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EXECUTIVE SUMMARY

Tobacco has long been recognized as the number one cause of preventable death and illness
in Canada. Evidence shows that this is true for smokers, and also for nonsmokers exposed to
secondhand smoke. Tobacco, particularly cigarette smoking, was very successful in
becoming part of popular culture in the last century in spite of its’ health effects. However,
this is changing as more people recognize the damage caused by tobacco both to smokers and
nonsmokers, as well as its ultimate effects on productivity and the health of the economy.
Fifty years of research has consistently reinforced tobacco and secondhand smoke as our
single most serious threat to the health of the public.

This report presents the issues around tobacco use both for the public’s health and the health
of the economy. To this end, the report discusses finding in the areas of health consequences
of tobacco use including smokeless tobacco and secondhand smoke; cost of tobacco use;
trends in tobacco use; tobacco reduction strategies and associated costs; public attitudes; and
recommendations for a comprehensive tobacco reduction strategy.

In 2003, when Saskatoon adults were asked their view of the effects of smoking, 95.1%
identify smoking and 91.1% see secondhand smoke, as hazardous to health. Consistent with
these factors, over 80% of the adult population of Saskatoon are now nonsmokers. In
addition, when smoking households are included, 77.6% of Saskatoon homes are completely
smoke free indoors, with only 11.4% permitting smoking anywhere.

Over time, tobacco use has become an issue of social responsibility, health and safety in the
workplace and the role of governments in protecting individuals from the actions of others.
Secondhand smoke is the third leading cause of preventable death in Canada – after smoking
and alcohol abuse. (Physicians for a Smoke-Free Canada, 1999a). Secondhand smoke is a
complex mixture of chemicals generated during the burning and smoking of tobacco
products. To date, over 50 compounds in tobacco smoke have been identified as carcinogens
(cancer causing agents) (California, 1997).

Residents of Saskatoon agree, as 92.3% view it as a right for people to breathe air free of
tobacco smoke, and 75.8% identify their view that the risks of second hand smoke have not
been exaggerated.

Secondhand smoke is of particular risk for children, those with other health problems and
those chronically exposed to tobacco smoke in the workplace.

When Saskatoon people were asked about a complete smoking ban in all public places, 71%
agree that smoking should not be permitted (54% strongly agreed, 17% agreed). More than
54% of Saskatoon people have avoided going to at least one public place because of tobacco
smoke. The majority of respondents (79 %) routinely request a non-smoking section in a
restaurant or café.

Both health and economic benefits are recognized when rates of smoking are reduced and
public places are smoke-free. Successful tobacco reduction requires a comprehensive
approach aimed at achieving the goals of preventing tobacco use, assisting smokers to quit,
protecting the public from secondhand smoke and creating the norm of a smoke-free society.
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In taking stock of current efforts by the Saskatchewan government and our local Health
Region, additional action is needed to accomplish a comprehensive and coordinated strategy
to reduce tobacco use. To this end this report outlines the following recommendations:

1. Saskatoon Health Region

a) Advocate for and allocate appropriate funding to support a comprehensive
tobacco strategy that includes public awareness, prevention education for children
and youth, cessation support, a hospital-based pharmaceutical aide program upon
admission for smokers, advocacy for stronger legislation and bylaws, and
enforcement of existing legislation.

b) Implement a multi-component tobacco cessation strategy in collaboration with
voluntary organizations and other agencies.

c) Encourage physicians and other health professionals to document client tobacco
use status and degree of exposure to secondhand smoke and counsel appropriate
action to decrease health risk.

d) Apply strategies that address the special needs of populations such as prenatal
women, children living in poverty, and First Nations people.

e) Enhance support to public health inspectors for enforcement of existing tobacco
control legislation.

f) Incorporate tobacco reduction strategies into existing programs such as First Step.

g) Work in partnership with other organizations to reduce tobacco use and continue
as a member of the Saskatchewan Coalition for Tobacco Reduction to advocate
for broad population health strategies for the province.

h) Collaborate with school divisions to eliminate smoking on school grounds and to
implement a comprehensive prevention program for grade 5 – 10.

i) Support applied research and disseminate findings to facilitate implementation of
effective tobacco reduction strategies.

j) Create a web resource in the SHR web-site that addresses tobacco issues and links
with other health and tobacco related web-sites.

k) Establish an annual SHR “report card” on tobacco.

2. Other health organizations

a) Continue to increase public awareness of tobacco issues through broad media
campaigns and special events.

a) Collaborate with regional health authorities to research tobacco issues identified
as priorities for communities.

b) Continue to disseminate national and regional findings and initiatives that support
tobacco reduction.
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c) Participate as members of the Saskatchewan Coalition for Tobacco Reduction.

3. Municipalities

a) Strengthen bylaws to ensure that the public and workers are not exposed to the
hazards inherent in secondhand smoke in public places including bars, restaurants,
bingo halls and other places where the public gather.

4. Educational Institutions

a) Enact a policy that prohibits tobacco use on school grounds.

b) Offer individual and group cessation counseling for students and staff.

c) Implement a comprehensive tobacco prevention program for grades 5 – 10 based
on criteria for effective programs.

b) Provide teacher training on tobacco-related issues and effective classroom
strategies.

d) Support out of classroom, peer led initiatives that support a tobacco free norm.

e) Ensure curriculum at the post-secondary level incorporates education about
tobacco issues for students in nursing, medicine, dentistry, physiotherapy,
pharmacy, education and other health-related fields.

5. Employers

c) Enact a policy that protects staff, clients and the public from secondhand smoke
and that reinforces a social norm of being tobacco free.

d) Provide adequate information and / or access to tobacco cessation support for
staff.

e) Eliminate smoke drift to indoor spaces by prohibiting smoking within 10 meters
of any building entrance.

6. The Provincial and Federal Governments in collaboration with the private and voluntary
sectors

a) Enhance efforts to eliminate access to tobacco by children and youth.

b) Ensure implementation of province-wide tobacco use prevention programs
consistent with the criteria for effective programs and create a social norm of
being tobacco-free.

f) Increase taxation on tobacco products to reduce initiation of tobacco use.
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c) Work in collaboration with other health organizations to implement mass media
education to reduce tobacco use initiation and to increase tobacco use cessation.

d) Amend the Tobacco Control Act to provide 100% smoke-free public places
province-wide.

e) Amend provincial legislation to provide smoke-free workplaces.

f) Incorporate pharmaceutical aides that support tobacco cessation into the
Saskatchewan drug formulary.

g) Increase support of regional health authorities in their efforts to reduce tobacco
use.
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INTRODUCTION

Tobacco has long been recognized as the number one cause of preventable death and illness
in Canada. Evidence shows that this is true not only for smokers, but also for nonsmokers
exposed to secondhand smoke. Tobacco, particularly cigarette smoking, was very successful
in becoming part of popular culture in the last century in spite of its health effects. However,
this is changing as more people recognize the damage caused by tobacco both to smokers and
nonsmokers, as well as its ultimate effects on productivity and the health of the economy.
Fifty years of research has consistently reinforced tobacco and secondhand smoke as our
single most serious threat to the health of the public. Tobacco’s role in ceremony, is not at
issue, and is unlikely to have any serious health consequences. This report addresses
recreational and addictive use of tobacco.

Tobacco, whether smoked, chewed or snuffed, has adverse health effects on users. Smoking
however is a particular public health problem as its effects are not confined to the user, but
have direct impacts on the health of bystanders. Consequently, most of the focus will be on
smoking rather than snuff or chewing tobacco.

This report presents the issues around tobacco use both for the public’s health and the health
of the economy. To this end, the report discusses finding in the areas of health consequences
of tobacco use including smokeless tobacco and secondhand smoke; cost of tobacco use;
trends in tobacco use; tobacco reduction strategies and associated costs. We also include the
results of a survey conducted in May 2003 in the City of Saskatoon. Finally, we document
our conclusions and recommendations for action.

