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THE TOBACCO INDEX

Annual deaths from tobacco in Ontario:1,2

Annual deaths from traffic accidents, suicide, homicide and
AIDS combined:2

12,000
3,000

Lifetime chance of developing lung cancer:3

          for a man who currently smokes:
          for a man who never smoked regularly:

1 in 6
1 in 77

Smokers who tried to quit in the past year:4

Smokers who quit successfully for one year:4
1 in 3

1 in 33

Social and economic costs of tobacco in Ontario (1992):1

Social and economic costs of illicit drug use in Ontario (1992):1
$3.7 billion
$0.5 billion

Forecast provincial revenue from tobacco taxes (1998-99):
Provincial spending for tobacco control (1998-99):

$475 million
$4 million

Ontario adults who support smoke-free workplaces:5

Ontario smokers who support smoke-free workplaces:5
9 in 10
7 in 10

Ontario adults who support smoke-free public places:5

Ontario smokers who support smoke-free public places:5
9 in 10
7 in 10
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EXECUTIVE SUMMARY

Each year, tobacco kills 12,000 Ontarians.  Each year, treatment of diseases caused by
tobacco requires more than 1 million hospital days and costs the health care system more than
$1.1 billion.  Each year, tobacco costs the Ontario economy another $2.6 billion in lost
productivity.  Lung cancer now exceeds breast cancer as the number one cancer killer in
women.  In short, the adverse impact of tobacco on the health of Ontarians and the economy
of the Province is nothing less than disastrous.

Tobacco control in Ontario is failing.  Almost none of Ontario's tobacco control objectives
have been or will have been met by their target dates.  Smoking rates among adolescents are
now much higher than they were in the early 1990s.  Smoking among adults has not
decreased.  Many Ontarians continue to be exposed to second-hand smoke at work and in
public places.

This year, the budget of the Ontario Ministry of Health for tobacco control is less than 25%
of the allocation at the height of the Ontario Tobacco Strategy in 1994-1995.  This is
equivalent to approximately 36 cents per capita, about 5% of the amount needed to mount
an effective control program.  The provincial media campaign, a critical program element
focusing on youth, was eliminated in 1995.  Taxes have not been restored since the 1994
federal and provincial cuts, and cigarettes are now cheaper in Ontario than in any other
province or adjacent U.S. state.  Existing provincial legislation fails to protect workers from
second-hand smoke.  No new control measures have been introduced in the last four years.

The effective control of tobacco is not only possible, it is an essential component of health
care reform.  It will save lives and prevent sickness and disability.  It can produce major cost
savings for both the health care system and the provincial economy.  Tobacco is also an issue
about which Ontarians have made up their minds.  There is strong support across the
population for action on tobacco.

We recommend that the Government of Ontario take action on tobacco prices, public
education, marketing including packaging, labelling and information disclosure, retail controls,
smoke-free spaces, supports for smoking cessation, finance and infrastructure, research,
monitoring and evaluation, and cost recovery litigation.  Action is needed in all of these areas
if the tobacco disaster is to be abated.  Piece-meal measures, based on ease of implementation,
low cost, or other considerations, will not work.
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Specifically, the Government of Ontario should:

Price
1. Raise and maintain tobacco prices to make them at least comparable to surrounding

jurisdictions.
2. Lobby the federal and Quebec governments for a similar increase in Quebec to prevent

inter-provincial smuggling.
3. Require tax-paid markings printed directly on cigarette packages.

Public Education
4. Mount intensive mass media-based and community-based public education programs

to educate about the risks of tobacco and deceptive industry practices, and to build
support for policy.

5. Implement comprehensive school-based prevention programs.
6. Support school programming with community-based education programs.

Marketing: Packaging, Labelling, and Information Disclosure
7. Require plain packaging in a manner that has minimal impact on the printing and

packaging industry.
8. Require additional warnings and ingredient information on tobacco packages.
9. Require health warning inserts in tobacco packages.
10. Eliminate deceptive labelling on tobacco packages.
11. Require the tobacco industry to disclose product ingredients, additives and smoke

emissions by brand.
12. Liaise with other jurisdictions to minimize legislative and regulatory loopholes related

to packaging, advertising and promotion.

Retail Controls
13. Require larger and stronger point-of-sale health warning signs, and ban all point-of-

sale tobacco product advertising.
14. Increase enforcement resources, fines and other penalties for non-compliance with the

Tobacco Control Act.
15. Amend the Tobacco Control Act to make it easier to prosecute vendors and prevent

senior courts from diluting the Act's intent.
16. Require that tobacco products be placed out of sight behind counters at point-of-sale.
17. Ban the sale of chewing tobacco and snuff.
18. Require public disclosure by the tobacco industry of marketing and research

information, provincial financial statements, and listings of retail outlets and wholesale
distributors.
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Smoke-free Spaces
19. Require that indoor public places be 100% smoke-free, with immediate

implementation in youth recreation facilities.
20. Incrementally ban smoking in all indoor workplaces except where smoking areas are

separately-enclosed and separately-ventilated to the exterior, beginning at once with
offices and industrial worksites.

21. Implement media-based public education programs on the dangers of second-hand
smoke.

Cessation
22. Develop, fund and implement a comprehensive, coherent, evidence-based, province-

wide system for assisting smokers in the quitting process.

Finance and Infrastructure
23. Set the annual funding for a mature Ontario Tobacco Strategy at 0.5 cents per

cigarette sold.
24. Assign responsibility for developing and resourcing the new Strategy and some of its

elements to the Ministry of Health.
25. Locate specific elements of the Strategy outside the Ministry of Health.
26. Ensure adequate staffing within the Ministry to support the Strategy.
27. Designate the Chief Medical Officer of Health as champion for the Strategy.

Research, Monitoring and Evaluation
28. Adequately fund a comprehensive, arm=s length research, monitoring and evaluation

system to measure both the implementation and outcomes of Strategy components
and inform the Strategy's renewal.

Cost Recovery Litigation
29. Initiate legal action, supported by necessary legislation, to recover health costs caused

by tobacco products.

A piece-meal approach to tobacco control will not work.  Action must be taken in all of
these areas.  The seriousness of the tobacco disaster demands nothing less.
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1.0 MORE ACTIONS, FEWER WORDS

Over the past two decades, numerous government, expert committee, and other reports have
clearly documented the devastating health and economic burden that Ontario incurs from the
use of tobacco products.1,2,6-16  Many of these reports have outlined what is needed to control
the tobacco epidemic, including actions that are mainly the responsibility of the provincial
government.  However, with few exceptions, the responses of successive provincial
governments have not matched the seriousness of this public health catastrophe.

One exception was the development and implementation in the early 1990s of the Ontario
Tobacco Strategy.  Along with the passage of the Tobacco Control Act, a program was put
in place, which, at the time, was a comprehensive model for government action aimed at
curtailing the tobacco epidemic.

Today, the Strategy is no longer a model for action.  The Minister of Health has asked this
Expert Panel to provide advice concerning tobacco control in Ontario.  Specifically, our
charge is Ato advise the Minister of Health on strategic revisions to the Ontario Tobacco
Strategy (OTS), and to identify and recommend new approaches to tobacco use reduction@
(See Appendix).

Experiences of other jurisdictions show that tobacco control can work.  These experiences
and recent developments related to the tobacco industry, itself, make this a particularly
advantageous time to renew the Province=s commitment to tobacco control.  We believe that
effective tobacco control is an essential component of health care reform in Ontario and
welcome this opportunity to advise the Minister on strategic new directions.  If implemented,
our recommendations will benefit all Ontarians.

2.0 WHY THE PROVINCIAL GOVERNMENT MUST ACT

2.1 The Public Health Disaster

Tobacco is Ontario=s number one preventable public health problem.  The impact of tobacco
on the health of its residents and its economy is nothing less than catastrophic.

