CLHO Healthy Communities Committee Meeting 
Date:  Thursday, June 7, 2018
Noon – 2:00 PM
PSOB Room 815 
Conference call number:
https://global.gotomeeting.com/join/677980789 
Dial: (866) 590-5055
Participant: 651272
Host only: 316159

	Agenda

	Agenda Item
	Detail
	Action Item
	Responsible Party

	Welcome & Roll Call   
	Attendance - Quorum
	Committee: 
(Benton) Tatiana Dierwechter, (Clackamas) Jamie Zentner, (Clackamas) Laurel Bentley Moses, (Clatsop) Julia Hesse,  (Crook) Kris Williams, (Deschutes) Jessica Jacks, (Deschutes) Julie Spackman (Jackson) Ann Ackles, (Jackson) Tanya Phillips (Chair),  (Jefferson) Carolyn Harvey, (Klamath) Courtney Vanbragt, (Lane) CA Baskerville, (Lane) Jocelyn Warren, (Lincoln) Nicole Fields, (Lincoln) Shelley Paeth, (Linn) Rachel Peterson,  (Malheur ) Rebecca Stricker, (Marion) Kerryann Bouska, (Multnomah) Ahmed Mohamad (Multnomah) LaRisha Baker, (Multnomah)   Tameka Brazile, (North Central) Teri Talhofer, (Washington) Gwyn Ashcom, (Yamhill) Lindsey Manfrin (Chair), (Union) Carrie Brogoitti

OHA: (Administrator CP&HP) Tim Noe, (CLHO Support CP& HP) Jacqueline Harris , (HPCDP) Sarah Wylie (HPCDP) Luci Longoria, (HPCDP) Amanda Cue (PHD Director’s Office) Andrew Epstein , (MCH) Cate Wilcox , (HPCDP) Kirsten Aird.


	Co - Chairs

	Review of May 2018 Minutes
	

	Minutes of the May 3, 2018 meeting were approved.
	Tanya Phillips

	Tobacco Retail Evaluation Summary
	
	TRE Overview
The retail environment is an important setting for tobacco prevention policy. All local public health authorities are funded to work on tobacco retail environment through the Tobacco Prevention and Education Program, or TPEP. The purpose of the Tobacco Retail Evaluation is to better understand the essential elements for effective local tobacco retail policies. For the evaluation, TPEP contracted with the Rede Group, an independent evaluator, and worked with a User Panel with representatives from local public health and the Public Health Division.  The evaluation found seven key elements to advancing local tobacco retail environment policy. It also found that communities advanced through the stages of policy change. Critically, that local policy momentum feeds up and provides momentum statewide. This evaluation project was about what happens over time. The SPaRC programs in this evaluation had developed their infrastructure over time and were ready to move quickly when they received an infusion of funding. Policy and planning are a foundational capability of a modern public health system. Building tobacco control infrastructure as a part of prevention and health promotion depends on having this capability. 

	Sarah Wylie

	TPEP Accountability Follow-up
	 
	TPEP Accountability Workgroup Follow-up
PHD provided an update on the discussion that took place with CLHO Exec about the TPEP Accountability Workgroup. PHD reinforced the need for CLHO committee members to follow up with their administrators to continuously inform them of discussions happening in committees, as it is apparent that the familiarity and understanding of the administrators greatly varies, despite the TPEP Accountability Workgroup having taken place over several months with repeat discussions about it at the committee level. Committee co-chairs pondered how to make sure this happens, given not all counties are represented on committees. PHD recognizes this challenge, and encourages CLHO to examine what governance and process practices can be addressed to support improved communications within CLHO.

There were two items identified for follow-up from the CLHO Exec discussion:
1. To engage the CLHO Prevention and Health Promotion subcommittee in the development of grant guidance and in the review of local program work plans. At the CLHO Exec discussion, PHD described past efforts to do so, expressed the desire to continue those engagement practices, and that it was crucial that CLHO provide volunteers for these activities.
1. To share the list of key strategies and activities for local TPEP identified by the TPEP Accountability Workgroup with CLHO Prevention and Health Promotion committee members for review to make sure no additional key activities were missing. ACTION NEEDED: PHD will send the list of key strategies and activities to the committee with instructions for feedback to be submitted to PHD by 5pm June 29, 2018. Please see attached document titled “TPEP Accountability Workgroup: Identified Program Components” for instructions.

