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Chances of quitting 
tobacco can m

ore 
than double 

w
ith the right 
support. 



 Q
uitting tobacco has 

m
ajor and im

m
ediate 

health benefi
ts.



.

 W
e w

ill not reach 
global targets to 

reduce tobacco use 
and related deaths if 

w
e do not help people 

to quit now
.



W
HO report on the global tobacco epidem

ic, 2019: 
Offer help to quit tobacco use  is the seventh in a series 
of  W

HO reports that tracks the status of the tobacco 
epidem

ic and interventions to com
bat it.

M
onitor

Protect

O
ffer

W
arn

Enforce

Raise

M
onitor tobacco use and 

prevention policies

Protect people from
 

tobacco sm
oke 

O
ffer help to quit tobacco use

W
arn about the 

dangers of tobacco

Enforce bans on tobacco 
advertising, prom

otion and 
sponsorship

Raise taxes on tobacco

 H
elping people to quit has 

m
ore im

pact w
hen efforts are 

com
bined w

ith other tobacco 
control strategies.
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tobacco cessation interventions m
ust be 

a priority for countries. At the sam
e tim

e, 
innovation is to be encouraged and m

obile 
technologies should be fully harnessed to 
im

prove access to large and hard-to-reach 
populations.  

The im
portance of tobacco control and 

cessation for global health are reflected in 
the Sustainable Developm

ent Goals, w
hich 

call for strengthened im
plem

entation of 
the W

HO FCTC. The M
POW

ER m
easures 

can assist governm
ents by providing 

key tools to com
bat the global tobacco 

epidem
ic. Only if w

e help people quit 
tobacco now

 w
ill w

e be able to reach our 
global targets to reduce the prevalence of 
tobacco use and avert years of debilitating 
illness and m

illions of preventable deaths. 

D
r Ted

ro
s A

d
hano

m
 G

heb
reyesus

Director-G
eneral

W
orld Health O

rganization

TH
E N

U
M

BER O
F PEO

PLE PRO
TECTED

 BY
 A

T LEA
ST O

N
E M

PO
W

ER 
M

EA
SU

RE H
A

S M
O

RE TH
A

N
 Q

U
A

D
RU

PLED
 SIN

CE 2007

“Providing access to, and encouraging the use of, 
effective cessation interventions greatly increases 

the likelihood of successfully quitting tobacco.”

Dr Tedros Adhanom
 Ghebreyesus, W

HO Director-General

“Tobacco control is a perfect exam
ple of w

hat
can be achieved in global health through

global com
m

itm
ents.”

Tobacco control is a perfect exam
ple of 

w
hat can be achieved in global health 

through global com
m

itm
ents. Since 

the adoption of the W
HO Fram

ew
ork 

Convention on Tobacco Control (W
HO 

FCTC) in 2003, m
ost countries have 

m
ade great strides in im

plem
enting 

tobacco control m
easures. In 2008, W

HO 
introduced the six M

POW
ER m

easures to 
help countries im

plem
ent the W

HO FCTC 
using effective interventions that are 
proven to reduce dem

and for tobacco. 

Since the introduction of M
POW

ER, the 
num

ber of countries that have adopted 
at least one m

easure at best-practice 
level has m

ore than quadrupled. W
e can 

now
 report that 136 countries covering 

5 billion people have im
plem

ented at 
least one of the key policy interventions 
to reduce tobacco dem

and. M
ore than 

ever, people are aw
are of tobacco’s harm

s 
and consequences. Due in part to these 
successes, m

any tobacco users now
 w

ant 
to quit; and w

e know
 how

 to help them
. 

This seventh W
HO report on the global 

tobacco epidem
ic focuses on the “O” of 

M
POW

ER: “Offer help to quit tobacco 
use”. Today’s tobacco users w

ill m
ake up 

the m
ajority of future tobacco-related 

deaths, w
hich w

ill disproportionately 
affect low

- and m
iddle-incom

e countries. 
Providing access to, and encouraging the 
use of, effective cessation interventions 
greatly increases the likelihood of 
successfully quitting tobacco. 

Article 14 of the W
HO FCTC calls for 

tobacco cessation services to be put in 
place at country level. Recom

m
ended 

approaches include: brief advice at prim
ary 

care level, national toll-free tobacco quit 
lines, cost-covered nicotine replacem

ent 
therapies and the use of digital and m

obile 
technologies to em

pow
er those w

ho w
ant 

to quit. These interventions w
ork best in 

com
bination but can be introduced in a 

step-w
ise approach w

here resources are 
lim

ited. 

Help to quit tobacco can and should be 
incorporated into any universal health 
coverage strategy. Over the past decade 
there has been a dram

atic increase in 
m

iddle-incom
e countries incorporating 

partially or fully cost-covered quit 
interventions into som

e or m
ost of 

their prim
ary care services – population 

coverage rose from
 16%

 in 2007 to 78%
 

in 2018. Am
ong high-incom

e countries, 
the rate has increased from

 61%
 to 97%

. 
Im

plem
entation of a full package of 

cessation services at best-practice levels 
how

ever, rem
ains rem

arkably uncom
m

on 
in m

ost countries. As of 2018 only 23 
countries (including only six m

iddle-incom
e 

countries and one low
-incom

e country) 
offered com

prehensive cessation support 
for tobacco users seeking help to quit. 

Governm
ents m

ust recognize this unm
et 

need and act on it im
m

ediately as part 
of a com

prehensive tobacco control 
strategy. Population-level, cost-effective 
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and global support for effective policies 
is grow

ing. But the fight against an 
aggressive and ever evolving industry is 
far from

 over. M
ore national governm

ents 
can focus greater attention on the scourge 
of tobacco. M

ore can take strong, life-
saving action. And together, by w

orking 
to replicate proven strategies across the 
w

orld, w
e can save m

illions m
ore lives.

M
ichael R

. B
lo

o
m

b
erg

W
HO

 G
lobal Am

bassador for 
N

oncom
m

unicable Diseases and Injuries
Founder, Bloom

berg Philanthropies

FIV
E BILLIO

N
 PEO

PLE N
O

W
 CO

V
ERED

 BY
 M

PO
W

ER PO
LICIES SH

O
W

IN
G

 
CO

U
N

TRIES CA
N

 W
IN

 FIG
H

T A
G

A
IN

ST TH
E TO

BA
CCO

 EPID
EM

IC

“Together, by w
orking

to replicate proven strategies across the
w

orld, w
e can save m

illions m
ore lives.”

M
ichael R. Bloom

berg, W
HO Global Am

bassador for Noncom
m

unicable Diseases
Founder of Bloom

berg Philanthropies

Tobacco use poses an enorm
ous threat 

to public health w
orldw

ide, killing m
ore 

than eight m
illion people every year. M

ore 
countries are m

aking tobacco control a 
priority and saving lives, but there is m

uch 
m

ore w
ork to be done. 

The W
orld Health Organization and 

Bloom
berg Philanthropies are com

m
itted to 

accelerating the reduction of tobacco use 
w

orldw
ide. The challenges are daunting, 

but together, w
e are proving that this is a 

w
innable fight. 

W
HO tracks the im

plem
entation of the 

six M
POW

ER strategies to reduce tobacco 
use, and by show

ing their im
pact w

e 
help spur m

ore countries to adopt them
. 

The M
POW

ER m
easures, in line w

ith the 
W

HO Fram
ew

ork Convention on Tobacco 
Control, have helped countries m

ake 
unprecedented progress. Since 2007, the 
share of the global population covered 
by at least one M

POW
ER policy has m

ore 
than quadrupled. The result is that today, 
five billion people are protected from

 the 
harm

ful effects of tobacco use, and the 
num

ber of countries w
ith best-practice 

cessation policies has m
ore than doubled 

from
 10 to 23. In addition to advice from

 
prim

ary care providers and toll-free quit 
lines, digital technology is transform

ing 
how

 people access cessation services and 
get help quitting.

This report shines a spotlight on global 
efforts to help people quit tobacco, and it 
details som

e of our m
ost im

portant gains. 
India, for exam

ple, has greatly increased 
access to services through an innovative 
program

 that allow
s participants to enroll 

and receive tailored support to quit on 
their m

obile phones. And Brazil is now
 

the second country in the w
orld that has 

passed all M
POW

ER policies at the highest 
level.
 Noncom

m
unicable diseases (NCDs) 

cause m
ore than tw

o thirds of deaths in 
developing countries, and tobacco use is a 
m

ajor risk factor for NCDs such as cancer 
and heart disease. Yet, program

s to reduce 
NCDs rem

ain chronically underfunded. Only 
2%

 of developm
ent funding goes tow

ard 
their prevention.
 Bloom

berg Philanthropies w
orks in close 

partnership w
ith Director-General Tedros 

Ghebreyesus and W
HO to com

bat NCDs, 

“W
HO

 tracks the im
plem

entation of the six 
M

PO
W

ER strategies to reduce tobacco use, and 
by show

ing their im
pact, w

e help spur m
ore 

countries to adopt them
.” 
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TRO
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ELO

PM
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T G
O

A
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A
K
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G

 SW
IFT A

N
D

 FU
LL IM

PLEM
EN

TA
TIO

N
 

O
F TH

E W
H

O
 FCTC M

O
RE U

RG
EN

T TH
A

N
 EV

ER

D
r Vera Luiza d

a C
o

sta e Silva
Head of the W

HO
 FCTC Secretariat

 

“The overarching objective of the treaty is to protect 
present and future generations from

 the devastating 
health, econom

ic, social and environm
ental 

im
pact of tobacco.”

“It goes w
ithout saying that strong tobacco cessation 

support is needed to achieve the SD
G

 targets 
on tobacco control.”

Dr Vera Luiza da Costa e Silva, Head of the W
HO FCTC Secretariat

com
m

itm
ent to im

plem
enting the W

HO 
FCTC.

Published every 2 years since 2008, the 
W

HO report on the global tobacco epidem
ic 

provides com
parable data to enable analysis 

of progress tow
ards protecting the w

orld’s 
people from

 w
hat is now

 globally the 
biggest single preventable cause of death. 
As this latest edition show

s, there is m
uch 

to applaud. Already 5 billion people are 
now

 covered by at least one core dem
and 

reduction m
easure of the W

HO FCTC at 
the highest level of achievem

ent. And 136 
countries now

 protect their populations 
by having one or m

ore of these policies 
adopted at best-practice level (as defined in 
the report). How

ever, w
hile som

e Parties are 
m

aking steady progress, m
any are lagging, 

and m
ore needs to be done.

It is no secret that the tobacco industry is 
our greatest obstacle to ending the tobacco 
epidem

ic. This industry m
akes vast profits 

from
 selling tobacco and m

aking people 
dependent upon it – and they do not w

ant 
anything to change. But for the sake of 
public health, and in the interests of our 
children and future generations, things m

ust 
change. W

e are deeply concerned by the fact 
that the tobacco epidem

ic is shifting to the 
developing w

orld, w
here less-w

ell resourced 
countries find them

selves unable to counter 
tobacco industry exploitation of new

 
m

arkets – often through blatant interference 
w

ith public health policy-m
aking. 

Im
plem

enting Article 5.3 of the W
HO FCTC, 

w
hich requires Parties to protect public 

health policy from
 the tobacco industry, is a 

critical step to preventing tobacco industry 
interference in public health policy-m

aking. 

This report focuses on tobacco cessation 
and outlines progress to date on the 
im

plem
entation of Article 14 of the W

HO 
FCTC. Reducing dem

and for tobacco 
through cessation support is one of the 
W

HO FCTC’s core dem
and reduction 

strategies. Article 14 of the W
HO FCTC and 

its Guidelines call upon Parties to im
plem

ent 
a series of m

easures to assist tobacco users 
to quit. W

hen countries im
plem

ent such 
m

easures they could ensure, at the sam
e 

tim
e, that these interventions becom

e 
integral parts of universal health coverage. 

The Convention Secretariat of the W
HO 

Fram
ew

ork Convention on Tobacco Control 
(W

HO FCTC) and the Protocol to Elim
inate 

Illicit Trade in Tobacco Products w
elcom

es 
the publication of the seventh W

HO report 
on the global tobacco epidem

ic . 

The 181 Parties to the W
HO FCTC have 

com
m

itted them
selves to saving lives 

through tobacco control. Based on strong 
evidence, the W

HO FCTC sets m
inim

um
 

standards to guide Parties in adopting 
strong tobacco control policies and 
legislation to tackle the tobacco epidem

ic, 
w

hich causes 8 m
illion deaths a year 

w
orldw

ide. The overarching objective of 
the treaty is to protect present and future 
generations from

 the devastating health, 
econom

ic, social and environm
ental im

pact 
of tobacco.

In the past year w
e have seen tw

o m
ajor 

achievem
ents in tobacco control. The first 

w
as the entering into force of the Protocol 

to Elim
inate Illicit Trade in Tobacco Products 

on 25 Septem
ber 2018. Fifty-five Parties 

to the W
HO FCTC had already adhered to 

the Protocol by June 2019 – a sign of their 
deepening com

m
itm

ent to tackle the issue. 

The second m
ajor achievem

ent w
as the 

adoption by the Conference of the Parties 
(COP, the governing body of the W

HO 
FCTC) of the Global Strategy to Accelerate 
Tobacco Control: Advancing Sustainable 
Developm

ent through the Im
plem

entation 
of the W

HO FCTC 2019–2025 in October 
2018. This strategy guides im

plem
entation 

of the W
HO FCTC for the next 7 years, 

including the w
ork of the Parties, 

the Convention Secretariat and other 
stakeholders, and serves as the basis for 
w

ork planning and budgeting for the next 
three biennia. 

Since entering into force in 2005, the W
HO 

FCTC has benefitted from
 the m

andatory 
biannual Global progress report on 
im

plem
entation of the W

HO Fram
ew

ork 
Convention on Tobacco Control , w

hich 
reports on all provisions of the W

HO FCTC. 
This report is subm

itted to every COP 
session and is published by the Convention 
Secretariat on its w

ebsite. The last report, 
published in 2018, sets out Parties’ grow

ing 

W
hat this report further highlights is that 

cessation policies are still am
ong the least 

im
plem

ented of all W
HO FCTC dem

and 
reduction m

easures, w
ith only 23 countries 

in total providing best-practice cessation 
services, the m

ajority of w
hich are high-

incom
e countries. Clearly there is room

 
for greater action and the reason speaks 
for itself: if tobacco cessation m

easures 
had been adopted at the highest level of 
achievem

ent in 14 countries betw
een 2007 

and 2014, 1.5 m
illion lives could have been 

saved.

Successful case-studies for im
plem

entation 
of this Article have also recently been 
docum

ented by the Convention Secretariat 
in relation to com

orbidities w
here tobacco 

use im
pacts on the diseases burden (e.g. 

tuberculosis and HIV/AIDS interventions as 
w

ell as noncom
m

unicable diseases).

Today w
e have over a decade of experience 

and expertise in tackling tobacco use. Our 
role in prom

oting sustainable developm
ent 

is now
 recognized w

ithin the Sustainable 
Developm

ent Goals (SDGs) 2030 agenda, 
as Target 3A calls for strengthening the 
im

plem
entation of the W

HO FCTC in all 
countries. It goes w

ithout saying that strong 
tobacco cessation support is needed to 
achieve the SDG targets on tobacco control.

W
e w

elcom
e this new

 report for providing 
quality inform

ation and com
parable data on 

progress in im
plem

enting selected dem
and 

reduction m
easures. Quitting tobacco has 

an im
m

ediate im
pact on health outcom

es, 
and ensuring that strong cessation services 
are part of any tobacco control strategy w

ill 
m

axim
ize the potential of these services to 

save lives. 
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Sum
m

ary
place adding at least one m

ore. This m
eans 

a total of 36 countries introduced one or 
m

ore M
POW

ER m
easures at the highest 

level of achievem
ent betw

een 2016 and 
2018. 

Tobacco cessation needs 
attention

Offering help to quit – the focus of this 
seventh W

HO report on the global tobacco 
epidem

ic – is an essential com
ponent 

of any tobacco control strategy. Global 
targets for reducing tobacco use w

ill not be 
reached unless current tobacco users quit, 
and indeed, m

any tobacco users report that 
they w

ant to quit. W
ith the help of cost-

effective population-based interventions, as 
outlined in the “O” m

easure of M
POW

ER 
(Offer help to quit tobacco use), tobacco 
users greatly increase their chances of 
successfully quitting. 

Unfortunately, only 13 new
 countries have 

started providing com
prehensive cessation 

program
m

es since 2007. There are now
 

23 countries protected by this m
easure, up 

from
 10 countries in 2007.  

 How
ever, in term

s of population coverage, 
progress is still prom

ising. One third 
of the w

orld’s population – 2.4 billion 
people in 23 countries – have access 
to cessation services provided at best-
practice level. This is 2 billion m

ore people 
(26%

 of the w
orld’s population) protected 

by com
prehensive cessation support 

program
m

es since 2007, m
eaning that 

cessation program
m

es are now
 the second 

m
ost adopted M

POW
ER m

easure in term
s 

of population coverage. This is thanks 
to tw

o large countries, India and Brazil, 
adopting com

prehensive cessation support 
at best-practice level.

Significant progress has 
been m

ade in low
- and 

m
iddle-incom

e countries

Of the 5 billion people protected by at 
least one com

plete M
POW

ER m
easure, 

3.9 billion live in low
- and m

iddle-incom
e 

countries. Brazil and Turkey, the only tw
o 

countries that have adopted all M
POW

ER 
m

easures at the highest level, are both 
m

iddle-incom
e countries. In all, 61%

 of 
the population living in low

- and m
iddle-

incom
e countries are protected by at 

least one com
plete M

POW
ER m

easure, 
and 44%

 are protected by at least tw
o 

com
plete M

POW
ER m

easures.

There has been great im
provem

ent in 
low

-incom
e countries since 2007, w

hen 
only three of the 34 countries in this 
incom

e group had a single m
easure 

adopted. Today, half (17) of all low
-incom

e 
countries have at least one M

POW
ER 

m
easure in place at best-practice level. 

There are now
 eight low

-incom
e countries 

that have one best-practice m
easure in 

place, five that have tw
o, three (Chad, 

Nepal, Senegal) that have three and one 
(M

adagascar) that has four m
easures in 

place. Disappointingly, of the 17 low
-

incom
e countries w

ith no m
easures in 

place at best-practice level, only three run 
a tobacco control program

m
e from

 their 
M

inistry of Health w
ith at least five full-

tim
e equivalent staff.

Progress in global tobacco control 
has been strong since M

POW
ER w

as 
introduced in 2007 as a tool to help 
countries im

plem
ent W

HO FCTC dem
and 

reduction m
easures. Five billion people 

– about 65%
 of the w

orld’s population 
– are now

 covered by at least one 
M

POW
ER m

easure at the highest level of 
achievem

ent. This num
ber has m

ore than 
quadrupled since 2007 w

hen only 1 billion 
people – 15%

 of the w
orld’s population – 

w
ere protected by at least one M

POW
ER 

m
easure (not including M

onitoring 
or M

ass m
edia cam

paigns, w
hich are 

assessed separately).
 Since the last  W

HO report on the global 
tobacco epidem

ic, tw
o years ago, progress 

has been steady, w
ith 15 countries that 

previously had no best-practice m
easures 

taking action to reach best-practice level 
on one or m

ore m
easures, and a further 21 

countries that had at least one m
easure in 

SHARE O
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Five billion people – about 65%
 of the w

orld’s
population – are now

 covered by at least
one M

PO
W

ER m
easure at the highest

level of achievem
ent.
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Countries in all regions are 
adopting new

 m
easures

Each M
POW

ER m
easure has been 

adopted at best-practice level by new
 

countries since the last report:

  
n

Seven countries (Antigua and 
Barbuda, Benin, Burundi, Gam

bia, 
Guyana, Niue and Tajikistan) new

ly 
adopted com

plete sm
oke-free law

s 
covering all indoor public places and 
w

orkplaces. 

  
n

Four countries (Czechia, Saudi Arabia, 
Slovakia and Sw

eden) advanced to 
best-practice level w

ith their tobacco 
use cessation services. How

ever, 
during the sam

e tim
e period, six other 

countries dropped from
 the highest 

group, resulting in a net loss of tw
o 

countries.  

AT LEAST TW
O

 M
PO

W
ER PO

LICIES AT HIG
HEST LEVEL O

F ACHIEVEM
EN

T (2007–2018)
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n

Fourteen countries (Barbados, 
Cam

eroon, Croatia, Cyprus, Georgia, 
Guyana, Honduras, Luxem

bourg, 
Pakistan, Saint Lucia, Saudi Arabia, 
Slovenia, Spain and Tim

or-Leste) 
adopted large graphic pack w

arnings, 
including plain packaging for Saudi 
Arabia. 

  
n

Ten countries (Antigua and Barbuda, 
Azerbaijan, Benin, Congo, Dem

ocratic 
Republic of the Congo, Gam

bia, 
Guyana, Niue, Saudi Arabia and 
Slovenia) introduced com

prehensive 
bans on tobacco advertising, 
prom

otion and sponsorship (TAPS), 
including at point-of-sale. 

  
n

Ten countries (Andorra, Australia, 
Brazil, Colom

bia, Egypt, M
auritius, 

M
ontenegro, New

 Zealand, North 
M

acedonia and Thailand) m
oved to 

the top group for taxes so that they 
com

prise at least 75%
 of retail prices. 

 

Over half of the w
orld’s population – 3.9 

billion people living in 91 countries – 
benefit from

 large graphic pack w
arnings 

featuring all recom
m

ended characteristics, 
m

aking it the M
POW

ER m
easure w

ith 
both the highest population coverage 
and the m

ost countries covered. It is also 
im

portant to note that by the end of 2018, 
10 countries had adopted legislation 
m

andating plain packaging of tobacco 
products and had issued regulations w

ith 
im

plem
entation dates (Australia, France, 

Hungary, Ireland, New
 Zealand, Norw

ay, 
Saudi Arabia, Thailand, United Kingdom

 
and Uruguay). Plain packaging legislation 
is also in progress in at least nine other 
countries.

There are 1.6 billion people living in the 
62 countries that have com

pletely banned 
sm

oking in public places and w
orkplaces, 

m
aking this the second m

ost realised 
M

POW
ER m

easure in term
s of country 

adoption.

AT LEAST O
N

E M
PO

W
ER PO

LICY AT HIG
HEST LEVEL O
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 are excluded 
from

 R because sale of 
cigarettes is banned.

Refer to Technical Note I for 
category definitions.
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IN
CREASE IN

 THE SHARE O
F THE W

O
RLD PO

PULATIO
N

 COVERED BY SELECTED TO
BACCO 

CO
N

TRO
L PO

LICIES, 2016 TO
 2018

Share of world population

E
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R
Taxation

O
Cessation

program
m

es
Pack w

arnings

W
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M
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m
edia

2018
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P
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environm

ents

M
M

onitoring

2%
42%

-4%
 *

0%

-1%
 *

-21%
 *

Note: The tobacco control policies depicted here correspond to the highest level of achievem
ent at the national level; for the definitions of these highest 

categories, refer to Technical Note I.

* The share of the w
orld's population covered by this m

easure decreased since 2016.
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* M
ass m

edia coverage refers to 2010, not 2007. Taxation coverage refers to 2008, not 2007. 
#The population covered by m

ass m
edia cam

paigns decreased since 2010.

Pack w
arnings

M
ass m

edia

-10%
#

33%

W
hile only 38 countries levy taxes as 

high as the W
HO-recom

m
ended 75%

 of 
the retail price of a pack of cigarettes, 
another 62 countries levy taxes com

prising 
betw

een 50%
 and 75%

 of the price, and 
a further 61 levy taxes betw

een 25%
 

and 50%
. Essentially, these countries are 

w
ell-positioned to further raise taxes as 

tobacco taxation gains m
ore w

idespread 
support.

The population covered 
by protective m

easures is 
grow

ing 

Since 2016, 14 new
 countries have 

adopted large graphic w
arning law

s at 
best-practice level, m

aking it the m
ost 

adopted M
POW

ER m
easure over the last 2 

years. Advertising bans also saw
 double-

digit grow
th at best-practice level, w

ith 10 
additional countries adopting com

plete 
TAPS bans. Tw

o M
POW

ER m
easures – 

creating sm
oke-free environm

ents and 
raising taxes – saw

 seven countries begin 
covering their population at best-practice 
level.

The greatest grow
th in population 

coverage since 2016 w
as seen in taxation. 

The population coverage from
 this 

M
POW

ER m
easure has alm

ost doubled 
from

 8%
 in 2016 to 14%

 in 2018. Even 
so, taxation, although the m

ost effective 
w

ay to reduce tobacco use, is still the 
M

POW
ER m

easure w
ith the low

est 
population coverage. The population 

covered by pack w
arnings increased 

by 4%
, and the population covered 

by advertising bans increased by 2%
. 

Although seven countries advanced their 
sm

oke-free environm
ent law

s to best-
practice levels, the population coverage 
did not change visibly because the 
countries w

ere not populous.

The population covered by m
easures on 

M
onitoring tobacco use and prevention 

policies, Cessation program
m

es and M
ass 

m
edia cam

paigns have all decreased since 
2016. Coverage of cessation program

m
es 

declined by 1%
 ow

ing to the net loss 
of tw

o countries from
 the best-practice 

group. The decline in M
onitoring coverage 

is m
ost likely not a true decline, as it 

typically takes 1–3 years for surveys to 

Incom
plete or partial 

policies are a stepping stone 
to com

plete policies 

Even w
here best-practice levels have not 

yet been achieved, each of the M
POW

ER 
m

easures has received som
e level of 

attention in the m
ajority of the w

orld’s 
countries. In addition to the 62 countries 
w

ith a com
plete law

 on sm
oke-free 

environm
ents, 70 countries have m

inim
al 

to m
oderate law

s that ban sm
oking 

in som
e but not all public spaces and 

w
orkplaces, laying the groundw

ork for 
establishing a fully effective law

 in the 
future. This m

eans that although the
partial bans do not currently effectively 
protect these populations from

 the 
harm

s of second-hand sm
oke, grow

ing 
public support w

ill m
ean that, for m

ost 

countries, only am
endm

ents to the law
 

w
ill be needed in som

e of these countries, 
w

hereas the adoption of a new
 law

 w
ill be 

necessary in others.

W
hile only 23 countries have cessation 

support policies that m
eet the criteria 

for best-practice adoption, there are an 
additional 116 countries that provide 
fully or partially cost-covered services in 
health facilities, and 32 m

ore that provide 
services but do not provide cost-coverage 
for them

. This m
akes a total of 171 

countries in w
hich tobacco users w

anting 
to quit can find som

e level of support.

In addition to the 91 countries that 
m

andate strong graphic health w
arnings 

on cigarette packs, 61 other countries 
have m

inim
al to m

oderate law
s that 

require som
e kind of w

arning on packs. 
These less-prom

inent w
arnings, w

hile 
not as effective as the best-practice 
w

arnings, show
 som

e effort is being m
ade 

to com
m

unicate the dangers of tobacco 
use to consum

ers, and provide an avenue 
for these 61 countries to strengthen their 
m

andated w
arnings to best-practice level 

in the future.

In addition to the 48 countries that 
have adopted a TAPS ban, another 103 
countries have partial TAPS bans in place, 
so at least som

e form
s of advertising, 

prom
otion and sponsorship are already 

illegal – and once the principle of a ban 
is established and accepted, it becom

es 
easier to extend it to best-practice level. 
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be published after fieldw
ork is com

pleted 
and only then w

ill they be reported here. 
Som

e surveys that w
ere conducted in 

2017 and 2018 therefore w
ill not be 

captured until the next W
HO report on 

the global tobacco epidem
ic in 2021. The 

21%
 decline in the population coverage 

of M
ass m

edia cam
paigns is concerning, 

since the m
aintenance of regular m

ass 
m

edia cam
paigns is crucial to keeping the 

conversation open w
ith the public about 

the harm
s of tobacco and the need for 

tobacco control efforts to continue.

It is inspiring that 91 countries have large 
graphic w

arning requirem
ents, m

aking 
it the m

ost adopted m
easure to date. 

M
ore countries have adopted the graphic 

w
arning requirem

ent since M
POW

ER 

began than any other m
easure, w

ith 82 
additional countries now

 covered at best-
practice level, up from

 just nine in 2007. It 
is follow

ed by the adoption of sm
oke-free 

requirem
ents in public and w

orkplaces, 
w

hich has 52 additional countries at best-
practice level, up from

 just 10 in 2007, and 
advertising, prom

otion and sponsorship 
bans, adopted by an additional 
41 countries, up from

 just 7 in 2007.

Som
e countries have yet 

to adopt a single M
PO

W
ER 

m
easure

All countries have the ability to im
plem

ent 
strong tobacco control policies to 
protect their populations from

 tobacco 
use and second-hand sm

oke exposure, 

and the illness, disability and death that 
they cause. Although the adoption of 
com

prehensive tobacco control policies 
has advanced steadily since 2007, there 
is m

uch w
ork to be done. There are 59 

countries that have yet to adopt a single 
M

POW
ER m

easure at the highest level of 
achievem

ent – and 49 of them
 are low

- 
and m

iddle-incom
e countries. Additionally, 

the pace of progress for adopting som
e 

M
POW

ER m
easures has been slow

er than 
for others. For exam

ple, the adoption of 
com

plete TAPS bans and the raising of 
tobacco taxes to sufficiently high levels is 
m

uch too slow
 in the m

ajority of countries. 

There are 59 countries that have yet to adopt a 
single M

PO
W

ER m
easure at the highest level of 

achievem
ent.
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The W
HO

 Fram
ew

ork Convention 
on Tobacco Control and the 
Protocol to Elim

inate Illicit Trade 
in Tobacco Products

By ratifying the W
H

O
 FCTC, countries have fi

rm
ly 

articulated their com
m

itm
ent to curbing the 

tobacco epidem
ic. 

In M
ay 2003, W

HO M
em

ber States 
m

ade history by adopting the W
HO

 
Fram

ew
ork Convention on Tobacco 

Control (W
HO

 FCTC) (1) – the first 
m

odern treaty specifically related to public 
health. Today 181 parties are signatories 
to the W

HO FCTC, enabling it to cover 
m

ore than 90%
 of the global population. 

It is one of the m
ost w

idely adopted 
United Nations instrum

ents.

In negotiating the W
HO FCTC, countries 

took a brave and forw
ard-looking stand 

against an industry that, as adm
itted in 

its ow
n internal docum

ents, m
anufactures 

addictive, deadly products in the pursuit 
of profit. For decades the industry has 
targeted the m

ost vulnerable people 
– w

om
en, children, and those on low

 
incom

es – w
ith sophisticated advertising 

cam
paigns to ensure they capture the full 

m
arket. They have also m

anipulated their 
product design to m

axim
ize addictiveness. 

The W
HO FCTC has also established a 

forum
 for discussions to address new

 
challenges as they em

erge, for exam
ple 

the prom
otion in new

 m
arkets of tobacco 

products from
 traditional cultures such 

as narghiles and sm
okeless tobacco, and 

hundreds of categories and brands of 
novel products such as electronic nicotine 
delivery system

s and heated tobacco. 
These new

 challenges point to the need 
for further regulation.    

By ratifying the W
HO FCTC, countries have 

firm
ly articulated their com

m
itm

ent to 
curbing the tobacco epidem

ic. As strong 
as the W

HO FCTC is, its Parties recognize 
that there are aspects of tobacco control 
that need highly tailored responses. One 

of these areas is the illicit (often cross-
border) trade in tobacco products. This 
trade poses a serious threat to public 
health because it underm

ines strong 
m

easures such as pictorial health w
arnings 

and increases access to often cheaper 
tobacco products, thus fueling the tobacco 
epidem

ic and underm
ining tobacco 

control policies. It also causes substantial 
losses in governm

ent revenues, and at 
the sam

e tim
e contributes to the funding 

of international crim
inal activities. This 

m
atter is so serious that the Parties to the 

Convention negotiated a new
 international 

treaty that com
plem

ents the W
HO FCTC.

The Protocol to Elim
inate 

Illicit Trade in Tobacco 
Products 

The Protocol to Elim
inate Illicit Trade in 

Tobacco Products (2) is the first protocol 
to the W

HO FCTC. The Protocol w
as 

adopted by consensus of the Fifth Session 
of the Conference of the Parties in 2012 
and currently has 55 Parties. As a legally 
binding instrum

ent, the Protocol sets out 
binding legal obligations in m

uch the 
sam

e w
ay as the W

HO FCTC itself.

The Protocol aim
s at elim

inating all form
s 

of illicit trade in tobacco products. It 
provides tools for preventing illicit trade 
by securing the supply chain, including 
licensing and establishing an international 
tracking and tracing system

 for tobacco 
products and countering illicit trade 
through dissuasive law

 enforcem
ent 

m
easures and a suite of actions to enable 

international cooperation. This new
 treaty 

in its ow
n right entered into force in 2018. 

The first session of the M
eeting of the 

Parties (M
OP1) to the Protocol w

as held 
in Geneva, just after its entering into force 
(3, 4).  

Reflecting the W
HO FCTC itself, the 

Protocol has 10 parts. It contains an 
introduction and general obligations (Parts 
I and II), substantive parts com

prising 
supply chain control, offences and 
international cooperation (Parts III, IV and 
V), and reporting (Part VI).  Parts VII, VIII, 
IX and X cover institutional arrangem

ents, 
settlem

ent of disputes, developm
ent of the 

Protocol and final provisions.

Exam
ples of the topics addressed in the 

47 provisions of the Protocol include 
licensing or an equivalent approval 
or control system

 (Article 6); tracking 
and tracing (Article 8); duty free sales 
(Article 12); unlaw

ful conduct including 
crim

inal offences (Article 14); assistance 

and cooperation including m
utual 

adm
inistrative (Article 28) and m

utual 
legal assistance (Article 29).  

Parts of the W
HO

 Fram
ew

ork 
Convention on Tobacco 
Control 

The W
HO FCTC is unique am

ong 
fram

ew
ork conventions in the depth and 

breadth of the substantive obligations it 
contains on both the dem

and and supply 
sides. 

Dem
and reduction

  
n

Article 6. Price and tax m
easures to 

reduce the dem
and for tobacco

  
n

Article 7. Non-price m
easures to 

reduce the dem
and for tobacco

  
n

Article 8. Protection from
 exposure to 

tobacco sm
oke

  
n

Article 9. Regulation of the contents 
of tobacco products

Global Progress in the W
HO Fram

ew
ork Convention on Tobacco Control (W

HO FCTC) (5)
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n

Article 10. Regulation of tobacco 
product disclosures

  
n

Article 11. Packaging and labelling of 
tobacco products

  
n

Article 12. Education, com
m

unication, 
training and public aw

areness

  
n

Article 13. Tobacco advertising, 
prom

otion and sponsorship

  
n

Article 14. Dem
and reduction 

m
easures concerning tobacco 

dependence and cessation

Supply reduction

  
n

Article 15. Illicit trade in tobacco 
products

  
n

Article 16. Sales to and by m
inors

  
n

Article 17. Provision of support 
for econom

ically viable alternative 
activities

As part of its general obligations, the 
W

HO FCTC obliges Parties to protect their 
policy-m

aking and im
plem

entation from
 

the influence of tobacco interests (Article 
5.3). W

ith this inclusion, the W
HO FCTC 

addresses the full chain of tobacco product 
production, distribution and sale.  

Parties have also adopted, by consensus, 
guidelines for im

plem
entation of key 

provisions of the W
HO FCTC, w

hich help 
them

 m
eet their legal obligations through 

recom
m

ended actions that elaborate 
on the provisions. They w

ere developed 
through intergovernm

ental processes and 
adopted by the Parties at different sessions 
of the COP.

G
overnance of the W

HO
 

Fram
ew

ork Convention on 
Tobacco Control and the 
Protocol to Elim

inate Illicit 
Trade in Tobacco Products 

The W
HO FCTC’s governing body is the 

Conference of the Parties (COP) and it 
com

prises all 181 Parties. Sim
ilarly, the 

M
eeting of the Parties (M

OP) provides 
governance for the Protocol to Elim

inate 
Illicit Trade in Tobacco Products and 
includes all Parties to the Protocol. Both 
bodies m

eet every 2 years, w
ith the last 

sessions taking place in late 2018. 

The w
ork of the COP and M

OP is governed 
by their respective Rules of Procedure 
(3, 4) and keeps under regular review

 
the im

plem
entation of the W

HO FCTC 
and the Protocol, and takes decisions 
necessary to prom

ote their effective 

execution, including the establishm
ent of 

subsidiary bodies such as w
orking groups 

and expert groups (6). Focused on their 
respective instrum

ents, the COP and the 
M

OP m
onitor im

plem
entation progress, 

identify challenges and opportunities, 
and review

 ongoing business. Housed 
at W

HO headquarters, the Convention 
Secretariat supports the Parties to both 
treaties, w

orking closely w
ith W

HO and 
the observers to ensure com

plem
entarity 

and synergy.

A
rticle 14 – D

em
and 

reduction m
easures 

concerning tobacco 
dependence and cessation  
 The W

HO FCTC directly speaks to the 
im

portance of reducing the num
ber of 

current tobacco users through cessation 
m

easures in Article 14 – Dem
and 

reduction m
easures concerning tobacco 

dependence and cessation (7). This Article 
states:

1. 
Each Party shall develop and 
dissem

inate appropriate, 
com

prehensive and integrated 
guidelines based on scientific evidence 
and best practices, taking into account 
national circum

stances and priorities, 

and shall take effective m
easures to 

prom
ote cessation of tobacco use 

and adequate treatm
ent for tobacco 

dependence. 

2. 
Tow

ards this end, each Party shall 
endeavour to: 
(a) design and im

plem
ent effective 

program
m

es aim
ed at prom

oting 
the cessation of tobacco use, in 
such locations as educational 
institutions, health care facilities, 
w

orkplaces and sporting 
environm

ents;

(b) include diagnosis and treatm
ent 

of tobacco dependence and 
counselling services on cessation 
of tobacco use in national health 
and education program

m
es, 

plans and strategies, w
ith the 

participation of health w
orkers, 

com
m

unity w
orkers and social 

w
orkers as appropriate;

(c) establish in health care facilities 
and rehabilitation centres 
program

m
es for diagnosing, 

counselling, preventing and 
treating tobacco dependence; and 

(d) collaborate w
ith other Parties 

to facilitate accessibility and 

affordability for treatm
ent of 

tobacco dependence including 
pharm

aceutical products pursuant 
to Article 22. Such products 
and their constituents m

ay 
include m

edicines, products used 
to adm

inister m
edicines and 

diagnostics w
hen appropriate. 

Although Article 14 is the only article 
dedicated to cessation, a num

ber of 
provisions in the W

HO FCTC refer 
indirectly to cessation – for instance, all 
dem

and reduction m
easures w

ill im
plicitly 

im
pact cessation. Additionally, Article 12, 

Education, com
m

unication, training and 
public aw

areness, includes a num
ber of 

references to raising aw
areness of the 

dangers of tobacco use across sectors 
and the health benefits of cessation. This 
includes a direct reference in paragraph 
(b), w

hich com
m

its each Party to adopt 
and im

plem
ent effective legislative, 

executive, adm
inistrative or other 

m
easures to prom

ote “public aw
areness 

about the health risks of tobacco 
consum

ption and exposure to tobacco 
sm

oke, and about the benefits of the 
cessation of tobacco use and tobacco-free 
lifestyles as specified in Article 14.2” (8).

A
rticle 14 of the W

H
O

 FCTC speaks directly
to the im

portance of reducing the num
ber

of current tobacco users
through cessation m

easures.
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The 2018 G
lobal progress 

report on im
plem

entation 
of the W

HO
 Fram

ew
ork 

Convention on Tobacco 
Control: a report based on 
inform

ation from
 the W

HO
 

FCTC reporting system

Based on the im
plem

entation reports of 
the Parties subm

itted to the Conference 
of the Parties in accordance w

ith Article 
21 of the Convention, the Convention 
Secretariat regularly prepares biennial 
global progress reports. The 2018 Global 
progress report w

as launched at COP8 (9). 

G
uidelines for 

im
plem

entation of A
rticle 14 

of the Convention

Adopted by COP4 in 2010 as decision 
FCTC/COP4(8), Guidelines for 
Im

plem
entation of Article 14 are intended 

to “assist Parties in m
eeting their 

obligations under Article 14 of the W
HO 

FCTC, consistent w
ith their obligations 

under other provisions of the Convention 
and w

ith the intentions of the Conference 
of the Parties, on the basis of the best 
available scientific evidence and taking 
into account national circum

stances and 
priorities”.

To this end, the guidelines: 
(i) 

encourage Parties to strengthen or 
create a sustainable infrastructure 
that m

otivates attem
pts to quit, 

ensures w
ide access to support for 

tobacco users w
ho w

ish to quit, and 
provides sustainable resources to 
ensure that such support is available;

 (ii) 
identify the key, effective m

easures 
needed to prom

ote tobacco cessation 
and incorporate tobacco dependence 
treatm

ent into national tobacco 
control program

m
es and health care 

system
s; and

(iii) 
urge Parties to share experiences 
and collaborate in order to facilitate 
the developm

ent or strengthening 
of support for tobacco cessation and 
tobacco dependence treatm

ent.

As the foundation for the guidelines, 
the Parties drafted a set of underlying 
considerations for im

plem
enting cessation 

program
m

es. The principles that Parties 
should follow

 w
hen integrating cessation 

into their health system
s include:

  
n

Recognizing that tobacco use is 
highly addictive 

  
n

Tobacco dependence treatm
ent 

m
easures should be im

plem
ented 

synergistically w
ith other tobacco 

control m
easures 

  
n

Tobacco cessation and tobacco 
dependence treatm

ent strategies 
should be based on the best available 
evidence of effectiveness 

  
n

Treatm
ent should be accessible and 

affordable 

  
n

Tobacco cessation and tobacco 
dependence treatm

ent should be 
inclusive 

  
n

M
onitoring and evaluation are 

essential 

  
n

Active partnership w
ith civil society 

  
n

Developm
ent and im

plem
entation 

of tobacco control cessation policies 
should be protected from

 all 
com

m
ercial and vested interests 

  
n

Sharing experiences am
ong Parties 

greatly enhances Parties’ abilities to 
im

plem
ent the guidelines 

  
n

Strengthening existing health care 
system

s to prom
ote tobacco cessation 

and tobacco dependence treatm
ent is 

essential.

In addition to a set of defined term
s, each substantive section 

of the Guidelines includes recom
m

endations to assist Parties in 
their im

plem
entation of Article 14 of the Convention. The key 

recom
m

endations are the follow
ing:

D
eveloping an infrastructure to support tobacco 

cessation and treatm
ent of tobacco dependence 

Suggested actions include conducting a national situation analysis; 
creating or strengthening national coordination; developing and 
dissem

inating com
prehensive guidelines; addressing tobacco use 

by health care w
orkers and others involved in tobacco cessation; 

developing training capacity; using existing system
s and resources 

to ensure the greatest possible access to services; m
aking the 

recording of tobacco use in m
edical notes m

andatory; encouraging 
collaborative w

orking; and establishing a sustainable source of 
funding for cessation help.

K
ey com

ponents of a system
 to help tobacco users 

quit 
It is recom

m
ended that cessation support and treatm

ent is 
provided in all health care settings and by all health care providers. 
Providing cessation support and treatm

ent in non-health care 
settings and by suitably trained non-health care providers should 
also be considered, especially w

here scientific evidence suggests 
that som

e groups of tobacco users m
ay be better served in this 

w
ay. 

Actions for Parties include establishing population-level 
approaches; establishing m

ore intensive individual approaches; 
m

aking m
edications available; and considering em

erging research 
evidence, novel approaches, and m

ass m
edia.

D
eveloping cessation support: a stepw

ise approach 
Guidelines recom

m
end that Parties should im

plem
ent m

easures 
to prom

ote tobacco cessation and increase dem
and for tobacco 

dependence treatm
ent contained in other articles of the W

HO 
FCTC. They should also use existing infrastructure, in both health 
care and other settings, to ensure that all tobacco users are 
identified and provided w

ith at least brief advice. 

Actions to achieve this include creating an infrastructure and 
environm

ent that prom
pts quit attem

pts by establishing health 

system
 com

ponents that support cessation (including through 
adequate funding and training); addressing cessation am

ong 
health care w

orkers them
selves; and integrating brief advice 

into existing health care system
s.  

M
onitoring and evaluation 

The Guidelines recom
m

end that Parties m
onitor and evaluate 

all tobacco cessation and tobacco dependence treatm
ent 

strategies and program
m

es, including process and outcom
e 

m
easures, to observe trends. Additionally, Parties should benefit 

from
 the experience of other countries through the exchange of 

inform
ation.

To ensure that robust m
onitoring and evaluation takes 

place, Parties should form
ulate m

easurable objectives, 
determ

ine the resources required, and identify indicators to 
enable the assessm

ent of progress tow
ards each objective. 

Additionally, they should encourage health care w
orkers and 

service providers to participate in the m
onitoring of service 

perform
ance through clearly defined indicators, taking account 

of national circum
stances and priorities. Lastly, Parties should 

use data collection system
s that are practical and efficient, 

built on strong m
ethodologies, and appropriate to local 

circum
stances. 

International cooperation 
The Guidelines recom

m
end that Parties collaborate 

internationally to ensure that they are able to im
plem

ent the 
m

ost effective tobacco cessation m
easures.

To this end, Parties should share their tobacco cessation and 
treatm

ent experiences w
ith other Parties, including strategies 

to develop and fund support for cessation of tobacco use, 
national treatm

ent guidelines, training strategies, and data and 
reports from

 evaluations of tobacco dependence treatm
ent 

system
s. W

here appropriate, it is suggested that Parties use 
international reporting m

echanism
s such as regular reporting 

on the im
plem

entation of the W
HO FCTC and take advantage 

of bilateral and m
ultilateral contacts and agreem

ents. Finally, 
Parties should review

 and revise these guidelines periodically 
to ensure they continue to provide effective guidance and 
assistance. 

G
uidelines for im

plem
entation of A

rticle 14.

A
s the foundation for the guidelines, the Parties 
drafted a set of underlying considerations for 

im
plem

enting cessation program
m

es.
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FCTC 2030

Through a developm
ent assistance project called FCTC 

2030 (10), the Convention Secretariat is supporting 
15 low

- and m
iddle-incom

e countries to strengthen 
im

plem
entation of the W

HO FCTC by integrating tobacco 
control w

ith other health and developm
ent activities. 

M
any of the FCTC 2030 countries are w

orking to develop 
and im

plem
ent tobacco cessation program

m
es in line 

w
ith Article 14 of the W

HO FCTC and the Convention 
Secretariat has been w

orking w
ith the governm

ents 
of FCTC 2030 countries to prom

ote the integration of 
tobacco cessation into prim

ary health and care system
s. 

Exam
ples of outcom

es of the project include the 
developm

ent of an online course on tobacco cessation 

in Colom
bia and the provision of Trainings of Trainers to 

health professionals in all seven provinces in Nepal. 

Through FCTC 2030, the Convention Secretariat has 
also partnered w

ith the United Nations Developm
ent 

Program
m

e (UNDP) to develop an Issue Brief that aim
s 

to build aw
areness of the options to incorporate tobacco 

cessation activities into grants from
 The Global Fund to 

Fight AIDS, Tuberculosis and M
alaria (11). The docum

ent 
outlines how

 tobacco consum
ption w

orsens tuberculosis 
and HIV outcom

es, and how
 the integration of tobacco 

control into these grants could increase health benefits 
and efficiencies. 

Group activity as part of the El Salvador cessation program
m

e of the ‘Addiction Prevention and Treatm
ent Centers’

 
G

lobal com
m

itm
ent to the W

HO
 FCTC

Each of the outcom
e docum

ents of the three High-level 
M

eetings held by the United Nations’ General Assem
bly 

(UNGA) on noncom
m

unicable diseases has endorsed and 
encouraged countries to im

plem
ent the W

HO FCTC. The 
sam

e approach w
as taken by UN M

em
ber States w

hen 
adopting the Sustainable Developm

ent Goals (SDG) 
agenda, stream

lining through UNGA the im
plem

entation 

of the W
HO FCTC through Target 3A: to “strengthen the 

im
plem

entation of the W
HO FCTC in all countries, as 

appropriate”. Additionally, the Eighth Conference of the 
Parties to the W

HO FCTC adopted the Global Strategy 
to Accelerate Tobacco Control: Advancing Sustainable 
Developm

ent through the Im
plem

entation of the W
HO 

FCTC 2019–2025 (12).

Target 3.4
By 2030, reduce by one third

prem
ature m

ortality from
 N

CDs

Target 3A
Strengthen the im

plem
entation

of the W
HO FCTC
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O
ffering help to quit tobacco use 

Cessation support can m
ore than double the 

chance of successfully quitting
four cigarettes, and after sm

oking five 
packs, nearly 60%

 are dependent (18). 
M

ost people w
ho use tobacco regularly do 

so because they are addicted to nicotine 
and can therefore benefit greatly from

 
a range of effective tobacco cessation 
interventions. For exam

ple, the highest-
level cessation policies, adopted in 14 
countries from

 2007 to 2014, w
ill result 

in about 1.5 m
illion few

er future tobacco-
related deaths up to the year 2030 (19). 

The health benefits of 
quitting tobacco are 
im

m
ediate 

People start to reap the health benefits 
w

ithin hours or even m
inutes of quitting 

tobacco use. In the course of just a day, 
quitting tobacco can be expected to help 
reduce a person’s heart rate and blood 

pressure, and blood carbon m
onoxide 

levels can be expected to return to norm
al 

(20). W
ithin 3 m

onths of quitting sm
oking, 

the circulation and lung function of a 
quitter im

proves. Coughing and shortness 
of breath w

ill generally decrease w
ithin 

1–9 m
onths of quitting sm

oking (20). 

The risk of death due to tobacco use also 
begins to decrease soon after quitting. 
Current evidence suggests that the risk 
of death due to ischem

ic heart disease is 
halved w

ithin 5 years of quitting, and the 
risk of stroke returns to that of a never 
sm

oker w
ithin 5–15 years. Even the risk 

of death due to lung cancer is reduced 
by 30–50%

 w
ithin 10 years of quitting 

sm
oking (20).  

The success of tobacco control 
policies has increased dem

and 
for support to quit tobacco use. 
Tobacco cessation support should be 
m

ade readily accessible in order to 
have a greater im

pact on reducing 
the prevalence of tobacco use.

M
any tobacco users w

ant to 
quit and need help to quit

There are 1.1 billion adult sm
okers globally 

and at least 367 m
illion sm

okeless tobacco 

users (13), m
any of w

hom
 say they w

ant 
– or intend – to quit (14, 15). W

hile this is 
encouraging, tobacco cessation support 
w

orldw
ide rem

ains low
 and m

any people 
do not have adequate cessation support 
available to them

. Currently, about 30%
 

of the w
orld’s population have access to 

appropriate tobacco cessation services 
(16).

Over the past decade, countries have 
m

ade substantial progress in establishing 
evidence-based and cost-effective tobacco 
control m

easures. In num
erous countries, 

m
any indoor public spaces are now

 
sm

oke-free, w
arnings of the dangers of 

tobacco use appear on packaging and 
m

ass m
edia m

essages, higher tobacco 
product prices and taxes have reduced 
the affordability of tobacco products, and 
tobacco product advertising, prom

otion 
and sponsorship have been prohibited.

All of these efforts have contributed to 
reduced dem

and for tobacco products and 
increased existing tobacco users’ intention 
to quit. On average, across countries 
w

here the Global Adult Tobacco Survey 

HO
W

 Q
UITTIN

G
 TO

BACCO
 HELPS YO

UR BO
DY  (20–25)

Source: Global Adult Tobacco Survey (14)
a  

Proportions include those w
ho indicated they w

ere thinking of quitting in the next m
onth, w

ithin the next 12 m
onths or som

etim
e in the future.

has been conducted, over 60%
 of sm

okers 
indicated that they intend to quit, and 
over 40%

 had attem
pted to quit in the 

12 m
onths preceding the survey. Tobacco 

cessation support services com
plem

ent 
countries’ tobacco control m

easures and 
can contribute to reducing the prevalence 
of tobacco use.

Cessation support helps 
tobacco users to quit

Nicotine, a pharm
acologically active 

drug that naturally occurs in the tobacco 
plant, is highly addictive and delivered 
rapidly to the brain follow

ing inhalation 
or ingestion of tobacco products, or the 
use of non-tobacco products that contain 
nicotine (17). Nicotine is so addictive that 
the autonom

y of a quarter of teens starts 
to dim

inish after sm
oking just three or 

There are im
m

ediate
and long-term

 health
benefits in quitting
for all tobacco users

W
ithin 20 m

inutes
the heart rate and blood pressure drop (22).

W
ithin 12 hours

the carbon m
onoxide level in the blood drops to norm

al (23). 
2–12 w

eeks after quitting tobacco use
the circulation im

proves and lung function increases (20). 

6 w
eeks after quitting sm

okeless tobacco use
97%

 of oral leukoplastic lesions are com
pletely resolved (24).

1–9 m
onths after quitting sm

oking
coughing and shortness of breath decrease (20).

1 year after quitting sm
oking

the risk of coronary heart disease is about half that of a sm
oker (20).

1–4 years after quitting sm
okeless tobacco use

the risk of death falls to nearly half that of a person w
ho 

continues to use it (25).

5–15 years after quitting sm
oking

the risk of death due to ischem
ic heart disease is halved

the risk of stroke is reduced to that of a non-sm
oker (20).

10 years after quitting sm
oking

the risk of lung cancer falls to about half that a of a 
sm

oker, and the risk of cancer of the m
outh, throat, 

oesophagus, bladder, cervix and pancreas decreases (20).

15 years after quitting sm
oking

the risk of coronary heart disease is that of a person w
ho

never sm
oked (20).
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Strong cessation services 
save lives, im

prove health 
and save m

oney 

People w
ho quit tobacco can live longer, 

healthier and m
ore productive lives. 

Quitting sm
oking at any tim

e in life is 
likely to extend life expectancy – for 
exam

ple, quitting as a 30-year-old can 
add up to 10 years of life expectancy. 
Even at the age of 50 years, quitting 
results in an average of 6 years of life 
expectancy gained (21). In other w

ords, 
it is never too late to gain the health 
benefits from

 quitting tobacco use. Life 
years gained can also be expected to be 
lived in better health, as the diseases 
caused by tobacco use are com

m
only 

chronic and debilitating, and lead to years 
of dim

inished quality of life. Quitting can 
therefore reduce the health care costs 
associated w

ith long-term
 illness w

hile 
also increasing the years of econom

ically 
and socially productive lives. 

Increasing the num
ber of people w

ho 
quit tobacco w

ill also benefit econom
ies. 

In 2012, health care expenditures due to 
sm

oking-attributable diseases totaled US$ 
422 billion globally. If loss of productivity 
due to sm

oking-attributable illnesses 
and deaths are taken into account, this 
cost is estim

ated to be as high as US$ 
1436 billion, w

ith alm
ost 40%

 of these 
costs incurred in low

- and m
iddle-incom

e 
countries (26). Therefore, reducing 
tobacco consum

ption through the 
im

plem
entation of com

prehensive tobacco 
control m

easures – including offering 
help to quit – can ensure large savings for 
countries as w

ell as for ex-tobacco users. 
In one Danish study, the estim

ated total 
lifetim

e health cost savings to society of 
a m

oderate sm
oker quitting at the age of 

35 w
as €24 800 for m

en and €34 100 for 
w

om
en (27).

Supporting tobacco users 
to quit is em

bedded in the 
global health agenda

Follow
ing the Political Declaration on 

noncom
m

unicable diseases adopted 
by the UN General Assem

bly in 2011, 
W

HO developed nine voluntary global 
targets to reduce global m

ortality from
 

the four m
ain noncom

m
unicable diseases 

(NCDs) – cardiovascular diseases, cancer, 
chronic lung diseases and diabetes – and 
accelerate action against the leading 
risk factors for NCDs. The agreed target 
for tobacco control is a 30%

 relative 
reduction in the prevalence of current 
(daily and occasional) tobacco use in 
persons aged 15 years and above betw

een 
2010 and 2025, w

hich w
as endorsed 

by the W
orld Health Assem

bly in M
ay 

2013. To achieve this target, it is not only 
essential to prevent the uptake of tobacco, 
but also to ensure that m

ore tobacco users 
quit. Today, a num

ber of highly effective 
and inexpensive interventions exist to help 
m

ake this happen. 

