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1. Introduction

The Cancer Institute NSW is grateful to the Committee for the opportunity to provide
evidence to the Inquiry into Tobacco Smoking in New South Wales.

In so doing, this submission seeks to focus on those areas where the Cancer
Institute has a particular responsibility and not to unnecessarily burden the
Committee with data already presented by other parties, in particular the detailed
evidence presented by NSW Health.

1.2 Role of the Cancer Institute NSW

The Cancer Institute was established in mid-2003 with the following objectives:

e To increase cancer survival rates for cancer patients

e To reduce the incidence of cancer in the community

e Toimprove the quality of life of cancer patients and their carers

o To operate as a source of expertise on cancer control for the government, health
service providers, medical researchers and the general community.

One in five (19.19%) of all cancer deaths is caused by smoking’ and two in five
(39.6%) of all deaths caused by smoking are from cancer.? The NSW Cancer Plan
2004-2006° places special emphasis on the prevention of cancer with a recognition
that reducing smoking prevalence is crucial. Indeed, the second goal of the thirty-
three goals laid out in the Cancer Plan commits the Cancer Institute to “Substantially
reduce smoking prevalence in NSW”.

The Institute works with government and non-government agencies at local, state,
national and international levels to achieve its goals. The Institute has a strong
commitment to working in partnership with others so as to maximise the
effectiveness of the available resources.

1.3 National and NSW frameworks for tobacco control

In endorsing the National Tobacco Strategy 2004-2009, all Australian governments
have resolved “to work together and in collaboration with non-government agencies
on a long-term, comprehensive, evidence-based and coordinated national plan to
reduce the often hidden but nevertheless very real misery and wasted human
potential caused by tobacco smoking in Australia.”*

The strategy has clear objectives and provides compelling evidence of the potential
effectiveness of policies and programs. It also provides a blueprint for jurisdictional
governments to develop action plans to describe how the challenges in achieving
those objectives will be met at a state level.

The NSW Tobacco Action Plan 2005-2009° does just that. The Cancer Institute
assisted NSW Health in the development of the Plan as a member of the consultation
and management committee. The Plan is organised around six ‘focus areas”. The
Cancer Institute’s primary responsibility within the Plan is the design, development
and delivery of mass media campaigns and, since January 20086, the funding and
policy and management direction of the NSW Quitline service.

I Smoking cessation; exposure to environmental tobacco smoke; marketing and the promotion of

tobacco products; availability and supply of tobacco products; capacity building; research, monitoring
and evaluation.



2. The costs and other impacts of smoking

It is clear that the highest cost to smokers and their loved ones is the early loss of
life. But for most people, death is preceded by weeks, months or years of ill-health.
Treatment of the diseases caused by smoking is also a great burden on the health
services and the overall impact of tobacco use is a significant drain on the economy.

2.1 The human costs and impacts of smoking

Figure 1 shows the deaths caused by smoking as a proportion of all deaths in NSW
in 2002. Smoking caused an estimated 6,608 deaths overall: 18% of all male and
10% of all female deaths respectively.® Figure 2 shows the deaths in Australia in
1998 from smoking by disease group.

Half of all long term-smokers will die prematurely, and half of those will dies in middle
age.® Butit is not just a question of length of life. Long-term smokers suffer more
disease and disability before they die at younger ages: on average they suffer
reduced quality of life for a greater number of years than non-smokers.’

Figure 1. Deaths from smoking as a proportion of all deaths in NSW in 2002 —_

" @ Female deaths from smoking

@ Male deaths from smoking

ODeaths from other causes

Figure 2. Deaths from smoking in Australia in 1998 by disease group

A

Table 1 lists the diseases and adverse health effects of active smoking and Table 2
does the same for passive smoking'®.

@ Cancer

@ Vascular diseases

O Respiratory diseases
O Other diseases

B Environmental tobacco smoke

The range of diseases caused by smoking and the sheer scale of the premature
death and crippling illness is daunting. In his lecture on Tobacco: a medical history"’
the late Sir Richard Doll commented, “That so many diseases — major and minor —
should be related to smoking is one of the most astonishing findings of medical
research ... less astonishing, perhaps, than the fact that so many people have
ignored it.” (See enclosed DVD of the lecture).



