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MINUTES OF THE SENATE  cOMMITTEE ONPUBLIC HEALTH AND WELFARE

The meeting was called to order by __SENATOR ROY M. EHRLICH at

Chairperson

10:00 5 m./pss. on March 29 1988 in room _226=5 _ of the Capitol.

All members were present except:

Committee staff present:
Emalene Correll, Legislative Research

Bill Wolff, Legislative Research
Norman Furse, Revisors Office
Clarene Wilms, Committee Secretary

Conferees appearing before the committee:

Dr. Richard Parker, Bureau of Epidemiology, KDHE

Representative Theo Cribbs

Dr. Patricia Schloesser, Director, KDHE

Dr. Roman Hiszczynskyj, Shawnee County Coroner

Verla Britton, Kansas Chapter/National Sudden Infant Death Syndrome
Foundation

Debra Wells

Neal Leverenz

Brenda Kehler

Debbie Elwick

Keith Landis, Christian Science Committee on Publication for Kansas

James G. Bridgens, M.D.

Richard J. Morrisey, Director

George Puckett, Kansas Restaurant Association, Wichita

Gary K. Huelett, PHD, Under Secretary, KDHE

Dave Pomeroy, Kansans for NonSmokers Rights

Rev. Richard Taylor, Kansans For Life At Its Best!

Roberta Kunkle, American Lung Association of Kansas

Dr. Richard Parker appeared concerning HB-2978. Dr. Parker stated that
the Centers for Disease Control recommended that all health care workers
and allied professionals deal with all patients on a "blood and body fluid
precaution" basis and because of existing recommendations that universal
precautions be pursued, HB-2978 does not appear to be necessary.
Therefore, it was not supported 1in its present form by the Bureau of
Epidemiology. Attachment 1

Senator Bond made a motion to amend HB-2978, line 0026 adding HIV or AIDS
and on the last page add an immunity section for those who reveal this
information. Senator Francisco seconded the motion. The motion carried.
Senator Bond stated this amendment would bring the bill language into
conformity with SB-686.

Representative Theo Cribbs appeared to introduce HB-2777, better known
as the SIDS bill. Representative Cribbs stated that this bill was past
due in these days of medical technology. Attachment 2

Dr. Patricia Schloesser appeared in support of the concept of HB-2777.
Dr. Schloesser stated some concern about the religious exemptions and
proposed expanding Section 2(e) to include the statement "Such religious
objection shall not prevent an autopsy from being performed on the legal

order of a coroner, or county or district attorney." Dr. Schloesser
stated this addition would permit appropriate investigative procedure when
an infant death occurs under gquestionable circumstances. Attachment 3

Dr. Roman Hiszczynsky] appeared concerning HB-2777. Dr. Hiszczynsky]j

stated objection to Section 1 and the new Section 2 (b) of the bill
because the State of Kansas presently has an excellent coroner's law

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
been submitted to the individuals appearing before the committee for

editing or corrections. Page 1 Of __L
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which, 1in essence, states the coroner decides whether an autopsy is
performed and not the parents or guardians. In the case of a violent or
criminal act the parents or guardians could well be the suspects and
therefore should not determine whether or not an autopsy should be
performed. Further, no religious exemptions should be allowed in a
potentially criminal act.

Verla Britton testified in support of HB-2777 stating a mandatory autopsy
law for Kansas could mean that, as a nation, we could get closer to
discovering the cause or causes of SUDDEN INFANT DEATH SYNDROME and
eventually put an end to this silent killer. Attachment 4

Debra Wells appeared in support of HB-2777 stating this is the only way
to be absolutely certain of the cause of death. The results of an autopsy
could assure parents that the death was not a result of something they
or the caregiver did or did not do. and could rule out genetic defects.
A second issue would be that the results of an autopsy be made available
to the parents in a timely manner. Attachment 5

Neal Leverenz appeared in support of HB-2777 stating that he and his wife
had lost an infant and became victims of which county would assume
responsibility for an autopsy, and resulted in no autopsy being performed.
It was felt that their living children could have benefited knowing if
they were at risk from an unknown disease and the parents would know they
were not to blame. Attachment 6

Brenda Kehler appeared before the committee in support of HB-2777. Ms.
Kehler stated that although she didn't like the idea of autopsies, she
now realized the value of them as a part of grieving, family planning and
research value. Therefore, Ms. Kehler supports the addition of this
section to the current autopsy law which the Kansas Department of Health
is proposing. Attachment 7

Debbie Elwick appeared in support of HB-2777, stating she was the parent

of a SIDS infant. Since the existing law permits the coroner to waive
autopsy for suspected SIDS victims, it effectively establishes a road
block to obtaining possible facts concerning this syndrome. Ms. Elwick

stated that she was aware waived autopsies saved monies in small counties
but the lack of autopsy creates its own set of problems. Attachment 8

Keith Landis spoke briefly stating that the religious exemption included
in HB-2777 should not be attributed to him or his organization, also that
he was unaware of its origin.

Dr. James G. Bridgens appeared concerning HB-2777 and offered suggestions
for consideration. Changes suggested include changing "coroner" to "law
enforcement officers"”, line 0048; deletion of new Section 2(c) and payment
for SIDS autopsies be made as provided by KSA 19-1033 under which the
county in which the "cause of death occurred" pays for the services;
Section 2(e) providing for religious belief objection should be deleted.
Dr. Bridgens also stated he felt a provision for SIDS deaths to be
reported to local SIDS support group or county health departments would
be helpful. Attachment 9

Richard J. Morrissey appeared in support of HB-3075 stating this bill
would allow children and adults to receive day care services in separate
areas of the same premise and share those activities that are mutually
beneficial. Attachment 10

Senator Bond moved to pass out HB-3075 favorable for passage and request
it be placed on the consent calendar. Senator Francisco seconded the
motion and the motion carried.

George Puckett, Kansas Restuarant Association appeared in opposition to

HB-2717 stating that in its amended form this bill is discriminatory
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against restaurant owners. The original bill stated "public place." Mr.
Puckett further stated that the Kansas Restaurant Association continues
to oppose proposed government mandated percentages regarding smoking
sections. The restaurant owner has been singled out from other public
places to be made an example of on the matter of smoking in public.
Other public buildings would not be required to comply with the same
mandated percentage of smoking area that restaurant operators would be
forced to contend with if this unfair measure were allowed to become law.
Attachment 11

Gary Huelett testified in support of HB-2717 because it would help protect
the non-smoker from the involuntary health consequences of exposure to
tobacco smoke in public places. Attachment 12

Dave Pomeroy testified in support of HB-2717 stating his disappointment
that the bill had been amended to include only restaurants instead of all
public places in the state. Mr. Pomeroy made reference to the federal
law which will soon ban smoking on flights under two hours in length.
Mr. Pomeroy further commented on the Surgeon General's Report on Smoking
which states there 1is no safe level of exposure to tobacco smoke.
Attachment 13

Rev. Richard Taylor appeared before the committee in support of HB-2717.
Rev. Taylor told the committee this bill was amended by committee and then
failed on the House floor. Later, on General Orders a compromise was
presented that states "the total area of all designated smoking areas in
any public place shall not exceed 50% of the total area of the public
place." Rev. Taylor also related his own personal experience with cancer
of the vocal cord which could have been related to second-hand smoke.
Attachment 14

Roberta Kunkle, speaking for the American Lung Association, stated that
the original intent of HB-2717 was to clarify HB-2412 which was passed
during the 1987 legislative session. A ruling by the Attorney General
that proprietors were free to designate their entire buildings as smoking
zones followed thus necessitating clarification of original intent.
Attachment 15

The chairman placed the minutes of March 21, 22, 23, 24 and 25 before the
committee for approval or correction.

Senator Morris made a motion to approve the minutes as presented. Senator
Francisco seconded the motion and the motion carried.

Senator Bond made a motion to send HB-2978 to Ways and Means Committee.
Senator Francisco seconded the motion and the motion carried

Senator Francisco acknowledged the educational efforts of the American
Lung Association of Kansas.

The meeting adjourned at 11:05 a.m. and will méet at 12:00 noon tomorrow,
Wednesday, March 30, 1988 in room 526-S.
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STATE OF KANSAS

DEPARTMENT OF HEALTH AND ENVIRONMENT
Forbes Field
Topeka, Kansas 66620-0001
Phone (913) 296-1500
Stanley C. Grant, Ph.D., Secretary

Gary K. Hulett, Ph.D., Under Secretary

Mike Hayden, Governor

Testimony Presented to
Senate Committee on Public Health and Helfare
by

Kansas Department of Health and Environment

House Bil1 2978

House Bill 2978 would require the physician attending a person
who dies of an infectious or contagious disease to provide
written notification describing the disease to the transporter of
the body or to the embalmer or funeral director. If a person
dies of an infectious or contagious disease outside of a medical
facility a family member or other person making arrangements for
disposition of the body must notify in writing the person
transporting the body of the diagnosis. The transporter of such
a body must also notify the embalmers or funeral director.

There have been 117 cases of AIDS reported through January, 1988
in the State of Kansas. It is estimated that as many as 50
persons are infected with the human immunodeficiency virus (HIV)
for every case of AIDS reported, but most of these are not 1ill
and therefore not known. In addition many people are infected
with hepatitis B virus or other blood-borne infectious agents
which may not be producing recognizable illness at a given
moment. A1l of these, should they die of any other cause, could
be of as great or even greater threat to those handling the body
than a person directly dying of the disease resulting from the
infection.

Section 1(d) would require maintenance of confidentiality.
However, it is questionable whether or not persons in contact
with bodies need to know the exact cause of death since the
precautions would be the same for all blood-borne diseases, all
respiratory diseases, etc. It would be possible to develop a 1ist
of diseases potentially dangerous to those providing post mortem

. .
Office Location: &uuaaﬁ,mu1sshm.,1ma&w.9___§§§i£ezg?bi;g8Health & Welfare

Attachment 1



services and a system to advise that appropriate precautions be
taken when the listed diseases were involved.

The Centers for Disease Control have recommended* that all health
care workers and allied professionals deal with all patients on a
"blood and body fluid precaution" basis, e.g., everyone should be
regarded as a potential source of blood borne infectious agents.
Morticians and others providing post mortem services for a body
are included in the recommendations.

Because of existing recommendations that universal precautions
be pursued, H.B. 2978 does not appear to be necessary. It 1is
therefore not supported in its present form.

*Recommendations for Prevention of HIV Transmission in Health-
Care Settings. MMWR Supplement Vol. 36, No. 25 Aug 21, 1987.