The im
portance of helping current tobacco 

users quit is reflected in the W
HO Global 

Action Plan for the Prevention and Control 
of NCDs 2013–2020 (28). The Global 
Action Plan lists a m

enu of “best-buys” 
and cost-effective policy options for 
countries to address the NCD burden. 
These include the recom

m
endation that 

countries should “provide cost-covered, 
effective and population-w

ide cessation 
support (including brief advice, national 
toll-free quit line services and m

Cessation) 
to all those w

ho w
ant to quit” (28).

The Sustainable Developm
ent Goals 

(SDGs) reinforce the need for all countries 
to act decisively to reduce tobacco use 
by calling for – as a specific target under 
SDG 3 on good health and w

ell-being – 
the strengthening of W

HO Fram
ew

ork 

Convention on Tobacco Control (FCTC) 
im

plem
entation globally. Article 14 of the 

W
HO FCTC clarifies both the need for, 

and the m
eans to achieve, im

plem
entation 

of tobacco cessation policies and cost-
covered services.

Despite these com
m

itm
ents, progress 

tow
ards best-practice cessation support 

in countries is slow
 com

pared to progress 
on other M

POW
ER m

easures (such as 
sm

oke-free places, and bans on tobacco 
advertising, prom

otion and sponsorship). 

Effective cessation 
interventions are available

There is a w
ide choice of 

behavioural and pharm
acological 

tobacco cessation interventions 
W

ithout cessation assistance, 4%
 of 

attem
pts to quit tobacco succeed (29). 

Proven cessation m
edications and 

professional support can double a tobacco 
user’s chance of successfully quitting 
(30). A num

ber of different approaches 
have been developed to help people stop 
using tobacco. These range in term

s of 
intensity, cost and effectiveness, and can 
broadly be categorized as behavioural or 
pharm

acological interventions. 
 Behavioural interventions
W

hile behavioural interventions for 
tobacco cessation are generally low

 cost, 
they can be very effective. Brief advice 
from

 health professionals as part of their 
routine consultations or interactions is 
an approach that m

akes use of existing 
health care system

s. W
hen a tobacco user 

visits a prim
ary or specialized care service 

it presents an opportunity for the health 
care w

orker to offer and provide them
 

w
ith personalized counselling. Brief advice 

is a key m
eans of m

otivating people w
ho 

m
ight not otherw

ise seek tobacco cessation 

Population-level 
approaches

Brief advice 
Advice to stop using tobacco, usually taking only a few

 m
inutes, 

is given to all tobacco users during the course of a routine 
consultation and/or interaction w

ith a physician or health care 
w

orker.

Q
uit lines

A national toll-free quit line is a telephone counselling service that 
can provide both proactive and reactive counselling. A reactive 
quit line provides an im

m
ediate response to a call initiated by the 

tobacco user, but only responds to incom
ing calls. A proactive quit 

line involves setting up a schedule of follow
-up calls to tobacco 

users to provide ongoing support.

m
Tobacco 

cessation 
Tobacco cessation interventions are delivered via m

obile phone text 
m

essaging. M
obile technologies provide the opportunity to expand 

access to a w
ider population, and text m

essaging can provide 
personalized tobacco cessation support in an efficient and cost-
effective m

anner.

Individual specialist 
approaches

Intensive 
behavioural 
support

Behaviour support refers to m
ultiple sessions of individual or 

group counselling aim
ed at helping people stop their tobacco use. 

It includes all cessation assistance that im
parts know

ledge about 
tobacco use and quitting, and provides support and resources to 
develop skills and strategies for changing behaviour.

Cessation 
clinics

In m
any countries, clinics specializing in tobacco cessation services 

are available. These clinics offer intensive behavioural support, 
and w

here appropriate, m
edications or advice on the provision of 

m
edications, delivered by specially trained practitioners. 

NRTs are available in several form
s including gum

, lozenges, 
patches, inhalers and nasal spray. These cessation tools reduce 
craving and w

ithdraw
al sym

ptom
s by providing a low, controlled 

dose of nicotine w
ithout the toxins found in cigarettes. The doses of 

NRT are gradually reduced over tim
e to help the tobacco user w

ean 
off nicotine by getting used to less and less stim

ulation.

These include m
edications such as bupropion, varenicline and 

cytisine. These pharm
acotherapies reduce cravings and w

ithdraw
al 

sym
ptom

s and decrease the pleasurable effects of cigarettes and 
other tobacco products.

TYPES O
F TO

BACCO
 CESSATIO

N
 IN

TERVEN
TIO

N
S

BEHAVIOURAL INTERVENTIONSPHARMACOLOGICAL 
INTERVENTIONS 

support and encouraging them
 to quit, 

and as such is an essential com
ponent 

of tobacco cessation services. Countries 
can easily train physicians and health care 
w

orkers to provide brief advice effectively to 
the population they serve.  
 Toll-free quit lines are a convenient w

ay 
for tobacco users w

ho are ready to quit 

to access brief and potentially intensive 
behavioural counselling. Those that use 
quit lines increase their absolute quit rate 
by 4 percentage points, w

hich represents a 
doubling of success com

pared to those w
ho 

attem
pt to quit w

ithout assistance (30). This 
rate can be further increased if the quit line 
is “proactive” and counsellors m

ake follow
-

up calls to potential tobacco quitters. 
 

W
ith the advent and spread of m

obile 
phone technologies, people w

ho w
ant 

to quit can now
 be accessed not only 

through telephone calls but also via text 
m

essages. A m
ajor developm

ent in recent 
years has been the m

obile phone-based 
interventions for cessation w

hich have 
been show

n to be very prom
ising. Text 

m
essage interventions can increase the 

absolute quit rate by 4%
 (31).

N
icotine replacem

ent therapies (N
RTs)

N
on-nicotine pharm

acotherapies
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Behavioural Interventions
a

Pharm
acological interventions

a

Source: W
est et al (33)

a  
Each bar represents the findings of a m

eta-analysis and the strength of evidence associated w
ith each study w

ill vary.
b  

This represents the “projected percentage point increase in 6–12 m
onth abstinence com

pared w
ith no intervention”. The authors adjusted the published 

percentage point increase in 6–12 m
onth abstinence to allow

 for direct com
parison betw

een each intervention w
here the m

eta-analyses did not use a 
com

parator equivalent to “no intervention”. Assessm
ents w

ere based upon the published effectiveness of the com
parison intervention through a consensus 

Cessation interventions that w
ork alongside other 

tobacco control m
easures, Brazil and USA

W
hen im

plem
ented together, tobacco control m

easures can w
ork synergistically to increase the im

pact of each 
intervention. For exam

ple, w
hen the U

nited States raised the federal cigarette tax by US$ 0.62 in early 2009, the 
num

ber of calls to the quit line alm
ost trebled – from

 171 570 calls during January–M
ay 2007 to 533 508 calls during 

the sam
e period in 2009. 

And w
hen Brazil becam

e the first large country to include its national quit line num
ber in graphic health w

arnings on 
cigarette packaging, the quit line received unprecedented call volum

es – reaching up to 6 m
illion calls in the first year, 

and m
ore than all other quit lines globally at that tim

e (35).

Pharm
acological interventions 

Pharm
acotherapy cessation interventions 

include nicotine replacem
ent therapies 

(NRTs), as w
ell as m

edications that do 
not contain nicotine but act to alleviate 
tobacco w

ithdraw
al sym

ptom
s. Both 

form
s of therapy are effective aids to help 

people to quit tobacco use. Efficacy of 
pharm

acotherapies is generally high, and 
com

pared to people w
ho do not use an 

intervention, absolute quit rate increases 
can range from

 6%
 for a single type 

of NRT to alm
ost 15%

 for varenicline. 
Com

bining m
ore than one NRT (patches 

and a faster-acting form
) can also increase 

the effectiveness of NRTs (see Com
bined 

NRT in graph).
  Both behavioural cessation support and 
pharm

acotherapies are effective in helping 
people to quit tobacco use. Com

bining 
both behavioural and pharm

acotherapy 
interventions, how

ever, is m
ore effective 

and can double the chances of successfully 
quitting (33). 

M
echanism

s for developing 
tobacco cessation support

Im
plem

enting tobacco 
cessation m

easures alongside 
other tobacco control policies 
m

axim
izes their im

pact 
Tobacco cessation support has optim

al 
effect w

hen im
plem

ented in conjunction 
w

ith other dem
and-reduction tobacco 

control policies, such as raising 
tobacco taxes, establishing sm

oke-
free environm

ents, banning tobacco 
advertising, prom

otion and sponsorship, 
printing large pictorial health w

arning 
labels on tobacco packages, and 
delivering anti-tobacco m

ass m
edia 

cam
paigns. In turn, these tobacco 

control m
easures prom

ote tobacco 
cessation by encouraging quitting and 
creating a supportive environm

ent. A 
good exam

ple of synergising efforts is 
to include the local m

Cessation register 
portal/num

ber, or quit line num
ber, on 

cigarette and tobacco packs and on m
ass 

m
edia anti-tobacco cam

paigns, w
hich 

can significantly increase the dem
and for 

tobacco cessation services (36).

U
sing existing infrastructure 

to develop cessation support is 
feasible and affordable 
Integrating brief advice into existing 
prim

ary health care system
s is one of the 

first actions countries can take to develop 
tobacco cessation support. W

HO FCTC 
Article 14 Guidelines recom

m
end that 

countries adopt a stepw
ise approach to 

develop and strengthen national tobacco 
cessation system

s as rapidly and cost-
effectively as possible (37). M

uch of the 
needed infrastructure for prom

oting 
tobacco cessation m

easures, such as a 
prim

ary health care system
, already exists 

in m
ost countries, m

aking such prom
otion 

not only feasible but also affordable. Every 
country, therefore, can use their existing 
system

s and resources to ensure that 
tobacco users at least receive brief advice. 

Every country can use its existing system
s and 

resources to ensure that tobacco users at least 
receive brief advice, w

hich can help m
otivate and 

support successful quit attem
pts.

m
Cessation show

s huge prom
ise in India

In 2015, a collaboration betw
een W

HO and the International 
Telecom

m
unication Union’s “Be He@

lthy, Be M
obile” 

initiative, the Indian M
inistry of Health and Fam

ily W
elfare, 

and the M
inistry of Com

m
unication and Inform

ation 
Technology led to the developm

ent of a short text m
essage-

based “m
Cessation” program

m
e called QuitNow

 that 
supports and encourages tobacco users to quit. To evaluate 
the initiative, a total of 12 502 QuitNow

 subscribers w
ere 

interview
ed by telephone betw

een 4–6 m
onths after 

registration. O
f those participants w

ho had ever used 
tobacco, 19.1%

 self-reported that they had abstained in the 
preceding 30 days. Further research is needed to provide a 
m

ore conclusive understanding of the im
pact of m

Cessation 
in India, but prelim

inary results show
 it has great potential to 

reach people w
ho need support to quit tobacco (31).
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STEPW
ISE APPRO

ACH TO
 DEVELO

PIN
G

 AN
D STREN

G
THEN
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G
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ATIO

N
AL TO

BACCO 
CESSATIO

N
 SYSTEM

S

STEP 3

M
edications

Specialized treatm
ent

Increase the likelihood of quit
attem

pts succeeding 

Prom
pt quit

attem
pts

STEP 1

Establish system
 com

ponents
Address any issues related to health care w

orkers
 Integrate brief advice into existing health system

s

STEP 2

Establish free, proactive quit line
and/or m

Cessation service

Incorporating brief advice into existing 
health care program

m
es has the potential 

to reach m
ore than 80%

 of all tobacco 
users in a country each year if delivered 
routinely and w

idely across a health 
care system

 (38). Tobacco cessation 
interventions should be integrated into 
any existing health program

m
es in prim

ary 
care w

here feasible, as w
ell as disease 

and population-specific program
m

es 
such as national tuberculosis (TB) 
program

m
es (39), NCD program

m
es, 

oral health program
m

es (40), HIV/AIDS 
program

m
es, m

ental health program
m

es, 
and program

m
es addressing the needs 

of w
om

en’s, children’s and adolescents’ 
health. In particular, there has been 
a m

ajor drive globally to integrate 
cessation services into TB program

m
es 

and into sexual and reproductive health 
program

m
es. Both of these program

m
es 

reach populations at particular risk 
from

 the harm
s of tobacco and present 

an opportunity to address tobacco 
dependence w

hen people m
ake 

M
IN

IM
AL 

EXPAN
D

ED
 

ADVAN
CED

Brief advice integrated into 
prim

ary care services
Brief advice integrated into prim

ary 
care and hospital services 

Brief advice integrated into 
prim

ary care, hospital and specialized 
services 

Q
uit line: Toll-free quit line provided 

Q
uit line: Toll-free quit line provided

m
Cessation: Text m

essaging
m

Cessation: Text m
essaging

Specialized tobacco dependence 
treatm

ent services: behavioural 
counselling and/or m

edication

EXAM
PLES O

F M
IN

IM
AL, EXPAN

DED AN
D ADVAN

CED CESSATIO
N

 IN
TERVEN

TIO
N

S
a

a  
All countries should im

plem
ent, at a m

inim
um

, brief advice. Once w
ell established, countries can apply expanded and advanced m

easures, subject to resources.

Both behavioural cessation support and 
pharm

acotherapies are effective in helping 
people to quit tobacco use. Com

bining 

Exam
ples of cessation interventions linked to prim

ary 
health care program

m
es

Tobacco and tuberculosis
Tobacco sm

oking increases the likelihood of acquiring, 
developing and dying from

 a TB infection. In 2013, the 
W

orld Health Assem
bly passed a resolution to approve the 

End TB Strategy. The strategy is based upon three pillars, 
one of w

hich calls for integrated, patient-centred care and 
prevention. This provides an opportune platform

 to align 
the efforts against tw

o global epidem
ics sim

ultaneously, 
tobacco and TB.
South-East Asia’s Regional Response Plan for Integration 
of TB and Tobacco 2017–2021 (41) exists to help M

em
ber 

States im
plem

ent cost-effective cessation services through 
TB program

m
es and screen tobacco users for TB. All 11 

countries in the South-East Asia Region have a national 
TB program

m
e integrated into prim

ary health care delivery 
system

s to w
hich a cessation service com

ponent could be 
added. Pilot studies integrating brief advice for tobacco 
cessation in TB patients that have been im

plem
ented in 

Bangladesh, India and Indonesia have dem
onstrated this 

intervention can be effective. India has since developed 
a Joint TB-Tobacco Fram

ew
ork, and is im

plem
enting 

the sam
e through its National TB and Tobacco Control 

Program
m

es.

Tobacco and reproductive health
Tobacco use during pregnancy increases the risk of a large 
num

ber of pregnancy com
plications including preterm

 
delivery and spontaneous abortion, and other long-term

 
health risks for both the m

other and the unborn child. 
Successful treatm

ent of tobacco use and dependence can 
have a significant effect on pregnancy-related outcom

es 
and ongoing health outcom

es in general. Integration 
of tobacco cessation services into reproductive health 
program

m
es is strongly recom

m
ended in the W

HO 
Recom

m
endations for the Prevention and M

anagem
ent 

of Tobacco use and Second-hand Sm
oke Exposure in 

Pregnancy (42). These guidelines state that health care 
providers should routinely offer advice to current tobacco 
users and recent tobacco quitters, as w

ell as provide 
inform

ation to expectant m
others and, w

here possible, 
their partners or other household m

em
bers about the 

harm
s of second-hand sm

oke.

(potentially rare) contact w
ith the health 

system
. 

Countries should also consider leveraging 
existing infrastructure to provide w

ide-
reach intensive behavioural support for 
tobacco users. M

any countries have 
existing call centres, substance abuse or 
other health-related hotlines that can be 
expanded to provide tobacco quit line 
services.

Provide com
prehensive tobacco 

cessation support and treatm
ent 

w
hen resources allow

The cost and effectiveness of different 
cessation approaches vary, and therefore 
the affordability of the different 
approaches varies across low

-, m
iddle- 

and high-incom
e countries. Overall, 

alm
ost all population-level behavioural 

interventions are globally affordable, w
hile 

intensive face-to-face therapy is affordable 
for m

iddle- and high-incom
e countries 

(33). If resources allow
, countries should 

provide tobacco users w
ith the highest 

level of support to facilitate a successful 
quit attem

pt. Countries m
ay follow

 a 
stepw

ise approach to develop their 
tobacco cessation support system

s.

Com
bining behavioural and 

pharm
acological interventions is the 

m
ost effective w

ay to quit, but uptake 
of interventions also relies on people’s 
preferences, w

hich is likely to vary across 
different social and cultural contexts. 
Tobacco users m

ay prefer using m
ultiple 

tobacco cessation interventions, including 
health education m

aterials, advice 
from

 health professionals, counselling 
(individual, group, or telephone), 
pharm

acological therapy and other 
cessation services via text m

essaging or 
online tools (43, 44). Providing a diverse 
range of tobacco cessation support 
options, as often as possible, is also 
im

portant to ensure m
axim

al uptake and 
effectiveness. 
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Tobacco cessation 
interventions: challenges 
and solutions 

A
bout 30%

 of the w
orld’s 

population have access to 
appropriate tobacco cessation 
services 
Ensuring cessation interventions reach 
the people w

ho need them
 is a significant 

challenge. Currently, about 30%
 of 

the w
orld’s population have access to 

appropriate tobacco cessation services 
(16). A recent study using Global Adult 
Tobacco Survey (GATS) data from

 low
- and 

m
iddle-incom

e countries show
s that few

er 
than 50%

 of sm
okers w

ho interacted 
w

ith a health care provider in the prior 
12 m

onths w
ere screened for tobacco use 

or advised to quit (45). This represents 
a drastic m

issed opportunity to reach a 
large num

ber of tobacco users. The im
pact 

of an intervention largely depends on 
both effectiveness and reach. So, finding 
practical w

ays to reach as m
any tobacco 

users as possible is key to achieving the 
im

pact that tobacco cessation support 

rates and act as a cost-effective m
arketing 

strategy to m
otivate large num

bers of 
sm

okers to call a telephone quit line for 
quitting assistance (47, 48)

The effi
cacy and cost-

effectiveness of cessation 
program

m
es should be better 

recognized 
Tobacco control policies are, in general, 
highly cost-effective. Policies such as 
raising tobacco taxes can have a large 
im

pact w
ith relatively few

 associated 
costs. In com

parison, tobacco cessation 
program

m
es carry costs such as the staff 

tim
e needed to provide brief advice; 

funding for NRTs and m
edications; and 

the em
ploym

ent of quit line counsellors. 
How

ever, tobacco cessation program
m

es 
are highly cost-effective relative to other 
health system

s activities and clinical 
interventions. The cost-effectiveness of 
quit lines and brief advice program

m
es 

com
bined is com

parable to that of breast 
cancer screening (49).

IN
TERVEN

TIO
N

AVERAG
E CO

ST-EFFECTIVEN
ESS IN
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W
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M
E 
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TRIES 

AVERAG
E CO

ST-EFFECTIVEN
ESS 

IN
 UPPER-M

ID
D

LE- AN
D

 HIG
H-

IN
CO

M
E CO

UN
TRIES

Provision of cost-covered, 
effective and population-w

ide 
support (including brief advice, 
national toll-free quit line 
services) for tobacco cessation 
to all those w

ho w
ant to quit, 

provided at 95%
 coverage

Very high
High

Screening w
ith m

am
m

ography 
(once every 2 years for w

om
en 

aged 50–69 years) linked to 
tim

ely diagnosis w
ith pathology, 

staging, treatm
ent w

ith surgery 
+/- system

ic therapy (endocrine 
therapy or chem

otherapy) and 
m

anagem
ent of treatm

ent-
related toxicities

Very high
High

Source: W
HO NCD Global Action Plan (28).

Tobacco cessation interventions 
should be responsive to 
vulnerable groups of people  
Cessation support system

s are m
ore 

effective if they account for and address 
the different social norm

s driving tobacco 
consum

ption as w
ell as the difficulties 

associated w
ith quitting tobacco use. The 

social context of tobacco users, such as 
gender, age, m

ental health status, and 
language and culture can deeply influence 
an individual’s experience w

ith tobacco, 
including quitting. For exam

ple, evidence 
gathered from

 efficacy and effectiveness 
trials suggests that w

om
en m

ay find 
it m

ore difficult to achieve long-term
 

abstinence than m
en. An understanding 

of the m
any factors that interact w

ith 
gender and sex (including psychological, 
biological, pharm

acological, social, 
environm

ental and cultural factors) and 
how

 they relate to cessation w
ill likely help 

to design better cessation interventions 
that address these differences (50). 

There are also clear cases w
here lack 

of attention to particular social factors 

and contexts can decrease the chance of 
quitting. For exam

ple, in som
e countries 

fem
ales are less likely to be asked about 

their tobacco use status and less likely 
to be offered brief advice at prim

ary 
care services, w

hich m
ay reflect health 

w
orkers’ expectations of w

om
en and 

gender stereotypes (51). Ensuring that 
cessation initiatives are accessible and 
applicable to w

om
en, as w

ell as youth, 
those w

ith m
ental illness, m

inority ethnic 
groups speaking different languages, 
and other vulnerable groups can im

prove 
the reach and effectiveness of cessation 
policies.

Few
 countries carry out regular 

m
onitoring and evaluation that 

helps them
 im

prove tobacco 
cessation services
Evidence is key to providing the rationale 
for decision-m

akers to im
plem

ent 
tobacco control policies and im

prove 
health services. Although a great deal 
of evidence on the efficacy of tobacco 
cessation interventions is available, few

 
countries carry out regular m

onitoring and 

evaluation that helps them
 understand the 

quality, effectiveness, reach, im
pact and 

cost of their tobacco cessation services. 
Lack of inform

ation show
ing the progress 

and outcom
e of tobacco cessation 

services at national level m
ay prevent the 

identification of priority areas, quality 
im

provem
ent and further investm

ent in 
tobacco cessation services. 

Com
m

itm
ent to tobacco cessation 

m
ust be strengthened in m

any 
countries
M

any countries still have no national 
tobacco cessation strategy. Only a few

 
countries have dedicated personnel or 
clearly identified budgets for cessation 
program

m
es (52). Health care system

s 
should assum

e prim
ary responsibility 

for im
plem

enting tobacco cessation 
program

m
es,(37) but cessation support 

incorporated into prim
ary care services 

that provides tobacco users w
ith the 

resources to quit is still not w
idespread, 

and is especially rare in low
-incom

e 
countries. 

PRO
PO

RTIO
N
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High-incom
e

M
iddle-incom

e
Low

-incom
e

% of countries cost-covering cessation
support in primary care facilities

can potentially have on reducing the 
prevalence of tobacco use in a country.

M
any countries do not cover 

the costs of tobacco cessation 
services for those using them

 
Asking tobacco users to pay for tobacco 
cessation services (such as quit lines 
and m

edications) has proven to be a 
m

ajor barrier to service uptake, even in 
high-incom

e countries. Although m
ost 

countries m
ake NRT available w

ithout 
the need for m

edical assessm
ent or 

prescription, the cost of purchase m
ay 

lim
it access, especially for people on low

 
incom

es (46). Not all cost-coverage or 
insurance m

echanism
s cover NRTs and 

even w
hen they do, som

e barriers exist 
w

here cost-coverage is available. For 
exam

ple, it m
ay be that prescriptions by 

certain health professionals, like dentists 
(w

ho can be trained in brief advice), are 
not eligible for reim

bursem
ent. It is critical 

for countries to cover the costs of tobacco 
cessation support for their tobacco users.
Research in New

 York City dem
onstrates 

that offering free NRT can increase quit 

CESSATIO
N

 IN
TERVEN

TIO
N

S ARE CO
ST-EFFECTIVE
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E-cigarettes and other products 
m

arketed as “cessation aids”
In recent years the tobacco industry (and 
other non-tobacco com

m
ercial actors, 

such as those m
anufacturing e-cigarettes) 

has introduced a w
ide array of products, 

the m
ajority of w

hich sim
ulate the act of 

sm
oking w

hile typically delivering nicotine. 
There are currently three broad categories 
of these products:

Heated tobacco products (HTPs) are 
tobacco products that produce aerosols 
containing nicotine and toxic chem

icals 
upon heating of the tobacco or activation 
of a device containing the tobacco.  These 
aerosols are inhaled by users during a 
process of sucking or sm

oking involving a 
device. They contain the highly addictive 
substance nicotine,  non-tobacco additives 
and are often flavoured. The tobacco 
m

ay be in the form
 of specially designed 

cigarettes (e.g. “heat sticks”, “Neo 
sticks”) or pods or plugs.
 Electronic nicotine delivery system

s 
(EN

D
S)  are devices that heat a liquid to 

create an aerosol that is inhaled by the 
user. The liquid contains nicotine (but not 

tobacco) and other chem
icals that m

ay be 
toxic to people’s health.

Electronic non-nicotine delivery system
s 

(EN
N

D
S)  are sim

ilar to ENDS but the 
heated solution delivered as an aerosol 
through the device does not generally 
contain nicotine.

These products are aggressively m
arketed 

or prom
oted as cleaner alternatives to 

conventional cigarettes, as sm
oking 

cessation aids, or as “reduced risk” 
products. They have proliferated in several 
m

arkets around the globe and present 
a unique challenge to regulators. W

hile 
som

e of these products have low
er 

em
issions than conventional cigarettes, 

they are not risk free, and the long-
term

 im
pact on health and m

ortality is 
as-yet unknow

n. There is insufficient 
independent evidence to support the 
use of these products as a population-
level tobacco cessation intervention to 
help people quit conventional tobacco 
use. HTPs contain tobacco, and the use 
of these products constitutes tobacco 
use, thereby contributing to the burden 
of tobacco in countries w

here they are 

sold. In addition, the available evidence 
does not support the tobacco industry’s 
claim

 that these products are less harm
ful 

relative to conventional tobacco products 
(53, 54). 

There rem
ains a great deal of uncertainty 

surrounding the potential toxicity of ENDS. 
Although som

e have been show
n to 

help sm
okers quit conventional sm

oking 
under certain conditions, w

hen used as 
NRTs (55, 56) the scientific evidence is 
inconclusive (57–59). There have only 
been a lim

ited num
ber of random

ized 
control trials and longitudinal studies 
investigating the role of ENDS as potential 
cessation aids offered to a population, and 
their conclusions are equivocal (57, 59). 

Tw
o review

s, in 2016 and 2017, 
established that no credible conclusions 
could be draw

n from
 the available studies 

(57, 59). This is consistent w
ith the 

conclusion of the National Academ
y of 

Sciences in its 2018 review
 of evidence 

on ENDS (referred to as e-cigarettes 
in this and the subsequent reports), in 
w

hich it stated that “overall, there is 
lim

ited evidence that e-cigarettes m
ay 

G
iven the scarcity and low

 quality of scientifi
c 

evidence, it cannot be determ
ined w

hether EN
D

S 
m

ay help m
ost sm

okers to quit or prevent them
 

from
 doing so (FCTC/CO

P7/11).

be effective aids to prom
ote sm

oking 
cessation” (60).

By contrast, a random
ized control trial of 

e-cigarettes versus nicotine replacem
ent 

therapy concluded that “e-cigarettes w
ere 

m
ore effective for sm

oking cessation 
than nicotine replacem

ent therapy w
hen 

both products w
ere accom

panied by 
behavioural support” (61). How

ever, the 
study has several lim

itations and any 
consideration of the results m

ust be done 
w

ith caution. For exam
ple, although 

those w
ho w

ere assigned e-cigarettes 
w

ere m
ore likely to abstain from

 using 
traditional cigarettes as com

pared to 
those w

ho w
ere assigned NRT, 80%

 of 
the e-cigarette user group continued 
to use e-cigarettes one year after the 
study started. This is com

pared to a very 
sm

all percentage of people in the NRT 
arm

 of the study w
ho continued to use 

NRTs. In m
ost countries w

here they are 
available, the m

ajority of e-cigarette 
users continue to use e-cigarettes and 
cigarettes concurrently, w

hich has little 
to no beneficial im

pact on health risk and 
effects (62).

At the sam
e tim

e, som
e review

s have 
also suggested that e-cigarettes could 
in fact hinder sm

oking cessation (63). 
Further, beyond the scope of cessation, 
novel and em

erging tobacco and nicotine 
products are increasingly being taken 
up by never users of tobacco (64). These 
products therefore play an im

portant 
role in expanding the m

arket of nicotine 
users, w

ith a high associated risk for 
addiction, particularly am

ong children and 
adolescents.  
 M

isinform
ation by the tobacco 

industry about e-cigarettes is a 
present and real threat
The scientific evidence on e-cigarettes 
as cessation aids is inconclusive and 
there is a lack of clarity as to w

hether 
these products have any role to play in 
sm

oking cessation. There are also real 
concerns about the risk they pose to 
non-sm

okers w
ho start to use them

, 
especially young people. Unlike the tried 
and tested nicotine and non-nicotine 
pharm

acotherapies that are know
n to help 

people quit tobacco use, W
HO does not 

endorse e-cigarettes as cessation aids. 

As ENDS are increasingly introduced to the 
m

arket, careful m
onitoring of cessation 

rates is vital. The possibility of tobacco 
industry interference in tobacco cessation 
efforts through m

isinform
ation about the 

potential benefits of these products – 
w

hich are presented as alternatives but in 
m

ost cases are com
plem

entary to the use 
of conventional tobacco products – is a 
present and real threat. 

This issue and other concerns surrounding 
ENDS and HTPs are discussed in further 
detail in the follow

ing sections of this 
report.

M
axim

izing cessation efforts

G
overnm

ents should m
ake 

greater political and fi
nancial 

com
m

itm
ents to prom

ote tobacco 
cessation
Im

plem
enting tobacco cessation 

m
easures can help significantly reduce the 

prevalence of tobacco use and save lives 
(65, 66). It is estim

ated that if tobacco 
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cessation m
easures had been adopted 

at the highest level of achievem
ent in 14 

countries betw
een 2007 and 2014, 1.5 

m
illion lives could have been saved (19). If 

the tobacco-related global NCD and SDG 
targets are to be achieved, governm

ents 
need to rank tobacco cessation as an 
im

portant public health priority and 
invest in it accordingly. Article 14 of the 
W

HO FCTC identifies a blueprint for 
m

ore assertive support for cessation. Key 
recom

m
endations include the follow

ing 
activities.
 Prom

ote tobacco cessation 
support as part of a 
com

prehensive tobacco control 
program

m
e

Cessation program
m

es are m
ore effective 

w
hen they are part of a com

prehensive 
tobacco control program

m
e. Countries 

should accelerate full im
plem

entation of 
the W

HO FCTC, including the provisions 
in Article 14, w

hich relates to tobacco 
cessation and treatm

ent. 

Recognize tobacco cessation 
support as an essential 
com

ponent of universal health 
coverage
Helping tobacco users to quit is one of the 
m

ost cost-effective preventive services 
in prim

ary care. W
HO recom

m
ends 

tobacco cessation as one of the essential 
noncom

m
unicable disease interventions 

for prim
ary care in low

-resource 
settings (W

HO PEN: https://w
w

w
.w

ho.
int/ncds/m

anagem
ent/pen_tools/en/) 

because of its im
portance in prevention 

and m
anagem

ent of NCDs such as 
cardiovascular diseases, cancer, chronic 
respiratory diseases and diabetes. 
Countries should include tobacco 
cessation support in their universal health 
coverage intervention package in order 
to provide people-centred health services 
in prim

ary care. At a m
inim

um
, countries 

should ensure that health care w
orkers 

are trained to offer brief advice as part 
of all existing health care program

m
es in 

prim
ary care and m

ake the docum
entation 

of tobacco use m
andatory in patients’ 

m
edical records. Training in tobacco 

cessation should be part of all health care 
professional training curricula and part of 
a m

andatory training program
m

e across 
health care professions. Training health 
care w

orkers to routinely deliver brief 
advice can be achieved through a one-day 
w

orkshop or even using an online training 
course. To assist countries in their efforts 
to integrate brief advice into prim

ary care, 
W

HO has developed a com
prehensive 

training package, Strengthening health 
system

s for treating tobacco dependence 
in prim

ary care (67), and an e-Learning 
course, Training for prim

ary care providers: 
brief tobacco interventions (available at 
https://w

w
w

.w
ho.int/tobacco/quitting/

training-for-prim
ary-care-providers/en/), 

w
hich are accessible to anyone free of 

charge.

Earm
arking tobacco taxes for cessation: an innovative 

program
m

e in Thailand

Funded by revenue from
 tobacco and alcohol 

excise taxes, the Thai Health Prom
otion Foundation 

(ThaiHealth) has supported several sm
oking cessation 

projects. For exam
ple, it has continuously funded the 

National Tobacco Quit Line since 2009, treating up to 
22,000 sm

okers a year w
ith a success rate of 33%

 (70). 
Since 2016 it has funded the M

inistry of Public Health to 
im

prove tobacco cessation services in all its hospitals. 

ThaiHealth – together w
ith the M

inistry of Public Health 
and all other stakeholders – has also created and 
launched a project called “Three m

illion sm
oking quitters 

in three years”. This project, w
hich started in June 2016 

and w
hich finished at the end of M

ay 2019, encouraged 
the M

inistry of Public Health’s 1 m
illion village volunteers 

in the health service system
 to help one sm

oker per year 
successfully quit sm

oking for at least 6 m
onths (through 

asking people to give up com
pletely at the com

m
unity 

level and/or referring them
 for support from

 the 
M

inistry’s tobacco cessation services if needed). 

If successful, this project w
ill get 1 m

illion people to 
quit each year, totaling 3 m

illion quitters in 3 years. In 
Novem

ber 2018 the M
inister of Public Health announced 

that the project w
ill be one of the indicators used to 

evaluate the perform
ance of all high-level m

inistry 
adm

inistrators – an announcem
ent that spurred the 

project to redouble its efforts. The M
inistry announced in 

January 2019 that about 1.7 m
illion sm

okers had started 
to quit tobacco w

ith the program
m

e. 

Establish a sustainable source 
of funding for tobacco cessation 
support
The strengthening or creation of national 
infrastructure to prom

ote and provide 
tobacco cessation support and services 
requires both financial and technical 
resources, so it is essential to identify a 
sustainable funding source. Countries 
should consider placing the cost of 
tobacco cessation support on the tobacco 
industry and other retailers through 
m

easures such as designated tobacco 
taxes; tobacco m

anufacturing and/or 
im

port licence fees; a tobacco-selling 
licence for distributors and retailers; and 
noncom

pliance fees levied on the tobacco 
industry and retailers.

O
ffering a level of reim

bursem
ent or 

financial incentive can have a significant 
im

pact on both the uptake of cessation 
treatm

ent as w
ell as the likelihood of 

patients adhering to the treatm
ent (68). 

Interventions that reduce the cost of 
cessation treatm

ent to sm
okers not only 

increase the num
ber of people w

ho 
attem

pt to quit, but also increase the 
likelihood of their success in quitting (69).

Prom
ote public-private 

partnerships and engage 
different stakeholders 
It is essential that governm

ents and 
nongovernm

ental organizations 
w

ork in partnership to accelerate the 
im

plem
entation of cessation m

easures 
and curb the harm

s of tobacco use. The 
public-private partnerships (w

hich exclude 
the tobacco industry and its funded 
foundations) could extend the depth and 
breadth of funding and tobacco cessation 
services to be offered in countries. For 
exam

ple, m
any national or provincial 

quit lines are resourced by a com
bination 

of governm
ental and nongovernm

ental 
funding. Private insurers and em

ployers 
can also offer incentives (such as reduced 
insurance prem

ium
s or access to em

ployee 
benefits) to help m

otivate successful use 
of cessation services, given the reduction 
in health care costs and im

provem
ents 

in productivity that can be expected 
follow

ing cessation of tobacco use.

Prioritize population-level 
tobacco cessation approaches 
Resources are finite. In order for tobacco 
cessation interventions to reach as m

any 
tobacco users as possible at the low

est 
achievable cost and have the m

ost im
pact, 

governm
ents should prioritize population-

w
ide tobacco cessation approaches and 

consider adopting the three population-
w

ide approaches as recom
m

ended by 
W

HO Global Noncom
m

unicable Disease 
Action Plan 2013–2020: integrating 
brief advice into prim

ary care, providing 
national toll-free quit line services, and 
m

aking m
Cessation support available.

Em
brace innovative approaches 

to im
prove the reach of tobacco 

cessation interventions 
An im

portant aspect of SDG 9 on 
industry, innovation and infrastructure is 
the recognized need for people to have 
adequate access to inform

ation and 
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and w
earable technology for exam

ple, 
can help to bring about m

ajor im
pacts 

on reducing prevalence of tobacco use 
globally.

Build effective com
m

unication 
strategies
Public aw

areness cam
paigns should be 

designed to m
ake clear the efficiency and 

cost-effectiveness of tobacco cessation 
interventions am

ong the general public 
and the tobacco control com

m
unity. 

It is also essential to build effective 
com

m
unication that inform

s people about 
the different form

s of support available, 
and w

here to access it. Consistent 
m

essages from
 health care professionals 

carries w
eight. Cam

paigns should be 

carefully designed to target specific 
audiences in different contexts so they 
m

axim
ize understanding and gain the 

popular support needed for success.

M
onitor and evaluate all 

tobacco cessation strategies and 
program

m
es

M
onitoring and evaluation are essential to 

ensure that the best m
eans are em

ployed 
to form

ulate evidence-based and cost-
effective tobacco cessation interventions 
that help users quit tobacco. The ability to 
learn from

 the experiences of developing 
and im

plem
enting tobacco cessation 

program
m

es has been ham
pered by the 

lim
ited availability and quality of data, 

especially in low
- and m

iddle-incom
e 

countries. Countries should continue to 
m

onitor and evaluate current tobacco 
cessation strategies and program

m
es, 

including process and outcom
e m

easures, 
to observe trends and im

pacts over 
tim

e. Building close collaborations w
ith 

academ
ic institutions, national statistics 

offices, nongovernm
ental organizations 

and other stakeholders w
ill help to 

develop appropriate m
onitoring and 

evaluation m
ethods, and to design 

stronger and m
ore tailored services.

M
aintain caution w

here novel and 
em

erging tobacco and nicotine 
products are concerned
Policy action and health interventions 
should be based upon robust scientific 
evidence. W

here evidence is not 
sufficiently available on the potential 

harm
s of new

 products, countries m
ust 

m
aintain caution by ensuring that 

legislation is up-to-date and sufficiently 
protective of population health.

services. Em
erging technologies m

ust be 
harnessed to ensure that populations have 
access to inform

ation about the dangers 
of tobacco use through popular forum

s 
such as social m

edia; in addition, the 
further developm

ent of interventions using 
m

obile phones and other digital platform
s 

should continue.

Research and developm
ent into innovative 

w
ays to utilize such advances as m

obile 
technologies and artificial intelligence in 
cessation interventions should also be 
encouraged. W

e currently know
 w

hat 
interventions w

ork but they do not yet 
reach a sufficient num

ber of tobacco 
users. Increasing the reach and access 
to cessation services, through m

Health 

It is essential that governm
ents and 

nongovernm
ental organizations w

ork in partnership 
to accelerate the im

plem
entation of cessation 

m
easures and curb the harm

s of tobacco use.
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Heated tobacco products

Heated tobacco products 
contain tobacco 

Heated tobacco products (HTPs) are 
tobacco products that produce aerosols 
containing nicotine and toxic chem

icals 
upon heating of the tobacco or activation 
of a device containing the tobacco. These 
aerosols are inhaled by users during a 
process of sucking or sm

oking involving a 
device. They contain the highly addictive 
substance nicotine,  non-tobacco additives 
and are often flavoured. The tobacco 
m

ay be in the form
 of specially designed 

cigarettes (e.g. “heat sticks”, “Neo 
sticks”) or pods or plugs.

HTPs differ not only to conventional 
cigarettes, but also to electronic nicotine 
delivery system

s (ENDS, som
e of w

hich 
are called e-cigarettes), as ENDS do not 

contain tobacco, but rather a nicotine 
solution. These boundaries, how

ever, 
are increasingly difficult to define. Today 
there is a grow

ing presence of em
erging 

“hybrid” tobacco products that contain 
both nicotine solution and tobacco.  

Exam
ples of HTPs include IQOS from

 Philip 
M

orris International (PM
I), Ploom

 TECH 
from

 Japan Tobacco International (JTI), Glo 
from

 British Am
erican Tobacco (BAT) and 

PAX from
 PAX Labs. 

The evidence on HTPs is 
inconclusive

W
hile HTP technology has been around 

since the 1980s, new
 generations of 

products that have becom
e popular in 

the past 5 years have different features 

and operating m
echanism

s to earlier 
versions. This m

eans that although 
research has been conducted on HTPs 
since their em

ergence, conclusions on 
earlier products cannot be applied to later 
ones. Given that the new

er generations 
of products have not been on the m

arket 
for long enough, evidence on their health 
im

pacts is sparse. Further, m
uch of the 

existing science on HTPs is industry-
generated, and thus potentially w

eakened 
by bias arising from

 a conflict of interest.

HTPs should be regulated as 
a tobacco product

Currently, HTPs are available in m
ore than 

40 countries. W
hile they are banned in 

few
 countries, there is significant variation 

in how
 they are regulated in others.

M
any factors affect a country’s ability 

to control and regulate the use of 
HTPs, including national regulatory 
pow

ers, enforcem
ent capacity regulatory 

fram
ew

orks, country capacity and tobacco 
industry interference. 

A
s w

ith other tobacco 
products, M

PO
W

ER m
easures 

apply to HTPs

HTPs are tobacco products. This m
eans 

that Parties’ obligations under the W
HO 

FCTC apply to HTPs in the sam
e w

ay as 
they apply to conventional cigarettes. 
M

POW
ER m

easures help W
HO M

em
ber 

States to im
plem

ent the dem
and reduction 

articles of the W
HO FCTC and are equally 

applicable to HTPs as they are to other 
tobacco products. This is w

ell articulated 

Q
UESTIO

N
SUM

M
ARY O

F THE EVID
EN

CE

D
o HTPs contain harm

ful 
chem

icals?
From

 available evidence w
e know

 that m
any of the harm

ful chem
icals that are 

generated by HTPs are sim
ilar to those generated by conventional cigarettes, 

but generally at low
er levels  (71, 72).  How

ever, there is also som
e evidence 

that there are new
 chem

icals in HTPs that are not present in the em
issions of 

conventional cigarettes, and w
hich could have som

e degree of toxicity and 
associated harm

 (53).    

Are HTPs less harm
ful than 

cigarettes?
To date, the available evidence dem

onstrates that exposure to harm
ful and 

potentially harm
ful chem

icals from
 these products m

ay be low
er relative to 

cigarettes (73) (but higher com
pared to electronic nicotine delivery system

s 
(ENDS), see next section). How

ever, the evidence does not show
 that these 

products w
ill reduce tobacco-related diseases, or that they are exclusively 

used as substitutes for cigarettes. If they attract users w
ho w

ere not previously 
tobacco users, their overall im

pact on health w
ould be negative. 

Are HTPs useful as a cessation aid?
HTPs are tobacco products and therefore, even if a tobacco user converts from

 
the use of conventional cigarettes to HTPs, this w

ould not constitute cessation. 
Claim

s that sm
okers sw

itch from
 conventional cigarettes to exclusive use of 

HTPs are unsubstantiated (74). Further independent studies are needed to 
gather m

ore inform
ation and inform

 policy options.  

in W
HO’s inform

ation sheet on heated 
tobacco products, w

hich provides 
guidance on how

 these products should 
be regulated (75), as w

ell as Decision 
FCTC/COP8(22) for novel and em

erging 
tobacco products.   

HTP m
arketing m

ust be 
closely m

onitored and 
regulated
 The m

arketing of HTPs is one of the 
biggest challenges to tobacco control 
efforts. Products are w

idely prom
oted 

using m
essages that explicitly or im

plicitly 
claim

 they are safer and less toxic 
alternatives to conventional cigarettes 
(53). M

anufacturers exploit the lack of 
clear consensus on the specific form

s 
of harm

 caused by HTPs to confuse 

consum
ers and evade existing regulation 

and avoid the introduction of regulations 
that cover these products. 
 For exam

ple, w
hile HTPs are w

idely 
m

arketed as safer alternatives for 
sm

okers, m
anufacturers are generally 

careful to qualify their claim
s or include 

a w
aiver (76). One claim

 often m
ade 

by m
anufacturers is that the aerosol 

produced from
 HTPs contains low

er 
quantities of harm

ful constituents than 
cigarette sm

oke and are therefore less 
harm

ful to health (76).  How
ever, phrases 

such as “likely to cause less harm
” or 

“w
ith potential to cause less harm

” do not 
m

ean this dem
onstrates reduced risk. 
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n
	

HTPs contain tobacco and should be regulated like tobacco products.

n
	

HTPs produce toxic em
issions, m

any of w
hich are sim

ilar to toxicants found in cigarette sm
oke.

n
	

HTP users are exposed to toxic em
issions from

 the products, and bystanders could also be exposed to these toxic second-
hand em

issions.

n
	

Although the levels of several toxicants in HTPs are low
er than those found in conventional cigarettes, the levels of 

others are higher. A low
er level of som

e toxicants does not necessarily m
ean a reduction in health risk.

n
	

HTPs contain nicotine. Nicotine is highly addictive and linked to health harm
s, particularly in children, pregnant w

om
en 

and adolescents.

n
	

The long-term
 health im

pacts of HTP use and exposure to their em
issions rem

ain unknow
n. There is currently insufficient 

independent evidence on the relative and absolute risk. Independent studies are needed to determ
ine the health risk 

they pose to users and bystanders.

Key inform
ation and recom

m
endations for countries

H
eated tobacco products (H

TPs) 
are tobacco products. This m

eans 
that Parties’ obligations under 
the W

H
O

 FCTC apply to H
TPs in 

the sam
e w

ay as they apply to 
conventional cigarettes.

M
ost m

arketing of HTPs deliberately tries 
to position them

 as different to cigarettes. 
They are prom

oted as “sm
oke-free” 

through claim
s that the aerosols they 

produce are not sm
oke and that HTPs 

do not produce tar. This m
eans they are 

often m
arketed as a m

ore environm
entally 

friendly and socially acceptable alternative 
to cigarettes. In addition, HTPs are 
extensively prom

oted as m
odern, high-

tech and high-end lifestyle products, 
w

ith m
inim

alist designs, a presence 

in flagship stores, and high-profile 
product launches that portray them

 as 
attractive and harm

less luxury consum
er 

products. All of these efforts m
ake use of 

social positioning techniques that w
ere 

previously used to m
arket cigarettes, 

and w
hich are particularly effective in 

targeting young people.

Ultim
ately, in line w

ith W
HO guidance, 

all form
s of tobacco use are harm

ful, and 
this includes HTPs. Tobacco is inherently 
toxic and contains carcinogens, regardless 

of w
hether it is consum

ed as a sm
oked 

or sm
okeless product (75). Overall, given 

the inform
ation w

e have and the fact that 
these products contain tobacco, they m

ust 
be regulated as tobacco products. They 
should be subject to the sam

e policy and 
regulatory m

easures applied to all tobacco 
products, in line w

ith the W
HO FCTC.  
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Electronic nicotine delivery 
system

s
Electronic nicotine delivery 
system

s are diverse and 
increasingly available

Electronic nicotine delivery system
s (ENDS) 

are devices that heat a liquid to create an 
aerosol that is inhaled by the user. The 
liquid contains nicotine (but not tobacco) 
and other chem

icals that m
ay be toxic to 

people’s health.  

“ENDS” is an all-encom
passing term

 for 
m

ultiple product categories. The m
ost 

com
m

on ENDS are “electronic cigarettes”, 
also know

n as “e-cigarettes”, “vapes”, 
or “vape pens”. Other categories of 
ENDS include “e-hookahs”, “e-pipes” 
and “e-cigars”. Som

e of the products 
resem

ble their conventional tobacco 
counterparts: cigarettes, cigars, cigarillos, 
pipes or hookahs; others are shaped m

ore 
generically like pens, USB m

em
ory sticks, 

or basic cylinders. There are also different 
form

s of nicotine used in these products. 
Recently, nicotine salts have been used to 
deliver high levels of nicotine. The diversity 
of product groups has evolved over tim

e 
and according to different geographic 
and/or dem

ographic m
arkets.

There are other electronic, non-nicotine 
delivery system

s (ENNDS,) w
hich are 

essentially the sam
e as ENDS but the 

liquid used generally does not contain 
nicotine (although upon testing m

any 
“zero-nicotine” solutions are found 
to contain nicotine). This report only 
addresses ENDS and does not cover 
ENNDS. 
 Exam

ples of ENDS include Juul from
 Juul 

Labs, Vype from
 British Am

erican Tobacco, 
blu from

 Im
perial Brands.

Evidence on the health 
risks associated w

ith EN
D

S 
rem

ains inconclusive 
 W

HO has extensively review
ed and 

sum
m

arized the available evidence on 
ENDS and finds that the evidence to date 
is inconclusive. It is im

portant to note that 
ENDS are a diverse group of products, 
containing a w

ide variety of nicotine 
dosages, flavours, and em

issions.  
 As a result, the unique characteristics 
of a particular type of ENDS – such as 
chem

ical content, heat source or how
 and 

w
here it is used – w

ill play a m
ajor role 

in its effects on people’s health.  A m
ore 

robust determ
ination of the effects of 

ENDS w
ill require vigorous investigation 

into the health outcom
es of large cohorts 

of w
ell-characterized users over a longer 

period of tim
e.

Q
UESTIO

N
SUM

M
ARY O

F EVID
EN

CE

W
hat are the consequences of 

taking up EN
D

S use at a younger 
age?

Recent surveys in the United States of Am
erica (USA) and som

e European 
countries have show

n m
arked increases in ENDS use am

ongst youth  (77).  
Betw

een 2011 and 2018 in the USA, youth e-cigarette use rates have risen from
 

1.5%
 to a staggering 20.8%

 (78). Young people w
ho use ENDS are exposed 

to nicotine, w
hich can have long-term

 effects on the developing brain and 
there is a risk of nicotine addiction, given that tobacco product use is prim

arily 
established in adolescence (79).  Furtherm

ore, there is a grow
ing body of 

evidence in som
e settings that never-sm

oker m
inors w

ho use ENDS at least 
double their chance of starting to sm

oke cigarettes later in life (80, 81).

W
hat is the harm

 of EN
D

S relative 
to conventional cigarettes?  

ENDS’ aerosols are likely to be less toxic than cigarettes but there is insufficient 
evidence to quantify the precise level of risk associated w

ith them
 (82). Also, 

m
any factors w

ill im
pact on the relative risk associated w

ith their use. For 
exam

ple, the am
ount of nicotine and other toxicants in the heated liquid.

W
hat are the health effects 

associated w
ith EN

D
S?  

ENDS pose risks to users and non-users (82).  There is insufficient evidence 
to quantify this risk and the long-term

 effects of exposure to ENDS’ toxic 
em

issions are unknow
n (77, 82). In addition to risks associated w

ith em
issions 

of ENDS there are also risks of physical injury brought about by fires or 
explosions related to ENDS devices (83).

D
o EN

D
S help sm

okers quit 
tobacco?

As discussed in the background chapter on “O” – Offer help to quit, the 
scientific evidence regarding the effectiveness of ENDS as a sm

oking cessation 
aid is still being debated.  To date, in part due to the diversity of ENDS products 
and the low

 certainty surrounding m
any studies, the potential for ENDS to play 

a role as a population-level tobacco cessation intervention is unclear (57–59).

The potential im
pact of ENDS on public 

health has been heavily debated since 
their introduction to consum

er m
arkets 

12–15 years ago.  

EN
D

S are not harm
less and 

m
ust be regulated

 According to W
HO, M

em
ber States that 

have not banned ENDS should consider 
regulating them

 as harm
ful products, 

and governm
ents should im

plem
ent 

the regulatory m
easures for ENDS that 

they determ
ine are m

ost appropriate 
for their dom

estic context. This m
ay 

entail, for exam
ple, regulating ENDS as 

tobacco products, products im
itating 

tobacco, or as a specifically defined 
category. Although the specific level of 
risk associated w

ith ENDS has not yet 
been conclusively estim

ated, ENDS are 

undoubtedly harm
ful and should therefore 

be subject to regulation. 
 M

PO
W

ER m
easures can be 

applied to EN
D

S

Like any product that can cause harm
 and 

dam
age health, all ENDS products should 

be regulated and existing and effective 
policy toolkits, like M

POW
ER, can be 

applied productively to ENDS. Guidance 
provided by the W

HO report to the 2014 
Conference of the Parties (FCTC/COP/6/10 
Rev.1) is outlined in the follow

ing box (82).
 

(a)  im
pede ENDS prom

otion to and uptake 
by non-sm

okers, pregnant w
om

en and 
youth;

(b)  m
inim

ize potential health risks to ENDS 
users and non-users;

(c)  
prohibit unproven health claim

s from
 

being m
ade about ENDS; and

(d)  protect existing tobacco-control efforts 
from

 com
m

ercial and other vested 
interests of the tobacco industry.

EN
D

S regulation 
should:
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M
Governm

ents are recom
m

ended to use their existing tobacco surveillance and 
m

onitoring system
s to assess developm

ents in ENDS use, disaggregated by im
portant 

factors such as sex and age.

P
ENDS users should be legally banned from

 using ENDS indoors, especially w
here 

sm
oking is banned, until exhaled vapour is proven to be not harm

ful to bystanders and 
reasonable evidence exists that sm

oke-free policy enforcem
ent is not underm

ined. This 
is because there is a reasonable expectation on the part of bystanders that there is not 
a “dim

inished risk” in com
parison to exposure to second-hand sm

oke, but rather “no 
risk increase” from

 any product in the air they breathe. 

O
The evidence on the use of ENDS as a potential cessation aid is still being debated. 
Som

e evidence has suggested ENDS m
ay w

ork as a cessation aid for som
e people. 

How
ever, the evidence required to support the role of ENDS as an intervention at 

population scale is lim
ited. ENDS should therefore not be prom

oted as a cessation aid 
until adequate evidence is com

piled on specific types of ENDS products and the public 
health com

m
unity can agree upon the effectiveness of those specific products.

W
ENDS health w

arnings should be com
m

ensurate w
ith proven health risks. In this regard, 

the follow
ing risk w

arnings could be considered: potential nicotine addiction; potential 
respiratory, eyes, nose and throat irritant effect; potential cardiovascular risk; potential 
adverse effect on pregnancy (due to nicotine exposure).

E

Given that the sam
e prom

otional elem
ents that m

ake ENDS attractive to adult sm
okers 

could m
ake them

 attractive to children and non-sm
okers, contem

plate putting in place 
an effective restriction on ENDS advertising, prom

otion and sponsorship. Any form
s 

of ENDS advertising, prom
otion and sponsorship m

ust be regulated by an appropriate 
governm

ental body. If this is not possible, an outright ban on ENDS advertising, 
prom

otion and sponsorship is preferable. Further recom
m

endations on the regulation 
of advertising, prom

otion and sponsorship of ENDS can be found in FCTC/COP/6/10 
Rev.1(82).

R
W

hile they are generally less toxic than tobacco cigarettes, ENDS still carry health 
risks. The existing evidence show

s that ENDS aerosol is not m
erely “w

ater vapour” as 
is often claim

ed in the m
arketing for these products. ENDS use poses serious threats 

to adolescents and fetuses. In addition, it increases exposure of non-sm
okers and 

bystanders to nicotine and a num
ber of toxicants. Taxes should therefore be applied to 

these products in line w
ith national standards to prevent uptake, particularly by young 

people.  

EN
D

S have the potential to 
underm

ine tobacco control 
efforts

There are a num
ber of challenges 

associated w
ith regulating ENDS, w

hich 
are often cited as “reduced harm

”, 
“reduced risk”, or “clean alternatives” 
com

pared to conventional tobacco 
products. Because of these claim

s there 
are a num

ber of consequences to public 
health and tobacco control. For instance, 
public health officials are concerned by 
the possibility that these devices serve 
as a “gatew

ay” to conventional sm
oking 

am
ong young people. ENDS are heavily 

m
arketed tow

ards youth through the use 
of flavouring and prom

otional strategies. 
Apart from

 the know
n harm

ful effects of 
nicotine on the developing brain, nicotine 
is addictive and could lead people, 

particularly young people, to take up 
m

ore harm
ful form

s of nicotine or tobacco 
consum

ption. Further, by using flavourings 
and branding strategies that appeal to 
young people, the industries involved 
in the m

anufacture and m
arketing of 

ENDS are em
ploying tactics to expand 

their consum
er base under the guise of 

contributing to public health w
ork.  

