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THE TOBACCO INDUSTRY AND SECONDHAND SMOKE: LESSONS FROM CENTRAL AND

SOUTH AMERICA

For more than 20 years the tobacco industry
has considered secondhand smoke to be a
threat to its viability. In this article, we describe
why secondhand smoke is important to tobac-
co control and how the tobacco industry’s
‘‘Latin Project’’ sought to prevent the creation
of smoke-free workplaces and public places in
Central and South America. Eliminating sec-
ondhand smoke exposure not only reduces the
risk of cardiovascular and other diseases, but
also creates an environment that substantially
reduces smoking and cigarette consumption
among smokers. The ‘‘Latin Project’’ was ini-
tiated in 1991 by Philip Morris and British
American Tobacco and managed by the law
firm Covington & Burling. The project assem-
bled a network of well-placed physicians and
scientists to divert the attention away from sec-
ondhand smoke toward other indoor air pol-
lutants. As proven in Central and South Amer-
ica, the tobacco industry has manipulated the
secondhand smoke issue in order to avoid the
development of smoke-free environments.
Sub-Saharan Africa, facing an epidemiologic
transition similar to the one experienced by
Central and South America, should be aware
of tobacco industry tactics. Further delay in im-
plementing smoke-free environments will only
increase the burden of cardiovascular disease
in both areas of the world. (Ethn Dis. 2003;
13[suppl2]:S2-88–S2-90)
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INTRODUCTION: ROLE OF
SECONDHAND SMOKE

By 1978 the tobacco industry had
recognized public concern over the ef-
fects of secondhand smoke on non-
smokers as a more potent threat to the
industry than knowledge that smoking
kills smokers.1,2 The reason for this is
that growing awareness of the dangers
of secondhand smoke undermines the
social acceptability of smoking and leads
to the creation of smoke-free workplaces
and other environments that make it
easier for people to stop smoking.3 Data
from the United States and other West-
ern countries indicate that a smoke-free
workplace is associated with a 29% drop
in cigarette consumption,3 a much larg-
er effect than can be obtained with tra-
ditional cessation efforts directed at in-
dividual smokers.4

These effects are particularly impor-
tant for heart disease.5–9 Unlike cancer,
which responds slowly to changes in
smoking behavior, changes in the risk of
a heart attack begin immediately follow-
ing smoking cessation7 (and, presum-
ably, exposure to secondhand smoke).
In addition, despite the fact that cardio-
vascular diseases are the leading cause of
death among smokers, the public and
medical professionals cite lung cancer as
the leading cause of death among smok-
ers.10,11 Cardiovascular diseases are also
the leading cause of death among those
exposed to secondhand smoke, account-
ing for the deaths of approximately
48,000 of the 53,00012 nonsmokers,
compared to 3,000 who die from lung
cancer annually in the United States.

Secondhand smoke increases the risk
of death from heart disease by about
30%.13 Although this increased risk
seems high compared with the dose
(nonsmokers receive only about 1% of

the dose of smoke as smokers), the mor-
tality effect is as much as one third that
of active smoking. Several biological
mechanisms by which secondhand
smoke increases the risk of heart disease
have been described and include: de-
creased oxygen transport capacity of the
blood; increased platelet aggregability;
decreased ability of the cardiac muscle
to convert oxygen into adenosine tri-
phosphate; endothelial damage and loss
of endothelium-dependent vasodilation;
increased level of LDL cholesterol and
decreased level of HDL; and increased
production of harmful free radicals.14–18

With only 30 minutes of exposure, sec-
ondhand smoke affects platelet function
and cardiac endothelial function in non-
smokers to the level of that of active
smokers.14,17,19

Given the lack of smoke-free envi-
ronments in many parts of the world,
the number of individuals exposed to
secondhand smoke is much larger than
the number of active smokers.20,21 Pro-
moting smoke-free environments is one
way to reduce heart disease, through 3
pathways: 1) nonsmokers are no longer
exposed to secondhand smoke; 2) smok-
ers have an easier time quitting and thus
reduce their risk of heart disease; and 3)
fewer people begin smoking because the
social acceptability of smoking is re-
duced.

