
authors, by considering changes in the intake of
imported fruit only, have underestimated changes in
consumption of the full range of fruits and vegetables
known to have significant cardioprotective effects.3 The
introduction of a market economy had major
consequences for domestic production and the retail
sector. There has been large investment in agriculture,
with central European producers now integrated with
wider European agricultural production. Much non-
traditional produce is now grown locally, and fruits and
vegetables are available to consumers throughout the
year. Consequently, to capture the full impact of
changing availability of food since the 1990s, the
changes in both the total and the seasonal consump-
tion of all fruits and vegetables need to be taken into
account.

Zatonski and Willett also show that it is possible to
achieve quite remarkable reductions in deaths from
cardiovascular disease over a short period. Yet, in
Poland, this has been achieved mainly by economic
and agricultural policies, and not health policies. In
contrast, policies advocated by health ministries, exem-
plified by the English white paper Choosing Health
(www.dh.gov.uk), remain focused on medical models of
education and behaviour change, even though these
have had little impact on rising rates of unhealthy diets
and obesity.

The health gains achieved in Poland, however, may
be threatened. The European Union’s Common
Agricultural Policy, introduced in the 1950s, is a major
determinant of what people in Europe eat4 but fails to

produce the range of foods that would allow the EU
population to meet basic healthy eating guidelines.5 As
Poland and others implement the Common Agricul-
tural Policy—following accession to the EU in 2004—
they risk suffering the consequences of policy that places
large scale agricultural production and economics
above health. Studies in some countries, such as Slovenia
and Sweden, have shown numerous adverse health
effects of the Common Agricultural Policy, including the
externalised costs on non-communicable diseases and
obesity through subsidies for production and consump-
tion of animal fats, tobacco and alcohol, and insufficient
supply of fruits and vegetables.5 Reform of the policy is
again high on the political agenda. However, current
debates about the EU budget between the UK prime
minister, Tony Blair, and the French president, Jacques
Chirac, are characterised more by political horse trading
than the possibility of supporting poor and rural popu-
lations while also improving the diet and health of all
Europeans.
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Lung cancer mortality at ages 35-54 in the European
Union: ecological study of evolving tobacco epidemics
Joanna Didkowska, Marta Manczuk, Ann McNeill, John Powles, Witold Zatonski

Epidemiological analyses indicate that disease attribut-
able to smoking is a leading contributor to the large
gap in premature mortality between the 15 countries
that formerly made up the European Union and the
new member states from central and eastern Europe.1

However, the prevalence of smoking in most countries
has not been measured in a sufficiently consistent way,
or over a long enough period, to be used to predict
trends in diseases caused by smoking.

Participants, methods, and results
Lung cancer mortality can provide a useful measure of a
population’s exposure to smoking,2 3 especially the
population segment aged 35-54, when around 80-90%
of cases are caused by smoking. We used trends, for each
sex, in age standardised mortality due to lung cancer for
ages 35-54 to map the lagged effects of the smoking epi-
demic in the 15 original EU member states and new
members from central and eastern Europe, and to infer
the earlier trends in tobacco exposure. We calculated
death rates, using five year age groups, from deaths
attributed to lung cancer in national data and
population estimates submitted to the World Health

Organization (http://www3.who.int/whosis/mort/text/
download.cfm?path = whosis,mort,mort_download&
language = English).

Most EU countries, including all new member
states from central and eastern Europe, are now expe-
riencing falling death rates from lung cancer in men.
Four countries are, however, exempt from this favour-
able trend: Portugal, Greece, Spain, and France show
no evidence of a decline across the 35-54 age range
(figure).