ENDS products also have the potential 
to underm

ine existing tobacco control 
m

easures by, for instance, exem
pting 

these products from
 taxation or by 

allow
ing their use in sm

oke-free places.  
There is already significant confusion 
about (and conflation of) product 
categories. It can be very difficult to 
differentiate, for exam

ple, an ENDS 
product from

 an HTP.  This can be used to 
the advantage of the industry as is further 

discussed in the next chapter. Further, as 
ENDS and other novel products continue 
to evolve there is also the risk that they 
w

ill fall through regulatory gaps and 
loopholes.

Since W
HO’s initial evaluation of the 

evidence on the health risks of ENDS, 
their effectiveness in helping people quit 
sm

oking, and their im
pact on tobacco 

control, m
any additional articles have 

been published. How
ever, given the 

diverse nature of ENDS and the m
any 

advances in product developm
ent since 

research began, m
ore evidence is still 

needed to inform
 a conclusive statem

ent 
on their health im

pacts and potential as 
a cessation tool. Until then, there are a 
num

ber of unknow
n factors w

hich m
ean 

they cannot be safely recom
m

ended for 
consum

ption.

n
	

ENDS should be carefully and clearly defined in the legislation in order that countries can regulate ENDS effectively.

n
	

Countries often have the option of classifying ENDS as tobacco products. If this is possible then countries should ensure 
that existing tobacco control law

s adequately protect people from
 the potential harm

s of ENDS.

n
	

ENDS products m
ay serve as a gatew

ay to conventional sm
oking am

ong young people or the renorm
alization of sm

oking 
in society. 

n
	

Countries should apply bans on advertising and flavouring of products to deter use by young people.

n
	

Countries should consider introducing policies to force m
anufacturers to m

ake products unattractive to young people in 
order to discourage uptake, such as plain packaging.

Key inform
ation and recom

m
endations for countries

N
icotine is addictive and EN

D
S use could lead 

people, particularly young people, to take up 
m

ore harm
ful form

s of tobacco consum
ption.
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Tobacco industry interference: 
the greatest obstacle to reducing 
tobacco use
The tobacco industry has a long history 
of system

atic, aggressive, sustained and 
w

ell-resourced opposition to tobacco 
control m

easures (84), including efforts 
to subvert life-saving tobacco control 
m

easures. It does this by deploying a w
ide 

variety of tactics to obstruct, delay, w
eaken 

or underm
ine political com

m
itm

ents 
and tobacco control m

easures taken 
by countries at international, regional, 
national and subnational levels. W

hile 
som

e strategies are public and others 
m

ore covert (be they directed at 
governm

ents, the public, or the m
edia), 

all have the goal of w
eakening tobacco 

control.  

Blocking tobacco industry interference 
is critical to successfully addressing the 
global tobacco epidem

ic and decreasing 
the public health consequences of 
tobacco use. In 2011, the United 
Nations General Assem

bly recognized 
“the fundam

ental conflict of interest 
betw

een the tobacco industry and public 
health”(85). Recognizing this clear, 
irreconcilable conflict of interest, and 
despite ongoing attem

pts by the industry 
to position itself as a legitim

ate partner 
and stakeholder in tobacco control, Parties 
to the Convention m

ust com
ply w

ith their 
obligations under Article 5.3 of the W

HO 

FCTC, w
hich requires that:  “In setting and 

im
plem

enting their public health policies 
w

ith respect to tobacco control, Parties 
shall act to protect these policies from

 
com

m
ercial and other vested interests of 

the tobacco industry in accordance w
ith 

national law
”(1).

 

  
n

intim
idating governm

ents w
ith 

litigation or the threat of litigation; 
  
n

m
anipulating public opinion to gain 

the appearance of respectability. 

N
ew

 industry players 
continue to subvert tobacco 
control 

Just over a decade ago, ENDS and ENNDS 
entered the m

arket, w
ith the m

ost 
com

m
on prototype being e-cigarettes. At 

first these products w
ere predom

inantly 
developed and m

arketed by non-
tobacco com

panies such as Pax Labs, 
w

hich introduced JUUL (a popular ENDS 
product am

ong young people in the USA) 

Philip M
orris International-funded Foundation for a 

Sm
oke-Free W

orld

The Foundation for a Sm
oke Free W

orld is funded solely by tobacco giant Philip M
orris International (PM

I) w
ith a 

com
m

itm
ent of US$ 80 m

illion annually over 12 years (approxim
ately US$ 1 billion) (86). It is part of an ongoing industry 

strategy to influence the scientific and policy agendas. The Foundation funds research program
m

es and studies that 
are supportive of products m

arketed by PM
I and other producers as “reduced risk”, and offers funding to governm

ents, 
universities, UN agencies, other international bodies and the public health com

m
unity to encourage sm

okers to use such 
products, presum

ably in place of traditional cigarettes.  

In Septem
ber 2017 W

HO issued an official statem
ent indicating that it w

ill not partner w
ith the Foundation, and 

recom
m

ending that governm
ents and the public health com

m
unity follow

 this lead (87). The W
HO FCTC Secretariat has 

been sim
ilarly forthright in its rejection of the Foundation, stating in its W

HO Fram
ew

ork Convention on Tobacco Control 
Secretariat’s statem

ent on the launch of the Foundation for a Sm
oke-Free W

orld that it is a clear attem
pt to breach the 

W
HO FCTC by interfering in public policy “aim

ed at dam
aging the treaty’s im

plem
entation, particularly through the 

foundation’s contentious research program
m

es” (88).  

In 2019, the Foundation subsequently w
rote to M

em
bers of the W

HO Executive Board, urging W
HO to am

end its stance 
on the Foundation, and to “review

 and consider how
 best to w

ork w
ith the Foundation to facilitate a rapid reduction in 

the use of lethal cigarettes”. This proposal w
as rejected by the Director-General, w

ho reiterated W
HO’s position in its 

2017 statem
ent (89).

Tobacco industry 
interference takes m

any 
form

s 

Com
m

on general tactics em
ployed by 

the tobacco industry in opposing tobacco 
control include (16):

  
n

interfering w
ith political and 

legislative processes;
  
n

fabricating support through front 
groups;

  
n

influencing the scientific and policy 
agendas;

  
n

m
aking unproven claim

s and 
discrediting proven science; 

  
n

exaggerating the econom
ic 

im
portance of the industry; 

in 2015. Due to the success of these 
products, the tobacco industry has heavily 
invested in such m

arkets and diversified 
into m

anufacturing them
 alongside 

new
-generation tobacco products such 

as heated tobacco products (HTPs). In 
Decem

ber 2018, tobacco com
pany Altria 

acquired a 35%
 stake in JUUL for US$ 

13 billion. Other tobacco com
panies such 

as British Am
erican Tobacco and Japan 

Tobacco International also have significant 
investm

ent in such products (90).
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Philip M
orris’ “Unsm

oke” cam
paign: a case of sm

oke and 
m

irrors 

Stopping Tobacco O
rganizations and Products (STO

P)

Philip M
orris International (PM

I) is one of the w
orld’s largest 

cigarette m
anufacturers and a persistent opponent of tobacco 

control. Despite this, PM
I is attem

pting to position itself as a 
responsible public health partner, and to influence the tobacco 
control agenda. Part of this is PM

I’s “Unsm
oke” cam

paign, 
w

hich encourages people “w
ho don’t quit cigarettes” to 

“change to a better alternative”, in line w
ith PM

I’s goal 
to “replace cigarettes w

ith the sm
oke-free products w

e’re 
developing and selling”. The cam

paign underm
ines tobacco 

cessation initiatives by presenting an easy alternative to 
breaking a nicotine addiction, and by underm

ining successful 
tobacco control initiatives (w

hich have denorm
alized sm

oking 
in m

any countries) by portraying this form
 of tobacco use as 

socially acceptable.

PM
I refers to both its HTPs and ENDS as “sm

oke-free products”. 
This strategy creates confusion betw

een the product categories 
and prom

otes the industry claim
 that em

issions from
 HTPs and 

ENDS are not “sm
oke” (though em

issions from
 HTPs contain 

m
any of the toxic chem

icals found in cigarette sm
oke). The 

cam
paign also fails to acknow

ledge that the im
pact of short-

and long-term
 use is largely unknow

n, and that current science 
does not support claim

s of reduced risk of health harm
s from

 
HTPs. PM

I avoids saying the products are less harm
ful, but 

instead states that it “believes” these products “w
hile not risk 

free …
 have the potential to present less risk of harm

 than 
continued sm

oking”. 1

Through prom
otion and lobbying by PM

I and its front groups 
such as the Foundation for a Sm

oke Free W
orld, this cam

paign 
seeks to pressure governm

ents to allow
 these products into 

dom
estic m

arkets and exem
pt them

 from
 tobacco control 

regulation, in particular TAPS bans, taxes and sm
oke free law

s, 
thereby underm

ining tobacco control initiatives and w
eakening 

W
HO FCTC im

plem
entation.  

The tobacco industry is the single greatest barrier to reducing 
deaths caused by tobacco use. To perpetuate sales of its 
products, the industry needs the w

eakest possible regulatory 
environm

ent. In other w
ords, it needs to m

ake sure tobacco 
control policies do not com

e into effect or are rendered 
ineffective. The industry uses m

any strategies to accom
plish 

this goal.

In 2018, Bloom
berg Philanthropies established STOP (Stopping 

Tobacco Organizations and Products) – the first global tobacco 
industry w

atchdog. STOP’s m
ission is to expose the industry’s 

behaviour that underm
ines public health and to support 

efforts to counter industry interference in policy. STOP w
orks 

around the w
orld, w

ith a special focus on low
- and m

iddle-
incom

e countries w
here the industry is aggressively targeting 

com
m

unities and w
here the biggest populations are at risk 

of tobacco-related disease. STOP provides a platform
 for 

advocates, policy-m
akers and journalists to access the latest 

inform
ation on the tobacco industry – including exposés on 

abuses and tactics, analyses on industry behaviour and new
 

tools to fight industry interference. 
 STOP’s w

ork consists of:

n 
collecting data and investing in com

prehensive research;

n 
responding to policy-m

akers’ requests for help through a 
rapid response service;

n 
exposing and challenging the industry’s strategies by 
engaging w

ith local and international m
edia;

n 
collaborating across the tobacco control netw

ork and other 
sectors to ensure a com

prehensive approach to countering 
industry tactics.

In its first 6 m
onths, STOP galvanized support for W

HO from
 

m
ore than 279 organizations and individuals in 50 countries 

to publicly reject an approach for collaboration from
 a Philip 

M
orris International-funded foundation. STOP also exposed 

dozens of organizations from
 m

ore than 20 countries as 
industry allies that have w

orked to support tobacco-friendly 
policies. Policy-m

akers, advocates and journalists can search 
a public database for those groups in their countries and read 
the evidence that links them

 to the industry.

STOP is com
prised of a partnership betw

een The Tobacco 
Control Research Group at the University of Bath, The Global 
Center for Good Governance in Tobacco Control, The Union’s 
Departm

ent of Tobacco Control, and Vital Strategies. To learn 
m

ore, visit: exposetobacco.org.

Countering tobacco industry 
tactics

Com
m

itm
ent to countering industry 

interference is fundam
ental to successful 

im
plem

entation of effective tobacco 
control m

easures in accordance w
ith 

the W
HO FCTC – Article 5.3 of w

hich 
obliges Parties to act to protect public 
health policies from

 com
m

ercial and other 
vested interests of the tobacco industry in 
accordance w

ith national law. 

In 2008, the Conference of Parties (COP) 
to the W

HO FCTC adopted guidelines for 
the im

plem
entation of Article 5.3. The 

Guidelines w
ere developed based on both 

scientific evidence and the experiences 
of Parties (91). The purpose of the 
Guidelines is “to ensure that efforts to 
protect tobacco control from

 com
m

ercial 
and other vested interests of the tobacco 
industry are com

prehensive and effective”. 
They state clearly that governm

ents 
should lim

it interactions w
ith the tobacco 

industry and avoid partnerships w
ith it, 

and that governm
ents should not accept 

financial or other contributions from
 

the tobacco industry, or those w
orking 

to further its interests. The Guidelines 
continue to be instrum

ental in com
batting 

tobacco industry interference and should 

be applied to both conventional and 
em

erging tobacco m
arkets w

here, as 
already described, the tobacco industry 
attem

pts to present itself as a partner in 
tobacco control and harm

 reduction, w
hile 

sim
ultaneously blocking regulatory efforts. 

Effective governm
ent action to counter 

tobacco industry interference in cessation 
includes the follow

ing: 
  
n

Requiring disclosure of, and clearly 
com

m
unicating, funding sources for 

research institutions, academ
ics, and 

scientific studies to prevent unseen 
biases in science on w

hich policy 
m

ay be based, as w
ell as to clarify 

the m
otivations of nongovernm

ental 
organizations, business and trade 
associations, consum

er groups, think 
tanks, professional associations and 
others seeking involvem

ent or input 
in tobacco control policies.

  
n

Rejecting partnerships and non-
binding or non-enforceable 
agreem

ents w
ith the tobacco industry 

and those w
orking in its interests, 

including financial support and 
endorsem

ent of tobacco industry 
activities related to tobacco control.

  
n

Raising aw
areness about the know

n 
addictive and harm

ful properties 
of tobacco and nicotine-containing 
products, and about tobacco industry 

interference w
ith tobacco control 

policies.
  
n

Denorm
alizing and, to the extent 

possible, regulating and banning 
publicity around activities described 
as “socially responsible” by the 
tobacco industry.

  
n

Requiring that the tobacco industry is 
held accountable for m

isinform
ation 

presented in m
arketing cam

paigns.
  
n

Regulating HTPs as tobacco products 
in accordance w

ith the W
HO FCTC 

and regulating ENDS in accordance 
w

ith the relevant COP decisions 
(Decision FCTC/COP6 and Decision 
FCTC/COP7).

  
n

Requiring that inform
ation 

provided by the tobacco industry 
be transparent and accurate, w

ith 
regular, truthful, com

plete and precise 
inform

ation on tobacco industry 
activities. 

  
n

Effective conflict of interest policies in 
place and enforced for policy-m

akers 
and officials engaged in developing, 
im

plem
enting and enforcing tobacco 

control policy. 

Blocking tobacco industry interference is critical 
to successfully addressing the global tobacco 

epidem
ic and decreasing the public health 

consequences of tobacco use.

1  
See: https://w

w
w.pm

i.com
/glossary-section/glossary/sm

oke-free-products (accessed 04/06/2019)
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Industry tactics that interfere w
ith tobacco cessation

The tobacco industry has in recent years becom
e increasingly vocal in the prom

otion of products it claim
s can help people quit 

conventional sm
oking. These products, w

hich include HTPs, ENDS and ENNDS are often prom
oted by the industry as “reduced risk” 

(relative to cigarettes) and/or cessation products that can help tobacco users or sm
okers of conventional products to quit conventional 

sm
oking. Such activities have ram

ifications for genuine initiatives to assist tobacco cessation, as they have the potential to m
isinform

 
and m

islead consum
ers and confuse governm

ents. In this respect, the Guidelines for Im
plem

entation of Article 14 of the W
HO FCTC 

define the phrase “tobacco cessation” as “the process of stopping the use of any tobacco product, w
ith or w

ithout assistance”.

 M
aking unproven claim

s and influencing research
At the tim

e of w
riting, the evidence is insufficient to recom

m
end the use of ENDS as cessation devices at the population level. Existing 

studies have significant lim
itations, including selection bias, inadequate m

easures of exposure, and poor controls. M
oreover, a 

substantial am
ount of the available literature is funded by product m

anufacturers including in the tobacco industry, w
hose com

m
ercial 

interests pose an unavoidable conflict of interest (60).  

In the case of HTPs, because they are tobacco products, sw
itching from

 conventional tobacco products such as cigarettes to HTPs is not 
considered tobacco cessation. In this context, there is a risk that industry m

arketing strategies focused around “quitting” or “sw
itching” 

w
ill lead consum

ers, regulators and decision-m
akers to conflate the tw

o concepts.

 Conflation of product categories
The tobacco industry has exploited the division in the public health com

m
unity (resulting from

 the inconclusive evidence on the m
erits 

of these products as cessation aids) on the potential benefit of ENDS as a cessation aid. Consequently, som
e countries have lenient 

regulations for ENDS relative to conventional tobacco products, and w
here this is the case, the tobacco industry often leverages this by 

pitching HTPs as electronic products sim
ilar to ENDS to negotiate regulatory treatm

ents sim
ilar to ENDS. 

This creates confusion betw
een these product categories, w

hich can result in the lim
ited evidence that m

ay support som
e form

s of 
ENDS as a cessation aid under certain conditions being falsely attributed to HTPs too. For exam

ple, the nam
e of the Philip M

orris 
International HTP product “iQOS” (w

hich is an acronym
 for “I quit ordinary sm

oking” (72)) can contribute to this erroneous im
pression. 

Som
e countries and regions, including the UK, France and the EU have left the option open to have new

 and novel products licensed as 
pharm

aceutical products by including provisions in their relevant law
s or directives, pending the evidence to support this and approval 

by relevant bodies. How
ever, according to the inform

ation w
e currently have, none of these products is available com

m
ercially as a 

cessation aid.

HTPs are often prom
oted, especially to regulators, as “conventional sm

oking cessation” aids. How
ever, there is lim

ited evidence on the 
im

pact of HTP use on conventional sm
oking or on the relative harm

 of HTP use as com
pared to conventional cigarette sm

oking. 
 M

anipulating public opinion to gain the appearance of respectability

The recent positioning of big tobacco com
panies as proponents of “harm

 reduction” is a good exam
ple of a m

anipulative tobacco 
industry strategy. Extensive, high-profile m

essaging, m
isinform

ation based on unsubstantiated claim
s and lobbying by com

panies 
presenting them

selves as part of the solution to reduce tobacco use prevalence m
ay influence public opinion. 

Such lobbying prom
otes a new

 portfolio of products claim
ed to be “reduced risk”, “odour free” or “sm

oke-free”, and to offer “cleaner 
alternatives” to conventional cigarettes. This portrays the tobacco industry as responsible partners in the fight to end adult sm

oking, 
w

hile dow
nplaying established facts that cigarettes still com

prise 97%
 of the w

orth of the global tobacco m
arket w

hich is dom
inated by 

the sam
e com

panies. 
  Strategic advertising to sustain nicotine or tobacco use
ENDS/ENNDS and HTPs are openly advertised as a w

ay to circum
vent sm

oking bans. Industry prom
otions aim

 to distance these products 
from

 cigarettes, claim
ing that they “do not involve com

bustion” and produce “vapour” rather than sm
oke, w

hich is used as a basis 
for arguing that the products should be exem

pt from
 sm

oke-free and other law
s. Representatives of flagship stores are highly trained 

and skilled in luring potential consum
ers into their stores, and quick to offer these products as m

ore pleasurable than sm
oking or 

using traditional tobacco products, som
etim

es arguing that they are m
ore socially acceptable and can be used in sm

oke-free places. 
Such interference could deter quit attem

pts by w
ould-be quitters as these products are aggressively m

arketed to sustain nicotine or 
tobacco use. This m

ay also have im
plications for tried and tested nicotine and non-nicotine pharm

acotherapies (w
hich are proven to 

help sm
okers to quit tobacco use), as instead of those being chosen by sm

okers w
anting to quit, sm

okers m
ay opt for ENDS/ENNDS and 

HTPs instead. Now
 that ENDS/ENNDS regulation is becom

ing m
ore com

m
on, the tobacco industry is actively countering attem

pts to 
incorporate ENDS/ENNDS into existing tobacco legislation. 
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Brazil m
arks singular achievem

ent in 
tobacco control

■
 

Brazil’s efforts and com
m

itm
ent to tobacco control began in 

1981 w
hen the M

inistry of Health created the Com
m

ission for 
the Study of the Consequences of Tobacco.

■
 

In 1988, the Constitution determ
ined that tobacco advertising 

w
ould be subject to legal restrictions and w

ould contain 
w

arnings. 
■

 
In 1999, a National Com

m
ission on Tobacco Control w

as 
created to support the country’s role in negotiating the first 
global health treaty (under the auspices of W

HO) that w
ould 

later becom
e W

HO FCTC. Brazil w
as also elected to chair 

the treaty’s Intergovernm
ental Negotiating Body during the 

negotiations. 

■
 

In 2003 Brazil w
as am

ong the first countries to sign the 
treaty, and ratified it in Novem

ber 2005 despite being a 
developing country and a m

ajor tobacco producer. 
■

 
In 2003 the country’s National Com

m
ission for FCTC 

Im
plem

entation (CONICQ) w
as established, w

ith the M
inister 

of Health serving as the chair. 
■

 
In 2018, Brazil ratified the Protocol to Elim

inate Illicit Trade 
in Tobacco Products w

hich w
ill contribute to protecting the 

gains and m
axim

ize the im
pact of these very cost-effective 

tobacco control tools, such as raising tobacco taxes.

H
istory of tobacco control in Brazil 

Tobacco use in Brazil is declining

Protect people from
 tobacco sm

oke
■

 
Brazil prohibited sm

oking in enclosed public and enclosed w
ork 

places w
ith an exception for designated sm

oking room
s (DSRs) in 

1996. In 2011 the law
 w

as strengthened to becom
e a com

plete 
ban on sm

oking in enclosed public places, w
orkplaces and public 

transport, thus fully aligning w
ith Article 8 of the W

HO FCTC. 
■

 
Brazil w

as the first country w
ith a population above 100 m

illion 
to designate all public and w

ork places as sm
oke free.

O
ffering help to quit tobacco

■
 

Since the 1990s the National Cancer Institute of Brazil (INCA) 
has been training health professionals to carry out cessation 
treatm

ent. In 2001 the M
inistry of Health also began offering a 

national toll-free quit line, and currently the quit line num
ber is 

displayed on the front of sm
oked tobacco packages.

■
 

In 2002 tobacco cessation treatm
ent w

as form
ally included as 

part of the Brazilian Public Health System
 (SUS) m

aking Brazil 
fully com

pliant w
ith Article 14 of the W

HO FCTC in 2002. At first, 
tobacco cessation treatm

ent w
as restricted to specialized health 

care services, but in 2004 the service w
as expanded to prim

ary 
health care services.

■
 

Betw
een 2005 and 2014 m

ore than 800 000 sm
okers had access 

to sm
oking cessation treatm

ent through SUS.

W
arning about the dangers of tobacco

■
 

The first w
arnings, w

hich stated “Health M
inistry w

arns: Sm
oking 

is harm
ful to health”, w

ere printed on cigarette packages in 
Brazil in 1988. This w

arning w
as updated during the 1990s to 

eventually w
arn consum

ers that sm
oking causes lung cancer, 

heart disease and other health conditions.
■

 
In 2001, Brazil approved the first series of graphic health 
w

arnings using im
ages that covered 100%

 of the back of 
cigarette packs. On each side of the package the num

ber of 
the quit line appeared alongside the m

essage: “There are no 
safe levels for the consum

ption of these substances.” This law
 

also prohibited the use of w
rappers or other features that could 

obscure the graphic health w
arnings.

■
 

Brazil w
as fully com

pliant w
ith Article 11 of the W

HO FCTC in 
2003, before the treaty even cam

e into force.
■

 
In 2004 Brazil launched the second series of graphic health 
w

arnings, w
ith im

ages and m
essages of greater im

pact that 
had to be included in the tobacco advertising at point of sale. 
This law

 included the follow
ing m

essages: “Sale prohibited 
to m

inors under 18 years according to Law
s 8.069/1990 and 

10.702/2003”, and “This product contains m
ore than 4700 

toxins and nicotine that cause physical and psychological 
dependency. There are no safe levels for the consum

ption of 
these substances.”

■
 

By the tim
e the first W

HO report on the global tobacco epidem
ic 

w
as published in 2008, not only w

as Brazil com
pliant w

ith Article 
11 of the FCTC, it w

as one of only three countries in the w
orld 

that m
andated graphic health w

arning im
ages to cover 100%

 of 
the back of cigarette packs. 

■
 

The third series of w
arnings w

as launched in 2008. The im
ages 

from
 this series w

ere chosen as m
ost im

pactful by an INCA 
(National Cancer Institute) study – the findings of w

hich have 
been used by several countries in the Am

ericas to inform
 their 

policy on graphic health w
arnings.

■
 

In 2011, w
arning labels w

ere expanded to include 30%
 of the 

front of the package, in addition to 100%
 of the back of the 

package. A new
 series of graphic health w

arnings w
as launched 

in M
ay 2018.

Enforcing of bans on tobacco advertising, prom
otion 

and sponsorship
■

 
In 2000, a federal law

 banned tobacco advertising in m
ass m

edia 
such as television, radio, m

agazines, new
spapers, and billboards, 

w
hile also banning som

e form
s of indirect advertising and 

prom
otion. 

■
 

In 2011, the  federal law
 w

as am
ended to include the com

plete 
ban on advertising at point of sale, as w

ell as the bans on 
prom

otional discounts and  brand sharing, allow
ing Brazil to 

becom
e fully com

pliant w
ith Article 13 of the W

HO FCTC. The 
law

 how
ever still perm

its product display at point of sale, w
ith a 

requirem
ent to display graphic health w

arnings on display racks.

Raising taxes on tobacco
■

 
Brazilian cigarettes w

ere once the sixth cheapest cigarettes in 
the w

orld, but tobacco taxes have increased significantly since 
2007. By 2011 a m

inim
um

 price policy w
as established and 

tobacco taxes w
ere raised, thereby increasing the tax share as a 

proportion of the retail price of cigarettes.
■

 
As of 2018, tobacco taxes represent 82.97%

 of the retail price of 
the m

ost sold brand, establishing Brazil as the country w
ith the 

highest tobacco tax rate of all M
em

ber States in the Region of 
the Am

ericas.
■

 
Brazil has benefited from

 subregional forum
s designed to enable 

countries to exchange experiences and technical cooperation on 
tobacco tax. The four countries in the Region of the Am

ericas 
that are im

plem
enting tobacco taxes at the highest level are all 

located in South Am
erica, m

aking this subregion a leader on 
using tobacco taxes as a tool to reduce affordability. 

Current cigarette smoking rates (%) in Brazil (capital cities) 

M
ales aged 18+

Fem
ales aged 18+

Both sexes aged 18+ 2007

0 5 5 1510 20 25

2017

15.6

12.3

19.5

13.2

7.5

10.1

M
PO

W
ER m

easures in Brazil

Tobacco use in Brazil is declining
■

 
Adult sm

oking prevalence declined from
 35%

 in 1989 to 
18.5%

 in 2008  (92).  According to the National Health 
Survey, sm

oking prevalence w
as 14.7%

 in 2013. Based on the 
telephone survey on NCDs, adult cigarette sm

oking decreased 
in capital cities from

 15.6%
 in 2007 to 10.1%

 in 2017.

■
 

Despite declining sm
oking rates am

ong adults, sm
oking 

prevalence am
ong youth rem

ains stable at around 5%
, 

w
ith 19%

 of boys and 17%
 of girls experim

enting w
ith 

sm
oking during their school years, according to PeNSE 

2015.
A

n
ti-to

b
acco

 C
am

p
aig

n
 b

y 
M

in
istry o

f H
ealth

, B
razil, 2019.
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Effective tobacco control 
m

easures 

M
onitor tobacco use and prevention policies

O
ffer help to quit tobacco use

Enforce bans on tobacco advertising, prom
otion and sponsorship

Protect people from
 tobacco sm

oke

W
arn about the dangers of tobacco

Raise taxes on tobacco
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M
onitoring is the 

foundation of 
understanding and 
m

easuring tobacco control 
efforts

M
onitoring tobacco use and tobacco 

control program
m

es is critical to effectively 
com

bat the tobacco epidem
ic and assess 

the effects in each country of W
HO FCTC 

M
onitor tobacco use and 

prevention policies

M
O

N
ITO

RIN
G

M
O

N
ITO

RIN
G

 THE PREVALEN
CE O

F TO
BACCO

 USE – HIG
HEST ACHIEVIN

G
 CO

UN
TRIES, 2018
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Countries w
ith the highest level of achievem

ent: Arm
enia, Australia, Austria, Azerbaijan, *Baham

as, Bangladesh, Belgium
, Bhutan, Brazil, Brunei Darussalam

, Bulgaria, 
Cam

bodia, Canada, Chile, Cook Islands, Costa Rica, Croatia, Czechia, Denm
ark, Ecuador, Egypt, Estonia, Finland, France, Georgia, Germ

any, Greece, Hungary, Iceland, 
Indonesia, Iran (Islam

ic Republic of), Ireland, Italy, Japan, Kazakhstan, Kuw
ait, Lao People’s Dem

ocratic Republic, Latvia, Lebanon, Lithuania, Luxem
bourg, M

alaysia, M
alta, 

M
ongolia, M

yanm
ar, Netherlands, New

 Zealand, Norw
ay, Pakistan, Palau, Panam

a, Peru, Philippines, Poland, Portugal, Qatar, Republic of Korea, Republic of M
oldova, 

Rom
ania, Russian Federation, Serbia, Singapore, Slovakia, Slovenia, Spain, *Surinam

e, Sw
eden, Sw

itzerland, Thailand, Ukraine, United Kingdom
, United States of Am

erica, 
Uruguay, and Viet Nam

.
 * Country new

ly at the highest level since 31 Decem
ber 2016.

Article 20 of the W
HO Fram

ew
ork Convention on Tobacco Control states: “…

Parties shall establish …
surveillance of the m

agnitude, 
patterns, determ

inants and consequences of tobacco consum
ption and exposure to tobacco sm

oke…
 Parties should integrate tobacco 

surveillance program
m

es into national, regional and global health surveillance program
m

es so that data are com
parable and can be 

analysed at the regional and international levels…
”(1) .

A
lm

ost 40%
 of the w

orld’s 
population is covered by 
strong system

s that m
onitor 

tobacco use 

There are 2.8 billion people in 74 
countries, or 38%

 of the w
orld’s 

population, protected by strong m
onitoring 

system
s that include recent, representative 

and periodic surveys for both adults and 
youth. M

ost of these countries (44) are 
high-incom

e countries. But despite having 
adequate resources, 25%

 of high-incom
e 

countries still do not com
plete 5-yearly 

m
onitoring of tobacco use w

ithin their 
populations. And w

hile som
e level of 

m
onitoring is happening in all but 27 of 

the w
orld’s countries, there are still no 

low
-incom

e countries m
onitoring at best-

practice level, even though m
onitoring can 

be m
ade m

ore affordable if thoughtfully 
integrated w

ith health system
s 

strengthening activities. 

Sustained m
onitoring of 

tobacco use is a challenge 
for low

- and m
iddle-incom

e 
countries

There are 35 countries (w
ith a com

bined 
population of 2 billion) w

ith recent and 

representative data on both adults and 
youth that only need to ensure both 
surveys are repeated w

ithin a 5-year tim
e 

span to achieve best-practice m
onitoring 

level. M
ost of these countries (23) are 

m
iddle-incom

e, six are high-incom
e and 

six are low
-incom

e. If all 35 closed the 
gap to m

eet best-practice level, there 
w

ould be 4.8 billion people (63%
 of the 

w
orld’s population) living in countries that 

ensure effective m
onitoring of the tobacco 

epidem
ic.

Low
-incom

e
M

iddle-incom
e

High-incom
e
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Proportion of countries (number of countries inside bars)

N
o know

n data, or no recent 
data or data that are not 
both recent and 
representative
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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

44

30

6

23
16

37

6 6 3
12

12

and M
POW

ER m
easures. M

onitoring 
system

s should track tobacco use 
indicators, including cigarette sm

oking and 
other form

s of sm
oked tobacco (e.g. cigar, 

pipe, bidis, w
ater pipe), sm

okeless tobacco 
products  (e.g. snus), and other tobacco 
products such as tobacco vaporizers 
and heated tobacco products, as w

ell as 
non-tobacco form

s of nicotine use (e.g. 
e-cigarettes). 

M
onitoring should also cover the im

pact 
of tobacco control policy interventions 
(38) and tobacco industry activities (93), 
as data such as these that are accurate 
and up-to-date enable appropriate policy 
im

plem
entation, precise m

easurem
ent of 

policy im
pact and adjustm

ent of strategies 
as needed, all of w

hich greatly increase 
the likelihood of success (94).
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M
ore countries need to 

m
onitor all form

s of tobacco 
use as w

ell as electronic 
nicotine delivery system

s

Historical data show
 that after the 

W
HO FCTC cam

e into force in 2005 and 
m

onitoring began in 2007, no obvious 
progress w

as m
ade until the countries new

 
to m

onitoring the tobacco epidem
ic began 

com
pleting their second round of surveys 

in 2011–2012. W
hile progress appears to 

have stagnated since 2014, it is expected 
that as m

ore recently com
pleted surveys 

are published, coverage levels in 2016 and 
2018 w

ill be revised upw
ards.

N
um

bers of tobacco users 
rem

ain stubbornly high

In total, there are 1.4 billion tobacco 
users aged 15 years and above w

orldw
ide 

– 1.07 billion sm
okers and 367 m

illion 
sm

okeless tobacco users – a sm
all num

ber 
of w

hom
 use both sm

oked and sm
okeless 

tobacco. This num
ber has declined slightly 

since 2007 w
hen there w

ere 1.46 billion 
tobacco  users.  There are 1.12 billion m

en 
currently using tobacco (5 m

illion few
er 

than in 2007) and 279 m
illion w

om
en (58 

m
illion few

er than in 2007).

Despite three out of four countries having 
banned sales to m

inors under the age 
of 18 years – and another 10 countries 
having set an even higher age lim

it for 
tobacco purchases – an estim

ated 24 
m

illion children aged 13–15 around 

the w
orld sm

oke, and 13 m
illion use 

sm
okeless tobacco.

Sm
oking rates are declining 

in all country incom
e groups

Betw
een 2007 and 2017, sm

oking rates 
decreased from

 a global average of 22.5%
 

to 19.2%
, show

ing a relative reduction of 
15%

 over 10 years. People in low
-incom

e 
countries sm

oke at about half the rate of 
people in high-incom

e countries, and this 
ratio has changed little over the period.  
The relative reduction of the sm

oking 
rate in high-incom

e countries w
as 20%

, 
and in low

-incom
e countries w

as 19%
. 

In m
iddle-incom

e countries, the relative 
reduction w

as only 12%
. Sm

oking rates 
in m

iddle-incom
e countries, w

here three 
quarters of the w

orld’s population live, 

reflect the global average. W
hile sm

oking 
rates are declining fastest on average in 
high-incom

e countries, they collectively 
still have the highest average sm

oking rate 
of all incom

e groups in 2017 (21.6%
). 

During this sam
e decade, sm

oking am
ong 

m
en decreased from

 37.1%
 to 32.7%

, 
and sm

oking am
ong w

om
en decreased 

from
 8.0%

 to 5.8%
. In 2017, sm

oking 
rates am

ong w
om

en in high-incom
e 

countries are still the highest of all country 
incom

e groups (16.4%
) – over four tim

es 
the average rate in low

- and m
iddle-

incom
e countries for w

om
en (3.5%

). In 
contrast, the highest rates am

ong m
en are 

seen in m
iddle-incom

e countries (35.3%
), 

w
hich is alm

ost double the average rate in 
low

-incom
e countries for m

en (20.2%
).

Tobacco control m
ust be 

accelerated to avoid future 
grow

th in the num
ber of 

sm
okers

By 2030, w
hen the ultim

ate success of 
the Sustainable Developm

ent Goals w
ill 

be m
easured, the global average sm

oking 
rate is expected to have declined to about 
16%

. In order to see sm
oking rates fall 

below
 16%

, countries need to accelerate 
their efforts. In high- and m

iddle-incom
e 

countries, sm
oking rates are expected 

to reach around 17%
 if they rem

ain on 
their current trajectories. In low

-incom
e 

countries sm
oking rates are projected 

to decline to under 10%
 by 2030, but 

only if countries w
ith low

 rates today are 
vigilant about not getting caught up in the 
tobacco epidem

ic. 

Global projections of sm
oking am

ong 
m

en and w
om

en show
 a stark contrast, 

w
ith w

om
en’s rates projected to decline 

to around 4%
 by 2030 w

hile m
en’s rates 

are expected to rem
ain high, at 28%

. 
This scenario w

ould m
ean a future rise 

in the num
ber of m

en sm
oking due to 

population grow
th – up from

 908 m
illion 

in 2017 to 913 m
illion in 2030. To prevent 

this disastrous outcom
e, urgent action 

needs to be taken, particularly am
ong 

m
en in m

iddle-incom
e countries w

here 
the num

ber of sm
okers could reach 750 

m
illion by 2030.

PRO
G

RESS IN
 M

O
N

ITO
RIN

G
 (2007–2018)

CURREN
T TO

BACCO
 SM

O
KIN

G
 PREVALEN

CE AM
O

N
G

 ADULTS, 2007–2017

Note: W
hile the average tim

e betw
een survey data collection and report release is unknow

n, the experience of this report is that it takes around 
4 years to obtain a com

plete list of national surveys run in a particular year. Therefore, the data for 2016 and 2018 are incom
plete.
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The solid line represents the trend as 
indicated by survey data, the dotted 
line indicates the projected trend.

W
HO

-ESTIM
ATED TREN

D IN
 CURREN

T SM
O

KIN
G

 PREVALEN
CE, AG

ES 15+

Over the past 2 years several countries in the W
HO Eastern 

M
editerranean Region have achieved excellent outcom

es in 

m
onitoring tobacco use. Lebanon and Sudan in particular 

have overcom
e significant challenges to com

plete landm
ark 

surveys on the burden of tobacco use am
ong their populations, 

reversing long-standing deficits in the collection of tobacco use 
data.
In 2017 Lebanon im

plem
ented a W

HO Stepw
ise approach to 

surveillance (STEPS) survey, incorporating Tobacco Questions 
for Surveys (TQS) to m

onitor the effects of tobacco policies and 
the use of tobacco products such as shisha and narghile. The 
survey included Syrian asylum

 seekers – a population hard to 
reach given their unstable and m

obile living conditions. It w
as 

the first national survey to provide com
parable indicators for 

m
igrants and the local population, and the results have helped 

the country evaluate existing policies and recom
m

end changes. 
M

eanw
hile, Sudan also undertook its first-ever TQS as part of 

a STEPS survey, planned and conducted in collaboration w
ith 

the Federal M
inistry of Health, the Central Bureau of Statistics 

and W
HO. Capturing populations such as those in rem

ote 
and conflict-affected areas presented a m

ajor challenge. To 
overcom

e this, data collectors coordinated w
ith the country’s 

m
ilitary in order to travel safely. Data derived from

 the TQS 
have helped identify specific geographical areas and at-risk 
populations at w

hich m
ore targeted interventions can be 

directed.

O
vercom

ing challenges to conduct surveys in the Eastern 
M

editerranean Region

Successful noncom
m

unicable disease risk factor surveillance, 
IndonesiaBetw

een 2007 and 2017, sm
oking rates 

decreased from
 a global average of 

22.5%
 to 19.2%

, show
ing a relative 

reduction of 15%
 over 10 years.

Th
e R

ISK
ESD

A
S team

 co
n

d
u

ctin
g

 fi
eld

 w
o

rk in
 

Jakarta, In
d

o
n

esia, 2018.

The STEPS survey team
 conducting an 

interview
, Sudan, 2018.

Tobacco use is the leading cause of preventable death and 
m

orbidity in Indonesia, w
hose National Institute of Health and 

Research and Developm
ent (NIHRD) has been m

onitoring tobacco 
use and other NCD risk factors since 2004 using the national 
health survey. In 2007, Riset Kesehatan Dasar (RISKESDAS, 
or “Basic Health Research”) w

as created – an integrated and 
nationw

ide population-based survey w
hich com

plem
ents and is 

inform
ed by global standards such as W

HO’s STEPw
ise approach 

and the Global Tobacco Surveillance System
, including the Global 

Adult Tobacco Survey.

The success of RISKESDAS lies in its com
prehensive coverage of 

all key NCD risk factors, along w
ith its ability to provide reliable 

estim
ates at district, provincial and national levels – an im

portant 
factor given the decentralized nature of health care delivery in 
Indonesia. Em

phasis is placed on com
pleting the survey and 

releasing the results w
ithin a few

 m
onths, m

axim
izing their 

tim
eliness and usefulness. Since the first RISKESDAS in 2007, 

NIHRD has conducted the survey every 5 years, com
pleting the 

m
ost recent round in 2018.  W

ith 100%
 dom

estic funding, its 
integration w

ith other key health indicators and its value to 
policy-m

akers have sustained the initiative over tim
e.

RISKESDAS tobacco m
odule collects inform

ation on the age of 
onset tobacco use, tobacco consum

ption patterns, cessation 
attem

pts, exposure to second-hand sm
oke, and the use of 

e-cigarettes. The data can be sorted by key socio- and age-
dem

ographic characteristics and show
 that sm

oking prevalence 

am
ong those aged 15 years and above has increased from

 27%
 

in 1995 to 33.8%
 in 2018. Know

ing how
 the use of tobacco is 

changing w
ithin the population is essential for planning policies 

that w
ill m

ost effectively halt the tobacco epidem
ic. RISKESDAS 

results have helped central and district governm
ents in evidence-

based planning, as w
ell as in m

onitoring and evaluation.
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Protect people from
 tobacco sm

oke
Article 8 of the W

HO FCTC states: “…
 [S]cientific evidence has unequivocally established that exposure to tobacco sm

oke causes death, 
disease and disability …

 [Parties] shall adopt and im
plem

ent …
 m

easures providing for protection from
 exposure to tobacco sm

oke in 
indoor w

orkplaces, public transport, indoor public places and, as appropriate, other public places”(1).  W
HO FCTC Article 8 guidelines 

are intended to assist Parties in m
eeting their obligations under Article 8 of the W

HO FCTC and provide a clear tim
eline for Parties to 

adopt appropriate m
easures (w

ithin 5 years after entry into force of the W
HO FCTC for a given Party) (95).

SM
O

KE-FREE LEG
ISLATIO

N
SM

O
KE-FREE EN

VIRO
N

M
EN

TS – HIG
HEST ACHIEVIN

G
 CO

UN
TRIES, 2018

Second-hand sm
oke kills

Exposure to second-hand sm
oke can lead 

to severe and fatal diseases including 
cardiovascular disease, respiratory disease, 
and cancer (96–99). Children and infants 
are particularly susceptible to second-hand 
sm

oke, and at increased risk for respiratory 
disease, m

iddle ear disease, and sudden 
infant death syndrom

e (100–105). 
Fetuses and pregnant w

om
en exposed to 

second-hand sm
oke are m

ore at risk of 
stillbirth, congenital m

alform
ations, and 

low
er birth w

eights (105). There is no safe 
level of exposure to second-hand sm

oke 
and even brief exposure can cause harm

 
(106). Alm

ost all non-sm
okers living w

ith 

sm
okers are exposed and are at greater 

risk of prem
ature deaths and diseases 

(107). The only w
ay to adequately protect 

both sm
okers and non-sm

okers from
 

second-hand sm
oke is to fully elim

inate 
indoor sm

oking (107). 

To w
ork, sm

oke-free law
s 

m
ust be com

prehensive

Sm
oke-free law

s are highly effective 
in decreasing exposure and enhancing 
indoor air quality for both sm

okers and 
non-sm

okers (108–110). How
ever, to be 

sufficient, they m
ust be com

prehensive. 
It is a m

isconception that sm
oke-free 

places w
ith designated sm

oking room
s 

protect non-sm
okers from

 second-hand 
sm

oke. The only intervention show
n to 

fully protect from
 second-hand sm

oke is 
a sm

oke-free environm
ent that perm

its 
no exceptions (111–113). It is im

portant 
to rem

ind countries that no safe level of 
exposure to second-hand sm

oke exists. 
Accom

m
odations for sm

oking including 
separate room

s, designated sm
oking –  

areas, ventilation system
s, air exchanges, 

and filtration devices – are not protective, 
and cannot elim

inate all second-hand 
sm

oke (98, 110, 111). Exceptions dilute 
the im

pact of sm
oke-free law

s.

Sm
oke-free law

s save lives

There is robust evidence that jurisdictions 
w

ith legislative sm
oking bans enjoy 

reduced hospital adm
issions for acute 

coronary syndrom
e and reduced m

ortality 
from

 sm
oking-related illnesses (111). 

Sm
oke-free law

s also denorm
alize 

sm
oking, encouraging healthier behaviours 

such as m
aintaining sm

oke-free hom
es 

and autom
obiles (114–116). Establishing 

sm
oke-free environm

ents m
ay also 

encourage sm
okers to reduce their tobacco 

use, m
ake a quit attem

pt, and rem
ain 

tobacco-free in the long-term
 (117, 118).  

Sm
oke-free law

s are 
popular and do not hurt 
business

Sm
oke-free law

s are not only life-
saving but relatively easy to pass and 

econom
ically and politically feasible to 

enforce. An increasing num
ber of countries 

continue to adopt com
prehensive 

sm
oke-free legislation at national and 

subnational levels. In spite of the tobacco 
industry’s assertions to the contrary, the 
best-designed studies report that sm

oke-
free law

s do not have adverse econom
ic 

consequences for businesses, including 
the hospitality industry (119–121). W

hen 
applied, invariably sm

oke-free law
s 

achieve overw
helm

ing support from
 the 

public (122, 123). 

O
nly 22%

 of the w
orld’s 

population are protected 
by com

plete sm
oking bans 

in public places, w
orkplaces 

and public transport

Com
prehensive sm

oke-free legislation is 
in place for over 1.6 billion people in 62 

countries (covering 22%
 of the w

orld’s 
population). There is rem

arkably little 
difference am

ong incom
e groups, w

ith 
around one in three countries in each 
incom

e group having a com
prehensive ban 

in place. Tw
o in three countries continue to 

leave their populations vulnerable to the 
dangers of second-hand sm

oke through 
w

eak or absent sm
oke-free law

s, w
ith 41 

high-incom
e, 68 m

iddle-incom
e and 24 

low
-incom

e countries poorly or com
pletely 

unprotected. Am
ong them

, 24 countries 
(w

ith 372 m
illion people) have no bans at 

all – 21 of them
 low

- and m
iddle-incom

e 
countries. The other 109 countries have 
partial bans that fall short of a com

plete 
ban on sm

oking in public places and 
w

orkplaces.
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Low
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e
M

iddle-incom
e

High-incom
e

D
ata not reported/not 

categorized

Com
plete absence of ban, or 

up to tw
o public places 

com
pletely sm

oke-free

Three to five public places 
com

pletely sm
oke-free

Six to seven public places 
com

pletely sm
oke-free

All public places com
pletely 

sm
oke-free (or at least 90%

 
of the population covered 
by com

plete subnational 
sm

oke-free legislation)

18 8 11 616

10 4 6 113

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%0%

Proportion of countries (number of countries inside bars)

34

26 32415

Countries, territories and areas w
ith the highest level of achievem

ent: Afghanistan, Albania, *Antigua and Barbuda, Argentina, Australia, Barbados, *Benin, Brazil, Brunei 
Darussalam

, Bulgaria, Burkina Faso, *Burundi, Cam
bodia, Canada, Chad, Chile, Colom

bia, Congo, Costa Rica, Ecuador, Egypt, El Salvador, *Gam
bia, Greece, Guatem

ala, 
*Guyana, Honduras, Iran (Islam

ic Republic of), Ireland, Jam
aica, Lao People’s Dem

ocratic Republic, Lebanon, Libya, M
adagascar, M

alta, M
arshall Islands, Nam

ibia, Nauru, 
Nepal, New

 Zealand, North M
acedonia, *Niue, Norw

ay, occupied Palestinian territory, including east Jerusalem
, Pakistan, Panam

a, Papua New
 Guinea, Peru, Rom

ania, 
Russian Federation, Seychelles, Spain, Surinam

e, *Tajikistan, Thailand, Trinidad and Tobago, Turkey, Turkm
enistan, Uganda, United Kingdom

, Uruguay, and Venezuela 
(Bolivarian Republic of).
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PRO
G

RESS IN
 SM

O
KE-FREE LEG

ISLATIO
N
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It is tim
e for com

pletely 
sm

oke-free environm
ents to 

becom
e the social norm

 

In the past 2 years, seven countries have 
joined the group of countries providing 
protection at best-practice level, w

ith all 
public places com

pletely sm
oke-free. Five 

of these countries w
ent from

 either no 
law

 (Burundi, Niue) or a very m
inim

al law
 

covering up to tw
o public places (Antigua 

and Barbuda, Gam
bia, Tajikistan) to a 

com
plete ban covering all public places 

and w
orkplaces. The other tw

o countries 
(Benin and Guyana) strengthened 
m

oderate law
s already in place to reach 

best-practice level. Four of these seven 
countries are low

-incom
e countries. An 

additional eight countries upgraded their 
sm

oke-free law
s but did not reach full 

coverage.

W
hile there has been sustained progress 

in im
plem

entation of sm
oke-free law

s 
since 2007 w

hen only 10 countries had 
a com

plete law, progress am
ong low

- 
and m

iddle-incom
e countries has been 

particularly dram
atic. In those 11 years, 40 

low
- and m

iddle-incom
e countries (m

ore 

than one in four) have adopted a com
plete 

sm
oke-free law, w

hile only 12 high-incom
e 

countries (one in five) have done the 
sam

e. The population protected globally 
by sm

oke-free legislation at best-practice 
level has increased from

 232 m
illion to 1.6 

billion since 2007.

Com
prehensive sm

oke-free 
legislation is a popular 
policy m

easure

There are 11 countries, representing 120 
m

illion people, that only need to cover one 
m

ore place w
ith a sm

oking ban to join the 
62 other countries w

ith a com
plete sm

oke-
free law

: Tonga (universities); Dem
ocratic 

People’s Republic of Korea (governm
ent 

facilities); Cook Islands, M
auritius, Ukraine 

and Zam
bia (indoor offices); Senegal 

(restaurants); Bhutan (cafes, pubs, bars); 
and Cyprus, Georgia and Hungary (public 
transport). Fifteen countries, w

ith a 
com

bined 1.7 billion people, need only 
rem

ove the possibility of designated 
sm

oking room
s in their law

s to achieve 
best-practice level. Fifteen countries w

ith 
1.6 billion people only need to cover tw

o 

m
ore places w

ith a sm
oke-free ban to 

reach best-practice adoption. 

Of the 505 m
illion people (6.6%

 of the 
w

orld’s population) w
ho live in one of 

the w
orld’s 100 largest cities, only 284 

m
illion (in 47 cities) are protected by a 

com
prehensive sm

oke-free law. Five of 
these cities (Bandung, Jakarta, M

edan, 
Beijing and Hong Kong SAR) are covered 
by city-level sm

oke-free law
s, ten are 

covered by state- or province-level 
sm

oke-free law
s and the rem

aining 32 
are covered by national law

s. Instead of 
w

aiting for a national policy to be put in 
place, the rem

aining 53 of the w
orld’s 

largest cities not currently protected by a 
national best-practice policy could m

ove 
ahead w

ith a city, state or provincial level 
policy to protect their large populations 
sooner.

Com
prehensive sm

oke-free legislation is in 
place for over 1.6 billion people 
in 62 countries (covering 22%

 of 
the w

orld’s population).
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X
i’an

 city lau
n

ch
es its sm

o
ke-free reg

u
latio

n
s at D

am
in

g
 

Palace, 2018.
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 co
m

m
u

n
ity en

g
ag

em
en

t sessio
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G
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b
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A
nother city goes sm

oke free in China
Public places go sm

oke-free in G
am

bia

Xi’an has long been one of the m
ost popular tourist 

destinations in the w
orld, w

ith m
ore than 200 m

illion people 
visiting the city (population 10 m

illion) each year. In August 
2018, w

ith leadership from
 the M

unicipal Legislative Office 
and strong support from

 the Xi’an M
unicipal Governm

ent, 
the city adopted a regulation to ban indoor sm

oking in all 
w

orkplaces, on public transport, and in indoor public spaces. 
Strong support from

 the health com
m

ission, international 
com

m
unity, and dom

estic NGOs helped pass the regulation 
and protect the m

illions of citizens and visitors to the city from
 

the harm
s of second-hand sm

oke. Extensive public education 

and aw
areness cam

paigns w
ere 

initiated to prom
ote the new

 sm
oke-free 

regulation and strong enforcem
ent efforts 

w
ere im

plem
ented. 

The m
unicipal governm

ent started 
a com

petition am
ong the various 

governm
ent agencies responsible for 

enforcem
ent to encourage participation 

in the new
 regulations and asked them

 
to subm

it on a m
onthly basis their 

enforcem
ent num

bers, fines, penalties, 
training events and com

m
unication 

cam
paigns. As of April 2019, m

ore than 
155 000 venues w

ere inspected, and m
ore than 240 000 yuan 

in fines and penalties have been collected. 
 For m

ore than a 1000 years – and as the starting point of 
the Silk Road – Xi’an has played a critically im

portant role 
in the trade and econom

y of the region. Now
 its leadership 

w
ill serve to inspire other cities to focus on the health of their 

citizens and visitors. The w
orld looks forw

ard to the continued 
leadership of Xi’an, and a tobacco-free Silk Road in the near 
future.  

In 2015 Gam
bia took steps to draft a Tobacco Control Act and 

protect the health of its citizens. Enacted in Decem
ber 2016 

and officially launched in July 2017, the strong leadership of 
the M

inistry of Health (supported by W
HO) and an effective, 

m
ultisectoral platform

 helped facilitate the country’s substantial 
progress. W

hile previous sm
oke-free legislation required people 

not to sm
oke in public indoor areas, these bans w

ere incom
plete, 

allow
ing sm

oking areas or designated sm
oking room

s in alm
ost all 

venue types. The new
 Act took a m

ajor step forw
ard by rem

oving 
these exem

ptions, m
aking the ban com

plete across all venues. 

In 2018 a national tobacco control com
m

ittee w
as established 

to facilitate the im
plem

entation of the Act, w
hich entered into 

force on 18 July 2018. At the sam
e tim

e civil society w
as m

obilized 
to increase public and com

m
unity aw

areness about the dangers 
of sm

oking, particularly in public places. W
HO provided technical 

support and guidance to the M
inistry of Health, and involved the 

m
inistries, finance, justice, basic and secondary education, higher 

education, inform
ation and com

m
unication, tourism

, trade, industry 
and em

ploym
ent, foreign affairs,  youth and sports, as w

ell as the 
m

edical research council and the m
edia.

W
ith sm

oke-free legislation in place it is now
 im

portant to m
onitor 

com
pliance in all venues and to ensure that the law

 is enforced to 
achieve the greatest im

pact on the health of Gam
bia’s population.
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O
ffer help to quit tobacco use

countries that reduced services, five w
ere 

high-incom
e (Brunei Darussalam

, Estonia, 
Israel, M

alta and Panam
a) and one w

as 
m

iddle-incom
e (Islam

ic Republic of Iran). 
Three of the countries (Brunei Darussalam

, 
Israel and Panam

a) discontinued their 
toll-free quit line, and the other three 
discontinued cost-coverage of nicotine 
replacem

ent therapy (N
RT).

W
hile progress has been slow

er in “O
” 

than other M
PO

W
ER m

easures since 
2007, best-practice adoption of cessation 
services nonetheless increased from

 10 
countries (5%

 of the w
orld’s population) 

in 2007 to 23 countries (32%
 of the 

w
orld’s population) in 2018 – m

eaning 
2 billion m

ore people are now
 protected 

by this m
easure. The population offered 

best-practice cessation services in 2018 is 
six tim

es w
hat it w

as in 2007 (w
hen it w

as 
only 401 m

illion people).

There are 67 countries – hom
e to 

2.1 billion people – w
hose package 

of cessation support is m
issing only 

one elem
ent to achieve best-practice 

im
plem

entation: (i) a national toll-free 
quit line; (ii) cost-coverage of N

RT; or 
(iii) cost-coverage of cessation services 
in clinical settings or in the com

m
unity. 

O
f these 67 countries, 28 need to add a 

national toll-free quit line in order to bring 
com

prehensive tobacco cessation support 
to an additional 805 m

illion people, 
w

hile 38 need to offer cost-covered 

TO
BACCO

 DEPEN
DEN

CE TREATM
EN

T

Low
-incom

e
M

iddle-incom
e

High-incom
e

D
ata not reported

N
one

N
RT and/or som

e cessation 
services, neither cost-covered

N
RT and/or som

e cessation 
services, at least one of 
w

hich is cost-covered

N
ational quit line, and both 

N
RT and som

e cessation 
services cost-covered

6 72 16 8

1
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Proportion of countries (number of countries inside bars)
16

11 147 11

516 37

Just over 30%
 of the w

orld’s 
population are covered by 
com

prehensive cessation 
services

As of 2018, com
prehensive tobacco 

cessation services are in place for 2.4 
billion people in 23 countries – 32%

 
of the w

orld’s population. The num
ber 

of countries adopting com
prehensive 

tobacco cessation m
easures lags behind 

the other M
PO

W
ER m

easures, w
ith only 

16 high-incom
e countries, six m

iddle-
incom

e countries and one low
-incom

e 
country (Senegal) offering com

prehensive 
cessation support. 

