abusing their white coats and men and women abusing the power of their elected office to
coo that they are only trying “to save lives” while snuffing out one’s choice of how to
live.
Not the only but the latest, the NY Times headline reads, “After ISIS, Smoking Openly to
Feel Free.” 6 It speaks for itself. Nevertheless, the story of this Iraqi man, liberated from
the Islamic State, explains the state of his own being under their rule -- one that included
being subjected to the anti-smoker mindset. You’d no doubt have the nerve to say that
it’s only the nicotine talking!
Oppression is oppression. We New Yorkers yearn to express the same freedom because
when it comes to smoking we are being treated the same way. It's a matter of being let
alone to live freely rather than the way the group in power demands.
--------------------------------------------------About NYC C.L.A.S.H.:
Citizens Lobbying Against Smoker Harassment is a grassroots organization established in
2000 dedicated to advancing and protecting the interests of adults who choose to smoke
cigarettes or enjoy other forms of tobacco or use electronic cigarettes.
Endnotes:
1. Lorillard Tobacco Co. v. Reilly, 533 U.S. 525 (2001)
https://casetext.com/case/lorillard-tobacco-co-v-reilly
2. Wall Street Journal, April 23, 2017
https://www.wsj.com/articles/u-s-tobacco-industry-rebounds-from-its-near-deathexperience-1492968698
3. Tax Foundation, January 17, 2017
https://taxfoundation.org/cigarette-taxes-and-cigarette-smuggling-state-2014/
4. U.S. Department of State. “The Global Illicit Trade in Tobacco: A Threat to National
Security.” (2017)
https://2009-2017.state.gov/documents/organization/250513.pdf
5. RJ Reynolds. “Tobacco Taxes & Payments.”
http://www.rjrt.com/commercial-integrity/tobacco-taxes-payments/
6. The NY Times, April 22, 2017
https://www.nytimes.com/2017/04/22/world/middleeast/after-isis-smoking-openly-tofeel-free.html?_r=0

WRITTEN TESTIMONY
FOR THE APRIL 27, 2017 HEARING OF
THE NEW YORK CITY COUNCIL HEALTH COMMITTEE
ON ITS SERIES OF ANTI-SMOKING PROPOSALS

SUBMITTED BY
LINDA STEWART, NEW YORK CITY

-1"The crusade against smoking...is now entering the danger stage...
For this is a real crusade, make no mistake, and the true crusader
doesn't stop at burning the village, killing the women and children
and making off with the cattle if that's what it takes to purify the world."
-- Russell Baker, the New York Times (1)

Though I hope you'll include this statement in the record, it 's simply "for the record" since you've
made up your minds to enact these proposals, and your hearings--at which you won't listen to
objections-- are simply pro forma.
That said, I'm still bound by conscience to object to this ongoing persecution of smokers that's
become no more rational than the Salem witch hunts, that tramples the traditional notion of civil
liberties, and seeks to impose its will by demonizing, pauperizing, isolating, and ultimately evicting
from its presence those whose will it doesn't break.
I'll concentrate here on the two most egregious of your punitive propositions--the infringement on
the constitutionally-protected right to privacy in the home. To start with:
Int. O977-2015
Proposed by Mr Richards , it would threaten city tenants with eviction and homelessness for the newly-invented crime of smoking in their own private apartments
in buildings that are subsidized so tenants can afford to have a roof over their heads.
These residents are the poor; many hard-working, and others are elderly and/or disabled.
I must first begin by asking you, Mr. Richards--as well as the rest of you who'll vote for his
proposal:
How ruthlessly cruel are you really willing to be?
What Cause is so great that you-- yes, you, because you're the ones who'll do it-will be willing to dispossess unfortunate people, to ruin their lives, to deprive
them of pleasure or a respite from stress, to add to their stress, to sacrifice--no,
not yourselves, but them--to your personal and allegedly noble crusade?
And please don't claim that it's "for their own good." You have no way of knowing what's "good"
for the millions of people you've never met and, most likely, don't even know what's "good" for
yourselves--and if you do, you most likely don't do it very often.

-2And the secondhand smoke thing really won't wash. There's zero science to justify this ban. In
context, what you're calling secondhand smoke doesn't even contain smoke. And indirect
"exposure" to the small number of stray, air diluted molecules that conceivably might escape under
a doorway or through a vent has never been shown--by any study, or any objective means-- to
threaten people's health. The only real threat, in fact, comes from the hysteria that's been carefully
and endlessly fomented around it and which causes anxiety and the symptoms thereof.
Historically, the only studies ever done on the health effects of actual--not molecular-- smoke were
done on married couples who’d been living together for 30-40 years (direct exposure to actual
smoke) and on workers sharing the same (not separated) space for 20-25. Even then, the few
studies that showed an increase in risk (you’re never told about the peer-reviewed studies that
didn't) showed an increase so small that in other contexts it's been called "never mind."
Not that you're interested in counter-intelligence--if you were, I could write a book--but just for the
record, here are but a few of the scores of major studies you don't want to know about:
A 1998 study conducted by the World Health Organization which ran for 10 years
in 7 European countries concluded there was no statistically significant risk for nonsmokers who either lived with or worked with smokers. (2)
A study under the aegis of the American Cancer Society that for 39 years followed
over 35, 000 nonsmokers who were married to smokers showed absolutely no extra
lung cancer risk. (3)
And again, we're talking about exposure to actual full-bore smoke within the same four walls for up
to 39 years!
And yet here you are-- trying to make a mountain out of a molecule.
Perhaps you're concerned about about respirable particulates (RSPs) that might float through the
air?
A experiment by the government's Oak Ridge National Labs that hung air monitors
from the necks of 173 bartenders and wait staff working in traditionally smoky
environments, recorded a measured level of RSPs that was 85% safer than OSHA's
own standard for safe-to-breathe air, and reported about the same for environmental
nicotine. The study was then repeated with 1500 subjects in 16 cities and reported the
same results.(4)
So in other words, by actual empirical measurement, the air in smoky bars is officially not harmful
but you're nonetheless willing to persecute the tenants of "affordable housing" on account of a few
molecules that might, on occasion, contrive to insinuate themselves through a vent. And which
could, in any case, be stopped by proper caulking or an air-cleaning machine.
And what will you do with these homeless smokers?
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Leave them on the streets?
House them in one of your unsafe shelters?
Deport them to Mexico?
Or how about a ghetto?
There's an idea! After all, you've spread the word that they're vectors of disease, carriers of death,
folks to be feared by all decent nonsmokers who'll be glad to be rid of them.
Rings a faint bell.
Seems to me the council is attempting to achieve a smoker-free city in the same way that
Warsaw got a Jew-free city:
Quote: Hans Frank, Nazi governor of occupied Poland, April 1940:
It is unacceptable that representatives of the Reich should be obliged to meet
Jews when they enter or leave the house and are, in this way, liable to infection
from epidemics." [Result: The Warsaw Ghetto]
Quote: Joseph Goebbles, Reich Minister of Propaganda, August 1941
The Jews have always been carriers of infectious disease.They should either
be concentrated in a ghetto and left to themselves or liquidated, for otherwise
they will infect the population." (5)
Yes, I know. You hate that analogy but, still, there it is.
So on to Round Two.
“The missionary impulse of people blessed with higher wisdom
can be a terrifying force." Baker, op cit
Not far removed is the second proposal also affecting housing--and based on the same
inflammatory premise:
Int T2017-5930
Proposed by Mr Torres. it would demand that all apartment buildings in the city
include a “policy” about smoking in leases and sales (thus making violations a
cause for eviction), or else, on the off-chance that smoking’s still allowed, to serve
as a warning to innocent nonsmokers that somebody somewhere in the building
might smoke, with the clear implications that this fact alone will "endanger their health."

I unfortunately don’t doubt that many people believe this.
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Despite the several centuries of smokers and nonsmokers coexisting in harmony, neither knowing
nor caring who smoked and who didn't ( and not falling ill because somebody else did). you've
managed to manufacture, not a Brave New, but rather a Frightened New World.
To whatever extent you've made the public believe--through a decades-long stream of libelous
propaganda --that smokers are dangerous and toxic human beings-- or sub-human beings--you've
created the nasty and irrational demand for smoker-free housing. Vicious circle defined --accent on
the "vicious." (See Goebbels, above.)
What else you’re doing with this seemingly neutral and innocent proposal has broader implications. You’re forcing landlords to HAVE a policy on matters of personal and legal behavior that,
traditionally at least, have been none of their business and certainly none of yours. Opening the
door to all manner of invasive “lifestyle” control.
In the matter at hand here, your goal is transparent: to nudge all buildings to become “smoke-free”
--another way of saying to go “smoker-free,” --to remove the last redoubt where a smoker can still
smoke in this once most metropolitan of cities.
Smokers, start packing. The signal has been sent. We don't want you here among the kale-eating
joggers. We'll continue to make you objects of hatred and fear. We’ll drum you out of town. No
room at our inns.
And as for the rest of your extortionate program, perhaps this applies:
In an article in The New Republic, on the subject of smoking and civil liberties, Michael Kelly
described your efforts as The Nurse Ratched State:
“Nanny state'' is far too kind a term. It is too cold, too cruel, too implacable,
too illiberal to be a nanny. It is the Nurse Ratched state
This new model of statism is devoted to spectacular schemes of social engineering-and it has added the awful idea that these schemes may be achieved ..through a
creative and brutal system of mandated behaviorism, in which the state uses its
immense powers to force targeted citizens and entities to ''voluntarily'' accept a
violation of their rights and an encroachment upon their liberties -- and to pay for
this privilege.
The two principal methods by which the Nurse Ratched state achieves its aims are
rooted in that power which the Framers wanted most to limit, the power to criminalize
and punish, to deprive a citizen who violates the state's wishes of his liberty or his
property. The methods are the expansion of the definition of actions as illegal behavior,
and the exploitation of this power to win submission through extortion -- by threatening
to extract or to deny large amounts of money from noncomplying individuals and
entities."(6)
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Q.E.D.
Footnotes
(1) "The Danger Stage" Baker, NY Times, 5/31/94
(2)" Multicenter Case-Control Study of Exposure to Environmental Tobacco Smoke..." Bofetta et
al, Jnl of the NCI, vol 90, No. 19, 10/7/98
(3) "Environmental Tobacco Smoke and Tobacco-related Mortality in a Prospective Study of
Californians, 1960-1998.," Enstrom and Kabat, BMJ, 5/13/03
(4) "Determination of Exposure to Environmental Tobacco Smoke in Restaurant and Tavern
Workers..." Jenkins et al, Jnl of Exposure Analysis and Environment Epidemiology, 2/x/2000
(5) [Source: "Statements of Hitler and senior Nazis concerning
Jews" http://www.ess.uwe.ac.uk/genocide/statements.htm
(6) "The Nurse Ratched State," Kelly, TNR, 6/27/97
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Dear Council Member,

I represent American Council of Minority Women, which opposes the use of
hookah in establishments within New York City. We find that hookah is a severe
health risk both to those who directly inhale the shisha smoke and to those who
inhale it secondhand. It has been found that the use of hookah results in the intake
of more toxic chemicals and harmful substances, including tar and carbon
monoxide, than smoking cigarettes. In fact, the same cancer-causing chemicals
found in cigarettes are found in abundance in hookah. There is no reason why
hookah should not be included in NYC’s Smoke Free Air Act (“SFAA”).
We formally grant our support to Int. 139 by Council Member Vincent
Gentile and others in the Council, which would add hookah to the SFAA.
In addition, we are aware that, as an investigation by DOHMH brought to light,
many hookah bars illegally mix tobacco with the shisha that is smoked on the
premises. Enforcement against this is currently difficult due to the extensive effort
needed to prove that the compounds being smoked include tobacco. The bill would
also curtail the expansion of this illegal activity. Since hookah bars would have to be
licensed, they would need to comply much more with government inspections and
be less likely to add tobacco.

Rev.Msgr.David L.Cassato
Douglas Jablon
Khader El-Yateem
Galina Shumskaya

It is for the overall health concerns caused by hookah, including that of
added tobacco, that we emphatically urge you to support Int. 139. Hookah is
dangerous to people of all backgrounds and needs to be regulated like all other
forms of smoking!

Katherine Khatari
Phillipa Morrish

Sincerely,

Frasat Chaudhry
Mohammad Farrukh

Bazah Roohi
Executive Director
American Council of Minority Women

1090 Coney Island Avenue Brooklyn N.Y 11230 Tel: 347-865-2769 Fax 718-421-1517 www.acmwny.org

Defending your right to breathe smokefree air since 1976

April 26, 2017

MEMORANDUM IN SUPPORT
New York City Intro 139B, Gentile et. al
On behalf of our members in New York City, Americans for Nonsmokers’ Rights encourages the City to
amend the administrative code in relation to the regulation of nontobacco smoking products, and to
amend the fire code of the City of New York in relations to the operation of non-tobacco smoking
establishments. Prohibiting the use of hookah in smokefree venues would protect workers and patron
from exposure to the secondhand smoke that hookah pipes and devices emit into the air.
The City of New York would be in good company in prohibiting the use of hookah in enclosed public
places and workplaces in accordance with the City’s Smoke Free Air Act (SFAA). Currently,more than
150 localities as well as 3 states, Delaware, Illinois, and Utah, prohibit hookah smoking in smokefree
environments.
This legislation will update the SFAA to continue the progress the City has made in reducing use and
exposure to tobacco. Given these facts, Americans for Nonsmokers’ Rights urges the City of New York
to prohibit hookah smoking in all smokefree places and workplaces, at all times, without exception.
Thank you for your leadership and desire to make New York the best place to live, work, and visit.
Please feel free to contact me at 510-841-3045 if you have any questions, comments, or feedback.
Sincerely,

Cynthia Hallett, MPH
President and CEO

Americans for Nonsmokers’ Rights is a national, member-based, not-for-profit organization based in
Berkeley, CA that is dedicated to helping nonsmokers breathe smokefree air since 1976.

2530 San Pablo Avenue, Suite J ● Berkeley, California 94702 ● (510) 841-3032 / FAX (510) 841-3071
www.no-smoke.org ● anr@no-smoke.org
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April 26, 2017
MEMORANDUM IN SUPPORT
New York City Intro 139B, Gentile et. Al

Anne Bove,
Treasurer
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Secretary
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Emilio Morante
Associate Member
Sandra Opdycke
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The Commission on the Public’s Health System, a citywide
health advocacy organization supports New York City Intro
139B, which would include on-tobacco hookah smoking to the
city’s Smoke Free Act (SFAA.
We support for the following reasons:
1.
A hour of smoking hookah, is the same as smoking a
pack of cigarettes. That’s how much tar and nicotine you’ll be
exposed to. Studies have shown how addictive Nicotine is.

.

STAFF
Anthony Feliciano
Director

2.
Many teens believe this is safe, and of course, we know
it’s not safe. Hookah smoking has many of the same health risks
as cigarette smoking. The charcoal used to heat the tobacco
can raise health risks by producing high levels of carbon
monoxide, metals, and cancer-causing chemicals. Hookah
tobacco and smoke contain several toxic agents known to
cause lung cancer and other respiratory illnesses, bladder, and
oral cancers., periodontal diseases, and low birth rate
3. Traditional (e.g., cigarettes, cigarillos) and new tobacco
products (e.g., e-cigarettes, flavored cigars) are so more widely
available and more affordable to purchase in low-income,
immigrant and communities of color
4. Tobacco-related health disparities (TRHDs) affect individuals,
children and families, communities, and the economy in
shattering ways.
In 2016, 14.3% of New York City residents smoke and more than
200,000 children were exposed to secondhand smoke at
home. It is costing New York City about $1,488 dollars per
household for smoking-related health care cost.

110 Wall Street * Room 4006 * New York * NY * www.cphsnyc.org * 646-325-5317

We know nationwide that tobacco control efforts have been credited with
preventing about eight million premature deaths. Yet control efforts are still
weak in many parts of the country. Despite progress being made, black and
Latino smokers continue to be less likely than whites to receive and use
tobacco-cessation interventions, even after control for socioeconomic and
healthcare factors.
Sincerely

Anthony Feliciano
Director

A United Voice for Doctors, Our Patients,
& the Communities We Serve

National Office
50 Broadway
11th Floor Suite 1101
New York, NY 10004
P: 212.532.7690
F: 212.481.4137
info@doctorscouncil.org
www.doctorscouncil.org

MEMORANDUM IN SUPPORT
New York City Intro 139B
To amend the administrative code of the city of New York, in relation to the
regulation of non-tobacco smoking products, and to amend the fire code of the
city of New York, in relations to the operation of non-tobacco smoking
establishments.
Doctors Council SEIU supports New York City Intro 139B, which would include
non-tobacco hookah smoking to the city’s Smoke Free Air Act (SFAA). Doctors
Council SEIU represents thousands of doctors in the Metropolitan area, including
in every NYC Health + Hospitals facility, the New York City Department of Health
and Mental Hygiene, correctional facilities including Rikers Island, and other New
York City agencies.

Frank Proscia, M.D.
President

Matthews Hurley, M.D.
1st Vice President

Aycan Turkmen, M.D.
2nd Vice President

Currently, hookah lounges are mostly unregulated, with very few measures in
place to ensure that patrons and employees at these locations are safe from toxins
produced by smoking hookah. This bill will firmly regulate establishments like
hookah lounges and give New Yorkers more access to clean air in public places.
Smoking hookah produces severe risks and similar hazards from smoking
cigarettes. These risks include but are not limited to oral cancer, lung cancer,
stomach cancer and reduced lung function. The World Health Organization has
reported that, “Contrary to ancient lore and popular belief, the smoke that
emerges from a waterpipe contains numerous toxicants known to cause lung
cancer, heart disease, and other diseases.”
Hookah smokers are not the only people at risks for these concerns. Secondhand
smoke poses similar threats for nonsmokers as well.

Roberta Leon, M.D.
3rd Vice President

Simon Piller, M.D.
4th Vice President

Peter Catapano, D.D.S.
Treasurer

Laurence Rezkalla, M.D.
Secretary

We recognize the important cultural and social role that hookah establishments
play in the City of New York and this legislation acknowledges that role while
recognizing that “hookah smoke is not safe smoke.”
The majority of hookah lounges are unregulated with hookah products containing
tobacco. However, hookah lounges are not the only establishments that contribute
to the use of hookah tobacco products. This legislation will regulate all these
participating establishments to help provide New Yorkers with clean air and
reduce tobacco related health problems. As a union comprised of dedicated health
professionals, Doctors Council SEIU strongly supports Intro 139B because all New
Yorkers deserve clean air.
Follow us online:
facebook.com/doctorscouncilseiu

twitter.com/doctorscouncil

youtube.com/doctorscouncil

Kevin Collins
Executive Director

April 27, 2017

Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, New York 10007

Dear Mr. Johnson:

My name is Michael Weitzman and it is a great honor for me to testify before you today. I congratulate our City
Council and Department of Health and Mental Health for their continued efforts to protect the public from a
profound public health threat. I believe that the upcoming bill to be discussed today regarding waterpipes
(hookahs) is a needed next step in the regulation of hookah use in New York City that I support
wholeheartedly.

I am a pediatrician by training who is a professor of Pediatrics, Environmental Medicine and Global Public
Health at New York University. I have more than 40 years of caring for and training thousands of others to care
for children, adolescents and young adults; conducting research; and consulting to a large number of city,
county, state and federal agencies, including the Centers for Disease Control (CDC) and Prevention, the
Environmental Protection Agency, and most recently the Federal Food and Drug Administration on the effects
of environmental contaminants such as lead and tobacco smoke on health. For the past 5 years my work has
largely focused on water pipes, also known as hookahs. These studies have clearly indicated markedly
dangerous levels of multiple chemicals in the air of hookah bars that cause cancer and heart disease, among
other illnesses. They also have shown that hookah bar workers have evidence of widespread reactions, called
“inflammatory” reactions, that indicate that the entire bodies of these individuals are adversely affected by
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smoke generated by hookah smoke, even though they are not smoking hookahs themselves. We also have
found that hookah smoke in homes permeate the entire home, far more than does smoking cigarettes, thereby
endangering the health of non-smokers in those homes. Others have found that one hookah session, usually
45minutes to one hour, results in exposures to toxic agents equal to 5 packs of cigarettes. The epidemic of use
of these agents is increasing at epidemic rates, posing a profound public health threat to New York City’s (and
the world’s youth).

I fully support adding non-tobacco hookah smoking to the Smoke Free Air Act. In addition to nicotine, smoked
vegetative matter contains over 6,000 chemicals, more than 60 of which have been found to cause 17 different
cancers, and more chemical constituents and more cancers are likely to be identified. There is little about
tobacco (combustible vegetative materials with nicotine) that makes it more dangerous to health than nontobacco containing products that are smoked.

Prohibiting individuals under the age of 21 to enter establishments where hookahs are used is a markedly
logical and needed regulation. More than 98% of cigarette smokers in the US begin to smoke before age 18.
To the extent that hookah smoking may lead to cigarette addiction, it is imperative that we regulate young
people’s exposure to and use of agents that may lead them to use cigarettes.

Hookahs have been found to be terribly unsanitary, and as such very effective vehicles for transmitting truly
terrible infectious diseases, including, but not restricted to Tuberculosis. I thus fully endorse your strengthening
regulations aimed at keeping hookahs germ free.

Work that Drs. Gordon, Sherman and I have done clearly shows that hookah smoke in homes is far more
dangerous to children and others than is smoking cigarettes in homes. I applaud and support the portions of
the proposal that impose stringent ventilation and Air Quality /Flow Standards that non-tobacco smoking
establishments have to follow. This is a truly important part of the proposed legislation.
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By virtue of the proposed legislation New York City remains at the forefront of public efforts to prevent our
children and population as a whole from the most pernicious and ubiquitous exposures. I applaud and support
this proposal wholeheartedly and without reservation.

Respectfully,

Michael Weitzman MD
I
Professor of Pediatrics and Environmental Medicine, New York University School of Medicine
Professor of Global Public Health, New York University
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P.O. Box 116
Summit, NJ 07901
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www.njgasp.org

!
April 27, 2017
Re: Tobacco control bills for consideration at today's NYC Council Health
Committee Hearing
Dear Health Committee Chairman Corey Johnson and Committee Members,
I am the Executive Director of Global Advisors on Smokefree Policy (“GASP”), a
nonprofit that serves as an educational resource provider on emerging trends and
issues in tobacco control. Thank you for the opportunity to provide written testimony
today to your Committee hearing, since I am unable to be present to testify and
have some suggestions for improvement and parity.
With smoking being the #1 cause of preventable death and disease, we greatly
appreciate the Committee's interest to curb access and use of tobacco products
and e-cigarettes, create a framework for existing hookah lounges to use nontobacco shisha, and to ban smoking in cars when children are present.
It is our understanding based on Mayor DeBlasio's press conference last week, that
he is interested in fast-tracking a package of certain bills to help curb access, sales
and to increase taxation and create licensing. We agree that these are important
components of a strategic plan to curb tobacco and e-cigarette use and
exposure. But in addition to this package of bills, it is equally important to fast-track
the bills previously introduced more than a year ago in this Committee that (1)
create a framework for regulating existing hookah lounges and not allow for new
hookah lounges, and (2) ban smoking in cars when children are present.
Below are our comments per bill with suggestions to create uniform policies that
apply to all products.
Bill # Int. 139-B: We applaud Councilman Gentile for his leadership to restrict the
opening of any new hookah lounges, to limit the product used to non-tobacco
shisha, and to have strict penalties for violations (license revocation for selling shisha
containing tobacco, or if selling product to a person under age 21). In addition, we
are pleased to see that based on GASP's testimony last year, the bill was amended
to require sanitizing hookah apparatus between sessions, since sharing hookah
increases the risk of spreading communicable diseases. New York City would
become the first city in the nation to require sterilizing the hookah apparatus.

Please note that Int. 139 is stricter than the proposed bill to license e-cigarette
retailers: Int. 139 only allows smoking in hookah lounges if proven that 50% of LAST
year's sales are from hookah product. The new proposed e-cigarette retailer license
does not have an existing cut-off date based on last year's revenues. So new ecigarette retailers can apply for the license up to the effective date of the
proposed bill, thus not reducing the # of e-cigarette retailers that allow vaping
inside.
Bill # Int. 1140-2016: We applaud Councilman Cabrera for his leadership to ban
smoking in cars when children are present. There is no safe level of secondhand
smoke, especially for children who are more susceptible to negative health impacts
from exposure. Many jurisdictions already ban smoking in cars, including when
foster children are present, since it is in the best interest of the child. In addition,
child custody legal decisions also ban smoking in cars when children are present,
again in the best interest of the child. Even though cars may be private locations,
sound public policy dictates that government protect children if they are in harm's
way. In fact, HUD's recent regulation will require all HUD public authority housing be
100% smokefree.
Infants, toddlers and young children do not have the verbal skills to communicate
that secondhand smoke is harming them in a car. Secondhand smoke is a class A
carcinogen, the same class as asbestos and benzene. If private cars had asbestos
in the air, the government already has regulations to prevent that exposure.
Secondhand smoke should be treated the same. In addition, third-hand smoke,
which is lingering secondhand smoke that adheres to vehicle surfaces
like the seats and carpeting, continues to gas off the carcinogens and exposes
children to toxins. We hope that your Committee supports measures to protect
youth from involuntary exposure to smoking in vehicles.
Bills #484-2014, 977-2015. As noted above, HUD recently moved forward with a
regulation to ban smoking in all public housing authority buildings throughout the
nation. To reiterate, there is no safe level of secondhand smoke, and secondhand
smoke travels within rooms of individual units, as well as into other units and
common areas. Any bills that this Committee is considering that would eliminate
secondhand smoke exposure, are to be commended, and we thank Council
Members Vacca and Richards for their leadership on these two bills related to
housing.
Bill #1585-2017: We commend Council Member Torres for his leadership on this bill
that requires disclosure of the smokefree policy to tenants. However; there are two
caveats:
(1) Tenants of lower economic status may not be able to afford to live in a 100%
smokefree building, since many of the 100% smokefree resident buildings in New
York City are market rate and not affordable housing. Thus, the proposed

disclaimer notice may work against such tenants if they have an issue with
wafting secondhand smoke migrating into their unit, since they have few if any
choices to have 100% smokefree affordable housing.
(2) The proposed bill may waive a tenant's rights to remedy secondhand smoke
migration into their unit and common area. An analogy is how the warning
labels required on cigarette packs can waive the rights of smokers to sue the
tobacco industry, because they had notice that the products are dangerous to
their health. To rectify this unintended waiver issue with this bill, we STRONGLY
RECOMMEND that language be added explicitly state that a tenant's rights to
remedy any concerns with secondhand smoke are not nullified or waived by
acknowledging the landlord's disclosure of the smoking policy, including no
waiver of their covenant of quiet enjoyment, warranty of habitability and any
other remedy.
Bill #1131-2016: We commend Council Member Lander for his desire to have
pharmacies not sell tobacco products, since the sale of such products contradicts
the inherent purpose of a pharmacy which is to provide healthful products to the
community. CVS Health decided to go tobacco-free, and garnered much
goodwill from the public at large and health advocates, and did not result in longterm negative sales impact.
Bill #1532-2017: We commend Council Member Cabrera for proposing to license ecigarette retailers, and for not allowing pharmacies to sell such products. It should
be noted:
(1) The 2013 amendment to the City's smokefree air law requires such retailers
"register" with the City health department, if their sales are 50% or more from such
products. However, the definition of an electronic cigarette retail dealer under
proposed 1532-2017 is different, in that a retailer needs to be in possession of at
least 20 e-cigarettes with no reference to a 50% minimum in sales. We suggest
that it be clarified whether there will be two different standards for registering vs.
licensing an e-cigarette retailer. Or in the alternative, if the minimum of
possessing 20 e-cigarettes will supercede the 50% requirement for registration.
(2) The proposed bill does not limit the USE of e-cigarettes in the e-cigarette retail
store. To be consistent with the proposed bill to license only existing hookah
lounges and not allow new hookah lounges, we suggest that 1532-2017 only
permit existing electronic cigarette retail dealers currently registered with 50% or
more in sales from such product to apply for the license. As noted by health
experts, there is an exponential increase in the use of electronic smoking devices
amongst youth and young adults, with many scientific studies in peer-reviewed
journals concluding that the use of and exposure to e-cigarette vapor is harmful.
Bill #1547-2017: We commend Council Member Lander for their desire to reduce
points of retail access for cigarettes and other tobacco products in communities.
We recommend that the bill also consider retailer caps for e-cigarettes and related

products, since their usage is increasing exponentially especially amongst youth
and young adults.
Bill #1544-2017: We commend Committee Chair Johnson for proposing to increase
the price floor and taxes on cigarettes and other tobacco products. However,
since there is an exponential increase in e-cigarette use by youth and young
adults, and studies show an inverse relationship between pricing and usage for
tobacco consumption (when prices rise, consumption declines), we suggest that
the bill also create parity on price floors and taxes for e-cigarettes and related
products. If the cost to purchase e-cigarettes and related products is not
increased, there is the likelihood that their consumption will continue to increase.
Thank you for your time to review our comments, and we greatly appreciate all of
the bill sponsors for their contributions.
Sincerely,
Karen Blumenfeld, Esq.
Executive Director
KAB/ms

Testimony to the New York City Council
Committee on General Welfare
Scheduled for April 20, 2017
Thank you for taking the time to read this written testimony, and I apologize for being unable to
attend the hearing in person. My name is Josh Dean and I’m the Executive Director of a small
grassroots organization called Hakook. Our mission is to serve and understand the street
homeless population in New York City. To date, we’ve spoken to over 400 people and donated
over $15,000 worth of winter coats, socks, snack bars, tampons and pads. Myself, along with
my colleagues Audrey McCabe and Amelia Murray, are writing to support Int 1066-2016, which
we feel is a step forward in understanding the scope of New York’s street homelessness issue.
When we make deliveries to people on the street, we stay to talk about their experiences in
shelters and drop-in centers, and also about their experiences trying to access supportive
housing. While our testimony today will focus on the size of the street homeless population, it’s
worth briefly noting the trends we’ve identified within the street homeless population.
Almost every person we have spoken to has visited the shelter system, had a poor experience,
and decided they feel safer and/or more comfortable living on the streets. Experts have told us
that 85-95% of street homeless New Yorkers have at one point visited a shelter. People cite
violence, drugs, and theft, both from other residents and from staff.
Their stories are frightening. One man told us about entering the shelter system sober and
leaving with a drug addiction. He’s currently on the waiting list for Breaking Ground’s
supportive housing, but he stayed outside during the snow storms in the winter as he waited to
be sighted by the street outreach teams enough to become eligible for supportive housing.
One woman told us about waking up with a knife to her face. She was able to wrestle her way
free, but has since decided she feels safer living on the streets than in the shelters.
A veteran told us he was dragged into the bathroom and beaten at 30th Street Bellevue. He
shared his medical record, which listed seven cracked ribs and nearly all his teeth knocked out.
We’ve also met adult families without children who have had trouble documenting their
housing histories (or lack thereof), and have been denied a place in adult family shelters. They,
too, are left with the choice of living apart from their loved one or staying on the streets.
Every night, homeless New Yorkers without children are forced to choose between sleeping on
the streets or the subway, sleeping in a shelter, or sleeping somewhere else. This complex
choice often boils down to a few questions:
•
•
•

What is the temperature and the weather tonight?
How much money were they able to solicit today?
Where do they feel the safest and the most comfortable?

Often times, the weather determines where someone decides to stay. In the graph below, the
blue bars illustrate the decrease in single adults in shelters per night (average) as the weather
gets warmer, and the subsequent increase in the shelter population as the weather gets colder.
In green, the trend illustrates the number of 311 complaints to the Department of Homeless
Services increasing as the weather gets warmer and decreasing as the weather gets colder.
Both trends highlight the notion that there are more people on the street when the weather is
warmer. Note that for April 2017, we took the data with 11 days remaining in the month.

