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Abstract

While tobacco is sacred in many Indigenous cultures, the recreational misuse of commercial tobacco is highly addictive and 
harmful. Tobacco misuse is the leading preventable cause of premature death in the world. Smoking rates among Canadian 
Indigenous youth are at least three times higher than for their non-Aboriginal peers, an alarming statistic on many levels. The 
tolls on health from extensive tobacco use range from disproportionately high individual mortality and morbidity to heavy 
socioeconomic burdens on Indigenous communities. Paediatric health care providers are uniquely positioned to collaborate 
with community stakeholders to prevent and treat tobacco misuse in young people and their families, while understanding 
the cultural value of tobacco for many Indigenous peoples. Targeted interventions can positively impact length and quality of 
life, improve overall health and decrease the immense social and human costs of tobacco misuse.
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TERMINOLOGY
The term ‘tobacco misuse’ encompasses the recreational use of cigarettes, 
cigarillos, pipes, chewing tobacco, snuff and electronic cigarettes, but not the 
traditional use of tobacco by Indigenous groups for medicinal and ceremonial 
purposes.

There is debate about which term should be used to collectively refer to First 
Nations, Inuit and Métis peoples. The authors acknowledge that these popula-
tions are distinct but also recognize that there are similarities in their circum-
stances and health outcomes. Whenever possible, specific data are reported for 
individual populations. For this position statement, the word ‘Indigenous’ is 
used synonymously with ‘Aboriginal’ to address all three groups.

THE TRADITIONAL USE OF TOBACCO
Sacred tobacco use and the recreational use of commercial tobacco, especially 
cigarette smoking, have separate purposes and functions.

The medicinal and ceremonial use of tobacco by First Nations peoples 
predates European contact. Tobacco is offered up and ceremonially burned 
to establish a direct link with the spiritual world. With the traditional use of 
tobacco, inhalation is minimal (1). By contrast, the recreational use of commer-
cial tobacco, which involves inhaling the smoke of commercial products having 
a high content of nicotine and toxic additives, is addictive and harmful. First 
Nations Elders maintain that using tobacco recreationally is disrespectful of tra-
dition. The Assembly of First Nations promotes traditional tobacco, Nicotiana 
rustica, for ceremonial use, not commercial tobaccos, such as cigarettes (2). The 
use of commercial tobacco for ceremonial purposes would send a confusing 
message to children and youth.

Tobacco use is not traditional for some First Nations peoples, e.g., communi-
ties in British Columbia. Nor is it part of Inuit traditions; the Inuit did not begin 
using tobacco until about one hundred years ago.

Health professionals working with Indigenous communities need to 
acknowledge and address both the value of traditional tobacco use and the 
consequences of misusing commercial tobaccos with the families they see in 
practice.

PREVALENCE
In Canada in 2012, 11% of youth 15 to 19 years of age were current smokers 
(3). Smoking rates in Canadian Indigenous youth remain alarming, but in 2012 
they were 31% in Métis youth, 33% in First Nations youth and 56% in Inuit 
youth (4,5). In Nunavut, the rate rises to 65%. The overall smoking rate among 
Canadian youth has decreased, from 25% in 1985 to 11% in 2012, but a similar 
decline has not been seen among Canada’s Indigenous youth, especially in girls, 
which indicates a widening gap in health-related behaviours (3,5,6). Despite 
increasing rates of quit attempts, smoking rates remain significantly higher in 
Indigenous youth than in their non-Indigenous peers (7).

RISK FACTORS

Early age of smoking initiation
The average Canadian Indigenous person initiates smoking at age 12, several 
years earlier than other Canadians (who on average begin to smoke at age 
19) (3,5,6). A younger age of onset is associated with a higher risk for nicotine 
addiction (8,9).
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Access to tobacco and modelling by parents and peers
The influence of parents and peers is a primary factor causing children and 
youth to start smoking. Young people are particularly influenced by people 
around them and cannot access legal tobacco products unless an older indi-
vidual purchases products for them. Research conducted collaboratively with 
Aboriginal teen focus groups in interior British Columbia revealed that family 
played an important role in teen smoking initiation (10). The Youth Smoking 
Survey found that 82% of smokers in grades 6 to 9 reported obtaining their cig-
arettes from friends, family members or other social sources (11). Easy access 
to cigarettes and having a best friend who smokes are two powerful predictors 
that a young person will start smoking (6). By contrast, a supportive home 
environment (smoke-free, with emotional and social supports) is significant for 
preventing Indigenous youth from starting to smoke (5,6,12).

