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Our 16th Edition

The 16th edition of How Do You Measure Up?
illustrates how your state stands on issues that
play a critical role in reducing cancer incidence
and death. Every day, legislators at the state
and local levels are making decisions that
affect cancer patients and their families. Policy
decisions, such as access to health insurance
coverage for lifesaving cancer screenings and
treatment, access to cancer drugs, investments

in research, tobacco control and prevention
policies, and funding for prevention and
screening programs are all issues that could be
decided by state and local lawmakers. Changes
in laws for the better can affect millions of
people, exponentially expanding and enhancing
the efforts of American Cancer Society Cancer
Action Network to eliminate cancer as a major
health problem.
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What is the American Cancer Society
Cancer Action Network (ACS CAN)?

The American Cancer Society Cancer Action
Network (ACS CAN) is the nation’s leading cancer
advocacy organization, working to save lives
and eliminate death and suffering from cancer
through involvement, influence and impact. As
the nonprofit, nonpartisan advocacy affiliate of
the American Cancer Society, ACS CAN educates
the public, elected officials and candidates about
cancer’s toll on public health and encourages them
to make cancer a top priority.
Reducing suffering and death from cancer relies
as much on public policy as it does on proven
medical research. Lawmakers and policymakers
at all levels of government play a critical role in
making decisions that can help save more lives
from cancer. ACS CAN’s work has resulted in
enormous progress through increased funding
for cancer research and prevention programs,
stronger tobacco control policies nationwide and
improved access to the full range of cancer care
for people diagnosed with the disease as well as
their families. By focusing the public’s attention
on the cancer fight, raising funds, educating
voters and rallying others to join the fight, ACS
CAN unites and empowers people with cancer,
along with their families, to help save lives.
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ACS CAN ensures that cancer patients, survivors,
their families and experts on the disease have a
voice in public policy matters relevant to cancer
at all levels of government. We mobilize our large,
powerful grassroots network of cancer advocacy
volunteers to make sure lawmakers are aware of
cancer issues that matter to their constituents.
Working closely with the American Cancer Society’s
research and cancer control leadership, ACS
CAN staff identify and develop key public policies
firmly rooted in scientific evidence that promote
prevention and access to early detection, treatment
and follow-up care. ACS CAN uses our expert
lobbying, policy, grassroots and communications
capacity to advance evidence-based solutions that
help save more lives from cancer.
ACS CAN is strictly nonpartisan and does not
endorse, oppose or contribute to candidates or
political parties. As a result, we are viewed as a trusted
source of health policy information by legislators,
policymakers and opinion leaders. The only side ACS
CAN takes is the side of cancer patients.
To become a member of ACS CAN, visit
www.acscan.org/donate.
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How Do You Measure Up?
Our 16th Edition
We’re closer than ever to a day when a cancer
diagnosis is no longer life threatening. We have
a better understanding of the causes of many
cancers and what we need to do to prevent the
disease. Thanks to investments in cancer research
that have led to an astounding number of scientific
breakthroughs, we can better treat the disease by
more accurately targeting cancer cells and have
improved screenings that help detect cancer
earlier. Today, we also know that by living an active
lifestyle, eating a healthful diet, not using tobacco
products and getting recommended screenings,
we can prevent nearly half of all cancer deaths.
Achieving a world free from the pain and suffering
of cancer requires a comprehensive public policy
agenda. Our mission, and thus our work, includes
a strong focus on preventing cancer, seeking new
cures and treatments and ensuring all Americans
have access to the medical care that could save
their lives. We also support the determination
and courage of cancer patients and survivors
by working to improve their quality of life both
during treatment and after it has ended.
The 16th edition of How Do You Measure Up?
illustrates where states stand on issues that play
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a critical role in reducing suffering and death
from cancer. The goal of every state should be
to pass policies in accordance with guidelines
set by the American Cancer Society Cancer
Action Network (ACS CAN) based on evidence
of proven policy solutions. Achieving “green”
denotes policies that align with ACS CAN
policy criteria on each map measuring cancer
prevention and access issues. By implementing
the solutions set forth in this report, lawmakers
can stand and fight back against this disease –
preventing it before it starts, helping those who
have been diagnosed to find the care they need,
and ultimately saving lives. Additionally, these
public policy approaches have the potential to
save millions and perhaps billions of dollars
through health care cost reductions and
increased worker productivity.
To learn more about ACS CAN’s model policies or
inquire about a topic not covered in this report,
please contact the ACS CAN State and Local
Campaigns Team at measure@cancer.org. We can
put you in contact with ACS CAN staff in your
state. You can also visit us online at acscan.org.
How does your state measure up?

Access to Care
Ensuring All Americans Have Access to Affordable, Quality Health Insurance

Access to Care Introduction
The progress that has been made in the science
around cancer prevention and the improvements
made to cancer screenings and treatments mean
little if patients don’t have access to these services.
Ensuring access is paramount in reducing cancer
deaths and saving health care dollars.
Access to health care is a significant determinant
in whether an individual diagnosed with cancer
will survive. Individuals without health insurance
are more likely to be diagnosed with cancer at a
later stage and more likely to die from the disease.1
The American Cancer Society Cancer Action
Network (ACS CAN) believes all Americans should
have access to affordable, quality health insurance.
Fortunately, in recent years there has been an
increase in the number of Americans who have
health insurance coverage.2 Since the creation
of insurance marketplaces in 2014, Americans
have had access to comprehensive coverage that
includes many consumer protections that are
vitally important to cancer patients – insurance
companies can no longer deny coverage or
charge more due to pre-existing conditions,
insurers may no longer impose arbitrary caps on
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coverage, and all insurance offered to individuals
must cover a broad set of benefits called essential
health benefits.
However, challenges remain. Many cancer patients
encounter difficulty finding specialists who
participate in their insurance plan’s network,
affording their prescription medications, and
understanding their out-of-pocket expense
liability because of the lack of transparency around
prescription drug formularies and insurance
company practices.
In addition, there has been a great deal of
debate at the federal level regarding the fate
of the marketplaces. In 2017, Congress spent
considerable time debating legislative proposals
that would repeal and replace the Affordable Care
Act (ACA). None of the proposals debated would
have provided equivalent patient protections
critical to cancer patients as those existing under
current law. ACS CAN and other patient groups
were successful in deterring those efforts. While
the Affordable Care Act and most of its provisions
remain law, federal and state regulatory and
legislative approaches have the potential to
seriously impact access to insurance and health
care for cancer patients and survivors.
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Access to Care
Ensuring All Americans Have Access to Affordable, Quality Health Insurance
Federal Activities
On October 12, 2017, the Department of Health
and Human Services (HHS) announced that it
would immediately stop funding the cost-sharing
reduction (CSR) subsidies provided for under the
Affordable Care Act. Under the law, individuals
whose income is between 100 and 250 percent of
the federal poverty level (FPL) qualify for subsidies
to help them afford the out-of-pocket costs related
to their health insurance coverage (e.g., deductibles,
copayments, coinsurance). Insurers are required
to provide lower-cost CSR plans to qualifying
individuals and families – and until October 2017,
the federal government subsidized those plans by
reimbursing the insurers. In no longer making the
CSR payments, the insurers still have to provide
the benefits, but now they no longer receive the
reimbursement. To make up for the lost subsidies,
as predicted, insurers raised premiums for plan
year 2018. Nationally, the unsubsidized premium
for the lowest-cost bronze plan in the individual
markets increased an average of 17 percent, and
the lowest-cost silver plan increased an average
of 32 percent.3 These increases are especially
challenging for individuals who do not qualify for
subsidized coverage.
Additionally, the current administration chose to
reduce significantly its education and outreach
funding in 2017,4 meaning significant reductions
in engagement efforts to consumers about plan
year 2018 open enrollment and plan options. While
enrollment numbers for plan year 2018 appear to be
similar to previous years despite this significantly
reduced federal effort, concerns remain about
enrollment trends in future years and the abilities
of non-governmental groups to continue outreach
and enrollment efforts.
In December 2017, as part of the tax bill,5 Congress
repealed the individual mandate penalty beginning
January 1, 2019. This provision of the ACA requires
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individuals to pay a fine if they fail to maintain
health insurance. Removing this incentive for
staying insured in 2019 is likely to have negative
effects on marketplaces. The nonpartisan
Congressional Budget Office has estimated that
repealing the mandate will result in the number
of insured individuals decreasing by four million
in 2019, and 13 million in 2027, and premiums
increasing by about 10 percent for each of the next
10 plan years.6
Finally, the administration has implemented
or proposed several regulatory changes that
impact state efforts and access to insurance.
On April 9, 2018, the administration finalized
a rule that weakens the Essential Health
Benefit coverage standards. Early in 2018 the
administration also proposed two rules –
one expanding access to Association Health
Plans7 and one expanding access to Short-Term
Limited Duration policies8 – that would segment
the market, increase premiums for comprehensive
health plans, and leave enrollees in these plans
with inadequate coverage.

State Activities
As states face uncertainty from the federal
government, many states have implemented
policies that seek to improve the individual market
for their constituents.

State Individual Mandates
With the federal individual mandate penalty
expiring at the end of 2018, a few states have
begun considering state-level individual mandates
requiring state residents to maintain health
insurance. Massachusetts implemented a state
individual mandate requirement before the
implementation of the ACA and never rescinded
it, thus this state mandate will be maintained once
the federal one ceases to be enforced.9

Success Story
Individuals with cancer can be vulnerable under the best of circumstances, but when natural disasters strike, those
vulnerabilities can become scarier, costlier and even deadly. That is why when Puerto Rico suffered one of the most
destructive Atlantic storms on record, Hurricane Maria, the American Cancer Society Cancer Action Network (ACS
CAN) stepped up to ensure that many cancer patients received the help they needed. ACS CAN was able to arrange
care for four patients at the National Institutes for Health in Bethesda, MD as well as connect health care providers
with American Cancer Society (ACS) colleagues to provide care for some cancer patients at their facilities around
the country. ACS CAN also worked with the American Society for Radiology Oncology (ASTRO) and ACS to better
coordinate, offer transportation, and assist with communications on the ground in Puerto Rico. The Hope Lodge at
ACS became a center for donations and resources to cancer patients and their families. Regional ACS staff moved
into hospitals and communities to provide basic necessities like food and water.
From a policy standpoint, health care providers on the U.S. mainland did not know if they would be reimbursed for the care they provided cancer
patients from Puerto Rico who were enrolled in Medicaid. In some cases, this unknown created barriers to care for cancer patients because
providers assumed Puerto Rico did not have sufficient money to reimburse the costs of treatment. Therefore, ACS CAN advocated for a temporary fix
to remove the cap on Medicaid for Puerto Rico, cover for Puerto Rico’s cost-sharing obligations at least temporarily, and increase the overall dollars
available for Medicaid to remove barriers to getting proper cancer care.
ACS CAN conducted extensive conversations with Senate Finance staff, House Energy &
Commerce staff, and the Centers for Medicaid and Medicare Services (CMS) and the Office
of Management and Budget (OMB) about this issue.
When the budget deal was announced in February, there was good news for Puerto
Rico. Included in the package was $4.9 billion to increase the cap for Puerto Rico’s (and
the Virgin Islands’) Medicaid program for two years. It also waived the requirement that
the two territories come up with the matching dollars for the program to provide some
temporary relief for the Puerto Rican government. Although it’s not everything Puerto
Rico needs in health care, it made an impact towards improving the situation for cancer
patients and survivors on the island.

State Regulatory Actions
With the federal administration seemingly intent
on enacting federal regulations that would expand
access to short-term limited duration policies, some
states are maintaining, or are looking to impose,
requirements that would prohibit or minimize
their expansion. For example, New York state law
permits short-term limited duration policies, but
requires these plans to abide by the consumer
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protections required for ACA-compliant plans.10
These requirements (absent in the federal proposal)
protect cancer patients and other consumers who
choose to enroll in short-term plans, and protect
the market from serious risk segmentation – where
healthy individuals enroll in cheap plans and
individuals who are sick or who have preexisting
conditions have no choice but to buy comprehensive
plans that have significantly higher premiums.
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Access to Care
Ensuring All Americans Have Access to Affordable, Quality Health Insurance

COVERAGE COUNTS IN

THE CANCER FIGHT
Reducing the cancer burden depends on access to meaningful health coverage for all Americans.
We cannot return to a health system that discriminates based on health history, blocks patients
from lifesaving treatment or makes health coverage unaffordable.
That's why the American Cancer Society Cancer Action Network is urging Congress to keep patient
protections in the health care law, while ensuring coverage is affordable. Any changes to the law
should provide equal or better health insurance coverage of cancer prevention and treatment.

PATIENTS PROTECTED
No discrimination based on
pre-existing conditions and
no dollar limits on coverage.
Early detection screenings
are covered at no cost.
After diagnosis, coverage
cannot be cut off.
Medicaid offers safety net
to working poor and
vulnerable patients in
many states.

PATIENTS AT RISK

BARRIERS

GUARANTEES

SAFETY NET

Financial aid and
out-of-pocket limits make
coverage during treatment
more affordable.
Patients get the care they
need when they need it to
prevent and treat cancer.

Charges for early detection
screenings. After cancer
diagnosis, coverage can
be taken away.
Working poor and
vulnerable patients often
left without any affordable
health coverage option.
Without coverage, many
patients delay or skip care
to avoid financial ruin due
to high out-of-pocket costs.

COST

COVERAGE
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Those with a cancer history
charged more or denied
coverage altogether.

Cancer grows deadlier and
costlier to treat without
health coverage.

1332 Waivers
Since 2017, a number of states have used the authority available under section 1332 of the ACA to request waivers of certain ACA provisions in order to
test new programs or make state-specific changes to insurance markets. To apply for a waiver, a state must pass legislation authorizing the application,
hold a public comment period about the waiver, and then submit the request to the federal Centers for Medicare and Medicaid Services (CMS). Alaska
successfully used this process to establish a reinsurance program, which helps to protect insurers from very high claims; it’s a way to stabilize the
insurance market and is an important factor in limiting rising insurance premiums. As a result, premiums in the Alaska marketplace decreased 22 percent
in 2018.11 With the hopes of stabilizing or decreasing premiums, several other states have followed or are attempting to follow Alaska’s example.

