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NOTE 

The views expressed in this report are those of the participants in the Working Group on Tobacco 
or Health and do not necessarily reflect the policies of the World Health Organization. 

This report has been prepared by the Office for the Western Pacific Region of the World Health 
Organization for governments of Member States in the Region and for the participants in the 
Working Group on Tobacco or Health, which was held in Manila, Philippines, from 
5 to 8 April 1994. 
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SUMMARY 

In March 1990, the Western Pacific Regional Working Group on Tobacco or Health met 
in Perth, Western Australia, and drafted a Regional Action Plan on Tobacco or Health for 
1990-1994. During the forty-first session of the Regional Committee in September 1990, the 
Action Plan was reviewed and endorsed. The forty-third session of the Regional Committee in 
1992 reviewed the ongoing implementation of the Action Plan, urged Member States to 
strengthen their efforts in setting up effective tobacco control measures, and planned for an 
overall evaluation of the action taken during the five-year period of the Action Plan in 1994. 

The Working Group on Tobacco or Health was convened for a third meeting from 
5-8 April 1994 in Manila, Philippines. 

The objectives of this meeting were: 

(1) To assess the implementation of the Regional Action Plan on Tobacco or Health for 
1990-1994; 

(2) to review the development and effectiveness of control measures; and 

(3) to formulate a new Action Plan on Tobacco or Health for 1995-1999. 

Fifteen members and two consultants attended the Working Group. 

In preparation for the meeting information was collected about the implementation of the 
Tobacco or Health Action Plan from Member States and the Working Group Members through 
a questionnaire. The collated results together with other information and documents formed 
.the background material. 

In his opening speech, the Regional Director. Dr S.T. Han indicated that there is now 
acceptance of the damage to health associated with tobacco use. The period of the first Action 
Plan of Tobacco or Health had been the beginning of systematic efforts to reduce the use of 
tobacco. Despite considerable progress made, there was concern about the rise in smoking 
among young people in several countries, especially in women. 

The Working Group reviewed the progress made during the implementation of the 1990-
1994 Action Plan and drew conclusions for the formulation of the Action Plan on Tobacco or 
Health for 1995-1999 which is attached as Annex I. The Working Group pointed out that the 
key to tobacco control was to adopt comprehensive health-orientated tobacco control policies 
such as those recommended by WHO in the form of 13 World Health Assembly resolutions 
and those made by the Regional Committee. 

The Working Group made the following recommendations: 

(I) WHO should adopt the Plan of Action developed for 1995-1999 subject to the agreement 
of the Regional Committee for the Western Pacific. 

(2) WHO should maintain a strong emphasiS on tobacco or health with support for 
implementation of comprehensive national policies and programmes. Member States should be 
encouraged to adopt comprehensive health orientated tobacco control policies. 
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(3) WHO should ensure that all countries collect prevalence information on a regular basis 
and that costs associated with tobacco use are obtained at least once during the Plan of Action 
period. Information for inclusion in the Tobacco or Health database should be provided 
annually for monitoring the implementation of the Plan of Action. 

(4) WHO should support continuing liaison and cooperation with other government agencies 
and nongovernmental organizations who can help the TOH programme achieve its objectives. 

(5) WHO should aim for a "Tobacco Advertising-Free Western Pacific Region by the year 
2000" under the leadership of the Regional Director. It is further recommended that the 
Regional Director request all media, cultural, sporting and other community organizations to 
support public health by refusing all tobacco advertising and sponsorship. 

(6) WHO should support the creation of smoke-free environments in all workplaces, public 
areas and transport. 

(7) WHO should improve the flow of information within WPRO to enable countries to be 
adequately informed on regional and national issues on tobacco control. 

(8) WHO should consider the appointment of a full-time coordinator in WPRO for Tobacco 
or Health. 

(9) WHO should evaluate progress within the Region at a follow-up Regional Meeting in 
1999, with the possibility of an interim meeting at the time of a forthcoming international 
conference on tobacco control. . 
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1. INTRODUCTION 

The initiative for the Tobacco or Health Programme of the World Health Organization 
came from recognition of the growing impact of tobacco on the health of individuals and 
populations. As a result, the First Western Pacific Regional Working Group on Tobacco or 
Health was convened in Tokyo, Japan in November 1987. This Working Group was attended 
by 17 members from 15 Member States within the Region. and immediately preceded the 6th 
World Conference on Smoking and Health. Some eight recommendations came from this 
meeting. 

As a follow-up to the recommendations of the First Western Pacific Regional Working 
Group on Tobacco or Health, a Second Western Pacific Regional Working Group Meeting was 
held in Perth immediately prior to the 7th World Conference on Tobacco or Health in Perth, 
Australia, 29-31 March 1990. A Plan of Action was formulated and the key activities for the 
Plan were as follows: 

(1) to develop and implement comprehensive national policies and programmes on 
tobacco control; 

(2) to collect data where this is not yet done, especially on prevalence and cost of 
tobacco use; 

(3) to further develop health education and information systems; 

(4) to draft appropriate legislation at both national and subnational levels; and 

(5) to develop price policies. 

Additional recommendations to the Regional Director included: 

(I) the establishment of a Regional information centre; and 

(2) the evaluation of progress within the Region at a follow-up Regional Meeting in 
1994. 

The Action Plan on Tobacco or Health was endorsed by the Regional Committee during 
the forty-first session in September 1990 and a report on the ongoing implementation requested 
for 1992. The forty-third Regional Committee reviewed the progress made, urged the Member 
States to make efforts in implementing the Action Plan and requested the Regional Director to 
report again to the Regional Committee in 1994. 

Accordingly, a meeting of the Regional Working Group on Tobacco or Health was 
convened from 5 to 8 April, 1994, at the Western Pacific Regional Office in Manila. 

The objectives of this meeting were: 

(I) to assess the implementation of the Regional Action Plan on Tobacco or Health 
for 1990-1994; 

(2) to review the development and effectiveness of control measures; and 

(3) to formulate a new Regional Action Plan on Tobacco or Health (TOH) for the 
next five years (1995-1999). 
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The materials prepared for the Working Group summarized an extensive file of 
information on previous action, current Member States status on tobacco control and 
background information and documents prepared by consultants and the Secretariat. 

2. OPENING OF THE MEETING 

The Working Group was attended by 15 individuals from 12 countries with expertise in 
the prevention of tobacco use, and two consultants. The members, consultants and members 
of the secretariat are listed in Annex 2. The agenda of the meeting is attached as Annex 3. 

The meeting was opened by Dr S.T. Han, Regional Director for the Western Pacific 
Regional Office. In his opening address Dr Han commented on the considerable change in 
attitudes and actions of governments and individuals regarding smoking since the earlier 
Regional Working Groups in Tokyo (1987) and Perth (1990). 

Dr Han indicated that the damage associated with tobacco use was now accepted and that 
the period of the first Actiun Plan had seen the start of processes to implement strategies 
designed to reduce the use of tobacco. 

A questionnaire sent out in early 1994 had assessed the progress of Member States in 
implementing the 1990-1994 Plan. Some countries or areas, such as Australia, New Zealand, 
Hong Kong and Singapore, had taken significant action prior to the 1990-1994 Action Plan 
and had already seen a reduction in the prevalence of smokmg. These Member States had not 
only continued and strengthened their activities but also implemented further significant 
measures during the four-year period of the Plan. New Zealand, for example, had 
implemented the Smoke-Free Environments Act in 1990 and Singapore could be proud of 
increases in tobacco legislation. 

Other countries which had not experienced a reduction in smoking had introduced new 
measures. Examples of these were the major legislation in China, as well as a survey on the 
economic costs of tobacco; the celebration of World No Tobacco Day for the first time in the 
Lao People's Democratic Republic in 1993; and the establishment of a National Anti-Smoking 
Society in Fiji. 

On the regional level, two major TOH meetings were organist by the Asia Pacific 
Association for the Control of Tobacco (APACT) and supported by WHO, one in Seoul, in the 
Republic of Korea in 1991 and the other in Omiya, Japan, in 1993. These had raised awareness 
about the need for comprehensive action. 

Smoking prevalence rates had been reduced in some countries, for example in Singapore 
from 23% in 1973 to 15.7% in 1991, in Japan from 49% in 1959 to 36% in 1992, and in 
Hong Kong from 23.3% in 1982 to 15.7% in 1990. 

In addition, Australia and New Zealand had shown consistent downward trends to the 
present prevalence, where Australia in 1992 had 27% and New Zealand in 1993 had 25% of 
the population as smokers. 

However, indications of a rise in smoking among young people in several countries, and 
the start of a rise in smoking among young women, were developments of great concern. 

The tobacco industry's current forecast predicted the cigarette market in this region to 
grow by 33% between 1991 and the year 2000. Tobacco-related diseases, disability and death 
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would increase if this prediction proves accurate. The current toll of 3 mill ion deaths 
worldwide each year from tobacco (mostly in developed countries) was estimated to rise to 10 
million by the year 2025, and seven of these 10 million deaths would be in developing 
coun.ries, with two million in China alone. 

The projected increase in tobacco consumption in the Western Pacific Region would be 
due to increased population; more women smoking; greater affluence making cigarettes more 
affordable, especially to young people; continuing lack of awareness by millions of people of 
the harm from smoking; promotion by the international tobacco companies; and lack of 
appropriate funding support for tobacco control measures. 

The measures needed to combat the tobacco epidemic were now well established - a 
combination of health information and education, legislation, and price policy. 

After the opening speech, office holders were then elected as indicated in Annex 2. 
Dr Rosmarie Erben, Regional Adviser in Health Promotion outlined the background to the 
Working Group and offered some helpful guidance to the members. 

3. PRESENTATION AND DISCUSSIONS 

3.1 Global overview on tobacco or health 

Mr Neil Collishaw outlined the global problem of tobacco. Between 1986 and 1991 
tobacco consumption decreased in all but two regions. The onlr increases in per capita 
consumption were in Eastern Eur"pe (2.0 %) and Asia (13.5 %) . 

Globally, increases in smoking among men have preceded increases in smoking in 
women. Some countries in the Region, such as Australia, had seen the equalizing of smoking 
rates, and the equalizing of mortality rates that follow. 

Manufactured cigarette consumption per adult had changed fundamentally over the last 
few decades. In 1970, the five leading countries were Cuba, the United States of America, 
Switzerland, Canada, and the United Kingdom. In 1992, the five leading countries had 
changed to Greece, Japan, Poland, Hungary, and the Republic of Korea. 

World cigarette consumption during the period 1963-1992, had been virtually steady at 
1500 cigarettes per person per year. 

During the 1970s and 1980s, tobacco control efforts were often characterized by 
piecemeal efforts, with only piecemeal effects. When advertising was banned, tobacco 
advertising had simply been transferred to other areas of tobacco promotion. 

A toblcco industry spokesman had said, "We are going to double our exports of tobacco 
to Southeast Asia - a gold mine - and push leaf exports up to 400 000 pounds. It's a great 

Ipan-Asian Overview - Oriented for Future Growth, Feb 1, 1994, Tobacco 
International, p 17. 
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area. There ar~ no non-smoking groups, and nobody from government is telling the Asians 
not to smoke." 

Another issue of significant concern globally and especially within the Region was that 
of tobacco smuggling. 

There were currently 8000 people per day dying from tobacco use. In consideration of 
this global toll, the role of TOH at Headquarters was to be best seen as strategic. WHO 
Geneva was concentrating on three main areas: 

(I) promotion, public education and information including celebrating World No 
Tobacco Day; 

(2) data collection and distribution through the data centre; and 

(3) seeking to strengthen international and national tobacco control programmes. 
(One example was the development of World Bank Policy on Tobacco as a key issue, 
and this was shown by inclusion of this policy in the 1993 World Development Report. 
Another example was the liaison with the International Civil Aviation Organization 
concerning plans towards smoke-free flights by 1996). 

3.2 Overview of tobacco or health in the Western Pacific Region 

Dr Harley Stanton outlined the various sources of information which were now available 
for the use of WPRO: 

(1) A central database of information had been established in WHO Headquarters that 
emphasized information on country consumption and prevalence, Member States' morbidity 
and mortality, and on tobacco control measures, organizations and institutions; 

(2) A database with information collected from Member States through a questiorlOaire and 
with data from other resources was established 'in 1993 for the WPRO. This WPRO database 
was prepared by Dr Stanton; 

(3) A file of historical material on Member States' tobacco control and other prevalence 
data, as well as tobacco industry information and strategies had been prepared by 
Dr Judith Mackay. 

These three sources of information were made available to participants in the Regional 
Working Group. 

Some of the details from these three sources of information for the Region were as 
follows: 

- prevalence of smoking was over 40% in at least 12 countries; 

- comprehensive tobacco control legislation existed in only II countries; 

- more detailed prevalence information was needed from at least 16 countries; 

2Ted Raytrowski, Chairman, Ontario Flue-Cured Tobacco Growers, 1980, 
Source: Neil Collishaw. 
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_ 25 Member States indicated participation in the World No Tobacco Day, six did not 
participate, and information was not available from three; 

- few Member States required health warning labels on cigarette packets; 

_ five Member States required two or more health warning labels to be printed on the 
packet; 

- only six Member States in the region required monitoring of tar/nicotine levels; 

- many Member States relied on nongovernmental or agency support for the 
implementation of tobacco control or health education; 

- there appeared to be considerable underestimation of the costs of tobacco in economic 
terms as well as morbidity and mortality; 

- more older women in the Republic of Korea smoked than younger women; 

- trends in China showed disturbingly high rates of smoking among doctors and 
medical students; 

- the islands of the Pacific appeared to have high rates of smoking with low levels of 
reporting and almost no tobacco control measures; and 

- many of the Member States needed more information on effective tobacco control 
measures and their obligations to implement such measures under the WHO charter. 

3.3 Review of progress of tile 1990-1994 action plan 

Dr Judith Mackay, a consultant to the TOH programme, presented a summary of action 
taken between" 1990-1994 in the Western Pacific Region in implementing the Tobacco or 
Health Action Plan for 1990-1999". Twenty replies had been received to a questionnaire sent 
out to Member States and the Working Group Members collecting information on the 
implementation. A summary of this information is provided in Annex 4. The information in 
the table represented the "best available data" supplied by governments or Members of the 
Working Group. 

3.4 Country reports on implementation of the 1990-1994 action plan 

Members of the Working Group from the Member States presented brief reports on 
tobacco control status in their countries. The reports which were provided in document form 
are included in Annex 5. 