Presented by:

Richard L. Parker, DVM, MPH
Director

Bureau of Epidemiology
March 29, 1988



STATE OF KANSAS

THEO CRIBBS

COMMITTEE ASSIGNMENTS
SEDGWICK COUNTY MEMBER: PUBLIC HEALTH AND WELFARE
CONSERVATION AND NATURAL

RESOURCES

1551 NORTH MINNESOTA
WICHITA, KANSAS 67214

i

TOPEKA

HOUSE OF
REPRESENTATIVES

March 29, 1988

TO: Senate Public Health & Welfare Committee
FROM: Representative Theo Cribbs

Mr. Chairman, Vice Chairman and members of this very
lustrous committee. My name is Theo Cribbs and T appear
before you this morning on behalf of HB 2777, known as the
SID's Bill, which means Sudden Infant Death Syndrome. Instead
of a testimony, I am including some facts about SIDs taken from
a brochure from the National Sudden Infant Death Syndrome
Foundation, which I will read to you at this time.

THE BASIC FACTS ABOUT SIDS

® SIDS is the number one cause of death in in-
fants after the first week of life.

e SIDSisnotarare disease. About 6,000 to 7,000
babies die of SIDS every year in the United
States (about two per 1,000 live births).

e SIDS most commonly occurs to infants be-
tween the ages of three weeks and seven
months, but occasionally an older or younger
baby may die of SIDS.

e There is no suffering; death occurs within sec-
onds, usuaily during sleep.

¢ SIDSisatleastas old as the Old Testament and
seems to have been at least as common in the
18th and 19th centuries as it is now. Often re-
ferred to as “crib death,” the term Sudden Infant
Death Syndrome (SIDS) came into general
medical use after 1969.

® The cause is not suffocation, aspiration or re-
gurgitation, although sometimes death certifi-
cates bear such terms in error. SIDS became an
acceptable term for general use on death cer-
tificates after 1973, and periodically other terms
may still be employed.

Senate Public Health & Welfare

__March 29, 1988 -
Attachment 2
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HB 2777 )
March 29, 1988
Page two

® A minor illness such as a common cold may
precede the death, but many victims display no
observable symptoms. The majority have ap-
peared to be entirely heaithy.

® SIDS is not contagious in the usual sense. Al-
though a viral infection may be involved, it is not
a “killer virus” that threatens other family mem-
bers or neighbors.

* SIDS is not considered hereditary.

® SIDS occurs among families of all social and
economic strata.

® Researchers believe that SIDS probably has
more than one cause aithough the final process
of death may be similar in most instances.

® Because of the nature of SIDS, no single test
has been discovered to identify which infants
will succumb to it; therefore, there is no general
means of prevention.

NATIONAL SUDDEN INFANT DEATH
SYNDROME FOUNDATION

Mr. Chairman, this is a bill that is way past due in this
modern time of medical technology. I hope you will pass this

bill favorably, thank you for your consideration and time.

THEO CRIBBS
State Representative
District #89



STATE OF KANSAS

DEPARTMENT OF HEALTH AND ENVIRONMENT
Forbes Field
Topeka, Kansas 66620-0001
Phone (913) 296-1500
Mike Hayden, Governor Stanley C. Grant, Ph.D., Secretary

. Gary K. Hulett, Ph.D., Under Secretary
Testimony Presented to

Senate Public Health and Welfare Committee
by
The Kansas Department of Health and Environment

House Bill 2777

Perhaps the most tragic of all infant deaths occur when an infant
dies under circumstances in which death was not anticipated, or
occurs from no apparent cause. In this situation, grief is a
particularly intense, lonely, and personal experience. When a
child dies suddenly and unexpectedly, not only does the death
destroy dreams and hopes for the child, but it forces the family
to face an event for which they were totally unprepared.

Infant death, defined as death of a liveborn infant within the
first year of life, 1is a public health 1issue. Legislation
enacted in 1915 requires the Kansas Department of Health and
Environment to study the causes of infant deaths and apply
measures to prevent these deaths. Accurate reporting of the
cause of death, based on an autopsy, facilitates the
identification of public health strategies designed to reduce the
incidence of such unanticipated deaths.

Although this bill, as amended, does not specifically reference
Sudden Infant Death Syndrome (SIDS), it is one circumstance in
which unanticipated infant death occurs. In Kansas, there have
been an average of 56 SIDS deaths per year for the past five
years, with an autopsy rate of 75%. An additional 10-15 deaths
per year have occurred in which SIDS along with a more specific
cause of death has been listed on the death certificate. For
vital statistic purposes, these have not been considered SIDS
deaths. Under the provisions of this bill an autopsy would be
ordered in these cases.

We would recommend expanding Section 2 (e) of HB 2777 to include
the statement, "Such religious objection shall not prevent an
autopsy from being performed on the legal order of a coroner, or
county or district attorney.” This expansion is recommended to
permit appropriate investigative procedure when an infant death

occurs under questionable circumstances.
N ation: I . X Yo Ading— N U TR
Office Location: Landon State Office Building OnnSe‘;;aIte bublic Health & Welfare
- March 29, 1988 —
Attachment 3



Although this proposal
1989 budget, we support

Presented by:

Patricia T. Schloesser,
March 29, 1988

Page 2

was not contained in the Governor's FY
the concept of this legislation.
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February 25, 1988

Iike v=ny things in todays world, when 1t comes to
sudden Infant Desth Syndrome and the impact this entity
has on the family and the community it doesn't just effect
those intimately involved, it affects soclety as a whole.

This can happen when others around the family question
their worth as loving snd protective parents. AS parents
we are taught to protect our young from all dangers but how
can we protect a content and sleeping infant from something
we can't see, or hear and has no warning symptoms? The one
and only symptom is death.

The parents suffer by thelr own "If*s” enough without
the worry of being suspected of child abuse or neglect--by
well meaning family, friends, or acquaintances. Without
the benefit of an autopsy, they have nothing with which to
console themselves or others. No final findings to base the
decision of having a subsequent child in the years ahead,
should they make that choice.

A mandatory autopsy law for Kansas could mean that as
4 nation, we could get closer to discovering the cause oOr
causes of SUDDEN INFANT DEATH SYNDRONE and eventually put
n end to this silent killer. But most of allit would stop
the destruction it leaves in it's path when it strikes

a sleeping infant at random.

Verla Britton, President

- in the bellef that eversy  genate Public Health & Welfare

—. March 29, 1988
Attachment 4




MANDATORY AUTOPSY

Testimony

by
Debra Wells

Senate Public Health & Welfare

___ March 29, 1988 e
Attachment 5



Friday, May 16, 1980 began like any other day. The baby was up at 5:30 a. m.
for his bottle and a diaper change. After our morning quiet time, he sat in his ’
swing while I readied myself for work. (I had returned to my teaching position
just the week before to close out the school year so I could devote myself to
being a full-time wife and the mother of a newborn son and an 18 month old
daughter.) Just a few more days, I thought to myself that morning. Before I
left the house at 7:00 a. m., I remember kissing my son and sharing my thoughts
aloud. Just a few more days . . . .

Those were the last words my son heard from his mother. At 2:30 that after-
noon, I received a call at school. My son had been rushed to the hospital. The
20 minute drive to the hospital was the longest of my life. What possibly could
have happened to my beautiful baby boy?

Upon arrival at the hospital, I was escorted to a private room. Within a
matter of moments, the circumstances and tragic consequences of an afternoon nap
were made all too clear. Our baby had died suddenly and unexpectedly.

After telling us of our son's death, our family physician asked us if we
wanted an autopsy. Our son had suffered enough; nothing would bring him back.

We declined the autopsy. (It is important that you understand our ignorance

of autopsies and our gross misconception of what would be done to our child i;
an autopsy were performed. No one explained either the need for or the manner
in which an autopsy is done.) |

We were given some private moments with our son in one of the hospital's
emergency examining rooms. After our final good-bye, we returned to the private
room we had been given only to be told that our son's death was being classified
as a coroner's case. An autopsy was mandatory in all cases such as this. The
decision for autopsy was out of our hands. We received no explanation and were

given no opportunity to ask any questions.

S-2
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I now know the necessity of an autopsy. And had I known then what I know
now, I would have agreed to the autopsy. I also believe if someone had told
us why it was an important that an autopsy be performed, we would have under-
stood. But to throw the words “"coroner's case" at us without any explanation
caused us a great deal of agony. What had happened? What did they suspect?

In mandating autopsy, it will be very important that parents be told the
need for an autopsy. They must be reassured of the compassion and delicacy
with which it is performed. In the great majority of cases of sudden and
unexpected death, the parents (or care-givers) must be above suspicion.
Autopsy will identify without doubt a cause of death. If, upon autopsy,
their is reason for suspicion, the case can be handled accordingly.

I fully subport mandatory autopsy legislation for all cases of sudden,
unexpected death in infants. The only way to be absolutely certain of the
cause of death is through autopsy. The results can assure parents that their
child was not a victim of neglect or abuse; that his death was not a result of
something they, or a care-giver, did or did hot do. It can rule out the possij
bility of genetic defects that might be passed on to subsequent children. A
diagnosis from autopsy gives parents a cause of death, a reason to explain and

attempt to understand the tragedy.

A second issue of equal importance is that autopsy results be made available
to the parents within a timely manner. Everyone thé parents encounter wants to
know what happened to the baby. Parents need educated answers, not guesses.

Until they have the autopsy results, neither they, nor anyone else, can be certain

why the baby died.

5}3
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It took me over six weeks to find out why my baby died. I made several
phone calls in the days and weeks following his death and was either referred
to another number or told I would have to wait until the autopsy results became
a matter of public record. For six weeks I hung on to the words "sudden infant
death syndrome". Our physician had mentioned SIDS as a possibie cause of death
in the emergency room. And even though we had a possible cause, somehow, knowing
that an autopsy had been performed, I was desperate to see in writing or hear
from a qualified source, why fy baby died. Without persistence, I would never
have had the answers I needed. After several calls to the County Clerk's office
over a matter of several weeks, I finally learned the autopsy results were on
file. I drove to the Clerk's office, identified myself as the mother of the
victim and paid 25¢ per page for a copy of the autopsy results. My baby had
died in May and it was July before I knew why.

Unfortunately, despite the frustration of my situation, I am one of the
lucky ones. There are many parents in the State of Kansas who never know whx
their baby died. They either did not have an autopsy performed and someone is
"guessing" why their baby died or they did not have the stamina and persistence
in a weak emotional state to fight the red tape it took for me to get the answers
I so desperately needed.

