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Overview of proposed rule

The proposed rule requires all public housing agencies (PHAS) to implement a
policy prohibiting “lit tobacco products” in all living units, indoor common areas in
public housing, and in PHA administrative office buildings (i.e., a smoke-free policy for
all public housing indoor areas). “Lit tobacco products” are defined as “those that
involve the ignition and burning of tobacco leaves, such as cigarettes, cigars, and pipes.”
Because of this narrow definition, the rule does not include e-cigarettes or other
electronic smoking devices, hookah or waterpipe smoking, or marijuana.

The smoke-free policy must extend to all outdoor areas up to 25 feet from the
buildings. PHAs may create designated smoking areas outside the 25-foot buffer zone or
may make entirely smoke-free grounds. The proposed rule would prohibit smoking on
balconies and porches if they are part of the building or within 25 feet of the building.
The proposed rule would not include public housing units in mixed-finance projects or
Section 8 housing (“affordable housing”), and does not extend generally to multi-unit
housing that does not receive federal funding.

The smoke-free policy must be included in PHA plans and tenant leases. While
the proposed rule includes suggestions for compliance and enforcement, enforcement of
the policy would be the responsibility of the PHA. Less comprehensive smoking
restrictions already in existence must be updated to meet the proposed HUD policy must
be updated, and PHAs are free to make more stringent requirements, including
establishing entirely smoke-free grounds.

HUD’s stated purpose for the rule is to “improve indoor air quality in the housing,
benefit the health of public housing residents and PHA staff, reduce the risk of
catastrophic fires, and lower overall maintenance costs.”
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Exposure to secondhand smoke in multiunit housing is a serious health hazard, so
HUD’s proposed rule is a necessary step to protect children and adults

It is important to emphasize that federal laws do not provide a “right to smoke.”
Secondhand smoke is dangerous to anyone who breathes it and has the potential to
impact the most vulnerable residents in public housing MUHSs. Indeed, since the proposed
rule would give individuals who are members of low socioeconomic groups the
opportunity to enjoy healthy living environments and the same protection from unwanted
secondhand smoke that more economically advantaged homeowners or renters enjoy, it
should be applauded as a form of social justice, rather than an unfair restriction of
freedom.!

Exposure to secondhand smoke in multiunit housing creates a serious health
hazard for residents and workers. Secondhand smoke is a complex mixture of more than
7,000 chemicals, gases and fine particles that are emitted by burning cigarettes and other
tobacco products (called “side stream smoke”) and from the smoke exhaled by smokers
(called “mainstream smoke”). There are no safe levels of exposure to secondhand
smoke for children, adults, or the elderly, yet even those who choose to not smoke to
protect their own or their loved ones’ health are regularly exposed to this health
hazard.? According to the Centers for Disease Control and Prevention (CDC), more than
41,200 adult nonsmokers die every year in the United States from heart disease and lung
cancer caused by exposure to secondhand smoke.’

The Surgeon General’s 2006 report on the health consequences of exposure to
involuntary smoking (secondhand smoke) concluded:

e Secondhand smoke exposure causes disease and premature death in children and
adults who do not smoke.

e Children exposed to secondhand smoke are at an increased risk for sudden infant
death syndrome (SIDS), acute respiratory infections, ear problems, and more
severe asthma. Smoking by parents causes respiratory symptoms and slows lung
growth in their children.

e Exposure of adults to secondhand smoke has immediate adverse effects on the
cardiovascular system and causes coronary heart disease and lung cancer.

e The scientific evidence indicates that there is no risk-free level of exposure to
secondhand smoke.?

The scientific evidence on the health risks associated with exposure to
secondhand smoke is clear and not disputed (other than by the tobacco companies, their
allies, and front groups). The research continues to mount, and was reconfirmed in the
Surgeon General’s 2014 Report on the Health Consequences of Smoking® (Figure 1).
Secondhand smoke causes lung cancer, heart disease, low birth-weight, chronic lung
ailments, as well as other health problems. The Surgeon General’s 2014 report found that
“[e]xposure to secondhand tobacco smoke has been causally linked to cancer,
respiratory, and cardiovascular diseases, and to adverse effects on the health of infants
and children.” In a new finding, the report also concludes that secondhand smoke
exposure increases the risk of stroke in nonsmokers.