3.5 Background and introduction to the 1995-1999 Action Plan 

A draft Action Plan for 1995-1999 was presented by Dr Mackay. There was general 
discussion on the process of reviewing the Plan and some additional or new items suggested by 
members were added including: 

- legislation towards a "Tobacco Advertising-Free Asia by the Year 2000"; 

- involvement of religious, women's, consumers' and other community groups in 
health and advocacy issues of the Plan; 
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- ~ recommend~tion tha~ information on tobacco, both health issues and advocacy, be 
Incorporated mto medical and educational curricula in all schools and colleges and 
other training curricula; 

- encouragement for the involvement of medical colleges and societies in tobacco 
control and data collection; 

- a recommendation that WHO should give tobacco a prominent place in National 
Policies on Health Promotion; 

- information from the database be shared with Member States to enable different 
positions on tobacco control to be assessed individually; 

- a recommendation to the Regional Office that TOH should receive increased focus; 

- a recommendation that the Regional Director should continue a programme of 
advocacy on tobacco control measures within the Region; 

- fund raising as one of the most pressing issues for most countries; and 

- consideration being given to utilizing tobacco tax for anti-smoking activities. 

Dr Mackay cautioned that tobacco companies sometimes try to delay action in countries 
by suggesting that information on mortality and morbidity be collected before tobacco control 
action is taken. 

Mr Collishaw expressed support for the use of simple surveys in countries with fewer 
resources, such as using school children to ask their parents a few simple questions. But he 
cautioned that the study must be properly designed and evaluated, indicating, for example. that 
the proportion of children in school should be reported. 

Sir David Hay stated that reporting of smoking can underestimate by 25 % the true 
smoking rates as indicated by consumption data. Dr Simon Chapman mentioned that in 
Australia the numbers of cigarettes in packs had gone up, even to packets of 50. Small packs 
of less than 20 had been banned. Concurrently, the weight of cigarettes in Austral ia had gone 
down. He suggested using data standardized to grams of tobacco rather than relying on 
prevalence rates. In Singapore there was the opposite problem, with the tobacco industry 
selling cigarettes in packets of five and seven, which are more affordable to the young. 

After the presentation of the Plan, Dr Priscilla Tablan noted that a survey on economic 
data had been carried out in the Philippines before 1990. Dr Daniel Tan indicated the need for 
a definite programme of data collection. Mr Collishaw suggested standardization of 
questionnaires. Dr Chapman urged caution on the use of economic data. There could even be 
an argument for perceived economic advantage in people dying from smoking-related diseases 
by the age of 65 years. 

3.6 Collection of data 

Dr Takeshi Hirayama presented a report on the collection of data for smoking control 
activities. The summary points of this presentation were that collection of data on the 
following subjects was particularly important: 
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(1) Data on tobacco prevalence 

Information on prevalence of tobacco use was often quite limited in most developing 
countries. The following information was particularly needed: 

(a) history of tobacco use in the country, when, where and how tobacco became 
prevalent within the country, and the history and status of national policy on tobacco; 

(b) current rates of smoking by sex, age, ethnic group, education level and social 
strata; 

(c) amount of smoking; 

(d) age at start of smoking; 

(e) frequency of ex-smokers and years after smoking cessation; and 

(f) the extent of exposure to environmental tobacco smoke in workplaces, pubiic 
places and the family. 

(2) Surveying the nature and extent of health hazards due to tobacco use 

(a) mortality: current and future deaths due to smoking. Much of this would be 
available from the vital statistics of a country; 

(b) morbidity: if a cancer registry exists it would be easy to collect and analyse this 
information; 

(c) other health hazards: this covers such issues as effects on growth in children, 
hazards in pregnancy related to smoking by mothers, impact on osteoporosis and other 
diseases. 

(3) Data derived from attitudinal surveys 

This involved information on the knowledge, attitude, behaviour and practice (KABP) 
concerning smoking, the cessation of smoking, the prevention of uptake of smoking and the 
exposure or prevention of exposure to passive smoke. 

(4) Data on the economic impact of tobacco use 

This involved collecting data on the costs of smoking for individuals, commercial 
organizat.ions, the community and for the country as a whole. 

(5) Collection of data on tobacco control action 

This involved the history of the current national status on tobacco control, whether there 
were any non-smoking or anti-smoking activities, and lists of anti-smoking organizations or 
people. 

(6) Collection of data on planning and marketing by tobacco industries 

This covered information regarding the strategies and tactics of tobacco companies. 
Details and information were often available through industry and marketing journals. 
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(7) Collection of data on domestic research 

It w.ould be helpful to review the existing information and research on the background of 
the countrIes and people upon whom the research information is being collected. 

WHO had recommended the establishment of a national committee for tobacco control in 
each Member State. The first task was to collect data in the above categories. The success of 
national and Regional tobacco control programmes was likely to be largely dependant on 
obtaining, evaluating and reviewing such information. 

3.7 Development and implementation of comprehensive national policies on tobacco control 

Ms Siva Arulanandam presented information on the tobacco control situation in 
Singapore. It was indicated that Singapore's success was due to the following: 

- personal leadership by the Prime Minister; 

- starting tobacco control early; 

- the regular collection of data going back to the 1940's; 

- precedents in family planning; 

- the government following WHO recommendations; and 

- a tax policy stated to be for health reasons. 

It was indicated that there is a trend of increasing use among the young which is a cause 
for concern. One influence was the widespread advertising available via television from 
neighbouring countries. Recent increases may be linked to issues of rebellion and rites of 
passage from childhood to adulthood. 

3.8 Obstacles to the implementation of the action plan 

Dr Daniel Tan identified the tobacco companies as being the greatest obstacle to tobacco 
control. The presentation included examples illustrating the marketing and promotional 
activities of the tobacco companies in the Philippines. 

Other obstacles to action apart from the activities of the tobacco companies included: 

- government inertia; 

- the medical profession's involvement often only in the area of cessation; and 

- inexperience in creativity by health workers. (One example of recent creativity, 
however, is the use of Yosi Kadiri - a high profile media animation - which had 
proved extremely successful in the Philippines). 

Obstacles within the ranks of tobacco advocates included: 

(I) complacency; 

(2) despair; 

(3) relying on a few to do it; 
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(4) lack of funding; 

(5) inadequate research; 

(6) changing leadership and policies; 

(7) underestimating the tobacco industry; and 

(8) underestimating own potential and strength. 

The challenges faced by tobacco control advocates were: 

(I) coordination; 

(2) cooperation, unity, and strategies; 

(3) exploring and developing potential; 

(4) efficiency, flexibility, and effectiveness; and 

(5) sustaining unequivocal commitments. 

Dr Suk-Woo Yun indicateU that the same principles and examples were found in most 
countries. 

3.9 Existin~ sources of information 

Dr Stanton referred members to a collation of different sources of existing information 
which is attached as Annex 6. 

Information from the Region might be sent to Michelle Scollo, at the Victorian Smoking 
and Health project for an Asia Pacific News Bulletin on Tobacco which is edited and 
distributed both in hard copy and by Globalink on a monthly basis. 

3.10 Role of the Regional Office 

The Operational Officer for the TOH programme in the Region, Dr Erben, indicated the 
activities planned within the budget available. The Tobacco or Health programme had been 
linked to the Health Fromotion Programme at the Regional Office, which was also addressing 
smoking in its lifestyle programmes. 

It was felt by members that there was also a need to integrate TOH with other 
programmes. Dr Erben explained that the WHO Eighth General Programme of Work 
(1989-1994) had a distinct tobacco or health programme, which would be integrated under the 
substance abuse programme with alcohol and drugs in the Ninth General Programme of Work 
(1995-2001). Comprehensive policies and programmes should therefore be envisaged. 

For the implementation of World No Tobacco Day, from 1994 onwards supplies of 
materials would include print masters so that extra copies could be printed locally, if desired. 
Evaluation of World No Tobacco Day was also being undertaken. Countries were requested to 
submit details of their activities on World No Tobacco Day to the Regional Office, which 
would summarize the details and send these to Headquarters. 

Members requested that guidelines for funding TOH proposals should be circulated to 
members of the Working Group and to Member States. 
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. It ~as noted that ~e global Health for All 2000 goals currently contained no TOH goals. 
It IS possible t.o add regIOnal clauses through the Regional Committee. It was thought the best 
process for thiS would be a recommendation for a resolution to be presented at the next 
Regional Corr:mittee Meeting, along with targets and goals. 

3.11 Support to the implementation of the action plan through global collaboration 

Mr Collishaw outlined the role of the TOH programme at Headquarters. The major 
focus was on advocacy, public information and education. In addition, Tobacco Alert was 
published quarterly and audiovisual and print materials were prepared especially for World No 
Tobacco Day. 

Headquarters had also now established a system for the collection of global data on 
tobacco. 

A further focus for the TOH programme at Headquarters and the Regions was to 
cooperate with other agencies such as the International Civil Aviation Organization, the 
International Trademark Organization, other UN agencies and major nongovernmental 
organizations such as the International Union Against Cancer (UICC) and the International 
Union Against Tuberculosis and Lung Disease (IU ATLD). to strengthen national and 
international tobacco control. It was suggested that cooperation and support between the 
agencies be ensured because international tobacco companie~ were powerful and well 
organized. 

WHO Headquarters would also provide direct assistance and guidelines to Member 
States on how to implement national tobacco control programmes. Mr Collishaw suggested 
that a group of representatives from WHO, UlCC and IU ATLD should go jointly on COllntry 
missions. 

In comments on this presentation some members contrasted the lack of staffing in the 
TOH programme compared to AIDS efforts in Headquarters and at the WPRO. 
Dr Zarihah bte Dato Mohd Zain discussed the collaboration of Islamic countries like Malaysia 
and Brunei with other Muslim countries. 

3.12 Group work: health education and information 

Discussion on the draft Action Plan took place in group meetings and in the composite 
of the Working Group. The discussion covered three areas of the Plan of Action: (I) Health 
education and information, (2) Legislation, and (3) Price Policy. Key elements of these 
discussions are included under topical headings. 

In addition, groups were asked to consider ways to prepare and present the Action Plan 
to improve its effectiveness. This generated considerable discussion with the following 
suggestions: 

To increase the effectiveness of the Plan of Action: 

(1) documents should be translated into as many languages as possible because of 
problems with diversity of language; 

(2) the Action Plan should be distributed widely; not only to top officials in 
ministries of health, but also to nongovernmental organizations and key tobacco control 
persons within the Region; 
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(3) a summary of Action Plan recommendations should be included showing Member 
States' currently positions on particular recommendations - i.e. an "at a glance" 
summary of information; 

(4) each recommendation should be in bold. with a rationale for the recommendation 
following the concise summary; 

(5) recommendations should be listed in order of priority. with special emphasis on 
the importance of advertising bans; 

(6) a listing of "minimal and urgent" priorities for action should also be included; 
and 

(7) where possible. recommendations should be targeted to specific action groups 
such as governments. nongovernmental organizations. schools. religious and community 
groups, journalists, and the general community. 

3.13 Health education and information 

Members felt that emphasis should be placed on the benefits of non-smoking rather than 
just the negative impact of smoking. Information on the impact of tobacco should be included 
in medical and health school curricula. 

3.14 Legislation 

Members discussed the feasibility of the call for "a Tobacco Advertising-Free Western 
Pacific". Some ways to counteract circumvention of the spirit of such a plan were also 
discussed. One example of circumvention was that in China. bill boards and sponsored 
programmes were used widely. 

It was suggested that "model legislation" be available as an initial working document to 
assi~t countries initiating a process of legislation. A suggested model of a tobacco products' 
law is provided as Annex 7. Dr Bounthapany Bounxouei thought this to be a very useful 
suggestion. [t was recommended for inclusion in the Action Plan. 

Sir David Hay suggested that broadly-based coalitions were often necessary to influence 
politicians. 

Dr Hirayama had outlined the situation in Japan in an article, "Japanese Tobacco 
Business Law - Money is more valuable than life". The declared purpose of this law was "to 
promote the sound development ot the Japanese tobacco industry, thereby securing stable 
national revenues and contributing to the sound development of the national economy through 
the exercise of necessary control over the manufacture and purchase of domestic tobacco leaves 
as the raw material for tobacco products and also the manufacture and sale of finished tobacco 
products. " 

He explained that the Japanese law expressed the government's candid desire to earn the 
maximum revenue possible from taxation on tobacco use. and other related sources. The 
group was critical that a law should exist in Japan that promotes smoking. in contradiction to 
the WHO agreements to which Japan is a signatory. The group expressed concern that such a 
law had the effect of making all activities aiming at the reduction of tobacco use apparently 
contrary to the Government's policies. 

It was indicated that the WHO Quarterly Digest of Health Legislation documents should 
include health legislation on a global basis and should be used in the consideration of new 
legislation. Each issue had a chapter 10 which referred to tobacco laws. 
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Members of the Working Group expressed great concern about the involvement of the 
tobacco industry in regulations on tobacco control matters. 

3.15 Price policy 

S?me outline of the effect of price policy on consumption especially among lower socio
economic groups was presented. Members suggested that an Annex to the Action Plan be 
added outlining the impact of tax on pricing and with an economic questionnaire. It was felt 
by the Working Group that a video should be produced outlining questions and answers 0(1 

price policies and forwarded to Member States. This would be a valuable tool to encourage 
sound health-based economic decisions and to further encourage allocation of tobacco tax 
earmarked for health and other purposes as implemented in a number of countries or states 
within the region and in other parts of the world. 

3.16 Closing remarks of Dr S.T. Han. Regional Director. WPRO 

In the closing remarks Dr Han indicated that both transnational and indigenous tobacco 
production remain a major problem in the Western Pacific Region. Dr Han identified the 
Western Pacific Region as the prime area for predicted expansion of the tobacco industry. with 
sales increases of 33 % predicted between 1991 and the year 2000. 

One key challenge was to prevent a rise in smoking among women in the region and alsa 
to work towards a reduction in smoking among young people of both sexes. While progress 
had been achieved, Dr Han indicated that much more remained to be accomplished. 

Members were thanked for their participation and contributions and particularly for 
contributing their ideas to the Action Plan for 1995-1999. It was further stated that the Action 
Plan would be an important part of the overall policy on health promotion which emphasized 
the development of people's health potential. 

