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The purpose of this Report is to provide a comprehensive assessment of the tobacco control
interventions that would have the greatest impact on reducing tobacco use and its associated burden in
Ontario. This Report is a rigorous synthesis of tobacco control research that builds on the Smoke-Free
Ontario Scientific Advisory Committee (SFO-SAC) 2010 Report.

The SFO-SAC 2016 Report provides evidence on the effectiveness of interventions to reduce the use of,
and exposure to, tobacco products and an assessment that seeks to identify the scientific consensus on
the most impactful interventions for tobacco control in Ontario. The Report includes interventions that
target relatively new products, such as e-cigarettes and other non-combustibles.

To achieve the desired substantial reductions in tobacco use requires ongoing, collective and
coordinated efforts. The greatest impact is still through a comprehensive tobacco control strategy that
produces synergies by leveraging the combined contributions of many interventions.

Background

Despite the established body of evidence on the harms caused by tobacco and the sustained efforts to
get tobacco use under control, there is still a far-too-high burden of tobacco-related iliness and death in
Canada.' With approximately two million individuals currently smoking in Ontario, tobacco use is
responsible for over 13,000 deaths per year in Ontario, the equivalent of 36 deaths per day.” Some
groups continue to be particularly vulnerable, including people who identify as Indigenous, the LGBTQ
community and people with low socio-economic status.

Ontario has taken the tobacco epidemic seriously and has been a leader in tobacco control for many
years, as evidenced by the Smoke-Free Ontario Act (SFOA) and its enabling infrastructure of funded
tobacco control programs, area networks, resource centres and the Ontario Tobacco Research Unit
(OTRU). Since the SFO-SAC 2010 Report, there have been advances in tobacco control at the provincial,

municipal and federal government levels. For example, Ontario has broadened smoke free-
environments through amendments to the SFOA,? banned the sale of flavoured tobacco, including
menthol,” and undertaken partial implementation of the Electronic Cigarettes Act.” Progress on local
level policies includes bans on indoor and outdoor waterpipe use.®

At the federal level, recent and upcoming developments include regulatory proposals for plain
packaging under the Tobacco Act’ and regulatory frameworks focused on the legalization of marijuana,
which will likely intersect with tobacco control policy via common approaches to reduce secondhand
smoke exposure.®

To continue to move forward effectively, the Ontario government identified the need for a
comprehensive report to support ongoing developments of the provincial tobacco control strategy and
to address the changing tobacco landscape. In 2015, the Ministry of Health and Long-Term Care asked
Public Health Ontario to reconvene a SFO-SAC committee and update the evidence in the SFO-SAC 2010
Report. The request was framed as a specific question: “Which interventions or set of interventions will
have the greatest impact on reducing tobacco use in Ontario?” Importantly, the Ministry requested that
equity and implementation considerations be addressed (i.e., embedded) throughout the report.
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Methods

The Report is organized according to the four pillars of tobacco control; industry, prevention, protection
and cessation, consistent with the SFO-SAC 2010 Report.

Key interventions are described within each of the four pillars. Each intervention description includes:
background information; relevant Canadian and Ontario contextual data; a summary of the evidence
sources*, with a synthesis of evidence of effectiveness; any intervention characteristics; and
considerations regarding implementation, specific populations and/or equity issues.

A three-part Intervention Summary concludes each description, with a précis of evidence regarding the
effectiveness of the intervention, a scientific consensus statement including a categorization of the
intervention’s potential contribution for Ontario, and a succinct key message recap on potential impact.

To determine the most impactful tobacco control interventions for Ontario, SFO-SAC 2016 engaged in a
categorization process to assess the potential contribution of each intervention. Potential contribution
was determined by consensus, considering the evidence of effectiveness, the Ontario context and
opportunity gap. The 10 categories ranged from ‘high’ to ‘harmful’, and included a designation of
‘innovative’ for emerging evidence or a promising direction. The other categories were ‘moderate’,
‘uncertain at this time’ and ‘unsupported at this time’. See Figure 1.

*The key tobacco control interventions described in each pillar comprise three types of
evidence: best available research evidence from published literature via pre-appraised
databases and PHO library searches; contextual evidence from the OTRU Annual Smoke-Free
Ontario Monitoring Report, an Internet-based environmental scan and a survey of Ontario’s
tobacco control stakeholders; and experiential evidence from SFO-SAC 2016 members.
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A

Unsupported at High (Intensify)
this time
Uncertain at this High (Initiate)
time

Figure 1: Categorization of Potential Contribution for Tobacco Control in Ontario

Results: Potential Contribution of Key Interventions

To answer the overall question, “Which interventions or set of interventions will have the greatest
impact on reducing tobacco use in Ontario?, SFO-SAC 2016 reviewed, assessed and categorized a total
of 56 interventions over the four pillar topics of industry, prevention, protection and cessation.

The findings included in this Executive Summary are the interventions that SFO-SAC 2016 categorized as
‘high’, ‘moderate’ or ‘innovative’ in each pillar, and together, present the scientific consensus on
interventions with the greatest potential to reduce the use of and exposure to tobacco products.

The ‘high’ and ‘moderate’ category has three qualifiers— ‘intensify’ where the effectiveness of an
implemented intervention could have greater impact if its scope, reach and implementation were
increased; ‘continue’ for implemented interventions that evidence supports as effective, but where
additional intensity would not increase impact; and ‘initiate’ for interventions not yet implemented in
Ontario that could make a substantial contribution.

For the ‘innovative’ category the body of evidence is emerging or a promising direction. The intervention
is not currently implemented in Ontario. However, if well-implemented, the potential contribution may
shift the landscape of tobacco control for Ontario (potential contribution may be transformational).

Detailed descriptions of all the interventions pertaining to each pillar are provided in the relevant
chapter.
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The titles in Table 1 (below) reflect the intervention titles from the specific chapters. Links to these sections are in the table.

Table 1: Potential Contribution of Interventions by Pillar Chapter

High (Intensify) ¢

High (Initiate)

High (Continue)

Innovative

Price and Taxation (+)

Tobacco Advertising Promotion

e Price and Taxation (+)

e Mass Media - Prevention (+)

and Sponsorship Bans

Anti-Contraband Measures

Banning Flavours in Tobacco
Products (+)

Plain and Standardized

Packaging
N/A

Zoning Restrictions to Create

Tobacco Retail-free Areas

Retail Licenses
Government-Controlled Outlets

o N/A

e Bans on Point-of-Sale Displays

e Reducing the Availability of

Tobacco Products (+)

e Raising the Minimum

Purchase Age

Imposing a Quota on Tobacco

Product Availability (Sinking
Lid) (+)

Regulated Market Model
Non-Profit Enterprise with a
Public Health Mandate
Performance-Based Regulation

e Social Marketing (T)
e Onscreen Tobacco Use and

Product Placement

e Tobacco-Free Generation

e Mass Media - Protection

e Protection from Tobacco
Smoke Exposure in OQutdoor

e Price and Taxation (+)

e Smoke-Free Policies

e Mass Media - Cessation

Public Spaces

e Protection from Tobacco
Smoke Exposure in Home
Environments (+)(T)

e Protection from Tobacco
Smoke Exposure

in Workplaces (+)(T)

e N/A

e N/A

e Integrating Electronic
Cigarettes into Smoke-Free
Policies

e Technology-Based Interventions:

Internet /Computer and Text

Messaging
e Hospital-Based Cessation

Interventions
e Other Health Care Setting Cessation

Interventions
e Pharmacotherapy

e Behavioural Interventions
o N/A

e N/A

Cessation Maintenance
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. e Health Warning Labels e Elementary and Secondary e Protection from Tobacco e Workplace-Based Interventions
Moderate (Intensify)
School Tobacco Policies Smoke Exposure e Campus-Based Interventions
e Campus-Based Tobacco in Institutional Settings (+) e Quitlines with Cessation Telephone
Policies e Protection from Tobacco Support

Smoke Exposure Hospitality
Settings (+)
e Protection from Tobacco

Financial Incentives (+) (T)

Smoke Exposure in Vehicles
e Protection from Waterpipe

Smoke
Moderate (Initiate) * N/A * N/A * N/A * N/A
Moderate (Continue) e N/A e Elementary and Secondary e N/A e Self-Help Interventions
School Prevention Programs
Uncertain at this time e Regulation to Favour Electronic e Prevention in the Family e Impacts of Post-Consumption e Electronic Cigarettes
Cigarettes over Cigarettes Setting Cigarette Waste e Enhancing Partner Support (+) (T)
e Litigation e Prevention in the Primary e Biomedical Risk Assessment
e Reducing Product Toxicity Care Setting e Acupuncture and Related
e Reduction of Nicotine Content Interventions
in Cigarettes to Reduce e Combustible Products — Waterpipes
Addictiveness e Smokeless Tobacco
: nypnotherapy
Unsupported at this * N/A * N/A * N/A * Hypnothera
time
Harmful * N/A e N/A ® N/A e N/A

(+) = Demonstrated or potential positive equity (T) = Targeted
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Industry
The Industry chapter examines actions and interventions that could most effectively counter the
tobacco industry’s efforts to promote and sell their products.

The term ‘industry’ refers to entities that produce, supply, market and promote commercial tobacco to
current and potential users. This group includes tobacco growers and importers, manufacturers,
companies involved in producing tobacco product inputs (e.g., cigarette paper), wholesalers and the
retailer network, including tobacconists. Additional networks that take part in illicit contraband tobacco
trade outside the regulatory framework are also deemed part of industry.’

SFO-SAC 2016 assessed a total of 17 interventions pertaining specifically to the tobacco industry. The
interventions were grouped as retail-based, market-based or product-based, and included relatively new
products such as e-cigarettes and other non-combustibles .

Four Interventions Categorized as ‘High (Intensify)’

SFO-SAC 2016 categorized four interventions that are already implemented in Ontario as "high
(intensify)’ for greater impact. These include: increasing price and taxation; banning tobacco advertising,
promotion and sponsorship (TAPS); banning flavours in tobacco products; and both continuing and
strengthening anti-contraband measures already in place. For example, Ontario has one of the lowest
tobacco tax rates in Canada and substantial tax increases, in conjunction with addressing pricing
strategies, would contribute significantly to decrease tobacco use in Ontario.

One intervention was categorized as ‘high initiate’. Evidence from Australia showed that plain and
standardized packaging is an effective public health intervention to reduce smoking prevalence. Based
on the Australian experience, the implementation of plain and standardized packaging could help
reduce tobacco use in Ontario.

Seven Interventions Categorized as ‘Innovative’

SFO-SAC 2016 categorized seven interventions as ‘innovative’. They include: zoning restrictions to create
tobacco retail-free areas; retail licenses; government-controlled outlets; reducing the quota on tobacco
product availability (‘sinking lid’); regulated market model; non-profit enterprise with a public health
mandate, and performance-based regulation. For example, in Ontario, there are no zoning restrictions
and, while evidence about the effects of zoning is sparse, theory and experience from other areas
suggest that zoning restrictions that reduce tobacco retailer density, tobacco product availability and
environmental cues for smoking could contribute substantially to decreased initiation and more
successful cessation.

One Intervention Categorized as ‘Moderate (Intensify)’

SFO-SAC 2016 categorized health warning labels as ‘moderate (intensify)’. In Canada, health warning
labels currently cover 75% of the package, with toxic emission statements on the sides, interior health
information and a toll-free quitline number. Health warning labels can be further improved by increasing
their periodic rotation of images and/or messaging which on its own would have a moderate
contribution to decreasing tobacco use in Ontario.
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Find all interventions described in Chapter 3: Industry of the full Report.

Prevention

The Prevention chapter focuses on the effectiveness of various primary and secondary tobacco
prevention interventions that target tobacco use among youth and young adults. Primary prevention
aims to prevent tobacco use initiation, while secondary prevention aims to detect and prevent the
progression of further tobacco use.

Youth and young adults are susceptible to smoking, and once individuals start smoking, they are at
greater risk of progressing to increased tobacco use. The transition period from youth to young
adulthood increases the risk of initiation.

SFO-SAC 2016 identified a total of 14 interventions pertaining specifically to the prevention of tobacco
use by youth and young adults. The interventions were primarily grouped into retail-based, marketing,
school and campus-based interventions, but also included others, such as on-screen tobacco use and
product placement, and ‘tobacco-free generation’.

Two Interventions Categorized as ‘High (Intensify)’

SFO-SAC 2016 categorized two interventions, price and taxation as well as mass media, as ‘high
intensify’ for greater impact. Evidence supports the effectiveness of both these interventions, and while
both have been implemented in Ontario to some degree, intensifying them could contribute to reducing
initiation and use of tobacco by youth and young adults in Ontario. For example, with the second lowest
provincial/territorial excise tax and the second lowest retail price for cigarettes in Canada, Ontario could
raise the prices of all tobacco products to maximize deterrence of tobacco use.

One intervention was categorized as ‘high continue’. Banning point-of-sale (POS) tobacco promotions
removes sensory cues to purchase and use tobacco, and helps to denormalize its use. The Smoke-free
Ontario Act has prohibited retail tobacco product displays since 2008; tobacco products must be hidden
from sight and customers are not permitted to handle tobacco products prior to purchase. Continued
monitoring and enforcement of existing bans on POS displays can further reduce smoking prevalence in
Ontario.

Five Interventions Categorized as ‘Innovative’
SFO-SAC 2016 categorized five interventions as ‘innovative’. The evidence for these interventions is still

in development or non-existent, and they have not been implemented in Ontario, they have the
potential to significantly affect initiation rates, and therefore, the prevalence of tobacco use in Ontario.
These interventions are: raising the minimum purchase age; reducing the availabilty of tobacco
products; social marketing; tobacco-free generation; and removing onscreen tobacco use and product
placement. For example, while there is no direct evidence to date regarding the effectiveness and
feasibility of implementing a tobacco-free generation, that is, banning tobacco sales to Ontarians born
after a certain date, conceptually this makes a lot of sense and some countries, including Singapore,
Australia, New Zealand and the U.K., view it as a promising strategy to reduce smoking prevalence.
Similarly, given there is strong evidence of a positive association between onscreen tobacco exposure
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and increased risk of smoking initiation among young people, it is likely that restricting movies with
tobacco imagery to adults in Ontario would substantially decrease smoking initiation among youth.

Two Interventions Categorized as ‘Moderate (Intensify)’

SFO-SAC 2016 categorized two interventions as ‘moderate (intensify)’. Tobacco policies in elementary
and secondary schools have the potential for greater impact if combined with other strategies such as
prevention and education components with strict monitoring and enforcement. Tobacco-free policies on
campuses (e.g., colleges, universities and trades schools) are more effective when comprehensive (e.g.,
prohibit the advertising, promotion and sale of all tobacco products on campuses).

Find all interventions described in Chapter 4: Prevention of the full Report.

Protection

The Protection chapter focuses on interventions in numerous settings that would enhance protection
for all Ontarians from physical exposure to secondhand smoke (SHS) and thirdhand smoke (THS) and
from social exposure to smoking, vaping and using other tobacco products, particularly where there are
protection gaps and opportunities. Interventions include reducing exposure to emissions from newer
products such as e-cigarettes and waterpipes. Physical exposure occurs when people who are not
actively engaged in smoking are involuntarily exposed to pollutants from tobacco, e-cigarettes or other
related products, such as waterpipes.'® Social exposure includes visual and sensory cues associated with
the use of tobacco, e-cigarettes or related products.

SFO-SAC 2016 identified a total of 10 interventions pertaining specifically to protection from SHS and
THS including restricting smoking in different settings, mass media campaigns and addressing the
impacts of post-consumption product waste, primarily in the form of cigarette butts.

Four Interventions Categorized as ‘High (Intensify)’

SFO-SAC 2016 categorized four interventions as ‘high (intensify)’ for greater impact. These include:
increasing smoke-free outdoor public spaces in settings that are not covered, or are covered
insufficiently, by SFOA (e.g., buffer zones around bar and restaurant patios, and entrances to buildings);
smoke-free home environments; outdoor workplace settings; and mass media and social media
campaigns with a focus on protection outcomes.

These interventions, which are already implemented in Ontario at the local level, would benefit from
intensification at the provincial level. For example, some municipalities in Ontario have implemented
smoke-free policies in community housing; implementing similar policies at the provincial level would
contribute substantially to protect people from tobacco smoke exposure and to decrease tobacco use.

Another example of intensifying an existing initiative would be a new province-wide mass media
campaign on the recently-expanded SFOA restrictions on smoking in outdoor spaces. The new campaign
would reinforce previous campaign messages and increase awareness about the dangers of secondhand
and thirdhand smoke.
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Four Interventions Categorized as ‘Moderate (Intensify)’
SFO-SAC 2016 categorized four interventions as ‘moderate (intensify)’. These include: eliminating

designated smoking rooms (e.g., guest rooms) in hospitality settings; continued enforcement and
expansion of smoking bans in all indoor and surrounding outdoor areas of institutional settings;
continued enforcement of existing legislation banning smoking in vehicles with children and increasing
the age of coverage in Ontario; and prohibiting non-tobacco waterpipe use in indoor and outdoor public
spaces. Intensification of these interventions within these settings would have a moderate contribution
to decreasing use and exposure of tobacco in Ontario.

One Intervention Categorized as ‘Innovative’
SFO-SAC 2016 categorized one intervention as ‘innovative’. This intervention was integrating e-

cigarettes into smoke-free policies. Although still emerging, the evidence suggests that policies
prohibiting the use of e-cigarettes in public places are likely to be effective to reduce physical and social
exposure to e-cigarette use.

Find all interventions described in Chapter 5: Protection of the full Report.

Cessation

The Cessation chapter focuses on interventions that motivate, encourage and support efforts to quit
smoking, at both the population and individual levels. It includes interventions related to other tobacco
products such as waterpipes and smokeless tobacco.

SFO-SAC 2016 identified a total of 15 different types of interventions, targeted to populations and
individuals, and in specific settings that included a range of health care settings, workplaces and
campuses.

Eight Interventions Categorized as ‘High (Intensify)’
SFO-SAC 2016 categorized six interventions as ‘high (intensify)’ for greater impact. These include: price

and taxation; smoke-free policies; mass media (cessation related); technology-based interventions
(Internet/computer and text messaging); hospital-based cessation interventions; other healthcare
setting cessation interventions; pharmacotherapy; and behavioural interventions.

