Briefing Paper:

Tobacco and Poverty
Tobacco as a cause of premature deaths and disabling disease has been well documented but attention also needs to be paid between the link between tobacco and poverty. Tobacco consumption contributes to poverty through loss of income, loss of productivity, disease and death. Together, tobacco and poverty form a vicious circle from which it is often difficult to escape. 
The medical community in an editorial published in British Medical Journal in 1971 warned us of a danger faced by low-income countries like Pakistan and it read as, "There is a real danger of this deadly habit (smoking) being exported to the younger countries of Africa and Asia, and the Western World has a responsibility to see that this is not done. We have already produced millions of slaves to cigarettes in our own land. To export this slavery to the developing countries would be very wrong." 

Ironically thirty three years later the World Health Organization announces the theme for World No Tobacco Day 2004 as ‘Tobacco and Poverty’ to highlight the link between tobacco consumption and its role in increasing the poverty of the people. The slavery has indeed been tragically transported to developing countries where millions are now enslaved in its poverty, diseases and death. Of the 1.1 billion smokers in the world today the vast majority, that is 800 million, are in developing countries. In Pakistan 28 million people smoke and 32 percent live below the poverty line earning less than Rs.60 per day. According to estimates there are 5.5 million smokers who can be classified as ‘Poor’ in Pakistan. The truth about tobacco is that countries where consumption is growing the fastest are also among the worlds poorest. 

There are several ways in which tobacco consumption increases poverty at the individual, household and national level. At the individual and household level the money spent on tobacco represents a high opportunity cost especially for the poor. Money spent on tobacco is money not spent on food, shelter, clothing, education and healthcare. 

The health status of the people of any country is a determinant closely linked to its level of poverty. For countries undertaking poverty alleviation programs it is therefore succinct to improve the health standard of its population and develop policies in this regard. Tobacco control is one such area which when undertaken can help to reduce the disease burden. Hazards of tobacco consumption are entirely preventable and effective tobacco control policies can save millions of rupees spent on health care required for the ailments caused by tobacco consumption. 
The Millennium Development Goals (MDGs) outlined by the United Nations (UN) call for reducing the proportion of people living on less than $1 (Rs. 60) a day to half the 1990 level by 2015 - from 28.3 percent of all people in low and middle income economies to 14.2 percent. 

Pakistan in adopting the MDGs also set itself the target of reducing the proportion of poor living in extreme poverty (32.6 percent) by at least half by 2015. Donors like the Asian Development Bank (ADB) have formally endorsed the MDGs as the benchmark regime for assessing progress in the key areas of poverty reduction. Despite this emphasis, the determinants of poverty in Pakistan and its definition to assess its prevalence remain under debate. 
Majority of scholars agree that poverty should be taken as a concept that takes into account complex interrelationship of sustained or chronic deprivation of the resources, capabilities, choices, security and power necessary for the enjoyment of an adequate standard of living and other civil, cultural, economic, political and social rights.
However economic deprivation – lack of income – is a standard feature of most definitions of poverty. But this in itself does not take account social, cultural and political aspects of the phenomenon. Poverty is not only deprivation of economic or material resources but also a violation of human dignity. 

The definition used by World Bank to assess the level of poverty in Pakistan is derived from the costs of a basic needs basket of goods and services and relies upon consumption based poverty. Based on this one third of the entire population (32 percent) in Pakistan is ‘Poor’.  The incidence if broken down in urban and rural settings, poverty is more in the rural areas. 
Poverty occurs when the individual in a fragmented community is locked into a nexus of power which deprives the poor of their actual and potential income.

Despite the methods used to assess the incidence of poverty, the fact remains that the last few years have seen an increase in poverty in Pakistan. A singular definition of poverty based on economic considerations cannot draw a real picture of poverty or can address all the factors leading to poverty. 
Some of the factors associated with this rise in poverty are: education, health status of the people, access to critical infrastructure, disadvantageous consumption patterns and skewed pattern of land ownership amongst farmers. 

