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Abstract

Smoking is a major cause of death in the west and increasingly also in the Asian Pacific areas of the countries of
which have the highest smoking rates in the world. While lung cancer incidence may demonstrate a better
general correlation with numbers of cigarettes smoked rather than percentages of smokers, clearly the emphasis
should be on quittingas well as not starting smoking. For this purpose the cooperation of the general physician
is essential. Helping persuade these individuals to themselves refrain from their own habit as role models for
their societies, increasing their counselling ands support of patients, and generating a comprehensive
understanding of the most effective approaches to prevention by taking into account the myriad of interacting
factors, is one of the most important tasks of the APJCP in 2000 and the new century.
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Introduction of the magnitude of the problem. In Figures 1 and 2, the
incidence rates for lung cancers in males in the Globocan
All three major chronic diseases causes of mortality itCancer Data made available by the International Agency
the western world, arteriosclerosis. cerebrovasculafor Cancer Research (www.iarc.fr/cgi-bin/exe/globocan/
problems and cancer, are closely linked to the smokingate.exe?vcountry) are compared with data for percentages
habit (IARC, 1986; Peto et al., 1992; Boyle, 1997; Boffettaof male smokers and annual average consumption of
et al., 1999). In terms of neoplasia, while lung cancer igigarettes per adult over 15 years of age, respectively. The
the most obviously related to cigarette consumption, theorrelation will be shown more clearly when the incidence
smoking habit plays a major role together with alcohol indata are compared with the prevalence data in three or
generation of cancers in the buccal cavity, oesophagysur decades ago because of the time-lag between the
and larynx, and strong positive associations have also beeRposure and the outcome. Over 50% of males in more
found for a large number of other cancer sites, accountingian half of the countries of the region for which data are
perhaps for one seventh of all malignancies (Parkin ejvailable are regular smokers (see Figure 1). Furthermore,
al., 1993). there is also exposure through pipe smoking, tobacco
. . chewing and other habits such as placing ‘nos’ (moist
Correlation between Smoking and Lung (ghacco powder) beneath the tongue. Even with the
Cancer imprecise data collected, there is a clear relation between
cancer risk and number of cigarettes consumed at the
While the data are less comprehensive for thgpgpulation level (see Figure 2) and in many countries this
undeveloped world, perusal of the Country Profile datarend is continuing to rise, especially in those that are
in the WHO Tobacco or Health: a Global Status Reporgconomically less well developed and with less effective
(www.cdc.gov/tobacco/whogives an alarming picture anti-tobacco programs.
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Figure 1. Smoking Incidences and Lung Cancer Prevalence in the Asian Pacific Area
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Figure 2: Cigarette Consumption and Lung Cancer Prevalence in the Asian Pacific Area
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Factors for Intervention where the tobacco epidemic is still at the very beginning
stage but will eventually become a very great burden in

With regard to the economic impact, this is of particulatheir societies in this new century. _ _
importance, importation of cigarettes being a major drain This effort will depend for success on a broad interactive
on resources, most major exporting countries of tailorview with collaboration between all interested parties. The
made cigarettes already belonging to the high-technolog&sian Pacific Organization f_o_r Cancer Prgvention and its
group. While tobacco taxes can be an earner, constitutifgurnal hope to make a positive contribution.
for example half of government revenue from industry in
Nepal, reduction in this source of funds could beReferences
ameliorated by investment in other areas. Cigarettes in
some countries like Laos, are used as protection againsérgen AW, Caporaso N (1999) Cigarette smokihdvatl
mosquitoes so that some cheap alternative must be found. Cancer Inst91, 1365-75.

