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Letter from North America
PHYSICIAN-ASSISTED

SUICIDE

Dr Jack Kevorkian, an unemployed, retired pathologist
in Michigan, has actively assisted 23 people in committing
planned premeditated suicide, despite the State's position
that it is illegal to help others die. On 8 June 1990, when
he was brought before a judge on the charge of assisting in
the suicide of a female with multiple sclerosis, he stated
that this was his 'first concrete step in a long range plan to
develop a rational policy of planned death for the entire
civilized world'. Although he has been arrested several times
and jailed once, he continues to challenge the Michigan
legislature, flaunting his mission before the North American
and international media. Recently, Kevorkian's attorneys
filed a petition asking the high court to reverse the Michigan
Supreme Court's December 1994 ruling that 'assisted suicide
is a crime'. Kevorkian is asking the court to affirm his belief
that there is a fundamental constitutional right to aid an
individual in dying. Joining him on another front is the
American Civil Liberties Union representing the rights of
two cancer patients and two physicians with similar petitions.
This is the first time the high court has been asked to
decide the issue of assisted suicide. The odds against the
hearing are considerable-the
court accepts less than 5% of
the 5000 cases a year and four of the nine judges must agree
to hear a case. The court will decide by the end of this
summer which cases it will hear in the 1995-96 session. If
it declines the case, Kevorkian faces prosecution for at least
five deaths.'
Euthanasia is at present a hot topic of discussion in
North America. Should physicians help patients to end their
lives? Fifty-seven per cent of Americans now approve of
some form of physician-assisted suicide. In the Netherlands,
the Dutch Medical Association and the government have
set guidelines under which euthanasia is permissible. In
November 1994 voters in the State of Oregon passed the
so-called Death with Dignity Act, permitting physicians to
prescribe lethal drugs for terminally ill patients. As in the
Netherlands, consultation with another doctor is required.
Oregon doctors reacted immediately and a coalition of

physicians, patients and other health providers quickly filed
a suit challenging the law. A district court judge issued an
injunction to the law, which is now on appeal to the US
Circuit Court of Appeals, a process which could take over
a year. Law-makers in at least eleven states are considering
physician-assisted bills. Many of these are clones of the
Oregon Act, which would let doctors write lethal prescriptions for patients. Acts proposed in Michigan and New
Mexico go a bit further, allowing lethal injection.s
The American Medical Association has launched an
aggressive action against this trend. The Board of Trustees
has appointed a high-level task force to help fight these
burgeoning State efforts. 'The Board felt that a physician's
organization should speak out when these issues arise to
make a statement on the medical ethics involved in these
situations', stated the task force Chairman, 'we feel it is
unethical for physicians to participate in physician-assisted
suicide. It's against what our role as healers has always been.
We should maintain that role and not take part in the active
killing of a patient.' Not everyone agrees. The issue of
assisted suicide and euthanasia has divided the physician
community as well. Although the vast majority of medical
groups oppose legalization, the past few years have witnessed some erosion of that resolve.
It will be up to the courts to decide whether patients
will ultimately have the right to involve physicians in their
suicides legally. Most experts think a US Supreme Court
ruling on the constitutionality
of assisted suicide and
euthanasia is inevitable. However, opponents are hoping
that until pending cases are decided, accelerated efforts to
educate physicians and other care-givers about improved
end-of-life treatment will convince patients that assisted
suicide is unnecessary.
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Letter from Johannesburg
HOW CAN AFRICANS BE PERSUADED TO
STOP SMOKING?
As in all populations, but currently perhaps most acutely
in developing populations, a very pressing public health
question is-how can smoking be stopped?
May 31 was World No-Tobacco day, a D-day for displaying the new health warnings on all tobacco advertising,
whether in print, in the cinema, on billboards, on television
or radio.

