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ABSTRACT
The US Food and Drug Administration (FDA) applies the
Population Health Standard in tobacco product review
processes by weighing anticipated health benefits
against risks associated with a given commercial tobacco
product at the population level. However, systemic racism
(ie, discriminatory policies and practices) contributes to
an inequitable distribution of tobacco-related health
benefits and risks between white and Black/African
Americans at the population level. Therefore, Black-
centered, antiracist data standards for tobacco product
review processes are needed to achieve racial equity and
social justice in US tobacco control policy. Regardless
of whether FDA implements such data standards, non-
industry tobacco scientists should prioritise producing
and disseminating Black-centred data relevant to FDA’s
regulatory authority. We describe how systemic racism
contributes to disparities in tobacco-related outcomes
and why these disparities are relevant for population-
level risk assessments, then discuss four possible options
for Black-centred data standards relevant to tobacco
product review processes.

BACKGROUND

© Author(s) (or their
employer(s)) 2021. No
commercial re-use. See rights
and permissions. Published
by BMJ.
To cite: Cwalina SN,
Ihenacho U, Barker J, et al.
Tob Control Epub ahead of
print: [please include Day
Month Year]. doi:10.1136/
tobaccocontrol-2021-056704

In 2009, the Family Smoking Prevention and
Tobacco Control Act extended the US Food and
Drug Administration’s (FDA) regulatory authority
over pharmaceutical drugs to include the manufacture, distribution and marketing of commercial
tobacco products,1 including e-cigarettes and cigars
as of 2016.2 Consequently, FDA is responsible
for tobacco product review processes, including
premarket and modified risk tobacco product
applications. The ‘safe and effective’ evaluation
criteria employed by FDA for pharmaceutical drugs
are irrelevant when evaluating tobacco products.
Instead, the focus shifts to minimising harm at the
population level. As such, tobacco product review
processes apply a set of three criteria—together
referred to as the ‘Population Health Standard’—
to estimate the likely net public health impact of a
given tobacco product given the current status quo:
(a) risks and benefits to the population as a whole,
including users and non-users of tobacco products,
(b) increased or decreased likelihood that existing
users of tobacco products will stop using such products, and (c) increased or decreased likelihood that
non-users will start using tobacco products.3
In theory, the Population Health Standard
makes sense—data on population-
level benefits
are weighed against data on population-level risks
(eg, likelihood of cessation among all tobacco users
vs likelihood of initiation among all non-users in

the US population) and the balance of evidence
must lean in favour of anticipated public health
benefits rather than risks for any given tobacco
product. This is problematic in practice given an
overwhelming body of evidence demonstrating that
systemic racism creates an unbalanced status quo
in the USA.4–6 Decades of discriminatory policies
and practices in the USA result in unequal access
to healthcare, residential segregation, mass incarceration and police brutality, which greatly impact
population health and contribute to racial disparities in tobacco use and tobacco-
related health
outcomes,5–8 but systemic racism is not explicitly
considered in current data standards for tobacco
product review processes. Without antiracist data
standards, the default outcomes of tobacco regulatory decision-
making based on the Population
Health Standard as is disproportionately value
white Americans and devalue Black Americans—a
group that has experienced a long and well-
documented history of systemic racism in the USA.
To achieve equity in tobacco control, assessments of
population-level risks must consider that the baseline level of risk is not equal across the population.
On 4 March 2021, FDA released a funding
opportunity announcement calling for research
to establish data standards for ongoing tobacco
product review processes.9 This announcement may
encourage tobacco scientists to develop study aims
relevant to informing such standards, thus creating
opportunities to establish evidence-based, systemically antiracist data standards. We describe how
systemic racism contributes to disparities in tobacco-
related outcomes and why these disparities are relevant for population-
level risk assessments, then
discuss four possible Black-centred data reporting
requirements that could be formally imposed on
manufacturers submitting tobacco product applications (herein referred to as ‘firms’) and informally
adopted among non-industry tobacco scientists.

TOBACCO-RELATED RACIAL DISPARITIES AND
THE POPULATION HEALTH STANDARD

Existing evidence demonstrates that tobacco-
related racial disparities between white and Black
Americans are relevant to all three of the Population Health Standard criteria.

