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Conference Report

Smoking and health: a new generation of campaigners

BOBBIE JACOBSON

Last month more than 1000 delegates from 79 countries
converged on Winnipeg for the fifth world conference on
smoking and health. It was a meeting with a difference. At
previous conferences campaigners saw smoking as a largely
medical problem to be resolved by "curing" smokers of their
disease. This time participants were forced to recognise that the
smoking and health campaign is a war that must be fought in the
political arena-against the tobacco industry and not the smoker.
The agents of the opposition were there in larger numbers than
had ever attended before-keeping a low and anonymous profile
and recording every statement that might prove useful for future
ammunition. They inadvertently acted as a barometer of the key
issues in smoking control: the more industry representatives
that attended any one session, the more important it was likely
to be for smoking control policy.
Some of the conference rhetoric was not new but sadly needed

restating. Despite more than 20 years of antismoking campaigns,
smoking remains the single, largest preventable cause of ill
health and premature death in the industrialised world and is
being exported rapidly to the Third World. There can be no
excuse for government inaction. There is a clear and proved
policy for smoking control recommended by the World Health
Organisation' and the International Union Against Cancer and
endorsed by the British Medical Association and many other
national medical and health organisations. It comprises legis-
lative and political action, including a total ban on all cigarette
promotion backed up with adequately funded education, infor-
mation, and cessation programmes. Yet most governments-
with notable exceptions such as Norway and Finland-still
acquiesce, preferring to settle for ineffective voluntary agree-
ments that protect government revenue and tobacco interests.

In 1979 the fourth world conference summarised information
on the major smoking and health issues and pointed to some of
the areas where action was lacking-such as in the Third World
and with women. Mike Daube, senior lecturer in health
education, University of Edinburgh, summing up at that
conference, said: "Perhaps the smoking and health campaign
needs to change itself while it seeks to change others."2 There
was evidence of this change at Winnipeg. Some of the old
expertise gave way to new issues led by new campaigners. The
emphasis this year was on three topics: tobacco and the Third
World, women, and children. For the first time in its history the
conference recognised the importance of inviting many Third
World and women speakers. A pity, therefore, that it was
reluctant to incorporate many of their suggestions into major
conference recommendations.
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Tobacco and the Third World

Because of declining sales elsewhere the tobacco industry is
rapidly investing in the largely untapped Third World market.
Developing countries now consume 52"/ of all tobacco, and this
proportion is rising. In some countries, such as Malaysia and
Bangladesh, lung cancer among men ranks among the top three
cancer killers. Among women, especially in rural India, tradi-
tional forms of tobacco have become a leading cause of death
from oral cancer. In some cases the tobacco industry has sold
cigarettes in developing countries yielding up to twice as much
tar and nicotine as identically named brands sold in industrialised
countries.

In the Third World tobacco does not simply kill people, it also
destroys the environment. This, says John Madeley, freelance
writer, "is part of the hidden scandal of the tobacco industry."
Tobacco is planted on land that could otherwise be used to grow
food. Land is deafforested both to grow tobacco and to provide
wood to cure it-a process that increases its carcinogenicity. The
result is soil erosion and less land for growing food. At a
conservative estimate, as many as 120' of trees axed in Tanzania
each year are for tobacco curing.

Despite the double hold the tobacco industry has over
tobacco producing countries, some have acted-often more
effectively than their richer neighbours. Martin Khor Kok Peng,
research director of the Consumers' Association of Penang
(CAP), described how CAP, backed by its national medical
association, launched a campaign on smoking. Within 10 years
the Malaysian Government had legislated to ban cigarette
promotion on radio and television; enacted compulsory health
warnings on cigarette packs; initiated mass media education
programmes; and increased smoke free public areas. At Winni-
peg, CAP agreed to act as an international coordinator on Third
World smoking and health activities.

Women and smoking: the new issues

It can no longer be disputed that women are fast gaining
equality with men in one arena at least-cigarette induced
deaths. In many industrialised countries lung cancer rates among
women are rising much faster than among men. Many speakers
outlined the same disturbing trends: girls are now overtaking
boys in taking up smoking; there has been an impressive decline
in smoking among men, yet by comparison there is hardly any
change among women. According to United Kingdom tobacco
industry data released at the conference, smoking rates among
men have declined from 72°,' in 1961 to 36o/ in 1982 but only
from 44"I/ to 36°O among women.
Women's emancipation is widely believed to be responsible

for the female smoking epidemic in the developed world. Not
only is there no scientific basis for this view but Ingrid Eide,
former Member of Parliament and member of the Norwegian
Council on Smoking and Health, presented clear evidence that
women who are among the most emancipated are both less likely
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to smoke and to associate with smokers. A more obvious
explanation for the trends is the deliberate attempts of the
tobacco industry to expand the female market. Special women's
cigarette brands such as Virginia Slims in the United States and
Kim in the United Kingdom are carefully designed to associate
cigarettes with images of emancipation and freedom. Yet, as
Virginia Ernster, associate professor of epidemiology, University
of San Francisco, pointed out the reality is that: "Cigarette
smoking represents dependence and not independence, and is
more an indication of manipulation than freedom."
New data from Patti White, information officer, Action on

Smoking and Health (UK), suggests that smoking among women
reflects the double stresses of family and work responsibilities
that are quite different from the stresses of most men. Women
often smoke for different reasons from men-largely to relieve
feelings of stress-and they find it harder to stop smoking than
men. Women working full time have the highest smoking rates
of all women, higher than part-timers, which, in turn, are higher
than for housewives.

