¢ ,.\ World Health
&8 Organization

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009
Implementing smoke-free environments

fresh and aIive Q

MPOWEr O







Second-hand
tobacco smoke
kills 600000 people







There is no safe level of
exposure to second-hand
e.




Monitor

Protect Protect people from
tobacco smoke

Offer
Woarn

Enforce

Raise



Globally, about one third
of adults are regularly
exposed to second-hand
tobacco smoke.

WHO Report on the Global Tobacco
Epidemic, 2009: Implementing
smoke-free environments is the
second in a series of WHO reports
that tracks the status of the

tobacco epidemic and the impact of
interventions implemented to stop it.



WHO Library Cataloguing-in-Publication Data

WHO report on the global tobacco epidemic, 2009:
implementing smoke-free environments.

1.Smoking - prevention and control. 2.Tobacco smoke
pollution - prevention and control. 3.Tobacco smoke
pollution - legislation and jurisprudence. 4.Health policy.
1.World Health Organization.

ISBN 978 92 4 156391 8 (NLM dlassification: WM 290)

© World Health Organization 2009

All rights reserved. Publications of the World Health
Organization can be obtained from WHO Press, World Health
Organization, 20 Avenue Appia, 1211 Geneva 27, Switzerland
(tel.: +41 22 791 3264; fax: +41 22 791 4857; e-mail:
bookorders@who.int). Requests for permission to reproduce
or translate WHO publications — whether for sale or for
noncommercial distribution — should be addressed to WHO
Press, at the above address (fax: +41 22 791 4806; e-mail:
permissions@who.int).

The designations employed and the presentation of the material
in this publication do not imply the expression of any opinion
whatsoever on the part of the World Health Organization
concerning the legal status of any country, territory, city or
area or of its authorities, or concerning the delimitation of

its frontiers or boundaries. Dotted lines on maps represent
approximate border lines for which there may not yet be full
agreement.

The mention of specific companies or of certain manufacturers’
products does not imply that they are endorsed or recommended
by the World Health Organization in preference to others of a
similar nature that are not mentioned. Errors and omissions
excepted, the names of proprietary products are distinguished
by initial capital letters.

All reasonable precautions have been taken by the World
Health Organization to verify the information contained in

this publication. However, the published material is being
distributed without warranty of any kind, either expressed or
implied. The responsibility for the interpretation and use of the
material lies with the reader. In no event shall the World Health
Organization be liable for damages arising from its use.

Printed in France



¢ _.U\ World Health
&9 Organization

WHO REPORT ON THE
GLOBAL TOBACCO EPIDEMIC, 2009

Implementing smoke-free environments

Made possible by funding
from



Contents

7

12
14
14
16

18
18
20
22
24
25
26
27
28
29
30
31
32
33

PROGRESS IS BEING MADE — NEARLY 400 MILION
PEOPLE NEWLY COVERED BY TOBACCO CONTROL
MEASURES IN 2008

A letter from WHO Assistant Director-General
SUMMARY
WHO FRAMEWORK CONVENTION ON TOBACCO CONTROL

Article 8 — Protection from exposure to tobacco smoke
Guidelines for the implementation of Article 8
WHO recommendations

PROTECT PEOPLE FROM TOBACCO SMOKE

Second-hand tobacco smoke is dangerous to health

Exposure to second-hand tobacco smoke and early death
Second-hand tobacco smoke exposure causes serious health problems
The economic threat of second-hand tobacco smoke

Smoke-free laws reduce exposure to second-hand tobacco smoke
Enforcement needed to ensure protection against second-hand tobacco smoke
Ventilation and designated smoking rooms are not effective

Health impact of smoke-free regulations

Other benefits of smoke-free regulations

Smoke-free laws are popular

Smoke-free laws do not hurt business

Tobacco industry efforts to avoid 100% smoke-free legislation

Key recommendations




34 IMPLEMENTATION OF EFFECTIVE MEASURES IS GAINING ABBREVIATIONS
MOMENTUM

34 Monitor tobacco use and prevention policies

38 Protect from tobacco smoke

44 Offer help to quit tobacco use

48 Warn about the dangers of tobacco

52 Enforce bans on tobacco advertising, promotion and sponsorship
56 Raise taxes on tobacco

60 National tobacco control programmes and capacity

64 CONCLUSION
66 REFERENCES

72 TECHNICAL NOTE I: Evaluation of existing policies and compliance
76 TECHNICAL NOTE II: Smoking prevalence in WHO Member States
78 TECHNICAL NOTE Ill: Tobacco taxes in WHO Member States

81 APPENDIX I: Regional summary of MPOWER measures
95 APPENDIX II: Regulation of smoke-free environments
131 APPENDIX IIl: Status of the WHO Framework Convention on Tobacco Control

136 ACKNOWLEDGMENTS

E1 APPENDIX IV: Global tobacco control policy data
E169 APPENDIX V: Country profiles
E283 APPENDIX VI: Graphs on tobacco taxes and prices
E307 APPENDIX VII: Age-standardized prevalence estimates for smoking, 2006
E339 APPENDIX VIII: Country-provided prevalence data
E377 APPENDIX IX: Global Youth Tobacco Survey data
E419 APPENDIX X: Maps on global tobacco control policy data

Appendices IV through X are available in electronic format on the CD accompanying
this book and online at www.who.int/tobacco/mpower/en.




plementation c
icies on a nation

s around the wo




PROGRESS IS BEING MADE - NEARLY 400 MILLION PEOPLE
NEWLY COVERED BY TOBACCO CONTROL MEASURES IN 2008

Since the entry into force of the WHO
Framework Convention on Tobacco Control
(WHO FCTC), we have made considerable
progress against the global tobacco
epidemic. Through results presented in

this WHO Report on the Global Tobacco
Epidemic, 2009 — the second country-

level examination of the global tobacco
epidemic — we know which countries have
implemented effective tobacco control
measures to reduce demand for tobacco,
which countries need to do more to protect
their people against the harms of tobacco
use, and which countries can be held up as
models for action.

Tobacco use continues to kill more than

5 million people worldwide each year,

and this number is expected to grow.

The burden of tobacco use is greatest in
low- and middle-income countries, and will
increase more rapidly in these countries

in coming decades. We must continue to
expand and intensify our efforts to reduce
tobacco use.

Tobacco control is relatively inexpensive
to implement, and the return is enormous.
Tobacco use kills or disables many

people in their most productive years,
which denies families their primary
wage-earners, consumes family budgets,
raises the cost of health care and hinders
economic development. While there are
some costs associated with tobacco
control programmes, these costs can be
overwhelmingly offset by raising tobacco
taxes — which themselves are highly
effective at reducing tobacco use. Recent
progress has highlighted the feasibility of
achieving smoke-free environments and
generated increased worldwide interest in
promoting them.

This report documents many gains in
tobacco control achieved over the past
year. Nearly 400 million people are newly
covered by at least one complete MPOWER
measure because of the actions taken by
17 countries to fight the tobacco epidemic.
Of particular note is the progress made
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on establishing smoke-free environments,
which is the focus of the report.

Seven countries, most of which are middle-
income, newyly adopted comprehensive
smoke-free laws in 2008. Several of these
countries progressed from having either no
national smoke-free law or only minimal
protection in some types of public places
or workplaces to full protection in all types
of places. However, the data presented
here also show that we have much more to
do. Despite progress, only 9% of countries
mandate smoke-free bars and restaurants,
and 65 countries report no implementation
of any smoke-free policies on a national
level.

The WHO Framework Convention on
Tobacco Control sets the bar high and
establishes strong momentum for moving
forward with global tobacco control. As
documented in this report, progress is
being made — but we can and must do
more. Governments around the world,

in partnership with civil society, must
continue to act decisively against the
tobacco epidemic — the leading global
cause of preventable death. By continuing
to make tobacco control a top priority, we
can build on our successes and create a
tobacco-free world.

Dr Ala Alwan
Assistant Director-General
World Health Organization
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Summary

Tobacco use is the leading cause of
preventable death, and is estimated to

kill more than 5 million people each year
worldwide. Most of these deaths are in
low- and middle-income countries. The gap
in deaths between low- and middle-income
countries and high-income countries is
expected to widen further over the next
several decades if we do nothing. If current
trends persist, tobacco will kill more than 8
million people worldwide each year by the
year 2030, with 80% of these premature
deaths in low- and middle-income
countries. By the end of this century,
tobacco may kill a billion people or more
unless urgent action is taken.

The success of the WHO FCTC, which as
of July 2009 had more than 160 Parties
covering 86% of the world's population,
demonstrates the global political will

for making tobacco control far more
comprehensive and successful. The WHO

154 million
people, mostly
in low- and
middle-income
countries,
became newly
covered by
comprehensive
smoke-free laws
in 2008.

Framework Convention and its guidelines
provide the foundation for countries to
implement and manage tobacco control. To
help make this a reality, WHO introduced
the MPOWER package of measures last
year. The package is intended to assist

in the country-level implementation of
effective measures to reduce the demand
for tobacco, contained in the WHO FCTC.
As the Conference of the Parties carries
out its work, MPOWER provides country-
level practical assistance for those areas

of the WHO FCTC that it covers. MPOWER
focuses on demand measures, though WHO
also recognizes the importance of and is
committed to implementing the supply-side
measures in the WHO FCTC.

In this year's WHO Report on the Global
Tobacco Epidemic, 2009, all data on
implementation of the six measures have
been updated through 2008 and additional
data have been collected on selected
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areas, as described in Technical Note I,
Categories of policy achievement have
been refined and, where possible, made
consistent with new WHO FCTC guidelines.
Last year's data have been reanalysed to
be consistent with these new categories,
allowing comparisons between 2007

and 2008. This year's printed report is
presented in a more streamlined fashion;
please see www.who.int/tobacco/mpower
for all country-specific data.

This report provides a comprehensive
overview of the evidence base for
protecting people from the harms of
second-hand tobacco smoke through
legislation and enforcement. There is
a special focus on the status of the
implementation of smoke-free policies,
with detailed data collected for the
first time ever on a global basis at
both the national level and for large
subnational jurisdictions. Additional




SHARE OF THE WORLD POPULATION COVERED BY SELECTED
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analyses of smoke-free legislation were
performed, allowing for a more detailed
understanding of progress and future
challenges in this area.

Although progress in implementing the
MPOWER measures has been made, with
nearly 400 million people newly covered
by at least one complete measure during
2008, there is still considerable work to
be done. Less than 10% of the world's
population is covered by any one of the
measures.

The report’s focus on smoke-free
legislation shows that much more progress
is needed in this area. In 2008, 154
million people, mostly in middle-income
countries, became newly covered by
comprehensive smoke-free laws. Smoke-
free policies at the subnational level are
becoming increasingly common, and
progress at the subnational level should
continue and be encouraged alongside
national progress. Of the 100 biggest

There is still
considerable
work to be done.
Less than 10%
of the world’s
population is
covered by
any one of
the MPOWER
measures.

cities in the world, only 22 are completely
smoke-free but progress continues —
since completion of data collection for
this report, three additional large cities

in Brazil (Rio de Janeiro, Salvador and
Séo Paulo) have passed comprehensive
smoke-free legislation™. Cities and other
subnational jurisdictions can protect their
citizens even before national legislation is
in place. Despite these positive signs, more
than 90% of the world's population is
not protected by comprehensive smoke-
free policies. Further, compliance with
smoke-free laws is low: only 2% of the
world's population live in countries with
comprehensive smoke-free laws and high
levels of compliance with these laws.

Alarmingly, progress on advertising and
marketing bans has stalled, with virtually
no progress in 2008. Only Panama passed
a new advertising ban, leaving more than
91% of the world's population without the
protection afforded by a comprehensive
advertising ban. Progress on increasing
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taxes is too slow — although some
countries have made progress, others have
slid backwards. Nearly 94% of the world’s
population live in a country where taxes
represent less than 75% of the cigarette
pack price. Increasing taxes during this
time of financial hardship is universally
beneficial — governments can increase
their revenues, and smoking prevalence
can be greatly reduced. Even with existing
tax rates, tobacco control remains severely
under-funded. Globally, more than 170
times as many dollars are collected
through annual tobacco tax revenues as
are spent each year on tobacco control.

* Please refer to Table 2.4.0 for detailed information.




THE STATE OF SELECTED TOBACCO CONTROL POLICIES IN THE WORLD, 2008
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WHO Framework
Convention on
Tobacco Control

The WHO Framework Convention on
Tobacco Control (WHO FCTC), developed
in response to the globalization of the
tobacco epidemic, is the first treaty
negotiated by the Member States of

the World Health Organization using
their powers under the Organization’s
Constitution. It is the pre-eminent global
tobacco control instrument, which
contains legally binding obligations for
its Parties, sets the baseline for reducing
both demand for and supply of tobacco,
and provides a comprehensive direction
for tobacco control policy at all levels. The
treaty's governing body, comprising all

Parties, is the Conference of the Parties
(COP), an intergovernmental entity that
supervises the effective implementation of
the treaty.

To address tobacco use's complex set of
determinants, the WHO FCTC negotiators
included both supply and demand
reduction measures in the text. The core
demand reduction provisions in the WHO
FCTC are contained in Articles 6 and 814,
entitled:

Article 6. Price and tax measures to reduce
the demand for tobacco.

Scientific evidence
has unequivocally
established that exposure
to tobacco smoke
causes death,
disease and disability.

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

Article 8. Protection from exposure to
tobacco smoke.

Article 9. Regulation of the contents of
tobacco products.

Article 10. Regulation of tobacco product
disclosures.

Article 11. Packaging and labelling of
tobacco products.

Avrticle 12. Education, communication,
training and public awareness.

Article 13. Tobacco advertising, promotion
and sponsorship.

Avrticle 14. Reduction measures concerning
tobacco dependence and cessation.
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The core supply reduction provisions in
the WHO FCTC are contained in Articles
15-17, entitled:

Article 15. lllicit trade in tobacco products.

Article 16. Sales to and by minors.
Avrticle 17. Provision of support for
economically viable alternative activities.

In adopting the WHO FCTC, the Member
States of WHO:

m established the global standard for a
concerted effort to fight the tobacco
epidemic;

m reaffirmed the right of all people to the
highest standard of health; and

m reinforced the role of international law
in preventing disease and promoting
health.

Since its entry into force on 27 February
2005, the WHO FCTC has become one of

the most widely embraced treaties in the
history of the United Nations, with more
than 160 Parties, covering more than 86%
of the world’s population. The power of
this treaty lies not only in its obligations,
which are binding for all Parties, but also
in the formal demonstration of the global
commitment to take action against tobacco
use — which kills millions of people and
causes billions of dollars in economic
damage every year.

13
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Article 8 — Protection from exposure
to tobacco smoke

In developing the WHO FCTC, the
overwhelming evidence of the beneficial
effects of smoke-free places underpins
Article 8 of the treaty (Protection from
exposure to tobacco smoke), which
includes the broad statement that
“scientific evidence has unequivocally

established that exposure to tobacco
smoke causes death, disease and
disability” (7). Article 8 forms the basis for
international action to reduce the burden
of disease attributable to second-hand
tobacco smoke, and is especially important
as it creates a legal obligation for the

treaty's Parties to take action. The strength
of the language and of the obligations set
forth in Article 8 have led to measurable
global improvements in protecting people
from exposure to tobacco smoke, though
there is still work to be done in most
countries and in all regions.

Guidelines for the implementation

of Article 8

The objectives of the Article 8 guidelines
are "to assist Parties in meeting their
obligations under Article 8 of the WHO
Framework Convention on Tobacco
Control, in @ manner consistent with the
scientific evidence regarding exposure to
second-hand tobacco smoke and the best
practice worldwide in the implementation
of smoke free measures...[and] to identify

the key elements of legislation necessary
to effectively protect people from exposure
to tobacco smoke, as required by Article
8" (2).

The Article 8 guidelines development
process was a rapid and tangible success.
During its second session in July 2007, the
working group presented a completed set

There is no safe level
of exposure to tobacco smoke.
All people should be protected
from such exposure.

of draft guidelines for the implementation
of Article 8, which the COP, representing
all Parties to the WHO FCTC, adopted
unanimously (2, 3).

The foundations of the COP guidelines
are consistent with scientific evidence
and well supported by best practices. The
document establishes high standards of




accountability for treaty compliance and

includes principles and definitions of terms.

The substance of the Article 8 guidelines is
separated into four sections:

Scope of effective legislation

In this section, the guidelines state that
Parties are obligated to pass measures
that provide universal protection from
tobacco smoke in all indoor public
places, indoor workplaces, and public
transport. Additionally, there are no legal
or health justifications for exemptions.
Each Party is expected to provide such
protection within five years of entry

into force of the treaty for that Party.
The guidelines note that Article 8 also
requires Parties to pass measures to
protect people from exposure to tobacco
smoke in “other” public places “as
appropriate” (3). Parties are encouraged
to consider the evidence of health

hazards and the protection that could
be afforded to their populations when
choosing these other places.

Inform, consult and involve
the public to ensure support
and smooth implementation

The critical issue of public awareness

and support for smoke-free legislation is
addressed in this section. The guidelines
indicate that Parties should involve all
stakeholders, in particular businesses that
will be affected by smoke-free legislation,
during the legislation development process.
The association between high levels of
public awareness and support and strong
enforcement of smoke-free laws supports
implementation of broad educational
campaigns that include the following key
messages:

1. the harm caused by second-hand
tobacco smoke exposure;

2. the fact that elimination of indoor
smoke is the only science-based solution to
ensure complete protection from exposure;
3. the right of all workers to be equally
protected by law; and

4. that smoke-free environments do

not adversely affect economic interests,
particularly those of the hospitality industry;
rather, the evidence indicates economic
benefits for all sectors in addition to any
health benefits achieved.

Enforcement

The enforcement section indicates that
Parties should adopt legislation that includes
a duty of compliance by both businesses
and smokers, with businesses required to
take actions such as posting “no smoking”
signs, removing all ashtrays, supervising
observance of the rules and taking measures
against individuals who break the rules.
Penalties for failing to comply with this

15



legislation should focus on businesses rather
than individual smokers and should be large
and/or serious enough to deter violations.
Additionally, the authority responsible for
enforcement should be identified within

the enabling legislation, as should a system
for monitoring compliance and prosecuting
violators. Enforcement strategies include
utilizing “soft enforcement” by warning
violators immediately following passage

of the legislation, transitioning into strong,
decisive enforcement to ensure future
compliance. Smoke-free laws often become
self-enforcing over time; legislation should
include an avenue for community members

to report violations, as such reports can be
one of the primary and most effective forms
of enforcement.

Monitoring and evaluation of
measures

Monitoring and evaluating the effects of
the measures implemented in accordance
with Article 8 are critical to maintain
public awareness and support, study best
practices and lessons learned, and identify
the tobacco industry's efforts to undermine
smoke-free policies. The guidelines provide

WHO recommendations

In support of the development and drafting
of the COP’s Article 8 guidelines, WHO
released detailed country-level policy
recommendations for facilitating the
passage and successful implementation
and enforcement of smoke-free laws

(4). Based on evidence of the cost-

effectiveness, feasibility and popularity of
smoke-free policies, and the successful
experience of a rapidly growing number of
jurisdictions worldwide, WHO makes the
following four key policy recommendations
to protect workers and the public from
exposure to second-hand smoke (4):

eight key process and outcome indicators
for monitoring and evaluation (3).

Perhaps most importantly, the COP
guidelines for implementing Article 8
reiterate that there is no safe level of
exposure to tobacco smoke, and that all
people should be protected from such
exposure. It is with these principles in
mind that this report focuses on second-
hand tobacco smoke and the protections
from this health threat that the world’s
governments provide for their people.

