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 “Smoking is a custom loathsome to the eye, hateful to the nose, harmful to the brain, dangerous to the lungs, and in the black 
stinking fume thereof nearest resembling the horrible stygian smoke of the pit that is bottomless” 

 
(James VI of Scotland and I of England) 

http://en.wikipedia.org/wiki/James_I_of_England
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INTRODUCTION 

The purpose of this booklet is to promote correct behaviour patterns to improve the lifestyle of seafarers. No change 

of lifestyle can come if there is no prior knowledge of the risks in adopting certain behaviours.  Knowing the health 

risks associated with smoking, alcohol, drugs and inappropriate foods is a right of all of us 

In this booklet we will focus our attention on tobacco smoke. Our goal is to: 

 

 provide information on the health damage caused by incorrect lifestyles; 

 provide alternative behavioural models; 

 develop awareness on the interactions between smoking and the workplace. 

 

Figure 1 The tobacco plant (Nicotiana tabacum) 

 

In recent years, cigarette smoking has been much talked about, especially because legislations prohibit its 

consumption in public places such as restaurants, hospitals, and workplaces. In the face of this prohibition, there is 

the presence of large multinationals developing new marketing strategies, such as flavoured cigarettes or designer 

cigarette packages. However, it seems that the effects of the warnings printed on cigarette package labels about the 

health damage caused by smoking in practice do  not encourage reduction of smoking. 

The western world first encountered the tobacco plant with the discovery of the Americas by Christopher Columbus 

in 1492. In the past, tobacco had played a vast and important role, ranging from serving a religious purpose for the 

Native Americans to having mysterious medicinal properties typical of the 700s such as the belief that it could cure 

several diseases. They include gastric ulcers, pneumonia, plague, epilepsy, as well as also common ailments such as 

headaches, dizziness, nausea and even tooth decay. 
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The biggest increase in smoking occurred at the beginning of the twentieth century.  With the two world wars 

cigarette consumption has been on the rise ever since. Anti-smoking campaigns began only in the 80s when 

tobacco’s harmful effects had been extensively demonstrated.  

 Smoking is the leading cause of illnesses and death in modern society. The fact that exposure to tobacco smoke, 

whether active or second-hand, is associated with the onset of various types of cancer, cardiovascular and 

respiratory diseases, as well as tobacco addiction is well-recognized. Hence,  smoking must be considered as causal 

factor of disease. Smoking can be considered a global epidemic: the World Health Organization (WHO) found that 

about one-third of the world population smokes. 

A DOXA survey conducted in Italy in 2012 by the Istituto Superiore di Sanità (Superior Health Institute, hereafter ISS) 

in collaboration with the Mario Negri Institute for Pharmacological Research has found that: 

 20.8% of the participants rated themselves as smokers (24.6% males, 17.2% females); 

 12.8% declared to be ex-smokers (17.9% males, 8.1% females); 

 66.4% said to be non-smokers (57.5% males, 74.7% females); 

 the age group between 25 and 44 included the greatest number of smokers (33.7% males and 24.1% 

females). 

Previouse DOXA investigations revealed that there is a steady reduction in the number of smokers (35.4% in 1957; 

32% in 1990; 25.6% in 2005; 23.5% in 2007). 

       Each year, tobacco smoke kills approximately 8,000 people in Italy and almost 6 million people worldwide! 

According to statistical surveys from the Smoke Free Partnership (ERS, Cancer Research, UK, and National Cancer 

Institute in France) 79,500 people die each year in Europe only from second-hand smoke, 7,000 of whom live in Italy. 

Unless urgent action is taken, the WHO predicts that by 2030 smoking will have killed more than 8 million people. Of 

these, over 8% are people living in low and middle income countries. 
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GIORNATA MONDIALE SENZA 

TABACCO 2013 

 

In occasione della Giornata 

Mondiale senza Tabacco 2013, si 

è tenuto lo scorso 31 maggio 

2013, presso l’Istituto Superiore 

di Sanità, il Convegno Nazionale 

“Tabagismo e Servizio Sanitario 

Nazionale” organizzato dal 

Ministero della Salute, L’Istituto 

Superiore di Sanità, insieme 

all’Istituto di Ricerche 

Farmacologiche Mario Negri e la 

Società Italiana di Tobaccologia. 

Obiettivo della Giornata 

Mondiale senza Tabacco è di 

contribuire a proteggere le 

generazioni presenti e future non 

solo dalle conseguenze 

devastanti per la salute che può 

provocare il fumo, ma 

proteggere anche dai flagelli 

sociali, ambientali ed economici 

derivati dal consumo di tabacco 

e l’esposizione al fumo di 

tabacco. 

WORLD NO TOBACCO DAY 

2013 

 

The National Conference on 

"Cigarette Smoking and the 

National Health Service" 

organized by the Ministry of 

Health, ISS, Mario Negri Institute 

for Pharmacological Research 

and the Italian Society of 

Tobaccology was held on 31 May 

2013 in occasion of the “ World 

No Tobacco Day 2013”  

The goal of the “World No 

Tobacco Day” is to help 

protect present and future 

generations from the 

devastating health effects 

caused by smoking and from 

the social, environmental and 

economic ruins derived from 

tobacco consumption and 

exposure to tobacco smoke. 

WHAT IS TOBACCO ADDICTION? 

 

Cigarette smoking is a pathological condition characterized by the daily 

habit and compulsion to consume tobacco by smoking.  Tobacco 

smoke contains nicotine which causes addiction and acts primarily on 

the nervous and cardiovascular systems. In addition to psychological 

dependence, there is also physical addiction of varying degrees which 

changes from subject to subject and with the amount of tobacco 

smoked. 

Regular smokers are defined as those who smoke every day. The 

statistics that DOXA carried out on behalf of the ISS further categorizes 

smokers into three different sub-types based on the average number 

of cigarettes smoked during the day. Regular smokers are therefore 

defined as: 

 Heavy smokers: those who smoke 25 or more cigarettes per 

day 

 Moderate smokers: those who smoke between 15 to 24 

cigarettes per day  

 Light smokers: those who smoke less than 15 cigarettes per 

day 
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WHY DOES ONE SMOKE? 

Epidemiological data has shown that the first experience with cigarette smoking usually occurs during adolescence. 

The most common reasons why a young person starts smoking are: 

 To try it 

 To be accepted by friends 

 To transgress 

 To feel like they are grown-up 

 Because of the belief that one can quit at any time  

 To emulate others and one's parents, if the latter smoke. In fact, the probability of having a child who smokes 

increases considerably if one parent smokes 

However, the reason that makes one continue to smoke is nicotine dependence, along with additional psychological, 

environmental and genetic factors. 
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CIGARETTES: KNOW THEM 

Many smokers believe that there are few harmful substances in cigarettes when there are actually hundreds of 

substances that can cause damage to the body. Figure 2 shows the diagram of a cigarette. About 4,800 harmful 

substances are released mostly during combustion. Table 1 below provides a short list of the main substances 

contained in tobacco smoke. 

 

TABLE 1: CHEMICAL COMPOSITION OF TOBACCO 

Gas phase 

 CO and CO2 (tox) 

 N oxides (irr) 

 Ammonia (irr) 

 Volatile Nitrosamines (ca) 

 Hydrogen cyanide (tox) 

 Hydrazine (ca) 

 Vinyl chloride (ca) 

 Urethane (ca) 

 Volatile sulphur compounds 

 Nitriles and other nitrogen compounds 

 Volatile Hydrocarbons  

 Alcohols 

 Aldehydes (formaldehyde, acetaldehyde, acrolein) (irr) 

 Ketones 

 Pyridine (irr) 

Corpuscular phase 

TAR  Nitrosamines (ca) 

 Non-volatile aromatic amines (ca) 

 IPA (benzopyrene, benzoanthracene, 

dibenzoanthracene) (ca) 

 Metal ions: As, Ni, Cd (ca) 

 Radioactive metals: Multiple including Polonium 210 

(ca) 

 Cresols (irr) 

 Amphenols (irr and ca) 

tox: toxic, irr: irritant, ca: carcinogen 
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Tar is the main product of the cigarette combustion process, consisting 

mainly of carcinogenic hydrocarbons that are deposited in the lungs 

and respiratory tract, thereby increasing the risk of tumours in various 

organs. A pack of cigarettes a day is equivalent to a cup of pure tar per 

year. In addition, tar adheres to the trachea, slowly covering up the 

lungs, creating cough, and facilitating the onset of respiratory 

infections. 

Carbon monoxide is a highly toxic gas present in cigarette smoke. It 

reduces the transport of oxygen to the tissues and binds to 

haemoglobin. This particularly affects the heart muscle. 

.  

Once inhaled, irritants such as acrolein, formaldehyde and nitrogen 

oxides inhibit the movement of the cilia of the mucosa which line the upper airways, thereby compromising 

respiratory function. More than 90 substances have been currently found to possess carcinogenic properties. The 

main carcinogens present in tobacco smoke are polycyclic aromatic hydrocarbons and N-nitrosamines. 

