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INTRODUCTION 

This paper summarizes the content of 
Tobacco or Health: Status in the Americas, 
2992 (Z), a status report published by the 
Pan American Health Organization con- 
taining information available as of late 
1990 on tobacco use, tobacco related dis- 
ease, and tobacco-use prevention and 
control efforts in the Region of the Amer- 
icas. The PAHO report focuses on Latin 
America, the Caribbean, and Canada and 
complements the 1992 U.S. Surgeon 
General’s Report, entitled Smoking and 
Health in the Americas, which was pre- 
pared by the U.S. Department of Health 

‘This report will also be published in Spanish in 
the Boletin de la Oficm Samtarla Panamericana, Vol. 
113, 1992. 

2M.D., M.P.H.; Senior Editor, U.S. Centers for Dis- 
ease Control; Consultant to the Health Promotion 
Program, Pan American Health Organization; cur- 
rently, CDC Liaison Officer, UC Berkeley School 
of Public Health. Address: 19 Warren Hall, Berke- 
ley, CA 94720, U.S.A. 

3M.D., M.P.H.; Regional Adviser in Noncommun- 
icable Diseases, Pan American Health Organiza- 
tion, Washington, D.C., U.S.A. 

4M.D., M.P.H.; Coordinator, Health Promotion 
Program, Pan American Health Organization, 
Washington, D.C., U.S.A. 

and Human Services (USDHHS) in col- 
laboration with PAHO (2). 

RATIONALE FOR THE REPORT 

Life-style and personal behaviors are 
primary determinants of morbidity and 
mortality associated with chronic health 
problems such as cardiovascular disease 
and neoplasms (3). Many of the noncom- 
municable disease risk factors, such as 
tobacco use, become more prevalent with 
increasing urbanization and changing life- 
styles. Most primary disease prevention 
activities in developing countries, how- 
ever, are still directed at acute and infec- 
tious diseases or maternal and child health 
problems. As these types of health prob- 
lems are brought under control, longev- 
ity increases and the population ages. Such 
changes in health and disease patterns 
interact with changes in economic and 
sociologic determinants to constitute what 
is known as the “epidemiologic transi- 
tion,” in which chronic noncommunica- 
ble diseases displace infectious diseases 
as the primary causes of morbidity and 
mortality. The epidemiologic transition is 
an ongoing process in developed coun- 
tries and has begun in developing coun- 
tries (4). 
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Because of changes in the age structure 
of the Latin American population, chronic 
disease is expected to increase substan- 
tially relative to acute disease over the 
next few decades (3). The rapidly emerg- 
ing epidemic of smoking-related dis- 
eases, particularly lung cancer, affecting 
the Americas will be thrust upon poorly 
equipped health systems designed mainly 
to control infectious diseases and maternal 
and child health problems (5). It is increas- 
ingly important that the nations of the 
Americas understand the history, econom- 
ics, politics, and public health ramifications 
of tobacco use and tobacco production so 
that they can more effectively plan control 
measures to alleviate the impending bur- 
den of smoking-related diseases. 

In response to declining tobacco sales 
in the developed world, the transnational 
tobacco corporations have expanded into 
foreign markets. The history of this mar- 
ket penetration into Latin America is well 
documented in the 1992 Surgeon Gen- 
eral’s Report (2). While the disease bur- 
den related to long-term exposure to to- 
bacco is not yet manifest in most countries 
of the Americas, it is obvious that chronic 
disease morbidity due to smoking will 
place an increased demand on health care 
systems. What also should be obvious is 
the potential to prevent much of this bur- 
den through concerted public health ef- 
forts to reduce tobacco use and other risk 
factors, but in developing countries these 
efforts often have little leverage in the 
face of the perceived economic bene- 
fits of tobacco production and manufac- 
ture (6). 