1. Remove the source of the pollutant —
tobacco smoke — by implementing 100%
smoke-free environments. This is the only
effective strategy to reduce exposure

to second-hand tobacco smoke to safe
levels in indoor environments and to
provide an acceptable level of protection

16 WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009



from the dangers of exposure. Ventilation
and smoking areas, whether separately
ventilated from non-smoking areas or not,
do not reduce exposure to a safe level of
risk and are not recommended.

2. Enact legislation requiring all indoor
workplaces and public places to be 100%
smoke-free environments. Laws should
ensure universal and equal protection for
all. Voluntary policies are not an acceptable
response to protection. Under some
circumstances, the principle of universal,
effective protection may require specific
quasi-outdoor and outdoor workplaces to
be smoke-free.

3. Implement and enforce the law.
Passing smoke-free legislation is not
enough. Its proper implementation and
adequate enforcement require relatively
small but critical efforts and means.

4. Implement educational strategies

to reduce second-hand tobacco smoke
exposure in the home, recognizing that
smoke-free workplace legislation increases
the likelihood that people (both smokers

and non-smakers) will voluntarily make
their homes smoke-free.

Policy recommendations such as these

are part of WHQO's larger tobacco control
programme driven by the WHO FCTC. To
provide technical assistance to help Member
States fulfil some of their commitments to
the treaty, WHO has proposed the MPOWER
package of measures. MPOWER supports
the implementation of six effective tobacco
control measures proven to reduce tobacco
use: raising taxes and prices; banning
advertising, promotion and sponsorship;
protecting people from second-hand
tobacco smoke; warning about the dangers
of tobacco; offering help to people who
want to quit; and carefully monitoring the
epidemic and prevention policies (5). Each
measure reflects one or more provisions

of the WHO FCTC, and the package of six
measures is an important entry point for
scaling up efforts to reduce the demand for
tobacco.

As part of MPOWER, WHO is developing
practical training materials as well as
assessment, surveillance and monitoring

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

tools designed to support the WHO
FCTC and its guidelines. MPOWER is
an integral part of the WHO Action
Plan for the Prevention and Control

of Noncommunicable Diseases, which
was endorsed at the 61st World Health
Assembly in 2008 and reflects the
commitment of WHO Member States to
WHO FCTC implementation.

17
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Protect people
from tobacco smoke

Second-hand tobacco smoke

is dangerous to health

Second-hand tobacco smoke is the smoke
emitted from the burning end of a cigarette
(side-stream smoke) or from other tobacco
products, usually in combination with the
mainstream smoke exhaled by the smoker,
and has similar components to inhaled

or mainstream smoke (6). However, it is
three to four times more toxic per gram

of particulate matter than mainstream
tobacco smoke, and the toxicity of side-
stream smoke is higher than the sum of the
toxicities of its constituents (7).

More than 4 000 chemicals have been
identified in tobacco smoke, at least 250
of which are known to be harmful and

-
L
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more than 50 of which are known to cause
cancer (8, 9). People in places that allow
smoking can be subject to significant levels
of toxins, as pollution from tobacco smoke
can reach levels that are much higher than
levels of other environmental toxins, such
as particles found in automobile exhaust.
Studies have shown that pollution levels

in indoor places that allow smoking are
higher than levels found on busy roadways,
in closed motor garages and during
firestorms (70).

Second-hand tobacco smoke can spread
from one room to another within a
building, even if doors to the smoking area

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

are closed. Toxic chemicals from second-
hand tobacco smoke contamination persist
well beyond the period of active smoking,
and then cling to rugs, curtains, clothes,
food, furniture and other materials. These
toxins can remain in a room weeks and
months after someone has smoked there
(11, 12), even if windows are opened

or fans or air filters are used. Filters can
become a source for deposited chemicals
that are then recycled back into the air

of a room rather than removed. Tobacco
toxins that build up over time, coating the
surfaces of room elements and materials
and smokers’ belongings, are sometimes
referred to as “third-hand smoke” (73).




CHEMICALS CONTAINED IN SECOND-HAND TOBACCO SMOKE (PARTIAL LIST)
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Exposure to second-hand tobacco smoke
and early death

Second-hand tobacco smoke is present in
virtually all public places where smoking is
permitted (74), and there is no safe level of
exposure (75).

Globally, it is estimated that about one
third of adults are regularly exposed to
second-hand tobacco smoke (76). In the
European Union, 14% of non-smokers are
exposed to other people’s tobacco smoke
at home, and a third of working adults are
exposed to second-hand tobacco smoke
at the workplace at least some of the time
(17). In Canada, about a quarter of non-
smokers report regular exposure at home,
in vehicles or in public places (78).

An estimated 700 million children worldwide
— about 40% of all children — are exposed
to second-hand tobacco smoke at home
(79). The global average of children with at

least one smoking parent, according to the
definition used by the Global Youth Tobacco
Survey (GYTS), is estimated to be 43% (20).
Data from the GYTS indicate that, among
those surveyed, nearly half of youth aged

13 to 15 years who have never smoked are
exposed to second-hand tobacco smoke at
home, with a similar percentage exposed in
places other than the home; these youth are
1.5 to 2 times more likely to initiate smoking
than those not exposed (20).

Second-hand tobacco smoke is estimated
to cause about 600 000 premature deaths
per year worldwide (76), approximately
the same number of people who are killed
by measles or women who die during
childbirth each year (27). Of all deaths
attributable to second-hand tobacco
smoke, 31% occur among children and
64% occur among women (76). About

50 000 deaths in the United States each
year — about 11% of all tobacco-related
deaths — are attributable to exposure to
second-hand tobacco smoke (22). In the
European Union, second-hand tobacco
smoke exposure at work is estimated to
cause about 7 600 deaths per year, with
exposure at home causing an additional
72 100 deaths (23).




AVERAGE PERCENTAGE OF 13—-15-YEAR-OLDS LIVING IN A HOME WHERE OTHERS SMOKE,
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Source: (20).

Globally, it is estimated that about
one third of adults are regularly exposed
to second-hand tobacco smoke.
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Second-hand tobacco smoke exposure
causes serious health problems

The scientific evidence of the health
harms of smoking has been conclusively
established for more than 50 years (24).
However, smokers are not the only ones
sickened and killed by tobacco: non-
smokers who breathe air containing
second-hand tobacco smoke also face
increased risk of disease and death.

In the quarter century since evidence
confirmed the health hazards of second-
hand tobacco smoke (25-27), 14 scientific
consensus reports by virtually all major
medical and scientific organizations,
including the WHO International

Agency for Research on Cancer (6), the
United States Surgeon General (28),

the California Environmental Protection

T

Agency (29), and the United Kingdom
Scientific Committee on Tobacco

and Health (30) leave no doubt that
exposure to second-hand tobacco smoke
contributes to a range of serious and
often fatal diseases in non-smokers.

Multiple studies confirm that exposure
to second-hand tobacco smoke causes
iliness, disability and death from a wide
range of diseases (37). Second-hand
tobacco smoke exposure contributes to
about 1% of the total global disease
burden, and represents about 10-15%
of the disease burden caused by active
smoking (76). Second-hand tobacco
smoke exposure is also associated with
reduced health-related quality of life

among people who have never smoked,
with higher levels of exposure resulting
in a greater reduction in quality-of-life
measures (32). Even house pets in homes
where people smoke are more likely to
develop cancer (33-35).

Among newborns exposed either in utero
or after birth, there is an increased risk of
premature birth (36) and low birth weight
(37) and a doubling of the risk for Sudden
Infant Death Syndrome (38). Among children
exposed to second-hand tobacco smoke,
there is a 50—100% higher risk of acute
respiratory illness (39), higher incidence

of ear infections (28) and an increased
likelihood of developmental disabilities and
behavioural problems (40, 47).




DISEASES CAUSED BY SECOND-HAND SMOKE
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The economic threat of second-hand
tobacco smoke

In addition to a large and growing health
burden, second-hand tobacco smoke
exposure also imposes economic burdens
on individuals and countries, both for

the costs of direct health care as well as
indirect costs from reduced productivity.
Second-hand tobacco smoke exposure in
the United States alone costs an estimated
US$ 5 billion annually in direct medical
costs and another US$ 5 billion in indirect
costs caused by productivity losses from
lost wages due to disability and premature
death (42). The US Occupational Health
and Safety Administration estimated in
1994 that clean air increases productivity
by 3% (43).

Several studies estimate that 10% of
total tobacco-related economic costs

are attributable to second-hand tobacco
smoke exposure (44). The economic costs
related to tobacco use in the United
States total approximately US$ 193 billion
per year (smoking-attributable health-
care expenditures of US$ 96 billion and
productivity losses of US$ 97 billion) (22).

Economic studies on the cost of tobacco
use have been conducted in some other
countries, but in most cases these do not
assess costs specifically related to second-
hand tobacco smoke exposure. Where data
exist, economic costs related to second-

hand tobacco smoke exposure elsewhere
are roughly similar to those in the United
States. In the China, Hong Kong Special
Administrative Region, for example, the
cost of direct medical care, long-term care
and productivity losses attributable to
second-hand tobacco smoke exposure is
approximately US$ 156 million annually
(about US$ 24 per capita, or 23% of total
tobacco-related costs) (45).

COSTS OF TOBACCO-RELATED ILLNESS AND DEATH, CHINA,
HONG KONG SPECIAL ADMINISTRATIVE REGION, 1998

Source: (45).
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Smoke-free laws reduce exposure
to second-hand tobacco smoke

The International Agency for Research

on Cancer concluded: “there is sufficient
evidence that implementation of smoke-
free policies substantially decreases
second-hand smoke exposure” (46).
Studies of the effects of smoke-free policies
consistently show that these policies
decrease exposure to second-hand tobacco
smoke by 80—-90% in high-exposure
settings, and that they can lead to overall
decreases in exposure of up to 40%

(47). People who work in places that are
smoke-free are exposed to 3-8 times less
second-hand tobacco smoke than other

workers (48). Non-smoking adults who

live in communities with comprehensive
smoke-free laws are 5—10 times less likely
to be exposed to second-hand tobacco
smoke than those who live where there

is no smoke-free legislation (49). Ireland
provides strong evidence of the effects

of reducing exposure to second-hand
tobacco smoke. Following the country’s
implementation of smoke-free legislation in
2004, ambient air nicotine and particulate
matter concentrations in monitored indoor
environments decreased by 83%, and there
was a 79% reduction in exhaled breath

carbon monoxide and an 81% reduction in
salivary cotinine* among bar workers. Bar
workers' exposure to second-hand tobacco
smoke plunged from 30 hours per week to
zero (50, 57).

These findings were confirmed in numerous
other places that enacted comprehensive
smoke-free legislation. In Toronto, Canada,
a complete smoke-free law for bars
implemented in 2004 led to a reduction

of 68% in the level of urinary cotinine*

of bar workers in one month, while bar
workers of a control community without

Smoke-free policies decrease exposure
to second-hand tobacco smoke by 80-90%
In high-exposure settings.

URINARY COTININE LEVELS AMONG BAR WORKERS IN
TORONTO, CANADA, BEFORE AND AFTER INTRODUCTION
OF COMPREHENSIVE SMOKE-FREE LEGISLATION
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Source: (52).
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After law

* Analysis of salivary or urinary cotinine concentrations is used as a biological marker to measure exposure to second-hand tobacco smoke.
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smoke-free legislation did not experience
any significant change in the level of
urinary cotinine levels (52). In Scotland,
comprehensive smoke-free legislation
enacted in 2006 resulted in an 86%
decrease in the concentration of airborne
particulate matter in pubs (53) and a 39%
reduction in salivary cotinine levels among
adult non-smokers (47).

In New York State, salivary cotinine

levels in non-smoking adults decreased
47% in the year after enactment of a
comprehensive smoking ban in 2003 (54);
in New Zealand, comprehensive smoke-
free legislation enacted in 2004 appears
to have reduced exposure of bar patrons
to second-hand tobacco smoke by about
90% (55); and in Finland, a nationally

implemented smoke-free law resulted

in a reduction in second-hand tobacco
smoke exposure in workplaces covered by
this law, from 51% of workers reporting
exposure before the law to 12% reporting
exposure three years after the law became
effective (56).

Enforcement needed to ensure protection
against second-hand tobacco smoke

Based on the scientific evidence, the
Conference of the Parties to the WHO
Framework Convention of Tobacco Control
(WHO FCTC) has concluded that 100%
smoke-free environments are the only
proven way to adequately protect the
health of people from the harmful effects
of second-hand tobacco smoke because no
level of exposure is acceptable (2).

Once smoke-free laws have been enacted,
governments must maintain strong

support through active and uniform
enforcement that achieves high compliance
levels, at least until such time as the

law becomes self-enforcing. Although

an increasing number of countries have
passed legislation mandating smoke-free
environments, the overwhelming majority
of countries have no smoke-free laws, very
limited laws, or ineffective enforcement.
Legislation that is comprehensive, but
that is not well enforced, does not protect
against second-hand tobacco smoke

100% smoke-free environments
are the only proven way to
adequately protect the health
of people from the harmful
effects of second-hand
tobacco smoke.

exposure, and legislation that covers only
some places, even if well enforced, also
does not provide significant protection.

Full enforcement of smoke-free laws is
critical to establishing their credibility,
especially immediately following their
enactment (57). It may be necessary to
actively and publicly enforce the law
in the period directly after smoke-free
laws are enacted to demonstrate the
government’s commitment to ensuring




compliance. Unannounced inspections by
the appropriate government agency can be
very effective.

Once a high level of compliance is achieved,
it may be feasible to reduce the level of
formal enforcement, as maintenance of
smoke-free places is largely self-enforcing
in areas where the public and business
communities support smoke-free policies

and legislation. Placing the responsibility
for enforcing smoke-free places on facility
owners and managers is the most effective
way to ensure that the laws are enforced.
In many countries, laws have established
that business owners have a legal duty to

provide safe workplaces for their employees.

Levying of fines and other sanctions against
business owners is more likely to ensure
compliance than fining individual smokers.

Enforcement of legislation and its impact
should be regularly monitored. Assessing and
publicizing the lack of negative impact on
business following enactment of smoke-free
legislation will further enhance compliance
with and acceptance of smoke-free laws.

Ventilation and designated smoking
rooms are not effective

Smoking anywhere in a building significantly
increases concentrations of second-hand
tobacco smoke, even in parts of the building
where people do not smoke (58). Physically
separating smokers from non-smokers

by allowing smoking only in designated
smoking rooms reduces exposure to second-
hand tobacco smoke only by about half, and
thus provides only partial protection (59).

The American Society of Heating,
Refrigerating and Air-Conditioning
Engineers concluded in 2005 that
comprehensive smoke-free laws are the
only effective means of eliminating the
risks associated with second-hand tobacco
smoke, and that ventilation techniques
should not be relied upon to control health
risks from second-hand tobacco smoke

exposure (60, 67). This position statement
concurs with other findings that ventilation
and designated smoking rooms do not
prevent exposure to second-hand tobacco
smoke (62, 63).

Ventilation
and designated
smoking rooms
do not prevent

exposure
to second-hand
tobacco smoke.

27



Health impact of
smoke-free regulations

Smoke-free laws reduce
respiratory symptoms

Because of the immediate drop in pollution
levels and second-hand tobacco smoke
exposure after implementation of smoke-
free laws (64), improvements in respiratory
health are experienced very quickly. In
Scotland, bar workers reported a 26%
decrease in respiratory symptoms, and
asthmatic bar workers had reduced airway
inflammation within three months after
comprehensive smoke-free legislation was
enacted (65). In California, bartenders
reported a 59% reduction in respiratory
symptoms and a 78% reduction in sensory
irritation symptoms within eight weeks
after implementation of the law requiring
bars to be smoke-free (66).

Smoke-free laws reduce
iliness from heart disease

Even low-level exposure to second-hand
tobacco smoke has a clinically significant
effect on cardiovascular disease risk
(67). Smoke-free environments reduce
the incidence of heart attack among the
general population almost immediately,
even in the first few months after being
implemented (68). Several studies have

confirmed decreases in hospital admissions
for heart attacks after comprehensive
smoke-free legislation was enacted
(69-74). Moreover, many of these studies,
conducted in subnational areas (states/
provinces and cities) where smoke-free
laws had not been enacted on a national
level, show not only the impact of such
laws, but also the potential benefit of
enacting smoke-free legislation on a local
level when national bans are not in place.

Smoke-free laws are
expected to reduce lung
cancer

Because of the long time lag between
second-hand smoke exposure and the

development of lung cancer, complete
data are not yet available regarding the
expected decline in lung cancer after
implementation of smoke-free policies.
Between 1988 and 2004, a period during
which the state of California implemented
comprehensive smoke-free legislation,
rates of lung and bronchial cancer declined
four times faster in California than in the
rest of the United States, although at least
some of this decrease may result from the
sharper decline in smoking prevalence
experienced in California compared with
the rest of the country that began in the
early 1980s (75).

RESPIRATORY SYMPTOMS OF BAR WORKERS IN SCOTLAND,
BEFORE AND AFTER INTRODUCTION OF COMPREHENSIVE

SMOKE-FREE LEGISLATION
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Other benefits of
smoke-free regulations

Smoke-free laws help
smokers to reduce smoking
or quit

Smoke-free environments not only protect
non-smokers, they reduce tobacco use

in continuing smokers by 2—4 cigarettes
a day (76) and help smokers who want

to quit, as well as former smokers who
have already stopped, to quit successfully
over the long term. Per capita cigarette
consumption in the United States is
between 5% and 20% lower in states

with comprehensive smoke-free laws than
in states without such laws (77).

Complete workplace smoking bans
implemented in several industrialized
nations are estimated to have reduced
smoking prevalence among workers by an
average of 3.8%, reduced average tobacco
consumption by 3.1 cigarettes per day
among workers who continue to smoke,
and reduced total tobacco consumption
among workers by an average of 29%
(78). People who work in environments

with smoke-free policies are nearly twice
as likely to quit smoking as those in
worksites without such policies, and people
who continue to smoke decrease their
average daily consumption by nearly four
cigarettes per day (79).

After comprehensive smoke-free legislation
was enacted in Ireland, about 46% of
smokers reported that the law had made
them more likely to quit; among those who
did quit, 80% reported that the law had
helped them to quit and 88% reported

Smoke-free environments not only protect
non-smokers, they reduce tobacco use in continuing
smokers and help smokers who want to quit.

EFFECTS OF IRELAND'S SMOKE-FREE LAW ON SMOKERS'
REPORTED BEHAVIOURS
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that the law helped them to maintain
cessation (80). In Scotland, 44% of people
who quit smoking said that smoke-free
legislation had helped them to quit (87).

Smoke-free laws encourage
establishment of smoke-free
homes

Legislation mandating smoke-free
public places also encourages families

to make their homes smoke-free (82),
which protects children and other family
members from exposure to second-hand
tobacco smoke (83). In Australia, the
introduction of smoke-free workplace
laws in the 1990s was accompanied by
a steep increase in the proportion of
adults who avoided exposing children
to second-hand tobacco smoke in the
home (84). Even smokers are likely to
voluntarily implement a “no smoking”
rule in their homes after comprehensive

smoke-free legislation is enacted (85,
86).

Voluntary smoke-free home policies also
decrease adult and youth smoking. Home
smoking bans reduce progression to
smoking experimentation among youths
who live with non-smokers. Teenagers who
live in homes where smoking is allowed are
nearly twice as likely to start smoking, even
if adults are non-smokers themselves, than
in homes where smoking is prohibited (87).

Smoke-free laws are popular

Public opinion surveys show that smoke-
free legislation is extremely popular
wherever it is enacted, even among
smokers, and that support tends to
increase over time after these laws are in
place. Support is generally strongest for
making hospitals and other health-care
facilities smoke-free, while there is usually
the least support for making bars and pubs
smoke-free (88-90).