The Nature of the Problem
Prior to mass production of cigarettes in the early part of the 20th century, tobacco use was
limited to ceremonial purposes, and a small number of pipe smokers. Cigarettes became
accessible to the average person, with many soldiers returning from the first-world war with
this new “sophisticated” addiction. Movie images imbedded the normalcy of cigarettes in
society. The tobacco industry even promoted tobacco as having health benefits.

The true health effects started to be recognized in the 1950s as Doll and Hill’s landmark
study (1952) started to unearth the health costs. Eventually it became apparent that middle
aged smokers at that time could expect to live little longer than the average citizen of the
mid-1800s , undoing the years of progress in reduced mortality of the 19th and 20th centuries.

While new risks to smokers continue to be recognized, the character of the health and social
debate has changed in the past 30 years as research increasingly focused on the effects of
secondhand smoke on nonsmokers. This moved the debate from personal choice and risk
issues to one of involuntary risk and health hazards imposed by smokers on others.

In 2003, when Saskatoon adults were asked their view of the effects of smoking, 95.1%
identified smoking and 91.1% saw secondhand smoke, as hazardous to health. Consistent
with these factors, over 80% of the adult population of Saskatoon are now nonsmokers. In
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Each year the
equivalent of a small
city dies of tobacco
use in Canada.

addition, when smoking households are included, 77.6% of Saskatoon homes are completely
smoke free indoors, with only 11.4% permitting smoking anywhere.

Over time, tobacco use has become a complex issue of social responsibility, health and safety
in the workplace and the role of governments in protecting individuals from the actions of
others. In a similar way as governments establish speed limits, and laws to combat drunk
driving, governments have the authority, and thus the responsibility, to regulate tobacco use
in public places.

HEALTH CONSEQUENCES OF SMOKING

The cost of tobacco use is shown by loss of health and life by smokers, nonsmokers and
through the societal cost of an overburdened health system. This section will describe some
of the health consequences experienced by smokers.

Deaths

It has been estimated that at least one quarter of all deaths
among Canadians age 35-84 are attributable to tobacco use
(Collishaw, Tostowaryk, & Wigle, 1988). Deaths from
tobacco (45,000) are significantly higher than other causes of
death such as murders (510), alcohol (900), car accidents
(2,900), and suicides (3,900) (Makomaski Illing &
Kaiserman, 1999). The death toll is equal to almost one death

per day among Saskatoon Health Region residents (Saskatoon District Health, 2000). The
risk of death is dose related, that is, the more cigarettes smoked per day, the greater the risk
of death. An example of this dose effect related to respiratory disease is shown in Table 1.

Table 1. Canadian Deaths due to Respiratory Disease Related to Number of Cigarettes
Consumed per Day

Cigarettes/day Annual Mortality per 100,000 Population, Canada

<14 86
15-24 112
>25 226

Source: Ghardirian, 1999
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Cancer

Lung cancer is the number one cause of cancer deaths among men and
women in Saskatchewan, Canada, and worldwide. Lung cancer rates
follow smoking rates with a delay of approximately 20 to 30 years.
Regular active smokers are 2.8 to 16.9 times more likely to develop
lung cancer than nonsmokers. Therefore it can be concluded that
active smoking causes 14,500 to 18,200 new cases of lung cancer
annually in Canada (ATRA, 2001) including a possible 500 to 600
new cases in Saskatchewan each year.

In addition to lung cancer, smoking is also associated with many other
cancer sites. In particular, it is estimated that 39%-79% of upper
digestive tract cancers, 27%-50% of pancreatic cancer, and 32%-61% of bladder cancer are
related to smoking (Health Canada, 2001a). See Table 2 for a list of numerous smoking
related cancers.

Table 2. Diseases Caused by or Associated with Smoking

Cancer sites showing firmly established positive associations with active smoking
Lung cancer
Upper airway-digestive tract cancers
Pancreatic cancer
Bladder cancer
Renal cancer

Cancer sites with less firmly established positive associations
Stomach cancer
Liver cancer
Anal cancer
Vulva cancer
Penis cancer
Cervical cancer
Prostate cancer
Leukemia
Lymphoma

Source: Ghadirian, 1999

Changes in
lung cancer
rates follow
changes in
smoking rates
by 20 to 30
years.
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As shown in Figure 1, lung cancer death rates have surpassed breast cancer death rates in
Saskatchewan in the last few years due to the increase in female smokers that took place
several decades ago.

Cardiovascular Disease

Smoking also causes heart disease, stroke, and diseases of the blood vessels. Over 17,500
Canadians die each year from smoking-related cardiovascular disease (Makomaski Illing &
Kaiserman, 1999). For example, smokers are at 2 to 4 times greater risk for heart attacks and
sudden death from coronary heart disease than nonsmokers. Smokers are also at a two times
higher risk for stroke than nonsmokers and the risk increases with the amount smoked (Heart
& Stroke Foundation of Canada, 1997). There is evidence that quitting smoking reduces the
risk of cardiovascular and other diseases. After 2 years of nonsmoking, the risk declines to
nearly that of someone who has never smoked. Smoking also increases the risks for
complications of other diseases such as diabetes, associated kidney failure and amputation.

Figure 1.  Lung and Breast Cancer Death Rates
 in Females, Saskatchewan, 1950 - 1994
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From the mid 1960s deaths from heart disease peaked, after which there was a dramatic
decline. While all the reasons for this decline are not fully understood, it is interesting to note
that medical interventions such as those listed in Table 3 contribute less to the decline in
cardiovascular deaths than do behavioural changes of diet change and reduced smoking.

Respiratory Disease

Smoking causes a range of respiratory diseases. Each year, an estimated 9,500 Canadians die
of respiratory disease caused by smoking (Makomaski & Kaiserman, 1999). Smokers have a
greater risk of developing non-cancerous respiratory problems than do nonsmokers (see
Table 4). For bronchitis, asthma, and emphysema, smoking is a major contributor, and the
risk of pneumonia, sinus and other problems is greater.

Table 4. Risk of Death from Non-cancerous Respiratory Disease by Smokers

Male Smokers vs
Nonsmokers

Female Smokers
vs Nonsmokers

Chronic obstructive pulmonary disease (COPD) 6 times higher risk 15 times higher risk
Chronic cough and chronic phlegm 6 times higher risk 15 times higher risk
Wheezing 6 times higher risk 15 times higher risk
Persistent sputum production and shortness of
breath

8 times higher risk 15 times higher risk

Source: Ghadirian, 1999

Table 3. Estimates of Reasons for a 30% Decrease in Cardiovascular Disease
Deaths, United States, 1965 – 1985.

Reasons for Decrease in Death Rate

30 % Diet Change
24 % Reduced Smoking
13.5 % Coronary Care
10 % Other Medical Treatments
8.5 % Hypertension Treatment
4 % Emergency Services
3.5 % Coronary Bypass
6.5 % Other Reasons

Source: Goldman, (1984)
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The impact of smoking on health is dramatic, accounting for a large percentage of premature
mortality from the major killers. Figure 2 outlines the number of deaths for each of five
major diseases attributable to smoking, as well as what percentage of the total deaths are due
to smoking.

Figure 2 shows that over 80% of all lung cancer deaths and 70% of all chronic lung disease
deaths in Saskatchewan are attributed to tobacco use. This illustrates the potential impact that
actions to reduce tobacco use will have on the number of deaths from these and other
tobacco-related diseases.

