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The 846™ meeting of the Cattaraugus County Board of Health was held at The Point
Restaurant, 800 East State Street, Olean, New York on May 4, 2016.

The following members were present:

Dr. Joseph Bohan Julie Hamacher

Dr., Zahid Chohan Theresa Raftis

Dr. Giles Hamlin David Smith

Sondra Fox, RN James Snyder, County Legislator
Richard Haberer

Also present were:

Kevin D. Watkins, MD, MPH, Public Health Director
Mark Howden, County Attorney

Dr. Paul Schwach, Guest

Kenneth Dahlgreen, Guest Speaker

Richard Helmich Jr., County Legislator

Susan Labuhn, County Legislator

Robert Neal, County Legislator

Donna Vickman, County Legislator

Gilbert Witte, MD, Medical Director

Dave Porter, Hearing Officer

Rick Miller, Olean Times Herald

Susan Andrews, Director of Nursing

Kathy Ellis, Administrative Officer

Raymond Jordan, Sr. Public Health Sanitarian
Debra Lacher, Secretary to Public Health Director
Eric Wohlers, Director of Environmental Health

The meeting was called to order by Dr. Bohan. The roll was called and a quorum declared.

Mr. Haberer made a motion to approve the minutes of the Board of Health (BOH) meeting held on
April 6, 2016, it was seconded by Mr. Smith, and unanimously approved.

Dr. Hamlin made a motion to accept the Professional Advisory Minutes for April 20, 2016 this was

seconded by Dr. Witte, and unanimously approved.
“Public Health for Healthy Communities”
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DIRECTORS REPORT: Dr. Watkins reported that Zika virus is related to Dengue, Yellow Fever,
Japanese Encephalitis and West Nile Viruses. He went on to say that the virus is spread to people
primarily through the bite of an infected Aedes species mosquito. He stated that recent reports
indicates that the potential spread of the Zika virus in the United States is much wider than originally
reported and recent tests have confirmed that the Aedes albopictus mosquito, which is seen in New
York State, has the ability to transmit Zika virus like the Aedes aegypti mosquito seen in South and
Central America. He reiterated that an infection with the Zika virus is usually mild and that four out
of five people who are infected with Zika virus are asymptomatic. Individuals that are symptomatic
usually develops the symptoms between 2-7 days following the bite of an infected mosquito. The
most common symptoms are acute onset fever, maculopapular rash, joint pain, and conjunctivitis.
Hospitalization is very rare for these individuals, however earlier reports that Zika virus “may lead
to” microcephaly in babies of mothers who are infected with the Zika virus while pregnant has now
been described as “can cause” microcephaly in babies of mothers who are infected with the Zika
virus while pregnant. Dr. Watkins shared an article to those in attendance from The New England
Journal of Medicine that explains how researchers have come to the conclusion of the cause and
effect relationship of Zika virus exposure and microcephaly, he reiterated that not every pregnant
woman with Zika virus will have a child with microcephaly. He added that Zika virus testing is being
offered to pregnant women who have traveled to an area with active Zika virus transmission at any
point before or during pregnancy. Men and women who become ill with symptoms of Zika virus
within (4) weeks of travel to places where Zika virus has been transmitted are also being tested. New
York State Department of Health (NYSDOH) has developed a six step action plan to combat
potential transmission of the Zika virus in communities across New York State. Key components of
the plan include distributing larvacide tablets to residents, providing Zika virus protection kits to
pregnant women, and assembling a rapid response team in the event of a confirmed infection by the
Aedes mosquito. Local Health Departments are required to investigate any suspect cases of Zika
virus and to adopt an action plan. A copy of the department’s Zika Action Plan was distributed to
everyone in attendance and it outlines how the department will educate, monitor, and control Zika
virus in Cattaraugus County. Dr. Watkins, asked Dr. Bohan if he would entertain a motion to adopt
the Zika Action Plan prepared by the Health Department to submit to NYSDOH. Dr. Bohan asked if
there was any objections, none were noted, Dr. Chohan made a motion to accept the Zika Action
Plan as written, seconded by Dr. Hamlin, and unanimously approved.

Mr. Snyder asked on a scale of 1-10 how concerned should a citizen of Cattaraugus County be about
the Zika virus. Dr. Watkins responded that the Aedes albopictus mosquitos have not been identified
in Cattaraugus County however, travelers who travel to the areas where Zika virus is being
transmitted should be very cautious and wear protective clothing and/or use proper insect repellant.
He stated that recently travelers from Niagara and Erie counties returned back home from an
endemic area and was diagnosed with Zika virus. Our concern is that travelers returning home from a
Zika endemic area who have been infected with the virus potentially could be bitten by a mosquito in
our area and then that mosquito could transmit the virus to other residents. He reiterated that the type
of mosquito that could potentially transmit this virus to others has not been identified in Cattaraugus
County.
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Dr. Watkins remarked that for the past two years the department has been preparing for accreditation,
which has been a very challenging task for the department. He went on to say that the final phase of
the accreditation process has arrived as the accreditation site review team will visit the department on
May 11"-12th. They will speak to several key staff members and will spend an hour with both our
community partners and our governing entity. Dr. Bohan, Dr. Hamlin, and Mrs. Fox agreed to
represent the BOH. Donna Vickman, and Sue Labuhn will represent the County Legislators, and Jack
Searles, County Administrator, will be there as the liaison between the two governing entities.

Dr. Watkins stated that at the last BOH meeting there was an in-depth discussion regarding the
county health rankings and the importance of improving the heath outcome, in particular, reducing
the years of potential life lost, within our county. He recapitulated that this discussion revolved
around the leading causes of death within the community. He informed the board that in an attempt
to improve their county health outcome, last week Chautauqua County legislators passed a local law
that would prohibit the sale of tobacco products including electronic cigarettes to anyone under the
age of 21. He enumerated several reasons why increasing the age to 21 would benefit residents of
Cattaraugus County. Looking at the mortality within our community the (5) most common causes of
death include heart disease, cancer, chronic lower respiratory disease, diabetes, and unintentional
injuries. He stated that the most common causes of heart disease are hypertension,
hypercholesterolemia, diabetes, obesity, and tobacco. In Cattaraugus County the most common
causes of cancer in males are lung and bronchus followed by colon rectal, and then prostrate. In
females the most common causes of cancer would be lung and bronchus, breast, followed by
colorectal. He added that attributing factors to lung cancer are smoking, second hand smoke, radon,
and environmental factors. Dr. Watkins explained that when looking at the third leading cause of
death in our community which is chronic lower respiratory disease, that the term “chronic lower
respiratory disease” can include any one of a triad of respiratory illnesses (chronic bronchitis,
emphysema, or asthma). He went on to say that smoking is a common cause for this triad of
respiratory diseases in addition, other attributing factors includes occupational dust, chemicals, air
pollution, and genetic influences. He explained that diabetes (type 1 and type 2), which is the fourth
leading cause of mortality in Cattaraugus County is caused by a combination of genetic
susceptibility, and environmental factors. He added that the surgeon general released a report that has
identified smoking as an attributing factor to other chronic diseases (i.e. diabetes, ectopic pregnancy,
and rheumatoid arthritis) and cancers (i.e. liver and colorectal cancers).

Dr. Watkins summarize by explaining that in Cattaraugus County 28% of our adult residents admit
to smoking, this is the third highest smoking rate in New York State. He recapitulated why
Cattaraugus County should consider raising the smoking age rate from 18 to 21; he stated that
Cattaraugus County has four out of five of its leading causes of death associated with smoking. Other
reasons include that smokers are most likely to start early in life, nearly 9 out of 10 cigarette smokers
first tried smoking by age 18 and 99% first tried smoking by the age of 21. It will deter those who
cannot get to the smoke shops to buy tobacco products at a reduced price. Smoking is the single most
preventable cause of death and disease in the United States, in New York State, and in Cattaraugus
County.
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Dr. Bohan introduced Kenneth Dahlgreen, guest speaker, who is employed by Roswell Park. His
position at Roswell Park is a community engagement coordinator for a tobacco free Cattaraugus,
Allegany and Chautauqua counties. Mr. Dahlgreen is responsible for assistance with tobacco free
initiatives in the tri county areas such as tobacco point of sales, regulations, outdoor regulations, and
tobacco free housing and he played an intricate part with Chautauqua County passing the local law to
raise their smoking age to 21.

Mr. Dahlgreen stated that it is definitely an interesting time in the world of tobacco prevention. In the
last year the tobacco 21 movement has gained popularity. Especially in January when the state of
Hawaii became the first state to officially make it state law. The idea is not new, municipalities have
adopted this plan for the last ten years. The first major community was that of Needham,
Massachusetts.

Mr. Dahlgreen handed out two fact sheets. The first was prepared by NYSDOH. The second is a
personalized fact sheet specifically for Cattaraugus County. He stated that there is a lot of science
behind tobacco 21. The vast majority of lung cancer is directly related to smoking and the link to
Diabetes type I has been recently brought to light. Mr. Dahlgreen shared a personal story where he
developed Diabetes type [ after having been exposed to childhood second hand smoke. He stated that
tobacco is the leading cause of preventable death for Cattaraugus County, NYS and our nation. More
than 28,000 people succumb to smoking related deaths just in NYS alone. Surveys were completed
in the schools of Cattaraugus County where it was determined that the average smoking age begins at
12.3 years old. Most of these students are getting there cigarettes from high school peers. There are a
number of 18 and 19 year old students in high school who will purchase cigarettes and pipe line them
to the younger students. One of the reasons cited for raising the age to 21 is the fact that very few 21
year olds are hanging around with 15 year olds. Raising the age to 21 would eliminate this social
source of tobacco for underage individuals.

He went on to say that another important factor is that the development of the brain continues until
the mid 20’s and the effects of nicotine on the adolescent brain is almost identical to the effects of
heroin and cocaine (creating feelings of pleasure and satisfaction). That leads researchers to believe
that young people who develop a tobacco habit at the age of 12 or 13, have major brain (prefrontal
cortex) changes occurring. In addition, studies have proven that the younger a person begin smoking
the more serious the addiction.

Mr. Dahlgreen stated that current surveys show that 21% of high school seniors are using vaping
products. Individuals under the age of 21 are only responsible for 2% of cigarette sales but the
amount of nicotine that they are getting is setting them up for an addiction problem for the rest of
their life.

He went on to say, if there is a way to stop exposure to nicotine prior to the age of 21, at least to a
large degree, this will bring the adolescent smoking rate down, which will in turn, prevent many
others from becoming regular smokers and lower the adult smoking rate. In Needham, Massachusetts
when the tobacco 21 local law was passed 10 years ago, they were a small isolated community in the
midst of many other communities who did not change their smoking age. When the tobacco 21 law
went into effect, Needham had a 14% adult smoking rate, four years later the rate had dropped to 7%.
Not one retailer in Needham, Massachusetts closed due to the tobacco 21 law.
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Chautauqua County became the first county outside of the New York City area to pass the tobacco
21local law. This law makes compliance easier for stores as it is the same age for alcohol purchases.
Mr. Dahlgrren stated that it has been proven that when the drinking age was changed to 21 it saved
lives, and he expects nothing less from the tobacco 21 law. Seventy to seventy five percent of our
citizens are in support of this law including 70% of smokers. The tobacco 21 law in Chautauqua
County was actually started by their Board of Health, who sent a letter of support to the Legislature.
Dr. Witte interjected that it would be very important that e-cigarettes are included in this law if we
were to consider a resolution. E-cigarettes are the bridge to regular cigarettes for today’s youth. Mr.
Neal stated that he has known many young people who started chewing tobacco because they were
wrestlers and the coaches would promote chewing in order to enhance the player’s performance
because nicotine improved certain aspects of physiology and the spitting also helped players to make
weight. Passing the tobacco 21 law would help in this regards. Mr. Haberer suggested that in the past
the county had a program where young students would go to Little Valley to practice student
government and debate issues. He suggested that it might be helpful to have students debate the issue
as it will directly affect their age group.

Three points against changing the current law was presented by Mr. Haberer which included 18 year
olds are allowed to gamble in legally licensed premises, they are also allowed and encouraged to vote
for the President of the United States, and they are also allowed to serve in our military. Mr. Snyder
asked if the state law would preempt a county local law.

Mr. Howden answered that currently there is regulation like this in New York City, Suffolk County,
and some action potentially in Albany County. What has not been raised in court is if state law could
be preempted by county law. The health law which allows smoking at 18 has not yet been challenged
in any of these areas.

Mrs. Fox reminded everyone that Cattaraugus County was one of the leaders in the forefront to
" outlaw smoking in public places and we should continue forward and do everything we can to
improve our health outcomes. Dr. Witte asked if a law was passed would the Seneca Nation of
Indians be bound by this law, Mr. Howden stated they would not. Mrs. Labuhn stated that she grew
up in Salamanca with 7 brothers and sisters and only 2 did not smoke. The 5 siblings that smoked all
suffered from the medical conditions described in this handout. As a Board of Health and having a
background as a health professional, Mrs. Labuhn stated she feels that it is our obligation to do what
we can to reduce the tobacco rate in our county and she would help to support this local law if it was
presented to the legislature. Dr. Bohan stated that everyone should think about what was presented
today and at the next meeting a motion can be made to consider a resolution to have the county
attorney draft a local law to increase the tobacco purchasing age from 18 to 21 and present it to the
county legislature for adoption.

NURSING DIVISION REPORT: Mrs. Andrews reported that for communicable disease there
were (3) new Hepatitis C cases which were all individuals between 30-70 years of age, (2) unrelated
salmonella cases from Randolph that involved chicken exposure, (1) Campylobacter case in Ischua
which is under investigation. Last month, there were (23) cases of chlamydia, (6) gonorrhea cases,
she added that there has been a total of (22) gonorrhea cases for 2016 which surpasses our calendar
count for 2015. No further syphilis cases to report.
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Mrs. Andrews went on to say that there were no additional individuals tested for Zika virus this
month leaving the total of (4) for the year, all of which were negative. She stated that there was (1)
new elevated blood lead level (EBLL) to report, the EBLL was 16ug/dl (normal 0-9ug/dl) which was
found in a child in Cattaraugus who will be receiving a home visit today.

Mrs. Andrews stated that the immunization staff did go out to (13) provider offices for national
immunization week and provided immunization materials to the providers, with immunization rates
and lead testing rates for their practices, in order to provide further education.

Homecare referrals were actually lower this month than last.

She summarized by informing the board that the recently hired nurse practitioner will be starting on
May 13™, and will start by working a few part-time Saturdays until she can start full time in the
month of June.

Dr. Bohan introduced Dr. Paul Schwach who has generously volunteered to perform physicals at the
Health Department clinic. Dr. Schwach stated that he has had some affiliation with Erie County
during his residency program where he was a physician at the county jail for two years. He also had
affiliation with the Cattaraugus County clinic after he came to the area in 1981. At that time there
was an orthopedic clinic that he and another physician took turns in seeing patients for the county
however, that service is no longer provided.

ENVIRONMENTAL DIVISION REPORT: Mr. Wohlers informed the board that the department
has hired (2) college students who will start later this month, as program aides to assist in the
summer mosquito surveillance program. He added that this year the department will set out special
traps (biogents sentinel traps) to collect aedes albopictus mosquitos, the traditional light traps, and
the gravid traps are not effective in collecting these type of mosquitos.

Mr. Wohlers provided an update on the community development block grant, as the department is in
its third year of providing these funds to low income homeowners to have their failed septic systems
and water wells repaired/replaced. He stated that within the last two weeks the program completed
another four projects in addition, three more projects are out to bid.

Last year the state passed a law that allowed people to bring their companion dogs to outdoor seating
areas of restaurants. A companion dog is different from a service (working) dog. People have always
been allowed to bring in a “seeing eye” dog to a restaurant if they are required. The restaurant owner
must consent to allowing companion dogs in their outdoor seating areas. Official’s signs are being
prepared and can be displayed upon the owner’s consent.

Dr. Bohan asked if the mosquito dunks that Dr. Watkins spoke about last month were available from
the state to any residents yet. Mr. Wohlers answered yes they are available to any resident in New
York State.
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ENFORCEMENT REPORT: Mr. Porter reported on the following enforcement case from a
hearing held on April 5, 2016.

Docket #16-006

Thomas A. Gilray, Sr. 1474 Four Mile Road, Allegany, NY 14706 Violations: 1) 40 CFR
Sec.141.90 (f) as part of lead and copper monitoring. The respondent was required to provide
Cattaraugus County Health Department (CCHD) with a completed Notification Certification
Form and a copy of the consumer notice, that was delivered to the five (5) tenants, within ten
(10) days after delivery. The delivery deadline was 2/26/16. A violation notice, dated 3-8-16,
was issued to the respondent. A new deadline of 3-18-16 was given to submit the completed
Notification Certification Form and the required copy of the consumer notice. As of 3-21-16
the CCHD has not received the information. 1) IONYCRR Sec 5-1.42 (b) (3) respondent is to
collect lead and copper samples from the same sampling sites in each monitoring period. A
violation notice dated 3-8-16 was issued to the respondent. A new deadline of 3-18-16 was given
to submit the completed Change of Address Forms. As of 3-21-16 this information has not been
received.

Public Health Sanitarian: Chris Covert appeared for CCHD and was sworn in.
Respondent: Thomas Gilray did not appear but was properly served.

Recommendation: (1) That the respondent pay a $200.00 fine by 5-31-16 for non-compliance
of 40CFR Sec. 141.90 (f) and 10NYCRR Sec. 5-1.42 (b) (3).
(2) The respondent supply the completed Notification Certification Form and
the required copy of the consumer notice to CCHD by 5-31-16 re. 40CFR
Sec. 141.90 (f).
(3) The respondent submit the required Change of Address Forms to CCHD
by 5-31-16 re: 10 NYCRR Sec. 5.1.42 (b) (3).
(4) Failure to comply with all recommendations by 5-31-16 will result in a
$10.00 per day per diem to be levied until complete.

A motion was made by Mrs. Fox to accept Mr. Porter’s recommendation seconded by Mr. Smith,
and unanimously approved.

Dr. Watkins presented an appeal for Docket #15-037, John Tucker who was to pay a $75.00 fine by
April 30, 2016. Mr. Tucker did not confine his dog on his property for 10 days when directed by the
Health Department following a biting incident. However, the department has now located the animal
and Mr. Tucker has produced records demonstrating that the dog has been vaccinated. The individual
that was bitten has refused any post rabies vaccination and the department finds Mr. Tucker to be in
compliance. Mr. Tucker has made a request to the Board that his $10.00 per day per diem be waived
if he paid his fine of $75.00 by Friday May 6" citing undue financial hardship.

A motion was made by Mr. Snyder to accept the $75.00 fine as payment in full, waiving the per
diem, this was seconded by Mr. Smith and unanimously approved.
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Mr. Snyder asked if there were any updates to share about the opiate problem here within the county
in light of the recent meeting. Dr. Watkins stated that the department continues to learn about the
different resources available within the community. There are a number of organizations that are
working to assist opiate users and get them the help they need. However, the fragmentation of where
to locate these resources have been problematic and a heroin/opiate action plan is being developed.
One specific project that is being developed in the action plan is the development of a case manager
or a case coordinator who will have a position within the county in order for residents to have a
central contact number to assist any resident seeking help. That coordinator would refer the resident
to the appropriate resource within the county and follow-up with the resident to see that they
received the requested service. He added that in addition, a facility that can house individuals for
inpatient rehabilitation services is being considered for this area.

Dr. Watkins asked for approval to change the June Board meeting from June 1% to June 15" in order
for him to attend a meeting in Albany with the New York State Association of County Health
Officials INYSACHO). The state commissioner, Dr. Howard Zucker, will be in attendance to talk to
the NYSACHO Board and they are asking for 100% participation. He added that the July BOH
meeting would be cancelled, which would put us back in rotation for the next meeting to be held on
the first Wednesday of August. No objections were raised by the Board, and confirmation was given
by Dr. Bohan to change the date.

There being no further business to discuss, a motion to adjourn was made by Ms. Raftis, and
seconded by Mr. Haberer and unanimously approved.