G
lobally, alm

ost all high-incom
e countries 

m
ake cessation services available and 

90%
 also offer at least partial cost 

coverage of these services. The m
ajority 

of m
iddle-incom

e countries (72%
) do 

the sam
e, w

hile only 24%
 of low

-incom
e 

countries offer any cost-coverage for 
services. There are 24 countries that 
provide no cessation support at all. These 
num

bers show
 that w

hile great w
ork has 

begun, there is still m
uch m

ore to be done. 

0
1

,7
5

0
3

,5
0

0
8

7
5

B
e
s
t p

ra
c
tic

e
 c

o
u
n
trie

s

O
th

e
r c

o
u
n
trie

s

N
o
t a

p
p
lic

a
b
le

TO
BACCO

 DEPEN
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G
 CO

UN
TRIES, 2018

D
em

and is building for 
cessation services – it is tim

e 
to deliver

The proportion of the w
orld’s population 

covered by com
prehensive cessation 

services decreased by 1%
 betw

een 
2016 and 2018. O

n a positive note, four 
countries w

ith a com
bined population of 

60 m
illion (Czechia, Saudi Arabia, Slovakia, 

Sw
eden) began offering com

prehensive 
cessation services in the past 2 years. 
Disappointingly, how

ever, the num
ber of 

people protected by these countries new
ly 

adopting best practice is offset by six 
countries – representing 97 m

illion people 
– that dropped out of the best-practice 
group in the sam

e period. O
f these 

Countries w
ith the highest level of achievem

ent: Australia, Brazil, Canada, *Czechia, Denm
ark, El Salvador, India, Ireland, Jam

aica, Kuw
ait, Luxem

bourg, M
exico, 

Netherlands, New
 Zealand, Republic of Korea, *Saudi Arabia, Senegal, Singapore, *Slovakia, *Sw

eden, Turkey, United Arab Em
irates, and United States of Am

erica.
 * Country new

ly at the highest level since 31 Decem
ber 2016.

Com
prehensive tobacco cessation services are in 

place for 2.4 billion people in 23 countries – 32%
 of 

the w
orld’s population.
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N
RTs to cover an additional 1.3 billion 

people and one (Côte d’Ivoire) needs to 
begin cost-covering one or m

ore of its 
cessation services in clinical settings or 
the com

m
unity so that an additional 25 

m
illion people w

ill be covered. 

O
f the 505 m

illion people (6.6%
 of the 

w
orld’s population) w

ho live in one of 
the w

orld’s 100 largest cities, only half 
(255 m

illion in 49 cities) have access to 
appropriate cessation support. O

f these 
cities, tw

o have city-level policies in place 
(Hong Kong SAR and London), and the 
other 47 have national-level policies. 
Instead of w

aiting for a national policy to 
provide cessation support, the rem

aining 
51 could m

ove ahead w
ith a city, state or 

provincial level policy to m
ore im

m
ediately 

protect their large populations.

Prioritize three key tobacco 
cessation interventions 

At a m
inim

um
, three cessation 

interventions should be included in 
a com

prehensive tobacco control 
program

m
e: brief cessation advice in 

prim
ary care settings, national toll-free 

quit lines, and pharm
acological therapy 

that at the very least includes N
RT. 

Tobacco cessation support in 
prim

ary care facilities 
M

iddle-incom
e countries have m

ade 
notable progress in providing tobacco 
cessation support in at least som

e prim
ary 

care settings since 2007. The population 
covered w

ith cost-covered cessation 
support in at least som

e prim
ary care 

facilities has increased from
 23%

 to 
75%

, w
ith m

ost of this increase occurring 
in m

iddle-incom
e countries. There has 

been little to no progress in high-incom
e 

countries since 2012 and very little 
progress in low

-incom
e countries at all 

since to 2007. Currently, only 18 countries 
are providing fully cost-covered tobacco 
cessation support in m

ost of their prim
ary 

care facilities. 

N
ational toll-free quit line

O
nly a third of countries have a national 

toll-free quit line in place – a situation 
that has changed very little since 2016.   
M

iddle-incom
e countries have m

ade the 
m

ost progress in establishing national 
toll-free quit lines, w

ith the proportion of 
m

iddle-incom
e countries covered rising 

from
 10%

 in 2007 to 33%
 in 2017.

N
ational toll-free quit lines w

ere the 
only cessation intervention that saw

 an 
increase in adoption since 2016. 

TO
BACCO
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 SUPPO
RT IN

 AT LEAST SO
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Ten countries introduced a quit line in the 
last 2 years: Belarus, Bulgaria, Czechia, 
Latvia, Republic of M

oldova, Saudi Arabia, 
Slovakia, Tim

or-Leste, Turkm
enistan, 

and Ukraine. Five countries (Brunei 
Darussalam

, Cam
bodia, Israel, N

orw
ay 

and Panam
a) discontinued their quit lines 

after 2016, leaving a net increase of five 
countries.

N
icotine replacem

ent therapy 
m

ust be affordable
G

lobally, w
hile m

ore than tw
o thirds of the 

w
orld’s countries m

ake N
RTs available, less 

than one third either partially or fully cover 
the costs. Disappointingly, the num

ber of 
countries providing N

RTs has decreased 
since 2016 and only 45 countries have 
placed N

RT on their essential drugs list.  
Affordability of N

RT is a key issue. 
Countries that do not (or only partially) 
cover N

RT costs rely on tobacco users 
to finance this cessation tool out-of-
pocket. An analysis of prices from

 56 
countries show

s that (on average) the 
least expensive N

RT option, adjusted for 

purchasing pow
er parity, costs 40%

 less 
than the cost of sm

oking one pack a day 
of the cheapest cigarette brand over the 
sam

e period of tim
e. This m

eans that, 
at least for heavy sm

okers, even paying 
for N

RT out-of-pocket (no costs covered) 
w

hile attem
pting to quit is likely to be less 

expensive than continuing to sm
oke.

The price difference betw
een N

RTs 
and the cheapest brand of cigarettes is 
greatest in high-incom

e countries, w
here 

it is significantly cheaper to purchase an 
8-w

eek course of nicotine replacem
ent 

therapy com
pared to 56 packs of the 

cheapest cigarettes. Even in m
iddle-incom

e 
countries included in the analysis, w

here 
the cost of N

RT is significantly higher, 
overall cost com

parisons show
 the prices 

are sim
ilar over the sam

e period of tim
e. 

In countries that have som
e form

 of 
cost-coverage for N

RTs, the cost of 
the cheapest N

RT is alm
ost 20%

 less, 
suggesting the presum

ably larger dem
and 

for these products helps reduce out-

of-pocket costs. It should be noted this 
sam

e situation m
ay not be the case in 

low
- and low

er-m
iddle-incom

e countries, 
w

here N
RTs are likely to be relatively m

ore 
expensive and cigarettes m

uch cheaper. 
W

hile far from
 being universally 

accessible, using N
RT as a cessation tool 

is relatively affordable com
pared to the 

cost of sm
oking. Cost-coverage of N

RTs 
is an im

portant factor for governm
ents 

to consider, particularly w
hen trying to 

expand access to proven and effective 
cessation tools. 

N
RT has the best balance of effectiveness, 

cost and safety.  As a result, tw
o form

s 
of N

RT (nicotine gum
 and nicotine 

patch) have been added to W
HO

 M
odel 

List of Essential M
edicines since 2009 

(see: https://w
w

w
.w

ho.int/m
edicines/

publications/essentialm
edicines/en/). The 

M
odel list presents a list of drugs that 

are essential to health system
s. Countries 

should consider adding N
RT to their 

national essential drug lists.

Policies and capacity for 
tobacco cessation m

ust 
im

prove 

W
HO

 FCTC Article 14 guidelines 
recom

m
end the im

plem
entation of four 

specific infrastructure elem
ents in order to 

prom
ote tobacco cessation and provide 

effective tobacco dependence treatm
ent: 

  
n

A
 national cessation strategy: 

Am
ong the countries for w

hich there 
are data, alm

ost 40%
 (73 out of 187) 

have national cessation strategies, 
ranging from

 60%
 of high-incom

e 
countries to 18%

 of low
-incom

e 
countries. 

  
n

N
ational tobacco cessation 

guidelines: An assessm
ent w

as 
m

ade of countries’ national tobacco 
cessation guidelines and clinical 
guidelines for treating tuberculosis, 
cancer, cardiovascular disease, 
diabetes, chronic obstructive 

pulm
onary disease, reproductive 

health, m
ental health and oral 

health problem
s. This revealed that 

82 countries (42%
 globally) have 

national tobacco cessation guidelines; 
and 136 countries (73%

 of those 
that subm

itted a questionnaire) have 
at least one disease-specific clinical 
guideline w

hich includes cessation. 
Tw

o thirds of these countries are low
- 

and m
iddle-incom

e countries. 

  
n

Training capacity: A total of 50 
countries reported regularly training 
prim

ary care providers in brief advice 
(w

hich should be integrated into 
prim

ary care disease prevention and 
control program

m
es) and/or providing 

at least one form
 of cessation training 

as part of m
edical, nursing or dental 

curricula. 

AVERAG
E PRICE O

F THE LEAST EXPEN
SIVE N

RT O
PTIO

N
 CO

M
PARED W

ITH SM
O

KIN
G

 THE 
CHEAPEST BRAN

D
PO

LICIES AN
D STRUCTURAL CAPACITY FO

R N
ATIO

N
AL TO
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N
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n

A
ll m

edical notes include 
inform

ation about tobacco 
use: Including tobacco use status 
in m

edical records helps to routinely 
identify tobacco users and advise 
them

 to quit. Of all the infrastructure 
and system

s com
ponents exam

ined, 
this w

as the least im
plem

ented. 
Tobacco use w

as reported in routine 
m

edical records in only 35 countries.  
 

W
hile it is recom

m
ended that tobacco 

cessation m
easures are im

plem
ented 

synergistically w
ith other tobacco control 

initiatives, only 45 countries reported 
integrating quit line inform

ation into m
ass 

m
edia cam

paigns or placing quit line num
bers 

on the graphic health w
arnings on tobacco 

products.  O
f the countries that have a 

national toll-free quit line, no low
-incom

e 
countries had incorporated quit line num

bers 
on graphic health w

arnings or in m
ass m

edia 
cam

paigns.

N
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India is the second largest consum
er of tobacco products, w

ith 
m

ore than 200 m
illion users of sm

okeless form
s of tobacco (SLT) 

and 276 m
illion consum

ers of tobacco overall. In 2017 a Global 
Adult Tobacco Survey (GATS2) found 38.5%

 of adult sm
okers 

and 33.2%
 of adult SLT users in India had attem

pted to quit. The 
governm

ent recognized the dem
and for cost-effective and accessible 

cessation services and adopted a m
ulti-pronged strategy to reach 

out to tobacco users across rural and urban India. In addition to 
the integration of brief advice in prim

ary care, a toll-free quit line 
and a national fram

ew
ork for joint TB-Tobacco activities, India has 

leveraged technological solutions to increase access.

The National Tobacco Control Program
m

e and the M
inistry of Health 

and Fam
ily W

elfare, w
ith support from

 W
HO and the International 

Telecom
m

unication Union’s “Be He@
lthy, Be M

obile” initiative, 
im

plem
ented the m

Cessation program
m

e. Part of the “Digital India” 
initiative, it uses tw

o-w
ay m

essaging betw
een the individual seeking 

to quit and program
m

e specialists, providing dynam
ic support for 

those w
ho w

ish to quit. A unique feature of the program
m

e allow
s 

users w
ho w

ant to quit to register by giving a m
issed call to a 

dedicated national num
ber, or by registering at http://w

w
w.nhp.gov.

in/quit-tobacco. The governm
ent has recently released Version 2 of 

the m
TobaccoCessation platform

, w
hich is capable of delivering the 

content through SM
S or interactive voice response in 12 languages. 

The program
m

e’s progress is m
onitored in real tim

e through 
an online dashboard that details the num

ber of registrations, 
disaggregated by factors such as gender, geography, and tobacco 
use type.

To date, the program
m

e has over 2.1 m
illion self-registered users. An 

evaluation conducted by the M
inistry of Health and Fam

ily W
elfare 

found an average quit rate of 7%
 for both sm

okers and sm
okeless 

tobacco users 6 m
onths after enrollm

ent. W
hen 12 000 participants 

in the program
m

e w
ere asked about their tobacco use, m

ore than 
19%

 said they had abstained over the past 30 days. 

India has also launched a second national m
Health program

m
e, 

m
Diabetes, for the prevention and m

anagem
ent of diabetes. Both 

program
m

es have been integrated into the national NCD screening 
initiative under the national health protection schem

e, “Ayushm
an 

Bharat.”

Since 2005, the Republic of Korea has prom
oted cessation services 

in all public health centres across the country. From
 June 2017 to 

June 2018 alone, 357 936 sm
okers w

ere given brief advice to quit, 
and 70 833 (19.8%

) of them
 had not sm

oked for 6 m
onths after 

their quit date.   

In 2006 a national toll-free quit line w
as launched to strengthen and 

support the national cessation program
m

e. The quit line is available 
13 hours a day on w

eekdays, and 9 hours a day on w
eekends, and 

provides registered users w
ith free counseling sessions for 1 year. Of 

the 17 752 tobacco sm
okers w

ho received at least one telephone 
counseling session betw

een 2017 and 2018, 3368 (19%
) had not 

sm
oked for 6 m

onths after their quit date. 

In 2015 the National Health Insurance Service started to cover the 
cost of tobacco cessation consultation and cessation drug fees in 
hospitals and clinics across the country. An outreach service, know

n 
as “Quit Bus” w

as introduced to help and encourage socially 
m

arginalized sm
okers, such as w

om
en and out-of-school youth, 

to quit.  Regional sm
oking cessation centres w

ere established to 
provide free intensive treatm

ent to heavy sm
okers. The expansion of 

services led to an increase in the num
ber of people registering w

ith 
national sm

oking cessation services from
 439 971 in 2014 to 

861 086 in 2017. 

The com
prehensive national sm

oking cessation services contributed 
to a significant decline in the sm

oking rate am
ong adult m

ales, from
 

66.3%
 in 1998 to an historic low

 of 38.1%
 in 2017. The earm

arking 
of tobacco tax revenue for quit services and providing cessation 
services in conjunction w

ith other tobacco control initiatives are key 
factors that contributed to this success.

W
hen Senegal adopted its Tobacco Control Act in 2014, the Health 

Com
m

ission of the country’s National Assem
bly affirm

ed that 
tobacco cessation w

as a national priority and that com
prehensive 

sm
oking cessation support w

ould be established to help sm
okers 

quit. At the tim
e, the Chair of the Health Com

m
ission, Aw

a Dia 

Thiam
, told M

em
bers of Parliam

ent: “M
easures m

ust be taken to 
support sm

okers w
ho w

ant to quit sm
oking and help them

 through 
the very difficult prelim

inary phase.”

Since then the M
inistry of Health and Social Action has created a 

national toll-free quit line offering trained counselors w
ho are able 

to give advice on sm
oking cessation and advise callers about the 

various treatm
ents available in Senegal to help them

 quit. During 
the first 4 m

onths, 4068 calls w
ere received by the quit line.

M
ore recently, the National Tobacco Control Program

, w
hich is 

responsible for coordinating tobacco control policy, has developed a 
National Tobacco Control Strategic Plan 2018–2022, w

hich details 
the cessation services available.

India successfully im
plem

ents m
Cessation

The Republic of Korea offers com
prehensive help to quit 

sm
oking

Sm
o
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g
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u

n
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K
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Q
u

it lin
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acks, 

Sen
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al. 

Ecuador ratified the W
HO FCTC in 2006, and despite advances in 

tobacco control, according to the Institute of Health M
etrics and 

Evaluation (see https://vizhub.healthdata.org/gbd-com
pare/), an 

Ecuadorian citizen dies from
 tobacco every 2 hours 1. Providing 

tobacco cessation support via the country’s health system
 is still a 

challenge – and one that can be m
et by encouraging collaboration 

w
ith other sectors. In this context, in 2018 Ecuador took steps to 

integrate brief tobacco interventions into prim
ary care, aligning w

ith 
their “M

édico del Barrio” strategy (Neighborhood Doctor strategy) 2.

As part of this intervention, the Ecuadorian M
inistry of Health has 

established a national training netw
ork, linking together training 

institutions responsible for on-the-job training of prim
ary care 

providers and asking W
HO to strengthen the capacity of their 

national training netw
ork on tobacco cessation. In response, W

HO, 
PAHO and the European Respiratory Society (w

hich provided 
financial support) conducted a joint train-the-trainer tobacco 
cessation w

orkshop for 55 national trainers in January 2018. In 
M

arch 2018, integration of brief tobacco interventions into prim
ary 

care began in Pichincha, Guayas, Azuay and Cañar provinces. 

About 120 prim
ary care providers w

ere trained on brief tobacco 
interventions and have since been routinely identifying tobacco 
users and advising them

 to quit.

The results of the project have been very encouraging. From
 

m
id-M

arch to m
id-Novem

ber 2018, 3916 tobacco users w
ere 

identified and given advice on quitting. Am
ong the 2069 patients 

w
ho com

pleted a follow
-up at 4 m

onths, the 7-day self-reported 
abstinence rate w

as 57.2%
, and of the 968 w

ho com
pleted a 

6-m
onth follow

-up 
assessm

ent, the self-
reported abstinence 
rate w

as 48.9%
. 

Based on these 
results, Ecuador 
plans to expand 
tobacco cessation 
integration to m

ore 
provinces.

Integrating brief tobacco interventions into prim
ary care, 

Ecuador

1  
The data result displays a m

ean estim
ate expressed in the raw

 num
ber of 5372 deaths and a 95%

 range of uncertainty interval from
 4669 to 6143 deaths.

2  
“M

edico del Barrio” is an advanced prim
ary health care strategy developed and im

plem
ented by the Governm

ent of Ecuador, w
hose purpose is to provide health care services to vulnerable and priority populations via 

patient recruitm
ent and screening. This is done through hom

e visits by health team
s consisting of a general practitioner, a nurse, a prim

ary health care w
orker, and the support of a com

m
unity and fam

ily physician and/or a 
general com

prehensive physician w
orking at the first level of care.
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W
arn about the dangers of tobacco

high-incom
e countries, 45%

 of m
iddle-

incom
e countries and 15%

 of low
-incom

e 
countries. O

nly 10%
 of countries (five 

high-incom
e, nine m

iddle-incom
e and 

seven low
-incom

e) have not adopted any 
w

arning labels, and 22 others (11%
) have 

issued w
arnings that cover less than 30%

 
of the principal package display areas 
(below

 the m
inim

um
 required by the W

HO
 

FCTC). O
ne in three low

-incom
e countries 

has no w
arning, or a w

arning that is 
sm

aller than required.

Article 11 of the W
HO FCTC states: “Each Party shall …

 adopt and im
plem

ent …
 effective m

easures to ensure that …
 tobacco product 

packaging and labelling do not prom
ote a tobacco product by any m

eans that are false, m
isleading, deceptive or likely to create an 

erroneous im
pression about its characteristics, health effects, hazards or em

issions”(1). W
HO FCTC Article 11 guidelines are intended 

to assist Parties in m
eeting their obligations under Article 11 of the W

HO FCTC, w
hich provides a clear tim

eline for Parties to adopt 
appropriate m

easures (w
ithin 3 years after entry into force of the W

HO FCTC for a given Party) (95).

HEALTH W
ARN

IN
G

 LABELS – HIG
HEST ACHIEVIN

G
 CO

UN
TRIES, 2018

Health w
arning labels

H
ealth w

arnings provide 
critical inform

ation about 
the harm

s of tobacco use 

Despite the overw
helm

ing evidence-
base on the harm

s of tobacco, m
any 

tobacco users still do not fully appreciate 
the dangers they expose them

selves 
and others to by consum

ing tobacco  
(124). Consum

ers have a right to be 
w

arned about the health im
pacts of the 

products they purchase and consum
e, 

and this includes sufficient and accurate 
inform

ation regarding the risks of tobacco 
use (124–126). G

raphic health w
arnings 

providing accurate inform
ation about the 

risks associated w
ith tobacco use can help 

stim
ulate tobacco users to reduce their 

consum
ption and quit (127, 128).

Effective health w
arnings com

m
unicate the 

risks of consum
ing tobacco as w

ell as the 
risk to others of exposure to second-hand 
sm

oke (129). There is significant evidence 
that accurate, prom

inent w
arnings prom

pt 
tobacco users to think about quitting, and 
can result in decreased tobacco use (130, 
131). 

H
ealth w

arnings on tobacco 
packaging are effective 

G
raphic health w

arnings on tobacco 
product packages reliably reach tobacco 

users each tim
e they use the products 

(132). At the sam
e tim

e, applying w
arning 

labels to packaging is at relatively low
 

expense to governm
ents (132). G

raphic 
health w

arnings are w
ell-supported by the 

public – m
ore so than m

ost other tobacco 
control m

easures (129, 133).

W
arnings should refer to specific health 

effects related to tobacco use. They are 
m

ost effective w
hen they are pictorial, 

graphic, com
prehensive, and strongly 

w
orded (134, 135). It is im

portant that 
the w

arning is large, covering at least half 
of a tobacco package’s surface (front and 
back) (132). To sustain their im

pact, labels 
should be rotated on a regular basis (136). 

Com
panies use packaging to m

anipulate 
users’ perceptions of a tobacco product’s 
taste, strength, and health im

pacts, in 
essence turning packaging into a product 
characteristic (137). Term

s suggesting 
reduced health risks including “light”, 
“ultra-light”, and “low

 tar” are deceptive 
and should be prohibited (130). How

ever, 
rem

oving m
isleading descriptors 

m
ay not be sufficient to decrease the 

m
isperceptions of reduced risk associated 

w
ith these cigarette types (138, 139).

O
ver half of the w

orld’s 
population are exposed to 
large and effective graphic 
health w

arnings 

Strong graphic pack w
arnings are in 

place for alm
ost 3.9 billion people in 

91 countries – over half of the global 
population (52%

). M
ore people are 

protected by this M
PO

W
ER m

easure 
than any other, w

ith 47%
 of countries 

im
plem

enting graphic pack w
arning 

requirem
ents at the highest level: 65%
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Countries w
ith the highest level of achievem

ent: Argentina, Arm
enia, Australia, Austria, Bangladesh, *Barbados, Belarus, Belgium

, Bolivia (Plurinational State of), Brazil, 
Brunei Darussalam

, Bulgaria, Burkina Faso, Cam
bodia, *Cam

eroon, Canada, Chad, Chile, Costa Rica, *Croatia, *Cyprus, Czechia, Denm
ark, Djibouti, Ecuador, Egypt, 

El Salvador, Estonia, Fiji, Finland, France, *Georgia, Germ
any, Greece, *Guyana, *Honduras, Hungary, India, Iran (Islam

ic Republic of), Ireland, Italy, Jam
aica, Kazakhstan, 

Kyrgyzstan, Lao People’s Dem
ocratic Republic, Latvia, Lithuania, *Luxem

bourg, M
adagascar, M

alaysia, M
alta, M

auritius, M
exico, M

ongolia, Nam
ibia, Nepal, Netherlands,  

New
 Zealand, *Pakistan, Panam

a, Peru, Philippines, Poland, Portugal, Republic of M
oldova, Rom

ania, Russian Federation, *Saint Lucia, Sam
oa, *Saudi Arabia, Senegal, 

Seychelles, Singapore, Slovakia, *Slovenia, Solom
on Islands, *Spain, Sri Lanka, Surinam

e, Sw
eden, Thailand, *Tim

or-Leste, Trinidad and Tobago, Turkey, Turkm
enistan, 

Ukraine, United Kingdom
, Uruguay, Vanuatu, Venezuela (Bolivarian Republic of), and Viet Nam

.
 * Country new

ly at the highest level since 31 Decem
ber 2016.
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Four out of fi
ve low

-incom
e 

countries do not m
andate 

suffi
cient w

arnings on packs

In the past 2 years, 14 additional 
countries, w

ith 4%
 of the w

orld’s 
population, have joined the 77 countries 
that required large graphic w

arning labels 
on tobacco products. Seven w

ere high-
incom

e countries and the other seven 
w

ere m
iddle-incom

e. O
f the 14 countries, 

tw
o (Barbados and St Lucia) w

ent from
 

no required health w
arnings at all to a 

com
plete law

 covering at least 50%
 of the 

pack w
ith a graphic health w

arning, and 
the other 12 strengthened existing law

s to 
m

eet best-practice level. N
o low

-incom
e 

countries achieved com
plete adoption of 

graphic w
arning law

s in the past 2 years, 

m
eaning four out of five low

-incom
e 

countries are still not m
andating sufficient 

w
arnings on packs. 

Strong graphic health 
w

arnings are in place for 
alm

ost half of all countries 
and m

ore than half of the 
global population 

Com
pared to 2007, w

hen only nine 
countries (5%

 of the w
orld’s population) 

had large graphic pack w
arnings on 

cigarettes, there are now
 91 countries 

(52%
 of the w

orld’s population) w
ith 

com
prehensive graphic pack w

arning 
requirem

ents. This m
eans 82 countries 

have taken action to adopt law
s that 

require strong graphic health w
arnings 

on tobacco products since 2007. The 
28 M

em
ber States of the European 

Union (EU) are large contributors to 
this increase, since all of them

 have 
incorporated the requirem

ents for large 
graphic health w

arnings required by the 
2014 EU w

arning label directive into their 
national law

s (23 countries had done so 
by 2016 and the rem

aining five by 2018). 
In addition, India reached best-practice 
level in 2016, adding 1.35 billion people 
to the total population coverage. O

f all 
M

PO
W

ER m
easures, this one has seen the 

m
ost progress since 2007 both in term

s of 
countries acting and population covered 
by a best-practice policy.

Eight countries, w
ith 384 m

illion people, 
need only raise the pack coverage by 20%

 
or less to m

eet all best-practice criteria for 
large graphic pack w

arnings. 

An additional 15 countries have m
andated 

large w
arnings (at least 50%

 of the pack) 
and need only add one criterion to achieve 
best practice. Eight of these 15 countries, 
representing 157 m

illion people, need 
only m

andate that strong graphic health 
w

arnings appear on each package and any 
outside packaging used in the retail sale, 

and six countries, w
ith 360 m

illion people, 
need only add a requirem

ent for a graphic 
im

age (instead of text only) – Albania, 
Cook Islands, N

iger, Togo, Tonga and the 
United States of Am

erica. The rem
aining 

m
em

ber of this group, G
abon, w

ith 2 
m

illion people, only needs to require a 
specification of font style, font size and 
colour for pack w

arning requirem
ents to 

reach best-practice level.

O
f the 505 m

illion people (6.6%
 of the 

w
orld’s population) w

ho live in one of 

the w
orld’s 100 largest cities, tw

o thirds 
(339 m

illion) live in one of the 62 cities 
protected by graphic pack w

arnings 
containing all appropriate characteristics. 
These cities are all covered by a law

 
passed at the national level, apart from

 
Hong Kong SAR, w

hich has a city-level law
 

in place. 

HEALTH W
ARN

IN
G

 LABELS
PRO
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Strong graphic health w
arnings are in place for 

alm
ost 3.9 billion people in 91 countries – over half 

of the global population (52%
).
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Plain packaging is 
effective and increases 
the effectiveness of health 
w

arnings

Plain packaging (also called standardized 
packaging) is packaging w

hich restricts 
or prohibits “the use of logos, colours, 
brand im

ages or prom
otional inform

ation 
on packaging other than brand nam

es 
and product nam

es displayed in a 
standard colour and font style” (95). 
Plain packaging sim

ultaneously reduces 
the attractiveness of tobacco products, 
elim

inates the effects of tobacco 
packaging as a form

 of advertising and 
prom

otion, m
inim

izes m
isleading product 

descriptor language, and enhances 
the noticeability and effectiveness of 
health w

arnings (140–143). There is 
evidence that plain packaging reduces 

m
isperceptions that som

e cigarettes are 
less harm

ful than others, and decreases 
both sm

oking prevalence and sm
oking 

behaviours (144).

First im
plem

ented by Australia in 2012, 
plain packaging has been challenged 
by the tobacco industry on the basis 
of protection of tradem

arks, freedom
 

of com
m

ercial expression, protections 
for trade, and protections for the free 
m

ovem
ent of goods (145). These 

challenges have been rejected in the 
dom

estic courts of Australia, England 
and W

ales, France, and N
orw

ay (145). 
In addition, in June 2018, a W

orld 
Trade O

rganization panel ruled against 
com

plaints brought by four countries 
regarding Australia’s tobacco packaging 
law

 (146).

M
ore and m

ore countries 
require plain packaging of 
tobacco products

In spite of tobacco industry lobbying, 
several countries are now

 m
oving forw

ard 
w

ith plain packaging. By the end of 2018, 
10 countries had adopted legislation 
m

andating plain packaging of tobacco 
products and had issued regulations 
w

ith im
plem

entation dates (Australia, 
France, Hungary, Ireland, N

ew
 Zealand, 

N
orw

ay, Saudi Arabia, Thailand, United 
Kingdom

 and Uruguay). In addition, 
Belgium

, Canada, Singapore and Turkey 
have passed plain packaging regulations 
in 2019. Burkina Faso, G

eorgia, Israel, 
Rom

ania and Slovenia have passed law
s 

but not regulations and do not yet have 
im

plem
entation dates.

Georgia has one of the highest rates of tobacco use in the 
w

orld. About 33%
 of the adult population are current sm

okers 
(including 57%

 of m
en), in addition to 12.6%

 of 13–15-year-
olds.  About 11 400 Georgians die every year as a result of 
tobacco use, and the country loses 2.4%

 of its annual GDP to 
tobacco-related deaths and disability. W

hile the first tobacco 
control law

 in the country w
as adopted in 2003, strong 

interference from
 the tobacco industry prevented the law

 from
 

being com
prehensive. For m

ore than a decade Georgia’s law
s 

have rem
ained stagnant. How

ever, in 2015 a plan for change 
began to take shape. The Tobacco Control Alliance, w

ith 
support from

 several NGOs and funding and strong technical 
backing from

 the Cam
paign for Tobacco Free Kids, began an 

advocacy cam
paign, m

obilizing and consolidating all local 
and international players w

orking in tobacco control, health, 

and hum
an rights. On 17 

M
ay 2017 the new

 law
 w

as 
adopted. 

The law
 requires that pictorial 

health w
arnings cover at 

least 65%
 of the tw

o biggest 
sides of the packaging of all 
sm

oking tobacco products 
(including cigarettes, cigars, w

ater pipes, heated tobacco etc.). 
Georgia’s governm

ent decreed that the nine m
ost effective 

pictorial w
arnings (selected by the M

inistry of Health based on 
focus group results) developed in Australia and Canada m

ust 
be used. Packages of sm

okeless tobacco products m
ust provide 

w
ritten health w

arnings on 30%
 of the tw

o biggest sides. 
Three general graphic health w

arnings and three additional 
ones w

ith relevant pictogram
s are subject to rotation during a 

year and should be equally distributed on each type of tobacco 
package.

There is no place for com
placency how

ever, as ongoing tobacco 
industry interference continues to underm

ine tobacco control 
efforts in Georgia, w

ith the industry successfully delaying the 
im

plem
entation of plain packaging to Decem

ber 2021.

As the success of plain packaging requirem
ents becom

es 
ever-m

ore apparent, m
ore countries, including m

iddle-incom
e 

countries, are starting to adopt the m
easure.  The follow

ing 
three countries are the first in their respective regions to do so.

Uruguay continues to lead the A
m

ericas 
In 2018 Uruguay continued its role as a leader for the 
Am

ericas, becom
ing the first country in the region to enact 

plain packaging requirem
ents for tobacco products. Uruguay’s 

president, Tabaré Vàsquez, signed an executive decree 
m

andating plain packaging on 6 August 2018. Only a m
onth 

later, how
ever, the decree w

as suspended due to a law
suit 

filed by British Am
erican Tobacco (BAT). The Adm

inistrative 
First Instance Court ruled in favour of BAT because the plain 
packaging m

easure had been enacted by an executive decree 
instead of a law

 adopted by Parliam
ent. The Uruguayan 

governm
ent appealed this decision and on 11 October 2018 

the Court of Appeal ruled in the governm
ent’s favour, although 

a law
 w

ould still be necessary to establish plain packaging. 
A legislative effort w

as im
m

ediately launched that m
onth, 

leading to the adoption of Law
 19.723 on 12 

Decem
ber 2018 and a detailed decree on 29 

April 2019, w
ith the law

 to be im
plem

ented for 
all tobacco products from

 22 Decem
ber 2019.

Saudi A
rabia introduces plain 

packaging 
In late 2018, the Saudi Food and Drug 
Authority (SFDA) issued regulations requiring 
plain packaging on tobacco products, 
m

aking Saudi Arabia the first country in the 
Eastern M

editerranean Region to do so. In 
preparation for the legislation (w

hich w
ill be 

fully im
plem

ented on 1 January 2020), the 
SFDA issued a m

odel plain package to all 
tobacco product m

anufacturers and im
porters, 

specifying the required standard colour and font style, and 
sam

ple graphic health w
arnings that m

ust be carried, selected 
from

 both the W
HO and Eastern M

editerranean Regional 
Office’s Graphic Health W

arnings database. In alignm
ent w

ith 
Saudi Arabia’s 2030 vision for the prom

otion of public health, 
it is expected that this step w

ill contribute to Saudi Arabia’s 
overall tobacco control agenda.

Thailand is the first upper-m
iddle-incom

e country 
to introduce plain packaging 
In Decem

ber 2018, Thailand m
ade history w

hen it becam
e 

the first country anyw
here in Asia (and the first upper-m

iddle-
incom

e country in the w
orld) to require plain packaging – a 

law
 that w

ill be fully im
plem

ented by 9 Septem
ber 2019. “Plain 

packaging is a landm
ark m

easure for tobacco control that w
ill 

help reduce the use of these deadly products in Thailand,” 
said Dr Daniel A Kertesz, W

HO Representative to Thailand. The 
new

 m
easure com

plem
ents earlier legislation requiring 85%

 of 
the surface of tobacco packs to show

 graphic w
arnings of the 

adverse effects of sm
oking on health. 

G
eorgia adopts new

 law
 on health w

arnings

Plain packaging spreads across the globe

Th
e G

eo
rg

ian
 p

arliam
en

t vo
tes fo

r a to
b

acco
 co

n
tro

l b
ill, 2017.
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Anti-tobacco m
ass m

edia cam
paigns

Article 12 of the W
HO FCTC states: “Each Party shall prom

ote and strengthen public aw
areness of tobacco control issues, using all 

available com
m

unication tools, as appropriate. …
 each Party shall …

 prom
ote …

 broad access to effective and com
prehensive 

educational and public aw
areness program

m
es on the health risks including the addictive characteristic of tobacco consum

ption and 
exposure to tobacco sm

oke; …
 [Each party shall prom

ote] public aw
areness about the risks of tobacco consum

ption and exposure 
to tobacco sm

oke, and about the benefits of the cessation of tobacco use and tobacco-free lifestyles;…
 [each party shall prom

ote] 
public aw

areness of and access to inform
ation regarding the adverse health, econom

ic, and environm
ental consequences of tobacco 

production and consum
ption”(1). W

HO FCTC Article 12 guidelines are intended to assist Parties in m
eeting their obligations under 

Article 12 of the W
HO FCTC (95).

W
ell-designed anti-tobacco 

m
ass m

edia cam
paigns can 

reduce tobacco use

W
ell designed, hard hitting anti-tobacco 

m
ass m

edia cam
paigns can reduce 

tobacco use. There is strong evidence 
that m

ass m
edia cam

paigns increase quit 
attem

pts, low
er youth initiation rates and 

reduce second-hand sm
oke exposure 

(147–152). M
ass m

edia anti-tobacco 
cam

paigns are com
m

only used in high-
incom

e countries but have been show
n 

to be effective in low
-and m

iddle-incom
e 

countries as w
ell (153). 

Sustained cam
paigns are m

ore likely to 
have a longer-term

 im
pact on tobacco 

use behaviour, but cam
paigns running 

for as little as 3 w
eeks can still have a 

positive im
pact (148, 154, 155). Television 

cam
paigns using graphic im

agery are 
know

n to be especially effective in 
m

otivating tobacco users to attem
pt to 

quit (151, 156).

M
ass m

edia cam
paigns can be expensive, 

but they have the potential to quickly and 
efficiently reach very large populations 
(151). Including inform

ation about w
hat 

tobacco users can do to quit, such as 

providing a toll-free quit line num
ber on 

the products of the m
ass m

edia cam
paign, 

e.g. on the bottom
 of posters or at the end 

of television advertisem
ents.

Com
prehensive tobacco 

control strategies m
ust 

include m
ass m

edia 
cam

paigns

Anti-tobacco m
ass m

edia cam
paigns not 

only create aw
areness and inform

 people 
about the harm

s of tobacco use and 
second-hand sm

oke, they also encourage 

M
ASS M

EDIA CAM
PAIG

N
S

AN
TI-TO

BACCO
 M

ASS M
EDIA CAM

PAIG
N

S – HIG
HEST ACHIEVIN

G
 CO

UN
TRIES, 2018
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-incom

e
M
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High-incom
e

D
ata not reported

N
o national cam

paign conducted 
betw

een July 2016 and June 2018 
w

ith a duration of at least 3 
w

eeks

N
ational cam

paign im
plem

ented 
w

ith 1–4 appropriate 
characteristics

N
ational cam

paign im
plem

ented w
ith 5–6 

appropriate characteristics, or w
ith 7 

characteristics excluding airing on TV and/or 

N
ational cam

paign im
plem

ented w
ith at least 7 

appropriate characteristics including airing on 
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quitting. As such it is im
perative that these 

cam
paigns form

 an im
portant part of any 

com
prehensive tobacco control strategy 

or program
m

e (156). G
overnm

ents should 
develop and deliver m

essages designed 
to educate current and potential tobacco 
users about the dangers of tobacco 
influence attitudes and beliefs about 
tobacco use (149).

M
ass m

edia efforts continue 
to fall behind

Less than a quarter of the w
orld’s 

population (1.7 billion people) live in 
a country that has aired at least one 
national com

prehensive anti-tobacco m
ass 

m
edia cam

paign in the past 2 years. O
f 

the 39 countries that ran an anti-tobacco 
cam

paign during that tim
e, 19 w

ere high-
incom

e, 18 w
ere m

iddle-incom
e and tw

o 
w

ere low
-incom

e countries. Alm
ost half of 

the countries in the w
orld (91) have not 

run any kind of sustained cam
paign in the 

past 2 years, leaving about 19%
 of the 

w
orld’s population, and an estim

ated 220 
m

illion tobacco users, unreached by any 
m

ass m
edia cam

paign.  
 People in low

-incom
e countries are the 

least exposed to anti-tobacco m
ass m

edia:  
over 60%

 of the population of low
-incom

e 
countries, living in 24 countries, have not 
been exposed to any kind of cam

paign in 
the past 2 years.

The first year for w
hich m

ass m
edia 

cam
paigns w

ere m
onitored w

as 2010. 
Since then, the proportion of the w

orld’s 
population exposed to a best-practice m

ass 
m

edia cam
paign rose until 2014, w

hen 
4.2 billion people lived in countries airing 
such cam

paigns. Regrettably, by 2018 this 
num

ber had dropped by m
ore than half, 

to 1.7 billion people. In 2015–2016, 42 
countries ran cam

paigns, a higher num
ber 

of countries than during any other period. 

M
ost countries that execute cam

paigns 
do not repeat the effort every 2 years. O

f 
the 42 countries that ran a best-practice 
cam

paign in the period 2014-2016, 33 ran 
another cam

paign in the recent period, but 
only 22 of these w

ere also best-practice 
cam

paigns. 

O
f the 91 countries that ran no cam

paign 
at all in the last tw

o years, 20 had 
previous experience running a best-
practice cam

paign.

O
f the 14 countries that consistently 

ran cam
paigns in all of the five periods 

assessed (2009–2010, 2011–2012, 
2013–2014, 2015–2016 and 2017–2018) 
only four (Australia, Turkey, United 
Kingdom

 and Viet N
am

) m
aintained 

best-practice im
plem

entation for each 
cam

paign. 
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Countries w
ith the highest level of achievem

ent: Australia, Austria, *Belarus, *Brazil, *Brunei Darussalam
, Costa Rica, *Cyprus, El Salvador, Estonia, Fiji, *France, *Georgia, 

*Germ
any, Indonesia, *Iraq, Ireland, Italy, Jordan, *Luxem

bourg, *M
yanm

ar, New
 Zealand, Norw

ay, Pakistan, *Panam
a, *Qatar, Republic of Korea, Republic of M

oldova, 
*Saint Lucia, *Senegal, Seychelles, Sw

itzerland, *Tim
or-Leste, *Togo, Tonga, Turkey, *Turkm

enistan, United Kingdom
, United States of Am

erica, and Viet Nam
.

 * Country new
ly at the highest level since 31 Decem

ber 2016.
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PRO
G

RESS IN
 AN

TI-TO
BACCO

 M
ASS M

EDIA CAM
PAIG

N
S (2010–2018)

Note: Data reporting for anti-tobacco m
ass m

edia cam
paigns started in 2010.
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A 2014 STEPS survey in M
yanm

ar show
ed 43.2%

 of the 
population (62.2%

 m
ale and 24.1%

 fem
ale) used sm

okeless 
tobacco, w

ith 94%
 reporting the use of sm

okeless tobaccos 
containing betel quid. To com

bat the health risks associated 
w

ith tobacco use, M
yanm

ar im
plem

ented its first m
ass m

edia 
cam

paign to increase aw
areness of the health harm

s of 
tobacco use (including betel quid) in Septem

ber 2017. The 
national NGO People’s Health Foundation, in collaboration 
w

ith civil authorities and creative, m
edia and research agencies 

across M
yanm

ar, designed and im
plem

ented the cam
paign. 

The support of the M
inistry of Health and Sports and the 

M
inistry of Inform

ation through free and reduced-cost radio 
and TV air tim

e, as w
ell as technical and financial support 

from
 Vital Strategies (a non-governm

ental organization), w
as 

also instrum
ental. The 6-w

eek cam
paign w

as the first to ever 
feature stories about actual people harm

ed by sm
okeless 

tobacco in M
yanm

ar on TV, radio and posters. Developm
ent 

follow
ed an evidence-based strategic com

m
unication approach 

that included target audience identification; refinem
ent, pre-

testing and production of Public Service Annoucem
ents; the 

use of public and private m
edia (TV, radio); and post-cam

paign 
assessm

ent of the reach and im
pact. M

ass m
edia cam

paigns 
for tobacco control have been recognized as a W

HO “best-
buy” approach (28). The significant reach of the cam

paign, 
covering 48%

 of the population in 2017 and over 80%
 during 

2018, is encouraging, and an excellent exam
ple of how

 
m

ultistakeholder collaboration can create m
axim

um
 im

pact at 
the country level. 

China is the biggest consum
er of tobacco products. Even 

though progress has been m
ade in advancing tobacco control 

initiatives, China’s addiction to tobacco rem
ains strong. 

The tobacco industry continues to unleash large m
arketing 

cam
paigns and is still able to expand its consum

er base and 
successfully acquire a new

 generation of sm
okers. Tobacco-

related diseases kill 1 m
illion people in China every year and 

100 000 non-sm
okers die from

 exposure to second-hand 
sm

oke.

In M
ay 2017, a cam

paign for a sm
oke-free next generation 

harnessed the pow
er of the entertainm

ent industry by 
team

ing up w
ith celebrities and a fashion m

agazine (based 
on their appeal to youth and w

om
en in particular) to spread 

the m
essage that choosing a healthy, sm

oke-free lifestyle is 
em

pow
ering.  

 The cam
paign w

as launched during W
orld No Tobacco Day 

2017 and exploded on social m
edia, earning 34 m

illion view
s 

in just 3 days. It w
as ranked as the num

ber one social-good 
hashtag and w

ithin its first w
eek had reached m

ore than 120 

m
illion social m

edia users, 70%
 of them

 under the age of 40. 
M

ore than 80 m
illion users participated in cam

paign discussion 
threads during the w

eek. W
ithin the first 30 days, 184 m

edia 
outlets covered the cam

paign in China and the video w
as 

displayed on m
ore than 100 LED screens in landm

ark buildings 
and sites throughout China. Even Xiam

en Airlines aired the 
video in its lounges around China, and in its aircraft.

M
yanm

ar launches first-ever m
ass m

edia anti-tobacco 
cam

paign

Entertainm
ent industry helps create a sm

oke-free next 
generation in China

Th
e #sto

p
b

etelm
yan

m
ar cam

p
aig

n
, M

yan
m

ar.

Less than a quarter of the w
orld’s 

population live in a country that 
has aired a national com

prehensive 
anti-tobacco m

ass m
edia cam

paign 
in the past 2 years.

Th
e Sm

o
ke-Free N

ext G
en

eratio
n

 cam
p

aig
n

, 
C

h
in

a.
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Enforce bans on tobacco advertising, 
prom

otion and sponsorship

Bans on tobacco advertising, 
prom

otion and sponsorship 
m

ust be com
prehensive

M
ore than 10 years after the adoption 

of the Guidelines for im
plem

entation of 
Article 13 of the W

HO FCTC, the follow
ing 

principle stipulated at its beginning is still 
relevant today: “It is w

ell docum
ented 

that tobacco advertising, prom
otion and 

sponsorship increase tobacco use and 
that com

prehensive bans on tobacco 
advertising, prom

otion and sponsorship 
decrease tobacco use” (95).

Every year the tobacco industry spends 
billions of dollars on advertising, 

Article 13 of the W
HO FCTC states: “... [A] com

prehensive ban on advertising, prom
otion and sponsorship w

ould reduce the 
consum

ption of tobacco products. Each Party shall ... undertake a com
prehensive ban of all tobacco advertising, prom

otion and 
sponsorship. …

 [W
]ithin the period of 5 years after entry into force of this Convention for that Party, each Party shall undertake 

appropriate legislative, executive, adm
inistrative and/or other m

easures and report accordingly in conform
ity w

ith Article 21”(1). W
HO 

FCTC Article 13 guidelines are intended to assist Parties in m
eeting their obligations under Article 13 of the W

HO-FCTC (95).

Bans are effective at 
reducing tobacco use

Evidence from
 across the w

orld indicates 
that com

prehensive bans are effective 
in reducing tobacco sales and tobacco 
consum

ption (164–167). The im
pact of 

TAPS bans m
ay be even m

ore dram
atic 

in low
- and m

iddle-incom
e countries 

than in high-incom
e countries (167). 

TAPS bans are recognized as a key policy 
m

easure as they com
prise one of only tw

o 
provisions in the W

HO
 FCTC that im

pose a 
m

andatory tim
efram

e for im
plem

entation 
(the other one being Article 11 of the 
Convention). 

Bans m
ust be com

prehensive 
and w

ell-enforced

TAPS bans should cover all TAPS activities 
including both direct and indirect varieties 
of prom

otion. Direct form
s of advertising 

include am
ong others television, radio, 

print publications and billboards, w
hile 

indirect form
s of advertising include 

am
ong others brand stretching, free 

distribution, price discounts, point of 
sale product displays, and sponsorships 
including corporate social responsibility 
program

m
es (168). Point of sale displays 

“norm
alize” the products, act as a prom

pt 
to sm

oke, encourage im
pulse purchases, 

interfere w
ith quitting, and increase the 

susceptibility of children and young people 
to try the product (169–174). W

hen bans 
are not com

prehensive, tobacco com
panies 

exploit legal loopholes or sim
ply shift their 

investm
ents to form

s of prom
otion that 

are not banned (164, 175, 176).

W
hen tobacco com

panies m
ake financial 

or in-kind contributions to any other 
entity for deserving or socially responsible 
causes such contributions fall w

ithin the 
definition of tobacco sponsorship under 
Article 1(g) of the Convention and should 
therefore be banned (168). Corporate 
social responsibility activities are typically 
em

ployed to convince governm
ents to 

delay and refrain from
 im

plem
enting 
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FO

RCE BAN
S O

N
 TO

BACCO
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D SPO

N
SO

RSHIP – HIG
HEST 

ACHIEVIN
G

 CO
UN

TRIES, 2018

Countries w
ith the highest level of achievem

ent: Afghanistan, Albania, *Antigua and Barbuda, *Azerbaijan, Bahrain, *Benin, Brazil, Chad, Colom
bia, 

*Congo, *Dem
ocratic Republic of the Congo, Djibouti, Eritrea, *Gam

bia, Ghana, Guinea, *Guyana, Iran (Islam
ic Republic of), Kenya, Kiribati, Kuw

ait, 
Libya, M

adagascar, M
aldives, M

auritius, M
ongolia, Nepal, Niger, Nigeria, *Niue, Panam

a, Qatar, Republic of M
oldova, Russian Federation, *Saudi Arabia, Senegal, Seychelles, *Slove-

nia, Spain, Surinam
e, Togo, Turkey, Tuvalu, Uganda, United Arab Em

irates, Uruguay, Vanuatu, and Yem
en.

 * Country new
ly at the highest level since 31 Decem

ber 2016.

prom
otion, and sponsorship (TAPS) 

activities to prom
ote their tobacco 

products and increase tobacco sales (157). 
Despite tobacco com

panies’ insistence that 
advertising only increases their m

arket 
share at the expense of com

petitors, there 
is longstanding and consistent evidence 
of a causal relationship betw

een TAPS 
activities and increased or sustained 
tobacco use through both the effective 
recruitm

ent of new
 tobacco users or by 

discouraging tobacco users from
 quitting 

(148, 158, 159).  

Tobacco com
panies em

ploy a com
bination 

of m
arketing techniques to target different 

groups. TAPS activities are tailored to 

specific populations through new
 products 

that circum
vent regulations and m

aintain 
social acceptability (160). Youth and 
w

om
en are especially targeted in low

- and 
m

iddle-incom
e countries (161). Exposure 

to tobacco advertising and prom
otion 

increases the likelihood that adolescents 
w

ill start to use tobacco w
hich m

ay lead 
to a higher prevalence of adult tobacco 
users in the future (159, 162, 163). 
Prom

otional and sponsorship activities are 
also effective at influencing businesses 
that m

ay benefit from
 the billions of 

dollars that the tobacco industry invests in 
TAPS. To counter this, com

prehensive bans 
in all TAPS activities are needed as a key 
tobacco control strategy (164).

M
ore low

-incom
e countries

have adopted a TA
PS ban than

any other M
PO

W
ER m

easure.
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TA
PS ban should apply to 

new
 m

edia

Tobacco com
panies now

 frequently 
utilize novel m

edia platform
s for TAPS 

activities such as social m
edia sites and 

m
obile phone applications (178). O

n a 
w

ide variety of social m
edia platform

s, 
influencers, spokespeople, and brand-
sponsored contests are used to prom

ote 
tobacco products (178, 179). The 
enorm

ous grow
th in com

m
unications 

technology and use of Internet-based 
m

obile phones has m
ade it essential to 

keep a check on tobacco advertising and 
prom

otion on platform
s such as Instagram

, 
YouTube, Facebook etc. Children and 
adolescents are particularly exposed to 
these platform

s (180). Legislation banning 
TAPS m

ay not necessarily include a ban 
on advertisem

ents on the Internet and 
therefore ensuring that bans are inclusive 
of Internet-based m

edia is crucial (181, 
182). In som

e cases enforcing TAPS 
bans on social m

edia sites m
ay require 

legislation to be im
plem

ented across 
borders and for this reason countries w

ill 
need to cooperate and coordinate efforts 
(179).

M
ore countries than ever 

are adopting com
plete bans 

on tobacco advertising, 
prom

otion and sponsorship 

Banning TAPS rem
ains an under-adopted 

m
easure, w

ith only 18%
 of the w

orld’s 
population, in 48 countries, covered by 
a com

prehensive ban. At the sam
e tim

e, 
there are 44 countries (11 high-incom

e, 
21 m

iddle-incom
e, and 12 low

-incom
e 

countries) that have not adopted any TAPS 
bans to date.

Interestingly, m
ore low

-incom
e countries 

have adopted a TAPS ban than any 
other M

PO
W

ER m
easure, w

ith 14 low
-

incom
e countries – or 40%

 – having 
com

prehensive TAPS bans in place.  By 

contrast, under 20%
 of high-incom

e 
countries (11) have achieved this best-
practice level.

M
ore low

-incom
e countries 

than high-incom
e countries 

com
pletely ban TA

PS

In the past 2 years, 10 m
ore countries 

have banned all form
s of direct and 

indirect advertising, raising the global 
population covered at best-practice level 
by 150 m

illion, to 1.3 billion people. 
Three of these countries w

ere low
-incom

e 
countries (Benin, Dem

ocratic Republic 
of the Congo and G

am
bia); four w

ere 
m

iddle-incom
e countries (Azerbaijan, 

Congo, G
uyana and N

iue) and three 
w

ere high-incom
e countries (Antigua and 

Barbuda, Saudi Arabia and Slovenia).
Adoption of com

plete TAPS bans has 
steadily increased over the years, from

 
seven countries in 2007 to 48 countries 
(one in four) in 2018, an increase of 

tobacco control program
m

es and should 
be included in TAPS bans (174).

The tobacco industry attem
pts to avoid 

regulation by adopting w
eak voluntary 

advertising codes, discrediting the 
evidence base for restrictions, and using 
both lobbyists and litigation to avoid 
bans (148, 165). How

ever, lim
ited bans 

have little or no effect (148, 164, 177). 
For bans to be effective, they m

ust be 
com

prehensive. Legislation should use 
clear, uncom

plicated language and 
unam

biguous definitions, and should 
avoid providing lists of prohibited activities 
that are, or could be understood to be, 
exhaustive (167). M

oreover, legislation 
m

ust be coupled w
ith strong enforcem

ent 
and m

onitoring, w
ith high financial 

penalties for violations (95).

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D SPO

N
SO

RSHIP
PRO

G
RESS IN

 BAN
S O

N
 TO

BACCO
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D SPO

N
SO

RSHIP 
(2007–2018)

41 countries. Low
- and m

iddle-incom
e 

countries have been leaders in adopting 
strong TAPS bans throughout the years. 
In 2007, all seven best-practice countries 
w

ere low
- and m

iddle-incom
e countries 

(Albania, Djibouti, Eritrea, Islam
ic Republic 

of Iran, Kenya, M
adagascar and N

iger). At 
any point in tim

e there has alw
ays been 

m
ore low

-incom
e countries than high-

incom
e countries w

ith a com
plete TAPS 

ban. 

There are only 44 countries 
that have not adopted any 
TA

PS bans

Thirty countries, w
ith 2.1 billion people, 

are only one provision aw
ay from

 a 
com

plete advertising ban. N
ine need only 

to ban brand-stretching (Bhutan, Croatia, 
Finland, France, G

eorgia, Lithuania, Sri 
Lanka, Thailand and Turkm

enistan). Seven 
need only to ban advertising of tobacco 
products at point of sale (Argentina, 

Cook Islands, India, M
ali, M

ontenegro, 
N

etherlands and South Africa). Seven need 
only to ban industry sponsorship (Egypt, 
Iceland, N

ew
 Zealand, Sudan, Syrian 

Arab Republic, United Kingdom
 and Viet 

N
am

). Four need only ban prom
otional 

discounts (Cyprus, Ethiopia, Lebanon 
and Papua N

ew
 G

uinea). N
orw

ay need 
only ban brand-sharing, Tonga need 
only ban the appearance of tobacco 
products or brands in TV and/or film

s, and 
occupied Palestinian territory, including 
east Jerusalem

, need only ban the free 
distribution of tobacco products.

Alm
ost a quarter of the 505 m

illion people 
(125 m

illion) w
ho live in 26 of the w

orld’s 
100 largest cities are protected com

pletely 
from

 exposure to TAPS by national 
legislation. In all 26 cities, bans on TAPS 
operate at national level. The other 74 
cities are not currently protected by a 
national TAPS ban, but could m

ove ahead 
w

ith city, state, or provincial level law
s and 

thereby protect a com
bined 380 m

illion 
m

ore people. 