In 2006, Uruguay became the first
country in the Americas to become
100% smoke-free by enacting a ban
on smoking in all public spaces and
workplaces, including bars, restaurants
and casinos. The law won support from
eight out of every 10 Uruguayans,
including nearly two thirds of the
country's smokers (97). After New
Zealand passed smoke-free laws in

2004, 69% of its citizens said they
supported the right of people to work in
a smoke-free environment (92).

The smoke-free workplace law introduced
in Ireland in March 2004 has been judged
successful by 96% of people, including
89% of smokers (93). In California, 75%
of the population approved of smoke-free
workplace laws that included restaurants

In every country
where comprehensive
smoke-free
legislation has been
enacted, smoke-free
environments are
popular and result
in either a neutral

Cuanda respiras el humo de tabaco, estds respirando
mas de 250 sustancias thxicas como el amoniaco y af arsénico.

or positive impact
e

on business.

Todos lenemaos el derecho a respirar aing
sin humo de tabaco para proservarla salod,
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and bars within the first few years after
being enacted by that state in 1998 (94).

Although China has few smoke-free public
places, 90% of people living in large
cities — smokers and non-smokers alike

— support a ban on smoking on public
transport and in schools and hospitals
(95). More than 80% of urban residents
in China support smoke-free legislation
in workplaces, and about half support
banning smoking in restaurants and

bars (95). In Russia, which also has few
restrictions on smoking in public places,
nearly a third of people support a complete
ban on smoking in restaurants (96).

Smoke-free laws do not hurt business

Despite tobacco and hospitality industry
claims, experience shows that in every
country where comprehensive smoke-free
legislation has been enacted, smoke-

free environments are popular, easy to
implement and enforce, and result in either
a neutral or positive impact on businesses,
including the hospitality sector (97, 98).
These findings were similar in all places
studied, including in Australia, Canada,
the United Kingdom and the United States
(99); Norway (700); New Zealand (107);
the state of California (702); New York
City (103); and various US states and
municipalities (704).

In New York City, which implemented
smoke-free legislation in two stages

(covering most workplaces including most
restaurants in 1995 and adding bars and
remaining restaurants in 2003), restaurant

employment increased after enactment
of the 1995 law (705). Combined bar

and restaurant employment and receipts

increased in the year after enactment
of the 2003 ordinance (703), and have
continued increasing since.

After comprehensive smoke-free legislation

was implemented, there were no

statistically significant changes observed

among hospitality industry economic
indicators in Massachusetts (706), no
economic harm to bar and restaurant
businesses reported in the mid-sized US
city of Lexington, Kentucky (707), and

no adverse economic impact on tourism

in Florida (708). When bars located in
communities with smoke-free laws were
sold, they commanded prices comparable
to prices paid for similar bars in areas
with no restrictions on smoking (709). This
type of economic evidence can be used

to counter false tobacco industry claims
that establishing smoke-free places causes
economic harm (97, 110).

AVERAGE ANNUAL EMPLOYMENT IN NEW YORK CITY RESTAURANTS AND BARS,
BEFORE AND AFTER COMPREHENSIVE SMOKE-FREE LEGISLATION
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Tobacco industry efforts to avoid

100% smoke-free legislation

The tobacco industry has long known
that side-stream second-hand tobacco
smoke contains higher concentrations
of carcinogenic substances than does
mainstream tobacco smoke (7). In a
confidential 1978 report, the industry
described increasing public concerns
about second-hand tobacco smoke
exposure as “the most dangerous
development to the viability of the
tobacco industry that has yet occurred”
(111). The industry acknowledges the
effectiveness of smoke-free environments,
and how creating exceptions can
undermine their impact. A 1992 internal
report by Philip Morris stated: “Total
prohibition of smoking in the workplace
strongly affects industry volume. ...
Milder workplace restrictions, such as
smoking only in designated areas, have
much less impact on quitting rates and
very little effect on consumption” (772).

The tobacco industry has a history of
creating the appearance of scientific
controversy in an attempt to counter
initiatives intended to restrict tobacco use.
However, the ultimate goal of these types
of industry-backed initiatives is to maintain

the social acceptability of smoking and
prevent adoption of meaningful smoke-free
policies in public places and in workplaces
(713). Measures such as ventilation and
separate smoking rooms, promoted as
“reasonable” accommodations by the
tobacco industry, also undermine the
intended effects of legislative measures by
continuing to expose people to second-
hand tobacco smoke and reducing the
incentive for smokers to quit (774).

Despite the incontrovertible scientific
evidence of the harms of second-hand
tobacco smoke, the tobacco industry has
referred to such findings as “junk science”
in an attempt to discredit them (775). The
industry has also used front groups in an
attempt to successfully convince some
people to resist accepting these findings.
Much of the impetus for discrediting
scientific studies of the health effects of
second-hand tobacco smoke comes from
the tobacco industry, which develops

and publicizes its own biased research to
minimize the harmful effects of second-
hand tobacco smoke because it fears
that restrictions on smoking will reduce
sales and profits (176-119). The tobacco

industry has also resorted to attacks

on researchers studying the effects of
second-hand tobacco smoke by criticizing
their motives or qualifications, even while
acknowledging internally the validity of
their research findings (720, 121).

Researchers funded by or affiliated with
the tobacco industry are nearly 100

times more likely than independent
researchers to conclude that second-hand
tobacco smoke is not harmful to health
(122). Much of the research funded by
the tobacco industry is not published in
peer-reviewed medical journals, is of poor
scientific quality, and should not be used in
scientific, legal or policy settings unless its
quality has been independently assessed
(123). The tobacco industry has even
attempted to create its own peer-reviewed
medical journals to publish papers on the
effects of second-hand tobacco smoke
that are favourable to its interests (7124).
A US federal court has ruled that tobacco
industry assertions that second-hand
tobacco smoke exposure does not cause
disease are “fraudulent” (725).

The tobacco industry has a history
of creating the appearance of scientific controversy
in an attempt to counter initiatives
intended to restrict tobacco use.
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Key recommendations

These key recommendations — consistent
with the WHO FCTC Article 8 guidelines
— build on lessons learned from the
experiences of several countries and
hundreds of subnational and local
jurisdictions that have successfully
implemented laws requiring indoor
workplaces and public places to be 100%
smoke-free, as follows (4):

1. Legislation that mandates completely
smoke-free environments — not voluntary
policies — is necessary to protect public health.

2. Legislation should be simple, clear and
enforceable, and comprehensive.

3. Action should be taken at any and
all jurisdictional level(s) where effective
legislation can be achieved.

4. Anticipating and responding to the
tobacco industry's opposition, often
mobilized through third parties, is crucial.

5. Involving civil society is central to
achieving effective legislation.

6. Education and consultation with
stakeholders are necessary to ensure
smooth implementation.

7. Animplementation and enforcement
plan together with an infrastructure

for enforcement, including high-profile
prosecutions to include fines or closing of
businesses of repeat violators, are critical
for successful implementation.

8. Monitoring of implementation

and compliance is essential, as is
measurement of the impact of smoke-free
environments; ideally, experiences should
also be documented and the results made
available to other jurisdictions to support
their efforts to successfully introduce and
implement effective legislation.

9. Physically separating smokers from
non-smokers (for example by establishing

designated smoking rooms) or providing
ventilation of smoking areas does not
eliminate the health risk resulting from
exposure to second-hand tobacco smoke.

Because smokers and non-smokers alike
are vulnerable to the harmful health
effects of second-hand tobacco smoke,
governments are obligated to protect
health as a fundamental human right (3).
This duty is implicit in the right to life

and the right to the highest attainable
standard of health as recognized in

many international legal instruments,
including the International Covenant on
Economic, Social and Cultural Rights;

the Convention on the Elimination of All
Forms of Discrimination against Women;
and the Convention on the Rights of the
Child. These are formally incorporated into
the Preamble of the WHO FCTC, and have
been ratified in the constitutions of more
than 100 countries. Voluntary agreements,
often promoted by the tobacco industry as
a “compromise”, have proven insufficient
to achieve public health goals because
they do not eliminate, and at best only
reduce, exposure to second-hand tobacco
smoke (726). Comprehensive smoke-free
legislation with strong enforcement is the
best strategy for reducing exposure to
second-hand tobacco smoke.

Recent progress has highlighted the
feasibility of achieving smoke-free
environments and generated increased
worldwide interest in promoting them.
Although much more work remains

to be done, there are many examples
where there have been improvements in
smoke-free policies. Even smoking bans
in restaurants, bars and other hospitality
venues, generally considered the most
difficult places to make smoke-free, have
been successfully implemented in several
countries with near universal compliance

and strong public support. Other countries
can learn from these experiences as

they create and expand smoke-free
environments for the vast majority of
people worldwide who remain without
protection against the harm of second-
hand tobacco smoke exposure.

There is no risk-free level of exposure to
tobacco smoke. The health risk resulting
from exposure to second-hand tobacco
smoke is the primary reason to ban smoking
in workplaces and public places, because

an individual's decision to smoke results in
damage to others. Smoke-free environments
help guarantee the right of non-smokers to
breathe clean air, motivate smokers to quit,
and allow governments to take the lead in
tobacco prevention through highly popular
health measures.
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Implementation of
effective measures

IS gaining momentum

Nols .
moue - [MlONitor tobacco use

and prevention policies

Monitoring needs to be and Article 21 (Reporting and exchange of
representative and repeated  information) elaborate the broad surveillance
regularly requirements that are the foundation for

implementation of monitoring.
Surveillance, monitoring and evaluation

form the cornerstone of well-informed Surveillance, monitoring and evaluation
tobacco control policy development. A systems must use standardized and
number of articles in the WHO FCTC require  scientifically valid data collection and

data collection, but Article 20 (Research, analysis practices. Population surveys using
surveillance and exchange of information) a representative, randomly selected sample

of sufficiently large size can provide the
needed estimates, and can be conducted on
tobacco use alone or combined with surveys
of other priority health issues of interest to

a country’s health ministry. Such surveys
should be repeated at regular intervals using
the same questions, sampling, data analysis
and reporting techniques. Comparable data
across different survey periods are required
to accurately monitor and evaluate the
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MONITORING
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Monitoring activities can provide critical
evidence to bolster the case
for stronger tobacco control.

MONITOR THE PREVALENCE OF TOBACCO USE — HIGHEST ACHIEVING COUNTRIES, 2008
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impact of tobacco control interventions
over time. Standardized questions about
tobacco use can be embedded in existing
population-based surveys or censuses.

Other monitoring activities that should
be undertaken include assessments of
government enforcement of and societal
compliance with tobacco control policies,
including tax collection and tax evasion,
smoke-free places, and advertising and
marketing bans.

The extent and type of tobacco advertising,
marketing and promotional activities,
including tobacco industry sponsorship of
public and private events, should also be
monitored. The importance of eliminating
tobacco industry interference in tobacco
control efforts is recognized by WHO FCTC
Article 5.3, which requires Parties to “act

to protect [their public health] policies from
commercial and other vested interests of the
tobacco industry”. Understanding that this
provision is a keystone to effective tobacco
control, the Conference of the Parties
adopted guidelines on its implementation by
consensus in November 2008 (3).

Monitoring activities can provide

critical evidence to bolster the case for
stronger tobacco control policies, and
should be widely disseminated to enable
governments, country leadership, and civil
society to use them to develop tobacco
control policies and build capacity for
effective implementation and enforcement
of the other MPOWER interventions.

Only one third of countries
have recent, representative
and periodically repeated
data from monitoring
systems

m Overall, monitoring activities are
strongest in high-income countries.
Progress is particularly needed in low-
and middle-income countries, where
tobacco use is rising fastest.

m  More than 20% of low-income
countries and about 15% of middle-
income countries have no national
smoking prevalence data for adults or
youth, or data that are not recent and/
or representative.

A total of 100 countries, with 55%

of the world’s population (compared
with 48% in 2007), have recent

and representative data on smoking
prevalence for both adults and youth
from surveys conducted in 2003 or
later. However, only 36 countries, with
34% of the world's population, also
collect data on a periodic basis (i.e. at
intervals of five years or less).

Surveillance, monitoring and evaluation
form the cornerstone of well-informed
tobacco control policy development.
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Turkey expands tobacco use surveys

Data on smoking prevalence and patterns of tobacco use among
adults and youth that are both recent and representative of the
national population are key to successful guidance of tobacco control
programmes. Turkey has shown a commitment to surveillance,
beginning with its first implementation of the Global Youth Tobacco
Survey (GYTS) on a nationally and regionally representative

sample of students aged 13—15 years in 2003, and with the 2003
implementation of WHO's World Health Survey.

In 2009, Turkey repeated the GYTS with nationally and regionally
representative samples of four regions within the country (the
three largest cities — Ankara, Istanbul and Izmir — and the rest of
the country). This representative sample design will allow for direct
comparisons between the 2003 and 2009 data to show progress
and challenges in Turkey’s tobacco control efforts.

In December 2008, Turkey was the first country to complete data

collection for the Global Adult Tobacco Survey (GATS), a survey
instrument launched as a new component of CDC/WHQ's Global
Tobacco Surveillance System. GATS was introduced in 14 low- and
middle-income countries with large numbers of smokers. GATS

is a standardized household adult tobacco survey that collects
data among adults aged 15 years or older on smoking prevalence
and patterns; exposure to second-hand tobacco smoke; cessation
attempts; exposure to media; and knowledge, attitude and
perceptions of the harm caused by tobacco use and of tobacco
control measures.

Results from GATS in Turkey show that 31% of adults aged 15 years
and older (48% of males and 15% of females) are current smokers.
Tobacco use is most prevalent among people aged 25-44 years,
with 40% this age group reporting current smoking. More than half
of Turkey's adults have never smoked, and 95% of adults are aware
of health warnings on cigarette packages.
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Monitoring tobacco industry
activities in Nigeria

In addition to collecting data on smoking prevalence and other
measures of tobacco use, it is also necessary to monitor the
activities of the tobacco industry. In Africa, the industry has

in recent years greatly increased its presence and engaged in
aggressive marketing campaigns, targeting youth in particular.

In Nigeria, one nongovernmental organization, Environmental
Rights Action/Friends of the Earth (Nigeria ERA/FOTEN) has
successfully identified front groups created and used by the tobacco
industry to help carry out its activities. It has highlighted the
industry’s unfair practices towards tobacco farmers and indifference
to the use of child labour, revealed the existence of industry-

sponsored music concerts and other events that appeal to youth
where cigarettes and tobacco-related merchandise have been
distributed freely, and uncovered industry cooperation programmes
with various government institutions and corporate social
responsibility initiatives.

ERA/FOTE has also greatly strengthened the capacity of many
smaller organizations to become engaged in industry monitoring
and grassroots advocacy, and is spearheading formation of the
Nigeria Tobacco Control Alliance, a coalition of nongovernmental
organizations active in the fight against tobacco.
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Progress in implementing
smoke-free policies

There was notable progress between 2007
and 2008 in protecting people from the
harms of second-hand tobacco smoke.
Seven more countries (Colombia, Djibouti,
Guatemala, Mauritius, Panama, Turkey and
Zambia) joined the group of countries with
complete policies in 2008, bringing the
total number with comprehensive smoke-
free laws to 17.

The total global population covered by
comprehensive smoke-free laws increased
from 3.1% to 5.4% in just one year,

so that 154 million additional people
worldwide are protected from the harms
of second-hand tobacco smoke. Several of
these countries progressed from having
either no national smoke-free law or only
minimal protection in some types of public
places or workplaces to full protection in
all types of places.

However, 114 countries at all levels of
economic development still have the
lowest level of legal protection: no
smoke-free policies in place at all, or
policies that cover only one or two of the
eight types of public places assessed.
Nearly half of high-income countries, and
nearly two thirds of low- and middle-
income countries, have the lowest level
of protection. More than a third of
high-income countries, about a quarter
of middle-income and about a third of
low-income countries have attained
intermediate levels of achievement with
three or more, but not all, types of public
places and workplaces completely smoke-
free.

The greatest progress in enacting
comprehensive smoke-free laws was made
among middle-income countries, with six
out of seven additional countries that have
enacted comprehensive policies covering
all public places.

SMOKE-FREE LEGISLATION

'Protect from tobacco smoke

In several countries, in order to significantly
expand the creation of smoke-free places
including restaurants and bars, it was
politically necessary to include exceptions

to the law that allowed for the provision of
designated smoking rooms. The requirements
for designated smoking rooms are so
technically complex and stringent that, for
practical purposes, few or no establishments
were expected to implement them. Because
no data were requested on the number

of complex designated smoking rooms
actually constructed, it is not possible to
know whether these laws have resulted in
the complete absence of such rooms, as
intended. For this reason, these few countries
have not been categorized in the analyses for
this section. Future data collection efforts will
include such measures, as well as incorporate

evaluation of legislation enforcement. As
noted in the beginning of this report, as well
as in the WHO FCTC Article 8 guidelines
and multiple other governmental and
nongovernmental reports, ventilation and
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other forms of designated smoking areas do
not fully protect from the harms of second-
hand tobacco smoke, and the only laws that
provide complete protection are those that
result in the complete absence of smoking in
all public places.

Smoke-free legislation is
more likely to cover some
places than others

Only 17 countries currently have smoke-free
policies that provide universal and effective
protection from second-hand tobacco
smoke. In the great majority of countries,
workers and members of the public are not
protected equally from second-hand smoke,
such that in many cases some workers are
still exposed to its toxic effects.

About half of the world's population
(49%) is currently protected by national
smoke-free policies that cover health-care
and educational facilities, but only about
5% are protected by smoke-free laws that
cover restaurants, pubs and bars.

About a third of countries protect their
population from exposure to second-
hand tobacco smoke with laws covering
universities, and about 30% protect
people at government facilities, but only
22% protect workers in indoor offices.
About 30% of countries protect people
with smoke-free legislation that covers
public transport facilities; although
smoking is frequently banned in transport
vehicles, it is more likely to be permitted
in stations as well as in semi-private
vehicles such as taxis.

Few countries have good
compliance with
comprehensive
smoke-free legislation

Good policy with inadequate compliance
does not protect people from the dangers
of second-hand tobacco smoke. Policy
implementation must also be accompanied
by a high level of compliance with

those policies, so that the population is
actually protected in fact and not merely
theoretically protected on paper. Compliance
with smoke-free policies varies greatly
among countries, with comprehensive bans
more likely to be complied with than smoke-
free laws covering only some public places.
Countries without comprehensive smoking
bans are most likely to have the lowest
levels of compliance.

Only 17 countries currently have
smoke-free policies that provide universal
and effective protection from second-hand smoke.

SMOKE-FREE ENVIRONMENTS — HIGHEST ACHIEVING COUNTRIES, 2008
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Wealthier countries are more likely to
achieve high compliance with their
comprehensive smoke-free legislation.
Among high-income countries, four of five
that have implemented comprehensive
national smoke-free legislation have

high compliance with the laws (with

one country not reporting). Only three

of 10 middle-income countries with
comprehensive legislation have high
compliance, and none of the two low-
income countries with comprehensive laws
have high compliance, suggesting that
these laws are not fully protecting their
citizens.

Compliance with smoke-free policies varies
by type of location of the nearly half of
countries that have policies in place (about
50%) report high levels of compliance

in any one sector. Sectors with highest
compliance reported are public transport

(50% of countries have high compliance),
indoor offices (49%), health-care facilities
(42%), educational facilities except
universities (38%), and restaurants (32%)
and bars (30%).

Countries with
comprehensive smoke-free
laws are more likely to
have strong enforcement
provisions

For the first time in 2008, data were
collected regarding existence of legal
provisions for enforcement of smoke-free
laws. Strong enforcement mechanisms for
smoke-free laws — including provisions
such as fining businesses or establishments
who are in violation of the law and

the presence of a complaints system to
report violations — are most likely to have

been passed in higher-income countries.
Of five high-income countries with
comprehensive smoke-free laws, three
have legislative language allowing clear,
strong mechanisms for enforcement of
their smoke-free law. In the middle-income
group of countries, eight of ten with
comprehensive smoking laws have strong
enforcement mechanisms, as do one of two
countries in the low-income group where
all public places are smoke-free.

