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INTRODUCTION

Tobacco use has been identified as the most important
risk factor regarding disease and death. The conse-
quences of tobacco use have become an issue of global
concern. The World Health Organization estimates that
3 million people die every year of tobacco-related dis-
eases. Without effective international tobacco control
programs, the death toll will increase to as many as 10
million people by 2030, and 7 million of these deaths
will occur in developing countries (Jha & Chaloupka,
2000). In Korea, the number of deaths attributable to
lung cancer just surpassed that of stomach cancer, which
was the number one cause of cancer death until 2000
(National Statistics Office, 2001). The primary factor is
the high tobacco use among Koreans, particularly among
men. The rate of tobacco use among Korean men is one
of the highest in the world. Sixty-five percent of males
aged 20 and above are smokers. There has been no de-
crease in this trend since 1995 (Korean Institute of

Health & Social Research, 2000). A 1990-1991
California survey estimated that 35.8% of Korean-
American men smoked, which was lower than that for
men in Korea. The smoking rates for Korean-Americans,
however, were the highest among Asian-Americans,
which were 24% for Filipino-Americans, 20.1% for
Japanese-Americans, and 19.1% for Chinese-Americans
(California Department of Health Services, 2002).

Tobacco use is the single most preventable cause of
death and disease in the United States. About 430,000
deaths are attributed to cigarette smoke each year.
Tobacco use costs the nation approximately $50 $73
billion, or about 7 10% of the total health care costs in
the United States. About 10 million people in the
United States have died of smoking-related causes - in-
cluding lung and other types of cancer, emphysema, and
other respiratory disease, and heart disease - since the
first Surgeon General’s report on Smoking and Health in
1964 (CDC, 2004a).

The landmark 1964 Surgeon General’s report on
Smoking and Health provided official evidence that ciga-
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rette smoke causes cancer and other serious diseases.
Since 1964, America has been engaged in an aggressive
effort to decrease tobacco use; this includes requiring
health warnings on all tobacco products; preventing to-
bacco ads on television and radio; legislating the cre-
ation of non-smoking sections on airlines and public
places; limiting a minor’s access to tobacco; increasing
the excise tax on cigarettes; providing tobacco preven-
tion and cessation programs to the public; and support-
ing tobacco counter-advertising. As a result, the smoking
rate in the United States has decreased from 42.4% in
1965 to 23.5% in 1999 (CDC, 2004a).

Although Korean men have one of the highest smok-
ing rates in the world, efforts to decrease smoking were
introduced only recently. The Korean Ministry of Health
and Welfare passed the Health Promotion Act in 1995,
started to collect funds for health promotion from ciga-
rette sales tax in 1997, and announced smoking control
strategies at the government level in 2001 (Ministry of
Health & Welfare (MOHW), 2002).

In the United States, cigarette smoking among adults
declined almost 50% since 1965, and there has been a
significant downward trend among youth since the mid-
1990s (CDC, 2004b). In Korea, however, annual tobac-
co sales increased continuously since the 1970s and the
total number of cigarettes has increased from 44,409
million cigarettes in 1970 to 104, 944 million cigarettes
in 2000 (MOHW, 2002). Therefore, there is a need to
compare and contrast the smoking control strategies of
Korea and the United States, in order to adopt effective
smoking control strategies for use in Korea. Successful
programs in the United States that reduce cigarette use
will provide valuable lessons to help Korea and other
developing countries effectively address the growing to-
bacco use epidemic.

This study was intended to compare smoking control
strategies between Korea and the United States. In par-
ticular, the following components of smoking control
strategies were compared; smoking control objectives,
structures, laws and regulations, funding, programs and
activities, research, and surveillance systems.

METHODS

Study Subjects
This study was intended to compare smoking control

strategies between Korea and the United States. The

comparison between these two countries was conducted
at the federal, state, and county levels. At the federal
level, the Ministry of Health and Welfare (MOHW) in
Korea and the Department of Health and Human
Services (US DHHS) in the United States were com-
pared. At the state level, two provinces (Gyeonggi
Province and Jeonbuk Province) in Korea and two states
(California State and Washington State) in the United
States were selected. The Gyeonggi and Jeonbuk
provinces are active in providing health services in
Korea. Related to tobacco programs, Gyeonggi Province
has focused on decreasing tobacco use among adoles-
cents such as operating smoking cessation schools for
teenagers and the intensified supervision of tobacco
sales to adolescents (The Province of Gyeonggi-Do,
2002). Jeonbuk Province concentrated on health center
smoking cessation programs such as campaigns and the
operation of smoking control demonstration schools
(The Province of Jeollabuk-Do, 2004).