Specifically:

C Tobacco kills 12,000 Ontarians each year, four times more than die from motor vehicle
accidents, suicide, homicide and AIDS combined.1,2

C The treatment of diseases caused by tobacco requires more than 1 million hospital days
each year.1
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C Health care expenditures because of tobacco exceed an estimated $1.1 billion annually.1

C Diseases caused by tobacco cost the economy an estimated $2.6 billion each year in lost
productivity.1

C Tobacco is responsible for 25% of all fatal cancer suffered by Ontarians and is one reason
for the current crisis in cancer care.13

C The impact on the health of women has been devastating.  Lung cancer has increased at
epidemic rates and now kills more women than breast cancer.17

FIGURE 1

C About 1 in 5 pregnant women smokes, with serious risks for herself and the developing
fetus.18

C More than 250,000 Ontario students in primary and secondary school smoke.19  Youth
smoking rates are now about the same as they were in the early 1980s, up significantly
from their low in 1991.  In 1997, 26% of male students and 29% of female students
reported smoking more than one cigarette in the last year.19

Lung Cancer Deaths Surpass Breast
Cancer Deaths in Ontario Women

Source: Cancer Care Ontario, 1999
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FIGURE 2

C Young adults, ages 18-34, have very high smoking ratesC34% province-wide.18

C Smoking rates are
particularly high in
Northern Ontario, where
43% of young adults
smoke.18

FIGURE 3

Youth Smoking Is On The Rise 
Ontario, Grades 7, 9, 11, 13

Source: Ontario Student Drug Use Survey, Centre for Addiction and Mental Health, 
Addiction Research Foundation Division

83 85 87 89 91 93 95 97
10%

20%

30%

40%

Female students

Male students

30

28
26

23

25

23

24

22

22

21

25

22

27

28 29

26

1983-1997

Smoking Is Highest Among 
Young Adults

Ontario, 1997

Source: Ontario Drug Monitor 1997, Addiction Research Foundation

34%

28%

14%

18-34 35-54 55+
0%

10%

20%

30%

40%



Actions Will Speak Louder Than Words: Getting Serious about Tobacco Control in Ontario

4

C More than one quarter of adult Ontarians ages 18 years or more smokeC29% of men and
24% of women.18

FIGURE 4

C Many Ontarians continue to be exposed to second-hand smoke at work and in public
places.

C Most Ontario homes with smokers and children are not smoke-free.20  Every day, more
than 400,000 children are exposed to second-hand smoke in their homes.18

2.2 The Disaster Demands Provincial Government Action

Tobacco products are not Aordinary@ consumer products.  They are addictive, cause disease,
and kill people when used exactly as intended by their manufacturers.  Cigarettes, by far the
most common tobacco product, kill half of their long-term users.21  The long-standing legal
status of tobacco products has allowed their penetration into every corner of the provincial
marketplace.  Following bans on direct media advertising, cigarette manufacturers have
developed and exploited sponsorship advertising, retail displays and promotional items, and
have campaigned for lower taxes in order to maintain their markets.

Adult Smoking Rates Are Not Declining
Ontario, Current Smokers, Age 18+
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This province-wide market penetration of tobacco products, so destructive to the public
health and the provincial economy, can only be effectively reversed by a comprehensive
legislative, fiscal and programmatic response.  While action is necessary at the local level, only
the provincial government can plan and initiate a comprehensive province-wide campaign, and
implement certain components of it.

Action by  the provincial government is even more critical since the tobacco industry cannot
be relied on to act as a responsible corporate citizen.  Evidence from tobacco industry
documents, released as a result of legal action, proves that this industry has deceived the
public about the damage caused by its products and has targeted its marketing activities
toward young people.22-25  In 1998, a tobacco industry subsidiary was convicted of complicity
in cigarette smuggling between Canada and the United States.  Documents from the U.S. and
international parent companies of Canadian corporations also show that the industry has
manipulated nicotine levels26,27 and disseminated misleading and inaccurate information on the
health effects of second-hand smoke.28-36  Some U.S. companies closely related to Canadian
companies are currently the subject of criminal investigations in that country.

The Government of Ontario has both the authority and the capacity to address the pricing of
tobacco products, many aspects of marketing and promotion, exposure to second-hand
smoke, media-based education, school programs and cessation assistance.  In his April 20,
1995 letter to the Ontario Campaign for Action on Tobacco, the Premier noted that Aa Harris
government is committed to the current multi-component tobacco strategy which utilizes
education, community action and legislation initiatives to reduce the amount of tobacco
consumption@.37

In essence, the Ontario government has a choice:  a healthy population or an uncontrolled
tobacco industry.

2.3 Ontarians Support Tobacco Control

Government action to control tobacco must have solid public support.  Public opinion data
clearly show that Ontarians of all political and economic attitudes strongly support
government intervention to control tobacco industry products, particularly to protect young
people.  An October 1998 Angus Reid Group poll5 found that:

C More than 9 in 10 Ontarians want smoke-free workplaces.

C Nearly 9 in 10 think public places like arenas and shopping malls should be smoke-free.

C More than 9 in 10 want the provincial government to discourage young people from
smoking.

C 8 in 10 support a 254 per pack tax to fund tobacco control programs.

C Nearly 7 in 10 believe the number of outlets where tobacco is sold should be reduced.
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C More than 7 in 10 think all restaurants should be smoke-free.

These results are all the more remarkable since the polling data also show that Ontarians
underestimate the real extent and severity of the tobacco epidemic.

Specifically:

C 46% believe alcohol use including drunk driving kills as least as many people as tobacco
use.  In fact, tobacco causes about 5 times more deaths than alcohol.1

C Nearly 3 in 10 believe AIDS kills as least as many people as tobacco.  In fact, tobacco
kills about 20 times more Ontarians than AIDS.2

C 2 in 3 women believe breast cancer kills more women than lung cancer.  In fact, lung
cancer surpassed breast cancer as a killer of women in this province in 1996.

In reviewing these data, John Wright, Angus Reid Group Executive Vice President,
concluded that tobacco is an issue Aabout which Ontarians have made up their minds.@

2.4 Why Tobacco Control in Ontario is Not Working

A review of the evidence indicates that tobacco control in Ontario is not working.

Specifically:

C Although most schools in Ontario are now smoke-free, none of the other objectives of the
Ontario Tobacco Strategy have been or will be met by their target dates (See Table 1).18

C Cigarettes are cheaper in Ontario than in any other province or adjacent U.S. state (See
Figure 5).18

C The Government of Ontario spends about 36 cents per capita on tobacco control,
approximately 5% of the amount needed for an effective program.38

C Ontario has not passed any new provincial tobacco control legislation since the Tobacco
Control Act in 1994.

C Province-wide, media-based, public education on tobacco from the Government of
Ontario has been eliminated.
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TABLE 1.  MEASURING PROGRESS TOWARD ONTARIO TOBACCO STRATEGY (OTS) OBJECTIVES

OTS OBJECTIVES
ORIGINAL
TARGET

DATE
CURRENT STATUS (1997/1998)

Make all schools, workplaces and public places
smoke free

1995 C Most schools are smoke-free
C No effective province-wide legislation for workplaces
C Some municipalities have effective restrictions in workplaces and public places

Eliminate tobacco sales to persons under the
age of 19

1995 C Statutory prohibition in Tobacco Control Act
C Enforcement is inadequate
C 31% of retailers willing to sell to minors in 1997, up from 26% in 1996
C 5% of vendors charged in 1997
C Less than half of Ontario underage smokers asked for ID at least once

Reduce tobacco sales by 50 per cent 2000 C Sales of 18.6 billion cigarettes in 1997, up from 14.3 billion sold in 1992

Reduce proportion of 12 - 19 year olds who
smoke to 10%

2000 C Price of cigarettes remains lowest in Canada and border US states
C Vending machines and Akiddie packs@ banned under the Tobacco Control Act
C Patchwork of school programs, community programs and training
C 28% of students in grades 7-13 smoked >1 cigarette in the last year
C 19% of students in grades 7-13 are current smokers

Reduce proportion of adults aged 20+ who
smoke to 15%

2000 C Price of cigarettes remains lowest in Canada and border US states
C Patchwork of community programs and training
C 29% of men and 24% of women ages 18+ smoke
C No change in the number of cigarettes smoked per day

Eliminate tobacco use by pregnant women 2000 C 16% to 23% of pregnant women smoke regularly

Source: The Ontario Tobacco Research Unit. Monitoring the Ontario Tobacco Strategy. Progress Towards Our Goals 1997/1998.  Fourth Annual Monitoring Report,
November 1998
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C Although new legislation allows the Ministry of Health to 100% fund priority public
health programs, tobacco control has not been given priority status.

