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1. SMOKING TRENDS IN THE WESTERN PACIFIC REGION 

Member States of the Western Pacific Region have both some of the highest and some 
of the lowest rates of tobacco use in the world (see Table 1). 

In China in 1986 a national survey of more than 500 000 people showed that 61 % of the 
men and 7% of the women smoked. Data from Japan are similar, with 66% of the ~n and 
14% of the women smoking. In the Republic of Korea 69% of the men and 7% of the women 
smoke. 

By contrast in Singapore in 1987, only 25% of the men and 2% of the women were 
regular smokers. 

In some countries smoking rates are decreasing. In New Zealand, for instance, the rate 
of smoking in men aged 45 to 64 fell from 34% in 1983 to 28% in 1988. In men aged 65 years 
and older, the rate has fallen from 21 % to 15% in the same period. In Japan, the smoking rate 
in men, now 66%, was 84% in 1966. 

Tobacco use is increasing in some countries, especially amongst women and youths. In 
Western Australia in the three years from 1984 to 1987, the number of 15 year-old boys who 
smoked regularly fell from 26% in 1984 to 23% in 1987 but smoking among 15 year-old girls 
increased from 27% to 28% in the same period. Even at the age of 13, 10% of girls and 7% of 
boys are regular smokers. 

The overwhelming majority of new smokers start before the age of 19. In Japan, 20% of 
youths of 15 to 17 years of age are smokers. In the Philippines, 17% of boys of 11 to 16 years 
of age regularly smoke, and approximately 25% of young men in China are addicted to 
tobacco smoking before they reach the age of 18. 

In many countries of the Region, socio-cultural norms are such that far fewer women 
smoke than men. In such countries, roughly 2%-10% of the women smoke, whereas 
40%-60% of the men do. By contrast, in the industrialized countries 20%-40% of the women 
smoke, particularly the younger generation, compared with 30%-50% of the men. Smoking 
rates are already high in many developing countries. From Table 2, showing smoking 
prevalence rates for adult women, it can be seen that the twelve countries and areas with the 
highest smoking rates among women are all developing, and six of them are from the WHO 
Western Pacific Region. 

In Western Pacific countries most tobacco is consumed in cigarettes or pipes. Some 
groups in Malaysia and Singapore chew pan-tobacco mixed with betel and other substances. 

Of great concern is the attempt by the tobacco industry to introduce, as a new product, 
"smokeless tobacco", marketed in the form of chewing tobacco and snuff. Advertising 
campaigns have been directed especially towards young people and sportsmen. 

In 1970, fewer than 1 % of the teenage and young adult males in the United States of 
America reported any use of smokeless tobacco. By 1985, the figure was 25%. Chewing 
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tobacco causes mouth cancer, and we must not allow it to be introduced into the Western 
Pacific Region. 

2. SPECIAL HEALTH RISKS TO WOMEN 

Smoking prevalence amongst adolescent girls is increasing in most countries, and in 
Australia the percentage of girls who smoke is higher than that of boys. 

This is of great concern because the belief that female smokers are at less risk than male 
smokers is mistaken. As trends in smoking and patterns of cigarette use become more alike, 
for example as girls start to smoke earlier, the risk for women becomes the same as for men. 

In addition to the health hazards of tobacco use known to be common to men and 
women, women smokers are in danger of cervical cancer, low fertility, premature deliveries 
and having babies with a low birth weight. Women smokers have more rapid aging and 
wrinkling of the skin than non-smokers, and women smokers who use oral contraceptives are 
more prone to heart disease, stroke and blood clots in the legs. 

3. ACTION TAKEN BY THE WORLD HEALTH ORGANIZATION 
AND BY MEMBER STATES 

What can be done to remove the hazard of tobacco from society? 

The World Health Organization has identified three main areas in which it can 
collaborate with Member States: 

(1) to promote the development of national tobacco control programmes to prevent 
and reduce tobacco use. 

(2) to promote the concept of tobacco-free societies and to establish the non-use of 
tobacco as normal social behaviour; and, 

(3) to disseminate information on tobacco-or-health issues and strategies to control 
tobacco consumption. 