Dr Han indicated that increasing affluence would bring with it new challenges for health. 
In the midst of these changes, it was important to emphasize development instead of simply 
growth; to improve the quality of life through the encouragement of healthy lifestyles. "It was 
necessary to create suitable environments to support health. and this would include working 
towards a tobacco-free environment. It would also integrate health. economic, social and 
environmental factors in policy development, planning and implementation. which would have 
to be the primary focus of health development." 

Dr Han closed by pointing out that the challenge of avoiding the lengthy cycle of 
tobacco-related disease as experienced by many affluent countries must be accepted. 
Established experiences should be drawn on to short-circuit this process, ensuring the 
introduction of effective tobacco control measures in as short a period as possible. 

4. CONCLUSIONS 

In reviewing progress made on the 1990-1994 Regional Action Plan on Tobacco or 
Health, the working group concluded that, while there had been considerable progress in some 
areas, action was lagging behind in other areas. It was also noted that some Member States 
had been more successful than others in implementing the recommendations of the 1990-1994 
Action Plan. 
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The working group concluded that the key to tobacco control was to adopt 
comprehensive health-orientated tobacco control policies such as those recommended by WHO 
in the form of 13 resolutions adopted by the World Health Assembly. 

The working group identified common elements of th~se Wor.ld Health ~ssembly 
resolutions, together with those of other major national and mternatlonal 'public health 
agencies. These elements were summarized in a list of recommended actlons: 

(I) establishment of a national focal point to stimulate, support and coordinate tobacco 
control activities; 

(2) establishment of systems to monitor progress in the implementation of such policies; 

(3) a ban on all forms of tobacco advertising and promotion; 

(4) health care workers and institutions to set a good example by not smoking themselves, 
by making their institutions smoke-free and through their own training, and counselling and 
advocacy activities, emphasize the benefits of a smoke-free life; 

(5) effective protection from involuntary exposure to tobacco smoke in public transport, 
public places and workplaces; 

(6). a portion of tobacco taxes used to finance tobacco control measures; 

(7) tobacco taxes that increase faster than the growth in prices and incomes; 

(8) a legal requirement for strong, varied warnings on packageS of cigarettes; 

(9) effective and widely available programmes of smoking cessation; 

(10) effective programmes of promotion and education aimed at smoking prevention and 
smoking cessation; 

(II) strategies to provide economic alternatives to displaced tobacco agricultural workers; 

(12) prohibition of the sale of tobacco products to young people; 

(13) limitations on the number of points of sale of tobacco products; 

(14) limitations on the levels of tar and nicotine permitted in manufactured cigarettes; and 

(15) mandatory reporting of the levels of toxic constituents in the smoke of manufactured 
tobacco products. 

The working group observed that Member States would move at different rates towards 
the implementation of these elements of a comprehensive tobacco control policy and that Item 
(II) may have no application in some countries. 

The working group noted with satisfaction that considerable progress had been made in 
the Region towards the preparation of a Regional tobacco or health data base. It was 
concluded that work should be continued to ensure that the Tobacco or Health data base is 
continuously updated, and that information is continuously fedback to Member States to assist 
them in the development and monitoring of their comprehensive tobacco control policies. 

The working group felt that the Regional Director may wish to devote special attention 
to item 3, a ban on all forms of tobacco advertising and promotion. Tobacco advertising was 
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still allowed in all media, including radio and television in most Western Pacific Member 
S~ates. In North Am~rica, West~r? Europe, Australia and New Zealand. tobacco advertising 
dl~appeared fro~ radiO and tel~vlslon long ago. It was therefore concluded that the Regional 
Dlr~tor m~y wish to call specIfically for the creation of a "Tobacco advertising-free Western 
Pa~l~c ~eglOn by the year 2000". and urge Member States to implement such advertising-free 
poliCies In the context of the adoption of comprehensive national tobacco control policies. 

. ~t was also concluded that it was not sufficient for Member States to simply be given 
lists, hke the one above, of what needed to be done. but that more explicit assistance would be 
needed in how to successfully implement comprehensive tobacco control policies. 

The working group concluded that the Action Plan on Tobacco or Health 1995-1999, 
prepared during the course of their meeting (Annex I) and the Suggested Model of A Tobacco 
Products Control Law (see Annex 7) would go a considerable way towards this more difficult 
objective of providing assistance in how to implement comprehensive tobacco control poliCies. 

5. RECOMMENDATIONS 

This document outlines the Regional Action Plan on Tobacco or Health for the Western 
Pacific Region for 1995-1999. The Recommendations to the Regional Director are that. 
working in collaboration with national governments and. where appropriate. nongovernmental 
organizations: 

(1) WHO should adopt the Plan of Acticn developed for 1995-1999 subject to the agreement 
of the Regional Committee for the Western Pacific; 

(2) WHO should maintain a strong emphasis on tobacco or health with support for 
implementation of comprehensive national policies and programmes. Member States should be 
encouraged to adopt comprehensive health-orientated tobacco contrel policies and appropriate 
legislation; 

(3) WHO should ensure that all countries collect prevalence information on a regular basis 
and that costs associated with tobacco use be obtained at least once during the Plan of Action 
period. Information for inclusion in the Tobacco or Health database of the Western Pacific 
Regional Office should be provided annually for monitoring the implementation of the Plan of 
Action; 

(4) WHO should support continuing liaison and cooperation with other government and 
nongovernmental agencies who can help the Tobacco or Health programme achieve its 
objectives; 

(5) WHO should aim for a "Tobacco Advertising-Free Western Pacific Region by the year 
2000" under the leadership of the Regional Director. It is further recommended that the 
Regional Director request all media, cultural. sporting and other community organizations to 
support public health by refusing all tobacco advertising and sponsorship; 

(6) WHO should support the creation of smoke-free environments in all workplaces. public 
areas and transport; 

(7) WHO should improve the flow of information within WPRO to enable countries to be 
adequately informed on regional and national issues on tobacco control; 
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(8) WHO should consider the appointment of a full-time coordinator in WPRO for Tobacco 
or Health; 

(9) WHO should evaluate progress within the Regian at a follow-up Regional Meeting in 
1999, with the possibility of an interim meeting at the time of a forthcoming international 
meeting on tobacco control. 
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Summary 

Background 

The tobacco problem in this Region will get much worse before it 
gets better. The tobacco industry has predicted sales increases in Asia 
of 33t between 1991 and the year 2000. Tobacco consumption in the 
Region increased by 1St between 1988 and 1992. 

Action Plan on Tobacco or Health for 1990-1994 

Countries and areas which had taken significant action prior to the 
commencement of the 1990-1994 Action Plan have strengthened their 
activities and implemented further important measures. Many countries 
and areas which had not taken significant action prior to 1990 have now 
implemented national action. The majority of countries and areas have 
now established a national focal point on tobacco or health, and also 
celebrate World No-Tobacco Day. 

Action Plan on Tobacco or Health for 1995-1999 

The Action Plan on Tobacco or Health for 1995-1999 calls for all 
governments to implement comprehensive tobacco control measures by 1999. 
These include a national policy and a central coordinating agency on 
tobacco or health, health education, comprehensive tobacco control 
legislation, and pricing policy. Highlights include: 

a call for a "Tobacco-advertising-free Region by the Year 2000" as 
part of comprehensive legislation on tobacco or health; 

the recommendation that a percentage of tobacco tax should be used 
to fund sports, arts and health promotion, so that sports and arts 
organizations do not suffer from the ban on tobacco sponsorship; 

introduction of health information and advocacy on tobacco or 
health into medical curricula; 

compliance with the International Civil Aviation Organization 
resolution that all airlines become smoke-free by 1996; 

involvement of religious and other community groups in tobacco-or
health activities; 

the goal, for countries and areas with a long history of tobacco
or-health action, to decrease their tobacco consumption by at least 
1\"-2\" per year; 

the goal, for countries and areas that had not previously taken 
significant action on tobacco or health, to implement national 
action (with a view to reducing consumption during the next 2000-
2004 Action Plan on Tobacco or Health); and 
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the goal, for all countries and areas, to prevent a rise in smoking 
among women. 

1. Introduction 

In May 1986, the Thirty-ninth World Health Assembly adopted a 
resolution1 on tobacco or health, affirming the harmfulness of active 
and passive smoking, calling for a global public health approach to the 
problem, deploring all promotion of tobacco, urging Member States to 
implement smoking control strategies, appealing to other organizations 
within the United Nations system to take action against tobacco use and 
cultivation, and requesting the Director-General to increase WHO's role 
in tobacco-or-health activities. In all, thirteen resolutions on 
tobacco or health have been passed by the World Health Assembly. 

The first Western Pacific Regional Working Group on Tobacco or 
Health was convened in Tokyo, Japan, in November 1987. The second 
Regional Working Group met in Perth, Australia, in March 1990. The 
Group produced an Action Plan on Tobacco or Health, which was endorsed 
by the Regional Committee in September 1990.2 The Action Plan contained 
practical and realistic objectives and goals to be achieved within 
specific time periods. 

The third Regional Working Group was convened in Manila, 
Philippines, in April 1994, to assess progress on the 1990-1994 Action 
Plan, and to devise a further Action Plan on Tobacco or Health for 1995-
1999. 

Background 

The Western Pacific is the only WHO region where per capita tobacco 
consumption is increasing. A rising toll of death and disability from 
tobacco use can be expected over the next few decades. It is currently 
estimated that approximately 3 million people die every year from 
tobacco use worldwide. It is predicted that these figures will rise to 
10 million by the year 2025 (1,2). It is predicted that 7 million out 
of these 10 million deaths will take place in developing countries, with 
at least 2 million in China alone. 

If present smoking rates in China continue, approximately 50 
million of all the children and young people under the age of 20 years 
alive today will die prematurely because of tobacco use (2). These are 
conservative estimates, worked out on the basis of actual smoking rates. 

There will be increases in tobacco consumption in the Western 
Pacific Region due to: 

increases in population (i.e., even if the prevalence remains 
the same, the absolute numbers of smokers will still increase); 
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increases in disposable income and greater affluence, making 
cigarettes more affordable, especially to young people; 

more girls and women taking up the habit; 

continuing lack of awareness by millions of the harmfulness of 
smoking; 

marketing and promotion of tobacco by the international 
tobacco companies; 

lack of appropriate funds and support for tobacco control 
measures; and 

difficulties in implementing tobacco control measures, 
especially in remote and rural populations. 

Active smoking 

Tobacco smoking is a major cause of preventable death from lung 
cancer, chronic bronchitis and chronic obstructive lung disease (4,5). 
Tobacco use is also causally related to other cancers, including mouth, 
tongue, larynx, pharynx, oesophagus, urinary bladder, pancreas and 
kidney, and is a notable risk factor for cancer of the cervix. 
Cigarette smoking is a major causal factor for cardiovascular disease, 
peripheral vascular disease and stroke. An increasing number of other 
diseases are recognized as being linked with tobacco use. 

Nicotine in tobacco is highly addictive. Tobacco is classified as 
a drug of addiction under the 10th International Classification of 
Diseases. The processes that determine tobacco addiction are similar to 
those that determine addiction to other drugs, including illegal drugs 
(5) • 

Passive smoking 

Passive smoking can contribute to a number of diseases in otherwise 
healthy people. 

Effects on the foetus 

Passive smoking during pregnancy occurs when the baby receives the 
effects of the smoking by-products through the bloodstream of a smoking 
mother. The harm caused by smoking in pregnancy has been well 
documented. There is an increased likelihood of miscarriage and 
stillbirth and death and illness during infancy. The impact is greater 
in countries where nutrition and health care are poor. At present, 2%-
10% of women in the Western Pacific Region smoke (6), but the challenge 
is to prevent any further increase among young women and to make them 
stop smoking when pregnant. 
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Effects on children 

Children are extremely susceptible to the effects of environmental 
tobacco smoke. The children of parents who smoke have increased 
frequency of respiratory infections, middle ear effusions, sudden infant 
death syndrome, aggravation of asthma, and decreased respiratory 
function. Long-term effects of environmental tobacco smoke include 
impairment of mental and physical development. 

Effects on adults 

Exposure to environmental tobacco smoke causes a significant 
proportion of lung cancer in adult non-smokers (5,7). Since the second 
Working Group on Tobacco or Health met in 1990, studies have confirmed 
the link between environmental tobacco smoke and cardiovascular disease, 
both globally (8-14) and within the Region (15). 

Smokeless tobacco 

The use of all forms of tobacco is addictive. Smokeless tobacco is 
associated with an increased risk of oral cancer, periodontal disease 
and other health problems. 

Economic effects 

Tobacco use has economic as well as health effects. Studies on the 
economic impact of tobacco have been undertaken by some countries and 
areas in the Region (16-18). 

While governments may derive short-term benefits from the tax 
income from tobacco, tobacco always generates costs to the economy in 
any country. These include: 

increased medical and health care; 

lost productivity; 

fires caused by careless smoking; 

importing and purchasing foreign cigarettes, equipment for 
tobacco factories, employment of expatriates; 

deforestation from the use of wood for tobacco curing; and 

misuse of land for growing tobacco instead of nutritious food 
(for example, in China 1.2\ of arable land is used to grow 
tobacco) . 

International tobacco companies 

While indigenous tobacco production and consumption remain a major 
problem in the Region, penetration by the western-based international 
tobacco companies into the Region is a problem of ever-increasing 
concern. In September 1986 the industry ran an article stating that the 
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prospects for the year 2000 were "promising" and contained headlines 
such as "Growth Potential", and "More Smokers" (18). Recent industry 
predictions indicate that the Asian market will grow by 33t between 1991 
and the year 2000. China and the Republic of Korea have been singled out 
by tobacco companies for particularly aggressive expansion (19). 

Foreign tobacco companies are increasing the scope and pace of 
their activities in the Region. These include: 

strongly opposing government measures against tobacco; 

lobbying and influencing pOliticians by campaign 
contributions; 

attempting to compromise the intent of tobacco-control 
legislation; 

influencing the media and advertising agencies; 

placing sophisticated and glamorous advertising (not usually 
undertaken by the national monopolies) which portrays tobacco use 
in ways long banned in the product's country of origin; 

targeting women, few of whom currently smoke in the Region; 

sponsoring sports, arts, pop events, discos and pro-industry 
medical research; 

instigating unilateral trade sanctions against countries 
unless they allow marketing and promotion of foreign tobacco 
products; 

marketing cigarettes with higher tar than the same cigarette 
in the country of origin; 

pressuring tobacco-control groups and advocates; 

establishing joint ventures; 

establishing tobacco institutes in many countries. 

