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states and DC, with a focus on devel-
oping and sustaining population-
based strategies that target an identi-
fied area of a state or segment of the
population.’® The goal of the program
is to increase state capacity to address
the issues related to control and pre-
vention of heart disease, stroke, and re-
lated risk factors (e.g., hypertension and
high levels of low-density lipoprotein
cholesterol). Examples of preventive in-
terventions include the enhancement
of clinical-based management of treat-
ment for hypertension and high cho-
lesterol and the promotion of patient
use of home blood pressure monitor-
ing. The data from this report can help
health planners develop more tar-
geted prevention programs for states
and populations with greater CHD
prevalence (e.g., American Indian/
Alaska Native men and black wom-
en). Development of effective preven-
tion programs targeting populations
with greater CHD prevalence should
reduce risk factors and CHD inci-
dence, which will continue the de-
cline in both CHD prevalence and CHD
deaths.
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CIGARETTE SMOKING IS AMONG THE MOST
important modifiable risk factors for ad-
verse health outcomes and a major
cause of morbidity and mortality.' Cur-
rent cigarette smoking prevalence
among all adults aged =18 years has
decreased 42.4% since 1965, but de-
clines in current smoking prevalence
have slowed during the past 5 years (de-
clining from 20.9% in 2005 to 19.3%
in 2010) and did not meet the Healthy
People 2010 (HP2010) objective to re-
duce cigarette smoking among adults
to =12%.'? Targeted workplace to-
bacco control interventions have been
effective in reducing smoking preva-
lence and exposure to secondhand
smoke*?; therefore, CDC analyzed Na-
tional Health Interview Survey (NHIS)
data for 2004-2010 to describe cur-
rent cigarette smoking prevalence
among currently working U.S. adults
by industry and occupation. This
report describes the results of that
analysis, which found that, overall, age-
adjusted cigarette smoking preva-
lence among working adults was 19.6%
and was highest among those with less
than a high school education (28.4%),
those with no health insurance (28.6%),
those living below the federal poverty

level (27.7%), and those aged 18-24
years (23.8%). Substantial differences
in smoking prevalence were observed
across industry and occupation groups.
By industry, age-adjusted cigarette
smoking prevalence among working
adults ranged from 9.7% in education
services to 30.0% in mining; by occu-
pation group, prevalence ranged from
8.7% in education, training, and li-
brary to 31.4% in construction and ex-
traction. Although some progress
has been made in reducing smoking
prevalence among working adults,
additional effective employer interven-
tions need to be implemented, in-
cluding health insurance coverage
for cessation treatments, easily acces-
sible help for those who want to
quit, and smoke-free workplace
policies.

NHIS data are collected annually
from a nationally representative sample
of the noninstitutionalized U.S. popu-
lation aged =18 years through a per-
sonal interview. One adult per family
is selected randomly and asked to par-
ticipate in the survey. The survey re-
sponse rates ranged from 60.8% in 2010
to 72.5% in 2004. For this analysis, cur-
rent cigarette smokers were defined as
adults (aged =18 years) who reported
having smoked =100 cigarettes dur-
ing their lifetime and who currently
smoke every day or some days. Survey
participants were considered cur-
rently working if, when asked about
their employment status during the
week before their interview, they re-
sponded, “working at a job or busi-
ness,” “with a job or business but not
at work,” or “working, but not for pay,
ata family-owned job or business.”* In-
formation on participants’ current in-
dustry and occupation was coded
by trained coders and grouped into 21
industry groups and 23 occupation
groups.t

To improve the precision and reli-
ability of the estimates, CDC com-
bined 7 years of NHIS data collected
during 2004-2010. Sample weights
were used to account for the complex
sample design. Estimates were age-
adjusted to the 2000 U.S. standard
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population consistent with HP2010
methodology.

During 2004-2010, of the estimated
223 million adults aged =18 years, 141
million (63.3%) were employed dur-
ing the week before the interview. Cur-
rent cigarette smoking prevalence
among currently working adults de-
creased with increasing age (p<<0.05),
with 23.8% among those aged 18-24
years and 10.2% among those aged =65

years. Age-adjusted prevalence was
19.6% for all currently working adults
and was highest among males (21.5%),
non-Hispanic whites (21.5%), those
whose level of education was less than
a high school diploma (28.4%), those
living below the federal poverty level¥
(27.7%), and those with no health in-
surance coverage (28.6%) (TABLE).
Age-adjusted prevalence of current
smoking in 18 of 21 industry groups

and 17 of 23 occupation groups was
higher than the HP2010 target of =12%
for smoking prevalence among all
adults. Age-adjusted prevalence of
current cigarette smoking was >29%
among workers in mining (30.0%), ac-
commodation and food services
(30.0%), and construction (29.7%) in-
dustry groups and among workers in
construction and extraction (31.4%)
and food preparation and serving-