C As a result of local services realignment, Ontario has nearly eliminated the Ministry of
Health=s role in financially supporting the administration of the Tobacco Control Act and
tobacco prevention programming by local public health units.

C Sales to minors charges laid under the Tobacco Control Act dropped by 20% between
1997 and 1998.  Retailers willing to sell tobacco to young people increased from 26% in
1996 to 31% in 1997.18

It is not surprising that tobacco control in Ontario is not working.  Here are some reasons:

C The budget allocation for tobacco control has been reduced. Funding for the Ontario
Tobacco Strategy is about $4 million in the 1998-99 fiscal year.  This is less than 25% of
the amount allocated at the height of the Strategy in 1994-1995.  Current provincial
government funding for tobacco control in Ontario (about 36 cents per capita) is far
below the amount needed for real impact38, and much less than the amount spent in other
North American jurisdictions, such as Massachusetts,39 California,40 and Oregon,41 that
have achieved notable reductions in tobacco consumption.  For example, Massachusetts
spends about $9 Cdn per capita (FY 1997) on its comprehensive tobacco control
program.39

C Province-wide, media-based public education from the Government of Ontario has
been eliminated.  This important program element focussed specifically on youth.

C Critical elements of supportive policy have not been addressed.  Tobacco taxes,
originally cut by the federal government and the previous provincial government in early
1994, have been raised only slightly since then.  In his April 20, 1995 letter to the Ontario
Campaign for Action on Tobacco, Premier Harris stated that, while he refused to raise
taxes unilaterally, "we are committed, however, to working with other
jurisdictionsCinternational, federal and provincialCto develop a harmonized tax policy
and a common tax protocol.  As part of this effort, a Harris government will follow
through with the recent commitment of the current government to raise taxes to stay in
line with the recent increase announced by the federal government".37  This commitment
has not been met.  The federal tax increase of February 1995 was not subsequently
matched by the province, nor has there been any indication that the province has
advocated further tax increases either at the federal level or in Quebec.

C Existing legislation has not been strengthened.  Necessary amendments have not been
made to the Smoking in the Workplace Act and the Tobacco Control Act to effectively
address smoking in the workplace and public places, respectively.

C Additional strategies have not been introduced.   New tactics are required to counteract
the powerful influences of the tobacco industry and its addictive products.
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Clearly, renewal of tobacco control in Ontario is urgently needed.

3.0 A NEW ONTARIO TOBACCO STRATEGY

3.1 Goals of the Strategy

The Ontario Tobacco Strategy, as originally conceived, had three overall goals:  prevention,
protection and cessation.42  Specifically, the Strategy aimed to:

C prevent tobacco use by non-smokers, particularly children and adolescents,

C protect Ontarians from second-hand smoke,

C help smokers quit.

These should remain the goals of the Strategy.  They are evidence-based and embody the key
aims and functions of a tobacco control strategy.

The Strategy, as originally designed, was modelled using the best science available at the
time.43  It was based on the recognition that reducing tobacco use is a complex challenge with
no simple solutions.  Consequently, the Strategy was envisaged as an integrated program
incorporating provincial and community initiatives to reach defined groups through various
approaches and delivery sites.

Objectives for the Strategy with target dates for their accomplishment were established in
1992, based directly on the tobacco control objectives and targets originally set by the
Premier=s Council on Health Strategy.44  The original objectives and targets were based on
projections made from Health and Welfare Canada=s 1986 Labour Force Smoking Survey.
 They concerned making all schools, workplaces, and public places smoke-free, eliminating
sales to minors, reducing overall tobacco sales, achieving substantial reductions in the
proportions of young people and adults who smoke, and eliminating the use of tobacco
products by pregnant women (See Table 1).

In The Mandatory Health Programs and Services Guidelines, implemented in the province
of Ontario in January 1998, the original objectives of the OTS regarding smoking prevalence
and smoke-free places were simply restated with extended dates, and two objectives
concerning the reduction in tobacco vendor non-compliance and more smoke-free homes
were added.  However, there was little meaningful consultation with the broader health
community about these changes.  Most importantly, no new laws, policies, or programs were
put in place and no new funding was allocated to attain these objectives.
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3.2 Should New Objectives and Targets be Set Now?

The Minister asked us to review the objectives and targets of the existing Strategy and 
recommend change.  Although the goals of the Strategy, prevention, protection and
cessation, remain valid, the Panel believes that setting specific numerical objectives and
targets, without the assurance of the necessary infrastructure to ensure progress, is a pointless
exercise.  What is worse, to do so would mislead the Minister and the public, by creating the
impression that such objectives and targets are achievable, although, in fact, there is little hope
of effective progress toward them without adequate implementation tools and resources.

Accordingly, the Panel has not revised the objectives and targets of the Strategy.  A clear
commitment by the provincial government of sufficient financial, legislative, regulatory and
personnel resources to be sustained over several years is a critical underpinning of any
meaningful endeavour in this regard.  Without this underpinning, such an exercise would be
no more than wishful thinking.

3.3 A Vision for Ontario

The Panel, nevertheless, does have a vision for a tobacco-free Ontario.  This vision is based
on the now substantial evidence that real progress toward a tobacco-free society is possible
with comprehensive, sufficient and sustained resource commitments.

We see an Ontario where:

C the public understands the full extent of the harm caused by tobacco industry products,

C policy makers recognize the addictive and hazardous nature of tobacco products and 
regulate them accordingly,

C the tobacco industry pays the full cost of the harm inflicted by its products,

C substantially higher prices discourage the uptake of smoking, reduce the amount smoked,
and accelerate quitting across the population,

C young people have little access to tobacco products because of high prices and controls
on sales,

C there is no promotion of tobacco products, either directly or indirectly,

C public places are smoke-free,

C workplaces are smoke-free,

C parents understand the risks to children of exposure to second-hand smoke,
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C children are not exposed to second-hand smoke anywhere,

C pregnant women are not exposed to tobacco smoke,

C every child participates in smoking prevention programs in school and in the community,

C smokers are no longer an underserviced population because they have access to a full
range of information and services to motivate them and help them quit,

C health care providers are appropriately supported in their efforts to help smokers quit,

C ongoing research enables tobacco control measures to be monitored, evaluated and
improved.

4.0 BUILDING A STRATEGY THAT WORKS

4.1 Comprehensive Measures Work

There is compelling evidence that a comprehensive tobacco control program, if adequately
financed to allow appropriate implementation, could effectively prevent the onset of
smoking, protect Ontarians from exposure to second-hand smoke, and increase smoking
cessation rates.  Copious research points to the need for such an approach.45-52  Interventions
that focus on one or a few population groups, such as women or youth, or on one or a few
approaches, such as restrictions on sales to minors, have little impact.

Even more compelling is the demonstration from several U.S. states, notably Massachusetts,
39 California,40 and Oregon41 that a comprehensive approach is both possible and effective.53-55

The state of Massachusetts launched a comprehensive tobacco control program in 1993. 
Elements include legislation, enforcement, price increases, mass media, and funding of local
boards of health, school health and other youth programs.  California=s comprehensive
program, which began in 1989, also includes legislation, enforcement, price increases, mass
media campaigns, funding to local health agencies to provide technical support and monitor
adherence to anti-smoking laws, community-based programs and enhancement of school-
based prevention programs.  Oregon=s program, initiated in 1996 and funded by increased
tobacco taxes, includes community-based tobacco-use prevention coalitions in every county,
a statewide public awareness and education campaign, comprehensive school-based
programs, tribal tobacco-use prevention programs, multicultural outreach and education, a
quitters= help line providing smoking cessation support, and projects evaluating new
approaches to prevent or reduce tobacco use.
Evaluations show that full implementation of a comprehensive approach works.

