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Introduction

The tobacco epidemic is one of the major public health problems of our times. Unparalleled expansion of tobacco
production and aggressive marketing towards people throughout the world, and particularly people in low income
areas, means that individuals and their nations are losing lives and resources in staggering numbers. Tobacco use
causes at least 14 fatal diseases, and is expected by 2030 to be the greatest cause of death, killing more people
than any single disease, preventing millions from living longer lives in better health.

NGOs from every sector can play a role in reducing the terrible toll of the tobacco epidemic. NGOs can educate
their constituencies and mobilise vast numbers of individuals and organisations to support tobacco control
activities, oppose tobacco industry tactics, and advocate for governmental action. 

Governments are becoming more aware that tobacco use is harming their economies and causing unnecessary
premature deaths among their citizens. However, governments are surrounded by competing interests and may
be reluctant to introduce strong legislation and resources for tobacco control programmes. It is necessary for NGOs
to play an important role in advocating appropriate tobacco control measures to their governments and institutions
responsible for health matters and then monitoring needs and progress. 

The Tobacco Free Initiative launched by the WHO has created a new momentum in the battle against tobacco.
This initiative is facilitating the development of an international treaty, the Framework Convention on Tobacco
Control, which can give an international basis for national programmes. NGO support for this process is essential
for an effective treaty that provides the foundations for clear gains in public health. 

In May 1999, delegates of international non-governmental organisations met in Geneva at the WHO Headquarters
to examine ways in which they could contribute to tobacco control and prevention activities, and encourage the
Framework Convention process.  Working groups looked at how reducing the tobacco epidemic is necessary in
international efforts to protect children, work for equity for women, provide adequate education and health care
and assure basic human rights and sustainable development.  

The meeting reinforced awareness that only with a combined effort of governmental, non-governmental and private
sector organisations, and the support of a large proportion of the general public, will the strength and vigour be
found to successfully reduce the number of tobacco-related diseases and deaths and act against those who defend
the interests of the tobacco industry.

NGOs from every sector can play a role in reducing the
terrible toll of the tobacco epidemic. NGOs can
educate their constituencies and mobilise vast
numbers of individuals and organisations to support
tobacco control activities, oppose tobacco industry
tactics, and advocate for governmental action.

Together Against Tobacco
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On behalf of INGCAT, the International Non
Governmental Coalition Against Tobacco, I have the
honour to welcome you all to this meeting. We are
very impressed to see attendance from so many non-
governmental organisations.

Why are we here?
I shall try to give seven reasons.

We are here because we are facing the greatest epi-
demic, the greatest medical disaster, of the century.
Right now, 4 million people a year are killed by
tobacco. But this is only the tip of the iceberg. By the
year 2030 this figure will have increased to 10 million;
one Titanic disaster every 78 minutes.

In 1979, the dynamics of the tobacco epidemic were
outlined by a WHO Expert Committee, and in 1994
illustrated by Lopez, Collishaw and Piha. Smoking
started among men -- young, well-educated, well-off

men in urbanised areas in industrialised countries.
Then it spread to other male segments of the popula-
tion. After 50 years a peak was reached, and smoking
decreased, first among high status men. The epidemic
leaves the arena in the same order as it arrives. Among
poor men in rich countries, and among rich men in
poor countries, the peak has not yet been reached.

Some fifteen years after the men, women start to
smoke – and again, young, high status groups are the
first to take up the habit. In some rich countries, the
peak has already been reached, and fortunately at a
lower level than among men. In some poor countries
smoking has just started among women.

Some fifteen years after starting smoking, the smokers
begin to pay the toll of their deadly habit. In some rich
countries the peak percentage of all male deaths
caused by smoking in a country has been reached, at
a level of about one third of all deaths, and a decline
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Why are we here?
Introduction to the meeting

Kjell Bjartveit, MD, MPH 
President of the Governing Council, INGCAT

Summary
We face the greatest epidemic, the greatest medical disaster, in this century. Tobacco diseases are already the most
important cause of death among men in richer countries, and will become so soon for men in low income areas, and
continue to grow dramatically among women. But the tobacco disaster cannot be expressed only in traditional
health-related terms. Tobacco use is already causing economic havoc to low income countries and impeding sustain-
able development. We are up against a mighty enemy with almost unlimited resources that does everything possible
to spread the epidemic. With few exceptions, politicians have limited their involvement to rhetoric about their deep
concern. They listen less to the science and more to the tobacco industry lobbyists. However, we see the dawn of
a new day with the involvement of WHO and the development of an international Framework Convention on
Tobacco Control.  We need full mobilisation of NGOs all over the world.  With this meeting, new partnerships will
be formed. We need to rethink our strategy about mobilising action, broaden our targets, develop new control
measures, lobby governments, support the WHO, and more effectively fight our enemy.

Together Against Tobacco
INGCAT, 2000



appears -- first in high status groups. Among women
in rich countries, mortality has not reached its peak.

In poor countries, it will be a long time before the
male turning point is reached, and among women,
there are few tobacco-related deaths -- as of yet.

This model tells us what we can expect in the future.

Why are we here?
We are here because the tobacco
disaster cannot be expressed
only in traditional health-related
terms - it goes far beyond that.
It causes economic havoc to
low income countries, it
increases the need for food
imports, it attacks vulnerable
populations, it destroys poor
families’ household accounts, it
causes deforestation and
impedes true sustainable devel-
opment.

Indeed, tobacco problems are not the exclusive
domain of cancer, heart and lung societies.

Why are we here?
We are here because we are up against a mighty
enemy -- one who has almost unlimited resources at
its disposal. An enemy that does everything it can to
spread the epidemic. An enemy that knew its products
caused disease, death and addiction, and knew this
before the health community as a whole. An enemy
that has, however, consistently denied this knowledge
-- even under oath.

Why are we here?
We are here because of the poor response from
governments to this tragic situation.

Prevention is government’s business. When a com-
munity faces a serious epidemic, government
involvement is an urgent necessity. The whole
community is now under threat, and common action
by its governing bodies is imperative.

Faced with this enormous health problem, one would
have expected a gigantic, aggressive, co-ordinated
action against this man-made epidemic and against the
powerful industry that has caused it.

And what has happened? With few exceptions, aston-

ishingly little, really. In general, the politicians have
been watching from the sidelines, and their involve-
ment has been limited to rhetoric and expressions of
deep concern. They have not taken adequate action on
the warnings from the health community -- on the
contrary, they have listened to the arguments of the
enemy, whose lobbying activity is tremendous. In the
United States the industry hired one lobbyist for every
two members of Congress, and spent over $30 million
in lobbying fees last year, according to former
Surgeon General C. Everett Koop.

Why are we here?

We are here because we see the dawn of a new day.
Last summer, the new WHO Director General
declared that the tobacco problem would be at the
top of her priority list. Already, we see new activities
being developed, the Tobacco Free Initiative. WHO is
now being joined by other UN agencies, which have
given full support to an international treaty on tobacco
control, the Framework Convention on Tobacco
Control.

For decades, many of us had been hoping for this.
Now it is becoming a reality.

Why are we here?

We are here because we need full mobilisation of
NGOs all over the world that can support the WHO
Director General in her endeavour, so that immediate
and strong action can be taken by the governments.

National NGOs have been pioneers in tobacco
control, through health education and influencing
public opinion, through advocacy for legislative
measures, and through a fearless fight against
the enemy. In 1967, the American Cancer Society
and other American NGOs took the initiative and
organised the first World Conference on Smoking
and Health; World Conference no. 10 was held in
Beijing in 1997, and in August 2000 no. 11 will take
place in Chicago, USA.

For many years now, some international NGOs have
also been in the forefront. The International Union
Against Cancer -- the UICC -- was the first to launch
a tobacco control programme. Already in 1969, the
UICC published a national report, Influencing
Smoking Behaviour, which outlined a comprehensive
smoking control programme. In 1976 a new report fol-
lowed, Lung Cancer Prevention, which served as a
manual for a long series of seminars that the UICC
conducted all around the world. Since then, other
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international organisations have followed. A recent
publication of interest is the IUATLD’s manual
Tobacco control and prevention - a guide for low
income countries.

After the 9th World Conference in Paris in 1994, an
important step was taken. Three major international
NGOs, UICC, IUATLD and World Heart, founded
the International Non Governmental Coalition Against
Tobacco, INGCAT. The aim was to mobilise large
numbers of people through national affiliates.

During recent years it has become apparent, however,
that a much broader spectrum of NGOs is needed
than the traditional health-oriented ones. We need
new allies who can include tobacco control in their
mandated goals.

Another  group of  allies has recently appeared  in the
arena, the pharmaceutical companies, which are will-
ing to invest in tobacco control efforts.  Hence, greater
financial support for tobacco control is now avail-
able, which creates a completely new situation. The
pharmaceutical industry is sponsoring this meeting,
and we are very grateful for that.

One main objective of this meeting is to establish
new partners, and if this is achieved, it will be a mile-
stone in INGCAT’s activities.

Why are we here?

We are here to re-think our strategy in the light of
these new developments, and this will be done in the
working groups. We need input from new associates
in order to know how to

l mobilise new advocates into joining our ranks.
How can we develop strategies that will appeal to
them? By attaching more importance to issues like
sustainable development, human rights, equity for
women, consumer protection, elimination of
exploitation and the fight against poverty? Also the
traditional NGOs involved in tobacco control need
to be re-awakened; we know, for example, that
many national cancer, lung and heart societies do
not take an active role in tobacco control.

l define a broader scope of target groups for our
activities. Children are indeed a prime target; how
can we prevent them from being influenced by the
self-destructive behaviour of the adult world, how
can we protect them from being seduced by the
tobacco industry, and from being exposed to invol-

untary smoking? Women are another target; how
can we mobilise their resistance to tobacco industry
marketing tactics, so that a further increase in smok-
ing rates can be avoided? In addition, do we have
other groups that need attention, for example the
countless number of smokers who desperately want
to quit, and to whom we can now offer new and
promising cessation methods?

l develop new control measures. We already have a
wide range of measures that have proved to be effec-
tive. Used in combination -- as an anti-tobacco
cocktail -- each measure may have a synergistic
effect upon the others, and bring about a clear fall
in consumption. But do we have new methods that
have not been tried out before? How can we enable
education about tobacco -- in a broader context?

l lobby governments and politicians more effec-
tively. Many politicians are still sitting on the fence.
How can we provoke the ignorant and reward the
progressive? One day the children of today will
have reached the age when they themselves are suf-
fering from tobacco-related diseases. Who will they
then put on trial for having caused an enormous
amount of human suffering? The tobacco industry
will, of course, be the main
offender. But it will have an
accomplice, namely today's
politicians who knew, but
didn’t act.

l promote the WHO Tobacco
Free Initiative. How can
NGOs all over the world
work together with WHO for
the common cause? How can
we inspire each other?
United we are strong.

And finally, we need input in order to know how to

l fight the enemy. We would be truly naive if we did
not grasp the fundamental fact that the root of the
problem is the conflict between health interests and
economic interests. The health community wishes to
maintain and improve health, and therefore, for
them, smoking must be reduced and in the long run
eliminated. The industry wants to maintain and
improve sales, and therefore, for them, smoking
must increase. There is no way of harmonising these
conflicting interests.

During this meeting, we shall be confronted with data
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on present and future mortality. Mortality today tells
of risk in the past. Risk today tells of mortality in the
future. The past is past, and nothing can be done about
it. But the future is in our hands! The pessimistic
predictions do not need to become reality. We do have
the possibility to influence today’s risk and alter the
future.

A fundamental question remains then: In whose hands
does the future lie? In the hands of the tobacco indus-
try? Or in the hands of decision-makers within all

governments and all relevant members of the UN
family? Their hands should be raised in a vote that
commits them to a radical programme that will bring
this epidemic to a halt.

Our task - as voluntary organisations - should be to
assist them in achieving this goal.  And that’s why we
are here.

Welcome to the meeting.

8
Together Against Tobacco
INGCAT, 2000



Distinguished guests,

I am delighted to be speaking at this forum. A year
ago in this very room, I told the Executive Board that
health is everybody’s concern and that together, we as
an organisation, would strive to place public health at
the top of national and international agendas.

A year into my new responsibilities, I remain con-
vinced that this is the way to go. We have to take a
broad view on health issues. Health is not just about
hospitals, x-rays and tablets. Health is about life and
living and individual and social responsibility. It
leaves nobody indifferent. Health is everybody’s con-
cern. At the dawn of the next century we have to
ensure that health issues emerge and remain as a major
area of national and international concern and action.

This will not happen automatically. We have to seize
the initiative. The good news is that we have science
and evidence, truth, public health and justice on our
side. With clear objectives, concerted action and a
little bit of luck, we should be able to make our point.

WHO cannot do this alone. The NGO community is
a natural ally in our struggle to give health and related
issues the profile they deserve in places where policy
is made and resources are allocated. It was a campaign
goal to integrate the NGO
community more closely into
our work. The Tobacco Free
Initiative (TFI) has taken the
lead in ensuring NGO presence
in all its activities. Some NGOs
serve on TFI’s Policy and
Strategy Advisory Committee
while others are already work-
ing in the Regions.