SFO-SAC 2016 emphasized that although these interventions are already in place in Ontario, increasing
the intensity of any or all of them would increase their impact on smoking cessation. For example,
pharmacotherapy treatments are effective at increasing smoking cessation and the Ontario Drug Benefit
Program covers a number of effective smoking cessation drugs such as NRT, varenicline and bupropion.
However, vulnerable populations, such as youth and young adults, have less access to smoking cessation
medication. Extending coverage to these populations would likely increase cessation.

One Intervention Categorized as ‘Innovative’
SFO-SAC 2016 categorized cessation maintenance as ‘innovative’. Cessation maintenance includes

behavioural, psycho-educational skills training, pharmacotherapy and text messaging interventions, all
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of which have been implemented at varying intensities across the province. Further, the evidence
suggests that cessation maintenance can sustain long-term quitting.

Four Interventions Categorized as ‘Moderate (Intensify)’

SFO-SAC 2016 categorized four interventions as ‘moderate (intensify)’. These include: workplace-based
interventions, campus-based interventions, quitlines with cessation telephone support and financial
incentives. Increasing impact could be achieved by providing support at the health unit level for
workplace interventions and implementing 100% smoke-free policies on campuses in Ontario. In
addition, promotion of quitlines (e.g., mass media) and other financial incentives (e.g., direct payment
using cash).

Find all interventions described in Chapter 6: Cessation of the full Report.

Final Considerations

It is essential to build on Ontario’s current comprehensive tobacco control strategy to save lives and
improve health in the province. This Report provides strong evidence for a number of high-impact
interventions and identifies several innovative interventions that have potential to substantially reduce
tobacco use and its associated burden and to transform the tobacco control landscape in Ontario.

Coordinated and Comprehensive Strategy

To optimize the impact of interventions requires a coordinated and comprehensive strategy that
leverages the synergy of multiple interventions across the four tobacco control pillars of industry,
prevention, protection and cessation. A number of interventions categorized by SFO-SAC 2016 as having
the greatest potential to reduce tobacco use in Ontario are considered impactful in a cross-cutting way
across multiple pillar chapters. For example, price and taxation was determined to be a ‘high (intensify)’
intervention in the Industry, Prevention and Cessation chapters, based on evidence that showed its
effectiveness to: (1) reduce the demand for tobacco products, (2) reduce the prevalence, initiation and
uptake of tobacco use among young people and (3) increase smoking cessation. Mass media campaigns
are another example of a cross-cutting intervention, particularly when implemented as part of a
comprehensive strategy.

The importance of a coordinated and comprehensive approach was also observed in specific
intervention settings. When interventions are integrated and policy coverage is optimized (more blanket
than partial), greater impact is observed. For example, this can include coordinated smoke-free policies
in outdoor public places, workplaces, elementary schools, post-secondary campuses, hospitals and
home environments.

Addressing equity within a coordinated and comprehensive strategy is critical to provide a combination
of population-wide interventions and more targeted interventions that can reduce smoking prevalence
in specific vulnerable groups. The SFO-SAC 2016 scientific consensus process specifically considered the
equity impacts of each intervention in terms of demonstrated or potential positive equity (indicated by a
+in Table 1) and targeting (indicated by a T in Table 1). Interventions with a demonstrated or potential
positive equity impact included taxation, banning flavours in tobacco products, prevention-focussed
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mass media and interventions that protect individuals from tobacco smoke exposure. Interventions
targeted to specific populations included protection interventions in home environments and
workplaces, and prevention interventions that use social marketing.

Coordinating implementation is a key factor to optimize impact; for example, Australia introduced plain
packaging regulations along with a national mass media public awareness campaign, and
implementation is more effective with a multi-component approach such as combining technology-
based and behavioural interventions. Active enforcement is another important component of
coordinated and comprehensive implementation, required for policy interventions such as raising the
minimum purchase age.

System Enablers Support

System enablers, which are interrelated functions within and between organizations and institutions,
support effective comprehensive tobacco control. The SFO-SAC 2010 Report identified five system
enablers that were endorsed by SFO-SAC 2016. System enablers include: 1) leadership, including at all
levels of government, and partnership to develop multi-sector measures, strategic plans and
coordinated responses; 2) capacity to develop and implement policies, programs and mass and social
marketing that deliver information and services to the population as a whole, and to specific groups,
such as potential smokers; 3) funding to achieve the high levels of population reach and intervention
intensity required to effect changes in tobacco use; 4) capacity-building infrastructure, surveillance,
evaluation and research to provide continued support to Ontario’s comprehensive tobacco control
learning system; 5) coordination to sustain and enhance Ontario’s substantial contributions to global
understanding of what works to eliminate tobacco use and exposure through its role in the global
tobacco control framework, contributing to Canada’s obligations under the WHO Framework
Convention on Tobacco Control. Investment in key system enablers is critical for the effective
management and implementation of a comprehensive tobacco control strategy.

Endgame Framing

The SFO-SAC 2016 Report frames the opportunities to reduce tobacco use in Ontario beyond a five-year
tobacco control strategy, incorporating the concept of tobacco ‘endgame’, a vision of a tobacco-free
future. Importantly, there is a commitment that the evidence and potential contribution be updated
annually. Annual updating will provide tobacco control decision-makers and implementers access to
best available research evidence and scientific consensus to progress towards an endgame goal.

SFO-SAC 2016 categorized a number of interventions as ‘innovative’ that could be considered endgame
measures, including tobacco-free generation, zoning restrictions to create tobacco retail-free areas and
imposing a quota on tobacco availability (‘sinking lid").

The SFO-SAC 2016 Report is intended for a range of audiences, including government, non-government
organizations, program developers, policy-makers and service providers. All audiences can contribute to
reducing tobacco use and its associated burden in Ontario.
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Global Tobacco Epidemic

The tobacco epidemic kills approximately six million people every year across the globe." In response to
the globalization of the tobacco epidemic, the World Health Organization (WHO) Framework Convention
on Tobacco Control (FCTC) was adopted in 2003.2 The WHO FCTC is an evidence-based treaty that
reaffirms the right of all people to the highest standard of health. Importantly, the FCTC acknowledges
that the tobacco epidemic is man-made and preventable, providing numerous opportunities for
prevention, control and elimination.’

Ontario Tobacco Burden and Control

Each day in Canada, nearly 100 people die because of a smoking-caused illness.? In Ontario,
approximately two million people still smoke, with more at risk for initiation and uptake.* Tobacco use is
responsible for over 13,000 deaths per year in Ontario, the equivalent of 36 deaths per day.’ Disease
attributable to tobacco use is estimated to cost $2.2 billion in direct health care costs and $5.3 billion in
indirect costs (e.g., lost productivity) for a total of $7.5 billion each year.’

Since the Tobacco Control Act was passed in 1994 (changed to the Smoke-Free Ontario Act in May, 2006)
(2005, c. 18, ss. 1, 19 (2)),° there have been many efforts to address the burden of tobacco use. The
Smoke-Free Ontario Strategy is a comprehensive tobacco control program that involves a coalition of
provincial and local governments, boards of health, voluntary health organizations, hospitals and
universities.” The Strategy includes education, programs and policies to help smokers quit, protect non-
smokers from exposure to secondhand smoke and encourage young people to never start smoking.? The
funding comes from the Ontario government, which committed $50 million in 2005-06 for the Smoke-
Free Ontario Strategy.’ Varying levels of ongoing funding have been provided since that time.

Smoke-Free Ontario Scientific Advisory Committee 2010
Report

In 2009, the Ontario Ministry of Health Promotion and Sport (MHPS) requested that Public Health
Ontario (PHO) convene the Smoke-Free Ontario Scientific Advisory Committee (SFO-SAC) to provide
guidance and recommendations to inform the renewal of Ontario’s tobacco control strategy for 2010 to
2015. A committee of leading tobacco control scientists was convened by PHO, and a Report entitled
Evidence to Guide Action: Comprehensive tobacco control in Ontario, 2010, 1% herein called the SFO-SAC
2010 Report, was produced. The SFO-SAC 2010 Report summarized the evidence of intervention
effectiveness and provided 55 recommendations. It was organized according to four key tobacco control
pillars: ‘confronting the disease vector’ (i.e., industry, including contraband), prevention of tobacco use
among youth and young adults, protection from tobacco smoke and social exposure to tobacco use and
tobacco cessation. The Report recommended a comprehensive approach, i.e., a “fully integrated, multi-
level, comprehensive, coordinated and intense strategy that will greatly reduce use of and exposure to
tobacco products and the illnesses and deaths they cause” (SFO-SAC 2010, p.1). The SFO-SAC 2010
Report also included a summary of the evidence and recommendations specific to reducing tobacco-
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related disparities; a separate chapter focused on key system enablers; logic models, indicators and
targets. The SFO-SAC 2010 Report was reviewed by an international expert committee, and then
conveyed to government and disseminated widely through webinars, online publication and a two-day
in person training event, held in March 2011.

Ontario Context since 2010

The Ontario government is committed to ensuring that Ontario has the lowest smoking rates in Canada.
Since the release of the SFO-SAC 2010 Report, overall smoking prevalence has declined in Ontario from
19.3% (Cl: 18.4 - 20.3) in 2010 to 17.4% (Cl: 16.5 - 18.3) by 2014, although a plateau is discernible from
2009-12. As of 2014, Ontario has the third lowest smoking prevalence (17.4%) in Canada, behind British
Columbia (14.3%) and Manitoba (16.3%).* However, some groups continue to have higher prevalence
and burden. In 2014, the smoking prevalence was 34.0% among individuals who identify as Indigenous
and 27.0% among adults who identify as homosexual or bisexual.' Other Ontario data have also shown
socio-economic disparities in smoking prevalence: smoking prevalence among adults with a household
income of less than $30,000 was 32% compared with 14.8% among adults with a household income of
more than $80,000." These data suggest additional interventions are needed to accelerate smoking rate
reductions among population sub-groups with high smoking prevalence and related burden. For more
information on trends in tobacco use and related statistics, please refer to the the 2016 Smoke-Free
Ontario Strategy Monitoring Report,** and Tobacco Informatics Monitoring System available

at http://tims.otru.org/.

Many of the SFO-SAC 2010 Report recommendations have been implemented at the provincial as well as
municipal and federal levels. A detailed inventory of these initiatives is presented in the 2016 Smoke-
Free Ontario Strategy Monitoring Report,” and Ontario tobacco control efforts between January 2010
and July 2015: A Jurisdictional Scan.**

Since 2010, changes to the policy and program landscape in Ontario include broadening smoke free-
environments through the Smoke-free Ontario Act (SFOA), banning the sale of flavoured tobacco
including menthol, and enacting local-level policies on indoor and outdoor waterpipe use and on
outdoor smoking. At the federal level, plain packaging was identified as a top priority in the Prime
Minister’s November 2015 mandate letter to the Minister of Health." Regulatory proposals under the
Tobacco Act are being developed.'® Ontario has also moved forward with the development and partial
implementation of the Electronic Cigarettes Act, which currently prohibits the sale and supply of
electronic cigarettes to persons under 19. Future restrictions under the Act to be implemented at a later
date are: placing restrictions on the display, sale and promotion of electronic cigarettes and restricting
the use of electronic cigarettes in enclosed workplaces, enclosed public places and certain other places
(e.g., hospitals, psychiatric facilities and long-term care homes)."

Evidence to Guide Action: Comprehensive tobacco control in Ontario (2016)] 19


http://tims.otru.org/

SFO-SAC 2016 Request

In 2015, the Ministry of Health and Long Term Care (MOHLTC) asked Public Health Ontario to reconvene
the SFO-SAC committee and update the evidence in the SFO-SAC 2010 Report. The request was framed
as a specific question: “Which interventions or set of interventions will have the greatest impact on
reducing tobacco use in Ontario?” Importantly, the Ministry requested that equity and implementation
considerations be addressed (i.e., embedded) throughout the Report.

The SFO-SAC 2016 Report is intended for a range of audiences, including government, non-government
organizations, program developers, policy-makers and service providers.

Approach to SFO-SAC 2016

To develop the SFO-SAC 2016 Report, we (i.e., SFO-SAC members and the PHO secretariat) undertook a
series of syntheses of the latest evidence on key tobacco control interventions, as identified by SFO-SAC
2016 members. To be consistent with the four key pillar chapters of the SFO-SAC 2010 Report, we
grouped the interventions into four chapters: Industry, Prevention, Protection and Cessation. Building
on the SFO-SAC 2010 Report, we included several relatively new topic areas, such as interventions to
address waterpipe, smokeless tobacco and thirdhand smoke. Another important new topic examined is
e-cigarettes. Within each intervention, emphasis was also placed on identifying considerations to reduce
tobacco-related inequities and implementation characteristics that optimize impact.

We have framed and discussed impact throughout this Report in terms of the potential contribution of
interventions to reduce tobacco use or its associated burden in Ontario. At the same time, our approach
recognizes that greater impacts will be achieved with a coordinated and comprehensive approach that
produces synergies by leveraging the combined contributions of many interventions.™®

Approach to Evidence

To describe and organize the evidence for this Report, we adapted the Centers for Disease Control and
Prevention (CDC) framework for understanding evidence.™

Broadly, the sources to inform the three types of evidence were:

e Best available research evidence identified from the published literature, focusing primarily on
review-level evidence from pre-appraised sources to determine intervention effectiveness.
Along with effectiveness, standards of rigour (e.g., rigour of design, implementation fidelity and
replication in different settings) were used to determine our level of confidence with the best
available research evidence was.

e Contextual evidence was informed by the OTRU Annual Smoke-Free Ontario Monitoring Report,
a separate internet-based environmental scan, a survey of Ontario’s tobacco control
stakeholders and SFO-SAC members’ expert knowledge to identify policies and programs
implemented in Ontario since 2010.
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e Collective scientific expertise was based on the SFO-SAC 2016 members’ expert knowledge
about tobacco control and the Ontario context (adapted from the CDC experiential evidence
term).

Integrating evidence from these sources, our scientific consensus process identified the potential
contribution of each intervention to reduce tobacco use or associated burden in Ontario. Detailed
methods are provided in the Report.

Identifying Equity Considerations

We highlight evidence regarding equity effects on specific populations for each intervention when it is
available. Populations were identified within the literature based on their higher prevalence of smoking
(e.g., youth and young adults, specific occupations), lack of access to cessation services (e.g.,
unemployed people, northern and Indigenous populations) and/or higher risk for adverse outcomes
(e.g., cancer in heavy smokers). As well as higher exposure to tobacco smoke, such as residents in
community multi-unit housing, hotel staff and outdoor workers. Our scientific consensus process
facilitated an assessment of the potential equity impacts of each intervention (whether targeted or
universal).

Identifying Implementation Considerations

A wide range of factors influence the effectiveness of an intervention. This includes the extent to which
the intervention is implemented as planned and multi-level barriers and facilitators to implementation.
We continue to acknowledge key system-level factors that were detailed in the ‘system enablers’
chapter in the SFO-SAC 2010 Report. Specifically: leadership and partnership, support for policy and
program development, funding, understanding Ontario’s role within a regional and global tobacco
control framework, and establishing a strong Ontario Tobacco Control Learning System that includes
surveillance, evaluation, research, and capacity building. These key system enablers support a
comprehensive tobacco control strategy, making investment in these areas a priority. In the SFO-SAC
2016 Report, we also examined implementation considerations at other levels for individual
interventions when these were identified in the literature. For example, we assessed characteristics of
the intervention itself that may influence implementation and intervention effectiveness. We have
included this material throughout the pillar chapters and in the conclusion.

Endgame Framing

The SFO-SAC 2016 Report has been developed to be amenable to annual or periodic updating. In this
way, the present Report frames the opportunities to reduce tobacco use in Ontario beyond a five-year
tobacco control strategy horizon. The horizon and impetus for tobacco control efforts in this Report
include a relatively new framing called ‘endgame’.

A tobacco endgame strategy is defined as “Initiatives designed to change/eliminate permanently the

structural, political and social dynamics that sustain the tobacco epidemic, in order to achieve within a

720

specific time an endpoint for the tobacco epidemic.””" Such a strategy is consistent with the Canadian
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Public Health Association’s call in 2011 for a pan-Canadian smoking prevalence rate of less than 1% by
the year 2035.%! A recent Endgame Summit set a goal for Canada of less than 5% by 2035.%

An endgame strategy for tobacco applies to all four pillar chapters in this Report, and is introduced in
the Industry chapter. There are endgame interventions within prevention and protection, and an
understanding that cessation has a role to play in the endgame. Overall, the goal is to reduce tobacco
use so that it is no longer a public health problem.

Report Planning and Organization

Scientific Advisory Committee

Like SFO-SAC 2010, this Report was prepared with a scientific advisory committee. PHO invited experts
in tobacco control and the Ontario tobacco control context to participate on the Smoke-Free Ontario
Scientific Advisory Committee 2016 (SFO-SAC 2016). The SFO-SAC 2016 included the overall chair, four
working group chairs, SFO-SAC members from universities, and public health organizations, the project
lead for the PHO secretariat, and representatives from the provincial government (ex-officio) (See
Acknowledgement Section for list).

We established four individual working groups with chairs from the full SFO-SAC membership along with
additional content experts to lead the pillar chapters’ extensive series of evidence searches, reviews,
appraisals and syntheses, and to develop consensus on each tobacco control intervention in their
chapters. We established a fifth working group to identify a common approach to assess the potential
contribution of each intervention to reduce tobacco use in Ontario across all pillar chapters.

The full SFO-SAC membership and the separate working groups met face-to-face or via teleconference
on a regular basis to discuss and reach consensus on methods, approaches, chapter development,
progress updates and completion of the final Report.

A PHO secretariat and research team within the Health Promotion, Chronic Disease and Injury
Prevention (HPCDIP) Department supported SFO-SAC 2016. In addition to providing logistical and
secretariat support, the team undertook all literature searches, data extraction, synthesis and
summarizing activities, working closely with the SFO-SAC chair, working group chairs and members.

Future updates to this Report will be provided by the Ontario Tobacco Research Unit (OTRU), building on
the current Report framework and methods.

Report Organization

In addition to the chapters on the four pillars of tobacco control, we include an Introduction, Methods,
Conclusion and Glossary.
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Chapter 1 — Introduction
The introduction summarizes the background of the SFO-SAC 2010 Report and this Report, outlines the
request guiding the content and development of this Report and introduces the approaches used.