Sources: NYC Open Data – 311 Service Requests from 2010 to Present, DHS Homeless Shelter Census

This trend is especially strong for single adult men. We know that a subpopulation of homeless
New Yorkers will stay in the shelters during the winters and then return to the streets during
the warmer weather. For single adult women, the trend is less apparent.

Sources: NYC Open Data – DHS Homeless Shelter Census

The current quarterly counts show a similar trend. In the colder seasons (spring and fall), the
count found more people on the subways (in green), whereas in the summer, the majority of
people were found in Manhattan (grey). If nothing else, this trend illustrates our general thesis:
people will sleep where they feel most comfortable and most safe.

Source: NYC DHS Quarterly HOPE Counts

For this reason, we believe Int 1066-2016 is a step in the right direction in estimating the true
street homeless population.
Conducting quarterly counts is imperative to understanding the population of street homeless
New Yorkers. A count in the winter, on one of the coldest days of the year, will inevitably
understate the true population. The current quarterly counts are a positive step forward, but
they use different methodologies to collect the data. Experts have told us, off the record, that
these counts cannot and should not be compared like for like to the federally mandated HOPE
Count, where more than 3,000 volunteers canvas every block of the city and high volume
subway stations between midnight and 4AM.
In addition to conducting the counts in warmer months, counting people in “non-visible”
locations is key to developing a true estimate of the street homeless population. Days after our
team volunteered in the HOPE Count, we asked more than a dozen people if they spoke to
volunteers, and the majority of them do not recall being counted, although some said they may
have been asleep.
One gentleman raised enough money that day to sleep overnight in an Internet café in
Chinatown. In the Internet café, he’s able to lean back and stay indoors in a relatively private
area.

Another man slept in a movie theatre, after someone bought him a ticket for a movie. He was
able to stay inside the theatre the entire night.
One gentleman who we are especially close with, a veteran who had previously volunteered
with the HOPE Count but is now homeless, simply went for a walk. He didn’t see any of the
volunteers.
People will sleep wherever they can. While they have their concerns with the shelter system,
the streets are not especially safe or comfortable either. Over the course of our time
volunteering, people have told us they have slept inside ATM vestibules, inside McDonald’s, or
inside hotels if they are able to raise enough money on a given day (especially those with pets
who are not allowed in shelters). Some people have friends who open their doors when the
temperature gets especially low.
While determining the true population of street homeless New Yorkers will not in and of itself
get more people the support they need, we believe it is a necessary step towards truly
understanding the scope of the problem. As such, we believe Int 1066-2016 is a step in the right
direction.

Muslim American Society
New York Chapter
1933 Bath Avenue, Brooklyn, NY 11214 - Tel: (718)232-5905 / Fax: (718)232-5103
E-mail: masyouthcenter@hotmail.com
www.masnewyork.org

Dear Councilman Vincent J. Gentile / New York City Council,
I represent Muslim American Society, which opposes the use of hookah in establishments within
New York City. We find that hookah is a severe health risk both to those who directly inhale
the shisha smoke and to those who inhale it secondhand. It has been found that the use of hookah
results in the intake of more toxic chemicals and harmful substances, including tar and carbon
monoxide, than smoking cigarettes. In fact, the same cancer-causing chemicals found in cigarettes
are found in abundance in hookah. There is no reason why hookah should not be included in
NYC’s Smoke Free Air Act (“SFAA”).
We formally grant our support to Int. 139 by Council Member Vincent Gentile and others
in the Council, which would add hookah to the SFAA.
In addition, we are aware that, as an investigation by DOHMH brought to light, many hookah
bars illegally mix tobacco with the shisha that is smoked on the premises. Enforcement against this
is currently difficult due to the extensive effort needed to prove that the compounds being smoked
include tobacco. The bill would also curtail the expansion of this illegal activity. Since hookah bars
would have to be licensed, they would need to comply much more with government inspections and
be less likely to add tobacco.
It is for the overall health concerns caused by hookah, including that of added tobacco, that
we emphatically urge you to support Int. 139. Hookah is dangerous to people of all
backgrounds and needs to be regulated like all other forms of smoking!

Hisham Morgan
Director of Administration
Muslim American Society of New York

Moroccan American Council to Empower Women

Dear Council Member,
I represent Moroccan American Council to Empower Women, which opposes the use of
hookah in establishments within New York City. We find that hookah is a severe health risk
both to those who directly inhale the shisha smoke and to those who inhale it secondhand. It
has been found that the use of hookah results in the intake of more toxic chemicals and harmful
substances, including tar and carbon monoxide, than smoking cigarettes. In fact, the same
cancer-causing chemicals found in cigarettes are found in abundance in hookah. There is no
reason why hookah should not be included in NYC’s Smoke Free Air Act (“SFAA”).

We formally grant our support to Int. 139 by Council Member Vincent Gentile and
others in the Council, which would add hookah to the SFAA.
In addition, we are aware that, as an investigation by DOHMH brought to light, many hookah
bars illegally mix tobacco with the shisha that is smoked on the premises. Enforcement against
this is currently difficult due to the extensive effort needed to prove that the compounds being
smoked include tobacco. The bill would also curtail the expansion of this illegal activity. Since
hookah bars would have to be licensed, they would need to comply much more with government
inspections and be less likely to add tobacco.
It is for the overall health concerns caused by hookah, including that of added tobacco,
that we emphatically urge you to support Int. 139. Hookah is dangerous to people of all
backgrounds and needs to be regulated like all other forms of smoking!
Sincerely,
Hafida Torres
President
MACEMW

MEMORANDUM IN SUPPORT
New York City Intro 139B, Gentile et. al
To amend the administrative code of the city of New York, in relation to the regulation of nontobacco smoking products, and to amend the fire code of the city of New York, in relations to the
operation of non-tobacco smoking establishments
The New York State Academy of Family Physicians supports New York City Intro 139B, which
would include non-tobacco hookah smoking to the city’s Smoke Free Air Act (SFAA). Currently,
hookah lounges are mostly unregulated, with very few measures in place to ensure that patrons and
employees at these locations are safe from the toxins produced by smoking hookah. This bill
promotes compliance with the SFAA and enhances the City’s ability to provide all New Yorkers with
access to clean air in public places.
The number of establishments in the City that advertise hookah has nearly tripled since 2012. Many
of these hookah lounges have been providing hookah that contains tobacco. Not only is this in
violation of the SFAA, but patrons at these establishments may not be aware that they are smoking
tobacco, in addition to the toxic substances emitted by the charcoal.
Alarmingly, hookah is gaining popularity and accessibility among the city’s youth. In 2014, 16.1
percent of high schoolers and 8.5 percent of middle schoolers had tried hookah. Studies suggest that
youth, especially those under the age of 18 who try these products are much more likely to try
cigarettes. Forming habits like these can be extremely detrimental for youth because the adolescent
brain is far more susceptible to the addictive nature of nicotine.
As family physicians promoting and advocating for patient health and wellbeing, we support all
measures to prevent the use of tobacco or any products that can serve as a gateway to tobacco, given
the lifelong negative health effects it causes, including heart disease, stroke, and lung cancer.
This law would ensure that non-tobacco smoking establishments are compliant with the SFAA by
prohibiting entry to anyone under the age of 21, requiring sanitization of all hookah equipment, and
more clearly banning the use of tobacco or nicotine. Establishments in violation would have permits
revoked.
This legislation will update the SFAA to continue the progress the City has made in reducing use and
exposure to tobacco. For these reasons, the New York State Academy of Family Physicians, which
represents over 6,000 family physicians, residents and students throughout the State supports
New York City Intro 139B, Gentile.

New York City Intro 139B, Gentile et. al
To amend the administrative code of the city of New York, in relation to the
regulation of non-tobacco smoking products, and to amend the fire code of the city
of New York, in relations to the operation of non-tobacco smoking establishments.

INSTITUTE FOR URBAN HEALTH
FELLOWS
LIBRARY

MEMORANDUM IN SUPPORT

The New York Academy of Medicine supports New York City Intro 139B, which would
add non-tobacco hookah smoking establishments to the city’s Smoke Free Air Act
(SFAA). Currently, hookah lounges are mostly unregulated, with very few measures
in place to ensure that patrons and employees at these locations are safe from the
toxins produced by smoking hookah.
The number of establishments in the City that advertise hookah has nearly tripled
since 2012. Many of these hookah lounges have been providing hookah that contains
tobacco. Not only is this in violation of the SFAA, but patrons at these
establishments may not be aware that they are smoking tobacco, in addition to the
toxic substances emitted by the charcoal used in the hookah.
As a private non-profit health policy and research institution devoted to improving
the health of people living in cities, we support measures that discourage the use of
tobacco. This law would ensure that non-tobacco smoking establishments are
compliant with the SFAA by prohibiting entry to anyone under the age of 21,
requiring sanitization of all hookah equipment, and more clearly banning the use of
tobacco or nicotine.
This legislation will update the SFAA to continue the progress the City has made in
reducing use and exposure to tobacco. For these reasons, the New York Academy of
Medicine supports New York City Intro 139B.

1

New York Lawyers
For The Public Interest, Inc.
151 West 30th Street, 11th Floor
New York, NY 10001-4017
Tel 212-244-4664 Fax 212-244-4570
TTY 212-244-3692 www.nylpi.org

April 26, 2017
New York City Council Committee on Health
Dear Members of the Committee:
The New York Lawyers for the Public Interest writes in support of Proposed Int. No. 139-A,
which would “amend the administrative code of the city of New York, in relation to the
regulation of non-tobacco smoking products, and to amend the fire code of the city of New York,
and the New York city mechanical code, in relation to the operation of non-tobacco smoking
establishments.” Our Health Justice program seeks to improve New Yorkers’ health and the
environments they live in and among.
For the past 40 years, New York Lawyers for the Public Interest (NYLPI) has been a leading
civil rights and legal services advocate for New Yorkers marginalized by race, poverty,
disability, and immigration status. Through our community lawyering model, we bridge the gap
between traditional civil legal services and civil rights, building strength and capacity for both
individual solutions and long-term impact. Our work integrates the power of individual legal
services, impact litigation, and comprehensive organizing and policy campaigns. Guided by the
priorities of our communities, we strive to create equal access to health care, achieve equality of
opportunity and self-determination for people with disabilities, ensure immigrant opportunity,
strengthen local nonprofits, and secure environmental justice for low-income communities of
color.
Our full-time staff of 32 includes lawyers, community organizers, social workers, legal
advocates, development professionals, and administrators.
In the past five years alone, NYLPI advocates have represented thousands of individuals and
won campaigns improving the lives of millions of New Yorkers. Our work with community
partners has led to landmark victories including integration into the community for people with
mental illness; access to medical care and government services for those with limited English
proficiency; increased physical accessibility of New York City public hospitals for people with
disabilities; cleanup of toxins in public schools; and equitable distribution of environmental
burdens.
In addition, NYLPI’s Pro Bono Clearinghouse provides critical services to strengthen non-profits
throughout every community in New York City. Drawing on volunteer lawyers from New
York’s most prestigious law firms, we help nonprofits and community groups thrive by
providing free legal services that help organizations overcome legal obstacles, build capacity,
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and develop more effective programs. Through educational workshops, trainings for nonprofit
leaders, individual counseling and a series of publications, the Clearinghouse is at the forefront
of helping nonprofits maximize their impact on communities in each of your Districts.
NYLPI’s Health Justice Program brings a racial justice and immigrant rights focus to health care
advocacy in New York City and State. We work to: (1) challenge health disparities; (2) eliminate
racial and ethnic discrimination and systemic and institutional barriers that limit universal access
to health care; (3) promote immigrant and language access to health care; and (4) address the
social determinants of health so that all New Yorkers can live a healthy life.
Thank you for your time and attention.
Sincerely,

Laura F. Redman
Director, Health Justice Program
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NY CHAPTER 2 OFFICERS
Chapter President
Joseph Abularrage, MD, FAAP
Douglaston, NY

April 25/2017
Chapter Vice President
Steven Goldstein, MD, FAAP
Brooklyn, NY

In Support of Intro 139
Chapter Secretary
Shetal Shah, MD, FAAP
Syosset, NY
Chapter Treasurer
Maurice Chianese, MD, FAAP
New Hyde Park, NY
Immediate Past President
Marc Lashley, MD, FAAP
Valley Stream, NY

NYSAAP Chapters 2 & 3 representing more than 3,000 pediatricians
across the five boroughs of New York City, strongly supports Intro
139 which would require the City to create and implement a health
and safety approach to address the expansion of hooka smoking
throughout the City.

NY CHAPTER 3 OFFICERS
President
Lori Legano, MD
New York, NY
Vice President
Heather Brumberg, MD, MPH
Valhalla, NY
Secretary
Nina Agrawal, MD
Bronx, NY
Treasurer
Daniel Rauch, MD
New York, NY

Intro 139, revised, would send a clear message to the public that
“Hookah smoke is not safe smoke”.
NYSAAP Chapters 2 & 3 fully support adding hookah smoking to
the Smoke Free Air Act so that it will be treated as the real health
challenge that it is, most especially to young people and to those who
would be exposed to second hand smoke.
We also fully support the health and safety requirements as outlined in
the proposal.

Member-at-Large
Sankaran Krishnan, MD
Blauvelt, NY
Member-at-Large
Adriana Matiz, MD
Bronx, NY
Immediate Past President
Maida Galvez, MD, MPH
New York, NY

NY CHAPTER 2 & 3 OFFICE
Executive Director
Elie Ward, MSW
Email: eward@aap.net
Assistant Executive Director
Jessica Geslani
Email: jgeslani@aap.org
NY Chapter 2 & 3, AAP
PO Box 1411
Smithtown, NY 11787
Phone: 516-326-0310
http://www.ny2aap.org
http://www.ny3aap.org

For further information contact:
Elie Ward, MSW
Ex. Director NYSAAP Chapters 2 & 3
Director of Policy & Advocacy NYSAAP

MEMORANDUM IN SUPPORT
New York City Intro 139B, Gentile et. Al
To amend the administrative code of the city of New York, in relation to the regulation of non-tobacco smoking
products, and to amend the fire code of the city of New York, in relations to the operation of non-tobacco
smoking establishments.
Oral Health America, a national nonprofit dedicated to changing the lives by connecting communities with
resources to increase access to care, health literacy, and advocacy for all Americans, especially those most
vulnerable; supports New York City Intro 139B, which would include on-tobacco hookah smoking to the city’s
Smoke Free Act (SFAA). Currently, hookah lounges are mostly unregulated with very few measures in place to
ensure that patrons and employees at these locations are safe from the toxins produced by smoking hookah.
This bill promotes compliance with the SFAA and enhances the City’s ability to provide all New Yorkers with
access to clean air in public places.
Hookah is also an emerging threat to the health of young adults. In 2014, teen use of hookah tripled and has
continued to grow in popularity and accessibility among the city’s youth. Targeted marketing with candy-like
flavors appeal to young people and those who would normally avoid traditional cigarettes are drawn to hookah
and other, more appealing substitutes. Studies find many smokers move from experimental smoking to regular,
daily use between the ages of 18 and 21. Each day, about 580 teens under the age of 18 become regular
smoker, and 1-in-3 will eventually die as result.
Young adults may not consider smoking’s harmful effects on their oral health or the addictive qualities of
hookah tobacco. Smoking hookah results in stained teeth and bad breath but it’s more serious side effects
include an increased risk of gum disease, cancer and a lifetime dependence on tobacco.
Oral Health America is committed to helping Americans of all ages to have a healthy mouth and to understand
the importance of oral health to overall health. We support New York City Intro 139B and its inclusion of
hookah into the city’s Smoke Free Act because we believe it is one step closer to decreasing the rate of tobaccorelated health problems and improving the health of our nation.

Scott E. Sherman, MD, MPH
Department of Population Health

550 First Avenue
th
VZ30, 7 Floor, Room 721
Scott.sherman@med.nyu.edu

April 24, 2017

Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Mr. Johnson,
I am writing in strong support of the upcoming bill before the City Council regarding hookah
(waterpipe) use in New York City. I have provided a separate letter regarding the regulations
proposed for cigarettes and electronic cigarettes. I am an Associate Professor of Population
Health, Medicine and Psychiatry at NYU School of Medicine and an Associate Professor at the
New York University College of Global Public Health.
I am an international expert on hookah use. I was Co-Chair of the First International Conference
on Waterpipe Tobacco Research in 2013, and was on the Planning Committee for the Second
International Conference in 2014, as well as for the upcoming Third International Conference in
2017. Over the last 3 years, I have published a dozen scientific papers on waterpipe smoking,
and I led the only scientific study to date worldwide examining hookah businesses. The hookah
research builds on my career and work for the previous two decades focused on helping people
to stop smoking cigarettes. My research has been funded by the National Institutes of Health,
Veterans Health Administration and California Tobacco-Related Diseases Research Program.
The bill being considered by the City Council has several important and fundamental issues for
regulating hookah use to protect the health of the public. First and foremost, it adds hookah
smoke (regardless of whether it is tobacco or non-tobacco) to the Smoke Free Air Act. Second,
it requires hookah smoking establishments to be registered with the Department of Health and
Mental Hygiene (DOHMH), a necessary first step in monitoring this business which affects
people’s health. Third, it gives DOHMH the ability to revoke an establishment’s permit if they are
found to be selling tobacco for use in the hookah, a violation of New York City policies. Finally, it
requires hookah businesses to clean the waterpipes between uses, to prohibit sales to people
under age 21 and to comply with the New York City General Fire Code Provisions.
Each of these provisions is important and will help to protect the health of New York City
residents. Our research has shown that hookah smoke is hazardous, both to the individual
smoker and to non-smokers who breathe in the smoke (secondhand smoke). The US Surgeon
General’s Report has unequivocally stated that secondhand cigarette smoke is dangerous,
causing both disability and death. We recently showed that secondhand hookah smoke causes
high levels of the same compounds shown to be harmful from secondhand cigarette smoke. In
fact, in homes where people smoke hookah, the level of harmful compounds in the air of
adjacent (non-smoking) rooms was worse than in the actual room where people were smoking

cigarettes. Put differently, even being one room away from a hookah smoking session leads to
exposure to levels of airborne compounds that we already know to be dangerous.
In two separate projects, my colleagues have examined what is being served in hookah
establishments in New York City, with one colleague measuring the air and the other sampling
the material being combusted in the hookah pipe. Each of them found that nearly all –
approximately 90% – of establishments were serving tobacco, in direct violation of current New
York City regulations. Giving DOHMH the ability to enforce compliance with New York City
regulations is crucial to protecting the health of people who visit hookah establishments.
Finally, when I have given talks at universities on hookah, I have had multiple people come up
to me afterwards saying that they used to go to hookah establishments when they were under
age 18 because the establishments served them alcohol without requiring proof of age.
Needless to say, this is terrible for public health, as not only does it allow illegal sales and
consumption of alcohol, but it also encourages hookah smoking as a way to do so.
I strongly encourage the City Council to endorse and pass this bill regulating hookah
establishments.

Sincerely,

Scott E. Sherman, MD, MPH
Co-Chief, Section on Tobacco, Alcohol and Drug Use
Associate Professor of Population Health, Medicine and Psychiatry
212-686-7500 x3018 (O) / 212-951-3269 (F)

Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
April 25, 2017

Dear Mr. Johnson:
I am writing to support the proposed tobacco legislation that will be heard by the Health
Committee on April 27. New York City has made extraordinary efforts to combat the death and disease
caused by tobacco. Tobacco products and non-tobacco shisha are dangerous. Their use is a major public
health concern that we cannot overlook. These bills will help take the next step towards ending the
tobacco epidemic for good.
The World Health Organization’s Framework Convention on Tobacco Control (FCTC)1 is the
world’s first public health treaty. The treaty and its guidelines provide international best practices for
tobacco control. While the U.S. has signed the treaty, it is not yet a Party. However, 179 countries and the
European Union representing nearly 90% of the world’s population are Parties to the FCTC2; a clear
indication of the near global acceptance of these strategies. These bills incorporate several of these best
practices. I mention just a few of the bills below, but Action on Smoking and Health finds all of the bills in
this package worthwhile, and I believe that they will have a significant, positive impact on the health of
New Yorkers.
Proposal Int 1544-2017- increased prices and tax
This bill raises the minimum price for tobacco products and imposes a new 10% local tax on
other tobacco products. The international community has recognized price and tax increases as an
effective way to reduce smoking rates, and therefore included it in Article 6 of the FCTC3. Domestically,
the U.S. Surgeon General has called raising prices on cigarettes “one of the most effective tobacco
control interventions.” 4 In high-income countries, like the United States, a 10% increase in tobacco
1

World Health Organization, Framework Convention on Tobacco Control,
http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.
2

WHO FCTC, Parties to the Framewok Convention on Tobacco Control, http://www.who.int/fctc/signatories_parties/en/.

3

WHO FCTC, Article 6. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.

4

U.S. Department of Health and Human Services (HHS), The Health Consequences of Smoking: 50 Years of Progress. A Report of
the Surgeon General, Atlanta, GA: HHS, Centers for Disease Control and Prevention (CDC), National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking and Health, 2014. http://www.surgeongeneral.gov/library/reports/50years-ofprogress/index.html
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prices will reduce consumption by about 4% for adults.5 Tobacco taxes are particularly effective in
preventing or reducing tobacco use among young people. A 10% price increase decreases youth smoking
by about 7%.6
Proposal Int 1131-2016- pharmacies
This bill prohibits pharmacies from selling tobacco products. Tobacco products are the number
one cause of preventable death and disease7, and selling them is antithetical to pharmacies’ goals of
improving people’s health. Several cities, including San Francisco and Boston8, have already taken this
step to protect the health of their citizens, and New York should as well.
Int 1585-2017- disclosure of smoking policies
This bill requires owners of residential buildings to create a policy on smoking and disclose it to
both current and prospective residents. Although this bill does not require a building to adopt a no
smoking policy, it allows prospective tenants to make a fully informed decision about whether or not
they want to live in a building. In 2011-2012, more than 1 in 3 (36.8%) nonsmokers who lived in rental
housing were exposed to secondhand smoke.9 This is no small problem; since 1964, approximately
2,500,000 nonsmokers have died from health problems caused by exposure to secondhand smoke.10
This bill allows potential tenants to decide whether or not living in a building that allows
smoking is an acceptable level of risk to their health and that of their children. The disclosure that this
bill requires is supported by Article 8 of the FCTC which calls for universal protection from exposure to
tobacco smoke11, and also Article 1212, which encourages public education and awareness.

5

World Health Organization, Raise Taxes on Tobacco,
http://www.who.int/tobacco/mpower/publications/en_tfi_mpower_brochure_r.pdf.
6

Campaign for Tobacco Free Kids, RAISING CIGARETTE TAXES REDUCES SMOKING, ESPECIALLY AMONG KIDS,
https://www.tobaccofreekids.org/research/factsheets/pdf/0146.pdf.
7

Centers for Disease Control and Prevention (CDC), Smoking and Tobacco Use.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/.
8

Americans for Non-Smokers Rights, Tobacco Free Pharmacies, http://no-smoke.org/learnmore.php?id=615.

9

Centers for Disease Control and Prevention (CDC), Secondhand Smoke Facts.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/.
10

Id.

11

WHO FCTC, Article 8. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.

12

WHO FCTC, Article 12. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.
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Conclusion
Unfortunately, tobacco use is still the leading cause of preventable death in the United States.13 Every
year, over 480,000 people in the United States14 and over 28,000 New Yorkers15 die from tobacco
related diseases. New York City has taken a progressive role as a leader in the area of tobacco control.
This legislation can continue that tradition and save many people from tobacco related death and
disease. I urge the committee to pass these important policies.
Best Regards,

Laurent Huber
Executive Director, Action on Smoking & Health
Ambassador, Framework Convention Alliance on Tobacco Control

13

Supra note 7.

14Centers

for Disease Control and Prevention (CDC), Tobacco Related Mortality.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/tobacco_related_mortality.
15

Campaign for Tobacco Free Kids, The Toll of Tobacco in New York.
https://www.tobaccofreekids.org/facts_issues/toll_us/new_york.
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April 27, 2017
Hookah Legislation
Note that while I am a member of Community Board 1, in Queens, I am not a
member of the health committee and did not vote on any resolution brought
by CB1. I am here as a private citizen and do not in any way represent
Community Board 1 in Queens. I am speaking on behalf of Le Souk and Faluka
in the west village.
The legislation reads that in order to qualify for a permit 50% of the gross
sales must be Hookah related. . I feel this would be too restrictive and penalize
many current businesses.
However, initially I read the summary from Councilman Gentile. It stated that
the requirement for permit was 50% of the “Profit”. This we are in favor of.
(See attached). This is a much more accurate way of determining the
importance of Hookah sales to a businesses survival.
50 % of the profit is fair: note that the profit margins in hookah are up to 80
%, so even if hookah is not as large % of the gross, it still may qualify. It is a
fine line between supporting local business (especially those with a cultural
legitimacy) and public health. It sounds like this bill works.
The other question I have is how the accounting is done. What accounting
procedure is used in order to determine eligibility, whether a percentage of
the gross sales or profit?
Permits cause vendors to be more responsible, a good thing.
The requirements for cleanliness, ventilation, and proper charcoal handling
are a definite imperative.
And the requirement for 21 and older, as long as enforced, is very important.
The hookah bars have been used by underage teens for years for illegal
activities, like drinking, etc.
So in general I think this bill (Based on 50% of the profit, not gross revenue)
allows for businesses that exist primarily from the sale of hookah to continue
in business, while others that have other significant sources of revenue would
cease, hopefully reducing the spread of hookah to populations that do not
have a cultural history of use and positively effecting public health.
Richard Khuzami
2538 18th St, Astoria NY 11102
917 701 6023

April 27, 2017
Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Councilmember Johnson,
Please see the attached testimony on behalf of NYPIRG. NYPIRG has long been involved in the
effort to protect New Yorkers of all ages from the negative effects of smoking—from addressing
tobacco marketing, to supporting smoke-free spaces. In 2013-14, NYPIRG worked with NYC
Smoke-Free to create a mentorship program between high school students and college students at
CUNY colleges. The program paired students together to educate their peers about the health
effects of tobacco use and the industry’s targeted marketing strategies.
The program was continued in 2015 and 2016. Each year, students participated in a community
mapping survey of tobacco advertisements. The reports are neighborhood snapshots and
collected anecdotal evidence, and therefore does not constitute a scientific report.
In total, areas surrounding 10 high schools in nine neighborhoods of the Bronx, Brooklyn, and
Queens were surveyed. An alarming 906 tobacco advertisements and product displays were
observed by surveyors. We invite you to review the full reports (attached). They are also
available online:
Still At Risk, 2016: http://www.nypirg.org/pubs/NYPIRG_REPORTSTILL_AT_RISK_Sept_2016.pdf
Adverse Advert, 2015: http://www.nypirg.org/health/adverseadvertsreport.pdf
Overexposed, 2014: http://www.nypirg.org/health/overexposed/index.html
Thank you for the opportunity to present this information. Please do not hesitate to contact
NYPIRG with questions or requests.
Sincerely,
Megan Ahearn
Program Director
9 Murray St, Lower Level ¨ New York, NY 10007 ¨ 212-349-6460
REGIONAL OFFICES: CAPITAL DISTRICT, HUDSON VALLEY, LONG ISLAND, NEW YORK CITY, SOUTHERN TIER, WESTERN AND
CENTRAL NEW YORK
NEW YORK PUBLIC INTEREST RESEARCH GROUP FUND, INC. ¨ WWW.NYPIRG.ORG
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INTRODUCTION AND EXECUTIVE SUMMARY
Tobacco remains the number one leading cause of preventable death in the United States.1 In New York
City, tobacco use kills more people than AIDS, illegal drugs, homicide, and suicide combined.2 In an attempt
to distract the public from these staggering facts, the tobacco industry spends $213.5 million each year in
New York to market their products. Because of legal restrictions, cigarette ads have left billboards and TV
commercials and now bombard customers in local corner stores, pharmacies, and other stores that the tobacco industry knows young people visit frequently. What’s more, out of the nearly ten thousand licensed
tobacco retailers in the city, 75% are within 1,000 feet of a school.3 It would seem that Big Tobacco is
crowding in on the places that our children frequent.
The U.S. Centers for Disease Control and Prevention (“CDC”) has found that reducing exposure to tobacco advertisements and products during adolescence and teenage years will dramatically decrease the
number of addicted adult smokers in New York City.4 The less tobacco marketing youth see, the less likely
they are to smoke.
NYPIRG has a long and successful history protecting New Yorkers of all ages from the negative effects of
smoking, from targeted marketing to smoke-free spaces. This year, NYPIRG is continuing our work with
the NYC Coalition for a Smoke-Free City (hereafter “the Coalition”), a health advocacy group that works
throughout the five boroughs to increase awareness of tobacco control issues among community members and stakeholders to reach the following goals: reduce youth exposure and access to tobacco products;
limit the effects of tobacco advertising and promotion on youth; and expand community awareness of the
health effects of secondhand smoke.
As part of NYPIRG’s work with the Coalition, a pilot mentorship project was launched at Bronx Community College, Brooklyn College, and Queens College. The program paired college and high school students who are interested in the public health arena, community-based service, or community education
campaigns. Students completed a local mapping survey which plotted tobacco advertisements and displays
they observed within a three to six block radius around their high school. The survey collected anecdotal
evidence and is not a scientific report.
The mentorship program educated participants about the health effects of tobacco use and the industry’s
marketing, exposed them to Big Tobacco’s advertising strategy, and empowered them to act in their comU.S. Department of Health and Human Services. How Tobacco Smoke Causes Disease: The Biology and Behavioral Basis for Smoking-Attributable Disease: A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control
and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2010. Available at
www.surgeongeneral.gov/library/tobaccosmoke/report/executivesummary.pdf.
2
U.S. Department of Health and Human Services. _The Health Consequences of Involuntary Exposure to Tobacco Smoke: A Report of the
Surgeon General_ Six Major Conclusions of the Surgeon General._ Office on Smoking and Health, 2006.
3
Luke, Douglas A., PhD, et. al. "Family Smoking Prevention and Tobacco Control Act: Banning Outdoor Tobacco Advertising Near Schools
and Playgrounds." (American Journal of Preventive Medicine; 40(3): 295-302), 2011.
4
Supra note 1.
1

