Unofficial English translation:

In case of conflict or translation errors

the Icelandic legal text prevails

Bill for a legislative act

amending the Tobacco Control Act No. 6/2002
Article 1

A new paragraph, becoming Paragraph 10, is added to Article 2 of the Act, as follows:

Service areas in this Act refers to all premises under a roof, fixed or mobile, as well as any communal tents and marquees to which the public has access for business or services provided and for participation in cultural and social activities, including spectator areas, waiting rooms, receptions, foyers, corridors and restrooms.

Article 2

The following amendments are made to Article 9:

a. Paragraph 1 shall read as follows:
Smoking is prohibited in the service areas of institutions, business undertakings and non-governmental organisations, and also at restaurants and places of entertainment, and where cultural and social activities take place, including sports and leisure activities.  The same applies to service areas outdoors if these are located under a fixed or mobile roof and enclosed by more than half by walls or comparable structures.

b. Paragraph 2 shall be deleted.
c. Paragraphs 3 and 4 shall become Paragraphs 2 and 3.
d. Paragraph 5 shall be deleted.
e. Paragraph 6 shall become Paragraph 4, reading as follows:
The Minister may, by a government regulation, establish further provisions on smoking in places of accommodation and on smoking in restaurants and places of entertainment in consultation with the Minister for Communications and Minister for the Environment.

f.
Paragraphs 7 and 8 shall become Paragraphs 5 and 6.
Article 3

Paragraph 1 of Article 12 shall read as follows:

With the exceptions that may be entailed by Paragraph 2 of Article 9e, every person shall have a right to a smokeless atmosphere indoors in his/her workplace, and his/her employer shall ensure that the employee enjoys such right.
Article 4

Entry into force

This Act shall enter into force immediately.  The provisions of Articles 2 and 3 shall enter into force on 1 June 2007.
Commentary on the Bill
Introduction

In 2004, the Minister for Health and Social Security, Mr. Jón Kristjánsson, requested proposals from the Tobacco Control Board and the Public Health Institute of Iceland concerning a revision of the provisions of the Tobacco Control Act permitting smoking in designated areas of restaurants and places of entertainment.  These proposals have now been received, and their recommendation is to ban smoking altogether in the service areas of restaurants and places of entertainment.  The present bill, which has been prepared by the staff of the Ministry, the Public Health Institute and the Tobacco Control Board therefore proposes that the provision in question of the Tobacco Control Act should be repealed and that smoking in the service areas of restaurants and places of entertainment should be banned entirely as of 1 June 2007. The postponement of the entry into force of the Act will give operators a transitional period in which to adapt.   

Objective of the Bill

The principal concern of the bill is the occupational safety of employees, with reference to the current Act on Occupational Safety and the Tobacco Control Act, and with reference to public protection, given the rapidly growing body of scientific evidence that involuntary smoking causes damage to health and loss of life. Once this principal objective has been met, various other benefits may be assumed from the smoking ban, both for society and individuals. 
Background

Over the years, the Icelandic government has been at the forefront in the world as regards legislation and preventive measures in the field of tobacco control, and numerous countries have looked to this country when preparing their strategies for tobacco control.

The Tobacco Control Act No. 74/1984 entered into force on 1 January 19851, and has undergone various changes since that time. Article 1 of the current Tobacco Control Act No. 6/2002 focuses on the importance of decreasing health risks and mortality caused by tobacco by reducing the consumption of tobacco and protecting people from the effects of tobacco smoke. The Act also stipulates that every person’s right not to be forced to inhale air contaminated by tobacco smoke from others should be respected.

Since 1985, the provisions of the Tobacco Control Act have been tightened for the purpose of preventing people from having to inhale tobacco smoke from others. Article 9 of the Act, in its current form, provides that smoking should be prohibited in the service areas of institutions, business and voluntary organisations, but that it may be permitted under certain conditions in designated areas of restaurants and places of entertainment. In the light of new knowledge of the hazards of secondary smoking, repealing the exception in Article 9 of the Tobacco Control Act (in Paragraph 2) is a logical continuation.