For Pakistan, the compounding effect of these factors makes the achievement of MDGs even more difficult. Nearly half of the poor lack access to sanitation, 80% has no access to clean drinking water, 70 percent live in houses of two rooms or less accommodating at least 4 persons in each room and 80 percent are not catered by the public health facilities of any kind and 83 percent of poor are illiterate. The infant mortality rate is 83.3 per 1000 live births. Add to this tobacco consumption, the major factor for non-communicable diseases like cancers, heart disease and hypertension, the picture becomes even bleaker. The prevalence of smoking in Pakistan amongst males is 36 percent and nine percent in females 
While per capita consumption of tobacco fell by about 10 percent during 1970-1990 in developed countries, it increased by about 64 percent in developing countries in the same period. In Pakistan tobacco consumption in males has increased from 27 percent in 1980 to 36 percent in 2000 and if current trends continue is projected to reach 41 percent by year 2010.  
Tobacco Transnationals 
Pakistan Tobacco Company (PTC), a subsidiary of British American Tobacco (BAT) and Lakson Tobacco, a subsidiary of Philip Morris, hold 78% of the market share in Pakistan. Producing 65 billion sticks annually, they deposited Rs.32.36 billion as taxes and excise duties in the year 2003 to the government of Pakistan. According to a report published by Global Agriculture Information Network (GAIN), currently 24 manufacturers are known to operate in Pakistan, 20 of which do not register production with the Tobacco Board. 

In 2003 the total global revenues of these two companies assessed at US$126.7 billion was almost double the GDP of Pakistan for the same year which was US$ 68.8 billion. 

Smoking makes poor more vulnerable
Effects of smoking are more devastating on the poor. Exposing them to disabling diseases and reducing their capacity to earn, it diverts scarce resources from basic needs to purchasing tobacco and increased spending on health care. Factors such as weak public policies, coupled with a lack of access to information on living healthily, attractive, mass targeted tobacco advertising and ultimately addiction to nicotine all contribute to poor people spending their money on tobacco rather than essential needs. 
Diverting resources from basic needs

In Pakistan the total annual household income of the poor is Rs. 15350, which is substantially less than the food consumption requirement of Rs. 18497 assessed for this group. Add to this the average amount of Rs. 5475 spent per year at by a smoker for buying cigarettes and the gap between the finances required and those available for basic sustenance, increases. 
Consequently they are able to spend less on items such as health care or education which could boost their living standards. The poverty alleviation programs aimed at providing financial help are therefore not sustainable as these only help to fill the ever widening gap between the two extremes. The poor are obliged to use these loans for food consumption requirements, while more affluent ones may not have to do so.  
This deficiency of resources available for procurement of food inevitably leads to nutritional deficiencies that are amongst the three major factors (infectious disease and reproductive health problems) associated with depressed health indicators in Pakistan. 
The cultural framework of Pakistan also adds to this problem. Large families are usually dependent on a sole bread winner. Taking ill of this person seriously jeopardizes the earnings of the whole family thus pushing them deeper into the cycle of indebtedness and poverty.
Health Care Costs for the Poor
Tobacco consumption causes diseases ranging from lung cancers to common respiratory problems like asthma and chronic cough also known as smokers cough. The disease profile of people of Pakistan shows that 36.8% of all ailments amongst the poor are respiratory in nature. With the availability of one doctor for 1466 citizens of Pakistan and one nurse for 3347 people the burden on public health facilities is tremendous. Only 18% of the poor visit a government facility for their health care needs, while the rest depend upon other sources like private practioners and those practicing traditional medicine. 

Seventy percent of the poor live in houses with two or less rooms. The effects of second hand smoke become more pronounced in such an environment and diseases like tuberculosis, asthma and childhood respiratory illnesses are aggravated not only in the smoker but also the whole family. 

Considering the pattern of access to health care services in Pakistan, data quoted in ‘National Human Development Report 2003 (NHDR) based upon surveys undertaken by Pakistan Institute of Developmental Economics (PIDE) in 2001 show that 82 percent of the poor go to private allopathic medical practioners, many of whom are inadequately trained and have grossly inadequate diagnostic and treatment facilities. Consequently when the poor fall ill they suffer for a protracted period of ailment and get locked into a high cost source of medical treatment, which erodes whatever few assets they have, and pushes them into indebtedness and deeper poverty. 

Episodes of ill health, the costs of health care, and premature death are frequently cited by poor people as their gravest concerns, and as the precipitating cause that pushes families into poverty.
	A. Tangible costs

     1.   Health care costs     2.   Production losses resulting from:

     a) On-the-job reduced  productivity 

           b)  Sickness,disability,death


3.   Welfare provision

      4.   Fires and accident

      5.   Pollution and litter

      6.   Research and education

B. Intangible costs


1. Pain and suffering of: 

a) Smokers 

b) Passive smokers

c)Others (including bereaved)


2.Lives lost by active and passive 

smoking


Minutes of Labor Worked to Purchase 20 Cigarettes
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In Pakistan, a laborer spends earnings from 30 mins of his labor for buying cigarettes every day. 