Community Mapping Survey Results • 3

munities. The anecdotal survey results and mapping project serve as a reminder of the saturation of tobacco
advertisements, product displays and other marketing (collectively referred to as “tobacco ads” or “ads”
throughout this report) that youth are exposed to in their everyday lives. The Community Mapping Survey found the following:
NYPIRG staff and student volunteers surveyed 45 stores.
• 24 stores were in Flatbush (53%)
• 12 stores were in Tremont (27%)
• 9 stores were in Flushing (20%)
NYPIRG students and staff volunteers observed at least one tobacco ad in the following types
of stores:
• 31 Corner Store/Bodegas
• 5 gas stations
• 3 pharmacies
• 3 grocery stores
• 2 smoke shops
• 1 non-food retail store
Surveyors observed 136 tobacco ads on the exteriors of store buildings.
• Of the 136 total exterior ads, 107 ads were observed in the Flatbush area, 15 ads were observed in the Tremont area, and 14 ads were observed in the Flushing area.
Surveyors observed 209 total tobacco ads on the interior of stores.
• Of the 209 total interior ads, 120 ads were observed in Flatbush, 46 ads were observed in
Tremont, and 43 ads were observed in Flushing.
Surveyors observed a total of 345 interior and exterior tobacco advertisements within a small radius
around the three high schools included in the project.
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SURVEY HIGHLIGHTS
Survey Methodology
Volunteers were trained by NYPIRG’s
Smoke-Free Project Coordinator to
canvass neighborhoods and map tobacco advertisements, product displays, and other marketing observed on
the exterior and interior of stores.
Three neighborhoods, Flatbush in
Brooklyn, Tremont in the Bronx, and
Flushing in Queens, were surveyed between April and June 2013. In each
neighborhood, between three and six
main blocks were surveyed directly surrounding a high school. Small, residential streets that do not provide
Photo: Megan Ahearn
through-traffic to the main blocks were
not always included. For instance, in Flatbush, the main thoroughfares of Nostrand Avenue, Bedford Avenue, and Flatbush Avenue were included, but the residential streets of East 21st Street through East 29th
Street were not included.
Effort was taken to map an area of similar significance and size in each neighborhood. This always included the streets directly around the high school and contiguous streets with local bus and subways stops
that serve the school. The survey results collected are anecdotal and unscientific.
Maps of each neighborhood are attached to this report. The areas surveyed include:
Flatbush: Ditmas Avenue, Newkirk Avenue, Foster Avenue, Farragut Road, and Avenue I all between Ocean Avenue and Flatbush Avenue as well as Flatbush Avenue, Bedford Avenue, and
Ocean Avenue between Ditmas Avenue and Avenue I and Nostrand Avenue between Glenwood Road and Avenue I.
Tremont: East 180th Street, East 179th Street, East 178th Street, and East Tremont Avenue all
between Washington Avenue and Hughes Avenue, as well as Washington Avenue, Bathgate
Avenue, 3rd Avenue, Lafontaine Avenue, Arthur Avenue, and Hughes Avenue all between East
180th St and East Tremont Avenue, and Monterey Avenue between East 179th Street and East
Tremont Avenue.
Flushing: Horace Harding Expressway, Reeves Avenue, Melbourne Avenue, and Jewel Avenue
all from Kissena Boulevard to Main Street, as well as Main Street and Kissena Boulevard both
between Horace Harding Expressway and Jewel Avenue.
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All stores in each neighborhood were canvassed; however, a store was only surveyed when at least one exterior ad, interior ad, tobacco product display or other tobacco company marketing was observed. For each
completed survey, the type of business was identified. Surveyors were asked to classify each store by one
of these categories:
•
•
•
•

Corner Store/Bodega
Non-Food Retail
Restaurant
Other:_________________________

Types of stores which were identified as “Other” include gas stations, pharmacies, smoke shops*, and
grocery stores.
Types of Businesses Surveyed
A store was surveyed when at least one exterior ad, interior ad, tobacco product display or other tobacco
marketing was observed. Traditional tobacco cigarettes, hookah, cigar, cigarillo, and electronic cigarette ads
were all included in the survey. In total, our staff and student volunteers surveyed 45 stores.
• 24 stores were in Flatbush (53%)
• 12 stores were in Tremont (27%)
• 9 stores were in Flushing (20%)
In total, 31 Corner Store/Bodegas, 5 gas stations, 3 pharmacies, 3 grocery stores, 2 smoke shops, and 1
non-food retail store were surveyed. Corner Stores/Bodegas represent 69% of total stores surveyed, gas stations represent 11%, pharmacies and grocery stores represent 7% apiece, smoke shops represent 4%, and
non-food retail represents 2%. Corner Store/Bodegas represented the most common location for tobacco
ads in all boroughs.
• In Flatbush, 15 Corner Store/Bodegas, 3 grocery stores, 2 gas stations, 2 smoke-shops, 1 pharmacy,
and 1 non-food retail store were surveyed. Flatbush had the most diverse type of stores included
in the survey.
• In Tremont, only Corner Store/Bodegas were found to have tobacco advertisements. 12 Corner
Store/ Bodegas were surveyed.
• In Flushing, 4 Corner Store/Bodegas, 3 gas stations, and 2 pharmacies were surveyed. Flushing represented the most even split between types of stores.
* Only the exteriors of the two smoke shops were surveyed since you must be 18 years or older to enter the
stores. However, passersby of all ages are exposed to the store exteriors.
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Exterior Advertisements
Surveyors observed 136 total tobacco advertisements on the exteriors of store buildings including the walls, windows, doors, and other
property of the establishment. Of the 136 total
exterior ads, 107 ads were observed in the Flatbush area, 15 were observed in the Tremont
area, and 14 were observed in the Flushing
area. Flatbush ads represent 79% of total exterior ads observed, Tremont ads represent 11%,
and Flushing ads represent 10%.
Interior Advertisements
Surveyors observed 209 total tobacco advertisements on the interior of stores. The interior of
the store includes in, on and around counters,
shelves, registers, interior walls, ceilings, and
other places easily visible from anywhere a customer might stand. Compared to the total number of interior ads observed, Flatbush represented
57%, Tremont represented 22% and Flushing
represented 21%. Citywide, of the 209 total toPhoto: Robert Noonan
bacco ads, 74 (or 35.4%) were visible from the
doorway into the store. In Flatbush, surveyors observed 120 interior tobacco ads, 33 of which were visible from the door. In Tremont, surveyors observed 46 interior tobacco ads, 21 (nearly half ) of which
were visible from the door. In Flushing, surveyors observed 43 interior tobacco ads, 20 (nearly half ) of
which were visible from the door.
Health Warnings
There were only 11 health warnings about smoking observed at eight different stores. 4 warnings in
3 stores were observed in Flatbush, 6 warnings in 4 stores were observed in Tremont, and 1 warning
in 1 store was observed in Flushing. These signs are posted voluntarily and possibly remnant of a
New York City mandate for tobacco retailers to post graphic warnings that was ultimately overturned
in the courts.
Brand Observations
Newport brand tobacco product advertisements were found most frequently on store exteriors, followed
by Marlboro. However, Newport was only seen on the exterior of one store in Flushing, Queens. Inside of
stores, Newport brand tobacco products were again found the most frequently, followed by Marlboro.
However, it is worth noting that Newport advertisements were not observed in any store interiors in Flushing (see Brand Frequency List pg 13-15 for more information).

Community Mapping Survey Results • 7

Conclusion
The large amount of advertising around schools, as shown by this survey, indicates an effort by tobacco
companies to reach audiences that include youth. While youth are engaging one another on public health
issues related to smoking and helping their peers make decisions in their own best interest, we can do more.
This problem is one that the public is supportive of tackling head on. According to a 2011 public opinion
survey, 65% of New Yorkers support limiting tobacco retailers near schools. For more information please
visit www.nypirg.org/health or www.nycsmokefree.org.
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Flatbush Map*

* For all maps, highlighted blocks were canvassed and black marks indicate a store which was
surveyed.
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Tremont Map
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Flushing Map
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BRAND FREQUENCY LISTS

CITYWIDE
Exterior, [Brand] at [number of stores]

Interior, [Brand] at [number of stores]

Newport, 23

Newport, 22

Marlboro, 8

Marlboro, 18

Blu e-Cigarette, 7

Maverick, 15

Eonsmoke, 6

Black and Mild, 10

Maverick, 5

Blu e-Cigarette, 10

Camel, 5

Parliament, 9

Njoy, 3

Pall Mall, 5

Parliament, 3

Camel, 5

Spirit, 3

Salem, 4

Backwoods, 2

Eonsmoke, 4

USA Gold, 2

Backwoods, 4

Fortuna, 2

American Spirits, 2

Phillies, 2

USA Gold, 2

Black and Mild, 1

Logic, 1

American Spirit, 1

NJoy, 1

Mild Seven, 1

Bugler, 1

Logic, 1

Spirit, 1

Hookah, 1

Hookah, 1

Capone, 1

Imperial, 1

White Owl, 1

Palma, 1

Remington, 1

Capri, 1

Leaf cigars, 1

Kool, 1

Cheyenne, 1

D'ville, cigars 1

Premium cigars, 1

Drum, 1

E-Z wider, 1

Skoal, 1
Zig Zag, 1
Entourage, 1
Swisher Sweets cigars, 1
Phillies, 1
Blue Crush, 1
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FLATBUSH, BROOKLYN
Exterior, [Brand] at [number of stores]

Interior, [Brand] at [number of stores]

Newport, 17

Newport, 13

Marlboro, 8

Marlboro, 8

Blu e-Cigarette, 5

Maverick, 7

Maverick, 4

Black and Mild, 7

Parliament, 3

Blu e-Cigarette, 5

Camel, 2

Parliament, 4

NJoy, 2

Pall Mall, 3

Phillies, 2

Camel, 2

Backwoods, 2

Salem, 2

Eonsmoke, 1

Eonsmoke, 2

Hookah, 1

Logic, 1

Leaf cigars, 1

Phillies, 1

Logic, 1

D'ville cigars, 1

Mild Seven, 1

Backwoods, 1

Cheyenne, 1

Drum, 1

Remington, 1

Bugler, 1

Black and Mild, 1

Spirit, 1

USA Gold, 1

Hookah, 1

Capone, 1

Imperial, 1

White Owl, 1

Palma, 1

Spirit, 1

Capri, 1
Kool, 1
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TREMONT, THE BRONX
Exterior, [Brand] at [number of stores]

Interior, [Brand] at [number of stores]

Newport, 5

Newport, 9

Eonsmoke, 3

Maverick, 8

Spirit, 2

Blu e-Cigarette, 4

Maverick, 1

Black and Mild, 3

Blu e-Cigarette, 1

Parliament, 2
Marlboro, 2
Salem, 2
Eonsmoke, 1

FLUSHING, QUEENS
Exterior, [Brand] at [number of stores]

Interior, [Brand] at [number of stores]

Camel, 3

Marlboro, 8

Fortuna, 2

Parliament, 3

Newport, 1

Camel, 3

Blu e-Cigarette, 1

Backwoods, 3

NJoy, 1

Pall Mall, 2

Eonsmoke, 1

USA Gold, 2

USA Gold, 1

American Spirits, 2

Premium cigars, 1

Blue Crush, 1

American Spirit, 1

Blu e-Cigarette, 1

E-Z wider, 1

Eonsmoke, 1
NJoy, 1
Skoal, 1
Zig Zag, 1
Entourage, 1
Swisher Sweets cigars, 1
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Survey Copy- Page 1
Surveyor Name: ___________________________________
School: __________________________________________
Phone #: _________________________________________
Date: ___________________________________________
Instructions:
Thank you for taking part in this community mapping survey! To complete this survey, you will need a pen, this paper survey, a camera and a tape measure. Fill out the answers to the below questions when you observe any sort of tobacco or anti-tobacco advertisements (ads) on the exterior or interior of stores within the designated number of blocks from your high school, college campus
and/or home addresses. Advertisements include pricing and promotion announcements, traditional advertisements, tobacco brand
labels, the cigarettes themselves, health announcements, etc. If you are unsure, take a picture of the advertisement and fill out the survey in full. Use a different survey form for each store that you observe tobacco and/or anti-tobacco ads on or in. Please take a picture
that can be emailed at a later time of all tobacco or anti-tobacco ads and signs. Please be as specific as possible in your answers.
Business Name:
Street Address:
Type of Business:

Borough:
Zip-Code:
❏ Corner Store/Bodega
❏ Non-Food Retail
❏ Restaurant
❏ Other: ___________________________

1. EXTERIOR TOBACCO ADVERTISEMENTS
o How many tobacco ads are on the exterior of the store?: _______________________________________
o List the tobacco brands that are advertised on the store’s exterior?:
_____________________________________________________________________________________
o For each ad, where is it placed (near door, on window, at eye level/near ground/above head, etc.)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
2. INTERIOR TOBACCO ADVERTISEMENTS
o When you first enter, how many tobacco ads are visible from the doorway?: _______________________
o Do you see any tobacco ads inside the store?:(circle one) YES or NO
• If YES, how many?: _____________________________________________________________
o What tobacco brands are advertised in the store?: _____________________________________________
_____________________________________________________________________________________
o For each ad, where is it placed (on counter, in front of register, behind register/counter, on window, hanging from ceiling, on store shelves, on wall at eye level/near ground/above head, etc.)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
o For each ad, how large is the largest text (use tape measure)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
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Survey Copy- Page 2
o For each ad, what colors are used (please be specific and include whether they are bright, dull, etc)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
3. INTERIOR TOBACCO PRODUCT DISPLAYS
o Do you see cigarette packs OR cartons displayed anywhere in the store?: (circle one) YES or NO
o Do you see other tobacco products (e.g., smokeless products, cigars, pipes, papers, loose tobacco, etc.) displayed anywhere
in the store?: (circle one) YES or NO
o Do you see cigarette packs, cartons or other tobacco products displayed behind the cash register?: (circle one) YES or NO
o Please describe each tobacco product display. Measure shelf space by counting the number of “pack facings” on the front
row of shelves and displays. Count the number of packs across and down and multiply. Cartons stacked with the longest side
facing front count as five packs; cartons stacked with the shorter side facing front count as two. One pack facing equals
seven square inches.
• DISPLAY 1:
• Location of display: _______________________________________________________
• Size of display (total pack facings/horizontal x vertical): __________________________
(size in sq. inches or pack facings x 7): ______________________________
• DISPLAY 2:
• Location of display: _______________________________________________________
• Size of display (total pack facings/horizontal x vertical): __________________________
(size in sq. inches or pack facings x 7): ______________________________
4. ANTI-TOBACCO HEALTH-WARNING ADVERTISMENTS/SIGNS
o Are there any anti-tobacco health warning ads on or in the store?: (circle one) YES or NO
• If YES, how many are there?: ______________________________________________________
o For each health-warning ad, where is it placed (on counter, in front of register, behind register/counter, on window, hanging from ceiling, on store shelves, on wall at eye level/near ground/above head, etc.)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
o For each health-warning ad, how large is the largest text (use tape measure)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
•Additional ads: _________________________________________________________________
o For each health-warning ad, what colors are used (please be specific, include whether bright, dull, etc)?
• Ad 1: _________________________________________________________________________
• Ad 2: _________________________________________________________________________
• Ad 3: _________________________________________________________________________
• Ad 4: _________________________________________________________________________
• Additional ads: _________________________________________________________________
5. What grabbed your attention most as you went through the store?:
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INTRODUCTION AND EXECUTIVE SUMMARY
Tobacco remains the number one cause of preventable death in the United States.1 Tobacco use has
prematurely killed ten times more United States citizens than in all the wars fought by the U.S.
throughout its history.2 Tobacco marketing is an especially significant issue when it comes to youth.
Currently, 19,000 New York City public high school students under the age of 18 smoke, and nearly
30,000 others tried smoking for the first time.3 Nationally, one out of every thirteen current smokers will
die prematurely from smoking-related illnesses.4
The largest cigarette companies are investing big money to reach new smokers, spending over $9 billion
nationally—and $213.5 million in New York—to market their products each year.5 Due to legal
restrictions, cigarette advertisements have left billboards and TV commercials. Now, they bombard
customers in local corner stores and bodegas, pharmacies, and other stores. Unfortunately, these also
happen to be places that young people visit frequently. The U.S. Surgeon General has found that the
more tobacco advertising and marketing youth see, the more likely they are to smoke.6 There are over
9,000 licensed tobacco retailers in New York City and 75% of them have been found to be within 1,000
feet of a school.7
NYPIRG has a long and successful history protecting New Yorkers of all ages from the negative effects
of smoking—from addressing tobacco marketing targeting youth to supporting smoke-free spaces.
In 2013-14, NYPIRG worked with NYC Smoke-Free, formerly the NYC Coalition for a Smoke-Free
City, to create a mentorship program between high school students and college students at four CUNY
colleges. The program paired students together to educate their peers and the public about the
health effects of tobacco use and the industry’s targeted marketing strategies. It culminated in a
community mapping survey of tobacco advertisements, Overexposed, which can be viewed at
www.nypirg.org/health/overexposed.
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1

U.S. Department of Health and Human Services. The Health Consequences of Smoking—50 Years of Progress: A Report of
the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and
Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2014.
2
Supra note 1.
3
Stalvey L, Grimshaw V, Johns M, Coady MH. Promotion of Tobacco Products in Retailers in New York City. NYC Vital
Signs 2013; 12(1):1-4.
4
Supra note 1.
5
U.S. Federal Trade Commission (FTC), Cigarette Report for 2012, Issued March 27, 2015.
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2012/1503272012cigaretterpt.pdf; and Campaign for Tobacco Free Kids, estimated tobacco industry marketing in NYS prorated based on
cigarette pack sales in the state. http://www.tobaccofreekids.org/facts_issues/toll_us/sources/.
6
U.S. Department of Health and Human Services. Preventing Tobacco Use Among Youth and Young Adults: A Report of the
Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2012.
7
Luke, Douglas A., PhD, et. al. "Family Smoking Prevention and Tobacco Control Act: Banning Outdoor Tobacco
Advertising Near Schools and Playgrounds." (American Journal of Preventive Medicine; 40(3): 295-302), 2011.!
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In 2015, NYPIRG embarked on an exploration to address community-based tobacco control issues within
New York City, and more specifically, youth exposure to tobacco products and tobacco advertising.
Students and NYPIRG staff worked together to survey and map tobacco advertisements and displays they
observed within a one to seven block area surrounding high schools in three Brooklyn neighborhoods: the
High School of Telecommunications, Arts and Technology in Bay Ridge; Coy L. Cox School (PS 369) in
Boerum Hill; and two high schools across the street from one another in Bushwick—Bushwick Leaders
High School for Academic Excellence and EBC High School for Public Service (K 545). These
locations provided a snapshot of tobacco marketing in three geographically and socio-economically
diverse neighborhoods.
The neighborhood snapshot collected anecdotal evidence, and therefore does not constitute a scientific
report. The results spotlight the tobacco advertisements, product displays and other marketing
(collectively referred to as “tobacco ads” or “ads” throughout this report) that youth may be exposed to in
their everyday lives. NYPIRG staff and student volunteers surveyed 41 stores: 34 corner stores/bodegas;
2 discount chains; 2 gas stations; 2 smoke shops/hookah bars; and 1 grocery store.
The Tobacco Marketing Neighborhood Snapshot found the following:
•

•

•

Surveyors observed 113 tobacco ads on the exteriors of store buildings.
♦
Of the 113 total exterior ads, 52 ads were observed surrounding the two Bushwick high
schools, 33 ads were observed surrounding the Bay Ridge high school, and 28 ads were
observed surrounding the Boerum Hill high school.
Surveyors observed 101 total tobacco ads on the interior of stores.
♦
Of the 101 total interior ads, 43 ads were observed surrounding the two Bushwick high
schools, 36 ads were observed surrounding the Bay Ridge high school, and 22 ads were
observed surrounding the Boerum Hill high school.
Surveyors observed 96 total tobacco product displays on the interior of stores.
♦
Of the 96 total tobacco product displays, 60 displays were observed surrounding the two
Bushwick high schools, 22 displays were observed surrounding the Boerum Hill high school,
and 14 displays were observed surrounding the Bay Ridge high school.

Surveyors observed a total of 310 tobacco
advertisements and product displays within
one to seven blocks surrounding the high
schools in the three neighborhoods included in
the project.

!
!
!
!

ADVERSE ADVERTS | 4

NEIGHBORHOOD SNAPSHOT HIGHLIGHTS
Methodology
Volunteers were trained by NYPIRG’s Organizing Director to canvass neighborhoods and map tobacco
advertisements, product displays, promotional product pricing, and other marketing observed on the
exterior and interior of stores. Three neighborhoods in Brooklyn, NY—Bay Ridge, Boerum Hill, and
Bushwick—were surveyed between August and September 2015.
These locations provided a snapshot of tobacco marketing in three geographically and socioeconomically diverse neighborhoods. In each neighborhood, between one and seven blocks directly
surrounding a high school were surveyed.
Effort was taken to map an area of similar significance and size in each neighborhood. This always
included the streets directly around the high school and contiguous streets with local bus and subways
stops that serve the school. Maps of the neighborhood snapshot area in each neighborhood are attached
to this report.
All stores in each defined survey area of each neighborhood were canvassed; however, a store was only
surveyed when at least one exterior ad, interior ad, or tobacco product display was observed. For each
completed survey, the type of business was identified. Surveyors were asked to classify each store by
one of these six categories:
! Corner Store/Bodega
! Grocery Store
! Non-Food Retail
! Gas Station
! Restaurant
! Other: _________________________
Types of stores which were identified as “Other” include smoke shops, bars, and discount chains. Note: only
the exteriors of smoke shops and bars were surveyed since you must be 18 years or older to enter. However,
passersby of all ages are exposed to the store exteriors.

Types of Businesses Surveyed
A store was surveyed when at least one exterior ad, interior ad, tobacco product display or other tobacco
marketing was observed. Traditional tobacco cigarettes, loose tobacco, hookah, cigar, cigarillo, and
electronic cigarette ads were all included in the results. In total, our staff and student volunteers surveyed
41 stores.
! 21 stores were in Bushwick (51%)
! 10 stores were in Bay Ridge (24%)
! 10 stores were in Boerum Hill (24%)

!
!
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In total, 34 corner stores/bodegas, two discount chains, two gas stations, two smoke shops/bars, and one
grocery store were surveyed. Corner stores/bodegas represented 83% of total stores surveyed, discount
stores, gas stations, and smoke shops/bars represented 5% a piece, and the grocery store represented 2%
of total businesses surveyed. Corner stores/bodegas represented the most common location for tobacco
ads and displays survey-wide and in all boroughs.
!

!
!

In Bushwick, 17 corner stores/bodegas, two discount chains, one gas station, and one grocery
store were surveyed. Bushwick had the most diverse types of stores included in the neighborhood
snapshot.
In Bay Ridge, eight corner stores/bodegas, one gas station, and one hookah bar were surveyed.
In Boerum Hill, nine corner stores/bodegas, and one smoke shop were surveyed.

Exterior Advertisements
Exterior advertisements subject shoppers and passersby to tobacco marketing whether they are tobacco
users or not. Scores more people than the store’s shoppers may see exterior advertisements in high traffic
areas, such as mass transit hubs. Surveyors observed 113 total tobacco advertisements on the exteriors of
store buildings including the walls, windows, doors, and other property of the establishment. Of the 113
total exterior ads, 52 ads were observed in the Bushwick area, 33 were observed in the Bay Ridge area,
and 28 were observed in the Boerum Hill area.
Bushwick ads represented 46% of total exterior
ads observed, Bay Ridge ads represented 29%,
and Boerum Hill ads represented 25%.
The higher number of exterior ads found in
Bushwick mirrors results in the New York City
Department of Health and Mental Hygiene’s
(DOHMH) in report, NYC Vital Signs.8 They
found that tobacco retailers with exterior
advertisements were more common in high-risk
neighborhoods—Bushwick is one of ten such
neighborhoods.

Photo credit: Tassia Rosa, 2015

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
8

Stalvey L, Grimshaw V, Johns M, Coady MH. Promotion of Tobacco Products in Retailers in New York City. NYC Vital
Signs 2013, Volume 12, No. 1; 1-4.

!
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In this NYPIRG survey, a total of 80 ads (or 71%) were placed on exteriors at an adult’s eye-level, 17
(15%) were placed above the head, and 16 (14%) were near the ground or at a child’s eye-level.
What’s more, in ten locations (five in Boerum Hill, three in Bushwick, and two in Bay Ridge), large—
often times floor to ceiling—interior displays of tobacco products or paraphernalia, such as hookah pipes
and e-cigarette cartridges and vaporizers, were visible to passersby on the exterior.
Interior Advertisements
Surveyors observed 101 total tobacco advertisements on the interior of stores. The interior of the store
includes in, on and around counters, shelves, registers, interior walls, ceilings, and other places easily
visible from anywhere a customer might stand. In total, 43 interior ads were observed in Bushwick, 36
were observed in Bay Ridge, and 22 were observed in Boerum Hill. Compared to the total number of
interior ads observed, Bushwick represented 43%, Bay Ridge represented 36% and Boerum Hill
represented 22%.
Tobacco Display Observations
Surveyors observed 96 separate tobacco product displays. Product displays are any tobacco product or
paraphernalia that was visible for purchase. Tobacco products included traditional cigarettes, e-cigarette
cartridges and liquids, loose tobacco and rolling papers, cigars, cigarillos, pipes, and hookahs. In total,
60 tobacco product displays
were observed in Bushwick, 22
displays were observed in
Boerum Hill, and 14 displays
were observed in Bay Ridge.
Although the same amount of
stores were surveyed in Boerum
Hill and Bay Ridge, and more
exterior and interior ads were
observed in Bay Ridge, there
were 57% more tobacco product
displays observed in Boerum
Hill than Bay Ridge.
Photo Credit: NYC Smoke-Free:
http://nycsmokefree.org/tobacco-retail-marketing, Accessed in 2015

!
!
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Brand Observations
Newport brand tobacco product advertisements were found most frequently on store exteriors and
interiors. The second most frequently observed brand was Blu E-cig on both store exteriors and interiors.
However, there was only one Blu E-Cig ad observed in Boerum Hill.
It is worth noting that traditional tobacco cigarette and e-cigarette brand ads were observed in nearly
identical numbers (45 to 44 ads, respectively) on the exterior of stores, while traditional tobacco cigarette
brand ads were seen 183% more frequently than e-cigarette brand ads on the interior of stores (see Brand
Frequency List pgs. 14-16 for more information). The prevalence of exterior e-cigarette ads is
noteworthy as the 2014 National Youth Tobacco Survey found that, in just one year, e-cigarette use
tripled among high school students, even while traditional cigarette use declined.9

NEIGHBORHOOD SNAPSHOT PARTICIPANT OBSERVATIONS

Jean Pierre Felder, Borough of Manhattan Community
College student and survey participant
Megan Ahearn: What are your overall thoughts from the
experience?
Jean Pierre: I learned a lot. I learned that there are a lot of
places that are subtly targeting kids without people realizing
it. At first I didn’t notice the advertisements, but when I did,
they were everywhere. It was crazy—it was definitely a
wake-up call.
MA: Did anything stand out to you in particular?
JP: There were a lot of advertisements on store banners and
on the outside of the stores. There were a lot of e-cigarettes
and hookahs visible, it was so obvious.
MA: Do you have any advice for younger people?
JP: It’s not worth it to smoke. And realistically, you’ll save
money! A lot of young people have an immortality
mentality—that they can quit at any time—but that’s just not
the case. Smoking is costly to your health and your pocket.

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
9

Centers for Disease Control and Prevention and the U.S. Food and Drug Administration’s Center for Tobacco Products, 2014
National Youth Tobacco Survey, http://www.cdc.gov/media/releases/2015/p0416-e-cigarette-use.html.

!
!
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Tiffany Brown, Queens College NYPIRG Project Coordinator and
survey participant
“While surveying, I was really surprised at the amount of nontraditional tobacco products I saw. Many of the walls were
covered with e-cigarette brands and flavors, as well as multiple
brands of rolling papers and loose tobacco.”
A large display of tobacco products is visible from within this
store in Bushwick, Brooklyn.

!
Farouk Abdallah, NYPIRG Deputy Director, Bay Ridge resident, father
of two young children, and survey participant
“Wow, I saw lots of tobacco products that were placed at a child’s
eye level. It was like a wall of tobacco that hits you in the face.”

Traditional tobacco advertisements are observed near an
ice-cream freezer in Bay Ridge, Brooklyn.

!
!
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Pipes and other paraphernalia are displayed in a case
visible from both the exterior and interior of this
Bushwick store.

CONCLUSION
While this neighborhood snapshot educated participants and the public about Big Tobacco’s advertising
strategies, there’s more we can do to tackle this issue head on. Retailers can help by reducing tobacco
marketing in and on their stores. They might also elect not to place tobacco products or advertisements
near children’s products such as toys or candy, or sell or advertise tobacco products around schools. New
Yorkers can help to draw attention to tobacco marketing in their own communities and encourage
tobacco control protections for youth.
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ATTACHMENTS
Bay Ridge Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The star indicates the high school.

!
!
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Boerum Hill Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The star indicates the high school.

!
!
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Bushwick Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The stars indicate the high schools.

!
!

ADVERSE ADVERTS | 13

Brand Frequency Lists

SURVEY'WIDE+

Exterior+Ad+Brands+

!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!

Newport!
Blu!E1Cig!
Eon!Smoke!
Maverick!
Camel!Snus!
Marlboro!
V2!E1cig!
Game!Natural!Leaf!
Longhorn!
Raw!Hemp!
Starbuzz!
American!Spirit!
Cheap!cigarettes!
Eagle!20!
Export!A!
Flix!E1Cig!
Kamry!
Logic!
N!Joy!!
Pax!
Pyramid!
Red!Man!
Rock!n!Roll!Cigarillo!
Smoking!filters!
Spirit!
White!Owl!
Zig1Zag!

!!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!

!
!

Number+of+
Occasions+
Observed+

Interior+Ad+Brands+

Number+of+
Occasions+
Observed+

29!
Newport!
23!
Blu!E1Cig!
14!
Maverick!
9!
Eon!Smoke!
8!
Marlboro!
3!
American!Spirits!
3!
Camel!
2!
Camel!Snus!
2!
N!Joy!
2!
Pall!Mall!
2!
Parliament!
1! Game!Natural!Leaf!
!1!
Grizzly!
1!
Krave!E1cig!
1!
Longhorn!
1!
Pyramid!
1!
Red!Man!
1!
Swisher!
1!
White!Owl!
1!
Winston!
1!
Wolf!
1!
Xtra!E1cig!
1!
!! !!
1!
!! !!
1!
!! !!
1!
!! !!
1!
!! !!

ADVERSE ADVERTS | 14

40!
16!
13!
4!
4!
3!
2!
2!
2!
2!
2!
1!
1!
1!
1!
1!
1!
1!
1!
1!
1!
1!

BAY+RIDGE+
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!

BOERUM+HILL+
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!
!!

!
!

Exterior+Ad+Brands+

Number+of+
Number+of+
Occasions+ Interior+Ad+Brands+ Occasions+
Observed+
Observed+

Newport!
Blu!E1Cig!
Eon!Smoke!
Maverick!
Game!Natural!Leaf!
Longhorn!
N!Joy!!
Red!Man!
Camel!Snus!
!!
!!
!!

!!
!!
!!

Exterior+Ad+Brands+
Camel!Snus!
Eon!Smoke!
Newport!
Raw!Hemp!
V2!E1Liquid!
American!Spirit!
Blu!E1Cig!
Export!A!
Game!Natural!Leaf!
Kamry!
Longhorn!
Maverick!
Smoking!filters!

12!
Newport!
7!
Maverick!
5!
Blu!E1cig!
4!
Eon!Smoke!
1! Game!Natural!Leaf!
1!
Longhorn!
1!
Marlboro!
1!
N!Joy!
1!
Parliament!
White!Owl!
Wolf!
Xtra!E1cig!

16!
6!
5!
1!
1!
1!
1!
1!
1!
1!
1!
1!

Number+of+
Number+of+
Occasions+ Interior+Ad+Brands+ Occasions+
Observed+
Observed+
7!
Newport!
5!
5!
Eon!Smoke!
3!
4!
Camel!
2!
2!
Camel!Snus!
2!
2!
Pall!Mall!
2!
1!
American!Spirits!
1!
1!
Grizzly!
1!
1!
Marlboro!
1!
1!
Maverick!
1!
1!
N1Joy!
1!
1!
Parliament!
1!
1!
Red!Man!
1!
1!
Winston!
1!
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BUSHWICK+

Exterior+Ad+Brands+

!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!

!
!

Blu!E1Cig!
Newport!
Eon!Smoke!
Maverick!
Marlboro!
Starbuzz!
Cheap!cigarettes!
Eagle!20!
Flix!E1Cig!
Logic!
Pax!
Pyramid!
Rock!n!Roll!Cigarillo!
Spirit!
V2!E1cig!
White!Owl!
Zig1Zag!

Number+
of+
Occasions+
Observed+
15!
13!
4!
4!
3!
2!
1!
1!
1!
1!
1!
1!
1!
1!
1!
1!
1!

Newport!
Blu!E1Cig!
Maverick!
American!Spirits!
Marlboro!
Krave!E1cig!

Number+
of+
Occasions+
Observed+
19!
11!
6!
2!
2!
1!

Pyramid!!
Swisher!