In 1980, the Althing passed an Act on Working Environment, Health and Safety in the Workplace. The aim of this Act, the Occupational Safety Act No. 46/19802, is to ensure a safe and healthy working environment which is at all times consistent with social and technological progress in society and in compliance with the recommendations and instructions of the Administration of Occupational Safety and Health in Iceland. The provisions of Article 65 of the Act stipulate that employers are required to take necessary preventive action to prevent pollution in the workplace or, if this is not possible, to reduce such pollution to the extent possible. Under the current exemption enjoyed by restaurants and places of entertainment arising from Article 9 of the Tobacco Control Act, employees in such places do not enjoy the rights that the Occupational Safety Act is intended to secure for them on an equal basis with other working people.

In 1999, the Althing approved, with all cast votes, a National Health Plan to the Year 20103. The Plan is intended to lay down a health strategy until the year 2010, and one of the aims of the Plan is to reduce smoking by Icelanders 18-69 years of age below 15% (currently slightly below 20%) and smoking among children and adolescents aged 14-17 below 5% (currently 7.7%).

On 16 June, Iceland signed the WHO Framework Convention on Tobacco Control4, becoming one of the first nations to do so. Article 8 of the Convention affirms that the Parties recognize that scientific evidence has unequivocally established that exposure to tobacco smoke causes death, disease and disability and each party undertakes to adopt and implement legislative and other measures providing for protection from exposure to tobacco smoke in indoor workplaces, public transport, indoor public places and, as appropriate, other public places.

The annual general meeting of the Icelandic Travel Industry Association, held in April 2005, agreed to enter into discussions with the government on rendering all restaurants and places of entertainment smoke-free as of 1 June 2007.5 By its resolution, the Travel Industry Association declared its interest in promoting an improved working environment for its employees, in co-operation with government authorities.

In the light of the Occupational Safety Act, tobacco control legislation, the Health Plan until 2010, the fact that Iceland has ratified the WHO Framework Convention on Tobacco Control and, last but not least, the support of the restaurant industry for legislation on smoke-free restaurants and places of entertainment, it is important for the government to continue on the path it has laid and secure a smoke-free environment for everyone, including the employees of restaurants and places of entertainment.

Passive smoking and its consequences

Tobacco smoke contains several thousand chemicals and chemical compounds. They derive from various origins: the tobacco plant itself, substances used in its cultivation (e.g. pesticide residues), substances used in the processing of the plant (e.g. chlorine compounds) and chemicals used to enhance the addictive effects of nicotine (e.g. ammonia). Many of these chemicals and chemical compounds are hazardous to human health, including dozens of carcinogens.

When a cigarette or other tobacco is burned, two types of smoke are formed: on the one hand the smoke inhaled by the smokers, so-called “mainstream smoke”, and on the other hand the smoke formed when the tobacco itself burns, so-called “sidestream smoke”. The smoke inhaled by the smokers is formed by a relatively complete combustion (800-900°C) and therefore contains a smaller quantity of hazardous substances. The smoke formed when the tobacco burns freely, however, is formed by incomplete combustion (c. 600°C) and therefore contains a greater quantity of hazardous substances.6 The greater part of every cigarette (and other tobacco) burns without suction and forms the more hazardous form of smoke (the sidestream smoke). The smoke contamination that occurs where smoking takes place indoors, e.g. in restaurants and places of entertainment, therefore consists to a larger extent of the more hazardous sidestream smoke.

Passive smoking (or involuntary smoking) occurs when an individual inhales air contaminated by tobacco smoke. The passive smoker inhales the same substances as the voluntary smoker.

It is now over half a century since the first evidence emerged of the harmful effects of smoking on health, and this has been confirmed numerous times since. It is now decades since it was realised that smoking by pregnant women had adverse effects on the foetus. More recently, evidence has emerged concerning damage to the health of those who do not smoke but endure a tobacco-contaminated atmosphere in their homes or at work.

In recent years, a number of studies have been published showing that involuntary smoking is harmful to health and, in addition to various discomforts and suffering, can cause many of the same diseases as active smoking.  Table 1 shows the health consequences of involuntary smoking.

