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EXECUTIVE SUMMARY
The review of the literature suggests that multiple activities contribute to effective tobacco
control. Offered in isolation, these activities may demonstrate small (perhaps negligible) to
moderate impact. But woven together and delivered through multiple channels—especially by
committed internal and external (local, provincial and national) partners—they have the potential
to effect meaningful, large-scale change.
Taxation
•

Tobacco taxation measures are most effective when implemented in combination with a
comprehensive tobacco control program that is well-publicized, well-funded (e.g., by
dedicated tax revenues), responsive to the price sensitivity of smokers and supplemented
by smoking restrictions and media campaigns. It is difficult, however, to calculate an
“optimal” level of taxation, as risks and benefits are apparent whether tobacco taxes are
raised or not. Concerns over unintended harms to vulnerable population can be averted by
matching tax increases with complementary interventions targeted specifically at at-risk
individuals. Worries about the heightened potential for cigarette smuggling can be
mitigated by balancing tax increases with (1) adequate funding and ample human
resources to address tax evasion activities (especially large container shipments of
tobacco), and (2) reliable access to cessation services to ensure that smokers quit in the
face of tax increases, rather than seek out other means (e.g., non-taxed or low-taxed
products) to satisfy their needs.

Communications
•

Other possibilities for broadening communication initiatives include engaging the media
in advertising of the compliance successes and failures of individual tobacco retailers
(Canadian Cancer Society 2002). The benefits of such advertising are realized by keeping
both retailers and the general public aware of the presence of meaningful enforcement
(and overall tobacco control) programs in the community. As well, Quitnow should be
used as a vehicle to link activities (cessation, prevention and protection-related) across
regions and populations, thereby generating wider recognition of tobacco control
successes. As evidenced by statewide and national research, the greater the collaboration
and consistency between partners, the more widespread and forceful the program effects
will be.

•

Media anti-smoking campaigns have been seen to reduce smoking and save life-years at
an extremely low expense relative to other tobacco control measures (e.g., clinical
approaches). The cost-effectiveness and potential benefits of mass media campaigns are
substantial, when they are expanded broadly. However, evidence indicates that when
funded inadequately (e.g., Minnesota’s $0.35 per capita media strategy), campaigns will
have little or no impact. Unfortunately, local data on cost-utility are lacking, but estimates
put a price of $1 to $3 US per capita per year as the minimum investment necessary to
fund a moderately-sized but forceful media intervention.
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Brief Intervention
•

A few minutes of cessation-specific advice by physicians is a critical component to
comprehensive tobacco control, and a key factor in increasing cessation rates and
stimulating quit attempts among adult smokers. Problematically, brief intervention does
not appear to be used on a consistent basis, suggesting that better systems to facilitate its
delivery are essential for success.

•

Use of brief intervention among youth shows mixed results, possibly owing to poor
application by health care providers. Recruiting other members of the health community
(pharmacists, dentists and nurses) to deliver brief advice has the potential to increase its
application and broaden its effects across both younger and older audiences. Considering
the burden of harm and its distribution by substance type, screening for tobacco and
alcohol use should take priority among professionals. Ultimately though, sustainable brief
intervention demands a coordinated system that (1) clearly identifies smoking status in
client records; (2) prompts providers to check on client smoking behaviours; and (3)
helps providers and administrators to monitor brief intervention usage over time, as well
as individual client progress. Unfortunately, programs to train professionals in giving
brief advice have not seen great impact on cessation rates.

•

Brief intervention is one of the most cost-effective cessation services available to health
care providers, with some evidence indicating that the costs per life-year saved via such
support can fall under $500 US. The application of brief intervention can be achieved at a
relatively low expense, and its positive impacts can be felt at costs below other popular
quit interventions, including the universal subsidization of nicotine replacement products.

Pharmacotherapy
•

There is no doubt about the efficacy of pharmacological treatments (nicotine replacement
therapy [NRT] and bupropion) in increasing cessation success among adults, but the issue
of universal subsidization of such treatments is more complicated. Considering related
expenses and questions about who is most likely to benefit from pharmacotherapy,
attention is perhaps best focused on assisting people who bear a heavier burden of
smoking harm—for instance, individuals on lower incomes, or with mental illness or
multiple dependencies, who are backed by existing behavioural support.

•

Reflecting on related evidence, McDonald (Ministry of Health 2005) argues that
pharmacotherapies (including NRT and bupropion) should be available at no cost to all
heavy smokers and individuals with recognized medical conditions (e.g., psychiatric
illness and multiple dependencies).

•

Pharmacotherapy has been documented as successful among populations ranging from
minorities to seniors to the mentally ill, although it is likely to have greater impact when
offered alongside some form of behavioural support (brief or more intensive). In terms of
impact on heavier versus lighter smokers, NRT effectiveness has most often been
reported for individuals who smoke between 15 and 20 cigarettes per day. However,
emerging work has begun to document its impact on lighter smokers (≤15 cigarettes) as
well. It seems too early, then, to make a definitive statement about NRT efficacy, based
solely on number of cigarettes smoked. On the other hand, knowing that certain
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populations bear an inordinate share of the burden of smoking harm and can benefit from
pharmacotherapy means that targeting such therapy to these audiences could have
meaningful outcomes.
•

Pharmacotherapies appear to be cost-effective relative to other common health care
interventions. Moreover, calculations find their cost to be far below the amount the public
claims to be ready to pay for one quality-adjusted life-year (QALY) saved (i.e., far under
$17,700 to $45,700 US, as cited by Bolin, Lindgren, and Willers 2006). Estimates set the
expense per life-year saved via pharmacotherapy at anywhere between about $600 US to
over $10,000 US, with several calculations falling between about $2,000 to $4,000 US. It
is unclear whether bupropion is more cost-effective than NRT. However, it is clear that
compared to other smoking interventions, pharmacotherapy tends to rank lower on costutility analyses because of its larger expense and smaller overall effect size. Given these
findings, universal subsidization of pharmacological treatments is questionable, but
targeted subsidization for vulnerable individuals who demonstrate good odds of success
could prove valuable.

Formal Counselling Programs
•

Group counselling programs, pre-operative programs, cessation options for persons with
mental illnesses or multiple dependencies (including pharmacotherapy coverage), and
telephone- and web-based quitlines have all shown success in improving cessation rates
among various populations. Intensive individual counselling can impact on smoking
behaviour, but not necessarily with any more strength than can brief counselling or group
options. Peer-led programs on university campuses appear to have promise, as do
emerging text-messaging interventions for youth. In some cases, telephone support for
young people also seems to have boosted quit rates; however, meaningful options for
youth are still far too rare.

•

Proactive systems that ensure smokers have access to ongoing support are important
elements to many counselling services. Telephone- and web-based programs have proven
effective in scientific trials, but their usual audience appears to be overpopulated by
certain users, suggesting they may not be appropriate (or may need tailoring) for various
audiences. Cessation support options should be attentive to the role that smokers’
partners play in enabling—or hindering—quit success. Integrating partners into these
programs, and even integrating parents into youth-oriented programs, could enhance
outcomes.

•

Clear research on cessation expenses is relatively rare, meaning that conclusive
statements about the cost-effectiveness of formal counselling are problematic. Group
programs should prove cost-effective if uptake is strong—but little evidence is available
to confirm or deny this presumption. Telephone systems demonstrate cost-efficacy;
however, precise expenses and QALY estimations differ by country and program
components. In the end, it is important to note that cessation support in general saves
human life-years at costs far below those of other common health care interventions.
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Smoke-Free Policies
•

Smoking bans in public places are a critical element to comprehensive tobacco control,
standing as the most effective means for reducing second-hand smoke exposure, and as
key tools in preventing tobacco use, decreasing consumption, reducing serious healthrelated hospital admissions, increasing quit attempts and boosting overall cessation rates.
Smoke-free restrictions have proven beneficial to both adults and youth, and appear to
have the most powerful effects when implemented on a voluntary basis by individuals in
their own homes (see Section 9.0 for further details on home-based policies).

•

Smoking bans do not negatively impact upon the profitability of public establishments—
this is a myth perpetrated primarily by the tobacco industry. Clean air regulations have, at
times, been seen to enhance sales and employment within the hospitality and
entertainment industries, and the Capital Regional District’s experience offers a basic
model for successful implementation of such regulations. Enforcement is a critical
component in ensuring the effectiveness of smoking bans, particularly as these bans are
extended to cover more and more environments.

•

The cost-effectiveness of smoking bans is reflected not only in reduced health care costs,
but in fewer expenses associated with smoker-related productivity shortfalls, profit
losses, property damage, insurance premiums and maintenance and cleaning fees.
Relative to the price of nicotine replacement therapy, smoke-free regulations are nine
times more affordable. Estimates put the approximate cost of clean air laws at $350 per
DALY (disability-adjusted life-year) saved, and BC-specific calculations predict the
overall savings from such laws to be $49 to $96 million per year.

Smoke-Free Homes and Vehicles
•

Home smoking policies are effective as tools of protection, prevention and cessation.
They are linked to decreased exposure to second-hand smoke, decreased experimentation,
increased quit attempts and longer intervals between relapse. Such policies can perhaps
even counteract the effects of peer influence; however, their overall impact is debatable
given that they are usually unequally applied (meaning they are prevalent in homes that
are occupied by individuals from higher socio-economic brackets, by adult non-smokers
or by children) (Green, Courage and Rushton 2003). Unfortunately, restrictions on
smoking in vehicles appear not to have been subject to rigorous scientific evaluation, and
evidence of the impact of partial bans in homes is mixed (cf. Farkas et al. 2000; Szabo et
al. 2006).

•

However, Proescholdbell et al.(2000) also determine that, for high school students, the
relationship between such policies and less experimentation is specific to households
with non-smoking parents. Szabo et al.’s (2006) research presents similar findings that
suggest that home smoking bans have their greatest impact on adolescents whose parents
do not use cigarettes.

•

Smoke-free homes and vehicles are arguably better facilitated by jurisdiction-wide
policies regulating smoking in public places, than by specific smoke-free home/vehicle
initiatives. Information pamphlets alone are not sufficient to influence home smoking
behaviour. Rather, cessation support and brief intervention by health care providers are
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essential to increasing the proportion of home/vehicle no-smoking policies, as well as
increasing the participation of socio-economically underprivileged groups in the
implementation of such policies. Media engagement, following the tailored approach of
New South Wales, Australia, could also prove effective, but both smokers and nonsmokers need to be targeted to support smoke-free home/vehicle bans.
Enforcement of Sales to Minors Laws
•

Tobacco sales to minors are informed by a variety of factors, from youth behaviour to
type of retail outlet to the characteristics of clerks themselves. The complicated nature of
smoking regulation means that enforcement programs have to be well-supported and
well-tracked to adapt to changing and complex circumstances. In particular, these
programs need to be responsive to the real, on-the-ground conduct of young smokers.
The best research on this topic suggests that enforcement efforts should work to:
o Supplement or substitute official enforcement data with youth survey data or
more faithful measurements of “risk exposure.”
o Target high-risk retail outlets and high-risk clerks.
o Employ realistic minor test shoppers, including actual smokers and older youth
(16 to 17 years old).
o Ensure that clerks are properly trained in checking identification—and that they
apply this knowledge effectively and consistently (note that electronic devices to
facilitate ID readings have little, if any, evidence of effect).
o Engage the media in advertising the compliance histories of individual retailers.
o Consider implementation of a licensing system to track retailers.

•

Enforcement programs have typically not been subject to careful cost-benefit analysis,
but research suggests that even inefficient programs can be pegged at a cost-effectiveness
of $8,200 per life-year saved. The pressing question is: how much should be invested in
enforcement when other interventions (e.g., tax increases, smoke-free policies) require
less subsidization while yielding greater returns?

Restricting Point-of-Purchase Tobacco Promotions
•

Strict restrictions on point-of-purchase (POP) tobacco promotions have seen relatively
little testing in the academic literature, and, as of yet, have demonstrated no clear
association with changes in smoking behaviours or intentions. Studies of tobacco-related
advertising in the retail environment, while occasionally lacking rigour, imply that pointof-purchase promotions may increase, among other things, tobacco sales, impulse
purchases of tobacco products, smoking experimentation by youth, adolescents’
perceptions of ease of access to cigarettes and the likelihood that youth will consider both
accepting cigarettes offered to them by their friends and smoking in the upcoming year.
Ultimately, comprehensive advertising bans that include POP restrictions appear to be
correlated with lower potential exposure to tobacco influences than bans without such
restrictions.
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•

Tobacco POP promotions have increased considerably in recent years, and have been
significantly and repeatedly associated with outlets utilized by youth, minorities, the poor
and rural populations. Given such associations, comprehensive restrictions on POP
materials will likely have their greatest effect on reducing risks among already vulnerable
individuals. Implementation of these restrictions, however, necessitates a solid
understanding of their potential impact on retailers. Research testifies to the strong bonds
between storeowners and tobacco companies, but few studies speak to the challenges
faced by retailers in transitioning to POP-free environments, or to appropriate means by
which tobacco control workers can facilitate such a transition.

Parent and Youth Education
•

There is ongoing debate over the value of school-based youth tobacco education, but, if
done well, such education has the potential to bring about small, likely short-term, yet
beneficial changes in smoking initiation rates and smoking-related harm. Effective
education programs do not have to be tobacco-specific—since multi-drug-focused and
general healthy living-centred interventions also have potential for success—or
concentrate solely on adolescents. Indeed, education across the lifespan is important, and
parent programs that aim to enhance parenting skills (especially communication skills),
and link parents to youth-oriented initiatives, can have an especially meaningful impact
on well-being.

•

Smoking-related education does not have to be limited to programs delivered in the
school environment. Peer-led programs, workplace programs, mentoring programs and
alternative community activities (e.g., after-school or late-night programs) can be used to
broaden the reach and reinforce the effects of prevention messages. In schools, though,
evidence indicates that effective education initiatives tend to depend on:
o Intervention during early adolescence (as opposed to during later youth).
o High-quality teacher training.
o High-fidelity implementation (meaning standardized program delivery; little to no
deviation from the ideal; and monitoring of program deliverers—staff, teachers,
peer leaders—to ensure adherence and exposure to the program).

•

The only substantial cost-effectiveness data on smoking-related education appears to
come from studies of strictly school-based, youth-oriented programs. While some
continue to question the investment of any money at all in school-based activities, the
data suggest that every $1 expended on school programs should yield between $2 and
$15 in beneficial returns. Estimates put the cost-effectiveness of a national American
program at about $20,000 per QALY saved.

Research and Evaluation
•

An adaptive, goal-driven, integrated and well-maintained regional tobacco control
strategy demands systems that can manage best practice data, gather relevant research
information, monitor the process of service delivery and collect final outcome data.
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•

Research priorities should focus on identifying and testing effective interventions for
high-prevalence groups, including Aboriginal peoples and individuals with mental
illness. Such research should seek to take advantage of the extensive and powerful system
of social and environmental scaffoldings that are maintained by collectives like faithbased and cultural organizations and workplaces, rather than focus only on interventions
that address individual smokers.
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1.0 OVERVIEW/ SETTING THE CONTEXT
In 2005, the British Columbia Ministry of Health released a policy framework to support the
delivery of effective public health services. The Framework for Core Functions in Public Health
identifies healthy living as one of the 21 core programs that a health authority provides in a
renewed and comprehensive public health system.
The process for developing performance improvement plans for each core program involves
completion of an evidence review used to inform the development of a model core program
paper. These resources are then utilized by the health authority in their performance
improvement planning processes.
This evidence review was developed to identify the current state of the evidence based on the
research literature and accepted standards that have proven to be effective, especially at the
health authority level. In addition, the evidence review identifies best practices and benchmarks
where this information is available.

1.1

An Introduction to This Paper

Building an effective local tobacco control program is a complicated task made more complex by
the fact that research on the topic has tended to be skewed toward larger-scale provincial/state/
national tobacco control efforts. This bias is understandable given that it is larger-scale policy
and regulation innovation that tends to have the most profound impact on public health
(Verheijden and Kok 2005). However, regional approaches are also a key element to broader
tobacco strategies; in fact, it is regional-level action that often provides the impetus for wider
change.
At the core of effective tobacco control is comprehensive programming that balances solid
investments in cessation, protection and prevention against a clear communications plan and an
integrative, adaptive research/evaluation methodology. No individual system has the capacity to
single-handedly deliver all of these components to the local population in a meaningful way. As
a necessity, tobacco strategies depend upon productive and clearly-defined internal and external
partnerships to meet their goals. Similarly, these strategies require mechanisms to tie their
assorted program components together.
In the end, systems at the regional, provincial and national levels (both tobacco-specific and
healthy living-oriented) need to work hard to interact in a complementary, goal-driven fashion.
Indeed, to have a significant impact on the burden of harm demands this kind of cooperation.