It is very important that upon completion of the autopsy, a qualified
medical professional convey the results to the parents. He will be able to
answer any questions they may have surrounding the death and he can reassure
them that the cause of death is definitive. Parents have a need to know. I

belive they should also have the right to know why their babies are dying. By
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mandating autopsy legislation and requiring that the information be given to
the parents as it becomes available, the State of Kansas will join the many
other states nationwide who have recognized the need for this important piece
of legislation.

Thank you for taking this proposal into consideration.

/;D%bm>U\JQQ

Debra Wells
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Senate Public Health & Welfare
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March 28, 1988

Brenda Kehler

4261 N.W Fielding
Topeka, Ks. 66618
913-286-1235 Home
913-273-7010 Work

Last year, on Feb. 4 I gave birth to my second child. Christopher
was a beautiful healthy 7 pound 10 ounce full term baby. On April 22
while he was taking his afternoon nap he stopped breathing. At
Stormont-Vail Emergency Room the doctors revived his heart after two
hours of CPR. On April 23 Chris turned 11 weeks old. On April 24 he
was officially pronounced dead. He had all the classic symptoms of
Ssudden Infant Death Syndrome (SIDS). His death certificate says the
primary cause of death was aborted SIDS, the secondary cause was cardiac
arrest, but that might not be true.

Before Chris was really dead the Doctor said that an autopsy might
need to be done. My husbands and my reaction was not very positive, we
did not want "that" done to our son. But we were only thinking of the
situation at that moment. The subject of autopsies was never brought up
again and we did not have one performed. Since then, there have been
times that my husband and me wondered if there was something else that
killed Chris but now we will never know. As of last week, it has been
11 months since Chris died and we are trying to have another baby and we
wish we knew if Chris really died of SIDS or if it was something else.
If we had an autopsy performed we would have a better idea if our next
child is at risk of the same thing.

I'm like most other people, I don't like the thought of autopsies.
But now, I realize the value of autopsies as a part of greiving, family
planning and the research value that they have. It is because of those
three reasons that I support the addition of this section to the current

autopsy law. I also support the changes that the Kansas Department of

Senate Public Health & Welfare
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TESTIMONY CONCERNING
MANDATORY AUTOPSY LAW
FEBRUARY 25, 1988
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As are several of the others here this afternocon, I am the parent of
a SIDS victim. Her name is Annie. She would have been seven years old
next month. However, I am also here as a former RN who, ironically,
specialized in the care of the sick and/or premature infant. I have lost
my daughter and some of my patients to Sudden Infant Death Syndrome. And
it is my belief that the significance of the legislation that we are
proposing is even more understandable when we keep both of these perspec-
tives in mind.

This generation has grown accustomed to raising its children to
adulthocd; And, there is good reason for that attitude. I have been
privileged to witness for myself the explosion of knowledge and tech-
nology that has improved the odds for the premature or sick infant that
is born in this day and age. Babies that yesterday wouldn't have had
much of a chance for survival, are now not only doing so, but most are
looking forward to a creative and sustantive life. I was, and still am
proud of the work that was being done in that nursery. And, one of the
happiest parts of my job was to send home an infant that had '""beaten the
odds'". And, we were careful to tell the parents what fc look for in the
care of their child. We would say things like, '"Keep your baby out of
crowds for the first few weeks. Be sure to feed your baby every three
hours until they have achieved a certain weight gain. Elevate the head

of their crib if they develop a runny nose or other cold symtoms and

Senate Public Health
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then call your doctor.” But we had nothing to tell them to prevent their
ehild from dying of SIDS. And some of them did. When that happened, I
would always feel a little bit of guilt,; wondering if there had been
something that I could have said or done that would have made a difference
in the baby's ocutcome. But, more than guilt, I would feel an overwhelming
sense of Frustration; In particular, I remember two patients that we had

worked on for over two months. Over two months, only to have some

syndrome whose pathology we can neither trace nor predict, wipe out all

- of that work in seconds.

\

One afternocon, after giving a lecture on SIDS, I spoke to a young
family practice resident. Sadly, the very first baby that he delivered
died of SIDS. He voiced his frustration this way, "I would have done
everything that it was in my power to do, if only I had known that I was
supposed to be doing something. I examined that child several times.

I would have sworn that she was healthy." His words speak eloquently

to the frustration and bewilderment that the medical community feels
about this syndrome. Those words echo my own frustration and guilt over
my daughter's death, as well. The truth of the matter is that, though
there is much that pediatric medicine can do for the sick or premature
infant born today, there is a select number of normal, healthy-looking
infants for which we have no answers.

What we know about SIDS sounds more like the MO for a cat-burglar
than it does for a medical syndrome. We know that SIDS is quiet, over-

taking its victims while they are asleep in their cribs. We know that

it strikes randomly, selecting its victims from every race and socio-




economic circumstance. We know that it happens most frequently where
parents feel safest about their children, the home. And, finally, we
know that we cannot predict when or where it will strike next.

We do not now have many answers for me, or other SIDS parents like
me as to why our children died. But, we are learning. And, a good deal
of what we are learning is gleaned from autopsies. It is not an easy way
to learn. Autopsy is not the fate that I would have picked for my Annie.
But, when the one and only symtom is death, then autopsy is the only way
that SIDS can be étudied under the actual circumstances.

Unfortunately, with the law in existance, autopsy can be waived
when the coroner suspects SIDS. Believe me, I understand the motivation
to waive autopsy for suspected SIDS victims was one of compassion and
sensitivity for the parents involved. And, it is not just from the
medical standpoint that I favor adopting this mandatory autopsy law.

It is also for the parents that I am concerned. I can say with all candor
that I am glad that an autopsy was performed on our Annie. For, in the
dark hours of my grief, I could, by virtue of the information on Annie's
autopsy, reassure myself that their was no hidden abnormality that took
my daughter's life. There is nothing that I, as a nurse and mother, could
have done to save her. And, when our next child was on the way, I could
remind myself that there had been nothing genetically wrong with Annie
that could be passed on to the new baby.

This legislation is important, too, because we need to insure that
SIDS is called SIDS. It is not virulent pneumonia or sudden cardiac

failure. Nor is it possible suffocation or regurgitation. The only thing




that those terms do is serve to create further grief on the part of the
ﬁarents because they insinuate that there was something about our baby
that could have been observed and treated. We are already overburdened
with guilt over losing what seemed to be a healthy baby. It would be an
act of kindness for the state of Kansas to see to it that the results
of an autopsy don't add to the guilt. SIDS is SIDS. It is neither
predictable nor preventable. The fact that there are times when doctors
choose to call it something else on an autopsy is, 1 beiieve, the
doctor's frustration in not finding anything else there to diagnose.

If we as s generation find it difficult to sccept the fact that seemingly
normal infants die for no apparent reason, then we should be able to
understand that doctors are no different. They may intellectually come
to terms with the facts, but they still have a basic impulse, like the
rest of us, to assess responsibility to something. Hence, the need for
using terms other than SIDS..And, when other terms are used, then valu-
able information is lost. And that makes studying data that much more
slow and difficult.

At this time, the counties now pay for autopsies. For larger counties
this is not as much a travesty as it is for the smaller ones.where the
funds are not very large. As the law now stands, it is possible for the
coroner to assume that the cause of death is SIDS and waive the autopsy.
In doing so, he does save the county the cost of a post-mortem, but the
lack of an autopsy creates its own set of problems to which I have already
spoken. In the end, an autopsy is an act of compassion for the parents of
SIDS victims and means to answers on behalf of all future babies and

their parents.
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Annie's death left a grieving mother and father, as well as grand-
parents, aunbts, uncles, friends, neighbors, and an older sister. If she
had lived, Annie would have had two younger brothers. And all of us
desparately want to know why she died. This same scenarioc will be played
out spproximately 75 times across the state this year. Add that to the
number of children who have died in years prior, and one can begin to
understand the significance of this piece of legislation. It is my prayer,
indeed, my firm belief, that by passing this mandatory autopsy law, we
will speed the day when the SIDS parents in this room will know how
their baby died and how we can keep other babies from dying because of
this untraceable and unprdictable syndrome. I think that I speak for
every SIDS parent in this room when I say that we already know what it
is like to be SIDS parents. We don't want to know what it is like to be

SIDS grandparents!
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DATE: 29 Mar 88

TO: Senate Public Health and Welfare Committee
RE: House Bill No. 2777

FROM: James G. Bridgens, M. D.

The proposed changes in the Coroner's Law effected by this House Bill
constitute a significant improvement over the existing law.

A few suggested changes are offered for consideration:

Line 0048--change "coroner to '"law enforcement officers”, as the
police usually have initial contact with the parents or guardian.
The coroner usually does not have immediate involvement with the
parents.

Section 2, (c¢) authorizes payment of the pathologist by the
Department of Health and Welfare (DHW). This presents two methods of
payment for the autopsy--all, except SIDS cases, will be paid by the
county; SIDS cases will be paid by the DHW. It is preferable that
all be handled the same.

In 1986 there were 69 cases of SIDS reported to vital statistics for
an incidence of 1.46/1000 live births. The national average of SIDS
cases is 2/1000. Thus, about 25% of the cases are currently missed.
Of those so diagnosed, 75% have been subjected to an autopsy.
Potentially, there are about 17 that are not autopsied and an
additional 20 that are slipping through the cracks. This gives an
estimated additional 37 cases that are not currently evaluated by
autopsy.

Those cases that are now autopsied undoubtedly occur in the most
populous counties. The remaining 37 are scattered over approximately
100 counties with an estimated annual cost of less than $37,000. It
would seem inappropriate to transfer the payment for all SIDS cases
to DHW. '

I would urge that paragraph (c) of New Sect. 2 be deleted and the the
payment for SIDS autopsies be made as provided-by KSA 19-1033 under
which the county in which the "cause of death occurred" pays for
these services.

Section: (e) providing for objections to the autopsy based on
religious beliefs should be deleted. It contradicts Section I of the
proposed (and existing) KSA 16-1031. The addition of this section
can create ncthing but legal disputes as it identifies and treats
SIDS cases differently from all other deaths that come to the
attention of the coroner. Moreover, who is going to define "a
recognized church or religious denomination?" The problems created
by this section will emasculate the coroner's law and form the basis

of problems beyond imagination. The current statute appears to be

Senate Public Health & Welfare
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working very well, why create problems?

Because of the intense emotional dimpact on the parents, it 1is
appropriate that some outside help be available. I would urge that
provides for SIDS deaths be reported to the local SIDS support group
or the county health department. Such additional requirements should
be added to the current bill.

Thank you for the opportunity to present these items to the committee
for consideration.




