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Dear Mr. Glen:

Consultation on Smoking Prevention Working Group Report:

Towards a Future without Tobacco

We are providing comments on the following recommendations from the Report:

• Recommendation 8

• Recommendation 17

• Recommendation 19

• Recommendation 27

While carefully conceived, evidence-based tobacco regulation is to be welcomed,

some tobacco control proposals are unwise, wasteful, ineffective, unnecessary

and counterproductive, and for these reasons do not constitute either sensible or

legitimate regulation. In the following we outline the reasons why

recommendations 8, 17 and 19 are not instances of sensible regulation and why



recommendation 27, if expanded and systematically implemented, offers not only

the prospect of success, but also a welcome change in tobacco control policy.

Recommendation 8

The recommendation for the UK Government to increase the price of tobacco

products at a rate faster than inflation fails to take account of a substantial

amount of empirical evidence which shows that tobacco prices are not a

significant predictor of smoking initiation or experimentation, and that increases

in tobacco prices can work against the health of young people.

For example, a longitudinal study by three Cornell University economists

(DeCicca et al 1998) looked at the smoking behaviour of a group of 12, 036 US

grade 8 students as they moved through the school system, using data from the

National Educational Longitudinal Survey. The study found that tax increases

had no statistically significant effect on youth smoking. A similar study by Emery

et al (2001) which examined the effects of taxation on adolescent smoking

experimentation found that 'price was not significantly associated with

experimentation'. Indeed, the authors found that other factors such as living with

a single parent and poor school performance were strongly associated with

adolescent smoking.

Other non-longitudinal research found similar results. Douglas and Hariharan

(1994), for instance, found 'no evidence that higher cigarette prices would have a

significant impact on teenage decisions to pick up the smoking habit', while a

study for the US National Bureau of Economic Research by Gruber and Zinman

(2000) found that there was little impact of price on smoking of teens from grades

8-12.

One of the reasons that price increases appear to have such a minimal impact on

underage smoking is that adolescents, as well as older smokers, compensate for

price increases by making their smoking money go further through shifting their



purchases away from more expensive brands with lower tar levels to less

expensive generic brands with higher tar levels. Inasmuch as numerous studies

have shown that there is a dose response relationship between tar intake and

lung cancer, tax increases which move young smokers to products with higher

tar levels create additional risks for adolescent smokers. Evans and Farrelly

(1998) writing about this disturbing outcome note that the 'tax-induced shift to

higher tar cigarettes is so large that daily tar and nicotine consumption actually

INCREASES for these smokers as taxes increase'. And they conclude that this

change 'mitigates many of the health benefits of tax-induced smoking cessation'.

Recommendation 17

The recommendation to reinforce the UK Government's intention to move to

graphic photographs of smoking- related diseases on cigarette packages is very

regrettable for two reasons: such graphic warnings will fail to do what their

advocates claim and at the same time they risk counterproductive

consequences. This is true for four reasons. First, the scientific evidence

suggests that such graphic warnings do not increase smokers' awareness of the

risks associated with smoking. Second, the evidence shows that such warnings

will not reduce youth smoking initiation. Third, the evidence shows that such

warnings fail to reduce either smoking prevalence or consumption among youth

and adults. Finally, there is good evidence that for certain smokers such

warnings might well be counterproductive in that they tend to make the less likely

to quit smoking. Indeed, using a cost benefit analysis, it appears that GHW

provide no benefits for either smokers or nonsmokers, while at the same time

threatening serious costs in terms of smoker concentration on fear as opposed to

danger avoidance, defensive processing, and reactance, as well as felling of low

self-esteem and self-efficacy, while at the same time possibly making tobacco

products more attractive to certain individuals.

A review of the relevant psychological literature about fear-based warnings

clearly shows that graphic health warnings are not grounded in sound social



psychological principles. Indeed, the psychological evidence suggests why the

use of such warnings fails to accomplish the objectives claims for such warnings.

According to this evidence, graphic, fear-based warnings are likely to fail to

change either smokers' knowledge or behaviour because they may:

• Evoke fear control rather than danger control responses:

• Elicit defensive message processing;

• Promote reactance;

• Be oversimplified and exaggerated:

• Tend not to work with individuals who have low self-esteem and low

self-efficacy;

• Often fail to provide new, relevant information;

• Falsely assume that risks to health serve to deter:

• Not be credible;

• Exact too high a cost to comply;

• Serve to make smoking appear more, rather than less attractive with

certain groups.

Additionally, the psychological literature on reactance and forbidden fruit

suggests that such warnings might not simply fail to prevent or reduce smoking

but might rather initiate or increase it.