The South African Medical Research Council and the
Human Sciences Research Council have compiled an overview of key national findings in 1995 (MRCIHSRC survey
1995: Key national findings. Unpublished data). It includes
the results of a number of surveys. It reported, inter alia,
that 1 in 3 South Africans smoked. The rate has risen by
3% over the past 3 years. The coloured population (EuropeanAfrican-Malay)
had the highest smoking rate at 59%,
followed by Indians (36%), whites (35%), and Africans
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(31 %). The proportion of coloured and white women who
smoke are a little less than those in the respective groups
of men. However, among Indian and African women, the
proportion is very much lower.
On the basis of these and other findings, it was considered
that South Africa's level of tobacco-related deaths is the
highest on the continent, and comparable to the situation
in countries such as Thailand and Brazil.
An important finding was that the number of children
and non-smokers exposed to tobacco smoke at home had
reached critical levels, since nearly 50% of respondents had
reported that at least one member of their household
smoked. This kind of exposure is already considered to be
an important cause of the high rates of low birth-weight,
asthma, acute respiratory infections and pneumonia in
children.
In an enquiry (conducted with the co-operation of the
Greater Johannesburg Transitional Metropolitan Council)
regarding smoking practices among children it was found
that 9 out of 10 children aged 10 to 12 years were able to
buy cigarettes from 200 retail outlets in the area (the
law restricts such sale).
Observations made in the last 3 years, principally on
African and co loured women, have highlighted the relationship between mothers who smoke and low birth-weight
babies, and the adverse effect of parental smoking on acute
respiratory infections and asthma in children. As this
knowledge is not sufficient to stop people from exposing
their children to the harmful effects of tobacco, a comprehensive community-based
programme,
backed by a
major price increase to make cigarettes less affordable to
children, was essential.
At a press conference, the Medical Research Council
representative, Dr Derek Yach, said that tobacco companies
had taken down the signs on billboards, rather than display
the legislated health warning. Many signs had been replaced
by health messages warning the public on drinking and
driving. The State Health Department has also just introduced a free 'phone quit' line. It had been estimated that
60% of South Africans had tried to give up smoking more
than once, and that extra support was needed. Dr Yach said
that while the new legislation was welcomed, it was still
flawed because it included only warnings, and failed to
control trademarks and sports sponsorships. These are major
factors in reaching the targeted audience. He said that over
the next 3 months there would be further discussions on the
draft legislation controlling smoking in the workplace and
public utilities.
In this connection, it is interesting that in the United
Kingdom, the House of Lords defeated an amendment to
the Criminal Justice Bill, which would have banned tobacco
advertising; the vote was 51 for and 117 against.' What a
contrast to the rigorous control situation in Finland where
smokers are now precluded from lighting up within 15 metres
of a building.s
In the South Western Cape, a prospective anti-smoking
clinical trial was conducted to find ways of lessening the
perils of smoking.! It was part of a coronary risk factor
intervention study in three rural South African communities,
involving 4087 persons over a period of 4 years. The aim
was to reduce smoking rates in two of the communities
through the application of high- and low-intensity inter-
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ventions. The effect was evaluated by examining the net
change in smoking habits, which was defined as the residual
change in the intervention areas after allowing for change
in the reference area. Among men, in the high-intensity
intervention area there was a reduction of 8.4% in smoking
rates and 13% in the amount smoked per day. Among
women, the reduction was higher-31 % and 20% respectively. Decreases in the low-intensity intervention were less
marked. 'Smoking quit' rates were found to be strongly
associated with initial smoking levels-light smokers being
significantly more successful than heavy smokers. This was
considered as evidence that a community-based intervention
programme could effectively reduce smoking.
In another study on workplace smoking restrictions, a
postal survey was undertaken among the member organizations of the Cape Chamber of Industries." The response rate
was 57%. Of the 572 respondent organizations, 66% had
some smoking restrictions. Large workplaces were more
likely to restrict smoking than smaller ones; 42% of those
with fewer than 10 employees had restrictions, increasing
to 91 % of those with more than 500 employees. Organizations which produced manufactured
goods (other than
engineering) were more likely to have restrictions than
non-manufacturing concerns. Smoking was restricted on the
factory floor in 61% and in warehouses in 56%, but only
7% prohibited smoking in shared offices. Of the reasons
given for the smoking restrictions, the most frequent were
fire hazard (85%) and legislation (66%). Only in 29% of
the organizations was health care considered important
while another 16% stated that it was a minor reason. Of
the respondents, 48% expressed a need for guidance in
improving their smoking policies. These results were taken
to indicate that there is considerable potential for intervention to decrease both active and passive smoking in
workplace settings.
However, the fact that a reduction in smoking can cause
major economic problems to a country is insufficiently
appreciated." Thus, southern African tobacco exporting
countries, such as Malawi, Zimbabwe and Zambia have
difficulties when World No-Tobacco Day comes round each
year. Tobacco accounts for 80% of Malawi's export earnings;
30% of Zimbabwe's and 8% of Zambia's. There was official
resistance to the holding of an All Africa Conference on
Tobacco or Health in Zimbabwe in 1993, and Malawi did
not send delegates. However, the finance minister in
Malawi's new government has stated that he hopes to make
the country less dependent on tobacco, although not much
could be done at present because it 'would mean killing the
Malawian economy'.
At the conference mentioned," it was concluded that
although the health hazards of smoking are now generally
accepted in most western countries, the arguments have had
relatively little impact on poorer nations. It was mentioned
at the conference that the threat of epidemics of tobaccorelated diseases in the distant future held little weight with
governments of countries that already had massive public
health problems. The more immediate effects of smoking
needed to be emphasized. Speakers gave three cogent arguments: firstly, there is the loss of capacity for foreign
trade in essential goods, since most African countries are
net importers of tobacco; secondly, the extensive deforestation which is occurring to fuel the flue curing of tobacco;