Respectfully submitted,

KD Ll p10

Kevin D. Watkins, M.D., M.P.H.
Secretary to the Board of Health



CATTARAUGUS CounTY ZiKkA ACTION PLAN (ZAP)
In response to NYSDOH Article 6 — State Aid for General Public Health Work Program Guidance Statement / Zika Action Plan

Prevear. Framoae, Pratcet,
Caltarzngus County
Health Depareent

1. PLANNING REQUIREMENTS FOR ENHANCED HUMAN DISEASE MONITORING AND CONTROL:

Risk
Describe how your LHD will perform Anyone who lives in or travels to an area where Zika virus is found and has not already been infected with
'disease monitoring for human cases. Zika virus can become infected with Zika from mosquito bites. Once a person has been infected, he or she is

likely to be protected from future infections.
® This should include a description of case
|investigation procedures, including the | Exposure
\identification of the most likely source | 1. Through mosquito bites

‘of infection. Examples of sources of Zika virus is transmitted to people primarily through the bite of an infected Aedes species mosquito (A.
\infection may include travel to an areg | oegypti and A. albopictus). These are the same mosquitoes that spread dengue and chikungunya viruses.
\with active mosquito-borne Zika virus * These mosquitoes typically lay eggs in and near standing water in things like buckets, bowls, animal
\transmission; sexual transmission; dishes, flower pots and vases. They prefer to bite people, and live indoors and outdoors near people.
|blood transfusion; or possible local o Mosquitoes that spread chikungunya, dengue, and Zika are aggressive daytime biters. They
|acquisition of infection due to can also bite at night.

|mosquito exposure, and lack of other »  Mosquitoes become infected when they feed on a person already infected with the virus. Infected
risk factors. mosquitoes can then spread the virus to other people through bites.

2. From mother to child

* A mother already infected with Zika virus near the time of delivery can pass on the virus to her
newborn around the time of birth.

* A pregnant woman can pass Zika virus to her fetus during pregnancy. Adverse pregnancy and infant
outcomes associated with Zika virus infection during pregnancy are currently under study.

¢ To date, there are no reports of infants getting Zika virus through breastfeeding. Because of the
benefits of breastfeeding, mothers are encouraged to breastfeed even in areas where Zika virus is
found.

3. Through sexual contact

» Zika virus can be spread by a man to his sex partners.

* Inknown cases of sexual transmission, the men developed Zika virus symptoms. From these cases, we
know the virus can be spread when the man has symptoms, before symptoms start and after
symptoms resolve.

* Inone case, the virus was spread a few days before symptoms developed.

» The virus is present in semen longer than in blood.

4. Through blood transfusion

CCHD ZAP FINAL / Page 1 of 15
04/26/2016
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» Asof February, 1, 2016, there have not been any confirmed blood transfusion transmission cases in
the United States.

e There have been multiple reports of blood transfusion transmission cases in Brazil and during the
French Polynesian outbreak, 2.8% of blood donors tested positive for Zika.

Zika Testing

e All pregnant women who had sex (vaginal ,anal, oral) with someone who traveled to area with active
ZIKA (regardless of whether partner was symptomatic)

e Pregnant person who traveled to ZIKA area while pregnant

e Person of any age or sex with any of the following: fever, rash, joint pain, conjunctivitis during or within
4 weeks of travel to area with active ZIKA transmission

e Person of any age or sex with Guillain Barre who traveled to area with active ZIKA transmission

e travel and GB

Testing Process

Testing is available at the Wadsworth Center at no cost for people meeting the above criteria.

The provider must contact the local health department {LHD) where the patient resides for preauthorization
of Zika virus testing. Contact information and hours of operation for LHDs is available at
https://www.health.ny.gov/contact/contact information/ Cattaraugus County Health Department may be
contacted by calling 701-3415.

Cattaraugus County Health Department Lab is a NYSDOH Zika Virus specimen collection site. Hours of
operation are M-F Bam to 4pm. Lab supervisor may be reached at (716)701-3432.

If the patient resides in another state, the healthcare providers/or facility caring for the patient should
directly contact the NYSDOH at 1-888-364-4723 between 9AM and 6PM weekdays.

This process applies to all patients except neonates with microcephaly or intracranial calcifications born to
women who traveled to an area with active Zika virus transmission while pregnant.

Healthcare providers and facilities caring for these neonates should directly contact the NYSDOH at 1-888-
364-4723 between 9AM and 6PM weekdays for consultation and facilitation of testing.

The patient should be available to the provider during this call to the LHD. LHD staff will complete the
NYSDOH Zika virus testing authorization questionnaire with the provider and/or patient. The questionnaire is
available to LHDs via NYSDOH's Clinical Data Management System (CDMS)
http://health.ny.gov/gotoclinic/63

CCHD ZAP FINAL f Page 2 of 15
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If the patient provides an email address for use in CDMS, the authorization ticket will be emailed to them.
Specimen collection sites will accept a printed ticket or an image of the ticket on a smartphone. If they do not
have an email address, the LHD should use their health department email address for retrieval of the
authorization ticket and fax the ticket to the patient or directly to the specimen collection site.

If testing is approved by the LHD, the healthcare provider must provide the patient with a written
order/prescription for Zika virus testing that specifies serum and urine for polymerase chain reaction (PCR)
and serum for serology.

Patients must present for testing with both a written order from a NYS licensed healthcare provider

and LHD authorization {described below).

The order/prescription must clearly indicate the name, complete address and date of birth of the

patient and the NYS license number of the provider.

Patients who present for testing without a written order from a NYS licensed healthcare provider and

LHD authorization will be turned away.

LHDs should immediately notify their regional epidemiologist of the testing request.

Specimen Collection .

Serum: Collect at least six milliliters (ml) of blood in a serum tube {red top, serum separator tube, tiger top,
speckle top, gold top).

These tubes contain clot activator, so that serum can be readily obtained. Do NOT use blood tubes that
contain anti-coagulants such as green top, yellow top or purple top. Centrifuge the blood tube, transfer the
serum to a separate labeled tube (at least 3 ml serum required) and discard the clot. Seal the serum tubes
with parafilm.

Urine: Collect urine in a sterile cup with a minimum volume of 3 ml and a maximum volume of 20

ml. Close the lid tightly and seal with parafilm. Specimens that leak will not be tested.

Label the specimens: Failure to properly label a specimen will result in rejection and the specimen

will not be tested. Specimens must be labeled with:

Patient’s First and Last Names

Patient’s Date of Birth

Date and Time of Collection

All information on the specimen label must exactly match the information on Wadsworth's Infectious
Diseases Requisition {IDR) form (described below), including the spelling of the patient’s first and last names.
Specimen Handling: Storage and Shipment:

The storage and shipment of specimens may EITHER:

(1) If shipping within 48 hours of specimen collection, refrigerate immediately and ship on cold packs.

CCHD ZAP FINAL / Page 3 of 15
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(2) If shipping will be delayed more than 48 hours, refrigerate immediately, freeze within 48 hours of
specimen collection at -70 to -80 °C. Ship on dry ice.

Specimens that are not directly centrifuged should be immediately refrigerated and must be centrifuged and
the serum frozen within six hours. Specimens must be on cold packs when transported from the refrigerator
to the freezer during this 6 hour time period. Both the urine and serum need to be frozen at -70 to -80
degrees Celsius. Freezing preserves the integrity of the RNA in the samples.

Wadsworth's Infectious Diseases Requisition (IDR) form, is available at
http://www.wadsworth.org/sites/default/files/WebDoc/1065760803/infectious_diseases_requisition_DOH_4
463.pdf and must be completed in full and accompany each specimen being submitted on a non-NYC
resident.

If present, symptoms should be clearly noted on the IDR.

Follow shipping regulations for UN 3373 Biological Substance, Category B and UN 1875, Class 9 for dry ice.
Specimens must be shipped on dry ice to the Wadsworth Center, David Axelrod Institute, 120 New Scotland
Avenue, Albany, NY 12208. Label the outside of the package with storage conditions {-70 to -80C).

Results of Zika virus testing will be made available to the ordering provider through the submitting laboratory
and/or the LHD where the patient resides. Providers can access public health consultation for assistance with
interpretation of results by calling the NYSDOH Zika Information Line at: 1-888-364-4723 between 9AM and
6PM weekdays

Convalescent blood work is needed 3-4 weeks following any reactive tests and for any negative specimen that
was collected < 8 days from signs and symptoms or less than 3 weeks from last exposure.

Receipt of Reports
1. Reports of Zika virus disease are received by one or more of the following methods:
*  Secure NYSDOH Health Commerce System (HCS) Electronic Clinical Laboratory Reporting System
(ECLRS)
Telephone, mail or fax from hospitals, private medical providers, laboratories long-term care facilities,
schools, daycares, and/or private citizens.

Hospitals and providers must report suspected cases of Zika virus to the LHD where the patient
resides.

2. Mechanisms are in place to receive reports of Zika virus disease 24/7
ECLRS is checked at a minimum, once a day, 7 days a week.
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Main Cattaraugus County Health Department number (716-373-8050) is answered 24,/7.
The New York State Department of Health notifies individuals listed in the ECLRS Alert Staff role of the
HCS by phone for reports requiring immediate action.

Routing/Assignment of Investigations

1. Zika virus disease reports, received through any mechanism, are forwarded immediately upon receipt to
the Communicable Disease SCHN (Supervising Community Health Nurse) or designee in her absence, to
be logged, dated and initialed.

2. SCHN or designee reviews initial report and initiates prompt investigation

Communicable Disease Staff {CDS) Reviews Updated Zika Information and Patient Education Materials
1. CDS assigned to case will review Zika specific professional information from authoritative sources, such
as, but not limited to: https://www.health.ny.gov/diseases/zika virus/ and/or

http://www.cdc.gov/zika/

Notification of Healthcare Provider
1. CDS assigned to case will make initial contact to the Primary Care Provider (PCP) listed on the lab report
to:
*  Assist with interpretation of lab results \\health-olean2\Misys Homecare\Nursing Manual Clinic
Preventive\Communicable Disease\ZIKA
Verify diagnosis
Allow the healthcare provider the opportunity to notify the patient of his/her condition
Verify that the case/guardian is aware of the diagnosis.
Obtain additional information regarding the patient’s demographic information, contact information,
and clinical signs and symptoms (S/5).

Case Investigation
1. CDs assigned to case will investigate cases using form designated by NYSDOH or appropriate alternative
to elicit Zika specific information including, travel, sexual exposure, pregnancy, 5/S etc.
2. CDs initiates all case investigation in a timely manner. Investigations are primarily conducted via phone
but the following circumstances may require a Home Visit:
* 18 years old or younger
Hearing impairment or learning disability

Any case, deemed necessary by either the Director of Patient Services or the Public Health
Director.
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3.

4,

CDS contacts the patient, explains the purpose of the call, proceeds with the interview to gather the
epidemiological data and advises regarding control measures.

Possible steps may include but are not limited to the following, and may be carried out at any point in the
investigation:
Laboratory confirmation of the diagnosis

Creation of case definition

Implement control measures

Motification of appropriate health department staff; may include but are not limited to:

d.

i.

s@mpano

Supervisors

Health Director

Laboratory Director

Environmental Health Director

County Public Information Office

County Emergency Communication Center
County Emergency Medical Services
NYSDOH WRO Epidemiologist

See CCHD Zika Motification Tree

Development of line listing to track cases

Create a questionnaire for suspect cases and/or contacts as needed

Create an information letter for sexual contacts of a Zika case as needed

Data entry and analysis

Alert appropriate healthcare personnel and/or facilities

Update public hotline to include Zika disease specific information

Details of all investigations are entered into the NYSDOH HCS. Enter supplemental data into
Communicable Disease Electronic Surveillance System (CDESS) (within 15 days) When the diagnosis is
confirmed and all disease criteria are met make the report a case in CDESS.

Clusters, outbreaks, or a single case of a high-profile disease may require a wider effort. Notify the
NYSDOH immediately for any identified case of Zika virus disease.

Staff will strictly adhere to HIPPA regulations: disclosures are permitted to local and state health
departments for public health investigations and surveillance. Patient consent is not required. Health
care providers may ask for ID or a faxed request from LHD, use DOH-389 as this form.

CCHD ZAP FINAL / Page 6 of 15
04/26/2016




CATTARAUGUS CounTY ZIKA AcTiON PLAN (ZAP)
In response to NYSDOH Article 6 — State Aid for General Public Health Work Program Guidance Statement / Zika Action Plan

Describe how your LHD will perform
enhanced disease monitoring and
control.

This 'description must address:

1. Case investigation, with an increased
emphasis on determining whether local
transmission has occurred.

o Activities must include
electronic case reporting fe.g.,
CDESS, MAVEN).

2. Adjusting human disease monitoring if
local transmission via A. albopictus is

identified in your county, or if pools of A.

albopictus are found to be positive for
Zika.

3. Active disegse monitoring and disease
control, which may include the
following:

o Outreach to hospitals

Jhealthcare providers related to:

= Importance of physician
reporting;

= Criterio for reporting, and

= [nstructions for submission

1. CDS will conduct case finding activities with an increased emphasis on determining whether local
transmission has occurred.
o Activities will include electronic case reporting {e.g., CDESS, Electronic Syndromic Surveilfance.
o Interview of cases
o Outreach to hospitals /healthcare providers related to:
= [mportance of physician reporting;
= Criteria for reporting, and
= [nstructions for submission of appropriate laboratory specimens to Wadsworth Center.
o Regular calls to hospitals to canvass for suspect cases.
o Sending out health alerts to providers, requesting inclusion of Zika virus and other mosquito-borne
diseases in differential diagnoses.
o Reviewing CCHD mosquito surveillance data with CCHD environmental health staff including:
= Number and locations of A. albopictus traps
= Findings
2. CDS will intensify frequency and scope of above activities if A. albopictus is identified in Cattaraugus
County.
3. CDS will prepare a registry to collect information on Cattaraugus County residents identified as being
infected with Zika during pregnancy. This information could be used for future monitoring and follow-up
of birth outcomes. This will be used to report cases to the National Zika Birth Registry.
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of appropriate laboratory
specimens to Wadsworth

Center.

o Regular calls to hospitals to
canvass for suspect cases.

o Sending out health alerts to
providers, requesting inclusion
of Zika virus and other
maosquito-borne diseases in
differential dicgnoses.

© Ensuring that providers /
laboratories submit specimens
to Wadsworth Center for testing
if clinical illness is consistent
with Zika, even if commercial
testing is inconclusive or
negative.

2. PLANNING REQUIREMENTS FOR ENHANCED EDUCATION ABOUT ZIKA VIRUS:

1. Provide general overview of Zika virus to the general puh]i including:

Describe how your LHD will educate the a. Information regarding disease basics with emphasis on risk reduction/prevention - all

public and healthcare providers about information and materials used will be based on current CDC and/or NYSDOH websites such as
Zika virus and the ways to reduce risk http://www.cdc.gov/zika/prevention

of disease exposure.

b. Current status of Zika virus in Cattaraugus County - obtained from local data

This description should address educational
efforts related to: c. Current status of Zika virus in' NYS - obtained from NYSDOH

d. General prevention education includes the use of personal protective measures that reduce the
risk of mosquito bites including but not limited to staying indoors within screened, air-
conditioned rooms, wearing appropriate clothing, and using repellants.

e An overview of Zika, including how it is
transmitted and diagnosed.
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CDC and other health agency

recommendations, including travel
restrictions.

Use of personal protective measures
that reduce the risk of mosquito bites
when travelling. Examples of such
measures include, but are not limited to,
staying indoors within screened, air-
conditioned rooms, wearing appropriate
clothing, and using repellants.

General public education will be accomplished using the following venues:
o County website
o Facebook, Twitter
o Health fairs, and community presentations
o Materials placed in key areas in community
= Home/building stores that sell screens, dunks etc
= Refuse/tire collection sites
CDS will intensify frequency and scope of above activities and add PSA on local radio stations if
A. albopictus is identified in Cattaraugus County.

Educate traveling public on overview of Zika, with particular emphasis on current locations of active Zika
transmission, prevention measures, S/S to report to healthcare, and post travel recommendations based
on information found at http://wwwnc.cdc.gov/travel/page/zika-travel-information All clients of CCHD
clinic who are receiving travel vaccines will be educated in person by CDS.

Education provided to pregnant women will be more frequent and in-depth than for the general public

using information at http://www.cdc.gov/zika/pregnancy/index.html All clients of CCHD FP/STD clinic

who are not using effective birth control, are pregnant or are seeking pregnancy will be educated by
CDS/NP in person.
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Education of healthcare providers 1. CDS will conduct outreach to health care providers in Cattaraugus County, regarding risk reduction,
about Zika virus including risk, testing, testing, diagnosing and monitoring patients based on information found at: http://www.cdc.gov/zika/hc-
providers/index.html using any of the following venues: telephone calls, in person visits, presentation at
medical meetings, electronic communications and /or paper guidelines for offices.

diagnosing and monitoring

2. HCP will receive initial education and patient education materials for office. Outreach will be conducted
at intervals and whenever new guidelines become available. OB/GYNs will receive more frequent and in
depth outreach/education.

3. Outreachfeducation to HCP will be intensified if A. albopictus is identified in Cattaraugus County.

Describe how your LHD will educate 1. Individuals who have traveled, or who have sex with a person who has traveled to area with active Zika
appropriate persons on effective transmission will receive information regarding effective measures to prevent sexual transmission
measures to prevent infection through including abstinence, condom use, and/or other contraception.

sexual transmission (e.g., abstinence or

| 2. CDS will use information from this site as basis for education:
condom use).

http://www.cdc.gov/zika/pregnancy/thinking-about-pregnancy.htmil

3. Keyrecommendations include:

o M & F who were possibly exposed to the virus should wait for at least 8 weeks before attempting
conception

o Women DX'd with Zika should wait at least eight weeks after symptoms began before trying to
conceive, while men should wait at least six months

o Even if they do not feel sick, travelers returning to the United States from an area with Zika should
take steps to prevent mosquito bites for 3 weeks so that they do not spread Zika to uninfected
mosquitos. .
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Outline educational efforts related to
potential mosquito breeding habitats
‘and habitat reduction, which may
include standing water elimination,
trash cleanup, and standing water
treatment options.

1. Public education regarding standing water elimination, trash cleanup, and standing water treatment
will be accomplished using the following venues:

Q

o
o
Q
o

County website

Facebook, Twitter

Press Releases/Bulletins- Zika information

Health fairs, and community presentations

Materials placed in key areas in community:
Home/building stores that sell screens, dunks etc
Refuse/tire collection sites
Community volunteer organizations
Landlords and housing authorities

Describe how education about
mosquito-borne disease, specifically
Zika virus, and mosquito control are
currently conducted in your county.

Currently an education effort regarding mosquito-borne disease is done through our website and a
partnership with our local newspaper. Once our county is in “mosquito season” an article is shared with the
local newspaper regarding mosquito control techniques that the citizens can do around their property. Press
Releases/Bulletins- Zika information including medical, pregnancy, sexual transmission. WNV and EEEV
Mosquito Brochure. Social Media (Facebook, Twitter) account updates
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Provide a detailed plan on how
education about Zika virus, mosquito
control, and mosquito bite prevention
will change if local transmission of Zika
virus via Aedes Albopictus occurs.

e Education provided to pregnant women
and healthcare providers should be
more frequent and in-depth.

Issue press releases and bulletins in accordance with our Communications/Public Information Officer plan
#COM-02. Residents will be informed about increased surveillance and necessary precautions. Those at
higher risk will be urged to seek advice from their health care providers.

NYSDOH Health Advisories, CDC and CCDH Zika testing and diagnosis guidance and procedures emailed to all
hospital infection control departments, ERs, medical directors, obstetric providers, and health clinics

4. PLANNING REQUIREMENTS FOR MOSQUITO TRAPPING, TESTING, AND HABITAT INSPECTIONS:

Describe how your LHD will perform
mosquito collection activities, related
to mosquitoes generally, as well as
activities specific to A. albopictus.

The following planning elements should be
addressed:

e | Number / distribution of collection sites
e Equipment used

o | Types/number of mosquito traps

e |Number of pools collected

e Time period during which mosquito
|collection is performed

® How specimens are processed /

Currently 10 sites located along the Allegheny River Valley area which runs east to west through the lower
part of the County. -

10 CDC Light Traps, 1 Gravid Trap

Currently we are allowed to submit 10 pools a week for 20 weeks to the NYSDOH's Wadsworth Laboratory for
arbovirus testing.

May — August
Specimens are identified, pooled and shipped according to shipping regulations.

We are in the process of purchasing 2 - Sentinel 2 Mosquito Traps and chemical lure. Traps will be set in
populated areas at east and west ends of our traditional surveillance areas. Traps will be weekly so as not to
become larval sites.
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shipped to Wadsworth Center.