The empirical evidence about the effectiveness of graphic warnings on smoking

behaviour, including that produced by the government of the first country to

implement such warnings, Canada, suggests that such warnings fail in their

purposes and are possibly counterproductive. For instance, Health Canada's

Wave Studies of Consumer Behaviour and Attitudes to Smoking, which



examined the affects of the new graphic warnings against a pre-graphics

baseline found the following:

• There was no statistically significant decline in the smoking incidence

of adolescents;

• There was no statistically significant decline in adolescent

consumption-indeed one year after the introduction of graphic

warnings occasional adolescent smoking and occasional adolescent

consumption were both higher than before the new warnings;

• There was no statistically significant increase in the number of

adolescents who attempted to quit smoking;

• There was no statistically significant decline in the number of

adolescents who believed that smoking was not a health problem;

• There was no statistically significant change in adult smoking

prevalence;

• There was no statistically significant change in adult consumption

either among occasional or regular smokers;

• There was no statistically significant increase in the percentage of

adult smokers who claimed to have tried to quit smoking;

• There was no statistically significant change in the number of adult

smokers who believe that smoking is a major source of disease;

• There was a decrease in the number of adult smokers who look at the

warnings several times a day;



• There was only a small minority of smokers who claimed that graphic

warnings were effective in encouraging themselves to either smoke

less or quit;

• There was an increase in the number of both smokers and

nonsmokers who never look at or read the warnings.

This dismal record of graphic warnings was confirmed in a 2004 study by two

researchers from Concordia University in Montreal (Global Health Warnings on

Tobacco Packaging: Evidence from the Canadian Experiment Gospodinov and

Irvine). The study used data from two waves of Health Canada's Canadian

Tobacco Use Monitoring Surveys, one prior to the introduction of the graphic

warnings, the other subsequent to it. The authors found that there was no

statistically significant decline in either smoking prevalence or tobacco

consumption following the introduction of the graphic warnings.

A minimal definition of the effectiveness of graphic warnings would include: 1) a

reduction in youth and adult prevalence and consumption; 2) an increase in

smoker's awareness of the health risks of smoking and 3) an increase in quit

rates. Judged against these criteria the Canadian graphic warnings were

unequivocally ineffective.

We attach a copy of our recent publication, A Picture of Health? Why Graphic

Warnings Don't Work (Democracy Institute, 2006) which details the evidence on

each of these points.

Recommendation 19

Despite the claim at 3.35 that 'Studies of a variety of other tobacco marketing

communications and promotional devices including point of sale advertising,

packaging, brand stretching, loyalty schemes, free samples, and the internet

have shown a similar relationship between youth smoking and tobacco



advertising', the Report provides not a single piece of evidence that tobacco

packaging is advertising or that the retail display of tobacco packages leads to

smoking initiation, continuation or relapse. Indeed, the very statement of the

issue at 3.35 is disingenuous since it lumps a wide variety of quite distinct issues

together and implies, all without evidentiary support, that they are the same. For

instance, the issue of point of sale advertising is quite different from packaging,

and the issue of packaging is not the same as retail display. One cannot simply

move from an argument about banning advertising to an argument about banning

retail display without significant intermediary argumentation and evidence. This

means that that the proposal to prohibit the display of cigarettes at point of sale is

completely without regulatory rationale.

Moreover, there is a substantial amount of evidence that counts against the

hypothesis that retail display of tobacco products causes smoking initiation,

continuation or relapse. For instance, a study commissioned by the Canadian

government which examined the effects of packaging on youth smoking

(Expert Panel Report When Packages Can't Speak: Possible Impacts of Plain

and Generic Packaging of Tobacco Products, 1995 Health Canada) found that

there was no compelling evidence that packaging affected underage smoking

decisions. The underage smokers who participated in the study saw the smoking

'uptake process as being unaffected by promotion or packaging...' These

smokers told researchers that packaging and brand display had little importance

in their first experiences of smoking as they did not purchase their cigarettes but

rather received them from family members or friends. Indeed, the subjects told

researchers that even eliminating ALL distinctive packaging would not have any

impact on starting or stopping smoking. In effect, one of the few pieces of

research on the connection between underage smoking and packaging

effectively refutes the Report's hypothesis about a connection between

packaging and smoking.

There is additional empirical evidence that the display of tobacco packages is

unconnected with adolescent smoking. In March 2002 the Canadian province of



Saskatchewan banned retail displays of all tobacco products. The ban was in

effect for 18 months until overturned by a court decision. During the 18 month

period, youth smoking rates in the rest of Canada declined from 22.5% to 22%

according to the Statistics Canada/Health Canada Canadian Tobacco Use

Monitoring Survey (CTUMS) June, 2003. In Saskatchewan over the same period

youth smoking prevalence INCREASED from 27% to 29%, an increase of 7 %. In

the neighboring province of Manitoba, which did not have a retail display ban,

youth smoking prevalence declined from 28% to 23% , an almost 18% decline.

Clearly, the retail display ban did not have a demonstrably positive affect on

youth smoking prevalence.

There is also evidence that refutes the claim that retail display bans are justified

because they prevent impulse purchases of tobacco products by adolescents.

Several studies have looked at the types of impulsive purchases made by young

people and these studies have consistently found that cigarettes are not an

impulse purchase.

Finally, there is also evidence that counts against the claim made in support of

retail display bans that such bans prevent the relapse of quitting or former

smokers. The research literature on relapse is extensive, but it fails to provide

support for the claim that seeing tobacco packages in retail setting increases the

chances of relapse. For instance, in a major study of relapse by Wetter (D.

