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He serues on a number of  Aduisory
Commit tees deal ing wi tb Pr imary
Healtb Care, AIDS and Public Heahb
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extensiuely  in  nat ional  and
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future of public bealtb policies. Dr
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the Deuelopment Bank o.f Soutbern
Africa's bealtb sector, as well as to a
number of  pr iuate organisat ions
inuolued in bealtb initiatiues.

S u m m a r y

Tbe impact  o f  tobacco on  human
bealtb bas been well described ouer the
last four-and-a-balf decades. Public
concern about tbe need to empbasise
effectiue preuentiue strategies bas
resulted in the deuelopment of compre-
bensiue approacbes to tobacco control
on a utorld.wide basis. Tbe purpose of
tbis paper is to firstly, identifu major
global t rend.s tbat are l ikely to
inf luence tbe tobacco epidemic in

future; secondly, prouide information
on tbe current impact of tobacco in
Soutb Africa; tbirdly, bigbligbt tbe
current status of effectiue measures to
control tobacco in Soutb Africa and in
doing so, giue special reference to tbe
role of tbe family pract i t ioner in
preuent ing smoking and assist ing
smokers to quit.

The World Bank in i ts World
Development Report, 1993, provided

economic reasons for its new policy

that forbids loans for tobacco
cult ivat ion, distr ibut ion and
marketing. In a major review of the
overall economic impact of tobacco,
the author of the report, Mr Howard
Barnum, a Senior Health Economist at
the World Bank, concluded that "the
nett  ef fect on global welfare of
investing in tobacco is emphatically
negat ive".  This statement by a
hardnosed investment body represents
in some ways the culminat ion of
health and economic evidence that has
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been accumulat ing since after the
Second World War. Only major trends
will be briefly commented upon here.

Prest igious health and medical
institutions such as the Centres for
Disease Control in the USA; the Royal
College of Physicians in the United
Kingdom; the International Agency for
Research on Cancer and the World
Health Organisation have all produced
independent reviews of the impact of
tobacco on human health.  Whi le
ini t ia l ly the emphasis was on lung
cancer, in recent years, studies have
expanded in scope and concluded that
tobacco related death and disease
const i tutes one of the most
preventable forms of death and
disease on a worldwide basis.

The most recent report of the WHO
deal ing with women and tobacco,
clearly highlighted the rapid increase
in lung cancer being seen in Scotland
and the USA over the last two
decades.

This finding followed several decades
of targeting of women by the tobacco
industry.  The report  of  the US
Environmental Protection Agency in
the  la te  1992 on  the  impact  o f
environmental  tobacco smoke has
resulted in a plethora of initiatives
around the USA which are likely to
spi l l  over to other advanced
industrialised countries and later into
deve lop ing  count r ies .  The repor t
highlights the fact that a significant
propor t ion  o f  to ta l  lung  cancer
mortality, a very high proportion of
acute respiratory infect ions and
asthma and respiratory diseases were
associated with passive smoking. The
report  has already resulted in
paternity cases being decided on the
basis of the smoking status of the
parent.

In recent months, the Surgeon

Genera l  o f  the  USA.  Dr  E lders .
announced that she was convinced
that the evidence linking Joe Camel
adverts to smoking in children was
sufficiently strong for her to require
the  Federa l  T rade Commiss ion  to
investigate the possible banning of the
advertisement. Taken together, the
increased concern about the impact of
tobacco on  women;  the  growing

ev idence o f  the  impact  o f  pass ive

smoking; the l ikely restr ict ions on
tobacco advert is ing as wel l  as the
Iikely increase in tobacco tax to be
included as part of the Clinton health
reforms, have meant that tobacco
consumption in the USA has declined
in recent years and that future
prospects for further growth must
look bleak. It was in view of this that
the  prev ious  V ice-pres ident ,  Dan

Quayle, announced at a meeting of
tobacco manufacturers that "tobacco
expor ts  shou ld  be  expanded
aggressively because Americans are
smoking less!"

A recent review by the Economist,
indicated that US producers had in
fact started exporting dramatically
w i  th  the  inc reases  occur r i  ng
part icular ly since 1988; these
increases almost exactly mirror the
declines in consumption occurring in
the USA.

The consequences of this has meant
that what Mike Muller in a monograph
ent i t led "Tobacco and the Third
Wor ld :  Tomorrow 's  ep idemic?" ,
published in 1978, warned about, is
becoming a real i ty.  The global
incidence of Iung cancer in 1990 was
estimated to be just short of 1 million
cases .  Of  these,  about  440 000
occurred in developing countries. It is
this figure that is likely to increase
dramatical ly over the next few
decades.

