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The tobacco epidemic is one of the major global public health problems today that is being 
facilitated through a variety of complex factors. The tobacco epidemic killed 100 million 
people worldwide in the 20th century and it could kill one billion people during the 21st 
century, if effective control measures are not taken. Out of 5.4 million global deaths from 
tobacco per year, 1.2 million occur in the Region. Tobacco use is increasing fast in 
developing countries due to weak tobacco control measures there. Member countries of 
the South-East Asia (SEA) Region are not only major tobacco producers, but also majority of 
males in these countries are users of various forms of tobacco products. In order to respond 
to this global epidemic, Member countries developed, negotiated and adopted 
unanimously the WHO Framework Convention on Tobacco Control (WHO FCTC) at the 
Fifty-sixth World Health Assembly in May 2003. As of 12 June 2008, 168 Member States 
are signatories to the Convention, and 156 Member States and the European Community 
are Parties to it. Ten out of 11 Member countries of the WHO SEA Region are Parties to 
the Convention. In order to implement the WHO FCTC effectively, five Member countries 
in the Region have enacted comprehensive tobacco control legislation, while others are in 
the process of formulating the same. As decided by the second session of Conference of 
Parties held in Bangkok, Thailand in 2007, a Protocol for the Convention on Illicit Trade in 
Tobacco Products is currently being negotiated. Meanwhile, the WHO Report on Global 
Tobacco Epidemic 2008 has recommended a six-point policy package called MPOWER for 
effective tobacco control. These policies are: (i) Monitor tobacco use and prevention 
policies (Article 20); (ii) Protect people from tobacco smoke (Article 8); (iii) Offer help to 
quit tobacco use (Article 14); (iv) Warn about the dangers of tobacco (Article 11); 
(v) Enforce bans on tobacco advertising, promotion and sponsorship (Article 13 ); and 
(vi) Raise taxes on tobacco (Article 6). This brief paper aims to focus on the progress of 
implementation of the concrete measures for tobacco control in the Region based on the 
provisions of the Convention.  

The Meeting of the Advisory Committee (ACM), held at WHO/SEARO from 30 June–
3 July 2008, reviewed the technical briefing paper, discussed it thoroughly and made the 
following recommendations: 



Action by Member States 

(1) To encourage implementation of the six-point MPOWER policy package as advocated 
in the WHO Report on the Global Tobacco Epidemic 2008; 

(2) To establish/strengthen national coordinating mechanisms and national regulatory 
authorities with provision of adequate resources to implement the WHO FCTC; 

(3) To take active part in the development of guidelines for implementation of various 
provisions of the WHO Framework Convention as well as in the negotiations on the 
protocols to the Framework Convention; and 

(4) To organize national forums and consultative meetings of key stakeholders including 
civil society organizations in order to review various innovative financing options 
including the use of dedicated taxation from tobacco to implement activities for 
promoting health. 

Action by WHO/SEARO 

(1) To continue strengthening its Tobacco Free Initiative programme to support Member 
countries in implementing national tobacco control programmes in accordance with the 
WHO FCTC, and to help implement the Framework Convention and its protocols 
effectively; and 

(2) To continue to mobilize resources to support tobacco control efforts in the Region. 

The paper is now submitted to the Sixty-first Session of the Regional Committee for its 
consideration. 
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Introduction 

1. The tobacco epidemic is a major global public health problem. A variety of complex factors 
are contributing to the spread of this epidemic. The tobacco epidemic killed 100 million people 
worldwide in the twentieth century and it could kill one billion people during this century if 
necessary actions for its control are not taken. It kills 1.2 million people in the WHO South-East 
Asia (SEA) Region every year. It is the single most preventable cause of death in the world today.  

2. Tobacco use is fast growing in developing countries. Member countries of the SEA Region 
are not only major tobacco producers, but also a majority of males in these countries are users of 
tobacco in some form. People are not only using tobacco for smoking - cigarettes, cigars, pipes, 
bidis, hand-rolled cigarettes, kreteks, hookers or cheroots – but also using smokeless tobacco 
products for chewing (with or without betel-nuts) and in many other forms. Tobacco is the only 
legally available consumer product that kills people when it is used as intended. 

