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Executive summary

Borh rhe hisrory of rhe tobacco epidemic and the shape of its current progression across low-

income and middle-income countries have a gender perspective. This paper examines the gendered

aspects of tobacco use and the gendered responses to efforts to prevent or reduce tobacco use

across the world. Despite the influence of gender, there has been limle dwelopment or examination

of programmes and policies to address differences benveen and amongwomen and men through-

our rhe four stages of the tobacco epidemic. The rationale for doing so is clear - the tobacco

industry itselfhas exploited gendered imagery and issues across cultures for decades. It is crucial

ro prepare more effecrively for different patterns of tobacco use in the 2lst century among girls,

boys, women and men by constructing gendered responses. This paper makes suggestions for

creating a gendered global response to tobacco use, with particular reGrence to the opportunities

presented by the 
.W'HO 

Framework Convention on Tobacco Conrrol and other relevant treaties

and agreements.
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A. Sex, gender and tobacco
consumption: prevalence,
patterns and consequences

The global picture
There are currently 1.3 billion adult smokers

(over 15 years old) in the world, out of a popu-

lation of 6 billion people, a figure expected to

rise to 1 .7 billion berwee n 2020-2025 (Guindon

& Boisclair,2003). Globally, about 80o/o of the

world's smokers live in low-income and middle-

income countries (Mathers & Loncar, 2006).

Currently, tobacco use kills more than 5 million

people each year, a figure expected to rise to 8.3

million by 2030 (Mathers & Loncar, 2006).

This is a more dire prediction than that made by

Peto and Lopez (2001), which estimated that

the number of deaths would double by 2030.
Eighty per cent of these deaths will be in low

and middle income countries (Mafiers & loncar,

2006), as tobacco use is rapidly taking an increased

toll in less developed countries of the world.

These trends are gendered, as approximately
250 million women and 1 billion men are daily

smokers (\XTIO, 2002). Vhile male rates have

peaked and are in slow decline, female rates are

still rising. The prediction is that, while l2% of
the female population currently smoke, this

will rise ro 20o/oby 2025 (Samet & Yoon, 2001).

These figures do not generally include other
forms o[tobacco use, such as chewing tobacco,

waterpipes, bidis, chutta, betel nut, snus or
snuff, which also often display gendered and

region-specific patterns and cause largely unac-

counted morbidity and mortality.

Four stages of the tobacco epidemic
Lopez et al. (1994) created a model to explain

the progression of tobacco use through popu-

lations and countries. The four stage model (fig-

urel) accounts For the gendered patterns of
smoking throughout the last century. In stage

1, smoking rates are low for both men and

1

women, but cigarettes are increasing in popu-

lariry among men. In stage 2, countries experi-

ence a sharp increase in the prevalence of smok-

ing among men, while women gradually begin

smoking as well. In stage 3, men's rates of smok-

ing have peaked and are starting to decline, and

women's smoking begins to decrease, but at a

much slower rate. In the stage 4, the decline in
women's and men's smoking rates continues,

but the mortality due to tobacco is generally

increasing among women, due to the delay of
many of tobacco's health effects. These four

stages of the tobacco epidemic differentiate
between male and female rates and illustrate

clearly that women generally begin smoking
later than men, men's rates reduce first and sub-

sequent male and female rates and trends o[
tobacco related disease and death reflect this.

Despire considerable prevention, intervention,

policy development and research over the past

55 years, current predictions indicate a gener-

al repetition of these pafterns in low- income and

middle- income countries. Underpinning this

model is the notion of cultural diffusion, which

describes social processes in the acquisition oF

new behaviours and attitudes across a popula-

tion and which can be applied to tobacco use.

The four stage model clearly acknowledges and

iIustrates the importance of sex-difFerentiated

trends, which underpins the need for both, sex-

differentiated surveillance and gender- sensitive

research, prevention, intervention and policy.

Thken together, the trends give rise to calls for

gender-based analysis of tobacco use and

response to policy.

Sex, gender and prevalence
Some 250 million women are daily smokers,

with many more women (especially in South

Asia) using tobacco products such as chewing

tobacco (Mackay & Eriksen, 2002:27).The
trends of female smoking uptake have not yet

peaked in rhe developed world represented in

the graph. In contrast, I billion men are daily
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Figure 1: Four stages of the tobacco epidemic
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smokers, 35o/o of males in developed countries

and.50o/o of men in dweloping countries (Mackay

& Ericksen, 2002:25), reflecting rhe fact that

male rates have peaked in the developed world.

At a population level, male uptake generally occurs

sooner than female uptake in most countries,

coincident with higher socioeconomic status being

a predictor of initial uptake and socia.l norms that

include smoking as a rite of passage for boys. The

predictions for the spread of female tobacco use

indicate rhatby 2025,20%o of the world's women

will be smokers, compared with the current l2%o

(Samet & Yoon, 2001). These sex - specific pat-

terns indicate the need and potential for global

leadership regarding sex, gender and tobacco.

Specific regions of the world are of particular

concern because o[ their enormous population

and their position at an early stage of the tobac-

co epidemic (Neufeld et al., 2005; Shoba & Vaite,

2002). China, for example, has 300 million male

smokers, more than all the current female smok-

ers in the world. Given the trends of later female

uprake, these numbers will increase markedly in

the later part ofthe 21st century unless there is

appropriate and timely intervention.

Gender- based differences also exists for children

and youth, whose tobacco use patterns may deter-

mine the shape of the epidemic for the nexr sev-

eral decades (ree Figure 2 for current rates). The

Global Youth Tobacco Survey canvassed 400 000

students aged 13-15 in all !(/HO regions. There

are fewer significant gender differences in smok-

ing as time goes by, indicating that the gender gap

appears to be closing and the firture of tobacco

epidemic among women may eventually involve

more than the current 12olo of the world's female

population (Global Youth Tobacco Survey collab-

orating Group, 2003).

Similarly, the rate of use of tobacco products

other than cigarettes was equd to or greater than

the use oFcigarettes, with no significant gender

differences except in the Eastern Mediterranean

Region. This latter finding suggesrs that more

attention should be paid to prevention and

interventions associated with other robacco

products, and that research and policy devel-

opment should be increased accordingly. The
authors ofthe survey indicate that girl-specific

programmes should be instituted to counrer-

act tobacco industry initiatives aimed at girls.

0 10 20 50

Sub-Saharan
Africa

o/o female
smokers a

a
a

.t o/o male
deaths
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Figure 2: Risk factor transition: high prevalence of tobacco use among youth
worldwide

Gurrent tobacco use among students aged 13-15 years, WHO regions
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The tobacco industry and gender
The trirnsnatir>nal tobircco indtrstry has cre:rted

and mainteinecl the r-narket for rolrecco across the

world. Ovcr thc past century, the clcvclopment,

pror-notion ancl rrrarketir-rg of tobacco products
has ir-rvolvccl gcnclcr-specific, e thnoctrltural and

population-speciflc cfforts and canrpnigns,

including groups as diverse as lrlue-coller workers,

Muslims, gays rrnd lesbians.

(icnde r-specitic rnrrrke ting ancl procltrcr devel-

opment havc evolved over thc 20rh ccntury,
utilizing di(li're nt themes e:rch decade and
rcflecting the crrltural and polirical vicw ofgcnder

at each point ((ircar.es, 1996; Amos & Haglund,

2000). Historically, both male ancl fcnrrrle stereo-

ryping and inragcry have becn, rrntl contir-ruc ro

bc used by the tobacco industry, with nrirsculine

irr-rages of strcngth, fieedonr arrd ruggedness

prevailins in the early stagcs olcstablishing
demand in a cr-rlture or country. Inrrrges of
women evolvccl over time in thc 20th cenrury,

from associating woment srnoking with inde-

pendence, to glamour, to sexual ilrtrirctiveness.

More recently, gendered marketing, rncssaging

Eastern
Mediterranean

Regron

Both sexes ! Males I Females

(Source: Warren CW et al, 20063)

ancl inragery linkecl with health, upward
nrobilitr., 'Wcstern lifesrylcs end positivc well-

bcing h:rvc lreen r.rsed in low-irrcornc and middle-

irrcorne countries by transnational tobacco f.irrns

to lced thc spread of tob,rcco use. In Stage 1+

c<:rurrtries, r-narketing and rncssrrging is now ofien

rnore fircused on defencling smokers' rigl-rts and

spaccs and characterizing snrokir-rg as a tinrc firr
incliviclual relaxation ancl rcward, despite rhc

social firrces defining ir orhcrwise.

'l'hcsc nrctl'rods mean tl-rat large, undevelopccl

nrrrrkets arc identified and scgrncnted by gendcr,

ancl proclucts developecl ancl promoted to rcf.lect

c()r.rntrv, culture, class and gender-specific aspi-

rartiorrs connected with upward rnobiliry, sophis-

tication and moderniz-ation. \X/i rh in developed

nrerkcts, thc strategy is fircuscd on nor losing
rnarkct share, exploiting vulncrable subgroups,

recruiting voung people ancl nraintaining adrrlt

brand allegiance.

(llobalization of markets, product diversiflca-

tiort, rracle and communicntions accelerate rhcse

trencls and rnay enatrle a faster :rnd more conr-

Africa n

Region

Region of South-East
the Americas Asia Region

Iuropean
Region

Western

Pacific Region
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prehensive development and exploitation of all

rypes of markets. This will have an impact orr

the speed and magnitude of the spread of the

tobacco epidemic in male and female popula-

tions across the globe, as well as the speed of:

the transitions between stages of the tobacco

epidemic within countries.

1'he largest untapped m:rrket for transnational

tobacco companies is the female market in low-

income and middle-income countries.