PHD also provided follow up information to the presentation made to CLHO on May 4 about investment of additional one-time TPEP budget funds. Planning is underway to direct funds to local communities to address local clean indoor air protections through local ordinances and tobacco retail policy strategies. PHD described the expectation that, no matter the local funded entity, they would be expected to have the support of the local public health department. This is a result of past discussions with CLHO that highlighted that there is flexibility in having other entities eligible to apply for grant funds (and serve as fiscal agent, for example) – however, it is crucial that the local grant recipient is expected to work in close partnership with the local public health department. CLHO confirmed this.  



	Luci Longoria

	Policy Statement Development for CLHO
	
	The subcommittee asked for PHD TPEP’s assistance reviewing the policy statements. HPCDP staff will provide feedback on the tobacco retail and clean indoor air policy statements by June 20. Once the subcommittee has the tobacco tax policy ready for review HPCDP staff will review the policy statement with the CLHO subcommittee workgroup. 





 
	Tanya & Lindsey Workgroup

	ADPEP Crosswalk Workgroup Update
	
	ADPEP Crosswalk Workgroup Update: 
PHD provided background on the Statewide Engagement process, including listening sessions, feedback sessions and input on priorities to work on together. PHD received a lot of great ideas and input through those meetings.  As described in previous calls, PHD used the ideas and input from partners and grantees to design the approach (structure, timeframe, commitment, deliverables) and composition (volunteers, OHA staff, partners) of collaborative workgroups. PHD is grateful for the interest expressed by so many of our tribal and local partners in participating in these workgroups, as we know how important it is that we ensure diverse representation on the teams. Three opportunities rose to the top through the ranking process from meetings with partners and grantees: 
1. Crosswalk the language and frameworks of public health and prevention (April – June 2018)  
1. Align with partners and clearly communicate state-wide strategies, goals and priorities (June 2018-October 2018)
1. Collaborate with prevention partners to reimagine how prevention happens in OR (September 2018-December 2018)
You can find high-level timelines, meeting materials and workgroup rosters (OHA Alcohol and Other Drug Prevention Workgroups Timeline and Roster) on OHA’s HPCDP Connection (https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/CHRONICDISEASE/HPCDPCONNECTION/Pages/Alcohol-and-Drugs.aspx)  The first workgroup, Crosswalk the Language, is coming to an end and the launch of workgroup 2 is occurring in June. Please look for future workgroup documents to be posted to this site and continued communications on the work teams are doing over the coming months. HPCDP will continue to communicate about this process through various partner meetings, Regional Support Networks, the Alcohol and Drug Prevention and Education Program (ADPEP) grantee listserv, and a public health prevention integration listserv. If you’d like to receive announcements and updates about the statewide engagement activities, please subscribe at: http://listsmart.osl.state.or.us/mailman/listinfo/public-health-prevention-integration 


	Amanda Cue & Luci Longoria

	 MCH Update
	
	[bookmark: _GoBack]Cate updated the committee on Title V and the Early Learning Council. 
	

	
	
	
	

	Adjourn
	
	The meeting was adjourned at 2:00 PM.
	

	
	
	
	


Future Topics:  

TPEP Accountability Workgroup_Identified Program Components 6.18.docx
		Tobacco Prevention Accountability Metrics Workgroup
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Instructions:



Please review the list of key strategies and activities complied by the Tobacco Prevention Accountability Metrics Workgroup. Submit any additional suggested program strategies and components (include suggested category: basic, necessary for policy passage, etc.) by 5:00PM Friday, June 29th to:



Ashley Thirstrup

Ashley.thirstrup@dhsoha.state.or.us
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TPEP Accountability Workgroup: Identified Program Components



Basic – All programs should be doing this:

· General enforcement of ICAA (also in partnership with the Environmental Health Program)

· Outreach to businesses on ICAA compliance

· Educate Board of Commissioners on importance of tobacco programs

· Passing tobacco/nicotine free policies for all County buildings (owned/managed)

· Establishing tobacco-free campus policies for city government campuses

· Reaching out to health systems partners for cessation

· Assist in communicating insurance benefits surrounding tobacco cessation benefits

· Address “carve outs” in county property tobacco free policies



Necessary for Mobilization and Passage of Local Tobacco Control Policies:

· Educating elected officials about policy options for addressing flavors in the retail environment

· Meet with leadership about tobacco policy goals, ICAA and tobacco retail restrictions

· Modeling based on other Oregon examples of successful policy passage

· Processes that engage low income/racial/ethnic LGBTQ/disabled/ communities in developing shared strategies