Chapter 2 — Methods

The methodological approach comprised four main processes used in a consistent manner across the
four pillar chapters. We introduce each intervention, then the gathering of available evidence is
described and the evidence is assessed. As part of the synthesis process, there is a summary of the
available evidence, a narrative synthesis of the evidence of effectiveness, a summary of any intervention
characteristics and implementation considerations, as well as specific population and equity
considerations found in the literature. We also describe the relevant Ontario context. We used a further
process to weigh each body of evidence and categorize each intervention in terms of its potential
contribution to reduce tobacco use in Ontario. The Methods chapter summarizes our rationale for the
series of processes used, including the categorization of interventions.

Chapter 3 — Industry

The Industry chapter examines actions and interventions that are most effective to decrease, and
eventually eliminate, the burden of disease caused by tobacco industry products. Consistent with the
SFO-SAC 2010 Report, we used the agent-host-environment-vector framework to conceptualize the role
of industry.” The idea of a tobacco endgame and its relevance to comprehensive tobacco control is re-
emphasized. The interventions are grouped as: retail-based, market-based or product-based. This
chapter includes interventions for relatively new products such as e-cigarettes and other non-
combustibles.

Chapter 4 — Prevention

The Prevention chapter describes the effectiveness of interventions that target tobacco use among
youth and young adults. We grouped the interventions into four sections: retail-based, marketing
interventions, school and campus-based interventions and other interventions.

Chapter 5 — Protection

The Protection chapter reiterates the importance of protection for all Ontarians from physical and social
exposure to tobacco smoke, and we examine and discuss exposure to newer products such as e-
cigarettes and waterpipes. The protection interventions are grouped into sections on restricting smoking
in different settings, mass media campaigns for protection and addressing the impacts of post-
consumption product waste.

Chapter 6 — Cessation

The Cessation chapter reviews cessation interventions that target the population as whole, specific
populations and individuals. We have included interventions in specific settings and interventions for
products such as waterpipes and smokeless tobacco.

Evidence to Guide Action: Comprehensive tobacco control in Ontario (2016)]23



Chapter 7 — Conclusion

The Conclusion chapter provides a brief summary of all interventions and how they were categorized in
terms of potential contribution to reduce tobacco use or associated burden in the Ontario context. The
conclusion discusses equity and implementation considerations and highlights how intervention impact
can be optimized. For example, we reinforce the recommendation of the SFO-SAC 2010 Report on the
value of a comprehensive tobacco control strategy, where ongoing and coordinated efforts are required
to achieve desired substantial reductions in tobacco use or associated burden.

The importance of an endgame strategy is discussed, with specific examples of interventions within the
Report that could be considered endgame interventions. Final comments complete the conclusion.
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Methods Overview

To assess the potential contribution of each key intervention to reduce tobacco use or associated
burden in Ontario, consistent methods were applied across all interventions in each pillar chapter. The
methodological approach included four processes performed for each intervention:

1. There was a structured process to systematically identify and appraise the best available
research evidence, primarily from pre-appraised literature sources and PHO library searches.

2. There was a process to identify the Ontario context, based on a jurisdictional scan, a survey and
expert insight.

3. There was a process to incorporate the SFO-SAC members’ collective scientific expertise. SFO-
SAC members assessed the body of synthesized evidence for each intervention and its
applicability to Ontario. Evidence summaries and scientific consensus statements were
developed by PHO secretariat and SFO-SAC members.

4. SFO-SAC members engaged in a process to reach final agreement about the potential
contribution for each intervention in the Report to reduce tobacco use in Ontario. To discuss the
potential impact of an intervention, important implementation elements and equity concerns
were considered and discussed when that information was available.

For all processes, SFO-SAC members attended face-to-face meetings and/or participated in
teleconference discussions to agree on priorities and the approaches most appropriate at this time.

|dentifying Best Available Research Evidence

To identify the best available research evidence for each intervention topic area within each pillar
chapter, a specific research question, a PICO (Population, Intervention, Comparison, OQutcomes) search
strategy, and specific inclusion and exclusion criteria were developed. A systematic approach was used
to retrieve studies relevant to the intervention topic area, as described below.

From Pre-Appraised Literature

Pre-appraised sources were considered for review-level evidence first, before additional searches were
undertaken for other reviews or primary literature. Pre-appraised sources such as the Cochrane
Database of Systematic Reviews use an explicit process to both identify evidence and have the evidence
reviewed for methodological rigour; in some instances, the evidence is synthesized, and in other
instances, it is both synthesized and summarized.' The process is ideally carried out by experts and is
reproducible. Selected databases were systematically searched and/or screened to find pre-appraised
reviews that met inclusion criteria and had been published from 2009 to September/October 2015. The
rationale for selecting 2009 as a starting point was to identify best available evidence since the searches
undertaken for the SFO-SAC 2010 Report. Databases searched up to September 2015 were: the
Cochrane Database of Systematic Reviews, The Campbell Collaboration and the Database of Abstracts of
Reviews of Effects (DARE). Due to the timing of database updates, a search of reviews published from
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the Health Evidence.org database (McMaster University) was completed up to October 2015. The
database search terms included, but were not limited to, nicotine OR tobacco OR smok* OR cigarette*.
Two PHO staff screened all the pre-appraised reviews for relevance and categorization to the specific
pillar chapters.

From PHO Library Searches

Based on the reviews identified from the pre-appraised literature, Working Group members for each
chapter decided whether more detailed searches of larger databases on a particular intervention were
necessary. This decision was based on the initial number of reviews identified, how recently the reviews
had been published, and on the Working Group’s expert opinion of the relevance of the identified
reviews to the specific intervention area and the Ontario context. If a librarian-assisted search was
undertaken, the search was guided by a predetermined research question, PICO variables and
inclusion/exclusion criteria. The search terms used were necessarily more detailed than the terms that
were used for the pre-appraised database searches. The librarian-assisted searches used one or more
electronic databases (e.g., Embase and MEDLINE) (see Appendix 1 for full search details). The search
outputs were filtered to identify review-level articles first. Single studies were included in a search
output if a Working Group requested searching at that level. Once duplicates were removed, two PHO
staff independently screened the titles and abstracts of the search results, first to determine their
relevance and eligibility. Two PHO staff then independently screened the full text of all potentially
relevant articles for inclusion/exclusion. Instances of disagreement were resolved through discussion.

The Ontario Context: PHO Jurisdictional Scan

PHO concurrently conducted a jurisdictional scan for Ontario that included a targeted grey literature
search to identify government and publicly accessible literature (e.g., media updates, organizational
reports, other provincial and municipal reports) to answer the research question: What comprehensive
tobacco control program and policy initiatives have been implemented in Ontario at municipal,
provincial and federal levels since January 2010?

The scan was limited to programs, policies and other related comprehensive tobacco control initiatives
(e.g., formation of the Ontario Coalition for Smoke-Free Movies, 2010) that were implemented in
Ontario at municipal, provincial and federal levels from January 2010 to mid-June 2015. The search was
conducted using four sources: 1) tobacco-related policy directories (e.g., Canadian Partnership Against
Cancer Prevention Policies Directory and Non-Smokers’ Rights Association Smoke-free Law Database); 2)
individual websites for the 36 Health Units in Ontario (e.g. Toronto Public Health; www1.toronto.ca); 3)
pre-selected organizational sources (e.g., Ontario Tobacco Research Unit (OTRU) Monitoring Reports
and OTRU website, (www.otru.org), governmental and public health websites (e.g., Ontario Public
Health Association); 4) Google search engine. Each source required a unique search protocol, which was
developed in collaboration with PHO Library Services and other PHO staff members.

Results from the scan were validated through discussions with Ontario tobacco control stakeholders
including: Tobacco Control System Committee (TCSC) members, Tobacco Control Area Network (TCAN)
coordinators, Tobacco Control Managers at their respective public health units and Cessation Task Force
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(CTF) committee members. Their feedback was used to identify policy or program interventions that
were not captured by the scan and to verify the intervention information that was identified (e.g.,
program descriptions, target population, status). Results are summarized narratively for each pillar
chapter.

The findings from the scan are used throughout each pillar chapter to augment evidence within the
section titled “The Ontario/Canadian Context”. The findings are published in a separate document
called Ontario tobacco control efforts between January 2010 and July 2015: A Jurisdictional Scan.

From Experts

To supplement the pre-appraised, librarian-assisted searches and jurisdictional scan, SFO-SAC members
were invited to provide: milestone review articles (including those that may have been published before
2009); Ontario studies; newly released documents; and, grey literature (e.g., OTRU reports; WHO
reports)’ for consideration to include in the relevant intervention sections. This input was particularly
important for emerging tobacco control topics where there are no reviews yet available (e.g., tobacco-
free generation). The papers from experts were also provided to use as background information and/or
examples for the Ontario context sections.

PHO staff reviewed these evidence sources to assess adherence to inclusion and exclusion criteria.

Outcomes

To answer the Ministry of Health and Long Term Care’s (MOHLTC) question about impact for Ontario,
the primary outcome of interest was the effect of interventions on the prevalence of tobacco use.
However, it is acknowledged that different outcomes related to associated burden are also important
for specific pillar chapters, for example, the protection interventions are primarily adopted to protect
vulnerable populations and non-smokers from exposure. Impact on equity was considered wherever
possible.

A Glossary of tobacco control terms was developed to ensure consistency in searches and reporting.

Limitations

Given the magnitude and range of available literature, this Report does not examine an exhaustive list of
interventions and strategies. The scope of each chapter was limited to the topics identified by the SFO-
SAC 2016 experts as those that address the risks of tobacco, either indirectly or directly. However, due
to capacity constraints, not all identified interventions were included in each chapter. Likewise, the
Report prioritizes pre-appraised, review-level evidence first, and may not include the most recent
studies. It draws heavily on the expertise of the SFO-SAC 2016 members’ knowledge of the tobacco
control literature. In addition, given the varied outcome measures, forms of evidence and issues facing
different population groups that were synthesized in this Report, the SFO-SAC 2016 members and PHO
secretariat decided to synthesize evidence in turn, rather than attempting to standardize effects across
interventions and outcome measures. Finally, cost effectiveness was not taken into account.
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Inclusion/Exclusion of Literature
To be eligible for inclusion, all potential sources of pre-appraised, primary and grey literature had to
meet the following criteria:

e Published in English

e Tobacco control focus and relevant to the specific intervention area

e Relevant to the Ontario context

e Reviews from the pre-appraised databases or librarian-assisted searches from 2009 onwards, or
milestone reviews and articles outside the dates of the search strategy when provided by SFO-
SAC 2016 members, or grey literature provided by SFO-SAC members or Ontario-specific studies
to inform the Ontario context when provided by SFO-SAC members

e Qutcomes relevant to tobacco use prevalence (e.g., smoking prevalence, quit attempts,
abstinence) and/or exposure

Note: Quality appraisal was undertaken; however, articles that met inclusion criteria were included
irrespective of quality rating.

The main criteria for excluding sources were:

e Not specific to tobacco control and/or to the specific intervention areas
e Protocol paper

PRISMA flow diagrams to present the flow of sources are provided in each chapter.

Quality Appraisal of Best Available Research Evidence

The PHO MetaQAT provides a four-step critical appraisal framework and guidance to assess ‘relevancy’,
‘validity’, ‘reliability’ and ‘applicability’ for different types of evidence.? The PHO MetaQAT tool also
contains a list of companion appraisal tools (CATs) for assessing the methodological quality of specific
research designs as part of the validity and reliability steps.’

The PHO MetaQAT permits flexibility in terms of application. Therefore, in terms of the four domains of
MetaQAT, PHO secretariat assessed ‘relevancy’ through its formal screening and selection criteria. The
inclusion criteria specified that all sources needed to be relevant to tobacco control, the specific
pillar/chapter subject and the Ontario context. Together, they constituted a basic ‘relevance’ threshold
of the PHO MetaQAT. Aligning further with the PHO MetaQAT framework, the ‘validity’ and ‘reliability’
domains were assessed within the thresholds of each companion appraisal tool that was used. Given the
breadth of the volume of literature and time constraints, for the review-level literature, PHO secretariat
used the quality ratings assigned by HealthEvidence.org (a two-rater system). The Health Evidence
scores can range from 0 to 10. For this Report, the following category labels were used: four or less was
categorized as ‘Level llI’, five to seven as ‘Level II’ and eight to 10 as ‘Level I. For consistency, two PHO
staff independently applied the HealthEvidence.org Quality Assessment Tool to complete the appraisal
of all included quantitative and qualitative review articles that had not been pre-appraised by
HealthEvidence.org.” Instances of disagreement were resolved through discussion.
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Quality appraisal (QA) was also performed on single studies identified through the literature retrieval
strategy. For example, the CASP suite of tools for qualitative studies was used based on the PHO
MetaQAT. The CASP qualitative checklist is based on 10 items of equal weight, which is consistent with
HealthEvidence.org tool.” The CASP economic evaluation checklist is based on 11 scoring items of equal
weight.® Where the PHO MetaQAT did not designate a specific rating tool to match the design of an
included paper, additional quality appraisal tools were located and applied to generate a quality
assessment for those papers. These included the ‘Newcastle-Ottawa Scale’ (NOS) for observational (e.g.,
cross-sectional) designs and the ‘Effective Public Health Practice Project’ (EPHPP) Quality Assessment
Tool for Quantitative Studies for other quantitative designs such as interrupted time series and cohort
studies.”® Therefore, for consistency with the review-level evidence QA, the CASP scores were
categorized and labeled in the same way with four or less as ‘Level llI’, five to seven as ‘Level II" and
eight or higher as ‘Level I'. Grey literature reports were not quality appraised (e.g., U.S. Surgeon General
Reports and OTRU reports) nor were animal or experimental studies (i.e., testing on cigarette butts)
because no appraisal tools exist for these types of studies at this time.

The MetaQAT domain of ‘applicability’ was assessed by SFO-SAC 2016 members based on their
knowledge of the Ontario context, augmented by the results of the jurisdictional scan performed by
PHO staff. ‘Applicability’ to the Ontario context was a core consideration in the final stages of “weighing
the evidence”.

Data Extraction and Synthesis
A data extraction template form was developed for the SFO-SAC Report, based on a modified Population
Intervention Comparison Outcome (PICO) framework.’

The following information was extracted from the included reviews and single studies by one primary
reviewer, and checked by at least one secondary reviewer according to the template: target population,
intervention, the comparison group(s) and the outcome(s). Other information concerning the study was
also extracted: publication year, lead author, title, study type, objective, number and jurisdiction(s) of
included studies, database quality appraisal rating (if reported), equity considerations (e.g., noting the
effects of an intervention on specific groups), implementation considerations (if reported), main results,
reported main conclusions and limitations. (Data extraction tables are available upon request).

Relevant information from literature characterized as commentaries, discussion papers, and
presentations as provided by SFO-SAC 2016 (only source), was extracted in bullet form and is available
on request.

For each topic area, PHO staff synthesized included research evidence to generate a first draft. Each
resulting synthesis was further reviewed and refined by SFO-SAC 2016 members. Because this Report is
an update of the SFO-SAC 2010 Report, the 2010 Report is cited throughout. For example, citations may
occur to emphasize when the tobacco control landscape has not changed significantly and / or when the
relevant 2010 recommendation is supported by the updated evidence.
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Developing the SFO-SAC 2016 Intervention Summaries

The purpose of the SFO-SAC 2016 Report is to answer the question: “What intervention, or set of
interventions, will have the greatest impact on reducing tobacco use in Ontario?” To achieve this
purpose, an integral task for this Report was to assess the body of evidence for each intervention and its
applicability to Ontario. The informed opinion of tobacco control experts was crucial to guide this
‘weighing the evidence’ process and to develop overall messages for each intervention. To summarize
the body of evidence and the scientific consensus about the application of evidence in Ontario, each
intervention has an intervention summary comprised of: (1) an evidence summary; (2) a scientific
consensus statement; and (3) a key message. The ‘weighing the evidence’ step comes after data
extraction and synthesis of the included sources of evidence, and is described in the following sub-
sections.

One challenge when attempting to weigh the bodies of evidence, is that the types and the amount of
evidence can vary substantially from one intervention to the next. In December 2015, the SFO-SAC 2016
members reviewed and discussed existing approaches to weigh a body of evidence; for example, the
approach used by the National Institute for Health and Care Excellence (NICE) and the Scottish

1011 NICE and SIGN appraise and categorize the quality of the

Intercollegiate Guidelines Network (SIGN).
evidence using a GRADE approach (GRADE, Grading of Recommendations, Assessment, Development
and Evaluation) that considers elements such as consistency of findings, study design, precision of
results and avoidance of bias.'” The CDC’s ‘Continuum of Evidence of Effectiveness’ (www.cdc.gov) and
the Agency for Healthcare Research and Quality (AHRQ)'s ‘Grading the strength of the body of evidence
when comparing medical interventions’ were also considered (www.ahrg.gov).">** The AHRQ examines
a broad range of study designs and uses a structured (modified GRADE) strength of evidence process
with clear definitions. The CDC continuum provides a useful and inclusive way to describe evidence of
effectiveness. For instance, while recognizing the highest level of empirical evidence, it also recognizes
emerging and promising practices and distinguishes between no effect and harmful effects. The CDC
continuum therefore was used in this Report to broadly address research design considerations and
context in terms of applied settings, and is intended to complement collective scientific expertise and

specific contextual considerations.

Weighing the Evidence and Developing the Evidence Summaries

To weigh each body of evidence in the SFO-SAC 2016 Report, standard questions were asked about:
quality of the included reviews and/ or single studies; the size of the body of evidence; reported
intervention effectiveness; and consistency of findings within the body of evidence. Table 2.1 describes
the ‘weighing the evidence’ domains.
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Table 2.1: Weighing the evidence domain and general descriptions

Domain General description

An overall assessment of (technical) quality of reviews and/or single studies in a
body of evidence. Individual ratings based on either the Health Evidence.org tool

Quality (for review-level); or appropriate tools for single study designs. Score categories
(Level 11, level 11, Level 1) were developed to align with Health Evidence.org. (see the
quality appraisal section for details)

A judgment about the volume of research on a specific topic, aligned with CDC
Quantity of evidence criteria and ‘Evidence-Informed Decision-Making’ (EIDM) hierarchy of research
(size) evidence (e.g., review level; compared to no review, but some primary research;
compared to no studies identified).