Prescription Drug Formulary Legislation
Cancer patients often need to choose a health
plan based, in part, on the plan’s prescription drug
coverage because not all health plans cover every
prescription drug. Unfortunately, due to a lack
of transparent drug coverage and cost-sharing
information, patients often must buy plans without
knowing whether their drug is covered or affordable.
Even if patients could easily find drug coverage and
cost-sharing information, a health insurer may
change the formulary in the middle of the plan year.
This practice of switching the formulary mid-year is
known as non-medical switching.

ACS CAN is supporting legislation in several
states that improves prescription drug formulary
transparency by requiring health insurers to make
publicly available all drugs covered under each
plan, including those administered in a doctor’s
office, and the dollar cost a patient would have to
pay for each drug. Equally important are legislative
proposals that ensure the formulary that was
disclosed to the consumer at the time they enrolled
remains in effect throughout the plan year. This
legislation prohibits negative mid-year formulary
changes that would cause the patient to pay more
out of pocket or lose coverage of a drug in the
middle of a plan year.

Missed Opportunity
This year, the Oregon Legislature considered strong prescription drug formulary legislation that would have improved the transparency of prescription
drug benefits by requiring health insurers to make publicly available a complete list of all drugs covered under each plan marketed to consumers.
This legislation would have also required that prescription drug formularies include an exact dollar amount or a dollar range for any drug covered.
This bill went further than many other state proposals of its kind by also prohibiting health insurers from making changes to prescription drug
formularies in the middle of a plan year. Despite strong bipartisan support from legislators in both chambers and advocacy by numerous patient and
disease organizations, the bill did not advance. This was a significant missed opportunity, leaving cancer patients and other consumers without the
information they need to buy a health plan that covers the drugs they need at a price they can afford. ACS CAN along with its partners will continue
to urge the Oregon Legislature to pass this legislation.
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Increased Access to Medicaid
Extending Coverage and Improving Outcomes
The Challenge

helps reduce these cancer disparities by offering
millions of low-income Americans access to
timely and appropriate cancer screening and
early detection services, as well as accessible and
affordable treatment services and care that span
the cancer continuum.

More than 1.7 million Americans will hear the
words “you have cancer” in 2018.1 Many of these
newly diagnosed individuals will have more
challenges surviving the disease, because they
earn less income and thus have limited access to
affordable health care coverage.2 The health care
coverage provided by state Medicaid programs

An estimated 2.3 million individuals (children
and adults under age 65) with a history of cancer

State Decisions on Increasing Access to Health Care Through Medicaid Up to 138% FPL

Washington
Montana

Maine

North Dakota

Vermont
Minnesota

Oregon
Idaho

New Hampshire

South Dakota

Wisconsin*

Wyoming

Rhode Island
Connecticut

Michigan
Pennsylvania

Iowa

Nebraska

Nevada

New Jersey

Utah

Illinois

Indiana

Ohio

Kansas

Delaware
West
Virginia

Colorado

California

Missouri

Virginia†

Kentucky
North Carolina

Oklahoma

South
Carolina

Arkansas

New Mexico

Maryland
District of Columbia

Tennessee
Arizona

Massachusetts

New York

Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii

Puerto Rico

State has expanded Medicaid eligibility, covering individuals under 138% FPL
($16,753/year for an individual; $34,638/year for a family of four)
Guam

How Do You Measure Up?
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Governor/legislature opposed to improving access to health care coverage through Medicaid
for low-income residents
Source: ACS CAN and Kaiser Family Foundation: New Estimates of Eligibility for ACA Coverage among the Uninsured
Note: U.S. Territories received additional ACA funding for their Medicaid programs, however expansion of eligibility was not a requirement to receive funds.
*State provides low income residents access to health care coverage, not consistent with the provisions of the federal health care law / ACA
As of July 1, 2018
◆ Legislative or regulatory changes made in 2018
†
Effective January 1, 2019

1115 Waivers – Work Requirements
In January 2018, CMS released new public policy guidance and approved the first 1115 waiver requesting permission to condition
Medicaid eligibility on employment or participation in job training or volunteer activities. ACS CAN has been on record voicing serious
concerns about work requirements for cancer patients and survivors.
Many cancer patients in active treatment are often unable to work or require significant work modifications due to their treatment.11, 12, 13
Research suggests that between 40 and 85 percent of cancer patients stop working while receiving cancer treatment, with absences
from work ranging from 45 days to six months depending on the treatment.14 ACS CAN opposes conditioning Medicaid eligibility
on completion of work or community engagement requirements which could result in a significant number of cancer patients, recent
survivors, and many other individuals managing serious, chronic illnesses being denied access to the timely, appropriate and lifesaving
health care and treatment services provided through the state’s Medicaid program.
Cancer patients and recent survivors could be among the significant number of people who could lose their Medicaid eligibility
because of these requirements. Indiana estimates 15 percent of enrollees, while Ohio estimates as much as 50 percent of enrollees
will lose eligibility.15, 16 Losing access to health care coverage could make it difficult or impossible for an individual to have their cancer
diagnosed at an earlier, more treatable, less costly stage. For a patient who is mid-treatment, a loss of health care coverage could
seriously jeopardize their chance of survival. Losing access to one’s cancer care team could be a matter of life or death for a cancer
patient or survivor. The financial toll that the coverage loss would have on individuals and their families could be devastating.
As of June 2018, Kentucky, Indiana and Arkansas have received permission from CMS to impose work, job training and/or community
engagement requirements as a condition of eligibility for enrollment in state Medicaid programs. An additional 8 states are awaiting
a decision from CMS on their pending 1115 waivers seeking permission to impose work requirements.
Note: Work requirements, as well as other enrollment and eligibility restrictions, are currently under litigation. On January 24, 2018,
the National Health Law Program (NHeLP), the Equal Justice Center and the Southern Poverty Law Center filed suit in federal court
to block the Kentucky waiver on the grounds it violates the Administrative Procedure Act (APA) and violates the section 1115 waiver
requirement.17 The lawsuit identifies work requirements as one of the violations of the APA.

rely on the health care coverage provided by their
state Medicaid program to help them fight and
prevent recurrence of this disease.3 In 2013 alone,
32 percent of pediatric cancer patients (age 19 and
younger) had Medicaid coverage when they were
diagnosed.4 State Medicaid programs also provide
low-income women screened and diagnosed with
breast or cervical cancer through state Breast
and Cervical Cancer Early Detection Programs
(BCCEDP) a pathway to comprehensive health
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care and cancer treatment services.5 The health
care coverage provided through state Medicaid
programs is proven to improve health outcomes
and reduce the burden of cancer.6, 7, 8
Over the past several years, an increased number
of states have sought greater flexibility in
administering the Medicaid program from the
Centers for Medicare and Medicaid Services (CMS)
through 1115 Research and Demonstration Waivers.
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Increased Access to Medicaid
Extending Coverage and Improving Outcomes
ACS CAN has actively reviewed and provided public
comment on these waivers at the state and federal
level. ACS CAN’s most important consideration
in evaluating these waivers is to understand the
impact that these demonstration projects could
have on cancer patients’, survivors’,and enrollees’
access to preventive services and treatment. We
urge all lawmakers to consider this vulnerable
population as changes to this important program
are considered. Many of the 1115 waivers have
proposed including provisions that have been
shown to adversely impact efforts to fight cancer,
such as:
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• L
 imiting or restricting eligibility (work
requirements, drug testing, waiving
retroactive eligibility);
• I mposing cost sharing (copayments,
premiums);
• P
 enalizing enrollees for non-compliance
with various programs or wellness
requirements (lock-outs – up to one year,
higher cost-sharing – e.g. charging fees to
those individuals who use tobacco);
• E
 liminating benefits/services (nonemergency medical transportation); and
• P
 lacing limits on the length of program
eligibility (e.g. five-year limits).

Volunteer Story
In the spring of 2018, two ACS CAN volunteers were critical in our efforts to defeat a Minnesota bill that
would have required individuals enrolled in the state’s Medicaid program to complete work or community
engagement requirements as a condition of eligibility. Dr. Richard Zera, division chief of surgical oncology
at Hennepin County Medical Center and Minnesota Cancer Alliance Steering Committee member, testified
before legislators about the ramifications that this measure would have on his patients. He explained the
dramatic side effects experienced by patients in cancer treatment including nausea, vomiting, diarrhea,
fatigue, pain, issues with concentration and retention of information, arm or leg swelling, persistent
numbness and persistent fatigue and shortness of breath. Dr. Zera made clear how work can become
impossible given the limited capabilities of cancer patients and sometimes survivors too.
Adrienne Frank, a four-time cancer survivor, also testified explaining how the bill could have resulted in her being denied access to lifesaving
treatment services. When just 24 years old, Adrienne was diagnosed with oral cancer and she suffered through multiple recurrences (one of which
took months to detect), which led to her employer terminating her for failure to complete the job qualifications given her health restrictions in 2014.
Not only did Adrienne lose her job, but also her health insurance. She was left to take care of her four-year-old son with no job and no insurance,
while battling cancer. Her social worker informed her that she was eligible for Medicaid and helped her enroll in in the program, providing her
affordable and comprehensive access to surgery and other treatment services. While she wanted to go back to work to earn an income for her
family, she was just too sick during chemotherapy to work – suffering from many of the symptoms Dr. Zera outlined in his testimony. Adrienne’s
cancer care team informed her that if she didn’t focus on getting better, she might succumb to the disease and not live to see her son grow up, so
she spent the limited energy she had raising her son and trying to beat this awful disease. Working, volunteering or completing job training activities
while fighting cancer was not possible for Adrienne. Today, Adrienne is cancer-free and is back to work, but if she was required to work while also
going through treatment or denied access to Medicaid for an inability to comply with a work requirement, she may not have survived to share her
story with members of the Minnesota legislature.
Dr. Zera and Adrienne’s stories illuminate the harmful impact that work requirements could have on cancer patients, survivors and individuals
managing other chronic conditions. Tying Medicaid eligibility to employment or completion of job or community engagement activities could
seriously disadvantage cancer patients and deny individuals life-preserving and lifesaving care. Their advocacy paid off – the bill was defeated and
Governor Mark Dayton formally communicated his opposition to the bill.
Dr. Richard Zera Minnetonka, MN
Adrienne Frank, Minneapolis, MN
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Increased Access to Medicaid
Extending Coverage and Improving Outcomes
Medicaid Benefits and Services Necessary for Cancer Patients

Prevention
•
•
•
•
•

Tobacco control
Diet
Physical activity
Sun exposure
Alcohol use

Early
Detection
• Colorectal
cancer screening
• Breast cancer
screening
• Cervical cancer
screening

Diagnosis

Treatment

Survivorship

• Biopsy
• Histological
assessment
• Pathology
reporting
• Tumor stage
documented

• Chemotherapy
• Hormone
therapy
• Pain
management
• Psychosocial
care
• Radiation
• Surgery

• Surveillance
• Psychosocial
care
• Management
of long-term
effects

Data indicates that these policy proposals,
especially those that result in the limiting or
restriction of eligibility, will significantly reduce
enrollment in the Medicaid program, thus denying
access to prevention and treatment services for
individuals and families enrolled in the Medicaid
program.9, 10 Preservation of eligibility and access
to health care coverage through state Medicaid
programs is critical for continuing to make
progress against cancer for those low-income
Americans who depend on the program for cancer
prevention, early detection, diagnostic, treatment
and survivorship care services.

The Solution
In order for states to improve health outcomes and
reduce cancer disparities for their state residents,
low-income individuals and families need access to
critical coverage that can prevent cancer and save
lives. ACS CAN encourages state policymakers to
broaden eligibility for the Medicaid program in the
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End-of-Life
Care
• Hospice care
• Palliation

17 states that currently do not provide low-income
childless adults earning less than $16,753 a year
(for an individual) access to affordable health care
coverage. We urge state policymakers to advance
and support policies that protect and improve lowincome Americans’ access to health care, which
has proven to improve health outcomes and reduce
the burden of cancer.18, 19, 20 We also ask states to
invest in evidence-based, quality-improvement
programs that emphasize primary and preventive
care through integrated care coordination, disease
management and patient navigation programs.
Maintaining access to comprehensive and affordable
health care coverage through state Medicaid programs
is a matter of life and survivorship for millions of lowincome cancer patients and survivors. Preventing
cancer is much less expensive than treating it and
ensuring that low-income individuals and families
have access to comprehensive, affordable health care
coverage is one of the most critical ways to assure
states are successfully reducing cancer incidence
and mortality.

Success Story
Virginia
Nearly 400,000 low-income Virginians will be provided access to health care coverage
thanks to the bipartisan group of state legislators who voted to increase access to
Medicaid during the final budget negotiations in the 2018 General Assembly session.
This decision will enable more low-income Virginians to access affordable health care
services they need, like seeing a doctor regularly, receiving potentially lifesaving cancer
screenings such as mammograms and colonoscopies, and if needed, cancer treatments. By
increasing access to health coverage through the state’s Medicaid program, lawmakers are
increasing the likelihood that more Virginians will have their cancers detected at an earlier,
more treatable stage, when treatment is far less expensive and survival rates are greater.
However, language included in the budget deal will require low-income Virginians to attend school, work or job training or participate in some type
of community engagement for upward of 80 hours a month in order to receive benefits. This requirement could be seriously challenging for cancer
patients and survivors. Cancer is an incredibly difficult disease to treat and its side effects can often leave patients unable to complete simple tasks
of daily living. These effects often extend beyond active treatment into long-term survivorship wherein patients sometimes experience permanent
nerve damage, chronic pain, fatigue and infections. In such cases, tying patients’ health care to work requirements could prove impossible and
potentially even deadly.
ACS CAN will work closely with state and federal regulators to make our concerns clear and mitigate potential complications for patients and
survivors from these requirements.
Increasing access to Medicaid happened thanks to more than five years of tireless efforts made by ACS CAN volunteers, staff, coalition partners and
a bipartisan group of state legislators who understand the importance of making health care accessible to Virginians.
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State Appropriations for Breast and Cervical Cancer Screening Programs Fiscal Year 2017-2018
Washington
13%
Montana
23%

North Dakota
13%
Minnesota
25%

Oregon
8%

Idaho
13%

South Dakota
0%

Wisconsin

Wyoming

Utah
19%

California

Iowa
10%

Pennsylvania
Indiana
10%

Illinois
Colorado
Kansas
8%

Missouri
19%

Kentucky
0%

New Hampshire
12%
Massachusetts
26%
Rhode Island
5%
Connecticut

New York

Michigan
26%
Nebraska
10%

Nevada
17%

Maine
20%

Vermont
0%

Ohio
27%

New Jersey
Delaware

West
Virginia
21%

Maryland
Virginia
16%

District of Columbia

North Carolina
Arizona

Tennessee

Oklahoma
Arkansas

New Mexico

Mississippi
9%

Alabama
11%

Georgia

South
Carolina
11%

Texas
Louisiana
Florida

Alaska
11%

Hawaii

State Appropriation is equal to or greater than 33% of the CDC funding

Puerto Rico
No Data Available

State Appropriation is equal to or greater than 33% of CDC funding, but a reduction from FY17 amount
Guam

How Do You Measure Up?

