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Smoking habits and lifetime occupational exposure to gases
or dusts, including asbestos and quartz, in a Norwegian

community
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BAKKE P, GULSVIK A, EIDE GE, HANOA R. Smoking habits and lifetime occupational exposure
to gases or dusts, including asbestos and quartz, in a Norwegian community. Scand J Work Environ Health
1990;16:195—202. Past or present occupational airborne exposure was recorded with a self-administered
questionnaire sent to a random sample (N =4992) of the 15- to 70-year-old population of Hordaland County,
Norway. Completed questionnaires were returned by 90 % of the sample. The respondents comprised
39 % smokers, 20 % ex-smokers, and 41 % nonsmokers. Altogether 46 % of the men and 12 % of the
women had a history of occupational gas or dust exposure. Occupational asbestos exposure was reported
by 10 % of the men and 0.4 % of the women, and quartz exposure had been experienced by 8 % of
the men and 0.4 % of the women. Smokers with a history of asbestos exposure represented 5 % of the
male population. Thirty percent of the smokers reported having been advised to stop smoking by a physi-
cian. The asbestos-exposed smokers had not received such advice more often than the smokers not ex-
posed to asbestos. The findings indicate that airborne occupational exposure is widespread in the Nor-
wegian County of Hordaland.
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Cigarette smoking and occupational exposure to or-
ganic or inorganic dust, fumes, and gas are known
causes of obstructive or restrictive lung disorders and
lung cancer (1, 2).

In a Norwegian questionnaire survey of 21 453 men
40 years of age or more, 18 % reported previous ex-
posure to asbestos (3). No population-based informa-
tion is available on occupational asbestos exposure
among women and younger men and on quartz ex-
posure in general in northwestern Europe.

Asbestos exposure and cigarette smoking have a
synergistic effect on the risk for lung cancer (4). For
asbestos-exposed smokers the single most important
intervention that would reduce their disease risk is the
cessation of smoking. It is not known whether physi-
cians advise this high-risk group to stop smoking more
often than unexposed smokers.

The objectives of the present study were (i) to esti-
mate the prevalence of smokers in the population, ac-
cording to two different definitions of smoking habits,
(ii) to examine the lifetime prevalence of occupational
gas or dust exposure, including asbestos and quartz,
in the community, (iii) to examine how official em-
ployment data from the 1980 census predict an in-
dividual’s risk of lifetime occupational exposure to air-
borne pollutants, and (iv) to assess whether a history

! Department of Thoracic Medicine, University of Bergen,
Bergen, Norway.

2 Section for Medical Informatics and Statistics, University
of Bergen, Bergen, Norway.

Reprint requests to: Dr P Bakke, Department of Thoracic
Medicine, Haukeland Hospital, N-5021 Bergen, Norway.

of occupational asbestos exposure is a predictor of a
smoker having received advice to stop smoking from
a physician.

Subjects and methods

The survey population of the County of Hordaland
comprised all persons between 15 and 70 years and in-
cluded 267 304 subjects on 31 December 1984. The
working population of the County was occupied in in-
dustry (21 %), construction (9 %), agriculture and
fishing (5 %), and private and public services (64 %)
(5). The County contains 34 municipalities, of which
Bergen is the only urban one, with half the popula-
tion of the County. A postal questionnaire was sent
from September to December 1985 to a random sam-
ple of 4992 persons of the survey population. The re-
sponse rate was 90 %.

The questionnaire asked for information on smok-
ing habits and tobacco consumption, and smokers were
asked if any physician had advised them to stop smok-
ing. The wording of these questions, and the wording
of the questions on occupational exposure to airborne
pollutants, including asbestos and quartz, are given in
the appendix. Only past or present employees or self-
employed persons were asked to answer the occupa-
tional exposure questions.