High rates of household crowding, coupled with high overall smoking rates 
in Indigenous homes, lead to high numbers of in-home smokers and the nor-
malization of smoking behaviours, thus increasing the likelihood of exposed 
children and youth becoming smokers themselves (13).

Other addictions and mental health problems
Tobacco use is associated with other addictive behaviours, such as higher lev-
els of alcohol consumption and gambling, both of which are more prevalent in 
Indigenous youth than in their non-Indigenous peers (6,14).

Mental health problems are also a significant risk factor for addictions. Young 
people with higher depression scores are at greater risk for smoking. Low self- 
esteem, stress, boredom and low academic achievement all affect the initiation 
of tobacco use in Indigenous children and youth (15). A  study of Saskatoon 
First Nations youth found that not having a happy home life and suicide ide-
ation were independent risk indicators for smoking. This finding may be espe-
cially significant in areas like Nunavut, where suicide rates are up to 11 times 
higher than the national average (12).

Recognizing and addressing the roles of emotional trauma and colonization 
in the development of addictions will be crucial to reducing rates of tobacco 
addiction among Indigenous peoples.

Unemployment and poverty
Smoking is more prevalent among the poor and the unemployed. The unem-
ployment rate for Aboriginal people is high, at 13.9% compared with 8.1% 
for non-Aboriginal people. Furthermore, there is a 30% median income gap 
between Aboriginal people and other Canadians (5).

THE HEALTH TOLLS OF TOBACCO USE

Exposure in utero
Smoking during pregnancy increases the risk of perinatal mortality, preterm birth, 
low birth weight, congenital abnormalities such as gastroschisis, and sudden infant 
death syndrome (SIDS). Smoking is also associated with decreased breast milk vol-
umes and shorter breastfeeding durations. It also increases the risk of behavioural 
problems and reduced academic achievement in children. All of these issues are 
more prevalent in the Indigenous, compared with the general population (9,16).

In Nunavut, 60% to 80% of pregnant women report smoking in pregnancy, a 
rate five times higher than the Canadian average. Nunavut also has the highest 
rates of preterm births and low-birth-weight infants in Canada (15). In a study 
in Northern Quebec, 92% of women reported smoking during pregnancy (17). 
A study in Manitoba found that 61% of Aboriginal women smoked during preg-
nancy, versus 26% of non-Aboriginal women (18,19).

Exposure during childhood
In Canada, Indigenous children are involuntarily exposed to environmental 
tobacco smoke at home and in cars more often than young Canadians overall 
(37.3% versus 19% and 51.0% versus 30.3%, respectively) (16). As a result, 

they are at increased risk for respiratory illnesses, ear infections, SIDS, cancer, 
neurocognitive deficits and behavioural problems (13). A study of indoor air 
quality in Nunavut revealed that reduced ventilation and overcrowding were 
strongly associated with lower respiratory tract infection rates. Smokers were 
present in 94% of these households and nicotine levels exceeded average levels 
in one-quarter of the dwellings under study (20).

Exposure to tobacco smoke, especially from a parent, is associated with 
increased prevalence of otitis media, a significant preventable cause of child-
hood hearing loss (13). Indigenous children worldwide have the highest 
prevalence of otitis media and hearing loss, with some northern Indigenous 
communities experiencing otitis media rates as high as 40 times those found in 
the urban south (21). Moreover, second-hand smoking exposure significantly 
increases the risk for childhood invasive meningococcal disease (22).

Canadian Indigenous populations experience infant mortality rates that are 
three times higher than for non-Indigenous, with SIDS reported as a leading 
cause (23). Researchers have established that sufficient evidence is now available 
‘to infer a causal relationship between exposure to second-hand smoke and sud-
den infant death syndrome’. Co-sleeping, high rates of infection and low breast-
feeding rates are also contributory, but smoking likely plays a significant role (8).

Cancer, cardiovascular disease and type II diabetes
Indigenous populations in North America are exhibiting an increased prev-
alence of cancer, cardiovascular disease and type II diabetes, believed to be 
related to the adoption of Western lifestyles and habits, including cigarette 
smoking. A study in northwestern Ontario found an association between high 
rates of cigarette smoking in Aboriginal adolescents 15 to 19 years of age, high 
blood pressure and high homocysteine levels, both indicators for an early-onset 
effect (24).

Along with cardiovascular disease, cancer is a leading cause of death in the 
Indigenous population (5). Canadian Inuit have the highest rates of lung cancer 
in the world (25).