Table 1: Known consequences of involuntary smoking

	Adults
	Children
	Other effects

	Lung cancer
	Cot death
	Shortness of breath

	Coronary heart disease
	Ear infections
	Nausea

	Onset of symptoms of heart disease
	Respiratory infections
	Airway irritation

	Asthma attacks in those already affected
	Asthma attacks in those already affected
	Headache

	Worsening of symptoms of bronchitis
	Development of asthma in those previously unaffected
	Coughing

	Stroke
	
	Eye irritation

	Reduced foetal growth (Low-birth-weight baby)
	
	

	Premature birth
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Irritation in the eyes, nose and respiratory organs is a well documented consequence of involuntary smoking. Studies have shown, for example, that people who work in a smoke-saturated environment complain of such discomforts.8-9 Studies have also shown that involuntary smoking has the effect that the lung functions of people who are regularly exposed to such an environment are reduced10-12  and that there are connections with various respiratory problems, such as dyspnoea, tightness of the chest and emphysema.13-14 Furthermore, it has been shown that people exposed to tobacco smoke in the home run a 40-60% greater risk of asthma than people who are not exposed to tobacco smoke.15 People suffering from asthma not only suffer more serious asthma attacks if exposed to tobacco smoke, but also feel generally worse and are more frequently hospitalised.16
The International Agency for Research on Cancer (IARC) recently reviewed all major studies concerned with the relationship between involuntary smoking and lung cancer. This group of experts concluded that involuntary smoking could increase the risk of lung cancer by approximately 20-30%.17 There is a correlation between the amount of smoke to which an individual is exposed and the risk of lung cancer, just as in the case of smokers. Research conclusions also indicate that involuntary smoking can increase the risk of cervical neoplasia18-19 and breast cancer,20-21 although the causal relationship has not been confirmed, as in the case of lung cancer.

Numerous studies have shown that involuntary smoking increases the risk of cardiovascular disease among those exposed to smoking at home or at work. These studies indicate that if an individual who does not smoke has a spouse who smokes, or works in a smoke-contaminated environment, the risk of a heart attack is increased by 25-30%.22-25 A recent prospective study where the content of cotinine (a breakdown product of nicotine) in blood was measured, rather than using subjective assessment, revealed that the impact of involuntary smoking on cardiovascular diseases may have been underestimated in previous studies.  According to this new study, involuntary smoking increases the risk of cardiovascular disease by approximately 45-75%.26 When these studies are taken together it appears that the impact of involuntary smoking is virtually equal to that of active smoking (80-90%) and only small quantities of smoke are needed to affect the risk factors of cardiovascular disease, such as coagulation, blood clot formation and arteriosclerosis. 

There are various studies that show a link between involuntary smoking and stroke. It has been revealed that people who are regularly exposed to second-hand smoke run almost double the risk of stroke run by people who are not exposed to second-hand smoke.28-29
Children are particularly vulnerable to passive smoking. Tobacco smoke decreases their lung function and they become more sensitive to infections, such as pneumonia, bronchitis and ear infection. It also causes symptoms such as coughing and wheezing.29 Passive smoking has also been linked to curtailment of the development of the lungs30 (the lungs do not grow to the same size as in peers who are not exposed to tobacco smoke at home), an increased risk of developing asthma and an increase in the frequency and seriousness of asthma attacks.31 In the United Kingdom it is estimated that approximately 17,000 children under the age of 5 are hospitalised as a result of health problems which can be traced to passive smoking.32
Unborn children are exposed to passive smoking if the mother smokes during pregnancy or if the mother is exposed to secondary smoke. Most people know that smoking by a mother during pregnancy can be extremely harmful to the foetus, but recent studies indicate that smoking in the surroundings of a pregnant mother can affect the foetus. Low birth weight33-34 and premature childbirth35 are more common if the mother has been exposed to passive smoking during pregnancy, and the risk of reduced birth weight increases with increased and more frequent passive smoking

 
Employee health protection

Many people who work in restaurants and places of entertainment are exposed to passive smoking to a significant degree. This is one of the few professional classes who do not enjoy protection pursuant to Article 9 of the Tobacco Control Act and Article 1 of the Occupational Safety Act No. 46/1980. Many of these employees are in a situation at their place of work where they inhale smoke-contaminated air even though it is proven that this causes both discomfort, disease and death. There are numerous studies indicating that passive smoking in the workplace is damaging for human health. Researchers have shown, for instance, that people who work in bars but do not smoke have a similar concentration of nicotine in their blood as daily smokers.38
A review of the studies investigating the links between lung cancer and cardiovascular disease and working in a smoking environment revealed that these employees’ risk of developing such diseases is increased by working in an environment of this kind. For instance, people working in a smoke-contaminated environment run up to a 50% greater risk of developing lung cancer39-41 and studies of cardiovascular diseases indicate a 20% higher risk.42-43 A recent US study investigated the estimated mortality from passive smoking at work and revealed that an estimated 2-3000 die each year from heart diseases linked to passive smoking in the workplace.44 A recent study in New Zealand (population 3.8 million) has also shown that mortality can be reduced by 300 per year if passive smoking is limited.45
Recently, Sweden, Finland and Estonia conducted a joint study which revealed links between passive smoking and numerous conditions, such as chronic coughing, wheezing, abnormal phlegm formation and dyspnoea. They also found strong links between the quantity of tobacco smoke people are exposed to and respiratory discomfort and that passive smoking in the workplace is more hazardous than passive smoking in the home.46 The most likely explanation for this is that at work there are more people smoking in the same room and that more consideration is apt to be shown in the home. Other studies have shown the same.47-49 These conclusions indicate a particular importance of providing protection to employees from tobacco smoke in the workplace.