Mortality from lung cancer in women is still rising
in most EU countries, except for the United Kingdom
and, to some extent, Ireland and Denmark. The great-
est increases in the past decade were observed in
France, Spain, and Hungary; the estimated annual per-
centage changes are 7.2%, 6.8%, and 6%, respectively.
In Latvia, Lithuania, Spain, and Portugal, death rates
due to lung cancer remain very low. Rates for women
in Hungary exceed those for women in all other mem-
ber states (mirroring those for Hungarian men) and
also exceed the rates for men in more than half the
states in the EU. In three countries, lung cancer rates
among women are the same as or higher than those
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Lung cancer mortality in the European Union at age 35-54. Dotted (blue) lines denote standardised mortality for lung cancer; solid (red) lines
denote time trends calculated by software Joinpoint (http://srab.cancer.gov/joinpoint). Cyprus was not included in the analysis because of lack
of data.
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found among men (Sweden, Denmark, and the
Netherlands; figure).

Comment
Falling death rates due to lung cancer in the male
populations of central and eastern Europe since at
least the mid-1990s imply that trends in tobacco expo-
sure in young men have been favourable since at least
the early 1980s. The reasons for this need to be
explored further and may include changes in
prevalence, consumption, or modifications made to
cigarettes since this time.4

Lung cancer epidemics among women show no
consistent pattern that follows those in men, either in
timing or in relative magnitude. This implies that the

model advanced by Lopez et al in 19925 is too simple
in this respect. The very high mortality figures for
Hungary merit further investigation.

When attention is focused not on the absolute
rates, in men, of diseases caused by smoking but rather
on the direction and magnitude of change in younger
adults, new EU member states from central and eastern
Europe are no longer at the bottom of the class. The
favourable trends for men would also hold promise for
future trends in women if these could be predicted
from trends in men. However, these data show that this
is unlikely to be the case, emphasising the continuing
need for strong antismoking programmes for both
sexes.
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Commentary: Making the transition to action
Eva Kralikova, Erzsebet Podmaniczky, Hanna Stypułkowska-Misiurewicz, Elena Kavcova,
Aurelijus Veryga, Tanith Muller

The news on smoking from the European Union’s
eastern frontiers is better than expected, with no
evidence of a future gulf in lung cancer mortality
between old and new member states.1 However, the
special challenges faced by the eastern transitional
economies—such as aggressive tobacco marketing,
rapid liberalisation of the tobacco trade, and the politi-
cal influence of the leading tobacco companies2—
remain. And a closer look at the study by Didkowska et
al1 shows just how much work is still needed through-
out the EU to reduce deaths from lung cancer and
from other tobacco related disease.

The tobacco epidemic cannot be allowed to
proceed without active intervention. Tobacco remains
Europe’s single biggest cause of preventable death.
Lung cancer still accounts for more than a quarter of
the EU’s male cancer deaths and a rising number of
deaths in women,3 and tobacco related diseases cause
650 000 unnecessary deaths every year in the EU.4

Tobacco control has been identified as a priority in
central and eastern Europe,3 but its importance cannot
be restricted to these countries.

Throughout Europe, tobacco companies have
proved adept at expanding and maintaining their mar-

kets, especially among women. Marketing a life
shortening addiction as liberation has proved a highly
effective strategy in countries as diverse as Hungary,
France, and Spain. There is no sign that the women’s
market has reached saturation point in most countries,
and a far greater number of women will die if doctors
and governments alike do not act. Despite having
declined, tobacco related deaths in males remain
frighteningly high.

The unpalatable truth is that both old and new EU
states have made very limited progress in reducing
tobacco use and its associated diseases in the past 50
years. Despite the evidence that half of all long term
smokers will die prematurely as a result of smoking,5

both doctors and governments have found it hard to
kick their addictions to tobacco. From those doctors
whose own smoking stops them advising their patients
to quit, to governments in thrall to tobacco companies’
wealth, there can be no excuse for inaction.

The medical profession has a key role to play.
Treatment for tobacco dependence is a cost effective
intervention that will improve the health of
patients who smoke; and doctors can advise
governments as well as patients. Moreover, because

What is already known on this topic

Lung cancer mortality among men is higher in
central and eastern Europe than in the 15 original
(western) states of the European Union

For each sex, lung cancer rates are distinctly
higher in Hungary than elsewhere

What this study adds

Lung cancer mortality is now falling in middle
aged men in all new EU states in central and
eastern Europe but is still rising among women in
most EU countries
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