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Preface 

This book represents the consolidation of a number of activi- 
ties undertaken by WHO in recent years to review the available 
evidence on tobacco use by women and to identify the most 
promising strategies for tobacco control. 

The events leading to the publication of this book began on 
31 May 1989, the second World No-Tobacco Day, when a round- 
table meeting on "women and tobacco" was held at WHO head- 
quarters in Geneva. It was subsequently agreed that the proceed- 
ings of this meeting should be edited and a paper produced on the 
subject. In the course of the preparation of this paper, it became 
clear that the subject deserved more extensive consideration. 
Accordingly, information on women and tobacco was gathered 
from a variety of countries and a draft monograph was produced. 
The monograph was reviewed by a group of experts who met in 
Geneva from 10 to 14 June 1991, following which it was revised. 

This book is intended to inform all those concerned with this 
previously under-researched and under-publicized subject . It is 
primarily aimed at decision-makers and, in particular, at the staff 
of ministries of health, education, labour and social welfare, legis- 
lators, nongovernmental organizations and community leaders. It 
is also expected that this monograph will prompt the opening of 
new avenues of research and the more systematic documentation 
of issues relating to women and tobacco. 
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Chapter 1 

Women and tobacco: 
the issues at stake 

Women smokers are numbered in millions throughout the 
world, and several million more are dependent on tobacco used in 
other ways. The number of women smokers increases daily, not 
only because of the world's fast-growing population, but also be- 
cause smoking cigarettes is being fostered and encouraged world- 
wide for commercial gain and, in spite of incontrovertible evidence 
on the toll of death, disease, and disability that is being caused, 
many governments have remained ambivalent towards a problem 
that has implications for excise and tax revenue, health and wel- 
fare expenditure, and political expediency. 

The incidence of smoking-related diseases and concomitant 
death rates have increased rapidly among women in many devel- 
oped countries in recent years. In most countries, there are no 
epidemiological indications of a likely decrease in the near future 
and the continuing uptake of smoking in these countries gives 
cause to expect a continuing increase in both disease incidence and 
death rates. In most developing countries, cigarette smoking, so 

I far maintained at a low level, is being fiercely promoted by the 
1 tobacco companies. As more women become dependent on tobac- 

co, the effect will be an inexorable toll on health and well-being; 1 and the impact will be such as to prevent the achievement of 

l WHO'S goal of health for all by the year 2000. 
Tobacco use can be compared to an epidemic; it spreads 

' within societies and from one society, and one population, to 
another. There follows in its wake an epidemic of smoking-related 
disease, albeit after a lapse in time. In the absence of tobacco, 
some diseases such as lung cancer might be almost nonexistent in 
women, and others such as ischaemic heart disease and chronic 
lung disease would be rarer. 

Until recently, the incidence and mortality rates from 
smoking-related diseases had been much lower among women than 
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among men and suppositions that women may be more resistant 
to tobacco have arisen. It is now clear, however, that women are 
not only susceptible to the same tobacco-related diseases as men, 
but are also affected by other specific conditions. 

In the developed countries, where smoking by women is well 
established, the challenge is twofold: to halt the rapid escalation 
in tobacco dependence that is currently occurring in many areas 
and to register more success in reducing the prevalence and inten- 
sity of smoking by women. 

There are many areas of the world, particularly in the de- 
veloping countries, where tobacco use is still at a low level and 
may as yet even be nonexistent among women. Here is where fu- 
ture disease could be effectively prevented. There is, however, a 
lack of knowledge on tobacco use by women in most countries and 
efforts to obtain more factual information are needed so that 
countermeasures can be developed and used more effectively. 

While there is a need for further information, there is suffi- 
cient evidence for public health action on tobacco use by women 
not to be delayed. This monograph is thus intended to provide 
background information on a wide range of aspects of smoking by 
women and to identify the strategies available to combat the grow- 
ing problem of tobacco use among women. 



Chapter 2 

Women and tobacco use: 
patterns and trends 

Tobacco is the single largest cause of premature adult death throughout the 
world. Over the next 30 years tobacco-related deaths among women will 
more than double, so that by the year 2020 well over a million adult women 
will die every year from tobacco-related illnesses. Currently, in the developed 
world, the prevalence of smoking among women is approximately 20-35010, 
whereas in the developing world, it is estimated at 2-10%. 
In the developed countries, smoking by women was socially unacceptable 
for many years. However, by the mid-20th century, in most developed coun- 
tries, smoking by women had increased rapidly. As the health hazards of 
tobacco became apparent, the prevalence of smoking among men declined 
in some developed countries. Prevalence rates among women did not begin 
to decline until later and then only in a few countries; the two rates are cur- 
rently converging in several countries. Today, in many developed countries, 
smoking is predominantly a practice of young women, women with limited 
education, and women of low socioeconomic status. 
In the past, cultural norms were a powerful deterrent to women's smoking 
in the developing world, although there have always been areas in which 
women have practised traditional forms of tobacco use. Currently, in the de- 
veloping world, smoking is linked with a cosmopolitan and affluent life-style. 
With increasing urbanization and career-oriented education, and increasing 
spending power, many young women who aspire to this life-style have taken 
up smoking. There is grave concern that these aspirations, fuelled by ag- 
gressive tobacco marketing, will result in increased prevalence rates among 
women in developing countries, further compounding their present diffi- 
culties. 
This chapter provides the statistical evidence for urging strong tobacco con- 
trol efforts in both the developed and developing world to decrease the epi- 
demic of tobacco use among women. While there is already enough 
evidence to justify urgent action, knowledge of the overall situation among 
women in developing countries is hampered by cultural reticence to admit- 
ting to tobacco use and by the scarcity of survey data. To complement 
tobacco control interventions more effectively and to monitor future trends, 
continuous surveillance will be needed. 
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Tobacco (Nicotiana, a member of the Solanaceae family) is a 
native plant of the Americas, where it was used for ceremonial and 
medicinal purposes for thousands of years by many of the indigenous 
populations. It is believed that the practice of smoking was also known 
in Asia long before Columbus visited the New World. Tobacco was 
one of many plants brought from North America to Europe in the 
1500s by the early European explorers and the use of tobacco quickly 
spread through the European populations. Tobacco was also intro- 
duced to other continents as early as the 1600s by explorers and mis- 
sionaries. In Europe, Portuguese men were the first users of tobacco 
(usually smoked-in pipes), but European women also used tobacco, 
both in pipes and as snuff. During this period, arguments for sexual 
equality were already being made to gain permission and social 
acceptability for women's smoking. 

The advent of machine-manufactured cigarettes in the late 1800s 
was a major factor in cigarettes becoming the dominant form of 
tobacco use in the early twentieth century. Colonization in many parts 
of the world brought about dramatic changes in agricultural patterns; 
colonized countries were encouraged to grow tobacco, and they con- 
tinued to do so after independence because of the substantial earn- 
ings from tobacco exports, making it the most widely grown 
commercial non-food plant in the world. Through exploration, adver- 
tising, marketing, and widespread tobacco cultivation, cigarette use 
continued to spread throughout the world, and progressively became 
superimposed upon traditional tobacco uses. 

Smoking has not always been socially acceptable for men and 
it has been even less so for women. In 1606, two University Decrees 
were issued by Cambridge University which prohibited any student 
or other member of the University from drinking excessively or using 
tobacco. During the 1800s and early 1900s, tobacco use by women 
and children was largely unacceptable. In most developed countries, 
smoking by women was considered to be vulgar, improper and even 
immoral, and the anti-smoking movements in several countries were 
often led by women or women's organizations. Opponents of tobacco 
believed that it exploited the poor and was immoral, unhealthy, hazar- 
dous and unfeminine; however, such attitudes began to change with 
the coming of women's emancipation, combined not only with their 
increasing employment in paid occupations but also their develop- 
ment of careers of their own and a decreasing dependence on men 
for their livelihood. 

During the First World War, sending cigarettes to soldiers was 
deemed patriotic, which effectively put an end to the organized anti- 
smoking movement. As women became more emancipated in North 
America and Europe, through suffrage and dress reform, smoking 
became increasingly acceptable. 

4 
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In the 1920s, women started smoking in public as a sign of 
emancipation and equality, although they smoked considerably 
fewer cigarettes than men (2.4 versus 7.2 cigarettes per day on 
average in the United States in 1929). Smoking became fashion- 
able in the 1930s, particularly among women in the cities; in the 
United States, 18.1 % of women and 52.5 % of men were smokers 
by 1935. 

During the Second World War, as women contributed to the 
national war effort, smoking by women became associated with 
going out to work, and with independence, emancipation and 
patriotism. Women were not only working like men, but adopting 
their behaviour as well. After the war, the prevalence of smoking 
among women was about 40% in the United Kingdom, 30% in 
Australia and 25% in the United States. 

In the United Kingdom, by 1950 the prevalence of smoking was 38% for 
women and 62% for men. Prevalence rates among women reached 45% 
in 1966 before starting to fall as the risks of smoking became evident (I). 

Although some studies had b.een carried out in 1939 and in 
the 1940s (mainly in Germany and the Netherlands), there was lit- 
tle scientific evidence on the harmful effects of tobacco use until 
the 1940s. In 1950, it began to be recognized that cigarette smok- 
ing was associated with serious disease risks. A number of studies 
carried out in the United Kingdom and the United States showed 
an association between smoking and certain forms of cancer, par- 
ticularly lung cancer. 

Nevertheless, cigarette sales continued to increase throughout 
the developed world until the mid-1970s, when information cam- 
paigns against tobacco began to take effect. During the 1970s and 
1980s, stagnation in the growth of the global tobacco economy 
due to reduced demand became evident. As profits are threatened, 
the tobacco industry has started massive marketing in the develop- 
ing countries. Long-term expansion will be seen in developing 
countries because of their dependence on the substantial export 
earnings from tobacco and revenue from domestic use. Moreover, 
the public health campaigns about the hazards of tobacco use are 
at an early stage in many developing countries. 

In some countries, the change from traditional forms of 
tobacco use can be seen as recently as during the last 20 years. In 
Bangladesh the majority of smokers used hookah in the 1970s, 
while the recent smokers are beginning to take up bidi smoking. 



WOMEN AND TOBACCO 

Global overview 

Tobacco use 
The foremost way in which tobacco is used throughout the world 

is for smoking in cigarettes, but in some developing countries, although 
cigarette use has increased since the 1940s, other traditional uses con- 
tinue to predominate, particularly among rural and isolated commu- 
nities. 

Tobacco use can be classified under six principal headings: as 
cigarettes, bidis, cigars, pipe tobacco, snuff and for chewing. 
There are variants of usage within each group. Thus, for example, 
in addition to manufactured ("white") cigarettes, kreteks (cigarettes 
containing tobacco and cloves) are smoked in Indonesia, and papy- 
rosi (cigarettes in which the conventional tip is replaced by a long 
paper tube) are smoked in many parts of the USSR. 

The tobacco in manufactured cigarettes is cut in very thin 
strands, approximately 1 mm in diameter, and a form of "fine cut" 
tobacco is sold loose for smokers to roll their own cigarettes. Hand- 
rolled cigarettes usually yield more tar and nicotine, because the 
tobacco is stronger and the paper used is also thicker and less per- 
meable than the wrapper of manufactured cigarettes; on the other 
hand, they often contain less tobacco than manufactured cigarettes. 

The bidi (beedi, biri) is common throughout south-east Asia and 
consists of tobacco flakes or powder, loosely packed and rolled in 
a dried tendu or temburni leaf. The dhumti in India is similar, but 
the tobacco is rolled in a leaf of the jackfruit tree. Other bidi-like 
smoking devices may have banana leaves or even newspaper as the 
wrapper. 

Cigars are made from cured tobacco leaves rolled and wrapped 
in a dried tobacco leaf and are produced in a variety of shapes and 
sizes. They are also known by different names in different localities: 
e.g. the cheroot and chutta in India; and khi yo, ya muan and tra 
kai in regions of Thailand. All these traditional smoking devices tend 
to use oriental or native varieties of tobacco and the smoke is inva- 
riably extremely strong, containing high levels of tar, nicotine and 
carbon monoxide. 

Pipe smoking, probably the oldest recorded form of smoking, 
is practised in almost all countries and the shapes and names for pipes 
are legion. However, one variety of pipe common to almost all coun- 
tries in the Eastern Mediterranean and parts of Asia is the water pipe 
(hookah, goza or hubble-bubble), a device in which the smoke bub- 
bles through water before being inhaled. The hookah apparatus also 
has many shapes, sizes and names in different countries or areas in 
which it is common. Hookah tobacco shows regional variations; 



it may contain only cured tobacco leaves or the tobacco may have 
been fermented in molasses, honey or fruit juices. The smoke 
again tends to be strong but is rendered less harsh by being bub- 
bled through the water; however, it has a high carbon monoxide 
content because the tobacco is ignited and kept alight by covering 
it with pieces of glowing charcoal. In some Eastern Mediterranean 
countries, hookah smoking by women is often a social event. 

Snuff is used in two different forms: as dried, finely pow- 
dered tobacco which is inhaled through the nostrils or as moist, 
coarsely ground tobacco which is retained in various parts of the 
mouth. 

When tobacco is chewed, it is usually mixed with other 
materials. For example, pan masala ("pan") is extremely common 
in India where it is used by at least 20 million people, and may 
contain some of the following substances: tobacco, betel nut, 
dried dates, catechu, slaked lime, menthol and spices such as 
cardamom, clove, mace and cinnamon. Obviously the mixture can 
vary and tobacco does not always have to be one of the ingre- 
dients. Throughout south-east Asia and in many North African 
and Eastern Mediterranean countries, tobacco is chewed in combi- 
nation with flavourings, frequently lime, and has many names: ga- 
zare (Afghanistan and Pakistan), mainpuri and naswar (Pakistan), 
makla (Algeria), alshammah (Saudi Arabia), shammah (Yemen), 
khaini (India and Nepal), nachouk (Egypt) and zarda, which is 
used in Nepal and includes perfumes and spices and in its more ex- 
pensive forms, musk. 

Mishri (masheri) is a form of burnt tobacco which is used for 
cleaning teeth and is often retained in the mouth. In many de- 
veloping countries where smoking by women is often socially un- 
acceptable, tobacco chewing seems to be more acceptable and is 
relatively widespread. Reverse smoking, where a chutta, dhumti or 
bidi is smoked with the lighted end in the mouth is often more 
common among women in areas where their smoking is ac- 
ceptable. 

Tobacco-related morbidity and mortality 
Currently, tobacco use is estimated to account for 3 million 

deaths per year, about half a million of which are among women, 
reflecting their previous patterns of tobacco consumption. Slightly 
more than half of these deaths occur in the developed world, 
where smoking has been at a higher level and over a longer period 
than in the developing world. Over the past decade or so, there 
have been significant changes in consumption patterns, with con- 
sumption and smoking prevalence rising in many developing coun- 
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tries, especially among men, but remaining unchanged or even 
falling considerably in some developed countries, most notably the 
United Kingdom and the United States. 

In China, for example, which accounts for almost one-third of the entire 
population of the developing world, the consumption of cigarettes in- 
creased from 500 thousand million in 1978 to 1400 thousand million in 
1987. This represents one-quarter of the world's total cigarette consump- 
tion; in 1990, this proportion had risen to about 30%. About 61% of 
Chinese men smoke, compared with slightly less than 7% of women over 
15 years of age (2). 

Surveys conducted during the 1980s indicated that in almost 
60% of developing countries, fewer than 10% of women were 
smokers, compared with about 30% of women in most developed 1 countries. Among women, death rates from lung cancer, a very 
reliable marker of the evolution of the cigarette smoking epidemic, 
are rising virtually throughout the developed world and conse- 
quently the full effects of the massive adoption of cigarette smok- 
ing by women after the Second World War are yet to be seen. 

In many developing countries, low life expectancy has 
masked the onset of the chronic smoking-related diseases. How- 
ever, as life expectancy in these countries improves, the effects of 
the continuing adoption of smoking by women will become more 
evident. In Brazil, for example, it is projected that life expectancy 
will reach about 68 years of age by the year 2000; however, it is 
likely to remain considerably lower in Africa for the foreseeable 
future. Nevertheless, a decisive factor affecting the mortality from 
smoking-related diseases will be the rates at which women take up 
smoking in these countries, which is influenced by factors such as 
traditions, social and cultural norms, beliefs, income and the tar- 
geting of women by the tobacco industry through advertising. 

In view of these trends, what will be the likely future health 
effects of previous tobacco consumption, particularly smoking? At 
the global level, the annual number of tobacco-related deaths is 
expected to rise dramatically from 3 million to about 10 million by 
the year 2020; many of these deaths will be among women. Only 
if there were to be a substantial fall in smoking prevalence among 
adolescents would this epidemic of tobacco-related deaths be 
moderated, since the majority of these deaths will occur among 
the youth and young adults of today, born between about 1950 
and 1980, precisely the period when cigarette smoking was adopt- 
ed extensively on a worldwide scale. Conversely, the majority of 
the tobacco-related deaths which occur today are among smokers 
born before 1950. Of the projected 10 million tobacco-related 
deaths in the year 2020, about 3 million are expected to occur in 
China alone on the basis of current smoking patterns. However, 



if the prevalence of smoking among women increases in develop- 
ing countries, future projections will need to be revised upwards. 

Worldwide prevalence of tobacco consumption 
by women 
While the extent of the epidemic of tobacco-related deaths 

can be deduced for developed countries where vital statistics and 
data on the prevalence of smoking are readily available, precise 
prevalence data for tobacco use in individual developing countries 
are less readily available, especially the prevalence of smoking 
among women. Assessing the epidemic is thus more difficult. The 
best available data, presented in Tables 1-6, give an indication 

Table 1. Prevalence of cigarette smoking among women in the Region of the 
Americas* 

Country Prevalence (%) Date of survey Source 

Argentina 
Bahamas 
Bolivia 
Brazil 
Canada 
Chile 
Colombia 
Costa Rica 
Cuba 
Dominican Republic 
Ecuador 
El Salvador 
Guatemala (urban areas) 
Guyana 
Honduras 
Jamaica 
Mexico 
Panama 
Paraguay 
Peru 
Trinidad and Tobago 
United States of America 
Uruguay 
Venezuela 

(a) 
(b) 
(c) 

National survey 
(b) 
(a) 

(a) (d) 
(a) (4 

(e) 
(e) 

(a) (d) 
(a) (d) 

(e) 
(e) 

(a) (d) 
(d) 
(d) 
(e) 
NA 

(a) (C) ( 4  
NA 
(e) 
(a) 

(a) (d) 
* No data are available for Antigua and Barbuda, Barbados, Belize, Dominica, Grenada, Haiti, 

Nicaragua, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, and Suriname. 
t Data refer to women of childbearing age. 
(a) Gallup, 1988. 
(b) National health department. 
(c) American Cancer Society. 
(d) WHO/PAHO: CD33/24, Rev. 1 (unpublished document; available from WHO Regional 

Office for the Americas, Washington, DC 20037, USA). 
(e) Indicative figures collected by WHO from various sources. 
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Table 2. Prevalence of cigarette smoking among women in the European Region* 

Country Prevalence (%) Date of survey Source 

Austria 28 1984 (a) 
Belgium 28 1988 (b) 
Bulgaria 17 1989 (a) 
Czechoslovakia 28 1990 (C) 
Denmark 45 1988 (b) 
Finland 20 1988 (a) 
France 3 0 1991 (a) 
Germany 27 1988 (b) 
Greece 26 1988 (b) 
Hungary 23 1986 (a) 
Iceland 32 1990 

1988 
( 4  

Ireland 3 1 (b) 
Israel 25 1988 (a) 
Italy 26 1988 (b) 
Luxembourg 3 0 1988 (b) 
Malta 22 1991 (C) 
Netherlands 37 1988 (b) 
Norway 34 1990-9 1 (a) 
Poland 3 5 1989 NA 
Portugal 12 1988 (b) 
Spain 28 1988 (b) 
Sweden 26 1986-89 (d) 
Switzerland 28 1989 (a) 
USSR (Moscow) 1 O t  1986 NA 
United Kingdom of Great 

Britain and Northern Ireland 3 2 1988 (b) 
Yugoslavia 36t NA (C) 

* No data are available for Albania, Belarus, Monaco, Romania, San Marino and Turkey. 
t Data refer to a limited area. 
(a) Communication from Member States. 
(b) Europe Against Cancer. 
(c) Countrywide Integrated Noncommunicable Diseases Intervention programme (CINDI). 
(d) Indicative figures collected by WHO from various sources. 

Table 3. Prevalence of cigarette smoking among women in the African Region* 

Country Prevalence (%) Date of survey Source 

CGte d'Ivoire 
Ghana 
Guinea 
Mauritius 
Nigeria 
Swaziland 
Zambia 

* No data are available for Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cam- 
eroon, Cape Verdi, Central African Republic, Chad, Comoros, Congo, Equatorial Guinea, Ethiopia, 
Gabon, Gambia, Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, 
Mozambique, Namibia, Niger, Rwanda, Sao Tome and Principe, Senegal, Seychelles, Sierra Leone, 
South Africa, Togo, Uganda, United Republic of Tanzania, Zaire and Zimbabwe. 

(a) Indicative figures collected by WHO from various sources. 
(b) Reference 3 .  
(c) Tobacco and society in Nigeria: research trends in production, promotion and consumption 

of cigarettes. Paper presented at the 7th World Conference on Tobacco and Health, Perth 1990. 
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Table 4. Prevalence of cigarette smoking among women in the Eastern Mediterra- 
nean Region* 

Country Prevalence (%) Date of survey Source 

Bahrain 20 1985 (a) 
Cyprus 8 1991 (a) 
Egypt 2 1981 (a) 
Iraq 5 1990 (a) 
Jordan 18 students 1989 (b) 
Kuwait 12 NA (a) 
Lebanon 39 students 1975 (a) 
Morocco 9.1-14.9 NA (C) 
Oman 3-9 1990 (a) 
Pakistan 6 (39 users) 1982 (a) 
Qatar 3-9 1990 (a) 
Sudan 19 1986 NA 
Tunisia 6 1984 (a) 
United Arab Emirates 3-9 1990 (a) 

* No data are available for Afghanistan, Djibouti, Islamic Republic of Iran, Libyan Arab 
Jamahiriya, Saudi Arabia, Somalia, Syrian Arab Republic and Yemen. 

(a) Indicative figures collected by WHO from various sources. 
(b) Jordan times, 30 May 1989. 
(c) The prevalence of smoking among women in Morocco was given as 14.9% in reference 4; 

however, information received by WHO from the Ministry of Health, 26 March 1990, indicated that the 
prevalence was 9.1 % . 

Table 5. Prevalence of cigarette smoking among women in the South-East Asia 
Region* 

Country Prevalence (070) Date of survey Source 

Bangladesh 20 (1)t 1984 (1982)t (a) (c) (d) 
India 3? 1984 (C) 
Indonesia l0  (3.6) 1990 (1986) (b) (e) 
Mongolia 7 1991 (a) 
Myanmar 29t 1989 (b) 
Nepal 58 1991 (a) 
Sri Lanka 1-3.38 1989 ( f) 
Thailand 4 1988 (g) 

- 

* No data are available for Bhutan, Democratic People's Republic of Korea and Maldives. 
t Data refer to women in rural areas and women in two poor village populations, respectively. 
? Data refer to smokers in a rural community. Use of tobacco by women in India may vary 

from 0% to 67%, depending on the area chosen and the form of tobacco use surveyed. 
5 Data refer to a survey of 1% of towns, 3.3% of suburbs and 1% of villages in Sri Lanka. 
(a) Indicative figures collected by WHO from various sources. 
(b) Reference 3 .  
(c) Smoking and Health. Report of a WHO Regional Seminar. 
(d) Cohen N. Smoking and survival prospects in Bangladesh. World health forum, 1982, 3: 

44 1 - 444. 
(e) In: Durston B, Jamrozik K, ed. The global war. Abstracts of the 7th World Conference on 

Tobacco and Health, Perth, I - 5 April 1990. Perth, Health Department of Western Australia, 1990, p. 241. 
Results of household surveys conducted in 1980 and 1986 are given as 3.1 % and 3.6%, respectively. 

(0 Smoking patterns in Sri Lanka 1989. National Cancer Control Programme, Sri Lanka. 
(g) Health and Welfare survey on tobacco use, 1988. Updated in March 1990 by H. Chitanondh, 

National Committee for Control of Tobacco Use, Ministry of Public Health, Thailand. 



Table 6. Prevalence of cigarette smoking among women in the Western Pacific 
Region* 

Country 

Australia 
Brunei Darussalam 
Cambodia 
China 
Cook Islands 
Fiji (Melanesian) 
Fiji (Indian) 
Japan 
Kiribati 
Malaysia 
New Zealand 
Papua New Guinea 
Philippines 
Republic of Korea 
Samoa 
Singapore 
Solomon Islands 
Tonga 
Vanuatu 
Viet Nam 

Prevalence (%) 

27 
7 
-t 

8.28 (7.04)q 
19 

445 
13"" 

14.3 (12.7) 
-t t 
5 

26 
807 7 

18.7 (21.9) 
6.8 

2 2  § 
2.4 

l0  (33) 
8 
10 

0.3-3.4 

Date of survey 

1986-89 
1980 
1990 
1984 
1978 
1980 
1980 . 

1990 (1989) 

1990 
1986-89 

1990 
1988 (1990) 

1990 
1978 
1988 

1989 (1990) 
1990 
1990 
1990 

Source 

* No data are available for Federated States of Micronesia, Lao People's Democratic Republic, 
Marshal1 Islands and Tokelau. 

t Prevalence rates among urban and rural populations were 3% and 10%, respectively. 
7 Data refer to prevalence among women over 20 years of age. Figure in parentheses refers to 

prevalence among women over 15 years of age. 
Prevalence rates among urban and rural populations were 33010 and 50%, respectively. 

