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IRTRODUCTION

The 5th World Conference on Smoking and Health was held July 10-15, 1983 at
Winnipeg, Manitoba, Canada.

There were about 1,100 participants from almost 80 countries. A full list
of participants can be obtained from the Canadian Council on Smoking and
Health, 725 Churchill Avenue, Ottawa, Ontariec K1Z 5G7, Canada.

This publication contains most of the invited papers and some of the other
papers which were presented at the Conference. This forms Volume 1 of the
Proceedings. It is planned to produce a second volume which will contain
many of the remaining papers. We regret that all the papers could not be
published at the same time but, for a variety of reasons, which arose
because the authors are scattered throughout the world and other delays, and
also because of the 1large number of papers and the desirability of
publishing at least some of them as soon as possible, the decision was
made to publish the Proceedings in two volumes. Abstracts of the
contributed papers that were presented at the Conference, have already
been published im the book entitled, "ABSTRACTS, Fifth World Conference on
Smoking and Health, Winnipeg, Canada, July 10-15th, 1983", which was given
to each participant in the Conference. A limited number of abstract books
are still available from the office of the Canadian Council on Smoking and

Health.

It is hoped that the two volumes will represent a comprehensive review of
current knowledge in all fields related to smoking and health.

The Editors would also like to express their gratitude to the various
reviewers (Dr. L. Kozlowski, Dr. R. Lauzon, Dr. L. Pederson, Dr. G. Piper
and Ms. P, Zipchen), and particularly to Dr. J.A. Jackson for editorial
assistance, and to Miss Redifa Caracaz for very competent word processing
which greatly facilitated the production of this volume.

William F. Forbes, Ph.D, D.Sc. Richard C¢. Frecker, M.D., Ph.D.

David Nostbakken, Ph.D.
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' GENEVA, 22-27 NOVEMBER 1982

The Honourable Abdul Rahman Al-Awadi
Minister of Public Health

Ministry of Public Health

P.0. Box 5, Ruwait

The WHO Expert Committee on Smoking Control Strategies in Developing Coun-
tries met to draw up guidelines that could help governments and health
institutions, in developing countries, in their efforts to stem the spread-
ing of the tobacco smoking epidemic in the Third World. The tobacco indus-
try is indeed exerting increasing pressure to expand its markets among un-
suspecting populations in such countries, thus adding the burden of increas-
ing rates of coronary heart disease and other smoking-related diseases to
the existing problems of malnutrition and communicable diseases.

WHO's first clear commitment to anti-smoking action came in 1970, when the
World Health Assembly, in a resolution, called on governments to take action
in the field of smoking control. Since 1974, two WHO Expert Committees have
been convened to advise the Organization, the WHO International Clearing-
house on Smoking and Health Information has been established, and WHO co-
sponsored the Third, Fourth and Fifth World Conferences on Smoking and
Health. The Organization also collaborated with FAO on a study of the eco-
nomic benefits and social and medical costs of tobacco production and con-
sumption. More recently, a WHO Action Programme on Smoking and Health was
set up in accordance with resolution WHA33.35, adopted by the Health Assem—
bly in 1980. Under this programme, the Organization has analysed the con-
tent of cigarettes from developing countries, conducted educational semi-
nars, collaborated with developing countries 1in the implementation of
national smoking control programmes, and published numerous reports on smok-
ing trends and related data. The most recent activity was the convening of
a WHO Expert Committee on Smoking Control Strategies in Developing Coun-
tries, whose main findings and recommendations are summarized here.

The Expert Committee reviewed not only the harmful health effects of differ-
ent types of tobacco use which characterise developing countries (i.e.,
cigarette smoking, bidis or hooka smoking, tobacco chewing, etc.), but also
the adverse effects of tobacco use on the economy of the countries on
account of smoking-related diseases and work absenteeism. It advised on the
objectives of smoking control programmes, including data collection, educa-
tion and information, legislation, smoking cessation, and the role of
medical, political, social and religious leaders; the role of WHO, UN Agen-
cies and NGOs; research on smoking behaviour; and evaluation of programme
efficacy. The Committee provided guidance on how to counteract the tobacco

industry's arguments, and provided several recommendations_ for action,

including collaboration at TCDC level.
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bronchitis, and other respiratory disorders, and major campaigns have been
launched to reduce the rate of smoking. In developing countries, however,
the situation is extremely serious because the public is not aware of the
dangers to the same extent, nor are educational, legislative and other
measures being taken to combat the smoking epidemic. These were some of the
conclusions reached by the recent WHO Expert Committee on Smoking Control
Strategies in Developing Countries. The Committee called for firm steps to
be taken now '"to prevent the most unnecessary of modern epidemics", failing
which the prospects for future generations are bleak.

The Expert Committee noted that the tobacco-related diseases are on the rise
in developing countries. The rate of lung cancer deaths has been increasing
steadily in Hong Kong; rates for women there are now the highest in the
world, In China, lung cancer cases doubled from 1963 to 1975 whereas
mortality rates for cervical and uterine cancer decreased two fold in the
same period.

Other interesting points emerge from recent studies made in developing coun—
tries. In India, it has been shown that filter and non-filter cigarettes
have identical tar and nicotine yield. Smoking filter-tips does not, there-
fore, reduce the danger to Indian smokers. Many developing countries have
cigarettes on sale with high yields of tar and nicotine. Compare a tar
yield of 21-23 mg in India, China, and the Philippines with that of 0.5-20
mg in most industrial countries.

Tobacco cultivation has spread to about 120 countries (63% of world produc-
tion now comes from developing countries compared to 58% in 1972 and only
50% in 1962), thus becoming a substantial source of employment and creating
new vested interests in the status quo. Overall, however, the costs demon-
strably outweigh the 'benefits''.