Risks and benefits to the population as a whole,
including users and non-users

In the context of the Population Health Standard,
‘risks’ may include both direct effects (eg, cardiovascular disease, nicotine dependence) and indirect
effects (eg, secondhand smoke exposure) associated
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with a tobacco product.3 Reviews of population-level public health
interventions have found that individuals who were formerly at
lower risk for adverse health outcomes prior to programme implementation derived more benefits compared with those who were
formerly at greater risk.10 This suggests that Black Americans—
who are at greater risk for nearly every major tobacco-related
disease relative to whites11—would likely receive fewer benefits
from population-level approaches to regulating tobacco products.
Direct and indirect risks related to tobacco use are further exacerbated by systemic and experienced racism in healthcare settings.
Black Americans experience poorer quality healthcare compared
with whites due to the impact of racial residential segregation on
access to healthcare,7 12 as well as implicit bias among healthcare
related disease
providers,13 which translates to poorer tobacco-
outcomes. On an interpersonal level, psychosocial distress caused
by experienced race-based discrimination in healthcare, employment, education, housing and a wide range of other structural
domains cumulatively increases the likelihood of tobacco use and
cardiovascular disease across the life course.12 14
Health risks associated with combustible tobacco use are greater
among Black users and non-users compared with whites. Although
Black smokers consume fewer cigarettes per day compared with
whites, Black smokers have a greater risk of lung cancer and
cardiovascular disease,15 and they are more likely to die prematurely from tobacco-
related disease compared with whites of
the same age.16 Further contradictory to what we would expect
given lower cigarette consumption among Black smokers relative
to whites, the prevalence of secondhand smoke exposure among
Black youth is substantially greater compared with their white
peers (66% vs 38%, respectively).17 The disproportionate health
burden of secondhand smoke exposure spans across the life course,
beginning in utero, and contributes to racial disparities in tobacco-
related morbidity and mortality.18 Smoking cessation is essential
for reducing health risks associated with secondhand smoke exposure, but Black smokers experience poorer cessation outcomes
compared with whites.19
The unbalanced baseline level of risk between white and Black
Americans is also driven by the complex power differentials
between the tobacco industry and Black communities that have
compounded over decades. The tobacco industry “regards African
Americans as a group with particular historic, social, and economic
vulnerabilities’,20 and, over the past several decades, sought to gain
trust and maintain a favourable public image among Black communities by building connections with nearly every Black leadership
organisation in the USA. For example, under the guise of generosity, the industry made significant donations to civil rights organisations that had difficulty securing funding from other sources;
however, the industry seemingly viewed such ‘donations’ as seed
funding for future profits generated from Black tobacco users.
Review of internal tobacco industry documents found that their
motivations for performative activism were to increase tobacco use
among Black Americans and gain public support (or lack of public
protest) for industry policy positions.20 Risk assessments must
consider how the tobacco industry has disproportionately influenced the environments where Black tobacco users and non-users
perceive tobacco products and make decisions about tobacco use.

Increased or decreased likelihood that existing users of
tobacco products will stop using such products

Although Black smokers make more quit attempts compared
with white smokers,19 Black smokers have lower cessation
rates.21 These trends defy logic yet are unsurprising when
considered in the context of systemic racism. Black smokers
2

are less likely to use evidence-based cessation pharmacotherapies while making a quit attempt, largely due to mistrust of the
pharmaceutical industry, disbelief about efficacy and fear that
is rooted in direct public health harm from US governmental
agencies (eg, police violence, Tuskegee syphilis experiment).22–24
Healthcare providers could play a key role in addressing these
concerns, but Black smokers are less likely than white smokers
to have insurance coverage or receive smoking cessation support
in healthcare settings.25 26 Moreover, at the interpersonal level,
Black smokers are more likely to experience race-based discrimination than whites, which is positively associated with tobacco
use and negatively associated with tobacco cessation.27 28
The disproportionate burden of low cessation rates is inherently linked to both race and certain product characteristics, such as mentholated tobacco and flavoured small cigars.
Menthol cigarettes are more difficult to quit than non-menthol
cigarettes,29 and Black smokers are more likely to use menthols
than white smokers (85% vs 29%, respectively).30 31 Additionally, Black tobacco users are more likely than whites to smoke
flavoured small cigars, which are associated with decreased
quit intentions and increased nicotine dependence.32 Cigars are
commonly sold as singles for prices less than $1 (compared with
cigarettes that can only be sold in packages of 20) and are more
accessible in predominantly Black neighbourhoods,33 34 illustrating how regulations related to specific product characteristics
(eg, minimum pack sizes for small cigars) could play a key role in
advancing health equity.