Smoke-free legislation
at the subnational level

In 2008, data were collected for the

first time regarding implementation of
smoke-free legislation at the subnational
level. Many countries have a government
system in which state/provincial and local
jurisdictions have significant legislative

Compliance with smoke-free policies varies greatly,
with comprehensive bans more likely to be
complied with than partial restrictions.

STATUS OF SMOKE-FREE LEGISLATION COVERING VARIOUS TYPES OF PUBLIC PLACES
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COUNTRY POPULATION COVERED BY COMPLETE SMOKE-FREE LEGISLATION TOTAL POPULATION (000)
IN LARGE SUBNATIONAL JURISDICTIONS

PERCENTAGE NUMBER (000)

United Kingdom of Great Britain and Northern Ireland 100 61019 61019
Canada 98 32 589 33170
Australia 96 20142 20 951

United Arab Emirates 29 1292 4503

United States of America 28 84999 308 798
Central African Republic 14 623 4424

Iraq 14 4069 29 492
Argentina 12 4813 39934
Mexico 8 8 605 107 801
Switzerland 4 329 7512
Venezuela (Bolivarian Republic of) 3 873 28122

China 1 7000 1344074
power and have the ability to enact Australia, Canada and the United States), many of these jurisdictions having the legal
smoke-free legislation (and other laws) governments at the state/provincial level authority to do so.

independently from national governments.  have broad legislative powers, which in

most other countries are reserved for the If all subnational jurisdictions with

Among the large number of countries national government. the legal authority to implement
that have not enacted comprehensive comprehensive smoke-free policies were
smoke-free legislation at the national Currently, 7% of people in high-income to do so, an additional 3.3 billion people
level, some subnational jurisdictions have  countries are covered by comprehensive would be protected from second-hand
been successful in enacting their own smoke-free legislation at the national level,  tobacco smoke. Among the population
comprehensive smoke-free legislation. and an additional 8% are covered at the not currently protected by smoke-free
Often, it is more politically feasible to subnational level. However, there has been  legislation, 53% could potentially be
enact smoke-free legislation that coversa  almost no implementation of smoke-free protected through laws passed at the
smaller population, such as a specific city legislation at the subnational level in subnational level.
or province. In some countries (notably middle- and low-income countries, despite

COMPLIANCE WITH SMOKE-FREE LEGISLATION BY LOCATION
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COMPLIANCE WITH COMPLETE SMOKE-FREE LEGISLATION
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Smoke-free policy implementation must also
be accompanied by a high level of compliance
with those policies, so that the population
is actually protected in fact and not merely
theoretically protected on paper.

POTENTIAL FOR PROTECTING PEOPLE FROM

SECOND-HAND TOBACCO SMOKE EXPOSURE
AT THE SUBNATIONAL LEVEL
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Mexico Federal District

goes 100% smoke-free

Mexico Distrito Federal
(Mexico City or Mexico

DF), with a population of
nearly 9 million, passed a
comprehensive smoke-free
law in February 2008. This
law prohibits smoking in
enclosed public places and
workplaces, including public
transport, restaurants and
bars. Specifically, the law does not allow for designated smoking areas.
Prior to passage of the law, nearly 40% of adult males and 17% of
adult females reported current tobacco use, substantially higher than
smoking rates in the rest of the country. Although limited smoke-free
protections were in force prior to February 2008, they were nearly
universally ignored.
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Mexico DF's head of government and legislative assembly, along with
support from tobacco control advocates, ensured that the 2008 smoke-
free law protected all Mexico DF citizens from second-hand tobacco
smoke. Working together, the Mexico DF government and tobacco
control advocates secured strong support and active participation

during all stages of the political process, enlisted civil society partners to
coordinate actions in support of smoke-free laws, employed a high-
profile media strategy that effectively engaged political and civil society
advocates, and secured financial resources to implement promotional
campaigns and research studies to support, inform and raise awareness
of smoke-free agendas.

Public support for the law, which was extremely strong in the period
leading up to enactment, solidified even further after smoke-free
regulations came into force. More than 90% of Mexico DF residents
now support restrictions in workplaces, restaurants and hotels, and more
than 70% support the smoking ban in bars. The proportion of people
reporting any exposure to second-hand tobacco smoke within the past
month decreased from 80% to slightly over half, and daily exposure
dropped from 28% to 12%. As smoke-free places have become firmly
established, 98% of people polled agree that second-hand tobacco
smoke is dangerous, 97% believe that the law benefits their health, and
98% concur that people have a right to breathe clean air.

By joining other large subnational jurisdictions that have become
smoke-free, Mexico DF serves as a catalyst for similar action throughout
Latin America and around the world.

Smoke-free laws in New Zealand

are popular and well enforced

New Zealand, which has among the world's strongest tobacco
control policies, first passed countrywide legislation in 1990 to
restrict smoking in locations such as workplaces and schools.

In December 2004, a comprehensive smoke-free law came into
effect. It significantly strengthened the existing law, expanding it
to cover all indoor workplaces, including hospitality venues (pubs,
bars, restaurants and casinos), with no exemptions for designated
smoking rooms.

Because an intensive educational campaign encouraged many of
New Zealand's smokers to select the day the law went into effect as
their quit date, there was a sharp upswing in demand for smoking
cessation services in the period immediately afterwards. There were
substantial increases in the number of calls to the national smokers’
quit line and a 20% increase in the number of people receiving
government subsidized nicotine replacement therapy.

The smoke-free law has been well accepted by the public, with
support steadily strengthening since its introduction. In 2004, 61%

of New Zealanders
approved of the ban
on smoking in bars,
pubs and nightclubs,
increasing to 74% in
2005 and 82% in 2006. Support for the smoking ban in bars also
increased significantly among smokers, from 29% in 2004 to 64%
in 2006. Nearly 90% of people surveyed in 2006 supported the
smoking ban in restaurants, as did 75% of smokers.

auahi kore

Studies have shown very high levels of compliance with the
smoke-free law. The number of people reporting exposure to
second-hand tobacco smoke in the workplace declined from 21%
in 2004 to 8% in 2006, and bar patrons’ exposure to second-hand
tobacco smoke has dropped by about 90%. Legal action by health
authorities for violations of the law has been rare, with fewer than
10 prosecutions. Contrary to warnings from opponents that the law
would have serious economic effects on the hospitality industry,
there has been no decrease in bar patronage or revenues.
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Treatment of tobacco
dependence helps smokers
quit and supports other
tobacco control initiatives

It is difficult for the world’s more than

1 billion tobacco users to quit. However,
most smokers want to quit when informed
of the health risks (727). Although

most who quit eventually do so without
intervention, assistance greatly increases
quit rates (728). In November 2008, the
Conference of the Parties asked a working
group to develop guidelines to help Parties
implement Article 14 of the WHO FCTC

on cessation assistance and report to the
Conference in 2010 (729).

Tobacco dependence treatment is primarily
the responsibility of each country’s
health-care system (7). Despite their

lower population-wide impact, individual
cessation interventions have a significant
impact on individual health and are
extremely cost-effective compared with

many other health system activities (130).
People who quit smoking, regardless of
their age, smoking history or health status,
experience immediate and profound
health benefits and can reduce most of
the associated risks within a few years of
quitting (737, 132).

Tobacco dependence treatment can include
various methods, but programmes should
include: cessation advice incorporated

into primary health-care services; easily
accessible and free telephone quit lines;
and access to free or low-cost cessation
medicines.

Integrated delivery of brief cessation
counselling to tobacco users requires

a well-functioning primary health-care
system. Action to strengthen primary
health care can draw on the WHO-
developed health systems strengthening
strategies to improve six health system
building blocks (leadership/governance,
health workforce, information support,

44 WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

Offer help to quit tobacco use

medical products and technology,
financing, and service delivery) (733).
Brief cessation counselling is relatively
inexpensive when integrated into existing
primary health-care services, is usually
well received by patients, and is most
effective when it includes clear, strong
and personalized advice to quit (728).
There are many existing opportunities or
entry points to incorporate brief cessation
counselling into primary health-care
services. Integration of brief cessation
counselling into management and
prevention of cardiovascular disease as
well as tuberculosis care is already in
process (134, 135). Doctors and other
health-care workers should also serve as
role models by not smoking themselves.

Advice and counselling can also be
provided in the form of telephone quit
lines, which should be free of charge and
accessible to the public at convenient times
(136).




TOBACCO DEPENDENCE TREATMENT
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Pharmacological treatment of nicotine
addiction should ideally be used in
conjunction with advice and counselling,
although it is also effective when provided
separately (128). Cessation medications
can double the likelihood that someone
will successfully quit, and this probability
increases even further if the medication

is administered in conjunction with
counselling. Nicotine replacement therapy
(NRT) has recently been added to the 16th
WHO Model List of Essential Medicines
because of the high-quality evidence of its
effectiveness, acceptable safety and cost-
effectiveness (737). At least some forms
of NRT should be broadly available at

very affordable prices to the tobacco user
wanting to quit.

Smoking cessation services are most
effective when they are part of a
coordinated tobacco control programme.
Wealthy countries with substantial
financial resources should be expected to
offer comprehensive quit smoking services
at no or minimal cost, although low- and
medium-income countries can effectively
implement at least some cessation
services. Most countries can use lower-cost
counselling options effectively, even when
financial support for medications is beyond

budgetary limits. Uruguay, an example of
a middle-income country that has a strong
commitment to effective tobacco control,
has implemented some components of

a comprehensive cessation programme.
Although Uruguay covers the cost of some
types of NRT and other medications, it
does not cover other types due to cost
constraints. While Uruguay has developed
national treatment guidelines and provides
extensive counselling services, there is
currently no national quit line or formal
mechanism for provision of physician
counselling in primary care, although
these services are planned for the near
future when funding is made available.
Governments can use tobacco tax revenues
to fund quit lines and subsidize clinical
cessation services, and providing cessation
support may also reduce opposition to
other tobacco control policies.

Only 17 countries provide
access to comprehensive help
to quit smoking

m Three countries (Israel, Romania and
United Arab Emirates) joined the group
of countries offering comprehensive
help to quit smoking in 2008, bringing

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

the total number with a national quit
line and coverage for costs of both NRT
and some cessation services to 17,
covering 8.2% of the world’s population
(compared with 7.7% in 2007).
High-income countries have made the
greatest progress in offering help for
people who want to quit tobacco use,
with 27% operating a national quit line
and at least partially covering the cost of
the cost of both NRT and some cessation
services. High-income countries are most
able to afford to cover these costs.
About a third of middle-income countries
and less than 15% of low-income
countries provide coverage for NRT and/
or cessation services. Only four middle-
income countries and no low-income
countries provide a national toll-free
quit line and coverage for both NRT and
cessation services.

In the vast majority of low- and middle-
income countries, the cost of cessation
assistance is not covered by government,
and 8% of middle-income and 29%

of low-income countries provide no
assistance to smokers at all.
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England provides free, comprehensive
tobacco dependence treatment to all

The four countries of the United Kingdom of Great Britain and
Northern Ireland have a national tobacco dependence treatment
service that is universally available to all smokers, mainly free of
charge, through the countries’ National Health Service (NHS).

In England for example, nicotine replacement therapy (NRT) is available
without prescription through pharmacies and in other stores (e.g.
supermarkets and corner shops). NRT, as well as other smoking
cessation medications, is also available by prescription at a reduced
charge. Because people with low incomes are exempt from prescription
charges, all prescription medicines including NRT, Bupropion and
Varenicline are free to around half of England's population, with the
remainder paying a small charge equivalent to about US$ 10 for about
one month of medications (although this can vary).

There are also two free national quit lines — one operated through
the NHS and a separate one run by an independent organization
called Quit. The NHS Stop Smoking Helpline is available 16 hours a
day, 7 days a week. Callers are offered counselling on the telephone,
are proactively called back or sent e-mails or text messages to
provide ongoing support and motivation, and are given details
about their local treatment services. The NHS Asian Tobacco Helpline,

STOP SMOKING
START LIV

available one day a week, provides similar services in five languages
(Bengali, Gujarati, Hindi, Punjabi and Urdu).

Any smoker can go to his or her general practitioner and be referred
to specialized treatment or go directly to a treatment centre, at no
charge. To further improve treatment services, England has launched
a national training centre that will develop evidence-based training
for stop smoking counsellors and managers, assess core competences
and certify counsellors, and commission and accredit training. An
evaluation found that treatment services disproportionately reach
low-income smokers in England — the opposite of what usually
happens with health promotion — which means that these services
are helping those most in need. For additional information on
tobacco dependence treatment in England please refer to http:/
smokefree.nhs.uk/.

This is an example of what is possible with a significant investment
of resources. For low- and middle-income countries that do not have
the financial resources to support implementation of a comprehensive
cessation programme, there are steps that can be taken to help
people quit while more comprehensive initiatives are developed as
mentioned above in the case of Uruguay.
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Warning labels on tobacco
packaging and hard-hitting
mass media campaigns
provide needed information
about the health dangers of
smoking

Despite conclusive evidence regarding the
dangers of tobacco, relatively few tobacco
users worldwide understand the full extent
of the risk to their health (738). Smokers
tend to underestimate the risks of tobacco
use to themselves and others. Article

11 (Packaging and labelling of tobacco
products) of the WHO FCTC establishes

an obligation for Parties to meet global
standards for warning labels that clearly
communicate the dangers of tobacco use in
the principal national language, comprise
not less than 30% of the principal display
areas on all tobacco products, and rotate
periodically. The Conference of the Parties
has developed and adopted guidelines for
implementing Article 11 (3).

Comprehensive warnings about the dangers
of tobacco are critical to changing tobacco’s
image, especially among adolescents and
young adults, the ages at which people

are most likely to begin tobacco use (739).
Ultimately, the objective of anti-tobacco
education and counter-advertising is to
change social norms about tobacco use. This
will cause many individuals to choose not
to use tobacco, and also increases support
for other tobacco control measures. Article
12 (Education, communication, training
and public awareness) of the WHO FCTC
reinforces this by creating a legal obligation
for Parties to promote access to information
about the dangers of tobacco consumption
and the benefits of cessation. To this end, a
working group is elaborating guidelines for
implementation of Article 12 for adoption by
the Conference of the Parties (740).

Prominent warning labels on tobacco
product packaging provide the most direct
health messages to all smokers, as well as

HEALTH WARNINGS

to non-smokers who see the packs (738,
141-143). Warning labels encourage
smokers to quit and discourage non-
smokers from starting, are well accepted
by the public, and can be implemented at
virtually no cost to governments. Warnings
on both the front and back of packaging
are extremely important so that smokers
cannot overlook them, but most countries
do not require warning labels of this size
on both sides of packaging.

Warning labels should describe specific
health effects and diseases caused by
tobacco use, and should be periodically
rotated to continue to attract the attention
of the public. Pictorial warnings are more
effective than text-only warnings (743),
and are essential for persons who cannot
read and for young children whose parents
smoke. Deceptive terms such as “low tar”,
“light”, or “mild"” should also be banned;
these terms suggest incorrectly that some
products are less harmful (744).
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Anti-tobacco advertising in all forms of
media can help publicize the full extent
of tobacco’s dangers and can counter
tobacco use as a social norm. When
exposed to effective television anti-
tobacco messages, teenagers are half

as likely to become established smokers
(745) and adult smokers are more likely
to quit (746). Hard-hitting campaigns
using graphic images that demonstrate
the physical harm caused by tobacco use
are especially effective in convincing users
to quit (747). The tobacco industry has
created its own anti-tobacco advertising,
but its advertisements are ineffective in
reducing smoking and may even increase
smoking, especially among the young
(748). In addition to paid advertising,
anti-tobacco educational campaigns can
also be supplemented effectively and
inexpensively through public relations
efforts that generate free media coverage
(a process sometimes referred to as
"earned media”) (749).

Only 8% of the world’s
population live in a country
with strong graphic warnings
on cigarette packs

m Five countries (Djibouti, Egypt, Iran,
Malaysia and Mauritius, totalling
178 million people) joined the group
of countries that fully meet WHO
FCTC Article 11 guidelines for pack
warning labels in 2008. Fifteen
countries covering 7.6% of the world's
population (compared with 4.9% in
2007) now require warning labels that
cover at least half of both the front
and back of cigarette packs and also
include pictures and all other listed
characteristics.

m  All of the countries newly
implementing comprehensive warning
label requirements in 2008 were
middle-income countries.

m  Less than 10% of high-income
countries require warning labels with

all appropriate characteristics. Although
more than a quarter of low-income
countries have warning labels covering
at least 30% of packages, all are
missing other important characteristics
— most notably, they lack pictures

or pictograms that can be easily
understood by people who are less
educated or who are unable to read.
More than 70% of low-income
countries and nearly 55% of middle-
income countries require either no
warning labels of any kind or labels
that cover less than 30% of cigarette
packs.

In most countries, there are

essentially no health warnings at

all on smoked tobacco products

other than manufactured cigarettes
(e.g. bidis, kreteks, roll-your-own

and water pipe tobacco). Only one
high-income country and six middle-
income countries require strong health
warnings on these other smoked
tobacco products.

WARN ABOUT THE DANGERS OF TOBACCO — HIGHEST ACHIEVING COUNTRIES, 2008
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Five countries totalling
178 million people adopted graphic health
warnings on cigarette packs in 2008.

Image from “Sponge” TV campaign in India.
“Lungs are like sponges. Smokers’ lungs are like
sponges full of tar.”

In India, where 10% of the world’s smokers live, nearly a million
people are killed by tobacco-related diseases each year. About a third
of Indian men smoke cigarettes or bidis, and more than half either
smoke or use chewing tobacco. Tobacco use among women, while
historically low, is increasing, as are smoking rates among youth.

Mass media campaign in India

As part of a systematic strengthening of its national tobacco control
programme, India has implemented several mass media advertising
campaigns. These intend to increase public awareness of the harms of
smoking and second-hand tobacco smoke, change attitudes towards
tobacco use, and motivate smokers to quit. As with pack warning
labels, public service announcements should be rotated periodically
so that they maintain their impact.

In its most recent campaign, India ran the advertisement “Sponge”,
which was originally developed by the Cancer Institute New South
Wales (Australia). It graphically depicts the amount of cancer-
producing tar that an average smoker's lungs soak up in just one
year. This vivid demonstration illustrates that smoking is more
harmful than many people realize.

The Sponge campaign was adapted and aired in five languages: the
original English, with translations into Bengali, Gujarati, Hindi and
Tamil. The Government of India spent approximately US$ 1 million
to purchase television advertising time for Sponge spots, which

ran on 40 national and regional television channels for a six-week
period in June and July 2009.

The campaign was rigorously tested among 24 local focus groups
to ensure it resonated similarly with Indian audiences. Among the
10 tobacco control advertisements tested, Sponge ranked highest in
terms of behavioural indicators, such as making smokers concerned
about their smoking, more likely to quit, and more likely to speak to
someone about stopping smoking.

These pre-testing efforts are critical to the success of mass
media campaigns, because cultural differences and belief
systems can play a role in how messages are received, and must
be considered before publicity can be promoted in a particular
country.
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Earned media efforts target
tobacco promotion and

sponsorship in Indonesia

In Indonesia, the tobacco industry is poorly regulated. Legislation
banning tobacco advertising and marketing is weak, as are laws
that establish smoke-free places and require health warnings

on cigarette packaging, and tobacco industry interests are well
represented in government. As a result, major multinational tobacco
companies are free to employ marketing tactics that they are
prohibited from using elsewhere.

Tobacco company sponsorship of events that target youth and
young adults can be especially difficult to monitor and regulate,
even in countries that have enacted strong tobacco control
legislation. Several Indonesian nongovernmental organizations
have successfully developed and implemented strategies focused on
earned media, which involves outreach to journalists to generate
news stories in print and broadcast media.