CONSEQUENCES OF EXPOSURE TO SECONDHAND SMOKE

Secondhand smoke is the third leading cause of
preventable death in Canada – after smoking
and alcohol abuse (Physicians for a Smoke-Free
Canada, 1999a). Secondhand smoke is a
complex mixture of chemicals generated during
the burning and smoking of tobacco products.
To date, over 50 compounds in tobacco smoke
have been identified as carcinogens (cancer
causing agents) (California, 1997). This section

Residents of Saskatoon agree
that secondhand smoke is
harmful:

� 92.3% believe it is the right of
people to breathe air, free of
tobacco smoke.

� 75.8% believe that the risks of
secondhand smoke have not
been exaggerated.

Figure 2. Number of Deaths Attributable to Tobacco Use, Five
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addresses the health effects related to exposure to secondhand smoke. In this discussion
special attention is given to the risk for populations less able to limit their exposure to
tobacco smoke.

The Ontario Tobacco Research Unit (2001) concludes that secondhand smoke is a direct
cause of lung cancer, heart disease, nasal sinus cancer, a variety of respiratory conditions
such as asthma, middle ear disease, bronchitis and pneumonia (particularly in children), and
SIDS (Sudden Infant Death Syndrome). There is also medical evidence that several other
diseases may be caused by secondhand smoke exposure including stroke, spontaneous
abortion, delays in cognition and behaviour in children, worsening of cystic fibrosis, cervical
cancer and breast cancer (Ontario Tobacco Research Unit, 2001). See Table 5 for the health
effects associated with exposure to secondhand smoke.

Table 5. Health Effects Associated with Exposure to Secondhand Smoke

Effects Causally Associated with Secondhand Smoke Exposure

Developmental Effects
Fetal Growth: Low birth weight or small for gestational age
Sudden Infant Death Syndrome (SIDS)

Respiratory Effects
Acute lower respiratory tract infections in children (e.g., bronchitis and
pneumonia)
Asthma induction and exacerbation in children
Chronic respiratory symptoms in children
Eye and nasal irritation in adults
Middle ear infections in children

Carcinogenic Effects
Lung Cancer
Nasal Sinus Cancer

Cardiovascular Effects
Heart disease mortality
Acute and chronic coronary heart disease morbidity

Effects with Suggestive Evidence of a Causal Association with Secondhand Smoke
Exposure

Developmental Effects
Spontaneous abortion
Adverse impact on cognition and behavior

Respiratory Effects
Exacerbation of cystic fibrosis
Decreased pulmonary function

Carcinogenic Effects
Cervical cancer

Source: Ontario Tobacco Research Unit, 2001
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In Saskatoon Health
Region, 26% indicated they
are exposed regularly to
secondhand smoke
(Statistics Canada, 2002a).

Twenty minutes of breathing
secondhand smoke causes a
nonsmoker’s blood platelets
to get sticky … reducing the
heart’s ability to pump, and
placing the nonsmoker at a
higher risk of a heart attack.
(Glantz & Parmley, 2001)

The health of nonsmokers deteriorates when they
breathe secondhand smoke. In Canada, secondhand
smoke exposure causes between 1,000 and 7,800
deaths of nonsmokers per year (Ontario Tobacco
Research Unit, 2001). Of that total, approximately 33 –
260 deaths occur in Saskatchewan and 7 – 52 deaths
occur in Saskatoon Health Region each year.

In 2000-2001, 28% of the nonsmoking Canadians aged 12 and older said they were exposed
to secondhand smoke on most days in the preceeding month. In Saskatoon Health Region,
26% indicated exposure to secondhand smoke (Statistics Canada, 2002a).

A California study by Eisner, Smith, and Blanc (1998) reports findings related to the
smoking ban that took effect in all California bars and taverns in January 1998. This study
found that in nonsmoking bar workers, respiratory symptoms resolved and workers showed
an increase in lung function between 4.5 and 6.8 percent after the ban took place. Even more
interesting are the results of bar workers who smoke – they experienced the same rate of
improvement in lung function as nonsmokers. This study shows that whether a person is a
smoker or a nonsmoker, both gain significant lung function and reduction in respiratory
symptoms when secondhand smoke is eliminated.

Secondhand Smoke and Heart Disease and Stroke

Coronary heart disease is one of the main causes of
secondhand smoke-related deaths (Ontario Medical
Association, 2003). Of importance, is the finding that
nonsmokers, when exposed to secondhand smoke,
experience similar physical effects to those of active
smokers. For example, twenty minutes of exposure to
secondhand smoke causes a nonsmoker’s blood
platelets to get sticky, which reduces the ability of the
heart to pump, and puts a nonsmoker at a higher risk
of a heart attack (Glantz & Parmley, 2001).

Secondhand Smoke and Lung Cancer
Many studies over the years have concluded that secondhand smoke causes lung cancer.
Findings indicate that whether secondhand smoke is encountered at home or in the workplace
there is an increased risk of lung cancer even among people who have never smoked.
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SIDS is the number one cause of
death to children from one month to
one year of age…An infant’s exposure
to secondhand smoke at home triples
the risk of sudden infant death.
(Saskatchewan Institute on Prevention of
Handicaps, 2002).

Special Risks of Secondhand Smoke for Children

Health risks from secondhand smoke exposure are significant for children because they have
less ability to avoid smoky situations. They are more vulnerable to secondhand smoke
because they are still growing and developing. They also breathe in more of the toxins from
secondhand smoke because of their faster breathing rate.

Children exposed to secondhand smoke
experience more illness, ear infections,
enlarged adenoids, asthma, respiratory
infections, allergies, respiratory symptoms,
dental cavities, and developmental and
behavioural problems. Based on U.S.
statistics, Physicians for a Smoke-Free
Canada conclude that every year,

approximately 15 children die from fires started by tobacco products (1999c).

A summary of the percentage of cases, and the estimated number of cases per year, for
selected diseases and procedures for exposure to secondhand smoke in Canadian children is
found in Table 6. In addition, children exposed to tobacco smoke in childhood have impaired
lung function as adults, even if they themselves never smoke. SIDS is the number one cause
of death to children from one month to one year of age -- an infant’s exposure to secondhand
smoke at home triples the risk of sudden infant death (Saskatchewan Institute on Prevention
of Handicaps, 2002).

Finally, the Saskatchewan Institute on Prevention of Handicaps identifies a risk for the future
-- children are twice as likely to become smokers if their parents smoke (2002).

Table 6. Pediatric Diseases From Exposure to Secondhand Smoke

Condition Percentage of
Cases

Estimated Number of
Cases per Year

Ear infections 13 % 220,000
Tonsillectomies and adenoidectomies 24 % 2,100
Asthma cases 13 % 52,200
Physician visits for cough 16 % 200,000
Lung infections in children under 5 20 % 19,000
Deaths from SIDS -- 180 - 270

Source: Physicians for Smoke-Free Canada, 1999c
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75% of people with
oral cancer have
used spit tobacco.

Heather Crowe’s Story:

“I never smoked a day in my
life….I never smoked... The air
was blue where I worked.
…And I'm dying of lung
cancer from second-hand
smoke.”

Special Risks of Secondhand Smoke for Hospitality Workers
“Heather Crowe, 57, never smoked. But she worked in a restaurant with a smoking section.
Now Heather has lung cancer” (Health Canada, 2003). Secondhand smoke exposure is
common in many workplaces, particularly restaurants, bars, casinos and other entertainment
facilities. Employees who are routinely exposed to secondhand smoke can see their risk of
lung cancer increase by 20% (Health Canada, 2003). Three million Canadian workers have
no protection from secondhand smoke. Another 8 million have only partial protection. Levels
of exposure to secondhand smoke can be higher in some workplaces than at home. For
example, the level of nicotine in the air in bars is up to 15 times higher than in a smoker's
home.

