
Cigar Smoking: 
Risky Business 

Cigar smoking is neither safer than 
cigarettes nor a passing fad, ac­

cording to "Cigars: Health Effects and 
Trends," a new monograph published 
by the National Cancer Institute (NCI). 

"Physicians have an obligation to 
correct the impression for their pa­
tients that cigar smoking, including 
that of premium cigars, is safe," said 
David M. Burns, MD, the mono­
graph's senior scientific editor. "The 
toxic substances and carcinogens in 
cigar smoke, like those in cigarette 
smoke, are associated with increased 
risk of heart and lung disease." 

Consumption of cigars in the 
United States began to increase in 
1993 and almost doubled by 1997, 
when more than 5 billion cigars were 
consumed nationwide. Sales of the 
large cigars that constitute two thirds 
of the U.S. market rose 18% between 
1996 and 1997. Sales of premium 
cigars—imported and handmade— 
have increased 250% since 1993. 
During that time, cigarette consump­
tion decreased by 2%. 

Health Risks Significant 
The researchers noted that cigar 

smoking causes serious health risks 
for daily cigar smokers. Much of the 
risk relates to the amount of exposure 
to tobacco smoke (frequency of smok­
ing and pattern of inhalation). Smok­
ers who consume one or more cigars 
per day and do not inhale have a risk 
for oral cancer that is 7 times greater 
than that for nonsmokers; risk for la­
ryngeal cancer is 10 times greater. 
When people smoke five or more cig­
ars per day with at least moderate in­
halation, their risk for lung cancer is 
similar to that for people who smoke a 
pack of cigarettes per day. Regular 
cigar smokers who inhale and smoke 
more than three cigars per day also 
have an increased risk for coronary 

heart disease and chronic obstructive 
pulmonary disease. Risks for oral, la­
ryngeal, and esophageal cancer are 
similar to those for cigarette smokers. 
Data also suggest that cigar smokers 
may be at higher risk for aortic 
aneurysm and that cigar smoking may 
be associated with cancer of the pan­
creas. Mortality risks were highest for 
cancer of the larynx. 

Tobacco smoke contains more 
than 4000 compounds—including 
toxic agents and carcinogens—but 
these compounds are present in dif­
ferent amounts in cigarettes and cig­
ars. For example, a large cigar emits 
up to 20 times more ammonia, up to 
10 times more cadmium, and up to 
90 times more tobacco-specific car­
cinogenic nitrosamines than a ciga­
rette does. Although cigars generate 
slightly smaller amounts of suspend­
ed particulate matter than cigarettes, 
they also generate larger amounts of 
carbon monoxide. In addition, bioas-
says in animals show that tar in cigar 
smoke is more carcinogenic than that 
in cigarette smoke. 

The large amounts of these sub­
stances emitted by cigars also create 
concern about second-hand cigar 
smoke. Carbon monoxide levels at in­
door cigar events have been found to 
be similar to those of a crowded Los 
Angeles freeway. Smoke from a single 
cigar burned at home can expose non-
smokers to a health risk for as long as 
5 hours because of lingering smoke. 

Changed Smoker Profile 
Cigar smokers are no longer the 

prototypical older man. By using 
limited national data and data from 
California, the NCI researchers found 
that men who were 18 to 44 years of 
age showed the greatest increase in 
cigar smoking. Much of the increase 
was in white men with above-aver­
age income and education, which is 
opposite from the pattern for ciga­
rette use. Both former cigarette 
smokers and never smokers (includ­

ing women) are now smoking cigars. 
Three fourths of cigar smokers 
smoke occasionally, and some con­
sume only a few cigars annually. 
Most cigar smokers do not inhale, 
possibly because the amount of free 
nicotine is higher in cigars than in 
cigarettes and nicotine is readily ab­
sorbed through the oral mucosa. For­
mer cigarette smokers and smokers 
who consume both cigarettes and 
cigars are of particular concern. They 
are more likely to inhale and thereby 
place themselves at greater risk for 
major smoking-related diseases. 

Cigar smoking is also increasing 
among adolescents, probably as a re­
sult of celebrity endorsement and 
image-related marketing. The use of 
sex and celebrity to sell cigarettes is 
prohibited by the tobacco industry's 
voluntary code, but no such obstacle 
exists for cigars: Athletes and Holly­
wood celebrities of both sexes pro­
mote cigar smoking. The young are 
clearly being influenced. One study 
of students in a Massachusetts school 
showed that 3.2% of male students 
smoked cigars in sixth grade and 3% 
smoked them in high school. Up to 
7% of adolescent girls reported that 
they had smoked cigars. Cigar use by 
adolescent males now exceeds the 
use of smokeless tobacco. "We do 
not know if cigar smoking is addic­
tive," said Burns, "however, addic­
tion studies of cigarettes and smoke­
less tobacco show nicotine addiction 
occurs during early years." The re­
searchers noted that current patterns 
of cigar use by young people may be 
similar to the consumption of smoke­
less tobacco, particularly moist snuff. 