According to the Global Youth Tobacco Survey

(Global Youth Tobacco Survey Collaborating

Croup, 2003), gender dif{:erences in uptake are

diminishing globally. This is likely to be a direct

response to increased gender-targeted adver-

tising in those regions.

Gender and tobacco use patterns
It is worth differentiating berween sex- sensi-

tive or sex- specific approaches and gender spe-

cific or gender- sensitive approaches.
'fhe flormer term could cover rwo things; first,

reflecting biological and physiological respons-

es to use or intervention, and second, reflecting

the dichotomous categorization of male and

female for programme, policy or data- gather-

ing purposes. The terms "gender- specific" and
"gender- sensitive", on the other hand, would

reflect social and cultural pressures and prac-

tices that affect use or intervention. Often the

two are combined in pracrice.

Years of research either on males or on undiffer-

entiated populations or samples has led to some

gaps with respect to the effects of tobacco use

on girls and women. In addition, there is some

uncertainty about how research done on males

or non-sex-differentiated populations can be

applied to girls and women. These gaps are

slowly being remedied in developed countries,

where norms governing research funding are

beginning to require sex-sensitive and gender-

sensitive research on some topics (for example,

research funded by the Canadian Institutcs for

Health Research in Canada) and inclusion of
women, minors and minorities in clinical trials

unless exclusion is otherwise justified (for

example, rescarch funded by the National

Institutes oI Health in the United States of
America). However, even with such progressive

policies, it will take some time to develop a

comprehensivc body of knowledge regarding

both sex diltferences and gender influences.

A further remedy is to adopt research designs that

re-examine existing data based on men and test

them with women, and/or to commit all current

and firture research to including sex-disaggrega-

tion of data and consideration of gender. These

approaches require collaborative and multidisci-

plinary research with both biomedical and social-

science researchers working together in order frrlly

to understand not only sex differences and gen-

der influences, but also how sex and gender inter-

act to produce diffbrences benveen Female and

male tobacco-use patterns. Finally, in research

affecting communiry practices or policy and pro-

grarnme interventions, it is critical to involve com-

muniry-based researchers and poliry developers

from the outset in defining country-specific and

culture-specific research agendas and designs.

There are sevcral dimensions to understanding

the natural history ofinitiation oftobacco use,

its maintenance and, sometimes, relapse patterns.

Overriding thesc is a general measurement prob-

lem, as most definitions and measures have not

been validated or developed in a sex-sensitive

and gender-sensitive framework.'I'herefore there

are research questions regarding sex and gender

differences in the development of addiction, nico-

tine dependence, exposure and biologically based

disease and recovery processes. The National

Cancer Institute in the United States ofAmerica

has called for more understanding of both male

and female responses to nicotine, using a mul-

tidisciplinary approach, research on hormonal

variations and responses to pharmaceutical inter-

ventions and the effect of social and cultural

4
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factors on subpopulations of smokers (National

Cancer Institute, 2004). This report, consistent

with many others, recognizes that firture suc-

cessful interventions to reduce the spread of the

tobacco epidemic will require a multidisciplinary

and multifaceted approach.

Despite the fact that the research and knowledge

exist to support concerted action on tobacco

use reduction, there is a lack ofclariry regarding

sex-related and gender-related effects and solu-

tions. In addition, there is little direcrion or

information showing how to approach the issues

in different cultural contexts across different
levels of development. At the same time, the

tobacco industry continues to extend its purview

across subpopulations, with a particular interest

in girls and women across the globe.

Initiation
Approximately 24o/o of smokers start by age l0
(\fHO, 2003a). At the population level, initi-
ation is influenced by education and socioeco-

nomic status: people of higher socioeconomic

status usually begin smoking first, and males

before fema.les. These patterns support the four-

stage model of the diffusion of tobacco use

across a population (rre "Four stages of the

tobacco epidemic" above). By Stage 4, the link
berween socioeconomic status and tobacco use

is reversed, with people of low socioeconomic

status and disadvantaged groups being most

likely to smoke. Generally, girls and women have

been extensively targeted in advertising, focus-

ing on themes of social and sexual desirabiliry

and independence (United States Surgeon

General, 2001: l6). Secondly, the accessibiliry of
tobacco affects uptake, with girls less likely to

purchase commercially and more likely to

acquire tobacco from social sources (Greaves et

al., 2004; United States Surgeon General,

2001:454). However when girls aftempt to pur-

chase commercially, they are generally more

successful (Greaves et al.,2004).

European research indicates that girls and boys

o<hibit some different pacerns in fieir reasons for

smoking, such as coping with different negative

emotions, enhancing friendships or co-con-

sumption of other substances (Lambert et al.,

2002). For example, peer approval positively
correlates with smoking in girls more rhan in

boys, and rebelliousness and sociabiliry indicate

a propensiry to smoke in more girls than boys.

Aghi et al. reflect that smoking among closest

friends is highly correlated with smoking among

adolescents (Samet & Yoon, 2001:55).

However, in general, the research on gender dif-
ferences in susceptibiliry to initiation is either

missing or inconclusive for many psychosocial

dimensions of tobacco use, and biological and

genetic research investigating sex and gender

differences is in its infancy. Of particular impor-
tance will be the sex differences regarding

responses to nicotine among adolescents and

the trajecrory ofaddiction. Specific research into

gendered differences in smoking behaviour will
be important, further clarifring issues oF the

apparent lower consumption per day of girls and

women, the preferences for different tobacco

products berween females and males and the

differences in inhaling and other aspects of
smoking behaviour.

Maintenance and cessation

The maintenance of robacco use is driven by a

growing dependence and eventual addiction to

nicotine, enhanced by psychological reinforce-

ments. Smoking in women is reinforced by less

5
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nicotine than in men (Perkins et al., l99l).
Recent genetic research indicates thar there are

sex differences in the metabolism of nicotine,

which may play a role in the trajectory of addic-

tion, maintenance patterns and responses to

cessation interventions (United States Surgeon

General, 2000). In addition, women may be

less confident than men in their abiliry to quit,
and generally have fewer successful smoking
cessation attempts and more relapses than men
(Samet & Yoon, 2001:122). Numerous studies

have established that women have more diffi-
culry in quitting than men (Osler et al.,1999),
and more difficulry in remaining abstinent after

quitting (Perkins et al., 1991) and that nico-
tine replacement therapy may be Iess efficacious

among women than men (Samet & Yoon,

2001). The reasons are largely unclear (Vetter
et al., 1999) but may reflect psychosocial reasons

such as lone motherhood and the related caring

burdens of low income women (Graham &
Der, 1 999), concerns about weight gain or body

image or low education (Osler et al., 1999).

Biological responses to nicotine differ berween

males and females and possibly between dif-
ferent genetic groups, ethnic or "race" based

categories of people . For example, there may be

sex differences linked with different responses

to nicotine in male and female bodies and inter-

actions for women with hormones related to the

menstrual cycle (Perkins et al., l99l).

The transtheoretical model of the stages of
change, often applied in order to understand

cessation processes, may involve a different
process for women compared with men
(O'Connor er al., 1996). Clearly, it is being

argued that the process of change is difierent
for pregnant women compared with others
(Stotts et al., 1996), which may explain high
postpartum relapse rates despite high cessation

rates during pregnancy (Stotts et aL.,2002).

However, education also affects the likelihood
of cessation. And while recent research on
13,000 older smokers in four developed coun-

tries has not been sex-differentiared (Yong et

a1.,2005) it points to the defences that older
smokers have built up regarding cessation. After
decades of smoking, "addictive srock" builds
up, making cessation more difficult physio-
logically as well as psychologically.

\W'HO released a report on smoking cessation

and treatment oftobacco dependence in2003
(\fHO, 2003b). It covered many behavioural

interventions, as well as numerous pharmaco-

logical interventions, and concluded that it is

cost-efFective to invest in cessation programming

and training at the country level. Nonetheless,

cessation strategies need to be developed in the

context of a comprehensive tobacco policy in

order to be effective. Pursuing effective and

comprehensive cessation programmes and policies

is a critical element in reducing the toll from
tobacco. 'WHO estimates that, if increased ces-

sation results in a 50o/o reduction in consumption

of tobacco, about 180 million deaths could be

averted by 2020 (\fHO, 2003b:xvi). This pro-
jection is compared with a 50% reduction in
initiation among youth, which would result in
20 million deaths being averted by 2030 |X/HO,
2003b:xvi). This demonstrates the critical
importance of pursuing a cessation straregy as

part of a comprehensive approach, and its direct

benefits in terms of reducing morbidity and
mortaliry.

6
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With a view to irnproving fetal health. Hence,

there has been widespread clinical research and

intervention locused on pregnancy, assuming

that this would be a good entry point for ces-

sation programmes to address smoking among

women in general. Prcgnirnt women often quit
using tobacco during pregnancy, but approxi-

marely 20o/o-30olo of pregnant women in North
America continue to smoke during pregnancy

and by one year postpartum approximately 70o/o

have relapsed. Pregnant smokers come under

continued scrutiny and are given extraordinary

attention in health interventions. Most of this

attention is fetus-cenrred, with little attention

to the psychosocial factors behind tobacco use

for the women involvcd. In this way, it has not

always contributed to continued cessation

(Creaves et al., 2003).

Male-specific tobacco use interventions are

much less common, despite the identification
of at least rwo sex-specific tobacco use issues.

Tobacco use is u risk factor for erectile dys-

funcrion, alrhough thc actual causal basis needs

more study (United States Surgeon General,

2004). A variery o[ tob:rcco exposures, includ-
ing both active and passive smoking, are asso-

ciated with this problem. Both the ingestion of
nicotine and the chronic v:rscular damage caused

by smoking appear to contribute to erectile dys-

function in men. Similarly, research has investi-

gated linla berween sperm qualiry and smoking,

but has yet to pinpoint the:rctual effect of smok-

ing compared to or in the context of occupation-

al exposures or other conftrunders (United States

Surgeon General, 2004:534).1-o date, there have

been no consistent, widespread public interven-

rions about tobacco use and male fertiliry the

effects of male tobacco use on conception or the

eFFect of passive smoking on pregnant women

and infants.