Smokers were defined as those persons who smoked
daily at the time of the study. Ex-smokers were per-
sons who had smoked daily and had given it up. Non-
smokers were persons who had never smoked daily (6).
If the daily cigarette consumption was stated by a
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range, eg, 10—15, the mean was calculated and used
for the analysis. The prevalences of smoking habits de-
termined with these standard definitions were com-
pared with those observed when an alternative set of
definitions was used (7). The alternative definitions
were as follows: smokers were those persons who had
been smoking daily for more than one year, including
those who had stopped less than 12 months prior to
the study; ex-smokers were those who had been smok-
ing for more than one year and had given it up at least
one year prior to the survey; nonsmokers were those
who had never smoked daily for as much as one year.

Possible factors associated with previous or present
occupational exposure to airborne pollutants were
evaluated with the use of a multiple logistic regression
analysis (8). Sex, age, smoking habits, and the 1980
census data relating to that part of the working popu-
lation employed in the manufacturing and construc-
tion industries in the 34 respective municipalities were
used as the independent variables. Thus each subject
was characterized by the percentage of workers oc-
cupied in these industries in his or her municipality.
The portion of the working population occupied in
manufacturing in the municipalities varied from 4 to
40 %, and the corresponding figures for the construc-
tion industry were 6 to 34 % (9). The manufacturing
and construction industries were defined according to
the Standard Industrial Classification (10).

Factors that might influence a physician’s tendency
to advise smokers to quit were analyzed in a logistic
regression model. Duration of smoking and daily cig-
arette consumption, a history of occupational exposure
to airborne pollutants, sex, age, and urban-rural area
of residence were used as the independent variables.

Each logistic regression analysis started with all the
independent variables within the model. Only:signifi-
cant variables were kept in the final model. The entry
and exit levels were set at P=0.01. An analysis of
variance was used to test for differences between the
means of the groups. Mantel-Haenszel statistics were
applied to estimate stratified associations between two
dichotomous variables. Rates of smoking habits by oc-

cupational exposure status were adjusted for age by
the direct method with the age distribution of the popu-
lation of Hordaland County at the end of 1985 as the
reference (11). All the analyses were performed with
programs of the BMDP (biomedical data package)
statistical software (8).

Results

Altogether 95 % of the respondents to the question-
naire answered all the questions on smoking habits.
The completion rate of the questions on smoking habits
fell by increasing age among both the men and the
women, being 93 % in the age group of 50—69 years.
The question on occupational dust or gas exposure was
answered by 99 % of the men and 96 % of the women
who were currently employees or self-employed. The
completion rates to the questions on whether or not
the subjects had been exposed to asbestos or quartz
were higher than 98 % for both sexes.

The prevalences of smokers and nonsmokers dif-
fered within 1 % between the two criteria of smoking
habits. The frequency of unknown smoking habits was
1 % when the standard definition was used and 4 %
with the alternative definition. The latter required in-
formation on duration of smoking and time since
smoking cessation, and 3 % of the respondents did not
answer these questions. In the further analyses we
therefore used the data collected according to the stan-
dard criteria for smoking habits.

The overall prevalences of smokers, ex-smokers, and
nonsmokers in the population of Hordaland aged
15—70 years were 39, 20, and 41 %, respectively.
Smoking was more frequent (P < 0.01) among the men
(42 %) than among the women (35 %) (table 1). In the
age group 15—29 years this sex difference disappeared.
The prevalence of smokers showed no age trend among
the men. Among the women it fell with increasing age,
being almost two times higher (P <0.01) in the age
group 15—29 years as in the age group 50—69 years.
The prevalence of ex-smokers increased with age

Table 1. Smoking habits by sex and age of the population (N = 4469) in Hordaland County in 1985.

Age group (years)

15—29 30—49 50—69 15—70
Smoking status?
Men Women Men Women Men Women Men Women
(N=771) (N=725) (N =824) (N=823) {(N=577) (N=637) (N =2220) (N =2249)
(%) (%) (%) % (%) (%) (%) (%)
Smokers a1 42 45 39 40 24 42 35
1—9 cigarettes/d 6 12 4 8 5 7 5 9
10—19 cigarettes/d 23 24 21 22 16 10 20 19
=20 cigarettes/d 10 4 16 6 17 3 12 4
Unknown type and amount 1 2 3 2 2 4 4 3
Ex-smokers 11 12 25 21 37 14 24 16
Nonsmokers 48 45 30 39 22 59 34 47
Unknown habits 1 1 0 1 0 3 0 2

a Pipe and/or cigar smokers were not considered a separate group, but they were included in the numbers under smokers.