** Prevalence rates among urban and rural populations were 4% and 22070, respectively. 
t t Prevalence rates among urban and rural populations were 74% and 66070, respectively. 
$ ? Data refer to a small study of women in certain rural areas. 

5 Prevalence rates among urban and rural populations were 17% and 27%, respectively. 
(a) Hill DJ, White VM, Gray NJ. Australian patterns of tobacco smoking in 1989. Medical jour- 

nal of Australia, 1991, 154: 797-801. 
(b) Indicative figures collected by WHO from various sources. 
(c) Reference 2. 
(d) Reference 5. 
(e) Regional Working Group on Tobacco or Health, Australia, March 1990. 
(f) WHO Regional Office for the Western Pacific. Report of Regional Working Group on 

Tobacco or Health, Perth 1990. 
(g) Hae Sook Lee, I1 Soon Kim. Cigarette smoking rates for Koreans for the past 80 years - 

birth cohort analysis. In: Durston B, Jamrozik K, ed. The global war. Abstracts of the 7th World Con- 
ference on Tobacco and Health, Perth, 1-5 April 1990. Perth, Health Department of Western Austra- 
lia, 1990, p. 163. 

of the prevalence of smoking among women in the various WHO 
Member States; however, the quality of the data is variable and 
the figures should be taken only as a general illustration of com- 
ments in the following chapters. 
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Developed countries 

The current situation 
In developed countries, the prevalence and intensity of smok- 

ing among women show marked variations, depending on factors 
such as the duration of smoking, the age at which smoking starts, 
socioeconomic background, educational attainment and nature of 
occupation. These factors are discussed in Chapter 4. In general, 
the countries in which smoking was first taken up were the first 
to show a decline in the prevalence of smoking among women. It 
should be noted that even in some European countries, such as 
Greece and Spain, the prevalence of smoking among women ap- 
pears still to be increasing. 

Currently, in some developed countries, the numbers of men 
and women who smoke are converging, albeit at different rates 
(Table 7), but with fewer men than women taking up smoking, 
even this equalization may be destroyed and more women than 
men may become dependent on tobacco. 

In Australia and the United States, men and women are quitting smok- 
ing at about the same rate but more young women than young men are 
taking up smoking; as a result, the gap between male and female smok- 
ing prevalence rates has closed (6, 7). It has been predicted (8), on the 
basis of current trends in the United States, that there will be more fe- 
male smokers than male smokers by 1996. 
In Canada, 3.2 million women and 3 .3  million men were smokers in 
1989 (9). 

In addition, there are many other developed countries where 
the prevalence of smoking among women is not declining as rapid- 
ly as it is among men, thus there may also be more female smokers 
than male smokers in the future. For example, Table 7 suggests 
that there has been a significant decline in the prevalence of smok- 
ing among women in Canada and the United Kingdom and a 
stabilization or even a very slight decrease in Australia and the 
United States of America. The data for Finland suggest a slight in- 
crease in prevalence among women in the late 1980s. 

Prevalence data do not give the total picture, since the ways 
in which women smoke will also influence the effects tobacco will 
have on their health. In general, women smoke fewer cigarettes 
than men and these tend to be lower in tar and nicotine; their pat- 
terns of inhalation may also be different. They rarely smoke pipes 
or large cigars and the use of small cigars tends to be restricted to 
women in a few social groups and even then only on a few social 
occasions. Unlike the situation prevailing in many developing 
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Table 7. Prevalence of cigarette smoking in five developed countries 

Country Year 

A us tralia a 

Men (%) 
Women (%) 

Canada 
Men (%) 
Women (%) 

Finland 
Men (%) 
Women (%) 

United 
Kingdom a 

Men (Q) 
Women (%) 

United States 
of Americad 
Men (%) 
Women (%) 

a Data refer to prevalence of daily smoking at 16 years of age and above. 
Data refer to prevalence of smoking at 15 years of age and above. 

C Includes all forms of smoking. 
Data refer to prevalence of regular smoking (see Annex 1). 

Source : WHO Country Database. 

countries, particularly among rural populations, tobacco chewing 
is rare among women in developed countries. 

The situation in eastern Europe and Japan is different from I 
that in other developed countries. In Japan the proportion of l 

women who smoked increased to about 15% during the early 
1980s; it has since fallen slightly, but is still high compared with 1 
other Asian countries. The low prevalence of smoking among 1 
Japanese women relative to women in other developed countries is 
probably due to the unavailability of cigarettes immediately fol- 1 
lowing the Second World War, combined with traditional attitudes ' 
against women smoking. However, current estimates suggest that 
12% of girls aged 13-15 years and 26% of girls aged 16-18 years 
smoke, and health authorities in Japan state that those who leave 
school early smoke much more. If these higher smoking rates 
among teenagers persist into adulthood, women in Japan will face 
appalling health consequences in the future. 

There are considerable variations in the patterns of tobacco 
use in the countries of central and eastern Europe. In some coun- 
tries, such as Czechoslovakia, Hungary and Poland, smoking fol- 
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lows a pattern similar to  that in other developed countries, espe- 
cially among the urban population; however, in rural areas of 
these countries, as well as in Bulgaria, Romania and large parts of 
the former USSR, smoking is rather uncommon and follows more 
traditional patterns. Following the Second World War, however, 
the appointment of women in the USSR to posts traditionally oc- 
cupied by men, linked to an aspiration to equality, led to an in- 
crease in tobacco smoking in certain population groups; even so, 
it is still not considered acceptable for women in the USSR to 
smoke on public transport, in theatres and in most public places. 

Statistics on the overall prevalence of smoking, while giving 
a broad indication of tobacco use in a population, conceal very 
significant differences in smoking patterns among population sub- 
groups. In some countries, such as Spain, women have only re- 
cently begun to smoke in significant numbers, with virtually all 
this uptake being confined to younger women. Figure l illustrates 
that the prevalence of smoking among Spanish women below 45 
years of age is of the order of 40-50%, compared with 2-5% 
among those aged 45 years and over. This age pattern is typical 
of many developed countries and points to a future epidemic of 
smoking-related deaths among women unless smoking cessation 
programmes are successful. On the other hand, the comparatively 
low rates of lung cancer among women in France, Portugal and 
Spain reflect the low prevalence of smoking among women in the 
past. In other countries, such as Denmark, the United Kingdom 
and the United States, where smoking has been common among 
women of all ages, lung cancer death rates are much higher. 

Young women and smoking 
The changing patterns of smoking among girls can be used 

to predict not only future patterns of tobacco-related morbidity 
and mortality, but also changes in smoking prevalence in the fe- 
male population. The health risks associated with smoking are 
directly related to  the age at which smoking starts and the duration 
of dependence (see Chapter 3). Almost a thousand million packs 
of cigarettes are illegally sold to youngsters in the United States 
each year, and it is known that the younger the age at which in- 
dividuals take up smoking, the more likely it is that they will con- 
tinue to smoke throughout their lives; about 90% of adult smokers 
take up smoking as children and adolescents. 

The WHO Cross-National Survey of Health Behaviour in 
School-age Children, undertaken in 1986 in ten European coun- 
tries (Table g), showed a higher prevalence of smoking among 
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Fig. 1. Distribution of smokers by sex and age in Spain, 1987 
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Source : National health survey, 1987. 

young women (aged 15 years) than young men in five of these 
countries. In other countries, such as Denmark, Germany and the 
United States, surveys have shown higher rates of smoking among 
young women (aged 14-19 years) than among young men (10). It 
appears that in many countries the prevalence of smoking among 
girls is the same as that among boys, and what is threatening for 
the future is that tobacco consumption is high in both groups. 

In Finland, recent declines in smoking among teenage girls have been 
reversed (11), while in Canada in 1987, smoking prevalence was growing 
fastest among teenage girls (12). 
Among women in the United States, the average age of starting regular 
smoking has progressively declined with each successive birth cohort - 
from 35 years of age for those born before 1900, to 16 years of age 
among those born between 1951 and 1960 and is now virtually identical 
to that of young men. Every day more than 1600 American teenage girls 
smoke for the first time, and by 17-19 years of age, smoking preva- 
lence among women exceeds that among men (National census). 
In the United Kingdom, the prevalence of smoking among boys was 
higher than among girls in 1986; in 1991 it is estimated that 27% of 
15-year-old girls in England and Wales smoke compared with only 18% 
of boys. Since 1961 the proportion of men of all ages who smoke has 
fallen by more than half, to 33%; the proportion of women who smoke 
(30%) is now almost the same, except in Scotland where more women 
than men smoke. It is in the younger age groups that the changes have 
been greatest; 28% of women aged 16-19 years and 37% of those aged 
20-24 years now smoke (l). 

16 
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Table 8. Prevalence (9%) of smoking among 15-year-olds in ten developed coun- 
tries, 1986 

Country Smoke Smoke Smoke Do not Have NO. of 
daily weekly less smoke never subjects 

than (have smoked 
weekly tried) 

All countries 

Austria 

Belgium 

Finland 

Hungary 

Israel 

Norway 

Scotland 

Sweden 

Switzerland 

Wales 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Boys 
Girls 

Source: WHO Cross-National Study on Children's Health Behaviour. 

It is difficult to make a more detailed comparison because of 
the differences in age groups surveyed and in dates of surveys. 
What is clear, however, is that the situation is changing rapidly 
and regular studies should be undertaken and publicized as such 
information has important implications for policies relating to 
tobacco control. 

In the United Kingdom, 15% of smokers aged 11 years smoked more 
than 26 cigarettes a week, compared with 58% of those aged 15 years; 
however, young men are more likely to be heavy smokers than are young 
women (l). 

The use of smokeless tobacco (chewing tobacco and snuff') is 
currently rare among girls and women in developed countries. Its 
use by young men is relatively widespread in some developed 
countries, such as Sweden and the United States and the challenge 
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Fig. 2. Heavy smoking among young people 
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is to ensure that these forms of tobacco use are not taken up by 
girls. 

In Sweden the per capita smokeless tobacco consumption fell by about 
75% between 1920 and 1976, but then it began to increase due to the 
marketing of new products (moist snuff), reflecting a marked shift in 
the age distribution of users. According to data obtained in 1986, moist 
snuff is mainly used by young people, especially young men, and has 
become more popular than chewing tobacco or nasal snuff. Use of 
these products by women remains very low (13). 
In Canada the overall usage rate for moist snuff among young people 
in the national population is less than l % ,  but use in certain occupa- 
tional, ethnic or regional groups may be many times higher than the 
national rate. For example, 17% of Indian girls and 20% of Indian 
boys aged 10-14 years use snuff (14). Snuff is less expensive than 
cigarettes, and appeals to children and younger teenagers, but is often 
replaced by cigarettes by older adolescents. 

Groups at high risk 
In countries where smoking has declined among women, it 

has become increasingly associated with economic and social dis- 
advantages. Although smoking was first adopted by the more af- 
fluent educated women, these women were also the first to give it 
up. The female smoker is now more likely to have a limited educa- 
tion; have a lower status job or be unemployed (see Table 9); be 
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on a low income; be single, separated or divorced; or be subject 
to other forms of deprivation. 

In Sweden 53% of single mothers smoke compared with 26% of all 
adult women (15). 
Evidence from the United States shows that the narrowing gap in preva- 
lence rates between men and women is due, in part, to higher rates of 
uptake of smoking among less educated young women: women without 
a college education are more than twice as likely to take up smoking as 
those who go to college (16). According to a survey conducted from 
1978 to 1980, the highest rates of smoking were among cashiers (44%), 
machine operators (41 %), nurse aides (41 %), factory workers (38%), 
waitresses (38%), and hairdressers (37.5%). The lowest rates were 
among elementary school teachers (1 9.8 %), secondary school teachers 
(24.8%), bank tellers (25.7%), registered nurses (27.2%), and child-care 
workers, excluding those in private households (28.9%). 

Studies in the United Kingdom have shown that the prevalence of smok- 
ing among women under 60 years of age is highest among those who are 
widowed or separated (52% in 1984 against 35% of married women), 
working in the home (39% against 33% of those working full-time) or 
unemployed (48%) (17). Table 9 shows that while smoking prevalence 
has decreased in all occupational groups, the figures remain higher 
among manual workers than other groups. 

A survey in New Zealand showed that female smokers were more likely 
to be in manual or unskilled occupations, have family problems or 
depressive symptoms and make excessive use of other dependence- 
producing substances. The highest proportion of smokers in the popula- 
tion was among the unemployed (52Vo for women in 1984) and those 
who received social security benefits (12). 

In Canada, smoking is also affected by class and occupational factors. 
People of lower and manual or unskilled classes are more likely to 
smoke than those belonging to the middle and upper classes. About 25% 
of female teenagers use tobacco every day, and almost 40% of women 
in their early twenties; prevalence rates are slightly higher than for 
teenage boys and young men. While 28% of employed women smoke, 
the rate rises to 40% for the unemployed. More smokers (women and 

Table 9. Prevalence of smoking among women by socioeconomic group in the 
United Kingdom, 1973-86 

Percentage of women smokers 
Year Professional Employers Clerical and Skilled Semi- Unskilled 

and administrative manual skilled manual 
managers workers workers manual workers 

workers 

Source: reference 17. 
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men) are found in clerical and service occupations than in the other sec- 
tors (18). 

In Australia also, smoking rates are higher among the unemployed, and 
manual or unskilled workers than among clerical or administrative wor- 
kers, for both women and men (6). 

It has also been found that ethnicity and race may lead to so- 
cial and economic disadvantages, which in turn have been asso- 
ciated with higher smoking rates among women. 

In New Zealand, Maori women and men smoke more than the white 
women and men; they are also among the poorest people in New 
Zealand and have one of the world's highest smoking rates for women. 
In Canada, a study on Indians in north-western Ontario showed that 
over half of the population smoked; among the women aged 15-24 
years, almost 70% were smokers. 
In the Northwest Territories, the prevalence of smoking among Inuit 
girls was 61%; among Inuit adults the figure was 93070, and was higher 
in women than men (12). However, in the United Kingdom, white wom- 
en smoke more than black women, while Asian women smoke very little 
(10)- 

Developing countries 
On a world scale, tobacco consumption is increasing by 2.1 % 

per annum. In developing countries tobacco consumption is in- 
creasing by about 3.4% per annum, while in developed countries 
it is decreasing by 0.2% per annum. Because of technological 
changes in the manufacture of cigarette tobacco, the changes in 
the number of cigarettes smoked are far greater than these percen- 
tages would indicate. In many developing countries, although 
sufficient information on trends and socioeconomic factors related 
to smoking among women may not always be available, it has 
been estimated that 2-10% of women smoke; in general, the 
prevalence of smoking among women in these countries remains 
low compared with that among men or with that among women 
in developed countries. There is an indication that in some de- 
veloping countries, smoking among women is increasing and it is 
likely, as a result of accelerating international trade in tobacco 
products and the introduction of new types and flavours of 
cigarettes, together with the related advertising and marketing, 
that there will be further increases in the future. 

The challenge facing developing countries is to prevent smok- 
ing from reaching the scale found in developed countries, particu- 
larly because increased tobacco consumption threatens to undo 
much of the progress made in health development for women. For 
women in developing countries, with low rates of tobacco use, it 
may still be possible to avoid a future epidemic and the associated 
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social and economic costs of further avoidable premature deaths 
and ill health caused by tobacco. 

Evolution of tobacco use among women 
In the majority of developing countries, smoking by women 

has been considered to be socially unacceptable; in some countries, 
a woman's smoking might even bring shame upon her father or 
her partner, thus reducing his social standing. However, there 
have always been small areas in which these restrictions did not 
apply and where women's smoking behaviour was similar to that 
of men, for example in certain areas of India, Nepal, Papua New 
Guinea, and northern Thailand. 

In some regions where women smoke, their smoking be- 
haviour is different from that of men. For example, in certain 
parts of India the practice of reverse smoking has been more 
prevalent among women than among men. In sub-Saharan Africa, 
smoking behaviour can vary between different tribes; thus in 
Kenya women belonging to the Masai, Samburu, Kisii and Kikuyu 
tribes are non-smokers but among the Luo tribe, more women 
than men are smokers. In the Arab world, smoking by women 
differs from one area to another: in many of the countries, women 
may smoke hubble-bubble at family gatherings or at all-women 
social gatherings. In some of the countries, however, they do not 
admit to smoking at all. 

Throughout the developing world, there is often a sharp dis- 
tinction between the smoking behaviour of the rural populations 
and that of the urban populations. Those living in the towns and 
cities have largely abandoned the traditional methods of using 
tobacco in favour of cigarettes. In some developing countries, 
cigarette smoking is now an activity of the younger, educated and 
more affluent women, usually in large cities, while older women 
in rural areas have retained the traditional ways of using tobacco. 

The pattern and level of smoking among women in develop- 
ing countries are also varied. Although the prevalence and intensi- 
ty of smoking may be lower, the average tar and nicotine levels of 
cigarettes sold in developing countries are usually higher than in 
developed countries. Women's consumption of tobacco will be in- 
fluenced by the fact that they generally have less access to already 
scarce financial resources, and are constrained by traditional and 
cultural factors, as well as social norms and beliefs in many 
countries. 

A questionnaire survey in Morocco showed a very low rate of smok- 
ing (9.8%) among devout Muslims aged 14-65 years, with a minimal 
rate among women (0.4%) (4). 
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The age of starting to smoke is also different from developed 
countries, and in some developing countries, young women are 
less likely than young men to be heavy smokers (i.e. smoke 20 or 
more cigarettes a day). While in many developed countries there 
is a slower rate of decline of smoking among women and in some 
cases, more teenage girls than teenage boys smoke, in developing 
countries rates for young women are usually low. 

In Costa Rica, there is evidence to suggest that women are starting 
to smoke at younger ages (19). 
In rural areas of the Islamic Republic of Iran it is not acceptable for 
young women to smoke but there is less stigma attached to smoking 
by older women, such as hubble-bubble smoking. 

While smoking by women is often socially unacceptable, 
tobacco chewing is more widely accepted and the prevalence of 
chewing is surprisingly high among women in many developing 
countries. In Kenya, the prevalence of tobacco chewing among the 
women in the Masai, Samburu and Luo tribes is high at all ages 
and tobacco is also chewed by the older women in the Kikuyu 
tribe. Tobacco chewing is also fairly common among women in 
south-east Asia, where it may be combined with reverse smoking. 

Regional patterns 
Vast differences in sociocultural behaviour occur between 

regions and are reflected in the wide variations in patterns of 
tobacco consumption among women. However, all the patterns 
and trends point to a forthcoming serious problem. 

Africa 
It is currently estimated that only about 10% of women in 

Africa smoke, but rates are increasing, especially in urban areas. 
In rural areas a limiting factor is cash resources and, away from 
the towns, fewer women smoke and the intensity of smoking by 
women is usually lower; however, tobacco chewing is not uncom- 
mon. The situation in both rural and urban areas may be 
changing. 

In 1973, fewer than 3% of Nigerian women students smoked, but by 
1982 the figure had reached 24% among female university and poly- 
technic students, and 52% among female trainee teachers. These stu- 
dents may now be in positions in which they will set an example to 
the community at large (20). 
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In the early 1980s, 0.75-5.9% of women in Ghana smoked (21); in 
Swaziland, the prevalence rates were 3%, 4% and 7% for smokers, oc- 
casional smokers and ever smokers,' respectively (22). Among students 
in secondary and tertiary education institutions in Zambia, 4% of the 
women were smokers, but in the general population 7-10% of women 
were daily smokers (23). Among medical and paramedical students in 
1983 in the Gondar College of Medical Sciences, Ethiopia, 3% of wom- 
en were smokers, a rate similar to that found among the women in a 
Nigerian nursing school (8%) (24, 25). 

As would be expected, smoking behaviours vary between the 
different African countries and between the different areas or 
tribes within those countries. In Zambia, the conventional meth- 
ods of using tobacco (cigarette, cigar and pipe) are common in 
urban settings, but traditional methods (snuff and mishanga) re- 
main popular in the rural areas. Such patterns probably exist in 
most of the African countries and it is also likely that, within 
many of the countries, there will be tribal differences similar to 
those found in Kenya (see p. 21). 

In only a few of the African countries have there been any 
surveys of smoking in the general population; the few surveys 
reported tend to have been carried out on specific groups such as 
students. These can, however, be useful in forecasting future 
trends. The level of development, the degree of urbanization and 
the extent of penetration of life-styles which the young feel a need 
to emulate if they are to be considered sophisticated or successful, 
are all factors that are leading to an increase in the adoption of 
smoking in many African countries, particularly among educated 
and affluent women. 

The information on incidence and mortality from smoking- 
related diseases is also limited; however, it suggests that the level 
of smoking by women is not insignificant and is increasing. 

In Mauritius, the number of deaths from three smoking-related cancers 
(cancers of the lung, larynx and oral cavity), calculated as a percentage 
of total cancer deaths, has increased over the period 1969-86: from 
6% to 10070 for women and from 19% to 29% for men. The stan- 
dardized lung cancer death rates at ages 35-69 in 1960-64 were 20.6 
per 100 000 for men and 2.8 per 100 000 for women. By 1985, these had 
increased to 37.3 per 100 000 for men and 9.0 per 100 000 for women. 
A ma1e:female ratio of 7: 1 in 1960 and 4: 1 in 1985, suggests that women 
are increasingly taking up smoking. By 1987 the ratio had become 
3.5:l (26). 

Defined as people who have smoked at any time, including in the past. 
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Latin America 

Information about the prevalence of smoking has not been 
systematically available for most countries in Latin America and 
the Caribbean. 

In 1971, the Pan American Health Organization (PAHO) con- 
ducted a survey in 8 cities in Latin America to determine age- 
adjusted smoking prevalence rates for adult women and men. 
The prevalence of smoking among women ranged from 7% to 
26% (compared with 30070 among women in the United States), 
being higher among women in countries of the southern cone and 
the Andean subregion, than among those in Central America, 
Mexico and Peru. In all cities, women began to  smoke at older 
ages and had a lower prevalence rate than men, although the differ- 
ence was less marked in cities with higher levels of tobacco con- 
sumption. In most cities, the age-adjusted prevalence of ciga- 
rette smoking among women increased with higher levels of edu- 
cational attainment. 

Almost 150 surveys of smoking behaviour have been conduct- 
ed in the past 20 years in Latin America and the Caribbean. Unfor- 
tunately, these surveys differ considerably in their sampling 
methods, target populations, definitions, weighting procedures and 
reporting formats, thus comparisons are difficult and should be in- 
terpreted with caution. 

Overall, the results of the recent surveys show wide variations 
in the prevalence of smoking among women in Latin America, from 
3% in La Paz, Bolivia, to 49% in Buenos Aires, Argentina. 

The prevalence rates among women are usually lower than 
those among men, and are generally between 10% and 39%. 
Most reports of recent surveys indicate that the prevalence among 
women is increasing. In general, prevalence rates are lower in the 
less developed, predominantly rural areas and higher in countries 
that have undergone modernization, such as Argentina, Brazil, 
Chile and Uruguay, where almost as many women as men smoke. 

Prevalence appears to be higher among young men than 
among young women and higher in the urban areas of the more de- 
veloped countries of the region. Smoking among young people ap- 
pears to be more common in the non-Latin Caribbean than in 
Central America, Mexico, and the Latin Caribbean. The prevalence 
of smoking among adolescents is high in some areas, and may even 
exceed that among adults. Almost half of the surveys reported a 
prevalence of greater than 30% for young men, and almost one- 
third reported a prevalence of greater than 30% for young women. 
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Surveys of women of childbearing age have been conducted 
in some countries in Latin America. The prevalence of smoking 
varies considerably: one-quarter of the surveys reported a preva- 
lence of more than 30070, and more than half reported a prevalence 
of greater than 20%. 

Although many social and demographic changes have oc- 
curred in Latin America and the Caribbean over the past two de- 
cades, four main factors may have contributed to the increase in 
prevalence of cigarette smoking in the region, namely: 

- aging of the population; 
- increasing urbanization; 
- greater access to education; 
- entry of women into lucrative employment. 

Thus in Costa Rica, 24% of the affluent urban women are smokers com- 
pared with only 10% of the poorer rural women (19). There is a trend 
towards smoking by younger age groups and this was also seen in Chile 
where, among high school students (mean age 16 years) in Santiago, 
57% of boys and 59% of girls were smokers, 85% of them smoking up 
to 40 cigarettes per week (3). 

South-east Asia 

Cigarette consumption by women in south-east Asia appears 
to be very low. It is more or less static overall, measured on a per 
capita basis: there may have been a slight increase in smoking 
prevalence in one country (Thailand) and a small decrease in 
another (India), but overall the change is limited. However, in most 
south-east Asian countries, cigarettes represent only a small part of 
tobacco use. Thus, in assessing the health effects of tobacco, other 
forms of tobacco use should be taken into account, such as smok- 
ing the kretek, bidi, chutta, dhumti, khi yo, ya muan, chilum and 
the water pipe, and the widespread practice of tobacco chewing: 
gazare, khaini, naswar, zarda, and pan masala. 

