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ACTION PLAN ON TOBACCO OR HEALTH

L INTRODUCI10N
In May 1986, the Thirty-ninth World Health Assembly adopted the
"Tobacco or Health" resolution (WHA39.14), affirming the barmfulness of active and
passive smoking. calling for a global public health approach to the problem.
deploring all promotion of tobacco, urging Member States to implement smoking
control strategies, appealing to other organizations within the United Nations system
to take action against tobacco and requesting the Director-General to increase
WHO's role in Tobacco or Health (fOH) activities.
In November 1987 tbe first Western Pacific Regional Working Group on
Tobacco or Healtb was convened in Tokyo, Japan. The Working Group was attended
by 17 members from 15 countries and areas in the Region, immediately before tbe
sixth World Conference on Smoking and Healtb. The objectives of tbis first Working
Group were to exchange information on tobacco, to discuss and formulate action
plans for national TOH programmes and to make recommendations for the
development of such programmes in tbe R~gion.
These recommendations are summarized in the Report of tbe Regional
Working Group on Tobacco or Healtb [(WP)NCD/lCP/NCDJOQI-E). 'Fbe Group
accepted the overwbelming evidence on the harmfulness of tobacco to bealtb and
recommended the adoption of comprebensive tobacco control programmes
incorporating. inter alia, the establishment of national coordinating bodies, bans on
promotion, creation of smoke-free areas and publicity and educational programmes.
Further, the Group requested WHO to take an active role in the coordination of
such activities, to support individual countries in the gathering of epidemiological
data, to mobilize funding to strengthen TOH programmes, to encourage Member
States to celebrate World Health Day and subsequent No-Tobacco Days and to
convene similar meetings periodically to review developments and report on the
status of implementation of these recommendations.
Following this last recommendation, in March 1990 the second Wes~rn
Pacific Regional Working Group on Tobacco or Health was convened in Perth,
Western Australia, immediately before the seventh World Conference on Tobacco or
Health. The second Working Group was attended by 18 members from 16 countries
and areas in the Region and was asked to produce practical and realistic objectives
and go~1s within specific time periods.
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In view of the fact that Member States have endorsed the WHO
resolutions, recommendations and other WHO statements on TOH, the overall
objectives of the second Working Group were:

(1) to prepare toregional action plan on TOH for the period 1990-1994;
(2) to exchange information on TOH activities in Member States in the
Region;
(3) to recommend appropriate measures to be taken to disseminate
information on the health risks of tobacco, to promote life-styles without tobacco,
and to control the promotion of tobacco consumption.

Background
There are currently estimated to be 2.7 million deaths annually caused by
tobacco worldwide, of which 0.5 million occur in the Asia/Pacilic area. It is predicted
that these figures will rise to 8 million by the year 2025 (l.l). Of the 8 million deaths
in 2025, it is estimated that 3 million will take place in Asia, with 2 million of these in
China alone.

TABLE: PAST & FUTURE DEATHS DUE TO CIGARETTES
ESTIMATED WORLDWIDE (IN MILLIONS)

YEAR

ANNUAL DEATHS
WORLDWIDE

1950

0.2 million

1975

1 million

1990

2.7 million

2000

3 million

2025

8· million

2050

12· million

• Assuming no further large change in proportions of young adults who
become regular smokers.

3

WHO stated in 1985 that 'Whereas in most industrialized countries the
smoking habit is decreasing and is becoming socially less acceptable, in developing
countries it is on the increase, fuelled mainly by intensive and ruthless promotional
campaigns on the part of the transnational tobacco companies. In most developing
countries, unfortunately, the legislative controls and other measures - which in
industrialized countries succeed in limiting the use of tobacco - do not exist or are at
best inadequate'(2). While this statement is still valid, some progress has been made
in the Western Pacific Region in legislative and other controls. However, it remains
true that in 1990 many of these protective measures are still inadequate.
The WHO report gbes on to predict that 'smoking diseases will appear in
developing countries before communicable diseases and malnutrition have been
controlled, and thus the gap between rich and poor countries will widen further.' The
Western Pacific Region can expect an increasing toll of death and disability from
tobacco over the next few decades. In China alone, it is estimated that, if present
smoking rates continue, of all the children under the age of 20 alive today, SO million
will die from tobacco £ll,
The above are probably conservative estimates as the prediction does not
allow for potential increases in consumption due to increases in income or cigarette
promotion, although the effects of vigorous anti-smoking campaigns should offset
some of the increase.