196



Table 2. Previous or current occupational exposure of the Hordaland County population (N = 4469) to gases or dusts, asbestos,

and quartz, by sex and age in 1985. (— =magnitude nil, 0 =less than 0.5 %)
Azbestorts 8nl¥ Omr{ e)giit?:edo‘]titer G:s ?r
and quartz asbestos quartz us
Age group (years) N exposure exposure exposure lha:r :it;?ztos exposure
(%) (%) (%) (%) (%)
15—29
Men 771 1 7 4 32 44
Women 725 0 13 13
30—49
Men 824 2 8 7 31 48
Women 823 — 1 1 13 14
50—69
Men 577 2 9 8 25 44
Women 637 — — 0 9 9
15—70
Men 2220 2 8 6 29 46
Women 2249 0 0 0 11 12

among the men (P <0.01), whereas no age trend was
evident for the women.

For smokers the mean daily cigarette consumption
was 15.2 (SD 7.4) for the men and 12.2 (SD 5.8) for
the women. Heavy smokers (=20 cigarettes/d) were
three times more common among the men than among
the women (P <0.01). In the age group 15—19 years
there was no significant sex difference regarding daily
cigarette consumption. No urban-rural differences
were observed regarding the prevalences of smoking
for either sex after adjustment for age. However, ur-
ban male and female smokers consumed two and one
cigarettes more (P <0.05) per day, respectively, than
rural smokers of the same sex. Of the smokers 16 %
indicated a range, eg, 10—15, for their daily cigarette
consumption. If the largest figure were used, and not
the calculated mean, the overall daily cigarette con-
sumption would increase by 0.3 cigarettes per smoker.

The ratio between the ex-smokers and ever smok-
ers (ex-smokers and smokers) expresses the success of
smokers quitting smoking. Among our respondents the
ratio was 0.34, and it did not vary for the two sexes
or for the subjects occupationally exposed to airborne
pollutants in comparison with the unexposed persons.

Altogether 46 % of the men and 12 % of the women
had a history of occupational gas or dust exposure
(table 2). Of the 1611 men and 1157 women who were
employees or self-employed, 51 % of the men and
15 % of the women reported past or present occupa-
tional exposure to gas or dust. Occupational exposure
to asbestos and quartz was reported by 10 and 8 %
of the men, respectively, and 2 % of the men stated
exposure to both minerals. Of the women 0.4 % had
been exposed to asbestos and 0.4 % to quartz. Of
the asbestos-exposed men 56 % were younger than
40 years, while eight of the 10 asbestos-exposed women
were in this age group. The lifetime prevalence of
quartz exposure increased with age, being twice as com-
mon (P <0.01) in the oldest as in the youngest age

Table 3. Decade of first exposure for the 232 subjects who
reported ever having been occupationally exposed to asbestos,
from sample of the population aged 15—70 years in Hordaland
County, Norway, in 1985.

First Men Women Total

exposure (N) (N) N %
1930—1939 5 — 5 2
1940—1949 15 — 15 6
1950—1959 28 — 28 12
1960—1969 41 — 41 18
1970—1979 73 1 74 32
1980— 40 3 43 19
Unknown 20 6 26 11

Table 4. Duration of exposure for the 232 subjects who report-
ed ever having been occupationally exposed to asbestos and
for the 196 subjects who reported ever having been occupa-
tionally exposed to quartz, from sample of the population aged
15—70 years in Hordaland County, Norway, in 1985.