Sex, gender and health impacts
There have been several key reports and con-

ferences outlining the gravity of the tobacco

and health question for both women and men

(United States Surgeon (ieneral, 2004). The
main consequences of smoking are heart disease

and stroke, chest and lung diseases (including

lung cancer) and several other cancers. As much

health research has traditionally relied upon
male standards and symptoms, much initial
research and practice in tobacco-related areas

hirve irlso focused exclusively on males. As they

were the first to take up smoking, they were

also the first to exhibit the health effects of
tobacco use. Hence, some of the more generic

rcports have often been based on research or

clinical pracrice with men. Generally, both sexes

flall victim to the morbidiry and mortaliry asso-

ciated with the diseases listed above, but there

is growing evidence that these diseases and effects

also have sex-specific elements. For example,

women get lung cancers at lower exposure than

mcn, and adenocarcinomas:lre more prevalent

among women smokers th:rn men, and may

result from gendered smoking behaviours (inhal-

ing more deeply) and/or gendered products
("lighr' cigarettes) thar were designed for women

(Payne, 2001; INWAT, 1999; Samet & Yoon,

2001; IN\7AI, 1994;Joossens & Sasco, 1999).

Finally, the effects oftobacco use on the trajec-

tory oflung health, evidenced by diseases such

as cancer and chronic obsrructive pulmonary
disease, are sex-differentiated, with women expe-

riencing different and faste r developments of
lung disease, starting in irdolcscence.

-I'here 
are sex-specific eftfects on both male and

female reproductive systcms and capabilities.

Additional female health conditions affected by

tobacco use include cervical cancer and bone

disease and enhanced mortality from breast

cirncer for women who smoke (Fentiman et al.,

2005). The effects of smoking during pregnancy

are numerous and well documcnted, and include

difficulties with labour, delivery and breast-

fceding, low-birth-weight infants and possible

long-term effects on child behaviour and a

7
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propensiry to nicotine addiction in later life (see

United States Surgeon General, 2004, Chapter 5;

Urr i ted States Surgeon General, 200 1 :27 7 - 307 ) .

Specific effects of smoking on male and female

children and adolescents are less well documented.

There is evidence that smoking has an effect on

children whose bodies are still growing, and may

have an effect on the later development ofdiseases

such as breast cancer in women (Band et al., 2002).

These direct exposures are often combir.red with
exposures to secondhand smoke. lncre:rsing evi-

dence points to significant effects olt exposure to

secondhand smoke on all populations. Howevet

there are sex- and gender-specific effects of non-

smokers' exposure to secondhand smoke, from

arnount of exposure (more women than men), to

rates of lung cancer among nonsnrokers (more

women thar men). Hence, in many countries wifi
low smokir-rg rates among women, exposure to

male smokers is a women's heal*r issue. In addition,

the often gendered roles of caregiving and manag-

ing family health are affected by increased mor-

bidiry in men and increased family poverry and

compromised nutrition due to smoking.

Other fbrms of tobacco use, such as reverse

chutta, bidi smoking, chewing or snuff, con-

tributc to head, neck and oral cancers, in addi-

tion to the health effects mentioned above. These

rypes of exposure are often linked wirh country-

specific practices or concentrated in specific

regions, such as South Asia or Scandinavia
(Greaves, Jategaonkar & Sanchez, 2006). Finally,

occupational exposure to nicotine or tobacco

in the growing and processing industries oFten

affects women who are involved in the produc-

tion of tobacco. \fomen in this industry often

experience "green sickness;" rhe entry oFnicotine

through the skin, which causes or contributes to a

range oFhtzl& effecs such as nauser, fatigue, weak-

ness, headache, abdominal cramps, breathing dif-

ficulties and fluctuations in blood pressure and

hert rate (Lrmpaign for Tobacco-Free Kids, 200 1 ).

Less direct, but nonetheless important, conse-

quences stem from the effects on family micro-

economics of the reduction or diversion of dispos-

able income attributable to tobacco purchases,

and the conversion of food production to
tobacco production, both of which have an

impact on family health and nutrition. In addi-

tion, when the health effects of tobacco use

emerge, the costs associated with health care,

chronic disease and premature loss of income

affect thc whole family. In these cases, deperrd-

ing upon thc sex-specific rates and pattcrns of
smoking, the health effects will be sex-specific

as well. For example, if male smokers are more

prevalent (in a Stage 1-2 country, for cxample),

the nutrition-related and economics-related

health consequences may be the issues for
women and children and the tobacco-relared

health consequences the major issues for males.

B. Gender-responsive tobacco
control interventions
A number of key reports and conferences out-
line the graviry ofthe tobacco and health issue

for women (United States Surgeon General,

2001; INWAT, 1999; Samet & Yoon, 2001;

IN\fAT, 1994; loossens & Sasco, 1999).As
mentioned above, previous generic reports have

often been based on research or practice with
men, reflecting men's earlier uptake of tobacco

and a general male bias in science. In the 1980s,

it was pointed out by women researchers that

issues related to women and smoking were not

limited to pregnancy and fetal health, and that

dedicated arrention needed to be paid to the

effects o[tobacco use, marketing and prevention

and cessation interventions on women
(Jacobson, 1981; 1986).

More reccntly, researchers have begun to focus

on the gendered ef:fects of policy, particularly
on women (IN\7AT Europe, 1999; (lreaves &
Barr, 2000; Horne et al., 1999) and on vulner-
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able populations (Greaves er al., 2004). The his-

torically unequal attention paid to women and

tobacco is contir-ruing to be remedied as con-

stantly emerging sex (biological and physiolog-

ical) and gender (social, economic and cultural)

differences are noted in research and practice, and

questions are raised about sex-sensitive and

gender-sensitive responses to policy (Creaves et

al., 2006; Greaves & Jategaonkar, 2006).

Most of the analysis pertaining to gender and

tobacco use and policy has been focused on

women as a means of redressing the relative lack

oF attention in research and the lack of com-

prehensiveness in addressing women's health.

Howevet rhe application ofla gender-based analy-

sis has often served to illuminate the situation

of men and boys as well, if not explicitly, then

indirectly. In some cases, sex-based and gender-

based comparisons are made to sift out the effects

on women, thus identifring male patterns of
use, response and experiences. In other cases,

identi$ring the gendered aspects of marketing

and intervention has led to greater under-

standing of male experiences of smoking and

responses to promotion and intervention.

Integrating gender into policy and programme

responses to tobacco use is a critical issue. Much

of the past work in tobacco control has been

gender-blind, ignoring the impact of gender,

and indeed androcentric, being based on male

experiences, trends and effects.

Christofides (2001 : t 66) adopts Kabeer's (1994)

rypolory to discuss gendered policy with respect

to tobacco use. ln this schema, gender-neutral

policies are those that aim to equalize as a result

of their application, and Christofides suggests

that this approach would lead to customized

planning and poliry-making in response to age.

sex and socioeconomic-status-differentiated
trends and rates (Christofides, 2001:166).

Gender-specific policies advocate specifically

on behalf of women, in order to redress past

neglect, according to this approach. Gender-

redistributive approaches to tobacco policy
development would serve the dual goals of real-

locating resources to previously neglected policy

areas, and increasing the involvement of neg-

lecred groups (women, smokers, poor people) in

the development of policy and planning.

Vhile this is a useful model, it is important to

note that there is no uniform use oFterms, and

indeed some may interpret a gender-neutral

policy as "having no differentiated effects" rather

than being aimed at eliminating differences. In
general, though, any policy or plan taking sex

and/or gender into account is often mistakenly

referred to as "gender-sensitive", whether it
merely counts by sex category, addresses the

dynamic and relational concept of gender, or
moves to consider the interactions of the rwo

concepts as they address elements of tobacco

use and responses to policy.

Gender mainstreaming is an additional con-

cept, referring to the horizontal movement of
gendering research, policy or planning across

sectors, policy areas or organizations. Gender

mainstreaming is mandated in WHO gender

policy (see \flHO, 2005b). This policy has been

developed in the context ofunderstanding health

as a human right and adopting equiry in health

as a goal. Both ofthese principles underpin the

\7HO Framework Convention on Tobacco

Control and support a framework that offers

considerable opportunity for the future devel-

opment of responses to global tobacco use. In

short, there are several mechanisms and

approaches that need to be considered and/or
integrated into future plans under the

Framework Convention in order to consider

gender in tobacco policy more adequately.

Gendered rights to health
The opportunity for health, access to health

services and information and the abiliry to make

or participate in decisions concerning health

9
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arc all kcy :rspects of the right to enjoy health.

Specifically, with respect to tob.rcco marketing,

use and programming, both women irnd men

need ftrll information about the sex-specific

effects of tobacco use, access to gcnder-specific

programmes and the opportuniry to be con-

sidered and/or participate equally in research

regarding tobacco use and interventions. In
addition, women and men necd equll protec-

tion fiom gendered advertising and marketing

and thc development of sex-spccific tobacco

products by transnational tobacco companies.

Finally, both women and men necd gcnder-sen-

sitive information about, and protcction from,
secondhand smoke and occupational exposure

to tobircco or nicotine.

Articulation and protection of all of these as

"rights" firrm the basis of a ncw discourse on

tobacco use and tobacco control, and will assist

in cqualizing opportunities for health between

men and women and boys and girls across the

world.'fhis approach will also broaden the base

for tobacc.r control intervenrions.