Information, knowledge, and skills that 
help officials address tobacco as a public 
health problem are essential elements of 
the primary prevention effort against 
tobacco-related diseases. Public health 
officials must understand the current so- 
ciodemographic environment, collect data 
on tobacco use and its determinants, and 
analyze disease outcomes associated with 

tobacco use. Legislators must support 
regulation and legislation, cigarette taxes, 
and direct investments in government 
tobacco control programs. The current 
state of tobacco control efforts in Latin 
America, the Caribbean, and Canada is 
summarized in the PAHO report (2). 

BACKGROUND OF THE REPORT 

Although PAHO has been concerned 
with tobacco and health since the early 
197Os, specific program activities did not 
begin until the mid-1980s. In 1984, PAHO 
sponsored a meeting in Punta de1 Este, 
Uruguay, to discuss programs for con- 
trolling noncommunicable diseases. A 
PAHO advisory group then recom- 
mended that subregional workshops on 
tobacco control be held in Member Coun- 
tries. Workshops were. convened for the 
Southern Cone and Brazil in 1985, the An- 
dean area in 1986, the English-speaking 
Caribbean in 1987, and Central America in 
1988. Also in 1988, during its XXXIII meet- 
ing, the Directing Council of PAHO 
adopted a resolution entitled “The Fight 
Against the Use of Tobacco” (Resolution 
CD33/22), which was endorsed by the 
Ministers of Health of the Americas. At 
its 1989 meeting, the Council approved 
a Regional Plan of Action for the Preven- 
tion and Control of the Use of Tobacco 
(Resolution CD34/12) (2). This plan calls 
for public health actions at the regional 
and national levels to prevent and control 
the use of tobacco as well as to protect 
the health of nonsmokers. The plan also 
calls for the development of national pol- 
icies, plans, programs, and technical ad- 
visory services; mobilization of resources; 
management and dissemination of infor- 
mation; training; and research. 

The PAHO report described here and 
the 1992 Surgeon General’s Report were 
a direct outgrowth of the planning that 
took place in the mid-1980s. The Surgeon 
General’s Report contains a broad over- 
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view of the historical, social, economic, 
and regulatory aspects of tobacco use in 
the Americas. The PAHO report pro- 
vides a country-by-country assessment of 
public health status related to tobacco use. 

METHODOLOGY 

Roles of Various Contributors 

Staff of the PAHO Health Promotion 
Program and its Tobacco or Health com- 
ponent were responsible for producing 
the report, based on the contributions of 
individuals identified in each country or 
political entity who had specific knowl- 
edge of tobacco-related issues and pro- 
grams. These “country collaborators” were 
usually public health workers or epide- 
miologists. In all cases, PAHO solicited 
the cooperation of the Ministry of Health 
to support these persons. In the Carib- 
bean territories and dependencies, the 
Caribbean Epidemiology Center-a PAHO 
specialized center in Port of Spain, Trin- 
idad-helped select collaborators and 
produce final chapters. In the U.S. Virgin 
Islands and Puerto Rico, the territorial 
health departments supplied the names 
of collaborators. The collaborators’ pri- 
mary responsibility was to complete a de- 
tailed survey that contained questions on 
tobacco use behavior, per capita con- 
sumption, mortality and morbidity from 
tobacco-related diseases, tobacco-related 
legislation and policies, and tobacco con- 
trol programs. 

Subregional editors were selected to 
oversee the data collection and to pro- 
duce initial drafts of specific country 
chapters. Central data sources were used 
to supplement the collaborators’ reports. 

Central Data Sources and 
Their Limitations 

The U.S. Office on Smoking and Health 
Technical Information Center and PAHO 

staff performed literature searches in both 
the English- and Spanish-language med- 
ical literature. Information on general 
health and economic indicators for each 
country was obtained from documents 
published by the World Bank (7, 8), the 
Centro Latinoamericano Demografico 
(CELADE) (9), and PAHO (20, II). 
Country-specific mortality data from the 
PAHO data bank were used to analyze 
smoking-related mortality. As a general 
rule, only data for the 10 years prior to 
the report (usually dating back to 1978 or 
1979) were included in the country chap- 
ters. 