In July 2008, Indonesian nongovernmental organizations contacted
popular singer Alicia Keys to ask her to withdraw tobacco industry
sponsorship of her concert in Jakarta and to speak out against

the tobacco industry. The story was pitched to international media
outlets, generating a number of news stories in both international

Komoditas Penuh Tipu Daya
" -

and Indonesian
media. As a result
of this coverage,
Keys immediately
demanded that
the tobacco
sponsorship be
withdrawn, and
the sponsoring
company

(Philip Morris
International)
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agreed to remove Sp——— -

billboards and

posters promoting its involvement.

Other successes resulting from earned media range from stopping
promotional activities and giveaways of free cigarette samples

at concerts, forcing withdrawal of tobacco companies from
sponsorship of high-profile music festivals, and highlighting
marketing of tobacco products directly to children.

Iran implements strong pack

WETGILRELEE

Iran cigarette package warning

To combat the continuing problem of tobacco use, the Islamic Republic of Iran enacted
a comprehensive national tobacco control law in 2006 that established a national
tobacco control programme headed by the ministry of health, banned all types of
direct and indirect tobacco advertising and marketing, implemented an ongoing series
of annual tax increases, and mandated strong health warnings on cigarette packaging,
among other interventions.

In 2008, the Islamic Republic of Iran further strengthened its law to require pictorial
warnings on all cigarette packages sold in the country beginning in January 2009.
These warning labels cover 50% of both the front and back of all cigarette packages
and incorporate graphic, full-colour images of diseases caused by smoking. Eight health
warnings have been approved for use and will be rotated on cigarette packages over

a period of two years, when another set of graphic warning labels will be introduced.
Use of misleading terms, such as “mild” and “light”, are also banned. As a result, Iran’s
requirements now fully meet the WHO FCTC Article 11 guidelines for size, content and

presentation of cigarette pack warning labels, and thus effectively warn smokers about
the risks to their health.
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e®
wu=®® Enforce bans on tobacco advertising,
promotion and sponsorship

Banning tobacco advertising,
promotion and sponsorship
reduces smoking and
denormalizes tobacco use

The tobacco industry spends tens of
billions of dollars worldwide each year on
advertising, promotion and sponsorship
(7150). To counter this, WHO FCTC Article
13 (Tobacco advertising, promotion and
sponsorship) calls for comprehensive
bans on tobacco advertising, promotion
and sponsorship in accordance with each
country's constitutional principles (7). To
assist countries in achieving this goal, the
Conference of the Parties adopted guidelines
for implementing Article 13 (3).

Tobacco advertising, promotion and
sponsorship can make smoking more
socially acceptable, impede efforts
to educate people about the hazards

of tobacco use, and strengthen the
tobacco industry’s influence over media,
sporting and entertainment businesses.

A comprehensive ban on all advertising,
promotion and sponsorship protects people
from industry marketing tactics and could
decrease tobacco consumption by about
7%, independent of other tobacco control
interventions (757). Complete bans block
the industry’s ability to continue marketing
to young people who have not yet started
to use tobacco, and to adult tobacco users
who want to quit. Partial bans have little
or no effect: if advertising is prohibited in
a particular medium, the tobacco industry
merely redirects expenditures to places
where advertising is permitted (752, 753).

The tobacco industry strongly opposes
marketing bans because they are highly
effective in reducing tobacco use. The
industry often argues that outright bans

on advertising, promotion and sponsorship
are not necessary and that voluntary
codes and self-regulation are sufficient.
However, voluntary restrictions are
ineffective because there is no force of
law, and ultimately the industry fails to
comply with its own voluntary requlations
(154). Government intervention through
well-drafted and well-enforced legislation
is required because the tobacco industry
has substantial expertise in circumventing
advertising bans.

Only Panama implemented
a new ban on tobacco
advertising, promotion and
sponsorship in 2008

m One country (Panama) joined the group
of countries with complete bans on all
forms of advertising, promotion and

BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP
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COVERAGE AND COMPLIANCE WITH COMPREHENSIVE
BANS ON TOBACCO ADVERTISING, PROMOTION AND
SPONSORSHIP
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A comprehensive ban on all advertising,
promotion and sponsorship protects people from
industry marketing tactics and could decrease
tobacco consumption by about 7%.

ENFORCE BANS ON TOBACCO ADVERTISING, PROMOTION AND SPONSORSHIP — HIGHEST
ACHIEVING COUNTRIES, 2008

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

53



sponsorship in 2008, bringing the total
number with complete bans on all [
forms of direct and indirect advertising
and marketing to 26, covering 8.8% of
the world’s population (compared with
8.7% in 2007).

m Middle-income countries have made
greater progress in implementing
comprehensive bans on all advertising,
promotion and sponsorship than have

low- or high-income countries.

More than half of high-income
countries have banned tobacco
advertising in all broadcast and print
media but ban only some other forms
of direct and indirect advertising,
compared with over one third of
middle-income countries and about
28% of low-income countries.

m Few countries with comprehensive

bans on tobacco advertising,
promotion and sponsorship enforce
these policies to a high degree. Only
three high-income countries and six
middle-income countries have achieved
high compliance, and four low-income
country have done so.

Low- and middle-income countries are
more likely than high-income countries
to have comprehensive bans on all tobacco
advertising, promotion and sponsorship.

Jordan strengthens prohibitions

on tobacco advertising, promotion

and sponsorship

Jordan, which first began to implement tobacco control measures
more than 30 years ago, further strengthened its restrictions on
tobacco advertising, promotion and sponsorship in 2008. All
tobacco advertising and marketing activities had in theory been
banned starting in 1977, but enforcement of these and other
tobacco control provisions was generally weak. Although the ban
on marketing and promotion of tobacco products was adequately
enforced, the judiciary tended not to prosecute violations vigorously
and frequently imposed only the minimum permissible penalties,
thus leading to widespread violations.

The 2008 legislation clarified and strengthened the wording of
Jordan's tobacco control laws, dedicated additional resources

to tobacco control, and increased training of tobacco control
programme staff. Additionally, the law added several new provisions
to limit point-of-sale tobacco marketing, including bans on the sale
of individual cigarettes and sales through vending machines.

To strengthen enforcement, the ministry of health trained 35 health
promotion coordinators regarding the tobacco control legislation,
practical and suitable methods for enforcing and implementing the
law, and procedures for inspections. These coordinators have broad
authority to warn and educate people about the law, confiscate any
prohibited promotional materials, and initiate judicial proceedings
to enforce the laws.

The capital city of Amman, where the full range of tobacco
promotional activities used to be pervasive, was selected to pilot
these new provisions. In Amman today, print and electronic media
are now free from tobacco advertising, tobacco billboards are gone,
there is no tobacco sponsorship of sports or cultural activities, and
tobacco vending machines have disappeared. This successful model
for enforcing advertising and marketing bans is now ready to be
expanded to the rest of the country.
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Panama bans all tobacco advertising,
promotion and sponsorship

-

\&

Sig;ing of the legislation

In 2008, Panama became the first country in the Americas to

enact a total ban on all advertising, promotion and sponsorship

of tobacco products. Before implementing its new law, Panama

had virtually no restrictions of any kind on tobacco advertising

and marketing. The new law completely bans all forms of direct or
indirect tobacco advertising and marketing, including distribution

of clothing and other items with tobacco brand logos as well as
sponsorship of sports teams and other high-profile events that
often involve children. Advertising in international media originating
outside the country is also prohibited.

In addition to banning advertising in all media, including outdoor
displays such as billboards, Panama’s law also prohibits distribution
of free tobacco products, promotional price discounting, and product
placement in television and motion pictures. Of particular note is the
restriction on advertising and marketing at the point of sale, which

most countries with even comprehensive bans have been unable
to pass. The tobacco industry has already found loopholes in the
law banning point-of-sale marketing, which highlights the tobacco
industry’s willingness to violate the spirit of the law to market its
products, as well as the need for tobacco control experts to closely
monitor industry activities.

The most comprehensive ban on advertising and marketing will have
little effect if it is not enforced. Even though Panama’s law has been
in place for less than two years, levels of compliance are extremely
high, ranking 95 out of a possible 100 points. In a recent assessment
of compliance with the law, several neighbourhoods of Panama

City as well as rural areas of the country were surveyed. In all areas
visited, no advertising of any kind was seen, no indirect promotion
or sponsorship activities were observed, and only one violation of
the point-of-sale marketing ban was noted.

Madagascar passes legislation banning

all tobacco advertising, promotion and
sponsorship

Madagascar has had moderately strong tobacco control policies
in place for the last few years. In addition to a ban on smoking
in public places and health warnings that cover 50% of tobacco
packaging, all tobacco advertising, promotion and sponsorship
activities are prohibited. Both direct advertising and indirect
marketing are covered by the ban.

Because the law prohibiting tobacco advertising, promotion and
sponsorship has been well enforced and includes strict penalties

for violations, these activities have ceased completely. Throughout
Madagascar, there are no television, newspaper, magazine or
billboard advertisements for tobacco products, and Internet
marketing is similarly banned. Promotional activities such as
distribution of free cigarettes and tobacco product rewards have
ended. To strengthen monitoring and enforcement, district-level
public health officials and local law enforcement work closely with
the national tobacco control programme and the ministry of health
to expose and investigate violations.
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mwousr®g Raise taxes on tobacco

Increasing the price of
tobacco is the most effective
intervention to reduce
smoking

Increasing the price of tobacco products
through significant tax increases is the
single most effective way to decrease
tobacco use and to encourage current
users to quit (755). In addition, higher
tobacco taxes are particularly effective in
keeping youth from taking up tobacco use
and in reducing use among the poor (156),
as both groups are highly responsive to
price changes (7155-157). In Article 6 (Price
and tax measures to reduce the demand
for tobacco) the WHO FCTC recognizes the
effectiveness of raising taxes on tobacco
products.

Governments levy many taxes on tobacco
products, including excise taxes, value
added and other sales taxes, and import
duties. Among these, excises are the

most important due to their specificity

to tobacco products. There are two

types of excise taxes: specific excises
(based on quantity, weight and/or other
characteristics) and ad valorem excises
(based on value). High specific excises are
the most appropriate method to protect
public health, since these lead to relatively
higher prices and smaller price differences
between premium and discount brands,
which will result in reduced tobacco use.

Cigarettes should become
less affordable over time to
reduce consumption

To improve public health, tobacco taxes
should also make tobacco products
progressively less affordable by offsetting
the combined effects of inflation and
increased consumer incomes and
purchasing power. This requires periodic
increases in specific excise taxes to maintain
their impact. Many countries have tobacco
products that are becoming increasingly
more affordable because taxes do not keep
pace with inflation and incomes.

As demonstrated in country after country,
increasing tobacco taxes increases
tobacco tax revenues in the short and
medium term, even when taking reduced
consumption into account (755). This

is due to relatively low price sensitivity
of demand; in high-income countries, a
10% increase in tobacco prices reduces

TOTAL TAX ON CIGARETTES

consumption by about 4% (758), with
larger reductions expected in lower-income
countries where price sensitivity is likely to
be greater. Price increases are particularly
effective where there is a low share of
taxes contributing to retail prices.

For the greatest revenue impact, the overall
tax structure should be simple and easy

to implement. A more complex structure

is likely to increase tax evasion and tax
avoidance. For specific excises, the risk of
tax avoidance is increased when the tax

is based on product characteristics (e.g.
length or weight) rather than quantity.

Ad valorem excises maintain their value
adjusted to inflation, while specific excises
need to be regularly adjusted to keep pace
with inflation; to date, only two countries
(Australia and New Zealand) automatically
adjust their specific excises for inflation.

Contrary to tobacco industry’s claims,
increased smuggling does not
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automatically follow tax increases (759).
Large tobacco tax and price increases in
several countries have not been followed
by dramatic increases in smuggling. Other
factors, such as weak border controls,

poor tax administration, the presence of
informal distribution channels, and people’s
willingness to buy smuggled products

can be more important determinants of
smuggling than differences in tax rates.
Many countries with high taxes and prices
(e.g. Finland, Norway and Sweden) show
relatively little evidence of smuggling,
while several low tax and price countries
(e.g. Italy and Spain) experience a relatively
higher incidence of smuggling (759).

Tax compliance is facilitated by a
centralized system that focuses

on manufacturers with strong tax
administration and customs enforcement.
Article 15 (lllicit trade in tobacco
products) of the WHO FCTC states that
monitoring tobacco production and trade
can contribute to reducing illicit trade;
furthermore, the currently negotiated draft
protocol on illicit trade in tobacco products
proposes to control and monitor tobacco

production and trade to eliminate illicit
trade (760).

In 2008, there was a minimal
increase in the proportion

of the world’s population
covered by effective tobacco
taxation policies

m Six more countries (Czech Republic,
Estonia, Fiji, Finland, the Netherlands,
and Seychelles) joined the group of
countries that levy taxes higher than
75% of retail price in 2008, bringing
the total number that levy taxes at
this rate to 21, covering 6.2% of the
world’s population (compared with
5.7% in 2007).

m  Globally, the average total tax
contribution to total retail prices of
tobacco products was just under 50%
in 2008.

m Tax rates are generally highest in
high-income countries. The average
contribution of total taxes to the total
retail price of cigarettes is 63% in

high-income countries, 49% in middle-

income countries, and 39% in low-
income countries.

About 70% of high-income countries
levy taxes that account for at least
half of the total tax-inclusive retail
sales price, compared with less than
half of middle-income countries and
about 25% of low-income countries.
Relatively few countries (13 high-
income, eight middle-income, and no
low-income) impose excise and other
taxes on cigarettes that account for at
least 75% of retail price.

Cigarettes are more than twice as
expensive in high-income countries as
in middle-income countries, and nearly
five times as expensive as in low-
income countries.

0Of 163 countries for which cigarette
excise tax data are available, 55 countries
rely solely on specific excises and 60
countries solely on ad valorem excises,
48 countries (mostly in Europe)use a
combination of the two, and 19 countries
impose no excise tax but instead rely on
import duties on cigarettes instead.

RAISE TAXES ON TOBACCO — HIGHEST ACHIEVING COUNTRIES, 2008
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AFFORDABILITY OF CIGARETTES OVER TIME, SELECTED COUNTRIES
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Source: WHO calculations using data from papers prepared as part of the Bloomberg Initiative to Reduce Tobacco Use (published at http://www.worldlungfoundation.org/
publications.ph)

Note: The affordability index is created by first dividing the price of the most popular brand by the average per capita income (GDP/capita). The value for 1995 is assumed to be
1 and the values of other years are estimated by using 1995 as a base. The estimated values greater than 1 indicate that cigarettes were less affordable compared with the 1995
level. Similarly, the estimated values that are less than 1 indicate that cigarettes were more affordable compared with the 1995 level.

Increasing the price of tobacco products
through significant tax increases is the single
most effective way to decrease tobacco use
and to encourage current users to quit.

AVERAGE RETAIL PRICE AND TAXATION (EXCISE AND TOTAL) OF MOST SOLD
BRANDS OF CIGARETTES, 2008
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Thailand earmarks tobacco tax

revenues for tobacco control

d1inagunasyuaiuayu
e N3A319LATNY VNN

ddd

Thailand, a leader in tobacco control, levied an 83.5% statutory
excise tax on cigarettes, which in 2008 resulted in an overall tax
rate of 57% of the actual retail pack price. An important feature

of Thailand’s tax structure is a 2% tax surcharge, collected on

both tobacco and alcohol, that is earmarked for a broad agenda

of national health promotion programs. The 2% excise earmark,
established in Thailand’s Health Promotion Foundation Act of

2001, secures funding for the Thai Health Promotion Foundation
(ThaiHealth) and provides annual revenues of about US$ 35 million.

With this funding, ThaiHealth seeks to reduce sickness and death
and make general improvements in quality of life.

Another strong feature of Thailand's cigarette tax structure is that
cigarette excise taxes have been increased more rapidly than the
inflation rate. As a result, the relative affordability of cigarettes

has decreased. In January 1992, at a time when adult smoking
prevalence was 30% (nearly 60% among males), the excise rate
was set at 55%. The tax rate was increased to the current 83.5% in
a series of eight steps, which increased the retail price of the most
popular brand by nearly 400% and nearly tripled Thailand's annual
tobacco tax revenues. Adult smoking rates have now decreased to
about 18%, with youth male smoking rates about half of adult male
rates.

Thailand levies taxes on all cigarette products at a single rate, which
simplifies calculation and collection of taxes. Because the domestic
tobacco industry is state-controlled, the government can set the
wholesale factory price, thus ensuring that manufacturers are unable
to reduce prices to counter the effects of increased taxation. Industry
price manipulation is an important concern in countries that rely
solely on ad valorem tax and that do not have a state-controlled
tobacco industry.

EXCISE TAX RATE, EXCISE REVENUE AND SMOKING PREVALENCE, THAILAND, 1991-2007
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National tobacco control
programmes and capacity

National programmes are
required to lead tobacco
control efforts

Building national capacity to carry out
effective and sustainable national tobacco
control programmes is critical to reversing
the tobacco epidemic, and countries are
obligated to implement a national tobacco
control programme as part of their WHO
FCTC obligations (7). Nongovernmental
organizations and other members of civil
society not affiliated with the tobacco
industry, including health professional
bodies, women'’s, youth, environmental
and consumer groups, and academic

and health-care institutions, have made
great contributions to tobacco control
efforts nationally and internationally.
Although involvement by many sectors of
government and civil society is required to

implement an effective national tobacco
control programme, strategic planning
and leadership should occur centrally
within a country's ministry of health (57).
In larger countries, the programme may
be designed for flexible implementation
by decentralizing authority to subnational
jurisdictions (57).

A national tobacco control programme
with full-time, dedicated staff at

both central and (where appropriate)
subnational levels, with support from
senior levels throughout government as
well as technical experts and persons with
expertise in planning and implementation,
can provide highly effective leadership and
administration of all programme initiatives.
Additionally, a national coordinating
committee for tobacco control convened at
a high level of government (i.e. cabinet or

presidency) should include representatives
from all government and civil society
groups directly involved with tobacco
control activities.

It is critical that the government provide its
tobacco control programme with a steady
source of funding at both national and,
where appropriate, subnational levels.
Because most governments currently collect
hundreds or even thousands of times more
in tobacco tax revenues than they spend on
tobacco control, there is room to increase
tobacco control spending substantially. This
can be accomplished either through use

of general government funds or specific
earmarks from tobacco tax revenues. Other
sources of funding include donations and
grants from national and international
nongovernmental or philanthropic
organizations.
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TOBACCO CONTROL IS UNDERFUNDED
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Note: Based on 55 countries that provided information on both tax revenues from tobacco products and expenditures for
tobacco control for 2007 and 2008.

Governments annually collect more than
US$ 167 billion in tobacco tax revenues, yet spend
a total of only US$ 965 million on tobacco control.
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Data from 2007 and 2008 show that
aggregate tobacco tax revenues in
countries reporting data are more than
173 times higher than expenses for
tobacco control activities. Governments
collect annually more than US$ 167 billion
in tobacco tax revenues, yet spend a
total of only US$ 965 million on tobacco
control — with 99% of this amount spent
by 17 high-income countries. Per capita
spending on tobacco control ranges from
a tenth of a cent per capita per year in
low-income countries to half a cent per

NATIONAL TOBACCO CONTROL PROGRAMMES

capita per year in middle-income countries
and about US$ 1.80 per capita per year in
high-income countries.

Most countries have a
national tobacco control
programme, but many do not
staff them adequately

m Nearly 80% of countries report having
a national agency with responsibility
for tobacco control objectives, with

low- and middle-income countries
more likely to have such an agency
than high-income countries.