According to CDC, effect based on the extent to which the intervention is producing
desired outcomes. Deemed more effective when a strategy demonstrates effects in
. the short term, long term or both, rather than short term only. Effect size reported
Effectiveness . L L .
when available (e.g., level of significance, relevant relative risks (RR) and odds ratios
(OR)). Evidence of no effect (unproven benefits associated with the intervention) or

any harm (undesired outcomes) was also reported in ‘weigh the evidence’ tables.

The degree to which a pattern of similar findings is identified across the body of
Consistency evidence for the respective intervention being considered. More weight given to
consistency (AHRQ). CDC refers to independent replication.

Once ‘weighing the evidence’ was completed for each intervention, a brief summation which covered
these domains was developed and refined to become the Evidence Summary portion of the intervention
summary. When no information was available to populate a domain (e.g., no information reported
about effectiveness), this was stated. In addition, SFO-SAC 2016 members used the CDC continuum and
the language of the CDC to provide an interpretation of effectiveness for each body of evidence. Each
body of evidence was therefore assigned one of seven CDC ‘evidence of effectiveness’ categories: well

supported, supported, promising direction, emerging, undetermined, unsupported or harmful."®

Two PHO staff initially undertook the categorization according to the six criteria outlined by the CDC:
effect, internal validity, type of evidence/research design, independent replication, presence of
implementation guidance, and if there are real world informed/applied studies (see Table 2.2). All
proposed categories for the intervention areas were discussed by the respective working groups and
refined until agreement was reached. Subsequent discussion of the categorization was undertaken by
the full SFO-SAC and is described below.
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Table 2.2: CDC Continuum of Evidence of Effectiveness

Effect

Internal Validity

Type of evidence/
research design

Independent
Replication

Implementation
Guidance

Extended and
ecological validity

Well Supported

Found to be
effective

True experimental
design

Randomized
control trials and
meta-analysis/
systematic review

Program
replication with
evaluation
replication

Comprehensive

Applied studies —
different settings
(2+)

Supported

Found to be
effective

Quasi-
experimental
design

Quasi-
experimental
design

Program
replication with
evaluation
replication

Comprehensive

Applied studies —
similar settings (2+)

Promising
Direction

Some evidence of
effectiveness

Non-experimental
design

Single group design

Program
replication without
evaluation
replication

Partial

Real-world
informed

Emerging

Expected
preventive effect

Sound theory only

Exploratory study

Partial program
replication without
evaluation
replication

None

Somewhat real-
world informed

Undetermined

Effect is
undetermined

No research

No sound theory

Anecdotal/ Needs
assessment

Partial program
replication without
evaluation
replication

None

Not real-world
informed

Unsupported

Ineffective

True or quasi
experimental
design

Randomized
control trials or
quasi experimental
designs

Program
replication without
evaluation
replication

Comprehensive

Applied studies —
same/ different
settings

Harmful

Practice
constitutes risk or
harm

Any design with
any results
indicating negative
effect

Any design with
results indicating
negative effect

Possible program
replication without
evaluation
replication

Partial/
Comprehensive
Possible applied

studies — similar/
different settings

Source: Adapted from Continuum of Evidence of Effectiveness in Puddy, R.W., & Wilkins, N. (2011). Understanding Evidence Part 1: Best Available Research Evidence. A Guide to
the Continuum of Evidence of Effectiveness. Atlanta, GA: Centers for Disease Control and Prevention.”
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Developing the Scientific Consensus Statements

The Scientific Consensus Statements are the second portion of the intervention summaries. They are
expert-informed conclusions based on a balance of the body of evidence and the collective opinions of
the experts about the potential contribution of each intervention in the context of “What intervention,
or set of interventions, will have the greatest impact on reducing tobacco use in Ontario?” As noted
earlier, this Report privileges the prevalence and distribution of tobacco use at the provincial level,
taking current patterns of tobacco use into account. However, it is acknowledged that different
outcomes are also important for specific pillar chapters.

The Scientific Consensus Statement Approach

Implicit in each Scientific Consensus Statement is a critical analysis of the body of evidence plus expert
opinion on applicability to the Ontario context (including knowledge of gaps) and expert opinion of
other domains when applicable, such as potential reach, equity and implementation considerations to
optimize impact for Ontario. To present the Scientific Consensus Statements in a consistent manner,
SFO-SAC 2016 agreed to include five essential elements for every intervention: a comment on the body
of evidence (i.e., CDC continuum from well supported to harmful), Ontario context, opportunity gap(s)
for Ontario, intervention potential reach and equity considerations when applicable. The wording of
each consensus statement was decided by the relevant working group members, but common terms
were used when possible for all consensus statements. Once the working groups had refined their
consensus statements, the statements were circulated to the wider SFO-SAC 2016 for feedback and
revisions. Using an iterative process, the consensus statements were discussed and refined further until
the entire SFO-SAC 2016 reached consensus.

Common terms used in the consensus statements are:

Ontario context: Applicable to the Ontario context means that SFO-SAC 2016 agrees that the evidence
maps to the populations, settings, interventions and outcomes most relevant to reducing tobacco use in
Ontario.

Opportunity gap: Collective SFO-SAC 2016 opinion that a discrepancy exists between the current status
of the intervention in Ontario and approaches that optimize impact. For example, specific actions may
be necessary to reinstate, expand or initiate a strategy and/or bolster an existing intervention that is
currently not producing outcomes that optimize impact for Ontario. Important implementation
considerations may therefore also be addressed.

Reach: It is assumed that for an intervention to optimize impact, the level of participation or exposure
necessary must be considered, matched to the appropriate target audiences. The SFO-SAC 2016
comments on reach are generally framed in terms of intended reach. Nuanced terms are used to define
the intended target audience such as ‘high reach - for the general population’, ‘high reach for a sub-
population group’ or ‘high reach in a specific setting’.
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Equity considerations: SFO-SAC 2016 agreed that equity considerations are addressed when an
intervention, implemented appropriately, demonstrates or has the potential to reduce differences in
burden associated with tobacco use between different population sub-groups, including the most
vulnerable. In these instances, the intervention was described as having a ‘positive equity

impact’."” Interventions targeted to reach higher risk populations via specific settings were also
considered for their potential positive equity impacts. Assigning positive equity impacts is by its nature a
simplification of a complex process. Readers are encouraged to consider deeper issues of
intersectionality and unintended impacts in developing any tobacco control intervention.

Categorizing Potential Contribution for Impact on Reducing Tobacco use in
Ontario

In addition to the descriptions of the five common elements in each consensus statement, SFO-SAC
2016 members assigned a category to each intervention. The goal was to indicate an overall conclusion
based on the original question about reducing tobacco use in Ontario. The agreed approach was to be
explicit, informative, easy to understand and reproducible to facilitate updates and/or adding new topic
areas in the future. PHO notes that when the evidence focused on a specific population rather than on
an intervention (e.g., individuals with heart disease in the cessation pillar chapter), a potential
contribution was not assigned at this time. However, the topic areas that focus on specific populations
(e.g., non-exhaustive list of specific medical conditions and demographic populations) may change in the
future.

The categories in the scientific consensus statements are predicated upon the assumption that
interventions currently implemented in Ontario continue unless otherwise stipulated. The categorization
presented here, is therefore not intended to supplant current initiatives, but to focus on strengthening
and/or initiating efforts to reduce the opportunity gaps identified by SFO-SAC 2016 members. Of note,
SFO-SAC 2016 also considered and documented along-side the categories of potential contribution
whether the design of the intervention was targeted (i.e., focused on a specific population) and/or if it
had a positive equity impact (see equity considerations described above) as indicated by the literature
and confirmed by SFO-SAC 2016 members.

The categories are not mutually exclusive, but are designed to overlap as they are inter-related. PHO
also acknowledges that the overall potential contribution is optimized with multiple complementary
strategies (e.g., a comprehensive approach) including interventions from all pillar chapters and
categories (e.g., concurrent mass media prevention campaigns plus outdoor by-laws and ongoing
cessation support services) as discussed further in the conclusion chapter.

Category determination was decided within each working group for its respective interventions. Each
categorization was discussed within the working group, refined if necessary, and then shared with the
wider SFO-SAC 2016 for discussion and revisions until the entire SFO-SAC 2016 reached consensus.

Ten categories of (non-hierarchical) potential contribution were used: innovative, high (continue), high
(intensify), high (initiate), moderate (continue), moderate (intensify), moderate (initiate), uncertain at
this time, unsupported at this time and harmful (see Figure 1.1). “Targeted” and/or “Positive Equity”
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were also used as descriptors for relevant interventions. A table was used to guide each determination;
the table included the CDC category from the evidence summary plus the common elements reported in
the scientific consensus statement: knowledge and collective opinion about the Ontario context, the
opportunity gap, equity considerations and potential contribution for Ontario.

“-
Harmful High (Continue)

Unsupported at High (Intensify)
this time
|
Uncertain at this High (Initiate)
time

l\l

Figure 1.1: Categories of potential contribution for tobacco use and related burden Ontario
The categories of potential contribution for tobacco use and related burden in Ontario were:

e High (continue). The body of evidence is primarily well supported or supported. The
intervention is currently implemented in Ontario. The opportunity gap is not considered large
enough to suggest more intervention intensity will increase its contribution. (Intensity may
include reach). Therefore, potential contribution for reducing tobacco use in Ontario is high if
continued.

e High (intensify). The body of evidence is primarily well supported or supported. The
intervention is currently implemented in Ontario. However, there is an opportunity gap because
the intervention has the potential for greater (substantial or transformational) contribution if
the intensity of the intervention was greater than what is currently being done. The term
‘intensify’ refers to both intensifying the scope/breadth of the intervention as well as to the
degree to which the intervention is implemented (intensity may include reach). Therefore,
potential contribution for reducing tobacco use in Ontario is high if intensified.
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High (initiate). The body of evidence is primarily well supported or supported. The intervention
is not currently implemented in Ontario. The intervention has the potential for substantial
contribution if it was initiated in Ontario. Therefore, potential contribution for reducing tobacco
use in Ontario is high if initiated.

Innovative. The body of evidence is emerging or a promising direction. The intervention is not
currently implemented in Ontario. However, if well-implemented, the potential contribution
may shift the landscape of tobacco control for Ontario (potential contribution may be
transformational).

Moderate (continue). The body of evidence ranges from promising to well supported. The
intervention is currently implemented in Ontario. The potential contribution for reducing
tobacco use in Ontario is modest rather than transformational if continued.

Moderate (intensify). The body of evidence ranges from promising to well supported. The
intervention is currently implemented in Ontario. However, there is an opportunity gap because
the intervention has the potential for greater contribution if the intensity of the intervention
was greater than what is currently being done. The term ‘intensify’ refers to both intensifying
the scope/breadth of the intervention as well as to the degree to which the intervention is
implemented (intensity may include reach). Therefore, potential contribution for reducing
tobacco use in Ontario is modest rather than transformational if intensified.

Moderate (initiate). The body of evidence ranges from promising to well supported. The
intervention is not currently implemented in Ontario. The intervention has potential
contribution if it was initiated in Ontario. Therefore, potential contribution for reducing tobacco
use in Ontario is modest rather than transformational if initiated.

Uncertain at this time. There is not enough information from the body of evidence at this time
to discern which category the intervention best fits. Therefore, potential contribution for
reducing tobacco use in Ontario is uncertain if initiated.

Unsupported at this time. The body of evidence is unsupported at this time. The intervention
may or may not be currently implemented in Ontario. If continued, or if the intervention were
intensified or initiated to address any opportunity gap, the potential contribution for reducing
tobacco use in Ontario is unsupported because the evidence shows this intervention to be
ineffective.

Harmful. The body of evidence indicates that the intervention constitutes risk or harm physically
(on the body) or is ineffective and preventing the implementation of other efficacious
treatments (i.e., using homeopathy instead of pharmacotherapy). Therefore, any contribution of
the intervention for reducing tobacco use in Ontario constitutes risk or harm.

Evidence to Guide Action: Comprehensive tobacco control in Ontario (2016)]40



Key Messages

The final portion of the intervention summary is a key message. The key messages were developed to
provide many audiences with a succinct summary of each intervention, based on its scientific consensus
statement. The key messages are a means of communication and not intended as a methodological

assessment or prioritization tool.

Review and Validation

Draft versions of the ‘weighing the evidence’ tables, evidence summaries and draft scientific consensus
statements were reviewed by the working group members to ensure the statements were accurate. In-
person meetings were also held for SFO-SAC 2016 members to review all ‘weighing the evidence’ tables
and evidence summaries for accuracy, and to verify the draft scientific consensus statements. Small
group discussions among the experts refined the statements until | consensus among the SFO-SAC 2016
members was reached. Inconsistencies were resolved through discussion.

Based on feedback from these meetings, modifications were made to specific criteria, evidence
summaries and scientific consensus statements.

The scientific consensus statements were further refined as part of working group reviews, and the
complete Report was reviewed before being finalized with sign-off by all SFO-SAC 2016 members.
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Chapter 3: Industry
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Background

Despite the established body of evidence about the harms caused by tobacco and concentrated efforts
to get tobacco use under control, the tobacco industry has adapted and continues to profit from the
manufacturing and marketing of addictive products that are lethal when used as intended.* Key policies
in recent years include increasing price control through taxation, advertising restrictions and health
warning label.? These successful policies are primarily focused on protecting children, youth and others
from the means the tobacco industry uses to market its products. Recognizing this, it is necessary to add
new strategies to existing initiatives, to reduce the number of new and current tobacco users, and to
confront the disease vector — the tobacco industry.

This ‘pillar chapter’, Industry, updates and expands on the pillar chapter in the SFO-SAC 2010 Report,’
titled Confronting the Disease Vector. The focus of this chapter is similar — to examine which actions
and interventions confront the tobacco industry most effectively to decrease, and eventually eliminate,
the burden of disease caused by the products that it produces and sells.

Agent
Tobacco Products

Host

Environment
Tobacco User

Social :
Political Potential User
Historical Nonuser Exposed
Cultural to Secondhand

Marketing Smoke

Vector
Tobacco Companies
Tobacco Retailers
Tobacco Producers

Figure 3.1: The Disease Vector

Source: Adapted from One Million Fewer Smokers by 2010: Shaping a Tobacco-Free Society for All New Yorkers, 2008-1010,
2010 (23, p.5) via SFO-SAC 2010.2

The SFO-SAC 2010 Report discussed the tobacco industry as the ‘disease vector’ for nicotine addiction
(see Figure 3.1),> one of four components in the comprehensive disease model of nicotine addiction and
tobacco-caused disease and death. The model includes the host (anyone coming in contact with tobacco
or tobacco smoke), the agent (the tobacco product itself) and the environment (social, political,
historical, cultural and marketing).* The disease vector refers to the tobacco industry’s role in producing,
marketing and delivering tobacco products to consumers in Ontario.’
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For this Report, the term “industry” aligns with the definition used in the SFO-SAC 2010 Disease Vector
chapter. Industry refers to entities responsible for producing, supplying, marketing and promoting
commercial tobacco to current and potential users. This group includes tobacco growers and importers,
manufacturers, companies involved in producing tobacco product materials (e.g., cigarette paper),
wholesalers and the retailer network, including tobacconists. Additional networks that take part in illicit
contraband tobacco trade outside the regulatory framework are also deemed part of industry.?

In 2015, the major tobacco manufacturers in Canada were Imperial Tobacco Canada Limited with 49%
market share, Rothmans, Benson & Hedges (owned by Philip Morris International) with 37.3% market
share, and JTI-Macdonald with 13.1% market share.” Other major tobacco entities include Grand River
Enterprises (Canada’s largest on-reserve tobacco manufacturer), Casa Cubana Spike Marks Inc. (a major
distributer of pipe tobacco, cigars, cigarillos) and National Smokeless Tobacco Company Ltd. (Canada’s
largest smokeless tobacco product distributor, owned by Altria).?

The issue of e-cigarettes has emerged since the publication of SFO-SAC 2010. For more information on
e-cigarettes, refer below to Regulation to Favour Electronic Cigarettes over Cigarettes in the Product

section of this chapter.

Industry Accountability

The World Health Organization Framework Convention on Tobacco Control (WHO FCTC) states that,
“There is a fundamental and irreconcilable conflict between the tobacco industry’s interests and public
health policy interests”.® Historically, this “fundamental and irreconcilable conflict” has resulted in
tobacco industry financial gains at the expense of public health; the premise of industry accountability is
reversing this imbalance, changing the perception that public health outcomes are “externalities” to the
free market in which the tobacco industry exists.’

The tobacco industry has a history of denying the negative health effects and addictive nature of its
products, targeting marketing at youth and young adults to recruit more smokers, manipulating
scientific research and undermining research with findings against its products, and employing these
strategies in the pursuit of profits, while aware of their impacts on public health.? Industry accountability
is a key tobacco control measure, to make public health aware of the industry’s efforts to undermine
public health strategies and gains, and so that the industry will have to take responsibility for the harms
caused by its actions.?

To achieve industry accountability, the Tobacco Strategy Advisory Group (TSAG) and SFO-SAC 2010
recommended interventions that focus on active monitoring of the industry: “Implement the provisions
under the [WHO’s FCTC] Article 5.3 guidelines to prevent tobacco industry interference in the setting
and implementing of tobacco control policies”:® “[4.12] Legislate tobacco manufacturer reporting
requirements that match or exceed what is currently required by the Federal government; [4.13]
Implement tobacco-industry surveillance, monitoring and intervention development functions to
address and plan for mitigation of tobacco industry activities”(SFO-SAC 2010).> Both TSAG and the SFO-

SAC 2010 Report also recommended making tobacco manufacturers accountable for the number of
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under-aged users in Ontario, with severe financial penalties for failing to do so (TSAG 2010, SFO-SAC
2010).>®

Tobacco Endgame and Comprehensive Tobacco Control

To further reduce the prevalence of tobacco use, the idea of a tobacco ‘endgame’ has gained attention
and momentum over recent years.”*° A tobacco endgame strategy is defined as “initiatives designed to
change/eliminate permanently the structural, political and social dynamics that sustain the tobacco
epidemic, in order to achieve within a specific time an endpoint for the tobacco epidemic.”® As such,
endgame initiatives are generally concerned with confronting the tobacco industry.