Data on tobacco production, importa- 
tion, exportation, manufacturing, and 
consumption were obtained from the U.S. 
Department of Agriculture’s (USDA) 
computerized data base (unpublished 
data, 1990). These data are collected by 
USDA Overseas Emissaries attached to 
U.S. embassies in various countries. In 
addition, data on each country’s tobacco 
industry were obtained from reports of 
the Tobacco Merchants Association of the 
U.S., Inc. (22), the Maxwell Consumer Re- 
port (23), ERC Statistics International 
Limited (14), Agro-Economics Services 
Ltd. and Tabacosmos Ltd. (15), and the 
Food and Agriculture Organization of the 
United Nations (16). When possible, these 
data were compared to data collected by 
the country collaborators. 

Finally, newspaper reports, tobacco in- 
dustry publications such as Tobacco Joour- 
nal International, USDA reports such as 
World Tobacco, and unpublished reports 
of surveys on tobacco use were included 
as references. 

GENERAL RESULTS 

Tobacco use, economics, disease im- 
pact, and control measures vary greatly 
throughout the Americas; however, sev- 
eral common themes emerge from the 
individual country reports. Some of these 
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themes, which are covered in more de- 
tail in the 1992 Surgeon General’s Report 
(2), are summarized below, along with 
highlights and comparisons of tobacco 
control activities in Canada and the United 
States. 

Situation Regarding Tobacco Use in 
Latin America and the Caribbean 

Sociodemographic Changes 

Several important sociodemographic 
changes have taken place in Latin Amer- 
ica and the Caribbean, especially in the 
more developed countries: decreases in 
all-cause mortality rates, infant mortality 
rates, and fertility rates; increases in av- 
erage life expectancy at birth; and grad- 
ual aging of the population. These 
changes, which result from general im- 
provement of health conditions, control 
of infectious diseases, and progress in 
preventing and managing maternal and 
child health problems, permit the emer- 
gence of chronic diseases as the domi- 
nant cause of disease, disability, and death 
in most countries of the Americas. In ad- 
dition, urbanization, higher literacy rates, 
and the entry of women into the work 
force have prompted more people to adopt 
behaviors akin to those in developed 
countries, including increased tobacco use. 
However, most countries, especially those 
in Central and South America, experi- 
enced severe economic crises in the 1980s 
that may have led to decreases in the per 
capita consumption of manufactured cig- 
arettes. Price clearly affects the demand 
for tobacco products in Latin America and 
the Caribbean. In fact, the decrease in 
consumption as prices increase has been 
cited as the basis for including higher 
tobacco taxes as a component of health 
policy in the Third World (27). 

The Tobacco Industry 

The multinational tobacco companies 
have established market dominance in 
most countries of the Americas, and re- 
cent sociodemographic changes in these 
countries have helped expand the market 
for cigarettes. In most countries, partic- 
ularly in South America, dark tobacco 
consumption is falling and that of blond 
tobacco rising. Cigarettes containing blond 
tobacco now dominate most markets in 
the Americas. 

Today, multinational tobacco compa- 
nies saturate the Western Hemisphere 
with tobacco product advertising. In ad- 
dition, tobacco companies use sponsor- 
ship of cultural and sports events and 
even philanthropy toward health care 
systems to promote good will and prod- 
uct identification. Recently, some nations 
have moved to limit tobacco product ad- 
vertising. Venezuela banned such ads on 
television, but found it necessary to shut 
down television stations when tobacco 
companies were allowed to evade the 
regulation by presenting the logo with- 
out mentioning the product. 