Low
-incom

e
M

iddle-incom
e

High-incom
e

D
ata not reported

Com
plete absence of ban, or ban 

that does not cover national TV, 
radio and print m

edia

Ban on national TV, radio 
and print m

edia only

Ban on national TV, radio 
and print m

edia as w
ell as 

on som
e but not all other 

form
s of direct and/or 

indirect advertising

Ban on all form
s of direct 

and indirect advertising (or 
at least 90%

 of the 
population covered by 
com

plete subnational bans)
11 37 11

23 58 21

14 8 12
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The Republic of the Congo, a Central African country straddling 
the Equator, ratified the W

HO FCTC in February 2007. It 
entered into force in M

ay 2007. As part of the im
plem

entation 

of Article 13, the country banned som
e but not all form

s of 
TAPS and its products. This initiative w

as reinforced on 4 July 
2012 by the adoption and prom

ulgation of the law
 on tobacco 

control, but TAPS bans w
ere still not com

pleted. 

In June 2018, Congo adopted a decree that expanded the 
legislation to cover point-of-sale advertising as w

ell as a ban 
on prom

otional discounts, brand-stretching and sponsorship, 
am

ong other TAPS bans. Congo is now
 one of the 17 

countries in the African Region that have com
plete TAPS bans. 

Com
pliance data collected in the country for this report show

 
that m

ost of the advertising bans that entered into force in 
2006 are w

ell im
plem

ented in the country, w
hich is a good 

om
en for the bans recently adopted.

W
ith globalization, Niue w

hich is an island country in the South 
Pacific Ocean, is now

 far m
ore connected to the rest of the 

w
orld than ever before, and therefore becam

e m
ore susceptible 

to tobacco industry m
arketing. How

ever, Niue, although a 
Party to the W

HO FCTC, had no effective TAPS regulation until 
recently. Law

s to prevent TAPS, particularly at point of sale, are 
an essential part of protecting the health of the country’s future 
generations. In 2016, Niue’s governm

ent started to w
ork on 

aligning its tobacco control legislation w
ith the requirem

ents of 
the Convention.  The M

inistry of Health led public consultations 
w

ith m
em

bers of the public sector as w
ell as representatives 

from
 civil society organizations and com

m
unity groups, and 

in 2018 the Tobacco Control Act w
as passed. The Act includes 

com
plete TAPS bans. 

Since the passage of the law, stakeholders have becom
e 

increasingly aw
are of the various form

s of TAPS, and the new
 

law
 even prohibits the display of tobacco products at point of 

sale. In addition to this, the Act also bans sm
oking in public 

places, w
orkplaces and public transport; bans the im

port and 
m

anufacture of sm
okeless tobacco, and requires the display of 

health w
arnings on packages of sm

oking tobacco products. In 
recognition of their outstanding w

ork in tobacco control, Niue’s 
M

inistry of Social Services is one of five institutions to receive a 
W

HO W
orld No Tobacco Day 2019 Aw

ard.

The Republic of the Congo tightens TAPS ban

N
iue passes Tobacco Control Act introducing TAPS ban

In 2017 Guyana becam
e only the second country in the 

English-speaking Caribbean (CARICOM
) and W

HO Region 
of the Am

ericas to enact com
prehensive tobacco legislation 

that adopted com
plete TAPS bans, alongside a m

andate for 
com

plete sm
oke-free environm

ents and a requirem
ent for 

health w
arnings on tobacco products. This action propelled 

Guyana from
 having zero tobacco control m

easures to having 
three “W

HO best-buys” (28) adopted at best-practice level. 
TAPS bans, relative to m

easures for sm
oke free environm

ents 
and graphic health w

arnings, have not been as w
idely adopted 

across the Am
ericas region or globally. In the absence of 

TAPS bans,  the tobacco industry has an avenue through 
w

hich they can continue to recruit tobacco users, m
aking 

this achievem
ent particularly notable. Guyana’s Tobacco 

Control Act w
as developed by the M

inistry of Health, w
hich 

understood the need to prevent industry influence w
hen 

enacting new
 legislation and com

m
itted itself to push through 

a com
prehensive initiative that com

plied w
ith Article 13 (E), 

as w
ell as Article 8 (P) and 11 (W

). Although com
pliance w

ith 
the ban has been m

oderate and com
pliance at point of sale 

has been described as low, the M
inistry of Health has held 

m
eetings w

ith stakeholders from
 the business com

m
unity, 

transport services, w
orkers’ unions, and consum

er associations, 
as w

ell as the general public, to strengthen buy-in and 
com

pliance. 

G
uyana enacts com

prehensive tobacco legislation
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Raise taxes on tobacco

Tobacco taxation is also inexpensive to 
im

plem
ent, costing low

- and m
iddle-

incom
e countries as little as US$ 0.05 

per capita each year to adm
inister (186). 

Having the potential for m
assive im

pact 
com

bined w
ith a low

 im
plem

entation cost, 
tobacco taxation is rightly considered as 
a highly cost-effective “W

HO
 best-buy” 

intervention, m
eaning that the returns and 

econom
ic benefits from

 this m
easure are 

several tim
es higher than its cost (187, 

188).

Increasing taxes increases 
governm

ent revenues and 
can help expand health 
sector funding

Tax increases not only reduce tobacco use 
and im

prove health, they also generate 
m

ore governm
ent revenues (121). This 

additional funding can be used for tobacco 
control program

m
es as w

ell as other 
im

portant health and social initiatives, 
w

hich have now
 been successfully 

dem
onstrated in som

e countries (189, 
190). Using tax revenues in this m

anner 
w

ill further increase public support for 
higher taxes.

Taxes should be raised 
signifi

cantly and periodically 
to reduce the affordability 
of tobacco products

Tobacco products have becom
e 

increasingly affordable in m
any countries 

w
here incom

e and purchasing pow
er are 

grow
ing rapidly (191). Despite som

e of 
these countries raising tobacco tax rates, 
these have not been enough to offset 
inflation and incom

e grow
th, causing an 

Article 6 of the W
HO Fram

ew
ork Convention on Tobacco Control states: “…

  [P]rice and tax m
easures are an effective and im

portant 
m

eans of reducing tobacco consum
ption …

 [Parties should adopt] …
 m

easures w
hich m

ay include: …
 tax policies and …

 price policies 
on tobacco products so as to contribute to the health objectives aim

ed at reducing tobacco consum
ption” (1).

RAISE TAXES O
N

 TO
BACCO

 – HIG
HEST ACHIEVIN

G
 CO

UN
TRIES, 2018

TOTAL TAX O
N

 CIG
ARETTES

Countries, territories and areas w
ith the highest level of achievem

ent: *Andorra, Argentina, *Australia, Austria, Belgium
, Bosnia and Herzegovina, *Brazil, Bulgaria, Chile, 

*Colom
bia, Croatia, Czechia, *Egypt, Estonia, Finland, France, Greece, Ireland, Israel, Italy, Jordan, Latvia, M

adagascar, M
alta, *M

auritius, *M
ontenegro, *New

 Zealand, 
Niue, *North M

acedonia, occupied Palestinian territory, including east Jerusalem
, Poland, Serbia, Slovakia, Slovenia, Spain, *Thailand, Turkey, and United Kingdom

.
 * Country new

ly at the highest level since 31 Decem
ber 2016.

Increasing taxes is a highly 
cost-effective m

easure to 
decrease tobacco use

M
any studies have established that raising 

taxes to increase the price of tobacco 
products is the single m

ost effective 
tobacco control m

easure (23, 121, 183). 
O

n average, a 10%
 price increase w

ill 
reduce consum

ption by 5%
 in low

- and 
m

iddle-incom
e countries (up to 8%

 in 
som

e instances), and by about 4%
 in high-

incom
e countries (121). Approxim

ately half 
of this reduction is due to tobacco users 
quitting, and half due to existing users 
sm

oking less (184). To put these figures 
into perspective, a recent study estim

ated 
that a 50%

 price increase in 13 selected 
countries w

ould cause 67 m
illion people 

to quit (185).

erosion of the tax’s value and effectiveness 
in reducing consum

ption (192). N
om

inal 
tax increases that fail to m

ake tobacco 
products less affordable are unlikely 
to reduce consum

ption and encourage 
cessation. G

overnm
ents need to m

onitor 
tobacco tax rates and prices relative to real 
incom

e and significantly raise tax rates at 
regular intervals as required to ensure that 
tobacco products do not becom

e m
ore 

affordable.

Tobacco tax policies 
w

ork better w
hen tax 

adm
inistration is im

proved

Strengthening tax and custom
s 

adm
inistration as w

ell as im
proving 

enforcem
ent capacity am

plifies the 
im

pacts of raising tobacco taxes (193). 
Experiences from

 num
erous countries 

show
 that illicit trade of tobacco products 

can be successfully addressed even w
hen 

taxes and prices are increased, hence the 
threat of tax evasion should not be used 
as a reason to forgo tax increases. W

ith 
the W

HO
 FCTC Protocol to Elim

inate Illicit 
Trade in Tobacco Products entering into 
force, governm

ents now
 have m

ore tools 
at their disposal to control the supply 
chain and ensure that the right am

ount of 
taxes are being paid.

O
n the other hand, tax adm

inistration can 
becom

e easier w
ith the right tax policy. 

Am
ong the different types of tax levied 

on tobacco products, excise taxes are 
the m

ost effective at raising prices and 
triggering significant health im

pacts (194). 
Sim

pler tax structures are likew
ise easier 

to adm
inister – com

plex structures and 
tiered excise taxes should be avoided to 
dim

inish scenarios that can underm
ine 

the health and revenue im
pact of tobacco 

taxes (193).

The w
orld’s population 

covered by high tobacco 
taxes doubled betw

een 2016 
and 2018

Raising the price of tobacco through 
tobacco taxes – the m

ost effective and 
efficient w

ay to reduce tobacco use – is 
the least-achieved M

PO
W

ER m
easure, 

w
ith only 14%

 of the w
orld’s population 

living in the 38 countries w
ith sufficiently 

high taxes in 2018.

M
ost of the countries that have already 

adopted high taxes are high-incom
e 

countries. There is still only a very sm
all 

num
ber of low

- and m
iddle-incom

e 
countries (15 countries, or 11%

) that have 
adopted high taxes on tobacco. 

Low
-incom

e
M

iddle-incom
e

High-incom
e

D
ata not reported

<25%
 of retail price is tax

≥25%
 and <50%

 of retail price is tax

≥50%
 and <75%

 of retail price is tax

≥75%
 of retail price is tax

14 35 38 13 1

1 3 18 48

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%0%

Proportion of countries (number of countries inside bars)

23 24 5 33

Note: Bhutan and Brunei Darussalam
 are excluded 

from
 R because sale of cigarettes is banned.
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Since 2016, 10 countries have raised taxes 
to a level at or above 75%

 of the price 
of the m

ost sold brand of cigarettes. The 
population living in these 10 countries, 
462 m

illion people, are now
 protected by 

higher taxes. Seven of the countries w
ere 

m
iddle-incom

e countries: Brazil, Colom
bia, 

Egypt, M
auritius, M

ontenegro, N
orth 

M
acedonia and Thailand. The other three 

w
ere high-incom

e countries: Andorra, 
Australia, and N

ew
 Zealand. The m

ost 
significant tax share increase in the 10 
countries w

as m
ade by Colom

bia, w
hose 

2016 rate of 49.5%
 w

as raised to 78.4%
 

by 2018. N
o low

-incom
e countries have 

raised taxes to 75%
 or above since 2016. 

Indeed, only one low
-incom

e country 
(Liberia) increased taxes enough since 
2016 to m

ove one category closer to 
best practice level. And since 2016, three 
countries (Cyprus, Lithuania and Ukraine) 
dropped out of the best practice group as 
they w

ere unable to keep their tax share at 
or above the 75%

 level.

In 2018 the global 
population protected by 
high taxes crossed the 
1 billion m

ark

Since 2008, progress in raising taxes has 
been rem

arkably slow
. The population 

protected by high tobacco taxes rem
ained 

at around the half-billion m
ark for 8 years, 

and only in the past 2 years has the global 
population protected exceeded 1 billion. 
How

ever, w
hile in 2008 only one country 

in 9 im
posed taxes com

prising 75%
 or 

m
ore of the retail price, in 2018 this 

num
ber has alm

ost doubled: close to one 
country in five is now

 protected.  

There are nine high-incom
e countries that 

have raised taxes sufficiently to reach 
the highest level of im

plem
entation since 

2008, w
hile three high-incom

e countries 
(G

erm
any, Portugal, and Seychelles) have 

dropped out of that group. N
ine m

iddle-
incom

e countries have reached the highest 

level of taxation since 2008, and three 
m

iddle-incom
e countries (Cuba, Kenya, 

and Tunisia) dropped into a low
er group. 

O
ne low

-incom
e country began taxing 

at or above 75%
 in 2010 (M

adagascar) 
and currently rem

ains the only low
-

incom
e country at the highest level of 

im
plem

entation.

In 2008, 82%
 of the half-m

illion people 
protected by high tobacco taxes w

ere 
people living in high-incom

e countries. 
Today, m

iddle-incom
e countries now

 
contribute m

ore than half of the 
population (54%

) protected by this 
m

easure. O
nly 3%

 of protected people live 
in low

-incom
e countries.

PRO
G

RESS IN
 TOTAL TAX O

N
 CIG

ARETTES ≥75%
 O

F RETAIL PRICE (2008–2018)

M
ore countries are adopting 

recom
m

ended excise tax 
structures on tobacco

M
ore countries are now

 adopting 
excise tax structures on cigarettes, as 
recom

m
ended in previous editions of 

the W
HO report on the global tobacco 

epidem
ic. Am

ong the 181 countries 
tracked over seven reports, the num

ber 
of countries im

posing a specific excise 
tax structure increased from

 57 to 62 
betw

een 2008 and 2018, and the num
ber 

of countries im
posing a m

ixed excise tax 
structure that relies m

ore on specific excise 
increased from

 22 to 37 during the sam
e 

period. The num
ber of countries relying on 

ad valorem
 excise decreased from

 55 in 
2008 to 41 in 2018. 

As of 2018, only 15 countries do not levy 
an excise tax on tobacco products. This is 

an im
portant reduction from

 2008 w
hen 

23 countries had no excise on tobacco 
products. N

otably, 11 of the 15 countries 
w

ithout a tobacco excise tax are low
- and 

m
iddle-incom

e countries.

In 2018 half a billion people 
lived in countries w

ith a tax 
level w

ithin 5 percentage 
points of the highest level of 
im

plem
entation

O
ne in three countries (62) levies taxes 

that fall short of the 75%
 threshold but 

that are at or above 50%
 of the retail 

price. Tw
enty of these countries (w

ith 
a com

bined population of half a billion 
people) have taxes com

prising 70%
 

or m
ore of the price, so are w

ithin 5 
percentage points of best practice. An 
additional 12 countries (w

ith a com
bined 

population of 352 m
illion) are w

ithin 10 
percentage points of best practice.  If all 
62 countries in this category increased 
taxes to 75%

, an additional 4.7 billion 
people w

ould be protected, m
eaning a 

total of 5.7 billion people – an incredible 
75%

 of the w
orld’s population – w

ould be 
protected by high taxes. 

As of today, over a quarter of the 505 
m

illion people w
ho live in one of the 

w
orld’s 100 largest cities (141 m

illion 
people in 29 cities) are covered sufficiently 
by high taxes on cigarette products. For 
each of the 29 protected cities, the tax 
rates are im

plem
ented at the national 

level. N
o city has yet independently (of 

national governm
ent) introduced taxes 

on tobacco products that have resulted in 
raising the share of total taxes to 75%

 or 
m

ore of the retail price of cigarettes.

2008
2010

2012
2014

2016
2018

0 1 2 3 4 5 6 7 8

Population protected (billions)

0.5
0.5

0.5
0.6

0.6
1.0

2.4

23
31

33
31

38
28

Population (billions)

Countries

Total population: 7.6 billion
Total num

ber of countries: 195

Number of countries

0 50 75

100

125

150

175

200

25

High-incom
e countries

M
iddle-incom

e countries
Low

-incom
e countries

G
lobal

Price and taxation per pack (PPP dollars)

Price:
PPP $ 4.99

Price:
PPP $ 7.80

Price:
PPP $ 3.09

Price m
inus taxes

O
ther taxes

Excise tax per pack

Price:
PPP $ 5.53

Total taxes =
PPP $ 5.30
(67.9%

 of pack
price)

Total taxes =
PPP $ 2.91
(58.3%

 of pack
price)

Total taxes =
PPP $ 3.36
(60.8%

 of pack
price)

Total taxes =
PPP $ 1.18
(38.1%

 of pack
price)

Note: Averages are w
eighted by W

HO estim
ates of num

ber of current cigarette sm
okers ages 15+ in each country in 2017. Prices are 

expressed in Purchasing Pow
er Parity (PPP) adjusted dollars or international dollars to account for differences in the purchasing pow

er across 
countries. Based on 53 high-incom

e, 97 m
iddle-incom

e and 28 low
-incom

e countries w
ith data on prices of m

ost sold brand, excise and other 
taxes, and PPP conversion factors. Num

bers m
ay not add exactly due to rounding.

0.50

1.91

0.88

2.16

2.50
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4.25

2.05
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CHAN
G

E IN
 AFFO

RDABILITY O
F CIG

ARETTES, 2008–2018

Note: Change in affordabilty com
puted as the least squares rate of change in the per capita GDP required to purchase 2000 cigarettes of the m

ost sold brand in 
local currency in any given year. Please refer to Technical Note III for details of com

putation. 

Cigarette prices and taxes 
continue to be higher in 
high-incom

e countries, 
even after adjusting for 
purchasing pow

er parity

Price and tax levels continue to be highest 
in high-incom

e countries, even w
hen 

adjusting for differences in purchasing 
pow

er. Cigarette pack prices, total taxes 
and the tobacco excise com

ponent as 
a share of pack prices are all low

er in 
low

- and m
iddle-incom

e countries, w
ith 

average total tax as a proportion of price 
varying betw

een 38%
 and 58%

. This 
proportion reaches alm

ost 68%
 in high-

incom
e countries, even though the non-tax 

portion of cigarette prices is fairly sim
ilar 

throughout the w
orld. There is a strong 

case for all countries, particularly low
- and 

m
iddle-incom

e countries, to increase their 
excise taxes further, w

hich w
ill have the 

effect of m
aking cigarettes less affordable.

Tobacco use is not effectively discouraged 
if products becom

e m
ore affordable over 

tim
e. W

hen price increases do not keep 
pace w

ith increases in per capita incom
e, 

tobacco products becom
e m

ore affordable 
(117, 189).  Seeing trends in the 
affordability of cigarettes over a reference 
period helps policy-m

akers understand 
how

 cigarette prices have changed relative 
to the population’s ability to purchase 

them
, and can guide recom

m
ended 

changes in tax policy to influence price 
levels and effectively reduce consum

ption.
Affordability of cigarettes for each of the 
years 2008, 2010, 2012, 2014, 2016 and 
2018 w

as m
easured by the per capita 

G
DP required to purchase 2000 cigarettes 

of the m
ost sold brand reported in that 

year. The average change over the period 
2008–2018 w

as then calculated.
Using this m

easure, cigarettes becam
e 

less affordable in 83 countries and did 
not significantly change in 63 countries, 
w

hile they becam
e m

ore affordable in 30 
countries. O

f those 30 countries, 28 w
ere 

low
- and m

iddle-incom
e countries.

Low
-incom

e
M

iddle-incom
e

High-incom
e

Could not be calculated due 
to insufficent data

Cigarettes becam
e m

ore 
affordable

Affordability did not change

Cigarettes becam
e less 

affordable

39 13 2 5
6

7

36
9 13 5

37 23

Proportion of countries (number of countries inside boxes)

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

In 2015, Colom
bia’s M

inisters of Health and Finance 
recom

m
ended a 200%

 increase in cigarette taxes during the 
period 2016 to 2017, follow

ed by a 150%
 increase by 2020, 

as part of the country’s ongoing effort to reform
 tax law

s. The 
recom

m
endation aim

ed to raise the country’s historically very 
low

 level of tobacco taxation and revenue to be m
ore in line 

w
ith W

HO recom
m

endations and other countries in the region. 
The success of the tax hike that w

as ultim
ately approved 

relied on a m
ultisectoral team

 of experts and health officials 
from

 national and international civil society w
orking together 

to com
bat industry interference by using solid data and 

translating it into politically viable policy change. To counteract 
the argum

ent on the part of the tobacco industry that tax 
increases w

ould create an unm
anageable surge in illicit trade, 

civil society groups im
plem

ented the first public study of 
the size of the illicit cigarette trade in Colom

bia and found 
it represented only a fraction (3.5%

 of all sales) in the five 

Colom
bian cities studied. In Decem

ber 2016, the Colom
bian 

Congress approved a 100%
 excise tax increase on cigarettes 

and m
anufactured tobacco, an additional 50%

 increase in 
January 2018 and annual adjustm

ents beginning in January 
2019 – equivalent to the annual change in the consum

er 
price index plus 4%

 (195). This m
eans that the specific tax 

on cigarettes doubled from
 700 Colom

bian pesos (COP$) per 
20-cigarette pack to COP$ 1400 in January 2017 and w

as 
subsequently increased to COP$ 2100 in January 2018. As 
of 2018, the tax share for the m

ost sold brand of cigarettes 
in Colom

bia stands at 78.4%
, w

ith excise taxes com
prising 

62.5%
 (52.5%

 specific and 10%
 ad valorem

). This places 
Colom

bia at the highest level of achievem
ent under the Raise 

taxes on tobacco M
POW

ER m
easure. In term

s of im
pact, in 

2017 excise revenues increased by 54%
 w

hile cigarettes sales 
declined by 23%

 in com
parison w

ith 2016.

Colom
bia triples cigarette taxes in 2 years

REAL PRICE AN
D TOTAL TAX SHARE EVO

LUTIO
N

 FO
R A PACK O

F M
O

ST SO
LD 

BRAN
D O

F CIG
ARETTES, CO

LO
M

BIA 2008–2018

2008
2010

2012

Total tax share of m
ost sold band

2014
2016

2018

1769
1837

2197

2407
2521

3864

Real price per pack of 20, COP  $ (2008 base)

Total tax share, %

34.3%

50.6%
49.9%

49.4%
49.5%

78.4%

Real price per pack of m
ost sold brand, 2008 CO

P$

Source: (195)
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In 2016, countries in the Gulf Cooperation Council (GCC) 
agreed to introduce an excise tax on products harm

ful to 
hum

ans and the environm
ent, including tobacco. Before this 

agreem
ent, GCC M

em
ber States (Bahrain, Kuw

ait, Om
an, 

Qatar, Saudi Arabia and the United Arab Em
irates) had 

historically relied solely on im
port duties to tax tobacco, w

hich 
collectively stood at around 20%

 of retail price. The new
 

excise tax is an effort both to diversify sources of incom
e and 

to recognize the danger of tobacco products. Saudi Arabia 
w

as the first GCC country to im
plem

ent the excise tax on 

m
anufactured tobacco products in June 2017, follow

ed by 
the United Arab Em

irates in October 2017 and by Bahrain 
in Decem

ber 2017. Qatar joined them
 in January 2019, and 

Om
an’s excise tax increase is due in June 2019. The new

 excise 
tax is harm

onized in the GCC at 100%
 of the retail price 

excluding taxes, and is already m
aking a noticeable im

pact 
on the price of tobacco products. It is expected that the tax 
and subsequent price increases in these countries w

ill lead to 
reductions in tobacco consum

ption and its consequent burden 
of disease.

G
ulf Cooperation Council introduces excise tax on harm

ful 
products

RETAIL PRICE O
F M

O
ST SO

LD BRAN
D O

F CIG
ARETTES, PPP

1

TOTAL TAX AS %
 O

F PRICE O
F M

O
ST SO

LD BRAN
D O

F CIG
ARETTES

Q
atar, 5.21

Kuw
ait, 5.90

O
m

an, 7.59

UAE, 9.23

Bahrain, 10.15

Saudi Arabia,
17.68
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PPP per pack of 20 cigarettes

  1 
Purchasing Pow

er Parity or international $

Note: The data in this graph capture changes as of July 2018 and only account for the tax increases in Bahrain, Saudi Arabia and United Arab Em
irates.

Bahrain

Saudi Arabia

United Arab Em
irates

0 10 20 30 40 50 60 70 80

2016
2018

13.3%
16.7%

18.2%

64.5%

68.1%

73.5%

Total tax

Since 2008, the num
ber of countries 

im
posing high taxes has alm

ost 
doubled: close to one country 

in fi
ve is now

 protected.
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N
ational tobacco control program

m
es: 

vital for ending the tobacco epidem
ic 

integrated into countries’ broad health 
and developm

ent agendas (196).

In large countries or those w
ith federal 

political system
s w

here governing pow
ers 

are divided betw
een a central national 

authority and constituent regional or 
local political units, decentralizing N

TCP 
authority to subnational level can allow

 
m

ore flexibility in policy developm
ent 

and program
m

e im
plem

entation, and 
potentially enable those policies and 
program

m
es to reach a w

ider population 
(197).

As m
any tobacco control interventions 

are carried out at regional and com
m

unity 
levels (even w

hen planning occurs 
nationally), public health and governm

ent 
leaders at the appropriate subnational 
levels need adequate resources to build 
im

plem
entation capacity that can be 

sustained over tim
e (94). N

TCPs should 
also ensure that population subgroups 
w

ith disproportionately high rates of 
tobacco use are reached by policies and 
program

m
es tailored to their needs (197).

Tobacco control requires 
active civil society 
participation

N
TCPs require support not only from

 
governm

ent partners but also from
 civil 

society; this specifically excludes the 
tobacco industry and its allies, w

hich 
cannot be legitim

ate stakeholders 
in tobacco control efforts (94). 
Continued involvem

ent by appropriate 
nongovernm

ental organizations and 
other civil society groups is essential 
to m

aintaining continued progress on 
national as w

ell as global tobacco control 
efforts (197).  

Tw
o thirds of w

orld’s 
population covered by a 
national agency for tobacco 
control

O
ne in four countries globally has a 

national agency w
ith responsibility for 

tobacco control objectives staffed by at 
least five full-tim

e equivalent people. 
Fortunately, because m

any of these 
countries are populous, tw

o thirds of the 
w

orld’s population is protected by such an 
agency. 

An additional 117 countries (w
ith one 

third of the w
orld’s population) are 

w
orking on tobacco control objectives 

w
ith few

er staff (84 countries), or w
ith an 

unknow
n num

ber of staff (33 countries). 
O

nly 17 countries (w
ith 145 m

illion 
people) do not have a national agency for 
tobacco control, 14 of w

hich are low
- and 

m
iddle-incom

e countries.

In the past 2 years, only three countries 
enhanced their national tobacco control 
program

m
es sufficiently to reach the 

highest level of adoption (Botsw
ana, Iraq 

and Q
atar), adding 44 m

illion people to 
the population covered. At the sam

e tim
e, 

tw
o countries dropped below

 best-practice 
level: Surinam

e reduced the num
ber 

of staff dedicated full-tim
e to tobacco 

control, w
hile Australia has not reported 

the num
ber of staff in 2018.

Since 2008, an additional 15 countries, 
w

ith 499 m
illion people, have established 

a w
ell-staffed national team

 w
orking full-

tim
e on tobacco control.

It is w
orth noting that this m

easure m
ay 

underestim
ate the true extent of N

TCPs in 
countries because inform

ation on tobacco 
control program

m
e staffing at the national 

level is incom
plete, w

ith no form
al 

m
echanism

 for collecting this inform
ation 

from
 countries.

The W
HO Fram

ew
ork Convention on Tobacco Control strongly suggests that countries to set up a national tobacco control program

m
e 

(NTCP) to lead their tobacco control efforts. To this end, W
HO FCTC Article 5 states that: “Each Party shall develop, im

plem
ent, 

periodically update and review
 com

prehensive m
ultisectoral national tobacco control strategies, plans and program

m
es …

 [and] 
establish or reinforce and finance a national coordinating m

echanism
 or focal points for tobacco control.” In addition, W

HO FCTC Article 
26.2 sets out that: “Each Party shall provide financial support in respect of its national activities intended to achieve the objective of the 
Convention” (1).

Low
-incom

e
M

iddle-incom
e

High-incom
e

D
ata not reported

N
o national agency for tobacco 

control

Existence of national agency 
w

ith responsibility for 
tobacco control objectives 
w

ith few
er than 5 staff or 

staff not reported

Existence of national agency 
w

ith responsibility for 
tobacco control objectives 
and at least 5 staff m

em
bers

33 58 11

Proportion of countries (number of countries inside bars)

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

13 41 3 2

1811 3 2

N
ATIO

N
AL TO

BACCO
 CO

N
TRO

L PRO
G

RAM
M

ES
PRO

G
RESS IN

 N
ATIO

N
AL TO

BACCO
 CO

N
TRO

L PRO
G

RAM
M

ES (2008–2018)

D
ecentralizing N

TCP 
authority is im

portant

Adequately financed, clearly focused 
N

TCPs or coordination m
echanism

s are 
critical for developing and m

aintaining the 
sustainable policies that can reverse the 
tobacco epidem

ic (1). M
inistries of health, 

or equivalent governm
ent agencies, 

should take the lead on strategic tobacco 
control planning and policy setting, w

ith 
other m

inistries or agencies reporting to 
this centralized authority (175). Tobacco 
control program

m
es should also be 
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2016
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In 2003 Ireland becam
e the first country in the w

orld to 
im

plem
ent sm

oke-free environm
ents. Tobacco consum

ption, 
how

ever, continues to have a huge im
pact on Ireland, w

ith at 
least 5500 people dying from

 tobacco-related diseases each 
year. Although the country has a strong tobacco control track 
record and use has gradually decreased over the past few

 
decades, in 2013 Ireland decided to bring tobacco control to 
the “endgam

e”, or final stages of achieving a tobacco-free 
Ireland. 
 In order to achieve this, the plan m

akes 60 recom
m

endations 
to significantly reduce sm

oking to less than 5%
 of the adult 

population by 2025. It w
as estim

ated that m
ore than 55 000 

current sm
okers w

ould have to quit each year for the next 10 
years to reach this am

bitious target.  

The Tobacco Free Ireland policy w
as developed by Ireland’s 

Departm
ent of Health and its Health Service Executive 

in 2013. This governm
ent strategy (2013–2025) w

orks 
to coordinate and lead tobacco control activity across 
the health service and has several cross-governm

ental 
actions based on M

POW
ER m

easures, w
ith the goal of 

denorm
alizing tobacco use in Ireland, especially for the next 

generation.

Ireland’s 2017 status report on the progress of the Tobacco 
Free Ireland policy show

s great progress, including legislation 
requiring standardized packaging of tobacco products and 
the developm

ent of the new
 QUIT cam

paign, w
hich aim

s to 
enhance support for people w

ho w
ish to quit sm

oking. 

In 2018 a Health Service Executive national im
plem

entation 
plan (2018–2021) w

as published, establishing the strategic 
direction and priority actions required to achieve the goals 
set out in the plan. Over the next 4 years the objectives 
of the Tobacco Free Ireland policy include prioritizing the 
protection of children in all initiatives and encouraging 
the denorm

alization of tobacco use for future generations; 
supporting people to quit and treating tobacco dependence 
as a health care issue; and m

onitoring, building, and 
m

aintaining com
pliance through tobacco legislation. 

The Tobacco Free Ireland Program
m

e 

O
ne in four countries globally has a national 

agency w
ith responsibility for tobacco 

control objectives staffed by at least fi
ve 

full-tim
e equivalent people.

C
am

p
aig

n
 fo

r th
e To

b
acco

 Free Irelan
d

 
Pro

g
ram

m
e.

M
adagascar has dem

onstrated huge com
m

itm
ent and 

progress tow
ards tobacco control, and to date has adopted 

four of the M
POW

ER m
easures at the highest level of 

achievem
ent. 

In 2007, the Consultative Com
m

ittee of Anti-Tobacco 
Control (CCoLAT) w

as created to support coordination of 
W

HO FCTC im
plem

entation activities across all sectors. 
This m

ultisectoral com
m

ittee m
eets every three m

onths, 
com

prising m
em

bers from
 a w

ide range of m
inistries and 

civil society organizations w
orking to com

bat tobacco use. 

The com
m

ittee plays an interm
ediary role betw

een the 
M

inistry of Health and their corresponding entities and 
provides an opportunity for effective collaboration.  For 

exam
ple, civil society organizations and certain m

inisterial 
departm

ents (Sport, National Education, Population, 
Health) have w

orked together to develop and deliver 
public aw

areness-raising activities. The CCoLAT also plays 
a m

onitoring role and sounds the alarm
 in case of non-

com
pliance w

ith regulations and industry interference. In 
addition, and w

ith the support of the M
inistry of the Interior, 

the country is gradually setting up m
ulti-sector com

m
ittees in 

different regions of the country. 

Through these coordinating m
echanism

s, M
adagascar 

continues to dem
onstrate its dedication to the fight against 

tobacco epidem
ic to save lives and im

prove the w
ell-being of 

the population. 

M
ultisectoral collaboration boosts tobacco control, 

M
adagascar 

A
w

aren
ess raisin

g
 d

u
rin

g
 W

o
rld

 N
o

 To
b

acco
 D

ay 2018, M
ad

ag
ascar.
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Conclusion
There has been substantial progress m

ade 
globally since the 2003 adoption of the 
W

HO FCTC. The successful scaling up of 
M

POW
ER m

easures over the past 10 years 
to the best-practice level, adopted by 
countries of all sizes and incom

e levels, is 
evidence of the successful im

plem
entation 

of the W
HO FCTC dem

and reduction 
m

easures. As countries continue to w
ork 

tow
ards creating and im

plem
enting 

effective tobacco control strategies 
they can find encouragem

ent in the 
exam

ples set by other countries that have 
successfully adopted m

easures at best-
practice levels. 

In the years since M
POW

ER w
as launched, 

the challenges faced have been great. 
There have been, and w

ill continue to be, 
setbacks, unexpected barriers, interference 
from

 the tobacco industry and difficult 
political obstacles to overcom

e. Despite 

these challenges, there are now
 5 billion 

people w
ho are protected by at least one 

best-practice tobacco control m
easure 

– 3.9 billion m
ore than w

ere covered 
in 2007. On the other hand, 2.6 billion 
people rem

ain unprotected by evidence-
based tobacco control best-practices, 
leaving them

 at risk from
 the health and 

econom
ic harm

s caused by tobacco use.

M
illions of lives have been saved since 

the introduction of M
POW

ER, and it 
has only been through the coordinated 
focus of a global com

m
unity that tobacco 

control efforts have been so successful. 
Unfortunately, how

ever, the tobacco 
epidem

ic is far from
 over. Although 

tobacco use has declined in m
ost countries 

and regions, population grow
th m

eans the 
total num

ber of people using tobacco has 
rem

ained stubbornly high. Tobacco control 
program

m
es are not alw

ays quick and 

easy to im
plem

ent, and all countries can 
benefit from

 strengthened tobacco control 
policy developm

ent and enforcem
ent. 

Since the last report, only one country – 
Brazil – has joined Turkey in putting all 
M

POW
ER m

easures in place at their m
ost 

com
prehensive level, and there are only 

a handful of other countries that have 
m

ore than tw
o m

easures in place at best-
practice levels. Even in countries w

here 
best-practice m

easures exist, m
uch can be 

done to strengthen com
pliance and ensure 

full im
pact. 

The focus of this report, Offer help to quit 
tobacco use, is the “O” of M

POW
ER. Only 

23 countries provide cessation services at 
best-practice level, even though in m

any 
countries, m

any tobacco users report 
w

anting to quit. Nevertheless, progress is 
being m

ade – 2 billion m
ore people have 

been covered by com
prehensive tobacco 

cessation services since 2007, and there 
are 67 countries that are only one step
aw

ay from
 providing com

prehensive
tobacco cessation services. M

iddle-incom
e 

countries have m
ade m

ost obvious 
progress in providing tobacco cessation 
support in prim

ary care settings and 
operating national toll-free quit lines since 
2007. 

The evidence show
s tobacco users’ 

chances of quitting successfully im
prove 

dram
atically if they use effective cessation 

interventions. This report provides 
guidance for countries on effective 
cessation services and how

 those services 
can be provided to best m

eet the needs 
of tobacco users w

ho w
ant to quit, in 

line w
ith Article 14 of the W

HO FCTC. 
Countries should, at the m

inim
um

, 
provide brief advice on quitting to all 
tobacco users w

henever they consult 

a prim
ary health care provider for any 

reason. Countries should also provide a 
national toll-free quit line and m

Cessation 
services to reach a larger population. 
Finally, providing cost-covered nicotine 
replacem

ent therapy w
ill help increase quit 

rates. Com
bining tw

o or m
ore of these 

approaches further increases tobacco 
cessation success. Even low

-incom
e 

countries w
ith lim

ited resources can start 
to integrate brief advice into existing 
prim

ary health care system
s as one of 

the first actions to develop their tobacco 
cessation support.

Brief advice in prim
ary care should be 

included in universal health coverage to 
potentially benefit 80%

 of all tobacco 
users a year. Currently, only 18 countries 
are providing fully cost-covered tobacco 
cessation support in m

ost of their prim
ary 

care facilities and others should follow
 suit.

Every country has an obligation to protect 
the health of its people, and all Parties 
to the W

HO FCTC have m
ade a specific 

com
m

itm
ent to im

plem
ent strong tobacco 

control policies, including effective 
cessation services, as an im

portant m
eans 

of fulfilling their obligation to protect the 
health of their people. There has been 
incredible progress in the 11 years since 
M

POW
ER m

onitoring began, including 
m

illions of lives saved, but it is only the 
beginning. It is im

portant that w
e all 

recom
m

it to ensuring all the people of the 
w

orld are protected fully from
 the great 

harm
s of the tobacco epidem

ic.
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TECHNICAL NOTE I

Evaluation of existing policies
and com

pliance
This report provides sum

m
ary indicators of 

country achievem
ents for each of the M

POW
ER 

m
easures, and the m

ethodology used to 
calculate each indicator is described in this 
Technical Note. To ensure consistency and 
com

parability, the data collection and analysis 
m

ethodology used in this report are largely 
based on previous editions of the report. 
Som

e details of the m
ethodology em

ployed 
in earlier reports, how

ever, have been revised 
and strengthened for the present report. W

here 
revisions have been m

ade, data from
 previous 

reports have been re-analysed so that results are 
com

parable across years.

D
ata sources

Data w
ere collected using the follow

ing sources:

For all areas: official reports from
 W

HO FCTC 
Parties to the Conference of the Parties (COP) 
and their accom

panying docum
entation. 1

For M
 (m

onitoring): tobacco prevalence 
surveys not reported under the COP reporting 
m

echanism
 w

ere collected m
ainly through 

W
HO Regional and W

HO Country Offices. 
Technical Note II provides further details.

For P (protect people from
 tobacco sm

oke), 
W

 (w
arn about the dangers of tobacco) 

and E (enforce bans on tobacco advertising, 
prom

otion and sponsorship): original tobacco 
control legislation (including regulations) 
adopted in all M

em
ber States that relate to 

sm
oke-free environm

ents, packaging and 
labelling m

easures and tobacco advertising, 
prom

otion and sponsorship. In cases w
here 

a law
 had been adopted by 31 Decem

ber 
2018 but had not yet entered into force, 
the respective law

 w
as assessed and data 

w
ere reported w

ith an asterisk denoting 
“provision adopted but not im

plem
ented by 

31 Decem
ber 2018”.

For W
 (m

ass m
edia): data on anti-tobacco 

m
ass m

edia cam
paigns w

ere obtained from
 

M
em

ber States. In order to avoid unnecessary 
data collection, W

HO conducted a screening 
for anti-tobacco m

ass m
edia cam

paigns in 
all W

HO Country Offices. In countries w
here 

potentially eligible m
ass m

edia cam
paigns 

w
ere identified, focal points in each country 

w
ere contacted for further inform

ation 
on these cam

paigns, and data on eligible 
cam

paigns w
ere gathered and system

atically 
recorded.

For O (offer help to quit tobacco use): data 
not reported under the COP reporting 
m

echanism
 w

ere collected m
ainly through 

W
HO Regional and W

HO Country Offices. 

For R (raise taxes on tobacco): the prices 
of the m

ost sold brand of cigarettes, the 
cheapest brand and a prem

ium
 brand w

ere 
collected through regional data collectors. 
Inform

ation on the taxation of cigarettes (and 
w

hen possible, m
ost com

m
only used other 

sm
oked and sm

okeless tobacco products) and 
revenues from

 tobacco taxation w
as collected 

from
 m

inistries of finance. Technical Note III 
provides the detailed m

ethodology used.

Based on these sources of inform
ation, W

HO 
assessed each indicator as of 31 Decem

ber 
2018. Exceptions to this cut-off date w

ere 
tobacco product prices and taxes (cut-off date 
31 July 2018) and anti-tobacco m

ass m
edia 

cam
paigns (cut-off date 30 June 2018). 

D
ata validation

For each country, every data point for w
hich 

legislation w
as the source w

as assessed by tw
o 

expert staff from
 tw

o different W
HO offices, 

generally one from
 W

HO headquarters and 
the other from

 the respective W
HO Regional 

Office. Any inconsistencies w
ere review

ed by 
the tw

o W
HO expert staff involved and a third 

expert staff m
em

ber not yet involved in the 
appraisal of the legislation. Disagreem

ents 
in the interpretation of the legislation w

ere 
resolved by: (i) checking the original texts of 
the legislation; (ii) trying to obtain consensus 
from

 the tw
o expert staff involved in the data 

collection; (iii) trying to obtain clarification from
 

judges or law
yers in the concerned country; 

and (iv) the decision of the third expert in 
cases w

here differences rem
ained. Data w

ere 
also checked for com

pleteness and logical 
consistency across variables.

D
ata sign-off

Final, validated data for each country w
ere sent 

to the respective governm
ent for review

 and 
sign-off. To facilitate review

 by governm
ents, a 

sum
m

ary sheet w
as generated for each country 

and w
as sent for review

 prior to the close of 
the report database. In cases w

here national 
authorities requested data changes, the requests 
w

ere assessed by W
HO expert staff according 

to both the legislation/m
aterials and the 

clarification shared by the national authorities, 
and data w

ere updated or left unchanged. In 
cases w

here national authorities explicitly did 
not agree w

ith the data assessm
ent, this is 

specifically noted in the appendix tables. Further 
details about the data processing procedure are 
available from

 W
HO.

D
ata analysis

It is im
portant to note that data about law

s 
reflect the status of legislation adopted by 31 
Decem

ber 2018 w
hich has a stated date of 

effect and is not undergoing a legal challenge 
that could im

pact the date of im
plem

entation. 
Data from

 law
s not in effect by 31 Decem

ber 
2018 have a footnote stating this. The sum

m
ary 

m
easures developed for the W

HO report on the 
global tobacco epidem

ic, 2019 are the sam
e as 

those used for the 2017 report.

The report provides analysis of progress m
ade 

betw
een 2016 and 2018, and betw

een 2007 
and 2018 using the latest assessm

ent of the 
status of m

easures in each year so that the 
results are com

parable across years. For R, the 
earliest com

parable data are 2008 and for m
ass 

m
edia, data are available only from

 2010. To 
calculate the change in the percentage of the 
population covered by each policy or m

easure 
over tim

e, population estim
ates for the year 

2018
2 w

ere used. Using a static year elim
inates 

the effect of population grow
th w

hen m
easuring 

change over tim
e. Indicators from

 previous years 
have been recalculated, according to legislation/
m

aterials received after the assessm
ent period 

of the respective report or according to changes 
in the indicator m

ethodology. All incom
e groups 

used for this report derive from
 the W

orld Bank 

incom
e-group classification published on 1 July 

2018 by the W
orld Bank. 3 Upper-m

iddle and 
low

er-m
iddle incom

e groups are com
bined into 

one group for this report.

W
hen country or population totals for 

M
POW

ER m
easures are referred to collectively 

in the analysis section of this report, only the 
im

plem
entation of tobacco control policies 

(sm
oke-free legislation, cessation services, 

w
arning labels, advertising, prom

otion and 
sponsorship bans, and tobacco taxes) is included 
in these totals. 

M
onitoring of tobacco use and anti-tobacco 

m
ass m

edia cam
paigns are reported separately. 

Correction to previously 
published data
The 2016 data published in the last report w

ere 
review

ed, and about 3%
 of data points w

ere 
corrected. The full set of M

POW
ER data revised 

for all years back to 2007 is available in an Excel 
file on the report w

ebsite.

M
onitoring of tobacco use 

and prevention policies
The strength of a national tobacco surveillance 
system

 is assessed by the frequency and 
periodicity of nationally representative youth and 
adult surveys in countries. Countries are grouped 
in the top M

onitoring category w
hen all criteria 

listed below
 are m

et for both youth and adult 
surveys:

w
hether a survey w

as carried out recently;

w
hether the survey w

as representative of the 
country’s population;

w
hether a sim

ilar survey w
as repeated w

ithin 
5 years (periodic); and

w
hether the youth and adult populations 

w
ere surveyed through school-based 

and household population-based surveys 
respectively.

Surveys w
ere considered recent if conducted in 

the past 5 years. For this report, this m
eans 2013 

or later. Surveys w
ere considered representative 

only if a scientific random
 sam

pling m
ethod w

as 
used to ensure nationally representative results. 

(Although they provide useful inform
ation, 

subnational surveys or national surveys of 
specific population groups provide insufficient 
inform

ation to enable tobacco control action for 
the total population.) Surveys w

ere considered 
periodic if the sam

e survey or a survey using the 
sam

e or sim
ilar questions w

as repeated at least 
once every 5 years. The follow

ing definitions 
w

ere applied for youth and adult surveys:

Youth surveys: school-based surveys of 
students aged 13–15 years. The questions 
asked in the surveys should provide indicators 
that are consistent w

ith those specified in the 
Global Youth Tobacco Survey questionnaires and 
m

anuals.

Adult surveys: population-based surveys that 
can provide indicators for adults aged 15 years 
and over, consistent w

ith those specified in the 
Global Adult Tobacco Survey questionnaires and 
m

anuals.

The groupings for the M
onitoring indicator are 

listed below. 

No know
n 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

* 
Data from

 2013 or later.
** 

 Survey sam
ple representative of the national 

population.
*** Collected at least every 5 years.

Sm
oke-free legislation

There is a w
ide range of places and institutions 

that can be m
ade sm

oke-free by law. Sm
oke-

free legislation can be in place at the national 
or subnational level. The report includes data 
based on national legislation, and legislation 
in subnational jurisdictions w

here available 
and w

here national law
s are incom

plete. The 
assessm

ent of subnational sm
oke-free legislation 

includes first-level adm
inistrative subdivisions 

of a country, as listed in ISO3166. Subnational 

data reported in Appendix VI only reflect the 
content of the subnational law

s. Provisions 
covered by national legislation are indicated 
by an inform

ative note next to the subnational 
data. In cases w

here the status of sm
oke-free 

legislation is not reported for som
e or all 

subnational jurisdictions, w
e assum

e the existing 
national law

 applies. Legislation w
as assessed 

to determ
ine w

hether sm
oke-free law

s provided 
for a com

plete
4 indoor sm

oke-free environm
ent 

at all tim
es, in all the facilities of each of the 

follow
ing eight places:

health care facilities;

educational facilities other than universities;

universities;

governm
ental facilities;

indoor offices and w
orkplaces not considered 

in any other category;

restaurants or facilities that serve m
ostly food;

cafés, pubs and bars or facilities that serve 
m

ostly beverages;

public transport.

Groupings for the sm
oke-free legislation 

indicator are based on the num
ber of places 

w
here indoor sm

oking is com
pletely prohibited. 

Countries w
ith no com

plete sm
oking ban at 

national level but w
here at least 90%

 of the 
population is covered by com

plete subnational 
sm

oke-free law
s are grouped in the top category.

The groupings for the sm
oke-free legislation 

indicator are listed below.

Not reported/not categorized

Com
plete absence of bans, or up to tw

o 
public places com

pletely sm
oke-free

Three to five public places com
pletely 

sm
oke-free

Six to seven public places com
pletely 

sm
oke-free

All public places com
pletely sm

oke-
free (or at least 90%

 of the population 
covered by com

plete subnational sm
oke-

free legislation)
 In addition to the data used for the above 
groupings of the sm

oke-free legislation indicator, 
other related data such as inform

ation on 
fines and enforcem

ent w
ere collected and are 

reported in Appendix VI.
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In a few
 countries, in order to significantly 

expand the creation of sm
oke-free places, 

including restaurants and bars, it w
as politically 

necessary to include exceptions to the law
 that 

allow
ed for the provision of designated sm

oking 
room

s (DSRs) w
ith requirem

ents so technically 
com

plex and strict that, for practical purposes, 
few

 or no establishm
ents are expected to 

im
plem

ent them
. In order to m

eet the criteria 
for “very strict technical requirem

ents”, the 
legislation has to include at least three out of the 
six follow

ing characteristics (and m
ust include at 

least criteria 5 or 6).

The designated sm
oking room

 m
ust:

1. be a closed indoor environm
ent;

2. be furnished w
ith autom

atic doors, generally 
kept closed;

3. be non-transit prem
ises for non-sm

okers;

4. be furnished w
ith appropriate forced- 

ventilation m
echanical devices;

5. have appropriate installations and functional 
openings installed, and air m

ust be expelled 
from

 the prem
ises;

6. be m
aintained, w

ith reference to surrounding 
areas, in a depression not low

er than 5 
Pascals. 

The few
 countries w

hose law
s provide for DSRs 

w
ith very strict technical requirem

ents for five 
or m

ore of the assessed public places have not 
been categorized in the analyses for this section 
because their sm

oke-free legislation substantially 
departs from

 the recom
m

endations of W
HO 

FCTC Article 8 guidelines, and it has been 
difficult to obtain evidence indicating that the 
law

 resulted in the intended very low
 num

ber 
of DSRs in these countries. The countries w

hose 
law

s provide for DSRs w
ith very strict technical 

requirem
ents for few

er than five of the assessed 
public places have been grouped according to 
the num

ber of com
pletely sm

oke-free public 
places. 

Tobacco dependence 
treatm

ent
The indicator of achievem

ent in treatm
ent for 

tobacco dependence is based on w
hether the 

country has available:

nicotine replacem
ent therapy (NRT);

sm
oking cessation support; 

reim
bursem

ent for any of the above; and

a national toll-free quit line.

Despite the low
 cost of quit lines, few

 low
- or 

m
iddle-incom

e countries have im
plem

ented 
such program

m
es. Thus, national toll-free quit 

lines are included as a qualification only for the 
highest category. Reim

bursem
ent for tobacco 

dependence treatm
ent is considered only for the 

top tw
o categories to take restricted national 

budgets of m
any low

er-incom
e countries into 

consideration.

The top three categories reflect varying levels 
of governm

ent com
m

itm
ent to the provision 

of nicotine replacem
ent therapy and cessation 

support.

The groupings for the tobacco dependence 
treatm

ent indicator are listed below.

Data not reported

None

NRT* and/or som
e cessation services** 

(neither cost-covered) 

NRT* and/or som
e cessation services** 

(at least one of w
hich is cost-covered)

National quit line, and both NRT* and 
som

e cessation services** (cost-covered)

* 
Nicotine replacem

ent therapy.
** 

 Sm
oking cessation support available in any 

of the follow
ing places: health clinics or other 

prim
ary care facilities, hospitals, office of a 

health professional, the com
m

unity or other 
settings.

In addition to data used for the grouping of the 
tobacco dependence treatm

ent indicator, other 
related data such as inform

ation on countries’ 
essential m

edicines lists, etc. w
ere collected and 

are reported in Appendix VI. 

For this edition of the W
HO report on the 

global tobacco epidem
ic, countries w

ere asked 
additional questions about their cessation 
services.  The questions included focused on 
policies and guidelines, structural capacity and 
the integration of cessation into other tobacco 
control approaches. Data collected are presented 
in Appendix II. 

Policies and guidelines

National tobacco strategy: to be eligible a 
country’s national strategy had to be operational 

Clinical Guidelines: countries w
ere asked about 

the presence of national clinical guidelines 
for tobacco cessation, as w

ell as the inclusion 

of tobacco cessation in clinical or treatm
ent 

guidelines for:

Tuberculosis
Cardiovascular diseases
Hypertension
Respiratory diseases
Diabetes
Cancer
Psychiatric disorders
Oral diseases
Reproductive health

Survey responses w
ere review

ed and verified 
using supporting docum

entation that w
as either 

(a) attached by survey respondents, or (b) w
here 

applicable, found in the W
HO Noncom

m
unicable 

Disease Docum
ent Repository. For the sake of 

cross-country com
parability, only national-level 

guidelines w
ere deem

ed to be eligible.

To be considered eligible, clinical guidelines w
ere 

required to m
eet the follow

ing tw
o criteria:

Be statem
ents or recom

m
endations regarding 

clinical practice that w
ould assist clinicians 

and patients in optim
izing patient care.

Explicitly recom
m

end tobacco cessation, or 
require clinicians to ask and record tobacco 
use status during the patient interview

 (e.g., 
using a standardized form

 or risk calculator).

PEN (package of essential noncom
m

unicable 
disease interventions for prim

ary health care in 
low

-resource settings) protocols, regional (m
ulti-

country) guidelines, and international guidelines 
w

ere accepted in place of country-specific 
guidelines in cases w

here national adoption 
could be dem

onstrated. Integrated or prim
ary 

care guidelines including practitioner handbooks 
w

ere also considered eligible. 

Structural capacity

Countries w
ere asked w

hether they routinely 
recorded tobacco use in m

edical records 
(supporting docum

entation required)  and 
w

hether cessation w
as part of a degree 

curriculum
 for prim

ary care providers.

Integrating cessation into other tobacco 
control approaches

Countries w
ere asked if inform

ation about a 
toll-free quit line had been included on cigarette 
packages or in m

ass m
edia cam

paigns over the 
last 12 m

onths.  Supporting docum
entation w

as 
required and verified.

N
icotine replacem

ent therapy cost 
analysis

NRT price data w
as sourced from

 Eurom
onitor 

w
hich included 56 countries  – 37 high-incom

e 
and 19 m

iddle-incom
e, as grouped by W

orld 
Bank country incom

e classification.

Total costs w
ere calculated assum

ing a sim
plified 

NRT regim
en lasting 8 w

eeks. Based on expert 
recom

m
endations, the com

m
odity requirem

ent 
for this period w

as set at either 56 patches (once 
daily), or 532 pieces of gum

 (12 pieces daily for 
4 w

eeks, 8 pieces daily the next 2 w
eeks, then 

6 pieces daily the last 2 w
eeks). The pack size(s) 

available in each country w
as also considered 

w
hen the least expensive option w

as calculated.

It w
as also assum

ed that those m
ore heavily 

dependent on nicotine w
ill consum

e the sam
e 

am
ount of gum

/patches as those w
ho are less 

dependent, although using an appropriate NRT 
option w

ith higher nicotine concentrations. Since 
prices for different nicotine concentrations of the 
sam

e brand did not vary significantly (<5%
), the 

sim
ulated costs w

ere uniform
 regardless of the 

level of dependence.

To have com
parability across countries, the 

total price for each NRT option w
as adjusted for 

purchasing pow
er and converted to International 

Dollars using the IM
F 2018 Im

plied PPP 
Conversion Rate. This w

as com
pared to the cost 

of sm
oking the cheapest pack of cigarettes daily 

during the sam
e period, using the price data 

subm
itted for this report. Lastly, sim

ple averages 
w

ere calculated for each grouping, either by 
country incom

e or cost-coverage.

W
arning labels on tobacco 

packaging
The section of the report that assesses each 
country’s legislation on health w

arnings includes 
the follow

ing inform
ation about cigarette 

package w
arnings:

w
hether specific health w

arnings are 
m

andated;

the m
andated size of the w

arnings, as a 
percentage of the front and back of the 
cigarette package;

w
hether the w

arnings appear on individual 
packages as w

ell as on any outside packaging 
and labelling used in retail sale;

w
hether the w

arnings describe specific 
harm

ful effects of tobacco use on health;

w
hether the w

arnings are large, clear, visible 
and legible (e.g. specific colours and font 
styles and sizes are m

andated);

w
hether the w

arnings rotate;

w
hether the w

arnings are w
ritten in (all) the 

principal language(s) of the country;

w
hether the w

arnings include pictures or 
pictogram

s.

The size of the w
arnings on both the front 

and back of the cigarette pack w
ere averaged 

to calculate the percentage of the total 
pack surface area covered by w

arnings. This 
inform

ation w
as com

bined w
ith the w

arning 
characteristics to construct the groupings for the 
health w

arnings indicator.

The groupings for the health w
arnings indicator 

are listed below.