This discourse is universally applicable. It Forms

the basis of an equity-based framework
responding to disadvantaged groups or popu-

lations who are unequally affected Lry tobacco

usc. In developed countries, these arc oFten

young persons, those with low socioeconomic

status irnd individuals oF indigenous descent.

In low-income and middle-income countries,

they may be larger groups and wider cross-sections

of the population, first predominantly male and

later, as the stages of the tobacco epidemic evolve,

more ge nder-balanced subpopulations. In addi-

tion to young people, they may include specific

occupational groups, educational groups or
regional populations. These subgroups also dis-

play gendered patterns ofuse, further speci$ring

the effects oftobacco uptake and the patterning

of usagc trends.

For womcn, the rights associated with tobacco

information and control dovetail with United

Nations 2rgree ments regarding women and chil-
dren, such as the Convention on the Elimination

ofAll Forms of Discrimination against \i7omcn

(CEDA\7) and the Convention on the Rights

of the Child, which help to create legal frame-

works for social and public health policies. The
Convention on the Elimination of All Forms

of Discrimination against \Women, for example,

has existed for over 25 years and has been ratified

by 185 countries (as atJune 2007),all ofwhich
are legally required to uphold it. The
Convention is important because it rccognizes

the global existence of patriarchal relations in

both the privirtc :rnd the public spheres and the

resultant inecluality of women (Abaka,

2001:202). Article 12 specifically requires the

elimination of discrimination in health care,

which would include health information about

tobacco or pharm:rcological treatments for tobac-

co addiction. Article I 1(l)(l) offers protection by

ensuring healthy working conditions, which is

relevant to secondhand smoke regulations.

Tieaties and ltrameworks are mutually reinforc-

ing. The \WHO Framework Convcntion on
Tobacco Control could be firrther strengthened

in conjunction with the Convention on the

Elimination of All Forms of Discrimination
against Women and the Beijing Platforrn for
Action, adopted at the Fourth World Conference

on \7omen (tleijing, China,4-15 September

I 995), since the various opportunities exisring

within these treaties can iteratively feed each other.

For example, in the review and appraisal of the

implementation of the Beijing Declaration and

Platform for Action ("Beijing + 10" - New York,

28 February-1 1 March 2005), attention is drawn

again to a range of persistent issues, all of which

directly or indirectly contribute to increases

in tobacco use or negative effects oftobacco pro-
duction and policies on women and girls.
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A large gap exists bctween policy and
practice which neads to be explicitly
addressed. Persistent gtps in all regions

included low leuels of ruomen's represen-

trttion in detision- mtking posirions:

s tere o typ ica I a tti tu des a nd dis cri m in atory

practices; and discrirnirtation in employ-

men t, inc ludi ng o ccup d ti o n d I s egregati o n

and wage gaps. Violtnce against wom(n,

including domestic uiolence, was noted as

a major challenge worldwide. In some

regions, Gouernments noted dispropor-

tionately high pouarty leuels among
uomen, and their insu/ficient access to or

connol of economic resources. Gouernments

abo noted the serious impact of conflict
on taomen, and including gender based

uiobnce. Member States Countries rEorted
the preualence oJ' HIV/AIDS among

women and trttfriching in women and girls.

(cEDA\fl,2005)

Finally, linla to the international women's health

movement, a key part of the woment move-

ment, are critical and can be facilitated through

international organizations, nongovernmental

organizations and conferences. The International

Network of 'Women against Tobacco (INVAT

- *,rvr.r,.irrrvrtr.org) is a key partner in bringing
together the issues of women's rights, health

and tobacco control. 'f he goals of IN\X/AT
include reducing robircco use among girls and

women, spreading information and sharing

strategic responses to women's and tobacco

issues, supporting won-ren-centred prevention,

cessation and policy, promoting female leader-

ship, integrating women and gender issues into
world conferences and supporting the VHO
Framework Convention. INWAf has over 1500

members worldwide across all regions.

-fhe notion that "women's rights are human

rights" has been reaFflrmed over the years, in

the Vienna Declaration and Programme of

Action, adopted by the \florld Conference on

Human fughts (Vienna, 14-25 June 1993) and

the Beijing Declaration from the Fourth World
Conference on Women in 1995. This set the

stage for expansion of the WHO Framework

Convention and for integrating woment equiry

goals into human rights activities. Certainly,

rnany of the issues noted by the Beijing + 10

review are human rights issues and will conrinue

ro be regarded as such. l-inks to the emerging

men's health movement may be equally impor-
tant in the future, in order to ide ntify which, if
any, issues are indicative ofrnent gender-based

inequalities in health, human rights or economic

security.

For children, the issues o[ tobacco have been

embedded in childrent rights within the frame-

work of the United Nations Convention on the

Rights of the Child:
(h t t p://rvrvrv. rrn l'rch r.ch/h t nr I /nrcn rr2/(r/crc/rrca

tit's/crc.lrtrrr; see also WHO, 2001). This covers

thc health damage to children from smoking

and frorn exposure to secondhand smoke gener-

atcd by adults, tobacco marketing and occupa-

tional and child labour issues connected with
tobacco production. Approximately 700 million
children are exposed to secondhand smoke

worldwide (WHO, 2001:5). In addition, States

are encouraged to consider providing diverse,

accurate information to children about tobacco,

protecting them from hazardous work and pro-

viding an adequate standard oFliving for them.

However, the Convention does not separate

considerations for girls and boys, nor does it
apply a gender-based analysis to the issues of
tobacco use, exposure and labour, all ofwhich
should be important futurc considerations.

Gendered rights to economic progress,
power and stability
The global gender gap is a measurable phe-

nomenon. The 2005 report by the \World

Flconomic Forum (Lopez-Claros & Zahidi,
2005) measured the global gender gap using

11
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five different measures (educational attainment,

economic participation, economic opportuniry

political empowerment and health and well-

being). The results indicate that the gender gap

exists across all levels of development, with the

greatest gaps in countries in the Middle East

and AFrica (specifically Egypt, Jordan, Pakistan

and Tirrkey). The closing of the gender gap for

these socioeconomic measures tends to corre-

spond with the closing of the gender gap in
smoking prevalence as woment smoking rates

increase. For example, Sweden has the highest

ranking on the gender gap scale, with small dis-

crepancies on these indicators, and is one o[the
few countries in the world that has a higher

prevalence of women smokers than men

(tN\yAf,2004).

Most of the world's smokers (84oh) live in devel-

oping and transirionaI economy countries
(\7HO, 2004a:3). However, tobacco use is

linked wirh poverry more generally. In Stage 4

countries, For example, the poorest segments oF

the population exhibit the highest rates of
smoking. Certain subgroups of populations in

rich countries, such as indigenous peoples, are

also disproportionately poor and are often at

risk flor similar effects of tobacco use as people

in the world's poorer nations. Given that women

are more likely to be poor than men, even in

the richest countries, the effects ofttobacco con-

sumption and production remain a gendered

phenomenon.

The Millennium Development Goals
(http://rwvrv.trn.orgy'n-rillennitrrngorrls/), proclaimed

in 2000, were aimed at alleviating poverry and

hr.rnger and improving health and economic

progress in the world's poor nations. One of
the goals is to promote gender equality and

empower women, and another is to improve

maternal health. tbacco control is closely linked

with the achievement of the goals, as tobacco use

leads to death, exacerbates poverty, contributes

to world hunger by diverting prime land away

from food and reduces economic productivity
(Esson & Leeder, 2004:2; Shah, 2005). These

efitcts are gendered, as males take up smoking

first and have more political and economic

power in all countries. These patterns aflfect

household incomes, access to food and use of
agricultural land.

Females often bear the brunt of the uptake of
smoking and globalization through malnutrition

in their children, exposure to secondhand smoke

and loss of principal breadwinner, agricultural

land and flood securiry. fu the tobacco epidemic

develops, sex differences in the trends of uptake

and consumption of tobacco products are

diminishing. fhis will mean that, in addition to

the above burdens, women will increasingly

suffer From poor health, economic losses and

the effects oFworking in the tobacco industry.

All of these effects may be gendered and

enhanced by economic losses at the country

level, increased health costs and loss ofproduc-
tiviry. Clearly, progress toward the Millennium
Development Goals related to gender and/or
women's health will be significantly set back by

projected increases in tobacco use and produc-

rion in devcloping countries.

Both children and women are disproportion-

ately affected by engagement with the tobacco

industry, particularly in developing countries.

Shoba and Vaite (2002), with PATH Canada,

released a report on tobacco and poverry in India

and Bangladesh, detailing the health, sexual and

12
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economic abuses imposed on women and chil-

dren who worked in industries such as bidi-rolling

or tobacco production. In addition, forcing girls

to spend their time bidi-rolling is seen as a

method of social control, preventing them from

pursuing education or other activities. Many
street children in these countries also consume

tobacco in a variery of forms (Shoba & Vaite,

2002).

Tobacco farming, on the other hand, is oflten

controlled by men, and many farmers are linked

to or registered with transnational tobacco com-

panies, such as British American Tobacco (BAI).

Even so, these farmers rely heavily on household

labour for their operations, usually involving the

women and children. These farmers are often

struggling with low market prices or poor yields,

and nonregistered Farmers are often more exploit-

ed by the tobacco companies and receive lower

prices for their products (Shoba & Vaite, 2002).

The tobacco industry often paints a deceptive

picture for poor farmers. It asserts that tobacco

is an essential industry to the economy and hence

acquires farmers' land for a lucrative cash crop.

In realiry, the farmers sacrifice their land and

their health. As wel[, their spouses (usually wives)

and children act as unpaid labour and often end

up dependent on tobacco (Campaign forTobacco

Free Kids, 2001). Furthermore, the tobacco

industry overestimates the importance of the

crop for employment in developing countries
(Campaign forTobacco Free Kids, 2001; \Warner

& Fulton, 1995). For example, Malawi reports

157 ,000 people growing tobacco, but this trans-

lates into only 93,000 people who are employed

Full-time or are dependent on tobacco cultiva-

tion (Campaign forTobacco Free Kids, 2001).