State Appropriation for the programs are less than 33% the CDC funding
No state funding

Source: 2017-2018 data from the Centers for Disease Control and Prevention and unpublished data collected from ACS CAN and ACS Divisions, including input from NBCCEDP directors.

The Challenge
In 2018, it is estimated that nearly 280,000 women
will be diagnosed with breast or cervical cancer1 –
many of whom will be low-income uninsured or
underinsured individuals. Countless numbers of
these newly diagnosed women will lack access to
comprehensive, affordable health care coverage that
would allow them to receive timely and appropriate
cancer screening and diagnostic services. They
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will face increased risk of developing a later stage
breast or cervical cancer diagnosis with lower
rates of survival.2, 3, 4, 5 Uninsured women have
lower cancer screening rates - only 31 percent of
uninsured women (age 40 and older) have received
a mammogram in the past two years, compared
to 68 percent of insured women.6 Likewise, only
61 percent of uninsured women (21 to 65 years of
age) have received a Pap test in the past three years,
compared to 84 percent of insured women.7

Low-income, uninsured and underinsured women
are provided access to breast and cervical cancer
screening and early detection services through
the Breast and Cervical Cancer Early Detection
Program (BCCEDP). In 1990, Congress authorized
the Centers for Disease Control and Prevention
(CDC) to administer the BCCEDP and to provide
states millions of dollars in funding to deliver
direct screening, prevention and early detection
services to eligible women. All fifty states, the
District of Columbia, six U.S. territories, and 13
American Indian/Alaskan Native tribes or tribal
organizations receive BCCEDP funding.

Through the BCCEDP, states are focused on
providing a variety of screening, prevention and
early detection services and implementing key
evidence-based strategies to reduce structural
barriers to screening. BCCEDP services include:
• D
 irect screening, diagnostic testing and
follow-up services;
• P
 atient navigation and case management;
• E
 ducational information;
• Q
 uality assurance, data management and
program evaluation; and
• A
 pathway to treatment services if
diagnosed through the program.

Breast and Cervical Cancer Facts and Figures
5-YEAR SURVIVAL RATE

MAMMOGRAM

BREAST CANCER

73% ALL
WOMEN
43%

UNINSURED
WOMEN

99%* LOCAL

2017 Estimates
• 252,710 new cases of breast cancer
• 40,610 deaths annually

26%†

DISTANT

% OF WOMEN AGES 40+ WHO HAVE RECEIVED ONE
WITHIN PAST TWO YEARS

PAP TEST

83%
67% UNINSURED
WOMEN
ALL
WOMEN

5-YEAR SURVIVAL RATE

CERVICAL CANCER
2017 Estimates
• 12,820 new cases of cervical cancer
• 4,210 deaths annually

68%* LOCAL
17%† DISTANT

% OF WOMEN AGES 21-65 WHO HAVE RECEIVED ONE
WITHIN PAST THREE YEARS
Source: 2017 Cancer F&F and CPED 2016
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* “Local” refers to cancer that is confined to one area.
† “Distant” refers to cancer that has spread to other organs.
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The National Breast & Cervical Cancer
Early Detection Program (NBCCEDP)
ventitive Services
Clinical Pre
Community-Clin
ical Li
nkag
es
Public Education and Outreach
Help women in underserved communities adhere
to cancer screening recommendations through use of
traditional media, social media, public educators and
patient navigators.

Screening Services and Care Coordination

Organized Systems
Develop more systematic approaches
to cancer screening to organize better
and unify the efforts of health care
providers. Work with Medicaid programs
and insurance exchanges to promote,
coordinate, and monitor cancer screening.

Provide screening services to women not covered by new insurance
provisions in the ACA and help all women with positive screening
results obtain appropriate follow-up tests and treatment,
particularly in states that do not expand Medicaid eligibility.

Quality Assurance, Surveillance, and Monitoring
Use existing infrastructure to monitor screening services in
every community. Develop electronic reporting mechanisms
for management of cancer cases identified through screening.
Expand CDC’s quality assurance system and leverage emerging
resources to monitor screening and follow-up.

Since 1991, the BCCEDP has served more than 5.3
million women, diagnosing nearly 65,000 breast
cancers and over 4,400 cervical cancers. Although
many women gained access to affordable,
comprehensive health care coverage under
the federal health care law, millions of women
continue to meet the eligibility requirements for
the program but due to inadequate federal and
state supplemental funding, only one in 10 eligible
women is served by BCCEDP.
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The Solution
State investment in the BCCEDP is one of the
most important factors for ensuring all eligible
low-income, uninsured and underinsured women
have access to the screening and early detection
services provided by the program. The American
Cancer Society Cancer Action Network (ACS
CAN) advocates for states to appropriate $1
for every $3 in federal funds to ensure that no
woman eligible for the program is denied access
to cancer screening and early detection services.

Nineteen states are meeting or exceeding ACS
CAN’s goal, while another 31 states and D.C. are
falling short of this goal, with Hawaii, Kentucky,
South Dakota and Vermont investing zero ($0)
state funds into this lifesaving program.
In 2016 alone, the BCCEDP provided breast cancer
screening and diagnostic services to over 285,000
eligible women, diagnosing more than 2,500 invasive
breast cancers. The program has screened 140,000
women for cervical cancer, diagnosing nearly 200
women with invasive cervical cancers and detecting

nearly 6,000 premalignant cervical cancer lesions,
39 percent of which were high-grade.8
Increasing funding for each state’s BCCEDP will
expand the reach of the federal program and
ensure women have access to these lifesaving
cancer screening, diagnostic and treatment
services. Without adequate funding at both the
state and federal level, the BCCEDP will continue
to leave millions of underserved women exposed to
cancer diagnoses at later stages, when survival is
less likely and costs of treatment are highest.

Success Story
Florida
After a well-coordinated campaign, the Florida Legislature approved total state funding
of $1.83 million for the Mary Brogan Breast & Cervical Cancer Early Detection Program.
While it was an overall decrease for the program, it marks the first time that all of the
funding is from a dedicated, recurring source, meaning that it will be included in each year’s
base budget. This constitutes a $1.53 million increase in recurring revenue and marks the
seventh year in a row that the Legislature has invested state dollars in the program.
This is a significant win that the Florida team has worked toward for the better part of a
decade. It will provide more stability for the Florida Department of Health, which oversees
the Mary Brogan Program, and help ensure that more medically underserved women
in Florida receive these lifesaving screenings. The long-term public health dividends will
continue year after year.
Of course, this would not have been possible if not for all of the contributions the Florida team made, not just this year, but every year this issue has
been a priority. ACS CAN staff worked with the American Cancer Society on a coordinated, statewide petition drive in partnership with our Making
Strides Against Breast Cancer events. Two amazing breast cancer survivors, who received their treatment through the program, worked on a media
campaign and met with legislators to share their stories. Fourteen coalition partners joined our efforts to demonstrate the widespread support for the
program. Our lobbying team was tenacious and our volunteers helped to keep the pressure on elected officials.
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Success Story
Nevada
Sometimes change takes time. Clearly the time was worth the effort and patience associated with the effort to secure state funding to support
Nevada’s Women’s Health Connection (WHC). For the past twenty years, the WHC program operated without any state funding - instead it operated
with federal funding – from the Centers for Disease Control and Prevention (CDC) and private donations.
Nearly every fiscal year, WHC had to turn eligible women away from the program, ultimately denying them access to timely and appropriate cancer
screening and early detection services, because of a lack of funding to support the program through the end of the fiscal year. Unfortunately, the
state’s failure to appropriate funding for WHC was not unusual - Nevada had been ranked 50th in appropriating state funds to support public health
programs, failing to invest state funds in cancer control and prevention programs, as well as other chronic disease programs.
In an effort to advance our advocacy efforts, ACS CAN’s Nevada team, led by our Government Relations Director, Tom McCoy, convened breast
cancer roundtables held throughout the state. The roundtables brought together diverse stakeholders, including cancer control leadership, health
systems partners, legislators, and other key breast and cervical cancer advocates, to discuss opportunities to address known barriers to breast and
cervical cancer screening, diagnostic testing and treatment services, as well as to begin charting a course for policy change. A constant theme
throughout these discussions was securing state appropriations that would support and broaden the reach of the WHC program.
In 2017, these efforts culminated during ACS CAN’s Cancer Day at the Capitol – which focused on securing state funding for WHC. Encouraged
by the leadership of Assemblywoman Teresa Benitez-Thompson, who sponsored the breast cancer funding legislation, ACS CAN volunteers and a
number of breast cancer survivors met with their state legislators imploring them to support the legislation that would provide the first state funding
for WHC. In the last days of the legislative session, the Senate and Assembly unanimously passed legislation, resulting in $1 million dollar in state
funds to support the WHC program for the FY 2018-2019 biennial budget. As a result of this action, thousands of additional Nevada women will
gain access to a broad range of lifesaving breast and cervical cancer services, including screenings, diagnostic testing and patient navigation services.
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Breast and Cervical Cancer Treatment through Medicaid
A Lifeline for Women Diagnosed with Breast and Cervical Cancer
The Challenge
Women screened and diagnosed with breast or
cervical cancer through states Breast and Cervical
Cancer Early Detection Program (BCCEDP) are
provided a pathway to comprehensive health care
and cancer treatment services through their state
Medicaid program. In 2000, Congress passed the
Breast and Cervical Cancer Treatment Act (BCCT),
which provides states with federal funding to help
cover the cost for comprehensive health care and
cancer treatment services through Medicaid for
low-income women diagnosed with cancer through
the state’s BCCEDP. Every year, thousands of lowincome, uninsured and underinsured women
access lifesaving health and cancer treatment care
because of this BCCT eligibility option.
Recently, some states have considered proposals
aimed at eliminating or limiting eligibility for
Medicaid, including women eligible for the program
through the BCCT option. States have proposed
work or community engagement requirements,
mandatory cost-sharing and other personal
responsibility requirements, including noncompliance penalties such as lock-outs that could
deny BCCT women and other cancer patients and
survivors access to lifesaving health care and cancer
treatment services. These penalties could result in
a loss of coverage for countless individuals enrolled
in the program making it difficult or impossible for
cancer patients to continue receiving treatment
services and seriously jeopardizing their chance of
survival. Being denied access to one’s cancer care
team could be a matter of life or death for a cancer
patient or survivor and the financial toll that the
coverage loss would have on individuals and their
families could be devastating.

16th Edition

Other states have considered proposals eliminating
funding for the BCCT, based on the assumption
that women have gained access to comprehensive
and affordable health care coverage under the
federal health care law and therefore do not need
coverage through the BCCT.
Millions of women in the United States remain
uninsured without adequate, affordable and
comprehensive health care coverage.1 The lifesaving
cancer treatment services provided through the
Medicaid BCCT option of the BCCEDP is often
the only coverage available to help women treat
their breast or cervical cancer. State efforts aimed
at limiting or eliminating eligibility for Medicaid
are short-sighted and could adversely impact the
health outcomes and chances for survivorship for
countless women across the country.

The Solution
We urge states to maintain eligibility for Medicaid
and preserve access to quality, affordable,
accessible, and comprehensive health care
coverage. Preservation of the BCCT eligibility
option is a matter of life and survivorship for
thousands of low-income breast and cervical
cancer patients in all fifty states. The treatment
services provided by a state’s Medicaid program
allow women to start treatment faster, at earlier
stages of cancer when the disease is easier and less
costly to treat, typically resulting in better patient2
outcomes. It is imperative that state lawmakers
protect eligibility and maintain adequate funding
for the BCCT eligibility option. The American
Cancer Society Cancer Action Network (ACS CAN)
strongly opposes any attempts to limit or eliminate
eligibility or reduce funding for this lifesaving
cancer treatment option.
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Access to Colorectal Screening
Screening Now, Preventing for Life
The Challenge
Colorectal cancer is the third most common
cancer in men and women and the second leading
cause of cancer death among men and women
combined in the United States. This year alone,
an estimated 50,630 colorectal cancer deaths are
expected to occur1 – despite it being one of the
most preventable cancers.
Screening helps to detect the disease early when
treatment is more likely to be successful and

when, in some cases, the disease can be prevented
altogether by the detection and removal of
precancerous polyps. Yet, only approximately 63
percent of Americans age 50 and older are upto-date with their colorectal cancer screening.2, 3
This means that more than one in three adults
age 50 and older are not getting tested as
recommended. Barriers often cited to colorectal
cancer screening include no usual source of
care, inadequate insurance coverage, logistical
factors (e.g. transportation, scheduling), lack
of a family history or symptoms, feelings of

Success Story
South Carolina
Senator Thomas Alexander was awarded the National Award for Distinguished State
Leadership, a prestigious honor bestowed by the National Colorectal Cancer Roundtable.
Co-founded by the American Cancer Society (ACS) and the Centers for Disease Control and
Prevention, the National Colorectal Cancer Roundtable is a proud collaboration of over
100 public, private and voluntary organizations, including ACS CAN, committed to fighting
colorectal cancer. Senator Alexander was given this award because of his support of ACS
and ACS CAN’s mission to save lives from colorectal cancer in the 80% by 2018 effort (see
above for campaign description.)
The Roundtable commended the senator for his leadership within the South Carolina legislature to ensure funding for colorectal cancer screening
programs that serve medically underserved and uninsured populations. The University of South Carolina Center for Colon Cancer Prevention
(CCPN) is part of The Center for Colon Cancer Research founded in 2002, with funding from an $11 million National Institutes of Health Center for
Biomedical Research Excellence (COBRE) grant. CCPN received an additional $1 million in state funding in 2018 to support colon cancer prevention
and early detection through screenings, in part, thanks to Senator Alexander’s support.
In addition to fostering basic research, the CCPN has developed a robust outreach program aimed at promoting knowledge of colorectal cancer and the
importance of preventive screening. Awareness, education and screening programs throughout South Carolina have been funded by agencies such as the
BlueCross BlueShield Foundation of South Carolina, the South Carolina Legislature, the American Cancer Society, the Duke Endowment, and the South
Carolina Cancer Alliance. Partnerships with the South Carolina Gastroenterology Association, CVS Caremark, and BlueCross BlueShield of South Carolina
have been instrumental in promoting screening in medically underserved communities across the State. Consequently, South Carolina has rapidly become
a national leader in statewide advocacy efforts aimed at increasing screening rates and reducing the morbidity of colorectal cancer.
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embarrassment or fear, and no recommendation
from a health professional.4

The Solution
80% by 2018 and Beyond!