A study by French researchers at the University of Aix-Marseille has determined the presence of a plant virus 
(tobacco mosaic virus) in tobacco. They observed that the virus was still alive in 53% of the tobacco samples tested 
and that the genetic make-up of the virus was present in the saliva of 45% of the smokers tested. This implies that 
tobacco smoke also appears to be the gateway for the virus to enter the human body. Although the virus’ effect on 
humans is currently unknown, scientists have found that a “cousin” microorganism affecting   pepper causes 
abdominal pain and other ailments in human beings. 

In addition to the 4,800 substances normally contained in tobacco, a variety of additives are added during the 
production phase of cigarettes. These include: 

 ingredients used to give flavour (mixture of herbs, spices, sugar, honey, plant extracts); 

 humectants (glycerine, propylene glycol, o-phosphoric acid); 

 substances used to bleach ashes (alum hydroxide, and aluminium silicates, aluminium oxide and magnesium, 

talc, silicic acid, acids, ammonium salts); 

  preservatives (benzoic acid, formic acid, propionic acid), adhesives and binders (collodion, cellulose, shellac). 

 There are approximately 600 substances that are added at the time of production, and not all of them are legally 

regulated. These are mainly intended to make the unpleasantness of tobacco smoke more tolerable and accelerate 

the absorption of nicotine, thus increasing the amount of available nicotine. Documents that the tobacco industry 

has been forced to make public on the basis of judicial decision clearly reveal that additives have been deliberately 

studied and developed to enhance the effectiveness of nicotine in order to promote customer retention to a 

particular brand of cigarettes (ref. Federal Office of Public Health - Switzerland). 

 

      Figure 2: Diagram of a cigarette 
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THE TOBACCO INDUSTRY 

Many people do not know that the cigarettes available on the market also contain sugar, liquorice, cocoa or 

magnesium oxide in addition to the substances which are added by manufacturers to make the taste of nicotine 

more pleasant. These substances increase the absorption of nicotine in the lungs, and consequently, the probability 

that one develops nicotine dependence. Other substances are then added to make smoke whiter and its smell less 

irritating to others. But a less irritating smell does not necessarily mean that it is less harmful! 

The tobacco industry are marketing and 

advertising wizards: They have associated the 

image of cigarettes to the desire for freedom, 

the beauty of youth, and to a sense of 

belonging to such a degree that it contradicts all 

harmful effects.   

Did you know that the Marlboro Man (the one 

who played the cowboy in the Marlboro 

commercials for years, see Figure 3) died of 

lung cancer? In addition, has one ever thought 

about the economic implications for the 

individual smoker who ends up spending a large 

part of his salary in 30 years of consumption? 

Finally, from an environmental perspective, 

tobacco contributes to "greenhouse effects". 

Heat is required in order to produce cigarettes, 

and the drying process (often accomplished by 

burning tropical wood) requires a quantity of 

fuel that is five times the weight of the tobacco 

leaves. 

. 

 

 

 

 

 

 

 

Figure 3:  The Malboro man 
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WHY NICOTINE CAUSE ADDICTION? 

Nicotine is the substance contained in tobacco responsible for addiction. Most smokers are dependent and undergo 

the so-called withdrawal syndromes when they abstain from smoking. 

Withdrawal symptoms are: 

  IRRITABILITY 

   DEPRESSION 

   DIFFICULT  CONCENTRATION  

   INSOMNIA 

   INCREASED APPETITE 

It is important to note that smoking causes addiction very quickly during adolescence, immediately after lighting up 

the first cigarettes. 

Nicotine belongs to the neurotoxic substance group: like other drugs, it is considered a psychoactive substance1. One 

can therefore conclude that tobacco smoke is a "legalized drug." 

Nicotine passes into the lungs from cigarette smoke and arrives in the bloodstream within 7-10 seconds, from where 

it quickly reaches the central nervous system. The short time lap between consumption and effect is one of the key 

reasons why nicotine has such a high addictive potential. (Figura 4). 

 

Figura 4: Brain nicotine effects  

 

 

 

 

 

 

 

 

 

 

  

 

                                                             
1 Psychoactive substance: a substance capable of altering mental activity and is therefore able to induce the phenomena of 

dependence, tolerance and addiction in varying degrees. These psychoactive substances include illegal drugs but also legal ones 
such as alcohol and smoking. 
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Nicotine has no pleasurable effects. Specifically, it does not promote relaxation, nor does it reduce stress levels. The 

effects that the smoker perceives as pleasant (relaxation, stress reduction, etc.) are actually due to the attenuation 

of the withdrawal symptoms that occur after a certain period of time without smoking. Therefore when one smokes 

a cigarette, the withdrawal symptoms produced from the absence of smoking subside. This leads smokers to falsely 

conclude that smoking has relaxing effects. In fact, studies have shown that smokers have a higher base level of 

stress compared to non-smokers. 

Furthermore, habituation makes the receptors that bind nicotine, that is, the substance responsible for addiction, 

become less sensitive and greater in number. This increases dependency and disproportionately increases the 

number of cigarettes should  be smoked to obtain the same effects. This phenomenon is called up-regulation. If 

nicotine is assimilated quickly, the effects that nicotine induces on the human body are just as quick and run out in 

about 2 hours. This means that heavy smokers start feeling the first symptoms of withdrawal as soon as the level of 

nicotine in the body is lowered. 

Tobacco dependence and withdrawal syndromes are classified as substance use disorders. The American Psychiatric 

Association has in fact included tobacco use in the Diagnostic and Statistical Manual of Mental Disorders (DSM IV). 

Both "nicotine addiction" as well as ‘"nicotine withdrawal" are considered forms of "addiction." 

.  

A tobacco addiction diagnosis is given if at least three of the following symptoms are present (if they occur 

contemporarily within the same 12-month period): 

 

1. Persistent desire or compulsion to consume tobacco.  

2. Reduced ability to control tobacco use; unsuccessful attempt / incessant 

desire to decrease / control its use. 

3. Physical withdrawal syndrome when the quantity of tobacco 

consumption is reduced or eliminated altogether. 

4.  Development of tolerance. 

5. Limitations caused by tobacco use: lack of interest in things/activities, 

time-consuming procurement, use and recovery from substance. 

6.  Incessant use despite evidence of harmful consequences. 
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Nicotine withdrawal diagnosis is given if two of the following symptoms are present: 

 Craving 

 Feeling sick / weak 

 Anxiety 

 Dysphoria (anxious oppression, sadness) 

 Irritability/restlessness 

 Insomnia 

 Increased appetite 

 Cough 

 Ulceration of the oral mucosa 

 Difficulty concentrating 

 

         ADVERSE HEALTH EFFECTS OF SMOKING   

Cigarette consumption that persists over many years creates permanent damage to all organs. The most well-known 
health risk is cancer, particularly that of the lungs, but unfortunately many other cancers are strongly correlated to 
tobacco smoke (mouth, bladder, cervix, etc...). 

 

        HEALTH HARMS OF ACTIVE SMOKING 

  Ever since the 1964 report on smoking (Smoking and health: Report of the Advisory Committee to the Surgeon 

General of the Public Health Service. PHS publication n 1103 – Surgeon General), the fact that more than 4,000 

substances are present in tobacco 

smoke, as already mentioned, has been 

well known. Some of these substances 

have proven carcinogenic effects either 

as promoters or initiators. Since then, 

the list of diseases associated with 

smoking has significantly increased as it 

has been found that every organ in our 

body is injured from exposure to active 

smoking. 
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Oncogenic diseases 

The link between smoking and cancer is well known since many years . Studies published by IARC (International 

Agency for Research on Cancer) in 2007 are widely available and reveal that a significant correlation has been found 

between smoking and lung cancer, followed by cancer of the larynx, pharynx, upper digestive tract, oral cavity, lower 

urinary tract, oesophagus, nasal cavity,  cervix, pancreas, stomach, and kidney. Table 2 summarizes the conclusions 

of the 2004 Surgeon General's report  about oncogenic effects of active smoking. This data was also recently 

confirmed by a study quantifying the link between cancer sites / smoke (Gandini, 2008).  

 TABLE 2: ADVERSE HEALTH EFFECTS FOR WHICH ACTIVE SMOKING IS CURRENTLY IDENTIFIED AS A CAUSE [SOURCE: SURGEON GENERAL 2004] 

Cancer Scientific proof 

Lung Evidence is sufficient to infer a causal relationship between smoking and lung cancer. 

Smoking causes genetic changes in cells of the lung that ultimately lead to the development of 

lung cancer. Although characteristics of cigarettes have changed during the last 50 years and 

yields of tar and nicotine have declined substantially, the risk of lung cancer in smokers has not 

declined. 

Adenocarcinoma has now become the most common type of lung cancer in smokers. 

Even after many years of not smoking, the risk of lung cancer in former smokers remains higher 

than in persons who have never smoked. 

Lung cancer incidence and mortality rates in men are now declining, reflecting past patterns of 

cigarette use, while rates in women are still rising. 

Laryngeal Evidence is sufficient to infer a causal relationship between smoking and cancer of the larynx. The 

risk increases when combined with alcohol consumption. 

Oral cavity and pharyngeal Evidence is sufficient to infer a causal relationship between smoking and cancers of the oral cavity 

and pharynx. 

