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Non-communicable diseases (NCDs)—including cardiovascular diseases, chronic
respiratory diseases, cancer, and diabetes—account for about 60% of global deaths, mostly
in countries of low or middle income. Tobacco use accounts for a sixth of these deaths.1

As a response, a high-level meeting (including 34 heads of state) held in September, 2011, at
the UN adopted the Political Declaration of the High-Level Meeting of the General
Assembly on the Prevention and Control of Noncommunicable Diseases.2 The declaration
acknowledged the global effect of NCDs, particularly those that are most prominent:
cardiovascular diseases, cancers, chronic respiratory diseases, and diabetes.

It also recognised that these prominent diseases are “linked to common risk factors, namely,
tobacco use, alcohol abuse, an unhealthy diet, physical inactivity and environmental
carcinogens”.2 Although tobacco is known to cause these diseases, and lowering tobacco use
reduces their frequency and associated health-care costs or delays their onset, these benefits
are assumed to take decades to materialise because it takes a long time to see the health
benefits of a reduction in smoking use in young people, and for heart disease, lung disease,
and cancer to develop. As a result, the perceived short-term economic benefits of producing
tobacco products, rather than reducing tobacco’s disease burden, often dominate policy
making.

Evidence obtained since 2000, however, shows that important benefits of reducing smoking
accrue quickly; a reduction in tobacco use rapidly decreases NCDs and health-care costs
within 1 year.3,4 The risk of an acute myocardial infarction drops immediately on smoking
cessation, and continues to fall rapidly during the first year, nearly returning to the risk of a
never-smoker in about 5 years.3 California’s large-scale tobacco control programme started
to reduce heart disease death rates after 1 year; after 9 years, the age-adjusted death rate
from heart disease dropped to 13% below the rate predicted without the programme.4
Similarly, an aggressive tobacco control programme in one Texas county (that combined
media and cessation programmes) led to substantial decreases in acute myocardial
infarction.5

This rapid change is consistent with the fact that tobacco smoke exposure not only
contributes to the development of atherosclerotic disease, but can also trigger acute coronary
events through smoke’s immediate effects on platelet and vascular endothelium function.6,7
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Implementation of strong smoke-free laws has generally been followed by rapid decreases in
hospital admissions for acute myocardial infarction: the average decline was 17% in the
USA, Italy, Scotland, Canada, Ireland, France, England, and Argentina 1 year after the laws
took effect and grew to about 30% after 3 years.6,8–12

Elimination of exposure to second-hand smoke is associated with an immediate positive
effect on respiratory function in bartenders,13 and smoke-free laws have been shown to
rapidly reduce hospital admissions for respiratory disorders in several countries.14–16 In the
US state of Arizona, asthma hospital admissions dropped by 22% 1 year after strong smoke-
free legislation (that included workplaces, restaurants, and bars) took effect;14 in Scotland,
there was a 13% decrease per year in childhood asthma admissions after the introduction of
a smoke-free law;15 and in Canada, respiratory admissions decreased by 33% 2 years after a
smoke-free restaurant law.16

Lung cancer was the first disease to be causally linked to smoking, and smoking is the
leading cause of lung cancer. In 2008, lung cancer was the main cause (18·2%) of all cancer-
related deaths worldwide,17 and it has one of the poorest survival rates of any cancer.18

Population-based efforts to lower tobacco use, mainly cigarettes, have reduced rates of lung
cancer.19–22 A 2008 US annual report to the nation on the status of cancer19 documented
declines in the incidence of and death rates from all cancers and reasoned that “reductions in
tobacco use provide the largest single opportunity to prevent nearly a third of cancer deaths
through the application of existing knowledge”. The authors of another US study concluded
that reductions in tobacco use in the last half of the 20th century accounted for about 40% of
the decrease in overall male cancer death rates and prevented at least 146 000 lung cancer
deaths in men between 1991 and 2003.20

The benefits of reduced smoking in terms of cancer rates do not take decades to begin to
appear. In addition to reductions in deaths from heart disease deaths, the California tobacco
control programme was followed by drops in lung-cancer incidence beginning 2 years after
the programme was implemented. 10 years later, rates were 14% lower than predicted,21 and
they reached a steady state after about 16 years.22 The incidence of bladder cancer also
decreased after 3 years, although this finding did not reach statistical significance
(p=0·067).21