The rationale for an endgame is that while overall tobacco use in countries like Canada has declined
over the past years, further marked decreases in tobacco use are not likely to occur with the current
policy and tobacco control measures.’® More innovative strategies must be considered to continue to
produce marked decreases in tobacco use. Endgame strategies are multi-faceted, and as part of a
comprehensive tobacco control policy, can have synergistic effects on public health and policy efforts to
address patterns of use, new products and users, the changing populations of users and industry efforts
to expand the market.’

Some countries have already established endgame targets:
e The governments of Ireland and the New Zealand have committed to reduce their smoking
populations to under 5% by 2025.°
e Finland has committed to become smoke-free by 2040.°
e Scotland has committed to less than 5% prevalence by 2034.°

A Canada-wide tobacco endgame initiative is now underway and is calling for a reduction in the
prevalence of smoking to less than 5% by 2035.™ The Canadian Public Health Association (CPHA) defines
a desired ‘tobacco-free’ target as less than 1% prevalence by 2035."° In 2013, the Association of Local
Public Health Agencies (alPHa) board of directors announced that they support the vision of a tobacco-
free Ontario."

Various strategies have been proposed to achieve an endgame target. Actions include establishing
tobacco-free generations by prohibiting tobacco sales to all individuals born in the year 2000 or later,
gradually reducing quotas on tobacco industry production and sales (also known as ‘sinking lid’) and

reducing the level of nicotine in all tobacco products.’ Health warning label regulations have been

implemented in over 100 countries worldwide.>" In addition, standardized or ‘plain’ packaging has been
implemented to date by Australia, France and the United Kingdom.****
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Methods

Best Available Research Evidence

This chapter primarily focuses on comprehensive coverage of interventions related to the tobacco
industry. Two reviewers screened all the pre-appraised reviews for relevance to this chapter. Additional
library searches were conducted for taxation, retail, and product. Please see Appendix 1: Summary
Tables of Library Searches for the list of research questions for the intervention topics.

Broad inclusions of industry outcomes were used in the report; for example, prevalence and
consumption. Please refer to the Glossary for definitions. For a full description of the methods
see Chapter 2: Methods.

Results
The pre-appraised literature search yielded nine relevant review-level articles. PHO Library searches for

articles related to taxation, retail and product yielded 19 additional review articles. SFO-SAC members
contributed 56 articles that met inclusion criteria (Figure 3.2).
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Figure 3.2: Search and Screening Flow Diagram
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Organization of Interventions

Select industry interventions may be discussed more than once as they relate to other topic areas
throughout the Report. Where repetition occurs, hyperlinks have been provided. Within each topic, best
available evidence with intervention effectiveness is discussed. It is important to note that, where
evidence is considered insufficient to conclude effectiveness does not necessarily indicate evidence of
no effect. Each topic includes specific intervention characteristics and implementation considerations,
specific populations and equity considerations related to the Ontario context, and any limitations.

Interventions and Innovations
Retail

Price and Taxation
Taxation is one of the most proven effective tobacco control interventions; however, Ontario
has the second lowest tobacco tax rate in Canada at 15.475 cents per cigarette. This rate is
lower than the minimum rate recommended by WHO MPOWER, and Ontario has not had
substantial tax increases for many years. Substantial tax increases would contribute
significantly to decreasing tobacco use in Ontario. While evidence on non-tax price
measures (i.e., minimum price policies, maximum price or ‘price cap’ policies, bans on
tobacco discounts, and non-tax fees) is sparse, experience of their use in other areas (e.g.,
alcohol) suggests that they have the potential to decrease tobacco use.

SFO-SAC 2016 Scientific Consensus Statement

Background

Taxation policies are intended to raise the price of tobacco products for the smoker or potential smoker,
thereby reducing product desirability and consumer demand.'® Taxes also provide revenue for the
government that can be used to fund other tobacco control efforts.'® Article Six of the WHO's
Framework Convention on Tobacco Control (FCTC) recommends “price and tax measures to reduce the
demand for tobacco,” given that, “the Parties [of the treaty] recognize price and tax measures are an
important and effective means of reducing tobacco consumption by various segments of the population,

in particular young persons”.®

There are also non-tax price policies including minimum price policies, bans on tobacco discounts and

1817 A minimum price policy determines the lowest price that industry

offers, price caps and non-tax fees.
can set for a tobacco product; the intention is to reduce the potential for industry to under-shift the tax
in an attempt to lessen the financial impact of the tax.' This policy is recommended by Ontario’s

Tobacco Strategy Advisory Group (2010) and the WHO (2015).%®
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Maximum price policies are recommended by Henriksen et al. (2012) and Malone et al. (2013) to lessen

the industry’s ability to over-shift a tax.'**

costs into account,'®?° imposes an upper threshold, thereby limiting the potential for tobacco

A maximum price policy, which takes production and labour

companies to use the higher-priced brands for revenue and forcing them to raise prices on lower-priced
brands as well to maintain revenue or limit losses. This approach ultimately reduces revenue potential
for the industry.™®

The Ontario/Canadian Context

The WHO introduced the MPOWER measures (Monitor tobacco use and prevention policies, Protect
people from tobacco smoke, Offer help to quit tobacco use, Warn about the dangers of tobacco, Enforce
bans on tobacco advertising, promotion, and sponsorship, and Raise taxes on tobacco) to provide a
foundation for country-level implementation and management of effective tobacco control
interventions.? One of the MPOWER recommendations is for countries to raise taxes on tobacco, with
some researchers positing that one of the most effective tobacco control interventions would be to raise
tobacco taxes to greater than 75% of the final retail price.’

Currently, Ontario tax rates fall under the recommended rate of 70% in the WHO technical manual.’

Further, in relation to other provinces and territories in Canada, Ontario has the second lowest

2122 ntil

2016, Ontario had the lowest tobacco tax rate and second lowest retail price. Manitoba has the highest
21,22

provincial/territorial tobacco tax, and the second lowest retail price for cigarettes in Canada.

retail price of cigarettes, with a cost of $133.25 for 200 cigarettes, compared to $97.12 in Ontario.

As of February 26, 2016, amendments to Ontario’s Tobacco Tax Act O.Reg. 40/16 S.1, included an
increase in tobacco tax rates for individual cigarettes and per gram of tobacco, from 13.975 cents to
15.475 cents per cigarette and per gram or part gram of other tobacco product, respectively.” This
increase translates into an additional $3 of tobacco tax per carton of 200 cigarettes, and an increased
retail price from $93.66 to $97.12 .*** To further contribute to the Smoke-Free Ontario Strategy,
Ontario has committed to use $5 million of increased revenue from tobacco tax rates (the projected
tobacco tax revenue increase in 2016-2017 is $100 million, for a total annual revenue of $1.221 billion)
to support improved access to smoking cessation services for priority populations across Ontario.”
Additionally, the amendment outlines an annual increase in the tobacco tax rate of 2% per year over five
years, starting in 2017, to accommodate the rate of inflation. The last increase in tobacco tax rates in
Ontario was in 2014, which accounted for inflation since the previous targeted tobacco tax increase in
2006.22 The price of tobacco also increased between 2006 and 2014, when the harmonized sales tax
(HST) came into effect in Ontario in 2010; this resulted in an increase of $5.10 on a carton of 200
cigarettes in the retail price of cigarettes.”

There is currently no minimum retail market price for tobacco products in Ontario. Further, there is no
regulatory action to address price segmentation of tobacco products in Canada, which allows tobacco
companies to offer premium and discount versions of their products.?®

With regard to contraband, a 2015 OTRU report concluded that there was no correlation between
increasing tobacco taxes and contraband use in Ontario or Canada.”’
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Evidence
The best available research evidence for this topic comprised an overview of systematic reviews,

systematic reviews with meta-analysis, systematic reviews, narrative reviews and grey literature reports.

One overview of systematic reviews? and four systematic reviews>>>? were retrieved from the pre-

appraised literature. A PHO Library search obtained additional reviews, including one systematic review

34-37 18,19,38-44

and nine narrative reviews. In addition, one

2,7-9,16,45-47

and meta—analysis,33 four systematic reviews,

an editorial®® and a commentary®® were
29,32,33,37

systematic review,"’ eight grey literature reports,
provided by SFO-SAC. Overall, three reviews were appraised as Level 1,*?%* four as Level Il, and
13 as Level [11. 7193135363844y risdictions of included studies were not consistently reported by reviews,

but included the U.S., the U.K., Australia, and countries in Latin America and the Caribbean.

Evidence of Effectiveness
Within the studies examined, the effectiveness of increased taxation and price is primarily evaluated

with the outcome of price elasticity of a smoking outcome (i.e., prevalence, participation, demand/total
consumption, individual consumption, cessation, initiation). The price elasticity of a smoking outcome is
the percentage change in smoking outcome resulting from a percentage change in price; for example, a
price elasticity of consumption of -0.1 means that a 10% increase in price results in a 1% decrease in
consumption. This section focuses on the outcomes of price elasticity of prevalence and of total
consumption of cigarettes (i.e., demand). Prevalence of commercial cigarette smoking is impacted by
non-smokers not initiating, and smokers quitting. Demand is likewise impacted, but is also affected by
smokers reducing their consumption. Impacts of taxation and price on outcomes of cessation and
individual levels of cigarette consumption are examined in Chapter 6: Cessation and the outcome of

initiation is examined in Chapter 4: Prevention.

Evidence consistently shows that taxation is an effective strategy to decrease smoking prevalence®®*"**

and demand.'®**3*341% This same finding was reported in the SFO-SAC 2010 Report.? Taxation is
considered by scientific consensus to be the most effective tobacco control measure available to impact
smoking prevalence. While the reviews note that the direction of the effect is clear and consistent, they
also note that the magnitude of the effect varies, as well as the degree of tax increases in different
jurisdictions. In terms of prevalence, a review included in Hoffman et al. (2015) that combined seven
studies found a price elasticity of prevalence of -0.37, meaning a 10% increase in price is associated with
a 3.7% decrease in smoking prevalence. Chaloupka et al. (2012), Jha et al. (2014), and Guindon et al.
(2015) found price elasticities of demand to fall in the range of -0.3 to -0.5.3**** Throughout reviews
that examined the effectiveness of multiple interventions for tobacco control, higher price through
taxation was consistently reported as having the strongest and most consistent evidence of
effectiveness.”®*!

The positive impact of increased taxation that raises price was also found in reviews conducted by IARC
(2011), in terms of declines in overall tobacco use and declines in adult tobacco use prevalence.'® This
positive impact is also asserted by reports by Navarro et al. (2014),” Malone et al. (2014),° the U.S.
Surgeon General Report (2014),*” the WHO Report on the Global Tobacco Epidemic (2015),% the Tobacco
Strategy Advisory Group Report (2010),2 and OTRU’s Smoke-free Ontario Strategy Evaluation Report

(2012).* Those that cite the magnitude of effect, all agree that a 10% increase in tobacco price would
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7,8,16,45,47
d.

result in an approximate 4% reduction in total cigarette deman The above outcomes were

primarily found for examinations of price increases through taxation.

To mitigate the effects of taxation on the market, the tobacco industry often uses price discrimination
strategies to not lose the most price-sensitive populations of tobacco-users."” These strategies include
promotions and price tiers, which shift the burden accrued by taxation to the industry’s premium
market, keeping prices low on discount products.’’ As such, other non-tax price policies have been
considered.’” One systematic review, by Golden et al. (2015), examined non-tax price policies that
included minimum price, price promotion restrictions and bans, non-tax fees and maximum price,
examining how the literature describes, recommends and evaluates these policies (Golden 2015)."
Limited evaluation has been undertaken.'” The review found two studies that evaluated the impact of
minimum price policies on the retail price of cigarettes in the United States, and neither study found
prices to be higher in states with such a policy."” One of the studies did find prices to be higher in New
York, where both a minimum price policy and a special price promotion ban exist."” The review states
that the empirical evidence found is limited and that more is needed to understand the impact of non-
tax price policies on tobacco prices, including non-cigarette tobacco products.”’ The review by van
Walbeek et al. (2013) found that there is minimal literature that examines the effects of minimum price
policies.”*

Intervention Characteristics/Implementation Considerations
There are both barriers and facilitators to increased tobacco taxation and price that may affect

outcomes. Potential barriers to the effectiveness of increased prices and taxation include individual
smoker’s price minimization strategies, industry pricing strategies and contraband tobacco products. A
review by Calo et al. (2013) that investigated individual smoker’s price minimization strategies found
that smokers use price-related promotions, multi-pack discounts and switching to lower-cost generic
brands to minimize the financial impact of increased prices and tax.'®

The tobacco industry can influence the effectiveness of increased price and taxation in a variety of ways.
Industry pricing strategies include price-related promotions, multi-pack discounts and lower-cost generic
brand cigarettes.* Calo et al. (2013) recommend a ban on price-related promotions to address this
barrier.”® Four reviews discuss industry pricing strategies to lessen the financial impact of increased

19,32,41,42

prices and tax, including the under-shifting and over-shifting of a tax. By under-shifting the tax,

the industry lowers its price so that the final retail price is not as impacted by an increased tax.* The

industry may also over-shift a tax: two reviews*"*?

show evidence from the U.K. that, in response to
raising taxes, tobacco companies increased the prices on originally higher-priced cigarette brands more
than on the lowest-priced brands. In this way, tobacco companies can keep the lowest-priced brands as
low as possible, while still increasing their revenues.*"*?

Additionally, tobacco companies offer incentive programs to retailers that are associated with decreased
prices.”! These include “buy downs” where a tobacco company specifies a sale (e.g., “cents off” on each
pack in the store’s inventory) for a defined period of time.>” Following the buy down, the retailer is

reimbursed the difference between the inventory price and the reduced price.*
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Other price strategies used by tobacco companies include the use of 1) prestige pricing (i.e., where
higher prices and premium monikers are used to convey superior product quality), 2) odd-even pricing
(i.e., where prices are set just below even-dollar value to convey value and affordability (e.g., $9.99 vs
$10)), 3) leader pricing (i.e., where the retailer sets a promotional price below their usual listed price to
gain attention or draw consumers to their retail location, and 4) discount pricing (e.g., buy two packs,
get one free).*®

The tobacco industry cites contraband tobacco sales as a negative outcome of increasing tobacco tax as
a strategy to persuade governments not to increase the tax; however, the notion that increasing
tobacco taxes necessarily leads to increasing use of contraband tobacco is false.*® Multiple reviews also
note contraband tobacco as an area of concern, but consistently conclude that increased prices of legal
tobacco products are effective strategies to reduce smoking prevalence and increase government

16303339 3nd recommend stricter enforcement of anti-contraband efforts rather than

revenue regardless,
withholding tax increases.*® Tax increases also generate more revenue for the government despite use

of contraband, and a smoker’s switch to contraband may only last up to 12 months.* (Find out more

about Anti-Contraband Measures). Guindon et al. (2015) note that, while smokers switching to
contraband may bias negative impacts on demand of commercial cigarettes further downward, if tax
increases are accompanied by an increase in enforcement, the bias may be in the other direction.® In
terms of cross-border shopping as an avenue for product switching, the systematic review by Rice et al.
(2010) included studies from the U.S. that controlled their price elasticity outcomes for cross-border
shopping and still found that increased taxes reduced prevalence and demand.*

Facilitators to increase price through taxation include specific tax characteristics and non-tax price
policies. Tobacco taxes may be specific excise taxes, which are fixed dollar amounts added onto a price,
or ad valorem taxes, which are proportionate to the original price.*® Specific excise taxes allow lower-
priced cigarettes to be taxed as much as higher-priced cigarettes, lessening the gap between them.>***
Chaloupka et al. (2012) also state that specific excise taxes “[sends] the message that all brands are
equally harmful”,*® and Jha et al. (2014) note that specific excise taxes are less susceptible to industry
manipulation because they are a set, rather than relative, price.** Additionally, IARC found sufficient
evidence that “higher and more uniform specific excise taxes result in higher tobacco prices and
increase the effectiveness of taxation policies in reducing tobacco use”.*® Supporting this finding,
cigarette consumption was halved in under 15 years in both France and South Africa after each country
increased inflation-adjusted cigarette prices through tax.* The history of tobacco taxation in Canada has
also shown evidence in the reverse. Following health-motivated tobacco taxes implemented to raise
prices in 1989 and 1991, cigarette consumption in Canada decreased from 3,000 to 2,000 cigarettes per
adult from 1986 to 1991, and smoking prevalence among young people decreased; however, in 1994 the
tobacco industry succeeded in lobbying the federal government to lower tobacco taxes.*® Tobacco
consumption increased and young person smoking prevalence began to increase.*® Chaloupka et al.
(2012) discuss other facilitators for an effective tax, such as automatic adjustment for inflation and

eliminating opportunities for smokers to buy cigarettes duty-free.*
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Specific Populations/Equity Considerations

Nine reviews'®28303234363941 34 one grey literature report of reviews'® consistently found that
increased price through taxation has a beneficial impact on reducing youth smoking prevalence, and a
stronger impact on youth than on adults. Bader et al. (2011) concluded from the included studies that
youth are two to three times more price responsive than adults.*® Bader et al. (2011) also found that
older youth are more price responsive than younger youth;* Rice et al. (2010) found that male youth
may be more price responsive than female youth;* and Brown et al. (2014) found that youth with low
SES are more price responsive than youth with high SES.*” Two reviews found that increased price
through taxation reduces young adult smoking prevalence, and that young adults are more price

responsive than adults.>**°

18,28,29,35,36.3940 3nd one grey literature report of reviews™ found strong and consistent

Seven reviews
evidence that increased price through taxation is an effective strategy to reduce smoking prevalence
among smokers with low SES, and that this population is more price responsive than the general
population. Reviews that evaluated the equity impact of multiple interventions found increased price
through taxation provided the most consistently positive evidence of reducing tobacco-related

293740 Multiple reviews note that increased tobacco taxes should be accompanied

inequities due to SES.
by increased targeted cessation efforts for smokers with low SES, and that tobacco taxes may create a
disproportionate financial burden for smokers with low SES who are unsuccessful at quitting or choose
not to quit.***>*° JARC (2011) suggests that further research be done to determine the existence and

nature of unintentional effects on smokers with low SES.*

Reviews noted that there is limited evidence available on smokers with mental iIIness,36'38 heavy and/or
long-term smokers®® and Indigenous persons® and the impact of increased price and taxation on non-
traditional tobacco usage.*® More evidence is needed on effectiveness in these populations, especially as
people who identify as having mood disorders and those who identify as Indigenous have higher
smoking prevalence rates than the general population.>®
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Evidence Summary - Price and Taxation - Well supported

The body of evidence regarding the effectiveness of taxation is substantial and comprised
one review of reviews, 10 systematic reviews, one with a meta-analysis, nine narrative
reviews, a commentary, an editorial and numerous grey literature reports including those
from the World Health Organization (WHO) and the U.S. Surgeon General. The evidence
reports a consistent and significant relationship between increased price through taxation
and reduced smoking prevalence and demand for tobacco products. While there is limited
evidence regarding the effectiveness of non-tax price measures (e.g., minimum price policy)
on tobacco use, evidence from other areas suggests that they have the potential to decrease
tobacco use. The potential reach of taxation and price measures is high, for the general
population and certain priority populations.