The Working Group on Tobacco or Health noted that the market share 
of foreign cigarettes had increased dramatically in several countries 
(e.g., from 1t in 1982 to 18t in 1992 in Japan; from It in the Republic 
of Korea in 1988 to 6.St in 1994). The major reason given by countries 
and areas was widespread promotion by the international tobacco 
companies. 

Tobacco institutes 

The tobacco industry is globally coordinated. International 
"institutes" exist, e.g., the Tobacco Documentation Centre (ex-Infotab) 
based in the United Kingdom, to coordinate international data on 
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statistics and tobacco-control activities. Similar documents appear in 
many countries that have been prepared by such agencies. 

Tobacco institutes exist in Aus~ralia, Hong Kong, Malaysia, New 
Zealand, the Philippines and Singapore. Local institutes have also been 
established to support national monopolies, such as the Tobacco Research 
Institute in China, and a similar agency in the Republic of Korea. 

The role of legislation to control the use of tobacco 

Legislation is an important component in a comprehensive attack on 
the tobacco epidemic. It provides a basis and rationale for the other 
components, such as public information, tax and pricing policy, and 
research on the biological, behavioural, economic and social aspects of 
tobacco use.3 

Specifically, legislation should: 

ban all advertising and promotion of tobacco products, trademarks, 
brand names, logos; 

create and expand smoke-free 
environments in enclosed public places, including health premises, 
restaurants, cinemas, theatres, public transport and indoor places 
of work; and especially all areas frequented by young people; 

ban the importation, manufacture and sale of smokeless tobacco; 

prohibit sale of tobacco products to minors; 

prohibit cigarette-vending machines in public places; 

reduce the level of harmful substances in tobacco products; 

ensure that all tobacco products and packages (and any 
advertisements) are labelled with strong, factual and varied 
warnings: 

in large, visible lettering; 

covering at least 25\ of the front and back surface areas, or 
25\ of the total area of an advertisement; 

in black and white; 

in the principal languages; and 

in pictures, particularly in countries with low literacy rates. 



- 26 -

Annex 1 

2. Review of the action plan on tobacco or health for 1990-1994 

The Action Plan on Tobacco or Health for 1990-1994 involved the 
following activities by countries and areas: 

to develop and implement comprehensive national policies and 
programmes on tobacco control; 

to collect data where this had not yet been done, especially 
prevalence and cost of tobacco use; 

to develop health education and information systems further; 

to draft and implement appropriate legislation; and 

to develop pricing policies. 

A questionnaire was sent in January 1994 to governments and members 
of the Working Group to assess the progress of implementation of the 
1990-1994 Action Plan. Responses were received from 20 of the 35 
countries and areas in the Region. The following is a summary of the 
main results of the survey. 

Countries that had taken significant action before 1990 

Some countries and areas, such as Australia, Hong Kong, New Zealand 
and Singapore, had taken significant action prior to the commencement of 
the 1990-1994 Action Plan, and had already seen a reduction in the 
prevalence of smoking. These countries and areas not only continued and 
strengthened their activities but also implemented further significant 
measures during the period of the Action Plan. Information on reduction 
in prevalence of smoking was not available for most of these countries 
and areas. 

Countries that had not taken significant action before 1990 

Eight out of 13 respondent countries and areas which had not taken 
significant action prior to 1990 have now established national action. 
They are Fiji, the Lao People'S Democratic Republic, Northern Mariana 
Islands, the Philippines, Solomon Islands, Tonga, Vanuatu and Viet Nam. 

Highlights of activities included: 

Australia: New printed warnings (including "Smoking Kills") 
on the total area of the flip top of the box, plus 30t of the back 
of the pack; implementation of comprehensive legislation banning 
advertising and sponsorship; 

China: Implementation of major tobacco-control legislation, 
and a survey on the costs to the economy of tobacco; 
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Fiji: Establishment of the National Anti-Smoking Society of 
Fiji (NASSOF); 

Hong Kong: Annual legislation; 

Lao people's Democratic Republic: Celebration of World No
Tobacco Day for the first time in 1993, some advertising 
restrictions, and a regulatory ban on smoking in public places; 

Japan: The publication in 1993 by the Ministry of Health of 
the second edition of a major White Paper "Smoking and Health 
Report"; and a manual on tobacco or health for health 
professionals; 

Malaysia: Implementation of legislation; 

New Zealand: 1990 "Smoke-Free Environments" Act; sponsorship 
of over 550 cultural and sporting events between 1991 and 1993 by 
the Health Sponsorship Council, established in 1990; 

Philippines: Many community-based events, including the 
introduction of a mascot; 

Singapore: Continuing education and legislation measures, and 
the recognition of the need to monitor and continue these efforts; 

Viet Nam: Total ban on tobacco advertising. 

International action 

During the period of the Action Plan, two regional meetings on 
tobacco or health were organized with the support of WHO by the Asia 
Pacific Association for the Control of Tobacco (APACT), in Seoul, 
Republic of Korea (1991), and Omiya, Japan (1993). 

3. The main objectives, targets and recommended activities of the 
action plan on tobacco or health for 1995-1999 

Objectives 

The main objectives of the 1995-1999 Action Plan are: 

to develop, implement and strengthen comprehensive national 
policies and programmes on tobacco control; 

to collect data on tobacco use; 

to support health advocacy, education, and information; 

to support implementation of appropriate legislation; and 
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to achieve pricing policies in the Region that deter tobacco use. 

The main targets for the 1995-1999 Action Plan are: 

Countries and areas that have a longer history of tobacco-or
health action will show a decrease in tobacco consumption of at least 
1%-2% per year. 

Countries and areas with no previous significant action on 
tobacco or health will implement national action. Their aim will be to 
reduce consumption during the next Action Plan for 2000-2004. 

The reduction of tobacco use among women and the young will be 
particularly emphasized in all countries and areas. 

The objectives and targets will be achieved through a combination 
of proper planning and concerted, well-coordinated action by a wide 
spectrum of parties. The following paragraphs outline the rationale for 
each objective, the present status of activities in the Region, and 
recommendations on how to achieve each objective. 

Objective 1. To develop, implement and strengthen comprehensive 
national policies and programmes on tobacco control 

Rationale 

Leadership and commitment by the national government is essential. 
National action is required, including coordinated cooperation between 
many parties, such as all government departments, nongovernmental 
organizations and citizens' groups. 

Experience has clearly shown that the countries most successful in 
decreasing tobacco consumption have had government commitment supported 
by the health profession and the general public. Tobacco control 
measures should be seen as prudent public health policy designed to help 
both smokers and non-smokers, not as being extreme or punitive. 

Present status in the Region 

Nine countries and areas in the Region have established 
comprehensive national tobacco control policies. Four of these 
countries and areas adopted the policies during the period of the 1990-
1994 Action Plan on Tobacco or Health. As at July 1994, a total of 21 
countries and areas had established a focal point for communication with 
the Regional Office to ensure coordination. 

Recommended activities for priority target audiences 

Governments 

Tobacco control should become a prominent focus in health 
promotion policy development. The link between tobacco and the 
environment should be emphasized in activities such as the follow
up to Agenda 21. 
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A national coordinating agency on tobacco or health should be 
established. If this already exists, its activities should be 
strengthened. 

Each government should give a copy of its national policy on 
tobacco to the Regional Office. The focal point in the government 
for communication with the Regional Office should report activities 
and achievements on tobacco or health annually so that the regional 
database on tobacco or health is kept fully up to date. 

Nongovernmental organizations 

Community groups involving health, education, youth, women, 
religious groups and others should support the activities of the 
national policy on tobacco or health, if there is one. If not, 
such nongovernmental organizations should support the creation of a 
national policy. 

Health organizations 

Health organizations, such as national medical councils, that 
have not previously articulated a policy on smoking should do so 
within the period of this Action Plan. 

Objective 2. To collect data on tobacco use 

Rationale 

National prevalence and other data should be collected to provide 
the evidence and justification for action, as a basis for national 
policy and for regional coordination. 

Action on tobacco control should start immediately, without 
repeating costly research on the harmfulness of smoking, as adequate 
scientific data already exist. However, there is still a need for 
research data, for example on tobacco-related morbidity and mortality, 
on changing patterns of smoking among women, and the impact of pricing 
policies on smoking behaviour in youth. The data should be forwarded to 
WHO for inclusion into the tobacco-or-health database and the 
historical-record file established at the Regional Office. This 
information has to be updated annually. The collected data will also 
be made available to WHO headquarters for the global tobacco-or-health 
data bank. Feedback will be regularly provided to countries and areas. 

Present status in the Region 

National data have been collected in Australia, China, French 
Polynesia, Hong Kong, Japan, Macao, New Caledonia, New Zealand, the 
Philippines, the Republic of Korea, Samoa, Singapore, Tokelau, Tonga and 
Viet Nam. 

Limited national data have been collected in Cook Islands, Fiji, 
Malaysia and Papua New Guinea. 
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No national data have yet been collected in American Samoa, Brunei 
Darussalam, Cambodia, Guam, Kiribati, the Lao People's Democratic 
Republic, the Northern Mariana Islands, the Marshall Islands, the 
Federated States of Micronesia, Nau1~, Niue, Palau, Solomon Islands, 
Tuvalu, Vanuatu, and Wallis and Futuna. 

Recommended activities for priority target audiences 

Governments 

All countries and areas should conduct a prevalence or 
consumption survey. As a minimum, prevalence surveys should be 
completed every three years. Countries and areas should use 
standardized survey questionnaires, available from the WHO Regional 
Office for the Western Pacific. 

Estimates of tax and price increases and the effect of these 
on tobacco consumption should be undertaken during the period of 
the Action Plan. 

Public opinion surveys should be conducted to gauge response 
to suggested tobacco control measures. 

Data on economic determinants of tobacco consumption, import 
and export of tobacco, tobacco tax and its proportion of total tax 
and, where applicable, information on agricultural use of land to 
grow tobacco should be collected. 

Questions on tobacco or health should be included in larger 
surveys, such as lifestyle studies or labour force surveys. 

Data to monitor the implementation of the Action Plan should 
be provided every year through a questionnaire designed by WHO. 

Scientific communities 

Universities, research institutes, hospitals, WHO 
collaborating centres on tobacco use, substance abuse and health 
promotion and others should collect and provide data related to 
tobacco or health and forward them to WHO. 

Medical schools are requested to collect data on the use of 
tobacco among students and staff. This could form a basis for 
activities aimed at reducing smoking among these target groups, who 
are, or will become, important role models during their 
professional life. 

Nongovernmental organizations 

Media and public relations organizations, consumer groups, and 
employers' and employees' organizations should be supportive of 
data collection, to identify the most effective information 
strategies. 
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Objective 3. To support health advocacy, education and information 

Rationale 

Non-smoking is promoted throug~ healthy lifestyle campaigns and 
addressed in programmes to prevent substance abuse. 

Health education and information is an integral part of a 
comprehensive tobacco- control programme. This involves giving 
information to the decision-makers, leaders, the media, the medical 
profession and the popUlation at large. It also plays a role in 
enlisting support for legislative and other measures on tobacco control. 

Present status in the Region 

Twenty-nine countries and areas celebrated World No-Tobacco Day on 
31 May 1993. 

Additional health education programmes are presently carried out in 
23 countries and areas, and stop-smoking activities or courses are 
offered in six countries and areas. 

Countries and areas that have undertaken major health education 
activities in addition to World No-Tobacco Day include Australia, Brunei 
Darussalam, China, Cook Islands, Fiji, French Polynesia, Guam, Hong 
Kong, Japan, Kiribati, Macao, Malaysia, New Caledonia, New Zealand, 
Papua New Guinea, the Philippines, the Republic of Korea, Samoa, 
Singapore, Solomon Islands, Tokelau, Vanuatu and Viet Nam. 

Recommended activities for priority target audiences 

Governments 

Governments should provide resources for education programmes 
and ensure equal access to information and education of all groups 
in the society. 

Information on tobacco or health should be sent to the 
Regional Editor of Globalink for inclusion in the monthly Asia
Pacific News Bulletin4. 

Nongovernmental organizations 

Nongovernmental organizations can mobilize broad sectors of 
society. Through their initiatives they should complement and 
support the actions taken by different government sectors. They 
should ensure the participation of the public in programme design 
and implementation and build networks to offer services at the 
grass-roots level, for example, smoking cessation courses. 

A clearing house on tobacco or health should be established 
within this Region. 
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Mass media 

Mass media programmes should become a natural part of 
governments' efforts to communicate health-supportive information. 
They are particularly relevant in this Region because of the need 
to communicate very widely and cost-effectively to counter 
promotion of tobacco use through advertising. Journalists should 
make more extensive use of the existing information sources. 

The celebration of World No-Tobacco Day and its wide publicity 
can be used to promote health by giving a positive image of non
smoking. It can help produce a social environment that favours 
non-smoking and lifestyles without tobacco. 

Schools 

A "Train the trainers" section on tobacco-or-health issues 
should be incorporated into teacher training (for instance, health 
information, the effects of advertising upon children, the need for 
healthy lifestyles, dangers of peer pressure) . 

Information on tobacco or health should be part of school 
health education curricula. Programmes should be positive and can 
be fun. Children need to be aware that tobacco use is an addiction 
and not a freedom; to understand commercial pressures to smoke; 
that most adults do not smoke; and how to develop skills to deal 
with peer pressure. Sporting images and personalities can also be 
used to promote non-smoking. These approaches should complement 
the factual approach focusing on illness and death. 

Workplaces 

Workplace health promotion programmes should include 
information on tobacco or health and offer access to smoking 
cessation programmes. The intrOduction of smoke-free workplaces 
should be accompanied by relevant information, for example, on 
passive smoking. 

Decision-makers and leaders 

Decision-makers, for example, politicians, health personnel, 
other key professionals, religious, youth and other community 
leaders, should become advocates in the campaign against smoking. 

Health professionals 

Information on smoking should be incorporated into the medical 
and other health professionals' curricula. This would include not 
only information on the harmfulness of smoking, but also 
information on preventive measures such as legislation and pricing 
policies, and on countering the tactics of the tobacco companies. 
Doctors should be encouraged to become advocates of health and be 
positive role models. 
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A study on medical students in three countries in the Region 
cites a "gross underestimation of tobacco's causal role in a number 
of important diseases ... " Only 44\- of final year students (26\- of 
smokers) thought increased taxation an important preventive measure 
(20) . 