Table 1. Diseases and adverse health effects of active smoking

[}

e Oesophagus
(squamous cell
carcinoma)

e Oesophagus

(adenocarcinoma)

Pancreas

Urinary bladder

Renal pelvis

Kidney (renal cell

carcinoma)

Stomach

e Uterine cervix

e Granulocytic cells
of bone marrow
(myeloid
leukaemia)

o Nasal cavities

e Nasal sinuses

e Liver

illnesses including
pneumonia

e Premature onset of
and an accelerated
decline in lung
function

e All major respiratory
symptoms in adults
including coughing,
phlegm, wheezing &
dyspnoea

e Poor asthma control

In young people &
adolescents who
smoke:
e Impaired lung growth
e Early onset of lung
function decline
o Respiratory symptoms
including coughing,
phlegm, wheezing &
dyspnoea
e Asthma-related
symptoms (wheezing)
e Respiratory effects in
utero with maternal
smoking

e Aortic aneurysm

e Peripheral arterial
disease

e Buerger's
Disease

Cancers Respiratory diseases & | Cardiovascular Other diseases
adverse health effects diseases & adverse | & adverse health
health effects effects
e Lung e Chronic obstructive e Coronary heart e Gastric ulcer
e Oral cavity pulmonary disease disease (CHD) e Cataract
e Pharynx (COPD) e Cerebrovascular | e Periodontitis
Larynx e Acute respiratory disease e Duodenal ulcer

e Adverse surgical
outcomes related
to wound healing
and respiratory
complications

e Hip fracture

e Reduced fertility in
women

e Crohn’s disease

e Age related
macular
degeneration

e Tobacco amblyopia

e Osteoporosis

Reproductive

problems:

e Pregnancy
complications

e Preterm delivery &
shortened
gestation

e Foetal growth
restrictions & low
birthweight

e Sudden Infant
Death Syndrome

Table 2. Diseases and adverse health effects caused by passive smoking

In adults

In children

Other adverse health effects

for both adults and children

e Lung cancer

e Coronary heart disease

e Onset of symptoms of
heart disease

e Asthma attacks in those
already affected

e Worsening of symptoms
of bronchitis

e Stroke

e Reduced foetal growth
(low-birth-weight baby)

e Premature birth

e Cot death (Sudden infant
death syndrome)

e Middle-ear disease (ear
infections)

e Respiratory infections

e Development of asthma in
those previously unaffected

e Asthma attacks in those
already affected

e Shortness of breath
e Nausea

e Airway irritation

e Headache

e Coughing

e Eye irritation




2.2 The economic costs and impacts of smoking

The greatest burden of illness and costs due to tobacco occurs among households in
the lowest quintile of social advantage.'> Smoking is most devastating for those who
can least afford it.

Tobacco use imposes substantial costs on smokers and their families, taxpayers,
businesses and the community as a whole."

From mid-1950 to mid-2000, around 697,000 Australians are estimated to have died
prematurely due to tobacco use.’* Smokers who die early or become incapacitated
due to tobacco-related disease can no longer contribute to the unpaid economy.

An estimate by leading health economists, Collins and Lapsley, is that tobacco cost
the NSW economy at least $6.6b in 1998-99."° The authors demonstrate that this
estimate is both conservative and incomplete.

Smoking reduces the productivity of the paid workforce through absenteeism and
premature loss of highly experienced employers.

Even more significant are the profits forgone on sales of goods and services
consumed by smokers involuntarily using tobacco and of people who die early die to
tobacco-caused disease.®

According to Collins and Lapsley, the direct burden in NSW on taxpayers,
businesses and families from tobacco-related disease is $1.78b (including $475m
spent on hospitals, nursing homes and pharmaceuticals). The indirect costs are
$4.8b due to the high level of premature death.

Looking at the country as a whole, the burden tobacco poses is appalling. The best
— again, conservative and incomplete — estimate of the net total costs of tobacco use
in Australia in 1998-99 was $21b (tangible and intangible), almost four times the
revenue raised by the tax on cigarettes ($5.3b)."