For example, tobacco taxes are "politically comfortable, that is, easy to
administer and generally acceptable to smokers, thus commending themselves
to many governments in developing countries. However, these taxes do not
contribute to national wealth but merely redistribute wealth that 1is
produced. They cannot, in any case, offset the economic losses caused by
tobacco: health service expenditure on smoking-related diseases, disablement
and work absenteeism, domestic and forest fires, use of scarce fuel to cure
tobacco, and reduced food production. Indeed, while tobacco production has
been growing in the developing world, per capita food consumption in many of
these countries has remained stagnant or even declined. And, of course,
malnourished people are particularly ill equipped to withstand respiratory
and other smoking-related diseases.

Smokers have higher annual rates of medical care utilisation than non-
smokers. In Canada, for instance, health care costs and losses in produc-
tivity due to smoking together are estimated to account for at least

7883,000 milli-

B -
EEERT i S

"The Committee carefully examined the case sometimes presented to support
tobacco cultivation and production and also evidence presented by FAQ on the
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should not - ©be used to oppose 1lmplementdailion oL SLOXing control
prograrzes."”

The Committee expressed particular concern at reports that imported ciga-
rettes sold and promoted in developing countries had been shown to yield
much higher levels of tar and nicotine than similar brands (and even brands
of the same name) sold in developed countries, including the countries of
origin. Most of the work undertaken so far on emission products has been
carried out with western-style cigarettes. There is, however, disturbing
evidence that developing countries have been subjected to tobacco products
with even greater toxicity than those available in the developed world,
Recent evidence indicates also that some traditional forms of smoking, such
as the bidi, are no less harmful.

The Committee noted that cigarettes with high nicotine (and tar) yields may
be more addictive than other brands; the promotion of such brands in
developing countries is to be deplored, and governments should be alerted to
the dangers they face in this area.

Governments of developing countries are urged to take the necessary politic-
al, social, and educational measures without delay. Systematic and contin-
uous action, through a central agency or similar body, is necessary if
long-term results are to be expected.

Action against smoking can be inexpensive, yet effective, the experts point-
ed out. Health warnings should be placed on c¢igarette packets. In fact
the double standards by which cigarettes of the same brand carrying health
warnings in developed countries are sold without these warnings and with
much higher tar content in developing countries, should and can be ended by
appropriate national legislation. 1In the short term, taxation of cigarettes
can slow down consumption.

Where no tobacco industry exists, developing countries should be encouraged
to maintain the status quo. Where such an industry does exist, efforts
should be made to reduce its role in the national economy and to explore
alternative uses for land and labour,

The Committee recommended unequivocally that all tobacco advertising and
sales promotion be prohibited. In the special case of most developing coun-
tries, where literacy is low, the impact of misleading messages associating
tobacco with health and educational, financial and personal success is far
greater than elsewhere. A ban on advertising, particularly when associated
with sporting events, would show the government's determination to act and
publicise the dangers of smoking. This action may be strenuously opposed by
the tobacco industry ~ although if, as industry claims, advertising does not
induce people to take up smoking, there should be little reason to object to
a ban.

Legislation should not, however, be taken on its own but must be linked to

public information and education programmes. The mass media have a crucial
role to play in making the public aware of the dangers of smoking and

m
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Non-smoking areas — in schools, hospitals, and public transport — make it
clear that non-smoking is the norm and help to protect the health and rights
of non-smokers.

As an example of smoking control programs, in the State of Kuwait these are
being carried out with the participation of government and private
organizations and the following measures have been taken: 1) raising
taxation on tobacco; 2) regulation of tar and nicotine limits to a maximum
of 15 mg. tar and 1 mg. nicotine in imported cigarettes; 3) banning of
tobacco advertisements in streets and public places; 4) establishment of
Kuwait Smoking and Cancer Prevention Society to carry a wider campaign
against smoking; 5) establishing a special laboratory for smoking to do
future analysis of imported cigarettes; 6) a special watchdog committee has
been formed from several governmental and community organizations to
follow-up the implementation of the smoking control regulations which have
been passed by the Kuwait Council of Ministers; 7) recently a smoking
cessation clinic has been opened in Kuwait to help smokers to quit smoking;
8) many workshops, seminars and educational smoking control programmes have
been organized at local, regional and international levels; 9) at the same
time there are ongoing educational activities for school children and youth
clubs; 10) studies and researches are organized by many organizations to
cover some aspects of smoking patterns among the population.

. At the international level, the Expert Committee hoped that WHO, as a lead-

ing agency, could seek the help of other organizations in the United Nations
system, according to their field of competence, in dealing with this world-
wide problem.

The Committee also recommended that WHO should not engage in a dialogue with
the international tobacco industry until the latter publicly accepts the
scientific fact that smoking is "“a major avoidable cause of death and
disease."

The Committee considered two main categories of smoking control measures:

(1) those leading to changes in practice among those engaged
in the manufacture, promotion, or sale of cigarettes
(e.g. promotional bans, reduction in tar, nicotine and
carbon monoxide yield);

(2) those leading to changes in practice among smokers (e.g.
restictions on smoking in public places).

It was the view of the Committee, as of previous Expert Committees, that
measures in the first category would almost invariably require legislation
if they were to be satisfactorily implemented. Measures in the second
category, however, might often be achieved through voluntary controls. The

-Committee—felt—strongly that; while Thece 15 every reason to curb the

activities of those engaged in the sale and promotion of tobacco, it is not
desirable to infringe the liberty of individual smokers (who should, how-



The Committee considered arguments often raised by tobacco interests to the
effect that any legislation in this area infringes individual liberty. The
Committee felt that the legislation it recommended infringed no liberty
other than that of the tobacco manufacturer to sell and promote the main
avoidable cause of lung cancer, heart disease, and bronchitis. Further, the
Committee felt that such legislation was aimed, particularly, at preventing
the onset of smoking among the young, and as such would increase the freedom

of people to lead a healthy life.