Population Health and Wellness, Ministry of Health
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A review of the literature suggests that there are several elements that contribute to effective
tobacco control. These elements (not listed in order of priority) include:
•

Taxation

•

Communications

•

Cessation to help smokers quit

•

Protection focused on smoke-free policies

•

Prevention focused on keeping youth and youth adults tobacco free

•

Research and evaluation

In terms of relative impact, taxation, smoke-free public policy, and communications focused on
large-scale, cross-jurisdiction mass media campaigns, demonstrate the greatest population-wide
effects on reducing smoking-related harms. From a financial perspective, taxation can be a costeffective approach available to the tobacco control community, with smoke-free public place
policy, brief intervention by health professionals, communications campaigns, and smoking
cessation quitlines also showing good returns on investment. While cost-effectiveness data on
pharmacotherapies, sales to minors enforcement, and youth education are less definitive, each
appears to prove affordable in comparison to other common (but costly) health care
interventions. Research on targeted programs for at-risk groups is in its infancy. Evidence hints,
though, that smoke-free public places, smoke-free homes and vehicles, brief intervention,
pharmacotherapies, formal counselling, parent/youth education and taxation can facilitate a
reduction in smoking-related harms among these vulnerable individuals.
In the end, if offered in isolation, these activities may demonstrate small (perhaps negligible) to
moderate impact. But woven together and delivered through multiple channels—especially by
committed internal and external partners—they have the potential to effect meaningful, largerscale change.

Population Health and Wellness, Ministry of Health
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2.0 METHODOLOGY
This paper offers a review of the scientific evidence on effective means to reduce smokingrelated harms at the regional level. It draws upon both scientific studies circulated in the
academic literature (retrieved through systematic search of the Web of Science, PsycINFO,
Medline, ERIC, Sociological Abstracts, the Cochrane Database of Systematic Reviews,
CINAHL, Google Scholar, and EMBASE), and observational or anecdotal reports recorded in
community-based publications (retrieved through Google Scholar and Google, and through
referral by members of the tobacco control community). By bringing together multiple forms of
evidence, it aims to provide a proven context through which health and enforcement workers can
focus their local and provincial tobacco control objectives. This document should be seen as a
guide to understanding the scientific and community-based research, rather than as a formula for
achieving success. In the end, different regions will set their own priorities based on their
individual needs and varying environmental contexts.
The literature cited here reflects the current status of academic research on regional tobacco
control. This means that its content is rigorous and comprehensive, but also limited by the very
nature of the research. In other words, because academic tobacco control trials have tended to
focus on certain people (e.g., Caucasian, middle-class Americans) and settings (e.g., urban,
statewide and national-level campaigns), they are not sensitive to all circumstances. This does
not mean that their findings are not usable; however, it does mean that all populations have not
been equally served by the evidence, speaking to the need for continued exploration of targeted
tobacco control work. Importantly, opportunities for addressing various sub-populations (e.g.,
youth, parents, individuals on lower incomes, individuals with mental health concerns, etc.) are
noted in various sections of this paper.
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3.0 TAXATION
3.1

Evidence Base

Tax increases on tobacco-related products are an important means for preventing smoking uptake
and reducing tobacco consumption. The World Health Organization (WHO 2002) has called
tobacco taxation “the intervention of choice in all regions”, and the tobacco industry itself has
acknowledged the power of taxes—above all other measures—to severely restrict tobacco sales
(Philip Morris Company quoted in Hodge and Eber (2004). Both theoretical models and practical
scientific analyses testify to the links between higher taxes and reductions in smoking initiations,
increases in cessation and reductions in the consumption of cigarette products by long-time
users. Increased taxation has been shown to play a significant role in improving overall
population health, increasing government revenues and decreasing inequity (Chaloupka et al.
2000).
Laugesen et al. (2000) report that a rise in tobacco prices will reduce overall tobacco
consumption. The World Bank (1999) notes that an increase in price compels a drop in demand,
thus predicting more attempts at cessation, fewer initiations into smoking and less of a chance
that ex-smokers will reacquire the habit. Bridge and Turpin (2004) cite research that suggests
that a 10 per cent hike in cigarette prices would trigger a 5 per cent decline in consumption by
men and a 6 per cent decline by women. Jha and Chaloupka (2000) estimate that a 10 per cent
increase in tobacco price would have the same health-related impact as a whole compendium of
interventions (including no-smoking bylaws, bans, warning labels and consumer information),
decreasing the number of smokers in high-income countries by 4 million and the number of
smoking deaths by 1 million. Complementing this research, Sung et al.’s (2005) review of
cigarette use in California reveals that a 50 cent increase in tax on cigarette packs coupled with a
45 cent increase in cigarette prices (implemented by the tobacco industry) shrunk consumption
by 1.3 billion packs over 4 years.
Hopkins et al. (2001), along with the World Bank (1999) and Laugesen et al. (2000), document
the significant inverse correlation between tobacco prices and consumption by adolescents and
young adults, noting that a 10 per cent price increase predicts a 4 per cent to 16 per cent
reduction in child smoking (also see Ministerial Council on Drug Strategy 2004). Chaloupka and
Wechsler (1997) observe a similarly powerful response among college students. Harris and Chan
(1999) indicate that higher cigarette prices are particularly effective in persuading inexperienced
youth to adopt a permanent non-smoking lifestyle, as well as in persuading regular young adult
users to reduce their consumption. Stephens et al.’s (2001) study confirms that as cigarette prices
rise, the odds of being a non-smoker increase, and the number of cigarettes smoked daily
decrease.
However, contradictory evidence does exist. Gospodinov and Irvine (2005) find that Canadian
sensitivity to tobacco prices has dropped in recent years, with a 35 per cent increase in prices
between 2000 and 2002 manifesting itself in only a 7.7 per cent drop in domestic shipments of
cigarettes. As the authors note, taxation is definitively lucrative, but it might have less impact on
demand than once thought. Research by Keeler et al. (2001) maintains that the impacts of
taxation on cigarette consumption have been overestimated as a result of not controlling for
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variables such as anti-smoking sentiment among the population. When correcting for this bias,
Keeler et al. argue the price elasticity of cigarette demand is fairly stable (-0.2 to
-0.4 between 1960 and 1990) in the United States (i.e., a 10 per cent increase in price leads to a 2
to 4 per cent decrease in consumption).
Interestingly though, Guindon et al.’s (2002) study of longitudinal labour-oriented data suggests
that in the year 2000, cigarettes proved more affordable in Canada than ten years prior. The
authors advise that “ample room for tax increases” is evident in light of the fact that tobacco
prices have not kept pace with general cost trends in goods and services.

3.2

Key Considerations

Best practice in tobacco control suggests that tax increases unaccompanied by other reduction
measures (e.g., clinical treatment and prevention campaigns) are not as effective in minimizing
tobacco use as are tax increases accompanied by smoking prevention-related products, services,
programs and earmarked funds (Laugesen et al. 2000; Peretti-Watel 2004; Sung et al. 2005). In
fact, Peretti-Watel (2004) writes that price increases in France—applied without any associated
preventive strategies—were inadequate in deterring tobacco use among youth in view of the
country’s accepted smoking culture. Stephens et al. (2001) observe that pricing policies and nosmoking bylaws are equivalent in terms of their disincentive effects, and that, applied singularly,
price increases would have less impact than a coordinated strategy of taxation and bylaw
enforcement. Rivara et al. (2004) make a comparable statement, suggesting that taxation in
combination with mass media campaigns will have a greater effect than either intervention
applied alone. Harris and Chan’s (1999) study shows that the older one becomes, the less likely
one’s smoking behaviour will change with price inflations. But Goel and Nelson (2005) indicate
that, among adults (particularly men) more than youth, tax increases are strong deterrents to
tobacco use, while non-price-related control policies have insignificant effects. Chaloupka et al.
(2000) and Bridge and Turpin (2004) add evidence that individuals from lower socio-economic
strata are especially responsive to price increases (a 10 per cent rise in price can be expected to
lead to a 10 per cent drop in consumption among the lowest income earners).
Tobacco taxation is a topic of much controversy, with many stakeholders recognizing that tax
policy impacts on human ethics and safety issues, not just biological health and revenue.
McLachlan (2002) hints at this complexity when he writes that tobacco tax is not a fair tax, but is
nevertheless a “good one”, meaning that it offers essential income to the state, it is relatively
easy to collect and it has clear health benefits, although it also burdens smokers more than nonsmokers (thus it can be undemocratic), diverts smoking-related revenues to non-smoking coffers,
can potentially reduce autonomy and can have an effect on smuggling and illegal activities.
Wilson and Thomson (2005) conclude that tax increases are justifiable, but should be
complemented by additional measures to reduce health-related and socio-economic harms.
There is ongoing debate about the potential for taxation policies to unfairly encumber or worsen
the circumstances of already vulnerable populations (e.g., Marsh and McKay 1994; Wilson and
Thomson 2000). But emerging research from New Zealand (Wilson et al. 2004) suggests that
tobacco taxes are (1) less harmful to vulnerable smokers than is smoking itself, and (2) far less
harmful to vulnerable smokers than are circumstances of deprivation. This suggests that tax
increases are a preferable alternative to the status quo. As a complement to Wilson et al.’s (2004)
Population Health and Wellness, Ministry of Health
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research, Chesterman et al. (2005) provide evidence that cessation services for underprivileged
smokers in England have been successful in reaching their target audience. Lowey et al.’s (2003)
work in the United Kingdom also finds that “smoking cessation services are reducing
inequalities.” As the authors put it, even with modest investment into the system,
disproportionately more smokers living in deprived areas are contacting cessation services,
setting quit dates and successfully quitting. The implication of these findings is that measures are
available to support vulnerable groups in the face of increasing tax rates.
There is also ongoing debate about the links between taxation and smuggling, with some groups
arguing that smuggling activities are rare and thus of limited concern, and other groups arguing
that they are rampant and directly traceable to crime and terrorism. The reality is that tax evasion
exists to varying degrees in different places. In Canada, Galbraith and Kaiserman (1997) have
suggested that smuggling can potentially negate taxation policies, but, in the end, Canadian
sensitivity to cigarette prices still remains “significantly non-zero.” Similarly, Gruber, Sen and
Stabile (2003) argue that in spite of smuggling activity in Canada in the 1990s, price elasticity of
cigarette demand still ranged from -0.45 to -0.47. This means that tax policies need not be
abandoned out of fear of inevitable evasion problems. Rather they must be implemented
alongside strong anti-smuggling programs, and reliable, widespread and targeted cessation
support services. Beare (2002) implies that Canada needs to refocus its anti-smuggling strategies
on major corporate and organized criminals, rather than on individuals and minority groups.
Wiltshire et al. (2001) make clear that if government does not commit itself to supporting
cessation and treatment in vulnerable communities, then those communities might indulge in—
and feel justified in indulging in—smuggled tobacco products.

3.3

Cost Effectiveness

Taxation is ranked as the most cost-effective intervention for curbing tobacco use, as it has the
greatest population health impact at the least expense (Shibuya et al. 2003; WHO 2002). Higher
taxes require little or no financial investment by governmental agencies (Ranson et al. 2000;
World Bank 1999, p. 77).
Bridge and Turpin (2004), citing the World Bank, state that a 10 per cent increase in cigarette
excise taxes would inflate tobacco tax revenues by 7 per cent. Sung et al. (2005) testify that a 50
cent rise in taxes on cigarette packs boosted California tax revenues by $2.1 billion. Ranson et al.
(2000) estimate that, in a worldwide context, increases in tobacco prices could be put into place
for $18 US to $151 US per life year (DALY) saved. Rivara et al. (2004) explain that a mixed
tobacco control strategy including taxation ($1 US increase on each pack of cigarettes) plus mass
media coverage, could reduce smoking by 26 per cent and be achieved at neutral cost (if, that is,
new tax revenues are directed towards funding the media campaign).

3.4

Summary
•

Tobacco taxation measures are most effective when implemented in combination with a
comprehensive tobacco control program that is well-publicized, well-funded (e.g., by
dedicated tax revenues), responsive to the price sensitivity of smokers and supplemented
by smoking restrictions and media campaigns. It is difficult, however, to calculate an
“optimal” level of taxation, as risks and benefits are apparent whether tobacco taxes are
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raised or not. Concerns over unintended harms to vulnerable population can be averted by
matching tax increases with complementary interventions targeted specifically at at-risk
individuals. Worries about the heightened potential for cigarette smuggling can be
mitigated by balancing tax increases with (1) adequate funding and ample human
resources to address tax evasion activities (especially large container shipments of
tobacco), and (2) reliable access to cessation services to ensure that smokers quit in the
face of tax increases, rather than seek out other means (e.g., non-taxed or low-taxed
products) to satisfy their needs.
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4.0 COMMUNICATIONS
4.1

Evidence Base

Effective communications and media engagement around tobacco control issues (prevention,
protection and cessation) are critical elements in comprehensive tobacco control, given their role
in deterring smoking uptake, stimulating quit attempts, reducing tobacco consumption and
increasing cessation rates. Large-scale, jurisdiction-wide media campaigns delivered through
high-profile channels (like television) across relatively long periods of time (e.g., two years), are
likely to have the greatest effect on behaviour. Regional-level initiatives that provide consistent,
ongoing, evidence-based messaging through multiple communications channels may also have
the potential for success. Investing in campaign promotion through non-traditional channels such
as earned media could result in a widespread, cost-effective impact on smoking-related harms.
Messaging about tobacco control delivered through multiple sources is the most efficacious and
cost-effective means for lessening smoking-related harm, if delivered in the context of a
comprehensive strategy. Clearly-defined, well-coordinated, long-running media-based initiatives
are essential to tobacco reduction success in the same way that comparable initiatives have been
critical to the success of the tobacco industry itself. A large number of studies have documented
a clear association between media interventions and both reduced tobacco consumption and
increased cessation (Hopkins et al. 2001). Specific statistics link such interventions to 11 per cent
declines in consumption in Switzerland (World Bank 1999), 40 per cent reductions in smoking
among middle school students in Florida (Farrelly, Neiderdeppe and Yarsevich 2003), 26 per
cent increases in anti-tobacco attitudes among American youth (Farrelly et al. 2002); and 6 per
cent to 12 per cent drops in smoking across various American states (Friend and Levy 2002).
Much of the research on this topic is admittedly biased toward large-scale American initiatives;
however, these initiatives do have much to teach tobacco control workers. In fact, Pechmann and
Reibling’s (2000) comparison of American and Canadian campaigns actually suggests that in the
past Canada has performed poorly and cost-ineffectively compared to the United States, perhaps
due to inconsistent and confused messaging.
It is important to note that communications campaigns can draw upon non-traditional channels to
extend their effects. Indeed, while television advertisement has been central to many successful
tobacco control communications campaigns, evidence also testifies to the significant effect of
earned media 1 in reducing prevalence and saving millions in advertising fees (Chapman and
Dominello 2001). Earned media has typically gone undervalued, but researchers estimate that a
week-long local American newspaper feature on cessation had the same effect on quit rates as
would have the formation of 380 dedicated clinics (Chapman and Dominello 2001; Chapman
and Wakefield 2001). Considering that mass media initiatives are only likely to prove effective if
audience exposure is substantial (Farrelly, Niederdeppe and Yarsevich 2003), the true potential
of earned media rests in its ability to act as an additional and influential saturation device.

1

“Earned media” is coverage in the media that you do not pay for.
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Successful tobacco control communications need to take into account the research literature on
effective messaging. Poorly-created media initiatives can give rise to positive feelings about
tobacco industry practices (Farrelly et al. 2002). Meaningful communications strategies should
aim to deliver messages through multiple channels (from television to websites to workplaces,
pubs and “street teams”), given that more expansive approaches, including proactive local media
attention (paid and earned) and direct community leader mobilization, have been linked to
landmark changes in smoking policy.