Nonsmokers who work in a smoke-filled environment inhale the same toxic chemicals as the
people smoking. The risk of a nonsmoker developing
coronary heart disease can be considerably higher if
they are regularly exposed to secondhand smoke on
the job (Health Canada, 2002b). The risk of hospitality
workers developing health problems related to
secondhand smoke is extremely high. This risk exists
because not only are workers faced with high levels of
secondhand smoke, they are also exposed to it for
extended hours. According to Physicians for a Smoke-
Free Canada (1999c), being in a smoky bar for only
two hours is the same as smoking four cigarettes.

HEALTH CONSEQUENCES OF SMOKELESS TOBACCO

Smokeless tobacco use is increasing in Canada and is more prevalent in Saskatchewan than
in the rest of Canada. Smokeless tobacco goes by several names: chew, snuff and spit
tobacco. It contains much more nicotine than cigarettes, one can of snuff delivers as much
nicotine as 60 cigarettes.

Smokeless tobacco causes oral cancer of the lip, tongue, cheek, throat, gums, roof and floor
of mouth, and the voice box (larynx). The risk for cancer is
greatest at the site of tobacco exposure. Long time snuff users
have a 50 times greater risk of cancer of the cheek and gum.
Smokeless tobacco also increases the risk of cancers of the
pharynx and esophagus. Over a 7-year period, 759 people had
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Spit tobacco is not a
safe alternative to
cigarettes.

oral cancer in Saskatchewan. The incidence of specific cancers is found in Figure 3. Over
this same time frame, 172 people died of oral cancer in Saskatchewan.

Even if cancer does not develop, permanent damage to teeth and
gums can result from smokeless tobacco use. The grit and sand
in smokeless tobacco products can scratch the teeth and wear
away tooth enamel. The irritation can cause the user’s gums to
recede, leaving the root surfaces exposed and the teeth sensitive
to heat and cold. The sugar in smokeless tobacco often causes
dental cavities. When used, the nicotine is readily absorbed leading to increased heart rate
and blood pressure. There may be other health consequences such as complications in
pregnancy and stomach problems. In addition, users have bad breath, stained teeth, and the
need to spit frequently.

Similar to smoking, smokeless tobacco is addictive. Users have difficulty quitting because of
the unpleasant feelings they experience when they discontinue use.

COST OF TOBACCO USE

The cost of tobacco use can be measured in morbidity, mortality and dollars and cents.
Attempts have been made to calculate the cost to individuals and society. Using 1991 data,
Kaiserman (1997) identifies a number of costs such as smoking-attributable health care,

Source: Data obtained from Saskatchewan Cancer Foundation

Figure 3.  Total Number of Oral Cancers, Saskatchewan, 
1993 - 1998
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A higher percentage of Saskatchewan
youth start smoking under 14 years of
age compared to the national age of
initiation.

long-term residential care, workers’ absenteeism and lost future income caused by premature
death.

In the Saskatchewan situation (Tilson, 2001) each year tobacco use costs the local economy a
total of $266 million. This includes:

� $87 million for direct costs such as hospitalization, physician services, drugs, and fire
loss,

� $179 million for indirect costs including morbidity and health services for low birth-
weight babies.

To put these figures in context, Saskatchewan tobacco taxes generate less than half this
amount or $125.8 million per year.

These costs highlight the dramatic impact that smoking has on the people of Saskatchewan
and on Saskatchewan’s public health system. Neither tobacco taxes nor money from the
tobacco companies covers the community’s smoking-related costs. In addition to health-
related costs, tobacco use increases the costs of insurance, cleaning, maintenance and house
and forest fires.

CURRENT TOBACCO USE TRENDS

Reflecting the increasing awareness of the health and other hazards of smoking, the rates
have continued to fall as increasing numbers of people quit. However for many, it is not easy,
requiring several attempts to quit, and some are never successful until they are too ill to
continue smoking, by which time the damage is done.

While more people are quitting, given the difficulties once the addiction is established, the
number of young people who smoke is of particular concern. Very few start in adulthood
(over the age of 19) thus to sustain a market it is essential for tobacco to be accessible and
promoted to the young. Essentially, if initiation of smoking can be avoided until college the
numbers who start will be very small.

For example, in 2001-2002, 33% of
smokers and former smokers in
Saskatchewan report they started smoking
between the ages of 12 and 14 years and
10% started smoking before they turned 12
years of age.
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An additional 45% started between 15-19 years of age and 10% started after age 19
(Statistics Canada, 2002) (see Table 7). An estimated 84,000 teens start smoking in Canada
every year – about 230 each day (Health Canada, 1999a). Given the population of the
Saskatoon Health Region, this means that approximately 640 teens start smoking every year
– about 2 each day.

Smokers who start early have virtually an entire lifetime of accumulated risk for
cardiovascular disease, cancers, and other smoke-related illnesses. Compared with
nonsmokers, the risk of premature death is more than double among males and almost double
among females who begin smoking by age 15 (Ellison, 2000). Addiction to nicotine sustains
cigarette smoking and is responsible for the remarkable intractability of smoking behaviour
(U.K. Department of Health, 1998). Smokers who start earlier also appear to have a harder
time quitting later on.

Since the 1960s, a variety of strategies have been implemented by all levels of government to
reduce tobacco use. Generally the results have been positive, leading to a decline in tobacco
use in most populations (see Figure 4). The message initially focused on the health hazards
for smokers, more recently, attention on the effects of secondhand smoke, and the deceptive
practices of tobacco companies, has had an increasing influence in combating tobacco use.

Table 7. Age of Smoking Initiation
 5-11 years 12-14 years 5-19 years 20 years & over

Canada 8% 30% 46% 14%
Saskatchewan 10% 33% 45% 10%

Source: Statistics Canada, (2002a).

Source: Gilmore, 2002

Figure 4. Trends in smoking – Current smokers by age, Canada,
1985 - 2001
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In the future, deaths due to smoking are anticipated to outnumber other significant causes of
early death (Figure 5).

Source: Adapted from Schabas, 1996

Canadian Tobacco Use Rates

In 2002, 21% of Canadians age 15 and older were smokers (Health Canada, 2002a). This
shows a decline from 1999 when the rate was 25% (Health Canada, 1999). Canadian youth
(15 to 19 years) show a decrease in the rate of smoking from 1999 to 2002. In 1999 the
smoking rate was 28% with a decrease in 2002 to 22% (Health Canada, 2002a). Details by
gender are found in Table 8.

Mainly males (approximately 88%) consume other tobacco products (cigars, pipes, and
smokeless tobacco). Approximately 3% of the population use cigars compared to 22% who
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Figure 5. Future Cause of Death Before Age 70 Among 100,000 15-Year Old Smokers

Table 8. Percentage Rate of Smoking, Canada, 1999 & 2002

Age Group Gender 1999 2002
15 and older All 25 % 21 %

Male 27 % 23 %
Female 23 % 20 %

15 – 19 years Male 27.5 % 21 %
Female 29 % 23 %

Source: Health Canada, 1999b and 2002b
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use cigarettes. Pipes have declined in use to the current level of 1%. Cigars are the most
commonly used form of tobacco next to cigarettes. Most who use cigars and pipes also
smoke cigarettes. About 1% of Canadians use smokeless tobacco (Health Canada, 1999b); in
Saskatchewan the rate is almost double the Canadian rate at 1.95% (ATRA, 2001).

Saskatchewan Tobacco Use Rates

Saskatchewan smoking rates are higher than the Canadian smoking rates, but similar to
Canada, show a decline in most populations. In 2002, 21% of the total population 15 years
and older were smokers, with more males smoking than females. This is a decrease from the
smoking rate of 25% reported in 1999. Similarly, Saskatchewan youth, aged 15 to 19, show a
decrease in smoking from 1999 to 2002, from 31% to 29% respectively (see Table 9) (Health
Canada, 2000a, Health Canada, 2002a).