The economic impact of the tobacco in- 
dustry varies greatly among countries in 
the Americas. Some have a negative bal- 
ance of trade due to the importation of 
tobacco products or goods used in ciga- 
rette manufacture, while others, such as 
Brazil, with major tobacco manufacturing 
and exporting industries, rely more heav- 
ily on the revenues from tobacco sales. 
Most countries report that minimal per- 
centages of the agricuhural and industrial 
work forces are involved in tobacco pro- 
duction and manufacturing. Cost-benefit 
analyses of tobacco use in these countries 
are impossible to conduct because the 
costs-in terms of health care for to- 
bacco-related diseases, disability, pre- 
mature mortality, lost productivity, and 
diversion of expenditures from other 
products-have not been calculated fully. 
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Tobacco Use 

Although PAHO sponsored a stan- 
dardized survey of tobacco use and its 
determinants in eight cities of Latin 
America in 1971 (28), few other such 
studies of adult and adolescent tobacco 
use are available for countries in the Re- 
gion, except Canada and the United 
States. Most surveys cover individual cit- 
ies, urban populations, or specific sub- 
groups such as health department em- 
ployees. Thus, few reported data are 
nationally representative or comparable. 
Several general statements can be made 
regarding smoking in these countries, 
however. Smoking is more prevalent in 
urban than in rural areas, and it is more 
common among upper socioeconomic 
groups than among those with less ed- 
ucation and lower incomes. In general, 
smokers in Latin America and the Car- 
ibbean smoke fewer cigarettes per day 
than do smokers in the United States and 
Canada. USDA and other data on ciga- 
rette consumption in Latin American and 
Caribbean countries probably substan- 
tially underestimate true consumption 
because of unreported sales, illegal trade 
in cigarettes, and substantial duty-free 
sales, particularly in the Caribbean. 

Few countries report nationally repre- 
sentative data on tobacco use among ad- 
olescents, and most surveys have been 
conducted in school populations only. 
Several drug use surveys in Latin Amer- 
ica and the Caribbean include question2 
on tobacco use by adolescents. In gen- 
eral, low percentages of adolescents re- 
port daily cigarette use; however, initia- 
tion and experimentation with cigarettes 
appears to be most common in the mid- 
dle and late teenage years, as it is in the 
United States and Canada. 

In countries in the Americas, other than 
Canada and the United States, the few 
surveys that covered attitudes, beliefs, and 
knowledge about tobacco and its health 

impact have reported widespread knowl- 
edge of the adverse health effects of 
smoking. On the other hand, tolerance 
for smoking and lack of concern about 
personal risk also have been evident. In 
most countries of the Americas, smoking 
still appears to be socially acceptable. 

Smoking and Health 

Because of limitations in the quality of 
mortality data from many countries in Latin 
America and the Caribbean, the results of 
trend analyses, proportionate mortality 
analyses, and smoking-attributable mor- 
tality calculations are difficult to interpret. 
Where mortality data were adequate (as 
in Uruguay), the estimated proportion of 
smoking-attributable mortality was found 
to be similar to that in the United States 
(where 20% of all deaths are attributable 
to smoking). Using cancer registry data, 
some countries or areas were able to 
demonstrate that mortality rates for lung 
and other cancers related to smoking had 
increased over time. These patterns are 
typical of populations that have been 
heavily exposed to tobacco over the past 
20 to 30 years. 

Several countries submitted informa- 
tion on lung cancer mortality rates for 
men and women aged 45 to 54 and 55 to 
64. In these age groups, it is unlikely that 
anything but smoking caused lung can- 
cer. Thus, these data may help demon- 
strate the impact of smoking in countries 
where mortality reporting is incomplete 
or unreliable. In most countries convey- 
ing such data, lung cancer mortality rates 
were rising for men but not for women. 

Cardiovascular disease appears to be 
one of the most common causes of death 
in countries of the Americas. Much of 
this mortality is due to life-style factors 
such as smoking, but separating the ef- 
fects of the various risk factors, as well 
as weighing the impact of improvements 
in medical management, is impossible 
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without longitudinal studies in defined 
populations. Nonetheless, although the 
impact was less than on lung and other 
cancers, past increases in cigarette use in 
the Americas contributed to the higher 
incidence of cardiovascular diseases in the 
1980s. Mortality rates for cardiovascular 
disease are beginning to decrease in some 
Latin American countries and the Car- 
ibbean, as they have in the United States 
and Canada. 