STATE OF KANSAS

DEPARTMENT OF HEALTH AND ENVIRONMENT

Forbes Field

Topeka, Kansas 66620-0001
Phone (913) 296-1500

Mike Hayden, Governor

Stanley C. Grant, Ph.D., Secretary
Gary K. Hulett, Ph.D., Under Secretary

Testimony Presented to

Senate Committee on Public Health and Welfare

by

The Kansas Department of Heaith and Environment

House Bill 3075

Background

Currently, 65-510 makes it unlawful for any home to receive or care
for any aged or indigent adult. The need for child day care services
is well documented. Increasingly, adults are having to worry about
caring for their parents. Intergenerational day care is one solution

for both probiems.

This legislation would allow children and adults to receive day care
services in separate areas of the same premise and share those

activities that are mutually beneficial.

The amendment of K.S.A. 65-510 will allow for the creation and
operation of services vital to children, adults and families of Kansas.

Exampies

There are two adult care homes in Kansas operating licensed child

care centers. Child care is provided in facilities separate from

adult facilities. Under the current law, children and adults cannot
share any activity. Structured, shared activities could provide a
worthwhile mix of the generations which is often not possible in today's
families. Children would have the opportunity to enjoy and learn from
grandparent figures. Contact with children would provide a sense of

worth for adults.

Office Location. Landon States Oflice Buildine oo <w dal.
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The Green House Intergenerational Day Care Center to be constructed

in Topeka would be prohibited from providing programs that mix the
generations. Services proposed for the Green House have been well
planned and should serve as a model for future intergenerational day
care centers in the state.

Recommendation

We support passage of this biil.

Presented by: Richard J. Morrissey, Director
Bureau of Adult and Child Care
March 29, 1988
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o) KANSAS RESTAURANT ASSOCIATION

359 SOUTH HYDRAULIC e P.O. BOX 235 ¢ WICHITA, KANSAS 67201 e (316) 267-8383

My name is George Puckett, and I represent the Kansas Restaurant
Association, a statewide group of owners and managers representing the
Kansas foodservice and hospitality industry. The KRA opposes HB 2717,
and its proposed government mandated percentages regarding smoking
sections.

HB 2717, as amended has, in our opinion, actually deteriorated to the
point of discrimination against restaurant operators, from its original
form. Notice specifically that the words "public place" has for some
reason been deleted in lines 0050 and 0052, and the word "restaurant"
has been inserted in place of these words. The restaurant operator has
been singled out from other public buildings to be made an example of
on the matter of smoking in public. Other public buildings, as
amended, would not be required to comply with the same mandated
percentage of smoking area that restaurant operators would be forced
to contend with, if this unfair measure were allowed to become law.

KRA continues to maintain the-position that, professional operators
will and must provide adequate smoking and non-smoking areas for
customers, just as they must provide good food and service, or the
customer does not return to that restaurant. Consequently, operators
should be allowed the continuing respect of seating restaurant
customers and meeting their individual needs with each different group
that dines in that facility. Laws are not capable of determining the
individual needs of the customers in a restaurant at any given meal.
Sometimes more than 50% is needed for non-smokers, which this bill
would allow. Other times more than 507 is needed for smokers, which
this measure does not allow. I personally do not smoke, but is it
fair to a smoker to be refused seating because he or she smokes and the
non-smoking section is at 507 maximum capacity? Is it fair to the
operator with customers waiting but only the wrong kind of seating is
available, who many times leave and go someplace quicker? The loss of
business resulting from this type of mandated law could very well put
some operators out of business who are currently running on a tight

profit margin.

A very disturbing fact about HB 2717, and very surprising to Kansas
foodservice operators, is the manner in which this measure was so
suddenly amended before the full House to apply only to restaurants,

and no other buildings regarding government regulated smoking areas.
Kansas restaurant operators deserve protection from this type of unequal
legislation. Greater efforts must be taken to insure that future
legislation regarding smoking, or any matter pertaining to public
buildings, must be consistent, fair, and written in an equitable manner.

& P ting Excell in the F i P ~ .
Ll e OOAServieE pad Ho Senate Public Health & Welfare
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STATE OF KANSAS

DEPARTMENT OF HEALTH AND ENVIRONMENT
Forbes Field
Topeka, Kansas 66620-0001
Phone (913) 296-1500
Mike Hayden, Governor Stanley C. Grant, Ph.D., Secretary

Gary K. Hulett, Ph.D., Under Secretary

Testimony Presented to
Senate Public Health and Welfare Committee

by

The Kansas Department of Health and Environment

HOUSE BILL 2717

This bill concerns smoking in public places and gives the
proprietor authority to establish the percentage of area that
will be designated as a smoking area. However, in restaurants
that have more than 1,000 square feet, smoking areas can not
exceed 507 of the total area of the restaurant.

The detrimental health hazards of second hand tobacco smoke is
well documented. A 1986 report of the Surgeon General
entitled, "The Health Consequences of Involuntary Smoking"
examines the evidence that even a low exposure to smoke
received by the non-smoker carries with it a health risk. This
report makes the following conclusions:

1. Involuntary smoking is a cause of disease, including lung
cancer, in healthy non-smokers.

2. Simple separation of smokers and non-smokers within the
same air space may reduce, but does not eliminate,
exposure of non-smokers to environmental tobacco smoke.

3. The children of parents who smoke, compared with the
children of non-smoking parents, have an increased
frequency of respiratory infections, increased respiratory
symptoms, and slightly smaller rates of increase tin Tung
function as the lung matures.

Office Location: Landon State Office Buildin Senate Public Health & Welfare
- March 29, 1988 A S—
Attachment 12



Page 2
H.B. 2717 (cont.)

A 1986 article in the British Medical Journal entitled, "Does
Breathing Other People's Tobacco Smoke Cause Lung Cancer?”
reviewed data from 13 epidemiological studies of lung cancer
and exposure to other people's smoke. It found that non-
smokers living with smokers have a 35 percent increase in the
risk of Tlung cancer compared with non-smokers who Tive with
non—smokers. This analysis supports the conclusion that
breathing other people's tobacco smoke causes Tung cancer.

We support the bill because it would help protect the non-
smoker from the involuntary health consequences of exposure to
tobacco smoke in public places.

Presented by:

Gary K. Hulett, Ph.D.
Under Secretary

March 29, 1988
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% Kansans for

NonSmokers | |
Rights P.O. Box 204 Topeka, Kansas 66601-0204
== e T e e L e e e = ]
Statement by Dave Pomeroy ; March 28, 1988

When House Bill 2717 was revised to include only restaurants instead
of all public places in the state, we were disappointed. After all, the 1986
Surgeon General's Report on Smoking said there is no safe level of exposure
to tobacco smoke. Kansans who have chosen not to smoke should have that
choice wherever they go. The debate is over, passive smoke is harmful and
non-smokers should not be forced to breathe it.

However, if we could choose only one public area to be included in a
non-smoker protection act, we would chooseifestaurants. Complaints received
by Kansans for NonSmokers Rights from members and non-members about tobacco
smoke in restaurants is second only to the problem of tobacco smoke in the
workplace. Workpiaces,wefe:never covered in 2717.

Before the Topeka public smoking ordinance was passed (#15584) a
Topeka television station editorialized that such a regulation was not needed
in the city because "most" restaurants already provided for non-smokers. How-
ever, the reality was that only 11% of Topeka restaurateurs provided any space
for non-smokers and some of that was marginal. Today, things have improwved con-
siderably for non-smoking diners in Topeka, but wecare currently working with
the city council to change the city fegulations to be similiar with those pro-
posed in House Bill 2717.

For some unknown reason the restaurant industry in Kansas has opposed
any mandatory smeking regulations. KNSR would prefer that the indﬁstry handle
the problem, but that has not worked. As in Topeka the restaurant industry
has continued to ignor the wishes of the majority of Kansans who do not smoke

and continue to cater to the less than 25% of adult Kansans who do smoke.

-Working for clean indoor air.
ROSR L eing Senate Public Health & Welfare
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Why restaurant operators refuse to accomodate the needs afid wishes
of non-smokers when ﬁational polls (including Roper, Gallup, and USA Today)
reveal a preference for non=smoking areas remains a mystery. Since the
Topeka ordinance went into effect two years ago, I do not know of any rest-
aurants that provide adequate non-smoking areas that have gone out of business
as was direly predicted. I can identify two establishments that did not com-
ply with the regulations that are now closed. I doubt that the lack of non-
smoking areas forced them to close, but the failure to cater to non-smokers
certainly did not save them.

Visit any restaurant that verbally offers diners a choice of smoking
or non-smoking areas and yoﬁ will find the majority of patrons in the non-
smoking area. Prior to lea&ing the area last year to go to college, my
daughter was a hostess at a local pizza restaurant. She offered each party
a choice of smoking or non-smoking and reported that approximately 75% of
the patrons chose non-smoking. She said that customers were often grouped
in the non-smoking half of the establishment while the other side sat empty.
She said there were occasionally more smokérs than non-smokers, but that at
no time was that extreme.azsThe non-smoking section never remained empty while
smokers jammed the other half.

For years the airline industry fought smoking restrictions. Some
airlines still do, but lastoweek Northwest Airlines announced that beginning
April 23 all domestic flights would bevnon—smoking.admitting that 80% of their
customers chose non-smoking seats and that smoke was harmful to non-smokers
and flight crews, Why, April 23? That's the date that all domestic flights
under two hours must be non-smoking due to governmént regulation. It should
not have taken federal regulation to protect the majority of flyers who dé
not smoke, but it did. The paséage of House Bill 2717 by the Senate of the
State of Kansas can have the same effect. It will benefit the citizens of

our state as well as the restaurant industry!



hearing on HB 2717, March 29, 1988 Rev. Richard Taylor
Senate Public Heatlh & Welfare Committee KANSANS FOR LIFE AT ITS BEST!

During the 1974 session of the Kansas Legislature, a syllable of some word would

hang up in my throat at times, Tike when you have been eating peanuts and a portion
gets lodged in a vocal chord and the word does not come out. It did not seem serious
and I thought rest after the session would cause the problem to go away.

The problem did not go away so my wife and I made a trip to the Kansas University

Medical Center where Dr. Kerschner found a leision on a vocal chord. He asked

if I smoked. When told I had never purchased a pack of cigarettes, he immediately
said such a leision is always benign in a non-smoker, but they must do a lab test

and I should come back in 10 days.

Ten days later my wife and I walked in Dr. Kerschner's office. He was very solemn
and looked me in the eye saying, "You have cancer on a vocal chord. Leave it there
and it will kill you. If we remove the vocal chord, we'll hope for the best."

He indicated second hand smoke may have contributed to cancer on my vocal chord.
The surgery was performed and I have lived with a voice handicap for 14 years.