· Active, engaged, well facilitated coalitions focused on policy change

· Collaboration with alcohol and drug prevention partners to facilitate community partnership toward PSE for tobacco, alcohol and drug free communities

· Use of quantitative and qualitative data highlighting local disparities

· Presenting data about the harms of tobacco to city or county councils/commissions

· Remaining informed and vigilant about industry tactics

· Aligning community leaders in support of raising the price of tobacco

· Training support and continued education to maintain highly qualified staff 

· Quickly mobilize community advocates to advance legislation or local policy

· Communications strategies

· Educate cities about comprehensive ICAA policies 

· Educate city leadership about tobacco-free worksites

· Communicate importance of policies/funding to BOCC

· Executive leadership in support of tobacco prevention (HD administrators, BOC) 

· Community norms that value prevention



Some counties/programs are able to do these strategic activities:

· Tobacco Retail Licensure

· Collaborate with local youth to educate and engage local leaders to advance policy

· CCO engagement on screening, referral and policy goals

· Conduct minimum legal sales age inspections under TRL program to impose penalties for violations

· Collaborate with local coalitions to advance tobacco-free county properties

· Collaborate with partners who have money for paid media (DFC coalition)

· Encouraging smoke-free multi-unit housing

· Encouraging the LHAs and CCOs to invest in evidence-based tobacco prevention

· Strong, trusting relationships between LHA and local policy makers and organizations

· Media related to quit line, social determinants of health links to tobacco, equity, etc.

· Cross share state communications and encourage community partners do so also (strategic sharing)

· Building a coalition to expand clean air policy and close exemptions to the ICAA.

· Encouraging hospitals to use community benefit money for evidence-based tobacco prevention efforts in the communities (like policy coalitions)

· Creating closed-loop referral systems within health and human services county programs

· Earned-media activities to highlight dangers of tobacco industry tactics 

· Earned/owned media to promote Quit line number
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[bookmark: _GoBack]DRAFT Indoor Clean Air Act Policy Statement – June 7, 2018



CLHO Committee:  Health Promotion & Prevention



Policy Statement:	Comment by LOCEY Kelly: I wonder if there is value in these policy statements to include information about how this reduces healthcare costs, or increases productivity, etc. So, more than just talking about how this improves public health outcomes. What is the return on investment etc.	Comment by HARTSTEIN Sara: I’m not sure where to find Oregon specific data on this other than what’s in the Oregon Tobacco Facts which is already included in the justification section. 

Here’s what The Community Guide says: 

 Economic Evidence Eleven studies were included in the economic review (search period January 1980-July 2012). Of these studies, two assessed cost-effectiveness, one measured cost-benefit, and eight considered benefits only. All monetary values from studies are reported in 2011 U.S. dollars. The economic impact of smoke-free policies on hospitality establishments (restaurants, bars, hotels, tourist venues, and gaming establishments) also was considered using evidence from an existing systematic review of 158 studies (Scollo & Lal, 2008, search period 1988 – January 2008) and a more recent Community Guide systematic review (21 studies, search period January 2008-July 2012). 
Intervention Costs Although many state and local governments and private establishments have implemented smoke-free policies, little documentation or analysis is available on intervention costs. Three included studies reported a range of costs from $0 to $25 per capita based on modeled assumptions. 
Summary Measures Two cost-effectiveness studies reported cost per quality-adjusted life year (QALY) gained of $1,138 and cost per life year gained of $8,803, but did not include healthcare costs averted or other economic benefits to smokers. The single costbenefit study, conducted in 1994, estimated net savings from a nationwide smoke-free policy in the United States to be $700 to $1,297 per person not currently covered by a smoke-free policy, based on averted healthcare expenditures and decreased mortality from reduced secondhand smoke exposure. 
Costs Averted Seven of eight studies evaluating economic benefits of smoke-free policies focused on healthcare costs averted. Two studies used healthcare databases and estimated $1.6 million in hospital charges averted per 100,000 persons and $415,000 in hospital costs averted per 100,000 persons for 1 year. Three studies estimated healthcare costs averted using average cost per disease information from the literature. Based on these studies, the averted healthcare costs for 1 year ranged from $148,000 to $409,000 per 100,000 persons. The annual long-term estimates of healthcare costs averted ranged from $0.15 million to $4.8 million per 100,000 based on results from three studies that considered a follow-up period of five years or more. The variation in these estimates was a result of population size, events included in the analysis, number of events averted, and the way the event was valued. The final study estimated smoking-related costs averted for multi-unit housing properties in California at $18 million over 1 year. 
Economic Effects on Hospitality Venues Although studies varied considerably in their methodological quality, evaluations based on actual revenue reports or surveys of consumers consistently found that smoke-free policies did not have an adverse economic impact on the business activity of restaurants, bars, or establishments catering to tourists, with some studies finding a small positive effect of these policies. There was limited evidence available on the impact on gaming establishments.