The purpose of legislation concerning smoke-free restaurants and places of entertainment is primarily to improve the working environment of those who work there and thereby reduce the risk of the employees. Studies of the health and well-being of employees before and after the enactment of such legislation show that such measures return the desired results. A study conducted in California revealed that employees complained from respiratory discomfort, such as coughing, dyspnoea, wheezing and discomfort in the eyes, nose, and throat, prior to the legislation. One month following the entry into force of the legislation respiratory symptoms had fallen by 60% and discomfort had been reduced by 80%. Lung function had also increased to some extent.50 Also, a Norwegian study conducted before and after comparable legislation took effect showed that the quality of air in people’s workplaces improved greatly. Furthermore, fewer employees professed to experience general health problems, such as headache, irritation of the eyes, dryness of the throat, and fewer experienced problems in the respiratory tract.51 These studies show that excluding passive smoking from the environment of the workplace very soon has a positive impact on employees’ well-being. Research conclusions concerning the negative long-term effects of passive smoking indicate that legislation has no less a positive impact on health in the longer term and reduces premature mortality.

Although many employees in restaurants and places of entertainment are at risk from involuntary smoking, some groups are more sensitive than others. As mentioned earlier, the harmful effects of involuntary smoking on the foetus of pregnant women and more severe symptoms in asthmatic people have been demonstrated. In light of this fact, pregnant women and people with respiratory disorders such as asthma are at greater risk. Employees who smoke themselves are also exposed to the harmful effects of secondary smoke in the workplace, in addition to their own smoking.

The harmful effects of tobacco smoke on the health of service staff appear beyond doubt, but it might be asked why the current legislation on smoke-free areas and ventilation is not sufficient to protect employees and why there is a need to remove the exemption currently granted in the Tobacco Control Act to restaurants and places of entertainment. There are several reasons for this:

1)
Employees do not get the health protection to which they are entitled

Notwithstanding the division into smoking and non-smoking areas in restaurants and places of entertainment, and even if laws and regulations are strictly observed, employees still have to do their work in the smoking areas. The division into smoking and non-smoking areas means that this group remains excluded from the occupational protection which Article 1 of the Occupational Safety Act No. 46/1980 is clearly intended to secure for all working people.

 

2)
Smoke circulates between smoking and non-smoking areas 
Various measurements outside Iceland show that even where smoke-free areas are used as intended they are insufficient to protect guests in these areas and employees. Australian health-care physicians recently conducted a study of 17 restaurants and bars which all had smoking and non-smoking areas. They measured the nicotine and other substances from tobacco smoke in the air in both areas and reached the conclusion that the smoking areas afforded little protection against passive smoking. Smoke contamination in these areas was at best 50% below the levels of the smoking areas.52 Norwegians have conducted several similar measurements which revealed that although the proportion of substances from tobacco smoke was somewhat less in the non-smoking areas than in the smoking areas, the substances were always far in excess of hazard levels.53
 

3)
Rules concerning smoke-free areas and ventilation appear not to be observed 
In the summer of 2002, an extensive on-site survey was conducted of 40 restaurants in Reykjavík which permitted smoking. The survey revealed that all but one of the restaurants fell more or less short of meeting the stipulated conditions. In most of these places a division had indeed been made into smoking and non-smoking areas, but only in half of the places were the smoking areas of equal size or larger than the smoking areas (based on number of tables). In three places, smoking was permitted in the entire service area. Ventilation was in most cases not in evidence or functioned badly or not at all, and in the places where the situation was best in this respect the ventilation was adequate only in one place (two separate rooms) to prevent smoke from perceptibly contaminating the atmosphere in the non-smoking areas. Interestingly, only 8% of guests smoked while the other 92% did not.54
 

4)
Ventilation cannot handle tobacco smoke contamination 
Experts in other countries have discovered that no ventilation systems have the capacity to cleanse the air sufficiently to protect employees. This would require ventilation systems in general to be 20 thousand times more effective.55
 

Other advantages of smoke-free restaurants

1)
Protection of guests from passive smoking

Although the principal purpose of the legislation on smoke-free restaurants is to protect employees from involuntary smoking, an additional advantage is gained in that all the guests in restaurants and places of entertainment receive the same protection. The importance of this is obvious, particularly for certain groups, such as pregnant women, children and people with respiratory diseases or heart diseases.