3.1 National tobacco control programmes 

Tobacco control programmes are being developed in several Member States with WHO 
support. WHO collaborated with Fiji and Papua New Guinea to develop national tobacco 
control activities. Subsequently, in Papua New Guinea legislation was passed in 1987 which 
places major restrictions on tobacco advertising. During the biennium 1990 to 1991, WHO's 
tobacco or health programme support will extend to other countries in the Region and it is 
hoped that government and nongovernmental groups will work together to develop strong 
national programmes based on guidelines and recommendations of the World Health 
Organization. 
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3.2 Tobacw-fnle societies 

In seeking to develop the concept of tobacco-free societies, WHO has, since 1988, 
declared an annual World No-Tobacco Day as an occasion for promoting a social image in 
which the non-use of tobacco is the norm. Member States have been enthusiastic in 
celebrating World No-Tobacco Day, and extensive publicity has been given to national and 
local activities. WHO has prepared posters and information kits which have been widely 
distributed and also supported the preparation of health education materials in several 
countries, including Fiji and French Polynesia. 

3.3 Information 

D~mination of information on tobacco-or-health issues and strategies to control 
tobacco fOosumption is a high priority of the programme. Expert Committees prepared 
reports 9n smoking and its etTect on health (1975); on measures to control the smoking 
epidemic! (1979); on smoking control strategies in developing countries (1983); and on 
smokeles$ tobacco use (1988). These and many other technical reports have been made 
available ~o Member States. 

A Regional Working Group on Tobacco or Health was held in November 1987 in 
Tokyo, attended by members from fifteen countries and areas in the Region. Topics discussed 
which were of special concern were national policy and programme development, legislative 
action to 'restrict the use of tobacco, and the need to increase activities to stimulate public 
awarenesS. A further regional working group on tobacco or health is being planned in 
March 1990 in Perth, Australia in association with the 7th World Conference on Tobacco and 
Health. AUhls working group, an action plan for the Western Pacific Region for the period 
1990-1994 will be discussed. Other recent regional meetings in which tobacco use has been 
discussed were on chronic respiratory disease and on the epidemiology of cardiovascular 
diseases and diabetes mellitus. , 

4. ACflON THAT CAN BE TAKEN BY MEMBER STATES 

At least three primary strategies can be pursued, one in education, one in legislation and 
one in economic measures. , 

4.1 Health education 

Although people are often sceptical about health education, the experience of an 
increasing number of countries has shown it to work. First people have to be aware of the ill 
etTects of smoking and the magnitude of these etTects. Then, gradually, smoking has come to 
be seen as socially undesirable, and even unacceptable, behaviour. In Australia, the 
prevalence of smoking among adults decreased from 72% of all men in 1945 to 32% in 1986. 
However, it remains higher among blue-collar workers and less educated persons than in the 
overall population. This is also the case in Hong Kong, New Zealand and probably other 
countries and areas of the Region. 

The effect of so many people stopping smoking has contributed towards a decline in 
men of premature mortality from heart disease and a levelling otT of lung cancer deaths. 
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Perhaps the most important emphasis in any health education programme should be to 
encourage children and young adults not to start smoking. Many social pressures are put on 
young people to smoke. We need to help them to resist these pressures. 

In the Western Pacific Region we are fortunate that in many countries cultural and 
religious beliefs discourage women from smoking. Such constraints on tobacco use need to be 
strengthened and supported. 

In addition to ministries of health, other ministries such as education, social welfare and 
agriculture, and nongovernmental bodies, have a major responsibility to work together to halt 
the epidemic of tobacco use. 

4.2 Legislation 

The WHO Regional Working Group on Tobacco or Health, held in Tokyo in 
November 1987, supported legislative action to restrict the use of tobacco. Suggestions 
included creating a smoke-free environment in public places, public transport and places of 
work; eliminating the advertising and promotion of tobacco products; controlling the level of 
harmful substances in tobacco products; ensuring that all tobacco products are labelled with 
strong health warnings (including imported cigarettes); banning the import, manufacture and 
sale of smokeless tobacco products; developing and implementing tobacco taxation policies; 
prohibiting sales to minors; and prohibiting vending machines. 

An estimated minimum of US$2500 million per annum is spent worldwide to promote 
tobacco through advertising and promotion. This is much more than the total amount spent 
by governments on health education. The industry needs from 2 to 2.5 million new recruits 
per year to replace smokers lost to them through ceasing to smoke and through death. In 
recent years women and people of the less industrialized nations have been major targets for 
recruitment. 

China, Singapore and Viet Nam have banned all advertising of cigarettes in the print 
and electronic media. Australia, Guam, Malaysia, New Zealand and the Republic of Korea 
have banned advertising on television and radio and Hong Kong is in the process of phasing 
out such advertising, to reach a total ban by 1990. 