Duration of Asbestos Quartz
exposure (years) N % N %
<5 93 40 87 44
5—14 60 26 55 28
15—24 16 7 19 10
=25 11 5 18 9
Unknown 52 22 17 9

group (table 2). No age trends were observed regard-
ing the lifetime prevalence of exposure to gases or
dusts, including asbestos. Among the men occupa-
tional exposure to gases or dusts, including quartz, was
more prevalent (P <0.01) in the rural than the urban
areas after adjustment for age, while the rates for as-
bestos exposure did not show any urban-rural differ-
ence. Among the women occupational gas or dust ex-
posure did not vary with urban-rural area of residence.

Half of the asbestos-exposed subjects reported their
first exposure after 1970; all of the exposed women
were among these subjects (table 3). Most (80 %) of
the persons exposed to asbestos reported the exposure
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to be light, whereas 16 % considered it moderate, and
4 % believed it to be heavy. None of the women re-
ported heavy exposure to asbestos. Almost half of the
persons with a history of asbestos or quartz exposure
had been exposed for less than five years, while less
than 10 % had been exposed for more than 25 years
(table 4).

For both the men and the women the age-adjusted
smoking rates and the daily cigarette consumption were
higher (P <0.01) among the subjects occupationally ex-
posed to gases or dusts than among the unexposed per-
sons (tables 5 and 6). The individuals exposed to as-

bestos and quartz had higher (P <0.05) smoking rates
than those with other gas or dust exposures (table 5).
Current smoking and a history of airborne occupa-
tional exposure to gases or dusts were reported by
22 % of the men and 5 % of the women. Previous or
present asbestos exposure and current smoking were
recorded for 5 % of the men and 0.2 % of the women.

After adjustment for sex, age, and smoking habits
(table 6), there was an association between lifetime
prevalence of occupational gas or dust exposure and
the percentage of individuals occupied in manufac-
turing within the municipality. There was also a rela-

Table 5. Age-adjusted percentages of smoking habits of the male and female population aged 15—70 years (N = 4469) in Hor-

daland county by occupational exposure status in 1985. (— =m

agnitude nil, 0 =less than 0.5 %)

Gas or dust
Aszﬁ?os 8n|¥ On“{ e;;]posttr.u]re Gas or dust No No
asbestos quartz other than
X e)?u:gjzre exposure  exposure  asbestos exposure exposure answer
Smoking P or quartz
Men Men Men Men Men Women Men Women Men  Women
{N =45) (N=177) (N =141) (N=651) (N=1014) (N=269) (N=1023) (N=1513) (N=183) (N=467)
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%)
Smokers 48 51 58 44 47 43 40 36 43 32
1—9 cigarettes/d 3 4 6 5 5 " 6 10 7 9
10—19 cigarettes/d 22 27 30 22 23 24 19 20 19 14
=20 cigarettes/d 20 16 18 14 16 6 10 4 11 4
Unknown type
and amount 3 3 3 3 3 2 5 2 6 4
Ex-smokers 23 17 20 30 26 15 21 16 28 15
Nonsmokers 29 32 20 25 26 42 39 46 28 51
Unknown habits 0 0 2 0 0 — o} 1 0 3

Table 6. Adjusted odds ratios (OR) with the 95 % confidence interval (95 % Cl) for previous or current occupational exposure
to airborne pollutants by sex, age, smoking habits, and employment data of the 1980 census for a sample of the population

aged 15—70 years in Hordaland County, Norway, in 1985.