 

2)
Overall reduction of smoking

Experience has shown that legislation concerning smoke-free workplaces, including restaurants and places of entertainment, reduce total smoking in the community. In California, where such legislation has been in effect since 1998, the frequency of smoking fell following the legislation down to the current level of 16.4%, as compared to 33% in Kentucky, where no such legislation is in effect.56 An assessment conducted in Ireland shortly after legislation of this kind took effect revealed that 20% of smokers refrained entirely from smoking when they visited restaurants or places of entertainment, which is indicative of an overall decrease in smoking.57
Even though legislation on these matters took effect only recently both in Norway and Ireland, figures indicate that more people attempted to quit after the new legislation took effect and that cigarette sales fell. In Norway the frequency of smoking has not fallen significantly, but a much greater number of people have attempted to quit following the legislation than before, and cigarette sales have fallen.58 The same year that legislation on smoke-free workplaces took effect in Ireland (in 2004), there were also reports that tobacco sales had fallen. In September of 2004, Gallagher Group, which has a 50% market share of cigarette sales in Ireland, announced that the company’s cigarette sales had fallen by 7.5% and that the company sold 260million fewer cigarettes from January to June 2004 than in the six preceding months.59 In early November, it was reported by the second largest tobacco supplier in Ireland that the sales of that company had fallen by 10% in 2004 and that the company anticipated that sales of cigarettes would fall by 200 million cigarettes between 2003 and 2004.60 These figures indicate that smoke-free restaurants have an impact on the total smoking in a country. 

In places of entertainment there is considerable smoking among young people. In such conditions there is a well-known risk that people who have not smoked will give it a try (“experiment”). This can mark the start of daily smoking. Legislation may be expected to reduce this risk, and social smoking may be expected to fall as well.

A smoke-free environment also provides important support to those who quit smoking. Canadian investigators asked 191 ex-smokers what had influenced their decision to quit. About 39% cited as their reason the legislation prohibiting smoking in all public places. It was also revealed that smokers trying to quit were three times more likely to succeed where such legislation was in effect than where there was no such legislation.61
 

3)
Reduced cost

Looking at the cost of operating restaurants and places of entertainment reveals various benefits of being smoke-free. It is sufficient to mention the reduced risk of fire and the reduced need for maintenance resulting from damage to furnishings as well as improved cleanness. In addition, involuntary smoking has other consequences for employees, employers and the health system. Passive smoking has been strongly linked with absence from work, number of visits to physicians and drug use.62-63 The Institute of Economic Studies at the University of Iceland assessed production losses resulting from passive smoking in the year 2000 at ISK 448 million.64 It should be noted that only heart disease and lung cancer were taken into account, and absence from work etc. was not included. It may be surmised that these factors would have increased the figure.

4)
Reduction of fire risk

It may be assumed that the risk of fire in restaurants would be reduced if they were smoke-free, as smoking is one of the three most common causes of fire in Iceland. Figures from the Iceland Fire Authority from 1995-2003 reveal that approximately 3% of fires in Iceland are caused by smoking (i.e. fires which are sufficiently serious to warrant notification of the police.65 This corresponds to approximately 30 fires per year, which amounts to ISK 68 million in property loss at the 2003 price level, according to the calculations of Institute of Economic Studies at the University of Iceland.66
 

Opinion of customers of restaurants and places of entertainment?