Smoking Prevention and 
Control Activities 

In most countries of the Americas, the 
problem of tobacco use has not been as- 
signed the same public health impor- 
tance as have infectious diseases or ma- 
ternal and child health problems. A few 
countries have established government 
programs to control tobacco use, but most 
of these efforts have been poorly funded 
and staffed. In some countries, cigarette 
tax revenues have been used to fund re- 
search on smoking or interventions against 
it. In many countries, nongovernmental 
organizations, such as medical associa- 
tions, anticancer associations, and 
churches, have provided leadership in the 
development of policy, school-based ed- 
ucation, and public information cam- 
paigns on tobacco-related issues. Specific 
evaluations of the effects of these pro- 
grams have been rare, partly because of 
the lack of data on tobacco use in targeted 
populations. 

Most countries have a basic public 
health infrastructure for preventing and 
controlling tobacco use. Many have en- 
acted laws to limit smoking in public 
places, tobacco product advertising, and 
access to tobacco by young persons. The 
extent of compliance with these laws is 
unknown. However, the mere presence 
of efforts to control tobacco use, whether 
educational or legislative, indicates a fa- 
vorable environment for changing the 

current social norms that support smok- 
ing. Additional financial and personnel 
resources, as well as improved data col- 
lection, are essential to strengthen these 
undertakings. 

Situation Regarding Tobacco Use in 
Canada and the United States 

In these two countries, the epidemic of 
tobacco use and its associated diseases 
has been recognized and confronted by 
a variety of increasingly visible public 
health efforts to prevent and control 
smoking. Much has been written about 
the epidemic, particularly in the United 
States. 

In Canada, a comprehensive program 
to control tobacco use began in the late 
1960s. The national strategy included in- 
centives to farmers to cease cultivation, 
heavy taxation on tobacco products, ex- 
tensive restrictions on smoking in public 
places and work sites, health education 
and health promotion directed at high- 
risk groups, development of communi- 
cation and information resources, and 
vigorous government support for a social 
milieu that discourages smoking (19). In 
addition, Canada has banned all forms 
of tobacco product advertising, but this 
ban is being challenged in the courts. Be- 
cause of the scope and innovation of the 
Canadian tobacco control program, con- 
siderable space in the PAHO report has 
been devoted to describing and analyz- 
ing it. 

CONCLUSIONS AND 
RECOMMENDATIONS 

Tobacco or Health: Status in the Americas, 
1992 contains information from hundreds 
of individuals and publications from 
throughout the Western Hemisphere. The 
process of data collection and collabora- 
tion by so many diverse agencies, gov- 
ernments, and individuals has, in itself, 
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increased public awareness of tobacco as 
one of the most important health issues in 
the Americas for the 1990s. In recent dec- 
ades, the international public health com- 
munity has focused most of its attention 
on communicable and childhood diseases. 
It is clear from the PAHO report, however, 
that chronic noncommunicable diseases, 
especially those caused by smoking, will 
need to be addressed more aggressively 
by governments and international health 
agencies in years to come. 

The PAHO report will serve as a base- 
line data source for Latin American and 
Caribbean nations as they tackle the com- 
plex task of preventing and controlling 
tobacco use. Certainly, the epidemic of 
lung cancer and other tobacco-related 
diseases that has been painfully evident 
in the United States and Canada need 
not expand throughout the hemisphere 
before primary prevention is enacted. The 
countries of the Americas can learn from 
each other, and they can join in combat- 
ting an industry that thrives on political 
complacency. 

In recent years, the Americas have made 
impressive progress in controlling infec- 
tious disease and maternal and child 
health problems. However, the harm these 
problems caused to national progress, 
personal well-being, and productivity was 
relatively obvious, whereas tobacco use 
is more difficult to identify as a public 
health problem because positive images 
associated with smoking are common in 
television and radio advertising and on 
billboards, street signs, and kiosks 
throughout the hemisphere. An addi- 
tional difficulty is that many govern- 
ments, farmers, and retailers depend on 
taxes and profits from tobacco. 