Unlike the tobacco industry, health educators have been slow
to use themes of emancipation to promote non-smoking, and
have used ineffective approaches based largely on exhorting
women to stop smoking in the interests of others. In an effort to
redress that balance an international group of women activists
at Winnipeg produced the first ever action policy on women and
smoking. Among its major recommendations were that smoking
control programmes should incorporate a specific campaign on
women and that women should participate at all levels of such
an initiative.

Unusual activists

Smoking and health activists have an unfortunate "do-
gooders" legacy. This has led many to believe that smoking is a
problem where only sober, eminent persons can act. Not so for
the United States and Australia, where doctors, as well as a wide
range of consumer and community groups, have now joined to
counter the tobacco industry. In the United States this movement
is epitomised by Californians for Nonsmokers' Rights (CNR).
Run by the calculatedly outrageous and politically astute
Stanton Glantz, associate professor of medicine, University of
California, it directs its efforts on exposing the tobacco industry
rather than hounding out smokers. Currently, CNR is supporting
an ordinance that, if passed, will protect non-smokers at work.
So far, the tobacco industry has invested millions of dollars,
including $40 000 specifically to pay people to circulate a
petition, to prevent the ordinance from being enacted without a
referendum.

Australia has given birth to a different type of activist-one
who exposes the tobacco industry's intentions by operating in
the opposition's own arena. Renee Bittoun, respiratory physiolo-
gist, St Vincent's Hospital, Sydney, recounted an initiative in
which a group of concerned health workers brought the
Marlboro man to his knees. Philip Morris, the manufacturer,
launched a competition to find the "Australian Marlboro man"
offering a prize of S25 000 to the winner. Bittoun and others-
amid much publicity-entered a patient with tracheostomy who
smoked through his tube. He clearly won the day.

In 1979 a group of Australians-some of whom were doctors
-formed an activist organisation called BUGAUP (Billboard
Utilising Graffitists Against Unhealthy Promotions). It
specialises in what Simon Chapman, a council member,
Australian Consumers' Association, calls, "The modern day
Robin Hood phenomenon of civil disobedience," which he
describes in his book of tactics for countering the tobacco
industry The Lung Goodbye.2 Armed with no more than spray
cans this organisation defaces (they call it "reface") key cigarette
billboards. "Benson and Hedges stumps your growth," they say
at tobacco sponsored cricket matches. On Benson and Hedges
surreal, and purportedly arty, ads they scrawl: "What's this-a
Van Cough ?" BUGAUP's intentions are far from indis-
criminate, and are carefully thought out. As Arthur Chesterfield
Evans, a surgeon from Sydney, explained, "We use the drug-
pushers' own medium to strike back." This not only negates the
advertisers' messages but also informs the public about smoking
and health-for the price of a few spray cans.
One of the high points in BUGAUP's career was the spectacu-

lar sabotage of a Philip Morris sponsored Edward Hopper
exhibition at Sydney's National Gallery. One of its members
chained himself to the large, red Marlboro car in the foyer, while
other "innocent bystanders" poured large buckets full of
cigarette ends over the pristine vehicle. Coincidentally, the
television cameras and other mass media representatives were
there to record the scene.
BUGAUP's advice to doctors who are aspiring graffitists is:

most countries do not invoke the death penalty for what the law
calls "malicious injury to a billboard."
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Is there any reason why a woman of 86 with occasional mild congestive
cardiac failure could not proceed direct to a holiday in the Zermatt
region at a height of 6000 ft (1828 m) ?

At 6000 ft (1828 m) the partial pressure of alveolar oxygen falls to
11 kPa (83 mm Hg) from 13 7 kPa (103 mm Hg) at sea level but the
change in saturation of haemoglobin with oxygen is negligible. Most
commercial aircraft cabins are pressurised at 5-7000 ft (1524-2134 m)
and people with compensated heart failure travel every day in such
aircraft, sometimes for many hours, without any problems. I would
not expect any difficulties for this patient.-R E IRVINE, consultant
physician, Hastings.

Can either premenstrual tension or contraceptive pills cauise mild manic
or depressive episodes in patients with cyclothymic temperaments ?

Bipolar symptoms are often noted in patients with premenstrual mood
change,' and patients suffering from a current affective disorder may
experience an exacerbation of symptoms premenstrually. In some
women premenstrual symptoms are relieved by regular use of the

contraceptive pill and those taking oral contraceptives are less likely
than non-users to report premenstrual symptoms. 2 This may,
however, be due in part to the fact that many women who experience
premenstrual tension are intolerant of the contraceptive pill. There is
still a considerable controversy about the relation between depression
and oral contraceptives, with the balance of evidence against a signifi-
cant and causal association. Some authors claim that patients with a
history of depression are more likely to become depressed or to
experience more severe and longer episodes while taking an oral
contraceptive.;' No association with manic symptoms has been
described. In an individual case where there is associated depression it
would seem justifiable to withdraw the oral contraceptive or to
prescribe a low dose or sequential pill. It is important to bear in mind,
however, that an unwanted pregnancy has a more certain link with
depression than has oral contraception.-S BRANDON, professor of
psychiatry, Leicester.
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