Describe how your LHD will identify
potential mosquito habitat(s) and
collect A. albopictus for testing.

e Populated areas
o Near thickets or vegetation (<200 yards from a residence)

® Fresh water or artificial containers (<200 yards from a residence)

Describe how your LHD will change its
mosquito surveillance activities if a case
of local transmission of Zika virus
occurs in within the county.

5. PLANNING REQUIREMENTS FOR

MOSQUITO CONTROL:

We would move the Sentinel 2 trap to the appropriate area. Recommend habitat be removed if possible (e.g.
artificial container, brush, etc.) Provide education materials to victim and immediate neighbors. Also, do
widespread education through the media.

Describe how your LHD will perform
mosquito control, including when
larviciding / adulticiding is conducted,
the equipment that used, and any
follow-up.

Identify and remove any breeding habitat that is possible especially artificial containers.
Ensure that the Onsite Wastewater System is functioning.
If proven necessary, we will recommend use of larvicide.

If found to be necessary to use chemical control of adult mosquitoes we will recommend according to current
CDC guidelines. :

(The above 2 are dependent on the availability of funding.)

Describe how individual home visits or
inspections will be performed and
documented.

A staff member will go to subject property. They will conduct a visual inspection of the outside for any
artificial breeding habitats and natural habitat. Also do inspection for barriers between house and outside.
Provide resident with education information. Potentially move a trap to this location. Form will be
developed and utilized for inspection.
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Describe how your LHD will
incorporate Mosquito Control Days as
part of your control efforts, in
cooperation with NYSDOH.

Mosquito control brochures will be distributed widely throughout the county. Mailer will be sent out to
Cattaraugus County residents advising them to take action to protect themselves from mosquito bites. Media
campaign encouraging residents to clean up their area, removing standing water, repairing screens, etc.

Describe, in detail, how the LHD will
change its mosquito control activities
if a Zika virus-positive mosquito pool is
found.

Intensify our surveillance by moving both traps to the area. Formally enforce the control of breeding in
artificial containers and potentially even natural habitat. Vector control -the risks associated with the possible
presence of infected, adult mosquitoes may require adulticiding to reduce the number of adult mosguitoes.

If such a situation arises when conditions still favor continued mosquito reproduction, larval control may also
be required to prevent recovery of mosquito populations. A target area would be delineated based on
surveillance and natural boundaries to mosquito migration. Ground or aerial ULV adulticiding or larviciding
would be chosen, depending on the area requiring treatment and other technical and epidemiological factors.
Follow-up adulticiding/larviciding interventions are likely to be required if transmission was taking place
relatively early in the season (July or August) but may not be necessary late in the season or if follow-up
surveillance indicates a high degree of success.

Once local transmission is identified,
Zika Rapid Response Teams (ZRRTs)
should be used to assist with active
disease monitoring.

6. PLANNING REQUIREMENTS FOR STATE-COORDINATED ZRRTS:

Identify staff for three ZRRTs: a
primary, secondary and tertiary team.

e |Of those identified for each of the
three ZRRTs, describe which staff can
act as (1) educators; (2)
epidemiologists, or other persons
experienced in disease investigation to

1} Beverly Bennett, Debra Nichols (Educators)
2} Chris Covert (Public Health Sanitarian)
3) Contact WR Vector Surveillance Program at 716-847-4508.

4) NYSDOH Epidemiologists
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conduct active surveillance; and (3)
site inspectors to advise on mosquito

control.

Additional planning considerations for
ZRRTs: ZRRTs will include NYS staff
representatives, as well as county staff,
as described above.
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Zika Virus and Birth Defects — Reviewing the Evidence
for Causality
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SUMMARY

The Zika virus has spread rapidly in the Americas
since its first identification in Brazil in early 2015,
Prenatal Zika virus infection has been linked to
adverse pregnancy and birth outcomes, most no-
tably microcephaly and other serious brain anom-
alies. To determine whether Zika virus infection
during pregnancy causes these adverse out-
comes, we evaluated available data using ecriteria
that have been proposed for the assessment of
potential teratogens. On the basis of this review,
we conclude that a causal relationship exists be-
tween prenatal Zika virus infection and micro-
cephaly and other serious brain anomalies. Evi-
dence that was used te support this causal
relationship included Zika virus infection at times
during prenatal development that were consis-
tent with the defects observed; a specific, rare
phenotype involving microcephaly and associated
brain anomalies in fetuses or infants with pre-
sumed or confirmed congenital Zika virus infec-
tion; and data that strongly support biologic
plausibility, including the identification of Zika
virus in the brain tissue of affected fetuses and
infants. Given the recognition of this causal rela-
tionship, we need to intensify our efforts toward
the prevention of adverse outcomes caused by
congenital Zika virus infection. However, many
questions that are critical to our prevention ef
forts remain, including the spectrum of defects
caused by prenatal Zilka virus infection, the de-
gree of relative and absolute risks of adverse out-
comes among fetuses whose mothers were in-
fected at different times during pregnancy, and
factors that might affect a woman’s risk of ad-
verse pregnancy or birth outcomes. Addressing
these questions will improve our ability to reduce
the burden of the effects of Zika virus infection
during pregnancy.

POTENTIAL RELATIONSHIP BETWEEN
ZIKA VIRUS INFECTION AND BIRTH
DEFECTS

Since the identification of the Zika virus in Bra-
zil in early 2015, the virus has spread rapidly
throughout the Americas (www.cde.govizika/
geofactive-countries.html). An increase in the
number of infants with microcephaly in Brazil
was first noted in September 2015, after the
recognition of Zika virus transmission in the
country earlier in the year'; this was followed by
the recognition of a similar increase in French
Polynesia after an outbreak there in 2013 and
2014.? Despite accumulating evidence that sup-
ports the link between Zika virus infection and
microcephaly, most experts have taken care not
to state that Zika virus infection is causally re-
lated to these adverse outcomes.? This cautious
approach toward ascribing Zika virus as a cause
of birth defects is not surprising, given that the
Iast time an infectious pathogen (rubella virus)
caused an epidemic of congenital defects was
more than 50 years ago, no flavivirus has ever
been shown definitively to cause birth defects in
humans,® and no reports of adverse pregnancy
or birth outcomes were noted during previous
outbreales of Zika virus disease in the Pacific
Islands.*¢

On the basis of the available evidence, the
public health response to the outbreak of Zika
virus disease has moved forward, with the dis-
tribution of health messages about the impor-
tance of mosquito-bite prevention, recommenda-
tions by public health authorities in some of the
most severely affected countries to delay preg-
naney, and advisories that pregnant women avoid
travel to areas with active Zika virus transmission.”
However, communications regarding Zika virus
have been challenging: a recent survey showed
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Table 1. Shepard’s Criteria for Proof of Teratogenicity in Humans as Applied to the Relationship between Zika Virus Infection and:
Microcephaly and Other Brain Anomalles.” - R T 3 : o
Criterion
Na. Criterion Evidence Criterion Met?
1 Proven exposure to the agent at one or On the basis of case reports, case series, and epidemiclogic studies of Yes
more critical times during prenatal ~ microcephaly that are associated with laboratory-conflrmed or pre-
development sumed Zika virus infection, the timing of Zika virus infection asseci-
ated with severe micracephaly and intracranial calcifications appears
to be in the late first or early second trimester.}?
2z Consistent findings by =2 high-quality On the basis of data from Brazil, the temporal and geographic associa- Partially
epidemiologie studies, with con- tion between Zika virus illness and cases of microcephaly is strong.!
tral of confounding factors, suffi-  Twe epidemiologic studies have been published. In a study in Brazil*
cient numbers, exclusion of posi- that used a prospective cohort design, 29% of women with Zika virus
tive and negative bias factors, pro- infection at any time during pregnancy had abnormalities on prenatal
spective studies if possible, and ultrasonography, some of which have not been confirmed postnatal-
relative risk =6 ly, In a study in French Polynesia,” retrospective identification of eight
cases of microcephaly and the use of serologic and statistical data
and mathematical modeling suggested that 1% of fetuses and infants
born te women with Zika virus infection during the first trimester had
microcephaly; the risk ratio in this analysis was approximately 50, as
compared with the baseline prevalence of microcephaly.
No other epidemiologic studies have examined this association to date.
3 Careful delineation of clinleal cases; 2 The phenatype has been well characterized In fetuses and infants with Yes
specifle defect or syndrome, if presumed congenital Zika virus infection, including microcephaly and
present, is very helpful other serious brain anomalles, redundant scalp skin, eye findings, ar-
throgryposls, and clubfoot, 428
The phenatype in some infants appears to be consistent with the fetal
brain disruptlon sequence,*®¥ which has been observed after infec-
tian with other viral teratogens.®
4 Rare environmental exposure thatis  Reports of fetuses and infants with microcephaly who are born to women Yes
associated with rare defect with brief periods of travel to countries with active Zika virus trans-
mission are consistent with Zika virus being a rare exposure, 11519
The defect, congenital micracephaly, is rare, with a birth prevalence of
approximately 6 cases per 10,000 liveborn infants, accarding to data
from birth-defects surveillance systems in the United States.”
5 Teratogenicity in experimental animals Mo results of an animal model with Zika virus infection during pregnancy No
impartant but not essential and fetal effects have yet been published.
6 Association should make biologic Findings are similar to those seen after prenatal infection with some oth- Yes
sense er viral teratogens (e.g., cytomegalovirus, rubella virus).
Animal models have shown that Zika virus is neurotropic,”?* which sup-
ports biolagic plausibility.
Evidence that Zika virus infects neural progenitor cells and produces cell
death and abnormal growth,” along with evidence of Zika virus in
brains of fetuses and infants with microcephaly, on the basis of im-
munohistochemical staining and identification of Zika virus RNA and
live virus,'*"? pravides strong biologic plausibility.
7 Proofin an experimental system that  This criterion applies to a medicationi or chemical exposure, not ta infec- NA
the agent acts in an unaltered state tious agents.

* The criteria listed here were proposed by Shepard.® Criteria 1, 2, and 3 or criterla 1, 3, and 4 are considered to be essential, whereas criteria
5, 6, and 7 are helpful but not essential. Partial evidence is insufficient to meet a criterion. NA denotes not applicable.

tal abnormalities were abserved in 12 (29%); none
of the 16 women with negative tests had fetal
abnormalities. The abnormalities that were ob-
served on ultrasonography varied widely, and some
findings lacked postnatal confirmation because
the pregnancies were ongoing."

A retrospective analysis after the 2013-2014

outbreak of Zika virus disease in French Polyne-
sia identified eight cases of microcephaly; the
authors used serologic and statistical data and
mathematical modeling to estimate that 1% of the
fetuses and neonates who were born to mothers
who had been infected with Zika virus in the
first trimester had microcephaly? — a prevalence
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~Table 2. Bradfurcl' Hill Criteria for Evidence of Causaﬂun as’ Applled tathe Heialmnship between Zika Virus Infection
and Mlcrucephaly and Olher Brain AI‘I‘D]‘HE"E* !

Criterion Evidence Criterion Met?

Strength of association A recent epidemiologic study from French Pelynesia suggests a strong asso- Yes
ciation between prenatal Zika virus infection and microcephaly (estimat-
ed risk ratio, approximately 50).2
The substantial increase in the number of cases of micracephaly and ather
brain anamalies that have been associated with the Zika virus outbreak in
Brazil suggests a strong association.h?

Consistency Twao epidemiologic studies, one from Brazil and one from French Paly- Yes

nesia, ™ support the association between prenatal Zika virus infection
and microcephaly and other serious brain anomalies.

The observed increase In the number of cases of microcephaly after out-
breaks of Zika virus infection in Brazil and French Polynesia, as well as
preliminary reports of cases in Colombia, support consistency.)

Case reports of Zika virus infection in fetuses or infants with microcephaly or
other brain anomalies who were born to mothers who traveled to areas of
active Zika virus transmisslon support consistency, %181

Specificity Other causes of microcephaly exist; however, on the basis of elinical deserip- Yes
tians that are H\railahr for a small number of infants with presumed can-
genital Zika virus infection, the clinical phenotype linked to the Zika vi-
fus appears to be an unusual form of microcephaly that is consistent with
the fetal brain disruption sequence.

Temporality Zika virus Infection In mothers during pregnancy precedes the finding of mi- Yes
cracephaly or other brain anomalies in fetuses or infants. 1%
Zika virus outbreaks in Brazil and French Polynesia preceded the increase in
the number of cases of micracephaly.'?

Biologic gradient Infection is a phenomenon that is either present or absent; there is no dose~ NA
response relationship.
No data are available regarding whether wornen with an increased viral load
have a higher risk of adverse pregnancy or birth outcomes.

Plausibility Findings are similar to those seen after prenatal infection with some ather vi- Yes
ral teratogens (e.g., cytomegalovirus and rubella virus)
Evidence that Zika virus infects neural progenitor cells and produces cell
death and abnormal growth,” along with evidence of Zika virus In brains
of fetuses and infants with microcephaly, on the basis of on immunohis-
tochemical staining and Identification of Zika virus RNA and live vi-
rus, 1449 provides strong biologic plausibility.

Coharence No results in an animal mode| of effects of Zika virus on pregnancy have yet Yes
been published, but animal medels have shown that Zika virus is neura-
tropic,” a finding that is consistent with prenatal Zika virus infection
causing microcephaly and other brain anomalies.
Zika virus infects neural progenitor cells and produces cell death and abnor-
mal growth,? a finding that is consistent with a causal relationship be-
tween Zika virus infection and microcephaly.

Experiment No experimental animal madel of Zika virus teratogenicity is avallable. No

Analogy Na ather flavivirus has been shown to definitively cause birth defects in hu- Yes
mans, but flaviviruses, Wesselsbron and Japanese encephalitis viruses,
have been shown to cause stillbirth and brain anomalies in animals.”
Findings are similar to those seen after prenatal infection with other vlral te-
ratogens (e.g., cyromegalovlrus. rubella virus).

* The criteria listed here were proposed by Hill.*® We have updated a recent analysis by Frank et al.*

with severe brain anomalies after maternal infee-
tion at 11 weeks of gestation.'® Furthermore, Zika
virus efficiently infects neural progenitor cells
and produces cell death and abnormal growth,
thus providing a possible mechanism for micro-

cephaly.” The seventh criterion, proof in an ex-
perimental system that the agent acts in an un-
altered state, is aimed at medications or chemical
exposures and does not apply to infectious agents.
Thus, given Shepard’s criteria as a framewarl,
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Introduction

2015 Prevention Needs Contents: percentage  of  students  who
participated from your community.

Assessment Suwey Introduction The sample size for this survey
Profile Report The Risk and Protective | 50, o coon ey 0% students 1F
o or more of the students sample

This report summatizes the findings Factor Model of participated, the report is a good
from  the  Prevention  Needs gumta::“ Abuse indicator of the levels of substance

revention

Assessment (PNA) Survey that was
conducted during 2015. The results are
presented along with comparisons to
national data sources such as the
Monitoring the Future Survey (only
grades 8, 10, and 12 are surveyed) and

Building a Strategic
Prevention Framework

Validity Measures

use, risk, protection, and antisocial
behavior. If fewer than 60%
participated, a review of who
participated should be completed ptior
to generalizing the results to the entire
community.

the Bach Harrison Norm (BH Norm), How to Read the Charts
which consists of a large, weichted, ;
ot gails &% | Wrig Tools for Assassrmant The Risk and Protective

and Planning Factor Model of Substance
The survey was designed to assess LS, Abuse Prevention
st aite? jnwlvmem'?nﬂ a specific set ATOD and Antisocial
of problem behaviors, as well as their Behavior Charts Many states and local agencies have
exposure to a set of scientifically validated Risk and Protective adopted the Risk and Protective Factor
risk and protective factors. The risk Factor Charts Model to guide their prevention
and protective factors have been efforts. The Risk and Protective Factor
shown to influence the likelihood of Risk and Protective Model of Prevention is based on the
academic success, school dropout, Factor Scale Definitions simple premise that to prevent a
substance  abuse, violence, and ptoblem from happening, we need to
delinquency among youth. Data Tables identify the factors that increase the

Table 1 contains the characteristics of
the students who completed the survey
from your community. When using the
information in this teport, please pay
attention to the number and

Drug Free Communities
and Youth Perception of
Substance Use Report

Contacts for Prevention

Table 1. Characteristics of Participants

Cattaraugus County

2011

2013

Mumber

Numbsar

1760

wa

165

306

342

355

risk of that problem developing and
then find ways to reduce the risks. Just
as medical researchers have found risk
factors for heart disease such as diets
high in fat, lack of exercise, and
smoking; a team of researchers at the
University of Washington have defined
a set of nsk factors for youth problem
behaviors.

Risk factors are characteristics of
school, community, and family
environments, as well as characteristics
of students and their peer groups that
are known to predict increased
likelihood of drug use, delinquency,
school dropout, teen pregnancy, and
violent behavior among youth, Dr. J.
David Hawkins, Dt Richard F.
Catalano, and their colleagues at the
University of Washington, Social
Development Research Group have
investigated the relationship between
risk and protective factors and youth
problem behavior. For example, they

Table 1. represents the tofal survey population. Students were given the option to skip questions, and not all students completed the survay. The percantages In
remaining tables/figures of this repart reflect the percent of students responding to each guestion, rather than the percent of the total survay population.

2




Risk and Protective Factors

The Risk and Protective Factor
Model of Substance Abuse
Prevention (Continued)

have found that children who live in
families with high levels of conflict are
more likely to become involved in
problem behaviors such as delinquency
and drug use than children who live in
families with low levels of family

conflict.

Protective factors exert a positive
influence or buffer against the negative
influence of risk, thus reducing the
likelihood that adolescents will engage in
problem behaviors. Protective factors
identified through research reviewed by
Drs. Hawkins and Catalano include
social bonding to family, school,
community and peers; healthy beliefs
and clear standards for behavior; and
individual characteristics. For bonding to
serve as a protective influence, it must
occur through involvement with peers
and adults who communicate healthy
values and set clear standards for
behavior. Research on risk and
protective  factors has  important
implications for prevention efforts.

The premise of this approach is that in
order to promote positive youth
development and prevent problem
behaviors, it is necessary to address
those factors that predict the problem.

By measuring risk and protective factors
in a population, prevention programs
can be implemented that will reduce the
elevated risk factors and increase the
protective factors. For example, if
academic failure is identified as an
elevated risk factor in a community, then
mentoring, tutoring, and increased
opportunities and rewards for classroom
participation can be provided to improve

academic performance. The chart to the

right shows the links between the 20 risk factors and the six problem behavlors The check marks have been placed

Family

School

Community

Peer / Individual

in the chart to indicate where at least two well designed, published research studies have shown a link between the

risk factor and the problem behavior.




Building a Strategic Prevention Framework

1

The survey is an important data source for the Substance Abuse and Mental Health Services Administration (SAMHSA)
Center for Substance Abuse Prevention (CSAP) Strategic Prevention Framework (SPF). CSAP created the SPF model to
guide states and communities in creating planned, data-driven, effective, and sustainable prevention programs. Each part
represents an interdependent element of the ongoing process of prevention coordination.

sssment: Profile Population Needs, Resources, and Readiness to Address the Problems and Gaps in
Service Delivery. The SPF begins with an assessment of the needs in the community that is based on data. One of
the primary sources of needs assessment data is this Prevention
Needs Assessment Survey (PNA). While planning prevention
services, communities are urged to collect and use multiple
data sources, including archival and social indicators,
assessment of existing resources, key informant interviews,
and community readiness. The PNA results presented
in this Profile Report will help you to identify
needs for prevention services. PNA data I__,;:"-"-:'

: y >
include adolescent substance use, Pat

_‘L.“ ¥ l;,"!r‘l‘g]'w.

ST L

p o |
anti-social behavior, and many of g a
the risk and protective factors -l
that predict adolescent

problem behaviors. | ! I ; “ i {, ) ﬂ ,b '| |"|- 4

Sustainability

Bmld Capacity to Address

and
Needs. Engagement of key
stakeholders at the State and c'-“tural

community levels is critical to plan : wC mpﬂten
and  implement successful ™ oy N
prevention activides that wﬂl be ' L Al
sustained over time. Some of the key tasks to
mobilize the state and communities are to
work with leaders and stakeholders to lmplementation
build coalitions, provide training, leverage
resources, and help sustain prevention
activities.

Planning

Develop a Comprehensive & \
Strategic Plan. States and communities should Ly
develop a strategic plan that articulates not only a
vision for the prevention activities, but also strategies for
organizing and implementing prevention efforts. The strategic plan should be based on the assessments conducted
during Step 1. The Plan should address the priotity needs, build on identified resources/strengths, set measurable
objectives, and identify how progress will be monitored. Plans should be adjusted with ongoing needs assessment
and monitoring activities.

