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The Issue
Progress in tobacco reduction is one of the most significant public health successes of the past few decades, however
the benefits of this success have not been felt equally across Canadian society. Research shows that as tobacco use has
decreased in the general population, it has also become disproportionally concentrated within the least‐privileged
population groups in our province. 1,2,3,4 As a result, tobacco use is a significant contributor to the health equity gap
between socio‐economic groups in Alberta. In order to improve health equity in Alberta, tobacco reduction must be a
public policy priority with a focus on policies that are proven to decrease tobacco use inequalities.
Socio‐economic status and tobacco use
Tobacco use‐related disparities are the differences that exist between population groups with regard to key tobacco
use‐related indicators, including (1) behaviour patterns, prevention, and the treatment of tobacco use; (2) the risk,
incidence, morbidity, mortality, and burden of tobacco‐related illness; and (3) the capacity, infrastructure, and access to
resources; and (4) secondhand smoke exposure.5 Throughout Canada and around the world, there is a clear inverse
relationship between tobacco use and socio‐economic status.6,7,8,9 Whether comparing income, education, occupation
level, or other socio‐economic indicators, the least privileged population groups demonstrate a tendency to start
smoking at a younger age, to smoke more cigarettes per day, and to be less likely to stop smoking compared to those
who are more privileged.10 The distinction has become so pronounced that some of the most disadvantaged members
of society are exhibiting smoking rates double the rates of the general population,11 and quit rates that are one‐half of
those of the highest socio‐economic groups.12 In one Canadian study, the odds of smoking were almost four times
higher among those who had not completed secondary school compared to those with a university degree.13
Tobacco use disparities are also translating into health disparities. In Canada, populations with the lowest income have
COPD hospitalizations rates triple those of the highest income earners.14 Another study from the United Kingdom
revealed that smoking‐related death rates are 2 to 3 times higher in the most disadvantaged groups than among those
who are less disadvantaged.15
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Figure 1: How smoking inequities compound over the life course16

An issue of equity
The distinction between population groups is much narrower when it comes to intentions to quit and actual quit
attempts.17 This supports the assumption that most disadvantaged members of society desire a tobacco free life as
much as anyone else. These populations’ higher smoking rates exist because of issues of equity such as a lack of access
to cessation supports, unfavourable policies such as suppressed tobacco taxes, and a lack of supportive environments
where they live, work and recreate. Vulnerable population groups in Alberta need better protection from tobacco
related harms and more support when trying to quit.
What is perhaps most troubling is that tobacco use‐related inequalities appear to be some of the only health‐related
inequalities in Canada that have been increasing over the last 10 years.18 Inequalities in tobacco use are also larger
amongst younger adults than older adults,19 indicating that the widening gap is not likely to correct on its own. Public
health initiatives to reduce tobacco use have had more success among medium and high socioeconomic groups and
need to be better tailored to reach the least advantaged population groups. It is also important to note that inconsistent
adoption and enforcement of tobacco reduction policies create disparities in protections from tobacco, secondhand
smoke exposure and support for cessation.20
How tobacco reduction reduces health inequities
Health equity can be achieved in tobacco reduction by eliminating differences in tobacco use and exposure to
secondhand smoke between groups. Well‐enforced and comprehensive tobacco reduction policies and programs can
reduce these disparities.21 Tobacco reduction policies that focus on large‐scale, population‐level changes have the
potential to influence and change social norms related to tobacco initiation, tobacco use, and secondhand smoke
exposure. Comprehensive tobacco reduction policies help achieve health equity by reducing disparities among groups
most affected by tobacco use and secondhand smoke exposure, addressing the factors that influence tobacco‐related
disparities and creating a significant return on investment.22
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Tobacco reduction policies that lead to health equity
To ultimately eliminate tobacco use‐related health disparities, tobacco reduction programs and policies must be
implemented in a way that achieves equitable benefits for all.23 Reducing the prevalence of tobacco use requires greater
attention to populations carrying a disproportionate burden of use and dependence. Policies that focus on adolescence
and young adulthood, a time when most people begin using tobacco, are especially important to reduce tobacco‐related
disparities. Policies to reduce tobacco‐related disparities include:24