Papua New Guinea has restrictions on the advertising and sale of tobacco products. 
The Philippine Government is examining the possibility of banning tobacco advertising and 
restricting smoking in some public places and has already banned the sale of tobacco products 
on the premises of the Health Department, as has been done in Cook Islands. Singapore has 
declared smoke-free zones in public buildings. Australia, China, Fiji and Japan have banned 
smoking on all domestic flights. Several regional airlines have banned smoking on regional 
flights. 

Hong Kong, New Zealand and two Australian states have banned smokeless tobacco 
such as snuff and chewing tobacco, and in Japan tobacco use has been declared a health 
hazard. 

At the very least, all imported tobacco products and those manufactured under licence 
from a foreign company should conform with the restrictions (in terms of health warnings and 
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product information) enforced in the exporting country and in the country where the parent 
company is based. Importation of cigarette3 with a high nicotine and tar content should be 
prohibited. 

4.3 Economic measures 

Revenue earned from tobacco is no compensation for the sickness, lost work days. and 
rising costs of medical treatment that will result if the tobacco habit is not curbed. Tobacco 
taxes are however seen as an attractive means of raising revenues because they are easily 
administered and politically acceptable; 

In 1983 Hong Kong increased its tax on cigarette3 fourfold which contributed to a 
decline of 20% in the number of smokers and a 35% decline in the number of cigarettes 
smoked over the subsequent four years. Likewise a 54% increase in the price of cigarettes in 
New Zealand in 1986 contributed to an 18% fall in cigarette consumption in 12 months. 

Although there appear to be limits to this approach it remains true that a price increase 
deters larger numbers of young people from taking up smoking and therefore has a beneficial 
effect in the long term. In the Pacific and most Pacific rim countries, the prevalence of 
smoking has been found to be higher among lower income groups. 

Three types of taxes have been used: 

(1) general taxes on all cigarettes, almost invariably followed by a reduction in sales; 

(2) differential taxes. imposing a supplementary tax on cigarette3 containing high levels 
of tar. In the United Kingdom this reduced the market share of such cigarettes 
from 15% to 3%; 

(3) allocation of a certain percentage of cigarette-tax revenues to health education and 
other activities aimed at preventing and reducing smoking. 

In Victoria, Australia, innovative legislation which taxes tobacco sales to fund health 
promotion programmes may provide a useful example for other Member State3. 

There is often opposition to higher taxes on cigarettes. It may be argued that such taxes 
hit the poor hardest. In fact such taxes may be beneficial to the health of the poor and 
particularly the young, and produce savings on both long-term and short-term health costs. 
Other objections sometimes raised are that increased taxes are politically unpopUlar, that they 
may raise the cost of living index and so entail wage increases, and that they may increase the 
dependence of the government on tobacco production. That argument has been used in Fiji, 
where the tobacco tax produces something like 20 million Fiji dollars and the whole health bill 
is approximately 28 million. 

The World Health Organization recognizes that some Member States are economically 
very dependent on revenues from tobacco production and tobacco sales. Other United 
Nations agencies such as the Food and Agriculture Organization have been requested to 
cooperate in the development of crop substitutes. Alternative employment needs to be found 
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for workers who are dependent on the tobacco industry. Such a change will be a slow process, 
however. Action to initiate it is needed now. 

If tobacco consumption is to be reduced, then tobacco taxation and price policy must be 
based not on the needs of the state budget nor on profits to the tobacco industry but on the 
public health needs of the people. There are two major economic questions to consider here: 
the long-term requirements of expensive health care for tobacco-related diseases, and the 
losses sustained by a country through the premature deaths of persons often at the peak of 
their earning capacity. Taxation must be levied on tobacco products and be greater than 
inflation. It has been suggested that one step that would make it easier to do this would be to 
introduce regular and repeated increases in the price of tobacco products. 