Studies in Brazil clearly indicate that
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policymakers should not be lulled into
a false sense of security when failing
to see high levels of lung cancer in
their population. The 25-30 years lag
period between the onset of heavy
smoking and the increase in the lung
cancer  ep idemic ,  has  been c lear ly
documented not only in Brazil, but for
most countries on a worldwide basis.
As we wi l l  see later,  I  bel ieve that
South Africa is in the middle of that
lag period with regard to its African
men.

Worldwide concern about the growing
impact of tobacco, has led the editors
of a m4jor review for the World Bank
involved in developing a new agenda
for adult  health in developing
countr ies, to I ist  stop smoking
programmes as the second highest
pr ior i ty on the l ist  for developing
countries now!

S o u t h  A f r i c a n  E x p e r i e n c e

The strength of the tobacco industry
in South Africa is well-known. In a
book to celebrate the 500 years since
the discovery of tobacco in the new
world, by the local Tobacco Institute,
they proudly remind us that Jan van
Riebeeck (himself a barber surgeon)
was successfully cultivating tobacco
on the banks of the Liesbeek River by
1658. Commercial production how-
ever,  took many decades and
centuries to take hold. Their book,
entitled "There's Sunlight in my Leaf ,
is more appropriately named "There's
Death in my Leaf'!

Current smoking prevalence varies by
race as wel l  as gender.  Apartheid
policy has meant that race is strongly
confounded with social  c lass.
Important ly,  smoking rates among
white men and women and to a lesser
extent Asian men, while extremely
high, have started to show significant
declines over the last decade-and-a-

half. However, there does not appear
to be any decrease in smoking rates
among Afr ican and coloured men,
with smoking rates among coloured
women, ranking among the highest
among women in  the  wor ld .  The
greatest potential for prevention still
lies in the fact that between 5 and 10%
of Asian and African women smoke.

The strong association between race
and social class is a result ofyears of
systematic apartheid policy. Impor-
tantly, a direct relationship is present
between smoking prevalence and
soc io -economic  c lass  in  A f r i cans .
This means that as income and
education levels increase, smoking
rates will increase in the bulk of the
Afr ican populat ion. For the white
population in contrast, there is an
inverse relat ionship meaning that
further increases in income and
education tend to be associated with
lowered consumption. This can be
understood intui t ively when one
real ises that knowledge about the
hazards of tobacco and avoidance of
the aggressive market ing by the
industry,  increase with increasing
levels of income. The challenge to all
of us, is to realise that the bulk of the
South African population lies in the
Iower  soc io -economic  c lasses ,
meaning that, as the economy picks
up, prospects for increased consump-
tion must be good unless we can be
effective!

What are the major forces that are
driving consumption in South Africa?
Pr ice  is  by  fa r  the  most  po ten t  o f
these. It is important to note that for
several  years now, the pr ice of
tobacco products has fal len below
that of the consumer price index for
other products. Clearly,  certain
companies such as Pick-n-Pay when
they discount prices must realise that
they are going to increase consump-
tion and thereby increase the toII of
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death and disease associated with
tobacco.

A  s e c o n d  m a j o r  f o r c e  h a s  b e e n
advert is ing of several  types. This
includes the traditional billboards that
have marred the landscape of Cape
Town for so long, and more recently
advertisements that take advantage of
the changing political climate, as in
the case with a recent advert using
Nelson as the name of a cigarette that
appeared in Senegal;  or an
advertisement that appeared locally
the day after Nat ional Peace Day,
trying to capture the spirit of the time
and link it to smoking. Targeting the
African population is a new pheno-

menon that is likely to accelerate as it
has with regard to alcohol.

The third area relates to the way in
which the tobacco industry has
sought to buy publ ic respectabi l i ty
with its sponsorship of the arts, the
environment and sports. I return to
this point later.

What has been the impact of tobacco
industry market ing combined with
smoking prevalence on health status?
Smoking related death and disease
now accounts for in excess of 25 000
deaths annually. This includes about
a third of white deaths, about 20o/o of
As ian  deaths ,  a round 10-15% of
coloured deaths and around 5o/o of.
Afr ican deaths. However,  as
mentioned earl ier,  we must not be
lulled into a false sense of security
with regard to the African figures. As
infant mortality rates continued to
decline and Africans life expectancy
increases fair ly steadi ly,  exist ing
smoking rates among adults and
young children, will, with absolute
certainty, result two to three decades
hence in  s ign i f i can t  inc reases  in
tobacco related death and disease, of
which lung cancer will probably be
the major contributor.

From an economic perspect ive we
have calculated the balance sheet of
tobacco and health in South Africa.
This clearly shows that the overall
economic impact favours stronger
control measures.

N e w  i n i t i a t i v e s  u n d e r w a y

Ev idence such as  tha t  p resented

above, is now availabie for several
Afr ican and other developing
countries. This resulted in the first All
Africa Tobacco Control Conference
be ing  he ld  in  Harare  las t  year .