Less than 15% of high-income
countries and 22% of middle-income
countries also have an agency with
at least five full-time equivalent staff
members, while 24% of low-income
countries have an agency staffed at
that level.

100%

90%

80%

70%

Proportion of countries (Number of countries inside bars)

High-income

| Data not reported

| No national agency or no

Middle-income Low-income

national objectives for
tobacco control

l Existence of national agency
with responsibility for
tobacco control objectives
with no or < 5 full-time
equivalent staff members

. Existence of national agency
with responsibility for
tobacco control objectives
and at least 5 full-time
equivalent staff members

Please refer to Technical Note |
for definitions of categories

It is critical that governments provide
tobacco control programmes with a steady
source of funding at both national and,
where appropriate, subnational levels.

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009



Brazil has high capacity in tobacco

control programmes

Brazil has given high priority and commitment to combating the the ministry of health perform tobacco control monitoring and
tobacco epidemic. The country’s comprehensive approach to tobacco  regulatory, enforcement and evaluation functions.
control is based on a sector-wide national coordination mechanism,

which is led by a national tobacco control programme under the Due to the federal structure of the country (27 states and the Federal
ministry of health that serves as the secretariat of the tobacco District, with 5592 municipalities) and the decentralized nature of
control health sector commission and the national committee for the health system, implementation and enforcement of most tobacco
implementation of the WHO FCTC. Surveillance agencies within control policies are at the state and local levels. Subnational health

departments and enforcement
agencies constitute a powerful
governmental tobacco control
network with specific tobacco
control focal points and devoted
staff. In 2005, all states and more
than two thirds of municipalities had
trained staff to implement tobacco
control activities, and a third of
municipalities, including all major
Brazilian cities, had implemented
specific tobacco control programmes
and enforcement actions.

inistry of Health, Brazil
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Conclusion

The WHO Framework Convention on Tobacco
Control demonstrates commitment to
decisive action against the global tobacco
epidemic, which kills millions of people and
disables millions more each year. More than
160 Parties to the WHO FCTC, covering

86% of the world's population, have made

a legally binding commitment to implement
effective tobacco control policies. Unlike
many leading public health problems, the
means to curb tobacco use are within our
reach: with the specific demand reduction
measures in MPOWER and other WHO FCTC
policies, countries have tobacco control tools
needed to reduce tobacco use and save lives.

The results presented in this report show
that progress is possible and is being
made. In some countries, this progress has
been rapid and sweeping — these countries

can serve as models for action by countries
that still need to do more to protect their
people against the harms of tobacco use.
If we do not continue to expand and
intensify tobacco control efforts, millions
of people will continue to die each year
from preventable tobacco-related illness,
and tens of billions of dollars will be

lost annually to avoidable health-care
expenditures and productivity losses.

This report shows that nearly 400 million
additional people are benefiting from a
tobacco control policy newly implemented
during 2008 but also that there is still far
more work that must be done.

m Less than 10% of the world’s
population is covered by any one of the
MPOWER demand reduction measures.

Progress on implementing bans on
tobacco advertising, promotion and
sponsorship has stalled, leaving more
than 90% of the world's population
without protection from tobacco
industry marketing.

Progress on increasing tobacco taxes
has also come to a halt, with nearly
95% of the world's population living
in countries where taxes represent less
than 75% of retail price.

Tobacco control remains severely
underfunded, with 173 times as many
dollars collected worldwide through
tobacco tax revenues each year than
are spent on tobacco control.
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Progress has been made on smoke-free
policies, which are the focus of this report,
yet most people worldwide are still not
protected from the dangers of second-hand
tobacco smoke exposure.

m An additional 2.3% of the world’s
population — representing more than
154 million people — became newly
covered by smoke-free laws in 2008,
with nearly all living in low- and
middle-income countries.

= Smoke-free policies at the subnational
level are becoming increasingly common.
Of the 100 biggest cities in the world,
22 are smoke-free — and three more (Rio
de Janeiro, Salvador and Sao Paulo, all
in Brazil) have become smoke-free since
data for this report were collected.

m Compliance with smoke-free laws is
low. Only 2% of the world's population
live in countries with comprehensive
smoke-free laws that also have high
levels of compliance.

The current global economic crisis makes
it even more imperative that countries
ensure they have the means to fund
effective tobacco control programmes.
Increasing taxes on tobacco not only
greatly reduces smoking prevalence, it
also increases government revenues and
generates funding that can be spent on
tobacco control and other public health
initiatives. However, even with existing
tax rates, tobacco control remains
severely underfunded, particularly
among low- and middle-income
countries.

WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2009

Above all, in addition to funding, tobacco
control requires political commitment at
the highest levels of government. Unless
urgent action is taken, more than 1 billion
people could be killed by tobacco during
this century. The success of the WHO FCTC
provides strong evidence that this political
will exists on national and global levels
and can be tapped to great effect. By
taking action to implement the measures
to reduce tobacco use, governments and
civil society can and will save millions of
lives each year.
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TECHNICAL NOTE |

Evaluation of existing
policies and compliance

To ensure consistency and comparability
between the WHO Report on the Global
Tobacco Epidemic, 2008 and this 2009
report, the data collection and analysis
methodology used are based on last year’s
report. Some of the methodology employed
in the first report has been revised and
strengthened for the present report. Where
revisions have been made, data from the
first report have been reanalysed so that
the results are comparable between years.
The methodology employed for this year's
report is described in this technical note.
The questionnaire form used for data
collection can be found at www.who.int/
tobacco/mpower/en.

Data collection

Consistent with the first report, data were
collected using a survey instrument to
assess countries’ implementation of the six
MPOWER measures. The questionnaire for
the 2009 report contained 131 questions
and was constructed using Microsoft Excel.

The use of an electronic data collection
mechanism was introduced to streamline
the data collection and data analysis
processes. The questionnaire had two main
objectives:
o to collect information on the status
of each MPOWER measure as of 31
December 2008;
e to correct information published in the
previous report.

Thus, for each question, the data collector
was asked to confirm or correct the value
that was published in the first report as
well as to indicate any changes in the
status of the MPOWER measure as of

31 December 2008. Where measures

pertained to legislation passed in the
country, data collectors were asked to
provide electronic copies of the legislation.
The data collection method was pre-tested
in English in six countries (one country

in each region). Data for this report were
collected electronically from 100% of the
participating countries.

Data validation

The data validation process occurred

in two stages. The first stage was an
internal validation conducted at WHO:
questionnaires were checked for logical
inconsistencies; any inconsistencies found
were reviewed by WHO staff and resolved
by checking the WHO FCTC Parties
reports', the documentation provided by
governments, or by communicating directly
with the country data collector. The second
stage was validation of the data by the
ministry of health of the reporting country.
To facilitate review by the ministries of
health, a summary sheet was generated
for each country and was sent to the
appropriate ministry for review prior to the
close of the report database.

Further details about data processing
procedures are available from the
Tobacco Free Initiative at WHO.

Data analysis

The summary measures developed for
the WHO Report on the Global Tobacco
Epidemic, 2008 were carefully revised
in order to more precisely assess the
implementation of the six MPOWER
measures, to better identify the tobacco
control policy areas in each country that
require attention, and to target efforts
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limitations on the effectively on them. The
implementation status of the six measures
was classified by grouping countries into
four categories in each area (five categories
in the case of smoke-free environments).

In order to compare the status between
2007 and 2008, the 2007 groups were
recalculated using a revised grouping
methodology (except for the Monitoring
groups, where the information was not
available to recalculate the 2007 baseline).
Hence, grouping data published in the first
report differ from the recalculated 2007
groups published in this report.

Monitoring

The section of the questionnaire devoted

to measuring monitoring asked the data

collector to note the most recent smoking

prevalence survey data available and

collect the following information:

® how recent the survey was;

o whether the survey was representative of
the country’s population;

e whether it covered adults, youth or both;

e whether the survey was repeated at least
every five years (survey periodicity).

Surveys were considered recent if the data
were collected in 2003 or later. Surveys were
considered representative if the sample was
representative of the national population.
Surveys were considered periodic if they
were conducted at least once every five
years. Surveys were considered “adult
surveys” if participants were above 15 years
of age. Surveys were considered “youth
surveys” if all participants were between 11
and 19 years of age.

For this year's report, the groupings for the
Monitoring indicator have been revised to



reflect the additional information collected
on the survey periodicity. Periodicity of
surveys of at least every five years is included
in the highest category in addition to the
requirements of recent and representative
data for adults and youth. Because of this,
some countries that fell in the highest
category in the first report (defined as those
having recent and representative data

only) do not fall in the highest category in
this second report. The groupings for the
Monitoring indicator are listed below.

No known data or no recent* data or
data that are not both recent* and not
representative™*

Recent™ and representative™* data for
either adults or youth

Recent* and representative™* data for
both adults and youth

Recent®, representative** and
periodic*** data for both adults and
youth

* Data from 2003 or later.

** Survey sample representative of the national
population.

***Qccurring at least every five years.

Smoke-free legislation

There is a wide range of places and
institutions where it is possible to prohibit
smoking. Smoke-free legislation can

take place at the national or subnational
level. This year's report includes items to
measure national legislation as well as
legislation in subnational jurisdictions.
The assessment of subnational smoke-free
legislation includes large jurisdictions that
are first-level administrative boundaries
(first administrative subdivisions of a
country) and, in addition, large cities with
over 5 million inhabitants or encompassing
more than 20% of the country's
population.

This year's questionnaire included items

measuring whether smoke-free laws

existed in each of the following places at

either the national or subnational level:

e health-care facilities;

e educational facilities other than
universities;

e universities;

¢ government facilities;

indoor offices;

e restaurants;

e pubs and bars;

e public transport.

For this year's report, groupings for the
Smoke-free Legislation indicator have

been revised so that they are based on

the numbers of places and institutions
where smoking is completely prohibited.

In addition, countries where at least 90%

of the population are covered by complete
subnational smoke-free legislation are
grouped in the top category. Subnational
smoke-free legislation is considered
“comprehensive” when smoking in all of the
public places assessed is completely banned.

In several countries, in order to significantly
expand the creation of smoke-free
places, including restaurants and bars,

it was politically necessary to include
exceptions to the law that allowed for
the provision of designated smoking
rooms. The requirements for designated
smoking rooms are so technically
complex and stringent that, for practical
purposes, few or no establishments are
expected to implement them. Because
no data were requested on the number
of complex designated smoking rooms
actually constructed, it is not possible to
know whether these laws have resulted
in the complete absence of such rooms,

as intended. For this reason, these few
countries have not been categorized in the
analyses for this section.

The groupings for the Smoke-free
Legislation indicator are listed below.

Data not reported/not categorized

Up to two public places completely
smoke-free

Three to five public places completely
smoke-free

Six to seven public places completely
smoke-free

All public places completely smoke-
free (or at least 90% of the population
covered by complete subnational
smoke-free legislation)

Future data collection efforts will include
such measures, as well as incorporate
evaluation of legislation enforcement.

As noted at the beginning of this report,
as well as in the WHO FCTC Article 8
guidelines and several other governmental
and nongovernmental reports, ventilation
and other forms of designated smoking
areas do not fully protect from the harms
of second-hand tobacco smoke, and the
only laws that provide complete protection
are those that result in the complete
absence of smoking in all public places.

Tobacco dependence
treatment

Despite the low cost of quit lines, few

low- or middle-income countries have
implemented such programmes. Thus,
national toll-free quit lines are included

as a qualification only for the highest
category. Reimbursement for tobacco
dependence treatment is considered only
for the top two categories, to take the tight
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national budgets of many lower-income
countries into consideration.

The top three categories reflect varying
levels of government commitment to the
availability of nicotine replacement therapy
and cessation support. The groupings

for the Tobacco Dependence Treatment
indicator are listed below.

Data not reported

None

NRT* and/or some cessation
services** (neither cost-covered)

NRT* and/or some cessation
services** (at least one of which is
cost-covered)

National quit line, and both NRT*
and some cessation services** cost-
covered

*

Nicotine replacement therapy.

** Smoking cessation support available in any
of the following places: health clinics or
other primary care facilities, hospitals, office
of a health professional, the community.

Health warnings

The section of the questionnaire devoted to
measuring health warnings asked the data
collector to note the following information
about the cigarette pack warnings:

o the mandated size of the warnings, as a
percentage of the front and back of the
cigarette pack;

o whether specific health warnings are
mandated;

e whether the warnings appear on
individual packages as well as on any
outside packaging and labelling used in
retail sale;

e whether the warnings describe specific
harmful effects of tobacco use on health;

e whether the warnings are large, clear,
visible and legible (e.g. specific colours
and font style and sizes are mandated);

e whether the warnings rotate;

e whether the warnings are written in (all)
principal language(s) of the country.

The size of the warning on front and
back of the cigarette pack was averaged

to calculate the percentage of the total
pack surface area that is covered by the
warnings. This information was combined
with the warning characteristics to
construct the groupings for the Health
Warnings indicator. The groupings for the
Health Warnings indicator are listed below.

Data not reported

No warning or warning covering
<30% of pack surface

>30%* but no pictures or
pictograms and/or other appropriate
characteristics**

31%—-49%* including pictures or
pictograms and other appropriate
characteristics**

250%™ including pictures or
pictograms and appropriate
characteristics™*

average of the front and back of the

cigarette pack.

e Specific health warnings mandated;

e appearing on individual packages as
well as on any outside packaging and
labelling used in retail sale;

e describing specific harmful effects of
tobacco use on health;

e are large, clear, visible and legible (e.g.
specific colours and font style and sizes
are mandated);

* rotate;

e written in (all) principal language(s) of
the country.

* K

Bans on advertising,
promotion and sponsorship

The section of the questionnaire devoted to

measuring bans on advertising, promotion

and sponsorship asked the data collector

to note whether advertising bans covered

the following types of advertising:

* national television and radio;

e local magazines and newspapers;

e billboards and outdoor advertising;

e point of sale;

e free distribution of tobacco products in
the mail or through other means;

e promotional discounts;

® non-tobacco products identified with
tobacco brand names (brand extension);

e brand names of non-tobacco products
used for tobacco products;
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e appearance of tobacco products in
television and/or films;
e sponsored events.

The first four bans listed are considered
“direct” advertising bans, and the
remaining six are considered “indirect”
bans. Complete bans on tobacco
advertising, promotion and sponsorship
usually start with bans on direct
advertising in national media and
progress to bans on indirect advertising
as well as promotion and sponsorship.
Bans that cover national TV, radio and
print media were used as the basic
criteria for the two lowest groups, and
the remaining groups were constructed
based on how comprehensively the law
covers the forms of direct and indirect
bans included in the questionnaire.

The groupings for the Bans on Advertising,
Promotion and Sponsorship indicator are
listed below.

Data not reported

Complete absence of ban, or ban that
does not cover national television (TV),
radio and print media

Ban on national TV, radio and print
media only

Ban on national TV, radio and print
media as well as on some but not
all other forms of direct* and/or
indirect™* advertising

Ban on all forms of direct* and
indirect** advertising

Direct advertising bans:

 national television and radio;

¢ |ocal magazines and newspapers;

e billboards and outdoor advertising;

e point of sale.

Indirect advertising bans:

o free distribution of tobacco products in
the mail or through other means;

e promotional discounts;

 non-tobacco products identified with
tobacco brand names (brand extension);

e brand names of non-tobacco products
used for tobacco products;

e appearance of tobacco products in
television and/or films;

e sponsored events.

* %




Tobacco tax levels

Countries are grouped according to the
percentage contribution of taxes to the
retail price. Taxes assessed include excise
tax, value added tax (sometimes called
"VAT"), import duty (when the cigarettes
were imported) and any other taxes levied.
Only the price of the most popular brand
of cigarettes is considered. In the case of
countries where different levels of taxes
applied to cigarettes are based on either
length, quantity produced or type (e.g.
filter vs. non-filter), only the rate that
applied to the most popular brand is used
in the calculation.

Given the lack of information on country-
and brand-specific profit margins of
retailers and wholesalers, their profits
were assumed to be zero (unless provided
by the national data collector). The
groupings for the Tobacco Tax indicator
are listed below.

Data not reported

< 25% of retail price is tax

26-50% of retail price is tax

51-75% of retail price is tax
>75% of retail price is tax

National tobacco control
programmes

Classification of countries’ national
tobacco control programmes is based

on the existence of a national agency

with responsibility for tobacco control
objectives as a minimum criterion for
group 3. Countries with at least 5 full-time
equivalent staff members working at the
national agency with responsibility for
tobacco control meet the criteria for the
highest group.

The groupings for the National Tobacco
Control Programme indicator are listed
below.

Data not reported

No national agency or no national
objectives on tobacco control

Existence of national agency with
responsibility for tobacco control
objectives with no or < 5 full-time
equivalent staff members

Existence of national agency with
responsibility for tobacco control
objectives and at least 5 full-time
equivalent staff members

Compliance assessment

Compliance with national and
comprehensive subnational smoke-free
legislation as well as with advertising,
promotion and sponsorship bans (covering
both direct and indirect marketing) was
assessed by a group of five national
experts, who assessed the compliance in
these two areas as "minimal”, “moderate”
or "high”. These five experts were selected
by the national data collector according to
the following criteria:

e person in charge of tobacco prevention
in the country’s ministry of health, or
the most senior government official in
charge of tobacco control or tobacco-
related conditions;

e the head of a prominent
nongovernmental organization dedicated
to tobacco control;

e a health professional (e.g. physician,
nurse, pharmacist or dentist) specializing
in tobacco-related conditions;

e a staff member of a public health
university department;

e the Tobacco Free Initiative focal point of
the WHO country office.

The experts performed their assessments
independently through an interview with
the national data collector. Summary scores
were calculated by WHO from the five
individual assessments by assigning two
points for highly enforced policies, one point
for moderately enforced policies and no
point for minimally enforced policies, with a
potential minimum of 0 and maximum of 10
points in total from these five experts.
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The country-reported answers to each
survey question are listed in Appendix IV.
Appendix | summarizes this information.
Compliance scores are represented
separately (i.e. compliance is not included
in the calculation of the grouping
categories). As noted above, future data
collection efforts will include a more
extensive assessment of legislation
enforcement, and this assessment will
be used to construct the categories of
MPOWER measures.

! Parties report on the implementation of the
WHO Framework Convention on Tobacco Control
according to Article 21. The objective of reporting
is to enable Parties to learn from each other's
experience in implementing the WHO FCTC. Parties’
reports are also the basis for review by the COP
of the implementation of the Convention. Parties
submit their initial report two years after entry into
force of the WHO FCTC for that Party, and then
every subsequent three years, through the reporting
instrument adopted by COP. For more information
please refer to http://www.who.int/fctc/reporting/
en/.
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TECHNICAL NOTE Il

Smoking prevalence
in WHO Member States

Monitoring the prevalence of tobacco
use is central to any surveillance system
involved with tobacco control. Reliable
prevalence data provide the information
needed to assess the impacts of tobacco
control actions adopted by a country and
can be used by tobacco control workers
in their efforts to counter the tobacco
epidemic. This report contains prevalence
estimates for smoking for 145 countries
(see Appendix VII).

Collection of tobacco use
prevalence estimates

As discussed in Technical Note |, the data
collection questionnaire for this report
included a detailed section on surveys of
tobacco use. The section on Monitoring in
Technical Note | provides a full discussion
of information that was submitted by
countries regarding their existing surveys
of tobacco use. Data were requested on
four indicators of tobacco smoking:
e current and daily prevalence of tobacco
smoking;
e current and daily prevalence of cigarette
smoking.