4.2

Key Considerations

In terms of smoking prevention communications strategies, the research is clear that appropriate
message content is vital to success. According to the evidence, messaging focused on long-term
harms or scare tactics is not effective, but emphasis on the short-term consequences of tobacco
use, the manipulations of the tobacco industry and the risks of second-hand smoke can prove
meaningful (Goldman and Glantz 1998; Paglia and Room 1999). Evans, Price and Blahut (2005)
note the efficacy of “truth-branding” 2 in anti-smoking initiatives, confirming the powerful
impact that can be had via communications around the dubious tactics of tobacco companies.
White et al.’s (2003) work demonstrates that Australian anti-smoking messages were just as
effective among youth as adults (their intended audience). Although research on age-appropriate
media initiatives differs (e.g., see Siegel and Biener 2000; Wakefield et al. 2003), White et al.’s
findings are important in highlighting the potential transferability of communications strategies.
While some research hints that television as a medium for tobacco control communications is
more influential than other media such as radio or billboards (Siegel and Biener 2000), these
other media have been subject to little concerted exploration or testing in the scientific literature.
In fact, understudied media like websites and email distribution lists (used to deliver tobacco
control information in a form that can be forwarded by recipients through web/email applications
to wider and wider audiences of co-workers, friends and family) appear to stand as innovative
channels for mobilizing the community and buttressing cessation, protection and prevention
programs (Grierson et al. 2006; Vickers et al. 2002).
Pentz, Sussman and Newman (1997) hint at other non-traditional venues for delivering
cessation-specific messaging when they suggest that smoking pits on school grounds (and
arguably other areas where smokers congregate) offer ideal areas for advertising quit
information. In a similar fashion, Hunt et al.’s (2003; also Stoddard et al. 2005) study of tobacco
reduction at the workplaces of young adults (grocery stores) implies that sites which retain youth
for several months of stable work—including job corps programs and co-op programs—offer a
context for tobacco reduction messaging and program delivery. As well, venues that have been
routinely targeted by the tobacco industry for the recruitment of new smokers (e.g., bars and
pubs) are logical places for media focussing (Sepe and Glantz 2002; Sepe et al. 2002).
Interestingly, the apparent success of similar tactics sponsored by the tobacco industry itself, and
the documented effect that direct human engagement can have in encouraging individuals to stop
smoking (Serra et al. 2005), hint at the positive potential impact of such youth programs.
2

Truth-branding is the practice of overtly branding your message as the “truth” in opposition to the misleading
messages of industry promotions. This is more powerful than just putting out a truthful message to counter the
misleading message.
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It is important to recognize that the scientific literature has tended to have a very narrow view of
tobacco control media initiatives—a view that has reinforced the perception that these initiatives
are solely about major ad campaigns. As insinuated above, this narrow perspective has perhaps
contributed to an underappreciation of the potential effects of interconnected tactics (including
the use of earned media alongside traditional ads), and has neglected the fact that real human
beings speaking to other humans about tobacco issues can have an impact on behaviour. Indeed,
such mobilization in the context of proactive media engagement on smoke-free places appears to
have proven vital to furthering protection work in jurisdictions from Calgary to Ireland (Grierson
et al. 2006; Howell, personal communication, 2005). In fact, Irish officials partially attribute the
remarkable passage of the country’s national smoke-free workplace legislation—the first of its
kind in the world—to a well-crafted marketing campaign focused on workers’ rights. Guided by
a multi-modal communications strategy, Ireland used publicity, media saturation and buy-in
from unions and interest groups to frame smoke-free legislation not as a tobacco control issue,
but as an issue of individual rights to safety and health protection (Howell, personal
communication, 2005).

4.3

Cost-Effectiveness

Research on the cost-effectiveness of media-focused tobacco initiatives is biased toward largerscale, higher-profile statewide and national campaigns. Nevertheless, findings offer a guiding
frame for the implementation of smaller regional programs—so too do they highlight the clear
cost utility of media promotions. Secker-Walker et al. (2002) estimate the cost per life-year
saved from a prevention-related media campaign at $696. Fishman et al. (2005) calculate that a
$0.97 US per capita population-wide mass media campaign (with regionally and culturally
specific components) would result in societal savings of between $1,913 and $9,318 US per lifeyear gained. Goldman and Glantz (1998) cite evidence that California’s media campaign brought
about a decline in consumption of 3.9 cigarette packs per capita per year for each dollar spent per
capita. Importantly, Bridge and Turpin (2004) observe that for every $1 invested in a media
campaign in BC, $17.5 in savings can be expected in return. As a point of comparison, the
Centers for Disease Control and Prevention (CDC 2004) cites the 2001 statistic that the tobacco
industry spends $39 per person, or $11.2 billion per year, on their own advertising and promotion
campaigns.
The CDC (1999) contends that a minimum investment of $1 to $3 per capita per year is
necessary to fund a moderately-sized, but compelling campaign. This minimum investment must
be supplemented with more cash if particular audiences are to be reached. Mudde and De Vries
(1999) estimate the cost per long-term quitter of a Dutch mass media campaign (including
television shows, ads, posters, etc.), combined with a quitline and local group programs, at
$12 US. Other researchers put similar campaigns at $27 to $921 US per quitter—which is highly
cost-effective, considering that some medical interventions can cost $30,000 to $150,000 US or
more per life-year saved (Mudde and De Vries 1999). Glantz and Mandel (2005) mention
Florida’s successful truth campaign, which reduced consumption rates on a budget of $1.65 per
capita per year. Farrelly et al. (2003) refer to research on Minnesota’s relatively poorly funded
($0.35 per capita) anti-tobacco campaign, which failed to incite behavioural or attitudinal change
on tobacco. These authors also refer to the United States truth campaign, the Florida campaign, a
Norwegian campaign and a Kentuckian campaign as prime examples of programs whose ample
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funding (along with good planning and well-targeted approaches) helped to change teen smoking
behaviours.

4.4

Summary
•

Other possibilities for broadening communication initiatives include engaging the media
in advertising of the compliance successes and failures of individual tobacco retailers
(Canadian Cancer Society 2002). The benefits of such advertising are realized by keeping
both retailers and the general public aware of the presence of meaningful enforcement
(and overall tobacco control) programs in the community. As well, Quitnow should be
used as a vehicle to link activities (cessation, prevention and protection-related) across
regions and populations, thereby generating wider recognition of tobacco control
successes. As evidenced by statewide and national research, the greater the collaboration
and consistency between partners, the more widespread and forceful the program effects
will be.

•

Media anti-smoking campaigns have been seen to reduce smoking and save life-years at
an extremely low expense relative to other tobacco control measures (e.g., clinical
approaches). The cost-effectiveness and potential benefits of mass media campaigns are
substantial, when they are expanded broadly. However, evidence indicates that when
funded inadequately (e.g., Minnesota’s $0.35 per capita media strategy), campaigns will
have little or no impact. Unfortunately, local data on cost-utility are lacking, but estimates
put a price of $1 to $3 US per capita per year as the minimum investment necessary to
fund a moderately-sized but forceful media intervention.

Population Health and Wellness, Ministry of Health

Page 18

Core Public Health Functions for BC: Evidence Review
Healthy Living – Tobacco Control

5.0 BRIEF INTERVENTION
5.1

Evidence Base

Research is unequivocal about the efficacy of brief physician advice in increasing quit attempts
among adult smokers, including among pregnant smokers (Lumley et al. 2005; Parrott et al.
1998). West, McNeill and Raw’s (2000) guidelines argue that just five minutes or less of brief
counselling from a general practitioner on smoking cessation leads 1 to 3 of every 100 smokers
to quit, and 40 per cent of all smokers to attempt to quit. Lancaster et al.’s (2000) meta-analysis
of smoking interventions also documents the success of brief advice from physicians in
increasing cessation. And Hopkins et al. (2001) identify provider reminder + provider education
systems (i.e., programs that educate providers on tobacco use and cessation options, and prompt
providers to advise patients on quitting smoking) as effective in boosting quit rates. Combined
with self-help educational resources, this multi-component strategy has been seen to positively
affect cessation by a median of 5.7 per cent (Hopkins et al. 2001).
Brief intervention still appears to be underutilized in the medical system, and the scientific
community, too, has been deficient in analysing the effects of repeated delivery of brief advice
over time (Solberg et al. 2006). Solberg et al. (2006) suggest that if provided on a regular
(yearly) basis, the collective effectiveness of brief screening plus support (including
pharmacotherapy) could be comparable to annual flu shots or biennial mammogram screening in
terms of proportion of the burden of disease prevented.
Note that the effectiveness of delivering brief advice on second-hand smoke exposure to adults
without also delivering concurrent cessation-specific advice is questionable (Hovell et al. 2000;
Stein et al. 2000). The research insinuates that meaningful tobacco control interventions integrate
multiple components, meaning that attempts to encourage smoke-free environments will depend
on associated (brief) attempts to heighten cessation rates.

5.2

Key Considerations

Brief advice delivered by health care providers to youth (as opposed to adults) has seen unclear
scientific support. This lack of consistent impact is arguably related to the fact that providers
(physicians in particular) have been (1) less likely to deliver cessation messages—as opposed to
prevention messages—to adolescents; (2) less likely to intervene at times when smoking uptake
is most probable; and (3) less firm in guaranteeing confidentiality and privacy to young people
(Kaplan et al. 2004).
It is possible that the ambiguous outcomes associated with brief intervention among youth, and
the often low rates of use of brief advice among adults (as noted in the previous section), is
related to the excessive amount of research attention paid to physicians as the primary deliverers
of these services. While physicians do indeed have a major role to play in effectively applying
brief counselling, it is unclear why other professionals have been excluded from the system. In
fact, brief interventions by pharmacists (offering both repeated advice and record keeping for
their clients) have proven efficacious (Sinclair, Bond and Stead 2005). And Tomar (2001)
recommends the engagement of dentists in brief advice: dental offices offer ideal spaces for
delivering messages to youth, given that smoking manifests itself in oral cavities even at the
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earliest stages of use. Researchers like Borrelli et al. (2005) have suggested expanding brief
intervention even further—into the nursing community and beyond. While such contexts have
not been the subject of extensive specific research, the evidence from primary care settings
would seem easily transferable to other trusted professionals.
It is similarly possible that inadequate implementation of brief advice is related to anecdotal
reports that various providers are suffering from “brief intervention overload” (i.e., exhaustion
and uncertainty from delivering separate tobacco, alcohol, marijuana and other drug and health
advice to the same individuals on the same occasions). The reality is that the greatest burden of
substance-related harm and the greatest costs from substance use in BC communities (e.g.,
Caulkins et al. 2002; Rehm et al. 2006) are attributable to tobacco and alcohol use. This means
that brief interventions that focus on smoking and drinking should have the most substantial
effects on overall population health.
Uptake of brief advice by health care professionals is dependent, as Solberg et al. (2006) point
out, on the development of integrated systems to prompt and monitor delivery. Such systems
would include, among other things: identifying smokers in their medical records via, for
example, reporting smoking status as a vital sign or screening individuals when they first present
themselves at a medical facility; creating a means (e.g., computer-based) to remind professionals
to advise about smoking; and ensuring that smokers are made aware of additional support
services (e.g., telephone quitlines) alongside instances of brief intervention. Solberg et al. (2006)
cite evidence that if some of these components are not integrated but are rather used in isolation,
the chances of success in improving professionals’ delivery of brief intervention are slim.
In terms of actually teaching health professionals to deliver brief intervention, evidence suggests
that training programs can enhance process outcomes (i.e., increasing the number of individual
brief counselling episodes, instigating greater delivery of self-help materials and NRT products
by professionals, and helping more smokers to set both quit dates and follow-up appointments),
but do not generally appear to change smoking behaviour (Lancaster, Silagy and Fowler 2005).
Those programs that improve health care providers’ brief intervention performance all appear to
rely on single-session, face-to-face tutorials provided in a group or individual context. Moreover,
the one program that has been linked to greater patient quit rates also compensated physicians
according to the standard Canadian reimbursement plan (Wilson et al. 1988). Lancaster et al.
(2005) insinuate that it was this compensation package that contributed to the program’s
significant impact on cessation. They suggest that without attending to these types of major
systemic/environmental considerations first (e.g., reimbursement schemes), training programs
are not likely an effective area for investment.

5.3

Cost-Effectiveness

Among cessation service available to health care providers, cessation support focused on the
delivery of brief advice by physicians produces the greatest health effects at the least cost.
Indeed, Feenstra et al.’s (2005) cost-effectiveness computations for the Netherlands estimate
minimal counselling by a GP (12 minutes total in one or two sessions) to be cost-saving. Bridge
and Turpin (2004) calculate an approximate $12 benefit for every $1 invested in brief
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intervention. And Woolacott et al. (2002) suggest that 3 minutes of brief physician advice would
cost just ₤1.47 if integrated into regular doctor-patient consultation time.
In terms of life-years gained, Warner (1997) assigns a price of $1,000 US per year saved to brief
counselling by non-physician specialists accompanied by self-help resources. But other United
Kingdom-based studies put the cost of brief physician counselling at just ₤174 per life-year
saved (Parrott et al. 1998 cited in Woolacott et al. 2002).

5.4

Summary
•

A few minutes of cessation-specific advice by physicians is a critical component to
comprehensive tobacco control, and a key factor in increasing cessation rates and
stimulating quit attempts among adult smokers. Problematically, brief intervention does
not appear to be used on a consistent basis, suggesting that better systems to facilitate its
delivery are essential for success.

•

Use of brief intervention among youth shows mixed results, possibly owing to poor
application by health care providers. Recruiting other members of the health community
(pharmacists, dentists and nurses) to deliver brief advice has the potential to increase its
application and broaden its effects across both younger and older audiences. Considering
the burden of harm and its distribution by substance type, screening for tobacco and
alcohol use should take priority among professionals. Ultimately though, sustainable brief
intervention demands a coordinated system that (1) clearly identifies smoking status in
client records; (2) prompts providers to check on client smoking behaviours; and (3)
helps providers and administrators to monitor brief intervention usage over time, as well
as individual client progress. Unfortunately, programs to train professionals in giving
brief advice have not seen great impact on cessation rates.

•

Brief intervention is one of the most cost-effective cessation services available to health
care providers, with some evidence indicating that the costs per life-year saved via such
support can fall under $500 US. The application of brief intervention can be achieved at a
relatively low expense, and its positive impacts can be felt at costs below other popular
quit interventions, including the universal subsidization of nicotine replacement products.
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6.0 PHARMACOTHERAPY
6.1

Evidence Base

The effectiveness of pharmacotherapy in reducing tobacco-related harms in adult populations is
well-documented, with some researchers noting that nicotine replacement therapy (NRT) can
double quit rates among users (Lancaster et al. 2000), and others reporting modest but positive
absolute NRT effects (e.g., a 7 per cent absolute quit rate at 6 months) (Hughes et al. 2003). In
combination with brief intervention and follow-up, NRT has been seen to increase quit rates
around 33 per cent (United States Preventive Services Task Force 1996). And with telephone
support, NRT has been associated with a greater than 30 per cent cessation rate (versus 6 per cent
using telephone support alone) (Miller et al. 2005). Elsewhere, however, evidence suggests that
telephone programs may do little to improve on the success of already effective brief advice +
NRT + self-help support systems (Reid, Pipe and Dafoe 1999). Importantly, Pierce and Gilpin
(2002) demonstrate that without attendant behavioural support, over-the-counter NRT is less
successful in increasing quit rates over the long term.
In terms of effective non-nicotine pharmacotherapies, bupropion has strong support in the
research literature (Woolacott et al. 2002). Little evidence is available to confirm whether
bupropion is either less or more efficacious than NRT in facilitating cessation, although it is
possible that NRT is a slightly safer option given the small risk of seizure associated with
bupropion (Woolacott et al. 2002). Study of the impact of bupropion on young smokers speaks to
the overall mixed and inconclusive nature of the evidence on pharmacotherapy use (NRT
included) among youth. Some research suggests that bupropion is well-tolerated and can be
effective in reducing smoking among adolescents (Niederhofer and Huber 2004). Upadhyaya,
Deas and Brady (2005) cite pilot study findings that bupropion is correlated with abstinence rates
among youth comparable to those reported in adult smokers. However, earlier work by Killen et
al. (2004) found no significant difference in quit rates between youth who were given bupropion
and nicotine patch therapy versus the nicotine patch and placebo. Foulds et al. (2006) wisely call
for further investigation into the issue of successful pharmacotherapy use among young people,
but Upadhyaya et al. (2005) predict that pharmacotherapy alongside behavioural therapy is
“likely to be helpful” to adolescents. Miller et al.’s (2005) work, too, suggests that NRT might
have a positive effect on 18- to 24-year-olds.
Research has linked subsidization of pharmacotherapies to higher cessation rates (Hopkins et al.
2001). In fact, Kaper et al. (2005) correlate reimbursement for various quit services (including
NRT, bupropion and behavioural counselling) with a 2.3 times greater likelihood of smoking
abstinence at six months. But Pierce and Gilpin (2002) imply that with greater accessibility, the
effectiveness of NRT may actually decline or stagnate. However, questions about the appropriate
audience for, and relative cost-effectiveness of, pharmacotherapy (see below), lend to the
argument that subsidization of pharmacological products should be focused on those people for
whom NRT/bupropion may have the most profound effects on harm; for instance, among
individuals on lower incomes, or with mental health concerns or multiple dependencies, who are
already supported by brief physician advice or behavioural counselling (see Johnson et al. 2006).
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6.2

Key Considerations

Information on the most effective contexts for pharmacological cessation success is mixed and
generally biased toward NRT usage. For instance, Lancaster et al. (2000) report that, at a
minimum, nicotine replacement therapy should be offered in association with brief advice from
physicians; the United States Preventive Services Task Force (1996) seems to echo this point,
noting that nicotine replacements are most effective as add-ons to ongoing counselling (see also
Cepeda-Benito, Reynoso and Erath 2004; Molyneux 2004). Somewhat divergently, CepedaBenito et al. (2004) report a correlation between NRT, high-intensity support and higher quit
success among women only. And Hughes et al.’s (2003) meta-analysis complicates the matter
even further, indicating that the effectiveness of NRT is not dependent on the presence of
concurrent behavioural support. Perhaps Woolacott et al. (2002) put it best when they wrote that
“information on how to maximise effectiveness in practice is still lacking, but motivational
support is probably involved” (p. vii).
Laugesen et al. (2000) reflect on the paradoxical situation that often sees nicotine replacement
therapy subject to regulation and restricted access, while tobacco products circulate in a largely
unrestricted fashion. The authors note that the deregulation of nicotine replacement therapy
products in the United States (i.e., the removal of prescription-only status from NRT products)
led to a 150 per cent increase in NRT sales in the following 4 years, and an increase in NRT
product advertisement. Similar effects have been witnessed in Australia, where changing
regulations permitted wider advertising of NRT, leading possibly to a doubling in use of NRT
products.
Miller et al. (2005) document the success of NRT in reaching immigrants, low-income earners,
seniors and ethnic minorities. As noted above, research also hints at the potential for impacting
on the overall burden of harm by supporting pharmacotherapy use among individuals with
mental illness or multiple dependencies (Johnson et al. 2006). Interestingly though, research
suggests that in the long-term, men see a greater effect from NRT than do women (CepedaBenito et al. 2004).
It should be noted that evidence of the effectiveness of NRT on light versus heavy smokers
(those consuming, respectively, less than or more than 15 cigarettes per day) is mixed (e.g.,
Pierce and Gilpin 2002; Reid et al. 1999). West et al. (2000) contend that the beneficial impact of
NRT is seen only in smokers of 10 or more cigarettes per day. Pierce and Gilpin (2002) say 15 or
more cigarettes per day. Miller et al. (2005) say less than 20 per day. But Shiffman’s (2005)
study shows that NRT lozenges significantly increased quit rates among individuals smoking less
than 15 cigarettes per day, and that these lozenges did not differ in efficacy between light and
heavier smokers. Indeed, as Ahluwalia et al. (2006) report, no clinical trials have ever been
conducted on light smokers specifically, so the issue clearly requires more study. Ahulwalia et
al.’s own research did not find an impact from 2 mg nicotine gum on African-American light
smokers, although the authors acknowledge that this possibly resulted from an under-dosing of
the treatment groups.
Shiffman, DiMarino and Sweeney (2005) have also revealed that more dependent, long-term
heavy smokers with significant potentials for relapse are self-selecting for NRT. A
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“predisposition” to failure among these smokers (i.e., their lower probability of success) is
argued by Shiffman et al. to be skewing effectiveness measures for NRT.