"In most countries where action on smoking has been implemented, this has
resulted from pressure exerted initially by leaders of the medical
profession. An important starting point might be a survey on smoking habits
amongst doctors in a particular country. If there is still low awareness
among doctors of the dangers of smoking, then the first target clearly will
be doctors and health professionals themselves, who must set an example if
they are to expect the government to take action. When it can be seen that
the medical profession is setting an example for the rest of the community,
the government will be more amenable to appropriate pressures. The major
reports responsible for action on smoking in developed countries have come
from prestigious medical sources (e.g. the Royal College of Physicians of
London, the United States Surgeon General, the Norwegian Cancer Society, the
Swedish National Smoking and Health Association). The major responsibility
for recommending and promoting action on smoking rests in each country with
the leading medical bodies.”

?
1

3o

s

"The full case for a ban on tobacco promotion is set out in the report of
the 1978 WHO Expert Committee. It is important to recognize that a ban on
1 tobacco promotion should be:

Complete: partial bans lead to partial results, and any loop-
holes can be exploited.

: Seen, not as a panacea in isolation, but as part of the
' comprehensive government programme.

1 Fully implemented: an advertising ban that is ill-enforced is
likely to have much less impact than one that is adequately
monitored and implemented,

E Long~term: the effects of a ban are to be expected less from
cessation among current smokers than from a contribution to a
decline in the number of young people taking up smoking.

Well publicised: in countries where tobacco advertising has
been banned, wmuch of the impact has come from publicity
surrounding the debate before the introduction of the

A major priority: both in countries where smoking is already
commonplace and 1in countries where it has not vyet become
popular”.
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about the dangers of smoking; it will also serve as a signal to the
population at large that the government feels the smoking problem to be of
sufficient magnitude to merit such action. A decision to ban tobacco
promotion further helps to create a climate in which smoking is no longer
seen by young people as a socially desirable activity, and in which health

education can flourish, free of sophisticated, expensive, and misleading
opposition."
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There can be little doubt that smoking is the leading preventable cause of
premature death, illness and disability in the developed countries. In many
of the developing countries it is a rapidly growing public health problem of
significance. From a world perspective, the challenge before us now is no
less than it was four years agoe in Stockholm. Indeed, it is greater. The
knowledge base from which we can act to prevent and control smoking has
grown at an accelerated pace. We are in a better position than ever before
to mount effective strategies against the smoking epidemic in the developed
countries, and to prevent or abort the threatening pandemic, with its in-
evitable, staggering consequences.

The aim of this paper is to address the broad topic "Smoking and Women", and
of necessity, my remarks will be confined to a few considerations. Long-
term trends and current patterns of smoking among women will be compared
with those among men. My perspective will be limited to the developed coun-
tries, using, as examples, the United States and Canada. The health conse-
quences of smoking for women will be summarized, concentrating especially on
those which are of special significance or, indeed, unique to them. Very
briefly, two considerations related to prevention and control, specifically,
the role of maternal smoking behaviour, and smoking cessation in women, will
be addressed. Finally, two issues with regard to smoking and women will be
highlighted.

SMOKING AMONG NORTH AMERICAN WOMEN

Dyring most of this century the risk exposure of North American women to
Clgarette smoke, the only significant mode of tobacco smoking by women, has
been markedly less than that of their male counterparts (1),

Long-Term Trends

f As illustrated by data from various national surveys in the United States
: (Figure 1), the onset of widespread cigarette smoking among women lagged
behind that among men by 25-30 years (1). North American wen took up ciga~
rette smoking rapidly at the beginning of the twentieth century, especially
during World War I, and cigarettes quickly replaced other forms of tobacco
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until the 1960's. Because of the sustained high prevalence of smoking in
men and the increasing prevalence in women, by 1965 the sex differential in
exposure had diminished considerably. During the last 15 years, this sex
differential has diminished even further, but not because the prevalence of
smoking has continued to increase among women, relative to men. Rather, the
prevalence in both sexes has declined. The sex differential has continued
to diminish because, at least to date, this decline has been much more
marked among men than among women.

FIGURE 1 ESTIMATES OF THE PREVALENCE OF REGULAR CIGARETTE SMOKING
AMONG ADULTS, UNITED STATES, 1935-1980

401

30}

Percent

- L | i

1 1 4 L 1 J
1935 1940 1945 1950 1955 1960 1965 1970 1975 1980
Year

Note: Adapted from Public Health Service (1,2).

Smoking in Selected Birth Cohorts

During most of this ceatury successive virthrcohorts of North American—womsn
experienced lower diffusion rates of cigarette smoking than did the corre-
sponding cohorts of men (1). Again, data from the United States illustrate
these sex differences (Figure 2). Rates of smoking over time are shown for
men and women in three ten-year birth cchorts, each separated by 20 years.
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The cohort of men born between 1911 and 1920 experienced the highest diffu-
sion rate of cigarette smoking of all male ten~year birth cohorts. The
prevalence of smoking peaked at 71% around 1946-48, when these men were, on
average, in their early thirties. In contrast, the diffusion of smoking in
the comparable female cohort was slower and less extensive. A peak preva-
lence rate of about 37-38% was attained around 1959 to 1961, when these
women were, on average, in their mid-forties. The mean age of smoking onset
in men has been estimated at about 18 years, while in women, it was around
22-23 years.

In the male cohort born between 1931 and 1940, the diffusion rate of smoking
was not as great as it had been in the cohort of men born twenty years
earlier. A peak prevalence of 61% was attained in 1960-62, when these men
were, on average, in their mid-twenties. In contrast, in females the peak
prevalence was much higher than it had been earlier. 1Indeed, this cohort of
women experienced the highest diffusion rate of all female birth cohorts,
reaching a peak prevalence of 45% in 1966-68, when these women were, on
average, in their early thirties. The mean age of onset of swoking in men
was about 17, and in women, about 19, The rate of diffusion of smoking was

cohort, the diffusion rates were more rapid in both sexes.