Specifically:
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C In California, per capita consumption fell 33% between 1989 and 1993, much more than
the decline realized in the rest of the United States.40

C In Massachusetts, per capita consumption of tobacco fell 31% between 1992 and 1997,
compared to a national decline of 7%.39

C In Oregon, within two years of the initiation of a comprehensive tobacco control program
in 1996, per capita consumption fell by 11%.  This drop compares favourably to the 2%
increase in consumption between 1993 and 1996.41

The declines in cigarette consumption in Oregon, California, and Massachusetts indicate that
 adequately funded, comprehensive tobacco-control programs can quickly and substantially
reduce tobacco use.

Other important outcomes in Massachusetts were:

C a reduction of 20% over 3 years in the number of cigarettes smoked by those who
continued to smoke,39

C a reduction of 23% over 3 years in the proportion of workers exposed to second-hand
smoke in the workplace,39

C greatly improved compliance with sales to minors laws, with rates increasing from 52%
to 92% over 3 years.39

The California experience demonstrates that funding and a comprehensive effort must be
sustained.  In the face of national increases, smoking rates among young Californians held
steady from 1990 to 1993 at about 9%; however, after 1993 they increased, reaching almost
12% by 1996.  Between 1993 and 1996, adult smoking rates held steady, after a period of
decline.  This halting of progress in both groups was likely due to a combination of reduced
funding to the tobacco control program, increased tobacco industry advertising and
promotion, and tobacco industry pricing and political activities.40

These successes prompted the U.S. Centers for Disease Control and Prevention to
recommend that all states establish tobacco control programs that are comprehensive,
sustained over time and utilize community partnerships.  Budget guidelines were developed,
with recommended expenditures between $4.51 U.S. and $14.99 U.S. per capita, for a state
with a population of 10 million.38
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The successful control programs had six common ingredients:

C Programs were adequately financed.  A substantial investment in a sustained and
comprehensive, multi-year strategy is necessary to counter the addictive power of nicotine
and the pervasive efforts of the tobacco industry to promote its products.

C They included a mix of strategies designed to prevent young people from starting to
smoke, protect people from exposure to second-hand smoke, and persuade and help
smokers to quit.  These strategies included policy promotion and implementation,
enforcement, school-based and community-based education, and smoking cessation
services.

C They included a major media campaign to provide information and influence public
attitudes toward smoking.

C They included a number of state-wide initiatives (such as a Smoker=s Quitline), as well
as extensive community programming that involved people in their homes, worksites,
schools, entertainment venues, and other community locations.

C They included technical assistance and other support functions to increase the number
and build the capacity of tobacco control professionals and community groups.

C They included research, monitoring and evaluation strategies to track progress and
inform adjustments over time.

Arizona, Florida, Maine, Minnesota, Utah, and British Columbia are taking their lead from
these successful experiences and have launched comprehensive tobacco control strategies.
 Building also on these experiences, this Panel recommends actions that must be taken in
Ontario to strengthen and sustain the new Strategy and ensure that it is comprehensive.

These recommendations are presented according to their primary goal:  prevention,
protection, or cessation.  An exception is mass media which supports each goal of the new
Strategy.  Many recommendations will help achieve more than one goal:  for example, higher
prices56 and better and larger package health warnings57,58 will both discourage young people
from starting to smoke and encourage cessation.  Similarly, restrictions on smoking provide
both protection from second-hand smoke and an environment that helps smokers to quit or
cut down.59-63

An effective Ontario Tobacco Strategy needs a consistent policy and program environment
in which actions reinforce each other, and contradictory or confusing messages about tobacco
are eliminated.  This is reflected in the Panel's recommendations.  A brief rationale is included
with each recommendation.
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4.2 Prevention

This goal of the Strategy focuses on preventing non-smokers, particularly children and
adolescents, from starting to use tobacco.  To be effective, a comprehensive prevention
program must address the issues of tobacco pricing, access to information about tobacco
products, promotion and packaging, retail sale including sales to minors, mass media-based
public education, and school education.

4.2.1 Price

Recommendations

1. In light of U.S. price increases and the Canadian export tax, Ontario tobacco
prices should be raised and maintained at levels at least comparable to
surrounding jurisdictions.

2. The Government of Ontario should immediately and forcefully lobby both the
federal and Quebec governments in support of a similar increase in Quebec, in
order to prevent inter-provincial smuggling.

3. Ontario legislation should be amended to require that tax-paid markings be
printed directly on cigarette packages sold in the province.

Rationale

Increasing the price of cigarettes is essential to reducing and preventing smoking among
young people, and is supported by several decades of research.47,56,64-75  Young people are
much more price-sensitive than adults, that is, for a given price increase, they are much more
likely to quit or not take up smoking, or to reduce their consumption.

As of February 1999, Ontario has much lower cigarette prices than other surrounding
Canadian provinces and U.S. states except Quebec.  Ontario prices are only slightly lower
than those in Quebec.

Governments and the media frequently cite smuggling as a reason not to raise taxes. 
Currently, this fear of smuggling has little foundation because:

C Prices are now much higher in bordering U.S. states than in Ontario and are expected to
increase further as a result of President Clinton's FY 1999 budget and expected state
increases.
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C Even with substantially increased prices in Ontario, there will be no incentive for
smugglers to bring illegal product into the province.  Smuggling in Canada today is
essentially inter-provincial, with cigarettes moving from Ontario and Quebec to other
provinces which have higher prices.  Higher prices in Ontario and Quebec will eliminate
this illegal traffic.

C Improved tax-paid markings, which are difficult to counterfeit, would make identification
of smuggled product much easier.

It is clear that Canadian tobacco companies played an important role in the 1992-1994
smuggling problem.  They sent vast quantities of Canadian cigarettes to the United States,
despite the lack of a legitimate market.  These cigarettes were then brought back into Canada
illegally, triggering the Acrisis@ that led to the 1994 tax reductions.  Recently, an affiliate of
RJR MacDonald was convicted for U.S. tax evasion as part of a scheme to transit Canadian
cigarettes through New York State and back into Canada, and both U.S. and Canadian
authorities continue to investigate the industry.

Even though the risk of smuggling is very low, it can be further minimized by changing the
way the payment of tax is shown on tobacco packages.  At present, each province has a
coloured tear-off strip as part of the cellophane outer wrapping, indicating that tax has been
paid.  This can be easily counterfeited by smugglers and the packages rewrapped.  However,
new technology now permits paid markings that incorporate both covert and overt markings.
 These features are very difficult to counterfeit and can be printed directly on the package,
further reducing any incentive to smuggle tobacco.  New evidence from Michigan shows that
tax paid markings can effectively eliminate smuggling.  In 1998, the Michigan state
government recouped $46 million in taxes using this strategy.76

4.2.2 Media-based and School Education Programs

Recommendations

4. Intensive mass media-based and community-based public education programs
should be mounted to:

C educate the public on the real risks of tobacco use

C educate the public on the behaviour of the tobacco industry, its targeting of
young people, and its deceptive and manipulative practices

C build public support for price and other control measures

5. Comprehensive school-based prevention programs should be prepared,
implemented and monitored in all grade 6-12 classes in Ontario, and earlier in
schools where experimentation begins in lower grades.
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6. The Government of Ontario should fund communities to prepare and implement
community-wide education programs to support smoking prevention programs
delivered through the school curriculum.

Rationale:

Low prices and the pervasive retail presence of tobacco products send deceptive messages
to Ontarians of all ages.

Media-based public education can counter these pro-tobacco messages.  Experience from
other jurisdictions has shown that mass media messages are a critical part of effective,
comprehensive tobacco control.47,77-83  They build support for policy measures, they can
explain the real nature and the risks of tobacco products, and they can provide new
information about the behaviour of the tobacco industry, its targeting of and marketing to
young people, and its other unscrupulous practices.  Further, they are a cost effective way to
deliver prevention messages.84

The Government of Ontario should not assume that federal government mass-media
programming can or will take the place of an Ontario campaign.

Public education in this area is best achieved with a combination of provincial media
campaigns and intensive local programming.85  Ontario has an active, established network of
public health units and voluntary organizations with an interest in tobacco control.  With
better resources and a clear mandate to promote non-smoking, this network has the capacity
to implement targeted education campaigns that could effectively complement a province-
wide media campaign.  Current legislation allows the Ministry of Health to fund 100%
priority public health programs.  Tobacco control has not been given priority status.  This
should be done immediately.