Data not reported

No w
arnings or sm

all w
arnings  1

M
edium

 size w
arnings  2 m

issing som
e 

or m
any

 3 appropriate characteristics  4 
OR large w

arnings  5 m
issing m

any
 6 

appropriate characteristics  4

M
edium

 size w
arnings  2 w

ith all 
appropriate characteristics  4 OR large 
w

arnings  5 m
issing som

e
 3 appropriate 

characteristics  4

Large w
arnings  5 w

ith all appropriate 
characteristics  4

1  Average of front and back of package is less than 30%
.

2  Average of front and back of package is betw
een 30 

and 49%
.

3 One to three.
4   Appropriate characteristics:

specific health w
arnings m

andated;
appearing on individual packages as w

ell as on any 
outside packaging and labelling used in retail sale;
describing specific harm

ful effects of tobacco use 
on health;
are large, clear, visible and legible (e.g. specific 
colours and font style and sizes are m

andated);
rotate;
include pictures or pictogram

s;
w

ritten in (all) the principal language(s) of the 
country.

5  Average of front and back of the package is at least 
50%

.
6 Four or m

ore.

In addition to the data used for the grouping of 
the health w

arnings indicator, other related data 
such as the appearance of the quit line num

ber, 
the requirem

ent for plain packaging, etc. w
ere 

collected and are reported in Appendix VI. 

Plain packaging (also called standardized 
packaging) is defined by W

HO FCTC Article 
11 guidelines as a m

easure “to restrict or 
prohibit the use of logos, colours, brand im

ages 
or prom

otional inform
ation on packaging 

other than brand nam
es and product nam

es 
displayed in a standard colour and font style”. 

In order for a country to appear in this report 
as having introduced plain packaging, the 
follow

ing criteria (established by W
HO FCTC 

Article 13 guidelines) are requested: 
black and w

hite or tw
o other contrasting 

colours, as prescribed by national 
authorities;
nothing other than a brand nam

e, a product 
nam

e and/or m
anufacturer’s nam

e, contact 
details and the quantity of product in the 
packaging, w

ithout any logos or other 
features apart from

 health w
arnings, tax 

stam
ps and other governm

ent-m
andated 

inform
ation or m

arkings; 
prescribed font style and size; 
standardized shape, size and m

aterials:
there should be no advertising or prom

otion 
inside or attached to the package or on 
individual cigarettes or other tobacco 
products.
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The first four types of advertising listed are 
term

ed “direct” advertising, and the rem
aining 

six are term
ed “indirect” advertising. Com

plete 
bans on tobacco advertising, prom

otion and 
sponsorship usually start w

ith bans on direct 
advertising in national m

edia and progress to 
bans on indirect advertising as w

ell as prom
otion 

and sponsorship.

The basic distinction for the tw
o low

est groups 
is w

hether bans cover national television, radio 
and print m

edia or not, and the rem
aining 

groups w
ere constructed based on how

 
com

prehensively the law
 covers bans of other 

form
s of direct and indirect advertising included 

in the questionnaire. In cases w
here the law

 did 
not explicitly address cross-border advertising, 
it w

as interpreted that advertising at both 
dom

estic and international levels w
as covered by 

the ban only if advertising w
as totally banned at 

national level.

The groupings for the bans on advertising, 
prom

otion and sponsorship indicator are 
listed below. Countries w

here at least 90%
 of 

the population w
ere covered by subnational 

legislation com
pletely banning tobacco 

advertising, prom
otion and sponsorship are 

grouped in the top category. 
 

Data not reported

Com
plete absence of ban, or ban that 

does not cover national television (TV), 
radio and print m

edia

Ban on national TV, radio and print m
edia 

only

Ban on national TV, radio and print 
m

edia as w
ell as on som

e (but not all) 
other form

s of direct* and/or indirect** 
advertising

Ban on all form
s of direct* and 

indirect**advertising (or at least 90%
 of 

the population covered by subnational 
legislation com

pletely banning tobacco 
advertising, prom

otion and sponsorship)

* Direct advertising bans:
national television and radio;
local m

agazines and new
spapers;

billboards and outdoor advertising;
point of sale (indoor).

** Indirect advertising bans:
free distribution of tobacco products in the m

ail or 
through other m

eans;
prom

otional discounts;
non-tobacco goods and services identified w

ith 
tobacco brand nam

es (brand stretching);
brand nam

es of non-tobacco products used for 
tobacco products (brand sharing);
appearance of tobacco brands (product placem

ent) 
or tobacco products in television and/or film

s;
sponsorship, (contributions and/or publicity of 
contributions).

In addition to the data used for the grouping 
of the bans on advertising, prom

otion and 
sponsorship indicator, other related data, such as 
bans on internet sales or on display of tobacco 
products at points of sale w

ere collected and are 
reported in Appendix VI.

A
nti-tobacco m

ass m
edia 

cam
paigns

Countries undertake com
m

unication activities 
for m

any reasons, including im
proving public 

relations, creating attention for an issue, building 
support for public policies, and prom

pting 
behaviour change. Anti-tobacco com

m
unication 

cam
paigns, w

hich are a core tobacco control 
intervention, m

ust have specified features in 
order to be m

inim
ally effective: they m

ust be 
of sufficient duration and m

ust be designed to 
effectively support tobacco control priorities, 
including increasing know

ledge, changing social 
norm

s, prom
oting cessation, preventing tobacco 

uptake, and increasing support for good tobacco 
control policies.

W
ith this in m

ind, and consistent w
ith the 

definition of “anti-tobacco m
ass m

edia 
cam

paigns” in the last report, only m
ass m

edia 
cam

paigns that w
ere: (i) designed to support 

tobacco control; (ii) at least 3 w
eeks in duration 

and (iii) im
plem

ented betw
een 1 July 2016 

and 30 June 2018 w
ere considered eligible for 

analysis. For the sake of logistical feasibility and 
cross-country com

parability, only national-level 
cam

paigns w
ere considered eligible. Consistent 

w
ith the last report and to enable greater 

accuracy, m
aterials from

 cam
paigns had to be 

subm
itted and verified based on the eligibility 

criteria for all countries.

Eligible cam
paigns w

ere assessed according 
to the follow

ing characteristics, w
hich signify 

the use of a com
prehensive com

m
unication 

approach:

1. The cam
paign w

as part of a com
prehensive 

tobacco control program
m

e.
2. Before the cam

paign, research w
as 

undertaken or review
ed to gain a thorough 

understanding of the target audience.
3. Cam

paign com
m

unication m
aterials w

ere 
pre-tested w

ith the target audience and 
refined in line w

ith cam
paign objectives. 

4. Air tim
e (radio, television) and/or placem

ent 
(billboards, print advertising, etc.) w

ere 
obtained by purchasing or securing it using 
either the organization’s ow

n internal 
resources or an external m

edia planner or 
agency (this inform

ation indicates w
hether 

the cam
paign adopted a thorough m

edia 
planning and buying process to effectively 
and efficiently reach its target audience).

5. The im
plem

enting agency w
orked w

ith 
journalists to gain publicity or new

s 
coverage for the cam

paign.
6. Process evaluation w

as undertaken to 
assess how

 effectively the cam
paign had 

been im
plem

ented.
7. An outcom

e evaluation process w
as 

im
plem

ented to assess cam
paign im

pact.

8. The cam
paign w

as aired on television and/
or radio.

The groupings for the m
ass m

edia cam
paigns 

indicator are listed below. 
 

Data not reported

No national cam
paign conducted 

betw
een July 2016 and June 2018 w

ith a 
duration of at least 3 w

eeks

National cam
paign conducted w

ith one 
to four appropriate characteristics

National cam
paign conducted w

ith five 
to six appropriate characteristics, or w

ith 
seven characteristics excluding airing on 
television and/or radio

National cam
paign conducted w

ith at 
least seven appropriate characteristics 
including airing on television and/or radio

Bans on advertising, 
prom

otion and sponsorship
The report includes data on legislation in 
national as w

ell as subnational jurisdictions. 
The assessm

ent of subnational legislation on 
advertising, prom

otion and sponsorship bans 
includes first-level adm

inistrative subdivisions 
as listed in ISO3166. Subnational data reported 
in Appendix VI only reflect the content of 
subnational law

s. Provisions covered by national 
legislation are indicated by an inform

ative note 
next to the subnational data. In cases w

here the 
status of advertising, prom

otion and sponsorship 
legislation is not reported for som

e or all 
subnational jurisdictions, w

e assum
e the existing 

national law
 applies.

Country-level achievem
ents in banning tobacco 

advertising, prom
otion and sponsorship w

ere 
assessed based on w

hether the bans covered the 
follow

ing types of advertising:
national television and radio;
local m

agazines and new
spapers;

billboards and outdoor advertising;
point of sale (indoor);
free distribution of tobacco products in the 
m

ail or through other m
eans;

prom
otional discounts;

non-tobacco products identified w
ith tobacco 

brand nam
es (brand stretching); 5

brand nam
es of non-tobacco products used 

for tobacco products (brand sharing); 6

appearance of tobacco brands (product 
placem

ent) or tobacco products in television 
and/or film

s;
sponsorship (contributions and/or publicity of 
contributions).

The com
pliance assessm

ent w
as obtained 

for legislation adopted by 1 April 2018. 
For countries w

ith m
ore recent legislation, 

com
pliance data are reported as “not 

applicable”. Com
pliance w

ith sm
oke-free 

legislation w
as not assessed in cases w

here the 
law

 provides for DSRs w
ith very strict technical 

requirem
ents. 

The com
pliance assessm

ents are listed in 
Appendix VI. Appendix I sum

m
arizes this 

inform
ation. Com

pliance scores are represented 
separately from

 the grouping (i.e. com
pliance is 

not included in the calculation of the grouping 
categories). 

1. Parties report on the im
plem

entation of the W
HO 

Fram
ew

ork Convention on Tobacco Control according to 
Article 21. The objective of reporting is to enable Parties 
to learn from

 each other’s experience in im
plem

enting the 
W

HO FCTC. Parties’ reports are also the basis for review
 

by the COP of the im
plem

entation of the W
HO FCTC. 

Parties subm
it their initial report 2 years after entry into 

force of the W
HO FCTC for that Party, and then every 

subsequent 3 years, through the reporting instrum
ent 

adopted by COP. Since 2012, all Parties report at the 
sam

e tim
e, once every 2 years. For m

ore inform
ation 

please refer to https://w
w

w.w
ho.int/fctc/reporting/en/.

2. United Nations Departm
ent of Econom

ic and Social 
Affairs, Population Division in W

orld population prospects: 
the 2017 revision (m

edian fertility projection for the 
year 2018). For m

ore inform
ation please refer to https://

population.un.org/w
pp/Dow

nload/Standard/Population/. 

3. The W
orld Bank: W

orld developm
ent indicators published 

July 1, 2018. For m
ore inform

ation please refer to 
https://datahelpdesk.w

orldbank.org/know
ledgebase/

articles/906519-w
orld-bank-country-and-lending-groups.  

4. “Com
plete” is used in this report to m

ean that sm
oking 

is not perm
itted, w

ith no exem
ptions allow

ed, except in 
residences and indoor places that serve as equivalents to 
long-term

 residential facilities, such as prisons and long-
term

 health and social care facilities such as psychiatric 
units and nursing hom

es. Ventilation and any form
 of 

designated sm
oking room

s and/or areas do not protect 
from

 the harm
s of second-hand tobacco sm

oke, and the 
only law

s that provide protection are those that result in 
the com

plete absence of sm
oking in all public places. 

5. W
hen legislation did not explicitly ban the identification 

of non-tobacco products w
ith tobacco brand nam

es 
(brand stretching) and did not provide a definition of 
tobacco advertising and prom

otion, it w
as interpreted 

that brand stretching w
as covered by the existing ban of 

all form
s of advertising and prom

otion w
hen the country 

w
as a Party to the W

HO FCTC, assum
ing that the W

HO 
FCTC definitions apply. 

6. W
hen legislation did not explicitly ban the use of brand 

nam
es of non-tobacco products for tobacco products 

(brand sharing) and did not provide a definition of 
tobacco advertising and prom

otion, it w
as interpreted 

that brand sharing w
as covered by the existing ban of all 

form
s of advertising and prom

otion w
hen the country w

as 
a Party to the W

HO FCTC, assum
ing that the W

HO FCTC 
definitions apply.

Tobacco taxes
Countries are grouped according to the 
percentage contribution of all tobacco taxes 
to the retail price of a pack of 20 of the m

ost 
popular brand of cigarettes. Taxes assessed 
include excise tax, value added tax (som

etim
es 

called “VAT”), im
port duty (w

hen the cigarettes 
w

ere im
ported) and any other taxes levied. 

In the case of countries w
here different levels 

of taxes applied to cigarettes are based on 
length, quantity produced, or type (e.g. filter vs. 
non-filter), only the rate that applied to the m

ost 
popular brand is used in the calculation.

Given the lack of inform
ation on country and 

brand-specific profit m
argins of retailers and 

w
holesalers, their profits w

ere assum
ed to 

be zero (unless provided by the national data 
collector).

The groupings for the tobacco tax indicator are 
listed below. Please refer to Technical Note III for 
m

ore details.

Data not reported

< 25%
 of retail price is tax 

≥ 25%
 and < 50%

 of retail price is tax 

≥ 50%
 and < 75%

 of retail price is tax 

≥ 75%
 of retail price is tax 

Trend in affordability of the 
m

ost sold brand of cigarettes
The affordability of cigarettes w

as com
puted as 

the percentage of per capita GDP required to 
purchase 2000 cigarettes of the m

ost popular 
brand in each year of this report from

 2008 to 
present. The least-squares annual grow

th rate 
of affordability w

as com
puted by fitting a linear 

regression trend line to the logarithm
ic values of 

the affordability m
easure.

The groupings for the affordability indicator are 
listed at the top of the next colum

n. Please refer 
to Technical Note III for m

ore details. 

YES

Cigarettes less affordable – per 
capita GDP needed to buy 2000 
cigarettes of the m

ost sold brand 
increased on average betw

een 2008 
and 2018

N
O

Cigarettes m
ore affordable – per 

capita GDP needed to buy 2000 
cigarettes of the m

ost sold brand 
declined on average betw

een 2008 
and 2018

No trend change in affordability of 
cigarettes since 2008

…
Insufficient data to conduct a trend 
analysis

N
ational tobacco control 

program
m

es
Classification of countries’ national tobacco 
control program

m
es is based on the existence of 

a national agency w
ith responsibility for tobacco 

control objectives. Countries w
ith at least five 

full-tim
e equivalent staff m

em
bers w

orking 
at the national agency w

ith responsibility for 
tobacco control m

eet the criteria for the highest 
group.

The groupings for the national tobacco control 
program

m
e indicator are listed below.

Data not reported

No national agency for tobacco control

Existence of national agency w
ith 

responsibility for tobacco control 
objectives w

ith no or few
er than five 

full-tim
e equivalent staff m

em
bers

Existence of national agency w
ith 

responsibility for tobacco control 
objectives and at least five full-tim

e 
equivalent staff m

em
bers

Com
pliance assessm

ent
Com

pliance w
ith national and com

prehensive 
subnational sm

oke-free legislation as w
ell as 

w
ith advertising, prom

otion and sponsorship 
bans w

as assessed by up to five national experts, 
w

ho scored the com
pliance in these tw

o areas 
as “m

inim
al”, “m

oderate” or “high”. These five 
experts w

ere selected according to the follow
ing 

criteria:

person in charge of tobacco prevention in the 
country’s m

inistry of health, or the m
ost senior 

governm
ent official in charge of tobacco 

control or tobacco-related conditions;

the head of a prom
inent nongovernm

ental 
organization dedicated to tobacco control;

a health professional (e.g. physician, nurse, 
pharm

acist or dentist) specializing in tobacco-
related conditions;

a staff m
em

ber of a public health university 
departm

ent;

the tobacco control focal point of the W
HO 

Country Office.

The experts perform
ed their assessm

ents 
independently. Average scores w

ere calculated 
by W

HO from
 the five individual assessm

ents by 
assigning tw

o points for highly enforced policies, 
one point for m

oderately enforced policies and 
no points for m

inim
ally enforced policies, w

ith 
a potential m

inim
um

 of 0 and m
axim

um
 of 10 

points in total from
 these five experts.
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TECHNICAL NOTE II

Tobacco use prevalence  
in W

H
O

 M
em

ber States

M
onitoring the prevalence of tobacco use is 

central to efforts to control the global tobacco 
epidem

ic. Reliable prevalence data on the 
m

agnitude of the tobacco epidem
ic and its 

influencing factors provide the inform
ation 

needed to plan, adopt and evaluate the im
pact 

of tobacco control interventions. This report 
contains survey data for both sm

oking
1 and 

sm
okeless tobacco use am

ong young people 
and adults (Appendix XI). It also presents 
W

HO-m
odelled, age-standardized prevalence 

estim
ates for tobacco use for people aged 15 

years and over (Appendix X). This technical note 
provides inform

ation on the m
ethod used to 

generate the W
HO prevalence estim

ates. 

Sources of inform
ation 

For the analysis, the follow
ing sources of 

inform
ation w

ere explored (w
here official survey 

reports explaining the sam
pling, m

ethodology 
and detailed results w

ere not publicly available, 
M

em
ber States w

ere asked to provide them
):

inform
ation on surveys provided by Parties to 

the W
HO FCTC Secretariat;

inform
ation collected through W

HO tobacco-
focused surveys conducted under the aegis of 
the Global Tobacco Surveillance System

 – in 
particular, the Global Adult Tobacco Survey 
(GATS);

tobacco inform
ation collected through other 

W
HO surveys including W

HO STEPw
ise 

surveys and W
orld Health Surveys;

other system
s-based surveys undertaken by 

other organizations, including surveys such as 
the Dem

ographic and Health Surveys (DHS) 
and the M

ultiple Indicator Cluster Survey 
(M

ICS); and

an extensive search through W
HO 

regional offices and W
HO country offices 

to identify country-specific surveys not 
part of international surveillance system

s 
– such as the National Survey of Risk 
Factors in Argentina, or the M

auritius Non 
Com

m
unicable Diseases Survey.

For the analysis, inform
ation from

 surveys 
conducted since 1990 w

as used if it:

w
as officially recognized by the national 

health authority;

included random
ly selected participants w

ho 
w

ere representative of the general population;

provided data for one or m
ore of six tobacco 

use definitions: daily tobacco user, current 
tobacco user, daily tobacco sm

oker, current 
tobacco sm

oker, daily cigarette sm
oker or 

current cigarette sm
oker; and

presented prevalence values by age and sex.

The above indicators provide for the m
ost 

com
plete representation of tobacco use across 

countries and at the sam
e tim

e help m
inim

ize 
attrition of countries from

 further analysis 
because of lack of adequate data. Although 
differences exist in the types of tobacco products 
used in different countries and grow

n or 
m

anufactured in different regions of the w
orld, 

data on these six indicators are available in m
ost 

countries, thereby perm
itting robust statistical 

analyses. 2

The inform
ation identified above is stored in the 

W
HO Tobacco Control Global DataBank and, 

along w
ith the source code used for generating 

the W
HO sm

oking prevalence estim
ates, is 

published alongside this report at http://w
w

w.

w
ho.int/tobacco/.

A
nalysis and presentation 

of tobacco use prevalence 
indicators
Estim

ation m
ethod

A statistical m
odel based on a Bayesian negative 

binom
ial m

eta-regression w
as used to m

odel 
crude adjusted and age-standardized estim

ates 
for countries for each indicator (current and daily 
tobacco use, current and daily tobacco sm

oking, 
and current and daily cigarette sm

oking) 
separately for m

en and w
om

en.  A trend w
as 

considered to be statistically significant if the 
posterior probability of the increase or decrease 
w

as greater than 0.75. A full description of the 
m

ethod is available as a peer-review
ed article in 

the Lancet, volum
e 385, No. 9972, p966–976 

(2015).

Once the prevalence rates from
 national surveys 

w
ere com

piled into a dataset, the m
odel w

as fit 
to calculate trend estim

ates for the six indicators 
specified above.

The m
odel has tw

o m
ain com

ponents:

(a) adjusting for m
issing indicators and age 

groups, and (b) running the regression to 
generate an estim

ate of trends over tim
e as w

ell 
as the credible interval around the estim

ate.

Depending on the com
pleteness of survey data 

from
 a particular country, the m

odel at tim
es 

m
akes use of data from

 other countries to fill 
inform

ation gaps. Countries w
ith data gaps 

“borrow
 inform

ation” from
 “priors” calculated 

from
 their data pooled w

ith data from
 countries 

in the sam
e UN subregion

3.

Differences in age groups covered by each survey
Survey results for any one country w

ere 
som

etim
es reported for a variety of different 

age groups. W
here data w

ere m
issing for any 

age group in the range of 15 years and above, 
the m

odel uses available data from
 a country’s 

other surveys to estim
ate the age pattern of 

tobacco use. For ages that the country has 
never surveyed, the average age pattern seen in 
countries in the sam

e UN subregion is applied to 
the country’s data.

Differences in the indicators of tobacco use 
m

easured
Sim

ilarly, countries m
ay report different 

indicators across surveys (e.g. current sm
oking 

in one survey and daily sm
oking in another, or 

tobacco sm
oking in one and cigarette sm

oking 
in another). W

here data w
ere m

issing for any 
indicator, the m

odel uses available data from
 a 

country’s other surveys to estim
ate the m

issing 
inform

ation. For indicators on w
hich the country 

has never reported, the average relationships 
seen in countries in the sam

e UN subregion are 
applied to the country’s data.

M
odelled results 

The m
odel w

as run for all countries w
ith surveys 

that m
et the inclusion criteria. Results for 

countries w
ith insufficient survey data (e.g. only 

one survey w
ith a detailed age breakdow

n for 
prevalence for either sex) w

ere not reported.

The output of the m
odel is a set of trend lines 

for each country that sum
m

arize its prevalence 

history from
 2000 to the m

ost recent survey, 
and project trends to 2030. Countries w

ith few
 

surveys w
ill have m

ore borrow
ed inform

ation 
blended into their trend line than countries w

ith 
m

any surveys. 

For this report, country-level trends have been 
sum

m
arized into average trends for high-incom

e 
countries, m

iddle-incom
e countries, low

-incom
e 

countries and a global average. Trends from
 

2007 to 2017 are presented, w
ith projections 

of the sam
e lines to 2030. The projection 

assum
es that the pace and level of adoption of 

new
 policies during the period covered by the 

country’s surveys w
ill continue unchanged. In 

future, w
hen countries adopt stronger tobacco 

control policies and com
plete new

 surveys, 
recalculated trend lines w

ill reflect the changes.

In this report, com
parable estim

ates of current 
tobacco sm

oking am
ong people aged 15 years 

and over are presented for all countries in one 
year (2017). These rates are taken from

 the 
trend line for each country for the year 2017. 
The rates are com

parable because the m
odel 

has standardized the survey results as described 
above, and then age-standardized as described 
below.

W
hen calculating global and W

orld Bank incom
e 

group average prevalence rates, countries 
w

ithout estim
ates w

ere included in the averages 
by assum

ing their prevalence rates are the 
average rates seen in the UN subregion to w

hich 
they belong. 3

Age-standardized prevalence rates

Com
parison of crude rates betw

een tw
o or 

m
ore countries at one point in tim

e, or of 
one country at different points in tim

e, can 
be m

isleading if the tw
o populations being 

com
pared have significantly different age 

distributions or differences in tobacco use by sex. 
The m

ethod of age-standardization is com
m

only 
used to overcom

e this problem
 and allow

s for 
m

eaningful com
parison of prevalence betw

een 
countries, once all other com

parison issues 
described have been addressed. The m

ethod 
involves applying the age-specific rates by sex 
in each population to one standard population 
(this report uses the W

HO Standard Population, 
a fictitious population w

hose age distribution 

is largely reflective of the population age 
structure of low

- and m
iddle-incom

e countries). 
The resulting age-standardized rates refer to 
the num

ber of sm
okers per 100 W

HO Standard 
Population. As a result, the rates generated using 
this process are only hypothetical num

bers w
ith 

no inherent m
eaning. They are only m

eaningful 
w

hen com
paring rates obtained from

 one 
country w

ith those obtained in another country.

Com
parison w

ith sm
oking 

estim
ates in earlier editions 

of this report
The estim

ates in this report are consistent w
ith 

each other but not w
ith estim

ates produced for 
earlier editions of this report. W

hile the m
ethod 

of estim
ation is the sam

e, the updated data 
set for the period 1990–2018 is m

uch m
ore 

com
plete.

For exam
ple, since the W

HO report on the global 
tobacco epidem

ic, 2017 , 242 national surveys 
from

 89 countries have been added to the data 
set, and 46 existing surveys have been updated 
w

ith additional data points. Each round of 
W

HO estim
ates is calculated using all available 

survey data back to 1990. The m
ore data points 

available, the m
ore robust the trend estim

ates 
are. Each estim

ation round therefore im
proves 

upon earlier published estim
ates, and only the 

latest round should be used. W
hile country-level 

estim
ates in this report pertain only to 2017, 

the entire trend series from
 2000 to 2025 is 

published in the biennial W
HO global report on 

trends in tobacco sm
oking  2000–2025 .

1  Tobacco sm
oking includes cigarette, cigar, pipe, 

hookah, shisha, w
ater-pipe, heated tobacco products 

and any other form
 of sm

oked tobacco.

2  For countries w
here prevalence of sm

okeless tobacco 
use is reported, w

e have published these data.

3  For a com
plete list of countries by UN subregion, 

please refer to pages ix to xiii of W
orld population 

prospects: the 2017 revision, published by the UN 
Departm

ent of Econom
ic and Social Affairs at https://

population.un.org/w
pp/Publications/Files/W

PP2017_
Volum

e-I_Com
prehensive-Tables.pdf (accessed April 

17, 2019). Please note that, for the purposes of 
tobacco use analysis, the follow

ing adjustm
ents w

ere 
m

ade: (i) Eastern Africa subregion w
as divided into 

tw
o regions: Eastern African Islands and Rem

ainder 
of Eastern Africa; (ii) Arm

enia, Azerbaijan, Estonia, 
Georgia, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, 
Tajikistan, Uzbekistan and Turkm

enistan w
ere 

classified w
ith Eastern Europe; (iii) Cyprus, Israel and 

Turkey w
ere classified w

ith Southern Europe; (iv) 
Central Africa and Southern Africa w

ere com
bined 

into one subregion; (v) M
elanesia, M

icronesia and 
Polynesia subregions w

ere com
bined into one 

subregion; and (vi) Ireland and the United Kingdom
 

w
ere classified w

ith Northern Am
erica. 
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This report includes appendices containing 
inform

ation on the share of total and excise 
taxes in the price of the m

ost w
idely sold brand 

of cigarettes, based on tax policy inform
ation 

collected from
 each country. This note contains 

inform
ation on the m

ethodology used by W
HO 

to estim
ate the share of total and tobacco excise 

taxes in the price of a pack of 20 cigarettes using 
country-reported data. It also provides inform

ation 
on additional data collected for this report in 
relation to tobacco taxation.

1. D
ata collection

All data w
ere collected betw

een June 2018 and 
January 2019 by W

HO regional data collectors. The 
tw

o m
ain inputs into calculating the share of total 

and excise taxes w
ere (1) prices and (2) tax rates 

and structure. Prices w
ere collected for the m

ost 
w

idely sold brand of cigarettes, the least-expensive 
brand and a prem

ium
 brand for July 2018.

Data on tax structure w
ere collected through 

contacts w
ith m

inistries of finance. The validity 
of this inform

ation w
as checked against other 

sources. For m
any countries, this w

as done 
through the w

ealth of w
ork and know

ledge 
accum

ulated by W
HO w

orking directly w
ith 

m
inistries of finance on tobacco taxation since 

2009. Other sources, including tax law
 docum

ents, 
decrees and official schedules of tax rates and 
structures and trade inform

ation, w
hen available, 

w
ere either provided by data collectors or w

ere 
dow

nloaded from
 m

inisterial w
ebsites or from

 
other databases such as the IM

F or the W
orld 

Bank. 

The tax data collected focus on indirect taxes 
levied on tobacco products (e.g. excise taxes of 
various types, im

port duties, value added taxes), 
w

hich usually have the m
ost significant im

pact 
on the price of tobacco products. W

ithin indirect 
taxes, excise taxes are the m

ost im
portant 

because they are applied exclusively to tobacco 

TECHNICAL NOTE III

Tobacco taxes in W
H

O
 

M
em

ber States

1. Specific excise taxes
A specific excise tax is a tax on a selected good produced for sale w

ithin a country or im
ported and sold in that country. 

In general, the tax is collected from
 the m

anufacturer or at the point of entry into the country by the im
porter, in 

addition to im
port duties. These taxes com

e in the form
 of an am

ount per stick, pack, per 1000 sticks, or per kilogram
. 

Exam
ple: US$1.50 per pack of 20 cigarettes.

2.  Ad valorem
 excise taxes

An ad valorem
 excise tax is a tax on a selected good produced for sale w

ithin a country or im
ported and sold in that 

country. In general, the tax is collected from
 the m

anufacturer or at the point of entry into the country by the im
porter, 

in addition to im
port duties. These taxes com

e in the form
 of a percentage of the value of a transaction betw

een tw
o 

independent entities at som
e point of the production/distribution chain; ad valorem

 taxes are generally applied to the 
value of the transactions betw

een the m
anufacturer and the retailer/w

holesaler. Exam
ple: 60%

 of the m
anufacturer’s 

price.

3.   Im
port duties

An im
port duty is a tax on a selected good im

ported into a country to be consum
ed in that country (i.e. the goods are 

not in transit to another country). In general, im
port duties are collected from

 the im
porter at the point of entry into the 

country. These taxes can be either am
ount-specific or ad valorem

. Am
ount-specific im

port duties are applied in the sam
e 

w
ay as am

ount-specific excise taxes. Ad valorem
 im

port duties are generally applied to the CIF (cost, insurance, freight) 
value, (i.e. the value of the unloaded consignm

ent that includes the cost of the product itself, insurance and transport 
and unloading). Exam

ple: 50%
 im

port duty levied on CIF.

4. Value added taxes and sales          
taxes

The value added tax (VAT) is a “m
ulti-stage” tax on all consum

er goods and services applied proportionally to the price 
the consum

er pays for a product. Although m
anufacturers and w

holesalers also participate in the adm
inistration and 

paym
ent of the tax all along the m

anufacturing/distribution chain, they are all reim
bursed through a tax credit system

, 
so that the only entity w

ho pays in the end is the final consum
er. M

ost countries that im
pose a VAT do so on a base 

that includes any excise tax and custom
s duty. Exam

ple: VAT representing 10%
 of the retail price.

Som
e countries, how

ever, im
pose sales taxes instead. Unlike VAT, sales taxes are levied at the point of retail on the total 

value of goods and services purchased. For the purposes of the report, care w
as taken to ensure the VAT and/or sales 

tax shares w
ere com

puted in accordance w
ith country-specific rules.

5. Other taxes
Inform

ation w
as also collected on any other tax that is not called an excise tax, im

port duty, VAT or sales tax, but that 
applies to either the quantity of tobacco or to the value of a transaction of a tobacco product, w

ith as m
uch detail as 

possible regarding w
hat is taxed and how

 the base is defined. 

and contribute the m
ost to increasing the price 

of tobacco products and subsequently reducing 
consum

ption. Thus, rates, am
ounts and point of 

application of excise taxes are central com
ponents 

of the data collected.

Certain other taxes, in particular direct taxes such 
as corporate taxes, can potentially im

pact tobacco 
prices to the extent that producers pass them

 on 
to consum

ers. How
ever, because of the practical 

difficulty of obtaining inform
ation on these taxes 

and the com
plexity in estim

ating their potential 
im

pact on price in a consistent m
anner across 

countries, they are not considered.

The table below
 describes the types of tax 

inform
ation collected.

2. D
ata analysis

The price of the m
ost sold brand of cigarettes 

w
as considered in the calculation of the tax as a 

share of the retail price reported in Appendix I and 

Appendix Table 9.1. In the case of countries w
here 

different levels of taxes are applied on cigarettes 
based on length of cigarette, quantity produced, or 
type (e.g. filter vs. non-filter), only the relevant rate 
that applied to the m

ost sold brand w
as used in 

the calculation.

In the case of Canada and the United States of 
Am

erica, national average estim
ates calculated for 

prices and taxes reflect the fact that different rates 
are applied by state/province over and above the 
applicable federal tax. In the case of Brazil, w

here 
state VATs vary, the highest rate, w

hich is applied 
in m

ost states, w
as applied. In the Federated 

States of M
icronesia, w

hich also has varying VAT 
rates across states, the VAT rate applicable to the 
state w

here price data w
as collected (Pohnpei) 

w
as used. A w

eighted average of retail price 
and tax w

as calculated for China given the very 
large array of brands sold in the m

arket: the 
m

ost sold brand changing alm
ost every year and 

representing a very sm
all share of the m

arket w
as 

not representative.

The im
port duty w

as only used in the calculation of 
tax shares if the m

ost sold brand of cigarettes w
as 

im
ported into the country. Im

port duty w
as not 

applied in the total tax calculation for countries 
reporting that the m

ost sold brand, even if an 
international brand, w

as produced locally. In cases 
w

here the im
ported cigarettes originated from

 a 
country w

ith w
hich a bilateral or m

ultilateral trade 
agreem

ent w
aived the duty, care w

as taken to 
ensure that the im

port duty w
as not taken into 

account in calculating taxes levied.

“Other taxes” are all other indirect taxes not 
reported as excise taxes, im

port duties or VAT. 
These taxes w

ere, how
ever, treated as excises 

if they had a special rate applied to tobacco 
products. For exam

ple, Thailand reported the 
tax earm

arked from
 tobacco and alcohol for the 

ThaiHealth Prom
otion Foundation as “other tax”.  

How
ever, since this tax is applied only on tobacco 

and alcohol products, it acts like an excise tax and 
so w

as considered an excise in the calculations. 

3. Calculation 
Denote S

ts  as the share of taxes on the price of a 
w

idely consum
ed brand of cigarettes (20-cigarette 

pack or equivalent). Then
,

S
ts  = S

as  + S
av  + S

id  + S
VAT      j

W
here:

S
ts  =  Total share of taxes in the price of a pack of 

cigarettes;

S
as  =  Share of am

ount-specific excise taxes 
(or equivalent) in the price of a pack of 
cigarettes;

S
av  =  Share of ad valorem

 excise taxes (or 
equivalent) in the price of a pack of 
cigarettes;

S
id  =  Share of im

port duties in the price of a pack 
of cigarettes (if the m

ost popular brand is 
im

ported);

S
VAT  =  Share of the value added tax in the price of 

a pack of cigarettes.

Calculating S
as  is fairly straightforward and involves 

dividing the specific tax am
ount for a 20-cigarette 

pack by the total price. Unlike S
as , the share of 

ad valorem
 taxes, S

av  is m
uch m

ore difficult to 
calculate and involves m

aking som
e assum

ptions 
described below. Im

port duties are som
etim

es 
am

ount-specific, som
etim

es value-based. S
id  is 

therefore calculated the sam
e way as S

as  if it is 
am

ount-specific and the sam
e way as S

av  if it is 
value-based. VAT rates reported for countries are 
usually applied on the VAT-exclusive retail sale price 
but are also som

etim
es reported on VAT-inclusive 

prices. S
VAT  is calculated to consistently reflect the 

share of the VAT in VAT-inclusive retail sale price. 

CO
UN

TRY A (US$)
CO

UN
TRY B (US$)

[A]
M

anufacturer’s price (sam
e in both countries)

2.00
2.00

[B]
Country A: ad valorem

 tax on m
anufacturer’s price (20%

) = 20%
 

x [A]
0.40

-

[C]
W

holesalers’ and retailers’ profit m
argin (sam

e in both countries)
0.20

0.20

[D]
Country B: ad valorem

 tax on retailer’s price (20%
) = 20%

 x [E]
-

0.55

[E]
Final price = P = [A]+[B]+[C]  or [A]+[C]+[D] 

2.60
2.75

Total tax share (as %
 of P)

0.40/2.60 = 15.4%
0.55/2.75 =20%

The next step of the exercise w
as to convert all 

taxes to the sam
e base – in our case, the tax- 

inclusive retail sale price (hereafter referred to as 
P). Standardizing bases is im

portant in calculating 
tax share correctly, as the exam

ple in the table 
above show

s. Country B apparently applies the 
sam

e ad valorem
 tax rate (20%

) as Country A, but 
in fact ends up w

ith a higher tax rate and a higher 
final price because the tax is applied later in the 
distribution chain. Com

paring reported statutory 
ad valorem

 tax rates w
ithout taking into account 

the stage at w
hich the tax is applied could 

therefore lead to biased results.

A sim
ilar m

ethodology w
as used to calculate the 

price and tax share of the m
ost com

m
on type of 

sm
oked (other than cigarettes) and sm

okeless 
tobacco products, as reported by each country. The 
calculation w

as m
ade for the price of a product for 

20 gram
s for any sm

oked or sm
okeless tobacco 

product except for cigars and cigarillos, for w
hich 

the price and tax w
as reported per piece. Price and 

tax for sm
oked tobacco products (including bidis, 

cheroots, cigarillos, cigars, pipe tobacco, roll-your-
ow

n or w
aterpipe tobacco) w

as calculated for 
70 countries, w

hile the calculation for sm
okeless 

tobacco products (chew
ing tobacco, dry snuff, 

m
oist snuff nose tobacco or snus) w

as m
ade for 

27 countries (see Table 9.5 in online Appendix IX).
Price and tax for heated tobacco products (per 20 
sticks) w

as also calculated but only for a very sm
all 

num
ber of countries that reported them

 (nine 
countries).
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The price of a pack of cigarettes can be expressed 
as the follow

ing:

P =  [(M
 + M

×ID) + (M
 + M

×ID) ×  
T

av %
 + T

as  + π] × (1 + VAT%
)

orP = [M
 × (1×ID) × (1+T

av %
) +

       T
as  + π] × (1 + VAT%

)    
 

k
W

here: 

P =  Price per pack of 20 cigarettes of the m
ost 

popular brand consum
ed locally;

M
 =  M

anufacturer’s/distributor’s price, or im
port 

price if the brand is im
ported;

ID =  Im
port duty rate (w

here applicable) on a pack 
of 20 cigarettes; 1

T
av  =  Statutory rate of ad valorem

 tax;

T
as  =  Am

ount-specific excise tax on a pack of 20 
cigarettes;

π =  Retailers’, w
holesalers’ and im

porters’ 
profits per pack of 20 cigarettes (som

etim
es 

expressed as a m
ark-up);

VAT =  Statutory rate of value added tax on VAT-
exclusive price.

Changes to this form
ula w

ere m
ade based on 

country-specific considerations such as the 
base for the ad valorem

 tax and excise tax, the 
existence – or not – of ad valorem

 and specific 
excise taxes, and w

hether the m
ost popular 

brand w
as locally produced or im

ported. In m
any 

cases (particularly in low
- and m

iddle-incom
e 

countries) the base for ad valorem
 excise tax w

as 
the m

anufacturer’s price or CIF value. But in fact, 
the base of the ad valorem

 varies a lot around the 
w

orld and can include other bases, such as retail 
price, retail price net of som

e taxes (and/or som
e 

predefined m
argins), retail price net of all taxes, 

etc.  

Given know
ledge of price (P) and am

ount-specific 
excise tax (T

as ), the share S
as  is easy to recover 

(=T
as /P). The case of ad valorem

 taxes (and, w
here 

applicable, S
id ) is fairly straightforw

ard w
hen, 

by law, the base is retail price (as is the case in 
several European Union countries). The calculation 
is m

ore com
plicated w

hen retail price is not the 
base, because the base (M

) needs to be recovered 
to calculate the am

ount of ad valorem
 tax. In m

ost 
of the cases, M

 w
as not know

n (unless specifically 
reported by the country), and therefore had to be 
estim

ated.

Using equation (2), it is possible to recover M
: 

 
P 

 
1 + VAT%

 
M

 = 
(1 + T

av %
) x (1 + ID)    l

 π, or w
holesalers’ and retailers’ profit m

argins, 
are rarely publicly disclosed and w

ill vary from
 

country to country. For dom
estically produced 

m
ost popular brands, w

e considered π to be nil 
(i.e. = 0) in the calculation of M

 because the 
retailers’ and w

holesalers’ profit m
argins are 

assum
ed to be sm

all. Setting the m
argin to 0, 

how
ever, w

ould result in an overestim
ation of M

 
and therefore of the base for the ad valorem

 tax. 
This w

ill in turn result in an overestim
ation of 

the am
ount of ad valorem

 tax. Since the goal of 
this exercise is to m

easure how
 high the share of 

tobacco taxes is in the price of a typical pack of 
cigarettes, assum

ing that the retailer’s/w
holesaler’s 

profit (π) is nil, therefore, does not penalize 
countries by underestim

ating their ad valorem
 

taxes. Considering this, it w
as decided that unless 

country-specific inform
ation w

as m
ade available to 

W
HO, the retailer’s or w

holesaler’s m
argin w

ould 
be assum

ed to be nil for dom
estically produced 

brands. 

For countries w
here the m

ost popular brand is 
im

ported, the im
port duty is applied on

 CIF values, 
and the consequent excise taxes are typically 
applied on a base that includes the CIF value and 
the im

port duty, but not the im
porter’s profit. For 

dom
estically produced cigarettes, the producer’s 

price includes its ow
n profit, so it is autom

atically 
included in M

. In practice, how
ever, the im

porter’s 
profit can be relatively significant and setting it to 
zero (as in the case of dom

estically m
anufactured 

cigarettes) w
ould substantially overestim

ate M
, 

and thereby substantially overestim
ate the share 

of ad valorem
 tax in final price. For this reason, 

M
 had to be estim

ated differently for im
ported 

products: M
* (or the CIF value) w

as calculated 
either based on inform

ation reported by countries 
or using secondary sources (data from

 the United 
Nations Com

trade database
2). M

* w
as norm

ally 
calculated as the im

port price of cigarettes in a 
country (value of cigarette im

ports divided by the 
quantity of cigarette im

ports for the im
porting 

country). How
ever, in exceptional cases w

here no 
such data w

ere available (Dem
ocratic Republic 

of the Congo, Equatorial Guinea, and Libya), the 
export price w

as considered instead (w
here the 

export price w
as considered too low

 – i.e. below
 

US$ 0.2 per pack – the value w
as approxim

ated 
as the export price plus US 10 cents). The ad 
valorem

 and other taxes w
ere then calculated in 

the sam
e w

ay as for local cigarettes, using M
* 

rather than M
 as the base, w

here applicable. 

In the case of VAT, in m
ost of the cases the 

base w
as P excluding the VAT (or, sim

ilarly, the 
m

anufacturer’s/distributor’s price plus all excise 
taxes). In other w

ords:

S
VAT   = VAT%

 × (1 - S
VAT ), equivalent to     m

 
S

VAT   = VAT%
 ÷ (1+ VAT%

)

In som
e cases, how

ever, w
e w

ere inform
ed that 

the VAT w
as not effectively collected at all levels 

of the supply chain and w
as m

ainly levied at the 
im

port or m
anufacturing point. In this case, the 

VAT w
as calculated on the basis of M

 (or M
*) 

and the different taxes collected at this stage, 
m

ainly im
port duties and excise taxes (Angola, 

Benin, Cabo Verde, Cam
eroon, Cook Islands, 

Côte d’Ivoire, Equatorial Guinea, Ethiopia, 
Gabon, Gam

bia, Guinea-Bissau, Iran, Kiribati, 
M

ali, M
auritania, Surinam

e, Tonga, Tuvalu, 
Uganda, Vanuatu and Viet Nam

).

In sum
, the tax rates are calculated this w

ay:

S
ts   

= S
id  + S

as  + S
av  + S

VAT             n

S
as  

= T
as  ÷ P

S
av  

=  (T
av  %

 × M
) ÷ P  

or  
(T

av  %
 × M

*× (1+ S
id )) ÷ P

 3 
if the m

ost popular brand w
as im

ported

S
id  

=  (T
ID  %

 × M
*) ÷ P  

(if the im
port duty is value-based)  

or  
ID ÷ P  
(if im

port duty is a specific am
ount per 

pack)

S
VAT  

= VAT%
 ÷ (1+ VAT%

) 

4. Prices 
Prim

ary collection of price data in this and 
previous reports involved surveying retail outlets. 
Price data w

ere collected in the follow
ing m

anner:

In addition to the m
ost sold brand reported in 

previous years, there w
as a space provided for 

data collectors to report a new
 m

ost sold brand 

- π -T
as

in case the one collected in past years w
as not 

the m
ost sold brand anym

ore.

For each brand, prices w
ere required from

 tw
o 

different types of retail outlets.

Questionnaires sent to data collectors w
ere 

pre-populated w
ith the nam

es of the highest 
selling brand in each country. The popular 
brand w

as identified using data collected 
from

 the 2016 questionnaires, from
 secondary 

data (Eurom
onitor 4) and through W

HO’s close 
collaboration w

ith m
inistries of finance. For the 

countries w
here such data w

ere not available, 
data collectors w

ere asked to indicate the nam
es 

of the popular brands and provide their prices. 

The tw
o types of retail outlets w

ere defined as 
follow

s:

1. Superm
arket/hyperm

arket: chain or 
independent retail outlets w

ith a selling space 
of over 2500 square m

etres and a prim
ary 

focus on selling food/beverages/tobacco and 
other groceries. Hyperm

arkets also sell a range 
of non-grocery m

erchandise.

2. Kiosk/new
sagent/tobacconist/independent 

food store: sm
all convenience stores, retail 

outlets selling predom
inantly food, beverages 

and tobacco or a com
bination of these (e.g. 

kiosk, new
sagent or tobacconist) or a w

ide 
range of predom

inantly grocery products 
(independent food stores or independent sm

all 
grocers).

M
ost sold brands have been used consistently over 

tim
e to gain a better reflection of the change in 

prices. How
ever, in som

e cases w
here the m

arket 
share of the brand initially used w

as considered 
to have changed substantially, a change w

as 
m

ade to the new, m
ore prevalent brand. In 2018, 

changes in the brand w
ere m

ade for Antigua and 
Barbuda, Australia, Benin, Cuba, Cyprus, Gabon, 
Gam

bia, Kazakhstan, Niger, Saint Vincent and 
the Grenadines, Serbia, Viet Nam

 (different brand 
but sam

e price category), Azerbaijan, Barbados, 
Belize, Brazil, Grenada, Nicaragua, Pakistan, Papua 
New

 Guinea, Peru, Thailand (cheaper brand), El 
Salvador, Bosnia and Herzegovina, M

ozam
bique 

(m
ore expensive brand) and Turkm

enistan (not 
possible to determ

ine how
 the new

 brand 
com

pared to the previous one).

In 11 other countries (Austria, Bolivia 
(Plurinational State of),, Denm

ark, Hungary, Nauru, 
Panam

a, Poland, Rom
ania, Slovakia, Spain and 

Sw
eden) the brand reported in 2018 w

as a variant 
of the brand reported in 2016, and these w

ere 
treated as identical in both years for purposes of 
price com

parisons.

As in 2012, 2014 and 2016, the price used for 
each of the 28 countries of the European Union 
(EU) 5 w

as the m
ost sold brand collected by W

HO. 
Prior to 2012, price and tax inform

ation w
ere 

taken entirely from
 the EU’s Taxation and Custom

s 
union w

ebsite. The price used by the EU in the 
past to calculate tax rates w

as the m
ost popular 

price category (M
PPC), w

hich w
as assum

ed to 
be sim

ilar to the m
ost sold brand price category 

collected in this report. How
ever, since 2011, the 

EU calculates and reports tax rates based on the 
W

eighted Average Price (W
AP) and therefore 

inform
ation on the M

PPC is no longer readily 
available for EU countries. Consequently, in order 
to be consistent w

ith past years’ estim
ates and to 

ensure com
parability w

ith other countries, W
HO 

decided in 2012 to collect first-hand prices of the 
m

ost sold brand (the brand w
as determ

ined based 
on brand m

arket shares reported from
 secondary 

sources) to calculate tax rates. Excise and VAT 
rates are still collected from

 the EU published 
tables. This m

eans, how
ever, that tax shares as 

com
puted and reported in this report w

ill not 
necessarily be sim

ilar to the rates published by 
the EU. This is m

ainly due to the calculation of the 
specific excise tax rates as a percentage of the 
retail price, w

hich w
ill vary depending on the price 

used. See details of the difference in price and tax 
share for the EU countries in the table (left).

Total tax share (%
 of retail price)

Retail price (20 cigarettes)

Country
W

HO
 estim

ates
EU reported 

rates
W

HO
 reported 
M

SB
EU reported 

W
AP

Currency

Austria
75.3%

78.53%
5.50

4.76
EUR

Belgium
77.0%

79.37%
6.60

5.88
EUR

Bulgaria
83.6%

85.09%
5.20

5.02
BGN

Croatia
78.8%

79.91%
25.00

23.93
HRK

Cyprus
74.4%

75.67%
4.50

4.28
EUR

Czechia
75.4%

78.31%
94.00

86.00
CZK

Denm
ark

74.1%
79.89%

44.50
40.16

DKK

Estonia
79.4%

85.82%
4.25

3.55
EUR

Finland
87.4%

88.67%
7.22

6.70
EUR

France
82.4%

85.07%
8.00

6.81
EUR

Germ
any

68.3%
72.49%

6.40
5.64

EUR

Greece
81.2%

85.64%
4.60

4.10
EUR

Hungary
72.3%

75.22%
1,245.00

1,118.72
HUF

Ireland
78.4%

89.12%
12.20

10.07
EUR

Italy
76.0%

77.13%
5.50

4.76
EUR

Latvia
80.0%

83.99%
3.50

3.20
EUR

Lithuania
73.8%

79.46%
3.75

3.18
EUR

Luxem
bourg

68.3%
69.40%

5.30
4.60

EUR

M
alta

77.6%
79.40%

5.50
5.25

EUR

Netherlands
71.8%

78.29%
7.00

6.19
EUR

Poland
76.8%

80.04%
15.50

13.82
PLN

Portugal
71.7%

76.16%
5.00

4.47
EUR

Rom
ania

68.6%
72.56%

17.50
15.86

RON

Slovakia
77.1%

77.88%
3.30

3.23
EUR

Slovenia
79.2%

81.28%
3.70

3.51
EUR

Spain
78.2%

79.28%
5.00

4.52
EUR

Sw
eden

68.4%
74.16%

65.00
57.94

SEK

United Kingdom
 of 

Great Britain and 
Northern Ireland

79.4%
88.80%

9.40
7.81

GBP

Com
parisons of prices and total tax shares are com

puted from
 W

HO
’s m

ost sold brand 
(M

SB) survey and EU w
eighted average price (W

AP).

Note: W
HO estim

ates pertain to m
ost sold brand prices collected in July 2018. EU reported rates and w

eighted average prices 
pertain to data collected by the EU and are also reported for July 2018. As indicated earlier, the m

ost sold brand w
as used for all 

EU countries except for Finland, w
hich reported directly to W

HO its w
eighted average price (W

AP) for 2008, 2010, 2012, 2014, 
2016 and 2018. The 2018 data show

s a different W
AP for W

HO com
pared to the EU reported W

AP for Finland. This is because the 
price reported to W

HO w
as an estim

ate updated in 2019, w
hile the EU reported W

AP w
as collected in 2018.
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5. Considerations in 
interpreting tax share 
changes

Changes in tax as a share of price are not only 
dependent on tax changes but also on price 
changes. Therefore, despite an increase in tax, 
the tax share could rem

ain the sam
e or go dow

n; 
sim

ilarly, som
etim

es a tax share can increase even 
if there is no change/increase in the tax. 

In the current database, there are cases w
here 

taxes increased betw
een 2016 and 2018 but 

the share of tax as a percentage of the price 
w

ent dow
n. This is m

ainly due to the fact that, in 
absolute term

s, the price increase w
as larger than 

the tax increase (particularly in the case of specific 
excise tax increases). For exam

ple, in M
ongolia, 

the specific excise tax increased from
 3480 M

NT 
per 100 cigarettes in 2016 to 3830 M

NT per 100 
cigarettes in 2016 (a 10%

 increase) w
hile the 

price of the m
ost sold brand increased from

 1700 
to 2000 M

NT per pack (an 18%
 increase). In 

term
s of tax share, the excise represented 52.9%

 
of the price in 2016 and w

ent dow
n to 47.4%

 of 
the price in 2018. This is because prices rose m

ore 
than taxes. 

In the sam
e w

ay there are cases w
here increases 

(decreases) in tax as a share of price w
ere 

m
itigated by factors not directly related to tax 

rates. In the current database, this w
as attributable 

to one or m
ore of the follow

ing reasons:

In som
e instances, the price increased w

ithout 
a tax change, leading to a decrease in the tax 
share for a specific or m

ixed excise structure 
(e.g. China, Cyprus, Denm

ark, Dom
inica, 

Ecuador, Germ
any, Israel, M

exico, Palau, Poland, 
Saint Vincent and the Grenadines, Sw

itzerland, 
Tim

or-Leste, Tunisia, and Yem
en).

In other cases, prices increased above tax 
increases, leading to a decrease in tax share for 
a specific or m

ixed excise structure (e.g. Algeria, 
Austria, Canada, Chile, Cook Islands, Costa 
Rica, Czechia, Dom

inican Republic, Gam
bia, 

Grenada, Honduras, Hungary, Iceland, Iran 
(Islam

ic Republic of), Jam
aica, Jordan, Lithuania, 

Luxem
bourg, M

alta, M
ongolia, Norw

ay,  
Portugal, Republic of M

oldova, Rom
ania, 

Sam
oa, Serbia, Seychelles, Slovakia, Spain, 

Surinam
e, Sw

eden, Tonga, Trinidad and Tobago, 
Turkey, Uganda, Ukraine, United Kingdom

 of 

Great Britain and Northern Ireland, United 
Republic of Tanzania, United States of Am

erica).

In the case of im
ported products, the CIF value 

is an external variable that also influences the 
calculation of tax share. This has im

plications 
in countries w

here ad valorem
 is based on the 

CIF value, w
hen im

port duties are applicable 
on the CIF value or w

hen the VAT is calculated 
on the base of CIF value and excise rather than 
VAT-exclusive retail price. For exam

ple, if the 
CIF value increases, the base for the application 
of the tax is higher, leading to a higher tax 
percentage if nothing else changes. Countries 
that have seen changes in their tax share m

ainly 
due to changes in CIF value include Togo, Libya 
and M

icronesia (Federated States of).  

Care should also be taken in relation to 
countries w

here the m
ost sold brand changed 

betw
een 2016 and 2018. This also has had an 

im
pact on the tax proportion of the affected 

countries that had a specific or m
ixed excise 

structure. In som
e cases, because the new

 brand 
reported w

as m
ore expensive and despite tax 

increases, the total tax share decreased (Bosnia 
and Herzegovina, M

ozam
bique and Peru). 

In the case of El Salvador, the tax proportion 
decreased despite no tax change, because of 
the apparent increase in prices due to the new, 
m

ore expensive brand reported as the m
ost 

sold brand. In one other case (Belize), the new
 

brand reported w
as cheaper, so the tax share 

increased despite no tax increase.  

Finally, w
hen new

 and im
proved inform

ation 
w

as provided in term
s of taxation and prices for 

som
e countries, corrections w

ere m
ade in the 

calculations of tax rates for 2008, 2010, 2012, 
2014 and 2016 estim

ates, as needed.

6. Supplem
entary tax 

inform
ation (see Table 9.3, 

online A
ppendix IX)

An im
portant consideration highlighted in this 

report is that m
any aspects of tobacco taxation 

need to be taken into account in order to assess if 
a tax policy is w

ell designed. Tax as a proportion 
of price does not tell the w

hole story about the 
effectiveness of a tax policy. To explore other 

dim
ensions of tax policy, the report has been 

collecting since 2015 additional inform
ation in 

relation to tobacco taxation and presents it as 
data that can inform

 researchers and policy-
m

akers further on tax policy in different countries.

The inform
ation is com

piled and classified in 
this report according to tw

o m
ain them

es: tax 
structure/level and tax adm

inistration. Inform
ation 

w
as also collected in relation to countries that 

earm
ark tobacco taxes to fund health program

m
es 

and/or tobacco control activities. The different 
sets of data/indicators reported under each of the 
them

es w
ere developed and are justified based on 

evidence provided in past reports.