In total, it is estimated that more than 140,250
people will be diagnosed with colorectal cancer
this year.5 Individuals less likely to get screened are
those who are younger than 65, are racial/ethnic
minorities, have lower education levels and lack
health insurance.6
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In 2014, the National Colorectal Cancer
Roundtable (NCCRT), the American Cancer
Society (ACS), and the American Cancer Society
Cancer Action Network (ACS CAN) spearheaded
an initiative to substantially reduce colorectal
cancer as a major health problem by working
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Access to Colorectal Screening
Screening Now, Preventing for Life
toward the shared goal of 80 percent of adults age
50 and older being regularly screened for colorectal
cancer by 2018. Since the launch of this initiative
more than 1,600 partners have signed the pledge,
including hundreds of state and local government
officials, and national screening rates are steadily
increasing. ACS recently updated its guidelines
for colorectal cancer screenings to begin at age 45.
ACS is evaluating how to incorporate these new
guidelines into its work related to 80% by 2018,
but anticipates that lowering the age will spur new
motivation for adults to get screened.
In 2015, an additional 3,785,600 adults (>50 years)
were screened.7 If screening prevalence remains at
this level, an estimated 39,700 additional colorectal
cancer cases and 37,200 deaths can be prevented
through 2030.8 In addition, colorectal cancer
screening rates in community health centers have
increased more than five percentage points since
the launch of the 80% by 2018 initiative.9
States are making incremental progress towards
improving their screening rates, but no state
has achieved the 80 percent screening rate goal.
Massachusetts and New Hampshire continue to
have the highest screening rates in the nation,
screening approximately 76 percent of their
state residents age 50 and older. Georgia, Idaho,
Mississippi, Montana, Nevada, New Mexico,
Oklahoma, Texas and Wyoming have screening
rates well below the national average of 69 percent
and have a long way to go to reach 80 percent.10
The 80% by 2018 initiative is transitioning to a
new campaign – the “80% Pledge.” ACS CAN will
support the effort to build on the incredible work and
infrastructure that has been built to increase colorectal
cancer screenings and save lives from this disease. ACS
CAN continues to urge state policymakers to help
address known barriers to screening rates, by making
colorectal cancer a priority and working across all
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sectors to increase screening rates in their states.
Specifically, state policymakers can:
• Appropriate funds to establish or invest
in the state colorectal cancer screening
and control programs. Increased state
investment would broaden the reach
of the CDC’s Colorectal Cancer Control
Program (CRCCP), a program that
supports 23 states, six universities and
one American Indian tribe by focusing
on increasing screening rates among
target populations through evidencebased health systems interventions.11
Programs should raise public awareness
about colorectal cancer screening and
improve access to screening, including
patient navigation and treatment services.
Programs should use evidence-based
patient and provider interventions to
promote screening and reduce barriers to
eligible adults;
• S upport policies that require insurers
to cover follow-up colonoscopies after
a positive stool test, and guarantee that
patients do not face out-of-pocket costs for
polyp removal, anesthesia, pre-screening
consultations or laboratory services related
to the screening colonoscopy;
• S upport evidence-based educational efforts
to improve uptake of preventive services,
particularly in disparate populations; and
• R
 each out to ACS CAN representatives in
your state to find out how to get involved.
Through collaborative efforts with state
policymakers, health care providers,
health systems, community members
and business leaders, we can reach this
challenging, yet achievable goal.

Palliative Care
Improving Quality of Life for Cancer Patients

Establishing a Palliative Statewide Expert Advisory Council

Washington

Montana

Maine

North Dakota

Vermont*
Minnesota

Oregon
Idaho

New Hampshire

South Dakota

Wisconsin
Michigan

Wyoming

Nevada

Nebraska

Iowa*

Pennsylvania*

Utah

Illinois

Ohio

Indiana

Colorado

California

Kansas◆

Massachusetts
Rhode Island
Connecticut

New York*

West
Virginia◆

Missouri

New Jersey
Delaware*
Maryland

Virginia*

Kentucky

District of Columbia

North Carolina
Arizona

Tennessee

Oklahoma
New Mexico

South
Carolina◆

Arkansas
Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii◆

Puerto Rico
Guam

How Do You Measure Up?

Passed ACS CAN model legislation or similar legislation
with main components of model legislation
Formally introduced ACS CAN model legislation but not
yet passed and signed into law
Action yet to be taken to introduce ACS CAN model
legislation in state legislature
Source: ACS CAN
As of July 1, 2018
*DE, IA, NY, PA, VA, VT have not passed the model legislation but have statewide programs in place that closely align with the main tenets of the model legislation
◆ Legislative or regulatory changes made in 2018

The Challenge
Advances in cancer research continue to provide
new and more effective treatments for cancer,
but therapies do not meet all the needs of cancer
patients. Focusing exclusively on treating a
patient’s disease can result in a failure to address
the full spectrum of issues that arise from a cancer
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diagnosis and treatment. These issues include
emotional distress and physical symptoms such as
pain, fatigue and nausea. Fatigue, for example, is
one of the leading reasons for cancer patients to
skip follow-up medical appointments. However,
patients often do not know to ask for, or have
trouble asking for, the type of care available that
focuses on a patient’s quality of life.
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Palliative Care
Improving Quality of Life for Cancer Patients
The Solution
Palliative care is specialized medical care that
provides the best possible quality of life for a
patient and his or her family by offering relief
from the symptoms, pain and stress of a serious
illness. It provides a coordinated, team-based
approach among medical professionals to help
meet a patient’s needs during and after treatment.
Palliative care is essential to achieving the goal of
comprehensive, cost-effective care that improves
patient satisfaction and health outcomes.
Contrary to some misconceptions, palliative care
is not end-of-life care – it is appropriate at any

age and any stage of disease and can be provided
along with curative treatment as an extra layer of
support for patients.
Studies show cancer patients receiving palliative
care during chemotherapy are more likely to
complete their cycle of treatment, stay in clinical
trials and report a higher quality of life than
similar patients who do not receive palliative
care.1 Research demonstrates that palliative care
improves symptom distress, quality of life, patient
and family well-being and, in some settings (e.g.,
advanced lung cancer), survival. Palliative care also
reduces unnecessary use of hospitals, diagnostic

Success Story
West Virginia
ACS CAN and its coalition partners are proud to have worked with Del. Amy Summers
(R-Taylor) to pass legislation in West Virginia to improve patients’ quality of life by
increasing access to and awareness of palliative care services.
Through her firsthand experience as a nurse, Del. Summers saw the benefits of an effective
palliative care program. After fighting cancer herself and helping many others through their
cancer journeys, including her own brother, she introduced the palliative care legislation in
January of 2018. It was signed into law by Gov. Jim Justice (R-W.Va.) in March of 2018.
This legislation will establish a palliative care advisory coalition, bringing together experts to address barriers to patients receiving palliative care and
identify innovative solutions for West Virginians. The council will emphasize provider training, patient awareness and overall access to palliative care.
To kick-off the campaign, ACS CAN held a Patient Quality of Life Forum at the Charleston Area Medical Cancer Center. The forum was a policy
discussion with key stakeholders on quality of life and palliative care. The coalition also held a panel discussion with George Blough, WV ACS CAN
advocate and cancer survivor, Del. Summers and a general and pediatric palliative care physician highlighted how palliative care provided throughout
the course of any type of serious illness achieves the triple aim of better patient experience, better quality of care and lowered health care costs.
Del. Summers received the Distinguished Advocacy Award for leading efforts on the state’s palliative care bill, alongside her efforts as the lead
sponsor of West Virginia’s new indoor tanning law, prohibiting anyone under age 18 from using an indoor tanning device.
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Pillars of Palliative Care

Time to devote to
intensive family
meetings and
patient/family
counseling

Expertise in
managing complex
physical and
emotional
symptoms such as
pain/shortness
of breath/
depression/nausea

and treatment interventions, and non-beneficial
intensive care.2 Recent research also shows
palliative care increases satisfaction in caregivers
of patients with cancer.3
To benefit from palliative care, patients and
families must be aware of these services, and be
able to access them in their local hospital or other
care settings. In addition, health professionals in
training must learn from direct experience at the
bedside with high-quality palliative care teams.
The American Cancer Society Cancer Action
Network (ACS CAN) has created model state
legislation that establishes a Palliative Care
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Communication
and Support for
resolving family/
patient/physician
questions
concerning goals
of care

Coordination of
care transitions
across health care
settings

Advisory Council comprised of state experts to
build out robust palliative care programs. The
model legislation empowers the state health
department to provide palliative care information
through their website and through other channels
for medical professionals, patients, families,
caregivers and the public. It also improves access
to palliative care services by encouraging routine
screening of patients for palliative care needs.
Furthermore, it helps facilitate continuing
education for health professionals, students
of medicine, nursing and other professionals,
including improving workforce training in pain
assessment, management, responsible prescribing
and use of prescription monitoring programs. ACS

27

Palliative Care
Improving Quality of Life for Cancer Patients
CAN urges lawmakers to adopt this, or similar
legislation, in their states. This legislation has
consistently received bipartisan support and in
just four years, ACS CAN model language or similar
bills have been passed in 23 states.

? Did You Know?
?
When palliative care is used to proactively address
many of the side effects of serious illness, patients
are more satisfied and overall patient care costs
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go down. A 2016 study showed that giving cancer
patients a palliative care consultation within two
days of hospital admission reduced costs 22 to
32 percent.4 Other studies have confirmed these
cost savings, including one looking at Medicaid
patients in New York state hospitals, which found
an average savings of $6,900 per patient when
palliative care was provided. The study concluded
that if the assumed two to six percent of Medicaid
patients in need of palliative care received it, the
New York Medicaid program could save between
$84 million and $252 million per year.5, 6

Cancer Pain Control
Striving for Balance

2018 Pain Policy in the States

Washington
Montana

Maine

North Dakota

Vermont
Minnesota

Oregon
Idaho

New Hampshire

South Dakota

Wisconsin

Wyoming

Michigan

Nebraska

Nevada

Iowa

Pennsylvania

Utah

Illinois

Indiana

Colorado

California

Kansas

Massachusetts
Rhode Island
Connecticut

New York

Ohio
West
Virginia

Missouri

New Jersey
Delaware
Maryland

Virginia
District of Columbia

Kentucky
North Carolina
Arizona

Tennessee

Oklahoma

South
Carolina

Arkansas

New Mexico

Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii

Above 80% match to model policy
50%-80% match to model policy

How Do You Measure Up?

Below 50% match to model policy
Source: Pain Policy Studies Group (PPSG) at the University of Wisconsin. For more information on this report card, please visit: www.acscan.org/painreportcard

The Challenge
Pain is one of the most feared symptoms for
cancer patients and survivors. Nearly 60 percent
of patients in active treatment and 30 percent of
patients who have completed treatment experience
pain. Pain can be caused by the cancer itself, for
instance, when tumors interfere with normal
body function. Pain can also be caused by cancer
treatments. Research has concluded that about
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one-quarter of women who have had breast cancer
surgery have significant and persistent breast pain
six months after the procedure.
Despite the fact that millions of cancer patients and
survivors experience chronic pain, it remains a highly
stigmatized issue. But given proper attention, most
pain can be treated and relieved. Integrative pain
care that includes non-drug therapies along with
medications is effective in keeping cancer patient
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Cancer Pain Control
Striving for Balance
pain under control, though proven effective, nondrug therapies, like physical therapy or cognitive
behavioral therapy, are often not reimbursed by
insurers. While not the only tool, opioid medications
are recognized as a mainstay of treatment for
moderate to severe cancer pain and can be a
beneficial treatment for managing serious, persistent
pain for patients in active cancer treatment as well
as cancer survivors. If left untreated, chronic pain can
have long-term negative effects, including prolonged
recovery and a weakened immune system. It can also
affect a patient’s quality of life, their ability to sleep,
eat, work and carry on every aspect of their daily
life. Additionally, significant disparities continue to
be documented in pain treatment, with medically
underserved and socioeconomically disadvantaged
populations experiencing disproportionately
restricted access.

The Solution
As a nation, we must take steps to identify balanced
solutions that address the opioid epidemic, while

30

not creating unintended barriers to access opioid
medications for cancer patients and others with
serious chronic illness. ACS CAN continues
to represent the voices of cancer patients and
survivors in such efforts. As such, ACS CAN
supports balanced policies such as:
• C
 reating and maintaining prescription
drug monitoring programs that allow
doctors and pharmacies to work together
to curb misuse and abuse, while also
helping to ensure care coordination;
• F
 unding federal research to develop new
evidence-based pharmacological and nonpharmacological pain treatments increasing provider education on pain
management;
• E
 nsuring that public and private insurance
programs cover the range of evidencebased pain treatments in a way that is
accessible and affordable for patients; and
• C
 reating effective drug take-back programs
that provide cancer and other patients with
a safe way to dispose of unused medication.