The school is an important channel to reach children and adolescents with smoking prevention
programming.  The vast majority of smokers begin smoking as children and teenagers making
it crucial to focus prevention efforts on children.47  Research indicates that effective smoking
prevention programs should start just before children begin experimenting with tobacco,46,77,86

and extend through  the high-school years.  At a minimum, this is grades 6 through 12
throughout the province.  In some regions, or with some subgroups where smoking onset
begins earlier, programming should begin earlier.

School-based programs are most effective when combined with comprehensive community
approaches.87  Specifically, school programs combined with mass media interventions have
been shown to be more effective over the long term than school programming alone.47,78,80
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4.2.3 Marketing:  Packaging, Labelling and Information Disclosure

Recommendations

7. Plain (generic) packaging should be required in a manner that has minimal
impact on the printing and packaging industry.

8. Additional health warnings and ingredient information should be required on
tobacco packaging.

9. Package health warning inserts should be required.

10. Deceptive labelling such as, AAlight@@ and AAmild@@, should be eliminated.

11. The tobacco industry should be required to disclose product ingredients,
additives and smoke emissions by brand.

12. The Minister of Health should liaise closely with other Canadian and U.S.
authorities on all aspects of packaging, advertising and promotional controls,
in order to minimize the possibility of legislative and regulatory loopholes.

Rationale

The current packaging of tobacco products promotes the positive imagery associated with
these products.88  Research findings from several areas indicate that plain (generic) packaging
of tobacco products will likely reduce smoking uptake by non-smoking youth, and contribute
to smoking cessation among youth and adults.89

Much better information about the toxic and cancer-causing contents of tobacco products is
required by government and the public.  The public has never been fully informed of these
contents, nor of the health impacts of individual ingredients in tobacco products.  Substantial
health warnings help change knowledge, attitudes, and behaviour.57,58  According to recent
research, labels such as Alight@ and Amild@ have misled the public into believing such cigarettes
are safer or that they contain less tar and nicotine.90  In fact, to a great extent, the tar and
nicotine delivery from a cigarette is determined by the way it is smoked. Many smokers
compensate for any reduction in nicotine yield by blocking ventilation holes on the filter,
increasing the number of cigarettes smoked, more frequent puffing, and increasing depth and
duration of inhalation.91-95  Contrary to what smokers may believe, they can inhale more tar
and nicotine from some Alight@ brands than from regular cigarettes.

The industry has shown itself to be adept at exploiting deficiencies or loopholes in legislation
related to all aspects of marketing.96  The proliferation of sponsorship advertising is a case in
point.97,98  Particular attention must be paid to industry initiatives to circumvent the intent of
legislation and regulations in this area.99,100

4.2.4 Retail Controls
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Recommendations

13. Provincial sales to minors restrictions should be strengthened by larger and
stronger point-of-sale health warnings signage, and by eliminating all point-of-
sale tobacco product advertising.

14. The Tobacco Control Act should be strengthened by increasing enforcement
resources, increasing fines for non-compliance, and by requiring the posting of
a prominent sign at convicted retail premises after first convictions, together
with a prescribed notice in local newspapers paid for by the retailer.

15. The Tobacco Control Act should be amended to make it easier to prosecute
vendors, and should be streamlined and clarified in order to prevent senior
courts from diluting its intent.

16. Tobacco products should be placed out of sight of customers behind counters
at point-of-sale.

17. The province should ban the sale of chewing tobacco and snuff.

18. The tobacco industry should be required to publicly disclose in a form specified
by the Ministry of Health:

C Marketing and research information including sales and consumption data by
region,

C Provincial financial statements, and,

C An annual compilation and presentation of an up-to-date database of all tobacco
retailers in Ontario.

Rationale

At retail outlets throughout Ontario, attractive packaging, displays and point of sale
advertising signs without comparable health warnings strongly reinforce the attractiveness of
tobacco products and contribute to the false perception that they are a consumer product like
any other.  This image must be eradicated.
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The original Strategy was built around significant restrictions on retail sales to minors.
Restrictions to date have not produced anticipated reductions in such sales, due in part to:

C continuing low prices,

C ineffective and under-financed enforcement,

C attractive and prominent packaging and displays, and

C sponsorship advertising.

If additional restrictions on sales to minors and the retail environment do not produce
anticipated results,101-103 serious consideration must be given to reducing the number of
tobacco sales outlets in Ontario.  Tobacco is now available up to 24 hours a day in
approximately 22,000 outlets throughout the province.  This conveys an unwarranted image
of product Anormality@, besides posing serious problems in effectively controlling sales to
minors.  Further, many outlets are staffed by young people, who may be reluctant to confront
a group of older teenagers under the legal age who want to purchase tobacco.  Options
include:

C reducing the numbers and kinds of outlets,

C requiring a provincial tobacco sales licence, and

C special outlets.

Limiting the number and kinds of outlets and reducing hours of sale could have a substantial
impact on consumption by young people.  In Ontario, this approach has been employed for
years for another hazardous consumer productCalcohol.

The sale of chewing tobacco and snuff, which is flavoured and packaged to be more appealing
to young people, is a method of introducing young people to nicotine addiction without the
difficulties many experience initially in inhaling cigarette smoke.  There is documented
evidence that manufacturers use a graduated strategy to move new users along to more
addictive smokeless tobacco products.104  A ban on these materials has been recommended
by many health authorities, and some jurisdictions have acted.  A ban would be a step toward
eliminating one of many Agateways@ to nicotine addiction.  Because these products are
manufactured outside Canada and currently have no significant market in Ontario, their
elimination would have very little negative economic impact.

The Mandatory Health Programs and Services Guidelines, which came into effect in January
1998 under the authority of the Health Protection and Promotion Act, requires local boards
of health to enforce the Tobacco Control Act.  These requirements include inspections of
tobacco vendors, compliance checks, laying of charges for infractions and an annual
compilation of all tobacco vendors within a board's jurisdiction.  These provisions could be
strengthened by specifying the data collected for the provincial government, and shifting
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responsibility for data collection to tobacco manufacturers, as a cost of doing business in
Ontario.  This would have a positive impact on provincial monitoring and research and free
up local public health resources.

A note on making youth possession illegal:  While this approach has recently been
advocated by some, the Panel strongly recommends against it because:

C In the United States, making youth possession illegal is supported by the tobacco industry
and retailers, in an effort to shift the onus on preventing youth access away from the
industry and retailers who sell illegally to young people, to young people themselves.105

C There are practical difficulties with enforcement.

C This approach is a method of avoiding compliance checks, which often reveal retailers
who are violating sales to minors laws.

C Finally, courts may not view individual incidents of youth possession as serious enough
to sanction, nullifying any deterrent effect.

4.3 Protection

This goal of the Strategy focuses on protecting Ontarians from exposure to second-hand
smoke.

Recommendations:

19. The Government of Ontario should make all indoor public places 100% smoke-
free.  Facilities used for recreation by young people, such as arenas, bowling
alleys and shopping malls, should be made smoke-free immediately.  Target
dates and specifications for other public facilities should be set, using a phased-
in approach.

20. The Government of Ontario should ban smoking in all enclosed worksites in the
province, except where such worksites contain smoking areas which are
separately-enclosed and separately-ventilated to the exterior of the premises.
 This requirement should be implemented in stages, beginning at once with
office and industrial worksites, then moving to restaurants and other hospitality
venues, with bars (defined by alcohol sales as a percentage of revenue together
with no admission for persons under 19 years of age) being the final stage.  A
timetable to accomplish this should be developed immediately.
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21. The Government of Ontario should implement province-wide, media-based
public education programs to ensure that every parent is informed of the risks
of second-hand smoke to children, and urged to eliminate their children==s
exposure by making homes and vehicles smoke-free and avoiding places where
smoking may occur.