Increased or decreased likelihood that non-users will start
using tobacco products

Any nicotine exposure in non-users is harmful to health, particularly during adolescence and young adulthood due to increased
neural plasticity that increases the risk of developing nicotine
dependence.35 Psychological and physiological dependence on
nicotine sustains tobacco use, indirectly contributing to tobacco-
related morbidity and mortality.35 As described in the second
criterion, Black tobacco users have poorer cessation rates than
whites, thus preventing initiation among Black non-users is critical. Among the overall population, those who initiate tobacco
use later in life have a decreased risk of premature mortality relative to those who initiate at a younger age, and, on average, Black
users initiate tobacco use later in life compared with whites.36 In
theory, the observed later age of initiation among Black users
related
should be associated with decreased risk of tobacco-
disease, but this is not observed in practice; stratified analyses
have found that the decreased risk of premature mortality associated with later age of tobacco initiation is only significant among
white users—no differential effects by age of initiation have
been observed among Black users.36 This highlights a significant
limitation of study results that are not reported stratified by race.
Exposure to tobacco advertisements is a key driver of initiation
among non-users,1 and race-based tobacco marketing strategies
contribute to observed disparities in tobacco initiation.17 31 37 The
tobacco industry has a documented history of gathering extensive racial data on tobacco use patterns and collecting psychographic profiles among residents in neighbourhoods with high
concentrations of Black residents to pervasively market their
products to this population.38 Red-lining and the subsequent
impact of racial residential segregation facilitated such targeted
marketing practices.8 Formerly red-lined neighbourhoods with
high concentrations of low-income and Black residents have a
greater density of tobacco retailers and advertisements,8 particularly for combustible tobacco products.33 34 39 Race-based
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marketing played a significant role in the disproportionate use
of menthol cigarettes among Black (vs white) smokers,30 31
related
indirectly contributing to racial disparities in tobacco-
outcomes. Because menthol cigarettes facilitate smoking initiation,29 the disproportionate use of menthol cigarettes among
Black smokers translates to a disproportionate risk of initiation
(and subsequent sustained use via disproportionate risk of nicotine dependence)29 compared with whites.30 Although FDA has
recently announced its intent to ban menthol as a characterising
flavour in cigarettes and cigars, race-based marketing practices
for other products with various characteristics could further
contribute to health inequities and racial disparities in product
initiation.