? Did You Know?
?
According to recent research,
• 4 8% of cancer patients were told by
doctors that their pain treatment options
were limited by laws, guidelines or
insurance coverage;

• 2 7% of cancer patients and survivors
were unable to get their prescription
pain medication because a pharmacist
would not fill it, even though they had the
medication in stock; and
• B
 oth physicians and patients support
policies to address the opioid epidemic—
but they also agree that extreme policies
that compromise access to care for patients
should be rejected.1

Success Story
Maine
Maine continues to have success in protecting access to pain medications for cancer patients
and ensuring balanced pain policy. In 2016, Maine’s governor proposed legislation that would
have significantly limited cancer patients’ access to necessary pain medications. ACS CAN
worked with many partners like the Maine Medical Association, Maine Hospital Association,
the Maine Hospice Council, and individual hospital systems to propose amendments that
protected access to pain medication for pain associated with a cancer diagnosis.
In late 2016 and 2017, Maine’s Department of Health and Human Services proposed rules that contradicted the intent of the Legislature and
imposed arbitrary time limits on access to pain medication for cancer patients. Once again, ACS CAN worked with partners to submit comments
in opposition to the changes in the proposed rule. When the administration rejected these comments, legislative action was necessary. ACS CAN
worked with its partners to submit recommended changes. This ongoing collaboration was effective and the legislature’s Health and Human Services
Committee unanimously supported a bill that amended the final rule to once again protect cancer patients who legitimately need these drugs in
order to maintain their quality of life. The bill was passed by the Legislature in June 2017 and signed by the Governor.
In 2018, ACS CAN has been working with partners to monitor the impact of changes to opioid prescribing laws to ensure there are not unintended
consequences. Early results indicate a reduction in pain medication prescribing overall, however, opioid addiction and related deaths continue to be
a problem. ACS CAN will continue to work with partners to ensure pain policies strike a balance that reduces inappropriate use of pain medications
without impeding access to necessary relief for individuals fighting pain from cancer and other causes. In addition, we continue to work on efforts to
increase access to and education about palliative care, which will help patients better manage pain and other symptoms related to cancer, as well as
ensure medications are appropriately prescribed and utilized in the ways they are intended.
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HANGING IN THE BALANCE
A Special Section on the Impact of Pain Policy
We’re in the midst of a national epidemic related
to opioid abuse and misuse. As lawmakers
scramble to address this crisis, a flurry of legislation
is being passed in states that can have
unintended consequences. In 2015, there were
fewer than 80 state legislative proposals introduced
related to pain management/opioid issues while
in 2018, there have been more than 470 state
legislative proposals introduced regarding the
same issues. Although well intended, these swift
actions in many cases are leaving people, like cancer
patients and survivors, facing unnecessary barriers
to accessing the pain relief they legitimately need.

Legislative Proposals Introduced Related to
Pain Management/Opioid Issues

The American Cancer Society Cancer Action Network
(ACS CAN) strives to be the voice of cancer
patients in this nationwide debate, emphasizing
the need for a balanced approach to curbing
opioid misuse and abuse while maintaining access
to pain relief for patients. Since 2000, ACS CAN
has worked with the American Cancer Society
and the University of Wisconsin (UW) to produce a
state Pain Policy Report Card. With the drastically
changing landscape of pain management in the last
decade, and particularly in the last three years,
ACS CAN worked with the UW to update the
evaluative criteria in this report card to capture
the latest in policy trends, good and bad, to give
states an overall rating indicating whether they are
doing well, making progress or falling behind when
it comes to passing and implementing balanced pain
policies. Because our evaluation criteria has changed,
states’ grades in our 2018 Pain Report Card cannot
be compared to past report ratings. The new criterion
has been applied to state laws, regulations
and policies that were in place as of December
31, 2017. The Pain Report Card is available for
download here: www.acscan.org/painreportcard.

ACS CAN emphasizes
the need for a balanced
approach to curbing
opioid misuse and abuse
while maintaining access
to pain relief for patients.
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2015
< 80 Proposals

2018
> 470 Proposals

STATE PAIN POLICY REPORT CARD
What’s New
• U
 pdated methodology reflecting current trends in pain and opioid policies, including restrictions on
opioid dosing and prescription durations for long-term treatment;
• New section on state prescription drug monitoring programs;
• In-depth information and direct links to the laws, regulations and policies evaluated for each state
available in an interactive database http://lawatlas.org; and
• State-specific report cards with details about state ratings, available at www.acscan.org/painreportcard.

P

Policy Definitions and Prescription Limits

P

Efforts to Assess and Improve Pain Treatment

P

Expectations of Healthcare Practitioners for Pain Treatment

P

Prescription Drug Monitoring Programs

How does the state define key terms, like “addiction,” “practice of medicine,” or “unprofessional conduct” that could affect the provisions of pain
management? Are there limits on the amount, length or strength of prescriptions for controlled substances, and/or opioids? Are these definitions or
limits reasonable and based on policy models?

Does state policy recognize that reducing controlled substance-related harms, while essential, should
not cause barriers for patients legitimately in need? How is pain management officially evaluated by
regulatory agencies? What resources does the state provide to practitioners and facilities to improve the
treatment of pain?

Is the standard of practice for practitioners to integrate treatment options, individualize plans for care, and assess patient functioning? Do these
expectations incentivize appropriate treatment that actively involves the patient? Are benefits and risks of treatment considered and monitored?

What is the time limit for submitting data to the Prescription Drug Monitoring Program (PMP)? Are
PMP data shareable with other states’ programs? Are practitioners required to register with and check
the PMP, as well as participate in training to use the program? Is the PMP used to identify patterns
indicating inappropriate use of monitored medications? Is the impact of the PMP evaluated and
reported and, if so, what outcomes are evaluated and to whom are the outcomes reported?
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Prevention
Stopping Cancer Before It Starts
Prevention Introduction
Many cases of cancer are preventable by changing
behaviors such as avoiding tobacco use. According
to a recent study, at least 42 percent of newly
diagnosed cancers in the U.S. are potentially
avoidable, including 19 percent that are caused
by smoking and 18 percent that are caused by
a combination of excess body weight, physical
inactivity, excess alcohol consumption and poor
nutrition.1 Also, many of the more than 5 million
skin cancer cases that are diagnosed annually could
be prevented by protecting skin from excessive sun
exposure and avoiding indoor tanning devices.2

Tobacco
Tobacco use places a staggering burden on the U.S.
According to the U.S. Surgeon General, more than 20
million premature deaths over the past half century
can be attributed to cigarette use in the U.S.3
We have made progress in the last few decades
by implementing comprehensive tobacco control
strategies. The most recent data available suggests
7.6 percent of high school students nationwide
smoke cigarettes – a lower rate than ever before.4
Despite the proven health risks, 15.5 percent of
U.S. adults, approximately 37.8 million people, still
smoke cigarettes, according to the most recent
2016 data.5
There is more to the story, though, when it comes
to seeing a decline in smoking. The problem with
tobacco dependence goes beyond just smoking and
it affects certain populations more than others. In
2017, 19.6 percent of high school students reported
current use of any tobacco product, 9.2 percent

of which reported using more than one kind of
tobacco product. In 2015, 20.1 percent of U.S. adults
used any tobacco product, 3.9 percent of which
reported using more than one kind of tobacco
product. Proven population-level interventions
that focus on the diversity of tobacco product use
are important to reducing tobacco-related disease
and death in the U.S.6
There are three proven ways to reduce tobacco use
and secondhand smoke exposure. Like a threelegged stool, each component works in conjunction
with the others, and all three are necessary to
overcome this country’s tobacco epidemic.
• Increase the price of tobacco products
through regular and significant tobacco
tax increases of at least $1.00 per pack of
cigarettes with an equivalent rate on other
tobacco products;
• Implement comprehensive smoke-free
policies; and
• Adequately fund evidence-based tobacco
prevention and cessation programs.
In addition to these three proven tobacco control
policy interventions, the American Cancer Society
Cancer Action Network (ACS CAN) pursues other
evidence-based policies that will prevent and
reduce tobacco use including raising the age of sale
for tobacco products to 21, restricting the sale of
flavored tobacco products and limiting the quantity
and location of tobacco retailers. Additionally,
increased access to cessation coverage in Medicaid
and private insurance plans, as well as hard-hitting
media campaigns like the Centers for Disease
Control and Prevention’s (CDC) national Tips from
Former Smokers campaign, have supported people
who use tobacco in quitting permanently.9, 10

According to the U.S. Surgeon General, more than 20 million premature
deaths over the past half century can be attributed to cigarette use in the U.S.3
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2017 high school students reported as currently using tobacco by product:
•
•
•
•
•
•
•

11.7 percent use e-cigarettes (1,730,000 students)
7.6 percent use cigarettes (1,120,000 students)
7.7 percent use cigars, cigarillos, or little cigars (1,130,000 students)
5.5 percent use smokeless tobacco (810,000 students)
3.3 percent use hookahs (480,000 students)
0.8 percent use pipe tobacco (120,000 students)
0.7 percent use bidis (small hand-rolled cigarettes)7 (100,000 students)

2015 adults reported as currently using tobacco by product:
•
•
•
•
•

15.1 percent of adults used cigarettes (36.5 million adults)
3.5 percent used electronic cigarettes (e-cigarettes) (7.9 million adults)
3.4 percent used cigars, cigarillos, or filtered little cigars (7.8 million adults)
2.3 percent used smokeless tobacco (5.1 million adults)
1.2 percent used regular pipes, water pipes, or hookahs8 (2.7 million adults)

Current use of any tobacco product was higher among certain adult populations including:
•
•
•
•
•
•
•
•
•
•
•
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Males
People less than 65 years old
Non-Hispanic American Indian/Alaska natives (AI/AN), whites, blacks, and persons of multiple races
Persons living in the Midwest
Persons with a General Educational Development (GED) certificate
Persons with annual household income of less than $35,000
Persons who were single, never married, or not living with a partner or divorced, separated, or widowed
Persons who were insured through Medicaid or uninsured
Persons with a disability
Persons who identified as lesbian, gay, or bisexual
Adults with serious psychological distress
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Prevention
Stopping Cancer Before It Starts

? Did You Know?
?
Tobacco use costs $170 billion annually in the U.S.
in public and private health care expenditures.11

Healthy Eating and Active
Living Environments
While 18 percent of all cancers are tied to poor
nutrition, physical inactivity, excess weight and
excess alcohol consumption,12 there are policy
interventions that provide increased access to
affordable healthy foods and increased physical
activity opportunities.13 It will take multi-faceted
policy approaches across populations, systems,
and environments to enhance nutrition and
physical activity and reduce obesity rates by
removing barriers, changing social norms and
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increasing awareness. Reducing the risk of cancer
can only occur when all levels of government
collaborate with public, private and community
sector partners to decrease obesity rates, improve
nutrition and increase physical activity.

Indoor Tanning
Exposure to ultraviolet (UV) radiation, through
sunlight or the use of indoor tanning devices, is
a risk factor for skin cancer. Fortunately, proven
strategies exist to reduce this exposure. States can
pass laws to prohibit minors under the age of 18
from using indoor tanning devices. Laws like these
have been shown to reduce teen tanning14, 15, 16, 17
and can help reduce the risk of skin cancer for our
young people.

Tobacco Excise Taxes
Raising the Price, Ending the Addiction
The Challenge
While the personal toll of tobacco is high, this
deadly product also costs the U.S. economy
billions of dollars in health care costs and lost
worker productivity. Total health care spending,

public and private, is around $170 billion each
year.1 In fact, smoking-related health costs and
productivity losses in the U.S. amount to roughly
$19.16 per pack of cigarettes sold.2 Despite this,
the average retail price of a pack of cigarettes in the
U.S. remains at $6.43.3

2018 State Cigarette Excise Tax Rates

Washington
$3.025
Montana
$1.70

Vermont
$3.08

North Dakota
$0.44

Maine
$2.00

Minnesota
$3.04

Oregon ◆
$1.33

Idaho
$0.57

South Dakota
$1.53
Wyoming
$0.60
Nebraska
$0.64

Nevada
$1.80
Utah
$1.70

California
$2.87

Arizona
$2.00

Colorado
$0.84

New Mexico
$1.66

Kansas
$1.29

Oklahoma ◆
$2.03

Texas
$1.41

New Hampshire
$1.78
Massachusetts
Wisconsin
New York
$3.51
$2.52
$4.35
Michigan
Rhode Island
$2.00
$4.25
Connecticut
Pennsylvania
Iowa
$4.35
$2.60
$1.36
New Jersey
$2.70
Ohio
Indiana
Delaware
$1.60
Illinois
$0.995
$2.10
$1.98
West
Maryland
Virginia Virginia
$2.00
$1.20
Missouri
$0.30
District of Columbia ◆
Kentucky ◆
$0.17
$4.50
$1.10
North Carolina
Tennessee
$0.45
$0.62
South
Arkansas
Carolina
$1.15
$0.57
Mississippi
Georgia
Alabama
$0.68
$0.37
$0.675
Louisiana
$1.08
Florida
$1.339

Alaska
$2.00
Hawaii
$3.20

Above the national average of $1.78 per pack

Puerto Rico
$5.10
Guam ◆
$4.00

How Do You Measure Up?

Between $0.90 and $1.78 per pack
Equal to or below $0.89 per pack (50% of national average)
Tobacco taxes for Puerto Rico and Guam are not included in the national average.
Rates in effect as of 10/1/18
◆ Legislative or regulatory changes made in 2018
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Tobacco Excise Taxes
Raising the Price, Ending the Addiction
Research shows increasing taxes regularly and
significantly on cigarettes, cigars, smokeless
tobacco, and all other tobacco products (OTP) is
one of the most effective ways to reduce tobacco
use, save lives and reduce health care costs.
Furthermore, tax increases on tobacco products
generate needed revenue for states.

taxes low – often times going as far as proposing small
tax increases that they know are too insignificant
to have any effect on tobacco sales, consumption or
incidence of tobacco-related diseases.

As of October 1, 2018, the average state cigarette
excise tax was $1.78 per pack, but state cigarette
excise tax rates vary widely, from a low of 17
cents per pack in Missouri to a high of $4.35 in
New York and Connecticut and $5.10 in Puerto
Rico. Since 2000, all but two states – Missouri and
North Dakota – have raised their cigarette taxes
in nearly 140 separate instances.4

American Cancer Society Cancer Action Network
(ACS CAN) recommends regularly increasing
cigarette taxes by a minimum of $1.00 per pack
to have a meaningful public health impact. States
should also regularly increase the tax on OTP at
a rate equivalent to the state’s tax on cigarettes.
Additionally, dedicating tobacco tax revenues to
tobacco prevention and cessation programs, along
with other programs that help prevent cancer
and benefit cancer patients, can help amplify
the benefits of a tax increase and further reduce
suffering and death from tobacco-related diseases.