1!!
1!

!
!
!
!
!
!
!
!

!
!
!
!
!
!
!
!

Interior+Ad+Brands+
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Survey Copy
Surveyor Name: _________________________________________________
School: ________________________________________________________
Phone #: _______________________________________________________
Date: _________________________________________________________

Instructions:
Thank you for taking part in this community mapping survey! To complete this survey, you will need a pen, this paper survey,
and a camera. Fill out the answers to the below questions when you observe any sort of tobacco advertisements (ads) on the
exterior or interior of stores within the designated survey area. Advertisements include pricing and promotion announcements,
traditional advertisements, tobacco brand labels, the cigarettes themselves, branded display cases, etc. If you are unsure, take a
picture of the advertisement and include it in your survey. Use a different survey form for each store that you observe tobacco
and/or anti-tobacco ads on or in. Please take a picture of at least 5 tobacco ads that can be emailed at a later time. Please be as
specific as possible in your answers.

Business Name:
Street Address:
Type of Business:

Cross Streets:
Corner Store/Bodega
Grocery Store
Non-Food Retail
Restaurant
Other: ___________________________

Gas Station

EXTERIOR TOBACCO ADVERTISEMENTS
• How many tobacco ads do you see on the exterior of the store?: _____________________________
• For each ad, list the brand and where it is placed in comparison to your eye-level:
i
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
2.
INTERIOR TOBACCO PRODUCT DISPLAYS
• Do you see cigarette packs OR cartons displayed anywhere in the store? (circle one): YES
or
NO
• Do you see other tobacco products (e.g., smokeless products, e-cigarettes, cigars, pipes, papers, loose
tobacco, etc.) displayed anywhere in the store? (circle one):
YES
or
NO
• Please describe each tobacco product display. Measure shelf space by counting the number of “pack
facings” on the front row of shelves and displays. Count the number of packs across and down. Cartons
stacked with the longest side facing front count as five packs; cartons stacked with the shorter side facing
front count as two.
• DISPLAY 1:
o Location of display: _______________________________________________________
o Size of display (total pack facings horizontal x vertical): ___________ x _____________
• DISPLAY 2:
o Location of display: _______________________________________________________
o Size of display (total pack facings horizontal x vertical): ___________ x _____________
(continued on back)
1.

!
!
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INTERIOR TOBACCO ADVERTISEMENTS
• How many tobacco ads do you see on the inside of the store? : _________________________________
• For each ad, what is the brand and where is it placed in comparison to your eye-level:
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
o Brand: __________________Placed (circle one): at eye-level
near ground
above head
Additional Notes: _______________________________________________________________________
__________________________________________________________________________________________
3.

Testimonial: Please describe one thing you are taking away with you from this survey experience:
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
___________________________________________________________________________________
4.

Other concluding comments:
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
______________________________________________________________________________________
5.

Please attach photos you took of ads and send to mahearn@nypirg.org when you hand in this survey. Thank you!
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
i

!
!

Surveyors were trained to judge the height of an ad based on average adult heights of 5’5 -5’10.
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INTRODUCTION AND EXECUTIVE SUMMARY
Tobacco remains the number one cause of preventable death in the United States. 1
Tobacco use has prematurely killed ten times more United States citizens than in all the
wars fought by the U.S. throughout its history.2 Tobacco marketing is an especially
significant issue when it comes to youth.
According to a 2015 Youth Risk Survey Assessment of New York City High School
students, 22% of survey participants stated that they had tried smoking cigarettes, and
5.8% of survey participants stated that they had tried a cigarette within the past 30
days.3
Nationally, one out of every thirteen current smokers will die prematurely from smokingrelated illnesses.4
The largest cigarette companies are investing big money to reach new smokers,
spending over $9 billion nationally—and $213.5 million in New York—to market their
products each year.5 Due to legal restrictions, cigarette advertisements have left
billboards and TV commercials. Now, they bombard customers in local corner stores
and bodegas, pharmacies, and other stores. Unfortunately, these also happen to be
places that young people visit frequently. The U.S. Surgeon General has found that
the more tobacco advertising and marketing youth see, the more likely they are to
smoke.6 There are over 9,000 licensed tobacco retailers in New York City and 75% of
them have been found to be within 1,000 feet of a school.7
NYPIRG has long been involved in the effort to protect New Yorkers of all ages from
the negative effects of smoking—from addressing tobacco marketing and youth to
supporting smoke-free spaces. In 2013-14, NYPIRG worked with NYC Smoke-Free,
formerly the NYC Coalition for a Smoke-Free City, to create a mentorship program
1U.S.

Department of Health and Human Services. The Health Consequences of Smoking—50 Years of Progress: A Report of the
Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2014.
2 Supra note 1.
3 Centers for Disease Control and Prevention (CDC). 1991-2015 High School Youth Risk Behavior Survey Data. Available
at http://nccd.cdc.gov/youthonline/. Accessed on September 24, 2016.
4 Supra note 1.
5U.S. Federal Trade Commission (FTC), Cigarette Report for 2012, Issued March 27, 2015.
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2012/1503272012cigaretterpt.pdf; and Campaign for Tobacco Free Kids, estimated tobacco industry marketing in NYS prorated based on
cigarette pack sales in the state. http://www.tobaccofreekids.org/reports/settlements/toll.php?StateID=NY.
6 U.S. Department of Health and Human Services. Preventing Tobacco Use Among Youth and Young Adults: A Report of the
Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2012.
7 Luke, Douglas A., PhD, et. al. "Family Smoking Prevention and Tobacco Control Act: Banning Outdoor Tobacco Advertising Near
Schools and Playgrounds." (American Journal of Preventive Medicine; 40(3): 295-302), 2011.
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between high school students and college students at four CUNY colleges. The
program paired students together to educate their peers and the public about the
health effects of tobacco use and the industry’s targeted marketing strategies. It
culminated in a community mapping survey of tobacco advertisements,
Overexposed, which can be viewed at www.nypirg.org/health/overexposed.
In 2015, NYPIRG embarked on an exploration to address community-based tobacco
control issues within New York City, and more specifically, youth exposure to tobacco
products and tobacco advertising. Students and NYPIRG staff worked together to
survey and map tobacco advertisements and displays they observed within a one to
seven block area surrounding high schools in three Brooklyn neighborhoods: the High
School of Telecommunications, Arts and Technology in Bay Ridge; Coy L. Cox School
(PS 369) in Boerum Hill; and two high schools across the street from one another in
Bushwick—Bushwick Leaders High School for Academic Excellence and EBC High
School for Public Service (K 545). The results were published in a report Adverse
Adverts, which can be viewed at www.nypirg.org/health/advserseadverts.
In 2016, NYPIRG continued its exploration of tobacco-based marketing surrounding
Brooklyn high schools to highlight youth exposure to tobacco-based marketing. This
year, student volunteers and NYPIRG staff mapped tobacco advertisements and
displays they observed within a one to seven block area surrounding high schools in
three more Brooklyn neighborhoods: Brooklyn Community Arts and Media High School
in Bedford-Stuyvesant; Brooklyn Millennium High School in Park Slope; and Williamsburg
Prep High School in Williamsburg. These locations provided a snapshot of tobacco
marketing in three geographically and socio-economically diverse neighborhoods.
The neighborhood snapshot collected anecdotal evidence, and therefore does not
constitute a scientific report. The results spotlight the tobacco advertisements,
product displays and other marketing (collectively referred to as “tobacco ads” or
“ads” throughout this report) that youth may be exposed to in their everyday lives.
NYPIRG staff and student volunteers surveyed 37 stores: 25 corner stores/bodegas;
three smoke shops/hookah bars; three grocery stores; two delis; two gas stations; and
two non-food retail stores.
The Tobacco Marketing Neighborhood Snapshot found the following:
Surveyors observed 75 tobacco ads on the exteriors of store buildings.
o Of the 75 total exterior ads, 20 ads were observed surrounding the BedfordStuyvesant high school, 18 ads were observed surrounding the Park Slope
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high school, and 37 ads were observed surrounding the Williamsburg high
school.
Surveyors observed 102 total tobacco ads on the interior of stores.
o Of the 102 total interior ads, 34 ads were observed surrounding the BedfordStuyvesant high school, 31 ads were observed surrounding the Park Slope
high school, and 37 ads were observed surrounding the Williamsburg high
school.
Surveyors observed 74 total tobacco product displays on the interior of stores.
o Of the 74 total tobacco product displays, 29 displays were observed
surrounding the Bedford-Stuyvesant high school, 20 displays were observed
surrounding the Park Slope high school, and 25 displays were observed
surrounding the Williamsburg high school.

40
35
30
25
# of ads 20
15
10

Exterior Ads
Interior Ads
Product Displays

5
0

Surveyors observed a total of 251 tobacco advertisements and product displays within
one to seven blocks surrounding the high schools in the three neighborhoods included
in the project.
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NEIGHBORHOOD SNAPSHOT HIGHLIGHTS
Methodology
Volunteers were trained by NYPIRG’s Program Director to canvass neighborhoods and
map tobacco advertisements, product displays, promotional product pricing, and
other marketing observed on the exterior and interior of stores. Three neighborhoods
in Brooklyn, NY—Bedford-Stuyvesant, Park Slope, and Williamsburg—were surveyed
between March and May of 2016.
These locations provided a snapshot of tobacco marketing in three geographically
and socio-economically diverse neighborhoods. In each neighborhood, between
one and seven blocks directly surrounding a high school were surveyed.
Effort was taken to map an area of similar significance and size in each neighborhood.
This always included the streets directly around the high school and contiguous streets
with local bus and subways stops that serve the school. Maps of each neighborhood
are attached to this report.
All stores in each defined area were canvassed; however, a store was only surveyed
when at least one exterior ad, interior ad, or tobacco product display was observed.
For each completed survey, the type of business was identified. Surveyors were asked
to classify each store by one of these six categories:
o Corner Store/Bodega
o Grocery Store
o Non-Food Retail
o Gas Station
o Restaurant
o Other: _________________________
Types of stores which were identified as “Other” include smoke shops, bars,
and discount chains. (Note: only the exteriors of smoke shops and bars
were surveyed since you must be 18 years or older to enter. However,
passersby of all ages are exposed to the store exteriors.)
Types of Businesses Surveyed
A store was surveyed when at least one exterior ad, interior ad, tobacco product
display or other tobacco marketing was observed. Traditional tobacco cigarettes,
Still at Risk
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loose tobacco, hookah, cigar, cigarillo, and electronic cigarette ads were all
included. In total, our staff and student volunteers surveyed 37 stores.
o 17 stores were in Bedford-Stuyvesant
o 6 stores were in Park Slope
o 14 stores were in Williamsburg
In total, 25 corner stores/bodegas, three smoke shops/bars, three grocery stores, two
delis, two gas stations, and two non-food retail stores were surveyed. Corner
stores/bodegas represented the most common location for tobacco ads and displays
survey-wide and in all three locations.
o In Bedford-Stuyvesant, 12 corner stores/bodegas, two gas stations, two grocery
stores, and one smoke shop were surveyed.
o In Park Slope, four corner stores/bodegas, one smoke shop, and one non-food
retail were surveyed.
o In Williamsburg, nine corner stores/bodegas, two delis, one grocery store, one
smoke shop, and one non-food retail store were surveyed.
There were 251 ads observed in the 37 stores, which is an average of 6.8 ads or
product displays per store.
Exterior Advertisements
Exterior advertisements subject shoppers and passersby
to tobacco marketing whether they are tobacco users
or not. Scores more people than the store’s shoppers
may see exterior advertisements in high traffic areas,
such as mass transit hubs. Surveyors observed 75 total
tobacco advertisements on the exteriors of store
buildings including the walls, windows, doors, and other
property of the establishment. Of the 75 total exterior
ads, 20 ads were observed in the Bedford-Stuyvesant
area, 18 were observed in the Park Slope area, and 37
were observed in the Williamsburg area. BedfordStuyvesant ads represented 27% of total exterior ads
observed, Park Slope ads represented 24%, and
Williamsburg ads represented 49%.
Still at Risk
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In this survey, a total of 37 ads (or 49%) were placed on exteriors at an adult’s eye-level
(five to six feet above the ground), 15 (20%) were placed above the head, and 23
(31%) were near the ground.
It is worth noting that, in six locations (three in Bedford Stuyvesant and three in
Williamsburg), large—often times floor to ceiling—interior displays of tobacco products
or paraphernalia, such as hookah pipes and e-cigarette cartridges and vaporizers,
were visible to passersby on the exterior. In Bedford-Stuyvesant, the majority of
external ads were for hookah paraphernalia and alternate tobacco products rather
than traditional tobacco brands.
Interior Advertisements
Surveyors observed 102 total tobacco advertisements on the interior of stores. The
interior of the store includes in, on and around counters, shelves, registers, interior walls,
ceilings, and other places easily visible from anywhere a customer might stand. In
total, 34 interior ads were observed in Bedford Stuyvesant, 31 were observed in Park
Slope, and 37 were observed in Williamsburg. Compared to the total number of
interior ads observed, Bedford-Stuyvesant represented 33%, Park Slope represented
30% and Williamsburg represented 36%.
Tobacco Display Observations
Surveyors
observed
74
separate
tobacco product displays.
Product
displays are any tobacco product or
paraphernalia that was visible for
purchase. Tobacco products included
traditional
cigarettes,
e-cigarette
cartridges and liquids, loose tobacco
and rolling papers, cigars, cigarillos,
pipes, and hookahs.
In total, 29
tobacco
product
displays
were
observed in Bedford-Stuyvesant, 20
displays were observed in Park Slope,
and 25 displays were observed in
Williamsburg.
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Photo Credit: NYC Smoke-Free:
http://nycsmokefree.org/tobacco-retail-marketing
Accessed in 2015
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Surveyors noted at least three instances where interior tobacco ads or product
displays were placed adjacent to candy and ice cream displays.
Brand Observations
Newport brand tobacco product advertisements were found most frequently on both
store exteriors and interiors. The second most frequently observed brand was
American Spirit on store exteriors and Marlboro on store interiors. (see Brand
Frequency List pgs. 17-19 for more information).
While exterior ads had a wide variety of traditional and alternate tobacco product
ads (such as e-cigarettes, chewing tobacco and hookah), from a variety of traditional
and new brands (such as Blu or Snus), the interior ads and product displays in all three
neighborhoods had were mostly traditional product brands (such as Newport,
Marlboro, American Spirit, and Camel).
It is worth noting that e-cigarette brand ads accounted for 20 of the 36 brands
observed on the exterior of stores The prevalence of exterior e-cigarette ads is
noteworthy as the 2014 National Youth Tobacco Survey found that, in just one year, ecigarette use tripled among high school students, even while traditional cigarette use
declined.8 According to the Center for Disease Control, “In 2015, e-cigarettes were the
most commonly used tobacco product among middle (5.3%) and high (16.0%) school
students.”9

Centers for Disease Control and Prevention and the U.S. Food and Drug Administration’s Center for Tobacco Products, 2014
National Youth Tobacco Survey, http://www.cdc.gov/media/releases/2015/p0416-e-cigarette-use.html.
9 Singh T, Arrazola RA, Corey CG, et al. Tobacco Use Among Middle and High School Students
Unites States, 2011 2015. MMWR
Morb Mortal Wkly Rep 2016; 65:361 367. DOI:
http://dx.doi.org/10.15585/mmwr.mm6514a1.
8
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NEIGHBORHOOD SNAPSHOT PARTICIPANT OBSERVATIONS

"My advice to younger people is don’t use tobacco, it’s bad for your health." –
Ucheyahweh Nwabuoku, New York City College of Technology student and survey
participant
“This was a very informative experience. I realized how many
tobacco ads there are, both inside and next to candy and
outside the store too.” – Nidah Sheikh, Brooklyn College student
and survey participant

Photo Credit: Jenna Lamb

“At one location, there was a General Snus
advertisement near the ice cream freezer. That
really stood out to me.” - Jennifer Ramos, New
York City College of Technology student and
survey participant

Photo Credit: Megan Ahearn

“The amount of tobacco brands out there really stood out to me. I was not aware that
there were so many tobacco brands being advertised…There were three shelves of
hookahs and other electronic smokes in the display window – I was surprised at the
amount! I was also astonished at the four shelves of cigarettes near the candy…They
are placed in the stores strategically to look enticing.” – Renella Thomas, Brooklyn
College student and survey participant

“I noticed a huge prevalence of e-cigarette ads – I was
surprised at how many there were. They look like high-tech toy
ads, very cool and sleek.” – Emily Skydel, NYPIRG Project
Coordinator and survey participant
Photo Credit: Neil Button
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TOBACCO ADVERTISEMENTS AND
TOBACCO PRODUCTS ON DISPLAY

Photo Credits: Diana Fryda
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Conclusion
While this neighborhood snapshot educated participants and the public about Big
Tobacco’s advertising strategies, there’s more we can do to tackle this issue head on.
Retailers can help by reducing tobacco marketing in and on their stores. They might
also elect not to place tobacco products or advertisements near children’s products
such as toys or candy, or sell or advertise tobacco products around schools. New
Yorkers can help to draw attention to tobacco marketing in their own communities
and encourage tobacco control protections for youth.
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ATTACHMENTS
Bedford-Stuyvesant Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The star indicates the
high school.
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Park Slope Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The star indicates the
high school.
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Williamsburg Map
Highlighted areas indicate the blocks surveyed. Pins indicate locations were tobacco
advertisements or tobacco product displays were observed. The star indicates the
high school.
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Brand Frequency Lists
Survey
Wide

Still at Risk

Exterior Ad Brands

Exterior,
[Number of
Occasions
Observed]

Newport
American Spirit
Hookah pipes
General Snus
E-cigarette paraphenalia
Eon Smoke
Pax
Blu E-cig
Camel
Cigars
Grizzly
Logic
Nat Sherman
NJoy
Push
Raw
Vuse
Al Capone Cigar
Ascent
Big Flavor Tobacco
Craft
Eagle
Firefly
G
Hype
Longhorn pouches
Marlboro
Maverick
Natural Leaf
Play e-cigs
Redman
Show
Space Vapor
Top & Bulger
Torch
Wolf pouches

8
7
6
6
3
3
3
2
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Interior Ad
Brands

Interior,
[Number of
Occasions
Observed]

Newport
Marlboro
Camel
American Spirit
Pall Mall
Parliament
E-on Smoke
Game Cigars
Logic Pro
Blu E-cig
Nat Sherman
Crush Experience
Export A
General Snus
Grizzly
Kool
Maverick
Palmolive
Phillies
Red Sun
Vuse
Winston

23
19
13
11
8
4
3
3
3
2
2
1
1
1
1
1
1
1
1
1
1
1
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Bedford
Stuyvesant

Exterior Ad Brands
Hookah pipes
Eon Smoke
Newport
American Spirit
General Snus
Grizzly
Hype
Logic
Marlboro
Raw
Show
Top & Bulger
Vuse

Park Slope

Exterior Ad Brands
Newport
NJoy
Blu E-cig
Camel
Cigars
General Snus
Logic
Longhorn pouches
Maverick
Natural Leaf
Play e-cigs
Redman
Space Vapor
Wolf pouches
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Exterior,
[Number of
Occasions
Observed]
4
3
3
1
1
1
1
1
1
1
1
1
1

Exterior,
[Number of
Occasions
Observed]
4
2
1
1
1
1
1
1
1
1
1
1
1
1

Interior Ad
Brands
Newport
Marlboro
Camel
E-on Smoke
American Spirit
Game Cigars
Pall Mall
General Snus
Grizzly
Parliament
Red Sun
Vuse

Interior Ad Brands
Newport
Marlboro
American Spirit
Camel
Logic
Parliament
Crush Experience
Nat Sherman
Pall Mall

Interior,
[Number of
Occasions
Observed]
11
6
3
3
2
2
2
1
1
1
1
1

Interior,
[Number of
Occasions
Observed]
8
7
4
4
3
2
1
1
1
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Williamsburg

Exterior Ad Brands
American Spirit
General Snus
E-cigarette paraphernalia
Pax
Hookah pipes
Nat Sherman
Push
Al Capone Cigar
Ascent
Big Flavor Tobacco
Blu E-cig
Camel
Cigars
Craft
Eagle
Firefly
G
Grizzly
Newport
Raw
Torch
Vuse

Still at Risk

Exterior,
[Number of
Occasions
Observed]
6
4
3
3
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Interior Ad
Brands
Camel
Marlboro
American Spirit
Pall Mall
Newport
Blu E-cig
Cigars
Export A
Kool
Maverick
Nat Sherman
Palmolive
Parliament
Phillies
Winston

Interior,
[Number of
Occasions
Observed]
6
6
5
5
4
2
1
1
1
1
1
1
1
1
1
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Surveyor Name: _________________________________________________
School: ________________________________________________________
Phone #: _______________________________________________________
Email: ________________________________________________________

Instructions:
Thank you for taking part in this community mapping survey! To complete this survey, you will need a pen, this
paper survey, and a camera. Fill out the answers to the below questions when you observe any sort of tobacco
advertisements (ads) on the exterior or interior of stores within the designated survey area. Advertisements include
pricing and promotion announcements, traditional advertisements, tobacco brand labels, the cigarettes themselves,
branded display cases, etc. If you are unsure, take a picture of the advertisement and include it in your survey. Use a
different survey form for each store that you observe tobacco and/or anti-tobacco ads on or in. Please take a picture
of at least 5 tobacco ads that can be emailed at a later time. Please be as specific as possible in your answers.

Business Name:
Street Address:
Type of Business:
1.

2.

10

Cross Streets:
Corner Store/Bodega
Grocery Store
Non-Food Retail
Restaurant
Other: ___________________________

Gas Station

EXTERIOR TOBACCO ADVERTISEMENTS
o How many tobacco ads do you see on the exterior of the store?: ___________________________
o For each ad, list the brand and where it is placed in comparison to your eye-level:
Brand: __________________Placed (circle one): at eye-level10
near ground
above head
Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

INTERIOR TOBACCO PRODUCT DISPLAYS
o Do you see cigarette packs OR cartons displayed anywhere in the store? (circle one): YES or NO
o Do you see other tobacco products (e.g., smokeless products, e-cigarettes, cigars, pipes, papers,
loose tobacco, etc.) displayed anywhere in the store? (circle one): YES or NO
o Please describe each tobacco product display. Measure shelf space by counting the number of
“pack facings” on the front row of shelves and displays. Count the number of packs across and

Five to six feet above the ground.
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down. Cartons stacked with the longest side facing front count as five packs; cartons stacked with
the shorter side facing front count as two.
DISPLAY 1:
Location of display: ________________________________________________
Size of display (total pack facings horizontal x vertical): ________ x__________
DISPLAY 2:
Location of display: ________________________________________________
Size of display (total pack facings horizontal x vertical): ________ x__________
DISPLAY 3:
Location of display: ________________________________________________
Size of display (total pack facings horizontal x vertical): ________ x__________
3.

INTERIOR TOBACCO ADVERTISEMENTS
o How many tobacco ads do you see on the inside of the store? :
________________________________________
o For each ad, what is the brand and where is it placed in comparison to your eye-level:
Brand: __________________Placed (circle one): at eye-level
near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Brand: __________________Placed (circle one): at eye-level

near ground

above head

Additional Notes: ______________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
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4.

Other Notes:
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

5.

Interview Questions:
What are your overall thoughts from the experience?: _____________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Did anything stand out to you in particular?: ____________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Do you have any advice for younger people?: ___________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Please attach photos you took of ads and a headshot and send to mahearn@nypirg.org when you hand in this
survey. Thank you!
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Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
April 25, 2017
Honorable Mr. Johnson,
I am an Associate Professor of Medicine and Population Health at the New York University
(NYU) School of Medicine. I have been conducting research for over 15 years that aims to
reduce health disparities related to tobacco use. In addition, I lead a smoking cessation service
at the NYU Perlmutter Cancer Center which provides me with firsthand knowledge of the
challenges smokers face in trying to quit which are exacerbated by a retail environment that
creates “cues” to smoke on every corner in NYC.
I am writing in strong support of the four bills that have been proposed to strengthen NYC’s
tobacco control policies. NYC has been a national and international leader in combating the
tobacco epidemic. These bills represent NYC’s continued commitment to find innovative
solutions to reduce the tremendous population health burden of tobacco use.
Individually, each of these bills represents an effective method for addressing gaps in current
policies that encourage youth uptake of tobacco products and electronic cigarettes, and create
barriers to cessation among current smokers. However, implemented together they represent a
powerful, comprehensive and synergistic approach to addressing multiple aspects of the retail
environment that undermine tax policy and create environmental triggers that further undercut
youth prevention and cessation programs and policies.
There is strong evidence for the proposed bills. First, the widespread availability of tobacco
products in retails outlets, along with extensive marketing at the retail point-of-sale, is designed
to attract new tobacco users, discourage quitting and create a normative environment that
makes tobacco use acceptable and even desirable. Several studies have found that a higher
density of tobacco outlets in residential neighborhoods is associated with recent initiation of
tobacco use among young adults.1 Similarly, smokers living near a high density of tobacco
retail outlets are less likely to quit.2 Thus the tobacco outlet environment is a critical factor in
promoting youth tobacco use initiation and creating obstacles to cessation. The bill to limit new
licenses by setting caps in community districts promises to reduce the density of
retailers over time and responds to the strong evidence of the harm high density retail
environments pose, particularly in low income neighborhoods.
The bill prohibiting pharmacies or retail stores that contain pharmacies from selling
cigarettes and electronic cigarettes will act synergistically with the previous bill to reduce
retail density even further. Backed by high levels of public support, other cities have already
taken this step and demonstrated the link between these bans and reduced retail density in
communities.3,4

Establishing price floors and increasing taxes for other tobacco products, again, will fill an
important policy gap. Tobacco taxes are one of the most effective tobacco control strategies.
However, tobacco industry behavior undermines tax policy with cigarette coupons and other
promotions. Creating a floor price for cigarette packages, other tobacco products and
nontobacco shisha, and evening the playing field between cigarettes and other products in
terms of price, will reduce opportunities for smokers to minimize cigarette expenditures by
switching to cheaper products and create a tax and price environment that will reduce youth
initiation and promote cessation.
Unfortunately, the tobacco epidemic is not static. New products are introduced at an alarming
rate, the tobacco industry continues to look for loop holes to circumvent tobacco policies, and
sometimes policies have unintended consequence that need to be remedied. To continue to
achieve our prevention and cessation goals we must be proactive and keep pace with this
changing environment by introducing new laws to fill gaps in current policies, particularly when
the evidence points us in the right direction. This evidence-based policy package represents a
tremendous step forward in achieving NYC’s prevention and cessation goals and represents an
enormous advance in NYC’s efforts to meet the National Healthy People 2020 goal of 12%
smoking prevalence.
Sincerely,

Donna Shelley, MD MPH

1. Cantrell J, Pearson JL, Anesetti-Rothermel A, Xiao H, Kirchner TR, Vallone D. Tobacco
Retail Outlet Density and Young Adult Tobacco Initiation. Nicotine Tob Res. 2016
Feb;18(2):130-7.
2. Cantrell J, Anesetti-Rothermel A, Pearson JL, Xiao H, Vallone D, Kirchner TR. The
impact of the tobacco retail outlet environment on adult cessation and differences by
neighborhood poverty. Addiction. 2015 Jan;110(1):152-61.
3. Jin Y, Lu B, Klein EG, Berman M, Foraker RE, Ferketich AK. Tobacco-Free Pharmacy
Laws and Trends in Tobacco Retailer Density in California and Massachusetts. Am J
Public Health. 2016 Apr;106(4):679-85.
4. Kroon LA1, Corelli RL, Roth AP, Hudmon KS. Public perceptions of the ban on tobacco
sales in San Francisco pharmacies.Tob Control. 2013 Nov;22(6):369-71.
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April 25, 2017
Honorable Corey D. Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Chairman Johnson,
My name is Dr. Kurt Ribisl, and I am a Professor and researcher who studies tobacco control policy and
tobacco product regulation. I wrote and edited portions of both the 2012 and 2016 Surgeon General
Reports on Tobacco products. I am writing with my colleague, Shelley Golden, also a faculty member
and tobacco control policy expert. Between us, we have have published nearly 60 articles in the area of
tobacco control, including several focused specifically on tobacco retailer licensing, reducing tobacco
retailer density, and minimum price laws, and we lead four grants to research effective tobacco control
policies, funded by the National Cancer Institute and other agencies. We are writing to comment on the
recently proposed New York City laws to expand and cap licenses for tobacco retailers (Int. 1547) and
electronic cigarette retailers (Int. 1532), and establish or increase a minimum price for various tobacco
products (Int. 1544).
Tobacco products are the most lethal consumer product ever introduced into commerce, killing nearly
half of all regular users. New York City has been a pioneering leader in developing ground-breaking
tobacco control polices, but there is still more to be done. More than 930,000 city residents smoke,
including 15,000 youth. Moreover, New York City has nearly 10,000 tobacco product retailers and a
recent report highlighted how the city is oversaturated with tobacco retailers.
Minimum Price Laws
Raising the price of tobacco products is considered one of the most effective, evidence-based
strategies for reducing consumption.1,2 Despite strong pricing policies, many tobacco products are still
priced too cheaply in New York City. A pack of cigarettes costs the same as a trip through the Lincoln
Tunnel, and a single cigar is cheaper than a Starbucks latte.
Most jurisdictions, including New York City, raise prices through excise taxes that are designed to raise
the price of all products by the same amount. But the tobacco industry can choose how to absorb a
new tax by manipulating the prices of their products.3 A study by tobacco researchers in Great Britain
found that when faced with higher cigarette taxes, the industry raises prices by even more than the tax
on premium tobacco products, and by less than the tax on discount brands.4 In this way, they can keep
cheap products on the market, even if sold at a loss, because the loss is offset by profits on the more
expensive products. Consumers can also avoid the brunt of a cigarette tax increase by switching to

cheaper brands; a recent study by Monica Cornelius and colleagues documented a large uptick in
discount brand cigarette purchases after the federal government raised the federal excise tax in 2009.5
Minimum price laws (MPLs) have one advantage over excise taxes because they have the potential to
prevent the sale of products with very cheap prices, which are popular with youth and other vulnerable
populations. By setting a minimum price below which products cannot be sold, very cheap products
should no longer be legally available. Evidence suggests the tobacco industry has targeted low income
smokers with coupons and low price brands.3,6,7 Buying discount brands is more common among lower
socioeconomic status smokers, and a national study Dr. Golden conducted found that lower income
smokers report paying $0.30 less per pack of cigarettes than those with higher incomes.8 Moreover, the
same pack of cigarettes, on average, is sold at a lower price in a low income neighborhoods than in a
high income neighborhood. Given their abiliy to increase prices of the cheapest brands, MPLs may
reduce socioeconomic disparities in tobacco use as well.9
Of course, implementing an MPL requires choosing a specific floor price. Several recent studies have
attempted to estimate the likely effects of MPLs set at different minimum prices. Researchers at Ohio
State University concluded that a strong federal minimum price would result in 10 million fewer smokers
nationwide.10
In a recent study,11 we estimated the impact of various minimum price levels tied to the prices that
consumers reported paying in their own state. We found that setting the price floor above the state
average was critical to reducing use and disparities. We projected that setting the floor price to the
average local price would produce a 4% decline cigarette consumption, but when that price was set at
50% above the average price, a nearly 16% consumption decline would result. Our models also
suggested that minimums set at 25% above the average price or higher eliminated disparities in the
number of cigarettes smoked between low- and high-income groups. This is important from a public
health perspective because low income New Yorkers die of tobacco-related illnesses at a significantly
higher rate than high income New Yorkers. Finally, we also found that MPLs would reduce both overall
cigarette consumption, and socioeconomic disparities in smoking, even more than a comparable tax
increase. In summary, we anticipate that if New York City increases the minimum price for tobacco
products, we would see a decrease in tobacco use and this reduction in tobacco use would be even
greater among low income tobacco users.
Although we are unaware of research specifically analyzing actual or potential impacts of minimum
price laws for non-cigarette tobacco products (e.g., cigars, smokeless), research does provide a
general rationale for setting minimum pricing for cigars, smokeless tobacco and shisha prices. As with
cigarettes, higher prices for other tobacco products are associated with lower levels of consumption.12
Other tobacco products are generally less regulated than cigarettes, are available in a variety of candy
and fruit flavors, and are sold in smaller packages (i.e., a 4-pack of cigars vs 20 cigarettes in a pack).
Little cigars and cigarillos are nearly as popular among youth as cigarettes, and cigar use, in particular,
is nearly twice as prevalent among African Americans as among other groups. A recent study from RTI,
International found that when cigarette prices go up, sales of little cigars increased.13 Therefore, setting
price standards for cigarettes and other tobacco products simultaneously limits incentives for
consumers to change products to avoid higher cigarette prices.