Objective 4. To support implementation of appropriate legislation 

Rationale 

Comprehensive and coordinated legislative and administrative 
measures are a critical part of an anti-tobacco programme. 

Present status in the Region 

Eleven countries and areas currently have legislation, which 
includes some element of the following three crucial areas: health 
warnings, smoke-free areas in public places, and a tobacco-advertising 
ban. These countries and areas are: Australia, China, Cook Islands, 
French polynesia, Hong Kong, Macao, Malaysia, New Zealand, Papua New 
Guinea, the Republic of Korea and Singapore. 

Actions are under way for legislation in Fiji, the Philippines and 
Samoa. 

Recommended activities for priority target audiences 

Governments 

All governments should implement health-orientated tobacco 
control policies and legislation. 

All government buildings should be smoke-free. 

All 
Aviation 
flights. 

governments should endorse the International Civil 
Organization resolution on no-smoking on international 

Smoking on all flights should be banned by 1996. 

Nongovernmental. organizations 

The introduction and expansion of tobacco-control legislation 
should be supported and encouraged by a wide range of 
nongovernmental organizations. Voluntary agreements with the 
tobacco industry should be avoided, as in practice they are less 
effective than legislation, and are frequently circumvented. 

International and national sporting organizations and arts and 
cultural organizations should reject tobacco sponsorship. 
Committees for the Olympic Games, Asian Games and other major 
sporting events should make their games smoke-free, including a 
complete ban on advertising and promotion of all tobacco products. 
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Schools 

Schools (and other educational institutions) should be smoke-
free. 

Workplaces 

Employers' and employees' organizations should work together 
to agree on increasing smoke-free areas and aim at having smoke
free workplaces. 

International communities 

Consideration should be given to strengthening international 
agreements on tobacco control. For example, existing world Health 
Assembly resolutions should be consolidated into an international 
convention, similar to International Labour Organisation 
conventions. 

Objective 5. To achieve pricing policies in the Region that deter 
tobacco use 

Rationale 

An increase in the tax on cigarettes results in a reduction in 
smoking, especially among the youth and the poor. It also leads to an 
increase in government revenue. Such policy benefits the public health 
interest and government income. 

Recommended activities for priority target audiences 

Governments 

Governments should adopt a policy of regularly increasing 
tobacco tax at least 3% above increases in the cost of living. 

The health benefits of tax increases should be explained, so 
that these are not seen as anti-smoker or simply to raise revenue. 

A percentage of tobacco tax should be used to fund health 
promotion activities (including those designed to reduce tobacco 
use), sponsorship of sports, arts and other events, as an 
alternative source of sponsorship. 

The role of the Regional Office 

The Regional Office will playa supportive and coordinating role in 
these recommended activities, providing technical support as required 
and resources as feasible. 

Practical support will be provided to the Region through the 
Tobacco-or-Health Programme, for example, through the recruitment of 
short-term consultants. The feasibility of establishing a regional 
clearing house on tobacco or health will be explored. Information will 
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be provided through the computerized database and the country-specific 
historical record established in 1993-1994 at the Regional Office. 
Liaison and coordination will be an important aspect of support, 
particularly with the Tobacco-or-Health Programme at WHO headquarters 
and nongovernmental organizations such as the International Union 
against Cancer, International Union against Tuberculosis and Lung 
Disease, International Organization of Consumers Unions, etc. WHO will 
establish expert teams made up of members of several government and 
nongovernmental agencies as required to provide on-site support to 
strengthen tobacco-control activities in the Region. Linkages with 
other health programmes such as health promotion and noncommunicable 
diseases control will also be encouraged and supported. 

The Regional Office will organize and support meetings and research 
on tobacco or health in the Region, monitor and evaluate the 
implementation of the Action Plan, and organize the fourth Working Group 
meeting. 

Supplementary regional meetings on tobacco or health should be held 
at the APACT meeting in 1995, and in Beijing at the time of the 1997 
World Conference or alternative occasions. 

4. Timetable for the action plan on tobacco or health for 1995-1999 

Annually: 

The Regional Office will update the tobacco-or-health database and 
the country-specific historical record and will publish a regular update 
of information. 

All countries and areas will submit details of surveys, pricing 
policy, legislation and other tobacco control information to the 
Regional Office. 

All countries and areas will observe World No-Tobacco Day or their 
national equivalent and use it for broad-based action around the theme 
of the World No-Tobacco Days. These are: 1995 - The economics of 
tobacco; 1996 - Sports and the arts without tobacco; and 1997 - The 
United Nations and specialized agencies against tobacco. Details of 
such activities will be submitted to the Regional Office. In addition, 
all countries and areas will have accomplished one other major health 
educational activity. 

1995 

The 1995-1999 Action Plan will have been received by all countries 
and areas and widely distributed to the priority target audiences. 

The priority recommendation of "A Tobacco Advertising-Free Western 
Pacific" will have been communicated throughout the Region. 
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Countries and areas without comprehensive national tobacco control 
will be encouraged to adopt and implement such policy. 

All medical societies will be requested to endorse a statement to 
the effect that smoking is harmful to health. 

All health facilities will be smoke-free. 

All countries and areas will endorse the International Civil 
Aviation Organization resolution on no-smoking on international flights. 
Smoking on all flights will be banned by 1996. 

All medical and other health professional schools will have 
appointed a focal committee on incorporating teaChing on tobacco into 
their 1996 curricula. 

A clearing house on tobacco or health will be established. 

1996 

Most countries and areas will develop draft legislation. 

All countries and areas with national airlines will ban smoking on 
all flights. 

Each country and area with medical and other health professional 
schools will incorporate teaching on tobacco into the curriculum. 

1997 

All countries and areas will report progress on comprehensive 
tobacco control legislation, especially on promotional bans and the 
establishment of major smoke-free areas. 

Policies on smoke-free workplaces will be incorporated into 
industrial and other workplace legislation. 

A regional meeting to monitor progress in the implementation of the 
Action Plan will be held. 

1998 

Comprehensive legislation on tobacco or health will have been 
adopted. 

A national 'prevalence study on tobacco use will be carried out in 
countries and areas which have not yet collected such data. 

Data required for calculating tobacco-attributable mortality and 
morbidity (in collaboration with WHO collaborating centres and 
international institutes) will be collected. 

Economic analysis on tobacco costs will be carried out in most 
countries and areas. 
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1999 

Comprehensive national tobacco-control policies will be implemented 
in all countries and areas which do not yet have such policies. 

Data on economic determinants of tobacco consumption, import and 
export of tobacco, tobacco tax and its proportion of total tax and, 
where applicable, information on agricultural use of land to grow 
tobacco will be collected in all countries and areas which do not yet 
have such data available. 

The Food and Agriculture Organization, the World Bank and other 
relevant organizations will be approached (where applicable) requesting 
support for feasibility studies on alternative use of the land currently 
used to grow tobacco. 

The fourth meeting of the Working Group on Tobacco or Health will 
be convened to evaluate proper implementation of the Action Plan on 
Tobacco or Health for 1995-1999 and develop an Action Plan for 2000-
2004. 
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12:00 - 13:30 
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PROGRAMME AND AGENDA 

PROGRAMME 

Registration 

Opening ceremony 

Coffee Break 

Introduction, Dr R. Erben 

Global overview on Tobacco or Health, Mr N. Collishaw 

Overview on Tobacco or Health in the 
Western Pacific Region, Dr H. Stanton 

Review of progress on the 1990-1994 
Action Plan, Dr J. Mackay 

Lunch Break 

Country reports on implementation of 
the 1990-1994 Action Plan 

Coffee Break 

Continuation of country reports 

Informal get-together 

Background and introduction to the 
1995-1999 Action Plan, Dr J. Mackay 

Collection of data, Dr T. Hirayama 

Coffee Break 

Development and implementation of 
comprehensive national policies on 
tobacco control, Ms S. Arulanandam 

Obstacles to the implementation of 
the Action Plan, Dr D. Tan 
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11:30 - 12:00 

12:00 - 13:30 

13:30 - 14:30 

14:30 - 14:45 

14:45 - 15:30 

Thursday. 7 April 

8:00 - 9:30 

9:30 - 10:00 

10:00 - 12:00 

12:00 - 13:30 

13:30 - 14:30 

14:30 - 14:45 

14:45 - 15:30 

Friday. 8 April 

8:00-8:15 

8: 15 - 8:30 

8:30 - 9:30 

9:30 - 10:00 

10:00 - 11:00 

11:00 - 12:00 

12:00 - 13:30 

13:30 - 14:30 

14:30 - 14:45 

14:45 - 15:30 
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Existing sources of information, Dr H. Stanton 

Lunch Break 

Group work: Health education and information 

Coffee break 

Continuation of group work 

Group work: Legislation 

Coffee Break 

Group work: Price policy 

Lunch Break 

Group presentations 

Coffee Break 

Summary of progress within the Region, 
Dr J. Mackay 

Role of the Regional Office, Dr R. Erben 

Support to the implementation of the 
Action Plan through global coordination, 
Mr N. Collishaw 

Timing of Action Plan, Dr J. Mackay 

Coffee Break 

Preparation of recommendations to the 
Regional Director 

Preparation of working group report 

Lunch Break 

Finalization of working group report 

Coffee Break 

Closing ceremony 
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AGENDA 

1. Opening ceremony 

2. Introduction 

3. Global overview on Tobacco or Health 

4. Overview on Tobacco or Health in the Western Pacific Region 

5. Review of progress of the 1990-1994 Action Plan 

6. Country/area reports on the implementation of the 
1990-1994 Action Plan 

7. Background and introduction to the 1995-1999 Action Plan 

8. Collection of data 

9. Development and implementation of comprehensive 
national policies on tobacco control 

lO. Obstacles to the implementation of the Action Plan 

11. Existing sources of information 

12. Group work: health education and information 

13. Group work: Legislation 

14. Group work: Price policy 

15. Group presentations 

16. Evaluation of progress within the Region 

17 . Role of the Regional Office 

18. Support to the implementation of the Action Plan through 
global collaboration 

19. Timing of Action Plan 

20. Preparation of recommendations to the Regional Director 

21. Preparation of working group report 

22. Closing ceremony 

Annex 3 
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SUMMARY OP QUBSTIONHAIRB RESULTS 
TOBACCO OR HEALTH, WBSTBRH PACIPIC RBGION 

How to read the table 

ANNEX 4 

Twenty replies to the questionnaire were received, including all the 
larger countries. 

For each country there are spaces for two numbers - the top space 
shows whether they had achieved an activity prior to the start of the 1990-
1994 Action Plan, and the lower space as to whether they had, in addition, 
repeated the same action between 1990-1994 or introduced additional new 
actions. 

A score of one point was given for each of the 19 areas. 

"1" signifies that the activity was accomplished. 

"0" signifies that the activity was not accomplished. 

Gaps signify no information was received. 

"NA" signifies where the question was not applicable, such as applying 
for help for alternative crops from FAa for countries that do not grow 
tobacco. 

Each country and each topic is given a score at the end/bottom of the 
page. 

The analysis is very simple and there is no weighting of more 
important achievements. Legislation, which included one significant ban on 
promotion, was given the same weighting as whether names of tobacco-or
health advocates had been sent to WHO. 

There are also large gaps in the data. 

Regional activities cannot be shown, for example, the two regional 
APACT meetings held in Seoul, Republic of Korea, and Omiya, Japan. 

To see how your own country performed, look in the last two columns at 
the right of the table. 

To see how many countries have achieved a particular goal, e.g., 
national prevalence surveys, see the bottom three lines of the page. 

The final columns at both the right and the bottom indicate the change 
from before 1990 to the period 1990-1994. 

The + and - can be deceptive, in that some countries like Australia 
have high scores and keep the high score, indicating no "gain". 
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COUNTRY REPORTS 

REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - CHINA 

PRESENTED AT 3RD WORKING GROUP ON TOH 
MANILA, PHILIPPINES 

5-8 APRIL 1994 

by 

PROF XINZHI WENG (BEIJING RED CROSS CHAOY ANG HOSPITAL) 

China has tried hard to develop and implement comprehensive national policies and 
programmes on tobacco control according to the 1990-94 Action Plan on Tobacco or Health 
issued by WHO Western Pacific Regional Office. 

The main tobacco control activities are as follows: 

1. Establishment of nongovernmental anti-smoking organization 

On February 27, 1990, as recommended by some distinguished health experts, the 
Chinese Association on Smoking and Health (CASH), a nongovernmental anti-smOking 
organization, was established. In vocational work, it accepts guidance from the National 
Patriotic Health Campaign Committee (NPHCC). The president of the Association is the Vice
Chairman of the Standing Committee of National People Congress, famous urologist, Prof Wu 
Jieping. The executive board of directors consists of distinguished health experts and 
representatives from the National Workers Union, the National Union of Youth, the State 
Education Commission, Department of Broadcast, Television and Mass Media, the National 
Children's Development Centre, etc. Dr Judith Mackay and Prof Richard Peto are the two 
senior advisers of CASH. They have made a lot of contributions to the tobacco control 
movement in our country. Up to now, about 2/3 of all provinces, autonomous regions and 
municipalities directly under the State Council have established smoking and health 
associations. 

In China, the Minister of Public Health has taken a strong leadership stance, and the 
Association on Smoking and Health, together with provincial associations, provincial and 
municipal patriotic health campaign committees, the National Institute of Health Education, 
provincial and municipal institutes of health education, the Chinese Academy of Preventive 
Medicine and the WHO Collaborating Center for Tobacco or Health in the Beijing Red Cross 
Chaoyang Hospital, have been the principal movers in tobacco control activities in China. 
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2. Strengthening Legislation and Administrative Management 

The law on the Control of Hazards of Tobacco Products had been drafted and amended 
10 times and was finally submitted to the Ministry of Public Health for approval. China's first 
tobacco law -- the Law on Tobacco Monopoly, containing 3 health clauses,--went into effect on 
January first 1992. The law mandates the reduction of tar in cigarettes; bans or restricts 
smoking in public transport and in public places; bans smoking by primary and middle school 
students; requires the printing of tar levels and health warnings on cigarette packets; and bans 
tobacco advertising on radio, TV and in newspapers and magazines. The law also mandates 
improving health education on the health consequences of smoking, with particular emphasis 
on young people. 

The Protection of Juvenile Law, passed in September 1991, stipulated that smoking is 
not allowed by anyone in classrooms of primary and middle schools and kindergartens or any 
places where minors are gathered. This bill became enforced on 1st January 1992. 