TABLE. Current cigarette smoking* prevalence among currently workingt adults aged >18 years, by selected characteristics — National

Health Interview Survey, 2004-2010

Currently working adults

Cigarette smoking prevalence§

Characteristic Unweighted no. Estimated no. (in millions) % (95% Cl)
Age group (yrs)
18-24 12,045 18.1 23.8 (22.8-24.9)
25-34 26,015 31.1 235 (22.8-24.2)
35-44 27,757 334 21.0 (20.3-21.6)
45-64 42,367 53.0 19.8 (19.2-20.3)
=65 5,082 53 10.2 (9.2-11.1)
Sex
Male 56,070 755 21.5 (21.0-22.0)
Female 57,196 65.4 17.4 (17.0-17.8)
Race/Ethnicity
White, non-Hispanic 69,035 98.3 215 (21.1-22.0)
Black, non-Hispanic 16,645 15.8 17.9 (17.0-18.8)
Hispanic 21,017 19.3 14.2 (13.4-15.0)
Other 6,569 7.5 14.2 (13.0-15.4)
Education
Less than high school diploma 13,868 15.1 284 (27.3-29.5)
High school/GED 29,164 373 271 (26.4-27.8)
Some college 34,807 43.5 21.0 (20.3-21.6)
Bachelor, masters, or higher degree 34,586 441 9.1 (8.7-9.6)
Unknown 841 1.0 20.4 (16.1-24.8)
Poverty status'
Poor 8,628 8.1 27.7 (26.2-29.1)
Near poor 15411 16.5 26.3 (25.3-27.3)
Not poor 73,404 97.4 18.1 (17.7-18.5)
Unknown 15,823 19.0 19.1 (18.3-19.9)
Health insurance status
Insured 91,240 115.7 17.5 (17.2-17.9)
Uninsured 21,673 24.7 28.6 (27.4-29.9)
Unknown 353 0.5 17.6 (12.2-22.9)
U.S. census region**
Northeast 18,719 25.1 18.7 (17.7-19.6)
Midwest 26,151 348 21.7 (21.0-22.4)
South 41,422 50.3 20.8 (20.2-21.4)
West 26,974 30.7 159 (15.2-16.6)
Total 113,266 19.6 (19.2-20.0)

Abbreviations: Cl = confidence interval; GED = General Educational Development certificate or diploma.
* Reported having smoked >100 cigarettes during their lifetime and currently smoking every day or some days. Current smoking prevalence in all adults (working

and nonworking) was 19.3%.

T Estimated average annual number of adults who were employed during the week before interview.
§ Estimates were age-adjusted using the 2000 U.S. population as the standard population and five age groups: 18-24, 25-34, 35-44, 45-64, and =65 years. Estimates
by education status were adjusted using four age groups: 18-24, 25-44, 45-64, and =65 years.
1 Poverty status is based on family income and family size using the U.S. Census Bureau’s poverty thresholds for the previous calendar year.”Poor” persons are defined
as below the poverty threshold. “Near poor” persons have family incomes of 100% to less than 200% of the poverty threshold. “Not poor” persons have family
incomes that is 200% of the poverty threshold or greater. Additional information available at ftp://ftp.cdc.gov/pub/health_statistics/nchs/dataset_documentation/

nhis/2008/srvydesc.pdf.

** Northeast: Connecticut, Maine, Massachusetts, New Jersey, New Hampshire, New York, Pennsylvania, Rhode Island, and Vermont; Midwest: lllinois, Indiana, lowa,
Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South: Alabama, Arkansas, Delaware, District of Columbia,
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia; West: Alaska,
Arizona, California, Colorado, Hawaii, Idaho, Montana, New Mexico, Nevada, Oregon, Utah, Washington, and Wyoming.
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related (30.0%) occupation groups. The
age-adjusted prevalence of current
smoking was lowest among workers in
the education services industry (9.7%)
and among workers in the education,
training, and library occupation (8.7%).