The tobacco industry has under-
stood this dynamic and acted proactive-
ly to prevent concern over secondhand
smoke from spreading into Europe,
Asia, and the developing world. As seen
in Central and South America and il-
lustrative of worldwide efforts, the in-
dustry has established a network of phy-
sicians, scientists and ‘‘experts’’ to con-
test the evidence and lobby against
smoke-free policies.
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‘‘THE LATIN PROJECT’’:
TOBACCO INDUSTRY’S
SUCCESS IN PREVENTING
SECONDHAND SMOKE
REGULATIONS

By conducting a systematic search of
tobacco industry documents available
on the internet and at the Guildford To-
bacco Document Depository in Eng-
land, we recently presented the tobacco
industry’s secret strategy to anticipate
and derail secondhand smoke regula-
tions in Central and South America.22

Since 1991, British American Tobacco
and Philip Morris, through its Washing-
ton-based law firm Covington & Burl-
ing began ‘‘The Latin Project.’’ This
project was initiated ‘‘in anticipation of,
rather than in reaction to, the full-force
arrival of the ETS (environmental to-
bacco smoke, referred to as secondhand
smoke by the industry) issue to Central
and South America.’’23

The project was financed by British
American Tobacco (60%) and Phillip
Morris (40%) and by 1993 included 13
consultants from 7 countries in Central
and South America. Consultants were
well-placed physicians and scientists
from Guatemala, Costa Rica, Venezuela,
Chile, Brazil, Argentina, and Ecuador.
To avoid any direct involvement with

the industry, and to insulate the con-
sultants from accusations of being allied
with the industry, Covington & Burling
lawyers made all the contacts and pay-
ments on behalf of the industry. Cov-
ington & Burling defined consultants’
duties to include: writing letters and ed-
itorials to newspapers; writing articles
related to secondhand smoke and health
for press and scientific journals; partic-
ipating in scientific conferences as
speaker or attendee; conducting media
interviews; and monitoring smoking
and health activities. Consultants also
conducted indoor air pollution studies,
which minimized the problem of sec-
ondhand smoke. Study results were used
to brief government officials in hopes of
avoiding legislation that restricted sec-
ondhand smoke regulations. The con-
sultant was also asked to serve as a
‘‘troubleshooter to defuse a particular
situation in which the tobacco industry
should not be directly involved.’’24

The best example of the industry’s
success is Argentina, where tobacco in-
dustry consultant Dr. Carlos B. Alvarez’s
efforts were successful in influencing
President Carlos Menem to veto an
anti-tobacco bill.22 Studies conducted by
consultants were also presented in a to-
bacco-industry-funded regional sympo-
sia attended by the media. The consul-
tants’ argument, as dictated by the in-
dustry, was that secondhand smoke is a
problem of rich countries, not of poor
countries, which were faced with other
health issues, such as immunization cov-
erage and air pollution caused by burn-
ing fuels.

LESSONS FOR
SUB-SAHARAN AFRICA

In Central and South America,
through ‘‘The Latin Project,’’ the tobac-
co industry was successful in contrib-
uting to halting the creation of smoke-
free environments, and thus a lack of
awareness of effective measures for con-
trolling the cardiovascular epidemic. In-

deed, aggressive tobacco control pro-
grams that concentrate on creating
smoke-free environments have had a
major impact on smoking behavior. Be-
cause heart disease risk responds so
quickly to changes in smoking behavior,
it was possible to demonstrate (in Cal-
ifornia) that the tobacco control pro-
gram led to large and rapid changes in
heart disease mortality.8,9,25 From ‘‘The
Latin Project’’ we learned how a net-
work of well-placed consultants can
drive public, as well as health profes-
sional, opinion away from such relative-
ly simple and cost-effective measures to
protect nonsmokers from the toxins in
secondhand smoke. Public health offi-
cials need to be vigilant in detecting and
exposing similar efforts in other parts of
the world.

Central and South America and
Sub-Saharan Africa share similar health
profiles. Both are beginning to experi-
ence the double burden of disease, non-
communicable (mainly stroke and heart
disease) and communicable diseases.
One particular difference between Cen-
tral and South American and sub-Sa-
haran Africa is that, in the sub-Saharan
region, communicable diseases are still
the number one cause of death as a re-
sult of the AIDS epidemic. In Central
and South America, as in the rest of the
world, non-communicable diseases now
surpass communicable diseases. In Cen-
tral and South America, the tobacco in-
dustry successfully kept health advocates
focused on communicable diseases to
divert attention away from the number
one cause of non-communicable disease
mortality, tobacco.26 Further delay in
adopting and enforcing cost-effective to-
bacco control measures, particularly
smoke-free environments, will only in-
crease the burden of coronary heart dis-
ease for 2 regions that already suffer
from poor health indicators.
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