6.3

Cost-Effectiveness

Cost-utility studies have been more thoroughly articulated for nicotine replacement therapy than
for bupropion, but overall the research is clear that pharmacotherapies are cost-effective relative
to other common health care interventions. In fact, Solberg et al. (2006) rank smoking cessation
counselling in conjunction with NRT/bupropion as one of the top three clinical preventive
services available in medical practice.
Comparatively, though, there is room for debate about the economic benefits of NRT. Bridge
and Turpin (2004) note that NRT alone ranks lower on cost analysis scales than other smoking
interventions, due to its tendency to produce only one quitter for every 15 users. These authors
quote a $3 benefit for every $1 invested in NRT, compared with a $12 benefit for every $1
invested in brief physician advice. Such findings hint at the fact that to achieve real impact, NRT
should only be delivered within a larger cessation framework. Interestingly, the World Health
Organization (2002) determined that while NRT is not especially cost-effective, it generally still
falls within the maximum intervention expenditure point of three times the GDP per capita.
Specific measurements by Feenstra et al. (2005) place NRT plus minimal counselling at an
estimated 1400€ ($2,100 CAD) per QALY saved gained. Ong and Glantz (2005) assess the cost
of a free NRT program for Minnesota at $4,440 US per QALY saved. Warner’s (1997)
interpretation puts a price of $10,000+ US per life-year saved on nicotine gum/patches
accompanied by physician advice. More moderately, Cornuz et al. (2006) put the incremental
cost per life-year saved for a 45-year-old smoker in Canada using nicotine gum plus counselling
at $2,820 to $4,260; while Woolacott et al. (2002) estimate the incremental cost per life-year
saved with NRT at ₤1,000 to 2,400 ($2,200 to $5,300 CAD). 3
In terms of expenses, Miller et al. (2005) attribute a $464 US cost per quit to the free distribution
of nicotine patches in New York City. Woolacott et al. (2002) estimate an incremental cost per
quitter at under ₤1,000 ($2,200 CAD). Parrott et al. (1998) put average cost per quitter at ₤267
($580 CAD) for brief intervention plus self-help resources plus NRT. And Ong and Glantz
(2005) assess a statewide NRT program at $7,020 US per quitter. In contrast, Martin (2002)
reports a mean cost of $146.12 per person for a Quebec program subsidizing bupropion, NRT
patches and gum for eligible smokers.
Cost-effectiveness data on bupropion are lacking, but Woolacott et al. (2002) estimate its
incremental cost per life-year saved at ₤640 to ₤1,500 ($1,400 to $3,300 CAD), and Cornuz et al.
(2006) put it at $792 to 1,196 (in conjunction with counselling). Hall et al. (2005) compare
bupropion and nortriptyline for cost utility, ultimately finding no significant difference between
the two. However, the authors do note the possibility that psychological intervention (in the form
of group therapy) may be more cost-effective than either type of pharmacological aid. In contrast
to Hall et al., Bolin, Lindgren and Willers (2006) Swedish research finds that when the indirect
3

Woolacott et al.’s (2002) review of the literature indicates that the number of life-years saved per quitter tends to
range from 1.0 to 3.0.
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effects (on human production and consumption) of saving life-years are considered, cost-utility
analysis pinpoints bupropion as actually cost-saving, compared to both nicotine patches and
nicotine gums. When only direct effects are considered, bupropion is still seen as cost-saving
compared to nicotine gum. Bolin et al. determine the incremental direct cost per QALY gained
for bupropion to be 6,600 Swedish kronas (roughly $900 US) for men and 4,900 kronas ($670
US) for women.

6.4

Summary
•

There is no doubt about the efficacy of pharmacological treatments (nicotine replacement
therapy [NRT] and bupropion) in increasing cessation success among adults, but the issue
of universal subsidization of such treatments is more complicated. Considering related
expenses and questions about who is most likely to benefit from pharmacotherapy,
attention is perhaps best focused on assisting people who bear a heavier burden of
smoking harm—for instance, individuals on lower incomes, or with mental illness or
multiple dependencies, who are backed by existing behavioural support.

•

Reflecting on related evidence, McDonald (Ministry of Health 2005) argues that
pharmacotherapies (including NRT and bupropion) should be available at no cost to all
heavy smokers and individuals with recognized medical conditions (e.g., psychiatric
illness and multiple dependencies).

•

Pharmacotherapy has been documented as successful among populations ranging from
minorities to seniors to the mentally ill, although it is likely to have greater impact when
offered alongside some form of behavioural support (brief or more intensive). In terms of
impact on heavier versus lighter smokers, NRT effectiveness has most often been
reported for individuals who smoke between 15 and 20 cigarettes per day. However,
emerging work has begun to document its impact on lighter smokers (≤15 cigarettes) as
well. It seems too early, then, to make a definitive statement about NRT efficacy, based
solely on number of cigarettes smoked. On the other hand, knowing that certain
populations bear an inordinate share of the burden of smoking harm and can benefit from
pharmacotherapy means that targeting such therapy to these audiences could have
meaningful outcomes.

•

Pharmacotherapies appear to be cost-effective relative to other common health care
interventions. Moreover, calculations find their cost to be far below the amount the public
claims to be ready to pay for one quality-adjusted life-year (QALY) saved (i.e., far under
$17,700 to $45,700 US, as cited by Bolin, Lindgren, and Willers 2006). Estimates set the
expense per life-year saved via pharmacotherapy at anywhere between about $600 US to
over $10,000 US, with several calculations falling between about $2,000 to $4,000 US. It
is unclear whether bupropion is more cost-effective than NRT. However, it is clear that
compared to other smoking interventions, pharmacotherapy tends to rank lower on costutility analyses because of its larger expense and smaller overall effect size. Given these
findings, universal subsidization of pharmacological treatments is questionable, but
targeted subsidization for vulnerable individuals who demonstrate good odds of success
could prove valuable.
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7.0 FORMAL COUNSELLING PROGRAMS
7.1

Evidence Base

In general, formal group therapy has strong support in the research literature, although group
programs are not well used and thus require serious attention to their cost utility. Group-based
cessation does not appear to be any less effective than intensive individual programs. However,
there is a possibility that it is not more effective than health care provider advice alone
(Lancaster and Stead 2005; Stead and Lancaster 2005a). Building on this research, Lancaster and
Stead (2005) demonstrate that individual programs can be successful in changing smoking
behaviour, but more intensive options are not necessarily more efficacious than brief options.
There may exist a dose-response relationship between individual counselling contact and
cessation rates (Lancaster and Stead 2005); however, the same relationship could probably be
achieved at less cost through well-attended group sessions.
Therapeutic programs that address smoking cessation alongside treatment for other substance use
are efficacious, can have a positive impact on relapse rates and can have a particularly profound
effect on reducing harms among the vulnerable and mentally ill (Johnson et al. 2006). Mental
health clients and individuals with multiple dependencies have higher smoking prevalence,
which means that, from a population prevention standpoint, they need to be targeted in order to
truly influence the burden of harm.
Evidence of useful cessation programs for adolescents (including Kick the Nic) has been scarce,
meaning that younger audiences have often been left without effective programs for quitting or
cutting back on smoking (Camenga and Klein 2004). However, Lipkus et al. (2004) find a small
impact from a telephone counselling line (combined with video and self-help resources) on 15to 18-year-old teens, and suggest that basic self-help materials for youth show just as much effect
as similar materials for adults. Likewise Rabius et al. (2004) demonstrate quit rates of up to
20 per cent among 18- to 25-year-olds, achieved via telephone counselling. Evolving research in
New Zealand and the United States has also begun to link text-messaging cessation programs
with increased quit rates (e.g., 28 per cent at 6 weeks) among young adults 16 to 18 years old
(Obermayer et al. 2004; Rodgers et al. 2005). In fact, Bramley et al.’s (2005) work demonstrates
that one such program was just as effective among New Zealand Aboriginal (Maori) youth as
among non-Maori.
Work by Ramsay and Hoffmann (2004) on an American university campus hints that group
cessation and relapse-prevention programs delivered by trained peer leaders to undergraduates
can prove highly successful—achieving 88 per cent quit rates following 7 weeks of cessation
support, and 63 per cent quit rates following a subsequent 6 months of basic relapse-prevention
support. Such findings lend credence to Canadian programs like Leave the Pack Behind (LTPB),
which appear to show positive impacts (Lawrance and Lawler n.d.), but have not yet been
reported in the academic literature.
Pre-operative cessation programs (in the manner of Stop Smoking Before Surgery) have efficacy
relative to short-term quit rates and reductions in tobacco use, although their direct impacts on
lessening surgery-related complications are unclear (Moller and Villebro 2005). As per Moller
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and Villebro (2005), the evidence suggests that effective programs typically incorporate face-toface advice and counselling alongside written materials and other supplements (e.g., follow-up
phone calls), and are offered to smokers at least six weeks before surgery.
Telephone-based and web-based interventions for adults seem well-supported by scientific
research. For example, Stead, Lancaster and Perera (2005; also Zhu et al. 2002) observe that, in
comparison to self-help materials alone, proactive telephone counselling can increase the
likelihood of quitting by 50 per cent. Tomson, Helgason and Gilljam (2004) write of the impact
of a Swedish quitline that saw its users achieve a 31 per cent quit rate. Borland et al. (2003) point
to a 21 per cent short-term abstinence rate among users of the proactive Victoria Quitline, in
comparison to the 12 per cent rates observed in control and other experimental groups. Smith et
al.’s (2004) Ontario-based telephone counselling line has been credited with increasing
abstinence rates by 5 per cent compared with the smaller effect of print-only interventions (1 per
cent). And, while research on web-based support is limited, preliminary evidence suggests that
tailored programs can have a significant impact on abstinence rates in the short term (particularly
when combined with NRT)—reaching a large population at low cost (Strecher, Shiffman and
West 2005).

7.2

Key Considerations

In terms of telephone-based cessation support, proactive systems have been observed to increase
cessation rates by a median of 41 per cent (Hopkins et al. 2001). Zhu et al. (2002) also note the
effectiveness of proactive counselling, and note that smokers are four times as likely to use
quitlines as face-to-face clinical interaction. Smith et al. (2004) identify low-cost newspaper and
word-of-mouth promotions, pamphlet distribution, and one 50-minute initial counselling session
plus 2 follow-up calls, as critical elements to a successful telephone intervention. And Reid et al.
(1999) cite that the optimal time frame in which to deliver telephone counselling may be during
the first one to two weeks of a quit attempt. Borland et al. (2003) speak of the statistically
significant impact of call-backs on heightening abstinence rates among users of the Victoria
Quitline. The authors also note the lack of effect of computer-generated tailored advice in
increasing cessation/enhancing the quitline.
However, review of the users of telephone and web cessation lines (including Quitnow) suggests
that these interventions tend to attract fairly standard audiences, which do not necessarily
conform with the characteristics of the general smoking population. In particular, research from
Scotland, Hong Kong, London, New York state, Massachusetts and California variously
indicates that quitline participants are more likely female, younger (20—or 25—to 45-years-old),
Caucasian, smoke greater than 20 cigarettes per day, and/or hold some level of higher education
(Abdullah et al. 2004; Gilbert, Sutton and Sutherland 2005; Jaen et al. 1993; Platt et al. 1997;
Prout et al. 2002; Zhu et al. 2000). Minorities, the less educated and men are often underrepresented, while—following Prout et al. (2002)—individuals with greater degrees of
dependence and less probability of quitting success are apparently over-represented. Young
adults (between 16- and 20-years-old) are not likely to access these services, and
disappointingly, a recent survey of 3,660 young Ontario smokers suggests that current telephoneand web-based intervention options are generally unappealing to them (Leatherdale and
McDonald 2005).
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Effective cessation programs depend not only on the participation of the individual smoker, but
on the support of that smoker’s partner, too. Research speaks to the significant influence that
partner’s smoking status can have on quit success, and thus the need to interact with partners in
the cessation process (Walsh et al. 2006). While interventions to enhance partner involvement in
quit efforts have seen disappointing results (Park et al. 2005), there is a clear need to integrate
partner support and positive, non-critical partner interaction into treatment programs. The same
is true of involving parents (via, for example, parental education and concurrent parental
treatment) in youth-oriented cessation programs (O’Connell et al. 2004). McGee, Williams and
Reeder (2006) imply that consistently voiced objections by both parents to their children’s
smoking is significantly associated with increased quit attempts among these children, and with
decreased likelihood of cigarette use among non-smoking youth.

7.3

Cost-Effectiveness

As noted earlier, group cessation programs can often be underutilized, which leads to questions
about their cost-effectiveness. Stead and Lancaster (2005a) hint that group cessation should be
cost-effective, given that more people have access to therapist contact, but a lack of data
prohibits the drawing of any conclusions on this topic. Hall et al. (2005) also touch on issues of
cost utility when they report that psychological smoking interventions (in the form of group
sessions) are probably more cost-effective than drug therapy (via bupropion or nortriptyline).
In terms of telephone counselling—one of the few program types to be subject to any clear cost
analysis—Feenstra et al. (2005) estimate a Netherlands-based telephone support line at 1,100€
($1,650 CAD) per QALY gained, while Tomson et al. (2004) assess a Swedish quitline
(including pharmacotherapy) at a cost of $1,052 to $1,360 US ($1,410 to $1,822 CAD) per
quitter and $311 to $401 US ($417 to $537 CAD) per life-year saved. McAlister et al. (2004) put
the cost of 1 year of maintained cessation from telephone counselling at $1,300 US ($1,742
CAD).
Breaking the expenses apart, Strecher et al. (2005) assess the price of telephone counselling
products at $150 to $250 per smoker, personalized print materials at $5 to $40 per smoker, and
tailored web-based products at a minimum of $1 per person. Smith et al. (2004) acknowledge the
importance of advertising for callers to a Ontario quitline, pinpointing the “enrolment” cost at
$31.02 per person and recognizing the success of newspaper ads (as compared to radio) in
attracting clients.

7.4

Summary
•

Group counselling programs, pre-operative programs, cessation options for persons with
mental illnesses or multiple dependencies (including pharmacotherapy coverage), and
telephone- and web-based quitlines have all shown success in improving cessation rates
among various populations. Intensive individual counselling can impact on smoking
behaviour, but not necessarily with any more strength than can brief counselling or group
options. Peer-led programs on university campuses appear to have promise, as do
emerging text-messaging interventions for youth. In some cases, telephone support for
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young people also seems to have boosted quit rates; however, meaningful options for
youth are still far too rare.
•

Proactive systems that ensure smokers have access to ongoing support are important
elements to many counselling services. Telephone- and web-based programs have proven
effective in scientific trials, but their usual audience appears to be overpopulated by
certain users, suggesting they may not be appropriate (or may need tailoring) for various
audiences. Cessation support options should be attentive to the role that smokers’
partners play in enabling—or hindering—quit success. Integrating partners into these
programs, and even integrating parents into youth-oriented programs, could enhance
outcomes.