For patients who smoke cigars, 
the researchers concluded, quitting is 
the only way to avoid the document­
ed health risks that accompany cigar 
smoking. 

—Christine Kuehn Kelly 
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Mortality Trends 
Tell Us How We're 
Doing 

The emerging data from mortality 
studies of the major illnesses of 

U.S. adults are a sensitive gauge of 
our medical and public health sys­
tem's progress against disease. 
Through statistical analysis of death 
certificates, epidemiologists have 
credited the U.S. health care system 
with an overall reduction in death 
rates and an increase in life expectan­
cy. In 1996, the nationwide age-
adjusted mortality rate reached an 
all-time low, and the average life 
expectancy reached an all-time high 
of 76.1 years. 

In individual areas of pathology, 
however, survival performances vary. 
Cardiovascular mortality numbers 
show progressive annual improve­
ment, and clinicians and researchers 
have recently enjoyed impressive 
success against cancer and HIV in­
fection, with corresponding decreases 
in death rates. But although re­
searchers have applied new manage­
ment approaches to the growing pop­
ulation of diabetic patients, these 
have not yet resulted in similar de­
creases in the death rate from dia­
betes and its complications. In fact, 
the diabetes-related death rate is on a 
10-year upswing. 

Leading Causes of Death 
Eight of the top-10 causes of death 

are ailments that are primarily man­
aged by internists. Heart disease, can­
cer, stroke, and chronic lung disease 
make up the top four; diabetes, HIV, 
liver disease, pneumonia plus in­
fluenza, accidents, and suicide round 
out the top 10. The eight conditions 
that internists encounter were respon­
sible for 1.75 million deaths in 1996. 

The causes of death in various 
adult age ranges differ. For young 
adults 25 to 44 years of age, HIV is 
the number-two killer; accidents are 
number one. In adults 45 to 64 years 
of age, cancer is the most common 
lethal illness; in persons older than 

65 years of age, heart disease is more 
prevalent. These annual figures are 
taken from death certificates in every 
state and standardized to an age dis­
tribution of a specific year to produce 
age-adjusted death rates for each of 
the leading causes of death. Unfortu­
nately, however, many death certifi­
cates are inaccurate (see News Note). 

Mortality Atlas 
Last year, the federal government 

published a mortality atlas for the 
first time. The atlas illustrates how 
death rates vary geographically, and 
it identifies areas that have high con­
centrations of the diseases internists 
see most. According to figures from 
the Centers for Disease Control and 
Prevention, Hawaii has the lowest 
age-adjusted death rate and the Dis­
trict of Columbia has the highest. 

The atlas directs internists' atten­
tion to the southern United States, 
where a relatively larger proportion 
of the mortality burden can be found. 
The southeastern United States is 
now the "hot spot" of cardiovascular 
disease because mortality rates in the 
northeastern region have decreased 
faster than they have elsewhere. 
Lung cancer mortality among 
African-American men is concen­
trated in urban areas and in the south­
eastern United States; among white 
men, it is heaviest in the Mississippi 
and Ohio river valleys and along the 
southern Atlantic coast. The atlas also 
shows that HIV mortality is concen­
trated on the east and west coasts and 
in all urban areas. 

Epidemiologists in government 
and academia are encouraged by the 
insights provided by the aggregate 
data that allow them to pinpoint spe­
cific populations of patients at par­
ticular risk. The rates of change in in­
dividual disease categories from one 
year to the next are small. However, 
they have a large impact on the pop­
ulation's health because of the "mul­
tiplier" effect of the large U.S. popu­
lation. "In chronic diseases, a 1% 
per-year change in the age-adjusted 
death rate is a massive change," ex­
plained Philip Cole, MD, professor 
of epidemiology at the University of 

Alabama at Birmingham. Between 
1995 and 1996, the age-adjusted 
death rates for heart disease, cancer, 
and liver disease decreased approxi­
mately 3%, 1%, and 1.5%, respec­
tively. For HIV, a staggering 26% 
decrease in deaths was registered 
during these 2 years. But for diabetes, 
the age-adjusted death rate rose 2.3% 
during the same period. 