Gallup has twice conducted opinion polls (2003 and 2004) surveying the attitude of adults to smoking in restaurants and cafés, and in 2004 the question was asked whether people would less often, just as often or more often visit such places if they were completely smoke-free. Both surveys revealed that over 60% of respondents were opposed to smoking in restaurants and cafés, and in May 2004 85.8% of respondents said they would visit restaurants or cafés equally often or more often if they were smoke-free. Only 14.1% believed that they would go less often. Interestingly, 52.8% of smokers said that they would visit restaurants and cafés equally often or more often if they were smoke-free. These conclusions indicate that the majority of all adults is in favour of completely smoke-free restaurants and cafés.67-68
 

Impact of smoking ban on restaurant operation

In countries where legislation has been enacted on smoke-free restaurants and places of entertainment, concerns have widely been raised among restaurateurs. They usually worry that their operations will return a loss, that they will need to lay off people and even that their enterprises will not be sustainable if the premises are made smoke-free. The financial impact of a smoking ban in restaurants and places of entertainment has been widely investigated and there are no reliable data to support these concerns among restauranteurs.69
In 1997 a study was conducted in the United States comparing, on the one hand, cities which permitted smoking in restaurants and places of entertainment and, on the other hand, cities that did not. The conclusion of the study was that there was no difference in the proportional sales of food and drink in the cities compared.70 These conclusions supported numerous previous studies which had returned the same results. In another study conducted in Texas in 2002, sales figures were compared 12 years into the past (prior to legislation) and one year after legislation; the conclusion was that there was no difference in the sale of food and drink during the period.71 The conclusions of these two studies have been confirmed in a review of 97 studies, which revealed that there is no reliable evidence that a smoking ban in these establishments has a negative financial impact; in fact, the studies revealed either no impact or a positive impact on sales and number of jobs in the sector.72
Experience of other countries

With the increased knowledge of the health consequences of passive smoking, numerous countries have tightened their tobacco legislation for the protection of their citizens.

The trend in the direction of smoke-free restaurants has its longest history in the United Stats, extending first to individual cities and counties, but then to entire states. The state of California first banned smoking in restaurants in 1994, but four years later the legislation was extended in scope to cover any restaurants and places of entertainment. Surveys have shown great and growing support for the legislation, also among smokers.73 Also, as revealed earlier, various strong positive effects on the health and well-being of employees have emerged.74
The precedent set by California has been widely emulated in the United States, and the trend has been mainly characterised by states and cities incorporating a ban on smoking in restaurants into comprehensive smoke-free workplace legislation, where no workplaces are excluded. In New York City legislation of this kind took effect in March 2003, after smoking had been banned in restaurants for eight years. In spite of the alarmist prophecies of opponents, the extensive legislation does not appear to have adversely affected the restaurant or tourist business in New York City.75 In the first year after the new legislation took effect, the number of jobs in the sector increased, the turnover of restaurants and places of entertainment increased, and the number of restaurant licences issued increased. The vast majority of New Yorkers supported the legislation and 97% of restaurants and places of entertainment respect the law.76  

A similar trend to that in the United States is now in progress in Canada, where five of the nine provinces have already passed laws on smoke-free workplaces, and two are in the process of preparation.

New Zealand has gone a step further and banned smoking in restaurants and places of entertainment throughout the country.77
In 2004 Ireland, Norway and Malta banned smoking in all restaurants and places of entertainment. In January, Italy followed suit. In all these countries, enforcement of the law has been successful.

The Office of Tobacco Control in Ireland assessed the results in Ireland just over a month after the law took effect and compared the results with figures from one month prior to the entry into force of the law. The assessment revealed 97% observance of the ban, 71% of those asked had gone to a bar over the past fortnight, as compared to 68% prior to the entry into force of the act (the increase was among non-smokers, while smokers went as frequently as before. Approximately 92% said they went equally often to restaurants, and 20% of smokers said that they refrained from smoking when they went out.78
In Norway, a survey was taken to gauge the support for the legislation both in May (prior to the enactment) and in October 2004. In May, 54% of Norwegians supported the legislation, but in October the support had increased to 62%.79 Also, the legislation had a positive general effect on employee health. At the same time, employees asked about observance of the law responded that about 90% of people observed the law following the legislation on the total ban, as compared to only approximately 51% when restaurants were divided into smoking and non-smoking areas80.

Last June (2005) legislation was enacted in Sweden prohibiting smoking on all premises where food or drink is served, whether at restaurants, cafés, pubs, bars or places of entertainment. Sweden chose a different path from Norway and Ireland by permitting smoking in separate smoking rooms where neither food nor drink may be served or consumed.81 The implementation of this law is proving successful. 