The Oregon Coalition of Local Health Officials advocates for a statewide, comprehensive smoke and vape-free workplace law with no exemptions or preemption of local ordinances.



Public Health Issue that Policy Statement is Addressing:

· Smoking Prevalence

· Exposure to Secondhand Smoke and Vapor

· Youth initiation of tobacco products



Justification (data supporting the need to work on this issue):

Tobacco use is the number one preventable cause of death and disease in Oregon.  Annually, tobacco use leads to an estimated 8,000 deaths and as well as costs the state $2.5 billion in medical expenses and lost productivity. (1) 



Secondhand tobacco smoke causes more than 7,300 lung cancer deaths among U.S. nonsmokers each year and health problems in infants and children, including asthma attacks, respiratory infections, ear infections and sudden infant death syndrome (SIDS). (2, 3) An estimated 625 deaths occur annually as a result of secondhand smoke in Oregon. (4)



Oregon’s Indoor Clean Air Act protects the health of all people by reducing secondhand smoke exposure and the overall smoking rate, and increasing quit attempts by tobacco users. The Indoor Clean Air Act has also helped to change social norms around smoking making it less likely that a young person will try tobacco. 	Comment by HARTSTEIN Sara: https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/protection/reduce_smoking/index.htm

Do we actually have Oregon data that shows this?

More than one in 10 Oregonians are exposed to secondhand smoke at work, despite expanding the places where employees are protected from secondhand smoke. (1) Additionally, the Indoor Clean Air Act still contains exemptions for certified smoke shops and cigar bars, allowing smoking on the premises if retailers abide by specific requirements. (5)



The vaping industry is interested in carving out a space for indoor sampling of vape products, despite the prohibition of the use of inhalant delivery systems in the Indoor Clean Air Act. (6)  E-cigarette use among Oregon high school students has more than tripled since 2013 with 17.1% of high school students currently using e-cigarettes. (1) The acceptance of e-cigarette use in public is challenging the strong normative pressure against smoking achieved in recent years. Allowing the sampling of vaping products indoors, and the associated marketing and advertising, further increases the acceptance of e-cigarette use among youth. 



Exemptions allowing vaping indoors also poses a challenge to enforcement of the Indoor Clean Air Act.  Local Public Health Departments work with the Oregon Health Authority to enforce the law by responding to complaints and conducting site visits to determine if a business is in violation. There is no way to determine whether a customer is sampling e-liquid flavors or vaping nicotine or cannabinoids indoors. This is why the Indoor Clean Air Act currently prohibits the use of inhalant delivery systems indoors no matter the content. In addition, the Oregon Health Authority does not require businesses that sell e-cigarettes to be certified. This means that businesses could allow vaping indoors no matter their location as long as minors are prohibited from entering (e.g. vape shops in malls, bars, or adult entertainment clubs). This places the responsibility of determining compliance of a business with the Indoor Clean Air Act on the Local Public Health Department and requires additional capacity and resources to enforce.

Emerging research also shows that the aerosol that that users breathe and exhale from the device can contain potentially harmful substances, including nicotine, flavoring such as diacetyl (a chemical linked to a serious lung disease), volatile organic compounds, ultrafine particles that can be inhaled deep into the lungs, cancer-causing chemicals, and heavy metals such as nickel, tin, and lead. (7)



The legalization of marijuana in Oregon also presents new challenges to the Indoor Clean Air Act. Public consumption of marijuana is currently illegal in Oregon; however, other jurisdictions with legalized marijuana are beginning to weaken their smokefree workplace laws by making expemptions for indoor marijuana consumption (e.g., Denver, CO; Berkley, CA; etc.) (SOURCE, 8).  

Secondhand marijuana smoke contains THC (tetrahydrocannabinol), the chemical responsible for most of marijuana’s psychological effects, and many of the same toxic chemicals in smoked tobacco. (9, 10, 11) Although marijuana has many of the same cancer-causing substances as smoked tobacco, there are many unanswered questions around secondhand marijuana smoke exposure and its impact on chronic diseases such as heart disease, cancer, and lung diseases. (12) The Indoor Clean Air Act should not be opened up to allow exemptions for smoking or inhaling cannabis and cannabinoid products until there is more information about impacts of secondhand marijuana smoke. 