California and Washington States have been providing
effective tobacco control services in the United States.
The California Department of Health Services created a
Tobacco Control Section and has been conducting
statewide media campaigns with an emphasis on pro-
moting laws and policies to protect people from expo-
sure to secondhand smoke (California Department of
Health Services, 2002). Likewise, Washington State
Department of Health began a Tobacco Prevention and
Control Program in 2000 and has taken a comprehen-
sive approach such as support for community and school
programs, public awareness media campaigns, and the
prevention of the sale of tobacco to minors (Washington
State Department of Health, 2004).

At the county level, two counties (Gwangju City in
Kyunggi Province and Jinan gun in Jeonbuk Province) in
Korea and two counties (Alameda County in California
State and King County in Washington State) in the
United States were selected. These counties have been
leading health care programs in their respective provinces
and states. According to the evaluation reports regarding
the demonstration health promotion services, both
Gwangju City and Jinan-gun provided various tobacco
control programs to their community residents for all age
groups, from preschoolers to the elderly. These were re-
garded as excellent smoking control programs (Lee, Kim,
Lee, & Lee, 2001). In Alameda County, the tobacco con-
trol program has been an integral part of the Public
Health Department. To reduce secondhand smoke and
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access to tobacco products by youth, the program has
provided education as well as promoted public health
policies (Alameda County Public Health Department,
2004). Similarly, King County was awarded grants from
Washington State to reduce the use of tobacco by youth
and to lower the exposure of secondhand smoke (Public
Health Seattle & King County, 2003).

Data Collection
The major data collection methodology used for this

study was an Internet search. Most of the government
information related to tobacco control for the United
States originated from the Internet sites of the US
DHHS, Center for Disease Control and Prevention
(CDC), National Institute for Health (NIH), and the
National Cancer Institute (NCI). In Korea, information
was taken from the Internet sites of the MOHW, the
health departments of provinces and counties, and anti-
smoking associations. With the universal use of the
Internet, most government organizations post their im-
portant research results and programs on their websites.
Therefore, data collection was mainly conducted through
an Internet search and insufficient information was com-
plemented through direct contact with the health de-
partment/agency.

Some of the study content, especially laws and regula-
tion, and information about funding, were collected via
direct contact with people who are working in the gov-
ernmental organizations, including the CDC, California
State, Washington State, Alameda County in California
State, and King County in Washington State in U.S. In
Korea, the following participated in the study, MOHW,
Gyeonggi and Jeonbuk Provinces, and Gwangju City and
Jinan-gun in Korea. Health care personnel, who were in
charge of smoking control programs in each organization,
were interviewed over the telephone. The contact num-
bers of these health personnel were identified through an
Internet search. A literature review was conducted to
compare the information regarding tobacco control pro-
grams in Korea and the United States. This study was lim-
ited to a comparison of government organizations only.
Therefore, programs provided by non-government organi-
zations were excluded from this study.

RESULTS

The study results were described by the seven compo-
nents of smoking control strategies: Smoking control ob-

jectives, structures, laws, funds, programs and activities,
research, and surveillance. Each component was com-
pared in relation to the two countries. If possible, they
were analyzed at the federal, state, and county levels. In
describing the results, data related to Korea were dis-
cussed first, followed by the U. S. information.

Smoking Control Objectives
Korea has been working on ‘People Health 2010’

which is the first national health objectives. It was re-
vised by a couple of research teams and reported by the
Ministry of Health and Welfare (2002). The national
health objectives consist of two major components:
Increasing the life span from 75.9 years in 2002 to 81.9
years in 2010 and a healthy life span from 66.0 years in
2002 to 75.1 years in 2010; and decreasing the rate of
death from chronic diseases such as cancer and diabetes,
and the prevalence rates of high blood pressure and
cerebro-vascular disease.