Very early in its life, TFI called a small group of inter-
national NGOs and media people to a seminar on
tobacco industry disclosures here at WHO. This was
part of its search for the best evidence in addressing
a key public health issue, and to look at the role of an
international organisation like WHO in profiling and
addressing it. Clearly WHO has the scientific and
moral authority necessary for global tobacco control.
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WHO and NGO Partnerships 
for Global Tobacco Control

Gro Harlem Brundtland, MD
Director-General, World Health Organisation

Summary
For the first time in history, WHO is exercising its constitutional right to negotiate a convention – the Framework
Convention on Tobacco Control (FCTC). The FCTC will provide a long-term mechanism for co-ordinating the
actions of countries and communities in the fight against an epidemic that is killing 4 million people per year and
will kill 10 million by the year 2030, of which 70% will be in the developing world. WHO counts the NGO com-
munity as an essential partner in this fight. In the build-up to negotiations about the FCTC, WHO looks to NGOs
to stimulate national debate; form networks; lobby governments and policy makers; provide technical expertise;
mobilise public support and expose the practices of the industry. The Tobacco Free Initiative (TFI) has a strong
NGO presence in its activities and one of its roles is to maximise WHO-NGO partnerships. Such collaboration is
crucial if governments are to make informed decisions and formulate a powerful convention. 

Health is about 
life and living 
and individual 
and social 
responsibility.
It leaves nobody
indifferent. 

Together Against Tobacco
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It was pointed out to us that WHO should help collect
and collate evidence to show how the tobacco industry
had positioned itself.

WHO is serious about enlarging the scope of NGO
interaction further. While we have met with small
groups of NGOs in the past year, this is the first time
that we have what can be called a WHO-NGO meet-
ing. It seems only right that we are directing our com-
bined energies at tobacco.

Make no mistake. Diverse and different as we and our
constituencies are, we face a common threat from the
tobacco epidemic. Whether we represent farming
communities, women’s organisations, professional
medical groups or consumer organisations, we all
stand to lose if we do not stem the tide of tobacco that
kills people even as it saps national treasuries.

Tobacco kills 4 million people per year. By 2030,
tobacco will kill 10 million people per year, over
seventy percent in the developing world. There is
nothing inevitable about this – we don’t have to help-
lessly count the dead. As we go from one century to
the next taking with us astounding gains in medicine
and science, one story that stands as woefully neg-
lected is the tobacco story.

The reasons for this appalling neglect are many, but
none of them are scientific, just or reasonable. That
makes our struggle both easy and difficult. Easy
because the science that underpins our action is indis-
putable. Difficult because the tobacco industry’s
spread and grip is as silent as the epidemic itself.

The globalisation of tobacco trade and marketing
represents a real challenge for us. As the tobacco
industry documents make clear, the industry acts as a
global force.

That is why public health needs to cross borders, and
itself serve as a global force.

I spoke of the NGO community as a “natural ally” in
our search for justice and equity. I speak from personal
experience. Over ten years ago the World Commission
on Environment and Development, which I had the
honour to chair, gave me ample opportunity to see just
how effective the NGO movement can be in shep-
herding national debates on an international issue.

It was clear to all of us in the Commission that if sus-
tainable development was to have any meaning, it
would have to be integrated into the broader equation

of development, environment and equity. The “NGO-
eye” was quick to spot this critical link. We all had to
be curious, innovative and daring.

The NGO World has often been first to identify threats
to society. Whether it be the question of breast-milk
substitutes or landmines, saving trees, the world’s
water resources or protecting future generations from
a nuclear holocaust, the NGOs have pushed govern-
ments and policy makers to act on the evidence.

In the area of human rights and individual freedoms,
the role of the NGOs has been particularly remarkable.
Stone walls have crumbled and tanks have stopped
rolling because NGO action has helped governments
and societies re-write rules and in some cases, even
history. The list is long, the actions many. But what
unites all these struggles is the search for justice
whether it be social, political or economic. Public
health belongs to this league.

And now back to tobacco. WHO and its Member States
are in the process of negotiating a Framework
Convention on Tobacco Control (FCTC). It will be the
first time that we, as an Organisation, are exercising our
constitutional mandate to negotiate conventions.
Through the convention process, we want to unite the
best of science, best of evidence, best of law and best
of economics to address a public health threat that kills
one human being every ten seconds. People should
expect nothing less from the world’s lead health agency.

Tobacco is a global problem that needs global solu-
tions such as those that will be crafted through the
FCTC process. Our intentions are clear. We don’t
expect the world to be smoke free just because of our
work. Neither do we expect our task to be easy. But
we believe that the process of negotiating this
Convention will serve to hold up mirrors and spread
knowledge, commitment and the necessary aware-
ness. The FCTC will provide a long-term mechanism
for co-ordinating the actions of countries and commu-
nities in addressing the tobacco pandemic.

The world counts 1.2 billion smokers today. If our
combined efforts succeed in holding that figure or
bringing that down by two to three hundred million,
we would have advanced the cause of public health in
a significant way.

We now have new insights thanks to the court cases
in the United States. We now have documentary
evidence to show how the tobacco industry system-
atically subverted science, sold addiction as an act of
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free choice and spared no one as they claimed new
markets, increasing the number of victims. The World
No Tobacco Day this year focuses on cessation. But
to every person out there who may be thinking of
lighting the first cigarette today, I would like to say –
don’t, your addiction may be programmed.

In our view there is no freedom more sacrosanct than
the public’s right to know and the right to make
informed choices. As for our priorities, they will be
decided by science and evidence. The evidence on the
ground tells a horrible tale of public health disaster
brought about by tobacco and tobacco smoke.

The obvious question now is – what role do NGOs
play to help the FCTC process? As we see it, the pri-
mary role of NGOs is to establish networks, formulate
expectations from Member States (as well as from
the WHO), provide technical expertise on issues, and
monitor and expose abuses.

NGOs working together in a loose network can help
mobilise public and political support for the FCTC. A
major contribution of the NGO community to our
process would be to cut through the dense and opaque
“diplomatese and legalese” that surround the issues
thereby rendering them more human so that their

public health impact becomes visible. The non-
governmental sector can educate and activate.

The FCTC is not just any Convention – it is poten-
tially a public health movement. WHO does not and
cannot have any ready-made solutions. WHO can
only act as a catalyst. The right mix of policy inter-
ventions will be decided by Member States, by par-
liaments, governments and civil society.

This is why we need your work and support. We are
in this together, to save lives and to give children and
young people a real choice.

Thank you.
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We have known for centuries that tobacco is harmful.

6000 BC: AMERICAS: The tobacco plant begins
being grown

ca. 1 BC: AMERICANS begin smoking and using
tobacco enemas

1600s: CHINA: Philosopher Fang Yizhi points
out that long years of smoking 'scorches
one's lung'

1729: BHUTAN: First documented legislation
bans tobacco use in all religious places,
still observed

1761: ENGLAND: 1st study of tobacco effects
by John Hill

1950: ENGLAND, USA: 2 major reports on
smoking published 

1981: JAPAN: 1st major study on passive
smoking by Hirayama

We are failing.
In spite of centuries of knowledge and decades of
action, 10 World Conferences and many regional,
national and sub-national meetings -- the number of
smokers is increasing; more are dying; children are
still taking up the habit and more than 40% are
exposed to ETS; and the economic costs are escalat-
ing. In addition, the epidemic is being transferred to
developing countries so that by 2030 only 15% of the
world's smokers will live in developed countries.  If
we only continue to do 'more of the same' the statis-
tics will be:

Tobacco Control Now and in Future

Prof. Judith Mackay, MD
Director, Asian Consultancy on Tobacco and Health, 

Hong Kong, China

Summary
In spite of centuries of knowledge and decades of action, 10 World Conferences and many regional, national and
sub-national meetings, the number of smokers is growing, more are dying, children are still taking up the habit and
more than 40% are exposed to ETS, and the economic costs are escalating. In addition, the epidemic is being trans-
ferred to developing countries so that by 2030 only 15% of the world's smokers will live in developed countries.
Only if there is a substantial increase in efforts to prevent children from smoking and to assist smokers to quit, will
the epidemic be reduced. The tobacco epidemic presents different problems and difficult strategies for governments
more used to fighting malaria and TB, and many are mistakenly concerned about the economic consequences of
tobacco control action. The greatest obstacle is the tobacco industry. However, new events or initiatives can lead to
real steps forward to limit the epidemic, including the public release of internal tobacco industry documents, new
partnerships within the tobacco control community, successful litigation, and the important commitment of the
WHO, with the Tobacco Free Initiative programme and development of a Framework Convention for Tobacco
Control.

Together Against Tobacco
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There are several reasons why this information has not
been translated into action by governments and even
by the health profession.

The epidemic is different, and
difficult for governments more
used to fighting malaria and TB.
Many are mistakenly concerned
about the economic consequen-
ces of tobacco control action.

But the greatest obstacle is
the tobacco industry: Internal
tobacco industry secrets are
now spilling out through once-
confidential company docu-
ments, under disclosure require-
ments from the Minnesota trial.

The documents reveal how the industry:

- concealed information on tobacco,
- lied to governments, the media and, most impor-

tantly, to the smoker,
- recruited scientists all over the world to challenge the

science, especially on passive smoking.

But the tobacco industry documents say much more:

“Collect and use articles ridiculing antis. 
Blow the antis out of the water. 
Sue the bastards! 
Get watchdogs to investigate anti's fund allocations.
Make it hurt to take us on. 
Infiltrate the World Health Organisation. 
Fund lung cancer research. 
Endow chairs for indoor air research. 
Create a scientific journal. 
Acquire major media vehicle. 
Develop our own radio programming. 
Create or buy a popular Science magazine. 
Acquire an insurance company. 
Organise “spontaneous” protests on our issues. 

Cement relationships with women smokers, e.g., 
re: childcare. 

Create greater pressure on politicians. 
Let politicians know the downside of anti activity.
To do this, take on a vulnerable candidate, 

beat him/her, let people know we did it.”

What more must be done?

This list is only too familiar to those already working
in tobacco control, and includes:

l Establishment of a National Office to co-ordinate
tobacco control efforts in every country. 

l Licensing of nicotine as an addictive drug with
manufacture, promotion and sale under regulatory
control by agencies such as the Food and Drug
Administration in the United States. 

l Smoke-free areas in workplaces, indoor public areas
and public transport. 

l Bans on all promotion of tobacco products, includ-
ing supra-national advertising via satellite, cable,
films and internet.

l Plain black and white cigarette packets containing
only brand name, tar and nicotine levels, and health
warnings.

l Tar levels below 15 mg all over the world.

l Health education by all nations. 

l Tobacco on the curriculum in medical and health
schools.

l No “Duty Free” tobacco. 

l Cessation. Unless there are massive efforts put into
cessation, there will be no reduction in the 200 mil-
lion deaths caused by tobacco expected to occur
before 2030 among those who already smoke.

l Data on prevalence, mortality, economics, attitudes
and public opinion.

l Greater regional co-ordination, such as in the
European Community and the Association of
South East Asian Nations.

l Electronic networking, such as Globalink

l Litigation by individual claimants, class action suits,
and also governments suing to recover tobacco-
attributable health care costs. 

l Partners in fighting the tobacco epidemic should

THE GLOBAL TOBACCO EPIDEMIC 
in 2000 and 2030

2000 2030

Number of smokers 1.26 b 1.6 b

Tobacco deaths (annual) 4 m 10 m

Children exposed to ETS 700 m 770 m

Economic losses, US$ 200 b ???

Unless there 
are massive

efforts put into
cessation, 

there will be no
reduction in the

200 million deaths
caused by tobacco
expected to occur

before 2030
among those who

already smoke.
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include a wide range of women's groups, youth
leaders, lawyers, economists, environmentalists,
religious leaders, consumer pressure groups, sports
bodies, and many others.

l Appropriate funding from government and the
private sector.

What is new?

Exposure of tobacco industry documents
This has changed the public perception and credibility
of the tobacco industry. Now that it is known that the
industry has lied about addiction and the health effects
to the smoker, the responsibility for the epidemic has
moved from the smoker to the tobacco industry.

Partners
New partnerships are developing between NGOs, as
evidenced here today. As with all partnerships, guide-
lines are needed for these various partners to work
together.

Litigation 
Suing the industry is increasing -- by individual
claimants, class action suits, and also by governments
suing for tobacco-attributable health care costs. 

WHO/TFI
In 1998, the new Director General of WHO, Dr Gro
Harlem Brundtland, made tobacco one of her two ini-
tial special cabinet projects. Funding has increased
substantially (but not enough); staff numbers have
gone from one to about 17; there is an air of optimism
and dynamism. 

New partnerships are being forged, for example,
within WHO (identifying tobacco actions in all 9 clus-
ters), and also between WHO and the World Bank,
UNICEF, the IMF, non-governmental organisations
such as the World Medical Association, funding
agencies, and the private sector, such as the pharma-
ceutical industry and other businesses. 

There have been many projects, meetings, confer-
ences and more by the TFI, and tobacco has been
discussed by WHO at the highest level at meetings
such as the 1999 World Economic Forum in Davos
and the 9th International Conference of Drug
Regulatory Authorities (ICDRA) in Berlin (1999).

Already the tobacco industry has reacted: 
“WHO is behaving like a ‘super-nanny’.”
“WHO will destroy the livelihoods of farmers in
developing nations.”

“The TFI has been ‘hijacked by zealots’.” 