"’l Implement Evidence-based Prevention Programs and Infrastructure Development
A meaSurmg and identifying the risk factors and other causal factors that contribute to the targeted
problems specified in your strategic plan, programs can be implemented that will reduce the prioritized substance
abuse problems. After completing Steps 1, 2, and 3, communities will be able to choose prevention strategies that
have been shown to be effective, are appropriate for the population served, can be implemented with fidelity, are




Building a Strategic Prevention Framework (cont'd)

culturally appropriate, and can be sustained over time. The Western Center for the Application of Prevention
Technology has developed an internet tool located at http://casatunr.edu/bestpractices/se for identifying
Best Practice Programs. Another resource for evidence-based prevention practices is SAMHSA’s National Registry of

Evidence-based Programs and Practices www.nrepp.samhsa.gov.

‘__"ﬁgg;lngtiqn: Monitor Process, Evaluate Effectiveness, Sustain Effective Programs/Activities, and Improve or
Replace Those That Fail. Finally, ongoing monitoring and evaluation are essential to determine if the desired
outcomes are achieved, assess service delivery quality, identify successes, encourage needed improvement, and
promote sustainability of effective policies, programs, and practices. The OPNA allows communities to monitor levels
of ATOD use, antisocial behavior, risk, and protection.

Sustainability and Cultural Competence: Incorporate principles of cultural competence and sustainability in
each of the five elements. At the center of the SPF model, sustainability and cultural competence play a key role in
assessment, capacity appraisal, planning, implementation and evaluation, ensuring successful, long lasting prevention

programs.

Sustainability is accomplished by utilizing a comprehensive approach. States and communities should plan
adaptive, flexible programs around a variety of resources, funding, and organizations. An inclusive design helps build
sustainable programs and achieve sustainable outcomes. A strategic plan that dynamically responds to changing issues,
data, priorities, and resources is more likely to achieve long term results.

Sharing information gathered during the evaluation stage with key stakeholders, forging partnerships and encouraging
creative collaboration all enhance sustainability.

Cultural Competence recognizes unique needs, styles, values and beliefs of the recipients of prevention
efforts. Culturally competent prevention strategies use interventions, evaluations and communication strategies
appropriate to their intended community. Cultural issues reflect a range of influences and are not just a matter of
ethnic or racial identity. Learning to communicate with audiences from diverse geographic, cultural, economic, social,
and linguistic backgrounds can increase program efficacy and ensure sustainable results.

Whether enlisting extended family networks as a prevention resource for single parent households, or ensuring there
are resources available to bridge language gaps, cultural competency will help you recognize differences in prevention
needs and tailor prevention approaches accordingly.

A one-size-fits-all program is less effective than a program that draws on community-based values, traditions, and
customs and works with knowledgeable people from the community to develop focused interventions,
communication, and support.

Validity Measures

Honesty: Because the survey was anonymous, and because confidentiality was stressed through the survey’s
administration process, most of the reasons for students to exaggerate or deny behaviors were eliminated. However,
Bach Harrison has built several checks into the data analysis to minimize the impact of students who were either not
truthful in their responses or who did not take the survey setiously. Surveys were eliminated from the final data
reported in this report for meeting one or more the following five pre-determined dishonesty indicators:

1. In response to a question about whether or not they had been honest in completing the survey, the students
indicated that they were “Not Honest At All” in completing the survey.

2. The students indicated that they had used a non-existent, fictitious drug in their lifetime or in the past 30 days.

3. The students reported an impossibly high level of multiple drug use (having used substances on 120 or more
occasions in the past 30 days).

4. The students indicated past-month use rates that were higher than lifetime use rates.




Validity Measures (cont'd) and How to Read the Charts

5. The students reported an age that was inconsistent
with their grade or their school; for example, a 10
year-old 12th grader or 19 year old 6th grader.

Additionally, if a student did not answer enough of the
validity questions to determine whether or not they were
honest in their responses, their survey data were also
removed from the final analysis presented in this report.

There are four types of charts presented in
this report:

1. Substance use charts

2. Antisocial behavior (ASB) and Gambling charts
3. Risk factor charts

4. Protective factor charts.

Data from the charts are also presented in Tables 3
through 10. Additional data found in later tables are
explained at the end of this section.

Understanding the Format of the Charts

There are several graphical elements common to all the
charts. Understanding the format of the charts and what
these elements represent is essential in interpreting the
results of the PNA survey.

The Bars on substance use and antisocial behavior
charts represent the percentage of students in that
grade who reported a given behavior. The bars on the
rsk and protective factor charts represent the
percentage of students whose answers reflect
significant risk or protecton in that category.
Each set of differently colored bars represents one of
the past administrations of the PNA. By looking at
the percentages over time, it is possible to identify
trends in substance use and antisocial behavior. By
studying the percentage of youth at risk and with
protection over time, it is possible to determine
whether the percentage of students at risk or with
protection is increasing, decreasing, or staying the
same. This information is important when deciding
which risk and protective factors watrant attention.

Dots and Diamonds provide points of comparison to
larger samples. The dots on the charts represent the
percentage of all of the youth surveyed who reported
substance use, problem behavior, elevated risk, or
elevated protection. Please note that the dot represents
the aggregate results of all participating students rather
than a random sample of students. The survey results
provide considerable information for communities to
use in planning prevention setvices.

The diamonds represent national data from either
the Monitoring the Future (MTF) Survey or the Bach
Harrison Norm (BH Norm). The BH Norm was
developed by Bach Harrison L.L.C. to provide states
and communities with the ability to compare their
results on risk, protection, and antsocial measures
with more national measures. Survey patticipants from
eight statewide surveys and five large regional surveys
across the nation were combined into a database of
approximately 460,000 students. The results were
weighted to make the contribution of each state and
region proportional to its share of the national
population. Bach Harrison analysts then calculated
rates for antisocial behavior and for students at risk
and with protection. The results appear on the charts
as BH Norm. In order to keep the BH Norm relevant,
it is updated approximately every two years as new
data become available.

A comparison to state-wide and national results
provides additional information for your community
in determining the relative importance of levels of
alcohol, tobacco and other drug (ATOD) use,
antisocial behavior, risk, and protection. Information
about other students in the state and the nation can
be helpful in determining the seriousness of a given
level of problem behavior. Scanning across the
charts, it is impottant to observe the factors that
differ the most from the BH Norm. This is the first
step in identifying the levels of risk and protection
that are higher or lower than those in other
communities. The risk factors that are higher than
the BH Norm and the protective factors are lower
than the BH Norm are probably the factors that you
should consider addressing when planning
prevention programs.

Cut-Points

Before the percentage of youth at risk on a given scale
could be calculated, a scale value or cut-point needed to
be determined that would separate the at-risk group
from the not atrisk group. The Prevention Needs
Assessment (PNA) survey was designed to assess
adolescent substance use, anti-social behavior, and the
risk and protective factors that predict these adolescent
problem behaviors. Since the PNA sutvey has recently
been given to over 460,000 youth nationwide, it was
possible to select two groups of youth, one that was
more at risk for problem behaviors and another group
that was less at risk. A cut-point score was then
determined for each risk and protective factor scale that
best divided the youth from the two groups into their




How to Read the Charts and Tables

appropriate group, more at-risk or less at-risk. The
criteria for separating youth into the more at-risk and
the less at-risk groups included academic grades (the
more at-risk group received “D” and “F” grades, the
less at-risk group received “A” and “B” grades), ATOD
use (the more at-risk group had more regular use, the
less at-risk group had no drug use and use of aleohol or
tobacco on only a few occasions), and antisocial
behavior (the more at-risk group had two or more
serious delinquent acts in the past year, the less at-risk
group had no serious delinquent acts).

The cut-points that were determined by analyzing the
results of the more at-risk and less at-risk groups will
remain constant and will be used to produce the profiles
for future surveys.

Since the cut-points for each scale will remain fixed, the
percentage of youth above the cut-point on a scale (at-
risk) will provide a method for evaluating the progress
of prevention programs over time. For example, if the
percentage of youth at risk for family conflict in a
community prior to implementing a community-wide
family/parenting program was 60% and then decreased
to 50% one year after the program was implemented,
the program would be viewed as helping to reduce
family conflict.

Lifetime, 30 Day & Heavy ATOD Use Charts

There are three types of use measured on the ATOD
charts.

Ever-used is a measure of the percentage of students who
tred the particular substance at least once in their
lifetime and is used to show the percentage of students
who have had experience with a particular substance.

30-day use is a measure of the percentage of students
who used the substance at least once in the 30 days
prior to taking the survey and is a more sensitive
indicator of the level of current use of the substance.

Heavy use is measured in two ways: binge drinking (five or
more drinks in 2 row over the last two weeks), and use of
one-half a pack or more of cigarettes per day.

Antisocial Behavior, Driving and Alcohol,
and Gambling Charts

Antisocial behavior (ASB) is a measure of the
percentage of students who report any involvement
during the past year with the two antisocial behaviors
listed in the charts.

Driving and Alcohol is a measure of the percentage of
students who report drinking and driving, or being a
passenger in a car where the driver had been drinking
in the past 30 days.

Gambling Behavior is a measure of the percentage of
students who report any involvement during the past
year with the ten types of gambling listed in the
charts. Gambled in the Past Year is a measure of any
participation in any of the gambling types whatsoever.

Risk and Protective Factor Charts

Risk and protective factor scales measure specific
aspects of a youth’s life experience that predict whether
he/she will engage in problem behaviors. The scales,
defined in Table 2, are grouped into four domains:
community, family, school, and peer/individual. The
risk and protective factor charts show the percentage of
students at risk and with protection for each of the
scales. Along with the scales, there are bars that show
the percentage of High Risk Youth and percentage of
High Protection Youth. High Risk Youth is defined as
the percentage of students who have more than a
specified number of risk factors operating in their lives.
The number of factors is listed on the charts and tables.
High Protection Youth is defined as the percentage of
students who have more than a specified number of
protective factors operating in their lives and is also
listed on the tables and graphs.




Additional Tables

Additional Tables in this Report

Table 11 presents the percentages of how and where
students obtained and used alcohol during the past
year. The data focus on a subgroup of students who
indicated at least one means of obtaining or using
alcohol. (Students reporting no alcohol use are not
represented.) It is important to note that the table
represent a subgroup of users and not the entire
survey population. Additonally, the smaller the
sample, the more dramatic the influence of a
student's responses. For example, if only one student
in a particular grade reported where he/she obtained
alcohol, each category would show up as either 0%
or 100%. The table indicates the sample size for each
grade surveyed to help clarify the value of the data.

After the Student Alcohol Tables are tables containing
information required by communities with CSAP
Grants, such as the parent attitudes regarding
drinking, police response to drinking, and problems
associated with drinking.

After the CSAP questions are tables containing
information required by communities with Drug Free
Communities Grants, such as the perception of the
tisks of ATOD use, perception of parent and peer
disapproval of ATOD use, past 30-day use, and
average age of first use.

After the DFC Tables are the Youth Perception
Tables. Youth often overestimate the percentage of
their peers who are using substances. Youth
perceptions of the percentage of their peers who use
cigarettes, alcohol, marijuana, and other illegal drugs
are shown in these tables.

Finally, there are any extra questions your agency
might have asked.

No Child Left Behind

The Safe and Drug Free Schools and Communities section
of the No Child Left Behind Act (NCLB) requires that
schools and communities use guidelines in choosing and
implementing federally funded prevention and intervention
programs. The results of the PNA Sutvey presented in this
report can help your schools and community comply with
the NCLB Act in three ways:

1. Programs must be chosen based on objective data
about problem behaviors in the communities served.
The PNA reports these data in the substance use and
antisocial behavior charts and tables presented on the
following pages.

2. NCLB-approved prevention programs can address
not only substance use and antisocial behavior
(ASB) outcomes, but also behaviors and attitudes
demonstrated to be predictive of the youth
problem behaviors. Risk and protective factor data
from this report provide valuable information for
choosing prevention programs.

3. Periodic evaluations of outcome measures must be
conducted to evaluate the efficacy of ongoing
programs. This report provides schools and
communities the ability to compare past and
present substance use and ASB data.




Tools for Assessment and Planning

What are the numbers telling you?

Review the charts and data tables presented in this
report. Note your findings as you discuss the
following questions.

Which 3-5 risk factors appear to be higher than you
would want when compared to the Bach Harrison
Norm?

Which 3-5 protective factors appear to be lower
than you would want when compared to the Bach
Harnson Norm?

Which levels of 30-day drug use are increasing
and/or unacceptably high? Which substances are
your students using the most? At which grades do
you see unacceptable usage levels?

Which antisocial behaviors are increasing and/or
unacceptably high? Which behaviors are your
students exhibiting the most? At which grades do
you see unacceptable behavior levels?

How to identify high priority problem areas
Once you have familiatized yourself with the data,
you can begin to identify priorities.

Look across the charts for items that stand out as
either much higher or much lower than the others.

Compare your data with statewide, and/or national
data. Differences of 5% between local and other
data are probably significant.

Prioritize problems for your area according to the
issues you've identified. Which can be realistically
addressed with the funding available to your
community? Which problems fit best with the
prevention resources at hand?

Determine the standards and values held within
your community. For example: Is it acceptable in
your community for a percentage of high school
students to drink alcohol regularly as long as that
percentage is lower than the overall state rate?

Use these data for planning.

Once priorities are established, use data to guide
your prevention efforts.

Substance use and antisocial behavior data are
excellent tools to raise awareness about the
problems and promote dialogue.

Risk and protective factor data can be used to
identify exactly where the community needs to
take action.

Promising approaches for any prevention goal are
available through resources listed on the last page
of this report. These contacts are a great resource
for information about programs that have been
proven effective in addressing the risk factors that
are high in your community, and improving the
protective factors that are low.
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Substance Use and Antisocial Behavior

LIFETIME, 30 DAY & HEAVY ATOD USE
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Substance Use and Antisocial Behavior
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Substance Use and Antisocial Behavior
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Substance Use and Antisocial Behavior
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Substance Use and Antisocial Behavior
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Substance Use and Antisocial Behavior
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Substance Use and Antisocial Behavior
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Factor Profiles
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Risk and Protective Scale Definitions

Table 2. Scales that Measure the Risk and Protective Factors Shown in the Profiles

(.."rm'mmm'.r_i-' Daomain Risk

Laws and Norms
Favorable Toward Drug
Use

Factors

Research has shown that legal restrdetions on alowhol and tobaas use, such as mising the legal
drnking age, restricting smoking in public places, and inaeased taxation have been followed by
deaeases in consumption. Moreover, national surveys of high school seniors have shown that shifts
in normative attitudes toward drug use have preceded changes in prevalence of use.

Perceived Availability of
Drugs

Community Domain Prote

Rewards for Prosocial
Involvement

The availability of dgarettes, alowhol, marijuana, and other illegal drugs has been related to the use of
these substances by adolescents.

wwtve factors

Rewards for positive partidpation in activities helps youth bond to the ommunity, thus lowerng
their sk for substance use,

Family Domam Risk Factors

Poor Family Management

Parents’ use of inconsistent and/ or unusually hassh or severe punishment with their children places
them at higher risk for substance use and other problem behaviors. Also, parents’ failure to provide
dear expectations and to monitor their children’s behavior makes it more likely that they will engage
in drug abuse whether or not there are family drug problems.

Family Conflict

Children raised in families high in cnflict, whether or not the child is directly involved in the
conflict, appear at sk for both delinquency and drug use.

Sibling Drug Use and
Exposure to Adult
Antisocial Behavior

When children are raised in a family with a history of problem behaviors (e.g., violence or ATOD
use), the children are more likely to engagein these behaviors.

Parental Attitudes
Favorable Toward
Antisocial Behavior and
Parental Artitudes

Family Domain Protective

Family Attachment

In families whete parents use illegal drugs, are heavy users of aleohol, or are tolerant of dhildren’s
use, children are more likely to become drug abusers during adolescence. The risk is further increased
if parents involve children in their own drug (or alohol) using behavior, for example, asking the
child to light the parent's dgarette or get the parent a beer from the refdgerator.

Factors

Young people who feel that they are a valued patt of their family are less likely to engage in
substance use and other problem behavioss.

Opportunities for
Prosocial Involvement

Young people who are exposed to more opportunities to partidpate meaningfully in the
responsibilities and activities of the family are less likely to engage in drug use and other problem

Rewards for Prosocial
Involvement

When parents, siblings, and other family members praise, encourage, and attend to things done well
by their child, children are less likely to engage in substance use and problem behaviors.

School Domain Risk Factors

Academic Failure

Beginning in the late elementary grades (grades 4-6) academic failure increases the dsk of both dmug
abuse and delinquency. It appears that the experience of failure itself, for whatever reasons, increases
the dsk of problem behaviors.

Low Commitment to
School

Surveys of high school seniors have shown that the use of drugs is significantly lower among
students who exped to attend wllege than among those who do not. Factors such as liking school,

spending time on homework, and perciving the mursework as relevant are also negatively related to
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Risk and Protective Scale Definitions

Table 2. Scales that Measure the Risk and Protective Factors Shown in the Profiles

Schaoal Do Protective F

Opportunities for Prosocial
Involvement

Lictors

When young people are given more opportunities to participate meaningfully in important activities at
school, they are less likely to engage in drug use and other problem behaviors.

Rewards for Prosocial
Involvement

Peer-Individual Risk Factors

Early Initiation of Antisocial
Behavior and Early
Initiation of Drug Use

When young people are recognized and rewarded for their contributions at school, they are less likely to
be involved in substance use and other problem behaviors,

Early onset of drug use predicts misuse of drugs. The earlier the onset of any drug use, the greater the
involvement in other drug use and the greater frequency of use. Onset of drug use pror to the age of
15 is a consistent predictor of drug abuse, and a later age of onset of drug use has been shown to
predict lower drug involvement and a greater probability of discontinuation of use.

Artitudes Favorable Toward
Antisocial Behavior and
Attitudes Favorable Toward
Drug Use

During the clementary school years, most children express anti-drug, anti-crime, and pro-sodil
attitudes and have difficulty imagining why people use drugs or engage in antisocial behaviors.
However, in middle school, as more youth are exposed to others who use dmugs and enpage in
antisocial behavior, their attitudes often shift toward greater acceptance of these behaviors. Youth who
express positive attitudes toward drug use and antisocial behavior are more likely to engage in a varety
of problem behaviots, including drug use.

Perceived Risk of Drug Use

Young people who do not perceive drug use to be dsky are far more likely to engage in drug use.

Interaction with Antisocial
Peers

Young people who associate with peers who engage in problem behaviors are at higher nsk for
engaging in antisocial behavior themselves.

Friends' Use of Drugs

Young people who associate with peers who engage in alcohol or substance abuse are much more likely
to engage in the same behavior. Peer drug use has consistently been found to be among the strongest
predictors of substance use among youth. Even when young people come from well-managed families
and do not experience other risk factors, spending time with friends who use drugs freatly increases the
risk of that problem developing.

Young people who receive rewards for their antisodial behavior are at higher risk for engaging further in
antisocial behavior and substance use.

Young people who are depressed are overrepresented in the criminal justice system and are mote likely
to use drugs. Survey research and other studies have shown a link between depression and youth
problem behaviors,

Peer-Individu:al Protective £

Religiosity

Youth who belong to gangs are more at risk for antisocial behavior and drug use.
HETOr

Young people who regularly attend religious services are less likely to engage in problem behaviors.

Belief in the Moral Order

Young people who have a belief in what is “dght” or “wrong” are less likely to use drugs.

Interaction with Prosocial
Peers

Young people who associate with peers who engage in prosocial behavior are more protected from
engaging in antisocial behavior and substance use.

Prosocial Involvement

Participation in positive school and community activities helps provide protection for youth.