When every type of tobacco use is taken into account, the 
per capita consumption patterns look very different, showing a 
much higher level than is seen when cigarettes only are considered. 
While smoking, particularly cigarette smoking, is predominantly 
practised by men, chewing is very common among women. In 
some areas of south-east Asia, such as in some parts of rural India 
and in Nepal, women smoke bidis and chutta, often in reverse 
smoking. Similarly, pan chewing and the use of mishri (masheri) 
are very common in many areas of the Indian subcontinent, being 
used by as many as 38-59% of women, and in Andhra Pradesh, 
reverse smoking of chutta is considered more "feminine" than the 
non-reversed chutta smoked by men. 
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In Nepal, approximately 60% of the women smoke bidis (10). A study 
in two hill villages in Nepal (1983-84) showed that 62.4% of females 
smoked every day. A previous study of the rural area around Kathman- 
du (1980) had found that 60.6% of females smoked daily (3). 
In Bangladesh, smoking by women is limited by poverty, customs and 
beliefs, although bidi smoking is common among poor rural women 
(10). 
In Indonesia, the main form of smoking is the kretek. Although smok- 
ing by women is not common, it has increased from 3.1% in 1980 to 
3.9% in 1986; among primary school girls, 10% were recorded as being 
smokers (27). 
In India, the prevalence of smoking among female students was 2-5% 
in the early 1980s. No figures are available for the urban population, but 
it is estimated that no more than 5% of women are smokers. There are 
a number of well-defined areas in India where men, women and children 
all use tobacco. In Kerala, women chew tobacco; in Bihar, they smoke 
bidis, cheroots and hookah; in Goa, dhumti; in Maharashtra, Gujarat 
and Bihar, kaini, or something similar; and in Andhra, chutta in reverse 
smoking. In areas where women smoke there is usually an equal number 
of male and female smokers (28). 

Eastern Mediterranean 

The prevalence of smoking among women in the Region is 
affected by cultural issues, and smoking is still considered to be 
vulgar, improper and immoral. 

Several surveys have been conducted in Egypt, which showed that the 
prevalence of smoking among women and men was 0.9% and 39.8% 
respectively in 1978-79 and 1.5% and 32.5% in 1979-81 (29). In 1986, 
the prevalence rates were 1.0% and 39.8% and in a smaller-scale survey 
in 1988, the rates were 2.3% and 30.7% respectively (30). 
In Morocco a recent survey has shown that in secondary schools, only 
8.6% of female students are smokers compared with 33070 of male stu- 
dents. These rates are slightly increased at university level, with 10.9% 
of young women and 44.3% of young men smoking; the average rate (in 
urban areas) is 14.9% for women and 58.2% for men. Furthermore, a 
survey of adults working in towns (Table 10) has show that the preva- 
lence rate is highest among women who are doctors or other profession- 
als (4). 

Table 10. Prevalence of smoking among adults working in towns in Morocco 

Profession 
Prevalence (%) 

Men Women Average 

Various professions 
Medical doctors 
Paramedical personnel 

Source: reference 4. 
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In the Gulf region, a recent survey has shown that about 8% 
of women and 33% of men are smokers. It was also found that 
smoking prevalence was high among professional and expatriate 
women. 

Western Pacific 

Throughout the Region there are wide variations in smoking 
behaviour, which relate to ethnic origins, geographical areas, 
urban/rural differences, and the degree to which western life-styles 
have penetrated the cultures. The prevalence of smoking among 
women in the Region appears to be less than 10%, except in cer- 
tain rural areas of Papua New Guinea, where the prevalence is 
80%. However, the overall prevalence among women is increasing 
because of the increasing number of schoolgirls who are taking up 
smoking. 

A survey of schoolchildren in Manila, Philippines in 1984 (31) found 
that 19% of the girls were smokers; thus smoking among women in 
Manila could now be at this level. Similarly, a survey of schoolchildren 
in Tahiti in 1979 found that the prevalence of smoking was slightly 
higher among girls (22%) than among boys, and this pattern could now 
be reflected in the adult population of the area (32). 
In many of the small Pacific island communities, the prevalence of 
smoking among women showed marked variations, but was seldom less 
than 20% (5). 
The largest country of the Region, China, could be expected to display 
a wide range of patterns. A survey of schoolchildren in "key" schools 
and in ordinary schools was reported in 1982. (Key schools are schools 
with the best student grades, best teachers and highest rate of students 
proceeding to higher education). In the ordinary schools, smoking by 
girls ranged from 0.4% at 12-13 years to 1.1% at 16-17 years. In the 
key schools, the rate was zero throughout. A household survey in Shang- 
hai County, published in 1982, reported an overall prevalence of 2.6% 
among women aged 15-70 years, with the highest rate (11.6%) in the 
age range 60-69 years. In this survey, only 44% of men were smokers, 
which contrasts with the rate of 95% reported for a rural area near 
Guangzhou; however, there was no indication whether the female smok- 
ing prevalence was also higher in this area. Information received recently 
by WHO (1991) from the National Patriotic Health Campaign Commit- 
tee gives the results of a 1984 survey of the population over 15 years of 
age. Smoking prevalence for men was given as 60% and for women the 
figure was 7%. The prevalence among women increased with increasing 
age and was higher among "workers" than among those in professional 
occupations (2). 

A recent survey in Hong Kong found that the prevalence of smoking 
among both children and adults was higher in industrialized and densely 
populated urban areas than more residential areas. Among grade 3 and 
4 children (8-11 year olds) 10.2% of boys had tried smoking compared 
with 5.7% of girls (33). 
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Anti-smoking activities have been in evidence in Singapore since the 
1970s and they appear to have had some success. A survey in a low- 
income community with a demographic structure reflecting that of the 
Singapore population as a whole, carried out in 1978, showed that the 
prevalence of smoking was 6.3% among women and 44.3% among men. 
In 1984, the rates had fallen to 34.9% among men and 3.4% among 
women, and by 1988 were lower still at 24.6% among men and 2.4% 
among women. Although smoking is now declining in Singapore, the 
high levels of the early 1980s are still having their effect in an increasing 
lung cancer rate for both men and women. It is interesting to note that 
the smoking prevalence rates in different ethnic groups in 1978 (Chinese 
45%, Malay 13% and Indian 6%) are reflected in the age-standardized 
lung cancer rates per 100 000: for men, Chinese 64.4, Malay 21.3, and 
Indian 13.1; and for women, Chinese 18.9, Malay 6.7, and Indian 7.4 
(4) 

Monitoring the epidemic 
The global and regional smoking patterns presented above 

show that urgent action to control the smoking epidemic is needed 
in developing as well as developed countries. 

The prevalence of tobacco smoking among women is well 
documented in most developed countries, as are the history and 
trends of smoking among women. Data on tobacco consumption 
and consequent ill health are comparatively rare in developing 
countries and more information on prevalence patterns and trends 
would greatly enhance the efficacy of any intervention. 

Data produced by various countries are difficult to compare, 
and will remain so for some time as the tools for the collection of 
the information have not yet been standardized. In the special case 
of surveys on tobacco consumption by women, as already men- 
tioned, care must be taken to ensure that prevalence data are not 
distorted by cultural norms or the acceptability of smoking by 
women in certain societies. 

Confronted with the lack of information, and the diversity of 
the available data, and in response to a request by the World 
Health Assembly to monitor and report regularly on the progress 
and effectiveness of Member States' tobacco control programmes, 
WHO designed and circulated a summary country profile on the 
subject. This profile addresses tobacco consumption and preva- 
lence, together with tobacco-related mortality and morbidity and 
other issues essential for the development and evaluation of tobac- 
co control programmes. Section 1 of this profile outlines the 
"ideal" information on tobacco consumption, prevalence and in- 
tensity that should be collected at intervals of one or two years if 
possible. The profile, which is reproduced in Annex 1, can be used 
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as a basis for collecting information on tobacco use by women and 
monitoring its effects. 





Chapter 3 

Tobacco or health1 

Tobacco is a unique consumer product because of the number of deaths 
and diseases to which it is directly linked as a causal factor. The effects 
of tobacco consumption have been extensively documented for devel- 
oped countries and to a lesser extent for developing countries. It is now 
clear that smoking-related diseases have become "equal opportunity" 
diseases, affecting women and men in similar ways, if they have similar 
exposure to tobacco and smoking behaviour. Furthermore, women have 
additional specific risks related to reproduction. Smoking also contributes 
to poverty and malnutrition. 

Constituents of tobacco 
The different ways in which tobacco is used have been exam- 

ined in Chapter 2. The biological and health effects of tobacco 
consumption, including dependence, are caused by its various con- 
stituents. 

Constituents of tobacco smoke 
When a cigarette is smoked, a large number of chemical 

compounds are formed at the burning end, which are either in- 
haled through the cigarette as mainstream smoke, or are emitted 
into the air as sidestream smoke. 

Information and data presented in this chapter are based on many published studies (see 
references on pp. 103-106), and on unpublished evidence available to the International Agency for 
Research on Cancer and the World Health Organization. 
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Tobacco smoke is an aerosol, consisting of a particulate 
phase, composed of liquid droplets, dispersed in a gashapour 
phase. It contains a large variety of compounds, some 4000 of 
which have been identified and many have been quantified. Many 
of the major classes of organic chemical compounds are represent- 
ed; these compounds could also be classed by their effects on the 
body tissues, as chemical asphyxiants, irritants, ciliastatic com- 
pounds, carcinogens, cocarcinogens or pharmacologically active 
compounds; some have several effects. 

The aerosol particles in mainstream smoke vary in size from 
0.15 pm to 1.3 pm, with a mean value of 0.4 pm. In sidestream 
smoke the particles are smaller, varying from 0.01 pm to 0.1 pm. 
Thus, the particles, the vapour phase constituents and the perma- 
nent gases can all reach the alveoli when inhaled and, indeed, it 
has been shown that smoke reaches every part of the trachea, 
bronchi and lungs and smoke constituents have been found to 
have been phagocytosed by alveolar macrophages. 

Cancers of the trachea, bronchus and lung are caused by the 
deposition of carcinogens in these tissues. Some carcinogens are 
absorbed by the lungs and transported to other parts of the body, 
where they initiate cancer in other tissues. 

Various diseases, grouped under the collective title of chronic 
obstructive pulmonary disease (COPD), arise from the smoke con- 
stituents which cause ciliastasis, produce hypersecretion and 
changes in the chemical structure and physical nature of mucus, ir- 
ritate the bronchi and bronchioles, and cause inflammation of the 
membranous bronchioles . 

The cardiovascular and cerebrovascular diseases are caused 
by the many smoke constituents that pass through the lungs and 
dissolve in the blood, affecting the haemoglobin, platelets, vascu- 
lar tissues and heart rate. 

Constituents of smokeless tobacco 
At least 2500 chemical constituents of unburnt tobacco have 

been identified. These include, in addition to compounds derived 
from the tobacco itself, many substances that are added to the 
tobacco during cultivation, harvesting and processing. Many of 
the major classes of organic chemical compounds are represented 
and among these are many with biological activity detrimental to 
health, such as irritants, carcinogens and psychoactive substances, 
the principal representative of the latter being nicotine. 
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Nicotine dependence1 
Nicotine, an alkaloid, is a constituent of all tobacco products 

and is fundamentally the reason why people use tobacco: nicotine- 
free tobacco does not satisfy the needs of those who are dependent 
on tobacco. 

Alkaloids are a group of chemical compounds of plant ori- 
gin, many of which have long been used by people for their medi- 
cinal properties, their psychoactive effects and as poisons. Most 
alkaloids are poisonous at high concentrations and nicotine is no 
exception; at high exposure levels it is a potent and lethal poison. 

Alkaloids are by definition alkali-like and nicotine can exist 
as the free base or as a salt. When tobacco is combined with lime 
for chewing, as in south-east Asia, the nicotine is released from 
the tobacco as the free base, and absorbed in the mouth. Smoke 
from pipes and cigars also contains nicotine as the free base which 
is absorbed in the mouth and nose. The smoke from other 
nicotine-delivery devices, particularly cigarettes, is acidic; in this 
case, the nicotine is absorbed in the lungs. 

The absorption of nicotine by the blood is very rapid; nico- 
tine is quickly distributed to the brain and its effects on the central 
nervous system are manifested almost instantaneously. 

Studies in both humans and animals have shown that nico- 
tine is a potent psychoactive drug. High doses can lead to intoxica- 
tion and death; at doses typically obtained from tobacco products, 
nicotine is responsible for much of the pleasure and satisfaction 
obtained by tobacco users. Through activation of nicotine recep- 
tors in the central nervous system, nicotine can produce depen- 
dence. It also appears that nicotine can alleviate various dysphoric 
states associated with boredom, stress, and the nicotine withdrawal 
syndrome. 

Nicotine administration can lead to tolerance and physiologi- 
cal dependence. Tolerance is indicated by the diminished response 
to repeated doses of nicotine. Nicotine-induced physiological de- 
pendence and withdrawal are specific to the administration or 
removal of nicotine itself. The withdrawal syndrome includes a 
craving for nicotine, impaired ability to concentrate, disrupted 
cognitive performance, mood changes, and impaired brain func- 
tion. The severity of the symptoms may be such that heavy smok- 
ers are unable to abstain permanently from tobacco without treat- 
ment; however, the symptoms usually disappear within a few weeks. 

This section is based on information received from Dr J. Henningfield, Chief, Clinical Phar- 
macology Branch, National Institute on Drug Abuse, Addiction Research Center, Baltimore, MD, USA. 
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Nicotine dependence, like other forms of drug dependence, is 
a progressive, chronic, relapsing disorder. The severity of the dis- 
order varies from low levels to levels at which the behaviour is 
highly resistant to change. 

Mortality and morbidity 
In 1980 the report of the US Surgeon-General on The health 

consequences of smoking for women (34) exposed clearly the falla- 
cy of the belief that women were immune to tobacco-related dis- 
eases. This impression was gained from studies conducted between 
1950 and 1980, which compared the death rates from tobacco- 
related diseases among men with those among women. More re- 
cent research has shown that whenever the cigarette smoking 
characteristics - in particular duration and intensity - of women 
emulate those of men, their relative risks of smoking-related illness 
are likely to be similar. 

Currently, tobacco use is estimated to account for 3 million 
deaths per year. More than half of these occur in developed coun- 
tries, and more than 300 000 of them are among women in these 
countries. The cumulative exposure of women to tobacco (primari- 
ly from smoking) has been much higher in these countries than in 
the developing countries and as a consequence the death rates 
from smoking-related diseases among women in developing coun- 
tries are likely still to be relatively low. However, the mortality 
rates from other forms of tobacco use among women (primarily 
chewing) is substantially higher in developing countries, with an- 
nual estimates of at least 100 000 deaths in India alone. Current 
trends suggest that among women who smoke, at least 25% will 
die from smoking-related diseases. 

In Chapter 2, it was pointed out that the uptake and increase 
in tobacco consumption by women is mainly in the form of smok- 
ing, particularly cigarette smoking; consequently this chapter will 
concentrate on this issue. However, in some developing countries 
such as India, cigarette smoking represents only a small fraction 
of the total tobacco consumption, in particular among women in 
rural areas. In these countries, smokeless tobacco is also imposing 
its burden of tobacco-related diseases and deaths. The risks of oral 
cancer, as well as of numerous odontological disorders and dis- 
eases of the mouth and gums, are greatly increased by the use of 
smokeless tobacco. Smokeless tobacco use has also been shown to 
be related to hypertension and an increased heart rate. In addition, 
tobacco chewing poses specific risks for women, e.g. for potential 
adverse effects on the fetus during pregnancy. 
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Fig. 3. Estimated distribution of deaths from various smoking-related diseases 
among women in developed countries, 1985 
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In countries where smoking is a long-established custom, 
about 90% of lung cancer cases, 30% of all cancers, and over 
80% of cases of chronic bronchitis and emphysema are attribu- 
table to tobacco use, as are some 20-25% of deaths from coronary 
heart disease and stroke. In countries where smokeless tobacco use 
has been predominant, such as in the Indian subcontinent, it is a 
major cause of oral cancer. 

An overview of the principal causes of smoking-related 
deaths among women in the developed countries for which reliable 
mortality statistics are available is given in Fig. 3. Of the 300 000 
deaths attributable to smoking among women in these countries in 
1985, 21.1 % were coded to lung cancer, 41 % to cardiovascular 
diseases, primarily coronary heart disease and stroke, and 18.1 % 
to chronic obstructive pulmonary disease. The proportionate dis- 
tribution was similar for men. 

In 1980 the US Surgeon-General made the following com- 
ments about women smokers in the United States, which can also 
be expected to apply in other countries: "Women demonstrate the 
same dose-response relationships with cigarette smoking as men. 
An increase in mortality occurs with an increase in the number of 
cigarettes smoked per day, an earlier age of beginning cigarette 
smoking, a longer duration of smoking, inhalation of cigarette 
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smoke, and a higher tar and nicotine content of the cigarette. 
Women who have smoking characteristics similar to men may ex- 
perience mortality rates similar to men" (34). 

A recent study which examined the life expectancies of cigarette smokers 
and non-smokers in the United States found that women and men who 
are heavy smokers at 25 years of age can expect at least a 25% shorter 
life than non-smokers (35). 

A summary of the relative risks1 for smokers in the United 
States for various causes of death is given in Table 11. In addition 
to the gender differences, Table 11 demonstrates how the risks for 
women multiplied over the two decades between the two studies, 
commensurate with their longer exposure to smoking. This is par- 
ticularly evident for lung cancer, where the relative risk increased 
almost fivefold to a level similar to that found for men in the 
1960s. A similar pattern is found in most developed countries and 
is likely to emerge in a growing number of developing countries as 
exposure to tobacco increases. 

Table 11. Summary of estimated relative risks for various causes of death among 
current cigarette smokers aged 35 years and older, Cancer Prevention Study, 
1959-65 (CPS-I) and 1982-86 (CPS-11) 

Men Women 
Underlying cause of death 

CPS-I CPS-I1 CPS-I CPS-I1 

Coronary heart disease, 
age 35 1.83 1.94 1.40 1.78 
Coronary heart disease, 
age 35-64 2.25 2.81 1.81 3 .OO 
Cerebrovascular lesions, 
age 35 1.37 2.24 1.19 1.84 
Cerebrovascular lesions, 
age 35-64 1.79 3.67 1.92 4.80 
Chronic obstructive 
pulmonary disease 8.81 9.65 5.89 10.47 
Cancer of the lips, oral 
cavity, and pharynx 6.33 27.48 1.96 5.59 
Oesophageal cancer 3.62 7.60 1.94 10.25 
Pancreatic cancer 2.34 2.14 1.39 2.33 
Laryngeal cancer 10.00 10.48 3.81 17.78 
Lung cancer 11.35 22.36 2.69 11.94 

Source: reference 36. 

Relative risk describes the risk of dying or developing a disease for a person exposed to a 
particular risk factor (in this case cigarette smoking) compared with someone not exposed. 

36 
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Estimates of relative risks are not available for women in de- 
veloping countries, but current rates of tobacco-related diseases 
are likely to be generally lower than in developed countries as rela- 
tively few women smoked until recently. Since there is a definite 
time-lag between the onset of smoking and the development of 
smoking-related diseases, such as lung cancer and heart disease, 
the number of tobacco-related deaths among women in both 
developed and developing countries is likely to increase well into 
the next century. 

Tobacco consumption is also an important cause of morbidi- 
ty, affecting the quality of life of women, either as sufferer or 
carer for other family members affected by tobacco-related dis- 
eases. I11 health arises from numerous tobacco-related conditions, 
including respiratory distress, gastric ulcers and pregnancy compli- 
cations. The adverse effects of smoking on pregnancy range from 
low birth weight to increased incidence of spontaneous abortions, 
premature births, stillbirths and neonatal deaths. Low birth weight 
is one of the strongest predictors of infant mortality. 

Tobacco smoke is not only dangerous to the smoker but to 
nearby non-smokers as well. Besides the acute effects of eye and 
throat irritation due to exposure to the smoke, passive smoking is 
detrimental to the respiratory tissues and increases the risk of lung 
cancer and cardiovascular disease in non-smokers. Children are 
particularly vulnerable to the damaging effects of enforced passive 
smoking. 

Thus, in the case of women it is not enough to consider only 
the direct effects of tobacco consumption because, in most socie- 
ties, they are also the primary carers of children and their smoking 
puts these children directly at risk, as well as providing role models 
of smoking to children. Parental smoking may also have economic 
consequences and repercussions on the child's well-being (e.g. few- 
er resources may be available to purchase food). 

Cardiovascular diseases 
Among the causes of death related to tobacco use, cardiovas- 

cular diseases represent the most important absolute risk. Both 
nicotine and carbon monoxide are contributory or supportive fac- 
tors in the development of coronary artery and peripheral vascular 
disease. In many developed countries, there have been dramatic 
falls in mortality from these diseases due largely to a reduction in 
risk factors, including smoking cessation. Further reductions in 
mortality are possible with further decline in smoking. 
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Coronary heart disease 
Coronary heart disease (CHD), including acute myocardial 

infarction (heart attack) and chronic ischaemic heart disease, is 
more common in women who smoke than in those who are non- 
smokers. Cigarette smoking increases the risk of CHD by approxi- 
mately twofold, and in younger women it may increase the risk 
several-fold . Cigarette smoking also acts synergistically with other 
CHD risk factors, producing a risk greater than the sum of all the 
individual risks. 

Overall, the death rate from CHD among smokers is 
80-90% greater than among non-smokers, equivalent to a 
2-4-fold greater risk of sudden death. The risk of myocardial in- 
farction is multifactorial. The presence of one or more of the 
major CHD risk factors, such as cigarette smoking, hyper- 
cholesterolaemia, and hypertension puts individuals at high or very 
high risk. The risk of CHD is also increased among diabetic smok- 
ers and among smokers with genetic familial hyperlipidaemias. 

Studies in North America, northern Europe and Japan have 
shown that cigarette smokers are at greater risk than non-smokers 
for fatal and non-fatal myocardial infarction and for sudden 
death. Women who smoke and use oral contraceptives are on 
average about 5-10 times more likely to develop heart disease 
than those who use the pill and do not smoke. This risk increases 
with age, and is particularly high among women over 40 years. 
The estimated risk of myocardial infarction among current smok- 
ers also increases with the number of cigarettes smoked daily and 
does not depend on either the nicotine or carbon monoxide yield 
of the cigarette. In other words, the risk of CHD is not reduced 
by smoking cigarettes with a lower tar and nicotine yield. This is 
particularly important for women who may smoke these cigarettes, 
thinking them to be safer. 

However, there is clear evidence that giving up smoking 
markedly reduces the risk of dying from heart disease or stroke. 
This decline in risk is evident soon after giving up smoking and 
continues with time. There is thus considerable scope for further 
marked declines in mortality and morbidity from CHD among 
women as smoking cessation programmes become more effective. 

Cerebrovascular disease 
In populations where women have smoked for several de- 

cades, it is estimated that smoking accounts for approximately 
55% of deaths from cerebrovascular disease in women under 
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65 years. The two major types of cerebrovascular disease (collec- 
tively known as "stroke") are: (a) cerebral infarction, and (b) 
cerebral haemorrhage. Cigarette smoking makes a significant, in- 
dependent contribution to the risk of stroke, which increases with 
the number of cigarettes smoked. Use of both the pill and 
cigarettes synergistically increases the risk of cerebral haemorrhage 
in women. 

Until recently, the relationship between cigarette smoking 
and the risk of stroke had been unclear. Recent studies have now 
confirmed that smoking is an important independent risk factor 
for stroke in both women and men and that the risk decreases on 
cessation of smoking. The risk of stroke among women smokers 
is highest among middle-aged women and stroke is therefore 
responsible for a significant number of premature deaths among 
women smokers. 

At herosclerosis 
While the incidence of peripheral vascular disease is increased 

among all smokers, the condition is more common in men than in 
women. There is a significant association between cigarette smok- 
ing and atherosclerosis, cigarette smoking being directly related to 
the extent of atherosclerotic disease involving large and small ar- 
teries in the lower extremities. Diabetes mellitus and cigarette 
smoking are key risk factors for arterial disease of the lower ex- 
tremities and the cause of many amputations. 

Aortic aneurysm 
Cigarette smoking has been associated with an increased risk 

of aortic aneurysm. The mortality rate from abdominal aortic 
aneurysm among cigarette smokers (male and female) is 2-8 
times the rate among non-smokers. 

Hypertension 
Cigarette smoking has also been associated with low serum 

levels of high-density lipoprotein and hypertension. Smoking by 
patients with hypertension is an important disease risk factor; the 
risk of coronary heart disease and stroke is 50-60% higher in 
smokers with high blood pressure than in non-smokers with high 
blood pressure. 
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Cancer 

Each year, it is estimated that about 6.5 million new cases of 
cancer occur throughout the world, with about half of them occur- 
ring in men and half in women. For women, the most common 
cancers are breast cancer, cervical cancer, colorectal cancer, 
stomach cancer and lung cancer, in that order. Among men, lung 
cancer is most common (reflecting their longer and more extensive 
exposure to tobacco than women), followed by stomach cancer, 
colorectal cancer, cancer of the mouth and pharynx and prostate 
cancer. 

In developed countries, smoking is estimated to cause about 
85 000 cancer deaths a year among women or approximately 8% 
of all deaths from cancer among women. Among men, over 
500 000 cancer deaths a year or just over 40% of all cancer deaths 
are attributable to smoking. The proportions are undoubtedly low- 
er in developing countries but are increasing. 

In India it is estimated that about one-fifth of all cancers in women are 
attributable to tobacco use (37). 
In south-east Asia, where smokeless forms of tobacco are widely used, 
cancers of the mouth and pharynx are twice as common as lung cancer 
in men and are the third most common form of cancer in women. 

Lung cancer 
Cigarette smoking is considered to be the major cause of 

lung cancer in populations where smoking has been common for 
many years. In developed countries, smoking is associated with 
about two-thirds of lung cancer cases among women; however, in 
the United Kingdom and United States, where women have been 
smoking for several decades, it is associated with about 80% of 
cases. Since the 1960s, there has been a steady and dramatic in- 
crease in the number of deaths from lung cancer among women; 
overall, death rates from lung cancer among women in developed 
countries increased by almost 200% between 1957 and 1987 (see 
Fig. 4). Lung cancer death rates in Japan, Norway, Poland, 
Sweden and the United Kingdom doubled, and in Australia, Den- 
mark and New Zealand increased by 200%. In Canada and the 
United States, the rates increased by over 300%. 

