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Though the subject for discussion is Control of Tobacco-related 
Diseases, the main focus in this paper is on tobacco and its control. 
In fact, tobacco-related diseases are rapidly involving large popula- 
tions all over the world, including the developing countries. This is 
of increasing concern to the South-East Asia Region since most 
countries of the Region are in the developing stage and will be 
engulfed by this major public health problem even before they have been 
able to cope with problems of malnutrition and communicable diseases. 
which still constitute serious health problems. Thus it is essential to 
tackle the serious consequences of tobacco habits, such as 
cardiovascular diseases and cancer, in our efforts to achieve the goal 
of Health for All by the Year 2000. 
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1. INTRODUCTION 

There has been a worldwide increase in the morbidity and mortality 
from diseases associated with smoking and other tobacco habits. Along with 
increased sales and consumption of tobacco, the global figure for mortality 
from lung cancer alone has risen to 1 million per year. It is estimated 
that this figure will increase to 2 million by the year 2000 and continue 
to rise unless effective action is now taken to halt the "smoking epidemic". 

Besides lung cancer, smoking and chewing of tobacco is responsible 
for the vast majority of cases of oropharyngeal and laryngeal cancers. 
Other cancer? related to smoking are those of the pancreas, urinary 
bladder, and oesophagus. In addition, smoking gives rise to chronic 
bronchitis leading to obstructive pulmonary disease in many smokers. Also, 
ischaemic heart disease is a well-known complication of smoking. Non- 
syphlitic aortic aneurysm, peripheral vascular disorders and hernial 
complications are also known to be more frequent in smokers. 

Sections of the populations in the developed world have now become 
conscious that smoking constitutes a serious health hazard, and there seems 
to be a gradual reduction in the quantities of tobacco used per capita per 
year in these countries. Thus more and more of tobacco, either in raw or 
manufactured form, has to find markets in the developing world. The problem 
is further aggravated by the lack of any legislation in most developing 
countries to control the tar and nicotine content of manufactured 
cigarettes. Thus high tar content cigarettes, which are banned in many of 
the developed countries, are finding their way into countries of the 
South-East Asia Region. 

2. CONSUMPTION OF TOBACCO IN THE SOUTH-EAST ASIA REGION 

While the per capita consumption of manufactured cigarettes in most 
developing countries, including those of the South-East Asia Region, is 
still relatively low (Table l), the percentage of adult male smokers in 
these countries is relatively high (Table 2). 

3 .  CAUSE AND EFFECT RELATIONSHIP BETWEEN 
TOBACCO HABIT AM) VARIOUS DISEASES 

There is now enough epidemiological and experimental evidence of the 
adverse effects of tobacco. There is also sufficient evidence that tobacco 
smoke is carcinogenic to humans. The occurrence of malignant tumours of the 
respiratory tract and the upper digestive tract is causally related to the 
smoking of different forms of tobacco. The occurrence of malignant tumours 
of the bladder, renal pelvis and pancreas is also causally related to the 
smoking of cigarettes. 

Cigarette smoking has been demonstrated to be a major source of 
exposure to tobacco-specific nitroso compounds, polynuclear aromatic 
compounds (PNA), aromatic amines and other carcinogens. Tobacco smoke and 
smoke condensate are mutagenic and cause chromosomal changes in various 
test systems with multiple genetic end-points. 
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4 .  DISEASES RELATED TO SMOKING AND OTHER TOBACCO HABITS 

The cure rates of lung cancer remain extremely low. Over the past 
thirty years, even after the introduction of the cytologic examination of 
sputum and bronchial washings for the diagnosis of bronchial cancer, there 
has been no significant change in the prognosis of lung cancer. The outlook 
still remains bleak. The only effective method presently available for the 
control of lung cancer is prevention of smoking. The risk of lung cancer is 
~artlcularly dependent on the duration of smoking - the earlier the aee of - 
inset of the habit, the greater is the risk to the individual. Furthermore, 
the longer the duration during which a major proportion of the adult 
population has been smoking, the higher is the incidence and mortality from 
lung cancer in that population. 