... all good signs that WHO is being effective.

FCTC: The WHO Framework Convention for
Tobacco Control will move tobacco issues to a much
higher profile within the UN and with national gov-
ernments. The FCTC is essentially an internationally
binding treaty between governments advocating
model national tobacco control legislation but which
also addresses transnational and transborder issues
such as global advertising, smuggling and trade.
Although the ultimate goal of the FCTC will be to
strengthen national tobacco legislation and control
programmes, the process of developing and imple-
menting the FCTC will also have the following spin-
off effects:

l Mobilisation of technical and financial support/
resources for tobacco control

l Raised awareness among many government min-
istries, e.g. finance, trade, agriculture, international
relations

l Working together of WHO and NGOs

The convention marks an important shift in the use of
international legal instruments as a means of promot-
ing public health.

NGOs have an important role to play in the process,
e.g.,

- NGOs in official relations with WHO can participate
in negotiations as observers.

- NGOs can disseminate scientific and technical
information on the tobacco epidemic as the scientific
rationale for the need of a convention. 

- NGOs can provide advice, mobilise public and
political support, as well as develop strategies for
lobbying and funding for work on the convention
within each member country.

ONLY IF THERE IS A SUBSTANTIAL INCREASE IN ALL EFFORTS TO PREVENT CHILDREN
FROM SMOKING AND TO ASSIST SMOKERS TO QUIT, WILL THE EPIDEMIC BE CONQUERED.

Together Against Tobacco
INGCAT, 2000
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The question in front of us is why tobacco is urgent.
The simple fact is that some things are happening in
the world that are not necessary.  Lung cancer mor-
tality in the former Socialist economies almost dou-
bled between 1965 and 1995.  We know what to do.
We are doing it in some places and we are not doing
it in other places. To give you an example of what is
possible, there has been a substantial decline in lung
cancer mortality in the UK, and an even more sub-
stantial decline in Scotland.  In Finland, there has
been a 50% decline from the peak period of about
20 years ago.

In Finland we have a model of what can be achieved
in tobacco control in an enlightened society: a 50%
decline in lung cancer mortality.  Over the past
20 years, the annual number of lung cancer deaths
per 100,000 among men has come down from 80 to
40.  In Hungary it’s gone from 50 to 295. Mortality in
Hungary is climbing and is now 5 times the mortality
in Finland. In the same period, whereas Finland
achieved a 50% decline, Hungary achieved nothing.

In the developed countries, in comparison with the
developing countries, there’s a plateau in lung cancer
mortality among males. That
plateau has been achieved by
the effects of work in about
15 countries, where rates are
declining, and they are balanc-
ing the continued increase in
rates in the other countries.  So
in sophisticated Europe, things
are pretty uneven, despite the
fact that it’s in that part of the
world where you find most of
the successful countries.  There
are others, Australia is one,
Canada is one and America is
one.  But beyond the successful
countries, there are really no occasions in the world
where we can find declines in mortality.

And that is the urgency.  What is happening in Finland
is not happening everywhere. 

The Urgency of Tobacco Control

Nigel Gray, MD
UICC and European Institute of Oncology

Summary
On examining tobacco control throughout the world we are forced to acknowledge that the tobacco epidemic is
being treated with extremely varying degrees of urgency and achieving results that range from excellent to nil. The
difference in success is not explained by the developing or developed country status. Indeed, many developed coun-
tries have not reproduced the achievements made in others. A number of factors are blocking progress and need
urgent attention. Governments are being influenced by the tobacco industry and its related industries; there is a
general lack of data on smoking prevalence and cessation; cessation rates are low; public health lobbies are having
to accept political compromises and sometimes lose ground due to disagreements between those fighting for the
same goal. A sense of urgency needs to be spread more proactively and on a global scale. The first step is to contri-
bute to and support the FCTC, which will provide NGOs with a common, authoritative point of reference in the
fight against tobacco.
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Since the 70s we’ve done away with debates with the
tobacco industry. We’ve known the answers to every
one of the tobacco industry’s debating points, and yet
they are still convincing governments.  Two years
ago I visited the Minister for Health in Hungary, a car-
diologist. He informed me that his colleagues had
been persuaded by Philip Morris, the new owner of
the tobacco monopoly in Hungary, that jobs would be
lost if an advertising ban was implemented. 

You can go to Indonesia, and you can buy a cigarette
which has a tar content of 55mg, against the European

Union’s limit of 12mg. That
cigarette with a tar content of
55mg has no health warning on
the pack. It has clove in it
which adds to its allergic capac-
ities. The tobacco industry is
substantially influenced in
Indonesia by the clove indus-
try, which was, until recently
and probably still is, owned by
the relatives of the past

President of Indonesia. Although we’ve run a UICC
workshop or two in Indonesia, and there has been a
WHO workshop or two in Indonesia, progress there so
far has been nil. There is no cancer registry, there is no
record of smoking prevalence, there is no trend line of
smoking prevalence. And what can be said about
Indonesia, which is probably the worst example, can
be said for many other parts of the developing world
in Asia, and in Central Europe and Eastern Europe. 

I’m unimpressed by progress which has been made in
even the sophisticated countries. The sense of urgency
in the European Union distresses me. It’s not possible
to find good trends in prevalence in the European
Union. Only recently, the first survey of smokers that
gives decent data in the European Union has been
done. In that survey, smokers in Europe were asked
whether they received advice from their doctor to
stop smoking, and only one third of those smokers had
received such advice. And of the smokers that
received advice, 11% of them had received advice on
how to stop smoking. 

In Central and Eastern Europe, we do not know the
trends in prevalence, because the measurements have
not been made. If we want to look at children’s smok-
ing, and in the long term, we desperately want to look
at children’s smoking, data is available in about
8 countries.  Scandinavia is one part of the world
where children’s smoking rates are measured. They’re
measured well in the United Kingdom, in California

and Massachusetts. You can get measurements for
the whole of the US. But children’s smoking rates
are simply not available in the majority of the world,
even in the developed countries. That is a major issue
that needs to be tackled as a matter of urgency.

If all of us went home from this meeting and took part
in a lobby to get decent measurements of tobacco use
prevalence in our own community, we’d be doing a
significant service. And if we could go beyond that,
and go into the schools to get a measurement of school
smoking rates, and get it set up in such a way that we
can have a national trend line, we’d take another
important step forward.  These simple things have
not been done, and they are urgent. 

But we have been half-hearted in the action that we
have taken. I don’t think we can blame WHO or UICC
or anyone in this room for that, but we have been
subverted by the tobacco industry in our successful
action. We’ve had a couple of devastating losses.
Europe has banned all forms of tobacco advertising,
as from the year 2006. This is only 1999, so we’ve got
seven years to go before Formula One Grand Prix
races with tobacco advertising leave the screen. Now
this is actually, for someone in the field, quite a dev-
astating loss.

Formula One races have varying audiences ranging
from 350 million to 700 million. There’s a Formula
One motorcycle group as well as the Formula One
motor car group.  I sat in a hotel room in New Delhi a
few months ago and watched
what Rupert Murdoch’s televi-
sion was beaming into Asia. I
watched a promotion for the
Macau Grand Prix, a Formula
One Grand Prix, which is all
tobacco, just like the Formula
One motor bike Grand Prix.
I watched some very good golf
out of Indonesia, sponsored by
Dunhill, I watched the Motor
Cross Rally and the African
Safari, and I watched the
cricket match in Pakistan, spon-
sored by WD and HD Wills.  In a single afternoon
from one international global television station, I saw
six tobacco-sponsored television events. This is
another illustration of how serious the issue is and
how urgent it is.

In fact, if we could make a single intervention to stop
the global transmission by television of tobacco-
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sponsored sporting events, we’d be doing something
really significant. We could probably achieve that if we
persuaded Rupert Murdoch to get off the board of
Philip Morris and develop a conscience.  But I must say
that this simple intervention that may be too hard for us
to achieve would nevertheless be extremely effective,
in that we would no longer beam tobacco advertise-
ments into developing countries at innocent people.

Really, we should look at our own back yard, and
realise that although we pride ourselves on many of
our achievements (and in other frames of mind I do
get up and bang myself on the chest and take pride in
achievements we have made over the years), we have
not done nearly enough, and we have not dealt effec-
tively enough with the issues. It remains distressing to
someone experienced in the field that we lost the
European advertising ban, because Mr. Ecclestone
gave a million pounds to the Labour Party in England,
and the Labour Party in England voted to delay the
advertising ban in Europe. They gave the million
pounds back because they were caught accepting it.
But we should realise that even in sophisticated
countries with governments which are presenting new
standards in morality, the tobacco industry is still
influential. 

So in the European end of the world, despite the fact
that there have been significant successes, we still
need a serious sense of urgency. 

I’ll just move across to the United States, and skim
over the events of the last year or two, because, there
again, the public health community has had a serious
disaster. It looked until last year as though the United
States government would conclude a settlement with
the tobacco industry and that Congress would agree to
that settlement.  As a result of that settlement, the
tobacco industry would accept extremely severe
restrictions, although not optimal, certainly severe
restrictions and would pay a very large amount of
money not only in compensation but to fund anti-
smoking activities. Such was the state of affairs in
American courts at the time that the tobacco industry
wanted that settlement. But the settlement did not
become law. And why not? Because the public health
community divided and argued with itself. Kjell
Bjartveit, with his usual wisdom, said in his talk that
we should fight the enemy. My message is that it is
just as urgent that we remember not to fight among
each other.  The divisions within the public health
community in the United States last year were directly
responsible for the loss of that legislation in Congress,
directly responsible for what has happened with the

United States tobacco industry. It is not riding high, it
has not recovered its credibility. It has increased its
prices and it has decreased its profits as a result of the
money it has to pay in out-of-court settlements. But it
is nevertheless still in profit, still doing very well.
This is another indication of the need for urgent
action.

Tobacco is the largest public health problem on the
planet which is still avoidable. We know what to do,
and we’ve demonstrated that it can be done in some
small countries. Indeed, we’ve seen useful move-
ment in some large countries, and taken some really
significant steps forward. The legislation which has
been achieved in China, yet to
be implemented fully, never-
theless exists in the face of the
international tobacco industry.
That is a triumph. We thank
Judith Mackay for all the work
that was done there with
Richard Peto. We’ve tri-
umphed over enormous odds
in a lot of places. 

But my sense of urgency still
remains with me. Tobacco has
to be treated as a chronic dis-
ease -- that’s offensive to me. I
started life as an infectious dis-
ease physician. I saw diphthe-
ria disappear. Between 1955
and 1960 I saw the polio epi-
demic disappear. I knew at the
beginning of the 60s that I
would never see another case
of polio. Now that was a sim-
ple example of a public health measure understood
and introduced and effective. But we have not done
that with tobacco.

We understand the nature of the tobacco problem. We
know what we need to do.  But we have not suc-
ceeded in doing it on a global basis. We have not
been able to spread the sense of urgency.  What can we
do urgently? There are some very important simple
things to do. One of them is to support the WHO
Framework Convention. We need a good, strong, gov-
ernment advisory system in place which we can all
wag our fingers about and quote. Non-governmental
organisations can then mobilise themselves and do
some finger wagging because that is after all what we
can be.  We can be professional finger-waggers and if
we’re careful, we can wag a very big finger.

If we could 
make a single
intervention 
to stop the global
transmission 
by television of
tobacco-sponsored
sporting events,
we’d be doing
something really
significant. 
We could probably
achieve that if 
we persuaded
Rupert Murdoch 
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of Philip Morris
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The disease vector
In sixteen years working as a lawyer on issues of
tobacco control there are various lessons that I have
learned.  Foremost among these is the fact that any
time we engage in any potentially effective public
health measures we invariably have to deal with the
tobacco industry.  It is an accepted fact among my
friends and colleagues working on these issues that if
the tobacco industry is not opposing you, then you are
probably not doing anything useful.

Understanding the tobacco industry thus becomes a
key issue for anyone working to achieve tobacco
control goals.  Why does the industry do what it does,
and how can we best achieve global health objectives
when confronted by this industry?

In looking at tobacco-caused diseases and the role of
the tobacco industry we can start by looking at how
we deal with other diseases.  For instance, in dealing
with malaria we know that the disease is caused by a
parasite, that the parasite is transmitted by mosquitoes
and that the mosquitoes benefit from environments

such as swamps.  There are various methods through
which we seek to control malaria.  But any approach
to malaria control in which mosquitoes were ignored
would not likely be very successful.

Tobacco-caused diseases can be looked at much as we
would look at malaria. These diseases are caused by
an agent; the agent being tobacco products. This dis-
ease agent, like the parasites which cause other dis-
eases, would be much less of a problem were it not for
the fact that the disease agent has a vector – something
that gets the disease agent to large numbers of people.
And, when looking at the diseases caused by tobacco
products, that disease vector is the tobacco industry.  

Seeing the tobacco industry as a disease vector helps
in determining what sort of efforts we can undertake
to effectively deal with the epidemic of tobacco-
caused illness.  Since the major transnational tobacco
companies are also legal entities publicly traded on
major stock exchanges there are many ways to deter-
mine what causes them to act as they do, and to inform
us as to how best to achieve public health aims.