Deaths caused by tobacco misuse
For long-time smokers, the chance of dying from smoking-related causes, 
either directly or indirectly, is one in two. Long-time smokers lose an average of 
22 years of life. Among First Nations young adults, the risk of premature death 
from smoking-related causes has been shown to be as high as 50% (26). Among 
British Columbia’s First Nations populations, up to 8.3% of infant deaths were 
found to be potentially preventable if smoking were eliminated from house-
holds, compared with 1.4% of all Canadian infant deaths (6).

Health care and societal costs
The Canadian Centre on Substance Abuse estimated that the direct health care 
costs related to tobacco misuse were over $4.3 billion annually (27). The high 
rates of addiction and poverty in Indigenous communities that are exacerbated 
when smokers divert funds to buy tobacco have far-reaching consequences for 
society as well as for individuals (lost productivity being just one example).

WHAT WORKS IN PREVENTING AND TREATING 
TOBACCO MISUSE BY INDIGENOUS YOUTH?

Strategies that target the individual
Having health care providers who inquire about individual tobacco use and 
provide strong messaging at clinic visits around abstinence may help to pre-
vent children and youth from starting to smoke. Counselling has been shown 
to be effective in the treatment of adolescent smokers. However, much more 
research in this area is needed. The ‘5As’ model for behaviour change provides 
a sequence of evidence-based clinician and office practice behaviours (Ask, 
Advise, Assess, Assist, Arrange) that can be applied in primary care settings to 
address smoking prevention and cessation (28,29).
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•  Ask about tobacco use and environmental exposure to tobacco smoke.
•  Advise to quit.
•  Assess willingness to quit.
•  Assist with counselling, pharmacotherapy and local supportive resources.
•  Arrange follow-up.

Nicotine replacement therapies (NRTs), such as transdermal patches and 
nicotine gums, are recommended only for regular smokers. Bupropion and 
varenicline are safe and effective in adults but should be used with caution 
in adolescents (30). The Canadian Paediatric Society’s Adolescent Health 
Committee has published specific guidance on promoting smoking cessation 
and preventing smoking initiation in this age group (31,32).

It is especially difficult for Indigenous youth to stop smoking when their par-
ents or siblings smoke, and Indigenous youth have indicated that family support 
is an important factor in encouraging them to quit using tobacco (6). It may be 
more effective for health care providers to address smoking in the whole family 
context, with focus on counselling parents about the harmful effects of environ-
mental tobacco smoke exposure and providing them with smoking cessation 
resources and treatment. Most parents who smoke (85%) consider it acceptable 
for their child’s paediatrician to prescribe an NRT for them, but few do so (16).

In view of the high smoking rates during pregnancy among Indigenous, espe-
cially Inuit, women, prescribing pharmacotherapies for women in pregnancy 
for whom counselling has been ineffective may have important benefits as a 
harm reduction strategy (33,34).

Health care providers should be aware of the Non-Insured Health Benefits 
Program (NIHB). The federal health coverage plan for eligible First Nations 
and Inuit peoples (but not Métis) provides drug coverage for all smoking cessa-
tion pharmacotherapy agents (35).

However, First Nations smokers appear to use NRTs less often than other 
Canadian smokers, even when they are highly motivated to quit, a finding 
probably related to the underutilization of physician services and a generally 
greater unwillingness to use drug therapy. Use of these agents would increase if 
the need for a physician prescription was eliminated and efforts were made to 
increase awareness of their effectiveness (6).

Health care providers should become familiar with local cessation supports 
available to or targeting Indigenous smokers, such as telephone quit-lines, com-
munity cessation groups, mentorship by Elders or healing spiritual or cultural 
practices. One should not assume that all Indigenous young people want pro-
gramming specific to their Indigenous traditions. However, a holistic approach 
that addresses psychosocial and socioeconomic factors, such as unemployment, 
housing, domestic violence, other addictions, mental health problems and 
past trauma, are more likely to reduce tobacco use in this population (34). It 
is essential that comorbid mental health problems, such as depression, anxiety 
and post-traumatic stress disorder, be identified and treated at the same time.

Higher quit rates have been demonstrated for Indigenous smokers using 
quit-lines compared with the general population. Quit-lines are cost-effective 
and can reach a large proportion of smokers (6). A national project is underway 
to make quit-lines available in all provinces and territories, with a special effort 
to include Inuit and First Nations smokers (36).

Physical activity builds resiliency among Indigenous youth (37), and par-
ticipation in organized sport may be a protective factor against tobacco use for 
this population (6).

When addressing tobacco misuse, health care providers working with Indigenous 
peoples must be aware of, and sensitive to, their historic mistrust of conventional 
medicine and the impacts of colonization on health and recovery from disease (6,38).