2.3 Major social and economic returns by reducing smoking

Based on Collins and Lapsley estimates, a drop in the smoking rate of 5 percentage
points over 5 years would deliver the state of NSW a benefit of between $2.3b and
$5.8b benefit over 20 years (these figures represent the present value of the benefits
accruing over the whole of an assumed twenty year period).

It has been estimated that $2 has been saved on health care for each $1 spent on
tobacco control programs to date. The total economic benefits of tobacco control
programs are estimated to exceed expenditure by at least fifty to one.

It is difficult to imagine any other public expenditure providing returns of this
magnitude.

In addition to the obvious savings that significantly reducing smoking will bring, the
National Tobacco Strategy sets out the following important returns on investment in
tobacco control:

Stronger families, stronger children
e fewer Australian families, particularly low-income families, devastated by early
death or serious disability from smoking-related disease or injuries in house
fires



o fewer children from low-income families further disadvantaged by poorer
overall health and development, and expenditure on tobacco at the expense
of other goods

Healthy and independent ageing

e a greater number of people better able to enjoy their grandchildren or leisure
in retirement

o fewer trips to hospital for those managing chronic conditions

o fewer people with serious health problems unable to remain in their own
homes

e less need for pensions and benefits with fewer people suffering major
disability caused by smoking and more people able to save sufficiently for
retirement

Sustainable health care systems
o fewer demands on public hospitals and other health services
e lower demand for pharmaceutical and medical benefits

Greater profits for Australian businesses outside the tobacco industry
e potential increases in expenditure on other goods and services by those who
no longer purchase tobacco '
o lower insurance costs due to fewer fires and reduced exposure to
environmental tobacco smoke

A stronger economy
e avery large expansion in demand for goods and services due to increased
spending by many people — people who would otherwise die prematurely —
living longer and more active lives
e improved productivity with fewer smoking breaks, less absenteeism and fewer
experienced employees dying or retiring ill in middle age

Stronger communities
o fewer demands on and more people contributing to the unpaid economy
o fewer communities and national parks and less bushland devastated by
bushfires
o |ess litter

improved indigenous health
o fewer deaths and less disability caused by heart attacks, diabetes, chronic
lung disease and cancer, preventable conditions responsible for over 90% of
the burden of disease among Aboriginal and Torres Strait Islander peoples

Less harm from illicit drugs
s fewer children taking up illicit drugs as the factors that prevent smoking also
protect against many other high-risk behaviours.



3. The effectiveness of strategies to reduce tobacco use

3.1 Comprehensive programs work

Unlike many other areas of public health, there is little debate about the best way to
tackle the tobacco problem. The seven components of a comprehensive strategy
were laid out more than forty years ago in the landmark 1962 Smoking and Health
report of the Royal College of Physicians'®, which made recommendations for
government action.

Figure 3. Recommendations of the Royal College of Physicians, 1962
: Possible Action by the Government
~ Decisive steps should be taken by the Government to curb the
present nsmg consumption of tobacco, and especially of cigarettes.
This action could be taken along the following lines
(i) more education of the public and especially school-
~ children concerning the hazards of smoking:
(ii) miore - effective tcstncnons on the sale of tobacco to

Public education

Restrict sales to minors
Restrict tobacco promotion
Restrict smoking in
public places

hrON~

children: 5. Increase tobacco
(iif). restriction of tobacco advcmsmg ; : tax/price
(iv) wider restriction of smoking in public places: 6. Consumer information and _——
_(v) an ificrease of tax on cxgaretm, perhaps with adjustment .
*of the tax on pipe and cigar tobaccos: - prod uc_t regulation
(vi) informing purchasers of the tar and nicotine content of 7. Cessation support
- the smoke of cigarettes: services

“ i (vil) investigating ‘the value of antx-smokmg clinics to help
* those who find difficulty in giving up smoking.

All of these interventions are necessary and they act synergistically to reduce
smoking rates in a population. However, as the evidence base has grown over the
intervening decades, it has become clear which of these interventions is the most
powerful at a population level and they are highlighted above: public education,
smokefree public places and price. (See sections 4 and 6 for further details).

When they are large-scale and sustained, comprehensive programs have been
shown to be effective in reducing tobacco use. Table 3 shows the sustained declines
in tobacco use in California and Massachusetts where such programs have been in
place for more than fifteen years, compared with other US states.