Since 1974, research has confirmed that second hand smoke is a serious health
problem. I have many smoking friends. They are fine people. They do not want

to put at risk the health of others. Concerned smokers support legal restrictions
for the sake of public health.

In schools, churches, Rotary clubs, etc. across Kansas I tell persons that if
they want to keep their voice, they will probably choose not to smoke, because
Josing a vocal chord to cancer usually happens to a smoker. Then I play a short
portion of my voice before cancer.

With sadness and a heavy heart, I read and hear of “smoker's rights”. Is their
right to smoke more important than my right to not be handicapped by losing a
vocal chord to cancer? Please vote YES for HB 2717.

Respectfully yours,

Tk Tl
BACKGROUND

As introduced by the House Public Health and Welfare Committee, this bill said
"the total area of all designated smoking areas in any public place shall not
exceed 50% of the total area of the public place."

That committee amended and then approved the bill to exempt any public place which
has a total area of less than 1,000 square feet.

On the House floor a question was asked as to what would be done in bowling alleys
and pool halls, paint a white Tine down the middle? The House Committee of the
Whole refused to approve the bill.

Later on General Orders a compromise was presented that would make the 50% require-
ment apply only to restaurants. It was then approved by the House.

Senate Public Health & Welfare
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Prepared by Roberta B. Kunkle, Smoking Education Consultant,

American Lung Association of Kansas, March 29, 1988.

In the 1987 legislative session, House Bill 2412 was passed. It mandated that
public places post areas as either smoking or nonsmoking. Our organization
supﬁorted this legislation, but requested that smoking areas should comprise

no more than 50 percent of public places. This language was not incorporated
and resulted in the Attorney General ruling that proprietors are free to
designate their entire buildings as smoking zones. House Bill 2717 was introduced
to clarify the original intent. As often happens in the legislature process,
certain items have been deleted. The Bill now requires that 50 percent of all
restaurant seating (those under 1,000 square feet are excluded) be posted as
nonsmoking. Although the American Lung Association of Kansas (ALA/K) wishes

that the Bill still included all public places, we feel that this is a positive
step towards protecting the health of all Kansans and making it more comfortable
for all nonsmokers to. patronize restaurants. Individuals with heart disease,
emphysema, and other respiratory problems will be able to dine out without having

to inhale secondhand smoke. Many of these individuals now avoid restaurants and

other public places.

The most current survey, conducted by the Centers for Disease Control, lists the
percentage of smokers. at only 26 percent; thus, allowing 50 percent of the seating
for smoking permitted tables which is more than equitable to those who still smoke.
According to the 1985 Gallup "Survey of Attitudes Towards Smoking," 75 percent of

respondents answered "yes' to.the question, Should Smokers Refrain From Smoking in

the Presence of Nonsmokers? If tobacco were a new product, its manufacture, sale

and consumption would never be approved by the U.S. Food and Drug Administration.

Each year 350,000 premature deaths occur among smokers. This is the equivalent
of two jumbo jets crashing each day with no survivors. The Surgeon General of the
United States has asked the American Lung Association and all voluntary health
agencies to work towards a Smoke-Free Society in the.year 2000. We hope that this
Committee will send. this Bill to the fﬁll Senate for consideration. Passage of

this Bill will be a positive step in promoting good health for all Kansans.

# # #




Tobacco’s toll
on America

The Christmas Seal People ®
®

AMERICAN :': LUNG ASSOCIATION

5 §)



An American Tragedy

A cigarette scarring America is more
than a symbolic image: It is a reality.
This report presents many of the
tragic consequences of cigarette
smoking on this nation’s physical, ec-
onomic and social health.

Nicotine is the addicting agent in
cigarettes, and one of the most addic-
tive drugs in use today. Cigarette
smoking prematurely kills more peo-
ple than heroin, cocaine and other il-
licit drugs, plus automobile accidents,
homicide, suicide and alcohol abuse
combined. In our deep concern over
drug abuse, we must never forget that
tobacco by far takes the greatest toll
on our population.

Yet the tobacco industry legally
markets and promotes this cause of
90 percent of lung cancer deaths and
80-t0-90 percent of deaths due to
chronic obstructive pulmonary dis-
eases, especially chronic bronchitis
and emphysema. The American Lung
Association calls for an end to tobacco
advertising and promotion.

To replace the many thousands of
smokers who die and who quit each
year, the tobacco companies target
new consumers among youth,
women, blue-collar workers and mi-
norities. Although cigarette compan-
ies wave a self-proclaimed “voluntary
code of ethics” that restricts them
from appealing to youth, we find to-
bacco product names linked to sports
events, rock concerts, teen fashion
items and other youth-oriented
promotions.

ALA actively supports an increase

in the federal cigarette excisé tax to
32 cents a pack. Such a tax would not
only help cover the economic burden
tobacco places on this country— $23
billion in direct and $30 billion in in-
direct costs—but it has been proven
to be a deterrent to smoking, espe-
cially among young people and low-
income groups.

And as more and more research re-
veals that nonsmokers pay a physical
price because of involuntary smoking,
ALA’s strong support of nonsmokers’
rights becomes all the more meaning-

ful and necessary.

For the health of this nation, the
ALA must reach the public with our
messages and educational programs.
Yet the American Lung Association is
a David to the tobacco industry’s Go-
liath. Although he prevailed, even
David needed stones in his slingshot.
If we are to continue our combat with
this giant, we need funds for our am-
munition: lung research, smoking
prevention programs, educational
campaigns on the dangers of smok-
ing, and our legislative programs.




Tobacco’s Toll on America

Tobacco. During the 17th century it
was considered a magical herb.
Smoked in a silver pipe, it was believed
to cure toothache, banish melan-
choly, relieve stuffy heads.

They didn’t know then that pipe
smoking causes cancer of the tongue
and lip.

Smoking was also prescribed as a
cure for female “hysteria.” They didn’t
know then that pregnant women who
smoke increase their risk of bearing
stillborn babies.

Nobody knew then that cigarettes
would one day be responsible for more
than 350,000 premature deaths a year

Smoking Prevalence by Age, Race and Sex
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In 1603, a plague year, English
schoolboys at Eton were required to
smoke. Not occasionally, but every
morning. It was thought that smoking
would protect them from the plague.
Boys who didn’t smoke were whipped.

They didn’t know then that smoking
causes chronic bronchitis, emphy-
sema, and lung cancer.

in the United States. Nobody knew
then that smoking kills people.

Now we know. We also know that:
e Nicotine, in the words of the Ameri-
can Medical Association, is “our most
deadly addictive drug.” It is highly
toxic: A single drop of pure nicotine on
the tongue can kill a person. The
addictive nature of nicotine has been
established beyond question.

e Smoking kills more people every
year than all other drugs and alcohol
combined.

e Smoking kills eight times as many
Americans each year as die in motor
vehicle accidents.

e Smoking kills more Americans each
year than died in battle in World War II
and Vietnam put together.

e Fires started by cigarettes take some
1,600 lives and cause about 4,000
injuries each year in the United States.
e Smoking destroys lung tissue. It
constricts blood vessels and replaces
oxygen in blood cells with carbon
monoxide—a poisonous gas.

Even though well over 40,000 scien-
tific studies have demonstrated the
physical harm done by smoking
tobacco, surveys tell us that many
Americans still don’t know about the
dangers of cigarette smoking:

e Almost half of all smokers do not
know that most cases of lung cancer

. are caused by smoking, or that the vast

majority of victims struck by lung
cancer die from the disea

e Millions of smokers— between 13
and 17 percent of the 54,000,000
Americans now smoking—still don’t
realize that smoking is hazardous to
their health.

® More than half of all Americans do
not realize that cigarette smoking is
addictive.




Daily Drug Use Among High School Seniors (Class of 1985)
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e Almost one out of three people are
unaware that even “light” smoking
(fewer than 10 cigarettes per day) is
dangerous.

e Now the public must be informed
about a relatively new body of knowl-
edge that is documenting the dangers
of involuntary or passive smoking.
Recent research studies and volu-
minous reports issued by prestigious i i e !
scientific institutions and the U.S. i 10th Grade 4
Surgeon General are now document-
ing and investigating the detrimental
physical effects of involuntary smok-
ing on the nonsmoker.
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The Lethal Effects

When the American cigarette industry
was born on April 30, 1884—the day
the cigarette-making machine was
perfected—nobody knew that ciga-
rette smoking caused lung cancer.
How could they? Lung cancer was vir-
tually nonexistent in the United States
at that time.

The picture is sharply different
today. In 1986, approximately 130,000
people died of lung cancer—the lead-
ing cause of cancer death in both men
and women.

The increase in cigarette smoking
and the parallel rise in lung cancer is
not coincidental. Apologists for the
tobacco industry still profess skep-
ticism, but the truth is plain: There is
no question that cigarette smoking is
the major cause of lung cancer. The
evidence is overwhelming. Of every
100 cases of the disease, about 85 are
caused by smoking.

When a smoker inhales, a mixture
of gaseous and particulate poisons is
taken into the lungs. The smoke can
paralyze or destroy cilia—the tiny
hairlike projections lining the bron-
chial tubes that normally help keep
foreign particles out of the airways and
lungs. Smoke can also destroy or
damage alveoli—the tiny air sacs in
the lungs in which carbon dioxide, the
body’s gaseous metabolic waste, is
exchanged for life-giving oxygen.
These are only two of the many
destructive processes initiated by the
inhalation of tobacco smoke, which
includes such noxious components as
nicotine, tar, carbon monoxide, arse-

‘Cigarette Consumption and Respiratory Cancer Death Rate

Per Capita
Cigarette
Consumption

1980 1984

rseas forces, 1940 to date)
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Sources: National Genter for Health Final y 'S, 1940-1984; U.S. Dep ot
Service, 1985 (per capita data 18 years and older, and
Note:
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nic, insecticide residues, cyanide and
sulphur.

It should be no surprise, then, that
in addition to lung cancer, smoking
is also the major cause of chronic
obstructive pulmonary disease
(COPD)—primarily chronic bron-
chitis and emphysema—and is
responsible for 80-t0-90 percent of the
almost 70,000 deaths a year due to
COPD. As early as 1964, cigarette
smoking was recognized as the major

t showa
consumption and Support the view that there is a 20-year lag
Seal People™

'y cancer and per capita cigarette
and y cancer mortality.

cause of chronic bronchitis. The risk
of heavy smokers incurring chronic
bronchitis and emphysema is as
much as 30 times greater than

for nonsmokers.

Smoking not only ravages the
lungs, it plays havoc on the heart—
30-to-40 percent of cardiovascular dis-
ease deaths are attributed to cigarette
smoking. It also can aggravate
circulatory diseases of the arms and
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legs to the point where amputation
is required.