Reported by: Girija Syamlal, MPH, Jacek M. Ma-
zurek, MD, Div of Respiratory Disease Studies, Na-
tional Institute for Occupational Safety and Health;
Ann M. Malarcher, PhD, Office on Smoking and
Health, National Center for Chronic Disease Preven-
tion and Health Promotion, CDC. Corresponding con-
tributor: Girija Syamlal, gsyamlal@cdc.gov, 304-285-
5827.

CDC Editorial Note: Current smok-
ing prevalence (unadjusted) among cur-
rently working adults aged =18 years
declined from 27.8% during 1987-
1994 10 24.5% during 1997-2004.° This
report indicates that although slight de-
clines in smoking prevalence have oc-
curred since 1997-2004 among cur-
rently working adults, the prevalence
of smoking remains higher (21.0%
[crude rate] and 19.6% [age-adjusted
rate]) than the HP2010 target of =12%
forall U.S. adults. In the majority of the
occupation and industry groups exam-
ined in this report, the age-adjusted
prevalence of current smoking among
currently working adults also ex-
ceeded the HP2010 target of =12%.
Workers in construction and extrac-
tion trades and food service occupa-
tions continue to have the highest
smoking prevalence.® Higher levels of
smoking were observed among work-
ers aged 18-24 years, male workers,
those with high school or less educa-
tion, those with no health insurance
coverage, and those living below the
federal poverty level. Similar findings
of higher cigarette smoking preva-
lences in these specific groups have
been reported among the overall U.S.
adult population.?

During 2000-2004, cigarette smok-
ing and exposure to tobacco smoke
resulted in approximately 443,000 pre-
mature deaths, $97 billion in produc-
tivity losses, and $96 billion in health-
care costs annually.” Smoking increases
the adverse health risks of occupa-
tional exposure; for example, a 50-
fold increase in lung cancer incidence
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was reported among smokers who were
exposed to asbestos.® Smoking in the
workplace not only affects the indi-
vidual’s health but also exposes co-
workers to secondhand smoke. Homes
and workplaces are the predominant lo-
cations for exposure to secondhand
smoke.” Exposure to secondhand
smoke causes lung cancer, heart dis-
ease, and respiratory illnesses.”® Al-
though workplace policies or expo-
sures to secondhand smoke were not
assessed in this study, national sur-
veys have shown that the proportion of
smoke-free worksites was lower in ag-
riculture, forestry, fishing, mining, and
construction and higher in profes-
sional and related services.’

Several intervention and preven-
tion measures have been shown to be
effective in reducing smoking preva-
lence and exposure to secondhand
smoke."*® Such measures include
smoke-free workplace policies; indi-
vidual, group, and telephone-based
smoking cessation counseling; cessa-
tion medications; tailored print or web-
based cessation materials; and compre-
hensive insurance coverage for effective
cessation treatments."*3° These proven
effective interventions should be
strengthened, specifically in work-
places with higher smoking preva-
lences. To reduce smoking among their
workers, employers should ensure that
effective tobacco dependence treat-
ments (counseling and medication) are
a part of the basic benefits package for
all health insurance plans that cover
their employees.® The benefits should
include all seven of the cessation medi-
cations approved by the Food and Drug
Administration (FDA) as well as group,
individual, and telephone counseling,
with no copayments or other utiliza-
tion restrictions.’ The Patient Protec-
tion and Affordable Care Act of 2010
requires new private health insurance
plans to offer their members evidence-
based smoking cessation services with-
out cost-sharing and should result in
increased cessation among working
adults.§ Employers should educate all
employees about the availability of these
treatments and encourage their use. In

©2011 American Medical Association. All rights reserved.

What is already known
on this topic?

Smoking prevalence varies by occu-
pation among U.S. working adults.
Targeted workplace tobacco con-
trol interventions have been effec-
tive in reducing smoking preva-
lence and exposure to secondhand
smoke.

What is added by this report?

This report provides information on
age-adjusted cigarette smoking
prevalence among currently work-
ing adults aged =18 years for 2004-
2010. Age-adjusted current smok-
ing prevalence varied by industry and
occupation group. The highest preva-
lence of smoking was observed
among workers in mining, accom-
modation and food services, and con-
struction industries, and among
workers in construction and extrac-
tion occupation groups. The age-
adjusted prevalences among spe-
cific occupations and industries were
nearly two and a half times higher
than the target of the Healthy People
2010 objective to reduce cigarette
smoking among adults to =12%.

What are the implications

for public health practice?
Employers, businesses, trade asso-
ciations, and worker representa-
tives need to work in partnership
with their state and local health de-
partments in implementing evidence-
based policies and programs to re-
duce the prevalence of smoking
among the working population.

addition, employers, businesses, trade
associations, and worker representa-
tives should work together with their
state and local health departments in
implementing policies and programs to
reduce smoking prevalence among the
working population.