The striking similarity of smoking diffusion patterns in men and women in
the 1951-60 birth cohort stands out in marked contrast to the previous birth
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Current Patterns

Data from other developed countries support the conclusion that the smoking
patterns of men and women, which have been quite different, are becoming
increasingly similar. And at the same time, it is evident, certainly in
North America but also in some other developed countries, that the preva-
lence of smoking is declining in both sexes. These trends are most evident
in adolescents and young adults (Figure 3). The rates of regular smoking¥,
which had been quite different between the sexes, are now very similar. As
well, a pattern of decline is evident in both sexes, due primarily to
decreasing rates of initiation of smoking.

FIGURE 3  PREVALENCE OF REGULAR CIGARETTE SMOKING AMONG
ADOLESCENTS AND YOUNG ADULTS

401
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30k Canada 15-19 years
= Females
o
C 20f
& 12-18 years
United
10} States Females
] § 1 i | ] 1 [ ] q 4 1 1 1 { ] ] [
1965 1970 1975 1980

Note: Adapted from Public Health Service (1)
Health and Welfare Canada (3,4,5).

*

In Canada a regular smoker was someone usually smoking every day. In the
United States regular smokers included those who smoked at least weekly.
However, in 1979 about 90% of regular smokers used cigarettes daily.
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ween 1965 and 1979 at which comparable measurements were made (1). However,
in women the absolute rate of heavy smoking has been increasing, whereas it
has remained relatively stable in men; thus, the sex differential in expo-
sure risk has further diminished. However, the proportion of heavy smokers
relative to all smokers has increased in both sexes. 1In 1965, about 1 in 4
and 1 in 7 male and femzle smokers, respectively, smoked 25 or more ciga-
rettes per day. By 1979, the corresponding figure were about 1 in 3 and 1}
in 4.5,

Use of Filter-Tip Cigarettes

Data from the United States also indicate that past cohorts of women smokers
have favoured filter-tip cigarettes more than men (1). This preference
would tend to diminish risk exposures, at least with regard to some health
consequences. But again, differences between the sexes have almost dis-—
appeared. The use of "filter-tips" has quite overtaken the use of non-
“filter-tips" in both men and women smokers.

Use of Low "Tar" Yield Cigarettes

Women smokers also have shown a greater preference for low '"tar" ciga-
rettes. The proportion of smokers of both sexes, who smoked cigarettes
yielding less than 10 mg "tar", increased steadily throughout the 1970's.
None-the-less, the sex differential is clear. Although there is some evi-
dence that the smoking of low "tar" yield cigarettes may be less hazardous
with regard to some health consequences, it is recognized that compensatory
changes in the style of smoking may offset or substantially minimize any
potential risk reduction (6).

In susmary: in past decades women incurred lower cigarette risk exposure
than men., Trends in smoking and patterns of cigarette usage, however, have
become much more alike between the sexes and, today, the risk exposures of
men .and women are essentially the same. Fortunately, the prevalence of
swoking in both sexes is declining. If these trends continue, risk exposure
of Poch sexes will be less than those of the past. None-the-less, at the
begmni.ng of this decade about 52 million Americans and 6 million Canadians
were cigarette smokers. For some years to come, significant numbers of
North Americans, of both sexes, will suffer unnecessary morbidity, dis-
ability, and mortality.

HEALTH CONSEQUENCES OF SMOKING FOR WOMEN

That smoking is a major health hazard for women is irrefutable.

Mortality -

In prospective studies, the overall mortality risks of woman smokers have
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20U,UU0u American women Irom L) states, the mortality ratio, wnicih overall
was 1.3 increased to 1.6 in women smoking 40 or more cigarettes daily, and
to 2.2 in women smoking this amount, who indicated that they inhaled moder-
ately or deeply (1).

In these studies, the overall wmortality ratios of women smokers were some-
what less than those of men smokers. This is a reflection of factors
contributing to the lower risk exposures of women in the past, such as a
later age at starting to smoke, a lower intensity of smoking, and a lower
tar and nicotine content of cigarettes smoked. As women and men smokers
become more aliké in their smoking characteristics, their mortality expe-
riences will do likewise.

Morbidity

Compared with women who have never smoked, women smokers report more chromic
conditions, including bronchitis, emphysema, sinusitis, peptic ulcers, and
arteriosclerotic heart disease (1). For most of these chronic conditions,
there is a dose-response relationship between cigarettes smoked per day and
the frequency of reporting. The age~adjusted incidence of acute conditioms,
" such as influenza, is 20% higher for women who have ever smoked, than for
non-smokers (1). Currently employed women, who smoke cigarettes, report
more days lost from work due to illness and injury than working women who do

not smoke. Limitation of activity is reported more commonly among women
under the age of 65 who have ever smoked, than among those who have never
smoked,

Disability

The burden of disability attributable to smoking among Canadian women has
been calculated recently from data collected in the Canada Health Survey,
1978-79 (7). 1In women aged 15-64, the relative risk of experiencing dis-
ability was 1.25 times higher in current or former smokers, compared with
non-smokers. Almost l12Z%Z of total disability days were attributable to smok-
ing. Based on these data, it can be calculated that smoking accounts for
19.4 million disability days annually or 2.65 days per year for each woman
in this age group.