However, progress increasing cigarette and OTP
tax rates has stalled. Since August 2014, only
California, Nevada, Oklahoma, Pennsylvania, and
Puerto Rico have increased their tax on cigarettes
by $1 or more per pack. Low prices on tobacco
products make it easy for young people to afford
to start and continue to use, make it harder for
individuals addicted to quit, and do little to defray
the societal cost for state and federal governments.
The tobacco industry knows how effective significant
tobacco tax increases are and works hard to keep

The Solution

ACS CAN, in partnership with the Campaign for
Tobacco-Free Kids, has developed a model to
estimate the public health and economic benefits
produced by meaningful increases in state cigarette
excise taxes. State-specific projections, as well as
technical assistance in the development of strong tax
policy, are available by contacting ACS CAN staff.

A Win-Win-Win for States
Regular increases of $1 per pack or more in the price of cigarettes – and parallel increases in the price of other tobacco products – are a win-win-win for states.
Saves Lives – Regular and significant tobacco tax increases are one of the most effective ways to reduce tobacco use and, therefore, suffering and
death from tobacco-related diseases like cancer.
Saves Money – Significant increases to cigarette and tobacco taxes result in substantial revenue increases for states and health care cost savings.
Voters Approve – National and state polls consistently have found overwhelming public support for tobacco tax increases. In fact, many polls have
shown voters are more likely to support a candidate that supports increasing the price of tobacco.
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Missed Opportunity
Kentucky now has the second-highest smoking rates for adults and youths among all 50 states, according to the most recent data from the
Centers for Disease Control and Prevention. When Kentucky lawmakers were presented with the opportunity to raise the tobacco tax during the
2018 legislative session, this dangerously high rate of people addicted to tobacco should have motivated them to take decisive action on a large
cigarette tax increase. A significant tobacco tax increase would have helped reduce consumption, save lives, generate revenue, and save money on
preventable health care costs. Research shows that markedly higher cigarette taxes deliver an especially strong public health impact by significantly
increasing the sale price of cigarettes, even in the face of targeted coupons and discounts from the tobacco industry, which they design to undercut
the effectiveness of the tax. Yet, even when provided with all the facts, Kentucky House and Senate decision-makers missed this real opportunity,
choosing instead to adopt a relatively low cigarette tax increase amount of only 50 cents per pack to fill their budget gaps, but fail to improve public
health. States that enact such low cigarette tax increases typically fall prey to the tobacco industry’s deadly price manipulation strategies that seek
to keep cigarettes attractive and affordable. Because of the Legislature’s failure to increase the price of tobacco significantly, we can expect little
change to the fact that 2,900 Kentucky youths will become addicted to cigarettes this year, and 119,000 Kentucky kids alive today will ultimately die
prematurely from smoking.

The Power of Advocacy
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Tobacco Excise Taxes
Raising the Price, Ending the Addiction

30,500

$6.00

28,500

$5.50

26,500

$5.00

24,500

$4.50

22,500

$4.00

20,500

$3.50

18,500

$3.00

16,500

$2.50

14,500

$2.00

Price per Pack (1/16 Dollars)

Sales (million packs)

Cigarette Prices and Cigarette Sales, United States,
Inflation Adjusted, 1970-2015

$1.50

12,500
1970

1975

1980

1985

1990

Source: Calculations by Chaloupka, FJ, and Tobacconomics, using Tax Burden on Tobacco monthly reports.

1995

2000

2005

2010

2015

Sales

Price

Success Story
Oklahoma
The Oklahoma legislature began the calendar year in 2018 with unfinished business regarding
a cigarette tax increase. Significant tobacco tax increases are proven to reduce tobacco use
and, therefore, decrease the toll this deadly product puts on the state. Late in 2017, the
state’s Supreme Court ruled that the cigarette tax increase as adopted by the legislature was
unconstitutional as it was passed during the last five days of session and failed to receive the
necessary three-fourths vote.
Early in 2018, Gov. Mary Fallin called a special session to address carryover issues from the 2017 legislative session including revisiting the cigarette
tax increase. Throughout the special session and during the legislative session, Fallin continued to advocate for a significant cigarette tax to be
included in any budget proposal that reached her desk. After extensive advocacy efforts from ACS CAN staff and volunteers and other health
and education groups, legislative leadership finally succeeded in constructing a viable revenue package that included a lifesaving $1.00 per pack
cigarette tax increase. Fallin signed the bill as adopted by the required three-fourths legislative majority.
The $1.00 per pack cigarette tax increase is estimated to prevent more than 17,000 young people in Oklahoma from becoming adults who smoke.
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Smoke-free Laws
Everyone Has the Right to Breathe Smoke-free Air

Smoke-free Legislation at the State, County and City Level

Washington
Montana
Oregon

Maine

North Dakota

Vermont
Minnesota

Idaho

New Hampshire

South Dakota
Wisconsin

Wyoming

Michigan

Iowa

Nebraska

Nevada

Massachusetts
Rhode Island
Connecticut

New York

Pennsylvania

New Jersey

Indiana
Utah

Illinois

California

Colorado

Kansas

Delaware
Maryland

Ohio
West
Virginia

Missouri

Virginia
District of Columbia

Kentucky
North Carolina
Tennessee

Oklahoma

Arizona
New Mexico

South
Carolina

Arkansas
Alabama

Georgia

Mississippi

Texas

Louisiana
Florida

Alaska*
Commonwealth of
Northern Mariana
Islands
Hawaii

American Samoa

Puerto Rico

U.S. Virgin Islands

Guam

How Do You Measure Up?

Local Laws with 100% Smoke-free
Non-Hospitality Workplaces,
Restaurants and Bars

State and Commonwealth/Territory Law Type

County

100 percent smoke-free in one or two of the above

City

No 100 percent smoke-free state law

100 percent smoke-free in non-hospitality workplaces, restaurants and bars

Note: American Indian and Alaska Native sovereign tribal laws are not reflected on this map.
Source: American Nonsmokers' Rights Foundation U.S. Tobacco Control Laws Database(c), 07/01/18
In effect as of July 1, 2018
*Law is scheduled to go into effect on October 1, 2018.

The Challenge
According to the U.S. Surgeon General1, 2 there is no safe
level of exposure to secondhand smoke, which contains
approximately 70 known or probable carcinogens3
and more than 7,000 other toxic chemicals, including
formaldehyde, arsenic, cyanide and carbon monoxide.4
Each year in the United States, secondhand smoke
causes nearly 42,000 deaths among nonsmokers,
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including up to 7,300 lung cancer deaths.5, 6 It can
also cause or exacerbate a wide range of other
adverse health issues, including cardiovascular
disease, stroke, respiratory infections and asthma.
As of July 1, 2018, 25 states, Puerto Rico, the U.S.
Virgin Islands, the District of Columbia and
976 municipalities across the country have laws
in effect that require 100 percent smoke-free
workplaces, including restaurants and bars.7
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Smoke-free Laws
Everyone Has the Right to Breathe Smoke-free Air
Seventeen of these states, as well as Puerto Rico
and the U.S. Virgin Islands, also include gaming
facilities in their comprehensive smoke-free
laws. Nationwide, nearly 60 percent of the U.S.
population lives in a place with a comprehensive
smoke-free law covering workplaces, including
restaurants and bars.8
The American Cancer Society Cancer Action
Network (ACS CAN) advocates for everyone’s right to
breathe smoke-free air so no one is forced to choose
between their health and a paycheck. Yet, certain
segments of the population, such as hospitality and
gaming facility workers in states or communities
without comprehensive laws, continue to be denied
their right to breathe smoke-free air.

The Solution
The only way to reduce exposure to secondhand
smoke is to make all public places, including
workplaces, restaurants, bars and gaming facilities,
100 percent smoke-free. Smoke-free laws reduce
exposure to secondhand smoke, encourage and
increase smoking cessation among adults trying
to quit, and reduce health care, cleaning and lost
productivity costs.9 Smoke-free laws also have been
proven to reduce the incidence of coronary events
among people under the age of 65.10
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ACS CAN urges state and local officials to pass
and protect comprehensive smoke-free laws in
all workplaces, including restaurants, bars and
gaming facilities, to protect the health of all
employees and patrons. These laws should include
electronic cigarettes, cigars and hookah as well.
Lawmakers are encouraged to reject legislation
that weakens smoke-free laws or preempts local
governments from passing smoke-free laws.

? Did You Know?
?
Smoke-free laws are good for business.
• T
 he 2014 Surgeon General’s report estimated
the economic value of lost wages, fringe
benefits, and services associated with
premature death due to secondhand
smoke exposure to be $5.7 billion per year
nationwide. This estimate excludes the losses
due to disease and far underestimates the total
economic impact of secondhand smoke.11
• Research strongly indicates that smoke-free
laws are good for businesses, for workers, and
for customers. Research published in leading
scientific journals has shown consistently
and conclusively that smoke-free laws have
no adverse effects on the hospitality industry,
and actually benefit businesses.12, 13, 14

Success Story
During 2017, significant progress was made in many communities across the Rio Grande
Valley in Texas to protect residents from exposure to secondhand smoke. By the end
of 2017, the number of cities with comprehensive smoke-free ordinances in the state
had increased to 88 cities, up from 58 cities the year before, protecting 12.4 million
Texas residents and bringing Texas even closer to having 50 percent of the state’s total
population protected by smoke-free ordinances.
Notably, Fort Worth - with a population of more than 850,000, making it the 16th-largest
city in the U.S. – became the last of Texas’ large cities to join the list of smoke-free cities
when the Council adopted a comprehensive ordinance in December, 2017. The success of
the Fort Worth effort is the result of more than a decade of work educating the public and
Council Members on the importance of a strong smoke-free ordinance that would protect
all workers, including bars, restaurants and casinos. Because of this hard work, today no
employee in Fort Worth has to choose between their health and a paycheck.
The work done across Texas in 2017 was recognized by Americans for Nonsmokers’ Rights Foundation with their Indoor Air Challenge Award, the
organization’s top public health award. It was given to Texas for enacting the greatest number of local smoke-free workplace laws in any U.S. state.
ACS CAN encourages Texas decision-makers to continue building on this progress to protect more workers and the public from the deadly toxins
found in secondhand smoke.
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Tobacco Control Program Funding
Supporting People in Their Attempts to Quit and Keeping Kids from Starting

Fiscal Year 2018 State Funding for Tobacco Control

Washington
Montana

Maine

North Dakota

Vermont
Minnesota

Oregon
Idaho

New Hampshire

South Dakota

Wisconsin

Wyoming

Nebraska

Nevada

Iowa

Pennsylvania

Utah

Illinois

Ohio

Indiana

Colorado

California

New York

Michigan

Kansas

West
Virginia

Missouri

Massachusetts
Rhode Island
Connecticut
New Jersey
Delaware
Maryland

Virginia

Kentucky

District of Columbia

North Carolina
Arizona

Tennessee

Oklahoma

South
Carolina

Arkansas

New Mexico

Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii

More than 50% of the CDC recommended funding level

Puerto Rico
No Data Available

25-49.9% of the CDC recommended funding level
Guam***

How Do You Measure Up?

1-24.9% of the CDC recommended funding level
Less than 1% of the CDC recommended funding level

Source for Tobacco Prevention Funding, unless otherwise noted: Robert Wood Johnson Foundation, Campaign for Tobacco-Free Kids, American Cancer Society Cancer Action Network, American Heart Association,
American Lung Association, and Americans for Nonsmokers’ Rights. Broken Promises to Our Children: A State-by-State Look at the 1998 State Tobacco Settlement 19 Years Later. December 2017.
Available at http://www.tobaccofreekids.org/microsites/statereport2017/. Source for Funding Recommendations: Centers for Disease Control and Prevention (CDC). Best Practices for Comprehensive Tobacco
Control Programs - 2014. Atlanta, GA: U.S. Department of Health and Human Services, CDC, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2014.
***Data for Guam provided by local ACS CAN staff.

The Challenge
One of the most effective ways to reduce death
and disease from tobacco use is to prevent the
addiction in the first place. While smoking rates
have declined overall in recent years, 95 percent
of people who smoke still tried their first cigarette
before the age of 21.1 Many young people who use
tobacco do not identify the type of tobacco they use
as a tobacco product or do not identify the tobacco
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product as harmful.2 It’s imperative that steps are
taken to ensure programs are in place to protect
the next generation from a lifetime of addiction.
In a disturbing trend, state legislatures have
gutted tobacco prevention and cessation program
funding across the country. Twenty-three states
and the District of Columbia experienced a decline
in tobacco control funding in fiscal year 2018.
North Dakota’s program funding was cut from over

100 percent of the CDC-recommended level to just
53.9 percent.3 Connecticut and West Virginia have
allocated no state funding for tobacco prevention
and cessation programs. Not a single state
currently funds tobacco prevention programs at
the CDC-recommended level.
The 2014 U.S. Surgeon General’s report on
tobacco
concluded
that
comprehensive
statewide and community tobacco prevention
and cessation programs reduce tobacco use by
keeping young people from becoming addicted
and helping individuals who use tobacco to quit.4
The report called for states to fully fund these
programs at levels recommended by the Centers
for Disease Control and Prevention (CDC) as
part of a comprehensive strategy to accelerate
progress in eliminating death and disease caused
by tobacco use.
Despite the well-established link between
comprehensive tobacco prevention and cessation
programs and reductions in tobacco use, most
states are falling behind when it comes to
adequately funding these programs. Although
states are estimated to collect $27.5 billion in fiscal
year 2018 in tobacco taxes and Master Settlement
Agreement (MSA) payments (billions of dollars in
yearly installments the tobacco companies agreed
to pay states and territories as compensation for
costs associated with tobacco-related diseases),
they are slated to spend only 2.6 percent of that
revenue on programs to reduce tobacco use.5
Only two states – California and Alaska – fund
their programs at over 90 percent of the CDCrecommended level. It would only take 12 percent
of existing annual state tobacco tax and settlement
revenue to fund all state programs at CDCrecommended levels.6
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Sharon, age 58
Illinois
Christine, age 55
Pennsylvania

If cigarettes are
your friend, you need
a better friend.
Sharon and Christine thought cigarettes would always be
there for them. They both smoked and they both got cancer.
Cigarettes hurt them. What kind of friend would do that?

You can quit smoking. For free help, call

1-800 -QUIT-NOW.