SFO-SAC 2016 Scientific Consensus Statement - High (Intensify), Positive Equity

Taxation is one of the most proven effective tobacco control interventions; however, Ontario
has the second lowest tobacco tax rate in Canada at 15.475 cents per cigarette. This rate is
lower than the minimum rate recommended by WHO MPOWER, and Ontario has not had
substantial tax increases for many years. Substantial tax increases would contribute
significantly to decreasing tobacco use in Ontario. While evidence on non-tax price measures
(i.e., minimum price policies, maximum price or ‘price cap’ policies, bans on tobacco
discounts, and non-tax fees) is sparse, experience of their use in other areas (e.g., alcohol)
suggests that they have the potential to decrease tobacco use.

The scientific consensus regarding the potential contribution for Ontario is: High (Intensify).
This intervention has a positive equity impact.

Key Message

Increased price of tobacco through taxation is a highly-impactful method to reduce the
prevalence of smoking and the overall consumption of tobacco. Other price measures also
have the potential to reduce smoking prevalence and tobacco consumption by further
increasing prices, limiting tobacco industry revenues while increasing prices, and supporting
taxation
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Tobacco Advertising Promotion and Sponsorship Bans
Comprehensive advertising bans are effective to reduce tobacco consumption. Both the
federal and provincial governments have introduced a number of tobacco advertising,
promotion and sponsorship (TAPS) bans that will continue to have a high contribution if
continued; however, there are gaps in these restrictions, such as movies and video games.
Closing these gaps would increase effectiveness.

SFO-SAC 2016 Scientific Consensus Statement

Background

Tobacco companies make substantial expenditures each year on tobacco advertising, promotion and
sponsorship (TAPS) with the aims to increase tobacco sales, encourage current smokers to continue
smoking and get non-smokers to start.” For example, in 2006 in the United States, the tobacco industry
spent $13.5 billion USD on cigarette advertising and promotion; an average of $37 million per day.”
Advertising and promotional activities have been shown to increase users’ positive images of tobacco,
convey distorted messages about the utility of tobacco use and increase curiosity about tobacco use.*!
These activities are augmented by other industry tactics, such as corporate social responsibility, which
seek to improve public image and legitimize the tobacco industry through the implementation of
philanthropic programs and initiatives.”

Evidence indicates a causal relationship between tobacco advertising and increased levels of tobacco

initiation and continued consumption.>**®

For example, exposure to tobacco marketing is associated
with doubling the chances of smoking initiation among youth.*' The WHO suggests that complete bans
on all TAPS activities are needed as a key tobacco control strategy because comprehensive TAPS bans
hinder the industry’s ability to promote and sell its products.? Additionally, the National Cancer Institute
(NCI) reports that there is strong evidence that national and state-level media campaigns reduce

tobacco use. >

According to Article 13 of the WHO Framework Convention on Tobacco Control, “... a comprehensive
ban on advertising, promotion and sponsorship would reduce the consumption of tobacco products.
Each Party shall ... undertake a comprehensive ban of all tobacco advertising, promotion and
sponsorship”. In 2014, reportedly only 29 countries (12% of the world’s population) had passed a
comprehensive ban.? Canada does not have a comprehensive advertising ban and has not yet met all of
its FCTC recommendations with respect to Article 13 (e.g., promotion of tobacco products through films
and other entertainment media has not been banned; however, traditional tobacco advertising has
been significantly reduced.”

The Ontario/Canadian Context

A number of laws have been introduced in Canada banning TAPS, including a ban on tobacco advertising
on television and radio, but not on other forms of direct and/or indirect (i.e., movies, internet)
advertising. See Chapter 5: Protection for more information on Smoking in Movies. In 1972, the tobacco

industry withdrew direct tobacco advertising from radio and television in Canada, based on a Tobacco
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Industry Voluntary Packaging and Advertising Code developed by the Tobacco Manufacturer’s
Council >*®

The Tobacco Products Control Act, which came into effect January 1, 1989, provided the federal
government with the authority to ban all tobacco advertising, impose restrictions on promotional
activities and tobacco sponsorship and demand stronger health warning labels on packaging.**® This act
was successfully challenged in the case of R/JR-MacDonald Inc. v Canada (AG), which led to the
introduction of the Tobacco Act (effective 1997) that permitted “the promotion of a tobacco product by
means of information advertising or brand-preference advertising in publications that have an adult
readership of not less than 85%”.”° This means that bars (which require patrons to be 19+ years of age)
and some music festivals (with age restrictions) can still be sponsored by tobacco companies and that
these facilities/events can present tobacco advertising. In 1998, the Tobacco Act was amended to
prohibit tobacco sponsorships, which came into effect in 2003, and further amendments in 2009 later
banned print advertising (effective 2010).° This amendment includes banning tobacco advertising in
domestic print media such as newspapers, magazines, pamphlets, leaflets, flyers, posters and signs
(Section 22 under the Act).®* However, there are limited exemptions for other forms of print media
including direct mail to an identified adult and signage in places when young people are not permitted
(e.g., bars) (Section 22 Exemption a, b, ¢, under the Act).®!

The restrictions on advertising and sponsorship are not comprehensive and have loopholes that allow
tobacco companies options to promote their products.? For example, tobacco companies can promote
their products in movies and video games, and depictions of the act of smoking itself can be used to
promote tobacco products.? Further legislation to address these loopholes has been recommended to
restrict tobacco-related accessories in movies and other forms of media, further decrease the visibility
of public smoking (e.g., on patios or outdoor sport and recreation spaces), require adult ratings for
movies (e.g., 18A)and videogames (e.g., mature) with any tobacco imagery.® Another suggestion is to
end existing exemptions on tobacco product advertising and promotion (e.g., advertising on posters and
leaflets, in bars and at music festivals which have a primarily adult audience);® According to the
recommendations from the FCTC, these should be banned.?

Under the SFOA, section 3.2 prohibits places of entertainment from employing or authorizing anyone to
promote the sale of tobacco of tobacco.®

Evidence

The best available research evidence for this topic comprised of an overview of reviews, systematic
reviews, and grey literature reports. One overview of reviews,?® and two systematic reviews”*' were
retrieved from the pre-appraised literature. One review was appraised as Level |,?® one as Level I and
one as Level 11I** The majority of the included studies within these reviews took place in developed
countries such as the U.S., the U.K. and Australia. Three grey literature reports from the WHO(WHO
2015),” the U.S. Department of Health and Human Services"” and Cancer Research U.K.? that reported

on TAPS bans were provided by SFO-SAC.
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Evidence of Effectiveness

There is evidence on the harmful consequences of unregulated advertising on smoking behaviour (e.g.,
28,31,47

advertising is associated with smoking initiation among youth).
Comprehensive advertising bans have been shown to be effective to reduce tobacco use and initiation,’
whereas partial or voluntary bans have had little or no effect;**® The overview of reviews by Hoffman
(2015), which included studies of more and less comprehensive TAPS bans, found no consistent findings
regarding the effectiveness of TAPS bans on cigarette consumption (with one included review reporting
inconsistent effects and one review reporting no reduction in cigarette consumption).’® The remaining
included review did not measure any direct effects, but hypothesized that a TAPS ban should decrease
smoking behaviour, given the evidence on a strong positive association between tobacco advertising
and increased smoking.?® Hoffman et al. suggested that the scope and comprehensiveness of TAPS bans
influence their effectiveness to change cigarette consumption, which may explain the varied results
across reviews. The systematic review by Wilson (2012) concluded that due to methodological
limitations of the included studies, there was insufficient evidence to quantify the impact of advertising
bans or restrictions on smoking behaviour; however, they suggested that comprehensive bans are the
only effective way to eliminate tobacco marketing exposure.** Additionally, WHO reports that TAPS bans
are effective to reduce tobacco use and initiation.”

Intervention Characteristics/Implementation Considerations

The comprehensiveness of a TAPS ban,? the level of enforcement and the industry response to bans
(e.g., shifting to indirect means of marketing) influence effectiveness.’®*! Partial restrictions or non-
comprehensive bans allow the tobacco industry to subvert restrictions by substituting marketing
channels not covered by existing laws.***” WHO suggests that legislation banning TAPS “should be
written in uncomplicated language, with clear definitions, strong monitoring and enforcement

mechanisms and high financial penalties”.’

Specific Populations/Equity Considerations
One systematic review by Brown (2014) examined the equity impact of controlling TAPS.?® Researchers

concluded that placing controls on advertising, marketing and promotion of cigarettes had mostly
neutral equity effects (7/9 studies), meaning that there was no difference in effects based on socio-
economic (SES) status.””> WHO also reported that comprehensive TAPS bans reduce tobacco
consumption in all countries regardless of income level.?

Evidence to Guide Action: Comprehensive tobacco control in Ontario (2016)]|60



Intervention Summary

Evidence Summary - Tobacco Advertising Promotion and Sponsorship Bans - Well
supported

The body of evidence regarding the effectiveness of advertising bans included one overview
of reviews, two systematic reviews and several grey literature reports from the World Health
Organization (WHO), U.S. Surgeon General and Cancer Research U.K. There is consistent
evidence on the harmful consequences of advertising on smoking behaviour (e.g.,
advertising is associated with smoking initiation among youth). There is evidence that
comprehensive advertising bans are highly effective to reduce tobacco consumption; partial
or voluntary bans have less or no impact. Advertising bans have been shown to have neutral
equity impacts, meaning that they impact tobacco use outcomes similarly across individuals
from different socio-economic (SES) status and/or income levels.

SFO-SAC 2016 Scientific Consensus Statement - High (Intensify)

Comprehensive advertising bans are effective to reduce tobacco consumption. Both the
federal and provincial governments have introduced a number of tobacco advertising,
promotion and sponsorship (TAPS) bans that will continue to have a high contribution if
continued; however, there are gaps in these restrictions, such as movies and video games.
Closing these gaps would increase effectiveness.

The scientific consensus regarding the potential contribution for Ontario is: High (Intensify).
Key Message

Comprehensive advertising bans are effective to reduce tobacco consumption. Both the
federal and provincial governments have introduced bans on many forms of TAPS; however,
there are gaps in these restrictions, which, if addressed would increase effectiveness.
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Packaging and Labelling Regulation

Packaging is a key component of tobacco marketing because it: 1) is present during the purchase of
tobacco products, 2) has extensive reach to all purchasers and most users, 3) is a source of information
and 4) consumers are intimately involved with the package, including its public display, which implicitly
endorses the product (especially for children).®

Plain packaging of tobacco products refers to “measures that restrict or prohibit the use of logos,
colours, brand images or promotional information on packaging other than brand names and product
names displayed in a standard colour and font style”, including the inside packaging, foil wrap and the
cigarette stick itself.” The purpose of plain and standardized packaging is to reduce the attractiveness of
tobacco products, restrict the ability of the pack to act as a form of advertising and promotion and limit
misleading packaging and labelling.

Health warning labels on tobacco product packages are designed to increase awareness of the health
hazards and health effects caused by tobacco use.®* In Canada, most tobacco packages contain graphic
health warnings that cover 75% of the front and back of packages and include a pan-Canadian quitline
number and web address (see Quitlines with Cessation Telephone Support in the Chapter 6:

Cessation).®” The primary focus of the graphic health warnings are the health hazards posed by tobacco
use.® There are also health information messages inside tobacco packages that focus on the benefits of
quitting and provide tips to help smokers quit.** Additionally, short statements on toxic
emissions/constituents information are displayed on the side of most tobacco packages, where they
primarily focus on the health impacts of specific toxic chemicals found in tobacco smoke .**

Plain packaging and health warning labels aim both to prevent smoking initiation and promote smoking
cessation. They are two separate interventions that can be applied on their own or together. The
evidence describes the effects of plain packaging and health warning labels when they are applied on
their own and when they are applied together.

Plain and Standardized Packaging
In Canada, plain and standardized packaging is currently being examined through a
consultation process, and the Prime Minister’s mandate letter to the Minister of Health in
November, 2015 included plain packaging as a top priority. The evidence from both
experimental and real world studies indicates that plain packaging reduces the appeal of
tobacco products as well as the prevalence of smoking, and will have larger reach if
implemented alongside comprehensive tobacco advertising, promotion, and sponsorship
bans. Implementation of plain and standardized packaging in Ontario would likely result in
meaningful impact, based on the Australian experience.

SFO-SAC 2016 Scientific Consensus Statement
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Background

According to the SFO-SAC 2010 Report, plain and standardized packaging means the use of a standard
size, shape and material, with no logos, colours, or advertising inside or attached to the package (e.g.,
inserts and onserts). The guidelines for implementing Article 13 of the WHO Framework Convention on
Tobacco Control (FCTC) suggest that plain and standardized packaging should be “black and white or two
other contrasting colours, as prescribed by national authorities; nothing other than a brand name, a
product name and/or manufacturer’s name, contact details and the quantity of product in the
packaging, without any logos or other features apart from health warnings, tax stamps and other
government-mandated information or markings; prescribed font style and size; and standardized shape,
size and materials. There should be no advertising or promotion inside or attached to the package or on
individual cigarettes or other tobacco products.”.”

Plain and standardized packaging was recommended to be mandated as a tobacco control intervention,
in the SFO-SAC 2010 Report .? In the literature, plain and standardized packaging is referred to as “plain
packaging”, and will be referred to that way for the remainder of this section.

Plain packaging of cigarettes was implemented in Australia as of December 1, 2012, and in the U.K. and
France in 2016. The plain packs, under the legislation in Australia, are olive green, devoid of brand
design and prominently feature the telephone number of the national smoking cessation helpline
(Quitline).®® The U.K. and France introduced plain packaging on all cigarettes manufactured from May
20, 2016 .M Additionally, countries such as Norway, Hungary, Sweden, Finland, New Zealand,
Singapore, Turkey and South Africa have had plain packaging under formal consideration since
November 2015.°

The Ontario/Canadian Context

The concept of plain packaging to reduce the appeal of tobacco products was first suggested in 1986 by
Dr. Gerry Karr, a Canadian physician, at the annual meeting of the Canadian Medical Association.® In
1994, plain packaging was recommended by the House of Commons Standing Committee on Health.*
The current federal government committed to implement plain packaging in its electoral platform .** On
November 13, 2015, the Prime Minister’s mandate letter to the Minister of Health included plain
packaging as a “top priority”.* On March 11, 2016, the federal government issued a tender notice for a
cost-benefit analysis for tobacco plain packaging, which is currently being examined through a
consultation process.®” As of December 13, 2016, Bill S-5 (a proposal in front of the Senate that would
amend the Tobacco Act, extending the ban on promotion to include promotion on packaging), had

moved on to its second reading.®®

The Ontario Tobacco Research Unit considers plain packaging to be an evolutionary intervention (similar
to what is currently being done in Ontario, but may go beyond WHO recommendations) , as it
represents an important shift from existing regulations in most countries.’” Plain packaging has also been
recommended by the Canadian Public Health Association, Canadian Cancer Society and the Tobacco
Strategy Advisory Group as an important tobacco control intervention.” Ontario has the ability to
regulate tobacco packaging, provided that the provincial regulations are more restrictive than any
federal legislation.®
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Evidence

The best available research evidence for this topic comprised systematic reviews, grey literature reports,
and primary studies. Three systematic reviews were identified from the pre-appraised literature.>**%7°
All primary studies included in these three reviews were conducted before actual implementation of
plain packaging intervention in any jurisdiction, and therefore their results are based on simulated plain
7,15,56,71,72

packaging studies. Five grey literature reviews were provided by SFO-SAC, which also provided
four grey literature reports from WHO,? Canadian Cancer Society,** Australian Government,’* and

Cancer Research U.K.°

3279 The majority of

One review was appraised as Level 1,°® and two reviews were appraised as Level II.
the reports and primary studies in the identified reviews were conducted in high-income regions of

Australia, North America and Western Europe.

Evidence of Effectiveness
Overall, there is a strong body of empirical evidence from both pre-implementation (experimental) and

post-implementation (real world) studies that supports the introduction of plain packaging; they
conclude that plain packaging is an effective public health intervention.” There is evidence to suggest
that plain packaging reduces the attractiveness of tobacco products, restricts use of the pack as a form
of advertising and promotion, limits misleading packaging and increases the effectiveness of health
warnings.

Pre-Implementation (Experimental Studies)

The review-level evidence, based on experimental studies that took place prior to the implementation of
plain packaging in Australia, show that plain packaging reduces the appeal of tobacco products and
makes them less attention-grabbing by reducing the perceived attractiveness of the package and

alleviating positive associations between specific brands and a smoker’s identity.>**’* Also, smokers

consider cigarettes in plain packaging to have poorer taste and be of lower quality in comparison to the

66,70,71

branded packs. Plain packaging improves the recall and perceived seriousness of health

36667071 Additionally, plain packaging reduces false beliefs about the risks of smoking and is

56,66,70,71

warnings.
more effective at conveying information about the health effects of smoking.