The 2014 Surgeon General’s report confirmed its 2006 finding that exposure to

secondhand smoke can cause Sudden Infant Death Syndrome (SIDS) and concluded:

Infants who are exposed to secondhand smoke after birth are also at greater risk
for SIDS.

Chemicals in secondhand smoke appear to affect the brain in ways that interfere
with its regulation of infants' breathing.

Infants who die from SIDS have higher concentrations of nicotine in their lungs
and higher levels of cotinine (a biological marker for secondhand smoke
exposure) than infants who die from other causes.®

The Surgeon General reports also concluded that secondhand smoke could cause

other serious health problems in children:

Studies show that older children whose parents smoke get sick more often. Their
lungs grow less than children who do not breathe secondhand smoke, and they get
more bronchitis and pneumonia.

Wheezing and coughing are more common in children who breathe secondhand
smoke.

Secondhand smoke can trigger an asthma attack in a child. Children with asthma
who are around secondhand smoke have more severe and frequent asthma attacks
that can put a child's life in danger.

Children whose parents smoke around them get more ear infections. They also
have fluid in their ears more often and have more operations to put in ear tubes for
drainage.’

Health Consequences Causally Linked to Exposure to Secondhand Smoke
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The condition in red is a new disease causally linked to secondhand smoke in the 2014 Surgeon General’s Report

Figure 1. Health consequences causally linked to exposure to secondhand smoke.’




After conducting a comprehensive review of the scientific literature, the
California Environmental Protection Agency issued a report in 2005 that led the
California Air Resources Board to list secondhand smoke as a toxic air contaminant* to
which children and infants are especially sensitive.* (A toxic air contaminant in
California is similar to a federal hazardous air pollutant.) In this comprehensive report,
CalEPA reiterated and strengthened many of its previous findings regarding the harms
caused by secondhand smoke, including effects on children, such as sudden infant death
syndrome, induction and exacerbation of asthma, increased respiratory tract infections,
increased middle ear infections, developmental toxicity resulting in lower birth weight,
and impaired lung function. For adults, CalEPA reiterated and strengthened its prior
findings for adults including lung cancer and heart disease. In an important new
finding, the report concluded that exposure to secondhand smoke causes nasal sinus
cancer and breast cancer in younger, primarily premenopausal women.”

In October 2014, the U.S. Public Health Service's National Toxicology Program
issued its 13th Report on Carcinogens, which unambiguously concludes, based on a
thorough review of the available scientific and medical evidence including the CalEPA
report, that:

Environmental tobacco smoke is known to be a human carcinogen based on
sufficient evidence of carcinogenicity from studies in humans. Studies support an
association of environmental (passive or secondhand) tobacco smoke with cancer
of the lung and, in some cases, the nasal sinus [citations omitted]. Evidence for an
increased cancer risk from environmental tobacco smoke stems from studies
examining non-smoking spouses living with individuals who smoke cigarettes,
exposure of nonsmokers to environmental tobacco smoke in occupational settings,
and exposure to parents’ smoking during childhood [citations omitted]. Many
epidemiological studies, including large population-based case-control studies,
have demonstrated increased risks for developing lung cancer following
prolonged exposure to environmental tobacco smoke. . . Increased risk of lung
cancer appears to be most strongly related to exposure to environmental tobacco
smoke from spousal smoking or exposure in an occupational setting.®

Secondhand emissions from hookah, electronic cigarettes, and other new tobacco
products also contain gases and fine particles, including nicotine, that are also be
dangerous to non-smokers.” Marijuana smoke contains at least 33 chemicals found in
tobacco smoke that are known as human or animal carcinogens (cancer-causing agents).
Some of the known carcinogens present in marijuana smoke are: acetaldehyde, arsenic,
benzene, chromium, formaldehyde, isoprene, lead, mercury, nickel, and quinoline.’

Establishing a 100% smoke-free environment is the only effective way to fully
protect nonsmokers from secondhand smoke

The Surgeon General’s 2006 report concluded that, “Eliminating smoking in
indoor spaces fully protects nonsmokers from exposure to secondhand smoke.
Separating smokers from nonsmokers, cleaning the air, and ventilating buildings



cannot eliminate exposures of nonsmokers to secondhand smoke.? [emphasis added]”
In particular, the report concluded that:

Conventional air cleaning systems can remove large particles but not the smaller
particles or the gases found in secondhand smoke.