Why Tobacco Companies 
Behave as They Do

David Sweanor
Senior Legal Counsel, Smoking and Health 

Action Foundation, Canada

Summary
When engaging in tobacco control it is necessary to study the tobacco industry. This industry can be characterised
as the 'disease vector' for the tobacco epidemic, and the behaviour of tobacco companies can be explained by a
combination of factors.  In the case of the private sector tobacco companies, and particularly the large multinationals
such as Philip Morris and BAT, their behaviour is due to a combination of the profit motive, the nature of their
products and people and the regulatory environment in which they operate. This paper explores these issues with a
view to assisting efforts to effectively reduce the death and disease caused by tobacco.
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Corporate disease vectors are, in many ways, different
from the vectors for communicable diseases.  The moti-
vation to survive and to thrive is, however, the same.
For tobacco companies, that means profits, which are

determined by a combination of
the products they sell, the peo-
ple employed and the regulatory
environment within which this
activity takes place.

The profit motive

The multinational tobacco
companies, like all public com-
panies, exist to make money
for shareholders.  For tobacco

companies the profits can be huge.  It is not unusual
for these companies to be making returns on invest-
ment of in excess of 100% per year.  This is extraor-
dinary for any company, and virtually unheard of for
the sellers of an established product.  Yet tobacco
companies are able to make such profits year after
year.

The secret of tobacco company financial success is
due to a combination of factors.  To begin with, the
product is very cheap to make.  Cigarettes can be
manufactured for less than a penny a piece.  In fact,
in some markets in Asia and Africa cigarettes are sold
at retail (inclusive of taxes) at less than 20 cents a
pack.

A product that is cheap to make is not necessarily a
ticket to riches.  The financial success of the tobacco
industry is based upon its ability to sell this inexpen-
sively manufactured product with a huge markup.
Those cartons of 200 cigarettes the companies make
for less than two dollars are often sold (before the
addition of taxes and retailers’ markups) for five times
that amount.

These profit margins are attained, in part, because the
tobacco industry is an oligopoly (i.e. an industry
where a small number of players control the market).
In most countries a significant majority of all cigarette
sales are controlled by no more than two companies.
These companies typically compete on issues of
image rather than on price, which makes sense given
the relatively low price-responsiveness for tobacco
products.  Tobacco oligopolies lose money when they
compete on price and make significantly higher prof-
its when they coordinate price increases.  As the
tobacco industry consolidates, the giants (Philip
Morris and BAT) grow ever larger, national markets
are increasingly dominated by fewer players and the

companies become more financially powerful.
The overall profitability of this industry is a result not
just of having a very profitable product, but selling a
lot of it.  The global market for tobacco products is
huge.  Cigarettes alone account for an annual global
market of $300 billion.  To put this in perspective, this
is equivalent to the combined sales of the entire phar-
maceutical industry.

Finally, these profits are maintained by the ability of
the tobacco companies to pass on their costs to others.
Tobacco is a huge net drain on the world’s resources.
With each cigarette consumed, humanity becomes
poorer.  If the tobacco industry had to adhere to the
principle of “polluter pays” it would be out of
business.  The industry survives and thrives because
it is able to keep its profits and to pass on its costs to
others.  Governments, families and individuals end up
burdened with the costs from smoking while tobacco
companies retain the profits.

This profitability results in two main problems for
tobacco control activities.  In the first instance it gives
the tobacco industry a massive interest in opposing
anything which could adversely impact upon its busi-
ness.  Secondly, it gives the industry the resources
with which to oppose any such measures.

The product

Modern tobacco products are finely-tuned nicotine
delivery devices.  Leading nicotine researchers have
pointed this out, and the tobacco industry’s own
internal documents, released as
part of recent U.S. litigation,
show that these companies
appreciate this fact. 

Nicotine, as delivered by ciga-
rettes, is highly addictive.
When absorbed into the lung
via smoking, nicotine reaches
the brain within seconds and
gives a significant “spike”.  As
the effects wear off there is an
urge for a further “spike” lead-
ing to another cigarette.   While
most smokers will start smok-
ing for social reasons, they become dependent, and
continue smoking as a way of obtaining nicotine.

The result of this dependence is that the tobacco
industry has a market where the consumers cannot
easily leave, regardless of how they personally feel
about the product.  While a large proportion of smok-
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ers do want to quit, success rates are low, being in the
range of 3%-5% for unaided quit attempts in devel-
oped countries (and unaided quit attempts have been,
and still are, the norm).  This must have traditionally
given great reassurance to tobacco companies.  They
could raise their prices (and, hence, their profits) or
witness major health promotion campaigns, and know
that few of their customers would be successful in
quitting.  Tobacco company documents illustrate this
point.  The companies would monitor attitudes to
smoking, intention to quit and quit attempts on an
ongoing basis.  But they would also see that the great
interest in cessation actually resulted in relatively few
of these smokers being successful.

From the perspective of the tobacco industry as a
disease vector based upon economics, the nature of
its product leads to various conclusions.  One is the
importance of new recruits.  If people can be induced
to try tobacco products there is a significant likelihood
of a long-term flow of profits.  In addition, young
people are worth more to tobacco companies than are
older persons because young people offer a longer
future revenue flow.

The people
Tobacco industry employees are often very different
from the people associated with other industries or
occupations, and this is particularly so in countries
where tobacco control activities are well advanced.  I
have talked to tobacco executives who say that they
have trouble socializing, that they are ostracized when
they tell people what they do for a living.  They often
have limited contacts, preferring the company of other
tobacco company employees so that they do not feel
as threatened.

But it has not always been so.  Several decades ago
tobacco jobs were not all that different from other
forms of employment.  There may have been moral
concerns about tobacco use, but the product was not
seen as fundamentally different from a wide range of
other products. 

As health concerns arose it appears that tobacco
executives sought to “fix” the problems.  They talked
of determining what was causing disease so that that
substance could be removed from the products.  For
a while they seemed to think there could even be a
marketing advantage to less harmful products, lead-
ing, in the 1950s, to some industry admissions which
go beyond what we are used to even today.  It soon
became clear, however, that cigarettes had no safe

level of consumption.  The product killed when used
exactly as intended and was the cause of an epidemic.
This greatly limited the scope for industry actions to
reduce the death toll, and was further aggravated by
the role of industry lawyers. These lawyers sought to
prevent crippling lawsuits by avoiding any direct or
indirect acknowledgements of the magnitude of the
risk from the products.

So what were tobacco executives to do?  From an
ethical standpoint it could be said that the tobacco
companies and their executives should have signifi-
cantly changed their approach
towards assisting efforts to
reduce the use of their prod-
ucts.  But that did not happen,
and for very good reasons.

To understand what did happen
we need to look at corporate
culture, which is largely dic-
tated by corporate law and eco-
nomics.  Acting in the interest
of “public health” was simply
not an option, as corporate
lines of responsibility would prevent it.  Tobacco
company executives, no matter how well intentioned,
report to senior executives, who report to boards of
directors, who in turn are guardians of the interests of
the shareholders.  Admitting and dealing with the
problem was a “non-option”, as it would have effec-
tively destroyed the companies.

The fallback was a strategy of denial.  There was no
‘middle ground’ for a product with no safe level of use
and enormous health consequences.  The goal became
one of looking to delay any eventual demise of the
industry while cashing in on its remarkable prof-
itability.  The industry quickly moved from dealing
honestly with issues of science and into issues of
politics, law and public relations.  Confusion became
their primary “product”.

The regulatory environment
Since tobacco companies can be seen as a disease
vector functioning within the environment of econo-
mics, it is important to look at what might constrain
its activities; looking at what allows the companies to
be as effective as they are at making money while per-
petuating an epidemic. This leads to the analysis of
relevant laws, as the legal environment is what dic-
tates much of the economic possibilities for any given
industry. An analysis of the legal environment for
tobacco products shows that regulatory structures
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have greatly aided and abetted the tobacco epidemic. 
Tobacco products were exempted from consumer
protection legislation when these laws were devel-
oped during this century.  These new laws dealt with
issues such as foods, drugs, poisons and hazardous
products, and were designed to protect the public
from unreasonable and unnecessary risks.  Tobacco
products were already on the market when such laws
were brought forward and the (justified) fear was that
rigorous application of such laws to tobacco prod-
ucts would effectively ban them. 

It may have been a purely pragmatic decision to
exempt tobacco products from these consumer pro-
tection laws.  Certainly, banning a product used by a
large percentage of the population is not something
politicians do lightly.  But this approach created two,
probably unintended, consequences which have
greatly shaped tobacco company behaviour since
that time.

The first is that tobacco products not only avoided
being regulated under generalized consumer protec-
tion laws, but also avoided any alternative regulatory
controls.  This can be hard to understand from a pol-
icy perspective, as it would have seemed reasonable
to say that tobacco products should have their own
specific regulatory regime; one that could have
reduced risks associated with their availability on
the market.  Yet any regulatory controls on tobacco
products themselves are still virtually non-existent
and even regulations concerning the promotion
and sale of tobacco products are of relatively recent
vintage.

The second problem is that any product that could
potentially compete with existing tobacco products on
the basis of health is caught under the consumer
protection laws from which tobacco products had
been excluded.  As a result non-tobacco forms of
nicotine delivery are prevented from being marketed
despite the fact that it is tobacco-based delivery vehi-
cles, and not the nicotine itself, that cause the vast
majority of the harm.  The result of such a policy
environment is the creation of a ‘nicotine mainte-
nance monopoly’ where anyone who needs or wants
nicotine on an ongoing basis has no choice but to get
it from tobacco products – with the attendant 50%
long term mortality risk.

This has created a situation where tobacco companies
are not forced to innovate out of any concern of
competition from novel products.  Even smoking
cessation products, caught by the laws tobacco prod-

ucts skirt, are generally greatly restricted in terms of
whether, how and where they can be sold.  Tobacco
products are given such a significant regulatory
advantage that the economic environment is tilted in
their favour.  From a public health perspective this cre-
ates the counterproductive situation of having the
deadliest delivery system being given the greatest
marketplace advantages.

Not only does this regulatory environment protect
tobacco companies from competition, it also discour-
ages innovation within the tobacco industry.  Any
industry innovations that really could reduce death
and disease are under constant threat of falling outside
of the nicotine maintenance monopoly and being
caught by consumer protection laws.  Further, any
indication of a less deadly product would fly in the
face of the industry’s long-held position of denying
that smoking kills, raising serious litigation concerns.
Either way, any innovative product would cause great
legal hardship (both in terms of regulation and litiga-
tion) that would likely ban the product.

The result is that tobacco companies are protected
from health-based competition from elsewhere and
threatened by the potential consequences of their own
innovations.  The safest, and most lucrative, course for
the industry is to continue the marketing of a uniquely
deadly product.

How we can win
If we are to make serious progress in countering the
tobacco epidemic we must deal with the disease vec-
tor.  And to do that we must change the environment
that currently allows this disease vector to thrive.  We
have to deal with the “swamps”.  This means we must
look at how we change the regulatory environment to
make the manufacturing and marketing of such a
deadly product less economically viable.

There are various possibilities that have been used or
could be used.  One is to use economic policy (such as
tobacco taxes) to make tobacco products more expen-
sive.  Another is to reduce the marketing opportunities
for tobacco products through restrictions on where and
how tobacco products can be sold.  We can also impact
on market forces by increasing consumer awareness of
risks (through health warnings, public education cam-
paigns and ending tobacco product promotion) and
limiting where these products can be used.

Beyond these measures, many of which are already
implemented, we need to look at the potential to
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specifically regulate tobacco products.  We could
remove the economic viability of certain industry
courses of conduct by limiting what they are allowed
to sell.

Laws could also force health-based competition on the
tobacco companies.  A logical first step is to allow
much greater availability of products to treat tobacco
dependence.  Few countries are making pharmaceuti-
cal cessation products widely and easily available to
consumers.  No country makes the products that treat
tobacco dependence as available as the products that
cause the dependence.  Yet if more of those who want
to quit or reduce their smoking were able to, the
tobacco industry would become far less lucrative.

Finally, it could be valuable to look at measures that
can directly impact upon the viability of the tobacco
industry’s profits.  Legal liability for harm caused
is a viable and proven strategy.  Another would be to
use competition law as a way of preventing the
tobacco industry from generating monopolistic
products.

We can deal with the tobacco epidemic.  To do so
we need to understand the tobacco industry, the way
it operates and the ability to change the economic
environment in which it exists.  Should we succeed,
the health gains will rival the greatest breakthroughs
in the history of public health.
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In 1971, the British Medical Journal published an edi-
torial about the 2nd World Conference on Smoking and
Health and the editorial issued a warning. “There is a
real danger in this deadly habit being exported to the
younger countries of Africa and Asia, and the rest of
the world has a responsibility to see that this is not
done. We have already produced millions of slaves
to cigarettes in our own land. To export the slavery to
the developing countries would be very wrong.”
Today, after almost 30 years, it is clear that this slavery
has indeed been successfully transported to develop-
ing countries where millions are now enslaved in its
poverty, diseases and death. Of the 1.2 billion smok-
ers in the world today, the majority, 800 million, are
in developing countries. The truth about tobacco is
that countries where consumption is growing the
fastest are also among the world’s poorest. The living
standards of the developing countries of these
800 million smokers tell us that the effects of smok-
ing will be far worse. Nearly three-fifths of the pop-

ulation lack access to sanitation, a third have no access
to clean water, a quarter do not have adequate hous-
ing, and a fifth have no access to modern health serv-
ices of any kind. 850 million people are illiterate, 2
billion children are anaemic, about 17 million people
in developing countries die each year from curable
infectious and parasitic diseases. And come 2030, a
greater fate is awaiting the poor people from the
developing world where we now know that 7 million
are projected to die from tobacco use.