Esophageal Evidence is sufficient to infer a causal relationship between smoking and cancers of the 

esophagus (both squamous cell carcinoma and adenocarcinoma of the esophagus) 

Pancreatic  Evidence is sufficient to infer a causal relationship between smoking and pancreatic cancer 

Bladder and kidney Evidence is sufficient to infer a causal relationship between smoking and renal cell, renal pelvis, 
and bladder cancers. 

Cervical Evidence is sufficient to infer a causal relationship between smoking and cervical cancer 

Ovarian Evidence is inadequate to infer the presence or absence of a causal relationship between smoking 
and ovarian cancer. 

Endometrial Evidence is sufficient to infer that current smoking reduces the risk of endometrial cancer in 
postmenopausal women. 

Stomach  Evidence is sufficient to infer a causal relationship between smoking and gastric cancers.  
Evidence is suggestive but not sufficient to infer a causal relationship between smoking and 
noncardial gastric cancers, in particular by modifying the persistence and/or the pathogenicity of 
Helicobacter pylori infection. 

Colorectal Evidence is suggestive but not sufficient to infer a causal relationship between smoking and 
colorectal adenomatous polyps and colorectal cancer. 

Prostate Evidence is suggestive of no causal relationship between smoking and risk for prostate cancer.  
Evidence for mortality, although not consistent across all studies, suggests a higher mortality rate 
from prostate cancer in smokers than in non-smokers. 

Acute leukaemia Evidence is sufficient to infer a causal relationship between smoking and acute myeloid 
leukaemia.  
The risk for acute myeloid leukaemia increases with the number of cigarettes smoked and with 
duration of smoking. 

Liver  Evidence is suggestive but not sufficient to infer a causal relationship between smoking and liver 
cancer. 

Adult brain Evidence is suggestive of no causal relationship between smoking cigarettes and brain cancer in 
men and women. 
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Breast Evidence is suggestive of no causal relationship between active smoking and breast cancer. 
Whether women who are at a very high risk of breast cancer because of mutations in BRCA1 or 
BRCA2 genes can lower their risks by quitting smoking has not been established. 

Non oncogenic diseases 

In addition to cancer, many other diseases are related to smoking. The most common are: 

 ischemic heart disease, cerebrovascular disease and diseases of the peripheral circulatory system; 

 respiratory disease (chronic obstructive pulmonary disease, asthma and bronchitis); 

 changes in the reproductive system (decreased fertility and complications during pregnancy) 

  HEALTH HARMS OF SECOND-HAND SMOKE 

Even second-hand smoke can cause adverse health effects. Second-hand smoke or ETS (Environmental tobacco 

smoke) is a mixture of exhaled smoke (the so-called mainstream smoke) and smoke directly emitted into the 

environment by a lit cigarette (the so-called sidestream smoke).  Epidemiological studies  have shown that the risk of 

contracting disease from second-hand smoke increases by 23-30% compared to non-exposure (IARC 2004). In fact, 

carcinogens in exhaled smoke are the same as those inhaled by the smoker, albeit at lower concentrations. From the 

90s onward, several international agencies have published studies  on the harm of second-hand smoke. 

Table 3 summarizes the diseases caused by second-hand smoke in children and adults from the report produced in 

2007 by the World Health Organization (WHO). 

 

TABLE 3: ADVERSE HEALTH EFFECTS FOR WHICH SECOND-HAND SMOKE IS CURRENTLY IDENTIFIED AS A CAUSE OF  
DISEASES  IN CHILDREN AND ADULTS 

 

Age Sufficient evidence Suggestive evidence 

Children  Respiratory symptoms 

Reduced respiratory function 

Lower respiratory tract illnesses 

SIDS (Sudden Infant Death Syndrome) 

Middle ear disease 

Low birth weight 

Asthma 
Leukaemia 
Lymphoma 
Brain cancer 

Adults  Ischemic heart disease 

Lung cancer 

Nasal irritation 

Chronic obstructive pulmonary disease 
Chronic respiratory symptoms 

Asthma 
Reduced respiratory function 

Atherosclerosis 
Stroke 
Breast cancer 
Paranasal sinus cancer 
Premature birth 

[SOURCE: WHO 2007] 
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      Figure 6: Life expectancy curve of smokers and non-smokers 

  

SMOKING AND LIFE EXPECTANCY 

Smokers, especially those who started smoking at an early age, live worse and less. According to a report presented 

by the President of the Board of Inquiry on the National Health Service in September 2012, "the life expectancy of a 

smoker is about 10 years lower than that of a 

non-smoker. A 15 year old has a three times 

greater chance of dying from cancer than 

those who begin smoking 10 years later. " 

According to some studies carried out in 

2000, every cigarette smoked reduces life by 

11 minutes (Shaw M, 2000). Another study 

estimating  hours of life lost due to  cigarette 

smoking, alcohol intake and being obese has 

calculates  half an hour of life lost every two 

cigarettes smoked (i.e., a Microlife), an effect 

similar to  5 kilos of  overweight 

(Spiegelhalter, 2012). This time lost would be 

regained if healthy behaviours such as, for 

example, consuming fruit and vegetables, are adopted. ( Figure 5) 

This means that the sooner one quits smoking, the greater their life expectancy! If one quits smoking between 35 

and 39 years of age, life expectancy increases by 5 years for males and 3 years for females. Furthermore, the risk of 

suffering from heart disease including stroke is reduced by the 50%. After 15 years of abstinence from smoking, the 

risk is comparable to that of a person who has never smoked. (Figure 5). 

 

 

Figure 6 :shows how the life expectancy curve of someone who 

has quit smoking becomes much more similar to that of non-

smokers the earlier they quit smoking. 

 

 

 

 

Figure 5: Top six causes of cancer in men and women 
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 AESTHETIC DAMAGE CAUSED BY SMOKING 

As already mentioned, smoking is a behaviour that has considerable side effects. In addition to the harmful effects 

listed previously, it causes  also aesthetic damage. In fact, smoke favours the formation of bags under the eyes, as 

demonstrated by a study at Johns Hopkins University  as it makes nocturnal sleep more restless. 

 It has also been proven that smoking a pack of cigarettes a day for 10 years increases the risk of developing 

psoriasis by 20%, and if this bad habit is adopted for 20 years, the risk goes up to 60%. 

 It also makes teeth weaker and yellow 

 And causes premature aging of the skin therefore making one appear older than they really are. 
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BENEFITS OF QUITTING SMOKING 

IT SHOULD BE NOTED THAT: 

 QUITTING SMOKING AT ANY AGE SIGNIFICANTLY REDUCES SHORT AND LONG TERM HEALTH RISKS 

 THE SOONER ONE QUITS,  GREATER ARE THE BENEFITS 

 LIGHT CIGARETTE CONSUMPTION (I.E. LOW LEVELS OF NICOTINE AND TAR) DOES NOT ENTAIL A LOWER 

HEALTH RISK 

 

The benefits obtained from quitting become apparent already 20 minutes after the last cigarette. Blood pressure 

and heart rate turn regular almost immediately. 

Two hours after the last cigarette, nicotine begins to be eliminated from the body through urine. 

After 8-12 hours, carbon monoxide (CO) levels are considerably reduced and oxygen levels return to normal. 

After 1 day, accumulated carbon monoxide is eliminated from the body. 

After 2 days, the sense of taste and touch improves, and hair, teeth, fingers and breath are cleaner. 

After 6 days, breathing improves as the bronchial tube relaxes and lung capacity increases. 

After 1 week, one has more physical strength and energy, in addition to gradually recovering from shortness of 

breath and regaining interest in things/activities. One’s breath, teeth and hair continue to get better. The skin adopts 

a brighter complexion. Withdrawal symptoms disappear. 

After 1 month, the reconstruction process of the ciliated epithelium, that is the protective "fluff" of the respiratory 

tract which had been destroyed by smoking, begins and mucus starts being removed from the bronchial tubes with a 

significant decrease in the risk of respiratory infections. Blood circulation improves. The risk of stroke is reduced by 

33%. 

After 9 months, lung function increases by 20-30% whereas chronic cough usually disappears. 

After 1 year, the risk of cardiovascular disease such as heart attack and stroke is significantly lowered as nicotine acts 

as a vasoconstrictor on the arteries, causing them to shrink. 

After 5 years, the risk of cancer of the oral cavity and oesophagus drops by 50% just like the risk of stroke decreases 

to the same levels as non-smokers. 

After 10 years, the risk of lung cancer falls to 40-50%. 
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 After 15 years, the risk of cardiovascular disease and cancer drop to the levels of non-smokers. Fertility also 

improves since smoking reduces the number of viable sperm in men and the number of oocytes that can be fertilized 

in women. Consequently ... 

 

 

QUITTING SMOKING IS WORTH YOUR WHILE!!! 

 

NATIONAL REGULATIONS   

The most important measures that have been adopted to date in Italy are listed below: 

 Law No. 584 of 11 November 1975:  Smoking is banned in public places and on board public transportation 

  Directive of 14 December 1995: Smoking is banned on certain premises of the public administration and of 

public services (Figure 7). 

  Law No. 3 of 16 January 2003 (also known as Sirchia law): Health protection of non-smokers (Official 

Gazette No 15 of 01.20.2003 - Ordinary Supplement n. 5). The ban on smoking is extended to private 

premises that are open to the public; with designated areas for smokers. Italy was the third among European 

countries to extend the ban on smoking. The number of smokers began decreasing two years after this 

provision entered into force and it has been falling steadily ever since. 

