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Mr. Chairman and members of the committee, I am a professor of medicine, and I hold an endowed chair in tobacco harm reduction research at the University of Louisville.  I am a board-certified oral and maxillofacial pathologist, and I was a faculty member at the University of Alabama Birmingham for 24 years.  For the past 17 years, my research has focused on tobacco harm reduction, and I have published many studies in prestigious medical and scientific journals on this subject (1).  I am honored to appear here today, and I request that my prepared testimony be submitted for the record.


Despite limited success, the 40-year old American anti-smoking campaign is an astounding failure in one crucial respect: it has helped too few adult smokers to quit.  According to the CDC, smoking kills 400,000 Americans every year (2).  In 2004 alone, the CDC estimated that 9,424 Hoosiers died from smoking-attributable diseases, about 17% of all deaths (54,211).  These smokers were inveterate in the truest sense – they did not quit in time to avoid a deadly illness.   

The nation’s anti-smoking campaign fails inveterate smokers by demanding that they abstain entirely from nicotine and tobacco, offering them “coping tips” and the temporary use of nicotine medicines.  The grim reality is that these tactics are known to be inadequate.  According to the 2006 National Institutes of Health (NIH) Consensus Conference on Tobacco Use, “…fewer than 5 percent [of smokers] succeed [in quitting] in any given year.”  The conference concluded that interventions “could double or triple quit rates…”(3).  Thus, offering all 45 million American smokers the “gold standard” in quit-smoking treatment, fewer than 15% of them – no more than 7 million – would quit.  We need to have life-saving options for the other 38 million adult smokers.  

Most Americans understand that nicotine is addictive, but they don’t realize that nicotine can be consumed about as safely as caffeine, another addictive drug enjoyed by millions of consumers (4).  It is tobacco smoke that kills.  Eliminate the smoke, and you eliminate virtually all the risk.  This is the essence of harm reduction, which focuses on reducing disease and deaths, instead of eliminating tobacco and nicotine.  

 Smokeless tobacco has three attributes as a cigarette substitute.  First, it delivers nicotine nearly as rapidly and as efficiently as smoking (4).  Yes, it is just as addictive as smoking, which is why it works.  Second, no tobacco product is entirely safe, but, according to a 2002 report from Britain’s prestigious Royal College of Physicians, smokeless is “10 to 1000 times less hazardous than smoking.” (5)  In fact, my research shows that the risk of death from long-term smokeless use is about the same as that from automobile use.  Third, there is population-level evidence that smokeless actually works as a cigarette substitute.  I have published a series of scientific studies proving that smokeless is an effective substitute for cigarettes among Swedish men (6,7,8), who for many years have had the lowest smoking rate and the highest rate of smokeless tobacco use in Europe.  In fact, over the past 20 years, men in northern Sweden have had lower rates of smoking than women, a pattern different from that of every other society in the world.  Other research from Sweden has confirmed our findings (9,10).  The consequences are impressive:  Lung cancer – the sentinel disease of smoking – among Swedish men is the lowest of 20 European countries.  Not so for Swedish women, whose lung cancer rate ranks fifth highest in Europe.  In a 2009 study published in the Scandinavian Journal of Public Health, I estimated that over 300,000 lives could be saved each year in the European Union if men in all EU countries had the smoking prevalence of Sweden (11).      

In 2007, the Royal College of Physicians strongly encouraged governments to seriously consider harm reduction strategies to protect smokers (12).  That report, which corroborates my position, “…demonstrates that smokers smoke predominantly for nicotine, that nicotine itself is not especially hazardous, and that if nicotine could be provided in a form that is acceptable and effective as a cigarette substitute, millions of lives could be saved.”  In other words, smokers need harm reduction, and harm reduction needs effective and acceptable cigarette substitutes.  

The reason that I volunteered to testify here today is because I believe that dissolvable products are among the best available substitutes for cigarettes.  First, I have observed that smokers prefer dissolvable oral tobacco over other forms; a recent study from the University of Minnesota confirmed this observation (13).  Those researchers found that a dissolvable tobacco product (Ariva, from Star Tobacco) was preferred over a nicotine lozenge, and they concluded that it was difficult to ignore the potential of that product to reduce smokers’ exposure to toxic products.  


In 2010, researchers at the Medical University of South Carolina published a small, but persuasive, study documenting that Ariva “led to a significant reduction (40%) in cigarettes per day, no significant increases in total tobacco use, and significant increases in two measures of readiness to quit.” (14)  They concluded “that Ariva and Stonewall [another dissolvable from Star] are effective products to curb withdrawal and craving,” and that there is no evidence that these products undermine quitting.


It would be tragic if smokers were denied access to dissolvable tobacco while cigarettes remained easily available.   

Dissolvables are incorrectly characterized as noxious. Chemists at IUPUI have just published an extensive analysis of Camel dissolvables in the Journal of Agricultural and Food Chemistry showing that they contain just tobacco, flavors, and non-caloric sweeteners; the latter ingredients are in compliance with government standards for human foods (15).


Finally, dissolvable tobacco is often portrayed as a potential problem for children, but this allegation is disingenuous.  In Indiana, tobacco products are not sold to children.  In February, the Indiana Tobacco Retailers Inspection Program announced that 96% of retailers in the state were compliant with laws restricting tobacco products to minors (16). This is the highest compliance rate since the program’s inception in 2000, when the rate was 59%. 


About 20 years ago smokeless tobacco products were effectively banned in the European Union, Australia and New Zealand, while cigarettes continued to be freely available.  In all of these jurisdictions, there are now strong movements led by tobacco control experts to reverse the bans (17,18,19,20).  In 2008, the prestigious medical journal Lancet published an article describing the situation in these countries as “…perverse, unjust, and acts against the rights and best interests of smokers and the public health.  Addicted smokers have a right to choose from a range of safer nicotine products, as well as accurate and unbiased information to guide that choice.” (21)  

HB 1405 properly classifies dissolvable tobacco products, and makes them available to adult smokers but not to children. From a harm reduction perspective, this bill represents a desirable public health initiative. 
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