Cancer

Smoking in women is a cause of cancer of the lung; larynx, oral cavity, and
esophagus. It is a risk factor for cancer of the urinary bladder, kidney,
renal pelvis, ureter and pancreas. In the United States, it was estimated

Data from three prospective studies indicate that the relative risk of lung
cancer mortality in women cigarette swokers is about 2 to 5 times that of
worzn non-smokers (Figure 4). The lower relative risks in women compared

T108350702



e W WAV T el BV % WL T Was At W AYACMAEA S 4 AVIA AW W

IN THREE PROSPECTIVE STUDIES

- Men D Women

£ 0

s g4 4

£

o 12

c 2 10.1
gglo

Em 8 8.2
Q >

x=

gw 6

o

23 4 45
2 2 2.6

o 1

O

British American Swedes
doctors volunteers

* Age- adjusted

Note: Adapted from Public Health Service (1).

This is illustrated by lung cancer incidence rates in white Americans in the
age groups 35-44 during the period 1969 to 1978 (Figure 5). 1In 1969 the
incidence in men was more than twice that in women. Ten years later, the
incidence rates in the two sexes were virtually identical, a direct result
of a gradually decreasing risk in men and a rapidly increasing risk in women

(8).
Chronic Obstructive Lung Disease

Smoking in women, as in men, produces lung damage, manifested by cough,
sputum, shortness of breath, wheeze, diminished lung function, and destruc-
tion of lung tissue. Whether women suffer the same frequency of these out-
comes as men, given similar risk exposures to cigarette smoke, is still a
matter of debate; there are a number of studies which suggest that they do.
What is clear, however, is that chronic obstructive lung disease mortality

_rates in women_ate approachivg those in meny—reflecting thediminishing sex
differential in smoking exposures. For example, in Canada between 1971 and
1980, the age-adjusted mortality rates from bronchitis, emphysema, and
asthma, combined, increased 34% in women, while the corresponding increase
in men was 9% (9).
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Corouary Heart Disease

For coronary heart disease, the leading cause of death in both sexes, ciga-
rette smoking is a major independent risk factor in women, as it is in men.
In general, cigarette smoking in women increases the risk of coronary heart
disease by a factor of two (l). However, dats from a case-control study of
non-fatal myocardial infarction in women under the age of 50, conducted in
the United States, suggest that the impact of cigarette smoking on risk is
particularly marked in younger women, especially in those who smoke heavily
(10). 1In the age group 45-49, the risk among women smoking 1-14 cigarettes
daily was 1.8 times greater than that among women who had never smoked.
This risk increased with amount smoked to 3.9 times among those smoking
25-34 and also 35 or more cigarettes daily. Among younger women, aged
30-44, the relative risk in the lightest smoking group was also 1.8,
However, the risk increased markedly, to 9.4 and 13 times in those smoking
25-34 and 35 or more cigarettes daily, respectively.

—-Cigarette smoking Sd5Ng Women d1s0 increases the risk of peripheral vascular

disease, subarachnoid hemorrhage, and malignant hypertension, findings
similar to those among men (1)},
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smoked nor used oral contraceptives. Similarly, among women who used oral
contraceptives, but did not smoke, the relative risk was significantly
elevated by a factor of 4.5 times. However, among women who smoked heavily
and used oral contraceptives, the risk was elevated 39 times. Other studies
have demonstrated that this represents an unusually dangerous combination
of risk factors for myocardial infarction, and, as well, for subarachnoid
hemorrhage.

This hazard is but one of a number of health consequences of smoking in
women, which are related to the reproductive system and its functions,
which will be considered next. They have been divided into two groups,
those which are health hazards for the smoking woman, aud those which
affect primarily her offspring.

i) Hazards for the Smoking Woman

Several epidemiologic studies have linked smoking with decreased fertility
in women, and mechanisms by which this effect could occur have been postu-
lated (1, 12). There is evidence, also, that smoking is associated with
an increased frequency of menstrual disorders. In a community survey of
general health status reported in 1983, which involved more than 1300
randomly selected Los Angeles county women between the ages of 18 to 44, it
was found that the five-~year prevalence of such disorders, attended by a
physician, was higher in smokers than in non-smokers (13). Smoking was a
significant independent discriminator between women who did and did not
report menstrual disorders., Women who smoked one-and-a-half or more packs
of cigarettes daily were twice as likely to report past menstrual
disorders, as women who were non—smokers. These findings are in keeping
with previous reports from Finland, Australia and the United States.

There is substantial evidence that smoking lowers the age of natural meno-
pause. Recently, Willett et al. (14) reported on a prospective study of
more than 66,000 US registered nurses, between the ages of 30-35 years, who
were premenopausal at entry to their study. At a two year follow-up, just
over 3000 had become post-menopausal. Age-specific, weight-adjusted
incidence rate ratios for current versus never smokers were all statis-
tically significant, indicating an association between smoking and meno-
pause, which was independent of body weight.,

Based on studies of urinary estrogens in swmoking and non~smoking premeno-
Pausal women, MacMahon et al. (15) recently postulated that a reduction of
estrogen stimulus by smoking would appear to be the most likely mechanism

underlying-the observed early wenopause of smokers. They postulated, also,

t@at a reduction of endogenous estrogens might account for the increased
risk of osteoporosis and osteoporotic fractures reported in women who
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mechanism underlying these associations is not clear, although several have
been suggested (16).

Smoking by women also increases the risk of a number of adverse maternal
outcomes of pregnancy. From an extensive review of the literature, McIntosh
(17) has identified adverse outcomes of pregnancy, which occur more often in
smokers than in non-smokers. From the available data “summary" relative
risks were estimated, along with attributable risk proportions. McIntosh
categorized the seven outcomes in Table 1 as adverse maternal effects. The
relative risks for smokers compared with non~smokers varied from 1.7 for
each of premature rupture of the membranes and placenta praevia, to 1.6 for
abruptio placentae, to 1.2 for early pregnancy bleeding and 1.1 for
spontaneous abortion. The attributable risk proportion, that is, the
proportion of these unfavourable pregnancy outcomes in smokers, which are
attributable to smoking, varied from more than 40% for premature rupture of
the membranes and placenta praevia, to 11% for spontaneous abortion.