Tobacco is simply not profitable for small flarms

in poor countries. Growing tobacco requires

costly fertilizers and pesticides and is very labour-

intensive, with much of the labour provided by

farmers' fam ily members. Although ftarmers may

receive high prices for their crops per unit of
land, the actual returns after considering the

high input costs is often less than for alternative

and realistic subsistence crops (Campaign for
Tobacco Free Kids, 2001). In Brazil, it was

predicted that, in 1998,35o/o of tobacco growers

would finish the harvesr owing more money to

the tobacco companies than they earned
(Campaign for Tobacco Free Kids, 2001).

Both children and women are disproportion-

ately affected by tobacco production, particu-

larly in developing countries. fu in the majoriry

of agrarian socieries, women are not landowners

or land operators and often have no control over

crop choice. Children are often used as agrarian

labour with little choice. The same pattern is

true in tobacco farming, as both women and

children are burdened with the consequences of
growing and manufacturing tobacco. "In the

tobacco season we have a lot of work and we

have little time to cook for our children", says

the wife of a Farmer in the Migori district in
western Kenya who grows tobacco for BAT
(Campaign for Tobacco Free Kids, 2001:19).

In Zimbabwe, a women's organization activist

says: "The worst who suffer are women who are

growers. The multinational corporations exploit

women working in tobacco fields and tobacco

barns, as they work for very low earnings".

Vorking with large amounts of toxic agro-

chemicals used for farming tobacco can be

deadly, parricularly for farmers in poor countries

where there are no safery regulations in place.

Many workers wear no protection and have

direct contact with the chemicals. Men, women

and children suffer from vomiting, uncontrol-
lable bleeding and dizziness. "Children are

directly exposed to a cocktail of highly toxic
agrochemicals. In addition, children who pick
tobacco can end up with a rype of nicotine poi-
soning caused by absorption ofnicotine through

the skin" (Weissman, 1997).-fhe effects on

marernal and fetal health are devastating.
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Rcscarch by the Campaign lor Tobacco Frce

Kids (2001) discovered reports of unexplained

miscirrriages among women working in Kenya

and high rates of defbrmed babies among
indigcnous Huichole women in Mexico.

'Iirbacco farming and consumption detract from

economic progress, power and srabiliry further
by preventing children fiom going to school.

In mirny poor countrics, children in rural arcirs

do not attend school beyond the primary years

or, in some cases, at all. Flven more discourag-

ing is tl'rat, in some countries where education

is free, such as Malawi, children are often
requircd to help feed their lamilies by working
on tobacco farms. A report by Fyfe (1998) on

child labour in agriculture says that children
living on tobacco estates are working full-time
or part-time and are gcncrally not attending
school. Given that girls:rre less likely to be sent

to school in developing countries to begin with,
thcy rnay be at an even grcirter disadvantage

(uNrcEF,2005).

'fhc detrimental eF[bcts of industry involvement

at all lcvels (farming, advcrtising and consump-

tion) are accelerated by globalization of mar-

kets, technology and tobacco imagery. Practices

such as Internet-based advertising and tobacco

sales are facilitated by globaliz:tion and commu-

nications technologies. Forccs such as these act

as accelerants to spread tobacco around the

world. Globalization processes are also gen-

dered, and therefore can also accentuate thc
gendered efFects of tobacco.

In general, globalization shifis the work of
women and families into mass organized labour

and fbreign ownership, fncilitated by transna-

tional companies. The global cconomy Bencr-
ates capital largely through insecure, poorly paid

and deme:rning work, oFterr done by women or
disadvantaged workers.'l'he cfftects of globaliza-

tion are generally worse fbr wolnen in Stage I

and 2 economies, as they tend to end up doing
more work. As Moghadam (1999) states:

"women have becn gaining an increasing share

of many kinds of jobs but ... their labour-market

participation has not been accompanied by a

rcdistribution oIdomestic, household, and child-

care responsibilities".

To sum up, gendcr detcrmines roles and expe-

riences and interacts with sex-based differenccs

to :rffect health conscquences. There is no doubt

th:rt tobacco usc, production and [arming
increase or exacerbate poverry on an individual
basis, as well as at the Family, community and

country levels. These patterns are gendered :rnd

increasingly globalized, Further contributing to

or reinforcing global gender inequities.

The Framework Convention opportunity
'l'he WHO Framework Convention on Tobacco

Control (WHO, 2003c) is \i7HO s first public

health treary developed in response to thc glob-

aliz-ation and spread of the tobacco epidcmic.

It came into force in February 2005, and

has been ratified by 150 Member States as

oF September 2007. 'l'he \WHO Framework

Convention presents an opportunity For

global standard-setting in tobacco control, and

forms a stronger response to the global and

transnational tobacco industry. Its provisions

oFfer several opportunities for advancing gen-

dered understandings of tobacco use and

rcsPonses.

In the preamble to tl.re WHO Framework
Convention, deep concern is expressed about
indigenous peoples' use of tobacco, and irlirrm

expressed about the increase in girls' and

women's use, gender-specific risks and the esca-

lation in smoking among children and youth.
'l'hese concerns permeate Article 4 of the
Fr:rmework Convention, which delineates its

guiding principles. Article 4 states that thc par-

ticipation of indigcnous individuals and com-

rnunities, the recognition of gender-specific risks

and the engagement o[civil sociery in all eftbrts

under the Framework Convention are all criti-
cal to developing appropriate and gendered
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tobacco control strategies and policies. \While the

effectiveness of the Framework Convention
depends on the commitment that develops at

local, regional and national levels, the implemen-

tation ofArticle 4 will depend on the capaciry of
Contracting Parties to monitor, understand and

accommodate gender in their policies and plans.

The Framework Convention and its principles

offer a stellar opportuniry for raising global stan-

dards regarding the consideration and treatment

of gender and diversiry in planning, programmes

and policies in tobacco control. As described

above, it arlso offers critical opportunities for

interlocking strategies with other global conven-

tions or treaties on equaliry and protection of
women, children and human rights.

The Framework Convention includes several

provisions on a range ofissues From prevention,

through advertising, to production, trade and

tax. Vhile all oft the activities under the

Framework Convention, and in tobacco control

more general[y, can benefit from taking gender

into account, selected provisions are addressed

in more detail below, illustrating some key ways

in which gender could be introduced into the

policies resulting From the Framework

Convention. thking gender into account

involves identifring both sex differences and

gender influences and implies a diversiry-sensi-

rive approach. It also means that community,

country and regionally based initiatives must

conrplement larger comprehensive tobacco

policies and programmes. Given these caveats,

multidisciplinary approaches in both practice

and research are essential.

Gender-sensitive responses

(Addressing the demand for tobacco -
Articles 6, 13, L4 of the\7HO Framework

Convention)
Considerable research on the effectiveness of
comprehensive tobacco programming in devel-

oped countries has led to the conclusion that
multipronged approaches are required, and that

prevention and cessation programmes work in

concert with media campaigns, advertising reg-

ulations, taxation policies, communiry strategies

and counter-advertising. It is assumed that these

efforrs are synergistic and that population-based

economic and regulatory strategies have long-

term impact, while interventions of an educa-

tional or clinisrl nature are important at the indi-
vidua.l or small-group lwel (United States Surgeon

General, 2000).

It is not known, however, how to disentangle

the efFects olrthe various approaches, either to

measure rheir individual eFfects or to compare

them using similar measures. In general, little
research exists to show how these comprehen-

sive approaches differentially affect females and

males, or subpopulations such as indigenous

people, people on low incomes, people with
mental health issues or lone mothers, to name

but a [ew. Applying a full gender analysis requires

these cross-curting issues, both biological and

psychosocial, to be taken into account. These

diversities of experience clearly contribute to

initiation, maintenance and cessation of smok-

ing, as welI as creating differential responses to

tobacco interventions and policies.

The rise of tobacco use among girls and women

worldwide is linked with other Forces and issues.

For example, urbanization and modernization

along with other rapid social changes, com-

bined wirh aggressive advertising and market

developmenr by the tobacco industry, all affect

consumption and prevalence of tobacco (Brands

& Yach, 2002). Males in less developed coun-

tries will also be exposed to such social forces.

To intervene with these broad social and profit-
driven forces in effective ways will require gen-

der-scnsitivc and diversiry-sensitive prevention

and intervention approaches. These approaches

will need to reflect sex differences in responses to

tobacco, nicotine and various tobacco products,

as well as gender-related and diversity-related

influences on behaviour, social acirudes and prac-

tices. Inevitably, these processes are accelerated

1.,
I
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by globalization or markets and technology, as

well as practices such as Internet-based advertis-

ing and sales of tobacco.

There is little conclusive evidence to show what

works to reduce tobacco use among women,

compared with men. Despite numerous inter-
ventions from communiry to clinic, there has

been little systematic research analysing gender

and sex differences in countries ar various stages

of the tobacco epidemic. It is known that biopsy-

chosocial Factors are important to women, such

as pregnancy, fear ofweight gain, social sup-

port needs, identiry issues and depression, and

that these are linked with maintenance and ces-

sation patterns (United States Surgeon General,

2001). In addition, it is known that positive

heal*r behaviours, such as physical activiry show

a negative correlation with smoking.