•

Clear research on cessation expenses is relatively rare, meaning that conclusive
statements about the cost-effectiveness of formal counselling are problematic. Group
programs should prove cost-effective if uptake is strong—but little evidence is available
to confirm or deny this presumption. Telephone systems demonstrate cost-efficacy;
however, precise expenses and QALY estimations differ by country and program
components. In the end, it is important to note that cessation support in general saves
human life-years at costs far below those of other common health care interventions.
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8.0 SMOKE-FREE POLICIES
8.1

Evidence Base

Laugesen et al. (2000) cite evidence that “clean air” policies decrease daily cigarette use by
20 per cent, and Bauer et al. (2005) document the long-term success of smoke-free work site
policies in reducing tobacco consumption by 2.57-3.85 cigarettes per day, as well as in making
quitting twice as likely. Sargent, Shepard and Glantz (2004) report on the positive relationship
between a ban on smoking in public places in Helena, Montana, and a significant decrease in
heart attack-related hospital admissions (admissions returned to previous levels when the ban
was lifted six months later). Hopkins et al.’s (2001) meta-analysis of research on smoking bans
and restrictions in public places confirms the strength of the link between lower levels of
cigarette consumption and smoking restrictions, and between workplace smoking bans and
greater cessation. Serra et al.’s (2005) meta-analysis on preventive approaches to tobacco use in
public places supports the conclusion that workplace bans, in combination with comprehensive
tobacco control strategies, are effective in reducing smoking. Of particular significance,
Chaloupka and Wechsler (1997) make clear that strong restrictions on smoking in restaurants
and schools reduce college students’ rates of tobacco consumption. However, in terms of
prevention, Wakefield et al.’s (2000) comparative review suggests a hierarchy of effectiveness in
smoking restrictions, with home-based bans being most efficacious in reducing uptake, public
place bans proving slightly less effective, and school-based bans proving least effective unless
strongly enforced.
Stephens et al. (2001) establish that smoking bylaws have more of an effect on adult women than
adult men, correlated with diminished amounts of daily smoking amongst females and an
increased chance of being a non-smoker. Goel and Nelson’s (2005) research suggests that indoor
smoking restrictions are deterrents to tobacco use among male youth, and rank (along with price
increases) as the most effective practice in reducing smoking.

8.2

Key Considerations

There is no reliable scientific evidence to support the popular argument that 100 per cent bans on
smoking in public spaces have detrimental economic effects on the hospitality/entertainment
industry. Scollo et al.’s (2003) review of 97 claims about purported economic hardship in the
hospitality business stemming from smoke-free policies shows that such policies had no longterm impact or, indeed, had a positive impact on sales and employment, and that every claim
about economic disadvantage was actually backed by the tobacco industry. Corroborating Scollo
et al.’s meta-analysis, Luk and Ferrence’s (2005) assessment of 29 high-quality studies on the
financial impacts of smoke-free legislation reveals that none of the studies proved economic loss
at the hands of smoking restrictions (some, in fact, proved economic gain), and that all studies
alleging negative effects were either funded by the tobacco industry, linked to the tobacco
industry or of unacceptable academic quality. Evidence also indicates no effects on the profits of
bingo and other charitable gaming halls (Glantz and Wilson-Loots 2003). Perhaps most
interestingly, recent research from Ottawa demonstrates that even in cold northern climates
among a diverse bilingual population (circumstances that some have argued would impact on the
financial success of businesses in the wake of smoke-free reform), smoking bylaws did not affect
restaurant or bar sales (Luk, Ferrence and Gmel 2006).
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The successful implementation of the Capital Regional District’s (CRD) 100 per cent smoke-free
rules also confirms that neither decreased patronage nor diminished profits inevitably result from
smoking restrictions. The CRD experience offers a general model for future policy development,
demonstrating that strong bylaw writing, public education and enforcement are critical levers in
overcoming resistance and in securing smoke-free environments (Drope and Glantz 2003).
Cains et al.’s (2004) study of “designated no-smoking” areas in licensed clubs in Sydney,
Australia, concludes that these spaces offer only partial, if any, protection from second-hand
smoke. In other words, there is no evidence that designated smoking areas are an adequate
alternative to a complete no-smoking policy. There is, however, proof that no-smoking
regulations (in restaurants specifically) tend to be skewed in their application, favouring towns
with overall higher levels of education and income (Skeer et al. 2004). In this sense, the uneven
enactment of bylaws is actually fostering socio-economic disparity in health protection, leaving
some of the more vulnerable areas and individuals exposed to, and at risk of, harm.
The majority of research on smoke-free environments comes from the United States, where such
policies have proven effective. Elsewhere (e.g., France), no-smoking legislation has often proven
futile, as smokers have chosen to ignore the regulations and have then gone unpunished as a
consequence of lax enforcement (Serra et al. 2005). This research reinforces related scientific
findings highlighting the need for smoke-free policies to be well-enforced (i.e., achieve high
compliance) to have any worth or real health impact on the community (Drope and Glantz 2003;
Wakefield et al. 2000). Such evidence suggests that as bylaws are tightened to encompass more
and more environments, enforcement efforts will need similar tightening to ensure that new
regulations are truly respected. It is important to note that (1) compliance is often linked to
perceptions of high levels of enforcement, and (2) symbolic policies that are not accompanied by
active monitoring may prompt general public disregard for community laws (Hrywna et al.
2004). Designated smoking areas are deficient alternatives to complete no-smoking bans, and, in
fact, polling has confirmed that a large majority of British Columbians favour smoking bans
(CNW Group 2006). As per the World Bank (1999), this kind of strong public backing is a
critical predictor of positive outcomes. Proactive media engagement is also key to engendering
early and ongoing support for smoke-free policies. Moreover, studies demonstrate that
comprehensive approaches to protection (which include education, signage and quit services) are
particularly effective (Serra et al. 2005), meaning that more restrictive policies can be facilitated
with such complementary support pieces.
Mobilizing respected leaders in the community to step forward and advocate for population-level
policy change has been noted as a potentially powerful step in securing cross-province smokefree regulations. Stein et al. (2000) suggest that some doctors are especially well-placed for such
work. As well, Grierson et al.’s (2006) account of the Calgary Tobacco Reduction Action
Coalition’s (CTRAC) campaign to tighten smoking bylaws in Calgary offers insight on
mobilizing the community to engage in the political process. Concerned that smoke-free places
were of negligible interest to politicians due to low levels of public input on the matter, the
CTRAC (a conglomeration of health workers and non-government organizations) established an
interactive website and email distribution system, and advertised through posters, billboards,
earned media and (of most significance) word-of-mouth. Visitors to the website registered for
email notifications that reported on upcoming events and city council decisions, and gave clear
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instructions on how to contact city council members, details of how members voted at meetings
and suggestions for messages to communicate to politicians. The campaign likely influenced
changes in Calgary’s smoke-free bylaws, while contributing to social capital and capacity
building in the community.
Workplace policies have often been coupled with workplace-specific smoking interventions.
Such interventions have been associated with greater likelihood of quitting if accompanied by
brief professional advice, formal counselling or pharmacotherapy (self-help materials are not
well-validated in the scientific literature). Workplace quit smoking competitions have less
evidence of effect, but strong smoke-free policies at work are linked with a decrease in
immediate harms (Moher, Hey and Lancaster 2005). Engaging with working class
employers/unions is particularly important, considering the substantial rates of smoking among
blue-collar employees. Ringen et al.’s (2002) research suggests that solid cessation programs for
trades workers can lessen smoking-related harm, while yielding companies a greater-than 25 per
cent return on investment.

8.3

Cost-Effectiveness

Laugesen et al. (2000) cite smoke-free public place policy as the most cost-effective approach
for realizing the United States’ vision of a “smoke-free society.” Ong and Glantz (2005) compare
the cost of a free nicotine replacement therapy program with smoke-free workplace legislation,
and conclude that smoke-free legislation is 9 times more cost-effective, generating 10,400
quitters at an expense of $799 per person. Mudarri’s (1994) cost-benefit analysis of proposed
national restrictions on smoking in public places in the United States estimates a net annual
social benefit of $39 billion to $72 billion, with annual costs of $0.2 to $0.5 billion for policy
implementation and $0.1 to $0.4 billion for enforcement. The World Health Organization (2004)
quotes an expenditure of $358 US per DALY saved by clean air interventions in European
countries; and Krueger and Associates (2005) propose that a comparable figure would apply in a
Canadian context. Using American data, Bridge and Turpin (2004) predict a savings of $48 to
$96 million per year in British Columbia resulting from smoke-free laws.
Health Canada (2002) cites evidence that the ill health of smokers results in severely weakened
productivity (50 per cent more work days lost) and lost profits ($600,000 annually; or $2,000 to
$5,000 per year per person), and reports that $32.2 million in smoke and property damage, health
care costs, depreciation and maintenance could be averted by controlling for exposure to
environmental tobacco smoke.

8.4

Summary
•

Smoking bans in public places are a critical element to comprehensive tobacco control,
standing as the most effective means for reducing second-hand smoke exposure, and as
key tools in preventing tobacco use, decreasing consumption, reducing serious healthrelated hospital admissions, increasing quit attempts and boosting overall cessation rates.
Smoke-free restrictions have proven beneficial to both adults and youth, and appear to
have the most powerful effects when implemented on a voluntary basis by individuals in
their own homes (see Section 9.0 for further details on home-based policies).
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•

Smoking bans do not negatively impact upon the profitability of public establishments—
this is a myth perpetrated primarily by the tobacco industry. Clean air regulations have, at
times, been seen to enhance sales and employment within the hospitality and
entertainment industries, and the Capital Regional District’s experience offers a basic
model for successful implementation of such regulations. Enforcement is a critical
component in ensuring the effectiveness of smoking bans, particularly as these bans are
extended to cover more and more environments.

•

The cost-effectiveness of smoking bans is reflected not only in reduced health care costs,
but in fewer expenses associated with smoker-related productivity shortfalls, profit
losses, property damage, insurance premiums and maintenance and cleaning fees.
Relative to the price of nicotine replacement therapy, smoke-free regulations are nine
times more affordable. Estimates put the approximate cost of clean air laws at $350 per
DALY (disability-adjusted life-year) saved, and BC-specific calculations predict the
overall savings from such laws to be $49 to $96 million per year.
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9.0 SMOKE-FREE HOMES AND VEHICLES
9.1

Evidence Base

There is evidence to indicate that bans on tobacco use in households are the most effective
protective restrictions (ahead of both public place bans and school bans) for reducing smoking
uptake (Wakefield et al. 2000). In fact, Farkas et al.’s (2000) research demonstrates that
adolescents living in completely smoke-free homes are half as likely to be smokers, and 1.8
times more likely to be pursuing cessation than youth living in homes without smoking
restrictions. Pizacani et al. (2004) also reveal a relationship between 100 per cent bans on
smoking in homes and more/longer attempts at quitting, as well as longer periods before relapse
among certain smokers. Perhaps unsurprisingly, research also attests to the relationship between
no-smoking household policies and reduced exposure to environmental tobacco smoke (Borland
et al. 2006; Green et al. 2003); however, investigation into the effectiveness of programs to
reduce infant exposure to smoke in the home has proven equivocal (Blackburn et al. 2003).
Goel and Nelson (2005) speak of the possibility for household bans to successfully deter teen
tobacco use. Proescholdbell, Chassin and MacKinnon’s (2000) study confirms this suggestion,
showing that strong no-smoking policies in homes are linked to less experimentation among both
middle and high school students. However, Proescholdbell et al. (2000) also determine that, for
high school students, the relationship between such policies and less experimentation is specific
to households with non-smoking parents. Szabo et al.’s (2006) research presents similar findings,
which suggest that home smoking bans have their greatest impact on adolescents whose parents
do not use cigarettes. Interestingly though, Szabo et al. also conclude that such bans can help to
reduce experimentation, even when adolescents’ friends are smokers.
Scientific examinations of the impacts of vehicle-based smoking bans do not seem to be
available, although evidence implies that second-hand smoke can have an effect on adults and
youth in vehicles (Jalleh et al. 2006). Support for such bans varies (e.g., Jalleh et al. 2006; Seo
2005), but appears to be more widespread for smoking bans specifically in vehicles carrying
children under 18.

9.2

Key Considerations

There is evidence to show that (1) smoke-free regulations in public places facilitate smoke-free
homes; (2) individuals subject to smoke-free workplace restrictions are more likely to report
smoke-free homes (Borland et al. 2006); and (3) overall comprehensive tobacco control
strategies are perhaps the key means to achieve home smoking bans (Thomson, Wilson and
Howden-Chapman 2006). Indeed, as Thomson et al. (2006) put it, comprehensive strategies,
including taxation, effective education, population-level cessation support and no-smoking
restrictions in public places, are perhaps the most effective approach for increasing the number
of smoke-free homes. Seen from this perspective, specific smoke-free home/vehicle campaigns
are arguably not as meaningful as ensuring that a full and evidence-based tobacco program—
including strong public place policy—is available to the population.
Methods to encourage smoke-free homes have typically focused on home-based interventions
delivered by nurses to parents, or clinic-based (usually brief) interventions by physicians and
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other health care professionals to parents (Wewers and Uno 2002). Home-based approaches,
characterized by greater contact between families and providers, might have somewhat greater
effect (Gehrman and Hovell 2003), but in general community-based programs have
demonstrated inconsistent results (Ashley and Ferrence 1998). Indeed, even programs
recommended by Ontario’s Program Training and Consultation Centre as a means to protect
individuals in their homes (e.g., Breathing Space) show no impact on home smoking behaviour
(Loppe and Thibault n.d.). 4
It is quite likely that ethical concerns about impinging on human rights in the home are
negatively affecting the development of strong household/vehicle-oriented strategies (e.g.,
Ashley and Ferrence 1998). However, Yiow’s (2005) review of the media marketing of New
South Wales’s (Australia) smoke-free home/vehicle campaign, and the translation of this
initiative to different cultural groups through community grants, hints at useful opportunities for
engendering support. Specifically, the “Car and Home: Smoke Free Zone” campaign offered
money to communities to tailor smoke-free messages to at-risk and other populations (including
Aboriginal audiences), and worked through both earned media and formal advertising to spread
information about the initiative across the state. This use of the media as a means to encourage
vehicle and household smoking bans is recommended in the scientific literature, and has been at
the core of several community campaigns in Canada (e.g., Ontario’s Smoke-Free Homes and
Asthma pilot [NRC+Picker Group Canada 2004]). Perhaps more significantly though, is the
research recommendation to link smoke-free home initiatives to cessation interventions
(Thomson et al. 2006). In fact, evidence suggests that second-hand smoke information delivered
without cessation support or health care provider support can be ineffective (Hovell et al. 2000;
Stein et al. 2000). Unless clearly linked to these forms of support, it is unlikely that the
dissemination of second-hand smoke information alone will manifest itself in reduced harm.
Borland et al. (2006) also address the importance of connecting cessation programming with
smoke-free household initiatives, as they show that across Australia, Canada, the United States
and the United Kingdom, lower implementation of home smoking bans among individuals of
lower socio-economic means is not an inevitability, but is associated with these individuals’
greater dependency levels and exposure to pro-smoking environments. Put differently, less
socio-economically advantaged groups are not unmotivated to live smoke-free, but do need more
supports to make such a lifestyle possible. Stronger tobacco control strategies—in particular,
dedicated cessation services—for underprivileged groups are a necessity to dismantling
currently-existing inequalities.
Concern over the impact of partial bans in homes is warranted given the mixed findings on this
topic. While Proescholdbell et al. (2000) demonstrate that even permissive household smoking
policies are associated with reduced youth experimentation, Wewers and Uno (2002), Klerman
(2004), and Thomson et al. (2006) all cite evidence that less-than-complete policies undermine
the benefits of home-based restrictions. Indeed, Blackburn et al.’s (2003) research suggests that
typical harm reduction activities adopted by parents to lessen their child’s contact with smoke
(opening windows, using fans) are futile—a finding which testifies to the need for clear
messaging about tactics that will truly have an impact on reducing smoking-related harms. 5
4
5

Although effects on awareness and attitudes are more prominent.
Information pamphlets alone are not sufficient (Blackburn et al. 2003; Hovell et al. 2000).
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The work of Green et al. (2003) and Farkas et al. (2000) also speaks to the need to ensure that
even non-smokers implement clear no-smoking bans in their homes. Evidence suggests that youth
in households where no occupants have ever smoked, but where complete smoke-free policies are
not established, are almost as likely to be current smokers as youth who live in households with
current smokers but who are subject to some form of smoke-free policy (Farkas et al. 2000). This
research confirms that strong no-smoking restrictions in all homes are key to prevention;
moreover, generating increased support for such restrictions across populations of both smokers
and non-smokers has the potential to further solidify smoking bans as social norms.