Of great importance to countries of the South-East Asia Region is 
the habit of chewing of tobacco, which is associated with the increased 
risk of oral and oropharyngeal cancers. The risks of these cancers, 
associated with smoking and other tobacco habits, are also markedly 
enhanced by the large intake of alcohol. 

The proportion of cases of cancer of the bladder and of the renal 
pelvis, attributable to smoking, is of the order of 50 per cent in men and 
25 per cent in women. It has not been possible to quantify the percentage 
of cases of pancreatic cancer and renal cancer associated with the smoking 
habit. 

The other cardiovascular and respiratory diseases related to 
tobacco, mentioned above, are also of a chronic nature and give rise to 
protracted ill-health leading to absenteeism from work, reduced industrial 
production and huge costs incurred on the hospitalization of these patients. 

It is, therefore, necessary to control smoking and other tobacco 
habits for health reasons alone, not to mention other valid economic and 
financial considerations. 

5. ECONOMIC ASPECTS 

The major tobacco producing and consuming countries are the People's 
Republic of China, USA, USSR, India and Brazil. Many developing countries 
e.g. Zimbabwe, Malawi, Tanzania and Brazil, rely heavily on the income 
derived irom tobacco. The industry provides employment to thousands of 
families engaged in the production, manufacture or commerce of tobacco 
throughout the world. There is a flourishing advertising industry that 
derives large benefits from the tobacco industry, which provides huge 
revenues to governments and, in the case of some countries, also foreign 
exchange, through exports of raw tobacco or tobacco products. However, it 
must be recognized that the developing countries are only marginally 
involved in the decision-making process for the marketing of tobacco. The 
gains derived by these countries are only a small fraction of the total 
profits made by multinational, usually foreign, tobacco companies based in 
the developed countries. 

The growing of tobacco in countries with scarce fertile land 
deprives the population of agricultural products having nutritional value. 
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The cultivation of tobacco is associated with the depletion of nutrients in 
the soil at a much faster rate than in the case of many other crops, thus 
reducing the life of the soil. Furthermore, the tobacco crop has to be 
protected from pests through the widespread use of biocides (pesticides and 
herbicides). These are highly toxic and even carcinogenic to the user and 
may even contaminate village water supplies. 

A huge amount of timber is wasted by the use of wood for curing 
tobacco. It has been estimated that for every 300 cigarettes manufactured 
in the developing world, one tree is burned. One acre of woodland is burned 
for every acre of flue-cured virginia type tobacco grown in developing 
countries. To give one example, Pakistan alone consumes 1.5 million cu. 
metres of wood annually for curing tobacco. In several countries, the 
shortage of firewood is already becoming the poor man's energy crisis. The 
relationship between tobacco curing, on the one hand, and fuelwood 
shortage, deforestation and environmental degradation, on the other, is 
becoming clear. 

6. SITUATION IN THE SOUTH-EAST ASIA REGION 
REGARDING CONTROL OF TOBACCO AND SMOKING 

National advisory committees on tobacco and health, with a mandate 
to define the most feasible strategies, approaches and action plans have 
been set up in some countries. Anti-smoking legislation, in some form or 
other, is in force in several countries of the Region. Health warnings have 
already been enforced in several countries. Health education and public 
information in respect of hazards of the tobacco habit form part of the 
Smoking and Health programme in the countries. 

7. STRATEGIES TO CONTROL TOBACCO-RELATED DISEASES 

The main strategies are: 

(1) Dissemination of information on health hazards and economic 
disadvantages of producing, manufacturing and the use of 
tobacco and tobacco products. 

(2) Impressing upon UN and other agencies and governments against 
setting up tobacco industries in countries where there is scope 
for establishing alternative industries. 