Post-implementation (Real-World Studies)
Evidence from post-implementation studies in Australia suggests that plain packaging reduces the

attractiveness and appeal of tobacco products and reduces the prevalence of active smoking.™ It also
reduces the display of tobacco packs in outdoor settings.” This suggests that in addition to smokers
treating tobacco products as less attractive, plain packaging also reduces the public’s exposure to
tobacco products packaging as a form of marketing.” Additionally, there is evidence to suggest that
plain packaging encourages quitting; plain packaging has been shown to increase the salience of health
warning labels on packages, increase the urgency to quit among smokers, increase calls to quitlines
(see Quitlines with Cessation Telephone Support for more information) and increase rates of quitting

cognitions and quit attempts among adult smokers."™
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Evidence also suggests that plain packaging reduced consumer misperceptions of harm." Misleading
descriptors on packages allowed consumers to have incorrect views about the risks associated with
tobacco products (e.g., the ‘light’ in Marlboro Ultra Lights suggests that these are better for you).™
Tobacco companies used brand variants, which enabled retailers to assist consumers to identify those
variants after misleading descriptors were banned from packaging (e.g., Marlboro Lights became
Marlboro Gold and Marlboro Ultra Lights became Marlboro Silver).” Despite attempts by tobacco
companies to ensure that their brand variants are identified, evidence from a national survey in
Australia found a statistically significant increase in the proportion of adult smokers who believed that
brands do not differ in harmfulness (69.8%) during the first year of implementation as compared with
the period before implementation (65.7%)."

Plain packaging is also associated with reductions in smoking prevalence. The Single Source Survey Data
conducted by Roy Morgan (an Australian market research company) found that the implementation of
plain packaging (combined with enhanced graphic health warnings) resulted in a significant decline (0.55
percentage points) in smoking prevalence among Australians ages 14 and older post-implementation,
compared to the anticipated prevalence without the implementation of plain packaging.’”” This decrease
accounted for one-quarter of the total decline in the average prevalence rates observed between 34
months pre- and 34 months post-implementation.”? Since the introduction of plain packaging, the
Australian government has observed declining total expenditures on tobacco products and declining
customs and excise clearances on tobacco products.”

Intervention Characteristics/Implementation Considerations

Plain packaging is a key part of strengthening tobacco control measures that are already in place.” It has
been recommended that plain packaging be implemented as part of a comprehensive set of tobacco
control measures.'” For example, in Australia, when plain packaging legislation came into force, other
interventions were also implemented simultaneously to create synergistic effects. Along with plain
packaging, a set of 14 new pictorial health warning labels, enlarged from 30% to 75% of the front of
tobacco packs, were mandated at the same time, while maintaining 90% of the back. A quitline number
was featured prominently on the cigarette package. Also, a national mass media campaign was aired to
increase public awareness about this new intervention.””

When implementing plain packaging legislation, considering legal issues is important. The tobacco
industry has issued multiple legal challenges in response to plain packaging legislation, and has lost all
cases to date. "*"*”®

It is important to consider how tobacco companies respond to plain packaging legislation. Some
companies have used the variant descriptors (e.g., ‘Smooth’, ‘Rich’, ‘Fine’) in addition to brand names on

15,76
d.

plain packages to further enhance perceptions and differentiate their bran These variant

descriptors on plain packages have been shown to affect smokers’ perceptions of cigarettes contained

within the packages.”’®
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Specific Populations/Equity Considerations
Some primary studies (based on simulated plain packaging) from the included reviews reported

demographic differences regarding the impact of plain packaging on tobacco use. For example,

according to an Australian study, non-smokers and younger respondents were significantly more likely

66,70

to rate plain packaging as unattractive when compared to their branded counterparts. A Canadian

study of young women reported that plain packs were rated as less appealing than branded female-

oriented packs.®® A French study also showed that women found plain packaging less appealing than

I’ﬁel’l.70

Intervention Summary

Evidence Summary - Plain and Standardized Packaging - Supported

The body of evidence regarding the effectiveness of plain packaging comprised three
systematic reviews, four grey literature reviews and five grey literature reports from the
World Health Organization, The Australian Government, U.S. Surgeon General, among
others. Overall, there is empirical evidence from both pre-implementation (experimental)
studies and post-implementation (real world) studies concluding that plain packaging is an
effective public health intervention. There is evidence to suggest that plain packaging
reduces the attractiveness of tobacco products, restricts use of the pack as a form of
advertising and promotion, limits misleading packaging and increases the effectiveness of
health warnings. Additionally, evidence from Australia (where plain packaging has been
implemented) suggests plain packaging reduces smoking prevalence.

SFO-SAC 2016 Scientific Consensus Statement - High (Initiate)

In Canada, plain and standardized packaging is currently being examined through a
consultation process, and the Prime Minister’'s mandate letter to the Minister of Health in
November, 2015 included plain packaging as a top priority. The evidence from both
experimental and real world studies indicates that plain packaging reduces the appeal of
tobacco products as well as the prevalence of smoking, and will have larger reach if
implemented alongside comprehensive tobacco advertising, promotion, and sponsorship
bans. Implementation of plain and standardized packaging in Ontario would likely result in
meaningful impact, based on the Australian experience.

The scientific consensus regarding the potential contribution for Ontario is: High (Initiate).
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Key Message

Plain packaging has been shown to be an effective public health intervention. Evidence from
Australia suggests that implementation in Ontario and Canada could help to reduce smoking
prevalence.

Health Warning Labels
Evidence indicates that health warning labels are effective to educate about the health risks
of smoking and motivate smokers to quit. Health warning labels also increase the use of
helplines/quitlines. As of 2012, Canada’s pictorial health warnings cover 75% of the
package, with toxic emission statements on the sides, interior health information and a toll-
free quitline number. Health warning labels make a high contribution to reducing
prevalence and can be improved in Canada by increasing periodic rotation. This
intensification would make an additional moderate contribution to reducing prevalence.

SFO-SAC 2016 Scientific Consensus Statement

Background

Health warning labels are an important medium to communicate the health risks of tobacco use.
Tobacco packages can deliver messages to smokers with high reach and frequency (especially among
heavy smokers) during the act of smoking.”” Tobacco packaging can also advertise the risks of smoking
to non-smokers, since packages are often in public view when smokers use a tobacco product.”’

Health warning labels on tobacco packaging have been shown to increase awareness of health risks and
reduce tobacco use.” Article 11 of the WHO Framework Convention on Tobacco Control states: “... each
unit packet and package of tobacco products and any outside packaging and labelling of such products
and [shall] also carry health warnings describing the harmful effects of tobacco use ...”.? Canada was the
first country to implement pictorial warnings of a larger size (which covered 50% of the principle display
areas).”” Many laws initially required warning labels to occupy 50% of the front and back of packages;
however, over time, many jurisdictions have implemented even larger labels;*” Uruguay has a law that
requires that 80% of the front and back of packs to have warning labels; Australia’s law requires that
75% of the front of the pack and 100% of the back be devoted to warning labels.*”’” As of May 4™ 2016,
the European Court of Justice upheld the new Tobacco Products Directive which mandated that health

warning labels must cover the the top 65% of the front and back of packages.”®

The Ontario/Canadian Context
Health warning labels are regulated under federal and provincial jurisdiction in Ontario. As part of the

Smoke-Free Ontario Act 1994, Ontario has regulated that tobacco be packaged in accordance with the
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requirements under the federal Tobacco Act. Canada was the first country to require picture-based
health warnings on cigarette packages in 2000.° In 2012, the federal Tobacco Products Labeling
Regulations (SOR/2011-177) came into effect.”” The regulation required new graphic health warning
messages to cover 75% of the front and back of cigarette and little cigar packages; labels must include
easy-to-understand toxic emissions statements and interior health information messages; and cigarette
packages must include a phone number to a toll-free quitline (e.g., Smokers’ Helpline).”” A recent study
evaluated the new pictorial health warning labels on tobacco packaging introduced by Health Canada in
2012, which prominently displayed a toll-free number for a quit-smoking line.®® Results found a
significant relative increase of 160% (870 calls/month before, to 1,391 calls/month after the policy
change) in the monthly overall call volume, and 174% (153 calls/month before to 267 calls/month after
the policy change) in the number of new callers receiving treatment, which have been adjusted for the
Driven to Quit Challenge and the January effect as confounders.?

Evidence

The best available research evidence for this topic comprised an overview of systematic reviews,

31,66,70,81
one

systematic reviews, a narrative review and grey literature reports. Four systematic reviews,
narrative review,”” and one overview of systematic reviews were retrieved from the pre-appraised
literature search. Additionally, two grey literature reports>® a systematic review®? and a meta-analysis®
were provided by SFO-SAC. Three of the reviews were appraised as Level 1,°°°% four as Level I1,/%77#1%3
and one as Level I11.3* The majority of the studies took place in Canada, USA, Australia, New Zealand, and

Europe; a few were in developing countries such as Mexico, Brazil, Malaysia, China, and Iran.

Evidence of Effectiveness
Health warning labels on cigarette packaging have been shown to increase awareness of the risks of

smoking in both smokers and non-smokers across age groups.®®’%’” In 2001, Canada was the first
country to implement pictorial health warnings; a series of population-based surveys found pictorial
warnings were more noticeable, were associated with stronger beliefs about health risks and increased
motivation to quit smoking compared to text-only health warnings.”’

Although the effect of health warning labels on cessation behaviour is more difficult to determine, large
text and pictorial warnings have been shown to reduce consumption levels and increase the likelihood
of quitting and remaining abstinent. In Canada, more than 40% of smokers reported that pictorial
warnings have motivated them to quit smoking, and other surveys found they reduced daily cigarette
consumption and helped former smokers to remain abstinent.”’ Health warning labels were also found

877 For example, in The Netherlands, calls to

to increase the use of cessation services such as helplines.
the smoking cessation helpline increased more than 3.5 times in the 12 months after the helpline
number was printed on the back of one of 14 package warnings.”” However, these results may not be
solely attributed to health warning labels, which are typically introduced along with other tobacco

control measures such as changes in price/taxation, mass media campaigns and smoke-free legislation.”’

Two recent reviews found some evidence of effectiveness for strengthened cigarette pack warnings

82,83

(featuring pictorial warnings). One review examined longitudinal studies that observed changes

following the implementation of strengthened cigarette pack warnings (e.g., from text to pictorial, text

Evidence to Guide Action: Comprehensive tobacco control in Ontario (2016)]68



to strengthened text and pictorial to strengthened pictorial), and found that six out of nine studies
found decreases in smoking prevalence, three out of eight studies found a decrease in cigarette
consumption and four out of seven studies found an increase in quit attempts.?* One review also found
that calls to quitlines increased in four out of six studies.®? The other review conducted a meta-analysis
on the effects of pictorial warnings when compared with text warnings.®® Results found statistically
significant effects in favour of pictorial warnings in 12 of 17 effectiveness outcomes, including
attractiveness (d=0.79), ability to hold attention (d=1.74), eliciting stronger cognitive (d=1.70) and
emotional reactions (d=0.54), eliciting negative attitudes towards smoking (d=0.55), increasing
intentions to not initiate smoking (d=1.82), and increasing intentions to quit smoking (d=0.54).2

In addition, plain packaging on cigarette packages has been shown to increase the noticeability, recall
66,70,77

and perceived credibility of health warnings.
In contrast, two reviews on pictorial warnings found mixed effects on cessation behaviour (i.e., fourth
quartile score: 1.7, 95% Cl: 0.37-5.3);* reduction in cigarette consumption (i.e., OR: 2.68, 95% Cl: 1.21-
5.9;%" and quit attempts (i.e., Prevalence range in Canada: 19.84% to 21.34% without direct
comparison).>* Among the included studies, the authors found high heterogeneity in definition of
outcomes and general low methodological quality, along with a greater emphasis on experimental

31,81

studies rather than ‘real world’ implementation. Health warning labels can appear in many different

forms, therefore the impact of health warning labels was found to be dependent on their size, position,
66,77

design and type.

Intervention Characteristics/Implementation Considerations
Larger warning size was associated with greater perceived recall, greater health risk, increased

promotion of cessation behaviour and decreased prevalence of smoking, and potentially undermining
brand appeal.” Moodie et al. (2012) noted that warnings that are positioned prominently on the front
of the pack with a design of bold, contrasting lettering and the use of a box perimeter increased
consumer comprehension of health warning labels.®® Text-only warnings with more obscure design type
showed lower impact compared to pictorial health warnings.”” Impact also increased when the content
of the labels was periodically updated, even when their size and position did not change. In addition,
health warnings that elicit negative emotional reactions were associated with increased contemplation
of health risks and cessation behaviour. These included fear-arousing health warnings, shocking images,
personal testimonials and depictions of human suffering or negative aesthetic effects.”’

Additionally, health warning labels have been found to affect social norms regarding tobacco use, which
reduced tobacco use and increased support for tobacco control measures.’

Periodic rotation of health warning labels has been shown to improve and maintain the impact of
messages,” to prevent ‘over-exposure’ or ‘wear-out’, in which smokers can become desensitized to the
same health warning labels over time.”” In Canada, health warning labels did not change until 11 years
after implementation, which was substantially longer than when other countries changed their pictorial
health warning labels.”’
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Specific Populations/Equity Considerations
According to a European Union (EU) survey, younger respondents, less educated respondents and

‘manual’ workers were slightly more likely to perceive health warnings as effective.”’ In addition, labels
that depicted negative aesthetics were found to be particularly effective among young people.”” Text-
only health warnings varied in their effects by socio-economic status, likely due to varying literacy

levels.”’

Intervention Summary

Evidence Summary - Health Warning Labels - Supported

The body of evidence regarding the effectiveness of health warning labels comprised one
overview of reviews, five systematic reviews, one meta-analysis, one narrative review and
two grey literature reports. Health warning labels that are large, prominently positioned,
contain a graphic pictorial that elicits negative emotions, use bold contrasting lettering and
are periodically updated are more effective (compared to text-only health warning labels) at
being noticeable, promoting stronger beliefs about health risks and motivating smokers to
quit.

SFO-SAC 2016 Scientific Consensus Statement - Moderate (Intensify)

Evidence indicates that health warning labels are effective to educate about the health risks
of smoking and motivate smokers to quit. Health warning labels also increase the use of
helplines/quitlines. As of 2012, Canada’s pictorial health warnings cover 75% of the package,
with toxic emission statements on the sides, interior health information and a toll-free
quitline number. Health warning labels make a high contribution to reducing prevalence and
can be improved in Canada by increasing periodic rotation. This intensification would make
an additional moderate contribution to reducing prevalence.

The scientific consensus regarding the potential contribution for Ontario is: Moderate
(Intensify).

Key Message

Health warning labels have shown to be effective in Canada and can be further improved by
increasing their periodic rotation (e.g., bi-yearly).
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Addressing the Retail Environment (Decreasing Availability)
Background

The tobacco retail environment has been identified as an important area for tobacco control %’

Ina
2010 report, TSAG made the following recommendations regarding the tobacco retail environment: 1)
“Move toward a system of designated sales outlets, by employing methods such as licensing strategies
and zoning by-laws, to continuously reduce the number of tobacco retailers and locations permitted to
sell tobacco products; 2) Increase the number of specific places that are prohibited from selling tobacco
products to match or exceed bans in leading Canadian provinces; and 3) Develop and implement
tobacco vendor compliance strategies that continue to reduce availability of cigarettes to underage
youth” ®

The tobacco retail environment is considered to be an important area to control and reduce tobacco
product availability.® Reducing exposure to and the physical accessibility of tobacco products at the
retail level could help to denormalize tobacco products and to decrease environmental cues to smoke or

purchase tobacco.'**%

Various types of interventions or policy options that target the retail
environment have been examined and/or discussed in the literature, including minimum age

restrictions, point of sale tobacco display bans, zoning tobacco retail-free areas and retailer licenses.

There is a well-established body of evidence that demonstrates a positive association between alcohol
outlet density and excessive alcohol consumption and its related harms.® Limiting alcohol outlet
density through the use of regulatory authority (e.g., licensing and zoning) is widely accepted as a means

to reduce or control excessive alcohol consumption and related harms.?*®’

Moreover, governments
have a history of applying licensing and zoning to businesses that sell alcohol.*’ These regulatory

systems may provide a framework that could be adapted to tobacco control in Ontario.?

Zoning Restrictions to Create Tobacco Retail-free Areas
Zoning restrictions can reduce tobacco retailer density, tobacco product availability and
environmental cues for smoking. In Ontario, there are no zoning restrictions per se. Ontario
could decrease smoking initiation and facilitate quitting by doing one or more of: capping
the number of retailers in a certain geographical area, prohibiting retailers within certain
distances of schools or other youth-oriented facilities, prohibiting retailers along access
routes to schools, establishing minimum distances between tobacco retailers, and restricting
the location of tobacco retailers to certain areas. Intensive zoning restrictions have the
potential to transform the tobacco market.

SFO-SAC 2016 Scientific Consensus Statement
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The Ontario/Canadian Context

There is one tobacco retail outlet for every 1,000 people aged 15 or older in Ontario.?’ This Report has
not identified any zoning restrictions to specifically reduce the number of tobacco retail outlets in
Ontario (which a 2013 report has been estimated to be approximately 12,000).% There are restrictions
on where tobacco can be sold in Ontario. Under the Ontario’s Smoke-Free Ontario Act, it is illegal to sell
tobacco products via vending machines, and at pharmacies, long-term care homes, hospitals, psychiatric
facilities and other specified places.”® Under the Smoke-Free Ontario Act, it is also illegal to sell tobacco
products on university and college campuses, on property that is owned or leased by post-secondary
institutions or student unions, and in schools, child care centres and places where home child care is
provided (effective January 1, 2015).%

Evidence
Zoning restrictions can be used to create tobacco retail-free areas and reduce the availability of tobacco
products.” This was discussed in one narrative review" retrieved from a PHO Library search and four

7-9,91

grey literature reports provided by SFO-SAC. The narrative review was appraised as Level I11."°

Recommended zoning restrictions to reduce tobacco retail availability include the following: capping the
number of retailers in a certain geographical area, prohibiting retailers within certain distances of
schools or other youth-oriented facilities, prohibiting retailers along access routes to schools, minimizing
the distances between tobacco retailers and restricting the location of tobacco retailers to certain

areas.7’9’19'91

Zoning restrictions could reduce tobacco retailer density, and thus accessibility to tobacco products and

79,19

environmental cues for smoking. This in turn could promote cessation behaviour and attitudes, since

higher tobacco retailer density has been shown to be associated with greater smoking rates and tobacco

sales among youth, and greater relapse rates during quit attempts.'**

It has specifically been shown
that increased tobacco retail density was associated with greater smoking prevalence within a public
health unit in Ontario. ® Similar impact has been seen with reducing alcohol outlet density. Population-
level studies have shown that decreased alcohol outlet density is associated with decreased alcohol

consumption over time.”*

Intervention Characteristics/Implementation Considerations
No information on intervention characteristics and/or implementation considerations was identified

from the included literature of this report.