Ironically, the conference was held at
a hotel that only a month previously

had proudly proclaimed that it will be
providing VIP treatment for tobacco
traders. Important ly,  as the
organ is ing  commi t tee ,  we inv i ted
those tobacco traders and growers to
what proved to be an extremely lively
and impor tan t  con ference.  The
Minister of Health,  Dr Timothy
Stamps, in opening the conference
stated that he would not compromise
his position as Minister of Health by
failing to tackle tobacco control as a
major public health problem. He went
further and suggested that farmers in
Zimbabwe would be able to ensure
their long term livelihood far better if
they were to accelerate diversi f i -
cat ion. Fol lowing the conference,
probab ly  the  s t ronges t  g roup o f
tobacco control  advocates to vis i t
South Africa spent time in meetings
wi th  loca l  au thor i ty  heads ,  non-
governmental organisations, political
part ies and other tobacco control
ac t i v is ts .  The resu l t  has  been an
accelerated rate of act ion around
tobacco control in the pre-election
period.

There is no doubt that the major
changes at president ial  level in
swopping a smoking President for a
non-smoking health conscious
President, in itself, is likely to result in
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signif icant increased support  for
tobacco control initiatives.

I will briefly comment on the most
effective tobacco control measures
for us to advocate for.

o With regard to tobacco tax, surveys
we have carr ied out nat ionwide
indicate that over 55o/o of the total
adult population of South Africa,
support  s igni f icant increases in
tobacco tax .  Bus iness  Day
recent ly came out in support  of
such a tax, as has the ANC in their
health plan, the Medical Associa-
tion, and most recently the present
Min is te r  o f  F inance,  Mr  Derek
Keys. While all accept the need for
an increase, there has yet to be
consensus on the need to earmark
a proport ion of the increase for
health promotion strategies
targeted at the poorest smokers in
the community.

o The new Tobacco Products Control
Act makes provision for warnings
to be placed on advert isements.
The thrust does not go as far as
encouraging the development of
counter adverbising. Further action
will be needed to prevent and stop
spor ts  sponsorsh ip .  A t  a  t ime
when South Afr ica's sports are
opening up to the internat ional
community, this may still be seen
as an unpopular measure since it
may threaten the expansion of
sport .  However,  s ince sports
performance is simply incom-
pat ible with tobacco use, and
tobacco sponsorship worldwide is
being used as a means of lur ing
children into the habit, we believe
that the chances of bans on sports
sponsorsh ip  by  the  tobacco
industry are likely even in South
Africa. Extra revenue to provide
support  for the sports industry

could come through a portion of
the increased tax on tobacco.

. Programmes targeting children to
ensure that they never start
smoking need to be built into all
our  schoo l  sy l lab i .  Sa les  o f
cigarettes to minors is now prohi-
bi ted under the new Tobacco
Products Control Act. Its enforce-
ment requires attention by many
local authori t ies around the
country. Further, involvement of
children in activities like Johannes-
burg City Council's recent "We're
too special to smoke" -competition

which attracted over 10 000
posters ,  i s  one way o f  "psycho-
immunising" chi ldren for the
future.

.  Final ly,  the Tobacco Products
Control Act also makes provision
for the expansion of bans on
smok ing  in  pub l i c  p laces .  The
private sector has already jumped

ahead of the queue and led the way
for example, by banning smoking
on one regular f l ight of  Br i t ish
Airways. We will see that these
initiatives are likely to snowball
over the next months.

T h e  R o l e  o f  t h e  F a m i l y

P r a c t i t i o n e r

That br ings us at long last to the
potent ial  role of the family
pract i t ioner.  Their  personal beha-
viour,  the presence of s igns and
brochures in their waiting rooms, the
ability to identify smokers and advise
them about quit t ing, the abi l i ty to
target teenagers never to start, the
need to target women specif ical ly
about the need never to start, their
involvement with cl in ic nurses
particularly, and general support to
achieve smoke-free hospitals are only
some of the potential roles that they
have in tobacco control.
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Worldwide, doctors' attitudes have
been shown to profoundly influence
their support of measures to control
tobacco. For example, doctors who
smoke are far less l ikely to advise
patients that they should stop. The
support of advertising bans, restric-
tions on smoking in public places and
increases in price are also strongly
related to their smoking status. Thus
our init ial work needs to focus on
bringing down the current st i l l
relatively high smoking rates among
doctors.  In  do ing so,  we need to
recognise that in many countries it
was shown that the decline in
smoking rates among doctors
preceded smoking rates in the general
population. Whether this is due to the
excellent example being given by
doctors or  mere ly  to  a tempora l
phenomenon related to the fact that
they were in the highest social
c lasses,  is  unc lear .  I t  is  l ike ly ,
however, that they do play a strong
and direct role that has tended to be
neglected.