(3) Similarly, persuading other organizations like FA0 to provide 
funds for the cultivation of alternative crops, instead of 
tobacco, wherever possible. 

(4) Directing the major emphasis of the programme at preventing 
school children from cultivating the tobacco habit, through 
education and information. 

(5) Enacting health legislation to ban all types of advertisements 
of cigarettes etc. through the various media. Increased 
taxation on tobacco products also helps in reducing consumption. 
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8. ACTION PROGRAMME FOR THE CONTROL OF TOBACCO-RELATED DISEASES 

The programe for the control of tobacco-related diseases requires a 
multi-disciplinary approach and includes various activities such as the 
following: 

( I )  Collection and dissemination of data relating to the prevalence 
of smoking and other tobacco-related habits in different 
sections of the population. 

(2) Education and information in regard to the serious health 
hazards of the tobacco habit and the distinct possibility of 
regression of changes on cessation of the smoking habit. 

(3) Legislation to restrict smoking, specially provision against 
the sale of tobacco products to children. 

(4) Imposing restrictions on smoking in public places and for 
limiting smoking to specified areas in aircraft, offices etc. 

(5) Abstinence of health personnel of all categories from smoking 
in order to serve as an example to the rest of the population. 

(6) Efforts to change the existing financial dependence of 
governments on revenue from the cultivation, manufacture or 
export of tobacco. 

(7) Substitution of agricultural land from tobacco cultivation to 
other cash crops, such as oil seeds. 

(8) Modification of taxation measures so as to make up for the 
reduced sale of cigarettes, bidis etc. through higher levels of 
taxation. 

(9) Acceptance of non-smoking as a social norm. 

(10) Imposing restrictions on all types of advertisements that 
promote the sale of tobacco. 

(11) Banning the sponsorship of sports events by tobacco companies. 
These give an erroneous impression of a healthy and positive 
relationship between the tobacco habit and good sportsmanship. 

9. ROLE OF WHO AND GOVERNMENTS 

The basis of the WHO programme on smoking and health was established 
in 1980 through the World Health Assembly resolution WHA 33.35 as well as 
previous resolutions WHA31.56, WHA29.55, WHA24.48, WHA23.32, and Executive 
Board resolutions EB53.R31, EB47.R42 and EB42.9. 

Expert Committee meetings were held in: 

1974 on smoking and its effects on health; 
1978 on controlling the smoking epidemic, and 
1982 on smoking control strategies in the developing countries. 
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The recommendations of these expert committees have served as 
guidelines for the development of programmes. They have also provided 
guidelines for defining objectives, strategies and approaches for use, both 
internationally and nationally. 

Reports of WHO expert committees have been circulated to 
decisionlpolicy-makers in the countries of the Region. The Regional Office 
for South-East Asia has stimulated seven Member Countries to organize 
national meetings of professionals and the informed public to discuss the 
hazards of the tobacco habit and to define strategies and activities, 
leading to the formulation of a national action plan to cope with the 
spread of the tobacco habit. 

Countries have carried out limited surveys on smoking habits of the 
population using a WHO standardized questionnaire. Valuable data have 
thereby been collected in respect of age of onset of smoking, sex and age 
distribution of smokers and factors responsible for the initiation and 
continuation of the habit or its cessation. Attitudes towards taxation 
measures, restricted smoking zones, cultivation of substitute crops in 
place of tobacco and related issues could now be studied. 

The matter of excise duty from the sale or export of tobacco is a 
crucial one as significant government revenue accrues from it. Policy 
makers must realize that the revenue collected from tobacco is, in fact, 
not a total gain, as the negative aspects of the use of tobacco are perhaps 
far more in that there is concomitant widespread ill-health caused by 
chronic bronchitis, lung cancer, oral cancer and ischaemic heart disease 
leading to absenteeism, costly hospitalization and disability. On the other 
hand, farmers may be taught to cultivate substitute cash crops, such as oil 
seeds, in place of tobacco. 