THE COMMUNITY
There are limited data on the effectiveness of population-based smoking 
cessation strategies in Indigenous communities. However, a Canada-wide 

environmental scan of tobacco cessation strategies for First Nations, Inuit and 
Métis peoples found that successful initiatives included the following compo-
nents: they were culturally relevant; they involved local orientation and facil-
itation; they were flexible, responsive and holistic; they included facilitator  
training; they highlighted traditional activities, knowledge and values; they 
recognized contemporary lifestyles; they cooperated with existing systems and 
resources; they showed a high degree of respect and trust in the individuals and 
groups involved; and they created partnerships (37,39).

Elders in Indigenous communities represent a culturally relevant but often 
underused resource. Communities might consider drawing upon their wisdom 
and influence to help decrease tobacco exposure (6).

Efforts to address peer smoking, to de-normalize smoking and to create sup-
portive tobacco-free environments for youth may increase the success of smoking 
prevention and cessation programs for young smokers (10). Culturally appropriate 
strategies and tools should also be translated into the language with which young 
people are the most comfortable (14). However, what is culturally appropriate 
for one Indigenous community may be less appropriate for another. Targeted 
examples include ‘Our Ancestors Never Smoked’, a compilation of Inuit elders’ 
reflections highlighting their people’s distinct history with tobacco. A  smoking 
prevention program that was culturally adapted for Indigenous children in Alberta 
and that incorporated the medicine wheel (symbolizing the spiritual, mental, 
emotional and physical aspects of health), was found to significantly reduce future 
smoking intentions when compared with standard approaches (40).

Examples of community-based practice include tool kits for schools and 
community centres, structured smoke-free challenges (e.g., ‘quit and win’), 
mass media campaigns and targeted local programs to reduce exposure to sec-
ond-hand smoke (37,41). Mass-reach health communication interventions 
that include social media are emerging as effective means to target specific audi-
ences, such as youth (42).

School-based quit and win challenges that reward successful student partici-
pants and validate the decision to be smoke-free have been widely implemented 
across Canada (37).

Smoking cessation counselling provided by telehealth videoconferenc-
ing was shown to be effective in rural and remote regions of Alberta and the 
Northwest Territories (36).

PUBLIC POLICY
Although the health tolls of tobacco misuse are more significant than alco-
hol-related costs and outcomes, there is no minimum legal age for tobacco 
use in Canada. The legal age to purchase cigarettes is 19 in most provinces and 
territories and age 18 years in Alberta, Saskatchewan, Manitoba and Quebec. 
However, Canadian children and youth are starting to smoke much earlier 
than this.

The WHO and Health Canada have advocated for and secured the passage 
of legislation to: ensure tobacco-free environments (e.g., smoke-free indoor 
and outdoor public spaces); standardize legal age limits for the use and pur-
chase of tobacco products, including e-cigarettes; penalize the sale or supply of 
tobacco products to minors; eliminate unsupervised sales (e.g., through vend-
ing machines, online merchants); require health warnings on tobacco products; 
and ban advertisements and sponsorships by tobacco companies. Where there 
are penalties in place for selling or supplying tobacco to minors, there should be 
an extra push to strengthen and enforce those penalties as additional deterrents. 
The Canadian Paediatric Society has called for a ban on smoking in vehicles 
with occupants <16 years of age, yet many provinces and territories with the 
highest smoking rates have not adopted this legislation (43).

Taxation is a proven effective tobacco control strategy. Rates of tobacco use vary 
inversely with price, and youth are especially sensitive to price increases on ciga-
rettes. Raising the price of cigarettes is an important determinant of youth smoking 
behaviour, and it is important to enforce tobacco control strategies that eliminate 
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access to cheaper sources of tobacco, such as tax-free or contraband products. The 
2006/2007 Youth Smoking Survey found that contraband cigarettes accounted for 
about 17.5% of all cigarettes smoked by adolescent daily smokers in Canada overall, 
and for more than 25% in the provinces of Ontario and Quebec (21,44).

To date, important national surveys such at the Canadian Tobacco Use 
Monitoring Survey and the Youth Smoking Survey have excluded the most 
high-risk regions in Canada, namely Nunavut, the Northwest Territories and 
Yukon. To drive future Indigenous-specific policy, national studies need to 
anticipate challenges and institute measures to ensure adequate data collection 
from regions with the highest prevalence of smokers in the country.

Community-based participatory approaches that develop tobacco preven-
tion and cessation strategies focused on local conditions and needs are proving 
to be the most effective (42,45). Sustained funding is badly needed to conduct 
research and implement evidence-based programs.