The objectives include four management plans: A
chronic disease management plan (cancer, high blood
pressure, diabetes, dementia); a healthy life style plan
(smoking control, exercise, nutrition); a mental, oral,
maternal and child health service plan; and emergency
services. The Korean national health objectives also in-
clude smoking control plans, and specify smoking relat-
ed objectives such as reducing the smoking rate among
male adolescents from 67.8% in 2002 to 30% in 2010
(MOHW, 2002).

The United States health objectives are entitled
‘Healthy People 2010’. Healthy People 2010 outlines a
comprehensive, nationwide health promotion and dis-
ease prevention agenda. It was designed to serve as a
roadmap for improving the health of all people in the
United States during the first decade of the 21 st centu-
ry. ‘Healthy People 2010’ was designed to achieve two
overarching goals: An increase in quality and years of
healthy lives; and eliminate health disparities. These two
goals are supported by 467 specific objectives in 28 fo-
cus areas.

Tobacco use is one of the 28 focus areas of ‘Healthy
People 2010.’ The goal of ‘Healthy People 2010’ regard-
ing tobacco use is to reduce illness, disability, the num-
bers of death related to tobacco use, and exposure to
secondhand smoke. The focus area of tobacco use has 21
specific objectives, which are divided into four compo-
nents: Tobacco use in population groups (4 objectives);
cessation and treatment (4 objectives); exposure to sec-
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ondhand smoke (5 objectives); and social and environ-
mental changes (8 objectives). The objectives are geared
towards four different types of tobacco: Cigarette smok-
ing, spit tobacco, cigars, and other products (Office of
Disease Prevention & Health Promotion, 2002).

Smoking Control Structure
The smoking control structure could be a government

or a private organization. For this study, only the govern-
ment institutions were included for the comparison be-
tween the two countries from the county to federal level.

In Korea, the Ministry of Health and Welfare has 5 di-
visions. Among those, the Division of Health Promotion
has 6 departments: Health policy, Public health, Disease
management, Cancer management, Mental health, and
Oral health. Smoking control is managed by the
Department of Health Policy, however, no specific smok-
ing control structures are illustrated in the organization
chart (MOHW, 2002).

In Kyunggi and Jeonbuk Provinces, the Bureau of
Health and Welfare has a Department of Health and
Hygiene. One of the activities of this department is
health promotion services. Once again, however, smok-
ing control areas are not evident in the provincial struc-
tures (Gyeonggi-Do, 2004; Jeollabuk-Do, 2004).

At the county level health center, there are four teams:
Health administration, health services, preventive medi-
cine, and screening. Health promotion services including
smoking control are provided by the health services
team. Most of the health promotion services provided by
the health centers are managed by a couple of health
care workers. It is not easy for them to fully implement
smoking control strategies that meet the needs of the
county (Gwangju City, 2004; Jinan-gun, 2004).

In the US DHHS, there are 8 areas. Among those, the
Center for Disease Control and Prevention (CDC) has
12 centers. The National Center for Chronic Disease
Prevention and Health Promotion is one of them, which
has 8 divisions including the Office of Smoking and
Health (OSH), which is the major organization for to-
bacco control at the federal level (CDC, 2002). In the
DHHS, not only the CDC, but also the National Institute
of Health (NIH) and the Substance Abuse and Mental
Health Services Administration (SAMHSA) have joined
together in tobacco control efforts.

At the state level, California and Washington States
have a tobacco control section within the Health
Department. At the county level, Alameda County in

California and King County in Washington have tobacco
control programs or sections in the organizational chart
of their health department (Alameda County Public
Health Department, 2004; Public Health Seattle & King
County, 2003).

Smoking Control Laws
The ‘Health Promotion Act,’ which was mandated in

1995, was a landmark for smoking control in Korea.
Activities of health promotion and smoking control were
specified in the contents of this Act. These included re-
quiring health warnings on cigarette packages, the ban-
ning or limiting of cigarette advertisements, restricting
cigarette vending machines, and restricting smoking ar-
eas. Also, the Act mentioned health promotion services
for the health centers. The counties and provinces follow
the ‘Health Promotion Act’ for smoking control (MO-
HW, 2002).