Active smoking
(1) Cigarette smoking is emerging as a major avoidable cause of ill health
and premature mortality in the Western Pacific Region ~
It has been established that smoking is a major preventable cause of death
from lung cancer, chronic bronchitis and obstructive lung disease deaths ~
Tobacco use is also significantly related to other cancers, including mouth, tongue,
larynx, pharynx, oesophagus and urinary bladder. There is also evidence that it is a
causal factor in cancers of the pancreas, kidney and cervix uteri. Cigarette smoking is
a major contn"buting factor to cardiovascular disease and peripheral vascular disease
and is an independent risk factor for stroke.
(2) Addiction: It is important to emphasize that recent reports conclude
that, in addition to a wide range of other health dangers, the nicotine in tobacco is
highly addictive. The processes that determine tobacco addiction are similar to those .
that determine addiction to other drugs, including illegal drugs £6.).
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Passive smoking
(1) Mother-ta-foetus: The damage done to the foetus and the
complications of pregnancy caused by smoking have been well doCUmented and the
impact is greater in countries witb poor nutritional standards and less adequate
bealth care.
(2) Adult-to-cbild: Cbildren are also extremely susceptible to the effects of
environmental tobacco smoke. Compared to cbildren of non-smoking parents,
cbildren of parents wbo smoke bave increased frequency of respiratory infections.
(3) Adult-to-adult: Among adults, it bas now been established that
exposure to environmental tobacco smoke is also a cause of a proportion of lung
cancer in adult non-smokers fA:A A1tbough tbis risk is small compared with tbat of
direct smoking, the existence of this risk is real and is important because it is a clear
infringement on tbe non-smoker's personal liberty.
The bealth effects of passive smoking are wider than those summarized
above and researcb findings continue to demonstrate that it presents a serious
awidable risk. When they smoke in public, smokers put not only their own health at
increased risk but also that of otbers. This knowledge has created an entirely new
situation as regards tbe rights of smokers versus the rights of non-smokers, wbere
clearly the rights of ~e majority, the non-smokers, to breatbe clean air must prevail.

Smokeless tobacco
Several countries in the Region have a long-established traditional pattern
of chewing tobacco, mainly among older men. A new, commercial form of oral
tobacco has recently been introduced into the Region, which elsewhere has become
popular among young males. The Western Pacific Region has been alerted to a
potential new bealth problem as new products of this type, whicb have been
vigorously promoted elsewhere, are now appearing here. Smokeless cigarettes are
another new form of tobacco recently introduced into the Western Pacific Region.
The use of all forms of smokeless tobacco is addictive, and is associated with
increased risk of oral cancers, periodontal disease and other health problems.

Economic effects
Not only is tobacco use of major concern because of the ill health and
preventable mortality it causes, it is also a major social and economic issue. Family
income is being diverted to buy tobacco instead of being spent on family needs. The
use of wood for tobacco curing leads to deforestation, and land within the Region is
being used to cultivate tobacco instead of other crops. It is recognized that crop
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substitution is a a>mplcx problem requiring long-term solutions. NC\lertbeless it is
felt that governments need to establish tobacco diversificat~on programmes.
While governments may perceive shon-term benefits from tax ina>me from
tobacco, there is a need to a>nsider the c:csts of tobacco to the a>untIy. These c:csts
are not only the SOCial a>sts but also the financial rosts of disease, disability and death
from tobacco use. They include the a>sts of medical and health care; a>sts of lost
productivity; a>sts of fires; costs of the misuse of land; a>sts of collection of discarded
cigarettes and other smoking paraphernalia. It is important to note that the major
excess mortality and morbidity from tobacco is in productive middle age, not old age.