TABLE 1. ADVERSE MATERNAL OUTCOMES OF PREGNANCY RELATED TO SMOKING

Estimated Attributable
: Relative Risk Risk
Outcome (smokers/non-smokers) Proportion (%)

Premature rupture 1.7 42
of the membranes
Placenta praevia 1.7 41
Abruptio placentae 1.6 36
Any pregnancy bleeding 1.4 29
Late pregnancy bleeding 1.4 26
Early pregnancy bleeding 1.2 16
Spontaneous abortion 1.1 11

Note: Adapted from McIntosh (17).

TI0B350705



TABLE 2. ADVERSE PREGNANCY OUTCOMES IN OFFSPRING
RELATED TO MATERNAL SMOKIKRG

Estimated Attributable

Relative Risk Risk
Outcome (smokers/non~smokers) Proportion (%)
Fetal growth retardation 1.8 45
(birth weight < 2500 g)
Pre-term delivery 1.3 22
(gestation < 38 weeks)
Perinatal death 1.2 19
Neonatal death 1.2 17
Stillbirth 1.2 16

D 3

Note: Adapted from McIntosh (17).

The adverse health effects of maternal smoking on cffspring, however, go far
beyond these immediate outcomes of pregnancy. Both the quality and quantity
of breast milk may be compromised. The risk of sudden infant death syndrome
is increased. Maternal smoking may adversely effect various aspects of the
child's long-term physical growth and functlon, intellectual and emotional
development, and behaviour. As well, there is growing evidence that maternal
smoking is associated with increased childhood morbidity and wmortality,
especially from respiratory conditions, but as well, from a variety of other

causes (1),
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In some instances, it is not clear whether these risks are incurred because

E of maternal smoking during pregnancy, or as the result of passive exposure
to maternal smoking during childhood. There is no doubt, however, that

maternal smoking is a health hazard for offspring, and that this hazard

manifests itself in many ways. One way may be through- the—association—of—

maternal smoking bahaviour with the smoking behaviour of offspring.
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and the remaining one was a survey of Derbyshire children, conducted in 1974
(20). Compared with girls whose parents did not smoke, the rate of smoking
was elevated if either the father alone or the mother alone smoked. How-
ever, the relative ratio of smoking was much higher in association with
maternal than with paternal smoking. For smoking in boys, there was also an
association with both maternal and paternal smoking, but the differential
between mother's and father's smoking was not so marked, with the exception
of the Derbyshire findings. Overall, it would appear that the smoking
behaviour of parents is linked with that of their children, this association
being particularly marked for mothers and their daughters.,

FIGURE 6 RELATIVE RATIO OF SMOKING* BY PARENTAL BEHAVIOUR
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Data on the prevalence of former smokers 1n both Canada and the United
States, clearly indicate that the percentage of former smokers is higher in
men than in women (2,4,5). Such data may be the basis for this impression.
However, further consideration is necessary.

Data on the prevalence of former cigarette smokers by age-group for Canada,
1981 (Figure 7), indicate that in the younger age groups, in which smoking
diffusion rates have been much more similar in the sexes, the prevalence of
former smokers is also very similar. The male preponderance of former smok-
ers is found only in the older age groups, which represent those birth
cohorts that were quite different from women in their smoking patterns,
including their rates of cessation.

FIGURE 7 PREVALENCE OF FORMER CIGARETTE SMOKERS
BY AGE GROUP, CANADA, 1981
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Note: Adapted from Health and Welfare Canada (5).
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consistént or marked differences between the sexes. These data, then,
provide little support for the impression that women cigarette smokers find
it more difficult to quit.

FIGURE 8 ESTIMATED RATES OF ATTEMPTED AND SUCCESSFUL QUITTING
BY ADULTS*, REGULAR CIGARETTE SMOKERS, UNITED STATES
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*1975-21 years and older; 1978,1979,1980-17 years and older

Note: Adapted from Public Health Service (1,2).

___1SSUES_REGARDING_SMOKING_AND WOMEN - N

Finally, two issues should be raised regarding smoking and women. First,
how informed are women about the health risks associated with cigarette
smoking and, for that matter, about smoking trends and behaviour? 1In a 1981
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thelr non—smoking status relative to smokers and may overestimate the preva-
lence of smoking. In a 1981 survey conducted in Canada (23), at which time
the prevalence of non-smokers in the population was about 62%, parents and
young people, who were non-smokers, were asked the following question: '"Do
you feel, as a non-smoker, that you are part of a majority or part of a
wminority of Canadians? The results were striking. Significant proportions
of non-smokers, both adults and young people, held misconceptions as to
their majority position. But, of young girls particularly, only 34% were
correct in perceiving themselves to be part of the majority which, in fact,
they were.

Since the recent publication of the "Black Report™ in Great Britian (24),
growing attention has been focussed on inequalities in health. The second
issue I want to raise is related to such inequalities, which represent an
important challenge to policymakers in the health field. In the "Black
Report", data on smoking in Great Britain were cited as one indicator of
inequalities of health across socio-economic groups, It was noted that
between 1972 and 1980, smoking among women in the professional class
declined 36%, while among women who were unskilled manual labourers, the
decline was only 2%,

Such inequitable trends are not unique to Great Britain, nor, for that
matter, to women. They are, however, a major concern. In Canada, the
prevalence of smoking among women is declining. The overall decline was 7%
between 1977 and 1981 (Table 3). However, this decline was not equally
experienced among groups of women characterized by differing educational
attainment. Among women with elementary or some secondary school education,
groups together comprising 75% of the female population, the declines in
prevalence were 4% and 3%, respectively. It was double that, 8%, in women
with some post-secondary education, who made up an additional 7% of the
female population. However, among the 18%Z of women in the two highest
educational groups, those with a post-secondary certificate or diploma and
those with a university degree, the decline was very much greater, 25%Z and
41%Z, respectively. These inequalities are, indeed, a challenge.
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Some post-secondary (7.4) 28.7 26.3 -8
Post-secondary certificate/

diploma (11.1) 32.6 24,5 -25
University degree (6.5) 26.3 15.5 ~-41
All women (100.0) 3.1 28.9 -7

Note: Adapted from Health and Welfare Canada (5,25).