Rationale

The need for protection from second-hand smoke is based on more than two decades of
research,106,107 with the first major call for comprehensive protection coming from the U.S.
Surgeon General in 1986.108  Major research advances during the past several years
demonstrate that the risks from exposure extend well beyond lung cancer and are experienced
by both adults and children.106-111  Besides lung cancer,112,113 adults exposed suffer an
increased risk of heart disease114-116 and respiratory problems.117  Exposed children incur
significant risks of respiratory infections,106,107 ear problems,106,107,118,119 asthma 106,107 and
sudden infant death syndrome,120-122 with substantial costs to the health care system 123,124  In
fact, there is no other consumer product to which large numbers of Ontarians are exposed on
a daily basis with few or no restrictions that generates by-products as carcinogenic or toxic
as second-hand smoke.

It is important to note that most debate on second hand smoke is generated by the tobacco
industry,31,32,35 its paid researchers,34,36 a few sympathetic media and a small minority of
smokers.125-127  Evidence from tobacco industry documents now on the public record proves
the existence of an extensive industry campaign to undermine the scientific consensus on the
health risks of second-hand smoke.22,23,28-36  A particular target of this campaign has been the
hospitality industry, whose representatives have (often unwittingly) repeated tobacco industry
arguments against second-hand smoke controls in their establishments.  Extensive
independent research shows there is essentially no negative economic impact of smoke-free
policies on this sector,128-134 that its employees are those most in need of protection,135-137 and
that when employees are protected, they experience significant health benefits within a very
short period of time.138  It is also a well-established tobacco industry tactic to raise concerns
about non-compliance with restrictions.  In Ontario, this is not an issue.  In 1996, less than
10% of smokers surveyed in the province indicated that they would ignore more restrictions
on smoking.139

Successful smoke-free policies in other jurisdictions have generally followed a staged
approach, starting with office and industrial worksites, then moving to restaurants and other
hospitality venues, and finishing with bars.  At the provincial level, the Smoking in the
Workplace Act enshrines the right to smoking in the workplace that is not restricted to
separately-enclosed, separately-ventilated areas.  As a result, many thousands of Ontario
workers are exposed unnecessarily to a serious health hazard.  Currently, the province is
depending on individual municipalities to pass effective smoke-free by-laws, an approach that
is haphazard, fails to provide the necessary protection for all workers, and precludes a level
playing field for the hospitality sector.
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For private settings where public policies are inappropriate, media-based educational
programs should encourage reduction of exposure to second-hand smoke.  Only 20% of
Ontario homes with children and smokers were smoke-free in 1996.20  Public education in this
area should include a combination of provincial media campaigns and intensive local
education programming.  Health professionals across the province also have a role to play in
educating the public about the hazards of second-hand smoke.

4.4 Cessation

This goal of the Strategy focuses on strategies to help smokers quit.

Recommendation

22. The Ministry of Health should develop, fund and implement a comprehensive,
coherent, evidence-based, province-wide system for assisting smokers in the
quitting process.

Key elements should include:

C A toll free number placed on every package of tobacco products sold in the
province to provide direct access to cessation services.  A web site should also
be provided.

C Media-based public education to reinforce the availability of the toll free 
number and web site, the best methods of quitting smoking, and the financial
and health benefits of doing so.

C Nicotine replacement therapies available in the self-serve areas of pharmacies.

C Training for all health care providers in Ontario to enable them to
systematically and effectively motivate and help smokers quit.

Rationale

Most Canadian smokers have tried to quit smoking,140 and about one-half of all daily smokers
say they intend to quit in the next year.141  However, only a small proportion of smokers
report successfully quitting on a particular quit attempt.4  Most smokers who do succeed in
quitting have done so only after many failed attempts.  There is a lot at stake:  half of those
who fail to quit will die before their time from smoking related diseases.21
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Cessation measures must be part of a comprehensive program.  Smokers who quit are more
likely to remain long-term non-smokers if the community environment around them is
supportive during the quitting process and helps them avoid potential relapse situations. 
Increased cigarette prices,56 health warnings,58 restrictions on smoking in the workplace and
public places,59 and mass media messages142,143 help smokers quit and stay smoke-free.

The Panel is concerned about the current patchwork of cessation services in Ontario, the
insufficient resources devoted to providing them, and the obvious difficulty experienced by
many smokers in identifying an appropriate cessation method.  There is now a substantial
research base upon which to build an array of effective cessation strategies.144-149  Cessation
services, themselves, need great improvement.  The Panel recognizes the potential public
health impact of accessible help through a toll free number and the internet.150  Computer-
based systems for mass delivery of education and counselling are now being developed.151-153

Nicotine replacement therapies, in the form of nicotine gum or the transdermal patch, have
been shown to increase success in smoking cessation attempts when used on their own or in
conjunction with various counselling methods.145,154-156  Providing these products in the self-
service areas of pharmacies will increase their availability.  Chances of successful cessation
are further improved when nicotine replacement therapy is combined with counselling.145 
Nicotine nasal spray is also effective, 157 as is another pharmacologic aid, Zyban (bupropion
hydrochloride).158,159

While access to services is important, so are the proficiency of service providers and the
affordability and availability of adjunct therapies.  With assistance from the Ministry of Health,
three organizations, the Ontario Medical Association, the Ontario Pharmacists= Association,
and the Program Training and Consultation Centre, are working to improve the ability of
physicians and other health care professionals to effectively counsel their patients to quit.  The
practical effectiveness of health care providers has been demonstrated145 and should be
enhanced.  Necessary program supports include training, program materials, a referral
network and adequate compensation for services provided.  Evidence indicates that the reach
of such programs to smokers can have substantial public health impact.

Smoking cessation interventions have been shown to be cost effective in relation to other
types of medical interventions.148  Now, the key problems are the lack of a comprehensive
plan and sufficient resources to support cessation services across the province.



Actions Will Speak Louder Than Words: Getting Serious about Tobacco Control in Ontario

25

5.0 SUPPORTING A STRATEGY THAT WORKS

5.1 Finance

Resource allocation to implement the components of a new Strategy should be based on
funding models used effectively in other jurisdictions, such as Massachusetts and California,
and should be consistent with the guidelines developed by the U.S. Centers for Disease
Control and Prevention (CDC).38  Funded elements should include legislation and
enforcement, media and other public education campaigns, school programs, community
programs, cessation programs, administration and management, and research, monitoring and
evaluation.

Every attempt should be made to deliver programs through existing channels.  The necessary
skills and capacity should be developed and encouraged to institutionalize tobacco use
reduction services and messages so that they are persistent, inescapable, and consistent with
best practices.  In addition to the necessary role of the provincial government, public health
departments and local community groups have the capacity to implement proven tobacco use
reduction programs and services.  Easy access to technical assistance, training, and funding
are needed to support program evaluation, media campaigns, implementation of smoke-free
policies, smoking prevention and cessation programs, and reducing minors= access to tobacco.

Funding to province-wide organizations or resource centres should be increased to provide
free and readily accessible support to ensure that these skills are developed, nurtured and
maintained at the local level.  The Ontario Tobacco Strategy was founded on the concept of
partnership among key non-governmental organizations (NGOs), such as the Canadian
Cancer SocietyCOntario Division, the Heart and Stroke Foundation of Ontario and the
Ontario Lung Association.  With adequate resources, their local volunteers and offices could
play a key role in implementing the programs and services needed to support components of
a comprehensive tobacco control plan.

Recommendation

23. Annual funding by the Government of Ontario for a mature Ontario Tobacco
Strategy should be set at a level of 0.5 cents per cigarette sold per year.  This
funding should be introduced in incremental stages over three years, to allow
for development of programs and delivery mechanisms.
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Rationale

The recommended funding level for the new Strategy is based on the successful experiences
of other jurisdictions, and would provide about $30 million in the first year, growing to
approximately $90 million at maturity, based on cigarette sales of 18.6 billion cigarettes in
Ontario in 1997.  This mature amount equals about $8 per capita, an amount within the range
 required for an effective program under the CDC guidelines.38

This approach should be attractive to government because:

C Strategy interventions are based on proven best practices.

C Government can be satisfied that its spending levels are appropriate.

C As the revised Strategy succeeds, government costs are automatically reduced.

This approach is also attractive as a formula for establishing funding levels because:

C It ties funding to an objective indicator of need (tobacco consumption), thus insulating
it from internal government budgetary pressure.