Transnotionol tobpcco companies
While indigenous tobacco production and consumption remain a major
problem in the Region. one development of great concern is the penetration by the
western-based international tobacco companies into this Region. In September 1986
a tobacco industry journal carried a major article entitled "Bright Future Predicted
for Asia Pacific". It stated that the prospects Cor the year 2000 were 'promising', and
contained headlines such as 'Growth Potential', and 'More Smokers' with predictions
for an increase in sales of 18% by the year 2000 (8)..
The foreign tobacco companies are introducing and expanding a series of
marketing and other strategies in the Region. These include joint ventures, the first
step toward weakening national monopolies; sophisticated and glamorous advertising
not usually undertaken by the national monopolies and in ways that have long been
banned in tbeir country of origin; silencing the~ media by advenising revenue;
targeting women, few of wbom currently smoke in the Region; sponsoring sports, arts
and otber events; targeting youth by sponsoring discotbeques, etc; marketing
cigarettes with higher tar content than tbe same cigarene in the country of origin;
instigating unilateral trade sanctions against countries unless they open their country
to the marketing and promotion of foreign tobacco products; strongly opposing
government health initiatives against tobacco. Funhermore, their profits do not
benefit the Region, but are returned to the Board and shareholders overseas.
These activities strongly influence individuals and counteract the less well
funded healthinitiatives.
The Group hopes that the Regional Director will continue to express his
concern regarding the behaviour of the transnational tobacco companies in this
Region, and to suppon efforts by national governments to resist the effects of these
activities.
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2 THE MAIN AcnvmES OF THE ACTION PLAN
Action in the Western Pacific Region on tobacco must be based on the
considerable knowledge and experience that has already been gained, both in this
Region and elsewhere. Efforts have been made for over a quaner of a century to
reduce and eliminate the harm done by tobacco. During that time, an unprecedented
amount of medical and scientific data on the subject has been amassed; techniques to
communicate the health message have been refined, even if there is still much work
to be done, especially in formulating a positive health education approach to young
people; studies have been made of the social, economic and psycholOgical aspects of
tobacco use; and public policy decisions concerning tobacco have been widely
debated.
The main activities of the 1990-1994 Action Plan on Tobacco or Health
will be for Member States:
(1) to develop and implement comprehensive national policies and
programmes on tobacco control;
(2) to collect data where this has not yet been done, especially on the
prevalence and cost of tobacco use;
(3) to further develop health education and information systems;
(4) to draft appropriate legislation at both a national and a subnational
level;
(5) to develop price policies;
These activities are described in more detail below:

21 Development and implementation of comprehensive national policies and
programmes on tobacco control by Member States
Many Member States in the Region have already taken various steps to
inform the public of the risks of smoking, and these information programmes have
often been accompanied by a wide variety of compulsory or voluntary measures to
reduce tobacco consumption.
However, experience has clearly shown that those countries that have been
most successful in decreasing smoking prevalence and tobacco consumption in the
long term have had strong government commitment supported by an awareness of
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the bealtb risks by botb tbe bealtb profession and tbe general public. That way the