In conclusion, it needs to be stated very clearly that tobacco use is a major preventable 
cause of ill health and unnecessary death. The use of tobacco is not consistent with progress 
towards a healthy society. The World Health Organization is willing to support national 
efforts to achieve tobacco-free societies but the major task lies with Member Sates. How can 
you best achieve a tobacco-free society? 
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Table 1. Smoking prevalence in tbe year sbown and.acIult per capita cigarette consumption 
in 1985 in 65 countries and areas 

Smoking prevalence Date of Adult per capita 
(%) prevalence consumption 

survey (male + female) 

Total Male Female 

Barbados 10 1380 
Ivory Coast 24 1 1981 710 
Ethiopia 15 28 3 1978 60 
Canada 31 28 1981 3180 
Austria 1:1 33 22 1981 2560 
Egypt 16 33 2 1981 1860 
Hong Kong 19 33 4 1984 1580 
Uganda 33 260 
Peru 34 7 350 
Belgium 28 35 21 1984 1990 
New Zealand 35 29 1981 2510 
United States of America 35 30 1983 3270 
Guatemala 36 10 550 
United Kingdom of Great 

Britain and Northern Ireland 36 32 1984 2120 
Australia 37 30 1983 2720 
Portugal 37 10 1984 1730 
Finland 28 39 21 1980 1720 
Ireland 35 39 32 1982 2560 
Zambia 24 39 7 1983 400 
Greece 41 2 1985 3640 
Netherlands 41 33 1982 1690 
Sweden 40 41 34 1980 1660 
Senegal 43 35 610 
Germany, Federal Republic of 36 44 29 1984 2380 
Israel 37 44 30 1982 2310 
Pakistan 29 44 6 1982 660 
Mexico 45 18 1190 
Uruguay 45 45 45 1985 1760 
Norway 46 39 1980 1920 
Switzerland 46 29 1981 2960 
Guyana 48 4 1000 
Romania 48 13 1980 2110 
Sri Lanka 48 2 1984 500 
Union of Soviet Socialist Republics 27 48 11 2170 
Singapore 49 8 2280 
France 38 50 26 1981 2400 
Ghana 25 50 1 1975 380 
Hungary 50 25 1980 3260 
French Polynesia 50 46 2500 
Turkey 50 50 1970 
Chile 52 18 1 iloo 
India 52 3 1984 160 
Kuwait 52 12 2760 
Nigeria 53 3 370 
Venezuela 53 26 1890 
Italy 35 54 17 1980 2460 
Malaysia 20 56 2 1975 1840 
Czechoslovakia 57 14 1984 2550 
Denmark 50 57 44 1980 2110 
Yugoslavia 57 10 3000 

~ 
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Argentina 
Spain 
Tunisia 
Brazil 
Thailand 
Qlina 
Poland 
1apan 
Republic of Korea 
Bangladesh - Indonesia 
Philippines 
Nepal 
Fiji 
Papua New Guinea 
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Smoking prevalence Date of Adult per capita 

(%) prevalence consumption 

survey (male + female) 

Total Male Female 

58 18 1780 
40 58 23 1986 2740 

58 6 1984 1470 
59 53 1980 1700 

36 59 13 1981 900 
30 62 8 1590 

63 29 1983 3300 
66 14 1984 3270 
69 7 1981 2660 
70 20 1984 270 
75 5 1984 1050 

/ 
11-;"·.-['<:- \ ~" .. , .. 78 1910 ;0 ,) 

79 58 1981 150 
80 40 1986 1320 
85 80 1981 30 

(WHO 1988) 
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Table 1. Smoking prevaleoee amoDl adult women in countries and areas 
inTaDged in aseending order above 10%: results of surveys in the 1980s 

Country/area 

Guatemala 
Portugal 
Kuwait 
Greece 
Romania 
1baiJand 
Czechoslovakia 
Japan 
FmIand 
ChiIe 
Italy 
Cook Islands 
Bangladesh 
Belgium 
New Caledonia 
Austria 
United States of America 
Hungary 
Israel 
France 
Spain 
canada 
Germany. Federal Republic of 
Poland 
New Zealand 
Switzerland 
Australia 
SWeden 
Colombia 
Ireland 
Norway 
Netherlands 
Senegal 
Denmark 
Tonga 
fiji 
Mexico 
French Polynesia 
Turkey 
Brazil 
Nepal 
Nauru 
Bolivia 
Kiribati 
Swaziland 
Papua New Guinea 

Smoking prewJence (%) 

10 
10 
12 
13 
13 
13 
14 
14 
17 
18 
18 
19 
19 
21 
22 
21 
24 
25 
25 
26 
27 
28 
29 
29 
29 
29 
30 
30 
31 
32 
32 
33 
35 
38 
38 
44 
44 
46 
50 
53 
58 
58 
61 
70 
72 
80 

(WHO 1989) 
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