Rewards for Prosocial
Involvement

Young people who are rewarded for working hard in school and the community are less likely to engage
in problem behavior.
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Grade 6 Grade 7 rade 8 Grade 9
201 2015 2013 2015 2011 2013 2015 m 2011 2013 2015
197 570 165 604 268 176 618 t 437 396 743
O
Grade 6 Grade 7 Grade 8 Grade 9
2011 2015 2013 2015 2011 2013 2015 sl 2011 2013 2015
12.2 56 21.0 8.0 277 358 18.4 288 455 53.7 311
101 4.4 3.0 8.6 221 172 14.9 135 301 258 19.5
22 1.0 24 4.4 9.2 12.8 7.8 8.0 143 11.9 "3
32 1.8 1.8 4.0 11.7 94 7.2 156 19.7 21.8 16.3
6.4 46 6.1 31 7.6 6.9 i5 10.8 10.0 54 42
0.5 0.6 0.0 09 3.4 11 0.5 20 5.7 23 24
0.5 0.0 0.0 0.5 1.9 06 0.5 1.8 14 1.0 1.8
1: 0.0 0.0 0.2 ) 0.0 0.2 1.0 0.5 0.5 1.1
0.5 1.8 0.0 0.7 34 4.6 14 6.7 66 26 1.8
1.1 3.4 1.2 52 34 34 35 n/a 59 3.6 44
0.0 0.4 0.0 07 0.8 1.7 0.4 29 28 0.3 14
0.5 0.0 0.0 0.4 1.1 0.6 0.2 0.9 05 1.5 0.8
0.0 1.2 1.2 0.0 23 4.6 1.1 nia 4.5 38 1.5
0.0 0.0 0.0 06 1.5 1.2 0.2 1.4 1.2 0.5 1.4
n/a 0.0 na 0.0 n/a n/a 0.0 nfa n/a n/a 09




iber of Students Who Completed the Survey
Grade 10 Grade 11

2011 2013 2015 2011 2013 2015

409 342 641 1 423 355 6814 367
entage of Students Who Used ATODs During Their Lifetime
Grade 10 Grade 11

MTF

2013 2015 2013

56.7 453 . 66.7
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Grads 6 Grade 7 Grade 8 Grade 9
2011 2015 2013 2015 2011 2013 2015 m 2011 2013 2015
21 20 6.1 4.5 14.5 10.4 7.8 9.0 2486 246 18.4
i 1.2 0.0 2.4 B8 B2 4.2 40 12.5 89 6.3
0.6 0.6 0.6 22 5.0 5.2 28 a0 6.9 4.2 59
21 04 1.2 24 8.8 52 32 6.5 131 12.4 97
32 28 1.8 1.4 1.9 29 1.8 22 26 21 0.9
0.0 0.4 0.0 0.0 0.8 0.6 0.4 05 26 0.0 141
0.0 0.0 0.0 0.2 1.4 0.0 02 05 0.5 0.0 06
0.5 0.0 0.0 0.0 0.4 0.0 0.0 02 0.0 0.0 0.3
05 1.4 0.0 0.4 15 06 1.1 2.1 31 0.5 0.8
0.0 1.8 086 18 1.5 1.7 1.6 n/a 24 1.0 20
0.0 0.2 0.0 0.4 0.4 1.1 0.0 0.8 07 0.3 0.3
0.0 0.0 0.0 0.2 04 0.6 0.0 0.3 02 0.5 05
0.0 0.6 0.0 0.0 0.4 1.7 0.2 n/a 1.7 05 0.9
0.0 0.0 0.0 0.0 0.8 0.6 0.2 04 0.0 0.0 06
n/a 0.0 n/a 0.0 n/a na 0.0 4.4 n/a n/a 0.0
nla 0.0 239 0.0 n/a 33.1 0.0 n/a na 239 292
na 0.0 12 0.0 n/a 1.7 0.0 na n/a 16 17
22 1.8 06 36 10.8 5.8 6.1 4.1 16.9 12.2 123
0.0 0.6 0.0 04 0.0 23 09 0.5 28 0.5 08
0.5 0.8 0.0 14 1.5 1.2 1.7 586 23 1.0 2.0
19.0 10.3 18.8 126 202 154 129 223 223 18.8 187




Grade 10 Grade 11 Grada 12 Total
2011 2013 2015 EDM?: 2011 2013 2016 201 2013 2015 m 2011 2013 2015 gi

323 30.0 24.4 235 410 30.0 31.2 48.7 47.1 36.1 37.4 303 27.7 183 226
12.5 6.9 9.5 7.2 15.0 13.0 8.1 17.3 135 11.8 13.6 12.4 2.0 8.5 8.0
103 8.1 74 53 8.8 11.5 11.1 7.5 11.7 1.3 B4 72 76 6.1 54
17.0 16.9 12.8 16.6 17.4 184 15.1 228 24.4 18.3 21.2 14.6 14.9 9.1 14.4
1.8 1.8 1.0 1.1 1.5 1.2 14 1.4 08 16 0.7 20 16 1.5 14
25 0.9 12 1.2 29 08 17 34 1.0 1.6 1.5 23 0.6 08 1.0
0.5 0.6 0.9 0.8 1.0 0.8 1.7 1.7 086 186 1.0 0.8 04 0.7 0.7
0.0 0.3 0.5 02 0.2 0.3 0.9 03 0.0 08 0.5 0.2 0.1 0.4 03
28 1.2 1.6 37 27 20 28 46 32 1.8 38 28 1.4 1.4 3z

1.3 0.6 28 na 25 23 1.4 29 1.0 3.0 20 1.9 1.2 20 n/a
1.5 0.3 09 16 1.7 0.9 1.2 286 1.3 1.0 21 1.3 086 08 1.5
0.8 06 03 04 0.5 03 0.5 03 06 07 0.4 0.4 0.5 0.3 03
28 24 09 na 3.2 15 1.7 31 4.1 21 22 21 1.8 0.8 na
1.2 1.2 03 0.8 1.0 0.0 1.6 0.3 1.3 08 1.4 0.6 0.5 0.5 0.8
n'a n/a 11 6.8 na n/a 0.0 na na 3.9 27 na n/a 1.1 48
na 232 333 n/a na 27.2 34.0 na 305 447 na n‘a 266 343 na
n/a 21 22 n/a na 1.2 1.1 na 32 28 n/a n/a 1.9 1.9 n/a
231 17.0 157 12.6 27.0 20.0 19.4 314 274 24.8 19.4 206 15.8 122 11.7
3.8 1.8 1.5 1.2 4.9 27 21 4.6 6.3 23 26 3.1 24 1.2 1.4
23 1.8 23 53 4.1 29 38 59 5.6 72 11.8 3.0 24 27 6.8
21.8 15.8 17.3 24.0 202 154 205 18.0 18.5 164 241 204 174 187 225

3



ave you ever smoked cigarettes?" And "How frequently have you smoked cigarettes during the past 30 days?"

ave you ever used smokeless tobacco (chew, snuff, plug, dipping tobacco, or chewing tobacca)? " and "How frequently have you used smokeless tobacco
ring the past 30 days?"

)Iave you:

1 alcoholic beverages (beer, wine or hard liquor) to drink in your lifetime (or during the past 30 days) — more than just a few sips?

:d marijuana (grass, pot) or hashish (hash, hash oil) in your lifatime (or during the past 30 days)?

ffed glue, breathed the contents of an aerosol spray ean, or inhaled other gases or sprays, in order to get high In your lifetime (or during the past 30 days)?

1d LSD (acid) or other hallucinogens (like PCP, mescaline, peyote, “shrooms" or psilocybin) in your lifetime (or during the past 30 days)?

d cocaine (like cocaine powder) or "crack” (cocaine in chunk or rock form) in your lifetime (or during the past 30 days)?

1d methamphetamines (meth, speed, crank, erystal meth) in your lifetime (or during the past 30 days)?

«d prescription stimulants or amphetamines (such as Adderall, Ritalin, or Dexedrine) without a doctor telling you to take thern, in your lifetime (or during the
it 30 days)?

d prescription sedatives including barbiturates or sleeping pills (such as phenobarbital, Tuinal, Seconal, Ambien, Lunesta, or Sonata) without a doctor
ng you to take them, in your lifetime (or during the past 30 days)?

d prescription tranquilizers (such as Librium, Valium, Xanax, Ativan, Soma, or Klonopin) without a doctor telling you to take them, in your lifetime (or
ing the past 30 days)?

«d herain in your lifetime (or during the past 30 days)?

d narcotic prescription drugs (such as OxyCantin, methadane, morphine, codeine, Demerol, Vicodin, Percocat) without a doctor telling you to take them,
our lifetime (or during the past 30 days)?

d MDMA (X.E, or ecstasy) In your lifetime (or during the past 30 days)?

d "synthetic marijuana” ("K2", "Spice") to get high in your lifetime (or during the past 30 days)?

7k energy drinks with caffeine (like Red Bull, Monster, Rockstar, or 5-Hour-Energy during the past 30 days?

d caffeine pills (Ne-Doz, Vivarin, Dexatrim) during the past 30 days?

1k back aver the last two weeks. How many times have you had five or more alcoholic drinks in a row? ( A "drink" is a glass of wine, a bottle of beer, a
2 cooler, a shot glass of liquor, or a mixed drink.)

v frequently have you smoked cigarettes during the past 30 days?

ig the past 30 days, how many times did you DRIVE a car or other vehicle when you had been drinking alcohol?

Ing the past 30 days, how many times did you RIDE in a car or other vehicle driven by someone who had been drinking alcohol?
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nts With Antisocial Behavior in the Past Year
Grade 6 Grade 7
BH BH

BH BH
NaH 2013 2015 Nerm 201 2013 2015 Nem 2011 2013 2015

57 26 92 1.8 7.4 10.6 86 4.0 6.6 13.4 124 8.9 10.1 128
36 0.6 23 8.6 3.0 4.0 7.8 7.4 4.4 7.8 11.0 17.0 8.5 11.5
1.0 0.4 0.7 nfa 0.7 1.2 3.0 n/a 1.7 3.1 6.3 n/a 23 5.2
1.5 0.6 12 n/a 0.7 1.5 1.9 nfa 0.7 2.2 4.4 n/a 1.9 28
18 08 21 n/a 1.8 3.1 4.1 n/a 1.5 4.8 7.2 n/a 29 58

2011 2015

(1

Aously 93 22| 102 n/a 69| 108 9.0 n/a 68| 123 132 n/a 79| 124

57 3.0 44 n/a 4.0 5.0 4.9 n/a 3.0 54 6.3 n/a 57 5.0
0.0 0.6 0.5

of Stucdents With Antisocial Behavior in the Past Year
Grade 10 Grade 11

BH BH BH BH
2011 2013 2015 R 2011 2013 2015 N 2011 203 2015 Nerm 2011 2013 2015 Nedin

9.8 9.8 76 112 71 6.9 8.0 13.8 6.9 9.0 84 8.5 8.8 75 7.4 10.8
15.7 18.6 9.3 147) 165| 17.8 11.7 19.7 17.4 25.9 15.0 17.3 13.0 17.5 7.6 11.3
7.4 n/a 4.2 72 0.8 n/a 5.4 9.6 7.2 n/a 6.7 88 6.5 n/a 3.1 52
3.7 n/a 23 2.7 26 n/a kT 3.0 1.9 n/a 1.4 2.0 29 na 1.3 21
5.6 n/a 37 6.0 3.6 nfa 31 7.8 5.8 n/a 3.1 5.8 5.0 n/a 24 49

lousty 100| na g2| 118] 115| na 63| 128] 61| na 61| o8| 101| mwa 67| 113

6.1 n/a 55 55 31 na 32 6.6 kR ] n/a 32 55 4.9 n/a 40 53
n/a 0.5 : ! n/a 0.2
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Grade 6 Grade 7 Grade 8 Grade 9
2011 | 2015 N?:n 2013 | 2015 N'i'):fm 2011 | 2013 | 2015 Ni:'n 201 | 2013 | 2015 Ni;'n
38| 63| 342] 3s0| 209| 428] 400 230| 248| 455| 388| 254] 252| 458
97 27| 133 7.4 45| 158 118 4.8 48| 250 128 8.2 86| 210
28 0.8 30 15 1.2 4.0 42 1.8 15 4.1 4. 2.1 35 4.9
19.3 54| 164 154 97| 208] 204 69| 102 234 199 11.1| 123| 222
17.0 97| 158] 180 8a| =204| 215 131 131 191|207 17| 114 235
11.0 43| 142 9.0 49| 148| 123 6.7 71|  196] 147 7.0 76| 165
0.7 05 26 15 16 33 42 19 1.7 42 54 24 20 48
48 19 50 38 25 8.1 6.0 5.0 33| 143 6.4 40 33| 101
9.0 33| 224 9.8 43| 151 85 31 48| 208 8.0 54 50| 137
28 11 54 6.1 41 7.4 5.5 3.1 34 58 6.9 35 35 86
28 16 51 1.5 1.7 45 3.4 06 1.9 6.8 54 1.3 25 57
Grade 10 Grade 11 Grade 12 Total
2011 | 2013 | 2018 Nﬁn:n 2011 | 2013 | 2015 b;':n 2011 | 2013 | 2015 Nl::'n 2011 | 2013 | 2015 N‘:’;’ﬂ
308| 268| 245| 438| 37a3| 204| 238 47.1| 381| 283| 269| 43.8| 384| 258| 236| 428
50| 101| 78| =247| 178 60| 78| 248| 117 e8| so| za7| 137| 80| 65| =34
54| 28| 28| 41 s8] 12 30| 53| 18| 30| 38| a1l 42| 21| 25| 39
195| 124| 122| 230| 1s8| 108| 113] 229 111 139| 106| z18] 175| 11.8] 105| 217
204| 134| 122]| 183] 232| 124 128 224| 259 170| 189| =z208| 218| 138| 123| 188
14.2 7.8 7.6 184 9.2 2.0 7.3 17.4 8.5 9.2 63 16.9 11.5 8.1 66 17.7
s7| 38| 22| 40| 55| 15| 3s] as| s8] 33| 38| 45| 50| 25| 23| a4
65 35| 30| 125] e1| 30| 38| 115 ez2| 26| 42| 14| 61| 35| 32| 117
01| 57| 35| 159| 87| 33| 71| 122 62| 58| 56| 118] 84| 52| 49| 168
65| 58| 45| s55] 55| 18] s8] 7ol =29 23| 47 521 52| 35| 37| 55
3s] 38| 24| 77l '43] 15| 29| 58] 52| 28] 40| o3| 43| 201 251 73




Grade 6 Grade 7 Grade 8 Grade 9
BH BH BH BH
2011 2015 i 2013 2015 Norm 2011 2013 2015 Nrrh 2011 2013 2015 Prided
47.8 471 623 na 36.7 56.1 455 n/a 48,5 69.5 421 n/a 3786 658
51.8 61.3 58.2 nfa 47.1 60.7 54.2 n/a 65.3 548 59.4 n/a 576 58.5
532 63.7 506 556 48,1 49.9 59.4 61.8 67.4 625 56.9 546 54.9 56.9
444 57.7 55,7 50.7 55.5 445 53.8 61.9 51.8 54.7 555
56,2 725 68.3 77.6 64.3 66.0 65.4 81.6 66.7 62.1 62.4 65.2 624 64.7
48.4 55.4 70.3 65.8 641 622 5589 66.9 61.0 56.2 71.8 726 711 51.0
242 30.0 409 n/a 24.1 50.8 464 n/a 308 53.7 225 n/a 225 44.8
67.4 792 62.9 n/a 57.9 536 75.3 n/a 779 521 62.0 n/a 720 585
50.0 57.5 64.9 n/a 47.8 60.1 533 na 47.2 54.9 51.2 nfa 46.8 549
52.8 577 57.7 56.8 63.1 67.2 60.6 58.1 66.1 59.1 65.0
415 535 57.9 446 49.7 58.4 559 396 576 50.9 46,6 34.0 46,3 44.9
84.5 71.8 54.0 778 65.6 64.5 B53 74.4 65.9 449 62,7 64.6 57.9 540
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of Students Reporting Protection +
Grade 10 Grade 11 Grade 12 Total

BH EH BH BH
2013 2015 201 1
201 Norm 2011 2013 2015 Norm 2013 205 Neéah 2011 2013 2015 Norm

[ 221] wa| 343] 52| 9] wa| 39| 636] 418] nal 359] 64s] 423] wa| 92| 655)

56.3 n/a 57.6 57.1 56.6 n/a 56.1 55.2 50.0 n/a 554| 578) 568 n/a 571 56.9
56.3 558| 562 544 528| 538 57.3 524 56.2| B5863| 545| 562| 584
51.1 533| 543) 483 465| 505 50.1 47.2 54.0] 491 51.9| 564

56.7 589 598 63.3] 5689 A 58.2| 608 54.6 585| 648] 586 Z 33| 643
68,7 65.9 69.2| 480 659 X 654 | 485] T71.0 646| 503| 657 64.7 | 55.0

37.7 n/a 36.0 48448 322 n/a 294| 388 336 n/a 281 429) 328 300| 467
56.3 n/a 65.4 546 604 n/a 636| 526| 608 n/a B27| 556| 626 n/a 68.3| 558
51.9 n/a 36.1 554 555 n/a 518| 532 53.6 n/a 432 573] 528 n/a 47.0| 57.3
66.2 54.8 654 663 60.1 664| 6286 59.7| 642| 645 584 | 617

s05| s30| 511 48| e8| 367 445 480| 470| 429 as5| s22| a4sq1| 414 ass| s17
|_648] e58| 60| 48] eai] es6] 603] s20] 616] eso| ses[ 474] e3s| 677 618] 481
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Grade 6 Grade 7 Grade 8 Grade 9
BH BH BH BH
2011 2015 Na 2013 2015 Norm 2011 2013 2015 Ko 2011 2013 2016 R
69| 223 388| 255 41.1| 384] 388| 363| 336| 400| 438| 428| 487| 427
59|  213|  453| 241| 290 467] 280 286| 231| 454] 368| 78| 352] 461
574| 353|407 w5|  454] 435 404| 404|427 421|465
4086 386 274 41.3 30.5 30.0 273 353 358 389 387
33| 221| 137| 335 03| 192] 433| 348| 04| 267]| 346| 207| 208| 333
08| 309] 311| 51| 410 380| 376 359| 268| 399| 317| 288| 238| 396
vior 86| 200 377| 312| 284| 418 474| 405| 37| 491| 517| 414 427| 502
58| 49| 114] 115| 33| 74| 267] 275 88| 2a7| 397] 308| 306| 345
79| 201| 38 88| 400] 385 77| 41.1] 398 402] 305
546] 403| 352| 88| 482| sar| 425 422| 404] 451| 409| 468| 20| 458
178 112| 238] na| 175| 268 220| na| 1o7| 322| 328| na| 262| 321
51| 188| 234| 213 200| 17| 311| 283| 217| 428| 353| 66| 27.6]| 404
fior 472| _238| 61| 230| 269| a78| 351| 251| 227| 466 360| 348| 35| 412
210] 78| 89| 98| 85| 2099| 313| 203| 202| 437| 335| 63| 287| 44
503| 428| 320| 67| 4941| 343| 357| 526| 400| 79| 480| 595] 85| 480
40| 188 193 |  182| 234| 211 - 207| s00| 207 (NN 205| 305
20| 18] 197| 224| 235 31| 208| 262| 267| 392| 370| 77| 288| 388
249] 07| 207| 206| 207| 323| 59| 350| 245| 432| 475| b534| 387| 494
314| 233| 303| 11| 310 326 356| 314| o11| 348| 350| 404 66| 360
23] 51| 56| 37| 72| 67| 64| 76| 51| 69| 87| 88| 82| 73
03| 23] 281] 82| 315] 359] 422] 381| 14| 403| 506] 477] 47| 495
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Grade 10 Grada 11 Grade 12 Total