The United States has tobacco control laws at the state
and federal levels. The federal laws can be categorized
into six areas: Prohibiting tobacco advertising; requiring
health warning on tobacco packaging; prohibiting sales
of tobacco to minors; prohibiting smoking on flights;
banning tobacco products from children’s place; and re-
stricting smoking areas.

The state follows federal laws for tobacco control.
Some states, however, apply federal laws more strictly
than other states. California and Washington States are
the ones with rigorous tobacco legislation and laws
(National Drug Strategy Network, 1999; Washington
State Department of Revenue, 2002). Also, there are
specific state laws regarding tobacco control including
two major categories: Excise tax on cigarette and smoke-
less tobacco, and smoke-free indoor air restrictions
(CDC, 2004b; National Tobacco Information Online
System, 2001; Washington State Department of Health,
2004a).

Smoking Control Funds
In 1997, the Korea government actually started to col-

lect health promotion funds from cigarette tax (2 won ($
0.0015) / 1 pack) according to the Health Promotion
Act and it has totaled 9 billion won ($7 million) per
year. From 2002, the health promotion tax increased to
150 won ($0.125)/1 pack, therefore, the Health
Promotion Fund increased 7,500% since 2002. Within
the budget, however, only 3% (4.5 won/pack and to-
taled 20 billion won) goes to the National Health
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Promotion Programs. Approximately, 5 % of the Health
Promotion Funds earmarked for the National Health
Promotion Programs are allocated to smoking control
programs. As a result, less than $1 million goes to the
national smoking control effort (MOHW, 2002).

In provinces, there are no specific smoking control
budgets. Within the health budgets of the provinces,
however, matching funds could be provided for health
centers, which awarded the national health promotion
funds. In counties, if health centers apply for smoking
control plans and if they are accepted, they get a smok-
ing control budget from the MOHW. County health cen-
ters usually get co-sponsorship from the county govern-
ment for part of the total smoking control funds. For ex-
ample, 55% of Gwangju City’s health promotion budget
came from the MOHW and the other 45% was provided
by the county government (Lee et al., 2001). However,
there are no formal budgets for smoking control in the
counties and provinces.

At the federal level in the United States, the total
spending by the DHHS to prevent tobacco use and de-
pendency was more than $1 billion in the fiscal year
2001. The CDC provides national leadership to prevent
tobacco use to promote smoking cessation and reduce
exposure to environmental tobacco smoke with the fis-
cal year 2001 appropriations of approximately $104 mil-
lion. With the annually awarded President’s budget of
$558 million, scientists were able to investigate behavior
therapies and genetic factors for nicotine dependence.
The budget was also able to provide funding for innova-
tive research initiatives at the local, state, and national
levels. The President’s Budget was initiated in 1998 by
the Clinton administration and it was awarded to various
health and welfare programs annually since then (CDC,
2002; US Department of Health & Human Service,
2001).

At the state level, in 1998, the tobacco industry agreed
to pay the 50 states $246 billion to settle civil lawsuits,
which were filed to recoup billions of taxpayer dollars
spent treating tobacco-caused disease. A report by a
coalition of public health organizations found that most
states failed to fund tobacco prevention programs at the
minimum levels recommended by the CDC in 2001. In
California, they spend $3.44 per capita for tobacco con-
trol, which was 71% of the CDC’s recommended
amount in 2001, and this was increased to 83% in 2002.
In Washington, less was spent for tobacco control as
compared to California. Washington State spends $ 3.08

per capita on tobacco control, which was 62% of the
CDC’s recommended amount. When we look at the pro-
portion of tobacco control funds among the total budget
for the Department of Health (DOH) by state,
Washington state spends $26.25 million (8.3%) of the
total DOH budget, which was $317 million in the years
2002 2003 (Contra Costa County, California, 2004;
Washington State Department of Health, 2004b).

In Alameda County, the total health service budget
was $87 million in the fiscal year 2002 3. Among the
total budget, the tobacco control amount was $1.6 mil-
lion. In King county, the total health service budget was
$230 million, and the tobacco control budget was $ 1.4
million in 2002. The authority that provided this infor-
mation, however, mentioned that the tobacco control
budget in King County will be increased in the future
(Alameda County Public Health Department, 2004;
Public Health Seattle & King County, 2003).