Gases or dusts

Independent - Gases or dusts Asbestos Quartz other than as-
variables bestos or quartz
OR 95% CI OR 95% ClI OR 95 % ClI OR 95% ClI
Sex
Women 2146 1 v 1 s 1 e 1 R
Men 2112 56 4.8—65 240 12.7—453 174  9.1-—-33.1 3.0 25—-35
Age
X+ 10 years 1.0 09-—10 1.0 0.9—1.1 1.2 1.1-—-13 09 08-—10
Smoking habits
Smokers
1—9 cigarettes/d 320 14 1.1—19 1.0 0.5—1.5 1.5 0.7—3.0 1.4 1.0—1.9
10—19 cigarettes/d 880 1.9 1.6—2.3 1.2 0.8—1.8 1.8  1.2-27 1.7 1.4—21
=20 cigarettes/d 368 25 1.9-3.2 1.9 1.3—2.8 25 1.6—4.1 1.8 1.4—24
Ex-smokers 877 1.7 14—21 1.0 0.7—1.4 14 0.9—-21 1.9 1.5—23
Nonsmokers 1813 1 ze 1 #8 1 1
Industrial manu-
facturingP®
X+ 10 % points 1.3 1.2—15 11 0.9—1.4 1.0 0.8—1.3 1.3 1.2—15
Construction
industry®
X+10 % points 14 0.9—1.6 11 0.7—1.8 23 16—34 11 0.8—1.4

a 211 subjects with unknown smoking habits, cigar and/or pipe smokers, or smokers with unknown cigarette consumption were

not included in the analysis.

b Percentage of the municipality’s work force occupied in manufacturing.
¢ Percentage of the municipality’s work force occupied in the construction industry.
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tionship between the lifetime prevalence of occupation-
al quartz exposure and the percentage of individuals
occupied in the construction industry. The proportion
of manufacturing and construction workers in the
work force of the municipality did not predict the in-
dividual’s risk for lifetime occupational asbestos ex-
posure.

Of the current smokers, 30 % reported that they had
been advised to quit smoking by a physician. A 10-year
increase in smoking duration and an increase in daily
consumption by 10 cigarettes raised the adjusted odds
ratios for having received such advice by 1.3 [95 %
confidence interval (95 % CI) 1.2—1.4] and 1.4 (95 %
CI 1.2—1.7), respectively. A history of occupational
exposure to gases, dusts, asbestos, or quartz and the
sex, age, and area of residence were not predictors of
smokers having received advice from a physician to
quit smoking.

Discussion

Answers to our questions on smoking habits have been
compared with the serum thiocyanate levels in a Nor-
wegian community study (12). A considerable over-
lap in serum thiocyanate levels between smokers and
nonsmokers was observed. This finding may indicate
a misclassification in self-reported smoking habits. In
a community study in England (13) 3 % of self-re-
ported nonsmokers had high saliva cotinin levels that
suggested their statement on smoking habits was false.
The bias of underreporting may become an increasing
problem as the social pressure to stop smoking in-
creases.

Examining the prevalence of occupational exposure
through the use of a self-administered questionnaire
is an inexpensive method; however, it may easily be
subject to misclassification. For Norwegian men over
40 years of age our question on asbestos exposure had
a sensitivity. of 45 % and a specificity of 97 % (3),
figures indicating that the rate of exposed subjects was
minimum. The consistency of information on occupa-
tional gas or dust exposure and quartz exposure in
community surveys has not been validated (14—16).

Our study shows that smoking rates, daily cigarette
consumption, and age at the initiation of smoking tend
to equalize between the sexes. In a questionnaire sur-
vey of 58 867 subjects aged 20—49 years in three Nor-
wegian counties in 1974—1976 (6), smokers repre-
sented 55 % of the men and 43 % of the women com-
pared with 45 % of the men and 43 % of the women
of identical age in our study. Smoking was less preva-
lent among the men in our study than in population
studies made in Oslo in 1972 (7) and in Tromsg in 1974
(17). Data from the Norwegian National Council on
Smoking and Health also indicate that the smoking rate
decreased for men during the period 1974—1987, while
for women it increased (18). In Sweden (18) and Den-
mark (19) the prevalence of smokers has fallen for both
sexes, but more so for the men than for the women.

The equalizing smoking rates between the sexes may
indicate that men and women have responded differ-
ently to anti-smoking campaigns. Public campaigns
against smoking have two objectives, ie, to encourage
people not to take up smoking and to make smokers
quit. In the present study the ratio between ex-smokers
and ever smokers (smokers and ex-smokers) did not
differ between the men and women after adjustment
for age and smoking duration. This finding may indi-
cate that the public health message to quit smoking
has reached men and women to the same degree,
whereas the message of not to start smoking has been
more successful among the men. The most recent Sur-
geon General’s report of the United States Department
of Health and Human Services (20) recommends that
campaigns to prevent smoking pay special attention
to young women.