In July 1993, the Civil Aviation Administration of China (CAAC) announced a ban of 
smoking on all their international flights. This means they will become a smoke-free airline on 
January 1, 1995, one aJld half years earlier than the resolution to ban smoking in all 
international airline from July 1, 1996, made by the International Civil Aviation Organization 
(lCAO). 

Although anti-smoking laws and regulations have been promulgated over the last few 
years in China, they are not yet fully and effectively implemented. This is partly because some 
of them lack details and accompanying regulations; because a lot of people are still ignorant of 
these laws; and because the regulatory system has not yet been established. For instance, it is 
not clear enough which places are included in the term "public places" in the law; who is 
responsible for supervising any violations and what kind of action can be taken if people break 
the laws or regulations. Moreover, not all of the population observe the law. 

3. Enhancing Health Information and Education Against Smoking 

Health information campaigns have gained momentum through programmes of the 
National Institute of Health Education. One challenging activity is the quitting project for 
illiterate farmers in several remote provinces. 

The Chinese Academy of Preventive Medicine conducted smoking intervention studies in 
more than 30,000 students from schools of all levels and gained valuable results. The CASH 
organized four national symposia on smoking and health with the theme "Tobacco Control 
Strategies", "Smoking Cessation", "Youth and Tobacco" and "Health Professionals and 
Tobacco". Two workshops on the subjects "Passive Smoking and Women" and "Tobac;:o and 
Youth", were organized jointly with the U1CC and WHO. Five day smoking cessation 
seminars were also organized. 

CASH publishes regular bimonthly newsletters that are distributed allover China, has 
given 14 lectures on smoking and health in the popular sciences programme of the Central 
Broadcasting Station, has published smoking and health articles in a weekly health newspaper 
since 1990. 
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CASH convened a mass media conference in December 1990 in which more than 60 
editors and reporters participated. The conference emphasized the importance of health 
education in the anti-smoking campaign and stressed the responsibility of the media in 
publicizing the hazards of smoking to health. In 1991,17 newspapers, health tabloids and 
medical journals were given prizes for being the best of the media in publicizing smoking and 
health information. Each year since 1988 China has celebrated World No-Tobacco Day, a day 
when no cigarettes are allowed to be sold throughout the country. Accepting CASH's advice, 
the 1990 Asian Games in Beijing was a smoke free event. 

4. Creating and Maintaining a National Database on Tobacco and Tobacco Use 

The first national smoking prevalence survey was conducted in 1984. The results 
revealed that the prevalence of smoking in the age group 15 years and over was 33.88 % (male 
prevalence was 61.01 % and female prevalence 7.04%). A second national prevalence survey 
was undertaken in 1991-92. The preliminary results were given in the Fourth National 
Symposium on Smoking and Health in 1993. This survey included only daily smokers and 
cannot be directly compared with the 1984 survey when the definition of smoker included 
occasional smokers, so that trends cannot be elucidated. But according to the results of another 
national smoking prevalence survey conducted on 180000 people aged 15 years and over in 
1992 by State Bureau of Statistics, the average smoking prevalence rate was 34.88%, I % more 
than that of the first national smoking prevalence survey. When this data is supplemented by 
data on annual tobacco production, smoking prevalence is still on the increase in China. 

Today, China collects about 5 billion USD (410 billion RMB in 1993) annually in 
tobacco revenue and taxes, making tobacco the leading source of industrial revenue for the last 
successive 7 years. However, tobacco is also a debit to China's economy from costs of health 
care, premature death, lost productivity, the use of land which could grow nutritious crops, the 
costs of fires and cleaning up smokers' litter and in other ways. The Chinese Academy of 
Preventive Medicine made a cost analysis of the credit and debit aspects of tobaccoo the 
economy in 1989, concluding that the "health related economic costs caused by smoking 
exceeded tobacco revenue". 

Data has been collated of annual tobacco and cigarette production and total consumption, 
consumption per capita, acreage of tobacco growing land. Data on total taxes and revenue are 
announced annually in the Chinese Year Book of Statistics, published by the State Bureau of 
Statistics. Data (albeit not in great detail) on the mortality of . 
smoking-related diseases can by found in the Chinese Health Statistical Digest published 
annually by the Chinese Ministry of Public Health. 

5. China has not yet developed a price policy to curb smoking 

The State General Tax Bureau even decreased the tax rate of tobacco products from 38 % 
to 31 % from I July 1993. 

6. International Cooperation and Exchange of Tobacco Control Experience 

Since 1986, the Beijing Red Cross Chaoyang Hospital has been designated as a WHO 
collaborating centre for TOH. An additional term of reference of the collaborating centre is to 
act as a clearing house for the dissemination of information on tobacco or health activities 
within China. The centre has compiled and published the "Tobacco Control Newsletter" 
quarterly both in Chinese and in English. The Chinese copy is sent to the relevant domestic 
anti-smoking organizations and the English copy is sent to international anti-tobacco 
organizations and well known anti-tobacco advocates. Through exchange of information, the 
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collaborating centre has close communication with WHO, VICC, IUATLD, IOCU and related 
organizations in other countries. 

CASH members have attended all the international and regional conferences on TOH 
since CASH's inauguration. 

Tobacco control activities in China have received international support. The World 
Health Organization, the World Bank, and the International Union Against Cancer have been 
particularly active in supporting China's tobacco control activities. They have helped CASH 
with funding for the national symposia and workshop on TOH every year. 

CASH, jointly with Chinese Medical Association, is bidding to host the 10th World 
conference on TOH in 1997. Hosting such a conference could accelerate Chinese tobacco 
control efforts and give China a most useful opportunity to learn from international experience 
and expertise. So, I appeal to you for your endorsement for this bid. (this was given by 
Members). 

China is the world largest tobacco producer and consumer. However, the 
anti-tobacco campaign has begun and during 1990-1994 has progressed rapidly. During this 
time, many tobacco control measures have been taken, yet it is still too early for the effects of 
these measures to be translated into reduction of smoking prevalence. There will be a lot of 
tedious work to be done in the coming years. 
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REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - FUI 

PRESENTED AT 3RD WORKING GROUP ON TOH 
Manila, Philippines 

5-8 April 1994 

by 

DR A.U. BOLADUADUA 

Introduction 

Fiji has taken some important steps towards creating an environment in which smoking 
is considered socially unacceptable because of the harm it does to oneself and to others. 

The National Anti-Smoking Society of Fiji (NASSOF) which was established in 1991, 
the Ministry of Health and other voluntary agencies have implemented a series of valuable 
activities as recommended in the Action Plan on Tobacco or Health, 1990-1994. 

(l) Policies and legislation promotion 

(a) Enforcement of the smoking ban in all health facilities. 

(b) Adoption of policies for smoke-free workplaces by numerous private factories and 
offices around the country. 

(c) The promulgation by the University of the South Pacific, (the only university in 
Fiji), of the smoking ban on the whole campus which sets a remarkable example for all 
students and tutors of South Pacific Islands studying and visiting this university. 

(d) The very recent smoking ban by the Public Service Commission in all 
government premises. 

(2) Health education and promotion 

(1) The second regional workshop on tobacco and cancer was held in Fiji in October 
1992. 

The objectives of the workshop were: 

(a) to identify issues to be targeted in legislation and education in each country by 
surveying the present situation; 

(b) to outline effective tobacco control measures to community leaders in health 
government business and other organizations in the following areas: 

(i) health warnings, pack signs, labelling and other consumer-related issues 
including sales to children, 

(ii) education and information programmes, 

(iii) policy and tax policies, 
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(iv) smoke-free workplace policies, 

(v) advertising and promotion, and 

(vi) health education and promotion; 

(c) to define action plans; and 

(d) to provide opportunities to participants to identify key people for coordinating 
involvement in tobacco control measures. 

National Anti-Smoking Society of Fiji Plan of Action - 1993-1995 

The Fiji School of Medicine (FSM) is the Headquarters of NASSOF - thanks to Dr 1.1. 
Samisoni. FSM provides facilities such as faxing, use of photocopy machine and occasional 
secretarial help. 

Though all aspects of tobacco use will have to be covered in due course, certain areas 
are pinpointed as priorities: 

(a) educating the public; 

(b) surveying the prevalence of tobacco use and incidence of tobacco related diseases 
in Fiji; 

(c) helping people to quit; 

(d) lobbying for legislation; 

(e) fund raising, apart from seeking financial help from the Ministry of Health and 
other international agencies like WHO, AIDAB, SPC, etc. NASSOF also hopes to raise 
funds from other means like organizing programmes, seeking donations from business 
houses, etc.; and 

(f) creating awareness of tobacco related problems among the general public and 
especially the youth (15 years to 24 years age group) and involving them in the 
activities. This will be the most important goal in this Action Plan. 

(1) Short term plans for 1993 

NASSOF aims to: 

(a) hold a full day workshop for parliamentarians and senators to appraise them of all 
aspects of Tobacco Use in Fiji; 

(b) hold a debate: "Smoking should be banned in public places"; 

(c) run essay ("Smoking - is it worth the risk?"); and 
poster (On all aspects of tobacco use) competitions for secondary schoolchildren; 

(d) publish a four-page newsletter every two months, to be distributed to all schools, 
health centres, colleges, general practitioners, business houses, etc. (about 5000 copies 
of each issue); 
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(e) do a pilot study of urban, rural and island population followed by a national 
survey; and 

(t) to prepare extensive anti-tobacco themes in primary and secondary school 
curricula. 

(2) Long-term - 1993-1995 

(a) Educating the people on tobacco use. 

This will include preparing education material and extensive materials for 
workshops/discussionsllectures to train medical personnel and religious heads, general 
practitioners, nurses and other health personnel to impart anti-tobacco messages to different 
sections of the community. 

Workshop for sportsmen/women on smoking and sports performance, smoking and 
health and ads/sports sponsorship by tobacco companies, and other activities to promote 
concepts of positive health will be supported. 

(b) Quitting 

General practitioners, nursing staff and hospital doctors should be trained to help 
smokers to quit smoking if they want to. For this, assistance from overseas organizations will 
be needed for resource personnel. 

Special clinics in hospitals and general practice to help quitting and to attend to tobacco
related diseases will have to be organized. 

Nicotine patch, chewing gum, etc. will have to be kept in regular supply as the need for 
them increases due to increased quitting activities. 

(c) Legislation/lobbying/publicity 

NASSOF will continue to keep anti-tobacco messages in people's minds through articles 
in newspapers, magazines, talks/discussions in the radio and through video films on TV. 
Continuous exposure to anti-tobacco messages, along with regular education sessions should 
increase people's awareness to the hazards due to tobacco use. 

Legislation shall be followed up for: 

(I) prohibiting smoking in public places; 

(2) increasing the price of cigarettes; 

(3) prohibiting sale of cigarettes to minors; 

(4) ban on free distribution of cigarettes; 

(5) rotating prominent health warnings on cigarette packets; and 

(6) ban on ads in media, billboards and sports sponsorship by tobacco companies. 

Education coupled with legislation should pay rich dividends. 
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(3) Conclusion 

The action plan for 1993-1995 envisages priority attention to training medical personnel 
and educating people not to start smoking, and if they have already started, to decrease or 
completely stop smoking. 

By the end of 1992: 

(a) the nation's decision-makers should be made aware of all aspects of tobacco use so that 
they can come to an informed decision as to what is good for the country; 

(b) a monthly newsletter should be a regular feature; 

(c) 30 "Anti-tobacco school kits" must be ready and already in use in schools; 

(d) a pilot study of smoking surveillance should have been cOmpleted and on the basis and 
of this, a national survey must have been planned and ready to start, if not already started. 

By the end of 1995: 

(a) the proposed education materials should be ready and in use; 

(b) a national survey should have been completed and the trends and target groups 
identified; 

(c) educational approaches will already be in use and should show by the end of 1994, a 
significant increase in awareness in all aspects of tobacco use; 

(d) there should be a definite modification in smoking habits among target groups. This 
should be ascertained by small surveys at the end of 1995 and such small surveys to be 
repeated 2 yearly to follow the trends and the impact of NASSOF measures; and 

(e) considerable legislative control over tobacco use should have been reached. 
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REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - MALAYSIA 

PRESENTED AT 3RD WORKING GROUP ON TOH 
Manila, Philippines 

5-8 April 1994 

by 

DR ZARIHAH BTE. DATO' MOHO. ZAIN 

Smoking is a rapidly growing public health problem in Malaysia. The national 
prevalence of smoking for males and females are 41 % and 4% respectively. These figures are 
based on the National Health and Morbidity Survey done in 1987. The same survey showed 
that the majority of smokers are from the lower socioeconomic status in rural areas. In a study 
on secondary school students done in one rural district in 1991, it was found that only 31 % of 
the children (age 12-18 years old) sampled, had never tried to smoke. 

The national smoking prevalence survey has not been repeated since, but it is realized by 
mere observation that the levels are much higher now. Available mortality indicators for 
government hospitals over the last 10 years have consistently shown that the major killers in 
this country are from tobacco-related diseases. This can be used as a proxy indicator to reflect 
the magnitude of the problems of tobacco use. 

The Ministry of Health and several other agencies particularly the Malaysian Medical 
Association and Consumer's Association have put much effort to control tobacco use, through 
health education for many years. It is only recently that legislative control for tobacco has 
been given consent by the Cabinet. 

The Control of Tobacco Product Regulation 1993 was gazetted in November 1993 and 
will come into enforce on May IS, 1994. This Regulation which is made under the Food Act 
1983 has the following provisions: 

(a) prohibition on direct tobacco advertising; 

(b) labelling of cigarette containers for health warnings and the contents of nicotine 
and tar for cigarettes; 

(c) the level for nicotine shall not be more than 1.5 mg per cigarette while that of tar 
shall not be more than 20 mg per cigarette; 

(d) prohibition of tobacco sales to any person under 18 years old; 

(e) prohibition of vending machines; and 

(f) smoke free public areas. 