  Law n ° 311 of 30 December 2004: Provisions regulating the preparation of the annual and multiannual 

State budget (Articles 189, 190 and 191 Finance Act 2005) 

A sign such as the figure on the right is posted in all the places where smoking is prohibited. 

                  

 

                                                                                                                        Figure 7: Facsimile of a no-smoking sign 
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SMOKING IN THE WORKPLACE 

 

Although it is forbidden to smoke in the workplace, if the provision is not complied with, the work 

environment can become an important place of exposure to active and passive smoking. There is indeed a 

significant proportion of workers who are exposed to second-hand smoke despite the fact that they do not 

smoke. 

The reason one is inclined to smoke at the workplace is related to the stress that has been generated because 

of pressure and the need to solve negative situations. It should be considered that even if one smokes 

outdoors, the air is polluted for up to 5 meters from the smoker. According to the findings from a study of the 

National Cancer Institute of Milan, a person standing downwind from someone who smokes on the sea shore 

or at open sea breathes in 7 times the normal toxic substances present in the air, an amount comparable to 

breathing in twice the city traffic pollution. Data from this study were published at the conference organized 

by the ISS on May 31 on occasion of the World No Tobacco Day. 

Current smokers should keep in mind that: 

 
If every worker has the right to receive adequate information, it is 

also true that "every worker has the obligation to care for their 

own health and safety and that of other people in the workplace 

who are affected by the worker’s  actions or omissions (...) "Art. 20 

D. Lgs. 81/2008. 
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 ELECTRONIC CIGARETTES (E-CIGs) 

 

Electronic cigarettes first appeared on the market 10 years ago in 

China, the first producers of e-cigs in the world, even though Beijing 

prohibited their use simply for an economic reason. They arrived in 

Italy in 2009. 

Electronic cigarettes have the same form as traditional cigarettes but 

rely on a rechargeable battery which allows users to inhale the vapour 

of a solution consisting of water, propylene glycol, glycerol, nicotine (in 

variable quantity or even none at all ) and food flavourings. 

The vapour inhaled gives one a taste and feel similar to that experienced by inhaling traditional cigarettes. Since 

combustion does not occur, carcinogenic risk is theoretically lower because of the lack of residues from tar and other 

substances released through the combustion process. 

The ISS recommends limiting e-cig consumption as the product's effectiveness in helping users quit smoking is yet to 

be proven. In addition, there are elements that still need to be clarified regarding the product’s toxicity. The ISS has 

recently published a report on the presence of considerable amounts of heavy metals. The Institute itself suggests 

that "electronic cigarettes are potentially carcinogenic." Analysis carried out at the University Federico II of Naples 

has found considerable quantities of lead, cadmium, chromium and arsenic.  

"The amounts seem very high, especially for the Louisville sample, in which the concentration of arsenic is even 

higher than that legally allowed for drinking water." The risk is even higher for heavy smokers. The problem is that, 

while regulations that limit the presence of harmful substances to the body do exist for water or food, there is no 

current limitation for e-cigs, therefore any type of substances could potentially be found. The risk of second-hand 

smoke exists even for e-cigs. Toxic substances were present in an 8m3 area, although in lower concentration 

compared to those emitted by traditional cigarettes (Figure 9). 

 

 

Figura 9: Concentration of a selection of compounds during 
the emission of electronic cigarettes and traditional 

cigarettes in a room of 8 cubic meters. 

  

 

 

Figure 8: The electronic cigarette 
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Rigu Regarding their use as method for quitting smoking, the WHO said  that "although the producers sell ENDS 

(Electronic Nicotine Delivery System) as effective devices that help one quit smoking, there is currently no sufficient 

scientific evidence to establish them as a safe and effective method for quitting smoking. They should be regulated 

as medical devices or therapeutic products and not as tobacco products. " 

Despite the attempts of the WHO and ISS to bring the use of e-cigs to a standstill, the market for e-cigs has boomed 

in Italy as more than 2,000 independent or franchise shops have already opened their doors to the public. 

Moreover, a black market for these cigarettes has already flourished. In addition to the health risks resulting from 

the lack of certification from the European Community, e-cigs bought on the black market can even be dangerous. 

There are in fact numerous cases of illegal e-cigs exploding, causing serious damage to the eyes, face, mouth and 

hands. 

ADVICE FOR THOSE INTENDING TO QUIT SMOKING 

Whoever decides to quit smoking must evaluate the cost / benefit ratio obtained by quitting. 

 A first suggestion is to estimate the cost of purchasing cigarettes: this calculation should be 

made based on the number of cigarettes smoked per day and the price of each package in order to 

determine how much is spent per day, week, month and finally per year. At this point one can consider what 

could be purchased with the money saved by not smoking anymore. 

  Another tip is to imagine what could happen to one’s health if one continues to smoke. 

What might the consequences be? One should imagine oneself in 6 months, one year and think about all the 

negative effects that might be experienced. 

 Everything that reminds one of smoking should be removed 

Throw out ashtrays, lighters and anything that one associates with smoking. 

 Find a good substitute for smoking 

Help the body fight the changes that it is facing by finding a suitable replacement such as fruit, smoothies 

and fresh fruit juices, as the latter have a high vitamin and mineral content and can help the body eliminate 

impurities, supplementing with green tea and fibre to help digestion and reduce oxidative stress..  
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       “ANTI-SMOKING CENTRES” ARE PRESENT ON ALL NATIONAL TERRITORY 

                    Information is constantly updated on the website of the ISS   

                                 (www.Istituto Superiore di Sanità .it/ofad)  

                              and SITAB (Società Italiana TABaccologia)                     

                                                   www.tabaccologia.it 

                                                           A TOLL FREE NUMBER IS AVAILABLE  

 

 

 

 

        

 Active from Monday to Friday from 10:00 to 16:00  

 

 

 
 
 
 
 
 

                                            
 
 
 

http://www.iss.it/ofad
http://www.tabaccologia.it/
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  HEALTHY SHIP 

(HEALTH PROTECTION AND SAFETY ON BOARD SHIPS) 

 “TOBACCO SMOKING QUESTIONNAIRE” 
 

A questionnaire on risk awareness and knowledge of the issues related to tobacco smoke was proposed to the crew 

embarked aboard the units of the Finaval Fleet as part of the initiatives of the Health Protection and Safety on 

Board Ships project (acronym Healthy Ship), which aims to provide information campaigns on the major health risks 

to seafarers and on how to prevent them. The problem is of particular relevance for seagoing ships as tobacco 

smoke generally affects the vast majority of crews. 

The results of the questionnaire are outlined below in the hopes that, together with the information previously 

provided in this text, they might lead to a moment’s reflection on tobacco smoke and on the strategies that need to 

be taken to limit its use. 

                     RESULTS OF THE QUESTIONNAIRE PROPOSED TO THE CREWS OF FINAVAL S.P.A.  

                                               INTRODUCTION 

This report summarizes the results of the anonymous questionnaire on "Tobacco Smoking" administered 
to the Finaval staff. 157 employees participated in the survey. The pie chart in Figure 1 shows the 
percentage of Finaval employees that have voluntarily participated in the study by filling out the 
questionnaire 

 

 

 

 

 

 

 

 

 

 

Figure 10: Sample of Finaval employees, according to gender  

 

 
Figure 10 reveals that the 94.90% of the respondents were males and only the 4.46% females. The 0.64% 
of the participants did not answer the question. These results are in line with the tendency to consider 
work at sea as a typical male profession. 
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Figure 11 reveals that the most represented age groups were 21-30 (38.22%) and 31-40 (26.11%), followed 
by 41-50 (20.38%). The 10.19% of the respondents were aged between 51 and 62 years, while the 1.91%  
were under the age of 20. The 3.18% of the participants did not answer the question. 
 
 

 

   Figure 11: Sample of Finaval employees, according to age 

 

Among the employees who filled out the questionnaire, more than half were of Indian nationality 
(60.51%), the 28.03% were Italian, the 7.64% of the respondents were Filipino. The 3.82% of the 
participants did not answer the question (Figure 12). 

   

 

 

 

 

 

 

 

 

 

                                         

Figure 12: Sample of Finaval employees, according to nationality 
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With regards to education, the 36.94% of the respondents have a high school diploma, the 31.21% have a 
university degree and the 17.20% have a middle school diploma. The 4.46% of the Finaval personnel who 
participated in the study possess only  an elementary school diploma, while the 3.18% have a vocational 
training qualification. The 7.01% of the participants did not answer the question.(Figure 13) 

 

 

        Figure 13: Sample of Finaval employees, according to education 

The occupations/ranks held by the respondents are as follows, in descending order: 
Deck crew (28.03%), followed by Engine room crew (24.20%) and Deck Officers (15.29%). The 8.92% of the 
Finaval employees who participated in the study had administrative positions, the 7.64% were Engineers 
and the 7.01% were galley personnel. The 5.10% of the personnel sampled were captains, whereas the 
3.82% of interviewed people did not provide indication as to their activity in Finaval (Figure 14). 
 