C It would provide predictable funding levels from year to year.

C It would give the Strategy relative independence in program decisions.

5.2 Infrastructure

Recommendations

24. Responsibility for developing and resourcing implementation of the new
Strategy, and elements such as legislation or litigation that are specifically the
role of government, should be assigned to the Ministry of Health.

25. Responsibility for elements of the new Strategy that are politically sensitive or
best delivered by others should be assigned to other organizations by the
Ministry of Health.

26. The Ministry of Health must show internal commitment by providing adequate
staffing to fulfill its role in support of the Strategy.

27. The Chief Medical Officer of Health should act as champion for the Strategy
within government and with the public.

Rationale
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The Panel has decided not to make a specific recommendation about the type of organization
to which some elements of the new Strategy should be contracted.  We debated the feasibility
of recommending the creation of a special purpose organization, or contracting to an
established health services organization, either in the broader public sector or the non-
governmental (NGO) community.

The Panel has examined various approaches, including the comprehensive programs in
California and Massachusetts.  Both these programs are largely lodged within the state
governments, and both have had undeniable successes.  Nonetheless, there have also been
well-documented pressures on these programs from within government.  In California=s case,
significant funding cuts to the program by the state government contributed to reductions in
the program=s effectiveness,40 and effective mass media messages were blocked by political
forces.160

Closer to home, an obvious concern is the instability of the Ontario Tobacco Strategy.
Funding is currently less than 25% of the allocation at the height of the Strategy.  Further,
province-wide media based education from the Government of Ontario has been eliminated.
Clearly, to be effective, the Strategy must be both sustained and stable.  It must also be
freeCand be seen to be freeCfrom political pressure and tobacco industry influence.

Whatever the conclusion reached, certain principles are clear:

C the organizational model for management of the Strategy must be based on a responsible,
accountable governance structure;

C the funding of the Strategy must be stable and sustained;

C the Strategy must have the capacity to form partnerships with voluntary, NGO and private
sector stakeholders;

C the Strategy must be sufficiently flexible to permit adjustments and revisions;

C potentially controversial components of the Strategy, such as the media campaign, must
be insulated from political and tobacco industry interference.

However the Strategy is organized, the Ministry of Health will need to provide substantial
staff support.  Clearly, some elements of the Strategy, such as legislation and certain
enforcement activities, can only be carried out at the provincial level.  The Ministry should
also be responsible for ensuring that contracted work is conducted according to
specifications.
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It is critical that the new Strategy have a public face.  In diffusing new attitudes and practices
in the population, it is important to have a champion.161  Designating the Chief Medical
Officer of Health for the province as champion for the Strategy provides this public face and
a respected spokesperson who can maintain a dialogue with the public.

6.0 SHOWING THAT THE STRATEGY WORKS AND KEEPING
IT CURRENT

Recommendation

28. The Ministry of Health should adequately fund a comprehensive and arm's
length research, monitoring and evaluation system to measure both the
implementation and outcomes of Strategy components and permit their ongoing
refinement and renewal.

Rationale

Key to the success of the California and Massachusetts programs are comprehensive well-
funded monitoring and evaluation components.39,162,163  Systems for data collection were
integral to each initiative and included a variety of measures of both implementation and
outcome.  In Massachusetts, for example, information on the number of patients served in
cessation programs is supplemented by information on the quality of treatment, obtained in
periodic audits of treatment service providers.  Long-term quit rates provide the ultimate
outcome measure, but the implementation or process data are critical in determining how the
system is working, so that weaknesses can be identified and corrected.  In California, policy
and program research continues to be important in developing the foundation for legislative,
regulatory and program measures.164

Limited monitoring and evaluation and some research related to the Ontario Tobacco
Strategy have been carried out over the past five years.  In the initial planning stage of the
Strategy, research funding was cut from the originally proposed $2.5 million per year to $0.4
million, resulting in a substantial reduction in the comprehensiveness and utility of this
component.165  Based on the CDC guideline,38 an allocation of 10% of overall budget for
monitoring and evaluation would be appropriate.

These elements are essential in evaluating the new Strategy and keeping it current:

C Annual monitoring surveys of key indicators of tobacco use, including prevalence, amount
smoked, and cessation rates for both youth and adults;

C Specialized surveys conducted periodically to assess smoking behaviour among special
groups, such as pregnant women, non-student youth, and psychiatric patients;



Actions Will Speak Louder Than Words: Getting Serious about Tobacco Control in Ontario

29

C In-depth surveys conducted periodically to assess attitudes and behaviours regarding
smoking and second-hand smoke, perceptions of harm, access to tobacco, and other key
issues;

C Retail sales data to track changes in consumer behaviour because current federal sales
data reflect wholesale shipments and are unsatisfactory for determining purchasing
behaviour;

C Regular surveys using youth of varying ages to monitor retailer compliance with sales to
minors legislation coordinated with ongoing studies of youth smoking behaviour to allow
for impact studies of the effect of compliance on youth smoking;

C Analysis of enforcement data including visits, inspections, charges, and convictions;

C Specific evaluation studies of the implementation and outcomes of programs and policies
that comprise the Strategy;

C Monitoring and evaluation of public education and media campaigns;

C Specially designed studies that examine the effects of each component and the interactions
among components within the comprehensive Strategy;

C Funding to enable the inclusion of tobacco-related questions in studies and surveys that
focus on other health behaviours and disease outcomes.

These activities form the basis for tracking and evaluating the Strategy and keeping it current.
 Public interest is best served by a combination of concerted Ministry of Health efforts in
collaboration with objective, arm=s length organizations.

7.0 RECOVERING COSTS AND ENDING ECONOMIC
DEPENDENCY ON TOBACCO

Recommendation

29. The Province of Ontario should initiate legal action, supported by necessary
legislation, to recover health care and other costs caused by tobacco products.
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Rationale

Until five years ago, the tobacco companies won every lawsuit filed against them, because
jurors were convinced that smokers knew the health risks involved and were responsible for
their own actions.  Leaked documents in the United States showed that tobacco companies
had manipulated nicotine levels in cigarettes to increase their addictiveness, and had targeted
children and youth.  Relying on evidence that the industry had engaged in a conspiracy to
misinform the public and deny proof that smoking is Aaddictive, injurious, and dangerous,@ a
majority of the U.S. states instituted legal proceedings to recover smoking-related health care
costs from the tobacco industry.  These suits were supported by the development of alternate
legal routes for holding companies liable.

Since July 1997, there have been four out-of-court settlements:  the Mississippi case settled
in July 1997 for $3.4 billion U.S., followed by Florida in August 1997 for $11.3 billion U.S.,
Texas in January 1998 for $15.3 billion U.S., and Minnesota in May 1998 for $6.0 billion
U.S.  Each settlement represents a one-time payment over 25 years.  To facilitate the
settlements, some states, such as Florida, passed special enabling legislation.  In November
1998, a master settlement between the States Attorneys General and the tobacco industry was
reached for the remaining 46 states.  The settlement included $206 billion U.S. in industry
payments and various non-monetary restrictions on certain industry practices.

Modelled on similar legislation in Florida, the Province of British Columbia proclaimed the
Tobacco Damages and Health Care Costs Recovery Act (TDHCCRA) late in 1998.  This Act
gives the Province, as well as individual citizens, the legal authority to recover health care and
other costs related to tobacco use from a tobacco manufacturer, if a tobacco-related wrong
is established.  The Act facilitates a lawsuit by the provincial government to recover health
care costs related to tobacco use, as well as individual and class action lawsuits.  The
TDHCCRA also allows the government to intervene in any private action brought by an
individual against a tobacco company, such that the government can attach to the action and
recover related health care costs.  This enabling legislation has since been amended to provide
for suing in reverse onus, that is, the tobacco industry would have to prove that users were
not harmed.  As well, it allows the use of aggregate studies showing harm in populations,
without having to prove harm to specific individuals, also increasing the likelihood of success.

There are economic, regulatory and public relations advantages in launching a suit against the
tobacco industry.  A few potential problems associated with an unsuccessful suit can be
posited, but to date, there are no health care cost recovery cases in which the government has
not been successful.