I. 
Tax structure/level

a. 
Excise tax proportion of price: higher tax 
rates and greater reliance on excise is better. 

b. 
Type of excise applied: if excise tax is 
specific, ad valorem

, a m
ix of the tw

o, or if no 
excise is applied.

c. 
Uniform

 vs. tiered excise tax system
: a 

uniform
 excise is easier to adm

inister than a 
tiered system

 w
here variable rates apply based 

on selected criteria w
ithin one tobacco product 

(not applicable in countries w
here no excise 

tax is im
plem

ented).

d. 
W

hether a country applies a specific excise or a 
m

ixed system
 relying m

ore on the specific 
tax com

ponent (> 50%
 of total excise 

is specific): specific excises typically lead to 
higher prices and a sm

aller price gap betw
een 

different brands, and so are m
ore effective (not 

applicable in countries w
here only ad valorem

 
excise is applicable or w

here no excise tax is 
im

plem
ented).

e. 
If the excise applied is ad valorem

 or if it is 
m

ixed, and w
hether there is a m

inim
um

 
specific tax. A m

inim
um

 tax provides 
protection against products being undervalued. 
It also forces prices up since the price w

ill not 
be low

er than the tax paid (this category does 
not apply to countries w

here only specific 
excise tax is applicable or w

here no excise tax 
is im

plem
ented). 

f. 
Base of the ad valorem

 tax in countries that 
apply an ad valorem

 or a m
ixed excise system

. 
Ad valorem

 taxes applied to the retail 
price or the retail price excluding VAT are 
adm

inistratively sim
pler. The retail price is 

easier to determ
ine than producer price or 

CIF value, and therefore there is less risk of 
undervaluation (not applicable in countries 
w

here only specific excise is applicable, or 
w

here no excise tax is im
plem

ented).

g. 
If the excise tax applied is specific or if it 
is m

ixed, and w
hether the specific tax 

com
ponent is autom

atically adjusted 
for inflation (or other). If the specific tax is not 
adjusted for inflation (or another indicator such 
as incom

e) over tim
e, its im

pact w
ill be eroded. 

It is good to have it adjusted autom
atically 

(this category does not apply to countries 
w

here only ad valorem
 excise tax is applicable 

or w
here no excise tax is im

plem
ented).

h. 
M

inim
um

 price policy: w
hile this is not 

reported as a best practice, it w
as considered 

im
portant to report the countries that did 

im
pose m

inim
um

 prices as part of their excise 
tax policy. 

i. 
Price dispersion: share of cheapest brand 
price in prem

ium
 brand price (cheapest brand 

price ÷ prem
ium

 brand price × 100). The 
higher the proportion, the sm

aller the gap and 
the few

er the opportunities for substitution to 
cheaper brands.

II. 
Tax adm

inistration

a. 
Requirem

ent of tax stam
ps (or fiscal 

m
arks) on tobacco products: tax stam

ps 
help adm

inistrators ensure that producers 
and im

porters com
ply w

ith tax paym
ent 

requirem
ents and help detect illicit tobacco 

products. A note w
as m

ade of countries 
requiring tax stam

ps to bear special features 
beyond those found on traditional paper 
stam

ps. Specifically, these are encrypted tax 
stam

ps that include unique identifiers used to 
detect the presence of illicit products. Data w

as 
collected to identify w

hich countries had an 
additional feature on those m

arks w
hich w

as 
used for tracking and tracing purposes. 

b. 
Sales of duty free cigarettes: In m

ost countries 
tobacco products are found to be sold w

ithout 
excise (and other indirect taxes such as VAT 
and im

port duties) in duty-free shops in 
airports, on international transport vehicles 
and/or other tax-free shops. Duty-free tobacco 
products are usually m

ade available to 
travellers going out of the country, but they 

are now
 also m

ade available for travellers 
entering a country. Banning the sale of 
duty-free cigarettes for personal consum

ption 
reduces the chance that these products end 
up in the illicit m

arket. Additionally, there is 
no justification for selling a deadly product 
duty-free; those foregone taxes are a revenue 
loss for the governm

ent. Som
e countries have 

already acted and have banned the sale of 
duty-free tobacco products. Those products 
m

ay still be found in airport and other tax-free 
shops, but they are sold w

ith (excise) taxes 
included.

III. Earm
arking (portion of taxes or revenues from

 
taxes dedicated to health and/or tobacco 
control). Taxes can generate substantial 
revenues. One w

ay of correcting the negative 
externality of tobacco use w

ould be to increase 
taxes to reduce consum

ption and fund health 
care, w

hich is often underfunded and put 
under strain because of tobacco use (see Table 
9.4 in online Appendix IX).

7. Estim
ates of the 

affordability of cigarettes 
(see Table 9.5, online 
A

ppendix IX)

The affordability of cigarettes for each of the 
years 2008, 2010, 2012, 2014, 2016 and 2018 
w

as m
easured by the per capita GDP required to 

purchase 2000 cigarettes of the m
ost sold brand 

reported in that year. Analysis of affordability in 
this report inform

s the follow
ing:

Affordability index (%
 of GDP per capita to 

buy 2000 cigarettes): across countries, a higher 
value indicates cigarettes are relatively m

ore 
expensive in relation to incom

e.

W
hether cigarettes have becom

e relatively 
m

ore affordable betw
een 2008 and 2018 

(change in the affordability index as m
easured 

above): as affordability decreases, consum
ption 

is discouraged.

Estim
ates of GDP per capita in local currency units 

w
ere sourced from

 the IM
F’s W

orld Econom
ic 

Outlook (W
EO) database w

hich provides a 
com

plete series of estim
ates for m

ost of the 195 
countries reported on. W

here GDP per capita data 

w
ere not available in the W

EO database, (Andorra, 
Cuba, occupied Palestinian territory, including 
east Jerusalem

, and Som
alia), the W

orld Bank’s 
GDP per capita data series w

as used. In the case 
of the Cook Islands, governm

ent data w
as used.

For each country–year pair, the currency reported 
for the m

ost sold brand w
as tallied w

ith the 
corresponding currency for the GDP series, and 
exchange rate conversions and adjustm

ents w
ere 

perform
ed as needed (Belarus, Cam

bodia, Estonia, 
Latvia, Liberia Lithuania, Turkm

enistan, Zam
bia) to 

align the tw
o data series. 

To assess w
hether affordability changed on 

average since 2008, the average annual 
percentage change in affordability w

as calculated 
as the least squares grow

th rate for all countries 
w

ith four or m
ore years of data, including data 

for 2018. This criterion autom
atically excluded 

countries w
here W

orld Bank GDP per capita 
estim

ates w
ere used, given that the series ended 

w
ith the year 2017 at the tim

e the analysis w
as 

perform
ed. 

The affordability of cigarettes w
as judged to have 

been unchanged if the least squares trend in 
the per capita GDP required to purchase 2000 
cigarettes (that is, 100 packs of 20 cigarettes) w

as 
not significant at the 5%

 level. Cigarettes w
ere 

judged to have becom
e less (m

ore) affordable on 
average if the least squares trend in the per capita 
GDP required to purchase 2000 cigarettes w

as 
positive (negative) and significantly different from

 
zero at the 5%

 level. 

1 
Im

port duties m
ay vary depending on the country of origin 

in cases of preferential trade agreem
ents. W

HO tried to 
determ

ine the origin of the pack and relevance of using 
such rates w

here possible.

 2 
https://com

trade.un.org/ 

 3 
Or S

av  = (Tav %
 × M

*) ÷ P, if the ad valorem
 tax w

as 
applied only on the CIF value, not the CIF value + the 
im

port duty.

4 
Eurom

onitor International’s Passport, 2018.

5 
Except for Finland w

here the w
eighted average price of 

cigarettes w
as used for years 2008, 2010, 2012, 2014, 

2016 and 2018.
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Appendix I provides an overview
 of 

selected tobacco control policies. For 
each W

HO region an overview
 table is 

presented that includes inform
ation on 

m
onitoring and prevalence, sm

oke-free 
environm

ents, treatm
ent of tobacco 

dependence, health w
arnings and 

packaging, anti-tobacco m
ass m

edia 
cam

paigns, advertising, prom
otion 

and sponsorship bans, taxation levels, 
and affordability of tobacco products, 
based on the m

ethodology outlined in 
Technical Note I.

Country-level data w
ere generally but 

not alw
ays provided w

ith supporting 
docum

ents such as law
s, regulations, 

policy docum
ents, etc. Available 

docum
ents w

ere assessed by W
HO 

and this appendix provides sum
m

ary 
m

easures or indicators of country 
achievem

ents for each of the M
POW

ER 
m

easures. Detailed inform
ation, 

including detailed footnotes on 
each of the indicators, is available in 
Appendix II for tobacco dependence 
treatm

ent, in Appendix VI for sm
oke-

free environm
ents, health w

arnings and 
packaging, anti-tobacco m

ass m
edia 

cam
paigns, advertising, prom

otion and 
sponsorship bans, and in Appendix IX 
for tobacco taxation and affordability. 
It is im

portant to note that data about 
law

s reflect the status of legislation 
adopted by 31 Decem

ber 2018 w
hich 

has a stated date of effect and is not 
undergoing a legal challenge that could 
im

pact the date of im
plem

entation. 

R
EG

IO
N

A
L SU

M
M

A
R

Y
 O

F M
PO

W
ER

 
M

EA
SU

R
ES

A
PPEN

D
IX

 I:

The sum
m

ary m
easures developed for 

the W
HO report on the global tobacco 

epidem
ic, 2019 are the sam

e as those 
used for the 2017 report. 

The m
ethodology used to calculate each

indicator is described in Technical 
Note I. This review

, how
ever, does not 

constitute a thorough and com
plete 

legal analysis of each country’s 
legislation. Except for sm

oke-free 
environm

ents and bans on tobacco 
advertising, prom

otion and sponsorship, 
data w

ere collected at the national/
federal level only and therefore provide 
incom

plete policy coverage for M
em

ber 
States w

here subnational governm
ents 

play an active role in tobacco control.

Daily sm
oking prevalence for the 

population aged 15 years and over in 
2017 is an indicator m

odelled by W
HO 

from
 tobacco use surveys published by

M
em

ber States. Tobacco sm
oking is one 

of the m
ost w

idely reported indicators
in country surveys. The calculation of 
W

HO estim
ates to allow

 international 
com

parison is described in Technical 
Note II.
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A
frica

Table 1.1 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Algeria
12%

IIIII
IIIII

34.2%
YES

Angola
. . .

. . .
—

23.7%
YES

p
Benin

5%
IIIII

IIIIIIII
4.9%

NO
p

q
p

Botsw
ana

15%
—

. . .
49.9%

↔
p

Burkina Faso
11%

IIII
IIIIII

41.6%
↔

Burundi
7%

—
—

42.8%
↔

p
p

p
Cabo Verde

. . .
IIIII

IIIIIII
11.2%

NO

Cam
eroon

6%
. . .

8
. . .

21.3%
NO

p
Central African Republic

. . .
—

—
41.5%

↔
q

Chad
7%

III
IIIIIII

34.1%
YES

Com
oros

11%
III

IIIIII
37.3%

↔
p

Congo
9%

I
IIIIIIII

37.1%
↔

p
Côte d'Ivoire

9%
—

—
33.3%

NO

Dem
ocratic Republic of the 

Congo
. . .

8
—

 8
38.7%

NO
p

p

Equatorial Guinea
. . .

—
—

25.3%
↔

Eritrea
5%

—
. . .

55.4%
↔

Esw
atini

6%
—

IIIIIIIIII
52.7%

NO
p

Ethiopia
2%

IIIII ✩
IIIII

18.8%
NO

Gabon
. . .

IIIII
IIIIIII

23.1%
↔

q
Gam

bia
10%

—
IIIIIII

46.3%
YES

p
p

q
Ghana

3%
—

 ✩
IIIIIIII

31.3%
NO

Guinea
. . .

. . .
. . .

…
…

q
Guinea-Bissau

. . . . .
—

—
6.8%

↔
q

Kenya
8%

—
IIIIIIIIII

52.3%
NO

Lesotho
21%

. . .
—

50.9%
NO

Liberia
6%

—
—

34.8%
↔

p
M

adagascar
16%

IIII
IIIIIIIII

80.4%
YES

M
alaw

i
8%

—
—

. . .
. . .

M
ali

10%
—

IIIIIII
27.7%

NO

M
auritania

. . .
I

8
—

9.6%
NO

p
p

M
auritius

16%
IIIIII

IIIIIIIII
83.5%

YES
p

M
ozam

bique
11%

IIIIIIIIII
28.5%

YES
p

Nam
ibia

13%
IIIIII

IIIIIIIIII
44.1%

↔

Niger
5%

III
IIIIIIIII

31.3%
↔

Nigeria
3%

—
III

29.7%
NO

p
Rw

anda
9%

—
IIIIIIII

55.9%
NO

q
Sao Tom

e and Principe
4%

— ✩
IIIIIIIII 

40.4%
NO

q
Senegal

6%
IIII ✩

IIIIII
38.2%

YES

Seychelles
16%

IIIIIIIIII
IIIIIIIIII

70.1%
↔

Sierra Leone
19%

—
—

18.6%
↔

South Africa
17%

—
. . .

54.6%
↔

p
South Sudan

. . .
—

—
. . .

. . .

Togo
6%

IIIIIIIIII ✩
IIIIIIIIII

22.0%
↔

Uganda
5%

III
IIIIIII

39.9%
YES

q
United Republic of Tanzania

8%
—

 ✩
. . .

32.1%
↔

q
Zam

bia
10%

III
—

41.2%
↔

p
Zim

babw
e

11%
IIII

—
35.9%

YES

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.

8
Policy adopted but not im

plem
ented by 

31 Decem
ber 2018.

s
t

Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 

PLEASE REFER TO
 TECHN

ICAL N
OTE I FO

R DEFIN
ITIO

N
S O

F 
CATEG

O
RIES
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Th
e A

m
ericas

Table 1.2 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

1  
The Governm

ent of Canada has not 
im

plem
ented a nationw

ide m
ass 

m
edia cam

paign during the reporting 
period. How

ever, m
ass m

edia 
cam

paigns have been im
plem

ented 
in three of Canada’s provinces.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Antigua and Barbuda
. . .

I
—

13.3%
↔

p
p

p
Argentina

16%
IIIIIIII

IIIIIIII
76.2%

YES

Baham
as

8%
—

. . .
. . .

. . .

Barbados
5%

IIIIIIIIII
—

47.1%
YES

p
Belize

. . .
—

—
43.6%

NO

Bolivia (Plurinational State of)
. . .

II
II

36.8%
↔

q
Brazil

11%
IIIIIIIIII

IIIIIIIII
83.0%

↔
p

Canada
1

10%
IIIIIIIII

IIIIIIIIII
64.3%

YES

Chile
32%

IIIIIIII
IIIIIIIII

82.4%
YES

Colom
bia

5%
IIIIIII

IIIIIII
78.4%

↔
p

Costa Rica
6%

IIIII
IIIIII

55.1%
YES

Cuba
19%

IIII
—

70.2%
. . .

Dom
inica

. . .
—

—
23.6%

↔
q

Dom
inican Republic

7%
III

—
51.1%

NO

Ecuador
. . .

IIIIIIII
IIIIIII

70.0%
YES

El Salvador
6%

III
IIIIIII

47.5%
↔

q
Grenada

. . .
—

—
44.0%

↔

Guatem
ala

. . .
IIIII

III
49.0%

↔

Guyana
11%

IIIIIII
8

IIIIII
27.5%

NO
p

p
p

p
Haiti

6%
—

—
. . .

. . .

Honduras
. . .

IIIIIIIIII
IIIIII

33.4%
YES

p
Jam

aica
8%

IIIIIIII
IIIIIIII

43.6%
YES

M
exico

8%
IIII ✩

 
IIIII

67.0%
↔

Nicaragua
. . .

IIIII
IIIIIII

40.2%
↔

Panam
a

3%
IIIIIII

IIIIIII
56.5%

↔
q

Paraguay
9%

IIIII
IIIII

17.4%
↔

p
Peru

7%
IIIIII

IIIIII
49.0%

YES

Saint Kitts and Nevis
. . .

—
—

19.8%
↔

Saint Lucia
. . .

. . .
—

51.2%
↔

p
Saint Vincent and the Grenadines

. . .
—

—
16.9%

↔

Surinam
e

. . .
IIIII

IIIIIIII
47.6%

YES
q

Trinidad and Tobago
. . .

IIIIIIIII
8

IIIIIIII
25.7%

YES

United States of Am
erica

14%
. . .

. . .
43.0%

↔

Uruguay
18%

IIIIIIIII
IIIIIIII

66.1%
↔

Venezuela (Bolivarian Republic of)
. . .

IIIIIIII
IIIIIIIIII

73.0%
. . .

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.

8
Policy adopted but not im

plem
ented by 

31 Decem
ber 2018.

s
t

Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 
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So
u
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-East A

sia

Table 1.3 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

1  
The m

anufacture and sale of tobacco 
products are banned. How

ever 
all tobacco products im

ported for 
personal consum

ption shall show
 

the country of origin and health 
w

arnings.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Bangladesh
19%

IIIIII
IIIIII

71.0%
YES

Bhutan
1

. . .
IIIIIIIIII

IIIIIIIIII
—

—

Dem
ocratic People's Republic 

of Korea
13%

IIIII
—

0.0%
. . .

India
10%

IIIIIII ✩
IIIIIII

54.0%
YES

Indonesia
28%

IIII
58.5%

↔

M
aldives

. . .
I

IIII
68.7%

YES

M
yanm

ar
16%

IIIII
IIIIII

32.5%
NO

Nepal
15%

IIIII
IIIIIIII

30.0%
↔

Sri Lanka
10%

IIIIIIII
IIIIIIIII

66.2%
YES

Thailand
17%

IIIII
IIIIII

78.6%
↔

p
Tim

or-Leste
28%

IIIIII
IIIIIIII

21.8%
YES

p
p

q

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.

8
Policy adopted but not im

plem
ented by 

31 Decem
ber 2018.

s
t

Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 
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Eu
ro

p
e

Table 1.4 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

1  
The reported com

pliance is a 
calculated average of the assessm

ent 
from

 tw
o experts from

 the Federation 
of Bosnia and Herzegovina, and one 
expert from

 Republika Srpska.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Albania
23%

IIIII
IIIIIIIII

67.2%
YES

Andorra
28%

IIIIIII ✩
—

79.3%
. . .

p
Arm

enia
25%

III
IIII

38.1%
NO

Austria
23%

IIIII
IIIIIIIII

75.3%
YES

Azerbaijan
17%

III ✩
IIIIIIII

35.3%
↔

p
p

Belarus
24%

—
IIIIII

50.9%
YES

p
Belgium

21%
IIIIIIII ✩

IIIIIIIII
77.0%

YES

Bosnia and Herzegovina
1

32%
—

IIIIIII
83.8%

YES

Bulgaria
31%

IIIIIII
IIIIIIII

83.6%
↔

Croatia
30%

IIIIIIIII ✩
IIIIIIIII

78.8%
YES

p
p

Cyprus
30%

. . .
. . .

74.4%
YES

p
q

Czechia
24%

IIIIIIII
IIIIIIIII

75.4%
YES

p
Denm

ark
15%

IIIIIIII
IIIIIII

74.1%
↔

Estonia
24%

IIIIII
IIIIIIII

79.4%
YES

q
Finland

15%
IIIIIIIIII

IIIIIIIIII
87.4%

YES

France
28%

IIII ✩
IIIIIIIII

82.4%
YES

Georgia
25%

—
IIIIIII

71.2%
↔

p
p

p
Germ

any
22%

—
IIIIIII

68.3%
YES

Greece
31%

IIIIIIIII
IIIIIII

81.2%
YES

Hungary
26%

IIIIIIIIII
IIIIIIIIII

72.3%
YES

Iceland
11%

IIIIIIIIII
IIIIIIIIII

55.5%
↔

Ireland
20%

IIIIIIIIII
IIIIIIIII

78.4%
↔

Israel
21%

. . .
. . .

75.9%
YES

q
Italy

19%
— ✩

IIIIIIII
76.0%

YES

Kazakhstan
17%

IIIIIIII
IIIIIIII

52.4%
YES

p
Kyrgyzstan

21%
II

IIII
48.6%

↔

Latvia
31%

IIIIIIIII
IIIIIIIIII

80.0%
↔

Lithuania
22%

IIIIIIII
IIIIIIIIII

73.8%
↔

q
Luxem

bourg
17%

IIIIIIIII ✩
IIIIIIIIII

68.3%
YES

p
p

M
alta

20%
IIIIIIII

IIIIIIIIII
77.6%

NO
q

M
onaco

. . .
. . . ✩

 
—

. . .
. . .

M
ontenegro

. . .
II

IIIIII
81.4%

YES
q

p
Netherlands

18%
—

IIIIIIIII
71.8%

YES

North M
acedonia

. . .
IIIIIII

IIIIIIIII
81.3%

↔
p

Norw
ay

13%
IIIIIIIIII

IIIIIIIIII
64.0%

YES

Poland
23%

…
. . .

76.8%
YES

Portugal
22%

IIIIIII ✩
IIIIII

71.7%
YES

Republic of M
oldova

21%
IIIIIII

IIIIIII
58.0%

YES

Rom
ania

23%
IIIIIIII

IIIIIIIII
68.6%

↔

Russian Federation
27%

IIIIII
IIIIIII

57.7%
YES

San M
arino

. . .
. . .  ✩

. . .
. . .

. . .
q

Serbia
33%

IIII
IIIIII

77.3%
YES

Slovakia
24%

IIIIIIII
IIIIIIIIII

77.1%
YES

p
Slovenia

20%
IIIIIIIII ✩

IIIIIIIIII
79.2%

YES
p

p
Spain

24%
IIIIIIIII

IIIIIIII
78.2%

YES
p

Sw
eden

10%
—

. . .
68.4%

YES
p

Sw
itzerland

20%
—

IIIIII
60.3%

YES

Tajikistan
. . .

IIII
IIIIIII

42.3%
↔

p
q

p
Turkey

25%
IIIIIII

IIIIII
81.4%

YES

Turkm
enistan

. . .
IIIIIIII

IIIIIIIIII
32.4%

YES

Ukraine
23%

IIIIIII
IIIIIIII

74.7%
YES

q
United Kingdom

 of Great Britain 
and Northern Ireland

17%
IIIIIIIIII

. . .
79.4%

YES

Uzbekistan
10%

IIII
IIIIIIII

44.7%
↔

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.

8
Policy adopted but not im

plem
ented by 
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s
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Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 
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Eastern
 M

ed
iterran

ean

Table 1.5 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

< 
The term

 W
est Bank and Gaza Strip 

is used as a synonym
 to refer to 

the occupied Palestinian territory, 
including east Jerusalem

.
1  

The reported com
pliance is a 

calculated average of the assessm
ent 

from
 experts from

 the W
est Bank.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Afghanistan
. . .

IIIIII
4.1%

YES
q

Bahrain
15%

—
 ✩

IIIIIIIII
64.5%

YES
p

Djibouti
. . .

. . .
. . .

. . .
. . .

q
Egypt

19%
III

IIIIIII
77.2%

YES
p

Iran (Islam
ic Republic of)

9%
IIIIIIII

IIIIIIIIII
21.7%

YES
q

q
Iraq

16%
III

IIII
7.6%

↔

Jordan
. . .

III
IIIII

79.9%
YES

Kuw
ait

16%
. . .

. . .
21.2%

YES

Lebanon
24%

III
IIIIII

45.6%
↔

Libya
. . .

III
IIIIIIII

12.6%
YES

M
orocco

12%
III

IIIIII
71.2%

NO

Om
an

6%
—

IIIIIIII
25.0%

YES
q

p
Pakistan

13%
III

8
IIIII

56.4%
↔

p
Qatar

11%
—

IIIIIIIIII
40.0%

YES
p

Saudi Arabia
11%

IIIIIII ✩
8

IIIIIII
68.1%

YES
p

p
p

p
Som

alia
. . .

—
—

4.5%
. . .

Sudan
. . .

—
IIIIIIIII

69.8%
↔

p
Syrian Arab Republic

. . .
III

IIIIIIIIII
41.8%

. . .

Tunisia
20%

—
IIIIIIII

72.0%
↔

United Arab Em
irates

12%
IIIIIIIII ✩

 
IIIIIIIII

73.5%
YES

p
W

est Bank and Gaza Strip <
1

. . .
III

IIIIIIII
83.5%

. . .

Yem
en

13%
IIIII

IIIIII
50.6%

YES

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.
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Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 
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W
estern

 Pacifi
c

Table 1.6 
Sum

m
ary of 

M
PO

W
ER m

easures

. . . Data not reported/not available.

—
 Data not required/not applicable.

2018 IN
D

ICATO
R AN

D
 CO

M
PLIAN

CE
 

CHAN
G

E SIN
CE 2016

CO
UN

TRY
AD

ULT DAILY 
SM

O
KIN

G
 

PREVALEN
CE 

(2017)

M
M

O
N

ITO
RIN

G
P

 
SM

O
KE-FREE 

PO
LICIES

O
 

CESSATIO
N

W
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

P
 

SM
O

KE-FREE 
PO

LICIES

O
 

CESSATIO
N

 
PRO

G
RAM

M
ES

W
 

HEALTH
W

ARN
IN

G
S

E
 

ADVERTISIN
G

 
BAN

S

R
 

TAXATIO
N

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

HEALTH
W

ARNINGS
M

ASS  
M

EDIA

LINES REPRESENT 
LEVEL OF 

COM
PLIANCE

TAXATION
CIGARETTES LESS 

AFFORDABLE 
SINCE 2008

CHANGE IN POW
ER INDICATOR GROUP, UP OR DOW

N, SINCE 2016

Australia
13%

. . .
IIIIIIIIII

77.5%
YES

p
Brunei Darussalam

12%
IIIIIII

IIIIIIIIII
—

—
q

Cam
bodia

16%
III

IIIIIIIII
25.1%

NO

China
22%

IIIII
IIIIIII

55.7%
NO

Cook Islands
19%

IIIIIIIIII
IIIIIIIIII

70.3%
YES

Fiji
17%

IIIIIIII
IIIIIIIII

42.1%
YES

Japan
19%

—
 8

—
63.1%

YES
p

Kiribati
45%

IIIII
IIIIIIIII

41.7%
NO

Lao People's Dem
ocratic 

Republic
24%

IIIII
IIIIIIII

18.8%
NO

M
alaysia

18%
—

IIIII
58.6%

YES

M
arshall Islands

. . .
IIIIIII

IIIIIIIIII
54.1%

NO

M
icronesia (Federated States of)

. . .
IIIIIIII

—
48.6%

YES
q

M
ongolia

22%
IIIII

IIIIIIII
47.4%

↔
q

Nauru
38%

. . .
. . .

48.3%
YES

q
New

 Zealand
14%

IIIIIIIIII
IIIIIIIIII

82.2%
YES

p
Niue

. . .
—

 8
8

—
 8

87.7%
. . .

p
p

p
Palau

15%
IIIIIII

IIIIIIIII
73.0%

↔

Papua New
 Guinea

. . .
. . .

. . .
54.2%

↔
p

p
p

Philippines
19%

IIIII
IIIII

71.3%
YES

Republic of Korea
21%

IIIIIIII
. . .

73.8%
↔

Sam
oa

23%
III

IIIIIIIII
49.5%

YES
q

Singapore
13%

IIIIIIII ✩
IIIIIIIIII

67.1%
NO

Solom
on Islands

30%
IIIIIIIIII

34.1%
↔

Tonga
26%

IIIIIII
IIIIIIIIII

62.4%
YES

Tuvalu
30%

IIIIIII
IIIIIIII

29.5%
↔

q
q

Vanuatu
13%

—
IIIIIIIII

58.6%
NO

Viet Nam
. . .

III
IIIIIIII

36.7%
N

O
p

AD
ULT DAILY SM

O
KIN

G
 PREVALEN

CE: AG
E-

STAN
DARD

IZED
* PREVALEN

CE RATES FO
R AD

ULT DAILY 
SM

O
KERS O

F TO
BACCO

 (BOTH SEXES CO
M

BIN
ED

), 2017

. . .
Estim

ates not available

30%
 or m

ore 

From
 20%

 to 29.9%
 

From
 15%

 to 19.9%
 

Less than 15%
 

*  The figures should be used strictly for the purpose of draw
ing 

com
parisons across countries and m

ust not be used to estim
ate 

absolute num
ber of daily tobacco sm

okers in a country.

M
O

N
ITO

RIN
G

: PREVALEN
CE DATA

No know
n 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

SM
O

KE-FREE EN
VIRO

N
M

EN
TS:

SM
O

KIN
G

 BAN
S

Data not reported/not categorized
Com

plete absence of ban, or up to tw
o public 

places com
pletely sm

oke-free
Three to five public places com

pletely sm
oke-free

Six to seven public places com
pletely sm

oke-free

All public places com
pletely sm

oke-free (or 
at least 90%

 of the population covered by 
com

plete subnational sm
oke-free legislation)

CESSATIO
N

 PRO
G

RAM
M

ES:  
TREATM

EN
T O

F TO
BACCO

 D
EPEN

D
EN

CE

Data not reported

None

NRT and/or som
e cessation services (neither 

cost-covered)
NRT and/or som

e cessation services (at least 
one of w

hich is cost-covered)
National quit line, and both NRT and som

e 
cessation services cost-covered

HEALTH W
ARN

IN
G

S:  
HEALTH W

ARN
IN

G
S O

N
 CIG

ARETTE PACKAG
ES

Data not reported

No w
arnings or sm

all w
arnings

M
edium

 size w
arnings m

issing som
e or m

any 
appropriate characteristics OR large w

arnings 
m

issing m
any appropriate characteristics

M
edium

 size w
arnings w

ith all appropriate 
characteristics OR large w

arnings m
issing 

som
e appropriate characteristics

Large w
arnings w

ith all appropriate 
characteristics

M
ASS M

ED
IA:  

AN
TI-TO

BACCO
 CAM

PAIG
N

S

Data not reported

No national cam
paign conducted betw

een July 
2016 and June 2018 w

ith duration of at least 
three w

eeks
National cam

paign conducted w
ith one to four 

appropriate characteristics
National cam

paign conducted w
ith five to 

six appropriate characteristics, or w
ith seven 

characteristics excluding airing on television 
and/or radio
National cam

paign conducted w
ith at least 

seven appropriate characteristics including 
airing on television and/or radio

ADVERTISIN
G

 BAN
S:  

BAN
S O

N
 ADVERTISIN

G, PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP

Data not reported

Com
plete absence of ban, or ban that does not 

cover national television, radio and print m
edia

Ban on national television, radio and print 
m

edia only
Ban on national television, radio and print 
m

edia as w
ell as on som

e but not all other 
form

s of direct and/or indirect advertising

Ban on all form
s of direct and indirect 

advertising (or at least 90%
 of the population 

covered by subnational legislation com
pletely 

banning tobacco advertising, prom
otion and 

sponsorship)

TAXATIO
N

: SHARE O
F TOTAL TAXES IN

 THE RETAIL PRICE O
F 

THE M
O

ST W
ID

ELY SO
LD

 BRAN
D

 O
F CIG

ARETTES

Data not reported

< 25%
 of retail price is tax 

≥25%
 and <50%

 of retail price is tax 

≥50%
 and <75%

 of retail price is tax 

≥75%
 of retail price is tax 

AFFO
RDABILITY O

F CIG
ARETTES

YES

Cigarettes less affordable – per
capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
increased on average betw

een 2008
and 2018

NO

Cigarettes m
ore affordable – per

capita GDP needed to buy 2000
cigarettes of the m

ost sold brand
declined on average betw

een 2008
and 2018

↔
No trend change in affordability of cigarettes 
since 2008

. . .
Insufficient data to conduct a trend analysis

CO
M

PLIAN
CE: CO

M
PLIAN

CE W
ITH BAN

S O
N

 ADVERTISIN
G, 

PRO
M

OTIO
N

 AN
D

 SPO
N

SO
RSHIP, AN

D
 AD

HEREN
CE TO

 
SM

O
KE-FREE LAW

S

||||||||||
|||||||||
||||||||

High com
pliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

M
oderate com

pliance (3/10 to 7/10)

|||
M

inim
al com

pliance (0/10 to 2/10)

SYM
BO

LS LEG
EN

D

I
Country has one or m

ore public places w
here 

designated sm
oking room

s (DSRs) are allow
ed. 

Separate, com
pletely enclosed sm

oking room
s 

are allow
ed if they are separately ventilated 

to the outside and/or kept under negative air 
pressure in relation to the surrounding areas. 
Given the difficulty of m

eeting the very strict 
requirem

ents delineated for such room
s, they 

appear to be a practical im
possibility but 

no reliable em
pirical evidence is presently 

available to ascertain w
hether they have been 

constructed.

8
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s
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Change in POW
ER indicator group, up or dow

n, 
betw

een 2016 and 2018. Som
e 2016 data 

w
ere revised in 2018. 2018 grouping rules 

w
ere applied to both years. 
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Appendix II provides detailed 
inform

ation on tobacco dependence 
treatm

ent availability in W
HO M

em
ber 

States for each W
HO region. Data in the 

appendix w
ere provided by M

em
ber 

States and w
ere review

ed by W
HO. 

The follow
ing data are reported in this 

appendix:

The available support for 
the treatm

ent of tobacco 
dependence:

l
	

The existence of a national toll-free 
quit line

l
	

The existence of sm
oking cessation 

support in health facilities and 
other settings, and w

hether it is 
provided as a cost-covered service

l
	

The availability of nicotine 
replacem

ent therapy and w
hether it 

is cost-covered

TO
B

A
C

C
O

 D
EPEN

D
EN

C
E TR

EA
TM

EN
T

A
PPEN

D
IX

 II: 

Policies and guidelines: The 
availability of national policies and 
clinical guidelines on tobacco cessation 

Integrating cessation into other 
tobacco control approaches: The 
integration of national toll-free quit 
lines into m

ass m
edia cam

paigns and 
tobacco-related health w

arnings

Structural capacity: The existence of 
regular training program

m
es in tobacco 

cessation for prim
ary care providers and 

the routine recording of tobacco use 
status in m

edical records
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A
frica

CO
UN

TRY
N

ATIO
N

AL 
TO

LL-FREE 
Q

UIT LIN
E

N
ICOTIN

E REPLACEM
EN

T THERAPY

PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN

ESSENTIAL M
EDICINES 

LIST

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Algeria

No
Pharm

acy
No

Yes
Yes in som

e
No

Yes in som
e

No
Yes in som

e
No

No
—

No
—

Angola
No

Not available
—

—
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
Fully

No
—

No
—

Benin
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—

Botsw
ana

No
Pharm

acy w
ith Rx

No
. . .

Yes in som
e

Fully
No

—
No

—
Yes in som

e
No

Yes in som
e

No

Burkina Faso
No

Not available
—

No
No

—
No

—
No

—
Yes in som

e
. . .

No
—

Burundi
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Cabo Verde

No
Not available

—
No

No
—

No
—

No
—

Yes in som
e

. . .
Yes in som

e
Partially

Cam
eroon

Yes
. . .

No
No

No
—

No
—

Yes in som
e

Partially
No

—
Yes in som

e
Partially

Central African Republic
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—

Chad
No

. . .
No

No
No

—
No

—
No

—
Yes in som

e
No

No
—

Com
oros

No
Not available

—
No

No
—

No
—

Yes in som
e

No
. . .

. . .
Yes in som

e
No

Congo
No

Pharm
acy

Partially
No

No
—

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
Yes in som

e
No

Côte d'Ivoire
Yes

Pharm
acy

Partially
No

Yes in som
e

No
Yes in som

e
No

No
—

Yes in som
e

No
Yes in som

e
No

Dem
ocratic Republic of the Congo

No
Pharm

acy
No

No
No

—
No

—
Yes in som

e
No

No
—

No
—

Equatorial Guinea
No

Not available
—

. . .
No

—
No

—
No

—
No

—
No

—
Eritrea

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

Esw
atini

No
Pharm

acy w
ith Rx

Fully
No

No
—

No
—

No
—

No
—

No
—

Ethiopia
No

. . .
Partially

Yes
No

—
No

—
No

—
No

—
Yes in som

e
Partially

Gabon
No

Pharm
acy

No
No

No
—

No
—

No
—

No
—

No
—

Gam
bia

No
Not available

—
No

No
—

No
—

No
—

No
—

. . .
. . .

Ghana
No

Not available
—

No
No

—
Yes in som

e
Partially

Yes in som
e

No
No

—
No

—
Guinea

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

Guinea-Bissau
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Kenya

Yes
Pharm

acy
No

No
No

—
Yes in som

e
Partially

No
—

Yes in som
e

. . .
Yes in som

e
Partially

Lesotho
No

Pharm
acy w

ith Rx
No

No
No

—
No

—
Yes in m

ost
Fully

Yes in som
e

No
Yes in m

ost
Partially

Liberia
No

Not available
—

No
Yes in som

e
No

No
—

Yes in som
e

No
No

—
No

—
M

adagascar
No

Pharm
acy

No
No

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
M

alaw
i

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

M
ali

No
Not available

—
No

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
No

—
No

—

M
auritania

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

M
auritius

No
Pharm

acy
Fully

No
No

—
No

—
Yes in m

ost
No

No
—

Yes in som
e

Fully
M

ozam
bique

No
Not available

—
. . .

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

. . .
No

—
Nam

ibia
No

Pharm
acy

No
. . .

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

No
No

—
Yes in som

e
Partially

Niger
No

Pharm
acy

No
No

No
—

No
—

No
—

No
—

No
—

Nigeria
No

Pharm
acy

Partially
No

No
—

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

Partially
Rw

anda
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Sao Tom

e and Principe
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Senegal

Yes
Pharm

acy w
ith Rx

Partially
No

Yes in som
e

Partially
No

—
Yes in som

e
Partially

Yes in som
e

No
No

—
Seychelles

No
Pharm

acy
Fully

No
No

—
No

—
No

—
No

—
Yes in som

e
Fully

Sierra Leone
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
South Africa

No
Pharm

acy
No

Yes
No

—
No

—
No

—
Yes in m

ost
No

Yes in som
e

Fully
South Sudan

. . .
. . .

. . .
. . .

. . .
. . .

. . .
. . .

. . .
. . .

. . .
. . .

. . .
. . .

Togo
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Uganda

No
Pharm

acy
No

No
No

—
No

—
No

—
No

—
Yes in m

ost
No

United Republic of Tanzania
No

Not available
—

No
No

—
No

—
No

—
Yes in som

e
No

No
—

Zam
bia

No
Pharm

acy w
ith Rx

Partially
No

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
No

No
—

Zim
babw

e
No

Pharm
acy w

ith Rx
No

No
No

—
No

—
Yes in som

e
Partially

No
—

Yes in som
e

. . .

Table 2.1.1 
Support for 
treatm

ent 
of tobacco 
dependence 
in A

frica

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.
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Th
e A

m
ericasCO

UN
TRY

N
ATIO

N
AL 

TO
LL-FREE 

Q
UIT LIN

E

N
ICOTIN

E REPLACEM
EN

T THERAPY

PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN

ESSENTIAL M
EDICINES 

LIST

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Antigua and Barbuda

No
Pharm

acy
No

No
No

—
No

—
Yes in som

e
No

No
—

No
—

Argentina
Yes

Pharm
acy

No
No

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Baham
as

No
Pharm

acy
No

No
Yes in som

e
Fully

Yes in som
e

Fully
No

—
No

—
Yes in som

e
Fully

Barbados
No

Pharm
acy

No
Yes

No
—

No
—

Yes in som
e

No
Yes in som

e
No

Yes in som
e

Fully

Belize
No

Not available
—

No
Yes in som

e
Partially

Yes in som
e

No
No

—
No

—
Yes in som

e
Partially

Bolivia (Plurinational State of)
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Brazil

Yes
Pharm

acy
Fully

Yes
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
No

No
—

Canada
Yes

Pharm
acy

Partially
No

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in m
ost

Partially
Yes in som

e
No

Yes in som
e

Partially

Chile
Yes

Pharm
acy

No
No

No
—

No
—

No
—

No
—

Yes in som
e

No

Colom
bia

No
Pharm

acy
Partially

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

No

Costa Rica
No

Pharm
acy

Fully
No

Yes in som
e

Fully
Yes in m

ost
Fully

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Partially

Cuba
Yes

Not available
—

No
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in som

e
Fully

Dom
inica

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

Dom
inican Republic

No
Pharm

acy
No

No
No

—
No

—
Yes in m

ost
No

No
—

Yes in som
e

No
Ecuador

Yes
Not available

—
No

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Fully
No

—
No

—
El Salvador

Yes
Pharm

acy w
ith Rx

Fully
No

No
—

No
—

No
—

No
—

Yes in som
e

Fully
Grenada

No
Not available

—
No

Yes in som
e

Partially
No

—
Yes in som

e
No

No
—

No
—

Guatem
ala

No
Pharm

acy
No

No
No

—
Yes in som

e
Partially

Yes in som
e

No
No

—
Yes in som

e
No

Guyana
No

. . .
No

Yes
Yes in som

e
Fully

Yes in som
e

Fully
No

—
No

—
Yes in som

e
Fully

Haiti
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Honduras

Yes
Not available

—
No

Yes in som
e

Fully
Yes in som

e
Partially

Yes in som
e

Partially
No

—
Yes in som

e
Partially

Jam
aica

Yes
Pharm

acy w
ith Rx

Fully
Yes

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

Partially
M

exico
Yes

Pharm
acy

Partially
Yes

Yes in m
ost

Fully
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

No
Nicaragua

No
Pharm

acy
No

Yes
No

—
No

—
No

—
No

—
No

—
Panam

a
No

Pharm
acy

Fully
Yes

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
No

—
Yes in som

e
Partially

Paraguay
No

Not available
—

Yes
No

—
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
Partially

Peru
Yes

Pharm
acy w

ith Rx
No

No
No

—
Yes in som

e
Fully

No
—

No
—

No
—

Saint Kitts and Nevis
No

Pharm
acy

No
No

No
—

No
—

No
—

No
—

No
—

Saint Lucia
No

. . .
No

No
No

—
No

—
No

—
No

—
Yes in som

e
Partially

Saint Vincent and the Grenadines
No

Not available
—

No
No

—
No

—
No

—
Yes in som

e
. . .

No
—

Surinam
e

No
Pharm

acy
No

Yes
Yes in m

ost
Fully

No
—

No
—

Yes in som
e

No
Yes in som

e
No

Trinidad and Tobago
No

Pharm
acy

Fully
Yes

Yes in som
e

Fully
Yes in som

e
Partially

Yes in som
e

No
No

—
No

—
United States of Am

erica
Yes

General store
Partially

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
No

—
Uruguay

No
Pharm

acy
Fully

Yes
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in som

e
Fully

Yes in som
e

No
Yes in som

e
Fully

Venezuela (Bolivarian Republic of)
No

Pharm
acy

Fully
No

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
Partially

Table 2.1.2 
Support for 
treatm

ent 
of tobacco 
dependence in 
the A

m
ericas

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.
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PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN
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AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Bangladesh

No
Not available

—
No

Yes in som
e

No
Yes in som

e
No

No
—

Yes in som
e

No
No

—

Bhutan
Yes

Not available
—

. . .
Yes in m

ost
Partially

Yes in som
e

Partially
No

—
No

—
Yes in som

e
No

Dem
ocratic People's Republic of Korea

No
. . .

Partially
. . .

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in m

ost
Partially

Yes in m
ost

Fully

India
Yes

General store
Fully

No
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
. . .

Yes in som
e

. . .
Yes in som

e
Fully

Indonesia
Yes

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

No
Yes in som

e
No

No
—

M
aldives

No
Pharm

acy w
ith Rx

Fully
Yes

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in som
e

Partially
No

—
Yes in som

e
Fully

M
yanm

ar
No

Not available
—

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

No
No

—
Nepal

No
Not available

—
No

Yes in som
e

No
Yes in som

e
Fully

No
—

No
—

No
—

Sri Lanka
Yes

Not available
—

No
No

—
No

—
Yes in m

ost
Fully

Yes in som
e

Partially
Yes in som

e
Partially

Thailand
Yes

Pharm
acy

No
No

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in som
e

Fully
Yes in m

ost
Partially

Yes in som
e

Fully

Tim
or-Leste

Yes
Not available

—
Yes

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Fully
No

—
No

—

Table 2.1.3 
Support for 
treatm

ent 
of tobacco 
dependence in 
South-East A

sia

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.
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Eu
ro

p
e

CO
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TRY
N
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TO
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Q
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PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN

ESSENTIAL M
EDICINES 

LIST

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Albania

No
Not available

—
No

Yes in som
e

Fully
No

—
No

—
No

—
No

—

Andorra
No

Pharm
acy

No
No

No
—

Yes in som
e

Partially
Yes in som

e
Partially

. . .
. . .

. . .
. . .

Arm
enia

No
Pharm

acy
No

No
Yes in som

e
Fully

No
—

No
—

. . .
. . .

No
—

Austria
Yes

Pharm
acy

No
No

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
. . .

Yes in som
e

Partially

Azerbaijan
Yes

Not available
—

No
No

—
No

—
No

—
No

—
Yes in som

e
No

Belarus
Yes

Pharm
acy

No
No

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in som
e

Partially
No

—
No

—
Belgium

Yes
Pharm

acy
No

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

Partially
Bosnia and Herzegovina

No
Pharm

acy
No

No
Yes in m

ost
Fully

No
—

No
—

No
—

Yes in som
e

No

Bulgaria
Yes

Pharm
acy

No
Yes

Yes in som
e

Partially
No

—
Yes in som

e
No

Yes in som
e

Partially
Yes in som

e
Fully

Croatia
Yes

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Fully

No
—

Yes in som
e

No
Yes in som

e
Partially

Cyprus
No

Pharm
acy

Fully
Yes

Yes in som
e

Fully
Yes in som

e
Fully

No
—

No
—

Yes in som
e

Fully
Czechia

Yes
Pharm

acy
Partially

—
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

Partially
Denm

ark
Yes

Pharm
acy

Partially
. . .

Yes in som
e

No
No

—
No

—
Yes in m

ost
Fully

Yes in som
e

Fully
Estonia

Yes
Pharm

acy
No

No
Yes in som

e
Fully

Yes in som
e

Fully
No

—
No

—
Yes in som

e
Fully

Finland
Yes

General store
No

No
Yes in m

ost
Partially

Yes in m
ost

Partially
Yes in som

e
Partially

Yes in som
e

. . .
Yes in som

e
Partially

France
No

Pharm
acy

Partially
No

Yes in som
e

Partially
Yes in m

ost
Partially

Yes in som
e

Partially
. . .

. . .
Yes in som

e
Partially

Georgia
Yes

Pharm
acy

No
—

Yes in som
e

Partially
No

—
No

—
No

—
No

—
Germ

any
Yes

Pharm
acy

No
No

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Greece

No
Pharm

acy
No

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

Partially
Hungary

Yes
Pharm

acy
No

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

. . .
Yes in som

e
Partially

Iceland
Yes

General store
No

Yes
No

—
No

—
No

—
Yes in som

e
. . .

No
—

Ireland
Yes

General store
Partially

Yes
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Partially
Yes in som

e
Partially

Israel
No

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Fully

No
—

Yes in som
e

Partially
Yes in som

e
Fully

Italy
Yes

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

Partially
Kazakhstan

No
Pharm

acy
No

No
Yes in som

e
Fully

No
—

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
Kyrgyzstan

Yes
Not available

—
No

Yes in m
ost

Partially
No

—
Yes in m

ost
Partially

Yes in som
e

No
Yes in som

e
Partially

Latvia
Yes

Pharm
acy

No
Yes

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

Partially
Lithuania

No
Pharm

acy
No

Yes
Yes in som

e
Fully

No
—

No
—

. . .
. . .

Yes in som
e

No
Luxem

bourg
Yes

Pharm
acy

Partially
Yes

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
. . .

. . .
Yes in som

e
Partially

M
alta

Yes
Pharm

acy
No

No
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
Fully

No
—

M
onaco

No
Pharm

acy
Fully

. . .
. . .

. . .
Yes in m

ost
Partially

Yes in m
ost

Partially
. . .

. . .
. . .

. . .
M

ontenegro
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Netherlands

Yes
Pharm

acy
Fully

Yes
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in som
e

Partially
Yes in som

e
Partially

North M
acedonia

No
Pharm

acy
No

No
No

—
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
Fully

Norw
ay

No
General store

No
No

Yes in som
e

Partially
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
No

Yes in som
e

Partially
Poland

Yes
Pharm

acy
No

No
Yes in som

e
Partially

No
—

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

Partially
Portugal

No
Not available

—
No

Yes in som
e

Fully
Yes in som

e
Fully

No
—

Yes in som
e

Partially
Yes in som

e
Partially

Republic of M
oldova

Yes
Not available

—
No

Yes in som
e

Fully
No

—
No

—
. . .

. . .
Yes in som

e
Partially

Rom
ania

Yes
Pharm

acy
No

No
Yes in som

e
No

Yes in som
e

No
Yes in som

e
Partially

Yes in som
e

No
Yes in som

e
Partially

Russian Federation
Yes

Not available
—

Yes
Yes in som

e
Fully

No
—

No
—

No
—

No
—

San M
arino

No
Not available

—
No

No
—

No
—

No
—

. . .
. . .

No
—

Serbia
No

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Fully
No

—
Yes in som

e
Partially

Slovakia
Yes

Pharm
acy

Partially
No

No
—

No
—

Yes in som
e

Partially
No

—
Yes in som

e
Fully

Slovenia
Yes

Pharm
acy

No
Yes

Yes in som
e

Fully
No

—
No

—
Yes in som

e
Partially

Yes in som
e

Fully
Spain

No
Pharm

acy
No

No
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

Partially
Yes in som

e
Partially

Sw
eden

Yes
General store

Partially
Yes

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in som
e

Partially
No

—
Yes in som

e
Partially

Sw
itzerland

Yes
Pharm

acy
No

No
Yes in som

e
Partially

Yes in som
e

No
Yes in m

ost
Partially

Yes in som
e

No
. . .

. . .
Tajikistan

No
Not available

—
Yes

No
—

No
—

No
—

. . .
. . .

No
—

Turkey
Yes

Pharm
acy

Fully
Yes

Yes in som
e

Fully
Yes in som

e
Fully

No
—

Yes in som
e

Partially
Yes in som

e
Partially

Turkm
enistan

Yes
Pharm

acy
No

Yes
Yes in m

ost
Fully

Yes in som
e

Fully
Yes in m

ost
Fully

No
—

Yes in som
e

Fully
Ukraine

Yes
Pharm

acy
No

No
Yes in som

e
No

No
—

No
—

No
—

No
—

United Kingdom
 of Great Britain and 

Northern Ireland
No

General store
Partially

. . .
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in m

ost
Fully

Yes in m
ost

Fully
Yes in som

e
Fully

Uzbekistan
No

Pharm
acy

No
No

Yes in som
e

Partially
Yes in som

e
Partially

No
—

No
—

No
—

Table 2.1.4 
Support for 
treatm

ent 
of tobacco 
dependence in 
Europe

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.

SM
O

KIN
G

 CESSATIO
N

 SUPPO
RT 

PRIM
ARY CARE FACILITIES

HO
SPITALS

THE CO
M

M
UN

ITY
OTHER SETTIN

G
S

O
FFICES O

F HEALTH 
PRO

FESSIO
N

ALS



166
167

W
H

O
 R

EPO
R

T O
N

 TH
E G

LO
B

A
L TO

B
A

C
C

O
 EPID

EM
IC

, 2019
W

H
O

 R
EPO

R
T O

N
 TH

E G
LO

B
A

L TO
B

A
C

C
O

 EPID
EM

IC
, 2019

Eastern
 M

ed
iterran

ean
CO

UN
TRY

N
ATIO

N
AL 

TO
LL-FREE 

Q
UIT LIN

E

N
ICOTIN

E REPLACEM
EN

T THERAPY

PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN

ESSENTIAL M
EDICINES 

LIST

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Afghanistan

No
Pharm

acy
No

No
Yes in som

e
No

No
—

No
—

No
—

No
—

Bahrain
No

Pharm
acy

Fully
Yes

Yes in som
e

Fully
Yes in som

e
Fully

No
—

No
—

No
—

Djibouti
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—

Egypt
Yes

Not available
—

No
No

—
No

—
No

—
No

—
Yes in som

e
Partially

Iran (Islam
ic Republic of)

Yes
Pharm

acy
No

Yes
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
No

Yes in som
e

No
Yes in som

e
No

Iraq
No

Pharm
acy

Partially
Yes

Yes in som
e

Partially
No

—
No

—
No

—
No

—
Jordan

No
Pharm

acy
Fully

No
Yes in som

e
Fully

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Kuw
ait

Yes
Pharm

acy
Fully

Yes
Yes in som

e
Fully

No
—

No
—

Yes in m
ost

Partially
Yes in som

e
Fully

Lebanon
No

Not available
—

No
Yes in som

e
Partially

No
—

No
—

Yes in som
e

Partially
No

—

Libya
No

Not available
—

No
Yes in som

e
Partially

No
—

No
—

No
—

Yes in som
e

Partially

M
orocco

No
Pharm

acy w
ith Rx

No
No

Yes in m
ost

No
Yes in som

e
No

Yes in som
e

No
No

—
No

—

Om
an

No
Pharm

acy
No

No
No

—
No

—
No

—
No

—
No

—
Pakistan

No
. . .

No
No

No
—

No
—

No
—

Yes in som
e

Partially
Yes in som

e
Partially

Qatar
No

Pharm
acy w

ith Rx
Fully

Yes
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
. . .

No
—

Yes in som
e

Partially
Saudi Arabia

Yes
Pharm

acy
Fully

Yes
Yes in m

ost
Fully

Yes in som
e

Fully
No

—
Yes in m

ost
No

Yes in som
e

Fully
Som

alia
No

Not available
—

No
No

—
No

—
No

—
No

—
No

—
Sudan

No
Not available

—
No

Yes in som
e

No
No

—
No

—
No

—
No

—
Syrian Arab Republic

No
Not available

—
No

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in m
ost

Partially
No

—
No

—
Tunisia

No
Pharm

acy w
ith Rx

Fully
No

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in som
e

Partially
No

—
Yes in som

e
Partially

United Arab Em
irates

Yes
Pharm

acy
Partially

. . .
Yes in som

e
Partially

No
—

Yes in som
e

. . .
Yes in som

e
Partially

Yes in som
e

Fully
W

est Bank and Gaza Strip <
No

Pharm
acy

No
No

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
Yes in som

e
No

Yes in som
e

No
Yem

en
No

Not available
—

No
No

—
No

—
No

—
Yes in som

e
No

No
—

Table 2.1.5 
Support for 
treatm

ent 
of tobacco 
dependence 
in the Eastern 
M

editerranean

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.

<  
The term

 W
est Bank and Gaza Strip 

is used as a synonym
 to refer to 

the occupied Palestinian territory, 
including east Jerusalem

.
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W
estern

 Pacifi
c

CO
UN

TRY
N

ATIO
N

AL 
TO

LL-FREE 
Q

UIT LIN
E

N
ICOTIN

E REPLACEM
EN

T THERAPY

PLACE AVAILABLE
§

CO
ST-CO

VERED
INCLUDED IN

ESSENTIAL M
EDICINES 

LIST

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
AVAILABLE*

CO
ST-

CO
VERED

AVAILABLE*
CO

ST-
CO

VERED
Australia

Yes
General store

Partially
Yes

Yes in m
ost

Partially
Yes in m

ost
Partially

Yes in m
ost

Partially
Yes in som

e
. . .

Yes in som
e

Partially

Brunei Darussalam
No

Pharm
acy

Fully
Yes

Yes in som
e

Fully
Yes in som

e
Fully

No
—

Yes in som
e

Fully
No

—

Cam
bodia

No
Not available

—
No

No
—

No
—

No
—

Yes in som
e

No
No

—

China
No

Not available
—

No
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Yes in som
e

No
Yes in som

e
Partially

Cook Islands
No

Pharm
acy

Fully
No

Yes in m
ost

Fully
Yes in m

ost
Fully

No
—

Yes in m
ost

Partially
No

—

Fiji
No

Pharm
acy

No
No

Yes in som
e

Fully
Yes in som

e
Fully

No
—

No
—

No
—

Japan
No

Pharm
acy

Partially
Yes

Yes in som
e

Partially
Yes in som

e
Partially

No
—

Yes in som
e

Partially
No

—
Kiribati

No
Not available

—
No

Yes in m
ost

Fully
Yes in som

e
Fully

No
—

No
—

No
—

Lao People's Dem
ocratic Republic

No
Not available

—
No

No
—

No
—

No
—

No
—

No
—

M
alaysia

No
Pharm

acy
Fully

Yes
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
Fully

Yes in som
e

No
No

—

M
arshall Islands

No
Pharm

acy
Partially

Yes
No

—
No

—
No

—
No

—
No

—

M
icronesia (Federated States of)

Yes
. . .