                         

        Figure 14: Sample of Finaval employees, according to occupation/rank 
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AWARENESS OF DAMAGE CAUSED BY TOBOCCO SMOKE 

Deaths attributable to tobacco smoke represent a very high percentage of the total number of deaths 
(between 25 and 50%) and it has been estimated that smokers lose an average of about 15 years of life. 
The total number of deaths attributable to tobacco smoke and those related to the development of various 
diseases such as ischemic heart disease, cerebrovascular diseases (stroke), chronic obstructive pulmonary 
disease (COPD) and many other diseases is expected to increase from 5.4 million in 2004 to 8.3 million in 
2030, an increase of approximately 10% more deaths worldwide. However, 80% of these deaths will occur 
in developing countries.  
 (http://www.bollettinodipendenze.it/FLASH-NEWS/Rapporto-OMS-sul-fumo-di-tabacco.html).  

As shown in Figure 6, well over two-thirds of the participants (86.62%) are aware that smoking cigarettes 
or other tobacco products can seriously damage one’s health, with only the 7.01% responding that they 
were not aware of the damage. The  6.37% of participants did not answer the question. 

 

 

 

Figure 15: Answers to the question "Are you aware of the 
damage that can be caused by smoking cigarettes or other 

tobacco-containing products?" 

 

More than two thirds (78.98%) of respondents listed cancer among the diseases caused by smoking (lung, 
mouth and / or tongue cancer), 17.83% acknowledged that smoking is a factor in the onset of 
cardiovascular disease (cardiovascular problems, atherosclerosis, hypertension, stroke, heart attack) and 
13.38% linked smoking with respiratory diseases (COPD, emphysema, asthma, cough, breathing difficulty). 
However, the  22.93% of the respondents did not indicate any diseases, while some of the respondents 
linked smoking to the pathogenesis of genitourinary tract diseases (2.55%), mental and behavioural 
disorders (0.64%), endocrine, nutritional and metabolic diseases (0.64%), diseases of the skin and 
subcutaneous tissue (0.64%), weakness and fatigue (0.64%) and diseases of the blood and blood-forming 
organs and certain disorders of the immune system (0.64%) (Table  4).  

If you think that smoking damages your health, what illnesses does it cause? 
 

Number % 

TUMORS (cancer, lung, mouth and/or tongue cancer) 124 78,98 

DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND CERTAIN DISORDERS OF THE 
IMMUNE SYSTEM 

1 
0,64 

ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES  (dyslipidemia) 1 0,64 

MENTAL AND BEHAVIORAL DISORDERS(depression) 1 0,64 

CARDIOVASCULAR DISEASES (cardiovascular problems, atherosclerosis, hypertension, stroke, 
heart attack) 

28 
17,83 

RESPIRATORY DISEASES (in general, COPD, emphysema, asthma, cough, breathing difficulty) 21 13,38 

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE 1 0,64 

WEAKNESS/FATIGUE 1 0,64 

GENITOURINARY TRACT DISEASES (impotence) 4 2,55 

No answer 36 22,93 

Total 157 100 

 

Table 4: Answers to the question: "If you think that smoking damages your health, what illnesses does it cause?" 

http://www.bollettinodipendenze.it/FLASH-NEWS/Rapporto-OMS-sul-fumo-di-tabacco.html
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Half of the respondents (53.50%) believe that passive smoking is very harmful to one’s health and the 
32.48% considers it quite harmful. The 5.10% does not have a clear opinion on the issue, while the 3.82% 
of the Finaval employees surveyed believe that second-hand smoke is not very harmful to the body, with 
the 1.91% not considering it harmful at all. The 3.18% of the participants did not answer the question 
(Figure 16). 

 

Figure 16: Answers to the question "In your opinion, how dangerous is second-hand smoke for one’s health?" 

 

Slightly less than half (47.77%) of the respondents replied that they were very bothered by second-hand 
smoke, a good portion of the sample (34.39%) said they were a bit irritated, while the 13.38% were not 
bothered by it at all. The  4.46% of the participantsto the survey did not answer the question (Figure 17). 

 

               

 

                        

 

 

 

 

 

 

 

Figure 17: Answers to the question "Does second-hand smoke bother you?" 
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With regard to the major health risks associated with tobacco smoking, respondents indicated lung cancer 
(87.26%) as the most important risk. This was followed by cancer of the mouth, larynx and esophagus 
(54,14%), addiction to smoking (42.68%), and hypertension and cardiac problems (35.03%). Nervousness, 
apathy, anxiety and headache were reported by the 21.66% of the respondents, increase in cholesterol and 
the risk of cardiovascular disease by the 17.83%, and hypersecretion of mucus by the 13.38% of the 
participants. The disease least associated with tobacco smoke was conjunctivitis (7.01%), while the 2.55% 
of the sample responded "I don’t know" to the question. The 1.91% did not answer the question (Figure 
18). 

 

Figure 18: Main health risks associated to tobacco smoking   

The 89.17% of those who completed the questionnaire stated that the component responsible for 
cigarette addiction is nicotine, while the 7.01% and the 5.73% believed that addiction was due to tar and 
carbon monoxide respectively. The 6.37% of the respondents stated that they did not know which 
ingredient was responsible for the addictive nature of cigarettes. The  1.34% did not answer the question  

(Figura 19). 

 

Figure 19: "Which ingredient in tobacco causes addiction to cigarette smoking?" 
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EATING HABITS AND LIFESTYLES 

With regards to alcohol consumption, almost half of the sample (48.41%) said they were teetotal or that 
they rarely drank, the 15.29% replied that they used to drink in the past, and the 13.38% stated that they 
drink regularly and moderately between meals. The 10.83% of the respondents said they normally drink 
during meals, while the 3.82% declared that they have never consumed alcohol. The 3.18% of participants 
responded that they get drunk as soon as they drink too much and a small fraction (1.27%) stated that they 
often exaggerate drinking and getting drunk. The 3.82% of the respondents did not provide any 
information with respect to alcohol consumption (Figure 20). 

 

 

 

 

                                         

 

 

 

 

 

 

 

Figure 20: Answers to the question "Are you a habitual drinker?" 

 
 
 

 
 
With regards to eating habits, more than half of the respondents (59.87%) said that they ate regularly 
during the three main meals (breakfast, lunch and dinner). The 17.83% stated that they tried to eat less to 
control their body weight and the 14.01% said they ate quickly and finished before the others. The 12.10% 
admitted that they often ate between meals and the 8.28% said that they ate very little when tired or 
nervous. In addition, the 6.37% of the participants said that they only took a short break to eat when at 
work and the 5.10% declared they tried to follow a diet but without success. The 3.82% of the respondents 
stated they ate little and that they had no appetite, whereas the 3.18% stated to binge-eat when tired or 
nervous. Finally the 1.91% of the sample declared that they ate too much and that they were constantly 
hungry, while the 1.27% did not answer the question (Figure 21). 
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Figure 21: Participants’ eating habits 

 

Almost half of the respondents (46.50%) stated that they led an active life and that they carried out regular 
physically activity. The 33.12% of those surveyed practiced sports from time to time, while the 17.83% did 
not practice any kind of sports activity and led a sedentary life. The 2.55% of the participants did not 
answer the question (Figure 22). 

 

 

Figure 22: Answers to the question "Do you do any physical activity? 
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RESPONDENTS’ HEALTH CONDITION 

Tobacco smoke is a frequent cause of chronic inflammation of the lung tissue and of the so-called chronic 
cough (i.e., frequent and habitual); in addition, smoking accelerates and accentuates the natural decay of 
respiratory function.    
 (http://www.epicentro.Istituto Superiore di Sanità .it/problemi/broncopneumopatia/broncopneumopatia.asp#sintomi). 

For this reason, we asked the respondents if they suffered from coughing bouts. The overwhelming 
majority (84.08%) of the participants responded negatively, the 9.55% did not answer the question at all, 
whereas the 6.37% answered affirmatively (Figure 23). 

 

 

Figure 23: Answers to the question "Do you suffer from coughing bouts?" 

 

Among the  6.37% of those who claimed to have coughing bouts, the 30% rated the cough as productive, 
the 20% said it was non-productive, whereas the 40% did not answer the question (Figure 24). 

 

Figure 24: Answers to the question on productive/non-productive cough 
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The 81.53% of respondents said that they did not suffer from dyspnea (shortness of breath), the 15.92% 
did not answer the question, while only the 2.55% of the participants confirmed that they suffered from 
dyspnea (Figure 25). 

 

Figure 25: Answers to the question "Do you suffer from dyspnea/asthma?" 

 

Among the 2.55% who claimed to have shortness of breath, the 25% suffer from it at rest while no one 
experienced dyspnea after exertion (Figure 26). 

  

At rest ? After physical effort? 

 

Figure 26 :Percentage of those who suffer from shortness of breath at rest and/or after physical effort 

 

Figure 27 shows that the 12.10% of the respondents said to cough up phlegm in the morning, whereas the 
73.89% asserted that they did not expectorate and the 14.01% did not answer the question. 

 

Figure 27: Answers to the question "Do you expectorate in the morning?" 
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Smoking causes arterial vasoconstriction leading to a rise in blood pressure and of the risk of coronary 

artery disease in the long term. 

 (http://www.salute.gov.it/dettaglio/pdPrimoPiano.jsp?id=185&sub=2&lang=it).  