measures are seen as prudent public bealtb policy designed to help smokers and
non-smokers alike ratber than extreme or punitive towards smokers.
The minimum content of sucb a policy was set out in the resolution on
"Tobacco or bealtb" (WHA3~.14), adopted unanimously by the Thirty- ninth World
Health Assembly, whicb urges Member States to implement smoking control
strategies.
In the Western Pacific Region, tbe time now seems ripe for all Member
States to take a decisive step and initiate or furtber implement comprebensive
polices on tobacco, as previously described. The national programme should involve
as many sectors as possible, and in particular tbe following:
- health and other public authorities;
- health personnel and other key professionals;
- research workers and their institutions;
- parliamentarians and politicians;
- experts from the educational system, from preschool to university and
adult education:
- commerce, industry and agriculture;
- nongevernmental organizations, trade unions and other associations;
- the media (films, television, radio, cinema, theatre, producers, directors
and actors);
- sports groups, women's groups, religious groups, youth clubs;
- and, of course, the general public.
During the period of the Action Plan, all Member States should bave
begun to implement comprehensive national policies on tobacco. This activity is the
core of the Action Plan. It was widely agreed that the tobacco problem can best be
solved if Member States adopt comprehensive national policies.
The policy points listed in resolution WHA39.14 reveal how much depends
on the action of governments. However involved physicians or others are in tbe
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struggle against tobacco, they cannot regulate the price of cigarettes, forbid their
promotion or restrict the areas where smoking is permitted.
The Regional Office will support Member States' efforts to design and
implement comprehensive national policies that are adapted to their individual
needs. The Regional Office can support national governments in formulating
national policy and programmes on tobacco or health, and advise how such policy
might be adapted to the different economic and social situations of Member States.
It is recommended that WHO should supply on request consultants
experienced in tobacco policy to assist and advise Member States in framing
legislation and health educational programmes.
The Regional Office may recommend that WHO Collaborating Centres or
nongovernmental organizations publish brief reports for Member States, giving
up-to-date information on important policy issues such as tobacco promotion,
pricing and new forms of tobacco products, including a comparative study of the
different national policies on tobacco in the Western Pacific Region. It is suggested
that these reports be distributed either through WHO or through other channels.
It is important for each Member State to establish a national body on
tobacco control, preferably within the Ministry of Health, to coordinate TOH
efforts.

22 ColJectwn of data in countries that have not yet done so, especinlly on the
prevalence and cost oftobacco use and cost analysis
It was considered that there is no need for countries in the Region,
especially those with limited resources, to divert or delay action on tobacco control
by conducting costly and time-consuming basic scientific laboratory research on the
harmfulness of tobacco use, as adequate scientific data already exist on this subject.
However, there is a real need for standardized data on prevalence and
other epidemiological surveys of tobacco consumption (preferably total tobacco
consumption per adult) to demonstrate to politicians that action needs to be taken
within their countries. There is also a need for an analysis of the cost of smoking to
the country and, if resources permit, surveys on attitudes towards tobacco use. It is
important to include all tobacco products, including non-cigarette tobacco and
non-manufactured tobacco products, home-grown products and cigarettes containing
other substances such as herbal ingredients.
At minimum, prevalence data should be collected every third year by each
Member State.
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A cost analysis of the credit and debit aspects of tobacco to the economy is
important as governments tend to perceive only the benefits of tax income and do not
consider the many ways that tobacco drains the economy. These economic aspects of
tobacco carry great weight with decision makers.
Data collection on costs will include investigation of the feasibility of using
a cOmputerized programme showing mortality, morbidity and economic costs
incurred by tobacco use. The Regional Office may also assist by employing an
economist as a short-term consultant to advise on collection of tobacco cost data.
Much existing information may be obtained. free of charge from the sources
listed in Appendix 1. Even if these sources reveal little data, such requests for
information may act as a stimulant and reminder to them.