In other countries occupational safety legislation of this kind is being enacted nationally or in individual provinces. These include Australia and Scotland. Scotland is the first region of the United Kingdom to adopt legislation on smoke-free workplaces, with a large parliamentary majority (97 to 17) supporting the law. The law will enter into force on 26 March 2006. In Australia, legislation has been passed in parliament but enters into force at different times in different provinces.82
The Examples above show that legislation similar to that proposed here in Iceland has already taken effect in numerous countries, and in various countries discussions are already in progress concerning such legislation. Attachment 1 contains a list of the position of legislation on smoke-free restaurants and places of entertainment across the world. 
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Comments on Individual Articles of the Bill

Concerning Article 1

Paragraph 1 of Article 9 of the Tobacco Control Act No. 74/1984 provided for a ban on smoking in “the areas of the premises of institutions, enterprises and other organisations where the public has access in connection with services provided by such parties”. The provision was subsequently explained further in a notice which was distributed concerning restrictions on smoking in the workplace, which included a list of the principal examples of areas of premises where smoking was not allowed. This phrasing in Paragraph 1 of Article 9 was not changed in Amendment No. 101/1996, but in Act No. 95/2001 the term “service area” was introduced without any definition. It is proposed that this should now be remedied by defining the term in the Tobacco Control Act.

Concerning Article 2

Concerning Sub-section (a). The amendment to Paragraph 1 of Article 9 consists in an additional provision to the effect that in certain circumstances the same should apply to service areas outdoors as to service areas indoors as regards the smoking ban. This refers principally to areas linked to cafés and other restaurants. The rule is the same as the rule in the Irish legislation referred to in the general commentary above.

Concerning Sub-section (b). This sub-section contains the amendment which is the principal aim of the legislative bill, i.e. the removal of the exemption from the smoking ban granted to restaurants and places of entertainment in Paragraph 2 of Article 9 of Act No. 6/2002. The current provisions of the Act concerning smoking in restaurants and places of entertainment were enacted by Act No. 95/2001. That Act went further than previous legislation in the attempt to protect people from tobacco smoke in such places. As regards the argument for going still further and banning smoking altogether in all service areas of places of this kind reference is made to the general commentary above. 

Concerning Sub-section (c). Requires no explanation.

Concerning Sub-section (d). The amendment relates to the fact that service areas in restaurants and places of entertainment will become entirely smoke-free pursuant to Sub-section (b), and there is no longer any reason, therefore, to provide separately for the obligation of the managers of restaurants to protect employees from tobacco smoke.

Concerning Sub-section (e). The amendment pursuant to this Sub-section also relates to the amendment pursuant to Sub-section (b) in light of the fact that at this time no change is being made to the provisions of Paragraph 3 of Article 9 of Act No. 6/2002 concerning permission to smoke in certain guest rooms of guesthouses and hotels. As regards restaurants and places of entertainment, the Act provides for ministerial authorisation to promote enforcement of the smoking ban through the issue of a government regulation on the implementation of the ban in consultation with other cabinet ministers.

Concerning Sub-section (f). Requires no explanation.

Concerning Article 3

The amendment to Paragraph 1 of Article 12 is a normal consequence of the amendment pursuant to Sub-section (b) of Article 2 of the legislative bill, cf. the comment above regarding hotels. 

Concerning Article 4

The Article provides for a transitional period for restaurants and places of entertainment to adapt and prepare their businesses for the proposed changes until 1 May 2006, at which time the places should be smoke-free.  

Attachment 1

Situation as regards smoke-free restaurants and places of entertainment around the world

The following list shows the situation as regards legislation on smoke-free restaurants and places of entertainment around the world. Note that the list dates from April 2005 and is not exhaustive.  

Europe

	England
	No restrictions on smoking in restaurants and places of entertainment. Discussions in progress on making places that sell food smoke-free in 2008.



	France
	Smoke-free areas in restaurants and bars.



	Greece
	No restrictions on smoking in restaurants and places of entertainment.



	Ireland
	All restaurants and places of entertainment must now be smoke-free.



	Italy
	All restaurants and places of entertainment must be smoke-free (smoking rooms are permitted, which must be completely sealed off from other areas with separate ventilation) 


	Malta
	All restaurants and places of entertainment must now be smoke-free.



	Norway
	All restaurants and places of entertainment must now be smoke-free.



	Russia
	No restrictions on smoking in restaurants and places of entertainment.



	Scotland
	All restaurants and places of entertainment must be smoke-free as of April 2006.