 

It has been shown that smoking is associated with a greater increase in blood pressure over time and 

therefore, to a greater risk of becoming hypertensive. It is important to consider  that nicotine, carbon 

monoxide and other compounds produced by burning tobacco have deleterious effects on endothelial 

function in both acute and chronic stages, thereby making people more vulnerable to the risk of 

vasospasm and of platelet hyperaggregation and towards possible ischemic events (coronary syndromes 

and cerebral ischemia). This is the reason why it was decided to evaluate and analyze a very important 

health parameter, namely blood pressure. 

For the part of the survey on  systolic and diastolic blood pressure, more than half of the respondents 

(64.33%) did not indicate any blood pressure level. The 8.28% and the 9.55% have an optimum diastolic 

and systolic pressure level respectively, the 17.20% and the 18.47% have a normal diastolic and systolic 

blood pressure level, while the 3.18% and the 5.73% have a normal-high diastolic and systolic pressure 

respectively. The 7.01% and the 1.91% of the participants have a slightly high diastolic and systolic pressure 

respectively (Figura 28). 

 

 

 
Figure 28: Participants’ diastolic and systolic blood pressure levels 

 

 

 

  

Diastolic blood pressure levels Systolic blood pressure levels 

http://www.salute.gov.it/dettaglio/pdPrimoPiano.jsp?id=185&sub=2&lang=it
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RESPONDENTS’ BEHAVIOUR REGARDING SMOKING  

After the assessment of the habits, lifestyles and health condition of those who took part in the survey, we 
split the sample according to their behaviour towards cigarette smoking, distinguishing two categories: 
smokers and ex-smokers. 

Figure 29 reveals that about half of the study sample (49.68%) has never smoked, while the 31.85% are 
current smokers and the 17.83% are ex-smokers. Only a small part of the sample (0.64%) did not answer 
the question. 

 

Figure 29: Answers to the question "Are you currently a smoker?" 

 

 

 SMOKERS’ SECTION 

The smoke which is released by burning cigarettes, cigars and tobacco pipes is a complex aerosol consisting 
of a vapour and particulate phase in which smoke components are distributed. The main components in 
smoke are nicotine, polycyclic aromatic hydrocarbons (PAHs), nitrosamines, low molecular weight 
hydrocarbons such as benzene, butadiene and toluene, hydrogen cyanide and ammonia.  
 
(http://www.Istituto Superiore di Sanità .it/binary/fumo/cont/composizione_chimica_fumo_sigaretta.pdf).  
 
Nicotine is an alkaloid substance contained in cigarette tobacco in averages of about 1 to 2%. A normal 1 g 
cigarette contains 1.2 mg of nicotine. So-called light cigarettes contain less than 1 mg of nicotine because 
they are packaged with particular types of tobacco. Nicotine is an alkaloid whose absorption changes 
depending on whether the smoker inhales or not. Nicotine is rapidly absorbed following inhalation of 
tobacco smoke. Blood concentrations increase rapidly as nicotine is absorbed by the lungs, presumably due 
to the large contact surface offered by the pulmonary alveoli. After inhaling, nicotine reaches the brain 
within 10-20. It goes without saying that the unabsorbed portion of nicotine as well as that created from 
passive combustion stays in the surrounding environment "for the benefit" of those present nearby. 

 
 
 
 
 
 
 

http://www.iss.it/binary/fumo/cont/composizione_chimica_fumo_sigaretta.pdf
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ADDITIVES IN CIGARETTE 

A variety of additives is added legally in tobacco cigarettes from manufacturers. Among these there are also 

 Ingredients that give flavor (mixture of herbs, spices, sugar, honey, plant extracts), 

 Bleaching substances ashes (alum hydroxide, and aluminum silicates, aluminum oxide and magnesium, talc, 

silicic acid, acids, ammonium salts) 

 Preservatives (benzoic acid, formic acid, propionic acid) 

 Adhesives and binders (collodion, cellulose, shellac). 

 

Among the probable approximately 600 substances that are added at the time of production, however, there are 

some that are not legally regulated. They are mainly intended to make more tolerable the unpleasantness of tobacco 

smoke and accelerate the absorption of nicotine and thus increase the amount of nicotine available. 

 

PASSIVE SMOKING 

In passive smoking are found the same compounds present in smoke inhalation. In particular, as regards 

the nicotine and tar, the values present in the smoke in the environment are double or even quadruple 

compared to those present in the smoke aspirated: also the carbon monoxide and other gases are present 

in tobacco smoke in high amounts.  

 
 

 

Figure 30 : Answers to the question “At which age did you start smoking?” 

 

Among those who rated themselves as smokers, as much as the 24% of them started smoking between the 

age of 19 and 20, the 14% between 15 and 16, the 14% between 17 and 18 and another 14% between 20 

and 22. Instead, the 18% of smokers reported that they started smoking between 23 and 25 years of age 

and the 8% between the ages of 12 and 14. The percentage is rather negligible in other age groups     

(Figure 30). 
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The 40% of the participants said that they continue to smoke because it is relaxing, confirming the fact that 

nicotine is not only addictive but also creates a general state of relaxation throughout the whole body. As 

many as the 44% of the respondents stated that they continue to smoke because they like it, whereas the 

10% declared that they smoke because they cannot do without it (Figure 31). 

 

 

 

 

 

 

 

Figure 31: Answers to the question “Why do you smoke?” 

As much as the 40% of current smokers have between 6 to 10 cigarettes per day, while 22% smoke 

between one to 5 cigarettes per day. The 20% or respondents smoke between 11 and 20 cigarettes per 

day, and 18% smoke the overwhelming number of 21 to 30 cigarettes. Despite being lower than for the 

other categories, the percentage of those who smoke more than 20 cigarettes per day is therefore not 

negligible ( Figure 32). 

        

Figure 32: Answers to the question “How many cigarettes do you smoke per day?” 

With respect to participants’ perception on how much they smoke, as much as the 50% of them consider that they 

smoke enough, the 18% believe that they smoke a little bit, the 22% rate themselves as smoking a lot and only the 

10% think that they smoke very much (Figure 33). 

 
Figure 33: Answers to the question “How much do you think you smoke?” 
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The overwhelming majority (72.73%) of those who stated that they smoke 1 to 5 cigarettes per day believe they 

smoke a little and the 27.27% think they smoke enough (Figure 34 a). 

 

As many as the 65% of those who reported smoking 6 to 10 cigarettes per day think they smoke enough, the 25% 

rate themselves as smoking a lot and the 10% as smoking very much. None of these participants consider that they 

smoke a little (Figure 34 b). 

 

Among those who smoke between 11 to 20 cigarettes a day, only the 10% believe they smoke a little. As many as the 

40% of the respondents in this category think they smoke enough and 30% believe they smoke a lot. The 20% are 

aware that they smoke very much (Figure 34 c). 

 

In the category of smokers consuming 21 to 30 cigarettes per day, no participant believes that they smoke a little, 

while as much as the 55.56% think they smoke enough and the 33.33% believe they smoke a lot and only the 11.11% 

rate themselves as smoking very much (Figure 34 d). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 34: Participants’ perceptions on the amount they smoke according to consumption 

The above data suggest that the degree of awareness of how much one smokes coincides with the number of 

cigarettes smoked during the day. This alarming fact emerges from those who smoke 21 to 30 cigarettes per day, 

which is a relatively high number of cigarettes for an individual. Despite this consideration, as many as the 55.56% of 

the smokers in this category did not rate their smoking as very heavy and simply stated that they smoke "enough." 

Generally speaking, there is a certain degree of awareness of how much one smokes, but in some cases this 

 

 

a) 1-5  cigarettes per day b) 6-10  cigarettes per day 

  
c) 11-20  cigarettes per day d) 21-30  cigarettes per day 
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awareness is lacking, probably due to the dependency that nicotine causes on the organism and the state of well-

being it produces, which ultimately contrasts with the person’s ability to judge the situation. 

Almost all the respondents said they smoke filter cigarettes (98%). There is little use of cigars, whereas the 

consumption of unfiltered cigarettes and pipes is altogether absent (Figure 35). 

 
 

 

Figura 35: Answers to the question “What do you normally smoke?” 

 

As described above, the nicotine contained in tobacco smoke creates dependence in the people who 

smoke.  

Nicotine addiction is a pharmacological and psychological process and is recognized as a real disease in the 

DSM-IV. (DSM-IV-TR Manuale diagnostico e statistico dei disturbi mentali. Masson Ed Milano, 2001). 

Hence, nicotine can be defined as a psychoactive drug whose main action is to activate two brain centres: 

 

 

1) The mesolimbic dopaminergic system, which is considered as the brain centre of pleasure and 

gratification; its stimulation creates dependence as the subject tries to recreate the euphoric effect by 

smoking 

 

2) The "locus coeruleus," which is responsible for the state of wakefulness and vigilance; its stimulation 

improves cognitive functions, the ability to concentrate, and intellectual performance while reducing stress 

reactions thus giving the individual an impression of safety and relaxation in critical situations. 

Compared to other drugs such as marijuana, cocaine and heroin which act on the mesolimbic system and 

only occasionally and momentarily on the "Locus Coeruleus" (center of vigilance), nicotine (tobacco smoke) 

does not generate confusion, mental disorders or social disconnection.  