In addition to the number of deaths, the suffering ex- 
perienced by cancer patients should also be recognized. Unfor- 
tunately, for most tobacco-related cancers, particularly lung 
cancer, the case-fatality rate (death rate among those who have the 
disease) is very high and survival is usually short, of only a few 
months' duration. 
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Fig. 4. Trends in lung cancer mortality by sex in developed countries, 1957-87 

1955 1960 1965 1970 1975 1980 1985 1990 
Year 

* Death rate for each period expressed as a percentage of the mortality level for 1955-59. 

The risk of lung cancer among women smokers increases 
with the number of cigarettes smoked per day, duration of smok- 
ing behaviour, degree of inhalation, age of starting to smoke, and 
amount of tar (high, medium or low). In the determination of the 
risk of lung cancer associated with the quantity of tobacco 
smoked, two components can be identified: the number of 
cigarettes smoked per day and the duration of smoking behaviour. 
While an increase in either factor leads to a higher risk, the effect 
of the duration of smoking is greater than that of the daily con- 
sumption of tobacco. 

Cigarette smoking is associated with the majority of cases of 
lung cancer in women and men. In addition, some cases are linked 
with passive smoking, while others are linked with exposure to 
other carcinogens, such as radon. There have been reports of an 
increased risk of lung cancer among coal miners and studies have 
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been conducted to examine the risk for subjects exposed to radon 
in their homes. Most of the increase in risk occurred among smok- 
ers. Living in houses with a high level of exposure to radon will 
be especially harmful to women smokers, who usually spend more 
time at home. 

Evidence for cigarette smoking being the major cause of lung 
cancer mortality is provided in Fig. 5, which illustrates the sharp 
increase in mortality among women smokers in the United States 
over the period 1960-86, compared with the constant low rate 
among women who are non-smokers. 

Fig. 5. Age-standardized death rates from lung cancer among women in the 
United States. 1960-86 

150 

non-smokers 

In Japan, Scotland and the United States, lung cancer now 
accounts for more deaths among women than breast cancer (Fig. 
6). In other parts of the United Kingdom, as well as in Australia 
and Denmark, lung cancer mortality rates among women are 
reaching breast cancer mortality rates. In England and Wales, 
lung cancer mortality rates among women have increased by 250% 
since the 1970s, and have almost overtaken breast cancer in wom- 
en aged 65-75 years who started smoking during the Second 
World War. 

The trends in mortality from lung cancer among women in 
developed countries are shown in Table 12. Only in a few coun- 
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Fig. 6. Trends in age-standardized death rates from lung and breast cancer 
among women aged 35-74 years, Scotland and the United States, 1955-89 

80 

1 tries (France, Portugal and Spain) are lung cancer death rates still 
low; however, the rates in these countries will rise sharply in the 

I near future as a result of the very significant proportions of young ' women who now smoke. 
As more and more women die from lung cancer, the levels 

of mortality from the disease in some countries are rapidly con- 
verging towards those in men. As Fig. 7 shows, the male to female 
ratio of lung cancer death rates in countries such as Australia, 
Denmark, England and Wales, and the United States declined dra- 
matically from 7-10:l in the early 1960s to 3:l in 1985. This I trend is expected to continue as the smoking epidemic among men 

I in these countries stabilizes or begins to decline but rates for wom- 
en continue to rise. 

Other cancers 
Figures based on studies in the United States of America 

show that smoking is associated with a very significant proportion 
of other cancers in women, including cancer of the oral cavity 
(6 1 %), oesophagus (75 %), pancreas (34%), larynx (87 %), bladder 
(37%), and kidney (12%). 
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Table 12. Patterns and trends of lung cancer mortality among women in devel- 
oped countries, 1950-90 

Age-standardizeda mortality rate from lung cancer per 100 000 population 
Country 

1950-54 1960-64 1970-74 1975-79 1980-84 1985-9ob 

Group I - Mortality high and rising 
Australia 
Canada 
Denmark 
England & Wales 
Hungary 
Ireland 
New Zealand 
United States 

Group 2 - Mortality intermediate and rising steadily 
Austria 
Belgium 
Czechoslovakia 
Germany 
Italy 
Japan 
Netherlands 
Norway 
Sweden 
Switzerland 

Group 3 - Mortality low and rising slowly 
Finland 6.1 5.4 6.1 7.5 
France 4.5 5.2 5.1 5 -3 
Portugal 3.1' 3.4 4.6 4.6 

Group 4 - Mortality still on plateau 
Spain 3.4 5.2 5.9 5.8 

a The "European" population age structure was used as the standard. 
Latest available year. 

C Data refer to 1955-59. 

Source: Lopez AD. Changes in tobacco consumption and lung cancer risk; evidence from na- 
tional statistics. In: Hakama MM et al., ed. Evaluating effectiveness of primary prevention of cancer. 
Lyon, International Agency for Research on Cancer, 1990, pp. 53-76 (IARC Scientific Publications, 
No. 103). 

Laryngeal cancer has recently become more common in 
women. Smokers are at higher risk of the disease, thus with the 
increased prevalence of smoking among women, an increase in the 
incidence of laryngeal cancer could be expected. Such a tendency 
may be present in a few countries, but is difficult to assess ac- 
curately because of the still low rate of the disease in women. 
However, the male to female ratio of laryngeal cancer death rates, 
which in most parts of the world is of the order of 10-20:1, is 
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Fig. 7. Trends in male/female mortality ratio from lung cancer in selected coun- 
tries, 1950-86 

much lower (5-6:l) in countries such as Canada and the United 
Kingdom, where women smoked heavily in the past. 

Oral cancers include cancers of the lips, tongue, gums, buc- 
cal mucosa, hard and soft palate, salivary glands, floor of the 
mouth and oropharynx. Oral cancer is a major problem in certain 
developing countries, particularly in south-east Asia, where a vari- 
ety of traditional tobacco uses (e.g. chewing or smoking with the 
burning end of the chutta inside the mouth) are associated with 
85-90% of cases among women. Cigarette, pipe and cigar smok- 
ing have all been linked to an increased risk of oral cancer. 
Heavy use of alcohol has been identified as an independent risk 
factor. The use of both tobacco and alcohol combined with poor 
oral hygiene or inadequate dentition also increases the risk of de- 
veloping oral cancer. 

Use of smokeless tobacco products (snuff and various forms 
of chewing tobacco) has been associated with cancers of the gingi- 
va, mouth, lips, tongue, pharynx, larynx and oesophagus. Inha- 
lation of snuff has also been linked to the occurrence of nasal 
cancer. 

The highest reported incidence rate in the world for cancer 
of the mouth is among women in Bangalore, India, where women 
have considerably higher rates than men; this pattern is also found 
in Madras. In contrast, the incidence of lung cancer among wom- 
en in these cities is extremely low. Again, this shows that when as- 
sessing the global effects of tobacco consumption, it is not 
sufficient to consider only cigarette consumption and lung cancer. 
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The risk of oesophageal cancer increases with the use of 
tobacco and alcohol. Mortality rates from the disease among pipe 
and cigar smokers are similar to rates among cigarette smokers. 

Cigarette smoking is a risk factor for both urinary bladder 
and kidney cancer. Smoking compounds the risks of certain tropi- 
cal diseases: the risk of bladder cancer, for example, is greater 
among people suffering from schistosomiasis, and P-naphthyl- 
amine contained in tobacco tar is a bladder carcinogen (38). 
Smoking also enhances the risk of bladder cancer associated with 
certain occupational exposures. 

Cigarette smoking is closely linked to the occurrence of pan- 
creatic cancer, with the risk increasing with an increase in cigarette 
consumption. 

Studies have shown that the mortality ratio for pancreatic cancer was 
1.94 for Japanese women smokers in comparison with non-smokers, and 
2-3 for women smokers in Sweden and the United States (34, 39). 
Studies in Japan and Sweden have shown that women who smoke are 
1.6-2.7 times more likely to develop bladder cancer than those who do 
not smoke (34). 

Significantly, for women, cigarette smoking has been as- 
sociated with a twofold increase in the risk of cervical cancer. 
This may in part be due to confounding with other risk factors 
since this form of cancer is also strongly linked with certain types 
of sexual behaviour which might be more prevalent among smok- 
ers than non-smokers. Young women who start smoking at an ear- 
ly age, for example, may also become sexually active at an earlier 
age than those who do not smoke. 

A number of studies have shown a slightly lower risk of en- 
dometrial cancer among women smokers. This may be due to the 
anti-estrogenic effect of tobacco. However, the prevalence of this 
type of cancer is very low and the reduction in risk is negligible 
compared with the greatly increased risk of other cancers associat- 
ed with smoking. 

Bronchopulmonary diseases 
There are several bronchopulmonary disease conditions that 

are classified under the heading chronic obstructive pulmonary dis- 
ease (COPD). Undoubtedly, smoking is the most important risk 
factor for COPD in developed countries, although atmospheric 
pollution in cities and indoor pollution from fires in houses 
without chimneys are major contributory factors for women in de- 
veloping countries. Industrial dust and fumes in the workplace 
have also been implicated, but to a much lesser extent. COPD may 
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be defined as a condition characterized by the development of air- 
ways obstruction and the presence of chronic bronchitis, bronchio- 
litis, emphysema or asthma. Emphysema, a major component of 
COPD, is an abnormal permanent enlargement of the air spaces 
distal to the terminal bronchioles, either from dilatation or from 
obstruction of their walls. Most people who die from COPD have 
emphysema. 

In the United States, COPD morbidity has significantly increased in 
women, while it has remained almost constant in men. The trends in the 
prevalence of COPD - stable or downwards for men since 1980, and 
upwards for women - are consistent with changes in cigarette smoking 
among these groups (37). 

Several studies have shown that respiratory conditions, such 
as cough, sputum, wheezing and dyspnoea (shortness of breath) 
are more common among smokers than among non-smokers. 
There is also a higher frequency of pulmonary functional abnor- 
malities among smokers. 

The prevalence of chronic bronchitis among smokers in- 
creases with the number of cigarettes smoked per day. A close 
relationship has been demonstrated between cigarette smoking and 
chronic cough or sputum production in women; these symptoms 
also increase with the number of packs smoked over the years. 

In developed countries, COPD mortality is highest in the 
eastern European countries, England and Wales, Ireland, and 
Scotland, and is lowest in southern Europe, Israel and Japan. 
However, differences are difficult to quantify because of differ- 
ences between countries in diagnostic and coding practices. In the 
past, the trend in COPD mortality has been upwards. In recent 
years there have been substantial declines in death rates in most 
countries for the major causes of death, but not for COPD or 
lung cancer. 

In the United States, COPD is one of the few leading causes of death 
that has shown a steady increase since 1950. The trend for COPD mor- 
tality has been similar to that for lung cancer. More than 95% of COPD 
deaths occur in people over the age of 55. Men have appreciably higher 
death rates than women; however, the rate of increase has been much 
more rapid among women than men since 1979. Whereas men showed 
a 16% increase in mortality, women have experienced a 73% increase 
(40). It has been estimated that the smoking-attributable proportions of 
mortality from COPD in the USA are 84% for men and 79% for women 
(41). 

In European countries, COPD mortality in women over 55 
years is increasing. In England and Wales, the increase is about 
8-9% per year; trends are also upwards for women in France, 
the Netherlands, and Scotland. 
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In a Swedish study, the death rate from bronchitis, emphysema and 
asthma among female smokers was 2.2 times that among non-smokers; 
this ratio is similar to that reported for the United States (39). 

In developing countries few reliable data are available and it 
is difficult to give a precise picture of the situation. In some coun- 
tries, such as China and Nepal, the combination of smoking and 
passive smoking with exposure to domestic smoke from cooking 
and heating in poorly ventilated houses has been associated with 
an increased incidence of chronic bronchitis and cor pulmonale. 

Reproductive health 
Smoking is associated with increased risks of infertility. 

Women who smoke are more susceptible to infections of the 
reproductive tract and may be less fertile. For example, women 
who smoke more than 20 cigarettes a day are three times more 
likely than non-smokers to take more than a year to conceive, with 
three times the risk of primary tuba1 infertility, and a greater risk 
of ectopic pregnancy. 

Furthermore, women who smoke and use oral contraceptives 
are at greater risk of cardiovascular disease than those who use the 
pill and do not smoke (see p. 37). 

Smoking during pregnancy has been associated with prema- 
ture delivery, spontaneous abortion and fetal and perinatal death. 
Some of the conditions present a risk for the health of the mother 
herself, and may occur particularly in countries where pregnant 
women do not generally have easy access to adequate care in the 
event of problems such as ectopic pregnancy, and where there is 
a greater incidence of anaemia among women. 

In the Indian subcontinent, associations have been reported 
between use of smokeless tobacco during pregnancy and adverse 
reproductive outcome. In one study, the stillbirth rate among 
women who chewed tobacco during pregnancy was much higher 
than that among women who did not. Furthermore, the offspring 
of the mothers who chewed tobacco had a lower birth weight; this 
was associated with a decrease in the mean gestation period (42). 

Similarly, smoking during pregnancy has been shown to in- 
crease the risk of delivering a low-birth-weight baby, independent- 
ly of factors such as race, parity, maternal size, socioeconomic 
status, sex of child, or gestational age. There is a dose-response 
relationship, i.e. the more the woman smokes during pregnancy, 
the greater the reduction in birth weight. If the mother is able to 
give up smoking by the fourth month of gestation, her risk of 
delivering a low-birth-weight baby is similar to that of a non- 
smoker. 
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According to research conducted in developed countries, 
women who smoke have 1.2-1.8 times as many spontaneous 
abortions as women who are non-smokers. 

In a study at three hospitals in New York, USA, the risk of having a 
spontaneous abortion for regular smokers increased by 46% for the first 
10 cigarettes smoked a day, and by 61% for the first 20 cigarettes (36). 

Smoking is an important risk factor for perinatal death. It 
has been estimated in some developed countries that if all women 
gave up smoking, the number of fetal and infant deaths would 
drop by approximately 10%. The sudden infant death syndrome, 
a major cause of infant mortality in developed countries, has also 
been linked to maternal smoking during pregnancy. Mortality 
from this condition has been rising in several countries and in 
some countries, such as France, Germany and the United King- 
dom, now accounts for 20-25% of all infant deaths. 

A recent survey of more than 360 000 births in Missouri, USA, and a 
survey of 281 000 births in Sweden, have shown that smoking plays a 
significant role in late fetal and early neonatal death, especially when 
combined with other biological risk factors, such as high maternal age 
and multiple births. The Swedish study suggested that smoking was 
responsible for 1 1  % of late fetal deaths and 5% of early neonatal deaths 
(36). 

In those developing countries where the health of the mother 
and her baby is already jeopardized because of poverty and mal- 
nutrition, these disadvantages combined with the effects of smok- 
ing will have an even greater impact on the incidence of perinatal 
mortality. 

In Chile it is estimated that 10% of non-accidental perinatal deaths are 
attributable to smoking (36). 

Menstrual disorders including dysmenorrhoea, premenstrual 
tension, irregular menses and secondary amenorrhoea have been 
associated with smoking, and women who smoke typically go 
through the menopause two or three years earlier than non- 
smokers. Cigarette smoking seems to increase the risk of estrogen- 
deficiency diseases, such as postmenopausal osteoporosis and sub- 
sequent fractures. After the menopause, the risk of cardiovascular 
disease among women becomes equal to that among men. 

Other effects on well-being 
Nicotine reduces the circulation of blood and the uptake of 

oxygen, affecting not only the skin, but also the hair and the eyes. 
Contrary to the images of youthful and healthy women often 
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promoted in cigarette advertising, smoking produces bad breath, 
gum disease, dental problems, a hoarse voice, cough, a decreased 
sense of smell, stained teeth and fingernails, and premature 
wrinkles. 

Similarly, use of smokeless tobacco can stain the teeth and 
cause bad breath, tooth erosion, dental caries, tooth loss, a 
decreased sense of taste, alveolar bone destruction and gingival 
recession, as well as other effects on gingival and periodontal 
health. The healing of oral lesions has also been noted to be slow- 
er among users. 

Smoking and occupational health 
In addition to the direct effects caused by tobacco consump- 

tion, smoking may interact with hazardous materials in the 
workplace. 

- Tobacco products may become contaminated with toxic 
agents in the workplace; they can facilitate the entry of 
the agent by inhalation, ingestion and skin absorption. 

- Chemicals may be transformed into more harmful agents 
with smoking. 

- Certain toxic agents in tobacco smoke may also be 
present at the workplace, leading therefore, to increased 
exposure to the agent. 

- Smoking may act synergistically with toxic agents. 
- Smoking can cause accidents at the workplace, for exam- 

ple, fires and even explosions. 

Women with the same occupational exposure to environmen- 
tal hazards and smoking behaviour as men are likely to develop 
similar health problems. Furthermore, smoking and occupational 
exposure may have a cumulative effect on the health of the fetus 
or the mother during pregnancy. 

Air pollution or occupational exposures were often believed 
to be the main reasons for increased lung cancer mortality. While 
these factors have been shown to be linked to mortality from lung 
cancer and the occurrence of other respiratory diseases, active 
smoking has been shown to have a much greater effect. Indeed, 
in situations where there is both outdoor and indoor air pollution, 
active smoking multiplies the risks. In addition, active smoking is 
something that can be avoided; cleaning ambient air is more 
difficult and is a slower process. 
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Studies have shown that exposure of women to smoking and 
asbestos multiplies the risk of lung cancer. Women who smoke 
and are exposed to cotton dust have a higher risk of developing 
byssinosis, chronic bronchitis and chronic obstructive pulmonary 
disease and show abnormal effects in pulmonary function tests 
more often than those who do not smoke. 

A study of workers in mills producing cotton and man-made fibres in 
England showed that the prevalence of byssinosis among women and 
men who smoked was 1.4 times that among non-smokers; the risk was 
strongly associated with the duration of exposure to cotton dust (34). 

Passive smoking 
Passive smoking, also known as involuntary smoking or in- 

halation of environmental tobacco smoke, is of increasing concern 
because of growing awareness of its detrimental effects on health. 
Important considerations in examining the risks of passive smok- 
ing are the composition of environmental tobacco smoke and its 
toxicity and carcinogenicity . 

Environmental tobacco smoke has two constituents: main- 
stream cigarette smoke exhaled by the smoker and sidestream 
smoke, the smoke emitted from the burning end of the cigarette. 
Comparison of the chemical composition of the smoke inhaled by 
active smokers with that inhaled by involuntary smokers suggests 
that the toxic and carcinogenic effects are qualitatively similar; 
however, although there is a greater dilution of sidestream smoke, 
greater amounts of many of the organic constituents of smoke, in- 
cluding some carcinogens, are found in sidestream smoke. 

Exposure to environmental tobacco smoke increases the risks 
of disease for non-smokers. This concerns women in two respects. 
Firstly, women smokers are fewer in number than men smokers, 
both in the home and at work, and therefore larger numbers of 
women than men are more likely to be exposed to passive smok- 
ing. Secondly, as women are usually the primary carers of the fa- 
mily, children are more likely to be exposed to passive smoking if 
their mother smokes than if their father smokes. 

According to the 1986 report of the US Surgeon-General (39) 
there is compelling evidence that : 

- involuntary smoking is a cause of disease, including lung 
cancer, in otherwise healthy non-smokers; 

- children whose parents smoke have an increased frequen- 
cy of respiratory infections, increased respiratory symp- 
toms, and slightly lower rates of increase in lung function 
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as the lung matures than children whose parents are non- 
smokers; 

- the simple separation of smokers and non-smokers within 
the same air space may reduce, but does not eliminate, 
the exposure of non-smokers to environmental tobacco 
smoke. 

Health consequences for women 
Women's health may be impaired by other people's tobacco 

smoke at home, at work or in public places. Several studies have 
shown that women who are non-smokers and whose partner 
smokes have a 20-50% greater risk of developing lung cancer 
than those whose partner does not smoke. 

The National Research Council report for 1986 stated that at least 2500 
of the 12 000 deaths from lung cancer among non-smokers in the United 
States could be attributed to passive smoking. The total number of 
deaths from lung cancer in the United States in 1986 was about 136 000. 

The effects of exposure to a partner's smoking may be 
manifested only after many years of exposure for cancers, but 
there are several more rapid detrimental effects on the heart and 
cardiovascular system. 

A study conducted among rural women in the USA showed that the rela- 
tive risk of death from cardiovascular disease was 1.59, and 1.39 for all 
causes of mortality, for women whose partners smoked cigarettes com- 
pared with women whose partners were non-smokers, after adjustment 
for age, cholesterol, blood pressure, and body mass (43). , 

Women who work in the service sector often have little con- 
trol over policy on smoking on the premises. Such is the case for 
canteen staff and most secretaries. However, it should be noted 
that a number of recent litigation cases in Australia, Sweden and 
the United Kingdom have recognized that passive smoking is an 
occupational hazard. 

Furthermore, the effect of passive smoking on pregnant 
women deserves more attention. If a woman who does not smoke 
is exposed to tobacco smoke during pregnancy, there could be 
detrimental effects. 

A study in Osaka, Japan, of 3478 pregnant women showed that the 
prevalence rate of low birth weight increased with the intensity of ex- 
posure to tobacco smoke during pregnancy; among non-smokers, the 
prevalence was 3.8% for women whose partners were non-smokers, but 
5.6% for women whose partners were smokers (44). 
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Health consequences for children 
Many women are becoming more aware of the danger of 

smoking during pregnancy, but are unaware of the risks of smok- 
ing after delivery; few regular smokers realize that their children 
are passively smoking. 

In a study in Japan, schoolchildren were found to have quantities of 
smoke-related chemicals in the urine related to the number of cigarettes 
that their parents smoked at home. A study carried out in the United 
Kingdom had the same findings, even among children aged between 1 1  
and 16, where the amount of cotinine in their saliva was related to the 
number of smokers in the family (A. Charlton, personal communica- 
tion, 1991). 

Children who are constantly exposed to tobacco smoke have 
a tendency to suffer from a series of health problems in the first 
few years of life, especially respiratory illnesses and infections. A 
higher incidence of pneumonia and bronchitis during the first year 
of life in children whose parents smoke, as well as an increased 
frequency of admission to hospital have been observed. Children 
whose mothers smoke have also been found to have a higher fre- 
quency of acute bronchitis, tracheitis and laryngitis than those 
whose mothers are non-smokers. Acute respiratory illness during 
childhood may have long-term effects on the growth and develop- 
ment of the lungs, and might make the lungs more susceptible to 
the effects of active smoking, as well as to the development of 
chronic obstructive pulmonary disease in adult life. 

In the United States a study of 650 children aged 5-10 years showed 
that the prevalence of chronic wheezing was 1.9% in children whose par- 
ents were both non-smokers, 6.9% in children whose mother or father 
smoked, and 11.8% in children whose parents were both smokers. Chil- 
dren whose parents smoke have a 30-80% higher prevalence of chronic 
cough or phlegm than children of non-smokers, as well as an increased 
risk of asthma; passive smoking may also exacerbate any existing health 
problems (39). Asthmatic children of smokers are reported to experience 
improvements in their condition when their parents stop smoking (45). 
A recent study among children aged 8-11 years in Hong Kong found 
that parental smoking in the home was significantly associated with an 
increased risk of coughs and phlegm (33). 

Several studies report that chronic middle ear effusions in 
children are related to parental smoking, being more frequent 
when both parents smoke. 

Concurrent symptoms might appear when a child is overex- 
posed to tobacco smoke. For example, there is a condition known 
as the Monday morning syndrome, which occurs when children 
who have been inhaling smoke during the weekend develop otitis 
and respiratory infections on Sunday evening and have to see 
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the doctor on Monday morning. 
Another effect of passive smoking is that it predisposes and 

indirectly encourages children to smoke. Children of parents who 
smoke are more likely to smoke themselves as adolescents and 
adults, having been brought up in a smoking environment (see 
Chapter 4, p. 60). 

Economic consequences 
Tobacco consumption is not only a major health hazard but 

an economic burden on individuals and families. Economic studies 
in a number of developed countries have demonstrated that the 
costs of smoking for society are far higher than the revenue 
brought to the country by the tobacco industry. They include: 

- The costs of direct medical care (including increased neo- 
natal care costs). 

- The cost of absenteeism from work (in Canada it has 
been estimated that smokers are absent from work 
33-45% more than non-smokers). 

- The cost of fires and industrial accidents caused by smok- 
ers and the related increased insurance costs. 

- The costs related to time spent on smoking. Not only 
does smoking decrease the productivity of the person con- 
cerned but it may disturb non-smokers and create undue 
stress between workers, and between workers and em- 
ployers. 

- The costs related to maintenance. Smoking creates litter 
and necessitates more frequent renewal of decoration, 
furnishings and filters in ventilation systems. 

The economic consequences of smoking in developing coun- 
tries revolve around two main principles. Firstly, the use of tobac- 
co increases health care costs in poor countries, where this cost is 
often directly borne by the individual. Secondly, many poor fami- 
lies spend a significant proportion of their income on tobacco in- 
stead of food. This can lead to dietary deficiencies among these 
families, particularly among women and young girls, who are 
often the last to be served at mealtimes. 

In Bangladesh, a survey has shown that smoking five cigarettes a day in 
a household could lead to a monthly dietary deficit of 8000 calories; this 
is nearly a quarter of the monthly maintenance energy requirements of 
a 12-kilogram child (46). 
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The general effect of smoking is that poor families are be- 
coming poorer, especially in rural areas, where up to 5% of mone- 
tary income may be spent on tobacco. Smoking during pregnancy 
adds to poverty, malnutrition, and anaemia, all of which contri- 
bute to infant death, particularly in developing countries. How- 
ever, for a few countries, tobacco is also an important cash crop, 
and reductions in tobacco production should be compensated for 
by the promotion of other crops. 

