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In this presentation we aim to document the extent of environmental smoke exposure and involuntary smoking in developing countries, its key determinants and how they vary between the developed and the developing world and the challenges that developing countries face in curbing smoking and ETS.
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The presentation is organized as follows: First we present a very short overview of the health effects and key determinants of ETS from developing countries. Next, we present new data on exposure to ETS by country groupings. Conclusions and some key recommendations mostly pertinent for developing countries will follow.
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According to a World Health Organization (WHO) report released in 1999, 700 million children around the world were estimated to be exposed to second hand smoke.  According to WHO, second hand smoke or ETS is associated with lower respiratory tract infections, middle ear disease, chronic respiratory symptoms, asthma, decreased lung function and sudden infant death syndrome (SIDS). This list can be expanded to include Low Birth Weight due to maternal smoking during pregnancy.
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The extent of ETS and the potential health hazard it poses depend on the intensity of exposure, that is the number of smokers in a society, the amount of cigarettes or other tobacco products they consume and their smoking behavior. This intensity is somewhat affected by the laws and ordinances that restrict smoking in public and work places. Smoking and exposure to second hand smoke in homes is a very contentious issue, or, as one Canadian researcher and advocate puts it, “ the last major battlefield over ETS and child health in countries such as Canada”. Indeed, several attempts have been made in the Montgomery County (Maryland, USA) to reduce this exposure, but to this date with no success. 
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One might not expect major differences between developed and developing countries, in the occurrence, frequency and distribution of health effects due to exposure to ETS. However, one would expect significant variations in the burden of disease and societal costs due to variations in the relative weight/importance of exposure determinants, such as the number of smokers in the home, the amount of time smokers spend indoors, the area and configuration of houses, gender dynamics, the average number of children in each home, and the amount of time children spend at home.  These latter factors we will call “household ecology”. It also includes other indoor pollutants such as the use of coal and biomass, smoke ventilation, and overall climatic conditions which influence housing characteristics.
One would  also include in this list,  existing legislation and smoking behaviors which often reflect prevailing social norms.

On the impact side, one would expect differences as well, in health implications of children who are malnourished, in the need for healthcare, healthcare costs and school absenteeism. Finally, on the societal response side, there often is more tolerance of those who disrespect bans on smoking in public places, and more complacency among the public and professional associations and stronger laissez faire attitudes among the police or others in charge of upholding the law and ordinances. 
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Now, some data on the key determinants of ETS exposure. Globally there are 1.2 billion smokers, 83% of them live in developing countries. Smokers are concentrated in low and middle income countries, which are home to 44% of all smokers. Many of the most populous countries have another feature: smoking is mostly a male behavior, but the gender difference is getting narrower as countries join the upper middle income group, and as social norms change– see the data for Turkey, the Philippines and Russia.
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As for the number of cigarettes consumed, developing countries account for 74% of total consumption, lower than the percentage of smokers who live in developing countries. The discrepancy is mainly explained by lower cigarette consumption per capita in low Income countries and higher consumption per capita in high income countries. 
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Daily cigarette consumption per smoker is about 11 sticks per day in lower income countries, rising to 14 in lower-middle-income and falling to 12 in upper middle income countries. Thus there is not much of a difference in the number of cigarettes smoked per smoker across the three lower income groups, whereas this is substantially higher in the highest income countries. 
Slide 9. 

This has repercussions on ETS exposure. For instance, according to our own estimates, while an Indonesian smoker, in all likelihood a male, would smoke 11 cigarettes a day, he would smoke most of them at home (95.4%) and would, on average, expose 2.25 non-smokers to the hazards of ETS, or 65% of all household members. This estimate is similar to data reported recently from other developing countries such as Tunisia (60.6% of 13-19 years old exposed to cigarette smoke at home), Turkey (72% of high school students exposed at home), Puerto Rico (70% of 2-12 year olds exposed to ETS, 50% through parents) and South Africa (80% of school children aged 6-11years exposed at home). We should also note that people spend 90% of their time indoors, that coal and biomass (wood, dung, crop residues) remain the primary fuel for 60-90% of people in developing countries (3.5 billion people), that 85% of global particulate exposure is indoors,  and that 77% of the total particulate exposure is in developing countries and 52% is in rural areas.
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Studies from other countries corroborate these findings. In Turkey, for instance, where, 59% of men and 26% of women smoke, especially amongst the more emancipated urban women, smoking in front of children is the norm, regardless of whether the women who smoke are mothers, teachers or even physicians!
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Let us now turn to ETS and child exposure in developing countries. The most extensive survey to date still is the Global Youth Tobacco Survey, a two stage random survey of school-based samples of students primarily between the ages of 13-15 years. According to data released in 1999, the percentage of children exposed to ETS is staggeringly high, albeit with some variations across countries. It is worth noting that in many countries exposure in public places is higher, e.g Indonesia, Philippines and Nigeria where smoking restrictions are non-existent in shopping centers and entertainment areas. Russia, Uruguay, Ukraine and Zimbabwe are other countries where exposure at public places is very high.
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With respect to legislation against smoking in public places, most developing countries have a chequered record, especially when it comes to enforcing bans on smoking in public places. This includes countries like Turkey and China where enforcement efforts are limited at best, not surprisingly, when a 1996 survey in China found that 70% of smokers reported having no intention to quit and 69% said that they believed that smoking causes “little no harm”. 
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The data for the estimation of the number of children likely to be exposed to ETS came from different sources.  Data for adult prevalence rates came from the NATIONS database where WHO, CDC, the America Cancer Society and the World Bank pool existing evidence on prevalence from national surveys and research.  The data are available at www.cdc.gov/tobacco or can be linked to through www.worldbank.org/tobacco .  The data for cigarette consumption came from the USDA. The population numbers (total population, and population 0-14 years old came from the World Bank Development Indicators. Data on youth exposure to ETS at home and in public places came from the Global Youth Tobacco Survey (GYTS); a worldwide collaborative surveillance initiative conducted by CDC and WHO.  GYTS employs a standard methodology where self-administered questionnaires consisting of a set of core questions are completed by a representative school-based sample of students primarily between the ages of 13-15 years. So far, the GYTS has been completed in 80 developing countries and the United States, is planned or underway in 82 more, and some countries have done the survey more than once to begin tracking trends.   
Slide 14. 

In 2000, the world population reached 6 billion people; 30% of whom were under 15 years of age (1.8 billion).  In developing countries, 32% of the total population (more than 1.6 billion people) are under 15 years of age, whereas in developed countries only 18% are young than 15 years (155.5 million).  Of the world’s 1.8 billion children, 91% live in developing countries. Low and low middle income countries are home to 82% of the world’s children younger than 15 years of age.   
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•Exposure to second-hand smoke causes an estimated 5 % of the global burden of disease, slightly higher than the burden from direct use of tobacco (4%), but concentrated in a few countries. 
• ETS is a significant risk factor for women and children in poor, high altitude rural settings (Nepal, India, China, etc.).

• Health effects include COPD in women, ARI/ALRI, cancer (lung - coal only, oropharynx and larynx), LBW (possible), TB (possible), asthma (possible), Otitis media (possible), burns, cataracts.

• Similar effects to ETS for children in developed countries.
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This could include tobacco cessation programs.