Specific Populations/Equity Considerations
There is evidence that tobacco retailer density tends to be higher closer to schools and in more

vulnerable neighbourhoods (e.g. lower SES neighbourhoods).®’ One Ontario study found that tobacco
retail outlets tend to be found in urban and rural neighbourhoods with higher deprivation (assessed
based on the following: percentage of individuals aged 25+ without high school graduation, percentage
of lone-parent families, percentage of families receiving government assistance, percentage of
individuals aged 15+ unemployed, percentage of families living under the low-income cut off, and
percentage of homes needing major repair).2’ For example, the study found that compared to urban
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neighbourhoods with the least deprivation, urban neighbourhoods with the highest deprivation were
approximately three times more likely to have a tobacco retail outlet in their neighbourhood (OR: 3.4,
p<0.0001).* Similar results were found for urban neighbourhoods with the second (OR: 2.04, p<0.0001)
and third highest deprivation levels (OR: 1.58, p<0.0001), and in rural neighbourhoods. The study also
found that 65% of tobacco retail outlets were located within 500 metres of schools in urban areas and
that schools in lower SES areas were more likely to have a tobacco retailer within walking distance
(p<0.0001).% Zoning restrictions to limit the number of retailers overall, or within certain areas, could
therefore help to address this disparity in tobacco retailer density.

Intervention Summary

Evidence Summary - Zoning Restrictions to Create Tobacco-Free Retail Areas - Emerging

The body of evidence regarding zoning restrictions on retail outlets to create tobacco retail-
free areas comprised a narrative review and four grey literature reports. Studies have shown
that high tobacco retailer density (which has shown to be more prevalent closer to schools
and in low SES areas) is associated with higher smoking rates, tobacco sales to youth and
relapse during quit attempts. While evidence about the effects of zoning is sparse, theory
suggests that zoning restrictions that reduce tobacco retailer density, tobacco product
availability and environmental cues for smoking would contribute to decreased initiation and
more successful cessation.

SFO-SAC 2016 Scientific Consensus Statement - Innovative

Zoning restrictions can reduce tobacco retailer density, tobacco product availability and
environmental cues for smoking. In Ontario, there are no zoning restrictions per se. Ontario
could decrease smoking initiation and facilitate quitting by doing one or more of: capping
the number of retailers in a certain geographical area, prohibiting retailers within certain
distances of schools or other youth-oriented facilities, prohibiting retailers along access
routes to schools, establishing minimum distances between tobacco retailers, and restricting
the location of tobacco retailers to certain areas. Intensive zoning restrictions have the
potential to transform the tobacco market.

The scientific consensus regarding the potential contribution for Ontario is: Innovative.
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Key Message

Ontario could decrease initiation and facilitate quitting by adopting zoning restrictions that
reduce tobacco retailer density, tobacco product availability and environmental cues for
smoking.

Retail Licenses
There is promising evidence that retailer licenses and retail license fees can increase
compliance with in-store tobacco retail restrictions and reduce the number of licensed
retailers. In Ontario, there are currently no license fees for tobacco retailers; however, the
development of retail licenses is in progress. Few municipalities have established permit fees
at fairly low levels. Establishing substantial license fees with restrictive conditions for retail
outlets in Ontario could transform the retail tobacco landscape, substantially decrease
initiation and facilitate quitting, as well as cover the cost of enforcement.

SFO-SAC 2016 Scientific Consensus Statement

The Ontario/Canadian Context

Under the Tobacco Tax Act, tobacco retailers in Ontario are required to possess a no-cost permit to sell
tobacco products. Although there are no costs for the permits issued by the province, some Ontario
cities (e.g., Hamilton, Ottawa and Kingston) require payment of an annual fee for tobacco licenses.” In
2014, the fees for these municipal-level retail licenses were between $50 to more than $400.’

Evidence

Retailer licensing programs require all retailers to possess a government-issued license to sell tobacco
products.”” Governments have a history of applying licensing to businesses selling alcohol,?” and these
regulatory systems may provide a framework that could be adapted to tobacco control in Ontario.?® One

rapid review™ (retrieved from a PHO Library search), four grey literature reports’ >

93,94

and two primary
studies provided by SFO-SAC focused on retailer licenses.”>* The review was appraised as Level 111,

and the two primary studies were appraised as Level II”> and Level IlI, respectively.’*

As a condition of holding the license, tobacco retailers must comply with all pertinent tobacco control
legislation.’™ Violating these requirements (e.g., evading taxes, selling tobacco products to minors)

may result in the license being revoked or other lesser consequences, such as fines and suspensions.””
Retail licensing has a number of other purposes including to aid with collecting taxes and to track and

identify tobacco retail outlets.’**
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Licencing-associated strategies could be used to control and reduce the retail availability of tobacco
products, as well as to cover any costs associated with the administration, implementation and
enforcement of the retail license (e.g. compliance checks).” These strategies include the following:
limiting the number of licenses that can be issued (and perhaps reducing this limit over time), increasing
the licensing fee, not renewing licenses to existing license holders, not granting licenses to particular
retailers and holding an auction or lottery for a limited number of available licenses.”®* In addition,
certain conditions of the license, such as limiting the hours and/or days during which tobacco can be
sold, could also aid in reducing tobacco retail availability.”

Two primary studies of observational design have examined the impact of retailer licenses and retail

license fees.”**

One Australian primary study demonstrated that being registered as required by a no-
cost government licensing scheme was positively associated with compliance with in-store retail
requirements (such as point-of-sale display bans, posting notices that it is illegal to sell tobacco products
to individuals younger than 18).%* The study specifically showed that non-registered retailers were more
likely to violate one or more in-store retail restrictions than stores that were registered (adjusted OR:
2.42,95% Cl: 1.62-3.61, p<0.001).93 Based on these findings, enforcement mechanisms for searching and
responding to unlicensed retailers were recommended.® Another Australian primary study showed that
a 15-fold increase in retail license fees (from $12.90 AUD to $200 AUD per annum) could be an effective
method to reduce the number of active tobacco licenses (purchased or renewed).* Researchers found
that the total number of tobacco licenses significantly decreased by 23.7% from one year to two years,

after the first of four fee increases.>*

Intervention Characteristics/Implementation Considerations
It has been shown that the impact of an increase in retail license fees appears to vary by outlets’

tobacco sales volume.” For instance, it has been shown that tobacco license fees that are not high
enough may not deter retailers with higher sales volume from purchasing and renewing licenses.**
Another implementation barrier are promotional allowances at both a retail and wholesale level, which
involve tobacco industry payments or incentives to tobacco retailers and wholesalers for facilitating and
promoting the sales of tobacco products (i.e. price discounts, retail value-added or bonuses).>*

Specific Populations/Equity Considerations

There is evidence indicating that tobacco retailer density is greater in lower SES areas.”**

A rapid review
also found evidence that disadvantaged areas with a high density of tobacco retailers contributes to
smoking-relating disparities.* It has been suggested that policies that cap the number of retailer
licenses issued within a disadvantaged area can reduce these disparities;*® however, evidence on the
equity impact of this strategy has not yet been identified.

One Australian primary study did not find any significant associations between the probability of being
registered or listed as part of a government licensing scheme and the SES of the retailers’ postal area;”
however, the study did find that retailers in lower SES areas were significantly more likely to breach in-
store regulations than retailers in higher SES areas (p-trend=0.02, z= 02.33).”
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Intervention Summary

Evidence Summary - Retail Licenses - Promising Direction

The body of evidence for retailer licences comprised one rapid review and several grey
literature reports and primary studies. There is promising evidence that retailer licenses and
retail license fees can increase compliance with in-store tobacco retail restrictions and
reduce the number of licensed retailers, respectively. Experts have proposed other retail
licensing strategies and conditions to reduce the availability of tobacco products, such as
capping the number of retail licenses, not granting licenses to certain retailers and restricting
when tobacco can be sold.

SFO-SAC 2016 Scientific Consensus Statement - Innovative

There is promising evidence that retailer licenses and retail license fees can increase
compliance with in-store tobacco retail restrictions and reduce the number of licensed
retailers. In Ontario, there are currently no license fees for tobacco retailers; however, the
development of retail licenses is in progress. Few municipalities have established permit fees
at fairly low levels. Establishing substantial license fees with restrictive conditions for retail
outlets in Ontario could transform the retail tobacco landscape, substantially decrease
initiation and facilitate quitting, as well as cover the cost of enforcement.

The scientific consensus regarding the potential contribution for Ontario is: Innovative.
Key Message

Establishing substantial licensing fees for retail outlets in Ontario has the potential to reduce
smoking initiation and encourage cessation through reduced retail outlet density.

Government-Controlled Outlets
Emerging evidence, from tobacco and other areas, suggests that if properly implemented,
government-controlled retail outlets have the potential to transform the tobacco market
and decrease the availability of tobacco products, with associated decreases in initiation
and increases in quits.

SFO-SAC 2016 Scientific Consensus Statement
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The Ontario/Canadian Context
No information related to the Ontario or Canadian context was identified from the included literature of

this report.

Evidence
Government-controlled outlets have been discussed in two of the identified grey literature reports

provided by SFO-SAC.”**

Government-controlled outlets would allow only designated retail outlets to sell or distribute tobacco
products.” These outlets could be owned by private organizations (but regulated by the government), or
by only non-profit organizations or governments, or they could be licensed by a central public
authority.” While no evidence evaluating this intervention was identified from the literature searches,
there is potential that if properly implemented, government-controlled outlets would, by design,
decrease the availability of tobacco products with associated decreases in initiation and increases in
quits.91

Intervention Characteristics/Implementation Considerations
No information on intervention characteristics and/or implementation considerations was identified

from the included literature of this report.

Specific Populations/Equity Considerations
No information on specific populations and/or equity was identified from the included literature of this

report.

Intervention Summary

Evidence Summary - Government-Controlled Outlets - Emerging

The body of evidence on government-controlled outlets comprised of two grey literature
reports. This intervention would allow only designated retail outlets to sell or distribute
tobacco products. No evidence evaluating government-controlled tobacco outlets was
identified from the literature searches.

SFO-SAC 2016 Scientific Consensus Statement - Innovative

Emerging evidence, from tobacco and other areas, suggests that if properly implemented,
government-controlled retail outlets have the potential to transform the tobacco market
and decrease the availability of tobacco products, with associated decreases in initiation and
increases in quits.

The scientific consensus regarding the potential contribution for Ontario is: Innovative
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Key Message

While there is limited evidence regarding the effectiveness of government-controlled outlets,
there is potential that if properly implemented, they would, by design, decrease the availability
of tobacco products with associated decreases in initiation and increases in quits.

Market

Anti-Contraband Measures
Ontario has introduced a number of anti-contraband measures including new tobacco
stamps and strengthened enforcement and penalties for selling contraband. These will
continue to have a high contribution in Ontario. However, Ontario has not implemented
sufficiently strong measures to identify and cut-off supplies of contraband tobacco. When
implementing anti-contraband measures in Ontario, it is important to collaborate with First
Nations Communities on the development policies which potentially impact them. The
implementation of stronger measures, in concert with First Nations communities, would
further decrease the use of cheap contraband tobacco which will contribute to decreasing
the prevalence of tobacco use.

SFO-SAC 2016 Scientific Consensus Statement

Background
According to the RCMP, contraband tobacco is defined as: “...any tobacco product that does not comply
with the provisions of all applicable federal and provincial statutes. This includes importation, stamping,

7% Contraband tobacco can take

marking, manufacturing, distributing and payment of duties and taxes.
the form of organized international smuggling, illicit manufacturing, tax-avoidance from duty-free
sources and/or counterfeit cigarettes.96 Article 15 of the WHO Framework Convention on Tobacco
Control (WHO FCTC) suggests “the elimination of all forms of illicit trade in tobacco products, including
smuggling, illicit manufacturing and counterfeiting, and the development and implementation of related
national law, in addition to sub-regional, regional and global agreements, are essential components of
tobacco control”.®

In Ontario, more than 252 million contraband cigarettes, 4.3 million untaxed cigars and 169 million
grams of untaxed fine-cut tobacco or other tobacco products were reported to have been seized since

2008.% For example, in 2014, the RCMP seized $4 million worth of contraband tobacco across Canada.”®

Anti-contraband measures are enacted to reduce the availability and sales of contraband tobacco, as it
undermines tobacco control efforts (e.g., offering cheaper prices following increased price through
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taxation, making government reluctant to adopt policies out of fear that smokers will turn to the

contraband market).2*

Sales of contraband tobacco reduce government revenues accumulated through
legal cigarette sales”” and can involve organized crime.” The availability of contraband cigarettes can

also reduce smokers’ motivation to quit smoking or reduce their cigarette use.”

The Ontario/Canadian Context

The prevalence estimates of contraband tobacco in Ontario are varied due to differences in survey
methodology and definitions of contraband tobacco, and it is likely that many smokers underreport their
contraband tobacco use due to its illegal nature.? It has been estimated that 14% to 42% of all cigarettes
bought by adult smokers in Ontario may be contraband.® The most reliable source of data on
contraband in Ontario indicates that prevalence of contraband has been quite low for some time.*

TSAG suggests using a ‘whole of government’ approach to tobacco control, which may require
coordination of various ministries to contribute more to the Ontario government’s effort to reduce the
burden of tobacco on families, communities, healthcare and the economy, including Finance,
Agriculture, Food and Rural Affairs, Health and Long-Term Care, and Municipal Affairs and Housing.?
Additionally, a coordinated set of interventions that includes international collaboration, strengthened
tax administration, increased enforcement and swift, severe penalties is needed to reduce illicit trade in
tobacco products.’®

The following anti-contrabands measures have been implemented in Canada: 1) licencing, 2)
marking/labeling, 3) record-keeping/control measures, 4) enforcement, 5) export taxation, 6) tax
harmonization, 7) Indigenous tax agreements/compacts and 8) MOUs/legal agreements.”®

A number of anti-contraband measures have also been implemented in Ontario. In January 2014, new
tobacco stamps were implemented on packages of cigarettes and fine cut tobacco (requiring consumers
to pay tobacco tax), which help to distinguish between legal and illegal tobacco products.”’” In January
2016, the Ontario Provincial Police (OPP) created the Contraband Tobacco Enforcement Team within the
OPP’s Organized Crime Enforcement Bureau, responsible for investigating smuggling and trafficking of
contraband tobacco.'®

The Ontario Ministry of Finance has also signed an information-sharing agreement with the Alcohol and
Gaming Commission of Ontario so that retailers who illegally sell tobacco (under the Tobacco Tax Act)
can have their lottery licenses suspended or revoked.”’ In January 2015, the Ontario government
strengthened the oversight of raw leaf tobacco to provide more opportunities to disrupt the diversion of
raw leaf tobacco to contraband manufacturers.”’” Additionally, the Ontario government introduced
legislation that amended the Tobacco Tax Act to increase fines for offences related to the marking of
tobacco products and to allow vehicles that transport contraband tobacco to be impounded.”’

Prior to January 1% 2015, the Ontario Flue-Cured Tobacco Growers’ Marketing Board oversaw the

101

growing and buying of flue-cured raw leaf tobacco in Ontario.™ " In the past, the Board also was involved

in determining the amount of flue-cured tobacco that can be grown through a quota system.'®
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In January 2015, the Ontario Ministry of Finance replaced the Board and now regulates the oversight of
all raw leaf tobacco grown in Ontario and raw leaf tobacco imported into Ontario through the Raw Leaf
Tobacco Program.'®* Under the Tobacco Tax Act, the program requires all bodies involved in producing
(e.g., planting, growing and harvesting), processing, transporting, selling/buying, or importing/exporting
raw leaf tobacco to hold registration certificates issued by the Ministry of Finance.' In addition to
overseeing a registration and reporting system for these bodies, the program includes baling or
packaging, labelling, transportation, record-keeping and reporting requirements and exemptions for raw
leaf tobacco registrants.'®?

The Raw Leaf Tobacco Program also conducts inspections and audits, seizes raw leaf tobacco and places
civil penalties and offences, if necessary.'®* According to the Tobacco Tax Act, tobacco retailers who sell

contraband tobacco can be subject to fines, penalties and imprisonment.'®*

Evidence

The best available research evidence for this topic comprised six grey literature reports provided by
SFO-SAC. »#?7%>479¢ Ng reviews related to anti-contraband measures were identified from the pre-
appraised literature. Sweeting et al. (2009) is a comprehensive report describing different forms of
contraband tobacco and anti-contraband policy measures.”® Table 3.1 describes anti-contraband
measures that have been proposed.

Table 3.1: Proposed Anti-Contraband Measures

Anti-Contraband Measure Description

Licensing involves permission from a competent authority to do

i . 69 business.” Governments can require manufacturers/retailers do
Licensing™ . . . . .
business with only other licensed bodies, thereby creating a greater

chain of accountability.”®

Applying provincial tax-paid marking to every cigarette sold in Ontario

can help to distinguish tax-paid, legally tax-exempt products from

3,6,8,96

Tax-markings/stamping contraband products.? This helps officials and consumers determine

whether a product has ended up in a jurisdiction it was not intended
to be in.*

Tracking and tracing systems can enhance enforcement (border
controls, investigations, intelligence, inspections and seizures) for
tobacco products.? This includes marking tobacco products with a

3,6,8,47,96 unique, secure and non-removable identifier.? This helps to maintain
supply chain integrity by strengthening authorities’ ability to identify
illicit products and determine at what point products are diverted
from legal supply chains into illicit markets, and allows them to
identify who was in control of the products at that point.’

Tracking and tracing
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Anti-Contraband Measure

Record-keeping/control measures™

Enhanced enforcement®®®

Export taxation®®

Tax harmonization®

Tax agreements with the First
Nations®®

Legally binding agreements with the
tobacco industry and memoranda of
understanding®

Description

Record-keeping involves documenting information from all members
of the tobacco supply chain, from raw material producers to
manufactu