Current heating, ventilating, and air conditioning systems alone do not control
secondhand smoke exposure. In fact, these systems may distribute secondhand
smoke throughout a building.

Even separately enclosed, separately exhausted, negative-pressure smoking rooms
do not keep secondhand smoke from spilling into adjacent areas.?

The World Health Organization (WHO) issued a report in 2007 based on

scientific evidence that reached the same conclusion and made the following
recommendation:

Remove the pollutant—tobacco smoke—by implementing 100% smoke-free
environments. This is the only effective strategy to reduce exposure to tobacco
smoke to safe levels in indoor environments and to provide an acceptable level of
protection from the dangers of secondhand smoke exposure. Ventilation and
smoking areas, whether separately ventilated from nonsmoking areas or not, do
not reduce exposure to a safe level of risk and are not recommended.*
[emphasis added]

HUD’s proposed rule would help protect vulnerable populations from unwanted
exposure to smoke in their homes, but leaves out some important vulnerable
populations

Certain vulnerable populations who live in HUD multiunit housing (e.g., elderly,

disabled, mentally disabled individuals, and those individuals living with low income) are
disproportionately impacted by exposure to secondhand smoke and related adverse health
outcomes. Smoke-free policies in public housing would directly address such disparate
impact on these most vulnerable people (Figures 2 and 3).
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Figure 2. Chart detailing the higher exposure rates to second
hand smoke of certain groups of nonsmoking Americans.
Nonsmoking Americans ages 3-11 years 41% higher exposure
rate, ages 12-19 years 34% higher exposure rate, age 20 years
and older 21% higher exposure rate. Nonsmoking white
Americans 22% higher exposure rate, black 47% higher
exposure rate, Mexican American 24% higher exposure rate.
Nonsmoking Americans below the poverty level 43% higher
exposure rate, at the poverty level 21% higher exposure rate.
Nonsmoking Americans who own their home 19% higher
exposure rate, renters 37% higher exposure rate.*?
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compared to non-Hispanic white children and
Mexican-American children.*

A 2015 CDC report found that although secondhand smoke (SHS) exposure
dropped by half between 1999 and 2012, one in four non-smokers (58 million people) are
still exposed to secondhand smoke.™® Exposure remains especially high for certain
groups, with 2 in 5 children ages 3 to 11 (approximately 15 million children) exposed to
SHS. Nearly 50 percent of black nonsmokers are exposed to SHS, including 7 in 10
black children.** More than 1 in 3 nonsmokers who live in rental housing are exposed to
SHS, and more than 2 in 5 nonsmokers who live below the poverty level are exposed to
SHS. In 2014-2015, 52 percent of households in public housing in New York were
black/African American, and 41 percent were Hispanic or Latino. *2

Many who live in public housing are especially affected by SHS, including
children, the elderly, and people with disabilities who are particularly sensitive to the
effects of secondhand smoke. As of 2012, 38 percent of households in public housing in
the U.S. included disabled persons.** Home is the primary source of SHS exposure for
children. Americans who live in multiunit housing can be exposed to unwanted SHS that
seeps into their own smoke-free units from other units or common areas where smoking
occurs. For example, a 2010 study of multiunit housing residents in New York State
found that 73 percent of tenants did not allow smoking in their units, but 46 percent
experienced unwanted secondhand smoke infiltration from other units during the past
year. Overall, more than half of the residents (55.6%) supported a policy that bans
smoking in all areas of their building, including residential units, and support was
significantly higher among ethnic minorities and individuals who reside with children. *

The HUD RAI says (page 36) that the data on voluntary smoke-free homes focus
on younger, healthier individuals not representative of the public housing tenant
population. This is incorrect. Data from the TUS-CPS focusing on individuals living
below federal poverty line who may be more likely to live in public housing.’® The
actual data shows that those who had a smoke-free home were more likely to have
reduced consumption and increased quitting (3 month abstinence) compared to those
without a smoke-free home. In fact the level of quitting was similar to those living above
the federal poverty line, so, in effect, smoke-free homes could reduce this disparity in
quitting by income level.