Table 3. Packs purchased per adult per year in California and Massachusetts
compared with the other US States, 1990 to 1997

Year Mass. % change California % change 48 otherUS % change
from 1990 1989* from 1990 states from 1990

1990 125 - 100 - 139 -

1991 120 4 92 8 135

1992 117 6 89 11 131

1993 102* 18 89 11 125 10

1994 101 19 73 27 126

1995 98 22 76 24 124 11

1996 93 26 75 25 124 11

1997 78 38 72 28 124 11

Source: US Tobacco Institute and US Census data, compiled for the Massachusetts Dept of
Public Health, May 1997. * indicates year that large-scale campaigning commenced.



4. The effects of smoke-free indoor venues on the

initiation and maintenance of the smoking habit

The evidence that smoke-free environments — workplaces, public places and private
places including homes — have a profound and positive influence on population
smoking rates is beyond doubt.

Smokefree environments not only protect non-smokers from the substantial hazards
of breathing in tobacco smoke, they help some smokers to quit for good and others
to cut down on their consumption; and they demonstrate to children that smoking is
not a normal adult behaviour to which they should aspire.

The NSW Health submission provides substantial evidence on this issue. The
Institute would add the following points.

4.1 Effects on smoking of smoke-free workplace policies

Making workplaces smoke-free produces a measurable decrease in the prevalence
of smoking among employees, and those who continue to smoke tend to consume

- fewer cigarettes each day. Prevalence falls on average by 3.8 percentage points
according to a meta-analysis of 26 studies performed in three continents. The same
study found a reduction in the number of cigarettes consumed by continuing
smokers.?’ Furthermore, uptake of smoking by young people starting work is
significantly lower if the workplace is totally smoke-free.*’

4.2 Effects of smoke-free policies in schools

Policies that apply indoors and outdoors, to students, teaching and other staff, and to
all visitors to the school help to reduce the uptake of smoking by young people.?

4.3 Effects of smoke-free policies at home

Prohibiting smoking in the home has a significant impact on the uptake of smoking by
young people.?®

4.4 Effects of smoke-free policies in hospitality venues

It is difficult to disentangle the impact on prevalence and uptake of smoke-free
hospitality venues as distinct from smoke-free workplaces and other public places.

Clearly smoke-free venues augment the impact of smoke-free workplaces for patrons
as well as staff. A 2004 Victorian study found that 28% of smokers reported that they
were somewhat, or very likely to quit smoking altogether, if smoking is banned
altogether in pubs and clubs.**

Research among callers to the Quitline in Ireland, after the successful introduction of
smoke-free workplaces including all pubs and bars, showed that 39% of those who
had quit said that the Smoke-Free at Work legislation had a significant or important
bearing on their decision and 55% reported that it was an important aspect in terms
of ‘staying off’.

Comprehensive smoke-free policies can be implemented successfully in a wide
variety of settings, in private as well as public venues. They are popular and achieve
high levels of compliance. The precise magnitude of the effects of smoke-free
policies on health is difficult to quantify but the evidence suggests that the impact is
important at both individual and population levels.



5. Factors affecting initiatives for smoke-free indoor
areas

As explained in Section 3 above, the proposal that smoking should be restricted in
public places as a means to reduce smoking was articulated by public health experts
more than forty years ago. Relatively little was done to promote smokefree
environments for a further twenty or more years. This was not only a failure of
government, since for many years mainstream health agencies also failed to
recognise the importance of environmental tobacco smoke on health.

The tobacco industry was however quick to recognise the threat posed to its
business by the designation of smokefree public places and workplaces. Tobacco
industry activity has been the most important factor affecting the introduction of
smoke-free environments. The rationale for this activity is simple and is illustrated by
this quote from a 1978 article in the Financial Times® reporting the concerns of a
president of a US-based tobacco company, on the topic of restrictions on smoking:

If they caused every smoker to smoke just one less cigarette a day, our company
would stand to lose $92 million in sales annually. | assure you we don't intend to let
that happen without a fight.