3. For more than two and a half decades, World Health Organization and its Member 
countries, along with other stakeholders, have debated the effective prevention and control of 
tobacco use globally. The Forty-ninth World Health Assembly in May 1996, through its 
resolution WHA49.17 requested the Director-General to initiate the development of an 
international treaty, the WHO Framework Convention on Tobacco Control (WHO FCTC). It is 
the first treaty formally launched by WHO under the mandate of its Constitution.  

4. After a series of developments and negotiations through the Inter-Governmental 
Negotiating Body, Member States unanimously adopted the WHO FCTC at the Fifty-sixth World 
Health Assembly in May 2003 (resolution WHA56.1) in response to the current globalization of 
the tobacco epidemic. As of 12 June 2008, 168 Member States are signatories to the Framework 
Convention, and 156 countries and the European Community are parties to it. The Convention 
came into force on 27 February 2005.  

5. Ten out of eleven Member countries of the SEA Region are parties to the Convention, and 
five Member countries have comprehensive tobacco control legislation. The remaining countries 
are currently in the process of formulating or adopting such legislation measures (see Table 1). 
National objectives for tobacco control are available in eight Member countries and different 
forms of national agencies for tobacco control exist in 10 Member countries. All parties to the 
Convention have to meet certain requirements under the Convention and to submit a periodic 
report on the progress of its implementation.  The Regional Office has developed guidelines to 
promote enforcement of and compliance with tobacco control measures and national tobacco 
control legislation, which have been shared with Member countries. 

6. Since the WHO FCTC came into force in February 2005, the parties to the Convention 
have held two sessions. The third session will be held in November 2008 in South Africa.  As per 
the decisions of the first and second sessions of the Conference of Parties, necessary guidelines 
have been prepared for implementing various provisions of the Convention. Negotiations on the 
Protocol on Illicit Trade in Tobacco Products have also started. The first session of the Inter-
Governmental Negotiating Body (INB) took place in February 2008 in Geneva and its second 
session is slated for October 2008. 
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Table 1: SEA Member countries who signed and ratified the WHO FCTC and  
status of their national tobacco control legislation 

Member countries Signature date Ratification National legislation 

Bangladesh  16/6/2003 14/6/2004 Enacted 

Bhutan  9/12/2003 23/8/2004 Still in draft 

DPR Korea  17/6/2003 27/4/2005 Still in draft 

India  10/9/2003 5/2/2004 Enacted 

Indonesia - - Still in draft 

Maldives  17/5/2004 20/5/2004 Still in draft 

Myanmar  23/10/2003 21/4/2004 Enacted 

Nepal  3/12/2003 7/11/2006 Still in draft 

Sri Lanka  23/9/2003 11/11/2003 Enacted 

Thailand  20/6/2003 8/11/2004 Enacted 

Timor-Leste  25/5/2004 22/12/2004 Still in draft 

Source: WHO/SEARO 

WHO Framework Convention on Tobacco Control 

7. The preamble and articles 1 to 4 of the WHO FCTC on Tobacco Control constitute the 
introductory part of the Convention, which sets the stage to lay down the fundamental concept 
and principles that are important in the implementation of the Convention. Article 5 deals with 
development, implementation and review and updating of national tobacco control strategies, as 
well as establishment of institutions and policies, including ensuring appropriate financial 
support to implement the tobacco control measures as per the Convention. Articles 6 to 14 are 
the core of the Convention, which specify the measures relating to the reduction of demand for 
tobacco. Articles 15-18 deal with measures relating to the reduction of the supply of tobacco. 
Article 16 deals with restriction on sales of tobacco products to and by minors. Article 19 
specifies how legislative actions have to be made according to national laws. 

8. Articles 20-22 deal with scientific and technical cooperation and communication of 
information. Member countries have to undertake appropriate research, surveillance and 
exchange of information, including international cooperation. Articles 23-26 relate to 
establishment of the Conference of Parties, its financing and institutional arrangement (including 
the Secretariat). At present, the Secretariat is housed within WHO. Articles 28-38 consist of 
development of the Convention. They set out how the Convention is ratified and amended, and 
procedures for withdrawal from it. They also specify how the Conference of Parties could adopt 
appropriate protocols.  