That the rule exempts dwellings in mixed-finance developments and includes only
HUD’s government-owned public housing. It also does not appear to apply to supportive
housing for formerly homeless adults as these tend to be in mixed finance buildings or in
private rental properties that are contracted with supportive services agencies. These are
the people who have among the highest rates of tobacco use, but also the highest burden
of mental illness/substance use which may make implementation/enforcement harder.
Such a limitation is discriminatory against people living in other forms of public housing
and should be dropped.

At the same time, population groups with a lower socioeconomic status are often
difficult to target and reach. Implementing smoke free policies in multi-unit housing
would provide a great opportunity to successfully do so. It would also reduce inequalities
in smoking-related health outcomes and deaths. Inequality reduction in health outcomes
is an important goal in public health debates, but often not a primary focus when it comes
to tobacco control policies whose effectiveness is most often measured in terms of overall
decreases in smoking prevalence or a reduction in the number of cigarettes smoked

The proposed rule should include marijuana

The fact that marijuana use is illegal under federal law is not preventing people
from being exposed to it, and this situation is likely to worsen as more states move to
legalize its use. . Similar to social influences associated with cigarette use, those with
parents or peer marijuana users are more likely to permit marijuana use in their homes
and cars. Positive perceptions of cigarette smoking and marijuana are also associated
with indoor tobacco and marijuana use in cars and homes.*’

Despite emerging scientific evidence on the adverse health risks of marijuana
smoke, many people think that marijuana smoke is less toxic than tobacco smoke*® 2
or even benign.?* While the psychoactive substance in marijuana is tetrahydrocannabinol
(THC) rather than nicotine, marijuana smoke is still the result of biomass combustion and
contains many of the same toxins as tobacco smoke,?” including fine particles that cause
cardiovascular morbidity and mortality.>?

The chemicals in marijuana smoke (polycyclic aromatic hydrocarbons, carbon
monoxide, cyanide, benzene) cause cancer and reproductive toxicity.? Likewise,
combustible marijuana use?” *® and secondhand marijuana smoke are associated with
adverse cardiovascular effects. Secondhand marijuana smoke significantly impairs blood
vessel function, similar to tobacco, in ways that would increase the risk of
atherosclerosis, heart attack, and stroke.? Marijuana smokers are also at an increased risk
of respiratory problems®including chronic bronchitis,®* inflammation of the large
airways, and increased airway resistance and lung hyperinflation.?® ¥ Marijuana smokers
also report increased rates of respiratory infections and pneumonia than nonsmokers.*

We recognize that marijuana is already prohibited in public housing under federal
law, which appears to be the justification for not including it in the proposed rule. Even
medical marijuana use is prohibited for new admissions to HUD housing, and existing
users may be subject to termination or to denial of assistance, subject to the discretion of



PHAs to make exceptions on a case-by-case basis.** In addition, the prohibition against
marijuana still exists in public housing exists in states like Colorado that have legalized
marijuana.®* Including marijuana in the policy now will avoid future difficulties that will
arise if marijuana gets legalized at the federal level in the future, just as the proposed rule
e prohibits cigarettes which are legal at the federal level.

Responses to HUD’s specific questions

1) What barriers could PHAs encounter in implementing smoke-free housing?
What costs could PHAs incur? Are there any specific costs to enforcing such a
policy?

The costs of implementing a smoke-free policy are negligible, and the benefits of
implementing smoke-free housing in PHAs greatly outweigh the costs and nominal
barriers. Smoke-free policies have substantial benefits for both non-smokers and
smokers; they protect non-smokers from unwanted secondhand smoke exposure from
drifting smoke between units, and also increase quitting among smokers.*® %" Cost
savings include greatly reducing the cost of rehabilitating a unit where someone had
smoked, which can be several thousands of dollars more compared to a non-smoking
unit.®® Smoke-free policies eliminate the risk of fire from unattended or dropped cigarette
butts, which can save lives as well as save money. The CDC estimated annual cost
savings of $153 million for public housing.® (This number is the cost savings for public
housing; higher numbers are associated with prohibiting smoking in subsidized housing,
but this proposed rule does not include all subsidized housing.)