Prevention vs. Treatment 
Subspecialists and epidemiologists 

acknowledge that a combination of 
improvements in health screening and 
prevention and advances in therapies 
and technology are the keys to under­
standing the improvements in mortal­
ity. However, whether prevention or 
treatment is primarily responsible for 
the progress is a matter of debate. 
Heart disease, which is the nation's 
leading killer, has been fought com­
prehensively on many levels. 

"Cardiology is much more ag­
gressive today," commented Pawap 
Sharma, MD, of the University of 
Utah in Salt Lake City. "Until the 
1970s, patients with myocardial in­
farction [MI] were treated with bed 
rest." Sharma enumerated several 
key initiatives by cardiology, includ­
ing the creation of cardiac care units, 
cardiac rehabilitation, and increased 
public awareness of the dangers of 
smoking and cholesterol. 

Over the past three decades, mor­
tality has fallen at a rate of 2% to 4% 
annually. One group of researchers 
used a computer model to rank the 
relative importance of the factors re­
sponsible for the decline in cardiac 
mortality from 1980 to 1990. They 
found that about 50% of the decrease 
could be attributed to risk factor re­
duction in the form of primary and 
secondary prevention. They also il­
lustrated the benefits of focusing ef­
forts on persons with known heart 
disease; the computer model indicat­
ed that 70% of the decline in mortali­
ty was explained by better treatments 
and prevention of adverse events in 
patients already diagnosed with heart 
disease (JAMA. 1997;277:535-41). 

In addition to collecting large ag­
gregates of data that document the 
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importance of primary and secondary 
prevention of MI through risk factor 
modification, cardiologists have 
sought new technologies and adju­
vant medications that have enhanced 
the safety and long-term efficacy of 
technical procedures, such as coro­
nary angioplasty. "Thirty years ago, 
we didn't have the techniques and the 
medicines that we have today," Shar-
ma noted. "Restenosis has gone 
down because of stents, and medi­
cines like abciximab have improved 
the long-term success of stents." 

AIDS Deaths 
Although improvements in cardi­

ology have been gradual, advances in 
the treatment of HIV infection have 
been more sudden, and the mortality 
data show that these advances have 
had a tremendous effect. A recent 
study of 1200 HIV-positive patients 
documented a sharp decrease in mor­
tality in 1996 and 1997 that correlated 
with the introduction of aggressive 
antiretroviral therapy (N Engl J Med. 
1998;338:853-60). 

"A combination of things is re­
sponsible," stated Anthony Fauci, 
MD, director of the National Insti­
tute of Allergy and Infectious Dis­
ease. 'The early part of the trend was 
caused by the introduction of more 
effective therapy that consisted of 
combinations of nonnucleoside ana­
logues. That added to the benefit 
from ongoing efforts at education, 
aggressive diagnosis, treatment, and 
prophylaxis of opportunistic dis­
eases." Fauci added that the success 
of protease inhibitors has contributed 
to the improving mortality trend in 
HIV. "And the expansion of ADAP 
[AIDS Drug Assistance Program] 
has allowed more people to get ac­
cess to these drugs." 

Few experts expect the AIDS 
death rate to continue to plunge, and 
some worry that the treatments that 
are being developed could lead to dis­
regard for safer sex guidelines and to 
relaxation of efforts to reduce the use 
of contaminated needles by injection 
drug users. Many researchers are also 
extremely concerned that HIV might 
become resistant to current therapies. 

'The downward trend should contin­
ue but might level off if people be­
come refractory to therapy," Fauci 
added. For AIDS mortality to contin­
ue to decrease, internists will have to 
teach behavior modification to those 
at risk, guard against opportunistic in­
fections in those who are infected 
with HTV, and push combination ther­
apy with antiretroviral agents as spec­
ified in the Center for Disease Control 
guidelines, according to Fauci. "Peo­
ple need to be on aggressive triple-
drug therapy," he asserted. 

The explosion of new HIV drugs 
and therapeutic options presents an 
information challenge to internists, 
who need to keep up to date to deliv­
er the best care to their HIV-infected 
patients. "While it's not appropriate to 
say that every patient with HIV needs 
to be taken care of by an ID special­
ist," commented Fauci, "a general in­
ternist should at least intermittently 
consult with an ID specialist." 

Reversal in Cancer Death TVend 
Explaining why mortality rates 

decrease in diseases like cancer and 
AIDS is important because health 
policy planners use mortality data as 
evidence to lobby for funding of 
strategies that are aimed at either pre­
vention or therapy. Oncology is an 
example. The much-publicized "war 
against cancer" was a disappointment 
in the context of mortality numbers 
because age-adjusted death rates for 
cancer climbed annually for many 
years. Since 1991, however, the age-
adjusted death rate has decreased 
slightly each year. Researchers then 
debated where to place the credit for 
the lives saved. 