Some of the economic consequences of tobacco consumption 
may be more acutely felt by women. For example, special mention 
can be made of the consequences of absenteeism from work of the 
wage-earning partner in countries where no compensatory scheme 
exists; or of the consequences of children falling ill from passive 
smoking causing increased absenteeism from work for the person 
who has to take care of them. 

In both developed and developing countries, the effect of the 
illness or death of a father will have catastrophic effects upon the 
life of the children and the surviving partner both psychologically 
and economically. If it is the mother who dies, the consequences 
for the children may be particularly dire. 

Furthermore, in some developing countries the tobacco grow- 
ing and manufacturing industries employ a substantial proportion 
of women. Hence, when tobacco consumption decreases, it will be 
necessary to consider alternative employment for these women. 

Assessing further the effects of the epidemic 
In developed countries the effects of smoking on women's 

health have been well documented. In view of their traditional so- 
cial and reproductive roles, these effects may pose more risks for 
them than would the same behaviour in men. This greater risk 
should be a source of concern in all countries as smoking rates 
among women are increasing. There is a need for additional as- 
sessment and appreciation of the risks incurred by women com- 
pared with men. Particular care should be taken to investigate all 
aspects of the influence of smoking on maternal death. 

In particular, there is a growing awareness of the effects of 
passive smoking on health but while the evidence for lung cancer 
is clear, further investigations are needed to clarify the role of en- 
vironmental tobacco smoke in the etiology of other disease condi- 
tions and to determine the long-term consequences of passive 
smoking for children. 

While there is now enough information to justify action, the 
paucity of data in many developing countries makes it a matter of 
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urgency for studies to be conducted in these countries, to confirm 
the information found in other parts of the world. Section 2 of the 
country profile in Annex 1 gives an outline of the type of mortali- 
ty and morbidity data necessary to assess the scale and effect of 
smoking epidemics; and section 3 provides the basic economic 
data necessary to analyse the economic impact of tobacco in the 
individual countries. 

In addition to the studies described above, further socioeco- 
nomic investigations and in-depth studies are required on the rela- 
tionship between smoking, family nutrition and nutritional status 
of women and young girls in poor countries. 

A deeper understanding of the consequences of maternal ill- 
ness on family life would allow a more comprehensive assessment 
of the wider consequences of the consumption of tobacco by wom- 
en. It would also be desirable to investigate the psychological and 
economic effects of the death of the main carer of the family. 



Chapter 4 

Why women start 
and continue to smoke 

Many factors affect the initiation and maintenance of tobacco use by 
girls and women. Both internal factors such as self-esteem and self- 
image, as well as external factors such as social acceptability and 
tobacco advertising are important. Initiation factors are complex and 
differ, not only between developed and developing countries, but also 
between different groups within countries. Maintenance of consumption 
of tobacco is due both to nicotine dependence and to the difficulties in 
quitting which stem from different sociocultural backgrounds and social- 
structural factors such as multiple roles, low income, stress and coping 
behaviours. 
Women are also specifically targeted by the tobacco industry through 
special brands, and through advertising and promotions which target 
their aspirations. There is also the issue that the fear of losing revenue 
from advertising prevents the media from reporting on the risks to 
women's health from smoking, to the extent warranted by the problem. 
Media collaboration is needed to make women aware of the hazards of 
smoking and help them stop. Smoking is very much a women's issue 
and should be recognized as such. 

Smoking usually begins in adolescence, the time for discov- 
ery, challenge and experimentation, but the process of becoming 
a smoker may have begun in childhood. 

The reasons that will motivate women to continue smoking 
are quite different from those pushing young girls to start. While 
there seems to be little gender difference in relation to why 
teenagers start to smoke, in some developed countries more young 
girls smoke than young boys. Smoking patterns vary considerably 
among the young from one country to another, depending on the 
social acceptability of tobacco, sociocultural and religious factors, 
the availability of tobacco, advertising, the relative cost of tobac- 
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CO, and health education activities. All these aspects must be taken 
into consideration to understand the various stages involved in be- 
coming a smoker, as well as the factors influencing the mainte- 
nance of smoking. 

When young girls start smoking 
Although some try their first cigarette as children, the 

majority of smokers start smoking in their teens, and most girls 
experiment with cigarettes around the age of 10-14 years. Girls 
who move from occasional to regular smoking are more likely to 
continue smoking into adult life. In most countries few people 
start smoking after the age of 18-21 years; however, in some 
countries such as China, prevalence is low during adolescence and 
increases during early adulthood. 

Why young girls start smoking 
The process of becoming a smoker is complex, and is intrin- 

sically linked to social and individual motivations. Most young 
people try smoking for several reasons, including: stimulation and 
challenge (rebellion against parents or society, curiosity, excite- 
ment); to create an identity and satisfy need for self-esteem - to 
feel good, appear more adult and sophisticated, and look better; 
and to belong to a group, to be approved and accepted by friends 
who smoke and to avoid peer group disapproval or rejection. 
Many young girls also regard smoking as a way of keeping slim. 

Furthermore, adolescence is often a period of rebellion and 
smoking is one of the risk-taking behaviours that may appeal to 
young girls. Smoking is often associated with alcohol and drug use ~ 
as well as sexual activity in female teenagers. While these be- 
haviours are frequently concurrent, the motivating factors can be 
diverse and depend on the environment. 

The process of becoming a smoker essentially involves four 
stages: (1) awareness; (2) initiation/experimentation; (3) habitua- 
tion; and (4) maintenance/dependence. These stages are influenced 
by sociocultural, environmental and personal factors, the influence 
of which is dynamic and can change over time. For some girls and 
women, opportunities, age or class position will affect the process 
of initiating and maintaining smoking. 
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Sociocultural factors 

Social acceptability 

Social acceptability refers to a situation within a specific cul- 
tural context, in which a particular behaviour is considered ap- 
propriate, so that those demonstrating the behaviour are permitted 
to continue, even if they are harming themselves or others. It also 
implies that societies may be reluctant to interfere in this be- 
haviour. 

What is particularly dangerous about tobacco is the fact that 
it is a legal drug which in many countries has gained a social ac- 
ceptability that hitherto has gone unquestioned. Yet, in some 
countries, such as countries where Islam is the predominant 
religion, smoking by women is not socially acceptable and may 
even be forbidden. According to the Koran, anything that is harm- 
ful to health and to the individual, such as smoking or use of alco- 
hol, both of which are considered destructive, should be banned. 
In other countries, legislation and other measures to control smok- 
ing may help to keep prevalence rates low. Smoking may, for ex- 
ample, be prohibited in public places, or forbidden among certain 
age groups, e.g. in Japan, smoking is only allowed from the age 
of 20. Religious and cultural beliefs may also act as a deterrent. 

An overview of the estimated prevalence of smoking among 
women in various developing countries indicates that women are 
sensitive to social or religious acceptability, factors which con- 
tributed to keeping prevalence rates low among women in deve- 
loped countries in the past and which are responsible for keeping 
rates low in most developing countries today. Care should be 
taken to ensure that if these social attitudes begin to disappear as 
these countries develop, then specific educational programmes are 
created so that the prevalence of smoking among women will not 
increase. 

In the experimental stage (less than one cigarette per week), 
the teenager tries to create her self-image in society and this be- 
comes reinforced with time. It is an image that she sees in others, 
and that is generally imposed upon her by the positive and desir- 
able images of smoking promoted by tobacco advertising. Such 
images are potentially powerful influences in adolescence. The 
"social aspects" of smoking (e.g. use of certain brands of 
cigarettes), although reinforcing smoking among young smokers, 
become less important as the smoking behaviour develops, depen- 
dence increases and smoking becomes part of the daily routine. 
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Parental influence 

Most children first learn about smoking from their parents, 
teachers or other influential figures, and are more likely to take up 
smoking if their parents smoke or have permissive attitudes to 
smoking. Learning to smoke starts with the awareness stage, 
where the young girl's attitude towards smoking is influenced by 
parents or relatives who smoke. She learns about the "dynamics" 
of smoking, the postures, and the places to smoke and, being a 
passive smoker, becomes accustomed to the smell and sight of 
cigarettes. In developed countries, girls in particular appear to be 
influenced by their parents' smoking behaviours and attitudes, 
although this decreases as they become older. Mothers have a par- 
ticularly strong impact on their daughters' smoking behaviour, 
whenever they are taken as role models. 

In the United States studies have found that girls are five times more 
likely to take up smoking (20.3% versus 4.1%) if they live with one or 
both parents and an older sibling who smoke than if there are no smok- 
ers in the household (47). 
A study in New Zealand revealed that the percentage of children who 
had tried smoking and whose mother or father smoked was highest at 
9 years of age and progressively decreased as they became older. At 9 
years of age, having a friend who smoked did not influence smoking be- 
haviour; by 11 years of age, however, it made a difference. Thirteen- 
year-old girls tended not to smoke if their mother was a non-smoker. 
Girls aged 9-15 years seemed to be influenced to try smoking if their 
father smoked or was an ex-smoker. Those who had never smoked by 
15 years of age were likely to have a father who was a non-smoker (48). 
In Canada and the United Kingdom, studies have shown that children 
whose parents are smokers are twice as likely as children whose parents 
are non-smokers to become smokers themselves. 

Parents' authority in prohibiting smoking has also been 
shown to play an important role in preventing early uptake of 
smoking. 

A study in Norway showed that 62.5% of 15-year-old students whose 
parents allowed them to smoke smoked daily, compared with 16.7% of 
students whose parents did not (12). 

Peer influence 

Having friends who smoke can be another predictor of fu- 
ture smoking. Many young people try their first cigarette because 
of peer influence; almost 75% of all first cigarettes are smoked 
with another teenager. The concept of "peer pressure" has been 
consistently identified as a factor influencing smoking behaviour 
among young people. Many young people experiment with smok- 
ing in groups, and peer approval is an important mechanism 
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for maintenance of smoking behaviour. Young people who smoke 
usually do so "with friends" and smoking clearly represents a so- 
ciable activity for them. Fear of rejection may lead a young girl 
to try a cigarette when offered one by friends whom she values. 
Refusal to do so might mean losing her friends who smoke, being 
isolated from the rest, set aside and ridiculed. On the other hand, 
most young people who are non-smokers have friends who do not 
smoke. For these reasons helping young women develop the confi- 
dence and skills to resist social pressures to smoke would contri- 
bute to a reduction in the prevalence of smoking. It is also 
important to show them how non-smoking can lead to an im- 
provement in their social lives. 

An anti-smoking programme in Italy (Table 13) demonstrated that stu- 
dents whose best friend smokes are more likely to be smokers than are 
students whose best friend is a non-smoker (49). 

Table 13. Concordance and discordance in smoking behaviour among friends 
(Italy: 562 students) 

Respondent 
Best friend 

Smoker Non-smoker 

Male 
Smoker 

I Non-smoker 
Female 

l Smoker 
Non-smoker 

1 Source: reference 49. 

Personal factors 

Smoking is portrayed in advertising as a means of attaining 
maturity, adulthood, and popularity, and of being sophisticated, 
sociable, feminine, and sexually attractive. In developed countries, 
where the media promote an image of female attractiveness which 
equates being thin with desirability, evidence shows that weight 
control and dieting are major obsessions among adolescent girls. 
For these girls, being slim gives them self-confidence and is 
fashionable. 

A Canadian study showed that two out of three teenage girls attending 
schools run by the London Board of Education, Ontario, were on diets 
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by the age of 13, and 30% of them had used drastic measures such as 
drugs, laxatives, and vomiting while dieting. Most of these girls had also 
reduced their degree of participation in sports and other physical activi- 
ties (12). 
In the United States, a survey (NIDA High School Senior Survey) 
showed widespread use of non-prescription diet pills among girls aged 
13-18 years. Another survey showed that more smokers than non- 
smokers used diet pills (47). 

Self-esteem 

Studies have repeatedly found that girls who have low self- 
esteem are more likely to take up smoking. A recent WHO study 
in Europe (50) found that girls who felt that they had a lot of con- 
trol over their health and life in general were less likely to become 
smokers than those who felt they had little control. Research in 
developed countries has shown that children who smoke are more 
likely to be under-achievers at school, have low academic goals, be 
alienated from school and be less interested in continuing with 
their education than children who are non-smokers. 

Using smoking to bolster self-confidence stems from the 
widespread belief that smoking can help calm nerves, control 
moods and alleviate stress - all important concerns during adoles- 
cence. By showing attractive young women, with handsome male 
partners, socializing with groups of clearly successful and confi- 
dent people, tobacco advertisements accurately evaluate young 
people's insecurities, and convince them that they can develop 
these desirable qualities if they smoke. 

A study in the United Kingdom showed that having positive beliefs 
about the advantages of smoking was an important predictor of taking 
up smoking in girls but not boys. Girls who thought that smoking made 
people look more grown-up, helped calm nerves and control weight, 
gave confidence and was enjoyable, were the most likely to start 
smoking (51). 

Disposable income 

For many young girls the initiation of smoking corresponds 
to a rise in disposable income. It has been shown, in a few coun- 
tries, that teenagers may be even more sensitive than adults to the 
relative price of cigarettes and that the price affects not only 
whether teenagers smoke, but also how much they smoke. Thus a 
rise in the price of tobacco products can influence the level of con- 
sumption; however, even with little money, priority may be given 
to the purchase of cigarettes (see p. 67). 
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Knowledge 

Knowledge, beliefs and attitudes about smoking also in- 
fluence smoking behaviour. In developed countries, studies have 
shown that adolescents who smoke are usually less knowledgeable 
about the health risks involved, do not believe that smoking will 
affect them personally, or consider that the short-term benefits 
outweigh any health risks. However, knowledge alone is not suffi- 
cient to prevent smoking among adolescents, since many misinter- 
pret the risks involved. 

In developing countries, young girls' knowledge about smok- 
ing and its effects on health is likely to be much lower because of 
the lack of systematic health education programmes and the struc- 
tural barriers such as scattered rural populations and high levels of 
illiteracy. 

In 1986, 92% of adults and 85% of smokers in the United States be- 
lieved that smoking is a cause of cancer. The proportions of smokers 
who did not believe that smoking increases the risk of developing lung 
cancer, heart disease, chronic bronchitis and emphysema were 15070, 
29%, 27% and 15070, respectively. These percentages correspond to be- 
tween 8 million and 15 million adult smokers in the United States. Only 
18% of smokers were "very concerned" about the effects of smoking on 
their health, and 24% were not at all concerned. About half of the 
smokers incorrectly believed that a person would have to smoke 10 or 
more cigarettes a day before health would be affected (36). 
In Finland, it was found that many smokers, while they generally accept- 
ed that smoking was harmful, thought that their consumption level was 
low enough not to cause any serious harm. In many studies it has been 
shown that most smokers, especially young smokers, believe that they 
will not smoke in 5 years' time, i.e. they will give up smoking in the near 
future (52). 

In Canada, a study of smoking behaviour among 17-year-olds found 
that smokers were less knowledgeable about the health risks and had 
more positive attitudes to smoking, were more likely to have parents and 
friends who smoked, were less physically attractive and in poorer physi- 
cal condition, had lower levels of academic achievement, had less well- 
educated parents and were of lower socioeconomic status (12). 

Environmental factors 

Advertising and sales promotion 

The tobacco industry is dependent on a mass market. Be- 
cause many smokers die prematurely and others quit, the only way 
for the tobacco industry to maintain high levels of economic ac- 
tivity and profits is to recruit new smokers, especially from among 
women and the young. The art of marketing is to tailor a product 
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to appeal to specific target groups after a careful analysis of the 
potential market within a country, by projecting its image through 
packaging, advertising and promotions, and adjusting whenever 
possible and necessary its price and availability. 

The tobacco industry actively promotes the view that tobacco 
promotions, including advertising and sponsorship, do not in- 
crease cigarette sales or encourage people to start smoking, but 
merely affect the brand choice of adult smokers. There is now 
considerable evidence from developed countries that children are 
aware of tobacco advertising, that tobacco promotions influence 
whether young people start and continue to smoke, and that in 
countries that have banned cigarette advertising, cigarette smoking 
has declined more rapidly among young people than in countries 
that have not. 

Although tobacco advertising had been banned in the countries of cen- 
tral and eastern Europe, the recent economic changes have raised the 
question of allowing advertising. The transnational tobacco industry has 
responded by launching an extensive marketing and advertising cam- 
paign in these countries. In Hungary, for example, where tobacco adver- 
tising had been banned by a ministerial regulation (not by a law), the 
situation is now being reconsidered. The transnational tobacco industry 
has begun sales promotions by distributing patches, umbrellas, watches 
and similar items which tempt the local small businesses and are already 
visible in the streets. There are few established mechanisms and little ex- 
perience in enforcing the existing regulations (personal communication, 
T. Piha, 1991). 
In 1986, a transnational tobacco company introduced a "female brand" 
of cigarettes into Hong Kong, clearly targeted at young women, with im- 
ages of emancipation, slimness, beauty and desirability. Only about 1 % 
of women under the age of 40 years smoked in Hong Kong at the time, 
so this was a clear attempt to create a market. It would thus seem to 
have little relevance to "brand-switching", which the tobacco industry 
frequently claims is the purpose of its advertising. 

Over the past few years in developed countries and in some 
developing countries, the tobacco industry has targeted both its 
products and its advertising at women in a number of ways: 

- The promotion of brands through advertisements and 
sponsorship using images and messages that depict smok- 
ing as being glamorous, sophisticated, romantic, sexy, 
healthy, sporty, relaxing, liberated, rebellious and, last 
but not least, slimming, although in countries where to be 
slim is not the fashion, this message is omitted. Cigarette 
companies have also portrayed smoking as a "torch of 
freedom", a "tool of beauty" and a sign of progress. 

- Advertising in women's magazines. This not only en- 
courages smoking by women but may also discourage 
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reporting about the risks of smoking to women's health. 
In some countries, it has been shown that magazines that 
are dependent on revenue from cigarette advertising are 
less likely to cover the health hazards. This has been 
demonstrated by the case of a famous magazine in the 
USA that disclosed the details of the compromises it had 
been forced into before it stopped including advertise- 
ments in 1990. 

A survey (1990-91) of the most popular women's magazines in 13 
European countries, which together have over 50 million female readers, 
found that 69% of the magazines accepted cigarette advertisements and 
only 22% had given major coverage to smoking and health issues in the 
previous year. Although the majority of these magazines refused or 
avoided using images of models smoking, two out of five had no re- 
strictions on using such photographs. Indeed, some magazines, particu- 
larly those from France, Italy and Spain, appeared to be promoting 
smoking through the widespread use of positive images of models smok- 
ing (53). 
It has been estimated that in the United Kingdom, despite restrictions on 
tobacco advertising, a collective readership of 7 million women aged 
15-24 years are exposed to tobacco advertising through women's maga- 
zines. Magazines that refused cigarette advertisements were more likely 
to have covered smoking and health issues than those that accepted 
cigarette advertisements. Indeed, revenue from cigarette advertising in- 
creased between 1985 and 1989, while coverage of smoking and health 
issues declined (53). 

While a few television and radio networks and magazines 
now reject tobacco advertising, others attempt to justify it with ar- 
guments such as: 

- readers are responsible for what they read and can make 
their own judgements; 

- the media are not responsible for the outcome as far as 
cigarette advertising is concerned; 

- cigarette advertisements are acceptable as long as they 
carry a health warning; 

- the advertising policy is determined by the publishers and 
there is no right to impose censorship. 

Other sectors of the leisure industry, such as sport and the 
arts have also become dependent on revenue from tobacco compa- 
nies, particularly for the organization of international sporting 
events and the staging of expensive productions. Glamorous 
models, successful individuals and sporting personalities, teenage 
pop idols and film stars all feature in cultural events, TV soap 
operas, plays and films which depict smoking as being an essential 
component of their success. These programmes, films and maga- 
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zines reach many different audiences around the world and, par- 
ticularly in developing countries, may create aspirations and im- 
ages of sophisticated life often equated with Western life-styles, 
which are both unrealistic and harmful to their audience's health. 

Cigarette companies also have other ways of targeting wom- 
en, such as through female sports sponsorship (e.g. tennis), sup- 
port of women's organizations, and funding of other activities. 

In the developing countries there are few limitations on 
tobacco advertising, and therefore its influence on young girls, 
who may have little knowledge about the harmful effects of smok- 
ing, may be even more powerful than in developed countries. At 
present tobacco advertising in developing countries tends to be 
directed at the general public, although there is evidence that 
women are becoming special targets. In Asia, women are consi- 
dered to represent a potential market for tobacco, and evidence 
suggests that even where tobacco advertising is prohibited by regu- 
lations, such as in China, it is still widespread. 

Product development and marketing 

As public awareness of the health effects of tobacco has 
grown, in many countries the tobacco companies have responded 
by increasing the amount and variety of tobacco products and pro- 
motions that are targeted specifically at women. A common 
characteristic of these efforts is an attempt to pre-empt or allay 
health concerns by introducing cigarettes with lower tar and nico- 
tine yields; however, these do not significantly lower the risk of 
many tobacco-related diseases. Indeed, people who switch to low- 
nicotine cigarettes often compensate for the reduction by inhaling 
more deeply or smoking more often. 

The tobacco industry may even create "women only" 
brands, using particular colours, shapes, sizes, names and tastes to 
give women the impression that if they smoke, they will be suc- 
cessful, youthful, happy and healthy. This has been done in de- 
veloping as well as developed countries, as exemplified by the 
promotion of a "female brand" in India in 1990. This marketing 
is often complemented by tobacco sales in places frequented by 
women, such as dress shops and grocery stores. This approach 
needs to be recognized early if it is to be properly counteracted. 
Another marketing strategy designed to appeal to women may be 
to sell the cigarettes in packages containing fewer cigarettes. 
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Availability 

The easier tobacco is to obtain, the more likely it is that 
young women will use it. It is important to limit its availability to 
prevent dependence. As mentioned earlier, in some countries such 
as Japan, cultural attitudes may discourage girls from purchasing 
cigarettes, while in others, social or religious factors may prevent 
women from smoking. However, many countries do not control 
tobacco sales to children, and even in countries where there are 
laws prohibiting such sales, these are often not fully enforced and 
children are still able to buy cigarettes, e.g. from cigarette-vending 
machines. 

Price 

Studies in Europe and the United States have shown that the 
relative price of cigarettes is an important factor in determining 
the prevalence of smoking and tobacco consumption. Young peo- 
ple appear to be even more responsive to cigarette price changes 
than adults. Studies ca.rried out in Austria, Finland, Ireland, the 
United Kingdom and the United States have shown that the de- 
mand for cigarettes varies inversely with price; when prices in- 
crease, cigarette consumption decreases. The response depends on 
the age and socioeconomic status of the smoker. Similarly, a study 
in rural Nepal has shown that saving was a major reason for stop- 
ping smoking. 

In some countries it is difficult for certain groups to afford 
cigarettes. In Peru, for example, cigarette smoking is adopted by 
the more affluent and literate Peruvians and the Indian population 
rarely smokes because cigarettes are too expensive. Poverty may 
also mean limited access to television and other media advertising. 
In other countries, however, cigarettes are made available to low 
socioeconomic groups. For example, in Egypt and India, cigarettes 
are sold singly as well as in packs, and cheaper forms of tobacco 
products (bidis, hand-rolled cigarettes and hookah) mean that 
many people can afford to smoke. 

A smoke-free environment, in public or at home, is self- 
promoting. A young girl who is used to living in a smoke-free en- 
vironment is likely to l~erceive the odour of tobacco smoke as un- 
pleasant and later on to insist on clean air at work as well as at 
home, thus contributirlg to the concept of a tobacco-free society 
and life-style as the social norm. 
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Social disadvantage, assessed by measures such as parents' 
education and occupational level, has been shown in several deve- 
loped countries to be a predictor of smoking. This may be partly 
because children in these countries who grow up in socially and 
economically disadvantaged families and communities are more 
likely to be exposed to smoking through their families and the 
community. It might also be because they have less access to other 
leisure and recreational pursuits as well as experiencing greater lev- 
els of alienation. 

Smoke-free workplaces prevent people from starting to 
smoke in stressful situations, which are reported to be a cause of 
smoking initiation among young workers. Smoke-free public 
places such as restaurants are important in underlining the prevail- 
ing social norm, and also in helping smokers to quit and prevent- 
ing relapse. 

Smoke-free environments are particularly important in 
schools, where they should form part of a comprehensive policy 
on smoking which includes staff and students. 

A study in the United States found that the prevalence of smoking was 
lowest in schools that had the most comprehensive smoking policies 
which covered smoke-free environments as well as education on smoking 
(54) 

Why do smokers continue to smoke? 
The maintenance of smoking behaviour has been studied in 

many developed countries where it has been found to be in- 
fluenced by a number of interrelated factors. The pressures that 
encourage a young girl to smoke are also important in determining 
whether she continues or decides to quit, and whether she is suc- 
cessful in doing so. As the experimenter becomes a regular smoker 
dependent on nicotine, a young woman's rationalization of her be- 
haviour and dependence may be added factors in her continuing 
to smoke. 

Some of these factors may also be valid in developing coun- 
tries; however, research is required to identify which ones and to 
determine those that may be most prominent in the context of eco- 
nomic development. 

Physiological factors 

Dependence 

Nicotine is a potent psychoactive drug (see Chapter 3). Once 
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the teenager has progressed beyond the initiation and experimental 
phases and her body has adapted to the effects of nicotine, smok- 
ing behaviour becomes established and dependence is created. 

A recent study in the United Kingdom has indicated that nicotine can 
play an active role in reinforcing smoking from a very early stage. The 
saliva cotinine concentration of young occasional smokers indicated that 
some were inhaling and obtaining pharmacologically significant doses of 
nicotine (55, 56). 