Smoking Control Programs and Activities
The Korea MOHW announced smoking control poli-

cies in 2001, which included smoking control plans and
detailed schedules. The smoking control plans consisted
of four components: Minor smoking prevention, protec-
tion of passive smokers, supporting smoking cessation,
and building a smoking control service system (MOHW,
2002).

At the provincial level, there are no specific smoking
control programs or activities at the moment. Some
provinces, however, offer smoking cessation schools and
smoking cessation day events, and supervise the viola-
tion of the smoking related laws and regulations. At the
county level, some health centers, especially those se-
lected for health promotion demonstration projects, are
providing various smoking control programs for commu-
nity residents, such as smoking prevention programs for
kindergarten to school age children, a smoking cessation
camp for high school students, and cessation classes for
adults and the elderly (Lee et al., 2001).

In 2002, the MOHW funded about $80,000 per year
to each health center selected for health promotion pro-
jects. One hundred health centers out of 242 health cen-
ters were granted money from the Health Promotion
Fund from the MOHW and the grants totaled $8 mil-
lion. Therefore, the smoking control programs at the
health centers will be expanded in the near future.

In the United States, the CDC provides national lead-
ership for a comprehensive, broad-based approach to re-
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ducing tobacco use at the federal level. The following are
some of the activities of the CDC for tobacco control
(CDC, 2004a): Building state smoking control capacity
by providing funding and guidance, communicating in-
formation to the public, and facilitating actions through
partners.

Various programs are implemented at the state level.
Examples of the California and Washington State pro-
grams include: Community-based programs; school-
based programs; smoking cessation programs; public
awareness and education programs; youth access pro-
grams; surveillance and evaluation programs; and dis-
semination (California Department of Health Services,
2002; Washington State Department of Health, 2004b).

At the county level, specific programs are provided to
community residents. Programs from the Alameda
County and King County include education/training,
compliance check programs, the ‘Teens as Teachers’ pro-
gram, programs to provide educational materials for to-
bacco control, and programs for community grants.
There are health centers at the county level. The activi-
ties of the health centers are focused on primary health
care for uninsured people. Smoking control programs of
American health centers are not as comprehensive as
the programs in Korea (Alameda County Public Health
Department, 2004; Public Health Seattle & King
County, 2003).

Smoking Control Research
Since 1997, when the Health Promotion Fund was ini-

tiated in Korea, the MOHW also started to support
health promotion research with approximately 10% of
the total Health Promotion Fund. The smoking control
was included as one of the health promotion research
topics. The amount of grants awarded to smoking con-
trol research, which was $2 million, was less than 10%
of the total health promotion research fund in 2002. The
research application forms are available on the web.

The governments at the county and provincial levels
don’t routinely support smoking control research out of
their own fiscal year budget. The local health depart-
ment at county level, however, can apply for national
health promotion research funds to conduct smoking
control research. If the proposal submitted by the county
health department is accepted by the MOHW, the coun-
ty should match the funds awarded by the MOHW. The
local governments, however, are rarely awarded national
health promotion research funds, instead academic insti-

tutions and NGOs frequently receive the grants.
In the United States, the NIH conducts clinical re-

search on reducing children’s exposure to environmental
tobacco smoke, the psychological and physiological ef-
fects of nicotine dependence, as well as nicotine replace-
ment therapies. This is done with the President’s budget
of $558 million, an increase of $29 million over the fis-
cal year 2000 budget. The NCI awarded grants of $13
million to the New State and Community Tobacco
Control Initiative in the first year of a 4-year project,
which began in 2000. This research was geared toward
state and community tobacco control interventions. The
NCI and the National Institute on Drug Abuse recently
awarded $70 million to seven academic institutions in
order to create Transdisciplinary Tobacco Use Research
Centers (CDC, 2004a; National Cancer Institute, 2000;
National Institute on Drug Abuse, 2004; US Department
of Health & Human Service, 2001).