At the Regional Seminar on Smoking and Health, held in Kathmandu in 
March 1984, a definite work plan for the implementation of various 
strategies, taking into account the socio-cultural situations in the 
countries, was worked out and a blue-print for action produced for the 
consideration of the governments of Member Countries of the Region. A 
Workshop on the Control of Tobacco-related Diseases, held in the WHO 
Regional Office in July 1985, helped in the further development of plans of 
action by the participating countries for the control of tobacco-related 
diseases. 

10. EVALUATION OF GLOBAL SMOKING CONTROL PROGRAMMES 

Since the generation of activities on a global basis, legislation 
has been introduced by 64 countries of the world to control smoking. In 
countries such as USA, Canada, Australia and Norway, cigarette packets and 
tobacco products have been delivering different health warnings in 
succession. This followed the initial successful example in Sweden, which 
introduced 16 health warnings. 

It has been noted that the social attitude towards smoking has 
become more critical of the habit. As a result, there are now larger 
non-smoking areas in aircraft, public places and public transport. 
Similarly, regulations for "non-smoking" are also being enforced in many 
work-places. 
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A reduced prevalence of the tobacco habit, especially in young age- 
groups, is a good measure of the effectiveness of the programme. With the 
introduction of the health warning on tobacco in Sweden, the percentage of 
males who smoke daily declined from 46 per cent in 1976 to 29 per cent in 
1984. Similarly, among boys 13 years old, the reduction was from 14 per 
cent in 1971 to 5 per cent in 1980, and among 13-year old girls, from 16 
per cent to 6 per cent. 

There was a decline of 20 per cent in the consumption per person 
aged 18 years and older in the USA to 3 494 cigarettes in 1983 as compared 
to 1963, when the level was the lowest since 1949. The prevalence of 
smoking amongst physicians has declined from 60 per cent in 1950 to about 
10 per cent at present. 

The effectiveness of tobacco control programmes has to be measured, 
in the final analysis, by the level of reduction in the prevalence of 
tobacco-related diseases such as lung cancer. cardiovascular diseases, 
chronic bronchitis and emphysema. Figures to indicate this trend are 
available several years after a tobacco control programme is initiated in 
any country. Observations made in the USA by the American Heart Association 
show that mortality rates from heart diseases have decreased significantly 
with the reduction in smoking habits, both in males and females. The North 
Karelia intervention study over a period of ten years, led to a decrease in 
the levels of hypertension and deaths from cardiovascular diseases. There 
was a reduced intake of fat and diminished tobacco consumption in the 
population under study. One of the best-known reports is that of male 
doctors in Great Britian, among whom there was a reduction in smoking from 
43 per cent in 1954 to 20 per cent in 1971. This was associated with a 
reduction of 25 per cent in deaths resulting from lung cancer during this 
period. 

11. CONCLUSION 

It may be said that as a result of WHO involvement and international 
interest in smoking control, the proportion of smokers in several 
industrialized countries has markedly decreased. The tobacco industry seems 
to have recognized a constriction in its market and has started 
diversification into other products. It is hoped that with continuing 
efforts of national health authorities in developing countries and with 
support from WHO, the pressure of the tobacco industry would be 
successfully countered and current trends in the increased use of tobacco 
in these countries could be halted and reversed. 
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TABLE 1. Y e a r l y  p e r  c a p i t a  consumption of  manufac tured  
c i g a r e t t e s  i n  110  c o u n t r i e s ,  1982 

P e r  c a p i t a  P e r  c a p i t a  
Country consumption Count ry  consumption 

Cyprus 
Grcecr  
Cuba 
Canada 
Uni ted  S t a t e s  
Spa in  
.lapan 
Ilungary 
Poland 
Ru lea r i a  
A u s t r a l i a  
Yugos lav ia  
N r w  Zcalnnd 
Swl t z c r l n n d  
A u s t r i a  
Belgium-Luxemburg 
S ingapo re  
llong Kong 
Lebanon 
F.R. Germany 
I t a l y  
Uni ted  Kingdom 
Czechos lovakia  
German Dem. Repub l i c  
I r e l a n d  
Repub l i c  of Korea 
USSR 
Libya 
I s r a e l  
Ne the r l ands  
Denmark 
France  
Romania 