Will it be a boy or a girl? A pregnant
woman’s most heartfelt response is
likely to be, “I don’t care, as long as it’s
healthy.” But babies born to women
who smoke are less likely to be healthy.
A pregnant woman who smokes has
an increased risk of miscarriage or
stillbirth and a greater chance of hav-
ing a low-birthweight infant.

Soit’s not only smokers themselves
who suffer: Infants feel the effects as
well. Children do, too. Investigators
have found repeatedly that the chil-
dren of parents who smoke are sick
more often; they have more colds and
much higher rates of bronchitis and
pneumonia. And cigarette smoke can
have an adverse effect on children
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with asthma and can precipitate
bronchial spasms.

Involuntary smoking—breathing
the smoke produced by others’ ciga-
rettes—affects spouses as well. Several
studies have suggested that nonsmok-
ing wives who live with heavy smokers
were twice as likely to die of lung can-
cer as were the wives of men who
didn’t smoke. And a recent U.S. study
showed that such nonsmoking wives
were also three times more likely to
suffer heart attacks.

The only way to avoid smoking-
related diseases is to eliminate tobacco
smoke. To help people quit smoking,
the American Lung Association—with
its medical section, the American
Thoracic Society—has developed sev-
eral multifaceted smoking cessation
programs and approaches. These
include “Freedom From Smoking®
in 20 Days,” a self-help, step-by-step
manual for kicking the habit; “A Life-
time of Freedom From Smoking®,” a
maintenance manual for ex-smokers;
a seven-session Freedom From Smok-
ing® clinic for groups; and “In
Control®: A Video Freedom From

Smoking® Program,” which can be
used by individuals or in groups.

There is also ALA’s Smoking and
Pregnancy program for expectant
mothers and their health care pro-
viders. This educational program
reaches out to pregnant women who
smoke during a time when they are
most apt to listen to the no-smoking
health message. A new self-help man-
ual, “Freedom From Smoking® for
You and Your Baby,” complements the
program by providing a 10-day plan for
smoking cessation and by carrying a
strong message to stay off cigarettes
after the baby is born.

But there are still the millions upon
millions who right now are suffering
from smoking-related lung diseases or
who will be struck by them in the near
or far future. There are no cures for
chronic bronchitis, emphysema or
lung cancer. Only research can some-
day attain these medical miracles. The
ALA energetically supports and cam-
paigns for lung research while func-
tioning as the world’s foremost
disseminator of lung research to the
scientific community.




Who Smokes?

Eighty million packs of cigarettes will
be sold today. Who's buying them?
The demographics of smoking are
revealing. Some of the numbers

are heartening; many are cause

for concern.

Here’s what we know:

The 54,000,000 American adults
who smoke constitute nearly a third
(31 percent) of the population. Thirty-
three percent of adult men are

smokers—but that figure is down
from 52 percent in 1964. Among adult
women, 28 percent now smoke. That
figure, too, is down—from 34.2
percent in 1964—but the decline is
clearly less dramatic for women.
Nearly 20 percent of American high
school seniors smoke, while 15 per-
cent of youths age 12 to 17 have picked
up the habit.

The good news: More than 41 mil-
lion Americans are former smokers,
and one out of three smokers attempts

Daily Teenage Cigarette Smoking
(High School Seniors, Class of 1985)
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to give up the habit every year. The
bad news: Many people—mostly teen-
agers—start smoking every year. Two
thirds of adult smokers took up the
habit during their adolescence.

e JfYou’re Smart, You Won’t Smoke.

The better educated people are, the
less likely they are to smoke. Those
with a graduate degree, for instance,
smoke less than those with a bac-
calaureate, who in turn smoke less
than those who graduated from high
school. And high school graduates are
less likely to be smokers than high
school dropouts. In general, adoles-
cent smokers have poorer grades than
their nonsmoking peers. They're also
more likely to hold part-time jobs
while in school, to come from single-
parent and lower-income families; and
they’re less likely to go on to college.

Surveys don’t explain the reasons
for those findings, but it’sa good guess
that better educated people are simply
better informed about the health haz-
ards of smoking.

e JfYou’re a Female Teenager Who
Smokes, Your Number's Up.

Smoking has generally declined
since the mid-1960s—except for teen-
age girls. Since 1976, teenage girls
surveyed in their senior year of high
school have smoked at a higher rate
(currently 20.6 percent) than senior
boys (17.8 percent).




e What Color Is Your Collar?

If you’re a white-collar worker, you
are less likely to smoke (36 percent)
than those in blue-collar occupations
(47 percent). Working women are
somewhat more likely than house-
wives to be smokers.

e Old Enough to Know Better.

You're less likely to smoke if you're
over 65. Among men, smoking rates
are highest for those age 35 to 54;
among women, the highest rates
occur in the 20-to-24 and 35-to-44 age
groups.
® Does Race Matter?

Blacks have a higher rate of smok-
ing than whites—and they also have
the highest rates of lung cancer and
heart disease of any population group.
About 39.1 percent of black men
smoke, compared to 32 percent of all
men in the country.

Smoking Prevalence by Occupation, Race and Sex (Ages 20-64)
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Black women, too, have higher rates
of smoking than their white female
counterparts: Among young black
women age 20 to 44, the percentage
who smoke is 36.2 as compared to the
34.3 percent of white women in the
same age range who are smokers. At
age 45 and over, the percentage is 28.1
for black women versus 23.6 percent
for white women.

Of course, there are tobacco print
and billboard advertising campaigns

king, 1985

specifically targeted to appeal to
blacks.

We know that smokers start young,
and that the family environment and
parental modeling play a key role in
the decision to smoke or not. That’s
why so many ALA programs and
efforts are aimed at educating the
family and, especially, young people.
Our goal and top priority is a smoke-
free society; it begins with a smoke-
free family.



What It Costs Us

Federal Excise Tax a Decreasing Percentage of Cigarette Price
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Any smoker knows that the habit isn’t
cheap. At $1.20 a pack, the annual
price tag can run $400 to $1,000 a year
or more—not counting lighters, let
alone the shirts and ties, skirts and
dresses, and furniture and carpets
ruined by cigarette burns.

Most smokers shrug off these costs
as relative peanuts. Indeed they are,
compared to the other costs of smok-
ing—in health care and lost produc-
tivity. According to one estimate,
those costs amount to $54 billion:

10

$30.4 billion per year in lost work and
productivity and $23.3 billion in medi-
cal costs. In1984, the American Thor-
acic Society (ATS) stated that a middle-
aged man who smokes heavily will

lose $34,000 during his lifetime
because of extra medical bills and lost
income. And don’t forget the cost of
fires: In 1984, Americans lost property
valued at $410 million in fires caused
by smoking.

It’s not only the smoker who loses.
Nonsmokers, in fact, shoulder much
of the health cost burden by paying
higher health insurance premiums

and higher taxes, which fund such
programs as Medicare and Medicaid
and disability benefits.

Smokers should pay more of those
costs. One way to get them to do that is
to increase the excise tax on ciga-
rettes—currently 16 cents a pack. If
this tax truly reflected the economic
costs of smoking to the American pub-
lic, it would run at least $2.00 a pack.

But there’s a far more important
benefit of the tax than the dollar
aspect: Studies indicate that higher
excise taxes can help save lives by dis-
couraging hundreds of thousands of
young people from starting to
smoke—and inducing some estab-
lished smokers to quit.

The ALA/ATS Government Relations
Office in Washington, D.C., unflag-
gingly works to bring the case for
higher cigarette excise taxes—as well
as other lung health-related meas-
ures—before the federal legislative
and executive branches.

The cigarette excise tax is also a
major priority of the Coalition on
Smoking OR Health, which unites the

American Lung Association, American
Cancer Society and American Heart
Association into an influential Wash-
ington force to battle the tobacco
industry power.

Excise taxes are only one way to help
achieve a “smoke-free society”—the




Surgeon General’s goal for the year
2000. Other efforts have been aimed at
prohibiting or restricting smoking in
public buildings and in places where
people work, including military estab-
lishments. A 1985 Gallup survey com-
missioned by ALA found that 87
percent of those polled favored a ban
on smoking at work, or separate smok-
ing and no-smoking areas. (Ninety-
two percent of nonsmokers and even
80 percent of smokers agreed.) At this
writing, 40 states and the District of
Columbia now have laws limiting
smoking in public places, and a grow-
ing number of states, counties and
towns have laws governing smoking

in workplaces.

American industry is responding
with no-smoking policies as well.
Hundreds of companies and agencies
have adopted policies that regulate or
restrict smoking on the job. Many are
entirely smoke-free; some companies
simply refuse to hire smokers.

Those company policies restricting
smoking may reflect a concern for the
bottom line: Bosses know that employ-
ees who smoke cost them money in
lost productivity, more absences from
work and higher insurance premiums.
In other cases, such policies reflect
management’s fear of losing key peo-
ple to premature death or disability. In
more and more companies, too, non-
smokers are objecting to being forced

to breathe secondhand smoke, and
smoke-free environments are increas-
ingly becoming a workplace morale-
builder.

So that employees can do their jobs
without suffering from involuntary
smoking—and to help those workers
who want to be free of their smoking
addiction—the ALA has developed a
multifaceted Freedom From Smok-
ing® At Work program for use in busi-

ness and industry. And as a result of
the ALA’s and local Lung Associations’
vigorous efforts in city, state and
national legislative arenas, The New
York Times called the American Lung
Association the “champion of non-
smokers’ rights.”

Economic Costs of Smoking for All Diseases Attributed to Smoking*
(1984 Estimates, in Millions)

Direct Health Indirect Costs

Age and Sex Total Costs Care Morbidity Mortality

Male
Under 65

65 and Over

*Includes cancer and di:

Expend-
itures

$29,060 $7,899

7,434 5,477

of the respiratory and circulatory systems

Source: Rice, Hodgson, et al., The Milbank Quarterly, Vol. 64, No. 4, 1986
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The Tobacco Smoke Screen

The words in this Surgeon General’s
warning—one of four required to be
printed on cigarette packs and in
ads—Ileave no room for doubt: “Smok-
ing causes lung cancer, heart disease,
emphysema, and may complicate
pregnancy.”

The phrasing is unequivocal, but
youwon'’t hear tobacco industry
spokesmen admit that smoking can
kill you. “We question the statistical
correlation between cigarettes and
diseases,” says one lobbyist. That pos-
ture is typical of the industry, which
continues to pretend that, shucks,

tobacco isn’t all that bad for you.