	Serbia
	All restaurants and places of entertainment must now be smoke-free.



	Spain
	No restrictions on smoking in restaurants and places of entertainment. Discussions on comprehensive legislation on smoke-free workplaces anticipated in 2005.



	Montenegro
	All restaurants and places of entertainment must now be smoke-free.



	Sweden
	All restaurants and places of entertainment must now be smoke-free (smoking rooms are permitted where no service is provided).



	Czech Republic
	The lower chamber of parliament passed a bill of law on smoke-free restaurants and places of entertainment (rooms are permitted). Enters into force in 2006.



	Wales
	No restrictions on smoking in restaurants and places of entertainment. Discussions in progress on making places that sell food smoke-free in 2008.



	Germany
	Smoking is restricted in restaurants and places of entertainment.




Canada

	British Columbia


	Restaurants and bars have smoking rooms.

	Manitoba (Winnipeg)


	All restaurants and places of entertainment must now be smoke-free.

	New Brunswick


	All restaurants and places of entertainment must now be smoke-free.

	Nunavut


	All restaurants and places of entertainment must now be smoke-free.

	Northwest Territories


	All restaurants and places of entertainment must now be smoke-free.

	Nova Scotia
	No restrictions on smoking (legislative bill on smoke-free workplaces will be tabled in the autumn of 2005). 



	Ontario
	All restaurants and places of entertainment must be smoke-free as of May 2006.



	Saskatchewan
	All restaurants and places of entertainment must now be smoke-free.



	Quebec
	No smoking restrictions in restaurants and places of entertainment.


Central and South America



	Brazil
	Restaurants and bars have non-smoking areas.



	Costa Rica
	No smoking restrictions in restaurants and places of entertainment.



	Guatemala
	No smoking restrictions in restaurants and places of entertainment.



	Mexico
	No smoking restrictions in restaurants and places of entertainment.



	Peru
	No smoking restrictions in restaurants and places of entertainment.




Africa

	Kenya
	No smoking restrictions in restaurants and places of entertainment. 



	Nigeria
	No smoking restrictions in restaurants and places of entertainment.



	South Africa
	Restaurants and bars have smoke-free, ventilated areas. 



	Uganda
	All restaurants and places of entertainment must now be smoke-free.



	Tanzania
	Restaurants have non-smoking areas.


Middle East

	Egypt
	Smoking not permitted in enclosed public places. 



	Iran
	All restaurants and places of entertainment (as well as roofed areas) must now be smoke-free.



	Israel
	Areas of restaurants where food is served must be smoke-free. Bars have non-smoking areas.




South Asia



	Bangla Desh
	Most public places are smoke-free. Discussions are in progress on making restaurants smoke-free.



	Butan
	All restaurants and places of entertainment must now be smoke-free.



	India
	No restrictions on smoking in restaurants and places of entertainment.



	Maldives
	All restaurants and places of entertainment in several islands pertaining to the Maldives must now be smoke-free. All air-conditioned restaurants must be smoke-free.



East Asia and Western Pacific

	Fiji Islands
	Non-smoking areas in restaurants. No restrictions in bars.



	Philippines
	No restrictions on smoking in restaurants and places of entertainment.



	Hong Kong
	Legislation on smoke-free restaurants and places of entertainment proposed. Legislation anticipated to take effect in October 2006.


	Indonesia
	No restrictions on smoking in restaurants and places of entertainment.



	Japan
	No restrictions on smoking in restaurants and places of entertainment.



	China
	No restrictions on smoking in restaurants and places of entertainment.



	New Zealand
	All restaurants and places of entertainment must now be smoke-free.



	Singapore
	All air-conditioned restaurants must now be smoke-free. Government is considering extension of the scope of the legislation to clubs.


	Taiwan
	Non-smoking areas in restaurants. No restrictions in bars.



	Thailand
	75% of restaurants must be smoke-free. No restrictions in bars. 



	Viet Nam
	No restrictions on smoking in restaurants and places of entertainment.


Australia



	Sidney
	All restaurants and places of entertainment must be smoke-free as of December 2006.



	New South Wales
	All restaurants and places of entertainment must be smoke-free as of June 2007.



	Queensland
	All restaurants and places of entertainment must be smoke-free as of June 2007.



	Victoria
	All restaurants and places of entertainment must be smoke-free as of June 2007.



	South Australia
	All restaurants and places of entertainment must be smoke-free as of January 2006.