284

THE NATIONAL MEDICAL JOURNAL

and thirdly, there is evidence from Papua New Guinea that
raising taxation on tobacco provides governments with
increased income for many years before a decrease begins.
Holistically, how bad is the practice of smoking? Why is
it that universally nations, communities and individuals,
underestimate the extent of the potential risks? Historically,
tobacco was introduced into the United Kingdom by Sir
Walter Raleigh. In 1604, less than a generation later,
James I of England described the smoking of tobacco as 'a
custome loathsome to the Eye, hatefull to the Nose, harmful
to the braine, dangerous to the Lungs, and in the blacke
stinking fume thereof, neerest resembling the horrible
Stigian smoke of the pit that is bottomlesse'.? Nearly four
centuries later the description remains apt. Yet while the
adverse health effects have been proved many times over,
people still smoke. In fact according to Simon Chapman of
the World Health Organization Expert Advisory Panel on
Tobacco and Health, 5392 trillion cigarettes were smoked
throughout the world last year.
More succinctly, in the USA it has been stated that
'cigarette smoking causes more premature deaths than do
all the following together: acquired immunodeficiency
syndrome,
cocaine,
heroin,
alcohol,
fire/automobile
accidents, homicide and suicide.f Attainment of a tobaccofree society ultimately would produce a national life
expectancy gain comparable
with that which would
accompany the complete elimination of all cancers not
caused by tobacco use. In the foreword to his new book,
Sir Richard Doll notes that 'An 8-year loss oflife expectancy
is indicated by the most recent evidence from our own
40-year study of smoking and death among British doctors'. 9
In Australia, smoking was found to be the cause of more
loss of time from work than alcohol.l? A recent survey
indicated that a quarter of all sick leave was attributable to
these two causes; quantitatively, it was found that the annual
costs for the 80000 workers studied was $5.5 million for
alcohol and $16.5 million for smoking-an
average cost per
employee of $275 a year.
Although the situation in African countries is bad, it seems
worse in other countries such as China.'! Richard Peto has
stated that 1 of every 3 cigarettes manufactured in the world
is consumed by people in China. It is an uphill battle because
Mao Zedong was, and Deng Xiaoping is, a heavy cigarette
smoker. However, in a newspaper article that published a
photograph of Deng smoking, there was an equally prominent anti-smoking slogan printed on the next page, which
said in Chinese 'Every time you smoke a cigarette you
shorten your life by five minutes.' Nowadays, all cigarette
packets in China have to carry a health hazard warning, in
English or Chinese. So there is hope that 'a smoke-free
hospital can be achieved in China by year 2000'.
In southern Africa, some of the problems confronting the
restriction of smoking appear to defy a solution. For
example, in Malawi, certainly crops other than tobacco
could be grown, but they would be less profitable. Yet,
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incongruously, a rich country like the USA, despite its
rigorous anti-smoking stance, exports three times the
number of cigarettes compared to its nearest competitor. 2
In southern Africa, could rising literacy and education
contribute to the avoidance of smoking? After all, in the
USA, smoking among doctors is down to 3% .12 Against this
is the fact that a huge proportion of our population is in a
state of transition, hastened by increasing urbanization.
Almost all the changes being made by Africans are against
a 'prudent' lifestyle. There is an increase in the intake of
energy and fat, but diminishing reliance on plant foods;
there is an increase in alcohol consumption, and reduced
physical activity;'? furthermore, in the present instance, the
practice of smoking is increasing. So, what do we do? Apart
from economic restrictive measures introduced by the State,
it is imperative that health and educational authorities
aggressively continue to teach, preach, and evangelize in
the widest sense. Even if the smoking control message is
accepted and practised by only a small proportion, benefit
could come to a large number of people.
And in the far future? In the United Kingdom, a wellknown authority on social medicine, the late Thomas
McKeown14 wrote in 1983, 'predictions about future health
trends are notoriously unreliable, but my own guess is that
one hundred years from now it is more likely that whole
meal will have replaced refined flour, that environmental
hazards will be strictly controlled, that the dairy industry
will have contracted to a modest size, and that smoking will
be assigned a place somewhere between spitting and the
taking of hard drugs-about
as unpleasant as the one if not
quite so lethal as the other.'
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