They now know better than that.
They know that approximately 41 mil-
lion Americans have quit smoking;
that antismoking forces are more
vocal and effective than ever; that per
capita cigarette consumption is flat
or declining.

These are key reasons for tobacco
companies to diversify—notably by
buying such giant consumer goods
companies as General Foods, Nabisco
and Del Monte. Such acquisitions only
add more weight to the tobacco-
controlled advertising clout already

Cigarette Company Sales and Assumed Smoking-Related Deaths
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among brands.
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wielded over America’s media. Even
before these massive business acquisi-
tions, too many newspapers and mag-
azines kept antismoking health stories
to a bare minimum, rather than jeop-
ardize millions of dollars worth of cig-
arette ads.

The tobacco industry knows how to
blow smoke. Its stratagems:
®_Cry “Free Speech!”

The tobacco lobby raises the flag of
the First Amendment to justify its
advertising and promotion under the
guise of “free speech.” A recent U.S.
Supreme Court decision, however,
indicates that it is constitutional to
ban or restrict advertising of even a
legal product if it is considered
detrimental.

e Appeal to Women and Teenagers.

In the six years after Virginia Slims
were first marketed to young women,
the percentage of 12-to-18-year-old
girls who smoked nearly doubled—
from 8.4 percent to 15.3 percent.
“You’ve come a long way, baby”—in
the wrong direction.
® Look Respectable.

That’s not easy when you're selling a
lethal product. One way the tobacco
industry does it is by producing expen-
sive promotions and cultural events in
concert with museums and other




highly respectable organizations—
linkages that do an extremely cost-
effective job of polishing a cigarette
company’s image.

® Spend a Billion or Two.

Cigarettes are the most heavily mar-
keted consumer product in America:
The tobacco industry spent over $2
billion on cigarette advertising and
promotion in 1984. Savvy tobacco
marketers know how to spend it, too—
not only on print advertising and bill-
boards, but on events with high visibil-
ity, big crowds and throngs of young
people: rock concerts, automobile and
horse racing, athletic events. They
not only sponsor such events, but find
them ideal for a promotional tech-
nique called sampling—the giving
away of free packets of cigarettes and
tobacco.

Is sampling effective? It must be.
One study showed that from 1970 to
1983, there was a tenfold increase in
the amount cigarette companies spent
on sampling promotions. They've also
stepped up other kinds of promotion,
including point-of-purchase displays
and coupon rebates.
® Run, Don’t Walk, to Capitol Hill.

Through political action commit-
tees (PACs), the tobacco industry also
contributes campaign funds to dozens
of congressmen (more than 200, in
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fact, during the election campaigns of
1981 and 1982). During 1984 and 1985,
the Philip Morris PAC alone contrib-
uted nearly $500,000 to congressmen
of both parties. Would those contribu-
tions help keep alive the federally
funded tobacco price support pro-
gram? The answer is obvious.

The tobacco industry can well afford
to mount such extravagantly expen-
sive advertising, promotional, politi-
cal, and business-acquisition
campaigns. An estimated $30.7 billion

in cigarette sales flow into the
tobacco industry coffers each year.
Balanced against the tobacco indus-
try’s massive financial assets are the
millions of lives and billions of dollars
in medical care and productivity lost
since the first cigarette was rolled.
This debit side will continue to erode
the physical and economic health of
our nation as long as tobacco takes its
tragic toll on America.
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A._ciations Affiliated with American Lung Association

as of April 1, 1987

ALABAMA

ALA of Alabama

P.0. Box 55209
Birmingham, AL 35255
(205) 933-8821

ALA of North Central Alabama
PO. Box 55209

Birmingham, AL 35255

(205) 933-8821

ALA of Southwest Alabama
PO. Box 1483

Mobile, AL 36633

(205) 433-1849

ALASKA

ALA of Alaska

P.0. Box 103056
Anchorage, AK 99510-3056
(907) 276-LUNG

ARIZONA

Arizona Lung Assn.

102 W. McDowell Rd.
Phoenix, AZ 85003-1213
(602} 258-7505

ARKANSAS

ALA of Arkansas

P.0. Box 3857

Little Rock, AR 72202
(501) 374-3726

CALIFORNIA

ALA of California

424 Pendleton Way
Oakland, CA 94621-2189
(415) 638-LUNG

ALA of Alameda County
295 27th

Oakland, CA 94612-3894
(415) 893-5474

ALA of Central California
PO. Box 11187

Fresno, CA 93772-1187
(209) 266-LUNG

ALA of Contra Costa-Solano
105 Astrid Dr.

Pleasant Hill, CA 94523-4303
(415} 935-0472

Long Beach Lung Assn.
1002 Pacific Ave.

Long Beach, CA 90813-3098
(213) 436-9873

ALA of Los Angeles County
PO. Box 36926

Los Angeles, CA 90036-0926
(213) 935-LUNG

ALA of Monterey, Santa Cruz &
San Luis Obispo Counties

140 Central Ave.

Salinas, CA 93901-2651

(408) 757-LUNG

ALA of Orange County
1717 N. Broadway

Santa Ana, CA 92706 2675
(714) 835-LUNG

Pasadena Lung Assn.

650 Sterra Madre Villa Ave. #304
Pasadena, CA 91107-2013

(818) 793-4148

ALA of the Redwood Empire
PO. Box 1482

Santa Rosa, CA 95402-1482
(707) 527-LUNG

ALA of Riverside County
PO. Box 2400

Riverside, CA 92516-2400
(714) 682-LUNG

ALA of Sacramento-Emigrant Trails
909 12th St.

Sacramento, CA 95814-2997

(916) 444-LUNG or

(916} 444-5900

ALA of San Bernardino, Inyo &
Mono Counties

371 W, 14th St.

San Bernardino, CA 92405-4807
(714) 884-LUNG

CALIFORNIA (continued)

ALA of San Diego & Imperial Counties
PO. Box 3879

San Diego, CA 92103-0282

(619) 297-3901

ALA of San Francisco

562 Mission St., Ste. 203

San Francisco, CA 94105-2910
(415) 543-4410

ALA of San Mateo County
2250 Palm Ave.

San Mateo, CA 94403-1860
(415) 349-1111 or

(415) 349-1600

ALA of Santa Barbara County
1510 San Andres St.

Santa Barbara, CA 93101-4104
(805) 963-142¢

ALA of Santa Clara-San Benito Counties

1469 Park Ave.
San Jose, CA 95126-2530
(408) 998-LUNG

ALA of Superior California
2732 Cohasset Rd. #A
Chico, CA 95926-0977
(916) 345-LUNG

ALA of the Valley-Lode Counties
1151 W. Robinhood Dr., Ste. B-15
Stockion, CA 95207-9625

(209) 478-1888

ALA of Ventura County
PO. Box 1627

Ventura, CA 93002-1627
(805) 643-2189

COLORADO

ALA of Colorado

1600 Race St.

Benver, CO 80206-1198
(303) 388-4327

CONNECTICUT

ALA of Connecticut

45 Ash S

East Hartford CT 06108
(203) 289-5401

DELAWARE

ALA of Delaware

1021 Gilpin Ave. #202
Wilmington, DE 19806
(302) 655-7258

DISTRICT OF COLUMBIA
ALA of the District of Columbia
475 H St.N.W.

Washington, DC 20001

(202) 682-LUNG

FLORIDA

ALA of Flonda

P.O. Box 812

Jacksonville, FL 32239-8127
(904) 743-2933

ALA of Broward-Glades-Hendry
2020 S. Andrews Ave.

Fort Lauderdale, FL 33316-3430
(305) 524-4657

ALA of Central Florida
PO. Box 8504

Orlando, FL 32856-8504
(305) 898-3401 or

(305) 898-3402

ALA of Dade-Monroe
830 Brickell Plaza
Miami, FL 33131-3996
(305) 377-1771

Gulf Coast Lung Assn.

6160 Central Ave.

St. Petersburg, FL 33707-1598
(813) 347-6133

ALA of Southeast Florida

2701 N. Australian Ave.

West Palm Beach, FL 33407-4526
(305) 659-7644

ALA of Southwest Florida
1436 Royal Palm Square Blvd.
Fort Myers, FL 33907-1049
(813) 275-7577

GEORGIA

ALA of Georgia
2452 Spring Rd.
Smyrna, GA 30080
(404) 434-LUNG

ALA of Atlanta
723 Piedmont Ave. N.E.
Atlanta, GA 30365-0701
(404) 872-9653

HAWAIL

ALA of Hawaii

245 N. Kukui St.
Honolulu, HI 96817
(808) 537-5966

IDAHO

Idaho Lung Assn.
2621 Camas St.
Boise, ID 83705-2494
(208) 344-6567

ILLINOIS

Chicago Lung Assn.

1440 W. Washington Bivd.
Chicago, IL 60607-1878
(312) 243-2000

ALA of Illinois

P.O. Box 2576
Springfield, IL 62708
(217) 528-3441

ALA of DuPage & McHenry Counties
PO. Box 590

.Glen Ellyn, IL 60138

(312) 469-2400

Hllinois Valley Lung Assn.
2126 N. Sheridan Rd.
Peoria, IL 61604

(309) 688-8212

Lake County Lung Assn.
813 Washington St.
Waukegan, IL 60085
(312) 623-1805

ALA of Mid-Eastern Illinois
PO. Box 437

Pontiac, IL 61764-0437
(815) 844-3480

ALA of North Central lllinois
402 Countryside Center
Yorkville, IL 60560

(312) 553-7000

INDIANA

ALA of Indiana

8777 Purdue Rd. #310
Indianapolis, IN 46268-3109
(317) 872-9685

ALA of Central Indiana
8777 Purdue Rd. #310
Indianapolis, IN 46268-3121
(317) 872-9685

ALA of North Centml Indiana
319 S. Main S

South Bend, IN 46601-2205
(219) 287-2321

ALA of Northeast Indiana
802 W. Wayne St.

Fort Wayne, IN 46802-3996
(219) 426-1170

ALA of Northwest Indiana
6685 Broadway

Merrillville, IN 46410-3598
(219) 769-4264

ALA of Southwest Indiana
PO. Box 4136

Evansville, IN 47711-4136
(812) 422-3402

IOWA

ALA of lowa

1321 Walnut St.

Des Moines, IA 50309
(515} 243-1225

KANSAS

ALA of Kansas

P.0. Box 4426

Topeka, KS 66604-2419
(913} 272-9290

KENTUCKY

ALA of Kentucky

P.O. Box 969

Louisville, KY 40201-0969
(502) 363-2652

LOUISIANA

ALA of Louisiana

333 St. Charles Ave. #500
New Orleans, LA 70130-3180
(504} 523-LUNG

MAINE

ALA of Maine

128 Sewall St.
Augusta, ME 04330
(207) 622-6394

MARYLAND

ALA of Maryland

Heaver Plaza

1301 York Rd. #705
Lutherville, MD 21093-6010
(301) 494-1100

MASSACHUSETTS

ALA of Massachusetts

803 Summer St., 3rd Floor
South Boston, MA 02127-1609
(617) 269-9720

ALA of Boston

803 Summer St.

South Boston, MA 02127-1609
(617) 269-9720

ALA of Central Massachusetts
35 Harvard St.