Gender- and diversity-specific and
gender- and diversity-sensitive policy
(Addressing policy responses

Articles 6,8, 16)

Comprehensive tobacco policies have several

components, which are developed in concert

and expected to work together synergistically

in a region, country or community. These

approaches include a range oFpolicies, such as

tax and price, restrictions on smoking locations,

sales to minors, advertising and marketing
enforcement, communiry programmes, surveil-

lance, etc. (see INWAT, 1999 or \fHO, 1998

as examples). More recently, in some countries,

the tobacco control movement has added
"denormalization" - i.e. activities intended to

reduce the social acceptabiliry oftobacco use -
as a component of comprehensive tobacco poli-
cies (e.g. Non-Smokers' Rights Association in the

United States ofAmerica, National Srrategy to

ReduceTobacco Use in Canada).

The first component of a comprehensive tobacco

policy is a national plan (WHO, 2004b). This
generally sers the stage for building infrastruc-

ture and capacity for programming, training
and research/evaluation. At this stage, gender

and diversiry mainstreaming need to occur, bur

in the past they often have not. The planning

stage represents an important enrry point for
mainstreaming gender and diversiry awareness,

as it will shape and define the rype of evidence

that is used to inform policies and programmes,

as well as the partners required to develop them.

This will enhance the effectiveness of the plan

by allowing for the development o[tailored and

appropriate approaches, as well as conveying an

assumption that tobacco use is gendered and

needs to be considered as such. In addition, it
will put the comprehensive approach and any

national plan on a basis more similar to those

of tobacco companies - where marketing,
advertising and producr development are gender-

sensitive and diversiry-sensitive.

In low-income and middle-income countries

grappling with the first or second stages of the

tobacco epidemic, gender and diversiry main-
streaming in national planning will put them

in a more favourable position than higher-
income countries were 50 years ago, when
responses to the tobacco epidemic were firsr

et si c'etait mieux

&
r=
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being developed. This is potentially the best

insurance against a long curve of prevalence,

and may actively shorten the structure of the

curve of the epidemic in low-income and mid-

dle-income countries.

Diversiry mainstreaming needs to include more

than identifiable subpopulations sharing cul-

tural or ethnic identities. In Stage 4 countries,

attention is increasingly turning to the com-

plexities of both subcultural and other cross-

experiences. There is increased evidence that

various experiences associated with disadvan-

tage, low socioeconomic status or minority
group status contribute to the picture of under-

standing tobacco use. Research data on these

multi-occurring situations is incomplete, but

increasing. .while some vulnerab[e groups such

as victims of violence or lone parents are over-

whelmingly female, there is generally an absence

of a sex and gendered analysis of these multi-
occurring issues.

Nonetheless, there are several groups that need

considerarion and examination in forward-

looking planning in countries that may not yet

be in Stage 4. For example, inmates of prisons

(AwoFeso, 2002; Voglewede & Noel, 2004) and

psychiatric institutions (Makikyro er al., 2004;

Margolese er al., 2004; Ramsey et al., 2002)

are much more likely to be smokers than the

general populatiorr. Over three quarters of
United Kingdom prison inmates smoke, and

over half are moderate or heavy smokers

(Richardson, 2001). \7omen who are single

parents (Siahpush et al., 2002; Siahpush, 2004)

and persons who have survived sexual and

physical abuse (Nichols & Harlow 2004), also

usually female, are more likely to smoke. Most,

if not all of these groups are often simultane-

ously dealing with a range of adverse health and

economic issues.

European research indicates that multiple disad-

vantages accumulate to influence both smoking

initiation and cessation (Kunst et a1.,2004).

In Britain, four factors related to socioeconom-

ic status were independent predictors of smok-

ing, and prevalence among women who expe-

rienced all Four was73o/o, compared wirh 460/o

among women who experienced only one

(Graham & Der, t 999). In Germany, for exam-

ple, quitting rates were lowest for groups expe-

riencing disadvantage in all three aspects of
socioeconomic status, low education, income

and labour force participation (Helmert et a[.,

I 999).

Other subpopulations, such as homeless people,

are also emerging as a focus of study (funsten et

a|.,2004; Butler et a1.,2002) as they are vul-

nerable to higher-than-average rates of tobacco

use. Finally, while not necessarily of low
socioeconomic status, groups such as gays and

lesbians (Austin er al., 2004; D'Augelli, 2004;

Hughes & Jacobson, 2003) experience discrimi-

nation and limitations in everyday life, which

may link to their higher than average tobacco use.

It is important to note that both biological and

social factors interact to create vulnerabiliry. For

example, children of women who smoked while

pregnant are more likely to become smokers

owing to biological predispositions established

during fetal development (Kandel et al., 1994;

Niaura et al., 2001). Additionally, children

whose mothers smoke are also more likely to
smoke owing to the effects of role modelling
(Chassin et al., 2002; Faucher, 2003). Other

biological processes may be at work, contribut-

ing to the vulnerability of persons with mental

health diagnoses to tobacco use, as they combine

nicotine with other drugs, and/or use nicotine

to calibrate their own biochemical states

(Gamberino & Gold, 1999; Levine et al., 2003;

United States Surgeon General, 2000).

Applying a fi.rll gender analysis requires fiese cross-

cutting issues, both biological and psychosocial,

to be taken into account. These diversities of
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experience clearly contribure ro iniriarion, main-

tenance and cessation of smoking, as well as cre-

ating differential responses to tobacco inrerven-

tions and policies. V4rile it took Stage 4 counrries

several decades to acknowledge these rrends, and

they are only now responding, developing furure

global tobacco policy direcdons could be informed

by these analyses from this poinr forward.

What are the implications o[addressing gender

in the \WHO Framework Convention?'il/hat do
we know about sex and gender issues in the
responses to the regulations governing sales to
minors (Article 16), taxation (Article 6) and

smoking location restrictions or bans (Arricle 8)?

Sales restrictions: Girls are less likely ro arrempr

to purchase cigarettes (Hinds, 1992), but are

more likely than boys to be acquiring cigarettcs

from noncomrnercial sources ((iastrucci et al.,

2002). Among teens who do arrcmpt to purchase

cigarettes, girls are more likely ro be successful

(Klonoff et al., 1997).lnterestingly, both the
gender of the teenager and rhe gender of the

merchant may play a role in whether or nor a

purchase attempt is successful, with one srudy
observing that female clerks irre less likely ro
sell cigarettes to minors rhan male clerks
(Klonoff et al., 1997). The srudy by Klonoff et

al. (1997) in the United Stares of America indi-
cated that the effectiveness oltsales restricrions
may also vary by ethnicity, finding that Larino
teenagers were significanrly more likely to pur-
chase cigarettes successfully compared with
Vhite teenagers, and Latina girls four times
more successful than Latino boys.

Thxation and pricing policies: Among srudics

rhat have exanrincd taxation or price increases

as a tobacco control measure, the evidence indi-
catcs thar this is an efFective srrarcgy in crearing

substantial reductions in smoking among the

general population and also among people living
on low incomes, although it is unclear whether
(or how) women may differ fiom men in their
response (Biener er al., 1998; 2000; Chaloupka

& \Wechsler, 1997; laugcscn & Swinburn, 2000;

Farrelly et al., 2001 ; Townsend, 1987; Stephens

et al., 2001). There are divergent results which
fail to indicate whether women and men di{:Fer

in their pricc-responsiverrcss ro cigarctrc tax

increases. Farrelly et al. (2001) repoft rhar women

in the United States of America are more price-
responsivc than men. They also nore rhar rhe

nature of the response diffcrs greatly, with women

being much more likely to quit smoking in
response to a price increase, and men more like-
ly simply to reduce the number of cigarettes they

smoke. Varying results have been found in other
countries, with Borren & Sutton (1992) also

reporting grcater pricc-rcsponsiveness among
women in a UK samplc but Stephens et a[.

(2001) reporting equal price-responsiveness

among women and men in Canada.

Studies also report that tax increases do encourage

smoking cessation among both men and women

living on low incomes and, in fact, thar low
income indicates greater price-responsiveness. In
an analysis of l4 years of National Health
Interview Survey (NHIS) data in the United
States o[ America, Farrelly and colleagues
(Farrelly & Bray, 1998; Farrelly et al., 2001)
showed that individuals with an income ar or
below the median income for the sample
(including both women and men) were ftour

rimes as price-responsivc ro cigaretre rax

increases as the higher-income group.

Chaloupka & Pacula (1999) examined cross-

sectional data from American high school stu-

dents and found that the taxation of tobacco

products was less likely ro result in a decrease in
smoking prevalence in girls than in boys. Lewit
et al. (1997) have also reported similar find-
ings. Consistent with the research carried out
among adult srnokers, Bie ncr et al. (l 998) have

observed that adolescenr smokers from low-
income households are also highly responsive

to price increases as compared with teens from
higher-income households.
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Diversity within a population also matters.

Chaloupka and Pacula (1998) analysed the gen-

der-specific and race-specific responses of youth

in the United States ofAmerica to price and tax

policics and found rher young men are rwice as

responsive to tax and price than young women

and that Black men are more responsive than

V/hite men. Farrelly et al. (2001) examined price-

responsiveness among three ethnocultural groups

in the United States of America: African-
Americans, Hispanics and \whites. Price-respon-

siveness was lowest among'White Americans,

with results indicating that Af:rican-Americans

were twice as price-responsive and Hispanic-
Americans were morc than six times as price-

responsive, even when income is controlled.

Clearly, more work necds to be done to establish

the gendered, age-related and diversity-related

responses to taxation and price increases. These

investigations need to employ mixed methods

in research, including qualitative approaches

and community-based surveys to establish the

actual effects ofthese increases on other behav-

iours, expenditures and health issues among

women, men and children.

Smoking location restrictions: There are

numerous possible restrictions or bans on smok-

ing in public places, such as those in restaurants,

bars or public buildings. In addition, in some

Stage 4 countries, private-space bans are being

encouraged and/or contemplated for future
policy directions. Both workplace and home-

smoking bans have been studied. \Workplace

smoking restrictions have a moderate effect in

decreasing smoking prevalence and cigarette

consumption. Partial bans are less effective in

influencing smoking patterns than a complete

ban. \lThile gender and socioeconomic status

have been considered in a small number of
evaluations, it is rare that both variables have

been considered concurrently within one study.