BH BH BH BH

2011 2013 2018 Nerm 2011 2013 2015 KR 2011 2013 20158 Nardi 2011 2013 2015 Narm
503| 423| 508| 484| 534| 467| 533| 409]| s57.2| 588| 581| 48.1| 481| 444| 452] 442
34| 305| 332] 474] 338] 201| 246| 461| 330| 344| 339| 410] /0| 317]| 200| 28
39.0 380| 400| 500 416 482| 417 412| #1.2| 448 406| 407
435 435| 3998| 411 47| 412| 416 368| 380| 391 383| 359
423| 340| 380| 394| 468| 401| 304| 457| 483| 488 414| 44| 418| 370| =48] 336
499| 3094| 447| 468| 408| 402| 32| 432 455| 405| as0| 429l 40| 383| 348] 211
ior 579| 444| 480| 535[ 506| 475 535| 554| 585| 36| 491| 20| 54| 44| 07| 492
491)| 375| 434] 398| 409] 374 30| s08| 538| 421| 400| 403| 406| 334| 280] 300
386 403] 308| 401 385 304] 408 407| 3r8| 3204 381| 204
360| 404| s510| 411] 382| 354 443| 482| 421| 404| 468| 43| 414| 409| 48| 417
78| wa| 275] 32| 249] nwa| 220 350 259 wa| 281| 342| 2864| na| 222| 317
18| 254| 272| 414] 3s8| 30| 303| 427| 391| 281| 3a7| 418l 345| 323| 253| 8%
or 451| 295| 353| 408| 416| 202| 317| 435 05| 66| 374| 90| 408| 209| 04| 92
423| 370| 359| 453] a402] 355| 309| 4s8| 462| 444| 00| 460| 37.3| 46| 264| 400
535 e83| e39| s19] 472| e21| sa0| a76| ave| e71| s57.7| aral 481| s22]| s27| a8
27.0 27| 313| 285 211| 368| 284 269| 208| 276 ﬁ 283
353| 37| 303| 404]| 378| 348 252| 439| 326| 305| 288 4av| z47| 23| 258| 372
507| 394| 384| 467| 483 s513| 482| 502| 543| 514| 521| 515| 459| 450| 335] ais
370| 352| 417| 378] 354| 348| 305| a78| 326| 328| 64| 334| 48| 50| 45| 323
66| 60| 88| 59| 64| 60| 51| 75| 74| 59| 65| 52| 78| 65| 68| 50
440| 459] 415] 420| 463| 478] 397| 486| 498| b508| 433| 419| 472| 460| 3B4| 388
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‘taste) Grade 6 Grade 7 Grade 8 Grade 9 Grade 10 Grade 11 Grade 12 Total

2011 | 2015 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2018

56| 00)] 00| 22) 14| 00| 22) 60| 41| 16| 40| 25| 24| 58| 41| 33| 58| 77| 70| 51| as| 36
4441 161) 200) 37.8) 586| 405| 429 67.5| 60.8| 58.9| 750| 585| 580 76.0| 77.2| es0| 81.2| 77.3| 744| 732| s69| 620
. 11.1] 65] 00| 11.1) 257 14.3[ 165] 30.7| 23.0| 28.1| 536| 365| 33.2| 60.1| 52.3| 39.3| 596 59.1| 49.4| 503 | 42.1| 354
er. 444]129] 300| 289) 54.3| 452 | 34.1| 51.8| 54.7| 492 63.8| 535| 496| 647| 648| 61.1] 686| 750| 66.1| 623| 61.5( 53.8
16.7| 65| 50| 244) 37.1| 214| 286 367| 405) 207 45.1| 27.7| 37.0| 484 | 425| 373 46.7| 368| 302| 439 354 347

erthan | se9( 16.1| 35.0| 267 386 548 341 416 426 | 368| 38.4| 327 249 41.9] 40| 430 400 482/ 367] 03| 30| 374

sion. 389| 41.9] 700)| 400 37.1| 429 31.9] 325| 39.2| 346 308| 428 44.1| 36.0| 404 | 472| 384 | 468| 408( 355| 434 | 414
nission. | 278| 97| 200) 244 400| 357 297 416 365 389 379/| 384 387 376 358| 366 329( 205)] 31.3) 371 ar1| m4a

56| 65| 50 00) 57| 24| 22| 54| 27| 49]| 40| 38| 38] 74| 21| 33| 51| 68| 60| 55| 40| 42
M.1) 32) na| 44| 29| na| 22| 30| nla| 32| 13| na| 25| 18| wa| 10| 08| na| 18| 18| wa| 21
38.9| 258) n/a | 17.8] 200 n/a | 209) 259| n/a | 168| 147| wa | 122| 140| na | 83| 110| wa | 78| 62| wal 119

Grade 6 Grade 7 Grade 8 Grade 9 Grade 10 Grade 11 Grada 12 Total

you
Jlaces? | 2011 | 2015 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015 | 2011 | 2013 | 2015

MaY | 280| 179| 174| 282| 447 385 | 06| s08| s87| 572 ea7| 528 538 30| 587 | 51.8] 65.1| 61.1| 538 59.4| 558) 504
48.0| 60.7]| 606 | 538| 447 | 667 | 375| 436| 46.4| 41.1| 385 549| 500| 453 497 | 52.1| 45.8| 630] 51.0] 436| 554 48.9
¥ 120| 17.0| 261 | 154 289| 41.0| 220 33.1| 37.0| 283| 376| 437| 30.1| 500| 61.5| 456| 542| 501 | 528 427 05| 308

K road. 280( 179] 87) 200] 316| 128 198) 349 304 21.1| 380| 289 218 402 389( 274| 466| 37.5| 288] 204 | 32.1| 248

120| 71) 87| 10.8)| 158| 7.7 156| 17.4| 159| 183 19.0| 204| 151 | 240| 240| 199 20.4| 31.7| 24.0| 22.1| 226| 187

160| 36| 87| 62) 53| 26| 42)116| 72| 78| 90| 56| 67| 87| 89| 68| 147| 68| 71| 108| 99| 67
80| 71| 43| 138] 158| 103| 146| 244| 196| 183| 262| 190| 188 315| 257| 225 282| 279| 205| 285| 224 192
120 71| 43| 7.7) 132| 51| 125] 11.0] 1568 72| 122| 85| 63| 11.0| 106| 88| 138| 144| 77| 122| 11.8| 80
80| 36| 43| 46] 92| 26| 104] 70| 58| 72| 54| 92| 50| 102| 84| 65| 67| 67| 58| 78| 71| &3
80(107) na| 62§ 171| wa| 63]|151| na| 78] 100| wa| 71] 106| wa | 68| 11.8| na| 45| 120| na| 64
440) 357] n/a | 185) 316| n/a | 302| 366| nfa | 30.0] 31.7| n/a | 248] 303| wa | 251 27.7| na | 256] 315| wa | 282
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Redistnns Grade 6 Grade 7 Grade 8 Grade 9 Grade 10 Grade 11 Grade 12 Total

Nurnber| Percent | Number| Percent] Number| Percent| Number| Percent | Number| Percent | Nurnbar| Percant | Number| Percent] Number| Percent

Yas 251| 655 277| 563) 330| eos8| 324| 532) 272| 488 298| 528 277| 498| 2029 s49

No 132| 345) 215| 437 213| 302| 285| 468| 274| 502| 269| 474| 281| s504| 1689 451

Yes 270| 705 300| 6156 352| 65.2 343| 56.7 304 | 580 323| 573 295| 531| 2187 | 594

No 113| 295] 188| 385| 188| 348 282| 433| 238| 440 241| 427 261| 469| 1492 406

didn't drink. 362) 868 449 863| 469| 844| 474| 749) 372| 658| 318| 554 309| 544 2753 718

;’E’:“t‘ L] e e 1| o2] 12| 23] 30| s4 92| 78| 138| 103| 179| 108| 1e0| 390| 102

was caught but there

/eTe no consequences. 0 0.0 3 06 3 0.5 3.9 7.8 74| 1289 76| 134 225 59

era were minor 3| oz 10| 18| 7| 13 3ol 38| e4| 47| 82| 49| ss| 177| 46

‘onsequences.

‘here were major

ONSEqUENcss, 511 122 46 8.8 47 85 51 8.1 35 62 3z 56 26 46] 288 75

ere Woud b rio 20| 49| 40| 79| 43| 78| 52| 83| 48| se| 5| 98| es| 118| 323| a5

onsequence.

would be given a

raming and then let go. 19 47 41 8.1 29 53 76| 121 621 111 B4| 147 93| 166| 404 107

would be taken home

3 my parents. 198 | 485 249 | 489 270| 48.2 310| 492 305| 545 286 | 498 272 | 4B5| 1830 499

would be arrested but

rould get no penalty. 52| 127 48 9.4 67| 122 73| 116 54 9.6 40 7.0 33 5.9 367 9.7

would be arrested and

1e court would impose 119| 28.2 131 25.7 140 | 255 19| 18.9 a1 16.3 108| 188 98 17.5 BOG| 213

penalty.

lever 418| 991 512| 985 554| 993 619| 975 553| 980 581| 976 558| e82] 3775 983

nes 0 0.0 5] 1.2 3 0.5 9 1.4 5 0.8 2 0.3 8 1.4 33 0.9

wice 2 0.5 1 0.2 0 0.0 4 0.6 3 0.5 [ 1.0 0 0.0 16 04

hree or four times 0 0.0 0 0.0 0 0.0 1 0.2 1 0.2 4 07 0 0.0 6 0.2

iva ar more times 2 0.5 1 0.2 1 0.2 2 0.3 2 04 2 0.3 2 0.4 12 0.3
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stions

Response

Grade 6

Grade 7

Grade 8

Grade 9

Grade 10

Grade 11

Grade 12

Total

Number| Percent] Number| Percant| Number| Percent Number| Parcent | Number| Percent,

g the past 12 months, how many times has each of the following things happened?

Number| Percant Number| Percent | Number| Percent

laver 421] 1000 510 983| b546| 97.8| 612| 961 528| 841 548| 953| 541] 951 3708| 965
Ince 0 0.0 2] 1.7 9 1.6 14 22 22 39 14 24 18 32 86 2.2
‘Wwice 0 0.0 0 0.0 2 0.4 5 0.8 [i] G | 7 1.2 B i) 26 0.7
“hrea or four times 0 0.0 0 0.0 0 0.0 5 0.8 4 0.7 4 0.7 2 04 15 0.4
‘ive or more times 0 0.0 0 0.0 1 0.2 0.2 1 0.2 2 0.3 2 0.4 7 0.2
laver 421 | 100.0 511 88.6 548 | ©8.2 605| 95.1 525| 934 534| 93.2 525| 923 3669| 956
Jnce 0 0.0 5] 1.2 7 1.3 22 35 20 3.6 20 3.5 25 4.4 100 26
Wice 0 0.0 1 0.2 2 0.4 4 0.6 12 21 8 14 8 14 35 0.8
“hree or four times 0 0.0 0 0.0 0 0.0 2 0.3 4 0.7 T 1.2 5] 1.1 19 0.5
‘ive or more times 0 0.0 0 0.0 1 0.2 3 0.5 1 0.2 % _D.‘i 5 0.9 14 0.4
lever 420| ©998| 505| 979) 536| 961 572| 904| 476| 845 438| 767 429| 757) 3377| 882
nece 1 0.2 <] 1.7 12 2.2 27 4.3 32 57 55 96 39 6.9 175 4.6
‘wica 0 0.0 0 0.0 4 0.7 13 21 23 4.1 27 4,7 43 7.6 110 29
“hree or four times 0 0.0 1 0.2 2 0.4 9 14 10 18 20 35 27 4.8 &9 1.8
‘ive ar more times 0 0.0 1 0.2 4 0.7 12 1.9 22 39 31 54 29 5.1 99 26
Jever 420| 99.8] 509| 981 540| 968 595| 94.0] 508| 906| 470| 820] 470| 828] 3512| 918
Inca 0 0.0 6 1.2 11 2.0 20 3.2 29 52 50 8.7 39 6.9 155 4.0
‘wice 0 0.0 2 04 4 0.7 7 1.1 8 1.4 30 52 28 4.9 79 2.1
“hree or four times 0 0.0 2 0.4 0 0.0 8 1.3 5 0.9 13 23 19 34 47 12
‘ive or mora times 1 0.2 0 0.0 3 0.5 3 0.5 11 2.0 10 1.7 11 1.9 39 1.0
dever 420 998§ 513| 988 552| 989 610| 964| 539| 957 524| 914 527| 931 3685| 96.1
nca 0 0.0 5 1.0 5 0.9 13 2.1 13 23 33 5.8 25 4.4 94 25
wice 0 0.0 1 0.2 0 0.0 5 0.8 4 0.7 g 1.6 4 0.7 23 0.8
“hree or four times 0 0.0 0 0.0 1 0.2 2 0.3 3 0.5 4 0.7 6 1.1 16 04
“ive or more times 1 0.2 0 0.0 0 0.0 3 0.5 4 0.7 3 0.5 4 0.7 15 0.4
Jever 421 | 100.0 510 983 550| 98.9 609| 958 547 | 97.2 544 | 951 541 956 3722| 971
Jnce o] 0.0 7 1.3 4 0.7 19 3.0 & 0.9 15 26 16 28 66 1.7
‘Wwice 0 0.0 1 0.2 1 0.2 4 0.6 5 0.9 7 1.2 6 41| 24 0.6
“hree or four times 0 0.0 0 0.0 0 0.0 2 0.3 5 0.9 4 0.7 0 0.0 0.3
‘ive or more times 0 0.0 1 0.2 1 0.2 2 0.3 1 0.2 2 0.3 3 0.5 0.3
Javer 418| 99.8| 511| 99.2]| 548| 991 621| 981) 547| 975 546| 955| 545| 965 97.9
Jnce 1 0.2 2 0.4 3 0.5 8 1.3 7 1.2 g 1.6 g 1.6 39 1.0
Wica 0 0.0 0 0.0 1 0.2 3 0.5 4 0.7 7 1.2 5 0.9 20 0.5
“hree or four times 0 0.0 1 0.2 1 0.2 0 0.0 0 0.0 [ 1.0 2 04 10 0.3
‘ive or more times 0 0.0 1 0.2 0 0.0 1 0.2 3 0.5 4 0.7 4 0.7 0.3
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- 2110 =10

Definition Grade 6 Grade 7 Grade 8 Grade 9 Grade 10 | Grade 11 Grade 12 Total T+ Male Femala
Per. | Num. | Per. | Num.| Per. | Num. | Per. | Num. | Per. | Num.| Per. | num. [ Per. | Num.| Per. | Num. | Per. | Num. | Par Numn,

2 drinks of an alcohalic ‘

r, wing, liquor) nearly 71.2| 510| 70.5| 555 69.6| 578 || 64.7| 668) 62.1| 597 653 | 584 656 | 582 67.0 | 4074 ) 636 | 1994 | 70.2 | 2089

are drinks of an

“agaonquortwin:;e 75.0| 508 71.5| 551| 756| 577 724 | 670) 67.9| 508 71.1| 581 67.1 580 ) 714 |4065 | 66.9 | 1988 | 75.9 | 2065

re packs of

iy, 793 507 764| 556 81.9| 579 783 | 673 769 | 598 78.7| 586( 783 | 581 78.5 | 4080 78.6 | 1993 | 78.5 | 2075

na onca or
753 507 | 71.1| 554 | 70.2| 577 57.0| 670 49.3| so0| 492| s583| 42.7| 5810 5884072 57.4 | 1990 | 60.2 | 2070

n pain relievers

e 5 thar 81.3)| 508| 80.1| 553 848| 579) 816 | s70| 81.2| s97| 834 583 82.0| 582 8214072 | 804 | 1989 | 83.6 | 2071

R aran 99.3| 428 98.7| 525| 97.5| 561 96.7 | 637 | 94.9| 565|046 575 92.6| 570 982 |3881| 963 | 1862 | 96.1 | 1988

age nearly every day? : : i ’ y ; ) z : ;

a5 995| 428) 97.7| 528| 97.3| 561 954 | 636 952 | 564 93.8| 577 928 570] 95.8 | 3864 | 062 [ 1864 | 95.4 | 1987

na 993 | 427 | 96.6| 527 95.0| 559 923 | 633 | 884 | 584 | 88.1| 573) 87.2| 571 922 | 3854 9z 0 1868 | 91.7 | 1973

1 pain relievers

woribad o thara? 995( 429 98.7| 524 )| 984 558 97.8| 637 | 97.2| 567 | 97.0| 574 97.2| 567 97.9| 3856 982 | 1850 | 97,5 | 1083

B e ot ol 98.1( 538 | 93.1| se0| 67.1| 590 79.4| 705| 726 | 610 695| 584 | 61.1| 52| 79.8 4188 | 793 | 2085 | 803 | 2120

age nearly every day? j i I i i : 1 ’ 5 i

a5 98.5| 537 92.6| 571| 886| 580 866 | 707 80.5| soo) 79.1| s503] 70.6| 591 85.0] 4197 84.6 | 2065 | 85.5|2119

1| 98.5| 536 92.1| 567 85.0| s88) 74.2| 702| 66.8| 609 65.7| 592 50.2| 591 78.9| 4185 77512056 | 76.4 | 2116

1 pain reliavars

scribed o them? 98.7| 535|958 570 941 | 589 | 924 | 706 | 88.2| 609 80.4| 503 855| 592 91.9| 4194 91.6 | 2063 | 92.3 | 2118

& nor Disapprove 232| 120 21.2| 117 193 | 110 236 155 234 | 138|281 163 28.3| 163| 239| 966 25.8| 500| 22.0| 453

ipprove 3.5 18| 64 35] 98 55( 14.0 920195 15| 17.4| 101 21.4| 123 13.3| 539 142| 280| 12.5| 257

yrova 639 331 61.0| 336 599 342 4658| 308 43.0| 253 409 2'37 394 | 227 50.3|2034 | 471 | 927 | 53.4 | 1102

an't say a5 491 11.4 83| 1.2 64 155| 102 14.1 83| 1386 791 108 63| 124 | 503 128| 252 12.1| 250
20| 498 45| 550 76| 567 184 | 667 | 244 | 591 31.2| s586| 36.1| 579| 183 |4038| 173 | 1989 19.1 | 2056
1.2]| 484 24| 542 42| 568 63| 684) 95| 581 91| 583 11.8| 574| s5|4006| s0|1948| 7.0|z2045
04| 500 24| 549) 32| 586 97| 661| 12.8| 576 15.1| 583 183 | 573 9.1|4008] 821952 952045

n Dru 34| 494 | 22| 546) 25| 570) 29| 663| 4.1) 581) 48| 585 50| 575) 235]|4014) 281955 432048
10.3 59§ 11.2| 106) 11.6| 160 124 | 284 12.9| 332| 136/ 377 14.1| 385] 129 |1703] 127 | 782 132| 913
102 27| 11.4 45) 11.6 1) 122 147|121 | 163 127 167 13.1| 191] 123 | 832| 122| 377| 124 | 452
10.2 6 11.8 32| 120 530 126 137§ 131| 162 13.7| 184 ) 143 | 204 13.3| 778 132 | 368 13.4| 405

in Relievers 0 0 0f 127 3] 13.8 41143 6| 145 6| 14.0 19 13.3 6| 14.3 13
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Grade 8 Grade 7 Grade 8 Grade 8 Grade 10 Grade 11 Grade 12 Total
Substance

Number| Parcent] Number| Percent{ Number| Percent] Number| Percent] Number| Percent| Number| Percant Number| Percent| Number| Percent

1(0%) 418| 760| 282| 501 211| 348| 188| 231 126 | 204 87| 145 89| 148] 1383 324
(1-10%) 105 1941 193] 331 205| 336) 192| 287 140| 228 120 20.0 123| 205| 1078 252
e (11-30%) 19 35 60| 103 100] 164 157 21.9] 150| 24.2 170| 283 196 | 326| 852| 199
or less (31-50%) 4 0.7 20 34 54 89 97| 135 97| 187 104 17.3 95| 158| 471| 11.0
ar more (51-70%) 3 0.5 g 1.5 29 48 8.8 65| 105 76| 127 58 8.7 303 7
:(71-80%) 1 0:2 2 0.3 =] 1.0 30 42 31 5.0 33 55 28 4.7 131 3.1
st All (21-100%) 0 0.0 7 1.2 5 08 13 1.8 10 1.6 10 1.7 12 2.0 57 1.3
1 (0%) 419| 762 342| 588| 228| 374 185| 230 103 16.7 67| 11.2 65| 108]| 1389| 325
(1-10%) 101 184 147 252 164 | 269 123 171 94| 152 43 7.2 36 6.0 708| 165
2 (11-30%) 20 36 56 96 113| 1886 141| 196 98| 158 76| 127 69| 11.5 573| 134
or less (31-50%) 5 08 19 33 52 85 11| 155 116| 18.8 118| 198 110| 183 532| 124
or more (51-70%) 4 07 12 21 27 4.4 86| 120 10| 17.8 128| 21.3 133| 221 500 11.7
(71-90%) 1 02 4 0.7 18 3.0 63 88 79| 128 126 | 21.0 132| 220| 423 9.8
st All (91-100%) 0 0.0 4 0.7 T: 11 29 4.0 18 29 41 6.8 56 9.3 155 3.6
1 (0%) 475| BB.7 376| 645 268| 441 186| 26.0 121 19.7 79| 132 76| 127 1581 37.0
(1-10%) 58] 108 126| 216 149 245)] 131| 183 95| 154 89| 14.8 87| 145) 736| 172
2 (11-30%) T 13 42 7.2 79| 130f 131| 183 05| 171 121 202 104| 17.3] 583 138
or less (31-50%) 3 0.5 16 2T 55 8.0 82| 115 82| 150 99| 165 114| 19.0§ 481| 108
or more (51-70%) 2 0.4 8 14 32 53 81 1.3 89| 16.1 89| 165 88| 14.7| 409 9.6
(71-80%) 0 0.0 4 0.7 15 25 73| 102 63| 102 76| 127 91| 152 3zz 7.5
st All (91-100%) 2 04 1 1.9 10 1.6 3z 45 40 6.5 37 6.2 40 6.7 172 4.0
1 (0%) 470| B56| 404| 694 308| 502] 258| 361 186| 303 125| 209 118 | 19.7] 1868 | 438
(1-10%) 89| 128 130 223 172 282 199 | 27.7 189 | 30.8] 211| 353) 242| 405| 1212| 284
2 (11-30%) 6 1.1 23 40 76| 125 105| 1486 114 | 188 110 184 114| 18.1 548 | 128
or less (31-50%) 2 04 13 22 26 43 66 9.2 52 85 55 9.2 52 87) 266 6.2
ar more (51-70%) 0 0.0 4 0.7 13 21 40 56 41 6.7 39 6.5 37 6.2 174 4.1
(71-20%) 1 0.2 4 0.7 9 1.6 28 3.9 25 4.1 38 6.4 23 3.8 128 3.0
st All (91-100%) 1 0.2 4 0.7 7 1.1 21 28 T 1.4 19 3.2 12 2.0 71 1.7
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Yes