Mild, low-nicotine cigarettes facilitate the initiation of smok- 
ing during the learning process, and as a young girl or woman be- 
gins to smoke regularly, her body gets used to regular doses of 
nicotine and she becomes physiologically dependent. She develops 
a pattern of daily smoking, such as smoking after meals and at 
coffee breaks. Having partners and friends who smoke reinforces 
the dependence. 

Weight 
Since many women in developed countries believe giving up 

smoking will lead to a weight gain (and studies have shown a 
weight gain of about 2-4 kg after giving up smoking among some 
women), they may continue to smoke in order to control their 
weight. Smoking becomes a way of avoiding eating, an appetite 
suppressant or an aid in dieting. It is well documented that smok- 
ers have a lower mean weight than ex-smokers and non-smokers. 
Although a variety of factors may explain this observation, there 
is evidence of a direct effect of smoking on metabolism. 
Studies in animals have shown that administration of nicotine in- 
creases metabolic rate. Furthermore, nicotine has been shown to 
have a greater effect on body weight and eating behaviour in fe- 
male rats than in males. In humans, nicotine has been found to 
cause a marked increase in metabolic rate, both at rest and during 
light exercise. 

Psychosocial factors 
Psychosocial factors influencing the maintenance of smoking 

can be negative, such as stress and negative emotions, or positive, 
such as to obtain pleasure; the former seem to be the major in- 
fluence in women, the latter in men. 

Negative emotions 

Women smokers report that smoking helps them cope with 
loneliness, sadness, grief, anger and frustration. It is something to 



WOMEN AND TOBACCO 

hold on to when something else is lost, as it is comforting and is 
sometimes the only support available. 

Many women find themselves under constant pressure at 
work and at home. The employed woman often has many roles to 
assume - a job to perform, a boss to please, a house to run, a 
family to care for - and in having to meet the demands, expecta- 
tions and needs both at work and at home, she is confronted with 
many role conflicts. Many women smokers believe that smoking 
calms their nerves, relieves stress, and reduces feelings of anger 
and frustration. In societies where it is not acceptable to show 
emotions such as anger, hostility, and aggressiveness, cigarettes 
help restrain those negative feelings. In addition, the smoking of 
a cigarette gives the opportunity for a pause in a busy day. 

Many women who are dependent on tobacco also believe that 
they cannot cope without cigarettes. Many smokers, including 
young smokers, experience nicotine withdrawal symptoms on quit- 
ting, such as increased craving for nicotine, irritability, restlessness 
and decreased concentration. Thus, rather than being a direct ef- 
fect of their smoking, feeling calmer may result from relief of in- 
cipient withdrawal symptoms. The critical testing times for 
smokers who decide to give up are associated with negative emo- 
tions, and there is evidence that relapse is more likely to occur in 
such situations. 

Some women may structure their day with cigarettes, using 
them as excuses for breaks or as rewards. Women in low-status 
jobs may smoke to break monotony and help them deal with frus- 
trating tasks. Many women on low incomes, with little time to 
themselves, see cigarettes as their only luxury. 

A young mother surrounded by children may find that the 
only moment of peace and relaxation, and indeed, her only treat 
of the day, is to light a cigarette while having a cup of coffee. 
Since young mothers often feel isolated from the world outside the 
home, they may use smoking as a way of identifying with the 
adult world, escaping the pressure of daily tasks, and separating 
themselves from their children. 

Social environment 

Women may smoke to maintain an image, to be accepted by 
others and to adhere to social conformity. The behaviour may be 
reinforced by the environment, such as friends who smoke, smok- 
ing areas, tobacco advertising and social pressure. 
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Which women smoke? 
In countries with the longest history of widespread smoking, 

it was the more affluent and educated women who first took up 
smoking, but they were also the first to give it up. As described 
in Chapter 2, the women who are now most likely to smoke, at 
least in developed countries, are those on low incomes, with low- 
status jobs, or who are economically inactive (unemployed), are 
single, separated or divorced, have low levels of academic achieve- 
ment, or are from underprivileged ethnic groups. Lack of educa- 
tion and low income may also mean less access to adequate 
information concerning smoking and its effects on health and less 
opportunity to change their way of life. 

In the United Kingdom, quantitative and qualitative research has shed 
light on why mothers on low incomes continue to smoke. These studies 
have revealed the budgeting strategies that poor households develop in 
the struggle to meet needs and avoid debt. Poor families give priority to 
essential items such as housing, fuel and food and severely restrict 
spending on non-essential and personal items (such as clothes, hobbies 
and alcohol). Consequently, minimal spending by women might be an- 
ticipated as they are usually responsible for making ends meet, particu- 
larly those in households with children where the needs of the younger 
generation place additional financial pressures on the adults (57). 
However, tobacco is one exception to the economic rule by which low- 
income families organize their finances. Unlike most other categories of 
household expenditure, spending on tobacco is inversely related to in- 
come (see Table 14). 
Furthermore, spending on tobacco among low-income households with 
children is higher than among low-income households without children. 

Table 14. Weekly expenditure of households with two adults and two children in 
the United Kingdom, 1988 

Weekly expenditure (Qa 
Item of expenditure Household income 

under £175 a week 
All households 

Housing 
Fuel, light, power 
Food 
Alcohol 
Tobacco 
Clothing, footwear 
Household goods 
Transport 
Services 
Miscellaneous 
Total 

a Figure in parentheses gives expenditure as a percentage of total weekly expenditure. 

Source: reference 57. 
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The highest per capita expenditure on tobacco is among one-adult house- 
holds with children. 
Qualitative studies of caring highlight the experiences that underlie these 
associations between smoking, poverty and caring for children. In one 
study of 57 mothers caring for children in low-income households, half 
were smokers. These women described how smoking was associated with 
breaks from caring, where they rested and had something to eat and 
drink. Cigarettes were not only associated with the maintenance of nor- 
mal caring routines, they were part of the way women coped with break- 
downs in these patterns of caring. In particular, smoking was described 
by smokers as a major strategy employed when their children's demands 
became "too much to cope with". 
When asked what they did in these circumstances, the respondents typi- 
cally described how they created a space - symbolic if not physical - 
between themselves and their children and then filled this space with a 
self-directed activity. Smoking a cigarette was the major self-directed ac- 
tivity for mothers who smoked. 
In these conditions, other luxury items and leisure activities had been 
surrendered in the pressure to make ends meet. As other studies have 
found, the level of spending on clothes, shoes, make-up, haircuts and 
non-essential food items by these mothers was low. Within a life-style 
devoid of personal spending, cigarettes could be the only item that wom- 
en bought for themselves (57). 

Women who are subject to discrimination or oppression 
(such as battered women, victims of sexual assault, immigrants, 
racial minorities, single mothers, and women with disabilities) may 
be more likely to be smokers. Research is needed among these 
groups to develop and make available appropriate public educa- 
tion and public information programmes, as well as support and 
counselling services on tobacco control. 

In countries where cigarette smoking is comparatively new 
among women, the fact that it has been adopted by the more 
affluent professional women may be due to the more liberated 
environment in which they live and work, their relative affluence 
and their urban environment which expose them to tobacco adver- 
tisements and make cigarettes more accessible. Nevertheless, it 
should be emphasized that in some countries, such as India, 
women in rural areas still use tobacco more than those in urban 
areas do. 

Women as role models 
In many occupations, women present a social and be- 

havioural image which is taken as a role model by girls and other 
women. 

Women, as primary carers and educators of children and 
others, are in a powerful position to influence smoking behaviour. 
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Consequently, they can play an important role in smoking preven- 
tion and cessation. 

For children and adolescents, their mothers, friends and 
schoolteachers can all have a positive effect by encouraging them 
not to smoke and by setting an example. Later on, women in 
health professions, i.e. primary health care workers, nurses, and 
doctors, can also serve as educators by informing and advising pa- 
tients, such as pregnant women or women on the pill. As women 
may prefer to go to female doctors, they may be more likely to 
confide in them, express their concerns, and if they smoke accept 
advice on quitting. Studies have shown that physician advice is 
particularly effective with light smokers. 

Women in sport and the media can also reverse the social ac- 
ceptability of smoking among women and show that those who do 
not smoke are healthy, attractive and beautiful, and that intelli- 
gent women do not smoke. 

Women in political, governmental and nongovernmental or- 
ganizations, while dealing with women's issues, are well placed to 
encourage women to stop smoking and can help promote non- 
smoking behaviour. They can also be instrumental in the passing 
of legislation and/or regulations. 

Activists in the women's movement can also influence the 
image of cigarette smoking. Equating smoking to women's equali- 
ty has been criticized by a number of feminist thinkers. 
Smoking is a feminist issue in terms of the smoking-related mor- 
bidity and mortality in women. It is also identified as a feminist 
issue because cigarette advertising is promoting a distorted and 
misleading image of smoking. 

Documenting the epidemic 
To determine the extent of the epidemic and to develop the 

means for action against the consumption of tobacco by women, 
not only are standardized epidemiological data necessary, but be- 
havioural studies are needed to increase our understanding of the 
factors that influence smoking and smoking behaviour in different 
populations. 

While the motivations of girls and women in developed coun- 
tries have been partially documented, not enough has been done 
to identify the determinants of smoking for women in developing 
countries. An analysis of the influence of the different factors en- 
couraging or preventing women from smoking in different eco- 
nomic and sociocultural settings are important subjects for health 
system and socioeconomic research at national and regional levels 
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and universities should be encouraged to undertake such research. 
Sections 4, 5 and 6 of the country profile in Annex 1 indicate the 
type of information that should be collected to document the epi- 
demic in individual countries. 

While legislation against tobacco advertising is a priority, in 
countries where such laws have not yet been passed, research is 
needed on the marketing techniques used to target women and 
girls. 



Chapter 5 

Prevention and cessation 
of tobacco use 

Prevention and cessation of smoking among women and girls require a 
series of measures, including public information, school health educa- 
tion, and restrictions on marketing, advertising and the availability of 
tobacco. However, most current tobacco control programmes fail to 
recognize and address the specific needs of women. Thus, women and 
girls are often not armed with the appropriate knowledge and skills to 
avoid starting to use tobacco or to stop. Currently, organized cessation 
programmes are used by only a small proportion of smokers; the major- 
ity of smokers who quit do so without the support of a formal 
programme, though they are influenced by information propagated 
through campaigns or more generally. Evaluation studies need to ad- 
dress both approaches to quitting. Whenever prevention programmes 
are developed, they should include, from the onset, components speci- 
fic to tobacco consumption by women. Evaluation studies and research 
must cover sex-specific issues in order to develop adequate prevention 
and cessation programmes. The transferability of tools and techniques 
relevant to women is the key to their application in developing countries, 
where the priority is to develop programmes that are immediately 
affordable. 

Many factors are involved in determining whether a girl 
starts and continues to smoke, if and when she attempts to quit, 
and her chances of success in quitting. The relative importance of 
these factors varies between individuals and populations and it is, 
therefore, neither possible nor appropriate to select just one or 
two to be addressed. 

Accordingly, comprehensive action to address all the relevant 
factors is needed. A combination of measures, at the community, 
national and international levels, should be aimed at discouraging 
the uptake of smoking and encouraging cessation. There are 
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already many examples of effective action, particularly in deve- 
loped countries, which can be drawn on. However, there is a need 
to adapt these approaches to make them appropriate to the speci- 
fic situation in different countries. It will also be necessary to de- 
velop new approaches in areas where current initiatives are limited 
or unsuccessful. 

Preventing the uptake of smoking 
Possibly nowhere more than in tobacco control is the saying 

"Prevention is better than cure" more true. However, much 
remains to be done to ensure that preventive measures are used 
effectively. 

Information and health education 

School health education 

There have been a number of successful health education 
programmes; however, the health education needs of women 
smokers in developed countries were neglected until the mid- 1980s. 
Even then, health education was often inappropriate for them and 
thus the reduction in the prevalence of smoking among girls has 
been less than that achieved among boys. It is essential that de- 
veloping countries should not be tempted to dismiss the need for 
health education for women on the basis that smoking is not cur- 
rently a major problem. 

Health education is initially given by parents in the home, 
consciously or unconsciously. The next contact will be through 
health education programmes in schools. However, there is no 
universal recipe that will guarantee the success of school health 
education programmes on tobacco; success is heavily dependent on 
social, cultural and behavioural factors. The effectiveness of such 
programmes has varied considerably, with more positive results 
being observed in programmes developed towards the end of the 
1970s and during the 1980s. 

The programmes that have been successful in reducing smok- 
ing rates in children are those that have done more than simply 
provide information about the long-term health effects of smoking 
- which often means little to young girls and women - and have 
attempted to improve personal and social skills. These programmes 
point to some common factors for success, such as the incorpo- 
ration of a "tobacco or health" component within a more 
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comprehensive approach covering other essential elements of a 
healthy life-style. The programmes thus aim to improve young 
people's knowledge about the effects of tobacco use through dis- 
cussions and participatory learning methods; to develop personal 
and social skills to help young people resist social pressure to 
smoke; to involve the family, in order to reinforce the health edu- 
cation given in school; and to influence school authorities to pro- 
vide smoke-free environments and especially, to prevent the 
teachers from smoking. 

Studies in Norway and the United Kingdom have demonstrated that the 
involvement of parents in prevention programmes can lead to significant 
reductions in the tobacco consumption of children and parents (50). 

The age at which young girls should start to be educated 
about the harmful effects of tobacco consumption will depend on 
the country. Schools could use a "spiral curriculum" approach, 
i.e. the subject is taught not just once but at several different 
points in the child's education, in ways that are appropriate to the 
child's stage of development. This would involve educating chil- 
dren in nursery schools and elementary schools about the danger 
and unpleasantness of smoking before they begin to think about 
taking it up, and teaching them to regard non-smoking as the so- 
cial norm before they reach their teens. Such a programme has 
been introduced in Canada, to address children aged 3-6 years. 
This could be followed with children aged 9-10 years, before 
they start to experiment with tobacco, with information on health 
and how to deal with social influences. This could be reinforced 
later with programmes aimed at maintaining non-smoking be- 
haviour and helping children who have taken up smoking to give 
it up. Although many programmes have been shown to influence 
knowledge and attitudes to smoking, only a few have had any im- 
pact on delaying or reducing onset of smoking. 

Evaluation of an anti-smoking educational programme among Italian 
adolescents showed that most teenagers knew about the harmful effects 
of cigarette smoking, but this did not prevent them from smoking. 
However, the programme had some effect on occasional and light smok- 
ers (49). 

Similarly, a study of children aged 9-15 years in New Zealand showed 
that knowledge of health risks did not prevent them from smoking (48). 

Data from the United Kingdom revealed that both children who were 
smokers and those who were non-smokers knew about the harmful ef- 
fects of smoking. For smokers, however, such knowledge was counter- 
balanced by positive perceptions related to smoking such as being part 
of growing up, better mood, increased confidence, and making friends 
more easily (58). 
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The British Cancer Research Campaign has developed two programmes 
which have been successful in preventing young people from smoking. 
"The problems of C932" is aimed at 9- and 10-year-olds and involves 
parents. "The search for Dr Ricardo" is a video targeted at children of 
about 12 years old, who are at an age when they are likely to start 
smoking. 

In many developed countries, school health education 
programmes have been effective in increasing young women's 
knowledge about the health effects of smoking, increasing their 
awareness of influences such as advertising and social pressure, 
and developing their self-confidence, self-esteem and social skills 
to resist pressure to start and continue smoking. Since girls often 
believe that smoking helps them deal with stressful situations, 
many educators consider that developing girls' self-esteem and 
competence to solve problems themselves is the most appropriate 
and effective way of enabling them to cope with life without 
resorting to smoking. 

School health education has limitations, however, arising 
from the amount of time students may be exposed to negative in- 
fluences through contact with peers, family, and the media com- 
pared with the little time spent on health education. In many 
developed countries it has been found that young people who be- I 
come regular smokers are more likely to be alienated from school, 
and are therefore unlikely to be reached or influenced by school 
health education programmes. In addition, in developing countries 
many young girls do not attend school. It is therefore important 1 
that programmes are developed that use other youth and educa- 
tional networks such as youth clubs, religious organizations and 
sports organizations, particularly as they adopt less didactic ap- 
proaches. 

Public information 

Most public information programmes have not been suffi- 
ciently sex-specific; they have not been targeted at young girls. 
Messages on smoking and health can be communicated through 
several channels, selected for their appeal to women and adapted 
to the needs of those in developed and developing countries. The 
objectives of such public information programmes are: 

- to increase women's awareness of the hazards of 
smoking; 

- to increase awareness among decision-makers of the need 
for smoking control and of the possibilities for action; 
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1 - to control the smoking epidemic and the specific dangers 

l for women; 
- to provide motivation and support for women who want 

to quit; 
- to counteract the effects of inaccurate information and 

advertising. 
1 Several factors should be considered when using different 

forms of media, such as the characteristics of the target audience 

1 (including the level of literacy), accessibility of information, geo- 
1 graphical location and cultural background. Each of the media has 
, its own specific characteristics, which should be understood and 
1 exploited. The messages should use positive language to describe 

1 the desired behaviour and to counteract the messages communica- 
ted through tobacco advertising. 

Radio and television : can reach large audiences, especially 
through programmes popular with women; can provide ex- 

l amples and promote non-smoking as a healthy and attractive 

l life-style; and can reach illiterate populations. 
Newspapers and ,magazines: information on the effects of 
tobacco consumption and different ways of quitting should 
be included in ~vomen's magazines and journals which, 
through careful selection, can be used to reach women from 
different age groups and different social and cultural back- 
grounds. 
Posters,  billboard^:, and pamphlets: can provide visual exam- 
ples and information to support non-smoking; can be used to 
reach specific target groups such as pregnant women, adoles- 
cents, etc. 
Cinema: short filrrls on non-smoking could be run before the 
main feature, but the first priority is to reduce or eliminate 
the portrayal of smoking in the films produced, a comment 
which also applies to television productions. 

Puppet shows and presentations: these have proved success- 
ful, particularly in rural areas and villages, as they are enter- 
taining and direct. 

Promoting a tobacco-free image 
In countries where the socially accepted image for a woman 

is already that of a non-smoker or a non-chewer of tobacco, the 
issue will be to maintain this attitude as these societies pass 



WOMEN AND TOBACCO 

through phases of female emancipation and economic develop- 
ment. In other countries, ways should be found to promote this 
healthy image, emphasizing positive aspects such as attractiveness, 
glamour and liberation and to make non-smoking look healthy, 
socially attractive and emancipated. In addition, women should be 
made aware of the special health risks related to reproduction. 

A national media campaign aimed at young women and using television, 
cinema and women's magazines has been developed in Australia. One of 
the main themes is that you do not need to smoke to enjoy yourself. 

Restrictions on the availability of tobacco 
Legislation restricting the availability of tobacco can be an 

effective instrument to reduce smoking, particularly if accompa- 
nied by appropriate health education. For a number of years, 
WHO has been promoting several measures to control smoking, 
some of which may be more effective for women. 

Control of advertising and sales promotion 

The influence of tobacco advertising and other sales promo- 
tions on women has been described in Chapter 4. Legislation res- 
tricting or prohibiting media advertising (television, radio, cinema, 
poster and press), distribution of free samples, sponsorship of 
sports and cultural events, special discount schemes, as well as 
other direct and indirect advertising strategies, can greatly reduce 
the desire of women to smoke. 

Taxation 

Price increases can help reduce tobacco sales, especially 
among young people and women, who often have little personal 
income to spend on themselves. Studies in a number of developing 
countries have found that, on average, a 1% increase in the real 
price of cigarettes leads to a 0.59'0 decrease in consumption among 
adults and even more among young people; the reduction may be 
even greater in developing countries. However, there are valid rea- 
sons for careful consideration of every proposed increase in tobac- 
co duty. For those on low incomes, unable to reduce their 
consumption, a price increase can simply create a downward 
spiral: as the burden of financial pressure gets heavier, the need 
to smoke increases with further detrimental consequences to health 
as the quality of life deteriorates. One way of solving this dilemma 
is for governments to create ways in which increased tax revenues 
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could be invested in health promotion activities, as occurs in Aus- 
tralia, Finland, Iceland and the United States (California). In- 
creased welfare benefits to offset the adverse effects of price 
increases could also be provided. 

Sales restrictions 

Sales restrictions, if properly enforced and ideally preceded 
by health education, may have some influence on the consumption 
of tobacco by young girls. 

A number of measures can be taken to control the illegal sale 
of tobacco to minors: 

- a minimum age (18-21 years) should be adopted for the 
sale of tobacco; 

- fines for selling tobacco to minors should be increased; 

1 - tobacco access laws should be rigorously enforced; 
- vendors should be required to make it clear (through 

warning signs in the stores) that tobacco will not be sold 
to minors; 

- cigarette-vending machines should be eliminated; 
- national campaigns should be launched regularly to in- 

form parents, health professionals and other community 
organizations about the problem. 

A study in California, USA, showed that an education campaign involv- 
ing the community and vendors, combined with a broad-based media 

1 campaign, reduced tobacco sales to minors. Following a six-month cam- 
paign, the over-the-counter sales of cigarettes were reduced from 74% to I 

l 39070, although sales from vending machines were not reduced (59). 
l 

Health warnings 
l It is imperative that the specific risks of smoking to women I should always be included in health warnings on cigarette packets 

1 and advertisements, as is the case now in numerous countries, such 
as Canada, Iceland and Sweden. Since 1970, WHO has recommen- 
ded that cigarette packets should carry health warnings in order to 
inform smokers about the dangers of smoking; these warnings 
must be accurate and comprehensible to the public, they should 
be changed regularly to ensure that smokers do not become 
accustomed to the same message and they should be clearly visible. 

Other measures 

Information about the potentially hazardous constituents of 
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tobacco on cigarette packets and restrictions on smoking in public 
places and in the workplace deter both women and men from 
smoking. Several studies have found that restrictions on smoking 
in the workplace lead to an overall reduction in consumption 
among smokers which is not made up for by increased smoking 
outside work. However, women in certain occupations may be ex- 
posed more specifically to environmental tobacco smoke, e.g. 
flight attendants and waitresses. 

New forms of tobacco products should be banned to stop the 
tobacco industry's move to interest young non-smokers in differ- 
ent products. 

Cessation of tobacco use 
Until recently, most of the studies on quitting reported in the 

literature concentrated on developed countries, where tobacco use 
was already widespread. There have, however, been a number of 
successful cessation programmes in the Indian subcontinent. As 
tobacco use is now becoming more popular among women in de- 
veloping countries, the issue is becoming increasingly important 
there. 

The vast majority of people who stop smoking (up to 90%) 
do so on their own, after being influenced by a number of factors. 
However, smoking among women cannot be dissociated from per- 
sonal, social and economic factors, which are all interrelated. 

Many women want to give up smoking for a number of rea- 
sons, such as: freedom from dependence on tobacco, health, preg- 
nancy and financial worries. However, once women start smoking, 
they may find it more difficult to quit than men because of a lack 
of social support, more reliance on cigarettes to cope with stress 
and anxiety, and fear of weight gain. In order to give up smoking, 
women need help and support to overcome the short-term physio- 
logical withdrawal symptoms that may occur when smoking is dis- 
continued and to break behavioural patterns that may have 
developed over many years. They may need to talk to others and 
get their advice and opinions before changing their behaviour or 
dealing with problems in general. Hence, when designing cessation 
programmes, all these aspects need to be taken into account. 

Some reports from organized cessation programmes have in- 
dicated that women are less successful than men in quitting. Since 
women in Australia, the United Kingdom and the United States 
are now giving up smoking at about the same rate as men, this 
conclusion would seem to be incorrect; however, these figures do 
not show the relative success of women and men in maintaining 
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their non-smoking. The differences in cessation rates between 
different groups of women are, however, indisputable. Disadvan- 
taged women who live in particularly difficult circumstances are 
less likely to give up smoking than better-off middle-class women. 

Although many women manage to refrain from smoking for 
a long time, they may relapse in situations involving negative emo- 
tions, such as conflicts, stress or loss. Men, however, tend to re- 
lapse in positive situations, such as at social events. Women are 
less likely to relapse if they have social support, especially from 
friends, family and partners. 

The benefits of smoking cessation 
The 1990 report of the US Surgeon-General (60) is dedicated 

to the health benefits of smoking cessation; its major conclusions, 
applying both to women and men, are summarized below: 

Smoking cessation has major and immediate health 
benefits for women and men of all ages. These benefits ap- 
ply to people with and without smoking-related diseases. 
Ex-smokers live longer than continuing smokers. For ex- 
ample, women who quit smoking before the age of 50 have 
half the risk of dying in the next 15 years compared with 
those who continue to smoke. 
Smoking cessation decreases the risk of lung cancer, other 
cancers, myocardial infarction, stroke, and chronic ob- 
structive pulmonary disease; however, smoking cessation 
has more immediate effects on cardiovascular diseases than 
on lung cancer or chronic obstructive pulmonary disease. 
The health benefits of smoking cessation far exceed any 
risks from the average weight gain (2.3 kg) or any adverse 
psychological effects that may follow quitting. 
Women who stop smoking before pregnancy or during the 
first 3-4 months of pregnancy reduce their risk of having 
a low-birth-weight baby relative to that of women who are 
non-smokers: however, evidence from two intervention tri- 
als suggests that reducing daily cigarette consumption 
without quitting has little or no effect on birth weight. 

In addition, the report underlines some specific advantages 
for pregnant women: those who stop smoking at any time up to 
the 30th week of gestation have infants with a higher birth weight 
than do women who smoke throughout pregnancy. Recent esti- 
mates of the prevalence of smoking during pregnancy, combined 
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with an estimate of the relative risk of low birth weight in smok- 
ers, suggest that 17-26% of low-birth-weight births could be 
prevented by eliminating smoking during pregnancy. In groups 
with a high prevalence of smoking (e.g. women with less than a 
high school education), this figure could be as high as 29-42%. 