23 Heallh education and information
Awareness of the health risks and the addictive nature of tobacco is
inadequate in the Western Pacific Region. Thus, there is a need to intensify health
information and educational programmes before and during work on legislation and
price policy.
Different health educational strategies and materials may work in different
locations; in some places these may be central and directive; in others, there may be
considerable community participation. The success of the action in the Western
Pacific ultimately depends on involving the public. People are influenced by many
factors (health professionals, social and political considerations, etc.), but
information spread through the mass media is especially persuasive where social and
cultural changes are concerned, as is the case with the promotion of non-smOking as
IlOrmal social behaviour.
Mass media programmes, utilizing electronic and print media, are
particularly relevant in this Region because of the large geographical size of several
countries and their populations, and the limits on available resources.
School programmes are of particular importance. Where smoking rates
are low, for example, among women, special emphasis needs to be made to maintain
these low rates. The role of wives and children in discouraging male family members
from smoking is an important one, for which health education programmes should be
designed.
From early childhood to late youth there is a special need to design
programmes that are positive and fun, and which help even pre- school children see
that tobacco is a bondage, not a freedom and that it is not 'adult' (most adults do not
smoke). Such programmes should also teach them skills for dealing with peer
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pressure. These strategies complement the factual approach which focuses on illness
and death, but which may seem far-off and irrelevant to children at the age when they
usually start smoking. Children need to understand the commercial pressures that
are directed toward them and which are designed to make them take up the habit.
Young people also learn values from television progr.ammes and films and
from popular media personalities. Sporting images and personalities can be used to
promote non-smoking.
In addition to campaigns for the general public, there is a need for
educating and informing the decision-makers, for example the politicians and health
personnel and other key profesSionals, of the hazards of tobacco. They need to be
encouraged to take a greater role in the campaign against smOking. Cbntinuous
education of the whole population is essential.
As a prelude to involving the medical profession in supporting tobacco
policies, health associations should be asked to endorse a simple statement to the
effect that 'tobacco is harmful to health'. Not only does this in itself raise their
awareness of the problem, it is also a powerful message of support. Further, it is a
necessary first step to their later endorsement of anti-tobacco measures. This can
later be extended to other organizations such as youth and women's groups.

It is important that such campaigns, including the celebration of World No
Tobacco Day, promote health, by giving a positive image of non-smoking and
producing a social climate that favours non-smoking.

Health warnings (funded by the tobacco industry) also serve as a health
education measure.
24 Legislation

Legislative and administrative measures are a crucial part of an
anti-smoking programme. They should not be limited to the national level, but
should comprise also, for example, state legislation, city ordinances and other local
measures. Such measures should in particular aim to do the following:
(1) create and expand a smoke-free environment in enclosed public places
including health premises, restaurants, cinemas, theatres, public transport and indoor
places of work; and all areas intended for use by young people;
(2) eliminate the advertising and promotion of tobacco products and
trademarks, brand-names, logos, etc;

•
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(3) control the level of harmful substances in tobacco products; the same
standards should apply to exports as they do to goods for domestic consumption;
(4) ensure that all tobacco products are labelled with strong, factual and
rotating health warnings; warnings should be placed on the front of the tobacco
packet in large, visible lettering; in countries with low literacy rates, pictorial
warnings should be designed;
(5) ban the importation, manufacture and sale of smokeless tobacco
products;
(6) formulate and implement tobacco taxation policies;
(7) prohibit sales of tobacco products to minors.;
(8) prohibit cigarette vending machines.
It was the strong feeling of the Group that VOluntary agreements with the
tobacco industry on the above measures should be avoided, as in practice these are
less effective than legislation, and are frequently circumvented.
International sporting organizations will be called on to reject tobacco
sponsorship. For example, the Asian Games Committee will be approached with a
proposal to make the 1990 Asian Games in Beijing a smoke-free event; this would
include a complete ban on the advertising and promotion of all tobacco products.
This would be extended to all subsequent Asian Games and other major sporting
events in the Region.
No smoking in public places should become the rule, and areas where
smoking is allowed should be the exception and should be clearly designated. For
example, Member States could take immediate action to ensure that all health
premises, including health institutions, ministerial and other health administration
offices, are healthy, smoke- free environments. It is extremely inappropriate that
such premises should themselves be an unhealthy environment. Ideally, health
authorities should, at the same time, take steps to ensure that health care workers are
encouraged to give up smOking and are given practical help to do so.
In the future, international legislation to control the tobacco trade may be
required.