Progress 

9. The following paragraphs describe the progress of implementation of key measures under 
the WHO FCTC.  
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Smoke-free environments 

10. Scientific evidence has already shown that exposure to tobacco smoke causes disease, 
disability and death. Article 8 of the Convention stipulates that Member countries have to adopt 
and implement measures for protection from exposure to tobacco smoke at indoor workplaces, 
public transport, indoor public places and, as appropriate, other public places. Creation of 
smoke-free environments helps smokers who want to quit, and also encourages families to make 
their homes smoke-free. 

11. Through various legislative measures, all countries of the Region are adopting various types 
of measures banning smoking mainly in public places and indoor workplaces.  Smoking is 
completely banned in schools in nine countries. There are complete bans on smoking in health-
care facilities in seven Member countries, and bans in governmental facilities exist in five 
countries; there are bans for indoor offices in four countries. While a few countries have banned 
on smoking in restaurants, pubs and bars, a few others have enacted bans for indoor workplaces. 
As per the Global Youth Tobacco Survey, half of school students are exposed to second-hand 
smoke in public places in the Region. Global Health Professional Student Surveys of seven 
Member countries of the Region showed that seven out of ten students reported being exposed 
to second-hand smoke in public places. This shows that there is still room to improve smoking 
bans in public places for effective curtailment of health risks. A 100% smoke-free environment 
should be the target of all governments to protect people from exposure to tobacco smoke. 

Ban on advertising, promotion and sponsorship 

12. Article 13 stipulates measures dealing with comprehensive bans on tobacco advertising, 
promotion and sponsorship.  Almost all countries have adopted measures to prohibit different 
kinds of tobacco advertising, promotion and sponsorship. While almost all Member countries 
have totally banned direct advertisement of tobacco on national TV and radio, the majority have 
no control on international TV and radio advertisements. Seven Member countries have banned 
tobacco advertising in local magazines, newspapers and billboards; while six have banned 
tobacco advertising at point of sale, five others have banned it on the Internet. The Global Youth 
Tobacco Survey data reveal that over 60% students are exposed to advertisements on billboards 
and newspapers in many countries. 

13. Only a few countries have banned indirect advertisement in the term of free distribution, 
sponsored events, promotion of non-tobacco products with tobacco brand names, brand names 
of non-tobacco products being used for tobacco products and appearance of tobacco products 
in TV or films, or promotional discounts. The Global Youth Tobacco Survey data show that one 
in ten students have seen objects with brand logos of cigarettes and one in ten students have 
been offered free samples of cigarettes in most Member countries in the Region. 

Packaging and labelling 

14. Article 11 of the WHO FCTC specifies the period of implementation. It states that each 
party shall adopt and implement effective measures on packaging and labelling, within a period 
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of three years after entry into force of the Convention for that party.  The measures have to 
ensure that tobacco product packaging and labelling do not promote a tobacco product by any 
means, and that the packaging and labelling should include health warnings that should be at 
least 30 per cent and preferably 50 per cent or more of the principal display area. Only four 
countries have made provisions for these measures in their legislation. While Bangladesh and 
Maldives have legislated for health warnings on 30 per cent of the surface area of cigarette 
packets, India and Thailand have adopted measures to have health warnings on 50 per cent of 
the area on cigarette products. Health warnings in Thailand include different health hazard 
pictures. In all Member countries in the Region, general health warnings in tiny print on cigarette 
packets existed already, but did not follow the stipulations of the Convention.  

15. Member countries need to strengthen their legislation in this respect because the 
Convention has asked all parties to comply with the provisions within a period of three years 
from the entry into force of the Convention. Model legislation and health warnings have already 
been made available to countries. Parties now have to speed up their efforts to adopt specific 
measures for packaging and labelling. Given the widespread prevalence and use of non-cigarette 
and other smokeless tobacco products in the Region, parties are also reminded that health 
warnings and labelling should be put on all forms of tobacco products. 