Our final point on MPLs is that this regulation would be relatively easy to enforce, because it is clear
and easy to understand. We have published several studies of mark-up cigarette price policies, which
require a specified percent mark-up on the wholesale or retail price (e.g, the retailer must mark up the
price by a minimum of 12% over what they paid the wholesaler), and found that this style of law
typically does not raise prices.14,15 This may be due to difficulties with enforcement, since mark-up laws
result in different legally allowable minimums for every brand or price tier, which is hard to track and
enforce given the thousands of brand style combinations on the market. Our team recently calculated
legally allowable minimums for two brands of cigarettes in 37 different states; the process took months
and required long discussions with pricing and policy experts in each place. Retailers and enforcement
officials would likely face the same challenges. A set minimum price, however, is clear, and easy for
consumers, retailers and enforcement officials to understand.
Tobacco retailer density
There are 25 times as many tobacco retailers in the United States as there are McDonalds restaurants,
making tobacco an extraordinarily accessible consumer product.16 Furthermore, tobacco retailers are
densely concentrated in areas with greater proportions of African Americans, Hispanics, same-sex
couples and low income residents. Policies to reduce the number and density of tobacco retailers will
help address the unequal burden of tobacco product retailers in New York City neighborhoods.
Studies of retailer density, often expressed as the number of tobacco retailers within 800 meters of a
school or per 1,000 people, find that greater tobacco retailer density has been linked to higher smoking
rates. For example, schools with more tobacco retailers within walking distance (800m) have been
observed to have higher prevalence of current smoking.17 Living near tobacco retailers is related to
youth smoking,18,19 and a lower likelihood of smoking cessation,20 and may undermine the effects of
tobacco prevention interventions.21 A study in Scotland documented positive associations between
tobacco retailer density and adult smoking,22 and in Finland, proximity to a tobacco outlet was
negatively associated with smoking cessation.23 There are several reasons that could explain why
greater tobacco retailer density is related to higher smoking rates: (1) stores have approximately 30
tobacco ads24 and exposure to store-based tobacco marketing increases the odds of smoking initiation
for adolescents and stimulates craving among adults, (2) more tobacco retailers sets an expectation
that smoking is popular and normative, thereby influencing consumption, and (3) greater density means
that cigarettes are more readily available meaning that travel costs and search costs are much lower,
and lower costs are linked to more smoking.6
Several communities have already implemented policies to reduce retailer density. In 2014, the San
Francisco Board of Supervisors adopted a policy that caps the number of tobacco sale permits in each
of the City’s 11 Supervisorial Districts to 45 (some had >125), and forbids licensing stores within 500
feet of a school or another tobacco retailer. In December of 2016, Philadelphia adopted a similar
regulation that will increase tobacco licensing fees, limit available permits by district and restrict
retailers from operating near schools.25 Based on the evidence linking density and smoking, we believe
that reducing tobacco retailer density in New York City will reduce tobacco product use and improve
public health.

In sum, these policies will help ensure some fairness by providing reasonable balance to company
tactics that continue to selectively market deadly products to young and poor people. New York City
now has a chance to pass landmark policies that will reduce smoking rates, particularly among children
and the poor.
Sincerely,

Kurt M. Ribisl, Ph.D.
Professor, Department of Health Behavior
Director, Cancer Prevention and Control,
Lineberger Comprehensive Cancer Center

Shelley Golden, PhD, MPH
Clinical Assistant Professor
Department of Health Behavior
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Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Council Member Johnson,
Attached please find Roswell Park Cancer Institute's written statement in support of the proposed
policies to reduce smoking rates in New York City.
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Chair, Department of Health Behavior
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I am Chair of the Department of Health Behavior at Roswell Park Cancer Institute in
Buffalo, New York. I have been actively involved in tobacco control policy research for 22
years and have over 250 peer review publications and numerous grants and contracts from
government sources. I am the Director of the New York State Smokers' Quitline and have
helped evaluate the New York State Tobacco Control Program for the last ten years.
Understanding the role that tobacco policies have on consumer behavior has been a priority area
of research for my group. The purpose of this testimony is to share with the NYC Council
Health Committee the highlights of our research to help inform their deliberations as they
consider a series of bills intended to reduce smoking rates in New York City.
Smoking is the number one preventable cause of death in America. Over 480,000 people
die each year in the United States. At least 8.6 million people suffer from a serious chronic
disease like emphysema caused by smoking. Being the largest city in the country, New York
City experiences a huge share of this national burden.
Higher prices for tobacco are perhaps the most effective strategy to reduce tobacco use,
particularly among children, and to save lives. A pricing policy that requires tobacco products to
be uniformly expensive is most effective in reducing tobacco use. This proposal raises the price
floor for cigarettes and cigarillos from $10.50 a pack to $13 and also raises the price floor for
other products such as cigars, smokeless tobacco, loose tobacco, and shisha. The bill also
imposes a tax of 10 percent on other tobacco products for the first time. These higher prices will
reduce tobacco consumption, prevent kids from starting and save lives.
An aspect of the current tax policy is that cigars are taxed at a much lower rate than
cigarettes. The historical distinguishing feature between cigars, little cigars, and cigarettes is that
cigars are wrapped in tobacco leaf, and cigarettes are wrapped in paper. For many products on
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the market today it is difficult to tell the two apart, yet one product experiences significantly
lower taxes than the other. Consumption of these little cigars has increased in times when
cigarette taxes have increased, thus serving as a less expensive substitute product for cigarettes.
The impact of this situation is that the strong tobacco tax policy New York City has on
paper is comparatively weak in practice, and tobacco in New York City is more affordable than
it would be otherwise, which leads to fewer people quitting and more young people starting. Our
research shows that the availability of cheaper tobacco products results in 20% less success
quitting, even after controlling for other factors like how much people smoke and their
educational level. These are people for whom the high price would have been a major incentive
for them to quit; however, the availability of these cheaper products gives them a mechanism to
afford continued smoking.
Our rough calculations indicate that efforts to require cigars and cigarettes to be
comparably priced at a high minimum price will result in thousands of additional quitters under
conservative assumptions, and perhaps much higher, per year in New York City. The public
health benefits to the City will be tremendous
The proposed legislation also seeks to prohibit pharmacies and retail outlets with
pharmacies from selling tobacco products. Pharmacies play an important role in protecting and
promoting the health of their patients and patrons, and more people are utilizing the outlets for
preventive care and health counseling. There is an inherent contradiction in consumers
patronizing pharmacies that are also in the business of marketing the very product that causes
many illnesses to begin with. Selling tobacco products and e-cigarettes in pharmacies alongside
medicines and health products perpetuates misconceptions about their popularity and
acceptability.

3

Many people accept the notion that tobacco and pharmacies are an unhealthy mix. A
Centers for Disease Control and Prevention study published last year in the American Journal of
Preventive Medicine, showed that 66 percent of Americans don't think tobacco products should
be sold in pharmacies. The study showed that even half of smokers believe that.
Prohibiting the sale of tobacco products on pharmacies has been successfully undertaken
in San Francisco, over 130 municipalities in the state of Massachusetts and all of Canada. In
2014, CVS Health became the first national retail pharmacy chain to stop selling tobacco
products. After implementing the new policy, CVS Health reported that annual revenues
increased in 2014 and 2015.
Requiring a license for the sale of tobacco and electronic cigarettes is a common sense
measure. First and foremost a list of retailers is needed to ensure compliance with the minimum
age sales law. Without a list of licensed retailers compliance checks cannot be performed.
Secondly, a list of licensed retailers is needed to help the City to set limits on the number,
location, and types of tobacco retailers in its jurisdiction. Fourteen states and the District of
Columbia have passed laws requiring e-cigarette retailers and vape shops to obtain either a
license or a permit to do business.
Research shows that tobacco outlets are disproportionately located in neighborhoods with
more racial/ethnic minorities and that limits on the concentration of tobacco outlets reduces
smoking prevalence, particularly by youth. Using tobacco retail licensing as a tobacco control
tool is gaining traction. In fact, the Institute of Medicine (TOM) recommends licensing to
regulate the sale of tobacco products. The cities of Philadelphia and San Francisco among others
have already implemented similar licensing restrictions.
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As a health professional who works in a cancer hospital, I see the toll tobacco use places
on our society every day. Strategies to make these products more expensive and less accessible
will reduce their appeal and use in both youth and adults. Based on my scientific expertise, the
measures proposed in this bill will result in significant health improvements to NYC residents.
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Scott E. Sherman, MD, MPH
Department of Population Health

550 First Avenue
th
VZ30, 7 Floor, Room 721
Scott.sherman@med.nyu.edu

April 24, 2017

Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Mr. Johnson,
I am writing in strong support of the upcoming bills before the City Council regarding smoking
and tobacco use in New York City. I am an Associate Professor of Population Health, Medicine
and Psychiatry at NYU School of Medicine and an Associate Professor at the New York
University College of Global Public Health. My career and work for the last 25 years has been
focused on helping people to quit smoking, something of the utmost importance since tobacco
use remains the leading preventable cause of death in the United States. In particular, I have
been conducting research with the Veterans Health Administration and NYC Health and
Hospitals, looking at ways to increase the delivery of effective tobacco use cessation treatment
in order to help people quit smoking. My research has been funded by the National Institutes of
Health, Veterans Health Administration and California Tobacco-Related Diseases Research
Program.
The bills being considered by the City Council are outstanding additions to current regulations,
and are part of why New York City has been a leader in helping promote the health of all New
York City residents. They will further the current excellent measures protecting public health,
such as taxes on cigarettes and the clean indoor air laws.
The legislation to have a minimum price for tobacco will have a profound impact. Among
available tobacco control measures, price increases have unequivocally been the most effective
measure for reducing the initiation of smoking and helping current smokers to quit. Price
increases have their biggest effect on young adults, so they particularly help prevent initiation
and promote cessation at a time when people are forming lifelong habits.
New York City has already demonstrated that reducing the availability of places to smoke gets
many tobacco users to quit. Two of the measures under consideration – putting a cap on the
number of tobacco retailers in each district and banning tobacco sales in pharmacies – should
have the same beneficial effect by decreasing the availability of cigarettes. Note that this does
not impinge on anyone’s freedom. The New York City Smoke Free Air Act and the New York
State Clean Indoor Air Act do not prohibit anyone from smoking, but they do place limits on
where people can smoke. Similarly, these proposed restrictions do not prohibit anyone over age
21 from buying tobacco, but they do place limits on where they can buy it.
I would expect each of the measures proposed will substantively contribute to decreasing the
prevalence of smoking in New York City, as well as decreasing tobacco-related morbidity and

mortality among residents. As a package, they represent a formidable addition to New York
City’s current tobacco control regulations. New York City is already recognized globally as a
leader in reducing the impact of tobacco on the health of its population, and these measures are
a logical next step in our tobacco control efforts. I strongly encourage the City Council to
endorse and pass these regulations.

Sincerely,

Scott E. Sherman, MD, MPH
Co-Chief, Section on Tobacco, Alcohol and Drug Use
Associate Professor of Population Health, Medicine and Psychiatry
212-686-7500 x3018 (O) / 212-951-3269 (F)

Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
April 25, 2017
Honorable Mr. Johnson,
New York City has been the leader in combating the tobacco control epidemic and protecting its
residents for over a decade. However, annually tobacco use kills an estimated 12,000 individuals
in New York City and we must continue to work harder to protect our city.
While we have made great strides in combating the tobacco epidemic, more work still needs to
be done to reduce the significantly higher smoking rates among disparate populations in our
region and throughout the state. According to the U.S. Surgeon General, advertising and
promotional activities by tobacco companies have been shown to cause the onset and
continuation of smoking among adolescents and young adults. Studies show that reducing the
amount of tobacco retailers in a community makes youth less likely to be influenced by cigarette
advertising and less likely to initiate tobacco use. Additionally, the Surgeon General has called
raising prices on cigarettes “one of the most effective tobacco control interventions”. i
A number of municipalities across the nation have taken such steps as raising the minimum
prices for all tobacco products and reducing the number of tobacco retailers in order to decrease
smoking among youth and limiting exposure of tobacco marketing, which studies show
contribute to youth initiation.
The sale of tobacco in pharmacies poses as an ethical dilemma and contradicts what a pharmacy
is intended for. February 2014 was a significant movement in the retail environment when
CVS announced its decision to stop selling tobacco products, becoming the first retail pharmacy
chain in the U.S. to take such action. Subsequent to the chain's removal of tobacco products from
its stores, total cigarette purchases in states where CVS holds significant market share declined
by 1%, and smokers who had previously purchased their cigarettes exclusively at CVS were up
to twice as likely to stop buying cigarettes entirely.ii
Advancements like those described here have contributed to healthier communities and have
lowered the staggering death toll caused by tobacco use.

Respectfully,
Ashley F. Zanatta
Tobacco-Free Staten Island
i

U.S. Department of Health and Human Services. Preventing Tobacco Use Among Youth and Young
Adults: A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services,
Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Office on Smoking and Health, 2012
ii

Jennifer M. Polinski, Benjamin Howell, Michael A. Gagnon, Steven M. Kymes, Troyen A. Brennan, and William H.
Shrank. Impact of CVS Pharmacy's Discontinuance of Tobacco Sales on Cigarette Purchasing (2012–2014)
American Journal of Public Health April 2017: Vol. 107, No. 4, pp. 556-562

April 25, 2017
Honorable Corey D. Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Chairman Johnson:
My name is Douglas Luke, and I am Professor and Director of the Center for Public Health Systems Science
(CPHSS) at the Brown School at Washington University in St. Louis. The research I direct at CPHSS focuses on
public health policy and tobacco control. I am writing to express my support for two recently-introduced
bills that will be heard before your council on April 27, 2017: Limiting Tobacco Retail Licenses (Intro 1547,
Lander), which will reduce the number of stores that can sell tobacco products by capping the tobacco retail
dealer licenses in each community district at 50 percent of the current number of licenses, and Pharmacy
Sales Restriction (Intro 1131-A, Lander) which will prohibit pharmacies, or retail stores that contain
pharmacies, from selling tobacco products, including cigarettes.
Tobacco use remains the leading preventable cause of death in the US and around the world. Much of the
work I direct at our Center has focused on tobacco control, specifically how states and communities can
design, implement, and evaluate evidence-based tobacco control policies. This work has been published in
top public health journals as well as in important policy documents such as CDC’s Best Practices for
Comprehensive Tobacco Control. I currently lead (along with Kurt Ribisl of the University of North Carolina
and Lisa Henriksen of Stanford University) a 5-year, NCI funded study (Maximizing state & local policies to
restrict tobacco marketing at point of sale) that is developing the first ever national surveillance system of
tobacco retail policies. I have published several tobacco control science articles in top public health journals
and was a member of the panel that produced the recent Institute of Medicine Report, Assessing the use of
agent-based models for tobacco regulation, which provided the FDA and other public health scientists with
guidance on how best to use agent-based computational models to inform tobacco control regulation and
policy.
Our Center’s work has influenced the tobacco control policy environment. Early CPHSS research helped to
counter the tobacco industry’s assertions that it did not engage in targeted marketing of tobacco products
to minorities and other at risk groups.1 Our more recent work has focused on the dissemination and
implementation of effective tobacco control policies, especially at retailer settings.2 We have been active
disseminators of this work; for example, a number of our studies have been entered as public comments in
support of FDA’s tobacco regulatory efforts.3 More notably, the Office of Smoking and Health (OSH) at the
Centers for Disease Control and Prevention (CDC) have incorporated results of our research and evaluation
into their latest evidence-based guideline Best Practices for Comprehensive Tobacco Control Programs, as
well as their latest funding RFA for state tobacco control programs.4
Brown School • One Brookings Drive, Campus Box 1196, St. Louis, Missouri 63130
phone: (314) 935-3748 • email: cphss@wustl.edu • website: cphss.wustl.edu

Marketing in the retail environment for tobacco remains largely unregulated relative to other
promotional mediums. Since tobacco companies cannot promote sales through most conventional
advertisements due to the Master Settlement Agreement,5 the majority of tobacco marketing spending in
the past few decades has occurred in the retail environment. Over 90 percent of the top five tobacco
companies’ marketing expenditures in 2014 – totaling over $9.1 billion – were spent in retail settings.6 The
impact of this targeted spending is greater in poor and racially diverse neighborhoods, where tobacco
retailers are more numerous relative to population.7,8 Additionally, this $9.1 billion – or over $1 million per
hour9 – reflects only spending on marketing cigarettes and smokeless tobacco; it does not include marketing
strategies and dollars spent on flavored cigarillos or e-cigarettes.
High retailer density in neighborhoods of low socioeconomic status creates more opportunities for
exposure to product promotion and marketing tactics that are intended to encourage initiation and
discourage cessation.10-12 Retailer density refers the number of businesses in a given area (e.g.,
neighborhood, zip code, or district) that sell tobacco products, and can be calculated in terms of population
(e.g., retailers per 1,000 people) or area (e.g., retailers per square mile). Studies have shown that areas with
lower tobacco retailer density have lower smoking prevalence among youth,13 lower exposure to tobacco
advertisements and promotions,14 and lower rates of cessation relapse.15 Policies that reduce tobacco
retailer density – like Intros 1547 & 1131-A – stand not only to reduce the effects of high product exposure
on smoking cessation and initiation, but could also attenuate the effects of brand exposure, product
promotion, and tobacco advertising pervasive in the retail environment.
Pharmacies – which provide an increasing number of health care services – sell cigarettes cheaper and
offer more discounts on tobacco than other types of tobacco retailers.16,17 Removing tobacco from
pharmacies is a novel tobacco control policy approach that began in San Francisco with a 2008 ordinance.18
That grass-roots initiative led to a precedent for communities to adopt pharmacy bans as local policy and
since then, more than 150 municipalities across the country have adopted similar laws.19 In addition, many
pharmacies have voluntarily opted to remove tobacco products from their stores in response to growing
support from communities. One of the largest was CVS in 2014. Results from a study comparing the effects
of the nationwide removal of tobacco products from CVS pharmacies show a decrease in smoking among
customers who purchased tobacco products from CVS pharmacies.20 The diffusion of this policy across US
localities exemplifies the community-level drive to limit access to tobacco products and, more largely, helps
to change social norms around the acceptance of tobacco.
Our recent research supports the importance of strategies like Intros 1547 & 1131-A. “Tobacco Town:
Computational Modeling of Policy Options to Reduce Tobacco Retailer Density,” published in the American
Journal of Public Health in 2017, uses a simulation model to compare the potential impact of various
tobacco retailer density reduction strategies.21 We estimated the increase in cost of cigarette acquisition
(travel plus purchase price cost) of three main policies: retailer licensing caps, store type sales restrictions,
and distance buffers between retailers and schools or other retailers. We also tested combinations of these
policies and compared results to those for the individually implemented ones. Based on real, empirical US
data, we ran the simulations in four virtual communities representing high- and low-income urban and
suburban environments. Figure 1 below shows selected results from our simulations for the high- and lowincome urban community prototypes (for complete results please see attached article). Three takeaways
from this study are relevant to Intros 1547 & 1131-A.
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1. Strong policies – like Intro 1547 – may
have the most dramatic effects. While
it may seem straightforward that
stronger policies have larger impact
than weaker ones, our model suggests
that these differences are not linear. As
shown in Figure 1a, the impact on the
overall (travel plus purchase) cost per
pack of cigarettes for a 50 percent
retailer reduction is greater than five
times a 10 percent reduction within
each community type.
2. Restricting sales in pharmacies – as
Intro 1131-A will do – can have a larger impact than a random reduction of the same percentage
of retailers. As stated above, pharmacies tend to have cheaper cigarette prices than other retailers
like convenience stores and bodegas, grocery stores, and tobacco specialty shops. In our model,
pharmacies represent up to 10 percent of all retailers (depending on community type), though as
shown in Figures 1a & 1b, the impact on costs are greater for a pharmacy sales restriction than
those of a random 10 percent reduction. This is due to the cheaper purchase prices of cigarettes at
pharmacies relative to other retailers.
3. Multiple policies – like the suite of tobacco control policies proposed along with Intros 1547 &
1131-A – may have multiplicative effects larger than the sum of their parts.
Results from our model suggest that layering multiple policies might be more effective and have
greater impact than 1) any of those policies alone and 2) the simple sum of the effects of the
constituent policies. Figure 1c shows the increases in overall costs for layered policies (retailer caps
and store type sales restrictions along with distance buffers). The results suggest that a suite of
moderate policies may have impacts larger than any single policy at its highest intensity.
In closing, I want to recognize the importance of these innovative and strong tobacco control policies for
New York City. They have the potential to save and improve the lives of many of the residents of NYC. Also,
as strong as the policies are in each of the five bills being considered, taken as a package their effects are
likely to be much greater than the sum of their individual parts.
Sincerely,

Douglas A. Luke
Professor and Director
Center for Public Health Systems Science
Brown School at Washington University in St. Louis
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Tobacco Town: Computational Modeling of Policy
Options to Reduce Tobacco Retailer Density
Douglas A. Luke, PhD, Ross A. Hammond, PhD, Todd Combs, PhD, Amy Sorg, MPH, Matt Kasman, PhD, Austen Mack-Crane, BA,
Kurt M. Ribisl, PhD, and Lisa Henriksen, PhD
Objectives. To identify the behavioral mechanisms and effects of tobacco control
policies designed to reduce tobacco retailer density.
Methods. We developed the Tobacco Town agent-based simulation model to examine
4 types of retailer reduction policies: (1) random retailer reduction, (2) restriction by type
of retailer, (3) limiting proximity of retailers to schools, and (4) limiting proximity of
retailers to each other. The model examined the effects of these policies alone and in
combination across 4 different types of towns, deﬁned by 2 levels of population density
(urban vs suburban) and 2 levels of income (higher vs lower).
Results. Model results indicated that reduction of retailer density has the potential to
decrease accessibility of tobacco products by driving up search and purchase costs. Policy
effects varied by town type: proximity policies worked better in dense, urban towns
whereas retailer type and random retailer reduction worked better in less-dense, suburban settings.
Conclusions. Comprehensive retailer density reduction policies have excellent potential to
reduce the public health burden of tobacco use in communities. (Am J Public Health. 2017;107:
740–746. doi:10.2105/AJPH.2017.303685)
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ocal, state, and federal policy change has
great potential to ameliorate the major
risk factors for chronic disease and cancer,
although much of this potential is unrealized.1
Policy proposals to create healthier communities increasingly attempt to alter the
retail availability of unhealthy and healthy
products.2 Tobacco control policy and research are increasingly focused on the retail
environment because it is the dominant
channel for tobacco marketing in the United
States. After the Master Settlement Agreement eliminated billboard and transit advertising and curtailed industry-sponsored
events, annual spending at retail increased
from $4.7 billion in 1998 to $8.6 billion in
2013.3 Retail-focused policy is arguably the
most important frontier in tobacco control
and can be seen as a new ﬁfth core strategy of
state and national tobacco control programs.
The traditional strategies have been to (1) raise
cigarette excise taxes, (2) implement comprehensive smoke-free air laws, (3) offer
cessation services, and (4) launch hard-hitting
countermarketing campaigns.

740

Research

Peer Reviewed

Luke et al.

Tobacco companies have contested nearly
all provisions of the Family Smoking Prevention and Tobacco Control Act that would
have the greatest impact on the retail environment.4,5 Given the inevitable delays
during court battles, one of the most legally
sound means to counteract the impact of retail
marketing on tobacco use is for state and local
governments to restrict the quantity and location of tobacco retailers, which can reduce
both the availability of the product and the
marketing associated with it.6,7 Such retailer
reduction strategies have been effective to
reduce alcohol consumption8 and there is
considerable interest in adapting this paradigm to tobacco control.2,9

Approximately 40% of US adolescents
(aged 13–16 years) live within walking distance of a tobacco retailer,10 and nearly half
visit these stores at least weekly.11 Living in
neighborhoods with higher tobacco retailer
density predicts a higher incidence of current
smoking among adolescents12 and more
frequent smoking by adults.13 Despite these
associations, little is known about how policies can most effectively reduce retail density,
and whether those reductions can have
notable public health beneﬁts.
The foundational policy for monitoring
and reducing density is retailer licensing.6
In the absence of a national requirement to
license tobacco retailers, 39 states; Washington, DC; and growing numbers of localities currently regulate how and where
tobacco products can be sold through licensing.14
Retail licensing also paves the way for more
innovative policy strategies, such as capping
the number of licenses, maximizing distances
between retailers, and prohibiting sales near
youth-oriented locales (e.g., schools and
parks) and at certain store types (most often
pharmacies). For example, in 2014, San
Francisco, California, amended its licensing
ordinance to include a cap that aims to
equalize the number of retailers in its 11
administrative districts, and to establish
a 500-foot buffer zone between retailers as
well as between schools and retailers. In the
ﬁrst year after the amendment, the city saw an
8% decrease in retailers.15 Almost 70% of
Massachusetts residents live in municipalities
that mandate tobacco-free pharmacies, and
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cities in Minnesota are currently working
to reduce availability of ﬂavored tobacco
products (including menthol) by restricting
their sale to tobacco specialty stores.16
Computational systems modeling is
a powerful research tool for public health
policies, especially when traditional experimental and observational studies of retail
policies are not possible or practical.17 Although computational modeling has been
used in tobacco control, most of these studies have used system dynamics to model
population-level characteristics such as
smoking prevalence.18,19 Agent-based modeling is a type of dynamic modeling that uses
computer simulations to examine how elements of a system (agents) behave as a function
of their interactions with each other and their
environment.20 Agent-based modeling is at
the forefront of modern infectious disease
research,21 but is increasingly being used in
chronic disease and health policy studies.22–24
Although some modeling studies have examined retail policy effects, they have relied
on econometric modeling techniques (such
as life-table forecasting) that cannot examine individual behavior–environment interactions.25,26 The focus of agent-based
modeling on agent interaction allows detailed
examination of how public health policies
may affect individual behavior, as well as how
the local physical and social environment
inﬂuences behavioral dynamics. Use of
agent-based models to study policy mechanisms and effects has recently been recommended as an important tool in tobacco
control policy and regulation.27
This article presents the results from an
agent-based model and virtual policy laboratory that we named Tobacco Town, which
we developed with state-of-the-art complex
systems modeling procedures, and based on
existing epidemiological, tobacco retailer,
and Census data. We used Tobacco Town to
explore the potential effects of 4 types of
retailer reduction policies: (1) random retailer
reduction (similar to how cap-and-winnow
strategies based on licensing and zoning laws
would work), (2) restriction by type of retailer
(e.g., pharmacy bans), (3) limiting proximity
of retailers to schools, and (4) limiting
proximity of retailers to each other. The
model examined the potential effects of these
policies alone and in combination across 4
different types of towns, deﬁned by 2 levels of
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population density (urban vs suburban) and
2 levels of income (higher vs lower).

METHODS
The Tobacco Town agent-based model
focuses on patterns in the purchase behavior
of smokers. During each simulated run of the
model, agents (smokers) commute between
home and work and make decisions about
whether to purchase cigarettes, where to
purchase them, and how many cigarette packs
or cartons to purchase. Because agents in
this model utilize stylized but consistent
decision-making approaches, we can glean
important insight into the joint effect of
environment and policy on tobacco retailer
density and the total cost of acquiring
cigarettes.
We designed this agent-based model by
following current computational simulation
best practices.28 These begin with formulating a clear question (e.g., What impact do
retailer density dynamics exert over cost?),
and include grounding assumptions in research and theory and collaboration with
substantive experts, iteratively building in
model complexity, thorough calibration and
sensitivity analyses, and, ﬁnally, thoughtful
translation, visualization, and communication
of results. It was written in Java (version
1.7.0_51/1.8.0_51, Oracle Corporation,
Redwood City, CA) within the Repast
Simphony framework (version 2.1/2.3.1).29
In addition to the summary provided in this
section, we direct interested readers to a more
detailed technical description of the model in
Appendix A (available as a supplement to the
online version of this article at http://www.
ajph.org) and to previous work by the authors
that discusses the rationale and development
of the features that were included in this
model.

Environment and Agents
From previous studies1,10,30 and experience in tobacco control policy, we appreciate
that policy effects differ across diverse environments. Therefore, our model consists of 4
archetypal and abstract town types that we
derived from data from California cities and
a national sample of retailers. We refer to
the town types as urban rich, urban poor,

suburban rich, and suburban poor. Based on
the California cities data, we constructed the 4
town types by using retailer, school, workplace, and population densities; commute
times; and proportions of transport mode use
(vehicle, bicycle, or walking; Appendix A,
available as a supplement to the online version
of this article at http://www.ajph.org). Data
available from a national sample of retailers
provide average prices for different store types
that include convenience, pharmacy, liquor,
grocery, warehouse, and tobacconist stores.
We represented each town in an abstract
10-square-mile lattice grid of roads and blocks
wherein retailers, homes, and workplaces are
situated. Table 1 contains selected baseline
statistics for the 4 town types.
Agents in the Tobacco Town model
represented adult smokers and each had
6 time-invariant, or constant, attributes:
smoking rate, mode of transport, wage, home
and work locations, and a route between the 2
locations; we based distributions of these attributes on the environment in which a simulation takes place. During the course of
a simulated run of the model, each agent’s
cigarette inventory and current location were
dynamically updated based on their actions.

Agent Actions and DecisionMaking
Each simulated day in Tobacco Town
consisted of 2 periods, morning and evening.
Each evening, agents smoked a number of
cigarettes based on their smoking rate, depleting their inventory. Each morning, agents
assessed their cigarette inventory and decided
to procure cigarettes if their current inventory
was less than their daily smoking rate.
As a simplifying assumption and consistent
with standard economic theory, agents have
perfect information about both direct and
indirect costs: they know the price of cigarettes at each retailer in the environment, and
the travel costs associated with deviating from
their commute path to purchase cigarettes.
On the basis of this knowledge, they made
decisions about where to purchase and how
many packs or cartons to purchase that
resulted in the lowest possible total percigarette cost. The primary outcome observed in the model was an abstract total travel
plus price cost that combined both the time
required to travel to a tobacco retailer and the
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costs, as they started out with much higher
retailer densities.

TABLE 1—Comparison of Baseline Town Type Characteristics in the Tobacco Town
Agent-Based Model
Transport, %
Town type

Price, $

Income, $

Retailers, No.

Population, No.

Car

Bike

Walk

Urban rich

5.68

92 198

8.84

7 811

78.5

12.7

3.6

Urban poor

5.01

39 798

12.03

9 565

88.0

7.3

1.2

Suburban rich

5.56

91 548

2.34

3 147

87.0

4.1

1.3

Suburban poor

4.88

30 176

4.23

4 159

93.1

3.8

1.3

Note. Prices are average pack prices; income is median household income; retailers and population are
densities (per square mile); transport is the percentage of the population using each mode.

dollar cost of cigarettes (see Equation 2 in
Appendix A, available as a supplement to the
online version of this article at http://www.
ajph.org).

combination (75% cap, 1000-foot school and
retailer buffers, pharmacy ban) and a highstrength combination (50% cap, 1500-foot
school and retailer buffers, convenience
store ban).