Grade 6

Grade 7

Grade 8

Grade 9

Grade 10

Grade 11

Grade 12

Total

Number | Parcant | Number | Percent | Number | Percant | Number| Percent| Number| Percent] Number| Percent | Number| Fercent | Number Parcant

10

2.8

43

9.1

73

142

139

236

169

32.3

211

38.0

207

38.2

854

23.9

No 350 | 97.2) 431| 909| 453 | 858 451| 76.4| 355| 67.7| 344 | 620 335| 61.8] 2719| 761
Never 353 | 99.4| 449 940 487 | 924 518| 875 449| 857| 447| 81.1| 425| 786 3128 &7
1 or 2 days 1| o3 9| 19) 25| 47]| 29| 48| 24| e5] 41| 74| 51| 94| 190| 53
any | 3to5days 1| o3 3| 08 7| 13| 18| 30| 18| 31| 22| 40] 19| 35] 88| 24
ttes | 6to9days o| oo 3| o6 2| 04 4| o7 7] 13 9| 16] 17| 31] 42| 12
10 to 19 days o| oo 3| o6 1| o2] 12| 20 8| 15] 13| 24] 11| 20] 48| 13
20 to 39 days o] oo 2| o4 2| 04 3| 05 o| oo| 10| 18 4] o7] 21| os
40+ days 0| 00 4| 08 3| 086 8| 14 10| 1.8 8| 186 14| 286 45| 1.3
LG paver fried any 333| 051 408| s95| 420| 835| 435| 74| 340| 58| 333| 61.3| 304| 565] 2582 | 738
tobacco product
Cigarettes 9| 28 23| 5.0 43| B84 79| 136 93] 18,0 102| 188| 102| 18.0] 451 | 128
Clgars, cigarillos or little cigars 2| 086 4| 09 2| 04 71 12 0] 1.8 21| 38 33| 6.1 791 23
Ir":r‘;f:r’p'lg: hiadkah 1| 03| 3| o7| 3| os| 8| 14| 4| o8| 5| os| 4| 07| 28| os
' Electronic cigarettes,
St? | e-cigarettes, 2| oe| 11| 24| 19| 37| 23| 40| 41| 79| 38| 7o| 31| s8] 185| 47
vape pens, or e-hookahs
Chewing tobacco, snuff or dip 0| 00 3| 07 11 21 201 34 17| 3.3 33| 6.1 54| 10.0] 138| 39
Snus (moist smokeless
tobacco usually sold in 0| 00 2| 04 o oo 1] 0.2 2| 04 3| 06 gl 14 14| 04
small pouches)
Other 3| o9 2| 04 7| 14 8|l 14| 11| 21 8| 15 4 1.2
Very hard 313| 89.7| 327| 708 341 82| 277 | 47.5] 179| 345| 170| 307] 110 48,8
i‘;’; Sort of hard 22| 63| 56| 121] 75| 148 113]| 194] 91| 17.5] 108| 195] 73
Sort of easy 7 2'0;. 43| 93 62 12.0 80| 154 127| 245 118| 21.3) 150| 279 597 | 17.0
Very easy 7| 20 3B| 7.8 37| 721 103 177 122| 23.5] 158| 285] 204| 380§ 667| 18.0
onic | NO! 341| 963] 404| 860] 420] 80| 405| 69.1| 314] 508| 329| 505 296 54.9] 2503 70.7
re- | no 10| 28] 42| 88| 57| 11.0] 102] 174 12| 21.3] 108 192 115] 21.3| 544| 153
xt | yes 2| os| 15| 32| 33| s3] 53| oso| es| 128] 78| 141] a5| 178] 342| 98
YESI 1 03 8| 19 10| 1.9 26| 44 33| 6.3 40| 7.2 33| 61 152| 43
you NOI 338 | 952 390| 842 393| 754| 371| 63.2| 276| 526| 289| 522 263| 49.0| 2320 | 655
e, no 12| 34| 48| 104 61| 11.7] 107 | 182 103| 19.6 99| 179 106| 19.7| 536| 15.1

1.1

0.3




Response Grade 6 Grada 7 Grade 8 Grada 9 Grade 10 Grade 11 Grade 12 Total

Number | Percent | Number | Percent | Number | Percent | Number | Percant | Number| Percant | Number | Percant | Numbar Pareant | Numbar| Parcant

ow: | Yes 136| 38.0| 204| 429] 222| 420| 253 426] 235| 44.7] 239] 42.9] 206] 37.9] 1495 ] 417

No 222| 620] 271] 57.1| 306| 68.0] 341] 57.4| 291| 53| a1a| 57.1] 337 621 2086 | 583

ow: | Yes 35| o8| eo| 126| 62| 11.8] 5| 143| 78| 148| e3| 149] 62| 11.4]| 48| 130
.

No 323| 902| 415| 87.4| 65| 82| s09| 57| ad0| 52| a7a| e51| 481| ses| 3116 evo

ow: | Yes 41| 11.5] 62| 131] 86] 163] 96| 162] 81| 173| | 17.2] 5] 17.5] 567 ] 158

No 317| 885] 413| 86.9] 441| 83.7| 498| 63.8| 435] 82.7| 461| 828| 448| 825] 3013 | 842

o= | Yes 189 52.8| 224 47.2| 243| 46.1] 268| 45.1] 222 a22| 284| 4v.4| 262| 462|672 467

No 169 | 472 251 | 528 284 | 53.9| 325| 549 304| 57.8] 2903| 528 282| 518 1909 | 53.3

All of the time 26| 74| 47| 100] 47| 90| 84| 14.3] 70| 135| 79| 143| 88| 164] 441| 125

1 [ Mostofthe time 28| 80| 45| 96| 46| 88| 67| 14| 74| 43| 78| 1a3| 71| 133| 40| 116

Some of the time 78| 223| 102] 21.7| 131] 250| 148| 253 138] 26.7| 138| 250| 136| 254| 871 248

Alitle of the fime 121 34.6] 144| 306| 156] 208| 122| 20.8] 117| 226| 136| 246| 112| 208| 908 257

None of the time 97| 27.7] 132| 281| 143| 27.3| 165| 282| 118| 2281 121| 21.9] 128| 239] 904 256

All of the time 26| 75| 43| 93| 38| 73| 75| 128] 58] 12| ez| 113| 63| 118] 5] 104

| Most of the time 12| 35| 39| 84| a7| 71| 44| 75| 48| 04| a7| ss| az| 78| 270] 77

did I Seme of the time 34| 98| 38| 82| 55| 106] 67| 115] 74| 1a3]| 4| 1721 90| 169l a52| 129

A little of the time 52| 150] 71| 153| o2| 17.7| 87| 14| o9] 19.1] 106| 194) 91| 1741 98| 17.0

None of the time 223| 6a3| 273| 58.8| 27| 57.2| 310| 532| 239| 46.1| 238| 43.5| 247| 463 | 1827 | 520

All of the tme 25| 7.2| 51| 108 54| 104]| 80| 137] 67] 1311 83| 1511 80| 1521 440] 126

[ "Most of the time 16| 46| 51| 108] 45] 87| 62| 106] 71| 139] ea| 124l e4| 121] 377] 108

did [~Some of the time 0| 17.2| 89| 127] 5] 126] 102| 17.4| 102| 19.8| 103| 188| 118] 224| €09 | 17.4

Alittle of the time 65| 187] 96| 206] 111] 216] 97| 166| 98] 19.1] 109] 198]| 101| 192] 677 19

None of the time 182 | 523| 209| 44.8| 242| 46.8| 244| 41.7| 174| 340| 18| 33.9| 164| 31.1| 1401 | 400

All of the time 24| 68| 51| 108] 49| 94| 78] 134| 56| 108] 54| el er] 1261 379] 105

did | Most of the time 8| 23| 23| 49| 27| 52| 40| 69| 48| o3| a7| 85| 43| a1l 23] &7

g | Some of the time 29| 84| 49] 104] 47| 91| 81| 108| 67| 130] 74| 1351 e8] 124] 33| 112

A little of the time 59| 170] 65| 138] 81| 56| 81| 138] 83| 61| 9| 17.5] 80| 67| 554] 158

None of the time 227| 654 282] 60.0| 315| 60.7| 323| 55.4| 260 50.6] 279| 50.7| 268| 50.3) 1954 | 556
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iestions

Response

All of the time

Grade 11

Number| Percent

82

14.9

Most of the time

79

14.4

Some of the time

108

19.9

A little of the time

96

17.5

None of the time

183

333

All of the time

13.8

Most of the time

55

Some of the time

12.5

A little of the tima

14.5

None of the time

Yes

53.7

98.7

No

1.3
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Contacts for Prevention

NATIONAL RESOURCES

Human Services (USDHHS)

Substance Abuse and Mental Health
Service Administration (SAMHSA)

1 Choke Cherry Rd., Rm. 8-1054
Rockville, Maryland 20857
240-276-2000

info@samhsa.hhs.org

(From this web-site, the programs and
services provided by the Center for
Substance Abuse Treatment, and Center for
Mental Health Services can be accessed)

Center for Substance Abuse Prevention
(CSAP)

1 Choke Cherry Rd., Ste 4-1057
Rockville, Maryland 20857
240-276-2420

info@samhsa.hhs.org
http://prevention.samhsa.gov/

CSAP's Centers for the Advancement of
Prevention Technologies (all five CSAP
Centers can be accessed through this web
site)

http://captus.samhsa.gov/home.cfm
National Institutes of Health (NIH)

6001 Executive Blvd., Rm. 5213
Bethesda, Maryland 20892-9561
301-443-1124

http://www.nida.nih.qov/

STATE RESOURCES

New York State

Office of Alcoholism and Substance Abuse

Services (OASAS),

Division of Prevention and Treatment
reventi asas.state.ny.us

www.oasas.state.

National Council on Alcoholism & Other
Drug Dependencies/Putnam

67 Gleneida Avenue

Carmel, NY 10512

845-225-4648

www.putnamncadd.org

Putnam Family & Community Services
1808 Route Six

Carmel, NY 10512

845-225-2700

Putnam County Departments of Mental
Health and Social Services

110 Old Route Six

Building Two

Carmel, NY 10512

845-808-1500
www.putnamcountyny.com/

This Report Was Prepared
by Bach Harrison L.L.C.

R. Steven Harrison, Ph.D.

R. Paris Bach-Harrison, B.F.A.
Taylor C. Bryant, B.A.
801-359-2064

http://www.bach-harrison.com
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Adults who are Current Smokers by NYS County, 2013-2014
Expanded Behavioral Risk Factor Surveillance System

Estimated Number of Estimated Percent of 95% Confidence

Current Smokers Current Smokers Interval for Percent

New York State 2,464,221 16.6% (15.5% — 17.7%)
Albany 39,049 16.3% (13.3% — 19.7%)
Allegany 9,981 26.8% (20.7% — 33.8%)
Broome 34,578 22.3% (18.1% - 27.2%)
Cattaraugus 16,998 28.4% (21.2% — 36.8%)
Cayuga (percent unreliable due to large standard errer) 18,620 30.6% (21.2% — 41.9%)
Chautauqua 25,284 24.7% (19.0% — 31.5%)
Chemung 16,865 24.8% (17.4% — 34.2%)
Chenango 7,285 18.9% (13.9% — 25.1%)
Clinton 14,782 22.6% (17.4% — 28.7%)
Columbia 10,331 21.0% (15.6% — 27.5%)
Cortland 8,377 21.4% (14.2% — 30.8%)
Delaware 8,566 22.9% (16.7% — 30.4%)
Dutchess 36,239 16.1% (11.5% - 22.0%)
Erie 133,426 18.8% (15.9% — 22.0%)
Essex 5,205 16.6% (12.0% - 22.7%)
Franklin 11,039 27.0% (20.0% — 35.3%)
Fulton 12,394 29.0% (23.2% — 35.5%)
Genesee 11,981 25.8% (19.1% — 34.0%)
Greene 9,434 24.5% (17.3% — 33.4%)
Hamilton 750 19.0% (13.1% — 26.7%)
Herkimer 12,843 25.8% (19.7% — 33.1%)
Jefferson 19,667 22.1% (16.6% — 28.7%)
Lewis 3,060 14.9% (10.5% — 20.8%)
Livingston 11,804 23.0% (16.8% — 30.8%)
Madison 9,621 17.0% (11.3% — 24.9%)
Monroe 82,910 14.5% (11.9% - 17.6%)
Montgomery 8,754 23.4% (18.1% — 29.6%)
Nassau 128,120 12.7% (8.4% — 18.7%)

New York City 836,449 13.3% (9.9% — 17.6%)

Niagara 34,404 20.8% (16.2% — 26.2%)

Produced by the Toboeco Survelllance Evaluation and Research Team, Bureau of Chranic Disease Evaluation and Research



Adults who are Current Smokers by NYS County, 2013-2014
Expanded Behavioral Risk Factor Surveillance System

Estimated Number of Estimated Percent of 95% Confidence

Current Smokers Current Smokers Interval for Percent
“Oneida ERER 30,622 | 22.0% [ (17.4% — 27.4%)
Onondaga 71,467 20.3% (16.8% — 24.3%)
Ontario 14,655 17.6% (12.4% — 24.5%)
Orange 41,418 15.7% (12.1% — 20.2%)
Orleans 8,566 25.7% (18.6% — 34.3%)
Oswego 25,456 28.0% (22.1% — 34.8%)
Otsego : 13,146 26.3% (18.7% — 35.7%)
Putnam 10,608 13.9% (9.6% — 19.7%)
Rensselaer 29,431 23.8% (18.3% — 30.3%)
Rockland 22,626 10.2% (7.3% — 14.1%)
Saratoga 30,141 17.7% (13.8% — 22.4%)
Schenectady 22,677 19.3% (15.5% — 23.9%)
Schoharie 4,929 19.3% (14.4% — 25.4%)
Schuyler 3,233 22.3% (15.6% — 30.9%)
Seneca 3,769 13.7% (9.3% — 19.7%)
St. Lawrence 17,009 19.5% (14.5% — 25.6%)
Steuben ' 17,794 23.7% (18.9% — 29.2%)
Suffolk 160,678 14.4% (10.8% — 18.8%)
Sullivan 14,102 24.5% (18.6% — 31.4%)
Tioga 8,732 22.8% (16.8% — 30.0%)
Tompkins 11,882 14.1% (8.9% — 21.6%)
Ulster 30,593 21.1% (15.2% — 28.6%)
Warren 9,357 18.7% (14.4% — 24.0%)
"Washington 10,281 21.0% (16.3% — 26.6%)
Wayne 17,170 24.5% (17.7% — 33.0%)
Westchester 83,515 11.7% (9.0% — 15.2%)
Wyoming 7,196 21.6% (16.0% — 28.4%)
Yates 2,660 13.8% (10.2% ~ 18.6%)

New York State-level data were produced using the 2013 Behavioral Risk Factor Surveillance Systam. County-level data are from the 2013-2014 New York Expanded
Behavioral Risk Factor Surveillance System (eBRFSS) Survey. Please note that adding the numbers of current smokers over all counties doas not agree with the New York
State number due to different sources and different timeframes. eBRFSS data were used to generate percentages of non-institutionalized adult (18+) NYS residents for 50
health indicators. For mora Information on the eBRFSS please visit hifps:/health.data.ny.aov

A confidence interval is a range around a maasurement that conveys how precise the measurement is.

Please forward quastions or comments to the Bureau of Chronic Disease Evaluation and Research, New York State Department of Health at (518) 473-0673 or type
“eBRFSS"in the subject line of an e-mall and send it to [cp@health.ny.qov

Produced by the Tobacco Surveillance Evaluation and Research Teom, Bureau of Chronic Disease Evaluation and Research
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Percentage of adults who gre current smokers

45%
40% -
35%
ms:'
25%
wll | o 1
15% 1
mr.:'
5% 1
& 28.4% 20.8% i f 31.5% 21.9%
Cattaraugus Wastem NY NYS Cattaraugus Waestam NY
Region Ragion
P erude —_— F——— age-adjusted —_— Rate typs
Cattaraugus County Western NY
Est. # of Est. # of
Adults Percent 95% Ci Aduits Percent 95% CI
Total 16,998 284 (21.2-35.8) 247,835 20.8 (13.8-23.0)
Age
18-24 # 25,309 14.9 (9.9-21.7)
25-34 # 56,094 32.7 (25.8-40.4)
35-44 # 38,389 22,9 ( 18.1-28.6)
45-64 5,574 25.0 (17.5-34,5) 107,073 25.2 (21.7-29.1)
65+ 1,715 14.2* (7.0-26.5) 20,570 8.4 (6.2-11.3)
Race
White, NH 12,178 229 (17.6-29.4) 189,505 19.0 (16.9-21.3)
Black, NH # 34,273 38.2" (29.0-48.3)
Hispanic # 18,226 = (19.3-46.1)
Other, NH # 5,830 13.1 (7.7-21.6)
Sex
male 9,679 32,7 (21.4-45.4) 126,440 22.0 (18.8-25.7)
female 7,319 24.1 (16.6-33.8) 121,395 19.7 (17.2-22.5)
Age-adjusted?® 315  (24.1-40.1) 21.9 (19.7-24.2)

& Percent is age-adjusted to the 2000 United States Population,
# Rates with <10 in the humerator or <50 In the denominator are suppressed,
A Highly varlable rate (confidence Interval with a half-width greater than 10),

21| Page
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TOBACCO 21

Tobacco 21 delays smoking initiation

% Tobacca 21 prohibits tobacco sales to anyone younger than 21, the
period during which the vast majority of smokers become addicted.'

icy limits Q€3 . it :
olicy *»  Approximately 96% of smokers begin smoking before age 21

D - " I
“Tobace rodu ucts 1© with most beginning before age 16.” Smokers frequently transition
A pacco \der. :
of 10 e 21 and © from experimentation to addiction between the ages of 18 and 21.*
CUSTOme rs d tor pDS‘iess‘mg % Youth get their cigarettes from social sources,” most of whom are

1 youl o purchase

HUNIS 6 .
\t does n?’f P;JT Siternpiing ‘le L clerks peers ages 18 to 21.° Today, there are more 18 and 19 year olds in

grehasin isash requt high school than in past years;’ thus, permitting tobacco sales to 18
ropacco: N 0\ years o or 19 years olds no longer makes sense. i
tobe % Few 21 year olds travel within high school social circles; Tobacco
21 will effectively remove this critical source of tobacco,® thereby
delaying or preventing smoking initiation.”

Starting later means fewer addicted, long-term smokers

% Evidence shows the younger the age of initiation, the greater the risk of nicotine addiction, heavy daily smoking
and difficulty quitting.'

% Adolescents are particularly susceptible to the “rewarding” effects of nicotine." In fact, nicotine addiction (which can
develop at low levels of exposure, well before established daily smoking'?) causes three out of four young smokers to
continue smoking into adulthood, even if they intended to quit after a few years."”

+  We now know the brain continues to develop until approximately age 25,'" particularly in ways that affect
impulsivity, addiction'® and decision making.'® Thus, science does not support permitting the sale of nicotine to 18
year olds. .