Saskatoon Health Region Tobacco Use Rates

In the former Saskatoon District Health (SDH), more men smoked than women on a daily
basis at the ages 20 to 44 and over 65 years. The urban portion of the SDH had a slightly
higher proportion of daily smoking than rural residents. In addition, “non-smoking was
positively related to income and education with those with higher levels less likely to smoke”
(SDH, 2000, p. 118). For example, in SDH, the lowest income group reported a smoking rate
of 31% while the highest income group reported a rate of 19% (SDH, 2000).

Saskatoon Tobacco Use Rates

In the most recent Saskatoon city survey (2003), 18.4% of Saskatoon city adults identify
themselves as smokers compared to 21.9% in the Saskatoon Health Region (Canadian
Community Health Survey, 2001). Of the Saskatoon city group, 35.2% smoke less than a half
pack and 45.7% between one half and one pack per day.

Table 9. Smoking Prevalence for Canada & Western Provinces by Age Group, 2002
AGE GROUP 15+(%) 15-19(%) 20-24(%) 25+(%)
CANADA 21 22 31 20
MANITOBA 21 23 33 20
SASKATCHEWAN 21 29 34 19
ALBERTA 22 19 30 22
BRITISH COLUMBIA 16 15 22 16

Source: Health Canada, 2002a
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For children, smoke-
free schools and
grounds help
establish non-
smoking as the norm.

In the City of Saskatoon survey, smoking households account for 17.6% of all households
with 71.4% of these having a single smoker. Only 5.1% of smoking households have more
than two smokers.

TOBACCO USE REDUCTION STRATEGIES

Simply knowing the facts about the hazards of tobacco use is rarely enough to cause a
behavioral change. With an addiction as deeply imbedded as tobacco, this is especially true.
Thus governments, voluntary organizations and others, work together to combat the decades
of efforts of tobacco companies to recruit more addicts. Successful tobacco reduction
requires a comprehensive approach aimed at achieving four goals:

� Preventing tobacco use among young people.

� Persuading and helping smokers to stop using tobacco products.

� Educating the public about the tactics of the tobacco industry in order to shift
social attitudes to recognize the hazardous, addictive nature of tobacco.

� Protecting Canadians by eliminating exposure to secondhand smoke.

(Health Canada, 1999c)

Education in Schools

Health Canada (1995) stresses the importance of the role of
schools in tobacco reduction:

Elementary and secondary schools are much more
than academic institutions for children and
adolescents. For young people, schools are centres
of influence on their attitudes, behaviours and health. One area of influence of special
concern pertains to smoking.

Preventing tobacco use during the school-age years is critical since most people who
smoke begin as pre-teens or teens. Children’s attitudes and intentions about tobacco
use are affected when they see teachers, other role models or their peers smoke. The
message to young people is that smoking may have some value despite the associated
health risks. Children are also particularly vulnerable to health problems caused by
exposure to secondhand smoke. Therefore, school policies that provide complete
protection from secondhand smoke and establish non-smoking as the norm are
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Many cessation programs are based
on behaviour modification methods
such as relaxation, developing
coping skills, identifying and
avoiding smoking triggers, nicotine
fading (gradually reducing nicotine
intake), and relapse prevention
training. Well-designed behaviour
modification programs have been
shown to double cessation rates
(ATRA, 2001).

essential components of health promotion and health education (Health Canada, 1995,
p. 2).

Health Canada (1994) found that only a minority of Canadian school children experience
effective tobacco prevention programs. Many programs do not meet the criteria of a total of
10 sessions over four years, the guidelines set out by Glynn (1989). With these and other
criteria in mind, Saskatoon Health Region implemented and evaluated a smoking prevention
program in grade 6 classrooms (Laurie, M., 1997-1999). The three-year evaluation
demonstrated that students receiving intensive curricula, are less likely to smoke than those
who did not receive focused programming.

Health Canada (2002d) examined the cost-benefits of prevention education. Calculations
were done using several cost indicators such as early death and lost productivity from illness.
Each calculation found that there was substantial cost benefit in implementing effective
prevention programs.

Tobacco Cessation

Cessation of all tobacco use is clearly the best way to prevent tobacco-related disease and
illness. However, abstaining from tobacco is a challenging proposition as illustrated in Table
10 regarding the number of attempts smokers make to quit smoking.

Although the initiation of tobacco may be dependent on persuading marketing strategies by
tobacco companies and social pressures, biological factors play an important role in ongoing
tobacco use. Among regular users, the incidence of dependence ranges from 60-90%
(Giovino, et al., 1995; FDA, 1996; Breslau, et al., 1993). There is evidence to support the
notion that the risk of developing dependence to tobacco is higher than observed following

initial use of cocaine or alcohol (Giovino, et al.,
1995; FDA, 1969; Anthony, 1994).

In Canada, 5.6 million adults aged 25 or older
were former smokers, as compared with 4.3
million current smokers of this same age. Fifty-
seven percent of the adults who ever smoked
had quit as of 2001. Concerns about their own
health was the main reason for quitting among
former smokers (Health Canada, 2001a).

Table 10. Quit attempts in the past 12 months, age 15+ years, Saskatchewan, 2002

Population estimate No attempts 1-3 attempts 4 or more attempts
Total 125,000 50 % 39 % 11 %*

* Moderate sampling variability, interpret with caution

Source: Health Canada, 2002b
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For 90% of smokers attempting to quit, the most common methods chosen are self-help
programs or products. An examination of cessation interventions done by researchers at the
University of British Columbia compared average smoking cessation rates for various
methods of interventions and concluded that a behavioural group program or nicotine
replacement would produce a higher quit rate than self-help materials or no help (Miller, et
al., 2001). See Table 11 for selected cessation interventions.

Cessation interventions, combined with broad environmental strategies such as a smoking
restriction in public places, create a synergistic effect on tobacco reduction, with results
exceeding the effect of either action on its own. Some would argue that “ethically there may
be a need to ensure that appropriate supports exist (e.g. access to cessation programs) for
those who want or need them when environmental changes are made” (Miller, et al., 2001, p.
3).

The Regulatory Landscape in Canada

The legislation described in this section provides a sample of laws that aim to reduce tobacco
use. There are a wide variety of laws around the world. Some laws address the regulation of
tobacco products like the growing, manufacturing, sale and advertising; other laws legislate
the use of tobacco products such as where, when and by whom tobacco can be used. Studies
show that when restrictive ordinances are passed, the tobacco industry experiences a decrease
in sales and consumption (Coleman, 2001).

There is evidence that effective legislation reduces tobacco use. For example, tobacco use is
deterred when there is taxation of tobacco products leading to increased price. This strategy
is particularly effective with youth. Other strategies such as smoking bans, also reduce
tobacco consumption.

Canadian Legislation
In 1997, the Tobacco Act became law. The focus of this act is regulation of the manufacture,
sale, labeling and promotion of tobacco products in Canada. Outcomes of this act include

Table 11. Average 6-Month Quit Rates for Selected Tobacco Cessation Interventions

Intervention Quit Rate (%)
No intervention (“cold turkey”) 3.0
Self-help 5.0
Advice (physician or other health professional) 10.2
Nicotine replacement 14.0
Multi-component skills training program 24.0

Source: Miller, et al., 2001
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Victoria, BC has a 100%
smoking ban in public
places. It has not hurt
business – in fact,
attendance increased by
8% at bingo halls and
bowling alleys and 23%
at restaurants.

reduced tobacco sponsorship (prohibited after September 2003), addition of graphic health
warnings on tobacco product packages, restriction of tobacco sales to minors, and required
reporting by tobacco companies about sales, research and promotion activities.

Legislation in Canadian Provinces

Newfoundland and Labrador and British Columbia have provincial laws that require smoke-
free restaurants. On April 30, 2003, British Columbia required bars to be smoke-free as well.