In several countries, individuals with 
the most education and income (includ- 
ing physicians), who presumably would 
be the agents of change toward healthy 
life-styles, smoke at higher rates than do 
those in lower socioeconomic strata. The 

health consequences of smoking may not 
be as apparent in Latin America and the 
Caribbean because of a lack of behavioral 
survey data and adequate mortality data 
to demonstrate the health effects of 
smoking. Finally, resources and person- 
nel rarely are assigned to address the 
health effects of tobacco, even when health 
indicators show the growing potential for 
substantial tobacco-related morbidity. 

The Region of the Americas can use 
the information presented in this status 
report (I) and the 1992 Surgeon General’s 
Report (2) to build an international coa- 
lition against one of the most important 
public health threats of the 1990s. On the 
basis of information in the report, PAHO 
offers several recommendations for action: 

1. 

2. 

3. 

4. 

The collection of data on behavior, 
attitudes, knowledge, and beliefs 
associated with tobacco use should 
be improved and standardized. 
These data should be published reg- 
ularly and used to help support 
changes in public opinion as well as 
political action against tobacco use. 
Data on mortality and morbidity 
should be improved. Systematic 
collection and analysis is needed to 
accurately determine and commu- 
nicate the current and future bur- 
den of smoking-related diseases. 
Without such data, policy makers 
and the public will not fully appre- 
ciate the health consequences of to- 
bacco use. 
Public health agencies should sup- 
port efforts to divert economic and 
human resources away from de- 
pendence on tobacco production and 
manufacture, even though short- 
term costs for this diversion may be 
appreciable. 
Policies and legislation that prohibit 
smoking in public places, advertis- 
ing and promotion of tobacco prod- 
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5. 

6. 

ucts, and access to tobacco by young 
persons should be strengthened and 
enforced. These actions serve to de- 
crease the social acceptability of 
smoking and are essential to chang- 
ing individual behavior. 
Ad valorem taxes on cigarettes 
should be increased substantially 
and periodically as a means of re- 
ducing consumption. 
Public health agencies should aug- 
ment monetary and personnel re- 
sources dedicated to the prevention 
and control of tobacco use. Elevat- 
ing the stature of tobacco control ef- 
forts is essential to changing indi- 
vidual behavior and to preventing 
chronic diseases associated with to- 
bacco use. 
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Building a Tobacco-free World 

The 8th World Conference on Tobacco or Health was held from 30 
March to 3 April 1992 in Buenos Aires, Argentina. The conference 
theme, “Building a Tobacco-free World,” was highlighted in the dis- 
cussion of four main topics: countering tobacco marketing, advertising, 
and promotion; preventing tobacco use by children; establishing clean 
indoor air policies; and building support for tobacco control. Sponsors 
of the conference were the Union Antitabaquica Argentina, the Ameri- 
can Cancer Society, and the Latin American Coordinating Committee 
on Smoking Control. PAHO and WHO were among the cosponsors. 

Dr. Antonia Novello, Surgeon General of the United States of Amer- 
ica, served as the honorary chairperson and delivered the opening ad- 
dress. She presented to the conference the salient findings from the 
1992 Surgeon General’s Report, Smoking and Health in the Americas, a 
Spanish version of which was prepared by PAHO. In addition to 
plenary speeches and panel discussions, skill-building workshops and 
scientific paper presentations were features of the program. Each after- 
noon included regional planning sessions to assist countries in devel- 
oping tobacco control plans and regional support networks. 

Freeing a specific area of everyday life from tobacco was the theme 
of the fifth World No-Tobacco Day, celebrated on 31 May 1992. The 
message “Tobacco-free workplaces: safer and healthier” was promoted 
through events and media messages in countries throughout the 
world. WHO provided guidance for organizing local activities and in- 
formation for publicizing the threat to nonsmokers of environmental 
tobacco smoke as well as the economic burden posed by smoking in 
terms of lost productivity and medical expenses. 
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