% Delaying smoking initiation reduces the likelihood of ever starting! It also reduces the number of regular
smokers'” and immediate, mid- and long-term health effects of smoking to an individual.'®

Stopping the tobacco epidemic requires policies that delay and prevent smoking initiation."”

% Tobacco industry survival depends on youth tobacco use and addiction.*® Without policy intervention,?' the industry
will continue to successfully entice youth to use their products.®

% Despite declines in New York State’s smoking rate, 2.1 million adults continue to smoke statewide,

% African Americans, non-Hispanic multiple race individuals, the mentally ill, LGBT individuals and individuals of
low-socioeconomic status or lower education smoke at higher rates compared to the general population.!

%+ Despite declines in youth smoking rates, 7.3% of New York high school students and 1.2% of New York middle
school students reported smoking cigarettes in 20142 Without sustained action, nearly 874,000 New York youth
alive in 2014 are projected to become smokers, and an estimated 280,000 of them will die prematurely.?
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Tobacco 21 policies have broad public support.®® T

o

%

&

B

"[The base of our business is Tobacco 21 can be effective even as a local policy.

{hehighschog) student.” %+ In 2005 Needham, MA became the first municipality to implement

skanillard Tonacen Compioy) Tobacco 21. The city realized a significantly greater reduction in youth

smoking compared 1o surrounding communities immediately following

adoption of Tobacco 21, despite the mobility of Needham youth

All Needham tobacco retailers remain in business ten years afier

stopping tobacco sales to18-20 year olds.?®

% New York jurisdictions are taking notice. With the implementation of
Tobacco 21 policies in New York City and Suffolk County, half of all
New Yorkers are covered by the policy.”

"[Youth] represent tomorrow's

| cigarette business...they will &
account for a key share of
total [sales] for at least the
next 25 years."
-R.J. Reynolds Tobacco Company

Tobacco 21 will not harm business—only 2% of national cigarette sales are made to 18-20

year olds.”? Because declines in smoking occur gradually, retailers will have time to adjust to

the changing market conditions.® Additionally, Tobacco 21 will make 1D checks easier for

New York retailers.*

Despite initial resistance to raising the legal drinking age to 21, the policy resulted in lower rates of
youth drinking.’* Additionally, the alcohol industry was unharmed.*®

Tobacco 21 is gaining momentum; one state and 84 local jurisdictions in eight states have adopted
Tobacco 21%7 (and more are considering it*™).

Three out of four American adults (and 70% of cigarette smokers) favor Tobacco 21.7! ' fa J ;
= g

Tobacco 21 is most effective when it is a part of a comprehensive tobacco control plan.”

v

Comprehensive tobacco control policies (which include high excise taxes, smoke-free laws, effective enforcement of
youth access restrictions, mass-media campaigns and accessible cessation services) are associated with reduced
tobacco use among adolescents and adults.’’ Importantly, comprehensive policies are associated with decreased
youth smoking prevalence.”!

A strong Tobacco 21 policy will include electronic nicotine delivery devices (ENDS). ENDS are currently the most
common nicotine products used by high school and middle school students*? and ENDS use has been associated with
an increased likelihood of cigarette smoking.**

Examples of Tobacco 21 policies:

Jurisdiction Description
Hawaii Prohibits sale of tobacco products, including electronic cigarettes, to persons under age
21 HI Rev. Stat. §709-908 (as amended by Act 122 of 2015 Session Laws).
Suffolk County, NY Prohibits the sale of tobacco products, including electronic cigarettes, and herbal
cigarettes to persons under age 21. Suffolk Cty, NY Local Law §792(4)(2).
New York, NY Prohibits the sale of tobacco products, including electronic cigarettes, to persons under
age 21. NYC Admin. Cade. §17-706
Needham, MA Prohibits the sale of tobacco products or nicotine delivery products to persons under age
21. Needham, MA: Board of Health Regulation §1.6.1
sleesaoge August 26, 2015
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'S, DEP'T OF HEALTH & HUMAN SERVS., THE HEALTH CONSEQUENCES OF SMOKING—S30 YEARS OF PROGRESS, 708 (2014) [hercinafier 2014 SG
REPORT]; U.5. DEP'T. OF HEALTH & HUMAN SERVS., PREVENTING TOBACCO LISE AMONG YOUTH AND YOUNG ADULTS, A REPORT OF THE SURGEON
GENERAL, 134 (2012) [hercinafter 2012 $G REPORT.

22012 SG REPORT, supra note 1 at 268, Table 3.1.9; see alse CAMPAIGN FOR TOBACCO FREE KIDS, INCREASING THE MINIMUM LEGAL SALE AGE FOR

TOBACCO PRODUCTS TO 21, 1 (2015)

3 2012 SG REPORT, supra note 1 at 268, Table 3.1.9; see E. Croghan et al., The importance of soctal sources of cigarettes to school students, 12
Tosacco CoONTROL 67, 67 (2003).

* Id. at 69-70; see also id. at 68 (74% of occasional smokers report obtaining cigarettes from social sources); Leslie A. Robinson et al., Changes in
Adolescents” Sources of Cigarettes, 39 1. ADOLESCENT HEALTH 861, 865 (2006); Leslie A Robinson et al., Gender and Ethnic Differences in Young
Adolescents’ Sources of Clearettes, 7 TOBACCO CONTROL 3533, 357 (1998):

8 INSTITUTE OF MEDICINE OF THE NATIONAL ACADEMIES, PUBLIC HEALTH IMPLICATIONS OF RAISING THE MINIMUM AGE OF LEGAL ACCESS TO TOBACCO
PRODUCTS, 6-15 (2015) [hereinafter IOM ReporT]; Joseph R DiFranza et al., Sources of Tobacco for Youths in Communities with Strong
Enforcement of Youth Access Laws, 10 ToBacco CoNTROL 323, 327 (2001); CampAlaN For ToBACCO FREE Kips, WHERE DO YOUTH SMOKERS GET
THEIR CIGARETTES?, 1-2 (January 6, 2015) [hereinafter CTFK CIGARETTES]; see also Sajjad Ahmad, Closing the youth access gap: The projected
health benefils and cost savings of a national policy to raise the legal smoking age to 21 in the United States, 75 HEALTH PoLiCY 74, 75 (2005); );
Kurt M Ribisl et al, Which Adults Do Underaged Youth Ask for Cigarettes?, 89 AM. 1. PusLic HEALTH, 1561, 1562,

T CTFK CIGARETTES; Jonathan P. WinickofT et al., Retail Impact of Raising Tobacca Sales Age to 21 Years, AM. J. PUBLIC HEALTH, el (September
2014) [hercinafter Retail fmpaet]; Ribisl, supra note 6 at 1562.

¥ Ahmad, supra note 6 at 75; WinckofT, Retail Impact, supra note 7 at el.

? Youth are unlikely to obtain cigarettes from other sources. See IOM REPORT, supra note 6 at 5-19 (importance of social sources has increased since
1997); see also id. at 5-9 (no evidence youth are using illicit channels to get cigarettes); see also id. at 5-9 (bans on non-commercial distribution of
cigarettes unenforced).

19 10M REFORT, supra note 6 at 2-21; see also id. at4-14 (“A younger age of initiation is associated with an increased risk of many adverse health
outcomes, such as a hospital inpatient stay in the past year and lifetime rigk of respiratory disease, especially chronic obstructive pulmonary disease,
ad lung cancer™); 2014 SG REPORT, supra note | at ; see also WinickofT, Retail Impact, supra note 7 at
1 1OM REPORT, supra note 6 at 3-13 and 3-16; Winickof¥, Retail Impact, supra note 7 at €3,

12 [OM REFORT, supra note 6 at 2-20.

1! CAMPAIGN FOR TOBACCO FREE KIDS, INCREASING THE MINTMUM LEGAL SALE AGE FOR TOBACCO PRODUCTS T0 21, 2 (2015) (citing 2012 SG
REPORT).

1 1OM REPORT, supra notc 6 at 3-12.

15 Winickoff, Retail Impact, supra note 7 at el.

1% JOM REPORT, supra note 6 at 3-14; see also id. at 3-8 (“The development of some cognitive abilitics, such as understanding risks and benefits, is
achieved by age 16. However, many areas of psychosocial maturity, including sensation seeking, impulsivity, and future perspective taking continue
to develop and change through late adolescence and into young adulthood.”™); see also id. at 3-12 (“While the development of some cognitive abilities
is achieved by age 16, the parts of the brain most responsible for decision making, impulse control, sensation seeking, future perspective taking, and
peer susceptibility and conformity continue to develop and change through young adulthood.™); Alexander C. Wagenaar and Traci L. Toomey,
(b,z%i?og.;' of Minimum Drinking Age Laws: Review and Analyses of the Literature from 1960 to 2000, J. STUDIES ON ALCOHOL, Suppl. 14, 220, 222

'7 1OM REPORT, supra note 6 at S-6 and S-3.

'® IOM REPORT, supra note 6 at 8-20, Short-term/immediate health effects include: nicotine addiction, inflammation, impaired immune status,
oxidative stress, and respiratory symploms which render the individual more susceptible to other adverse health outcomes such as acute illness and a
reduccd capacity to heal wounds. Intermediate health effects include: subclinical atherosclerosis, impaired lung function, susceptibility to lung
disease, Type 2 diabetes, periodontitis, and adverse surgical outcomes/wound healing (among others) which also lead to reduced productivity and
absenteeism. Long-term health effects include: cancer, vascular discase, COPD, RA, and bone disease. Maternal/fetal health effects include:
decreased likelihood of conception, pregnancy complications, and impairment of fetal development. fd. at 8-12 to 8-18

1% See Ahmad, supra note 6 at 74 (finding that efforts to prevent youth smoking initiation could produce health benefits scven times greater than
cfforts to promote adult smoking cessation).

% See RJ Reynolds, “Estimated Change in Industry Trend Following Federal Excise Tax Increase,” September 10, 1982, Bates Number
513318387/8390, http://lepacy.library.ucsf.edu/tid/tib23d00:jsessionid=211D4CCFODRD25F9DC2COBR025239484 tobacco03 (“If a man has never
smoked by age 18, the odds are three-to-one he never will. By age 24, the odds are twenty-to-one.”): see alse August 30, 1978Lorillard memo from
Achey to CbO Curtis Judge about the "fantastic success" of Newport. Bates No, TIN Y0003062 (“Our profile taken locally shows this brand
[Mewport] being purchased by black people (all ages), young adults (usually college age), but the base of our business is the high school student.");
see also September 30, 1974 R.J, Reynolds Tobacco Co. marketing plan presented to the company's hoard of dircctors. Bates No. 501421310-1335
("They represent tomorrow's cigarette business. . . As this 14-24 age group maturcs, they will account for a key share of the total cigarette volume -
for at least the next 25 years.")
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! Tobaceo use is driven by industry marketing tactics; comprehensive tobacco control programs arc necessary to combat industry actions and
includes implementation of evidence based policies. 2012 SG REPORT, supra note 1 at ES-7, 8, 487, 508, 540, 601, and 851-852,

2012 SG REPORT, supra note 1 at ES-5 and 508 (industry marketing, particularly at the point of sale, causes youth smoking,)

B See Press Release, Governor of New York, Governor Cuomo Announces New York's Smoking Rates Reduced to Lowest Levels in Recorded State
History (June 8, 2013), htips://www.governor.ny.gov/news/governor-cuomo-announces-new-yorks-smoking-rates-reduced-lowest-levels-recorded-
state-history (last accessed August 2, 2015) (adult smoking rate was 14.5% in 2014); see also New York State Behavioral Risk Factor Surveillance
System (2014) (weighted adult population for 2014 was 14,461,387).

2 CTRS FOR DISEASE CONTROL & PREVENTION, CURRENT CIGARETTE SMOKING AMONG ADULTS IN THE UNITED STATES,
hitp://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/ (2013); 10M REPORT, supra note 6 at 2-9 (tobacco use is more
common among those with mental illness, but nature of relationship remains unclear); see afse LEGACY, TOBACCO FACTSHEET: YOUTH AND SMOKING,
2-3 (Results from 2009 show more than twice a3 many LGB students have smoked before age of 13 compared to heterosexual students; they smoke
more than heterosexual counterparts; LGBT young adults smoke more than heterosexual young adults; Youth smoking increases with decreasing
levels of parental education; more 19-22 year olds NOT enrolled in a 4 year college are smokers (compared to those who ARE enrolled in college).
% NEW YORK STATE DEPARTMENT OF HEALTH, BUREAU OF TOBACCO CONTROL, TRENDS IN SMOKING PREVALENCE AMONG NEW YORK STATE YOUTH,
Statshot Vol. 8, No.1 (January 2015)

26 AMERICAN CANCER SOCIETY CANCER ACTION NETWORK, PREVENTING MILLIONS OF L1ves LosT To ToBACCO USE: MAKING THE NEXT GENERATION
ToBACCO-FREE, http://www.acscan.org/content/wp-content/uploads/2014/02/Potential-for-Millions-Lives-Lost-to-Tobacco-Use.pdf (February 2014)
(accessed August 17, 2015); see also NEW YORK STATE DEPARTMENT OF HEALTH, SMOKING AND TOBACCO USE-CIGARETTES AND OTHER TOBACCO
PRODUCTS, hitps://www.health.ny.gov/prevention/tobacco_control/ (accessed August 17, 2015),

2 Shari Kessel Schneider, Community Reductions in Youth Tobacco Smoking After Raising the Minimum Tobacce Sales Age to 21, TC ONLINE FIRST
(June 12, 2015) 3-4; WinickofT, Retail Impact, supra note 7 at 3.

% WinickofT, Retail Impact, supra note 7 at €3 (whilc high school smoking rate declined by 47% in 4 years following age increase, no retailers went
out of business as of 2014).

¥ See 1.8, DEPT. OF COMMERCE, STATE & COUNTY QUICKFACTS, hitp://quickfacts.census.gov/qfd/states/36/3651000.html (2013 New York City
population estimate) and hitp://quickfacts.census.gov/qfd/states/36/36103.html (2013 Suffolk County population estimate).

0 Jonathan P Winickoff ct al., Public Support for Raising the Age of Sale for Tobacca ta 21 in the United States, TC ONLINE FIRST (April 15, 2015);
King et al., Autitudes toward Raising the Minimum Age of Sale for Tobacco Among U.S. Adulis, AM. 1. OF PREVENTIVE MED. 1, 3 (July 15, 2015); see
Ahmad, supra note 6 at 76

3! King, supra note 29 at 3,

2 Winickoff, Retail Impact, supra note 7 at e2 (uses number of cigaretics consumed by18-20 year olds, so includes sales to those individuals as well
as to others on behalf of those individuals.)

3 Winickoft, Retail Impact, supra note 7 at e2.

¥ NEW YorK, DEPARTMENT OF MOTOR VEHICLES, NEW YORK'S NEW DRIVER LICENSE. available ar http:/dmv,ny.gov/driver-license/nys-new-driver-
license.

5 WinickofY, Retail Impact, supra note 7 at e2

¥ WinickofY, Retail Impaci, supra note 7 at €2,

3 Topacco2.ora, hitp:/tobacco21.org/wp-content/uploads/2014/02/Tabaceo-21-Cities-new 1 7.pdf (accessed August 17, 2015); CAMPAIGN FOR
TOBACCO-FREE KIDS, STATES AND LOCALITIES THAT HAVE RAISED THE MINIMUM LEGAL SALE AGE FOR TOBACCO PRODUCTS TO 21,
https://www.tobaccofreekids.org/content/what_we_do/state_local_issues/sales_21/states_localities MLSA_21.pdf (July 14, 2015).

3 See e.g., TORACCO21.0RG, http:/tobacen2 1 org/breaking-news/.

¥ 1OM REPORT, supra note 6 at 6-20,

402012 5G REPORT, supra note 1 at ES-7.

4 Id. at ES-7, 696 and 854; see also IOM REPORT, supra note 6 at 6-20; see generally CENTER FOR PUBLIC HEALTH AND TOBACCO POLICY, TOBACCO
RETAIL LICENSING: LOCAL REGULATION OF THE NUMBER, LOCATION AND TYPE OF TOBACCO RETAIL ESTABLISHMENTS TN NEw YORrK (2013)
(effectiveness of limiting/reducing density of tobacco retail outlets and youth access); see also CENTER FOR PuBLIC HEALTH AND TOBACCO PoLiCy,
Toracco PRICE PROMOTION: LoCAL REGULATION OF DISCOUNT COUPONS AND CERTAIN VALUE-ADDED SALES (2013) (effectiveness of maintaining
high prices on tobacco products and youth access); see afse CENTER FOR PUBLIC HEALTH AND TOBACCO POLICY, CAUSE AND EFFECT: TOBACCO
MARKETING INCREASES YOUTH ToOBACCO UsE (2012).

2 Rene A. Arrazols et al., Tobacco Use Among Middle and High School Students-United States, 2011-2014, 64 MMWR 381, 381 (April 2015),

# Lauren M. Dutra and Stanton A. Glantz, E-cigareties and conventional cigareite use among US adalescents: A cross-sectional study, 168 JAMA
PEDIATRICS 610, 610 (2014); Adam M. Leventhal et al., Association of Electronic Cigarette Use with Initiatian of Combustible Tobacco Praduct
Smoking in Early Adolescence, 1. OF THE AM. MED. ASS0C., http:/jama jamanetwork.com/article.aspx?articleid=2428954 (2015).
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Key Facts:

Tobacco use is HIGHER in
Cattaraugus County than
inthe rest of NYS:

- More than 28% of
Cattaraugus County
adults are current

10
smokers:

- In the past 30 days,6.5%
of 7-12"" graders and
11.8% of seniors have
smoked cigarettes, most
obtain products from 18-

e - — Ell
20 year-olds.

21% of high school
seniors and 12% of 7-12'"

graders in Cattaraugus

County have vaped inthe |

past 30 days.”

Tobacco use is closely
linked to heart disease

Tobacco 21 for a Healthier Future

Smoking among adolescents and young adults

Smoking is the single most preventable cause of death and disease in the United States and
New York State, costing the lives of 28,200 New Yorkers annually.' “Tobacco 21” laws,
which raise the minimum age of legal access to purchase tobacco to 21 years, discourage
youth from becoming addicted to tobacco, reduce tobacco use, and prevent costly tobacco-
related diseases.

Why raise the minimum age to purchase tobacco to 21?

Most regular smokers start by age 21.

s 95% of adult smokers start smoking before age 21.2

¢ Many smokers transition from experimental to regular tobacco use hetween ages 18 and
21,7

Reduce youth access to tobacco.

e Studies show that high school smokers under age 18 are more likely to get cigarettes from
social sources, such as borrowing or having someone else buy the cigarettes they smoked.?
= 90% of people who buy cigarettes to give to minors are under age 21.°

e Smokers age 18 to 19 are the most likely age group to be asked to provide tobacco to
" 5
minors.

el T R Reduce youth smoking rates.
e e In the five years following a law in Needham, MA that raised the age for tobacco sales to

21, youth smoking in Needham dropped by nearly half, from 13% to 7%.5
- Over 300 County

residents die every year
due to heart disease;

many are under age 65.°

- Nearly 300 County
residents are diagnosed
with cancer every year,

and there are over 150

: 13
cancer deaths yearly.

What about businesses?

- Tobacco sales to 18-20
year olds are only 2% of
retail tobacco sales. !

- 98% of tobacco sales and
all ancillary purchases —
food, drink, etc. — will be
unaffected.”

Research has shown only
a minimal retail impact of
raising the sales age to
Tl. 14

It could result in substantial health benefits.

e In March 2015, the Institute of Medicine (IOM) concluded that raising the tobacco sale
age to 21 could substantially reduce youth tobacco use initiation, smoking prevalence, and
negative health consequences of smoking.’

Nicotine has a stronger impact on youth and young adults.?

e Brain development continues through young adulthood, making young people highly
susceptible to nicotine.

e Adolescents become addicted to nicotine more quickly and at lower levels of use than
adults.

Tobacco and E-cigarette companies target youth.

e Tobacco companies market heavily to youth and young adults to recruit “replacement
smokers” to sustain their profits.’

State and local “Tobacco 21" laws®

Although the federal minimurm age for tobacco sales is 18, states and local jurisdictions
have the authority to enact laws requiring a higher minimum age.

e In 2015, Hawaii became the first state to raise the minimum age of tobacco sales to 21.

e Over 100 municipalities in the U.5., including New York City, Suffolk County, and recently
Chautaugua County have raised the minimum age for tobacco sales to 21.
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