Providing coverage for tobacco de-
pendence treatment will increase ac-
cess to services, which will improve the
health of employees and result in lower
rates of absenteeism and lower utiliza-
tion of health care resources.” Work-
place interventions also can be tailored
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to the interests, challenges, and needs
of particular industry or occupation
groups, and these can be combined with
incentives to reduce tobacco use among
workers (e.g., by offering rewards to in-
dividual workers and to teams as a mo-
tivation to participate in a cessation
program).'*8 Results from this report
help identify industry and occupation
groups with high smoking prevalence
that are in need of targeted smoking ces-
sation programs, especially among
those industry and occupation groups
with a relatively large population of
workers that otherwise might not be
reached (e.g., younger men, who
generally are less likely to visit a phy-
sician or participate in health promo-
tion activities available at primary-
care centers).”

The findings in this report are sub-
ject to at least three limitations. First,
the collected employment informa-
tion applied only to the week before the
interview. Some workers might have
changed jobs and thus might have been
in a different occupation or industry be-
fore the time of the survey. However,
CDC conducted additional analyses ex-
amining longest held job and found
similar results (i.e., higher smoking
prevalences in mining and construc-
tion industries and in construction and
extraction occupations). Second, the
data in this report represent major in-
dustry/occupation groups, which lim-
its identification of specific industries
and occupations associated with ciga-
rette smoking. Finally, the extent of un-
derreporting or overreporting of ciga-
rette smoking could not be determined
because smoking information was self-
reported and was not validated by bio-
chemical tests. However, comparison
of self-reported smoking status with re-
sults of measured serum cotinine lev-
els suggests generally high levels of va-
lidity and results in similar population
estimates.'?

To maximize the health of employ-
ees, employers need to integrate com-
prehensive and effective smoking ces-
sation programs with other worksite
programs including health promotion
programs in their workplace.® Smoke-
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free workplace policies also increase
cessation among employees who
smoke.® Comprehensive smoking ces-
sation program benefits should be of-
fered and promoted to increase aware-
ness and program utilization by
employees and other enrollees, and the
benefits of use of such programs should
be monitored and evaluated. CDC’s A
Practical Guide to Working with Health-
Care Systems on Tobacco-Use Treat-
ment| provides key information and
practical advice to help public health
professionals and employers improve
their understanding of health-care sys-
tems, improve availability and use of
evidence-based tobacco dependence
treatments by employees, and in-
crease smoking cessation. In January
2011, the Federal Employees Health
Benefits (FEHB) Program began offer-
ing expanded tobacco cessation inter-
ventions to nearly 8 million federal em-
ployees, retirees, dependents, and
spouses.q The program includes all
seven FDA-approved cessation medi-
cations as well as individual, group, and
telephone counseling, with no copay-
ments, coinsurance, or deductibles. It
will cover at least two quit attempts per
year, with a minimum of four counsel-
ing sessions of at least 30 minutes for
each attempt. The FEHB coverage re-
quirements can be used as a model for
other public and private insurance plans
for implementation of comprehensive
cessation coverage.
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Notes From the Field:
Q Fever Outbreak
Associated With
Goat Farms—
Washington and
Montana, 2011

MMWR. 2011;60:1393

ON APRIL 22, 2011, THE Q FEVER BAC-
terium Coxiella burnetii was detected in
a goat placenta collected from a farm
in Washington, where 14 of 50 (28%)
pregnant does had aborted since Janu-
ary. A county health alert advised
health-care providers to ask patients
with symptoms compatible with Q fe-
ver (e.g., fever, headache, chills, and
myalgia) about exposure to goats, and
the owners of the farm informed pur-
chasers of their goats that C. burnetii had
been detected in their herd. On May 25,
the county health department re-
ported a symptomatic patient with an-
tibodies to C. burnetii who had pur-
chased goats from the farm in February.
On May 27, a report from Montana
identified a child seropositive for C. bur-
netii whose family had purchased goats
from the Washington farm in October
2010; one of the goats aborted triplets
2 weeks before the child’s May 12,2011,
illness onset. On May 31, five more per-
sons reported onset of symptoms com-
patible with Q fever from late March to
mid-May, following exposure at a Mon-
tana farm to goats purchased from the
Washington farm at various times dur-
ing October 2010—January 2011. On
June 10, the Washington State Depart-
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