9.3

Cost-Effectiveness

Information on the cost-benefit of investing in efforts to increase smoke-free homes and vehicles
is not substantial, and, in fact, Thomson et al.’s (2006) report on the cost-effectiveness of using
comprehensive tobacco control strategies to increase the prevalence of home smoking bans could
not locate enough evidence to draw any conclusions.

9.4

Summary
•

Home smoking policies are effective as tools of protection, prevention and cessation.
They are linked to decreased exposure to second-hand smoke, decreased experimentation,
increased quit attempts and longer intervals between relapse. Such policies can perhaps
even counteract the effects of peer influence; however, their overall impact is debatable
given that they are usually unequally applied (meaning they are prevalent in homes that
are occupied by individuals from higher socio-economic brackets, by adult non-smokers
or by children) (Green, Courage and Rushton 2003). Unfortunately, restrictions on
smoking in vehicles appear not to have been subject to rigorous scientific evaluation, and
evidence of the impact of partial bans in homes is mixed (cf. Farkas et al. 2000; Szabo et
al. 2006).

•

However, Proescholdbell et al. (2000) also determine that, for high school students, the
relationship between such policies and less experimentation is specific to households
with non-smoking parents. Szabo et al.’s (2006) research presents similar findings that
suggest that home smoking bans have their greatest impact on adolescents whose parents
do not use cigarettes.

•

Smoke-free homes and vehicles are arguably better facilitated by jurisdiction-wide
policies regulating smoking in public places, than by specific smoke-free home/vehicle
initiatives. Information pamphlets alone are not sufficient to influence home smoking
behaviour. Rather, cessation support and brief intervention by health care providers are
essential to increasing the proportion of home/vehicle no-smoking policies, as well as
increasing the participation of socio-economically underprivileged groups in the
implementation of such policies. Media engagement, following the tailored approach of
New South Wales, Australia, could also prove effective, but both smokers and nonsmokers need to be targeted to support smoke-free home/vehicle bans.
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10.0 ENFORCEMENT OF SALES TO MINORS LAWS
10.1 Evidence Base
Relative to other tobacco control initiatives, enforcement programs have seen mixed support in
the scientific literature. Two major meta-reviews of enforcement interventions have
demonstrated no significant effect on youth smoking; i.e., there have been no links made
between increased retailer compliance and decreased prevalence (Fichtenberg and Glantz 2002;
Stead and Lancaster 2005b). A majority of the studies that correlate enforcement with positive
outcomes appear to be methodologically flawed (DiFranza et al. 2001), and Gallet’s (2004)
economic analysis suggests that youth access laws, enforcement and associated penalties cannot
be associated in any significant way with an overall decrease in cigarette demand. Ross and
Chaloupka (2004) are not so pessimistic, finding that retailer compliance and access policies can
have an effect on youth smoking—particularly adolescents’ decisions to smoke. Levy and Friend
(2000), however, note that while research indicates that these access policies have general (but
somewhat varied) success at increasing compliance, their impact on actual use rates is
inconclusive.
Some professionals have gone so far as to propose that youth access programs are a waste of
limited resources, and therefore should be abandoned in favour of interventions that truly have
an effect on youth smoking (e.g., taxation, smoke-free places, media campaigns and specific
forms of education) (Fichtenberg and Glantz 2002). Others argue that retailers must achieve a
near 100 per cent compliance rate to have any chance of reducing accessibility to tobacco
products by youth (Canadian Cancer Society 2002). Debate on this issue of compliance
“thresholds” (i.e., minimum compliance rates that need to be reached to impact on commercial
tobacco access) is confused, with certain experts contending that rates of 90 per cent or 95 per
cent are satisfactory (e.g., Levy, Chaloupka and Slater 2000), and others maintaining that the
“threshold effect” does not even exist (Fichtenberg and Glantz 2002).
Perhaps the greatest contradiction in enforcement programs is the fact that while official
measured rates of youth access to tobacco show major decreases over time, adolescents’
perceived rates of access remain high, far exceeding officially reported numbers. This
contradiction is echoed in BC’s own data, which suggest that 92 per cent of retailers in the
province are compliant with access laws (Corporate Research Group 2006), and yet 90 per cent
of a sample of BC youth believe that tobacco is still easy to get, 23 per cent rely on retail outlets
as their usual source of cigarettes, 6 84 per cent have acquired cigarettes from a retail store in the
past 30 days, and (also in the past 30 days) 24 per cent have not been asked for their age when
purchasing cigarettes (Context Research 2005).
While social sourcing will account for a portion of adolescents’ perceived ease of access to
tobacco products, Landrine and Klonoff (2003) argue that it is not surprising that a large subset
of youth still obtain their cigarettes commercially, since most official measurements of
compliance are dubious—obtained through research of low ecological validity (i.e., it does not
6

Note that this figure corresponds with American data, which found that 23.5 per cent of American high school
students used retail stores as their usual source of cigarettes (Everett Jones et al. 2002).
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reflect reality). In other words, “official” access rates are typically based on the use of minor test
shoppers, who attempt to purchase tobacco in a fashion that does not approximate actual youth
behaviour. For example, minors walk into random stores, buy from random clerks, do not lie, are
not permitted to show ID, are not typically permitted to be smokers, and are often not allowed to
wear make-up or other accoutrements to heighten their appearance. In contrast, and of especial
importance, ordinary youth looking for tobacco tend to frequent familiar stores with familiar
clerks. Landrine and Klonoff (2003) demonstrate that if (over a period of 8 days or less) minor
test shoppers are made to buy non-tobacco products four times from the same store with the
same clerk, and then return on their fifth visit to attempt to purchase tobacco, they are 5.5 times
more likely to be successful than “standard” (unfamiliar) minor test shoppers. Similarly,
DiFranza et al. (2001) demonstrate that using minor test shoppers who actually smoke (as
opposed to non-smokers) increases the likelihood that they will be sold tobacco by 6 times, and
that minor test shoppers who show ID are significantly more likely to acquire tobacco than those
who do not. Elsewhere, Klonoff and Landrine (2004) show that minor test shoppers who lie
about their age are 4 times more likely to successfully buy cigarettes than those who speak
truthfully. And Croghan, Aveyard and Johnson (2005) show that youth who lie in test shopping
situations with retailers they know to be non-compliant are able to purchase cigarettes at rates
twice as high as official reports.
Interestingly, Siegel, Biener and Rigotti (1999) find that enforcement laws and activities in
Massachusetts had no effect on reducing youth access to cigarettes, as adolescents in towns with
enforcement programming were just as likely as those without to attempt to purchase tobacco, to
be asked for ID, to be refused sales, to perceive easy access to tobacco and to assume there were
(or were not) penalties for stores selling to minors. On the other hand, those towns in
Massachusetts with enforcement programs did seem to show decreased rates of smoking
initiation among youth, possibly owing to (1) changes in smoking-related attitudes/social norms
following the implementation of enforcement laws; or (2) pre-existing attitudes/social norms that
enabled the passing of such laws. Gilpin, Lee and Pierce’s (2004) research in California
reinforces these findings, suggesting that access laws might simply intensify anti-tobacco norms,
leading to decreased youth experimentation.

10.2 Key Considerations
Valid measurements of compliance are critical to the application of meaningful access laws.
Without legitimate information or test scenarios to provide realistic input for the maintenance of
enforcement programs, it is unclear how these programs could be justified. Among other points,
several researchers have suggested that even the most commonplace measures of enforcement
programs are questionable and need to be rethought. Indeed, Croghan et al.’s (2005) United
Kingdom-based study proposes that surveying youth about their retail experiences with tobacco
is liable to be more accurate than performing traditional test purchases, since survey numbers are
closer to realistic rates of adolescent access than are official compliance reports. Moreover,
Pokorny, Jason and Schoeny (2003) make clear that measuring the proportion of tobacco
retailers in compliance with legislation (as done in BC) is misleading, given that it ignores the
relative density of stores in each community, and therefore the greater likelihood for youth in
highly saturated neighbourhoods to encounter non-compliant sellers. Instead, Pokorny et al.
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(2003) advocate for more realistic measures of “risk exposure”: the number of retailers who
make illegal sales per 1,000 youth in each community.
Numerous studies hint at ways that enforcement programs can be tailored to better affect
compliance rates. Evidence is clear that enforcement checks (equivalent to administrative checks
in BC, where minor test shoppers attempt to purchase tobacco from retailers) should take place
no less than four to six times per year to be effective (Stead and Lancaster 2005). Evidence also
suggests that certain places, situations and people are more likely to distribute, or facilitate the
distribution of, tobacco to youth. Male clerks, younger clerks, gas stations and convenience
stores, 7 outlets operated by recent immigrants, and those in urban, low-income and minority
neighbourhoods have repeatedly been associated with greater non-compliance than have female
clerks, older clerks and other retail outlets (Cummings et al. 1998; DiFranza and Coleman 2001;
Klonoff and Landrine 2004; Ma, Shive and Tracy 2001; but see Curie et al. 2002). Test
purchases made on afternoons and weekdays, by female minors, and in circumstances where
multiple individuals are standing in line behind the minor (thus creating a more rushed
atmosphere) have also been correlated with higher rates of non-compliance (Curie et al. 2002;
Klonoff and Landrine 2004; Levinson, Hendershott and Byers 2002; Ma et al. 2001). These
findings speak to the need to target test-shopping events at those places and individuals that are
most apt to break the law. Moreover, they confirm that test shopping scenarios themselves could
be better set up to emulate circumstances conducive to non-compliance. Importantly, Health
Canada, through the work of Goss Gilroy (1997), argues that—particularly where resources are
tight—enforcement should be directed at “high-risk retailers.” Context Research (2005), writing
for the BC Ministry of Health and Health Canada, also calls for focusing enforcement and
education efforts on outlets most likely to sell to minors.
Age and ethnicity of young smokers plays a significant and complicated role in commercial
access to cigarettes. Interestingly, Landrine et al. (2000) write that retailers “make complex
decisions when they sell versus do not sell cigarettes to a child.” These decisions often have
weak or no links to actually earning a profit, as implied by the fact that retailers are 2.5 times
more likely to sell to ethnic minorities than to Caucasian youth. Such ethnic bias suggests that
the outcomes of youth access programs have probably been skewed (showing a greater impact on
white adolescents), and thus that retailer education and test shopping events should pay obvious
attention to issues of ethnicity (Landrine et al. 2000). Research has also demonstrated the greater
success of older youth (16- to 17-years-old) in purchasing cigarettes (DiFranza and Coleman
2001), which has led some professionals to advocate for better use of older minor test shoppers
(i.e., older than 15) (Landrine and Klonoff 2003). Using young adults is especially important
given that it is this age group that tends to acquire cigarettes from retail sources (versus younger
people who usually secure them from social sources), and so it is this group that should be most
influenced by enforcement policies. Moreover, this group tends to supply young adolescents with
cigarettes, thereby fostering social exchange. Indeed, youth who buy cigarettes are the most
likely to report sharing those cigarettes with other youth (Forster et al. 2003; Landrine and
Klonoff 2003), which speaks to the intimate relationship between commercial access and social
7

The suggestion that retailers close to schools are more likely to sell tobacco to youth is not based on clear
evidence. In fact, Canadian data indicate that outlets near schools are actually slightly more compliant than outlets
elsewhere (Corporate Research Group 2006).
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access to tobacco. Forster et al.’s (2003) work shows that the use of retail outlets for cigarettes
by teens is the strongest predictor of participating in social exchange of cigarettes. Impacting on
social access thus demands tightened enforcement measures.
Enhanced enforcement, however, depends on approaches that aim to realistically improve
compliance rates. The evidence frequently cites the need to employ smokers as minor test
shoppers in light of their experience in actually handling tobacco products (DiFranza and
Coleman 2001; DiFranza, Savageau and Bouchard 2001; Levy et al. 2000). In fact, DiFranza et
al. (2001) demonstrate that young smokers in minor test shopping scenarios who are allowed to
behave normally (i.e., to present valid ID, to purchase other items alongside tobacco, to dress as
they choose without aiming to look older, etc.) are six times more likely to acquire cigarettes
than non-smokers. Discomfort with the prospect of employing youth (ex)smokers cannot be
justified via the research literature. Indeed, the argument has been made that smoker involvement
in compliance testing could help to precipitate cessation (Levy et al. 2000). Indirect evidence to
support the use of (ex)smokers is also offered by Ji et al. (2002), who observe that minor test
shopping experiences do not appear to cause smoking, nor hasten adolescents’ intentions to
smoke, nor stifle discussions about smoking dangers between minor test shoppers, adults and
other youth, nor skew perceptions of the ease of access of tobacco (in fact, non-smokers, whether
employed as minor test shoppers or not, all appear to recognize tobacco products as easily
purchasable).
Checking of minors’ ID by retailers is critical, as clerks have very little capacity for determining
their customers’ ages without identification (Jason, Porkorny and Schoeny 2003), and clerks who
do not check ID appear 173 times more likely to sell to youth (Klonoff and Landrine 2004).
Interestingly though, research confirms that when minors do show ID they are six times more
likely to successfully buy cigarettes (Levinson et al. 2002). This “ID effect” highlights the need,
firstly, to ensure that minor test shoppers are allowed to show valid identification when asked by
clerks, 8 and, secondly, to ensure that retailers are properly trained to read identification. Use of
electronic age verification (EAV) devices9 has been understood as a means to improve retailer
accuracy in checking identification. However, in the only apparent study to date on EAVs
(Krevor et al. 2003), they did not prove effective in heightening rates of age verification or
compliance, because stores continued to fail to ask for ID in the first place, and, over time,
utilized EAVs less and less. This inconsistent use of EAVs calls into question their overall value.
In terms of other measures to impact on compliance, warning signs and merchant education
alone are not efficacious (although see Ma et al. 2001), but good education in particular—
especially when combined with negative publicity in newspapers—is recognized as an essential
component to enforcement (DiFranza 2005). Interestingly, publicity and media attention to
enforcement measures have been linked to short-term decreases in sales to minors (Jason et al.
1996), and evidence speaks to the effectiveness of engaging the media in advertising the
compliance successes and failures of individual tobacco retailers (Canadian Cancer Society
2002). Goss Gilpin (1997) also speaks of the cost-effectiveness of enforcement-related media
8

Multiple researchers call for IDs to be an integral part of test purchase attempts (e.g., DiFranza and Coleman
2001).
9
Electronic age verification devices determine, via swiping of a customer’s ID card, whether that customer is legally
old enough to purchase tobacco.
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usage. Such advertising works to keep both retailers and the general public awake to the presence
of meaningful enforcement laws in the community.
Fining minors through possession laws has mixed support in the literature. Livingood et al.
(2001) note a correlation between Floridian possession laws, comprehensive tobacco control and
decreased tobacco use among young people. Jason et al. (2003) find that, when strongly
combined with retail enforcement, fines for minors reduce smoking rates—although only among
Caucasian youth. However, others have shown that such fines are abused by officials in the sense
that they are applied to youth not to discourage smoking, but to reprimand them for disorderly
behaviour (Hrywna et al. 2004). Gottlieb et al. (2004) also observe a possible discriminatory
application of possession laws on minority youth. Others suggest that the real impact is felt only
by parents who end up paying the fine (cf. Merrill et al. 2000). And still others theorize that
possession laws are difficult to detect, easy to avoid, useless in practically helping youth to quit,
agreeable to the tobacco industry, and hard to make relevant to youth both because “punishment”
often does not present itself until long after the offence has occurred, and because it is delivered
by unknown agents rather than close relatives or family (Ross and Chaloupka 2004; Wakefield
and Giovino 2003).
Licensing of tobacco retailers has also been seen as a potentially constructive method to enhance
enforcement efforts in the community. DiFranza (2005) could not correlate licensing
requirements with increased compliance rates in American states. Nevertheless, he recommends
them as a cost-effective means to track tobacco retailers. Stead and Lancaster (2005; also
Canadian Cancer Society 2002) suggest that the threat of licence removal for illegally selling to
minors could be more effective in achieving retailer compliance than the typical process of
distributing fines/warnings (because the overall financial success of the vendor would be at
stake). However, for such a threat to work properly, the licensing system would demand vigilant
monitoring. Importantly, annual licence fees would cover the costs of enforcement programming
(Woollery, Asma and Sharp 2000), and any leftover dollars would allow further funding of
cessation supports. The irony, of course, is that tobacco licensing is often still a rarity, despite the
fact that sales of many other (potentially less harmful) products and services are strictly
regulated.