Smoke-free policies enjoy a high level of support, and most people (including
public housing residents) do not smoke and do not want to be exposed to smoke.”® A
2014 review summarizing the scientific literature on smoke-free multiunit housing*
(MUH) found that a majority of residents preferred a smoke-free building in six of eight
studies assessing residents’ preferences.®” *>*® Although support for smoke-free MUH
buildings was stronger among non-smokers than smokers in seven studies examining
support by smoker status, many smokers were supportive of such policies,**
with as many as 41% of smokers expressing support in one study.*> Among current
smokers, those who intended to quit within six months were more likely to support in-
unit smoke-free policies.**

Public housing authority (PHA) surveys demonstrate that residents in MUH prefer
smoke-free housing. For example, 82% of Boston Housing Authority (BHA) residents
surveyed after implementation of BHA’s smoke-free policy supported the policy.*” The
Cambridge (Massachusetts) Housing Authority surveyed its residents and found that 77
percent approve of inside and outside smoking bans. Seventy-nine percent of residents
surveyed would prefer to live in smoke-free housing. Even among smokers, 29%
supported smoke-free indoor rules.*® More than 50% of the surveyed residents in
subsidized MUH in Columbus, Ohio supported 100% smoke-free indoors.*’A statewide
survey in Oregon showed that more than 90% of renters in that state prefer smoke-free
housing.®® A survey in Douglas County, Nebraska found more than 90% of renters
would choose smoke-free housing over housing that allowed smoking indoors.*



MUH operators also expressed support for smoke-free policies, especially among
operators of government-subsidized units.** 4 **

MUH operators interested in smoke-free buildings cited a better environment for
residents, improving residents’ health, fewer conflicts between residents, lower
maintenance costs, lower smoke-related damage to units, and the ability to attract “better”
residents or non-smokers.**%°°% 3 MUH operators cited many factors that motivated
them to implement smoke-free policies, including decreased maintenance costs,
decreased management time, ability to charge increased rent, decreased fire and
insurances costs, reduced resident turnover, free advertising of smoke-free units by local
health organizations, ability to attract more non-smokers, fewer residents conflicts,> and
better resident health.** 4>

MUH operators’ perceived barriers to implementing smoke-free building policies
include implementation and enforcement issues, objections from existing residents,
concerns about limiting the potential pool of residents, concern about legality and
liability, increased vacancy, increased turnover, and increased staff time.** **°>% |n
contrast, surveys taken of MUH operators with smoke-free building policies in effect
found generally neutral or positive effects.** 4% 6.5

In particular, MUH operators generally reported that policies did not affect
vacancy rates, turnover rates, rental costs, maintenance costs, or management time.
One study reported that about half of MUH operators believed the policy decreased staff
time to manage the building®* ** In another study, a majority of operators with a smoke-
free building policy reported that they “never” receive complaints about the policy. In
one study, all MUH operators with smoke-free building policies reported it was likely
they would keep them.*®

44, 49, 58

Although MUH operators without policies thought a smoke-free policy would
increase their legal costs, only one operator had to enforce their lease against a non-
compliant tenant, and none reported any legal action against them.*® Smoke-free policies
could help operators avoid legal actions taken by tenants who are bothered by
secondhand smoke infiltration into their units, including actions under the Fair Housing
Act.>>>" Advance notice of planned policies is recommended to mitigate most of these
concerns.”®

Misperceptions about the proposed rule’s intention and effect could be avoided by
meaningful engagement with HUD MUH residents. According to a study of the citywide
implementation of Richmond, CA’s smoke-free MUH policy revealed that low income,
black focus group participants thought that they were being targeted because of their
socioeconomic status. Had these residents been educated about the policy prior to its
implementation and had they known that the policy was to be implemented in all MUH
properties in the city, they would have been more supportive of the policy and more
likely to comply.*® It should be communicated to residents that the PHA smoke-free
policy applies to all properties.



For successful implementation, PHAs must engage residents and provide accurate

information about the policy.> ® Providing onsite cessation counseling and referrals to

health care providers for medications for cessation is also helpfu

46
l.

HUD’s Regulatory Impact Analysis (RIA) overstates the costs and understates the

benefits of the proposed rule. In particular, as detailed in a separate comment on the
RIA:®

2)

HUD’s RIA improperly ignores the large benefits to smokers who will quit smoking
as a result of its adoption, or to governmental entities that would otherwise incur costs
to treat such smokers.

HUD ignores the rapid benefits of eliminating secondhand smoke exposure in terms
of almost immediate drops in heart attacks, strokes, asthma and other respiratory
conditions, as well as reductions in complications of pregnancy.