With the emergence of once-secret internal tobacco industry documents, first through
whistleblowers® and then through litigation in the 1990s, principally in the US,
detailed knowledge of the strategies employed to protect and grow the global
tobacco business are now in the public domain. Internal documents demonstrate
that the industry’s strategy on passive smoking is sophisticated and subversive, with
the overall goal to maintain sales and profits by preventing, delaying or weakening
smokefree legislation.

The industry has established strategic relationships with other industries potentially
affected by the introduction of restrictions on smoking such as the hospitality,
ventilation and, more recently, the gambling industries. Their combined attempts to
obstruct smokefree policies have been consistently applied in Australia and around
the world; and consist of these strategic components:

Dispute the science — argue the problem is one of annoyance not real harm

¢ Advance ‘courtesy’ and ‘accommodation’ — find a social solution to the
problem by promoting schemes where smokers and non-smokers can co-
exist in the same environment

e Champion ventilation — offer a technical solution to the problem
Warn of dire economic consequences of smokefree solutions

e Portray champions of smokefree solutions as extremists and smokefree
solutions as coercive

e Argue that enforcement of smokefree solutions will be difficult

The evidence that the industry has engaged in these tactics, directly but also covertly
through the funding of third party ‘arms length’ organisations that appear independent
Of the tobacco industry, iS extensive.27‘28'29'30’31'32'33’34‘35‘36'37'38'39'40'41'42’43'44'45'46'47

In spite of ample scientific and economic evidence that smokefree environments are
good for health, good for business and popular with the public, the industry and its
allies have been successful in influencing scientists and policy makers and
subverting normal decision-making processes.*®
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6. The effectiveness of media, educative, community
and medically-based Quit initiatives

6.1 The Cancer Institute’s media campaigns

The use of social marketing to reinforce the health risks of smoking to adults
supported by accessible cessation services is considered best practice in effective
tobacco control interventions.

Since its establishment, the Cancer Institute’s main focus of tobacco control activity
has been the design, development and delivery of public education campaigns
backed up by the offer of support for smokers through the Quitline. By adapting
successful campaigns from other jurisdictions and from overseas for use in NSW, the
Institute has managed to be on air fairly consistently from May 2004 while also
investing time and resources in developing new material.

Between 2003 and 2005, there has been a 2.2% decline — from 22.3% to 20.1% -
in the adult smoking prevalence in NSW.* This most welcome reduction in
prevalence will have resulted not only from the recent media campaigns in NSW. -
Price increases, extensions of smokefree environments will also have played a part
in smokers’ decisions to quit. Nevertheless, the sustained presence in the media of
hard-hitting cessation campaigns will have been an important influence.

Table 4 provides brief details of the media campaigns the Institute has run in
conjunction with NSW Health, the Quitline and other partners. The timing of these
campaigns has been planned to take into account other NSW Health campaigns and
national campaigns by the Commonwealth that run in NSW. Full evaluation reports
are available.

Table 4. Cancer Institute media cessation campaigns since May 2004

Campaign | Period Key evaluation outcomes
Ladykilier May to June | e Sustained increase in calls to the Quitline over the
2004 campaign period (increase of 112%)
New Year Dec2004to | e Calls to Quitline doubled when compared with the previous
Jan 2005 month
Excuses Apritto June | e 80-90% of smokers had seen the TV ad/s
2005 e Three out of four who saw the ad perceived it to be
believable
* Two out of three agreed it reminded them of the dangers of
smoking

e Two out of three smokers said they were more likely to stop
smoking or to think about quitting

Parents Sept 2005 o 80% of smokers had seen the TV ad

+ Higher recognition among females, younger people and
smokers with children

e 59% found the ad attention grabbing; 65% found it
believable; and 47% made them think about quitting

e Smokers with children reacted more strongly

e 72% more likely to stop or to think about quitting

Lung Nov to Dec o 70% of smokers recognised the TV ad; recognition higher

disease 2005 among females

e 49% found the ad attention grabbing; 57% found it
believable, 46% very relevant and 32% made them think
about quitting

o 68% more likely to stop or to think about quitting

11



6.2 A media-led Quitline service

From January 2006, the Cancer Institute has been responsible for the funding,
oversight of management and the promotion of the Quitline service in NSW. The
Quitline is an evidence based service that provides telephone counselling support to
smokers who want to quit. Smokers call a 13 number (13Quit or 13 7848) to access
the service and are offered the opportunity to join a call-back program that can
double their chances of quitting successfully.