There should be no preemption that restricts local governments from enacting stronger smoke and vape-free work place laws. State preemption language prevents local governments from passing stronger, more comprehensive regulations regulating smoking indoors to reduce secondhand smoke exposure.

Historically, the tobacco industry supports preemptive state laws as a way to reverse existing local tobacco control ordinances and prevent future enactment of such ordinances. The tobacco industry's leading legislative strategy against local tobacco control laws has been preemptive state laws. (13) Keeping preemption out of a state smokefree workplace law allows local public health to be responsive to its community, allowing for the strongest indoor clean air laws possible.



Role of Local Public health (promising practice/evidenced-based work):

Local public health departments are charged with protecting the health of Oregonians. Evidence shows that comprehensive clean indoor air laws are an effective strategy to reduce exposure to secondhand smoke; reduce prevalence of tobacco use; reduce tobacco consumption and increase quit rates among tobacco users; reduce initiation of tobacco use among young people; and reduce tobacco-related death and disease (13). 



For decades, the strongest most innovative policies to reduce tobacco use have emerged at the local level before ultimately being adopted at the state or federal level. (14) In Oregon, XX jurisdictions passed ordinances including inhalant delivery devices in their local smokefree workplace laws before the Indoor Clean Air Act. Although the Indoor Clean Air Act allows exemptions for certified smoke shops and cigarbars, several local jurisdictions have already closed this loophole, further protecting employees and the public from secondhand smoke and vapor exposure. By continuing to advocate for no preemption at the state level, local governments can continue to innovate and create reponsive regulations that lead to statewide reductions to secondhand smoke exposure and tobacco use. 



Connection to Modernization Manual Foundaional Programs/Capabilities



Foundational Programs: 

X Health Promotion & Prevention



Foundational Capabilities: 

X Policy & Planning

X Health Equity
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DRAFT Tobacco Retail Licensing Policy Statement – June 5, 2018



CLHO Committee:  Health Promotion & Prevention



Policy Statement:

The Oregon Coalition of Local Health Officials advocates for an effective state-wide tobacco retail licensing law that requires retailers to purchase a license in order to sell any tobacco products, including inhalant delivery systems.



An effective retail licensing system includes: 

1) A requirement that all tobacco retailers obtain a license and renew it annually; 

2) An annual licensing fee high enough to fund sufficient enforcement and surveillance; 

3) Meaningful penalties for violators through fines and penalties, including the suspension and revocation of the license; 

4) A provision stating that any violation of existing local, state, or federal tobacco laws constitutes a violation of the local law; and 

5) No preemption that restricts local governments from enacting stronger, tailored point of sale polices.



Public Health Issue that Policy Statement is Addressing:

· Tobacco use

· Youth initiation of tobacco products

· Illegal tobacco product sales to minors



Justification (data supporting the need to work on this issue):



TOBACCO USE IN OREGON

Tobacco use is the number one preventable cause of death and disease in Oregon.  Annually, tobacco use leads to an estimated 8,000 deaths and as well as costs the state $2.5 billion in medical expenses and lost productivity.  



Approximately 17% of Oregon adults smoke cigarettes.1 Most addiction to tobacco starts in adolescence; nine out of 10 adults who smoke report initiating before turning 18.2  Studies show that the younger someone is when they start smoking, the harder it is to quit.3,4 



Between 1996 and 2017, smoking among 11th-graders declined by 72% and among 8th-graders by more than 86%.  However, the use of other tobacco products (e.g., e-cigarettes) is increasing even while cigarette use by Oregon’s youth is going down.  In Oregon, e-cigarette use among 11th-graders increased three-fold from 2013 to 2015 from 5% to 17%.  E-cigarettes have few restrictions on marketing, flavors and price. The rise in the use of other tobacco products, such as little cigars and hookah, is also a concern.1 



TOBACCO MARKETING IN RETAIL ENVIRONMENT

The tobacco industry spends over $9 billion on advertising and promoting its products each year.  In 2015, the industry spent $110 million on marketing in Oregon.5,1  The tobacco industry has redirected more than 90 percent of its resources into the retail environment, typically at the point-of-sale, since the 1998 Master Settlement Agreement restricted more traditional venues for advertising, such as billboards, TV, radio, and print media.6 The point-of-sale refers to any location where tobacco products are purchased, displayed, or advertised, and includes areas inside and outside the retail outlet. 