Education, communication, training and public awareness 

16. Article 12 advocates for promotion and strengthening of public awareness in tobacco 
control issues using all available and appropriate communication tools and the Parties to the 
Convention are encouraged to adopt legislative, administrative or other measures as required for 
this purpose. 

17. Most Member States have undertaken a number of measures to implement Article 12 of 
the Convention. Tobacco control issues have been included in the school curriculum in a 
number of Member States. The Regional Office is also providing necessary support to countries 
in order to implement this Article. A Manual on Tobacco Control in Schools has been developed 
and disseminated among Member countries for use in schools. The manual includes lessons on 
awareness-raising on harmful effects of tobacco as well as cessation techniques. 

Tobacco surveillance and research 

18. Articles 20-21 of the WHO FCTC deal with research, surveillance and obligation on 
reporting and exchange of information by the parties on tobacco control. Tobacco surveillance is 
one of the main areas of focus in the SEA Region for effective and better tobacco control 
programmes, as well as for monitoring the implementation of relevant provisions of the 
Convention at country level.  

19. The Regional Tobacco Surveillance System (RTSS) mainly comprises the Global Youth 
Tobacco Survey (GYTS), Global School Personnel Survey (GSPS), Global Health Professional 
Student Survey (GHPSS) and Global Adult Tobacco Survey (GATS), which measure trends of 
tobacco use in the Region. The Region also has used the Sentinel Tobacco Use Survey in some 
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of the Member countries and the World Health Survey in five Member countries. In addition, 
trends of tobacco use among the adult population are also being measured through the WHO 
STEPwise approach to surveillance of NCD risk factors (STEPS).  

20. Under the Bloomberg Initiative, a standard Global Adult Tobacco Survey that consistently 
tracks prevalence of tobacco use, exposure to risk, second-hand smoke, cessation, risk 
perceptions, knowledge and attitudes, exposure to media as well as price and taxation issues is 
being conducted in four Bloomberg-focus countries in the Region – Bangladesh, India, Indonesia 
and Thailand. 

21. The Regional Office has also been supporting countries in data dissemination and 
utilization for policy and programme formulation. A regional strategy for utilization of GYTS data 
has been developed and disseminated among countries for their guidance. WHO will continue 
to focus on tobacco surveillance to track trends of tobacco use among populations and to make 
necessary policy and programme changes. 

22. The Regional Office has undertaken a number of studies, including health costs of tobacco 
use, economics of tobacco control, crop diversification, tobacco and poverty and tobacco and 
women, to generate evidence for tobacco control. The findings of these studies have been used 
for advocacy for tobacco control. 

Cessation 

23. Article 14 specifies demand-reduction measures concerning tobacco dependence and 
cessation. Each party has to establish tobacco cessation clinics to provide diagnosis and 
treatment of tobacco dependence and counselling services on cessation of tobacco use, in such 
locations as educational institutions, health facilities, workplaces and sporting environments. A 
majority of Member countries (DPR Korea, India, Indonesia, Maldives, Myanmar, Sri Lanka and 
Thailand) have established tobacco cessation clinics at their health-care facilities. Nicotine 
replacement therapy is available on a physician’s prescription. Pharmacotherapy (Bupropion) is 
available on a physician’s prescription in India, Myanmar and Thailand.   

24. While legislative measures for reduction of demand are being taken, the ministries of 
health need to ensure increasing availability and improving accessibility by existing tobacco users 
to tobacco cessation clinics. Since 2003, WHO headquarters and the Regional Office have 
developed guidelines for Member countries to promote services for tobacco cessation. There is 
evidence from some countries in the Region that community-based cessation programmes have 
long-term impacts. The Regional Office also organized a training workshop for health workers in 
tobacco cessation and the work in this area will be reinforced during the current biennium. It 
has also developed a Manual for Clinics and Community-Based Interventions for Prevention and 
Cessation of Tobacco Use to support countries in tobacco cessation services. 