Model Usage and Policy Tests
Each simulated run of the Tobacco Town
model consisted of 30 “days” (morning and
evening periods). During these runs, we
collected data on the environment, agents,
and their purchase decisions; our model
stored aggregated and individual-level data on
cigarette purchases. These data included the
cost, distance, and time for travel to the selected retailer, purchase price and quantity,
and type of retailer. The 30 days was both
conceptually tidy (reﬂecting a simulated
month) and, coupled with 40 runs conducted
under every parameter set, ensured that stable
agent behavior patterns could be identiﬁed
from the stochastic model.31
Tobacco Town evaluated tobacco retailer
reduction policies being tested in US communities and stronger versions of these policies to see their potential effects. We tested
4 types of policies individually and in combination: (1) a retailer cap compared effects of
capping the density of retailers to 90%, 80%,
70%, 60%, and, ﬁnally, 50% of initial levels;
(2) a school-proximity buffer compared
prohibiting retailers within 500, 1000, or
1500 feet of schools; (3) a retailer-proximity
buffer compared requiring a minimum distance between retailers of 500, 1000, or 1500
feet; and (4) a retailer type restriction tested
the equivalent of a tobacco sales ban, by removing either all pharmacies or all convenience stores (with and without gasoline).
Finally, we ran 2 sets of tests that combined all
4 individual policy types; a moderate-strength
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RESULTS
Table 2 presents the results of all model
runs, including the changes in retailer density
(retailers per square mile) and the subsequent
increase in overall cost of obtaining cigarettes
for the different types of policy interventions
across the 4 town types.

Retailer Density Reduction
In the baseline runs (before policy tests),
retailer density varied from 2.34 retailers per
square mile (for the suburban rich town type)
to 12.09 retailers per square mile (urban poor).
As expected, higher levels of the interventions
were associated with greater reductions in
density. For example, a 500-foot school
buffer decreased density in the urban poor
town type from 12.03 to 11.27, while the
much larger 1500-foot buffer reduced density
to 3.23 retailers per square mile.
Figure 1 shows the relationship between
density and overall cost across all model runs:
in general, as density decreased, cost increased. The ﬁgure illustrates 2 other important ﬁndings. First, there appeared to be
a nonlinear relationship between density and
cost, with the possibility of a threshold effect
around 3 retailers per square mile. Second, the
relationship between density and cost varied
by town type. In particular, the urban town
types were less likely to see large increases in

Effects on Cost of Retailer
Reduction Policy Interventions
In addition to the speciﬁc average per-pack
total travel plus price cost presented in Table
2, Figure 2 highlights the impacts on total
cigarette travel plus price cost per pack in each
town type as a result of each policy strategy.
Each line plot shows the percentage increase
in cost observed relative to the baseline costs.
In general, stronger policies resulted in
higher costs, although the pattern varied by
town type.
Retailer caps and retailer type sales bans. For
density, retailer cap strategies operated in
a straightforward and uniform manner
(i.e., capping the number of licenses at 50% of
the current total cuts retailer density in half
across town types). For town types other than
suburban rich, cost increases were modest
(< 4%), even at the highest intensity of halving
the number of retailers per square mile.
However, for suburban rich communities,
a 50% retailer density reduction resulted in
a 7% increase. This indicates that the average
baseline cost of $5.56 would rise more than
35 cents to $5.94.
Pharmacies represented a small portion of
tobacco retailers: 5% to 11% of all stores in
the 4 town types here. However, because
pharmacies sell cigarettes more cheaply than
other retailers on average,32 removing tobacco sales from pharmacies affected overall
costs more than a random 10% retailer
reduction (Table 2). Restricting sales for
convenience stores, which comprised
a much larger portion of tobacco retailers,
predicted different impacts on density and
cost. Here the policy effects for density reduction were more pronounced, and cost
increases further illuminated differences
between urban and suburban environments.
Because suburban areas had fewer retailers at
the baseline, removing convenience store
tobacco sales effectively halved retailer
density and, as stated previously and seen in
Figure 1, more marked cost increases were
predicted. In suburban poor town types, for
example, implementing this policy reduced
retailers from more than 4 to less than 2 per
square mile, and the associated cost increases
were about 7%.
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TABLE 2—Density Reduction and Cost Increase Results From Tobacco Town Agent-Based Model Runs
Urban Poor
Variable

Urban Rich

Suburban Poor

Suburban Rich

Retailer Density Cost, $ % Increase Retailer Density Cost, $ % Increase Retailer Density Cost, $ % Increase Retailer Density Cost, $ % Increase

Baseline

12.03

5.01

...

8.84

5.68

...

4.23

4.88

...

2.34

5.56

...

90%

10.83

5.03

0.27

7.97

5.69

0.29

3.81

4.90

0.27

2.11

5.59

0.62

80%

9.62

5.05

0.68

7.08

5.73

0.85

3.38

4.94

1.15

1.88

5.61

1.05

70%

8.42

5.06

1.00

6.19

5.74

1.08

2.96

4.98

1.85

1.64

5.68

2.28

60%

7.21

5.09

1.55

5.30

5.77

1.69

2.53

4.99

2.26

1.41

5.81

4.55

50%

6.03

5.12

2.22

4.45

5.81

2.27

2.14

5.05

3.44

1.20

5.94

6.99

Retailer cap

School buffer
500 ft

11.27

5.03

0.31

8.38

5.68

0.11

4.13

4.89

0.12

2.31

5.58

0.46

1000 ft

6.75

5.10

1.76

6.05

5.73

1.00

3.48

4.93

0.90

2.02

5.61

0.89

1500 ft

3.23

5.26

4.99

3.60

5.86

3.14

2.73

4.99

2.15

1.72

5.67

2.09

Retailer proximity
500 ft

11.06

5.02

0.23

8.24

5.69

0.18

4.10

4.89

0.03

2.30

5.56

0.15

1000 ft

6.36

5.12

2.25

5.38

5.76

1.50

3.23

4.94

1.14

1.99

5.67

2.13

1500 ft

3.55

5.25

4.80

3.29

5.87

3.42

2.46

5.02

2.75

1.67

5.73

3.10

10.65

5.08

1.41

7.92

5.70

0.45

3.81

4.91

0.55

2.07

5.64

1.47

5.60

5.10

1.68

4.02

5.76

1.53

1.97

5.24

7.25

1.08

6.06

8.99

Moderatea

3.81

5.30

5.84

3.74

5.86

3.27

2.40

4.96

1.59

1.52

5.86

5.53

Highb

1.11

5.57

11.08

1.15

6.09

7.21

1.01

5.41

10.67

0.72

6.49

16.79

Store type sales ban
Pharmacies
Convenience
Multiple policies

Notes. Each row represents the average result of 40 model runs. Density is number of retailers per square mile; cost values are scaled as average per-pack costs
including purchase price and time and travel costs.
a
Moderate intensity = 75% cap, 1000-foot school and retailer buffers, pharmacy sales ban.
b
High intensity = 50% cap, 1500-foot school and retailer buffers, convenience store sales ban.

School and retailer proximity buffers. For
500-, 1000-, and 1500-foot restrictions, both
types of proximity buffer policies exhibited

largely the same impacts for density for each
town type. We saw the most dramatic density
and cost effects in urban poor environments,

FIGURE 1—Relationship of Retailer Density and Overall Travel Plus Purchase Cost, With
Smoothing Spline: Tobacco Town Agent-Based Simulation Model

May 2017, Vol 107, No. 5

AJPH

which were the most densely populated—by
both people and tobacco retailers. For urban
poor communities, a 1500-foot-from-schools
tobacco sales restriction resulted in a projected
5% increase in costs whereas the same policy
in urban rich areas predicted a 3% increase.
Conversely, in diffusely populated suburban
environments, proximity buffers would
see smaller projected impacts on costs.
Multiple policies. Implementation of multiple or multifaceted policies in the model
resulted in the largest density reductions and
the largest overall cost increases. Interestingly,
a set of multiple policies at moderate intensities topped out at about a 6% increase
in costs for suburban rich and urban poor
communities. The moderate set of policies
cut the density “disparity” across town types
in half, from about 5 to 1 to about 2.5 to 1.
The combined set of high-intensity policies
could leave an average of only 1 retailer (or
less than 1 in the suburban rich town type) per
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Urban poor

18
17

Urban rich

16

Suburban poor

15

Suburban rich

14
13

Percentage

12
11
10
9
8
7
6
5
4
3
2
1
0
500

1000

1500

Retailer Buffer, ft

500

1000

1500

School Buffer, ft

90 80 70 60 50

Drug

Convenience Moderate

Retailer Cap, %

Store Type Sales Ban

High

Multiple Policies

FIGURE 2—Relative Overall Travel Plus Purchase Cost Increases by Type of Policy and by Town Type: Tobacco Town Agent-Based Simulation
Model

square mile. For all types except urban rich
communities, the set of high-intensity policies predicted cost increases of more than
10%, and the expected cost increase for
suburban rich communities was 17%.
We conducted an additional set of model
runs by using a more realistic “2-phase” decision
rule,33 in which agents decided from which
retailer to purchase tobacco products after ruling
out some retailers on the basis of maximum
acceptable price, maximum acceptable distance,
or type of retailer. Both density reduction and
cost increase results showed very similar patterns
to the main model runs (see Table B-1 and
Figure B-1 in Appendix B, available as a supplement to the online version of this article at
http://www.ajph.org).

the retail availability of tobacco products.34
Despite these efforts, we still know little about
how the underlying mechanisms of these
policies drive down density, increase search
costs, and affect price. In this study we used
the Tobacco Town agent-based model to
reveal important differences in potential
policy impacts, both between policies and
across town types. In a context in which
real-time reduction can take years to evaluate,
research informed by agent-based modeling
is especially important to identify the most
potent policies and to defend against increasing tobacco industry opposition to any
and all forms of retailer reduction policies.

Contextual Policy Effects

DISCUSSION
Communities around the United States are
implementing a variety of policies to reduce
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The relationship between retailer density
and cost is less straightforward than one might
assume. Retailer density reduction exhibits
a threshold effect on total cost of acquiring
cigarettes; as retailer density decreases, the

overall travel plus purchase costs increase
modestly up to a point (around 3 retailers per
square mile) and then begin to increase more
dramatically as the concentration of retailers
continues to diminish. That is, retailer densities must be reduced dramatically before
large cost effects are seen. This suggests that
the impacts of retailer reduction policies are
likely to vary on the basis of the retailer density
starting points.
For example, in New York City, where
retailer density is 31 retailers per square mile,35
it would take a dramatic 87% reduction in
tobacco retailers to reduce retailers to fewer
than 4 per square mile. Conversely, in the city
of St Louis, Missouri, it would require only
a 35% reduction to reach the same goal.36
More densely populated areas tend to have
more tobacco retailers, and similar relative
reductions in density (e.g., 20%) may not have
an impact on total costs as markedly as the
same reduction in a less populated area.
In addition, existing income differentials
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between similarly populated and urbanized
communities (e.g., suburban rich vs suburban
poor) result in distinct impacts from the same
policy.

Strength of Individual and
Combined Policy Effects
As one might expect, a policy that caps the
number of tobacco retailers at 50% of the
existing total exhibits larger impacts (on retailer density and cost) than one that caps
the number only at 90% of the status quo.
However, implementation of multiple
policies—even at lower, more politically
palatable intensities—can decrease tobacco
retailer density and increase costs more than
a single policy at a higher, or its highest
feasible intensity.

Public Health Implications
The Tobacco Town agent-based model
suggests that, especially for dense, urban environments, modest reductions in tobacco
retailer density may simply not lead to
“noticeable” environmental changes that
translate into public health beneﬁts. More
dramatic reductions in density may be required before consumers would either have to
search longer for tobacco products or be
willing to pay more for tobacco.26 This has
implications for communities that are considering many different policy options. For
example, in our model, a 500-foot buffer
around schools only resulted in a density
reduction of 1% to 2% for suburban settings,
and essentially no increased search costs. Even
in urban settings, the modest 500-foot buffer
only reduced density by around 5% to 8%. In
other words, these policies may only remove
half a dozen retailers out of every 100. Although stronger policies, or multiple policies
in combination, are needed for density reduction, maximizing the distance from tobacco retailers to schools serves other
public health priorities, such as limiting
young people’s exposure to retail tobacco
marketing.
Our ﬁndings also suggest that there is not
a “one size ﬁts all” retailer reduction policy.
These effects of different mechanisms
(e.g., buffers vs store type restrictions) vary
according to town type. This has important
health disparities implications: places that
need retailer reduction policies the most
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(i.e., lower-income urban communities)
would beneﬁt from policies that are specifically tailored to eliminate those inequities.
For example, San Francisco’s policy established a cap at the lowest number of retailers
across all administrative districts, explicitly
aiming to eliminate existing density disparities. Other simulations suggest that implementing bans on retailers near schools may
reduce disparities across diverse communities.37,38 Finally, our results are consistent
with the Centers for Disease Control and
Prevention’s decades-long push for comprehensive policy approaches to tobacco
control.39 Communities are far more likely
to see public health beneﬁts if they combine
multiple retailer reduction strategies with
strong traditional tobacco control efforts,
rather than relying on 1 policy to do
everything.
It is useful to keep in mind a number of
important limitations of this study. As with
any agent-based model, it is based on a set
of abstractions (e.g., 4 town types, average
commute times) that make it important to
avoid overgeneralizing to real towns, real
behavior, and real policies.40 However, that
abstraction allows us to focus on a smaller set
of agent behaviors and agent–environment
interactions that help to reveal underlying
policy mechanisms and behavioral dynamics
that themselves have important policy
implications.41
For similar reasons, it is important not to
interpret the Tobacco Town cost outcome
variable as being indicative of real-world
costs. Rather, the cost outcome is a metric
that captures both search and purchase costs,
and is sensitive to policy and environmental
changes in a way that allows us to connect the
model results to our interpretations of what
a successful retailer density reduction policy is
meant to accomplish (i.e., make it less convenient and more expensive to obtain tobacco products). By focusing on search and
acquisition costs, the modeling did not take
into account other ancillary beneﬁts of retailer
reduction, such as decreasing exposure to
retail tobacco marketing and denormalizing
tobacco use. Indeed, the initial version of
the Tobacco Town model presented here is
just the ﬁrst phase in a planned program
of study using computational modeling to
explore the beneﬁts of policy solutions to
chronic disease challenges.

Communities may implement model
policies to reduce tobacco retailer density, but
their effects will always play out differently.
Such policies will change individual neighborhoods, making tobacco products less
convenient and more costly to obtain for the
people who live and work in those neighborhoods. Tobacco Town suggests to us that
these policies may reduce the burden of tobacco in individual communities, but these
beneﬁts are more likely to be seen if the
policies start out strong, are implemented in
conjunction with other effective retailer
policies, and are designed to take into
account the speciﬁc characteristics of those
communities.
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Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
April 25, 2017

Dear Mr. Johnson:
I am writing to support the proposed tobacco legislation that will be heard by the Health
Committee on April 27. New York City has made extraordinary efforts to combat the death and disease
caused by tobacco. Tobacco products and non-tobacco shisha are dangerous. Their use is a major public
health concern that we cannot overlook. These bills will help take the next step towards ending the
tobacco epidemic for good.
The World Health Organization’s Framework Convention on Tobacco Control (FCTC)1 is the
world’s first public health treaty. The treaty and its guidelines provide international best practices for
tobacco control. While the U.S. has signed the treaty, it is not yet a Party. However, 179 countries and the
European Union representing nearly 90% of the world’s population are Parties to the FCTC2; a clear
indication of the near global acceptance of these strategies. These bills incorporate several of these best
practices. I mention just a few of the bills below, but Action on Smoking and Health finds all of the bills in
this package worthwhile, and I believe that they will have a significant, positive impact on the health of
New Yorkers.
Proposal Int 1544-2017- increased prices and tax
This bill raises the minimum price for tobacco products and imposes a new 10% local tax on
other tobacco products. The international community has recognized price and tax increases as an
effective way to reduce smoking rates, and therefore included it in Article 6 of the FCTC3. Domestically,
the U.S. Surgeon General has called raising prices on cigarettes “one of the most effective tobacco
control interventions.” 4 In high-income countries, like the United States, a 10% increase in tobacco
1

World Health Organization, Framework Convention on Tobacco Control,
http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.
2

WHO FCTC, Parties to the Framewok Convention on Tobacco Control, http://www.who.int/fctc/signatories_parties/en/.

3

WHO FCTC, Article 6. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.

4

U.S. Department of Health and Human Services (HHS), The Health Consequences of Smoking: 50 Years of Progress. A Report of
the Surgeon General, Atlanta, GA: HHS, Centers for Disease Control and Prevention (CDC), National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking and Health, 2014. http://www.surgeongeneral.gov/library/reports/50years-ofprogress/index.html
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prices will reduce consumption by about 4% for adults.5 Tobacco taxes are particularly effective in
preventing or reducing tobacco use among young people. A 10% price increase decreases youth smoking
by about 7%.6
Proposal Int 1131-2016- pharmacies
This bill prohibits pharmacies from selling tobacco products. Tobacco products are the number
one cause of preventable death and disease7, and selling them is antithetical to pharmacies’ goals of
improving people’s health. Several cities, including San Francisco and Boston8, have already taken this
step to protect the health of their citizens, and New York should as well.
Int 1585-2017- disclosure of smoking policies
This bill requires owners of residential buildings to create a policy on smoking and disclose it to
both current and prospective residents. Although this bill does not require a building to adopt a no
smoking policy, it allows prospective tenants to make a fully informed decision about whether or not
they want to live in a building. In 2011-2012, more than 1 in 3 (36.8%) nonsmokers who lived in rental
housing were exposed to secondhand smoke.9 This is no small problem; since 1964, approximately
2,500,000 nonsmokers have died from health problems caused by exposure to secondhand smoke.10
This bill allows potential tenants to decide whether or not living in a building that allows
smoking is an acceptable level of risk to their health and that of their children. The disclosure that this
bill requires is supported by Article 8 of the FCTC which calls for universal protection from exposure to
tobacco smoke11, and also Article 1212, which encourages public education and awareness.

5

World Health Organization, Raise Taxes on Tobacco,
http://www.who.int/tobacco/mpower/publications/en_tfi_mpower_brochure_r.pdf.
6

Campaign for Tobacco Free Kids, RAISING CIGARETTE TAXES REDUCES SMOKING, ESPECIALLY AMONG KIDS,
https://www.tobaccofreekids.org/research/factsheets/pdf/0146.pdf.
7

Centers for Disease Control and Prevention (CDC), Smoking and Tobacco Use.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/.
8

Americans for Non-Smokers Rights, Tobacco Free Pharmacies, http://no-smoke.org/learnmore.php?id=615.

9

Centers for Disease Control and Prevention (CDC), Secondhand Smoke Facts.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/.
10

Id.

11

WHO FCTC, Article 8. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.

12

WHO FCTC, Article 12. http://apps.who.int/iris/bitstream/10665/42811/1/9241591013.pdf?ua=1.
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Conclusion
Unfortunately, tobacco use is still the leading cause of preventable death in the United States.13 Every
year, over 480,000 people in the United States14 and over 28,000 New Yorkers15 die from tobacco
related diseases. New York City has taken a progressive role as a leader in the area of tobacco control.
This legislation can continue that tradition and save many people from tobacco related death and
disease. I urge the committee to pass these important policies.
Best Regards,

Laurent Huber
Executive Director, Action on Smoking & Health
Ambassador, Framework Convention Alliance on Tobacco Control

13

Supra note 7.

14Centers

for Disease Control and Prevention (CDC), Tobacco Related Mortality.
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/tobacco_related_mortality.
15

Campaign for Tobacco Free Kids, The Toll of Tobacco in New York.
https://www.tobaccofreekids.org/facts_issues/toll_us/new_york.
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27110 Grand Central Parkway
Apartment 17G
Floral Park, New York
April 25, 2017
Honorable Corey Johnson
Chair, Health Committee
New York City Council
City Hall
New York, NY 10007
Dear Sir:
Thank you for allowing me these few minutes to speak.
I heartily endorse and support the resolutions that will curb smoking in
New York City. We should be on the forefront of healthy living.
I particularly applaud the bill that requires rental apartment buildings,
as well as co-op and condo buildings, to create a smoking policy for the
building. I also support the bill banning smoking in the common areas of
all multiply dwellings.
I am a director on the Board of North Shore Towers and Country Club, a
complex of 3 high rises of 33 floors containing 1844 units on 110 acres in
eastern Queens.

As of January 1, 2017 our community has been smoke free in ALL interior
areas including apartments, balconies, terraces.
We amended our proprietary lease by voting and getting the requisite 66
2/3% shares necessary to make this ban happen. Actually 72% voted in
the affirmative. People said it couldn’t be done…we did it. We are
thought to be the largest private co-op in the country to go smoke free.
We took this path because we had a problem with second hand smoke
traveling and impacting units in our buildings. Smoke travels through
the vents, seeps under doors and walls and cannot be isolated or
contained in the smokers unit.
We put together a group of 50 residents (2 building captains in each
building; the remaining residents floor captains in there respective
buildings.). These people were committed and focused to get the vote
out.
On Aug. 1, 2016 we had a presentation to our residents by the Queens
team…Joel Bhuiyan, Nancy Copperman, Phil Konigsberg and Eileen Miller
about the harmful effects of second hand smoke. We also had a resident
engineer describe the impossibility of sealing a smokers apartment. The
stage was set for an all out push to eliminate smoke in the interiors of our
complex. At the end of the voting period, Sept. 30, the community spoke!
Our commitment to and execution of amending the proprietary lease was
the March cover story in Habitat magazine. We receive calls from other
co-ops and condos to find out how we did it.

When people understand that second hand smoke is destructive to
people and property the only answer is eliminating it. It is the only
positive approach.
North Shore Towers and Country Club is proud to be on the forefront of
this issue!
Yours truly,
Phyllis Goldstein

TESTIMONY OF
THE NEW YORK PUBLIC INTEREST RESEARCH GROUP
BEFORE THE NEW YORK CITY COUNCIL HEALTH COMMITTEE
REGARDING TOBACCO BILLS: INTRO 1547, INTRO 1544, INTRO 1532, INTRO 1131-2016
April 27, 2017
New York City, NY
Good afternoon, my name is Smitha Varghese, a policy associate with the New York Public Interest
Research Group (NYPIRG) and a student at Queens College, with me today is Megan Ahearn, NYPIRG’s
program director. NYPIRG is a non-partisan, not-for-profit, research and advocacy organization.
Consumer protection, environmental preservation, health care, higher education, and governmental
reforms are our principal areas of concern. We appreciate the opportunity to testify on the City Council's
proposed bills regarding tobacco.
Virtually all New Yorkers have had an experience with cancer. According to the U.S. Centers for Disease
Control and Prevention (CDC), cancer is the second leading cause of death in America.1 As seen below,
the top five cancer killers account for more than half of all the estimated cancer deaths.
Estimated Number of New Cancer Cases and Deaths Exceeding 1,000, 20172
Type of Cancer
Total, all sites
Lung & Bronchus
Colon & Rectum
Pancreas
Female Breast
Prostate
Leukemia
Liver & IBD
Non-Hodgkin Lymphoma
Urinary Bladder

New Cases
107,530
12,700
8,490
3,490
16,310
10,060
4,320
2,520
4,760
5,410

Deaths
35,960
8,660
2,870
2,750
2,410
1,560
1,460
1,680
1,210
1,050

Breast cancer is the leading form of cancer affecting women and the second biggest killer. Yet, it is not
the leading cause of cancer deaths for women. Prostate cancer is a leading cause of cancer in men, but it
is not the leading cause of cancer deaths in men. That terrible distinction belongs to lung cancer.
1

Centers for Disease Control and Prevention, see: https://www.cdc.gov/cancer/dcpc/data/types.htm.
American Cancer Society, Cancer Facts & Figures, Supplemental Data, see:
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-factsandfigures/2017/estimated-deaths-for-selected-cancers-by-state-us-2017.pdf.
2

As you see in the above chart, lung cancer is what drives cancer deaths in New York State: Nearly one
quarter of all cancer deaths result from lung cancer. It is a cancer that is deadly, and that afflicts men
and women alike. It is also a cancer for which we know how to dramatically reduce its impact: by
reducing the use of tobacco products.
The leading cause of lung cancer is tobacco use. Today nearly 9 out of 10 lung cancers are caused by
smoking cigarettes.3 Not only are smokers at risk, but even non-smokers can be afflicted by exposure to
tobacco smoke. In the U.S., more than 7,300 nonsmoking lung cancer patients die each year from
exposure to secondhand smoke alone.4
The State budget adds no new revenues to the state’s program designed to combat tobacco use. Because
the Governor has failed (again) to meet the scientifically-identified goals for how much money New York
should spend on combating tobacco and ultimately, fighting lung cancer, it is up to local leaders to mend
the damage that has been done. While fiscal issues regarding the State budget can't be fixed, regulations at
the City level can be made to further protect the health and well-being of all New Yorkers from the
tobacco industry.
Int. No. 1547 updates the City retail license for selling cigarettes to include all types of tobacco. At the
same time, the bill will also limit tobacco retail dealer licenses available in each community by setting
caps within their districts.
City officials already have their hands full with current tobacco retail license holders. From 2013-2014,
more than 2,600 tobacco retailers were penalized for violating the Tobacco Product Regulation Act
(TPRA).5 Such violations included offering "loosies" to consumers instead of selling cigarettes within
packages, selling tobacco products to minors, and failure to produce public health messages.6 By capping
the number of tobacco retailer licenses at 50 percent of the current number, this legislation will improve
enforcement of existing laws by narrowing the number of retailers that need to be monitored.
What’s more, reducing tobacco retailer licenses stands to reduce tobacco product marketing. The U.S.
Surgeon General has found that the more tobacco advertising and marketing youth see, the more likely
they are to smoke.7 For the past three years, NYPIRG has worked with students to administer a
community mapping survey of tobacco advertisements – the results of which were shared in three reports.
The reports are neighborhood snapshots and collected anecdotal evidence, and therefore does not
constitute a scientific report.
Areas surrounding 10 high schools in nine neighborhoods of the Bronx, Brooklyn, and Queens were
surveyed. In the last two reports (2015 and 2016), surveyors were asked to identify tobacco product
displays – visible displays of items for sale such as cigarettes, cigars, chewing tobacco, e-cigarettes, and

3

Smoking also causes cancers of the esophagus, larynx, mouth, throat, kidney, bladder, liver, pancreas, stomach, cervix, colon,
and rectum, as well as acute myeloid leukemia (1-3). Source: National Cancer Institute, available at
https://www.cancer.gov/about-cancer/causes-prevention/risk/tobacco/cessation-fact-sheet#q2.
4
U.S. Centers for Disease Control and Prevention, “Secondhand Smoke Facts, 2015” see:
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/general_facts/index.htm.
5
Department of Health, see:
https://www.health.ny.gov/prevention/tobacco_control/docs/tobacco_enforcement_annual_report_2012-2014.pdf.
6
Tobacco Product Regulation Act, see: https://www1.nyc.gov/assets/doh/downloads/pdf/smoke/tpra-title17chap7.pdf.
7
U.S. Department of Health and Human Services. Preventing Tobacco Use Among Youth and Young Adults: A Report of the
Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention,
National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2012.

more. Surveyors observed 170 total tobacco product displays, representing about one-third of all
marketing observed for those reports.
Surveyors also remarked about the amount of non-traditional tobacco products they saw. Jean Pierre
Felder, Borough of Manhattan Community College student and survey participant shared, “There were a
lot of advertisements on store banners and on the outside of the stores. There were a lot of e-cigarettes and
hookahs visible, it was so obvious.”
Tiffany Brown, a former Queens College NYPIRG Project Coordinator and survey participant stated,
“While surveying, I was really surprised at the amount of non-traditional tobacco products I saw. Many of
the walls were covered with e-cigarette brands and flavors, as well as multiple brands of rolling papers
and loose tobacco.”
Renella Thomas, a Brooklyn College student and survey participant said “There were three shelves of
hookahs and other electronic smokes in the display window – I was surprised at the amount! I was also
astonished at the four shelves of cigarettes near the candy...They are placed in the stores strategically to
look enticing.”
Licensing requirements act as a powerful tool to ensure compliance with tobacco control policies and
protect the public health in the process. NYPIRG supports this bill.
Int. No. 1544 increases the price floor of a cigarette package from $10.50 to $13. If this bill passes,
smokeless tobacco will also cost at least $8 and shisha packages, $17. All other tobacco products such as
cigars and loose tobacco will be, for the first time, taxed at a rate of 10 percent of the minimum price and
the new price floor for cigars would be $2 per cigar in a package, and a minimum of $8.
It is a fact that increasing tobacco prices serves as one of the most effective ways to reduce smoking,
especially among kids.8 Big Tobacco knows this. Back in 1993, Philip Morris, one of the largest
cigarette manufacturers in the world, went on record saying "A high cigarette price... has the most
dramatic impact on the share of the quitting population... price, not tar level, is the main driving force for
quitting."9
That statement made by Big Tobacco is still relevant today. According to the Campaign for Tobacco-free
Kids, every ten percent increase in cigarette prices reduces youth smoking by about seven percent.10 The
US Surgeon General also agrees, stating "evidence shows that large tax and, hence, price increases will
decrease tobacco use each time they are implemented."11 NYPIRG supports this bill.
Int. No. 1532 would require electronic cigarette retailers to have a license to sell their devices. This is a
common-sense bill. Electronic or e-cigarettes are nicotine delivery devices and nicotine is a highly
addictive drug. Given the dramatic increase in youth consumption of e-cigarettes recently, this is a public
health matter worthy of attention. Last year, the Surgeon General released a report on the health issues
stemming from e-cigarettes. The report highlighted the unfortunate reality that e-cigarette consumption
among high schoolers increased "an astounding 900 percent" from 2011 to 2015. Also in the report was
the revelation that cigarette marketing techniques that have been "found to be appealing to youth and
young adults," are being mimicked by the $3.5 billion e-cigarette industry.
8

The Health Consequences of Smoking—50 Years of Progress: A Report of the Surgeon General, 2014, see:
https://www.surgeongeneral.gov/library/reports/50-years-of-progress/#fullreport.
9
Philip Morris Executive Claude Schwab, "Cigarette Attributes and Quitting," March 4, 1993, Bates No. 2045447810.
10
Campaign for Tobacco-Free Kids, see: http://www.tobaccofreekids.org/what_we_do/state_local/taxes/.
11
HHS, The Health Consequences of Smoking: 50 Years of Progress. A Report of the Surgeon General, 2014, see:
http://www.surgeongeneral.gov/library/reports/50-years-of-progress/index.html.

Requiring retailers to be licensed would be a step forward, especially since current laws only require them
to be registered as retailers of e-cigarettes. License requirements place heavier governmental oversight
on products being sold. Whereas retailers are only required to register once with the Department of
Health, a license mandates annual renewals,12 which can aid with retailer compliance and help state and
city officials manage the location and concentration of e-cigarette retailers. Licensing is a powerful tool,
and has been rightly used in New York to regulate the sale and marketing of products posing risks to
public health. NYPIRG supports this bill.
Lastly, Int. No. 1131 restricts pharmacies, or retail stores that contain pharmacies within them, from
selling tobacco products. This piece of good legislation seeks to uphold pharmacies for their true
purpose: to help people attain better health. For too long, pharmacy chains have been contradicting this
public health mission statement by selling dangerous and harmful tobacco products.
In 2014, CVS became the first pharmacy chain to stop selling tobacco products in its stores. The company
stated that the sale of tobacco products was inconsistent with their purpose.13 One year later, the company
reported their impact. Since its ban on tobacco products, cigarette pack sales across all retailers in states
where CVS had a 15 percent or greater share of the retail pharmacy market, dropped by one percent,
compared to states with no CVS stores.14 This resulted in five fewer packs being consumed per smoker
and 95 million fewer packs being sold overall. The study also concluded that nicotine patches were
purchased at a four percent increase within the same states mentioned before. This small yet significant
increase indicates that the end of pharmaceutical tobacco sales could encourage smokers to quit.
Retailers that provide health care services should not continue to sell harmful tobacco products. NYPIRG
supports this bill.
Thank you for the opportunity to testify today.