These indicators provide for the most
complete representation of tobacco smoking
across countries and at the same time help
to minimize attrition of countries from
further analysis due to lack of adequate
data. Although we realize that differences
exist in the types of tobacco products

used in different countries and grown or
manufactured in different regions of the
world, data on cigarette smoking and
tobacco smoking are the most widely
available and are common to all countries,
thereby permitting statistical analyses.?
The information collected from countries
about their recent surveys of tobacco

use was checked against WHO's Global
Infobase, a portal of information on eight

risk factors for noncommunicable diseases
including tobacco (www.who.int/infobase).
This enabled both validation of data
already held by WHO as well as permitted
an updating of the Global Infobase. In
addition, an extensive literature search was
conducted to try and identify any other
possible data sources.

During this process, multiple data sources
were frequently identified. In such cases,
preference was given to surveys that met
the following four criteria:

e provide country survey summary data
for one or more of four tobacco use
definitions: daily smoker, current smoker,
daily cigarette smoker, or current
cigarette smoker;

e include randomly selected participants
who were representative of a general
population;

e present prevalence values by age and sex;

e survey the adult population aged 15
years and above.

Data identified from new collections
identified through the questionnaires and
literature searches were entered into the
Global Infobase.

Analysis and presentation
of tobacco use prevalence
estimates

Data collected on prevalence estimates are
presented in this report in two forms:

1. Crude prevalence rates (Appendix VIII):
these should be used to assess the actual
use of tobacco in a country and to generate
an estimate of the number of smokers for
the relevant indicator (e.g. current smokers,
daily smokers) in the population.

2. Adjusted and age-standardized
prevalence rates (Appendix VII): these rates
are constructed solely for the purpose

of comparing tobacco use prevalence
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estimates across multiple countries or
across multiple time periods for the same
country. These rates should not be used

to estimate the number of smokers in the
population. The methods for adjusting and
age-standardizing for survey differences
are described separately below, but the
estimates presented in Appendix VIl have
been both adjusted and age standardized.

Crude prevalence. The crude smoking
prevalence, a summary measure of tobacco
use in a population, reflects the actual use
of tobacco in a country (e.g. prevalence

of smoking by adults aged 15 years and
above). The crude rate, expressed as

a percentage of the total population,
refers to the number of smokers per 100
population of the country. When this
crude prevalence rate is multiplied by

the country’s population, the result is the
number of smokers in the country.

Adjusted prevalence. Adjustments to

data are typically done when collecting
information from heterogeneous sources

that originate from different surveys and do
not employ standardized survey instruments.
These differences render difficult the
production of national-level age-standardized
rates. WHO has also developed a regression
method that attempts to adjust the estimates
to enable comparisons of the results between
countries. The general principal that underlies
the regression method is that if data are
partly missing or are incomplete for a country,
then the regression technique uses data
available for the region in which the country
is located to generate estimates for that
country. The regression models are run at the
United Nations sub-regional level® separately
for males and females in order to obtain
age-specific prevalence rates for that region.
These estimates are then substituted for the
country falling within the sub-region for the
missing indicator. Note that the technique
cannot be used for countries without any
data: these countries are excluded from

any analysis. The four types of differences
between surveys and the relevant adjustment
procedures used are listed below.

Differences in age groups covered by
the survey. In order to estimate smoking



prevalence rates for standard age ranges
(by five-year groups from age 15 until
age 80 and thereafter from 80 to 100
years), the association between age and
daily smoking is examined for males

and females separately for each country
using scatter plots. For this exercise, data
from the latest nationally representative
survey are chosen; in some cases more
than one survey is chosen if male and
female prevalence rates stem from
different surveys or if the additional
survey supplements data for the extreme
age intervals. To obtain age-specific
prevalence rates for five-year age intervals,
regression models using daily smoking
prevalence estimates from a first order,
second order and third order function of
age are graphed against the scatter plot
and the best fitting curve is chosen. For
the remaining indicators, a combination
of methods is applied: regression models
are run at the sub-regional level to obtain
age-specific rates for current and daily
cigarette smoking, and an equivalence
relationship is applied between smoking
prevalence rates and cigarette smoking
where cigarette smoking is dominant to
obtain age-specific prevalence rates for
current and daily cigarette smoking for the
standard age intervals.

Differences in the types of indicators of
tobacco use measured. If we have data

for current tobacco smoking and current
cigarette smoking, then definitional
adjustments are made to account for the
missing daily tobacco smoking and daily
cigarette smoking. Likewise, if we have data
for current and daily tobacco smoking only,
then tobacco type adjustments are made
across tobacco types to generate estimates
for current and daily cigarette smoking.

Differences in geographic coverage of the
survey within the country. Adjustments
are made to the data by observing the
prevalence relationship between urban
and rural areas in countries falling within
the relevant sub-region. Results from

this urban-rural regression exercise are
applied to countries to allow a scaling-up
of prevalence to the national level. As an

example, if a country has prevalence rates
for daily smoking of tobacco in urban
areas only, the regression results from the
rural-urban smoking relationship are used
to obtain rural prevalence rates for daily
smoking. These are then combined with
urban prevalence rates using urban-rural
population ratios as weights to generate
a national prevalence estimate as well as
national age-specific rates.

Differences in survey year. For this

report, smoking prevalence estimates

are generated for year 2006. Smoking
prevalence data are sourced from surveys
conducted in countries in different years. In
some cases, the latest available prevalence
data came from surveys before the year
2006 while in other cases the survey

was later than 2006. To obtain smoking
prevalence estimates for 2006, trend
information is used either to project into
the future for countries with data older
than 2006 or backtracked for countries
with data later than 2006. This is achieved
by incorporating trend information from
all available surveys for each country. For
countries without historical data, trend
information from the respective sub-region
in which they fall is used.

In the absence of crude prevalence

rates for the relevant indicator, adjusted
prevalence estimates can be used to assess
the number of smokers for the relevant
indicator in a country.

Age-standardized prevalence. Tobacco use
generally varies widely by sex and across
age groups. Although the crude prevalence
rate is reasonably easy to understand for

a country at one point in time, comparing
crude rates between two or more countries
at one point in time, or of one country at
different points in time, can be misleading
if the two populations being compared
have significantly different age distributions
or differences in tobacco use by sex.

The method of age-standardization is
commonly used to overcome this problem
and allows for meaningful comparison

of prevalence between countries. The
method involves applying the age-specific

rates by sex in each population to one

standard population. When presenting

age-standardized prevalence rates, both this
and the WHO Report on the Global Tobacco

Epidemic, 2008 used the WHO Standard

Population, a fictitious population whose

age distribution was artificially created

and is largely reflective of the population

age structure of low- and middle-income

countries. The resulting age-standardized
rate, also expressed as a percentage of the
total population, refers to the number of
smokers per 100 WHO Standard Population.

As a result, the rate generated using this

process is only a hypothetical number with

no inherent meaning in its magnitude. It is
only useful when contrasting rates obtained
from one country to those obtained in
another country, or from the same country
at a different points in time. In order to
produce an overall smoking prevalence

rate for a country, the age-standardized

prevalence rates for males and females must

be combined to generate total prevalence.

Since the WHO Standard Population is

the same irrespective of sex, the age-

standardized rates for males and females

are combined using population weights for
males and for females at the global level
from the UN population data for 2006. For
example, if the age-standardized prevalence
rate for tobacco smoking in adults is

60% for males and 30% for females, the

combined prevalence rate for tobacco

smoking in all adults is calculated as 60

x (0.51) + 30 x (0.49) = 45%, with the

figures in brackets representing male and

female population weights. Thus, of the total
smoking prevalence (45%) the proportion

of smoking attributable to males is 66.7%

[= (30 = 45) x 100] and to females 33.3%

[= (15 = 45) x 100]. These combined rates

are shown in Appendix VII.

! Tobacco smoking includes cigarettes, cigars, pipes
and any other form of smoked tobacco.

2 For countries where consumption of smokeless
tobacco products is high, we have published these
data for that particular country.

3 There are 21 United Nations sub-regions; Oceania,
Melanesia, Polynesia and Micronesia are combined
into one subregion to form a total of 18. For a
complete listing, please refer to World Population

Prospects, 2008 Revision at http://esa.un.org/unpp/
index.asp?panel=5 (accessed 29 September 2009).
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TECHNICAL NOTE Il

Tobacco taxes in WHO Member States

This report includes appendices containing
information on the share of total and excise
taxes in the price of the most widely sold
brand of cigarettes, based on tax policy
information collected from each country. As

collected and are an important tool in
reducing tobacco consumption.

The table below describes the types of tax
information collected:

described below, the figures were calculated

1. Amount-specific ~ An amount-specific excise tax is a tax on a selected good

by WHO based on submitted data.

Because of these calculations, the figures
published in this report may differ from
those submitted by country data collectors.
This note contains information on the
methodology used by WHO to calculate the

excise taxes

produced for sale within a country, or imported and sold in that
country. In general, the tax is collected from the manufacturer/
wholesaler or at the point of entry into the country by the
importer, in addition to import duties. These taxes come in the
form of an amount per pack, per 1000 sticks, or per kilogram.
Example: US$ 1.50 per pack of 20 cigarettes.

share of total and tobacco excise taxes in
the price of a cigarette pack for this report taxes
using country-reported data.

Data collection

As discussed in Technical Note I, the data
collection questionnaire for this report

2. Ad valorem excise

An ad valorem excise tax is a tax on a selected good produced
for sale within a country, or imported and sold in that country.
In general, the tax is collected from the manufacturer/
wholesaler or at the point of entry into the country by the
importer, in addition to import duties. These taxes come in the
form of a percentage of the value of a transaction between

two independent entities at some point of the production/
distribution chain; ad valorem taxes are generally applied to the
value of the transactions between the manufacturer and the
retailer/wholesaler. Example: 27% of the retail price.

included a detailed section on the taxation
of tobacco products in each country, as
well as any supporting documents such as
laws, decrees, or other official materials.

import duties

Not all taxes increase the price of tobacco.
For example, taxes on the profits of tobacco
manufacturers have no impact on price.
Other features of tax systems, such as tax
credits and amortization policies, generally

3. Tobacco-specific

An import duty is a tax on a selected good imported into a
country to be consumed in that country (i.e. the goods are not
in transit to another country). In general, the import duties

are collected from the importer at the point of entry into

the country. These taxes can be either amount-specific or ad
valorem. Amount-specific import duties are applied in the same
fashion as amount-specific excise taxes. Ad valorem import
duties are generally applied to the CIF (cost, insurance, freight)
value (i.e. the value of the unloaded consignment that includes
the cost of the product itself, insurance and transport and
unloading). Example: 50% import duty levied on CIF.

have no impact either and are very difficult to
analyse. For this reason, the data requested in
the questionnaire focus on the types of taxes
that usually have a direct impact on price.

4. Value added taxes

Indirect taxes include various types of excise
taxes, import duties and value added-taxes.
The most important of these taxes, however,
are excise taxes, because they are applied

The value added tax (VAT) is a “multi-stage” tax on all consumer
goods and services applied proportionally to the price the
consumer pays for a product. Although manufacturers and
wholesalers also participate in the administration and payment of
the tax all along the manufacturing/distribution chain, they are all
reimbursed through a tax credit system, so that the only person
who pays in the end is the final consumer. Most countries that
impose a VAT do so on a base that includes any excise tax and
customs duty. Example: VAT representing 10% of the retail price.

specifically to tobacco and are responsible 5. Other taxes
for substantially increasing the price of

tobacco products. Thus, the rates, amounts,

functioning and application of excise taxes

are central components of the data being

Any other tax that is not called an excise tax or VAT but applies
to either the quantity of tobacco or to the value of a transaction
of tobacco product was reported in the questionnaire, with as
much detail as possible regarding what is taxed (base), who
pays the tax and how the base is taxed.




The data reported in the questionnaires
were provided through contacts with the
ministries of finance. Where possible, the
information was again checked against
supporting documents. The nature of the
supporting documents for tobacco taxation
was in most cases laws or decrees, but
other sources were used depending on the
legal structure of the country. Secondary
sources were also used if any doubts
remained, and most of the information
was actually downloaded from ministry of
finance web sites. In the case of imported
cigarettes, import data was used from the
United Nations Comtrade database web
site (http://comtrade.un.org/db/).

Data analysis

Only the price of the most widely sold brand
of cigarettes was considered. In the case of
countries where different levels of taxes are
applied to cigarettes based on either length
of cigarette, quantity produced or type

(e.g. filter vs. non-filter), only the rate that
applied to the most widely sold brand was
used in the calculation. The only exceptions
were made in Canada and the United States
where, in addition to federal taxes, state/
provincial taxes are applied. Therefore, an
average price and average state/provincial
tax were calculated in order to estimate the
total tax rate of a pack of cigarettes.

The import duty was only applied to most
popular brand of cigarettes that were
imported into the country. Countries which
reported that the most popular brand was
produced locally were not imposed an
import duty.

Excise taxes and VAT were applied
wherever existent and applicable in the
country.

"Other taxes” are all other taxes excluding
excise and VAT, such as “sales taxes”.
These types of taxes were considered
excises if they had a special rate applied on

TAX INCLUSIVE RETAIL SALES PRICE OF CIGARETTES

COUNTRYA COUNTRY B
(R

(USS)

[A] Manufacturer’s price (same in both countries) 2.00 2.00
[B] Country A: ad valorem tax on manufacturer’s price (20%) 0.40
=20% x [A]
[C] Countries A and B: specific excise 2.00 2.00
[D] Retailer's and wholesaler's profit margin (same in both countries) 0.20 0.20
[E] Country B: ad valorem tax on retailer’s price (20%) = 0.84
20% x [A]+[C] +[D]
[F] Final price = P = [A]+[B]+[C]+[D]+[E] 4.60 5.04
tobacco products. Sales taxes that applied S =S _+S + S, +5,; ©)

to all products in the same manner were
considered VAT. For example, in the case
of Egypt, the general sales tax imposed

on consumed products is applied at a
much higher rate for tobacco products
compared with other products. It therefore
acts like an excise tax and in this report is
considered as such.

The next step of the exercise was to
convert all tax rates into the same base,

in our case, the tax inclusive retail sales
price (hereafter referred to as P). Consider
the example in the table above where
Country B applies the same ad valorem
tax as Country A, but ends up with higher
taxation because the tax is applied later in
the distribution chain.

Comparing ad valorem tax rates without
taking into account the stage at which
the tax is applied could therefore lead to
biased results. This is why WHO used the
information provided on tax policy in order
to calculate the share of tobacco taxes on
the most widely sold brand of cigarettes
in the country. This indicator takes into
account the exact contribution of all
taxes in the price of a cigarette pack and
therefore represents the best measure of
the magnitude of tobacco taxes.

Calculation

S, is the share of taxes on the price of
a widely consumed brand of cigarettes
(20-cigarette pack or equivalent).

Where:

S, = Total share of taxes on the price of a
pack of cigarettes;

S, = Share of amount-specific excise taxes
(or equivalent) on the price of a pack
of cigarettes;

S,, = Share of ad valorem excise taxes (or
equivalent) on the price of a pack of
cigarettes,

S, = Share of import duties on the price
of a pack of cigarettes (if the most
popular brand is imported);

S, = Share of the value added tax on the

price of a pack of cigarettes.

Calculating S__is fairly straightforward
and involves dividing the amount for

a 20-cigarette pack by the total price.
Unlike S_, the share of ad valorem taxes,
S,, is much more difficult to calculate and
involves making some assumptions. On
the other hand, S, is sometimes amount-
specific, sometimes value-based. It is
therefore calculated the same way as S_
if it is amount-specific and the same way
as S, ifitis value-based. S, is usually
applied at the end of the taxation process,
either on the VAT-exclusive or inclusive
retail sales price.

To calculate price, it was assumed that
the price of a pack of cigarettes could be
expressed as the following :

P = [(M + MxID) + (M + MxID) x
T.%+ T+ x (1 + VAT%) @
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Where:
P = Price per pack of 20 cigarettes of the
most popular brand consumed locally
M = Manufacturer's/distributor’s price, or
import price if the brand is imported
ID = Total import duties (where applicable)
on a pack of 20 cigarettes'
= Statutory rate of ad valorem tax
= Amount specific excise tax on a pack
of 20 cigarettes
7 = Retailer’s, wholesaler's and importer’s
profit margins (sometimes expressed
as a mark-up)
VAT = Statutory rate of value added tax

T
T,

S

Changes to this formula were considered
based on country-specific conditions such as
the base for the ad valorem tax and excise
tax, the existence of ad valorem and specific
excise taxes, and whether the most popular
brand was locally produced or imported.

In most of the cases the base for the ad
valorem excise tax was the manufacturer’s/
distributor’s price.

Given knowledge of price (P) and amount-
specific excise tax (T ) the shares S_

(and, where applicable, S,) are easy to
recover. The case of ad valorem taxes (and,
where applicable, S,) is more complicated
because one needs to recover and separate
the base (M + MxID) of the tax into its
component parts in order to calculate the
amount of ad valorem tax. In most of the
cases M was not known (unless specifically
reported by the country).

Using equation @, it is possible to
calculate M:

P -
e
~ U +T.%x(1 +D) @

Unfortunately, 77 is unknown and will
systematically vary from country to country.
For domestically produced most popular
brands, we considered 77 to be nil (i.e. 0) in
the calculation of M because the retailer’s
and wholesaler's margins are assumed

to be negligible. This would result in an

overestimation of M and therefore of the
base for the ad valorem tax. This will in turn
result in an overestimation of the amount
of ad valorem tax. Since the goal of this
exercise is to measure how high the share
of tobacco taxes is in the price of a typical
pack of cigarettes, the assumption that

the retailer's/wholesaler’s profit () is nil,
therefore, does not penalize countries by
underestimating their ad valorem taxes. In
light of this it was decided that unless and
until country-specific information was made
available to WHO, the retailer's/wholesaler’s
margin would be assumed to be nil for the
domestically produced brands.

However, for those countries where the
most popular brand is imported, assuming
7 to be nil would grossly overestimate

the base for the ad valorem tax because
the importer’s profit needs to be taken
into account. The import duty is applied
on CIF values, and the consequent excise
taxes are applied on import duty inclusive
CIF values. The importer’s profit or own
price is added on tax inclusive CIF value.
For domestically produced cigarettes, the
producer’s price includes its own profit so
it is automatically included in M but this is
not the case for imported products where
the tax is imposed on the import duty
inclusive CIF value excluding the importer’s
profit. So calculating M as in equation @
would mean assuming importer’s profit to
be zero. The importer's profit is assumed
to be relatively significant and ignoring it
would therefore overestimate M. For this
reason, M had to be estimated differently
for imported products: M* (or the CIF
value) was calculated using secondary
sources (data from the United Nations
Comtrade database). M* was normally
calculated as the import price of cigarettes
in a country (value of imports divided by
the quantity of imports for the importing
country). However, because of limited data
availability and because of inconsistencies
in the import data in some cases, the
export price was also considered. When
both values were available, the higher of

the two was selected for the CIF value.
Looking more closely at the data, import
and export prices sometimes varied greatly
depending on the partner considered. In
order to take this variation into account,
the average import and export prices
were weighted for each country by the
quantities of the imports/exports coming
from the different available partners.
When the export price was selected, an
additional 10 cents was added to the CIF
value because the export price does not
include cost, insurance and freight price.
The 10 cents value was calculated based
on the global difference between import
and export prices. The ad valorem and
other taxes were then calculated in the
same manner as for local cigarettes using
M* as the base, where applicable.

In the case of VAT, in most of the cases the
base was P excluding the VAT (or, similarly,
the manufacturer's/distributor’s price plus
all excise taxes). In other words:

S, =VAT% x (P-S,,.), equivalent to
S, = VAT% + (1+ VAT%)

So in sum the tax rates are calculated this
way:

Sts = 5.id + Sas + Sav + SVAT

535= 7-35+P
S, =(T, %xM) =P
or

(T, % x M*x (1+5,) + P
if the most popular brand was
imported
=(T, % x M*) + P
(if the import duty is value-based)
or
ID+P
(if it is specific)
S,= VAT% =+ (1+ VAT%)

S

id

" Import duties may vary depending on the country
of origin in cases of preferential trade agreements.
WHO tried to determine the origin of the pack and
relevance of using such rates where possible.