No
No

Yes in m
ost

Fully
No

—
Yes in som

e
Fully

Yes in som
e

No
Yes in som

e
No

M
ongolia

No
Pharm

acy
Partially

Yes
Yes in som

e
Partially

Yes in som
e

No
No

—
No

—
No

—
Nauru

No
Not available

—
No

No
—

Yes in som
e

No
No

—
No

—
No

—
New

 Zealand
Yes

General store
Fully

Yes
Yes in m

ost
Partially

Yes in m
ost

Fully
Yes in m

ost
Partially

Yes in m
ost

Partially
Yes in som

e
Fully

Niue
No

Pharm
acy

Fully
No

No
—

No
—

No
—

No
—

No
—

Palau
No

General store
Partially

No
Yes in som

e
Fully

Yes in som
e

Fully
No

—
No

—
No

—
Papua New

 Guinea
No

Pharm
acy

No
No

No
—

No
—

No
—

No
—

No
—

Philippines
No

Pharm
acy w

ith Rx
No

Yes
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
No

No
—

Yes in som
e

Fully
Republic of Korea

Yes
Pharm

acy
Partially

No
Yes in som

e
Fully

Yes in som
e

Fully
Yes in som

e
Fully

. . .
. . .

Yes in m
ost

Fully
Sam

oa
No

Pharm
acy

No
No

No
—

No
—

No
—

Yes in som
e

Fully
No

—
Singapore

Yes
Pharm

acy
Partially

No
Yes in m

ost
Partially

Yes in m
ost

Partially
Yes in som

e
Partially

Yes in som
e

Partially
Yes in som

e
Partially

Solom
on Islands

No
. . .

No
No

Yes in som
e

Fully
No

—
No

—
No

—
No

—
Tonga

Yes
Pharm

acy
No

No
Yes in m

ost
Fully

Yes in som
e

Fully
No

—
No

—
No

—
Tuvalu

No
Not available

—
No

No
—

No
—

No
—

Yes in som
e

No
No

—
Vanuatu

No
Pharm

acy
No

Yes
No

—
No

—
No

—
No

—
No

—
Viet Nam

Yes
Pharm

acy
No

No
Yes in som

e
Partially

Yes in som
e

Partially
No

—
No

—
No

—

Table 2.1.6 
Support for 
treatm

ent 
of tobacco 
dependence in 
the W

estern Pacifi
c

§ 
“Pharm

acy w
ith Rx” m

eans that a  
prescription is required.

* 
“M

ost” m
eans in m

ore than half. 
“Som

e” m
eans in less than half. 

“No” m
eans in none at all.

. . . Data not reported/not available.

 —
 Data not required/not applicable.
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A
frica

Table 2.2.1 
Tobacco cessation 
support, 
supplem

entary 
inform

ation in 
A

frica

CO
UN

TRY
THE CO

UN
TRY HAS A N

ATIO
N

AL 
TO

BACCO
 CESSATIO

N
 STRATEG

Y
THE CO

UN
TRY HAS N

ATIO
N

AL TO
BACCO

 
CESSATIO

N
 CLIN

ICAL G
UID

ELIN
ES

TO
BACCO

 CESSATIO
N

 IS IN
CLUD

ED
 

IN
 AT LEAST O

N
E N

ATIO
N

AL D
ISEASE 

SPECIFIC TREATM
EN

T G
UID

ELIN
E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Algeria
Yes

Yes
Yes

No
No

No
Angola

. . .
. . .

. . .
. . .

. . .
. . .

Benin
No

Yes
Yes

No
No

No
Botsw

ana
No

No
Yes

No
No

No
Burkina Faso

No
No

No
No

No
No

Burundi
No

No
Yes

No
No

No
Cabo Verde

No
No

Yes
No

No
No

Cam
eroon

No
No

No
No

No
No

Central African Republic
No

No
No

No
No

Yes
Chad

No
No

No
No

No
No

Com
oros

No
No

No
No

No
No

Congo
No

No
Yes

No
No

No
Côte d'Ivoire

Yes
Yes

No
No

No
No

Dem
ocratic Republic of the Congo

No
No

No
No

No
No

Equatorial Guinea
. . .

. . .
. . .

. . .
. . .

. . .
Eritrea

No
No

Yes
No

No
No

Esw
atini

No
No

No
No

No
No

Ethiopia
Yes

Yes
Yes

No
No

No
Gabon

No
No

No
No

No
No

Gam
bia

No
Yes

Yes
No

No
No

Ghana
Yes

Yes
Yes

No
No

No
Guinea

No
Yes

Yes
No

No
No

Guinea-Bissau
No

No
No

No
No

No
Kenya

Yes
Yes

No
Yes

No
No

Lesotho
No

No
No

No
No

No
Liberia

No
No

No
No

No
No

M
adagascar

No
Yes

Yes
No

No
No

M
alaw

i
No

No
No

No
No

No
M

ali
No

No
Yes

No
No

No
M

auritania
No

No
No

No
No

No
M

auritius
Yes

No
Yes

No
No

No
M

ozam
bique

No
No

No
No

No
No

Nam
ibia

Yes
No

Yes
No

No
No

Niger
No

No
No

No
No

No
Nigeria

No
No

No
Yes

No
No

Rw
anda

No
No

Yes
No

No
No

Sao Tom
e and Principe

No
No

No
No

No
No

Senegal
No

No
Yes

No
No

No
Seychelles

No
No

Yes
Yes

No
No

Sierra Leone
No

No
No

No
No

No
South Africa

. . .
. . .

. . .
. . .

. . .
. . .

South Sudan
No

No
No

No
No

No
Togo

Yes
Yes

Yes
No

No
No

Uganda
No

Yes
Yes

No
No

No
United Republic of Tanzania

No
No

No
No

No
No

Zam
bia

No
No

No
No

No
No

Zim
babw

e
No

No
Yes

No
No

No

. . . Data not reported/not available. 
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Th
e A

m
ericas

Table 2.2.2 
Tobacco cessation 
support, 
supplem

entary 
inform

ation in 
the A

m
ericas

. . . Data not reported/not available. 

CO
UN

TRY
THE CO

UN
TRY HAS A N

ATIO
N

AL 
TO

BACCO
 CESSATIO

N
 STRATEG

Y
THE CO

UN
TRY HAS N

ATIO
N

AL TO
BACCO

 
CESSATIO

N
 CLIN

ICAL G
UID

ELIN
ES

TO
BACCO

 CESSATIO
N

 IS IN
CLUD

ED
 

IN
 AT LEAST O

N
E N

ATIO
N

AL D
ISEASE 

SPECIFIC TREATM
EN

T G
UID

ELIN
E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Antigua and Barbuda
No

No
Yes

No
No

No
Argentina

No
Yes

Yes
No

Yes
Yes

Baham
as

. . .
. . .

. . .
. . .

. . .
. . .

Barbados
No

No
Yes

No
No

No
Belize

No
No

Yes
No

No
No

Bolivia (Plurinational State of)
No

No
No

No
No

No
Brazil

Yes
Yes

Yes
No

Yes
No

Canada
No

Yes
Yes

No
Yes

Yes
Chile

No
Yes

Yes
No

No
Yes

Colom
bia

Yes
No

Yes
No

No
Yes

Costa Rica
No

Yes
Yes

Yes
No

Yes
Cuba

Yes
Yes

Yes
Yes

No
Yes

Dom
inica

No
No

Yes
No

No
No

Dom
inican Republic

No
No

Yes
No

No
No

Ecuador
No

Yes
Yes

No
Yes

Yes
El Salvador

No
No

Yes
No

No
No

Grenada
No

No
Yes

No
No

No
Guatem

ala
No

Yes
Yes

No
No

No
Guyana

No
Yes

Yes
No

No
No

Haiti
No

No
No

No
No

No
Honduras

Yes
Yes

Yes
Yes

No
No

Jam
aica

No
Yes

Yes
No

No
No

M
exico

Yes
Yes

Yes
Yes

Yes
No

Nicaragua
No

No
Yes

No
No

No
Panam

a
Yes

Yes
Yes

Yes
No

No
Paraguay

No
No

Yes
No

No
No

Peru
No

No
Yes

No
No

No
Saint Kitts and Nevis

No
No

Yes
No

No
No

Saint Lucia
No

No
Yes

No
No

No
Saint Vincent and the Grenadines

No
No

No
No

No
No

Surinam
e

No
No

Yes
No

No
No

Trinidad and Tobago
Yes

No
Yes

No
No

No
United States of Am

erica
Yes

Yes
Yes

No
Yes

Yes
Uruguay

Yes
Yes

Yes
Yes

No
Yes

Venezuela (Bolivarian Republic of)
Yes

No
No

No
No

No
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Table 2.2.3 
Tobacco cessation 
support, 
supplem

entary 
inform

ation in 
South-East A

sia

So
u

th
-East A

sia
CO

UN
TRY

THE CO
UN

TRY HAS A N
ATIO

N
AL 

TO
BACCO

 CESSATIO
N

 STRATEG
Y

THE CO
UN

TRY HAS N
ATIO

N
AL TO

BACCO
 

CESSATIO
N

 CLIN
ICAL G

UID
ELIN

ES
TO

BACCO
 CESSATIO

N
 IS IN

CLUD
ED

 
IN

 AT LEAST O
N

E N
ATIO

N
AL D

ISEASE 
SPECIFIC TREATM

EN
T G

UID
ELIN

E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Bangladesh
No

No
Yes

No
No

No
Bhutan

No
Yes

Yes
Yes

No
No

Dem
ocratic People's Republic of Korea

No
Yes

Yes
No

No
No

India
Yes

Yes
Yes

No
Yes

Yes
Indonesia

Yes
Yes

Yes
No

Yes
Yes

M
aldives

No
Yes

No
No

No
No

M
yanm

ar
Yes

No
No

Yes
No

Yes
Nepal

No
No

No
No

No
No

Sri Lanka
Yes

No
Yes

No
Yes

No
Thailand

Yes
Yes

Yes
Yes

Yes
Yes

Tim
or-Leste

No
No

No
No

No
No
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. . . Data not reported/not available.

Eu
ro

p
e

Table 2.2.4 
Tobacco cessation 
support, 
supplem

entary 
inform

ation in 
Europe

CO
UN

TRY
THE CO

UN
TRY HAS A N

ATIO
N

AL 
TO

BACCO
 CESSATIO

N
 STRATEG

Y
THE CO

UN
TRY HAS N

ATIO
N

AL TO
BACCO

 
CESSATIO

N
 CLIN

ICAL G
UID

ELIN
ES

TO
BACCO

 CESSATIO
N

 IS IN
CLUD

ED
 

IN
 AT LEAST O

N
E N

ATIO
N

AL D
ISEASE 

SPECIFIC TREATM
EN

T G
UID

ELIN
E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Albania
No

No
Yes

No
No

No
Andorra

No
No

Yes
No

No
No

Arm
enia

Yes
Yes

Yes
No

No
No

Austria
No

No
Yes

No
Yes

Yes
Azerbaijan

No
Yes

Yes
Yes

No
No

Belarus
No

Yes
Yes

No
Yes

No
Belgium

Yes
Yes

Yes
No

No
Yes

Bosnia and Herzegovina
. . .

. . .
. . .

. . .
. . .

. . .
Bulgaria

Yes
Yes

Yes
Yes

No
Yes

Croatia
No

Yes
Yes

Yes
Yes

No
Cyprus

Yes
Yes

Yes
No

No
Yes

Czechia
No

Yes
Yes

Yes
Yes

No
Denm

ark
No

Yes
Yes

No
Yes

No
Estonia

Yes
Yes

Yes
Yes

No
No

Finland
No

Yes
Yes

No
No

No
France

Yes
Yes

Yes
Yes

No
Yes

Georgia
Yes

Yes
Yes

Yes
Yes

Yes
Germ

any
No

Yes
Yes

No
Yes

Yes
Greece

Yes
No

Yes
No

No
Yes

Hungary
No

Yes
No

Yes
Yes

Yes
Iceland

No
No

No
No

Yes
Yes

Ireland
Yes

No
Yes

No
Yes

Yes
Israel

. . .
. . .

. . .
. . .

. . .
. . .

Italy
Yes

Yes
Yes

No
Yes

No
Kazakhstan

Yes
Yes

Yes
Yes

No
No

Kyrgyzstan
No

Yes
Yes

No
Yes

No
Latvia

Yes
No

Yes
Yes

Yes
No

Lithuania
No

No
Yes

No
No

Yes
Luxem

bourg
Yes

Yes
Yes

No
Yes

No
M

alta
No

No
No

No
Yes

Yes
M

onaco
No

No
No

No
No

No
M

ontenegro
No

No
Yes

No
No

No
Netherlands

Yes
Yes

Yes
No

Yes
Yes

North M
acedonia

No
No

Yes
Yes

No
No

Norw
ay

Yes
Yes

Yes
No

No
No

Poland
Yes

No
Yes

No
Yes

Yes
Portugal

Yes
Yes

Yes
No

No
No

Republic of M
oldova

Yes
No

Yes
Yes

Yes
No

Rom
ania

No
No

Yes
No

Yes
Yes

Russian Federation
No

Yes
Yes

Yes
Yes

Yes
San M

arino
Yes

No
Yes

No
Yes

No
Serbia

No
No

Yes
No

No
No

Slovakia
Yes

Yes
No

No
Yes

No
Slovenia

Yes
No

No
Yes

Yes
Yes

Spain
Yes

Yes
Yes

No
No

Yes
Sw

eden
Yes

Yes
Yes

No
Yes

Yes
Sw

itzerland
Yes

Yes
Yes

No
Yes

Yes
Tajikistan

No
Yes

Yes
Yes

No
No

Turkey
Yes

Yes
Yes

No
Yes

No
Turkm

enistan
No

Yes
Yes

No
Yes

No
Ukraine

No
Yes

Yes
No

No
No

United Kingdom
 of Great Britain and 

Northern Ireland
Yes

Yes
Yes

Yes
No

Yes

Uzbekistan
No

No
Yes

No
No

Yes
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. . . Data not reported/not available. 

< 
The term

 W
est Bank and Gaza Strip 

is used as a synonym
 to refer to 

the occupied Palestinian territory, 
including east Jerusalem

.

Eastern
 M

ed
iterran

ean

Table 2.2.5 
Tobacco cessation 
support, 
supplem

entary 
inform

ation 
in the Eastern 
M

editerranean

CO
UN

TRY
THE CO

UN
TRY HAS A N

ATIO
N

AL 
TO

BACCO
 CESSATIO

N
 STRATEG

Y
THE CO

UN
TRY HAS N

ATIO
N

AL TO
BACCO

 
CESSATIO

N
 CLIN

ICAL G
UID

ELIN
ES

TO
BACCO

 CESSATIO
N

 IS IN
CLUD

ED
 

IN
 AT LEAST O

N
E N

ATIO
N

AL D
ISEASE 

SPECIFIC TREATM
EN

T G
UID

ELIN
E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Afghanistan
Yes

No
No

No
No

No
Bahrain

Yes
Yes

Yes
No

No
Yes

Djibouti
. . .

. . .
. . .

. . .
. . .

. . .
Egypt

No
Yes

Yes
No

Yes
No

Iran (Islam
ic Republic of)

Yes
Yes

No
Yes

No
Yes

Iraq
Yes

Yes
Yes

Yes
No

No
Jordan

Yes
No

No
No

No
No

Kuw
ait

Yes
Yes

Yes
Yes

No
No

Lebanon
Yes

No
Yes

No
No

No
Libya

No
No 

No 
No

No
No

M
orocco

Yes
Yes

Yes
No

No
No

Om
an

Yes
No

Yes
No

No
No

Pakistan
No

No 
No 

No
No

No
Qatar

No
Yes

Yes
No

No
Yes

Saudi Arabia
Yes

Yes
Yes

Yes
No

No
Som

alia
. . .

. . .
. . .

. . .
. . .

. . .
Sudan

No
No

No
No

No
No

Syrian Arab Republic
No

No
No

No
No

Yes
Tunisia

Yes
Yes

No
No

No
Yes

United Arab Em
irates

Yes
No

Yes
Yes

Yes
Yes

W
est Bank and Gaza Strip <

Yes
No

Yes
No

No
No

Yem
en

Yes
No

No
No

No
No



180
181

W
H

O
 R

EPO
R

T O
N

 TH
E G

LO
B

A
L TO

B
A

C
C

O
 EPID

EM
IC

, 2019
W

H
O

 R
EPO

R
T O

N
 TH

E G
LO

B
A

L TO
B

A
C

C
O

 EPID
EM

IC
, 2019

Table 2.2.6 
Tobacco cessation 
support, 
supplem

entary 
inform

ation in the 
W

estern Pacifi
c

W
estern

 Pacifi
c

CO
UN

TRY
THE CO

UN
TRY HAS A N

ATIO
N

AL 
TO

BACCO
 CESSATIO

N
 STRATEG

Y
THE CO

UN
TRY HAS N

ATIO
N

AL TO
BACCO

 
CESSATIO

N
 CLIN

ICAL G
UID

ELIN
ES

TO
BACCO

 CESSATIO
N

 IS IN
CLUD

ED
 

IN
 AT LEAST O

N
E N

ATIO
N

AL D
ISEASE 

SPECIFIC TREATM
EN

T G
UID

ELIN
E

TO
BACCO

 USE STATUS O
F PATIEN

TS IS 
RO

UTIN
ELY RECO

RD
ED

 O
N

 M
ED

ICAL 
RECO

RD
S

N
ATIO

N
AL TO

LL-FREE Q
UIT LIN

ES ARE 
IN

CLUD
ED

 O
N

 HEALTH W
ARN

IN
G

S O
R 

M
ASS M

ED
IA CAM

PAIG
N

S

TRAIN
IN

G
 IN

 TO
BACCO

 CESSATIO
N

 IS 
IN

CLUD
ED

 IN
 HEALTH CARE D

EG
REE 

CURRICULA O
R PRIM

ARY CARE 
PRO

VID
ERS ARE REG

ULARLY TRAIN
ED

 
IN

 BRIEF TO
BACCO

 IN
TERVEN

TIO
N

S

Australia
Yes

Yes
Yes

Yes
Yes

Yes
Brunei Darussalam

No
Yes

Yes
No

No
No

Cam
bodia

Yes
No

No
No

No
No

China
Yes

Yes
Yes

No
No

Yes
Cook Islands

Yes
Yes

Yes
No

No
No

Fiji
No

No
Yes

No
No

No
Japan

No
No

No
No

No
Yes

Kiribati
No

No
Yes

No
No

No
Lao People's Dem

ocratic Republic
No

No
Yes

No
No

No
M

alaysia
Yes

Yes
Yes

No
No

No
M

arshall Islands
No

No
Yes

No
No

No
M

icronesia (Federated States of)
No

No
Yes

No
No

No
M

ongolia
No

No
Yes

No
No

No
Nauru

No
No

No
No

No
No

New
 Zealand

No
Yes

Yes
Yes

Yes
Yes

Niue
No

No
No

No
No

No
Palau

No
No

Yes
No

No
No

Papua New
 Guinea

Yes
No

Yes
No

No
No

Philippines
Yes

Yes
Yes

No
No

No
Republic of Korea

Yes
No

Yes
No

Yes
Yes

Sam
oa

No
No

No
No

No
No

Singapore
Yes

Yes
Yes

No
Yes

No
Solom

on Islands
No

No
Yes

No
No

No
Tonga

No
No

Yes
No

Yes
Yes

Tuvalu
No

No
Yes

No
No

No
Vanuatu

Yes
No

Yes
No

No
No

Viet Nam
No

Yes
Yes

Yes
Yes

No
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Appendix III provides inform
ation on 

the year in w
hich respective countries 

attained the highest level of achievem
ent 

for five of the M
POW

ER m
easures. Data 

are show
n separately for each W

HO 
region.

For M
onitoring tobacco use the earliest 

year assessed is 2007. How
ever, it is 

possible that w
hile 2007 is reported as 

the year of highest achievem
ent for som

e 
countries, they actually m

ay have reached 
this level earlier.

Y
EA

R
 O

F H
IG

H
EST LEV

EL O
F 

A
C

H
IEV

EM
EN

T IN
 SELEC

TED
 TO

B
A

C
C

O
 

C
O

N
TR

O
L M

EA
SU

R
ES 

A
PPEN

D
IX

 III:

Years of highest level achievem
ent 

of the M
POW

ER m
easure Raise taxes 

on tobacco are not included in this 
appendix. The share of taxes in product 
price depends both on tax policy and 
on dem

and and supply factors that 
affect m

anufacturing and retail prices. 
Countries w

ith tax increases m
ight have 

seen the share of tax rem
ain unchanged 

or even decline if the non-tax share of 
price rose at the sam

e, or a higher rate, 
com

plicating the interpretation of the 
year of highest level of achievem

ent. 

See Technical Note III for details on the 
calculation of tax shares.
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Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

8
 Policy adopted but not im

plem
ented by 31 Decem

ber 2018.

Table 3.1 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in A

frica

A
frica

CO
UN

TRY
YEAR THE HIG

HEST LEVEL O
F ACHIEVEM

EN
T W

AS ATTAIN
ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Algeria
Angola
Benin

2017
2017

Botsw
ana

Burkina Faso
2010

2015
Burundi

2018
Cabo Verde
Cam

eroon
2018 8

Central African Republic
Chad

2010
2015

2010
Com

oros
Congo

2012
2018

Côte d'Ivoire
Dem

ocratic Republic of the Congo
2018 8

Equatorial Guinea
Eritrea

2004
Esw

atini
Ethiopia
Gabon
Gam

bia
2018

2018
Ghana

2012
Guinea

2012
Guinea-Bissau
Kenya

2007
Lesotho
Liberia
M

adagascar
2013

2012
2003

M
alaw

i
M

ali
M

auritania
M

auritius
2008

2008
M

ozam
bique

Nam
ibia

2010
2013

Niger
2006

Nigeria
2015

Rw
anda

Sao Tom
e and Principe

Senegal
2016

2016
2016

Seychelles
2009

2012
2009

Sierra Leone
South Africa
South Sudan
Togo

2012
Uganda

2015
2015

United Republic of Tanzania
Zam

bia
Zim

babw
e
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Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

*  Or earlier year.

8
	Policy adopted but not im

plem
ented by 31 Decem

ber 2018.

Table 3.2 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in the A

m
ericas

Th
e A

m
ericas

CO
UN

TRY
YEAR THE HIG

HEST LEVEL O
F ACHIEVEM

EN
T W

AS ATTAIN
ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Antigua and Barbuda
2018

2018
Argentina

2011
2012

Baham
as

2018
Barbados

2010
2017

Belize
Bolivia (Plurinational State of)

2009
Brazil

2015
2011

2002
2003

2011
Canada

2007*
2007

2008
2011

Chile
2007*

2013
2006

Colom
bia

2008
2009

Costa Rica
2007*

2012
2013

Cuba
Dom

inica
Dom

inican Republic
Ecuador

2016
2011

2012
El Salvador

2015
2016

2011
Grenada
Guatem

ala
2008

Guyana
2017

2018 8
2017

Haiti
Honduras

2010
2017

Jam
aica

2013
2016

2013
M

exico
2013

2009
Nicaragua
Panam

a
2012

2008
2005

2008

Paraguay
Peru

2007*
2010

2011
Saint Kitts and Nevis
Saint Lucia

2017
Saint Vincent and the Grenadines
Surinam

e
2018

2013
2016

2013
Trinidad and Tobago

2009
2013 8

United States of Am
erica

2007*
2008

Uruguay
2007*

2005
2005

2014
Venezuela (Bolivarian Republic of)

2011
2004
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189

W
H

O
 R

EPO
R

T O
N

 TH
E G

LO
B

A
L TO

B
A

C
C

O
 EPID

EM
IC

, 2019
W

H
O

 R
EPO

R
T O

N
 TH

E G
LO

B
A

L TO
B

A
C

C
O

 EPID
EM

IC
, 2019

Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

*  Or earlier year.

Table 3.3 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in South-East A

sia

So
u

th
-East A

sia
CO

UN
TRY

YEAR THE HIG
HEST LEVEL O

F ACHIEVEM
EN

T W
AS ATTAIN

ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Bangladesh
2014

2015
Bhutan

2014
Dem

ocratic People's Republic of Korea
India

2016
2016

Indonesia
2015

M
aldives

2010
M

yanm
ar

2015
Nepal

2011
2011

2014
Sri Lanka

2012
Thailand

2007*
2010

2005
Tim

or-Leste
2018
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W
H

O
 R

EPO
R

T O
N

 TH
E G

LO
B

A
L TO

B
A

C
C

O
 EPID

EM
IC

, 2019
W

H
O

 R
EPO

R
T O

N
 TH

E G
LO

B
A

L TO
B

A
C

C
O

 EPID
EM

IC
, 2019

Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

*  Or earlier year.

Table 3.4 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in Europe

Eu
ro

p
e

CO
UN

TRY
YEAR THE HIG

HEST LEVEL O
F ACHIEVEM

EN
T W

AS ATTAIN
ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Albania
2006

2006
Andorra
Arm

enia
2007*

2016
Austria

2007*
2016

Azerbaijan
2016

2017
Belarus

2016
Belgium

2007*
2016

Bosnia and Herzegovina
Bulgaria

2007*
2012

2016
Croatia

2007*
2017

Cyprus
2017

Czechia
2007*

2018
2016

Denm
ark

2007*
2011

2016
Estonia

2007*
2016

Finland
2007*

2016
France

2007*
2016

Georgia
2007*

2018
Germ

any
2007*

2016
Greece

2007*
2010

2016
Hungary

2007*
2016

Iceland
2007*

Ireland
2007*

2004
2003

2016
Israel
Italy

2007*
2016

Kazakhstan
2007*

2014
Kyrgyzstan

2014
Latvia

2007*
2016

Lithuania
2007*

2016
Luxem

bourg
2007*

2016
2017

M
alta

2007*
2010

2016
M

onaco
M

ontenegro
Netherlands

2007*
2014

2016
North M

acedonia
2008

Norw
ay

2007*
2013

Poland
2007*

2016
Portugal

2007*
2015

Republic of M
oldova

2013
2016

2016
Rom

ania
2007*

2015
2016

Russian Federation
2007*

2013
2014

2013
San M

arino
Serbia

2007*
Slovakia

2007*
2018

2016
Slovenia

2007*
2017

2017
Spain

2007*
2010

2017
2010

Sw
eden

2007*
2018

2016
Sw

itzerland
2007*

Tajikistan
2018

Turkey
2008

2010
2012

2012
Turkm

enistan
2000

2014
Ukraine

2007*
2009

United Kingdom
 of Great Britain and Northern Ireland

2007*
2006

2016
Uzbekistan
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W
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B
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IC

, 2019
W

H
O
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EPO

R
T O

N
 TH

E G
LO

B
A

L TO
B

A
C

C
O

 EPID
EM

IC
, 2019

Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

*   Or earlier year.

8
 Policy adopted but not im

plem
ented by 31 Decem

ber 2018.

<  The term
 W

est Bank and Gaza Strip is used as a synonym
 to refer to the 

occupied Palestinian territory, including east Jerusalem
.

Table 3.5 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in the Eastern M

editerranean

Eastern
 M

ed
iterran

ean
CO

UN
TRY

YEAR THE HIG
HEST LEVEL O

F ACHIEVEM
EN

T W
AS ATTAIN

ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Afghanistan
2015

2015
Bahrain

2011
Djibouti

2008
2007

Egypt
2007*

2010
2008

Iran (Islam
ic Republic of)

2007*
2007

2008
2007

Iraq
Jordan
Kuw

ait
2007*

2012
2016

Lebanon
2013

2011
Libya

2009
2009

M
orocco

Om
an

Pakistan
2014

2009
2017 8

Qatar
2014

2016
Saudi Arabia

2018
2017 8

2017
Som

alia
Sudan
Syrian Arab Republic
Tunisia
United Arab Em

irates
2008

2013
W

est Bank and Gaza Strip <
2011

Yem
en

2013
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A
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C
O

 EPID
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IC
, 2019

Note: an em
pty cell indicates that the population is not covered by the 

m
easure at the highest level of achievem

ent.

*   Or earlier year.

8
	Policy adopted but not im

plem
ented by 31 Decem

ber 2018.

Table 3.6 
Year of highest level of achievem

ent 
in selected tobacco control m

easures 
in the W

estern Pacifi
c

W
estern

 Pacifi
c

CO
UN

TRY
YEAR THE HIG

HEST LEVEL O
F ACHIEVEM

EN
T W

AS ATTAIN
ED

M
O

N
ITO

R TO
BACCO

 USE
PROTECT PEO

PLE FRO
M

 
TO

BACCO
 SM

O
KE

O
FFER HELP TO

 Q
UIT TO

BACCO
 

USE
W

ARN
 ABO

UT THE DAN
G

ERS O
F 

TO
BACCO

EN
FO

RCE BAN
S O

N
 TO

BACCO
 

ADVERTISIN
G, PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

Australia
2007*

2005
2011

2004
Brunei Darussalam

2014
2012

2007
Cam

bodia
2014

2016
2016

China
Cook Islands

2007*
Fiji

2013
Japan

2007*
Kiribati

2013
Lao People's Dem

ocratic Republic
2015

2016
2016

M
alaysia

2012
2008

M
arshall Islands

2006
M

icronesia (Federated States of)
M

ongolia
2007*

2012
2012

Nauru
2009

New
 Zealand

2007*
2003

2000
2007

Niue
2018 8

2018 8
Palau

2010
Papua New

 Guinea
2012

Philippines
2007*

2014
Republic of Korea

2007*
2006

Sam
oa

2013
Singapore

2007*
1999

2012
Solom

on Islands
2013

Tonga
Tuvalu

2008

Vanuatu
2013

2008
Viet Nam

2014
2013
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Appendix IV provides inform
ation on 

w
hether the populations of the w

orld’s 
100 biggest cities are covered by selected 
tobacco control m

easures at the highest 
level of achievem

ent.

Cities are listed alphabetically. There 
are m

any w
ays to define geographically 

and m
easure the size of “a city”. For the 

purposes of this report, w
e focused on 

the jurisdictional boundaries of cities, 
since subnational law

s w
ill apply to 

populations w
ithin jurisdictions. W

here a 
large “city” includes several jurisdictions 
or parts of jurisdictions, it is possible 
that not everyone in the entire “city” is 
covered by the sam

e law
s. W

e therefore 
use the list of cities and their populations 
published in the United Nations Statistics 
Division Dem

ographic Yearbook, since 
these are defined jurisdictionally. Please 
refer to Table 8 at https://unstats.un.org/
unsd/dem

ographic-social/products/dyb/
dyb_2016/ for the source data.

H
IG

H
EST LEV

EL O
F A

C
H

IEV
EM

EN
T 

IN
 SELEC

TED
 TO

B
A

C
C

O
 C

O
N

TR
O

L 
M

EA
SU

R
ES IN

 TH
E 100 B

IG
G

EST C
ITIES 

IN
 TH

E W
O

R
LD

 

A
PPEN

D
IX

 IV:

A num
ber of countries do not appear in 

Table 8 of the Dem
ographic Yearbook 

because they did not report data.

Countries m
issing from

 the list because 
they did not report data, but large 
enough to potentially qualify for the 
100 biggest cities list are: Angola, Chad, 
Dem

ocratic Republic of the Congo, 
Nigeria, Sudan and Viet Nam

.

Refer to Technical Note I for definitions 
of highest level of achievem

ent.
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Table 4.1 
H

ighest level of achievem
ent in 

selected tobacco control m
easures 

in the 100 biggest cities in the w
orld

CITY *
PO

PULATIO
N

 (2016)
CO

UN
TRY

PROTECT PEO
PLE FRO

M
 

TO
BACCO

 SM
O

KE
O

FFER HELP TO
 Q

UIT 
TO

BACCO
 USE

W
ARN

 ABO
UT THE 

DAN
G

ERS O
F TO

BACCO
EN

FO
RCE BAN

S O
N

 
TO

BACCO
 ADVERTISIN

G, 
PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

RAISE TAXES O
N

 
TO

BACCO

Abidjan
4 395 243

Côte d'Ivoire
Adana

2 183 167
N

N
N

N
N

Turkey
Addis Ababa

2 979 086
N

Ethiopia
Ahm

edabad
5 633 927

N
N

India
Aleppo

4 450 000
Syrian Arab Republic

Alexandria
4 358 439

N
N

N
Egypt

Algiers
2 712 944

Algeria
Am

m
an

3 752 644
N

N
Jordan

Ankara
5 270 575

N
N

N
N

N
Turkey

Antalya
2 288 456

N
N

N
N

N
Turkey

Baku
2 215 034

N
N

Azerbaijan
Bandung

2 497 938
C

Indonesia
Bangalore

8 495 492
N

N
India

Bangkok
8 305 218

N
N

Thailand
Beijing 

19 610 000
N

China
Belo Horizonte

2 513 451
N

N
N

N
N

Brazil
Berlin

3 520 031
N

Germ
any

Bogotá
7 980 001

N
N

N
Colom

bia
Brasília

2 977 216
N

N
N

N
N

Brazil
Brisbane

2 209 453
S

N
N

N
Australia

Buenos Aires
13 879 707

N
N

N
Argentina

Bursa
2 842 547

N
N

N
N

N
Turkey

Busan 
3 388 631

N
Republic of Korea

Cairo
7 248 671

N
N

N
Egypt

Cali
2 394 925

N
N

N
Colom

bia
Casablanca 

3 352 399
M

orocco
Chennai 

4 646 732
N

N
India

Chicago 
2 704 958

N
United States of Am

erica
Chittagong

2 591 681
N

Bangladesh
Daegu 

2 449 667
N

Republic of Korea
Dam

asus Rural
2 529 000

Syrian Arab Republic
Dar es Salaam

4 364 541
United Republic of Tanzania

Delhi
11 034 555

N
N

India
Dhaka

8 906 035
N

Bangladesh
Douala

2 948 464
N

Cam
eroon

Fortaleza
2 609 716

N
N

N
N

N
Brazil

Giza
3 122 041

N
N

N
Egypt

Guadalajara
4 853 425

N
N

M
exico

Guayaquil
2 531 371

N
N

Ecuador
Hong Kong SAR

7 336 600
C

C
C

China, Hong Kong SAR
Houston 

2 303 482
N

United States of Am
erica

Hyderabad
6 993 262

S
N

N
India

Incheon
2 914 455

N
Republic of Korea

Istanbul
14 657 434

N
N

N
N

N
Turkey

Izm
ir

4 168 415
N

N
N

N
N

Turkey
Jaipur

3 046 163
N

N
India

Jakarta
10 374 235

N
Indonesia

Jiddah
3 430 697

N
N

Saudi Arabia
Kabul

3 817 241
N

N
Afghanistan

Kanpur
2 768 057

N
N

India
Karachi

9 339 023
N

N
Pakistan

Kiev
2 803 716

N
Ukraine

Kolkata 
4 496 694

N
N

India
Konya

2 130 544
N

N
N

N
N

Turkey

CO
VERAG

E AT THE HIG
HEST LEVEL O

F ACHIEVEM
EN

T

City’s population covered by national legislation or 
policy at the highest level of achievem

ent

City’s population covered by state-level legislation or 
policy at the highest level of achievem

ent

City’s population covered by city-level legislation or 
policy at the highest level of achievem

ent

NSC

Notes: An em
pty cell indicates that the population in the respective city is 

not covered by the m
easure at the highest level of achievem

ent.

Refer to Technical Note I for definitions of highest level of achievem
ent of 

the respective m
easure.

* 
Only cities w

hich appear am
ong the top 100 cities sorted by 

population size, according to the United Nations Statistics Division 
Dem

ographic Yearbook 2016 (available at: https://unstats.un.org/
unsd/dem

ographic-social/products/dyb/docum
ents/dyb2016/ 

table08.xls).
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Table 4.1 
H

ighest level of achievem
ent in 

selected tobacco control m
easures 

in the 100 biggest cities in the w
orld 

(continued)

CO
VERAG

E AT THE HIG
HEST LEVEL O

F ACHIEVEM
EN

T

City’s population covered by national legislation or 
policy at the highest level of achievem

ent

City’s population covered by state-level legislation or 
policy at the highest level of achievem

ent

City’s population covered by city-level legislation or 
policy at the highest level of achievem

ent

NSC

CITY *
PO

PULATIO
N

 (2016)
CO

UN
TRY

PROTECT PEO
PLE FRO

M
 

TO
BACCO

 SM
O

KE
O

FFER HELP TO
 Q

UIT 
TO

BACCO
 USE

W
ARN

 ABO
UT THE 

DAN
G

ERS O
F TO

BACCO
EN

FO
RCE BAN

S O
N

 
TO

BACCO
 ADVERTISIN

G, 
PRO

M
OTIO

N
 AN

D
 

SPO
N

SO
RSHIP

RAISE TAXES O
N

 
TO

BACCO

Lahore
5 143 495

N
    N 8

Pakistan
Lim

a
10 039 455

N
N

Peru
London

8 135 667
N

C
N

N
United Kingdom

 of Great Brit-
ain and Northern Ireland

Los Angeles 
3 976 322

S
N

United States of Am
erica

Lucknow
2 817 105

N
N

India
M

adrid
3 186 241

N
N

N
N

Spain
M

ashhad
2 766 258

N
N

N
Iran (Islam

ic Republic of)
M

edan
2 247 425

C
Indonesia

M
edellín

2 486 723
N

N
N

Colom
bia

M
elbourne

4 353 514
S

N
N

N
Australia

M
exico City

21 497 029
S

N
N

M
exico

M
onterrey

4 540 429
S

N
N

M
exico

M
oscow

11 918 057
N

N
N

Russian Federation
M

um
bai 

12 442 373
N

N
India

M
w

anza
2 772 509

United Republic of Tanzania
Nagoya

2 295 638
Japan

Nagpur
2 405 665

N
N

India
Nairobi

3 133 518
N

Kenya
New

 York 
8 537 673

N
United States of Am

erica
Osaka

2 691 185
Japan

Paris
2 243 833

N
N

N
France

Puebla-Tlaxcala
2 986 825

N
N

M
exico

Pune
3 124 458

N
N

India
Pyongyang

2 581 076
Dem

ocratic People's Republic 
of Korea

Quezon City
2 936 116

N
Philippines

Rio De Janeiro
6 498 837

N
N

N
N

N
Brazil

Riyadh
5 188 286

N
N

Saudi Arabia
Rom

e
2 867 672

N
N

N
Italy

Saint Petersburg
4 990 602

N
N

N
Russian Federation

Salvador
2 938 092

N
N

N
N

N
Brazil

Santiago
5 561 252

N
N

N
Chile

São Paulo
12 038 175

N
N

N
N

N
Brazil

Seoul
9 834 687

N
Republic of Korea

Singapore
5 607 283

N
N

Singapore
Surabaya

2 874 699
Indonesia

Surat
4 501 610

N
N

India
Sydney

4 526 479
N

N
N

N
Australia

Tangerang
2 139 891

Indonesia
Tashkent

2 393 176
Uzbekistan

Tehran
8 154 051

N
N

N
Iran (Islam

ic Republic of)
Tokyo

9 272 740
Japan

Toluca
2 225 286

S
N

N
M

exico
Toronto

2 876 095
N

N
N

Canada
Yangon

5 209 541
M

yanm
ar

Yaounde
2 873 567

    N 8
Cam

eroon
Yokoham

a
3 724 844

Japan

CO
VERAG

E AT THE HIG
HEST LEVEL O

F ACHIEVEM
EN

T

Notes: An em
pty cell indicates that the population in the respective city is 

not covered by the m
easure at the highest level of achievem

ent.

Refer to Technical Note I for definitions of highest level of achievem
ent of 

the respective m
easure.

* 
Only cities w

hich appear am
ong the top 100 cities sorted by 

population size, according to the United Nations Statistics Division 
Dem

ographic Yearbook 2016 (available at: https://unstats.un.org/
unsd/dem

ographic-social/products/dyb/docum
ents/dyb2016/ 

table08.xls).

8
 Policy adopted but not im

plem
ented by 31 Decem

ber 2018.
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Appendix V show
s the status of the 

W
HO Fram

ew
ork Convention on 

Tobacco Control (W
HO FCTC).

Ratification is the international act 
by w

hich countries that have already 
signed a convention form

ally state their 
consent to be bound by it. Accession is 
the international act by w

hich countries 
that have not signed a treaty/convention 
form

ally state their consent to be bound 
by it. Acceptance and approval are the 
legal equivalent to ratification. Signature 
of a convention indicates that a country 
is not legally bound by the treaty but 
is com

m
itted not to underm

ine its 
provisions.

STA
TU

S O
F TH

E W
H

O
 FR

A
M

EW
O

R
K

 
C

O
N

V
EN

TIO
N

 O
N

 TO
B

A
C

C
O

 C
O

N
TR

O
L

A
PPEN

D
IX

 V:

The W
HO FCTC entered into force on 

27 February 2005. The treaty rem
ains 

open for ratification, acceptance, 
approval, form

al confirm
ation and 

accession indefinitely for States and 
eligible regional econom

ic integration 
organizations w

ishing to becom
e Parties 

to it.
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Table 5.1 
Status of the W

H
O

 
Fram

ew
ork Convention 

on Tobacco Control, as 
of 8 M

ay 2019

CO
UN

TRY
DATE O

F SIG
N

ATURE
DATE O

F RATIFICATIO
N

*  
(O

R LEG
AL EQ

UIVALEN
T) 

Afghanistan 
29 June 2004 

13 August 2010

Albania 
29 June 2004 

26 April 2006

Algeria 
20 June 2003 

30 June 2006

Andorra 
  

 

Angola 
29 June 2004 

20 Septem
ber 2007

Antigua and Barbuda 
28 June 2004 

5 June 2006

Argentina 
25 Septem

ber 2003 
 

Arm
enia 

  
29 Novem

ber 2004 a

Australia 
5 Decem

ber 2003 
27 October 2004

Austria 
28 August 2003 

15 Septem
ber 2005

Azerbaijan 
  

1 Novem
ber 2005 a

Baham
as 

29 June 2004 
3 Novem

ber 2009

Bahrain 
  

20 M
arch 2007 a

Bangladesh 
16 June 2003 

14 June 2004

Barbados 
28 June 2004 

3 Novem
ber 2005

Belarus 
17 June 2004 

8 Septem
ber 2005

Belgium
 

22 January 2004 
1 Novem

ber 2005

Belize 
26 Septem

ber 2003 
15 Decem

ber 2005

Benin 
18 June 2004 

3 Novem
ber 2005

Bhutan 
9 Decem

ber 2003 
23 August 2004

Bolivia (Plurinational State of) 
27 February 2004 

15 Septem
ber 2005

Bosnia and Herzegovina 
  

10 July 2009 a

Botsw
ana 

16 June 2003 
31 January 2005

Brazil 
16 June 2003 

3 Novem
ber 2005

Brunei Darussalam
 

3 June 2004 
3 June 2004

Bulgaria 
22 Decem

ber 2003 
7 Novem

ber 2005

Burkina Faso 
22 Decem

ber 2003 
31 July 2006

Burundi 
16 June 2003 

22 Novem
ber 2005

Cabo Verde 
17 February 2004 

4 October 2005

Cam
bodia 

25 M
ay 2004 

15 Novem
ber 2005

Cam
eroon 

13 M
ay 2004 

3 February 2006

Canada 
15 July 2003 

26 Novem
ber 2004

Central African Republic 
29 Decem

ber 2003 
7 Novem

ber 2005

Chad 
22 June 2004 

30 January 2006

Chile 
25 Septem

ber 2003 
13 June 2005

China 
10 Novem

ber 2003 
11 October 2005

Colom
bia 

  
10 April 2008 a

Com
oros 

27 February 2004 
24 January 2006

Congo 
23 M

arch 2004 
6 February 2007

Cook Islands 
14 M

ay 2004 
14 M

ay 2004

Costa Rica 
3 July 2003 

21 August 2008

Côte d’Ivoire 
24 July 2003 

13 August 2010

Croatia 
2 June 2004 

14 July 2008

Cuba 
29 June 2004 

 

Cyprus 
24 M

ay 2004 
26 October 2005

Czechia 
16 June 2003 

1 June 2012

Dem
ocratic People’s Republic of Korea 

17 June 2003 
27 April 2005

Dem
ocratic Republic of the Congo 

28 June 2004 
28 October 2005

Denm
ark 

16 June 2003 
16 Decem

ber 2004

Djibouti 
13 M

ay 2004 
31 July 2005

Dom
inica 

29 June 2004 
24 July 2006

CO
UN

TRY
DATE O

F SIG
N

ATURE
DATE O

F RATIFICATIO
N

*  
(O

R LEG
AL EQ

UIVALEN
T) 

Dom
inican Republic

Ecuador 
 

22 M
arch 2004  

25 July 2006 

Egypt 
 

17 June 2003  
25 February 2005

El Salvador 
 

18 M
arch 2004  

21 July 2014 

Equatorial Guinea 
 

 
17 Septem

ber 2005 a

Eritrea

Estonia 
 

8 June 2004  
27 July 2005

Esw
atini 

 
29 June 2004  

13 January 2006 

Ethiopia 
 

25 February 2004  
25 M

arch 2014 

European Union 
 

16 June 2003  
30 June 2005 c

Fiji 
 

3 October 2003  
3 October 2003 

Finland 
 

16 June 2003  
24 January 2005 

France 
 

16 June 2003  
19 October 2004 AA

Gabon 
 

22 August 2003  
20 February 2009 

Gam
bia 

 
16 June 2003  

18 Septem
ber 2007 

Georgia 
 

20 February 2004  
14 February 2006 

Germ
any 

 
24 October 2003  

16 Decem
ber 2004 

Ghana 
 

20 June 2003  
29 Novem

ber 2004 

Greece 
 

16 June 2003  
27 January 2006 

Grenada 
 

29 June 2004  
14 August 2007 

Guatem
ala 

 
25 Septem

ber 2003  
16 Novem

ber 2005  

Guinea 
 

1 April 2004  
7 Novem

ber 2007 

Guinea-Bissau 
 

 
7 Novem

ber 2008 a

Guyana 
 

 
15 Septem

ber 2005 a

Haiti 
 

23 July 2003  

Honduras 
 

18 June 2004  
16 February 2005 

Hungary 
 

16 June 2003  
7 April 2004 

Iceland 
 

16 June 2003  
14 June 2004 

India 
 

10 Septem
ber 2003  

5 February 2004

Indonesia 

Iran (Islam
ic Republic of) 

 
16 June 2003  

6 Novem
ber 2005 

Iraq 
 

29 June 2004  
17 M

arch 2008 

Ireland 
 

16 Septem
ber 2003  

7 Novem
ber 2005 

Israel 
 

20 June 2003  
24 August 2005 

Italy 
 

16 June 2003  
2 July 2008 

Jam
aica 

 
24 Septem

ber 2003  
7 July 2005 

Japan 
 

 9 M
arch 2004  

8 June 2004
 A

Jordan 
 

28 M
ay 2004  

19 August 2004 

Kazakhstan 
 

21 June 2004  
22 January 2007 

Kenya 
 

25 June 2004  
25 June 2004 

Kiribati 
 

27 April 2004  
15 Septem

ber 2005 

Kuw
ait 

 
16 June 2003  

12 M
ay 2006 

Kyrgyzstan 
 

18 February 2004  
25 M

ay 2006 

Lao People’s Dem
ocratic Republic 

 
29 June 2004  

6 Septem
ber 2006 

Latvia 
 

10 M
ay 2004  

10 February 2005 

Lebanon 
 

4 M
arch 2004  

7 Decem
ber 2005 

Lesotho 
 

23 June 2004  
14 January 2005 

Liberia 
 

25 June 2004  
15 Septem

ber 2009 

Libya 
 

18 June 2004  
7 June 2005 

Lithuania 
 

22 Septem
ber 2003  

16 Decem
ber 2004 

Luxem
bourg 

 
16 June 2003  

30 June 2005 

* 
Ratification is the international act by 
w

hich countries that have already signed 
a treaty or convention form

ally state their 
consent to be bound by it.

a 
Accession is the international act by w

hich 
countries that have not signed a treaty/
convention form

ally state their consent to 
be bound by it.

A 
Acceptance is the international act, sim

ilar 
to ratification, by w

hich countries that 
have already signed a treaty/convention 
form

ally state their consent to be bound 
by it.

AA 
Approval is the international act, sim

ilar 
to ratification, by w

hich countries that 
have already signed a treaty/convention 
form

ally state their consent to be bound 
by it.

c 
Form

al confirm
ation is the international 

act corresponding to ratification by 
a State, w

hereby an international 
organization (in the case of the W

HO 
FCTC, com

petent regional econom
ic 

integration organizations) form
ally state 

their consent to be bound by a treaty/
convention.

d 
Succession is the international act, 
how

ever phrased or nam
ed, by w

hich 
successor States form

ally state their 
consent to be bound by treaties/
conventions originally entered into by 
their predecessor State.
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*  
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AL EQ
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Table 5.1 
Status of the W

H
O

 
Fram

ew
ork Convention 

on Tobacco Control, as 
of 8 M

ay 2019 
(continued)

M
adagascar 

24 Septem
ber 2003  

22 Septem
ber 2004 

M
alaw

i 

M
alaysia 

23 Septem
ber 2003  

16 Septem
ber 2005

M
aldives 

17 M
ay 2004  

20 M
ay 2004 

M
ali 

23 Septem
ber 2003  

19 October 2005 

M
alta 

16 June 2003  
24 Septem

ber 2003 

M
arshall Islands 

16 June 2003  
8 Decem

ber 2004 

M
auritania 

24 June 2004  
28 October 2005 

M
auritius 

17 June 2003  
17 M

ay 2004 

M
exico 

12 August 2003  
28 M

ay 2004 

M
icronesia (Federated States of) 

28 June 2004  
18 M

arch 2005

M
onaco 

M
ongolia 

16 June 2003  
27 January 2004 

M
ontenegro 

 
23 October 2006 d

M
orocco 

16 April 2004  

M
ozam

bique 
18 June 2003  

14 July 2017

M
yanm

ar 
23 October 2003  

21 April 2004 

Nam
ibia 

29 January 2004  
7 Novem

ber 2005 

Nauru 
 

29 June 2004 a

Nepal 
3 Decem

ber 2003  
7 Novem

ber 2006 

Netherlands 
16 June 2003  

27 January 2005
 A

New
 Zealand  

16 June 2003  
27 January 2004  

Nicaragua 
7 June 2004  

9 April 2008 

Niger 
28 June 2004  

25 August 2005 

Nigeria 
28 June 2004  

20 October 2005 

Niue 
18 June 2004  

3 June 2005 

North M
acedonia 

 
 

30 June 2006 a 

Norw
ay 

16 June 2003  
16 June 2003

 AA

Om
an 

 
9 M

arch 2005 a

Pakistan 
18 M

ay 2004  
3 Novem

ber 2004 

Palau 
16 June 2003  

12 February 2004 

Panam
a 

26 Septem
ber 2003  

16 August 2004 

Papua New
 Guinea 

22 June 2004  
25 M

ay 2006 

Paraguay 
16 June 2003  

26 Septem
ber 2006 

Peru 
21 April 2004  

30 Novem
ber 2004 

Philippines 
23 Septem

ber 2003  
6 June 2005 

Poland 
14 June 2004  

15 Septem
ber 2006 

Portugal 
9 January 2004  

8 Novem
ber 2005

 AA

Qatar 
17 June 2003  

23 July 2004 

Republic of Korea 
21 July 2003  

16 M
ay 2005

Republic of M
oldova 

29 June 2004  
3 February 2009 

Rom
ania 

25 June 2004  
27 January 2006 

Russian Federation 
 

3 June 2008 a

Rw
anda 

2 June 2004  
19 October 2005 

Saint Kitts and Nevis 
      

29 June 2004  
21 June 2011

Saint Lucia 
      

29 June 2004  
7 Novem

ber 2005

Saint Vincent and the Grenadines 
 

14 June 2004  
29 October 2010 

Sam
oa 

25 Septem
ber 2003  

3 Novem
ber 2005 

San M
arino 

26 Septem
ber 2003  

7 July 2004 

Sao Tom
e and Principe 

18 June 2004  
12 April 2006 

Saudi Arabia 
24 June 2004  

9 M
ay 2005 

CO
UN

TRY
DATE O

F SIG
N

ATURE
DATE O

F RATIFICATIO
N

*  
(O

R LEG
AL EQ

UIVALEN
T) 

Source: United Nations Treaty Collection w
eb site https://treaties.un.org/pages/View

Details.aspx?src=TREATY&m
tdsg_no=IX-

4&chapter=9&lang=en, accessed 8 M
ay 2019).

Though not a M
em

ber State of W
HO, as a M

em
ber State of the United Nations, Liechtenstein is also eligible to becom

e Party to the 
W

HO FCTC, though it has taken no action to do so.

On subm
itting instrum

ents to becom
e Party to the W

HO FCTC, som
e Parties have included notes and/or declarations. All notes can be 

view
ed at https://treaties.un.org/pages/View

Details.aspx?src=TREATY&m
tdsg_no=IX-4&chapter=9&lang=en

Senegal 
19 June 2003  

27 January 2005 

Serbia 
28 June 2004  

8 February 2006 

Seychelles 
11 Septem

ber 2003  
12 Novem

ber 2003 

Sierra Leone 
 

22 M
ay 2009 a

Singapore 
29 Decem

ber 2003  
14 M

ay 2004 

Slovakia 
19 Decem

ber 2003  
4 M

ay 2004 

Slovenia 
25 Septem

ber 2003  
15 M

arch 2005 

Solom
on Islands 

18 June 2004  
10 August 2004

Som
alia 

South Africa 
16 June 2003  

19 April 2005

South Sudan 

Spain 
16 June 2003  

11 January 2005 

Sri Lanka 
23 Septem

ber 2003  
11 Novem

ber 2003 

Sudan 
 

10 June 2004  
31 October 2005 

Surinam
e 

 
24 June 2004  

16 Decem
ber 2008 

Sw
eden 

 
16 June 2003  

7 July 2005 

Sw
itzerland 

 
25 June 2004  

Syrian Arab Republic 
 

11 July 2003  
22 Novem

ber 2004  

Tajikistan 
 

 
21 June 2013 a

Thailand 
 

20 June 2003 
8 Novem

ber 2004 

Tim
or-Leste 

 
25 M

ay 2004  
22 Decem

ber 2004 

Togo 
 

12 M
ay 2004  

15 Novem
ber 2005 

Tonga 
 

25 Septem
ber 2003 

8 April 2005 

Trinidad and Tobago 
 

27 August 2003  
19 August 2004 

Tunisia 
 

22 August 2003  
7 June 2010 

Turkey 
 

28 April 2004  
31 Decem

ber 2004 

Turkm
enistan 

 
 

13 M
ay 2011 a

Tuvalu 
 

10 June 2004  
26 Septem

ber 2005 

Uganda 
  

5 M
arch 2004  

20 June 2007 

Ukraine 
 

25 June 2004 
6 June 2006 

United Arab Em
irates 

 
24 June 2004 

7 Novem
ber 2005 

United Kingdom
 of Great Britain and Northern Ireland 

16 June 2003  
16 Decem

ber 2004 

United Republic of Tanzania 
 

27 January 2004  
30 April 2007 

United States of Am
erica 

 
10 M

ay 2004  

Uruguay 
 

19 June 2003 
9 Septem

ber 2004  

Uzbekistan 
 

 
15 M

ay 2012
 a

Vanuatu 
 

22 April 2004  
16 Septem

ber 2005 

Venezuela (Bolivarian Republic of) 
 

22 Septem
ber 2003  

27 June 2006 

Viet Nam
 

  
3 Septem

ber 2003  
17 Decem

ber 2004  

Yem
en 

 
20 June 2003  

22 February 2007

Zam
bia 

 
 

23 M
ay 2008 a

Zim
babw

e 
 

 
4 Decem

ber 2014 a

* 
Ratification is the international act by 
w

hich countries that have already signed 
a treaty or convention form

ally state their 
consent to be bound by it.

a 
Accession is the international act by w

hich 
countries that have not signed a treaty/
convention form

ally state their consent to 
be bound by it.

A 
Acceptance is the international act, sim

ilar 
to ratification, by w

hich countries that 
have already signed a treaty/convention 
form

ally state their consent to be bound 
by it.

AA 
Approval is the international act, sim

ilar 
to ratification, by w

hich countries that 
have already signed a treaty/convention 
form

ally state their consent to be bound 
by it.

c 
Form

al confirm
ation is the international 

act corresponding to ratification by 
a State, w

hereby an international 
organization (in the case of the W

HO 
FCTC, com

petent regional econom
ic 

integration organizations) form
ally state 

their consent to be bound by a treaty/
convention.

d 
Succession is the international act, 
how

ever phrased or nam
ed, by w

hich 
successor States form

ally state their 
consent to be bound by treaties/
conventions originally entered into by 
their predecessor State.
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