Here are some reasons why the Government of Ontario should sue:

C The Government of Ontario should be a champion of the public=s health.  Suing the
tobacco industry is a very public act.  It will signal to Ontarians that the government is
acting decisively to deal with the tobacco problem.

C Cost recovery of damages owed to the Province of Ontario would be fiscally responsible.
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C Health care costs of smokers should be recovered from the producers of the product
causing the damages.  To date, tobacco companies have been able to make money by
Athird-partying@ their costs.  Total health and social costs of tobacco use in Ontario in
1992 were $3.7 billion, which includes $1.1 billion in direct health care costs and $2.6
billion in productivity losses due to tobacco-related illness and death.1  Based on the
Minnesota settlement, British Columbia estimates that it will recoup a total of $10 billion.

C The litigation process in other jurisdictions will reduce Ontario's costs.  Much of the
groundwork for suing the industry has already been laid by several U.S. states.  The
Minnesota Document Depository, established as part of the State of Minnesota's out-of-
court settlement with the industry, contains 30,000,000 pages of industry documents. 
Further, British Columbia is willing to provide key documents including legislation,
statement of claim, opinion on the law, and evidence to other provinces.  This would
result in substantial savings for Ontario in its litigation.

C There will be increased opportunities to regulate the tobacco industry.  A settlement with
the industry provides the opportunity for negotiating significant non-monetary benefits,
such as marketing restrictions, regulating tobacco as a drug, and requiring the industry
to meet tobacco reduction targets among youth, with substantial penalties for not
achieving these targets.  Non-monetary benefits form part of U.S. state settlements.

C Industry documents will be disclosed during the discovery process.  In the United States,
such documents have been instrumental in discrediting industry claims and publicizing
industry efforts to suppress research findings contrary to its interests.

C Health care savings would be incurred.  Successful litigation would probably result in
substantial increases in the price of tobacco initiated by the industry to pay for cost
recovery or for costs associated with a settlement.  Price increases would reduce per
capita consumption of tobacco and rates of initiation of smoking, and result in further
reductions in health costs.

Although litigation requires a considerable initial investment and a sustained commitment to
the process, the long-term benefits are diverse and substantial.  The evidence against the
industry is overwhelming.  At this point, Manitoba, the Yukon, Newfoundland and the North
West Territories have expressed interest in following British Columbia's lead.  A successful
suit would have a very positive impact on the government=s fiscal health, as well as the health
of the population.  It would do much to pave the way for further initiatives to reduce tobacco
use.
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A note on options for litigation:  There are two alternatives to a British Columbia-style suit:

C RICO:  A suit could be brought against the industry, including its Canadian subsidiaries,
in the U.S. court system, using The Racketeering-Influenced and Corrupt Organizations
Act (RICO).  This approach is attractive, in part because it would be implemented by U.S.
law firms with experience in this type of suit, and on a contingency basis.

C Subrogation:  Under this approach, the government would join an existing action like the
class action now underway in Ontario.  The Panel strongly recommends against this
approach.  The class action has not been certified despite years of effort (and may well
never be).  Further, the government should under no circumstances become a subordinate
partner to another party's action, given the uncertainty of the outcome, the magnitude of
the task, the dollars at stake, and the severity of the public health problem at issue.  Also,
if the government were to support an individual plaintiff, the industry has shown the
capacity to stall such actions for years.

Finally, a note on tobacco growing in Ontario: The presence of tobacco growing and
processing activity in Ontario, and the economic dependency on this activity must be
addressed.  Government funding should be directed to financing a buy-out program for
tobacco farmers, to establish training and retraining programs for workers displaced in the
tobacco process industry, and to support an economic stabilization fund for communities
whose economies suffer as a consequence of a decrease in tobacco consumption.  Crop
replacement programs have enabled some growers in the southwestern tobacco growing
region to end their dependency on the tobacco crop, but such programs will never be a
substitute for a comprehensive economic redevelopment program for the region.  While some
point to the high rates of return from tobacco (at least twice as much, and frequently more,
than those from any other crop, depending on market circumstances) as a reason to ignore
the growers= situation, the Panel does not agree with this perspective.  Aggressive economic
planning and redevelopment is required in the region, and the province should dedicate
funding to such redevelopment.  This funding should not be taken from the amount
recommended to underwrite the new Ontario Tobacco Strategy, since it is not directly related
to achieving public health objectives.  Rather, it should be considered as part of the province=s
economic development funding and programming, and should be the responsibility of the
Ontario Ministry of Agriculture and Food and/or other appropriate ministries.
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8.0 ACTIONS WILL SPEAK LOUDER THAN WORDS

Actions are urgently needed to curtail the public health catastrophe in Ontario caused by
tobacco products.  This report spells out these actions as recommendations.  If implemented,
they will pay dividends.  Ontarians will be healthier and more productive.  Unnecessary costs
to the economy will be avoided, freeing up resources to provide other benefits to the people
of Ontario.

Ontarians support measures to reduce the disastrous impact of tobacco in this province. 
What remains to be demonstrated is the political will to implement an effective program of
tobacco control.  A piece-meal approach will not work.  Only a comprehensive approach
incorporating all of the components outlined in this report will show that the Government of
Ontario is serious about tobacco control.

Actions will speak louder than words.
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THE WORK OF THE EXPERT PANEL

Appointment of the Expert Panel

In order to strengthen and confirm Ontario=s commitment to tobacco use reduction, in
December 1998, the Minister of Health appointed an advisory panel of experts in the fields
of epidemiology, public health, the social sciences and medicine to recommend steps that
Ontario can take to achieve more effective tobacco control results.

Terms of Reference:

To advise the Minister of Health on strategic revisions to the Ontario Tobacco Strategy
(OTS), and to identify and recommend new approaches to tobacco use reduction.

Expert Panel activities include the following:

1. Review the objectives and targets of the Ontario Tobacco Strategy (OTS) to
recommend change based on relevant epidemiological reports, measures of health
behaviour outcomes, and other ministry policies and programs.

2. Review and identify the programmatic, legislative and economic components of the
OTS that may require change to reflect current innovative and evidence-based
solutions in tobacco use prevention, cessation and protection.

3. Enhance the capacity of the OTS to address issues and concerns raised by experts and
health practitioners in tobacco use reduction as it relates to children and youth.

4. Recommend options for an implementation plan which includes but is not limited to
the assessment of the present OTS infrastructure to determine if it is client-focused
(smokers, non-smokers, and those living with smokers), promotes collaboration
among health service provider(s), volunteer(s), family(ies), and community(ies).

5. Review and recommend a protocol for monitoring and evaluating the progress of the
OTS including outcome measures.  This will include but not be restricted to
monitoring the enforcement of the Tobacco Control Act.

The Review Process

The Expert Panel met once in December to establish the process and five times during the
months of January and February 1999, to review the original objectives and targets of the
OTS and to formulate recommendations for the Strategy=s renewal.  Drafts of various
sections of the report were prepared by Panel members and circulated for discussion. 
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Revisions occurred and the final recommendations were endorsed by all members of the
Panel.

During the course of the Panel=s deliberations, guests with economic, policy and 
programming expertise were invited to make presentations.  The information received was
very helpful in formulating specific recommendations and a framework for successful
implementation.

Staff of the Ministry of Health attended the Panel's meetings in a resource capacity and were
invited to provide input into the discussions.  However, the recommendations are the sole
responsibility of the Panel, itself.

EXPERT PANEL MEMBERS

Mary Jane Ashley, MD, Chair
Professor
Department of Public Health Sciences
University of Toronto

Ted Boadway, MD
Executive Director, Health Policy
Ontario Medical Association

Roy Cameron, PhD
Professor
Department of Health Studies and
Gerontology
University of Waterloo

Josie d'Avernas, MSc
Senior Consultant
Program Training and Consultation Centre

Roberta Ferrence, PhD
Director
Ontario Tobacco Research Unit

Andrew Pipe, MD
Medical Director
Smoking Cessation Clinic
University of Ottawa Heart Institute

Richard Schabas, MD
Head, Division of Preventive Oncology
Cancer Care Ontario

Penny Thomsen, BPE
Executive Director
Canadian Cancer Society
COntario Division