In conclusion: the pre—eminence of smoking as a health risk among women, as
it is among men, in the developed countries, is clear. However, the
responses of governments, the professions, the voluntary health agencies,
the research community, and indeed, women themselves, have not been of a
degree appropriate to the importance of this problem. This tragic imbalance
must be redressed.
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know that smoking among women and children and in developing countries would
receive special deliberation.

The incidence of smoking~related diseases among women is continuing to rise
to unprecedented levels., 1Indeed, the tobacco industry has responded to the
growing women's movement over the last two decades by promoting smoking
directly to women in their new and expanding roles and by developing new
brands which will be more appealing to women.

Trends in smoking among children, especially girls, have, until recently,
been very discouraging as well. While cigarette advertising is not explic-
itly targeted at young people, the attractive models and lifestyles cannot
help but be appealing to them. Happily, in many countries we have begun to
move away from smoking, to consider it less acceptable in public places, in
meetings and at some social gatherings. This may not be as true in other
countries, particularly in developing nations where I understand smoking is
still increasing.

Researchers throughout the world have provided us with biomedical and
epidemiological evidence on the causal role of smoking in human disease.
Certainly this century's distinctive patterns of lung cancer - by far the
fastest growing of all cancer types, especially among women - are directly
related to trends in smoking. As well, the differences in the rates of lung
cancer and chronic respiratory diseases between income groups can be direct-
ly related to different rates of smoking.

The impact of smoking on the health and productivity of our citizens is
astounding. As a direct result of lung cancer, heart attacks and other
known smoking related diseases, nearly 30,000 Canadians died prematurely in
1979 alone. As well, in 1979, some 37 million person—-days of illness were
due to smoking =~ this represents nearly four extra sick-days for every
anadian smoker. In all, there can be no doubt that smoking is today, the
single most important preventable cause of illness and death.

* At the time of the Conference.
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all women is now beginning to decline. But for the first time ever, in
1981, the rate of smoking among women 15-24 years of age rose above that of
young men.

We should not assume from these trends that the battle against swmoking 1is
being won. On the contrary, we are only just now starting to see the
results of years of activity by many organizations to educate the public
about smoking. We still have wmuch to accomplish.

For example, we know from a recent survey conducted by my Department that
young people are beginning to try smoking at even younger ages than did
their parents ~ an average of four years younger.

We also know that young people are still being attracted to smoking by
smokers around them and by their own perceptions of the extent and accept-
ability of smoking. When asked, in a recent survey, to estimate the propor-
tion of smokers in Canada, young people and adults agreed that the majority
or almost two-thirds of Canadians smoked. This is in direct contrast to the
actual prevalence of smoking since only one-third of Canadians smoke.

The people who most influence a child to start smoking are his or her
friends and family. Parents, in particular, are very powerful role models.
If even one parent smokes, his or her children are twice as likely to smoke
than are children in non-smoking families. But most parents still deny that
what they do has an effect on what their children do.

As professionals working in the health field, it is our responsibility to
correct these misperceptions and, in doing so, to create attitudes and an
environment that support and reinforce non-smoking.

I would like to talk about what we are trying to do in Canada, through
policy and program development, to reduce the number of smokers and to

accelerate the trend toward non-smoling,

Two important and perhaps unique features that have characterized the

aspects of tobacco production and marketing, and collaboration among govern-
wents, health agencies and health professionals in planning and developing
prevention and cessation programs.

TIO
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 Canadian experience_in_regard to policy aud program development-,—are volup=— ———"-
tary agreements between industry and the federal government concerning many
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- the health warning as well as the tar and nicotine informa-
tion appear on all print advertisements, including bill-
boards;

- no cigarette advertisement appear on public display within
500 metres of any primary or secondary school property;

= the health warning, as well as the tar and nicotine
information, appear on all cigarette packaging, including
cigarette carton wrappers;

-~ the Canadian health warning and tar/nicotine information
appear on all cigarettes of foreign manufacture which are
imported and distributed in Canada by the Manufacturers'
Council's members; and

~ the Canadian health warning also appear on all packages of
cigars.

The industry has now agreed, in principle, to the last two of these requests
and I am optimistic that progress can be made towards agreement on the other
three.

1 have also asked Canadian cigarette manufacturers to take certain steps to
reduce the levels of some of the more hazardous constituents of cigarette
smoke. By 1984, the level of carbon monoxide should not exceed that of tar
for any braund of cigarette. As well, each company has been asked to reduce
average tar yields to 12 mg and to ensure that the average nicotine yield
does not exceed 1 mg for any brand. Given the encouraging results of our
annual analyses of cigarette yields, I am again optimistic that the manufac-
turers will be able to reach these targets by the end of next year.

These industry initiatives are being complemented by new imitiatives to
reduce what is known as "involuntary smoking". Although the evidence is not
yet complete, there is growing recognition that second-hand smoke is an
— - —irrirant and-health—hazard to non-sEokers:

A number of Canadian municipalities have already taken the lead in protect-
ing Canadians from smoking by passing bylaws to regulate smoking and non-
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These policy initiatives are an important step toward promoting health by
establishing smoke-free environments.

In order to have a significant impact on the prevalence and resulting
consequences of smoking, we must complement and reinforce these societal
changes with public information and education which promote healthy indivi-
dual decisions.