SUMMARY
The high prevalence of tobacco use and misuse among Indigenous peoples, compared 
with the general population, remains a major public health challenge, with long-term 
implications for infants, children, youth and pregnant women who are exposed to 
second-hand smoke. Preventing and reducing tobacco misuse among Indigenous 
children and youth requires family-centred, culturally appropriate, multi-faceted 
approaches that are rooted in community and supported at every government level.

The following recommendations to prevent smoking initiation and pro-
mote smoking cessation among Indigenous children and youth were generated 
through consensus and prepared collaboratively with a number of Canadian 
Indigenous and non-Indigenous groups.

RECOMMENDATIONS

For health care providers
• � Understand the distinction between traditional and commercial tobacco use 

and how such practices apply to some (not all) Canadian Indigenous groups.
• � Ask about and document family smoking and exposure to tobacco smoke at 

all health appointments.
• � Use the ‘5As’ method to provide anticipatory guidance and cessation 

counselling.
• � Become familiar with and inform families about local smoking prevention 

and cessation resources. Provide in-office contact and other information 
regarding community and supportive programs.

• � Be aware of and prescribe NRTs for regular teenage smokers. While the 
state of the evidence appears to be promising, it is not yet sufficient to rec-
ommend the regular use of bupropion and varenicline in youth. (Note that 
all these therapies are covered for First Nations and Inuit people by Health 
Canada’s Non-Insured Health Benefits Program.)

• � Initiate family-centred smoking cessation interventions in accordance with 
your scope of practice (e.g., by prescribing pharmacotherapy for parents, as 
appropriate).

• � Focus on tobacco use in pregnancy and consider using NRT for women 
who are pregnant and for whom counselling has been ineffective.

• � Assess, refer and address comorbid mental health and addiction problems 
along with smoking cessation, as needed.

• � Initiate tobacco prevention counselling earlier in Aboriginal communities 
because of the younger smoking initiation age.

•  Be a role model: take steps to quit smoking if you are regular smoker.

For Indigenous communities and governments (federal/provincial/
territorial)
• � Advocate for the use of traditional tobacco (N rustica) instead of commer-

cial tobacco (especially cigarettes) for ceremonial purposes.

• � Use culturally appropriate school-based and community interventions, 
including social media, to target Indigenous children and youth.

•  Enact and enforce a minimum legal age limit for tobacco use.
• � Enact, strengthen and enforce penalties for selling and supplying tobacco 

products (including e-cigarettes) to minors.
• � Enact and enforce indoor and outdoor smoke-free bans on non-traditional 

tobacco use.
• � Enact and enforce legislation to ban smoking in vehicles with occupants 

<16 years of age.
• � Eliminate the unsupervised sale of tobacco products (e.g., through vending 

machines and online).
• � Enact and enforce measures to prevent the sale of contraband tobacco products 

(e.g., levy a surcharge on non-traditional tobacco to match off-reserve prices).
• � Ensure that tax revenues are used for smoking prevention and cessation 

education and programming.
• � Ensure access to tobacco cessation and prevention services for all 

Indigenous people.

For researchers
• � Strengthen data collection about tobacco use and misuse among Indigenous 

communities.
• � Promote community-based participatory research to evaluate and identify 

best practices for culturally appropriate prevention and cessation strategies 
for Indigenous children and youth.

Acknowledgements
This position statement was reviewed by the Adolescent Health, Community 
Paediatrics and Drug Therapy and Hazardous Substances Committees of the 
Canadian Paediatric Society.

References
1.	 Orisatoki R. The public health implications of the use and misuse of tobacco among 

the Aboriginals in Canada. Glob J Health Sci 2012;5(1):28–34.
2.	 Assembly of First Nations. Action Plan to Develop a First Nations Tobacco Control 

Strategy. Ottawa: Assembly of First Nations, 2011.
3.	 Health Canada. Canadian Tobacco Use Monitoring Survey (CTUMS). 2012. <http://

healthycanadians.gc.ca/publications/healthy-living-vie-saine/tobacco-monitoring-sur-
vey-2012-enquete-surveillance-tabac/index-eng.php> (Accessed August 16, 2016).

4.	 Statistics Canada. Aboriginal Peoples Survey, 2012 (89-653-X). <www.statcan.gc.ca/
pub/89-653-x/89-653-x2016010-eng.htm> (Accessed August 16, 2016).

5.	 First Nations Information Governance Centre. First Nations Regional Health 
Survey (RHS) 2008/10: National Report on Adults, Youth and Children Living in 
First Nations Communities. 2012. <http://fnigc.ca/sites/default/files/First%20
Nations%20Regional%20Health%20Survey%20(RHS)%202008–10%20-%20
National%20Report.pdf> (Accessed August 16, 2016).