12

13

Department of Health, see: https://www1.nyc.gov/nycbusiness/description/electronic-cigarette-retail-store-registration.

Who Sells Cigarettes? The Tobacco-free Status of Major Retailers, see: https://truthinitiative.org/news/who-sellscigarettes-tobacco-free-status-major-retailers.
14
CVS; We Quit Tobacco, Here’s What Happened Next, see: https://cvshealth.com/thought-leadership/cvs-healthresearch-institute/we-quit-tobacco-heres-what-happened-next.

Hearing of the New York City Council Committee on Health
NYSAFAH Testimony on Int. 977 – April 27, 2017
The New York State Association for Affordable Housing (NYSAFAH) thanks the Committee on
Health for the opportunity to submit testimony regarding Int. 977, which would ban smoking in
city-financed multiple dwelling building, the kind developed and managed by NYSAFAH
members.
NYSAFAH opposes the blanket policy as set forth in this legislation. Anti-smoking goals are
laudable, but must be considered with the real-world impacts in mind. To mandate a new rule
means that inevitably it is a rule that will be broken by some tenants. NYSAFAH’s management
company members do not wish to evict individuals or families on account of a tenant smoking in
their apartment units. But by mandating a new rule that will be written into leases, that is the
position we are asking these companies to be in.
For instance, if a neighbor is bothered by a tenant on the other side of the wall smoking, they
may approach their management and rightly claim that smoking is prohibited in the lease, and
demand that their management representative act. If attempts to approach the offending tenant
are unsuccessful, the management is put in the heartbreaking position of having to decide
whether to escalate the situation further, to a housing court context. This is an outcome that no
side wants, as it creates tension and discord within properties, both between management and
tenant, and neighbor to neighbor.
Some developers or managers of affordable housing may wish to set an anti-smoking policy for
their building, but we feel the decision should be theirs, based upon such considerations as
building design, as well as their comfort level with ensuring such a policy is enforced. Thank you
for your consideration.
Contact: Patrick Boyle, Policy Director patrick@nysafah.org (646) 473-1209

May 1, 2017
Honorable Corey D. Johnson
Chairperson
Committee on Health
New York City Council
New York City Hall
New York, New York 10007

RE:

Int. No. 977: In relation to banning smoking in city-financed housing
Int. No. 484: In relation to banning smoking in the common areas of all
multiple dwellings
Pro. Int. No. 139-B: In relation to the regulation of non-tobacco smoking
products, and to amend the fire code of the city of New York, and
the New York city mechanical code, in relation to the operation of nontobacco smoking establishments.

Dear Chairperson Johnson:
The Public Health and Tobacco Policy Center is a not-for-profit legal research center focused on
public health law and affiliated with Northeastern University School of Law. Through funding by
the New York Department of Health, the Center provides policy education and legal technical
assistance to develop, implement, and enforce policies intended to reduce tobacco-related
morbidity and mortality in New York. Our support includes drafting model policies and review of
applicable legal and scientific authority. It is in this capacity that we submit the following
information in support of the above-referenced proposals

PROHIBITING SMOKING IN CITY-FINANCED HOUSING (INT. NO. 977), AND EXPANDING THE
PROHIBITION ON SMOKING TO COMMON AREAS OF ALL MULTIPLE DWELLINGS (INT. NO. 484), WILL
IMPROVE PUBLIC HEALTH AND SAFETY, AND WILL PROMOTE HEALTH EQUITY.
Secondhand smoke is toxic and inevitably travels between dwelling units in multi-unit
buildings.
Each year, 7,300 U.S. nonsmokers die from lung cancers that are attributable to exposure to
secondhand smoke (SHS). 1 SHS exposure also increases the risk of stroke by up to 30 percent
in adults2 and causes 34,000 heart disease deaths every year.3 Children who are exposed to
SHS are more likely to experience bronchitis, pneumonia, more frequent and severe asthma
attacks, and other respiratory ailments and diminished lung functioning. 4 Further, SHS exposure
causes Sudden Infant Death Syndrome (SIDS) among infants and increases nonsmoking
women’s risk of pregnancy loss. 5 Despite New York City’s laudable low smoking prevalence, its
non-smoking residents are more highly exposed to SHS than U.S. residents overall, due to the
prevalence of multi-unit dwellings and high population density. Notably, individuals living in highpoverty neighborhoods are even more likely to be exposed to SHS. 6
SHS infiltrates into neighboring units in multi-unit dwellings. Tobacco smoke easily passes
through heating, ventilating, air conditioning systems,7 and electrical outlets, as well as cracks in
windows, fixtures, water pipes, and baseboards. In order to shield residents in multi-unit housing
from SHS, smoking must be prohibited throughout the building, including in individual dwelling
units, common areas, and within 25 feet of buildings.
Prohibiting smoking in City-financed and other multi-unit dwellings will promote health
equity.
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TOBACCO SMOKE: A REPORT OF THE SURGEON GENERAL (2006), http://www.ncbi.nlm.nih.gov/books/
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smoke/health_effects/index.htm.
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smoke/health_effects/index.htm
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NBK44324/pdf/Bookshelf_NBK44324.pdf Andrew Hyland et al., Associations Of Lifetime Active and
Passive Smoking With Spontaneous Abortion, Stillbirth and Tubal Ectopic Pregnancy: A Cross-Sectional
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National Comparisons, 18 NICOTINE TOB. RES. 2065 (2016); Jennifer A. Ellis et al., Secondhand Smoke
Exposure among Nonsmokers Nationally and in New York City, 11 NICOTINE TOB. RES. 362 (2009).
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Involuntary exposure to SHS disproportionately burdens residents living in affordable housing. 8
For example, nonsmokers in New York City with annual incomes less than $20,000 show
significantly elevated cotinine levels (a biomarker of SHS exposure) compared with higherincome groups.9 Families who are trying to maintain a tobacco-free home in affordable housing
often cannot do so solely because they happen to live in affordable housing, and are less
mobile in their housing choices. On the other hand, families residing in market-rate households
can afford to move away from the smoke or pay for legal representation to stop the exposure.
By narrowing areas in which smoking and e-cigarette use are detected and seen, these
proposals help to continue the shift in public appreciation of the risks of tobacco use while also
helping to reduce environmental cues to smoke. The perceived risk of tobacco use (increased
by public smoking behavior) is a known factor driving youth initiation of tobacco use. 10 Similarly,
smoking cues drive tobacco use (with low-income groups using tobacco at higher rates) and
thwart cessation attempts11 (with low-income groups less likely to successfully quit). 12
Prohibiting smoking in City-financed and other multi-unit dwellings will reduce the risk of
fire.
Beyond involuntary exposure to SHS, indoor cigarette smoking is the leading cause of firerelated deaths in U.S. homes, which kill seven people every day. 13 Fires are especially
dangerous in multi-unit housing, as they can quickly spread from unit to unit. 14 In 2014 alone,
7,600 fires in the U.S. were caused by neglected cigarettes, resulting in 325 deaths, 775
injuries, and over $200 million in damage.15
New York City’s proposal brings the City’s public housing into compliance with Housing
and Urban Development requirements.
In 2016, the U.S. Department of Housing and Urban Development (HUD) finalized rules that
require public housing authorities to prohibit smoking in public housing units, offices and within
25 feet of entrances and exits.16 The rule applies to interior common areas (including but not
8

Veronica E. Helms, Brian A. King & Peter J. Ashley, Cigarette Smoking and Adverse Health Outcomes
Among Adults Receiving Federal Housing Assistance, 99 PREV. MED. 171 (2017).
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Jennifer A. Ellis et al., Secondhand Smoke Exposure among Nonsmokers Nationally and in New York
City, 11 NICOTINE TOB. RES. 362 (2009).
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See U.S. DEP’T. OF HEALTH & HUMAN SERVS., PREVENTING TOBACCO USE AMONG YOUTH AND YOUNG
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https://www.ncbi.nlm.nih.gov/books/NBK99237/pdf/Bookshelf_NBK99237.pdf.
11
TR Kirchner, et al. . . Geospatial Exposure to Point-of-Sale Tobacco: Real-Time Craving and SmokingCessation Outcomes 45 AM. J. PREV. MEDICINE 379 (2013).
12
Jane A. Allen et al., RTI International, Dismantling Disparities in Smoking Cessation: The New York
Example (manuscript), 7, 16 (June 2015) (on file with author).
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Marty Ahrens, Home Structure Fires, NAT’L FIRE PROTECTION ASS’N (Sept. 2016),
http://www.nfpa.org/news-and-research/fire-statistics-and-reports/fire-statistics/fires-by-propertytype/residential/home-structure-fires.
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2005), available at http://www.nyc.gov/html/fdny/pdf/safety/fire_safety_education/2010_02/07_
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https://www.usfa.fema.gov/downloads/pdf/statistics/res_bldg_fire_estimates.pdf.
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limited to hallways, rental and administrative offices, community centers, day care centers,
laundry centers, and similar structures).17 Housing authorities have 18 months from February 2,
2017 to comply with the new rule, and the instant proposal does just that.
New York City will benefit from using a comprehensive definition for “smoking” that
applies Int. No. 977 to a broader category of combustible products and aerosol devices.
New York City’s proposal to prohibit smoking in City-financed housing does not cover use of
aerosol products or tobacco-free shisha. This gap will permit public (non-tobacco) smoking and
aerosol use in City-financed housing, and thus involuntary exposure to harmful emissions,
interference with enforcement efforts, and increased perceptions of tobacco use acceptability.
The City’s current definition of “smoking” provided in Section 17-502 of the Administrative Code
(which definition is applied through the proposal) only includes products that are “lighted” and
that contain “tobacco.” A more comprehensive definition, such as the one below, would address
a wide and growing variety of tobacco, tobacco-like, and aerosol products not covered by the
proposed law. Including aerosol and tobacco-free shisha products in the definition improves the
enforceability of tobacco controls.
Adopting the following definition of smoking would close a gap in the City’s proposal:
The term “smoking” shall include the combustion, vaporization or
aerosolizing of any cigarette, cigar, pipe, or other product containing
any amount of tobacco or like substance, or any derivative thereof.
“Smoking” includes the use of electronic aerosol delivery systems
(including but not limited to devices known as electronic cigarettes,
e-cigarettes, vape pens or electronic hookah). “Smoking does not
include the use of tobacco cessation products that are approved by
the U.S. Food and Drug Administration for that purpose.
New York City should prohibit the use of e-cigarettes in City-financed housing.
Electronic cigarettes (or “e-cigarettes”) deliver nicotine to users through aerosolized liquid
nicotine, rather than through burning cut tobacco leaf (like a cigarette or cigar). There are
several public health reasons why the proposal to amend Section 17-503 of the administrative
code should extend to e-cigarettes.
First, a growing body of scientific literature suggests that aerosol emissions from e-cigarettes
could pose health risks. 18 E-cigarette emissions, which include nicotine, ultra-fine particles, and
volatile organic compounds, become mixed with air and, as such, may circulate in a manner
similar to tobacco smoke.19 Some recent research has focused on the flavorings used in ecigarettes. A widely-cited study revealed that many e-cigarette brands contain diacetyl, which is
a known respiratory hazard. 20 Problems with inhaled diacetyl first occurred in popcorn factories
17
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See Esteve Fernández et al., Particulate Matter from Electronic Cigarettes and Conventional
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(2013).
20
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Acetoin in a Sample of 51 Products, Including Fruit-, Candy-, and Cocktail-Flavored E-Cigarettes, 124
18
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over 10 years ago, when the diacetyl in popcorn butter flavoring was released into workplace
air.21 In some cases, the exposure caused severe bronchiolitis obliterans, “an irreversible loss of
pulmonary function that can become so severe that the only treatment option may be a lung
transplant.” 22
Second, permitting e-cigarette use, which looks similar to using combusted products, can create
confusion and complicate enforcement of the proposed smoke-free policy.23 Further, allowing ecigarette use may reduce perceived risks of smoking.24 E-cigarettes are not approved for
marketing as risk-reduction or cessation products, yet permissive use can imply just that. In fact,
long-term population and individual health risks posed by these products are not known. 25
New York City must prohibit hookah use in federally-financed public housing, and we encourage
the City to prohibit it in all other public housing financed by the City.
Hookah is a water pipe used to smoke tobacco. Hookah tobacco, sometimes known as shisha,
is very moist and usually sweetened with either molasses or fruit. Confusingly, shisha also
refers to tobacco-free herbal mixtures, which is similarly used in a hookah and virtually
indistinguishable from tobacco-shisha. (Also problematic, tobacco is frequently present in shisha
identified as tobacco-free.26)
Under the new HUD smoke-free rule, New York City may not exempt hookah from its proposed
smoke free laws as applied to federally-financed housing. For public housing that is not
federally-funded, the City should prohibit hookah use for two primary reasons.
First, the smoke generated from hookah is actually more dangerous than the smoke generated
by cigarettes. Recent research has debunked the notion that hookah use is somehow safer than
other tobacco use. A recent meta-analysis of 17 peer-reviewed studies found “that, compared
with a single cigarette, one hookah session delivers approximately 125 times the smoke, 25
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times the tar, 2.5 times the nicotine and 10 times the carbon monoxide.” 27 The study also noted
the increased prevalence in hookah use, suggesting that residents who are prevented from
smoking cigarettes may switch to hookah.
Second, exempting hookah would make the proposed rules largely unenforceable. The smoke
generated from hookah would mask the smoke generated from cigarettes and other tobacco. In
fact, a resident who wants to smoke cigarettes or cigars in violation of the law would simply
need to buy a cheap, small hookah device for his or her household, and claim that smoke
drifting into his neighbors’ homes is hookah smoke, not cigarette smoke.
NEW YORK CITY SHOULD REGULATE HOOKAH BARS IN THE INTEREST OF PUBLIC HEALTH (INT. 139B).
New York State’s Clean Indoor Air Act is insufficient to regulate hookah use in public
places.
Indoor hookah use is also a problem outside of residential areas. Generally, a hookah bar
cannot allow the smoking of tobacco products in its establishment. The state’s Clean Indoor Air
Act (CIAA) prohibits smoking in indoor public places and places of employment. 28 The law’s
definition of “smoking” covers burning tobacco in hookahs, but not the burning of non-tobacco
shisha in hookahs.29
Non-tobacco hookah bars complicate enforcement of clean air laws because it is difficult for
officers to determine whether the products being smoked contain tobacco or not. In fact, recent
New York City enforcement activities have found that hookah bars claiming to sell non-tobacco
shisha may actually be selling tobacco-containing shisha. 30 Given the difficulty in determining
whether shisha is tobacco-containing or tobacco-free, and the negative health effects of using
either kind,31 New York City will benefit from incorporating hookah bars into their tobacco
controls.
The proposed age restriction for entry into hookah bars will support enforcement of
restrictions on sales to minors and reduce smoking cues absorbed by minors
Adolescent hookah use is increasing32 and tobacco bars that sell shisha and permit hookah
smoking are growing in popularity throughout the U.S., particularly in cities and near college
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campuses.33 New York’s Adolescent Tobacco Use and Prevention Act (ATUPA) prohibits the
sale of shisha to persons under the age of 18 years. 34 However, adolescents and young adults
are currently permitted to enter non-tobacco hookah lounges. This undermines the progress
achieved by clean air laws and not only exposes youth to SHS, but also lowers the perceived
risks of smoking, which is a factor in youth tobacco initiation.
CONCLUSION
In sum, New York City’s proposals to prohibit smoking in all City-financed housing and common
areas of all multiple dwellings will safeguard public health, and promote health equity among
those most burdened by involuntary exposure to secondhand smoke in their homes. The City
will benefit from expanding its definition of “smoking” to restrict emissions from hookah and
other combusted and aerosol products in City-financed housing. This will reduce unwanted
exposure to emissions, and also reduce confusion over compliance, and ultimately improve
compliance with and enforcement of the law. The proposal to regulate non-tobacco hookah bars
will advance public health by closing a critical legislative loophole and thus enhance
enforcement of beneficial tobacco controls.
Thank you for the invitation to share information pertaining to these important public health
proposals. Should you have any questions or concerns about the information contained in this
testimony, please do not hesitate to contact me.
Sincerely,

Ilana M. Knopf, J.D.
Director
Cc: Honorable Inez D. Barron
Honorable James G. Van Bramer
Honorable Robert E. Cornegy, Jr.
Honorable Mathieu Eugene

Honorable Rafael L. Espinal, Jr.
Honorable Peter A. Koo
Honorable Rosie Mendez
Honorable James Vacca
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May 1, 2017
Honorable Corey D. Johnson
Chairperson
Committee on Health
New York City Council
New York City Hall
New York, New York 10007
RE:

Pro. Int. No. 1544-A: In relation to the regulation of retail dealers of tobacco
of a tax on tobacco products other than cigarettes.
Int. No. 1547: In relation to expanding the retail dealer license to include
retailers of tobacco products and setting caps on retail dealer licenses.
Pro. Int. No. 1131-A: In relation to the sale of tobacco products in
pharmacies.
Int. No. 1532: In relation to the licensing of electronic cigarette retail
dealers.
Int. No. 1471: In relation to increasing the retail cigarette dealer license fee.

Dear Chairperson Johnson:
The Public Health and Tobacco Policy Center is a not-for-profit legal research center focused on
public health law and is affiliated with Northeastern University School of Law. Through funding
by the New York Department of Health, the Center provides policy education and legal technical
assistance to develop, implement, and enforce policies intended to reduce tobacco-related
morbidity and mortality in New York. Our support includes drafting model policies and review of
applicable legal and scientific authority. It is in this capacity that we submit the following
information in support of the above referenced proposals.

NEW YORK CITY’S PROPOSED TOBACCO SALES REGULATIONS ADDRESS FACTORS INFLUENCING
TOBACCO USE – SUCH AS OUTLET DENSITY AND PRODUCT PRICE – AND WILL REDUCE TOBACCO USE,
PROMOTE HEALTH EQUITY, AND SAVE LIVES .
Tobacco use remains the leading cause of preventable death in the U.S., and in New York
State, and thus New York City has a legitimate interest in reducing the impact of tobacco
use on its residents.
Tobacco is a unique consumer product—it is the only legal product which kills up to half its
users when used exactly as the manufacturer intended.1 Tobacco products are highly

1

See Robert N. Proctor, Why Ban The Sale Of Cigarettes? The Case for Abolition, 22 Tob. Control i27
(Issue Suppl. 1) (2013); see also W ORLD HEALTH ORGANIZATION, REPORT ON THE GLOBAL TOBACCO
EPIDEMIC (2008), http://www.who.int/tobacco/mpower/mpower_report_tobacco_crisis_2008.pdf.

carcinogenic, highly addictive, and use is overwhelmingly initiated during adolescence. 2 Each
year New York State loses over 28,000 residents due to smoking-related deaths,3 suffers more
than $7.33 billion in lost productivity, 4 and spends $10.4 billion on tobacco-related healthcare. 5
Critical factors influencing tobacco use include exposure to product marketing, physical
access to products (actual and perceived), perceptions of product acceptability and risk,
product affordability (actual and perceived), and retailers’ compliance with sales laws.
Tobacco outlet proliferation magnifies these influences.
There are about 375,000 stores that sell cigarettes in the U.S., and each store contains an
average of 30 tobacco advertisements.6 In New York City, there are over 8,000 licensed
tobacco outlets—recently as high as one for every 196 children—and this density is even higher
in certain areas of the City. 7 Policy interventions can address this oversaturation and the health
inequities it creates through limits on the number, location, and type of outlets allowed to sell
tobacco products in NYC.
Tobacco outlet density is a factor in youth tobacco use.
High density of tobacco outlets (which are packed with tobacco marketing) is critical to forming
early impressions of tobacco’s normalcy and appeal—factors leading to eventual use. 8 The
Surgeon General has concluded that tobacco marketing, including retail marketing, causes

2
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(last visited Jun 28, 2016).
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youth tobacco initiation and progression to regular use. 9 And an abundance of retail outlets
eases access to tobacco products and increases exposure to pro-tobacco messaging.10 This is
problematic for several reasons; for example, one study found that youth living in areas with the
highest tobacco outlet density were 20 percent more likely to have smoked in the past month
than those in areas with the lowest density. 11
Tobacco companies prioritize their spending on controlling the retail environment.12 Through
coercive contracts with retailers, tobacco companies (over)stock their products in as many
outlets as possible and flood those outlets with pro-tobacco marketing, resulting in successful
recruitment of “replacement smokers” (overwhelmingly youth). At least two studies have directly
linked higher neighborhood tobacco retailer density with higher odds of ever smoking. 13
Tobacco outlet density hinders tobacco cessation attempts by current tobacco users.
In 2015, fewer than one in ten smokers successfully quit using tobacco in the past year, despite
nearly 70 percent of smokers reporting a desire to do so. 14 Research shows that retail marketing
influences current smokers to make impulse purchases of tobacco, and undermines quit
attempts. For example, one study found that a third of smokers who had recently quit
experienced urges to buy cigarettes after seeing retail displays, and that a quarter of current
smokers purchased tobacco on impulse when shopping for other items. 15
Tobacco outlet density is concentrated in certain communities, and likewise, quit success varies
across income and education groups. In high-poverty census tracts that have more tobacco
outlets, residents are less likely to succeed in quitting. 16 New York smokers with less than a high
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school education are 34 percent more likely to try to quit than better-educated smokers (but are
less successful in achieving long-term cessation).17 The result is an additional health and
financial burden on a population already facing higher stress, fewer resources, and fewer
opportunities—the costs of which are borne by all.
Tobacco outlet density drives tobacco use disparities.
Tobacco companies heavily market their products to socioeconomically disadvantaged
communities, primarily through local stores. These communities are exposed to more tobacco
retailers,18 more prolific and prominent tobacco advertising in these stores, 19 and more frequent
and steeper tobacco price discounts. 20 This proliferation of retailers and marketing contributes to
growing use21 and health22 disparities between groups with low income or less education and
their more affluent and educated peers.
While reasons for tobacco use disparities are complex, the environments in which people live
and work cast a central role. An unmistakable (yet adjustable) factor is the tobacco industry’s
role in shaping the environment to promote tobacco use, especially environments frequented by
low socioeconomic status (low-SES) populations: tobacco outlet density is higher in low-SES
communities, even accounting for population density.23 Thus low-SES populations are exposed
to more retail marketing, and typically have more access tobacco products. Low-SES youth are
more likely than their more affluent peers to live within walking distance of a tobacco retailer 24
17
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contrasting districts of Massachusetts, 11 TOBACCO CONTROL ii71–73 (2002); Elizabeth M. Barbeau et al.,
Tobacco advertising in communities: associations with race and class, 40 Preventive Medicine 16 (2005).
20
Tess Boley-Cruz et al., The menthol marketing mix: targeted promotions for focus communities in the
United States, 12 Nicotine & Tobacco Research S147-153 (2010).
21
U.S. DEP’T OF HEALTH AND HUMAN SERVICES, THE HEALTH CONSEQUENCES OF SMOKING--50 YEARS OF
PROGRESS: A REPORT OF THE SURGEON GENERAL 7 (2014); see also Brandi N. Martell, Bridgette E. Garrett
& Ralph S. Caraballo, Disparities in Adult Cigarette Smoking — United States, 2002–2005 and 2010–
2013, 65 MORB. MORTAL. W KLY. REP. 753, 753–758 (2016).
22
PEBBLES FAGAN, HEALTH DISPARITIES IN TOBACCO SMOKING AND SMOKE EXPOSURE, HEALTH DISPARITIES
IN RESPIRATORY MEDICINE 9–39 (Lynn B. Gerald & Cristine E. Berry eds., 2016),
http://link.springer.com/10.1007/978-3-319-23675-9_2 (last visited Jun 15, 2016).
23
B. R. Loomis et al., Density of tobacco retailers and its association with sociodemographic
characteristics of communities across New York, 127 PUBLIC HEALTH 333 (2013); Yelena OgnevaHimmelberger et al., Using geographic information systems to compare the density of stores selling
tobacco and alcohol: youth making an argument for increased regulation of the tobacco permitting
process in Worcester, Massachusetts, USA, 19 TOB. CONTROL 475 (2010); Scott P. Novak et al., Retail
tobacco outlet density and youth cigarette smoking: a propensity-modeling approach, 96 AM. J. PUBLIC
HEALTH 670, 673-674 (2006); John E. Schneider et al., Tobacco Outlet Density and Demographics at the
Tract Level of Analysis in Iowa: Implications for Environmentally Based Prevention Initiatives, 6
Prevention Science 319 (2005); Andrew Hyland et al., Tobacco outlet density and demographics in Erie
County, New York, 93 AMERICAN JOURNAL OF PUBLIC HEALTH 1075 (2003).
24
Nina C. Schleicher et al., Tobacco outlet density near home and school: Associations with smoking and
norms among US teens, 91 PREV. MED. 287, 290 (2016) (“Adjusting for teen race and ethnicity, each
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and use tobacco at higher rates. 25 The prominence of tobacco marketing in low-SES
communities creates an environment which contributes to youth experimentation with tobacco
products, and in which successful quit attempts are exceedingly difficult.
Policy interventions are a legitimate and necessary means to reduce tobacco use disparities.
First, permitting the circumstances of someone’s birth to dictate his or her health status and lifeexpectancy is unacceptable in a country that values self-determination.26 Second, improving the
health of underserved populations who are disproportionately burdened by tobacco use and
tobacco-related disease improves the health status of all. 27 Finally, implementing strategies to
improve health equity and reduce illness among those most burdened by tobacco-related
disease could greatly reduce public healthcare spending.
Tobacco product affordability is a significant factor in use.
The retail price of tobacco products is a key determinant of consumption. Product price is
strongly correlated with tobacco use: Higher tobacco prices lead to reduced rates of tobacco
initiation, increased cessation rates, and reductions in consumption frequency and intensity
among consumers continuing use.28 This correlation is especially dramatic among pricesensitive groups, including youth and people of low SES.29
Tobacco companies employ discounting strategies to counter the effects of taxes or other price
increases.30 Price-sensitive populations such as youth, people trying to quit, and low-income
communities are often targeted by tobacco company pricing schemes.31
$10K increase in household income was associated with a 7% decrease in the odds of living near a
tobacco retailer.”).
25
U.S. DEP’T OF HEALTH & HUMAN SERVS., PREVENTING TOBACCO USE AMONG YOUTH AND YOUNG ADULTS: A
REPORT OF THE SURGEON GENERAL 9 (2012).
26
U.S. Declaration of Independence, para 2 (identifying the unalienable rights to Life, Liberty, and the
pursuit of Happiness; see U.S. Constitution, preamble (securing the “Blessings of Liberty”); see also
Marina Oshana, How Much Should we Value Autonomy?, 20 SOCIAL PHILOSOPHY & POLICY FOUNDATION
99, 99 (2003) (describing autonomy as highly valued by “liberal” persons, including those in the U.S.)
27
LAWRENCE O. GOSTIN, LINDSAY F. W ILEY & THOMAS R. FRIEDEN, PUBLIC HEALTH LAW : POWER, DUTY,
RESTRAINT 18–19 (3rd edition ed. 2016).
28
U.S. DEP’T. HEALTH AND HUMAN SERVS., THE ECONOMICS OF TOBACCO AND TOBACCO CONTROL, 21
NATIONAL CANCER INSTITUTE TOBACCO CONTROL MONOGRAPH SERIES, Ch. 4 (2016); U.S. DEP’T OF HEALTH
AND HUMAN SERVICES, REDUCING TOBACCO USE: A REPORT OF THE SURGEON GENERAL (2000); Michael
Tynan et al., Impact of Cigarette Minimum Price Laws on the Retail Price of Cigarettes in the USA, 22(e1)
TOB. CONTROL e78, e78 (2013); Frank J. Chaloupka, Kurt Straif & Maria E. Leon, Effectiveness of tax and
price policies in tobacco control, 20 TOB. CONTROL 235 (2011).
29
Pearl Bader, David Boisclair & Roberta Ferrence, Effects of Tobacco Taxation and Pricing on Smoking
Behavior in High Risk Populations: A Knowledge Synthesis, 8 INT. J. ENVIRON. RES. PUBLIC. HEALTH 4118,
4118 (2011).
30
See U.S. DEP’T HEALTH AND HUMAN SERVS., PREVENTING TOBACCO USE AMONG YOUTH AND YOUNG
ADULTS: A REPORT OF THE SURGEON GENERAL 526-28 (2012) (explaining, tobacco companies engage in
price-related marketing efforts to soften the impact of tax increases; industry price promotions are targeted
in states with strong tobacco control policies other than taxes to offset the effect of those policies.
31
See, e.g., Cati G. Brown-Johnson et al., Tobacco Industry Marketing to Low Socioeconomic Status
Women in the USA, TOBACCO CONTROL ONLINE FIRST (Jan. 21, 2014),
http://tobaccocontrol.bmj.com/content/early/2014/01/21/tobaccocontrol-2013-051224.full.pdf+html.
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New York City’s proposed Int. No. 1547; Pro. Int. No. 1131-A; and Int. No. 1532 will reduce
tobacco outlet density, which influences residents’ exposure to tobacco marketing,
access to tobacco products, perceptions of product risks, and ultimate tobacco use.
Tobacco products are inherently dangerous and addictive and their sales are deserving of far
more oversight as compared to other consumer products; namely, tobacco products need not
be more accessible than pizza.32 Reducing the density of tobacco outlets is a legitimate
government interest and a vital component of any tobacco control program. Indeed, research
shows that having to expend greater effort to find and obtain tobacco products leads to a
decrease in (and cessation of33) tobacco use, particularly among youth.34 Finally, outlet density
can have a persistent effect on behavior over time; higher retail density is associated with higher
lifetime use of tobacco by youth. 35
New York City’s proposal to license retailers of other tobacco products and reduce, over time,
the number of these retailers (Int. No. 1547) will effectively reduce demand for tobacco products
by reducing exposure to pro-tobacco marketing and the ease of product availability, while
correcting misperceptions of risk associated with tobacco use.
New York City proposes to expand its cigarette dealer license to include retailers of all tobacco
products while capping the number of licenses issued in each community district. Based on the
evidence outlined above, the proposal will not only reduce the proliferation of tobacco outlets
and the impact of that proliferation on tobacco use, but it will also promote health equity. Fewer
outlets mean less exposure to tobacco marketing and more difficult access to products.
Additionally, capping the number of outlets per district may reduce the disparate density of
tobacco outlets in lower-SES districts.
Similar approaches have been successfully implemented in other jurisdictions, including San
Francisco, CA, Philadelphia, PA, and Newburgh, NY.
32