 

It is therefore a mental and physical addiction: that is, it is a psychological addiction to pleasure 

attributable to physical causes through its neurobiological foundation in the brain. 

 
Physical dependence 
It is caused by the continuous intake of one or more substances; when these are absent, it triggers a 
withdrawal syndrome that causes anxiety attacks, nervousness, difficulty to concentrate, drowsiness, 
depression, etc.. 
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Psychological dependence 
Psychological dependence refers to the mental state that induces the person to continue substance use in order to 
maintain the feeling of pleasure or attenuation of anxiety and insecurity obtained through consumption. In the case 
of tobacco, psychological dependence is very strong, similar or even higher than that induced by opioids (during 
World War II, many smokers were willing to trade their meagre rations of food for a few cigarettes). Chronic 
exposure to nicotine also produces tolerance, which consists in the ability to withstand progressively higher doses of 
the substance while increasingly maintaining a moderate reaction to it. In other words, the person feels the need to 
smoke more in order to obtain that same initial effect. 

A system for assessing nicotine dependence is the Fagerström test. The test consists of questions that assign a score 
to help determine nicotine dependence. The results of the Fagerström test should be discussed with one’s doctor, 
who will collect additional information on the patient’s cigarette smoking habits in order to suggest the most 
appropriate method to quit smoking. 

The pie charts below show the test results obtained by the respondents. 

When the participants were asked when they light up their first cigarette, the 12% of them said they light up their 
first cigarette 5 minutes after waking up. Instead, as much as the 38% have their first cigarette 6-30 minutes after 
waking and the 16% of the sample has their first smoke 31-60 minutes after waking. The percentage of those who 

say they light up their first cigarette after one hour is also high (32%) (Figure 36). 
 

 
Figure 36: Answers to the question “How long after you wake up do you smoke your first cigarette?” 

 

Despite the dependence caused by nicotine, the 68% of the participants say that they do not have difficulty 

in refraining from smoking in places where it is forbidden, but the 30% find  difficult to refrain from 

smoking in such places (Figure 37). 

Figure 37 :                                 

Answers to the question “Do you find it difficult to refrain from smoking in places where it is forbidden?” 
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Among those who responded that they do not find hard to refrain from smoking in places where it is 

forbidden (68% of those who responded to the previous question), the 29.41% smoke between 1 to 5 

cigarettes per day, the 38.24% smoke 6 to 10 cigarettes per day and the 14.71% have 11 to 20 cigarettes 

per day. Despite smoking 21 to 30 cigarettes per day, the 17.65% of the participants claim that they have 

no difficulty in refraining from smoking in such places (data not shown). 

 

As much as the 50% of respondents find   hard to give up smoking the first cigarette in the morning, 

compared to all others. Instead, the 36% say that they could live without the morning cigarette but are not 

willing to give up all the other cigarettes (Figure 38). 

 
Figure 38: Answers to the question “Which cigarette would you most hate to give up?” 

 

The 74% of the respondents said they smoke more during the day than during the first hour after waking, 

whereas the 24% affirmed the opposite (Figure 39). Although there is a high percentage of those who 

claim that they would not be able to give up the first cigarette after waking, the majority of the 

respondents declared that they smoke a lot more throughout the day compared to the first hour after 

waking up. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 39: Answers to the question “Do you smoke more frequently during the first hour after waking than during 

the rest of the day?” 
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The 78% of the respondents declared that they do not smoke if they are sick and forced to stay in bed for 

most of the day. However, the  18% manage to smoke despite being ill (Figure 40). 

 
Figure 40: Answers to the question “Do you smoke even if you are so ill that you are in bed most of the day?” 

 

Data from the Fagerström test of nicotine dependence revealed that the 52% of those who smoke have a 

mild addiction to cigarette smoking, the 20% have moderate nicotine dependence, whereas  another 20% 

have high nicotine dependence and the 8% have very high nicotine dependence (Figura 41). 

 

 

                                                                Figure 41: Final test results 

 

The test results were then analyzed according to the number of cigarettes smoked by the participants. 

Among those who smoke 1 to 5 cigarettes per day, all (100%) suffer from mild addiction to smoking (Figure 42 a). 

The 60% of those smoking 6 to 10 cigarettes per day have developed mild addiction to smoking, 30% have moderate 

dependence and 10% have high nicotine dependence (Figure 42 b). 

In the group who smoke 11 to 20 cigarettes a day, 30% have mild addiction, 20% have moderate dependence and as 

much as 40% have a high dependence on tobacco smoke. 10% have very high nicotine dependence (Figure 42 c). 

None of the respondents in the group of those who smoke 21 to 30 cigarettes per day suffer from mild addiction, 

but the 22.22% have a moderate dependence, the 44.44% have high dependence and as much as the 33.33% have 

very high nicotine dependence (Figure 42 d). 

 

In conclusion, the results of the Fagerström test showed  that nicotine addiction increases with the number of 

cigarettes smoked per day. 
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a) 1-5 cigarettes b) 6-10 cigarettes 

  
c) 11-20 cigarettes d) 21-30 cigarettes 

 

Figure 42: Dependence breakdown according to the number of cigarettes smoked per day 

 

 

 

The 64% of those who smoke declare that they are careful not to smoke in the presence of non-smokers or 

groups that are more susceptible to damage from cigarette smoke, such as children or the elderly. 

Unfortunately, a 36% of respondents show little concern in applying this consideration towards non-

smokers (Figure 43). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 43: Answers to the question “Are you careful not to smoke in the presence of non-smokers (ex. children, 

elderly ..)?” 
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Although there is a significant percentage of smokers, the 60% of them would like to quit, while the 28% prefer to 

continue smoking (Figure 44). 

This shows that despite the fact that the desire to quit smoking is high, achieving it is not as simple as one would like. 

 
Figure 44: Answers to the question “Do you want to quit smoking?” 

 

Among those who said they did not feel the need to quit smoking, the 21.43% smoke 1 to 5 cigarettes per day, the 

42.86% smoke 6 to 10 cigarettes per day and the 14.29% smoke 11 to 20 cigarettes a day. Finally the 21.43% smoke 

21 to 30 cigarettes per day (Figure 45). 

 

 
Figure 45: Number of cigarettes smoked by those who do not intend to quit smoking 

 

The 54% of those who smoke have stated that they have tried to quit smoking before (Figure 46). 

 

 
Figure 46: Answers to the question “Have you ever tried to quit smoking?” 
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An analysis of the responses obtained through the Fagerström test can also reveal how the level of nicotine 

dependence relates to the desire to quit smoking. Figure 47 shows that the 37.04% of the respondents who have 

tried to quit smoking in the past have a mild addiction to smoking, compared to the 29.63% of those who have a 

moderate dependence and the 22.22% of those who have a strong dependence. Only the 11.11% of those who have 

a very high dependence have tried to quit smoking in the past. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figura 47: Dependence level of those who have tried to quit smoking 

 

 

 

The fact that quitting smoking can be very hard is further evidenced by the number of attempts made by the 

participants. Figure 48 shows that that the 37.04% of smokers have tried quitting 1-2 times, another the 37.04% 

have tried quitting 3-4 times, while the 14.81% have attempted to quit smoking 10-15 times  

 

 

 

 
 

Figure 48: Answers to the question “How many times have you tried to quit smoking?” 
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The 40% of those who have tried to quit smoking managed not to light up for less than a month, the 29.63% for 1-2 

months and the 7.41% were able to go for about 3-6 months before lighting up again (Figure 49). 

 

   
Figure 49: Answers to the question “How long did you manage to stay without smoking?” 

 

 

When asked about the method used to quit smoking, almost all the participants (96.30%) responded that they tried 

to quit on their own. The 3.7% did not answer the question (Figura 50). 

These results suggest that it is difficult to quit on one’s own.  Nicotine addiction makes it difficult to achieve the 

desired results and it is therefore advisable that individuals seeking to quit smoking turn to qualified personnel who 

can provide the assistance required. 

 

 
 

 

Figura 50 : Answers to the question “What method did you use to quit smoking?” 
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Figure 51 shows that despite the fact that the percentage of people who have tried to quit smoking at least once is 

high, the percentage of those who re-started smoking again is also high (92.59%). Only the 3.70% did obtain 

permanent results. 

 
Figure 51: Answers to the question “Did you start smoking again?” 

 

 

The 36% of the respondents who re-started smoking after attempting to quit have a mild addiction. The 28% have a 

moderate dependence and the 24% have a high dependence on nicotine. Finally, the 12% have a very high addiction 

to smoking (Figure 52). 

 

 

 
 

Figure 52: Dependence level of those who have re-started smoking after attempting to quit 
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There are several reasons that led those who have tried to quit smoking to re-smoke. The 42.31% have re-started 

smoking because they liked smoking and missed doing it, the 19.23% because they thought they were able to 

overcome the temptation of smoking and believed that they would not get addicted by smoking a single cigarette, 

while the 11.54% re-started because of family concerns. The 7.69% started smoking again due to stress at work 

(Figure 53). 

 

                                 
 

                                       

Figure 53:  Answers to the question “Why did you start smoking again?” 

