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The International Development Research Centre (IDRC),
Canada’s leading institution of innovation and research in
global health, recently revealed that the Chair of its Board,

Barbara McDougall, was also a tobacco industry executive from 2004
until April 2010, stepping down only after African nongovernmental
organizations pointed out the conflict. Given her role on the Board of
Imperial Tobacco, one can only conclude that tobacco control will no
longer be a priority for IDRC and the Government of Canada.
Ms. McDougall, a former Conservative Cabinet minister, was

appointed to the Board of IDRC by the Prime Minister; her
appointment was vetted and approved by both the Privy Council
Office and the Prime Minister’s Office. Her nomination would
have been supported by the Minister of Foreign Affairs, to whom
IDRC reports,  and the President of IDRC. Although it is not clear
why such marked conflicts were not detected and disclosed earlier,
it is clear that Ms. McDougall’s recent resignation from Imperial
Tobacco’s Board does not sufficiently remove these conflicts.
In her role as a member of Imperial Tobacco’s Board, Ms.

McDougall would have seen, discussed and possibly approved
major marketing campaigns designed to develop foreign markets.
Although legal, supporting tobacco marketing in emerging markets
is diametrically opposite to the stated mission of IDRC — to reduce
poverty in developing countries through science and knowledge.
This is especially worrisome because the stakes are enormous.

Tobacco use kills over five million people every year, and rates of
death are increasing most in developing countries.1 Unless there is
widespread cessation, tobacco use will kill about one billion people
in this century, primarily in developing countries.2

These deaths not only affect the poor countries, but also the poor-
est within them. In India, half of the one million annual deaths from
smoking occur among the illiterate. Smoking triples the risk of tuber-
culosis.3 Smoking accounts for over half the disparity in rates of
death between rich and poor men.4 Although rates of smoking-
related death have fallen sharply in men in high-income countries,2

they continue to rise in developing countries.1

Imperial Tobacco, and its parent company, British American
Tobacco, continue to target the same developing countries that
IDRC seeks to serve. Imperial Tobacco narrowly escaped criminal
conviction and paid hefty fines for its role in abetting smuggling of
cigarettes into Canada in the 1990s. Evidence from the Canadian
case is used by “Big Tobacco” to deter developing countries from
raising taxes on tobacco products.5 Efforts by the tobacco industry
to distort the poverty agenda of various agencies, including the
World Bank and WHO, are well-documented.6

Ms. McDougall’s ongoing role on IDRC’s Board has undermined
the institution’s reputation and her effectiveness as Chair. Soon after
her role with Imperial Tobacco became widely known, the Gates
Foundation immediately cancelled a multi-million dollar grant to
IDRC to develop tobacco control strategies in Africa. IDRC’s agenda
to advance better governance, including in health, now raises concerns
about double standards. IDRC staff are no longer invited to some tech-
nical meetings. Protest letters from around the world continue.
Whether real or perceived, other international stakeholders have
judged IDRC’s actions, and the verdict is harsh.
Years of hard work by the Government of Canada are under

threat. IDRC showed early leadership by linking tobacco to economic
development in its 1995 Bellagio Statement on tobacco.7 Canada

made important contributions to WHO’s Framework Convention on
Tobacco Control, a first-ever global treaty in public health.8

There is simply no place for the tobacco industry on the devel-
opment and poverty agenda. The Framework Convention on
Tobacco Control prohibits direct funding or involvement from the
tobacco industry in research or any other development activities; its
guiding principles call for protection of government policy-making
from tobacco industry influence. This includes IDRC, which
reports to Parliament and is funded mostly by Canadian taxpayers.
Forbidding any form of involvement with Big Tobacco is common
practice in health research and dissemination through medical jour-
nals such as CMAJ. Given that millions of lives in developing
countries are at risk, no less a rigorous standard is warranted.
Ms. McDougall, who has had a distinguished record of public

service, would best serve IDRC by stepping aside. Lawrence Can-
non, Minister of Foreign Affairs, and David Malone, IDRC’s new
and capable President, should accept her resignation. Others, such
as The Globe and Mail,9 have suggested that simply speaking out
on the harms of tobacco will suffice. Indeed, IDRC should ask its
stakeholders if anything short of a resignation will reaffirm IDRC
and Canada’s commitment to global tobacco control and global
health on the heels of the G20 summit.
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