In the United States, approximately 30% of women who are cigarette 
smokers quit when they become pregnant, with greater proportions quit- 
ting among married women and especially among women with higher 
levels of educational attainment (60). 

In societies where being thin is considered aesthetically 
desirable, the fear of putting on weight has discouraged many 
women from trying to give up smoking and has precipitated 
relapse among many of those who had given up. An investigation 
concluded that the average weight gain after smoking cessation 
(2.3 kg) posed a minimal health risk. Approximately 80% of 
smokers who quit gain weight and women gain more weight than 
men. However, the average weight of smokers after cessation is no 
greater than the weight of non-smokers. This strongly suggests 
that nicotine causes artificial and reversible weight loss, which is 
greater in women than men. Nevertheless, there is tremendous in- 
dividual variation in the metabolic response to smoking and smok- 
ing cessation. 

Quitting techniques 
Stopping smoking and tobacco consumption requires an 

awareness of the reasons for smoking or chewing tobacco, and 
development of other ways of coping with the needs. Cessation 
programmes must consider gender differences in terms of the 
specific health effects of smoking, and the different needs that 
women may have. 

Although specific techniques can be beneficial, education is 
needed to increase women's motivation to quit. Women who 
smoke need to be informed about the physical and psychological 
reactions involved in giving up. Girls and women who smoke 
should be made aware of the positive consequences of quitting: an 
improved economic situation, an improved sense of smell and 
taste, more stamina, a feeling of achievement, freedom from de- 
pendence, more control over their life, and better health. Most im- 
portant of all is the knowledge that it is possible to become a 
non-smoker . 

Quitting independently 

There are many ways in which women quit on their own; 
these have been popularized in various booklets and pamphlets 
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produced as guides for the general public by governmental or non- 
governmental organizations involved in tobacco control. Quitting 
independently does not mean women are giving up smoking 
without help, as their decision may often be the result of informa- 
tion and education campaigns and other forms of assistance. For 
example, the World No-Tobacco Days serve, once a year, to publi- 
cize the ill-effects of tobacco consumption and encourage tobacco 
users to stop for one day in the hope that they will continue to 
abstain. 

General techniques 

The craving for tobacco is maintained by pharmacological, 
social, and psychological determinants, all of which need to be 
considered in breaking nicotine dependence. 

A number of techniques are available for both women and 
men. Tobacco dependence can be broken in several ways: 

Pharmacological treatments: e.g. nicotine replacement strate- 
gies, in which the smoker is given an alternative substance 
which provides temporary relief from the signs and symp- 
toms of tobacco withdrawal; and nonspecific pharmaco- 
therapy, in which the patient is treated symptomatically. 
However, specific guidance needs to be given to pregnant 
women. 
Behavioural treatments: e.g. aversive strategies to cigarette 
smoke (distaste, disgust, fear or displeasure); relaxation 
training; "contingency contracting" (a system of reward/ 
punishment); social support; training in problem-solving 
skills; stimulus control (eliminating situations in which the 
person is likely to smoke); programmes including a number 
of these strategies and support groups. 
Other treatments: e.g. hypnosis and acupuncture. 

Specific approaches for women 

While all the above-mentioned approaches may be valid for 
women as well as for men, a growing number of smoking cessa- 
tion programmes cater specifically for women's needs. They usu- 
ally include basic health education; discussion of withdrawal 
symptoms; strategies to maintain non-smoking and prevent 
relapse; continuing group support; stress management; and advice 
on weight management, nutrition, fitness and exercise. However, 
approaches stressing freedom and control over one's life may be 
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unrealistic for women who suffer from poverty, violence, stress 
and discrimination, as other aspects of their lives will need to be 
changed as well (see p. 88). 

Some specific tips to help women give up smoking are given 
below. 

Quitting tips for women 
If you smoke to distance yourself from others who depend on you 
(children, elderly relatives, partners, friends, etc.), try to find another 
way of doing this. 

If you smoke to control your emotions, experiment with other methods 
of releasing your feelings: e.g. writing down your thoughts, discussing 
issues with the people in your life, meditation or exercise. 

Try to enlist support for quitting smoking from your partner, family 
and friends, particularly during the first few weeks as you break your 
dependence on nicotine. 

Get someone to look after your children, or to relieve you of other 
responsibilities, even for a few hours, as you begin to learn to live 
without tobacco. 

Plan what you will eat and drink when you decide to quit, as opposed 
to concentrating on what you cannot eat. This way, you can control 
your food intake, and control your weight. 

Consider giving up alcohol and coffee for the first month or so, as 
these often serve as "triggers" for social smoking. 

Change your daily routine for a while to avoid the situations where 
you would normally smoke, and incorporate exercise into your life in- 
stead of smoking. This will not only make you feel better, but will pre- 
vent some weight gain as well. 

Make your immediate environment smoke-free, and remove all 
cigarettes and other tobacco products from your home. Ask others 
not to smoke in your presence during the first few weeks of quitting. 

If you relapse, and have a cigarette, do not lose confidence in your 
ability to quit. Consider it a learning experience, and remain commit- 
ted to stopping smoking. 

It has been found that women-only cessation programmes al- 
low better dissemination of women-specific messages. These 
specific programmes should have a comprehensive, process- 
oriented approach, with the following characteristics: 
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Accessibility: the messages should be appropriate for all 
women (e.g. using tapes, films, braille, sign language, non- 
printed materials, etc.). Programmes must be sensitive to fac- 
tors such as race, ethnicity, culture, age, and socioeconomic 
status. 
Comprehensiveness: issues cannot be restricted to smoking 
behaviour only but must be placed within the context of 
women's experiences. 
Skill- building: S kills in assertiveness, identifying external and 
internal motivations, resisting pressure, stress management 
and positive health behaviour must be developed. 
Support: social support, respect, acceptance and trust are 
most important. 

In Canada, several woman-specific cessation programmes have shown 
some successes. They minimize the importance of cessation and exa- 
mine the woman's smoking behaviour within the context of her overall 
life-style. Efforts are made to identify social and political influences on 
smoking behaviour, as well as to increase women's understanding of 
why they smoke (61). The women who are most successful in quitting 
are those who are ready to make changes in their lives: thus, part of 
the programme is to encourage women to learn to take control of their 
health and life (12). 

As most smokers who give up smoking go through a process 
that involves contemplation of change, action, maintenance and 
relapse, cessation programmes must address all stages of the 
process. Relapse is often perceived as a failure, but in fact is part 
of the learning process of cessation. Repeated relapse is to be ex- 
pected in smokers who are heavily dependent on tobacco and they 
therefore need to be encouraged to continue trying until they 
succeed. 

Relieving social pressure 
Individual programmes should be backed up by measures 

aimed at changing the social and environmental factors that make 
giving up easier and cater for the needs of non-smokers. This 
would include actions as diverse as economic development or 
changes in the social environment, as well as increased provision 
of smoke-free environments and action to increase awareness of 
the effects of passive smoking. 

Smokers who quit with support from their family and friends 
are more likely to maintain their non-smoking behaviour. There- 
fore, family members and work colleagues can be given practical 
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suggestions to help and support the participant as she becomes a 
non-smoker . 

If women in difficult circumstances are to be helped to take 
control of their lives, it is necessary to adopt strategies that ad- 
dress not only their smoking but also the social and economic cir- 
cumstances that maintain their dependence on tobacco (such as 
violence against women, unequal pay, etc.). Accordingly, cessation 
programmes for these women must be accompanied by policies 
and actions to reduce inequalities. 

Role of health professionals 
In tobacco consumption, prevention and cessation, some 

groups of individuals may have an exemplary role to play (see 
Chapter 4, p. 72). Health professionals, such as nurses, midwives, 
physicians, nutritionists and others, may have a particular influ- 
ence on tobacco use by girls and women. This highlights the impor- 
tance of specific training in this field and the need for their aware- 
ness of their part as role models for patients. Furthermore, health 
workers who are non-smokers are more likely to give advice about 
the hazards of smoking to their patients and help them quit. 

Family physicians are generally in a good position to give 
advice and can have a positive influence. Although most physi- 
cians believe that it is their responsibility to encourage smokers to 
give up smoking, many do not do so routinely. 

In the United States, population surveys show that most adult smokers 
have never been advised to quit smoking by a physician. According to 
previous studies, physicians who are cigarette smokers are less likely to 
give advice on smoking than are those who are non-smokers. They are 
also more pessimistic concerning their patients quitting. Although physi- 
cians seem to advise those thought to be at risk and those who are al- 
ready motivated (62), studies have shown that advice to quit smoking by 
a physician is mainly effective with light smokers (63). 

Too often medical practitioners assume that their women 
patients are already aware of the risks associated with smoking 
and do not attempt to influence their attitudes and behaviour 
when issues related to health and life-style are addressed in medi- 
cal consultations. 

For example, a Swedish study showed that smoking was discussed in 
75% of medical consultations and alcohol consumption in 30%. 
Whereas all men were questioned about their smoking, only half of the 
women were. The results also showed that the information exchanged 
was superficial and did not give a full picture of the patients' behaviour, 
except in a few cases (64). 

However, some doctors, such as gynaecologists and obstetri- 
cians, may have more influence on women, because of their close 
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relationship with the patient and their frequent contact during cer- 
tain important periods of her life. Women are often highly recep- 
tive to anti-smoking education during these consultations. Prenatal 
care provides a good opportunity to educate women on the 
hazards of smoking, helping them to take control of their health 
and the health of their babies. More generally obstetricians and 
gynaecologists can advise their women patients to give up smoking 
when they deal with obstetric care, family planning and pregnan- 
cy, and can display and make available literature on tobacco con- 
trol. Care should be taken that the approach adopted does not 
"blame the victim". 

Paediatricians can advise parents to stop smoking when they 
bring in their children for consultations. The best times to talk to 
parents about quitting are during check-ups and visits for res- 
piratory problems. Paediatricians may be faced with additional 
obstacles; for example, parents may not expect advice and may 
not react favourably; advice to stop smoking may not seem ap- 
propriate, especially if the child does not appear to be ill or affect- 
ed by smoking. 

Reasons why doctors in general fail to give advice on quitting 
have been identified in developed countries as: belief that it is not 
worth while and that the patient does not want to give up smok- 
ing; a tendency to counsel those with tobacco-related conditions, 
rather than light or average smokers; past failures, when advice 
was not followed; a feeling that providing advice is not their role; 
lack of confidence; feeling inadequately prepared to help; wishing 
to avoid embarrassing or offending the patient or discouraging her 
from coming back; lack of time or payment; and being unaware 
that simple advice can be effective. Furthermore, in developing 
countries, information on quitting may not be readily available. 

Nurses can also encourage women to refrain from tobacco 
consumption, not only because nursing is still a predominantly fe- 
male profession, but mainly because nurses are often in a position 
to give public health advice and to have contact with girls and 
women. To do so effectively, in many countries, the nursing 
profession should first address the question of nurses' own 
smoking. 

As women may gain weight when they quit smoking, nutri- 
tionists and dieticians can provide advice on post-cessation weight 
management and diet as well as general advice on fitness and 
exercise. 

Dental hygienists have a traditional role in terms of health 
education, where the need for good oral hygiene practices can lead 
to advice against tobacco consumption. The hygienist can also ask 
his or her patients about their use of smokeless tobacco, teach 



WOMEN AND TOBACCO 

them techniques for oral self-examination, detect signs of oral le- 
sions due to smokeless tobacco products, and discourage patients 
from using these products. 

It is evident, therefore, that health services should be 
tobacco-free. Smoking or use of other forms of tobacco should 
not be permitted in hospitals, health centres, screening facilities, 
ambulances, primary health care centres, pharmacies or opticians' 
offices, etc. 

A smoking control policy implemented in a hospital in Barcelona, Spain, 
over a 3-year period resulted in a reduction in smoking among hospital 
staff and a greater awareness of the exemplary role health professionals 
can have. This indicates that carefully designed programmes can be suc- 
cessful even in countries with high rates of smoking (65). 

Halting the epidemic 
Special education and cessation programmes aimed at adoles- 

cents and women have been developed in a few countries with a 
certain amount of success. Research needs to be carried out on an 
ad hoc basis to investigate which components of these programmes 
can be transferred to different countries and which must be modi- 
fied to fit different cultures and socioeconomic backgrounds. A 
key to the success of these efforts is the evaluation of education 
programmes; in particular, school-based tobacco control educa- 
tion programmes need to be evaluated for their effects on girls. 
This will facilitate the design of corresponding tobacco control 
methods appropriate for girls, in various educational settings. 

Programmes must also address the problem of how to reach 
girls and women in other settings, e.g. girls who do not attend 
school, women in the workplace, community centres, etc. Smoking 
behaviour may be easier to change with specific life events, such 
as marriage, pregnancy, birth of a child, divorce, change of job, 
etc. Are these opportunities systematically exploited in tobacco 
control campaigns aimed at women? Where resources are very 
scarce, methods should also be developed to identify high-risk 
groups (e.g. adolescents, young women intending to start a family, 
or women in certain occupations), which should be targeted for a 
more focused planning of smoking prevention, education and 
treatment. 

Simultaneously, decision-makers and women themselves need 
to be made aware that the issue is crucial and that something can 
be done about it. 

An important measure is the appropriate and timely training 
of teachers and health personnel in the prevention of tobacco use 
and in cessation. This cannot be done on an ad hoc basis. The ap- 
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propriate skills will need to be taught through formal training in- 
cluded in the basic and post-basic curricula. Tobacco consumption 
by women is a growing problem and deserves to be treated as such 
in medical and public health training. Sections 6 and 7 of the at- 
tached country profile (Annex 1) can be used to monitor the ac- 
tions taken at the country level to halt the epidemic. 





Chapter 6 

Women against tobacco: 
a strategy for individual, 
community, national 
and international action 

The previous chapters have shown the need for urgent action to prevent 
the prevalence of smoking among women in developing countries from 
reaching the peaks that have been observed in developed countries. 
The previous chapters have also identified the information required 
to facilitate appropriate action to combat the epidemic. The tasks for 
all the strategists concerned are now well defined with a key role to 
be played by governments at all levels strengthened by international 
organizations, in particular WHO, nongovernmental organizations and 
others. These strategists will need a range of tools, including financial 
resources, to make them as efficient and effective as possible. 

A worldwide strategy 
As men in developed countries were the first to smoke in 

large numbers, not surprisingly researchers and policy makers first 
looked at these male populations to explore and, later, to counter- 
act the effects of smoking. The previous chapters have shown the 
consequent imbalance in our knowledge of the smoking epidemic. 
These chapters have attempted to paint a picture, as yet un- 
finished, of the use of tobacco among women throughout the 
world, showing the differences between the situation in most deve- 
loped countries where women smoke nearly as much as men, and 
the situation in developing countries where the prevalence of 
smoking among women is generally still low. 

In view of the current situation, some universally valid ac- 
tions need to be taken immediately, such as the enactment of legis- 
lation comprising all necessary measures to discourage women 
from using tobacco, including the provision of smoke-free places 
and bans on tobacco advertising. In addition, actions will have 
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to be adapted to the specific circumstances in each country - on 
the one hand preventing the uptake of smoking and on the other 
helping smokers to quit. 

A number of specific recommendations have been made at 
the end of each of the previous chapters; in addition, a strategy 
for preventing the morbidity and mortality from tobacco-related 
diseases in women from reaching the levels observed in men needs 
to be designed and applied immediately in all countries, which 
takes into account their different sociocultural and economic back- 
grounds. 

This common strategy will have the following ruling ob- 
j ectives : 

- to ensure that the "tobacco or health" situation for wom- 
en is widely recognized and understood (see p. 98); 

- to ensure that national control programmes are developed 
that contain all the measures recommended in this 
monograph; 

- to ensure that legislation is adopted which comprises all 
the necessary measures to discourage women from using 
tobacco (such as a ban on tobacco advertising and on all 
other forms of promotion); 

- to ensure that within the framework of national tobacco 
or health coordinating committees, each country secures 
the presence of a focal point dealing with women and 
tobacco; 

- to ensure that school health education comprises the 
necessary specific tobacco control measures for girls and 
that public education campaigns are properly targeted at 
women; 

- to take measures to encourage all media to provide 
appropriate information on tobacco or health to women 
of all ages; 

- to take measures to empower women at all political and 
technical levels to develop the necessary advocatory and 
scientific skills to monitor and control the tobacco epi- 
demic in women; 

- to address the social and economic factors that could dis- 
courage the use of tobacco by women. 

Implementing this strategy will require a strengthening of all 
the sectors involved to enable them to coordinate their efforts at 
the international, national and community levels; it will also im- 
prove knowledge of the current situation and the various tools for 
tobacco control. 
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Identify and strengthen the strategists 

At the local, national and international levels, smoking con- 
trol policies, legislation and activities are usually aimed at smokers 
per se, and the failure to take action or adopt different approaches 
for men and women has often been to the disadvantage of women. 
To redress the balance, further action needs to be taken to control 
tobacco use among women. To do this, the strategists concerned 
will need greater support. There is also a growing recognition that 

1 more of the strategists should be women. 
A large number of governments and governmental organiza- 

1 tions throughout the world have already taken effective action in 
l tobacco control, whether by enacting legislation or adopting other 

measures such as supporting health education. The protection and 
promotion of healthy life-styles, an essential part of the health 
policy of certain countries, also contribute to controlling the use 
of tobacco. National health strategies for the prevention and con- 
trol of certain diseases, such as cancer and cardiovascular disease, 
have usually included a strong tobacco control component and 
offered most of the opportunities for tobacco control. Through 
the establishment of health policies, governments may have the 
key role in controlling the tobacco epidemic in women; however, 
they will often need a grouping of forces behind them to motivate 
their action, to support it and to participate in its implementation. 

The nongovernmental organizations involved in tobacco con- 
trol strategies have played an important role worldwide in in- 
fluencing the passing of legislation, health education and the 
dissemination of information. Major national and international 
nongovernmental organizations concerned with tobacco control 
should dedicate part of their programmes for the specific benefit 
of women. 

Nongovernmental organizations dealing with women's issues 
have often taken little part in tobacco control efforts at global, na- 
tional or community levels; although this situation is slowly chang- 
ing, the mobilization of the women's movement (and women's 
health movement) in tobacco control also needs to be encouraged. 

Community groups that can have an influence on tobacco 
use among women, such as parent-teacher associations, commu- 
nity development associations and sports organizations, should be 
encouraged to address the issue as a priority. The challenge in- 
volves convincing community groups not currently involved in 
tobacco control to apply resources to the issue of smoking and 
women. Of prime interest are community groups concerned with 
women's health or with related issues, such as occupational health 
and safety or environmental matters, and associations and 
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organizations concerned with particular target groups such as 
battered women or ethnic minorities, and particular occupational 
associations. 

Specific community actions need to be documented and the 
results widely circulated. Even strong governmental action through 
legislation or health education will have less effect if the immedi- 
ate social environment of the female smoker's workplace or com- 
munity is not also conducive to quitting. Community projects 
should incorporate educational approaches that develop women's 
self-esteem and independence, and help to eliminate their need for 
tobacco. Attention should be given to the development and evalu- 
ation of effective weight control programmes for women who give 
up smoking and to their application at the community level. Pub- 
lic information programmes should emphasize the rights of non- 
smokers, especially children and pregnant women. 

Occupational health programmes in factories or other places 
of work can be a good entry point for action and could include 
information on the hazards of tobacco consumption and skills- 
training on how to live without tobacco. The presence of health 
and safety committees in workplaces could facilitate the implemen- 
tation of such programmes. 

Specific mention should be made of the health professionals. 
Action by physicians, nurses and other primary health care work- 
ers has been shown to play a positive role in promoting better 
health for women through modification of a variety of be- 
havioural risk factors. Such workers could be instrumental in 
promoting health for women by influencing their patients' be- 
haviour and providing information. In creating a tobacco-free so- 
ciety, the leadership of health professionals should be mobilized 
through their various professional bodies and by approaching 
them individually; specific training should be envisaged to this 
effect. 

The challenges facing the development of a broader-based 
community response to the issue of smoking among women are 
considerable; however, experience with raising awareness of other 
social and environmental issues shows that once there is wide- 
spread community concern over an issue, accelerated positive change 
will occur. Cooperation between all those concerned will strength- 
en activities by creating massive support as well as maximizing the 
use of limited resources. 

Leaders are essential to trigger action by all the above 
strategists. These leaders can come from all professions: e.g. law- 
yers, politicians or technical specialists. 

Since 1974, several WHO Expert Committees (66, 67, 68) 
and the WHO Study Group on Smokeless Tobacco Control (69) 
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have made a number of recommendations for national and inter- 
national action to attain, in individual countries, societies where 
the social norm is to abstain from tobacco consumption. Several 
of these recommendations specifically target national action in 
favour of women such as: 

recognition of the gender difference in dealing with the 
issue of tobacco use among women. 
legislation banning the promotion and advertising of all 
tobacco products; revision of legislation regarding the sale 
of tobacco to minors to include stiffer penalties; develop- 
ment of public awareness programmes among retailers to 

I 

l inform them of legislation regarding sales to minors; and 
legislation banning tobacco sales through vending 
machines, in order to limit accessibility to children. 
pricing policies that maintain the cost of tobacco at a high 
level. 
determination of the special factors influencing women to 
consume tobacco and health education (from primary 
school onwards) based on these factors; public information 
campaigns based on pretested strategies aimed at the 
specific factors in each national setting that are characteris- 
tic of female smokers. 

Since 1980, World Health Assembly resolutions have men- 
tioned the need to consider the particular health issues related to 
women's use of tobacco; two resolutions deserve particular atten- 
tion. Resolutions WHA39.14 and WHA43.16, respectively, urge 
Member States to implement a nine-point smoking control strategy 
and to promote legislation for "progressive restrictions and con- 
certed actions to eliminate eventually all direct and indirect adver- 
tising, promotion and sponsorship concerning tobacco". 

WHO'S essential role is to support the development of na- 
tional tobacco control programmes at the request of its Member 
States. It has also developed strategies for joint action between 
Member States, an example of which is the European Action Plan 
on Tobacco for a Smoke-free Europe. The process was started at 
the First European Conference on Tobacco Policy in 1988, where 
the continent's foremost experts issued a charter against tobacco 
and outlined ten strategies for a smoke-free Europe. The basic 
principles of the charter are: that air free from tobacco smoke is 
an integral part of the individual's right to a healthy and unpollu- 
ted environment; that young people should be free to grow up 
without being subjected to undue pressure to take up smoking; 
that those willing to give up smoking should receive help; and that 
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all citizens have a right to be informed of the health risks associa- 
ted with smoking. 

To contribute to the achievement of the worldwide objec- 
tives, WHO will, within this framework: 

- ensure that data on tobacco use and related problems col- 
lected in its data centre/clearinghouse give equal coverage 
to women and men; 

- promote and encourage and, whenever possible, support 
studies aimed at improving knowledge about women and 
smoking issues; 

- ensure that its educational and public information materi- 
al gives an equal emphasis to women and men. 

WHO has endeavoured to sensitize the United Nations sys- 
tem to the harmful effects of tobacco use and obtain its support 
in dealing with the health, social and economic problems caused 
by tobacco consumption, and substantial progress has already 
been made in making organizations of the United Nations system 
tobacco-free. WHO now aims to ensure that there is a consensus 
on an international strategy for the whole United Nations system 
to disseminate information to increase awareness of the health 
risks of smoking, to help women avoid taking up smoking despite 
the influence of advertising, and to help them to quit. 

The scientific integrity of WHO, its coordinating capacity, 
technical resources and capacity to stimulate the acquisition of 
new knowledge make WHO a prime mover in strengthening all 
strategists. It is no coincidence that some of the successes in the 
passing of legislation, the winning of court cases and the lowering 
of tobacco consumption are a result of the combined action of 
governments and nongovernmental organizations supported, either 
directly or indirectly, by WHO. Conversely, requests from govern- 
ments to WHO for technical cooperation are more likely to come 
as a result of campaigns organized by nongovernmental organiza- 
tions. 

Improve knowledge 
In monitoring and controlling the tobacco epidemic among 

women, further qualitative and quantitative research studies are 
important in order to identify the directions in which action 
should be taken. As more becomes known, new avenues will prob- 
ably open for research to refine knowledge and make actions more 
specific and effective. 
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Patterns and trends of smoking among women are well 
documented in only a small number of highly developed countries; 
few developing countries have comprehensive data on the subject. 
A first step will be to ensure that, in countries with a well devel- 
oped system of health information and statistics, data on smoking 
patterns and trends for women are collected and kept up to date, 
together with data on tobacco-related diseases. In other countries, 
including a large number of developing countries, rapid assessment 
or small-scale surveys should be carried out at regular intervals on 
representative samples of the population. If the expertise is not 
available locally or the subject is not considered a priority, the 
possibility of obtaining information through other health surveys 
should be investigated. In all cases, scientific accuracy should be 
emphasized, together with the necessity to collect sex-specific data. 
The twinning of programmes to evaluate tobacco use between 
developed and developing countries should be encouraged as a 
means of technology transfer. 

Improving knowledge also means ensuring that the results of 
studies are comprehensible to all those who will have to take 
action; these data should be published and widely disseminated. 
As a minimum, information on the prevalence of tobacco use (per- 
centage of women who are regular smokers or regular users of 
other forms of tobacco) by age group is required. The importance 
of age-specific information should not be underestimated. In most 
countries, the prevalence of cigarette smoking is significantly 
higher among younger women, which has important implications 
for prevention. Data on cigarette consumption (number of 
cigarettes per day), duration of exposure (age of initiation and 
length of time since taking up smoking), cessation rates and aver- 
age tar and nicotine content of cigarettes consumed should also be 
obtained if possible. In countries where tobacco chewing is com- 
mon among women, the prevalence of chewing and the daily con- 
sumption should also be ascertained. 