10.3 Cost-Effectiveness
Research on the cost-benefit of enforcing youth access laws is scant. The review by Brownson,
Zweig and Gardner (1998) of environmental and policy approaches to the prevention of chronic
disease suggests that tobacco enforcement interventions are not cost-effective enough to merit
investment. Gallet (2004) also argues that restrictions on youth access show little return, and that
related funding should thus be redirected to programs with greater potential for effecting change.
However, in one of the more rigorous economic assessments of enforcement programs available,
DiFranza et al. (2001) indicate that even an inefficient program can be estimated at a costeffectiveness of $8,200 per life-year saved—4 times more than mammography. And, indeed, at
their strongest, enforcement interventions might save 10 times as many lives as mammography
or colorectal cancer screening, at a comparable price (DiFranza et al. 2001). But to compete in
terms of cost-efficiency with, for instance, smoking cessation activities, enforcement programs
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would need to reduce youth smoking by 5 per cent at an expense of no more than $250 per
retailer. In fact, the Canadian Cancer Society (2002) argues that to equal the cost-benefit of a
provincial telephone quitline, enforcement programs would need to reduce youth smoking by 15
per cent at an expense of just $150 US per retailer per year. Given that a 10 per cent tax increase
would save 60 times more lives, and given that links between enforcement and reduced
prevalence are tenuous at best, return on investment for enforcement programming is debatable.
Nevertheless, the Centers for Disease Control and Prevention (CDC 1999) recommends that
enforcement measures be funded at a rate of $0.43 to $0.80 per capita per year.

10.4 Summary
•

Tobacco sales to minors are informed by a variety of factors, from youth behaviour to
type of retail outlet to the characteristics of clerks themselves. The complicated nature of
smoking regulation means that enforcement programs have to be well-supported and
well-tracked to adapt to changing and complex circumstances. In particular, these
programs need to be responsive to the real, on-the-ground conduct of young smokers.
The best research on this topic suggests that enforcement efforts should work to:
o Supplement or substitute official enforcement data with youth survey data or
more faithful measurements of “risk exposure.”
o Target high-risk retail outlets and high-risk clerks.
o Employ realistic minor test shoppers, including actual smokers and older youth
(16 to 17 years old).
o Ensure that clerks are properly trained in checking identification—and that they
apply this knowledge effectively and consistently (note that electronic devices to
facilitate ID readings have little, if any, evidence of effect).
o Engage the media in advertising the compliance histories of individual retailers.
o Consider implementation of a licensing system to track retailers.

•

Enforcement programs have typically not been subject to careful cost-benefit analysis,
but research suggests that even inefficient programs can be pegged at a cost-effectiveness
of $8,200 per life-year saved. The pressing question is: how much should be invested in
enforcement when other interventions (e.g., tax increases, smoke-free policies) require
less subsidization while yielding greater returns?
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11.0 RESTRICTING POINT-OF-PURCHASE TOBACCO PROMOTIONS
11.1 Evidence Base
The correlation between tobacco advertising/promotions and both an increased likelihood of
smoking by youth and increased sales of cigarettes to the public, is well-established in the
academic literature (e.g., Lovato et al. 2003; see references in Snell and Bailey 2005). Such
research has prompted major national restrictions or bans on various forms of tobacco
advertisements, and these restrictions appear, when especially comprehensive, 10 to reduce
smokers’ exposure to pro-tobacco influences (Harris et al. 2006). Importantly, the effectiveness
of regulations on tobacco promotions seems to be directly proportional to the strictness/
inclusivity of these regulations.
Unfortunately, research and restrictions on tobacco ads in the retail environment—at the pointof-purchase (POP) or point of sale (POS)—have seen less investment, despite the fact that
tobacco companies have been observed to devote 80 per cent of their marketing budgets (or $100
million in Canada alone in 2005) to point-of-purchase-related activities (Smoke-Free Nova
Scotia n.d.). Analyses of the effects of retail tobacco marketing on smoking behaviour are
limited and often—as some have noted—poorly devised (Carter 2005), indicating that the POP
literature should be interpreted with caution. Keeping in mind this lack of rigour and an
occasional lack of generalizability to real-life scenarios, available research suggests that POP
ads/displays can potentially increase tobacco sales by 12 per cent to 28 per cent (Feighery et al.
2001), and that exposure to in-store tobacco advertising may be linked to a significantly greater
likelihood of smoking experimentation by adolescents (Schooler, Feighery and Flora 1996).
Donovan, Jancey and Jones (2002) cite work indicating that point-of-purchase displays may
increase impulse buys of tobacco products by 28 per cent; their own study of POP posters and
cigarette packs hints that such materials boost adolescents’ positive perceptions of smokers of
certain cigarette brands, thereby potentially stimulating impulse purchases at the sales counter.
Furthermore, Henriksen et al. (2002) show that youths exposed to a photograph of a retail outlet
saturated with tobacco advertising are more likely to perceive easier access to tobacco products
from that store and from stores in their own communities, are more likely to overestimate the
prevalence of smoking among their peers and are less likely to support tobacco control policies,
than youths exposed to a photograph devoid of such advertising. Elsewhere, Henriksen et al.
(2004b) reveal a correlation between weekly (or greater) exposure by adolescents to tobacco
marketing in convenience, liquor or small grocery stores, and a 50 per cent increase in the
likelihood of ever smoking. Wakefield et al.’s (2001) study of Camel and Marlboro cigarette
consumption among high school smokers finds that use of these brands is significantly
associated with their in-store promotion and advertising. Elsewhere, Wakefield et al. (2006)
demonstrate that ninth-graders exposed to a photograph of a retail POP cigarette pack display are
more likely than ninth-graders not exposed to the display to recall brand names and to perceive
easier access to tobacco at this outlet—both of which are predictors of increased risk for smoking
uptake. Similarly, Wakefield et al. (2006) show that ninth-graders exposed to a photograph of
10

For example, in the United Kingdom and Australia, where they encompass print and broadcast media, billboards,
internet, mail, free gifts, product placement, coupons, promotions, sponsorships, etc.
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retail POP cigarette ads are more likely to (1) perceive easier access to tobacco at this outlet, (2)
believe they will not be asked for identification, (3) perceive access to tobacco at a variety of
other stores, (4) believe they might smoke in the upcoming year, and (5) accept a cigarette from
their close friends, than those not exposed to the ads. As Wakefield et al. (2006) state, POP
advertising tends to “weaken students’ resolve not to smoke in the following year.” Voorhees et
al. (1998) suggest a positive correlation between youthful-seeming tobacco ads on the exterior of
stores and greater (illegal) cigarette sales attempts by minors.
Feighery et al.’s (2001) California-based analysis demonstrates that 85 per cent of retail outlets
display tobacco advertising materials within 4 feet of the counter; 50 per cent at heights below 3
feet (i.e., at the eye level of children); and 23 per cent within 6 inches of candy—suggesting that
avoidance of tobacco POP displays is virtually impossible in stores (especially for youth).
Indeed, Ontario-based research actually reports that 80 per cent of tobacco products are located
within 1 foot of the cash register, and 85 per cent within 1 foot of candy, snacks or toys (Cohen
et al. 2006). Moreover, Slater, Chaloupka and Wakefield’s (2001) cross-sectional United Statesbased survey warns that POP promotions are more common in jurisdictions with comprehensive
tobacco control strategies—suggesting that the tobacco industry is targeting its advertising
efforts in a purposeful attempt to disrupt strong statewide campaigns.
Reliable scientific research on effective interventions to curtail or eliminate such POP activity in
stores is lacking, and no rigorous analyses have yet been published that directly link regulatory
action at the retail level to decreased smoking uptake or consumption or to changes in tobaccorelated beliefs or intentions. Woodruff et al.’s (1995) study of a brief intervention program to
educate tobacco retailers and encourage removal or reduction of tobacco ads from retail outlets
finds no program impact on the number of POP advertisements on display. Letcher et al.’s
(2003) review of retailer compliance with a ban on POP advertising in the Australian state of
Victoria demonstrates generally high compliance with strict branding, promotional and display
reforms, yet research elsewhere in Australia reports that brand variation (and, hence, brand
visibility) actually increased following certain POP restrictions (Cook and Edwards 2000).
Tilson (2004) notes six options for restricting POP tobacco promotions in the retail environment,
including
•

Banning the complete visual display of tobacco products.

•

Regulating the size and number of tobacco displays.

•

Eliminating promotional allowances to retailers for tobacco products

•

Banning tobacco sales from particular categories of stores (notably, pharmacies).

•

Limiting tobacco sales to tobacco-only stores.

•

Limiting tobacco sales to government-run stores.

Multiple Canadian provinces (with Saskatchewan as the pioneer) have already invested in the
first of these. Currently there is no research base to on which to evaluate the efficacy of any of
the options in achieving direct changes in smoking behaviours. Additionally, in the academic
literature, very few rigorous scientific studies appear to be underway comparing levels of
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tobacco promotions in Canadian jurisdictions before POP restriction implementation to levels
post-implementation (cf. Cohen 2006), despite the fact that that it has been argued that complete
bans on visual displays of tobacco could reduce retail exposure to brand influence among
American youth by 83 per cent (cited in Henriksen et al. 2004a). The banning of tobacco sales in
pharmacies has already moved forward in several provinces in Canada (National Association of
Pharmacy Regulatory Authorities 2005), motivated by professional ethics, the personal beliefs of
pharmacists and evidence that the tobacco industry has actively worked to solicit the support of
pharmacies (e.g., Bentley et al. 1998; Hudmon et al. 2006; Le, Shamasunder and Bero 2001).
But, again, no research has yet attempted to isolate the actual impact of such bans on tobaccousing intentions or behaviours.
The evidence is mixed concerning even the effectiveness of general (as opposed to POP-specific)
tobacco ad restrictions on behaviour and intentions (e.g., Goel and Nelson 2005; Jha and
Chaloupka 2000; World Bank 1999). Research indicates that if regulations do not cover every
possible form of promotion, the tobacco industry will simply reshape its advertisements to fit
other unregulated forms (Hoek 2004). Such findings, in the end, strengthen the argument for
extending regulations to cover all areas, including the retail outlet itself. As Hoek (2004) states,
in neglecting the POP environment, tobacco control policies may actually have enabled the
industry to redirect its efforts toward a context (i.e., the retail outlet) that provides possibly the
greatest and most direct/personal access to youth. Without truly comprehensive ad/POP bans,
then, major reductions in tobacco marketing efforts seem unlikely (Wakefield et al. 2002).

11.2 Key Considerations
There is ample evidence confirming that tobacco promotions inside and outside of retail outlets
have increased in the wake of the tightening of regulations on advertising in other environments
(e.g., television, magazines, etc.), and that individuals (particularly youth) are no more shielded
from tobacco ads than they were 10 or more years ago (Celebucki and Diskin 2002; Jason et al.
2004; Loomis et al. 2006; Pierce and Gilpin 2004; Wakefield et al. 2002). Indeed, there is
evidence, specifically in stores preferred by youth (e.g., gas stations, convenience stores), of a
substantial increase in promotions following the Master Settlement Agreement (MSA) in the
United States, and of a potential relationship between promotions and greater levels of illegal
sales to minors (Celebucki and Diskin 2002; but cf. Jason et al. 2004; see also Voorhees et al.
1998).
Snell and Bailey (2005) highlight the irony of a situation which saw the tobacco industry in the
United States pledging, in conformance with the MSA, to avoid advertising to youth, then
promptly investing in a 42 per cent (96 per cent between 1995 and 2001, as per Pierce and Gilpin
2004) increase in marketing—a majority directed at retail outlets, especially convenience stores,
which have been shown to be frequented by 75 per cent of youth on a weekly basis. Henriksen et
al.’s (2004a) California-based study also attests to a correlation between retail outlets popular
among adolescents (e.g., convenience stores) and a significantly greater number (by more than
3 times) of store-window ads for cigarettes, as well as double the amount of shelf space for wellliked cigarette brands. Evidence suggests that young people are more likely than adults to be
impacted by POP promotions in convenience stores, and that, in both Canada and the United
States, adolescents recognize POP displays as being influential on youth smoking behaviour
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(Campaign for Tobacco-Free Kids 2003; J Gottheil Marketing Communications 2005). Canadian
research testifies to the fact that more than 40 per cent of retail outlets still display tobacco ads,
and that, as per international data, chain convenience stores and gas stores/kiosks account for the
greatest part of this advertising (Health Canada 2005). Canadian chain and independent
convenience stores, gas stores/kiosks and pharmacies demonstrate a trend of having greater ad
presence near schools and malls. Taken together, the evidence indicates that youth are
particularly at risk because
•

Adolescents are more likely than adults to be influenced by POP promotions.

•

POP promotions are often placed in child-accessible, in-store locations.

•

Youth shop frequently at convenience stores.

•

Convenience stores are more likely than several other types of outlets to advertise
tobacco products (especially brands that appeal to youth).

•

Convenience stores display more tobacco ads near schools and malls.

•

The more ad-rich the environment, the greater the potential chance that youth will
perceive easy access to tobacco and attempt to purchase tobacco.

These findings are reminiscent of other North American studies that specifically associate POP
tobacco promotions with vulnerable individuals who show greater smoking prevalence or
potential for smoking. Ruel et al. (2004) have linked POP promotions to stores in rural areas,
Hammond et al. (2005) to university campuses, Joseph et al. (2005) to military retail outlets and
Laws et al. (2002) to minority, low-income communities. Similarly, work by Snell and Bailey
(2005) in Texas demonstrates that POP tobacco ads reflect the brand preferences of youth, and
are more pervasive in minority neighbourhoods, poor communities and areas with greater
concentrations of youth.
POP marketing focuses not only on customers in the retail environment but also on the retailer
him/herself (Carter 2003; Pierce and Gilpin 2004). Point-of-purchase promotions extend from instore displays, to electronic ordering systems for businesses, to incentive programs for store
owners (Carter 2005), and research indicates that, between 2001 and 2004 in Canada, tobacco
industry payments to retailers for in-store promotional rights rose over 50 per cent (Physicians
for a Smoke-Free Canada 2005). Such payments have been seen to obligate retailers to position
tobacco products and ads in the most visible locations, and to conform to other industry demands
regarding in-store “dominance” (Feighery et al. 2003; Lavack and Toth 2006). Moreover, retailer
participation in incentive programs has been correlated with the presence of a greater number of
tobacco marketing materials in stores and, in certain cases, lower prices for cigarettes (Feighery
et al. 2004). It is a testament to the apparent success of these programs that tobacco companies
themselves have wrestled over their various components/powers in American courts (Dewhirst
2004; Tilson 2004). It is also worth recognizing, as per Carter (2003, 2005), that these programs
facilitate intimate relationships between the industry and retailers—relationships that will
necessitate careful handling by tobacco control specialists. As Carter (2005, p. iii, 100) states, the
dismantling of such programs demand a cultural shift among retailers: “it may be necessary for
health groups to begin...alliance building activities with the retail sector...[and] to commit some
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proportion of public monies to support the movement of small businesses away from dependence
on tobacco and into other categories.” Research concerning the potential impacts on retail outlets
of restricting/banning POP promotions is neither rigorous nor readily available, but is
nevertheless imperative to understanding risks and to properly equipping and supporting retailers
in managing change.

11.3 Cost-Effectiveness
Studies of the cost-effectiveness of restrictions on POP tobacco promotions do not yet appear to
exist. VicHealth (2003) suggests that such restrictions could be achieved at no cost to the public,
although it seems likely that, to ensure compliance, monitoring and enforcement of POP laws
would require investment.

11.4 Summary
•

Strict restrictions on point-of-purchase (POP) tobacco promotions have seen relatively
little testing in the academic literature, and, as of yet, have demonstrated no clear
association with changes in smoking behaviours or intentions. Studies of tobacco-related
advertising in the retail environment, while occasionally lacking rigour, imply that pointof-purchase promotions may increase, among other things, tobacco sales, impulse
purchases of tobacco products, smoking experimentation by youth, adolescents’
perceptions of ease of access to cigarettes and the likelihood that youth will consider both
accepting cigarettes offered to them by their friends and smoking in the upcoming year.
Ultimately, comprehensive advertising bans that include POP restrictions appear to be
correlated with lower potential exposure to tobacco influences than bans without such
restrictions.