In urban areas of the United States, prevalences of
occupational airborne exposure vary from 30 to 57 %
among men (14, 15) and from 16 to 19 % among
women (15). In a Polish study (16) including 1824 sub-
jects aged 19—70 years and drawn at random from
an urban population, 30 % of the men and 13 % of
the women reported occupational dust exposure.
Differences in survey populations and methods of data
collection make comparisons of the rates of exposed
subjects difficult. However, these studies, as does ours,
all show that occupational exposure to airborne agents
is widespread in the general population.

The present study failed, as did the aforementioned
American study (15), to show an increase in lifetime
occupational exposure to gases or dusts with age. This
failure is probably due to elderly people tending to
forget previous exposures. Other explanations may be
that younger people know more about the hazards of
occupational pollutants, are less willing to tolerate
them, and are more ready to report on them than elder-
ly people. The prevalence rates of the young people
indicate that occupational exposure to gases or dusts
will remain a problem as risk factors for airway dis-
eases for many decades to come.

Indirect methods may be used to estimate the fre-
quency of occupational asbestos and quartz exposure
in the community. Norway has never produced as-
bestos, and its import peaked in 1971 at 12 000 t, and
was only 200 t in 1985 (T Braaten, The Norwegian
Labour Inspectorate, personal communication). How-
ever, today’s import of asbestos tells very little of ex-
posure due to secondhand contact with the material.
Using the number of jobs in which asbestos exposure
is likely to occur, Nicholson et al have estimated that
approximately 30 % of the men over 40 years of age
in the United States may have been exposed to asbestos
(21). Screening programs with chest radiography re-
vealed that 1—2 % of the Swedish (22) and Norwegian
(23) populations above 40 years of age have pleural
plaques attributable to asbestos exposure. However,
the long latency between exposure and the development
of pleural plaques and the method’s low sensitivity for
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detecting pleural plaques (24) limit the feasibility of
the results. Regional variations in the occurrence of
pleural plaques (23) and mesothelioma (25) may indi-
cate variations in the frequency and level of asbestos
exposure. Pleural plaques were observed in 17 % of
402 consecutive autopsies of subjects above 40 years
of age in Vest-Agder County, Norway (26). Measures
of asbestos and quartz exposure in the future may be
the counting of asbestos fibers (27) and silica parti-
cles (28) in autopsy material. The presence of asbestos
bodies in bronchial alveolar lavage is a good marker
of occupational asbestos exposure (29).

The age-standardized rates of asbestos-exposed men
above 40 years of age was higher in Telemark (18 %)
(3) than in the present study (10 %). There may be
several explanations for the discrepancy in rates be-
tween the two studies. First, the degree of industriali-
zation of the areas investigated in the two studies
differed. The Telemark study comprised seven indus-
trialized and two rural municipalities, whereas only
19 of the 34 municipalities of Hordaland are indus-
trialized (30). However, we did not find that the rates
of asbestos-exposed subjects varied with the percent-
age of the municipality’s work force occupied in
manufacturing and thereby with the degree of indus-
trialization. This finding may indicate that it is the type
of industry rather than the degree of industrialization
that predicts the individual’s risk of occupational as-
bestos exposure. Second, the letter accompanying the
distributed questionnaire of the Telemark study men-
tioned that the purpose of the study was to examine
the occurrence of asbestos exposure, while asbestos ex-
posure was not mentioned in the accompanying letter
of our study. Finally, there may be regional differences
in people’s knowledge of the hazards of asbestos ex-
posure and which work processes are related to it.