Most current smokers would like to quit and more than half plan to quit in the next six
months®®. Eighty percent of smokers have made a previous attempt to quit.®’

Telephone counselling services have been operating for more than a decade in
Australia and have provided information and advice to hundreds of thousands
smokers. Smokers who receive counselling are more likely to quit than those merely
posted materials®*® and those who receive several calls at key stages in the
cessation process have higher long-term success rates.545%%¢

Suggested benefits of telephone counselling services include:

Providing an important route of access to support smokers in quitting®
Playing a symbolic role, telling smokers that smoking cessation is important®®
Convenience to access support services® -

The callback service approximately doubles chances of successfully quitting®®

Research undertaken prior to the Cancer Institute’s revitalisation of mass media
campaigns indicated that less than 4% of Australian adult smokers use the Quitline to
help quit®" with the majority quitting “cold turkey”, followed by nicotine replacement
therapy.®? This represents an under-utilisation of a convenient, professional service
available to the population of smokers for the cost of a local call.

There is a very strong correlation between weight of television advertising
specifically, and the number of calls to the Quitline. With the increase in media
campaign spending in 2004 and 2005, there has been a 58% increase in total calls
handled by the Quitline service and a 93% increase in callers participating in the call-
back program.

Cancer Institute campaign tracking and market research conducted in December
2005, indicates a high awareness of the Quitline among smokers but low
understanding of its services. In April 2006, the Cancer Institute will launch a media
campaign to promote the services offered by the Quitline.

New data from the Quitline’s follow-up of a 788 sample of callers indicates a very
good (self-reported) quit rate of 48.5% at three months.®® In future, the Cancer
Institute will be supporting the Quitline to undertake follow-up at six and twelve
months in order to establish long-term effectiveness; and will encourage the Quitline
to publish their research in a peer-reviewed journal.

6.3 Community and medically-based Quit initiatives

The NSW Health submission includes detailed material on these issues. The Cancer
Institute supports the development of cessation services through Area Health
Services to offer the intensive support that the minority of smokers need to help them
quit for good. The Quitline can act effectively as an entry point to those services.

12



7. The adequacy of the budget for smoking control
initiatives

Since the establishment of the Cancer Institute in 2003, the amount of public funds
allocated to tobacco control in NSW has increased substantially. The ‘budget’ stands
at about $12.8m in 2005-2006, taking into account the contributions of NSW Health,

the Area Health Services, the Cancer Council and other non-government agencies.
This is equivalent to about $1.90 per person in NSW.

Based on international best practice®, the National Tobacco Strategy — endorsed by
all Australian governments — proposed a minimum spend of $2.90 per person (at
2004 $ value) and a maximum of $8.50 for tobacco control in NSW.°

If the contributions of Commonwealth-funded programs in NSW are taken into
account, together with the contributions of agencies such as the Australian Institute
of Health and Welfare, the public health departments of our universities, the
environmental health departments of our local government authorities and so on, the
current ‘budget’ will be somewhat higher. However, it is unlikely to reach the
minimum expenditure recommended on the basis of the best available evidence.

While the level of spending in any one year is clearly important, the stability of
funding over the years that is absolutely critical. To achieve the goal of the NSW
Tobacco Action Plan and “improve the health of the people of NSW and to eliminate
or reduce their exposure to tobacco in all its forms”, will take sustained funding over
at least the next decade or two.

There are still more than one
million people in NSW who
smoke regularly.® It is not a stable
population: tens of thousands
start, quit and relapse every year.

Without sustained campaigns to
motivate, remind and support
smokers to quit and to
denormalise smoking, there is
every possibility that smoking
rates will rise. If they do rise, it
will be amongst younger people
and the toll of disease and early

SPl‘ing sos 0" oo SCI‘GW ? death from smoking will continue

for many more decades to come.

Toe Tive 2

Three more points should be borne in mind when considering the adequacy of the
budget. First, programs to reduce smoking are among the most cost-effective
interventions available to any government. The savings to the public purse from
even a small reduction in prevalence are enormous (see section 2) and the programs
pay for themselves many times over.