6.	 Wardman D, McCormick R, McKennitt D, O’Donaghey P. Nontraditional tobacco use 
among Aboriginal Canadians. In: Els C, Kunyk D, Selby P, eds. Disease Interrupted: Tobacco 
Reduction and Cessation. Quebec, QC: Presses de l’Université Laval, 2014:239–56.

7.	 Elton-Marshall T, Leatherdale ST, Burkhalter R, Brown KS. Changes in tobacco use, 
susceptibility to future smoking, and quit attempts among Canadian youth over time: 
A comparison of off-reserve Aboriginal and non-Aboriginal youth. Int J Environ Res 
Public Health 2013;10(2):729–41.

8.	 US Department of Health and Human Services. The Health Consequences of 
Smoking: 50 Years of Progress—A Report of the Surgeon General. Atlanta: US 
Department of Health and Human Services, Centers for Disease Control and 
Prevention, National Center for Chronic Disease Prevention and Health Promotion, 
Office on Smoking and Health, 2014.

9.	 Wong S, Canadian Paediatric Society, First Nations and Inuit Health Committee. 
Use and misuse of tobacco among Aboriginal peoples, updated 2010. Paediatr Child 
Health 2006;11(10):681–5.

10.	 Valentine J, Dawar M, Wardman D. An exploration of smoking cessation and preven-
tion interventions for Aboriginal youth. Pimitziwin 2003;1(2):135–54.

http://healthycanadians.gc.ca/publications/healthy-living-vie-saine/tobacco-monitoring-survey-2012-enquete-surveillance-tabac/index-eng.php
http://healthycanadians.gc.ca/publications/healthy-living-vie-saine/tobacco-monitoring-survey-2012-enquete-surveillance-tabac/index-eng.php
http://healthycanadians.gc.ca/publications/healthy-living-vie-saine/tobacco-monitoring-survey-2012-enquete-surveillance-tabac/index-eng.php
http://www.statcan.gc.ca/pub/89-653-x/89-653-x2016010-eng.htm
http://www.statcan.gc.ca/pub/89-653-x/89-653-x2016010-eng.htm
http://fnigc.ca/sites/default/files/First%20Nations%20Regional%20Health%20Survey%20(RHS)%202008–10%20-%20National%20Report.pdf
http://fnigc.ca/sites/default/files/First%20Nations%20Regional%20Health%20Survey%20(RHS)%202008–10%20-%20National%20Report.pdf
http://fnigc.ca/sites/default/files/First%20Nations%20Regional%20Health%20Survey%20(RHS)%202008–10%20-%20National%20Report.pdf


Paediatrics & Child Health, 2017, Vol. 22, No. 7� 399

11.	 Health Canada. Summary of Results of the Youth Smoking Survey 2012–2013. 
2014. <www.hc-sc.gc.ca/hc-ps/tobac-tabac/research-recherche/stat/_survey-sond-
age_2012-2013/result-eng.php> (Accessed August 16, 2016).

12.	 Lemstra M, Rogers M, Thompson A, Moraros J, Tempier R. Prevalence and risk 
indicators of smoking among on-reserve First Nations youth. Paediatr Child Health 
2011;16(10):e71–7.

13.	 Polanska K, Hanke W, Ronchetti R, et al. Environmental tobacco smoke exposure and 
children’s health. Acta Paediatr Suppl 2006;95(453):86–92.

14.	 Elton-Marshall T, Leatherdale ST, Burkhalter R. Tobacco, alcohol and illicit drug use 
among Aboriginal youth living off-reserve: Results from the Youth Smoking Survey. 
CMAJ 2011;183(8):E480–6.

15.	 De Finney S, Janyst P, Greaves L. Aboriginal Adolescent Girls and Smoking: 
A Qualitative Study—Report of Key Findings. Vancouver: British Columbia Centre 
of Excellence for Women’s Health, 2009.

16.	 Binns HJ, Forman JA, Karr CJ, et al; American Academy of Pediatrics. Policy state-
ment—tobacco use: A pediatric disease. Pediatrics 2009;124(5):1474–87.

17.	 Mehaffey K, Higginson A, Cowan J, Osborne GM, Arbour LT. Maternal smok-
ing at first prenatal visit as a marker of risk for adverse pregnancy outcomes in the 
Qikiqtaaluk (Baffin) region. Rural Remote Health 2010;10(3):1484.