Smoking bans in the home also appear to be

associated with positive changes in smoking

behaviour among adults. Two studies have

shown that adult smokers who live in homes

where indoor smoking is restricted or not per-

mitted at all are more likely to be smoking fewer

cigarettes per day and contemplating or
attempting cessation (Norman et al., 2000;

Kegler & Malcoe , 2002).In their assessment of
workplace smoking restrictions among several

industry groups in the United Stares, Farrelly

et al. ( I 999) observed that workplace bans were

less likely to influence woment smoking preva-

lence as compared with ment.

Adolescents who live in homes where smoking

is restricted or not permitted at all are less

likely to experiment with cigarette smoking
(Proescholdbell et al., 2000) or are less likely to

move on to a later stage of smoking uptake
(Vakefield et al., 2000). Even among adoles-

cents who do smoke, there is evidence of a

positive benefit in maintaining a restricrive

home-smoking policy. In one report, adoles-

cents living in smoke-free households were 1.8

times more likely (95o/o Cl: 1.23,2.65) to have

quit smoking than those living in households

with unrestricted smoking (Farkas et al., 2000).

In a study rhat examined gender differences

among adolescents, Proescholdbell et al. (2000)

report that permissive home-smoking policies

are more strongly related to regular smoking
for girls than for boys.

Gendered responses to advertising,
environmental protection and health
professionals issues

(Articles 8, 13, 17, l8)
There are several other articles in the \7HO
Framework Convention that could be enhanced

with a gendered approach. For example, Articles

l7 and l8 regarding environmental protection

and health in the context of tobacco cultiva-
tion refer to many of the issues mentioned above

in the section "Gendered rights to economic

progress, power and stabiliq.' regarding gendered

rights to economic and other forms of securiry.
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As we have seen, these issues are clearly gendered.

Article 13, regarding advertising, promotion

and sponsorship, calls for a comprehensive ban

on these activities. Decades of history and expe-

rience with the tobacco industry's promotion

practices clearly indicate that a gendered

approach has been taken in tobacco advertis-

ing for at least 80 years. This has resulted in
"male" brands and "female" brands, supported

by tailored marketing campaigns and imagery.

Currently, these approaches are continuing in

countries without bans. In addition, gendered

and diversiry-sensitive advertising and promo-

tion continue to occur, as the industry focuses

on women and men in countries where tobacco

markets are being cultivated and tobacco use is

on the increase.

Further, sex-specific product development and

promotion began at least as early as the 1970s,

when the industry directed its attention to

creating products such as "light" and "s[im"

cigarettes, directed at girls and women and

manufactured with female physiologies in mind
(Joossens & Sasco, 1999). Even in countries

with bans, sponsorships often continue, usually

with a gendered component, as the tobacco

industry develops other means of supporting
its target markets and product exposure. An
attendant issue, specifically for girls and women,

is the use of females in marketing activities in a

wide array of countries. The traditional "ciga-

rette girl" of:rhe mid-20th centrrry conrinues to

be a feature of contemporary marketing prac-

tices in low-income and middle-income coun-

tries. These activities tend to exploit both sexu-

aliry and youth in engaging women for tobacco

industry marketing and promotional purposes.

futicle 8 refers, in part, to health workers. Health

workers and professionals have a special role to

play in tobacco reduction and prevention. They

often bear two responsibilities: to be smoke-

free themselves in order to model good health

behaviour, and to encourage prevention and

rreat tobacco users. To these ends, it is advis-

able to provide cessation support for health

professionals. The \flHO/CDC Global Health

Professionals Survey (GHPS) assessed the preva-

lence of smoking and attitudes towards and train-

ing in smoking-cessation counselling of health-

profession students in 10 countries (\fHO,
2005a). \While over 860/o of the students in
medicine, nursing, pharmacy and dentistry
believed that it is their role to give advice to

patients abour smoking cessation, some groups

continue to smoke at high rates.

In Albania, for example, pharmacy students had

the highest rate of smokin g ar 47.1o/o,65.8o/o of
male students and 38.9o/o of Female students
(CDC, 2005). In some Eastern European coun-

tries, smoking rates were higher among female

nursing, dental and pharmacy students than

among male students (CDC, 2005). In general,

male health professionals in these countries had

higher rates of smoking (CDC, 2005). However,

nurses in the United States of America and

Spain, who are predominantly female, have a

higher rate of smoking than doctors (Patkar et

aI.,2003; Nelson eral., 1994; Fernandez Ruiz

& Sanchez Bayle, 2003), and high rates ofsmok-

ing among Australian nurses have also been

reported (Hughes AM & Rissel, 1999). A study

by Patkar et al. (2003) found that four times as

many nursing students in the United States of
America smoke than medical students; and

femalc smokers in borh Broups were morc nico-

tine-dependent than male smokers.

Health professions in most countries are gen-

dered. The patterns differ, but in most coun-

tries the higher-status occupations tend to be

mde-dominated. These patterns are changeable,

but often female domination changes the sta-

tus ofa profession and can reduce its status and

economic reward. The vast ma.f oriry of health

workers, health visitors or family health man-

agers, however, are female. In addition, the

majoriry of nurses are female, so gender issues are
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of paramount importance in focusing practices

and policies and educating health workers.

Health professionals of all kinds need to include

gender considerations in their work, as men

and women require different tobacco cessation

approaches. Gender and sex differences pro-
duce different tobacco use and cessation pat-

terns between males and females, requiring
gender-specific cessation information, treat-

ment and support. The evidence that women

have less confidence in their ability to quit,
highcr relapse rates and lewer cessarion atremprs

(Samet & Yoon, 2001) suggests that women

require more support leading up to and follow-
ing their attempt to quit. Evidence also sug-

gests that nicotine replacemenr therapy is less

effective for women (Samet & Yoon, 2001 ) and

they may require more one-on-one cessation

counselling and educational activities, such as

journalling. Further, tobacco-related diseases

such as chronic obstructive pulmonary disease

or lung cancer are expressed differently in
women compared with men and require up-to-
date and sex-specific knowledge to diagnose

and treat them.

Gender-specific and gender-sensitive

research (Articles 2O,21 and22)
\(HO, in partnership with Research for
Inrernational Tobacco Control, has published a

global research agenda enritled Confronting the

epidemic (\wHO/RITC, 1999). This agenda

addressed high-risk populations (youth, women

and indigenous populations) and called For more

research dedicated to these groups. In addition,

Baris et al. (2000) identified research priorities
for developing countries which included basic

research infrastructure, standardized com mon

surveillance systems, network capacity and

resources. Overall, however, they identi$, the

need for multidisciplinarity and transdiscipli-

narity in tobacco research and regional repre-

sentation in developing research agendas and

directions across the world.

'Warner (2005) suggests that there are rich
opportunities for research in low-income and

middle-income countries, especially on the

differential effects ofprice and rax increases, the

issues involved in improving tobacco education

and cost-appropriate cessation therapies. He

also describes considerable barriers to research

in low-income and middle-income countries,

such as the low level of political will, interest

and economic resources to devote to tobacco

control, a situation greatly influenced by the

tobacco industry. In addition, the context in
low-income and middle-income countries, with
their many other health and economic issues,

often puts tobacco control low on the agenda.

In the light of these basic requirements and in

the face of these opportunities and barriers,

there is also considerable work to be done in
redressing gaps in research examining sex differ-

ences and gender influences in tobacco use and

control. Decades ofaddressing tobacco use as a

male health issue have led to the acquisition of
scientific knowledge relevant to men and male-

sensitive prevention, interventions and poIicies

that have often been presented and applied
generically.

There are clear opportunities for future research

to support the \l7HO Framework Convention
that can be developed in all regions of the world

concurrently. One is the re-analysis or second-

ary analysis o[ large datasets to identif, the sex-

differentiated knowledge that may already exist,

but is not recognized or remains unpublished.

A second is the development of a fully informed

research agenda that accounts not only for sex

differences and gender influences, but also for
the interaction of sex and gender as it affects

tobacco use and responses to interventions. To

complete this picture, attention to diversity
must be mainstreamed into ail Future research,

both within and benveen countries and regions.

This latter approach will ensure that due atten-

tion is paid to the (sometimes) large differences
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berween subgroups within a population and in

migrant populations, whose tobacco use profiles

often tell a very different story from the main

or host populations.

These efforts, by their very nature, must be

multidisciplinary or transdisciplinary. Indeed,

this more specific, sensitive and sharpened

research agenda will require assistance and facili-

tation from high-resource countries and

organizations, such as Research for International

Tobacco Control (Canada) and the National
Institutes of Health (United States of America).

If a further refined global research agenda is

developed that is responsive to gender differ-

ences, it will assist in reducing the tobacco epi-

demic in low-income and middle-income
countries. Given the historical and ongoing sex,

gender and diversiry-aware research c:rrried out
by the tobacco transnationals, it is imperative

that all further research in tobacco be similarly

designed.'fhe developed world erred in not

addressing the sex and gender differences in
tobacco use until well into the epidemic. Low-

income and middle-income countries have an

opportunity, with the advantage of this hind-

sight, to adopt a much more effective approach.

C. Conclusions and
recommendations

Much more research and evaluation is needed

to articulate a comprehensive analysis of the

gendered and diverse effects oftobacco control
policies. Better measures of responsiveness to

tobacco advertising and promorion, counter-

advertising and social marketing of positive
health promotion messages by gender and

group, across and within countries, is urgently

required. Most of the detailed research on effec-

tiveness ofpolicies has been conducted in high-

er-income countries, many of which are in Stage

4 of the epidemic. Much more research and

evaluation needs to be carried out in earlier-stage

countries in order to measure the consequences,

both intended and unintended, oftobacco con-

trol interventions and policies.