MEASURES

Appendix | provides an overview of
selected tobacco control policies. For
each WHO region an overview table is
presented that includes information on
monitoring and prevalence, smoke-free
environments, treatment of tobacco
dependence, health warnings and
packaging, advertising, promotion and
sponsorship bans, and taxation levels,
based on the methodology outlined in
Technical Note I.

Country-level data were often but
not always provided with supporting
documents such as laws, regulations,
policy documents, etc. Available
documents were reviewed by WHO
and questionnaire answers were
amended accordingly, especially for
Member States that reported meeting

APPENDIX I: REGIONAL SUMMARY OF MPOWER

the highest standards. This review,
however, does not constitute a thorough
and complete legal analysis of each
country’s legislation. Except for smoke-
free environments, data were collected
at the national/federal level only and,
therefore, provide incomplete policy
coverage for Member States where
subnational governments play an active
role in tobacco control.

Age-standardized prevalence estimates
for both sexes combined were produced
by applying global population weights
for males and females to the age-
standardized adult male and female daily
smoking prevalence rates (as presented
in Appendix VII). Global male and female
population weights were obtained from
the UN population data for 2006.
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Africa

Table 1.0.1
Summary of
MPOWER measures

... Data not reported/not available.

COUNTRY

Algeria

Angola

Benin

Botswana

Burkina Faso

Burundi

Cameroon

Cape Verde

Central African Republic

Chad

Comoros

Congo

Céte d'lvoire

Democratic Republic of the Congo

Equatorial Guinea

Eritrea

Ethiopia

Gabon

Gambia

Ghana

Guinea

2008 INDICATOR AND COMPLIANCE

ADULT DAILY
SMOKING
PREVALENCE
(2006)

M
MONITORING

P
SMOKE-FREE
POLICIES

LINES REPRESENT
LEVEL OF
COMPLIANCE

0o
CESSATION
PROGRAMMES

w
HEALTH
WARNINGS

E
ADVERTISING
BANS

LINES REPRESENT
LEVEL OF

COMPLIANCE

R
TAXATION

Guinea-Bissau

Kenya

Lesotho

Liberia

Madagascar

Malawi

Mali

Mauritania

Mauritius

Mozambique

Namibia

Niger

Nigeria

Rwanda

Sao Tome and Principe

Senegal

Seychelles

Sierra Leone

South Africa

Swaziland

Togo

Uganda

United Republic of Tanzania

Zambia

Zimbabwe

- ©

55%
56%

62%




CHANGE SINCE 2007

P o w E R ADULT DAILY SMOKING PREVALENCE: AGE-STANDARDIZED ADVERTISING BANS:
SMOKE-FREE | CESSATION HEALTH ADVERTISING |  TAXATION PREVALENCE RATES FOR ADULT DAILY SMOKERS OF BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP
POLICIES PROGRAMMES | WARNINGS BANS TOBACCO, WEIGHTED BY SEX, 2006
CHANGE IN POWER INDICATOR GROUP, UP OR DOWN, SINCE 2007 ‘ . ‘ EStimate not aVailable ‘ ‘ (D:Ztr:pr;:tterzzzgt:cde Of ban o ban that does nOt
>30% or more cover national television, radio and print media
From 20% to 29.9% Ban on national television, radio and print
media only
v From 15% to 19.9%
Less than 15% Ban on national television, radio and print
€ss than 1>7 media as well as on some but not all other
forms of direct and/or indirect advertising
A Ban on all forms of direct and indirect
advertising
MONITORING: PREVALENCE DATA
No known data or no recent data or data
that are not both recent and representative
: - TAXATION: SHARE OF TOTAL TAXES IN THE RETAIL PRICE OF
RSCTN and feﬁfesematlve data for either THE MOST WIDELY SOLD BRAND OF CIGARETTES
adults or yout
v Recent and representative data for both ‘ ‘ Data not reported
A adults and youth < 25% of retail price is tax
Recent, representative and periodic data for . o
both adults and youth 26-50% of retail price is tax
A 51-75% of retail price is tax
>75% of retail price is tax
SMOKE-FREE POLICIES:
POLICIES ON SMOKE-FREE ENVIRONMENTS
A - COMPLIANCE: COMPLIANCE WITH BANS ON ADVERTISING,
‘ ‘ Data not reported/not categorized PROMOTION AND SPONSORSHIP, AND ADHERENCE TO
. SMOKE-FREE POLICY
Up to two public places completely smoke-free
v Three to five public places completely smoke-free (I )
- - I Complete compliance (8/10 to 10/10)
Six to seven public places completely smoke-free i
All public places completely smoke-free (or i
at least 90% of the population covered by Nl
A complete subnational smoke-free legislation) il Moderate compliance (3/10 to 7/10)
i
Il
[
CESSATION PROGRAMMES: - .
TREATMENT OF TOBACCO DEPENDENCE | Minimal compliance (0/10 to 2/10)
Data not reported
v ‘ ‘ P Not reported
None
Nicotine replacement therapy (NRT) and/or
some cessation services (neither cost-covered)
NRT and/ " - SYMBOLS LEGEND
and/or some cessation services
(at least one of which is cost-covered) % Separate, completely enclosed smoking rooms
A National quit line, and both NRT and some are aIIoweq if they are separately vemllat_ed
cessation services cost-covered to the outside and kept under negative air
pressure in relation to the surrounding areas.
Given the difficulty of meeting the very strict
requirements delineated for such rooms, they
appear to be a practical impossibility but
HEALTH WARNINGS: ppea practical Impossipility
HEALTH WARNINGS ON CIGARETTE PACKAGES no reliable empirical evidence is presently
available to ascertain whether they have been
‘ ‘ Data not reported constructed
No warning or warning covering <30% of ®  Policy adopted but not implemented by
pack surface 31 December 2008
230% but no pictures or pictograms and/or » Data not substantiated by a copy of the
other appropriate characteristics legislation
31-49% including pictures or pictograms and A v Change in POWER indicator group, up or down,
other appropriate characteristics between 2007 and 2008. Some 2007 data
250% including pictures or pictograms and were revised in 2008. 2008 grouping rules
A v appropriate characteristics were applied to both years

Please refer to Technical Note | for definitions of categories
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The Americas

Table 1.0.2
Summary of
MPOWER measures

... Data not reported/not available.

COUNTRY

2008 INDICATOR AND COMPLIANCE

ADULT DAILY
SMOKING
PREVALENCE
(2006)

] P 0 w E R
MONITORING | SMOKE-FREE | CESSATION HEALTH | ADVERTISING | TAXATION
POLICIES | PROGRAMMES | WARNINGS BANS
LINES REPRESENT LINES REPRESENT
LEVEL OF LEVEL OF
COMPLIANCE COMPLIANCE

Antigua and Barbuda

Argentina

Bahamas .
Barbados 10%
Belize 4%

Bolivia (Plurinational State of)

Brazil

Canada

Chile

14%
15%

T 58%

.

i 76%

Colombia

Costa Rica

Cuba

56%
87%

Dominica

Dominican Republic

Ecuador

El Salvador

Grenada

Guatemala

Guyana

62%
64%

Haiti

Honduras

Jamaica

Mexico

Nicaragua

Panama

Paraguay

Peru

Saint Kitts and Nevis

Saint Lucia

Saint Vincent and the Grenadines

Suriname

Trinidad and Tobago

United States of America

Uruguay

Venezuela (Bolivarian Republic of)

(LTI LT 66%

B s




CHANGE SINCE 2007

P 1] w E R
SMOKE-FREE | CESSATION | HEALTH | ADVERTISING | TAXATION
POLICIES | PROGRAMMES | WARNINGS BANS
CHANGE IN POWER INDICATOR GROUP, UP OR DOWN, SINCE 2007
v
A
A
A
v
A
v
A A
A

ADULT DAILY SMOKING PREVALENCE: AGE-STANDARDIZED
PREVALENCE RATES FOR ADULT DAILY SMOKERS OF
TOBACCO, WEIGHTED BY SEX, 2006

‘ . ‘ Estimate not available

>30% or more

ADVERTISING BANS:
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

‘ ‘ Data not reported

Complete absence of ban, or ban that does not
cover national television, radio and print media

From 20% to 29.9%

From 15% to 19.9%

Less than 15%

MONITORING: PREVALENCE DATA

No known data or no recent data or data
that are not both recent and representative

Recent and representative data for either
adults or youth

Recent and representative data for both
adults and youth

Recent, representative and periodic data for
both adults and youth

Ban on national television, radio and print
media only

Ban on national television, radio and print
media as well as on some but not all other
forms of direct and/or indirect advertising

Ban on all forms of direct and indirect
advertising

TAXATION: SHARE OF TOTAL TAXES IN THE RETAIL PRICE OF
THE MOST WIDELY SOLD BRAND OF CIGARETTES

‘ ‘ Data not reported

SMOKE-FREE POLICIES:
POLICIES ON SMOKE-FREE ENVIRONMENTS

‘ ‘ Data not reported/not categorized

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free
All public places completely smoke-free (or

at least 90% of the population covered by
complete subnational smoke-free legislation)

< 25% of retail price is tax

26-50% of retail price is tax

51-75% of retail price is tax

>75% of retail price is tax

COMPLIANCE: COMPLIANCE WITH BANS ON ADVERTISING,
PROMOTION AND SPONSORSHIP, AND ADHERENCE TO
SMOKE-FREE POLICY

CESSATION PROGRAMMES:
TREATMENT OF TOBACCO DEPENDENCE

‘ ‘ Data not reported

None

Nicotine replacement therapy (NRT) and/or
some cessation services (neither cost-covered)

NRT and/or some cessation services
(at least one of which is cost-covered)

National quit line, and both NRT and some
cessation services cost-covered

HEALTH WARNINGS:
HEALTH WARNINGS ON CIGARETTE PACKAGES

‘ ‘ Data not reported

No warning or warning covering <30% of
pack surface

i Complete compliance (8/10 to 10/10)

111
il
””| Moderate compliance (3/10 to 7/10)

I
| Minimal compliance (0/10 to 2/10)

Not reported

SYMBOLS LEGEND

230% but no pictures or pictograms and/or
other appropriate characteristics

®  Policy adopted but not implemented by
31 December 2008

31-49% including pictures or pictograms and
other appropriate characteristics

Data not substantiated by a copy of the

» legislation

250% including pictures or pictograms and
appropriate characteristics

A v Change in POWER indicator group, up or down,
between 2007 and 2008. Some 2007 data
were revised in 2008. 2008 grouping rules
were applied to both years

Please refer to Technical Note | for definitions of categories
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South-East Asia

2008 INDICATOR AND COMPLIANCE

P
SMOKE-FREE
POLICIES

I

Table 1.0.3 counme “Suonc | | monTomn
Summary of Mo
MPOWER measures

Bangladesh

Bhutan

Democratic People's Republic of Korea .
... Data not reported/not available. India

Indonesia

Maldives

Myanmar

Nepal

Sri Lanka 14%

Thailand 18%

Timor-Leste

LINES REPRESENT
LEVEL OF
COMPLIANCE

0o
CESSATION
PROGRAMMES

w
HEALTH
WARNINGS

E
ADVERTISING
BANS

LINES REPRESENT
LEVEL OF
COMPLIANCE

R
TAXATION
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CHANGE SINCE 2007

P 1] w E R
SMOKE-FREE | CESSATION HEALTH ADVERTISING TAXATION
POLICIES PROGRAMMES | WARNINGS BANS
CHANGE IN POWER INDICATOR GROUP, UP OR DOWN, SINCE 2007
A
v

ADULT DAILY SMOKING PREVALENCE: AGE-STANDARDIZED
PREVALENCE RATES FOR ADULT DAILY SMOKERS OF
TOBACCO, WEIGHTED BY SEX, 2006

‘ . ‘ Estimate not available

>30% or more

ADVERTISING BANS:
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

‘ ‘ Data not reported

Complete absence of ban, or ban that does not
cover national television, radio and print media

From 20% to 29.9%

From 15% to 19.9%

Less than 15%

MONITORING: PREVALENCE DATA

No known data or no recent data or data
that are not both recent and representative

Recent and representative data for either
adults or youth

Recent and representative data for both
adults and youth

Recent, representative and periodic data for
both adults and youth

SMOKE-FREE POLICIES:
POLICIES ON SMOKE-FREE ENVIRONMENTS

‘ Data not reported/not categorized

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

All public places completely smoke-free (or
at least 90% of the population covered by
complete subnational smoke-free legislation)

CESSATION PROGRAMMES:
TREATMENT OF TOBACCO DEPENDENCE

‘ Data not reported

None

Nicotine replacement therapy (NRT) and/or
some cessation services (neither cost-covered)

NRT and/or some cessation services
(at least one of which is cost-covered)

National quit line, and both NRT and some
cessation services cost-covered

HEALTH WARNINGS:
HEALTH WARNINGS ON CIGARETTE PACKAGES

‘ ‘ Data not reported

No warning or warning covering <30% of
pack surface

Ban on national television, radio and print
media only

Ban on national television, radio and print
media as well as on some but not all other
forms of direct and/or indirect advertising

Ban on all forms of direct and indirect
advertising

TAXATION: SHARE OF TOTAL TAXES IN THE RETAIL PRICE OF
THE MOST WIDELY SOLD BRAND OF CIGARETTES

‘ ‘ Data not reported

< 25% of retail price is tax

26-50% of retail price is tax

51-75% of retail price is tax

>75% of retail price is tax

COMPLIANCE: COMPLIANCE WITH BANS ON ADVERTISING,
PROMOTION AND SPONSORSHIP, AND ADHERENCE TO
SMOKE-FREE POLICY

i Complete compliance (8/10 to 10/10)

(i

Ml

““l Moderate compliance (3/10 to 7/10)
I

Il
| Minimal compliance (0/10 to 2/10)

Not reported

SYMBOLS LEGEND

230% but no pictures or pictograms and/or
other appropriate characteristics

» Da‘ga not substantiated by a copy of the
legislation

31-49% including pictures or pictograms and
other appropriate characteristics

250% including pictures or pictograms and
appropriate characteristics

A v Change in POWER indicator group, up or down,
between 2007 and 2008. Some 2007 data
were revised in 2008. 2008 grouping rules
were applied to both years

Please refer to Technical Note | for definitions of categories
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Europe

2008 INDICATOR AND COMPLIANCE

I
bl COUNTRY ADULT DAILY ] P 0 w E R
Table 1.0.4 SMOKING MONITORING | SMOKE-FREE | CESSATION HEALTH | ADVERTISING | TAXATION
PREVALENCE POLICIES | PROGRAMMES | WARNINGS BANS
S u m m a ry of (2006) LINES REPRESENT LINES REPRESENT
LEVEL OF LEVEL OF
M POWER measures COMPLIANCE COMPLIANCE
Albania > [ISOEE
Andorra
Armenia
... Data not reported/not available. Austria

.
sl W Cam

Belgium (i I 77%
Bosnia and Herzegovina ll 57%
Bulgaria (i 87%
Croatia B > 61%
Cyprus e e 72%
Czech Republic (i 79%
Denmark - 2%
Estonia 78%
Finland 17%
France e 80%
Georgia 55%
Germany 76%
Greece nao 73%
Hungary (I 74%
Iceland 1l %
Ireland (i [y 79%
Israel 72%
Italy L1111 LI 75%
Kazakhstan o [
Kyrgyzstan

Latvia 1l 2%
Lithuania [y 1%
Luxembourg - 70%
Malta LI 76%
Monaco

Montenegro I
Netherlands 76%
Norway (I 73%
Poland [y 94%
Portugal LI 7%
Republic of Moldova -
Romania I 74%

Russian Federation

e
L
S
L
o
e
-
S
e
ol
e
o
e
i
T
o
e

San Marino
Serbia - 64%
Slovakia B o 90%
Slovenia B e 75%
Spain B e 7%
Sweden B e 73%
Switzerland - 62%
Tajikistan (I

The former Yugoslav Republic of E T

Macedonia

Turkey [y
Turkmenistan L B v

Ukraine R

United Kingdom of Great Britain i
and Northern Ireland [y

Uzbekistan




CHANGE SINCE 2007

P [ w E R ADULT DAILY SMOKING PREVALENCE: AGE-STANDARDIZED ADVERTISING BANS:
SMOKE-FREE |  CESSATION HEALTH ADVERTISING | TAXATION PREVALENCE RATES FOR ADULT DAILY SMOKERS OF BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP
POLICIES PROGRAMMES | WARNINGS BANS TOBACCO, WEIGHTED BY SEX, 2006
CHANGE IN POWER INDICATOR GROUP, UP OR DOWN, SINCE 2007 ‘ ‘ EStimate not aVailable ‘ ‘ Data nOt reported
S Complete absence of ban, or ban that does not
>30% or more cover national television, radio and print media
From 20% to 29.9% Ban on national television, radio and print
A From 15% to 19.9% media only
Less than 15% Ban on national television, radio and print
€ss than 1>7 media as well as on some but not all other
forms of direct and/or indirect advertising
Ban on all forms of direct and indirect
advertising
MONITORING: PREVALENCE DATA
No known data or no recent data or data
A that are not both recenF and represeptanve TAXATION: SHARE OF TOTAL TAXES IN THE RETAIL PRICE OF
A A A Recent and representative data for either THE MOST WIDELY SOLD BRAND OF CIGARETTES
adults or youth
Recent and representative data for both ‘ ‘ Data not reported
A adults and youth < 25% of retail price is tax
Recent, representative and periodic data for 26-50% of retail price is tax
both adults and youth
A 51-75% of retail price is tax
A >75% of retail price is tax
SMOKE-FREE POLICIES:
POLICIES ON SMOKE-FREE ENVIRONMENTS
- COMPLIANCE: COMPLIANCE WITH BANS ON ADVERTISING,
‘ ‘ Data not reported/not categorized PROMOTION AND SPONSORSHIP, AND ADHERENCE TO
. SMOKE-FREE POLICY
Up to two public places completely smoke-free
v - )
Three to five public places completely smoke-free (I )
- - I Complete compliance (8/10 to 10/10)
Six to seven public places completely smoke-free i
All public places completely smoke-free (or i
A at least 90% of the population covered by Nl
complete subnational smoke-free legislation) il Moderate compliance (3/10 to 7/10)
A !
A
[
CESSATION PROGRAMMES: - .
TREATMENT OF TOBACCO DEPENDENCE | Minimal compliance (0/10 to 2/10)
Data not reported
‘ ‘ P Not reported
None
Nicotine replacement therapy (NRT) and/or
some cessation services (neither cost-covered)
- - SYMBOLS LEGEND
NRT and/or some cessation services
A (at least one of which is cost-covered) *  Separate, completely enclosed smoking rooms
v National quit line, and both NRT and some are allowed if they are separately ventilated
cessation services cost-covered to the ou_t5|de apd kept under negative air
pressure in relation to the surrounding areas.
Given the difficulty of meeting the very strict
requirements delineated for such rooms, they
Y HEALTH WARNINGS: appe?r ;[J(I) bea prlac'flca!dlmposgblllty bui[
HEALTH WARNINGS ON CIGARETTE PACKAGES no reliable empirical evidence Is presently
available to ascertain whether they have been
‘ ‘ Data not reported constructed
No warning or warning covering <30% of ®  Policy adopted but not implemented by
pack surface 31 December 2008
A 230% but no pictures or pictograms and/or » Data not substantiated by a copy of the
other appropriate characteristics legislation
31-49% including pictures or pictograms and A v Change in POWER indicator group, up or down,
other appropriate characteristics between 2007 and 2008. Some 2007 data
250% including pictures or pictograms and were revised in 2008. 2008 grouping rules
appropriate characteristics were applied to both years
Please refer to Technical Note | for defin