j'
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25 Price policy
Price increases have been shown to be an effective way of reducing
smoking, especially among the young, without loss of revenue to government. There
is no government currently in the Region with a tobacco price policy. Most (if not
all) governments state, wben tbey increase tax, that tbey do so for fiscal not healtb
reasons. Partly this is because they are reluctant to be seen to be using taxes to
change societal behaviour, which makes them vulnerable to accusations of social
engineering. Many governments also have the mistaken belief that if they initiate a
price policy they will lose revenue.
Thus, to expect Member States to introduce formal tobacco price policies
during the time span of this Action Plan may be unrealistic. However, governments
should be encouraged to increase annual tax on tobacco by at least 5%-10% annually
over and above tbe increase in the cost of living. Automatic adjustments for cost of
living increases should be introduced. Governments should control tobacco price
changes through taxation. The costs of cigarettes should be high and kept high to
reduce their availability to children.
Tobacco products should be removed from national price index
measurements.
Each Member State should know the price of cigarettes in its country or
area in relation to individual income and the hours of work required to buy them.
It should also document the percentage of tobacco tax in reJation to total tax.
WHO should ask each Member State to review its price and taxation policy
and encourage Member States to invite experts to advise them on such policies.
In addition, attention is drawn to the encouraging practice of some
governments, which is to earmark a percentage of tobacco tax revenue to fund health
promotion activities, including those designed to reduce tobacco use.
The above activities are those that Member States would undertake with
collaboration and support from WHO. The next two activities are recommended as
activities to be initiated by the Western Pacific Regional Office of WHO.

2.6 Identification of existing sources of infomlation within the Region and
suppon for the establishment of a regional information centre
To promote rapid and reliable communication of information, the
Regional Office will investigate ways of establishing a simple, accessible data base on
tobacco consumption and its determinants, which would utilize existing international
data bases and supplement them with information on the Western Pacific supplied by
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Member States. It is anticipated that a nongovernmental organization or a WHO
Collaborating Centre would be invited to fulfil this role.
It is noted that the TOH unit in Geneva is establishing a global conecting
house on tobacco information and is sharing information with other clearing houses
throughout the world. This information win be made available to Member States
through the Regional Offices. Data bases also exist (or win shortly exist) at WHO's
headquarters on health statistics and health legislation, related to tobacco.
27 Evaluation o/progress within the Region

The Regional Office has a special responsibility for monitoring the
Western Pacific Regional Action Plan.
Evaluation will involve a continuous process of monitoring all the elements
in the stated objectives. In particular, this will involve standardizing the collection of
epidemiological and other data and monitoring action taken against tobacco
production and use by Member States. Responsibility for supplying this information
rests with each Member State.
The results of the evaluation will be incorporated into an easily accessible
computerized system to ensure the rapid circulation of new information and enable
Member States to make comparisons of their respective situations.
It is recommended that this objective will culminate in a review of progress
at a Third Working Group meeting in 1993 or 1994.
28 Role o/the Regional Office

It is noted that TOH became a new WHO programme in January
1990.
For this Western Pacific Regional Action Plan on Tobacco or Health, the
Regional Office has a special responsibility in the following ways:
2.8.1 Providing practical support for the TOH programme, for example by
recruiting short-term consultants experienced in cost analysis of tobacco production
and use, in the epidemiology of tobacco prevention and control, or in tObacco control
policy, as appropriate.
2.8.2 Extending practical support to Member States, and implementing
collaboration and joint action with them by:
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(1) providing legislative information through the computerized data base
on tobacco legislation recently established in the Health Legislation unit at WHO's
Headquarters;
(2) forming networks of experts, collaborating centres, nongovernmental
organizations (International Union against Cancer, International Organization of
Consumers Unions, etc.), Regional Office programmes (such as those for healthy
cities and noncommunicable diseases) and health education agencies;
•
(3) organizing and supporting meetings and research on TOH in the
Region;
2.8.3 Regularly monitoring and evaluating the effectiveness of the action

taken by:
(1) publishing a report of progress at regular intervals; and
(2) holding a subsequent Working Group meeting before the end of this
four-year Action Plan.
29 Implementation ofthe Action Plan