18.	 Muckle G, Laflamme D, Gagnon J, Boucher O, Jacobson JL, Jacobson SW. Alcohol, 
smoking, and drug use among Inuit women of childbearing age during pregnancy and 
the risk to children. Alcohol Clin Exp Res 2011;35(6):1081–91.

19.	 Heaman MI, Chalmers K. Prevalence and correlates of smoking during preg-
nancy: A  comparison of Aboriginal and non-Aboriginal women in Manitoba. Birth 
2005;32(4):299–305.

20.	 Kovesi T, Gilbert NL, Stocco C, et al. Indoor air quality and the risk of lower respira-
tory tract infections in young Canadian Inuit children. CMAJ 2007;177(2):155–60.

21.	 Bowd AD. Otitis media: Health and social consequences for Aboriginal youth in 
Canada’s north. Int J Circumpolar Health 2005;64(1):5–15.

22.	 Murray RL, Britton J, Leonardi-Bee J. Second hand smoke exposure and the risk of 
invasive meningococcal disease in children: Systematic review and meta-analysis. 
BMC Public Health 2012;12:1062.

23.	 Hunt CE, Hauck FR. Sudden infant death syndrome. CMAJ 2006;174(13):1861–9.
24.	 Retnakaran R, Hanley AJ, Connelly PW, Harris SB, Zinman B. Cigarette smok-

ing and cardiovascular risk factors among Aboriginal Canadian youths. CMAJ 
2005;173(8):885–9.

25.	 Kelly J, Lanier A, Santos M, et al; Circumpolar Inuit Cancer Review Working Group. 
Cancer among the circumpolar Inuit, 1989–2003: II. Patterns and trends. Int J 
Circumpolar Health 2008;67(5):408–20.

26.	 Physicians for a Smoke-Free Canada. Towards Effective Tobacco Control in First 
Nations and Inuit Communities. 2007. <www.smoke-free.ca/pdf_1/Effective%20
tobacco%20control%203.pdf> (Accessed August 16, 2016).

27.	 Rehm J, Adlaf EM, Recel M, Single E. The Costs of Substance Abuse in Canada: 
Technical Report and Tables. Highlights. Ottawa: Canadian Centre on Substance 
Abuse, 2006.

28.	 Rosen IM, Maurer DM. Reducing tobacco use in adolescents. Am Fam Physician 
2008;77(4):483–90.

29.	 CAN-ADAPTT. Canadian Smoking Cessation Clinical Practice Guideline. Toronto: 
Canadian Action Network for the Advancement, Dissemination and Adoption of 

Practice-Informed Tobacco Treatment, Centre for Addiction and Mental Health, 
2011.

30.	 Benowitz NL, Dempsey DA. Pharmacotherapy for smoking cessation during preg-
nancy. Nicotine Tob Res 2004;6(Suppl 2):S189–202.

31.	 Johanne Harvey, Nicholas Chadi; CPS Adolescent Health Committee. Strategies 
to promote smoking cessation among adolescents. Paediatr Child Health 
2016;21(4):201–8.

32.	 Johanne Harvey, Nicholas Chadi; CPS Adolescent Health Committee. Preventing 
smoking in children and adolescents: Recommendations for practice and policy. 
Paediatr Child Health 2016;21(4):209–21.

33.	 Ivers RG. An evidence-based approach to planning tobacco interventions for 
Aboriginal people. Drug Alcohol Rev 2004;23(1):5–9.

34.	 Consultancy for Alternative Education. What Works in Reducing Tobacco Use in 
Indigenous Communities? A  Summary of Promising Practices for Inuit. Ottawa: 
National Aboriginal Health Organization, 2010. <www.naho.ca/itn/documents/
ITNPromisingPractices-updatedOct2010.pdf> (Accessed August 16, 2016).

35.	 Health Canada, First Nations and Inuit Health. NIHB Drug Benefit List, 2016. 
<www.canada.ca/en/health-canada/services/first-nations-inuit-health/non-in-
sured-health-benefits/health-provider-information/drug-pharmacy-information/ 
dr ug-benef it- l i st-health-prov ider-dr ug-pharmac y-information-non-in-
sured-health-benefits-first-nations-inuit-health-canada.html> (Accessed August 16, 
2016).

36.	 Carlson LE, Lounsberry JJ, Maciejewski O, Wright K, Collacutt V, Taenzer P. 
Telehealth-delivered group smoking cessation for rural and urban participants: 
Feasibility and cessation rates. Addict Behav 2012;37(1):108–14.

37.	 Ritchie AJ, Reading JL. Tobacco smoking status among Aboriginal youth. Int J 
Circumpolar Health 2004;63(Suppl 2):405–9.