Worcester, MA 01609-2873
(617) 756-5749

ALA of Essex County

239 Newburyport Tpk., Route 1
Topstield, MA 01983

(617) 887-6055

ALA of Middlesex County
PO. Rox 265
Burlington, MA 01803
(617) 272-2866

Norfolk County-Newton Lung Assn./
Affiliate of the ALA

25 Spring St.

Walpole, MA 02081

(617) 668-6729

ALA of Southeastern Massachusetts
PO. Box 43

Middleboro, MA 02346

(617) 947-7204

ALA of Western Massachusetts
393 Maple St.

Springfield, MA 01105

(413) 737-3506

MICHIGAN

ALA of Southeast Michigan
18860 W. Ten Mile Rd.
Southfield, MI 48075
(313) 559-5100

ALA of Michigan

403 Seymour Ave.
Lansing, MI 48933-1179
(517) 484-4541

ALA of Genesee Valley
PO. Box 529

Flint, MI 48501-0529
(313) 232-3177



MINNESOTA
ALA of Minnesota
614 Portland Ave.
St. Paul, MN 55102
(612) 227-8014

ALA of Hennepin County
1829 Portland Ave.
Minneapolis, MN 55404
(612) 871-7332

ALA of Ramsey County
614 Portland Ave.

St. Paul, MN 55102
(612) 224-4901

MISSISSIPPI
Mississippi Lung Assn.
P.O. Box 9865

Jackson, MS 39206-9865
(601) 362-5453

MISSOURI

ALA of Eastern Missouri
1118 Hampton Ave.

St. Louis, MO 63139-3147
(314) 645-5505

ALA of Western Missouri
2007 Broadway

Kansas City, MO 64108
(816) 842-5242

MONTANA

ALA of Montana
825 Helena Ave.
Helena, MT 59601
(406} 442-6556

NEBRASKA

ALA of Nebraska

8901 Indian Hills Dr. #107
Omaha, NE 68114-4057
(402) 393-2222

NEVADA

ALA of Nevada

P.O. Box 7056

Reno, NV 89510-7056
(702) 323-LUNG

NEW HAMPSHIRE
ALA of New Hampshire
P.O. Box 1014
Manchester, NH 03105
(603) 669-2411

NEW JERSEY
ALA of New Jersey
1600 Route 22 East
Union, NJ 07083
(201) 687-9340

ALA of Central New Jersey
206 Westfield Ave.

Clark, NJ 07066

(201) 388-4556

Delaware-Raritan Lung Assn.

RO. Box 2006
Princeton, NJ 08540
(609) 452-2112

NEW MEXICO

ALA of New Mexico

216 Truman N.E.
Albuquerque, NM 87108
(505) 265-0732

NEW YORK

ALA of Brooklyn

165 Cadman Plaza East #210
Brooklyn, NY 11201

(718) 624-8531

New York Lung Assn./
A Constituent of ALA
432 Park Avenue South
New York, NY 10016
(212) 889-3370

NEW YORK (continued)
ALA of Queens

112-25 Queens Blvd,
Flushing, NY 11375

(718) 263-5656

ALA of New York State
8 Mountain View Ave.
Albany, NY 12205-2899
(518) 459-4197

ALA of Cenlral New York
PO. Box 640;

Syracuse, NY 13217-6409
(315) 422-6142

ALA-Finger Lakes Region
1595 Elmuwood Ave.
Rochester, NY 14620
(716) 442-4260

ALA-Hudson Valley

35 Orchard St.

White Plains, NY 10603
(914) 949-2150

ALA of Mid-New York
23 South St.

Utica, NY 13501
(315) 735-9225

ALA of Nassau-Suffolk

210 Marcus Bled,
Hauppauge, NY 11788-3798
(516) 231-LUNG

ALA of Western New York
766 Ellicott St.

Buffalo, NY 14203

(716) 886-4655

NORTH CAROLINA
ALA of North Carolina

P.0. Box 27985, Main Office
Raleigh, NC 27611-7985
(919) 832-8326

NORTH DAKOTA
ALA of North Dakota

P.0. Box 5004

Bismarck, ND 58502-5004
(701) 223-5613

OHIO

ALA of Ohio

P.0. Box 16677

Columbus, OH 43216-6677
(614) 279-1700

ALA of the Miami Valley
PO. Box 902

Dayton, OH 45401
(513) 222-8391

ALA of Northern Ohio
4614 Prospect Ave. #307
Cleveland, OH 44103-4314
(216) 361-8000

ALA of Northwestern Ohio
Spitzer Building

520 Madison Ave. #225
Toledo, OH 43604-1319
(419) 255-2378

ALA of Southwestern Ohio
2330 Victory Parkway
Cincinnati, OH 45206-2885
(513) 751-3650

ALA of Stark-Wayne

1300 Christmas Seal Dr. N.W.
Canton, OH 44709-3398
(216) 456-8275

OKLAHOMA

ALA of Oklahoma

P.O. Box 53303
Oklahoma City, OK 73152
(405) 524-8471

ALA of Green Country Oklahoma
5553 8. Peoria

Tulsa, OK 74105-6821

(918) 747-3441

OREGON

ALA of Oregon

P.0O. Box 115
Portland, OR 97207
(503} 224-5145

PENNSYLVANIA

ALA of Pennsylvania

P.0. Box 4213

Harrisburg, PA 17111-0213
(717) 564-4850

ALA of Berks County
PO. Box 137
Reading, PA 19603
(215) 373-0253 or
(215) 3724322

ALA of Bucks County
PO. Box 251
errmglon, PA 18976
(215) 343-6420

Central Pennsylvania Lung
& Health Service Assn.

PO. Box 1632

Harrisburg, PA 17105-1632
(717) 234-5991

Christmas Seal Leaguel

American Lung Association Affiliate
2851 Bedford Ave.

Pittsburgh, PA 15219

(412) 621-0400

ALA of Delaware/Chester Counties
PO. Box 1329

West Chester, PA 19380-0019
(215) 692-4233 or

(215) 876-8297

ALA of Lancaster County
630 Janet Ave.

Lancaster, PA 17601-4584
(717} 397-5203

ALA of the Lehigh Valley
Valley Federal Building
Club Ave. & Union Blvd.
Bethlehem, PA 18018-2010
(215) 867-4100

ALA of Northeast Pennsylvania
PO. Box 115

Scranton, PA 18504-0115
(717) 346-1784 or

(717) 343-0987

ALA of Northwest Pennsylvania
352 W, 8th St.

Erie, PA 16502-1498

(814) 454-0109

ALA of Philadelphia & Montgomery County
1100 E. Hector St., 3rd Floor East
Conshohocken, PA 19428-0866

(215) 735-2200

South Alleghenies Lung Assn.
PO. Box 65

Johnstouwn, PA 15907

(814) 536-7245

ALA of South Central Pennsylvania
PO. Box 1125

York, PA 17405

(717) 845-3639

ALA of Southwestern Pennsylvania
409 S. Main St.

Greensburg, PA 15601

(412) 834-7450

PUERTO RICO

Asaciacién Puertorriquena Del Pulmén
GPO Box 3468

San Juan, PR 00936

(809) 765-5664

RHODE ISLAND
Rhode Island Lung Assn, |
10 Abbott Park Pl.

Providence, RI 02903-3703

(401) 421-6487

.SOUTH CAROLINA

ALA of South Carolina
1817 Gadsden St.
Columbia, SC 29201
(803) 765-9066,

(803) 765-0609 or
(803) 254-2711

SOUTH DAKOTA
South Dakota Lung Assn.
208 E. 13th St.

Sioux Falls, SD 57102
(605) 336-7222

TENNESSEE

ALA of Tennessee

P.O. Box 399

Nashville, TN 37202-0399
(615} 329-1151

TEXAS

ALA of Texas

3520 Executive Center Dr. #G-100
Austin, TX 78731-1606

{512} 343-0502

ALA-Dallas Area
PO. Box 190625
Dallas, TX 75219
(214) 521-2183

ALA/San Jacinto Area
777 Post Oak Blvd. #222
Houston, TX 77056
(713) 963-9935

UTAH

ALA of Utah

1930 South 1100 East

Salt Lake City, UT 84106-2317
(801) 484-4456

VERMONT

Vermont Lung Assn.

30 Farrell St.

South Burlington, VT 05401
(802) 863-6817

VIRGINIA

ALA of Vrglma

P.O. Box 7065
Richmond, VA 23221-0065
(804) 355-3295

ALA of Northern Virginia
9735 Main St.

Fairfax, VA 22031-3798
(703) 591-4131

VIRGIN ISLANDS
ALA of the Virgin Islands
P.0. Box 974

St. Thomas, VI 00801
(809) 774-2077

WASHINGTON
ALA of Washington
2625 3rd Ave.
Seattle, WA 98121
(206} 441-5100

WEST VIRGINIA
ALA of West Virginia
P.0. Box 3980
Charleston, WV 25339
(304) 342-6600

WISCONSIN

ALA of Wisconsin
10061 W. Lisbon Ave.
Milwaukee, Wi 53222
(414) 463-3232

WYOMING

ALA of Wyoming

P.0. Box 1128

Cheyenne, WY 82003-1128
(307) 638-6342

15



0451

AMERICAN :':

AMERICAN

LUNG
ASSOCIATION
of Kansas
®
The Christmas Seal People ®
4300 Drury Lane, Box 4426 (913) 272-9290
Topeka, Kansas 66604 1-800-432-3957

The American Lung Association—
the Christmas Seal People®—is the
oldest nationwide voluntary health
agency in the United States. Origi-
nally founded in 1904 to combat
tuberculosis, today the Association,
its 138 affiliated Associations
throughout the country and its med-
ical section, the American Thoracic
Society, are dedicated to the control
and prevention of all lung diseases
and some of their related causes,
including smoking, air pollution and
occupational lung hazards. ALA’s
public health education and research
programs are supported by donations
to Christmas Seals® and by other vol-
untary contributions.

® The Christmas Seal People ®

1740 Broadway
New York, N.Y. 10019-4374

LUNG ASSOCIATION
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