Taxation 

25. Taxation of tobacco products is an important tobacco control measure. Increased tax 
reduces consumption among the poor and the youth. Tobacco taxation ranges from 22% in 
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Indonesia to 79% in Thailand.  While all countries have adopted taxation on various kinds of 
tobacco products over the years, there is a tendency to tax cigarettes more than other non-
cigarette tobacco products like bidi or chewing tobacco. Taxation of tobacco products should 
not be selective, since the response will be to replace the taxed products with non-taxed ones.  
Consumption of tobacco can be affected significantly only if all forms of tobacco are targeted 
simultaneously.  Relatively cheaper non-cigarette products deepen the inequity in health, 
because mostly the poorer sections of the society use these products. 

26. Various studies have shown that increasing taxes that substantially increase the retail price 
of these products are effective means to reduce demand and accessibility. The greatest impact of 
such measures is the reduction in the use of tobacco products among children, adolescents and 
people from low-income groups.  A study conducted in the SEA Region in 2003 by the World 
Bank and WHO showed that there was sufficient evidence available in literature review and 
original analyses of information from countries of the Region to indicate that higher prices of 
tobacco products, due to increased taxes that substantially raise the retail price of these 
products, eventually lead to lower consumption and hence better health. The World Bank and 
WHO recommended that tax rates should be increased so that prices of all tobacco products 
grew by at least 5 per cent in real terms every year.  

27. The idea of introducing dedicated taxation for health promotion, including using these 
funds for prevention and control of the use of tobacco as well as alcohol, was floated a few 
decades ago and a few countries around the world even adopted it. However, the idea has fixed 
many reactions and resistance to its implementation. Powerful arguments, advocacy and 
lobbying are therefore required to initiate appropriate legislation and implementation. 

28. Thailand has taken advanced steps towards innovative financing for health promotion using 
dedicated taxation on tobacco and alcohol products. It took Thailand more than a decade of 
hard work to reach the final stage of approving legislation for a dedicated tax on tobacco and 
alcohol. The Nepal Health Tax Fund launched in the early 1990s generated from tax on tobacco 
products is being used for treatment of cancer patients in hospitals.   

29. Although Sri Lanka does not have such a mechanism for dedicated tax, the introduction of 
tobacco and alcohol taxes to be used specifically for control of tobacco and alcohol could make 
them a potential source of funds for the National Alcohol and Tobacco Authority. 

30. The expansion of population coverage for social health insurance in Indonesia would 
provide an opportunity to ensure that benefit packages cover disease prevention and health 
promotion services, which would free the Ministry of Health (MoH) budget to focus more on 
social mobilization and other cost-effective public health interventions. Indonesia can also look 
at the possible use of a dedicated tax on tobacco and alcohol.   

31. India introduced taxation on tobacco for use in welfare promotion of bidi workers and for 
generating resources for a national calamity fund for some years. It has recently made 
arrangements for a certain proportion of tobacco taxation to supplement the funding for 
National Rural Health Missions. India currently invests increased funding in the health sector 
from its general revenue, including investment in national noncommunicable disease prevention 
and control programmes (addressing cardiovascular diseases, diabetes and stroke), national 
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cancer control and national rural health missions, all of which aim to promote health. It may 
need to consider establishing a national commission or board for health promotion in order to 
coordinate multisectoral activities. 

Institutional framework 

32. As per Article 5.2 (a), parties to the Convention have to set up an institutional framework to 
carry out the actions required under the Convention, though it does not prescribe the details of 
this institutional framework. It only specifies steps to establish or reinforce a national 
coordinating mechanism, national regulatory authority or focal points for tobacco control, and to 
finance these institutions. In addition to implementing the provisions of the legal framework and 
monitoring the compliance of individuals, some of the other duties of these institutional 
mechanisms, as derived from the provisions of the WHO FCTC, are to manage the exchange of 
information and to cooperate with other parties and with international organizations. 

Plans for strengthening tobacco control measures 
During the development of legislation 

33. The need for adequate national capacity in development of legislation, both in terms of the 
quantity and quality of resources potentially available to support tobacco control, cannot be 
overemphasized. Without it, a country is unlikely to be able to develop scientifically valid 
proposals, build necessary political support for enactment or sustain meaningful enforcement 
after the legislation is in place. Capacity-building requires strong leadership and champions 
whose commitment to tobacco control is enduring, and a national focal point or a national 
committee, task force or working group representing agencies of government, as well as NGOs, 
universities, health organizations and professional associations.  