3  117 J o r d a n  
2  927 A l g e r i a  
2  857 B e l i z e  
2  797 C h i l e  
2  678 Nicaragua  
2 658 A lban i a  
2  636 Barbndos 
2  570 T u n i s i a  

DPR Korea 
Guvana 

2  340 Jnmaica 650 
2 323 Dominican R e ~ u b l i c  614 

Sweden 1 543 
Taiwan 1 531 
P o r t u g a l  1 428 
P h i l i p p i n e s  1 371 
T r i n i d a d  and Tobago 1 318 
Turkey 1 305 
Uruguay 1 241 
Malays ia  1 222 
Mauri t i l l s  1 215 
F in l and  1 148  
Argen t i na  1 136  
Venezuela 1 089 
B r a z i l  1 051 
S y r i a  1 049 
Sou th  Yemen 1 038 
South  A f r i c a  1 002 
F i j i  986 
Surinam 975 
P e o p l e ' s  Repub l i c  o f  China 900 
Colombia 873 

Egypt 872 
Cos ta  R i c a  868 

Tha i l and  
Pnnama 
I n d o n e s i a  
i r a a  
Honduras 
Norway 
Morocco 
Congo 
Paraguay 
E l  Sa lvado r  
Ecuador  
Senega l  
Vietnam 
I v o r y  Coas t  
S i e r r a  Leone 
P a k i s t a n  
Angola 
I r a n  
S r i  Lanka 
Guatemala 
Zimbabwe 
H a i t i  
Kenya 
Zambia 
Mozambique 
Ghana 
Peru  
Laos 
B o l i v i a  
Malawi 
Tanzania  
Cameroon 
Bangladesh 
Uganda 
I n d i a  - 
Z a i r e  
Cape Verde 
N i g e r i a  
Nepal 
Burma - 
E t h i o ~ i a  
Sudan 
E q u a t o r i a l  Guinea 

Source:  Co l l i shaw  N. and Mul l i gan  L.,  Ch ron i c  D i s e a s e s  i n  Canada (1984; - 
4: 52-53), a s  quoted  i n  t h e  J o u r n a l  of t h e  American Medical  
A s s o c i a t i o n ,  Vol. 252 No.1, p. 23. 
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TABLE 2. Percentages of a d u l t  male and female smokers i n  
var ious  coun t r i e s  (1970~-19808)~ 

Country Male Female Country Male Female 

Nepal 79-87 14-72 Switzerland 50 20-37 

Indonesia 61-75 5-10 I r e l and  49 36 

Papua New Guinea 77-85 76-80 Singapore 49 8 

Bangladesh 70 20 S r i  Lanka 48 2 

Japan 70 14 Pakistan 44-49 4-6 

Thailand 51-70 4-40 I s r a e l  44 30 

China 35-95 1-35 USSR 44 10 

Zambia 63 56 Norway 40 34 

India - 29-66 3-26 Egypt 40 1 

Poland 63 29 West Germany 40 29 

Tunisia 58 6 LIK 38 33 

Hawaii Canada 37 29 

Caucasians 61 50 Aus t r s l i a  37 30 

Hawaiians 57 47 Guatemala 36 10 

Chinese 37 18  Hong Kong 33-37 4-5 

F i l i p i n o  48 28 USA 35 32 

Japanese 53 26 New Zealand 35 29 

Braz i l  

I t a l y  

Kuwait 

52-54 20-37 Sweden 30 30 

54 32 Ivory Coast 24 1 

52 12 Brunei 20 7 

Romania 52 9 Malaysia 18 2 

a ~ a t a  co l l ec t ed  by WHO from various sources. 