•

Tobacco POP promotions have increased considerably in recent years, and have been
significantly and repeatedly associated with outlets utilized by youth, minorities, the poor
and rural populations. Given such associations, comprehensive restrictions on POP
materials will likely have their greatest effect on reducing risks among already vulnerable
individuals. Implementation of these restrictions, however, necessitates a solid
understanding of their potential impact on retailers. Research testifies to the strong bonds
between storeowners and tobacco companies, but few studies speak to the challenges
faced by retailers in transitioning to POP-free environments, or to appropriate means by
which tobacco control workers can facilitate such a transition.
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12.0 PARENT AND YOUTH EDUCATION
12.1 Evidence Base
School-based educational programs for youth have tended to be the primary focus of prevention
activities in North American communities. Such programs have shown contradictory research
outcomes, leading to questions about precisely how much investment and resourcing they should
see. Work by Skara and Sussman (2003) correlates substance use prevention programs for
adolescents with a mean 11.4 per cent long-term (lasting up to 15 years) reduction in smoking
initiation rates. And the United States Department of Health and Human Services (2000)
indicates that in tandem with mass media and community-based strategies, educational
approaches to tobacco control may prevent or delay use among 20 per cent to 40 per cent of
American youth. However, the World Bank (1999) contends that school programs are generally
less effective than other tobacco control measures, tending to show only temporary effects that
delay, but do not prevent, smoking uptake. Glantz and Mandel (2005) suggest that the tobacco
industry itself has tended to be welcoming of youth-oriented (e.g., school-based) education,
because it has generally proven to be ineffective, yet at once publicly and politically appealing.
The back-and-forth nature of this evidence has seen some researchers documenting the inefficacy
of programs like DARE and others in both the United States and abroad (Lantz et al. 2000;
Share, Quinn and Ryan 2005), while their colleagues report up to 70 per cent reductions in shortterm smoking-related harms at the hands of a different set of school-based programs (Wiehe et
al. 2005). Baska et al. (2004) write that the general lack of long-term impact of school initiatives
is not necessarily a reason to discredit them. Indeed, the short-term reductions in use common to
school-based programs are meaningful, given that they result in less (albeit temporary) lifetime
exposure to smoking.
Irrespective of the beliefs of some commentators, the important issue here is not the need to
dismantle adolescent educational efforts entirely, but to find an appropriate balance between
school initiatives and other proven or highly promising interventions. Comprehensive school
strategies that integrate health (including tobacco and other drug) education across the
curriculum—into math, social sciences, science, etc.—and that implement effective policy in the
school environment, show potential in improving overall student well-being (Bond et al. 2004;
Lister-Sharp et al. 1999). Indeed, multi-drug-oriented education (as opposed to tobacco-specific
education) has some support in the research base (Cuijpers 2002; United States Department of
Health and Human Services 2000), and certain programs focused on promoting healthy contexts
and overall healthy living have variously shown impact on eating habits, fitness, aggressive
behaviours and some substance use (e.g., Elias and Kress 1994; Gabhainn and Kelleher 2000;
Kalke and Raschke 2004; Lister-Sharp et al. 1999).
Perhaps the important issue here is the need to find an appropriate balance between school
initiatives and other proven or highly promising interventions. Research suggests, though, that
young people in schools are but one of several audiences that should be targeted with prevention
efforts (Krainuwat 2005). Too great a focus on a single audience (e.g., young people) or a single
tactic (e.g., in-school lesson delivery) may hamper the achievement of long-term, wholepopulation tobacco control objectives (Hoffman and Jackson 2003). Intervention across the

Population Health and Wellness, Ministry of Health

Page 48

Core Public Health Functions for BC: Evidence Review
Healthy Living – Tobacco Control
lifespan (especially at key developmental transition points: entering school, entering the
workforce, entering legal age to visit bars/pubs, entering parenthood, entering the hospital for
surgery or treatment) and through various milieus can be associated with reduced harms.
Parenting programs that aim to develop parents’ skills in setting and enforcing appropriate rules,
in monitoring their child’s behaviour, in modelling their own appropriate behaviour and in
communicating well with their child, have research support (Dusenbury 2000; Kumpfer,
Alvarado and Whiteside 2003; Stephenson et al. 2005; Velleman, Templeton and Copello 2005).
Consistent disapproval of smoking voiced by parents has been linked both to preventing smoking
and to increasing quit attempts among older children (McGee et al. 2006). Parental discussion of
tobacco use has been associated with greater youth participation in anti-tobacco programs (Lee et
al. 2001).
In terms of connecting parent-oriented activities with school-based efforts, evidence shows that
many parents want to be involved in the school-based prevention and cessation programs of their
children (Wyman et al. 2006). And, in fact, programs that go as far as to link a child’s cigarettesmoking parents to cessation support can motivate these parents to quit (Tingen et al. 2006).

12.2 Key Considerations
While school-based programs and parent programs may have greater presence in the scientific
literature, they are not the only options available for disseminating prevention education. For
example, peer programs, in general, can be effective if done well. This means that they should
follow best practice in peer leadership/role modelling, including guaranteeing high-fidelity, highintegrity, consistent messaging delivered by trained and well-supported individuals (Goren and
Wright 2006; MacCallum and Beltman 2002; Payne et al. 2002).
Workplace prevention and cessation support programs could also have significance, given that
transitioning into the labour force has been recognized as a potentially risky period for youth,
with some research documenting that 33 per cent of young people first use cigarettes at work
(Backinger et al. 2003). Sepe et al.’s (2002) study of tobacco industry promotions targeted
directly at young adults in bar and nightclubs hints at another audience/environment that has
often seen less (or no) prevention-oriented investment.
In the end, prevention efforts delivered in the community have not received great support in the
scientific literature, but truly comprehensive tobacco reduction strategies cannot limit themselves
to the school setting, nor avoid a community approach (Gates et al. 2005; Secker-Walker et al.
2002; Sowden et al. 2003). Research suggests that mentoring programs, in the vein of Big
Brothers/Big Sisters and the United States’ Across Ages Program, can nurture healthy lifestyles,
reducing problematic behaviour among young people and increasing confidence and attachment
(Aseltine, Dupre and Lamlein 2000; Hawkins, Catalano and Arthur 2002). Similarly, involving
youth in constructive alternative recreational or cultural activities has been reported as successful
in decreasing substance use (Brounstein, Zweig and Gardner 1998). Sowden, Arblaster and Stead
(2003) speak to the potential effectiveness of multi-component programs that combine media,
school, community and policy efforts. Secker-Walker et al. (2002) highlight the need to
champion tobacco use as a real problem within the community in order to secure the support and
co-operation of the public and community officials.
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In terms of specific elements of school-based programs, Wiehe et al. (2005; see also Cuijpers
2003; Reid 1999) propose that highly interactive and participatory teaching methods may be
most effective in controlling tobacco use among youth. And Botvin et al. (2003) cite evidence
that drug prevention programs have longer and more powerful effects when delivered during
earlier adolescence. Reinforcing Botvin et al.’s point is Wagner, Tubman and Gil’s (2004) note
that early exposure to intervention measures predicts greater success in terms of prevention than
does exposure following uptake. As well, the United States Department of Health and Human
Services (2000) suggests a dose-response relationship between exposure to school-based
programs and deterrence from smoking, meaning that more contact with students made over
longer periods of time predicts more effectiveness in smoking prevention. Importantly, Skara and
Sussman (2003) and Wagner et al. (2004) recognize implementation fidelity (made possible by
well-trained teachers) as a critical factor in the long-term success of smoking prevention
programs. While individual teachers might resist training programs that limit instructional
flexibility and demand fidelity, the research shows that school-based anti-smoking strategies that
deviate from the approved approach are less likely to have the intended effect.

12.3 Cost-Effectiveness
Information on the cost-effectiveness of educational initiatives delivered outside the school
context to youth or other audiences is not abundant. However, a couple of studies of
family/parent-oriented projects have reported benefits of $4 to $19.64 for every $1 invested
(Swisher, Scherer and Yin 2004), and one review of peer education strategies cites evidence that
peer programs can be more cost-effective than other activities necessitating health provider
participation (Goren and Wright 2006).
In comparison, school-based programs have been subject to a variety of cost-utility analyses, and
findings suggest that effective programs can achieve a meaningful return on investment.
Admittedly, these analyses are biased toward bigger initiatives implemented across major
jurisdictions, but the data offer some of the only details available on cost-effective practice, and
thus should be understood as a frame for guiding regional-level decision-making. As an example,
Stephens et al.’s (2000) cost analysis estimates that a national school-based smoking prevention
program that reduces tobacco use by 6 per cent initially, decaying to 4 per cent indefinitely,
would produce a return of $15.40 for every $1 spent, costing $67 per student and netting an
annual $619 million in savings. Stephens et al. observe that even in the worst-case scenario,
where an expensive program effects just a 1 per cent decline in smoking harms, a return of $2 for
every $1 spent could still be achieved. Bridge and Turpin (2004) are more optimistic, reporting
that, for every $1 inputted into a school-based program, an $11 return can be expected. Swisher
et al. (2004) cite evidence that a smoking prevention school program would cost $2,850 per
affected person, with a return of $19.65 on every dollar. Bridge and Turpin (2004) point to a
Health Canada study, which estimates that $19.41 per student would need to be spent to support
a minimal prevention program.
In one of the only apparent QALY-focused studies available, Tengs, Osgood and Chen (2001)
determine that an intensive national school-based program would not be cost-saving, but would,
over 50 years, fall between a cost-effectiveness estimate of $4,900 and $340,000 per QALY. If
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the program achieved a 30 per cent effectiveness rate, where the effects dissolved within 4 years,
its costs would sit at $20,000 per QALY gained.
Given the larger expense of school programs relative to various other tobacco control
interventions, it is not surprising that some researchers have expressed concern over their
implementation. Caulkins et al. (2002) articulate the complexity of the matter when they state
“there is very strong empirical support for the belief that these [school] programs reduce drug
use, but there is even stronger support for the belief that they leave an even greater proportion of
baseline users unaffected.” Reid (1999) actually implies that tobacco control funds should be
directed toward publicity and clinical interventions, not to school-based approaches whose
impacts are comparatively deficient and whose components demand unsustainable investments
of teacher and class time. Ultimately, perhaps the most critical point to emerge from this debate
is the recognition that current school-based programs—and prevention initiatives in general—
can only achieve so much without being integrated into a much larger, multi-sided strategy.

12.4 Summary
•

There is ongoing debate over the value of school-based youth tobacco education, but, if
done well, such education has the potential to bring about small, likely short-term, yet
beneficial changes in smoking initiation rates and smoking-related harm. Effective
education programs do not have to be tobacco-specific—since multi-drug-focused and
general healthy living-centred interventions also have potential for success—or
concentrate solely on adolescents. Indeed, education across the lifespan is important, and
parent programs that aim to enhance parenting skills (especially communication skills),
and link parents to youth-oriented initiatives, can have an especially meaningful impact
on well-being.

•

Smoking-related education does not have to be limited to programs delivered in the
school environment. Peer-led programs, workplace programs, mentoring programs and
alternative community activities (e.g., after-school or late-night programs) can be used to
broaden the reach and reinforce the effects of prevention messages. In schools, though,
evidence indicates that effective education initiatives tend to depend on:
o Intervention during early adolescence (as opposed to during later youth).
o High-quality teacher training.
o High-fidelity implementation (meaning standardized program delivery; little to no
deviation from the ideal; and monitoring of program deliverers—staff, teachers,
peer leaders—to ensure adherence and exposure to the program).

•

The only substantial cost-effectiveness data on smoking-related education appears to
come from studies of strictly school-based, youth-oriented programs. While some
continue to question the investment of any money at all in school-based activities, the
data suggest that every $1 expended on school programs should yield between $2 and
$15 in beneficial returns. Estimates put the cost-effectiveness of a national American
program at about $20,000 per QALY saved.
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13.0 RESEARCH, EVALUATION AND KNOWLEDGE EXCHANGE
The need for strong data management, research and evaluation systems to complement regional
tobacco strategies cannot be stressed enough. It is not possible to assess the effectiveness of
tobacco activities, nor to be certain that the appropriate individuals have access to these activities
(especially at-risk populations), without a means for monitoring them. Likewise, it is not possible
to rationalize program decisions or determine staff training needs without records of what has
worked in the past. Indeed, it is hard to justify tobacco control spending at all if clear systems are
not available to track the influence of that spending and inform future investment.
It is not possible in this document to anticipate the research and evaluation needs of all tobacco
control teams in British Columbia, nor to review the massive literature on research theory and
practice. Data and evaluation requirements will differ by region (based on demographics,
available programs, organizational infrastructure, special concerns, etc.), and individuals will
need to collaborate both intra- and inter-regionally to set priorities. Setting in motion a chain of
decisions related to research and evaluation frameworks depends on clear prioritization at the
local, provincial and federal levels.
In the end, these types of frameworks need to serve the knowledge needs of the system. This can
be achieved by ensuring they are:
(1) Adaptive (respond regularly to new external and internal inputs).
(2) Goal-driven (knowledge systems support decision-making relative to program goals).
(3) Integrated (ownership of the knowledge is diffused throughout the system).
(4) Centred on pattern maintenance (research and evaluation output is utilized through
deliberate strategies in knowledge exchange to evolve best practices and ensure fidelity to
effective program elements).
To facilitate an adaptive, goal-driven, integrated and well-maintained tobacco control strategy,
systems need to be available to manage best practice data (i.e., to collect relevant research
information), to monitor the process of service delivery and to collect final outcome data. These
systems can be better realized if key partners at the regional and provincial levels start by
agreeing on a clear core set of data to both guide their overall practice and policy, and to stand as
the foundation for future region-specific research/evaluation decision-making.
With respect to research priorities, the lack of information on effective interventions to reduce or
prevent smoking among especially at-risk populations severely restricts the ability of tobacco
control programs to impact on the burden of harm. Reducing this gap in knowledge should be of
paramount interest to policy-makers and practitioners. Exploring opportunities to engage, for
example, faith communities in tobacco control has the potential for promising results, as not only
do faith-oriented interventions prove less costly and quicker to implement than large-scale,
cross-population efforts (Awa 2004), but they offer direct access to vulnerable audiences (e.g.,
rural populations, minority groups and individuals with low levels of income and education) who
might otherwise be un-exposed (or under-exposed) to tobacco control measures (Brooks and
Koenig 2002; Reinert et al. 2003; Winett et al. 1999). DeHaven et al. (2004) cite the potential for
faith communities to succeed with smoking cessation (given their capacity to interact with
individuals on a familiar and personal level) where outsiders like the government or academics
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may not; and Brooks and Koenig (2002) reinforce this argument, implying that the local
presence of faith communities, along with their ability to cultivate multiple client encounters,
makes close support and monitoring of cessation activities far more likely. As per Winett et al.
(1999), to focus tobacco control measures (specifically cessation programs) on individual
smokers alone, is to fail to take advantage of the extensive and powerful system of social and
environmental scaffoldings that are maintained by collectives like faith-based organizations.
Such scaffolding might also be offered by workplaces, and, indeed, recent research in BC
testifies to the potentially widespread impacts that the nurturing of healthy working
environments can have on the well-being of employees (in the health care sector specifically)
and on their overall workplace culture (Lowe 2006). Evidence indicates that workplace
initiatives can be inclusive of tobacco control (especially smoking cessation) efforts, and that
such efforts may even have positive impacts on hard-to-reach populations, such as travelling
trades workers (e.g., Ringen et al. 2002). The potential to integrate (or work primarily) with
unions on these initiatives has also been noted (Barbeau et al. 2004; Lowe 2006), but dedicated
investment into developing and testing such interventions has been rare.
Research into effective tobacco prevention, protection, reduction and cessation for Aboriginal
communities is of especial importance, not the least because of disproportionately higher
smoking rates among indigenous individuals. Literature reviews have consistently shown a
dearth of sound evaluations of tailored tobacco control programs for Aboriginal peoples, and, in
fact, separate analyses of four interventions in Australia and three in America found none that
reported significant effects on cessation (Ivers 2004; Lawrence et al. 2003). Moreover, Johnson
et al.’s (1997) clinic-based cessation initiative for urban Native Americans has demonstrated no
meaningful effects on intervention group abstinence, and Schinke, Tepavac and Cole (2000)
substance use prevention research among Native American youth has indicated that levels of
tobacco use were actually unaffected. Bramley et al.’s (2005) work with Maori youth (on text
messaging-based cessation) is one of the few to offer some (albeit small) hint of success in
reducing smoking-related harms among indigenous populations.
The lack of research is similarly apparent among smokers with mental illnesses, despite the fact
that some of these individuals have been traced to nearly 50 per cent of all cigarette sales, have
been seen to spend significant amounts of their monthly income on cigarettes (derived, in most
cases, from public assistance) and have been documented as being almost twice as likely to
smoke as those without mental health concerns (Apollonio and Malone 2005; Lasser et al. 2000;
Steinberg, Williams and Ziedonis 2004). Indeed, the mentally ill bear an inordinate share of the
burden of harm, yet they have typically been excluded from clinical cessation trials (Doolan and
Froelicher 2006). Perhaps most alarmingly, they appear to be regularly excluded from local or
community programs too; for instance, quitlines have turned them away even though, in some
cases, 30 per cent of callers to certain lines have disclosed past or current mental illness (e.g.,
Harper 2006).
In the end, the aforementioned populations and settings are not inclusive of all those peoples and
environments that require clear research investment. Population-wide tobacco control efforts can
achieve much success, but they also demand buttressing by targeted initiatives for individuals
who are especially at-risk. Indeed, significant future reductions in smoking-related harms are
dependent on such a balanced and attentive approach.
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