In this regard, we are very fortunate in Canada to have a well-developed
network of health agencies, which are concerned about the impact of smoking
on health and which are working actively to develop programs to prevent
smoking among young people and to help those who do smoke to quit.

The contribution of the Canadian voluntary organizations, which are respon-—
sible for organizing this Conference, has been outstanding. Over the last
several decades, the Canadian Cancer Society has made a major contribution
to public education about smoking, particularly through their school-based
programs. The Lung Association has also been very active in all areas and
is well-known for its program to help smokers to quit and then remain non-
smokers. The Canadian Heart Foundation, for its part, has made significant
contributions to smoking research and education.

Together, in the mid 1970's, these three health organizations decided to
form a national body whose focus would be smoking. This body, called the
Canadian Council on Smoking and Health, has made the issue of smoking a
visible public concern through its annual National Education Week on
Smoking, It has also funded research, sponsored conferences, produced
educational materials and advocated legislative action.

There are, of course, many other national, provincial and local agencies who
have resolved to work, in any way they can, to reduce smoking in Canada,

It was in recognition of this wealth of interest and experience in the field
of smoking, that my Department decided to expand its own activities to

oo~ —reduce —sroking-in-Canadas i

Before telling you a bit about my Department's new smoking prevention
program, I would 1like just briefly, to highlight the main features of a




program whlicii my UVepartment 1s now developing 1n coilaboration with other
interested governments, health organizations and health professionals. The
major thrust of the program is to build a social environment and a system of
supports that reinforce non-smoking from infancy to adulthood.

In planning the "Generation of Non-Smokers' program, we recognized that ome
of the major barriers to overcome was the apparent social acceptabilty of
smoking, which still exists in spite of the known health risks and the
recent steps to control smoking in public places. To have an impact in
today's society, we felt that there were some very important principles
which must be basic to the program design. These principles involve:
comprehensiveness, in terms of "who'" the program reaches and "how" they are
reached; specially-~designed resources and programs; continuity, over a
period of many years; and most importantly, cooperation among all organiza=-
tions in the field.

The "Generation of Non—-Smokers" program plans have incorporated all of these
elements. 1In considering at what stage to intervene to promote non-smoking,
it became clear that all stages during childhood and adolescence are impor-
tant, in terms of developing values, attitudes and decisions about smoking.
Programs that only look at the critical stage, when young adolescents are
trying smoking, are ignoring the real and powerful influences throughout
society which lead young people to believe smoking is all right and even
natural. Parents have a particularly important role in encouraging their
children to adopt healthy lifestyles.

Since values and attitudes in favour of non-smoking must be developed from
an early age and then consistently reinforced, "Generation of Non-Smokers”
1s being planned as a long term, possibly 15 year, program.

My Department has already developed plans for its contribution over the
first five years of the program. OQur initial activities will involve
developing and promoting projects aimed at developing values, attitudes and
decision-making skills among very young children and adolescents.

But—my-—Department--s—efforts—will not—be—the—only—contribution—under—the
" . = . . .

Generation" program name. My officials have, in fact, already discussed
the program with representatives of provincial governments and voluntary
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Ment organizations concerned with smoking and health are represented at this

Conference; your help will be a vital part of the development of effective
public policies concerning smoking and health.

Let us all work together and do our part to reduce the prevalence of smoking
throughout the world and ensure that our children have the opportunity to
grow up in a healthy, smoke-free environment,




- LEGISLATIVE MEASURES

What kinds of measures can be used in legislative action? Professor Ruth
Roemer has given a brilliant and thorough presentation (1); and here I shall
just try to summarize briefly the restrictive measures which have been
implemented or proposed inm an attempt to influence smoking behaviour (2-6).
They can be grouped as follows:

Restriction of influences encouraging smwoking

(a) Reduction of explicit influence, for example, a ban on promotion.
(b) Reduction of implicit influence, for example, & ban on smoking on tele-
vision.

Restrictive measures to discourage smoking

(a) Health warnings on tobacco-packets, including packets for export,

(b) Health warnings in such tobacco advertisements as are permitted in the
absence of a ban.

(c) Declaration on packets and in advertisements of emission levels of
harmful substances,

(d) Mandated health education, including mandated funding.

Sales restrictions

(a) Limitation of sales outlets, i.e. number of shops permitted to sell
tobacco, and of vending machines.

(b) Limitation of hours of sale, for example, only during ordimary opening
hours for shops.

(c) Age limitations, i.e. prohibition of sale to minors.

(d) End to sales in health premises.

(e) End to duty-free sales.
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Restrictions on smoking

which establish non-smoking as a norm, and limit smoking to defined zones
and/or times.

(a) Restrictions on smoking in public places.

(b) Restrictions on smoking at places of work. This applies particularly
to occupations where industrial pollution, e.g. asbestos, causes a
synergistic risk increase for the smoker (probably also for the passive
smoker).

A DILEMMA

This 1list, which is by no means complete and whose arrangement may be ques-
tioned, presents an arsenal of powerful weapons. A signal of their impor-
tance is the fact that, with few exceptions, these measures have been fought
vigorously by the tobacco industry.

On the other hand, it is also clear that the list of restrictions may cause
irritation in the general population, and a feeling of being under the
guardianship of the authorities. Boomerang effects may occur if restric-
tions are not introduced with caution. Therefore, it is important not to
implement restrictions which will not be understood and respected.

This situation demonstrates our dilemma: if restrictions are not utilized,
we may lose opportunities to influence a major health problem. If utilized
too fast, and without intelligence, they may turn out to be useless and even
counter—productive.

To find a point of balance, it is necessary to observe public opinion in
this—field-closelyr—Surprisingly; however; whenpubic opinion is oeasured;
it may reveal that people agree to restrictions more often than anticipated.
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