Second, NSW smokers contribute nearly $2b to government revenue every year —
more than 130 times the current tobacco control budget. Most smokers want to quit
and no smokers want their children to smoke. They deserve the very best help
available.

13



Third, a commitment to achieving the maximum efficiency with the available funds,
whatever the size of the budget, is essential. Of course, creativity and
experimentation should also be encouraged but not at the expense of tried and
tested interventions such as mass media campaigns.

Wherever possible, the Cancer Institute has sought to adapt existing material or
share the costs of campaign development with other partners in order to make the
most of the available funds. The Institute has been instrumental in getting other
states and territories to collaborate in a new national campaign to be launched in
May 2006. By sharing the development costs, more funds have been preserved for
broadcasting to the NSW public.

14



8. The Smoke-free Environment Amendment (Motor
Vehicle Prohibition) Bill 2005 introduced by Revd Mr
Nile in the Legislative Council

The objective of the Smoke-free Environment Amendment (Motor Vehicle
Prohibition) Bill 2005 is to amend the Smoke-free Environment Act 2000 by making it
an offence for a person to smoke in a motor vehicle “at any time”.

The consequences of smoking in vehicles are undoubtedly serious. The Cancer
Institute’s submission on this issue is provided from a health and safety perspective
and we do not seek to offer advice on the practicalities of introducing and
implementing this proposed legislation.

8.1 Smoking in vehicles

Tobacco smoke causes ‘irritant’ effects on the eyes, nose, throat and airways. These
effects occur after short-term exposure and are due to irritant chemicals in tobacco

smoke, such as acrolein, acetaldehyde, formaldehyde, sulphur and nitrogen oxides, _—
ammonia and other volatile organic compounds.

Given the confined space, drivers and passengers in vehicles where smoking is
taking place are exposed to particularly high concentrations of tobacco smoke.
Furthermore this exposure does not end when the cigarette is stubbed out. It lasts
for several hours after each cigarette is smoked.

A study carried out by Stanford and Berkeley universities in the US® demonstrated
that after one cigarette is smoked in a room with the windows open, it takes more
than two and a half hours for the levels of pollutants to fall to the risk level considered
‘acceptable’ by the US Environmental Protection Agency. It stands to reason that
drivers and passengers are at significant risk of exposure to unacceptable levels of
carcinogens and toxins if smoking is occurring in the vehicle.

Smoke in cars is especially harmful to children. They are more sensitive to tobacco
smoke than adults because they breathe more rapidly and in greater relative
volumes. Furthermore, they are rarely in a position to stop an adult driver or
passenger from smoking and so can be forced to endure intense and sometimes
prolonged exposure to tobacco smoke.

Several studies have found that smoking while driving increases the risk of being
involved in a crash.®”%%° The association between smoking and increased crash risk
could be the result of three factors: distraction caused by smoking, behavioural
differences between smokers and non-smokers, and high levels of carbon-monoxide
from the tobacco smoke causing drowsiness.

A 1990 review of the literature® revealed that smokers have an increased crash risk
compared to non-smokers and this greater risk remains when age, gender,
education, alcohol consumption and driving experience are accounted for.

Smoking is estimated to be the cause of about 1% of distraction-related vehicle

crashes.” Conservatively, it is estimated that about 7% of bushfires are caused by
discarded cigarettes.”"
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8.2 Changing behaviour

After four years of the Car and Home Smoke-free Zone campaign (detailed
evaluation of this is in the NSW Health submission), some 85% of people in NSW
report that their cars are smoke-free.”” In the 16 to 24 year old age group, this
proportion falls to 77% so there is clearly more work to do to persuade the some
sections of public not to smoke in vehicles.

Media campaigns targeting parents and carers about how best they can protect their
children from tobacco smoke should include a focus on the importance of smoke-free
vehicles and should include clear information delivered through maternal and child
health, children’s hospitals, play groups, child care centres, parent associations and
parenting networks.

Media campaigns aimed at motivating smokers to quit and supporting those who are
trying can also make good use of the opportunities to target drivers through radio.
Collaborative work with agencies responsible for fire protection and road safety also
offer many opportunities to communicate the importance of not smoking while
driving.
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