There is sufficient evidence on the harmful effects of smok- 
ing to justify concerted action in all countries. While the added 
risks for women have also been well documented in some coun- 
tries, complementary surveys could clarify the cumulative effects 
of ill health and poor nutrition with tobacco consumption in wom- 
en in individual developing countries or in underprivileged women 
in other countries. Thus, further epidemiological studies are need- 
ed to improve knowledge of the health risks for women, based on 
samples of populations at different levels of development. Further 
studies are also needed to evaluate more precisely the risks of pas- 
sive smoking for women, especially during pregnancy. Local and 
national health studies can also be effectively used to publicize the 
harmful effects of tobacco consumption. 
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Smoking and use of other forms of tobacco by women need 
to be understood within the context of social, cultural and be- 
havioural influences in different populations and in different stra- 
ta of the various populations. While there has recently been an 
increase in qualitative research on women and smoking, especially 
in countries where the tobacco epidemic is already affecting wom- 
en, smoking as a functional behaviour needs to be analysed in re- 
lation to occupation and life circumstances, to understand why 
women start and continue to smoke. For example, smoking be- 
haviours of various ethnic minorities in Canada and New Zealand 
have been well documented; however, little is known on the sub- 
ject for most of Asia or for the general population in Africa. Simi- 
lar studies will be needed to determine whether the tendency is for 
more girls than boys to take up smoking as countries become more 
economically developed. 

The role of smoking in women's daily lives in developed and 
developing countries needs to be more fully examined, in particu- 
lar regarding maintenance of smoking behaviour. Better under- 
standing of smoking patterns among the socially disadvantaged 
(women on low incomes, unemployed women, battered women, 
women belonging to minority groups) should facilitate research 
into alternative coping methods appropriate to different life cir- 
cumstances, and control within the working environment. It is also 
important to understand motivation to smoke at an individual lev- ~ el, as well as the links between women's experiences and smoking. , Behavioural research could also cast new light on the initia- 
tion of smoking in young people. In developing countries where 
the prevalence of smoking among women is still very low, the fac- 
tors responsible for this situation should be carefully studied with 
a view to maintaining it as these societies go through phases of fe- 
male emancipation and economic development. The stabilizing 
factors for young people and adolescents should also be assessed 
in various sociocultural backgrounds and educational programmes 
developed to help parents influence their children (primary school 
age) and to promote the influence of leaders and role models on 
adolescents. 

i 
While legislation against tobacco advertising and other forms 

of promotion is a priority, in countries where such laws have not 
yet been passed, research is needed on cost-effective methods to 
counter tobacco advertising and to develop effective messages to 
promote prevention and cessation. Such studies will increase the 
recognition of the importance of gender differences in the physiol- 
ogy and social psychology of smoking, as well as more fully reflect 
women's own experiences and interpretations of their smoking be- 
haviour in dealing with prevention and cessation. 
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In view of the urgency with which tobacco control 
programmes need to be implemented in developing countries, in a 
way and at a cost they can afford, studies are required on the cost- 
effectiveness of various interventions to promote non-smoking, 
with emphasis on mass media approaches and methods to counter 
tobacco advertising. 

Throughout the world, the effects of national tobacco con- 
trol policies on smoking trends among women need to be ana- 
lysed. Case-studies of activities to promote non-smoking and of 
tobacco control policy interventions from process and managerial 
points of view, would facilitate the further development of specific 
action for women. 

However, the need for further studies and research should 
not delay the implementation of available strategies to control 
tobacco use among women. 

Provide the tools 
Methods, materials, validated information and training are 

all essential for tobacco control activities and require both finan- 
cial and human resources. Compared with the resources deployed 
by the tobacco industry for the marketing of its products, the 
financial resources available for tobacco control are minute, hence 
the need to select carefully the tools to be used, preferably those 
that have several effects. 

It has often proved difficult to find resources to implement 
tobacco control strategies, thus part of the role of the various 
strategists will be to mobilize resources or find alternative ap- 
proaches. Such alternatives could include using censuses or other 
health surveys to gather the data required; twinning tobacco con- 
trol programmes between countries with large resources and others 
with more meagre ones; forming coalitions and networking; using 
all those in positions of influence, from ministries to the media, 
for promotion and advocacy; and appropriating a certain percen- 
tage of tax revenue from tobacco products for health programmes 
aimed at women. 

Political figures, especially women, in decision-making posi- 
tions who have some interest in the subject are also an important 
resource, as are lobbyists for tobacco control. 

Universities should be encouraged to undertake research and 
training on women and tobacco as part of their regular activities 
and to validate and publish information on women and tobacco. 

Worldwide interest in tobacco control is leading to effective 
cooperation and alliance-building. Tobacco control among women 
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is greatly enhanced by the formation of coalitions and networks 
that permit communication and coordinated action. Coordination 
encourages sharing of information and strategies, permits efficient 
use of financial and personal resources, and eases the isolation 
often felt by individuals working in this area. Perhaps most impor- 
tantly, these organizations greatly enhance the power of individu- 
als to bring about changes. 

Networks dedicated to the issue of women's use of tobacco 
are proliferating around the world. On an international level, the 
International Network of Women Against Tobacco (INWAT) was 
founded in 1990. INWAT's goals are to counter the targeted mar- 
keting and promotion of tobacco to women and girls, and to en- 
courage the development of women-centred tobacco prevention 
and cessation programmes. INWAT's activities include the fol- 
lowing: 

- maintaining an international database of individuals 
working to address tobacco control among women; 

- producing an international directory of women working 
in tobacco control; 

- producing, collecting and distributing case-studies of ef- 
forts to undermine advertising targeted at women and of 
successful women-centred approaches to smoking preven- 
tion and cessation; 

- ensuring that the issue of women and smoking has a more 
prominent place within the tobacco control movement. 

Regional networks will also prove valuable, to allow mem- 
bers to focus on local issues and to develop the most appropriate 
strategies for particular areas. For example, the Association of 
Latin American Women for Smoking Control (AMALTA) was 
founded in 1991 to address tobacco use by women in Latin 
America. 

Collecting funds or obtaining financial support for tobacco 
control has proved to be difficult enough in developed countries. 
Most developing countries are still struggling with communicable 
diseases and an acute lack of resources for primary health care. 
The responsibilities of the more developed countries in the im- 
plementation of the worldwide strategy for tobacco control among 
women need to be stressed. Their role in the transfer and adapta- 
tion of information on tobacco use among women and on meas- 
ures to control it is fundamental; they are also often in a better 
economic position to participate in this transfer. 
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Annex 1 

Survey on tobacco use 

The following format has been designed for the systematic 
collection of information on national tobacco control pro- 
grammes. It comprises a set of questions for the establishment of 
a country profile and a set of definitions and notes to assist coun- 
tries to complete the questionnaire. 

Through the use of a standard format, WHO is trying to en- 
sure worldwide compatibility of data. However, it is realized that 
the availability of information on tobacco use will vary consider- 
ably in different countries and hence some degree of flexibility is 
anticipated. Some countries may have additional information; in 
other countries, a lack of information regarding some of the ques- 
tions should not prevent their completing other items of the profile 
for which information is available. 

The name and functions of the persons responsible for col- 
lecting the information and for updating it should be mentioned, 
together with the dates on which the profile or individual data 
therein was updated. 

Summary country profile 

1. Tobacco consumption, prevalence and 
intensity 

1 .l Total national consumption in kg: 

1990 1989 1988 1987 1986 1985 

All tobacco products combined 
Cigarettes 
Cigars and pipe tobacco 
Other forms (e.g. bidi, 

hookah and chewing tobacco) 
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1.2 Are periodic surveys or other assessments conducted of 
cigarette/tobacco consumption and of smoking prevalence and 
intensity according to sex, age group and specific population 
subgroups? (e.g. occupation, urban/rural residence, socio- 
economic status, geographical subdivisions .) 

1.3 If so, for which year(s) during the past decade or so are the data 
available? 

1.4 Are other forms of tobacco use also included in these surveys? 
If so, please provide details. 

1.5 Smoking prevalence and intensity: 

Period 1 Period 2 

Males Females Date Males Females Date 

1. Percentage of popula- 
tion aged 15 years 
and over who are 
regular smokers 

2. Percentage of popula- 
tion who are regular 
smokers, by age 
group: 
- 10-14 years 
- 15-19 years 
- 20-24 years 
- 25-44 years 
- 45-64 years 
- 65 years and over 

3. Smoking prevalence 
(G) in specific popula- 
tion subgroups (e.g. 
by occupation, race, 
ethnicity, socio- 
economic status, 
education) 

4. Among regular tobac- 
CO users, average con- 
sumption per day of: 
- cigarettes 
- cigars or pipe 

tobacco 
- other tobacco pro- 

ducts 
5. Percentage of popula- 

tion who are 
ex-smokers 

1.6 Please provide the information requested below for the major 
brands of cigarettes (maximum of 5) sold in your country, 
together with their respective market shares (if known). 
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Brand and type Tar Nicotine Filter tip Market Year 
(menthol, filter, etc.) (mg per (mg per (Yes or share 

cigarette) cigarette) No) (G) 

1.7 Is there any information on the average age at which people 
begin smoking in your country? If so, what is the proportion 
of adult smokers who report beginning to smoke during the 
following ages? (Please provide data for the latest period 
available.) 

Men (%) Women (%) Both (%) Year of 
survey 

10 years and under . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
11-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
20 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
Mean age . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

2. Mortality and morbidity from tobacco-related 
diseases 

2.1 Mortality rate or number of deaths from various causes: 

Period 1 Period 2 

Males Females Date Males Females Date 

Total deaths 
Lung cancer 
Cancer of the larynx 
Cancer of the lip, oral 

cavity and pharynx 
Other cancers 
Bronchitis and emphysema 
Cardiovascular diseases 

(stroke, myocardial 
infarction) 

Acute upper respiratory 
infections 

All causes 
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2.2 Is there high mortality from any other disease which may be 
associated, partly with smoking and partly with another tradi- 
tional use of tobacco or endemic disease in your country? (e.g. 
bladder cancer - schistosomiasis and smoking - or oesopha- 
geal cancer - use of alcohol and smoking.) If so, please pro- 
vide mortality data for the two periods shown in the table 
above. 

2.3 Does your country use these data to regularly assess the mor- 
tality attributable to tobacco use? (or smoking?) 

2.4 If so, how is your country monitoring the number of deaths 
attributable to tobacco use? (or smoking?) 

2.5 Number of deaths attributable to tobacco use: I 

Period 1 Period 2 
Males Females Date Males Females Date l 

Total 
Lung cancer 
Cancer of the larynx 
Cancer of the lip, oral 

cavity and pharynx 
Other cancers 
Bronchitis and emphysema 
Cardiovascular diseases 

2.6 Does your country monitor the amount of morbidity caused 
by tobacco use? 

2.7 If so, please provide whatever information is available for the 
two data periods shown above. These data may be national or 
regional or refer to a specific locality, e.g. a hospital catch- 
ment area. Where possible, information should be shown 
separately for inpatients and outpatients and for the major 
tobacco-related diseases. 

2.8 Does your country monitor the health care costs and economic 
losses (e.g. caused by absenteeism) due to tobacco use? 

2.9 If so, please provide any available information for the two 
data periods shown above. 
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3. Economics and tobacco 
3.1 Please provide comparative figures or estimates for your 

country for each of the past 10 years (or for the longest and 
most recent period available) on the following: 

- annual tobacco production, import and export; 
- annual cigarette production, import and export; 
- annual production of other manufactured tobacco goods, 

import and export. 

3.2 Please provide comparative figures or estimates for each of 
the past 10 years on the annual income/expenses (in local cur- 
rency) from tobacco production and consumption in your 
country through: 

- monetary value of agricultural production of tobacco; 
- monetary value of the manufacture of tobacco products; 
- cost of imports of tobacco, cigarettes and other manufac- 

tured tobacco products; 
- revenue raised by taxation (customs and excise taxes) on 

tobacco products as a percentage of all taxes; 
- income from tobacco exports. 

3.3 How is the revenue from tobacco used? Is any part of this 
revenue used for health-care services, health promotion cam- 
paigns, and/or social expenses? 

3.4 How many jobs are generated annually as a result of tobacco 
production and distribution? (Number of people employed in 
the production, manufacturing and distribution sectors of the 
tobacco industry.) 

3.5 Have any alternative crops been tried? If so, please provide 
details of the programme and outcome. 

3.6 What is the cost of 20 cigarettes and the mean household in- 
come per year? 

4. Health education 
4.1 What are the components of the anti-tobacco health educa- 

tion programmes for schoolchildren in your country? At 
what age is anti-tobacco education introduced? What form 
does this school education take? Is it integrated into a global 
health education curriculum? Has it been evaluated? 
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4.2 How is health education on the dangers of tobacco presented 
in the curricula of health personnel such as doctors and 
specialists, nurses, dentists, dental hygienists, dieticians and 
others? 

4.3 Are public information programmes (anti-smoking messages) 
organized systematically or for special occasions (e.g. World 
No-Tobacco Day) on the following media: television, radio, 
press, others? Please give examples. How often are they 
featured? 

4.4 Are community anti-smoking activities, including smoking 
cessation programmes, organized? If so, at what level and for 
which specific groups? (e.g. women, pregnant women, 
migrant workers.) Please give examples. How are health per- 
sonnel involved? 

4.5 What is the role of governmental and nongovernmental or- 
ganizations, respectively, in health education? 

4.6 What is the government budget for health education? 
4.7 What proportion of this budget is allocated to anti-smoking 

health education programmes? 

5. Legislation and regulation 
5.1 What are the laws or regulations that have been adopted in 

your country to restrict smoking in public places such as pub- 
lic transport, official buildings, schools, etc.? How are these 
restrictions enforced? In what year did these laws or regula- 
tions come into force? 

5.2 What are the laws protecting children from tobacco? 
Which laws prohibit the sale of tobacco products to minors? 
Is there is a ban on tobacco-vending machines in your 
country? 
Is smoking prohibited in schools or other educational insti- 
tutions? 

5.3 Is smoking prohibited in health and health-related premises 
such as hospitals (public or private), health centres, screening 
facilities, ambulances, doctors' offices, dental surgeries, etc.? 
When did these regulations come into force? 

5.4 Is there a ban (direct or indirect) on the advertising of tobacco 
products? Please provide details. To which form of media does 
this ban apply? 

5.5 Is there a ban on the sponsorship of sporting or cultural events 
by tobacco companies? How is this ban enforced? 
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5.6 What are the regulations on the labelling of tobacco/cigarette 
packets? 

What are the health warnings marked on tobacco packets? 
Are these health warnings changed regularly? What is the 
size of these warnings compared with the size of the tobac- 
co packet? 
Is it compulsory to indicate tar and nicotine yields on 
tobacco packets? 
Is it compulsory to list the additives to the tobacco on the 
packets? 

5.7 Has any other legislative action been taken in your country 
against tobacco? Are these laws enforced? If so, by whom? 

6. Behavioural, cultural and sociological factors 
6.1 Have any studies been conducted on the sociological and cul- 

tural determinants of smoking in the general population or in 
specific groups, e.g. young people, women, and minority 
groups? (Please give details .) 

6.2 How is public knowledge about the effects of tobacco use 
surveyed? How often is it surveyed? What percentage of the 
population consider smoking to be harmful? 

6.3 How is social acceptability of tobacco use evaluated in your 
country? How often is it evaluated? Is it decreasing? 

6.4 What is the general attitude of the public to tobacco regula- 
tions? Is it surveyed? 

7. General policy and programme matters 
7.1 Is there a national focal point, such as a national organiza- 

tion or group of health agencies formally in charge of the 
tobacco control activities or the coordination of these activi- 
ties? How is it funded? In which structure (governmental or 
otherwise) is it located? How many paid staff does it have? 
Please give address, phone number, etc. of the organizations 
involved. 

7.2 Are there any nongovernmental organizations or special 
groups addressing the "tobacco or health" issue? 

7.3 Does your government have an official policy or programme 
addressing all (or most) of the above-mentioned points 
(1.1-6.4)? If so, please provide details and attach relevant 
documentation. What proportion of total government expen- 
diture is allocated to the implementation of this policy/ 
programme? 
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7.4 Have the anti-tobacco measures taken in your country been 
effective? Please explain how they have been enforced. What 
results have been obtained? 

7.5 Can you give any other information on the effectiveness of 
the tobacco control policy/strategy/programme being imple- 
mented at present in your country? 

8. Other related information 
For example, future plans, areas of specific interest, etc. 

Guidance for the completion of the country 
profile 

1 . Tobacco consumption, prevalence 
and intensity 
This section of the questionnaire is concerned with statistical 

information on tobacco use and tobacco-related disease in your 
country. Information should be provided on any form of tobacco 
consumption which you consider' to have significant consequences 
for the health of the population. 

The definitions and data format pertaining to this section are 
those adopted by WHO for collecting information at the interna- 
tional level on tobacco consumption and related diseases. It would 
be helpful if the data could be provided according to the definitions 
and format specified; however, any information that is available on 
these topics would greatly assist WHO in monitoring the tobacco 
epidemic. If the format and definitions differ from those suggested 
here, please specify the definitions, ages, population groups, etc. 
which are relevant for your country in order to assist WHO in inter- 
preting the data. 

Question 1 .l 

This question refers to the annual national consumption of 
tobacco products (in kg if possible). These estimates are generally 
derived from trade balance sheets, taking into account data on im- 
ports, exports, production and stockpiling of tobacco products. If 
available, consumption data should be provided according to the 
major forms of tobacco use as indicated and for as many years as 
possible. 

Data on the prevalence of use of the various tobacco prod- 
ucts should also be provided if possible. 



SURVEY ON TOBACCO USE 

l Questions 1.2-1.5 

Smoking prevalence is usually defined as the percentage of a 
particular population being surveyed who are regular smokers (see 
question 1.5, Item 1, below, for a definition of regular smokers). 
For monitoring purposes it is extremely important that prevalence 
be assessed within specific population subgroups, and in particular 
by age and sex (see Question 1.5). In addition, prevalence should 
also be assessed by demographic characteristics such as occupation 
(or some other indicator of socioeconomic status) and place of ! residence. 

Surveys may be national surveys of prevalence or they may I be less comprehensive (e.g. urban residents or certain localities) 
with known sampling biases (e.g. poorer segments of the popula- 
tion may have been excluded). The nature of the survey should be 
specified. If possible, nationally representative survey data should 

l be reported. 
Survey or census data on prevalence of tobacco use may refer 

to a single calendar year or several years. It should be specified 
when the data were collected. If prevalence data are not available 
for the 1980s, information for the latest year(s) available should 
be provided. 

Question 1.5 

The purpose of this table is to provide information on tobac- 
co use, now and at some earlier period. Ideally, the two periods 
should be about 10 years apart, although you may wish to provide 
data for a shorter or longer period, depending on availability and 
relevance to the assessment of programme effectiveness. 

Period 1 should be used for the latest available data. The 
data need not necessarily be confined to a single calendar year, but 
may include 2, 3 or even 5 years. Furthermore, the data for each 
item under Period 1 may not be available for the same calendar 
year(s). For example, data on regular smokers aged 15 and over 
may be available for 1990, but detailed age-specific data may only 
be available for 1988. In this case, please specify the reference 
year(s) for each item in the column provided. 

Period 2 should be used for data referring to a period about 
10 years earlier than Period 1. Data should be shown for as many 
items as possible, even if the calendar year(s) are not the same for 
each item. Please specify the reference year(s) where necessary. 

Item I .  A regular smoker is someone who, at the time of 
the survey, smokes some kind of tobacco product every day and 
has done so for the last 6 months or more. A comparable defini- 
tion may be used for other forms of tobacco use (e.g. chewing 
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tobacco). The definition does not include occasional smokers (i.e. 
anyone who smokes, but less than once a day). However, if your 
definition of regular smoker includes occasional smokers, please 
indicate this on the questionnaire. 

If prevalence data are not available for the population aged 
15 years and over, please provide any data that are available and 
indicate accordingly. 

Item 2. If prevalence data are not available for the age 
groups indicated, please provide data for whatever age groups are 
available. 

Item 3. Prevalence data may be available for certain popula- 
tion subgroups, according to occupation, socioeconomic status 
(however defined), urbadrural residence, administrative divisions 
(e.g. states/provinces), etc. A maximum of five subgroups should 
be selected. 

Item 4. For those who are reported to be regular tobacco 
users, data is required on their average daily consumption of 
tobacco products, including: 

- manufactured cigarettes; 
- hand-rolled cigarettes; 
- bidis; 
- pipefuls of tobacco; 
- cigars; 
- pinches of snuff; 
- quids of chewing tobacco, etc. 

If consumption data are not available in this format, please 
provide them in whatever format is available. 

2. Mortality and morbidity from tobacco-related 
diseases 
In view of the rising incidence of tobacco-related diseases in 

many countries, various techniques have been developed for as- 
sessing the annual rates of mortality and/or morbidity due to 
tobacco use, particularly smoking. 

Question 2.5 

The table requests data on the total number of deaths at- 
tributable to tobacco use over all ages. If data are available by age 
group, and/or for specific forms of tobacco use (e.g. cigarettes), 
please provide them. As for Question 1.5, the two periods may 
each comprise one or more calendar years, and should be approxi- 
mately one decade apart. 
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The table also requests information on the annual number of 
tobacco-attributable deaths coded to the major tobacco-related 
diseases, e.g. lung cancer. If desired, more specific categories may 
be reported. Thus "other cancers" may be further subdivided into 
oral cancer and/or oesophageal cancer and/or laryngeal cancer, all 
of which are significantly associated with tobacco use. The term 
"cardiovascular diseases" covers all diseases of the circulatory sys- 
tem, although more specific diseases, e.g. ischaemic heart disease, 
may be identified if data are available. Chronic obstructive lung 
diseases refer primarily to chronic bronchitis and emphysema. 

Question 2.6 

Please specify how the mortality or morbidity attributable to 
tobacco use is assessed. (Techniques range from applying fixed 
proportions calculated from studies in other countries (e.g. 90% 
for lung cancer, 75% for chronic obstructive lung disease and 25% 
for cardiovascular disease) to the use of findings from national 
studies on relative risks for smokers, in combination with detailed 
prevalence data for the population.) 

Question 2.8 

A number of countries have been monitoring the cost of the 
tobacco epidemic including direct costs of medical care (e.g. dura- 
tion of stay in hospital, costs of treatment and costs of admission) 
and economic losses arising from lost productivity (e.g. absentee- 
ism from work). Please provide whatever data are available, for 
the latest available year(s), and for some period about 10 years 
earlier. 

Economics and tobacco 
This section deals with the revenue accrued through tobacco 

production, processing and taxation; or alternatively with the ex- 
penses incurred through tobacco imports for non-tobacco produc- 
ing countries. If specific surveys have been conducted, please 
attach the results. 

Questions 3.1 and 3.2 

The answers to these questions should provide an economic 
profile of the tobacco or health situation in individual countries, 
based on: 

- revenue from production and manufacturing of tobacco 
products; 
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- cost of imports (to assess the impact of tobacco imports 
on the balance of trade); 

- revenue from taxation (to analyse the income for the 
government from customs and excise taxes); 

- income from exports (to assess the impact of tobacco ex- 
ports on the balance of trade). 

Question 3.3 

How is the income generated by the production, manufactur- 
ing and distribution of tobacco used? Is the revenue put to a 
specific use? Please provide details. Can the income generated by 
tobacco be linked to health and social development in the country? 

Question 3.5 

The answer to this question should mention any attempt, 
general or partial, made to replace tobacco by other crops (e.g. 
groundnuts, maize, fruits or vegetables). The results of these ex- 
periences should be evaluated in relation to the financial outcome 
for the grower and for the state (if applicable). 

4. Health education 
Please attach the text of relevant courses or curricula. 

Question 4.2 

Please include training and postgraduate training as well as 
"on-the-job" retraining. 

Question 4.3 

Some people are still not aware of the damage to their health 
caused by smoking and other uses of tobacco. The facts, along 
with recent findings, should be publicized through an information 
programme. In order to reach the widest public, all those involved 
in the health field should participate in the programme and all 
forms of the media should be used. 

Question 4.5 

Please include the names of any nongovernmental organiza- 
tions that play a role in anti-tobacco education. 
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5. Legislation 
Please attach the text of the laws relevant to tobacco control. 

Questions 5.1-5.3 

The purpose of this section is to establish how much protec- 
tion is given to the population against involuntary exposure to 
tobacco smoke. These measures may be valid nationally (legisla- 
tion) or be the responsibility of local authorities (regulations). 

Question 5.1 

If the legislation provides for certain persons or communities 
to decide where smoking is permitted, it will be necessary to men- 
tion the main legislation and if possible to give an idea of the total 
impact of this legislation on smoke-free public places. If fines can 
be applied, please give details. 

6. Behavioural, cultural and sociological factors 
Surveys of public knowledge about tobacco could include 

questions on the harmful health consequences of tobacco use, the 
benefits of cessation, the hazards of passive smoking, etc. Public 
awareness may be assessed formally through national surveys or 
through more modest enquiries conducted at such places as the 
workplace. The nature of the survey should be specified. 

7. General policy and programme matters 
The issues mentioned in the six previous sections are often 

grouped in a tobacco control policy or programme. Many organi- 
zations and groups may play a role in the implementation of this 
policy or programme, the goal of which is a tobacco-free society. 
This set of questions is designed to determine the extent (and suc- 
cess) of the national policy and the organizations and groups in- 
volved. 

Question 7.1 

National focal points are usually located in the Ministry of 
Health, but in some cases a nongovernmental organization may be 
in charge of the coordination of and support for tobacco control 
activities. 
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Questions 7.4 and 7.5 

These questions attempt to evaluate the effectiveness and 
completeness of national control programmes. Any information 
that is available on this subject should be given, even if it does not 
fall directly within the framework of the questions. 
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