HUD’s RIA underestimates the benefits of smokefree housing to children, including
reduced school absenteeism rates, lower Medicaid expenditures for emergency
department visits, and reduced rehospitalizations for children with asthma.

The RIA does not consider savings to the mental health or education systems, which
incur substantial costs because of long-lasting effects on mental capacity (including
ADHD) for children exposed to secondhand smoke.

HUD’s estimate of a 33-percent utility loss associated with the activity of smoking is
erroneous because it ignores the fact that most smokers would like to stop smoking
and regret ever starting.

The RIA overstates the cost of the rule attributable to inconvenience to public
housing residents who continue to smoke.

The RIA excludes a value for the lives that would be saved or lengthened due to
decreased SHS exposure.

Does the proposed rule adequately address the adverse effects of smoking and
secondhand smoke on PHA and PHA residents?

No. The rule should be improved in the following ways:

The rule should be extended to include all federally-subsidized housing, including
Section 8 housing and mixed-finance properties, which are the fastest growing area of
affordable housing in the United States, especially for families with young children.
The rule should include designated smoke-free zones outdoors even if they are more
than 25 feet from buildings, including especially playgrounds and other areas
regularly used by children, to protect children and adults from the adverse effects of
smoke.

The rule should provide that if designated smoking areas are provided, they must be
at least 50 feet from designated outdoor smoke-free zones including playgrounds and
other common outdoor areas.

Electronic cigarettes and other electronic smoking devices should be included in the
rule and use of these devices should be prohibited in all areas where “lit tobacco
products” are prohibited.
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5. Hookah and waterpipes should be included in the rule and use of these devices should
be prohibited in all areas where “lit tobacco products” are prohibited.

6. Marijuana should be included in the rule and smoking marijuana should be prohibited
in all areas where “lit tobacco products” are prohibited.

3) Does the proposed rule create burdens, costs, or confer benefits specific to
families, children, persons with disabilities, owners, or the elderly, particularly if
any individual or family is evicted as a result of this policy?

As discussed above and in our separate comment that analyzes the Regulatory
Impact Analysis (RIA) in detail,** there are numerous and significant benefits to the
proposed rule, and its benefits greatly outweigh any costs or perceived burdens. In our
separate comment, we highlight several published studies that quantify the costs of
secondhand smoke exposure, including the costly health consequences of heart attacks,
strokes, and lung problems attributable to that exposure. Smoke-free housing confers
particular benefits on children, which translates to significant benefits and savings for the
760,000 children who live in public housing. Additionally, the costs of secondhand
smoke exposure to the education system are not considered in the RIA. Of particular
concern, while the RIA improperly exaggerates the “welfare impact on smokers,” it
completely ignores the welfare and health benefits of quitting, as well as the resulting
cost savings. Reduced secondhand smoke exposure benefits not only non-smokers, but
also smokers, and these benefits were not considered in the RIA. The RIA fails to
appropriately quantify the benefits of smoke-free housing, and inappropriately uses the
FDA’s widely criticized cost/benefit model. It fails to consider the value of lives saved,
and the significant improvements to the quality of life for both smokers and non-smokers
that would be realized by implementation of the proposed smoke-free policy.

Since there are many elderly and disabled residents in HUD subsidized housing,
these vulnerable groups will especially benefit from protections from exposure to
hazardous secondhand smoke. Low-income, elderly, and disabled individuals have the
same right to clean air as wealthier, younger, and more able-bodied people who do not
live in public housing, so the proposed rule is a step towards realizing social justice for
these people.”®

Even among smokers, many prefer to live in smoke-free environments for
aesthetic reasons and/or to protect their family members. In statewide surveys®*® a
majority of tenants, including smokers, report preferring to live in smoke-free
environments and the maintenance of smoke-free home rules.®

Smokers who choose not to quit may still smoke, but just not in the building or in
designated smoke-free areas. Most smokers want to quit, and creating a smoke-free
environment and providing cessation counseling on site helps smokers to quit. There is
strong and consistent population-level evidence that a smoke-free home is associated
with increased smoking cessation and decreased cigarette consumption in adult
smokers.”® Smokers who quit will benefit tremendously from the rule.
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The goal of the smoke-free rule is not to evict tenants, but to eliminate the hazards
of secondhand smoke and ensure a healthy environment for all residents, especially
children, the elderly, and other vulnerable people. The proposed rule will also reduce
inequalities in smoking-induced health outcomes. In fact, there is little evidence of
evictions in MUHs that have adopted similar rules.®” In lieu of evictions, PHAs could
institute less stringent penalties for violations such as verbal warnings, fines, or decreased
subsidies.