CHILDREN AND TOBACCO 
The health of the children in Pakistan especially those in living in families classified as ‘poor’ is already compromised. These children in Pakistan are affected by nutritional poverty and out of every 1000 children who survive infancy, 123 die before age of five. Of those who survive, a large proportion suffers from malnutrition which also leads to high vulnerability to infections. The National Health Survey of Pakistan shows that between 30-40 percent of children in Pakistan suffer from stunting. Similarly over 14 percent suffer from wasting. As many as 44 percent of rural and 35 percent of urban children are underweight, thus a large portion of children suffer from malnutrition and associated frequent illnesses. 
This picture is further worsened when scarce resources available for food are siphoned to buy tobacco products such as cigarettes. 
A decrease in food availability leads to further malnutrition and stunting and children become entrapped in a vicious cycle of disease and malnutrition. These children also suffer from poor education and a poor start in life. The ability of children in Pakistan to acquire an education is constrained not only by their malnutrition and poor development but also by the limited resources available for education. Surveys show that as many as 38 percent of children do not get enrolled in primary education either because of lack of infra-structure or families inability to secure their education financially.  

The pattern of spending amongst the poor in Pakistan is given in the table:

	Major Expenditure category
	Percentage of expenditure

	Food
	48.49

	Housing
	10.86

	Clothing
	7.98

	Fuel and lighting
	7.21

	Medical care
	4.19

	Educational/professional
	4.00

	Transport and travel
	3.20


The spending pattern as indicated in the table is delicately balanced and has no room for adjustment if resources are channeled from one category to another. In the scenario of a shift, the most likely to suffer are food and education as these are the only ones which can be compromised in a difficult situation. 
	Items 
	Units 
	2001-02 (T)

	Cereals 
	kg
	149.3

	Pulses
	Kg
	6.1

	Sugar 
	kg
	26.1

	Milk
	ltr
	150.8

	Meat
	Kg
	18.9

	Egs
	dozen
	502

	Edible oil
	ltr
	11.3

	Calories per day
	number
	2306

	Protein per day
	gms
	67.00


Child Labor and tobacco use

Many of the children who start smoking or using tobacco in Pakistan are already malnourished, underweight or wasting. In Pakistan about 1,200 children take up smoking everyday. This must be seen in the light of the 51 percent of Pakistan's children who do not have enough to eat and are moderately to severely underweight. Less than half of the children make it past fifth grade and the government spends 0.7 percent of its budget on health and 2 percent on education. It is these children that the tobacco companies hook into a lifetime of addiction and suffering through lies and deception. 
In the face of growing unemployment of adult workers in the informal sector, an increasing number of families to sustain themselves are forced to send their children to work in the urban informal sector. However trivial the amount this child earns and despite the fact that these children are extremely poorly paid, the addition to the families earnings is a significant contribution. Poorer the family, greater the marginal significance of money and greater would be the pressure to send children to even hazardous work environments including exposure to pesticides in the field. 
On the other hand, employers in the informal sector find it profitable to hire child worker since they can be paid a wage well below the minimum for adults. In this informal sector, the employers easily evade the workers rights to a minimum wage or working hours including exposure to occupational hazards. While under international pressure and different treaties signed by the government of Pakistan the number of children in the large scale formal sector may have declined, it has remained the same in the informal sector or has perhaps increased due to less job opportunities in the formal sector. 
As poverty levels rise, unemployment increases and access to basic services such as health, housing and education continues to remain grossly inadequate, poor households face distress. This distress is intensified by a number of additional factors; while malnutrition particularly amongst children from poor families makes them increasingly susceptible to infectious diseases, at the same time unhygienic environmental conditions for the provision of food increase the risk of disease. Yet due to grossly inadequate public health services, the poor are obliged to turn to expensive private medical services. Distress of extremely poor families associated with sending their children to hazardous work are intensified by injuries and death caused to the children at workplaces.