34. Another key to success is the active involvement of civil society as leading voices for 
tobacco control and the driving force behind governmental action by contributing to a legislative 
campaign. Developing the ability to collect and generate reliable information is important in 
informing lawmakers and the public on tobacco control and the law. Furthermore, education, 
communication, training and public awareness can help increase public understanding of the 
dangerous health effects of tobacco use, which will create a climate in which legislation can 
succeed.  

35. Drafting legislation is a specialized discipline and must be approached carefully, 
considering all dimensions - social, cultural, economic, educational and health. It is important to 
create a partnership between public health personnel and legislators to ensure that the proposal 
is both effective for health and legally correct, as well as being a measure that would involve a 
broad spectrum of participants to build consensus and support.  

36. Drafting should be guided by principles of clarity, simplicity, consistency, familiarity and 
flexibility. Model tobacco control legislation and assistance from experts, both local and 
international, can also ease the drafting process, because they can provide a carefully 
constructed model that can serve as an example and a starting point. Other important 
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characteristics of good legislation include ensuring that the law complies with the national 
constitution and using broad language to best empower officials. 

After the passage of legislation  

37. It is important to establish a strong enforcement agency completely free of any connection 
with the tobacco industry, which will be both competent to enforce the legislation effectively 
and committed to its success. The effectiveness of any law will be determined in part by the 
selection of an enforcement authority. Enforcement resources and effort should be sufficient to 
ensure public education; training of enforcement officials; investigation and prosecution of 
violations; and monitoring activities.  

38. Provisions for appropriate penalties for violations need to be specified, and these should 
deter violations of the law and be determined in the context of each jurisdiction. It is important 
that these sanctions be perceived by the affected parties and the public as proportionate to the 
offence.  

39. Part of the implementation and enforcement process involves ongoing oversight through 
monitoring, surveillance, reporting and inspections, as well as evaluation. It is essential to 
support strong enforcement and to improve the legislation over time. A basic monitoring system 
should include a research and surveillance programme to monitor trends and patterns in 
tobacco use, public opinion and awareness, as well as basic epidemiological information. It 
should also include mechanisms to track the level and quality of enforcement and levels of 
compliance. NGOs are useful and effective for supporting oversight.  It is important to ensure 
that sufficient resources are available to support oversight and evaluation. 

Strengthening the legislation through necessary amendments 

40. National tobacco control legislation in many countries has gaps and a majority are not fully 
compatible with the provisions of the WHO FCTC. There is a need to review this legislation and 
make necessary changes through amendments. Dialogue among stakeholders both within and 
outside public agencies is needed to bring about such amendments. There should be an 
organizational mechanism for monitoring the enforcement of legislation as well as to determine 
the need for periodic review of legislation, taking into account the progress of implementation of 
the tobacco control programme as well as emerging developments in tobacco control. 

WHO strategy: MPOWER 

41. The WHO Report on the Global Tobacco Epidemic, 2008 documented the extent of the 
global epidemic, assessed the current status of global tobacco control and recommended a 
policy package called MPOWER for effective tobacco control. MPOWER provides for six most 
effective and important tobacco control policies: (1) monitoring tobacco use and prevention 
policies; (2) protecting people from tobacco smoke; (3) offering help to quit tobacco use; (4) 
warning about the dangers of tobacco; (5) enforcing bans on tobacco advertising, promotion and 
sponsorship; and (6) raising taxes on tobacco for effective tobacco control. Member countries 
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are encouraged to developing national tobacco control programmes following the MPOWER 
package and to implement them. 

42. The Bloomberg Initiative to Reduce Tobacco Use (BI), launched in early 2007, is 
coordinated by the five key partner organizations: Center for Disease Control and Prevention 
(CDC) Foundation, Campaign for Tobacco-Free Kids (TFK), Johns Hopkins Bloomberg School of 
Public Health, World Lung Foundation (WLF) and WHO. The BGI aims to: refine and optimize 
tobacco control programmes to help smokers stop and prevent children from starting; support 
public sector efforts to pass and enforce key laws and implement effective policies, and in 
particular to tax cigarettes, prevent smuggling, change the image of tobacco and protect workers 
from exposure to other people’s smoke; support advocates’ efforts to educate communities 
about the harms of tobacco and to enhance tobacco control activities so as to help make the 
world tobacco-free; and develop a rigorous system to monitor the status of global tobacco use.  