Ladies and gentlemen, while the per capita consump-
tion of tobacco fell by about 10% from 1970 to 1990
in developed countries, it increased by about 64% in
developing countries during the same period. And
per capita consumption has more than doubled in
countries such as Haiti, Indonesia, Nepal, Senegal
and Syria, while it has tripled in the Cameroon and
China. China’s increase in tobacco consumption has
been the most dramatic. Sixty-one percent of Chinese

Tobacco and Poverty
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Summary
Of the 1.2 billion smokers in the world today, 800 million are in developing countries. Indeed, consumption is
growing fastest among the world’s poorest. Unknown to many developing country governments that welcome these
foreign “investors”, tobacco spells bad economics for their countries. Governments effectively spend huge amounts
on treating tobacco-related diseases and/or suffering from the loss of their active workers, who can no longer
support their families. In tobacco-growing countries, any profits bypass the country’s economy and enrich instead
the transnationals. Cheap labour is exploited and fertile land tied up in tobacco when it could be producing food.
The industry takes advantage of the lack of legislation and markets products with tar content and additives that have
long been outlawed in developed countries. Aggressive advertising and promotion strategies are hooking millions
of the world’s poor into a habit that will force them to spend a huge proportion of their income on cigarettes and
add smoking-related illnesses to an already heavy burden of disease. Immediate action on a national as well as
international scale is essential. 
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men smoke, which means that China alone accounts
for 300 million smokers, about the same number as in
all the developed countries combined.  Tobacco may
eventually kill about 50 million of all of the children
alive today in China. 

Most developing countries spend far more foreign
exchange on tobacco imports than they gain in
tobacco exports. Even for those countries that do
export a significant amount of tobacco, most of the
profits from the global trade go to the multinational
tobacco corporations rather than to the developing
countries’ treasuries.  Philip Morris, RJ Reynolds and
British American Tobacco, the world’s largest non-
state multinational tobacco companies now own or
lease plants in at least 50 countries. And in 1997,
these three companies had a combined revenue of
more than $65 billion, a sum greater than the GDP of
Costa Rica, Lithuania, Senegal, Sri Lanka, Uganda
and Zimbabwe combined. Tobacco transnationals are
notorious for using aggressive advertising and pro-
motional tactics not allowed at home. Malaysia, for
example, has now come to be known as the world cap-
ital of indirect advertising.

Effects of smoking are devastating on developing
countries. There are 1.3 billion people in developing
countries living on less than one dollar per day.

Smoking makes them even
poorer. Cigarettes can cost a
smoker about 25% of his
income. Smoking two packs a
day can siphon off about 30%
of a poor man’s income in
Malaysia. A poor man in China
can spend up to 60% of his
income on cigarettes. Of course
this takes away income badly
needed for more basic needs
for the family. And should he

become incapacitated, he loses the ability to bring in
the income; should he die due to a smoking-related
disease, his family loses their breadwinner altogether. 

The burden of smoking on government is great.
Tobacco costs governments money treating tobacco-
related diseases, which their limited health budgets
cannot meet. The statistics speak for themselves. For
example, costs in Guatemala are $800 million, in
Costa Rica $534 million and India $8 billion. In 1993
alone, China gained about $5 billion in cigarette taxes
but then lost $8 billion in productivity and health care
costs. The amount spent on tobacco in poor countries
exceeds what is spent on health care and education.

Vietnam has a GNP per capita of $290 and most of its
people earn less than $1 a day. Its annual expenditure
on cigarettes represented six times the amount spent
on health care and twice the amount spent on educa-
tion. 

Ladies and gentlemen, we know that 80% of those
who start smoking do so before the age of twenty, and
this is quite consistent across the globe. However,
we must see the problem in a different context when
considering children from poor countries who already
have a disadvantaged start in life and will probably
continue in this disadvantage well into adult life.
Many of the children who start smoking or using
tobacco in poor countries are already malnourished,
underweight or wasting. In Pakistan, there are about
1,200 children who take up smoking every day.
Pakistan’s government spends 1% of its budget on
health, 2% on education. Fifty-one percent of
Pakistani children do not have enough to eat, or are
moderately to severely underweight. We can see the
problems that tobacco will reap in Pakistan in the
years to come. 

It is these children that companies such as BAT hook
into a lifetime of addiction and suffering through
lies and deception. In India, 92% of its children are
underweight and wasting, yet each day, 55,000 chil-
dren in India start using tobacco. And about 5 million
children under the age of 15 are already addicted to
tobacco. Now although cigarettes form about 20% of
India’s market, the transnational cigarette companies
are engaged in an aggressive campaign to capture and
convert India’s 250 million tobacco users, particu-
larly the young. And tobacco use is growing at the rate
of about 5-7% in India. And what is India’s health
budget? 1% of national budget, which is no match
to handle the carnage of the tobacco-related diseases
that are upon its poor. Similarly in other countries,
such as Cambodia, Vietnam, Indonesia and Nepal,
more than half of their children are underweight and
wasting, and many of these are entrapping themselves
in tobacco addiction early in life. It is also apparent
that governments, health workers, social organisa-
tions and children’s organisations have not fully
realised the wide impact of smoking on these children.
We must now include tobacco control activities as an
important aspect of health education and improving
public health. 

The problem is further complicated when you have
poor children in many developing countries directly
involved in the tobacco business so that they and their
families can just eat for that day. They either sell
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cigarettes or are involved in its cultivation. In India,
children are employed at 35 cents a day to roll bidis,
and now I hear bidis are exported to the US. It is
becoming fashionable for the rebellious young
American kids to now smoke bidis. 

Tobacco transnationals are turning to developing
countries not only to expand their markets but for a
source of less expensive tobacco. One reason for low
prices is that much of the direct and indirect cost is
absorbed by the farmers, their families and the envi-
ronment in southern countries. Tobacco farmers in
developing countries are poor and their cultivation is
usually carried out on small-scale farms of less than
one acre. This is on fertile land that can sustain food
crops. Tobacco cultivation is not as lucrative a crop as
it is often made out to be. The lion’s share of the prof-
its go to the companies and not to the farmers.
Tobacco cultivation therefore usurps the place of food
crops. Land under tobacco cultivation world-wide is
estimated to be able to feed about 10 to 12 million
people. As a result, governments and people have to
bear the burden of the higher cost of imported food. 

In Kenya, food production in tobacco growing dis-
tricts has decreased as farmers have shifted from food
crops to tobacco. However, the net income from
tobacco is less than what the farmers would earn from
food crops. BAT is the largest agribusiness company
in Kenya contracting some 17,000 farmers to cultivate
tobacco over an estimated 15,000 hectares of fertile
agricultural land, but what those farmers earn is not
enough to buy sufficient food for the family. Tobacco
cultivation is labour intensive and capital intensive. It
requires about 1,200 labour hours per acre, compared
to maize, which only takes about 107 hours. A survey
done by UNICEF in one tobacco-growing district in
Kenya reports that 52% of the children in that district
either suffer from chronic or acute malnutrition, or are
underweight. 

The situation is similar for Brazil, as well. Today,
Brazil is the world’s largest exporter of tobacco,
exporting more tobacco to the US than any other
country. Brazilian tobacco is primarily used by
Philip Morris and other transnationals to make less
expensive brands that cost only half that of American
tobacco. But life for Brazil’s tobacco farmers is diffi-
cult and riddled with debt and ill health. 

Governments of developing countries should also take
responsibility for supporting and promoting tobacco
cultivation, for running state tobacco monopolies, for
allowing tobacco transnationals to flood our markets

and not giving smoking the priority it deserves as it
continues to ravage our people. The answer to the
question, “Who will produce tomorrow’s American,
British and Japanese cigarettes” is quite clear. The
Marlboro Man and Joe Camel are now riding cheaply
out from factories in developing countries to meet
international markets. Like in many other interna-
tional companies, the tobacco transnationals are not
only good at securing markets among developing
countries but also shifting production overseas.
Tobacco transnationals such as Philip Morris, RJ
Reynolds and BAT have all started production in
many Asian countries. For example, in Vietnam in
1997, RJ Reynolds’ local venture sold $1 million
worth of cigarettes to Canada and Germany. Vietnam’s
poverty makes it a prime target for foreign tobacco
companies looking for countries with cheap labour
and available land to produce tobacco. Ironically, the
locals consider this an advantage and welcome the
employment opportunities for its poor. Damon
Incorporated, one of the world’s largest tobacco leaf
dealers was one of the first foreign companies to open
an office in Vietnam, and it now develops new crop
varieties for what it hopes to be a growing market. The
local manager is clear about why Vietnam was
selected by this company. “Because of cheap labour,
Vietnam can sell the majority of its tobacco for less
than $3 per kilo. We will be extremely competitive.
Tobacco is a fairly stable commodity. Come boom,
come bust, there will always be smokers.” 

Ladies and gentlemen, liberalisation of trade is cer-
tainly not good news for the smoking epidemic in
developing countries. In India, previously formed
tobacco companies could only enter the country
through joint ventures and had to export at least half
of their production. The Indian government has
relaxed this ruling, and since August of 1998, multi-
national corporations have a 100% ownership of
several manufacturing plants in the country. Market
predictions are that the transnationals will initially
operate through joint ventures and licensing arrange-
ments with the Indian companies but will eventually
take over the market completely, much as they have
done in other countries. Similarly, tobacco transna-
tionals forced their way into the Chinese market in
1998, in exchange for admitting China into the WTO. 

Fighting tobacco requires resources, which of course
seem to be a never-ending problem among third world
governments and NGOs. In fact it appears that we
should be fighting poverty first. The world has more
than enough resources to accelerate progress in human
development for all and to eradicate the worst forms
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of poverty. It has been estimated that the total yearly
investment required to achieve universal access to
basic social services would be approximately $40 bil-
lion, or 1% of world income, and that should cover
costs for basic education, health, nutrition, productive
health, family planning, safe water and sanitation.
The resources are available but perhaps not chan-
nelled for tobacco control and human development: 
l While provision of basic education for all would

require $6 billion, $8 billion is spent on cosmetics
in the US;

l While water and sanitation for all would require $9
billion, Europeans spend $11 billion on ice cream;

l While reproductive health for all women would cost
$12 billion, Europeans and Americans spend $12
billion on perfumes.

l While basic health needs could be provided for $13
billion, people spend $17 billion on pet food in the
US and Europe.

People spend $35 billion for entertainment in Japan;
$50 billion for cigarettes in Europe and $105 billion
for alcoholic drinks. 

Ladies and gentlemen, smoking and tobacco should be
seen as a parity issue in developing countries. The
statistics illustrate that it is devastating for our
economy, and for our farmers and for our smokers and
non-smokers alike. And now I’ll make some sugges-
tions on what we can do. 

1. While fighting tobacco, the war must be fought
both nationally and internationally. Internationally,
we must stop market expansion activities to devel-
oping countries.  Free trade arguments should not
be put to tobacco at all. We must expose all forms
of double standards including those practised by our
governments. Our colleagues in the US, UK and
Japan have an extra responsibility of tackling and
shackling the tobacco transnationals.  

2. Tobacco control is cost-effective. Anti-smoking
campaigns are the most cost-effective measures to
improve health after childhood immunisation. An
anti-smoking campaign costs between $20 to $40
dollars per year of life gained, compared to $18,000
per year of life gained from lung cancer treatment.
By spending less on treatment that many poor
countries cannot afford anyway, and more on anti-
smoking efforts, more years of life can be changed
with our limited resources. If health budgets for
developing countries average 1% of the national
budget, it is unrealistic to expect any resources
from the government for comprehensive tobacco

control programmes. Perhaps it will be more real-
istic to generate money by increasing tobacco
prices. Raising tobacco prices is one of the simplest
and most effective methods for significantly reduc-
ing tobacco use, especially among young people.
Surveys indicate that smok-
ers in developing countries
are much more sensitive to
price changes than their
counterparts in developed
countries. We must also set
aside tobacco tax for tobacco
control. Experiences from
many countries actually
show that a tobacco tax pro-
posal is politically popular.
And it can significantly
increase revenue. Australia
has been a very good exam-
ple for us all to follow. We must impose equivalent
taxes on all tobacco products to avoid substitution.

3. We need community-based health programmes. In
communities where two-thirds of the population
do not read and write, it is crucial to devise simple
and low budget programmes. Local government
health groups and other organisations should all
be involved in tobacco control programmes. There
are simply not enough tobacco control advocates
to handle this project alone. Health groups and
other anti-tobacco lobbies can play a key role in the
development of comprehensive national tobacco
control programmes. We need to face up to tobacco
crop cultivation and stop all subsidies for cultiva-
tion. We must also continue to push for bans in
all forms of direct and indirect advertising and
promotions of cigarettes.  