4) For those PHAs that have already implemented a smoke-free policy, what
exceptions to the requirements have been granted based on tenants’ requests?

We are not a PHA, so cannot answer this question.

5) For those PHASs that have already implemented a smoke-free policy, what
experiences, lessons, or advice would you share based on your experiences with
implementing and enforcing the policy?

We are not a PHA, so cannot answer this question; there is relevant information in
our response to Question 1.

6) For those PHAs that have already implemented a smoke-free policy, what
tobacco cessation services were offered to residents to assist with the change?
Did you establish partnerships with external groups to provide or refer residents
to these services?

We are not a PHA, so cannot answer this question.

7) Are there specific areas of support that HUD could provide PHASs that would be
particularly helpful in the implementation of the proposed rule?

HUD should provide the following resources to help PHAs implement the
proposed rule:

1. Messaging for residents on the harms of secondhand smoke and the benefits of
smoking cessation. Since public housing residents have a high burden of chronic
disease, incorporating smoking cessation counseling and reduced exposure to
secondhand smoke can send an important message of promoting health and wellbeing
among the country’s most vulnerable populations.

2. Signage that clearly designates smoke-free zones and availability of cessation
resources, including information on available cessation counseling and health care
providers for treatment of tobacco dependence, including state and national quote
smoking telephone counselling services and www.smokefree.gov.

8) Should the policy extend to electronic nicotine delivery systems, such as e-
cigarettes?

Yes.
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While e-cigarettes are less polluting than conventional cigarettes, they still pollute
the air and nicotine has been detected in the bodies of nonsmokers living with people
who use e-cigarettes.®® Allowing e-cigarettes, many of which look like cigarettes, will
also greatly complicate implementation and enforcement of the proposed policy.

Studies have confirmed that significant levels of nicotine, respirable particulate
matter, volatile organic compounds, and metals are deposited in the indoor environment
after e-cigarette use and these constituents or their breakdown products have been
measured in non-users exposed to the e-cigarette aerosols.®®"

Secondhand exposure to nicotine and other toxic and carcinogenic aerosol
constituents is dependent on what the e-cigarette user exhales into the environment
(indoor or outdoor) after puffing and on the leakage and spilling of e-liquid. While it has
been shown that much nicotine is retained in the body during controlled puffing, some
subjects retain less nicotine resulting in higher amounts being exhaled into the
environment.”* For example, one subject in the previously cited study inhaled 1.7 mg of
nicotine from 15 puffs of an e-cigarette and exhaled 0.9 mg of nicotine, the equivalent of
nicotine taken in from one tobacco cigarette. Systemic retention of vegetable glycerin and
propylene glycol are lower than that of nicotine resulting in high levels being exhaled
into the environment; systemic retention of other toxicants, respiratory irritants, and
carcinogens produced by e-cigarettes such as formaldehyde, acetaldehyde, and acrolein
and how much is exhaled into the environment have not been reported.

Of further concern is the environmental fate of exhaled e-cigarette aerosol
constituents and their health effects. E-cigarette constituents deposited indoors (or
outdoors) can undergo physical and chemical transformations over time resulting in the
creation of secondary pollutants, or thirdhand smoke,” on various surfaces including
floors where young infants may be exposed dermally while crawling or ingest from hand-
to-mouth activities. In particular, research has shown that nicotine that is deposited on
surfaces reacts to form carcinogens.”®"®

Despite a lack of human health studies on the long-term health effects of
thirdhand smoke exposure, recent studies show that thirdhand smoke is a potential source
of carcinogen and toxicant exposure and animal and in vitro studies show that it has toxic
effects on several organs, including liver and lungs, and is genotoxic.”*®! E-cigarettes’
contribution to thirdhand smoke is another reason to include e-cigarettes in HUD’s
proposed rule.

Since e-cigarettes, especially “cig-a-likes,” are designed to look like cigarettes, to
emit aerosols that look like cigarette smoke, and to allow users to mimic cigarette-
smoking behaviors, any rule that does not include e-cigarettes could result in the
renormalization of cigarette use. Further, because e-cigarettes may be virtually
indistinguishable from conventional cigarettes, not including e-cigarettes would cause
confusion for staff and residents and make enforcement difficult if not impossible.