38.	 Lavallee LF, Poole JM. Beyond recovery: Colonization, health and healing for 
Indigenous people in Canada. Int J Mental Health Addiction 2010;8(2):271–81.

39.	 Mitchell S. Tobacco Cessation Strategies for First Nations, Inuit and Métis: An 
Environmental Scan and Annotated Bibliography. Prince George: Aboriginal ActNow, 
2007.

40.	 McKennitt DW, Currie CL. Does a culturally sensitive smoking prevention program 
reduce smoking intentions among aboriginal children? A pilot study. Am Indian Alsk 
Native Ment Health Res 2012;19(2):55–63.

41.	 Aboriginal-Focused Resources for Commercial Tobacco Cessation: An Environmental 
Scan of Resources, Programs and Tools. TEACH Project, Centre for Addiction and 
Mental Health STOP study, 2011.

42.	 Horn K, McGloin T, Dino G, et al. Quit and reduction rates for a pilot study of the 
American Indian not on tobacco (N-O-T) program. Prev Chronic Dis 2005;2(4):A13.

43.	 Canadian Paediatric Society. Are We Doing Enough? A Status Report on Canadian 
Public Policy and Child and Youth Health. 2016. <www.cps.ca/en/status-report> 
(Accessed August 15, 2016).

44.	 Luk R, Cohen JE, Ferrence R, McDonald PW, Schwartz R, Bondy SJ. Prevalence and 
correlates of purchasing contraband cigarettes on First Nations reserves in Ontario, 
Canada. Addiction 2009;104(3):488–95.

45.	 Starkes JM, Baydala LT; Canadian Paediatric Society, First Nations, Inuit and Métis 
Health Committee. Health research involving First Nations, Inuit and Métis children 
and their communities. Paediatr Child Health 2014;19(2):99–106.

CPS FIRST NATIONS, INUIT AND MÉTIS HEALTH COMMITTEE
Members: Anna Banerji MD (past member), Margaret Berry MD, Leigh Fraser-Roberts MD, Roxanne Goldade MD (Board Representative), James Irvine MD (past mem-
ber), Radha Jetty MD (chair), Keith Menard MD, Véronique Anne Pelletier MD, Sam Wong MD (past Chair)
Liaisons: Shaquita Bell MD, Committee on Native American Child Health, American Academy of Pediatrics; Melanie Morningstar, Assembly of First Nations; Lisa Monkman 
MD, Indigenous Physicians Association of Canada; Anna Claire Ryan, Inuit Tapiriit Kanatami; Eduardo Vides, Métis National Council; Patricia Wiebe, First Nations and 
Inuit Health Branch, Health Canada; Michelle Mazerolle, First Nations and Inuit Health Branch, Health Canada
Principal author: Radha Jetty MD

http://www.hc-sc.gc.ca/hc-ps/tobac-tabac/research-recherche/stat/_survey-sondage_2012-2013/result-eng.php
http://www.hc-sc.gc.ca/hc-ps/tobac-tabac/research-recherche/stat/_survey-sondage_2012-2013/result-eng.php
http://www.smoke-free.ca/pdf_1/Effective%20tobacco%20control%203.pdf
http://www.smoke-free.ca/pdf_1/Effective%20tobacco%20control%203.pdf
http://www.naho.ca/itn/documents/ITNPromisingPractices-updatedOct2010.pdf
http://www.naho.ca/itn/documents/ITNPromisingPractices-updatedOct2010.pdf
http://www.canada.ca/en/health-canada/services/first-nations-inuit-health/non-insured-health-benefits/health-provider-information/drug-pharmacy-information/drug-benefit-list-health-provider-drug-pharmacy-information-non-insured-health-benefits-first-nations-inuit-health-canada.html
http://www.canada.ca/en/health-canada/services/first-nations-inuit-health/non-insured-health-benefits/health-provider-information/drug-pharmacy-information/drug-benefit-list-health-provider-drug-pharmacy-information-non-insured-health-benefits-first-nations-inuit-health-canada.html
http://www.canada.ca/en/health-canada/services/first-nations-inuit-health/non-insured-health-benefits/health-provider-information/drug-pharmacy-information/drug-benefit-list-health-provider-drug-pharmacy-information-non-insured-health-benefits-first-nations-inuit-health-canada.html
http://www.canada.ca/en/health-canada/services/first-nations-inuit-health/non-insured-health-benefits/health-provider-information/drug-pharmacy-information/drug-benefit-list-health-provider-drug-pharmacy-information-non-insured-health-benefits-first-nations-inuit-health-canada.html
http://www.cps.ca/en/status-report