 

 

The 54.55% of those who had answered that they had started smoking again because they liked and missed it have a 

mild addiction to cigarettes, the 27.27% have a moderate addiction and the 18.18% have a high dependence on 

nicotine smoke (data not shown). 

 

Although respondents continue to smoke, as much as the 42% of them claim that it is very important for them to 
stop smoking, while the 26% think it important enough and the 10% think it truly fundamental. Only the 14% say 

that it is not very important for them to stop smoking (Figure 54). 
 

 
 

Figure 54: Answers to the question “How important is it for you to quit smoking altogether?” 
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An in-depth analysis of the participants who indicated that it is not very important for them to quit smoking (14%) 

reveals that as much as the 85.71% of them are aware of the damage caused by smoking and only the 14.29% are 

apparently not aware of any such damage. Based on the Fagerström test, the 71.43% of the above-mentioned 

respondents have a mild dependence on smoking, the 14.29% have a high addiction and another 14.29% have a very 

high dependence on tobacco smoke (Figure 55). 

 
Figure 55: Dependence level of those who do not consider it very important for them to quit smoking 

 
With regards to participants’ will-power to stop smoking, the  12% of smokers are extremely determined to quit, the 

22% are very determined, the 34% are quite determined, while the 22% are not at all determined to quit smoking 

(Figura 56). 

 
Figura 56: : Answers to the question “Why do you want to quit smoking?” 

Participants stated different reasons for wanting to stop smoking. The 46% of them want to quit because smoking 

damages their health, the  34% to avoid damaging the health of their family, the 48% want to quit in order to have a 

healthy future, while the 16% of them stated that smoking is very expensive as their reason for wanting to quit 

(Figura 57).                        

 

 

 

 

 

Figure 57: : Answers to the question “Why do you want to quit smoking?” 
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Participants’ perception on the probability of succeeding to stop smoking is quite optimistic given that the 24% of 
them believe that they have a very high likelihood of success, the 26% consider they have a fairly high chance of 
success, and the 10% rate it as extremely high. The probability of being able to stop smoking completely is rated as 
not very high by the 10% and very low by only the 8% of the participants respectively. Unfortunately, in most cases, 
addiction to nicotine, which gives pleasure and relaxes the body, combined with high levels of stress at work can 

prevail on the firmness of the individual to stop smoking.( Figure 58) 

 

                                             
Figure 58 Answers to the question “What do you think is your likelihood of succeeding to quit smoking?” 

 

 

EX-SMOKERS SECTION 

Former smokers accounted for the 15.22% of the sample. They have also answered questions on tobacco 

smoke, referring to the period in which they smoked. About one-third (35.71%) of ex-smokers said they 

had started smoking between 18-20 years of age. The 21.43% of them started smoking in the 21-25 year 

age group, while the 17.86% started smoking between the ages of 15 and 17. Three-quarters of the ex-

smoker sample started smoking at a young age, between 15 and 25, a tendency that is in line with the 

trend observed worldwide. It is interesting to note that the 10.71% of ex-smokers took up the smoking 

habit in the very early two-year period ranging from 12 to 14 years, with the 3.57% that had started even 

before turning 11 years of age. The 10.71% of ex-smokers did not answer the question (Figure 59). 

 

Figure 59: Age in which the group of ex-smokers started smoking  
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 In the questionnaire, we asked to ex-smokers the reasons prompted them to continue smoking. The majority of 

them (42.86%) indicated "because I liked it" and the 21.43% answered "because it was relaxing" as their main 

reasons. This confirms the tendency to consider the act of smoking cigarettes as extremely pleasurable and relaxing 

for the smoker. The 14.29% of ex-smokers claimed that they continued to smoke "because the others were doing it," 

the 10.71% reported that they continued "because they could not help it", the 3.57% said it was "because they did 

not think that smoking was harmful” and the  7.14% stated other reasons for smoking. A substantial fraction of the 

sample (28.57%) did not provide an answer to the question (Figure 60). 

                                                                                                                                                                                                                                  

                                    

 

 

 

 

 

 

 

 

 

Figure 60: Reasons that prompted ex-smokers to continue smoking 

 

When asked "For how long did you smoke for before quitting?", the 25% of the participants said they smoked for a 

period of less than four years, the 14.29% smoked for 5 to 10 years, and a quarter of the sample (25%) smoked for 

11 to 20 years. The 14.29% admitted to having smoked for 21 to 30 years and a smaller percentage (3.57%) even 

smoked for more than 31 years before quitting. It should also be noted that a good part of the ex-smoker sample 

(17.86%) did not answer the question (Figure 61). 

 

Figure 61: Answers to the question: "How long did you smoke for before quitting?" 
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When investigating the reasons that led ex-smokers to stop smoking, "because smoking is bad for the health" was 

undoubtedly the most selected option, gaining the 71.43% of votes. The 21.43% said they stopped smoking, 

"because they were afraid of picking up bad habits,"  the 10.71% "because they no longer liked smoking". The 

10.71% did not indicate any reason (Figure 62). 

 

Figure 62: Reasons that led former smokers to quit smoking 
 

When asked about the quantity of cigarettes they used to smoke, the  35.71% of ex-smokers said they used to 

smoke 11 to 20 cigarettes per day, the 28.57% smoked 1 to 5 cigarettes per day and the  14.29%  smoked between 6 

to 10 cigarettes per day. The 7.14% smoked 21 to 30 cigarettes a day, while another 7.14% smoked more than 30 

cigarettes per day. The 7.14% of ex-smokers did not answer the question (Figure 63). 

 

 

 

Figure 63: : Answers to the question "How many cigarettes per day did you used to smoke?" 
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Ex-smokers were also asked on their perception of the amount of cigarettes they used to smoke. The 25% estimated 

that they smoked “a little”,the 28.57% said that they smoked "enough", while another 28.57% rated their smoking as 

"a lot" and a small minority (3.57%) as "very much." The 14.29% did not answer the question (Figure64). 

 

                                                 

Figure 64: Answers to the question: "How much do you think you used to smoke?" 

 

 When asked about what they used to smoke, almost all (89.29%) ex-smokers stated that their choice was filter 

cigarettes. The 10.71% of respondents did not answer the question. 

Finally, when the participants were asked which method they used to quit smoking, the 82.14% of them said they 

quit on their own, the 3.57% turned to quit-smoking support groups, another the 3.57% used acupuncture. Another 

3.57% of the sample used other drugs. Other available methods, such as the use of other products and devices 

containing nicotine (ex. electronic cigarettes) were not selected by any ex-smokers. The 7.14% of ex-smokers did not 

answer the question (Figure 65). 

                                                   

Figure 65: Answers to the question "How did you manage to quit smoking?" 

 



55 
 

CONCLUSIONS 

Questionnaire responses reveal that there is a general awareness of the damage caused by tobacco smoke 
and the dangerous nature of second-hand smoke. 

About half of the participants responded that they have never smoked. Of the remainder, approximately 
30% are smokers and 18% are ex-smokers. Both smokers and former smokers acquired the habit at an 
early age, a tendency in line with the global trend. Both smokers and ex-smokers gave the same reasons 
for choosing to smoke (pleasure, relaxation ...). 

The amount of cigarettes smoked per day ranges from a few (1-5) to more than 30. However, heavy 
smokers do not seem fully aware that they are smoking too much (only the 11.11% estimated their 
smoking as "very much"), simply declaring that they smoke enough (about 50%). This observation has led 
to an in-depth analysis of the amount of cigarettes smoked in comparison to one’s level of nicotine 
dependence, as evidenced by the results of the Fagerström test. The overall results show that about half of 
the smokers have a mild addiction, while the 28% have an addiction that varies between "high" and "very 
high". Analysis of the quantity of cigarettes smoked per day however reveals that those who smoke a lot 
have a much higher dependence level than those who smoke just a few cigarettes a day. Therefore, 
nicotine addiction seems to increase with the number of cigarettes smoked per day. Nicotine addiction 
also highlights how difficult it is to quit smoking, even when the smoker feels the need to quit. The number 
of attempts made by the interviewees to quit smoking also suggests the same. 

The following data should be used to reflect on the problems and risks related to tobacco smoke exposure: 

- The number of deaths attributable to tobacco ranges between 25 and 50% and, on average, each 
smoker loses about 15 years of life. 

- The total number of deaths attributable to tobacco smoke and those related to the development of 
various diseases such as ischemic heart disease, cerebrovascular diseases (stroke), chronic 
obstructive pulmonary disease (COPD) and many other diseases is expected to increase from 5.4 
million in 2004 to 8.3 million in 2030, an increase of approximately 10% more deaths worldwide. 
The 80% of these deaths will occur in developing countries. 

In order to implement effective control activities, WHO proposes a package of five action strategies: 

- Create smoke-free environments in which smoking is prohibited, 
- Offer support programs for anyone who wants to quit smoking, 
- Put graphic warnings on the dangers of tobacco to smokers’ health, 
- Ban advertising, promotion and sponsorship, 
- Increase tobacco taxes (http://www.bollettinodipendenze.it). 

The data obtained from the questionnaire makes us to conclude that tobacco smoke is also a matter of 
concern for those who work at sea. We hope that the results of this survey will stimulate seafarers to think 
about the problem investigated and its consequences . 

 

 

http://www.bollettinodipendenze.it/
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