9) Should the policy extend to waterpipe tobacco smoking? Does such smoking
increase the risk of fire or property damage?
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Yes and yes.

HUD should extend the smoke-free policy to waterpipe smoking. There is no
rational scientific reason to exempt waterpipes (hookahs) from the proposed rule.
Waterpipes are combustible and as such release sidestream smoke from the burning or
smoldering charcoal and heated tobacco or nontobacco preparation as well as mainstream
smoke from the user’s exhaled breath. A typical waterpipe smoking session lasts 20-80
minutes. During that time the waterpipe smoker can inhale as much smoke as a cigarette
smoker would inhale consuming 100 or more cigarettes.®* 8

Comparison of sidestream waterpipe and tobacco cigarette smoke showed that a
single waterpipe session emits in the sidestream smoke approximately 4 times the
carcinogenic polycyclic aromatic hydrocarbons (PAHS), 4 times the volatile aldehydes,
and 30 times the carbon monoxide of a single tobacco cigarette.** The combustion of
charcoal is the major source of sidestream carbon monoxide, PAHs, and benzene,®* %
even the use of nontobacco preparations also results in exposure to these toxic
chemicals.®” Waterpipe smoke also includes toxic and carcinogenic compounds such as
formaldehyde, acetaldehyde, acetone, acrolein, propionaldehyde, and butyraldehyde.®

SO

Waterpipe smoking is associated with diseases such as lung cancer and
esophageal cancer and cardiovascular effects®™ *® among users, water pipe smoke causes
DNA damage to lymphocytes, is cytotoxic, and has been shown to induce endothelial
dysfunction through oxidative stress, inflammation, and impaired endothelial
vasodilatory function.®* % Exposure to waterpipe smoke is a serious health concern for
nonsmokers and should be included in HUD’s proposed rule.

Conclusion

All Americans -- not only the young, affluent, and able-bodied -- are entitled to
breath smoke-free air in their homes, and this right should be guaranteed for residents of
HUD public housing. HUD’s proposed rule takes an important and necessary first step to
benefitting both non-smoking and smoking residents and staff of PHASs by limiting their
exposure to smoking and secondhand smoke.

The rule should be broadened to include all federally subsidized housing,
including Section 8 housing and mixed-finance properties. Further, the rule should be
made stronger by including electronic cigarettes and other electronic smoking devices,
hookah and waterpipe, and marijuana. Additionally, the rule should include designated
smoke-free zones outdoors, especially in areas frequented by children, and the buffer
zone should be at least 50 feet between designated smoking areas and the buildings and
other designated smoke-free areas.

The American Society of Heating, Refrigerating and Air Conditioning Engineers
(ASHRAE), the organization that develops widely-used standards for ventilation systems
issued an Addendum to its guidance on Ventilation for Acceptable Indoor Air Quality in
January 2015 that said:
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This addendum clarifies the intent of the standard that provision of acceptable
indoor air quality is incompatible with the presence of ETS, including cannabis
smoke and cigarette emissions. The ventilation rates determined in accordance
with the provisions of the standard apply only to spaces where these emissions
are not present and that are adequately separated from spaces where they are
present.”® [emphasis added]

Addendum c to Standard 62.1-2013 defines

environmental tobacco smoke (ETS): the “aged” and diluted combination of both
side-stream smoke (smoke from the lit end of a cigarette or other tobacco product)
and exhaled mainstream smoke (smoke that is exhaled by a smoker). ETS is
commonly referred to as secondhand smoke. This definition includes smoke
produced from the combustion of cannabis and controlled substances and the
emissions produced by electronic smoking devices. ** [emphasis added]

ASHRAE Standard 62.1 is widely used to define building codes all over the
United States (and the world). To the extent that housing covered by the HUD policy
allows any smoking, including not only conventional cigarettes, e-cigarettes, and
marijuana, the fact that the buildings were constructed and are maintained in accordance
with Standard 62.1, occupants are not guaranteed “acceptable indoor air quality.”

The proposed rule, strengthened as outlined in this comment, will increase the
number or residents that are living in units with acceptable air quality.
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