Each Member State should identify a person or unit in the government, in
addition to a nongovernmental organization or individual actively involved with
TOH, who should be the focal points for communication witli the Regional Office to
ensure coordination between WHO and Member States.

3. TIMING OF TIlE ACflON PLAN

1990
The Action Plan will be disseminated to all Member States.
Special attention will be paid to developing a standardized and coordinated
system for collecting and exchanging the very different types of information on
tobacco. In this regard, the standardized TOH questionnaire produced at the
Consensus Conference at WHO, Geneva, in February 1990 will be distributed and
examined for feasibility of use in all Member States.
The feasibility of designing data collection methods on the costs of tobacco
to all Member States and to the Region as a whole has to be examined with a view to
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making this a major activity within the Region during this four-year Action Plan.
The services of a consultant could be used for the design of methods.

Key organizations or individuals will contact the ministries and other
organizatiOns listed in Appendix 1 to obtain existing background data on tobacco in
their country.
During 1990 WHO should encourage each Member State to prepare for
the adoption, implementation and evaluation of comprehensive national tobacco
policies.
The 1990 Third World Atlas on Tobacco should be distributed to all
Ministries of Health within the Region.
Key organizations or individuals within each country will contact all
medical societies requesting that, as a first stage of commitment to the TOH issue,
they sign a statement to the effect that smoking is harmful to health.
WHO should make representation to the Asian Garnes Committee that the
1990 Asian Garnes in Beijing be declared smoke-free. This should also be done for
subsequent games in the Region.
Names of individuals and organizations working actively in TOH within the
Region will be sent to WHO for inclusion on the circulation list of 'Tobacco Alen'
and other relevant WHO publications.

1991
Background data from ministries and other sources should be collated.
A survey will be carried out to monitor non-smoking regulations in aircraft
on Western Pacific routes.
A list of organizations and individuals active in TOH within the Region
will be compiled on a computerized data base. Their willingness to be identified as a
resource contact will be noted, in addition to information on newsletters they may
publish, their access to existing data bases, etc. This data· base will be updated
annually, probably by a nongovernmental organization.
A study will be made of a computerized system to monitor data collected
and action taken in implementing the Western Pacific Regional Action Plan. This
may be delegated to a nongovernmental organization in collaboration with WHO, or
certain aspects such as legislation may be coordinated in WHO Geneva.
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Noting that some countries already have an established national nosmoking day, Member States will be encouraged to celebrate and report on World No
Tobacco Day or their national equivalent each year.

In addition, all Member States should have initiated one major health
educational activity.
An annual review of WHO TOH activity within the Region (including any
information submitted to WHO from Member States) will be circulated to all
Member States this year and in each subsequent year of the Action Plan.

1992
Endorsement by all the medical societies and other appropriate
organizations within each country (at minimum including the national Medical
Association and the cancer, heart, chest, paediatric and obstetric societies where
relevant), of the statement that smoking is harmful to health should now be finalized,
and can be used as a powerful statement of support.
By 1992 it is expected that all Member States should be able to report on at
least one new initiative, either the passage of at least one component of national or
subnationallegislation as outlined in Section 2.4 (preferably related to promotional
bans or the establishment of smoke-free areas), a major health educational campaign,
or a tax increase (at minimum ensuring that the cost of tobacco does not fall in real
terms or in relation to income).