The Saskatchewan Tobacco Control Act (2001) requires a number of public places to be
smoke free and others to be 60% nonsmoking by January 1, 2004. In addition, the Act
restricts sale of tobacco to youth and requires that tobacco products be stored out of sight by
retailers. Facilities that are 100% smoke free include schools, post-secondary education
facilities, health care facilities, day cares, libraries, public portions of office buildings, retail
stores and other businesses accessed by the public, video arcades, theatres, commercial
transit and taxis, and outdoor bus shelters. Places that are required to have designated
nonsmoking areas (60%) include billiard halls, bingo halls, bowling centres, casinos,
restaurants and taverns.

Legislation in Canadian Municipalities

As of August 2001 the Canadian Cancer Society identified at least 49 Canadian
municipalities requiring smoke-free restaurants and at
least 20 municipalities requiring smoke-free bars.
Ottawa established high standards in August 2001 by
banning smoking in all public places and workplaces in
the city of Ottawa, which encompasses 12 former
municipalities. There is no allowance for designated
smoking rooms. Other examples of smoking bans in
public and workplaces include Waterloo, Victoria, and
the province of British Columbia (Heart and Stroke
Foundation of Saskatchewan & Canadian Cancer
Society, 2001).

Secondhand smoke is encountered in many facilities
including public places, workplaces and homes. In Saskatchewan, urban municipalities have
the jurisdiction to pass ordinances to control smoking in public places. Early in 2003, the
Prince Albert city council passed a motion to develop and pass a bylaw that bans smoking in
public places. The City of Saskatoon is currently considering smoking bylaw options.
Adoption of bylaws that ban smoking in public places allows municipal governments to meet
their obligation to protect residents from a serious health risk.

While few now seriously question the health impacts of smoking and secondhand smoke,
local bylaws are challenged based on concerns that it will hurt business. The reality however
is quite different with the impact of smoke-free public places providing health benefits as
well as economic benefits.
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The public is
increasingly interested
in, and seeking out,
smoke-free public
places for dining,
entertainment and
recreation.

Typically, banning smoking in public places makes little difference to smokers’ patterns of
going out while it attracts back nonsmokers that stayed home rather than be subjected to
tobacco smoke. The public is increasingly interested in, and seeking out, smoke-free public
places for dining, entertainment and recreation. Research has identified that business
consistently either stays the same or increases. For example:

An Angus Reid Group (1995) survey of B.C. Lower Mainland and Victoria residents
addressed the issue of potential business loss if smoking were to be banned in restaurants and
bars. It found that such a ban would actually increase patronage in restaurants. Among
frequent and occasional patrons, 22% expected to go to restaurants more often, compared
with 13% who would go less often. The bylaw would not affect the patronage of drinking or
gaming establishments. One issue is the effect of weaker regulations in neighbouring
municipalities. The survey found that most smokers were not willing to travel more than 30
minutes to smoke in a bar (Health Canada web-site, August 2003).

In a Health Canada survey (2001b) regarding smoking in bars and restaurants, 77% of all
respondents thought there should be “severe restrictions” on smoking in restaurants. Of these,
42% believed smoking should be banned completely and 35% wanted smoking only in an
enclosed designated smoking room. For bars 55% believed in “severe restrictions”. Of these,
27% believed that smoking should be banned in bars and 28% thought smoking should be

allowed in an enclosed designated smoking room.

Not surprisingly, within the total group, smokers were
somewhat less supportive of smoking restrictions. However
even among smokers, 57% want some sort of restriction on
smoking in restaurants: 25% want no smoking at all and 32%
want smoking only in a designated smoking room. With
regards to bars, 26% of current smokers want some
restriction on smoking in bars: 9% want no smoking at all
and 17% want smoking only in a designated smoking room

(Health Canada, 2001b).

Policies for Schools

The majority of current and former smokers begin smoking by the age of 19 years and the
school environment plays an important part in a child’s perception of what is normal
behaviour. School systems that establish policies to eliminate the presence of all tobacco

products and their use from facilities and property,
assist in de-normalizing tobacco.

School smoke-free policies must be clearly and
consistently communicated, applied, and enforced to
reduce smoking among students. While simply
making sure that no children smoke at school is
helpful, also prohibiting smoking by teachers, other

School smoke-free policies
must be clearly and
consistently
communicated, applied,
and enforced to reduce
smoking among students



TOBACCO OR HEALTH September 2003 21

school staff, and visitors sends a much more powerful anti-smoking message.

School policies are an important part of a comprehensive tobacco strategy. Simply adopting
firm smoke-free policies for all school properties and events will have a strong positive
impact, but these policies are even more effective when prevention and cessation education
accompany them. Thus guidelines should include health education, cessation, and school
policy (CDC, 1994).

In a 1995 Health Canada survey of smoking policies in schools, 65% of Saskatchewan
schools banned tobacco indoors and outdoors, 21% banned tobacco indoors and permitted it
outdoors while an additional 2% restricted tobacco use to designated smoking areas. The
65% of schools that completely banned smoking, was an increase from 1990 at 60%. While
this progress is encouraging, in comparison to other provinces, Saskatchewan ranks 5th

lowest out of the twelve provinces and territories surveyed.

In 2001, the Saskatchewan Tobacco Act declared all schools smoke-free. However, there was
no statement regarding smoking outside on school property. Recently the Saskatchewan
Teachers’ Federation passed a resolution indicating that they want all schools and school
property to be smoke-free in Saskatchewan. This is an important step towards a policy that
will have an impact on youth tobacco use.

In the Saskatoon Health Region some attempts have been made to eliminate smoking on high
school grounds. One such approach phases-in the policy over 4 years. For example, in the
first year, grade 9 students are prohibited from smoking on grounds while grades 10 – 12 are
allowed to use designated areas. As original grade 9 class moves through successive grades
the smoking policy continues to apply to them and all others who enter the school in
subsequent years.

Media

Tobacco control advertising provides increased awareness
of tobacco issues in the public. Advertising may be used
to address prevention of tobacco use among youth or
move those using tobacco to quit. To be effective,
messages need to be tailored to the purpose and intended
audience.

Tobacco control advertising is best used to complement and reinforce other tobacco control
strategies. The tobacco industry has access to greater resources to promote their products
than health organizations do to promote tobacco use prevention and cessation. However,
federal and provincial legislation has diminished the tobacco industry’s access to many of
their advertising options. Nevertheless, advocates for tobacco reduction will continue to use
media to promote health and counter messages from the tobacco industry.

To be effective,
messages need to be
tailored to the purpose
and intended audience.
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HOW SASKATCHEWAN STACKS UP

A recent review of tobacco control efforts of
the Government of Saskatchewan, published
by the Heart and Stroke Foundation of
Saskatchewan indicates . “This compares
with almost $4 per person in Alberta,
$1.50/person in BC and $16/person in

Maine!”(2003, p. 1). Provincial strategies are graded in terms of effectiveness (see Table 12).

Table 12. Heart & Stroke Foundation of Saskatchewan Tobacco Control Report Card
Rating (Grade) Tobacco Reduction Intervention
Unacceptable Provincial comprehensive tobacco reduction strategy;

Mandatory smoke-free workplaces;
Poor Mandatory smoke-free public places ;

Mandatory school-based comprehensive tobacco prevention;
Fair Accessible cessation aids and programs;
Good High tobacco taxes (good);

Sustained mass media counter advertising campaign;
Very Good Restrictions on tobacco product promotion; Prohibition of sale of tobacco

to minors.