BLACK-CENTRED DATA STANDARDS

While the tobacco industry bears responsibility for racial disparities in tobacco use and tobacco-related morbidity and mortality,
tobacco control policies to date have done little to rectify
the consequences of the industry’s actions. Tobacco-
related
outcomes among white users and non-users have been systemically prioritised and centralised in tobacco policy decision-
making, resulting in a limited knowledge base on differential
impacts by race from which to develop antiracist tobacco control
policies. Given the status quo of racial inequity in the USA, regulatory action should seek to address racial inequities, and this
approach requires Black-centred data.
First, FDA could require that firms report primary research
findings stratified by race to identify anticipated racial differences in net population harm associated with the product under
review. Although race is a social construct with no genetic or
biological basis,5 6 race indicator variables are necessary to
capture the effects of systemic racism on tobacco use and inform
evidence-based, antiracist tobacco control policies.4 Unstratified
estimates may preclude the ability to detect critical racial differences in tobacco-related health outcomes.
Second, FDA could require analytical samples with representative proportions of Black/African American research participants. Per the 2020 US census, approximately 13% of the US
population identified as Black or African American, therefore,
samples with fewer than 13% Black participants do not reflect
the US population. Data that are reasonably sampled and
modelled to represent the US population may yield more accurate assessments of anticipated public health benefits and risks.
Third, data standards could require direct comparisons of
certain product characteristics by race, including menthol products and cigar pack sizes. Considering the already disproportionate prevalence of combustible tobacco product use among
Black smokers, studies that directly compare product characteristics known to drive these disparities are needed to inform
policies that will balance the status quo, rather than maintain—
or potentially exacerbate—the unbalanced distribution of risks
associated with combustible product use.
Fourth, although firms are already required to submit example
marketing strategies, FDA could further require that firms
include the specific populations(s) that they intend to target, as
well as an assessment of other populations that could potentially
be exposed and impacted by such strategies—whether intentional or not. As described in the third criterion, exposure to
tobacco advertisements is a key driver of initiation among non-
users, and Black Americans are exposed to a greater volume of
tobacco advertisements.33 34 39
Potential data standards described here could provide FDA
with information needed to make antiracist regulatory decisions;
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however, tobacco firms could also exploit such standards for
their benefit. The tobacco industry already engages in racial
data gathering,38 thus legally requiring that firms report racial
data may exacerbate the impact of these harmful practices under
the guise of regulatory compliance. Any data standards that are
implemented should be evidence based and demonstrated to have
worked well in practice; partnering with the Black community
while developing antiracist data standards may reduce the likelihood of unintended consequences. Although this paper focused
specifically on comparisons between white and Black Americans,
the fundamental argument can be extended to other tobacco-
related disparities, including disparities among Hispanic/Latinx
and Indigenous populations, individuals with mental health
conditions and sexual and gender minorities. Black-
centred
evaluations of federal, state and local tobacco control policies
beyond tobacco product review processes described in this paper
are also needed.

CONCLUSION

Systemic racism contributes to disparities in tobacco use and
tobacco-
related morbidity and mortality between white and
Black Americans. To achieve racial equity and social justice
in tobacco control policy, Black-centred data are needed, and
data standards for tobacco product review processes could
be leveraged to meet this need. Regardless of such standards,
non-industry research provides another layer of data for FDA
to reference during regulatory decision-making. Non-industry
tobacco scientists should prioritise producing and disseminating
Black-centred data relevant to FDA’s regulatory authority over
tobacco products.

What this paper adds
►► Existing standards for tobacco product review processes

weigh anticipated health benefits against risks at the
population level, but tobacco-related racial disparities driven
by underlying social and economic inequities that are rooted
in systemic racism create an unbalanced status quo. On 4
March 2021, the US Food and Drug Administration released
a funding opportunity announcement calling for research to
establish data standards for ongoing tobacco product review
processes, and such data standards could be leveraged to
advance racial equity in tobacco control policy.
►► Through a Black-centred lens, we summarise existing
evidence of the many complex factors that contribute
to tobacco-related racial disparities, describe how these
contributing factors are relevant to existing criteria for
reviewing tobacco product applications and highlight
opportunities for future research seeking to inform data
standards for tobacco product review processes.
Twitter Sam N Cwalina @SamCwalina
Contributors SC developed the concept, synthesised available data and wrote
and edited the manuscript. UI and JB synthesised available data and wrote and
edited the manuscript. SS synthesised available data and contributed to writing
and editing the manuscript. MAP acquired funding support, provided supervision
and contributed to concept development, writing and editing. HW developed the
concept, synthesised available data, provided supervision and contributed to writing
and editing the manuscript. SC, UI, JB, SS, MAP and HW approved the manuscript as
submitted.
Funding Research reported in this publication was supported by grant number
U54CA180905 from the National Cancer Institute at the National Institutes of
Health and grant numbers T31RP2083 and T29DT0375 from the California Tobacco-
Related Disease Research Program.
3

Tob Control: first published as 10.1136/tobaccocontrol-2021-056704 on 15 September 2021. Downloaded from http://tobaccocontrol.bmj.com/ on October 5, 2021 at University of Southern
California. Protected by copyright.