1993
Utilizing standardized WHO questionnaires for comparative analysis, by
1993 it is expected that all Member States will have conducted and published a
national prevalence survey on tobacco use within the period of the Action Plan.
The public information campaign and all efforts to promote a
comprehensive TOH programme will continue. At this stage of the Action Plan,
implementation of most of the recommendations and measures already studied
should have begun.
It is expected that several Member States, with tke support of programmes
developed by WHO, will have conducted and published data on the economic costs of
tobacco to their country.
The first results of evaluation, together with a review of the
implementation of national policies on tobacco, will be examined at a review meeting
in 1994. This occasion will be used to prepare a second Action Plan for the period
1995-1999.
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1994
By 1994, Member States should have begun to implement comprehensive
national policies on tobacco. The following goals are recommended for all Member
States to achieve during the period of the Action Plan:

(1) All Member States will have identified a central coordinating person or
unit on TOH, preferably within the Minisuy of Health.
(2) All Member States will have completed a national prevalence study on
tobacco use.
(3) All Member States will have collected data on tobacco-attributable
mortality, assisted by WHO collaborating centres and national and international
institutes.
(4) At least one quarter of the Member States should have conducted an
economic analysis of what tobacco consumption costs the country. Those unable to
complete such an analysis should have collected national data on the incidence of
tobacco-related disease within their country or area.
(5) All Member States should have collected data on economic
determinants of tobacco consumption, import and export of tobacco, tobacco
taxation as a proportion of total tax and information on agricultural use of land to
grow tobacco.
(6) It is recommended that Member States should approach the Food and
Agriculture Organization (FAO), the World Bank and other relevant organizations,
requesting support for feasibility studies or pilot studies on alternative use of the
land currently used to grow tobacco.
(7) All Member States will have organized and reported on annual
activities, including WHO No Tobacco Day.
(8) All Member States will have organized and reported on at least three
additional major health educational programmes on TOH.
(9) All Member States will have passed two or three items of national
legislation on tobacco control, one related to promotional bans.
(10) In countries that have a longer history of action against tobacco and
which have already seen a decline in smoking in the population, the goals of a
continuing decrease in tobacco use will be at least 2%-3% per annum. Particular
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emphasis sbould be placed on reduction of tobacco use among tbe young. It is
expected that reduction in tobacco-related diseases would be recorded between
1995-1999.
(11) In some countries or areas tbat bad not previously taken significant
steps to reduce tobacco use. a significant decrease in tobacco consumption may not
occur during the period of tbis Action Plan. Rather their goal sbould be to establish
and record national action against tobacco with a view to recording reduction in
consumption during the period 1995-1999. An additional goal for these countries
during tbe current Action Plan is to prevent an increase in smoking among women.
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Appendix 1

SOURCES OF EXISTING INFORMATION
Existing information may be obtained free of charge from the following

sources:
Ministry of Health:
Census and Statistics Dept.:
Ministry of Law:
Ministry of Education:
Ministry of Finance:
Ministry of Trade and IndUStry:
Ministry of Agriculture:
Police Department:
Fire Department:
Births and Deaths Registry:
Transport companies:
Individual firms:
Universities:

Medical societies:
Cancer and heart disease registries:
Journal of tobacco industry:
Journal of advertising industry:
Sports/arts bodies:
Newspapers:
International organizations:
RegioAal organizations/people:
Media and survey research firms:
Tobacco industry (?)
Advertising industry:
Shopkeepers:
FAO:

statistiCS/l'OH action
population demography
tobacco legislation
information on health education
in schools
tobacco tax!total tax
import/export of tobacco
tobacco acreage, farmers, etc
cigarette smuggling and black
market information
fires, especially caused by
smoking
population statistics
their tobacco policy
workplace tobacco policy
research data on disease,
disability and death from
tobacco
social attitude surveys
research on TOH
trade data
data on tobacco advertising
information on sponsorship
scan for articles on TOH
information on TOH
tobacco advertising data
advertisements
dates/amounts of price increases
agricultural statistics
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