Source: Heart & Stroke Foundation of Saskatchewan (2003)

Saskatchewan spends an average of
fifty (50) cents per person compared
with almost $4 per person in Alberta.
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Table 13. Saskatoon Health Region Tobacco Reduction Activities, 2000 - 2003

Goal and Strategy Activity
Prevention via
public education

� Developed and deliver Grade 5: TALK1 (Tobacco Affects the Lives of Kids)
a social influences program (PHS)

� Developed and deliver Grade 6: TALK More (Smokeless Tobacco) (PHS)2

� Developed Grade 7 TALK Back (identifying and resisting pressure) (PHS,
2003)

� Developed Grade 9 TALK More (The Tobacco Industry) (PHS, 2003)
� Brief counseling with all parents at home visit and first child health

conference (CHC) appointment and, for children who are regularly exposed
to secondhand smoke at subsequent CHC appointments (2003, PHS)

� Developing an evidence-based prevention program for at risk children (PHS,
2003)

Prevention via
community
capacity building

� Annual workshop for parent leaders of Optimist’s Just Say No Program
(PHS)

� Annual workshop for teachers and pubic health nurses to deliver the grade 5
TALK program (PHS)

Cessation � Part-time addictions counselor funded from January – November 2002. This
position was discontinued when funding ended. (Addiction Services &PHS)

� Promote cessation services available to SHR residents and staff (Addiction
Services, PHS & OH&S)

Protection via
policy and
legislation

� Presentation to Special All Party Legislative committee on Tobacco Control-
Public Hearings (PHS & SHR Board)

� Collaborate with Saskatchewan Health regarding enforcement of the Tobacco
Control Act (2001, PHS)

� Public Health Inspectors educate licensed food and beverage establishments
about Tobacco Control Act (2001-03, PHS)

� Along with smoke-free facilities, smoking is banned at entrances (RUH, SCH
& PHS)

� Working on a smoke-free policy for the health region (2003-led by PHS,
Addiction Services & OH&S)

� Work with the City of Saskatoon, People for Smoke Free Places and other
health organizations to establish a smoke-free bylaw ( PHS, 2003)

Denormalization Advised Saskatchewan government regarding the Tobacco Control Act (2001)
and regulations (PHS).

Legend: OH&S-Occupational Health & Safety RUH-Royal University Hospital
PHS-Public Health Services SCH-Saskatoon City Hospital

1In 2001, Public Health Nurses delivered TALK in 81 Classrooms, 567 sessions, reaching over 2000 students.
This is approximately 70% of grade 5 students.
2In 2001, Dental Health Educators delivered 50 sessions, reaching 1200 students in high and medium risk
schools.

The 2000 Health Status Report (Saskatoon District Health) recommended that the health
region “develop a comprehensive tobacco reduction policy to reduce rates of smoking in the
district, especially in youth and young women” (p. xi). Since the report, several care groups,
departments, and facilities within the health region have worked to reduce tobacco use. These
include: Addiction Services, Occupational Health and Safety Department, Public Health
Services, Royal University Hospital, and Primary Care. Some of the activities in within the
Saskatoon health region are listed in Table 13.
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COST OF A COMPREHENSIVE TOBACCO REDUCTION PROGRAM

A comprehensive approach to tobacco reduction is most effective when built on a foundation
of five strategies:

� Policy and legislation such as provincial and federal legislation and municipal non-
smoking bylaws.

� Public education such as social marketing, health care advice and support, and
changing the social acceptability of tobacco.

� Accountability of industry and product such as prohibition of tobacco sales to
children, legal suits and criminal prosecution for fraud and smuggling.

� Research into effective prevention and treatment to answer questions such as:

- what are the most effective programs in prevention and protection

- further understanding of the effects of environmental tobacco smoke

� Create an environment that supports behavioural change such as:

- cover the cost of tobacco cessation programs and pharmaceutical aids

- remove tobacco products from public view

- lower life insurance costs for nonsmokers

- non-smoking role models

- smoking bans in public places and workplaces

- taxation on tobacco.

The 1999 best practice document published by the Center for Disease Control and Prevention
(CDC) states that a comprehensive approach is most effective in reducing tobacco use. The
CDC estimates the cost of a comprehensive tobacco control program from $7 to $20 (USD)
per person.

In 2001, Public Health Services – Saskatoon Health Region estimated the cost of a tobacco
control program for the region (see Appendix A). The plan focused on a comprehensive
approach that included community, school, counter-marketing, cessation, enforcement,
evaluation and surveillance. These categories embrace the activities that are described in
documents from the Center for Disease Control and Prevention (1999), Health Canada
(1999c) and Saskatchewan Health (2001). The estimated annual cost of ongoing activities for
the Saskatoon Health Region is $1,012,000. The estimated cost of projects (1-2 year in
duration) is $593,000. At present Public Health Services spends approximately $75,000 per
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year on tobacco reduction through a focus on prevention, healthy public policy development
and advocacy.

Eventually these costs would diminish alongside reductions in the number of smokers and
smoking in public places. The current costs of smoking represent approximately 1550
premature deaths and more than $250 million per year in Saskatchewan.

PUBLIC ATTITUDES IN SASKATOON

The evidence regarding the hazards of secondhand smoke is irrefutable. In May of 2003,
Public Health Services worked with the City of Saskatoon to determine the attitudes of
Saskatoon people regarding tobacco issues, in particular their thoughts around smoking in
public places. Other cities in Saskatchewan and Canada are or have moved toward a 100%
smoking ban in public places. An additional pressure to move in this direction has been
created by several national organizations such as the Canadian Pediatric Society and the
Canadian Public Health Association who passed resolutions so that future annual conferences
will be held only in cities where smoking is banned in public places.

Study Objective

A survey was conducted with Saskatoon people to gain insight into public opinion, attitudes,
perceptions, and behaviour regarding the impact of secondhand tobacco smoke and interest
in a smoking ban in public places by the residents of Saskatoon.

Design, Setting, and Participants

Fast Consulting was contracted to conduct a telephone survey of residents of Saskatoon. The
questionnaire consisted of 22 questions about: a) demographic information including
smoking status, b) attitudes and behaviours related to secondhand smoke at home and in
public places, c) knowledge about secondhand smoke and health, and finally d) beliefs about
smoking bans in specific public places (see Appendix B).

The sample of 1250 was selected at random to ensure representation from each Saskatoon
electoral ward as well as across the City of Saskatoon. This sample of 1250 participants
yields an overall confidence of 95% within a margin of error of plus or minus 2.8% points.
Additional breakdown of 125 completed surveys per city ward reduces results with a margin
of error of plus or minus 8.7% points. Fast Consulting completed the survey process in May
2003 and forwarded the data to Saskatoon Health Region in June.
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The public places identified in the survey for a possible 100% ban on smoking were:

� Restaurants/Cafes

� Lounges/Bars/Night Clubs/Pubs

� Bowling Alleys

� Bingo Halls, Pool Halls

� Recreation Facilities e.g. arenas, and casinos.

Findings

The survey focused on the knowledge, attitudes and behavior of the participants related to
tobacco.

Demographics of Participants

All respondents were 18 years or older. Equal numbers of males and females were obtained
intentionally in the sampling process. Approximately 88% had completed grade 12 or a
higher level of education.

Smoking Status

The smoking status of respondents was similar to national numbers: 1020 of respondents
(82%) were nonsmokers and 230 (18%) were smokers. Among current nonsmokers 31% had
smoked regularly and 7% occasionally in the past. The main reason for quitting was health
concerns (14%). The next most cited reason for quitting was “thought it was time to quit”
(4%). Other reasons included pregnancy, to protect children, for a family member,
considered it a bad habit and for social reasons.