At the State level, some states apply for research funds
from the NIH and CDC. They also manage their own re-
search funds to support local counties. California State
spends $6.0 million a year in competitive research
grants. In Washington State, approximately $1.4 million
was set aside for tobacco control research that provides
support for community-based projects, regional commu-
nity linkage projects, ethnic networks, and statewide
projects (California Department of Health Services,
2002; Contra Costa County, California, 2004;
Washington State Department of Health, 2004b).

At the county level, the county may apply for state re-
search funds. They use the money to support the local
community’s tobacco control research activities. King
County spent $290,590 in the year 2001 2002 for to-
bacco control research and $370,000 in the year 2002-
2003 to support 25 local tobacco control grants
(Alameda County Public Health Department, 2004;
Public Health Seattle & King County, 2003). Federal,
state, and county agencies provide detailed application
guidelines on tobacco control research; application forms
are available on all governmental websites.

Smoking Control Surveillance
Surveillance involves the monitoring and evaluation of

tobacco use trends and health consequences in order to
determine the influence of tobacco on health problems
(MOHW, 2002). In Korea, there are three major surveil-
lance systems. Two surveillance systems are the adult
health behavior surveys conducted by the MOHW every
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year and every three years, separately. The other one is
the youth health behavior survey done by the Korean
Smoking Control Association every other year (Korean
Association of Smoking & Health, 2000).

In the United States, there are 17 data surveillance
systems that exist related to tobacco control. Among the
17 surveillance systems, the major national tobacco con-
trol surveillance are the Adult Tobacco Survey (ATS),
Youth Tobacco Survey (YTS), and the State Tobacco
Activities Tracking & Evaluation (STATE) system orga-
nized by the Office of Smoking and Health in the CDC;
the Behavioral Risk Factor Surveillance System (BRFSS)
by the Division of Adult and Community Health in the
CDC; and the Youth Risk Behavior Surveillance System
(YRBSS) by the Division of Adolescent and School
Health in the CDC (CDC, 2004c).

DISCUSSION AND RECOMMENDATIONS

The intention of this study was to compare seven

smoking control strategies between Korea and the
United States. Compared to the effort of the United
States, which was initiated in 1964, Korea’s smoking
control efforts just began in 1995, when the ‘Health
Promotion Act’ was mandated. Therefore, Korea could
learn from the experience of the United States with re-
gard to their successes and failures of their regional and
national smoking control strategies. This may assist
Korea’s efforts in reducing the harmful effects of tobacco
use. The seven smoking control strategies between two
countries are summarized in Table 1.

With regard to health objectives for smoking control,
Korea’s ‘People Health 2010’ does not provide specific
objectives for smoking control compared with ‘Healthy
People 2010’ of the United States. Therefore, further re-
search should be conducted to develop national health
objectives for various health issues and disease areas in-
cluding smoking control, which are specific, measurable,
and attainable health objectives for Korean health pro-
motion programs.

Lee et al. Comparison of Smoking Control Strategies    1385

Table 1. A comparison of Seven Smoking Control Strategies in Korea and the United States

Objectives

Structure

Law

Funding

Programs & activities

Research

Surveillance

Korea

‘People Health 2010’ specifies one smoking control
objective.

There are no specific smoking control sections in the
governmental infrastructure from the MOHW down
to the county government.

‘Health Promotion Act’ (1995) includes several
smoking control items. There are no provincial laws
in existence.

Nationally, about $3 million is spent on smoking
programs. Provinces and counties don’t have their
own smoking control budgets.

The MOHW announced smoking control policies in
2002. At the provincial level, there are no current
specific smoking control programs. At the county
level, some demonstrating health centers have spe-
cific smoking control programs.

The MOHW spends about $2 million per year for
health promotion research. Less than 10% of these
funds were allocated to smoking control research.

Three surveillance systems exist, two for adults and
the one for adolescents.

The United States

‘Healthy People 2010’ includes 21 smoking related
objectives among a total of 467 total objectives.

In the CDC, the Office of Smoking and Health is the
main office for smoking control. At the state and
county levels, there are specific smoking control sec-
tions showed in the organizational chart.

There are several federal and state laws related to
smoking control.

HHS was spending more than $1billion in 2001.
States and counties also set aside funds for the
smoking control budget.

Federal, state, and county governments have many
smoking control programs and activities. However,
health centers were not active in providing smoking
control programs.