'l'here are marny potential unintended conse-

quences oF, and unanswered questions about,

tobacco control policies with respect to gender,

culture and issues such as low socioecor-romic

status, indigenous status or coexperiences such

as mental iilness, violence or discrimination.
Such issues are now emerging at the forefront

of Stage 4 research and evaluation agendas,

owing to decades of experience with broad and

blunt tobacco control policy and diFferential

rates of success with males and females and

various subgroups of the population. Some

cxamples include the effects on family food
expenditures and nutrition when tobacco prices

increase, gendered effects of secondhand smoke

policies on wonlen who may be lone mothers,

or in low-paid jobs, or the eflects of power com-

bined with gender in enforcing rulcs about

smoking in the home. When examining inter-
ventions with special groups, such as mental

health patients, inmates or victims of violence,

additional gendered questions arise regarding

appropriate cessation treatments, the role of
pharmaceuticals or harm-reduction policies.

Clearly, gender affects individual and group
responses to policy and vice versa (i.e. policy
has gendered outcomes). Combined with
income and culture, among other factors, gender

is a key variable in designing and testing all

forms of prevention of and response to tobacco

use. More nuanced policies and approaches that

take these differences into account and, more

importantly, prevent negative or deleterious

unintended consequences can be put into place

much earlier in countries making initial plans

or for those still in Stage I or 2 ofthe tobacco

epidemic.
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AJarming predictions about the trajectory of
the tobacco epidemic clearly indicate signifi-
canr sex-differentiated increases in tobacco use

with serious health and economic consequences

for low-income and middle-income countries in

the 2 I st century. (See, for example, the Tobacco

atlas (Mackay & Erilaen, 2002) for pictorials

depicting future deaths and the spread of the

epidemic.)

The indusrrialized countries in Stage 4 of the

epidemic are increasingly dealing with very spe-

cific subpopulations and issues in tobacco use

and tobacco control. These patterns have (belat-

edly) forced more research and policy interest in
differences berween male and female smokers,

as well as among women and among men.'S7ith

increased migration, some of these countries

are also dealing wirh patterns of tobacco use

influenced by the migrants' countries of origin
or rates of progressive integration or accultur-

ation. In addition, Stage 4 countries with indige-

nous populations are experiencing extremely

high rates of robacco use, more reflective of
Stage 2 and 3 of the epidemic.

Nonetheless, it is possible to predict that the

future epidemic will continue to be gendered in
its shape, and will reflect increasingly diverse

populations within countries. Mortality and

morbidiry are more difficult to predict precisely,

as many of the countries where tobacco use is

increasing have health care systems that are

unable to deal with the chronic diseases that
tobacco use produces. Indeed, future predic-

tions of mortaliry may be conservative, as they

do not generally take into account the effects of
using a wider range of tobacco products, which
youth are now doing worldwide (Global Youth

Tobacco Survey Collaborating Group, 2003).

23



d? Sif ting thc evidence: Gender and tobacco control

It is also possible that the social and economic

forces represented by globalization and rapid

urbanization will accelerate the growth o[ the

epidemic and that the gender gap in trends

experienced in the past by the countries now

in Stage 4 will converge more quickly in future.

This makes it essential to establish a sex, gender

and diversiry-sensitive response early on in the

progress of a country'.s tobacco epidemic. Some

general recommendations follow.

. Develop an ethical framework for tobacco

control policy developmenL The construction

o[ an ethical framework for tobacco control
policy will ensure that policy and pro-
grammes bring benefits and do no harm; that

unintended consequences of policies are

monitored and responded to, and that indi-
viduals and communities are engaged in their

development. As the next generation of
tobacco users will be either disadvantaged (in

Stage 4 countries) or residents of low-income

and middle-income countries, it is essential

that social justice and health equiry are para-

mount in the development and refinement

of tobacco control measllres.

. Develop specific interventions with and
for girls and women. The real opportuniry
for curbing the epidemic over the 21st cen-

tury lie in preventing uptake among women

and girls.'fhe most important challenge will
be to detach the notion of women's libera-

tion from the uptake of women's smoking,

and similarly to delink and debunk the notion

that religious and cultural oppression is a key

protection from smoking. The challenge will
be to firse the modernizetion ofwomen's rights

and roles with equity in health, particularly
freedom from tobacco itself and from the

exploitation of the tobacco industry.

. Address diversity issues in countries at all
stages. It is important to address accultura-

tion and progressive integration vis-)-vis

tobacco use in an era of increased migration,

both within and between countries. It is

critical to address disadvantage and tobacco-

related poverry in Stage 4 countries. It will
be important to sharpen responses in all coun-

tries to deal with different communities with-
in larger populations. For example, when var-

ious subpopulations are examined, Stage 2

communities can be identified within Stage

4 countries such as Canada or the United
States oFAmerica.

. Acknowledge that cross-cutting issues are

increasingly important for men and women.

There is no doubt that some segments of the

population will be more liable to smoke and

more resistant to quitting smoking. This will
make them appear more impervious to tobac-

co policy and programme interventions. It is of
considerable imponancc to identi$ and respond

to the concurrent experiences that lead to smok-

ing and tobacco ue, sr.rch as mental healfi isues,

violence and trauma, and how these are influ-
enced by both biological and social facrors.

. The microeconomics and macroeconomics

oftobacco use and tobacco control policy
are critical to informing policy. The effects

of tobacco growing, use and marketing on indi-

vidual and Family poverry as well on commu-

nities and countries is a critiql element of tobac-

co policy. It is important to consider the effects

of tobacco use on microeconomics and how

these effects may be gendered. The relation-

ship benveen expenditures on tobacco, partic-

ularly for highly addicted smokers, and expen-

ditures on [ood, and the resulting implications

for nutrition in women, men and children are

crucial when examining the full health effects

of tobacco use and their gendered aspects.

. Consider gender norms and issues in
counter-advertising. Despite differences

between countries, the Internet offers a

levelling influence in access to information
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and imagery. This will be influential for young

women and men, in particular, but will also

change practices concerning sales, advertis-

ing and information. These avenues can be as

useful for social marketing and counter-mes-

saging. Globalization, urbanization and

increased travel also affect trends, forms of
advertising and practices. These forces are all

gendered.

. Improve surveillance and monitoring to
include sex and age disaggregation and

new forms of measurement. Surveillance

systems are deficient in providing full infor-

mation about gender and diversiry regarding

tobacco use in most countries. There may be

sex disaggregation in some Stage 4 or 3 coun-

tries, but often such data remain unused or

not analysed. In addition, new measures of
both tobacco use and addiction, as well as

disadvantage, need to be further developed

for incorporation into analyses of tobacco

policy.

. Monitor all forms of tobacco to inform
tobacco control. Improving surveillance and

research regarding the relative effects ofvar-
ious forms oF tobacco and the health and

economic issues involved will become increas-

ingly important. Both male and female youth

and certain geographically based populations

continue to use forms of tobacco other than

cigarettes, such as bidis, kreteks or snus.

. Establish a global standard for gender-

based analysis in health. Integrating gender-

based analysis is only just beginning in indus-

trialized countries and will remain limited
unless global resources are shared and applied

to the furthering of this approach. Gathering

commitments for the statement on gender

perspective prepared by the VHO Secretariat

(\fHO, 2005b) across States and providing

training and modified surveillance to support

gender-based analysis is an important step.

. Capacity-building is essential for gender-

specific policy and programme develop-

ment. Both policy and programme develop-

ment require input from women and men

and girls and boys to make sure that future

initiatives responding to the real situation. In

addition, these processes are communiry-build-

ing and empowering, as individuals and com-

munities will feel engaged in the processes of
development, assessment and monitoring.

. Adopt woman-centred approaches for preg-

nant smokers. The sex-specific issue of smok-

ing during pregnancy has been resistant to

numerous interventions in developed coun-

tries and is a significant problem worldwide.

There is growing evidence that high rates of
relapse postpartum are related to a variery of
hctors that result from a traditional focus on

fetal health, as opposed to women's health

(Greaves et al., 2003). Changing this would

signal the importance of improving women's

health for its own sake, as well as creating

benefits for women pre and post partum.

. Establish funding and publishing require-

ments regarding sex, gender and diversity-

sensitive tobacco research and evaluation.

It is increasingly important for research and

programme funders to require sensitive

research or evaluation results. This will ensure

that funding is used to build up appropriate

evidence for practices that are tailored and

useful for planning, as well as sensitizing

researchers to questions about tobacco use

that remain unanswered for various population

groups. Increased use ofparticipatory action

and communiry-based research methods are

an added dimension of sensitive research

practice that is required to curtail the tobacco

epidemic.
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Sifting the evidence: Gender and tobacco control

Today, 250 milfion wonren worldwide - 12"/o oI the female population - are daily smokers. lf current lrends conlinue, that percentage

will rise lo 20o/,'by 2025. Global smoking rales are stable or in slow decline among men, but still increasing among women, and in

low-income and ntiddle income countries men's and women's srnoking rates are converging. For decades, the tobacco industry has

manufactured products. brands and advertising aimed specifically at women and girls. while tobacco c0ntrol measures and research

have continued to concentrate largely 0n men.

This report describes women's widespread but largely undocumented use ol forms 0f tobacco other than cigarettes, such as bidis,

kreteks or snus, and their particular vulnerability to second-hand smoke arising from their relative lack of social and economic power.

It describes the changes in policy. research and action which are needed 1or a gendered approach to tobacco control, and how this

approach could be incorporated into existing instruments such as the WHO Framework Convention on Tobacco Control and the Millennium

Development Goals
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