This shift in tobacco industry focus represents a public health concern. Youth still have access to the retail environment and are therefore still exposed to tobacco marketing.  Evidence shows that the more advertising youth see, the more likely they are to use tobacco.7 In the retail setting, youth are exposed to advertising, price promotions and discounts, kid-friendly packaging, and flavored tobacco products, increasing their appeal.8 Flavored tobacco products in the retail environment are a major concern as they are more popular among youth and young adults compared to older adults, with flavor appearing to be a key component for youth to start using tobacco.9 



TOBACCO RETAIL LICENSING

Oregon is one of nine states in the United States that does not require retailers to obtain a license to sell tobacco products (10, SOURCE?); therefore, there is no uniform way of knowing who is selling tobacco, what businesses sell tobacco products and the manner in which tobacco is being sold.  This has caused inconsistent compliance with local, state, and federal tobacco-related laws, such as minimum tobacco sales age.  Alack of a complete list of tobacco retailers also poses a challenge to enforcement.11 



Include Illegal Sales to Minors Data Here



Reducing access to tobacco products and limiting tobacco industry presence in the retail environment is a core tobacco control strategy.  A comprehensive tobacco retailer licensing law is one of the most effective ways to implement this strategy. Requiring retailers to obtain a license before selling tobacco products would help identify all businesses selling tobacco products in Oregon and provide an effective monitoring and enforcement mechanism to ensure that retailers comply with minimum tobacco sales age laws, and other applicable laws.12 According to the 2017 Oregon Health Authority online panel survey, almost 75% of adults support requiring retailers to have a license to sell tobacco products.13



A tobacco licensing law can also be highly effective in reducing or restricting the number, location, density, and types of tobacco retail outlets; limiting point of sale advertising and product placement; and requiring retailers to comply with other tobacco control measures.14



The Center for Tobacco Policy & Organizing classifies a tobacco retailers licensing law as strong if the law has at a minimum: 1) A requirement that all tobacco retailers obtain a license and renew it annually; 2) An annual licensing fee high enough to fund sufficient enforcement; 3) Meaningful penalties for violators through fines and penalties, including the suspension and revocation of the license; 4) A provision stating that any violation of existing local, state, or federal tobacco laws constitutes a violation of the local law.15



[bookmark: _GoBack]In addition, there should be no preemption that restricts local governments from enacting stronger, tailored tobacco point-of-sale policies. State preemption language prevents local governments from passing stronger, more comprehensive regulations regulating the sales and retail environments to reduce the use of tobacco products.



Historically, the tobacco industry supports preemptive state laws as a way to reverse existing local tobacco control ordinances and prevent future enactment of such ordinances. The tobacco industry's leading legislative strategy against local tobacco control laws has been preemptive state laws.16 Keeping preemption out of a state tobacco retail license law allows local public health to be responsive to its community, allowing for the strongest point of sale policies possible.



Role of Local Public health (promising practice/evidenced-based work):

Local public health departments are charged with protecting the health of Oregonians. Tobacco retail licensing is a proven strategy for reducing illegal sales to minors.17 Illegal tobacco sales to minors have decreased by XXXsince Multnomah County implemented their tobacco retail license system in 20XX. (18, Source?)



A statewide tobacco retail licensure without preemption is an opportunity to create a clear framework that allows local communities to build upon existing protections. The strongest, most innovative policies to reduce tobacco use historically emerge at the local level before ultimately being adopted at the state or federal level. (19) Increasingly, tobacco retail licensing is being used to promote other innovative policy solutions, including controlling the location and density of tobacco retailers and imposing additional restrictions on the sale and promotion of tobacco products. This includes requiring that tobacco products are sold without flavors or sampling, prohibiting the sale of single cigars, banning the redemption of coupons and multi-pack offers, and restricting the proximity of tobacco retailing near schools. (20)



States and cities that have adopted comprehensive retail restrictions through tobacco licensure have some of the lowest tobacco use rates in the country. For example, NYC has the lowest adult and youth use of tobacco products nationally. (21, Source?) A parallel approach in Oregon would help local governments to build upon the state’s retail license framework and create responsive regulations that lead to statewide reductions in youth and adult tobacco use.



Connection to Modernization Manual Foundaional Programs/Capabilities



Foundational Programs: 

X Health Promotion & Prevention



Foundational Capabilities: 

X Policy & Planning

X Health Equity
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