Because of the rapid effect of tobacco control policies on NCDs, that strong tobacco control
programmes are associated with measurable reductions in health-care costs is not surprising.
These benefits appear quickly and grow over time.23,24 The California tobacco control
programme cost US$1·4 billion during its first 15 years, and saved $86 billion in direct
health-care costs, a 61 times return on investment.24 After 15 years, health-care costs were
7·3% below those projected without the programme. These savings include only direct
health-care expenditure, such as physicians and hospital services, not indirect costs
associated with reduced productivity, lost wages, or compromised quality of life.
Accounting for these savings would substantially increase the overall benefits of the tobacco
control programme. A similar programme in Arizona also showed a high return on
investment, although it was smaller than in California, probably because of a focus on young
people and not directly confronting the tobacco industry.20 Some of the short-term health-
care cost savings will be incurred later since everyone eventually dies, but society wants
people to live longer lives in good health.25,26

Loss of tobacco tax revenues is sometimes used to argue against tobacco control. Indeed, the
3·6 billion packs of cigarettes not smoked during the first 15 years of the California tobacco
control programme reduced state tobacco tax revenues by about $3·1 billion.24 Addition of
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these lost revenues to the programme’s overall cost yields $4·5 billion, which is a small
proportion of the $86 billion in reduced health-care costs.

Although these programmes have major positive effects on NCDs and their associated
health-care costs, they reduce tobacco industry income because fewer people smoking
means fewer cigarettes sold. For example, the 3·6 billion fewer packs of cigarettes smoked
during the California programme cost the multinational tobacco companies about $9 billion
in pre-tax sales.23,24 This money is not, however, removed from the economy, since it will
simply be spent on other goods and services.27 Indeed, the money not spent on tobacco is
likely to be spent on locally produced goods and services that have a higher economic
multiplier effect than tobacco does when it is exported to multinational corporations.27

Shifting of spending away from tobacco improves household standards of living and
investments in human capital.28–33 In high-income economies, spending on tobacco
products accounts for a substantial proportion of low-income household budgets,28–31 which
could be reallocated to other basic needs such as food, education, and health care. In middle-
income countries, tobacco use lowers the household standard of living and human capital
levels because money to purchase tobacco comes at the expense of other crucial
necessities.32–34 Findings from an analysis of spending in Bangladesh showed that if poor
citizens stopped using tobacco and reallocated 69% of their expenditure on tobacco to food,
10·5 million fewer people would be malnourished and the daily rate of child deaths from
malnutrition would be halved.33

The UN declaration recognised the importance of the WHO’s Framework Convention on
Tobacco Control (FCTC)35 as an NCD reduction strategy, and recommended acceleration of
the implementation of this treaty.2 Because of the high financial stakes, the multinational
tobacco industry vigorously opposed the FCTC.36 Despite this opposition, the treaty came
into force in 2005, and as of June, 2011, had been ratified by 173 parties, showing that
tobacco industry opposition can be overcome if the political will to do so is there. The FCTC
and its implementation guidelines provide an evidence-based framework for efforts to lower
the rate of NCDs by addressing the institutional and individual factors that promote tobacco
use.

Much remains to be done. The tobacco industry continues to oppose FCTC ratification and
legislation allowing effective implementation. As a result, the declaration took the unusual
step of explicitly declaring a “fundamental conflict of interest between the tobacco industry
and public health”.2

The declaration called for the implementation of WHO’s 2008–15 Action Plan for the
Global Strategy for the Prevention and Control of Noncommunicable Diseases, which
recommends that member states implement six tobacco control policies based on the FCTC
(strong clean indoor air laws, increased price, banning of advertising and promotion,
education and prevention, cessation services, and monitoring of tobacco use and prevention
policies).37 However, as of 2009, less than 10% of the world’s population was covered by an
FCTC demand-reduction measure and tobacco control remained severely underfunded.1

An important FCTC shortcoming is the absence of a monitoring body to which violations
can be reported. The declaration acknowledges that NCD prevention and control requires
“collective and multisectoral action by all Member States and other relevant stakeholders at
local, national, regional, and global levels”.2 As global agencies and UN member states
design and implement NCD plans, they have the opportunity to build on the FCTC, and to
establish a coordinated global strategy to reduce tobacco-induced NCDs, to resist pressure
from the multinational tobacco companies, to call for rapid funding and national FCTC
implementation, and for world leaders to prioritise health over trade.36 Fulfilment of these
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aims is particularly important to the economic futures of countries of low or middle
incomes. Leaders who make a commitment to funding a global programme addressing these
issues1 can be confident that there is good evidence showing that effective programmes not
only reduce tobacco use and the attendant NCDs in the short term, but make an important
contribution to curbing health-care costs and improving standards of living and human
capital levels immediately, with increasing benefits over time.
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