For us in the developing world, we understand epi-
demics and outbreaks only too well. Malaysia has
just overcome a Japanese encephalitis outbreak.
During the past five months, we mobilised the health
sector and veterinary department to attend to the emer-
gency. The army was brought in to kill one million
pigs. We raised millions to rescue pig farmers whose
business was affected. We effectively used the mass
media to educate the public. All in all, about 100 peo-
ple died of this outbreak, and we brought it under
control within months. And I certainly did not see
my government making deals with the vector, nor
protecting the business that raised the vector. 

Ladies and gentlemen, the smoking epidemic is more
serious for us in the developing world. It has already
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claimed lives over the years and caused untold misery
and suffering to millions. And it has robbed our gov-
ernments of precious resources. This epidemic has now
infected 800 million people, half of whom will die
because of it -- we are all now very well informed

about the statistics. This epidemic has a vector and it
takes political will to destroy the vector. It is our respon-
sibility to convince our governments to put tobacco
control as top priority and to illustrate that tobacco
exacerbates poverty and is bad economics all round.
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Marketing: Tobacco’s Pied Piper

Answers to the question “why do young people
smoke?” have typically been sought by trying to estab-

lish what demographic, social
and individual characteristics
are related to the habit and can
predict its onset.  Over the years
a plethora of studies have
shown that parental, sibling and
peer smoking (1,2,3,4),  having
only one parent (2,5,6), being
a girl (7) or a poor academic
achiever (2,3), intending to
smoke when older (8), starting
to smoke at an early age (3)
and having certain beliefs about
the consequences of smoking
(4) are all important factors. All
these insights help guide the

development of anti-smoking initiatives.

However, unlike many other behaviourally caused
threats to public health, smoking is unusual in that it
has a very powerful, multi-national backer - the
tobacco industry - promoting and encouraging its
spread. An alternative answer to the question “why do
young people smoke?”, therefore, is that they do so
because the tobacco industry succeeds in recruiting
and retaining them.  

They achieve this success by using marketing: a tried
and tested business discipline that underpins the
success of all the major corporations, from Coca Cola
to Nike. In essence, marketing ensures that the
company’s efforts focus on the profitable satisfaction
of consumer needs and that the operating environ-
ment remains favourably disposed towards this end.  

Effective tobacco control must, therefore, combat the
industry’s marketing.  The recent EU directive on
tobacco advertising is a major step forward in this
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Summary
Answers to the question, “why do young people smoke?” have typically been sought by trying to establish what
demographic, social and individual characteristics are related to the habit and can predict its onset. However, un-
like many other threats to public health, smoking is unusual in that it has a very powerful, multi-national backer –
the tobacco industry – promoting and encouraging its spread. An alternative answer to the question “why do young
people smoke?” therefore, is that they do so because the tobacco industry offers them something better than the
health promoter. This suggests that there is much to learn from the industry, not only to combat their activities, but
also to guide tobacco control strategies. This paper will first explain the principles and practice of tobacco
marketing, using examples and industry documents. It will then highlight some of the lessons that emerge from
this analysis for those in tobacco control.
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respect. It came about after years of careful examina-
tion of the industry’s advertising (9) and the impact of
this on smoking prevalence, especially amongst the
young. The resulting insights were put in the public
domain and formed the basis of a highly professional
and successful lobbying campaign.  

What is tobacco marketing?
Marketing is everything the tobacco industry does to
encourage the profitable use of their products. At its
most obvious level, it takes the form of advertising.
Indeed, advertising and marketing are sometimes
seen as synonymous. However, marketing is much
more than this (10,11).  Firstly, advertising is only one
technique marketers use to speak to consumers about
the product: a raft of other methods, including spon-
sorship, direct mail, public relations, loyalty schemes,
brand stretching, product placement and the pack
itself are used to the same end. All this activity is
brought together in the brand, which is carefully
developed and honed to express the product’s “per-
sonality”.

Secondly, the marketer doesn’t just need to tell people
about the product, but also to ensure that it is priced,
distributed and engineered correctly (11). In this
context, “correctly” means in a way that meets the
needs of the customer. This, of course, is likely to vary
from one customer to the next. The marketer therefore
divides his potential market into segments with sim-
ilar needs, such as young starters or older established
smokers, and targets them with appropriate pricing,
distribution and product strategies.  

The last of these variables has become one of the
most notorious in tobacco marketing. Disclosure of

company documents, largely
in the US, shows that manipu-
lation of cigarette formulation
is a key strategy. Many people
now argue, for instance, that
Marlboro’s dominance of the
cigarette market is as much
due to the use of ammonia in
their tobacco as it is to the
ubiquitous cowboy (12). The
ammonia enables the smoker
to get quicker and more acute
access to the nicotine, a neces-
sity for the established smoker
and a valuable hook for the

starter.  Similarly, the addition of organic salts to
tobacco makes the smoke more palatable, especially
to the new customer.

Pricing strategies are also important to tobacco. There
is a strong link between price and product image and
this provides a good way of reinforcing your brand
and differentiating it from the competition. 

For the starter segment, premium pricing is appro-
priate. Adolescents are extre-
mely price insensitive and con-
sistently opt for the more
expensive products, if they are
visible and socially important.
Therefore the pricing strategy
should clearly demonstrate the
high quality and style of the
brand, if the product is to meet
the adolescents’ needs for
image and social status (13,14,15,16).

For established smokers, their addiction and matu-
rity makes the price-image relationship less of an
issue, making them more reluctant than starters to
pay higher prices. However, the evidence suggests
that consumers would rather cut back on essentials
such as food than give up cigarettes altogether. The
industry also runs couponing schemes and sales pro-
motions to reduce the perceived price of smoking.
These types of pricing strategy tie the established
smoker to one particular brand and reward them for
their custom.

Distribution strategy helps build the brand personal-
ity and target the specific needs of each segment.  In
the UK, for example, despite bans on the sale of
cigarettes to minors, distribution tactics still play a
big role in targeting them.  Wide distribution ensures
cigarettes become omnipresent and a cultural norm,
encouraging adolescents to overestimate the extent,
and underestimate the social disapproval, of smoking
(17,18,19).

More practically, marketers can place their products
in those outlets where it is easier for adolescents to
buy cigarettes and many of them do so successfully.
A survey conducted in Scotland (1) found that on the
last occasion that 11-15 year old smokers had tried to
purchase cigarettes, as many of 83% of them had
purchased them successfully. The vast majority of
these purchases were made in newsagents, tobacco-
nists or sweetshops.  Shops like these depend for their
livelihood on the income from tobacco and most owe
much of their overall sales to children, making them
a good option for under-age distribution.  Indeed, a
leaked 1990 memo from RJ Reynolds revealed how
the sales team were actively encouraged to make con-
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tact with tobacconists near schools and colleges (20).
For the established smoker, wide distribution also
helps create an environment of normality and reas-
surance.  Furthermore, the distribution network is so
complete that the smoker can rest assured that in
almost all social situations, cigarettes will be readily
available with little trouble.

The product, pricing and distribution strategies are
combined with the promotional strategy into a
coherent whole, or marketing mix, to maximise cus-
tomer satisfaction. Careful and continuous market
research will be used to develop, monitor and adjust
this overall strategy. Research is the industry’s eyes
and ears, and we must establish our own network of
eyes and ears if we are to combat them effectively.

Beyond the customer
But even this does not do full justice to marketing. It
also moves beyond the final customer, recognising
that their choices are going to be influenced by their
social context.  For example, public policy on sales to
children, smoking in public places and subsidies to
tobacco farmers are all likely to impact on their busi-
ness. This means that tobacco marketers will also
target politicians, retailers, farmers and even the sci-
entific community to try and ensure that the operating
environment remains as supportive as possible (21).  

Furthermore, they also have a great interest in keep-
ing more general public opinion as favourable as pos-
sible.  The major threat to the industry comes from
health advocates, legislators, and litigants, none of
whom are likely to be susceptible to direct marketing
activity.  Interestingly, the threat they offer far out-
weighs that from rival tobacco companies - the extent
of brand loyalty among smokers is virtually unheard
of in any other consumer goods market, with consu-
mers switching brands perhaps two or three times in
their smoking lives (16,22).

The tobacco industry has therefore developed a highly
sophisticated PR and publicity machine. From press
releases, the lobbying of politicians, creating smokers’
rights groups, supporting good causes, to donating its
prominent billboard space to political parties, the
industry aims to take a pro-active stance in defending
itself.

A primary tactic of its PR machine is to passionately
deny all claims that tobacco is either harmful, addic-
tive or anything other than an exercise in free choice.
Thus, the industry denies all claims that cigarette
smoking is detrimental to the health of the smoker.

Instead, via the use of media relations experts and its
own strategically placed scientific experts, it claims
that the relationship between cigarette smoking and
disease is nothing more than the manipulation of
statistics.  The industry has now lost the debate. The
epidemiological evidence is overwhelming.  

The industry has also vehemently denied that nicotine
is either addictive or a drug, the argument being that
it is a sociable habit which is enjoyed as much as
drinking coffee or eating chocolate. Again the scien-
tific evidence is now becoming incontrovertible.  

Finally, the industry has fought the idea that adver-
tising influences consumption. Yet again their protests
are looking increasingly feeble.  

However, none of these areas are failures from the
industry’s perspective. This PR activity serves to
confuse and dilute the health educators’ message to
the individual; it provides governments with an excuse
to continue relying on the revenues from the industry;
and it ties up health activists in increasingly esoteric
arguments that demand expensive, time-consuming
and ultimately barren research. Both interesting
examples of mutually beneficial exchanges.  

In the meantime the real concern – that large and
powerful companies should continue to use a proven
discipline and technology, marketing, to push a highly
dangerous drug – goes largely unchallenged. Tobacco
control needs to refocus attention on this issue by
exposing their methods and specious arguments to
public scrutiny.

Human behaviour and strategic thinking
Two key ideas underpin tobacco marketing. First,
tobacco companies recognise that their fundamental
concern is with human behaviour, whether it be that
of the consumer or the politician. All manner of
theories of behaviour are therefore of interest.  At
base, however, these theories are reduced to two basic
tenets: in a liberal democracy human behaviour is
voluntary and benefit driven. People do things because
they want to and because there is something in it for
them. As the tobacco industry might express it, ado-
lescents use our products, retailers sell them and
politicians help us because they want to, and they
want to because they get a clear benefit out of so
doing. 

Furthermore, the industry approaches this task from a
long term, strategic perspective. Customer loyalty has
become a by-word of modern marketing, ever since
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researchers discovered that it costs five or six times as
much to gain a new customer as keep an existing one
(23). This has shifted the marketers focus from one-
off transactions to ongoing relationships. The extent
of this strategic thinking is perhaps most obvious in
branding.  Ads for Marlboro or Camel dating back
fifty years still have clearly recognisable iconography.  

Equally long-term approaches are used with their
other targets. One of the reasons tobacco marketing
has remained relatively uncontrolled for so long,
despite its lethal qualities being apparent for nearly
50 years, is that industry has built up valuable relation-
ships with politicians and decision-makers.

Tobacco control’s response must be built on the same
two principles of voluntary, benefit-driven behaviour
and strategic thinking.  We too must build relation-
ships with key decision-makers. But first we need to
undermine those of the tobacco industry.

What can you do?

The tobacco industry is to lung cancer what the mos-
quito is to malaria. If we are to reduce the dreadful toll
from smoking-related diseases, we need to combat
their marketing effort. This in turn means we need to
know much more about it.

We need to know what the industry is doing in every
corner of the world, including your neighbourhood.
What advertising are they using? What product,
pricing and distribution innovations are they intro-

ducing? How do they do their market research? Are
they targeting vulnerable groups such as children and
women? And, at a higher level, what deals are they
doing with decision-makers and politicians?

In those countries where there are restrictions on
tobacco marketing, we need to know how they
respond to these controls and especially what other
marketing activity they are currently using – or will
introduce – to circumvent them.  In countries where
there are no controls, information about tobacco mar-
keting will provide the first important step towards
their introduction.  Furthermore, this task is urgent,
because as the industry becomes more embattled in
Europe, North America and the Antipodes it will
increasingly turn its attention to the rest of the world.
Tobacco is a global business, and we need to respond
globally. Otherwise the horrific toll from smoking
will not be reduced, it will only continue to be
exported.

NGOs have a vital role to play in this process.
Tobacco control cannot match the resources of big
tobacco. We cannot invest millions of dollars in mar-
ket research to monitor tobacco industry activities
and deconstruct their marketing strategies. However,
there are many people around the world working in
health and welfare NGOs – people like you – who are
becoming increasingly concerned about the smoking
epidemic. If you were to start watching and reporting
on the industry’s marketing activities then our infor-
mation and lobbying base would be greatly strength-
ened.

We would like you to monitor the tobacco industry’s activity in your locale, and tell us what they are doing.
Any of the marketing activities described in this paper are of interest:

•  Copies of advertising and promotional material.
•  Product, pricing, and distribution strategies.
•  Market research methods.
•  Targeting of particular population groups, especially women and children.
•  Public relations activities.
•  Political manoeuvring and deals.
•  Alliances with key professional groups such as farmers or retailers.