This Regulation was subjected to a series of scrutiny during the process of negotiation 
with the tobacco industries and several relevant agencies within the government and also 
nongovernmental organizations. 
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The main problem of tobacco control which Malaysia is facing now is that tobacco has 
always been addressed as an economic issue rather than a health issue. Malaysia is a tobacco 
producing country and many social and other agencies are currently dependent on tobacco 
industries for financial sustenance. 
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REPORT ON ACfIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - NEW ZEALAND 

PRESENTED AT 3RD WORKING GROUP ON TOH 
Manila, Philippines 

5-8 April 1994 

by 

SIR DAVID HAY 

Since the last Meeting of the Working Group on Tobacco or Health in 1990 in Perth, 
Australia, the Smoke-free Environments Act was passed in 1990 and implementation of this 
has dominated the tobacco scene in New Zealand. It is of interest that this was not the first 
tobacco legislation, the Juvenile Smoking Suppression Act of 1903 having preceded it by 
nearly 90 years. 

The Labour government was defeated soon after the 1990 Act was passed and there was 
a serious danger that the Act would be repealed. After a long struggle, mainly over the 
sponsorship question an amendment was passed to allow sponsorship to continue until 1995. 
Both the politicians and the health lobby were weary of the battle and public debate over 
radical reforms of the health structure now became the main concern. The marketplace, 
competitive philosophy has led to worries that public health issues such as tobacco (now under 
the Public Health Commission) will be disadvantaged for funding as opposed to treatment 
needs. However, the Public Health Commission has recently submitted to government an 
updated comprehensive tobacco control policy which if accepted, should ensure that New 
Zealand continues to make progress against smoking. This includes measures to strengthen the 
legislation, obtain extra funding to ensure its implementation, a stronger policy on taxation and 
increasing the age for sale of tobacco to minors from under 16 to under 18. 

Tobacco consumption in 1992 was at its lowest for 72 years but the fall was not 
maintained in 1993. Smoking prevalence has remained stable rather than declined. 27% of 
men aged 15 years and over are smokers and 26% of women (note: I believe the 1992 figures 
in the WHO data base are wrong in stating 24 % of men and 22 % of women. I was given 
figures of27% for men and women for 1992) 30% of women aged 15-24 are smokers. 52% 
of the Maori population are smokers, including 61 % of women aged 15-34. 

There has been some complacency among health groups that all is going well but clearly 
this is not the case, as shown by adverse prevalence trends among young people. The 
voluntary agencies are active and qrerate well with each other and with the Public Health 
Commission and Health Sponsorship Council. 

A strong initiative at present is to promote smoke-free schools. There are also 
promising new plans to develop control measures among Maori people with Maori health 
leaders responsible for this. New Zealand research into cot deaths and smoking has also lead 
to a big thrust in this area. 

The main problem areas are smoking among young people and those in the lower socio
economic groups. 
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REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - PHILIPPINES 

PRESENTED AT 3RD WORKING GROUP ON TOH 
Manila, Philippines 

5-8 April 1994 

by 

DR PRISCILLA TABLAN AND DR DANIEL TAN 

1. Comprehensive national policies and programmes on tobacco control 

(a) Health warning statement on cigarette packs (Republic Act No. 7394 - Article 94) 
passed by Congress in 1991. 

Problem: No guidelines so not implemented until 1 July 1993 

Action: The Department of Health issued Administrative Order No. 10 on 
22 March 1993 stating details on placing government warning "Cigarette smoking is dangerous 
to your health", effective July 1, 1993. 

(b) Meeting of Secretary of Health with advertisers' group to place the specified 
warning on billboards, and voice-over on TV ads and radio commercials after the 
commercial. They agreed to comply. 

Effect: Radio commercials for cigarettes are now followed by voiced over warnillg; TV 
ads followed by rumours of warning but only for a split second; billboards newly set up have 
warning at bottom - small but "readable" 

2. Survey done 1993 on 1200 adults (urban and rural) since 1982-85 survey: 

(a) Prevalence survey 1982-85 - 5505 persons 

Smokers: Urban 
Rural 

41 % 
50% 

Males 64% 
Females 18% 

1993 Random survey on 1200 adults by Social Weather Station 

Urban 29% 
Rural 35% 

Males 52% 
Females 12% 

Health education and information 

1990 survey by the University of the Philippines Public Health: 
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57% not aware cigarettes cause cancer 

1993 survey by the Social Weather Station: 

Smokers: Knowledge regarding ill effects of smoking on health: 

Very bad 54% 
Bad 40% 
Feel it's not bad 2% 

96% 

Non smokers: Knowledge of ill effects of smoking on health 

Very bad 
Bad 
Not bad 

38% 
54% 
0% 

92% 

Annex 5 

More stores, restaurants, business offices and workplaces have provided "No smoking" 
signs or areas. More hospitals, health agencies are "Smoke free". More news, TV ads and 
radio releaseslinterviews are now requested from the Philippine Cancer Society in the past two 
years. The Coalition for Smoke-free Philippines held more meetings and attended congress 
hearings. 

Health education sessions held refer to Filipino studies on lung cancers data (ASR 
incidence updates are now 4OOOO/year deaths and lung cancer 89-92 % relation to cigarette 
smoking among Filipinos in three lung cancer cell types - squamous cell, small cell, large cell 
and undifferentiated cell types, as this is more convincing to Filipino audiences than citing 
foreign data. 

3. Price policy 

Congress has changed cigarette taxes from specific tax to ad valorem tax - 55 % on 
foreign and local brands - hoping to raise more revenues needed badly by the government. 

Comment: This may not really bring more revenues as in 1987, when specific tax was 
converted to ad valorem tax, there was less demand and cigarettes sales went down 6.03 % and 
decreased 3.32% in 1990 after a 16.7% average increase in the ad valorem tax plus tax 
avoidance techniques and loopholes used by cigarette manufacturers. 

Problems encountered 

1. Republic Act 7171 signed by Pres. C. Aquino - Protecting tobacco industry where 15% 
oftotal tobacco revenues (about lOB pesos in 1991) will go back for development of tobacco 
industry in 7 provinces producing Virginia tobacco with a minimum of 1 million kilos per 
province. 

2. House Bill 10050 (sponsored by 50 Congressmen) and Senate bill no. 1561 (sponsored 
by Senator Arroyo) is for repealing/amending Consumer's Republic Act No.7394 to 
miniaturize (smaller) make printed warning labels and displace it from front of the pack as 
stipulated by the Department of Health to the side of the pack. 
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REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - REPUBLIC OF KOREA 

PRESENTED AT 3RD WORKING GROUP ON TOH 
Manila, Philippines . 

5-8 April 1994 

by 

DR SUK-WOO YUN 

The smoking rate of adult males in Korea was 68.2% in 1990, among the highest in the 
world. However, the real problem lies in the fact that adolescents, who had shown a very low 
smoking rate until 1970s, have started to smoke at a rapid rate. One survey shows that the 
smoking rate of male high school students age between 15 to 17 years reached around 40-48% 
in 1991. 

The Ministry of Health and Social Affairs realized the need for a smoking control 
programme in the late 1980s. In March 1988, a nationwide full scale anti-smoking movement 
in Korea began from the founding of the Korean Association of Smoking and Health (KASH). 

Some of the major achievements during the past 6 years are as follows: 

- publication of monthly newsletter "Tobacco and Health" 

- hosting the 1988 Smoke-Free Seoul Olympic 

- reinforcing the health warning signs on tobacco products 

- hosting the second APACT conference in October 1991 

- operation of non-smoking trains in 1992 

- amendment of Public Health Law 

In this, smoking restrictions in public places are included. 

- health education activities on anti··smoking at various levels 
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REPORT ON ACTIVITIES IMPLEMENTING 1990-1994 ACTION PLAN ON 
TOBACCO OR HEALTH - VIET NAM 

PRESENTED AT 3RO WORKING GROUP ON TOH 
Manila. Philippines 

5-8 April 1994 

by 

NGUYEN VIET C03 
NGUYEN VIET NHUNG4 

Sub-title: EPIDEMIOLOGY OF SMOKING AND EFFECTS OF SMOKE ON 
RESPIRATORY DISEASES IN VIET NAM 

Cigarette smoking has long existed in Viet Nam. There are two ways of using tobacco: 
cigarette smoking and water pipe (nicotine rusticum). 

1. PRODUCTION AND CONSUMPTION OF TOBACCO (H.L. PHAT, 1990) 

- The production, cultivated area and quantity of tobacco have been increasing. From 
1984, the quantity of tobacco produced was over 33 000 tons per year. It was 1.5 - 2 
times more than that of 1976. 

• Production capacity 

- Viet Nam's tobacco production: 1.2 billion packs a year (there are 20 cigarettes in a 
pack) 

- Tobacco imports estimated at 200 million packs a year. 

- Tobacco consumption has also been increasing. The average quantity of tobacco used 
by a person a year was estimated from 8.2 packs (1976) to 16 packs (1987). 

3 Professor, Head of Tuberculosis, Department of Hanoi Medical College; Programme 
Manager of National Lung Center Programme (NLCP); Vice-Director of the National Institute 
of Tuberculosis and Respiratory Diseases (NITRO), 120 Hoang Hoa Tham, Hanoi, Viet Nam 

4 Secretary of the NLCP. NITRO 
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2. SITUATION OF INDIVIDUAL PEOPLE 

2.1 Smoking among the youth 

Rate of Daily 
Subjects of data Number smokers smoking 

Pupils in Hanoi City 
aged: 12-14 448 29 
(p.K. Quang and col. 1989) 5164 8.7% 0.6% 

A commune of rural Hanoi 
aged: 10-25 237 216 
(N. Viet and col. 1990) 953 24.9% 22.7% 

Hanoi medical college students 
aged: 18-36 153 68 
(N. V. Co and col. 1989) 400 38.3% 17.0% 

2.2 Smoking among total population 

Kind of tobacco 
Rate of -----------------------------------------------

Subjects of data Number smokers Cigarette Tobacco Both 
water-pipe 

People at administrative 
offices in Hanoi 127 112 10 5 
aged: over 20 306 41.5% 36.6% 3.3% 1.6% 

People at Habac chemical 
Nitrogen factory 2452 1 371 1058 202 I I 1 
aged: over 20 55.9% 41.1% 8.2% 4.5% 

Worker families at Habac 
chemical nitrogen factory 8105 2354 
all ages 39% 

A commune of Hai hung 3479 968 450 303 215 
province (all ages) 27.8% 12.9% 8.7% 6.2% 



- 69 -

Annex 5 

2.3 Starting age of smoking 

Number <15 15-19 20-24 >25 

Smokers in a commune of 968 67 499 282 120 
Hai hung province (all ages) 6.9% 51.6% 29.1% 12.4% 

Starting age of smoking 

Subject of data Number 10-15 16-20 21-25 

Smokers in a commune of Hano 210 87 120 3 
(aged 10-25) 41.5% 57.1 % 1.4% 

2.4 Measure of smoking 

2.4.1 Smokers in a commune of Hai hung province 

Average quantity Cigarette Tobacco waterpipe 
per day No. of cigarettes per day No. of pipe per day 

Total 450 smokers 303 smokers 

Under 10 54.7% lO.5% 
lO-20 31.1 % 29.7% 
Over 20 14.2% 59.8% 

% 100 % 100% 

2.4.2 Smokers in an administrative office in Hanoi 

Measure of smoking Cigarette Tobacco waterpipe 

Average smoking time 18.5 years 19.1 years 
Average quantity per day 10. 1 cigarettes 16.7 pipes 

2.4.3 Smokers in Habac chemical nitrogen factory 

Measure of smoking Cigarette Tobacco waterpipe 

Average smoking time 10.7 years 12.3 years 
Average quantity per day 9. 1 cigarettes 17.8 pipes 



-70 -

Annex 5 

2.5 Ouitting Smoking 

Reducing the number of smokers and increasing the number of smoking quitters are two 
of the tasks of the anti-tobacco programme. The results from one survey in a commune of Hai 
hung province showed that the rate of "quitters" was very low (5.8%). The main reason for 
quitting was disease (57.1 %) or having fear of disease (28.6%). 
Anti-tobacco health education played very little role in causing tobacco quitting. 

3. SMOKING AND DISEASES 

3.1 Smoking and respiratoQ' diseases 

3.1.1 A survey in a commune of Hai hung province 

Subject of data Number Rate of lower 
respiratory diseases * 

Non-smokers without 390 43 
smokers in home 11.0% 

Non-smokers living with 2121 270 
smokers in home 12.7% 

Smokers 968 274 
28.3% 

*including bronchitis, asthma, bronchiectasis, pulmonary tuberculosis, chronic 
cor-pulmonale. 

3.1.2 The effect of passive smoking on the rate of ARI in children aged less than 5 years is 
also clear: 

In smoker-families 

In non-smoker-families 

50.3% 

30.9% 
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3.1.3 The rate of lower respiratory diseases according to smoking time 

(A survey of respiratory diseases by clinical and chest x-ray in the rural of Hanoi) 

Smoking time (%) 

Under 10 
Subject of data Number years or 10-20 Over 20 

no smoking years years 

Cases of lower respiratory diseases 51 35.5 29.4 35.3 

Healthy persons 128 72.2 12.5 9.3 

3.2 Smoking and lung cancer 

3.2.1 Lung cancer registry (1993) 

Two hundred seventy-five smokers (275) have been counted among 338 lung cancer 
cases registered in 1993, so the rate of smokers in lung cancer patients was 81.4%, among 
them: 

Number of Rate Smoking Quantity 
Kind of tobacco smokers (%) time (years per day 

Cigarette 64 18.9 27.8 18.5 
Tobacco waterpipe 163 48.3 34.4 16.0 
Both 48 14.3 

Smokers 275 81.4 
Non-smokers 63 18.6 

3.2.2 From inpatient records at the National Institute of Tuberculosis and Respiratory 
Diseases (NITRD), among 711 lung cancer cases treated at NITRD, 500 were smokers; the 
rate of smokers among lung cancer patients was 70.3 %. 
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3.3 Smoking and cancer 

At the National Institute of Cancer (N.B. Duc and col), 369 cancer cases have been 
noted, the rate of smokers in cancer patients was 59.3 %, among them are: 

Non- Rate of 
Number smoker Smoker smokers (%) 

Lung 80 16 64 80.0 
Nasopharynx 39 14 25 64.0 
Soft tissue 26 8 18 69.2 
Penis 32 II 21 65.6 
Tonsil 28 13 15 53.5 
Others 164 88 76 46.3 

Total 369 150 219 59.3 

4. CONCLUSIONS 

1. Tobacco production is highly profitable in Viet Nam; it provides a considerable part of 
the national income. Recognizing the hazardous effects of tobacco, the government has 
announced regulations limiting tobacco production and consumption: 

- ban of tobacco advertisement on mass media; and 

- prohibition of smoking in public places. 