The cancer literature has outlined 
a disagreement between two groups 
of epidemiologists. One group argues 
that resources should be allocated for 
prevention efforts, and another group 
advocates investment in treatment-
focused research. "What caused con­
troversy was our analysis," stated 
Heather Gornick, MD, MPH, of 
Brigham and Women's Hospital in 
Boston. "Prevention and changes in 
cancer incidence are what are driving 
the decrease in cancer deaths," she 

added. "The overall decline in cancer 
mortality is highly correlated to the 
decline in lung cancer mortality, 
which is primarily reflective of 
changes in tobacco consumption. 
These data provide emphasis for how 
the cancer control program of this 
country should be run. I think these 
data endorse prevention." 

Cole, however, fears that the data 
do not support the conclusion that 
prevention is solely responsible. He 
feels that the war against cancer is 
being won on two fronts. "I will con­
tend that it's about 60% prevention and 
40% from medical care," he stated. 

Mortality Rate Interpretation 
The preliminary data for 1997 

show that 1997 will be the first year 
in history where the number of 
deaths from cancer has actually de­
clined. "Cancer is the great epidemic 
of the 20th century, and that epidem­
ic is on the wane. You don't have to 
be a statistician to appreciate this," 
noted Cole. 

The intricacies of interpreting mor­
tality data and the fallibility of those 
data are perhaps best demonstrated by 
diabetes. Genetic and environmental 
factors have created an epidemic of 
diabetes in African-American and 
Hispanic populations, and an increase 
in diabetes-related mortality has been 
documented by the National Center 
for Health Statistics. But diabetes may 
be a condition that is difficult to study 
accurately with current statistical 
methods. "Death certificate data are a 
fairly problematic source to my way 
of thinking," stated Maureen Harris, 
PhD, MPH, director of the National 
Diabetes Data Group at the National 
Institutes of Health. From year to year, 
deaths from diabetes can be either 
greatly overestimated or underesti­
mated because the reporting of under­
lying causes of death on death certifi­
cates varies, according to Harris. 

NHANES Results on Diabetes 
Harris believes that cohort stud­

ies, such as the National Health 
and Nutrition Examination Survey 
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(NHANES), will provide more accu- [ 
rate results. Harris has compared na­
tionwide mortality rates of diabetic 
adults to those of nondiabetic adults. 
The results show the diabetic pa­
tients' survival disadvantage. "We're 
finding a much smaller mortality de­
cline in diabetics than in nondiabetics 
in both cardiovascular mortality and 
in all-cause mortality," she asserted. 

Data from the NHANES survey 
may help internists focus on the dia­
betic patients who are at highest risk. 
"The excess risk seems to occur in 
clinically overt diabetics. . .about 
70% of the diabetic cohort's death was 
cardiovascular compared to 40% of 
the nondiabetic cohort," added Harris. 

It will probably take years before 
such innovations as fast-acting in­
sulin, newer oral agents, and the ef­
fects of improved diet and increased 
exercise affect diabetes mortality 
data. Kenneth Polonsky, MD, profes­
sor of medicine and chief of en­
docrinology at the University of 
Chicago, is among the many in­
ternists who are working to reverse 
the mortality trend in diabetes. He 
underscored the need to target 
African-American and Hispanic pop­
ulations and expressed hope that as­
says for serum biochemical markers, 
such as plasminogen activator 
inhibitor I, might someday give 
internists early warning of patients 
who are predisposed to diabetes and 
its macrovascular complications. 

"For now, preventive measures 
are general," he stated. "Internists 
need to be able to identify the so-
called syndrome-X phenotype, 
which includes obese, sedentary per­
sons with a family history of diabetes 
or women with a history of gesta­
tional diabetes. Those are the people 
at risk. They should be counseled 
with diet and exercise now while 
other preventive measures are being 
studied." In known diabetic patients, 
he added, clinicians should treat hy-
perlipidemia, screen for diabetic 
nephropathy, and refer any patient 
who cannot achieve a total glycosy­
lated hemoglobin level of 8 or less to 
an endocrinologist. "It's not an easy 
disease to take care of," Polonsky 

conceded, "because available oral 
agents do not work well, and most 
become ineffective over time." 

The Broad View 
Epidemiologists also hope that 

their mortality data will provide a 
population-sized context in which 
clinicians can shape their priorities. 
"It's important to place your patients 

in a national context," encouraged 
Gornick. "In medical school, we 
learn a lot of fantastic molecular sci­
ence but we don't learn enough pop­
ulation science, which is just as rig­
orous. Medicine has a greater social 
purpose, and it's through these data 
that we understand it." 

—Paul T. Kefalides, MD 
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