#CDCTips

The impressive results of the CDC ‘s Tips
campaign builds on a proven multi-pronged
approach to combat tobacco use that includes
federal regulation of tobacco products,
increased tobacco taxes, comprehensive smokefree public spaces and workplaces and sustained
investment in prevention and cessation.
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Tobacco Control Program Funding
Supporting People in Their Attempts to Quit and Keeping Kids from Starting
State Tobacco Control Funding - FY 2018
State

State Tobacco
Tobacco Prevention
Prevention Funding CDC Recommended Spending % of CDC
Allocations (FY18)*
Recommended
Spending

California
Alaska
North Dakota

$327.8 million
$9.5 million
$5.3 million

$347.9 million
$10.2 million
$9.8 million

94.2%
93.1%
53.9%

Delaware
Hawaii
Colorado
Oklahoma
Wyoming
Vermont
Minnesota
South Dakota
Utah
Montana
Florida
Maine
Arizona

$6.4 million
$6.6 million
$24.2 million
$19.0 million
$3.7 million
$3.6 million
$20.6 million
$4.5 million
$7.2 million
$5.2 million
$68.6 million
$5.3 million
$17.8 million

$13.0 million
$13.7 million
$52.9 million
$42.3 million
$8.5 million
$8.4 million
$52.9 million
$11.7 million
$19.3 million
$14.6 million
$194.2 million
$15.9 million
$64.4 million

48.9%
48.1%
45.7%
45.0%
43.6%
42.4%
38.9%
38.5%
37.4%
35.8%
35.3%
33.0%
27.6%

New Mexico
Arkansas
Mississippi
Maryland
Oregon
New York
Idaho
Iowa
Nebraska
Pennsylvania
Indiana
South Carolina
Louisiana
Ohio
Virginia
Wisconsin
District of Columbia
Tennessee
Massachusetts
Illinois
Kentucky
Nevada
Kansas
Rhode Island
Alabama
Washington
North Carolina
Texas
Michigan

$5.7 million
$8.9 million
$8.4 million
$10.6 million
$8.2 million
$39.3 million
$2.7 million
$4.1 million
$2.6 million
$15.8 million
$7.5 million
$5.0 million
$5.8 million
$12.5 million
$8.5 million
$5.3 million
$0.9 million
$6.2 million
$3.7 million
$7.3 million
$2.6 million
$1.0 million
$0.8 million
$0.4 million
$1.3 million
$1.4 million
$2.1 million
$4.5 million
$1.6 million

$22.8 million
$36.7 million
$36.5 million
$48.0 million
$39.3 million
$203.0 million
$15.6 million
$30.1 million
$20.8 million
$140.0 million
$73.5 million
$51.0 million
$59.6 million
$132.0 million
$91.6 million
$57.5 million
$10.7 million
$75.6 million
$66.9 million
$136.7 million
$56.4 million
$30.0 million
$27.9 million
$12.8 million
$55.9 million
$63.6 million
$99.3 million
$264.1 million
$110.6 million

24.9%
24.3%
23.1%
22.0%
20.7%
19.4%
17.4%
13.5%
12.4%
11.3%
10.2%
9.8%
9.7%
9.5%
9.3%
9.2%
8.7%
8.2%
5.6%
5.3%
4.6%
3.2%
3.0%
2.9%
2.3%
2.2%
2.1%
1.7%
1.4%

Georgia
New Hampshire
New Jersey
Missouri
Connecticut
West Virginia
Guam***

$0.9 million
$0.1 million
$0.5 million
$48,500
$0 million
$0 million
$0.0

$106.0 million
$16.5 million
$103.3 million
$72.9 million
$32.0 million
$27.4 million
N/A

0.9%
0.8%
0.5%
0.1%
0.0%
0.0%
N/A

Source for Tobacco Prevention Funding, unless otherwise noted: Robert Wood Johnson Foundation, Campaign for Tobacco-Free
Kids, American Cancer Society Cancer Action Network, American Heart Association, American Lung Association, and Americans
for Nonsmokers’ Rights. Broken Promises to Our Children: A State-by-State Look at the 1998 State Tobacco Settlement 19
Years Later. December 2017. http://www.tobaccofreekids.org/microsites/statereport2017/.
Source for Funding Recommendations: Centers for Disease Control and Prevention (CDC). Best Practices for Comprehensive
Tobacco Control Programs - 2014. Atlanta, GA: U.S. Department of Health and Human Services, CDC, National Center for
Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2014.
***Data for Guam provided by local ACS CAN staff.
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The Solution
Comprehensive, adequately-funded tobacco prevention and
cessation programs reduce tobacco use and related diseases,
resulting in lower health care costs. To help states implement
effective tobacco prevention and cessation programs, the
CDC laid out its evidence-based recommendations for
state investment in tobacco control in Best Practices for
Comprehensive Tobacco Control Programs.7 The goals of a
comprehensive tobacco prevention and cessation programs
are to:
1. P
 revent initiation of tobacco use among youths and
young adults;
2. Promote tobacco cessation among both adults and
youths;
3. Eliminate exposure to secondhand smoke; and
4. Identify and eliminate tobacco-related disparities
among population groups.
The American Cancer Society Cancer Action Network (ACS
CAN) challenges states to combat tobacco-related illness
and death by sufficiently funding comprehensive tobacco
control programs at CDC-recommended levels or above;
implementing strategies to continue that funding over time;
and applying the specific components delineated in the
CDC’s best practices guide. When considering tax increases
on cigarettes and other tobacco products, states should
always dedicate a portion of the funds to state tobacco
prevention and cessation programs.

? Did You Know?
?
The more states spend on comprehensive tobacco
control programs, the greater the reductions
in tobacco use. The longer states invest in such
programs, the greater and quicker the impact and
the more cost savings experienced. Cost savings
result from tobacco control program investments
in the form of reductions in smoking-caused
pregnancy and birth complications, smokingtriggered asthma and respiratory illness, including
those caused by secondhand smoke, and other
smoking-caused diseases such as strokes, heart
disease and cancer.8

• C
 alifornia’s tobacco control program
reduced health care costs by $134 billion
from 1989 to 2008, by spending only $2.4
billion on the program during the same
time period.9
• Massachusetts estimates an annual health
care cost savings of $85 million from its
tobacco control investments, averaging a
savings of $2 for every $1 spent.10
• A 2011 study found that Washington state
saved more than $5.00 in tobacco-related
hospitalization costs for every $1.00 spent
during the first 10 years of its program.11

Despite the well-established link between comprehensive tobacco prevention
and cessation programs and reductions in tobacco use, most states are
falling behind when it comes to adequately funding these programs.

For every $12 Big Tobacco spends on marketing
their deadly products, states spend just $1 on
programs to reduce tobacco use and save lives.*

$12 $1
to

*Broken Promises to Our Children, A State-by-State Look at the 1998 State Tobacco Settlement 19 Years Later, December 13, 2017. https://www.tobaccofreekids.org/microsites/statereport2017
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Tobacco Cessation Services in Medicaid
Closing the Gaps in Coverage

Medicaid Coverage of Tobacco Cessation Treatments (Traditional Medicaid)

Washington
Montana

Maine

North Dakota◆

Vermont
Minnesota

Oregon
Idaho

New Hampshire

South Dakota

Wisconsin

Wyoming

Michigan

Nebraska

Nevada

Iowa

Pennsylvania

Utah

Indiana

Illinois
Kansas◆

Ohio
West
Virginia

Colorado

California

New York

Missouri

Massachusetts
Rhode Island
Connecticut
New Jersey
Delaware
Maryland

Virginia
District of Columbia

Kentucky
North Carolina
Arizona

Tennessee◆

Oklahoma

South
Carolina◆

Arkansas

New Mexico

Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii

Individual, group, and telephone counseling and all 7
FDA-approved cessation medication covered for all enrollees
At least 1 type of counseling (individual, group, or telephone) and at least
1 FDA-approved tobacco cessation medication covered for all enrollees

Guam

No type of counseling (individual, group, or telephone) or no FDAapproved tobacco cessation medication covered for all enrollees

How Do You Measure Up?

Source unless otherwise noted: Singleterry J, Jump Z, DiGiulio A, et al. State Medicaid Coverage for Tobacco Cessation Treatments and Barriers to Coverage –
United States, 2014-2015. MMWR 2015; 64(42): 1194-9. Updates provided through correspondence with the American Lung Association.
*Coverage in only some plans or only for pregnant women does not count as coverage for all enrollees.
◆ Legislative or regulatory changes made in 2018

The Challenge
As previously discussed, there are proven strategies
to prevent children and adults from using tobacco
products and to help those who currently use
tobacco to quit. But quitting isn’t easy. Among all
current U.S. adults who smoke, nearly seven out
of every 10 reported in 2015 that they wanted to
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quit completely.1 It may take up to 10 attempts to
successfully quit smoking.2
Those individuals who rely on Medicaid for their
health care have a smoking rate that is higher
than the overall adult smoking rate and more than
double that of individuals with private insurance –
25.3 percent of adults using Medicaid smoke,

compared with 15.5 percent of adults overall and
11.8 percent of adults with private insurance.3
Despite this high smoking rate, in 2013, only
23 percent of people on Medicaid who smoked
received cessation medications.4 All tobacco
users, including those enrolled in Medicaid, need
access to a range of treatments to determine which
cessation tools work best for them. Research
shows that the most effective tobacco cessation
treatments combine cessation counseling and
medications approved for that purpose by the
Food and Drug Administration (FDA).
While Medicaid programs in all 50 states and
the District of Columbia provide access to some
tobacco cessation coverage, many gaps in coverage
exist. Currently, only 11 states – California,

Connecticut, Indiana, Kansas, Kentucky, Ohio,
Maine, Massachusetts, Missouri, North Dakota,
and South Carolina – provide comprehensive
tobacco cessation coverage in Medicaid that
includes individual, group and telephone
counseling, including reimbursement through the
state quitline, and all seven FDA-approved tobacco
cessation medications.
Even when state Medicaid programs cover cessation
services, they often put procedures in place that
limit a patient’s access to the medications and
counseling they need to quit, such as copays or
limits on the duration of treatment. When tobacco
users have access to more cessation medication and
counseling options, they are more likely to be able to
take advantage of proven cessation services.

Comprehensive Cessation Benefits
Comprehensive Cessation Benefits
Should Include Coverage for:
Should Include Coverage for:
• Individual
• Individual
counseling
counseling
• Group counseling
• Group counseling
• Phone counseling
• Phone counseling
• NRT Gum
• NRT Gum
• NRT Patch
• NRT Patch
• NRT Lozenge
• NRT Lozenge
• NRT Inhaler
• NRT Inhaler
• NRT Nasal Spray
• NRT Nasal Spray
• Bupropion
• Bupropion
• Varenicline
• Varenicline
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A Comprehensive Cessation
Benefit Poses No Barriers
to Accessing Services:
• Co-payments
• Prior
Authorization
Requirements
• Limits on
Treatment
Duration
• Yearly or Lifetime
Dollar Limits
• “Stepped Care”
Therapy
• Counseling
Required for
Medications
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Tobacco Cessation Services in Medicaid
Closing the Gaps in Coverage
The Solution
Federal law requires Medicaid expansion plans,
marketplace plans on state or federal health insurance
exchanges, and non-grandfathered private plans,
including employer-offered plans, to cover without
any cost-sharing, tobacco use screening and cessation
services. The traditional Medicaid program is required
to cover comprehensive tobacco cessation benefits for
pregnant women at no cost to the patient. States are
only required to cover tobacco cessation drugs, but
not counseling, for all other enrollees and sometimes
apply cost-sharing. Thus, coverage and cost to the
patient varies by state. States are incentivized to cover
the comprehensive benefit for all enrollees through a
one percent increase in their federal matching rate, if
the state covers all services rated A or B by the United
States Preventive Services Task Force (USPSTF),
meaning services recommended for coverage with a
high certainty of net benefit.
Given the great need for cessation services in the
Medicaid population, the American Cancer Society
Cancer Action Network (ACS CAN) advocates
that Medicaid programs provide a comprehensive
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cessation benefit that covers individual, group and
telephone-based counseling and all FDA-approved
tobacco cessation medications without costsharing or other barriers to accessing care.
Covering tobacco cessation services for all tobacco
users in all health plans, especially those enrolled in
Medicaid, is critical to reducing tobacco use, saving
lives, and ultimately saving money. In addition to
providing all FDA-approved tobacco cessation
medications and all three types of counseling,
ACS CAN advocates that state Medicaid programs
reimburse state quitlines for the telephone
counseling services they provide to their patients.
Ensuring that Medicaid covers phone counseling
provided by quitlines increases the capacity of
a state’s quitline and provides an added layer of
sustainability, insulating it from state budget
cuts. Having a centralized state quitline is part of
a comprehensive tobacco control program and
ensures quality of services and allows for effective
surveillance and evaluation of these services.
Additionally, state Medicaid dollars receive a federal
match, so allocating Medicaid dollars to reimburse
quitlines means more funding for this vital service.

Success Story
Comprehensive, Barrier-Free Tobacco Cessation Saves Lives, Improves Health, Reduces Health Care Costs
Kansans continue to use tobacco at high rates, with 17 percent of adults smoking and
particularly high rates among Medicaid participants at 36 percent. Tobacco use is especially
prevalent and deadly among Kansans with serious mental illness and substance use
disorders. Despite this high level of tobacco use, very few Medicaid participants are utilizing
available tobacco cessation benefits. After years of collaborative work led by the National
Alliance on Mental Illness – NAMI Kansas, to support tobacco cessation among Kansans
with mental illness, it became clear that the limited cessation coverage available through
the Medicaid program was a barrier to improved health among Kansans with mental illness
and substance use disorders. Medicaid beneficiaries were limited to one quit attempt per
year and counseling was only covered for pregnant women.
ACS CAN, NAMI Kansas, the American Heart Association, and other health advocates worked to strengthen tobacco cessation benefits available
to Medicaid participants. Legislation was introduced by Sen. Barbara Bollier to allow multiple quit attempts using pharmacotherapy as well as
individual, telephone, and group counseling. Leading up to a hearing on this bill, NAMI Kansas released an economic analysis by a health economist
at University of Kansas demonstrating the potential economic benefits of stronger tobacco cessation treatment. Following an outpouring of support
from health groups and advocates, the senate public health and welfare committee voted unanimously to advance the legislation. Unfortunately, the
bill was not allowed to come up for a vote in the full senate because of unrelated issues. Undeterred, senate public health and welfare chairwoman,
Vicki Schmidt, introduced the legislation in a new bill and the committee again advanced it with unanimous support. After that bill was blocked from
coming up for a vote, we worked with legislative supporters to pass the policy by a budget proviso during the legislative veto session. Starting July
1, all Kansas Medicaid participants who use tobacco will be eligible to access individual, telephone, and group tobacco cessation counseling as well
as coverage for up to four quit attempts per year using FDA-approved pharmacotherapy treatments.