Unfortunately, during last year, there
tended to be the growth of
antagonism towards treating smokers
in the UK. Various strong positions
were taken among them being that of
Mark Jamison who said "it is my view
that the average cit izen has no
obligation to pay the medical bills of
cigarette smokers"; compared to that
of William Godshell, who said that
"insisting upon smoking cessation is
arguably the most appropriate
regimen that doctors can prescribe to
smokers". My own view is echoed by
that of Cli f ford Douglas who
maintains that "we need to punish the
smoking industry not the smoking
individual".

The family practi t ioner can play a
strong role in start ing to create a
supportive environment to encourage
no smoking by maintaining a smoke-

f ree off ice, stocking appropriate
materials, using records to identify
smokers and then intervene, and most
important ly,  monitor the progress

both of smokers who are trnng to quit

and the non-smokers. In introducing
policies, general practitioners need to
be aware that there are several
complex stages of smoking cessation.
In the pre-contemplat ive state, a
smoker is often oblivious to the risks
and wiI I  certainly not consider
quitting. In the contemplative stage,
they  have ser ious ly  cons idered
quitting within six months and are
particularly sensitive to the strong
input of GPs. In the preparat ion
phase, they have already had a least
one quit attempt. Again, intensive GP
action at this point can assist them in
moving on to the action phase which
is def ined at that t ime when they
would have quit for at least six
months. After six months they will
need cont inued support  in the
maintenance phase. GPs need to try
and analyse at what stage the patients

are and target the intervent ions
appropriately.

There is a need for ant ic ipatory
guidance to prevent smoking. This
includes the following components:

o Anticipating the risk for tobacco
use at each developmental stage;

o Asking about exposure to tobacco
smoke and tobacco use at each
visit;

.  Advising al l  smoking parents to
stop and all children and adoles-
cents not to use tobacco products;

o Assisting children and adolescents
in resisting tobacco use and assist
tobacco users in quitting; and

. Arranging follow-up visits when
required.

In trying to persuade non-smokers to
start  or even smokers to quit ,  one
needs to have good motivat ing
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reasons. Persuading teenagers to quit

because of the long term impact on
Iung cancer is likely to be fruitless.
However, letting them be aware of the
association between smoking and bad
breath, stained teeth, the cost, sore
throats, cough and dyspnoea, might
be far more successful.

For pregnant women, specific focus
on spontaneous abortion and birth-
weight is likely to be more successful;
while for parents a focus on many of
the EPA passive smoking findings and
the need to be a good role model for
children, could very well be useful.
For asymptomatic adults, it is likely
that they will be motivated when fully
informed that their risk will be twice
that of developing heart disease; that
i f  they smoke they wi l l  have a six
times greater risk of emphysema and
lung cancer;  their  l ives wi l l  be
shortened by 5-8 years; that the
cumulat ive costs of c igarettes wi l l
increase dramatically as will cumul-
a t i ve  cos ts  o f  s ick  t ime.  Less
commonly used reasons such as bad
breath, wrinkl ing and premature

ageing are l ikely to be part icular ly

useful  in individuals already
concerned about their looks and their
need and desire to remain vouthful in
appearance.

For the symptomatic adult, the onset
of symptoms is l ikely to be an
excellent reason to stop. Further, the
fact that there is a real benef i t  in
quitting, for the reduction in their long
term risk of lung cancer and coronary
heart disease, should certainly drive
home the message that quitting at any
age is likely to result in a nett benefit.
I t  is in this group of smokers that
physicians can play a very significant
role in tobacco control .  By asking
about smoking, advising smokers to
stop, assisting those who want to stop
and arranging adequate follow-up,
studies have shown that quit rates of

around 5o/o can be maintained beyond
one year. Ifone realises that there are
50 mil l ion family pract i t ioner

consultations per year in South Africa,
5% becomes a very significant overall
figure. In the subset of patients with
pulmonary or cardiac disease, the
likelihood of them remaining smoke-
free at one year, rises to between 30
and 40o/o. Thus, don't underestimate
your overall impact.

C o n c l u s i o n

Final ly,  I  hope I  have shown that
tobacco is a major and emerging
cause o f  death  and d isease in  a l l
South African populations; however,
rather than give up and wait  for
treatment costs to r ise, the family
practitioner in his or her own practice
and with others in associations such
as  the  Med ica l  Assoc ia t ion ,  the
Council Against Smoking, the Cancer
Associat ion and the Heart  Founda-
tion, can play a very significant role in
initially moving towards smoke-free
health services for all South Africans
and in  the  process ,  ass is t ing  in
ensuring that the dream of the world
without cigarettes becomes a reality.
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