Please send material to 
Prof. Gerard Hastings
Centre for Tobacco Control Research
University of Strathclyde
173 Cathedral Street
Glasgow, Scotland
G4 0RQ   UK

The Centre for Tobacco Control Research is core-funded by the Cancer Research Campaign
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The two main factors influencing whether or not a
tobacco smoker will stop smoking are (1) their
MOTIVATION to quit tobacco and (2) their level of
ADDICTION to tobacco. A smoker’s motivation
(drive, intention, desire) to stop smoking is clearly a
critical factor in whether or not they are likely to
succeed. Motivation is determined by a variety of
influences. These include (a) awareness of smoking-
related health risks to the self and others (b) the
financial cost of tobacco and (c) other social pres-
sures to stop (e.g. workplace smoking bans) or to
continue smoking (e.g. advertising).

Another important factor (which health professionals
frequently ignore) affecting motivation to quit is the
smoker’s perception of the benefits of continued
smoking. Teenage smokers report that smoking fits in
with a rebellious image, helps them to establish and
maintain friendships, and helps them to look more
grown up. These might be called the social benefits of
smoking to young people. However, within a matter

of months of smoking regularly, young smokers also
report the following beneficial effects of smoking,
which are more related to the pharmacological effects
of nicotine (1):

- it calms nerves or reduces stress,
- it helps keep weight down,
- it is pleasurable or satisfying.

These perceived beneficial effects reported by young
people are very similar to those most frequently
reported by adult smokers. Certainly, the effect which
smokers most consistently say they smoke for is an
alleviation of an unpleasant mood state (e.g. making
them feel less tense, irritable or miserable). The
smoker’s motivation is therefore likely to be affected
by how strongly they believe that smoking provides
these kinds of beneficial psychological effects, bal-
anced against the perceived disadvantages of smoking.

Motivation can be assessed in a fairly simple manner
by asking the smoker questions like, “Would you give

The Psychology of Tobacco Addiction:
Why it is difficult to stop smoking

Dr. Jonathan Foulds
Senior Lecturer in Clinical Psychology, 

University of Surrey, Guildford, UK

Summary
The two main factors determining whether or not a smoker will stop smoking are: 1. motivation to quit and 2. level
of addiction to tobacco. Motivation is necessary to attempt cessation but even among people with a very high de-
sire to stop smoking, most smokers find it very difficult to quit because of addiction. Addiction to tobacco is deter-
mined by an interaction of pharmacological and psychological factors. One of the main problems for those trying
to quit is the nicotine withdrawal syndrome. The majority of people who try to quit will relapse within the first
month due to the combined difficulties of giving up a strong habit while experiencing tobacco withdrawal symp-
toms. The first step in helping people to stop smoking is to boost their motivation to quit. Where the majority of
smokers already have a strong motivation to quit, it is necessary to provide some practical help to increase their
chances of success.  This help can take many forms, including mass social support events (e.g. Quit and Win), tele-
phone help-lines, smokers’ clinics, and the provision of nicotine replacement therapy.
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up smoking altogether, if you could do so easily?”
with answer options being; [0] definitely not [1] prob-
ably not [2] possibly [3] yes, probably, and [4] yes,
definitely.

An additional question would be, “How much do you
want to stop smoking altogether?” with answer
options being, [0] not at all [1] slightly [2] moderately
[3] quite strongly, and [4] very strongly. 

A number of research projects have used questions
such as these to measure “motivation to quit” and
found (not surprisingly) that high scores are predictive
of increased likelihood of subsequent success in stop-
ping smoking (2,3). However, it is a typical finding
that even among those with a high motivation to quit,
only a fairly small minority has succeeded in doing so
when followed up a year later. The main reason for
this low success rate from any single attempt to quit
is that most smokers are addicted to nicotine.

Nicotine addiction

Central to most definitions of “addiction” is the idea
that the individual's addictive behaviour acquires a
compulsive quality, and their ability to successfully
abstain from a particular substance becomes impaired,
despite serious intent and efforts to do so. There is
clear evidence that tobacco consumption frequently
acquires a compulsive quality similar to that of other
drugs commonly regarded as being “addictive”.

Public awareness of the severe effects of tobacco on
health has increased since the 1950s, such that in most
countries of the world the majority of people are aware
that smoking is bad for their health, and the vast majority
state that they would like to quit. For example, in the UK
around 90% of adult smokers believe that smoking is bad
for their health, and around 70%
express a desire to stop smoking.
Over 60% have made at least one seri-
ous attempt to quit and failed (4).
Amongst smokers who make a seri-
ous attempt to stop smoking on their
own, only about 3 or 4% succeed in
abstaining for a year following a quit
attempt (5,6). This increased aware-
ness of health effects, desire to quit,
and difficulty in doing so has led to a
considerable amount of research
investigating the reasons why smok-
ers find it so difficult to quit.

Probably the most influential report
on this topic was the 1988 US

Surgeon General's Report entitled “Nicotine Addiction”
(7). This 600-page report reviewed the mass of evi-
dence on the role of nicotine in tobacco consumption
and came to three main conclusions shown below:

1. Cigarettes and other forms of tobacco are
addicting.

2. Nicotine is the drug in tobacco that causes
addiction.

3. The pharmacological and behavioural processes
that determine tobacco addiction are similar to
those that determine addiction to drugs such as
heroin and cocaine.

One of the main problems for those trying to stop
smoking is the nicotine withdrawal syndrome, and so
this will be described in some detail.

Nicotine withdrawal
Most smokers begin to experience a number of
unpleasant symptoms within a matter of hours of ceas-
ing or markedly reducing their nicotine intake. The
main criteria for diagnosing nicotine withdrawal have
been outlined in the fourth edition of the American
Psychiatric Association's diagnostic and statistical
manual (DSMIV).  These are outlined in the table
below (8).

A number of carefully controlled studies have shown
the nicotine withdrawal symptoms are not simply the
result of dissatisfaction at having to cease an enjoyable
habit, but rather that they are specifically relieved by
provision of nicotine (e.g. in the form of nicotine gum
or patch) and not by placebo (9,10).

The figure below shows the typical pattern of nicotine
withdrawal severity over time after stopping smoking
(adapted from reference 10).
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Dysphoric mood symptoms (depression, irritability,
anxiety, restlessness, and insomnia) peak within the
first week, and generally return to near baseline
(smoking) levels within a month, as shown in the fig-
ure above. Difficulty concentrating follows a similar
time course, and is accompanied by actual decrements
in mental performance and slowing of EEG brain
activity (11,12). Increased appetite and weight gain
may continue for at least ten weeks after smoking
cessation and probably last longer (11). Indeed, the

evidence on weight gain is
consistent with the view that
nicotine is an anorectic drug,
and that once it is removed
the natural “set point” body
weight increases to a new level
(typically about 2-4 KGs heav-
ier). Part of this gain in weight
is attributable to a slowing of
metabolic rate after smoking
cessation (7).

Craving for a cigarette peaks in
the first week, and declines
gradually over a period of
months. Many ex-smokers

will report only mild and occasional craving after
six months without a cigarette, but stronger craving
may continue to be elicited by triggering stimuli

(e.g. stress, being offered a cigarette in a bar, etc.) for
over a year.

The strength of the smoking habit
A typical “pack a day” smoker will inhale over
70,000 puffs of tobacco smoke per year. Many will
not have had a single day in their life since becom-
ing an adult in which they did not smoke tobacco.
For such smokers, tobacco has truly become a “nor-
mal” part of their life and daily routines. We often
talk about the typical smoking “cues” or “triggers”,
meaning situations in which the smoker usually
smokes and which are believed to be particularly
“high risk” for relapse for someone trying to quit.
There are certain situations in which some smokers
habitually smoke and will experience stronger crav-
ings (e.g. after a meal, with a cup of coffee, on the
telephone, when feeling stressed etc). However,
when one considers that many smokers smoke at
least 16 cigarettes per day, and are generally only
awake for about 16 hours of the day, then one can see
that on average, smokers are smoking virtually every
waking hour of their life. It is often easier to make a
list of situations in which they do not smoke than sit-
uations in which they do! For such smokers, there-
fore, smoking cues are virtually everywhere. Many
of their friends and family will smoke. Many of the
shops they visit will sell tobacco, and many of the

DSMIV Diagnostic Criteria for Nicotine Withdrawal (8)

A. Daily use of nicotine for at least several weeks.

B. Abrupt cessation of nicotine use, or reduction in the amount of nicotine used, followed within 
24 hours by four (or more) of the following:
(1) dysphoric or depressed mood (5) difficulty concentrating
(2) insomnia (6) restlessness
(3) irritability, frustration or anger (7) decreased heart rate
(4) anxiety (8) increased appetite or weight gain

C. The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational,
or other important areas of functioning.

D. The symptoms are not due to a general medical condition and are not better accounted or by another
mental disorder.

Associated Features:
craving for nicotine
desire for sweets
impaired performance on tasks requiring vigilance
EEG slowing
decrease in catecholamine and cortisol levels
decreased metabolism of some medications and other substances.

A typical “pack a
day” smoker will

inhale over 70,000
puffs of tobacco
smoke per year.

Many will not have
had a single day
in their life since

becoming an adult
in which they did
not smoke tobac-

co. 
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streets they walk down will have numerous tobacco
advertisements.

It is this combination of (a) the
unpleasant mood created by
nicotine withdrawal, (b) the
perception that smoking a
cigarette will provide psycho-
logical benefits (improved
mood/concentration) (c) the
strength of the smoking habit
and (d) the very widespread
nature of smoking cues or
triggers, which make it diffi-
cult for regular smokers to stop
smoking.

What can be done?
At a national level, some of the same principles
apply to helping people quit, as apply at an individ-
ual level (13). The aim must be first of all to increase

the general motivation of the population to stop
smoking (and similarly to make it less attractive
to young people to start). The kinds of initiatives
which help with this are well known, and include
health education campaigns, increasing the tax on
tobacco, comprehensively banning advertising and
ensuring that public indoor areas are free from envi-
ronmental tobacco smoke (14).  Such measures will
increase the proportion of people who want to stop
smoking.

However, experience in a number of countries which
have been implementing such policies suggests that
once the smoking prevalence in a country begins
to fall, then it also becomes necessary to provide
assistance to smokers who want to stop but find that
they cannot.  This assistance can take many forms,
including mass social support events (e.g. Quit
and Win), telephone help-lines, smokers’ clinics, and
the provision of nicotine replacement therapy
(14,15,16). 
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Quit and Win is a practical positive smoking cessation
approach proven to be a cost-
effective way to encourage
large numbers of smokers in
the population to quit (1). Quit
and Win contests were devel-
oped during the 1980s and
further applied during the
1990s in U.S. community-
based cardiovascular pro-
grammes (2,3,4,5). The North
Karelia Project in Finland (6)
started to apply this approach
in 1985 and soon Quit and Win

was disseminated nationally (7). The international
collaboration started in 1989 when the Quit and Win
was jointly organised in Finland and Estonia (8).
Further international campaigns have been arranged
within the World Health Organization’s CINDI frame-

work since 1994, coordinated by the Finnish National
Public Health Institute. The 1994 and 1996 campaigns
involved 13 and 25 countries, respectively (9,10).

Quit and Win 1998
Based on the good experience from two earlier inter-
national campaigns, a larger than ever global cam-
paign took place in May 1998 in 48 countries all over
the world.  It was this time sponsored by the European
Union and coordination shared by the Finnish Centre
for Health Promotion. The main commercial sponsor
was Pharmacia & Upjohn.  According to the partici-
pating countries, as of May 2, 1998, approximately
200,000 smokers had registered in Quit and Win and
tried to refrain from smoking for at least four weeks,
making them eligible for national prize draws in late
May. It made the Quit and Win ’98 the greatest prac-
tical global smoking cessation campaign ever carried
out.

QUIT AND WIN: 
A Global Smoking Cessation Programme 

Prof. Pekka Puska 
Director, Division of Health and Chronic Diseases
National Public Health Institute, Helsinki, Finland

Summary
Quit and Win contests are a practical, cost-effective and supportive way to encourage large numbers of a popula-
tion to quit smoking. Following the great success of their national contests, the Finnish Public Health Institute and
the Centre for Health Promotion have fulfilled coordinating roles for international contests. In 1998, 48 countries
participated. A global contest is being prepared for the year 2000. Contestants, who must be over 18 and have been
smoking daily for at least one year, must abstain from smoking for at least four weeks. Winners undergo tests to
verify their abstinence. Quit and Win has been recognised as a major public health intervention and has proved to
be a fruitful means of collaboration between governments, NGOs, health services, educational institutions, the
media and the pharmaceutical industry. The human interest, big prizes and sheer number of participants capture the
attention of the population and the media. The contest has a simple design, which is suitable for implementation in
different countries, yet flexible enough to allow room for local cultural elements to be integrated. 

As of May 2, 1998,
approximately

200,000 smokers
had registered 

in Quit and Win
and tried 

to refrain from
smoking for at

least four weeks.
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Participating countries followed jointly agreed rules.
All contestants had smoked daily for at least one year
and were 18 years of age or older. The contestants
were required to abstain from smoking for at least
four weeks, which was verified with a urine test
among the winners.

The highest national participation rate was achieved
in Finland where 1.7% of adult smokers quit smoking
with the campaign. From regional campaigns, Chinese
Pyuang made a new record in recruiting participants
– 20% of the smokers participated. Based on earlier
experience, an estimated 15-20% of the participants
are still smoke-free at the one-year follow-up (9,11).
If this success rate holds, between 30,000 and 40,000
smokers will successfully quit with Quit and Win ’98.
The international super prize of Quit and Win ’98
went to Chile.