Increasing the price of tobacco products;

Increasing the number of people protected by comprehensive smoke‐free laws;

Reducing exposure to targeted tobacco industry advertising, promotions, and sponsorship; and

Improving the availability, accessibility, and effectiveness of tobacco cessation services for populations affected by
tobacco‐related disparities.
Tobacco taxes improve health equity
Supressed tobacco taxes result in more tobacco use among low‐income populations causing these populations to bear a
disproportionate share of the burden of the health and economic consequences of tobacco use resulting in an increase
in the likelihood of poverty.25 Evidence also shows that increasing the price of tobacco products can reduce tobacco‐
related disparities among different income groups as low‐income populations are more responsive to tax and price
increases.26 For maximum impact, tobacco tax increases need to be accompanied by investments in effective smoking
cessation programs that are targeted to at‐risk population. People within lower socioeconomic groups are two to three
times more likely to quit or cut back on their tobacco consumption as a result of the increased costs of tobacco
products. 27,28 By quitting or cutting back tobacco consumption, adults in these populations also provide a further benefit
to children and youth by modelling healthy behaviours and providing a tobacco‐free environment, thus reducing
exposure to tobacco smoke and reducing the likelihood of tobacco initiation. Consequently, tobacco consumption and
prevalence are reduced via tax increases in low‐income groups by greater magnitudes than in higher‐income
populations, resulting in a reduction in health inequities and tobacco use‐related poverty.29 Tobacco tax increases help
reduce the impoverishing impact of tobacco use, help low‐income families get and stay out of poverty and help low‐
income individuals avoid disease and death associated with tobacco use.30,31 Tobacco taxes are the single most effective
means of reducing and preventing tobacco use, including among disadvantaged populations.32
Tobacco tax increases can further reduce health inequities when a portion of the revenue generated is applied to
targeted programs to help disadvantaged smokers quit and to keep youth tobacco‐free. Increasing tobacco taxes and
dedicating a portion of the resulting new revenue to prevention and cessation services focused on disadvantaged
populations can be an effective way to reduce initiation, increase cessation and reduce tobacco‐related disparities.33
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Smoke‐free environments improve health equity
Comprehensive smoke‐free legislation can benefit people from all socioeconomic equally by increasing the number of
places where people are protected from tobacco smoke. Smoke‐free laws are comprehensive when they prohibit
smoking in all indoor public places and workplaces. These laws are the most effective way to protect all workers from
secondhand smoke exposure in the workplace.34 They can also reduce the social acceptability of smoking, which can
motivate smokers to quit and reduce tobacco initiation among youth.35 Although great progress has been made in
creating smoke‐free environments in recent years, several groups‐‐particularly hospitality workers in waterpipe
establishments and workers who clean hotel/motel guest rooms‐‐are not adequately protected by smoke‐free laws.
These workers are not second‐class citizens and they deserve full protection from the harmful effects of secondhand
smoke.
A comprehensive tobacco reduction strategy
In order to best support the disadvantaged members of society and reduce health inequities, tobacco reduction must be
a government priority. We cannot ignore the strong and growing connection between tobacco use and health equity
that exists in our province. The Alberta Tobacco Reduction Strategy must be fully funded and fully implemented with
effective policy and program measures to reduce tobacco‐related health inequities. The Alberta government cannot
ignore the growing health disparity that continues to result from tobacco use in Alberta.

Policy Recommendations
1. Increase tobacco taxes by at least $1.50 per pack to bring tobacco affordability levels in line with
neighboring provinces and to help reduce health inequities among disadvantaged Albertans.
2. Apply the proceeds of the tax increase to support tobacco reduction and prevention initiatives focusing
on vulnerable populations.
3. Fully fund and implement the Alberta Tobacco Reduction Strategy with a focus on reducing health
inequities including:






Increase access to tobacco cessation treatment including no‐cost NRT combined with counselling
Extend smoking bans to protect all employees including hospitality workers
Actively enforce restrictions on tobacco sales to minors
Provide targeted cessation and prevention programs that are culturally adapted
Target at‐risk populations with effective programs and strategies
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