The Telemark study estimated that 41 % of the ex-
pected lung cancers in the following 10 years will oc-
cur among smokers previously exposed to asbestos.
This estimate was based on the relative risks for lung
cancers obtained from Hammond et al’s study (4) on
insulation workers. These workers were highly exposed
to asbestos, and one must assume that the results are
not generalizable to a general population sample. How-
ever, if these relative risks for lung cancer are applied
to the male population aged 40—69 years in Hordaland
County, 32 % of the expected lung cancers will occur
among smokers with past asbestos exposure. These
persons represent 5 % of the male population in this
age group. The extent to which a positive answer to
a question on asbestos exposure represents a risk for
lung cancer is not clear. Nonetheless, asbestos-exposed
smokers identified by postal questionnaire surveys may
be an important target group for smoking cessation
campaigns.

Less than 1 % of the women aged 15—70 years in
the County of Hordaland have been occupationally ex-
posed to asbestos or quartz. In 4700 cases of silicosis
reported to the Swedish Pneumoconiosis Registry,
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1 % involved women (31). Of the 134 cases of malig-
nant mesothelioma reported to the Norwegian Can-
cer Registry during 1970—1979 (32), cases related to
occupational exposure to asbestos were 22 times more
frequent among the men than the women. This figure
is in crude agreement with the male-female ratio of 25
for the frequency of occupational asbestos exposure
in the present study. The low number of women ex-
posed to asbestos or quartz indicates that screening for
mineral pneumoconioses in the female population
should be given low priority.

The strong covariation between smoking habits and
gas or dust exposure may be explained by high ciga-
rette consumption and rates of occupational exposure
both being associated with low socioeconomic status
(33). Furthermore, subjects who are susceptible to
cigarette smoke may tend to avoid occupations with
exposure to air pollutants.

Physicians’ influence with respect to helping peo-
ple quit smoking has been documented in several
studies (34). Approximately 80 % of a Nordic popu-
lation sees a physician yearly (35). Therefore it is dis-
appointing that only 30 % of the smokers reported
having been advised to stop smoking by a physician.
The percentage reflects the number of smokers who
remember the advice — however, not necessarily the
number who have actually been advised.

The subjects exposed to dust or gas did not report
that they had received advice to stop smoking from
their doctors more often than the unexposed subjects.
Many doctors probably do not approach occupational
exposures during history taking, and some doctors may
not be aware of the excessive risk for lung cancer when
asbestos exposure is combined with smoking. Further-
more, it is not known whether this high-risk group of
smokers occupationally exposed to gases or dusts
would respond more frequently to a physician’s ad-
vice to stop smoking than unexposed smokers would.
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Questions on smoking habits and occupational exposures?

Smoking habits

Do you smoke daily at present? [yes, no]
If the answer was ‘‘yes’’, then answer:

Do you smoke cigarettes daily? (handrolled or fac-
tory made) [yes, no]

If you do not smoke cigarettes now, then answer:

Have you smoked cigarettes daily before? [yes, no]
If you answered ‘‘yes’’, how long has it been since

you stopped? [less than 3 months, 3 months to
1 year, 1 to § years, more than 5 years]

For those who smoke or have smoked previously.

For how many years altogether have you smoked
or did you smoke daily? [ number of
years]

How many cigarettes do you or did you smoke
daily? Give number of cigarettes per day (hand-

2 The alternatives for the responses are given in brackets at the end of the questions.
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rolled or factory made) [ number of

cigarettes]
If you smoke, has any physician advised you to stop
smoking? [yes, noj

Occupational environment and exposures

These questions are for those who have been or are
employees or are self-employed.

Have you ever had a workplace with much dust or gas
in the air? [yes, no]

Have you ever been exposed to asbestos dust in your
work? [yes, nol
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When did you first come in contact with asbestos,
please state year? [ 1

How many years altogether have you had a job in
which you have been exposed to asbestos? |
number of years]

To what extent would you say that you have been ex-
posed to asbestos? [slightly, moderately, heavily]

Have you ever been exposed to quartz dust or stone
dust with quartz at work? [yes, no]
If yes, please state how many years you have been
exposed to such dust at work? [ number
of years]