2. The rate of regular smokers among youth varies between 0.6 to 22.7%. This rate 
increases by age. Young people in urban areas start to smoke at an earlier age compared to 
those living in rural areas. The rate of smokers among government employees is high at 41-
56 %. The rates of smokers at community levels are: 

- 27.8% in rural areas; and 

- 29.0% in urban areas. 

3. All efforts aimed at reducing the rate of smokers have not yet been successful. The rate 
of quitters is still low and quitting is mainly because of disease, not because of health 
education. 

4. The hazardous effects of smoking on the rate of respiratory diseases and lung cancer are 
clear. Some studies investigating the role of tobacco in some diseases have been carried out in 
Viet Nam by case control approach. 



- 73 -

ANNEX 6 

SUMMARY OF XNPORMATXON SOURCES 

X. SOURCES OF NATXONAL XNPORMATXON 

SOURCE DATA AVAILABLE 

Ministry of Health: health statistics/tobacco or health 

Census & Statistics Dept.: 
Ministry of Law: 
Ministry of Education: 
Ministry of Finance: 
Ministry of Trade & Industry: 
Ministry of Agriculture: 
Police Department: 

Fire Department: 
Births and Deaths Registry: 
Transport companies: 
Individual firms: 
universities: 

Medical societies: 

action 
population demography 
tobacco legislation 
health education in schools 
tobacco tax/total tax 
import/export of tobacco 
tobacco acreage, farmers, etc. 
cigarette smuggling and black market 

information 
fires caused by smoking 
population statistics 
their tobacco policy 
workplace tobacco policy 
tobacco related mortality/morbidity 
social attitude surveys 
research on tobacco or health 

Cancer and heart disease registries 

Journal of tobacco industry: 
Journal of advertising industry: 
Sports/arts bodies: 
Newspapers: 

Media and survey research firms: 
Advertising industry: 

trade and other data 
tobacco advertising 
sponsorship 
articles on tobacco or 

health 
tobacco advertising 
tobacco advertisements 

xx. XNTERNATXONAL OR REGXONAL ORGANXZATXONS 

1. WHO 

Publications: 

Legislative Action to combat the World Tobacco Epidemic. Ruth Roemer, 
Second Edition, 1993, WHO Geneva 

Legislative Responses to Tobacco Control, Nijhoff Publishers 
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Women and Tobacco, Editor, Dr Claire Chollat-Traquet 

Smokeless tobacco control, Report of a WHO Study Group Technical 
Report Series 773, WHO, Geneva 1988 

Tobacco Alert, April 1993 

(and many technical reports, resolutions, press releases, etc.) 

2. International Union Against Cancer (UICC) 

Publications: 

UICC Tobacco Control Fact Sheets (set of 10) 

Children and Tobacco. Charlton A, et al. Published by UICC publications, 
Geneva, 1989. 

Smoking and Youth in China 1992. Review and Recommendations. 
Charlton Anne, et al. Published by Cancer Research Campaign, 1993 

3. International Association for Tobacco and Health (lATH) 

Monthly newsletter available free of charge to developing 
countries. Director and Editor of newsletter: David Simpson 

4. Asia Pacific Association for the Control of Tobacco (APACT) 

5. Other organizations with information on tobacco 

Food and Agriculture Association (FAO) 

International Union against Tuberculosis and Lung Disease 

United States Department of Agriculture (USDA) 

III. PRINT OR ELECTRONIC SOURCES OF INFORMATION 

Electronic Datasources 

Global ink 
ESMERK 
Medline 
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Journals 

Smoking and Health - Published by the American Cancer Society. 
(Free of charge) . 

Tobacco Control - Published by British Medical Journal. 

Journal of Addiction (UK) 

Tobacco Industry Journals: 

Tobacco Reporter - Annual subscription around 60 US dollars 

Tobacco Intern~tional 

World Tobacco Situation 

Tabak Journal International 

Regional Newsletter 

Asia Pacific News Bulletin (monthly). Editor: Michelle Scollo, 
Victorian Smoking and Health Program, Quit, 25 Rathdowne Street, 
PO Box 888, Carlton South 3053, Victoria, Australia. (available on 
Globalink and on hard copy) 

Books: 

Barry Ford, Smokescreen, June 1994 

Raw W, White P, Clearing the Air, BMA Publishing 21. Surgeon 
General's Reports.A copy of the Summary from the most recent 
reports from Office on Smoking and Health, National Center for 
Chronic Disease Prevention and Health Promotion, Center for Disease 
Control and Prevention, 4770 Buford Highway, NE (MS K-50), Atlanta, 
Georgia, 30341-3724. For details of the full reports write to US 
Superintendent of Documents. 

For further information, please contact the WHO Regional Office for the 
Western Pacific, P.O. Box 2932, Manila, Philippines. Telephone number: 
(632) 521-8421. Fax number: (632) 521-1036/(632) 59-6813. 
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A Suggested Model of 

A Tobacco Products Control Law 

An Act to prohibit the advertising and promotion .and respecting the 
composition, labelling and monitoring of tobacco products, to control 
smoking in public places, workplaces and transit vehicles, and to prohibit 
the sale of tobacco products to young people. 

1. This Act may be cited as the Tobacco Products Control Act. 

Interpretation 

2. In this Act: 

"analyst" means a person designated as a tobacco product analyst; 

"distributor" means a person engaged in the business of selling 
tobacco products otherwise than at retail only, and includes a 
manufacturer or importer thereof; 

"inspector" means a person designated as a tobacco product inspector; 

"manufacturer" includes any corporation that is associated with a 
manufacturer; 

"retailer" means a person engaged in any business that includes the 
sale of tobacco products at retail; 

"tobacco product" means any product manufactured from tobacco and 
intended for use by smoking, inhalation, mastication, oral or 
percutaneous administration, and includes nasal and oral snuff; 

"trade mark" includes any trade mark whether or not it is registered 
or registrable as such and any recognizable variation thereof; 

"package" means any pack, carton, wrapping or other container in which 
tobacco products are customarily sold at retail; 

"prescribed" means prescribed by regulations; "Minister" means the 
Minister assigned responsibility for the administration of these 
regulations; 

"designated smoking area" means an area other than an enclosed room, 
that is designated for smoking under subsection 11(2); 

"designated smoking room" means an enclosed room that is designated 
for smoking under subsection 11(2); 

"employee" means a person who is employed by an employer; 
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"employer" means a person who employs one or more persons; 

"work space" means any indoor or other enclosed space in which 
employees perform the duties of their employment, and includes any 
adjacent corridor, lobby, stairwell, elevator, cafeteria, washroom or 
other common area frequented by such employees during the course vf 
their employment. 

Purpose 

3. The purpose of this Act is to provide a legislative response to a 
national public health problem of substantial and pressing concern 
and, in particular, 

(a) to protect the health of the people in the light of 
conclusive evidence implicating exposure to tobacco smoke in the 
incidence of numerous debilitating and fatal diseases; 

(b) to protect young persons and others, to the extent that is 
reasonable from inducements to use tobacco products and 
consequent dependence on them; 

(c) to enhance public awareness of the hazards of tobacco use 
by ensuring the effective communication of pertinent information 
to consumers of tobacco products; ~~d 

(d) to protect people to the extent that is reasonable and 
possible from the hazards of involuntary exposure to tobacco 
smoke. 

Advertising 

4. (1) No person shall advertise any tobacco product. 

(2) No person shall, for consideration, publish, broadcast or 
otherwise disseminate, on behalf of another person, an 
advertisement for any tobacco product. 

5. Notwithstanding section 4, a retailer may 

(a) expose tobacco products for sale at the retailer's place of 
business; 

(b) post in that place, signs that indicate, otherwise than by 
their brand names or trade marks, the tobacco products offered 
for sale and their prices. 

6. No person shall use the brand name or trade mark of a tobacco 
product in a representation to the public 
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(b) that acknowledges financial or other contributions made by 
the manufacturer or importer of the tobacco product toward such 
an organization, activity or event. 

7. (1) No distributor shall distribute tobacco products in the 
absence of consideration therefore, or furnish tobacco products to any 
person for the purpose of their subsequent distribution without 
consideration. 

(2) No person shall offer any gift or cash rebate or the right 
to participate in any contest, lottery or game to the purchaser of a 
tobacco product in consideration of the purchase thereof, or to any 
person in consideration of the furnishing of evidence of such a 
purchase. 

8. (1) No manufacturer or importer of tobacco products who is 
entitled to use any trade mark in association with those products, and 
no person acting with the concurrence or acquiescence of such a 
manufacturer or importer, shall 

(a) apply the trade mark, in any form in which it appears on 
packages of the tobacco product, to any article other than a 
tobacco product or a package or container in which a tobacco 
product is sold or shipped, or 

(b) use the trade mark in any such form for the purpose of 
advertising any article other than a tobacco product or any 
organization, service, activity or event, notwithstanding that 
the manufacturer or importer is, but for these regulations, 
entitled to use the trade mark in association with that article, 
organization, service, activity or event. 

(2) No person shall distribute, sell, offer for sale or expose for 
sale any article, other than a tobacco product or a package or 
container in which a tobacco product is sold or shipped, that bears a 
trade mark of a tobacco product in any form in which it appears on 
packages of the tobacco product. 

9. (1) No distributor shall sell or offer for sale a tobacco 
product unless the package containing the product displays, in 
accordance with the regulations, messages pertaining to the health 
effects of the product and a list of toxic constituents of the product 
and, where applicable, of the smoke produced from its combustion 
indicating the quantities of those constituents present therein; and 

(2) No distributor shall sell or offer for sale a tobacco 
product if the package in which it is contained displays any writing 
other than the name, brand name and any trade marks of the tobacco 
product, the messages and list referred to in subsection (1), and 
other information that may be required by other laws and regulations. 

10. (1) Every manufacturer or importer of tobacco products of a 
class prescribed for the purposes of this subsection shall provide to 
the Minister, in the prescribed form and manner and at the prescribed 
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intervals, reports identifyin~ the constituents of those products and, 
where applicable, of the smoke produced from their combustion and 
indicating the quantities of those constituents present therein. 

(2) Every manufacturer or importer of tobacco products of a 
class prescribed for the purposes of this subsection shall provide to 
the Minister, in the prescribed form and manner and at the prescribed 
intervals, reports indicating the quantity of those tobacco products 
manufactured or imported by that manufacturer or importer and the 
quantity thereof sold by that manufacturer or importer. 

(3) No distributor shall sell or offer for sale manufactured 
cigarettes if the yield per cigarette of tar, the anhydrous nicotine
free condensate of cigarette smoke, as measured by the methods 
prescribed in subsection (1), is higher than 

(a) 15 mg per cigarette on or after January 1, 1997, and 

(b) 12 mg per cigarette on or after January 1, 2001. 

Protection from Involuntary Exposure to Tobacco Smoke 

11. (1) Every employer, and any person acting on behalf of an 
employer, shall ensure that persons refrain from smoking in any work 
space under the control of the employer. 

(2) An employer may designate for smoking 

(a) enclosed rooms under the control of the employer other 
than rooms normally occupied by non-smokers; and 

(b) areas under the control of the employer on a train, or 
ship or in an airport passenger terminal, railway passenger 
station, interurban bus station or marine passenger terminal 
other than areas normally occupied by non-smokers. 

(3) Notwithstanding subsection (1), an employer may require 
employees, by reason of the nature of their duties, to perform those 
duties in a room or area designated for smoking under subsection (2). 

(4) Where an employer has designated a room for smoking under 
subsection (2) in a building or portion of a building the construction 
of which commenced before January 1, 1997, the employer shall, to the 
extent that is reasonable and practical, ensure that the room is well 
ventilated. 

(5) No employer shall designate a room for smoking under 
subsection (2) in a building or portion of a building the construction 
of which commenced after December 31, 1996, unless the ventilation in 
the designated smoking room exhausts the air to the outside and does 
not recirculate the air within any work space. 
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12. (1) No person shall smoke in any work space under the control 
of an employer except in a designated smoking room or designated 
smoking area. 

(2) An employer shall clearly inform employees and members of 
the public of the prohibition imposed by subsection (1) and of the 
location of designated smoking room and designated smoking areas ~nder 
the control of the employer by posting clearly visible smoking and 
non-smoking signs, as appropriate. 

13. (1) An employer may not designate an area for smoking under 
subsection 11(2) of an aircraft or a motor vehicle carrying passengers 
for hiz-e or reward. 

(2) An employer may not, in respect of a train carrying 
passengers, designate for smoking under subsection 11(2) 

(a) areas comprising more than two thirds of the seating 
accommodation of any class; 

(b) areas on more than two thirds of the cars providing a 
class of seating accommodation; or 

(c) areas comprising more than two thirds of the sleeping car 
accommodation other than enclosed accommodation. 

(3) An employee who becomes aware that a passenger is smoking 
in contravention of section 12 on an aircraft, train, motor vehicle or 
ship operated by the employer shall request the passenger to refrain 
from smoking. 

(4) Where a passenger fails to comply with a request made under 
subsection (3), the employer shall require the passenger to disembark 
at the next scheduled stop following the passenger's failure to 
comply. 

14. Nothing in section 12 or 13 affects the operation of any other 
law or regulation thereunder or any rule of law in relation to the 
protection of persons from exposure to tobacco smoke. 

Tobacco Sales to Young People 

15. (1) Everyone who, in the course of a business, sells, gives or 
in any way furnishes, any tobacco product to a person under the age of 
eighteen is guilty of an offence. 

(2) Where an accused is charged with an offence under 
subsection (1), it is not a defence that the accused believed that the 
person to whom the tobacco product was sold, given or otherwise 
furnished was eighteen years of age or more at the time the offence is 
alleged to have been committed, unless the accused took all reasonable 
steps to ascertain the age of the person to whom the tobacco product 
was sold, given or otherwise furnished. 
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16. Everyone who installs, or causes to be installed, a vending 
machine in any public place knowing that tobacco products will be 
sold, given or in any way furnished therefrom is guilty of an offence. 

Bnforcement, Offences, Punishments and Administration 

17. The Minister may designate as a tobacco product inspector or as a 
tobacco product analyst any person who, in the opinion of the 
Minister, is qualified to be so designated. 

[Additional sections to be inserted here that are in keeping 
with the laws of the country.] 

Regulations 

[Detailed labelling and reporting requirements under sections 9 
and 10 could be specified here.] 
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