43. The initiative is currently concentrating its efforts on eleven high-burden countries of the 
world, including four from the Region (Bangladesh, India, Indonesia and Thailand). The Regional 
Office supports these countries in accelerating their efforts for tobacco control. It is also 
providing support for strengthening tobacco-control activities in non-BGI countries, to have 
access to BGI funds. Non-BGI countries should take advantage of opportunities provided by the 
Bloomberg Initiative to scale up their tobacco control activities, as well as to implement the 
WHO FCTC. 

Challenges 

44. The public health threats of tobacco use call for multipronged strategies and multisectoral 
collaboration. Legislation is at the centre of all these strategic efforts and the legal measures 
undertaken by countries around the world show that with strong political will, education, 
training of all officials involved, communicating effective anti-tobacco messages and information, 
and mobilization of the public and legal technical assistance based on best practices, tobacco 
control legislation can be effectively enacted and implemented to achieve public health results 
and to prevent million of deaths from tobacco use every year. Having a social movement by 
bringing behavioural change in the society as a whole and tobacco users in general is crucial to 
sustain tobacco control efforts and to make the society free from all sorts of tobacco products. 

45. Tobacco control cannot be a stand-alone agenda. Efforts on national tobacco control need 
to be integrated into those of health promotion and control of noncommunicable diseases, diet, 
physical activity and other related issues. 

46. Today’s success in the area of tobacco control owes greatly to the tobacco control 
legislation that has been developed and implemented effectively. The Regional Office will 
continue to provide support for development of legislation in all Member countries as well as for 
its effective enforcement in order to help them meet their obligations under the FCTC and its 
future protocols. 

47. The main objective of tobacco control programme is how best the tobacco epidemic can 
be stopped by reducing tobacco use through a combination of measures for reducing both 
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demand and supply. National tobacco control programmes have to be developed in line with 
the WHO FCTC regardless of the status of any Member State vis-à-vis the Convention. Effective 
implementation of such programmes could ensure reduction in tobacco use.  

48. Ministries of health need to work closely with other sectors and NGOs for effective 
enforcement of legislation, and to organize effective education, communication and awareness-
raising campaign for the general public, policy-makers, legislators and the society as a whole 
about the harmful effects of tobacco use.  

49. Community-based campaigns including national no-tobacco day/week need to be 
organized in order to create awareness about the wide spectrum of tobacco use including its 
social impact and economic loss to the people and the State, and to promote effective 
community-based interventions as an essential component to the success of prevention and 
control of tobacco use, and to the sustainability of enforcement measures. 

50. In addition to the usual indicator for tobacco like production and use of tobacco, there is a 
need to link the information on morbidity and mortality of diseases due to tobacco use, with 
that on the impact of interventions on tobacco use. 

Conclusions 

51. Member States need to establish or strengthen national coordinating mechanisms/ national 
regulatory authorities with provision of adequate resources to develop and strengthen their 
comprehensive tobacco control legislation, in compliance with the WHO FCTC.   

52. Appropriate institutional mechanisms like national and autonomous information, research 
and development institutes have to be developed to strengthen information for community-
based assessment and monitoring of tobacco consumption, including information on social, 
economic and cultural determinants of tobacco use. 

53. Member States need to organize national forums and consultative meetings of key 
stakeholders in order to review various innovative financing options, including the use of 
dedicated or earmarked taxation from tobacco to implement activities for promoting health. 

54. Member States need to adopt the six-point MPOWER policy package as advocated in the 
WHO Report on the Global Tobacco Epidemic 2008. 

55. WHO needs to continue strengthening its Tobacco Free Initiative programme, in order to 
provide support to Member States in implementing national tobacco control programmes in 
accordance with the WHO FCTC and to accomplish tasks relating to the Convention Secretariat 
and the Conference of Parties for effective implementation of the Framework Convention. 

56. The Regional Committee is requested to take note of the progress in implementing the 
WHO FCTC. 