The problem is further complicated when poor children in many developing countries are directly involved in the tobacco business so that they and their families can eat for the day. They either sell cigarettes or are involved in its cultivation. Despite the presence of an ordinance which prohibits selling of cigarettes to children and those under 18 years of age, one only has to visit any market in Pakistan to see cigarettes openly being sold to whomever can pay for them.   
Tobacco growing is beneficial for the poor: The myth

As is true for all agricultural scenarios, farmers’ income not only depends on the production of a crop but also on tenancy and marketing arrangements including other supportive activities like growing vegetables and food items for daily usage. The poor households have a very small amount of owned land. For poor, land holdings in Pakistan are less than 2 acres at an average. Such land holdings are uneconomical and, as such, a sizeable proportion of the poor rent out the land and undertakes non-agricultural activities. 
According to the Pakistan National Human Development Report 2003, the poor instead of buying land were forced to sell their land over the last ten years. 76.5% of the extremely poor and 38.9% of the poor sold their land during this time. Even more important, the poor had to sell land for urgent consumption needs, marriage and health expenditures. In the process, the productive assets of the poor get depleted, adversely impacting their future streams of incomes and reducing the probability of getting out of poverty.

In Pakistan tobacco was planted on 51600 hectares for 2004 season and the total tobacco produced was 95600 metric tonnes. The requirement as announced for the tobacco companies was 38906 metric tonnes. The difference in production and that required by the regulated sector is almost three times. This over production of tobacco leads to competition amongst the growers. The growers with small land holdings get sidelined and are forced to sell their crop at lower prices either to those involved in producing counterfeit cigarettes or to manufacturers of other tobacco products like chewing tobacco (niswar) and hand rolled cigarettes (beedis).

While some large scale tobacco farmers have undoubtedly become wealthy, many tobacco farmers especially the poor are barely making a living producing a crop that is labor and input intensive, and brings with it a host of health and environmental dangers from pesticide exposure to nicotine poisoning. Statements in the local press from the growers of North West Frontier Province (NWFP), where 50 percent of tobacco is grown in three districts i.e. Swabi, Chrsada and Mardan, stated that Pakistan Tobacco Board (PTB) was mainly responsible for the exploitation of the growers. 
According to a section of the press, ‘the growers of tobacco claimed that the influential growers, dealers, khans and politicians of the area were confronting no problem as they had not only managed to sell their crop but had earned millions from the tobacco business. In contrast, they said, the real producers who worked hard during the crop season were ignored, harassed and exploited’. 

They claimed that the companies had only purchased the outstanding quality of tobacco but rejected the low-grade tobacco which resulted in loss of millions of rupees to the peasants. The rejected tobacco had always been purchased by the companies’ agents and then the same tobacco found its ways into the companies through back doors. 
With this over production there is a major portion of unrecorded tobacco trade resulting in tax evasion and loss of revenues to the government as well.  

Tobacco farmers not only suffer at the hands of the tobacco industry and PTB but the projection of tobacco as a cash crop lures the poor into cultivating tobacco on fertile land that can sustain food crops. Tobacco cultivation therefore usurps the place of food crops, and land under tobacco cultivation could feed and sustain these families. 

According to WHO, the hazards posed by tobacco cultivation place tobacco workers at an increased risk of injury and illness. Children and adults working with tobacco frequently suffer from ‘Green Tobacco Sickness’ caused by contact with wet tobacco leaves. The health costs of tobacco growers also increases due to their exposure to different pesticides used during the season. From the day the nursery for tobacco is laid to the day the crop is eventually sold the farmer in the absence of any protective gear, inhales different pesticides and at the end of the farming season spends a major part of his income on treating these ailments.

RECOMMENDATIONS: 
· Undertake effective health education programs focused on the poor and formulate these to encompass all the facets of tobacco control and join the international community in fighting the scourge of tobacco by signing and ratification of Framework Convention on Tobacco Control. In countries like Pakistan where a majority of population does not read and write, it is crucial to devise simple, creative and low budget health programs. Local government, health groups and other community organizations should all be involved in tobacco control programs.
· Phase out all kinds of tobacco promotion to save the poor people from being enticed from different schemes offering lucrative prizes to people who smoke or buy a particular brand.

· Adopt policies to help farmers growing tobacco to phase out tobacco cultivation and help them to find alternative means of earnings.

· Increase the price of tobacco products as this is a measure which according to the World Bank is most effective in reducing tobacco consumption amongst the poor and earmarks these for efforts undertaken for tobacco control in Pakistan.
· Develop mechanisms for holding the tobacco industry responsible for the harm caused by its products and secure compensation for the poor who have suffered at the hands of tobacco consumption.
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[image: image3.emf]Figure 1. Trend in Prevalence of Smoking in Pakistan

Regression Line based on historical data for males over age 15 years
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