Wetter et al Late relapse/sustained abstinence among former smokers: A

Longitudinal Study' Preventive Medicine 2004 39: 1156-63) the predictors of

smoking relapse included lower levels of education, motivation, readiness to

change, self-efficacy/confidence and social support, higher levels of nicotine

dependence, alcohol use and negative affect/stress. These same risk factors for

relapse have been confirmed in numerous other studies of smoking relapse. In

none of these studies is seeing tobacco product displays a risk factor for relapse.



Recommendation 27

The Report is to be commended for its willingness to break out of the 'usual

suspects' mentality which has dominated tobacco policy for the last quarter

century. This approach has placed a disproportionate and inappropriate focus on

the weakly evidenced links between tobacco marketing and youth smoking while

ignoring the other risk factors with a proven connection with underage smoking,

risk factors such as family situation, parenting styles, success at school, and

socio-economic disadvantage.

In contrast to this focus on tobacco marketing is the wider policy agenda

described in the Social Determinants of Health approach which suggest that the

health of populations and individuals is based on four factors: living and working

conditions - the social and economic environment, income, social status,

education, the community, social support networks; the physical environment;

personal capacities, especially for coping and personal health behaviours; and

the health services. Adolescent problem behaviours, like those outlined in the

Report, are best understood, according to this approach, as the result of such

risk factors as income, education, work, social status, and individual capacities

such as self-esteem, coping and resiliency.

There is a substantial research literature in support of this approach, which has

been adopted by the WHO and the Government of Canada as a basis for their

health promotion strategies. Hops et al, (The development of alcohol and other

substance use: A gender study of family and peer context J of Studies on Alcohol

1999 13: 22-31), for instance found that peer pressure and family conflict were

the best predictors of substance use for males, while early school performance

was the best predictor for female substance use. They write "... children who

experience social, behavioural and/or academic problems in early life appear to

be at risk for non-normative or deviant alcohol, tobacco and other drug use...

The interactions between the early school environments, both academic and



social, with concurrent family conflict suggest that levels of negative experience

in all three environments are particularly detrimental', (p. 28)

Similar findings have been reported for adolescent smoking, all of which suggest

that the tobacco control policies focusing on proximal rather than distal risk

factors miss the crucial opportunity for intervention. Fralick and Hyndman (Youth,

Substance Abuse and the Determinants of Health in Determinants of Health:

Children and Youth, National Forum on Health, Health Canada, 1998), for

example, find that two determinants of health- the social and economic

environment and personal capacities- are closely linked to the onset of youth

smoking. They argue that there is a consistently strong relationship between

socioeconomic status and tobacco use. 'Young people from lower socioeconomic

backgrounds are generally more likely to smoke than their more economically

privileged peers', (p. 318)

Just as crucially, there is abundant evidence that health family and peer

influences act protectively against smoking initiation. US studies, for instance,

have found that teenagers were three times as likely to not smoke if no one in

their home smoked. Again, a number of studies have demonstrated that youth

smoking is strongly linked to poor academic achievement, dissatisfaction with

school and an intention to leave school. There is also a wealth of research

associating youth smoking initiation to high stress, low self-esteem and poor

coping skills.

In response to this evidence about the risk factors for adolescent smoking, the

Social Determinants of Health approach does NOT focus on for instance,

marketing restrictions, but instead (See Fralick and Hyndman) on such things as

addressing poverty, school performance, home environments, and resiliency. As

they note youth addiction is 'rooted in the social, economic and environmental

conditions in their communities...' (p. 348)

10



While the Report represents a positive step toward adopting a Social

Determinants of Health approach in that it pays some attention to certain of these

risk factors, particularly in the section outlining the Factors strongly associated

with smoking by young people, it is regrettable that it fails to take them seriously

enough to develop a strategy to address them. Indeed, one looks in vain in the

Report's recommendations (including Recommendation 27) for any tangible

evidence that the Report understands the profound lack of connection between

its identification of the factors leading to youth smoking and the policy responses

its outlines. For instance, its Tables at pages 17 and 18, while partially identifying

some of the social determinants of smoking, such as poverty or lack of success

at school, fail to provide any meaningful strategies to deal with them.

If, for example, poverty and poor school attendance are widely predictive of youth

smoking, how are graphic health warnings, price increases or display bans

rational policy responses to these risk factors? The answer is that they are not.

Indeed, they are profoundly irrational and unproductive in terms of dealing with

the Report's OWN identified risk factors. In fact they contradict much of the

research literature on substance abuse policy which supports such limited policy

interventions only in the context of policies designed to tackle the real

determinants of health.

Edwards et al, (Alcohol Policy and the Public Good, Oxford, 1994) note that such

policies outside of the context of addressing the wider community issues of, for

example, socioeconomic deprivation have no research support. They write that

'there is no present research evidence which can support their deployment

(school-based education, public education, warning labels, and advertising

restrictions) as lead policy choices or justify expenditure of major resources on

school-based education (or mass media public education campaigns), unless

they are placed in a broader context of community action'.

Edwards et al comment is particularly relevant since the Report appears to be

recommending precisely the course of policy which has no research support, that
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