Knowledge about Secondhand Smoke Effects and Smoking in the Home
The large majority of respondents (91%) agreed that “secondhand smoke is hazardous to
your health,” with 75% strongly agreeing and 16% agreeing with the statement. Consistent
with this, most (92%), agreed that “everyone should have the right to breathe air free of
tobacco smoke.” Only a small minority of respondents (8%) believed that secondhand smoke
is “not a serious problem for health.”
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Table 15. Percent * Who  Agree with 100% Smoking Ban by Facility

Facility %

Lounge/Bar/NightClub/Pub 59
Pool Hall 61
Casino 61

Bingo Hall 64
Bowling Alley 75
Restaurant/Cafe 77
Recreational Facilities e.g., arenas 84
* excludes those who identified facility as not applicable

Table 14. Percent of Saskatoon Residents who have Avoided a Public Place due to
Secondhand Smoke, 2003

Facility %

Restaurant/cafe 40
Recreation Facility 17
Bowling Alley 19
Casino 22
Pool Hall 23
Bingo Hall 33
Lounge/Bar/NightClub/Pub 42

More than 54% have avoided going to at least one public place because of tobacco smoke
(see Table 14).

When asked about how they handled smoking in their home, most respondents (54%) stated
that they allowed smoking outside only. An additional 23% do not allow smoking anywhere.
There is a small group (11%), who allowed smoking anywhere in their home.

Smoking Restrictions in Public Places
When asked about a complete smoking ban in all public places, 71% agreed that smoking
should not be permitted (54% strongly agreed, 17% agreed). When the question was asked in
more detail as to which places should have a 100% smoking ban for all places, a majority of
respondents either strongly agreed or agreed. The lowest percentage of agreement with the
100% smoking ban was bars and lounges at 59% (see Table 15).
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In all age groups, the majority desired 100% smoke-free public places (Figure 6).

The majority of respondents (79%) stated that they routinely requested a nonsmoking section
in a restaurant or café. Approximately 55% of all respondents thought business profits would
stay the same or increase, while 39.7% thought they would decrease and 6.3% were unsure.
However, many say that a 100% smoking ban would increase their attendance at all public
places. Figure 7 describes respondents intention to attend public places in light of a 100%
smoking ban.

Figure 7. Percent of Saskatoon Respondents Attending Several Businesses
More or Less often if 100% Smoking Ban, 2003
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Figure 6. Percent of Saskatoon Respondents Desiring
100% Smoke Free Public Places by Age Group, 2003
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The economics of what will happen to business once a ban on smoking is implemented is a
common point raised in debates. The evidence points to either no change or an increase in
business income (Bhatia, 2003; Scollo, et al., 2003). The people of Saskatoon appear to
agree. People also would prefer that every city, town and village in the province have the
same restrictions in place with 81.2% agreeing or strongly agreeing. Additionally, 85% said
that even if it meant an additional $1 per person to enforce the bylaws, they would still
support the restrictions (actual additional costs will be minimal if any).

CONCLUSIONS

Tobacco remains Canada’s number one cause of preventable death and illness. Secondhand
or involuntary smoking alone accounts for more deaths and illness than the total of SARS,
West Nile, Mad Cow, Murder, Suicide, and a number of other causes combined. Whether it
is preventable cancers, heart and lung disease, or the costs of cleaning, fires and insurance,
the impact of tobacco cannot be ignored.

Provinces across the country have largely left the responsibility for regulation of smoking in
public places to municipalities. While this has meant slow implementation of measures to
protect the public from secondhand smoke, more municipalities are taking this responsibility
seriously and enacting nonsmoking bylaws for public places including bars and restaurants.
The results of surveys of public attitudes and behaviour regarding secondhand smoke share a
common theme. The public is becoming less tolerant of secondhand smoke in public places.
They are voting with their feet, avoiding places that are smoky and seeking out those with
nonsmoking policies. The people of Saskatoon reflect the trend to patronize nonsmoking
places, with more than 85% willing to pay slightly more in taxes to ensure it happens. For
health, social and economic reasons, municipalities and others are working towards
eliminating tobacco smoke from public places.

Reducing tobacco use requires multiple strategies that work to protect people from exposure
to secondhand smoke, prevent tobacco use among young people, persuade and help smokers
to stop using tobacco products and educate the public about the tactics of the tobacco
industry.

RECOMMENDATIONS

Given the impact of tobacco and secondhand smoke, this report is not simply of academic
interest but a call for specific responses to curb this epidemic of premature death and illness.
What follows are suggestions for action that agencies, employers and various levels of
government can do. This requires comprehensive and coordinated strategies from education
to legislation as outlined in the chapter on successful strategies. It is recommended that:
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1. Saskatoon Health Region

a) Advocate for and allocate appropriate funding to support a comprehensive
tobacco strategy that includes public awareness, prevention education for children
and youth, cessation support, a hospital-based pharmaceutical aide program upon
admission for smokers, advocacy for stronger legislation and bylaws, and
enforcement of existing legislation.

b) Implement a multi-component tobacco cessation strategy in collaboration with
voluntary organizations and other agencies.

c) Encourage physicians and other health professionals to document client tobacco
use status and degree of exposure to secondhand smoke and counsel appropriate
action to decrease health risk.

d) Apply strategies that address the special needs of populations such as prenatal
women, children living in poverty, and First Nations people.

e) Enhance support to public health inspectors for enforcement of existing tobacco
control legislation.

f) Incorporate tobacco reduction strategies into existing programs such as First Step.

g) Work in partnership with other organizations to reduce tobacco use and continue
as a member of the Saskatchewan Coalition for Tobacco Reduction to advocate
for broad population health strategies for the province.

h) Collaborate with school divisions to eliminate smoking on school grounds and to
implement a comprehensive prevention program for grade 5 – 10.

i) Support applied research and disseminate findings to facilitate implementation of
effective tobacco reduction strategies.

j) Create a web resource in the SHR web-site that addresses tobacco issues and links
with other health and tobacco related web-sites.

k) Establish an annual SHR “report card” on tobacco.

2. Other health organizations

a) Continue to increase public awareness of tobacco issues through broad media
campaigns and special events.

b) Collaborate with regional health authorities to research tobacco issues identified
as priorities for communities.

c) Continue to disseminate national and regional findings and initiatives that support
tobacco reduction.

d) Participate as members of the Saskatchewan Coalition for Tobacco Reduction.
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3. Municipalities

a) Strengthen bylaws to ensure that the public and workers are not exposed to the
hazards inherent in secondhand smoke in public places including bars, restaurants,
bingo halls and other places where the public gather.

4. Educational Institutions

a) Enact a policy that prohibits tobacco use on school grounds.

b) Offer individual and group cessation counseling for students and staff.

c) Implement a comprehensive tobacco prevention program for grades 5 – 10 based
on criteria for effective programs.

d) Provide teacher training on tobacco-related issues and effective classroom
strategies.

e) Support out of classroom, peer led initiatives that support a tobacco free norm.

f) Ensure curriculum at the post-secondary level incorporates education about
tobacco issues for students in nursing, medicine, dentistry, physiotherapy,
pharmacy, education and other health-related fields.

5. Employers

a) Enact a policy that protects staff, clients and the public from secondhand smoke
and that reinforces a social norm of being tobacco free.

b) Provide adequate information and / or access to tobacco cessation support for
staff.

c) Eliminate smoke drift to indoor spaces by prohibiting smoking within 10 meters
of any building entrance.

6. The Provincial and Federal Governments in collaboration with the private and voluntary
sectors

a) Enhance efforts to eliminate access to tobacco by children and youth.

b) Ensure implementation of province-wide tobacco use prevention programs
consistent with the criteria for effective programs and create a social norm of
being tobacco-free.

c) Increase taxation on tobacco products to reduce initiation of tobacco use.

d) Work in collaboration with other health organizations to implement mass media
education to reduce tobacco use initiation and to increase tobacco use cessation.
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e) Amend the Tobacco Control Act to provide 100% smoke-free public places
province-wide.

f) Amend provincial legislation to provide smoke-free workplaces.

g) Incorporate pharmaceutical aides that support tobacco cessation into the
Saskatchewan drug formulary.

h) Increase support of regional health authorities in their efforts to reduce tobacco
use.
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