A tool for coalitions

The Quit and Win concept has several major advan-
tages. It is a positive and practical tool for organisa-
tions and agencies to be active in tobacco control.
The basic concept is simple for broad international
cooperation, but allows for many innovative local
applications. Particularly it is a tool for collaboration
between different kinds of organisations and agen-
cies: governmental, non-governmental, health serv-
ices, educational institutions, industry and media.

The role of NGOs in Quit and Win has been very
important in Quit and Win countries in different parts
of the world. The main reasons why the activity has
attracted the NGOs can be listed as follows:

l Organising the programme means participation in
important public health work;

l Quit and Win offers a simple, practical tool;
l The programme elicits great human and media inter-

est with its competition and winners;
l Quit and Win can involve important collaboration

with health services and governmental agencies;

l The competition provides good possibilities for
sponsors;

l The programme has international aspects.

The main practical work for the NGOs, in addition to
general information and promotion, is to distribute
the registration forms (plus instructions) to poten-
tially interested smokers. Below are listed various
channels used on this work in different countries:

l Health centres, doctors’ offices, occupational health
offices;

l Doctors, dentists, nurses;
l Pharmacies;
l NGOs (members, events, campaigns, magazines):
l Gas stations;
l Restaurants, bars, canteens;
l Libraries;
l Schools, universities;
l Army units;
l Newspapers, magazines;
l Buses, taxis;
l Direct mailing to previous Quit and Win partici-

pants.

International Quit and Win 2000

Quit and Win has rapidly grown in popularity as a
practical international smoking cessation activity, with
this year’s campaign exceeding all expectations. This
is likely to be due to Quit and Win’s unique, positive
approach to a problem that is receiving increasing
attention world-wide as a major health threat. The
campaign is also a concrete channel for large inter-
national health collaboration, which is necessary
considering the global nature of marketing efforts of
the tobacco industry. Based on encouraging experi-
ences, the next International Quit and Win will be
organised in 2000. It will be larger than ever and
support the new WHO Tobacco-Free Initiative. All
countries are invited to join!
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Why do we need financial resources?
Organisations that work in tobacco control or related
health fields need financing to fulfil basic needs,
including the education and training of advocates, the

possibility of exchanging ideas
and information through meet-
ings and conferences, the
means to provide public health
education and contacts with the
press, decision-makers and the
general public to counteract
tobacco industry strategies.

What resources do we have?
Funding is sometimes available
from foundations and societies
that have related interests.
Governments may subsidise
campaigns or research. Funds
can be raised from membership

subscriptions or donations.  But this type of funding
may not be adequate.

For example, the budget of an international or regional
conference might include expenses for speakers and

guests, mailing and printing costs, technical equip-
ment, and rental of the congress hall and a social
programme.  Income can come from membership
fees and registration fees, but these will not cover all
expenses. Up to 45% of costs may need to be covered
by funding mostly from the private sector, through
exhibits, advertising and sponsorship.

Advantages and drawbacks of working with the
private sector

If both the public health sector and the private sector
are concerned about increasing public awareness of an
issue, sponsorship or educational grants are mutually
satisfactory, and can permit the following sorts of
activities: public health education programmes, coun-
teradvertising, holding meetings, printing documents,
travel for advocates from low income countries.

However, drawbacks for the public health community
can occur if 

l The fact of private sector funding causes avoidance
of confrontation with tobacco industry strategies;

l Smoking is promoted in any way to increase market
share for the private sector involved;

The Role of the Private Sector

Prof. Elif Dagli
Head of Pulmonary Paediatrics, 

Marmara University Hospital, Turkey

Summary
Collaboration between the health sector and the private sector from the point of view of a health organisation
presents many important advantages.  Using the example of a health-oriented conference, the need for funding
from the private sector can be pressing. Conferences can serve both the health professionals and the pharmaceutical
companies as a major vehicle for exchanging new information. However, there are important responsibilities and
needs on both sides which must be recognised and dealt with.
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l Unacceptable advertising strategies are tied to the
collaboration;

l The private sector monitors or manipulates the
scientific agenda, or determines the objectives of
the health body receiving the funds;

l In any other way concerns are elicited about the
ethics of the collaboration.

Why does the private sector need us?

To be most efficient in achieving their own goals, the
private sector needs the health community.  We know
the people they need to work with.  We’re the ones
who organise the conferences, which will gather these
people together. We have the experience and “know
how” for smoking cessation and we have the patients.

The private sector needs reliable and prestigious
figures behind their products, and these people come
from our community.

How can we overcome the drawbacks 
of collaboration?

The private sector must understand that we have to
work against the tobacco industry. The activities of the
private sector must be controlled at scientific meetings
and events. As well, the level of sponsoring should be
monitored, and unethical or unacceptable action on
either side must be condemned.  Both sides must
accept that the phenomenon of  “marriage” is difficult
and requires compromise.

Together Against Tobacco
INGCAT, 2000



43

Since I began working in the area of tobacco depend-
ence, my two biggest surprises have been: how severe
the health impacts of tobacco use are, and how diffi-
cult it is to quit.  Let me briefly touch on the health
impacts. Most people, particularly in developed
countries, understand smoking is bad for their health.
One of my neighbors, whose father was a high-level
executive for a tobacco company, was discussing with
his dad whether he should smoke or not when he was
in his teens.  His father’s reply was, “Son, there is no
conclusive evidence cigarette smoking causes lung
cancer, but I wouldn’t wait for it. Don’t smoke.”  

That was 20 years ago. And the weight of evidence is
indeed conclusive. Unfortunately, I don’t think par-
ents, smokers, physicians and teens understand just
how bad for them smoking is.  For example, when I
review the data with people in my company, it shocks
them, and these are well-educated physicians and
other people in the health-care field.  There is a great
deal of work still left to do in communicating the risk
of smoking.  

Physiological dependence
The area I would like to focus on is how difficult it is

to quit smoking. There are three components to
tobacco dependence, the behavioral, psychological
and physiological. Let me discuss the physiological
area of tobacco dependence.  

Seven seconds after inhaling a cigarette, nicotine
reaches the brain.  Nicotine is a wonderful drug.  It
stimulates the release of dopamine and noradrenaline
and other neurochemicals. These neurochemicals cre-
ate a feeling of pleasure, increase concentration, relax
people and help control weight without impairing
normal functions the way other drugs can. I heard
one physician remark that one-third of the global-
population smokes, and if smoking didn’t kill people,
the proportion would probably be two-thirds.  

Yes, nicotine is a wonderful drug. Long-term exposure
to nicotine alters neurobiology and creates depend-
ence. Thus, when you attempt to quit, you crave
cigarettes and have withdrawal symptoms such as
irritability, loss of concentration and weight gain.
Not all smokers are equally dependent, and smokers
with “problem pathways” are particularly susceptible.
Almost all schizophrenics smoke to self-medicate.
People with Attention Deficit Disorder smoke at a

Working for Smoking Cessation
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Summary
Nicotine is a drug that alters neurobiology and creates dependence. This is what makes quitting so difficult.
Tobacco dependence is a medical condition, for which effective treatments exist. Other lifestyle diseases, such as
hypertension or high cholesterol, are treated and yet cessation is still considered a non-reimbursable option in the
US, for example. We want to support and be partners in tobacco control in a number of areas, in raising awareness
of the need to quit, and in bringing effective treatments to the widest possible population.
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much higher rate then the general population. It is
not surprising that two of the withdrawal symptoms
smokers experience while quitting, loss of concen-
tration and restlessness, are symptoms of Attention
Deficit Disorder. Smoking while pregnant increases
the risk of your child having Attention Deficit
Disorder. The majority of depressed patients smoke.
Again, dysphoria and anxiety are withdrawal symp-
toms. Again self-medication. In the US, 80% of the
14m alcoholics smoke.  There are 46m smokers in the
US. So 25% of smokers in the US are alcoholics com-
pared to less than 2% of non-smokers. When ex-
smokers drink alcohol they often crave cigarettes.
This appears to be more linked to neurobiology than
behavior or coincidence.

Many smokers recognize the dangers of smoking and
attempt to quit. Roughly, one-third of smokers in North
America made an attempt to quit last year: 15 million
people.  Roughly 20% of smokers in Western Europe
tried to quit last year: 20 million people. Globally, I
would project over 100 million smokers tried to quit
last year. Most smokers would like to quit.  

The best data on quitting exists in North America and
Western Europe. Of the 35 million smokers who
attempted to quit, over 90% failed.

We conducted market research among over 1000
smokers in Europe who tried to quit in the past year
to better understand why so many smokers failed.
First, these people were committed to quitting.  These
smokers on average had tried 5 times previously to
quit and despite their recent failure two-thirds of these
people will try to quit again in the next 12 months.

When asked why they failed, these people answered
in order:

l Stressed or in a stressful situation
l Urge to smoke
l Surrounded by temptation, people who smoke
l Still had cravings for nicotine
l Socialising / leisure situation
l Lack of will power
l Gained weight

Of these 7 reasons, 4 are related to the neurobiologi-
cal component of tobacco dependence. Only 9%
stated a lack of will power.

There has been much discussion recently surrounding
the issue of tobacco dependence. Is it a medical
condition? It is. Why do people say it isn’t?
l Historically, smokers have overcome their depend-

ence without medicine. This is true, though on
average it takes 11 tries over 19 years, and half of
smokers never quit. In many cases those who quit
were “low dependence” smokers. This is also true
for some infections, flu for example, yet physicians
still prescribe antibiotics to increase the percentage
of patients who succeed.

l A smoker’s lifestyle contributes to their disease.
This is true. It is also true for many other diseases:
hypertension, diabetes, high cholesterol, and lung
cancer. Yet these diseases are treated.

l Smokers can quit if they really want to. All smok-
ers need to be motivated to succeed but research
indicates that it isn’t just a question of will power.

The role of the pharmaceutical industry
What is the role of the pharmaceutical industry in
tobacco control? It is to assist smokers in overcoming
their tobacco dependence. This is primarily achieved
by developing medicines to overcome the depend-
ence and by providing education in many aspects.
Educating smokers on the availability and need for
treatment, educating smokers on the health risks of
smoking, educating physicians on how they can help
smokers. 

How effective are the current medicines?  In clini-
cal trials on Zyban (US-brand name for bupropion),
half the smokers quit by the end of the 7-week treat-
ment and up to one-third of smokers were still
smoke free at one year. When people try to quit on
their own only 5% succeed at one year. The indus-
try will invest millions in research to build upon
this success and develop even better medicines with
higher quit rates.

Does aiding cessation meet the requirements of the
“scream test1”?  It does. In a memo from an ISOCI
meeting in Europe, smoking cessation was among the
top 5 concerns. There are 800 documents on Philip
Morris’s web page on cessation/quitting. When a bill
to improve U.S. Federal Employees’ benefits included
“cessation of tobacco smoking”, Philip Morris
responded by calling several Senators to try to get
the provision removed from the bill.  When the US
Army developed a plan to eliminate the use of tobacco
products in the military, 10 Congressman immedi-
ately wrote letters to stop the program. Does cessation
meet the scream test?  Yes. Unfortunately, however,

1. When the action provokes a protest from the tobacco industry.
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there hasn’t been very much to scream about.

Despite the focus on cessation, the success of medi-
cines for tobacco dependence to date has largely been
the fruit of your labor. Smokers want to quit because
of their understanding of the health risks. NGOs have
already proved they can change public policy and

opinion. Where NGOs and
governments are more active
in tobacco control it appears to
have a direct correlation on quit
attempts. For example, in the
past year in the UK, over 30%
of smokers tried to quit. In
Germany,10%. 

We want to support and be
partners in tobacco control in a
number of areas. We could use
help in the area of reimburse-
ment.

Zyban was first launched in the
US, but as yet there is minimal
reimbursement for Zyban in
the US. In the US, 42% of peo-
ple on Medicaid smoke.
Federally, Medicaid does not
require reimbursement for
smoking cessation because it is

a lifestyle decision, in the same category as hair
replacement.  Twenty-eight states reimburse for smok-
ing cessation but 22 states do not, despite lawsuits

which have provided $200 billion because smokers
cannot quit on their own and long-term smoking is
detrimental for health. The IRS does not allow med-
ical expense deductions for smoking cessation
because it is not a disease.  The IRS is considering
reversing the decision, yet there has been minimal
effort to encourage the reversal. Reimbursement will
increase quit attempts, make physicians more proac-
tive. A smoker in a focus group recently stated, “Well,
it must not be that bad for me, because nobody is
willing to help me quit”.

I realise much of the audience focus is on developing
countries. We plan to launch Zyban in developing
countries and have been active in those areas. We
plan to reinvest some of our profit from developed
markets into developing markets to grow the cate-
gory. The larger our business is, the more we will
invest.

What is the role of the pharmaceutical company? The
Chairman of the Board for GlaxoWellcome, talking
about partnership with WHO, stated, “This partner-
ship offers great promise in the effort to reduce
tobacco dependence and thus reduce the significant
health costs and burden of tobacco-related illnesses
and deaths. As a company, our commitment is to fight-
ing disease.  Tobacco dependence is in every sense of
the word a disease with major but reversible health
implications. In addition to raising awareness of the
need to quit smoking, pharmaceutical companies
bring the weapons of effective treatments to this bat-
tle. Together, we can defeat this disease.”
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