Boffetta P, Ahrens W, Nyberg F, et al (1999). Exposure to
Religion has a potentially important role to play, as environmental tobacco smoke and risk of adenocarcinoma
evidenced by the fact that Sikhs do not use tobacco at all of the lungInt J Cancer83, 635-639.
and Parsis very little, in contrast to the Hindus, Moslem80Y!€ P (1997). Cancer, cigarette smoking and premature death
and Christians, for whom smoking is permissible. Clearly ' Europe: a review including the Recommendations of

. . . E C E ts C Meeti Helsinki
everything possible should be used to counteract the habit Oi{ggsﬂgggﬂﬁ; cgﬂi;rsﬂ (ir_]ggnsus eeting, Hetsink,

as a Sta_tus Symbol amgng urban uneducated youths, B}étefan JM, Gilpin EA, Sargent JD, Pierce JP (1999). Do movie
combatting their insufficient awareness of the dangers. In stars encourage adolescents to start smoking? Evidence from

gddition tq exposure via family and friends_, movie star . tormia. Prev Med 28, 1-11.

idols may influence whether they smoke (Distefan et alg) ncan CL, Cummings SR, Hudes ES, Zahnd E, Coates TJ
1999) so that the assistance of such figures should be (1992). Quitting smoking: reasons for quitting and predictors
obtained wherever possible. High risk groups deserve of cessation among medical patiedt$Gen Intern Meg?,
particular attention. In the Asian area, predisposing factors 398-404.

which have so far been detected include tuberculosis agho Y-T, Blot WJ, Zheng W, et al (1987). Lung cancer among
other pre-existing lung disease and inhalation exposure Chinese womerint J Cancer40, 604-609.

to cooking oils (Gao et al., 1987, Ger et al., 1993). Chroni€€r LP, Hsu WL, Chen KT, Chen CJ (1993). Risk factors of
benign respiratory disease, possibly caused by infection 'UNd cancer by histological category in TaiwAnticancer

. . L . . Res 13, 1491-1500.
with fungi such as M. canis, is also likely to be involved es -3

. A ) ) I]pternational Agency for Research on Cancer Monographs on
in the high incidence of lung cancer in certain areas o the Evaluation of Carcinogenic Risks to Humans. Vol. 37.

Li HZ, Fish D, Zhou Z (1999) Increase in cigarette smoking
A great deal will depend on the cooperation of and decline of anti-smoking counselling among Chinese
physicians. Unfortunately in many countries a substantial physicians: 1987-199&iealth Promotion Int14, 123-32.
proportion of these are themselves Smokers] th@akaChl K, Limtrakul P-n, Sonklin P, et al (1999) Risk factors
percentages apparently increasing in China, with a decline for Lung cancer among northern Thai women:
in their readiness to perform anti-smoking counselling for epidemiological, nutritional, serological, and bacteriological

. . . L . surveys of residents in high- and low-incidence atgas.J
their patients (Li et al., 1999). It is vital that this trend be Cancer Res90, 1187-1195.

reversed since advice of a physician to quit, repeated gf.xene JK, Zapka JG (1997) Physician-based smoking

every visit, has been found to be positively related to intervention: a rededication to a five step strategy to smoking

success in breaking the habit (Duncan et al., 1992; Ockene researchAddict Behay22, 835-48.

and Zapka, 1997). Pandey M, Mathew A, Nair MK (1999) Global perspective of
tobacco habits and lung cancer: a lesson for third world

While the majority of lung cancer patients are smokers, countriesEur J Cancer Preys, 271-9.

the relation between tobacco and cancer is clearly vefj2rkin DM, Pisani P, Lopez AD, Masuyer E (1994). At least

complex (Pandey et al., 1999). As reviewed recently by one in seven cases of cancer is caused by smoking. Global

Bergen and Caproraso (1999), research into the causesF%tf5 stimates for 1983nt J Cancer59, 494-504.

’ ! : 0 R, Lopez AD, Boreham J, Thun M, Heath C Jr (1992)
smoking and thus how best to effect reduction, must take Mortality from tobacco in developed countries: indirect
into account a range of associated demographic and social estimation from national vital statistidsancet 339, 1268-
factors, as well as genetic background, physiological 7s.
considerations and psychiatric conditions. However, in
addition to these approaches, practical intervention and
social science studies are essential to promote tobacco
control to be a top priority in the Asia Pacific countries,
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