Special communication

Disclaimer The funders had no role in the design and conduct of the study;
collection, management, analysis or interpretation of the data; or preparation, review
or approval of the manuscript.
Competing interests None declared.
Patient consent for publication Not required.
Provenance and peer review Not commissioned; externally peer reviewed.
ORCID iDs
Sam N Cwalina http://orcid.org/0 000-0002-0 117-3275
Sabrina L Smiley http://orcid.org/0000-0003-3202-7534

REFERENCES

1 United States Congress. Family smoking prevention and tobacco control act, 2009.
2 Food and Drug Administration, HHS. Deeming tobacco products to be subject to the
federal food, drug, and cosmetic act, as amended by the family smoking prevention
and tobacco control act; restrictions on the sale and distribution of tobacco products
and required warning statements for tobacco products. final rule. Fed Regist
2016;81:28973–9106.
3 Cahn Z, Drope J, Douglas CE, et al. Applying the population health standard to the
regulation of electronic nicotine delivery systems. Nicotine Tob Res 2021;23:780–9.
4 Borrell LN, Elhawary JR, Fuentes-Afflick E, et al. Race and genetic ancestry in medicine
- a time for reckoning with racism. N Engl J Med 2021;384:474–80.
5 Bailey ZD, Feldman JM, Bassett MT. How structural racism works - Racist policies as a
root cause of U.S. Racial Health Inequities. N Engl J Med 2021;384:768–73.
6 Boyd RW, Lindo EG, Weeks LD. On racism: a new standard for publishing on racial
health inequities. health affairs Blog, 2020. Available: https://www.healthaffairs.org/
do/10.1377/hblog20200630.939347/f ull/
7 Schpero WL, Morden NE, Sequist TD, et al. For selected services, blacks and Hispanics
more likely to receive low-value care than whites. Health Aff 2017;36:1065–9.
8 Kong AY, Golden SD, Berger MT. An intersectional approach to the menthol cigarette
problem: what’s race(ism) got to do with it? Crit Public Health 2019;29:616–23.
9 U.S. Food and Drug Administration Center for Tobacco Products. Funding opportunity
announcement number RFA-FD-22-002: data standards for tobacco research and
scientific review program, 2021.
10 Frohlich KL, Potvin L. Transcending the known in public health practice. Am J Public
Health 2008;98:216–21.
11 Giovino GA, Gardiner PS. Understanding tobacco use behaviors among African
Americans: progress, critical gaps, and opportunities. Nicotine Tob Res 2016;18:S1–6.
12 Davis BA. Discrimination: a social determinant of health inequities. Health Aff Blog
2020.
13 Maina IW, Belton TD, Ginzberg S, et al. A decade of studying implicit racial/
ethnic bias in healthcare providers using the implicit association test. Soc Sci Med
2018;199:1982:219–29.
14 Williams DR, Mohammed SA. Discrimination and racial disparities in health: evidence
and needed research. J Behav Med 2009;32:20–47.
15 Haiman CA, Stram DO, Wilkens LR, et al. Ethnic and racial differences in the smoking-
related risk of lung cancer. N Engl J Med 2006;354:333–42.
16 American Cancer Society. Cancer facts & figures for African Americans,
2019: 2019–21.
17 Campaign for Tobacco-Free Kids. Stopping menthol, saving lives: ending big tobacco’s
predatory marketing to black communities, 2021.
18 National Center for Chronic Disease Prevention and Health Promotion (US) Office on
Smoking and Health. The health consequences of Smoking—50 years of progress: a
report of the surgeon General. Centers for Disease Control and Prevention (US), 2014.
http://www.n cbi.nlm.nih.gov/books/NBK179276/