? Did You Know?
?
• T
 obacco use by those who rely on Medicaid
for their health care results in tobaccorelated disease making up 15 percent of
total Medicaid expenditures ($40 billion
dollars per year),5 — an average of $833
million per state.6
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• D
 uring a period of two years, when
Massachusetts covered pharmacotherapy,
counseling and outreach, it spent about
$183 per participant, and saved an
estimated $571 per participant in annual
hospital costs. For every $1 spent, it received
$3.12 in medical savings for cardiovascular
conditions alone. For every $1 spent, it
received a $2.12 return on investment.7
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Healthy Eating and Active Living
Making the Healthy Choice the Easy Choice
The Challenge
For the majority of Americans who do not use
tobacco, the greatest behavioral risk factors
for cancer are diet, levels of physical activity,
amount of alcohol consumption and weight.1
Approximately 18 percent of all cancers are caused
by poor diet, physical inactivity, excess weight
and excess alcohol consumption.2 In fact, excess
weight increases the risk for 13 cancers.3
While rates of excess weight and obesity have
begun to level off over the past decade, currently 69
percent of adults4 and 32 percent of young people
ages two through 195 are overweight or obese.
These high rates of childhood obesity and excess
weight are particularly troubling because children
who are overweight are much more likely to remain
so as adults.

Sugary drinks are part of the problem. Sugary
drinks are the leading source of added sugar and
one of the leading sources of calories in Americans’
diets.6 About 50 percent of the population
consumes sugary drinks on any given day, with
about 10 percent of youths consuming three or
more on a given day.7, 8 Research has shown that
both children and adults who consume greater
amounts of sugary beverages gain more weight,9, 10
increasing the risk for obesity-related cancers.

The Solution
The American Cancer Society’s Guidelines
on Nutrition and Physical Activity for Cancer
Prevention recommend that individuals achieve
and maintain a healthy weight; adopt a physically
active lifestyle; consume a healthy diet with
an emphasis on plant-based foods; and limit
consumption of alcoholic beverages.11

13 Cancers Are Associated with Overweight and Obesity
Meningioma (cancer in the tissue
covering brain and spinal cord)

Thyroid

Adenocarcinoma of
the esophagus

Breast (post-menopausal women)

Multiple Myeloma
(cancer of the blood cells)

Gallbladder

Liver
Upper Stomach
Kidneys
Uterus

Source: Centers for Disease Control and Prevention
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Ovaries

Pancreas

Colon and Rectum

The guidelines also recommend that public,
private and community organizations work
collaboratively at all levels of government to
implement policy and environmental changes
that increase access to affordable, healthy foods;
decrease access to foods with low nutritional value;
and provide safe, accessible places for physical
activity.12 Multi-faceted policy approaches across
a population can significantly enhance nutrition
and physical activity and reduce obesity rates by
removing barriers, changing social norms and
increasing awareness.
ACS CAN supports well-designed sugary drink
taxes as a part of this broader strategy to reduce
cancers caused by poor diet, physical inactivity
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and excess weight. Existing evidence suggests
taxing sugary drinks reduces consumption, but we
must continue to increase the evidence about the
effectiveness of these taxes and the most impactful
tax structures. Thus far, very few cities and no
states have passed sugary drink taxes of at least
one cent per ounce. Each tax design proposed or
passed has been structured differently in terms
of price, which beverages are included, who pays
the tax and where the funding goes. ACS CAN
has developed a specific set of criteria designed
to reduce consumption and generate investments
back into the effort to reduce our overall obesity
rates. ACS CAN will consider each tax proposal on
a case-by-case basis to assess its health impact and
alignment with our criteria.
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Indoor Tanning
Protecting Kids from an Increased Cancer Risk

State Laws Prohibiting Minors from Using Tanning Devices

Washington†
Montana

North Dakota

Maine

Vermont
Minnesota

Oregon†
Idaho

New Hampshire

South Dakota

Wisconsin

Wyoming

Michigan

Pennsylvania

Iowa

Nebraska

Nevada

Indiana

Illinois

Ohio

Connecticut

Delaware
West
Virginia

Colorado
Kansas

Rhode Island◆
New Jersey

Utah
California

Massachusetts

New York◆*

Missouri

Maryland

Virginia

District of Columbia

Kentucky
North Carolina
Arizona

Tennessee

Oklahoma

South
Carolina

Arkansas

New Mexico

Mississippi

Alabama

Georgia

Texas
Louisiana
Florida

Alaska

Hawaii

Puerto Rico
Guam

How Do You Measure Up?

State law prohibiting tanning for minors (under age 18) with no exemptions.
No state law regarding tanning, law allows for signed parental permission, law requires
parental accompaniment, law allows for physician prescription.
Sources: Health Policy Tracking Service & Individual state bill tracking

† There is no medical indication for the use of a tanning device in the diagnosis or treatment of a disease.
◆ Legislative or regulatory changes made in 2018

The Challenge
Skin cancer is the most commonly diagnosed cancer
in the U.S. Rates have continued to rise over the
past 30 years,1 though new evidence suggests young
non-Hispanic white women may be experiencing a
recent decline of melanoma, the deadliest type of
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skin cancer.2 In 2018, an estimated 95,550 invasive
skin cancers (the majority being melanoma) will be
diagnosed in the U. S. Additionally, millions of cases
of basal and squamous cell skin cancers will also
be diagnosed.3 It’s estimated that 13,460 men and
women will die of skin cancer this year in the U.S.,
and 9,320 of those deaths will be from melanoma.4

Exposure to ultraviolet (UV) radiation, through
sunlight and indoor tanning devices, is the most
avoidable risk factor for skin cancer. Despite the
serious risks, misconceptions about indoor tanning
exist, due, in large part, to misleading advertising
and health claims put forth by the tanning
industry.5, 6 Young people are especially susceptible
to the tanning industry’s misleading marketing
tactics aimed directly at this impressionable group
through back-to-school, prom and homecoming
specials.7 This strategy is working as teens
continue to tan at high rates despite the risks.
The most recent data indicates that one in nine high
school girls used a tanning device, with numbers
increasing to one in six by their senior year.8 The
use of indoor tanning devices by young people is
a serious concern because studies show using an
indoor tanning device before the age of 35 increases
the risk of melanoma by 59 percent, squamous cell
carcinoma by 67 percent and basal cell carcinoma
by 29 percent.9, 10 Risk for melanoma increases with
the number of total hours, sessions and years that
indoor tanning devices are used.11, 12, 13 Melanoma is
currently the second most common cancer among

females aged 15 to 29, and the third most common
cancer among females aged 25 to 29.14

The Solution
Age restriction laws that prohibit the use of indoor
tanning devices for individuals under the age of 18
are effective in deterring minors from using tanning
devices and can help to reduce skin cancer incidence
and mortality rates across the country.15, 16, 17, 18
Therefore, to protect young people from the
damaging effects of UV radiation, the American
Cancer Society Cancer Action Network (ACS CAN)
recommends laws that prohibit individuals under
18 from using tanning devices with no exceptions.
With usage rates increasing as teens get older, it
is critical to protect all persons under the age of
18, not just younger teens. States need to ensure
that these laws are enforced through licensing and
fining tanning facilities, as well as clear avenues for
consumers to file complaints. These enforcement
measures and oversight mechanisms should be
in place to guarantee that young people are not
gaining access to these dangerous devices.

Volunteer Story
ACS CAN volunteer, Courtney Jusino, played a big role in the campaign to prohibit minors from using indoor
tanning devices in Rhode Island. This issue was important to Courtney because she had previously worked
in a tanning salon, used indoor tanning devices frequently starting at the age of 14, and was unfortunately
diagnosed with skin cancer as a result. She fell for the myth that a base tan was a safe tan, which is often
promoted by the tanning industry to mislead young people into using indoor tanning devices. Courtney learned
the hard way that frequent tanning has devastating consequences and now she is on a mission to prevent
young people from suffering as she did. She supports this bill that would ensure that young people can no
longer using tanning devices, which passed during the 2018 session.
Courtney Jusino, Cranston, Rhode Island
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Indoor Tanning
Protecting Kids from an Increased Cancer Risk

Success Story
New York
As New York’s legislative session wound down, ACS CAN volunteers from across the
state came together to secure the passage of legislation to prohibit the use of indoor
tanning devices by anyone under 18. The bill was stalled in the Senate before ACS CAN
volunteers answered the call to action and used their most powerful tool: their voices!
Approximately 130 volunteers gathered in Albany for ACS CAN’s Day at the Capitol
and urged lawmakers to help protect kids from dangerous exposure to carcinogenic
indoor tanning devices. For weeks afterwards, volunteers continued to make their voices
heard by emailing, calling and writing to lawmakers and the media about the dangers
of indoor tanning devices. Eventually, their hard work paid off, and the bill passed the
Senate and will be signed into law.
Among those fighting for change were Maggie Biggane and Collette Coyne. Both Maggie and Collette lost their daughters, Mollie and Collette,
to melanoma. Their stories are a poignant reminder of why we must aggressively work to reduce the risk factors related to skin cancer. This victory
belongs to all of ACS CAN’s New York volunteers like Maggie and Collette who executed a tremendous outreach campaign and to the strong
coalition of supporters that leant their influence to successfully pass this measure to protect New York kids.

Exposure to ultraviolet radiation, through sunlight and indoor tanning
devices, is the most avoidable risk factor for skin cancer.
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State Preemption over Local Public Health Policies
A Threat to Innovative Public Policy Solutions

? Did You Know?
?
The type of preemption that takes away authority
of lower levels of government is known as “ceiling
preemption,”1 while “floor preemption” sets
a minimum standard that does not limit the
authority of lower levels of government.2 Floor
preemption can be an effective tool in public health
policy whereby everyone receives equal protection
across local communities, but local communities
still have the power to go above and beyond the
minimum standard.

The Challenge
Local governments have the power to pass laws
that impact their community’s health, happiness
and prosperity. However, preemption—when
a higher level of government revokes local
authority3—can restrict local lawmakers’ ability
to pass innovative and proactive public health
policies. Many important public health policies

are often developed and passed at the local level,
long before state legislatures take action. While
states should set a minimum standard for public
health protections, they should not prevent local
governments from going above and beyond that
minimum standard. If citizens benefit from greater
local control, it is often special interests that
benefit from preemption. In fact, Big Tobacco has
labeled preemption its “first priority.”4
Smoke-free laws serve as an example of what
role preemption can play in public health.
The smoke-free movement began at the local
level and eventually inspired 25 states to pass
comprehensive smoke-free laws.5 In many cases,
advocates learned over time how to improve
these laws at the local level to make them as
effective and impactful as possible. Now smokefree environments are the expectation and reality
in the majority of workplaces, including bars
and restaurants around the country. However,
in states that preempt local activity, many
citizens remain exposed to secondhand smoke

Missed Opportunity
Arizona
Arizona was among the states where preemption over local sugary drink taxes was
proposed. The law will prohibit local jurisdictions from taxing food products differently
from one another and from taxing manufacturers, wholesalers, distributors or containers.
This language could, in effect, eliminate the option for local jurisdictions to tax sugary
drinks, among other foods. The Arizona example is of particular interest because no city
in Arizona has even proposed a local sugary drink tax. ACS CAN staff in Arizona acted
quickly to try to defeat the bill, but the bill’s path had already been cleared for its quick
passage. Now, communities in Arizona will not have the option to tax sugary drinks or
explore similar options to help children and adults maintain a healthy weight as a way to
reduce cancer risk.
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State Preemption over Local Public Health Policies
A Threat to Innovative Public Policy Solutions
because their state governments do not pass
comprehensive laws and their local governments
are not allowed to act.

new campaigns to pass preemption over the
regulation of all tobacco products, halting future
progress on emerging issues.

Raising the age of sale of tobacco products serves
as another example of how preemption can
stifle progress on an issue. In previous years, the
tobacco industry succeeded in preempting local
control over youth access laws. Now, as the debate
continues over whether to raise the age of sale of
tobacco products to 21, some localities have no
authority to implement this policy option because
of the earlier preemption by the tobacco industry.
To make matters worse, some states have started

Additionally, there are threats to preempt
local jurisdictions’ ability to tax sugary drinks.
Organized efforts to preempt sugary drink taxes
have been attempted in states that have not even
considered the issue at the local level yet. Not all
attempts at preemption have been successful,
but where states have passed preemption over
public health policies, localities have been severely
limited in their public policy options for achieving
intended outcomes.

Success Story
Georgia
During the 2018 legislative sessions, various state legislatures attempted to preempt local
communities from acting on tobacco control measures and sugary drink restrictions, among
other public health issues. One such broad effort was undertaken in Georgia. Bills were
introduced that would have preempted local governments from restricting or regulating
anything that is already regulated by the United States Department of Agriculture (USDA), the
United States Food and Drug Administration (FDA), or the Georgia Department of Agriculture.
To translate, if this bill would have passed, local governments could not regulate tobacco
products, foods or beverages. This would have stopped ACS CAN and its partners from
working on policies related to restrictions on the sale of tobacco products as well as healthy
eating and active living policies like reducing the sale of sugary drinks.
ACS CAN acted quickly in Georgia to defeat these measures by activating its grassroots network in opposition of these bills. One preemption bill was
voted down on the House floor, but the effort resurfaced during the budget process. Once again, ACS CAN sprang into action generating calls into
lawmakers’ offices to pressure them to vote against preemption. In the end, we were successful and preemption over tobacco products and foods
and beverages failed. That means local communities can continue to work on policies related to tobacco, healthy eating and active living as a form
of cancer prevention.
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The Power of Advocacy

The Solution
Passing public health policies at the local level
creates community debate, education, and
engagement opportunities that might not exist at
the state or federal level.6 This engagement leads
to a broader and deeper understanding among
the public as to the goals and importance of
these public health approaches and can result in
more sustainable policies.7, 8 Once preemption is
put in place, it is nearly impossible to remove9, 10
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so preemption defense should be a consideration
when pursuing public health campaigns.
The American Cancer Society Cancer Action
Network (ACS CAN) works at the local, state
and federal levels, thus it supports each level of
government’s ability to implement policies to
protect the public’s health. To continue future
advocacy efforts to reduce suffering and death
from cancer, the right of local governments to pass
public health policies must be preserved.
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