AM. CANCER SOC’Y CANCER ACTION NETWORK, OVERSATURATED: HOW AN OVERSATURATION OF LICENSED
TOBACCO RETAIL OUTLETS IN NEW YORK CITY IS IMPACTING PUBLIC HEALTH, 6 (2017),
https://www.acscan.org/sites/default/files/Oversaturated%20Report%20for%20publication_0.pdf
(identifying 3.5 times as many NYC tobacco outlets as compared to pizza vendors).
33
Anna Pulakka et al., Association between Distance From Home to Tobacco Outlet and Smoking
Cessation and Relapse, 176 JAMA INTERN. MED. 1512 (2016).
34
U.S. DEP’T OF HEALTH AND HUMAN SERVICES, PREVENTING TOBACCO USE AMONG YOUTH AND YOUNG
ADULTS: A REPORT OF THE SURGEON GENERAL at 523, 528 (2012); Andrew Hyland et al., Tobacco outlet
density and demographics in Erie County, New York, 93 AM. J. PUBLIC HEALTH 1075–1076, 1075 (2003);
ROBERT L. RABIN, TOBACCO CONTROL STRATEGIES: PAST E FFICACY AND FUTURE PROMISE 1762 (2008),
http://papers.ssrn.com/abstract=1262529 (last visited Jul 13, 2016); See also B. R. Loomis et al., Density
of tobacco retailers and its association with sociodemographic characteristics of communities across New
York, 127 PUBLIC HEALTH 333, 468 (2013); John E. Schneider et al., Tobacco Outlet Density and
Demographics at the Tract Level of Analysis in Iowa: Implications for Environmentally Based Prevention
Initiatives, 6 PREV. SCI. 319, 322 (2005) (travel distance and related search costs are components of
consumer net price, and have been shown to be negatively associated with the quantity consumed.").
35
Sharon Lipperman-Kreda et al., Tobacco outlet density, retailer cigarette sales without ID checks and
enforcement of underage tobacco laws: associations with youths’ cigarette smoking and beliefs, 111
ADDICT. ABINGDON ENGL. 525 (2016).
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In 2014, San Francisco implemented a limit on tobacco retail permits that included, among other
regulations, a restriction on the number of permissible tobacco outlets in each supervisorial
district.36 Specifically, the city imposed a cap of 45 permits on each of 11 districts. While existing
outlets are allowed to retain their tobacco retail permit, no new permits will be issued in a
supervisorial district with 45 or more tobacco outlets. Thus, the number of permits will be
reduced through attrition until the cap is reached.
The new law has already had a positive effect—the total number of tobacco outlets in San
Francisco decreased by 10.2 percent in the first 15 months of the ordinance’s effect. The
decrease was especially impactful in the supervisorial districts with the highest baseline density,
which are also low-SES communities with high levels of ethnic and racial minorities. 37
In 2017, Philadelphia, PA implemented a cap on the number of tobacco permits issued.
Specifically, the city restricts the number of retail licenses in each planning district to 1 per 1,000
daytime residents. 38 Closer to home, the city of Newburgh, NY in 2014 adopted a law capping
the number of tobacco outlets at the number existing six months prior to the law’s enactment.39
The law further winnows the number of tobacco outlets by issuing only one new license for
every two licenses voluntarily non-renewed or revoked. 40
Prohibiting the sale of tobacco products in pharmacies (Pro. Int. 1131-A) will reduce tobacco
use and promote health equity by correcting misperceptions about tobacco product risks,
regulating access to tobacco products and reducing the proliferation of tobacco outlets.
Restricting pharmacy sales of tobacco reduces overall tobacco retailer density, an important
tobacco control strategy.
Tobacco-free pharmacy laws decrease tobacco’s overall community presence and influence on
tobacco use. Removing tobacco from pharmacies decreases tobacco outlet density and related
factors contributing to tobacco use. Moreover, addressing pharmacy tobacco pharmacies is a
key strategy in New York State; a 2011 study by the Bureau of Tobacco Control found that
pharmacies allocated 56 percent more space for indoor tobacco displays than did all other
tobacco retailers. 41 As previously presented, reducing tobacco retailer density reduces not only

36

SAN FRANCISCO, CALIF. ORD. § 19H.5.
Derek Smith, TOBACCO DENSITY REDUCTION FOR HEALTH EQUITY 15, 21 (2016), www.changelabsolutions
.org/sites/default/files/Reduce%20Retailer%20Density_3May2016.pdf (last visited Jun 9, 2016).
38
PHILADELPHIA, PA, BOARD OF PUBLIC HEALTH REG., REGULATION RELATING TO TOBACCO RETAILING
(December 8, 2016), available at http://www.phila.gov/health/pdfs/TobaccoRetailingRegulation.pdf (last
visited January 20, 2017).
39
NEWBURGH, NY CODE § 276-2.
40
NEWBURGH, NY CODE § 276-2.
41
N.Y. STATE DEP’T OF HEALTH, ’POWER W ALL’ DISPLAY OF TOBACCO PRODUCTS BY NEW YORK STATE
LICENSED TOBACCO RETAILERS, BUREAU OF TOBACCO CONTROL STATSHOT (Jan 2012), available at
http://www.health.ny.gov/prevention/tobacco_control/reports/statshots/volume5/n1_display_of_tobacco_p
roducts_by_retailers.pdf (last visited Sept 8, 2016); see also Akiko S. Hosler et al., Longitudinal Trends in
Tobacco Availability, Tobacco Advertising, and Ownership Changes of Food Stores, Albany, New York,
2003–2015, 13 Preventing Chronic Disease (May 2016), www.cdc.gov/pcd/issues/2016/16_0002.htm
(explaining pharmacies selling tobacco continue to exhibit displays and indoor advertising).
37
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exposure to marketing (a key factor in youth initiation), but also reduces cues triggering cravings
and hindering cessation, such as product visibility, use, and acceptability.42
The evidence of tobacco use reductions after pharmacy sales restrictions bears out in early
research. California and Massachusetts municipalities which prohibit pharmacy tobacco sales
realized relative reductions of retailer density that were 1.44 and 3.18 times greater,
respectively, than communities that have not enacted such laws in those states. 43 Additionally, a
recent study found a reduction of 0.14 packs purchased per smoker across all stores when CVS
independently decided to stop selling tobacco products.44 Other major chains have not followed
CVS’ lead, and 600 New York City pharmacies continue to sell tobacco products and market
them alongside cessation products. 45

Restricting pharmacy sales of tobacco corrects misperceptions about tobacco product risks.
Pharmacy tobacco sales and marketing of tobacco products in pharmacies send a mixed
message about the risks of tobacco use, a factor that contributes to use rates. 46 Pharmacies
market themselves as a community a health-promoting, health care resource; they now
routinely act as direct healthcare providers after dramatically expanding the number and scope
of their retail clinics, which provide health services such as immunizations and diabetes
treatments.47 Additionally, customers visit pharmacies to purchase medicines to treat tobaccorelated diseases and to obtain assistance with tobacco product cessation. Despite pharmacies’
changing role in the community, however, many continue to sell cigarettes and other tobacco
products and permit the tobacco industry to market their deadly products alongside medications
and smoking cessations aids: This is contradictory and detrimental to smoking cessation efforts

42

AMERICAN HEART ASSOC, ELIMINATING THE SALE OF TOBACCO PRODUCTS IN PHARMACIES, (June 4, 2009),
available at heart.org/idc/groups/heart-public/@wcm/@adv/documents/downloadable/ucm_304805.pdf
(last visited Sept 8, 2016) (highlighting that removing pharmacy tobacco products denormalizes products,
signals social unacceptability and has is an important influence on both initiation and quitting).
43
Yue Jin et al., Tobacco-Free Pharmacy Laws and Trends in Tobacco Retailer Density in California and
Massachusetts, 106 AMERICAN JOURNAL OF PUBLIC HEALTH e1, e5 (2016).
44
J.M. Polinski, et al. Impact of CVS Pharmacy’s discontinuance of tobacco sales on cigarette purchasing
(2012–2014), 107 AM J PUBLIC HEALTH 556 (2017).
45
AM. CANCER SOC’Y CANCER ACTION NETWORK, OVERSATURATED: HOW AN OVERSATURATION OF LICENSED
TOBACCO RETAIL OUTLETS IN NEW YORK CITY IS IMPACTING PUBLIC HEALTH at 6 (2017),
https://www.acscan.org/sites/default/files/Oversaturated%20Report%20for%20publication_0.pdf.
46
See K. Suchanek Hudmon et al., Tobacco Sales in Pharmacies: Time to Quit, 15 TOBACCO CONTROL
35, 38 (2006); see also Mitchell H. Katz, Banning Tobacco Sales in Pharmacies: The Right Prescription,
300 J. AM. MED. ASS. 1451, 1451 (2008); see also Mitchell H. Katz, Tobacco-Free Pharmacies: Can We
Extend the Ban?, 22 TOBACCO CONTROL 363 (2013).
47
See DELOITTE, RETAIL MEDICAL CLINICS: UPDATE AND IMPLICATIONS (2009), available at
www.openminds.com/wp-content/uploads/indres/111209shcndeloitteretail.pdf (last visited Sept 8, 2016);
GBI RESEARCH, RETAIL CLINICS - 2012 YEARBOOK, available at http://www.gbiresearch.com/reportstore/market-reports/archive/retail-clinics-2012-yearbook (last visited Sept 8, 2016) (reporting a dramatic
rise in the number of national pharmacy retail clinics, and forecast expansion in scope offered services).
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and public health. 48 In effect, pharmacies that sell tobacco products simultaneously sell products
that cause and cure the same diseases. 49
Pharmacy tobacco sales restrictions have been successfully implemented in other jurisdictions.
Many communities have already implemented pharmacy tobacco sales restrictions. In 2008,
San Francisco became the first city in the nation to prohibit the sale of tobacco products in
pharmacies. Boston, MA has prohibited tobacco sales by all pharmacies since 2009, finding that
“[t]he sale of tobacco products is incompatible with the mission of health care institutions
because it is detrimental to the public health and undermines efforts to educate patients on the
safe and effective use of medication[.]” 50 Since then, many jurisdictions in California and
Massachusetts have prohibited tobacco product sales by pharmacies,51 and in 2017, Rockland
County became the first New York jurisdiction to adopt a pharmacy tobacco sales restriction.52
Locally regulating e-cigarette retailers (Int. No. 1532) will help the City enforce youth access
laws, correct misperceptions about the risk of e-cigarettes, and reduce youth initiation.
Adolescent exposure to nicotine can have serious cognitive and other health repercussions,
regardless of delivery method. 53 E-cigarettes comprise the most commonly used tobacco
product category among national 54 and New York55 youth. Nearly 5 million U.S. middle and high
school students reported using e-cigarettes in 2015, over twice the reported users in 2014. 56

48

Mitchell H. Katz, Banning Tobacco Sales in Pharmacies: The Right Prescription, 300 J. AM. MED. ASS.
1451, 1451 (2008).
49
See Mitchell H. Katz, Banning Tobacco Sales in Pharmacies: The Right Prescription, 300 J. AM. MED.
ASS. 1451, 1451 (2008).
50
See Boston Pub. Health Comm’n, City of Boston, Mass., Boston Public Health Commission Regulation
Restricting the Sale of Tobacco Products in the City of Boston, § 3 (2008) (effective Feb. 9, 2009),
available at http://www.bphc.org/boardofhealth/regulations/Forms%20%20Documents/regs_
TobaccoRestrictionRegulation_12-11-08.pdf.
51
MASS. MUNICIPAL ASSOC., LOCAL SUMMARY ON TOBACCO S ALES BANS IN PHARMACIES at 5 (2016) (on file
with author).
52
ROCKLAND COUNTY, NY LOCAL LAW 1 of 2017.
53
Menglu Yuan et al., Nicotine and the adolescent brain, 593 J. PHYSIOL. 3397 (2015).
54
Tushar Singh et al., Tobacco Use among Middle and High School Students — United States, 2011–
2015, 65 MORB. MORTAL. W KLY. REP. 361, 365–366 (2016); LLOYD D. JOHNSTON ET AL., MONITORING THE
FUTURE NATIONAL SURVEY RESULTS ON DRUG USE, 1975-2015: OVERVIEW , KEY FINDINGS ON ADOLESCENT
DRUG USE. (2016); N.Y. DEP’ T. OF HEALTH, PREVALENCE OF CIGARETTE SMOKING, USE OF ELECTRONIC
NICOTINE DELIVERY SYSTEMS, AND DUAL USE BY YOUTH, YOUNG ADULTS, AND ADULTS IN NYS, 2014 1 (2015),
https://www.health.ny.gov/prevention/tobacco_control/reports/statshots/volume8/n5_cigarette_ends_and_
dual_use_2014.pdf.
55
N.Y. DEP’T. OF HEALTH, PREVALENCE OF CIGARETTE SMOKING, USE OF ELECTRONIC NICOTINE DELIVERY
SYSTEMS, AND DUAL USE BY YOUTH, YOUNG ADULTS, AND ADULTS IN NYS, 2014 1 (2015),
www.health.ny.gov/prevention/tobacco_control/reports/statshots/volume8/n5_cigarette_ends_and_dual_u
se_2014.pdf; see Lauren M. Dutra & Stanton A. Glantz, Electronic Cigarettes and Conventional Cigarette
Use among U.S. Adolescents: a Cross-Sectional Study, 168 JAMA PEDIATR. 610, 615 (2014).
56
See Tushar Singh et al., Tobacco Use among Middle and High School Students — United States,
2011–2015, 65 MORB. MORTAL. W KLY. REP. 361, 361 (2016) (reporting 4.7 million total student users in
2015); Rene Arrazola et al., Tobacco Use among Middle and High School Students—United States,
2011–2014, 64 Morb. Mortal. Wkly. Rep. 381 (2015).
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New York State does not currently regulate who may sell e-cigarettes and similar aerosol
devices, and e-cigarette outlets and product marketing are proliferating. E-cigarettes are heavily
marketed (including in the retail environment) and studies confirm that e-cigarette marketing is
particularly appealing to youth. 57 E-cigarette marketing contributes to the rapid rise in youth use
of the products 58
E-cigarettes are sold by traditional tobacco outlets, such as gas stations, bodegas, pharmacies,
convenience stores, and supermarkets,59 as well as in specialty “vape shops,” which are
proliferating across the country.60 They are also sold in outlets where the sale of traditional
tobacco products is prohibited or not tolerated, such as shopping mall kiosks and other mobile
outlets. While the FDA has imposed some restrictions on e-cigarette sales (e.g., prohibiting
sales to minors,61 and requiring health warnings on packaging of nicotine-containing e-liquids62),
state and local governments may exercise their authority to fill the gaps in federal regulation and
regulate product sales alongside those of conventional tobacco products.
Licensing e-cigarette retailers is an important public health initiative; retail licensing is
recognized and recommended by the Institute of Medicine. 63 Licensure will ease identification of
all e-cigarette vendors within the City, thereby supporting enforcement of the Adolescent
Tobacco Use Prevention Act (ATUPA) which prohibits the sale of e-cigarettes to minors.64
Capping the number of e-cigarette vendors within the City will over time reduce the density of ecigarette retail outlets, as well as residents’ exposure to associated product marketing. In short,
the proposal furthers the City’s significant interest in reducing youth use of nicotine products.
New York City’s proposed Int. 1544-A will reduce the affordability of tobacco products,
increase and optimize the impact of existing tobacco taxes, and aid detection of illicit
product sales—tools for reducing initiation and promoting cessation and health equity.

57

Alisa A. Padon, Erin K. Maloney & Joseph N. Cappella, Youth-Targeted E-cigarette Marketing in the
US, 3 TOB. REGUL. SCI. 95, 95 (2017).
58
Dale S. Mantey et al., E-Cigarette Marketing Exposure Is Associated With E-Cigarette Use Among US
Youth, 58 J. ADOLESC. HEALTH OFF. PUBL. SOC. ADOLESC. MED. 686 (2016).
59
Youn Ok Lee & Annice E. Kim, "Vape shops” and “E-Cigarette Lounges” Open across the USA to
Promote ENDS, 24 TOB. CONTROL 410, 410 (2015); see also Tripp Mickle, FDA Cloud Hangs Over Vape
Shops, W ALL STREET JOURNAL, July 7, 2015, https://www.wsj.com/articles
/SB10130211234592774869404581088451777513530 (last visited Jul 13, 2016).
60
Youn Ok Lee & Annice E. Kim, "Vape shops” and “E-Cigarette Lounges” Open across the USA to
Promote ENDS, 24 TOB. CONTROL 410, 410 (2015); see also Tripp Mickle, FDA Cloud Hangs Over Vape
Shops, W ALL STREET JOURNAL, July 7, 2015,https://www.wsj.com/articles/SB10130211234592774869404
581088451777513530 (last visited Jul 13, 2016); see PUBLIC HEALTH AND TOBACCO POLICY CENTER, ECIGARETTES FACT SHEET, available at http://www.tobaccopolicycenter.org/documents/PHTPC%20ecig%20fact %20sheet%204-5%2013%202016-01-18.pdf, 1 (2013).
61
21 C.F.R. §1140.14(b)(1) (2017);
62
21 C.F.R. §1143.3(a)(1) (2017)
63 Institute of Medicine. Ending the tobacco problem: a blueprint for the nation. Committee on reducing
tobacco use: strategies, barriers, and consequences. Washington, DC: National Academies Press (2007),
http://www.legacyforhealth.org/content/download/571/6842/file/tobacco_final_report.pdf
64 N.Y. Public Health Law § 1399-cc (2017).
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Lower priced products undermine the public health impact of tax increases by discouraging
consumers from quitting and encouraging them to switch to similar cheaper products. 65 Lower
prices and price promotions are associated with youth progression to regular smoking66 and
also make it harder for price-sensitive users to quit.67 This proposal optimizes the public health
impact of the City’s current tobacco taxes by closing loopholes for reducing all tobacco products’
prices below a clearly identified minimum price, and reducing price disparities between similar
tobacco products, and thus opportunities for product substitution. 68 Further, the proposed price
floors and packaging requirements help more easily identify illegal products and sales.69
Enforcing existing sales laws remains an important component of the City’s comprehensive
tobacco control program.70
The tobacco industry manipulates prices to avoid the positive public health impact of excise
taxes and retain consumers, particularly in low-socioeconomic neighborhoods.
The tobacco industry’s marketing budget reveals its aggressive strategy of saturating the market
with discounted tobacco products. Tobacco companies designated nearly 85 percent ($7.68
billion) of their combined 2014 marketing budget to reducing the price consumers pay for
tobacco products.71 Price promotions include direct discounts, such as coupons and multipack
discounts, and also special marketing and displays associated with indirect promotions (e.g.,
retailer and wholesaler incentive programs). 72
Tobacco companies marketing strategies differ by neighborhood demographics. Specifically,
companies more heavily advertise and offer steeper price discounts and lower prices in outlets

65

Abraham K Brown, et al., Trends and socioeconomic differences in roll-your-own tobacco use: Findings
from the ITC Europe Surveys; 24 Tobacco Control Suppl. 3, iii11-iii16 (2015).
66
Sandy J. Slater et al., The impact of retail cigarette marketing practices on youth smoking uptake, 161
ARCH. PEDIATR. ADOLESC. MED. 440, 440, 444 (2007).
67
See Kelvin Choi et al., Receipt and redemption of cigarette coupons, perceptions of cigarette
companies and smoking cessation, 22 TOB. CONTROL 418, 421 (2013) (finding a negative association
between use of cigarette coupons and smoking cessation); see Dave Sweanor et al., Effect of cost on
cessation, SMOK. TOB. CONTROL MONOGR. NO. 12, 174 (2000) (citing evidence that cessation fell when
cigarette costs fell in early 1990s as part of competition).
68 Shelley D. Golden et al., Beyond excise taxes: a systematic review of literature on non-tax policy
approaches to raising tobacco product prices, 25 TOB. CONTROL 377, 383 (2016) (concluding “[tax]
policies alone may be insufficient for maintaining high prices, or reducing price discrimination, due to
industry tactics to keep at least some prices low”); PUBLIC HEALTH AND TOBACCO POLICY CENTER, TOBACCO
PRODUCT PRICING IN VERMONT 9-10 (2014).
69
CTR FOR PUBLIC HEALTH SYSTEMS SCIENCE, POINT-OF-SALE REPORT TO THE NATION: THE RETAIL AND
POLICY LANDSCAPE. (2014), https://cphss.wustl.edu/Products/Documents/ASPiRE_2014_
ReportToTheNation.pdf (last visited May 1, 2017).
70
Centers for Disease Control and Prevention, PREVENTING AND REDUCING ILLICIT TOBACCO TRADE IN THE
UNITED STATES (2016)
71
FED. TRADE COMM'N, CIGARETTE REPORT FOR 2014 (2016); FED. TRADE COMM'N, SMOKELESS TOBACCO
REPORT FOR 2014 (2016).
72
FED. TRADE COMM'N, CIGARETTE REPORT FOR 2014 (2016); FED. TRADE COMM'N, SMOKELESS TOBACCO
REPORT FOR 2014 (2016).
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located in minority and low-income neighborhoods than in white and more affluent
neighborhoods.73
Increased tobacco product taxes are not regressive.
Although cigarette taxes may fall most heavily on lower income smokers, 74 low income tobacco
product consumers respond to a tax increase with significantly greater reductions in smoking as
compared to more affluent smokers.75 Studies show that a 10 percent increase in the price of
cigarettes results in a 3-7 percent decrease in smoking among adult consumers and a 5-15
percent decrease in consumers under age 18,76 and forecast sharper declines across price
sensitive populations such as youth, young adults, women, African Americans and low-income
adults.77 While recent studies report inconsistent conclusions, numerous studies continue to find
the lowest socioeconomic groups most responsive to changes in tobacco product prices, with
that responsiveness decreasing as income and education levels rise. 78

73

Andrew B. Seidenberg et al., Storefront cigarette advertising differs by community demographic profile,
24 AM. J. HEALTH PROMOT e26 (2010); Emma Dalglish et al., Cigarette availability and price in low and
high socioeconomic areas, 37 AUST. N. Z. J. PUBLIC HEALTH 371 (2013); Jennifer Cantrell et al., Marketing
little cigars and cigarillos: advertising, price, and associations with neighborhood demographics, 103 AM.
J. PUBLIC HEALTH 1902 (2013); Elizabeth M. Barbeau et al., Tobacco advertising in communities:
associations with race and class, 40 PREV. MED. 16 (2005); Joseph G. L. Lee et al., A Systematic Review
of Neighborhood Disparities in Point-of-Sale Tobacco Marketing, 105 AM. J. PUBLIC HEALTH e8 (2015);
Lisa Henriksen et al., Targeted Advertising, Promotion, and Price For Menthol Cigarettes in California
High School Neighborhoods, 14 NICOTINE TOB. RES. 116 (2012).
74
See Centers for Disease Control and Prevention, Current Cigarette Smoking Among Adults in the
United State (Aug. 25, 2015), http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/
cig_smoking/ (last visited May 1 2017) (identifying higher smoking rates among those living below poverty
level than more affluent consumers).
75
See Frank J. Chaloupka, Ayda Yurekli, & Geoffrey T. Fong, Tobacco Taxes as a Tobacco Control
Strategy, 21(2) TOBACCO CONTROL 172, 175 (2012) (evidence demonstrates lower-SES populations are
more responsive to price than are higher-SES populations in high-income countries like the U.S.).
76
CHUCK MARR ET AL., CTR. ON BUDGET AND POLICY PRIORITIES, HIGHER TOBACCO TAXES CAN IMPROVE
HEALTH AND RAISE REVENUE 2 (June 19, 2013) (citing U.S. CONG. BUDGET OFFICE, RAISING THE EXCISE TAX
ON CIGARETTES: EFFECTS ON HEALTH AND THE FEDERAL BUDGET 8 (2012) available at http://www.cbo.gov—
/sites/default/files/cbofiles/attachments/06-13-Smoking_Reduction.pdf); see also U.S. DEP’T OF HEALTH &
HUMAN SERVS., SURGEON GENERAL’S REPORT: R EDUCING TOBACCO USE 337 (2000); U.S. DEP’T. OF HEALTH
& HUMAN SERVS. PREVENTING TOBACCO USE AMONG YOUTH AND YOUNG ADULTS, A REPORT OF THE SURGEON
GENERAL 528, 530, 699 (2012).
77
See Pearl Bader et al., Effects of Tobacco Taxation and Pricing on Smoking Behavior in High Risk
Populations: A Knowledge Synthesis, 8 INT. J. ENVIRON. RES. PUBLIC HEALTH 4118, 4127 (2011)
(concluding increasing cigarette prices through tobacco taxation is a powerful strategy for achieving major
reductions in smoking among youth, young adults and persons of low socioeconomic status); Victoria M.
White et al., Cigarette Promotional Offers: Who Takes Advantage?, 30 AM. J. PREV. MED. 228, 228, 230
(2006) (concluding tobacco industry promotional offers are particularly appealing to young adults, women,
African Americans, those with higher daily consumption levels, and those worried about cigarette cost);
Lisa Henrikson et al., Targeted Advertising, Promotion, and Price For Menthol Cigarettes in California
High School Neighborhoods, 14 NICOTINE & TOBACCO RESEARCH 116, 118-119 (2012).
78
U.S. DEP’T. HEALTH AND HUMAN SERVS., THE ECONOMICS OF TOBACCO AND TOBACCO CONTROL, 21
NATIONAL CANCER INSTITUTE TOBACCO CONTROL MONOGRAPH SERIES 575-576 (2016).
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Further, reducing tobacco use among low-income populations, can help break the cyclical
relationship between tobacco use and poverty: Poverty is exacerbated by increased health care
costs, reduced incomes, decreased productivity, and diversion of limited resources from basic
needs.79
Given the disparate response to tax and price increases, and the exacerbating role tobacco use
has on poverty, maintaining high tobacco product prices contributes to reducing health
disparities and are not “anti-poor.” Still, the City would benefit by designating some portion of
the City’s tobacco tax revenue for programs aimed at helping low-income tobacco consumers
quit. Meanwhile, policies promoting high retail prices are an important component of any
tobacco “endgame” strategy.
Tax avoidance and evasion do not eliminate the health impact of higher prices; illicit tobacco
sales are not justification for failing to implement policies proven to reduce tobacco use.
Evidence supports the significant impact of price increases on reducing tobacco use.80 Tobacco
products sold at a lower price through illegally circumventing federal, state and/or New York City
tobacco excise taxes diminish but do not undermine public health gains earned through product
price increases.81 Further, despite protests from tobacco companies and retailers to the
contrary, research demonstrates that many factors besides tobacco taxes are of equal or
greater importance in determining the level of tax evasion, and that governments can raise
taxes and at the same time effectively decrease tax evasion.82
Consistent with best practices, 83 New York City continues to aggressively curb illegal tobacco
product sales occurring within the City in conjunction with implementing evidence-based policies
79

U.S. DEP’T. HEALTH AND HUMAN SERVS., THE ECONOMICS OF TOBACCO AND TOBACCO CONTROL, 21
NATIONAL CANCER INSTITUTE TOBACCO CONTROL MONOGRAPH SERIES (2016).
80
Community Preventive Services Task Force, Reducing Tobacco Use and Secondhand Smoke
Exposure: Interventions to Increase the Unit Price for Tobacco Products, The Community Guide,
http://www.thecommunityguide.org/tobacco/increasingunitprice.html (last visited May 26, 2016). For more
information about the role of price in tobacco control, see PUBLIC HEALTH AND TOBACCO POLICY CENTER,
TOBACCO PRICE PROMOTION: LOCAL REGULATION OF DISCOUNT COUPONS AND CERTAIN VALUE-ADDED SALES,
available at:
www.tobaccopolicycenter.org/documents/Price%20Promotion%20Local%20Regulation%20FINAL.pdf
81. U.S. DEP’T. HEALTH AND HUMAN SERVS., THE ECONOMICS OF TOBACCO AND TOBACCO CONTROL, 21
NATIONAL CANCER INSTITUTE TOBACCO CONTROL MONOGRAPH SERIES, 507 (2016); Centers for Disease
Control and Prevention, Preventing and Reducing Illicit Tobacco Trade in the United States (2015),
https://www.cdc.gov/tobacco/stateandcommunity/pdfs/illicit-trade-report-121815-508tagged.pdf (last
visited May 1, 2017) (“[S]ignificant increases in state and local tobacco taxes generate reductions in
tobacco use and raise tobacco tax revenues for the jurisdiction, despite the tax avoidance and evasion
that results from significant tax and price differentials in the United States”).
82 U.S. DEP’T. HEALTH AND HUMAN SERVS., THE ECONOMICS OF TOBACCO AND TOBACCO CONTROL, 21
NATIONAL CANCER INSTITUTE TOBACCO CONTROL MONOGRAPH SERIES (2016).
83 Centers for Disease Control and Prevention, Preventing and Reducing Illicit Tobacco Trade in the
United States (2015), https://www.cdc.gov/tobacco/stateandcommunity/pdfs/illicit-trade-report-121815508tagged.pdf (last visited May 1, 2017) (“A comprehensive approach at state and local levels to curb tax
evasion includes: [1] Enhancing coordination and enforcement efforts and strengthening penalties for
those engaged in illicit tobacco trade. [2] Adopting a “three-legged stool” strategy comprising licensing
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that reduce consumer demand for tobacco products. In 2014 the City supplemented existing
tobacco controls with “Sensible Tobacco Enforcement Policies,” a comprehensive set of pricewhich included enhanced coordination, enforcement and penalties for tax evasion and repeat
sales violations.84 The instant package of tobacco control proposals will further enhance
enforcement efforts, in part through simplifying detection of contraband by imposing minimum
floor prices on additional tobacco products and expanding retail licensure (discussed below).
The City will would be remiss if it failed to implement Pro. Int. No. 1544-A’s evidence-based
approach for reducing tobacco use out of concern for unintended consequences that the city is
aggressively addressing through other means.
Increasing retail license fees (Int. No. 1471) is integral to the City’s comprehensive efforts
bolster retailer compliance with tobacco control laws and combat illicit trade.
Licensing tobacco product and e-cigarette outlets allows authorities to identify and monitor
individuals and businesses involved in the tobacco trade, thereby better controlling the supply
chain and reducing sales of contraband through facilitating inspections and enforcement 85 The
Institute of Medicine recommends that all authorized U.S. jurisdictions license tobacco retail
sales outlets.86
Meaningful of enforcement of tobacco retails laws is costly, and the City is authorized to assess
license fees to fund both the administration of the licensing system and related tobacco control
enforcement efforts. The proposed fee increase is necessary to support the City’s enforcement
of its comprehensive retail tobacco controls. Only with adequate enforcement may the City
minimize unintended consequences, such as increased sales of contraband, and realize the full
public health gains these laws promote.
CONCLUSION
The proposed tobacco product sales regulations are effective tools for promoting cessation and
reducing tobacco initiation and tobacco-related health disparities. The proliferation of tobacco
outlets and consequent exposure to tobacco marketing disproportionately negatively impacts
low-SES communities. Policies identifying and restricting the number and type of tobacco and e
-cigarette outlets, while also maintaining high retail prices is a necessary and overdue next step
and enforcement (and associated penalties) of tobacco supply and distribution chain, tax stamps, and
other product markings. [3] Conducting public education. [4] Implementing policies for sale of tobacco
products on tribal lands.”)
84
See N.Y.C. Admin. Code, amending §§ 17-176, 17-702, 17-704, 17-706; and adding §§ 17- 176.1
(Prohibition on the Sale of Discounted Cigarettes and Tobacco Products), 17-703.1 (Sign Required), 17703.2 (Requirements for Retail Dealers Concerning Cigarette Tax), and 17-709.1 (Rules).
85
Centers for Disease Control and Prevention, Preventing and Reducing Illicit Tobacco Trade in the
United States (2015), https://www.cdc.gov/tobacco/stateandcommunity/pdfs/illicit-trade-report-121815508tagged.pdf (last visited May 1, 2017).
86
Institute of Medicine. Ending the tobacco problem: a blueprint for the nation. Committee on reducing
tobacco use: strategies, barriers, and consequences. Washington, DC: National Academies Press (2007),
http://www.legacyforhealth.org/content/download/571/6842/file/tobacco_final_report.pdf.
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for the City and one which will especially promote health among populations most negatively
impacted by tobacco company marketing and sales strategies.
Thank you for the invitation to share information pertaining to these important public health
proposals. Should you have any questions or concerns about the information contained in this
testimony, please do not hesitate to contact me.
Sincerely,

Ilana M. Knopf, J.D.
Director
Cc: Honorable Inez D. Barron
Honorable James G. Van Bramer
Honorable Robert E. Cornegy, Jr.
Honorable Mathieu Eugene

Honorable Rafael L. Espinal, Jr.
Honorable Peter A. Koo
Honorable Rosie Mendez
Honorable James Vacca
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