4

19 Kumar P, Gareen IF, Lathan C, et al. Racial differences in tobacco cessation and
treatment usage after lung screening: an examination of the National lung screening
trial. Oncologist 2016;21:40–9.
20 Yerger VB, Malone RE. African American leadership groups: smoking with the enemy.
Tob Control 2002;11:336–45.
21 Kulak JA, Cornelius ME, Fong GT, et al. Differences in quit attempts and cigarette
smoking abstinence between whites and African Americans in the United States:
literature review and results from the International tobacco control us survey. Nicotine
Tob Res 2016;18:S79–87.
22 Yerger VB, Wertz M, McGruder C, et al. Nicotine replacement therapy: perceptions of
African-American smokers seeking to quit. J Natl Med Assoc 2008;100:230–6.
23 Carpenter MJ, Ford ME, Cartmell K, et al. Misperceptions of nicotine replacement
therapy within racially and ethnically diverse smokers. J Natl Med Assoc
2011;103:885–96.
24 Ryan KK, Garrett-Mayer E, Alberg AJ, et al. Predictors of cessation pharmacotherapy
use among black and non-Hispanic white smokers. Nicotine Tob Res
2011;13:646–52.
25 Cokkinides VE, Halpern MT, Barbeau EM, et al. Racial and ethnic disparities in
smoking-cessation interventions: analysis of the 2005 National health interview
survey. Am J Prev Med 2008;34:404–12.
26 Bulatao RA, Anderson NB. National Research Council (US) panel on race, ethnicity,
and health in later life. Washington (DC): National Academies Press (US), 2004.
27 Webb Hooper M, Calixte-Civil P, Verzijl C, et al. Associations between perceived racial
discrimination and tobacco cessation among diverse treatment seekers. Ethn Dis
2020;30:411–20.
28 Webb Hooper M, Kolar SK, Hooper MW. Distress, race/ethnicity and smoking
cessation in treatment-seekers: implications for disparity elimination. Addiction
2015;110:1495–504.
29 Benowitz NL, Samet JM. The threat of menthol cigarettes to U.S. public health. N Engl
J Med 2011;364:2179–81.
30 Delnevo CD, Ganz O, Goodwin RD. Banning menthol cigarettes: a social justice issue
long overdue. Nicotine Tob Res 2020;22:1673–5.
31 Gardiner PS. The African Americanization of menthol cigarette use in the United
States. Nicotine Tob Res 2004;6 Suppl 1:55–65.
32 Rostron BL, Schroeder MJ, Ambrose BK. Dependence symptoms and cessation
intentions among US adult daily cigarette, cigar, and e-cigarette users, 2012-2013.
BMC Public Health 2016;16:814.
33 Smiley SL, Kintz N, Rodriguez YL, et al. Disparities in retail marketing for little cigars
and cigarillos in Los Angeles, California. Addict Behav Rep 2019;9:100149.
34 Giovenco DP, Spillane TE, Merizier JM. Neighborhood differences in alternative
tobacco product availability and advertising in New York City: implications for health
disparities. Nicotine Tob Res 2019;21:896–902.
35 National Center for Chronic Disease Prevention and Health Promotion (US) Office on
Smoking and Health. E-Cigarette use among youth and young adults: a report of the
surgeon General. Centers for Disease Control and Prevention (US), 2016. http://www.
ncbi.nlm.nih.g ov/books/NBK538680/
36 Roberts ME, Colby SM, Lu B, et al. Understanding tobacco use onset among African
Americans. Nicotine Tob Res 2016;18 Suppl 1:S49–56.
37 Garrett BE, Gardiner PS, Wright LTC, et al. The African American youth smoking
experience: an overview. Nicotine Tob Res 2016;18:S11–15.
38 Yerger VB, Przewoznik J, Malone RE. Racialized geography, corporate activity, and
health disparities: tobacco industry targeting of inner cities. J Health Care Poor
Underserved 2007;18:10–38.
39 Primack BA, Bost JE, Land SR, et al. Volume of tobacco advertising in African
American markets: systematic review and meta-analysis. Public Health Rep
2007;122:607–15.

Cwalina SN, et al. Tob Control 2021;0:1–4. doi:10.1136/tobaccocontrol-2021-056704

Tob Control: first published as 10.1136/tobaccocontrol-2021-056704 on 15 September 2021. Downloaded from http://tobaccocontrol.bmj.com/ on October 5, 2021 at University of Southern
California. Protected by copyright.

Special communication