At the federal level, the NIH ($87 million in 2000),
NIDA ($70million in 2000), and NCI ($13 million in
2000) sponsored smoking control research. States
(CA: $6 million) and counties (King County:
$370,000) also supported smoking control research.

Seventeen surveillance systems exist at the federal
and state levels. The following are the major ones:
Adult Tobacco Survey, Youth Tobacco Survey, State
Tobacco Activities Tracking & Evaluation,
Behavioral Risk Factor Surveillance System, Youth
Risk Behavior Surveillance System.



In the United States Office of Smoking & Health at the
federal level, and the Tobacco Control Section at the
state level, they have exclusive responsibility regarding
smoking control, whereas in Korea, there is no depart-
ment or division at the central or local government level,
which is in charge of smoking control. Therefore, a lack
of smoking control structures in various government lev-
els has made the effective provision of smoking control
programs more difficult in Korea.

In terms of smoking control laws, both countries have
similar laws. The Smoking Control Laws of the United
States, however, were more likely to focus on prohibiting
access to tobacco by youth and minors. Although both
countries have similar smoking control laws, the level of
compliance to such laws are significantly lower for
Koreans, because unlike in the United States, the super-
vision and surveillance of violations of the smoking con-
trol laws have not been strictly exercised in Korea.

Considering the fund for smoking control programs
and smoking related research, the National Health
Promotion Fund is the only source of awards and grants
for smoking control in Korea. In the United States, how-
ever, funds for smoking control were provided by the
various levels of government including local, state, and
federal governments and institutions. Furthermore, the
lack of funding from local government was a barrier in
starting these smoking control programs at the county
and provincial levels in Korea.

For smoking control programs and activities, health
centers at the county level have been at the core of
health promotion including smoking control programs,
and the provincial governments have played minor roles.
For effective smoking control programs, roles and re-
sponsibilities of each government level should be de-
fined so as to avoid duplication as well as to collaborate
on smoking control.

It is proposed that the experience of the United States
in smoking control policies and strategies would provide
benefits and ideas in order to decrease the Korea’s high
smoking rates. Based on the results of this study, the fol-
lowing recommendations are suggested related to smok-
ing control strategies in Korea. Although, the United
States exceeds Korea in many aspects of smoking con-
trol strategies since they have a longer history of con-
tributing to smoking control programs, recently intro-
duced smoking control programs in Korean health cen-
ters may provide lessons for health centers in the United
States. Therefore, recommendations for American health

centers were included along with suggestions for smok-
ing control strategies in Korea. Recommendations for fu-
ture smoking control programs of the two countries are
as follows: 

Specific and measurable smoking control objectives
should be included in Korean health objectives as
described in the Health People 2010 of the United
States. An example objective of the Health People
2010 includes ‘Reduce tobacco use in adolescents
from 40% in 1999 to 21% in 2010.’
Certain smoking control sections and personnel are
needed in the Korean governmental infrastructure
such as the Tobacco Control Section in California
State.
Smoking control laws should be more specific and
be strictly applied in Korea. There has been a loose
application of the policies and regulations related to
tobacco use in Korea, and violations of the tobacco
restriction laws have not been supervised.
Considering that Korea has the highest smoking rate
in the world, smoking control funds and research
funds should be substantially increased.
Smoking control programs and activities should be
developed for each governmental level-MOHW,
provinces, and counties in Korea. The role of the
central government (MOHW) may include providing
funds for smoking control research or establishing
tobacco restriction laws and regulations. Local gov-
ernments at the provincial level may develop vari-
ous smoking control programs and train local health
personnel for smoking control programs. The county
government is at the forefront of the smoking con-
trol programs. They should provide various smoking
control programs to their community residents and
develop local health policies related to the restric-
tion of tobacco use.
More diverse and frequent surveillance systems
should be developed in Korea. In particular, evaluat-
ing systems for smoking control services in the
provinces and counties are needed.
Smoking control activities of the health centers in
the United States should be more actively supported
as they are in Korea. Health centers in the United
States are prone to focus on primary health care ser-
vices, whereas Korean health centers are actively
participating in various health promotion programs.
Along with primary health care, various health pro-
motion programs including smoking control pro-
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grams should be provided by health centers in the
United States.
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